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Community-Based Integrated Management of Childhood I1Inesses
Control of Diarrhed Disease

The Child Surviva Collaborations and Resources Group

Child Surviva
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Child Surviva Technical Support Project, Macro International
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Directorio Local de Salud

Detailed Implementation Plan
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l. Executive Summary

The “Wawa Sana” (hedlthy child) Project, afour-year Child Surviva-16 Program to mobilize
communities and hedth services for Community-Based Integrated Management of Childhood
IlIness (CB-1MCI) by testing innovative approaches to improve child hedth in rurd Bolivia, was
funded from September 30, 2000 through September 30, 2004 through a$1 million “New
Program” grant from USAID/BHR/PVC, and matched by a $1 million cogt-share from Save the
Children. The Wawa Sana Project amed to: (1) document the feasibility and results of
implementing innovative gpproaches to strengthen community capacity to identify and
effectively address priority child hedlth needs, and; (2) partner with the Ministry of Hedlth
(MOH) and non-governmenta organizations (NGOs) a the didtrict-level to strengthen their
capacity to support community activities and to implement innovative culturdly acceptable
approachesto child survival.

The CS-16 dte covered 445 communities with atotal population of 104,500, including 13,500
children under five, in three Ruradl Hedlth Districts' of Oruro Department on Bolivia's Altiplano.
The Program addressed high under-five mortality in this Site, estimated a 109 deaths per 1,000
live births, associated with pneumonia, diarrhea, manutrition, and immunizable diseases, in a
population with low use of hedlth services and hedth information, and health services which did
not meet the needs of the population.

SC worked with the ste' sthree MOH Rurd Hedlth Digtricts (RHDs), a Bolivian NGO,
APROSAR, local governments, and communities to implement four child surviva interventions,

1) Nutrition and micronutrients (30% of estimated intervention-specific project effort);
2) Pneumonia case management (30%),

3) Control of diarrheal disease (20%), and,

4) Immunization (20%).

SC implemented these four interventions through three innovative gpproaches to child survivd in
Balivia

= Community-Based-IMCI (CB-IMCl), focused on training and supporting volunteer Rura
Hedlth Promotersto provide sdected child surviva servicesin their communities, utilizing
PAHO CB-IMCI materids recently adapted for Bolivia, while supporting concurrent MOH
implementation of clinical integrated management of childhood illness (IMCI) a hedlth
fadlities

= The Hearth mode using a Positive Deviance approach (H/PD) to sustainable community-
based rehatiilitation and prevention of malnutrition in children under five;

= Expanson of the Community Epidemiology Surveillance System (SECI), developed and
pilot-tested by SC/Baliviain 1997-98 to promote joint collection, andysis, and use of hedth
information by hedlth providers and communities to address local health needs.

! During the course of CS-16, Bolivia changed the health administrative structure in the project area from three
districts (District 1: Huanuni, District I11: Challapata, and District V: Eucaliptus, to two “Networks’ (Redes). They
are called Red Azanake and Red Norte. SC/B staff worked in former districts 111 and V, while APROSAR’ swork
was concentrated in District |.
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Wawa Sana Project God's included:

A sudained improvement in nutrition status of 6 to 35 month old children in H/PD
communities;

A sugtained reduction in under-five mortdity in the three hedlth didricts, and,

Innovetive CS-16 approaches to inform policy and improve programming in other areas of
Balivia

Wawa Sana amed to achieve the following results:

Improved capacity of APROSAR and the three rurd health digtricts to support community
activities and implement innovative, culturally acceptable child surviva approaches,
Improved capacity of communities in the three hedth digtricts to identify and effectively
address priority hedth needs of children under five;

Increased use of key hedth services and improved child surviva practices at the household
leve in the three hedlth didricts, and

Uptake of successful innovetive gpproaches by other organizationsin Bolivia

These Results were to be achieved through the CS- 16 Intermediate Results of:

Demonstrated SC/Bolivia capacity in CB-IMCI, SECI, and H/PD, capacity building of CS-16
partners, and advocacy;

Documented feasibility and results of implementing innovetive CS- 16 approaches,

Incressed availability of selected child survival servicesin the three hedlth districts;

Improved quality of sdected CS servicesin the program site; and

Increased caretaker knowledge and awareness of selected child surviva issues.

Accomplishments

Over the last four years, in the midst of arapidly changing, complex sociopalitica and cultura
context, the Wawa Sana project was highly successful, having achieved or surpassed nearly dl of
its objectives. Key accomplishments include;

Pentavalent-3 vaccine coverage increased from 32% to 85% in infants.

The number of acute respiratory infections treated by hedth services and Promoters

increased 224% from 2001 through 2003 in CS-16 intervention areas.

Families increased their children’ s fluid intake during diarrhed diseases from 21% at the

dtart of the program to 54% at find evaluation.*

Most CS-16 communities now place hedlth at or near the top of their agendain sharp contrast
to prior to Wawa Sana when heath was low or aosent completely from public community
didogue.

2 KPC Surveys, baseline (2000) and final (2004), based on verified registration on child health card.
3 BoliviaNational Health Information System data (SNIS).
4 KPC Surveys, basdline (2000) and final (2004).
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Municipdities, communities, and hedlth service providers learned to share and andyze
community health information to set priorities, plan, act, and evauate progress resulting in
stronger working relationships.

APROSAR, amgor loca NGO partner, strengthened its technica capacity to provide CB-
IMCI and to apply, document, and expand SECI and H/PD drategies to communities outside
the Wawa Sana project area. APROSAR a so strengthened its capacity to implement other
communication strategies (materid's development, improved educational methods, and use of
radio programming). Findly, APROSAR increased and diversfied its funding sources from
nearly tota dependence on USAID funding at the start of CS-16 to only 25% today.

At least 15 other NGOs and government health services have adopted and adapted Wawa
Sana’s SECI and H/PD drategies throughout Bolivia

Priority conclusions:

In spite of the congtant change of nationa and local government staff and policies, hedth
personnd, community authorities, and volunteer hedth Promoters, Wawa Sana achieved or
surpassed nearly dl of its heath and capacity strengthening objectives. Many of these
achievements (improved family health and nutrition knowledge and practice, accessto
trained Promoters, community/provider coordination, use of hedth information to set
priorities, plan, take action, and monitor progress, improved organizationa capacity of
APROSAR and MOH services and others) are likely to continue after the project ends,
athough some decrease in intendity and qudlity is likely to occur in some communities and
hedlth fadilities given the congant rotation of personnd at dl levels and the highly paliticd
nature of the current environment.

SECI isapowerful, effective, and feasble methodology to mobilize communities for hedth
that increases community awareness of and interest in hedlth problems, builds community

and sarvice provider capacity in collecting and using hedth information in accessible ways to
st priorities, plan, act, and monitor progress. SECI effectively put into practice the Balivian
“Law of Popular Participation” and has had important direct impact on health status as well
as possibly more important indirect positive impact through its ability to change the system

of loca government decision-making and planning that could aso be applied to other sectors.
The spread of SECI to other organizations in various parts of the country demonstrates that
others outside of the project value and use the methodol ogy.

H/PD should be further developed and studied in rurd Bolivia before it can be recommended
for expanson. H/PD was successful in some, but not dl Wawa Sana communities.
Geographic, population migration, climate, and many other chalenges contributed to less
ggnificant changes in nutritiond status than expected. Many communities enjoy the Hearth
mestings where they share and prepare improved recipes, and families have learned
improved child care attitudes and practices that contribute to heglthier, happier children.
Wawa Sana partners have begun to apply a PD approach to other aspects of their work which
provides a broader perspective of possible options that build on what is aready working.

BoliviaCS-16, Final Evaluation Report, Save the Children, December 2004



. Assessment of Results and I mpact of the Program

Presented below is asummary chart of the results of Wawa Sana. The chart is based on the
program objectives and indicators presented in the project’ s Detailed Implementation Plan (DIP)
with severd modifications that were gpproved by USAID based on recommendations from the
Midterm Evauation.
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II.A. Results Summary Chart

Result Objective Final Evaluation Results Comments
R-1: Improved Three RHDs incorporate Yes. All hedth personndl SECI data is community based
capacity of SECI data, discussion, and interviewed expressed gppreciation aurvelllance data, which is different from
APROSAR and | plansinto didrict info. for the manner in which hedlth service production data. The latter is
threeRHDsto | andyss(CAI) meetings information is presented through required by the MOH to report in the
support SECI, making it easier to nationd hedth information system. As
community understand and use for decison long as survelllance data are not required
activitiesand making. as part of the nationa system, motivation
implement to incorporate them will be sporadic. SC
innovaive Theinformation from the Promoter requires greater advocacy efforts to reach
culturdly is not incorporated into the SNIS thisgod.
acceptable CS now, but is used in the CAlsfor
approaches. locd analyss and decison-making.
The SNIS requires daily reporting
which isimpossiblefor the
Promoter to provide. Promoters
provide information only monthly.
60% of Promoters and Yes, patidly Ingability of saff (high levels of rotation)
Auxiliaries demongrate good and Promoters make it difficult to ensure
killsin co-facilitating SECI that dl Promoters and auxiliaries
meetings (Carpetas) demonstrate good skills.
60% of permanent MOH staff Yes
demondtrate good skillsin co-
fadilitating IMCI training
R-1: All APROSAR trainers Achieved.
APROSAR’s demongtrate competency in
capacity to CB-IMCI, SECI, and H/PD
support training of Promoters
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Result Objective Final Evaluation Results Comments
support 80% of Promoters have No. Packets are no longer provided to Bolivia
community adequate supply of ORS free of charge and even though the
activitiesand universal hedth insurance covers the cost
implement for the child under five, confusion about
innovative payment schemes and policies that
culturaly prohibit Promoters from distributing basic
acceptable CS medicines limit Promoter access to the
approaches packets. (Seepage_for more
improved. discussion.)
R-2: 75% of SECI communities Achieved. Nearly dl SECI
Communities have action plans with service communities have action plans
capacitiesin the providersto address CSneeds | dthough not dl are formdly
3 RHDsto written.
identify and
effectivey
address priority
hedlth needs of
children under 5
improved.
75% of communitieswith Achieved. All communities have had at least one
action plans have action plan implemented during the year.
implemented the plan About 70% of these plans are related to a

training or information sesson with MOH
hedlth staff. 20% are rdated to commundl
action, mainly building some very smple
fadlity for recelving MOH geff vistsfor
growth monitoring and corsultation in the
village. 10% are related to advocacy
activitiesfor leveraging funds for their

village.
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Result

Objective

Final Evaluation Results

Comments

40% participants in CS-16-
related community mestings
arewomen

Achieved. Infact, over time,
women'’s participation has
increased so much that it has
overtaken men's participation. Staff
began to concentrate on ensuring
men’s participation for decison
making, so that women'sand
children’s hedlth issues are not
considered “women’ s business’
only. To address this development,
some communities now schedule
two SECI sessions, one at the
generd community assembly a
which men are the main actors, but
at which women are often present,
and one meeting primarily for the
women S0 that they have agreater
rolein the information sharing,
planning and decision-making
process.

IR-5: SC/B
capacity
demongtrated in
CB-IMCI, SECI,

100 % of APROSAR and
MOH gaff in CS-16 have
coordinated activitieswith SC
gaff inthelast 6 months

Yes.

Verified through monthly and quarterly
meeting minutes and plans.
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Result Objective Final Evaluation Results Comments
CB-IMCI, SECI, | SC/B advocates for effective Yes. SCisan active partner at the nationd
and H/PD implementation of child With al NGOsthat are usng Title MOH leve, participating in the Strategic
capacity building | hedth a public and NGO I1 funding, SC has advocated for plan for child hedth and as nationd
of CS-16 levels effective implementation of child consultant for the new verson of IMCI
partners and hedthin their programs based on materids.
advocacy. its experience with Wawa Sana.
SC was the leader in the
devel opment of the new community
IMCI materids. In Colombia,
Ccoya Sgjas presented the Wawa
Sana experience to hedth
professonds by invitation from
PAHO. Caroline de Hilari isone of
the leaders of the CORE group in
child hedth. Within SC, Wawa
Sand s experience with SECI was
incorporated into the Saving
Newborn Lives project, Title Il and
Environmenta Hedlth and Hygiene
projects.

R-3: Increased | 60% of 12-23 month olds Achieved at 65%. KPC survey, 2004.

use of key CS have meadesimmunization

sarvices and measured by vaccine card

improved CS 60% coverage of DPT3 or Achieved at 85%. KPC survey, 2004.

practices at Pentavdent 3 in children 12-

household leve 23 mos. measured by vaccine

inthe 3 RHDs cadindl CS 16

municipdities’

5 Thisindicator was originally stated in the DIP as “80% or more DPT3 coverage of infantsin all CS-16 municipalities” but was changed after the MTE. Wawa

Sana achieved this original objective with 90% of infants under one year in participating municipalities receiving DPT3 (SNIS data).
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Result Objective Final Evaluation Results Comments
50% of 12-23 month olds Achieved at 84.5% (KPC, 2004) During the last year there gppears to have
received one or more Vitamin been a problem with regigtering Vitamin
A capaulesin last year as A and other services (vaccination) on
verified by card child hedlth cards so the KPC is lower
than what is reflected in the services
records.
50% of mothers of 6-23 Achieved, 54% increased fluids Thisindicator has improved notably since
month oldswith DD in lagt with DD. (KPC) basdine. (Information was also
two weeks report feeding confirmed reviewing CB-IMCI records of
increased fluids during DD. Promoters.)
23% annud increesein total Achieved. Nationd Hedlth
<5 respiratory infection cases Information System data reported
treated by CS-16 facilitiesand | an 80% increase from 2002 to 2003
Promoters. in suspected pneumonial
respiratory infections seen by hedth
services and Promoters. (From
2001 to 2003, the increase was
224%.)
75% of CS-16 populationis Yes.
within aone-hour walk of
facility or IMCI-trained
Promoter.
80% of communitieswith Yes.
pop. over 80 have CB-IMCI-
trained Promoter or MOH
fadlity
IR-2: Improved | 80% of CS-16 ARI-trained 86% knew three or more danger
quality of Promoters pass PCM sgnsfor ARI, 46% knew what to
selected CS knowledge and skills test. do in case of severe ARI and 47%
savicesinthe knew mogt, but not dl, actionsto
three RHDs. take in case of severe ARI.
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Result Objective Final Evaluation Results Comments
80% of CS-16 CDD-trained Achieved, 90% knew three or more
Promoters pass CDD danger sgnsfor dehydration. 66%
knowledge and skills test. knew dl actionsto take, 28% knew
some but not al actions to take.
IR-3: Increased | 40% of mothers of children Achieved, 62% reported that help KPC survey, 2004
caretaker under two years old report should be sought if their child has
knowledgeand | that help should be sought if “fast and agitated breething.”
awar eness of their child has “fast and
selected CS agitated breathing.” (17%)
ISSues. 25% of mothers of children Achieved, 47% reported that help KPC survey, 2004.
under 2 years report that help should be sought if their child's
should be sought if ther “thorax is sunken” (chest
child's“thorax is sunken” indrawing).
(chest indrawing) (2%0)
Documented Feadibility: Edimated Edtimated margind cost for dl CS Cogt Study, S. Santosham. (2004).
feasbility and margind cost of human 16 communitieswith CB-IMCI for
results of resources and supplies for three years a the time of the study
implementing service ddivery and support was $117,770, or $1,682 per
CB-IMCI** for implementation of CB- community.

IMCI approach.***

PCM/Use: 23% annud
increase in # of <5 pneumonia
cases treated by CS-16
facilities and Promoters.*

Achieved. Nationd Hedlth
Information System data reported
an 80% increase from 2002 to 2003
in suspected pneumonial

respiratory infections seen by hedlth
services and Promoters. (From
2001 to 2003, the increase was
224%.)
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Result Objective Final Evaluation Results Comments
PCM/Qudlity: % of PCM- 86% knew three or more danger
trained Promoters passing ggnsfor ARI.  46% knew what to
pneumonia knowledge and doin case of severe ARI and 47%
skillstest. knew most but not al actionsto
take in case of savere ARI.
PCM/Avallahility: 75% of The origind project indicator Sated that
CS-16 population iswithin a the Promoters could treat with
1-hour walk of facility or cotrimoxazole. APROSAR Promoters al
trained Promoter. have adequate stock of cotrimoxazole
because of an indtitutiona agreement they
negotiated with the MOH. Most other CS-
16 Promoters do not manage
cotrimoxazole due to MOH policy
resrictions that CS-16 was not able to
change during the life of the project.
Locd CS-16 negotiationsto alow
Promoters to manage cotrimoxazole were
successful in severa cases where distance
to the nearest hedlth post was two hours or
more,
Documernted Feashility: Edtimated Edtimated margind cot for dl Codgt Study, S. Santosham, 2004.
feasibility and margind cogt of human communities with H/PD & thetime
results of resources and supplies for of the study was $102,495 or
implementing service ddivery and support $6,833 per community.
H/PD ** for implementation of H/PD

approach.***
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Result

Objective

Final Evaluation Results

Comments

Nutrition Status/'sugtainability:
30% decrease in 6-35 month
oldsin H/PD communities <-

27 weight-for-age (pre-post).

Red Norte: “EF’ status decreased
from 9% to 5% of dl childrenin
H/PD communities. In control
communitiesin thisarea, “EF’
status increased from 9% to 10%.

Red Azanake: “EF’ gatusin H/PD
communities decreased from 8% to
4%. In control communitiesin this
aea, “EF’ datusincreased from
8% to 9%.

While these results are somewhat
encouraging, the numbers of
children participating are smdl, the
drop-out rate high and differences
may not be sgnificant.

In Red Norte, the improved nutritiona
dtatus was maintained and even continued
to improve one year after the Hearth
sessions had formaly ended. Thiswas
not the case in the Red Azanake, where
improvements reverted back to previous
rates after one year.

Documented
feashility and
results of
implementing
SECI .**

Feasbility: Estimated
margina cost of human
resources and supplies for

Estimated margind cogt for dl CS-
16 communities with SECI over
three years at time of the cost study

service ddivery and support was $184,801 or $1,945 per
for implementation of SECI community.
approach.***

Cost Study, S. Santosham, 2004.

Community capacity: 75% of
SECI communities have
action plans with service
providersto address CS
needs.

Achieved. Nearly dl SECI
communities have action planswith
service providers. Some are not
written formaly, but appear in
meseting notes.
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Result

Objective

Final Evaluation Results

Comments

RHD capacity: 3 RHDs
incorporate SECI data,
discusson, and plansinto
didrict information andyss
(CAI) mestings.

Achieved. All threedidricts use
SECI data and presentation/anaysis
methods regularly in their CAl
mestings.

SECI data are not dways incorporated in
the nationd hedth information system
reporting since there is no mandate to
include thisinformation. Didtrict and
other hedth personnel have commented
that SECI information is very important
and helpful to them at the operationa
level. There are anumber of systemic
barriers to induding community level data
in the nationa system. Thisisdiscussed
further on page 65 of this report.

EPI/Use 60% of 12-23 month
olds have meades
immunization measured by
vaccine card (27%).

Achieved. 65% of 12-23 month
olds have meadesimmunization
messured by vaccine card.

KPC survey, 2004.

EPI/Use: 80% or more DPT3
coverageininfantsindl CS
16 municipdities*

Achieved. 90% of infants
completed the Pentavaent vaccine
seriesin CS-16 municipdities.

SNIS datafor 2003.

MOH or other PVO/NGO has
written plansfor
implementation of SECI

and/or H/PD in two other
RHDs.

Achieved. See map of expansion of
SECI and H/PD in Boliviafor
details (pages 32 & 37).

* CS-16 indicator corresponds to MOH HIPC indicator.

*x With regard to these three strategies, the end-of- program objectives are to document the feasibility and results of implementing
the strategy. However, dl indicators, except those for feasbility, dso have numeric end of program objectives described in the tables
above on cgpacity building, sustainability, and/or CS-16 interventions.

***  Thisisintended to estimate the additiona cost to another organization of implementing this gpproach over afour-year period
in an areawhere the organization dready has ongoing development activities.
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I1.B. Results: Technical Approach
11.B.1. Project Overview

Thisfour-year Child Surviva-16 Program, Mabilizing Communities and Health Services for
Community-Based IMCI: Testing Innovative Approaches for Rural Bolivia, reflected the
conviction that the two most important contributions which Save the Children (SC) can make
towards improving child survivd in Boliviaare: (1) Documenting the feasibility and results of
implementing innovative gpproaches to improving community capacity to identify and
effectively address priority child health needs, which have excdlent potentid for “ uptake’ by
other organizations and improving child surviva programming in other areas of Bolivia, and; (2)
partnering with the MOH and NGOs at the digtrict-leve to improve their capacity to support
community activities and to implement innovative culturaly acceptable approaches to child
aurvival. CS-16 dtaff decided to name this project Wawa Sana, reflecting the sit€' s cultura
Setting, “sana” meaning “hedthy” in Spanish, and “wawa” “child’ in both Aymara and Quechua.
The CS-16 ste covers 445 communities with atotal population of 104,500, including 13,500
children under five, in three Rural Hedlth Didtricts of Oruro Department on Bolivia s Altiplano.
The Program is designed to address high under-five mortdity in this Ste, estimated at 109 deeths
per 1,000 live births, associated with pneumonia, diarrhea, malnutrition, and immunizable
diseases; in a population with low use of hedth services and hedlth information, and current
hedlth services which do not meet the promotive, preventive, and curtive hedth needs of the
population. Because this Stuation applies to much of rurd Bolivia beyond the Program site, SC
will test solutions through CS-16, which if found feasible and successful, will be promoted for
gpplication in other areas of the country through SC's partners and collaborating organizations.
SC will work with four CS-16 partners, the site' sthree MOH Rural Hedlth Didricts, and a
Balivian NGO, APROSAR, to implement four child surviva interventions:

Nutrition and Micronutrients (30% of intervention-specific effort),
Pneumonia Case Management (30%),

Control of Diarrhed Disease (20%), and

Immunization (20%).

SC/B documented the feagibility and results of implementing these four interventions through
three innovative approaches to child surviva in Bolivia

1. Community-Based-IMCI (CB-IMCI), focussed on training and supporting volunteer Rurd
Hedth Promoters to provide selected child survival servicesin their communities, based on
the PAHO CB-IMCI materias recently adapted for Bolivia, while supporting concurrent
MOH implementation of IMCI at hedth facilities;

2. The Hearth modd using a Positive Deviance approach (H/PD) to sustainable community-
based rehabilitation of manourished children and prevention of manutrition, building on
SC's recent experience piloting H/PD for the first timein Boliviaand building on SC's
success with this gpproach in other countries. If successful and cogt-€ffective in CS-16, H/PD
has good potentia for “uptake’ by other organizations and reducing childhood manutrition in
other areas of Bolivia
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3. The Community Epidemiology Survelllance System (SECI), recently developed by
SC/Baliviato promote joint collection, andys's, and use of hedlth information by hedlth
providers and communities to address loca hedth needs, will be scaled-up through CS-16
based on SC'sinitid success in ten communities of rura Oruro. SECI has great potential for
improving utilizetion of hedlth services on alarge scdein Balivia, if the approach continues
to be successful and feasible following implementation throughout the CS-16 site.

The CS-16 design reflects SC/Bolivia experience and expertise with the community-leve
implementation of dl four CS-16 interventions, builds on recent innovative SC work with H/PD
and SECI in one of the hedlth digtricts of the CS-16 site, responds to Bolivian MOH and PAHO
interest in working with SC to begin implementation of CB-IMCI activities, and responds to
community-defined prioritiesidentified through SECI. The Program builds on recent SC/Bolivia
partnerships with one of the MOH Rura Hedth Didtricts (RHDs) and with APROSAR, and

reflects extendve discussions with the other two RHDs, and with the MOH and PAHO in La
Paz. CS-16 Godsincdude

A sugtained improvement in nutrition gatus of 9x to 35-month old childrenin H/PD
communities (which will be documented through CS-16);

A sugtained reduction in under-five mortdity in the three hedth districts, and

Innovative CS-16 gpproaches inform policy and improve programming in other aress of
Bolivia

These goals were to be achieved through the CS-16 Results of:

Improved capacity of APROSAR and the three hedlth digtricts to support community
activities and implement innovative, culturaly acceptable child surviva approaches,
Improved capacity of communities in the three hedth didricts to identify and effectively
address priority hedlth needs of children under five;

Increased use of key health services and improved child survival practices at the household
leve in the three hedlth didricts, and

Uptake of successful innovative gpproaches by other organizationsin Bolivia

These Results were to be achieved through the CS- 16 Intermediate Results of

Demondirated SC/Boalivia capacity in CB-IMCI, SECI, and H/PD capacity building of CS-16
partners and advocacy;

Documented feagibility and results of implementing innovative CS-16 approaches,

Increased availability of selected child surviva servicesin the three hedlth digtricts;

Improved quality of sdlected CS services in the Program site; and

Increased caretaker knowledge and awareness of selected child survival issues.

The Balivia CS-16 Program was funded from September 30, 2000 through September 29, 2004
through a$1 million “New Program” grant from USAID/BHR/PVC, matched by a$1 million
cost-share from SC.
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11.B.2 Progressreport by intervention area
a. Nutrition and M icronutrients

The nutrition intervention was implemented as outlined in the DIP in accordance with MOH and
international standards. Indicators and results for thisintervention included:

50% of 12-23 month olds received 2/more Vitamin A capsulesin last year as verified by card®.
This objective was achieved with 85% of 12-23 month olds having received at least one
Vitamin A capsule as verified by the child hedth card. Wawa Sana team members indicated
that during the last year they identified problems with registering Vitamin A distribution and
vaccinations on the child hedlth cards, so they estimate that coverage is actualy even higher
than 85%.

30% decrease in 6-35 month oldsin H/PD communities below —2Z weght-for-age (pre-post).
This objective was achieved. Inthe Red Norte, “EF” (-2Z) status decreased from 9% to 5% of
al children in H/PD communities. In control communitiesin thisarea, “EF’ datus increased
from 9% to 10%. Inthe Red Azanake, “EF’ status in H/PD communities decreased from 8% to
4%. In control communitiesin this area, “EF’ status increased from 8% to 9%. It isimportant to
note that the number of children participating was relaively low and drop-out rates were high
(see additiona information below) so this achievement may not be sgnificant. It isinteresting,
however, that nutritiond status in control communities worsened dightly over the sametime
period.

50% of the nutritiond status impact on % of dl 6-35 month olds below -2Z WFA is sustained
one year after the end of Hearth sessons. Improvementsin children’ s nutrition in participating
communitiesin the Red Norte appeared to be sustained and even improved upon one year after
termination of the Hearth sessions whereas improvementsin children’s nutritiond stetus in the
Red Azanake appeared not to be sustained, but reverted back to a status similar to basdline.
Children participating in Hearth sessionsin Huanuni were not measured after one year. Again, it
isimportant to note that the numbers of participating children were low and drop out rates,
especidly in Red Azanake, were high.

The MTE recommended that two additiona indicators presented in the DIP relating to reduction
in severe manutrition be omitted because of the low prevaence (0.5-1%) of severely
malnourished children in the project area. The focus of the intervention was shifted to improving
household practices to prevent malnuitrition.

The principd activities for this intervention were:

® Thisindicator was originally presented in the DIP as “85% of 12-23 month olds with cards got 1/more Vitamin A
capsulesinlast year”. It was changed at mid-term to “50% of 12-23 month olds received 1/more Vitamin A
capsulesin last year as verified with card.” The baseline of 64% did not verify using the child health card (only
48% of children in the baseline KPC had a child health card as compared to 95% for the final KPC) so results were
higher than they would have been; thus the indicator was changed.
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Training for SC/B, APROSAR, and MOH staff, and Promoters in the Hearth/Positive
Deviance methodology;

Coordination with Municipa and locd authorities, MOH and other NGOs,

Access to services viatrangportation and to suppliesi.e. Vitamin A;

Community education for improved knowledge and practices through Hearth cooking
sessons, Promoter home vidits and community didogue during SECI meetings, and
Integration with the IMCI framework.

Traning:

SC/B received technica support from LINKAGES through their involvement in PROCOSI as
part of a nationd effort to improve breastfeeding and complementary feeding practices.
LINKAGES provided atwo-day training for 12 SC/B and three APROSAR gaff. Thistraining,
on bresstfeeding, introduction of foods, negatiation skills, and home visits, was replicated by
Wawa Sana g&ff in a series of three-day training courses for 98 Promoters, 11 MOH staff, and
eight people from other NGOs. Promoters received an excdlent qudity manua and materias on
al training topics. [The process lacks follow-up to insure qudlity implemertation.]

US-based and La Paz SC/B staff conducted a course on anthropometric measurement for 15
SC/B Wawa Sana gtaff. All participants received a manua outlining standard procedures. SC/B
and partner saff aso received training on the nutritive vaue of foods, IMCI, and the H/PD
srategy. Approximately 48 Promoters and 50 representatives from other NGOs were trained in
H/PD. The three SC/B Didtrict Coordinators recelved extensve traning with Jerry Sternin (15
days) on PD inquiry.

Supply of Vitamin A:

The supply of Vitamin A continued to be ungtable following the MTE due to severd logitica
and management factors including supplies remaining in the central warehouse for lack of
transport and coordination with health services, confusion about who needsto pay for and
digtribute the supplies. For example, the role of the Promoater in digtributing Vitamin A is ill
not well defined.

Community Education:

During interviews with Promoters and community groups al groups mentioned at least some of
the sgns of malnutrition. Thereis generd agreement about the importance of weighing children
to see if they are manourished.

Successes, Lessons Learned and Recommendations

Mothers and project staff interviewed during the eva uation spoke about the importance of
nutritious foods such as avariety of vegetables, as wel as the importance of ensuring adequate
caories, reflecting a change in content of community education resulting from the MTE
recommendation that families focus on increasing caories aswdl asvitamin-rich foods. They
a0 dated that learning new recipes, cooking and eating together stimulates children to eat more
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and helps families learn to feed and take better care of their children. Mothers noted
improvements in their children’s energy level, appearance, ability to play and learn and interact
with others. An important result of the Hearth sessions was that a number of mothers learned
about the vaue of playing with and demondirating affection to their children, simulating their
children’s overdl development and sdf-esteem. All communities interviewed sad thet they
learned that their children can be well-nourished by egting loca foods, when these foods are
prepared in gppropriate ways in sufficient quantities.

There were many chalenges implementing the H/PD methodology in the isolated, sparsaly
populated areas of Oruro in Baliviaincluding: not identifying sufficient numbers of severdy and
moderately malnourished children within a reasonable geographic area to form a group which
often led to including al community children in groups, distances that mothers and children had
to walk to meet for the Hearth sessions, the significant amount of time needed to carry out the
sessons, difficulties ensuring that dl manourished children actualy had access to the same
resources as “ podtive deviants’, harsh climate and agriculturd caendars that made it hard to
meet during parts of the year, difficulties identifying positive deviant behaviors and practices
when many families were doing Smilar things and when “positive deviants” may have been
practicing “negative’ behaviors and “ negative deviants’ may have been practicing “pogitive
behaviors’. These challenges and project responses are presented in the next section on “ Cross-
cutting Approaches’.

b. Pneumonia Case Management

The PCM (Pneumonia Case Management) intervention was implemented in accordance with
MOH and internationa standards and essentidly as outlined in the DIP. The indicators for this
intervention, baseline and find results follow with discusson related to each.

1. 90% of APROSAR Promoter s have adequate supply of cotrimoxazole

This objective was achieved. Of the 23 Promotersinterviewed, 14 non APROSAR and 1
APROSAR Promoter for atota of 15 (65%) reported they did not have adequate stock of
cotrimoxazole and Sx APROSAR and two nont APROSAR for atotal of 8 (35%) reported that
they did have adequate stock. APROSAR management staff reported that nearly all APROSAR
Promoters have adequate stock of cotrimoxazole. However, most other Wawa Sana Promoters
outsde of APROSAR did not have access to cotrimoxazole due to MOH policies that do not
permit Promoters (outside of those who have specific permisson through forma agreements
with the MOH, such as APROSAR' s agreement), to administer even basic medicines. Inafew
cases where the distiance from a community to the hedth facility was severa hours avay, and
where health service staff was open to an enhanced role for Promoters, Wawa Sana staff was
able to negotiate permisson for Promoters to distribute cotrimoxazole when they identified
pneumonia.

2. 23% annual increase in total <5 pneumonia cases treated by CS-16 facilities and Promoters.

Wawa Sana achieved and surpassed this objective with an annua increase of 80% from 2001 to
2002 and 2002 to 2003 for atotal two-year increase of 224% in CS-16 municipdities based on
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nationa hedth information system data. Interviews and focus group discussions indicated that
families were aware of danger sgns of ARI through their participation in SECI sessons, home
vigts with Promoters, and other community education efforts such as hedth fairs and radio
programs. Additiondly, the increased community contact and improved relations with health
sarvice providers through these activities and the presence of atrained Promoter in the
community that served as a bridge to the formal health service improved referral and the number
of families who sought treatment.

3. 80% of CS-16 ARI-trained Promoters pass pneumonia knowledge and skills test

86% of al Promoters knew three or more danger signsfor ARI.  46% knew dl actionsto take as
described in the CB-IMCI protocols and 47% knew most but not dl actions to take in case of
pneumonia.

4. 80% of caretakers of children recently treated by CS-16 facilities/ Promoters report correct
dose and course of cotrimoxazole for pneumonia.

Thisindicator was dropped after the MTE found that it would be very difficult to measure.

5. 40% of mothers of children under 2 years report that help should be sought if their child has
“fast and agitated breathing.” (The original objective in the DIP was set too high at 75% and
was lowered to 40% after the MTE.)

This objective was achieved, with 62% of mothersin the KPC survey reporting that help should
be sought if their child has “fast and agitated breathing” compared with 17% &t basdine.

6. 25% of mothers of children under 2 yearsreport that help should be sought if their child’'s
“thorax issunken” (chest indrawing). (The original DIP indicator was set too high at 50% and
was decreased after the MTE.)

This objective was achieved, with 47% of mothers reporting that help should be sought if their
child's “thorax is sunken” (chest indrawing) compared to a basdline of 2%.

The principd activities for this intervention were:
Training for SC/B, APROSAR, and MOH gaff, and Promoters;
Coordination with Municipa and locd authorities, MOH and other NGOs;
Access to services viatrangportation and to suppliesi.e. Cotrimoxazole;
Community education for improved knowledge and practices, and
Integration with the IMCI framework.

Successes, Lessons Learned and Recommendations
The number of children with ARI treated by hedlth service providers and Promoters clearly
increased over the life of the project as families became more aware of danger signs, Promoters

initiated their work with home vidits, and hedlth service providers developed reationships with
and were more present in the communities, on average once a month.
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At the nationd level, a decison was made to refer children for trestment when they have a
“savere cough” rather than focusing on rapid bresthing and chest indrawing. The CB-IMCI
materids and information system reflect this decision and have created more emphasison
education and monitoring around a danger 9gn that is rdatively subjective and not asindicative
of pneumonia as rapid, agitated bresthing and chest indrawing. Thisis unfortunate and may
have contributed to over treatment of bad colds with cotrimoxazole. During this evauation, we
did not review treatments of specific cases but thisis an areathat may be explored in the future.
Wawa Sana’s experience demondtrated that many families and Promoters can recognize fadt,
agitated breathing and chest indrawing. Thereis enough evidence in other countries of the world
that community level volunteers can identify and appropriatdy treat pneumoniathat WHO has
issued a statement of support for community level intervention. We recommend that program
and policy decison makers reconsider the ARI/IMCI classification of “severe cough” in favor of
“pneumonia,” and focus on “fast breathing” (localy used term in the CS-16 Steis“fast and
agitated breathing”) as the 9gn of pneumonia and “chest indrawing” asthe 9gn of severe
pneumonia. Additionaly, we recommend community level accessto trained Promoters of
cotrimoxazole, particularly in communities that are more than one hour away from hedth service
fadlities

Hedth service providers and mothers mentioned that the cotrimoxazole available through the
MOH isin tablets and must be crushed and dissolved to give to children. The tablets are bitter
and children often refuse to swallow the medicine. Cotrimoxazole syrup isavalable in Bolivia,
but istoo costly for the MOH to purchase and there are no plans to change the tablets to syrup in
the near future. Providers should try to identify appropriate ways to make the tablets more
paaableto children. There are likely avariety of solutions that parents have found and could be
shared with others,

The most important lesson learned in other countries and in Bolivia as demongtrated by
APROSAR regarding ARI treatment is that trained Promoters can effectively trest pneumonia
with cotrimoxazole and that the MOH policy of not alowing Promoters access to cotrimoxazole
(when in fact, anyone can go into a pharmacy and purchase cotrimoxazole without a
prescription) is likely costing children in isolated areas their lives. We recommend that the
MOH reconsider this policy, especidly in communities where hedlth facilities are more than an
hour away, recognizing the importance of good training.

Findly, the referral systlem was improved when Wawa Sana introduced referral cards (SC
developed one and APROSAR developed another, more pictoria version). However, counter-
referrd, in gite of having a counter-referral section on the referral card to send back to the
Promoter, did not work. Hedlth service providers often did not send the card back at al, or sent
it late so that it redly did not serve its intended purpose.

C. Control of Diarrheal Disease (20%)
The CDD (Control of Diarrhed Disease) intervention was implemented in accordance with

MOH and internationa standards and essentidly as outlined in the DIP. The indicators for this
intervention, basdine and find results follow with discusson reated to each.
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1. 50% of mothers of 6-23 month olds with DD in last 2 weeks report feeding increased fluids

during DD. (The original DIP indicator of 75% was reduced to 50% after the MTE indicated
that it was too high.

This objective was achieved with 54% of mothers of 6-23 month olds reporting having increased
fluids with diarrheal diseases compared with 21% at basdline as assessed by the KPC survey.
Thisindicator improved notably and was verified through review of CB-IMCI Promoter records.

. 80% of CS-16 CDD-trained Promoters pass CDD knowledge and skills test

90% of Promoters knew three or more danger signs for dehydration. 66% knew al actions to
take and 28% knew some but not al actions to take based on the CB-IMCI protocols.

. 80% of caretakersrecently counseled on DD by CS-16 facilities/Promoters report following
three DD home care rules

Thisindicator was omitted after the MTE recommended that it be dropped because it would be
very difficult to messure,

The principd activities for this intervention were:

Training for SC/B, APROSAR, and MOH gaff, and Promoters,
Coordination with Municipa and local authorities, MOH and other NGOs,
Access to services viatransportation and to suppliesi.e. ORS,
Community education for improved knowledge and practices, and
Integration with the IMCI framework.

Successes and Lessons Learned and Recommendations

Traning:

All IMCI trained Promoters participated in afour-hour sesson on diarrhea
Accessto ORS:

Of continued concern since the MTE was the lack of availability of ORS via Promoters. During
the MTE, only 1 of 16 Promoters (6%) interviewed had ORS. All of the auxiliary nurses and area
doctors had a supply of ORS. During the fina evauation, 6 of 23 Promoters (26%) interviewed
had ORS, an improvement since the mid-term, but still not adequate. The nationa policy

recently changed so that now health services and Promoters must purchase the ORS packets.
The minimum cost is how Bs 2 but can reach Bs 8 (approx. US $1) in pharmacies. Children
under five recelve the packets free of charge only if they go to the forma hedth service o that it
can be reported to the municipdity through SUMI. This has limited Promoters’ accessto ORS
packets. Most APROSAR Promoters till maintain their stock, but they are having difficulty
sling the packets to be able to replenish their stock.
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Community education:

In interviews with community members and Promoters, there appeared to be agood level of
knowledge of danger Sgns of diarrhea.

During focus group discussions, some communities commented that they noticed a decreasein
the numbers of children with diarrhea and they atributed this to better hygiene (washing hands,
disposing of waste).

d. I mmunization (20%)

The Immunization intervention was implemented in accordance with MOH and internationa
gandards and essentidly as outlined in the DIP. The indicators for this intervention, basgline
and find results follow with discussion reated to each.

60% coverage of DPT3 or Pentavalent 3 in children 12-23 months measured by vaccine card in
all CS16 municipalities. (Thisindicator was originally stated in the DIP as*“ 80% or more
DPT3 coverage of infantsin all CS-16 municipalities’ but was changed after the MTE.)

This objective was achieved a 85% compared with a basdine of 32%. We dso reviewed the
SNIS data (see the below Table) that indicated an average Pentavalent 3" Dose coverage of 90%
inthe CS-16 municipdlities.

SNIS Data on Pentavalent 3" Dose given to infants
(MOH infant population estimates under one year ~ 2.2% of total population)

B Municipality 1 2001 | 2003 ~
Antequera 69% 92%
Pazfia 69% 94%
Poopd 76% 89%
Caracollo 85% 95%
Challapata 82% 100%
Santuario de Quillacas 81% 68%
Eucaliptus 82% 98%
Huanuni 74% 94%
Machacamarca 90% 94%
Huayllamarca 97% 93%
Pampa Aullagas 84% 80%
Santiago de Huari 7% 75%
Totora' 110% 101%
Mean municipal coverage 83% 90%

2. 60% of 12-23 month olds have maternal history or card for measles immunization.

" SNI'S popul ation denominators are projections based on national census data. Due to the high migration in Oruro,
SNIS coverage rates may appear to be impossibly high, as presented in Totora.
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This objective was achieved; 65% of 12-23 month olds had mead es immunization measured by
vaccine card as compared to 27% at basdline.

Principd activities for immunization included:

Creation of demand for services through education, follow-up of child immunization atus
and community hedth meetings using SECI;

Use of SC/B vehicle for transportation of MOH gtaff to isolated communities to provide
immunization and other hedlth services; and

Integration within the IMCI framework.

All hedlth centers and posts had basic supplies for immunization activities; vaccines, thermoses,
syringes, €tc.

Each of the three digtricts was provided with avehicle, adriver and fud. Thevigting team
includes a nurse from the Digtrict who provides vaccinations and does growth monitoring, a
doctor to treat sck children and adults, a nurse from SC/B to facilitate group education or SECI,
and sometimes the Didtrict dentist.

Successes, Lessons Learned and Recommendations

Hedth providers, Promoters and communities attribute the notable improvement in coverage to
increased awareness of low coverage rates and the importance of vaccinesto prevent illness and
coordination with hedth services through SECI sessons (see “ Cross-cutting Approaches’
section for more details on SECI), home vigits by Promotersto identify children in need of
immunization and to encourage parents to take their children, and increased presence of hedth
service providers in the communities due to better scheduling, and logistical support with
transport and/or gasoline. In severa focus groups with communities, community members
commented that they now fee more comfortable going to hedlth services since they know the
providers better and know what to expect. One particularly impressive achievement wasin a
community that had almost no children vaccinated when Wawa Sana began because of religious
beliefs. Through SECI presentations and discussion, the community redized that their children
would be hedthier if they were vaccinated and they ultimately completed vaccinations for dl
digible children in the community.

I1.C. Results: Cross-cutting approaches

1. Community Mobilization and Communication for Behavior Change Wawa Sana’'s
three innovative approachesto improve child health

Inits effort to improve child hedth, Wawa Sana tested three innovative approaches.

Community Integrated Management of Child IlIness (CB-1MCI) by community
volunteer hedth Promoters,

Sistema Epidemiologico Comunitario I ntegral (SECI), acommunity hedth
information, planning and monitoring system; and
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Hearth/Positive Deviance I nquiry to improve the nutritiona status of children.
Wawa Sana aso employed other complementary cross-cutting gpproaches induding:

M ass media radio programs,

Training a al levels of the project;

Partner ships with the MOH, locd authorities, communities, theloca NGO APROSAR
and other inditutions, and

Advocacy.

This section discusses Wawa Sana’ s progress implementing these approaches, lessons learned,
and provides recommendations for the future. We have chosen not to separate “ community
mohbilization” and “behavior change communication” as indicated by the Find Evaudtion
Guidelines because Wawa Sana’s three innovative strategies integrated both. The map on the
following page shows the communities that implemented Wawa Sana’ s three strategies.

a. Community-Based I ntegrated M anagement of Childhood I1Iness (CB-IMCl)

IMCI isthe officid child hedth strategy in Bolivia. The MOH in Oruro began planning for the
implementation of dinical IMCI in 1999 with training initiated in 2000. Implementation went
much more dowly than expected and is till in process, complicated even further by the rapid
turnover of hedth gtaff, with some doctors and nurses staying as little as afew monthsin their
positions. SC/B facilitated training of MOH gtaff in both clinicd IMCI and CB-IMCI. In totd,
316 communities were implementing CB-IMCI at the time of the evauation. The MTE reported
that monitoring and supervision at that time were not functioning well with the mgority of hedlth
fadilities having had no supervisory vidtsat dl. Monitoring and supervison have improved
snce the mid-term since Wawa Sana’ s team arranged to conduct biannua supervisory viststo
hedlth facilities with the Hedlth Network Directors and other regiond level hedth saff. Wawa
Sana provided the trangportation for the vigts.

SC/B has been a very active member of anational IMCI working group, along with UNICEF,
PAHO, Plan Internationa and other NGOs. With funding from the CORE Group, and in
coordination with PROCOSI and BASICS, they have devel oped and tested attractive field
materias and approachesto CB-IMCI. The materids for Promotersto use during their home
visits were completed, printed, distributed and are in use now in the field. Most Promoters liked
the materias including atraining manud, a procedure manud and regigtration sheets, dthough
Promoters found one of the agorithms (Sheet #4) complicated and difficult to use. Promoters
who were interviewed adso mentioned that the process was sometimes long and they would like
to amplify it. Wawa Sana team members commented that it was unfortunate that the materias
were not yet available when the CB-IMCI training for Promoters was held since there had been
an unanticipated ddlay in printing. They recommend that in the future program planners ensure
that al materids be ready before scheduling training.

BoliviaCS-16, Final Evaluation Report, Save the Children, December 2004 24



CB-IMCI Steps
Wawa Sana implemented CB-IMCI using the following general steps:

1) SC/B La Paz staff planned IMCI workshops.

2) SC/B La Paz staff prepared training materials.

3) SC/B La Paz staff trained SC/B Oruro facilitators in [clinical] and CB-IMCI.

4) Promoters were elected by their communities, usually following an
introductory orientation and discussion about child health and the role of a
community volunteer health Promoter. Communities and project staff
established criteria for selection of the Promoter including ability to read and
write, ability to speak and understand the local language (Aymara or
Quechua), interest in the position, time available to carry out the Promoter’s
responsibilities and others. Most Promoters were men, however, some areas
selected women. Some larger communities selected more than one Promoter
to lessen each person’s workload. Some communities, especially those
working with APROSAR, already had identified Promoters prior to Wawa Sana.

5) Promoters were trained in CB-IMCI two phases of three days each.

6) Promoters implemented CB-IMCI home visits, applying what they learned
and using the materials.

7) Wawa Sana conducted formal refresher training in CB-IMCI on an annual
basis and informally in the field during monitoring visits.

8) SC/B, APROSAR and health service providers monitored Promoters on their
home visits and collected Promoters’ reports every month.

9) SC/B conducted a five-day training in clinical IMCI and CB-IMCI for health
service providers.

10) Health personnel co-facilitated CB-IMCI workshops for new Promoters.

11) Supervision of Promoters using monitoring forms.

12) Promoters presented their monthly reports to health services.

13) Promoters educated families in their communities.

Based on their experience, the Wawa Sana team recommended that future programs train hedlth
personnd first so that they can then co-facilitate training workshops for Promoters.

The MTE dated that alesson learned was that “ clinica IMCI needs to be functioning well first
before CB-IMCI can be introduced.”® Thiswould beided, however, in the case of Wawa Sana,
the nationa clinica IMCI training program was serioudy delayed, hedth service staff turnover
was, and continues to be very high, some of those trained are till having trouble grasping the
holistic concepts of IMCI, and the overall socio-cultural and politica context has been unstable,
often negatively affecting the implementation of many government programs, & least in the
short-term. If Wawa Sana had waited until clinical IMCI was functioning wll, it would Hill be
waiting to implement CB-IMCI today. Asit turned out, much was done a the community leve
through CB-IMCI in spite of the less than optima implementation of clinica IMCI. Even more
could have been done had more Promoters had access to basic medicines. (See discussionin
previous section above on cotrimoxazole and ORS))

A cogt study carried out by Shireen Santosham in 2004 estimated that Wawa Sana’s marging
cost of implementing CB-1IMCI was US $1,682 per community. This estimate does not include
basic organizationd operating costs such as office, vehicle, internationa and other basic

8 Report of the CS-16 Midterm Evaluation, October, 2002, page 10.
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expenses associated with having an office and operationsin rura Bolivia. 1t does include the
cods of training, materids, aff time, gasoline, vehicle maintenance, and other initid and
recurring program cosis.
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b. Sistema Epidemiologico Comunitario Integral (SECI)

The Bolivian Nationa Hedlth Information System (SNIS) was developed primarily to serve asa
nationa and regiond planning system and is Smilar to nationd hedth information systemsin
other countriesin Latin America. The system was designed to capture information from health
service Stes (hedth posts, hedth centers and hospitals) at the “aredl’ level (severa communities
served by a hedth facility). The information is then moved up avertica path to districts,
departments (tates) and findly the nationd level. The SNI'S was not designed to show the
hedlth problems and specific demands of each community. Hedlth planning was normaly done
by providers who applied set formulas to population variables. These formulas do not
differentiate communities, areas or didricts, al digtricts plan in the same way using the same
formulas. Although “Committeesfor Information Andyss’ (CAls) were ingtituted by the MOH
as part of the Bolivian government’ s policy to support popular participation at the digtrict leve,
community participation in these committees was limited to one or two representatives. The
CAlsare apodtive step, but often community representatives did not understand the information
presented and/or did not feed back this information to the broader community. Thus, prior to
Wawa Sana, the community did not actively participate in heath planning.

As mentioned above, the SNIS was designed to meet the needs of health service planners at the
nationd and regiond levels. Because of its facility-based orientation, the SNIS does not register
events that happen in the community such as deaths, births, pregnancies and illness when
patients do not seek care in afacility. To estimate prevaence rates, more complete community
data are needed in addition to service-based data A community hedlth information system thet
complements the SNIS can help to develop amore complete picture of acommunity’s hedth.
Hedlth information belongs not only to hedth care providers, but dso to the community
members who generate this information. Community members participation in the
interpretation and andlyss of the information is critical. Service providers working with
communities leads to better interpretation and understanding of the information which leadsto
better planning and grester community participation.

In 1997-98, prior to Wawa Sana, SC worked with loca health service providers and communities

to develop acommunity hedth information system that could provide hedth information to
community membersin aformat in which they could andyze and use to help improve
community hedth. Rlot testing of SECI began in 10 communitiesin Eucdiptus Didrict of
Oruro in September, 1998 and proved successful enough to merit further expangon through
Wawa Sana beginning in 2000.

SECI amsto increase the utilization of hedth services and improve household behaviors to
improve the hedlth status of women and children in rurd aress of Bolivia by increesng
communication between participating communities and hedth service providers through the use
of acommunity and facility-based hedlth information system to contribute to improved hedth
and by increasing participating communities and hedlth service providers ability to analyze and
use information to address community health problems.

SECI consolidates primary hedlth care data collected by community health Promoters and hedlth
service providers usng smple forms and community maps. The methodology facilitates
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increased communication between communities and hedth service providers firgt by bringing
Promoters and service providers together to consolidate the data. They then present the dataiin
easy to understand graphics (a hedlth flag that looks like the red, yelow and green Bolivian flag
and two cloth pictoria charts to which paper dolls can be attached) to the community so that
together, they can obtain and anayze new information about community hedth problems and
articulate hedith priorities that reflect the community’ s pergpective. The methodology buildsin a
series of anadyss questions and way's to present the data so that community members and service
providers can compare trends over time, monitor progress and determine where dternative
dtrategies are needed. Community representatives share the consolidated information, plans and
strategies that have been developed and other results of these community meetings at the district
level CAl medtings. As changes are implemented, the hedth information sysem helpsthe
communities and hedth staffs work together to monitor progress toward achievement of agreed
upon objectives and to make decisions on municipa and community resource alocation.

In addition to the cloth flag and charts, SECI materials include a user’s manud, a set of picture
cards with maternd and child hedlth problems and interventions, reporting forms and a software
package that was designed to be used by hedlth digtricts or, now, health networks. The software
package consolidates community level data from hedth Promoters with nationd hedth
information system service-based data and trand ates this more complete epidemiologica picture
into graphicsthat can be used with communities. Designed to be fun to use, the software
package helps service providers at the digtrict/network level andyze the data to help them plan
program strategies.

Everyone interviewed during the evauation viewed SECI as a powerful and effective way to
mobilize communities to take action to improve materna and child hedth. According to
communities, locd authorities, Promoters, hedth service providers, SC/B and APROSAR gff,
SECI’s methodology is easy to understand for everyone, regardless of hisor her level of forma
education. Gaining access to one's own community’ s hedth information sparks interest and
raises avareness of hedth issues. Many people interviewed attributed increases in vaccinaion
coverage, increases in care-seeking at forma health services and other hedth and
organizationd/management improvements in large part to SECI.

Wawa Sana implemented SECI in (156 communities (including urban “zones’)). Wawa Sana
actively tried to ensure at least 40% women's participation in SECI meetings. They were so
successful that by the end of the project team members were concerned about ensuring an
adequate level of men’s participation. Several communities addressed gender equity in
participation by holding two meetings each month, one at which primarily women would attend
and another at the generd monthly community meeting which is atended by more men, but
women would aso be present in some cases, dthough they often spoke less if at dl. Some
communities had previoudy viewed hedth as primarily a concern of women, but SECI sessons
helped to establish hedlth as a priority on the forma community agenda. Mothers are ill the
primary caretakers of children’s hedlth, but men in the community are dso involved in decison
meaking and in setting community priorities and have avitd roleto play in the SECI process.

SECI tools and processes were dso gpplied at the community level C.A L., the “ mancomunidad”
(multiple communities served by a hedlth facility) level information andysis workshops (T.A.L.S)
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and a the digtrict/network level information analysis meetings. While SECI data were not
systematicaly incorporated into the SNIS, they were used for loca and regiona decision
meaking, planning and monitoring.

N

10.

11.

12.

SECI Steps

Wawa Sana implemented SECI by taking the following steps:

SC/B Oruro staff were trained in SECI.

SC/B Oruro staff trained health service providers in SECI.

Local authorities and health service providers coordinated to organize
community elections of health Promoters.

SC/B and health service providers trained health Promoters in SECI
during a 3-day workshop.

Health Promoters and their communities determined how large the
community population was for SECI through a census and
development of acommunity map.

Promoters collect information on health events in the community
every month during home visits, at market days and other community
events.

Promoters and health service providers consolidate their data at the
end of each month.

Promoters, communities and service providers determine the date for
the SECI “planning together” session.

All actors carry out the planning together session at the appointed
time.

Communities develop Action Plans with service providers and
Promoters.

Communities and service providers monitor progress on their Action
Plans (return to step 6).

Conduct two to three, two-day refresher training courses, once a year
is recommended.

The 2004 Cost Study estimated that Wawa Sana’s margind cost of implementing SECI was US
$1,945 per community. This estimate does not include basic organizationa operating costs such

as office, vehicle, internationa and other basic expenses associated with having an office and

operationsin rura Bolivia It doesinclude the cods of training, materids, saff time, gasoline,

vehicle maintenance, and other initial and recurring program costs.

SECI’s methodology and materials have been adopted in full or adapted in part by more than 15
organizations in Boliviaincluding APROSAR, part of the MOH Azanagque Network, CEPAC-

Santa Cruz, Esperanza Boliviain Tarija, and PCl in Cochabamba (see map below for the
organizations and where they have implemented SECI).
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Lessons Learned and Recommendations

SECI isapowerful, effective and feasible methodology to mobilize communities for hedth.

It effectively put into practice the Bolivian “Law of Popular Participation” and has had
important direct as well as possibly more important indirect positive impact through its

ability to change the system of local government decision-making and planning that could
also be applied to other sectors.

SECI was effective because it is pecific, participatory, objective, educationa and helps
people analyze their own hedth stuation.

SECI does't function well without the commitment and work of the Promoter and hedlth
service providers.

In hedlth sectors (facility centered) and in some areas (multiple facilities) they have adopted
the SECI methodology to usein their CAls.

Thereis srong demand to continue using SECI. No forma measure of demand was taken,
but interviewees mention that the best proof isin community members' continued
participation in the planning together meetings.

SECI has been adopted and adapted by over 15 organizations throughout Bolivia. Some have
adopted only the toals, while others have adopted the complete methodology. We were not
ableto learn about dl of the experience of the other organizations implementing SECI but
recommend that these experiences be shared, documented and used to strengthen community
participation in hedth information collection, andys's, decisonmaking, planning and
monitoring.

The SECI software isrelatively user-friendly and functions well but was only completely
implemented in Chdlapata where the Satigtician was well-trained, had a keen interest in the
program and understood how it could be used to help decision-making and planning a what
was formerly adidrict level. However, the other former digtricts and current health networks
have not used the software regularly, primarily because there is no forma mandate from the
hedlth system to do so and it is extrawork for them since they must enter data into the SNIS
now. Additiondly, the relocation of saff trained in SECI software to new Sites, leaves Wawa
Sana facilities without trained personnd. The Challapata satistician stated that the SECI
software is best suited to be used at the departmental and sub-departmenta levels for
planning and monitoring purposes, not higher up. He suggested some technica changesto
improve the functioning of the software package including making the importation and
exportation of the databases easier.
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c. Hearth/Positive Deviance

The H/PD approach seeks affordable, sustainable, community-based nutritiona rehabilitation
and prevention of childhood manutrition. The approach is based on “ postive deviance” (PD),
the observation that most poor communities include impoverished families with well-nourished
children. These poor “Postive Deviant Families’ who have wdl-nourished “Postive Deviant
Children” are the living proof thet it is possible in communities today for poor familiesto have
well-nourished children, before economic improvements occur or clean water and sanitation are
accessbleto dl. The PD method identifies these families, catal ogues the unique behaviors
(including hedithy breastfeeding and complementary feeding practices, amnong others) which
have enabled them to raise hedthy children, and then disseminates these behaviors among
neighbors through Hearth sessons, leading to new community norms for child feeding and care.

The origind structure of H/PD was for 10-20 children under five and their caretakers, to atend a
communal kitchen, 14 days per month for eight months for two to three hours per day. At these
commund kitchens, they prepare food together (in addition to norma meds) which contains
600-800 cdories and 25-27 grams of protein. Each woman contributes part of the food based on
a pre-determined schedule. This has not worked for a number of reasons cited inthe MTE and
agan during the find evauaion induding:

Can be frudtrating if it doesn’t work; a number of examples were given when even after
following dl of the steps, the child did not improve (thisis partidly atributed to the long
distances some children trave to participate in the communa kitchen).

Does not take into consderation the work load of women nor the agriculturd cycle,
participation in the program takes not only alot of staff time, but mother’ stime aswell.
H/PD is based on practices, resources, needs of every individua community, the Srategy
needs to be specific to each community so it ishard to use on alarger scae.

Population dengity is very important; it does not gppear to work in small or disperse
communities and may be more successful in urban aress.

Some of the areas where H/PD is now being implemented are mining and urban aress,
where people do not produce their own food, so it is more difficult for them to contribute
to a commund kitchen.

Men do not like the women using their household food to share with others.

The gtrategy of providing one additiona med is not working, the med prepared in the
group merdy replaces the family lunch.

Mothers who can't bring food smply don’t come, diminating the poorest families

L eaders become unmotivated because the women do not attend.

The socid stigma of being identified asa“negetive’ family isobvious. A changein
terminology is needed to identify “model mothers” without subsequently saying thet the
other mothers are “bad’. The same gppliesto classfying families asrich and poor. This
causes friction among community members,

The project has not redly been able to identify key practices which differ between
positive and negetive deviants.

Asaresult of many of the chalenges stated above, in the mgority of communities, participation
in the Hearth sessons dropped off from initiation of the program to the find sesson. In the Red
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Norte, of the 16 implementing communities, nine logt participants (56%), three maintained the
same number of participants (19%) and four gained participants (25%), for an overdl lossin
participation of 7%. In the Red Azanake, of the 16 implementing communities, 14 lost
participants (88%), one maintained the same number of participants (6%), and one gained
participants (6%) for an overdl loss of participants of 38%. Some Wawa Sana team members
attribute the lesser drop-off in participation in the Red Norte to having worked longer in the
communities (prior to Wawa Sana) dlowing them to form better relationships with the
communities.

Asreported in the MTE, some dternatives have been tried, with mixed success:

= |ntersperse months to better adapt to agricultura and work caendar;

= Mest for threeto four dayswith a bresk of two days, then repest;

= Meet threetimes aweek for five weeks,

=  Meet on weekends only; and

» Ingead of having dl (10-15) mothers cook each time, rotate responsibilities with 3-4 mothers
cooking and the rest only bring their children to est.

Hearth/Positive Deviance Steps
Wawa Sana implemented the H/PD strategy by taking the following general steps:

1. Train health personnel (and in some cases Promoters in the
participating communities).

2. Select a community in coordination with local officials, health Promoters
and health service providers.

3. Weigh 100% of children less than five years old.

4. Determine children’s nutritional status.

5. Classify families “positive” or “negative” with the local officials and
health Promoter

6. Conduct home visits to “positive” and “negative” families.

7. Conduct focus groups with the women of the community.

8. Feed back information on the results from the community.

9. Make a decision to use the H/PD strategy.

10. Conduct a workshop with mother leaders of “positive” children.

11. Develop schedules and menus.

12. Conduct Hearth workshops with key messages.

13. Measure weight and height at the beginning of the Hearth sessions.
Continue to implement Hearth sessions every day in the first phase for
eight to 12 days.

14. Monitor weight at the end of the eight days.

15. Do follow-up monitoring of weight each month.

16. Measure heiaht every three months.

In spite of the chalenges mentioned above, many participants including community members,
authorities and Promoters, commented that they thought the cooking sessions were very postive,
that they learned alot about nutrition and child rearing and that they see positive physicd,
cognitive and emotiond changesin their children. The results for nutritional status presented in
the preceding section indicate that there was some improvement in the Red Norte, even one year
after the Hearth sessions had ended (see summary of results charts below.) However, in the Red
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Azanake, modest gains made at the end of the eight months of Hearth sessions reverted back to
the nutritional status prior to Hearth one year after the Hearth sessonsended. SC/B gaff
commented that they observed during home visits that more than 50% of the participating
families put into practice what they learn during the Hearth sessons. APROSAR' s experience in
Huanuni was that eight communities demondrated improvement while sx did not. APROSAR
did not measure nutritional status one year after termination of the Hearth sessions so sustained
nutritiona Status for these communitiesis not known.

The 2004 Cost Study estimated that the H/PD strategy cost approximately $6,833 per
community, sgnificantly higher than the other two drategies, predominantly due to the much
smdler number of communitiesin which it was implemented.

Toward Wawa Sana' s objective of “uptake’ by other ingtitutions of Wawa Sana strategies,
Wawa Sana coordinated with PROCOSI, a network of NGOs in Balivia, to conduct a workshop
for 50 NGO representatives on H/PD methodology. As aresult of thisworkshop and ongoing
dialogue between SC/B and other NGOs and government hedlth services, H/PD has been used
(and in some cases adapted) by World Vison in Qacachaka (Oruro), hedth services providersin
Canohuma, and APROSAR as well as others (see map below).

Lessons Learned and Recommendations

Women's groups are very interested in practicing and learning lessons about nutrition and
did demongtrate improved knowledge related to nutrition, complementary feeding and
breastfeeding. H/PD sessions can result in communities gaining a new, or strengthened
gppreciation for loca foods and local, beneficia practices.

When mother and children share food in Hearth sessons it reinforced adequate habits for
consuming their own foods (in various centers mothers indicated that their children weren't
egting at home, but on seeing other children et at the sessions, they were stimulated to est as
well.)

H/PD methodology must be carefully adapted to new contexts, taking into account factors
such as distance between houses in communities, climate and cdendar condtraints, Size of
population and level of malnutrition in the population. To adapt the methodology

effectively, we recommend that future programs which choose to use this srategy start small
and document very carefully how the methodology is applied, aswell astheresults. There
were avariety of ways that H/PD was gpplied in Wawa Sana and very few, if any, examples
of adirect replication of the origina methodology from Vietnam. This is understandable and
was necessary. However, it makesit difficult to draw strong conclusions about
recommending the methodology for use in the rurd Bolivian context, snce methods (and
results) varied, sometimes subgtantialy, from one participating community to another.

Applying the PD inquiry in some cases shed light on why some children were manourished
while others were not. However, Wawa Sana was sometimes challenged by not being able to
identify differencesin practices, behaviors and/or diets between the “positive” and

“negdive’ groups.
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Suggedtions to keep in mind when sdecting communities include:

> Don't wait for ahigh rate of manutrition; when severe manutrition is not as
prevaent as recommended in the protocol, focus more on prevention.

Divide communities into sub-zones so that participants don’t need to travel so far.
The municipality needs to contribute something to the process (pots/pans, space or
other things).

The community needs to be interested in participating in the program.

Support from locd officids.

Commitment of hedlth service providers from the beginning.

VVV VY

Monitoring of nutritional data was important asit alowed the Wawa Sana team to track the
nutritiond progress of each community and guided modificationsin the process.

Many mothers lacked the time recommended by the origind protocol to participate in
cooking sessons. The Wawa Sana team modified the schedule to accommodate more
mothers.

As H/PD had not yet been adapted for use in Balivia, there was no systematized manud for
the facilitator and Promoter to help with adequate planning with specific interventions suited
to the rurd Bolivian context. Asaresult, Wawa Sana gaff implemented the methodology in
avaiety of ways, trying to find gpproaches that fit the rura Bolivian context. The Wawa
Sana team recommended that SC/B, APROSAR and others implementing H/PD consolidate
and systematize their experiences to create a Bolivia-specific H/PD manua tha can help
future implementers.

Intidly, Wawa Sana did not have adequate forms and a database that dlowed for timey
andlyss of the data to monitor the study and make decisons about program implementation.
Severd monitoring forms and processes were developed throughout te life of the project but
these are ill a work in process. We recommend that future CS projects adapting H/PD
develop gppropriate monitoring forms at the beginning of the program, learning from Wawa
Sana’s experience.

Some communities demonstrated that the improved nutritiona status of children could be
sugtained even ayear after ending Hearth sessions. However, many other communities were
not able to sustain their improvements.  We recommend that those communities that were
successful in sugtaining improvements be studied further and compared with other,
unsuccessful communities to determine factors that may have contributed to the results. One
of the factors that should be investigated more thoroughly is participation, since we noted
less drop-out in communities that overal fared better than the others.

Findly, it is dear that H/PD asimplemented by Wawa Sana did not lead to aresounding
success in nutritiond status improvement, dthough certain children and their families did
benefit fromtheir participation. This methodology needs further development and study to
determine whether it isfeasble and effective in this setting.
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d. Radio Programs

Wawa Sana worked with the Bahai radio station to present weekly hedlth-centered radio
programs on Saturday mornings during 2003. The radio programs presented information about
maternd and child hedlth and invited loca community participants to share their experiencesin
caring for their children and with Wawa Sana. During the last year, the programs stopped
because the person responsible for airing them on Bahai Radio returned to school to complete his
studies and no one picked up the Saturday morning show after his departure. No forma
monitoring or evauation was done S0 it is not possble to report to what extent these radio
programs contributed to Wawa Sana' s results. However, during the evaluation, many of the
community members interviewed mentioned the radio programs in a positive light and hoped
that they would start again in the future. Baha Radio reaches alarge audience throughout much
of Boliviaand into Perd. During oneinterview, a hedlth provider mentioned that when ateam
from Puno vidted Wawa Sana, they talked about the radio program that apparently had a
listening audience in Puno aswell. In the future, if a program contains a radio component, we
recommend that a more forma monitoring and evaluation system be included to determine the
reach and effectiveness of the program.

e. Partner ships

The Wawa Sana project was implemented through a partnership between SC/Balivia, the MOH
in the Oruro Department, APROSAR, aloca NGO Promoter association and loca governments.
Prior to the MTE, the members of the partnership did not perceive themselves as ateam.
Although representatives from al of the partners participated in the development of the origina
proposa and in the development of the DIP, and there was aworkshop at the beginning of the
project to orient everyone to the project gods, objectives and Strategies, it was clear during the
mid-term and find evauations that during project start- up there was some confusion regarding
project indicators, roles and respongbilities, and how the partners were going to work together.
Beyond the lack of clear definition, Wawa Sana’s three Strategies were new to most of the
implementing team, SC/B was entering into new communities and the MOH and loca authorities
were in the process of decentrdization and changesin policies and procedures. This context
understandably contributed to a tendency toward a more internad organizationd focus and led to
less cohesive implementation during the first haf of the project.

During the MTE, Wawa Sana team members redlized that they were not working as ateam and
they agreed to begin to think of themsdlves as ateam and develop mechanismsto help them
better coordinate their actions such as monthly quality circle meetings and quarterly evauation
and planning meetings (see Program Management section for more details). SC/B and
APROSAR needed to better define their rdationship, which initially was more of a contractor
and sub-contractor to amore equa partnership. APROSAR gaff eloquently described the
relationship during this evaluation as that of an older and younger brother. APROSAR fdt at the
beginning of the project as though SC/B was tdling them what to do and how to do it and
APROSAR, as agrowing younger brother, rebelled and said they could do it themselves. After
the mid-term, as APROSAR had grown more and had more experience, SC/B and APROSAR
could st down and discuss how they could have amore mutualy beneficia relationship with
both parties contributing. Financia arrangements were aso discussed so that APROSAR had
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more control over its project funds. The better defined roles and responsibilities that more
equally shared respongbilities, more clearly defined indicators, establishment of communication,
monitoring and planning mechanisms and more financid autonomy al contributed to whet is
now a much more postive, mutualy beneficia relationship.

Smilarly, relationships and coordination with health service providers and municipa/community
leaders improved when Wawa Sana implemented regular monthly and quarterly joint monitoring
and planning meetings that involved dl team members.

Wawa Sana’s experience with partnership highlights some important lessons and
recommendations for the future including:

When representatives of dl partners participate in the development of key initia project
documents and indicators, don’'t assume that al project implementers are aware of and
understand the goals, objectives, indicators and strategies of the new project. All members
of the implementing project team should receive adequate orientation to the project and
should receive a copy of the key project documents. Program Managers should make sure
that dl program team members read the document and have opportunities to ask questions,
seek clarification and discuss doubts and concerns.

Clearly definein writing dl roles and respongibilities of each partner during the proposd
process and then revisit roles and responsibilities darification again at the beginning of the
project. Thisis particularly important when new gaff ishired or join the project at project
initiation that haven't been involved in theinitid proposal development phase. Itisdso
important for dl partnersto brief new staff about roles and responsihilities of the partners
and how the partners work together to avoid misunderstandings.

Regular monthly and quarterly monitoring, evauation and planning meetings and access to
relevant and timely health data (through SECI) help team members stay focused on project
goas and objectives, reinforce teamwork and lead to more efficient, and better coordinated
implementation.
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Communities Implementing Wawa Sana Strategies

KEY:
Lightning bolts. CB-IMCI

(There were too many communities to show these
separately, so they are presented only by province.)
Brown pots. H/PD (32)

Colored circles: SECI (156)
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I1.C.2. Capacity Building Approach
a. Strengthening the PVO Organization

Save the Childre’/HQ
SC completed an Ingtitutiona Strengths Assessment (1SA) in February and March 2002 with
assistance from CSTS using the CSTS ISA methods and tools. [SA inputs included:

Completion of an organizationd profile by SC's CS Team in Wesport.

A Hf-assessment conducted in Westport with in-person participation of al three members of
the Office of Hedlth CS Team, as well as SC/Westport staff from Human Resources,
Finance, and International Programs; and written input from the OH Manager and the
Regiona Hedth Advisors for Asaand Africa

Fedinput: Eight field respondents were identified by SC/OH for this assessment, each of
whom works closely with one of SC's eight current AID/DCHA/PV C-supported CS projects.
These eight respondents are either CSfield project managers or Fied Office (country office)
hedlth program managers who support CSfield projects. Responses were received by CSTS
from sx of these eight field respondents. The mode of response was “one individud

completed the guide after reflecting on guiding questions’ for three respondents and

“multiple individuas participated in a group discussion and then scored” for three others.
Reasons for non-response can, in one case, be linked to the newness of staff in key positions
and thus difficulty in identifying an appropriate respondent.

A Hf-assessment results-sharing and capacity improvement prioritization meeting conducted
in Westport with in-person participation of al those who participated in person in the sdlf-
assessment, aswell as participation by phone of the Regiondl Headlth Advisor for Asa

Data andyssinvolved the following methods:

Scores were caculated by capacity area.
Therange of scores provided information on where there was agreement and for identifying
‘criticd questions’’
Within each capacity area

0 Questionswith highest scores were examined to identify areas of strength; and

0 Quedtionswith lowest scores were examined to identify areas for improvement or

further assessment.

Quantitative data was supplemented by qualitative input from ISA participants through
discussion and recommendations.

According to the section of the ISA find report on findings, “ Generd Trends and Overdl
Scores of SC/OH Capacity Areas.”®

“The positive scores recelved both from the field and centrd office suggest that the SC/OH,
working within an established agency of formidable experience, isa strongly performing
PVO unit.

® Ingtitutional Strengths Assessment. Final Report. Save the Children. Office of Hedlth / Child Survival.
Westport, CT, 03/13/2002. | SA Facilitators. Lea Bethune, Consultant; Eric Sarriot, CSTS. Page 10.
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“The SC/OH has a strong sense of sdlf-efficacy in dl Sx areas of capacity, as demondrated
by the homogeneity of scores obtained across the board.

“Feld scores are — overdl — strongly congruent with OH scores.

“Technicad skills and knowledge, Management and governance, Organizationa Learning and
Human resources management are assessed as the strongest aress of capacity, with high
agreement between field and OH.

“The last two capecity areas, Administrative procedures and structures, and Financid
management, are the two weakest areas of the Six, though both are performing & reletively
grong levels”

Based on findings from the andlyss of I1SA input from SC staff based in Westport and in the
field, the two-member CSTS/ISA team made the following initia recommendations to the
SC/OH team for discussion, dlarification, amendments, and prioritization:

1.

The systems needing mogt attention gppear to be in the area of financid management.
Timely access to cost information, not only by line item and grant category, but aso by
activity, isneeded. In addition, financid management and andysstraining of more CS
gaff in OH and the field gppearsto be afelt-need.

Enhance focus on qudity assurance (QA) in al programs. The importance of QA to
project success and long-term sugtainability is paramount. However, QA waslessof a
percelved need among fied-based | SA respondents.

Examine the balance of roles and responsibilities between Westport-based CS specidists
and the OH Regiona Hedth Advisors, to advance some of the suggestions and
recommendations semming from this assessment.

Other identified areas for improvement include: the conduct of organizationd capacity
assessments with locd field partners, the design and implementation of sustainability
drategies, and behavior change communication (BCC) interventions.

Develop amore systematic gpproach to building management, leadership, crosscutting,
and technicd killsfor field saff through training, mentoring, Ste visits, and temporary
duty/acting assgnments.

Continue to focus on including target communities in al aspects of project design,
implementation, and evauation, and ensure that lessons learned about community
engagement in one program are systematicaly shared. Developing standards and
systemsfor their dissemination would support consstency in level and qudity of
community engagement efforts across projects.

More country-specific managerid support to the field may be indicated, as well as more
frequent management training for field Saff.

Ingtitutiondize periodic review of saffing needs for OH and the fidld againgt program
requirements and funding levels.

Explore increasing the trandation of selected programmeatic documents into local
languages.
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After adiscussion of 1SA findings and recommendations, participantsin the |SA results sharing
and capacity improvement prioritization meeting on March 7, 2002, devel oped two criteriafor
establishing priority among the issues: feasibility and highest impact. They reviewed each issue
and assgned avaue from 1 to 3 for each criterion and each issue. For example: “identifying
costs by activity” was assgned a“1” for feashbility and a“2” for impact. Once the group applied
the criteriato each issue and avalue or score assigned for each criterion, the scores were totaled
by issue. Thefind prioritization metrix follows:

| SA Final Prioritization Matrix

Type of Recommendation Sub Category Feasibility|Impact3| Sum | RANK
(Comments) 3 =-easy | =high of |1=HIGH
Scores|
1. Cogting activitiesand a. Fddtraning/clarification 3 3 6 1
finance training regarding budget line-item
flexibility
b. Traning and providing on- or 1 2 3
off-the-books Activity Costing for
program managers
2. Diversify donor base and 2 3 5 3
increase resource mobilization
3. Further development and 1 3 4
implementation of a Quality
Assurance program
4. Number, rolesand c. Clarfy rolesand 3 1 4
respongbilities of RHAS responsbilities of SC/OH, the
RHAS, and CS team
d. Augment the CS team, and/or 2 2 4
the number of RHAS
5. Capacity assessmentand |e. Trainfield staff in and 3 2 5 4
sustainability implement capacity assessments at
fidd leve.
f.  Sudtainability (developing a 1 2 2
systematic approach)
6. Further develop BCC 2 3 5 2
support capacity by adding a
Behavior Change
Communication Specidist.
7. A more systematic (A quality management review 2 2 4
approach to building field process is becoming an agency
capacity in management, initigtive, so it isnot so hard to
leadership, and technical and  |support this.)
cross-cutting (M&E, research,
training, etc.) skillsand
knowledge.
8. Explore“trandations’ / 0. Exploreissue of trandating 3 1 4
access to key documents in the |documents into other languages
fied h.  Respond 1 2 3
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Following the prioritizetion exercise, the resulting high priority issues were organized in three
categories. Easy to achieve; Hard to achieve; and, On-going processes:

Easy and should do quickly:

Feld training/ darification regarding budget line-item flexihility.

Clarify roles and responsibilities among OH, the RHAS, and the CS Team.
Train fidd g&ff in and implement capacity assessments at the field leve.
Explore issue of trandating documentsinto loca languages.

Hard:

Further develop BCC support capacity by adding a Behavior Change Communication
Specidis.

Further development and implementation of a Quality Assurance program.

Augment the CS team, i.e., the number of RHAS.

On-going within SC or OH, but needing more focus and/or OH attention:

Diversify donor base and increase resource mobilization for CS.
A more systemétic gpproach to building field capacity in management, leedership, and
technica and crosscutting (M&E, research, training, etc.) skills and knowledge.

The following actions have been taken since the | SA to address the above priorities.

During 2002, ISA findings were shared with other members of the OH gtaff, and with
Westport and field-based staff who participated in the ISA. Results from the ISA were used
by the CS Team to plan priority CS-related activities for SC's Every Mother Every Child
High Impact Initiative 1SA findings aso contributed to meetings regarding OH CS Team
gaffing needs, and were used to inform the continuing OH/CS dtrategic planning process.

Feld traning/darification regarding budget line-item flexibility; and training and providing
on- or off-the-books activity costing for program managers. These activities have been
conducted by SC Finance and Grants Management staff for SC field office-based finance
geff in the Middle- East/Eurasia and Africa areas, and are planned for LAC and Asaarea
gaff in 2005.

Diversfy donor base and increase resource mobilization: OH is seeking funding from

sources other than USAID/GH/HIDN (which now houses the PVO Child Surviva and Hedlth
Grants Program) to support OH M CH-related initiatives for immunizatiors community case
management of childhood malaria, pneumonia, and diarrhes; safe motherhood; and newborn
hedth.

Train fidd gaff in and implement cgpacity assessments & fidd leve: Thiswas done with
regard to SC’sthree CS-18 grantsin Guinea, Tgjikistan, and Viet Nam.

Further development and implementation of a Quality Assurance program:

SC's Internationa Programs Management has recently ingtituted an gpproach to
Minimum Operating Standards (MOS) to hdp improve field office (FO)
performance and focus FO management attention on achieving greater efficiency,
effectiveness and impact. Through a transparent process involving Home Office
departments, Area Offices, and the Fidd Offices they are intended to quickly identify
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aress needing improvement, what needs to be done in order to improve, and then
dlocate respongbility and accountability for that improvemert.

Partnership Defined Qudity (PDQ) is amethodology to equitably involve
community members (users and non-users of hedth services) and hedth providersin
defining qudity, identifying and prioritizing problems, and creating and

implementing solutions to strengthen the quality, access, and use of services that
improve hedth statusfor al. SC developed the methodology in 1996, and has since
used the gpproach in severd countries, including Haiti, Nepal, Pakistan, Uganda,
Rwanda, Azerbaijan, the West Bank, Georgia, and Ethiopia Lovich R, Rubardt M,
Fagan D, Powers MB, Partnership Defined Quality: A tool book for community and
health provider collaboration for quality improvement, was published by SCin
January 2003. Effortsto scae-up PDQ implementation have included a recent
workshop for Asaarea saff from severa PVOs.

A more systematic gpproach to building fidd capacity in management, leadership,
and technica and crosscutting (M&E, research, training, etc.) skills and knowledge:
OH has conducted week-long workshops in program planning, monitoring, and
evauation for senior SC hedth program managersin the Asa, Africa, and Middle-
East/Eurasia aress.

Augment the CSteam: An additiond Child Surviva Specidigt, Kathryn Bolles,
joined the CS Team in September 2003.

Wawa Sana is only one of many child surviva projects that SC hasimplemented over many
years, 0 it isimpossible to attribute SC's growth in capacity over the last four yearsin child
aurviva programming to Wawa Sana adone. However, Wawa Sana has contributed to SC's
development in some important ways as stated in the following quotes from CS Specidist [Eric
Starbuck]:

“The main benefits [of CS-16 in Baolivia] have been to move SECI forward. We now have
more experience with SECI in a larger area over a longer time. We've learned alot. It
exemplifieswhat I’ d like to see CS grants used for—to strengthen a field officein a
methodology and raise their credibility/visibility in country so that others come to them for
assistance leading to larger scale.”

“ CS-16 helped to consolidate a vision within the health office to not try to do everything
everywhere, but to focus on a specific area of expertise. It's a defined strategy in the CS
team called, “ Focused, country-specific programming at scale.”

SC has adapted SECI in Boliviafor aTitle Il project and for the Saving Newborn Lives project
and, through SC’s participation in the Population Communication Services 4 project and the
Hedth Communication Partnership, has adapted SECI for use in Ghana by the MOH,
demondtrating that the methodology has potentia to be gpplied in other country settings.

Wawa Sana’s experience trying to adapt H/PD to fit the Bolivian context offers many vauable

lessons for SC and these lessons should be shared within the Office of Health and more broadly
with other sectorsin the organization.
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As SC continues to strengthen its capacity to develop, test, refine, consolidate and document
defined strategies and methodologies that am to be applied at larger scde, home office and fidld
gaff are learning how to transform ideas, concepts and theories into practica steps, and the
importance of keen observation, clear description and documentation of methods.

SC/BaliviaFidd Office

Sincethe MTE, SC/B changed Fied Office Directors and continues to adjust to a much larger
gaff, primarily asaresult of Title 11 funding received two years ago. The La Pez gt&ff is
changing with a new accountant, a new human resources manager and severa others. The office
continues to work on strengthening its management systems to support its new and existing
programs.

Because of difficulties that Program Managers had implementing projects without knowledge of
the project budgets, the La Paz office decided to decentrdize financid management. To ensure
that the Wawa Sana Project Manager, Dr. Gonza o Arraya could manage the finances, he was
trained by the La Paz finance gaff. This change was viewed as highly postive by field Saff
because decisions about expenses could be made relatively quickly based on weekly updates of
the budget versus actua expense reports.

To strengthen SC/B fidd staff capacity to implement the Wawa Sana project, they participated in
training workshops (see table below for summary of courses), “learned by doing” though

practice in the field, some went on fidd vists as part of a“Living Universty” (to CEPAC in
Santa Cruz, Comision Belgica Santa Cruz, ADRA in Chuquisaca, Food for the Hungry in
Cochabamba, Plan Internationa in Tarija, and the Puentes project in Puno, Per(), they
participated in monthly and quarterly quality circle meetings, and many participated in
PROCOSI-sponsored training and experience sharing events including training by LINKAGES
in breestfeeding. La Paz dtaff sent arepresentative each year to SC's annua Program Learning
Group where hedlth staff from around the world gathers for aweek to learn about new research
and program approaches, and to share their experiences.

SC/B continues to be a very active member of PROCOSI and as mentioned above, has benefited
from PROCOSI - sponsored events as well as contributed to these events by sharing its experience
inthefidd and by sharing a TA visit by Jerry Sternin so that other NGOs could be trained in the
H/PD methodology.

Additiondly, SC/B gaff participated in the development, testing and production of CB-1IMCI
materias as an active member of the nationd IMCI committee. This experience provided SC/B
with the opportunity to enhance staff materids development, advocacy and networking skills.

Field gaff mentioned that they would have benefited from more field vidits by their supervisors
and senior SC gtaff. They fdt that they did not recelve enough feedback based on direct
observation of their work in the field. Some staff reported that they were never visted. They
recommend that supervisors visit field workers early in the project to assess their skills and
determine with them what they need to work on and how they will strengthen these skills. Once
basic capacity is assessed, supervisors can monitor more closdly those staff in greater need of
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assigance. Thisisan important recommendation for future programs—it is not sufficient for
supervisorsto rely solely on reports and meetings to assess staff capacity and performance.
Apparently, there were some congraints on gasoline prior to decentralizing financia
management to Oruro that made it difficult to program supervisory visits, but this should have
been rectified once the Program Manager was able to manage the budget. Perhaps the other
lesson learned here relates to management of resources to ensure that supportive supervison is
incorporated into scheduling.

b. Strengthening Local Partner Organizations

As mentioned in the MTE report, a basdine capacity building assessment was conducted with
APROSAR, four hospitals and three MOH Didtrict offices, but due to SC/B’ sinexperience with
this type of assessment, it was not that helpful in developing a capacity strengthening plan. SC/B
has not yet received any type of TA inthisareaand obtaining TA in how to conduct an
organizational assessment and develop a capacity strengthening plan remainsa
recommendation for them in the future. It isimportant to recognize dso thet, athough there
have been advances, thisfidd is till very much evolving and capacity is amost dways context
specific, rdating to specific gods and objectives.

APROSAR

APROSAR conducted its own ingtitutional assessment and identified a number of areasin need
of strengthening including: development of atraining plan; development of a plan for

indtitutiona marketing; strengthening IEC; forum for sharing experiences with other NGOs,
follow-up and supervison of field saff; deding with the high turnover of Promoters, and

broaden their donor base. APROSAR devel oped a plan to strengthen these areas and they have
achieved many of their objectives (see table below).
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APROSAR CAPACITY STRENGTHENING RESULTS

Desired Result Statusat beginning of Wawa Actionstaken to achieve the Desired Result Status Futureplans
Sana Proj ect
Develop atraining plan None existed. Training plan developed. In process.
Develop an institutional No formal plan existed. APROSAR needed to define an In process.
marketing plan institutional image—conducted and
analyzed interviews and surveys with
clients (communities), members and
donors
Networking and promotion
Develop plan
Strengthen IEC Minimal experience with Developed an Almanac APROSAR reports Production of a

materials devel opment; no
formal training in IEC;
Promoters did some
interpersonal counseling
during home visits.

Completed two brochures and are
finishing the last one on danger signs.
Developing a coloring book.

Completed poster on the nine major
servicesthat universal health insurance
doesn’t cover.

that their capacity has

grown quiteabit in
thisarea.

flipchart for community
mobilization with
Belgian and USAID
funding.

Forum to share experiences with

other NGOs

Member of PROCOS!.

Joined with other PROCOSI members to
form aregional technical committee.
Exchange visitswith PLAN Int. in Sucre,
Puentes Project in Puno Peru

Member of “Socios en Salud”

APROSAR is pleased
with progress in this

area. Would like to
play agreater rolein
PROCQOS! and
Socios en Salud.

Will share experiences
in Oct. 2004 at Socios
en Salud conference.
Will share their
strategic plan with more
management oriented
organizations
Plan to open learning
forums at the
community level.
Will share their SECI and
CB-IMCI experience with
World Vision.

Follow-up and supervision of
field workers

There wasn’t much follow-up.
No adequate instruments
existed- those that did exist
were too long and
complicated.

Shortened the supervision form so that it
could meet the needs of field visitsto
better assess and strengthen skills.

APROSAR reports
that the system s
functioning much
better.

Address the high drop-out rate of

Promoters

Work with health service providersto
improve collaboration, support and
supervision of Promoters.

M eetings with Extensa project.

Thisisdtill acomplex
challenge. “Extensd’, a
World Bank project
entered the project area
two years ago and

Continue to advocate
for Promoters at the
national, departmental
and municipal levelsto
improve technical,
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Desired Result

Statusat beginning of Wawa
Sana Proj ect

Actionstaken to achieve the Desired Result

Status

Future plans

Negotiations with local municipal
authorities.

Advocacy to Oruro Department and
national MOH on the role of Promotersin
the context of the new universal health
insurance system.

Trained new Promotersto replace former
Extensa Promoters who dropped out.

contracted a number of
APROSAR’s Promoters,
paying them a monthly
salary. A year or so later,
anew Director came and
changed Extensa’ s policy
of paying Promoters,
thereby creating much
disappointment and
resulting in anumber of
trained Promoters who no
longer wanted to
volunteer their services.
The new volunteer
Promoters who were
trained earlier thisyear
are till al working, there
isless desertion among
these Promoters due to the
support of health service
providers.

improve technical,
institutional and
logistical support.

Diversify the donor base

All funding was from USAID.

Developed marketing plan
Marketing through print materials,
promotion, personal outreach
Design of website.

Achieved over 75%
funding from sources
other than USAID
including European
donors, LOVIM,
UTOPIA, MIVA, Dutch,
French, Inter-American
Foundation

Growth of APROSARto a
national organization

APROSAR is present now in
Oruro and a part of Potosi.

Feasibility study in the eastern
departments of Bolivia.

Enter other areas of northern Potosi.
Change several instruments/forms/
processes to meet the needs of a national
level program.

APROSAR presented
aproposal to a
prospective donor but
it was rejected
because the budget
was too high.
APROSAR is
reformulating the
proposal for
resubmission.
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C. Strengthening L ocal Government and Communities

Wawa Sana worked dosdy with local municipa government, community forma and traditiond
leaders and community members to strengthen their capacity in many areas of local governance
and organizationd development (management, leadership, use of information, communication,
participation, etc.) aswel asimproving hedth specific knowledge and practice. Loca mayors,
council members and other leaders interviewed during the evauation stated thet they learned a
lot from the qudlity circle, SECI and Information Committee Andysis (C.A.1/T.A.l.) meetings
about how to plan more systematicaly using heath information to set priorities and monitor
progress. They learned through practice about how to coordinate with health services and
Promoters. The new hedlth structure introduced through the universal mother and child
insurance scheme, “DILOS’ (Directorio Locd de Sdud), is essentidly alocd hedth board
compoaosed of the municipa Mayor, the Technica Director of the Department Hedlth Service
(SEDES) and a representative of the Surveillance Committee eected by the public specificaly to
serve on the board. This new structure was not yet well understood nor utilized in the mgority
of municipaitiesin the project area and Wawa Sana tried to orient municipa leadersto the
purpose and functions of this centrally mandated structure by doing training in groups and one-
on-one.

A magor chalenge for some municipdities was a congtant change in leadership with some
municipalities decting a new mayor every year. In one case, amunicipdity had three mayors at
onetime resulting in a“freeze’ of dl municipd funds. Fortunately, the hedth services and
universa hedth insurance money was not subject to the freeze. Rotation of leadership is not
new in Boliviawith community leadership in the padt traditiondly changing every year in

January. Every time anew leader was elected or gppointed, Wawa Sana team members began
anew to orient the new leader to the project. One of the most effective ways to educate
authorities about the project was to invite them on supervisory visitsto see the project in action
themselves. For future projects that find themsalvesin Smilar contexts of congtant rotation of
leaders and implementers, it would be helpful to develop a short publication (brochure or legflet)
for local authorities and hedlth service providers that describes the project goals, objectives,
indicators, project strategies, participating organizations, length of project, source of funding and
how implementers will coordinate their actions.

Community members who participated in Wawa Sana strengthened their cgpacity in: their
awareness of thar rights and responsibilities in hedth, gathering and using information thet is
presented in accessible ways (SECI methods/tools), planning skills (SECI, CAls, some
participation in the development of municipa Annua Operationa Plans), presentation skills,
coordination particularly with hedlth services and NGOs, monitoring, management of resources,
and technica knowledge and practice of improved materna and child hedlth care, particularly
related to nutrition, ARI, CDD, immunization, prenatd care, and breastfeeding. Women's
participation steadily increased throughout the life of the project so much so that it became an
issue to ensure an adequate level of men’s participation. All SECI communities developed
action plans based on hedlth information and over 75% of these communities carried out their
plans dl communitiesimplemented educational sessions on specific hedth topics, some
congtructed meseting places or hedth posts using their own resources; most eected hedth
Promoters and some provided them with non-monetary incentives, some were able to advocate
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for municipa support for trangport, gasoline, equipment and materias for hedlth services; clean
up of their communities, construction of water sources and solar greenhouses and many other
activities.

d. Health Facilities Strengthening

Ministry of Hedth

Wawa Sana’ s project design did not include amgjor focus on strengthening health facilities as
other organizations in the country were responsible for supporting this component &t the time the
project was developed. A World Bank Project (“Reforma’) began work in parts of the Wawa
Sana project area (Chdlapata) in coordination with ABRIR Sdlud to strengthen hedth facilities,
and the MOH was working with nationa clinical IMCI training of providers. To support project
implementation, Wawa Sana purchased a smal amount of basic equipment for heglth services
and Promoters such as scaes when none were available or working.

A hedlth services assessment was conducted at the beginning of the project but the results were
incomplete and inconclusive and it was therefore not used as a basdine for comparison for this
evauation.

Hedth service gaff wastrained in clinicd IMCI and al three of Wawa Sana’ s strategies. In
response to aMTE recommendation, SC/B trained hedlth service gtaff in facilitation skills and
observed them in the fidd as they facilitated sessons with communities. The MTE
recommended that providers be trained in ways to improve patient relations.

Wawa Sana worked to strengthen coordination between hedlth services and communities through
SECI “planning together” meetings that used hedlth information as a basis upon which to set
priorities, plan activities and coordinate schedules, and monitor progress. The Satidticiansin the
three former districts were trained to use the SECI software, but, as mentioned earlier, only the
datigtician in Challapata regularly entered data and issued reports. Additionally, SC/B trained
MOH gaff and other DILOS members in the new regulations, structures and processes outlined
inthe“SUMI” universal insurance scheme. Thereis still much to do to strengthen the operation
of the DILOS. Although hedth g&ff islearning that they must have some basic management
skillsto function in the decentrdized structure, many do not yet possess these basic Kills.

During the evauation, a number of directors at various levels in the health system asked for

more information and access to training in basic management skills such as budgeting, srategic
and operationa planning, and other topics. However, they acknowledged that they have learned
alot about how to more systematicaly manage information, plan and coordinate not only from
the SECI meetings, but aso from Wawa Sana’s monthly and quarterly quality circle mestings.

Coordination between hedlth services and communities improved notably through Wawa Sana’s
efforts due to severd factors: 1) Promoters served as a bridge between communities and hedlth
services. Promoters could ensure that dates for activities were acceptable to communities and
would remind community members of the visits before providers came to the communities,
thereby avoiding wasted time. 2) Improved transportation to the communities increased the
frequency of visits so communities and providers could get to know one another better. 3) SECI
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planning together meetings increased did ogue and led to observable improvementsin hedth
which created a good base upon which to coordinate further. 4) Decentraization has created a
rel need to coordinate when municipa authorities have a defined role to play in supporting and
monitoring health services. 5) Tools and techniques used by SECI, CAI/TAI meetings and
qudity circle meetings helped to make coordination easer, clearer and more formal.

Referrd Sysem

Based on a mid-term recommendation, a tear off counter-referral dip was added to the referra
dip. However, the counter-referrd dip did not improve counter-referra much. The good news
was that referral appeared to be working reatively well. Given the bureaucratic and hierarchica
nature of a hedlth systemthat is rdatively dow to change, it is possible that until Promoters are
formally integrated into the system, procedures designed to incorporate them may continue to be
ignored by some providers. A similar challenge relates to the incorporation of Promoter hedlth
datainto the nationd hedlth information system (see CB-IMCI section).

Access to Sarvices

Wawa Sana continued to provide transportation and/or gasoline to hedlth services so that they
could reach the communities on average once amonth. Additionaly, the project improved
access to sarvices and trained Promoters in communities that did not have a hedth facility within
an hour waking distance.

As mentioned in the MTE, population estimates based on the national census data were not at al
accurate in anumber of communities due to high migration and the fact thet many families
actudly have severa homes. Entire communities that appeared on the map may be deserted at
certain times of the year.

e. Strengthening Health Worker Performance

This section will focus on community volunteer health workers, known as“Promoters’ in the
Wawa Sana project since we have discussed MOH service providers above in the previous
section.

Promoters are members of the community who are elected by their communitiesto serveasa
community hedlth resource and alink to MOH services. When Wawa Sana began in 2000, there
were Promoters dready working in communitiesin the project area as aresult of previous SC/B
and APROSAR work. Over the four years of the project, the number of Promoters grew. At the
time of the evauation, 95 Promoters (81%) out of 118 were actively working in communitiesin
the Red Norte and Red Azanake, nearly 70% of whom were men. In Huanuni areas supported
by APROSAR, Promoters are permitted to treat basic hedth problems and have generdly had
more clinica training than the Promotersin the other areas. APROSAR has eected to call
community volunteers who have been trained in CB-1IMCI and often also SECI, “leaders’ to
digtinguish them from the Promoters who manage medication and have had more clinica

traning. Of the eght Promotersin the areg, five were active a the time of the evaluaion. Of
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the 42 leaders trained in SECI and CB-IMCI, 41 were ill active, and of the 23 leaders who were
trained only in CB-IMCl, dl 23 were il active.

Project activities that helped to strengthen Promoter performance included:

? Traningin CB-IMCI, SECI, and H/PD;

?  Workshops on specific health topics including care of the newborn and reproductive and
sexud hedth;

?  Insarvice mentoring by SC/B and APROSAR gff;

?  Supervisory visits with feedback on facilitation skills, home visit performance and record-
keeping;

? “Leaning by doing”; and

? Two-day refresher course each year.

The approach to strengthening Promoter performance gppears to have been successful based on
the very postive results achieved by the project, in large part due to the work of the Promotersin
coordination with hedlth service providers.

SC/B administered a post-test to the Promotersin August 2004 to assess their knowledge of child
surviva topics. Overal, 84% passed the exam, achieving the project’ s capacity objectives for
Promoters; 86% knew three or more danger signsfor ARI, 46% knew dl actionsto take in case
of severe ARI, and 47% knew most but not all actionsto take in case of severe ARI. Ninety
percent (90%) knew three or more danger signs for dehydration, 66% knew al actionsto take in
case of dehydration, 28% knew some but not dl actionsto take.

f. Traning

Wawa Sana implemented the training plan and met its training objectives as presented in the DIP
(seetable below for asummary). In addition, the project did annua refresher training coursesin
the three drategies. Training was carried out at various levelsin a cascade approach with La Paz
gaff usudly training SC/B Oruro gaff, SC/B Oruro staff training APROSAR and MOH staff,
and then these groups trained or co-trained with SC/B Oruro more of their own staff and
community level Promoters and others as appropriate. Some training was done by outside
resources. For example, LINKAGES trained SC/B in breastfeeding and complementary feeding,
an outside consultant trained Wawa Sana team membersin interculturd relations and
communication, and an outside consultant trained Wawa Sana team members and PROCOS
members in the Hearth/Positive Deviance methodology. Based on amid-term recommendation,
the Wawa Sana team monitored those service providers and Promoterstrained in facilitation in
the fiddd and provided them with feedback on their facilitation skills.

At the community leve, Wawa Sana team members, particularly Promoters and service
providers, facilitated educationd sessons of gpproximately one hour on maternd and child
heslth based on community interest astopics arose in SECI and H/PD sessions and as the team
determined appropriate.
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The training component (as with al other aspects of the project) was affected by the rapid
rotation of peoplein al levels, particularly service providers and Promoters. Those people who
participated in the project for over two years were likely to be more confident facilitators and
educators who could work more independently than newer Promoters and service providers who
had |ess experience, some of whom 4till relied on SC/B trainers to help them with their sessons.
This was less due to a problem with the training than due to the constant state of change in the
area. At thetime of thisevauation, SC/B and APROSAR saff reported that over 60% of hedth
providers demonstrated adequate facilitation skills based on direct observation in the field.

It was clear that the training in the three strategies led to new practices and ways of working with
communities. Each gtrategy provided anew set of tools and methods that implementers learned,
applied and, in some cases, revised based on their own experience. One of the most important
changes was in the improved communication and coordination between health services and local
authorities and communities.

To sustain training activities, there is a sufficient number of people trained in the project area
overdl to continue to conduct annuad refresher training and updates. IMCI training will likely
continue snce IMCI isanational strategy and resources come from the central and departmental
level. We estimate that SECI and H/PD training is likely to be continued in gpproximately 50-
60% of the project area snce APROSAR is committed to continuing the strategiesin the
Huanuni area. A critica factor will be to what extent municipdities and DILOS will include
training in their Annua Operating Plan budgets. Some have dready introduced aline item to
cover these costs, but the mgority has not yet included training costsin their previous budgets.
Hedth Promoters have made advocacy for funding of training costs one of their mgor priorities
for thisyear.
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WAWA SANA TRAINING

INSTITUTION PARTICIPANTS THEME METHOD DURATION N°
PARTIC.
S.C. - Wawa Sana Team SECI Workshop 5 days 18
APROSAR
S.C. - Wawa Sana Team H/PD Workshop 5 days 18
APROSAR
S.C. Wawa Sana Team Food Security Rapid Workshop 5 days 13
Evaluation
S.C. - Wawa Sana Team Anthropometry Workshop 3 days 18
APROSAR
S.C. - Wawa Sana Team Breastfeeding and Workshop 3 days 18
APROSAR Complementary
Feeding
S.C. - Wawa Sana Team Intercultural Training Workshop 3 days 18
APROSAR
S.C. - Wawa Sana Team Communication for Workshop 3 days 18
APROSAR health (development
and transmission of
messages)
S.C. - Wawa Sana Team Clinical IMCI Workshop 6 days 18
APROSAR
S.C. - Wawa Sana Team Days-Based IMCI Workshop 6 days 18
APROSAR
S.C. - Wawa Sana Team Nutritional Value of Workshop 3 days 18
APROSAR Foods
S.C. - Wawa Sana Team CB-IMCI (refresher Workshop 6 days 18
APROSAR course)
S.C. Wawa Sana Team Essential care of Workshop 3 days 14
newborns
S.C. W.S. Trainers Neonatal IMCI Workshop 3 days 3
S.C. W.S. Trainers L.Q.A.S. Workshop 5 days 2
S.C. W.S. Trainers “SODI” Technique Workshop 2 days
S.C. W.S. Trainers Quality of Care- Field Visit 3 days 8
PUENTES Project
S.C. W.S. Trainers CB-IMCI Field Visit 3 days 8
SEDES Doctors SECI-H/PD-IMCI Workshop
SEDES Nurses SECI-H/PD-IMCI Workshop
SEDES Auxiliary Nurses SECI-H/PD-IMCI Workshop
SEDES Nurses and Anthropometry Workshop 2 days 3
Auxiliary Nurses
SEDES Auxiliary Nurses Communication Workshop 3 days 3
Techniques
SEDES Doctors, Nurses Quality of Care- Field Visit 3 days 6
and Auxiliary Puentes project
Nurses
COMMUNITY Promoter SECI Workshop
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INSTITUTION

COMMUNITY

PARTICIPANTS

Promoter

THEME

H/PD

METHOD | DURATION

Workshop

NO
PARTIC.

COMMUNITY

Promoter

CB-IMCI

Workshop

COMMUNITY

Promoter

Care of the Newborn

Workshop

COMMUNITY

Promoter

Reproductive and
Sexual Health

Workshop

COMMUNITY

Promoter

CB-IMCI-
Plan Int.

Field Visit

COMMUNITY

Fathers and
Mothers

Breastfeeding
Complementary
Feeding

Cough

Diarrhea
Immunizations
Malnutrition
Nutritional Value of
Foods

Danger Signs of
Pregnancy,
Delivery, Post-
Partum

Essential Care of
the Newborn
Family Planning
Hygiene

Benefits of Vitamin
A

Anemia

Fevers

Educational
talks

Approx. 1
Hr.

BoliviaCS-16, Final Evaluation Report, Save the Children, December 2004




I1.C.3. Sustainability Strategy
The sugtainability objectives for this project follow with results:

50% of the nutrition status impact on % of dl 6-35 month olds <-2Z WFA is sustained one
year after the end of Hearth sessions.

This objective was met, dthough the high drop-out rate in the Red Azanake and the smdll

numbers of children in some of the communities make it difficult to draw any solid conclusons.

In the Red Norte, improvements were sustained and even surpassed over ayear following the
end of Hearth sessons. In the Red Azanake, improvements were not sustained one year
following Hearth sessions; they reverted back to basdinerates. In Huanuni, they did not have
the data to andyze whether improvements were sustained one year after implementation of

Hearth sessons. They did, however, show that nutritiona status improved in eight out of

fourteen communities in which H/PD was implemented (see Results of cross-cutting approaches
section for more details).

APROSAR is committed to continuing to work on developing the H/PD methodology asthey
have seen improvements and believe that if they implement it in amanner more suitable to
Balivia, they could increaseitsimpact. Still, H/PD remains, at least for now, the most intensive
and expensive of the three approaches and for it to be a viable strategy to recommend for
expanson, more fidldwork is needed to refine it and ensure that it can be effective in the
chdlenging conditionsin rurd Bolivia Postive deviance inquiry can be applied in many ways
and in programs outside of the health sector, such as SC/B’swork in Education looking at
positive deviant schools. APROSAR has a so recognized this potential and plans to continue to
use the approach in some of its other programs.

MOH or other PVO/NGO has written plans for implementation of SECI and/or H/PD in two
other health didtricts.

Wawa Sana surpassed this objective with at least 15 organizations having aready adopted and/or
adapted SECI or H/PD throughout Bolivia (see maps on previous pages that indicate which
organizations are now implementing al or part of the SECI and/or Hearth methodologies.

CB-IMCl isanationa strategy that will continue beyond the Wawa Sana project aslong as
Promoters continue to work. Similarly, those Promoters who continue to work and who have
been trained in and using SECI are likely to continueit (if hedlth providers continue) because of
high community demand. The evauation team estimates that approximatey 60% of Promoters
will continue to work based on expressed interest and previous experience. However, whether
they continue depends on the support they receive from the hedlth providers and their
communities and municipdities. Some encouraging Sgnsincude 1) Wawa Sana indituted an
accreditation program that provided those Promoters who successfully completed the training
courses and who are actively working in their communities with forma 1D cards thet give them
more credibility with hedth providers and their communities; 2) the Promoters have sarted to
organize themsdaves into more forma bodies with eected presdents and other officers; 3) they
have started to take stepsto register formaly with the government; 4) they are beginning to
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gpproach municipdities and other indtitutions to ask for support; and, 5) some of the
municipdities have included budget line items for training and materia support to Promotersin
their annua budgets.

SECI has the potentia to be scaled up to anationd level. Thereis aready an organic expanson
of the methodology through government hedlth facilities and NGOs. For SECI to expand, the
MOH at the centra level and various donors would need to support it. It is recommended that
the Wawa Sana team present the experience with SECI including its process and results to
central level MOH decisonmakersto determine their level of interest in pursuing further
expangon of the methodology.

Phase-over plan

The phase-over plan was on schedule and should be completed by the end of the project.

Financia sudainability

Financid sugtainability of project activities depends primarily on the municipdities and whether
they include these expensesin their annua budgets. Some municipdities have done this but the
mgority of them have not. The annuad planning and budgeting processis dill new to
municipditiesin Bolivia, and has recently changed again with the addition of the“DILOS’. It
will take some time before the DILOS are fully functiond. Promoters and communities are
aware that they need to do more proactive advocacy if funds are to be allocated to their priorities.
However, funds are limited and they will need to persuasively make their case. Communities
themsalves have demondtrated that they will also use their own resources to achieve their
objectives. For example, severa communities congtructed buildings in which Promoters could
meet with communities with their own materids and labor. Others have donated their time to
conduct community censuses, carry out hedth fairs and other educationd activities, contributed
food to the Hearth sessions and there are many other examples.

Asmentioned previoudy, APROSAR dearly increased its funding and diversfied its funding
sources from 100% USAID at the beginning of Wawa Sana to 25% USAID and the remaining
75% from European donors.

Programmatic sustainability

When asked what project activities and results they thought would be sustained, community
members stated that they:

Will continue to practice what they have learned to prevent illness and to seek care when
ther children have danger Sgns,

Want to continue with monthly community SECI “planning together” mestings,

Need to support their Promoter. Some communities are now relieving Promoters of
mandatory community service and intend to continue this practice;

Intend to continue did ogue with community members who do not attend meetings and who
need to vaccinate their children and learn how to better care for them;
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Will continue to cdl upon their locd authorities to provide support to the activities;

Will continue to ing<t that providers come regularly to meet with them and provide services
in the community, especidly those communities thet are far from facilities; and

Have avison for the future that health will continue to improve due to their continued
participation in hedth activities. (Thiswas observed during an exercise in which community
focus groups were asked to draw what hedth in their community was like before Wawa
Sana, now, and what they believed it would look like in three years. All groups depicted a
steady progression to better health over the time periods;, many aso showing improved
coordination with heath services, municipa authorities and Promoters and other sectors
outside of hedth.)

Lessons Learned and Recommendations

There is congtant rotation of providers, authorities and Promoters. We recommend that
communities, providers and authorities who are leaving their pogts orient new people to the
program providing them with current hedlth data and an overview of the strategies. Asthe
Wawa Sana team said, “an informed authority is a committed authority.” In the hedth
sarvice, at least one, but preferably two people who are likely to be more stable (auxiliary
nurses tend to stay longer) should be designated as direct contacts for the Promoters. When
Promoters leave their posts, community leaders need to ensure that the community electsa
new Promoter to fill the gap and this new Promoter should be trained as soon as possible,
intially by the Promoter who is leaving, if available, and/or by the designated hedth provider
a the nearest fadility. Alternativdy, if thereisan annud training scheduled within a short
time, the Promoter could take advantage of that opportunity.

For Promoters to continue their work they need three types of support: 1) mord: see that they
are making a difference, be valued by the community and by hedlth services; 2) technica:
opportunities to learn and grow through training and supportive supervisor; and, 3) some
logigtica (abicycle, basc CB-IMCI, SECI and other educationd materids, and idedly, basic
medicines such as cotrimoxazole which would increase community access to services,
increase community demand for their services and would provide asmdl income).

Resources for health activities may come from municipa budgets, loca or externa

indtitutions and donors, and the community itsdlf. It iscritica that Promoters be involved in
the preparation of the Annua Operational Plan so that community-based health needs are
identified and included in the budget. Promoters, communities and health services need to be
proactive to seek funding opportunities from locd and externd indtitutions. APROSAR has
been successful in this regard and can help Promoters identify opportunities and guide them
in how to gpproach these organizations. Communities should be encouraged to continue to
seek way's to support their Promoters and carry out their health activities using their own
resources and solutions when possible and to advocate for municipal resources when

necessary.
CB-IMCl isanationd strategy that has politica will and financia support aready in place so

islikely to continue into the foreseeable future. In the communitiesin which SECI has been
implemented, it islikely to be sustained due to community demand and the fact that it makes
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andysis and decision-making easier for communities and service providers. SECI hasthe
potentia to be expanded to anationd level, having proven that it is effective and rdaively
cost efficient but will aso need palitica will and financid support if it isto redize the

potentia kind of impact. Wawa Sana should first meet with al other organizations thet are
currently implementing SECI and consolidate experiences. The group of organizations that
have implemented SECI should present the results of their experience with SECI to centrd
level decisonmakers and other potentia implementers to determine the leve of interest in
expanding SECI further. It is recommended that the group consider proposing the expansion
of SECI not to dl rurd communitiesin the country, but to target expansion to priority health
networks with communities with the poorest hedlth indicators.

H/PD needs to be studied further to determine under which conditionsit is effectivein
sugtaining nutritiona improvements beyond one year after Hearth sessions have ended.

Inter-ingtitutional coordination and the development of a spirit of teamwork improved
relations and the potentid to sustain program activities. It is recommended that future
projects nurture teamwork in al aspects of the project from program design through
implementation. The establishment of coordination mechanisms, or better yet, the
integration of new team membersinto existing mechanismsif they work well, is criticd to
smooth functioning of the project. A common information systemn built on common godls,
objectives and desired results with a standard reporting format hel ps to unify team focus.
Wawa Sana struggled to develop a unified reporting system and experienced difficulties
when reporting formats were different (at times even within the same ingtitution).

Four yearsis too short a period in which to expect that everything that the project achieved
will be sustained over time, particularly in a context such asrurd Boliviawhere seemingly
contradictory forces are a work: rapid change in the nationa and politica relm and
relatively dow rate of culturd change both & the family and indtitutiond levels. We
anticipate that gpproximately 50-60% of communities and Promoterswill continue with
Wawa Sana drategies and activities, primarily those that have had a least two years
experience with the project.

Program Management

[11.A. Planning

The origina project design process involved representation from SC/B, APROSAR, the MOH
and municipd authorities. However, most of the Wawa Sana implementing team had not been
hired yet and many of the origind participants were no longer in their positions by the time the
project began. The DIP was devel oped with limited involvement of partners and field staff. The
MTE found that there was good genera understanding of the project goals, but confusion about
specific objectives. Thisfinding was vaidated during the fina evauation.

There was a start-up workshop in which representatives of dl partners participated, however, the

DIP was never completely trandated and the part that was trandated was poorly trandated so
that it may have created more confusion. The mid-term recommended that the trandation be
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redone and the M& E plan smplified to make it easier for team members and communities to
understand and monitor.

Monthly qudity circle meetings at each level of the project (loca areas, Red, Oruro and La Paz)
and quarterly evauation and planning meetings a the project leve include dl of the partners and
are described in severa other sections of this report. Many Wawa Sana team members
mentioned these meetings as being essentid to good planning and coordination. They aso went
along way toward helping partners work more as a team.

Based on arecommendation by the MTE, the team developed annud plansto plan activitiesin
more detail than presented in the DIP. The DIP was followed and provided good generd
direction for the annua planning process.

One area of activity that the DIP could not anticipate was the intensive level of support that
Wawa Sana needed to provide to the MOH in response to the significant changes in the hedlth
system with the introduction of the SUMI insurance system and the new decisionmaking
gructures (e.g. DILOS) associated with this change. Wawa Sana responded to these changes by
supporting the MOH on the locdl level in the implementation of the new palicies, co-finandng
meetings and workshops with municipd authorities, and supporting information campaigns for

the public to inform them about the new free care package.

At the community level, planning was an integra part of the SECI process and is described in
severd other sectionsin this report (see Results of cross-cutting approaches).

[11.B. Staff Training

SC/B gaff was well trained, with an adequate budget for training (see Capacity Building,
Training section above for more details).

As mentioned above, supportive supervison to assess knowledge and skillsin thefield a
trainers stes could have been stronger. 1t is recommended that future projects ensure that there
is an adequate system for assessing dl fidd staff. (See the following section and the Capacity
Building, Strengthening the PVO section for more details.)

[11.C. Supervison of Program Staff

Internal ingtitutiona supervision improved notably in the second hdlf of the project as

supervision systems began to evolve to better suit the needs of the project and the indtitutions.
For example, APROSAR smplified its supervison forms and process to make it less
bureaucratic and more supportive of learning in the fidd. SC/B indtituted annud performance
reviews of its staff based on stated desired results and reviewed the progress of each trainer
during monthly and quarterly quality circle metings. The MOH benefited from the project
vehicle and gasoline to make biannua supervisory vigtsto dl hedth facilities. Additiondly, to
supervise fidd staff, SC/B and APROSAR supervisors reviewed a number of other project forms
including workshop reports, “planning together” meeting and summary forms, training

participant lists and monthly program reports. However, field staff mentioned that the
recommendation from the MTE to provide more direct in-the-field supervison of their work was
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gl lacking; in severd casestrainers were never visited (see Capacity Building: Strengthening
the PVO for more details).

Supervison of Promoters was made more efficient when the project developed a*“ Guide to
monthly evaluaion of performance during home vists’. Thisisa checkligt that the supervisor
uses to ensure that the Promoter is covering the key topics effectively.

MOH directors appreciated the vaue of the biannuad supervisory visits and expressed interest in
continuing them after the project ends. Their main concern is budget for gasoline for which they
are advocating from the municipdities for next year’ s budget.

[11.D. Human Resources and Staff M anagement
Per sonnd Policies and Procedures

SC/B has essentid personnd policies and procedures in place but does not have follow-on
funding to continue to work on the project, so has had to lay off trainers and the CS Coordinator.
The remaining staff has been reassigned to other SC/B projects. The MOH and APROSAR have
personnel policies and proceduresin place that support continuation of Wawa Sana activities.
Outside of APROSAR areas, Promoters have initiated the process of forming their own
organizations and have dected their boards. They are now initiating development of aformd
registration of their organizations. These are very new organizations and do not yet possess
personnd policies and procedures. They can learn much from APROSAR about how to register
and how to establish themsdlves as aformd organization. We recommend that Promoters who
are darting these new organizations seek guidance from APROSAR. Additionaly, these
Promoters have begun to seek assistance from other inditutions.

Working relationships of program per sonnel

Throughout the project, morae and working relationships within partner teams were generdly
good. Prior to the MTE, the partner organizations tended to work on their own and didn’t view
al of the partners asateam. During the MTE, partners began to reflect on how they could work
more effectively as ateam and after the mid-term they took a number of important steps toward
thisgod.

a. There were one-on-one meetings between SC/B and APROSAR to work out roles,
rel ationships and coordination mechanisms. As mentioned earlier, APROSAR saw its
relationship to SC/B asthat of ayounger brother in afamily who wanted to do things
independently. Over the second haf of the project, APROSAR matured, as did the
relationship into amore trustful and mutually beneficia relationship for both parties.

b. The partnersingituted monthly and quarterly qudity circle meetings to review together

what they had achieved during the last month/quarter and what they planned to do in the
next month/quarter. (These meetings were formerly held only by SC/B gaff.)

BoliviaCS-16, Final Evaluation Report, Save the Children, December 2004 62



c. SC/B developed forma agreements with municipa authorities to clarify gods and
objectives of the project, roles, responshbilities, activities and timelines.

d. All partners participated on the final evauation team.
Level of Staff Turnover

As mentioned severd times earlier in this report, Saff turnover was a tremendous chdlenge for
the project, especialy in the MOH. It was not unusudl for adoctor or nurse to stay in afacility
for only three to six months before being moved to another facility, and sometimes to another
area dtogether. Municipa and community authorities dso changed fairly frequently, the
extreme case being atown that had four mayorsin oneyear! Thisingability necesstated
repegted training courses, many hours orienting new staff and new municipa and community
authorities.

In the past, Boliviaindituted a one-year mandatory rura service for graduating doctors. This
system did not work well because many of the new doctors did not want to be out in the rura
areas and would |leave their posts for long periods of time. The MOH ended this program last
year and now finds itsalf in perhaps worse shape because now doctors are leaving after three or
four months. Another factor that contributes to the high turnover isthat communities essentidly
fire providers that they do not like or accept. MOH gaff interviewed during the evauation
suggested that to lengthen providers terms at a given facility, epecidly in rurd areas, personnd
should be given extra support and incentives such as better pay (athough MOH dtaff received a
pay increase the year before), ahouseto live in, better supervison and severa consecutive days
off each month so that they can go to see their families. The Philippinesindituted a program
aong these lines that worked very well. Bolivia s resources are more limited and it may not be
feasible to provide these benefits for everyone, but it is clear that something needs to be done.

Additiondly, the World Bank “Extensa’ Project’s hired some of the project Promoters and then
changed its policy and did not pay them, resulting in the loss of many disgruntled trained
Promoters. These Promoters then needed to be replaced, with new training and follow-up
Supervison.

[11.E. Financial Management

During the firgt half of the project, SC/B managed project finances from La Paz and Westport.
Thismeade it difficult for the program managers in Oruro to manage their budgets as they didn't
know how much was budgeted and how much was actudly spent againgt the various line items.
This stuation was rectified when the financid management of the project budget was
decentralized to Oruro. Now, thereisasystem in place for program managers to review weekly
updates of their budget versus actua expenses reports. This change has made it much easier for
field staff to know where they stand and to plan accordingly. This shift has aso contributed to
daff being able to better budget in the future.

The project spending met the proposed budget, with no over or under-spending.
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Asfor future expenses rdlaed to sustaining project activities, SC/B did not win follow-on
funding and must end its support. Some of the recurring project costs have aready been
included in municipa budgets (for training and/or materias for Promoters aswell as gasolinein
some cases). However, not al municipalities have included these costs and thisis a source of
concern to al who intend to continue implementing activities. (See sustainability section that
follows for more details))

IIl.F. Logistics

Logigtics were well-managed and did not present any limitations to the project. A mgority of
hedlth service providers interviewed mentioned the helpful support that the project provided in
trangportation for supervisory vidts and community activities. Whilethisled to anincreesein
access during the life of the project, it is of some concern now that the project is ending and
hedlth services can no longer count on this support. Some of the municipalities have aready
begun to address the service provider’ s need for gasoline by including thisin their budgets.
However, the mgority of municipalities have not yet incorporated project expenses. For future
projects, it isimportant to plan well ahead how logistics costs will be covered when the project
ends and begin to implement these solutions during the project, while phasing out project support
over time. Theredity isthat the timeline for this project was relatively short given the maor
changes occurring in the country at the time and even had Wawa Sana started earlier to phase
over codts of gasoline, it would have been difficult to fully integrate these cogtsinto dl

municipa budgets.

[11.G. Information Management
The hedlth information system had five components including:

KPC survey which is one of the main instruments for measuring indicators,
SECI community epidemiology surveillance system;

SNIS national MOH information analyss system (SNIS);

Other qualitative studies (Focus groups, Ingtitutional Assessment); and
Community notebooks managed by Wawa Sana trainers.

The hedth information system was quiite effective, particularly at the service and community

levels. Hedlth information was collected by hedth services using the nationa hedlth informetion
system (SNIS) forms and by Promoters using SECI, CB-IMCI and/or APROSAR formsthat had
been agreed upon between APROSAR and the MOH. At the end of the month, in the 156 SECI
communities, Promoters and hedlth services met to consolidete their information. They then
presented this information to the community a amonthly SECI planning together meeting,

where the information was analyzed, priorities were set and plans were made to address priority
health concerns, as previoudy discussed. The information was aso entered into the SECI
computer database to provide an overal picture of project progress for the Wawa Sana team. In
those communities that did not use SECI, health services and Promoters also collected
information. Promoters shared their information with health services that then incorporated it

into the information andys's committee meetings (“CAIS’ or “TAIS’). Most Promoters and
service providers fed confident that they can continue to collect information in the future when
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the project ends. Promoters’ information often was not included in the hedlth services report for
the SNIS and this was a point of some concern for Promoters. In the past, the form used to have
abox for Promoter information. The current form does not have this box and many of the
Promoters report that their information is now not included. We recommend that SC/B and
APROSAR continue to advocate at the national leve for a change in the form to reflect the work
of the Promoters as their information provides a clearer picture of what is happening in
communities than only what the service facility data provides.

The SECI database also houses information on community characterigtics including how far the
community isfrom a hedth service facility, whether a Promoter is working there, principd

sarvices avallable in the community, population based on community implemented census

(which tends to be more reliable than projections that the MOH uses based on the national census
data), amap of the community and other resources available there. As mentioned in the section
on SECI, the database, dthough relatively easy and fun to use, was only used by the program
manegement housed at SC/B and by Chdlapata, primarily because MOH staff were required to
use the SNIS database and SECI was an additional task that was not mandated. Additiondly,
daff turnover and the extratraining needed made it difficult to maintain the continuity of data
entry.

At the program leve, hedlth information could have been used more effectively during quarterly
evaduaion and planning meetings. Team members said that this information was shared in
monthly qudlity circle meetings, but it is not present in most of the quarterly meeting reports.
More recently in 2004, some nutrition data were included, but the quarterly meetings could be
more effective if they focus not only on activities completed and planned, but review progress on
project objectives that can be measured on an ongoing basis. The Evauation Team Leader
recommends that the format of the quarterly presentation be modified to incdlude afirst column
for “Desred results’ that help to link the activities that are reported on to specific desired results
as aticulated in the project DIP. Thiswill keegp focus on the goas and objectives of the project.
(See adso Sustainability, Lessons Learned and Recommendations above for additiona
information on reporting formets.)

The KPC survey was conducted at baseline and at the end of the project. See Attachment E for a
description of the methodology used during the find evauation.

Special Assessmentsand New Approaches
Wawa Sana tested three new approaches that are described in detall in other parts of this report
induding:

SECI to improve community participation in hedth information collection, analys's,
decisonrmaking and planning (this system has aso been adapted for usein SC/B’s newborn
hedlth project and Title Il program);

PD gpproach to improve nutritiona status of children; and

CB-1M CI which introduced new educationa materiads and formsto collect information on
child hedth during home vidits
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As mentioned earlier, SC/B carried out organizational assessments that were incomplete and
incondusive. Thefidd office should continue to work on improving its capacity in thisarea

[11.H. Technical and Adminigtrative Support

SC/HQ' s CS Specidid, Dr. Eric Starbuck was budgeted at 15% time for the Wawa Sana project
inYear 1 and a 10% in Years 2-4. He provided technical assstance in the development of the
project design, the DIP, and for baseline assessments. He prepared for the MTE and reviewed
the results and recommendations and provided ongoing email correspondence support from

home office. Additiondly, he participated in the find evduation. Dr. Starbuck felt that one
important limitation in his ability to support the project was his ingbility to spesk Spanish.

Severd of the team members dso spoke English so he was adle to communicate well with the La
Paz based gtaff. At the time CS-16 began, SC/HQ did not have CS staff who spoke Spanish.
Thisyear, SC hired anew CS Speciaist who does speak Spanish thereby strengthening the

team’ s language capability.

The Health Office Manager, Carmen Weder was budgeted at 12%timein Year 1and at 10% in
Y ears 2 through 4. She developed theinitid project budget in coordination with the field office,
monitored project expenses and match requirements and reported to AID and the field office on
budget pipdines, worked with fild staff on the development of sub-agreements with partners,
and responded to adminigtrative and financia questions from the fidd office.

The CS Advisor, Dr. David Marsh was budgeted at 3% timein Years 1 through 4. Dr. Marsh
reviewed key project documents, supervised Dr. Starbuck’s work on the project and served asa
technical resource to the project.

Field staff was satisfied with the support that they received from SC/HQ and SC/B gaff was
satisfied with the support they received from La Paz. However, as mentioned earlier, fidd staff
would have liked to have had more supportive supervisory vidts at their Stes by senior staff.

Other technical assstance received included:
H/PD specidist Jarry Sternin;
Training through LINKAGES and other loca organizations (intercultura training,
communication (BCC) and radio programs);
Budgeting and expense monitoring for the CS Coordinator; and
Cost study by SC volunteer Shireen Santosham.

As mentioned above, SC/B could still benefit from participating in training to assess
indtitutional/organizationa capacity.

[11.I. Management Lessons L earned

All key project documents should be available to al partnersin clear, loca language thet can
be understood by dll.
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Roles and rel ationships should be negotiated idedly during the project design phase, and then
reconfirmed in writing through forma agreements prior to writing the DIP o that these
agreements enter as part of the DIP and are dear to dl, keeping in mind Wawa Sana’s
experience of developing teamwork, rather than individua roles and respongbilities.

A sart-up workshop is criticd to help everyone, especialy newly hired or recruited project
implementers, understand the project’ s goals, objectives and desired results. However, a
start-up workshop is not sufficient to ensure continuing understanding and focus as project
team members change. Orientation is necessary every time new members enter and periodic
review for existing membersisimportant. Projects should build this function into their
management plans from the beginning, with a process that iswell described so thet dl new
members receive adequate information about the project. Projects may want to consider
developing a short brochure for municipa authorities and health service directors and
providers that includes key information about the project gods, objectives, desired reauilts,
partners, roles and relaionships, timeline, source of funding, requirements for participation
(if inviting participation, for example, many people interviewed suggested that municipdities
should be required to contribute its own funds and/or materids to participate).

Supervisors need to assessfidd staff capacity at the beginning of the project, determinein
which areas gaff needs strengthening, develop a plan to strengthen these areas and follow-up
to ensure that these plans are implemented and that they are producing the results desired. It
isnot sufficient to rely on indirect supervision through reports and meetings to assess skills.

Monthly qudity circles and quarterly evaluation and planning meetingsin which al partners
participate are va uable mechanisms through which projects can maintain focus on their
goals, objectives and desired results and ensure better coordination, planning and problem
solving among partners. However, these meetings must maintain focus on the goals,
objectives and desired results of the project, not only on project activities (e.g. number of
people to train, number of communities to visit) to maximize their effectiveness. Teamscan
help to ensure focus on goal's and objectives by devel oping reporting formats that are based
on the god's, objectives and desired results, not on activities.

Decentrdization of project finance monitoring improved project implementation.

Logigtic support to the MOH can increase access to servicesin communities but projects
need to be aware of the longer-term implications when the project ends. It is recommended
that projects try to establish local funding mechanisms for recurring costs such as gasoline as
early in the project as possible. This recommendation complements severa previous
recommendations (establishing roles and responghilities, and requiring a counterpart
contribution from municipdities for participation).

A hedth information system such as SECI that is accessible and easily understood by dll
actorsin the project provides a good base upon which to set priorities, make decisions, plan
actions, and monitor and evauate progress. It aso raises community awareness and
mobilizes them to take action.

BoliviaCS-16, Final Evaluation Report, Save the Children, December 2004

67



Assessing inditutiond cgpacity was difficult for thisteam. Assessing inditutiond capacity
should answer at least two important questions: 1) capacity to do what? and, 2) in what
context?

V. Conclusons and Recommendations

Wawa Sana was an exciting, successful project that pioneered innovative approaches to improve
child hedth, particularly SECI and H/PD, and learned alot about when and how to apply these
approachesin rura Bolivia

The project successfully met nearly dl of its objectives and surpassed many, as presented in the
Results Summary Table. Vaccination coverage increased dramatically, the numbers of acute
respiratory infections seen by hedlth services and Promoters increased by 224% from 2001 to
2003, nutritiond status improved in the mgority of children participating in the H/PD sessions
and 54% of children with diarrhedl diseases received more liquids, compared with a basdine of
21%. 85% of children received Vitamin A compared with the project objective of 50%°. In
2000, only 13% of children received a checkup at the hedth center within their first week of life.
In 2004, 41% of children recelved a check up within their first week. Community members,
health personnd, SC, and APROSAR aitribute these achievements to severd factorsincluding:

SECI planning together sessions raised awareness and knowledge about communities hedth
problems and status using Smple-to-understand tools and processes so that community
members, authorities, and hedth personnel understood the information and could discuss and
plan ways to improve hedth satus together.

CB-IMCI increased community accessto trained Promoters who helped families learn to
identify danger signs and problems during home visits and community meetings and served

as an important bridge to the forma health service. In some cases, Promoters provided basic
health services (cotrimoxazole for ARI, ORS for diarrhes, paracetamol).

Increased presence of hedth personnd in communities due to SECI sessions, better
coordination with Promoters and communities and, at times, assistance with transport and/or
gasoline from Wawa Sana for supervisory and program visits,

The recently introduced universal hedlth insurance (“SUMI”) likely contributed to improved
economic access by making hedth services free to children under five years old and pregnant
women.

Program management was notably strengthened since the MTE to focus more on team efforts
to coordinate actions, decentraize financial monitoring, monitor progress during monthly
(locdl) and quarterly (all project areas) qudlity circle meetings.

One objective that Wawa Sana did not meet, due to policy and cost structure congtraints as
previoudy described, was for 80% of Promoters to have had adequate supplies of ORS.

Hedlth personnel, Promoters, community members, and SC and APROSAR saff dl strengthened
their technica, organizationa, and management capacities to identify hedth problems, set
priorities, work together to plan and take action to address these priorities, and monitor their

19 No reliable baseline data existed for comparison.
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progress. The mgor chalenge to capacity strengthening was the congtant rotation of health
sarvice personnd (it was not uncommon for staff to stay a mere three to four months at a hedth
center or hedlth post), locad authorities at the municipal and community levels, and to alesser
extent, Promoters. Decentralization of government functions and procedures begun in the late
1990s, and atotdly new structure and new policies introduced by the most recent nationa
government administration in 2002 and again last year, dso presented important organizational,
management, and relationship chalenges to loca capacity to implement hedth programs. More
detail on capacity strengthening is presented on pages 41 to 56. Additiondly, the project team
was not able to effectively and systematically assess ingtitutiona capacity upon which to develop
capacity strengthening plans which could have helped to guide and monitor this process.

Wawa Sana achieved and surpassed its objectives for “uptake’ of its strategies by other
organizations, not only in Oruro Department, but throughout Bolivia. At least 15 organizations
adopted and adapted SECI and/or Hearth/Positive Deviance in the areas in which they work.

(See maps on pages 32 and 37 for organizations and where they are applying these strategies) A

cost study of the three strategies as implemented in the Wawa Sana project area estimated that
the margind per community cost for implementing CB-IMCI was $1,682, for SECI $1,945 and
for H/PD $6,833.

At present, there are no follow-on funds to continue Wawa Sana after the CS-16 funding ended
in September 2004. However, APROSAR intends to continue using the three Wawa Sana
drategiesin its ongoing projects using other donor funding. Communities, hedth service
providers, and Promotersin the other project areas have expressed their desire to continue with
the Wawa Sana activities to the best of their abilities and available resources, recognizing that
municipa budget dlocations are amgor key to sustaining support for these activities. Based on
their experience with Wawa Sana, those interviewed during the find eva uation who will

continue with the activities after CS-16 funding has ended, intend to apply the following lessons
learned:

Teamwork is essentia to success: continue inter-ingtitutional coordination between
communities, locd authorities, hedth service providers, Promoters, and other relevant
inditutions.

Learn to plan with change in mind: given the rapid rate of change of people, structures,
policies, paliticsin Boliviaand the world in generd, whileit is tempting to try to stop the
change and hold stable the forces that influence programs, it is more redigtic to assume that
changeisliable to continue, and to develop implementation strategies accordingly.

SECI isapowerful, effective, and feasble methodology to mohbilize communities for hedth.
It effectivey put into practice the Bolivian “Law of Popular Participation” and has had
important direct as well as possbly more important indirect positive impact through its
ability to change the system of loca government decision making and planning that could
also be applied to other sectors. Continue to use SECI methodology to inform communities,
local authorities, and providers about hedth status and to monitor progress (“Aninformed
authority isa committed authority” --a\Wawa Sana team motto);

Continue to develop and refine the H/PD methodology to fit local Bolivian conditions and
document what worksin a user-friendly manua with accompanying educationd materids,
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tools, and techniques. Familiesinvolved in the H/PD sessions learned that many loca foods
are nutritious and can be prepared in tasty recipes that they are sharing with their neighbors.
Continue home vidts by Promoters, modifying the process to smplify and shorten it. Revise
the Promoters' didactic materials as necessary.

If possible, continue the weekly radio program focusing on hedth issues and involving
communities to share their challenges, successes, and what they are learning.

Communities and Promoters need to participate in Information Anayss Committee meetings
and in the development of annua operationa plans to advocate strongly for budget support
for hedth program activities.

Promoters need to continue to develop their newly formed organizations, strengthening their
technical, organizationd, and politica capacities by learning from organizations such as
APROSAR that have invaluable experience.

Families will continue improved health practices a home and plan to continue to share what
they have learned with their neighbors.

Promoters and service providers recognize the need for at leest annud refresher training and
to incorporate new peopleinto training. They plan to identify new inditutions working in the
areato asss with training.

SC bdieves that the CS-16-related experiences and materidsthat are

most relevant to the "broader development community™ are those which relate

to SECI. SC presented SECI to the broader development community at the

CSTY CORE/ USAID workshop on Data For Action: Using Datato Improve Child
Hedlth, Silver Spring MD, September 9-11, 2002. (Please see the paper and
presentation by Caroline de Hilari and Lisa Howard- Grabman. Does a Mayor

Need Epidemiology? Data Use by Loca Decison Makers. Save the Children,
Bolivia, 2002. Paper:

http://www.childsurvival .com/documents/workshops/DataforAction/SaveBol .doc,

PowerPoint presentation:
http:/Amwww.childsurviva .conYdocumentsworkshops/DataforAction/ppt/Day  1/est

arbuck save.ppt). The proposed Curamericas and SC CS-21 project focuses on taking SECI to

scae through partner PV Os and NGOs in Bolivia, and beyond Balivia, through a series of
regiona workshops in Guatemaa and Honduras.

Recommendations

1

Logistic support to the MOH can increase access to services in communities but projects
need to be aware of the longer-term implications when the project ends. It is recommended
that projectstry to establish local funding mechanisms for recurring costs such as gasoline as
early in the project as possible.

Monthly qudity circles and quarterly evauation and planning mestingsin which al partners
participate are va uable mechanisms through which projects can maintain focus on their
goals, objectives, and desired results, and ensure better coordination, planning, and problem
solving among partners. However, these meetings must maintain focus on the goals,
objectives, and desired results of the project, not only on project activities.
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3. Roles and relationships should be negotiated, ideally during the project design phase, and
then reconfirmed in writing through forma agreements prior to writing the DIP, so that these
agreements enter as part of the DIP and are clear to dl, kesping in mind Wawa Sana’s
experience of developing teamwork, rather than individua roles and respongbilities.

4. For Promotersto continue their work they need three types of support: 1) mora: see that they
are making a difference, be valued by the community and by hedth services, 2) technica:
opportunitiesto learn and grow through training and supportive supervison; and, 3) some
logigtica (abicycle, basc CB-IMCI, SECI and other educational materials, and idedlly, basic
medicines such as cotrimoxazole which would increase community access to services,
increase community demand for their services, and would provide asmdl income).

5. Initidly, Wawa Sana did not have adequate forms and a database that dlowed for timely
andysis of the data to monitor the study and make decisons about program implementation.
Severd monitoring forms and processes were developed throughout the life of the project but
these are dill a work in process. We recommend that future CS projects adapting H/PD
develop appropriate monitoring forms a the beginning of the program, learning from Wawa
Sana’s experience.

6. The MTE dated that alesson learned wasthat “clinica IMCI needs to be functioning well
first before CB-IMCI can be introduced.”** Thiswould beidedl, however, in the case of
Wawa Sana, the nationd clinical IMCI training program was serioudy delayed, hedlth
service gtaff turnover was, and continues to be, very high, some of those trained are il
having trouble grasping the holigtic concepts of IMCI, and the overall socio-culturd and
political context has been ungtable, often negatively affecting the implementation of many
government programs, a least in the short-term. If Wawa Sana had waited until dinica
IMCI was functioning well, it would gill be waiting to implement CB-IMCI today. Asit
turned out, much was done a the community level through CB-IMCI in spite of the lessthan
optimal implementation of clinica IMCI. Even more could have been done had more
Promoters had access to basic medicines.

7. SECI hasthe potentid to be expanded to anationa level, having proven thet it is effective
and rdatively cogt efficient, but will aso need palitica will and financid support if itisto
redlize the potentia kind of impact. Wawa Sana should first meet with dl other
organizations that are currently implementing SECI and consolidate experiences. The group
of organizations that have implemented SECI should present the results of their experience
with SECI to centrd level decison-makers and other potentia implementers to determine the
levd of interest in expanding SECI further. It is recommended that the group consider
proposing the expansion of SECI not to al rura communitiesin the country, but to target
expangon to priority health networks with communities with the poorest hedth indicators.

8. Four yearsistoo short aperiod in which to expect that everything that the project achieved
will be sustained over time, particularly in a context such as rurd Balivia, where seemingly
contradictory forces are a work: rapid change in the nationa and politica ream, and
reaively dow rate of culturd change, both at the family and inditutiond levels. We

11 Report of the CS-16 Midterm Evaluation, October, 2002, page 10.
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anticipate that gpproximately 50-60% of communities and Promoters will continue with
Wawa Sana drategies and activities, primarily those that have had at least two years
experience with the project. The Red Norte and parts of Huanuni are likely to sustain more
of their activities because of more time and greater experience working with the strategies
and with SC/B and APROSAR prior to Wawa Sana.
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V. Results Highlight
The SECI (Community Epidemiology Surveillance System) M ethodology

SECI isapowerful, mobilizing srategy that heps communities improve their hedlth through a
community and facility-based hedth information sysem. Using SECI methodology and tools,
community hedth Promoters and hedlth service providers consolidate primary hedth care data
that they have collected usng smple forms and community maps. These data are consolidated
every month and then presented to the community in easy to understand graphics so that
together, providers and communities can obtain and andyze new information about community
hedlth problems and articulate hedth priorities that reflect the community’ s perspective.
Community representatives share the consolidated information, plans, and Strategies that have
been developed and other results of these community meetings at didtrict leve information
andyssmeetings. SECI hdps communities and hedth Saffers make decisons on resource
alocation and monitor progress toward achievement of agreed upon objectives.

From 2000-2004, in the midst of arapidly changing, complex sociopalitical and cultural context
inrurd Baliviain three digtricts of Oruro (445 communities) reaching atota population
estimated at 104,500, including 13,500 children under five, the Wawa Sana (*Hedthy Child”)
project was highly successful, having achieved or surpassed nearly dl of its objectives, in large
pat due to SECI’s powerful ability to mobilize communities. Key accomplishments include:

Pentavaent-3 vaccine coverage increased from 32% to 85% in infants.*

Acute respiratory infections treated by hedlth services and Promoters increased 224%
from 2001 through 2003 in CS-16 intervention areas.™

Familiesincreased their children’sfluid intake during diarrhed diseases from 21% at the
dtart of the program to 54% at find evauation.'*

Most CS-16 communities now place hedlth a or near the top of their agendain sharp
contrast to prior to Wawa Sana when hedth was low or absent completely.
Municipdities, communities, and hedlth service providerslearned to share and andyze
community hedlth information to set priorities, plan, act, and evauate progress resuiting
in stronger working relationships.

At least 15 other NGOs and government health services throughout Bolivia have adopted
and adapted Wawa Sana’ s SECI methodol ogy.

SECI isapowerful, effective, and feasble methodology to mobilize communities for hedth. It
effectively put into practice the Bolivian “Law of Popular Participation” and has had important
direct as wdl as possbly more important indirect positive impact through its ability to change

the system of locd government decisiontmaking and planning that could also be gpplied to other
sectors. SECI was effective because it is specific, participatory, objective, educationd, and helps
people andyze their own hedlth Stuation while forming operationd aliances with hedth

providers to address priority hedlth problems.

12 K PC Surveys, baseline (2000) and final (2004), based on verified registration on child health card.
13 Bolivia National Health Information System (SNIS) data.
14 KPC Surveys, baseline (2000) and final (2004).
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ATTACHMENT A

Evaluation Team Membersand theirr titles

Name
Savethe Children
Lic. Ccoya Sgas
Dr. Gonzales Arevao
Albina Chacolla
Ruth Pérez
Juan CopalLame
German Viscarra
SoniaHidago
Madovio Mamani
|saac Cordero
Slverio Padilla
Romdia Antonio
Lina Rodriguez
DdiaFores

APROSAR
Alfredo Juaniquina
Nelson Copa
Eliane Canqui A.
Giovanne Zenteno

Ministry of Health —
SEDES

Dr. Roberto Nufiez
Lic. TeresaPelaez

Dr. Victor Yucra

Lic. Felix Condori

Lic Aydee Montafio
Lic. Mirna Grandi

Promoters

Community members and

Municipal authorities

External Consultant
Lisa Howard-Grabman

Title

Nat. Hedlth Coordinator
Reg. Hedlth Coordinator
Digrict Responsble
Didrict Responghble
Traner

Traner

Traner

Traner

Traner

Traner

Traner

Traner

Traner

Didrict Responsble
Traner
Traner
Traner

IMCI Reg. Responsible
IMCI Reg. Trainer
AreaDirector
Stidician

Nurse

Nurse

Evduation Team Leader

Contact | nformation

Savethe Children
BoliviaFdd Office
csej as@savechildren.org.bo

Td: 506-289-7248
grabman@racsa.co.cr
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ATTACHMENT B
Evaluation Assessment M ethodology

Thefind evauation team was composed of representatives from dl the mgor actorsin the
project (see previous Attachment A) and was led by an externd consultant. The evaluation was
conducted in a highly participatory way with teeam membersinvolved in, and contributing to, al
gsages. Knowledge, skills, attitudes, practices and supplies of health workers and facilities
associated with the program included:

1. KPC survey. The purpose of this survey wasto collect post-intervention data.on hedlth
knowledge, practices, and coverage among mothers of infants less than 24 months old who
resided within the catchment area of the Wawa Sana project in Oruro Department, Bolivia. A
smilar survey was conducted at baseline from October 13 to 18, 2000. See Attachment E.1.
for the KPPC survey report including the complete methodology.

2. Health Promoter post-test
Hedth Promoters completed a written exam similar to an exam to test knowledge and
practices that they had taken at basdline. 114 Promoters completed the exam presented in
this Attachment on pages 6 and 7.

3. Review of project documents
We reviewed SECI data, quarterly reports, project instruments and forms, community
folders, financia reports,  community and information anays's committee mesting minutes,
nationd hedth information system data, and other relevant project documents.

4. Interviewsand focus group discussions
During atwo-day preparation workshop and one office workday, the evaluation team
developed a set of questionnaires and group facilitation guides (see below for the workshop
agenda and methodology and the following pages for examples of the questionnaires) based
on their own questions and questions presented in the USAID Find Evauation Guiddines.
Team members adminigtered the questionnaires and facilitation guides to the following

groups.

Group | No. of Interviews | No. of Focus Groups
Community women 19 6
Community men 6 5
Munic. and locd 32

authorities

Promoters 23 3
Hedth personnel 30

Save the Children staff 17 1
APROSAR 10 1
USAID LaPaz 1

Central MOH- LaPaz 2

Others 1
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Team members reviewed the results from the interviews and the focus group discussions
during atwo-day analyss workshop following fieldwork. An agenda of thisworkshop is
included on pages 8 - 13 and the tools used to assst participants in consolidating the
information are aso included aong with their results on pages 14 to 57.

Lessons Learned from the Final Evaluation

Over thirty “stakeholders’ from the MOH, APROSAR, municipaities and communities, SC
and an externa consultant, participated as members of the find evauation team. Mogt
participants said that it was the most participatory eva uation they had ever been a part of.
To manage such alarge team with awide range of experience, knowledge and skills, we
developed a methodology that aimed to address AID’ s questions as presented in the
guidelines and aso those questions of our participants. Relatively smple matrices helped to
guide the process. Much of the evaluation preparation and analysis was done in small groups
of 4 to 6 people each oriented around the various groups participating in the project
(communities, authorities, Promoters, service providers, SC/B and APROSAR) and the main
categories of interest (Hedth Results (Technical Approach), strategies, capacity building,
sugtainability and program management). Thisworked fairly well, dthough there was some
confusion initidly about what “technica gpproach” meant asthisis arddively abgract term.
Do not schedule fidd vigits on market days unless you wish to observe activities in the

market itsdf. Many communities on these days were vacant and little interviewing could be
done.

This evduation was highly participatory and could have benefited from more time (at least
one more day) for preparation, and analysis (one or two more days). Because a least athird
of the participants had never participated on an evauation team before, they were dso
learning by doing and could have assmilated and digested more had they had more time.
SC/B and APROSAR were noticeably working well as ateam during the evaluation. An area
that could have been improved internaly within SC/B and between APROSAR and SC/B
was the consolidation of information a a project level. Most information was available by
geographic area, but the project level consolidation was an extra step that had not been taken
prior to fieldwork in a number of cases and could have facilitated the anayss of evaluation
results.

The Chamber of Commerce building worked well for the eva uation workshops with the
option of two spaces, one for presentations that was aso used for small group work and the
other for smal group work and lunch.

Ensure that severd staff members have access to the database files and passwords so that
information is away's accessible to the team. The SC Satigtician had to leave during the
evauation for a course and we were not able to access the SECI databases during his
absence. This could have been avoided by making sure that more staff know how to import
and use the databases (passwords, file locations, etc.).
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TEST DE CONOCIMIENTO EN SALUD DEL MENOR DE 5 ANOS-
PROMOTORESY ACS

NOMBRE:
COMUNIDAD:
MUNICIPIO:
TIEMPO DE TRABAJO:

1. ¢Cualescon las sefiales de peligro de muerte dél nifio o nifia menor de 5 anos?

EaN N

2. ¢Cualesson las sefiales de peligro que se debe considerar s un nifio o nifatiene tos
gravey seareferido deinmediato?

el SN

3. Cuales son las sefiales de peligro cuando un nifio o nifatiene diarreay debe ser
referirloaun servicio de salud?

ourhwNn R

4. Que cuidadosrecomendaria Usted a una mama que tiene una wawa con diarrea?
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5. ¢Cuales son las medidas de prevencion de enfermedades que Usted recomienda para
evitar enfermedades (hoja de revision 4)?

6. ¢A partir de que edad se debe empezar a dar otrascomidasalosy lasnifiasy ya no solo
pecho?
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Horario dela Evaluacion Final de Sl 16 en Oruro

30 de Agosto, Lunes
Panificacion y revison de documentos

Entrevistas con MINSA (AIEPI y SNIS)

31 deAgosto, Martes

Entrevistas y viaje a Ouro
PROCOSI
USAID

1 de Septiembre, Miércoles
Tdler de evauacion preparatorio

09:00 Dindmicarompe hido

Inscripcion'y presentacion de participantes

¢Qué es unaevauacion? (Lisa)

Presentacion de los objetivos de la evauacion find:

- Apreciar § € programalogro sus metas 'y objetivos

Apreciar laefectividad de las intervenciones y estrategias
Desarrollar lecciones aprendidas que pueden servir anosotros'y otros interesados
end futuro
Desarrollar una estrategia para comunicar nuestras |ecciones gprendidas atodos
los interesados.

Presentacion de laagendadel Primer Diadd Tdler
09:30 Presentacion de las metas, los objetivosde Sl 16 (Gonzalo y Ccoya)

10:00 Rompe cabeza de |os resultados hasta la fecha (tarjetas de todos los resultados
recolectados por € CAP, resultados de los informes de promotores, etc. (1 horatotal)
(Participantes con facilitacion por Ccoya)

10:30 Refrigerio

10:45 Preguntas delaevauacion find (Lisa)
Cada participante escribi6 2 preguntas que dlos quieren saber delaevauacion en
tarjetas. Colocamos las tarjetas en papd rotafolio de acuerdo con las categorias de
AID/W de los lineamientos parala evauacion find. Tambien, colocamos las preguntas
de AID/W vy las preguntas de personas entrevistadas en La Paz de USAID, € Minigterio
de Sdud y Deportes (SNISy Atencidn alos menores de 5 anos).

12:30 Almuerzo
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14:00 Técnicas de recoleccion de datos, esp. Participativas
Hiciéramos 8 laboratorios y |os participantes asistieron a cada laboratorio durante 15
minutos para conocer las técnicas de: bandera de salud (su aplicacion alaevauacion
find), historias redles, diagramas Venn, Mapa, Bosillo Magico, Dibujo, Sociodrama,
puntgje/conteo. Tambien los participantes mencionaron en plenaria. entrevidas, grupos
focdes, observacion, vidtas domiciliarias, censo, formularios, cuestionarios, revison de

documentos.

16:00 Refrigerio

16:20 Presentacion de la primeratarea para equipos para e aborar insrumentos.

Relacionado ala
Meta, Resultado y
Resultado
Intermedio...

Lo que queremos

Fuente de
informacion

Técnica o método
para recolectar la
informacidn

16:50 Organizacion de equipos de trabgjo para eaboracion de los ingrumentos de la evaluacion

Minigerio Comunidad | Save APROSAR | Otros
EQUIPO 1. Fdix Judith Iver Alfredo
Enfoque Mirma Camdo Ruth
Técnico Segundin Ccoya
Albina
EQUIPO 2: Teresa Eziqud Romdia Giovani Pepe
Edtrategias Victor Edmundo Isaac
Gonzdo
EQUIPO 3: Aydee Lucia Sonia Hiana Romberto
Fortdecimiento | Raul Milan Maclovio
de capacidad Cardlina
EQUIPO 4: Roberto Maria Siveio Nelson Bernardo
Sogtenibilidad Jio Lina
Juan
EQUIPO 5: Alfredo Fortunato German Ddcy SHudio
Gegtién dd Ddia
programa
17:30 Cierre
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2 de Septiembre, Jueves
Tdler de evauacion preparatorio

09:00

09:10

10:15

10:30

10:45

11:30

12:30

14:00

16:00

16:20

17:00

Introduccion y presentaciones

Presentacion de Estudio de mortalidad de Cacachaka (Caroline)
Organizacion de equipos encuestadores paralavistaad campo
Refrigerio

Trabajo de equipos para completar lamatriz

Presentacion de las matrices ala plenariay observaciones
Almuerzo

Elaboracion de instrumentos

Refrigerio

Précticaen € uso de losingrumentos y revision (Trabgjo en grupos)
Cierre (0 17:30)

Organizacion de equipos
Participacion compuestapor:  promotor, miembros de la comunidad, SEDES, APROSAR

Se necesita un supervisor/coordinador de cada equipo.

3 digtritos, 1 equipo por distrito de por 10 menos 5 personas cada equipo

Vidtaa2 comunidades cada dia, a veces, por distancia, solamente una.

Tratar de organizar |as visitas a comunidades con buenos resultados, resultados medianosy
resultados no tan buenos para rescatar lecciones en cuanto alos* porques’.

3 de Septiembre, Viernes, Oruro
Preparacion de instrumentos de evauacion

4 de Septiembr e, Sabado, Campo
Vidtad campo

5 de Septiembre, Domingo, Campo
Vidtad campo
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6 de Septiembre, Lunes, Campo
Vidtad campo

7 de Septiembre, Martes, Oruro
Consolidacion de informacion de campo.

13:30-16:30 Entrevistaa equipo de APROSAR
17:00—-18:15 Entrevigta con Director de SEDES
18:30—-19:45 Entrevista a Gerente de Areade Oruro de Save the Children

8 de Septiembre, Miércoles, Oruro
9:00—-12:30 Entrevisad equipo Wawa Sana de Save the Children

12:45—-13:45 Entrevigaad Director de AIEPI- Oruro
14:00—16:30 Continuacion de entrevista con equipo Wawa Sana de Save the Children

9 de Septiembre, Jueves, Oruro
Tdler de evauacion anditico

08:30—09:00 Inscripcion de participantes

09:00-09:10 Dindmicade rompe hido

09:10—-09:30 Revison delo redizado

09:30—10:30 Trabgo en grupos para consolidar los resultados del trabajo de campo
(participantes divididos en grupos de los entrevistados (comunidad/ municipio,

persond de salud, promotores, Equipo Wawa Sana (Save the Children'y
APROSAR)
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C. TRABAJO EN GRUPOS—ANALISIS1

Trabajo en grupos para consolidar |os resultados ddl trabajo de campo

(participantes divididos en grupos de |os entrevistados (comunidad/ municipio, persond de
saud, promotores, APROSAR y Save the Children)

Revisar los resultados de las entrevistas y de los grupos focdes y sstematizar lainformacion
de acuerdo con las categorias de laevauacion find: enfoque técnico, estrategias, capacidad,
sogtenibilidad y gerencia usando |a tabla a continuacion:

Tema (g.) Enfoque Técnico

Grupo entrevistado:

No. de entrevidtas:

Otrainformacion utilizadaen d andiss

No. de grupos focaes:

Logros,
Resultadosy
Hallazgos

Lecciones
aprendidas

Recomendaciones

Otros
comentarios/sugeren
cas

10:30—-10:50 Refrigerio

10:50—11:30 Continuacion trabajo en grupos

11:30 - 12:30 Presentacién de resultados de trabajo en grupos

12:30 — 14:00 Almuerzo

14:00 —15:00 Continuacion de presentaciones de resultados de trabajo en grupos

15:00—17:30 Trabao en grupos para consolidar informacion de acuerdo con las
categorias de la evauacion find (enfoque técnico, estrategias, capacidad,
sostenibilidad, gerencia)
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A. TRABAJO EN GRUPOS: ANALISIS2

Se dividiralos participantes en grupos por categoria de la evauacion fina (Enfoque técnico,
edtrategias, capacidad, sostenibilidad, gerencid). Cada grupo recibiralos resultados
correspondientes del trabgjo de grupos que se redizd anteriormente. Ellos usaran lamismatabla
como e usd en € andiss 1, pero ahora S stematizando lainformacion de todos los actores
involucrados en d proyecto enfocando en una de las categorias de laevduacion find. Cada
grupo tiene que recordar las metas, los objetivos'y los indicadores del proyecto para estar atento
ainformacion relacionada con estos objetivos 'y indicadores.

10 de Septiembre, Viernes, Oruro
Tdler de evauacion anditico

09:00—10:00 Presentacion de resultados del estudio de costos de Wawa Sana
10:00—10:30 Continuacion de trabajo en grupo S necesario, 0 presentaciones de grupos
10:30—-10:50 Refrigerio

10:50 - 12:30 Presentaciones de grupos

12:30 - 14:00 Almuerzo

14:00— 15:00 Preparacion dd plan de difuson de resultados de laevauacion find y
conclusones

11 de Septiembre, Sdbado, L a Paz
VigedeLisaalaPazy reunion con Gary Shaye

12 de Septiembre, Domingo
VigedeLisaaCodaRica
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TABLA DE RESUMEN: ENFOQUE TECNICO

L ogros, Resultados L ecciones Recomendaciones Comentarios
y Hallazgos Aprendidas
Digminucién dela Practicas de cocina Seguimiento dd Continuar con emison de
desnutricion delos Esimulan aquelos persona desaudy cufiasradides
nifios menores de 5 nifios coman mas promotores
afios, mediante la contribuyen a
utilizadon y identificar mensges
preparacion de saludables sobre
dimentoslocaesy nutricion
accesibles Trabgjo coordinado Continuar con
entre @ equipo de capacitacion a
sdud, indtituciones comunided y
promotores, promotores de salud.
autoridades,
comunidad

Disminucion de la
morbimortaidad de

Rol del promotor y
persond de salud es

Continuar con trabgo
conjunto.

Continuar con la
aplicacion dela

losnifiosmenoresde | indispensable parala | Centros de salud edtrategiadel SECI
5 afos disminucion dela abastecidos con Continuar con la
morbimortalidad en medicamentos e aplicacion dela
nifios menores de 5 insUMmos edrategiadd AIEPI
afnos
98 % de nifios Madresreconocenla | Seguimientoy
vacunadosy importanciadd capacitacion a
carnetizados canéth desdudy comunidades
vacunas
Mujeres Mujeres reconocen Seguimientoy
embarazadasacuden | riesgosdd embarazo | capacitacion a
a centro de salud parto y puerperio comunidades
Meorar lacdidad y
cdidez de aencion
enlosserviciosde
sud
Promocionar € parto
humanizado en los
servicios de salud
Mayor acceso alos Trabgjo de Persona delos
sarvicios de sdud promotores mediante | servicios de saud que

con casosde IRAsy
EDAs de nifios < de
5 afos

vigtas domiciliarias
contribuye a
coberturasy acceso a
sarvicios de sdud

sgan coordinando

Incorporar en el SNIS
las actividades
redizadas por e
promotor
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L ogros, Resultados
y Hallazgos

L ecciones
Aprendidas

Recomendaciones

Comentarios

Normar € uso de
instrumentos de
referenciay
contrareferencia
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TEMA:
Grupo Entrevistado:

NUmero de entrevistas:

ENFOQUE TECNICO

Comunidad

Mujeres. 19; Hombres: 6

Numero de gruposfocales. Mujeres. 6; Hombre: 5

Logros,

Resultados,
Hallazgos

L ecciones
Aprendidas

Recomendaciones | Otros comentarios

y sugerencias

Mujeresy hombres | Las mujeres El nifio menor de
dd &readeimpacto | reconocen sus cinco afios debe
conocen las propias limitaciones | tener las vacunas
enfermedades que para acceder d completas.
atacan alos nifios sarvicio de salud.
menores de cinco
anos. Cuando € persond
de salud tratamal ya
no acudimos a
centro de salud.
Selogré cambiar la | Lagente acuded Continuar con las
conductaen la sarviciodesdud por | cufiesradidesy la
comunidad de la su propia voluntad importanciade la
atencion incluso controlan d sdud.
domiciliariaa persond de salud.
atencion en sarvicio
(9. Ellas exigen)
Yasabemos cuidar a | Debemos asidtir a Poner en préctica
nuestras wawas. reuniones de sdud. todo lo gprendido.
No debemos El hospitd dé
escaparnos del preferenciaa
persond de salud. comunidades
Nuestraswawasse | aegadas.
enferman por culpa | Priorizar lasdud de
de nosotros porque | sushijosque asus
con nuestros animales.
animdesnole
cuidamos bien en
frioy lluvia
Incorporar la De principio no se Tomar en cuentaa
participacion de tomaban en cuentaa | lapargay nifiosen
hombresen las los hombresen las las reuniones.
reuniones. reuniones.
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TEMA:

Grupo Entrevistado:
Nro. de entrevistas:
Nro. de grupos focales:

Otrainformacién utilizada en € analisis. ninguno

Logrosy resultadosy

ENFOQUE TECNICO

Autoridades
32
0

Leccionesaprendidas Recomendaciones

Otros comentariosy

Hallazgos sugerencias
Municipios fadilitan Promotor de salud
materidesdetrabgoy debe participar en
estos estan insertados la elaboracion de
enlos POAs POAS para insertar
(Azanake) sus necesidades
Direccioneslocadesde | Autoridades no Promover €
salud DILOS conocend funcionamiento
funcionan a media funcionamiento
maquina
Pan consensuado para Apoyar inicidivas
la continuidad de
trabgjo, en unidades
educdtivas
Liberan de trabgjos Autoridades motivados Apoyar inicidivas
comunaesapromotor | y senshbilizados
para que sga con sus
actividades
Grupos organi zados Se cred movilizacion Apoyo a grupos por
con deseo de seguir comunitaria parte del persona
reuniones de salud de sdud para

continuar
actividades

Apoyo dd municipio Seguimiento para Personal de salud
con combustible para exigir d cumplimiento debe continuar
lasvigtasa acronogramas de actividades
comunidades Personal de sdlud
Deseo dela
comunidad de seguir

redizando actividades
de Saud

Apoyo por parte de
autoridades a
promotoresy lideres
de salud

Promotores de
saud deben
continuar
desarrollando las
edrategias
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TEMA:
Grupo Entrevistado:

ENFOQUE TECNICO

Promotores

NUmero de entrevistas: 23
Numero degruposfocales. 3

Logros,

Resultados,
Hallazgos

L ecciones
Aprendidas

Recomendaciones

Otros comentarios
y sugerencias

Promotores con la Promotores Continuar con las
capacidad de aprendieron a capacitaciones a
resolver problemas identificar sefides promotoresy
desaud de peligro del nifio comunidad.
(desnutricion, menor de cinco afos
diarreg, etc.) y lamujer

embarazada.
Promotores El trabgo Continuar con €
involucradosen € coordinado entre trabgjo conjunto.
seguimiento de los persona desaudy Persond de salud

nifiosdesnutridosen | promotoresayudaa | cuente con un stock
forma conjunta.con mejorar € estado de micronutrientes.
el persond desdud | nutriciond.
(micronutrientes)
Promotoresdesdud | Ahoracond Persona de sdlud de
comentaron que proyecto se continuacion a crear
antes ddl proyecto concientizdy exige | estademandaa
no cumplian con demandahaciad servicio de salud.
equemade savicio desdud ya
vacunacion. No los nifios cumplen
tenian centro de esquemade
saud. Mujeres vacunacion,
embarazadas tenenciade CSy
acudieron aparteras. | embarazadas acuden

a sarvidio.
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TEMA:

Grupo Entrevistado: Personal de salud
NUmero de entrevistas: 30
NuUmero de grupos focales:

L ecciones
Aprendidas

Logros,

Resultados,
Hallazgos

ENFOQUE TECNICO

Recomendaciones

Otros comentarios

y sugerencias

Deteccidn, Continuar con € Deteccidn,
captaciony sguimiento captaciony
Sssguimiento de capacitante alos seguimiento de
Enfermedades Promotores Enfermedades
Prevdentesde Prevalentes de
ennifios< de5 en nifios < de
anos - Noexisgeun - Incorporarend 5 afios
- Bvitalamorbi registro de SNIS € trabgjo Evita la morbi
mortalidad informacion de delos mortalidad
infantil mortalidad Promotores infantil
- Deteccion, - Incremento de - Normar d uso
captaciony coberturas en: de instrumentos
referenciade Vis. Dom. IRAS deref.y
pacientes EDAS, Emb.,y contrareferencia
otros - Incorporar en €
SNISlas
actividades
- Lainformacién - Algunos sarvicio redlizadas por €
generada por € desdud Promotor
Promotor es incorporan la -  Gengdizary
incorporada informacion dd normetizar en
parcidmente Promotor y por los Servicios de
lotanto & SHud la
Promotor se incorporacion de
Sente motivado lainformacion
del Promotor
- HE SECI - Pemite - Continuar
identifica, identificar fortaeciendo €
andiza, problemas de SECI en
compara, saud por la diferentes
prioriza y toma comunidad niveles
decisones
- Esprimordid la
- Conreferenciaa responsabilidad
laDesnutricion del Persond en
Infantil exigen e seguimiento a
porcentajes los nifios
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Logros, L ecciones Recomendaciones = Otros comentarios

Resultados, Aprendidas y sugerencias
Hallazgos
eevadosen las Desnutridos
digtintas - Implementary
comunidades dar continuidad
alostdleres
hogarefios
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TEMA:
Grupo Entrevistado:
NUmero de entrevistas:

ENFOQUE TECNICO
Savethe Children y APROSAR

14

Numero degruposfocales. 2

L ogros, Resultados,

Hallazgos
98% de nifios
vacunadosy
carnetizados.

L ecciones
Aprendidas
Familias
comprometidasen la
vacunacion de los
nifos.

Recomendaciones

Seguimiento y
continuidad del
personal de salud con
e apoyo delos
promotores.

Otros comentariosy
sugerencias

Disminucion dela
desnutricion de los
nifios menores de
cinco afnos.

Lasolucién para
desnutricion se
encuentraen las
comunidades.

Disminucion de casos
deIRAs, EDAsde
nifios menores de
cinco anos.

El rol dd promotor y
del persond de saud
esindispensable para
ladisminucion dela
morbimortalidad de
los nifios menores de
cinco anos.

Continuar con los
Sstemas de
informacion, educacion
y comunicacion ala
comunidad.

Megorar lacdidad y
acceso de los servicios
de salud.

Mujeres embarazadas
acuden d centro de
saud.

Hacer abogaciaparala
incorporacion de la
informacion generada
por & promotor &
SNIS.

Sistema de referencia
funcionando,
contrarreferenciano
funciona
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TABLA DE RESUMEN: ESTRATEGIAS

L ogros, Resultados L ecciones Recomendaciones Comentarios
y Hallazgos Aprendidas
Mangoy Paralograr éxitos, Hacer abogaciaa Jefes de SEDES.
conocimiento delas | es necesario nivel naciond y REDES deben bgjar
3 edrategias de la involucrar d inicio egiond, la a campo para
mayoriade del proyecto atodos | implementacidn de conocer las
persond de salud los actores del un proyecto. edtrategias. Hacer
dd proyecto. proyecto. un estudio de
cuantas personas
han salido ddl &rea
gue estaba
gpoyando d
proyecto.
Recuperaciony Lostdleres Escribir un manud
vaoracion de los hogarefios permitea | y guiaparaaplicar
dimentos locales las familias otorgar d EDPd nive
para€ cuidadosintegrales locd.
meoramiento yredesala
nutricdona (EDP) comunidad en nifios
menores de cinco
anos.
Comunidades Poblacién que Continuar
induyenen su conoce su trabgjando en
agenda el temade problemasy comunidad que alin
sdud en reuniones necesidadesen no han induido
comunitarias. sdud buscara e sdud en sus
cumplimiento desus | agendas.
derechos.
Comunidades La capacitacion a Lainformaciony
cuentan con promotores debe ir capacitacion es mas
promotores pardeamented efectivas sla
capacitados. mejoramiento de la redizaalamayor
cdidad delos parte de los actores.
Savicios.
Se acortan
distancias entre
persond desadudy
comunidad.
El SECI seadaptad | Paraaplicar SECI
nive urbano soloen | urbano,
grupos organizados. | necesariamente se
debe hacer en
gruposya
organizados.
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B. Key Indicators by District

Percentages

Euca- Cha- APROSAR Low Euca- Ci

liptus llapata Huanuni Intensity liptus llap
Health card and growth monitoring
% children who have a health card in the home or in the health center 97 95 92 95 95 C
% children who visited health center within the first week of life 40 47 46 46 91 S
Average # of times weighed in the past year 4.58* 4.58* 3.32* 4.19* 92 O
Vaccination and Vitamin A
% of children ages 12-23 months with complete vaccination 70 53 60 66 46 4
% of children ages 12-23 months who received Vitamin A at least once in
the past year 93 86 89 92 45 4
Breastfeeding
% of children ages 0-5.99 months exclusively breastfed yesterday 64 54 68 75 22 2
% of children ages 0-5.99 months who are fed with bottle 18 25 9 13 22 2
Of children who have stopped breastfeeding, % who stopped after 12
months 67 100 90 33 3 1
Complimentary Feeding
% of children 6-11 months who received other liquids than breast milk
yesterday 81 88 87 88 27 2
% of children 6-11 months who received other milk than breast milk
yesterday 37 31 17 38 27 2
% of children 6-11 months who received food yesterday 96 100 100 100 27 2
% of children ages 20-23 months who are still breastfeeding 89 50 63 50 9 1
% of children ages 6-23 who are fed using a bottle 32 21 21 30 73 7
Diarrheal Disease
% of children ages 0-23 months with diarrhea in the past two weeks 31 29 26 29 95 (e
% of caregivers who gave more liquid than normal during diarrhea
episodes 50 65 56 60 26 2
Pneumonia knowledge and service use
% of caregivers who have asked for advise regarding cough 87 80 68 71 95 C
Of those who asked for advice, % who asked hospital staff 87 88 89 78 83 7
Of those who asked for advice, % who asked a health Promoter 19 8 22 11 83 7
% who mentioned fast breathing as a danger sign for Pneumonia 46 67 72 47 95 e
% who mentioned a sunken thorax as a danger sign for pneumonia 47 53 41 29 95 e
% who mentioned at least two valid danger signs for Pneumonia 57 74 81 50 95 e

*Number of times, rather than percentage
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Discussion
Overdl, the Wawa Sana program reached virtudly al of the target coverage levelsit set out to
reach. The following table reports indicators set a baseline and their actud levels at follow up.

Key Indicatorsfor the Wawa Sana program

Basdlinetarget indicator Revised target at Midterm Baseline% | Follow up | P-value
%
60% of 12-23 month olds have 60% of 12-23 month olds have
maternal history or card for measl es immunization measured 2% 65% <.0001
measlesimmunization. by vaccine card
80% or more DPT3 coveragein 60% coverage of DPT3 or
infants inal CS-16 municipalities | Pentavalent3in ch_l Idren 12_—23 m 0% 85% <0001
measured by vaccine card in all
CS-16 municipalities
85% of 12-23 month olds with 50% of 12-23 month olds received
cards received 1/more Vitamin A 1/more Vitamin A capsulesin last 64% 85% <.0001
capsulesin last year. year as verified by card
75% of mothers of 6-23 month 50% of mothers of 6-23 month
oldswith DD inlast 2 weeks oldswith DD in last 2 weeks
report feeding increased fluids report feeding increased fluids 24% 59%* <0001
during DD. during DD.
75% of mothers of children under | 40% of mothers of children under
2 yearsreport that help should be | 2 yearsreport that help should be
sought if their child has “fast and | sought if their child has “fast and 1% 62% <0001
agitated breathing.” agitated breathing.”
50% of mothers of children under | 25% of mothers of children under
2 yearsreport that help should be | 2 yearsreport that help should be
sought if their child's“thorax is | sought if their child's “thorax is 2% 7% <0001
sunken” (chest indrawing) sunken” (chest indrawing)

* Percentages reported in the diarrhea treatment table in the results section were for al children ages 0-23, rather
than children ages 6-23.

Conclusion

The Wawa Sana Project has achieved virtudly all gods related to coverages of key child health
services, maternd knowledge and home-based practices of childcare which formed part of its
results framework. It can safely be assumed that these results will contribute to a better hedth
gatusin children and to their survival.

Wawa Sana was built upon three strategic pillars: the community mobilization based on a
community-based surveillance system (SECI), the CB-IMCI training of community hedith
volunteers for both hedlth promoation at the home or in public as well as early recognition and
referrd of child hedth problems and finaly the Hearth mode of nutrition intervention based on
positive deviance inquiries.

The quditative evauation work will have to pursue the finer ditinction which of these drategies

or the interaction between them was the most successful in contributing to the positive changes
in the project area, and which of these changes might potentidly be the most lasting ones.
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Sidel

Side 2

Side3

ATTACHMENT E-2

. Cost Study Presentation

ANALYSIS OF COSTS

grO%°

WHY THE STUDY WAS DONE

#To know costs of each one of the
strategies

#To estimate what each one of the
strategies would cost if another NGO
wanted to replicate the strategies

WHO DID THE STUDY?

4 Shireen Santosham, SC Volunteer
#| National Coordinator

# Health Advisor

4 Health Team in Oruro

4 Accountants' team and administrators

BoliviaCS-16, Final Evauation Report, Save the Children, December 2004

167



Side4

Side5

Side 6
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WHAT WAS TAKEN INTO
ACCOUNT?

4#Costs of implementation from October
2000 to October 2003
= Personnel
= Transport (motorcycles)
= Materials + Mass Communication
= Training + Group Communication
+ Of Save the Children staff
+Of SEDES staff
+ Of promotors
+ Of mothers ffathers

THINGS THAT WEREN'T
TAKEN INTO ACCOUNT

“#International costs

#Costs of the La Paz office (except 50%
of National Coordinator)

#Office costs (rent, electricity, office
supplies, computers etc.)

#Transportation costs

PRESENTATION OF RESULTS
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Side7
COSTS OF PERSONNEL

”

Side8 RESULT: ANNUAL PERSONNEL
COSTS

# pPersonnel for programs ~ ® 94.110
of any size

# Facilitators: depends on
the size of the program:
1 per 10 communities,
average 2.870
inhabitants

# Consultants: a single
time, production of * 1.650
radio messages and
analysis of nutritional
data

& 5.830 per facilitator

Side9

Total costs of personnel for SC
4 $US 450.000 for 3 years

#| $US 150.000 per year
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Side 10

Side 11

Side 12
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COST OF PERSONNEL PER
STRATEGY

4 Based on interviews, staff estimated
the time they spent (days per month
dedicated to one or another strategy)

#| This method was not very valid, since
people gave different estimates when
asked again

Costs of personnel by strategy

# SECI * $US 57.430

# Community IMCI * $US 30.310
* Radio Consultant ® $US 1.220

# Positive Deviance- * $US 27.720
Hearth sessions

+ Nutrition data * $US 430
consultant

# Other (activities , multi-
program, SNL) = $US 33.390

Costs of personnel by strategy in%

40
35 38
30
3 O SECI
20 @ AIEPI
15 DP-TH
0 otro:

10

5

0

SECI AIEPI DP-TH Otros
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Side 13
COSTS OF MATERIAL

Y

Side 14
MATERIAL: COMMUNITY IMCI

*Radio messages in three languages
#/Calendars

#Manuals for promoters

#Puppets for demonstration
#Guides for facilitators

#Flipcharts for home visits

Side 15
MATERIAL: IMCI/Nutrition

*#Measuring rods
#Backpacks for measuring rods
#Backpacks

#Scales

®Support to fix the scales
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Side 16

Slide 17

Side 18
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MATERIAL: PD/Hearth

*Pots

#[Pans

#Covers

#Plates

#Vitamin TO
#Pictures of foods

MATERIAL: SECI

* Manuals
# Flags with paper dolls
# CD's

RESULTS:
COSTS OF MATERIALS

# Community IMCI $10.270
« IMCI/Nutrition + 2.560
= Positive

Deviance/Hearth + 1.560
+ SECI ¥ 6.150
#* Total ¥ 20.540
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Side 19

Side 20

Side21
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Material costs for strategy in%

50
45 50
40
35
30 0 SECI
x4 0 — o C-IMCI
201 1 0 PD/Hearth
154 — 0 1MCI/Nut
104 —
H H P {=H

SECI PD/Hearth

Training costs

Training costs

“#Materials for workshops
#External facilitators
#Workshops
= Food
= Lodging
= Transport or transport reimbursement
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Side 22
Training costs per strategy in%

45

40

35 40

30

2 O SECI
20 3 c-1mcf
15 B PD/H

17

10

5

0

SECI c-IMCl PD/H

Side 23
OTHER COSTS

Side 24
OTHER COSTS

4 1 Computer =
= $US 1.530
# Annual maintenance =
= $US 108
#/1 Motorcycle per facilitator =
= $US 3.344
4 Gasoline, annual maintenance =
= $US 2.050
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Side 25 Which strategy was the most
expensive?

117770

o SECI
3 c-1mcf
@ PD/H

Slide 26 Which strategy cost less per
community?

Cost per community reached

Side 27
Thank You

® 4
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ATTACHMENT E-3.
List of Documents Reviewed

AIEPI Comunitario Componente del Hogar y la Comunidad: Manua dd Voluntario de Salud.
Bdlivia- 2003. Minigterio de Sdud y Deportes, Seguro Universa Materno Infantil, USAID y
Save the Children.

Andysis of Costs of Wawa Sana Strategies. (Presentation by S. Santosham, 2004).

Basdine Indtitutional Study: Hedlth Services Staff Survey SedesAPROSAR. Savethe
Children/US, Balivia Field Office. 2000.

Boletin Edtadigtico” Gestion 2003, Oruro Bolivia, Minigterio de Saud y Previsén Socid,
Servicio Departamentd de Sdud Oruro, Unidad de Planificacion, Departamento Edtadigtica.

BaliviaCS-16 Fina Evduation, KPC Survey. 2004.

Child Surviva and Hedth Grants Program, USAID/GH/HIDN/NUT Find Evduation
Guiddines. August 2004.

Cogt Andyssfor Child Survivd- 16, Shireen Santosham, Intern SC/B, 2004.

Informes Trimestrdes. Wawa Sana. Save the Children. 2001, 2002, 2003 y 2004.
“Lainformacion en d Sistema Epidemiol 6gico Comunitario Integra (SECI)” por Ccoya Sgjas
and Cardlinade Hilari in J and G Revista de Epidemiologia Comunitaria. No. 21, Julio-

Diciembre 2002.

Manua para Promotores de Salud: Lactancia Maternay Alimentacion Complementariaen
Menores de 2 afios. PROCOSI y LINKAGES. Boalivia, 2003.

Memoria dd Seminario “Conceptos, metodologias e insrumentos para € trabgo de sdud en la
comunidad”. BuenaVidta, 12 d 14 de Junio, 2003.

Mohbilizing Communities and Hedth Services for Community-Based IMCI: Testing Innovetive
Approaches for Rural Bolivia. Save the Children/US CS-16 Application to USAID/BHR/PVC.
1999.

Monitoreo Actividades Wawa Sana (Monitoreo y Seguimiento SECI, Planificaciones Conjuntas,
Cobertura de Vacunaciones Pentavd ente 3), 2001-2004.

Quditative Study on Health and Nutrition Practices Using Focus Groups: Didtricts of Eucdliptus,
Huanuni and Challapata. Save the Children/US, Bolivia Field Office?.2000.
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Reglamento, Organizacion Funciones: DILOS. Minigterio de Saud y Prevision Socid,
Resolucion Minigterial No 0446. 7 de Agosto de 2003.

Wawa Sana: Mobilizing Communities and Hedth Services for Community-Based IMCI: Testing
Innovetive Approaches for Rura Bolivia. Bolivia CS-16 Detailed Implementation Plan. April,
2001.

Wawa Sana: Mobilizing Communities and Hedlth Services for Community-Based IMCI: Testing
Innovative Approaches for Rurd Bolivia. Report of the Bolivia CS-16 Midterm Evauation
prepared by Renée Charleston, 2002.

Instruments and Forms:

For Families.

Carnet de Sdud para Nifios Menores de 5 Afios

For Promoters:

AIEPI Comunitario Componente en d Hogar y la Comunidad: Parae Nifio o Nifia Menor de 2
Mesesy la Embarazada (Hoja de Revision 1).

AIEP Comunitario Componente en € Hogar y laComunidad: Parad Nifio o Nifiade 2 Mesesa
Menor de 5 Afios (Hoja de Revision 2).

AIEPI Comunitario Componente en € Hogar y laComunidad: Parad Desarrollo Fisicoy
Mental del Nifio o Nifia Menor de 2 Afios (Hoja de Revision 3).

AIEP Comunitario Componente en € Hogar y la Comunidad: Parala Prevencion de
Enfermedades, Accidentes y Mdltrato (Hoja de Revision 4).

Banderade la Sdud, Presentacion de Indicadores de SECI en tela para nifios menores de 5 afios
y mujeres embarazadas.

Hoja de Referenciay Contrareferencia AIEPI Comunitario Mayor de 2 Meses a5 Afios.

Promotor de Sdud: Formulario de Monitoreo Comunitario
Consolidado Formulario de Monitoreo Comunitario

Test Promotores Wawa Sana, August 2004.

For Save the Children Staff:

Cronograma Mensud de Actividades.
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Evauacion dd Persond: Formulario de Evauacion del Persond.
Formulario de Planificacion Conjunta Proyecto Wawa Sana.
Formulario de Informe Programético Mensudl.

Guia parala Evduacion Mensud de Desempefio en Vidtas Domiciliaria
Proyecto Wawa Sana. Informe Tdler.

Resumen de Planificaciones Conjuntas Programa Wawa Sana: Sistema Epidemiologico
Comunitario Integrd.

Seguimiento en Capacitaciones a Persona de Salud, Promotores'y Lideres.
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ATTACHMENT F
Project Data Sheet Form — Updated Version

Child Survival Grants Program Project Summary
Final Evaluation Submission: Nov-02-2004, SC/Bolivia

Fidd Contact | nformation:

First Name:
Last Name:
Address:

City:
Country
Telephone:
Fax:

E-malil:

Caadline

Hilari

Save the Children

PO Box No. 15120
LaPaz

Bdlivia

(011-591-2) 248-1615
(011-591-2) 211-5856
chilari @savechildren.org.bo

Project Information:

Project
Description:

The CS-16 project involves four child survivd interventions: Nutrition and
Micronutrients (30% of intervention specific effort), Pneumonia Case
Management (30%), Control of Diarrhed Disease (20%), and Immunization
(20%). SC will document the feagibility and results of implementing these four
interventions through three innovative gpproaches to child surviva in Bolivia: (1)
Community-Based-IMCI (CB-1MCl), focused on training and supporting
volunteer Rural Hedlth Promotersto provide sdected child survival servicesin
their communities, based on the PAHO CB-IMCI materias recently adapted for
Balivia, while supporting concurrent MOH implementation of IMCI at hedlth
facilities; (2) The Hearth mode using a Positive Deviance approach (H/PD) to
sugtainable community- based rehabilitation of manourished children and
prevention of malnutrition, building on SC's recent experience piloting H/PD for
the firg timein Boliviaand building on SC's success with this gpproach in other
countries. If successful and cogt-€effectivein CS- 16, H/PD has good potentia for
“upteke’ by other organizations and reducing childhood manutrition in other
aress of Balivia (3) The Community Epidemiology Survelllance System (SECI),
recently developed by SC/Baliviato promote joint collection, analyss, and use of
hedth information by hedlth providers and communities to addresslocd hedth
needs, will be scaled-up through CS-16 based on SC'sinitia successin ten
communities of rurd Oruro. SECI has grest potentid for improving utilization of
hedlth services on alarge scalein Balivia, if the gpproach continues to be
successful and feasible following implementation throughout the CS-16 site.
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SC will work with four CS-16 partners. the site's three MOH Rura Hedlth

Partners: Digtricts, and a Bolivian NGO, APROSAR.

Oruro Department is located on the Altiplano, south of La Paz. The CS-16 site
Project includes two entire Rura Hedth Didtricts and most of athird RHD: Didtrict |,
L ocation: Huanuni, Didtrict [11, Chdlgpata (excluding the area of Cacachacain the east of

the RHD, and the municipdity of Sdinasin the west), and Digtrict V, Eucdiptus.

Grant Funding Information:

USAID Funding:(US$) $1,000,000 ‘PVOmatch:(US$) |$1,ooo,ooo ‘

Target Beneficiaries:

Type Number
0-59 month old children: 13,500
Women 15-49: 0
Beneficiary Residence:
Urban/Peri-Urban % Rural %
27% 73%

General Strategies Planned:
Advocacy on Hedth Policy

Strengthen Decentralized Health System
Information System Technologies

M & E Assessment Strategies:

KPC Survey

Organizationa Capacity Assessment with Loca Partners
Organizationa Capacity Assessment for your own PVO

Lot Qudity Assurance Sampling

Community-based Monitoring Techniques

Participatory Evaduation Techniques (for mid-term or find eva uation)

Behavior Change and Communication (BCC) Strategies.

Mass Media

Interpersonal Communication

Support Groups

Capacity Building Targets Planned:

Non-Govt | Other Private .
PVO Partners Sector Govt Community
USHO(CS| Locd NGO (None Dig. Hedlth CHWs
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unit) Selected) System
Fedd Hedth
Office HQ Facility Staff
CSProject
Team
I nterventions;

Immunizations 20 %

Nutrition 30 %

Acute Respiratory Infection 30 %

Control of Diarrheal Diseases 20 %
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