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Dear Cathy: 

We are sending you Final Evaluation report of CS IX (PASS) project in Guatemala. The 
30 Cluster KPC Survey Report is submitted under a separate cover called "Annex W. As 
you recall this CS IX project experienced start-up difficulties and a turn-over involving 
multiple project managers. It wasn't until the Mid-Term Evaluation that the major 
problems surfaced. As generally noted for three year CS projects achievement difficulties 
are documented very late in the cycle which required DIP revision and scaled down 
targets. Kathy Tilford participated in a field level assessment of the situation and CARE 
Guatemala submitted a revised Plan of Action based on the MTE findings and 
recommendations. The achievements documented during the Final Evaluation of the 
Guatemala CS IX project showed modest gains in interventions. Problems were honestly 
reported and recommendations carefblly followed. CARE Guatemala was concerned with 
the time needed to assure sustainability. The evaluation report also noted that the MOH 
coordination was limited too the interest of individual commitment rather than 
empowerment and development. Recommendations were focused by time on a short and 
long term basis. 

Major portions of this final evaluation report is in Spanish and would require someone 
with Spanish fluency to read and understand. The KPC Survey report contains a 
comprehensive English section which covers all the major findings but the Survey 
Questionnaire and training details are all in Spanish. The sampling frame and the number 
of survey clusters was adjusted from 45 to 30. Statistically the assessment of nearly any 
size population-based study can be done with the 30 cluster method. Very ofien projects 
want to add strange combinations of clusters to cover various and unique needs of their 
project without realizing that the 30 cluster methodology works in nearly all instances. 



One profound observation will require additional effort on CARE'S part and that is the 
concept of training a skilled cadre of 30 Cluster Survey KPC Survey proficient workers. 

CARE Guatemala was able to identify another donor who will support the CS IX project 
with improvements. An extension type project will continue to serve the needy population 
in the former USAID fbnded Child Survival impact area. 

Thanks for your support. 

2- David Newberry 

Senior Advisor 
Health & Population Unit 
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I INTRODUCTION 

This report complies with the requirements of USAlD Washington for a final evaluation of CARE 
Guatemala's Child Survival IX Project, the PASS project (Health Services Support Project or, in 
Spanish, Proyecto de Apoyo a 10s Servicios de Salud). The overall goal of the final evaluation was to 
assess the impact, effectiveness and sustainability of the project. Terms of reference and USAlD 
guidelines for this evaluation appear in Annex A. 

Backqround and Proiect Description 

The PASS project, as its name in Spanish indicates, was carried out to strengthen the health services 
responsible for delivering child survival interventions in selected departments, districts and 
communities in Guatemala. Specifically, the project was designed to decrease morbidity and 
mortality among children under 3 years of age and women 15 to 45 years old. 

The design of the project was based on lessons learned from the Maternal and Child Health (MCH) 
project and the preceding Child Survival Outreach (CHO) project implemented by CARE Guatemala. 
Successful elements in these projects were to be adapted to PASS, and the need to create stronger 
ties with the Ministry of Health (MOH) at regional and local levels was to be addressed. 

The project has been in operation for 36 months in four departments in Guatemala: Alta Verapaz, 
Baja Verapaz, Quiche and Huehuetenango. Within each department one health district was selected 
by CARE in conjunction with the MOH: Cahabon, Purulha, Zacualpa, and San Sebastian Coatan, 
respectively. Selected districts lacked access to health care and exhibited low service coverage 
rates. At final evaluation the project covers 86 communities (103 were reported in the mid-term 
evaluation and 100 established in the DIP)' with a total population of around 34,500 (see Table 1). 

Table 1 
POPULATION COVERED BY THE PASSICARE PROJECT 

BY DISTRICT 

I TOTAL 86 34,461 6,265 

Transfer of project site from San Miguel Acatan to San Sebastian CoatAn (area of influence of San Jose Pueblo Nuevo 
Health Post) accounts for the drop in the number of communities. 



The project identified and implemented three main strategies to ensure sustainability (Document April 
1995): 

a) inter-institutional collaboration operationalized through Multi-Sectorial Coordination Boards 
(CMS) to agglutinate MOH and other government organizations (GOs), non-govemment 
organizations (NGOs) including CARE, and international agencies' representatives; 

b) community participation, operationalized as Social Communication Networks (RCS) including 
Rural Health Technicians (TSR), Rural Health Promoters (PRS), traditional birth attendants 
(TBAs), collaborators and family groups; and 

c) local programming units, operationalized as sectors at the community level. 

In addition, training of local human resources for sustainability and child survival were deemed 
important at all levels. 

Initially, implementation of six complementary child survival interventions was planned: 

a) immunizations (EPI) 
b) control of diarrheal diseases (CDD), and oral rehydration therapy ( 

d) infant and child nutrition 
e) rnatemal care 

c) acute respiratory infections (ARI), and pneumonia treatment 

9 HIVI AIDS prevention 

However, given difficulties encountered, as of June 1995 the family planning activities were excluded 
from the Maternal Care intervention. Also, activities for ARI and pneumonia control were diminished 
or excluded in all districts and HIVI AIDS prevention activities were excluded in all project sites. 

v: 
"d u9 

Project staff are based at the d-istrict MOH offices. It includes 7 CARE tield extensionists (down from 
16 reported before), 3 field assistants, and one project manager. 

The overall goal of the final evaluation of a Child Survival project is to assess the impact, 
effectiveness and the sustainability of the project. Specifically, the evaluation team of the PASS 
project was asked to address the following points: I) project accomplishments and lessons learned, 
and 11) project sustainability. Also, as requested by CARE, recommendations for follow-up and future 
projects were to be provided. 



2. METHODOLOGY 

The project operated for 36 months from October 1, 1993 to September 30, 1996. A baseline survey 
was conducted in February 1994 in four districts (Cahabon, Rabinal, San Miguel Acatan and 
Zacualpa) and in October 1994 in Purulha. The baseline sample of 939 respondents was obtained 
selecting for interview 7-8 mothers with a child under two years of age from each of 30 clusters in 
each District (San Miguel Acatan and Zacualpa had 16 and 14 conglomerates, respectively). In July 
1996, the final survey was conducted. The sample for the final survey was drawn from a total of 45 
clusters in the project areas from which a total of 31 1 respondents was selected taking into account 
the proportion of the population in each district. Cost and time constraints did not allow for similar 
sampling procedures and sizes for the baseline and final evaluation. A comparison between figures 
for key child survival indicators at baseline and at final survey and project objectives was provided to 
consultants by CARE Regional Technical Advisor (RTA) James Becht and will be discussed below. 

The qualitative evaluation was conducted by a team of two, a physician and a social scientist, both 
with training and experience in public health, from August 19 to September 13, 1996. A Team 
Planning Meeting (TPM) was conducted in the first two days of the assignment. All available 
documents were subsequently reviewed and the specific methodology to use for the evaluation 
developed. 

The evaluation included 10 days of field work. During field work visits to each of the four districts and 
one community in each district were made. All the actors1 sources of information in the project were 
identified and several were selected for interview in each district, Actors included CARE personnel, 
MOH personnel and community participants in each district. Data collection instruments consisted of 
open-ended interview guides. Also, selected questions from monitoring and supervision forms were 
used in interviews to PRSs and mothers. 

Time and accessibility constraints prevented the selection of more than one community in each 
district and the only community visited had to be selected purposely (as opposed to randomly). 
Although, there may have been a bias toward selecting the more successful of project communities, 
according to project staff, this was precluded because the more distant communities were the more 
successful ones. Few people were interviewed in each community visited and extensive interviewing 
of them was not possible in most cases. 

In all more than 100 people were interviewed individually or in group including: 4 Chiefs of District 
(JdeD), 3 TSRs, 1 Sanitation Inspector, 2 Auxiliary Nurses, members of 12 different CLS, 12 PRSs, 2 
collaborators, 2 PRSs Coordinators, 2 TBAs, a group of 17 mothers in Purulha (Eben Ezer), 10 
individual mothers, 1 member of the CMS and another of the UTM, 10 project extensionists (3 now 
working for another CARE project), 3 project field assistants, one project manager, and 1 NGO staff 
member. 



Information obtained directly in field work and that from written reports were included as data subject 
of analysis and interpretation. Information was organized trying to respond to the different questions 
of interest in USAlD guidelines and additional questions posed by CARE regarding the quality of 
services. 

On September 10, 1996 a workshop for the presentation of preliminary findings of the final evaluation 
results and the discussion of recommendations was carried out. The workshop was attended by 
CARE'S project staff and a few MOH personnel. 

Annex 6 contains all materials pertaining to the TPM. Annex C contains details of the methodology, 
data collection instruments, lists of people interviewed in each project site and the detailed calendar 
followed. In Annex D materials prepared for the final workshop are presented. 



1. PROJECT ACCOMPLISHMENTS AND LESSONS LEARNED 

7. COMPAR~SON OF PROJECT ACCOMPLISHMENTS AND O~JECTIVES 
In this section a comparison of project accomplishments with objectives outlined in the Detailed 
Implementation Plan (DIP) is made and explanations for differences are offered. Also, circumstances 
which may have aided or hindered the project in meeting these objectives are described. 

The primary results of the baseline survey were summarized in terms of a set of standardized 
indicators in the DIP (March 1994). It should be noted that DIP objectives were set without 
considering the Purulha data because in the project's original design Rabinal, not Purulha, was 
selected as a target district for Baja Verapaz. The survey results showed the Rabinal data were not 
among the lowest in the department and Rabinal was starting to receive support from other 
international NGOs. Therefore, the district of Purulha was chosen as a replacement based on its 
poor health indicators and its need for health services. This change affected global percentages of 
the baseline; however, objectives were not changed accordingly. Thus, for most indicators, 
objectives might have been set higher than it was realistic. 

Table 2 presents a comparison between key indicators from the baseline survey, the project 
objectives outlined in the DIP, and the final survey. Indicators are grouped according to the child 
sutvival interventions undertaken. 

As shown in the table, all child Immunization objectives were reached and even surpassed. Both 
access and coverage were increased above the percentages set as objectives and the drop out rate 
was decreased to 5.6%. These figures, which were previously considered unsafe, are now in safe 
levels. All differences between baseline and final survey percentages are statistically significant. 

For the CDD component, indicators of practices about fluid replacement and dietary management of 
diarrhea in infants and children ill with diarrhea in the past two weeks did not improve and in some 
cases deteriorated. The difference was statistically significant in the percentage of children who were 
not breastfeeding and were given the same or greater quantities of foods during the episode of 
diarrhea which went down from 48.8% to 28.3%. 

Regarding the Infant and Child Nutrition intervention, the objective of increasing to 70% the number 
of infants being breastfed within the first eight hours after birth was reached (71.3%) and the 
difference with the baseline percentage was significant. The table does not show significant 
improvements in the rest of the indicators. The percentage of infants between 6 and 10 months who 
were being fed solids or semisolid foods besides breastmilk increased slightly. The percentage of 
children 20-24 months who were still breastfeeding dropped and the percentage of children less than 
4 months who were being exclusively breastfed remained the same (45.5%). 



The evaluation of the Maternal Care component showed that all indicators remained as low as the 
corresponding baseline figures. Low percentages of women could show a health card, had received 
two doses of the tetanus toxoid vaccine (TT) according to the card or had had at least one prenatal 
visit to the health center or post (CdeS) during their last pregnancy. Of 286 women who were not 
pregnant at the time of interview (91.7%), 63% did not want or were not sure they wanted another 
child in the next two years. Interestingly, only 10% of them were doing something to prevent getting 
pregnant suggesting a potential unmet demand for contraceptives. The percentage of women doing 
something to prevent getting pregnant was not measured at baseline, but was found to be very low in 
the final evaluation survey. 

The only indicator considered for ARI indicates a lower percentage of mothers seeking medical 
treatment for children with cough and rapid and difficult breathing in the past two weeks in the final 
survey than in the baseline survey. The difference was statistically significant. 

In summary, the comparison presented in Table 2 indicates that project objectives were reached only 
for the immunization intervention. The main explanation offered by project staff for this finding is that 
immunization has been a priority in the past and present government. Given that the PASSICARE 
project was not implementing the interventions directly, but working mainly through the MOH, the 
MOH priorities were reflected in implementation. Also, it is possible that immunization is an easier 
intervention to implement than the others because it requires behavior changes of less complexity, 
duration and persistence than other interventions. Furthermore, it has a concrete product (the 
vaccine) to offer and a skill to teach PRSs. Finally, the First Annual Progress Report of the project 
(November 1994) indicates that only the immunization intervention was carried out in all the districts 
during the first year of the project. In the interviews conducted it was confirmed that immunization 
was the first intervention to start in all but one district as shown in Table 3. 

The final evaluation survey report is included as an annex to this document, and presents an analysis 
of the findings. 



TABLE 2 
CHILD SURVIVAL KEY INDICATORS: BASELINE LEVELS, OBJECTIVES, AND FINAL RESULTS 

I Child Survival / Baseline 
Key Indicators 

Appropriate Infant Feedino Practices 

l~ercent of infants less than four months(0-3 months) who are being given only breastmilk I 46.3% 

Survey 

Percent of infantslchildren, less than 24 months(0-23 months), who were breastfed 
within the first eight hours after birth. 

Percent of infants between six and ten rnonths(64 months) who are being given solid or semi- 70.1% 
solid foods 1 

61.2% 

Percent of infantslchildren, less than 24 rnonths(0-23 months), with diarrhea in the 
past two weeks who were given the same amount or more fluids other than breastmilk. 

Percent of children between 20 and 24 months(20-23 months) who are still breastfeeding. 
Manaoement of Diarrheal Diseases 
Percent of infantslchildren, less that 24 months(0-23 months), with diarrhea in the past 
two weeks who were given the same amount or more breastmilk. 

Percent of infantslchildren, less than 24 months(0-23 months), with diarrhea in the 
past two weeks who were given the same amount or more food. 

69.5% 

69.1% 

Pneumonia Control 
Percent of mothers who sought medical treatment for their infantlchild,less than 

Percent of infantslchildren, less than 24 months(0-23 months), with diarrhea in the 
past two weeks who were treated with ORT. 

24 months, with cough and rapid, difficult breathing in the past two weeks 
Vaccination Coveraoe 

36.8% 

Access: Percent of children 12-23 months who received DPTI vaccine. 
Coverage: Percent of children 12-23 months who received OPV3 vaccine. 
Coverage: Percent of children 12-23 months who received measles vaccine. 
Drop Out Rate: Percent change between DPTI and DPT3 doses 
[(DPTI-DPT3)IDPTll x 100 for children12-23 months. 
Maternal Care 
Percent of mothers with a maternal card for the birth of her youngest child less than 24 months. 

P Values: <0.01 is very significant; ~0.05 is significant; >0.05 is not significant. 

Percent of mothers who received at least two doses of tetanus toxoid vaccine (card) 
before the birth of her youngest child less than 24 months of age 

Percent of mothers who had at least one antenatal visit (card) prior to the birth of her youngest 
child less than 24 months of age. 
Percent of mothers of children less than 24 months of age who desire no more children 
in the next lwo years, or are not sure, who are using a modem contraceptive method. 

Dates of baseline survey: February 1994 for Cahabon, San Sebastian Coatan, and Zacualpa; 
October 1994 for Purulha; N = 830. 

Date at which project objectives were established: March 1994 (Detailed Implementation Plan) 
Date of final survey: July 1996; N = 313. 

65.6% 
47.0% 
48.0% 

25.7% 

13.5% 

9.6% 

5.5% 

nla 

Project 
3bjectives 

70.0% 

nla 

80.0% 

70.0% 

80.0% 

80.0% 

70.0% 

55.0% 

Finat 
Survey 

74.3% 

45.5% 

75.7% 

58.8% 

nla 3.9% 

P 
Value 

co.01 

<0.01 

- 

<0.01 

c0.01 
<0.01 
c0.01 

c0.01 

nla - 



Table 3 
MONTH AND YEAR EACH !NTERVENTION STARTED 

(NUMBER OF MONTHS OF IMPLEMENTATION) 
IN EACH HEALTH DISTRICT 

DISTRICT I EPI 1 CDDlORT I INFANT NUTRITION I MATERNALCARE 

Cahabon June 1995 
(24 mos) (16 mos) 

Purulha April 1995 May 1995 June 1995 March 1995 
(18 mos) (17 mos) (16 mos) (19 mos) 

Coatin Feb. 1995 June 1995 
(20 mos) (1 6 mos) 

Zacualpa July 1995 Nov. 1995 Nov. 1995 Nov 1995 
(1 7 mos) (10 mos) (10 mos) (1 0 rnos) 

The general explanation provided by people interviewed for not reaching the rest of the objectives 
had to do with the delay in the implementation of the child survival interventions. No interventions 
were carried out during the first year of the project (except possibly immunization) as this was spent 
mostly in the development of the inter-institutional coordination strategy. Initial efforts gave rise to the 
formation of the Multi-Sectorial Coordination Boards in all districts which have since dissolved or been 
integrated into the Municipal Technical Units (UTMs). 

Even the second year of the project cannot be characterized as one of full implementation of 
interventions since it was mostly devoted to training of tine Social Cooperation Networks, including 
PRSs, community health volunteers or collaborators, traditional birth attendants TBAs, and, more 
recently, the rural health promoter coordinators (CPRSs), the Directive Boards of promoters (JDP), 
and the community health committees (CLS). The mid-term evaluation conducted in September 
1995 considered that up to that point, accomplishments were inputs preparatory for the launching of 
the child survival interventions and outputs relating to training and information, education and 
communication (IEC) for some of the interventions. Also, during the second year, the provision of 
basic inputs such as the oral rehydration salts (ORS) packets was still irregular, and continues to be 
insufficient in all districts. 

Therefore, it is only in the third year of the project that interventions were fully implemented. 
Furthermore, based on the results of the mid-term evaluation priority was given to only four of the 
original six interventions, and not in all of the four districts. For example, in Cahabon and Coatan only 
two of the interventions, EPI and CDD, were implemented. Maternal health was implemented with 
traditional midwives in Purulha, and minimally in a few communities in Zacualpa. Also, the infant and 
child nutrition intervention was implemented in only 19 communities in Purulha and 5 communities in 
Zacualpa. Unfortunately, the final survey sample was not designed to be representative at the district 
level and data could not be desegregated to explore differences in results by district. 



A summary of factors facilitating and impeding the project following the timetable and meeting all of 
its objectives are presented in Tables 4.144 for each project site. As shown in those tables 
geographical accessibility factors were a limitation in three of the four districts, Community factors, 
institutional experience and other institutional factors, and some factors having to do with 
characteristics of personnel were also implicated. There was considerable turnover among CARE 
staff in two districts and the current number of staff is insufficient, with only one field assistant 
covering the two districts. The project has had three managers and periods of time with no manager. 
While more facilitating factors could be identified for the Northern Departments (Alta and Baja 

Verapaz), constraining factors were more numerous in the Northwestern area (Huehuetenango and 
Quiche), This corresponds directly to the progress made to date by the project in the two areas. 

Table 4.1 
Factors Affecting Project Accomplishments in Cahabbn, Alta Verapaz 

FACILITATING FACTORS 

Initial participation of CMS 
Community participation and organization; some Cholera Committees 
became CLS; less accessible communities participated more 
Previous experience with UDRls 
Previous experience with medicine chests in the UDRls 
Moderate acceptance and support from MOH 

IMPEDING FACTORS 

Difficult access to communities 
(extensionists' perspective) 

Initially hostile MOH environment; no 
participation from TSR, created division 
between "old' and PASSICARE PRSs 

Table 4.2 
Factors Affecting Project Accomplishments in 

Purulha, Baja Verapaz 

- - 

FACILITATING FACTORS 

Community organization and participation 
High degree of acceptance and support from MOH; sense of 
ownership of the project by JdeD and MOH personnel 
Former project (CHO) personnel was t rans fed  to the PASS project 
(including experience in growth monitoring and understanding of need 
to coordinate with MOH) 
Closer supervision from management level 
Field assistant characteristics: speaks local language; very proactive in 
asking for feedback 

IMPEDING FACTORS 

Few NGOs working in the area with no 
experience of coordinating (field 
assistant's perspective) 



Table 4.3 
Factors Affecting Project Accomplishments in 

San Sebastian Coatan, Huehuetenango 

FACILITATING FACTORS 

* Incipient community organization and 
participation 

*Acceptance and support in one health 
post (San Jose) by local Auxiliary Nurse 
who speaks local language; support by 
TSR 

IMPEDING FACTORS 

* Inaccessibility (long distances, and bad conditions of mads, especially 
during rainy season) 

* Past violence (people are distrustful) 

* Divisions in communities due to religious and other motives 
* Out-migration especially to the US 
* Lack of acceptance and support from MOH 

* Initial misunderstanding, creation of false expectations in different actors 

* Lack of knowledge and experience in this geographic, social and cultural 
area 

* Insufficient PASS personnel 

* Changes in PASS personnel; constant reorganization 

* Less supervision from management level of the project (down to visiting 
communities) 

* Characteristics of personnel: none speaks local language; sense of having 
been left on their own and considered less important than personnel in other 
areas; comparisons with other areas lowered morale 

Table 4.4 
Factors Affecting Project Accomplishments in 

Zacualoa, Quiche 

FACILITATING FACTORS 

Community participation beginning in some 
communities 

Present JdeD supportive of the project 

Characteristics of personnel: present extensionists 
speak local language 

IMPEDING FACTORS 

Internal migration to the South Coast. Out-migration to the 
US 

Effects of past violence (people don't want anything to do with 
organizations; have experienced poor quality of care in CdeS) 

Changes in medical personnel in the CdeS (3 during project) 

Low acceptance and support from health services 

Changes in PASSICARE personnel 



Tables 5.1-5.4 present a comparison of accomplishments reported in the mid-term evaluation and 
those to date. The mid-term evaluation took a 16-month plan as its point of reference and this 
evaluation takes the mid-term evaluation as reference. The percentages of the target groups 
reached by the different interventions were in most cases calculated according to perceptions of 
PASSICARE staff. It was difficult to determine objective coverage rates because the health 
information system (HIS) is not fully updated. Explanations provided and observations made 
regarding the quality of each intervention can further account for progress or lack of progress in the 
indicators. 

The quality of the immunization intervention was rated very good by most informants. The cold chain 
has been maintained in all districts by means of the provision of thermoses at the community level. 
The active involvement of the CLS that appoints someone to get the vaccines from the health service 
and convenes women to the vaccination post, and the active involvement of PRSs who have 
conducted censuses of the community identifying all eligible infants, children, and pregnant women 
and who have even started themselves to vaccinate in the communities can also be noted. 
Furthermore, greater acceptance by the community than previously and no major problems were 
reported (only 3 abscesses in Huehuetenango) when PRSs conduct immunization. Finally, the 
supervision of MOH personnel and the project's extensionists who sometimes also participated 
directly in immunization have contributed positively. 

In relation to CDD, even if limited, ORS are accessible in Oral Rehydration Units (UROCs) in 66 of 86 
communities (40 were anticipated by the end of the project). PRSs give ORS to mothers with 
children with diarrhea and teach them how to prepare and administer the solution; PRSs also register 
cases attended and followed-up and packets provided. Women interviewed knew about ORS, 
although they don't necessarily use them and continue to mention popular store-bought medicines for 
diarrhea as first options in treatment. The homebased sugar and salt solution is known in some 
communities, but women interviewed could not tell the exact quantities of ingredients used. 

As mentioned, in 24 of 86 communities are women attending growth monitoring1 weighing sessions 
(62 communities were to have infant nutrition activities by the end of the project). In Purulha a group 
of 17 women were interviewed regarding the activity and their understanding of the weight-for-age 
graph. Women could correctly explain the meaning of their children's weight going up or down, but 
were unable to identify their children's place on the communal graph (marked with a thread they had 
brought) or "read" the graph. Promoters explained that women still need more practice with the 
graph. It was mentioned by project staff that child feeding and other nutritional messages confront 
poverty and extreme poverty in many families, especially in Quiche. 

The two TBAs interviewed, one in Pumlha and one in Zacualpa, said they had leamed about danger 
signs during delivery. Also, they had received materials and liked them. It will be difficult to assess if 
practices have changed as a result of training and materials provided. Midwives reported that they 
refer women to health services for prenatal care, but admit that few women comply due to long 



distances to the health services and fear and shame of exams performed. In Cahabon, there was no 
Maternal Health intervention because husbands, not midwives, attend most births. Informal 
conversations with men indicated that fathers start teaching their sons about delivery around 15 years 
of age. The project could have adapted the training for midwives to train husbands and young 
unmarried men. 

Regarding the low percentage of women receiving the TT vaccine in their last pregnancy, according 
to extensionists, censuses kept by PRSs indicate higher figures than the final survey. Pregnant 
women were being referred by trained TBAs for immunization in the community, not necessarily to 
health centers. Some of these women might not have received an immunization card and, therefore, 
could not show one when asked. Another explanation regarding this point had to do with the training 
TBAs received which emphasized prenatal care at the community level and referral to health services 
only for danger signs. In general, messages on maternal care confront deep-rooted knowledge and 
practices of women and midwives who distrust health services for prenatal care. 

For the ARI intervention, only the MOH personnel (and not in all districts) was trained in conjunction 
with the USAID-funded Clapp and Maine project. Everybody agrees that this intervention should be 
tied to the communal medicine chest intervention to provide antibiotics for pneumonia cases. 
However, at final evaluation, medicine chests had been provided (the community supplying 50% of 
the cost) to only 13 communities in Cahabon. Questions posed to three PRSs in charge of 
medicine chests indicated that they knew what medicines to give based on symptoms reported. 

Regarding the development and diffusion of educational messages the mid-term evaluation stated 
that the communication strategy was not developed based on formative research, on the feasibility of 
adoption given cultural and material constraints, and opportunities of behavior modification (Mid-term 
Evaluation 1995, p.23). The lack of precise behavior analysis for each intervention can be a reason 
for the low level of knowledge and practice of key messages by women interviewed in the final survey 
and the few women interviewed in the qualitative evaluation. The conventional idea that knowledge 
is necessary and always precedes behavior is still prevalent among project staff; therefore, they 
consider changes in knowledge (which the survey showed in a few cases) as important as changes 
in behavior. There was no distribution of communication materials for promotion or to aid recall. 

PRSs training as facilitators was limited. It included information contained in a methodology guide 
(Guias Metodologicas) with 6 specific steps to follow from establishing local knowledge in a 
participatory manner to participatory evaluation. However, the process expected to be implemented 
by them is complex and requires intensive training and practice of communication skills. PRSs 
interviewed did not have the methodology guides at hand and it was not clear they were using them 
in their communication efforts. 



After the mid-term evaluation, project staff developed and tested the instruments for monitoring and 
supewision of the quality of training and sewices provided for immunizations, CDDl ORT, ARI, 
nutrition and matemal care. These forms were applied regularly (three times up to the present 
evaluation) and completely to PRSs, PRS coordinators and family groups only in Purulha, with 
decisions regarding technical assistance to promoters taken as a result of their analysis. In addition, 
extensionists in all districts filled in a table of monthly information by community as part of the HIS, 
including activities for immunization, nutrition, CDDIORT, ARI, matemal care, training and other 
information (e.g. census updated); a copy of the form is included in Annex E. These tables have 
been turned in by all districts, but have been entered in the computer only for Purulha. 

In the PASS Project, the final balance of accomplishments in implementation and sustainability 
strategies (social mobilization and community participation), on the one hand, and child survival 
interventions (except immunization), on the other, favors the former. Accomplishments in 
sustainability will be discussed below. 



Table 5.1 
Imm 

ACCOMPLISHMENTS ACHIEVED MID-TERM EVALUATION 

6 or 7 immunization campaigns have been supported in each 
district, covering 103 communities 

31 10 mothers with at least one IEC session (141% accomplished) 
Cahabon - 1327 Purulha - 488 
San Miguel - 1146 Zacualpa - 150 

Cold chain maintenance has been carried our in the 4 districts 
during each campaign 

Local programming of immunization activities has been 
accomplished in 68 communities (67% accomplished) 

75 community census completed (73% accomplished): 
Cahabdn: 30 in August 1994 
Purulha: 25 in June 1995 
San Miguel: 18 in June 1995 
Zacualpa: 2 in July 1995 

240 promoters with at least 24 hours training 
Cahabon - 72 Purulha - 60 
San Miguel - 80 Zacualpa - 28 

Immunizations coverage has increased in the 4 districts 
according to MOH data 

zations 
ACCOMPLISHMENTS ACHIEVED FINAL EVALUATION 

From January to August 1996 immunization campaigns have been 
supported in each district, covering 86 cornmunitiesl. Number of 
campaigns by district: 
Cahabn - 6 PurulhP - 3 
Coatan - 4 Zacualpa - 7 

At least 80% of mothers with children ~ 6 0  months have participated in 
one or more IEC sessions in all districts 
Cahab6n - 1474 Purulha - 996 
Coatan- 526 Zacualpa -1 01 3 

Cold chain maintenance has been carried our in the 4 districts during 
each campaign 

Local programming of immunization activities has been accomplished in 
86 communities (86% accomplished); PRSs have conducted 
immunization at the community level in Cahabdn and Coatin 

Community census completed in 86 communities. 
Cahabn: 30 
Purulha: 30 
Coatiin: 18 
Zacualpa: 8 (not updated) 

192 promoters trained in immunizations 
Cahabon - 72 Purulha - 57 (3 PRSs inactive) 
Coatan - 353 Zacualpa - 28 

Immunization coverage has increased in the 4 districts according to 
PRSs, MOH and final survey data 

2~ransfer of project site from San Miguel A&n to San Sebastidn Coatan (area of influence of San JOG Pueblo 
Nuevo Jump Health Post) accounts for ttre drop in the number of communities. 

3~ransfer of project site from San Miguel Acatin to San Sebastian Coatan (area of influence of San J o d  Pueblo 
Nuevo Jump Health Post) accounts for differences in the number of promoters. 



Table 5.2 
CDD and ORT 

ACCOMPLISHMENTS ACHIEVED 
MIDTERM EVALUATION 

247 promoters with at least 16 hours training (90% 
accomplished) 
Cahabon - 72 
Purulha - 67 
San Miguel - 80 
Zacualpa - 28 

20 UROCs implemented (50% accomplished) 
Cahabon - 10 
Purulha - 10 
San Miguel - none 
Zacualpa - none 

1670 individuals with at least one IEC session (73% 
accomplished) 
Cahabbn - 1025 
Pumlha - 395 
San Miguel - 150 
Zacualpa - 100 

Monitoring and evaluation 
Cahabon: household visits 

Purulha: PRSs provide SRO, follow-up diarrhea cases in the 
community, with support of CLS manage UROCs 
San Miguel : No activity 

Zacualpa: No activity 

ACCOMPLISHMENTS ACHIEVED 
FINAL EVALUATION 

192 promoters trained in CDD and ORT 

Cahabon - 72 
P u ~ l h a  - 57 (3 PRSs inactive) 
Coatan - 354 
Zacualpa - 28 

66 UROCs implemented (165% accomplished) 
CahabCln - 21 
Purulha - 20 
Coat6n - 15 
Zacualpa - 10 

70% of mothers with children (60 months have participated in 
one IEC session 
Cahabbn - 1290 
Purulha - 871 
Coatan - 460 
Zacualpa - 886 

Monitoring and evaluation 
Cahabon: communal visits every month or 2 months 
Purulha: achievements maintained 

Coaun: In 15 communities PRS provide SRO, follow-up 
Zases 
Zacualpa: In 10 communities PRSs provide SRO, follow-up 
xses 

Transfer of project site from San Miguel Acatdn to San Sebastian Coat& (area of influence of San JOG 
Pueblo Nuevo Jurup) m u n t s  for the difference in the number of promoters. 



TABLE 5.3 
Infant and Child Feeding and Nutrition 

ACCOMPLISHMENTS ACHIEVED 
MID-TERM EVALUATION 

11 9 promoters with at least 16 hours of training (43% 
accomplished) 

Cahabon - none 

Purulha - 53 

San Miguel - 40 

Zacualpa - 26 

10 communities in Purulha have started monthly growth 
monitoring mensual 

265 individuals with at least one IEC session (12% 
accomplished) 

Purulha - 145 

San Miguel - 120 

Extensionists have initiated monitoring and evaluation 
activities in Punrlha 

ACCOMPLISHMENTS ACHIEVED 
FINAL EVALUATION 

118 promoters have been trained in infant and child feeding 
and nutrition 

CahaMn - none 

Purulha - 57 

Coatan - 35 

Zacualpa - 26 

26 communities in 2 districts are conducting monthly growth 
monitoring (42% accomplished) 

Purulha - 1 9 

Zacualpa - 7 

30% of mothers with a child (24 months have participated in 
IEC session(s) 

CahaMn - none 

Purulha - 285 

Coatan - none 

Zacualpa -105 

Purulha and Zacualpii- extensionists are conducting 
monitoring and evaluation of growth monitoring activities at 



Table 5.4 
Maternal Health 

ACCOMPLISHMENTS ACHIEVED 
MI D-TERM EVALUATION 

236-259 TBAs with at least 16 hours training (163-179% 
accomplished) 
Cahabrjn - 25 

Purulha - 41 or 45 (depending on the activity attended) 
San Miguel - 130 or 135 (exact figure not known) 
Zacualpa - 40 or 45 (exact figure not known) 

555 individuals with ate least one IEC session (222% 
accomplished) 
Cahabon - 150 
Purulha - 145 

San Miguel - 260 
Zacualpa - No activity 

Monitoring and evaluation only in Purulha where a health 
information system has been implemented: TBA records 
number of pregnancies and deliveries 

ACCOMPLISHMENTS ACHIEVED 
FINAL EVALUATlON 

163 TBAs have been trained in maternal care 

Cahabbn - 25 (1 training course in 1996) 
Purulha - 40 

Zacualpa - 68 (1 training course after the mid-term 
evaluation in 1995) 

Figures not known because TBAs provide information 
individually to pregnant women 
Cahakn - none 
Purulha - (>50% pregnant women) 
Coatin - 260 women 
Zacualpa - ? 

Ti vaccine administered at the community level in: 
Cahab6n 
Purulha 
Zacualpa (in 4 communities PRSs apply vaccine) 

Cahakn - few CLSs are in charge of transportation of 
obstetrical emergencies 
Puruiha - accomplishments maintained; TBA records 
pregnancies, prenatal visits, referrals to health services and 
deliveries 
Coatin - referral to health services by TBA occurs but is not 
recorded (no prenatal care card) 

Transfer of project site from San Miguel Acatin to San Sebastian Coatan (area of influence of San Jos4 
Pueblo Nuevo Jump Heath Post) accounts for the difference in the number of TBAs. 



2. Unintended Positive and Negative effects 

In addition to the intended effects discussed above, unintended positive and negative effects of the 
PASS project were identified. Again, most effects judged positive have to do with the sustainability 
strategies, rather than with the specific child survival interventions. 

The following were mentioned as positive unintended effects: 

Training was decentralized. In each district there were several centers making it more accessible 
to more community volunteers to attend training. Also, several training courses could be 
simultaneously conducted. 

The costs of training were shared by different institutions, especially the MOH and other 
government organizations. Cost sharing included human and material resources and it allowed 
for cost reduction in the PASS Project. Also, the involvement of the MOH allows PRSs to have 
more credibility with the health services personnel and PRSs trained become acquainted with the 
MOH personnel who should continue supervising them. 

The function of the PRS collaborator was not initially planned for. This person helps the PRS in 
the community, but also has the possibility (as in Purulha) to attend training along with the PRS, 
thus having the potential of becoming an additional PRS. Collaborators in Purulha are almost the 
only women in the project, and were chosen for their ability to communicate with other women. 

The PRSs coordinator was not planned for, but implemented successfully in at least two project 
sites. The idea was for the CPRS to be strategically located in a sector. Each CPRS provides 
technical support to several promoters, and transmits information to and from the rest of PRSs, 
thus acting as an effective liaison between MOH services, other PRSs and the community. 

The organization of PRSs in Committees or in a Medicaments Central Board (JCM) as in 
Cahabon was not foreseen. These organizations are now deemed critical for sustainability, 
especially of the communal medicine chests. 

Local epidemiological surveillance was strengthened with PRSs collecting information at the 
community level and sending it to the District Heaith Center. 

Immunization services are provided directly by PRSs in some communities which makes those 
services more accessible and acceptable to mothers. 

Cost recuperation at the community level is taking place in a few communities where mothers are 
paying for services such as immunizations, growth monitoring, and ORS. 



+ Local Health Committees were trained in sanitation (latrinization) and other environmental issues 
which were of more interest to them than the specific child survival interventions. 

+ In Purulha, Baja Verapaz the owner of a plantation became interested in the PASS health 
delivery model and asked to have it implemented in his plantation. The owner is highly motivated 
and encourages workers to participate. Although isolated, this effect is judged positive because 
populations living in plantations have been among the more under-served by health and other 
services in Guatemala. 

The following were observed to be negative unintended effects: 

Conflicts of varying degrees between "old" (MOH-trained) and "new"(PASSiCARE motivated) 
promoters were reported in all districts, except Purulha. Old promoters are those who had been 
previously (even 20 years earlier) identified and trained by the MOH; some were not active at the 
time the project began, but others were under the influence or supervision of a TSR. The PASS 
project asked for the selection of PRSs and, either communities themselves or the project 
personnel, did not always take into account the old promoters. This gave rise to resentment on 
the part of some of them and on the part of the TSR, which led them to obstruct project activities. 

Leadership struggles with a few NGOs present (for example, with Seguro Medico Campesino in 
San Miguel Acatan where the project intended to work) took place. These struggles arose from 
incompatibility between the objectives and activities of the NGO already present in the area and 
the plans and objectives of the PASS Project. These conflicts caused a delay in project 
activities. 

Initial communications in some areas (Huehuetenango and Quiche) led to the creation of false 
expectations among MOH personnel and community members. The negative consequence for 
CARE was the loss of credibility in the organization and in the project. 

Although the involvement of women was listed as and achievement in the CHO final evaluation 
report (CHO October, 1993) and was anticipated for the PASS project, mostly men were involved 
in the PASS Project. In Alta Verapaz, for instance, aside from two extensionists there were no 
other women in the project. Staff said women in the area are not used to participating, but no 
specific strategies were considered in the project to stimulate the participation of women. Also, it 
is possible that the term "promotores"used in all written and verbal communications was 
associated, as it was in the past, by the different actors only with male PRSs. Finally, it is worth 
noting that in Punrlha, where the field assistant was a woman, there were a few females PRSs, 
mostly female collaborators and the only female PRSs coordinator in the project. 

Final Evaluation Survey 

A copy of the Final Evaluation Survey instrument and survey results can be found in Annex H 
(Separate bound report) 



Table 6 presents the pipeline analysis of project expenditures to date. (Also presented in Annex G) 

On the basis of the pipeline analysis the proportion of the budget destined to each item and 
percentages spent and available to August 1996 were examined. A larger proportion of funds were 
allotted to personnel, followed by procurement of office equipment, supplies, consultants (excluded 
evaluations costs) and services (excluded evaluation costs). Expenses have been slightly higher 
than allotted funds for consultancies and other direct costs; however, these have been covered with 
funds from CARE (i.e. from the government of Guatemala). Funds are still available in the travel and 
per diem, the personnel, and the procurement budget line items. 

A global comparison between the budget contained in the DIP and actual expenditures of the project 
shows that to date the project has spent 95.8% of the funds. The remaining funds sho 
project to complete activities pending until December 1996 (instead of the official termination date). 
However, the USAlDl Washington funds will be spent by September 1996. The Project will continue 
to function with funds from other CARE sources after this date. 

C. LESSONS LEARNED 

7. SPECIFK /NTERvENTIONS 

a) Immunization is a more discrete intervention than the others. In addition, when health 
promoters are involved, mothers are more willing to bring their children in and promoters 
learn and practice a skill that is highly desirable to all of them. Thus, it proved to be a good 
entry point to the communities. 

b) Other activities, such as growth monitoring, and personal and domestic hygiene promotion 
are better understood and accepted using social mobilization and community participation. 

c) The utilization of communal weight-for-age graphs orients mothers in a concrete way about 
the health status of their children and is a good means to convene women and communicate 
with them on other issues affecting their children's and their own health. 

d) Basic services provided at the community level, especially in remote communities, save 
women time, effort, and money. 



When there are modifications in project design (such as changes in participating 
communities and changes in baseline indicators), child survival indicators set as objectives 
should be revised accordingly. 

Behavior change required in each child survival intervention is a long-term process, and can 
differ for different sites and for different interventions. Too many interventions were included 
in the project. A package of three or four interventions (EPI, CDD and ARI), addressing the 
major causes of infant and child morbidity and mortality in the communities would have been 
a more manageable option. 

Community participation is essential for project implementation and sustainability. The 
conceptualization and operationalization of social cooperation networks proved to be a good 
strategy to achieve social mobilization and community participation. 

Coordination with the MOH is also a critical element for the success of a project, specially of 
one designed to support health services. However, it is not an easy tension-free relation and 
it can depend upon the willingness of individuals to coordinate. Knowing the sources of 
tension, discussed below, can help improve the relation with the MOH. 

Coordination among all organizations working for and with the communities is desirable, 
especially from a philosophical perspective. However, it is very hard to implement "multi- 
sectorial" coordination when a project is perceived as highly "sectorial" (sector-specific). 
Organizations not working in health have difficulties understanding their role and coordinating 
with a project that emphasizes immunizations, oral rehydration units (UROCs) and other very 
specific child survival interventions. Rather, instances of coordination of the project with GOs 
and a few NGOs occurred at the community level when organizations realized they were 
working in the same community, with the same population and decided to coordinate and 
support each other. 

Coordination with other CARE projects can be attempted, but cannot be counted on or 
offered to communities as a motivation to participate, because other projects have their own 
inclusion criteria and requirements. 

Changes in local authorities, in personnel both in the MOH and in the project affect the timing 
and progress of projects. 

Activities conducted to guarantee sustainability are timeconsuming. Three years is a very 
short period of time to completely accomplish these activities, in addition to completing high 
quality child survival intervention activities, especially when CARE is working through the 
MOH and not implementing them directly. 



Knowledge of the historic, sociocultural, ethnic and institutional context in which a project will 
work is a necessary preliminary step to set objectives more realistically and to be more 
effective in implementation. Having projects in diverse settings, with inaccessible and 
disperse communities requires more personnel and more funds. Costs of evaluation are 
also increased. Such projects need an understanding of the particular differences and much 
flexibility: in objectives, activities, and timetables. Also, the human resources planning 
aspects have to follow different criteria, since the number of personnel needed, personnel 
profiles and incentives can differ for different areas. 

Shared cultural background and knowledge of the local language is necessary for all project 
field personnel. Translation creates problems in communication. 

Time actually spent in the community by project personnel is crucial for project credibility and 
for successfully establishing social cooperation networks. There should be enough personnel 
budgeted to spend enough time at the community level, especially at the beginning of a 
project. 

According to all those interviewed (although not confirmed by other means) projects working 
to provide access to health services at the community level are more successful in remote 
communities than in communities closer to urban centers. Therefore, the degree of 
accessibility of the community appears to be an important criteria for selection of 
communities for the project's comrnunity-managed health care delivery model. 

The budget was adequate to conduct a project relying mostly on CARE providing technical 
assistance and material1 monetary resources to the MOH and not in CARE'S direct execution 
of intervention activities (although a little of the latter occurred in the case of immunization). 

PROJECT SUSTAINABILITY 

The following section provides additional information from field work and document revision and 
focuses on sustainability of project accomplishments. 

As mentioned, the project adopted community participation as an implementation strategy 
operationalized through community cooperation networks. The PASS Project started developing the 
organization sustainability from the beginning through establishment of community health committees 
(presently active in 81 of 86 communities) and the identification of community leaders. Through their 
committees, communities participated in all aspects of the process, from design to implementation 
and evaluation. Major resources contributed by communities included time and effort, and 
sometimes land, materials, and labor for communal constructions of buildings to house all project 
activities, not just UROCs. This was one of the major accomplishments of the project. 



Project extensionists recently conducted selfevaluation and developed a comparison between initial 
and final community scenarios which show that, at the community level, the project was successful in 
strengthening local organization, providing basic health services, training community volunteers, and 
linking the different actors in the social cooperation networks including the creation of the roles of 
PRS coordinator and collaborator (Ruta Critica documents, August 1996). 

High level of community organization and participation was evidenced in the few communities visited. 
The same was expressed by PRSs interviewed. Nevertheless, those communities and individuals 
that participated were self-selected into the project and in each District examples were provided of 
communitiesl individuals that did not participate or whose level of participation was lower. Among the 
reasons some communities had for not participating were: 

L, proximity to health services making it unnecessary to consult PRS 
L, distrust of health services due to past bad experiences with them, especially poor quality of care 
L, people saying they know all they need to know regarding health; lack of interest in preventive 

services 

Community problems specific to Huehuetenango and Quiche are the effects of political violence and 
conflict in the past decades which make people distrust both govemment and non govemment 
institutions and migration, both seasonal labor and out-migration to the US, that prevent people from 
patticipating in a continued manner. 

CLS are in some cases committees that have been reactivated, such as the Cholera Committees or 
other already existing "Pro-Mejoramiento" committees strengthened by the project. Those 
interviewed were probably among the most active ones participating in the entire process from 
diagnosis and planning to evaluation and co-financing. In addition, they have been active in 
promotional activities of PRSs services; most offer important and needed support to the PRS 
summoning people to meetings and to the vaccination post. Sustainability of services is doubtful in 
the few communities where there is no CLS. 

In communities visited in Cahabon and Purulha, consultants signed a record kept by the committee's 
secretary with a summary of the meetings held and interviews conducted, which reflected their 
training in organization, functions and responsibilities of community groups. The committees have 
also received mini-training in child survival interventions, but those interviewed tended to mention 
more involvement in the promotion of domestic hygiene and sanitation activities. All committees 
expressed plans to continue working after the project leaves, especially because they are not 
exclusively health committees, but deal with other community needs for development (such as roads, 
electricity, piped water, etc.). 



Most PRSs were elected by their communities in meetings of groups of families or by the entire 
community (for example, community assemblies in Coatan and Zacualpa). However, two other ways 
of becoming a PRS were also documented: self-appointed (interest in becoming a health promoter) 
and had been a promoter before (trained by MOH or an NGO). Although community selection is 
favored, other means of becoming a PRS are not necessarily negative provided individuals are 
needed, accepted and show strong motivation in participating. 

PRSs interviewed were probably among those more active and they were always members of the 
CLS. In general, they were very satisfied with the project and expressed their gratitude for training 
and for support with meals and materials while attending training courses. They mentioned as the 
most important accomplishment of the project the provision of services at the community level, 
especially immunizations, noting the importance of explaining to families the need for them and their 
schedule. 

A problem for PRSs is that time devoted to the project represents "time lost" for work. Several 
mentioned that they need an economic compensation for their services. Only a few have 
experienced charging for services, through the CLS. In the community visited in Huehuetenango, the 
PRS had started charging 50 cents for immunization services, but had stopped due to criticism on the 
part of men. While he thought women understood better than their husbands why promoters need to 
charge, men are the ones that control economic resources. 

All PRSs interviewed expressed their desire to continue working as such once the project leaves. 
Several of them commented that "the project leaves, but the knowledge stays". According to them, 
the ingredients necessary for sustainability include: more training (PRSs in Huehuetenango and 
Quiche want to improve their knowledge in order to get a PRS identification card, all want training in 
other topics), that meals are provided when attending meetings, and supervisory and training visits 
from a project or MOH personnel. Sustainability is doubtful where PRSs have not developed 
sufficient selfconfidence in their abilities andlor there isano incentive for them to carry on project 
activities. 

The PRSs coordinators active in two Districts (Purulha and Zacualpa) offer support to PRSs through 
visits, and they think they can contribute to sustainability provided they also receive more training and 
support. Collaborators are active in communities in two districts; incentives such as increased 
community status and being able to attend training (as in Purulha) could motivate them to continue 
collaborating. In most places, however, is the CLS who acts as the PRS collaborator. 



The communal medicine chests are seen by CLS and PRSs as critical for sustainability. Precise 
mechanisms to insure resupply and monitor management still need to be worked out. Plans for 
sustainability at the community level also include giving more attention to the strategic location of 
PRSs collaborators and coordinators, carrying out fund-raising activities in support of the CLS, 
legalization of the CLS or other community-based organization, local planning and presentation of 
specific projects to funding agencies, and the community providing food and fuel to MOH personnel 
in exchange for training and supervision of local PRSs. 

In Purulha the extensionists have started developing together with the CLS and PRSs specific plans 
for sustainability which present concrete examples of the above plans. For instance, in one place a 
community member donated a piglet to be raised and sold by the CLS. 

3. FAMILY GROUPS 

The concept of family groups is one that has been implemented in only a few communities. What 
can be observed or was reported at the community level is groups of women attending immunization, 
educational sessions andlor growth monitoring. Individual women visit medicine chests (or send a 
child) to consult the PRS and buy the medicine. No sense of pertaining to a "family group" was 
found. 

Mothers interviewed in Purulha (17 mothers in a growth monitoring,activity) expressed that they were 
willing to pay for services provided by PRSs because if they go to the Health Center in town (more 
than one hour walk one way) they end up spending more than the 50 cents charged for services. All 
mothers interviewed reported that their children were vaccinated, and most of them had attended 
educational sessions provided by the PRS. Although they could mention general themes discussed, 
key messages were generally not recalled or mentioned correctly. Interestingly, where women 
groups were not attending sessions anymore, PRSs explained that they had gotten bored of listening 
to the same messages. 

B. NGO's 

Although the participation of NGOs as counterparts to the project was anticipated, it was not 
achieved for several reasons. In the first place, there were few NGOs working in the project areas. 
Of the few identified, most were religious NGO's who did not want to coordinate with the MOH due to 
negative experiences in the past andlor refused to support family planning activities. Finally, two 
NGOs with whom formal agreements were reached ceased to participate due to conflicts with project 
staff. One member of an institution active in Baja Verapaz (CIF) who was briefly interviewed 
explained that they have their own methodology and do not want to coordinate. CIF also conducts 
training in this community (at the time of visit they were conducting training of the CLS) and has 
supported a medicine chest in the community, but there has not been any desire on their part to 
coordinate with PASS. 



Regarding plans for sustainability involving NGOs, the only one documented was the relation recently 
established in Cahabon with "Medicos del Mundo" who will provide technical assistance to PRSs for 
the remaining months of the year. 

C. ABILITY AND WILLINGNESS OF COUNTERPART ~NSTITUTIONS TO SUSTAIN ACTIVITIES 

The other relevant counterpart institution was the MOH through its district health center and posts. As 
mentioned, the coordination with the Ministry of Health is crucial to the success of a project dealing 
with health interventions. However, in several of the project sites lack of coordination impeded or 
greatly delayed project implementation. 

With some exceptions, when an NGO attempts to work with the MOH it is seen more as a threat, 
than as an opportunity, by MOH personnel. Project members are viewed as unwanted observers of 
MOH work schedules and loads, quality of care and unconventional activities (for example, selling of 
medicines or charging for services) of some individuals. The notion that the project has the financial 
resources (including better-paid personnel), but the MOH has the power to allow them to work or not 
in "their" area is always at the root of the conflicts and negotiation. 

Justified or not, the main complaints of the MOH personnel, interviewed, especially those who did not 
get fully involved in project activities, included the following: 

k Project created conflicts with existing programming (mentioned in Alta Verapaz, Baja Verapaz, 
Huehuetenango, Quiche). MOH programming responds to its priorities and cannot be easily 
modified to suit project demands. 

k Project created conflicts between old promoters and new promoters (mentioned in Alta Verapaz 
and Huehetenango). 

I Project talked about participation, but already had its plans and objectives defined (Alta Verapaz 
and Huehetenango). Project personnel were imposing their plans on MOH and the other 
organizations (Huehuetenango). 

k Project was to support health services, but did not ask what did they need support with; ironically, 
they expected support from the MOH (Huehuetenango). 

Agreements are reached with the Chief of Area (JdeA) but are not discussed at the district level_ 
where projects will ultimately work (Huehuetenango). 

Unfortunately, willingness of the MOH to coordinate with a project often depends on 
comment by an auxiliary nurse interviewed is telling: "CARE was looking for a job, we heard they ha 
had problems with the MOH in other parts, so we are needy and decided to accept them here". This 
is the present project site in Huehuetenango, where the project was forced to move out twice before. 



In the most successful distn'ct (Purulha), the JdeD interviewed appeared so completely involved in the 
project that he talked about "our" project and not the PASS1 CARE Project as the rest did. He has 
made presentations of the project at higher MOH and regional levels and has plans to extend the 
project's health delivery model to another 30 communities in the District. In Zacualpa the new JdeD, 
in contrast to former ones, is also very supportive of the project and for that reason recently the 
project has started to fully implement several activities. PASS personnel commented "we feel as if it 
were all starting" for them and the project. 

However, in all areas some coordination with the MOH was reached at different points in time and 
different levels, with the MOH contributing the following: 

k. Physical space for project personnel (including sleeping quarters in Cahab6n) 

k. Personnel to facilitate and translate during training 

lu Vaccines and ORS packets 

Direct participation: time and effort of at least one member of Mot 
TSR) to support project staff. 

As mentioned, ability and willingness of the MOH to sustain 

i health center personnel (usually a 

activities is frequently based on 
individuals. Additional information from interviews of MOH personnel, the consultants observations 
and plans mentioned by project staff is presented organized in factors and plans that point towards 
sustainability and factors that detract from sustainability. Among the former, the following were 
identified: 

a) ~here'are several components of the new MOH policy (Reforma Sectorial de Salud) that are 
addressed by the PASSl CARE model such as community participation, coordinating 
resources with private sector, CMS and UTMs (or Municipalizaci6n), and improving 
management capacity of MOH personnel. 

b) While at the beginning of the project there were no mechanisms in the MOH for the 
management of funds at the area or district level, at present the process of decentralization 
is making possible the local management of different accounts and revolving funds. Extra 
funds obtained and managed this way can help support continued training of community 
volunteers and production of communication and training materials in a district or area. 

c) The concept of "social inspectionn (Fiscalizacion Social) can have its operationalization in 
entities such as the PRS Boards1 Committees or Medicament Boards that could get involved 
monitoring resources and the delivery of services by the MOH. 

d) All the PASSl CARE child survival interventions are included in the programmatic priorities 
(ejes programaticos) of present MOH plans. Only malaria, dengue fever, and rabies 

" interventions would need to be added to the package of interventions already included in the 
PASS Project. 



Plans for sustainability include the following: 

MOH will continue provision of vaccines and ORS. 
MOH will continue providing technical assistance to community personnel trained by the 
project, as well as maintain the linkage with the newly elected PRSs coordinators. In the 
Purulha Health Center a TSR has already been appointed responsible for coordinating and 
providing follow-up to project activities. 
The extension of the PASS strategies and methodology to the rest of the District (mentioned 
in Purulha) 

Factors identified that can detract from sustainability include: 

Lack of sufficient financial, human and material resources for MOH to continue with outreach 
activities. For example, ORS are insufficient; lack of transportation or fuel makes supervision 
difficult and timeconsuming. 

Attitudes and practices of some MOH personnel who do not favor outreach activities. In 
places where MOH personnel became used to having an extensionist doing the outreach, it 
is not certain that they will provide follow-up once the extensionists leave. For example, 
recently, in a community previously covered by a project extensionist in Cahabon, children 
did not receive immunizations because the TSR argued that it was not his responsibility. 

The organization of service delivery in some health centers does not favor outreach. For 
example, there are services where physicians are completely clinic-based never visiting 
communities. (On the contrary, in the Purulha district each staff member, head physician 
and maintenance person included, is in charge of providing follow-up to several 
communities.) 

As with NGOs, it was anticipated that other GOs (besides the MOH) would act as counterparts to the 
project. However, there were only a few examples of coordination at the community level with 
DIGESA (Direcci6n General de Servicios Agricolas) and CONALFA (Comisibn Nacional de 
Alfabetizaci6n) reported. Mostly, these included sharing of resources such as transportation and 
materials. Regarding GOs, the only plan found for sustainability was that the National Cooperatives 
Institute (INACOP) will provide training and technical assistance to community medicine chests and 
strengthen the JCM in Cahabon and the PRSs Directive Board in Zacualpa. 

D. SUSTAINABILITY PLAN, OBJECTIVES, STEPS TAKEN, AND OUTCOMES 

Table 6 developed for the mid-term evaluation has been revised and updated using findings 
presented above. 



END OF PROJECT 
OBJECTIVES 

Each community participating in 
the project will have and 
organization capable of 
supporting child survival 
interventions and other 
development project 

Each active health promoter will 
operate a community revolving 
fund medicine chest to generate 
income to support his work. 

4 district MOH staff will have 
improved capabilities for the 
administration and supervision of 
a system of health promoters in 
the project area. 

10 local NGOs will have 
improved insittutional capabilities 
for planning implementation, 
monitoring and evaluation of 
child health interventions. 

TABLE 6 
SUSTAINABILITY OBJECTIVES, INDICATORS, OUTPUTS AND PLANS 

Creation of Community 
Health Committees (CLS) 
and/or names of health 
promoters (PRSs), 
voluntary health workers, 
TBAs. FPCs. and AIDS 
volunteers in each 
community 

INDICATOR 

Establishment of a 
community medicine chest 
and % that are able to 
resupply products. 

Community health Committees were 
formed in 81 communities. Most CLSs 
are capable of supporting child survival 
interventions and other development 
projects; planning, implementing, 
managing, monitoring, evaluating and 
cofinancing. PRSs in CahaMn and 
Puruiha have MOH Dromoters 

OUTPUTS 

identification cards. 
A network of 13 communal medicine 

PLANS 

chests has been established in 
CahaMn which will cofinance shild 
survival interventions. Other financing 
options have been identified: direct 
payment for services to the CLS, 
montly fee and mediine chests. 
Resupply mechanisms are being 

Legalize community Health 
Committees or other committees 
(Pmmejoramiento) in which PRS 
participants. 
Provide MOH identification cards to 
promoters in Coatan and Zacualpa. 
(For other sustainability plans see 
Section I1 of re~ortl 

Implement communal medicine 
chests in 3 remaining districts. 
Training on essential drugs and 
mediane chests of MOH and PRSs 
in 2 remaining districts. 
identify and implement specific 
medicine resupply mechanisms to 
medicine chests. 

I discussed. I 
MOH im~lements a ~ l a n  1 MOH ~ersannel was trained in child 1 MOH ~lans for suo~ort and 
for support and 
supervision of Health 
Promoters and retains 
80% or more. 

Number of NGOs which 
have participated in 
institutional develpment 
training and number that 
improve performance. 

survival interventions. In each district a 
Rural Health Technician (TSR) has 
improved capabilities for the 
administration and supervision of health 
promoters. An MOH plan for support 
and su~ervision of PRSs has been 

1 developed in PurulhL 
1 No NGOs participated effectively in the 

supe&sion of PR'SS will be 
developed in 3 remaining disbicts. 

INACOP (a government 
organization) will provide training for 
communal medicine chests in 3 
remaining districts. 

Ill. RECOMMENDATIONS 

The recommendations have been organized in short-term and long-term. Short-term 
recommendations are offered for the period of phase-over of project activities and accomplishments 
to the MOH, between September and December, 1996. Long-term recommendations are provided 
for the communities, the MOH and CARE. Recommendations were revised by participants in the 
workshop held September 10, 1996 for the presentation of preliminary results of the final evaluation. 



These recommendations are oriented towards encouraging the completion of short-term 
sustainability plans. They involve both PASS1 CARE staff and the MOH. 

Provide minimal equipment to PRSs in communities in Quiche and Huehuetenango. 

Provide equipment to midwives who have not yet received it. 

Promote the official recognition by the MOH of all voluntary health workers trained (PRSs 
and TBAs). PRSs in Punrlha have a local identification card (provided by the health center 
not by the central MOH offices), and PRSs in Zacualpa and Coatan still do not have an 
identification card, 

Promote and help the CLS or the community organization most convenient for sustainability 
achieve legal status. The PRS should be part of the local organization. 

Invite PRSs coordinators to relevant (sustainability) meetings in the health centers. 

Evaluate the knowledge and practices of PRSs coordinators to identify strengths and 
weaknesses for future training. 

Simplify instruments in the HIS; compare to those of the national system, and adapt them. 

Complete sustainability plans with communities according to their level of organization. 

Implement communal medicine chests in all interested communities that have completed 
requirements (for example, 50% of its cost). 

Provide training in essential medicines and the communal chest management to MOH 
personnel and to PRSs in Quiche and Huehuetenango. Also, provide refresher training on 
child survival interventions to PRSs in the same areas. 

Identify precise mechanisms for resupply (acquisition, storage and distribution) of medicines 
to the medicine chests. 

Establish monitoring and supervisory mechanisms to assess the quality of services being 
provided at the community level. PASS instruments need to be simplified. Also, make 
arrangements for monitoring and supervision of the medicine chests. 

Conduct the formal transference of project activities and materials to the MOH in every 
health district. 



15. In each district, develop detailed specific sustainability plans for negotiation. The 
methodology should be adapted in each place according to needs. 

These recommendations were developed taking into account the health sector reform and that are 
the needs and responses of the community, the MOH and CARE'S future projects. Some 
recommendations are repeated for the three actors. 

Community 
1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

MOH - 
1. 

2. 

3. 

4. 

5. 

6. 

Learn about the health sector reform in order to participate. 

Apply participatory local planning. 

Participate in defining community selection criteria for different projects. 

Strengthen the IEC strategy. 

Identify and implement strategies to promote the participation of women in projects. 

Contribute to monitoring the quality of health care at the community level. 

Reach agreements with the MOH to sustain interventions of mutual interest. Each 
community should have the opportunity for deciding the type and number of interventions 
that wishes to finance and support. 

Discuss the different options for financing and managing the interventions: fee for service, 
fixed fee per family per month, revolving fund, etc. 

MOH personnel should be better informed about the health sector reform. 

Obtain critical inputs to sustain the interventions in each district. 

Promote strategical participatory planning at all levels. 

Define criteria for community selection for the different interventions. 

Coordinate with other institutions, specially those sector-specific. 

Monitor and evaluate the quality of health care provided in services and by voluntary workers 
at the community level. 



7. Reach agreements with communities to sustain interventions of mutual interest. Each 
community should have the opportunity for deciding the type and number of interventions 
that it wishes to finance and support. 

8. Discuss with communities the different options for financing and managing the intewentions: 
fee for service, fixed fee per family per month, revolving fund, etc. 

9. Based on agreements continue provision of basic health services at the community level, 
especially in more remote communities. 

10. Continue to provide training and technical assistance to PRSs and TBAs, collaborators and 
coordinators. 

Involve MOH personnel from the beginning in all the process of project design and 
implementation, from planning to evaluation. 

Take into consideration the programmatic priorities of the MOH. 

Take into consideration criteria such as population concentration and accessibility for 
community selection. 

Conduct joint strategic planning with the MOH. 

Try to coordinate with other institutions, without spending an undue amount of time in it. 

Continue using the methodology developed in the PASS Project for "community 
management" of interventions. 

Take into account the two critical elements for successful health projects implementation: 
community acceptance and participation and coordination with the MOH. In places where 
these two elements are not present, pmjects should not be initiated. 

Exercise more sensitivity in relations with the MOH and the communities (be careful about 
creating false expectations, making false promises; be careful when awarding recognition or 
documenting the process with photographs and tilms as the latter sometime create 
suspicions). 

Have new projects work in the PASSJ CARE communities to provide follow-up (to be able to 
complete planned activities in communities in Huehuetenango and Quiche). 



Develop the communication strategy on its own and in support of other strategies in the 
project to produce desired behavior change. This requires the process of formative 
research, behavior analysis, behavior trials, strategic planning, development of training and 
communication materials, and a plan for monitoring progress. Change agents should be 
trained as facilitators. 

Include specific strategies to stimulate participation of women in projects. Alternative terms 
that can be used to include women are "promotoras", voluntary mothers, women leaders, 
"monitoras" as in the previous CHO project, etc. 

Strengthen the process of orientation of all new personnel in the project. 

The theme of reproductive health can start to be integrated into the different child survival 
interventions. For example, exclusive lactation as a contraceptive method in the first 6 
months postpartum and the concept of child spacing can be part of infant nutrition. 
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TERMINOS DE REFERENCIA 
EVALUACION FINAL 

1. DATOSDELPROYECTO 
NOMBRE: PROYECTO DE APOYO A LOS SERVlClOS DE SALUD (PASS) 

FECHA DE INICIO: OCTUBRE 1993 

FECHA DE FINALIZACION: SEPTIEMBRE 1996 

II. ANTECEDENTES 
PASS es un proyecto de Supervivencia lnfantil que parte principalmente de las 
lecciones aprendidas de anteriores proyectos, tanto de salud como de Desarrollo. El 
principal reto que se ha planteado el proyecto es el aumento de cobertura de las 
intervenciones de supervivencia infantil en una forma sostenible, ademas de 
promover la calidad en la prestacidn de 10s servicios de salud a la poblacidn. La 
principal estrategia del proyecto en Bsta tarea, ha sido la de moverse de 
intervenciones puramente salubristas a una insercidn dentro del esfuerzo 
multisectorial local de desarrollo comunitario. Ademas de lo anterior, el proyecto 
busca validar un proceso metddologico que permita la descentralizacidn de 
servicios y la movilizaci6n social para el aumento de coberturas. 

El proyecto ha estado en operacidn durante 26 meses en 4 distritos de salud: 
Cahabdn en Alta Verapaz, Purulhi en Baja Verapaz, Zacualpa en Quiche y San 
Miguel Acatan en Huehuetenango. Se e s t i  sirviendo un total de 87 comunidades. El 
proyecto PASS ha sido disefiado para promover una participacidn amplia del 
personal local del Ministerio de Salud P6blica (MSP), Organizaciones no 
Gubernamentales en el area (ONGrs) Organizaciones Gubernamentales (OG's) y 
Grupos Comunitarios. El proyecto PASS realiz6 una evaluaci6n externa de medio 
termino durante Septiembre de 1995. De esta evaluacidn surgieron las principales 
actividades y procesos que se es t in  llevando a cab0 en 10s 4 distritos de salud. - 

Actualmente, PASS se encuentra en la tercera fase de su diseAo, la cual es de 
mejoramiento de la calidad de las intervenciones y el inicio del proceso para la 
busqueda de la sostenibilidad tgcnica y financiera de las intervenciones de 
supervivencia infantil. 



Ill. OBJETIVOS DE LA EVALUACION FINAL 

1. PROPOSITO GENERAL DE LA EVALUACION FINAL 
El prop6sito general de la evaluacion final es documentar 10s logros, lecciones 
aprendidas y la sostenibilidad de las intervenciones. 

2. OBJETIVOS ESPECIFICOS DE LA EVALUACION FINAL 
Comparar 10s logros del proyecto con 10s objetivos definidos en el plan 
detallado de implernentacion. 

0 ldentificar las principales lecciones aprendidas durante la implementacicin del 
proyecto, asi como las que son relevantes ylo aplicables a otras instituciones 
que implementan proyectos de supervivencia infantil. . 
Evaluar las probabilidades de que las intervenciones generadas por el 
proyecto Sean sostenibles, incluyendo la habilidad y disponiblidad de la 
contraparte (MSP, ONG's) y Comunidades para sostener dichas 
intervenciones. 

IV. METODOLOGIA DE LA EVALUACION 

1. EQUIP0 DE EVALUADORES: 

El proceso utilizado en la evaluaci6n sera participativo hasta donde sea 
posible, en el cual 10s beneficiarios, contrapartes y personal del proyecto 
seran invitados a participar en el proceso de evaluaci6n. Un equipo externo 
de dos consultores se r i  contratado para coordinar el proceso, consolidar y 
revisar la informaci6n, y desarrollar un reporte final con las recomendaciones 
necesarias para el proyecto. 

2. METODOLOGIA 
Para poder desarrollar la evaluaci6n en la forma requerida es necesario 
obtener informaci6n por parte de 10s beneficiarios, contrapartes del proyecto 
PASS (gobierno y ONG's) y personal de campo. Los consultores trabajarin 
en lo siguiente: 

Revisar todos 10s reportes tecnicos y otros documentos del proyecto que 
Sean relevantes, el plan detallado de implementaci6n1 reporte anual, 
documento de revisi6n interna del proyecto, evaluaci6n de medio t8rmin0, 
10s instrumentos para monitoreo y recoleccidn de datos. 



Revisar 10s resultados de la encuesta de linea final y documentar cada uno 
de 10s indicadores que Sean relevantes. 

a Participar en la reuni6n de planificacidn de equipo, con el objetivo de Ilegar 
a una comprensidn comlin de 10s alcances de la tarea a realizar. 

a Diseiiar 10s metodos y herramientas necesarias para recolectar 
informaci6n adicional, incluyendo cuestionarios para entrevistas semi- 
estructuradas, discusiones de grupo, entrevistas a profundidad, etc.; 

5 Conducir entrevistas a profundidad con informantes claves. Esto incluye 
la planificacion de una serie de entrevistas y reuniones con 10s 
participantes del proyecto a diferentes niveles: personal de campo, 
personal gerencial; entrevistas a profunidad con las contrapartes 
gubernamentales y ONG1s; 

5 Hacer un analisis de 10s gastos del proyecto, y hacer una comparacicin de 
10s gastos reales con el presupuesto definido en el DIP. 

= Planificar y ejecutar visitas a1 campo para observar las actividades del 
proyecto PASS, asi como reuniones para entrevistas individuales o en 
grupos pequefios dirigida a1 personal de campo y/o comunitarios (e.j. 
beneficiarios del proyecto). 

=. Facilitar una reuni6n/taller de analisis de 10s hallazgos preliminares de la 
evaluaci6n con el personal y socios claves del proyecto. El objetivo de 
Bsta reuni6n es el de revisar y finalizar 10s resultados y recomendaciones 
que iran en el reporte. 

V. PREGUNTAS CLAVES 
Es de suma importancia revisar cuidadosamente las guias de evaluaci6n de USAID/W. 
Las preguntas que se encuentran en las guias son muy importantes y deben ser 
abordadas en su totalidad. Ademas de lo anterior, existen una serie de preguntas 
basicas que estan relacionadas directamente a las estrategias especificas del proyecto 
PASS, las cuales son: 



Que se ha hecho con respecto a las diferentes estrategias dentro del proyecto? Como 
corresponden Bstas estrategias al diseiio del proyecto? 

Cual es la calidad de las actividades que se estan llevando a cabo 

Cuales son las situaciones claves relacionadas con la sostenibilidad institucional de 
10s componentes especificos del proyecto (e.j. redes de cooperacion social, el asocio 
con el gobierno y ONG1s) ? Que apoyo adicional e insumos seran necesarios para 
asegurarse que 10s beneficios y relaciones continuan una vez que PASS salga del 
area? 

Fue apropiada la estrategia del proyecto, tomando en cuenta las lecciones 
aprendiadas de anteriores proyectos y 10s esfuerzos de descentralizacion del sector 
salud? 

Como son monitoreados y evaluados 10s componentes del proyecto? cual es la 
calidad del monitoreo de las actividades? 

Como podrian ser mejorados 10s diferentes componentes del proyecto en el futuro, a 
la luz de que el MSP sera el principal encargado del seguimiento? 

a. Participar en una reuni6n de planificaci6n por dos dias, en conjunto con el 
coordinador del sector salud y personal clave del proyecto PASS. El prop6sito de 
Bsta reunion es llegar a una comprensi6n comlin sobre 10s tdrminos de referencia, 
roles individuales y las diferentes responsabilidades de 10s miembros del equipo, 
asi como 10s productos esperados de la evaluacidn. 

b. Revisar todos 10s documentos relevantes del proyecto, incluyendo el plan 
detallado de irnplementacion, reporte anual, la revisidn interna del proyecto, 
herrarnientas de monitoreo, evaluacion de medio t8rmin0, reporte de encuesta de 
linea final y cualquier otro documento relevante a la implementaci6n del proyecto. 



En particular, analizar la evaluaci6n intermendia del proyecto y el reporte de 
encuesta de linea final. 

Determinar las actividades que son necesarias para recolectar la informacidn a 
nivel de campo, asi como la forma en que deben ser ejecutadas. Diseiiar las 
diferentes metodologias y herramientas necesarias. Realizar visitas de campo para 
observar las actividades del proyecto y recolectar informaci6n sobre las mismas. 
Visitar y entrevistar a 10s comunitarios participantes en el proyecto. 

Reunirse y consultar con 10s diferentes niveles de personal del proyecto PASS, 
contrapartes gubernamentales y ONG1s, revisar sus roles y las herramientas 
gereciales y de supervisi6n que se utilizan para monitorear las actividades de 
campo. 

Reunirse y discutir 10s diferentes aspectos del proyecto con comunitarios claves, 
de acuerdo a la metodologia aprobada para la evaluaci6n cornunitaria. 

Preparar un reporte de la evaluacidn en ingl6s, basado en 10s hallazgos y 
recomendaciones de 10s evaluadores y siguiendo las guias de USAID. El reporte 
debe contener recomendaciones especificas que fortalezcan las actividades 
actuales del proyecto PASS. 

El coordinador del equipo tendra al final una reuni6n con el coordinador del sector 
salud y personal clave del proyecto PASS para presentar, discutir y revisar las 
recomendaciones que Sean necesarias. Durante esta reuni6n, el reporte de 
evaluacidn debe ser entregado para comentarios. 

Facilitar un taller de hallazgos de la evaluaci6n final, en el cual participarin 
personal clave de las contrapartes y CARE. El objetivo de dicho taller es recibir la 
retroalimentaci6n necesaria para la elaboraci6n del informe final. 

Revisar y finalizar el reporte basado en 10s comentarios recibidos. Entregar el 
reporte final a CARE con todos 10s datos y documentos que apoyen el mismo. 
Ademas una copia del reporte completo con anexos en diskette. 

VII. PRODUCTOS ESPERADOS 

a. Una reuni6n de retroalimentaci6n en las oficinas centrales de CARE para 
compartir 10s hallazgos y recomendaciones principales de la evaluacion. Esta 



reuni6n debe servir para aportar las observaciones y comentarios de 10s 
participantes sobre 10s hallazgos y conclusiones preliminares. 

b. Reporte de la evaluaci6n final del proyecto (en ingl6s) el cual detallara 10s logros 
y efectividad del proyecto, asi como las lecciones aprendidas. El reporte debe 
ser congruente con la guia de evaluaci6n de medio termino, elaborada por 
USAIDIW para Bste prop6sito. 

VIII. DURACION DE LA EVALUACION 
La evaluacidn dara inicio el 9 de agosto y se extendera hasta el 13 de septiembre. 

1X. CALlFlCAClONES DEL EQUIP0 EVALUADOR 
El equipo de consultores incluira un coordinador de equipo con demostrada 
experiencia en la evaluaci6n de proyectos de salud pliblica en Guatemala. Los otros 
miembros de equipo (10s cuales tambikn tendran una amplia preparacibn y 
experiencia en salud pdblica) incluye un representante del Ministerio de Salud 
Pliblica y un Representante de CARE. Todos 10s miembros del equipo deberan estar 
muy bien familiarizados con la estructura y programas del Ministerio de Salud 
Pliblica, asi como una buena comprensi6n del trabajo y rol de ONG's y de 10s 
servicios de salud basados en la comunidad. 

X. APOYO LOGISTIC0 PARA EL TRABAJO DE EVALUACION 
CARE brindara todo el apoyo logistico para apoyar la evaluaci6n, tales como: 

transportacibn para las visitas de campo 
alimentaci6n y hospedaje. 



Re: 1996 ~ind Evaluation Guidelines for CS-IX Projects 

Dear Colleague, 

The overall goal of the final cvaluation of a Child Survival project is to assess the impact, 
effectiveness and the sustainability of the project. With this in mind, BHR/PVC requires 
all PVOs with projects ending in 19% to submit the following documents (in English): 

a) a narrative report, addressing the topics and questions contained in the 
enclosed Guidelines; 

b) a final evaluation survey, and 

c) a final pipeline analysis. 

The cvaluation team leader should be someone who is not employed by, or otherwise 
professionally associated with, your organization and must be approved by BHR/PVC. 
This person must be knowledgeable of child sUrYiVal interventions. At Ieast one member 
each from the field and headquarters staffs should be on the evaluation team. Please 
discuss with your project officer the proposed composition of the team and the 
evaluation schedule. 

A one-sided unbound original and one bound, double-sided copy of all reports are due 
90 days after the project termination date. An additional copy of the report should also 
be sent to JHU-CSSP. Please direct inquiries to your project officer. 

Sincerely, 
. . 

Katherine Jones-Patron 
Chief, Child Survival and Health 
Office of Private and Voluntary Cooperation 
Bureau for Humanitarian Response 

Enclosures 

320 TWENTY-FIRST STREET, N.W., WAS~IINGTON, D.C. 20523. 



What is the current ability of the NGO partners to provide the necessary financial, 
human and natural resources to sustain effcctivc project activities once Child 
Survfval funding ends? 

C ess of Countemart Tnstitu ons to Sustain Activitieq 

What is the current ability of the MOH or other relevant local institutions to 
provide the necessary financial, human, and material resources to sustain effective 
project activities once CS funding ends? 

C Obiectfves. S k a s  Trrken, Outcorneq 

What are the steps the project has undertaken to promote sustainability of child 
survival activities once project funds end? Please fill in a table (example below) 
with sustainability obj&es and outcomes. 

- -- 

Goal 

1) MOH will 
take on balth 
promotive 
rrdivitia of CS 
prow 

1) MOH will 
rupuvise and 
provide ncfresber 
training for 50 
CHVs 

2) Health offiar 
will mtxt monthly 
with comrrrunily 
hulth mmmittoer 

Steps taken to 
date 

1) 2 MOH nuses 
trained in CHV 
supt-9' 
methods . . 

2) Health officer 
atknded 3 htalth 
oommittee 
meetings 

Outcomes 

1) 10 CHVs 
being rupelvised 
by MOH nurses 
(rn of 
objective) 

2) Health offictr 
atttnJcd 3/10 
meetings (305%) 

A I'entify by names, titles and institutional affiliations aU 
members of the final evaluation team. 

1996 Final Evaluation Guidtlines 2 
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C. CONSULTAHCIW I. EvaluaUon CanaMa-Hr 
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EQUIP0 DE EVALUACI6N FINAL 
PROYECTO PASS/ CARE 

Consultores externos 

* Elena Hurtado 
* Amgrico L6pez 

Personal CARE 

* Jim Becht, RTA 
* Sumana Brahman, Coordinadora del Sector 

* Walter Flores, Gerente del Proyecto PASS/ CARE 
* Karla Droege, Asistente de Campo PASS/ CARE (Purulhb, Baja 

Verapaz) 
* Jorge Medrano, Asistente de Campo PASS/ CARE (Cahabbn, Alta 

Verapaz) 
* Cristdbal Ventura, Asistente de Campo PASS/ CARE (Zacualpa, 

Quiche y San Sebastibn Coatbn, Huehuetenango) 

encargada 



EVALUACI6N FINAL PROYECTO PASS/ CARE 
PREGUNTAS PARA EL TPM 

* Cudles son las preguntas criticas para responder en la evaluaci6n 
* Qu6 se puede hacer en vista del tiempo (planificar trabajo de 
campo) 

* Qu6 apoyo logistic0 se tendr6 de CARE 

* Quienes conforman el equipo de evaluaci6n 
- c6mo coordinar 
- c6mo comunicar 

* Qui6nes aportan otras secciones del informe 
- Encuesta de base y final 
- Pipeline 

* Qu6 documentaci.611 existe 



EVALUACIdN FINAL PROYECTO PASS/ CARE 
INVOLUCRAMIENTO DE CLIENTES 

TPM 

PROCESO 

Planificaci6n 

Trabajo de Campo 

Taller de Anslisis de 
Resultados 

Informe de Evaluacidn 
(Resumen, traduccih) 

Retroalimentaci6n 
sistem6tica 

FORMA DE INVOLUCRAR 'AL CLIENTE 

USAID/W, CARE, MSPAS 

CARE, MSPAS, UTM, CMS 

USAID/G, CARE, MSPAS, UTM, Comit6 
de Salud ( ? )  

USAID/W, USAID/G, CARE, MSPAS, 
UTM 

Recomendar a CARE que lo haga a 
10s dem6s niveles: 
* ~omunidad/ Comitgs 
* Consejo Tgcnico de Area/ MSPAS 
* Consejo Departamental de 
Desarrollo 



EVALUACI6N FINAL PROYECTO PASS/ CARE 
CLIENTES DE LA EVALUACI6N E INTERESES 

TPM 

CLIENTES 1 INTERESES 
USAID/ w 
Agencia de financiamiento 

* Uso debido de recursos 
* Logros 
* Sostenibilidad 

CARE/ G * Impacto a nivel de hogares 
* Coord. OGs, ONGs, OCBs 
* Estrategias 
* Coordinaci6n interna CARE 

MS PAS 

UTM 

* Coord. interinstitutional 
* Sostenibilidad 
* Replicabilidad 
* Reforma Sectorial (extensi6n de 
coberturas, financiamiento local y 
fortalecimiento institucional) 

* Continuidad 
* Efectividad del modelo 
* Financiamiento local 

Cornit& de Salud * Servicios 
* Continuidad 
* Apoyo institucional 



EVALUACI6N FINAL PROYECTO PASS/ CARE 
DOCUMENTOS DISPONIBLES 

- Propuesta original del proyecto de finales de 1992 (en Mayo 1993 
se logra el financiamiento y el proyecto inicia el 1 de Octubre de 
1993) 

- Plan detallado de implementaci6n (DIP) 

- Informe del Taller Regional sobre VIH/SIDA en Junio 1994 

- Primer Informe Anual de Octubre 1994 
- Informe de Viaje de Kathy Tilford, PHC director CARE Mayo-Junio 

1995 

- Revisi6n del Disezo del Proyecto Junio 1995 

- Segundo Informe Anual de Noviembre 1995 

- Evaluaci6n de Medio Termino de Septiembre 1995 

- Datos de Encuestas Basal y Final (1994 y 1996) 

- Consultoria sobre Sostenibilidad, Mayo 1996 
- Autoevaluaciones de 10s Asistentes de Campo 1996 
- Censos de 10s promotores 
- Acuerdos con instituciones 

- Planes de sostenibilidad de 10s Comites 

- Planificaci6n de capacitaciones 
- Documentaci6n sobre botiquines, capacitaci6n 



EVALUACION FINAL PASSICARE 
CALENDAR10 DE ACTlVlDADES 

DIA / FECHA 

Lunes, 19 agosto 
-- 

Martes, 20 agosto 

Mi&coles, 21 agosto 

Jueves, 22 agosto . 

Viernes, 23 agosto 

Sabado, 24 agosto 

Domingo, 25 agosto 

Lunes, 26 agosto 

- -- - - -  

Martes, 27 agosto 

Miercoles, 28 agosto 

Jueves, 29 agosto 

Viernes, 30 agosto 

Sabado, 31 agosto 

Domingo, 01 sept. 

Lunes, 02 sept. 

ACTIVf DADES 

CARE Guatemala: Taller de planificacion 

CARE Guatemala: Taller de planificacion 

Revision Documentacion 

Trabajo con Asistentes de Campo, gerente 

Desarrollo de guias de entrevista/discusion 

Revision del Plan de trabajo 

Presentar a Asistentes de Campo, Gerente 

Salida 

Dormir en Coban 

10:OO a.m. Cahabon 6 entrevistas 

Dormir en El Recreo 

10:OO a.m. Purulha 

Dormir en Tactic 

Visita Eben Ezer 

Regreso a Guatemala 

Viaje a Nenton (salida 9:00 am) 

8:00 a.m. Coatan 

Dormir en Jucup a Nenton 

Visita a Hoom 

Dormir en Nenton 

Dormir en Quetzaltenango 

Viaje a Zacualpa 

Visita Tunaja 

Dormir en Santa Cruz 



I Martes, 03 sept.. 

t 

Visita 

Regreso a Guatemala 

DIA C FECHA ACTIVf DADES 

I Viernes. 06 sept. 

Miercoles, 04 sept. 

Jueves, 05 sept. 

I Elaborar informe, entrega 1 er. borrador 

-- 

Elaborar informe 

Elaborar informe 

I SBbado, 07 sept. 

I Domingo, 08 sept. 

I Lunes, 09 sept. I Discutir informe con Walter, Sumana, ~ i m  

Martes, 10 sept.. 

Miercoles, I I sept. 

- -- 

CARE Guatemala: Taller de presentacion de 10s 
resultados. 

Revisar informe 

Jueves, 12 sept. 

Viernes, 13 sept. 

Revisar informe 

Entrega del lnforme Final de la Evaluacion 



Colaborador 

Pronlotor 

Comadrona 

Coordinador de promotor . 
Comite local de salud 

Junta Central de Medic. 

TSR 

Auxiliar de enfermeria 

Personal area T ~ \ : ~ .  , 

UTM 

Extensionista 

Asistente de campo 

Gerente 

Encargada monitoreo & 
Evaluac. 

Coordinadora 





Evaluacidn Final Proyecto PASS/ CARE 
Trabajo de Campo 

Personas a Entrevistar 

I Gerente de Proyecto 

Cahabdn 

1 Cornit6 local de salud ' 

1 Junta Central de Medicamentos 

1 Inspector de Saneamiento Ambiental 

1 Jefe de Distrito (Mgdico) 

1 Unidad Tgcnica Municipal (Tgcnico de INACOP) 

1 Extensionista de CARE 

1 Asistente de Campo (Jorge Medrano) 

1 Visita a Comunidad 

3-5 Hogares 

Purulhs 

2 Coordinadores de Promotores 

1 Cornit6 Local de Salud (en comunidad visitada) 

2 Tgcnicos de Salud Rural 

1 Jefe de Distrito (Medico) - Miembro de UTM 

2 Extensionistas de CARE 

1 Asistente de Campo (Karla Droege) 

1 Visita a Comunidad (Eben Ezer) 

3-5 Hogares 



Huehuetenango 

1 Junta Directiva de Promotores y Comadronas 

1 Comite Local de Salud (en comunidad visitada Hoom) 

1 Tgcnico en Salud Rural 

1 Auxiliar de Enfermeria 

1 Jefe de Distrito (MBdica) - en Huehuetenango 
2 Extensionistas de CARE 

1 Asistente de Campo 

1 Visita a Comunidad (Hoom) 

3-5 Hogares 

Zacualpa 

1 Promotor de Salud 

1 Comit6 Local de Salud (en comunidad visitada Tunaj6) 

1 TBcnico en Salud Rural 

1 Jefe de Distrito (~Bdico)/ Miernbro de UTM 

2 Extensionistas 

1 Asistente de Campo 

1 Visita a Comunidad (Tunajb) 

3-5 Hogares 



Persons interviewed 
Final Evaluation PASS Project 

Project Manager Lic. Walter Flores 

CAHAB~N , ALTA VEFtAPAZ 

Individual interviews 

CARE (1) 

Field Assistant, Jorge Medrano 

MOH ( 3 )  

JdeD Dr. Carrera 
TSR Jairo No4 Ldpez 
ISA Jorge Ramos 

Community ( 2 1 

1 PRS Chaslau 

1 PRS's wife Crist6bal Che Tziu (Julijix) 

Women (4) 
Angelina 
Matilde 
Concepcidn 
No name 

GOs ( 2 )  

Multi-Sectorial Coordination Board representatives interviewed 
individually by Dr. Am6rico Ldpez 

Grow interviews 

CARE ( 3  1 

Ext Anselmo Asij 
Ext Herminia Coj 
Ext Orlenda Reyes 

PRS ( 5 )  

Eduardo Choj Tiul - Secampana 
Juan Jos6 Chub Xal - Secampana 
Carlos Pop Pop - Chilajap 
Eduardo Quib Sub - San Martin Chichaj 
Antonio Cucul Ical --Chivite Santa Rosa 



Community Health Committees (9) 

Juan Josg Chub Xal - Secampana (PRS and Committee) 
Arnulfo Pop - Chilajap 
Marcelino Cho Cac - Julij ix 
Miguel Garcia - Julijix 
Mateo Choc Chub - Chivite Santa Rosa 
Abelardo Caal Pop - Sactd 
Joaquin Pop Choc - Secacao 
Leonzo Asig - Chitzac 
Lorenzo Cho Chen - Chitzac 

Medicaments Central Board ( 5  1 

Vicente Sacul Chun - President (Chaslau) 
Pedro Carmelo Torres - Vice-Presidente (Nuevo Progreso Tuil6) 
Norberto ? - Secretary 
Antonio Cucul Ical - Treasurer (Chivite Santa Rosa) 
Agustln Tzir Caal - Vocal 1 (Chipoc) 



Individual interviews 

CARE (1) 

Field Assistant Karla Droege 

MOH (3) 

JdeD Dr Guillermo Enriquez 
TSR Neftali 
TSR Santos Ajualip Rosales 

Community (5) 

1 PRS SebastiSn Choc, Eben Ezer 
1 CPRS Antonio Cuz, El Repollal 
1 PRS Collaborator Luisa PopEben Ezer 
1 TBA, mother of 2 health promoters 

1 PRS Coordinator (the only woman CPRS, interviewed by Dr. Amgrico 
Lbpez) 

Grow interviews 

CARE (3) 

Ext Agripina Tot Maas 
Ext Amelia Rosa Chon de Palomina 
Ext Rosalia Tot de Morales 

Community - Eben Ezer 
Mothers (17) attending growth monitoring activity 



San Jose, San Sebastisn Coatbn, Huehuetenango 

Individual interviews 

CARE (1) 

Field Assistant Crist6bal Ventura 

MOH ( 3 )  

AdeE Baltazar Juan Baltazar 
Dr William Balc6rcel (interviewed in Huehuetenango) 
TSR Miguel Hurtado 

Community (1) 

1 PRS Pedro Mateo, Hoom 

Women (3) 

Rebeca Pascual 
Eulalia Mateo 
No name 

Group interviews 

CARE ( 2 )  

Ext Juan Domingo CZirdenas 
Ext Maria Eugenia 

Community ( 5 ) 

Local Health Committee, Hoom 

PRSs San Jos6 Health Post (5) 



Individual interviews 

CARE (1) 

Field Assistant Crist6bal Ventura 

MOH ( 2 )  

JdeA Dr. Ezequiel Urizar 
AdeE 

Community ( 4 )  

1 PRS Cruz Garcia - Xejox, President of PRSs Central Board 
1 PRS, Toribio Chingo - Tunaj6 1 
1 PRS Diego Ventura - Tunaj6 1 
1 TBA - Tunaj6 1 
Women (4) 

Group interviews 

CARE (2) 

Ext Aura Marina GBmez Hern6ndez 
Ext Juan Us Vicente 

Community (5) 

Local Health Committee members - Tunaj6 I 



Guia de Entrevista a Comit4 de Salud 

Historia del Comit6 de Salud 
- cuiindo se form6 
- que 10s motiv6 a formarse 

Qui6nes e s t h  en el Comit4 de Salud 

Cada cudnto se reunenl cu indo fue la liltima vez 

Qu6 hacen, crjmo funciona el Comit6 

Qu6 relacirjn tienen con promotoresl comadrona/coordinadores de promotoresl Centro 
o Puesto de Salud/ UTM 

Cuiiles consideran sus logros (y en salud) 

Qu6 dificultades o problemas han tenido, cdmo responde la comunidad 

C6mo han resuelto problemas (problemas de salud) 

Qu6 planes tienen para el futuro, cdmo se van a sostener las acciones que se hacen 
(sostenibilidad de servicios y otros) 

Cdmo ha apoyado el Proyecto PASS/ CARE a su comunidad, c6rno ha sido el trabajo 
del Proyecto con el Comit6 



Guia de Entrevista 
Junta Central de Medicamentos 

Historia de la Junta 
- que es 
- cu indo se form6 
- por qu6 se form6 

Q u i h e s  estrin en la Junta/ de que comunidades 

Que ha hecho hasta el momento la Junta 

Que dificultades han tenido, c6mo las han enfrentado 

Qud planes tiene para el futuro (sostenibilidad) 
- abastecimiento 
- manejo de fondo revolvente 
- ganacia conternplada en manejo de medicamentos 
- c6mo se va a renovar la Junta 

C6mo ven 10s promotores/ comit4 de salud a la Junta 

CBmd 10s ha apoyado el Proyecto PASS/ CARE 



GuEa de Entrevista 
TBcnico en Salud Rural/ 

Inspector de Saneamiento Ambientali 
Auxiliar de Enfermeria 

C6mo ha sido la experiencia con el Proyecto PASS/ CARE 

Cu6l ha sido su involucramiento 

Cdmo ha sido la coordinacidn y respuesta con Jefatura de Distrito, otras dependencias 
del Gobierno, ONGs, UTM y las comunidades 

Qu6 dificultades han enfrentado, c6mo las han resuelto 

Capacitaciones a promotores/ comadronas/ comites 

Tipo y apreciacidn de la calidad de las capacitaciones 

Calidad de 10s servicios que estdn prestando a nivel comunitario 

Cudles son 10s principales logros del proyecto 

Seg6n la encuesta de evaluaci6n final, el componente de inmunizaciones dei Proyecto 
ha sido el m8s exitoso, por qu6 Cree que esto fue ask qu6 pas6 con 10s otros 
componentes (ej. control de diarreas) 

Qu6 ha pensado sobre el proceso de sostenibiiidad de las acciones del Proyecto 



Guia de Entrevista 
Jefe de Distrito (MQdico) 

Podria explicar qu8 es el Proyecto PASS/ CARE 
- propdsitos y objetivos 
- metodologia de trabajo 
- organizacidn 

Por qu6 estli el Proyecto PASS/ CARE en su Distrito 

C6mo ha sido la coordinacidn del Proyecto en el Distrito, a diferentes niveles: 
comunidad, OGs, ONGs, UTM, Municipalidad, internamente 

Culiles son 10s principales logros del Proyecto 

Cuiiles han sido las dificultades con el Proyecto 

Seglin la encuesta de evaluaci6n final del Proyecto, el componente de inmunizaciones 
del Proyecto ha sido el mds exitoso, por qu6 Cree que esto fue asi; qu6 pas6 con 10s 
otros componentes (ej. control de diarreas) 

Qu6 ha pensado sobre el proceso de sostenibilidad de las acciones del Proyecto 

Qu8 sugerencias da para el Proyecto, en qu6 aspectos debe fortalecerse 



Guia de Entrevista 
Unidad T6cnica Municipal 

Qu6 conoce dei Proyecto PASS/ CARE 
- ddnde se esta desarrollando 
- qu6 esta desarrollando 
- metodologia de trabajo 

C6mo se involucraron en el Proyecto, qu6 logros han tenido en conjunto con el 
Proyecto 

Hubo una Coordinadora Multisectorial 

C6mo la conformaron 

Qu6 relaci6n tienel tuvo con la UTM (se convirti6 en UTM, se integr6) 

Qu6 dificultades ha tenido la UTM; qu6 respuesta tiene la UTM del Alcalde, por qu8 
hay esa respuesta (buena o mala) 

En el futuro, c6mo va la UTM a apoyar 10s programas y actividades que se estdn 
desarrollando a nivel de comunidades 

Que sugerencias dan para el Proyecto, en qu6 aspectos debe fortalecerse 



Guia de Entrevista 
Extensionista de CARE 

Cuindo comenz6 a trabajar en el Proyecto PASS/ CARE, hub0 un proceso de 
orientaci6n inicial, de cuanto tiempo 

CuAl es la misidn, objetivos y propdsitos de PASS/ CARE 

C u d  ha sido su funcidn dentro del proyecto 
- actividades 
- planificaci6n 
- capacitacidn 
- organizacidn 
- coordinacidn 

Qu6 dificultades ha enfrentado; qu6 respuesta se ha obtenido a diferentes niveles: 
comunidades, Municipal, Ministerio de Salud, OGs, ONGs 

- grado de satisfaccibn 
- dificultadesl problemas enfrentados 
- qu6 ha hecho para resolverlas 
- logros 

Cudes han sido 10s programas mbs exitosos, por qu6 

En el futuro, cdmo piensa que van a ser sostenibles las actividades del Proyecto, qu4 
planes ha hecho 

Que sugerencias tiene para la sostenibilidad del Proyecto, en qu4 aspectos debe 
fortalecerse 



Coordinador de Promotores 
Junta Directiva de Promotores y Comadronas 

Que conoce del Proyecto PASS/ CARE 

Cdmo fue elegido Coordinador de Promotores; c6mo fueron elegidos 10s promotores 

Cuiles son sus funciones; c u d  ha sido el funcionamiento de la Junta 
.,. 

Qu6 dificultades o problemas han enfrentado promotoresl Junta 

Cugntos promotores tiene a su cargo, c6mo se relaciona con ellos, dificultades y qu6 
ha hecho para superarlas 

Cdmo capacita a 10s promotores 

C6mo hace para saber que 10s promotores es t in  trabajando bien, si fa gente estii 
contenta o no con el servicio que prestan 

C6mo es la relaci6n con el Comite de Saludl Centro y Puesto de Salud 

Se siente bien en su papel de coordinador de promotores, qu4 le hace falta para poder 
trabajar mejor 

C6mo lo ha apoyado el Proyecto PASS/ CARE 

Qu6 esta haciendo para que las actividades de usteded promotoresl comadronas se 
mantengan prestando servicio en la comunidad; piensan que puede mantenerse y 
extenderse a otros lugares 

Que sugerencias puede dar para que esto ocurra 



Guia de Observacidn y Preguntas en Visita a Comunidad 

UROC, Casa de Salud o espacio fisico de actividades comunitarias PASS/ CARE 

OBSERVAR: 

Construccidn 

lnsumos (equipo, medicamentos, balanzas, muebles, tabla de crecimiento, manual, 
material didactico) 

Condiciones de orden y limpieza 

PREGUNTAR: 

Servicios que prestan; apreciacidn sobre calidad de 10s servicios 

Q u i h  10s presta 

Horario de atencidn 

Se ha logrado unificaci6n de promotores y comadronas, por qu6, dificultades, factores 
faciiitadores 

Tienen colaboradores; cdmo estimulan la participacidn de colaboradores 

Cdmo e s t h  organizados en la comunidad (programaci6n geogrsfica) 

AL PROMOTOR PREGUNTAR: 

Cdmo fue elegido promotor 

Mensajes claves para cada intervencidn, metodologia de ensefianza-aprendizaje 
(USAR FORMULARIOS DE SUPERVISIdN) 

Conoce guias metodolbgicas, tiene una copia a mano 

Cdmo le apoya el comit6l 10s voluntarios para realizar sus actividades; c6mo ha sido 
el apoyo de 10s servicios de salud, del Proyecto PASS/ CARE 

Dificultades enfrentadas y mayores satisfacciones o logros 



Guia de Entrevista a nivel del Hogar 

Ccinoce al promotor de esta comunidadt de su grupo 

Ha asistido a alguna pl i t ica de ese promotor 

(SI) Cuindo fue la liltima vez 

(SI) Sobre qu6 fue la pl i t ica 

Alguna vez ha ido a la Casa de Salud 

(Sl) A qu6 fue la ljltima vez 

(SI) Pag6 usted por el servicio, cutinto pag6 

(SI) Ccimo le parece el servicio, qu6 le hace falta para ser mejor 

Qu6 puede hacer una madre cuando su hijo(a) tiene diarrea 

Conoce c6mo preparar suer01 el sobre de SRO 

Qu6 puede hacer una madre para que su hijo no  se enferme de diarrea 



INMUNIZACION 

INSTRUMENT0 DE SESIONES EDUCATIVAS 

NIVEL: PROMOTORES 
Nombre de quien llena el instrumento: 

Nombre del supervisado: 

Comunidad: Sector: Fecha entrevista 

Indicaciones: El entrevistador debe chequear las opciones que responda el entrevistado. 

1. Cdmo realiza sus sesiines educativas? 

Partiendo del conocimiento de 10s participantes 
Haciendo preguntas 
Tomando ejemplos locales 
Utilizando recursos locales 

2. Cada cuAnto tiempo da sesiones educativas y cuanto duran? 

Cada semana 
Cada dos semanas 
Cada tres semanas 
Cada cuatro semanas 

12 min. 
30 rnin. 
1 hora 

3. Cdmo logra reunir a las madres participantes para que participen? 

Aviso del cornit6 
Asambleas 
Ya saben 

n Por sector 
No sabe 

4. CuAntas madres esten participando en las sesiones educativas? 

5. Tiene una lista de participacidn en las sesiones educativas? 

Por sector 
Una sola lista 
No tiene 



6. Estd manejando las guias metodolbgicas? 

7. Mencione 10s pasos ctiives de la guia metodoldgica. 

Partiendo de 10s conocimiento s y prdcticas 
Hace preguntas de reflexidn 
Se evidencian las actitudes y prdcticas de 10s participantes 

8. Cdmo planifica su sesidn educativa y con quien? 

Coordinador de promotores B Personal de PASS 
Tecnico salud 

9. Ddnde realizan las sesiones educativas? 

Escuela . 
Casa promotor 

10. Cuentan con material de apoyo? 

Rotafolios 
Dibujos 

La Hermita u Otro 

11. Observe una sesi6n educativa y verifique lo siguiente 

Utilizar recursos locales 
Parte del conocirniento de 10s participantes 
Promueve la participacidn de todos 
Transrnite mensajes claves 



NIVEL: GRUPO FAMILIAR 
Nombre de quien llena el instrumento: 

Nombre del supervisado: 

Comunidad: Sector: Fecha entrevista 

Indicaciones: observe !o siguiente y Ilene cada una de las casillas unicarnente s i  el 
promotor responde correctamente a la pregunta o realiza la actividad requerida. 

PREGUNTAS DE CONOCIMIENTO 

Pregunte al entrevistado: 

1. Sabe usted que vacunas debe ponerse a un niiio? 

DPT 
BCG 

ANTIPOLIO 0 ANTISARAMPIONOSA 

2. Sabe usted que enfermedades se evitan con las vacunas? 

Tosferina-Difteria-Tetanos 0 Poliomelitis 
Tuberculosis Sarampidn 

3. Sabe usted a que edad debe un nine tener completo su esquema de vacunacion? 

antes de 10s 2 anos 

4. Participa usted en las sesiones educativas que da el promotor? 

Si [j NO porque 

5. Sabe usted a que edad debe empezar a recibir sus vacunas un niflo? 

DPT dos meses 
BCG 
Antipolio recien nacido 2 meses 
Antisararnpionosa 9 meses 



NIVEL: GRUPO FAMILIAR 
Nombre de quien llena el instrumento: 

Nombre del supervisado: 

Distrito de salud: Fecha entrevista 

Indicaciones: El entrevistador debe chequear las opciones que responda el 
entrevistado. 

PREGUNTAS DE CONOCIMIENTO 

Pregunte a1 supervisado lo siguiente: 

1. A d6nde lleva a su niAo cuando tiene diarrea 

Curandero n Promotores 
Comadrona Cornit6 local de salud 
UROC Centro de salud 

2. Que le ve a su niiio cuando esth grave de diarrea 

No reacciona fdcilmente 
Ojos hundidos y secos 
No salen Idgrimas 
Boca y lengua muy seca 
Tiene sed per0 no toma ningun liquid0 debil y desganado 

3. Se ha enfermado alguno de sus nines rnenores de 5 aiios durante las 2 ultirnas 
semanas? 

Si la respuesta es NO, pase a la pregunta 5 

4. Que le di6 a su niiio para curar la enferrnedad? 

Mds liquidos Sobres de rehidratacibn oral 
Remedios caseros Otros 



5. Qub hace usted para que no le de diarrea a su niiio? 

Hewir el agua 0 Tapar 10s alimentos 
Lavarse las manos Higiene en la vivienda 

6. Que se debe hacer cuando un niAo tiene diarrea? 

Dar bastante liquido Llevarlo al Centro o Puesto de salud 
Llevarlo a la UROC No sabe 0 



DlARREAfTRO 
INSTRUMENTOS DE SESIONES EDUCATIVAS 

NIVEL: PROMOTOR 
Nombre de quien llena el instrumento y nivel 

Preguntas sobre realization de sesiones educativas 

Distrito de salud: Fecha entrevista 

Indicaciones: El entrevistador debe chequear las opciones que responda el 
entrevistado. 

1. Cada cuanto tiempo imparte sesiones educativas? 

Cada sernana 
Cada mes 
Cada 15 o 20 dias 

2. Cdrno logra reunir a las madres participantes? 

A traves de mensajes con alcaldes auxiliares 
Por avisos del comite local de salud 
Por sectores 
Por rnedio de asambleas generales 

3. Cuantas rnadres estan participando en las sesiones educativas? 

4. Tiene listado de participantes en las sesiones educativas? 

Una sola lista 
Por sectores 

5. EsU rnanejando las guias metodolbgicas? 

6. Mencione 10s pasos claves de las guias rnetodoldgicas: 

Partiendo de 10s conocimientos y prhcticas 
Haciendo preguntas de reflexidn 
Evidenciar las actitudes y prhcticas de las participantes 

7. Con quien planifica su sesidn educativa? 



Con el tecnico en salud 
Con coordinador de promotores 
Con 10s extensionistas del Proyecto PASS 
Comite local de salud 

8. Donde realiza las sesiones educativas? 

En la casa del promotor 
En un aula de la escuela 
En el salon comuna! 
En la casa de salud 
Otros 

9. Con que tipo de material de apoyo cuenta? 

Rotafolios 
Dibujos 
Fotocopias de documentos 
Recursos educativos hechos por el misrno promotor 
Nada 



IRA 

NIVEL: GRUPO FAMILIAR 
Nombre de quien Hena el instrumento y nivel: 

Nombre del supervisado: 

Comunidad: Sector: Fecha entrevista 

Indicaciones: El entrevistador debe chequear las opciones que responda el entrevistado. 

PREGUNTAS DE CONOCIMIENTO 

1. A quien acude cuando su niiio tiene tos o catarro, o problemas para respirar? 

Curandero 
Promotor 
Centro o Puesto de salud Otros 

2. Cuando esta grave un niiio que se ha enfermado de tos y catarro? 

Dificultad para respirar 
Fiebre 
Tos 

Dificultad ~ a r a  beber n 
Dificultad bara comer 
No sabe 

3. Se ha enfermado alguno de sus niAos menores de 5 atios durante las ultimas dos 
sernanas? 

Si la respuesta es NO pase a la pregunta 5 

4. Que le dio para tratar la enfermedad? 

Remedios caseros 
Mas liquidos 

Doy de comer 
Bajo la calentura 

5. Sabe usted que es una respiracibn rapids? 

Cuando el niAo respira como cansado 
Cuando el niiio respira como perrito 

6. Que es un tiraje a1 respirar? 

Cuando a1 niAo no le alcanza el aire 
Cuando se le ven las costillas al respirar 

7. Qu4 le explicd el promotor sobre lo que tiene que hacer en la casa cuando un nifio 
tiene problernas de tos y catarro? 

Alimentacidn: mantener alimentacion Tos: remedios caseros 
Liquidos: aurnento de liquidos Nariz: limpiarla si se requiere 

No sabe 



INSTRUMENTOS DE SESIONES EDUCATIVAS 

NIVEL: PROMOTOR 
Nombre del entrevistador y nivel: 

Nombre del supervisado: 

Comunidad: Sector: Fecha entrevista 

Indicaciones: El entrevistador debe chequear las opciones que responda el entrevistado. 

PREGUNTAS SOBRE REALIZACION DE SESIONES EDUCATIVAS 

1. Cada cuanto irnparte sesiones educativas? 

Cada semana 
Cada mes El Cada 15 dias 

2. Corno logra reunir a las rnadres participantes para que participen 

Aviso del cornite Por sector 
Asambleas No sabe 
Ya saben 

3. Cuantas madres estan participando en las sesiones educativas 

4. Tiene una lista de participation en las sesiones educativas 

Por sector 
Una sola lista 
No tiene 

5. Esta rnanejando las guias rnetodolbgicas 



6. Mencione 10s pasos claves de la guia metodolbgica. 

Partiendo de 10s conocimiento s y practicas 
Hace preguntas de reflexion 
Se evidencian las actitudes y prdcticas de 10s participantes 

7. Como planifica su sesion educativa y con quien: 

Coordinador de promotores . Personal de PASS 
Tecnico salud 

8. Donde realizan las sesiones educativas 

Escuela 
Casa promotor 

9. Cuentan con material de apoyo 

Rotafolios 
Dibujos 

La Herrnita 
otro 

Nada n 
Recursos educativos hechos 
por el mismo promotor 



CUDDADO MATERNO 

NEVEL: PROMOTOR RURAL DE SALUD 

Nombre de quien llena el instrumento: 

Nombre del supervisado: 

Sector: 

Fecha en que se Hen6 el instnunento: 

INDICACIONES: El entrevistado debe responder ias opciones de las preguntas para poder 
chequear la casilla dei "si", si responde incorrectamente o no contesta marque la casilla 
''no". 

* Preguntas: 

1. Cuales son 10s signos de un embarazo de alto riesgo? 

a) Es menor de 15 aiios de edad 

b) Es mayor de 35 aiios 

c) Estado nutricional (desnutrida) 

d) Es multipara (mas de 4 hijos) 

e) Problemas obsdtricos anteriores 

f) Hinchaz6n en las piernas 

g) Hemorragias 

h) Desmayos o fatiga 

i) Dolor de cabeza 

j) No aumenta el peso 

2. Cual es la vacuna que se aplica a las embarazadas? 
Toxoide tethico 



3. Porque deben asistir las comadronas a1 control prenatal? 
a) Para cuidar el desarrollo del embarazo 

b) Identificar problemas en el embarazo y emergencias 

4. Cuantas visitas de control prenatal debe tener una embarazada? 

a) Por lo menos una 



NTVEL: PROMOTOR RURAL DE SALUD 

Nombre de quien llena el instrumento y nivel: 

Nombre del supervisado: 

Distrito de Salud Fecha de entrevista: 

[ndicaciones: El entrevistado debe de responder a las opciones de cada pregunta correctamente para poder 
marcar la casilla de "si", si responde incorrectamente o no contesta, marque la casilla de "no". 

Pregunta dirigidos al coordinador de promotores, promotores de salud, comadronas. 

PREGUNTAS SOBRE CARACTERISTICAS GENERALES DE LA h.lW.JER EMBARAZADA, LA W R E  
LACTAVTE Y EL NIiiO MENOR DE UN AiiO. 

' 1. Cuales son las caractensticas generales de la mujer embarazada: 

a) Cambios en su cuerpo 

b) cambios en el apetito 

C) empieza a pesar mas 

A. De la mujer que da de mamar 

a) produce leche para su niiio 

b) toma muchos liquidos 

B. Cuales son 10s factores de riesgo Nutritional: 

a) Que durante la lactancia la madre 
no se alimente bien 

b) Durante el primer luio de vida del 
nifio tenga bajo peso o que sea premature 



1 

CONOCIMIENTOS SOBRE LACTANCIA MATERNA 

1. A las cuantas horas de nacido se le debe dar pecho a un niiIo 

a) (as primeras 8 horas -- 
2. A 10s cuantos meses de edad se le debe manter a un nifio solo con leche de la madre, sin dark otro tipo de 

comida: . 
a) h a m  10s 6 meses -- 

3. A 10s cuantos meses de edad se le puede empezar a dar otros alimentos a1 nifio. 
A partir de 10s 6 meses -- 

4. Cuales son 10s alimentos que se le pueden empezar a dar 
a) papillas 
b) Iugos de mita 
c) Sopas 
d) frijoles molidos 

5. Cuando a1 nifio le empiezan a dar ouos alimentos, le siguen dando leche de la madre: 



i\SUTRICION 
3IONITOREO DE CRECIMIENTO 

NnlEL: PROMOTOR RURAL DE SALUD 

Nombre de quien llena el instrumento y nivel: 

Nombre del supervisado: 

Distrito de Salud Fecha de entrevista: 

Indicaciones: El entrevistado debe de responder a las opciones de cada pregunta correctamente para poder 
marcar la casilla de "si", si responde incomectamente o no contesta, marque la casilla de "no". 

1. Como hace usted para saber el desarrollo normal de un nifio 

A traves del monitoreo de crecimiento 

NO SABE 

2. Diga como hace para pesar y medir correctarnente a un niiio: 

a) le quita 10s zapatos y la mayor parte de ropa 
antes de pesarlo. 

b) revisa si la pesa 
esta calibrada 

C) coloca a1 niiio en 
forma recta para medirlo 

NO SABE 

3. Que hace usted cuando un n2io que se mantiene en el mismo peso o baja de peso: 

a) Recomendar a la madre dar 
solo lactancia materna si es menor de 6 meses 

b) Identifica si two un cuadro de diarrea, infecci6n 
respiratoria u otro. . 
c) lo visita seguido para dar consejerla 

d) aumentar el n h e r o  de veces 
la lactancia si es menor de 
seis meses 

NO SABE 



FECHA DE INICIO DE CADA INTERVENCI6N 
EN CADA DISTRITO 

Purulhd 

DISTRITO 

Coatdn 

Zacualpa 

PA1 CED NUTR . I N F  SALUD 
MAT. 





Pro yecto PASS/CARE 

TALLER DE RESULTADOS - EVALUACION FINAL 

Martes, 10 de septiembre de 1.996 

09:OO Bienvenida y Presentaciones 

09:15 Prop6sitos y Metodologia de la Evaluacih 

09:45 Resultados de la Encuesta Final - Indicadores Claves 

10:30 Receso 

1 0:45 Hallazgos y Conclusiones Preliminares 

12:15 A lmuerzo 

13:30 Elaboracibn de Recomendaciones: 

Grupo A - Para 10s Distritos del Proyecto 

Grupo B - Para nuevos proyectos del MSP y CARE 

14:30 Receso 

14:45 Informes y Discusibn 

16:OO Palabras Finales 



INSTRUCTIVOS PARA LOS GRUPOS DE TRABAJO 

Seleccionar a un(a) facilitador(a) y un(a) relator(a) para cada grupo de 
trabajo. 

Responder a las preguntas respectivas, tomando en cuenta las 
recomendaciones tentativas del equipo evaluador. 

Anotar sus recomendaciones en papel6grafo o en acetates. 

Grupo A - Recomendaciones para 10s Distritos del Proyecto PASS 

1. Cuales pasos y decisiones deberii tomar la Direccih Distrital de Salud 
para corregir las deficiencias del proyecto y para consolidar 10s logos? 

2. En el tiempo que le queda (hasta diciembre pr6ximo), que acciones debe 
tomar CARE para apoyar a la Direcci6n Distrital de Salud, a las 
coordinadoras a nivel distrital, y a las comunidades participantes? 

Grupo B - Recomendaciones para Nuevos Proyectos del MSP v CARF, 

1. Dentro del marco actual de la reforma del sector salud, cuales son las 
necesidades principales del Distrito de Salud para ejercer eficazmente sus 
funciones? 

2. Dentro del mismo marco de refonna, cuales son las necesidades 
principales de la organizacitrn cornunitaria para velar por la salud familiar 
y cornunal? 

3 .  En cuanto a nuevos proyectos de asistencia a1 sector salud, cual seria el 
papel o rol mas apropiado de una ONG international como CARE en su 
relacirjn a1 Area y Distrito de Salud y la organizaci6n cornunitaria? 



PROYECTO DE APOYO A LOS SERVICIOS DE SALUD 
PASS/CARE 

MORBILIDAD Y MORTALIDAD DE NIiiOS < 3AiiOS, 
DE MADRES 15-45 AfiOS 

FORTALECER SERVICIOS DE SUPERVIVENCIA 
INFANTIL 

LECCIONES APRENDIDAS DE MCH Y CHO 

4 AREAS/ DEPARTAMENTOS 
4 DISTRITOS/ MUNICIPIO 

ESTRATEGIAS DE SOSTENIBILIDAD 
* COORDINACI6N INTERINSTITUCIONAL 
* PARTICIPACI6N COMUNITARIA 
* PROGRAMACI6N LOCAL 

INTERVENCIONES 
* INMUNIZACIONES 
* CED Y TRO/ SRO 
* NUTRICION INFANTIL 
* SALUD MATERNA 
* IRA 
* PREVENCION HIVI SIDA 

36 MESES DE DURACI6N 



POBLACI6N CUBIERTA POR PASSKARE 
POR DISTRITO 

Distrito 

Cahab6n 

Purul h i  

Coath  

Zacualpa 

TOTAL 

Poblaci6n 

12,674 

8,561 

4,519 

8,707 

34,461 

Comunidades 

30 

30 

18 

8 

86 

Familias 

2,304 

1,556 

822 

1,583 

6,265 



METODOLOGIA EVALUACIBN 

ENCUESTA BASAL 
OBJETIVOS 
ENCUESTA FINAL 

Indicadores de cada intervenci6n 

REVISEN DOCUMENTAL 

TRABAJO DE CAMP0 (10 DiAS) 
Entrevistas semi-estructuradas 
Visita a unti comunidad por distrito 



OBJETIVOS DE LA EVALUACI6N FINAL 
PROYECTO PASS/ CARE 

Evaluar el impacto, efectividad y sostenibilidad del proyecto 



LOGROS ANTICIPADOS PARA EL / /  F N A L  DEL PLAN DE l6 MESES 

Campaiias de inmunizacion en 102 
comunidades reciben apoyo cada dos meses 
durante todo el periodo. 

- 

Mensajes claves a 2,200 familias 

Mantenimiento de la cadena de frio 

Programacion local de las actividades de 
inmunizacibn en 102 comunidades 

Censo cornunitario en 103 comunidades para el 
30 septiernbre de 1995 

Capacitacion de promotores sobre fa 
prornocibn de campaiias de inmunizaci6n y 
aplicacidn de vacunas @or lo menos una en 
cada comunidad). No hay nheros 
especificados 

-. 
fncrernentos en la cobertura de inmunizaciones 
en 4 distritos de salud. 

LOGROS REALIZADOS 

6 6 7 campaiias de inmunizaciones 
han recibido apoyo en cada disuito, 
cubriendo 103 comunidades. 

31 10 madres con por lo menos una 
sesi6n de IEC (141 % Iogrado): 
Cahab6n: 1327 
San Miguel: 1145 
Zacualpa: 150 
Purulhb: 488 

Se ha llevado a cab0 en 10s 4 distritos 
durante cada campaiia. 

Se ha logrado en 68 comunidades 
(67 % logrado): 
Cahabbn: 30 
San Miguel: 18 
Zacualpa: 10 
Purulhri: 10 

75 censos completados (73 % 
logrado): 
Cahabon: 30 en agosto 1994, no 
actualizados en 1995 
San Miguel: 18 en junio de 1995 
Zacualpa: 2 en julio de 1995 
PurulM: 25 en junio de 1995 

240 promotores con por lo menos 24 
horas de capacitacih 
Cahabbn: 72 
San Miguel: 80 
Zacualpa: 28 
muuM 60 
La cobertura ha aumentado en 10s 4 
distritos seglin 10s datos del MSP 

CARE Gusted, PN 40, SI-GY, Morme de la Evduacidn de Medio Tirmpo, Septicmbrc & 1995. _ 9 - - - .*- e.. 



LOGROS ANTICXPADOS PARA EL FINAL 
DEL PLAN DE 16 MESES 

Capacitacidn de 275 promotores de salud 
programada para hacerse en agosto de 1995: 
-Educacibn nutriciond 
-Monitoreo del crecimiento 
-Seguimiento de niiios con crecimiento inadecuado 
-Alimentacidn durante ablactancia 

Irnplementaci6n de monitorm mensual del 
crecimiento de niilos menores de 3 aiIos en 62 

Mensajes claves para 2,200 familias 
-Demostracidn de preparacidn de alirnentos 
-AbIactancia 
-Cuidados nuuiciooales a nivel del hogar para 
niws con crecimiento inadecuado 

Monitoreo y evaluaci6n 
-tmplementacibn apmpiada del monitorco &l 
crecimiento 
-Seguimiento a madres de nifios con crecimiento 
inadecuado 
-Pricticas de ablactancia 
-Us0 de alimentos locales a nivel &I hogar 

LOGROS REALIZADOS 

119 promotores con por lo menos 16 horas dc 
capacitacidn (43 % logrado): 
San Miguei: 40 
Zacualpa: 26 
P U M :  53 
CahaMn: nin- 

10 cornunidades en PurulM han comenzado control 
del crecimiento rnensual (16 % logrado) 

265 personas con por lo menos una sesidn dc IEC 
(12 !% logrado): 
Purulha: 145 
San Miguel: 120 

Extensioniscis han iniciado esras actividades en 
l=uruu 



Cuadro 2.5: IRA/IIUI (Control de la Neumoda) 

LOGROS &VTTCIPADOS POR EL FINAL DEL LOGROS REALIZADOS 
PLAN DE 16 MESES 

Capacitacion de 25 pmmoloms de salud pmgramda pan 56 promotorrs con pot lo menos 16 horas de capac~tacidn en 
sept~cmbre de 199s: Purulhi (184% logado) 

11 -5fancjo estandarirado de casos I 
11 -Irnplernenoci6n y manejo de centros comuniurios pan I 

Sfensajes claves a madm (no se dicron cifas) programado pan 175 personas con por lo menos uru suion dc EC en Pumlhi 
sept~embre a noviernbre de 1995: 
-Prevencidn de neumonia 
-Reconocimiento de signos de ncumonia 

II -Sistema dc referencia I 
II -Mancjo apropiado de casos de neurnonh en el cenM 

comunitario 

Cuadro 2.6: VWSlDA 

/ LOGROS NTICIPADOS PARA EL FINAL DEL I LOGROS REALIZADOS 
PLAN DE 16 MESES 

Encuesta CAP: 
-Disefio dcl cues t io~r io  
-Recoleccidn de dams i n f o m  sobre tl h d i o  de CAPS ati en rrvisi60. 
-Analisis de dams e infonne pr- pur en 
julio de 1995 

Capaciocidn pan pmmotoru de uhd. c o l r ~  
maestros p m g a m d a  pur julio y a m  & 199s 

Sesiona de IEC p a n  O&UW mipMla pur No ss hr irnpiunmtado todad8 
agosto y septiembrc b 1995, y atrr v a  rn 1996 
-cornpornmienma do ricrp 
-prdctius segum 

i 



Cuadro 3.1 
Inmunizaciones 

LOGROS ALCANZADOS 
EVALUACI6N DE MEDIO TIEMPO 

6 6 7 campadas de 
inmunizaciones han recibido 
apoyo en cada distrito 
cubriendo 103 comunidades 

3110 madres con por lo menos 
una sesi6n de IEC (141% 
logrado) 
Cahabdn - 1327 
Purulh6 - 488 
San Miguel - 1146 
Zacualpa - 150 
Mantenimiento de la cadena de 
frio 

Programaci6n local se ha 
logrado en 68 comunidades 

75 (73%) censos completados d 
240 promotores con por lo 
menos 24 horas de capacitaci6n 
Cahabdn - 72 
Purulh6 - 60 
San Miguel - 80 
Zacualpa - 28 
Incrementos en la cobertura de 
inmunizaciones en 4 distritos 
de salud 

LOGROS ALCANZADOS 
EVALUACION FINAL 

De enero a agosto de 1996 han 
habido jornadas de 
inmunizacidn en todos 10s 
distritos as;: 
Cahabcin - 6 
Purulhd - 3 
Coatdn - 4 
Zacualpa - 2 
80% madres capacitadas 

Cahab6n - 1843 
Purulh6 - 1245 
CoatEin - 658 
Zacualpa -1266 

Se ha llevado a cab0 en 10s 4 
distritos durante cada jornada 

Programaci6n local se ha 
logrado en 86 comunidades; 
PRSs han comenzado a vacunar 

Censos completados en 86 
comunidades (no actualizado en 
las de Zacualpa) 

192 promotores capacitados 

Cahabdn - 72 
Purulhd - 57 
Coatdn - 35 
Zacual~a - 28 
La cobertura ha aumentado en 
10s 4 distritos se@n datos de 
PRSs, servicios de salud y 
encuesta final 



Cuadro 3.2 
CED y TRO 

LOGROS ALCANZADOS 
EVALUACION DE MEDIO TIEMPO 

247 promotores con por lo 
menos 16 horas de capacitaci6n 
Cahabdn - 72 
Purulhd - 67 
San Miguel - 80 
Zacual~a - 28 
-- 

20 UCROs implementadas 
Cahab6n - 10 
Purulh6 - 10 
San Miguel - ninguna 

1 Zacualpa - ninguna 
1670 personas con por lo menos 
una sesidn de IEC 
Cahab6n - 1025 
Purulhd - 395 . 
San Miguel - 150 
Zacual~a - 100 
Cahab6n: visitas domiciliaria 
evaluar cambio en CAP madres 

Purulhd: PRSs dan SRO, 
seguimiento casos, manejan 
mocs 

San Miguel : Ninguna actividad 

Zacualpa: Ninguna actividad 

LOGROS ALCANZADOS 
EVALUACION FINAL 

192 promotores capacitados 

Cahabdn - 72 
Purulhd - 57 
Coatdn - 35 . 
Zacualpa - 28 
65 UROCs implementadas 
Cahabdn - 21 
Purulh6 - 19 
Coatdn - 15 
Zacualpa - 10 
709 madres capacitadas 

Cahabdn - 1613 
Pur~lhd - 1089 
Coatdn - 575 
Zacualpa - 1108 
Cahabdn: recorridos comunales 
cada mes o 2 meses 

Purulhd: logros se mantienen 

Coatbn: En 15 comunidades PRS 
dan SRO y registran casos 

Zacualpa: En 10 comunidades 
PRSs dan SRO y registran casos 



Cuadro 3.3 
Nutricidn Infantil 

119 promotores con por lo 
merios 16 horas .de capacitacidn 
(43% logrado) 
Cahabdn - ninguno 
Purulhd - 53 
San Miguel - 40 
Zacualpa - 26 

1 

10 comunidades en Purulhd han 
comenzado control del 
crecimiento mensual 

LOGROS ALCANZADOS 
EVALUACION DE MEDTO TIEMPO 

265 personas con por lo menos 
una sesidn de IEC (12% 
logrado) 
Purulhd - 145 
San Miguel - 120 

II Extensionistas han iniciado actividades de monitoreo v 1 evaluacidn en Purulhd 

LOGROS ALCANZADOS 
EVALUACIdN FINAL 

118 promotores capacitados 

Cahabdn - ninguno 
Purulhd - 57 
Coatdn - 35 
Zacualpa - 26 
25 comunidades con control de 
crecimiento mensual 
Purulh6 - 18 
Zacual~a - 7 
30% madres capacitadas 

Cahabdn - 691 
Purulh6 - 467 
Coat6n - 247 
Zacualpa - 475 
Purulh6 - se han implementado 
actividades de monitoreo en 18 
comunidades 



Cuadro 3.4 
Salud Materna 

LOGROS ALCANZADOS 
EVALUACIQN MEDIO TIEMPO 

236-259 comadronas con por lo 
menos 16 horas de capacitaci6n 
(163-179% logrado) 
Cahabdn - 25 
Purulhd - 41 6 45 (dependiendo 
de la actividad) 
San Miguel - 130 6 135 (no se 
sabe cifra exacta) 
~acualpa - 40 6 45 no se sabe 
cifra exacta 

555 personas con por lo menos 
una sesi6n de IEC (222% 
logrado) 
Cahabdn - 150 
Purulhd - 145 
San Miguel - 260 
Zacualpa - Ninguna actividad 

El monitoreo y evaluaci6n s61o 
est6 implementado en Purulhs 
donde hay sistema de 
informaci4n local: comadrona 
registra nGmero de embarazos y 
D a r t o s  

LOGROS ALCANZADOS 
EVALUACIBN FINAL 

163 comadronas capacitadas 

CahabQn - 25 (1 capacitacidn 
en 1996) 
Purulh6 - 40 
Coatdn - 30 
Zacualpa - 68 una capacitacidn 
despu6s de evaluacidn medio 
tiempo 

? madres capacitadas 

Cahabdn - 
Purulh6 - (>SO% embarazadas) 
CoatEtn - 
Zacualpa - 
(Dificil saber porque 
comadronas dan informaci6n 
individualmente a embarazadas) 

Aplicacidn del TT a nivel 
comunidad en: 
Cahab6n 
PurulhS 
Zacualpa (en 4 comunidades 10s 
PRSs la aplican) 

Purulhd - logros se mantienen 



RAZONES POR FALTA DE EXIT0 EN INDICADORES 

Ninguna intervenci6n (except0 inmunizaciones) en el primer 
aiio del proyecto. Prioridad a CMSs. 

Segundo aiio dedicado a formaci6n y capacitacih de RCS. 

Tercer aiio implementacih de intervenciones en forma 
secuencial. Algunas intervenciones reducidas o eliminadas . 

Otras explicaciones especificas a algunos indicadores . 



Cuadro 4.1 
Factores que Afectaron el Avance y Logros del Proyecto 

en Cahabdn, Alta Verapaz 

FACILITADORES 

* Participacidn inicial de CMS 

* Participacidn y organizaci6n 
comunitaria: algunos Comitgs 
de C6lera se transformaron en 
CLS; comunidades rnenos 
accesibles participaron m6s 

* Experiencia previa con las 
UDRIs 

* Experiencia previa con 
botiquines de medicinas en las 
UDRI s 

* Aceptacidn y apoyo moderado 
del MSP 

LIMITANTES 

* Dificil acceso a las 
comunidades (extensionistas) 

* Inicialmente ambiente hostil 
en 10s servicios de salud; el 
TSR no particip6, obstaculiz6 
creando divisiones entre PRSs 
"antiguos" y PRSs de PASS/CARE 



Cuadro 4.2 
Factores que Afectaron el Avance y Logros del Proyecto 

en Purulh6, Baja Verapaz 

FACILITADORES 

* Participacien y organizacibn 
comunitaria 

11 * Alto grado de aceptacidn y 

II apoyo del MSP; apropiacidn de la metodologia del proyecto y I logros por el JdeD y personal 
* Extensionistas habian 
trabajado antes en CHO con 
experiencia en monitoreo de 
crecimiento y comprensi6n de 
necesidad de coordinar con MSP 

II * Buena supervisi6n y apoyo 
del nivel gerencial 

* Caracteristicas de la 
asistente de campo: habla 
idioma local; proactiva en 
buscar retroalimentaci6n 

LIMITANTES 

* Pocas ONGs sin experiencia 
en coordinar; s61o coordinaron 
con MSP 



Cuadro 4.3 
Factores que Afectaron el Avance y Logros del Proyecto 

en San Sebasti6n Coatdn, Huehuetenango 

FACILITADORES 

* Organizaci6n y participacidn 
comunitaria incipiente 

* Aceptaci6n y apoyo por el 
Auxiliar de Enf. de la 
localidad en un Puesto de 
Salud (San Josg) ; apoyo de un 
TSR 

* Inaccesibilidad (distancias 
grandes y caminos muy malos 
especialmente durante estaci6n 
lluviosa) 

* Violencia y conflicto en el 
pasado reciente (las personas 
son desconfiadas) 

* Divisionismo en las 
comunidades por motivos 
religiosos y otros 

* Emigracidn principalmente a 
10s EE.UU. 

* Falta de aceptacidn y apoyo 
del MSP; cambio de sitio de 
trabajo (de San Miguel Acat6n 
a San Sebasti6n Coatdn y luego 
a San Jos6/ PN/ J) 

* Mala comunicacidn inicial 
creando falsas expectativas en 
diferentes actores 

* Falta de conocimiientos y 
experiencia en esta 6rea 
geogrdfica y socio-cultural 

* Insuficiente personal PASS 

* Cambios en el personal PASS 
y reorganizaci6n constante 

* Falta de supervisidn del 
nivel gerencial hasta las 
comunidades mismas 

* Caracteristicas del 
personal: ninguno habla idioma 
local; sentimiento de estar 
solos y ser considerados menos 
importantes que el personal de 
otras 6reas; comparaciones con 
otras 6reas 



Cuadro 4.4 
Factores que Afectaron el Avance y Logros del Proyecto 

en Zacualpa, Quiche 

11 FACILITADORES 
11 * Participacicjn comunitaria se 

II ha iniciaho en algunas cornunidades 

11 * El actual JdeD da apoyo a1 
proyecto 

* Los extensionistas actuales 
hablan el idioma local 

LIMITANTES 

* MigraciBn interna estacional 
a la Costa Sur; emigracicjn a 
10s EE.W. 

* Efectos de la violencia y 
conflict0 del pasado reciente 
(las personas no quieren 
trabajar con instituciones; 
mala experiencia con calidad 
de atenci6n en el CdeS) 

* Cambio de mgdicos JdeD ( 3  
durante la duraci6n del 
proyecto) 

* Baja aceptacidn y apoyo de 
10s sewicios de salud 

* Cambios en el personal de 
PASS 



CALIDAD DE LA ATENCI6N 

NOTA DE PRECAUCI6N: muchos elernentos, dificil de evaluar en una visita 

INMUNIZACIONES - Buena calidad: cadena de frio, termos en la cornunidad, 
CLS involucrado, no se han reportado problemas. 

CED/ SROI UROCs - Aunque limitadas, las SRO estin accesibles, rnis de la 
mitad de comunidades con UROCs, las madres conocen SRO aunque no 
necesariamente las usan, conocen ingredientes del suero casero, per0 no la receta 
exacta. 

NUTRICI6N - en Purulhi y Zacualpa madres llevan a 10s niiios a pesar, inter& 
en conocer estado de nifio, comprenden y explican razones cuando peso sube o 
baja, per0 no pueden "leer" la grrifica 

SALUD MATERNA - las pocas cornadronas entrevistadas mencionaron sefia1es 
de peligro durante parto (posici6n transversa y parto prolongado), recibieron y 
les gustaron materiales; dificil saber si pricticas han cambiado. Situaci6n 
especial en Alta Verapaz, donde hace falta identificar oportunidades. 

IRA - s610 el personal del MSP f ie  capacitado, no a nivel de comunidades, 
intervencidn ligada a botiquines. Preguntas hechas sobre medicinas en- 10s 
botiquines visitados en Alta Verapaz heron respondidas correctamente. 

COMUNICACION DE MENSAJES CLAVES - falta mejorar, PRSs no tienen 
a mano Guia Metodoldgicas ni es claro que siempre usen esa metodologia 
participativa sino cornunicaci6n en una via y en una misma sesi6n educativa 
mezcla de numerosos mensajes. 



FUENTES DE TENSI6N CON MSP 

Obsewadores (bien pagados) no llamados ni deseados 

Programaci6n responde a prioridades no es f6cil modificarla 

Conflictos entre promotores antiguos y nuevos 

Proyecto participativo que ya tiene objetivos y planes 
definidos; de apoyo per0 que pide apoyo 

Acuerdos con JdeA, per0 no discutidos con distritos, nivel 
donde se ejecutan 



APOYO DEL MSP 

* Espacio fisico en 10s sewicios de salud 

* Facilitadores y traductores para las capacitaciones 

* Vacunas y sobres de SRO 

* Participacibn directa de su personal 



APOYO DE PASS/ CARE 

* Financier0 

* Recursos humanos 

* Capacitaciones 

* Materiales 



LECCIONES APRENDIDAS 1 

1. Intervenciones especificas 

* Inmunizaciones quizis mis ficil; aceptada con personal 
comunitario 

* Demis intervenciones mejor aceptadas con personal 
comunitario 

* Provisi6n de sewicios bisicos a nivel cornunitaria mejor 
aceptada en comunidades alejadas; ahorran tiempo, esfuerzo 
y dinero 



LECCIONES APRENDIDAS 2 

2. Sostenibilidad 

* Participacidn cornunitaria es critica - concept0 y 
operacionalizacion de RCS buena estrategia 

* CMS es dificil por muchas razones; percepci6n de proyecto 
"sectorial" ; quizis demasiado tiempo gastado en lograrlas 

* Coordinacidn con el MSP es critica, per0 dificil por 
muchas razones 

* Cambios de autoridades, personal del proyecto y personal 
del MSP afectan tiempos y progreso de un proyecto - 

* Proyecto en lreas diversas (geogrlfica y socio- 
culturalmente) requieren flexibilidad en muchos aspectos. 



LECCIONES APRENDIDAS 3 

3. Presupuesto 

* Adecuado para proyecto de asistencia tknica y no de 
ejecucidn directa por CARE 

* Hubo reduccidn de costos a1 compartir capacitacidn 



EFECTOS POSITIVOS NO ANTICIPADOS 

Capacitacidn descentralizada 

Costos de capacitaciones compartidos (recursos humanos y 
materiales) 

Colaboradoras de PRSs 

Coordinador(a) de PRSs 

Junta Central 
promotores: Juntas directivas de PRSs , 
Medicamentos 

Inforrnacidn recolectada a nivel local 

Vacunaci6n a nivel local 

Recuperaci6n de costos a nivel local 

Capacitaci6n a CLS en letrinizacion y otros aspectos de 
saneamiento 

InterCs en el modelo de atenci6n por un finquero 



EFECTOS NEGATIVOS NO ANTICIPADOS 

* Conflictos entre promotores antiguos y promotores PASS 

* Demandas de diferentes agencias/ organizaciones 
internacionales 

* Conflictos con ONGs 

* Muy pocas mujeres en el proyecto (algunas en Pumlhi) 



Sostenibilidad del Proyecto 
(documentos, entrevistas) 

Comunidad 

- Fortalecimiento de 12s redes de cooperacidn comunitaria en apoyo 
a intervenciones locales de interes 

- Ubicaci6n estrat6gica de corrdinador de PRSs en zona geogrdfica 
en apoyo y seguimiento a las actividades de PRS 

- Manejo adecuado del fondo revolvente y abastecimiento del 
botiquin comunitario 

- Pago simb6lico a PRS por vacunaci6n, control de crecimiento y 
atenci6n de morbilidad a trav6s de usuarios de servicios 

- Actividades comunitarias internas para captaci6n de fondos de 
apoyo a1 CLS 

- Legalizaci6n y reconocimiento de las instancias locales para el 
desarrollo de sus actividades 

- Definicidn de plan de trabajo comunitario elaborado a nivel local 
- Existencia de recurso humano voluntario capacitado y 
participando; deseo de continuar 

- CLS gestionar6 y/o gerenciar6 recursos de apoyo a1 proceso 

- Comunidad apoyando a1 recurso humano del MSP d6ndole alimentacidn 
y combustible para su mobilizaci6n 

2. ONGs 

- M6dicos del Mundo dar6n asistencia tecnica a PRSs en Cahab6n 
(1997) 

3. MSP y OGs 

- MSP apoyard con vacunas y SRO 

- MSP dard seguimiento con base en ir.5;:-~acibn mensual comunitaria 

- Acuerdos entre MSP y comunidad cars sostener intervenciones 
locales de mutuo inter& 

- MSP dard asistencia tecnica a PRSs y CATS y mantener enlace con 
10s coordinadores 

- MSP designar5 rniembiro de personal por sector, responsable de 
seguimiento (Purulh6) 

- INACOP dard seguimiento a Junta Central de Medicamentos y 



bot iquines (Cahabdn) 





I OBJETIVOS AL FINAL DEL PROYECTO 

I 1. Cada comunidad participando en el proyeclo 

I lendrd una organizacibn capaz de apoyar 
intervenciones de sobrevivencia infantil y otros 
proyectos de desarrollo. 

2. Cada promolor de Salud, activo lendrh un botiquin 
comunilario con un fondo rotalivo bajo su 
responsabilidad, para generar fondos para apoyar su 

3. Cuatro personas del equipo distrital del MSP 
tendrdn mejores habilidades para la administration y 
supervisibn de un sistema de promotores de salud en 
el Area del proyeclo. 
4. Diez ONGs locales tendrh mejoras en su 
capacidad instilucional para planificacibn, 
Implernenlacibn, monitoreo y evaluacibn de las 
intervenciones de sobrevivencia infantil. 

PASOS DADOS HASTA LA FECHA 

1. Elaboracibn de diagnbsticos participalivos 
comunitarios. 

Capacitacibn de voluntarios voluntarios CAT y PRS. 
Formacion y capacitacibn de comites locales de 

salud. 
Aprovechamienlo de organizacibn interna y 

experiencias previas comunitarias (comites, UDRls, 
PRS). 

Apertura del canal de comunicacibn, comunidad y 
servicios de salud del MSP. 

Crear conciencia de sostenibilidad a nivel 
comunitario, con inicio de la misma. 

lnicio de elaboracibn de planes comunilarios 
enfocados a soslenibilidad local. 

Identicacibn de lineas de intervencibn prioritarias 
de atencibn desde el nivel comunitario para la 
sostenibilidad. 

2. PRS han iniciado vacunacion a nivel de su 
comunidad. 

lmplementaron de UROClcasas minimas de salud 
(65) y botiquines comunilarios (13). 

ConformacMn de comile centralljunta central de 
medicamentos como punto de apoyo a la estructura de 
sostenibilidad. 

Creacibn de las figuras de coordinador de PRS y 
colaboradores de PRS. 

Control de crecimiento (con graficas) por personal 
voluntario a nivel comunidad. 

Participacibn de madres a realizar actividades 
especificas como charlas, vacunacibn, control de 
crecimiento y desarrollo 

3. Capacitacibn de recursos humanos del MSP Y OGs. 
contar con apoyo parcial del MSP para el proyecto. 

4. Conformacibn de CMSIUTM. 
Limitados inlentos de coordinacion con ONG, no 

satisfaclorios. 

PASOS PENDIENTES DEL PROYECTO 

1. ldentificacibn de mecanismos allernalivos de sostenibilidad a ser 
propuestos a nivel comunitario. 

Aprovechamiento de la consultoria sobre soslenibilidad hecha para 
PASS, con el mismo prophito. 

2. Fortalecer conocimientos de PRS y coordinador de PRS, con 
mayor enfasis a las lineas de intervencibn priorizadas por la 
comunidad; proveer material recordatorio. 

Proveer de botiquines a las comunidades PASS, prinicpalmente a 
aquellos que ya cuentan con el aporte local. 

Proveer texto de consulta para coordinador de PRS sobre 
medicamenlos. 

Capacitar a coordinador y PRS sobre uso de recursos con que 
cuenta el botiquin comunitario. 

Capacitar at comitb y PRS sobre aspectos administrativos y 
financieros para manejo del botiquin y el fondo revolvente. 

Definir y montar la estructura gerencial para el control y 
abastecimiento de medicamenlos de 10s botiquines comunitarios. 

Completar equipo a PRS y CAT que atin no cuentan con el. 
3. Establecer mecanismos claros, consensuados, orecisos v faclibles 
para efecluar la transferencia del proyecto hacia ~a'res~onsabilidad del 
MSP. 

Sisternatizar el SIC, de forma simplificada para hacerlo sostenible 
4. Acuerdo con una ONG (Cahabh) 



RECOMENDACIONES 

A corto plazo  (hasta diciembre de 1996) 

CARE 

* Capacitacidn a 10s PRSs que faltan; materiales, botiquines, 
carnet 

* Capacitaci6n y materiales a comadronas que faltan 

* Enviar un listado de todo el personal voluntario ca~acitado a 
nivel superior del MSP para su geconocimiento oficialby para su 
seguimiento por personal apropiado 

* Completar planes de sostenibilidad con comunidades de 4 distritos 
* Terminar de definir estructura de abastecimiento y distribucidn 
de medicamentos para botiquines 

* Transferencia de actividades y materiales del proyecto a1 MSP 

MSP 

* Identificar persona para dar seguimiento a actividades del 
proyecto 



RECOMENDACIONES 

A largo plazo 

CARE 

* Proyectos con dos elementos criticos: participacidn comunitaria 
y coordinacidn con el MSP 

* Definir precisamente criterios de selecci6n de comunidades 

* Sensibilidad en relaciones con el MSP 

* Buscar coordinacidn con otras instituciones, per0 no gastar tanto 
tiempo en ella; coordinar dentro de sector especlfico 

* Fortalecer estrategia de IEC 

* Identificar e implementar estrategias para participacidn de 
muj eres 

* Que nuevos proyectos trabajen en comunidades de PASS/CARE para 
dar seguimiento 

* Fortalecer proceso de induccidn de todo nuevo personal 

* Monitoreo y evaluaci6n de la calidad de la atenci6n 

MSP 

* Acuerdos entre MSP y comunidades para sostener intervenciones de 
mutuo inter& 

* Discutir con comunidades distintas opciones para financiar y 
manejar intervenciones 

* Mantener seguimiento capacitante 3 ccmadronas y PRSs y cornit& 
* Monitoreo y evaluacidn de la caliiad de la atencidn 





Cuadro de lnformacion mensual por comunidad 
del Area de Rivac6 

Extensionista Perlodo del al 

# madres que particip. en sesiones educ. de PA1 
# nifios participantes en el PAI: 

DPT Ira. 

2da. 

3ra. 

Polio Ira. 

2da. 

3ra. 

BCG (unica) 

Sarampibn (unica) 

Embarazadas con lT 
1 ra 

2da. 

NUTRlClON 

# nifios en monitoreo de crecimiento 

# n~fios que aumentaron peso 

# madres que particip. en sesiones educ. slnutricibn 

# madres que recibieron consejeria individualiada 

D I A R R W R O  

# UROC funcionando 

# madres participando en sesiones educ. sldiarrea 

# Casos atendidos en la UROC 

# casos referidas 

IRA 

# Centros de IRA funcionando 
- _ _ _ _ _ _ I - -  

# Casos atendidos 

# Casos referidos 

# madres que han asistido a sesiones educ. dlRA 

CUIDADO MATERNO 

# cornadronas adivas 

# madres que asistieron a ctrl. prenatal 

# partos atendidos por comadronas capadtadas 
I 

- 

I 
'=L I 
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CEOULA DE VECINDAD: Reg. B - 2  QROEN 19456 
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- Maeetro de Educaci6n Primaria Urbana 
I n e t i t u t o  Normal para Varvnus "Antonio Larrazdbal" 
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Facultad do C i s n c i a a  H B d i ~ a 8 ,  Univerdidad de San Carlos de 
Guatemala, 1982. - Curso de salua mblica B&sica con Bnfasis  en Adminiotra - 
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Quirigub, Lo8 A m a t e r ,  Zzubel. Mayo 1985 
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Qulrigud, L o 8  Arnateo Uabal ,  septiembre 1985. - Taller: "Metodologia para l a  inues tigacidn Epiderniol6gica 
Operational y C l i n i c a ,  con ejemplos en el area Perinatal  
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no O,P.S., O . M , S . . -  
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- Serninario Taller rubre l a  Aplicacidn del Modelo do Inver- 
t igacibn . 
M i n i a t o r l o  de Sslud mblica y Aaistencia Social, DGSS, DF- 
vis i6n de Recursos K ~ n a a o s ,  O.P.S., PASCAP- 

- Satinaria Nacional aobre la Convsncidn International de 
Lo* Derechos d e l  Nitlo. 
UNXCBF, C6PSANI. 
Panajachol, novismBre d m  1989.  

= I Seminario ICOMOS- Guatemala, "Problemdtfca del Patrimo- 
n l o  Cultural  y el Dessrrollo d e l  Tur i smo .  
ICOMOS GuaLemala, Antigua Guatemala, marzo 1991. - Pougrado en Gesti6n de Salud HSP y AS, OPS, I N A P ,  Guate- 
mala junio  de 1995. 
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EXECUTIVE SUMMARY 

CXRE Guatemala initiated its second USAID-funded Child Survival project (CS-IX) in October 
1993. The project, known by its Spanish acronym PASS, is located in the departments of Alta 
Verapaz, Baja Verapaz, El Quiche and Huehuetenango which together comprise the North and 
Northwest Health Regions of the country. CARE, in conjunction with the Ministry of Health, 
seleked one Health District within each department in which to implement PASS activities. The 
original districts were Cahabon, Rabinal, Zacualpa and San Miguei Acath, respectively. 
Subsequent to the preparation of the detailed implementation plan (DIP), Rabinal was replaced by 
the Purulha health district and in San Miguel Acath the project concentrated activities in the 
municipality of San Sebastiin Coatan. The project eventually reached a direct population of 
34,000 people residing in 84 rural communities. 

The final survey was undertaken in July 1996, approximately two and one half years after the 
baseline survey was conducted. A total of 313 women, with children under two years of age, 
were interviewed to determine endsf-project levels of knowledge, practices and coverage (KPC) 
related to health care and services. The primary purpose of the final survey was to compare end- 
of-project levels of KPC with those found during the baseline and to use these results as part of 
the final evaluation process. 

A standardized questionnaire and swvey methodology was based on a generic format developed 
specificaily for USAID-hnded child survival projects by The Johns Hopkins University, School of / 
Hygiene and Public Health, PVO Child Survival Support Program. A major difference between 1 
the final and baseiie survey methodologies in the present project was that for the basehe a 30- p' @? 
cluster sample design was used in each of the four districts, with a totd of 830 interviews. Due to ,$ 
a scarcity of resources and the dispersed nature of the project districts, the final survey was rj 
limited to a sampling design based on 45 dusters for the project area as a whole. While these 
sampling flames are adequate for making project-wide comparisons, the design of the final survey 
does not allow for district-level analysis as was originally intended. 

The analysis of survey results included a pre and post comparison of 16 key indicators that were 
developed and standardized for USAZD fbnded child survival projects. Chi-square and p-value 
tests were done to determine the significance of differences between the baseline and final levels 
of KPC. Changes in seven of the 16 indicators were found to be statistically significant, all with a 
p-value of c0.01. All four indicators relating to child immunizations improved considerably 
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1 INTRODUCTION 

1 Background. 

Child survival initiatives are based on the availability of low cost technologies which have proven to be 
highly effective in reducing infant and child mortality in Third World settings and eIsewhere. Many 
governments have established national policies and successfbily implemented child survival programs, 
with support from international agencies. However, one of the persistent problems co&onting these 
initiatives is the inadequacy of relevant and reliable information with which results can be measured and 
evaluated. Similarly, many government agencies and non-governmental organizations (NGOs), 
particuiariy at decentralized levels, do not have personnel adequately trained to obtain, analyze and 
utilize epidemiological data for making management decisions, monitoring and adjusting program 
interventions, documenting progress, designing projects and ju-g financial investments. 

Fortunately, new and relatively simple methodologies have been developed by the Worid Health 
Organization (WHO), academic institutions such as The Johns Hopkins University, School of Hygiene 
and Public Health, and the US. Centers for Disease Control and Prevention (CDC). One of these 
methodologies is a rapid epidemiological survey developed to obtain data on health knowledge, 
practices and coverage (KPC) by interviewing women with young children in their homes. The generic 
survey employs a 30-cluster sampling method and the data is processed on a microcomputer using Epi 
Info statistical software. The technology is low cost and easily replicated with minimum limitations. 

CARE Guatemala initiated its second USAID-funded Child Survival project (CS-IX) in October 1993. 
The project, known by its Spanish acronym PASS, is located in the departments of Alta Verapaz, Baja 
Verapaz, El Quiche and H u e h u ~ g o  which together comprise the North and Northwest Health 
Regions of the country. These fbur departments were chosen for a number of reasons.  he are 
among the areas of greatest need in the country and are considered a high priority by the Ministry of 
Health (MOH). The criteria of need included: highly rural and indigenous populations; conditions of 
severe poverty; low rates of Iiteracy (especially among women); high infant and maternal mortality 
rates; and dif5cult geographic and c u h a l  barriers that limit accessibility to health services, including 
low coverage of maternal and child health senrices. There was also expressed interest by district 
government officials and MOH personnel in working collaboratively with CARE, community interest 
in participating in preventive health care activities, and the presence of several local organizations with 
which the project expected to collaborate. 
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February. The formal report of baseline hdigs ,  as well as the formulation of the DIP, reflected the 
results obtained in these original districts. In October-November of 1994, due to the change in target 
health districts, another 30-cluster sample survey was undertaken in the Puruiha municipality. A new 
set of baseline data was subsequently processed and reported in July 1995. The records from Rabinal 
and San Miguei Acatin municipalities were deleted fiom the original data base and the new data from 
Purulha was added to that of Cahabon, Zacualpa and San Sebastiin. 

In the present report, the results of the final KPC survey are compared to this revised baseline data set. 
Uniormnately, project stafFdid not r e i w  and adjust project objectives based on the revised baseline %.c 
indicators. Therefore, most comparisons of accomplishments to planned objectives (presented in the 
DP) are irrelevant for the final evaluation. In addition, the achievement of planned objectives by 
district cannot be determined because the h a l  survey design did not provide adequate samples at the \\ 

district level, only for the project area (four districts) as a whole. 

The activities related to the £inai KPC survey were carried out during the third quarter of 1996. 

Julv : 04- 13 Planning and design- 
* Review of the survey instrument; 

Compilation of population a 
Design of sampling me tho do lo^; 
Development of the training plan. 

15-16 Training of supervisors and interviewers (in Guatemala) 
17 Materials and logistics preparation 
18 Field practice and language adaptation (in each district) 
19-25 Data coitection in four districts. 
26-> Data entry and processing. 

Aurmst <-05 Data processing (continued)- 
* Production of frequencies and indicators. 

06-09 Analysis of results - 
Preparation of tables and graphics. 

17-20 Results workshop, preparation and realitation. 

Se~ternber : Preparation of study report. 
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According to the standardiied guidelines prepared by the Child Survival Support Program, an adequate 
sample size was calculated the following formula: n = ?(pq)/d2, where n = sample size, z = degree of 
codidence (or statistical certainty) chosen, p = estimated prevalence or coverage rate, q = 1 - p, and d 
= precision (acceptable error) desired. 

The value of p was determined by the coverage rate that requires the largest sample size (p = 50% or 
0.5). The value d depends on the precision, or margin of enor, desired (in this case, d = I @ ?  or 0.1). 
The statistical certainty was chosen to be 95% (z = 1.96). Given the above values, the necessary 
sample size (n), for a straight random selection, was determined as follows: 

It would take an unreasonable amount of time to identifjl and randomly select each individual fi-om 
within the survey population, repeatedly performing this selection 96 times to obtain a sample of n = 96 
in the four-district project area T i e  can be saved by conducting a 30-duster sample survey by which 
various individuals within each cluster are seiected until the required sample size is reached. However, 
in order to compensate for the bias which enters the survey fiom interviewing persons in clusters, 
rather than randomly selecting each individual, experience has shown that a minimum sample of 210 (7 
per cluster) should be used given the values of p, d and z noted above.' In general, when using a 30- 
cluster sample methodology, the size of the sample used should be approximately double the value n, 
when the value of n = (z x z)(pq)/(d x d). 

For the baseline survey, a sample size of 240 (8 per cluster) was selected for each district so as to 
ensure that the sub-samples would be of sufficient size (a minimum of 210 interviews) to obtain usell 
information. For the final w e y ,  the decision was made to expand the number of clusters to 45 to 
compensate for the high degree of dispersion and internal variances presented by the target 
populations. Thus, the selected sample size was 3 15 (7 households per cluster). 

The estimates of confidence Limits fbr the results of the survey were calculated usiig the following 
formula: 95% confidence limit - p * z d(pq/n), where p = proportion found in the population from 
survey; z = statistical certainty chosen (if95% certainty was chosen, then z = 1.96); q = 1 - p; and n = 
sample size. 

Example: The proportion of children under two years who were breastfed within the first eight hours 
after birth was reported in the find suwey to be 71.394, with n = 308. Therefon: 
95% confidence limit = .71* 1.96 4 ((.71 x 29)nOS)  = .71 i .05 (or 66% < > 76%). 

Henderson, RH and Sundaresan, T. Cluster Sampling 
Immunization Coverage: A Review of Experience with a Simplified Sampling 
Method. Bulletin of the World Health Organization 1982; 60:253-260. 
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of formal education while supervisors had a minimum of nine years. The final selection was based on 
individual interviews of the candidates by project and MOH district personnel. 

All participants -interviewers, supervisors and district coordinators- attended two days of training in 
Guatemala in preparation for the actual data collection. This training was conducted by the study 
coordinator and CARE'S Regional Technical Advisor for Latin America, and was based on a training 
format suggested by the JHU Child Survival Support program3 The training plan includd a review of 
the purpose and substance of the survey .instrument, sampling methodology, interview techniques, 
individual responsibilities, and logistics. Interviewers, supervisors and coordinators then traveled to the 
four project districts and undertook practice interviews and had ample discussions to reach agreement 
on the translation of each question into the local dialects (most of which are not written languages). 
The supervisors and field coordinators had one additional day of training which emphasized 
supervisory functions, sample selection method, and administrative matters. 

2.5 FieId Implementation. 

The survey was conducted over a period of six consecutive days, July 19-24, simultaneously in the four 
health districts. An additional day was taken to review questionnaires for completeness and 
consistency in the field prior to returning to Guatemala City for processing. CARE staff worked 
closely with the MOH and the designated communities to organize the planned activities. The district 
health personnel played a crucial role in informing the communities about the survey and its purpose. 
Community leaders also assisted by informing the residents and requesting that they cooperate filly and 
provide accurate information. 

The supervisors were responsible for determining the 'rection and starting point for each cluster, 
identlfjing and introducing the interviewers to the selected household, monitoring the interviews and 
resolving questions of interpretation, and reviewing each questionnaire at the end of each day. On 
average, each team of two interviewers and one supervisor were responsible for six clusters and 48 
interviews. The interviewers worked separately and each interview took approximately 45 minutes to 
complete. 

The supervisors checked each questionnaire for completeness before the swvey team left the 
community so thaf in the case of missing or contradiaory information, the mother could be visited 
again the same day. The CARE field coordinators provided logistics support to the survey teams, 
resolved problems which were beyond the capacity of the supervisors and maintained a link with the 
CARE study coordinator. The co0rd'~nators also monitored the sampling process, did spot checks of 
10% the interviews and compIeted questionnaires as a means of quality assurance during the survey. 

Survey Trainer's Guide tor PVO Child Survival Project Rapid KPC 
Surveys. JHU School of Hygiene and Public Health, PVO Child Survival Support 
Program, 1995. 
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3.1 Characteristics of Respondents. 

Characteristics of the responding women varied little from the baseline survey. The average age was 
25 years, compared with 27 in the BLS, and illiteracy remains very high at 79.8% (BLS, 76.9%). 
More than half of the women (5 1.4%) reported participating in no income generating activities (BLS, 
57.0%). More than one-third of the women (35.1%) indicated that they worked away firom their home 
(BLS, 27.6%). When the mother leaves home, she most Iikely takes her child with her (54.5% final 
survey, 62.8% BLS). Older siblings (20.6%) and relatives (2 1.3%) also have sipticant wegiving 
responsibilities. 

The average age of the children was also slightly lower in the hl survey (1 1.20 months) than in the 
baseline survey (1 1.99). The women reported having given birth to an average of 4.75 children (BLS, 
4.41), ofwhich 4.23 or 89.1% were still living (BLS, 86.8%). It should be noted, however, that most 
of these women have not completed their child-bearing years. 

3.2 Breastfeeding and Nutrition. 

The uercent of hfhts who were breastfied within the first eight hours after birth increased sidcantly 
from 6 1.2% to 7 1.3% (D < 0.01) during the life of the uroiect ILOP). Infhts breastfed during the first 
hour after birth also increased b m  40.2% to 47.6%. The percent of children under two years of age 
currently breastfeeding at the time of the survey was 9 1 .PA (BLS, 87.9%). 

Only 12.9% of the women said that supplemntary foods should be added to breastfeeding before six 
months of age or didn't know, compared with 17.1% in the baseline survey. However, in practice the - 
percent g e  of' 1 
at 45.5% IBLS. 46.3%1 Mothers reported limited knowledge regarding practices to increase the 
production of breast milk during the h f M s  k t  six months: many did not have a response, 39.4% 
(BLS, 26.4%); others reported fiquent sucking 17.6% (BLS, 27.1 %) and breastfeeding imrnediateiy 
after birth, 15.1% (BLS, 2 1.8Y0). 

The uercent of infhnts between six and ten months (69) who were being &en solid or semi-solid 
foods increased sliphtht. but not significantlv. from 70.1% to 75.7%. Mothers' knowledge of 
appropriate kinds of weaning foods also remained about the same: foods rich in vitamin A, 58.3% 
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infusions and other fluids, 19.2% (BLS, 15.9%); thin grain gruels, 7.2% (BLS, 6.8%); and sugadsalt 
solution, 4.0% (BLS, 6.5%). 

The percent of children treated with medicines and antibiotics for diarrhea remained high at 56.8% 
(BLS, 54.8%). More than half of the mothers, 54.4% (BLS, 58.1%) sought help for the diarrheal 
episode. Of those who sought help, 22.4% (BLS, 32.7%) went to a hospital, health center or private 
doctor, 44.8% (BLS, 22.4%) went to a community health promoter, and 16.4% (BLS, 22.0%) went to 
a pharmacy. 

When all of the mothers were asked what conditions associated with diarrhea would cause them to 
' 

seek help, they gave the following responses: general weakness, 34.3% (BLS, 18.4%); dehydration, 
33.7% (BLS, 25.7%); loss of appetite, 25.3% (BLS, 20.7%); prolonged diarrhq 15.1% (BLS, 
18.3%); fever, 10.9% (BLS, 26.8%); vomiting, 9.6% (BLS, 36.1%); and, blood in the feces, 1.9% 
(BLS, 2.2%). One-fourth of the women, 25.6% (BLS, 19.8%) had no response to the question. 

When all mothers were asked what actions they would take iftheir child had diarrhea, one-lifth, 20.8% 
(BLS, 20.1%) had no response. Specific actions included: giving liquids immediately, 29.4% (BLS, 
30.5%); giving oral rehydration solutions, 27.8% (BLS, 18.3%); taking the child to a hospital or health 
center, 22.0% (BLS, 22.4%); giving foods, less quantity but more frequently, 10.9% (BLS, 9.2%); 
and, siving more liquids than usual, 6.4% (BLS, 9.3%). 

3.5 Acute Respiratory Infections. 

The reported incidence of children under two with cough and rapid or d i c d t  breathing during the 
two weeks prior to the survey was 30.4% (BLS, 40.5%). Mothers sou!& medical attention for only 
7 4% IBLS. 19.4%) of these cases. This decrease is statistically sigdcant (p < 0.01). However,/ 
mothers who sought primary assistance f b m  a village health worker increased &om 14.5% to 41.0%. r*/ 

KV 
When,all of the mothers were asked what conditions associated with respiratory infections would cause 
them to seek help, their responses varied M e  &om the baseiinc survey- fwer, 4 2  
cough, 37.5% (BLS, 39.5%); loss of appetite, 19.6% (BLS, 18.8%); rapid or diicult 
1 5.7% (BLS, 34.4%); and, chest indrawing, 7.4% (BLS, 6.6%). 

3.6 Immunizations. 

Mothers reported that 92.7?/0 of all children under two years have received at least some vaccines, as 
compared with 77.6% at the time of the baseline sutvey. The percent of women who could produce a 
vaccination card for their cMd also increased h m  59.8% to 84.W during the LOP. Data recorded 
on these cards show drarnatic and statistically significant @ < 0.01) improvements in all key 
immunization indicators in the project art# BCG coverage also increased to 8 1.5% in the final survey. 

JNBecht, CARE Gunternah, CS-XX Final KPC Survey, July 1996. Page 11 



For the birth of her last chiid, 57.5% (BLS, 62.1%) of the mothers reported that the umbilical cord 
was tied and cut by traditional birth attendant or midwife. Family members attended in 3 1.9% of the 
births (BLS, 26.7%). Trained health personnel attended only 2.6% of the births (BLS, 4.5%). 

Of the women who were not currently pregnant, 62.6% in final survey indicated that either they do not 
want another child within the next two years or they are not sure. However, only 3.9% of these 
women are cunently using a modem method of contraception. Contraceptive use rate for the baseline 
survey was not calculated. 

n 

3.8 AIDS Awareness. 

Only 27.3% of ail respondents (BLS, 29.6%) reported ever having heard of AIDS. Extremely few 
y,@ 

women, 96.2% (BLS, 90.4%) had any idea of how AIDS was transmitted, or how to prevent 'mfection, 
97.4% (BLS, 91.9%). 

G- 

SimiIariy, 94.9% of the women reported that, to the best of their knowledge, no member of their 
household had ever participated in educational presentations or discussions about AIDS (BLS, 92.9%). 

&$ 
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4.3 Maternai HeaIth Care 

While most women reported seeking ante-natal services during their last pregnancy, very few were able 
to produce ante-natal or vaccination cards. There has apparently been a slight increase in knowledge 
about appropriate foods to eat and amount of weight to gain during pregnancy, but these levels 
continue to be quite low. The vast majority of births in the project areas are attended by traditional 
birth attendants and M y  members. The current use rate of modem contraceptives in the project 
districts remains extremeIy low, and the surveys suggest a high unmet demand for family pianning 
services. 

SNBecht, CARE Guatcmah, C S - M  Find KPC Survey, July 1996. 
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Annex A 

SURVEY QUESTIONNAIRE 



LINEA FINAL PROYECTO P A S S *  JULIO 1996 
CUESTIONARIO SOBRE C O N O C I X I m O S  Y PRACTICAS EN 

SVPERVIV~JCZA INFANTIL, G-RICO 

Las siguieates preguntas son para lag madre3 dm niiios'. meaoras 2 4  
meses . 
Pecha da eatrevista re-exatrevi s t a  

HorPbra drl urtraviatadot 

Supervisor 

Conuaidad 

Idioma durante la entrevista 

Pecha mtrevi sta. / - / %  Re-entravista / 9 G  
(ddllrprp) (dd/=) 

1. Nombre y edad de la madre 

Nombre Edad 

2 .  Nomhre y edad del niflo menot de 24 meses 

Nombre 

Fecha de nacimicnto -1-1- 
(W.r/..) 

Comuni dad 

hi jos  

3 .  tCual f u e  e l  grado de educacidn mas a l t o  que alcanz6? 
1. ninguno [ I 
2 .  alfabetizado [ 1 
3. primaria y no lee I 1  
4 .  primaria y r i  lee [ I  
5 .  secundaria o ma8 [ 1 



b.. 

1.. si [ I  
2.  no t l  
3 .  no sabe ( 1  

iLe estd dando ver&uras y frutas a (numbre dal n i ao )?  

1. si [ I  
2 .  no [ I  
3 .  no sabe [ I 

;Le estd dando vegetales verdes c o m  la espfnaca, macuy, 
chipilfn, berro o la boja de yuca a (a-re drl nido)? 

I. s i  I 1  
2 .  no E l  
3 .  no sabe [ J 

iLe estd dando ca-me, p o l l o  o pescado a (n&re &X 
sfdo) ? 

1. s f  f I 
2 .  no I I 
3 .  no sabs E 1 

estd dando frijoles,  buevos, crema y quaso a ( a d r e  
sfd9) 3 

I. s f  [ I  
2 .  no I 
3 .  no saba I I 

art. &diendo azQcar, miel o pasela a 10s alimentos 



17. Durarxe l a  diarrea de (nornbr8 d8l aido), le dio dt mamar 
( I r a  laa o p c i o ~ a r  a la ma&.) .... ,,.. 

1. mds de l o  acos:un?brado? 
2 .  =gual a lo acoscumbrado? 

t l  
E I  

3 .  menos de lo acostumbrado? f  I  
4 .  dej6 de darle co~~etaxnente?  
5 .  e l  ciao no esta siendo amamantado 

f l  
f  I  . 

18. Durance la diarrea, usted I t  di6 a ( e r a  do1 niaa) o t r o s  
lfquidos (apart+ dc l a  leche da pecho, s i  e l  niao esta 
mamando 1 
(lea l a s  opciones a l a  madre) 

1. Ie did mas de l o  acosturnbrado? 1 1  
2 .  13 di6 igual a l o  acosturabrado? 1 1 
3 .  It did menos de l o  a ~ ~ ~ t w k b t ~ d ~ ?  [ I  
4 .  It dejd be dar corrrpletammte? . [ 1  
5 .  le di6  uaicamczltt de nramar? f  1 

1 9 .  Duranta la diarrea de (nOPbra dm1 aiilo) coxatiauo usted dkdole  
comida sdlida o semis61ida.. . . . . , . . . .. 
(1.. 18s opcioaes a la =&a) 

1. mbs de l o  acostumbrado? [ 1  
2 .  igual a Lo acastumbrado? I ]  
3 .  meaoa d8 lo acorturabrado? [ 1  
4. d8j6 de &zla coaq?lrtamrnte? 1 1  
5 .  tinicamnta de aumlr? f 1  

20.  Cuando ( a d =  dal 8 iSe)  tuv~  diarrra, jw. trataxdentorr It 
d io?  
(puma wtuc m 6  6. us8 rorpuartr) 

a. aad8 f 1  
b. rob=. & rmhidratrcibn oral  f l  
c. ~ l u c i 6 a  de agua y tal (sueto casero) [ I  
6. rtolelr [ I 
a. lSquidos, aguitar, caf& o tCs f 1 
f . umdlcinar ' [ I 
g .  otro  (espacii~qua) 4 1 

21, Cumdo ( n d r a  dm1 nfbo) tuvo diarraa, bus& ~ t e d  ayuda o 
tratamiento para la diarzer? 

1. si I  I 
2 .  no 1 I - - - -  pare la 23 



2 6 .  iXa estado (a-ra dm1 a i o )  enfemo con tos o dif ieul tad para 
respirar en las do6 Utimas semanas? 

r. si E I 
2 .  zo I I P A s E A L A  30 

27. Tuva (nuabs8 d.1 =idol dificultad para respirar  ( c a m  
cansado) , o estuvo respirando m y  rdpidamente a1 enfe,-;;larse? 

1. si [ J->XUYRAPTDAM3CmZ 
2 .  no [ I-> PASS A m  30 
3 .  no sabe [ 1-3 P U S  A &A 30 

2 8 .  i P i d i 4  Ud. consejo o ayuda para (rrusbrm da1 ofdo) cuando 
estuvo enf em6 con dill icul cad para respirar o respiracidrr 
rdpida? 

2 9 .  i D e  qui2n tcc ibib  cansejo o ayuda para la rcspiracibn rdpida 
y d i f i c ~ l t a d  respisatoria de (nclrPbzm do1 afbo)? 
(pueda w c u  48 uaa  rmapuastr) 

a, hospital general I 1 
b. cenrro da salud/pucsto dt salud [ I  
c .  nddico/cLfnica parricular I 1  
d. famacia C I 
e. morritoza/proarotera de salud I 
f .  curandero [ I  
g .  cmadronr [ I 
h. p ~ l r n t 8 8  y amfs08 [ I  
i. O ~ E O  b.p.cjiiquo) 1 1. 

b. respiracibn rdpida y agitada 
c .  huadimiento d s l  pecho 
d .  pdrdida de apatite [ 1 
e. fiebze [ I  
f .  t c s  C I 
g. ot ro  ( a r p a c i i i w )  [ I 



3 7 .  Tiene ustad algfrr carnet de vacunacidn o control prenatal? 
I. . r i  [ ] (debs mostrarle el carnet) 
2. lo perdi6 [ 1 PASS A LA 41 
3 .  no [ I PASS A LA '41 

3 8 .  Hire el ca-met de vacwaci6n materna y registre el ~Crnera de  
vacunas TT (toxoide tecbnico) en el espacio conespondienrc: 

1. una I I 
2 .  dos o mas [ 1 
3 .  n i n g w a  1 I 

39. Tlene el carnet espacio para =car las consultas prenatales? 
1. s i  I I 
2 .  no [ 1 PASE A LA 4 1  

40. Si lo tiene marque si la madre alguna vez ha t e a d o  una 
consulta prenatal? 

I. u a  I I 
2 .  dos o d s  [ 1 
3 .  ninguaa [ I 

41. Sstd usted embarazada en esta  momento? 
1. si [ JPASB A LA 45 
2 .  no C  I  

42. 3esea usted tener otro h i j o  en 10s pr6ximos dos ~ O S ?  
I .  s i  [ ] PASE A LA 45 
2 .  no [ I 
3. no sabe [ 1 

43. iZstB Ud. h a c i d o  algo pax8 evitar el embarazo? 
1. s i  E I 
2 .  no [ ] PASS A LA 45 

44 .  Cual ea eI principal mitodo qua usted o su esporo estan usando 
actualmaate p u a  rvitar el embarato? 

1. ligtzdn de la8 trompam I 
2. VU.C~&* [ I 
3.  * ~ f f O ~ 8 8  f I 
4. pZ1dorar 1 1  
5.  T da cabt8 E 1 
6 .  Diafragrm t l  
7 .  condonmm [ I  
8 .  e s p m s  t 1  
9 .  d t o d o  de amenorrea p o r  

lactancia exclusiva E l  
10. sit- [ I  
11. abstiaencfa 1 1 
12. co i to  i n t e m s q i d o  [ 1 
13. otro I 1  



. , 52.: 'Sabe. usted 'cbmo se puede transmitir el SIDA? 
. .(Puede -rear GS de una respuesta) 

I. NO' sabe [ I  
2 .  Por contact0 sexual [: I 
3 .  Por transfusibn de sangre contarninada [ 1 
4 .  Por usar agujas concaminadas C 1 
5 .  Por embarazo [ I  

5 3 .  Sabe usted cdmo se puede evitar prevenir  el SIDA? 
(Puede marcar d s  de una re.spuesta) 

I. No [ I  
2 .  Fidel idad a l a  parej a ( 1  
3 .  Usando cond6n [ I  
4 .  Usando agujas limpias [ I  

5 4 ,  Ha participado usted o alguien de su familia en p l d t i c a s  scbre 
el SIDA? 
(marque todaa l a s  respuea t a s  recibidas) 

I. Ninguno [ I  
2 .  La madre f I 
3 .  El esposo [ 1 
4 .  Otras personas mayores de 1 2  aiios . [ 1 



PLAN DE CAPACITACION PARA DESARROLLO DE ENCUESTA PROYECTO PASS 

INTRODUCCION: 

El Proyecto de Apoyo a 10s Servicios de Salud durante el mes de julio estara desarrollando la encuesta 
final para el analisis cornparativo de 10s resultados, despues de tres afios de intervencion del Proyecto en 
84 comunidades de tres Distritos de Salud del Ministerio de Salud Publica, con 10s que corresponden a 10s 
datos recolectados en la linea de base respecto a1 cambio de conocirnientos y practicas en tnmunizaciones, 
Diarrea y terapia de rehidratacion oral. ~niccc~ones respiratorias y salud de la mujer. 

OBJETIVO: 

Qu el personal que participe en la capacitaclon adquiera la habilidad para utilizar el insmamento 
correctamente en la recoleccion d ela informacion que permitirh medir el efecto de las intervenciones que 
realizo durante 2 ailos el proyecto PASS en la poblacion meta. 

1. Rol del coordinador de campo 

Objetivo: Revisar y dar a conocer el rol que desernpeaara el coorinador de campo en la ejecucion de la 
encuesta. 

2. Rol de 10s coordinadores de distrito: 

Objetivo: Revisar y dar a conocer el rol que desempefiara 10s coordinadores de dismto en la ejecucion de 
la encuesta. 

3. Rol de 10s supervisores: 

Objetivo: Revisar y dar a conocer el rol que desempefiara 10s supervisores de dismto en la ejecucion de la 
encuesta. 

4. Metodologia de la encuesta: 

Objetivo: Que 10s participates conozca la foma en que se selecciono la muestra y como se seleccionaran 
10s hogares a encuestar. 

5. Revisidn del cuestionario: 

Objetivo: Que 10s participantes adquieran la habilidad tecnica para el manejo correct0 del instrumento 
para la recoleccion de 10s datos. 

6. Practica: 

Objetivo: Que 10s participacte ademas de adquirir la habilidad tecnica para el manejo del instrumento, 
adquieran la habilidad de forma prictica. 



CARE Guatemala - Proyecto PASS (PN40) - Supewivencia Infantil IX 
ENCUESTA CPC FINAL 

FUNCIONES DEL COODINADOR 

DNIFIC&JON DE LA E N C U E S B  

01. Detenninar cuales secciones de la encuesta a incluir. 

02. Determinar las fechas de la encuesta. 

03. Determinar el tamaiio y la distribuci6n de 10s conglomerados. 

04. Preparar el presupuesto. 

05. Identificar todas las personas que deberh estar involucrado. 

06. Obtener autorizaciones oficiales y comprornisos individuales. 

07. Elaborar la cronologia de actividades. 

PREPAR ACION IMPJFMENT4B T,A ENCUESTB 

Revisar y ajustar la encuesta de linea de base. 

- Adquirir materiaies y equipo; reproducir 10s fonnularios. 

Determinar el niunero de niiiosfmadres requerido. 

Determinar el nlimero de encuestadores y supe~sores  requeridos. 

Seleccionar 10s encuestadores y supervisores. 

Obtener 10s dabs de poblacion y mapas de la comunidades activas. 

Elaborar la lista de comunidades con sus respectivas poblaciones. 

Seleccionar las comunidades donde se ubican 10s conglomerados. 

- Hacer contacto con 10s lideres de las comunidades seleccionadas. 

- Adaptar el contenido de la capacitacion para encuestadores y supervisores. 

Proyem PASS, Encuesta CPC Final, Funciones del Personal, Julio 1 .996. Pagina 1 



FUNCIONES DE LOS ASISTENTES DE CAMP0 

01. Programar en detalle el trabajo de carnpo: itineraries, procedimientos, etc. 

02. Completar aneglos adrninistrativos y logisticos: 
0 transporte 
0 alojarniento 
0 viaticos 
0 materiales 
0 formularios 
0 mapas de comunidades 
0 hojas de resurnen de las conglomeraciones 

03. Hacer contact0 con 10s lideres de las comunidades seleccionadas. 

04. Definir correctarnente la locaci6n de cada conglomerado. 

05. Encontrarse con 10s supemisores durante Ia encuesta para monitorear 
el progreso y ayudar la resolver probiemas. 

06. Eva lw  la calidad de la encuesta utilizando la lista de supervision. 

07. Realizar una auditoria de todos 10s formularies completados antes que 10s 
encuestadores y supervisores salgan del sector. 

08. Compilar 10s resultados de 10s conglomerados en la Hoja de Resumen. 

09. Entregar las encuestas completadas y revisadas a1 coordiiador. 

10. Colaborar, durante las sessiones de capacitacih y en el camp,  a motivar y 
mejorar el desempeiio de 10s encuestadores. 

11. Saber, en todo momento, donde e s t h  10s encuestadores, supervisores y el 
coordinador en caso que necesitan ayuda 
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FUNCIOMES DE LOS ENCUESTADORES 

01. Juntarnente con su supervisor, aplicar la metodologia conecta para 
seleccionar el congIomerado dentro de Ia comunidad e identificar 
las casas para ser entrevistadas. 

02. Siempre usa correctarnente el procedimiento para iniciar el contact0 con la 
familia y para empezar la entrevista. 

03. Seleccionar correctamente a1 azar el 11.50 pertinente cuando se encuentran 
dos o mas niiios menores de dos aiios en la familia. 

04. Hacerle recuerdo a las farnilias seleccionadas que su participacion es 
voluntaria per0 valiosa y que sus respuestas se manten& confidential. 

05. El encuestador siempre se vista apropriado para el trabajo, trata de establecer 
una relacion positiva con la familia, y no en cuanto a 
si 1as respuestas heron "correctas" o "equivocadas." 

06. Traducir y adminisuar las preguntas de la encuesta en el idioma principal 
del lugar, o sea el que sea mas comodo para la familia 

07. - EI encuestador hace las preguntas con paciencia y sin dirigir o sefiaiar a la 
madre su respuesta 

08. Se hace las preguntas en una manera de conversaci6n y no de interrogation. 
El encuestador puede inciagar para encontrar "prActicas" per0 nunca para 
"conocimientos." 

09. ~egistrar  las respuestas en forma completa y legible. 

10. Siempre agradecer a la farnilia por su colaboracion a linalizar la entrevista. 

11. Cornpietar 10s formularies completamente y con exactitud. Hay que corregir 
las omisiones y errores antes de salir de la comunidad. 

12. Saber, en todo momento, donde estA su supervisor en caso que necesita 
su ayuda. 
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CARE Guatemala - Supervivencia lnfantil IX -PASS PN40 
ENCUESTA CPC F!NAL - SELECCION DE LA MUESTRA 

MUNlClPlO CE SAN SEBAST 
1 I Yalancamposanto 

Yalanculuz Jajhu~tz 
Bolontaj 
Ticolal 
Jolombojcp 
Ucachoj 
Jolomtenan 
Calhu~tz 
Taaj 
Xeen 
Ulan 
Lolbatzam 
Yocxacla 
lxtenam lxquin 
Julutz 
Joom 
Yalanculuz 1 

Poblaclon mero de conglornerados: 45 
Comunidadl Cumulatlva tervalo del rnuestreo (pobt45): 763 

Niimero 
Ccrr I D~st. 

_ i 81 Yichicun 

Csmun~dad 

MUNlClPlO DE PURULHA. B/: 
i9 1 I Duranzno 

Repollal I 
Cuchilla del Nogal 
Jute 
Mocohan 
Repollal II 
Eben-Ezer 
Comunal 
Tres Cruces 
Pampa 
Sinanja Chacalte 
La Colina 
San Luis 
Monjon 
Maxaxa 
Cumbn de Chacalte 
Panima 
Sachoxa 
Panchisivic 
P a n d a  
Rivaco 
Balamche 
Calija 
Moxante 
Olimpia 
Las Flores 
Panalbarda 
Sacsamani 
Jalaute 

48 301 Guaxabaja 

Encuesta CPC Final, Julio 1996 

INlimero de ~niclo (al azar): 357 1 
IAN COATAN. HUEHUETENANGO 1 

A VERAPAZ 
422 4,941 1 7 

206 13.080( I 

Seleccrbn de Conglomerados 

45 33.9291 
b 
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CARE GuatemaIa 
Proyecto de Apoyo a Los Servicios de Salud (PASS - PN40) 

RESUMEN DE RESULTADOS: ENCUESTA FINAL DE 
CONOCIMIENTOS, PRACTICAS Y COBERTURAS (cPC)' 

Total entrevistas 
Sin respuestas 
Edad promedio 
Desviacion estandar 
Edad mediano 
E Jades min - rnax 

2. EDAD DEL m0? 

Total muestra 
Sin respuestas 
Edad promedio 
Desviacion estandar 
Edad mediano 
Edades min - rnax 

3 1 1 madres 
2 madres 

26.75 aiios 
7.1 1 
25.0 aiios 
? - 45 aiios 

2.1 NJMERO TOTAL DE HIJOS? 

3 1 1 niiios 
2 niiios 

1 1.20 meses 
6.07 
1 1.0 meses 
0 - 23 meses 

Total respuestas 3 12 madres 
Sin respuestas 1 madre 
N h e r o  promedio 4.75 hijos 
Desviacion estandar 3.06 
Niunero mediano 4.0 hijos 
N h e r o  min - max 1 - 15 hijos 

La encuesta h e  realizado del 19 a1 24 de julio de 1.996 con una muesta de 45 congiomeraciones. Un total de 
2 13 entrevistas fueron cornpietadas y tabuladas s e y b  la slguiente dismbucion: Municipio San Sebastih 
Coatan. 42; Municipio Cahabon, 119; Municipio Purulha, 77; y Municipio Zacualpa, 75. 

* 

CARE Guatemala, Proyecto PASS. Resultados Encuesa Final CPC, Julio 1996. Pdgina 1 de 20 ,'J 



2.2 NUMERO DE HIJOS VIVOS? 

Total respuestas 2 12 rnadres 
Sin respuestas 1 madre 
Numero promedio 4.23 hijos 
Desviacion estandar 2.65 
Numero mediano 4.0 hijos 
Numero min - may I - 11 hijos 

2.3 NUMERO DE HIJOS MUERTOS? 

Total respuestas 3 13 madres 
Nurnero promedio 0.51 hijos 
Desviacibn estandar d a  
Ntirnero mediano 0.0 hijos 
Numero rnin - may 0 - 5 hijos 

* 
J .  GRAD0 DE EDUCACION MA S  ALTO DE LA MADRE? 

4. TRABAJA LA MADRE FUERA DE SU CASA? 

Frec. Porcent Cum. 

Total 
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5.  REALIZA LA W R E  ALGLX TRABAJO ECONOMICO? 

Frec. Porcent 

lu'ingim 16 1 
Manualidades, etc. 82 
Recogiendo cosecha 45 
Venta de productos agric. 24 
Venta de comida 1 
S irvientdmuc hac ha casa 1 
Atiende tienda, vende en calie 2 
Otro 13 

6.  QUIEN CUIDA AL N ~ O  CUANDO LA MADRE ESTA FUERA? 

Frec. Porcent Cum. 
- - - - - - - - 

La madre lo lleva 
Esposo/compaiiero 
Niiios(as) mayores 
Familiares, parientes 
Vecina.s/arnig as 

Total 
Sin respuestas 

164 54.5% 54.5% 
9 3.0% 57.5% 

64 20.6% 78.1% 
68 21.3% 99.2% 
4 0.7% 100.0% 

+ --------- 
301 100.0% 

12 madres (no trabajan &era de la casa) 

7. LA MADRE ESTA DANDO DE MAMAR AL m0? 

Frec. Porcent Cum. 
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8. HA DADO DE MAMAR ALGUNA VEZ AL N ~ O ?  

Frec. Porcent Cum. 
-,----,-,---------,----,----------+---------------------.------------ 

Si 27 100.0% 100.0% 
No 0 Pase a #10 

8.1 EC4STA QUE EDAD? 

Total respuestas 27 niiios 
Promedio duracibn 14.93 meses 
Desviacion estandar 3.79 
Duracibn mediano 15.0 meses 
Duracion min - max 8 - 22 meses 

9. DESPUES DEL PARTO, CUANDO LE DIO DE IMAM.4R AL NTfb3? 

Frec. Porcent Cum. 

Durante la primera hora 149 48.4% 48.4% 
Duante Ias primeras 8 horas 74 24.0% 72.4% 
>iris de 8 horas despues 82 26.6% 99.0% 
No se acuerda 3 1.0% 100.0% 
------------------------+----------------------------- 
Total 308 100.0% 
Sin respuesta 3 madres 

10.a. LE ESTA DANDO AGUITAS, CAFE, CEBADA, TES AL m0? 

---------*---------*---+.--------------------------.- 
Total 3 13 100.0% 
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10.b. LE ESTA DANDO LECHE/ATOLES EN PACHA AL m 0 ?  

---------------------------------+------------------------ 
Total 3 12 100.0% 
Sin respuesta 1 madre 

10.c. LE ESTA DAWDO VERDURAS Y FRUTAS AL N ~ O ?  

---------------------------+------------------- 
Total 310 100.0% 
Sin respuesta 3 madres 

10.d. LE ESTA DAi i iO VEGETALES VERDES AL m0? 

Frec. Porcent Cum. 

S i 
No 
No sabe 

To tai 
Sin respuesta 

1 O.e. LE ESTA DANDO CARNE, POLL0 0 PESCADO AL m 0 ?  

Frec. Porcent Cum. 

Total 312 100.0% 
Sin respuesta 1 madre 
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12. A QUE EDAD SE DEBE EMPEZAR X DAR OTRA COMIDA? 

Frec. Porcent. Cum. 

,,,,,,,,,,,,,,,,-,----------------+------------------------------- 
Total 311 100.0% 
Sin respuesta 2 madres 

13. CUAL DEBENA DE SER LA COMIDA COMPLEMENTARIA? 

Frec. Porcent. 

No sabe 68 21.8% 
Agregar aceite a la comida 50 16.0% 
Comida rica en vitamina A 182 58.3% 
Comida rica en hierro 142 45.5% 
Otra 2 0.6% 
----------------------------------+-------- 
Total 312 100.0% 
Sin respuestas 1 madre 

14. TIENE EL m0 EL C,4R.NET DE CONTROL DE PESO? 

Frec. Porcent Cum. 

Si 
Lo perdio 
No 

63 20.1% 20.1% 
11 3.5% 23.6% Pase a #15.1 

239 76.4% 100.0% Pase a iY15.1 

Total 313 100.0% 
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HA SIDO PESADO EL NmO EN LOS ULTIMOS 4 MESES? 

Fret. Porcent Cum. 

Total 61 100.0% 
Sin respuesta 2 niiios 

HA LLEVADO AL NEO A CONTROL DE PESO EN ULTIMOS 4 MESES? 

Frec. Porcent Cum. 

16. HA TENIDO EL N ~ O  DIARREA EN LAS DOS ULTIMAS SE,M.ANAS? 

Total 313 100.0% 

17. DURANTE LA DIARREA, LE DIO DE MAMAR AL m0? 

Frec. Porcent Cum. 

Mis de lo acostumbrado 26 22.4% 22.4% 
Igual a lo acostumbrado 45 38.8% 61.2% 
Menos de lo acostumbrado 43 37.1% 98.3% 
Dejo de dale  completamente 2 1.7% 100.0% 
---------------------------+--------------------- 
Total 116 100.0% 
El d o  no esth amamantando 9 nifios 
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18. DURANTE LA DIARREA, LE DIO A L  m0 OTROS LIQUIDOS? 

Frec. Porcent Cum. 
---------------------------+---------------------------- 
Mis de lo acostumbrado 28 26.2% 26.2% 
Igual a lo acostumbrado 37 34.6% 60.7% 
Menos de lo acostumbrado 39 36.4% 97.2% 
Dejo de darle completarnente 3 2.8% 100.0%' 
.,-,-,-,,,-,----------------------f------------------------------ 

Total 107 100.0% 
El niiio solo toma pecho 18 niiios 

19. DURANTE LA DIARREA, LE DIO AL m0 COMIDA 
SOLIDA 0 SEMISOLIDA? 

Frec. Porcent Cum. 
---------------------------+-I-------------- 
Mis de lo acosnunbrado 9 7.6% 7.6% 
Igual a lo acostumbrado 17 18.5% 28.3% 
Menos de 10 acostumbrado 54 58.7% 87.0% 
Dejo de darle completamente 12 13.0% 100.0% 

20. DURANTE LA DIARREA, QUE OTROS TRATAMIENTOS LE DIO? 

Frec. Porcent 

Nada 23 18.4% 
Sobre de rehydxatacion oral 29 23.2% 
Soluci6n agua, azucar,sal 5 4.0% 
Atoles 9 7.2% 
Aguitas, cafi, tCs 24 19.2% 
Medicinas 71 56.8% 
O m s  2 1.6% 
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21. CUANDO EL m O  T W O  DIARREA, BUSCO AYLTDA 0 TRATMENTO? 

Frec. Porcent Cum. 
-----------------------------+----------- 
Si 68 54.4% 54.4% 
No 57 45.6% 100.0% Pase a #23 
---------------------+---- 
Total 125 100.0% 

22. A QUIEN ACLDIO USTED EN BUSCA DE AYLDA 0 TRATAMIENTO? 

Frec. Porcent 
--------------------I------------+--+--- 
Hospital 14 20.9% 
Centro/puesto de salud 1 1.5% 
Farmacia 11 16.4% 
Promotor de saiud 30 44.8% 
Curandero 5 6.0% 
Comadrona 3 3.0% 
Farniliares, amigos 5 4.5% 
Otros 2 3.0% 
-------------------------+ -- 
Total 67 100.0% 
Sin respuestas 1 niiio 

23. CUANDO EL m0 TIENE DLQRREA, QUE S E ~ ~ A L E S  HARLAN QUE USTED 
BUSCAEU AYUDA PARA CURARLO? 

Frec. Porcent 

No sabe 80 
Vomitos 30 
Fiebre 34 
Boca seca, ojos hundidos, etc. 105 
Diada prolongada 47 
Sangre en la heces 6 
Pirdi& del apetito 79 
Debil o desganado 107 
Otros 10 
-----------------------------+---------------- 
Total 312 100.0% 
Sin respuesta 1 madre 
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24. CUALES SON LAS COSAS MAS IMPORTANTES QUE HARIA 
USTED SI EL N ~ O  TIENE DIARREA? 

Frec. Porcent 
,,,,------------------------------r----------------------- 

No sabe 65 20.8% 
Darie liquidos inmediat. 92 29.4% 
Darle mis liquidos 20 6.4% 
Dar alimentos frecuente 34 10.9% 
Darle sueros rehydrat. oral 87 27.8% 
Llevarlo ai centrolpuesto 69 22.0% 
Alimentarlo despues 17 5.4% 
No darle liquid0 2 0.6% 
No darle cornida 4 1.3% 
Otro 42 13.4% 

25. QUE COSAS IMPORTANTES DEBE USTED HACER CUANDO 
EL Nl80 LE ESTA PASANDO LA DIARREA? 

Frec. Porcent 
-------------------------------+--- 
No sabe 88 28.1% 
Dar alimentos fiecuente 129 41.2% 
Mis alimentos de lo usual 75 24.0% 
Comidas con alto calorias 42 13.4% 
Otros 23 7.3% 

Total 313 100.0% 

26. HA ESTADO EL m0 ENFERMO CON TOS 0 DIFICULTAD PARA 
RESPIRAR EN LAS DOS ULTIMAS SEMANAS? 

Frec. Porcent Cum. 
------------------I-------+-------------------- 

Si 129 41.3% 41.3% 
No 183 58.7% 100.0% Pasea#30 
---------------------------------+---------------------------- 
Total 312 100.0% 
Sin respuesta 1 madre 
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27. T W O  EL N ~ O  DIFICULTAD PARA RESPIIL4.R (CANSADO) 0 
E S m O  RESPIRcLVDO XWY RAPIDAMENTE A L  ENFERMARSE? 

Total 129 100.0% 

25. PIDIO UD. CONSEJO 0 AYUDA PARA EL N ~ O  CUANDO ESTUVO 
ENFERMO CON DIFICLrLTAD PARA RESPIRAR 0 RESPIRACION W I D A ?  

Frec. Porcent Cum. 

S i 39 41.1% 41.1% 
No 56 58.9% 100.0% Pase a #30 

Total 95 100.0% 

29. DE QUIEN RECIBIO CONSEJO 0 AYUDA PARA LA RESPIRACION 
W I D A  Y DIFICULTAD RESPIRATORIA DEL m 0 ?  

Frec. Porcent 
--------------------u------y-------------- 

Centrolpuesto de salud 4 10.3% 
Medicolclinica particu1a.r 3 7.7% 
Famacia 8 20.5% 
Promotora de d u d  16 41.0% 
Curandero 4 10.3% 
Parientes, amigos 1 2.6% 
Oms 4 10.3% 

Total 39 100.0% 
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30. CUALES SON LAS SERALES QUE HARIAN QUE BUSCARA AYLTDA PARA 
LAS E N F E M D A D E S  COMO CATARRO, GRIPE 0 PULMONIA? 

Frec. Porcent 
--------------------------------+-------------- 
No sabe 98 31.4% 
Respiracion rapida, agitada 49 15.7% 
Hundimiento dei pecho 23 7.4% 
PCrdida de apetito 61 19.6% 
Fiebre 134 42.9% 
T6s 117 37.5% 
Otros 12 3.8% 
--------------------------------+------------- 
Total 312 100.0% 
Sin respuestas 1 madre 

3 1. LE HttY PUESTO AL m0 ALGUNA VACUNA? 

Frec. Porcent Cum. 

32. A QUE EDAD EL P@lO DEBE RECIBIR LA VACUNA CONTRA 
EL SARAMPION? 

- -  - . . - .. - -- 
Fret. Porcent Cum. 

A 10s 9 meses 105 33.5% 33.5% 
No sabe 208 66.5% 100.0% 

-- 

Total 313 100.0% 
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33. CUAL ES LA RAZON PRINCIPAL PORQUE UNA MUJER EMBARAZADA 
DEBE SER VACUNADA CONTRA EL TETANOS? 

Frec. Porcent Cum. 
-------------------------------+-.----------------------- 
Proteger madre y niito 112 36.6% 36.6% 
Proteger solo a la mujer 7 2.3% 38.9% 
Proteger solo a1 niiio 39 12.7% 51.6% 
Otro o no sabe 148 48.4% 100.0% 
--------------------------------.-+--------------------------- 
Total 306 100.0% 
Sin respuesta 7 madres 

34, CUAYTAS VACUNAS hTCESITA UNA MUJER EMBARAZADA 
PARA PROTEGER DE TETANOS AL RECIEN NACIDO? 

Frec. Porcent Cum. 
-------------------------UU-f-U--+----- 

Una I0 3.2?4 3.2% 
Dos 20 6.4% 9.6% 
Mis de dos 143 45.8% 55.4% 
Ninguna 7 2.2% 57.7% 
No sabe 132 42.3% 100.0% 

Total 312 100.0% 
Sin respuesta 1 madre 

55.  TIENE USTED EL CARNET DE VACUNACION DEL N ~ O ?  

Frec. Porcent Cum. 

Si 263 84.0% 84.0% 
Lo perdio 17 5.4% 89.5% Pase a#37 
No 33 10.5% 100.0% Pase a#37 

Total 
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36. VACUNAS NOTADAS EN EL CARNET DE NTROS 12-23 MESES DE EDAD 

Frec. Porcent. 

EDAD DEL N ~ O  CUANDO RECEBIO LA VACUNA CONTRA SARAMPION 

Frec. Porcent. Cum. 
- - -  

Antes de 10s 9 meses 20 19.2% 19.2% 
A 10s 9 meses o mis 84 80.8% 100.0% 

G. Salud Matem 

37. TIENE USTED CARNET DE VACUNACION 0 CONTROL PRENATAL? 

Frec. Porcent Cum. 

Si 55 17.7% 17.7% 
Lo perdio 50 16.1% 33.8% Pasea#41 
No 206 66.2% 100.0% Pase a#41 - +-- - - - - - - -  
Total 311 100.0% 
Sin respuesta 2 madres 

38. NUMERO DE VACUNAS TOXOIDE TETANICO (IT) SEGUN CARNET 

Frec. Porcent Cum. 

Una 
Dos o mtis 
Ninguna 

Total 57 100.0% 
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39. TIENE EL CARNET ESPACIO PARA MARCAR LAS CONSULTAS 
PRENATALES? 

Frec. Porcent Cum. 
--------------------------------+-------I- 

S i 16 28.6% 28.6% 
No 40 71.4% 100.0% Pase a#41 

40. LA MADRE ALGUNA VEZ HA fEMDO UNA CONSULTA PRENATAL? 

Frec. Porcent Cum. 

Una 
Dos o rnis 
Ninguna 
-------------------------+--- -*--. 

Total 16 100.0% 

1 ESTA USTED EMBARAZADA EN ESTE MOMENTO? 

Frec. Porcent Cum. 
- - -  

Si 26 8.3% 8.3% Pase a #45 
No 286 91.7% 100.0% 

Total 
Sin respuesta 

42. DESEA USTED TENER OTRO HIJO EN LOS PROXIMOS DOS ~ O S ?  

Frec. Porcent Cum. 
- -- - - .  

Si 106 37.3% 37.3% Pasea#45 
No 87 30.6% 68.0% 
No sabe 91 32.0% 100.0% 
--.-----------------I-----+----+----------- 

Total 284 100.0% 
Sin respuesta 2 madres 
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43. ESTX USTED HACIENDO ALGO PAR4 EVITAR EL EMBARAZO? 

Frec. Porcent Cum. 

Total 181 100.0% 

14. CUAL ES EL PWCIPAL METODO QUE USTED 0 SU ESPOSO ESTAV 
USAXDO ACTUALMENTE PARA EVITAR EL EMBAEUZO? 

45. CIJAYDO LWA MUJER ESTA EMBCrRAZADA, A LOS CUANTOS MESES 
DEBE SER CONTROLADA EN EL CENTRO DE SALUD 0 COMADRONA? 

Frec. Porcent Cum. 
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46. QUE ALIMENTOS DEBERIA COMER UNA MUJER PARA EVITAR LA 
ANEMIA DLTRA.?UTE EL EMBARAZO? 

Frec. Porcent 

-----.)-------.---------------..------.--------------- 

Total 513  100.0% 

47. CUAVTO PESO DEBE AUblENTAR UNA MUJER DURANTE EL 
E M B W O ?  

Frec. Porcent Cum. 

48. CUAVDO USTED ESTABA EMBARAZADA DEL NT$i0, VISIT0 ALGbW 
CENTRO DE SALUD, COMADRONA PARA CONTROL DEL EMBARAZO? 

Frec. Porcent Cum. 

Total 310 100.0% 
Sin respuesta 3 madres 
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49. DLWYTE EL EMBARAZO DEL N ~ o ,  LA CANTIDAD DE ALIMENTOS 
QUE USTED COMIO FUERA 

Frec. Porcent Cum. 

50. CUAVDO NACIO EL NmO, QUIEN AMARRO Y CORTO EL CORDON 
UbfBILICAL'? 

Frec. Porcent Cum. 
------------------------------+------------------------------- 
Ella misma 8 2.6% 2.6% 
Miembro de la famiIia 100 3 1.9% 34.5% 
Partera, comadrona 180 57.5% 92.0% 
Midico, enfennera 8 2.6% 94.6% 
0 tro 13 4.2% 98.7% 
No sabe 4 1.3% 100.0% 
--------------------------------+--------------------------- 
Total 313 100.0% 

5 1. HA OIDO USTED HABLAR DEL SIDA? 

Frec. Porcent Cum. 

Si 85 27.3% 27.3% 
No 226 72.7% 100.0% ---- - 
Total 311 100.0% 
Sin respuesta 2 madres 
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52. SABE U S E D  COMO SE PUEDE T W S M I T I R  EL SIDA? 

Frec. Porcent Cum. 
-------------------------,--------+--------,--------------- 
No sabe 201 96.2% 96.2% 
Por contact0 sexual 9 2.9% 99.0% 
Por usar agujas contaminadas 2 1.0% 100.0% 

53.  SABE USTED COMO SE PUEDE EVITAR 0 PREVENIR EL SIDA? 

Frec. Porcent 
----------------------------------+------------------- 
No 303 97.4% 
Fidelidad a la pareja 5 1.6% 
Usando cond6n 1 0.3% 
Usando agujas iimpias 2 0.6% 

Total 312 100.0% 
Sin respuestas 1 madre 

54. HA PARTICIPADO USTED 0 ALGUIEN DE SU FAWLIA EN 
PLATICAS SOBRE EL SIDA? 
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CARE Guatemala - Proyecto PASS (PN40) 

CUADRO COMPARATIVO DE INDICADORES CLAVES: 
LlNEA BASE, OBJETIVOS, Y RESULTADOS FINALES 

lndicador 
Clave 

Pract~cas Aar- de Al~mentacm -'a-:, 

Porcentaje de ninos (menores de 24 meses, %e 
fueron amarnantados dentro de las primeras 
ocho horas despues del nacimiento. 

Porcentaje de niAos menores de cuatro meses 
(0-3 meses) que estdn siendo alimentados inica- 
mente con leche de pecho. 

Porcentaje de nifios entre seis y diez rneses 
(6-9 meses) que estdn siendo dados cornidas 
solida y sernisolida ademas de la Ieche matema. 

Porcentaje de niAos entre 20 y 24 meses (20-23 
meses) que aun estan lactando. 

Control de Fnfermedades Oiarreicas (CEDI r 

Porcentaje de nifios (menores de 24 meses), que 
estan lactando y que tuvieron diarrea durante las 
pasadas dos semanas, que les fue proporcionada 
la misrna cantidad o mas de leche de pecho durante 
el episodio de diarrea. 

Porcentaje de nifios (menores de 24 rneses), que 
no reciben unicarnente leche de pecho y que tuvieron 
diarrea durante las pasadas dos sernanas, a quienes 
ies fue proporcionada la rnisrna cantidad o rnds de 
liquidos durante el episodio de dianka. 

Porcentaje de nines (menores de 24 rneses), que 
no reciben unicamente leche de pecho y que tuvieron 
diarrea durante las pasadas dos semanas, a quienes 
les fue proporcionada la rnisrna cantidad o mas de 
comida durante el episodio de diarrCa. 

Porcentaje de nifios (menores de 24 meses), que 
tuvieron diarrCa durante las pasadas dos semanas, 
que les fue tratado con TRO. 

Encuesta 
Linea Bast 

61.2% 

46.3% 

70.1 % 

69.5% 

Objetivo 
Proyecto 

70.0% 

n/a 

80.0% 

70.0% 

Evaluacidn Final PASS lndicadores Claves de Supervivencia lnfantil 

Encuesta 
Final 

71.3% 

45.5% 

75.7% 

58.8% 

- 
Valor 

P - 

e0.01 

~ 0 . 9 0  

~ 0 . 4 5  

S0.20 

- 

>o. 10 

~ 0 . 1 0  

e0.01 

>0.10 

- 



I lndicador 
Clave 

Tratarn~ento Medico oara Neumonia (IRA) 

Porcentaje de madres que buscaron tratamiento 
medico para sus niiios (rnenores de 24 meses) con 
tos y respirac~dn rapida y dificultosa en las pasadas 
dos sernanas. 

C~benura de Inmunizacion (PAI) 

Acceso: Porcentaje de niiios de 12 a 23 rneses 
que recibio la primera dosis de triple (DPT1). 

Cobertura: Porcentaje de niAos de 12 a 23 rneses 
que recibio la tercera dosls de polio (OPV3). 

Cobertura: Porcentaje de niilos de 12 a 23 meses 
que recibio la vacuna para la sararnpion. 

Abandono: Diferencia de ~orcentaje entre niveles de 
cobertura de DPT1 y DPT3 para niflos 12-23 meses. 

Porcentaje de madres con carnet materno para el 
nacirniento de su nifio mas pequefio rnenor de 24 
meses. 

Porcentaje de rnadres que segun carnet recibid dos 
o mas dosis de toxoide tetdnico antes del nacirniento 
del milo mas pequefio rnenor de 24 meses. 

Porcentaje de madres que segun camet ha tenido por 
lo menos una consulta prenatal previo al nacirniento 
del niiio mas pequeno rnenor de 24 meses. 

Porcentaje de rnadres que no estd embarazada y no 
desea mas ninos en 10s prbximos dos ailos, o no 
esta segura, y que estd usando un metodo modemo 
de anticonceptivo. 

Encuesta 
Linea Base 

19.4% 

Objetivo 
Proyecto 

40.0% 

Encuesta 
Final 

- 
Valor 

P - 

c0.01 

- 

c0.01 

~ 0 . 0 1  

e0.01 

<0.01 

- 

>0.05 

>0.05 

>0.45 

nia 

Valores P: e0.01 es muy significativo; e0.05 es significativo; >0.05 no es significativo. 
Fechas de la linea base: Febrero 1994 para Cahabbn, San Sebastidn Coatdn, y Zacualpa; 

Octubre 1994 para Purulhd: N = 830. 
Fecha de estabecer 10s objectivos: M a ~ o  1994 (Plan de lmplernentacidn Detallado - DIP). 
Fecha de la encuesta final: Julio 1996: N = 31 3. 

[ JNB: 10-SEP-96 1 
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INICIO DE LA 1,ACTANCIA 
DENTRO DII: LAS PRIMEICAS OCllO IIORAS 

1 

'ORCENTAJE DE N I N O S  

LlNEA BASE OUJETIVO ENCUESTA FIN.\I. 

Ctrr-Sq = 9.94 1' 1 0 .00162  

EVALUACION PKOYECTO I'ASS/CAHU 
Linea base = iebrcro y uclubre 1994 
Encuest. iinal = julio 1996 

LACTANCIA EXCLUSIVA 
MENORES DE CUATRO ( 4 )  MESES 

PORCENTAJE UE NINOS 

LINEA UASE OB J ETlVO ENCUESI'A FINAL 

CIII-Sq = 0.01 P = 0.93121 

EVALUACION I'HOYECTO PASS/CARE 
Luea base = febrero y uctubrc 1994 
E~rcuesla ii~ral = julio I996 



1NTROI)UCCION 1)E COMIIM 
ENTIlE SElS (6) Y DIlfZ (10) MESES 

POHCEN'L'AJE DE NMOS 

UNEA DASE OBJL'IVO ENCUESTA FINAL 

Clri-?;q = 0.54 1' 0.40332 

EVALUACION PROY UCTO PASS/CARE 
Lincr brsc = fcbrcro  y oclubre 1994 
Encueat. fmal = juliu L W ( 1  

EN'I'RE 20 Y 2.1 MESES 

IJNE'A BASK OtLIETIVO ENCUESTA FINAL 

CIII -Sq = 1.44 1' = 0.22964 

EVALUACION PROYECTO PA~S/CAHE 
1.1rtrr bast. = trbrrru y we lubrc I W . 1  
E ~ ~ c u e s l a  f r r re l  = juliu t!l'J(I 





ICUAL 0 MAS COMIDA 
MANEJO i)E DIARKEA i<N <24 MESES 

. 
POKCENTAJE DE NINOS 

" I 0  

LlNEA BASE OI\JETlVO ENCUESTA FINAL 

EVALUACION PHOYECFO PhSS/CARE 
hnca base = fcbrrro y uclubre 1994 
Eucursla  fitlal ; ~ U h o  1996 

U S 0  I)E 'I'RO 
MANEJO I)E D1AI:ICEA EN <24 MESES 

PORCENTAJE DE NINOS 

LlNEA BASE 0BJE:'PIVO EN(WESTA FINAL 





COIUERTURA I'M: SAICAMPION 
NINOS DE 12 A 23 MESES 

POHCEN'PAJE DE NINOS 

I 
- 

U N E A  U A S E  OUJLTIVO ENCIIES'I'A FINAL 

Chi-Sq = 37.99 P = O.OOOOO+ 

EVALUACION I'ROYELTO PASS/CME 
Line. bass = f cbrero  y oclubre 1994 
Encussla lirral = julio 189U 

TASA AIIANDONO: DPTI -DPT3 
NINOS DE 12 A 23 MESES 

POHCENTAJE DL.: NiNOS 

I.-' 

UNEA IJASI.: OIIJEI'IVO ENCUES'I'A FINAL 

Ctri-Sq = 22.24 P = 0.000002 

EVALUACION I'I1OYEL"L'O l ' ~ . ' iS /C~ l i t :  
Lilrca bavc = fcbreru y oa.Iubrc I994 
E~rcucsla liml = julio I!WU 





MADRES CON nos o MAS Trr 
ATENCION DE SALIJD MATERNA 

. 
PORCENTAJE DE LUDRES 

I------ 

V l S  

LINEA BASE OBJETlVO ENCUEXA FINAL 

EVALUACION PROYECTO PASS/CARE 
Lioca baac = lebrero y octubrt 1094 
Encuest& final = julio 1906 

CONSULTA I'ICENATAL 
ATENCION DE SAM ID MATEliNA 

PORCENTAJE DE MADNES 

307. 1 

LlNEA BASE ENCUES'PA FINAL 

EVALUAClON PHOYECTO PASS/CAHE 
Lirrea base = lcbrcro y octubrc 1994 
Eucuesla firral = julio I996 




