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EXECUTIVE SUMMARY 

1. NAME OF MISSION 

USAIDJEL SALVADOR 
Mid-term Evaluation, Maternal llealth and Child Survival Project (PROSAMI) 
September--Novetnbcr, 1994 

2. PURPOSE OF ACTIVITlES EVALUATED 

The PROSAMI Project was designed to extend coverage of basic Maternal Child Health 
services into rural communities lacking access to these services due to the impact of the past 
armed conflict and/or geographic isolation. The Project goal is to improve the health of rural 
population by increasing the percentage of this population which has access to adequate basic 
health services. The purpose of the Project is to expand community based MHCS services to 
those areas of El Salvador where such services have been weak or nonexistent. 

3. PURPOSE OF THE EVALUATION AND METHODOLOGY USED 

The purpose of this Mid-term Evaluation is to assess the appropriateness of the Project 
design, and determine the progress and impact to date by the Project. The Evaluation Team used 
three methods to determine the effectiveness and efficiency of the extent to which services are 
reaching the intended beneficiaries of the Project: 1) interviewing key informants, 2) reading 
primary source materials, and 3) field observations. 

4. FINDINGS AND CONCLUSIONS 

The major findings in the area of maternal health and child survival are the following: 
PROSAMI is successfully fulfilling its objectives in relation to organizing a network of NGOs 
to provide a uniform system of maternal health and child survival services. The system appears 
to be very effective in reducing morbidity and mortality. With appropriate training and 
supervision, community personnel with little formal education can successfully provide fairly 
complex primary health care services. Also, a community based health delivery system 
consisting of a basal census. active case detection, simplified case management, immediate 
referrals of high risk patients, and health education and counseling, can effectively reduce 
morbidity and mortality rates. 

With regard to the planning systems for technical and financial control, the PROSAMI Project 
has developed very detailed innovative and appropriate reporting, monitoring and feedback 
systems to move information around the communities, the NGO's, and the central staff of 
PROSAMI. These systems are important to express how management wants organizations to 
work and tomake important changes. Thc conclusion is, therefore, that the overall system has 
led to organizational clarity and control hy independent NGO's, as opposed to central control 
by advisors. - 



The major tidings in the heallh finance area are the following: The total cost of the PROSAMI 
health care promoter program is comparatively high in absolute term, particularly when the 
home and field office costs are added to the NGO costs. The promoter cost per attention 
provided is con~petitive when compared to the MOH or other organizations. Cost recovery from 
rnonies provided from other NGO activities has considerably more potential than patient fee 
money. The cost recovery from client based fees and the management of these funds is just at 
the "launch" stage. The percentage of patients that pay so far is very low. 

5. RECOMMENDATIONS 

TIE PROSAMI network of NGOs and community-based n~aternal health/child survival primary 
health care system has proved to be highly effective in reducing ntorbidity and nwrtality in rural 
communities of El Salvador. This should serve as a nlodel for projects in other areas. 

The presence of a central supervisory, training and normative organization is essential for the 
continued success of PROSAMI network and system. Therefore, we recommend that 
CONSALUD be developed and supported by USAID, MSCI and other agencies/donors to 
assume these roles and functions. This support should be manifested by providing access to 
sufficient financial resources and technical assistance to allow CONSALUD to achieve self- 
sufficiency and assure its sustainability. 

6. LESSONS LEARNED 

'I'lle various NGO's had a wide variety of nianagenlent styles and structures as well as a wide 
variety of individual capabilities and capacities. It is important not to place undue: restrictions, 
nor to force diverse NGO's into one model of organizational design, but instead, a llzxible system 
of good administration, planning and finance should be provided, and then the NGOs should be 
pern~itted to adapt these systems to their own organi-ation and lllill>ageilIctlt styles as they see fit. 
I'lx transition from dependence to independence is an important step in the process of developing 
the sustainabilily of the PROSAMI program by the NGOs which comprise the network. This is 
facilitated by developing plans for individual and collective action by coch organization on 
program sustainability, institutional permanence and tinancial %If-sufticiency. To assist and 
shorten the time line to independence, the NGO's have formed a network organization 
(CONSALUD) to centralize administrative functions, technical trainiuy and standardization of 
services, and to coordinate activities. 

PKOSAMI has demonstrated that a relatively diverse group of indigenous NGOs can be 
successfully organized into a coherent and collaborative network to effectively provide specific 
technical services (e.g., mat :ma1 healdl and child survival services). PROSAMI has shown that 
conrnlunity personnel with relatively little fornlal education can successfully deliver a relatively 
co~nplex package of primary health care services when they receive adequate basic training, with 
complenlentary, regular supervision and continui~g education. Active case detection and 
simplified case management can be effective in reducing morbidity and mortality. A community 
based health service system can significantly impact and in~prove community health. Primary 
preventive services (education, pron~otion and protective nwasurcs to prcvent heulth problems) 
are more euective if associated with and delivered as complements to secondary preventive 
scrvices (diagnosis and 1rc;rlmcnl of zxisting l~cal\ll problems). 



Many of thc NGOs working with PROSAMl have highly sophisticstcd and creative ways of 
I- generating funds that help to pay the administrative costs of other programs that need subsidies. 
r They are good examples of how to set up small business enterprises, small factories, training 
r programs, consulting assistance, agriculture ventures, and similar enterprises. PROSAMI and 

the associated NGOs have implemented a number of advanced systems in accounting, inventory, 
payroll. accounts receivables, and purchasing. These systems could be compared and then 
combined into one system that utilizes the best of each individual program. 



It. BACKGROUND 

1. DESCRIPTION 

Recause of tlic pwt internal conflict in El Salvador. sevcre budgetary strain has been placed upon 
thc public scclor. cspccially in l l ~ c  social scrviccs sector. 'l'lic M o l l  has achicvcd some 
improvc~ncnr in llcaltli indicators with rrssistancc rrom othcr donors and its own limited budget. 
111crc arc still largc arcas whcre populations lack acccss to hasic hcalth care. The Maternal llealth 
('hild Survival Project has k c n  dcsigned to help address the gap in basic scrviccs dclivery. 'l'he 
Proicct will widen the scope and improve efficiency/effectiveness of health care programs. 
Existing Salvadoran private voluntary organi7~tions will help to reach some of the rural poor not 
now attended by public health programs. 

'I'hc goal of tllc Maternal I lcaltli Child Survival Projcct is to improve the Iiealth status of the rural 
population hy increasing dic pcrccntage of this population which has access to adequate basic 
hcnl tli  scrviccs. 

3. PURPOSE 

7'11is pt l rpsc is to cxpand cotnn~ilnity based maternal health/child survival (MIICS) services to 
host areas of El Salvador where such services have hcen weak and non-existent. 

4. PROJECT NUMBER 



111. SCOPE OF WORK 

A brief summary of the Scopc of Work (SOW) follows. The cotnpletc vcrsion of thc SOW is in 
Annex E. 

'l'lic ovcrall ohjcctivc of the mid-Term Evaluation is to assess the appropriatcncss of the Project 
tlcsipn and tlctcrminc thc programs and in~pact to datc by the Projcct. 'l'hc Evaluation will hc 
ccwccptudizcd on four lcvcls to includc: 

a) Mcasurenient of Efficiency 
b) Mcasurement of Effectiveness 
C) Measuresofimpact 
d) Mcasures of sustainability 

A tlircc pcrson tecl~nical evaluation tcanl will review and assess thcsc four levels as follows: 

a) Points 

b) Points 

c) Impact 

related to efficiency: 

Approprialencss of Project Objectives 
Viability of methodology for service delivery 
Quantity and quality for inputs to NGO's 
Efficacy of methodologies 

rclated to effectivencss: 

Technical and administrative capacity 
Project progress to date 
Coverage 
Quality of services 
Cost Effectiveness 
Bencfit-Cost Analysis 
Coordination 

1 .  Impact achieved by the Project 

d) Points rclated to sustainability 

I. NGO's program sustainability 
2. Pro.iccts contributions to strategic USAID objectives 
3. 1,cgal Status 

IIrafl final rcport in English and Spanish will bc submittcd prior to Evali~ation Team deparlure 
from country. and final report not latcr than four wceks after receipt of USAID review of final 
draft rcport. 



IV. EVALUATION TEAM 

I.: 

nricf summaries of thc three evaluation team members arc prescntcd below. See Annex F. for 
tlic coniplcte rCsumds of each team member. 

Lewis 11. Thornton 

1,cwis Thomton. MS. Organi7ationnl Management specialist and Team 1,eader for the Mid-term 
Evaluation of the El Salvador Matcrnal Health and Child Survival Project (PROSAMI) has had 
ovcr twenty-five ycars of development experience, primarily in 1,atin America. Mr. 'Shornton has 
spcciali7ed in organilational development. project managcment planning. monitoring, evaluation 
and training in rural dcvelopmcnt. education, agriculture, and recently in health evaluation. Ile 
has worked in the public and privatc scctors and with NGO's. 

l lis primary rcspo~isihilitics in thc PROSAMI Projcct covcrcd the evali~ntion of NGO tcchnicnl 
and ad~iiinis~ralive capacity. projccl progress to datc, intcr- arid iutra-institutional coordination and 
project sustainability scction. Mr. Thornton's team lcader responsibilities included ensuring that 
thc cvaluation objectives wcre mct and for incorporating the team member contributions into the 
USAIWEI Salvador Scope of  Work referenced in Section Ill. 

Peter H. Boddy 

Ilr. Pcter I3oddy. MI), MPII, Maternal Ilealth and Child Survival Specialist has worked in 
primary Iicaltli care in Latin America for over 15 years. Ile is ci~rrently Country Director of 
17spcran7, Rolivia and Program Director. I lun~an Resource Dcvelopnwnt Matching Grant. and 
supervises an USAID fundcd child survival project in Bolivia. I-Ie has worked as resident advisor 
and consultant in Flonduras wherc he provided technical assistance and administrative support 
to the Ministry of Public IIenlth for the USAID funded Nutritional Communication Project. 

llr. noddy was rcspnsiblc for evaluating the PROSAMI health care delivery system and the 
~iiatcrnal I~calth and child survival activities. In particular, he examined the fdlowing areas related 
to the efficiency of PROSAMI: The appropriateness of project objectives, viability of service 
tlclivcry. inputs and outputs, and the training, supervising. monitoring and cvaluation 
nwtliodologics used by PROSAMI. In thc arca of cffectivcncss. Dr. noddy reviewcd the 
covcragcs achicvcd by mcdical service coniponcnts and the quality of services. Finally. he also 
ci-alun~cd thc inipct of PROSAMI NGO activities on niorbidity and mortality in thc communilics 
wlicrc thcy arc working. 

M. Roy Rrooks, Jr. 

Roy I3rcwks. MBA. MPII. I Icaltli Finalcia1 Rr cost Arl;llysis Specialist, has spcnt the last twcnty 
ycnrs working in llic Iicnlth scctor primarily in thc tJSA. Asia and I.atin Amcrica. specializing 





V. Methodology 

INTRODUCTION 

The Evaluation Team consulted together and designed a general evaluation strategy and 
methodology to obtain the information necessary for the PROSAMI MTE (mid-term evaluation). 
Three basic methods were employed to determine the efficiency, effectiveness, impact and 
sustainablilty of the PROSAMI health care system and NGO network, and the extent to which 
services are reaching and improving the lives of the intended beneficiaries of the Project. These 
three methods were the following: 

1) interviewing key informants, 
2) reading primary source materials, and 
3) field observations. 

Each evaluator designed, organized and coordinated with the others a specific evaluation work 
plan based on the three niethods mentioned above. The specific evaluation work plans developed 
and implemented by the evaluators are described in the sections which follow. A brief description 
of the elements of the evaluation work plans is presented below. 

Each evaluator reviewed pertinent documents, and conducted interviews with individuals or 
organizations related to his area of responsibility. Each evaluator designed one or more 
questionnaire guides to cover his area of responsibility for the evaluations. Samples of the 
questionnaires and evaluation instruments are in Annex D. 

Field visits were made to NGOs following the selection criteria explained in the sections that 
follow. A total of 16 different NGOs were visited by the three evaluators during a total of 2 
joint and 21 separate visits. Table I presents a summary of the NGOs visited by the Evaluation 
Team members. A total of 26 communities were visited by the evaluators, representing a range 
of geographical areas in El Salvador, including a high proportion of areas from the former 
conflictive zones. 

The insights and understanding of the PROSAMI Project obtained through the implementation 
of the three basic evaluation methodologies provided the Evaluation Team with adequate 
information and consistent results to be able to draw valid conclusions and recommendations. 



Tablc 1. 
NGOs Visited by Evaluation Team Members 

PROSAMI Mid-Term Evaluation, El Salvador, 1994 

Visited by tbe Following 
Evaluatom: NGOs 

VISITED ROUND NRP 
Lewis Peter 

Thorntoo I BZb 1 Ioddy 

First 
- -  

I y e s  I AGAPE 

ASALDI 

ASAPROSAR 

First 

First 

Yes I Yes I Yes 

First Yes I Yes I Yes 

OEF 

OPRODE 

First Yes 

No 

Yes 

First 

PROCADES First Yes Yes I Yes I Yes 
- - 

ASADEH Yes 

Yes 

Second 

Second CONAMUS I Yes 1 Yes 

FUMA Second 

Second 

Yes 

No 

Yes I 
FUNDESO I Yes I Yes 

KNAPP 

COSDECSAM 

Second Yes Yes I 
Yes 

-- I Yes I 
FCMDEPRENS Third Yes I Yes 

IDEA Third Yes Yes 

Yes PADECOMSM Third Yes 

TOTAL 



ORGANIZATIONAL AND MANAGEMENT EVALUATION 
METHODOLOGY 

1. GENERAL 

As mentioned in the Introduction of the Methodology Section, the Organizational Management 
Evaluation Specialist used three methods to determine the effectiveness of the extent to which 
services are reaching the intendcd hencriciarics; spccificnlly, the technical and administrative 
capacity of the NGO's to implement the Project. Additionally, program sustainability was 
evaluated. These three methods were: 

1) interviewing key informants (see list of persons interviewed in Annex C-1). 
2)  reading primary source materials (see list of documents reviewed in Annex C-I). 
3) field observation (see instruments in Annex D-I). 

In determining the site selection criteria, the NGOs were stratified according to their average 
monthly technical ratings, which were prepared by the PROSAMI technical staff based upon 
NGO monthly and quarterly reports. Ratings included measures of progress implementation and 
coverage achieved and ranged from A to D, which were quantified as a 4.0 to 1 .O. In addition 
to the MSCI ratings, institutional characteristics and geographical distribution were considered 
in the selection of NGOs to be visited. The Organizational Management Specialist, using the 
questionnaire guide developed by him, then met with the MSCI Technical Coordinator prior to 
the visit with each NGO. Meetings were then held with members of the board of each NGO, 
executive directors, administrator, project technical coordinator and two or more supervisors. 
Accompanied by the MSCI technical coordinator, the evaluator visited regional offices of the 
NGO's, and finally, accompanied by the community supervisor visited approximately 15 
communities meeting with promoters, community health committee members and community 
volunteer workers. 

The eight NGO's visited by the Organizational Management Specialist were: 

ASADEH 
ASALDI 
FUMA 
IDEA 
KNAPP 
OEF 
PRODECOMSM 
PROCADES 

The rnethodol& used to evaluate fadon influencing sustainability in the PROSAMI Project was 
based on the USAID CDlE Study of U.S. foreign assistance health programs in a six country . 
study. One third (12) of the cxcculivc directors of t l~c  NGO's, and ten professionals from the 



MSCl PROSAMI I and administrative staff were selected I :o answer the sustainability 
questionnaire. These persons met as two groups (NGO executive directors and PROSAMI staff) 
where the instructions were explained for completing the questionnaires, and once the questions 
wcre understood, the questionnaires wcrc lillcd-out. The results provided insights a d  
understanding into the various factors found to influence the sustainability. 

MATERNAL HEALTH AND CHILD SURVIVAL 
EVALUATION METHODOLOGY 

The maternal health and child survival (MHCS) specialist evaluated specific medical and health 
care delivery aspects of PROSAMI ("Proyecto de Salud Materno y Supervivencia Infantila or 
"Maternal Health and Child Survival Project"). The methodology used to obtain information and 
data for evaluation purposes consisted of three principal actions: 1. Review of documents; 2. 
Interviews and discussions with key persons; and, 3. Visits to NGO project sites and 
communities. These are explained in further detail below. 

1. REVIEW OF DOCUMENTS 

The MHCS specialist reviewed documents relating to PROSAMI, the way PROSAMI operates, 
a d  PROSAMI's goal area (maternal an3 child health in El Salvador). Pertinent documents were 
identified through discussions with PROSAMI staff, USAIDIEI Salvador Mission personnel, and 
others. The documents reviewed were national survey reports, and PROSAMI documents, 
including monthly and quarterly evaluation reports, training materials, evaluation and monitoring 
documents, technical assistance reports, and technical component coverage reports. A list of the 
documents reviewed is in Annex C-2. 

2. INTERVIEWS, DISCUSSIONS AND MEETINGS 

The MHCS specialist conducted interviews and discussions with PROSAMI staff, personnel of 
participating NGOs, and members of the target population. Meetings were held with USAIDIEI 
Salvador Mission personnel, PROSAMI staff, the NGO evaluation committee, and MOH staff. 
A list of persons interviewed and meetings attended is included in Amex C-2. 

3. SITE VISITS 

Fifteen NGOs were selected for one-day visits (see site selection criteria below). The site visits 
were conducted by one of three evaluation teams formed by the evaluator. One team was 
composed of the evaluator (MHCS specialist) accompanied by two members of the PROSAMI 
technical advisory staff. Seven of the selected sites were visited by this team (see Table 2 for 
sites visited). - 
The second team was composed of three members of the PROSAMI technical advisory staff and 
visited four NGOs. The thud team was formed by two of the PROSAMI technical advisors, and 
also visited four NGOs. A debriefing meeting was held with the participating PROSAMI 
technical advisors to discuss the evaluation process and their experiences. Completed survey 



forms were reviewed by the evaluator. The results of the PROSAMI technical advisors were 
found to be of good quality, with no significant errors, and were consistent with the results of 
the evaluator 

The participation of PROSAMI technical advisors in the collection of data and information for 
the technical evaluation permitted the inclusion of more sites, and also served as a learning 
experience for the technical advisors, who heretofore had not conducted this type of evaluation 
of project activities. It is expected that the PROSAMI technical advisors will incorporate these 
new evaluation skills in their continuing monitoring and supervisory efforts. 

Three main activities were carried out during the site visits: 1. Interviews, 2. Observation of 
service delivery, and, 3. Completion of survey instruments. The two PROSAMI technical 
advisor teams principally conducted the third activity. The first activity was interviews of NGO 
project personnel, including technical coordinators, supervisors, and promoters; volunteer 
community participants; and, members of the client population. 

The evaluator interviewed the following persons at the seven sites he visited: 6 technical 
coordinators were interviewed at the sites (an additional 17 completed survey instruments at a 
meeting). A total of 23 supervisors were interviewed individually or  in small groups (with other 
supervisors). A total of 76 promoters were interviewed in 7 groups ranging in size from 6 to 17 
persons. Eight promoters were interviewed individually in their communities, and were observed 
providing care to 11 clients. The latter were interviewed alone (without the promotor o r  
supervisor present) by the evaluator after the consult by the promotor was finished. 

The second activity was to observe service delivery in the communities. This was done by 
interviewing a promotor in herlhis community; discussing how she/he would treat patients with 
specific problems; examining herlhis dispensary, patient records, and program reports; reviewing 
the risk map and its use; and, accompanying the promotor on  a visit to a household with a 
pregnant woman for a prenatal visit and another household for a growth monitoring visit. The 
evaluator accompanied 8 promoters on visits to 11 clients. Also, 4 supervisors were observed 
supervising the promoters during patient visits. 

The third activity was to apply a series of nine survey instruments to seven groups of people. 
The surveys included a combination of qualitative and quantitative questions. The persons 
surveyed included the following: NGO directors, technical coordinators, technical supervisors, 
promoters, traditional birth attendants (TBAs), community health committees, and members of 
the target population. The survey instruments were completed during the site visits with the 
exception of the NGO executive directors and the majority of the NGO technical coordinators, 
who filled out the surveys during meetings. 

The surveys were completed by individual self-report, individual interviews and focus groups. 
Table 2 indicates th-. persons surveyed, the number surveyed, and the method of survey 
completion, for each of the survey instruments. Examples of the survey instruments and 
consolidate& results are in Annexes D-2 and G-1. 



Table 2. 
Persons Surveyed and Completion of Survey Instruments 

PROSAMI M'I'E, El Salvador, 1994 

METHOD OF I COMPLETION 

1 NGO Directors 25 
lndividual self- 

cornplerioa 

2 Technical Coordinators 25 
Individual self- 

conlpletion 

3 Technical Supervisors 34 Individual self- 
completion 

4A Promoters 129 persons in I5 groups, Focus groups 
ranging in size from 3 to 17 

(mean =9.4) 

48  Promoters 129 
Individual self- 

completion 
I I I 

4C I Promoters I Same as for 4A ,  above I Focus groups 

5 TBAs 21 TBAs in 3 groups (rnean=7 Focus groups or 
per group) and 11 individud individual interview 

interviews 

6 Community Health 172 members in 18 groups Focus groups 
Commit t e e  (mean = 9.5 per group) 

Members of the client 

NGOs were selectad for site visits on the basis of five criteria: 

1. Funding Rounds: The sites were distributed among the NGOs funded in each of the 
three PROSAMI Funding Rounds, with a predominance in the first two rounds. 

6 (40%) of the sites visited were from the first round. 
7 (47%) of the sites visited were from the second round. 
2 (13%) of the sites visited were from the third round. 

2. NRP area: There were representative sites from th,: area of National Reconstruction 
Program (NRP). Of the 15 sites visited , 11 (73%) were in the NRP area. 

3. Technical ratings: Sites were selected on the basis of their annual average of monthly 
(process) and quarterly (coverage) technical ratings, which are prepared by the 
PROSAMI technical staff based on NGO monthly and quarterly reports. The ratings 
include measures of process implementation and coverage achieved. Ratings range 
from A to D, which are quantitid as 4.0 to 1 .O. Of the 35 NGOs in the PROSAMI 
network, 4 (1 1 %) have combined nrontlrly and quarterly technical ratings of 3.5 to 



4.0, 25 (71 1) have combined ratings between 2.5 to 3.0, and 6 (17%) have ratings 
of 2.0. In the selected sample of IS NGOs, the corresponding distribution was 2 
(13%), 11 (7396), and 2 (13%). 

4. Recommendations of the PROSAMI technical staff, who commented on special 
characteristics or qualities of NGO project implementation. 

5 .  Relative accessibility in terms of distance, road conditions, and weather. 

The NGOs selected through these criteria are listed in Table 3. 

Table 3. 
Selected NGOs and some Characteristics 

PROSAMI MTE, El Salvador, 1994 

FUNDING I COMBINED VISlTING 

CYCLE TECHNICAL I I EVALUATION 
RATMGS TEAM 

I ADHU First 3 .O No PROSAMI Team 

2 ASALDI First 3.5 No Dr. Boddy 
s 

3 ASAPROSAR First 3 .O No Dr. Boddy 

4 FUNDEMUN First 2 .O Yes Dr. Boddy 

5 OEF First 3 .O Yes PROSAMI Team 

2.5 I Yes I Dr. Boddy 

3 .O 1 Ye. I PROSAMI Team 
I I I I 

ASPS I Second I 2 .O 1 Yes I PROSAMI Team 

9 CIRES Second 3 .O Yes PROSAMI Team 

10 CON AMUS Saond 2.5 Yes Dr. Boddy 

1 1  FUMA Second 3 -0 Yes . PROSAMI Team 
I I I I I 

12 FUNDESO I Second 4.0 No Dr. Boddy 
I I I I I 

13 1 KNAPP I Second I 3 -0 I Yes I PROSAMI Team 
I I I I I 

14 FUNDEPRENS Third I 3 .O I Yes Dr. Boddy 
I 1 I I I 

15 IDEA I Third I 2.5 I Ya PROSAMI Team 



HEALTH FINANCE EVALUATION METHODOLOGY 

A. COST EFFECTIVENESS ANALYSIS 

Total cost of PROSAMI project, and comparison with cost of other services (MOH and one non- 
USAID NGO). 

METHODOLOGY 

Several discussions were held with personnel of PROSAMI, USAID, as well as a review of the 
available data ( see annex for list of names and activities). Following this initial activity, 
information was collected from on-site visits to NGOs, as well as fiom questionnaires sent to the 
central level and NGO level. 

1. Site visits - 
Step 1: In order to collect on-site information for overall financial management, financial 
sustainability, and conduct a comparative cost analysis, eight NGOs were selected for site visits. 
They were selected by first applying the following criteria: 

a. Six-month average of the classification of the financial monitor report conducted by the 
central level office. Each NGO is classified in accordance to how well and timely the 
produce financial reports fiom A to D. A, is the highest rating, and was assigned a 
value 4, and the others respectively assigned to D with a value of I .  

b. The percentage of counterpart fbnding for 1993 was used with ratings as follows: 

1) A=4 Counterpart funding 90Y0 or more 
ii) 8-3 Counlerpart funding 75% lo 89% 
iii) C=2 Countcrprt hndiny 50% to 74% 
iv) D= l Countcrparl funding less than 50% 

c. 1993 Audit reports using A=4 to D=l . 

Using the above three criteria, a weighted average of the three was determined for each of the 35 
NGOs, and then the NGOs were sorted fiom highest to lowest. Category "a", monthly financial 
reports, was assigned a weight of 2, and the other two categories of counterpart funding and audit 
reports were assigned a weight of one. The monthly financial reports are tabulated by the 
PROSAMI financial department and consider seven factors such as correctness of vouchen, 
timeliness of ac~ounts, etc. The classification assigned to these reports was averaged over a six 
month period. Given the number of factors considered in these financial reports as well as the time 
period, the weighted factor of 2 was applied. ~ a b i e  4, '~lassification of NGOs for the Financial 
Evaluation," on the following page illustrates the rank order of the NGOs. 



I Table 4. CkusHlcatlon of NGO. for the Financial Evaluation 
I I I 1 I I 1 

No0 R WORK ARWDEPARTAMENTO" % MON CON AUD AVE 

OPROOE 1 U LIBERTAO - CUSCATUN 34.1 8 4 2 14 
AGAPE 1 AHUACHAPAN SONSONATE NO 8 4 2 14 

' 

FUND€ SO 1 2 AHUACHAPAN - SONSONATE NO 4 2 1 14 

R = Round. MON = Monthly financial monloring reports, 6 months average. 
CON = Counterpad htnding. AUD = Audl reporis of 1993. AM: = might average. 

Once the NGOs were rank ordered by these three categories, a sample of the NGOs with the 
highest total points (14). the lowest total points (5-6), and those in the middle range (8-9) were 
selected (ASALDI was also included since all of lhe team made this visit before this sort was 
taken in order to get an initial picture of the NGOs). The second level sort provided an array 
from strongest to weakest using the three criteria. ' 



The third level sort then consisted of applying the following criteria: 

a. At least 4 of the NGOs visited would be at the highest level, and two would be at 
the lowest level, with the remaining in between. 

b. A maximum of NGOs from "Round 3" (those NGOs recently admitted into the 
PROSAMI program) would be included, since they were too new to draw many 
conclusions about their financial operations and sustainability. . 

c. At least 2 NGOs would work in the National Reconstruction Program areas. 
d. There would be a wide geographic distribution among the NGOs selected. 
e. The first two NGOs visited would be within a close-proximity to PROSAMI in order 

to pilot-test the survey instrument as well as learn about the operations of the NGOs 
at the community and regional level. 

The NGOs that fulfilled the above criteria and remained after the three sorting process were: 

1. OPRODE 
2. AGAPE 
3. FUNDESO 
4. ASALDI 
5. FUNDEMUN 
6. PROCADES 
7. CONAMUS 
8. COSDECSAM 

Taking the amount of time allowed to conduct visits, if was decided that it would be possible 
to make 8 site visits. 

Step 2: A questionnaire was then designed to collect the data during the site visits. As agreed 
at the initial USAID meeting, the survey instrument for financial analysis included some of the 
questions used in a prior NGO assessment tool developed by PATHFINDER and MSH . This 
instrument not only included the majority of indicators in the CDIE study, but also considered 
several other financial issues. It was tested at the first two site visits, slightly modified, and then 
applied at the subsequent 6 site visits. See Appendix in Section 11.5 for an example of one of 
the questionnaires and answers. 

2. Information collection - 
PROSAMI Information: 

Step 1: A meeting was held with the central level technical supervisors, and a consensus was 
arrived as to what basic information should be c~llected from all of the NGO to observe trends 
in target population, number of comn~unities served, administrative and technical staff (including 
health care promoters), number of promoter attentions (visits) provided for acute respiratory 
infections (IRA), diarrheal illness (EDA), prenatal visits (SR), post-natal visits (RN), and child 
growth and development (CYD). In addition, the number of educational sessions provided was 
also counted. 



This information also provided preliminary unit cost per visit information, which served to 
illustrate unit cost range among the NGOs and to identify areas in financial efficiency needing 
further expIoration. The ranges among the NGOs of per capita cost per population served, 
administrative cost per population served, and NGO cost per promoter were also derived from 
this information. Lastly annual trends in the per capita costs were observed over time. 
Administrative costs were divided into three categories: (1) Those costs that were incurred at 
the "home office". In the case of PROSAMI, this is MSCI operations in Virginia, USA. In the 
case of the MOH, it is the administrative overhead costs of central departments such as Finance, 
Maintenance, etc. (2) Costs incurred at the "local or field office" which is the PROSAMI 
operations at the central level that manages the project. And, (3) those costs incurred at the NGO 
level called "program administrative costs" (non-personnel administrative costs such as 
insurance, transportation, office supplies etc.) as well as "administrative staff. 

Step 2: A meeting was held with the central level financial advisors and director and a 
consensus was arrived as to what basic revenue and expense information should be collected 
from the 35 NGOs. A form was developed along with a set of instructions. This form was used 
for the 8 NGOs visited on site, and then sent to the remaining 27 NGOs to fill out. It should 
be noted that although a large part of this information was available in some form or another at 
the central level, the intent was not only to collect this information but to compile it in a usable 
manner for the objectives of this evaluation as well as test the NGOs to see if they were able to 
collect the information requested in a timely and accurate fashion. The information collected 
from this sample was focused on (1) calculating the total costs which included counterpart 
donations either in kind or in the form of direct payments; and (2) measuring the overall size 
of the NGO operation in financial terms as well as the array of different projects undertaken. 
In other words, some NGOs rely 100% on PROSAMI project funds, whereas others manage 
several other projects and therefore have a larger and probably more stable infrastructure than 
those only operating with a single funding source that will end in two years. 

Step 3: A meeting was held with the Director, Deputy Director of PROSAMI, and Vice 
President of MSCI to collect information concerning the budgets and expenditures at both the 
field office and home office in order to complete the information necessary to compute the total 
PROSAMI costs of delivering services at the central, "regional NGO" , and community levels. 
The "regional NGO" is defined as the NGO structure and budget that will operate after the 
PROSAMI project, and therefore does not include either PROSAMI field office or home office 
costs. 

Step 4: The Director of PROSAMI was asked to invite five NGO directors and their accountants 
in addition to the original sample of 8 in order to have a discussion with the USAID finance 
evaluator to discuss other ways to be financially sustainable besides generating client fees. The 
NGOs were chosen by the PROSAMI Director on the basis of unique accomplishments that they 
have performed that might be replicable for other NGOs i.1 either PROSAMI or elsewhere. This 
meeting also assisted in assessing potential options for financial sustainability . 

Step 5: Meetings at the Ministry of Health'and FUSAL were conducted. 

A visit with the Minister of Health, the Director of Finance, and the Director, Administrator, 
and Head of Training for the Community Health Department was held. Information concerning 



finance and productivity was collected to compare with PROSAMI. 

A meeting was held with the Executive Director and Finance Director of FUSAL, which was 
chosen by USAID as an alternative health promoter program to compare with PROSAMI. 

2. COST ANALYSIS FOR PROSAMI NETWORK AND COMPARATIVE ANALYSIS 
WITH OTHER SERVICES 

METHODOLOGY 

As mentioned, meetings were held with USAID health staff, PROSAMI administrative and 
finance staff, USAID economist, the Minister of Health, the Ministry of Health Department of 
Community Health, and a non-USAID organization, FUSAL. It was decided with USAID that 
comparing PROSAMI with the Social Security Insurance (ISSS) health care program would not 
be appropriate in this case since they did not have a specific health care program. FUSAL was 
requested by USAID to be used as the non-USAID group most likely to have comparative 
aspects for use with this evaluation, although it should be mentioned that it was not directly 
comparable due to significant program differences. 

PROSAMI was then asked to provide a summary for total costs incurred (not budgeted) by year, 
since the inception of the project in 1990. This was done in conjunction with both the field 
office and the MSCI home office. This information was also corroborated by data collected 
directly from the 8 NGOs visited, by information collected from all 35 NGOs from a 
questionnaire, and by information provided by the PROSAMI field office finance department. 
Throughout this process, the methodology and preliminary results were discussed with the 
PROSAMI Chief of Party. 

The Department of Community Health then provided financial information as well as patient 
statistics for this evaluation. MOH rates such as salaries as well as the estimate for MOH 
administrative overhead were provided from the MOH Director of Finance. Lastly, these 
figures provided by the MOH were corroborated by APSISA, the USAID organization providing 
technical assistance to the MOH. 

FUSAL data was provided from the Executive Director as well as the Director of Finance. 
Additional data was provided through discussions with the FUSAL Medical Director. 

The total cost of each health care promoter program was first calculated. The cost is important 
since it reflects the cost of a promoter to provide all services including curative, preventive, 
educational, and community work. In the case of the Ministry of Health, the 1994 budget was 
the most useful to calculate Community Health costs, but administrative overhead was calculated 
as a percent of thq administrative and renovation 1993 costs since this was what was provided 
by the MOH for total costs. The overhead percentage was 23 % for 1993, and assumed to have 
not changed significantly for 1994, but it should be mentioned that this is probably on the high 
side since it includes administration for the hospitals which is always require more resources. 
However, this probably balances out since central level department support such as 
Epidemiology, Health Education, etc. were not added into the cost since information was not 



provided or available at this detail. Only 25% of the renovation costs were included as 
attributable to the primary care programs. 

In the case of PROSAMI, the 1993 budget as well as 1993 patient care statistics were used. It 
was agreed that using 1994 budgets andlor patient statistics would skew the data in a negative 
fashion since 17 of the 35 NGOs were still in training and had not yet begun field level 
implementation. 90% of the central warehouse supplies and 70% of the audit costs were applied 
to the NGOs. Although all medicines provided by PROSAMI are donated, the value of these 
medicines was determined based on: (1) the actual cost of these medications; and, (2) the market 
value of these same medications if they were to be purchased directly in El Salvador. Using the 
MSH report by David Lee and James Bates, the market value was estimated at 20% the USA 
cost. In addition, counterpart donations such as additional volunteer and paid staff and office 
space were not included. It is estimated that including counterpart funds could increase the 
PROSAM1 costs by up to 19%. and this percentage contribution could be included into the total 
cost calculation at a later time. However, it is clear that the larger the NGO, the greater the 
ability it had to "contributen other resources to the program. It is therefore highly probable that 
either these counterpart contributions or existing PROSAMI funded costs at the NGO level 
would continue at their current rates. 

In the case of FUSAL, the comparison was not as direct as between PROSAMI and the MOH 
since their program includes health care promoters, but they are not the only health care 
providers. With PROSAMI and the MOH Community Health Department, the programs are set 
up with the promoters as the principal health care providers. Although the physicians and 
supervisors provide some direct patient care, their job responsibilities are mainly for the purpose 
of providing training and supervision to the promoters. FUSAL uses almost all of their staff for 
provision of services directly to the community. A much smaller percentage of their time is 
spent on training and supervision of the promoters, and the promoters themselves are volunteers 
who work for FUSAL an average of 15 hours a week. For this reason, in the case of FUSAL, 
the cost per provider versus promoter was considered. 

In all of the above cases, the cost per target population was also analyzed, and in the case of the 
MOH and PROSAMI, a look at the cost per certain activities was also reviewed. 

It should also be mentioned that this analysis addresses quantitative inputs as well as cost 
eff~iencies, but does not make qualitative judgements on the care delivered. The quality of care 
issues are addressed in the service delivery section of this paper. 

3. COST EFFICIENCY AND EFFECTIVENESS ANALYSIS OF THE 35 NGOs 
COMPARED TO ONE ANOTHER 

METHODOLOGY 

Following discussions with USAID and PROSAMI, it was clear that there was a high level of 
interest in how the 35 NGOs receiving money &om the PROSAM project were performing in 
comparison to one another. For this reason, two questionnaires were distributed as described in the 
original methodology section. The questionnaires solicited information from all 35 NGOs, the 
technical advisors, and the financial department of PROSAMI. 



VI. FINDINGS, CONCLUSIONS AND 
RECOMMENDATIONS 

A. EFFICIENCY 

1. APPROPRIATENESS OF OBJECTIVES 

El Salvador is a Central American country with 5,047,925 inhabitants, according to the 1992 
census. Its population pyramid is typical of a developing country, with a predominance of 
children and people in the younger age groups. 39.2 76 of the population is under the age of 15 
years.' There is a surplus of women, especially between the ages of 20-34 years (the fertile age 
group), of approximately 103,500. The maternal-child group (women between the ages of 15 
and 44 years, and children under the age of 5 years) makes up 37.4% of the total population. 
Approximately 54% of the population lives in rural areas or communities with less than 2,000 
inhabitants. The country is recovering from an armed conflict, that particularly affected northern 
and eastern regions. The country still has relatively high rates of child mortality, fertility, 
malnutrition, and intestinal para~itism.~ 

Deficiencies in child health care are particularly evident in the principal causes of mortality in 
children. These are listed in Table 5, for three age groups. According to FESAL93, 57.3% of 
neonatal deaths were from pinatal causes. In postneonatal children (older than 28 days and 
under one year), 68.3% of deaths were a result of acute diarrheal diseases and dehydration 
(ADD), and acute respiratory infections including pneumonia (Am, with the former constituting 
the first cause of death. In children between the ages of one and four years, 51.9% of the deaths 
resulted from ADD and ARI, and 13% were attributed to measles. In this age group, A N  are 
the first cause of death. Measles, an infectious diseases that can be prevented through 
inexpensive immunizations, is the third cause of death in children between one and four years 
of age.' 

According to ANSAL94, the Analysis of the Health Sector study completed this year, and the 
recently completed evaluation of the APSISA Project, maternal care is deficient in several 
areas, again accentuated in the rural areas. A large number of women who delivered in hospitals 
did not receive any prenatal care. While 80% of urban women delivered in hospitals, only 30% 
of rural women did so. In addition, 51% of births were attended in hospitals by trained 
personnel, 36.4% were attended by TBAs (who, if trained, generally received one training 
course, with no follow-up training nor supervision), and 12.6% were delivered by untrained 
personnel or the mother herself. Births attended by untrained personnel, and high-risk 

- 

' ANsAL-94: La Reforma de Salud: Hacia su Equidad y Eficiencia, page 8. 

' ANSAL-94. Perfil Epidemiol6gic0, pages;x, x, 1, 3, 5. 

' FESAL-93, page 127. 



pregnancies a n  associated with increased matemal mortality. The principal causes of matemal 
mortality are hemorrhage, eclampsia and sepsis. Women under the age of 20 years have 
accounted for 30% of pregnancies.' 

Table 5. 
Causes of Child Mortality en El Salvadofl 

NEONATAL (0-28 days) 
POrnONATAL 

( > 28 days and < 1 year) CHlLDREN 1-4 years 

CAUSES OF DEATH % 

,ow birth weight & 34.2 
wematurity 

3irth trauma & asphyxia 17.9 

Congenital 7 abnormalities 

dehydration infections & pneumonia 
- - -  - 

Acute respiratory 32.7 Diarrheal diseases & 
infections & pneumonia 1 I dehydration 

- 
1 

I Sepsis/multiple organ 10.6 Measles 
1 failure I I - 

Respiratory Distress 10.3 Congenital abnormalities 7.7 Accidents 11.1 
Syndrome 

Sepsidmultiple organ 7.7 Malnutrition 3.8 Meningitis 3.7 
failure 

Diarrheal diseases & 4.3 Meningitis 1.0 Sepridmultiple organ 1.9 
dehydration failure 

Other perinatal 4.3 Congenital abnormalities 1.9 
complications 

Acute respiratory 

Another maternal problem is short intervals between pregnancies, again especially accentuated 
in rural areas. As mentioned previously, there is a 25% surplus of women of fertile age 
(between the ages of 20-34). with more younger women entering the group than older women 
leaving. Also, the national fertility rate has declined from 4.6 in 1988, to 3.8 in 1993, though 
it continres to be bigher in rural areas at 5.0.6 

' ANSAL-94. Situaci6n Materno-Infimtil, pages 6, 20. 
b ' FESAL-93, page 127. 

ti ANSAL-94. Perfil EpidemioI6gic0, page 3, & Situaci6n Materno-Infantil, page 25. 



HIVIAIDS is becoming a serious heterosexual problem, having changed from a male/female 
ratio of 1511 in 1988, to 3.311 in 1993. The groups most affected are those of fertile age, which 
implies an increase in HIV infected babies.' One of the contributors to the dissemination of HIV 
is the return visits of infected Salvadoran men from the US, who come to El Salvador for 
temporary visits, and then return to the US. The surplus of women of fertile age provides fertile 
ground for high-risk sexual behavior. Most of these women believe that they are not at risk for 
W ,  STDs, or unwanted pregnancies. What is alarming is the number of cases of HIV/AIDS 
appearing in the rural areas. We saw one case of a young mother who had recently been 
diagnosed HIV seropositive, whose husband was considered to be actively promiscuous and 
reportedly showed symptoms of AIDS. 

There are many factors which contribute to inadequate maternal and child health care, but 
primary contributors include lack of accessibility to primary care services, failure to recognize 
danger signs by parents, lack of basic water and sanitation services, relative ignorance about 
health and health care, and poverty. These are particularly accentuated in rural areas, where both 
curative and preventive services are usually not available or deficient in comparison with urban 
areas. 

Accessibility to health care services is restricted geographically, economically and culturally. 
Most rural communities do not have health care facilities. The nearest facilities require one to 
various hours of travel on foot, or long waits for vehicles which pass their communities once 
or twice a day, if at all. In addition to distance, frequent rains make many roads impassable. 
Costs involved in paying for transportation, a medical consult at an MOH health unit, laboratory 
tests and prescribed medicines tend to be significantly expensive and daunting to many 
community people. Many community residents believe that going to MOH or private health 
facilities will be expensive, and are reluctant to do so. Cultural barriers to health care include 
a preference for traditional medicine by many community members, usually because they view 
it as more amenable and less expensive. Many dislike the discourteous and disrespectful 
treatment they report receiving at MOH and private health facilities. Most of these barriers can 
be surmounted by establishing health services in the c~mrnunities.~ 

Efficiency refers to the provision of high-quality, effective health services for the most people 
at the lowest cost. Increasing efficiency reduces costs. NGOs tend to be more efficient than 
government providers. According to ANSAL94,68% of NGOs in El Salvador have a high level 
of efficiencyt0. NGO health service providers are willing to work in areas where the MOH has 
not been able to provide services. Taking into account the lack of resources of the MOH, which 
limits their ability to extend services, and the emphasis on decentralization currently underway 
within the MOH, it is unlikely that the MOH will provide additional community level maternal 

' ANSAL-94, Situacidn Materno-Intantil, page 20. 

' FESAL-93, page 292. - 
Kolodin, ANSAL: Demanda de Servicios de Salud, 

'O Prieto y Carrizosa, ANSAL: Sistemas de Servicios 

Enero, 1994. 

de Salud, Enero, 1994. 



health and child survival (MHCS) services in the near or immediate future. Considering the 
better efficiency of NGOs and their willingness to work in adverse conditions, NGOs are seen 
as a good alternative to providing needed MHCS services in underserved communitie~.~' 

In response to the needs described above, PROSAMI has organized a network of indigenous 
Salvadoran NGOs which have been strengthened and trained to provide appropriate MHCS 
services, which respond to the principal health problems of mothers and children. The MHCS 
services provided include the following: 

1. The control of acute diarrheal diseases and dehydration in children under the age 
of 5 years. 

2. The control of acute respiratory infectionslpneumonia in children under the age 
of 5 years. 

3. Maternal and reproductive health, including prenatal, birth and puerperal care, 
and birth spacing and family planning counseling and care. 

4. Expanded program of immunizations in children under the age of 5 years. 
5. Neonatal and perinatal health. 
6. Growth monitoring, development and nutrition in children under the age of 5 

years. 
7. Community organization and participation. 

There are currently 35 NGOs participating in the PROSAMI MHCWprimary care service 
network, working in 433 "cantones' (community areas) throughout the country. Approximately 
57% of the cantones are in areas affected by the recently terminated armed conflict. The NGOs 
serve an estimated total population of 439,882 persons, of which 74,780 are children under the 
age of 5 years, and 104,331 are women between the ages of 15 and 44 years.12 

CONCLUSIONS AND RECOMMENDATIONS 

1. The health problems of mothers and children are among the most critical health issues 
in El Salvador. Many of these problems can be resolved by increasing access to 
appropriate and adequate health services, in particular low-technology primary care and 
preventive services, combined with opportune community based treatment and referrals 
of cases with signs of serious, life-threatening conditions. The objectives of the Maternal 
Health and Child Survival Project (PROSAMI) are designed to respond to the principal 
health problems affecting mothers and children in El Salvador. As stated in the Project 
Paper, the goal of PROSAMI is to improve the health of rural populations by providing 
access to community based maternal and child health services in those areas where such 
services have been weak or nonexistent. PROSAMI objectives are a most appropriate 
response to the maternal and child survival problems, and primary health care needs in 
underserved populations in El Salvador. 

" ANSAL: La Reforma de Salud: Hacia Su Guidad y Eficiencia. Mayo, 1994. 

'' Information from "lPOP51994, DATA FOR THE YEAR 1994: TOTAL." 
Department of Health, Population and Nutrition, USAIDIE1 Salvador. 



The PROSAMI design provides the solutions re~ommended'~ for the principal problems 
of children under the age of 5 years and women of childbearing age. These include the 
following: 

A focus providing basic preventive, educational and case management 
services. 
Easy access to health services, especially in rural areas. 
An integral health system with provision for effective referral of high risk 
cases. 
Increase of potable water and comprehensive protection of the 
environment. 

Recommendation: Continue to provide the services as designed. 

2. PROSAMI fulfills recommendations of ANSAL94, and offers practical solutions to some 
of the major health problems in El Salvador14. 

Recommendation: Present the project design and results to the MOH as a demonstration 
of what can be done to rectify the current deficient health situation in El Salvador. 

l 3  ANSAL: La Reforma de Salud: ~ a c i a  SuEquidad y Eficiencia, page 21. 

" ANSAL: La Reforrna de Salud: Hacia Su Equidad y Eficiencia, pages xvi, xv, 21, 
48-50, 81, 83, 89, 120 and 137. 



VI. B. EFFICIENCY 

2. VIABILITY OF NGO SERVICE 
DELIVERY SYSTEM 

Viability refers to feasibility and vitality, particularly in the sense of being "practically 
workable". The viability of the PROSAMI service delivery system depends on the capabilities 
of community promoters and NGOs. There are four levels of functioning of the health service 
system: PROSAMI + NGOs + community promoter 3 referral center. Thus, for the system 
to be viable, it must be transferrable to NGOs and community promoters. The latter are usually 
persons with relatively little educational background, but must be able to implement the system. 
And finally, after passing through the NGOs and the promoter, the services must reach the 
targetlclient population in such a way as to measurably improve maternal and child health. 

In the PROSAMI network, indigenous Salvadoran NGOs have been strengthened and trained to 
provide appropriate maternal health and child survival services (MHCS) at the community level. 
The health services focus on specific preventive measures and case management. In reality, all 
of the measures are basically preventive in nature. The health services include 
promotional/educational and protective activities, early detection and diagnosis, case management 
and basic immediate treatment, and referrals to limit the damage from pathological processes. 
These actions constitute primary and secondary prevention." 

The NGOs provide the same basic services, beginning with essentially the same training, 
following the same standards and protocols, and using the same system of health care delivery. 
Achieving this uniformity of services with a group of disparate NGOs is in itself a significant 
achievement. This permits comparing the achievements by the PROSAMI NGO network with 
other systems, such as the MOH, as well as demonstrating the efficacy of the delivery system 
in different environments. 

The N W  network has grown in three stages, beginning with 9 NGOs in 1991, followed by an 
additional 10 in 1992, and finally 16 that began last year. The great majority have successfully 
initiated and are maintaining implementation of the system. A few NGOs are experiencing some 
difficulties, but, in general, are working hard to surmount them. This shows that indigenous 
NGQs can join together and effectively adopt and implement a standardized health care delivery 
system. 

The specific MHCS services are provided by community promoters recruited, trained and 
supervised by NGOs. NGO technical coordinators and supervisors are trained and supetvised 
by PROSAMI. PROSAMI technical advisors provide technical assistance and backstopping to 
the NGO. PROSAMI also provides the NGOs funding for operating exyenses, personnel, and 

'' Leavell, HR, & Clark, EG: Preventive Mtdicine for the Doctor in His Community: 
An Epidemiologic Approach. Third Edition. McGraw-Hill Book Co. New York, 1958. 
Pages 19-27. 



necessary materials and supplies, including medicines and diagnostic equipment required by the 
promoters. Primary care procedures and protocols have also been established and defined by the 
PROSAMI technical staff, and all of the NGO subprojects are implementing the same MHCS 
services and protocols. The PROSAMI norms and protocols either conform to or include the 
corresponding MOH norms and protocols. In some cases, the PROSAMI norms and protocols 
are more extensive than the MOH counterparts. 

The specific MHCS services provided by PROSAMI and associated NGOs are organized into 
seven technical components: 

1. The control of acute diarrheal diseases and dehydration (ADD). 
2. The control of acute respiratory infectionsfpneumonia (ARI). 
3. Maternal and reproductive health, including prenatal care, clean births, puerperal 

care, and family planning and birth spacing (MRH). 
4. Expanded program of immunizations (EPI). 
5 .  Neonatal and perinatal health (NPH). 
6 .  Growth monitoring, development and nutrition (GMD). 
7. Community organization and participation (COP). 

The way in which health services are offered will of course affect the success of the system. The 
MOH establishes health units which essentially wait for beneficiaries to come to them. This 
means that the beneficiary population must first recognize the need for health care, and then go 
to the nearest health unit for the required services. The MOH trains community health promoters 
to encourage their target population to go to the health units. The MOH health promoters are 
primarily educators. They educate the communities as to their health needs and what constitutes 
good health behavior, and refer persons with danger signs to MOH health units. They generally 
do not provide curative services or therapy, with the exception of the distribution of ORS (oral 
rehydration salts) and mebendazole for parasitism (intestinal worms-nematodes and cestodes). 

The NGO promoters do the same thing that the MOH promoters do, and more. Thus, the 
PROSAMI-NGO promoters educate their target populations and promote the adoption of health 
behaviors which favor better health, and they refer persons with danger signs to MOH health 
units or to private physicians. In addition, they provide active case detection and active case 
management. The case management includes basic preventive measures, such as prenatal care, 
postnatal care of women and newborns, family planning, growth monitoring, nutrition 
counseling, etc. It also includes simplified management of conditions that are potentially life 
threatening, such as administering ORS to prevent dehydration in cases of acute diarrheal 
diseases in children under the age of 5 years, and administering antibiotics to children with 
incipient pneumonia to prevent more severe complications or death due to severe pneumonia. 

The NGO promoter strategy is to takc the services to the beneficiary po;ulation. The NGO 
promoter identifies all potential beneficiaries of herlhis services in the community, rates them 
in terms of risk, adprioritizes their need for services. Then the promoter goes to their homes 
to provide the services they need. - 
The PROSAMI NGO health delivery system is based on the community promoters, who, as 
described above, attend patients in their homes or in community dispensaries. They are 



complemented by supervisors, who as part of their supervision examine patients with problems 
which are difficult to resolve for the promotor, review diagnoses and treatment plans, answer 
questions, clarify doubtful cases, and reinforce and continue training in the technical areas. 

CONCLUSIONS AND RECOMMENDATIONS 

1. The PROSAMI-NGO system is an excellent model for the delivery of community based 
primary health care using community personnel with very little formal training as the 
principal service providers, who identify and refer cases which require the attention of 
higNy trained (and expensive) health professionals. The promoters serve to identify cases 
which otherwise would not seek care from physicians or nurses necessary to prevent 
death or debilitating (individually, economically and socially) morbidity. 

Recommendation: Maintain the PROSAMI-NGO service model and expand it to other 
communities. 

2. The health promoters serve as a filter for higher level (and more costly) health services, 
reducing the number of persons with mild or incipient cases who can be easily treated 
with low technology in the community, thus reducing the load of unnecessary cases 
which need to be seen by high cost p e r s o ~ e l  such as physicians and nurses. They also 
act early to interrupt disease processes to prevent potentially worse and more costly (in 
human and economic terms) conditions. Thus the NGO promoters help to conserve 
financial and human resources for the health system in El Salvador. They contribute to 
making the health system in general and the use of MOH resources in particular, more 
efficient. Perhaps most important, they are saving lives and improving health in 
previously undersewed rural areas. 

Recommendation: Encourage the MOH to adopt the PROSAMI-NGO model of 
community health promoter functions and primary health care delivery, and to establish 
an effective training-supervisory system implemented by health professionals (e.g., 
physicians, nurses, maternal-child health technicians) with experience in community 
health. 



VI. B. EFFICIENCY 

PROSAMI had three major outputs (see Table 6), which have been successfully fulfilled or are 
on the way to being completed. The first was to extend and expand maternal health and child 
survival (MHCS) services in high risk communities. This was accomplished by improving or 
establishing new MHCS services in 433 communities, surpassing the goal of 350. The MHCS 
services were provided by community health promoters supported by health committees. 
Associated with the MHCS services, 25 new water systems were to be established. 

l6 PROSAMI Project Paper, Annex A, and Project Status Reports. 

- - - - 

Table 6. 
PROSAMI Output Goals and Achicvcmcnts 

OUTPUT 
DESCRIPTION 

1. Maternal health and 
child survival (MHCS) 

extended and 
expanded in high risk 
communities. 

2. A network of NGOs 
strengthened and trained 
to provide MHCS 
services. 

3. ~ ~ h ~ ~ ~ d  inter-ageacy 
coordination and 
information dissemination. 

El Salvador, March 31, 1994." 

INDICATORS 

Communities receiving ncw or 
improved MHCS services 

Health promoten providing services 

Community committees formed and 
functioning 

New water systems established and 
maintained by communities 

Number of NGOs with improved or 
expanded MHCS services 

New clinics established or abandoned 
MOH facilities reopened with 
NGOlcommunitylMOH collaboration 

Personnel trained where necessary 

Functioning project advisory 
committee 

NGO coordinating body activities 

OICIMOH activities 
, 

Newsletter disseminated 

National conferences(seminan - 

GOALS 

350 

4 10 

350 

25 

35 

10 

480 

14 

NA 

N A 

24 

10 

433 

537 

739 

14 

35 

172 

662 

6 

11 

2933 

13 

9 

DEGREE 
ACCOM- 
PLISHED 

124% 

13 1% 

21 1 % 

56% 

100% 

1720 % 

138% 

43 % 

Fulfilled 

Fulfilled 

54 % 

90% 



The second major output goal was to organize and strengthen a network of NGO's to provide 
the MHCS services. 35 NGOs added to, improved or expanded their capacity to deliver MHCS 
services. The NGOs-, communities and the MOH have collaborated in establishing, opening or 
reopening 172 new dispensaries, clinics or abandoned MOH facilities. The personnel required 
to provide the MHCS services were trained. 

The third major output was to enhance inter-agency coordination and information dissemination. 
The accomplishment of this goal was achieved by instituting a functioning project advisory 
committee, and establishing a NGO coordinating body. An intersectoral coordinating committee 
including the MOH was strengthened. Information dissemination was accomplished by producing 
and distributing a newsletter and conducting national conferences and seminars. 

The inputs provided to the NGOs by PROSAMI to accomplish the output goals included: 
training, 
technical assistance, 
supplies, and 
financing. 

A survey questionnaire (see Annexes D-2 and G-1, Cuestionario 1) was completed by the 
executive directors of 25 of the 35 NGOs. In their opinion, the principal inputs their NGOs 
received from PROSAMI are indicated in Table 7. It is interesting to note that they rate 
technical assistance and training as important as funding. They also considered Institutional 
strengthening and administrative assistance as significant as receiving equipment and supplies. 

Table 7. 
PROSAMI Support of NGOs: Inputs Recognized by NGO Executive Directors 

El Salvador, 1994 

INPUTSISUPPORT RECEIVED 

-- - -  

Funding and financial resources 

-- - 

Technical assistance, technical supervision, and standardization of technical criteria 

Training (systematic and continuous training of personnel) 

-- 

Institutional strengthening, development and support; and, approval of legal 
incorporation 1 8 1  

16 

15 

Administrative assistance 

Equipment, supplies and medicines 

Integrally, financially, technically. and in agreement with the established plan 

A spacecwhen NGOs could learn about each other and coordinate activities 

7 

6 

2 

1 
- - 

Implementation of the project allowed the NGO to exttnd the area of its influence 

Fulfillment of the established agmrnent 

- 

1 

1 



Several executive directors indicated that they felt the institutional strengthening and development 
given to the NGOs, particularly in regards to organizing and implementing a technically 
appropriate health service project, was of great value. While many felt initially that PROSAMI 
was excessively demanding in regards to the implementation of the technical components, 
financial management and commodities control, they now feel that such experience has enhanced 
their institutional capacity to deliver health and other development services. 

When asked to rate the degree of support their NGO received from PROSAMX on a scale of 1 
to 10 (see Table 8), the average rating was 8.8. This high rating indicates that the executive 
directors felt that the inputs from PROSAMI had corresponded very well with the outputs their 
NGOs were expected to produce. 

Table 8. 
Degree of Support NGOs Received from PROSAMI 

El Salvador, October, 1994 

1 RATING SCALE: (Useless) 1 2 3 4 5 6 7 8 9 10 (Excellent/Ideal) I 
RATERS 

I 

NGO Executive Directors 25 8.8 6 I 10 

PROSAMI has organized a total of 71 training events between 1991 and the present, including 
workshops, conferences, lectures, seminars and short courses for the technical and administrative 
personnel concerned with the project (see list of training events in Annex G-2). The total 
cumulative sum of the attendance of all the training events was 4,426 persons (see Amex G-2). 
The events inciuded training for technical coordinators and supervisors, basic courses for 
promoters and TBAs, education for finance and commodity administration, and sessions for 
executive directors. 

The purpose of the training was to facilitate the completion of project goals and objectives by 
project staff. The degree to which the training events contributed to the successful completion 
of the NGOs' work is best expressed by the personnel who participated in the events and who 
subsequently did the work. NGO Executive Directors, technical coordinators, technical 
supervisors, community health promoters, TBAs, and members of community health committees, 
answered this question on separate questionnaires by rating the degree to which the PROSAMI 
training events contributed to fulfilling the work of their NGO on a scale of 1 (useless) to 10 
(excellent/ideal). See Table 9. The average rating of the effectiveness of the PROSAMI training 
activities for the accomplishment of the work of these six groups was 8.50. These high ratings 
indicate that, based on the expience of the project personnel in doing the required wo:k, the 
training was a valuable contribution to "getting the work done". 



Table 9. 
Degree to which PROSAMI Training Activities Facilitated NGO Efforts 

El Salvador, October, 1994 

(TING SCALE: (Useless) 1 2 3 4 5 6 7 8 9 10 (Excellent/Ideal) 1 

Community Health Promoten I 129 I 9.00 I 5 I 10 I 

NGO Executive Directors 

NGO Technical Coordinators 

NGO Technical Supervisors 

TBAs I 32 I 9.50 I 5 I 10 1 

25 

26 

34 

Technical assistance (TA) was provided to the NGOs primarily by the PROSAMI technical 
advisory personnel , and the finance and commodities administrative staff. TA is offered through 
three modalities. The first is through group coordinating meetings, where needs arc identified 
through consultation and consensus. For example, general meetings with the NGOs are held 
monthly at PROSAMI with the NGO executive directors and NGO technical coordinators. At 
these meetings, deficiencies, incapacities and problems facing the NGOs are identified and 
discussed. Seminars, conferences or workshops for the network, and individualized TA, where 
indicated, are organized to respond to these needs. 

- 

Community Health Committea 

TOTAL 

The second is regular supervision and monitoring, which identifies deficiencies or problems in 
the implementation of the MHCS components, and the financial and commodities management. 
The technical, financial and commodities advisory staff identifies the specific needs (deficiencies, 
incapacities and problems) of each NGO, and provides the TA necessary to satisfy them. A 
member of the technical advisory staff visits each NGO at least once a month to observe MHCS 
service activities, and schedules repeat visits in accord with the observed needs of the NGOs. 

8.40 

7.08 

8.44 

The technical staff meets with the NGO technical coordinators and supervisors, and observes 
supervisors and promoters while they work. Problems or deficiencies are noted and addressed 
immediately. Through the review of monthly and quarterly reports, needs can be identified and 
TA is provided through the supervisory visits. The supervisory and monitoring methodologies 
are briefly described in the next section. 

141 

387 

Third, the NGOs request specific TA, and, if feasible, the technical staff responds with what 
they need. - 
The PROSAMI training and technical coordinating staff has also organized five national 
conferences, for all Salvadoran NGOs. The conferences dealt with the following themes: 

4 

4 

6 

10 

10 

10 

9.28 

8.93 

5 

4 

10 

10 



1. The Importance of Intersectoral Coordination, 2. Cholera, 3. Follow-up Conference on 
Cholera, 4. Maternal and Perinatal Health, and, 5. Acute Respiratory Infections. 

A newsletter entitled, "Maternal Health and Child Survival," is published quarterly and sent to 
over 200 organizations in El Salvador and internationally, including the 35 NGOs in the 
PROSAMI network, other NGOs which work in the area of MHCS, the MOH, international 
agencies such as PAHO and UNICEF, and other. Thirteen newsletters have been produced so 
far. Each newsletter has 8 to 10 pages, and is dedicated to a specific theme corresponding to one 
of the MHCS technical components. The newsletter contains articles relating to the theme, news 
about the PROSAMI NGOs, information concerning MHCS services in general, etc. See Table 
10, for a list of bulletin themes. 

Table 10. 
Themes of PROSAMI Newsletter: "Maternal Health and Child Survival" 

El Salvador, 1991-1994 
L 

YEAR I NUMBER I THEME 

I 

I 
I 

I 1 1 Maternal and Pcrinatal Mortality I 
1991 

1 

2 

1 992 

I 

I 4 1 Reproductive Health 

Uniting Efforts and Improving Communication 

Acute Respiratory Infections 

2 

3 

I I 

1 1 I Newborns I 

2 

3 

4 

1 
I 

Acute Diarrheal Diseases 

Acute Respiratory Infections 

Acute Diarrheal Diseases 

Acute Respiratory Infections 

Maternal Health 

The Importance of Management 

PROSAMI provides all of the supplies required by the NGOs to provide the MHCS services in 
the communities. Eleven categories of supplies are provided. A list of the items included in each 
category is in Annex G-3. The categories of supplies are the following: 1. Office supplies, 2. 
office equipment, 3. training supplies and materials, 4. training equipment, 5. medical supplies, 
6. medical equipment, 7. medicines, 8. -water and sanitation equipment, 9. construction 
materials, 10. motorcycles and helmets, and ll.'others, such as mules, horses, bicycles, etc. 

1 994 

> 

Each NGO requests the supplies it needs in relation to its budget and project activity 
requirements. The quality of the supplies is appropriate and adequate to fulfill the project goals 

2 

3 

Immunizations 

Growth and Development 



and objectives. The NGOs are receiving the supplies they need to initiate and maintain the 
MHCS service network in the 433 cantones they are serving throughout El Salvador. 

I1.i 2 .  . 11, all supplies are remitted to the NGOs in a timely fashion. One notable exception 
which ' s presented this year is in regard to the provision of some medicines. All medicines are 
purchased annually in bulk in the US by USAIDIEI Salvador to supply all medicallhealth 
projects currently being implemented in the country (e.g., PROSAMI, APSIS, and SDA). This 
year there has not been any mebendazole, the medicine used to treat parasitic nematode and 
helminth infections in children, which is part of the ADD control program. There also have not 
been any vitamins for pregnant women, given as part of prenatal care, nor vitamin A, given to 
children as part of GMD, and an important adjunct to the control of ARUpneumonia and other 
infectious diseases. 

Most of the inputs have been mentioned directly or by implication. Nevertheless, there are some 
intangibles that have not been specifically stated. The executive directors of the NGOs indicated 
some of these when they described what they liked about PROSAMI on the questionnaire they 
completed (see Table 11). These included focussing on the area of maternal and child health, 
providing a climate of help, the health service methodology, developing a multidisciplinary team, 
standardizing health service protocols and norms, constantly monitoring the implementation of 
the methodology and the completion of work plans, the integrity of PROSAMI, and the 
information system and organization. The intangibles reinforced institutional development and 
served as models for organizational functioning. 

CONCLUSIONS AND RECOMMENDATIONS 

1. The inputs PROSAMI has provided to the NGOs to achieve the three major outputs have 
been instrumental in fulfilIing most of the output goals by the time of the midterm 
evaluation. The training, technical assistance, institutional strengthening and 
administrative support, supplies and funding have facilitated and stimulated the initiation 
and continuation of the activities designed to produce the outputs. The needs for 
technical assistance, training and institutional strengthening will continue to be important 
for the continuation of project activities after PROSAMI terminates. 

Recommendation: The inputs provided by PROSAMI to the NGOs should continue. 

Recommendation: Alternative sources and mechanisms to provide these services need 
to be identified for the NGOs, at both individual and collective levels. A good option 
would be to develop the capacity to provide technical assistance and training through 
CONSALUD, the organization being formed by the NGOs to maintain the organization 
of the NGO network after PROSAMI terminates. 

Recomniendation: PROSAMI and the NGO network should work with the MOH to 
develop its capacity to provide inputs similar to PROSAMI's for MOH promoters and 
community primary health care programs. This \;odd assist the MOH in replicating the 
successes of the PROSAMI NGOs and in providing better primary health care services 
to rural and other communities in El Salvador. 



Table 11. 
Benefits of PROSAMI Indicated by NGO Executive Directors 

El Salvador, 1994 

No. BENEFITS 

1 Financial and technical support 

2 The project goal focusing on the area of maternal and child health. 

3 The impact achicvcd. 

4 The climate of help. 

5 The methodology. 

I Permitting a NGO to develop their work with financial assistance. 

( Multidisciplinary turn. 

8 Standardization. 

9 Constant monitoring. 

10 Integrity. 

11.0 Information system. 
0 

12 Organization. 

2. Purchasing medicines and other supplies in the US for use in El Salvador has resulted 
in some shortages, and is detrimental to the process of self-sufficiency and private 
enterprise. This is particularly important for sustainability, as the NGOs will have to 
obtain their supplies themselves when PROSAMI terminates. Maintaining a medical 
supply system requires a number of abilities and skills. PROSAMI has helped many 
NGOs obtain the knowledge and skills necessary to evaluate needs, store and distribute 
medical supplies. It seems to leave a "hole" not to include procurement and purchasing 
as part of the process. Also, many medicines can be purchased in El Salvador less 
expensively and more reliably so as to avoid shortages. 

Recommendation: Medicines should be purchased locally and by the NGOs, either 
individually or collectively. 
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VI. 

EFFICIENCY OF METHODS 

The efficiency of the methodologies utilized in the training, supervising, monitoring and 
evaluation of the NGOs has particular significance for the maternal health and child survival 
(MHCS) service delivery system. This is the heart and soul of PROSAMI: the services that reach 
community inhabitants and improve their health. While there are other aspects of PROSAMI, 
such as NGO institutional organization and functioning, finances, logistics, etc., which are 
important, their importance depends on the degree to which they facilitate and support the MHCS 
services. Consequently, the following comments will focus on the methodologies concerned with 
MHCS service delivery. 

The current PROSAMI MHCS service delivery system consists of four levels: 

1. PROSAMI technical advisors. 
2. NGO technical coordinators and supervisors. 
3. Community promoters and TBAs. 
4. Referral centers. 

PROSAMI has a technical advisory staff and a training coordinator. The PROSAMI technical 
advisory staff is composed of eight health professionals: seven physicians and one nurse. Each 
was selected on the basis of experience in primary health care and work with NGOs, technical 
expertise, and skills commensurate with the PROSAMI methodologies. One physician is the 
technical coordinator who supervises the collective efforts of the department. Seven of the staff 
members coordinate each of the seven technical components, and are responsible for supervising 
and monitoring five NGOs each (see Annex G-5 for list). In addition to supervising, monitoring 
and evaluating the MHCS services of the NGOs, the technical staff is responsible for technical 
assistance and training provided to the NGOs in support of the MHCS services each should 
provide to its target population. 

The PROSAMI training coordinator is a registered nurse and a specialist in higher education. 
The training unit organizes and coordinates technical training, programs and schedules training 
events, nviews training methodologies, produces materials, and monitors and evaluates training 
events. The NGO staff training is conducted by PROSAMI technical, financial and commodities 
control staff and consultants. NGO promoters and TBAs are trained by the NGO technical staff 
and the MOH. 

Ez 3h NGO has a technical coordinator, technical supervisors, and community promoters (see 
Table 12) for distribution of health w e  personnel). In accord with PROSAMI methodology, for 
every five promoters there should be one supervisor. There are currently a total of 459 
promoters (63.496 females) working for- the 35 NGOs. There are a total of 98 technical 
supervisors distributed among the 35 NGOs.'The technical coordinators, one per NGO, 
supervise and monitor the activities of the technical supervisors, ensure that the promoters and 
supervisors have the supplies and equipment necessary to provide the MHCS services, and 



prepare reports on the progms of their subproject for the PROSAMI technical staff. The 
technical supervisors oversee and monitor the activities of the community promoters and TBAs 
and give them continuing education and guidance. 

I Table 12. 
I Number of Health Care Staff Members of the 35 NGOs of the PROSAMI 
I Maternal Health and Child Survival Service Network 
I El Salvador, 1994 

No 

1 

I I I I I 

I TOTAL I 11 I 42 I 16.9 I 592 

TRAINING 

PERSONNEL 

Technical Coordinators 

2 

3 

Training and educational activities are designed and developed by the PROSAMI technical 
advisory staff and the training coordinator to respond to initial or basic training needs as well 
as to provide for continuing education. Training events provide education for the 
technical/medical components, administrative requirements, and institutional strengthening. See 
Annex G-2 for lists of training activities, training subjects, and NGO staff members trained. 

2 

8 

Technical Supervisors 

Community Health Promoters 

The PROSAMI training coordinator is responsible for coordinating, programming and 
contributing to the methodological efficiency and effectiveness of all training activities. The 
training sessions use a participative methodology based on principles of adult education, with 
small group sessions, work groups, role playing, round table discussions, etc. In effect, the 
sessions are designed to teach participants to teach themselves. Participants also form 
commissions within the sessions to conduct administrative and logistical task associated with 
their session. The training program, not only uses innovative and efficient instructional 
technology to improve learning, but through the participatory techniques and activities also 
enhances coordination, collaboration and standardization among the NGOs. Thus, by learning 
together, NGO personnel also learn to work together. 

PROSAMI organizes seminars, workshops and courses for the NGOs, including the executive 
directors, technical coordinators and supervisors, administrators, promoters and TBAs. The 
NGOs organize trainil~g for the promoters and TBAs. All these activities are evdluated in regards 
to qualitative and quantitative indicators. These evaluations have shown that the participants have 
grasped the purpose and content a particular session, and in general that the session satisfied 
their expectations. (See graph of sample qualitative evaluation in Annex (3-2.) 

RANGE 

7 

34 

There are three basic training modalities: classroom training, on-the-job training, and 

AVERAGE 
NUMBER 

1 .O 

MINIMUM 

1 35 

MAXIMUM 

1 

2.8 

13.1 

-- -. 

98 

459 



evaluation/feedback sessions. Generally, all NGO tefhnical staff members begin with a basic 
classroom course, which is reinforced and supplemented by on-the-job training, constructive 
supervisory visits, and regular staff meetings, which include feedback and continuing education 
sessions. 

Since medical professionals in El Salvador have little formal training in public health, the NGO 
technical staff (coordinators and supervisors) receive a 36 day basic training course which 
reviews the seven technical components of the MHCS services, emphasizing basic knowledge, 
MOH standards, and the norms established by PROSAMI (which are in accord with PAHO and 
MOH standards and protocols). Additionally, they study health education practices, primary 
health care, personnel management and supervision, health information systems, and needs 
assessment. An important achievement of the basic course is that NGO technical staff learn to 
standardize their expectations, activities and goals. Consequently, all 35 of the NGOs in the 
network have the same service delivery system, work methodology, protocols, norms and 
objectives. 

Once they start to work, technical supervisors receive reinforcement and further training in 
relation to individualized needs from their technical coordinator and the PROSAMI technical 
advisors through regular supervisory visits, and through weekly meetings of the N W  technical 
staff, where specific problems are discussed and clarified. 

Of 33 supervisors interviewed, the average length of service (time of work) was 12.7 months, 
with a low of 1 month and a high of 39 months. The supervisors attended an average of 7.4 
training each, with a low of 1 and a high of 25. When asked to rate on scale of 1 to 10 (with 
1 being "useless", and 10 "excellent/of maximum use"), the degree to which PROSAMI training 
assisted them in doing their jobs, 33 NGO technical supervisors gave an average rating of 8.4, 
with a low score of 6 and a high score of 10. This relative high rating indicates that the 
PROSAMI training activities were valuable and useful to the supervisors, and effectively 
contributed to helping them to perform their duties. 

The supervisors said that the training they received have contributed to their job performance 
first by enabling them to unify criteria within the technical components in regards to procedures 
and protocols for diagnosis, treatment (including referrals), and education. It clarified the 
standards for each of the technical components. Secondly, the training provided orientation on 
supervisory techniques and the use of supervisory instruments. Third, the training enabled the 
supervisors to improve their job performance, particularly for work in rural communities. 

The health promoters receive a 60 day basic course, composed of 12 modules, covering the 7 
technical components, the health-sickness process, health information systems, first aid, basic 
sanitation (elimination of sewage and solid wastes, potable water, etc.), and simplified patient 
care. It is approximately 42% theory and 58% pracke. Initially, the course used materials 
prepared by the MOH for the training of its promoters, and MOH instructors taught the course. 

The inclusion of NGO promoters in the MOH mining program was a key accomplishment of 
PROSAMI at the beginning of the project. It represented a ground breaking effort to coordinate 
and collaborate with the MOH, which had previously never recognized promoters who worked 
outside of the MOH. It also meant that the diplomas issued for successful completion of the 



basic promoter course were signed by the MOH as well as PROSAMI. This greatly facilitated 
the subsequent relations of NGO promoters with MOH health establishments, which is a vital 
element in the PROSAMI NGO health delivery system, especially for referrals. 

In 1992, the PROSAMI NGOs expanded upon the themes taught to conform to the reality of 
what their promoters were doing. More materials were added, content was standardized with that 
of the MOH, and the MOH continued to provide instructors. Some of the practice sessions were 
conducted in the MOH health establishments. In 1993 and 1994, PROSAMI prepared its own 
modules to respond to the specific needs of the NGOs, based on the materials of the MOH 
promoter training and NGO promoter experience. The diplomas of the promoters who completed 
the course were signed by the Minister of Health, which constitutes another groundbreaking 
achievement by PROSAMI. The validation and recognition of the NGO promoters is important 
not only for NGO acknowledgment, but for the individual promoters who received a nationally 
recognized diploma. 

The NGO participants in the promoter basic course have performed well on prelpost knowledge 
tests (see graph in annexes). Perhaps more important is that when asked to rate the degree to 
which the training they receive contribute to their job performance, on a scale of 1 (useless) to 
10 (excellent/maximum benefit), 127 promoters gave an average rating of 9.0. 

Each NGO gives complementary/continuing education to its promoters. This is accomplished 
through two mechanisms. One is through the regular supervision. The technical supervisors visit 
the promoters in their communities, observe their service delivery and correct their mistakes, 
and provide education to improve their performance in relation to observed needs. They also 
clarify doubts and answer questions the promoters may have. The second mechanism is monthly 
meetings of all the community promoters with the NGO technical staff, where they receive 
feedback on their performance, and training on common problems and or needs. 

Currently 64 TBAs have been trained to collaborate with the NGOs, though only 20 are given 
a small stipend by one NGO with PROSAMI funds. An additional 450 TBAs trained by the 
MOH collaborate with the PROSAMI NGOs as volunteers. The NGO TBAs were trained either 
by MOH personnel or NGO personnel trained and authorized by the MOH. The training, 
standardized by the MOH, lasts three weeks, two of which are dedicated to theory, and one to 
practice, including attending 3 to 5 births. The training focuses on the normal birth and hygiene 
which should be used during the birth. 

SUPERVISION 

The PROSAMI philosophy of supervision is that it should be positive and "empowering" (or 
enabling). It has three main purposes. First, it is seen as a means of reinforcing, complementing 
and supplementing the basic training, and as a means of continuing education. Supervisory 
instruments have been developed by the PROSAMI technical staff to identify specific 
deficiencies that lEeeb help to improve. Based on the results of the instrument, the supervisor can 
provide exactly the assistance the supervisee needs to do a-better job. Second, it contributes to 
the quality control of the MHCS services, including the fulfillment of norms and protocols. And, 
third, it ensures the completion of the work plans and achievement of project goals. 



There are three levels of MHCS service :supervision. The first consists of the PROSAMI 
technical advisors who supervise the NGO technical staff (coordinators and supervisors), and 
promoters. The second is the supervision of the technical supervisors and community promoters 
by the NGO technical coordinators. The third is the supervision of the community promoters by 
the NGO technical supervisors. Each level uses specific supervisory instruments to guide the 
supervision. Examples of the supervisory instruments are in Amexes G-6 and G-7 (technical 
coordinators use the same instruments used by the advisors and supervisors). 

The PROSAMI technical advisors visit each NGO on an average of once or twice a month to 
conduct supervision. The frequency of supervisory visits depends on the needs and demonstrated 
skills of the NGOs. The purpose of the supervision is to guide and focus technical assistance to 
the areas indicated by the supervision. The advisors also supervise promoters as a check and 
example for the supervisors. Again, the supervision is based on the supervisory instruments (see 
Annex G-6), and the specific needs and deficiencies expressed and observed by both supervisors 
and supervisees. In general, the NGO technical supervisors indicated that they were very pleased 
with the supervision performed by PROSAMI, and wanted more. When asked to rate the 
assistance their NGO received from PROSAMI, including in particular the technical assistance, 
on a scale from 1 (useless) to 10 (excellentlideal), the NGOs supervisors gave an average rating 
of 8.2, with a low of 6 and a high of 10. 

The supervision of the NGO technical supervisors by NGO technical coordinators is more 
varied, and ranges from infrequent to very active. Of 34 supervisors interviewed, 10 (29%) said 
that the coordinator visited them in the field (i.e., in communities with promoters) 1 to 3 times 
a week; and another 11 (32%) said that they were visited between 1 to 3 times a month. Those 
who indicated that their coordinator visited them infrequently or irregularly (7/34, 21 96) said the 
following: The coordinator visited them only when it was necessary, when it was needed, only 
when the PROSAMI advisor came, once every 2-3 months, or was new. 

In accord with the PROSAMI methodology, the NGO technical supervisors should visit their 
assigned promoters in their communities 3 to 4 times per month (approximately once a week or 
once in eight days) and conduct a constructive, "enabling" supervision of their activities (see 
supervisory instruments in Annex G-7). During the supervisory visit, the supervisors review 
recent activities of the promoter, examine patient records (these include an individual record 
form [diagnosis/treatment record, in the case of ARI or ADD, or prenatal control form, or 
immunization record, etc.]; a family history; daily control sheet of persons attended) and other 
forms, assess stocks of supplies, answer questions the promoter might have and accompany the 
promoter on patient visits (observing service delivery). 

The promoter supervision is perhaps the most critical activity in the PROSAMI methodology for 
ensuring the efficiency and effectiveness of the MHCS services in the community, and is of 
critical importance for the continuing education of the promoters. All of the promoters surveyed 
indicated that they benefitted from their supervisor visits, and either wanted more frequent visits 
or at least Wanted the visits to continue at the same frequency. A total of 122 promoters said that 
they had been visited in their communities' by t&eir supervisors an average of 2.1 times per 
month. Of the 122 total, 75 promoters (61%) were visited 2-4 times per month, 37 (30%) were 
visited 1-2 times a month, one (1%) was visited once in two months, and 9 (9%) were not 
visited regularly and had not been visited in the last four months. One promoter adduced that 



the lack of visits was due to a change in the coordinator within the past three months. 

MONITORING AND EVALUATION 

Monitoring is primarily conducted through a system of monthly and quarterly reports prepared 
by the NGOs and remitted to PROSAMI (see monthly and quarterly report forms in Annexes 
(3-10 and G-11). The community promoter fills out a summary report form which is revised and 
consolidated by the technical supervisors. The latter is given to the technical coordinators who 
prepare monthly technical reports of the results of the MHCS service processes and procedures, 
and quarterly technical reports of coverage. These are then sent to the corresponding PROSAMI 
technical advisors, who grade the consolidated report results in comparison to established 
standards and assign each NGO a letter grade of A (ideal), B, C, or D. The ratings from the two 
technical reports (monthly process and quarterly coverage data), are added to monthly ratings 
in finance management and monthly ratings in the management of commodities to produce NGO 
overall monthly ratings. (See examples in Annex G-4.) 

monthly technical reports require 6 forms which cover the follow technical areas (see copies 
in A M ~ X  G-10): 

1. Monthly evaluation of cases of ADD (acute diarrheal diseases). 
2. Monthly evaluation of cases of ARI (acute respiratory infections). 
3. Monthly evaluation of reproductive health (including prenatal, birth and postnatal care, 

and family planning and birth spacing). 
4. Monthly evaluation of newborn health. 
5 .  Monthly evaluation of GMD (growth monitoring and development). 
6 .  Monthly evaluation of community education activities. 

The area of EPI (expanded program of immunizations) is reported in quarterly reports. 
Immunizations are offered continuously and are administered during periodic campaigns 
performed in collaboration with the nearest MOH health unit. Information concerning activities 
or actions performed in relation to births (monitoring of TBAs) is included in the quarterly 
evaluations of reproductive health. The use of antibiotics by promoters to treat certain cases of 
ADD and ARI is monitored quantitatively but not qualitatively. For example, the number of 
children under the age of 5 years who receive antibiotics for cases of diarrhea or pneumonia are 
recorded, but there is no provision for reporting the adequacy of the use of antibiotics (this is 
monitored by the supervisors individually as part of quality control, but is not reported). 

The quarterly report forms are based on indicators for coverage. There are eight forms of 
indicators (see examples in Annex G-11), for the following technical areas: ADD (8 indicators), 
ARI (8 indicators), 2 forms for reproductive health (15 indicators), perinatal and neonatal health 
(8 indicators), EPI (7 indicators), GMD (7 indicators), ard community participation (4 
indicators). 

In general the monitoring is fairly thorough, and uses indicators which are appropriate and 
sufficient, with the exception of TBAs and births, and the use of medicines (see Annexes G-10 
and G-11 for copies of the monthly and quarterly report forms with indicators, and Annex G-4 
for examples of ratings). On the one hand, the ratings provide a easy and rapid way of 



summarizing how a NGO is performing in regards to its goals. On the other hand, since the 
ratings are summary scores, it is easy to gloss over problems, or to miss specific problems 
unless one reviews the monthly reports carefully. The rating system has been effective in calling 
the attention of NGOs to areas they need to improve. 

PROSAMI has developed a well coordinated training, supervisory and monitoring system which 
functions at the three basic levels of community, NGO and PROSAMI itself. The training 
process is initiated by PROSAMI and continued by the NGOs, in an expanding cascade: 
PROSAMI trains NGO personnel who train the community promoters who educate the 
community population. The supervisory and monitoring systems function in similar fashions: 
PROSAMI technical advisors supervise and monitor the NGO technical staff, who then supervise 
and monitor the community promoters. 

CONCLUSIONS AND RECOMMENDATIONS 

1. The training, supervisory and monitoring methodologies used to initiate, implement and 
evaluate the MHCS service delivery system are essential, effective and appropriate. 

Recommendation: Continue and expand the training, supervisory and monitoring 
methodologies currently being used. This could be accomplished by developing the NGOs 
which have demonstrated capabilities and skillful implementation of the methodologies 
in their subprojects. 

Recommendation: Develop the NGO network organization, CONSALUD, to facilitate 
and coordinate training, supervision and monitoring, both within the NGO network and 
also as services for non-network organizations. 

Recommendation: Organize a relatively short follow-up basic training course for 
promoters after they have worked for 3 to 4 months. In lieu of a course, organize a 
series of workshops to reinforce the protocols, norms and procedures corresponding to 
each technical component. Repeating the material of their basic training would help to 
consolidate the understanding of the promoters of fundamental concepts, and more 
importantly to understand the norms and protocols they are expected to implement. 

Recommendation: Organize brief annual retraining (e.g., of a week's duration) of 
promoters to assist in achieving greater uniformity in fulfilling norms and protocols and 
increasing coverage. 

2. Clean births are an important element for improving reproductive health and reducing 
maternal mortality. This area seems to be somewhat wea;< within the PROSAMI NGO 
service delivery system. TBAs should be trained more consistently, and should receive 
beker supervision. Since the TBAs would like to receive some supplies from the NGOs, 
and have also expressed the desire to pxeive more training, these could be made 
conditional upon the acceptance of supervision. 



Recommendation: Organize more frequent training and retraining activities for TBAs. 
At least one TBA should be trained or retrained in each community served by the 
PROSAMI NGO MHCS services. 

Recommendation: Train TBAs and promoters to collaborate and work together with 
more consistency. Both should share responsibilities of providing prenatal, birth and 
postnatal maternal care. Investigate mechanisms for including the more active 
participation of the TBAs in the MH services (e.g., examine means for remunerating 
TBA efforts in providing preventive services). If the TBAs assume more responsibilities 
for MH, the promoters would have more time for other MHCS services, including 
community organization. 

Recommendation: Expand the supervisory and monitoring forms to better cover the 
activities of TBAs and births, and supervise TBAs more consistently and regularly, 
including observations of how they attend births. . 

3. Among the aims of the PROSAMI NGO MHCS service delivery system is that the 
responsibility for supporting the community health promoters will eventually devolve 
upon the communities. This is a laudable goal, and has great potential for achieving an 
important degree of self-sufficiency of health services as well as insuring the continuity 
of the services. The success of this objective depends on community participation and 
acceptance of this responsibility. In general, program efforts to develop the potential of 
community participation and support are inadequate. 

Recommendation: Concentrate more efforts on developing community participation 
and ownership of the MHCS services. Include community organizations (e.g., the 
"directivas", health committees, mothers clubs, volunteers, etc.) in the planning of 
MHCS services, establishing priorities, collecting and analyzing information, deciding 
how much to pay the promoters and TBAs, determining how to pay the promoters and 
TBAs, formulating and carrying out monthly and weekly work plans, planning and 
executing special campaigns and projects, supervising personnel, monitoring program 
results, evaluating the impact of services, etc. 

Recommendation: Train and give the community health committees responsibilities 
to supervise some of the health promoter and TBA activities, in particular in regards to 
coverage. This would help to increase community participation and ownership of the 
services, and assure the responsiveness of the promoters and TBAs to community needs 
and desires. 

Recommendation: Develop more regular mechanisms for the feedback of information 
and program results. There is a good flow of information from bottom to tcp (i.e., from 
the cornmu~ty to the NGO to PROSAMI), but there does not seem to be the same flow 
from top to bottom. In particular, the promoters and the community do not seem to 
receive feedback and reports on how the commu~ities are doing in regards to services 
offered and delivered, and coverage achieved. 



VI. B. EFFECTIVENESS 

1. NGO Technical and Administrative Capacities 

PROSAMI BACKGROUND AND OBJECTIVES 

When the PROSAMI Project started to provide institutional support to the NGOs in mid-1990, 
the areas identified covered 433 cantons with a total population of almost 440,000. Some of these 
NGOs had never worked in the health field before, while others had worked in health areas other 
than maternal and child survival services. The NGOs working in these geographical areas were 
not well coordinated, not well integrated, nor uniform in providing services. Those working in 
health were also predominantly vertical in their organizational structure (conducting single disease 
programs) as well as in their delivery services. 

The primary objectives of the PROSAMI Project are: 

1) Betterment of the state of health in rural populations by increasing access to basic 
maternal-child health services, 

2) Strengthening of non-governmental institutions (NGO), and 
3) Improving coordination, and the development of policies and research. 

Under these initial conditions, the PROSAMI Project began to build an integral and more uniform 
permanent delivery service capability among'~alvadoran NGO'a Key to this integrated transition 
of delivering services was the institutional strengthening component which focused upon 
improving: (1) planning l7 - development of integrated management information systems in 
finances, administration, and technical health areas, annual, monthly, weekly, and daily 
reporting with corresponding action plans which break down and identify steps and establish 
milestones; (2) administration la - the day-to-day management processes, the systems which 
move information around the organization to help make decision and implement change; (3) 
financial control functionsi9 for efficient project development which serves as a guide in the 
transition from dependence to independence of NGO's in the PROSAMI Project and in the 
preparation of financial information such as the budgets, general ledgers, and account journals; 
(4) monitoringm - supervision of inventory records of NGO's including reports, Kardex systems, 
requisition orders, warehouse storage, physical inventories, warehouse medicine stock and 

Manual de Operaci6n dcl Sistcma dc Logros, PROSAMI 

Manual de Procedimientos Administrativos y Control, PROSAMI 

Manual Financier0 Contable, and Job Cost General Ledger, CERTIFLEX, MSCI 
.a 

Scope of work, Monitor Supervisor for Inventory Control System Supervision to PVOs 
PROSAMI. 



tracking flow of goods out of NGO warehouses into field; (5) Evaluation - as used by PROSAMI 
is information gathering for decision making in two basic areas; a) rating of 35 NGO's on a 
monthly index system of the seven components of the Project for finances, commodities and 
technical process (management, administration and execution of the 7 components), and b) on 
a quarterly basis with 57 indicators (7 of which are used as sentinel indicators) of the coverage 
of the technical components of the Project. Then an evaluation is made of all NGO's producing 
an overall technical score, which is used to make cost efficient comparisons. 

PROFILE OF PROSAMI NGOs 

According to the PROSAMI NGO database of June 1994, there are a total of 216 NGOs in El 
Salvador, of which 135 work in health and nutrition. Of the 135 NGOs working in health, 78 
work through health promoters, who may or may not have medical dispensaries. 35 of 78, or 
45% are in the PROSAMI network2'. These NGOs are providing a wide range of services 
including health education, training volunteers, promoters, and TBAs, and providing hospital 
attention. These NGOs are highly integrated into communities in high risk areas providing 
programs in basic curative methods, 71% of the NGOs, with 62% focusing upon preventive 
care. 

In August 1994 there were approximately 700 paid employees working in the 35 NGOs as 
members of the PROSAMI Project; 459 were promoters, 133 technical personnel, 98 
administrative staff, and 66 trained TBAs. An additional 393 TBAs have been incorporated on 
a volunteer basis. (SAR Sept., 1994). 

Most NGOs in PROSAMI are structured hierarchically with board of directors or associates at 
the top providing policy direction, financial assistance and leadership with budgetary control. 
A general director or executive director manages the organization on a day-to-day basis and 
generally was one of the founders or key motivators in the start-up of the NGO. Most (70%) 
have legal status with the Government of El Salvadop which permits them to operate as a non- 
profit establishment with legal status given by the Ministry of the Interior. If multiple programs 
or projects are undertaken, divisions or separate units to manage and implement each project are 
found at the operational hierarchical level with either a centralized administrative and accounting 
unit, or individual project administrators and accountants formed as administrative staff for each 
program or project. Below the divisional or project level one finds the implementing or project 
staff. In the case of PROSAMI NGOs this consists of a technical coordinator, technical 
supervisors, promoters, community health committees, and volunteers. 

A typical large NGO in PROSAMI is presented graphically in Chart 1, on the next page. Chart 
2, is representant of a small typical NGO. 

2'  PROSAMI: Y G O  Database 6/94. The number o f  NGOs in El  Salvador according to the 
Ministry o f  Health surpasses 300. The figure o f  216 is  from the documented Database o f  
PROSAMI and is the figurc used in this report. - 

'* 25 of the 35 have officially received legal status as o f  October 14, 1994. 



Generally the health technical coordinator has the overall day-today management responsibility 
for the PROSAMI Project for each NGO. At the technical supervisor level and below, each 
supervisor, who is either a medical doctor or health practitioner, has supervisory responsibility 
for five promoters, and sometimes one TBA for each community. Each promoter, who is paid 
by the PROSAMI Project but is selected by the community based upon selection criteria 
provided by PROSAMI, works in one canton with caserios made up of an average between 50 
and 150 houses, sometimes more. The promoters visit each house of women in fertile age and 
children under 5 years of age with prescribed duties related to the seven technical components 
of the PROSAMI Project. 

Each community has a health committee with from five to ten volunteers who work directly 
under the guidance of the health promoter. At times, there are additional volunteers, separate 
from the committee, who are identified by the promoter to work on specific tasks, such as fund 
raising activities, promotional campaigns, or general community-wide vaccination campaigns, 
and latrine construction. One or two health committee members are also members of the 
community directory board (Junta Directiva). Each promoter receives three months of basic 
training initially upon selection by the community. In 1991 and 1992, PROSAMI contracted the 
Ministry of Health to carry out this training, and supplemented with additional materials from 
PAHO (Pan-American Health Organization), UNICEF and PROSAMI itself. This was a very 
important achievement of the Project, as it was the first time that the MOH had agreed to train 
NGO promoter personnel. In 1993, PROSAMI organized groups of NGOs to work together in 
training their health promoters. This training was unified with the MOH, and the diplomas were 
issued jointly with the signature of the Minister and PROSAMI. Supervisors in the NGOs 
provide on-going training and consultations to the promoters, visiting each promoter in his 
community once a week on the average. NGO supervisors are given their guidance and 
backstopping support directly by the NGO Technical Project Coordinator. Technical advisors 
of PROSAMI (MSCI) also assist these supervisors and technical coordinators of each NGO by 
visiting them on the average of at least once per month, and sometimes twice. 
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FINDINGS 

Regarding the systems of planning for technical and financial control, PROSAMI (MSCI) has 
developed very detailed innovative and appropriate reporting, monitoring and feedback systems 
designed to move information around the communities, the NGOs, and around the PROSAMI 
Project and inter-organizational reporting requirements e.g., with the Ministry of Health and 
USAID. These systems are important in expressing how management wants organizations to 
work and to make important decisions and implement changes. This overall system has led to 
organizational clarity and control by independent NGOs with strong beneficiary orientation in 
most cases, and away from central control by advisors. To promote intra-NGO cooperation, 
NGOs have formed special topic (functional) committees and NGO director and technical 
coordinator meetings on a monthly basis. 

Another innovation in the project is the formation by the NGOs in the PROSAMI network of 
the new CONSALUD corporation which brings together the 35 NGOs as members under a 
single entity and could assume some of the more centralized financial, purchasing, accounting 
and warehouse controls, training and MIS functions. It also could serve the function of sharing 
information through meetings, routines, and determining how conflict is handled and how 
decisions will be made. 

The administrative, technical, and f m i a l  processes are how the PROSAMI Project works: the 
vital arteries, the routine processes, and mundane details. These are powerful. They are the 
systems that communicate down the line what senior managers want, and back up with 
information on what is happening. Feeding the information system consumes a lot of time; it 
directly determines how personnel time is spent and focuses energies. The planning and 
financial systems together give coherence and direction to the nation-wide network of NGOs and 
communities. A description of the planning and financial systems follows. 

PLANNING 

Briefly, planning begins the year before the planning year under consideration. Promoters in the 
communities ask the health committee volunteers, Junta Directivas (directive boards), and 
volunteers to identify health problems in the communities. These requests are passed through 
the health supervisors to the technical coordinator of each NGO. Then with the executive 
director, board members in some cases, and the administrator/accountant and technical 
coordinator, the maternal health and child survival targets for care in technical areas, e.g., 
diarrhea and parasites, acute respiratory infections, pneumonia, maternal health, pre-natal 
problems, etc., are detailed for each community. Month by month projections for all 
communities are developed with annual and monthly projections of goods distributions, personnel 
salaries and operating costs, training, visits to communities, etc., estimated for each NGO. 

Parallel to this community and NGO planning, PROSAMI (MSCI) has estimated annual budget 
projections f6r the seven-year period based upon the original financial plan for the Project, 
which serves as the basic justification for Project activities and funding. Against these 
benchmarks project implementation is planned. Based upon Project goals, plans are subdivided 
into specific project areas of activities; training, technical assistance, commodities, program 
administration, audits, contingencies, and inflation. 



The NGO, once it has been certified and the pre-award assessment is carried out by MSCI, must 
submit for the first year an annual plan and first year budget. Each subsequent year the NGO 
submits for approval an annual plan and budget at least one month before the beginning of that 
year. The plan describes the details of accomplishments to date, goals to be achieved during the 
next year, the methods to be used to carry out activities, dates during the year when goals are 
to be achieved and schedules of funds disbursement to achieve the plan. The planning processes, 
therefore establish the targets for performance, which can then be measured over the year. 

FINANCE 

The budget year for each NGO is the calendar year. On blank forms provided by MSCI* the 
NGO must submit its annual budget. The process is carried out in close coordination with MSCI 
technical and financial staff M. Working meetings and field visits are scheduled for this purpose 
to give technical assistance to the NGO. Monthly budget statements are prepared by both the 
NGO and MSCI amrding to a format prepared by the PROSAMI Project. Reporting codes are 
provided to the NGOs, which are also used by MSCI. MSCI uses a computerized Network 
Manager Accounting System called CERTIFLEX. MSCI has developed a simplified financial 
system for each NGO which has been provided to the NGO's in binder form with the name of 
the NGO printed on the cover. The binder manuals include two sections: (1) Manual of 
Financial Accounting, and (2) Manual for Administrative Procedures and Control. The first 
annual budget plan and subsequent years approval process was explained above under Planning. 

According to the Financial Manual the NGO is required to establish the recommended internal 
controls and obtain certification by the audit firm contracted for this purpose before funds 
disbursement and commodity donations can begin, with the exception for funding of technical 
and administrative personnel. NGOs must submit monthly financial reports to PROSAMI, which 
include check registry report, funds request, bank reconciliation, trial balance, and in-kind and 
cash contributions. 

Monitoring is carried out by MSCI advisors through visits to NGOs on at least a monthly basis 
by financial unit monitors, of which there are three; one per each 11-12 NGOs. Monitoring 
activities by thc three technicians have been detailed in the Financial Manual in the section under 
Monitoring NGO Activities - Finance. 

MANAGEMENT INFORMATION SYSTEMS 

The technical, financial and commodities Management Information Systems (MIS), report on 21 
key indicators of performance on a monthly basis. Management then flags discrepancies to take 
action. MIS, however, is only one of a number of activities that create an environment of 
knowledge. Others include monthly reports, peer reviews, meetings, technical coordination, etc. 
The principle criteria of efficient management is the ability to stay on target and fulfill plans. 

'' These form are found in PROSAMI F'inanckl Manual, February 1993. 

" See Annex 1-1 for PROSAMI, Interphase MSCYPROSAMI-NGO's Flow or Financial Process, 
October, 1994. 



We found a large appetite for information in PROSAMI. The number of reports c o n f i i  this. 
Technicians, right down to the community health promoters, are all talking numbers and 
showing charts, maps, graphs and backpacks (in the case of promoters) full of their reports. 
People are talking numbers, not just passing reports around. We also found the 
PROSAMIIMSCI staff were out in the field, asking questions, probing, trouble shooting and 
staying on top of NGOs who were not getting their supervisors out into the communities, visiting 
promoters and visiting houses as often as they should. The prime motivator of these activities 
was the desire to get to the problem and fm it. This was especially true of the MSCI medical 
technical staff under the direction of a very capable technical coordinator, who are all physicians 
or nurses. 

The warehouse, business office, commodities advisor and MISZS manager, under the direction 
of the MSCI Deputy Director are well trained, skillful professionals who have been given clear 
direction as to the responsibilities and tasks and are carrying out their roles with knowledge of 
where their activities fit into the global perspective of the PROSAMI project. This is because 
they are informed through divisional and senior management level working meetings, routines 
and networks, as well as reports and computers printouts of the MIS. 

MSCI warehouse control and disbursement procedures have been extremely well designed and 
implemented under one of the finest control systems we have seen. The person in charge has 
20 years or more of experience and the system shows this. Losses are practically nonexistent 
within this systems. Commodities training to NGOs has been good and is reflected in the 
individual NGO warehouses for which there are 50. Control in the communities is more 
difficult because there are small medicine dispensaries in each of the approximately 433 
communities in the PROSAMI project. However, the monitoring and control by the MSCI 
monitor of goods in visits 25 of the 50 NGO warehouse each month, and he visits to 
communities where the dispensaries are located on a planned bases. 

TRAINING 

The training component of MSCI PROSAMI has been central to the quality programs that have 
been presented to the NGOs during the past three years. The training specialist is a registered 
nurse as well as being a licensed teacher and holding a university degre in education. She has 
been very active within and without the PROSAMI project. The dynamism of this individual is 
contagious and she has transferred her knowledge and experience not only by doing, but also 
by teaching others how to train. MSCI staff have become trainers themselves. Each Division 
of MSCI develops their own training plans, and then carries them out with the support and 
backing of this excellent training coordinator. 

It is unfortunate that no budget funds were made available by USAID for further training of 
MSCIIPROSAMI El Salvador staff. A number of good opportunities have been lost where 
MSCI Salvador staff could have been trained in new innovations, especially in the use of self- 
instructional materials. This was a poor decision, not to approve training cost for this staff. 

- 

2s See flow chart for MIS program, Annex 1-2 
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Continuing training is needed for the NGOs in administration, finances, auditing, budget 
preparation, accounting and all levels of management. Elsewhere in this Report, observations 
were made on focusing training on the community level specifically on aspect of the project 
cycle, and on the general management levels. Built into all training should be the upgrading of 
basic educational skills, in which rural and peri-urban residents are deficient. Self-instructional 
materials for community members, as well as multi-media materials should be the norm for all 
training at the community levels. 

CONCLUSIONS AND PRIORITIZED RECOMMENDATIONS 

NGO CONCLUSIONS AND RECOMMENDATIONS 

The basic focus of this Section of the Report has been the effectiveness of the NGO's 
technical and administrative capacity to provide services that reach beneficiaries in the 
communities. The conclusion is that these services are reaching the beneficiaries, and 
in an effective and efficient way. The systems are working well. Not all NGOs are at 
the same levels of efficiency and effectiveness, for example, those in the first round of 
selection are more experienced and have had more time to work out the problems. The 
second round NGOs more experienced than the third round. Not all NGOs started 
equally in their capacity to administer projects, and some have learned more quickly than 
others. There are weak NGOs and there are strong NGOs, and a large range in between. 

Recommendation: Those NGOs which are weak must identi0 their own weaknesses, 
witb the help of MSCI, and develop plans to strengthen the management, financial and 
accounting systems, planning and information system, board of directors role, or 
leadership. In their own self-analysis the plan should be realistic, focus on problem 
solving and use the resources available in PROSAMI to correct the organizational 
deficiencies. 

Recommendation: Those NGOs which are stronger must begin to move toward quality 
improvement in their systems and outputs. Again, an organizational plan must be 
carefully developed to lead to the changes required in the organization. The literature 
on organizational development and its focus upon quality control, excellence in managing 
organization, reengineering corporations, etc., is replete with examples, how-to-do-it 
advice, and straight forward ways to better what the organization is already doing. There 
is no reason why most NGOs in the PROSAMI Project cannot become excellent 
organizations which manage well the resources available. 

Recommendation: Management training of the NGO staff should be a high priority. 
Short courses designed specifically for NGO staff at all levels, i.e., board of directors, 
executive directors, technical coordinators, and supervisors, could be designed and 
cafried out by the PROSAMI NGOs which have training facilities and instructors. 



MSCI CONCLUSIONS AND RECOMMENDATIONS 

1. This component of the PROSAMI Project has been designed very well to provide the 
assistance and direction of the overall Project, which has focused upon the provision of 
efficient and effective services through organization and the establishment of incentives 
to reach the beneficiaries. The high quality and level of professionals that have been 
brought into the MSCI unit is impressive. They are also motivated and committed to the 
goals and objectives of the Project and have been given clear direction and leadership, 
but at the same time, have been given the latitude to expand, grow and learn, which has 
benefitted the Project immeasurably. It is one of the principal reasons why the overall 
PROSAMI Project has been such a success. 

Recommendation: MSCI should evaluate the existing staff of MSCI to identify 
personnel knowledgeable and with a minimum of five years experience working in the 
communities in the development of community participation and organization. A new 
unit should be designed, staffed and financed within MSCI to coordinate this activity with 
the NGOs and directly with the communities. Training should be a major function of 
this new unit. 

The systems of planning, finance and technology that have been designed have been 
professionally of high quality, but at the same time tailored and adapted to the reality of 
the environmental conditions in which the Project is working. The systems have been 
designed to meet the organizational needs of a wide variety of style and structure as well 
as a wide variety of capability and capacity of individual and independent NGOs. This 
has been another principal reason why the project has been successful. It has not 
attempted to place restrictions, nor fit diverse NGOs into one model of organizational 
design, but instead, has provided a system of good administration, structure, planning 
and finance, and then let the NGOs fit these systems into their own management style. 
The NGOs generally have done this themselves, and quite well. 

Recommendation: MSCI should also contract an individual with management training 
experience to help the NGOs design and carry out the first courses until a cadre of 
instructors and training coordinators exist within the PROSAMI/NGO's network. The 
NGOs could then take over the training with guidance from the MSCI training personnel. 

COMMUNITY CONCLUSIONS AND RECOMMENDATIONS 

1. This has been a most important aspect that is still evolving, but most recently at an 
accelerating rate. The PROSAM Project is attempting to find the right model in an ever 
changing environment LI which the role of the community in the PROSAMI Project will 
find its, own place that permits the optimum use of this important resource of potential 
strength to solve problems and set program priorities in the health sector. This is a big 
challenge facing the PROSAMI Project over the next two to three years. What will the 
role of the community be in the PROSAMI Project by the end of the Project? This is 
what must now be debated and decided. The question, however, is not only being raised ' 

in the PROSAMI Project, it is also an issue which is being debated, or will shortly be 



debated, on a national level and its effect will be felt in many sectors. The specific 
problem of the community role in the health sector turns on the role of the promoters in 
the PROSAMI Project, which are the providers of services to the community. Who will 
control and provide supervision and resources to these promoters? As it exists today, 
supervision, salary payments, and the provision of resources is being provided by MSCI 
through the NGO network of the Project. However, there is some indication that the 
communities not only want a role in the provision of resources to the promoters, but they 
are beginning to want to have more say in the activities of the promoters and in raising 
resources in the communities for the promoters. 

Recommendation: Training of community health committees and volunteers in 
assuming more responsibility in the management of health projects. Training should 
include aspects of the project cycle, coordination and negotiation with municipal 
government entities for the design of infrastructure and the development of financial 
resources, how to work with the decentralized MOH units responsible for allocation 
resources and identifying community technical health priorities, and interventions and 
in allocating resources to the service providers, which are the health promoters. This is 
a major new activity for MSCI to undertake over the next three years. 

2. The communities have shown, on an increasing basis, their willingness to allocate the 
time of a substantial number of community volunteers to help the promoters in ways that 
had not been envisioned at the outset of the Project. The communities are also finding 
new innovative ways in which the human resources of the communities can be brought 
to bear on health problems, e.g., fund raising, generating income from fees and charges, 
taking over some of the routine activities of the promoters, explaining the health program 
and activities to the whole community. The community is just beginning to discover 
their role and to explore new areas of activity. This debate and challenge over the role 
of the communities in the PROSAMI Project should be encouraged and accelerated by 
planned activities which assure that all participants, including the communities, are 
present in the debate. 

MIMSTRY OF HEALTH CONCLUSIONS AND RECOMMENDATIONS 

The Ministry of Health is in its own process of change which will affect the health sector 
and the PROSAMI Project. It is not clear at this point just how this Ministry 
reorganization will finally evolve, and what its basic role in health will be. In the 
analysis section of this Report, it was mentioned that the Ministry unit of Community 
Health is beginning to see its role more in the area of supervision of health services, with 
the promoters again in a key role. The Community Health unit would supervise, provide 
training, pay salaries, and provide project development resources thrcugh the new 
deparpental structure, and then through the local levels to the promoters. If this truly 
evolves, and depending upon the increase in resources to this Ministry, the Community 
Health unit would have an increasingly important role in the decisions which impact on 
the communities through the control of promoters, their training and the resources made 
available through these promoters to the communities. 



Recommendation: The inter-institutional coordination between PROSAMI and the 
MOH is good, and the willingness to better this relationship is eviderit on both sides. The 
MOH would welcome assistance and guidance in regards to decentralization. Specifically 
there is a need to identify functions, tasks and organizational resources to carry out 
health activities at the regional and community levels. The NGO network is seen by the 
MOH as a delivery system which is operational and close to the communities. 

PROSAMI NGOs and the MSCI should begin to facilitate, perhaps through the 
CONSALUD corporation, a dialogue through working groups (MOH and CONSALUD) 
to address the design and operational issues of decentralization. 

CONSALUD CONCLUSIONS AND RECOMMENDATIONS 

This is another component of the PROSAMI Project which is just now coming into its 
own and which is presently being encouraged by the MSCI, USAID, and the NGOs. 
Only the communities do not have a role in the development of this corporation and its 
functions. The principal benefit of the CONSALUD network of PROSAMI NGOs could 
be that of channeling resources, primarily financial, but certainly not limited to this 
function, to the network. The debate in the evolution of this institution should also be 
as widespread as possible. A principal and determining factor will be that of financial 
self-sufficiency, and will CONSALUD be able to generate project funds from 
international donor organizations? This is not as simple a question as it may first appear, 
in that much depends upon the ability and capacity of each individual NGO to restructure 
its own organization to the point that quality programs with equity and economically 
viable projects are being developed by the PROSAMI NGOs. 

~kommendation: A new NGO standing committee should be formed within 
CONSALUD to discuss the role, structure, functions, and relationships between the 
NGO's, municipalities and communities, and the MOH in the new decentralized structure 
of the health sector. This new committee should lead a national discussion on these 
topics through national conferences, radio and TV debates and talk shows, publication 
of articles and news releases, and bring into El Salvador international authorities with 
experience in decentralization. 

2. The design of functions for CONSALUD is a critical next step. Then is still some 
concern and unresolved questions as to the long-term viability of NGOs in the health 
sector. Is their role one limited to working closely with the communities, where their 
past experience has been positive? Or is their role a broader one, whereby they identify 
outside funding and help channel and control, supervise and evaluate funding to the 
communities. If it includes the latter, the.1 aspects such as the possible endowmelit from 
USAID financial assistance from the MOH, other GOES organizations, the multilateral 
donors ( ~ h d  Bank, BID, UNESCO, PAHO), etc. are critical to CONSALUD. - 
Recommendation: USAID, PROSAMI and the MOH should give more active support 
and guidance to consolidating CONSALUD as an effective NGO network. This should 
include providing or identifying a financial base to initiate and sustain CONSALUD as 



an organization; leadership and organizational training; training in locating, securing and 
managing financing; as well as how to maintain network unity and stability. The 
PROCOSI network in Bolivia is a good model. 

3.  NGOs have been given a major role in preparing communities for decentralization in 
many other countries in Latin America. Bolivia is a good example. In the case of 
Bolivia, the communities themselves have the authority and resources to choose which 
organization will help them prepare for the tasks of presenting projects to funding 
organizations, implementation, and especially training the communities to manage their 
own affairs. A major shift in national resources in Bolivia, primarily funds from the 
national treasury, are being reallocated directly to communities to provide the funding 
for the development of small projects that the communities themselves have identified. 

Recommendation: As a start, in El Salvador, the MOH could channel funds through 
CONSALUD to implement decentralized health projects at the community level, thus 
taking advantage of the strengthened NGOs in the PROSAMI network. 



VI. B. EFFECTIVENESS 

2. PROGRESS TO DATE 

Project progress to date in meeting established goals has been good. The established goal taken 
from the Mission Project Paper states, "To improve the health of rural and marginal urban 
population by increasing the percentage of this population which has access to adequate basic 
health services". This can be shown in a number of ways in which the PROSAMI Project has 
built an NGO network into high risk areas of El Salvador unserved by the MOH where rural 
people have had limited access to health care. 

The first round selection of nine NGOs in March, 1991 covered a total population of 148,000. 
The second round selection in 1992 added eleven new NGOs and another 12 1,882 persons. The 
third round in 1993 added 170,000 persons, with 16 new organization in June, 1993. See Table 
13. 

TABLE 13. 
PROSAMI NGOs and Population Covered 

PROSAMl MTE, 1994 

NEW POPULATION 

- 

This total of 439,882, Project population is located in high risk areas in which limited access to 
maternal health and child survival services were available in communities which are over 5 KM. 
from health services. 

Furthermore, the Mission's Project Status Report of April 1, 1994, through September 30, 1994, 
shows the PROSAMI Project to have had major impact upon increasing access of this population 
to basic health services in the program areas. For example, maternal health and child survival 
(MHCS) services extended or expanded in high risk communities by the PROSAMI Project are 
shown in Table 14. 

Finally, infant and child mortality rates in the rural areas served, which are verifiable indicators 
of the basic PROSAMI goal stated above, can be compared to both baseline date of 1992-1993, 
~md to the country-wide FESAL (RURAL) data (see Table 15). 



TABLE 14. 
Access to Maternal Health and Child Survival Services 

PROSAMI MTE. 1994 

t 

11 Beneficiaries (in 1,000's) 350 440 126% 
I I 

I 
11 Health Promoters Trained 4 10 5 83 142% 

I I 

SERVICES 

11 Traditional Birth Attendants Incorporated 141 413 293% 
I I I 

Beneficiary Communities * 

11 Clinics Functioning 10 182 182% 
I I 

LOP 
COAL 

350 

-- 

Cantons Only; SAR September, 1994 

ACCOMPLISHED 
TO DATE 

Community Committees Formed 

Water Systems Installed 

TABLE 15, 
Comparative Infant and Child Mortality Rates 

PROSAMI, 1994 

9'0 

433 

PROSAMI I COUNTRY-WIDE 

124% 

3 50 

25 

BASELINE* FESAL - (Rural) 
1992-1993 1994** 1988 - 1993 

Infant Mortality 4 1 16.5 44 
I 

739 

14 

Postnatal 11 I 6.4 I 22 

21 1% 

56% 

Child Mortality (1-4 Years) - 6.5 14 

TOTAL (0 - 4 Years) - 23 5 8 

Number o f  Live Births I 7.536 

Household census data for 156,360 population, 58% o f  the NGO population total (first and second 
round NGOs) 

**  Annual Rate based on 6 month of field data (first and second Round NGO's). 



VI. Be EFFECTIVENESS 

COVERAGE 
Coverage refers to how well health services reach the target population. It is the measure of how 
well health services get to those who need them and those who want them. Coverage depends on 
accessibility and demand. To increase health coverage, the corresponding health services have to be 
readily available to the target population; and, the target population has to recognize their need, and 
seek or at least accept the services when indicated. In the case of the PROSAMI NGOs, the major 
goal was to provide MHCS services to communities which either did not have such services or where 
they were deficient. A complementary goal was to provide the health services which would satisfy 
community demands and would have an impact on reducing morbidity and mortality in women and 
children. 

Accessibility and coveragc of thc PROSAMI NGO health dclivcry systcm is bascd on thc community 
promcbters, who, as described previously, are locatcd in undcrscrvcd and often remote communities 
and attend patients in their homes or at community dispensaries. At the end of 1993, PROSAMI 
NGO promoters were serving in 433 cantones distributed throughout the five regions of the country. 
A "canton" is the second smallest Salvadoran geopolitical unit (the smallest is a "caserio", which is 
a small village) and is the principal means of identifying locations in the rural areas. A canton 
usually contains one or more communities. This is compared with the coverage of MOH health 
promoters in Table 16. Together the PROSAMI NGOs and the MOH cover 77% of the cantones in 
the country. All of the cantones served by the PROSAMI NGOs are in the rural areas. 

National Coverage of by Health Promoters 

Y 

PROSAMI NGOs 433 16.9% 

BOTH 180 7.0% 

Two mechanisms help to assure coverage: one is a community census and associated risk map. The 
NGO promoters initiate their activities by conducting a census of the community or communities 
that will be their responsibility. First they draw a map of the community, indicating the location of 
each house and majol geographical features (roads, streams, canyons, etc.) and social structures 
(dispensary, chuyches, schools, meeting halls, football fields, etc.). Each house is assigned a number 
on their map. Then they visit every house in the community, and register the number of inhabitants 
of each, noting in particular women of fertile age and children under the age of 5 years. Information 
is gathered from each house relating to the MHCS to be provided. 



Each house is then rated for maternal and child health risk presented: Children under the age of 5 
(those with diarrhea or ARI, those who have not completed the schedule of immunizations, those 
who should receive GMD visits, etc.), newborns and puerperal women, pregnant women, women 
of fertile age, etc. The houses on the map are marked with colored pins or colored pieces of paper 
as high, medium or low risk. This is their risk map. The promotor then makes a monthly or weekly 
work plan which takes into account the risks indicated on herhis map, and plans visits to high and 
medium risk houses accordingly. Forming a new work plan regularly (LC., weekly or monthly) 
pennits the incorporation of persons whose risk status changes and new members of the community 
population. 

Coverage is affected by reception of services. Health promoters visit all high risk households, but 
not all of the households desire or accept their services. Some persons reject promoter services for 
political reasons, associating the promoters and NGOs with conflicting parties of the recent civil 
strife. Others prefer to seek health care from private practitioners in towns nearby. Others do not 
recognize the importance or need for services. The last relates to the essential preventive nature of 
the promoter services. The promoter services emphasize education, counseling, protection, early 
detection, and early treatment. As in many places, Salvadorans usually do not recognize the 
importance of prevention. 

The NGO promoters work to prevent the occurrence of serious, life-threatening health problems, but 
when these are detected they immediately refer the cases to physicians or hospitals. Many people 
in the Salvadoran rural areas tend to wait until a serious problem occurs before seeking assistance, 
when they need to consult a physician directly. As people see friends and neighbors benefit from 
promoter services, begin to enjoy better health through their preventive services, and avoid life- 
threatening conditions, those previously resistant to promoter services become more receptive, and 
demand increases. 

The second mechanism is the promotion of promoter services to stimulate demand. This is 
accomplished by the promoter herhimself, who offers herhis services to potential clients, and by 
word-of-mouth recommendations by satisfied clients. Along with this, coverage is also augmented 
by the cooperation of individual volunteers and volunteer health committees, who assist the promotor 
in identifying changes in risk. women who become pregnant, children who become ill, new persons 
who enter the community, etc. They inform the promotor of new cases that require treatment or 
control visits, and also encourage the affected persons to seek attention from the promotor. 

The use of a basal census, risk map, case detection and monthly planning assist in extending 
coverage of basic MHCS services to those most in need. This contributes to improved health 
throughout the community. Improved impact as a result of better coverage of health services is 
described in the section on Impact. The specific coverage achieved in the MHCS areas implemented 
by the PROSAMI NGO promoters are presented in Tables 17-23, below, along with some 
comparable data pertaini,~g to MOH promoters. A review of the little data available for MOH 
promoters indicates that the coverage achieved by the PROSAMI NGO promoters are better or 
equivalent. 

ADD: See Table 17. In general, in 1993, the NO0 attended 4.3 time more children with 
acute diarrheal diseases (ADD) than did MOH promoters. NGO promoters gave oral rehydration 
salts to 83% of cases attended, and followed up with an average of 3.5 visits. The objective of 



treating children with ADD is to prevent death due to dehydration. Approximately 14% of the cases 
of ADD were accompanied by dehydration in the NGO areas. A total of 41% of the cases of ADD 
with dehydration were referred to MOH health units for fiuther treatment. The other 59% of the 
cases with dehydration were managed in the communities with oral rehydration. 

Table 17. 
Coverage of the Control of Diarrheal Diseases and Dehydration 

El Salvador, 1993 
. ', . - . .. .. ...- 

DESCRlPTlON PROS AM1 
NGOI* MOH** ' '. 

Incidence (per 1,000 children under 5 years of age) 25111,000 1 85.61 1,000 

2 Number of cases of diarrhea attended by promotor 168.1 68.4 

Cases with dehydration 14% 

Number of follow-up visits per w e  of dehydration 3.5 

i Cases treated with oral rehydration salts (ORS) I 83% I 100% 

Cases with dehydration referred 4 IYa 

Cases with diarrhea referred 6.0% 5.2% 
I 

Cases accompanied by individual education 89% 

Educational sessions to groups 25 426 

10 Number of potable water sources constructed or improved, by 22.2 4.7 

I I Number of latrines constructed or improved, by promotor 18.5 16.8 

PROSAM, Quarterly Field Reports, 1993. 
** MOH, Annual Report, Division of Community Health, 1993. 

Am. See Table 1 8. nK NGO promoters attended a total of 57,328 children with ARI during 1 993. 
Thccy attended an average of 3 12.7 cases of ARI per year, which is 5 times the 63.8 seen by MOH 
promoters. Of the cases of AN,  12V0 were accompanied by pneumonia and 2% were accompanied 
by severe pneumonia There was an average of 2.4 follow-up visits for each case of pneumonia, and 
all cases of severe pneumonia were referred to MOH health units for further evaluation and 
treatment. Each promoter also gave individual education to 41% of the ARI cases, and delivered 14 
educational sessions on ARI to community groups. 



- 
Table 18. 

Coverage of the Control of Acute Respiratory Infections/Pneumonia 
El Salvador. 1993 

= 

DESCRIPTION PROSAMl 
No. NCOs* MOW* ', + 

1 Incidence (per 1,000 children under 5 years of age) 476 

2 Number of cases of ARI attended per year per promotor 3 12.7 110.9 

3 Cases with pneumonia 12% 

4 Cases with severe pneumonia or severe disease 2Yb 

5 Number of follow-up visits per case of pneumonia 2.4 

6 Cases of severe pneumonia referred 99% 

7 Cases of ARI referred per promotor 2 .O% 4.8% 

8 Cases accompanied by individual education 41% 

9 Number of educational sessions to groups per promotor 14 65.7 

* PROSAMI, Quarterly Field Reports, 1993. 
** MOH, Annual Report, Division of Community Health, 1993. 

MRH: See Table 19. The NGO promoters made an average of 5 prenatal care visits to pregnant 
women equivalent to 27.8% of expected births, which is 3.8 times that of MOH promoters. The 
calculation of expected births was made by calculating 5% of the community's total population, in 
accord with MOH norms. According to FESAL-93, the current total fertility rate (TFR) in El 
Salvador is 3.8.26 The ANSAL94 study has recommended that coverage rates be determined with 
this figure (3.8) as the continued use of 5.0 (the figure used currently) artificially increases the 
estimate of pregnancies by 20%.n If this recommendation is followed, the actual NGO prenatal 
coverage rate would be approximately 36.8 96. 

Danger signs were seen in 13% of the prenatal cases. The danger signs included hemorrhage, 
hypertension, edematous hands or face, headaches with bright spots or stars in the visual field, pain 
or irritation when urinating, fever or chills, abdominal pain, etc. The coverage of puerperal women 
with a minimum of two visits was 28.996, which is 2.3 times that of the MOH promoters. Again, 
this was calculated with a TFR of 5.0, which produces an artificially lower amount. Danger signs, 
such as hemorrhage, infection, etc., were seen in 12% of the postpartum cases. A total of 66% of 
the prenatal and postpartum cases were referred to MOH health units. In 84% of the prenatal and 
postpartum cases, individualized education was given, and an average of 14 group education 
sessions were presented per promoter. The Mod promoters provide some care, but are not trained 
to make pre- or eostnatal care visits. 

* 

26 FESAL-93, page 27. 

*' Becerra: ANSAL-94, Situacibn Materno Infantil, El Salvador. Page 13. 



r------ Table 19. - 
Coverage of Maternal and Reproductive Health by Promoters 

El Salvador, 1993 

No. I -- 
I Prenatal care (minimum of 5 visits per pregnancy) 27.9% 7.4% - 
:2 Prenatal cases with danger signs (hemorrhage, hypertension, or 

infection, etc.) 13% 
- 

3 Postpartum w e  (minimum of 2 visits per puerperal woman) 28.9% 12.8% - 
Postpartum cases with danger signs 
(hemorrhage, infection, etc.) 12% 

5 Prenatal and postpartum cases referred 66 X 32 % 

6 Prenatal and postpartum cam accompanied by individual 
education 84 % 

-- - 
7 Number of group educational sessions per promotor 14 50 - 
8 Women of fertile age receiving oral contraceptives (13 cycles) 1.4 56 0.4 % - 
9 Couple coverage (100 condoms) 0.5% 0.2% - - 

PROS A M ,  Quarterly Field Reports, 1993. 
* MOH, Annual Report, Division of Community Health, 1993. 

PNH: See Table 20. The NGO promoters visited 61% of the newborns at least once. Danger 
signs, including infected umbilical stumps, fever or hypothermia, irritability with weakness or 
constant crying, rapid respiratory rate or retractions, convulsions, has difficulty breast-feeding, etc., 
were found in 10% of the cases seen, and 20% of the cases were referred to MOH health units for 
hrtber evaluation. All mothers of newborns received individual education, including breast-feeding 
promotion. An average of 7 educational group' sessions were given per promoter. No data on 
newborn care was available from the MOH. 

EPI: See Table 21. The immunization coverage is achieved in collaboration with the MOH health 
units. Some NGOs provide continuous immunizations, on demand, and others provide 
immunizations during sporadic to monthly campaigns. In many cases, MOH personnel participate 
in the campaigns along with the NGO promoter. Consequently, EPI coverage is measured as an 
extension of MOH coverage. As such, the NGO promoters extended the coverage of DPT3, Polio3 
;d measles to 2696, 22% and 15% of children under the age of 1 year, respectively, and to 5%, 
,596 and 4% of children between the ages of 1 and 4 years, respectively. The combined MOH-NGO 
(coverage in the communities served by the PROSAMI NGOs (by the end of 1993) averaged 76% 
for DPT3 aixi 71 % for measles. They also extended the coverage of 2 doses of tetanus toxoid to 
10% of pregnant women. - 



Table 20. 
Coverage of Neonatal and Perinatal Health 

El Salvador, 1993 

Yo. I 
T 1 Newborns visited (minimum 1 visit) 1 61% 1 

with danger signs (infected umbilical stumps, 
general infection, etc.) 

I 

Newborns referred I 20 96 I 
n ~ u r n b e r  of return visits per newborn I 0 . 6  1 

Cases of newborns where individual education was given 100% 

6 1 Number of group educational sessions per prornotor I 7 1 

* PROSAMI, Quarterly Field Reports, 1993. 
* * Data not available 

Table 21. 
Immunization Coverage 

El Salvador, 1993 

PROSAMI 
No. DESCRDTON NGOs* MOH** 

1 Extension of DFT3 coverage: 
- Children under the age of 1 year 
- Children between 1-4 yean 

- Children under the age of 1 year 
- Children between 14 yean 

I 

3 Extension of measles coverage: - Children under the age of 1 year 15% 39 % 
- Children between 1-4 yean 4% 13% 

I I I 

Extension of TI2 coverage in pregnant women I 10% I 24 '16 
r 

8 PROSAMI, Quarterly Field Reports, 1993. 
** MOH, Annual Report, Division of Community Health, 1993. 

GMD: See Table 22. The NGO promoters made an average total of 226.1 growth monitoring 
visits each, which was 7.8 times that of MOH promoters. The coverage of at least 3 GMD visits 
per child was 64% of the children under the age of 5 years. In comparison, the MOH indicated that 
the national coverage rates in 1992 for El Salvador were 44% for children under the age of 1, 28% 
for children between the ages of 1 and 2 years, and 14.4% for children between the ages of 2 and 
4 years. The NGO promoters found that 24% of the cases presented moderate to severe 
malnutrition, and 93% of the cases of severe malnutrition were referred to the MOH health units. 



Two doses of vitamin A were given to 45 % of the children under the age of 5 years, and 5 doses 
of iron were given to 10%. Individual education was given in 60% of the GMD visits, and an 
average of lSgroup educational scssions were presented pcr promoter. 

a= 

Table 22. 
Coverage of Growth Monitoring, Development and Nutrition (GMD) 

El Salvador, 1993 

Yo. DESCRIPTION 
----- - 

1 Children under the ages of 5 years who received at least 3 
GMD visits 

- 
I! Number of GMD visits per promotor - 
3 Cases with moderate to severe malnutrition 

PROSAMl 
NGOs* 

64 .O 96 

I 

Cases of severe malnutrition referred 

MOH** 

13.8% 

226.1 

24 % 

93 % 

5 Children between the ages of 0-4 years who received at least 
2 doses of Vitamin A - 

I 

Number of group educational sessions per promotor I 15 I 84.8 - 

29.3 

45 % 

6 Children between the ages of 0-4 years who received at least 
5 doses of Iron - 

7 GMD visits accompanied by individual educalion 

PROSAMI, Quarterly Field Reports, 1993. 
** MOH, Annual Report, Division of Community Health, 1993. 

10% 

60% 

Table 23. 
Coverage of Community Organization and Participation 

El Salvador. 1993 

- -- 

Number of health campaigns 8 
+ 

4 I Number of community dispensaries or health ccnten donated I 25 i I 

- 
1 - 
2 

* PROSAMI, Quarterly Field Reports, 1993. 
*O Data net available. 

9 

29 

- 

Number of community meetings 

Number of volunteers per quarter 

COP: See Table 23. The N W  promoters contributect to community organization and participation 
tllrough several activities in addition their to health education actions. Each NGO promoter helped 
to organize and participated in an average of 9 community assemblies. Each promoter is supported 

d 



by a community formed volunteer health committee. There was an average of 29 community 
volunteers who assisted the promoter in various activities, ranging from informing and inviting their 
neighbors to participate in meetings and campaigns, to actively assisting the promoter to weigh 
children, administer immunizations, give first aid, mn community oral rehydration centers and 
community ARI treatment centers, etc. There was an average of 8 health campaigns per promoter, 
and a total of 25 communities established and donated health centerstdispensaries to be used by the 
communities. 

CONCLUSIONS AND RECOMMENDATIONS 

The coverage achieved by the PROSAMI NGO promoters are impressive, considering their 
relatively little formal training, and is a tribute to their dedication and enthusiasm. The 
health delivery system designed by PROSAMI and implemented by the NGOs facilitates the 
success of the promoters' activities. The community based census, formulation of the risk 
map and regular (weekly and monthly) prioritized work plans, active case detection, 
simplified case management, referral of all cases which present danger signs, or which are 
doubtful, to a physician or registered nurse (usually an MOH health unit or hospital), 
individual and community health education, and community organization and participation, 
all contribute to increasing accessibility, and satisfying needs and demand. And these f '  

achieve good coverage. As the NGO network grows in experience, and perhaps expands, I 

there is great potential for achieving even better coverage through this model. \ 

Recommendation: Continue the community based health promoter primary care service 
delivery model, and expand to other communities as opportunities and resources permit. 
More resources should be allocated to expand the NGO service delivery system. This is a 
very worthwhile and cost-effective investment. 

Recommendation: Obtain funds to establish a self-sustaining, self-directed NGO 
organization, such as CONSALUD, to continue the PROSAMI NGO network and primary 
health care delivery system. An adequate endowment would facilitate self-sufficiency, and 
should not only permit continuation of the network, but also expedite expansion and 
extension of the services. 

Recommendation: Offer the PROSAMI NGO MHCS health service model to the MOH 
as a means of increasing primary health care coverage in the rural areas of El Salvador. 
PROSAMI could assist the MOH in redesigning the functions and procedures of their 
promoters to replicate what the NGO promoter accomplishments. 

2. The calculation of coverage by NGOs is done in accord with MOH standard practice, which 
conforms to current PAHO recommendations. These caIculations tend to producc ,in average 
of services per unit of population rather than a proportion of population which receives 
services. This is somewhat misleading in terms of the objectives of health service coverage, 
particularly in regards to evaluating the efficacy-of NGO health services. 

For example, the current MOH norm for prenatal care is a minimum of 5 visits. This means 
that each pregnant woman should have a minimum of 5 prenatal visits. When we evaluate 



prenatal care coverage, we want to know two things: the proportion of all pregnant women 
who receive prenatal care, and the proportion of pregnant women who receive 5 or more 
visits. NGO prenatal care rates are calculated in two steps. First, the total number of 
prenatal care visits is divided by 5 to determine the number of "protected pregnancies" (PP). 
Second, the PP is divided by the estimated number of pregnancies per unit of time (e.g., 
a trimester or quarter), which produces the prenatal care coverage rate. 

In actuality, this prenatal care rate does not tell us how many pregnant women received 
prenatal care, nor how many received 5 or more prenatal care visits. Further, the calculation 
is based on two deceptive numbers. First, summing together all of the prenatal visits 
performed during a specific unit of time, and dividing this by 5, to produce the number of 
protected pregnancies is misleading. For example, suppose a particular community of 1000 
inhabitants has a total of 10 pregnant women at a given time. The women should receive 
a minimum of 5 visits during their pregnancies, at intervals of once a month, if the 
pregnancies are normal. Consequently, during a trimester (3 months), each pregnant woman 
should receive at most 3 visits. So if all 10 women receive 3 visits during the trimester, 
that would give a total of 30 visits. If 30 is divided by 5, the result would be 6, meaning 
that 6 pregnancies are protected, even though all of the women received prenatal care. If 
we calculate the prenatal care rate, dividing the PP by the estimate of pregnancies in the 
population (which is calculated at 5% of the population)* which in this case would be 20, 
the rate would be .30 or 30%, rather than 100%. 

Suppose that a community of 1000 total population had a total of 20 pregnant women 
during a year. If 5 women received 8 visits, 5 women received 2 visits, and 10 women 
received 0 visits during the year, the total number of visits would be 50. If this is divided 
by 5, the number of protected pregnancies would be 10. In reality, only 5 pregnancies are 
protected by the minimum of 5 prenatal care visits. The prenatal care coverage rate would 
be (10120) x 100 = 50%. 

Recommendation: Calculate coverage rates with real data, and not with estimates or 
fictitious variables. Since each community initiates services with a census, real data can be 
used, and more accurate and useful coverage information will result. Using real data will 
also make more sense to the promoters and will enhance their ability to apply the data they 
collect. 

Recommendation: Base all coverage calculations on the community census, and not on 
national estimates. For example, instead of using the estimated number of pregnancies to 
calculate prenatal care coverage, the real number of pregnancies should be used. This will 
provide accurate coverage information for the communities served and will facilitate better 
planning and prioritization of services. Adequately maintained census and risk map data 
should make this possible. 

:3. The mmmunity census, the formulation of risk maps, and the monitoring of coverage rates 
are important elements for planning health service activities. - 
2' PROSAMI, Indicadores de Evaluaci6n 1994, page 3. 



Recommendation: Update the community census at least once a year. This should be 
done with the participation of the community health committee, community "directiva" (the 
community "council"), community volunteers, and other interested community members. 
This data should be used to prepare a new risk map and annual work plan, again with 
community participation. Community members and organizations should be involved in 
planning to achieve 100% coverage in all MHCS areas in their community. 

Recommendation: Involve the community health committee in monitoring the 
achievement of coverage in the NGO areas. The community as a whole should be regularly 
informed as to the degree of coverage that have been achieved, so as to stimulate 
community support and collaboration. 

4. Some members of the populations of the communities served by the PROSAM NGOs 
receive services from other sources. Even though the NGO promoters do not provide 
services to these persons, they are being covered by other providers and should be included 
in the coverage statistics. 

Recommendation: Include information about those persons who receive comparable care 
from other sources. For example, women who receive prenatal care from MOH or private 
providers should be included in the community statistics, though in separate categories. The 
data could be obtained with the help of community volunteers. This will improve the 
accuracy of the coverage of the primary health care services offered by the PROSAMI NGO 
promoters, which will assist in formulating more effective work plans and in establishing 
appropriate priorities. 

5 .  Some members of the communities do not initially accept nor seek PROSAMI NGO 
promoter primary health care services. Nor do they seek similar services from other 
services. Since the promoters tend to become very occupied with serving those who 
willingly cooperate with them, they tend to forget the persons who initially do not respond 
to them. 

Recommendation: The promoters and health committees should make more of an effort 
to reach nonparticipants. The community health committees and volunteers could take on 
the task of searching out women and children who are not receiving or participating in the 
services provided by the promoter, and make arrangements for their participation. 



VI. B. EFFECTIVENESS 

QUALITY OF CARE 

The quality of care is one of the determinants of whether or not PROSAMI's efforts will achieve 
its goals of improving health and reducing MHCS morbidity and mortality. The quality of health 
care depends on several factors. One is the degree to which the medical technology used is 
appropriate and adequate to the needs of the target population; and, whether it is "state-of- the-art" 
for the context of the client population. A second factor is the degree to which the services conform 
to accepted standards and norms. A third factor is the personnel who deliver the services: whether 
the personnel are sufficiently trained and competent. A fourth factor is whether the materials and 
supplies are appropriate and adequate for the level of medical technology. A fifth factor is 
corlsistency in service delivery in terms of accessibility and fulfillment of standards and treatment 
protocols with each client. A sixth factor is ethics and equity. 

The seven technical components were designed to respond to six major areas of maternal health and 
child survival, and community organization as a means of sustaining the health measures. They 
catespond to the principal causes of maternal and child mortality and debilitating morbidity in El 
Salvador. The seven areas were described previously, and are listed briefly again: 

1. The control of acute diarrheal diseases and dehydration (ADD). 
2. The control of acute respiratory infections/pneumonia (ARI). 
3. Maternal and reproductive health, including prenatal care, clean births, puerperal 

care, and family planning and birth spacing (MRH). 
4. Expanded program of immunizations (EPI). 
5. Neonatal and perinatal health (NPH). 
6. Growth monitoring, development and nutrition (GMD). 
7. Community organization and participation (COP). 

The component designs were based on internationally recognized recommendations and standards 
as defined and promoted by the Pan American Health Organization (PAHO, representing the World 
Health Organization), and recommendations of UNICEF. The basic purpose of the components is 
to decrease maternal and child morbidity and mortality through community based actions. The same 
standards have been incorporated in the national health norms for the component areas and 
consequently are the same standards promulgated by the MOH. 

Each component has protocols for the diagnosis or performance of control procedures (such as 
prenatal care, GMD, etc.), treatment, referral and educatiodprevention of the corresponding 
MHCS health conditions and pathologies. Each health promoter has been given a set of protocols 
printed on plasticized paper which is to be used when patients are visited. Thus, the promoter is 
nlot dependent on herlhis memory. Shehe has the important points available for immediate use for 
diagnosis or procedures, both provider (promoter) and home (parents) treatment, danger signs 
which should be searched for and noted, and educ~ona l  messages which should be delivered to 
clients. 



These protocols are an important contribution to quality control and to assuring consistency in 
treatment, and are an excellent aide for the promoters. In practice, all of the promoters observed 
(8) used the protocols with every patient. When asked whether or not they used the plasticized 
protocols, others replied that they did so as to be sure that they did not forget anything important, 
and they considered them to be important parts of their equipment. See Amex G-9 for copies of 
these promoter guideslprotocols. 

The quality of care of depends on how well the promoter completes and applies the protocols for 
each component. Promoter ability depends on herthis knowledge and skills. The promoter quality 
of care is monitored regularly through the supervisory visits (described previously). In addition to 
ensuring that the promoter is following the protocols adequately, the supervisors also provide 
continuing education so as to enhance promoter knowledge and skills. The supervisor also serves 
as a higher level of expertise and can resolve difficult questions or problems, and clarify doubtful 
diagnoses and treatment plans. 

Another essential element in achieving good quality care is the referral process. Perhaps one of the 
most important responsibilities of the promoters is to identify health risks and danger signs, and 
refer the persons that present them to appropriate medical personnel. This means referring their 
clients to physicians at MOH health units, health posts, health centers, hospitals, physicians in 
private practice, or other health w e  providers. Thus, when the promoter encounters a mother or 
child with a potentially life-threatening condition, or with a condition that requires physician carc, 
they immediately refer the person. In many cases, they personally take the person at risk to the 
nearest MOH health unitJpost/center or hospital. In addition, if they have doubts about a case, they 
refer the patient. 

As explained previously, this increases the efficiency of the MOH health providers by sending them 
people with high-risk conditions: patients they really need to see, such as cases of pneumonia or 
dehydration, and not mild cases, such as people with colds or headaches or incipient diarrhea. The 
promoter then awaits the results of her/his referral, as this feedback is a valuable complement to 
their training. When a promoter refers a patient, shelhe fills out a referral form, which explains 
why the person is being referred. The referral form also has a space for the attending physician or 
nurse to fill in the results of the referral, which is then sent back to the promoter. 

Some observers have commented that they feel that the PROSAMI NGO promoters are attempting 
to replace physicians in the communities. Actually, the system is designed to complement 
physicians, and make more efficient use of physician time. It is essential that the PROSAMI NGO 
promoters be able to refer cases with signs of alarm, or more than simple health problems, to 
physicians. The PROSAMI NGO promoters perform routine, simplified procedures, offer simplified 
case management, provide health promotion and education, and detect those cases in a community 
which merit and require physician attention. It is also important to recall that the PROSAMI NGO 
promoters work under the supervision of a physician or other health professional (such as a 
maternal child health technician, nurse, etc.). 

Another issue is accessibility. The PROSAMI NGOs w r k  in small, rural, relatively remote 
communities where there are no physicians, and where it is highly unlikely that a physician will 
ever decide to reside. Since the promoters are community residents, they are always available. In 
particular they are available for emergencies and life threatening situations, which paradoxically 



rarely seem to occur when a physician or nurse happens to be in the community. Promoters also 
know where to go to find clients and patients, especially high-risk persons who are reluctant to seek 
health care. This is important in sometimes disperse rural communities. 

A model of sporadic physician visits to communities, such as once or twice a week, has been 
suggested as an option to PROSAMI and PROSAMI NGO promoters. While physicians can provide 
more comprehensive and competent health care, by only being in a community for relative brief 
lengths of time they clearly cannot be available at all the times when their services are essential. 
Consequently, sporadic visits by physicians alone is not a good solution to the problems of 
coverage and accessibility currently affecting ~ r a l  Salvadoran communities. 

Promoters can help to increase the efficiency of physician visits by programming patients to be 
seen. A physician's time can be taken advantage of to a greater degree by reducing the number of 
r o u h  and mild cases shehe needs to see. This is the model being used by the PROSAMI NGOs: 
The promoters screen patients at their homes or in community dispensaries, treat the mild cases, 
and refer serious or unsure cases to physicians. The the technical supervisors visit communities 
to supervise and monitor the promoters, and, as part of the visit they see cases which are difficult 
for the promoter. 

Credibility is also an important factor. A promoter who only promotes and educates, while 
performing a valuable community service, does not fulfill popular expectations concerning health 
personnel. When people generally think of health personnel, they tend to think of someone who 
helps t k m  to get well when sick. The words of a person who heals has more credibility and more 
innpact. The NGO promoters not only talk about health: they also provide specific services to 
individuals. This has given them greater credibility in the communities in regards to matters which 
cc~ncern health. 

DESCRIPTION OF THE TECHNICAL COMPONENTS 
(See copies of the promoter protocol guidelines in Annex G-9.) 

ADD: The ADD component has two primary focuses: First, to prevent diarrhea, and second, to 
prevent deaths due to dehydration and shock in children who present ADD. The first is 
accomplished through individual and group education, hygiene campaigns, and assuring sources of 
potable water and basic sanitation. The second is accomplished by the promoter through two basic 
actions: 1. The early detection and adequate management of dehydration in cases of diarrhea in 
c.hildren under the age of 5 years. And, 2. Education of mothers and other caretakers, on 
preventive measures and home management of cases of diarrhea. The promoter must examine a 
child and determine the duration of the episode of diarrhea, check to see if blood is evident in the 
stool, classify the ADD, evaluate the signs of dehydration, choose the appropriate treatment plan, 
plan the appropriate follow-up, and distribute sufficient packets of ORS. Education is given about 
the preparation and administration of the ORS, c'iet during the diarrhea, danger signs, and hygiene 
iind sanitation measures. Treatment is also given for intestinal parasites. For this purpose, the 
promoter administers mebendazole and, under the direction of the technical supervisor, 
metronidazole. The former is given for nemathelminth and cestode infections (worms), and the - 
latter is given for amoebic infections. 

:Promoters also assist in the establishment of CUORT (URO-C): Community Units for Oral 



Rehydration Therapy. These are small centers established in the houses of volunteers who have 
been trained by the community promoter and NGO technical supervisor to treat ADD with ORT 
(oral rehydration therapy). They have a supply of ORS (oral rehydration salts) packets which they 
distribute to parents of children with diarrhea. They also help parents to recognize danger signs, 
and teach them how to prepare the ORS solutions and administer them. This exteMs the 
accessibility to ORSIORT to different points in the community, facilitating the opportune treatment 
of children with ADD, thereby contributing to the control of mortality. The units are also part of 
the community participation program. 

In the promoter protocol-guidelines, each promoter has a plasticized copy of a pamphlet published 
by PAHO (1994) entitled: "Management of a Patient with Diarrhea. " This contains guidelines for 
the evaluation of the state of hydration, the evaluation of other problems (bloody stool, duration 
of more than 14 days, severe malnutrition, and fever of 39" C or more), the use of medicines in 
children with diarrhea, and the three treatment plans: Plan A, for home treatment; Plan B, for oral 
rehydration therapy, and Plan C, for rapid treatment of dehydration and shock. 

ARI: While some preventive measures, such as the control of residential smoke and improved 
ventilation, are implemented by the NGOs in the communities, the main focus of the ARI 
component is to prevent deaths due to pneumonia in children under the age of 5 years. The two 
basic actions are: 1. The early detection and standardized management of ARI cases. And, 2. The 
education of mothers and other persons responsible for the care of children to recognize the 
warning signs of pneumonia. There are five objectives of the ARI component: 1. Reduce the morbi- 
mortality of ARI, especially of pneumonia, in children under the age of 5 years. 2. Administer 
standardized antibiotic treatment of all cases of pneumonia diagnosed by the promoter. 3. Expand 
the capacity of families to recognize the danger signs of pneumonia so that they seek treatment 
opportunely. 4. Reduce the inappropriate use of antibiotics and other medications in the treatment 
of ARI in children under the age of 5 years. And, 5. Reduce the complications of ARI, such as 
otitis, amygdalitis, and pharyngitis, through early diagnosis and appropriate treatment. 

Promoters assist in the establishment of Community Units for ARI Care (UAIRAC), to facilitate 
the opportune detection and treatment of pneumonia. The UAIRACs are small centers in volunteers' 
homes. The volunteers are trained to recognize the danger signs of ARI. They help parents measure 
the respiratory rate of a child, and if pneumonia is suspected, they send the child to the promoter, 
or to an MOH health establishment for further evaluation. This unit extends accessibility for the 
early diagnosis pneumonia, thereby contributing to the control of morbidity and mortality from 
ARI. The units are also one of the areas of community participation. 

To assist in the control of ARI and pneumonia, promoters encourage the completion of the 
standardized immunization schedule (EPI), especially immunizations for measles and DPT 
(diphtheria, pertussis or whooping cough, and tetanus) in children under the age of 5 years. 
Adequate levels of vitamin A contribute to proper immunological functioning, especially in regards 
to AN.  So, a megadosis of vitamin A is administered every 6 months, in particular to malnourished 
children (under the age of 5 years). Families afe taught to recognize the danger signs for 
pneumonia: rapid respiratory rate, respiratory difficulty, chest noises such as wheezing, etc. 
Complementary preventive measures are also promoted, including such measures as the elimination 
of sources of smoke, dust and other atmospheric contaminants; the promotion of breast feeding, 
prenatal care, and good nutrition. 



The promoter protocol-guidelines have 7 pages for ARI. These include diagnostic signs for children 
wiih ARI to diagnose severe pneumonia, pneumonia, and A M  without pneumonia. Another page 
gives guidelines for treating severe pneumonia, pneumonia, and ARI without pneumonia. Three 
other pages give guidelines for the standardized management of ARI cases, One deals with home 
treatment of children with A N ,  giving indications for children under 2 months and children 
between 2 months and 5 years. The second deals with the management of children under 2 months 
of age with coughing and/or respiratory difficulty. And, the third deals with the management of 
children between 2 months and 5 years of age with coughing andfor respiratory difficulty. 

The protocols contain instructions on the use of cotrimoxazole (trimethoprim-sulphametoxazole). 
The last two ARI pages are therapy instructions. These have instructions on the use of 
ccltrimoxazole, and acetaminophen, which the promoters may prescribe, under close professional 
supervision. Other medications which may be recommended for special situations are described, 
but these are generally not handled by the promoters, and should be prescribed by better trained 
personnel, such as the technical supervisors. The importance and indications for referrals are 
described on several sheets. 

MRH: The maternal and reproductive health component includes prenatal care in the community, 
clean births attended by trained personnel, postpartum (puerperal) care, birth spacing and family 
planning, the prevention of STDs (sexually transmitted diseases), and education in reproductive 
health. 

The promoters fill-out a pregnancy monitoring form for each pregnant woman, which contains data 
relevant to reproductive health. The mother is given a maternal registry card which replicates the 
i:nfonnation. The monitoring form was designed by CLAP (Centro Latinoamericano de Atenci6n 
Perinatal - Latin American Center for Perinatal Care), has danger signs marked in red, and has 
s,pace for up to 9 prenatal care visits. Filling out this card also helps the promoter to maintain 
consistency in the care given. 

'The promoter has the goal of providing a minimum of 5 prenatal care visits to all pregnant women 
in the community, and a minimum of 4 postpartum visits (which can be combined with neonatal 
care visits). Vitamin supplements are distributed during both periods (prenatal and puerperal). Birth 
spacing and family planning information and counseling are offered during prenatal and postnatal 
care visits, and to women who present risks factors. Oral contraceptives and condoms are 
distributed by the promoters. Sterilization and IUDs are given by the appropriate professionals 
through referrals. When a women solicits oral contraceptives, the promoter reviews a list of 14 
questions to determine whether or not there may be a risk present. 

During prenatal visits, the promoters calculate the probable delivery date, take the pregnant 
woman's blood pressure, measure uterine height, measure the woman's weight and write it on a 
standardized graph (see "2arnet Maternan in Amex G-9) to see whether or not there is excess or 
insufficient yeight gain, and search for other danger signs. The promoter also gives the pregnant 
woman education on maternal nutrition, personal hygiene, preparation for breast feeding, danger 
signs during pregnancy, and birth-spacing counseling. 

The promoter protocol-guidelines contain five pages related to maternal and reproductive health. 
One page concerns 12 maternal risk factors before b e g i ~ i n g  pregnancy. Two pages deal with the 



signs of maternal risk, including the danger signs during the prenatal, birth and postpartum periods, 
and the danger signs of toxemia. It is indicated that all of the signs are medical emergencies 
requiring immediate referral to a hospital. The third page deals with the classification and 
management of pregnancy in the community, with ,the indication of 21 danger signs which require 
referral to a hospital or health unit. The fourth page deals with the management of puerperas in the 
community. This sheet includes a list of 7 danger signs which require referral to a hospital or bealth 
unit. 

PNH: The perilneonatal health component has three principal objectives: 1. Reduce the 
morbirnortality from newborn infections and low-birth weight. 2. Early detection of newborns and 
opportune neonatal care. A minimum of 4 neonatal visits should be given to each newborn. And, 
3. educate pregnant women and TBAs in regards to the danger signs that might present in 
newborns, and how to care for a newborn at home. Newborns with infections, low birth weight 
with complications, or the observation of congenital anomalies are all referred to a hospital. 

The promoter protocol-guidelines have three pages dealing with perilneonatal health. One page 
contains danger signs in newborns, and reviews 5 danger signs for which immediate referral to a 
hospital or health unit is indicated if observed. A second page deals with the evaluation, 
classification and treatment of a low-birth weight newborn. It lists four danger signs which indicate 
urgent referral if observed. The third page deals with the evaluation and treatment of newborns with 
an infection. It lists six danger signs, which if observed are medical emergencies required 
immediate referral. 

EPI: The immunization component seeks to achieve 100% coverage of children under the age of 
5 years for BCG (immunization against TB), DPT, anti-polio, anti-measles, and tetanus toxoid in 
pregnant women and women of fertile age (15-49 years). 

The promoter protocol-guidelines have four pages relating to immunizations. One deals with the 
normal schedule of immunizations for chiIdren, including BCG, anti-polio, DPT, and anti-measles. 
The second page presents the schedule for children not immunized in conformity with the normal 
schedule. The third presents contraindications for immunizations, and possible adverse reactions. 
The fourth page presents the immunization schedule for tetanus toxoid for pregnant women and 
women of fertile age. 

GMD: The growth monitoring and development component includes nutrition. Children should be 
weighed and their height measured at least once every two months during the first year of life, and 
children 1 to 4 years of age, should have 2 to 4 GMD visits per year. The promoter fills out the 
growth chart on the "Carnet del Niiio" and discusses it with the mother (see Amex G-9). Shelhe 
also fill out copies for their own records. The "Carnet del Niilo" also has space to record 
immunizations, and has a series of drawings to stimulate development of the child. The latter show 
in graphic form sone of the actions a child should be able to perform at different ages, and simple 
activities mothers and caretakers can perform with children to stimulate psychomotor development. 

COP: The community organization and participation component attempts to include the community 
in the processes of needs assessment and problem definition, planning, implementation, and 
evaluation. The specific objectives of this component are: 1. Introduce and integrate the NGO into 
the community environment. 2. Foment a critical appreciation of the situation of health in the 



co~munity. And, 3. Organize the community to participate in the project and to develop the 
capacity of self-determination in solving its problems and satisfying its needs and interests. 

To, accomplish this, the promoter assists the community in holding community assemblies to discuss 
the community health situation, progress in the project, and community needs. The following 
community work groups are organized: health committees, community councils, mothers' clubs, 
UROC (community oral rehydration units) and UAIRAC (community ARI care units), etc. The 
promoter also recruits individuals to function as health volunteers. These volunteers assist the 
promoter in various activities, which range from assisting in providing patient care, helping to staff 
the dispensaries, aiding in education and promotion, organizing fund raising, etc. The number of 
volunteers varies considerably among the communities and among the NGOs. 

Another important area of community participation are group educational sessions, classes and talks 
on health subjects for the community. Along with this specific health campaigns are also organized. 
The health campaigns parallel campaigns organized by the MOH, or deal with particular problems 
of the communities. 

QUALITY CONTROL 

Quality control is an important aspect of modem medical care at all levels. It refers to the actions 
taken to make sure that the best possible services reach the client population in the most efficient 
and effective way feasible. For the PROSAMI NGO network, this means making sure that the 
services provided by the promoter adhere to the established standards,, norms and protocols; and 
that services are provided opportunely, appropriately, and correctly. The mechanisms for quality 
control are the supervisory visits and monitoring reports. The supervision, as described previously, 
is performed by the PROSAMI technical advisors (who supervise the NGO technical staff and 
promoters) and the NGO technical staff (coordinators and supervisors who supervise the 
promoters). The monitoring reports include the promoter reports of community activities and 
persons attended, and NGO monthly and quarterly reports. 

,As stated previously, perhaps the most critical element of quality control is the supervision of the 
community promoters by the NGO technical supervisors. Close supervision (frequent visits) is 
important in this system where the primary providers have little formal training, and in many cases, 
little formal education in general. Well educated supervisors (such as physicians, nurses, maternal- 
child technicians, etc.) can compensate somewhat for the lack of educational depth in the 
promoters; and, it should be noted that constant constructive supervision is itself educational and 
contributes to developing the professional competence of the promoters. 

It is important that the supervisory visits be regular and constant. The goal is approximately once 
a week, which many of the NGOs are fulfilling through an average of 3 to 4 individual promoter 
visits per month (once every 8 days), and one group session per month. All of the promoters asked 
indicated *at they attended at least one group meeting per month with the rest of the NGO's 
promoters and the coordinator and supervisors, When asked how often their supervisor visited them 
per month, 122 promoters stated the following: - 

40.2% (451122) visited them 3 to 4 times per month; 
51.6% (631122) visited them 1 to 2 times per month; 



8.2% (10t122) visited them less than 1 time in 2 months. 

The monthly group meetings are important for the promoters as it is a good opportunity to discuss 
successes and difficulties in common, and is a good forum for motivating them. Nevertheless, it 
should not be seen as a substitute for the community supervisory visits. It appears that a few of the 
NGOs believe that the purpose of the supervision is simply to gather information on the activities 
of the promoters. Therefore, they think that the group meetings accomplish essentially the same 
things as do the supervisory visits. This replicates the practice of the MOH, where the promoter 
supervisors are simply experienced promoters, and where the average frequency of visits is once 
in two months. As stated previously, the field supervisory visits are very important for quality 
control, and for the continuing education of the promoter, promoter motivation, and promoter 
credibility. Without doubt, this active and generally regular field supervision by well trained health 
professionals is one of the factors which contributes to the success achieved by the project in 
improving health in the rural communities they serve. 

Another of the innovations introduced by PROSAMI was to train the community promoters to 
dispense certain medicines for specific matemal-child health situations. The pharmacopeia used by 
the promoters is limited, and the situations for which they are instructed to administer medicines 
is also limited and clearly defmed. Medicines are used to treat "urgent" or serious problems, or the 
possible initiation of such problems. In general, medicines are used to control morbidities which 
commonly become mortalities. All medications are used under professional supervision. 

The list of medicines provided to the promoters includes 23 items. All of the items are sold over- 
the-counter in El Salvador. In the US, 13 of the items are sold over-the-counter, and include 
vitamins and minerals (iron, prenatal vitamins, vitamin A), a topical antibiotic (bacitracin), an 
analgesic (acetaminophen) and 2 other symptomatics (aluminum acetate and chlorpheniramine-an 
antihistamine), ORS, antimycotic preparations (tolnoftate and two vaginal antimicotic creams), and 
condoms. The remaining 10 items are sold by prescription only in the US, and include 2 oral 
antibiotics (cotrirnoxazole and amoxacillin), 1 ophthalmic antibiotic unguent (tetracycline), 2 
bronchodilators (albuterol and salbuterol), 3 antiparasitic preparations (lindane lotion-against 
scabiosis, mebendazole-against intestinal worms, and metronidwle-against amoebas), and an oral 
contraceptive. 

The PROSAMI NGO community health promoters do not abuse the use of medicines. Rather, their 
training and supervision by the NGOs, contribute to reducing abuse. It is widely recognized that 
there is widespread abuse of medicines and medications at all levels of society by health and non- 
health personnel. Self medication is rampant. Pharmacists and pharmacy clerks sell whatever is 
solicited, and recommend whatever medicine seems to be the "best-seller" at the moment. 
Neighborhood stores often sell medicines I did not observe t'le abuse of medicines by community 
promoters, nevertheless I did observe a tendency on the part of some promoters to do what virtually 
everyone else in tXis society does (including physicians): fulfill client expectations and prescribe 
a pill for whatever ailment presents. - 
Some of the remarkable results achieved by the PROSAMI NGOs in reducing infant mortality and 
ameliorating life-threatening morbidity is attributable to the strategies of active case detection and 



simplified case management, including the utilization of antibiotics in certain situations. This is 
particularly true in regards to the treatment of suspected pneumonia. Incipient pneumonia is treated 
with cotrimoxazole or amoxicillin, and observed. Severe pneumonia or severe respiratory disease 
cases are given a dose of one of these antibiotics and immediately referred to a hospital or 
physician. 

Becerra, in ANSAL-94 commented that this strategy was "very favorable showing that trained 
promoters are able to diagnose and distribute antibiotics correctly." He also stated: "We believe 
that integrated case management (prevention, early detection and case management) of this disease 
[ A N ]  by promoters has positive effects and can quickly reduce mortality. "29 

Becerra also indicated that the MOH presented two objections to this strategy: 1. It is not part of 
their current standards nor promoter training. And, 2. the MOH does not have the resources for 
frequent operational supervision of promoters and therefore cannot control possible excessive 
promoter prescription. Both of these objections have been successfully resolved by the PROSAMI 
NGOs: The community promoters receive training in the appropriate use of a few selected critical 
medicines and antibiotics; and, the promoters receive effective supervision by health professionals 
which includes the use of the medications mentioned. 

Bossio, in a report on the PROSAMI ARI treatment strategy, said the following: "The ARI control 
activities carried out under the coordination of PROSAMI have contributed to the reduction in the 
mortality due to pneumonia in children under five years of age in the areas covered by the health 
promoters.. . The health promoters' early identification and treatment with antibiotics of many cases 
with signs of pneumonia resulted in many patients progressing well. An undetermined percentage 
of these cases were true pneumonia cases that, without the intervention of the health promoters, 
would have become more serious and even resulted in death, if treatment [antibiotic] had not been 
p:rovided, or even if delayed treatment had been provided."" 

CONCLUSIONS AND RECOMMENDATIONS 

1. The PROSAMI NGO system of MHCS care is effective and efficient. The combination of 
training, positive supervision and frequent monitoring, coupled with community based health 
care delivered by promoters consisting active case detection, simplified case management, 
referrals, and preventive education and counseling are important elements in achieving good 
quality health care. 

Recommendation: Continue the current system within the PROSAMI network of NGOs. 
Promote the use of the PROSAMI NGO methodology by the MOH and other NGOs. 

29 Becerra: ANSAL-94: Situacibn 'Mater~lo-Infantil, El Salvador. Pages 50-5 1. 

Bossio: Evaluation of Activities to Control Acute Respiratory Diseases in Children 
under Five Years of Age in El Salvador. Page 1. 



Expand the system to the rest of the rural cantones in El Salvador. 

2. The supervision of the community promoters is an essential element of the health service 
delivery system. Most of the NGOs appear to be fulfilling the goal of providing supervision 
at least once every 8 days. Unfortunately, some NGOs are not. Before reducing the 
frequency of supervisory visits, the NGOs need to define minimal levels of capacity for 
promoter self-sufficiency. 

Recommendation: Enact measures to more actively enforce the regularity of frequent 
NGO supervision. Discuss the measures to be enacted with the NGOs at an assembly. The 
NGOs and the PROSAMI staff could offer suggestions, and the NGOs should arrive at a 
consensus on the measures to be enacted. One possibility might be to withhold funding 
provided to pay the technical coordinator and supervisors if they do not comply with the 
scheduled visits. 

3 The PROSAMI NGO promoter protocol-guidelines are an excellent contribution to quality 
control and consistency of service delivery. The current guidelines are printed on plasticized 
sheets. As stated, this is a good instrument; but, like all good things, can be improved. 

Recommendation: Redesign and rewrite the promoter protocol-guidelines into a more 
readable format (e.g., using small and capital letters, not all capital; more colored letters 
and areas for emphasis and clarity, better layout, etc.). The guidelines should be organized 
into sections for each technical component. 

4. While the promoters do not handle many medications, and studies have shown that the NGO 
promoters do not abuse the prescription of medicines, there is still much room for 
improving the use of medicines by promoters. 

Recommendation: Design and produce a brief, "pocket" manual for the use of medicines 
by the promoters, similar to the protocol-guidelines. The PROSAMI technical advisory staff 
and NGO technical staff members could work together to produce this. The manual should 
review the purpose of the medication, when to prescribe, dosage recommendations, and 
simplified instructions for patients. 

Recommendation: Design a review workshop for NGO technical staff and promoters on 
medication: what medicines do, when they should be used, complications and secondary 
effects, how to determine the correct dosage, the use of traditional or "natural" medicines, 
review of protocols, etc. 

5 .  Health education is an important part of the PROSAMI health care system. Nevertheless, 
it has not received sufficierd emphasis to date due to the immediate need to focus on 
survival issu$s pertaining to mothers and children. Now that the health care system is well 
established, more attention can be dedicated to health education. To assist in the health 
education efforts of the promoters, campaigns e~phasizing one theme would also lend 
impetus and stimulation to promoter activities. Such a campaign could be organized in 
league with the MOH to be implemented throughout the country. 



Recommendation: Organize health education campaigns focusing on one major theme and 
a minor theme, of two to three months duration each, with radio spots to complement 
promoter talks, classes and individual efforts. The campaigns could be timed to precede the 
epidemiological peaks of community health problems. They could be launched every two 
to three months with special workshops to teach basic messages and supporting information. 
The workshops could be taught by the NGO technical team after the latter receives a 
training from PROSAMI. 



Total cost of PROSAMI project, and comparison with cost of other services (MOH and one non- 
USAID NGO). 

VI* EFFECTIVENESS 

COST EFFECTIVENESS ANALYSIS 

Tiable 24, "Total Cost Comparison and Cost per Attention: MOH, PROSAMI, and FUSAL, 1993," 
is a summary of the total costs for Ministry of Health, PROSAMI, and FUSAL. A more detaiIed 
table as well as an explanation of how calculations were derived is found in Annex H-I. 

Per capita allocation per target population. First it is useful to look at the amount of money 
assigned per target group - the per capita allocation per target population (see Table 25). In this 
c;ase, the per capita allocations per target group by PROSAMI appears to be more than both the 
MOH and FUSAL. There can be many reasons for this. It may be that the respective populations 
served need more care because they are just starting, or the mortality and morbidity rates are 
higher. It may be that the amount of medical attention provided is more extensive. Or it may be 
that one organization is providing care in a more effective and efficient manner. It is most likely 
tl..t it is a combination of all these factors. Also, the array of services provided by PROSAMI and 
FUSAL are greater than those provided by the MOH. In addition, FUSAL and some PROSAMI 
PJGOs are providing both adult and maternal and child care as well as working on other programs 
such as ecology improvements. Even when these factors are taken into account, the differences of 
rnoney budgeted per capita among the three organizations appears to be significant - C 53.82 for 
the MOH, C 69.41 for PROSAMI, and C 41.74 for FUSAL (see Table 25). Hence PROSAMI is 
allocating 22% more per capita target population than the MOH, and nearly 40% more than 
FUSAL. 

Cost per health care promoter. In the case of the MOH and PROSAMI, the promoters are the 
ones providing direct patient care. It is relatively easy to measure their productivity when only 
considering number of attentions they provide, but this does not take into account all the other 
activities in preventive care and community relations. For example, in addition to attending 
children and mothers for pre- and post-natal care, diarrheal illness, respiratory infections, and 
growth and development, they are also giving classes in health education, building latrines, 
organizing community groups, participating in vaccine campaigns, and a host of other activities. 
The MOH and PROSAMI do not have a rigidly established standard that says the health care 
promoters have to distribute their time to each type of activity. There are productivity targets, but 
these may differ between each community. Therefore, if one wants to take into account the cost 
of all of these activities, it is useful to lcok at the cost per promoter. 



TABLA 24 
COMPARACION DE COSTO TOTAL Y COSTO POR ATENCION 
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Table 25. 
COST PER POPULATION, PROMOTER, AND PROMOTER VISITS 

(Amounts indicated in C, "colones") 

MINISTRY OF 1 HEALTH 

Target Population per Promoter 1,248 909 

Per capita 
allocation per 53.82 69.4 1 

Target Population 

RcgionaVNGO Cost per Promoter 1 67,185 1 68.651 

Regional1 
NGO Cost per Promoter Visit 152 92 

FUSAL 

In Table 25, the cost per MOH promoter includes the direct cost of the promoter, the cost of the 
Community Health Department, and 33% added to this for overhead (maintenance, housekeeping, 
payroll and finance, central level technical support such as epidemiology and family planning, etc). 
The PROSAMI NGO cost includes all costs at the NGO level including both PROSAMI and 
counterpart funds (PROSAMI field and home office costs are not included. This MOH and 
I'ROSAMI cost per promoter is in effect the cost of what it takes to run and operate a health care 
promoter program if it were not assisted by USAID (APSISA central office and PROSAMI home 
and field office funds respectively). 

Hence, if APSISA or PROSAMI projects were ended, and the MOH and NGOs continued the 
health care program, the cost per promoter would be C 67.186 for the MOH, C 68,651 for 
IPROSAMI, and C 41,749 for FUSAL. The MOH is nearly the same as the cost of the PROSAMI 
promoter, while FUSAL is 61 % of the PROSAMI cost. Again, one should consider the services 
]provided and accessibility when considering cost effectiveness. 

Cost per promoter visit: Of equal importance is to look at the cost per "service delivery unit", 
or cost per promoter attention. The final output is not the service population or number of 
promoters, but the number of promoter attentions (visits) received by the target population. This 
does not include other preventive and community activities. When comparing the MOH and 
PROSAMI, the data was fairly straightforward. The total "attentions" provided by the promoters 
included acute respiratory infections (IRA), diarrheal illness (EDA), reproductive health (SR), 
perinatal and neonatal health (PNH), and growth and development (CYD) as well as miscellaneous 
adult visits. When one looks at the NGO cost of the PROSAMI promoter in comparison to the 
regional cost of the M3H promoter, P R O S M  is delivering the most inexpensive output at C92.00 
per promoter attention versus C189.00 for the MOH. The PROSAMI cost per promoter attention 
is 49% of the MOH cost per attention. In 1993, the first and second round NGOs of PROSAMI 
were fully operational in terms of implementing the primary health carelpromoter program while 
the third round NGOs were not, as they were still% training. Thus, when one only looks at the 
first and second round NGOs of PROSAMI, the cost per promoter visit is even lower. The cost is 



31% of the MOH cost or approximately C59.80 per attention. PROSAMI expects to have the cost 
of this service delivery even further decreased for some of the round one NGOs, but in any case 
it is appreciably lower than the MOH, and probably Iower than FUSAL since their promoters are 
only working part time and are voluntary. 

It is important to note that without the number of attentions provided by FUSAL, it is not possible 
to make any conclusions about their particular cost effectiveness at this time. It is clear from the 
above data that FUSAL has less per capita money to allocate to the target population, and the cost 
per provider is proportionately less as a result. However, the question of how effective is the use 
of volunteer providers needs to be assessed once productivity figures are attained. PROSAMI, for 
example, had one NGO that was using volunteers, but it had the lowest productivity of any of the 
NGOs within its round (ASAPROSAR was averaging 411 visits per year per promoter, half the 
average of round one which was 960.78 visits per year). With the encouragement of PROSAMI 
technical assistance, ASAPROSAR agreed to pay the volunteers on a trial basis, and their annual 
productivity increased five-fold to 2,206 visits per promoter for the first six months of 1994 - twice 
the average of the same NGOs in round one. , 

Other PROSAMI costs: Other issues to examine are the cost of the project inputs: technical 
assistance, training and supplies, and financial support. This helps to further explain the 
PROSAMI costs per promoter and cost per capita target population. Concerning technical 
assistance relative to both home office and field officer support, this cost has been decreasing ( 

significantly since the inception of this project. Table 26 on the following page illustrates how each 
year a signif'cantly higher proportion of money goes directly to the NGOs, and less is spent at the 
field and home office level. 

The cost of technical and administrative support can be analyzed as a percentage of total personnel 
costs. The number of administrative and technical support staff per promoter at the NGO level is 
sigdkantly high. The Table in Annex H-1, titled "NGO Cost Efficiency Analysis" illustrates that 
administrative and technical personnel account for an average of no less than 79% of the total 
personnel costs. Or, there are approximately 1 technical and administrative persons for every 2 
promoters (each PROSAMI technical supervisor oversees five promoters). From a technical 
standpoint this may be justifiable as NGOs are just starting out, but in the long run this will prove 
unsustainable financially. Ways in which the efficiencies among the NGOs might be improved will 
be discussed in the final section which compares the 35 NGO efficiencies. 

In summary, PROSAMI is allocating more money per capita target population, and providing a 
significantly higher number of attentions per promoter which accounts for the lower cost per 
promoter attention. As previously mentioned, the cost per attention for the MOH at the regional 
and NGO level is 152 colones for the MOH and only 86 colones for PROSAMI. It is therefore 
important to note that although the cost per promoter of PROSAMI is higher, the actual cost per 
service delivery as defined as cost per attention is significantly less. 

L 



I Table 26 
PROSAMI Home and Field Office Expenses: Cost and Trend Analysis 

I PROSAMI MTE 1994 

I ITEM I MSCI HOME EXPENSES 

MSCI FIELD OFFICE 
Training 
Technical Assistance 
Commodities 
Less 90% for NGO 

Personnel 
Program Administration 
Audit 
Less 70% for NGO 

I TOTAL MSCI HOMWFIELD OFFICE 

NGO EXPENSES 
CommodiLia / Warehouse 
NGO Audits 

( TOTAL NO0 EXPENSES 

I TOTAL PROSAMI 

HOME + FIELD / TOTAL 

CONCLUSIONS AND RECOMMENDATIONS 

PROSAMI was initially designed to provide urgently needed primary care to areas of high 
mortality, morbidity, marginalization, and high conflict. The areas that are served also have some 
of the highest levels of illiteracy in the country. Starting a program of even basic primary care 
requires more resources than normal - particularly at the training and supervisory levels. In 
addition to having to start many projects in areas with absolutely no infrastructure, basic 
administrative system such as a set of accounting books often had to be started for the first time. 
Both the technical and administrative systems have evolved in a remarkably short time to a level 
that will undoubtedly be sustainable in the long term. 

The PROSAMI costs appear higher than the MOH per capita, but are approximately the same per 
promoter; and, in actuality. are lower in terms of productivity and services provided. Just the 
same, PROSAMI is still exploring ways to provide services with even greater efficiency, and this 
evaluation is therefore particularly opportune in th ,  sense that PROSAMI is now at the juncture 
where it has no less than 35 NGOs on board, and can begin to devote more emphasis on quality 
of care, sustainability, and greater affordability. 



Specific recommendations concerning costs include the following (not in order of importance): 

a. AS a result of project strengthening nearly half of the NGOs visited have evolved from a hand 
written set of accounting books into a sophisticated computerized accounting system. These 
systems were independently developed through the contracting of private computer programers 
with expertise in accounting. Each NGO appears to have a different accounting system. Although 
all the NGOs are using the same policy and procedure manual for the PROSAMI project, It is 
recommended that PROSAMI establish a working group of NGOs to develop om standard 
computerized accounting system that can be applied to all project NGOs. The practicality of 
implementing the system in regards to the relative institutional development of each NGO also 
needs to be studied and taken into account. 

More important, PROSAMI should consider having the NGOs develop any number of management 
programs that could not only serve the consortium of NGOs, but also provide another potential 
revenue source to develop a financial reserve for the NGO consortium. 

b. The evolution of management systems such computerized accounting, inventory, and patient 
statistics systems, should serve to reduce the time necessary to complete certain management tasks. 
It is therefore recommended that the current administrative and technical staff be reviewed at both 
the field office and NGO levels to see if job descriptions and responsibilities maximally utilize the 
current availability of employee time. 

c. It was found that PROSAMI did not have an annual administrative budget at the field office 
level. It is recommended that an administrative budget be established no later than calendar year 
1995, and monitored by both the PROSAMI Chief of Party and Deputy Director. 

d. There appears to be a wealth of financial and technical information available at the field office, 
but it would be more useful to better integrate these two sources of information. The major part 
of the information obtained for this report was available in one form or another, but some of it took 
weeks to aggregate in a form that looked at the financial aspects of technical operations. For 
example, the fmncial advisors write reports that are not shared with the technical advisors and vice 
versa. Both technical and financial advisors need to become better "managersn and work with both 
technical and financial data. The technical advisors can say whether or not a particular NGO is on 
track as far as projected activities, but do not know specifically if the NGO is over or under budget 
in accomplishing these activities. The technical advisors in particular should take an increasing role 
in monitoring the financial status of each NGO under their responsibility. This will help all the 
technical staff to understand better how to become more sustainable through a combination of 
actions which continually maintain high standards of quality of care while providing services in the 
most economically viable manner. 
e. The management policies and procedures for the NGOs have been well developed by 
PROSAMI. Some of these policies have been modified durir g the course of the project, however, 
and this has caused some problems at the NGO level. There may not be the need for enacting any 
more policies that require procedural changes, but if there are, they should be implemented in a 
prospective manner and not require retroactive changes 6f more than a couple of months. 

f. The Project currently implements monthly fmncial, technical, and commodities control systems, 
which grades the NGOs on a set of indicators from A-D. This financial classification of the NGOs 



is an excellent lesson learned as to how to keep track of individual NGO performance and compare 
NGOs on a regular basis. This system should continue to be used throughout the life of the 
PROSAMI project, and it should be shared with both the technical and NGO staff. Although the 
NGOs receive a monthly notice as to how they have financially performed, they do not receive the 
letter classification from "A to D" which tangibly grades their financial performance. It is 
recommended that this classification of "A to D" not only be shared with the NGOs, but also 
"among the NGOs" themselves. This form of peer review can be quite effective in inducing the 
NGOs to attain a minimum standard of productivity. 

g. The training resources in the NGO budgets are for promoter training and community level 
education. Each NGO determines how much to budget for each area. Resources for community 
education should continue at similar levels and probably should increase from one year to another. 
The first round NGOs may be at the stage where they require less training of the promoters from 
the technical staff, and could perhaps require a lower percentage of training resources than the 
round two and three NGOs for promoter training. These funds should be applied to community 
education needs. However, a number of NGOs interviewed expressed a desire to provide 
"incentive programs" to those first and second round NGOs who can continually meet high 
classification standards in patient care delivery and promoter training which would enable them to 
use some of the training funds for either more direct patient care activities or financially generating 
activities. 

FINDINGS RELATED TO FINANCIAL SUSTAINABILITY : Cost Recovery, Other Sources 
of Income, and Community Participation and Management of Funds 

Using some of the indicators of sustainability included in the CDIE scale as well as the 
Management Development Assessment Tool developed by Management Sciences for Health and 
Pathfinder International, the findings include not only the assessment of cost recovery, but also 
indicate: (a) what the NGOs are either planning or currently doing to become more financially 
sustainable; and (b) how the NGO Boards of Directors (BOD) and community boards serve to help 
long-term financial sustainability. Findings are based on the 8 on-site interviews as well as 
interviews with five additional NGO Executive Directors and Accountants. 

A.l Current cost recovery situation: client based fees 

The following data collected on cost recovery from client based fees is based on the site visits of 
the 8 NGOs. 

From the perspective of cost recovery based only on patient charges, the NGOs in general are 
experiencing a weak potential for financial sustainability. Of the 8 NGOs visited, 6 charged for 
services, but only three could estimate what percent of the patients were paying for services, and 
only two could estimate how much the communities were collecting from patient charges. Although 
some of the NGOs said that the supervisors of the promoters knew what was being collected, the 
information \;as not readily available at the NGO level - in other words they did not know for sure. 
The three NGOs that could estimate what the patients were charging indicated that the percent of 
patients that paid varied from a low of 5-10s to a high of 80%. As previously mentioned, the 
charge per patient ranged from 3 colones to 10 colones, with some NGOs charging an additional 
amount for the direct purchase cost of medicines. 



Of interest to note is that the NGO visited that charged the most, also had one of the highest 
percentage rates of patients paying. FUNDESO indicated that they charged 3 to 10 colones for a 
visit or consult, and the cost or partial cost of medicines. They had an explicit written policy for 
charging patients, and also budgeted a target of 40,000 colones that each community had to reach 
by 1996. 

As previously mentioned, in addition to the 8 site visits, a focal group was held with executive 
directors and accountants of five other NGOs participating in the PROSAMI project. During this 
interview with five other NGOs, one of the other NGOs, ASAPROSAR, mentioned that they have 
established four rural health posts where they are succeeding in charging for services. They insist 
that all patients pay for services, whether they are in cash, or "in kind". For example, patients 
who can not pay cash must agree to some other form of payment. It can be in the form of a 
donation of supplies to the center, or in the form of donated time. Unless it is an emergency, the 
patient will only be seen if they agree to some form of payment. One innovative idea of this NGO 
is that they own land where they cultivate soya and other products. One form of an in-kind 
payment is for the individual to work an agreed number of hours in this field. They did not mention 
how many patients were turned away for not paying in one form or another, but they did not think 
the number was significant. 

After the 8 site visits and interview with five other NGOs, it is clear that the maximum charge at 
this time is 10 colones plus some charge for the purchase cost of medicines. When both thc 
community members, health care promoters, and NGO staff were asked what the maximum 
potential is that could be charged, ahos t  no one said it could be more than 15 colones. The 
maximum fee obviously depends on the level of income of the particular area, yet this is probably 
a good estimate for the majority of NGOS since it is higher that the MOH physician fee of 3 
colones, and lower than the private physician fee of between 25-60 colones (this private physician 
fee was what was reported by the NGOs when asked what was the charge of the nearest physician 
to their community post). 

It seems clear that if community people want good and adequate health services, they will have to 
make efforts to establish and sustain them. It probably will not be financially feasible for needy 
populations to pay all of the costs involved, but they should accept the responsibility to pay or 
compensate a significant portion of the costs. The government, the civil sector, or private business 
could subsidize part of the costs, and probably would be willing to do so if the beneficiary 
population assumed responsibility for a significant portion of the costs in accord with real 
possibilities to pay or compensate (money, species or labor). Ultimately, the community, with the 
assistance of other socially conscientious institutions and organizations, should take charge of 
fulfilling its needs and achieving its own socioeconomic development. 

A.2 Analysis of Financial Sustainability. 

In order to analyze the potential financial sustainability of an NGO after the PROSAMI project, it 
is useful to calculsite the expenses of a typical NGO model that is now being operated, and then 
determine the "break even number" of patients that would be necessary to support the model. For 
this exercise, the fee will be set at 10 colones, the maximGm avenge that the NOOs felt could be 
charged without losing a significant number of patients. This model will be one that uses 10 
promoters (the average is 13) and the costs will be as follows: 



HYPOTHETICAL MODEL NGO 
PROSAMI MTE, 1994 

*Many of the executive directors also are running other projects, so the average annual amount paid by PROSAMI was 
uscd with the assumption that the director only is charging for 30% of hislher t im .  Program administration includes 
non-personnel cats such as insurance, office supplies, etc. Training includes both the cost of the PROSAMI training 
p e m ~ ~ l  as well as costs of training programs such as viaticos, supplies, rental of conference rooms, etc. Counterpart 
paid stafl an those individuals such as secretaries and warehouse personnel who support the project but are paid from 
funds other than from PROSAMI. 

Program Administration 

Training 

Counterpart paid Staff 

TOTAL 

At 10 colones per attention, this model would require 62,000 paid attentions a year. If one uses 
an NGO from the first round with 10 promoters, the average estimate of attentions per year is 
14000 for 10 promoters. This would indicate a financial sustainability level from client based cost 
recovery or fee for service of 22.5% (140000 colones collected divided by the total NGO cost of 
620,000). 

22000 

307,600 

30,000 

620,000 

Another way of looking at this is to compare this with the annual goals established for the 
promoters. It assumes that each promoter will see 4000 attentions per year. If this were the case, 
the number of visits for the 10 promoters would be 40,000. Not all the patients would be able to 
pay the 10 colones, so for the purpose of this exercise, it will be assumed that 75% of the patients 
pay an average of 10 colones. The revenue generated for 40,000 attentions with 75 % paying would 
therefore be c. 300,000. This would mean that this hypothetical NGO would be 65% financially 
sustainable from patient charges. 

Unfortunately, after interviews with both PROSAMI and NGO staff, it is clear that although 4000 
visits per year is a national standard, it is not realistic when distances to travel as well as other 
work responsibilities are taken into account. A more realistic productivity expectation is probably 
around 2,500 visits per year, with 75% of the patients paying an average of 10 colones. This 
would translate to a revenue projection for 10 promoters of c. 187,500 per year, or 30% 
sustainability. Another way of looking at it is to take this number of annual visits (25,000) and 
ask what would have to be charged In order to break even from patient charges. In this example, 



the fee would have 24.8 or 25 colones per attention (620,000 divided by 25,000 attentions) - 
clearly more than rural poor could afford. 

It is important to realize, however, that there virtually is no health organization in any country that 
is 100% sustainable from patient care (client based) fees. Health organizations throughout the 
world are subsidized either through third party insurance (medical insurance), taxes (government 
subsidies), private donations, social insurance, company contributions, or a combination of all of 
these methods. A typical hospital in the United States, for example, relies on average from third 
party private insurance (sometimes 40%), government subsidation in the form of Medicaid and 
Medicare (sometimes 45%), bad debts (lo%), and only 5% from actual patient payments. This of 
course varies considerably for each hospital, but the point is that few if any hospitals in any country 
survive on patient fees - the majority rely on some form of government subsidation and/or private 
third-party insurance. 

RECOMMENDATIONS 

1. Improve Cost Recovery 

Although it is not likely that current NGO costs are able to be sustainable solely through patient 
care fees in a significant manner, the current support from patients can and should be improved. 
Lessons can be learned from the three (and probably more) of the 8 NGOs visited that have a 
strong and well defined cost recovery program. Some of the requisites for a sound cost recovery 
program include: 

Start with the community and explain to them that the PROSAMI project funding is not 
indefinite, and ask the community if they feel it is important enough to them for the 
promoter to continue in their community. The fmt step is to establish a community 
understanding and then translate this into a commitment to sustain the program or a portion 
of the program in their community. 

Continue to let the community become the "owners" of the program. Unless the community 
feels that they have some control into the direction of the project, they will always feel it 
is "someone else's" problem. 

Work with the promoters and the community to determine a minimum charge. This charge 
needs to be balanced against the needs of the community, but the reality is that if the NGO 
health programs are to continue after USAID funding, then the communities which 
demonstrate a commitment may be the only ones who will eventually receive the promoter 
services in the long run. As already pointed out by a couple of the NGOs, community 
commitment does not have to mean a cash payment, but it dces h a ~ e  to be translated into 
something that truly supports the sustainability of the program. 

Set financial goals for the health care promoters, The health care promoters also have to 
share in the responsibility of their sustainability. This begins with delivering a satisfactory 
"product" to the community members. An incentive or personnel evaluation system that 
makes the promoter realize that a significant portion of their salary depends on patient fees 



is important. The incentive system should be carefully thought out so that a standard 
proportion of preventive versus curative care is maintained, medications are not included, 
and ceilings on number of patients visited are set. 

The patient fees are not something that should be considered as an increase to their salary 
unless it is a calculated portion of their salary. Starting the next year by telling them that 
their raise will be from patient fees; having them pay for their uniforms, viaticos, or 
transportation are some ways to do this. There are a number of such employee incentive 
programs that are used throughout the world. The PROSALUD program in Bolivia, for 
example, utilizes an incentive system that takes into account number of curative and 
preventive visits to be provided, and rewards all staff, not just the providers, for increasing 
patient revenues while maintaining high quality care. 

A written policy on how much the patients will be charged, for what type of services, how 
it will be collected and accounted, and then how it will be used is critical. This policy 
should be established jointly with the community members, the NGO staff, and eventually 
approved by the NGO board of directors. This policy, combined with a budget projection 
of expenses and revenues, needs to be shared with all committed members at least on a 
quarterly basis. 

Equally important, this community budget should also include revenue projections from 
other community donations in cash or in kind. If the program is going to be financially 
sustainable in any significant manner, one has to address the dichotomy of meeting patient 
"demand" versus patient "need". The fact is that there are more communities which need 
health care attention than programs such as PROSAMI and the Ministry of Health can 
provide assistance. Therefore, hard decisions have to be made when resources can not meet 
all the health care needs of a country. Communities which demonstrate a willingness to 
support programs such as PROSAMI and share in the responsibility of the program may 
have to be chosen over communities who are not willing or ready to actively participate. 

2. Review current project costs, "mix" of services provided, and job descriptions. 

Although PROSAMI services are more cost efficient than the MOH, it is clear that costs and 
expenses are still an important issue, especially in terms of sustainability and accessibility. The 
current organizational structure and associated expenses were considered necessary at the initiation 
of the project since the key objective was to get health care services out to the communities as 
quickly as possible. Now that the project has been underway for over two and a half years for 
some NGOs, it is probably timely to concentrate simultaneously on revenue increases and cost 
decreases that do not affect the quality of care. These cost decreuses should be reviewed at both 
the PROSAMI field offwe level as weit rs the NGO level. After two and a half years of 
operaCion, technical assislance from the field office should become refocussed on cost recovery, 
communify >artr0cipation, prevention and the maintenance of quality care. 

In the case of the NGOs, the average number of administrative and technical staff per promoter is 
approximately 1 administrative/technical person to every two promoters. This is high no matter 
how you evaluate it. It is recommended that the staff number and mix take into account the 



following questions in order to reduce costs and achieve continued high productivity of supervisory, 
administrative, and provider staff. It is understood that staff reductions may not be appropriate for 
implementation as soon as 1995, however, it is appropriate to consider changing some of the staff 
responsibilities at this time. Some of the questions to assist with this review include: 

Are administrative and management personnel used efficiently? Have NGOs analyzed the 
real time their personnel dedicate to the primary health care program and promoters? Have 
the NGOs analyzed the question of employee turnover? How does turnover affect program 
efficiency and effectiveness? Is it necessary to have an executive director, administrator, 
and coordinator running the program and promoters? After two years of operation, can it 
be done with fewer people? 

Is it necessary to have a full time accountant and administrator for the administrative and 
accounting details? Several NGOs are already operating with either one person or are hiring 
a private company to manage their accounts. 

For NGOs that are from the &st k d  second round, does it still make sense for the 
supervisors and medical staff at both the NGO as well as the field office level to provide 
only training and supervision? If the fact is that many PROSAM physicians and nurses are 
already informally providing patient attentions, should they not consider formalizing this by 
having scheduled patient consults and charging for them? If financial sustainability is truly 
important for this project, this will eventually be a requisite if the number of supervisors 
and medical staff are to be supported after 1996. Also, continuity of care versus referring 
patients to other facilities is usually preferable, and more marketable, to patients willing to 
Pay 

Would a mix of trained TBAs and promoters generating fees merit consideration from both 
a medical and financial standpoint? A number of NGOs already indicated how they are 
working more closely with TBAs. The average TBA charges between 50 and 90 colones for 
each delivery. Should they be considered to be part of the NGO staff? 

The use of nurses or maternalchild health technicians to provide backup to the promoters 
as well as provide patient visits was also mentioned as a long-term alternative for fmncial 
viability by a few of the NGOs. 

Given the importance of community support, do PROSAMI field office and NGO staff have 
specific financial targets to improve community support? For example, a number of the 
community boards visited appeared to be involved with the project, but not financially 
committed to the project. Even though several community boards were not willing to 
personally contribute to the health care promoter program, all of the community boards 
agreed with charging for patient visits - so why is the chargt system not implemerted? Is 
one or mpre of the NGO PROSAMI staff specifically assigned with addressing and 
improving this situation? The PROSAMI field offke technical and financial staff should 
now be at the stage where they can devote an increasing level of technical assistance to 
community and program sustainability . 



Can the number of monitoring and administrative forms be decreased so that the NGO 
administrative and supervisory time can also be reduced or reallocated? 

B. Other Sources of Income 

When specifically asked about whether or not they have any activities or plans for financial 
sustainability once the PROSAMI support ends, it was clear that a number of the NGOs had very 
definite and excellent plans for what they were going to do once PROSAMI funding ended, and 
several had already undertaken activities in order to reduce their financial dependence upon 
PKOSAMI funding. The recommendations1activities presented by the NGOs are divided in .two 
categories. Category 1 reflects activities and plans which are considered highly sustainable over 
the long run or are considered innovative ideas that merit further exploration and testing; and 
Category 2 represents activities which are not considered sustainable in the long run or may 
possibly result in a "negative sustainability" over the long run. "Negative sustainability" is here 
defined as any activity or plan which may either lead to an increased dependence on 
USAID/PROSAMI funding, or may serve as a deterrent for exploring more viable and long-term 
alternatives to becoming financially sustainable. 

Category 1: 

1. Cost recovery from services provided. As previously mentioned, some of the NGOs visited are 
currently changing a fee for service, and this needs to be further developed for all of the NGOs. 
FUNDEMUN, ASAPROSAR, and FUNDESO are examples of NGOs that illustrate how to 
generate and manage funds generated at the community levels. 

2. Reduce current PROSAMI expenses at the NGO level. Only four of the eight NGOs felt that 
they would continue with the existing number of PROSAMI staff once the project ended. The 
majority felt that they would have to either change the composition of the staff, reduce the staff, 
or both. The site visits and interviews therefore reinforced the need to look at staff numbers, mix 
and job descriptions at this time. PROCADES has other health care projects where lessons couid 
be learned as to how to efficiently use limited staff resources. 

3. Solicit government or other donor funding subsidies for the percentage of cost not covered from 
client fees. Many NGOs ate currently receiving funding from both national and international 
companies. Agape and Knapp are examples of large, multi-funded projects. Concerning 
international funding, the NGOs believe that: 

there will be more competition for international funds. 
those NGOs that are most efficient and/or have a demonstrated track record in 
developing sustainable projects will have the greatest chance of competing for 
these funds. 
many new funds will be using the government as an intermediary (IDB, World 
Bank) - 

Some NGOs felt that national funding (FIS) might be increasing since it appeared that government 
decentralization was making more money available at the municipality level. In addition, national 
monies are still available for construction such as health centers. 



4. Start mini-companies or small businesses. A number of the NGOs interviewed such as OEF, 
Knapp and Agape are either teaching women and families how to start their own business, or they 
are running a business themselves to provide a source of income to cover administrative costs of 
other projects which need subsidizing. A "micro-empresa" is a family or one-person enterprise 
where people normally work at home and sell their products on a contract basis. For example, 
articles of clothing might be contracted out by a larger company to these micro empresas . One 
of the NGOs, is considering using the micro-empresa as a means of starting a micro-empresa with 
a small amount of capital, and then growing to a larger company over time. 

Two of the NGOs interviewed, Agape and Knapp, are actually running one or more businesses and 
factories. These businesses and factories usually started with some donation at least ten years ago, 
and include clothing factories, machine factories, a large restaurant, and a radio station. The radio 
station also has had the added advantage of being able to provide health care education such as 
announcing vaccination campaigns. The amount of surplus funds generated by these businesses was 
not made available, but it is clear that enough is generated that it can at least help to subsidize other 
programs by paying for supplies, medications, and administrative support. 

5 .  Agriculture production. At least four of the NGOs have invested or received donated land, and 
are growing products such as soya and coffee. Knapp, which started with a donation the equivalent 
of $10,000 25 years ago, now has over 300 acres of coffee plantations. 

6. Pre-payment or insurance. ADHU is starting a pre-paid model for providing care to its target 
population of 10,000 people. Their hope is to enroll 3000 families, and provide basic care which 
includes primary care visits and medications with the health care promoter, health education and 
home visits, and a limited life insurance policy. They are also hoping to receive some national 
funding as well as from the International Development Bank (IDB) to build small clinics to be made 
available to the subscribers. 

7. Provide consulting expertise. At least two of the NGOs interviewed, OEF and ASAPROSAR, 
are providing consulting help in the fonn of paid classes and individual consulting. The classes 
they are teaching include formation of micro-empresas and development of community boards of 
directors. Both appear to be active in providing consulting work involving capital enterprise. As 
the NGOs continue to grow, this may be an increasing source of income, both nationally and 
internationally. 

8. Sell technical products. Two of the NGOs interviewed, mentioned the fact that they paid to 
have an accounting, inventory, and payroll system designed, and are considering printing a manual 
and selling the system. It basically is another fom of consulting for 'lessons learned" and 
expertise gained through their NGO and PROSAMI activities. 

Category 2: 
L 

1. Wait for the Ministry of Health to absorb the health care Nomoters. Although one of the plans 
is for the Ministry of Health to incorporate some of the NGO health care promoters into their 
program once the PROSAMI project ends, it appears risky to count on this as the only means of 



potential income for sustainability. Counting on this as the sole source of potential income also 
tends to lower NGO motivation to search for other options for sustainability. 

2. Provide added income to the health care promoters through patient care cost recovery. Two 
of the NGOs interviewed, ASALDI and FUNDEMUN, have provided individual bank accounts 
to their health care promoters, and allowed them to keep the money generated from patient charges 
as an additional source of income when the project ends. This will be discussed further in the cost 
recovery section. However, it should be mentioned that this incentive system can potentially 
provide a disincentive to the promoter since it potentially abrogates them from other responsibilities 
of providing health to their community. FUNDEMUN found this to be the case, and dropped this 
form of payment to the promoters. 

RECOMMENDATIONS 

In preparing and competing for donor or government funding, the NGO shouId keep in mind 
that efficient and sustainable operations will probably increase their chances for receiving funds. 
The size of the operating budget will probably not be as important as the ability to demonstrate 
results that fully utilize the NGO resources in an efficient and effective manner. In addition, to 
receive funding, it is usually a requirement that an NGO be constituted as a legal entity. 
MSCI/PROSAMI should continue to assist the NGOs with this. 

Starting a business can be risky, and should be well thought out. Before investing money, the 
creation of a "business plan" is critical. One must assess what the potential demand (quantity and 
market price) of the service to be provided might be, what is the competition, what will the total 
production costs be, what is the minimum level of sales necessary to generate a surplus, and what 
amount of start up capital is required. The time factor is also important. Some of the ventures 
considered did not project any operating surplus for at least five years or more, whereas others 
required several million colones to start. 

,Several of the NGOs appeared to have considerable experience in starting a business. Those that 
had this experience, also said that one other key ingredient to successfully generating a profit is that 
one has to take a 'hard vieww of the operations, and only undertake endeavors that have the 
greatest probability of making money sufficient enough to support other deficit operating programs. 

Pre-payment or health insurance. This must be considered analogous to starting a new business. 
There is risk involved, and a business plan is equally important for this activity. Assessing the 
demand and associa6x-l costs can be more difficult, since it involves probabilities of both morbidity 
and mortality. In addition to a business plan, start-up capital is required to: (1) provide sufficient 
marketing and promotion to reach the milimum brezkeven number of subscribers; (2) perform the 
necessary actuarial calculations to assess demand for services offered; (3) pay for the health care, 
administrative, and billing stafc (4) educating new members what services will and will not be 
provided; and last but not least, (5) provide -a sufficient 'buffer" for worse case probabilities of 
demand for services. 



In addition to the above criteria for a successful pre-paid or insurance plan, the following 
considerations are suggested to increase the chances of success: 

Consider co-insuring or sharing risk with an establish insurance company. This is 
particularly usefil for "catastrophic illnesses". There may be some insurance companies 
who are willing to provide coverage for certain more costly services for an annual fee. 
Consider using deductibles or co-payments. This is particularly important for groups 
of people of lower education. It is difficult to understand that a subscription does not 
mean that they are entitled to unlimited services. The easiest way to control this is 
through co-payments such as a minimum fee payable for receiving any service, or a 
deductible such as payment of a certain percentage for medications. 
Consider subscribing established groups such as cooperatives or companies. 
Consider providing services to a mix of groups so not all of the subscribers belong to 
low-income sectors. 

Provide money for trial programs in financial sustainability. Some of the NGOs working with 
the PROSAMI project have a demonstrated track record in developing means for providing various 
sources of income. Thir experience needs to be expanded not only within the same NGOs that are 
well established, but also to those NGOs that have not had much experience in receiving funds 
other than those from the PROSAMI project. It is therefore recommended that PROSAMI and the 
NGOs work with USAID to explore a mechanism that could "dedicate" a certain portion of the 
knds of the current project (or possibly from another USAID source such as the public initiative 
project) and provide start-up money or venture capital for NGOs that wish to experiment with well 
thought out Wing projects. For example, providing an NGO with funds to start up a pharmacy 
with a rotating fund, or conducting a marketing analysis for starting a pre-paid program might be 
two examples. Perhaps the NGOs could "bid" for this money using certain established selection 
criteria based on both the NGOs business proposal and their need to create other hnding sources. 
This type of "operations research" would have the dual advantage of both providing the NGO with 
another potential income source once the PROSAMI project is completed as well as providing a 
means to test the feasibility of certain finding sources whose lessons learned could be used by other 
NGOs. 

C. Use of NGO Boards of Directors and Community Boards to assist with financial management 
and sustainability. 

The following information was collected from the 8 site visits. 

The composition of the Boards of Directors (BOD) varied considerably among the 8 NGOs visited. 
Six of the eight NGOs had a BOD that consisted only of community professionals, and did not 
include the Executive Director of the NGO or any NGO employees (with a voting status). The 
majority the NGOs had boards that truly refleckd both community representation as we]. as a 
professional composition that provided a valuable service to the NGO. For example, six NGOs 
had members from professions that included legal, medical, architectural, leadership, business 
administration, and nursing expertise. - 
On the other hand, two of the N O S  included the NGO Executive Director as a voting member of 
the BOD, and one NGO not only had the Executive Director as President of the BOD, but all the 



BOD members were employees that reported to the Executive Director/President. This latter BOD 
did not appear to have any community representation or support, nor did it have a check and 
balance for decisions taken by the Executive Director. 

The number of meetings ranged from 4 to a minimum of 18 per year. Six of the eight said that 
the BOD met at least once a month, and at additional times when they needed to be called for 
extraordinary reasons. However, it should be noted that two of the eight NGOs could not produce 
minutes of the meetings. Both said that the minutes were kept at the home of the secretary. 

The role of the BOD also varied significantly, although the majority appeared to serve in a 
leadership, versus advisory capacity. Nearly all of the NGOs said that they annually approved the 
NGO budget. However, when their role as directors was explored further in terms of their 
knowledge of the NGO budget and the NGO policy on cost recovery, three of the NGO BODS 
either could not provide any estimate as to what the annual NGO or PROSAMI budget was, and 
two thought that the NGO was not charging for services even though the Executive Director said 
that they were charging for services. 

Three community board of directors were also visited. In each case, they appeared to be advisory 
in nature, and did not have much information or knowledge concerning the budgetary status of the 
NGO or health care promoter. Two expressed some trepidation about actually having the 
responsibility of running a medical program, and did not feel comfortable about telling the NGOs 
what to do. On the other hand, they both indicated active participation in the selection of the health 
care promoter, and one recounted how they asked to have one promoter changed the previous year. 

None of the three community boards had written policies on how promoter money was spent. In 
one case, the promoters had personal bank accounts and were allowed to keep the money in 
reserve, in another other case the money went to the supervisor to pay for medications. 

CONCLUSIONS AND RECOMMENDATIONS 

The majority of NGO Board of Directors are extremely well organized, professional, and 
representative of the community. The community board of directors are also representative of the 
community, and provide s significant support to the health care promoters. 

'The management of promoter funds and financial participation of the community members is not 
well organized at this time for at least the three community boards that were visited. This may not 
be the case for other community boards, but it does appear that continued work will have to be 
done to get the communities to really feel that they are the owners of the program, and are 
therefore responsible in part for the operations. It has already been recommended in the cost 
recovery section that they bec m e  more participatory in the charges and mz lagement of the patient 
care funds. All NGOs should have a written policy that is approved at the community, NGO, and 
PROSAMI deld office level. FUNDEMUN and FUNDESO have good examples of written policies 
that should be reviewed by other NGOs. The writteqpolicy has to indicate the fees to be charged, 
how to handle patients who say they can not pay, and how the money will be spent. Last but not 
least, as mentioned in the cost recovery section, this policy should be accompanied with a budget 



for expected revenues, and personally monitored on a quarterly basis with the community and NGO 
boards, health care promoters, and NGO administration. 



VI. B. EFFECTIVENESS 

6.  COST-BENEFIT ANALYSIS 

POTENTIAL BENEFITS OF COMMUNITY-LEVEL 
PREVENTIVE SERVICES IN TERMS OF 

DEATHS AND INCIDENCE OF MORBIDITY AVERTED 

PROSAMI has designed a system for monitoring and evaluating the NGOs in regards to finance 
management, commodities management, and technical program implementation and coverage. 
Within this system, NGO costefficiency is evaluated. Nevertheless, the financial specialist of the 
midterm evaluation team felt that there was a lack of appropriate data to actually conduct a cost- 
benefit analysis as expressed in the terms of reference of the evaluation. Consequently, it was only 
possible to construct a potential model to collect and use data for the future. 

Several sources of data were fust explored. The FESAL data is survey data available for 1988 and 
just recently for 1993. This has the usual mortality and morbidity statistics, but it is understandably 
organized by government defined regions such as states and municipalities. There is obvious 
overlap with the geographically defined target areas of the PROSAMI project, but the PROSAMI 
target areas are not defined in exactly the same manner as the FESAL geographic divisions. 

,Secondly, PROSAMI was able to provide what appears to be a thorough collection of data of not 
only increased coverage levels, but also mortality and morbidity data. This data was based on an 
initial, usually one-time, census conducted by each NGO in their geographic work area, or based 
on estimates derived from the census data. However, for cost-benefit evaluations and comparisons, 
effectiveness of coverage, accessibility and quality of care issues, future morbidity and mortality 
data cannot simply be based on the individuals served, but needs to include the entire target 
population. A meeting with the finance and health care evaluation team members, and the 
PROSAMI Executive Director, arrived at the 'conclusion that "census" data would need to be 
collected in order to measure the impact of this program in a meaningful manner. The various 
options for conducting such a census is described in the impact section of this paper. 

What is of interest, however, is to look at some of the initial comparisons that PROSAMI has done 
concerning mortality rates which were based on the household census conducted by each PROSAMI 
NGOs in their work areas. See Tables 30 and 31, Section C, Impact. On the basis of chis 
information, it is reasonable to conclude that PROSAMI areas are performing significantly better 
than other rural areas without PROSAMI services. 

Constructing analyses for the future should be related to the four goals of health impact of the 
USAID plan of action; any other indicators added would be the responsibility of PROSAMI and 
the NGOs. Therefore the four indicators that should be used are: infant mortality, child mortality, 
number of women with tetanus vaccine, and numkr of women receiving at least four pre-natal 
visits. Two are impact indicators, and two are provider coverage indicators. As previously 
mentioned, all of the four indicators should be collected through some form of census data. 



Working with the Ministry of Health to see if it is possible to collaborate in collecting this data 
might be one option. 

Once this data is collected, cost-benefit analysis usually looks at the monetary value of benefits in 
three different ways. One is to measure the value of potential deaths averted, another is to look at 
potential healthy life days (HLDs) saved in terms of a value such as income generated, and another 
is to measure the value of number of work days saved (from reduced morbidity). Given the age 
group of this population, number of work days saved is not a particularly useful option. It should 
also be mentioned that any type of cost benefit analysis usually requires very large population 
samples or a significant length of time to measure the impact, or both. Typically, three to five 
years is a minimum length of time to measure reductions in morbidity patterns. In addition, control 
groups are often necessary to analyze the impact. This would mean selecting areas which are to 
receive treatment, and others which will not receive treatment. Control groups for programs such 
as rural primary health care are obviously not feasible. 

Therefore the model with probably the most potential is one that compares the effectiveness 
between programs over time, in this case the Ministry of Health, PROSAMI, and any other type 
of rural primary health care programs. This should not be limited to simply health care promoter 
programs as was done for the purpose of this evaluation (which had a specific time limit as well 
as several other important objectives). In the long run, it is advisable to compare the promoter 
program with primary care programs that have different approaches such as those that use 
physicians and nurses as direct care providers. At the moment, it is assumed that promoters are 
a less expensive means of delivering care to the rural community, but if transportation, availability, 
and access to health care services increase over time, other forms of primary care may be equally 
or more cost-effective. 

Also, a cost-effective, versus cost-benefit analysis is probably more useful and less problematic to 
conduct. The difference is that cost-effective analysis does not attempt to assign monetary values 
to health outcomes as cost-benefit analysis does. Cost-effective analysis expresses gains in simpler 
terms such as number of deaths averted or years of life gained, but does not attempt to put a 
monetary value on these benefits. 

RECOMMENDATION 

To construct a cost-effective model over time, the following activities need to be undertaken3': 

1. Define the program. Determine exactly what problems will be analyzed (who, what, 
why, when, and how). 

2. Compute the net costs. Agree upon the program components in number 1, and then cost 
them. 

'' Shepard, Donald, and Thornpin, Mark "Cost-Effectiveness Analysis in Health: First 
Principles", Public Health Reports, November-December 1979. 



3. Determine the health effects that will be measured, and how the data will be collected. 
In this case it will be the two health effects and two provisions of care mentioned earlier. 
Then determine the effect in terms of additional years with full health. 

4. Compare the programs by looking at the net cost divided by the number of life years 
gained. The lower the number, the more effective the program. 

The time and resources to undertake this exercise should not be underestimated. It will require a 
well-thought out plan as well as negotiations with other parties such as the MOH. A budget will 
also need to be determined. Survey instruments, data collection, and computer programs and 
equipment will need to be assessed. Then the available resources need to be identified and 
quantified, and the needs for additional resources, if any, will need to be determined. Last, but 
not least, the amount and availability of additional funding will have to be determined before 
starting out with this analysis. 

PROSAMI currently does cost-effectiveness analysis in terms of the efficiency of NGO in 
implementing the primary carelpromoter program components, and achieving program effectiveness 
and coverage. This is a good system for monitoring, evaluating and comparing the PROSAMI 
NGOs in regards to the fulfillment of goals and institutional functioning within PROSAMI. The 
cost-effective model described above is suggested as a means of obtaining data that can be 
compared with primary health care programs and organizations outside of PROSAMI, such as the 
MOH, FUSAL, social security system, private providers, etc. 



VI. B. EFFECTIVENESS 

7. COST EFFICIENCY AND EFFECTIVENESS 
OF THE NGOs 

ANALYSIS OF THE 35 NGOs COMPARED TO ONE ANOTHER 

METHODOLOGY 

Following discussions with USAID and PROSAMI, it was clear that there was a high level of interest 
in how the 35 NGOs receiving money fiom the PROSAMI project were performing in comparison to 
one another. For this reason, two questionnaires were distributed as described in the original 
methodology section. The questionnaires solicited information from all 35 NGOs, the technical 
advisors, and the financial department of PROSAMI. 

FINDINGS 

The table titled "NGO Cost Efficiency Analysis" can be found in Annex H-1. This table is used as a 
reference for discussion in this section. 

First the NGOs were analyzed in reference to success in generating counterpart contributions. The 
counterpart funding is basically divided into the following categories, and reported on a quarterly basis 
to the field office: 

Paid personnel - those individuals paid by other NGO funds that were providing assistance to 
the PROSAMI health promoter program. For example, a number of NGOs provided part time 
secretarial, maintenance, and procurement staff to assist with the program, but these stafT were 
not charged to the PROSAMI project. 

Physical ofice space and equipment maintenance - the value of the rent and equipment 
maintenance was included as a counterpart contribution. 

Other Donor funding - non-USAID h d s  that paid for utilities, gas, and other items. 

Cash fbnding - any cash contributions from the NGOs 

Volunteer help - the value of hours contributed fiom volunteer workers h m  the communities. 

The first four categories of NGO paid pemnnel, office Space, and other funding (non-USAID and cash) 
were used for this analysis. The volunteer help was sometimes significant for NGOs but it had a great 
deal of variety and was therefore difficult to measure. Also, it was sometimes double counting of 



existing resources such as one NGO who put for volunteer time extra hours worked by the same staff 
who were paid on the project. The majority of NGOs, however, had r! long list of volunteers who were 
usuaIly used on specific projects such as vaccination campaigns. 

The breakdown of average contributions is shown in Table 28, as follows: 

Table 28. 
COUNTERPART FUND DISTRIBUTION 

PROSAMI MTE 1994 

ITEM AVERAGE DONATION PERCENT 

Paid Personnel 5438 8% 

Physical Space 288 13 4% 

Other Funding 34663 5% 

Cash Donations 1003 7 2% 

When counterpart sources were counted for all the NGOs, it was found that the average NGO received 
$68 1,950 fiom PROSAMI, and contributed an extra 18%. making the average NGO budget #. 782,298. 
This, when incIuded with the volunteer time, usually amounts to the 25% counterpart requirement by 
the PROSAMI agreement. Perhaps the most tangible counterpart fbnding was the donation of ofice 
space and other NGO paid staff. The NGOs frequently contributed personnel time such as a warehouse 
specialist, maintenance worker, or other administrative personnel. This appeared to be real time 
provided by the NGO, and needs to be included in the cost projections necessary to run the NGOs. 

It can be seen fiom the table in the appendix entitled NGO Cost Eficiency Analysis that the different 
sources of contributions, as well as the mix of counterpart contributions, vary considerably among the 
NGOs. There appears to be some relationship with the overall size of the NGO and its ability to 
provide counterpart contributions as expected - those NGOs with the highest percent of their total 
budget derived from PROSAMI have to rely the most on volunteer help for counterpart hd ing .  

The staff mix and cost among NGOs was then analyzed. The average number of promoters per NGO 
was 13, and the average number of technical and administrative staff was 7 (usually two to three are 
administrators). The number of administrative staff usually did not vary considerably in relation to the 
promoters, and the technical staff was always an average of 5 promoters to every supervisor. The 
average number of other paid personnel by the NGO was 6, but this was number of people, and not full- 
time equivalents. As previously mentioned, the number of administrative and technical staff and the 
associated cost is high, an average of 79% of the total PROSAMI personnel costs. The promoters are 
therefore receiving a lot of technical support, but this may not be financially sustainable one the project 
ends. . .. 
The other table, "NGO" in the appendix then looks at comparative cost figures in relation to 
productivity and services delivend. It also looks at the difference between years 1993 and 1994 as well 
as the differences between those NGOS who started initially (first round) and those who started 



(-  subsequently (second and third round). It should be noted that these costs only include the PROSAMI 

I 
costs, and do not include counterpart contributions. 

r 
The budgets assigned to the NGOs are in relation to the target population (children under 5, and 
mothers and women of fertile age). This figure therefore does not vary significantly among the NGOs 
or between rounds, and is an average for all three of $ 138.56. What is of interest is that the range of 
per capita NGO cost per target population does not vary much in the first round, but does vary for round 
two and three NGOs. The range is $86.73 to $206.23. Part of this is due to the fact that the NGOs 
are still "stabilizing" as they develop, and part of it is due to the fact that some areas were war tom areas 
and therefore required more resources per capita. 

The cost per promoter among the NGOs was then analyzed, and the average was almost identical for 
the first and second round groups, # %,38 1 and $54,885 respectively. The third round was appreciably 
higher at # 68,68 1. The range was also considerable within the individual rounds. In the first round, 
the least expensive NGO was $28.93 1 and the most expensive was 6 66,971, a difference of 232%, 
and in the second round it was # 674 and $45,562 for the two lowest and 6 82,685 for the highest. This 
difference of promoter cost is useful if the program is going to consider continuing as a health care 
promoter program after the project ends. It is obviously going to be more difficult for the more costly 
NGOs to survive. 

The cost per promoter for the third round NGOs was higher than the average for the first two rounds 
at $ 68,68 1. As previously mentioned, this is primarily due to the infusion of additional resources in 
war tom areas. 

Perhaps the most important statistic when looking at relative NGO efficiency as well as number of 
service units (attentions) provided is the cost per attention and the number of attentions provided by 
promoters. Since the fkit and second rounds have all been operating for nearly two years or more, it 
c;m be seen that their average is similar in both cases. For example, the cost per attention of round one 
and two is $ 49.69 and $45.91 respectively. The number of attentions per promoters is c. 1,039 for the 
first round, and c. 1,221 for the second round in 1994. 

The first thing to note is that the number of attentions increased from 1993 to 1994 for the first round, 
and the range of promoter productivity among the first round NGOs decreased. That is to say, there 
were some NGQs with a comparatively low productivity of the promoters in relation to number of 
provider visits, two were less than half of the average at 41 1 and 440 visits per promoter. The 
PROSAMI technical advisors worked with these groups, and the promoter productivity was increased 
substantially in 1994 to 2,206 and 667 for the same two NGOs. Nonetheless, the range of promoter 
productivity is still between 967 and 2206 attentions per promoter. That is to say, there are some NGOs 
within the first round that are providing nearly three times the number of attentions per promoter than 
their counterparts. Although some of this difference can either be attributed to differences in distances 
traveled by the promoters or the percentage of time they spend on other activities such as community 
and health education, it is still too great a range to consider acceptable between NGOs. This was 
discussed with the PROSAMI Executive Director, who mentioned that they have been actively working 
towards establishing a more uniform level of productivity among the NGOs. 

'The difference in productivity is even more significant for the second round NGOs. Here the range is 
from 337 visits to promoter to 2,461! Three of the ten NGOs were less or close to only half the 



average productivity of the round two NGOs. 
somewhat between 1993 and 1994 for this round. 
expected. 

In addition, the average productivity decreased 
The cost per attention follows the same pattern as 

The third round productivity is almost too premature to assess since these NGOs are primarily at the 
census taking stage, and the emphasis for promoter visits is just beginning to take place. Just the same, 
the range of productivity is greatest for this group, with one NGO actually reporting the highest number 
of visits per promoter than all of the other 34 NGOs, with ASEI reporting 2,53 1 visits per promoter. 
The lowest is 1 19 visits per promoter, and is in one of the areas where the codlict of the war was the 
highest. 

In summary, although there is a wide range among the NGOs, the amount of efficiency on average has 
been significantly progressive during the past three years. Table 29, on the following page summarizes 
this progress (it does not include the estimated 25% counterpart h d s  or cost of medications). 

As can be seen from this table, the first round NGOs have progressed from an average cost per 
promoter attention from C153.75 to C49.69. If one includes the counterpart funding of 25% this 
would be approximately C 62 plus medications or USD $7, with the average number of attentions 
at 1,038 per year. The annual cost per promoter with counter part funding would be C 67,976 or 
$7,725. 

CONCLUSIONS AND RECOMMENDATIONS: 

Recommendation 1 - Fist and foremost, information that ties productivity with costs and compares 
each NGO within the "round" that it started should be collected and shared with the technical and 
financial advisors, and most importantly, with the NGOs. It should be provided in an aggregated 
fashion as presented in the "NGO" table in the appendix, so that the NGOs clearly know how they 
compare to both their peers in their round, as well as to all the other NGOs. This quarterly report 
alone will help to raise the minimum standard of productivity as well as reduce the difference 
among the NGOs. 

Recommendation 2 - It is now opportune to set levels of productivity in comparison to other 
NGOs, and not based on past performance. NGOs with levels of productivity at less than 800 
visits per promoter and with a cost per visit of c. 60 or higher will not be able to compete in any 
sustainable fashion. It is recommended that in the sustainability workshop or during the 1995 
budgeting process, and the NGOs and technical advisors come to an agreement what is an 
acceptable minimal level of productivity, and this be established for 1995 and then 1996. Those 
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Table 29. 
Cost and Efficiency Comparison by Year of Field Implementation 

by NGO Funding Round, 1994 1 
First Round NGOs (9) 

Cost 1 Target population - 
Cost 1 Attention - 
Cost 1 Promoter - 
Attentions 1 Promoter 

Cost 1 Target population 

Cost 1 Attention 

Cost I Promoter 

NGOs that do not obtain the minimal level should not be encouraged to think they will be able to 
compete either in the open market, or for future donor funding. 

- - 

Attentions I Promoter 

The main point is that there has to be a clear standard set for future continuation within the project. 
This is also important if one is going to be fair to those NGOs who are clearly demonstrating a 
very high level of productivity, and should be rewarded for this. These minimum standards should 
not be thought of just in the negative sense, but also used as a means to recognize those NGOs with 
the highest performance, and to consider giving them more responsibilities and associated funding. 

170.88 

153.75 

55,900.82 

529.42 

179.96 

170.24 

68,681.44 

'Recommendition 3 - These increased productivity figures should be used in tandem with the cost 
recovery programs that must be established for'all ~e NGOs in 1995. And equally important, the 
number of supervisory staff and as well as the amount of other training costs need to be reviewed 
with a long term strategy that arrives at an "acceptable and viable level" of resources that will be 

Second Round NGOs (9) 

713.35 

135.45 

60.68 

54,695.61 

960.78 

Cost I Target population 

Cost I Attention 

Cost 1 Promoter 

Attentions 1 Promoter 

--- 
-- 
--- 
--- I --- 

127.95 

49.69 

54,381.12 

1,038.84 

--- 
--- 
--- 

Third Round NGOs (9) 

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

141.37 

105.58 

58,328.40 

1,330.35 

142.52 

45.91 

54,885.71 

1,220.76 



turned over to the NGOs by 1996. The NGOs cannot wait until 1996 when the project ends to plan '. 
to significantly dismantle their project andlor increase patient charges. 

In summary, preparation for financially sustainability when the project ends begins now. This 
, 

I 

means: 

a. Establish a well defined cost recovery program (from client fees and other I 

sources) 

b. Determine the best level and use of staff 1 
c. Agree upon acceptable and more uniform levels of productivity 



VI. B . EFFECTIVENESS 

COORDINATION 

Inter-institutional coordination between the PROSAMI Project (MSCI, NGOs and the communities) 
and other non-project organizations can be characterized as good. Intra-institutional coordination and 
cooperation has from the beginning been a concern of MSCI. The NGOs have realized the 
importance of this issue. The NGOs have all become quite active instituting formal coordination 
mechanisms, for several reasons, discussed below. Coordination and communication in general is 
at, the heart of survival and growth of the PROSAMI Project. Coordination is the linchpin upon 
which sustainability will become a reality. 

Intra-institutional Environment 

CONSALUD is the most recent and important activity in coordination to be put forward by the 
NGOs. Although not fully formalized, the constitution has just been approved, this corporation is 
an absolute requirement for the sustainability of the programs of PROSAMI and for the 
strengthening and permanence of the NGOs. Financial self-sufficiency of the Maternal Health and 
Child Survival Project is dependent upon institutionalizing CONSALUD. A general assembly has 
met on a number of occasions, as has the Executive Committee. The Executive Committee has a 
President, Vice-President and Treasurer who have been elected by the Assembly and the Executive 
Committee, which meet weekly. The Committee has presented work plans for other working 
committees. 

These working committees have been hard at work in the following areas: Executive Director's 
group. coordination, programs and projects, administration, communications and public relations. 
There are five to ten NGOs in most of these committees. 

At present the 25 NGOs that have received their legal status are members of CONSALUD. The 
other 10 NGOs are waiting for their legal status approval and are attending meetings of the 
CONSALUD corporation, waiting to enter formally to take their place as founding members. Terms 
of reference for hiring an executive director has been written and a campaign to recruit such a 
person will begin soon The formal structure of the corporation is presently under discussion in one 
of the committees. 

The two principal issues which have helped to motivate NGOs to work together are, 1) The union 
of forces to obtain legal status for each member, and 2) the issues of sustainability and financial self- 
su~ciency. 

It is evident to h o s t  all NGOs that a unified approach td their problems and future activities will 
provide a much better chance for success by working together. Much of this change has come about 
over the past three years as the NGOs have worked together in a unified way providing coverage 
in the service delivery system, in reaching the goals of the project, and in using a methodology that 
has proven successll, including a strategy of popular participation that is presently coming into the 
picture as a real source of support and strength to the overall Project. 



Specific activities that arc being plmed by CONSALUD committees are: contacts with other health 
cooperating agencies, the publishing of a bulletin, educational campaign on health issues, radio and 
TV spots, possible membership dues and fees, fund raising campaign, and the like. CONSALUD 
has asked for financial help in contracting a study which will diagnose and analyze the global health 
efforts which the NGOs have undertaken and accomplished over the years, as the basis for the 
development of new projects in the sector. 

The PROSAM Project standing Coordinating Committees that have been formalized over the past 
three years have been an important mechanism for providing cooperation and communication 
between NGOs and the MSCI staff. Standing committees are: Evaluation Training, Gender, 
Financial Sustainability, CONSALUD, Community Education and Participation, Retaining Personnel. 
These committees have met frequently and the tasks which have evolved have brought together 
members which have worked closely and shared resources to reach common goals. 

Inter-institutional Environment 

One of the primary contacts for the P R O S A ~ ~  Project is the Ministry of Health. Coordination, 
information sharing, training, health technology transfer, NGO coordination, setting of norms, are 
the principal activities that are coordinated on a continuing basis between PROSAMI and the 
Ministry. 

The units of Health Education and Community Health of the Ministry in 1991 developed and carried 
out the training of promoters providing materials, setting nonns, methodology of training, and 
evaluation. By 1992, PROSAMI had a clearer idea of what was needed in their own training 
activities and training content was tailored to PROSAMI needs, but still followed the basic Ministry 
norms. By 1993 PROSAMI began doing most of its own training with the MOH providing norms 
and signing training certificates. By 1994 PROSAMI had completed its own model of training and 
began giving courses with MOH approval, using their own model. 

The current situation in the Ministry is changing. Much of the coordination between PROSAM and 
the NOH takes place with the unit of Community Health. The new focus of this unit, according to 
its personnel, is the supervision of health throughout the nation. The structure of the unit consists 
of the Chief Technical Officer and her staff, with divisions of Research and Information, Training 
(primarily promoters in community health), Computer and Information, and Administration. 

An important change is in the regional offices of the Ministry, which will be changed shortly to 
departmental offices with health teams for supervising and communication. Supervision is at the 
departmental (region) level with local (sector) specific supervision providing technical support to 
promoters. Promoter function is primarily preventive medicine, but curative as well. Identification, 
referral, control of child growth and administrative system are the priority area. The MOH 
promoter's range of health activities will be more open now than in the past, we were told. 
Multidisciplinary teams will be based in local (sector) level hospitals, and made up of health 
professionals; nurses, doctors and sanitation experts. These professionals will have responsibility 
for training promoters and developing the health projects-in each area, e.g., vaccination campaigns, 
cholera, and the like. 



Training courses and continuing education will be carried out at the regional level also. The training 
department is in the MOH in San Salvador, but training personnel in the regions will supervise and 
control the local levels. 

Coordination with the PROSAMI Project and the Health Community unit was characterized as good. . 

This unit stated they have a study of all health indicators in each community of women of fertile 
age as well as data on children. This study is updated yearly and includes water, transportation and 
the like. It also includes resources available in high risk areas and reconstruction areas. 

Finally, the Offices of International Cooperation, and Coordination of NGOs of the MOH 
charac'rerized their coordination with the PROSAMI Project as generally good but with some NGOs 
reticent to give information and cooperate completely with the MOH. This, to the MOH, seemed 
to be a natural state of things due to the recent trauma that this country has just passed through. 
There is still a certain amount of concern on the part of some NGOs as to what the Government and 
its various ministerial units really want. This did not seem to be a major preoccupation of the 
Ministry and the opinion was expressed that with time and working together this will change for the 
psitive. Presently there are NGOs which do not respond to the MOH requests, but these were not 
included in the PROSAMI Project. The omce of NGO Cooperation stated there are presently 137 
NGOs which have projects that are principally concerned with health programs, and 227 more which 
work in health areas, but it is not their principal activity. 

What is needed to work more closely with NGOs, as seen by these two offices, is more meetings 
and dialogue. The mechanisms now in existence are adequate. 

It ww; emphasized in our meeting that NGOs know the communities and this is important. The norm 
of the: MOH is not fiscalization of these NGOs. The Ministry must move to the municipal levels, 
it was emphasized. N W s  that are well organized will survive, it was stated, almost all are capable 
of continuing on. It is a combination of the selection of NGOs, and strengthening them. The 
communities identify with the NGOs, it was stressed. 

International Cooperation is presently carried out with the Governments of the U.S., Spain, 
Switzerland, Germany, Japan and Holland. With the exception of the U.S., this now consist 
primarily of training and infrastructure building. Also cooperation is underway with the following 
multilateral donors; UNICEF, OPS, World Bank and the European Economic Community, where 
training, child survival, rehabilitation, technical assistance, and SILO support are being supported 
by these international organizations. 

Non-Governmental Organization Cooperation 

CIPROS 

Another important organization for PROSAMI in the inter-institutional coordination area is that of 
CIPROS, Internjitional Committee for the Promotion of Health, an organization made up of ten 
different institutions. PROSAMI is one member of CIPROS and a very active institution. 



- 
General Objective 

To coordinate inter-institutional actions for the promotion of health, increasing coverage, 
contributing to improvement of the quality of life of the Salvadoran population. 

Specific Objectives 
I 

1) Strengthening inter-institutional relations between the Government of El Salvador, NGOs, 
and other institutions carrying out health care activities. I 

2) Promoting and dissemination, application, and feedback of educational norms which apply ;.- 

to health. 

3) Unify criteria on concepts and update strategies in health promotion. i 

4) To obtain, through trained personnel, the promotion and strengthening of the social 
participation of the communities, with emphasis on high-risk municipalities. 

1 d 
There are various other coordinating organizations, but PROSAMI's involvement with them is ' 

minimal. For example, CISA, (Comisi6n International de Supervivencia Infantil), CIMR, (Inter- f 

institutional Commission on Alternative Medicine), CODEPROSE (Cooperation for the Development 
of Social Promotion). ( 



V1. C. IMPACT 

IMPACT ON MORBIDITY AND MORTALITY 

Impact is an indication of the effectiveness of the project methodology and activities in actually 
improving the health of mothers and children. If the project functions as planned, and MHCS 
services are delivered adequately and appropriately, health should improve and morbidity and 
mortality rates should decrease in the project areas. Impact implies a change, and while, as 
mentioned, we expect changes in the health of mothers and children, the project also seeks other 
changes. These include establishing a network of NGOs capable of providing good quality primary 
health care services for women and children, and changing attitudes and practices in communities 
to facilitate and favor the establishment and maintenance of good health. 

Mortality data was not collected systematically, and infant and child mortality rates were not 
calculated, by the PROSAMI NGO network until recently. The quarterly collection of mortality 
data was initiated in January, 1994. Heretofore, the NGOs only collected data on promoter services 
and their own activities. Many are still learning the process of organizing and conducting 
community wide data collection. Thus, not all of the NGOs are collecting mortality data 
consistently yet. This is a normal part of the institutional learning process. 

Currently, the mortality data is reported on two forms: One is the Quarterly Summary Report of 
Health Promoter Activities Form (see Annexes G-8, G-10 and G-11). wherein quarterly data is 
recorded which reports on the deaths of children under the age of 5 years attributed to ADD (and 
dehydration) and ARI (including pneumonia), newborn deaths (i.e., deaths of children between 0 
and 28 days of age), and maternal deaths (deaths during pregnancy, birth or puerperia). The second 
form is the Quarterly Tabulator of Mortality per NGO, wherein all deaths in the target population 
during a specific quarter are recorded. One probfem that has occurred is that there have been 
incongruencies between the two forms. Again, this is probably due to lack of experience in 

h 

maintaining data collection systems, as has been observed in relation to the community censuses,. 
and with time should be rectified. The result of this inexperience, is that we do not have mortality 
data that we can consider to be reliable. With this caveat in mind, we can make some interesting 
observations. 

A retrospective analysis of census data collected by the first and second round NGOs, based on a 
population of 156,360 persons, permitted the calculation of the baseline infant mortality rate (IMR) 
for 1992-1993 of 41J1000 LB (live births) at the beginning of health service activities. This is 
comparable to the national IMR for rural areas for 1988-1993 determined by FESAL-93n (see 
'Table 30). Mortality rates for 1994 in Table 1 were calculated by using the total number of 
newborns who received a first time visit from a promoter as equivalent to the number of live births 
(2724). This is probably an underestimate of the total number of live births. FESAL-93 found that 
there was a ratio of 0.133 live births per woman of fertile age per year. Using this to calcdate the 
estimated number of live births in the community population indicates that there should be more 
than 3,750 (for 6 months). On the other hand, casual observation of the number of pregnancies in 

32 FESAL-93, page 1 19. 



the communities served by the PROSAMI NGOs indicate that the observed numbers are less than 
the estimated figures. - .  

Table 30. 
Mortality Rates, FESAL-93 and PROSAMI-94, El Salvador, 1994 

1 

MORTALITY RATES PROSAMI NCOs 

per 1000 live b ~ r t ~ u  i 

* Based on data from the first 6 months of 1994, from 19 first and second round NGOs. 

Infant mortality ra~e (IMR) 

Neonatal nrortalily (0-28 days) 

Poslneonatal mortality (29-364 days) 

Child mortality (1-4 years) (CMR) 

Total mortality (0-4 years) (TCMR) 

Number of live births 

As can be seen in Table 30, the IMR for the first six months of 1994 reported by 19 NGOs, shows 
a significant improvement in relation to the base line IMR: 25.7 compared to 41 (both per 1,000 
live births). It is also a significant improvement when compared to the national figures of 44/1,000 
LB. The child mortality rate (CMR) also shows notable improvement when compared to the 
FESAL-93 rural CMR: 8.8 to 14 960 The total child mortality rate (TCMR) was 34.5 760 for 
PROSAMI-94, which again is a very significant improvement when compared to the FESAL-93 
(rural) TCMR of 58 9&. These are very impressive results. 

Table 31 shows a comparison of the causes of infant, child, and total child mortality. The 
relationship of causes is virtually the same in both FESAL-93 and PROSAMI-94 for the TCMR. 
There are some variations in Lhe IMR and CMR. It is notable that decreases in proportional 
mortality have occurred in ADD among infants, and in ARI among children 1-4 years. As indicated 
above, the overall mortality has decreased in the PROSAMI NGO project areas. The differences 
in the causes requires further study and elucidation, and should be taken into account when 
formulating action plans. The morbidity and mortality results in regards to the technical components 
are discussed in the following paragraphs. 

44 

23 

22 

14 

58 

4,287 

4 1 25.7 

16.9 

8.8 

8.8 

34.5 

2,724 



Table 3 1.  
Causes of Child Mortality in El Salvador 

Comparison of FESAG9333 and PROSAMI-94 
- 

CAUSES OF DEATH 

Xarrheal diseases & 19.0 8.7 24.1 58.6 20.0 20.7 
leh ydration - 
\cute respiratory infections & 16.3 18.5 27.8 10.3 18.6 16.5 
me:umonia 

~ I N  birth weight & 
mmaturity 

1 18.1 1 19.5 I 0 I 0 1 14.6 1 14.9 

- 
:ongenital abnormalities 11.3 15.2 1.9 0 9.5 11.6 - 
Birth trauma & asphyxia. 9.5 13.0 0 0 7.6 9.9 - 
Sepsis/multiple organ failure 9 5.4 1.9 3.4 7.6 4.9 - 
Respiratory Distress Syndrome 5.4 2.2 0 0 4.4 1.7 - 
Measles 0 0 13 0 2.6 0 - 
Accidents 0 1 . I  11.1 6.9 2.2 2.5 - 
Other perinatal complications 2.3 8.7 0 0 1.8 6.6 - 
Malnutrition I .8 2.2 1.9 6.9 1.8 3.3 - 
Meningitis 0.9 1.1 3.7 0 1.5 0 - 
Neonatal tetanus 0.5 3.3 0 0 0.4 2.5 - 
Others 1.8 1.1 7.4 13.8 2.9 4.1 - 

ADD: Graph 1 shows the decreasing trends of the presentation of dehydration with ADD. Other 
graphs in the indexes relating to the first two quarters of 1994 show the following results. The 
incidence of ADD increased slightly during the first two quarters of 1994, and at the same time, 
the proportion of cases accompanied by dehydration decreased slightly from a high of 16.2 % to a 
low of 9.2%, as compared with the expected 15%. The ADD cases accompanied by dehydration 
and shock decreased among the NGOs of the first round and increased among those of the second 
and third rounds. Notwithstanding the increasing1 decreasing trends of cases, the proportion of 
cases accompanied by dehydration and shock was still below 1.0% in all three 

- - 
FESAL-93, page 127. 
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GRAPH No. 1 
'1 994 

TREND ANALISYS 
DIARRHEAL DISEASE 

PERCENT OF CASES WITH DEHYDRAllON 
BY QUARTER OF FIELD lMPLEMENlAllON AND BY PVO FUNDING ROUND 

Round 1 : Data no avaibble from 1 st. to 4th quarter 



rounds, as compared with the expected 5.0%. Concurrently, the second and third round NGOs 
increased the average number of follow-up visits from an low of 2.3 per case to a high of 6.8. 

Almost all cases of ADD (95%) were referred. The mortality rate in children under the age of 5 
years due to ADD decreased, as did the rate of cases of ADD that ended in death. These results 
indicate that the overall rates of ADD cases which were accompanied by dehydration, and 
dehydration and shock, and the proportion of ADD cases that end in death have decreased in the 
communities attended by the PROSAMI NGOs. 

ARI: As can be seen in Graph 2, there is a decreasing trend for the presentation of pneumonia 
with NU over the life of the project to date. A review of results for the first two quarters of 1994 
(see Annex G-12) show an overall increased incidence rate of A M  cases detected and attended. 
What is important was the decreasing trend in mortality over the same period. The proportion of 
cases of ARI in children under the age of 5 years that ended in death showed a decreasing trend 
from ;an average of .08% to .01%. The proportion of deaths in children under the age of 5 years 
attributable to ARI also decreased from an average of 9.8% in the first quarter to an average of 
2.5% in the second. Recalling that the national proportion indicated by FESAL-93 for this age . 

group is l8.6%, these results again are impressive. 

MRH: Graphs 3 and 4, show increasing trends for the proportion of pregnant women who receive 
at lead 5 prenatal care visits. The overall baseline proportion was 19% (pregnant women receiving 
4 or more visits). By 1994, the PROSAMI NGOs had increased this to 40.5 %. 

PNH: Graph 5 shows that the proportion of newborns that received 4 visits during the first 28 days 
of life increased from 0 to an average of 32.5% per NGO round. Graphs and tables in Annex G-12 
present more results from the first and second quarters of 1994, in regards to neonatal health. In 
general, in addition to increased coverage, they show decreasing trends in the number of newborns 
who present low birth weight or infection. The proportion of deaths of children under the age of 
5 occurring in the neonatal period showed a decreasing trend in the second and third round NGOs 
(46.8% to 27.9%), while first round NGOs showed an increasing trend (23.7% to 69.4%). 

EPI: EPI coverage increased in regards to all immunizations. In Graph 6, it is shown that DPT3 
coverage increased from an average of 15.9% in the PROSAMI NGO communities to 126%, 
according to data from the MOH Division of Epidemiology. The figure "12696" is calculated in 
accord with MOH standard operating procedure, by dividing the total number of immunizations 
administered by the estimated number of children in the area vaccinated. This means that if more 
children are vaccinated than was estimated, the rate will be greater than 100%. Since all children 
that are encountered during campaigns are vaccinated, whether or not they live in a given 
community, and since the checks against revaccination (vaccinating children that have already be 
vaccinated) are virtually nonexistent, there is ample room for arriving at a number of vaccinations 
which exceeds the estimate. 

In general. the EPI coverage rates compare very well to the national coverage of 59.2% reported 
by FESAL-93. More immunization data is presented in graphs and tables in Annex G-12. 
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GMD: Graph 7 shows increasing trends in the extension of coverage of at least 3 GMD visits per 
child under the age of 5 years throughout the NGO network. Round 1 NGOs increased from 0 to 
an average coverage of 82%; Round 2 NGOs increased to an average of 94%; and, Round 3 NGOs 
increased to an average of 41 96. Concurrently with the increase in GMD, as shown in Graph 8, 
the proportion of children under the age of 5 years with moderate to severe malnutrition decreased 
from 22.6% at the beginning of PROSAMI NGO activities, to 5.7% currently (based of data from 
the first two quarters of 1994). This can be compared to the national rate of 14.1% indicated by 
FESAL-93. The increase in GMD coverage and concomitant decrease in moderate to severe 
malnutrition are notable improvements achieved by the PROSAMI NGOs. More data concerning 
nutrition is presented in graphs and tables in Annex G-12. 

COMMUNITY PARTICIPATION: Graph 9 shows trends for increasing the number of health 
education group sessions per promoter per semester and NGO round. Further data, from the first 
two quarters of 1994 (see graphs and tables in Annex G-12) show that the average number of 
community health committees per promoter was more than 1: 1.5 among Round 1 and 2 NGOs, 
and 0.87 among Round 3 NGOs, for an average of 1.3 committees per promoter overall. The 
average number of community volunteers per health promoter was 18.2 among Round 1 and 2 
NGOs, and 3.5 among Round 3 NGOs. The average number of community general assemblies 
increased from an average of 1.3 to 2.7 per promoter per quarter among all of the NGOs. These 
results indicate very g d  levels of community participation. 

The results of the PROSAMI NGO activities reviewed here indicate very good impact in terms of 
decreasing morbidity and mortality in the rural communities where they are working. Infant, 
neonatal, and child mortality rates have all decreased. The number of deaths due to ADD and ARI 
have decreased. Moderate to severe malnutrition in children under the age of 5 years has decreased. 
Prenatal care, puerperal care, neonatal care and GMD visits have all increased. The coverage of 
immunizations has also increased. These are impressive results attributable not only to the efforts 
of the NGOs and their promoters, but also to the service delivery system developed and 
implemented by PROSAMI. 

CONCLUSIONS AND RECOMMENDATIONS 

1. While a community census was conducted at the beginning of N W  service activities in all 
of the areas served, the main purpose of the census was to identity persons at risk for 
maternallchild morbidity and mortality. Once completed, the census is not updated and the 
promoters generally only collect and remit information concerning their clients (i.e., those 
persons who directly receive curative or preventive services from the promoter). 

Recommendation: Update the census in all communities annually. Health information 
concerning all members of the community population should be collected, and not just 
information from clients. 

All births and deaths should be noted, all cases of ARI and ADD in children, all GMD 
controls, etc., so that accurate statistics for the entire community population can be 
maintained. If this is done, the exact morbidity, 'mortality, fertility, etc., rates of the 
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community can be calculated, and the community's health can be monitored more 
accurately. This will also contribute to formulating better annual work plans, better 
prioritization of curative services, and better programming of educational activities. 

Recommendation: Make the community health committees and community volunteers 
responsible for updating and maintaining the community census and community database of 
health information. This will not only facilitate the collection of data, but will also involve 
community members in the first stage of needs assessment and planning. It also folIows that 
the community health committees and volunteers, together with the promoter, should 
formulate the annual health plan for the community. This will contribute to greater 
community participation in a d  support of health activities. 

A better understanding of the purposes and importance of maintaining a good health 
information system (HIS) and its place in planning, supervision, and monitoring would help 
to increase compliance and implementation of the HIS. 

Recommendation: Design and organize more training sessions on the collection of 
morbidity and mortality data, and the calculation of impact indicators for the NGO executive 
directors, NGO technical staff, community promoters and TBAs, and members of the 
community health committees. 



VI. D. SUSTAINABILITY 

1. NGO LEVEL 

'me value of self-sufficient organizations as a stable and capable way of sustaining health services 
and programs is appreciated by the NGOs in the PROSAMI Project. Self-sufficiency is in the best 
interest of the organizations, and there constituency; it is in the organizations self-interest to become 
financially self sufficient. 

PROSAMI NGOs should be in control of their own goals and activities. Diversification of income 
base, inter-institutional collaboration and quality programs are just a few of the ways that can help 
move NGOs away from their dependence upon international donors. 

Each organization should be examined by looking at its many activities and programs to determine 
which are focusing specifically on PROSAMI goals and objectives. Look at their delivery services, 
planning and financial systems to see whether the institution has the mechanism for implementing 
program activities. 

NCiOs in the PROSAMI Project are not alike. Their mission, structure, style, constituency size are 
quite different, as they should be. This independence, uniqueness, the presence of highly motivated 
professionals, their ability to work with and penetrate into high risk area where communities have 
been under great stress during the conflict period is impressive. Some organizations are going to take 
longer than others to make the transition from dependance to self sufficiency. Some believe that if 
the economy is reactivated, more resources will be made available through GOES programs. This 
may or may not be the case. 

Many of the NGOs are involved in purely social programs and are highly unlikely to generate any 
significant amount of funds for cost recovery. Developing a diversified donor base may be difficult 
for these NGOs. Most will always be in need of budget support from outside sources. On the other 
hand, there are some NGOs already providing 30% of their total costs through income producing 
activities. Others feel secure for the time being with income from outside private donor groups. 
However, the long-term view of international donor funds has these organizations concerned. 

There will be considerable demand for these funds. When NGOs were asked of the probability of 
their self-sufficiency, they either did not known or were doubtful, but felt it was possible. See 
finance section for more details. 



VI. SUSTAINABILITY 

PROJECT SUSTAINABILITY 

I'ROSAMI must be able, over the next three years, to look carefully at the various programs, 
activities, structure and internal procedures of each NGO to determine what is necessary for each 
organi-zation to be able to move ahead independently developing a program to strengthen the 
sustainability of each institution. Detailed sustainability plans must be developed for each NGO, 
with a strategy to bring their delivery system up to a level which is more effective and efficient and 
at the same time cost recovery becomes a realistic alternative for part of their activities. With fewer 
funds directed to personnel costs, as well as administrative operating costs, their programs will be 
more attractive to donor organizations. Optimizing funds directly to maternal and infant care 
programs via a system of effective and efficient delivery is appealing to potential donors and for 
fund raising activities. An NGO with this image is more apt to succeed than one with high operating 
costs and salary levels which reach 30 to 40 percent of total costs. 

To begin to look at the future of each organization it is important to make clear the definitions 
which are now being used interchangeable by PROSAMI NGOs. Program sustainability, institutional 
permanence and financial self-sufficiency are not the sane  things. Each should be clear in the minds 
of the NGOs so that a plan of action can focus upon the needs of the organizations on each of these 
levels. In the transition from d e p e n d m  to independence. each of these concepts means a different 
objective for the NGO and a better understanding of what is involved in organizational change. 
When one or two of these concepts are working well in the organization, priorities can be set, 
ranking the prospects of obtaining funds to concentrate on the weak links and constraints to program 
sustainability or institutional permanence. Strategies and plans can then be developed for each 
organization to achieve program sustainability, institutional permanence or financial self-sufficiency, 
One of the important aspects for providing resources to NGOs through the transition period is its 
ability to develop planning in an effective way to carry the NGO through the next three years and 
into sustainability. Another criteria is the ability of the NGO to write proposals. MSCI has an 
important role here to support training and identify resource persons for assistance in this activity. 

Substantial assistance by PROSAMI will continue to be required by many of the NGOs in finance 
and accounting, project development and marketing research, communications and human resource 
developmentu. An internal analysis of the NGO's environment is critical and should include a 
mission statement, organizational structure, staff, delivery services, administrative systems and 
procedures. Leadership, management and staff development over the long run should be a high 
priority. Organizational image is very important and the building of collaboration efforts among 
NGOs for the design and initiative of fund raising activities is important. An understanding of the 
market for fund raising will probably entail outside assistance for the NGO, together with building 

j4 An internal evaluation grading system for each NGO has been developed by the 
MSCI unit for PROSAMI, over the last three years. This grading system, together 
with the interviews and visits to the eight NGO's have been used to help make the 
evaluation of organi7ational strengths and \iireaknesses. See Annex H1 for the list 
of the NGO's visited and Annex G-4 for NGO ratings. 



'7 

i 
1 

into the organization these capabilities. A good fund raiser can pay for his or her salary many times 
over during the period of a year. , ,  

A sustainability plan which incorporates all of these activities will take three to five years to carry 
out and should focus upon cost constraints, recovery of costs and increasing the income base r 

through fund raising, endowments, raising fees, community donations, and private sector tax-right- i 

offs for property tax deductions, which are permissible under El Salvador Law. 

I 



VI. D. SUSTAINABILITY 

COMMUNITY LEVEL 

Decentralization seems to be an interest of the present GOES. Identifying functions at the municipal 
level and providing resources to implementing organizations (NGOs) to carry out these functions 
could have an  important impact on a communities ability to manage and finance its own 
educational, health and productive activities. More project emphasis over the next three years 
should be placed upon the communities active participation in helping to design, determine 
feasibility, manage and implement, maintain and evaluate PROSAMI NGO health projects. Over 
the first three years of the PROSAMI Project the technical aspects have been emphasized, because 
results were important, and successes had to be visible. Now that this has been accomplished it 
is time to refocus the project upon activities designed to: train community members to accept more 
responsibility in the management and active participation in the NGO health projects. This is time 
consuming and costly, however, to obtain a sense of ownership by community members it is critical 
if the Project is to be sustainable. If it is to be expected that financial self-sufficiency is to be 
reached with a part of the funds coming from the communities through increased fees, dues, 
community activities, then popular participation must be forthcoming. 

An important aspect of the PROSAMI Project is the community local health committees. These 
comtnittees together with other volunteers of the community, are involved in activities such as; fund 
raising, constructing infrastructure (latrines, water systems, garbage disposal, chlorination of water, 
etc.) communicating health, household visits assisting the promoters in diagnosis of the community, 
helping with client visits, assisting promoters where there are a large number of houses, or  where 
promoters have responsibilities in more than one community. 

The community health committees are being developed at the local level and NGOs need to 
strengthen the capacity and abilities of community volunteers to assume more responsibility. 
Training of these volunteers should increase the range of activities they carry out in the 
communities, decrease the workload of existing promoters, increase the supply of potential future 
promoters, reduce costs by taking over part of the workload of promoters and of course, increase 
the committee's role in generating revenue by training to volunteers in fund raising campaigns. 

Lour levels of literacy will prove troublesome in some activities for community volunteers, but on 
the other hand, the ideas communicated by these groups will add to improving participation in up- 
grading the quality of the Project. 

The current institutionalizing and expanding of community health committees is a positive factor 
in sustaining the PROSAMI Project. Its horizontal organizational contribution makes it harder to 
shut down operations at the end of the Project because it has extended its activities over a broader 
base with more constituents. 



VI. D. SUSTAINABILITY 

4. CDIE STUDY OF FACTORS INFLUENCING 
SUSTAINABILITY 

The sustainability ratings of PROSAMI according to the USAIDICDIE (Center for Development, 
Information, and Evaluation) sustainability sale have proven to be an important exercise and should 
be continued by PROSAMI on an annual basis through the remaining years of the Project. This 
tool serves as an important reference to attitudinal change, especially within the NGO organizations. 
Tlie CDIE scale consists of ten factors which were considered to be important indicators of the 
sustainability of U.S. foreign assistance programs in health. These factors were applied to the 
Maternal Health and Child Survival Project in El Salvador. The factors were as follows3s: 1) 
Project Effectiveness, 2) Institutional Organization and Management, 3) Economic Context, 4) 
Political Context, 5) Financing, 6) Project Content, 7) Project Negotiation Process, 8) Implementing 
Institution, 9) National Commitment, and 10) Community Participation. Respondents were asked 
to rate each factor on a scale of 0 to 5, with 5 being the highest and best score. 

The NGOS rated 6 out of the 10 indicators as positive factors in the sustainability of PROSAMI 
efforts over the long run, while MSCI staff rated 9 out of the 10 as positive. Both groups agreed 
that positive factors included project effectiveness, organization, project content, negotiation 
process, institutional organization, national commitment, and community participation. Factors 
considexed to be primarily negative or problematic for sustainability by both NGOs and MSCI 
includeld financing, and the economic and political contexts. 

The methodology used was to distribute a questionnaire with the ten indicators to one third (12) of 
the executive directors of the NGOs, and ten professionals from the MSCI staff. The questionnaires 
results 'were discussed in focus groups formed with the respondents. The focus groups were used 
to provide insights and understanding of the data. Furthermore, the two focus groups provided a 
basis upon which the data could be compared between groups and validated. 

Table 33 below, with its corresponding graphic representation in Graph 10, shows the results of 
the data tabulation for the responses of NGO executive directors, Part 1, and for the response of 
PROSAMI technical advisory staff, Part 2. Part 3 is a summation of the combined NGO and 
PROS AM1 responses. 

Factors which influenced the sustainability of PROSAMI, such as the project's reputation (Ol), 
institutional organization and management (02). Project content (06), implementing institution (08). 
national commitment (09). and community participation (lo), received positive ratings, high 
priority, favorable consensus, strong commitment with positive effect. This can be seen in the 
NGO responses whose percentages cluster around the 3, 4, and 5 upper end of the scale. 

" See Annex 1.3 for the definition of the factors acd the CDlE questionnaire that were used 
with both the NGO's and the PROSAMI MSCI professional staff. 



It is also interesting to note that the NGOs believe the Project stimulates community participation 
(10) as can be seen from 92% of the Executive Directors answers clustered around the upper scale 
of 3, 4, and 5. This means they believe Lhe Project is now stimulating community participation and 
responds to community-defined requests. The MSCI professionals are a bit less optimistic on this 
factor as their answers group more ai~outd hr: 2, 3, and 4 or middle of tlw scale. 

This factor measures the degree of consensus among interest groups and decision makers ratings 
show a high positive response by both NGOs and MSCI professionals that (09) national 
commitment, shows that 73% of the Executive Directors, and 82 % of MSCI professionals grouped 
their answers in the high end of the scale, 3, 4, & 5, indicating that general consensus favored the 
goals, and saw signs of favorable consensus among leadership, and that the Project represents a 
high priority of the country. 

Institutional organization and management (02) addressed the issue of whether the Project was 
designed and implemented as a vertically run separate hierarchy (single-disease program or 
campaign) or integrated into existing i~utitutional hierarchy (full service package of interventions). 
According to the CDIE study in the six countries, integrated services proved to be more sustainable 
than vertical services. 100% of the NGO Executive Directors answered this question in the high 
3 and 4 categories, while the MSCI professionals, 100%. answered in the 3, 4, and 5 upper range, 
or felt the Project was essentially one of integrated services, with one professional stating it was 
totally integrated. 

Furthermore, 100% of MSCI respondents, and 100% of Executive Directors of the NGOs answered 
the Project effectiveness factor in the upper end of the rating, 3 and 4, believing that the Project 
basically is accomplishing most of its objectives, has a positive reputation in terms of effectiveness 
and was heading toward a success in reaching its objectives. 

One of the more interesting results is the insight into the thinking of the NGO Executive Directors 
with regard to the three factors concerned with Economic (03) and Political Context (04) and 
Financing (05). which are closely related. That is, NGO's perception of a strong and growing 
economy, national political stability and a source of financial support t u r d  out to have a more 
negative or unfavorable, almost pessimistic effect on the NGO Executive Directors opinion 
regarding the sustainability of the project. The large percentage of answers regarding these three 
factors of the directors are grouped around the lower end of the scale 1, 2 & 3, which implies lack 
of confidence, weak sectors, is a serious constraint, questionable whether post-project financial 
needs will be taken care of. " 
Likewise, the MSCI professionals were also somewhat pessimistic and troubled by these three 
factors 03, 04, & 05, but not as pessimistic as the NGO Executive Directors. Their MSCI scores 
clustered around 2, 3, & 4, which represented a more questionable attitude The 3.21 average 
sustainable score response by the NGO directors, and the 3.17 response by the MSCI staff indicates 

L 
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This should be a major concern lo the Project because the Evaluation Team has made a 
strong case that financial factors such as cost recovery , government and donor 
commitment and other sources o f  income are critical facton in sustainability of  the 
Maternal Health and Child Survival Project. 



that these two groups are not far apart, both consider the PROSAMI Project to be moderately 
sustainable in its present form. 

Below, in Tables 32 and 33, we have taken the responses and added them up and averaged them 
to provide an overall "sustainability score" for each factor in the Maternal Health and Child 
~ u r k v a l  initiative. 

Table 32. 
Averaged Results from NGO and MSCI Raters of Sustainability Study 

PROSAMI MTE, 1994 

FACTORS I NCO I MSCl I NCO+MSCI 
I I I 

I .  Effectiveness I 3.67 I 3.5 I 3.59 

2. Organization 3.75 3.9 I 3.89 

3. Economic Context 2.67 3.4 2.95 

4. Political Context 2.5 3.1 2.59 

5. Financing 2.55 2.3 2.43 

6. Project Content ! 4.17 I 4.5 ! 4.32 

7. Negotiation Process 2.28 3.5 3.14 

8. Institution 3.58 3.3 3.45 

9. National Commitment I 3.55 I 4.1 I 3.67 

10. Community Participation 1 3.42 1 3.1 1 3.27 

AVERAGES 1 3.21 1 3.1'7 1 3.32 



Responses to Sustrlnrblllty Study 
PROSAMI Mid-Term Evdurtlon, El Salvador, 1994 

TOTAL AMR- 
L 

CRITERU 0 1 2 3 4 8 RW- AOC 
PON- RAT- 

No. I Tot. No. 1 To& No. I Tot. No. 1 Tot. No. 1 Tot No. 1 Tot DENTS l.NO 

RESPONSE3 OF PROSAM1 STAFF 
I 

01 EWectlveners 0 0 0 0 0 0 1 1 1 6 2 0 0 0  10 3.5 

02 Orgrnlzrtlm 0 0 0 0 0 0 2 6 7 2 6 1 6  10 

03 Economic Context 0 0 0 0 3 1 0 0 1 2 8 0 0  10 3.4 
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VI. D. SUSTAINABILITY 

5. CONTRIBUTION TO USAID MISSION 
STRATEGIC OBJECTIVES 

C I.,. 

Improved quality with equity in health and education is the fourth Strategic Objective of the 
Mission. 'The Maternal Health and Child Survival Project has contributed to this Strategic 
Objective by providing access to essential primary health care services that were not available in 
433 rural high risk communities before the PROSAMI Project began. Also, the Project has 
established a three tier quality control system; (1) PROSAMI technical advisors, (2) NGO 
technical coordinators, and (3) NGO supervisor of the service provider, which are the community 
promoters. 

The cotitribution of the Project to equity has been the incorporation of the total population of 
440,000 persons in rural high risk areas who heretofore did not have these services. 

Finally, there are seven technical components of the Project which also contribute to the Strategic 
Objective of improved quality by grouping various services, such as children under five are 
vaccinated (complete series), women vaccinated with complete tetanus series, and pregnant 
women receive a minimum of five prenatal visits. 



VI. D. SUSTAINABILITY 

6.  LEGAL STATUS 

Without legal status no Government runds including FIS. (Fondo de Inversidn Social), can be 
ohtaiticd hy thc NGOs. Their ahility to raise funds from most other sources will also be restricted 
without this status. An NGO can not become a full metiiber of the CONSALUD network of 
NGOs, which is presently being formed within PROSAMI. It is a critical issue for ten of the 
NOOs prcsenlly in the Project, who have not been able to obtain their legal status. 

USAID and MSC1 have been actively assisting in the task of obtaining legal status assuring that 
all docunientation is correctly prepared and presented to the proper authorities. MSCI has 
contrascted an attorney to assist in the process, and who is helping each individual NGO to obtain 
their llegnl status. Six NGOs have recently obtained their status through the help of this attorney, 
Iiowevcr. the remaining NGOs have presented their documents to the proper authorities, and are 
wailing. 

For vixious reasons the remaining ten NGOs have had significant delays, Tor example, their past 
political afliliations, as well as bureaucratic delays. Personnel in the project are quite optimistic, 
however, that all hurtles will be overcome and approval will be received soon. One NGO 
received its status from the El Salvador Government aiter a US Senator visited their organization 
and comtiiunities and used his good offices to speed-up the process. 

At official levels, USAIDE1 Salvador should help facilitate and speed-up the process here in San 
Salvador Tot the remaining ten PROSAMI NGOs. 



MANAGEMENT AND ORGANIZATIONAL LESSONS 

1. Tlie planning systems for technical and financial control were designed as a detailed, 
innovative reporting, monitoring and feedback system to niove information around the 
communities, the 35 NGO's, and around the PROSAMI Project itself, as well as for 
interinstitutional reporting. These systems were important in expressing how management 
wanted the organization to work and to make important decisions and implement change. 
They were the systems that communicated down the line what managers wanted, and back 
up with information on what was happening, to make a significant contribution to the 
success of the Project. 

2. The various NGO's had a widc variety of nianagenient styles and structures as well as a 
wide variety of individual capabilities and capacities. It is important not to place undi~c 
rcstrictions, nor to force diverse NGO's into onc model of organimtional design, but 
instead, a flexible systcni of gomi adtiiinistration. planning and finance should be 
provided, and then the NGOs should be permitted to adapt these systems to their own 
organi7;ltion and management styles as they see fit. 

3. The transition from dependence to independence is an important step in the process of 
developing tlie sustainability of the PROSAMI program by the NGOs which comprise the 
nctwork. This is facilitated hy developing plans for individual and collective action hy 
each organiiration on program sustainability, institutional permanence and financial self- 
sulXcicncy. To assist and shorten tlic tinie line to independence. tlie NGOs have for~iied 
a network organimtion (C'ONSA1,UD) to centralize adniinislrative functions, technical 
 raining and standardi7ation of services, and to coordinate activities. 

MATERNAL HEALTH AND CIIILD SURVIVAL LESSONS 

1 .  PROSAMI has demonstrated that a relatively diverse group of indigenous NGOs can be 
successfully organized into a coherent and collaborative network to effectively provide 
specific technical services (e.g., maternal health and child survival services). 

The PROSAMI network has united NGOs which in some cases had been political 
antagonists, feminist associations, religious organizations, social service groups, new 
NGOs and well established NGOs. Prior to their association under the aegis of 
PROSAMI, many of the NGOs did not associate with each other. Many of the NGOs did 
not have a strong background in health care. Within the context of a common social 
service project; sharing the same goals and implementing the same primary health care 
scrvices,.and fulfilling thc snme standnrds and norms, the members of the PROSAMI 



network of NGOs have learned to work together to benetit a nluch larger population than 
any one organization could have accomplished. 

2,  PROSAMl has shown that community personnel with relalively little formal education 
can successfully deliver a relatively complex package of specifically adapted teclu~ical 
services when they receive adequate basic training, with complementary, regular 
supervision and continuing education. 

The PROSAMI community health promoters were trained to deliver some health care 
services which had been previously only been delivered by physicians and nurses. In El 
Salvador, as in many other countries, this was the case. Consequently, where there were 
no doctors or nurws, tllcst: scrviccs wcrc not available. 'l'llis situalion was cspccially acute 
in  rural areas. PROSAMI technical staff siniplificd and adilptcd lhc case manaycrncnt of 
selected maternal health and child survival interventions so that the promoters could 
identify high risk situations and send them to physicians or nurses. Case detection and 
simplified casc management were taught to the promoters in a three-month busic training 
course, which was significantly co~nplcn~cnled and supple~ncnted by "on-the-job" training 
by technical supervisors. The supervisors were physicians, nurscs or maternal-child Iierrlth 
technicians. 

In sum, there were three important steps. 1)  Simplilied and focused technical procedures. 
In PROSAMI, the case manage~nent of MIICS wrviccs was simplified to recognize and 
refer high-risks or possible high-risks, combined with the treatment of mild cases and 
surveillance. 2) Basic training. The simplified procedures were taught to the selected 
community personnel in a basic course. And 3) Regular supportive supervision. Supervisor 
ensure that the simplified procedures are implemented correctly and provide continuing 
education. 

3. Active case detection and sitnplilied case munagemcnt can bc cn'ective in rcducing 
morbidity and nrortolity. 

A large proportion of morbidity and mortality in developing countries, and particularly 
in the rural areas of these countries, results from health conditions that can be easily 
prevented if detected and treated opportunely. This can be accon~plished by actively 
searching for and identifjing cases of morbidity that have the risk of leading to mortality, 
and providing opportune treatment to avoid the risk of death, or by referring the person 
to a physician or nurse. 

4. A community based health service system can signikantly impact and improvc 
comn~unity health. 

A health Lrvice system which includes primary preventive services (health promotion and 
protection), and secondary preventive services (early dctection and opportune treatnlent), 
and which is permanently located in the community can improve community l~ealth and 



reduce mortality. Such a system can respond to community needs both in terms of 
resolving specific problems and in ternis of acccss. 

5 .  Primary preventive services (education, promotion and protective measures to prevent 
health problems) are more effective if associated with and delivered as complements to 
secondary preventive services (diagnosis and treatment of existing health problems). 

iIEAL'T11 FINANCE LESSONS 

1. In a comparatively short time, PROSAMI and the associated NGOs have implemented a 
number of advanced systems in accounting, inventory, payroll, accounts receivables, and 
purcha$ng. A number of NGOs hired computer programmers and accountants to design 
systems that met the financial requirements of general accounting principles as well as the 
project requirements. These systems could be compared and then combined into one 
system that utilizes the best of each individual program. 

2. PROSAMI has dcvclopcd n good systeni of accoi~nting and purchasing policics and 
procedures that could serve as a guide for other cooperative agencies managing NCiOs. 

3.  Many of the NGOs working with PROSAMI have highly sophisticated and creative ways 
of generating funds that help to pay tlie administrative costs of other programs that need 
subsidies. They are good examples of how to set up small business enterprises, small 
factories, training programs, consulting assistance, agriculture ventures, and similar 
enterprises. Almost all of tlie successful NGOs in this endeavor have only recently started 
enterprises that can generate a surplus suflicient enough to subsidize other programs, such 
as rural primary care. 

4. Two of thc NGOs havc dcvclopcd a very gmd systctii for monitoring ca..h collecting rrotli 
pt ient  charges. It is always a challenge to establish a system that can account for all 
money charged for services for any rural health program of wide geographic distribution, 
and these systems should be applied to other health care promoter programs. 

5 .  Many of the NQOs have very influential and professional Boards of Directors. They 
opcratc in a very sophisticated manner. and could bc models for other NGOs. 
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LIST OF NGOs IN THE PROSAMI NETWORK 

ADEMUSA Asociaci6n de Mujeres Salvadoreiias 
Sra. Marina P d a  
Secretaria General 
Calle Los Almendros 115 
Colonia E l  Rosa1 Sur 
San Salvador 
Tel: 24- 1045 

ADIIU 

AMCS 

AMS 

ASADEH 

Asociacidn para el Desarrollo IIumano 
Lit. Ilumherto Rivera 
Director Ejecutivo 
12a. Calle Poniente A 2632 
Col. El Rosa1 
San Salvrdor, El Salvador 
Tcl: 23-0726 

Asociaci6n AGAPE de El Salvador 
Ing. RamiSn Albedo V q a  
IHrcctor Ejccutivo 
Km. 63, Carretern a Sonsonate 
Somonate, El Salvador 
Tel: 51 -2667lI4M 
Fax: 51-1234 

Asociaci6n de Mujeres Campesinas Salvadorefias 
Sra. Adcla Impz  MoranlDirectom FJecutivs 
Avc. Vmncisco McnCndez Sw,  Pjc. Cmcord la  11-2 
Ahurrchapan, El Salvador 
Tel: 434537 
Fax: 43-0537 

Asociacih para la Autodeterminacidn y Desarrollo de Mujeres 
Salvadorefias. 

Sm. Yanim Argueta 
Rmidcnta 
Cd. CentrcwmMca 
Callc Cuntemrh, Pjc. 9 11 10 
San Salvador 
Tcl: 25-2452 

Asociaci6n Salvadoreiia para el Desarrollo Humano 
Lie. Modesto A. Rehollo/Mrector Ejecutivo 
Reparlo Miralvalle, Ave. Amsterdam, Pje. Bcrna 1475 
San Salv~dor, El Salvador 
Tel: 74-0171 



ASAPROSAR 

ASEI 

ASIPES 

ASPS 

CALMA 

Asociaci6n Salvadoreiia para el I)esirrollo Integral 
1,ic. Rosa E~~rcliaclr, de Il4rruadcd 
1)ir~xtura Ejwutivu 
23u. Ave. Nlc. Pjc. SUN timesto 1 1314 
Son Salvador, E l  Sulvndor 
Tcl: 266524 

Asociacidn Salvadorefia Pro-Salud Rural 
Dm. Eduvigm Gum~an de Luuv 
Directom Ejecutiva 
Km. 62 112 Curretem Panamericu~w 
Col. E l  Mom 
Saata Ana, E l  Salvador 
l'el: 40-7216141-0646 
Fax: 40-7216 

Asociaci6n Salvadoreiia de Extensionistas Enrpresariales Egresados del 
MCAE 

Ing. Ricardo A. Sqovin 
Frcsideute 
Coudon~inio Iluw Momtwrey # 302 
IlU. h ~ O l U l ~ ,  Ul*. 1.0 & ~ C ! I V U ~  

Saa Salvador 
Tel y Fax: 26-W 19 

Asociacion Salvadoreila de Investigation y Promotion Eco~lonrica y 
Social 

Llc. Luis Armando Mejfa 
Mrector dc koyrnmas 
27 Cullc IBdeatc  # 1233 
Colo11iu I.uyc.0 
Suu SulvurkK 
Td: 254753 

Asociaci&n Salvadoreiia Promotora de Salud 
Dr. Migud A. OrellPlrPlDiredor Ejccutlvo 
Urbrraizacion Buenos A i m  14 
San Salvador, E l  Salvador 
Tel: 261341 UsulutPn: 62 0655 

Centro de Apoyo de Lactancia Materna 
Llc. J d a  de CurcinIDkrctora Fjesutiva 
CmUe Aconcagua YS 
Colonia Mlramonte 
San Wvador, E l  Snlvador 
Td: 26-8389 



Cam* & Integraci6n y Reconstr~~ccih El Salvador 
Uc. Eileen Rosin 
D l m t o r a  EJecutiva 
41. Ave. Sur y 1211 C. Re. A 2137 
Cdon la  Flor Rlanca 
Sa Salvador, E l  Salvador 
Td: 22-433414630 
Fax: 7 I -0924 

Coodindora  para el Desarrollo de las Gmmanidades del 
Cacabdque 

Sr. Canddario Arguda Romem 
ErPrgado  de h y c c t o  
lhrrio El Centro 
Gmhqjiagua, M o r a d n  
Td: 65-9147 

CODECOSTA C<nudiradora Coniunidades y Cooperativas para el Desarrollo Integral 
de la Coda 

Sr. Antonio Rodriguez G. 
Director Ejccutivo 
Calk Tn lnm~nm 1 2908 
Cd. Minrmonte 
Sari Salvador 
Td: 26407016328 
Fax: 26-9834 

Con* para el Desarrollo Comunal de Vsdutan 
Sr. lsidro Jalmc TrcJo C a m p  
FIKP~~~R~O dc Pmyccto 
-6 Csllc Ote. I 26 
Usalut in 
Td: 62-0530 

Cdonla  Sa~Cllte 
cane Com(ltuciC 
h j c  CamtelaciiSn No. 5 4  
Td: 74-0370 

C00tdblLK:i6n para el Desarrollo Comuad & la Unidn 
Sr. Rcynaldo Abdias Fucntes 
IPrcddente 
Antigua Ruta Milltar 
M e  A Cementdo Rorrio El Calvark  
SIllta Rosa de Lime, La Uni6n. 
Td: 64-2436 

COMUS Comanidades Unrdas de Usulutan 
Sr. Israel Gondles Ramos 

L C d i n a c l o r  Geneml 
!%a Franctwo ~avie;(Fre@e a ANTELL U d d n  
Td: 63-8 12 1 (ANTEL) 



CONAMUS 

COSDECSAM 

FASTRAS 

FUMA 

FUNDAC 

Coordinadoru Nucio~lal de la Mujcr Sulvadorciiu 
Snr. lsubel Hun~irez 
Director Ejwuliva 
Pje. Ltls Yuln~enrs 1130 
Urbanizuci6n Florida, Metrwentro 
San Salvador, El Sulvudor 
Tel: 2 6 - 2 0  

Comite de Solaridad para el Desarrollo de las Comunidades 
Sr. J w n  Mnnucl Argudv Hol~iero 
Wrfctor Ejccutivo 
Barrio El Ceatro Contiyuo m lylevla Cvtblicn 
Muliicipio de Viiln El H w r i o  USUI.UrI'AN 

0, 

Auyusto A. Ro~aen, brr los 
Apdo. Pustul No. 340 
Saa Miyuel E l  Salvador 

Diocesis de Z;lcutccoluca 
Dr. Lwnd  A. Azucerur 
Dirrvtur uc~ut ivo  
In. C. me. #3 
k t e c o l u c ~ ,  E l  Sulvador 
Td: 34-0081 

Fundacidn para la Autogesti6n y Solidaridad de 10s Trabaadores 
Lic. Ronliso Pmlolrares 
Director Ejecutivo 
Urb. Bueliobl Aires 
Ave. Alvurudu # 28, Pol. "A" 
Slrn Sulvador 
Tel: 25-80081Fnx: 26-7 152 

Fundacik Maquilishuat 
Sro. Marlba Elenv RauQ 
DIroctom EJeculivm 
Cdle Ssa Salvmdor #366 
Cd. CentroamCrica 
San Salvador, E l  Snlvador 
Tel: 262 194 

Fundaci6n Cuscatlan "Manuel Franco" 
Sr. Godotredo VPsquv~ 
Director Ejecutivo ea Funclones 
25 Av. Nurte y 27 Calle Pte, Ediflcio P-u~ier lcaao I.ocnl #2O2 
San Snlvador, El Srrlvndor 
Tel: 26-7622 



FUNIIEMUN Fandnci6n Salvadorerla para el Desarrollo de la Mujer 
Lir. Sam dcl Cnrmcn Vcntwa 
1)ircrtnrm Ejccutlva 
.Inrdinm de Scrrnmonics rY 2 
Av. Bcrnal, Scnda # I ,  Casa #I8 
San Snlvadore, E l  Snlvador 
l'cl: 741800 
Fax: 741800 

FUNDEPRENS Fundacih de Enseiianza de El Salvador 
Srm. 1,sura Sofla Hernrlndez de A g u i r n  
1)irectora Ejecutiva 
Condominlo San Mar t ln  D-I,2da. Planta 
6a. Av. Sur y 68. Calle Re, Nueva San Salvador 
Tek28-6452 

KNAPP 

OEF 

Avcnidr Roscndo Vdsquez No. 9 
Barrio h l o r e s  
Chinamem 
San Miguel 

FUNDESO Fi~ndacidn de Desarrollo Social 
Lic. Lindaura de CealDirectora Ejecutiva 
Cnlle C~tscatlan Ote. y Fjc.2 
Aniigso Cuscatlan 
San Salvador, E l  Salvador 
Tel: 23-5599124- 1887 

Iniciativa para el Desarrollo Alternative 
Sr. 1,mndro Uzquiano 
Mrcctor 
Calle Managan No. I 2  
Colonin Ccntrnnmcrlcn 
Snn Snlvador 
'fcl: 26-1 1 19 
Fax: 26-2027 

Fundscih Knapp 
Ik. Snntingo Orcllana Amndorl IHrcctor E j ec~~ t i vo  
27a Ave. Nte. 1 1149 
San Salvador, El Salvador 
Tei: 25-638719(119 

Asoeiad6n para la Organi7xi6n y la Educaci6n Empresarial Femenina 
Licda. Mnorah de S4nchtz 
Mrcctora Ejecutiva 
25 Avenida Sur y Calle Central 1 1407 
Col. Cucumacayan 
San Salvador, F,I Salvador 
Tel. 21-0957 San Vicente: Tel 33-01 12 
Fax. 24-57 33-0257 



OPRODE 

ORMUSA 

Organizacih Profesiorlal de Desarrollo 
Dm, Ccciliv Mcleadcdl)ircrtorr1 k;jc~ulivu 
Pje. Cl~lrpurmstique #4S 
Col. M i~v~r lo~ i te  
I :  26-6927 
Fax: 263960 

Organizaci6n de Mujeres Salvadorcilas 
Sw. Jcur~elle Uryuillu 
Coordilludoru Garcrul 
Urburriwi611 Uriversiluriu 
Fiuul Cnlle 1.u W w s  # 29 
San Salvtrdor 
Tel: 25-9469 

PADECOMSM Patronato para el Desarrollo de las Con~u~~idades de Morazun y Sau 
Miguel 

SN. Mu rh  Ar~gdllca Argucl~ 
Direcloru Ejcrutivu 
Final 39 Av. Nortc 
IDusyje Maya # 4 Coloniv I.ihertud 
Sua Sulvudor, El Sulvudor 
Tcl: 264492 
Tel y Fax: 616081 (Oflcina de San Migucl) 

PROCADES Asociaci6n Salvadoreiia de Pronioci6n, Capacitacidn y 1)csarrollo 
Licdu. Cluudiu Cuccrcs 
Directoru Ejcculivu 
I lu. Cullc Iso~riwlc # 4OJOcol. Ex.ol611 
Sur~ Salvudor; El Sulvudur 
Tcl: 23-7875 
Fax: 24050Y Bodcya dc PKWAUES: 2541311 

PROGRESO Promogestora de Repoblaciones Solidarias 
Sm. Luz de Rosario Colocbo 
Semtruio/ Rcsideate 
Barrio La CNZ # 72 
Calle Principal 
Suchitdo, CuscatUn 
Td y Fax: 35-1037 
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LIST OF TABLES, CHARTS AND GRAPHS IN TEXT 

TABLES 

'l'ahle I .  
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'T'ahle 3. 
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'I'ahle 32. 
'I'ahlc 33. 

NGOs Visited hy Evaluation Team Members 
Persons Surveyed and Completion of Survey lnstrunients 
Selected NGOs and some Characteristics 
Classification of NGOs 
Causes of Child Mortality en El Salvador 
PROSAMI Output Goals and Achievements 
PROSAMI Support of NGOs: Inputs Rccognized hy NO0 Executive Directors 
Ilcgree of Support NGOs Reccivcd rrom I'ROSAMI 
Degrce to which PROSAMI 'Training Activities Facilitated NGO Efforts 
'I'licmcs of PROSAMI Newsletter: "Maternal llealth and Child Survival" 
nene f i  ts of PROS AM1 lndicatcd hy NGO Executive Directors 
Number of IIealth Care Staff Members of the 35 NGOs of the PROSAMI 

Matert~al Ilealth and Child Survival Service Network 
PROSAMI NGOs and Population Covered 
Access to Maternal llealth and Child Survival Services 
Coniparativc Infant and Child Mortality Rates 
National Coverages of Cantones by llealth Promoters 
Covcrage of tlic Control of Dinrrhcal 1)iscases and Ilehydmtion 
cover& of the Control of Acute Respiratory lnfections/Pneumonia 
Coverage of Maternal and Rreproductive Health by Promoters 
Coverage of Neonatal and Perinatal Health 
Immuni;r,?tion Coverage 
Coverage of Growth Monitoring. Development and Nutrition (GMD) 
Covcragc of Comtntlnity Organimtion and Pnrticipation 
'I'otnl Cost Comparison and Cost per Attention: MOW PROSAMI, and FUSAI,. 
I993 
Cost pcr Population, Promoter, and I'ronioter Visits 
PROSAMI Field and llome Office Expenses: Cost and Trend Analysis 
I lyp~tlictical M d e l  NGO 
Counterpart Fund Distribution 
Cost and Efficiency Comparison by Year of Field Implementation by NGO 
Funding Round, 1994 
Mortality Rates, FESAL-93 and PROSAMI-94, El Salvador, 1994 
Causes of Child Mortality in El Salvador: Comparison of FESAL-93 and 

PROSAMI-94 
Averaged Results from NGO and MSCl Raters of Sustainability Study 
Responses to Sustainability Study 



CHARTS 

r c  A. l'ypical Large NGO in I'KOSAMI I'rojcct 
I:igure B. Typical Small NGO in 1)KOSAMI Project 

GRAPHS 
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(iraph 3. 
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1994 Trend Analysis; Lhrhea l  Disease: l'ercent of Cases with Ilehycll-alion, by 
Quarter of Field Implementalion and by PVO Funding Round. 
1994 Trend Analysis; Respiratory Infections: Percent of Cases with Acute 
Pneun~onidRespirutory Infection, by Quarter of 1;icld Implementation by PVO 
Funding Round. 
PROSAMI: Irwcasr: in I'rcnnlul Carc Covcrnyc; llaselinc/lO94. 
1994 Trend Analysis; Matcraul I lcallh: I'rcnatal Carc Covcrayc by Scmcshx ol' 
1:ield I~i~plcmcntalio~~, by I JVO 1:unding I<ound. 
1994 Trend Analysis; Newburn Coverage (4 Visits/Newborn): Percent of CLISCS 
with Dehydration, by Quartcr of 1:ielJ In~plen~enlution and by I'VO 1:undiny 
Round. 
PROSAMI: Increases in LWT3 Coverage, Cl~ildrcn undcr 1 Year of Agc in 
Geographic Areas Altendcd by First and SCCOII~ Round I'VOs and the MOII. 
1994 Trend Analysis; Growth and Development Growth Monitoring Covcrayc, 
Cliildrcn 0-5, by Scn~estcr ol' 1:icld Implc~ne~llal io~~ and by I'VO Fuiilli~~g 
Round. 
I'KOSAMI: Percent of Children under 5 with Scvcrc or Moderate Malnulrilion 
( d a g e )  in the PROSAMI Area Compared wilh Rural El Salvador Ovcrall. 
Baseline to 1994. 
1994 Trend Analysis; Health Education: Community Group Education Sessions 
per Health Promoter, by Semester of Field I~nplementation, by PVO Funding 
Round. 
Graph of NGO and PROSAMl Responses to Sustainability Study 
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Organizational Management Specialist 

Principle Documents Reviewed 

USAIDIEI Salvador Action Plan FY 1995-1996 
AlIYl,ACIP-618: El Salvador Project Paper, PVO, Maternal Ilealth, Child Survival. 

1994 
ANSAI,; lnfrastructura Del Sector Salud, Informe Tecnico, Enero, 1994 
Workshop On Sustainability and Self-sufficiency, The InterAmericas Group,1993 
Finance Manual, MSCI, PROSAMI. February, 1993 
Taller Sohre: Sistema de Logros, PROSAMI. Ahril, 1993 
Manual De Procedimientos Administrativos Y De Control, AMS Aguirre, Paredes y 

Asociados, Junio. 1993 
Manual De Operacion Del Sistem de Logros, PROSAMI, MSCI Junio de 1994 
Resumen Mensual De Calificacion De 36 ONG's. Julio, 1994, PROSAMI, 1994 
Clniclad De Capacitacion y Asesoria Tecnica: Reporte De Capacitaciones 

Desarrollades en 1993. PROSAMI, 1994 
Manual De Operacion Del Sistema De Activo Fijo. PROSAMI, MSCI. 1994 Manual De 
Operacion de Bodega, PROSAMI, MSCI, Febrero, 1993 
Guia I>e Operacion Del Sistema De Inventario-Certiflex, PROSAMI, MSCIIAID, 1992 
Manual De Operacion De Rcdega, PROSAMI, MSCII AID, Marcos Valdes, Febrero, 

I993 
" llv;duation of All1 Child Survival Progratn" , Child Survival In nolivia. AID 

'Technical Repwt No. 5. 1992 
Normas De Educacion Para La Salud, Ministerio de Salud Publica y Asistencia 

Social. San Salvador, 1993 
l a  Participacion Social En Los Sistemas Locales De Salud, Ministerio De Salud 

Puhlica Y Asistencia Social, Unidad De Educacion Para La Salud. Agosto, 1993 
Analisis del Sector Salud en El Salvador (ANSAL,), Final Report; USAID, 

OPSIOMS, Banco Mundial, I'lanco Interamericano de Desarrollo. Mayo, 1994 

Interviews and Meetings 

Non-Governmental Organizations 

Site Visits 
1. ASADEH; Asociacion Salvadorena Para El Desarrollo Humano, Second 

Round 

2. ASALDI; Asociacion Salvadorena Para El Desarrollo Integral, First 
Round 

3. FUMA; Rndacion ~a~ui l i shua t ;  S e c d  Round 



4. IDEA; Iniciativa Para El Desarrollu Alternaiivo, 'I'llird Kourld 

5. KNAPP; Fundacion KNAPP, Second Hound 

6. 0 .  E. F. ; Asociacion Para La Organization Y Education Eu~prcsarial 
Femeuina, First Roirnd 

7. PADECOMSM; Patronato Para El Desarrollo De Las Dc Co~nunidildes 
Dc: Morazan Y San Miguel, 'l'hird Round 

8. PROCADES; Asociacion Salvadorena De Promotion, Capacitacion Y 
Desarrollo, First Round 

Key informants of NGO's are listed below, however, numerous community volunteers, 
community health committee members, pron~otors,technical personnel, oftice 
administrator/accounta~~ts and technical coordinators t'roul the NGO's were visited but arc not 
included in this list. 

NGO Executive Directors, site visits: 
Lic. Denorah de Sanchez, O.E.F. 
Lic. Claudia Caceres, PROCADES 
laic. Carlos Adam Zamora, ASALDI 
L.ic. Modesto Rebollo, ASADD11 
Dr.  Sautiayo Orellana Annador, K N  Al'P 
Sra. Martha Elena Kauda, FUMA 
Sr. Leandro Uzquiano, IDEA 
Sra Anlerica Vaqueran, PADECOMSM 

PROSAMI NGO Evaluation Committee, Executive Directors: 
Lit. Sara del Carmen Venturi, FUNDEMUN 
Lic. Claudis Caceres, PROCADES 
Dra. AM Cecilia Meledez, OPRODE 
Lic. Dinorah de Sanchez, O.E.F. 
Lic. Luis Palma Lopez, OPRODE 

PROSAMI MSCI Principle Staff 

Dra Elizabeth Burleigh, Project Director 
Dr. Manuel Ikza, Technical Coordi~utor 
Lic. Jose Landaverd, Financial Manager 
Lic Rosa Maria Valiente, Business Oftice Manager 
Li . Flor de Maria Ramirez, Training Coordinator - 
Mr Lloyd Welter , Assistant Director 
Li . Rene Osorio, Mangt. Information Systems 
Sr Marcos Valdts, Warehouse Manager 



hlinistry of Public Health and Social Assistance 

Eduardo Interiano, Minister of Jlealth 
Rendones, Director General of 1Iealth 
Sonia de Melchor. Director. l lea l t l i  Education 
Gicela Cenela de Gnrrero,Co~ii~nunity Ilealtli Ilepartment 
Sotri;i Mairazitl de Maclloa, <'o~nl~iunily llca1th Ikpartllielll 
I'atricia de Quinteros Suh-Director Community I lea l t l i  Dept. 
Angela de larin, International Cooperation 
Monroy . Coordinator, NGO's in [Iealth 

tlr~itccl States Agency For Internatioaal Development, USAID El Salvador 

Ms.  I3rcnda Ihe ,  Director. IIPN 
M s .  Karen Freeman. Evaluation Officer 
MI-. Cris Edwards, Progratiiniing atid Planning Office 
D r .  Rat11 Tol ido, Acting Project Officer 
Ms.  Malperetn de Lohos, Project Officer 
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1)ocuments Reviewed 

ADS, CDC, MSPAS, MPCDES, DGEC, ISSS, USAID: FESAL-93, NATIONAL 
FAMILY IiEALTlI SURVEY. April 1994. 

AlDllACIP-618: EL SALVADOR PROJECT PAPER, PVO MATERNAL HEALTH, 
CII1L.D SURVIVAL. Project Number 519-0367. 1990. 

ANSAL: INFRAESTRUCTURA DEL SECTOR SAIND, INFORME TECNICO, 
Borrador Avanzado. Enero, 1994. 

ANSAI,: 1,A REFORMA 1)E SALAJD: 11AClA SIJ EQIIIDAI) Y EFICIENCIA. 
ANA1,lSIS 1X1, SECTOR SAI,llI> DE El, SA1,VADOR (ANSAI,). USAID. BM. 
O I W ~ M S ,  n m .  Mayo. 1994. 

Ayalcle, J: PERFIL EPIDEMIOLOGICO, EL SALVADOR. ANALISIS DEL SECTOR 
SALUD DE EL SALVADOR (ANSAL). USAID, BM, OPStOMS, BID. Mayo, 1994. 

Recerra, F: SITUACION MATERNO INFANTIL, EL SALVADOR. ANALISIS DEL 
SECTOR SALUD DE El. SALVADOR (ANSAL). tJSAID, BM, OPSIOMS, BID. 
Mayo. 1994. 

I ~ c T . ~ ,  JM: 1)ESCRIPCION 11131, COMPONEN'I'E INFECCIONILS RFSPIRATORIAS 
AGUDAS. TALLER DE UNIFICACION DE CRI'TERIOS, 1993. PROSAMI, Agosto 
tle 1993. 

Bossio, JC: EVALUATION OF ACTIVITIES TO CONTROL ACUTE RESPIRATORY 
DISEASES IN CIIILDREN UNDER FIVE YEARS OF AGE IN EL SALVADOR- 
PROSAMI. JSIIREACH, May-June, 1993. 

Gtdoy hlafios, JM: COMPONENTE CRECIMlENTO Y DESARROLLO. PROSAMI, 
1994. 

Gonzilez Portillo, R: COMPONENTE SALUD DEL RECIEN NACIDO. PROSAMI, 
Sat1 Salvador, Julio dc 1994. 

Koltdin, S: ANSAL: DEMANDA DE SERVICIOS DE SALUD, INFORME 
'I'ECNICO, Rorrador Avanaado. Enero, 1994. 

12. I,itlares, MA: DESCRIPCION DEL COMPONENTE EN2ERMEDAD DIARREICA 
AGUDA: ENFERMEDADES PARASITARIAS Y TERAPIA DE REHIDRATACION 
ORAL. PROSAMI, MSCI, San Salvador, Agosto de 1994. 



13. Martinez, E: ANSAL: RECURSOS 1lUMANOS EN SAIAIL), 1NI:OHMli 'I'IICNICO, 
Borrador Avanzado. Enero, 1994. 

I $ .  Morales Velado, MA: I)ESCltII'CION DEI , COMPONEN'I'E 1)L3 SAI,U L) 

HEPHODUC'TIVA. PROSAMI, San Salvador, 1994. 

15. Prieto, C, y Carrizosa, A: ANSAI.: SISTEMAS DE SERVlClOS DE SALUD, 
IN FORME 'I'ECN ICO, Borrador Avanzado. Enero, 1994. 

16. PROSAMI, RESUMEN MENSUAI, DE CAIdFICACIONES DE 36 ONG'S, JIlI,IO, 
1994. San Salvador, 20 de Agosto dt: 1994. 

17. I'ROSAMI, RESUMEN MENSUAL DE CALI1:ICACIONLS 1 X  36 ONG'S, ACX)S'l'O, 
1994. San Salvador, 20 de Sep~iembre de 1994. 

18. PROSAMI, UNIDAD DE CAPACITACION Y ASESOWIA '1'ECNICA: (1 1) 
MODULOS DIRIGIDOS A PROMO'I'OHES DB SALUI). 1993 y 1994. 

19. PROSAMI, UNIDAD DE CAPACi'l'ACION Y ASESOHIA 'I'ECNICA: KEPOH'I'E Dti 
CAPACITACIONES DESARROI.1 .ADAS EN 1993. Diciwbre dc 1993. 

20. Ramirez, FM : COMPONENTE: EN1;ERMEDADES I'KUVI~NIIILES CON 
VACUNAS. PROSAMI, San Salvadur, 30 de Abril de 19%. 

2 1. USAIDIEL SALVADOR ACTION PLAN, FY 1995- 1996. 

22. USAIDJEL SALVADOR PROJECT PAPER, PVO MA'TERNAL IIEALTI I/CI I ILL> 
SURVIVAL. AIDILACJP-618, Project Number: 519-0367. 

Interviews and Meetings 

I .  Dr. Eli-ubeth Burleigh, PROSAMI Projcct Dircclor 
2. USAIDIEl Salvador: 

Ms. Brenda Doe, UPN Director 
Ms. Karen Frwman, Evaluation Officer 
Ms. Ana Cristina Mejia, Project Backstop in Projcct Office 
Mr. Chris Edwards, Programming and Planning Oftice 
Dr. Raul Toledo, Interim Project Officer 

3. PVO technical staff training session. 
4. PROSAMI~Technical Staff, orientation to ttxhnical activities: 

Dr. Manuel Fkza, Technical Coordiniator 
Dr. Miguel Angel Linares - 
Dr. Anibal Quijano 
Lic. Miriam Bernal 

5. Lic. For de Maria Je Ramirez, PROSAMI Training Coordinator 



6. PROSAMI Technical Staff, presentation of seven technical components, followed by 
discussions with individuals at various times: 

Dr. Manuel Beza, Technical Coordinator 
Dr. Miguel Angel Linares 
Dr. Anibal Quijano 
Lic. Miriam Bernal 
Dra. Marina Silva 
Dr. Ricardo Gonzales 
Dr. Manuel Godoy 
Dr. Mario Morales 

7. PROSAMI PVO Evaluation Committee: 
Lic. Sara del Carmen Ventura, Executive Director of FUNDEMUN 
Lic. Claudia Ciceres, Executive Director of PROCADES 
Dra. Ana Cecilia MelCndez, Executive Director of OPRODE 
Luis, OPRODE 
Enma, OEF 

8. Site visit to ASALDI, and the community of San Isidro Lempa. 
9. Meeting of 25 Technical Coordinators of PVOs. 
10. Ministry of Public Health and Social Assistance (MOH): 

Dr. Eduardo Interiano, Minister of Health 
Dr. Rendones, Director General of Health 
Ms. Brenda Doe, USAIDfEl Salvador, Director of HPN 
Dr. Elizabeth Burleigh, PROSAMI Project Director 
Evaluation Team 

11. Site visit to PROCADES, and the community of Las Delicias. 
12. Site visit to FUNDESO, and the community of Quebracho. 
13. Ministry of Public Health and Social Assistance (MOH): 

Dra. Delmi Zelaya de Hernindez, Chief, Division of Preventive 
Medicine 

Dra. Evangelina de Ventura, Medical Supervisor 
Dra. Sonia de Melchor, Director, Health Education Department 
Lic. Gicela Cente de Gamero, Community Health Department 
Dr. Gustavo Dominguez Grimaldi, Director, Reproductive Health Dept. 
Dr. Alfonso Alvarez, Reproductive Health Department 

14. Meeting with 25 Executive Directors of PVOs. 
15. Site visit to ASAPROSAR in Santa Ana, and the community of El Jicaro. 
16. Site visit to CONAMUS in Nueva Concepci6n, and the communities of El Bado and El 

Sitio de ias Flores. 
17. Site visit to FUNDEPRENS in Chinameca, and the community of Cruz Primera. 
18. Site visit to FUNDEMUN in Usuludn, and the community of El Cerrito. 
19. PROSAMI PVO Evaluation Committee: 

Lic. Sara del Carmen Ventura, Executive Director of FUNDEMUN 
Lic. Claudia CAceres, Executive Director of PROCADES 
Dra. Ana Cecilia Meltndei, Exgcutive Director of OPRODE 
Lic. Luis Palma Lopez, OPRODE 
Lic. Dinorah de Sanchez, OEF 



ANNEX C-3. 

Health Finances 
Specialist 



I 
I ' ANNEX D. 

I 
f INSTRUMENTS 



I 

I 

ANNEX D-1. 

I 
I Instruments Used 
I by the Organizational 
[: Management 
I ' Specialist 



ORGANIZATIONAL MANAGEMENT SPECIALIST 
~ e w i s  Thorton 

questionnaire Guidelines 
for interviews with staff from: 

PROSAMI 
PVO ' 8 

Communities 

I. THODOLOGY FOR I N m *  
Key informants from each institution interviewed will be 
selected in consultation with staff of PROSAMI, with 
confirmation from PVO's. This questionnaire to be used as 
a guideline in interviews, however, interviewees will be 
given time to raise issues and provide information not 
contemplated in this questionnaire. 

11. - 
A. PROSAMI 
Divisional Directors: Project Director, Technical 
Coordinator, Training Specialist, Finance Manager -- pre- 
campo meeting, first group, four hours; Project Deputy 
Director, MIS Manager, Commodities Advisor, Warehouse 
Manager, Business office Manager. Second group, four hours 
pre-campo. First meeting focuses upon divisional 
functions, planning and budgeting systems to determine how 
information is moved around the organization and how 
decisions are made. We wish to identify the characteristic 
features of the policy-making and problem solving process. 
Hard copy systems; reports and computer printouts will be 
compared with other systems; meetings, routines, and 
networks. 

Post-campo meetings with the same individuals in the two 
groups will be used to validate information and 
impressions, and to dig deeper. We wish to learn whether 
some PVO's and technologies have a special vocation for 
inducing learning, attitude change and institutional 
reform. 

B. PROSAMI Questions: 
1. Explain your divisional functions. 
2. Explain the overall planning process in your 

division, frequency of reporting (monthly, 
quarterly, annually, etc.) and how this is 
communicated down the line and back-up the line. 
Explain targets. What is your most important 
submission. 

df ~ekhodology of mid-term evaluation includes key informant 
interviews, primary source document - review, site visits to 
PVO's and communities. 



Explain the overall financial control system and 
accounting for your division. Most important and 
significant submission. When variances occur how 
are they corrected? 
Do operational plane identify steps; are milestones 
concrete and mensurable? Show these on your Plan 
Anual, Plan Operative, Plan Trimestral. 
A planning system must be very detailed and 
pragmatic - very carefully done, Rate yours on a 
scale of 1 to 5 (5 = excellent). 
The MIS reports on a number of key indicators of 
divisional, PVO, and community performance. Does 
management flag discrepancies to take prompt 
action? How often? What action is taken and how? 
Where is this noted? (Which report). Is this 
discussed in meetings or only in charts and tables? 
Explain. 
Divisional performance reviews are carried out 
when? Frequency? Where do operational plans go 
once completed? On the less qualitative side of 
systems, explain how you keep the division on 
track, i.e., ability to stay on plans. 
Are plane and peer reviews carried out in front of 
all division heads? How are division heads graded 
by top management? How is poor performance graded? 
Do divisional heads get out into the field? Show 
me schedules. 
Is everyone being trained at the divisional level 
in PROSAMI? Budget for this? What is training 
criteria for divisional staff, including heads of 
divisions. Is there a personal career path 
developed for each employee? Show this. 

Board of Directors 
Executive Director 
Administrator and/or Accountant 
Technical Coordinator 
Supervisor Promotor 
Promotor 

ve ~ t o r e / A d m i n i s t r a t Q r L A n c o u n t a n ~  
Give me a brief profile of your PVO, including 
structural characteristics. 
Explain the planning process and number of plans 
(annual, operational, quarterly, etc.). Walk 
through the total process showing stepe, forms, 
meetings, and communication process down the line 
and back up. Who do .you send reports to in 
PROSAMI . - 



b) ~xplain MIS reports and process. Who, in the 
organization works directly with this report, 
filling out the forms, gathering information, 
identifying discrepancies, and taking prompt 
action. 

c) Explain the financial control system. Who is 
directly responsible in your PVO for complying with 
financial control. 

d) Discuss human resource strengths and weaknesses and 
how training is, or is not, helping. Explain staff 
training and discuss evaluation reports of this 
training. 

e) Discuss project problems and what you are doing to 
overcome these problems. 

f) What services are you providing the communities, 
especially those services related to strengthening 
community ability to help sustain projects in these 
communit ies. 

g) What is your professional formal training including 
university. What specific training have you 
received during the PROSAMI project. 

2. T e c w  1 coordinator/Su~ervisor/Promot~ 
Coordinator and Su~erviaor 
a) Discuss your work schedules and calendar of visits 

to communities. 
b) Explain forms and questionnaires you fill out after 

each visit. 
c) What is your individual professional background and 

training. 
d) List the basic and specific training you have been 

given during your PROSAMI tenure. 
e) What routine meetings do you attend before or after 

community visits. What is a typical agenda and 
what subjects are covered in these meetings. 

Promotora 
f) Describe your community; i.e., number of families, 

number of families, number of persons per family, 
absenteeimm in the family, principal illnesses 
usually encountered, mortality, morbidity, economic 
level (minimum wage received), father's occupation, 
mother's occupation, number of chilldren working, 
is the family-able to save. 

g) What possibilities do you see for a typical family 
beginning to pay for health treatment and medicines 
in the near or distant future in either money or 
kind? 

h) Describe the three most important benefits to the 
communities you see from the PROSAMI maternal 
health and child survival project. Elaborate on 
these. - 



Describe the three most critical problems the 
communities confront with the PROSAMI project. 
Elaborate. 
Explain your understanding of the concept of 
sustainability. 
Relate this concept to the communities possibility 
of helping to sustain the services now provided by 
the PROSAMI project. 

s: H e m  C o e e e  gnd b e c t o r h  
Describe the health problems that presently exist 
in your community. The health problems of women 
and young children. 
How long has your community participated in the 
PROSAMI project. Describe your community; number 
of families, number of houses, work the men do, and 
work the women do. 
What is the PROSAMI project? Describe its 
activities. What is its objective? Who visits 
your community and how many times per month do they 
come? What do they do when they are in your 
community? Do they visit each house or is there a 
community building available? Do doctors come? Do 
they talk with everyone waiting who has medical 
problems? Can anyone talk to the promotor or 
doctor about any medical problem they have? If 
not, what medical problems do they talk about? 
Are there always enough medicines available when 
the technical supervisors come. Do you have to buy 
medicines yourself? Are they expensive? Where do 
you buy them? 
List the three most important benefits of the 
PROSAMI project. 
List three problems with the PROSAMI project you 
think could be corrected to help make the project 
more effective for your community. 
What would you do for medical assistance for your 
wives and children if the PROSAMI project was 
unable to continue? 
If you could get better services, more visits, and 
havo most medicines available, would you be willing 
to pay a fixed monthly amount of money for better 
services? 

(Second Draft) 
ELBAS 
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1.1 t Cdmo ha apoyado PROSAMI a su ONG ? 

1.2 Califlca su impresidn del apoyo de PROSAMI pnra su ONC en una escah de 1 a 
10: 

1 2 3 4 5 6 7 8 9 1 0  
lnrlt il bcelent elacedado 

1.3 t Cdmo les ha ayuclndo FROSAMI para responder a 10s prol~lemru de snlod en 
las comunidndes ? 

1.4 t Qrd le gusta del proyecto PROSAMI ? 

1 .S Califica su tmpresidn de Ins cnpacitaciones de PROSAhll pnra SII ONG en una 
escalr de 1 a 10: 

1 2 3 4 5 6 7 8 9 1 0  
Inif t lles Excelentes/acertados 

- 
1.7 t Algrln eomentario ? (Responder al dorso) 



2.1 i Curiles sort las occcsidirdcs tlc sill~rtl dc su ptrl)li~cici~r ? 

2.3 Calific;~ st1 ia~presitit~ clc 1;1 rcsp~csh clc su ON(; y los scrvicios prcslatlos u Iir 

coeiutiidad y el yrirclu qrrc sitlisri~ct lirs acccsitl;rtlcs dc sirlud (crr uaa cscula dc 1 a 
LO): 

1 2 3 4 5 6 7 8 9 1 0  
I~irililes Uxcclc~lt es/accrtados 



2 .  i, Ccia~o cot~tril)r~yc 11s4ctl p : m  sscgrlrnr 1i1 c:tlitlucl tlcl scrvicio ? 
; C h l o  sahe r~stctl si los p r o ~ ~ ~ o l o ~ ~ s  y I:IS pnrlcrns cst511 tlando scrvicios 
apropinclos ? (I)cscripcici~l rlc 1;1 supcrvisih) 

2.11 2 C':tlilic:t sn inrltrcsih~ tlcl illtoyo tlc I'ROSAhlI p:wa srl ON<: crt as;\ cscsla cle t a 
10: 

1 2 3 4 5 6 7 8 9 1 0  
l~~illil Excclc~~tc/nccrtarlo 



-- 

I3NTHISVISI'AIX)R No~l~l)rc: 

Fcclrn: t Nro.: 

Cargo: 

3.1 ;,()uC lipo clc scrvicios Ic 1)rcs1:111 n Ias cot~ir~nitlntles clr st1 proyccto? 

3.4 ; A cr1511tas ca~)ncitn~iol~cs dc I'ROSAMI 11x1 asistido Ud. ? 

3.5 ~,CAIII~  ha11 co~~tril)rlirlo I:a crrpacilacioncs dc I'ROSAMI para que Ud. cun~yla 
colt srls rcs~)o11sal~ilicl.7dcs conlo Sr~pcrvisor t h i c o ?  

3 .  ;,Ctin~o calificarfa so i111prcsi6n (cs rlna cscala de I a LO) solwe la contril~uciri~i de 
I:rs cal~ncitnciot~cs rlc I'ltOSAhll p r a  t1csarroll:rr su (ral~qjo : 

1 2 3 4 5 6 7 8 9 1 0  
111lilii Excclcnle/acertado 



3.8 tCada cnslnto lierrlpo lo uco~irprriia el Coortli~rador ;I Ii~s visitas tle c;ar~po'! 

3.9 iC61~0 co~rlribuye ustetl puru asegirrur Iv culidutl tlel servicio? 
~ C & U ~ O  sabe usted si los pror~roiorcs y las prtelqils c s t h  tlu~rtlo servicios 
apropiadus? (i)cscripcih tlc la su~wvisiriu) 

3.10 ~Cuhl  Ira sido su lwts gruridc exito o logro? 

3.13 ~C6a1o calificaria srt iluprcsiha (ear arsu escalir tle 1 ;t 10) el upoyo tle L'HOSAkII 
para su ONG?: 

1 2 3 4 5 6 7 8 9 1 0  
lutitil IZxcele~rlc/acertatI~ 





. .. I I C I I I ~ O  CII cargo: 

4.01 L A  cr1611hs cnl):rcit:rciol~cs tlc IDIWSAhll Iln asistitlo Url., i~~clrlyenclo el Crrrso 
1l:isico clc l*ro~~rotorcs? 

J.O2 i,C161iio cnlificnria SII intlwcsi611 accrca clc qrlc si 1:ls capncitaciones de PROSAM1 
Ic l m r  ayticlatlo a rc:rlix:w s u  (rnhajo (ce rlna cscnla dc 1 a 10) ? 

1 2 3 4 5 f i 7 8 9 1 0  
I~i~il i l  1Cxr.c*lc11lcl:rccrt:~tIo 



SAI  AJD lt1l:l'I\Oll~J~1.IVA/~lA'1.1(:ItNA 
L A 

4.09 ;,Cwilcs son I;IS C~IIS:IS par IiM cr~irlcs (Id. tlel~c rcfwir :I lllin 11111jcr cl~~l);lrazntl;~? 

4-12  iC116lcs so11 Ii~s C;IIIS:IS. por Ii~s c~ralcs IJtl. tlcl~c rcfcrir a I I I I ~  11111jcr en cl post 
p:\rlo'! 



4.17 ;Ci~dl cs el cstlocliia dc vucrr11itci611 tlc la lur~jcr cli cilird I'Cr1il1! 

4.22 i Cual es cl ayoyo quc recibclr por 1~;rrtc dc lit co~~iulritlid clr su lrubajo dc salud'l 



1)csctil)ir los RIENSAJISS l?I)UCA'I'IVOS para Ins siguicnles con~pone~rtes tCcnicos (cs . 
clccir, ;,qrlC clcl)c~r s:d)cr Ins 111:1tlrcs acerca de ... ?): 

4.0 1 I R A  (Sigtlos clc pcligro, tr:~( anr ic~~to  cascro) 

4.04 C o l ~ t r o l  tlc Creciluic~lto y l)csarrollo/Nutrici61r: 

4.06 Snlr~tl IPcrirtatal/Nco~ra(R1 (Rccien Nacido): 

4.07 ~ C A I I I ~  cnliflcnria st1 in1prcsi61r sobre el npoyo clue PROSAMI le da a su ONG 
(CII win cscala dc 1 a 10: 

t 2 3 4 5 7 9 1 0 -  
l~~rilil r"sxcelc~rte/acertado 



R O S A M I  M ' r E I A R E A  'I'ITCNI r 
CUCSTIONARIO 5. PARI'KRAS 

ENTREVISTADO 

- 
I*rofcsih: I 'I'ica~po CII cargo: 

-- 

5.01 i,Ciit~~o Ic ha ayrd:rtlo I'ROSAMI y la ONC: a n~cjorar la s;llrltl cn s t ~  camr~nitlatl? 

5.02 (':llifics s r ~  in~prcsiAn clc I:\ rcspr~cstn tlc I:r ON(; y los scrvicios prcstatlas a In 
ca~~~r~niclacl y cl gr:lclo ilrtc snlisfacc las I I C C C S ~ ~ ; ~ ~ C S  Oc sa111d (CII 1111n cscala dc 1 a 
10): 

1 2 3 4 5 6 7 8 9 1 0  
ll~tililcs Il:xcclc~~lcs/ncc~~tatIos 

5.04 i,A cr~fintas cqmilacioncs tlc FROSAMI (y el I\lSIDAS) asisti6 Ucl.? 

5.05 ;Ciilno lo Ira ny11rl;ltlo camplir sus rcspa~~sil)ilitlntlcs las cnpacilacianes de 
PROSAIW (y cl hlSIDAS)? 

5.06 Califica sa inrpresirill tlc canlo Ias capacil:~cia~~cs tlc IDROSAhll lc 11n aytldado a 
realiznr s11 1ral)qjo ( e r r~~na  cscnln de 1 a 10): 





6.01 ~ C c i m o  le h a  ayoclada PROSAMI y l a  ONG a nrejorar l a  salud err sn carnunidad? 

6.02 Califica sir impresicin de la  respuesta de l a  ONG y las servicios prestados a l a  
conrrmidad y el gracla que satisface las necesidacles cle salud (en m a  escala de 1 a 
10): 

1 2 3 4 5 6 7 8 9 1 0  
lnilt i les Excelentcslacertaclos 

6.04 ;CAlno se con fo r~nd  e l  ConritC de Salud? 

6.06 ;A c ~ d n t o s  capacitacloncs cle PROSAMI, l a  ONG y el promotor ha asistido Ud.? 



6.08 Califlca su iaqmsitja de corrio las capacitaciorws de I'HOSAI\.lI, la ONG y el 
pro~rwtor Ic Ira uyutlrrdo a reirlimr su trablrjo (ell wra cscalu de 1 a LO): 

I)ESCRIBII(. LOS MENSAJES clue su debe dnr en cu;u~to a los siguierrtes corrryorrcntes: 

r .: 

6.10 EDA 





- - 

7.01 ~CIIAICS son los scrvicios c p  prcsla In  ONC y c l  ~) ro t~ro tor  ca st1 coniunitlad? 

7.03 i,CAnio calificaria sa i~iiprcsicia (en w a  cscala (Ic 1 a 10) accrca de los servicios 
t p e  c l  Promotor tle Snluel lc ha prcstatlo?: 

1 2 3 4 5 6 7 8 9 1 0  
I ~ i r i t i l  Kxcclc~~te/acert ado 

7.04 i,Segi~irri rlsaedo los scrvicios cn el fu two,  o I)uscar;i l a  a l c n c i h  tle otros servicios 
rlc salr~t l  ? 

7.05 iC6m0 PROSAM1 y l a  ONG a ay~lclatlo a 111cjorar l a  sal11c1 cn  srt co~nanielnd? 

7.06 ~CAIIIO califiraria su i111l)rcsiAn (cn rmn escala clc 1 a 10) sobre los servicios 
prcstados a In comanitlatl y c l  gratlo ell ~I IC l1a11 satisfcclw sus necesicladcs 
l~asicas dc salwl?: 

1 2 3 4 5 6 7 8 9 n )  
lnfi l i lcs I~xcclc~iles/acert arlos 



7.15 Si lucra ncccsiwio, j c~ t i l r i ;~  tlispirestu a pagar por los servicios yresludus pur el 
I'ro~eolur ? 
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C1PAl)RO R. 
t los t - : -a r  10s i t ~ c r e n o r :  t o t a l n q  a c l i c a b L = s  a 1  p t ' o y s c t o  PR*3Si.t !T ~ . i c ~ r ? n t o  
e l  p n r i o d o  cornprend ido  de Znero a 3 u n i o  d c  1991. 
Lo.; da  t o s  ds e s t a  cuarlro d s b o r d n  z n r n p l s t a r s o  siguirlnd:,  l a %  ~ i \ l s m a s  
i n s t r l ~ c c i o n s s  p a r a  l l e n a r  e l  cuadrb  A .  

CIllADRO C. 
I lo s~r .?r  1 a s  d i i b r ~ r ~ t q r .  p ! a t a s  q~.re 3 i a  E ~ r , h a  son f i n a n c i n 3 a ~  p ~ t '  'i. . . .  prQ).erjto FROShl-!I, i l ~ d i c i l n r l o  el, ntirnerc r l s  personas ?or pos lca :crr  -{ o I  
t o r  a 1 c!e 10s salar ios r n o n c u a l o s  ? a ~ a d @ s .  



I . .1 

Hombre d s l  Donante. 
i n d i c a r  e l  n ~ m b r e  d 9  13 fuerlte de  f inanc iamien to ,  Ejn lnpLo  : i l a ~ . l d  
R e l i e f ,  FIS. PROSAM1,etc.. 

Costos D i r g c t ~ s  d e l  Proyecto, 
bfos t ra r  e l  valor presupues tado para costos t l i r ~ c t o s  1121 ! ~ L O ~ ~ C C O ,  

qus n o  inc iuyan gastos a d r n i n i s t r a t i v o s .  

Vancirnientc  d e  l a  D o n a c i o ~  
I n d i c a r  el mes y a60 en que vence e l  co~rvenio  d e  douacr6!1 



I 
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DELIVEI IY ORDER STA 1 FMENT OF WOIIK 

PROSAM1 was tiesigned to extetid coverage of bask Maternal Child I lsalltr services 
into rural arrd niargirinl urban cotnrnunities lacltlrq nr:cess lo these services dim to t l~e 
itr~lmct of tlw past arrrwd cor~llict and/or geograplilcal Isolation. The Project's goal in to 
improve Itre t~ealtli s t a l ~ s  of 350.000 persons ttrrougti rarite to some 35 PVOs. 'The I project Is comprised of tlrro~l ir~ler-related catagorios: ) Materrial tiealtli & Child 
St~tvival Servlce Deliver , 2) Inetitutional Slrerigltienlng of PVOs and 3) Coorditmtion, 
Policy Oeveloptnanl nn Research. The proposed contractor will be required to 

I 
J 

delorrnine whether or' riot the proled Is reaching ils Intended objectives and to evaluate 
the project from all sides as to projects strengths, weaknesses and accornplisl~rnerits. 

I ' 

Article I Title 
L 

Projecl: Maternal I-lealth arid Child Survival Nurliber: 51 9-0367 

I - AI licla Il Objoclive 

Tho overall objective of tl4s Mid-Terrn Evaluatiori is to assess tile a ~pr'opr'inlenscs of 

Evrduatlorr will be conceytualirad on four levela 10 iliclt~da: 
b t!ln Pro/scl design. and deterrrilno the progress arrd lrrrpact to date y the project. 

a) Measurn of efficiency: the eval~~allon of Inputs, systems, arid tnatl~odologias 
utilized by the Project in support of the PVOs, arid outputs to date. 

b) Measures ol dfRctiveness: an evaluallon of PVO instltutlonal streri thenitig (e,g. P clianyes In knowledge, attitudes and practices among PVO personne (KAP), tho 
PVOs achlevernent of stated goals, coverage achieved to include exconflictive areas 
arrirl any spncial needs, quallty of care, and an analysis of cost-effectiveness and/or 
UJst-bef l9fi!. 

c )  Mca.ciuro?l of impact: an evaluetlon of KAP clianges on the cornrrwnily levol, as 
wdl as changes irr child survival Indicators such as morlalily and morbidity and llwir 
rutfrit~ution lo the Project. 

d) Mmsures of sustalmbility: an svaiuatlon of both PVO and community-level 
program suslainabiiity. 

Arliclr? Ill Statement of Work 

A three person tsctinlcal eveluntion team will revlew and assess the follawirig: 

POINTS 1lEiATED TO EFFICIENCY: 

'1 )  'me nppruprinteness of ttw Project's oh'ecliven correspondlng to the most 
Important tnatornal and child survival prob I, nis It1 El Salvador ( 1  990 lo tlie prosetit). - 
2) Tlie viability of the meti~odology for service delivery utilized by llre Project tl~rougli 
a rrstwor k uf local PVOs. 



3) The quantity and qualit of the inputs providsd to the PVOs (i.o. technical Y assistance, training, supp ies, and fmanclal support) telated to tho cutputs. 

4) The efficacy of the methodologlev ulilized in tho training, suyerviainy, r~wrlitoring 
arid evaluation of the PVOs. 

tJOIN'I'S RELATED TO EFFECTIVENESS: 

1) Thu techflical and adminlatrative capacity of the PVOs to irnpler~~er~t tlie Project 
(8.g. comparing abllllles before and after efforts at institutiortal slrerqtl~eni~q). 

2) Project progress to date In meeting established goals. 

3) Coverages achieved 111 ctll technical con1 onorits, degree ol sewice covereage 
exterrded natlonall over MOH coverage. ornparisorl of PVO and MOI 1 coverage r E 
ratos for the most rnporlant causes of lnfanl morbidity arid rr~ottalily. 

4) Quality of oorvioeo provldtld lo tllo community 111 all tuclr deal cc~lipmer-tls (i.o. 
Farriily Planning, ARI, Suetalnability), degree of coriimunity participtltlor~ achieved. 

5) Cost-effectivenear, analysis which cornpares PVO yuality of care arid costs with 
those of the public sector if available and among PVO s. 

6) Benefit-cost analydr whlch compares the benefits of corr~munily-level prevenlivo 
services (deaths and lncldenoe of morbldlty averted through incroasod coverage, 
savings to society) and their cost wlth the benefit-cost of curatlve care. 

7) The degree of intra-Project and Inter-lnstltutional coordination achieved 
(MSCI-PVOs, PROSAMI-MOH and otlwrs). 

POINTS RELATED TO COAAMUNJlY LEVEL IMPACT: 

1) The impact achieved by the ProJect on morbidity, ~~wrlality, and KAP changes in 
community mernbers. 

POINTS RELATED 70 P R O G W  SUSTAINABILITY: 

1) Ratlng of each PVO's program sustainability according to the CDlE ~~stainabil ity 
scale, project sustalnability with and wlttiout an endowmerit, cornmunity-level 
program sustalnablllty. 

2) Clearly, the prolect Is a major contributor to USAID/EI Salvador's Strategic 
Obiectlve Nr. 4, "Improve Quality wlth Equity In Health and Education*. Evaluators 
will comment on the project's oontributions both at the strategic objective and 
program output level. In ac'dltion, evaluators will com~nont on the project's 
contributions to pther strategic objectives In tlie Mission's lrarr~ework. 

3) Allairirrient of legal status (per'sonerla jtjridica) Iws boon, lor various reasons, 
difficult. Evaluators should assess major Irr~pedarnenLs lo receiving persorwia 
juridica and impact of not having such status. 



Article Ill - Slatenlent of Work (continued) 

'1 110 tearti will conduct the Evaluatiori I r i  a marwer wliicli assures the most participnlinti 
wi\ t~ f ~ O s  as is possible. 'Tlie following rnetliods are suggesled for evaluation of each 
ol !he points ldentlflod abovo: These ate only some of the many possible methods 
avdlable to the tearn. 

1 )  Hevlew OF documents from the MOH and USAID Including natlor~al surveys (i.e. 
ANSAL. FESAL, ESANES, Hogares Multiples, Nutrition), and comparison with the 
ProJect deslgn. 

2) lr~tervlews with PVOs, MOt.1, USAlO and lhe corr~rnunity merr~bers served. 

I Arralysls of the results OF tho evaluallon Itself based on a definition of lr~ternal and 
external faclors ar~d lridlcators of administrative, and technical viability. 

3) neview of the inputs provided to the PVOs by MSCl Including educatlonal 
' 

rmterlals, goods, and the financial system, 

lrilervlews wHh PVO health promoters and tectinlcal personnel and 
adnilnislra!ive/linancial psrsorit~el. 

I 4)  Review ol Pro ect reports (training evaluations, MIS. supervlslon methods, fiald 
tnc.~niWny repor I s). 
lnferviowa with PVO personnel. 

5) noview of documents (audit reports, tecliriicai arid adrninistr~tive reports, field 
rrtor~ilorirrg reports). 

lrlkrvlsws with PVO and MSCl staff. 

I'ocal groups with health promoters to delermine cllanges it1 KAP. 

6) Haview of documerrts (PVO arid MSCl anrrual reports arid plat~s). 

I) ltsview of Project covera e data (1r1 lectrrrlcd areas arid geographically), 
comparison with MOH repor 7 ~d coverages. 

8) Fleview of Project quality of care data in each taci~nical component, data on 
community level partlcip~llon. 

Focal yroul~ interviews with cornrriunily mombors and PVO staff. 

9) noview of Project dala or1 costs arid quality ol care. 

Interviews will1 corr~tr~ur~ity rr~ernbers and cliriical obsewations lo dolerrnirte qirallly ul 
care. 

10) n ~ v i e w  01 Project data on costs. - 
Analysis of lrrrpact data to deterrnlne benefits. 



1 1) Review of documenls (corresponderice, trairling agreemur~ts, PVO quarterly 
reports, annuel reports). 

Interviews wlth MSCI, PVO, MOtl and conrmrmity personnel. 

12) KAP like evaluation based on: 

Hevlew of PVO quarterly reports. 

Focus groups with commurllty membe~s. 

Sarrlple suweys on project's etftjctlveness h tt IU community. 

Corrw~unity level clrariges accordln~ to PVO ir~turvicfws. 

Evaluation of char~yes In rnorbldity based on: 

Ctiarrges in houeehold Risk Status in target cornmunitles. 

Case studies: iclterviews with health prornolers and the community. 

Evaluation of Impact on rrrortaiity basod on: 

YVO covera e actiloved tor major Illrwases: Conipnrisw ot 1 ~iio~bldity est mates witti oases altendod. 

Comyarlson ot number of deaths expected in a glven comnwnity with 
PVO morlalily data. 

Case studies: iriterviews with health promoters and review of field 
documents related to the results of co~nlnrmity lwei  treatment arid 
the adequacy of referrals. 

13) Evaluation of PVO rogram/sustainabilily based on Project and PVO data using 
Itre C U E  scale. (See 1 l tach~~~ont  B). 

Evaluation of program suetalnablllty with arid without an endowrr~enl based tsr)  IWO 
and Project data. 

Eveluation of community-level program sustalnabillt based on funds geno~.atetl mad 
community participation Information from PVOs, an cornmunlty perceptiori based on 
inlervlews. 

J 

T t ~ e  contractor shall provlde USAlD with the following reports: 

- 



Williiri a day after arrival, the t ~ a m  will conduct a lea111 planning rneetlrrg. From the 
o~rtcome of ttils rrieetirig the t o m  will subrnit for USAlU approval a working outline of 
the svnluation and a detallod work plan to include EI list uf proposed PVO visits for 
Misslori npprovnl. Tl~esc, will bo reviewed wlth the contractor at an entry Interview wilh 
I l ia Mission Evaluatlor~ cornmiltee. 

At Icnst 7 worldrig days bdors departure, Ilin Team Leader will provide USAID wlth 10 
copies of the draft report In English and 37 copies of a Spanish translation of art 
nxect~livs summary and recorr~rnandatlons followlriy the outline agreed upon al Iho 
bccjinr~ing of the consulIancy. 

Tho Contractor wlll pmtlcipatn in reviews of !Iris draft wilh dsslgn~ted USAID ofliclals. 
Project Managers and PVO participation, with a USAlV staff revlew to be held three 
days aflar the date of subrnisslon of the dralt. Tho contractor wlll be responsible lor 
Iricorporatirig written and oral comrnerlts receivod in this meeting into tho final draft. 
Immediately before departure, t l ~ e  Team Leader wlll dalivar 10 coples In I~nglisli and 4 0  
coples In Spanish in a flnal draft report. USA10 wlll have 10 worktng days to review ttiis 
final draft before returning it to tho contractor. 

Not later lhan 4 weeks alter racslpt of the final draft from USAID, the conlraclor will 
subrnit a flnal evaluatlon repod (1 0 Englieh coples and 37 Spanish coples) to 
USAIDfHPN, lncorporatln clarlficatlons and/or additions requested by the Mission. B The evaluation report will nclude the following sections, 

1) Executlve Summary. Including purpose of the evaluntlon, methodology used, 
lirtdiriys, CO~CIIJSIO~S and recort~rtiendations. II wlll also iriclude comments on 
development Impact and lessons learned. I\ s l~o t~ ld  be complete enough so tliat tlie 
r ~ a d o r  can rmdersland the evclluallon without having to read the entire document. I he 
surnrnary should be a self-contained docurrlent. 

2) Scope of Work and Malhodology. A copy of the initial sco e of work and ;I dotailed 
or~llino of methodology u ~ e d  will be Included. Ariy daviation rom the scope will be 
ex(~lairied. 

P 

3) Evnlualion Team. A complete list of evaluatlon team members including host 
cowtry personnel, their field of expertise and \lie role they played on the learn. 

4) Eivaltralian Findings, Corrcluslons and l7econimondatlons. In a separala saclian of 
tlw report i f  possible. 

~oc:orr~rrrer~dalluns sliould be prioritized actions tlrat can be taken by the USAID arid 
i r r r~~ lm~r i t i r ig  entilien arid put lrilo adion. 

5) I 'rnvious Evaluations should be dlacr~ssed, -11 existing. Tlris wlll Incltde a t ~ r i ~ l  
tlescriptlon of coriclusions and recornrnendatlo~is rnado in earlier reports. -1 Ire 
evaluator wlll dlscuss brlelly what use was made of the previous evaluation in theira 
review vf Ilw projecl. 



\ 
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\ i 
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6) List of Tables end Charts. As apptop~lale to ila ovalualion to maho itlo rapo~t a ~ l d  
l i ~  dings more meaningful. 

7) List ot abbreviation and acrortyrns used Irl \Od I ' c ~ ~ I L  

8) Llst of all people and orga~~lzations cor~tacled. 1 
9) 1 essons Learned. These should describe the causal rolationsl~iy factors that lrrovud 
crltlcal to project succesti or failure, Including necessary polilical, policy, economic, 
social and bureaucrallc precondltlor~s within the t~ost coc~n\ry erld AID. These st~otrld 

f - 
I 

also include a dlscusslon of Ihe techniques or approachw? which proved most utlec;\ive 
or had to be changed and why. Lessons relrrllny to replicabillty and sustainahlity will 
also bo discussed. 

10) Paginated Table of Contents. 

1 1) A.I.D. Evaluation Summa . Mlsslotl will provide forrrls and appropriate guidww 
for the subrnlsslon ol a dralt o this fornial summary which is subject to Mission 
approval. 

7 
Article V - Relationship and Respo~isibilitlea 

The team wlH work urlder the technical guidance of Mar arila de Lobo, PHOSAMI 'I Project Manager, Offke of Health, PopulaUoo and Nutril on, USAlO El Salvador. Ail 
coordination wlth the lnstttutional contractor Medical Services Corporation Irrterriational - MSCI) will be coordinated through the A.I. d , tectinlcal offlce, 

The ro osed perlod of performance for the mld project review is to be deterlnin8t.J on 
ava R abi P ity of the Contractor. 

Article VII 

Team Leadertor anizational Managornent Specialist 
Health Financial/ & ost Analysls Specialist 
Maternal HealtWChlld Survival Speclallst 
Secrelary 

Article Vlll - AID Ilfustralive Budget 

See Attachment A 



Article IX  - Special Provisions 

Duty-Bd - San Salvador, El Salvador will1 site ~1~11s outside City of San Salvactor. 

1. T e r n  I.eader/Orgartiralimd Mar~ayetnant ~ i a l i s l :  

under a PVO umhrellla 
Serwltivlty to tile Salvedoran contexl. Significant Inter-personal sltills. 

2. t leaJli~ FmancleYCost Analysts Spdd is t :  
At least a Mastern In Health Financing. At least five years experierrcc? in 
Latln Arnerlca In svduation and cost benefit analysis of lieallii project 
flnancfnl plnrica 111 Il~lr ~ ~ t r l r l l c :  m~<J/or NC>O/PVO dector. f-lumt Spanish 
( F S - 3  or equlvalent). I-lela l e v ~ l  axpertence I r i  tticl np IICR~IUII ur I I ~ . H I ~ I  
llr~arrciallcost analysis. Sensltlvlty lo the Letln conlexr Signilicanl 
inter-persorial clkills. 

3. Matenial Heaf WChild Survival Spddisi: 
Mastars In Public Health wltti extenslva experience In Latin America l r i  
the design, evaluotlon and implementation of rural public treal\li 
projects. Fluent Spanlnh (FS3 or equivalent). Sensitivity to the Lnlirl 
context. Significant Inter-personal skills. Field level experience in rural 
MCH and experienca with PVO's. 

Contractor shall not have access to any governrnecil classified rrlalerial. 

Sea Par 2 1, of PIOn 

A six day work weak is atrlhorized. 



Scope of Work 

Objective of Assignment: To evaluate the efficiency, etiectiveness, equity and sustainability of 
the PROSAMI Project in terms of key financial factors aiyecting 
project implementatiou. 

Background: PROSAMI otfers services through 35 PVOs, which operate in 122 
municipalities and in 433 cantones, serving a population of approx- 
imately 439,882 people. They have a total of 433 health promoters 
and 773 traditional midwives, health committees and volunteers. 
The principal beneticiaries are worueri of fertile age and children 
under five years of age. 

Stafting of PROSAhlI includes a total of422 health promoters. 
Each health promoter has a "Dispensario," i.e., a sinall clinic. Each 
has a statt'of 35 professionals and support pcrsons. 

Issues to Examine: 

1) The Cost Specialist shall examine the costs of representative services and for the 
PROSAMl network overall, including the costs of services delivered and the costs of project 
inputs: technical assistance, training supplies and financial suppolt. What are the costs of 
services provided under PROSAMI and how do they relate to similar services under PVOs 
outside of PROSAMI? Are the inputs provided to the PVOs in~yroving the efficiency of services? 
Are & q e  ways in which the efficiency of Materilal IIealth ard Cldd Survival Services could be 
further improved? 

2) The Cost Specialist shall examine the financial sustainability of PROSAW PVO activities, 
including: determining the levels of cost recovery by analyzing facility income and expenditures, 
analyzing cost recovery success or f~lure ,  and assessing the equity of the financing arrangements, 
including examining available information on socio-economic characteristics of clients and fee 
waiver arrangements. These sustainability issues should be looked at with and without an 
endowment. The CDIE sustainability scale, appended to this scope, should be utilized as a 
measurement tool if possible. 

3) The Cost Specialist shall examine the overall financial iuanaycrnent arranyemer~t for use of 
funds generate1 under the cost recovery arranycalcnt, iriclidi~~y co~lu~~uc~ity pacticipatioii in 
decision making over the use of those hnds. 

4) The Cost Specialist shall prepare an analysis which conlpares PKOSAIkfI-assisted PVO 
costs with those of the public sector for comparable quality of services. These include hiinistry of 
Health, the Salvadorian Institute of Social Security and other non-US AID hnded NGOs. 



5 )  The Cost Specialist shall prepare an analysis which addresses the relationship of benefits 
and costs for PROSAMI-assisted services compared to benefits and costs of government- 
provided curative care. Recognizing the relative lack of available data, the Cost Specialist shall 
clonstruct this analysis to identitj~ the potential benefits of community-level preventive sentices, 
defined in terms of deaths and incidence of morbidity averted through increased coverage, and 
s~vings to society and their cost with the benefits and costs of curative care in comparable 
populations. 

6 )  If possible, the Cost Specialist shall prepare a cost-effectiveness analysis of the 35 PVOs 
compared to one another. 
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1 LEWIQ H. TSIORNTON I 

caaills No. 12123 
I 

Tel: ( 2 )  323354 ! 
La Pal, Bolivia I 

I 

I 

I 

A combination o f  p r a c t i c a l  s k i l l s  and academic backgrodnd i n  
I rnn,nagament, p l a n n i n g ,  t v a l u a l i u n ,  organizatLona1 develobment, and 

t r p i n i n g  are brought together to bear  on i n t e r n a t i o n a l  ' 

dwelopment  a c t i v i t i e s  in program and p r o j e c t  development, 
cdbcation and manpower development, urban and r u r a l  pr4jjaot 
de,velopment i n  t h e  p r i v a t e  and p u b l i c  s e c t o r s .  

! 

1 I 
rmlr?a-EI.EHCE9 

I 

I 
For ~ ~ A I D / ~ o l i v i a  PL-480, Title I1 Program provided t e c h n i c a l  
services by conducting a review of annual  progress reports, 
mu>ti-year o p e r a t i n g  plans, and technical e v a l u a t i o n  r e p o r t s  of 
four PL-490 c o o p e r a t i n g  s p o n s o r s  (P .VOs)  responsible for 
implementing Title I1 development programs, 1993. 

I Conducted a d e t a i l e d  institutional a n a l y s i s  and e v a l u a t i o n  of t h e  
~ a r ~ t a  Cruz, ~ o l i v i a  Municipal Xnfrastructure Proqram fok 
u ~ ~ ~ ~ / ~ o l l v i a ,  PL-480 Title I1 Food for Work Program. kvaluation 
included analysis and recommendations for refocusing the program 
tolbstter u t i l i z e  Food for Work to enhance t h e  financia! systnrn, 
reorganize the organizational s t r u c t u r e  and improve program 
operations, 1 9 9 2  - 1993 .  

I I 

n L  ~~AID/Bolivia, .PL-480 Titles I and 111 Programs evaiuated the 
administrative and i n s t i t u t i o n a l  strengths and weaknesses of the 
health projects implemented by the ~ x a c ~ ~ t i v r  ~scretariaf and many 
ofjthe implementing agencies, governmental and non-governmental, - 
1992. 1 

I ! 
FOOD FOR THE HUNGRY INTERNATIONAL. B O L I V I A  -- 1 

~vA1uat.d the School  Feed ing  Program over the  past n i n e /  pars, 
v i s i t i n g  thres Departments which wars currently receiving 
USAID/Bolivia T i t l e  I1 Food Assistance and developed a two year 
qlobal operational p l a n  for FHIIBolivia and the Minis try  uf 
Education and C u l t u r e ,  1992. ! 

I 

under s o p a r a t e  contract for : H l / B o l i v i c i  wrote a proyosai Zor the 
Y L - 4 0 0 ,  Title,II, Institutional Support Grant for FY 1992, which 
was submit ted  t o  t h e  office of Food -for Peace, Washington, D.C., - 
1992. 

i 1 I 
I 



~ d a a u a  for t h e  D e f ~ n s e  of 
I 

. Bol'ivLa 
~e'veloped a strategy tor institutional strengthening ofi LIDW, 
w d i  rh includod 13 member organizations. Alwaly red the ilunctions 
O S  the organization LIDEMA and interviewed member insti,tutions 
together with their pr inc ipa l  funding organizations. D,eveloped 

extencivc institu~lonal d i s g ~ i o u i s  and an institutiorral 
stfategy for future organizational change, financial syjatem 
aliternativeo, management and operational racommendation,s, 1991 - 
l Q P 3 .  I 

A s  one member of a five person team which wrote a two ypar 
"M b netization Proposalm to be submitted to USAID/Bolivia, major 
rebponaibilitira were the design of tour projects: Micro- 

igation Systems, Agriculture Ecology and Marketing Study; 
al-Credit Revolving Fund; Potable Hater e stems. Also, 
ponsiblu tor designing an institutional 1 1 nkage system, a 

mahitoring and evaluation system, and a sustainable pro!ject 
cohcapt, 1991. 

I 

I ow ~ r r  and General flansger of an agro-business primarily; devoted 
tolcut flower production and export, import of bulbs, sp.ds and 
plants, 1985 - 1991. 

I 
I 
! 

Designed, directed and participated as one oL five instructors in 
multimedia training courses for engineers and technicallpersonnel 
responsible for the designer projects in water supply, sanitation 
and irrigation. Various NGO and public sector organizations sent 
their personnel to these courses, 1990 - 1991. I 

I I 
I 

Plan International. Sucre and La Paz. Rolivia. and Cuenca. 
ItsaaQK 

I 
organizational development, functional and task analysis, leading 
to)restructurinq, training of personne l ,  and program an4lysis. 
Managerial analysis with recommendations leading to staffing 
changes and new task responsibilities. Assessment of staffing 
pat terns and proqram implementation and evaluation, 1386, 1989, 
1990. I 

I I 
united States- for I n u r n a t i w  Dcvclo~mcnt - Bolivia 

I , 
I As ,Managemant Training Advisor to USAID,-assisted in th: initial 

desiqn and in the implementation of ca management training 
institute to provide short-term management training courses and 
services to private sector industry throughout Bolivia, 1985 - 
1986. 

I 

! I 
I 

i 
I 

I 



1 
united Statera A c ~ c h c y  for Internat-1 DcveloDment, p a w  - ..-- 

I 
I 

Human Resources  Development ~ d v i s o r  and principal desiGner of a 
naltionwidc workforce trnininq project to upgrade skllli of 
w4rkrrfi ,  on-the-job, in the private sector of Panamd. . 

~dordinated a small e n t e r p r i s e  development project which provided 
I t w - h n i c a l  a s s i s ta~ .rce ,  ntcrrlagement, training, economic ev;aluation 

rr$ f inancia1 analysis to m a l l  f irns. coordinated a project to 
p t ~ w i d o  administrative and t e c h n i c a l  support to governmental 
aq'encics w h i c h  had cesponslbllity to provide services to the 
pr(ivato sector. Assisted the  ini is try of Labor in stat~istisal 
a n a l y s i s  and information development for private industry. 
~ o ! , r d i n o t a c l  a w o n t e l l  i n  prlvate industry  development pro;Sect, 1983 

- i"". i 
I 

Actiot~ P~l_u%tarns r n t e r n a _ t _ i o ~ .  Souaetn A A f r i - ~ q  

1 
i 

Adl isor to the Southern A f r i c a n  Development confederation 
co~~ference .  Assessed the post-secondary technical education 
nef!ds of four countries: Malawi, Botswana, Lesotho and! 
Swaziland. Developed a r e p o r t  recommending reqional technical 
t r h l n i n g  institutions for the nine SADCC countries, 1983, 

I 
&* AID WashLnuton, wrote a back round paper entitled, : 
voccupational and Vocational Tra 4 ning Systems:  Planninb, Finance 
anh ~dmihistration" , which i d e n t i f i e s  issues, concepts hnd 
co&ntry examples of alternative approaches to the subject, 1983. 

I 1 
~&i-on-~roqram International. Afr-i-c-a 

I 

I I In ~ o m a l i a ,  examined the existing human resource data base and 
the  management and technical training and education pro9rams of 
the country. Assessed tho constraints of nwiating management and 
technical training+institutions and developed estimates:of 
manpower needs and expected supply in both the public ahd private 
sectors. Developed a primary sourca document w i t h  program 
recommendations for USAID, 1982. I 

I I 
I 

t ~ . i p , a l , . A s s o c ~  of Schools of P u b l i c  A f f a i r s  and ! 

AdmLn-iskrat ion, Pakistan I 
I I 
I I n .  Pakistan developed a cctpport training program for thh public 

and private sectors to upgrade managerial and technical training 
and ectucntlonal institutions. Based upon development plans and 
mailpower r i ~ ~ d -  a t r a i n i n g  program was developed Cur private 
business arld public administration i n  a l l  sectors of the economy, 
1 3 8 2 .  ! 

! i 
I I 

I 
I - 

I 
I 



I 
Prepared a comprehensive roport on tho establishment oj an 
improved ocallpational skills training s y s t e m  for Lha p?blic and 
p i l v a t e  sectors. Assisted in the design of a four-yeay project 
to upgrade and expand non-formal occupational skills training for 
aqgrenticeship, on-the-job and industrial develupment $nterprioes 
to strengthen skills training for ir~dividuals and indudtries in 
tqe private and public sectors, 1982. I 

1 I r Education D g ~ o p m e ~ t ~  W a s h i ~ u t o ~ ~ ,  D,  CL : 
I 

n signed and asuictcd i n  the F r n p l v u w ~ L ~ L i u n  o l  a semirldr for the 
sdngapore qovernment for employers, professional train& end 

directors to introduce self-paced competency-dased 
and technical s k i l l s  training into the indus'.trial 

setting. In ~olivia assisted in and coordinated the + 

implementation of a rural educational teacher program tb develop 
c y r i c u l a ,  teaching materials, administration and planqing 
prpgrams, teacher training and sctlool construction. In 
Washington, D.C., assisted in the design of a project m?nagement 
an& implementation proje~t t o r  AID worldwide s t a t t .  Al,so 
as$ieted in the curriculum and program evaluation of tub U.S.  
un%versities, 1981 - 1982. 

I 
I 
! 

United Sta-artmentof A a w l t u r e .  Office of In- 
Coo~eration and Development - I n t e n a t  ional T r a i n i n a  D A ~ L  

I .  

, aion,. 
I?=h-ir?~to''. D = % 

I 
I 

Developed a study with recommendations for internationaJ trainfnq 
and adu~atlonal activities for Latin American, 1980. 

I 
I 

University of C o m i c u t .  Institute of Pu4Uc S e r v i c a  
I ! 

~nvited lecturer in project management, 1980. 
I i 
! I 

ew TransCenturV Fou-tion 
I ! 

Developed a feasibility study of a regional. planning ptbgram i n  
~ o l i v i a .  Assisted private voluntary organizations in ~babama, 
Connecticut, Washington, Jamaica and ohio in management 
development ~ervices, 1978 - 1979. i 

I R. 
C o m ~ a  La Minera del Suy 

I 
A diversified Bolivian mining company in mineral extraction, 
construction, aqricultur8, and machinery imports .  Special 
s tdd ie s  in organization and management, 'salary and uagrlanalysis, 
t r a i n i n g  needs assessment, recruitment and transportation 
projects, 1977 - 1978. 

I 
! 

I 
I 



~{rconal q*rvi.ces c o n t r a c t  with USAID. Pf0)e~t con6ul=ant to 
small farmer credit program for agriculture productionland 
~ n f r a ~ t r u c t u r e ,  1976 - 1977. ! 

I I 
gq.J.i.f.o_f;rria S t a t e  Unixe-u&y Foundation. San Jose ! 

1 ! 
~9 Chief of Party, directed the technical assistance contract to  
r$arganize the Ministry of E d u c a t i o n  and Cul ture ,  Bolidia into a 
s dngle national and regional l e v e l  administrative systdm to  
s d r v i c c  both r u r a l  and urban education. Internal admidistrative 
add manager ia l  procedura l  recommendations were made, ; 
imFtlementation begun, i n c l u d i n g  t r a i n i n g  of personnel, ,1972 - 
15174. 

I I 

Peace ---. Corps, 1ran ! 

J i 
A . s i s t e d  In t h e  development of a five-year Peace Corps IProgram, 
wdich included obtaining program ideas from the Governyent of 
1&n, 1 9 7 0 .  

I ! 
PROFESSIONAL EXPERIENCE: 1985 - 1975  

I 

I 

I 
I&er-n-ationa I Develoxlment Institute Indiana Univereitg 

n-1 Rqsearch A s n o c i a t r  developed a caca s t u d  on o q a n i h t i o n a l  
cllancje and t e c h n i c a l  assietance. Assisted 1 n institutibn 
building activities w i t h  the Midwest u n i v e r s i t i e s  Conso?-t.itim f a t  
1 1 1 L ~ r r i a t l o t ~ a l  Activities, 1974 - 1975.  

I I 

inter-national Bank for Reconstruction and Dqva- - -- --- ---- r l :  
! 
I 

Loan officer for Mexico. Responsible for guiding and : 
cobrdinating the work of the various departmmts concorhcd with 
t h e  operations between the Bank and Mexico, 1971. 

! I ! 
Un)/p.r~i.ty. of Wisconsin. Jf i lwuB_el!  ! i 

I ! 

51)er:i a 1  Assis tnrrt  tu the  vice Chancellor of Academic A €  fairs. 
Ar,sistr?tl  the V i c e  Chancellor on policy and adminiatratiPn 01 the 
University functions i n  academic affairs and related program 
dev<>lopment, 1 9 6 9  - 1970. 

I i I 
Gave-tnmeu-t_a,.l Affairs I n s t i t u t e  -- I 

I 

As~hdministrat '.ve Assistant tn the Chairman of t h e  ~ o a d  and 
Preciident tesgonsibilities included both a d m i n i s t r a t i v e ~ s u p p o r t  
t o l t - h e  s e v e n  divisions and coordinating the activities with 
u n i v a r s i t i e s ,  qovsrrllnent orrJnnizatfona;nd private f u u n ~ a t l o n a .  
Assisted in the  design and implementation of a population 
orientation course for USAID p e r s o n n e l  from around t h e  world, 
19G7 - 1969. I 



~ b r n m u n i t ~  Development Education spec i a  1 is t . As Peace Corps 
vb lunteer  i n i  t.i rtrd the first v o c a t i o n ~ l  technlsal s o t t b ~ l  ror 
B o l i v i a  c o n s t r u c t i o n s  workers, which l e d  t o  t h e  establishment of 

I 
I 

s i ~ n i l a r  i n s t i t u t i o n s  throughout Bolivia, 1965 - 1967.  ' 

L 

I 
EDUCATION M D  TRIIININQ 

! 
I I ' 

I- I 

G ,  sduatra entlroes i n  Industrial Educat ion ,  University ok Mary land, 
I 
I 

in ~ d u u a t i o n ,  w i t h  corusentration i n  
o g a n i z a t i o n a l  change, dLf f u s i o n  and adoption of innovat ion,  f e a l u a t l o n  and training. Indiana university, 1975. 

I ! 
chelor of Arts in Economics and P o l i t i c a l  S c i e n c e .  C a l i f o r n i a  
a t e  University, San Diego. Awarded AFL-CIO ~ c h o l a r s h i p ;  

~itional Contar for Education i l l  Politics Gral~ t ,  1965. : 
I ! 

L ~ G U A G E  AND TRAVEL 
I ! 

i i 
Fluency in Spanish,  extensive t rave l  and l i v i n g  exper ience  i n  
Latin America: some knowledge and work experience in Asia and 
A f r i c a .  I 



Peter Boddy, MD, MPti 

Casilla 4577 
Santa Cruz, Bolivia 

Telephone: 591 3 338625 (Office)/321020 (Ilome) 
Pax: 591 3 338625 

CURRENT POSITION 

C<WN'I'RY DIRECTOR O F  ESPERANZA ROLIVIA A N D  PROGRAM 
IIIRECTOR, I IUMAN RESOURCE DEVELOPMENT MATCHING GRANT 

Direct and supervise national activities of  Esperanza Bolivia, US-based health PVO, with 
USA111 financed Child Survival (CSV and CSIX), Radio Education, VITAL-Gardens and 
1ie;dth human resource development Matching Grant projects in Southern and Eastern 
Bolivia. Responsible for project planning, implementation and evaluation. 

I1ircct and coordinate the developrr~ent of a health human resource education and training 
program designed to train local healthcare personnel t o  improve capacities t o  plan, manage, 
and eval~late public health programs and projects. The program includes graduate level 
Fi~ldic 11c;llth seminars and courses, an MPH degree program in Health Systems 
M;inagement at a Bolivian university, and seminars in NGO/PVO institutional 
development and program management. 

PREVIOUS PROFESSIONAL EXPERIENCE 

RESIDEN'I' ADVISOR, ACADEMY FOR EDUCATIONAL DEVELOPMENT, 
I IONDURAS 

Provided technical assistance and administrative support t o  the Ministry of Public Health 
for the AID funded Nutrition Communication Project in Honduras. Supervised the 
development of a communication/education program designed t o  increase and improve 
hreartfceding, and the initial development of communication/education programs in 
grjowtli monitoring, infant feeding, maternal and child nutrition, and related child survival 
programs. 

CONSULTANT, ACADEMY FOR EDUCATIONAL DEVELOPMENT, 
1 TONDURAS 

(:onwltant t o  the Honduran Ministry of Public I-lealth for the AED HealthCom Project 
in tlw areas of behavior modification and behavior analysis, infectious disease control, and 
rnatcrnd and child health programs. Particularly concerned with ARI control programs, 
and other childsurvival programs such as diarrheal disease control and ORT, EPI, growth 
monitoring, etc. .. 



PROGRAM DIRECTOR AND PROJEC'I' DEVELOI'MEN'I', LOCAN 1 WIG1 ITS 
FAMILY HEALTH CENTEK, SAN DIEGO, CAI.IFOI<NlA 

Directed C~lifornia state funded community e t l u c ~ ~ i o n  program, aticl ~ssibled ill  L I I C  
tt~rabli~liaient and development of the f icalt 11 PI urnoiion Depart nic~rt at .I C ~ I ~ I I I I L I  [lily 
health center. Developed clinic-centered and community-based educ~t ioa  prugraurs. 
Llesigned educationdl materials rlid curl.icul~ for tlre gelleral public and health c a ~ c  povltlcr 
staff. Hispanic representative to  the San Diego County '1'.1sk Force on AIDS. I > o i g w J ,  
developed and implemented AIDS preverltion educrtion yrogruns for E Iispanics rrici ullrer 
lniuorities. Developed behavioral skills training and peer cduc~ to r  cu r r i c i~ l~ .  I)cvclt,pcd 
atid wrote grant and project proposals. 

RESEARCH AND PROGRAM CONSULTANT, PERU 

Radio Bahi'i of Lake Titicaca, Chucuito, Puno, Per& Co~rsultant in eJucation;\l 
programing, public health, audience rnd pr0gr.m evaluation, and station ~ n a n ~ g e ~ i i e n t  a d  
administration. 

MAS'I'LK 01; I'UULIC I IEAL'I'I I (Ml'l I) - SJII I Iicgo S t ~ t c  Ui~ivcrsity, SJII 1 )kg(,, 
California. Completed double concentrations of health promotion/bnlth education, a d  
nuternal and child health. 

M D  ("MEDICO-CIRUJANO") - San Agustin National University, Arequipa, Peru. 
General medicine. 

BACHELOR OF ARTS - University of California, D~v i s ,  California. Co~nplclteci degrcc 
programs for both anthropology and psychology. 

LANGUAGE ABILITY 

ENGLISH - Native speaker. 

SPANISH - Understand, read, speak and write fluently. Able t o  translate (Spanish/English, 
English/Spanish) general and medical language. 

AFFILIATIONS 

American Pubfic Health Association 
Bahi'i International Health Society - 
Phi Kappa Phi National Honor Society. 



2 1 2 6  Connecticut Avcnvs 
w n a h  i a q t o a ,  D. C .  20008 
Phone1 ( 1 0 1 )  1 6 5 - 2 1 3 3  

Boalth Finance m a d  Wanrgasnt ,  InO. 
2 1 2 6  Connecticut Avenue 
Suitm 31 
Wauhinyton, D . C .  30009 

Prqiaident, Interpat lonml h e a l t h  care c o u s u ~ t i a ~  p r i a n e l l y  i n  the  rrnam 
of  hmrlth ILnancm of couxitv-wide b e a l t h  care  proyrrms, bo.pit&l#, and 
a n b u l a t o q  centerm, em w a l l  r s  management and orgariir.tioaa1 aovelopmrnt 
of same. 

Hanagsment Sci rncrn  foe ~ r b l t h  
166 Allandalr  Road 
Bomtoa, Waomacbu~s t t~  

Princi-1 Pfocrra-ate ,, workad i n  the  mmalth ~ i t r a n c i a g ~ ~ r o g r a m  
a s  wall r8 thm Dsvelopment Departmaat and consulted i n  varioum countriam 
i n  s o u t h  America and AmLa. I n  a d d i t i o n  t o  p a r t l c i p r t i a g  in thr 
d e v e l o ~ e n t  of s e v e r a l  compet i t ive  bid. f o r  USE, providrd conmultlng 
expartism i n  t h r  a r e a s  of l o g i s t i e 8  of pbarmaceut1eal8, aunagammnt 
iaformrt ion  s~mtems,  o r y r n i ~ a t i o m a l  devs lo  r a n t ,  f inancing mad purchasing 
b a r l t b  car*, and conducting management ana f yses of  aavera l  organlaa t ioa8.  

A L U O  uvrked i n  t h e  following c 8 p a c i t i e r  while a t  MSEt 

C h f s f  o f  Party,  Ecuador n e a l t h  Car* Financing and child t u r o i r a l  P ro jec t .  
DlreCtCbt of b 12 million d o l l a r  p r o j e c t  with thr objrct ivm of improving 
tho  h e a l t h  cmre mmnmgmrrnt myatems of t h e  Xlu i s t ry  of hea l th .  

Bsnlor )Lanagmmmot and Planning O p e c i a l i s t ,  u-ID a o a l t h  r ioancing and 
b u m t a l n ~ i l i t y  { W S )  P r o j e c t .  r r o t i d e d  a s s i s t a n c e  on f foanc ia l  
mustninabllity t o  p r o j e c t s  la Bel ize  and zcuador, mad served ms ca-tsar 
l aada i  for C o a t  R e c o r s q  prajmet i n  Egypt. 

Chief of Party,  Bol iv ia  Se l f - r inauc lng  Primary t e a l t h  crra Pro jec t .  Bared 
i n  Bnnta C r W ,  M l i v i a ,  d i r e c t e d  and managmd a11 p r o j e c t  ~ c t i v i t i r s  i n  
conjuact ion  with t h e  on-n l t e  PROSALVp 8 t a f f .  ReapoarFbl* for t h e  
managemeat of buman remourcrs clod f i n a n c i a l  unagement of the pro jec t ,  a8  
well  am oversaw and rrvirwed a l l  pro jec t  strateqier ,  o b j a c t i v e s  and work 
p laas .  Tmchnical ~ ~ a i * t a n c e  focummd oa t h e  s u c c e ~ r f u l  derign and 
h p l r m s a t a ~ i o n  of p r l r a t o  rmrmnum-generating h e a l t h  c a r e  system8 which 
provided care  to  middle and low income g m u p r .  

7 7 0  baylatoo S t r e e t  
Bornton. Hammrchumetts 

InYls!.!!ant ~ c t e r C  Maaaged ovar one m i l l i o a  dellarr in mtoak rad j o l a t  
vrntucws in rmal emtate. ~ r t s b l i s h e d  over 87S0,OOO i n  r e a l  e s t a t e  t r u a t r  
w i t h i n  n five-month per lod .  oversaw a l l  manaqement and l e g a l  i s s u e r ,  And 
conductad compuknr analyahn for f l u a n c i a 1  deci*ionm aad budgetary 
projeo+. lonr,  



January 1983 t o  J4nu.q 1916 

C U ~ ~ V O  Direc . ~ m s y o o s i b l e  f o r  t tw  ~ 1 ~ ~ o n 1 1 1 - y .  12  C ~ I I I ~ C D ,  6 
z r g o a c y '  a m b u r a n c ~ t a t i o n o ,  and severa l  p u b l l s  herLth a c t l v l t i r a  i n  
Jubaf l  fndu8 t r i a1  c i t y ,  c i t y  of 40,000 i u h b l t a a t s .  %he WodFcrl Chiof 
of  I o r v i c r  and t h a  Director. o i  C l l o l c a l  S o r r i c ~ . ,  Murring, Accouutiay, 
Psrao~arA a d  t h e  Ass la tant  Dlrac tor  c o y r i d  t o  the Exscutivo ~lructo*. 
Also o e w a a  oo t h e  p l m n i n g  coinmlttem fo r  thu W u w a r r t  Ymdical Bervicrs,  
which coordinated the c o n r t r u c t i o a  of t h v l r  p r l v a t o  250 bad h a r p l t a l  i n  
D-. X L ~  add i t ioa ,  wrote and/or coodin . i tod  tho 8ubmlrsions o f  ovor 
aight di f ferent  g o r o r ~ r o n t  and psivat -  ceata-act b i d a ,  lnc ludiag  mraagua*at 
01 tour i n d u s t r i a l  clloic.,  oar o u t r r n i t y  hoapit.1, and o tha r  publ ic  homlth 
aorwic4b f ~ f  JUb.11. 

January 1979 t o  January 1983 

a c t s .  'Ilaujaanulhlm For raanag0~10at o f  tha  Madical B e ~ ~ l c m s  
~ d l r b o r a t o r i a a ,  t h e  p r o f i t  aaction - c o u e r a i r l  ? rop*r t l rs . .  
AmDulatog Ser*icea, and tho montrath P o d i a t r t c  Nurming looe; Thir  
rmagmrrxat mlao iacludod thm D e p r r t l ~ l u t s  of  rarch1&try,  Heurologll, 
Dent is t ry ,  Cardiolcgy, tbm c o m r m i t y  h a l t h  c a a t e r ,  Wroathu e t r t r  fchool 
m r b ~ c a l  clAnlc8 ior t h o  r r t r r d r d ,  rod tbr morgoacy nard. rbr ~ ~ U a a r c i a L  
Propar t ie r  conmiated of t h e  XM a t  ChFldrrn' n ,  B tu r l ing  Rrutrucaat ,  400  
r p r r t r r n t a ,  rod other radical r e a t a l  properties. Thoso resyunnLbll i t iuu 
cons i r t eb  of a t o t a l  operating budgot of  approximrt r ly  $ 4 0  m L l l l o n  and 8 4 2  
rui i  the ~ W L ~ ~ O P . ,  

J u l y  1975 to January 1979 

m u r ,  B n 8 Hanraeg. Wmnrgud tho w .G .n. nslghborbuod hoal th  
co1&tor8, =rgescy ~ k r d ,  D o ~ t o l o w  and P o d l a t r i c  Oroup ?racti .us,  
an6 t h r  C8.m Wsnrgrroat O r a o t  to e n r o l l  tbm Umdicald popuAatlon. 
CPordiaat*Q t h r  actlvLtLuu o i  tku Ambulatory Caru DfvluLou Duuluoss 
Mrnayuro. Comblamd o ~ i a l c a l  s e t v i c e s  with +he p r i v a t e  ou t -p r t lon t  
I - r r L c e r ,  rbl lm l a l t l r t d  r ykyulclvv 1rrc;uutivu vyrtvm to ycunotr w r o  
uZKlclwut c m r v  whll r  rrducing tho  b r f i c l t .  Reorgaoioed t h e  hea l th  c - n t - r s  
l a t o  t h e  h o s p i t a l  ornagenant o t ructuru  uud c o o r d i n v t u d  the trauafer O f  
t h e i r  b l l l i a g  to tho hoop i t e l  comeutoriavd b i l l i n g  ryrtur. Under tho  
J l r o c t l o a  ol t h m  A s ~ o c i a t a  Oeaezal Di rec to r ,  wrote  t h e  DotsrmFnrtloa o f  
n o d  r m  r o l l  a s  c a o r d l n r t r d  tho  r c q y i e i t l o n  of the Chelsea aemorlal 
Hospitah, Onca t h o  ~ o l m o a  h o s p i t a l  wma acquired ,  d i r e c t 0 4  t h o  hospital 
on a t m g o r a r y  a t a r t - u p  bas i8 .  



Renee@ and -Evaluat f on Coordinator. workvd on a pro loot &act - t  imm 
u b i l r  8nalyxing'thm u t i l i a ~ t ~ o a  o f  nurse  p rao t l t lonor .  ia primaq curr  i~ 
r u r a l  6ru.S O f  We6tex-n Huu Xork whila attending groduafo rchool .  

WPP univmr8itz of mcbastrt,  1974. Completed f i r a t  phrro of r c ~ & i a e d  
o u s t o r s  p m g t u ,  with emphasis on cocmunlty hea l th  ylaruriag and 
p r r r a n t i v a  moaicino. n warded A f u l l  r cko la rab ip  from t h e  nat ional  
~ n r t i t u t o  of a e a l t h  a 8  u e l l  ae  A acholar rh lp  from tku rugarty 
Inmtitute to bo co-autbor o f  r book. 

a~ ~ l r i r * r ~ i t y  af roch&atez, 1971.  Psychology. ..-. - .-. 

B e r g ,  Robert, Srooks, M. Roy, Sav icor ic ,  Mioair. h Care l a  -. Fogart). I n t o r n a t i o n a l  C o w  1976. 

o t h e r  r o l a t o d  a r t t c l o s  t o  A P ~ A  and W C X 8  on es t rb l i ahmra t  of sol f - f inancing 
p r i r a r y  h e a l t h  c a r e  mysteam, and employe. i acea t ivo  mystmm~. 
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Survey Results 



FROFFSION No. 
'I'IEMPO ICA (IAR(:O 

EN MWSVS (m) 



11 1 I l l  1 1.,11 ,, I I i l l  ,111 





NIIMEKO 
- -  

5 

No. dc cacstk~~rurku: 25 







ON(: IJR L A  
SEGI INIPA 

RONIIA 

ONC l)E I A  
1'EW :ERA 

K O N I M  

36 III, 9 III. NIIt 22.5 111 

0 tn ,  5 III I 5.5 Ill 



Ktl. tle Si~lt~cllhll'll 

~a MI, ZJ 111 x 4, In x a, 16 la, 12 v 
In, 7 188, 4 III, -1 nl, NIR 



2.1 i, C ~ r J k s  so11 Itn rcccsidndcs de sirl~rd tic su Isl~l;~rii,~~ ? 







-------- ---- - - - - .  ---- _ _  -- 
Coot dltrur llrv A~C~IIIIW t l d  111 oy ri lo I'I4( )SAhll - - -  -- -- - 
(;~I.CII~/II drl pwycrto 



2.7  ( ' t t l i f l c . ~  SII l1111wulhr tir lnv v n l ~ ~ ~ c l l ~ t r l o ~ t e  tk I'Itt )SAhll lwrru JII trrrl~r\Jo cat QIIIII esr11111 clc I 11 111: 



2.12 (:rtlilicrr su hrpr  r . s i h  del  ulwryu du 1'ItOSAhll OUI u au ()N(; rv IIIIU cscrrlu tlc I u 10: 



2.1.1 ;. Al~!titt WIII~WI~I it1 '! 

- I I ~ I I I I I I I~~I~ t~ccwi t :w~ pl:111iCic1rc4h t l r  11c.iit itlatlr.; 

- ' l ' t ~ t ~ ~ n t .  vtt CIIVI~~~I Im 11t~cv.;h111dt~ p t  11 jy4iw1wr t.1 I~II~IJU 

- N i t t ~ y ~ t t t t  (5)  
- I)c..;tlr It:lc.c tl icv IIIWPI 11i1 st. 1111 III~IW ~I~VO~IIC~~III('Y (It* l.?lltqt ~CII~II 

- I<\t~l l t : t r  10% ~ ) t . ~ ~ l t l w t ~ t ~  tle4 OVI S O I I ~ ~  t C ' d c w  III i ~ ~ t w i o r  d i n  I'IU )St\hll 
- Iil : t p y o  t l r  I ' I tOSAhl l  4,s cwlc . t~fe 



.-- - 
lw ~I~FSIOIU I)E No. ' I IEMIV)  EN (:ARC0 hlrtlin 

I ,OS SI  II'EItVISOItES EN ICIICW., (m) (111) 

. _ ._ _ _  ._ . . _. _ -. ._ _ ._ _. . - - . .- -----A - 
IDRIMERA RONIBA 

I2 Ill, I I Ill. fl t l l *  4 Ill, I Ill 6.U Ill 

I .!I)..\ Ill 

- 

I M  111, 1 ~n I .\.I) 118 

,!','I It1 3.5 Ill 

lq III, I1 111, 111, ,! ~n 12.2 nt 

hlE1)I A I'ItlhlElti\ RONDA 13.6 nt 

. - - - - - -- - - - - - - - - -. 

24 111, I 2  111, 10 111, 8 118, 6 ln, 6 118 I I I .(I III 



LO. I 111 

---- 
11.2 Ill 

4.O Ill 

(1 Ill 





I'I'Ehl i 
No. 

tlc ('I 

,Ic ~ r r o ~ r ~ o l o t  cs y \U~IIII~~II hs. 1'1 or rw r t l ~ ~ c i ~ r i t i t r  t ottlitrcti~ y i~ t . l~~ . t l i r iu  ih 
lld ~ l l ~ 1 l l l l l ~ l ~ l l ~ .  -- - -. -- - - - - - - - -  . - .  

S l l ~ ~ - ' r v i s i h ~  tlc ~ll.olll1llor~s. 
-. -- . - -.- . .- 

l ~ i r c i I i l ~ r 8  dirr y jri114iciprr r t~  c i r ~ ~ ~ r i ~ ~ ~ c i ~ ~ t r c s  i d  ~W~MIII~II, 
-. . - . . . . - - - . -- - -- - - - - - - . . - -. .- . - -- - -. - 

Itl'rrlifici~r r rcc~sid i~d~+s Jc Iu rortrucaitlr~tl y cot111 illuir. II Iir5 .sol~rric~t~cs tlr Iirli 
co~~~rt~r idralcs;  dcsi~rr'ttlltr rc~~r~rctrilur io. 

. - . - - - -. - -- -- . . - 

1~v;rlrrnr psilri l it l itdt% ck. ucrevtm ~royert t rs clue KclltritIt i11~1.eat1s qur 
~ ~ r r r r i l u r ~  l i t  ~ ~ u l ~ ~ s ~ ~ ~ c t ~ i l t i l ~ . ~ ~ l  tlc lit ON(;. ('IIII~I ilbuit il lit I r;~Iiritaiitr y 
cjcrucihr de IIH ptryccl ta ci l i r t l~~s, crr sit cvirlu;rcidr~ y gr.slititr tlc nuevos. 

. -- ------- 



-1.2 ( '~cl l f lc~l  $11 lct~lwrull,n cle In  rrspr~ruln tle so ON(: y los srrvlcloa prcstrtles n lit comultidrd y PI ~ r n t l o  



L\~I~I I~ IC~~I I  tlc 111s her\ i t  i t ~ %  t p t !  st! 111 cs l r t~ t  it t i ~ %  r t ~ ~ ~ ~ t ~ ~ ~ i t l r ~ t l t ~ s .  --- -------- -- - --- . --- 



- A d0.9 (3) 
- Protttedio de c L r o  
- A dtwe 
- A lrcce 
- A 4re.q (3) 
- A Lodrru 
- A sclv (4) 
- A slek (3) 
- A dlez (10) 
- A lu  ~nrtyoria 
- A 25 

3.5 t C611to Itu csnlrihaido PROSAMI en su cupucilrwlbn pant mejorr~r lrr srtll~d ? 
- Abrmleclendo a lrr .  cupttcilaclc~nen de c n h  ccrtnponete (3) - Ayudu a r tn l f l c~ r  rriterlcw (9) 
- Cuprr l l rn  (7) - Se upretde h~wlunle (5) - No Brt rrcll~ickr nlsgt~nu (5) 
- Se ~rdqukren nth conocintierltn (6) - Aytdun a II clurnr d~tclrn (4) 
- Normu.. y o r i e n l ~ w l h  (3) 
- O rk~ r l un  (7) - hle hu rtyrrdmlo n rtniflcur crilcrhm (6) 
- lk nrrrnera suMkfrwloriu y r  qrw .w hun unlCkudo er i ter io~ (6) 
- lk ntunenr exclenle 



3.7 C6111o corilrhuyr wted lurru rrwgulur 111 culidicb del scrricio ? 
1. Chao  srtl~e u4rd sl kw proltlotorca y luu purterw rrstrlc~ tlotrdo scrvklta ept-oyludtu ? ( ~ s c f i . i l ~ i ~ l l  
de lu suyervisi6a) 
- E n  scrlulur o k i r  luJ deficier~cir~u que se lienen en casrto u lir ci~p~cilueihw 
- Cuu~rck) huy 8uJir.q dc r~lgun pr011k111rr sr Ie vide uyoyo - Ayudua u fwUUur el l r u l t i ~ o  (3) 
- Dun upo~yu lkr l ico y lo)lblico (2) 
- Esto lltm s h e  puru fucililar el lrul)r(io (4) 
- Supervbi6n ck prclrutaorei - EII l~ucer o lmr r rv~ lo rw ~tecesim y op r l u~o ru  l u w  el IIU~II d c s i ~ r r o l l ~ ~  dcl trukyls 
- AsMie~rdo el cc~~rdlc~udor ca forrrur ~w'rsorul u IKS corr~u~iidr~des 
- 1% w d i o  Je lu s u p r v i e l  y ccoorJi11aci61a 
- lh! uwyo  put% a~n~ynrtiacos lit l o ~ t ~ a  de deciskbrlcu, ltrv ~ ~ r o l ) l r ~ r u s  e~~co i~ l r r~dos  - Ayoyu ucllvklrrdei del  equip^ y ~wrrsi le coordiruci611 ccdccuirdu dci arisrrro 
- EII uoificur c r i l e r i t ~  
- Kdn~u l iu~e~~Lundo urruv d6lrilcr - A orguaiu~r  el ylur~ de 1rtJ~Jo ecr I~rwe u recursc~ y recmidrdcs 
- Ayudu u coregir errorrvl 

3.8 ;, Cudu cuJcrlo 1k111yu lo isoe~puilar c l  Cl~urditiudor u luv visitrrv dc riutcp, ? 

I T E M  
No. 

VECES POR MES EL COORUINADOR VISITA A L  
SUI'ERVISOR EN L A  COMUNIUAD NUMERO 

I 2  v w w  por cues 

8 V M H  IM U M  

6 vwes pbr r t m  



3 ,  1, Cld l  11s sido su III~ ~ r ~ ~ n t l e  6xIlt1 o Iogro ? 
- Por o lae rvuc ih  direct11 de IIL~ uct iv id~~drs  (1) - h l o n i l s r l ~ r  con h c o n ~ ~ ~ n i d u d  ~~tcndlch,  rrtl c o r ~ t ~  I u ~ l r l ~ l e n  con 10% pro~notorrs (2) - C t ~ ~ t t u n ~ t r .  COII II~I~II.. rle n1pcrvici611 de cutlrr co~aporcnle el csul se ~ ~ t i l i m  en c0r~tlo 

vlsitr~ d o m i c l l l u ~ ~ i ~ i  (4) 
- Revesun&~ loa diterentca rcglslnla (4) 
- S~~ lwrvb l c ibn  d1rec.t~ crl e l  ~IIIIFI 11 t r u v b  tle scgaitslcnlo clerwtm (2) 
- Visitnu don~icilltwiuu (4) 
- Fo r  ol1servuci611 tlirt!cht tlc r~c t iv i t l~~dcs de 111 p r o t n o l ~ ~ r ~ r  (2) 
- Se u r o ~ e p u l u  u l  ~ ~ r o n l o t o r  11 I u  vk i l u  t lo~s lc i l lu r i i~  (5) 
- Sc re~l i izun vi(i1ltru II cutlu rrnu ti6 lw cwnanitl~wlt?l (6) 
- E n  h vivitu don~ic i l lur  upllrundo t fcn iws de ol~scrvucldn 

1,. 10 ;. CIII~~ 1111 side sn p r t h l c ~ n u  IIII~ tii l lci l  o frtwrrvo '! 
- Cupuc i l ~~ r i bn  de pro~nolorcs c r  control ck! r r c r i ~ r l c a l o  y t lcwrrol lo 
- l lr lslu L t ~ y  no lcngo ~ t r o l ~ l c n ~ ~ w  161 C~IK'IL~H 
- Se Itua cktectutlo u ~ ~ ~ ~ l ~ k r n  c k !  uctil~uh'a en ltrv I~c~wI'ich~.lo.u 
- A a ~ r e ~ ~ t c l r  c t h e ~ t r n r  e r  VII~IUIIK'UII 
- I ~ ~ g r u r  clue Iu  n m y o r h  tle pronwtorcs cle 1111 r e s ~ ~ ~ t s ~ t O i l i t l ; ~ t l  re111Ice11 1111 truIu\1t1 ~ I ~ c ~ c I I ~  
- Con~pletur  e l  ~ l i l ~ n e r o  cle pron1olorc.u 
- Cup~lcH~rclhn dr proswtorca cn  col%rtll ck crrc is~lcnto y tlcaurroilo 
- Podcr de u lg t~nu fornlu aytttlur 11 IIM c t ~ ~ r ~ ~ n i c h a l c s  p i l l ~ r r s  
- 1.11 1rceldaci611 pbr p e ~ l e  dc 111 rtr~~t~nldud y L a  prtwaol~~rea 
- E l  I ~ ~ t c g r u r a ~ c  u l  l r u h d o  rcnl  de cudu p r o ~ ~ l o l o r  y SII r ~ t ~ ~ ~ r ~ n i t l ~ r d  

3.4 l I. QIIC s~~gercncirrq tlene puru  I'ROSAMI o p l n r  str ON(: :' 
- L a  i d l t r l ~ w r r ~ c l u  clc In pol111wl611 el l  l o  relcrc~alr 11 r o r r rg i r  1111l1ilos y c t a t r e ~ l l ~ r m  
- Que IIIIIC~I~ vcccs IUI son ~rcell(ncluv s~rl(erc~~cl:rcr puru rrrtl ixar el t r u l ~ ~ d o  
- Nu sc pruclicu I11 t l e l n tw r~ r i u  
- Tcner tlrw 11ttegrur IIIYV~M INOIIIO~O~W en Iwu ct~nluni t I~~dt% 
- TrulqJur con auneumkrto u ~ ~ ~ l ~ l e n t n l  
- E l  c r e w  ywc e l  cutnhk~ dc la c o ~ s ~ e ~ i d i ~ d  a rrdpklo 
- Lu dcspreocupucih de algl~nuu p r s o n l u  
- Vruarso IW, dif ici l  u l  p i a c i l ~ h ~  
- El tut tctwr equlpcl wcesurio clc trd114s, en e l  l iempt  ni an d  onte ten lo 

o p ~ r t r n o  
3.12 C u l i f i n ~  sn  I~nprcvibn &I upoya cle IDROSAhl l  p ~ c a  SII ONC; en IIIIII cwul~r  dr I 11 10: 





ONC 

KNAI'P 



4.02 ~,EII cl~d TII~III~ Ic IIIIII ay~ctlntlo Iw ruluciluclo~tc*l tle FROSAMI pirrll c t n ~ ~ l t l l r  eon alrv 
1.e?lpt1r~ikilihtIc4 ccuno I'ct~r~rotor tk Sdrttl? 
- lh IIIIIE~III 1111 uycctlntk~ 
- 1.e f irr i l l lu lodo lo  qlw airl~c'~r l~ucer 
- CIIIIVIV~IIPIU y EX~CI./CII~~U 
- R imro re r  y c w n r  a r f enae i l u t l ~  
- O r g s ~ ~ i n l r i c h  at 111 c o n ~ e s l L J  
- A p r e v a ~ i r  a ~ f c m ~ e t l i ~ c ~  d i r d o  o r l e ~ i l n c i d ~ ~  n l u  ce~ r t c~~ i t l n t l  
- l Is11 a~ystludo I w l n r ~ l e  
- 1111 siclo ddensi111111le pilrir potler rinlimr slrq litrewi 
- 1.c 1111 w i e ~ ~ l i ~ d o  y Ic ~L'IIIIIIE Iinccr el trulqJo 
- IA! i ~ t i l ~ l l l l I l  
- 1111 nprardltlo r ayrdur n l a  c iu t~~~~r lc l r rd  
- A lrnccr d I ru lwjo tk lu eo~i~wl ic lud - A u r l i r r~w - Relroi~ltelarlucictn 
- A y ~ l t l u i ~  ~IIK'IH~ o h r r o l l u r  Irnl~iliclardu 



COMO AYUDA EL SIJIWWVISOR 

- -- 

Lc airvu rk ~ ~ ) y o  IIUCII CI l r u l ~ ~ u  eat Ira c~a~t~ttridr~d; le dit wdhvrn~ puru lu 
yurticlpncidt~ d d  prorwlor; nyoyo al~onll 

A arrrtwr el trivel dc prepur~wli)~~ de ctrdu prorrwtor prrrrr uyladtrrle III~; Ic 
evuluu el lrult~do; du r e l r ~ ~ i t l i a ~ t e ~ t t ~ t c i ~ i t t  

Ayudu nluhlww crediLili&d eu l i t  eott~uaiclr~d, tiuc e l  protttolor c.c resl~nld;~do 
por UII r~edico o urr~entaeru 

A y u h  u edwur II lu ctnr~uaaidnd 
- -  - - -  -- 

Ayu& at ewts c l u e  ~ t o  w ca~~toce I ~ i c ~ t  

Ayoyu u lu coordl~trwici~a y or~ln1darrl411 clc lu ran~tctrtldud 

Orintluciha u l  Irul)ctJo; coatto IIHCLT IUS eawu 

Oriarlucidta ul uuo dcl ~ttnlwiul y ul 1rul)rqJo eta lu coaa~uttidad 

Orlmtl~tdd~a ul uso d d  i)uyelerlu 
'- 

I /Ill1 llll/ Ill// 11111 11111 1111 29 

1.5 11111 Ill 12 





IUOIBI.ISMA MAS 1)IYICIL I NUMERO 



- -- 

QII~ ~IIIIIICIIIII~CII 1rr.s IIIC~~C'II~IIS 11111.11 r r y~ t la r  II Ins RIJIII~M (3) 

A v r rw  Irr tli31111rlar 1111pitlc tptc I~C~!II~II 111s vllcrlrrrrlr 
-- - - 

011r el pwjr.clo ronli1111c (2) 

(JII~ se elilicc! l l l ~ lR1 .9  I~II~~I~I.~II 

Act iv i t l ec l~  cirw sc Itrra ~~ l r~~~ i l ' i c r r t l o  so se l1ev1111 a ca l~o portllw el e t i ~ ~ l p o  I k l r i t r ~  
l i c l l c ~ ~  rctll~loacs cull 1'ROSAhll 

Ihr c l  IIIII~~I.~~ awwnr io  (c r l l~ i l~o  y ~ ~ ~ r r l c r l r ~ l  c t l ~~ r~ r l i v t t  Ivoc'que ~ t i t ~ g r ~ t w  lo  (IYIIC 
cl,lll(llclo) 

nlvjol.rrr 10s s~~lr~c'ios 

1)llc' t l l l i ~ ~ l l ' l l l t ' S ,  71lpNltts 

hlayor CLTIITSO ~I~RIIIIIIO EII CNII~OII~'S 

f)ue I'ItOSAhll tlc lo* ccxwc'stm IWII ~ ~ o l ~ ~ l ~ l l i n ~ r  el II~III~ 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

(:oM~ONENTES TECNICOS: TABULACION DE RESPUESTAS 

Signo del Pliegue 

Estridor 

pp~p 

Somnolencia 

No puede beber 6 alimentarse 

- - 

Fiebre 

NUMERO 



1 I I I l l  

PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

F i 
NUMERO I 

7 

Eritrornicina ----- -- 

Tiraje -- 

Cuidados en el hogar ------ 

Seguimiento a las 48 I~oras ------ 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

NUMERO 

No mama 6 no come 

Respiraci6n r6pida 

Tiraje 

Sibilancia 

Estridor 

Neurnonia Grave 

Si no hay nada en el Dispensario 

Fiebre 6 hipotermia - 

lnfeccidn de Oido y Garganta - - - - - -  - . -- - - - -- -- - - - - - - - 

Deshidratacidn - . - - - - - 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Dar SRO por 4 horas. Si no rnejora, referir y si mejora usar Plan 'An 

Dar SRO y referir 
-- -- 

Referir inmediatarnente 

Referir cuando haya shock 

Dar abundantes llquidos 

Dar SRO ( sin referir) 

Otras respuestas - 

NUMERO 



PROSAMJ MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Ojos hundidos -- - - - . -. - - - --- - - -- -- - - . . -. -. - - - - -. . .. - - -. . - . - - . - - -- - - - . -- 

- Fontanela ( mollera ) hundida -- - - . - -. -- - - - . 

Signo del pllegue -- 

Ojor hundidos y secos 
- -. -- - - --.- . - - -- -- . . . - -. - - - - - -- - 

Boca seca -- - . . . - -. - - . - . - -. . . - . - - . - . - - . -. - - - -- - - - - - - 

Sornnoliento 

Boca y lengua secas 

Uenado capilar 

Ausencia de lagrimas 

- Sed ( avidez para beber ) 

Orina poco o nada 

- Piel y huesos 

NUMERO 



PROSAMI MTE 
.. CUESTIONAl310 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Aumentar llquidos 

Seguir alimen t a c h  

Seguir amaman tando 
.- 

lndicar volver si hay alguno de ellos 

Recomendaciones sobre prevenci6n 

Que le den SRO - - . - - -- 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPU 
I 

COMPONENT€ I SALUD REPRODUCTIVA I PREGUNTA No. 
# I _ _ _  RESPUESTAS _ _ _ _ _ _  __-. .___ -_-- _ 

I 

iospecha de infeccidn de vlas urinarias (dolor en rabadilla) 

tbortos previos - - - - -- -- . -- --- .- - - - 
&Area aterior -- 

lotores de parto antes de las 38 semanas 

'alid6z marcada (anemia) 

1 Hemorragia o sangramiento - -. . . - - . - -. - -- - - - 
2 Salida de llquido por vagina (Ilquido omni6tico) -- 
3 - - ~ T g m o x e m i a  (cefalea intensa TA elevada edemad8ciGCyym%nOS 

convuls~ones). -- 

4 1 
-, - 
5 P -- 
6 C -- 
7 C -- 
8 F -- 
9 F -- 

10 I -- 
11 ( -- 
12 F -- 
13 f -- 
14 1 -- 
15 I -- 
16 1 -- 
17 A 

18 1 - .. 
19 4 
A. - 
20 1 -. - 
21 1 -- 
22 1 -- 

23 I 

24 , 
-. - 
25 -- 

-- 

-- - 

:iebre alta 

40 movientos fetales 
halquier otra enfermedad junto con -- el embarazo 

3resentaci6n no cefalica 

Uultlparas ( ~ A S  de 4 partos) - - - - - -- 

Desnu tricibn 
Que sea mayor de 45 atios - -- - . - - - - -- - . . - - -. . - - .- . - - . . . . - . - . - . . 

Partos Generates -. -. - - - - - - - . - -- . - -- 
Partos Prematuros 
Mayor de 35 ahos -- 

Altura uterina anormal - - - - -- - - - - - - - - -. - . . -. - - 

No contesta nada adecuado - -- -- - - - - - - . . . . . -.. . - 

NUMERO .--- --------- . 



PnOSAMI MTE 
CUESTlONAlllO 4.8 PllOMOTOl .&S - COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

COMPONENT~. , I SALUD ~EP~~ODUCTIVA I .,. PIIEGCIN~A Go. .. .. 4.12 
I . -. 
I --- -- ----- - RESPUES TAS - ------. NUMERO , 

iemorragla - vaginal (sangrarniento mayor que la regla) 

,oauios Wdos 

remperatura a fiebre de 38 6 mas -. 
rensi6n arterial bala (abaio de 60 latldos) 

rensl6n -- arterial alta (arriba d8 - 140/90) 

Julso elevado sin fiebre (arriba de 1 OOImin) -- 
Dolor v ruboi en senos 

2onvulsiones, dolor de cabeza, visl6n borrosa -- --- -- --- 
h a n d ~  noo ~ u e d a  nacer la placenta I 4 

Dolor en la matrlz I 9 ..---------.------- -- 
qelenclbn - de placenta o restos placenlarlos - .- - - - - - - .- - I 6 

No plantea nada adecuada - ----- -------. - I 10 



PROSAMI MTE 
CUESTIONARIO 4.B PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Educacidn sobre Allmentacibn 

Ver sl faltan Vacunas --- - - .. - ........-...... -- -- -- - .. 
.- - 

Educaclbn a la Madre sobre Hlglene -- - - -- - - - .- . - - -- -. - 

Educacl6n a la Madre sobre Inmunizacidn ------ .-. -------- 

Episodios de IRA y EDA 

Cdmo estA el Desarrollo y la Alirnentacidn 

Educacidn sobre Estimulacibn para el Desarrollo --- 

NUMERO 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Desnutrici6n Severa / Grave 
- - - - -.--- ---. - - - -- 

Desnutrici6n Severa y Otra Enfermedad 
- - - - - - - - - -- - - - - - - - - - - -- 

Desnutricidn Moderada o Severa 
- - - - - - - -- 

Adem69 de la Desnutricidn tlene compllcacidn de 
. - . -- - - - - . - - - -- - -- - - -- - - - -- - - 

enfermedades ( IRA - EDA) 
....... ..... 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Solamente seno rnaterno, ni otro tip0 de alimento por 6 meses 

Dar pecho, no otro alimento por 4 a 6 rneses 
_l-.-l--_I-__---.. - ..--______ _____ 

Lactancla materna durante 2 Mas 
-..- ---.-.a -.--- - - -- - - -- - . . - - . - - - - - - -- --A 

Lactancia rnaterna hasta 1 112 a o s .  ---------- 



-. PnosnMl MTE 
C u t  JTlONARlO 4.8 PnOMOTC. aES 

COMPONENTES TECNICOS: TABUlACION DE RESPUESTAS 

Esquema lncompleto 
-. -. - --- ---- 

Sin nespuesta 
- . - - - - . -. - . -- - - -. - - - - - - - .- - - . - . .. . - - - - . - - . - - . - -- - . - - - - - 



PROSAMl MTE 
CUESTIONARIO 4.B PROMOTORES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Esquema completo --- - 

Esquerna incomplete ---- 

Esquema deficiente 

Esquema rnuy deficlente -- 



. - 
PROSAMI MTE 

CUESTlONAnlO 4.6 PnOMOTORES 
COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Lavarse las manos 
. . - - - - - . -.- - - --- -----.-------- ----.-- 

Qu6 edad time 
...................... - . . .  - ... - . - ..... - - - - - . - . - ... - .. - .. 

Preguntar la edad a la madre 
.- - --- - . - - -- - ... ... .. . -.... 

lnterrogar a la madre 
. . 



PROSAMI MTE 
CUESTIONARIO 4.8 PROMOTOnES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

Signos de Infecci6n --- 

Fiebre alta 
............................................. ------- - -. - 

No mama .. -- - ..... - ...... -. --- ................................... 

Sornnollen to 

Si tlene temperatura -------- ---- - .- . . -. - - - . - - - --- - . - . - 

Combulslones _ _ _  . _ .  . ________ . -  .... .... _ _ _  .. 

De bajo peso 
----.-- .- - - 

Tdtanos neonatal 



PROSAMl MTE 
CUESTIONARIO 4.8 PnOMOTOnES 

C;OMPONENTES TECNICOS: TABUMCION DE nEsPuEsTns 

En Asambleas con la Cornunidad 
......... - .......... - - . .  - ............ - - .. - - - 

Elegldos por Vo taclcin 
. . . . . . . . - . . . . . . . - .  -- ............... - 

Celebrando reunlones con grupos 
.....-....... ..-......................... - .. - - - - . - - . - - - 

Seleccionando a llderes y voluritarlos 
- - ----- 

Forniando Olrectivas por cada Comunldad 



No t lc  Crmtlt~~urrltm: I S  



PnOSAMl MTE 
CUESTIONARIO 4.8 PfIOMOTOIIES 

COMPONENTES TECNICOS: TABULACION DE RESPUESTAS 

COMPONENTE PARTICIPACIOlV COMUN/TA RIA PPEQUNTA 
No. 

7 .  

R E S P U E S T A S  

En Asambleas con la Comunidad __ - -  ___ _. _-_-_-___ _ _ _ _ _  __ - 

Elegldos por Volacirln 
-. . - . . . . - - . . . . . . - - . . 

Celebrando reunlones con grupos ---- -- --- -- -. ---- -- - - - - -- -- - 

Seleccionando a llderes y voluntaries -- -Fa-. . --.-- - --. - - - 

Formando Directivas por cada Comunidad 
-----.-- - - -- -. .------------ -------- 

NUMERO 



4.M S~dotl I*~ri~tntrrllNcenn(n(l (1trch.n Nncklo) 
- Awn rn ~cnnr l ,  pmlkrbrmmdc cn e l  m ~ t h n  ~nnl~lllorl (6) - En eww tC nlLn tle hr\(n lwan m rwnmimln c l  nrChwk, dc nlmlre 
- I,~~c~lnndrr c c ~ r c i n  nn n I l l 18  t tlr~nntrtln 
- la~p~ltnwln ck Inlcinr cstlncmn cle v~rcrrnntlh 
- IMh tlln~ k, 
- Illfilrnc 
- Alln1r11111d~n (2) 
- I?nr (wc.ltn (4) 
- (,'ontt ol  tlr nriwnlM (4) 
- ( j t ~ m  ~str~~w~#llctdcl quc e l  alno no prcsct~lt nlqnn skao clc (ndlarn 
- Altrlp~rlt~ 
- I.i~n(~brr In nwlz - 
- Ihnnc kt 
- On~l~lifin InC~ ln~k  







- No h c r  eoulrul p r e w b l  - Iluce v W b  u k rJdur (2) - M w u c W u  w Lw ruuJeru - Cupuelluclh (5) 
LA cuJutus wpwllYcluur?u tlu IbHOSAAII (y el hlSIbAS) uUli,  lid.? - A uuu (7) - A tlav (2) - A i r r  - I)a Jur u clwlru (4) - 





r r w  
No. 



- 
N.. - 

I 





I'ltOSAMI MTWAHEA 'I'ECNICA 
CUESI'I ONARIO 6. COMl'l'ltS DE SALUD 

ON0 DE W 
YHIMERA 
RONDA 

ADllU (I) 1;UNDEMUN (I) 
ASAI.I)I (I) OEP (I) 
ASAI'ROSAR (I) PROCADES (I) 

ONO UE IA 
SECUNDA 

RONDA 

ASAIIEII (I) CONAhlllS (2) KNAI'I' (1) 
ASPS (2) KUMA (1) 
ClHES (I) VUNUESO (I) 

RONUA 
.. , 

I 6.11 ~Cbalo Ir IIU uyududu IDHOSAMI y lu ONC r nrrJorur lu $dud en au cuaunldud? - lluy nrrncu atfertneduda y nrurdea (I) - llun t~wj~rvdu tue111~ de wuu (2) - Cl~urlru rducullvuu dc tlpu prrveJlvu (1) 
- Nus dun t~~udlch~rrq (2) 
- Nos dun cl~urlus p r u  culd~w IU sulud (2) - 'rrllmlltls clbllcu* (I ) 
- Nos rupuclluu Iwru Iurys co~~lpurllr con ulrtru (I) - Vlslllru dua~lrlllurlus (I) - Alenclbr~ 1114dlcn, cyo I~nl~llcu r~rn tu  raler~~~ududu en Itla 111rtcrq - Ayudu u gu i l t~~~ur  o h  tllw dr pruyecltu 
- l lu~t  sldo ds mucl~u vyudu (3) - Muyor ucceullMd~~d u In c1cncIL1 Jc sulud - llun dlu~elouldo Itu cuqu. dr tas y rcslrlrrJo - lluy UII 111cJt1r rt111lr111 ik IU ~ ~ I ~ I u r l b n  ~ n u l r r t ~ ~  111fualU - A~lulrnclu u IIU~M - UYO de ~rrdlcuu~enlus - Vr u III~&~U t t ~ ~ b u ~ u u  - Du cl~urllu cducutlvm d u d  - Alksde u don~lcllk, (3) - Du un #run scrvlda - Se enfur~clun UICIIW kr, nlltru - Ilun ~~~edlclnr (4) - Rrgulun Vllutrl~uu, lealei y t~udklnru. 



- dttc la cht Ir np*c lanlclncl tlc ndrltr r( (#I ttmi - qac la tlen tct~llclnns t m a  nctlnn~l~n~ttn - LM ~~(S ln th  I ( I ~  el tabnlct 111) p t n  )It trlcrcltl~l tlrl III~I l o  ralttl~hxn EII t t l r  mdlc Ilolsll~c - Allptns HQ Ilrncn 11nwt1lm - (J~~lrcnr .s*#nIr ~~c~~wllcntr~ltr y nlrt.rt~tlw 114ils 
- PItldt etplptt, M~tffi~rtt~e, ~ p t t t  - ,4p ln  prim Irt~tnltorr 111 clhtlcd 
- l'# IllWt I?.M P I ~ I I W  111 h " ~ ~ ~ ~ ~ 1 ~  



CAI .CUI,O 
-.---.- -.- .---a,- 

(111) 



II'Ehl QllE IIACE El, COhll'l'lC IIE SA1.UI.l NllhlEHO 
No. 

1 Ayudur e r  nr~rpsnriu. 1 

~,Cblrlo se cuaft~rrtrb el Cor~llL dc Suludl - Elecclhr a1 uuurr~l~lcu (3) - EI I'lwlrulor tror dun (61 - Ear lu a~~ru t~ ldud  fur cldu UIIU uwr~d~ltw #enerul 
- A truv& de lu uuurwl~lcu xclrerul (4 - Algu~~uu I~~ulltuclonn 
- LUY protwluruu (2) 
- Lu dirrcllvu LOIIIIIIW~ IIIH duo 
- El cor~rlle aor lakrri~to 
- I~e r~~ r ld t~  dc lu co~~~u~ddud (2) 
- I h c l o ~ ~ u  dwdr urlcr 





DESCRlUlR LOS MENSAJES clue sr debe rlur en arurrto u Itw slgukrda corrpweatu?r: 





rotrrUC ( I )  

6.111 ~'flerrc eu~uarturita'! - Nir~yu~~u (3) - Nu col~ru ute11ci6a - Pugu unu curltid~td volu~~turiu puru Iru siedlcintru - Uuenu ulcl~cidn - 'ric.rcn u ~ w  prufrrsoru quc m u n  112 l~unr ltu pudrcru y I12 Iloru lu ulcJillu - Ctmu~rlclud tcrrdrh clue rculrlr p n r  vrr cu111o .se pucdo stwtcnrr lu pnlolnnr - IDie~r.lr que e~ pc~sil,k - Qur velyu el 111Cdico cuh  15 cliuv ds Sun Sulvudor qur vlcnr de I'HOCADES 



ONC IDIF LA 
SKCUNIM 

11OPIItA 

- Sl (4l), No (4); cn snhctl, nknclhn prcnrlnl, nlcnclir tle 111fit.r. 



7.05 ~ C u i l  lrn rldo su tlccclrclilu o tlwu#rntlo I I I ~ Y  ~rotul)le err cururlo nl ~wrwrc~tor? 

7.U ~Cdlrru I'IIOSAhII y lu ONO r uyududo w uaejtmr In sulucl en ru co~~~urldwtl? 





7.13 Sulud Hcprculucllvu/Sulud Mulevuu 

No. 

7.14 NutricMu/Creci~~rie~tto y I)csurrc~llt~ tlel 111iiu NUkI IN() 

Mrjorur  ull~ueatucii~u 1 

I llglct1e I 

'I'trruur v i lu~uh lu  3 

Vluilur ul ~ncdko 2 

Isclnuclw tuutcrru 1 

Asco 2 

Ndw 3 

7.15 I ~ ~ ~ ~ ~ i ~ u l z w c l o ~ ~ c r  

7.16 Sulud ICrhulul/Neauulu~l 



- 
No. 

No. 

* 
7.16 Snlutl I ' c r l ~ ~ n t r l / N c o ~ ~ u ~ l  

Ir ul CCII~I.~~ tlc SHIIIII 

Avlsrr nI I'rtw~~ttlor 

No I.C~IICI.~~II 

Nrala 

Atcc~tlur u 111s ntlttllcm y 1111 solo N nlicos y c~ l~ lww. r t ln r  

(:oltslrllir 111111 d111lcu 

NlJhllCltO 

I 

I 

.I 

3 

N:ah 

A~II~IIIII a111c11o 

I)ur ~wctlicl~tu r ltnlos 

h l ~ u  n c c ~ ~ c a ~ l r l c ~ ~ l ~ ~  tlc ltn ONCb y IIU proc~~r)lores 

IA  ntcnci611 IIII st I m p ,  la 111ctllr111n cs I~nrr tn 



ANNEX G-2. 

PROSAMI Training 
Events Organized 

between 1991-1994 



PROYECTO DE SALUD MATERNA Y SUPERVlVENClA INFANTIL 
. . P R O S A M I  

CAPAClTAClONES DESARROLLADAS POA EL PROYECTO CON LAS ONG'S 



I I 

0177~s 30 OAN Vbll SINIHOV S3CIOOVNlOC1003 OM3A3 730 3C18HON 
S3U01 ONOWd 7VNOSWd 









NOMBRE DEL EVENT0 
0 

C. ASESORUS TECNICO ADMINISlRATWAS 
WOMOUAUUDAS SWRE PLAN/- - 

A. CURSO OE SALUD MATERNA Y SWERVI- 
VENCU INFANTU 

ASlSTENCU 
I DlRECTORES 1 PERSONAL PFK)MOfORES 

PARTERAS D E  SALUD 



, 4 t . .  

CAPAClTACIO~ES C o n 0  P W O  

A. EDUCACJON CONTINUA A PERSONAL TECNICO 

SMlinviorJkrrabr*.Icdlwa 

r * . . & U n i d ~ d e ~ ~ :  
I 

Pudk'p.ddn tamwrZrv . . 

s.kdmprod&~ 

SJudP.rirui.vNnrry 

. . C I # m w n r o y & ~ ~ ~ a k  

IRA 

EDA 

INMUN~CIONES 

k m a s  y CarPlb-d d d  Ropcto do k. ONG.8 

W&I.AntmO* 

m m  do B h r  

ASISTENCIA 

d 1 DIRECTORES 1 PERSONAL 1 PROIYOTORES 
PARTERAS f DPSALUO 

PRIMER SEMESTRE - 1994 



ASISTENCIA 

I 1 DIRECTORES I PERSONAL I I 





TABLE IX 
AVERAGE SCORES FOR BASIC TRAINING 49 PVO HEALTH PROMOTERS AND 7 TRADITIONAL 

BIRTH ATENDANTS. 
JAN - JUNE. 1994 

# 
NATIONAL NORM : SCORE REQUIRED FOR GRADUATION 

I # I I SCORE 
I 

01 1 1st. PROM I 9.00 
2nd. PROM 8.00 

03 o2 i 3nd. PROM 

J 
04 I 1st. TBA I 8.00 



ANNEX 6-3. 

List of Supplies 
Given to NGOs 



m, 

2. BIENES 

2.1 SlJMlNlSTnOS I MATEnIALES DE OFICINA - 5553H 1 

- 
OESCnlPClON ( CODlGO I UNIDAD I P~ECIO~CI\NT. I TOTAL 1 
- 

clips Medida Regular 

Heglas mdlrlcas de metal de 30 cm. .- 1 03030015 1 c/u e I 4.88 1 
I I L 

Llquldo corrector blanco 

Dlspensador para colocar !ape 

Faslener para papel 1' 

Engrftpadoras .- - 
Perforador de dos oriklos 

ARTICULO 
03030003 

03030004 

03030007 

03030009 

030300 10 

030300 14 

Sacapuntas de escrilorlo 

Rollos de tlrro 1 x 60 yds 

Papel Carbon lamafio catta 

'rljeras de 8" 

cJa1100 

1,ibreIas rayadas tam.carta 50 hojas 

laplceros punto mediano color negm 

Grapas medlda estandar 

Cuadernos ravados I 03030055 I ~ k I 5 0  1 C146.53 1 I I 

. . . -...- 
UNlTAnlO I 

e 0 . 7 0 1 1 - =  

C/U 

C/U 

cja150 

c/u 

C/U 

030300 16 

030300 17 

03030020 

03030035 

Folder Manlla tamaiio carte 

Papel bond 8 112'~ 1lW(carta) B-20 

lsplces No. 2 

Clnla adhesiva transparenle 03030058 rollo $8.46 I 1 

03030030 

03030032 

03030037 

e4.06 

e37.95 

t8.0 I 

e29.36 

t67.75 

clu 

clu 

cjaI100 

pk/100 

03030039 

03030040 

03030046 

TOTAL (2.1) - 5553H1 . . . . . 1 J 

- 

C 196.47 

. $4.44 

$23.45 

$6.35 

C/U 

cjall2 

cjaf5000 

Papel para compuladora 8 112 x 11' 

P R D ~ I  ~ a r a  Fax 

e4.17 

$7.76 

e3.48 

cJaf100 

res1500 

cJaf12 

427.47 

e18.57 

e 14.95 

03030070 

03030083 
cia 

Cnla C193.12 



t 

i s  b6quinas de escribir eleclrkas I 03030066 I C/U 1 C 1,823.92 ( 
, 

DESCRIPCION 

I Calculadora de Oolsillo 

pequeiias 

Voitaje~lrnpresora 

TOTAL (2.2) - 5553H1 . . . . . 1 1 

2.3 SlJMINlSTFlOS / PAPELERIA Y UTIlES PARA CAPACITACIONES - 555351 

CODIGO 
ART lCULO 
03030008 

030300 1 2 

03030022 

03030023 

03030025 

03030028 

03030047 

03030050 

03030052 

03030054 

0303006 1 

03030065 

I i J 
UNIDAD 

C/U 

C/U 

c/u 

cuerpo 

C/U 

C/U 

C/U 

C/U 

C/U 

C/U 

clu 

C/U 

OESCRIPCION 
- -- 
Carlulina 22 x 34 - 
Borrador de Pizarra - 
Yeso blanco -- 
Marcadores lam. regular negro -- 
Marcadores lam. regular azul - 
Marcadores lam. regular rojo 

Marcadores lam. regular verde - 
Marcadores lam. regular amatillo - 
Acetatos - para Transparenclas 

Rolaf. 'Crecimiento y Desarrollo' 

I7 otai. 'Reproducci6n Humana' 

Riotaf. 'Saneamtento B/Hlg. Personar - 
Rotaf. 'ParasRbmo InlestlnaP - 
Rotaf. 'Las Vacunas' - 
Rotaf. 'Super;tvencia lnfantir - 
Rotaf. 'Control DciarreaRehld. OraP - 

e 14,965.59 

411,417.29 

e 1,334.36 

$204.59 

$2,400.11 

$392.89 

t 1,309.72 

t668.79 

C349.44 

$104.54 

$238.71 

P ~ E C I O  
UNITARIO 

$33.85 

CODIGO 
ARTICULO 
0304ooO 1 

03040003 

03040009 

03040010 

0304001 1 

03040012 

0304 00 13 

030400 14 

030400 17 

03040018 

03040019 

03040020 

03040021 

03040022 

03040024 

03040025 

CANT. 

UNIDAD 

C/U 

C/U 

cja/l2 

cjall2 

cjall2 

cja112 

cja/ 1 2 

cjaIl2 

cja/lUI 

C/U 

clu 

C/U 

c/u 

clu 

cIU 

C/U 

- 

TOTAL PnEClO 
UNITARIO 

C 1.42 

$3.65 

e3.12 

$17.56 

$17.85 

t 17.59 

t 17.57 

$17.84 

t 1 23.72 

$123.50 

$437.62 

1 70.73 

$123.58 

$196.95 

$196.73 

t 124.90 

CANT. 



2.3 SUMINISTROS / PAPELERIA Y UTllES PARA CAPACITACIONES - 555351 (C0ntlnuacl6n) 

Rolaf. 'Alimentaci6n del NiAo' 

Rolaf. 'lnfecciones Res~.Aaudas' 

Form. Pre-Tab. Mens Vacunacion 

Form. In!. Mens de Activldades/ONG --- 
Form. Inf Trimes. de AclivldadesKING 

Form. Reaistro de Defuncldn 

Form Inl. Trim. De Act. del TrablSalud 

Libro 'Aprend. a Promover la Salud' 

Form. Pre-Tab Diario de TrabISalud 

Form. Tab. Diario P11nf.Mens.T.Salud 

Form. Tab. Trimes. de Mortalidad 

Poster Manejo del Paciente con Diarrea 

Libro Donde No Hay Doctor 

Fic has Familiares 

Rolaf. 'Junlos Contra el Cdlera' 

Atkhes Alt.Niiro TosIDif. Para Resphr 

Aliches All. Niiro Prob.Oldo/Garganta 

Hojade Crecimiento Niiros 

Hoja - de Crecimiento NiAas 

Manuales Para Parteras - 
Rotaf. Riesao Reoroductivo 
- -- 

Rolaf. Preu.Las Enferm. Sexuales 

RotFactores de Riesgo Reproduct. 

Ubro - 'Prog.Nac.lnteg.Sa1ud Matemr' 

notat 'SIDA' 

Libro 'Tecnicas Particlp. p/Educ.Pop.' 

Afiche 'Esquema de Vacunaddn 

Folleto 'Porque es mejor Lac.Mater.' 
Folleto 'Supervivencla lnfantir 

Folleto 'Las vac. evitan entermedad.. 
Libro 'Buscando Remedio' 
Folleto 'Culde su embarazo' 

Folleto 'Estamos er 6ontrol lnfantir 
Folleto 'Como evitar loo oarasilos' 

CODIGO UNIOAD PRECIO CANT. TOTAL 
TlCULg~ UNufl IO 

03040036 C/U $0.1 1 

03040037 C/U t0.34 

03040038 C/U $0.17 

03040039 C/U $14.59 

03040040 C/U $96.09 

03040042 clu ~0.17 



"."& 

2.3 

82 

53 

64 

ss 
sa 
57 

a8 

so 
ao 
a1 
a2 

63 

84 

as 
aa 
67 

se 
so 
70 

71  

72 

73 

74 

7s 

70 

n 
t o  
70 

so 

s i  
02 

sa 
M 

8s 

8s 

SlJMlNlSTfIOS I P A P E L . ~ A  Y UTllES 
..- 

OESCRIPCION ----- 
Follelo 'Cuidador A.y D del pahorn 

Follelo 'Mama, lo que tu nlno desea* 

Follelo 'Como prev y Ira1 deshldral.' 

Follelo 'Asi evlamos lab efermedad.' 

- Foileto 'La hlgiene personar 

Follelo 'Una vivlenda llmpia' 

1 abla Con Clip 

Librela/Papelografos P I  

Papel Bond Pliegor 

Form. Registro de Referenciar 

Hoja de Evaluaci6n Trimestral 1995 

Camel de la Embarazada 

Camel del Niiio 
Cuadros de Evaluacldn de CornponentesC 

Form.Hoja de Vigilancia Ernbarazada. --- 
Form.Tab.Trimes1. de Referenclas* 

Hoja de Parto, Post - Parto - RN 

Leminatio de Maletno - lnfantil 
Llbro de Atencl6nlEmblParto/Bajo R. 
G d k a s  de Coberlura de Vacunacldrr 

Formulario de Vigilancia Epldemlolc5gka 

Hoja de Registro de Alencloner 

Censo de Alencioner . 
Hfp6lesls y Activ. a Supervisar con Prlor. 

Necesidades Medidas a Adopter 

TarJelar Inlegradar Materno-Infanti - 
Tarjetas Vacunaci6n 

Laminas (17) Lactancla Matema 

Afiihes Lactancia Materna 

Folleto (18) Lactamla Matema 

Ubro '1 - 6 ahor de Vlda' 

Aflche 'Salud PrenalaP 

Guh Lactancia Matema ProbJMadre 

Atiche Consejos Prdcllcas Lac. Matema 

Talonarlo Referencbs,lAkaldla~ 

E 07 

PARA 

CODIQO 

Aflf lCW.0 
03040d80 

03040085 

03040090 

03040095 

03040 100 

03040 105 

03040 109 

030401 16 

03040 121 

030401 25 

03040 127 

030401 28 
03040 129 

03040130 

030401 32 

03040 134 

03040 135 

030401 37 

03040 138 

03040139 

03040140 

03040 141 

03040 142 

03040143 

03040 144 

03040145 

030401 46 

03040 147 

03040 148 

03040 149 

03040 150 

03040 15 1 
03040 152 
03040153 

Talonario ~ a r j e l h  de Referenc.(Parler.)* 

CAPACITAClONEb 

UNIDAO 

C/U 

clu 

c/u 

C/U 

C/U 

C/U 

c/u 

c/u 

clu 

C/U 

C/U 

c/u 
C/U 

Juegos (6) 

C/U 

C/U 

C/U 

C/U 

c/U 

C/U 

c/u 

C/U 

C/U 

C/U 
clu 

C/U 

C/U 

Juego 

Juego 

Juego 

c/u 

d u  

C/U 

C/U 

ea Manual del Vacunador 

03040 154 

03040155 

- 555351 

P~ECIO 
UNITARIO 

$2.10 

40.44 

$0.44 

40.44 

$0.44 

C0.44 

~11.67 

e47.60 

$0.60 

$0.1 1 

2.05 

$0.83 

e l  .lo 
$1.20 

$0.38 

40.1 1 

$0.15 

$11.33 

C65.31 

47.24 

0.20 

0.20 

0.30 

0.20 

0.20 

0.15 

0.10 

14.71 

7.00 

17.50 

95.00 

6.00 

2.53 

6.52 

Precios Sujelos a Revlsl6n 
I 1  

03040156 

C/U 

C/U 

( C 0 n t i n u a ~ i 6 ~ )  

CANT. 

20.00 

20.00 

- c/u 

TOTAL 

TOTAL 

1 5.00 

(2.3) - 555351 . . . . . 



. 2.4 EQUIP0 DE CAPACITACION Y MATERIAL EDUCATIVO - 5553J1 

s Relroproyector I- 1 03040055 ( d~ 1 ~1,604.831 ! 
I I I I 

t 

2 

3 

4 

TOTAL (2.4) - 555351 . . . . . I  ERR^ 
2.5 SUMINISTROS MEDICOS - 5553L1 

OESCRIPCION 

Megalonos 

Prpyeclor de Slides - 
Mochilas 

Pizarra plyeso (1.20 x 80) 

s 

7 

8 

Q 

to  

CODlGO 
ARTlCULO 

03040002 

03040026 

03040030 

0304004 1 

Uniformes 

Zapatos 

Cronometros 

R6lulos Para Promotores 

Cartapaclos 1 '/,' 

DESCRIPCION 

Jeringas Desechables 3 cc/lm 

Jeringas de Tub., (lcc,26g x 3/83 

Depresor de Lengua InfanlU 

Jeringas Desechables (3ccf1.53 

Hisopos 6' 

Cinta Mdtrica p/infarrtes 2 mts. 

Clnta Umbilical, 25 yds. por j am 

Jab611 Llquldo anlis~plico (verde) 

Agod6n esleril 1 lb. 1 Tx10 pies 

Gaza rollo (9' x 1 Oyds) 
Banda adhesiva, 1 ' x 3' (curiftar) 

Bandas Eliislicas (3' x 5yds) 

Vaselina Blanca 

Guantes Desechabler (medianos) 

Alcohol, isopropyl 

Esponja Gaza Esteril(4'x43 

Esparadrapos (1' x l0yds.) 

Capas para lluvia 
Toatlas 

I r , Tripoide Para Papeldgrafo 1 03040119 

UNIDAD 

C/U 

C/U 

C/U 

C/U 

03040 106 

030401 11 

03040 1 13 

030401 14 

03040 1 1 5 

TOTAL (2.5) - 5553L1 . . . . . n 

CODlGO 
ARTICULO 

03060001 

03060002 

03060005 

03060006 

03060007 

030600 1 2 

030600 13 

03060016 

03060017 

03060018 
03060020 

03060022 

03060029 

03060031 

03060032 

03060041 
03060047 

03060050 
0306005 1 

C/U 

PRECIO 
U r n 1 0  

4378.30 

t2,870.68 

499.82 

C299.40 
I 

C/U 

Par 

C/U 

C308.07 

UNIDAD 

cja/lW 

cjaj100 

cJa/IW 

cjd100 

cJa/lOO 

C/U 

rollo 

gal. 

r o b  

rollo 

Cja/100 

rotlo 

Bts/lS or 

cja/100 

gal. 

cjd25 
rollo 

C/U 

C/U - 

t 200.00 

c 160.00 

C 195.00 

CANT. 

PRECIO 
UNlTARlO 

C41 .99 

C39.81 

$27.73 

$41.82 

C32.13 

$2.99 

$42.20 

$52.21 

C52.39 

$42.49 

$22.20 

$1 1.57 

t 12.63 

C82.41 

$70.19 

C26.04 

916.14 

C94.66 
~9.73 

TOTAL 

d 

% 

C/U 

C/U 

t 140.00 

t21.96 

. . 

CANT. TOTAL 



,,.".,," 

2.6 EQUIP0 MEDICO - 5553L1 

DESCRIPCION 

Balanza clfnica rndlrica .- 
Balanzas Colganle Pedlatrica 

Tijeras de vendas (7.9) 

Tensi6rnetro manual 

Esletoscoplos dbl cabeza neg. 

Term6rnelro/Oral (T) 

Term6rnelro/Rectal ("C) 

IBombillo de Succi6n (perilla) 

Termos para vacuna Hem #3504/38 

IPinguinos .- 

IBaterlas p/lenlernas 

lfnternas de rnano rnodelo 2014 

fallimelros 

13alanzafparteras 

Bbsculas para baiio 

Coclnas de gas cllarnbo 

Sbbanas 

Preclos Sujetos a Revisldn 
2.7 MEDICAMENTOS 

IVgorifico para vacunas (4 pies) 

,Juego de Atenci6n Perlnalal .- 
'njera .- para cord6n umbilical 

Ofla de 2 lilros 

Huacal de Alurnlnlo PlLavar Manos .---- -- - 
Mascatla Atencl6n Parlo .- 

CODlGO 
ART ICULO 
03060003 

03060004 

03060008 

03060009 

030600 10 

030600 1 4 

030600 1 5 

03060030 

03060034 

03060035 

03060038 

03060039 

03060040 

03060044 

03060046 

03060053 

03060055 

TOTAL (2.6) - 5553L1 . . . . . r--l 

03060056 

03060 123 

03060 1 26 

030601 27 

03060 128 

03060 129 

f 
DESCRIPCION 

r Sulfalo Ferroso llquldo 125 mglml 

2 Vitaminas Prenatales tabktas 

UNIDAD 

C/U 

C/U 

C/U 

c/U 

C/U 

C/U 

C/U 

CIU 
C/U 

C/U 

C/U 

clu 

C/U 

C/U 

C/U 

C/U 

C/U 

' Acetarnlnofen Jarab (160mgl5mI) 
i 

Subto Albuterol Jarabe 2 rnglS ml 
P 

Sales de RehldtytaclrSn Oral, 27.9 gms L 

Trimetroprin Sulfa (Jarabe) - 
Lo- Femenal - 
Acelaminofen Tablelas (500 mg) 
L 

C/U 

C/U 

C/U 

C/U 

C/U 

C/U 

CODlGO 
ARTICULO 
03050003 

03050004 

PRECIO 
UNITARIO 

ei,293.19 

e287.07 

(136.19 

t118.17 

t46.48 

t6.16 

t7.87 

t10.51 

4123.12 

$11.67 

e2.94 

t12.44 

t 149.7 0 

e74.62 

$66.24 

(603.78 

t34.61 

03050005 

03050009 

030500 10 

0305 - 00 1 1 

030500 1 4 

030500 15 

- - 

C2,207.55 

$56.59 

t160.00 

t50.00 

t 14.00 

43.00 

UNIDAD DE 
MEOIDA 
Bt x 50 rnl 

Bt x 100 

CANT. 

TOTAL 

Btx 118ml 

Bt x 473 ml 

C/U 

Bt x 100 rnl 

cjaI100 

cja/100 

- 
TOTAL 

- 

- 

J 

- - 

------ 



DESCRIPCION I CODlGO I U N I D A ~ ~  I TOTAL 1 

Vilarnina 'A', Capsulas 60 rng 200.000 U.I. 1 03050035 1 Bt x 100 cap I I 

0 

Bacitracin 500 unlgr. 030500 17 

Loci6n Lindane 1% 030500 18 

Amoxicilin Jarabe 250 mg15ml 03050020 

Tolnoflalo Soluci6n 0305002 1 

Condones 03050022 

Crerna vaginal Triple Sulfa 03050023 

Salbutamol inhaladores -- 03050024 

Telraciclina Ungijento Onalmica 1% 03050025 

Arnoxiciliria (500mgs/c6psulas) 03050026 

Crema Vag. Fung. Clotrimazole 03050027 

Acetato do Aluminio (Domeboro) -- - 03050028 

Mebendazole suspensldn (100 mg ml) 03050029 

Metronidazole - suspensldn 125 mg/ 5 ml 0305003 1 

Clo~fenirarnina Maleate 2mgl5ml 1 03050045 1 BIx118ml I I 

.2.8 EQUIP0 DE AGUA Y SANEAMENTO - 5553M1 

IDA 

Tubox 14.17 gr. 

Bl x 59 ml 

BV150ml 

81 x 10 ml 
Cia/ 100 

Tubo x 78 gr. 

C/U 

Tubo x 5 gr 

cja/100 

tub0145 grms 

Cja de 100 tabletas 

Bt 30 ML 
Bt I00 ML 

I 

1 

2 

3 

4 

5 

6 

TOTAL (2.8) - 5553M1 . . . . . n 

DESCRlPClON CODlGO 

5- - C 

TOTAL (2.9) - 5553N1 . . . . . n 

UNIDAD CODIGO 

1 

2 

S 

UNIDAD 

- 

DESCRIPClON 

- 

4 1  

PRECIO 
UrqJJlgIlO 
C 

9 

c 
e 

PREClO 
UNlTARlO 
e 
e 
c 

- 

e 
e 
C 

CANT. 

CANT. 

- 

TOTAL 
I 

TOTAL 

--- - 



6.2 GASTOS DE vIAJE/TAT*PO~ITE PERSONAL AOMINISTRATIV~ - BRMANENTE - 5614D1 

3.3 PAGO DE VlATlCOS PERSONAL ADMINISTRATIVO PERMANENTE - 563401 

PERSONAL 

4 

TOTAL COMPONENTE 3 - PERS. ADMINISTRATIVO. . . . . 
(Sumatoh Tolales desde 3.1 hasta 3.3) 

n 

TOTAL (3.2) - 561401 . . . . . . n 

NUMEnO 
PERS, 

PERSONAL 

TOTAL COMPONENTE 4 - ADMINISTRACION . . . . . 
(Surnrloria l o t i 1  4.1) 0 

TRANSP. 
POfl DlA 

C 

e 
e 
e 
e 

TOTAL (3.3) - 563401 . . . . . n 

NUMERO 
PFRS. 

1 

2 

3 

DlAS POR 
PERIOD0 

VlATlCOS 
POfI DIA 

e ,  
e 
e 
e 
$ 

TOTAL (4.1). . . . . 
Precios Suielos a Revlsi6n 
--- 

n 
- 

DESCRIPCION 

Alquller 

Seguro de Vehkulos 

Seguro de Molocicletas 

TOTAL 

DlAS POR 
PERIOD0 

CODIGO 
REPORTE 

5195P1 

5275F1 

5275Q1 

TOTAL 

TOT. ANU6 
OfIUTO 

$880.00 

t 10,614.89 

C1,139.05 

% 
PROSAMI 

1 



ANUAL (2.10) - 555301 . . . . . [ I 

I 

2 

s 

OTROS BIENES - 5553Y1 

, 

OESCRlPClON 

- 
Cascos Motocicletas 7 112' 

Cascos Motocicletas 6 718' 

Cascos Motocicletas 7 114' 

ANUAL (2.1 1) - 5553Y1 . . . . . 1 ] 

OESCRlPClON CODlGO UNIDAD PREClO CANT. 
ARTICUO 10 

Mulas 0301 0002 C/U C3,OOO.OO 

TOTAL COMPONENTE 2 - BIENES . . . . . 1 I 
(Sumatorla Totales desde 2.1 haste 2.1 1) 

COOIGO 
ARTICULO 

03020002 

03020004 

03020005 

TOTAL 

-. " 

3 PERSONAL ADMlNlSTRATlVO 

3.1 SALARIOS PERSONAL ADMlNlSTRATlVO PERMANENTE - 501401 

UNIDAO 

clu 

CIU 
C/U 

PAESTACIONES LABORALES . . . . . 
I -9 

PRECIO 
U r n 1 0  

$757.28 

(756.72 

$757.24 

1 

2 

3 

4 

5 

TOTAL (3.1) - SO14D1 . . . . . I I 

CANT. 

SUB-TOTAL.. . . . 

PERSONAL 

TOTAL 

TOTAL 



ANNEX 6-4. 

NGO Ratings 



,I- .." . 
M/\I  t l lcl '  , tlt=ALI t I A N U  bttILU b u t ( v l \ r .  , ~~IUJC- I 

JULY 1994 
PARISION OF IMPACT AND PROCESS RATINGS IN TECHNICA 

( KNAPP 1 0 
--.___-___-__-_- ---_ .-__ 3 

AVEMGEI: 6 .-- i 
AOEMUS'A c 2 

. 
_ ROUND 
FlnST .. 

1 

i 

I 
I 
I 
1. 
1. 
[. 

C 
C 
I-' 

PVO 
ADIIU 

AGAPE 
ASAUI l 
ASAPT)OSAR 

0)OCESJS --- 
FUNOEUOM .- 
OEF ' 

OFnODE -- 
rnocrrli~s 

C 2 

COSDECSAM C 2 

FASTMS 8 3 

A 4 

COOECA 

COOECO~TA 
CODECUS 

CODELUM 

I o n M u s h  

PADECOMSM 

Procoss 
Rallnq 

0 3 
A 4 

A 4 

C 2 

0 3 -.. 
C 2 
B 3 

8 3 

-. 
AVEMGEI 

Qtr. nating 
Impact 

8 3 

0 3 

8 3 --- 
B 3 
C - 2 

C 2 
B 3 

C 2 
B 3 _-__-__-_ 
- 0 - 3 - 
8 3 

B 3 

0 0 

8 3 -- 

- ---- - 
SECC !ID 

8 3 

8 3 

0 3 

C 2 

NO. IN o i .  I s 
% IND ' - I nr 

C 2 -_-- - 
6 3 ----- ---. 
B 3 

0 3 - 
0 3 

B -- 3 

---- 
AMCS 

ASADEll 

ASPS 1 
CAWA - 

C 2 

C 2 
C 2 
C: o 

l ~ n o a n ~ s o  ----- 
AVEMGE! ---- 

MOHTll AVEMGE 

NO. IN c i I r r  
X l H C  t' 1 31% - - 

! 

C .-- 2 

B - 2 

8 3 

Data based on raling horn l h s l  quartu 

MAQ. MEC 



& ~ i c  L t t t ti-.p t dt.m a i. a m p  r 
R SULTADOS DE EVALUA ION TRIMESTRAL DE ONGs 

UNIDAD: TECNICA 1 er. Trimestre. 1994 MES: ABRIU94 





MA r EHN~~"WALTI I  AND WILD S U I I V I V A ~ ~ ~ R O J E C T  
1994 

P W  MONTHLY RATINGS OVERALL 

(0. MEC 



4 

MAW. MEC 



MATEHNAL HEALTH AND CHILD SUflVlVAL PROJECT 
1993 - 1994 

PVO QUAi7TEnLY RATINGS IN TECI 1NICAL AnEA 
AVG 1994 AVG 

FUNUEMUN - -. -- 
OEF --- 
OPWDE 4 A 2 

A\ ---- ---- 
SECOND 

- 

!EJAGE -.-- -- I B  - S I B  3 1 0  .- I. s l a  s l e  3118 a l e  s l  I -- I., 
l e 

C A W  -- 
CllES 

CONAMUS 

FUMA 3 A 4 

FUNDESO 

KTJAPP -- 
:RAGE -- l e S I A  4 1 ~  J 

AM9 - 
ASEl 

-.---.--- 
CODECA -- 
CODECOSTA - 
CODECUS 

PMECOMSY I I I 
PmGRESO A 

AVEMGE I I I A A 4 , l c  2 

MONTtI AVEMGE 1 8 S B  3 0  3 l A  4 l A  

No. IN D 1 0  0 0 1 0  1 0  

% IN D 1 0% 0% 0% 1 0% 1 0 %  17%- 
4-+F 
I 

No. IN C I 4  1 2  1 1  I 1  1 1  1U.L- 
,%IN C 1 1 1 1  2 I % 58% 

MAQ. MEC 



SECOND 

I-"., 

MATE' AI- I IEALTI-I AND CI IILU S U ~ V I \  . I~CIUJLL I 
1994 

PVO MONTHLY RATINGS I N  FINANCE 
PVO JAN 

A D I  !U 10 1 

AGAPE A 4 -.--------.-.I 

FUNOEMUN 
OEF 

- --.-----. --.- --. 
Fi%EES 1; -- --.---- .- - . .  
;!?w .==--.-.- I 5-2 
AMCS 0 1 .- . - - - - - - - . - - -- . . - - - . - 
ASADE ti B 3 --- -- 
ASPS - D 1 ----- 
CALMA D 1 . - - - - . . , - - - - . - - . ---. - 
ClnES B 3 .-- . . -._--.- - ..--- 
CONAMUS D 1 
,--- -. - - . . 
FUMA D 1 - -  
FUNDAC D 1 
__.___ -_-<. 

FUNOESO 8 3 
. . . .. -1 .. .. . -~ - . . - 

KNAPP 
______.___ _._... J-QJ 

C 2 . f i ! S E E !  -z. 
AMS 
-. -.----- 
ASEl 
ASlPES 
CODECA -. ----..- 
CODECOSTA I D  1 
.- .-. - -.-- ---. . - -.-- 

B 3 *---.------ --- 
F@DEPnENS A 4 
IDEA 0 1 - - - --- - --- 

. Ja 
e P P P - -  

% IN D I 64% - - - - - . - . -- -- -- 
No. IN C -=--- -- . - - - - ---. -.-- - I 1  

- % IN C 1'3% 

. I I l l  I l l  - 1 - 1 1 . 0  I 

MAQ. MEC 



MATEHNAL I-IEAL'I I-1 AND C;l.IILD S U l  tVlVAL PIiOJECT 
1994 

PVO MONTIILY RATINGS IN COMMODITIES 
MAn I APflI MAY I JUN I JUL I AUG I SEP I OC r I NOVl DEC 1 AVG. Yfl. 

- 
FEB - 
8 3 . -- 

FUNDEMUN 

------ 
A\ ---.. .- --- 

SECOND 
ASADEI I -- 
ASPS 
CALMA . ---- 

8 3 8 3 1 8  318  3 1 8  3 1 8  31 I 1 I 18 3 
8 3 8 318 318 3 8 3 -41 I 1 1 8 3 

e ~ j j c 2 1 ~ ' ~ ~  -- .-. - I I 1 B 3 
A! -- 

THIRD 

ASEI A 4 1 8  3 .--.-.-----. 1 .--.- 
ASIPES A 4 8 3  -- ---- - -- 
CODECA I C  21C 2 - --- - . -. -- - - . - - .- - - - . - 

FAST RAS 

AVERAGE 1- 
-2- -- 

MONTtI AVERAGE ----. l e  3[- 

09- Sep - 94 MAQ. MEC 



ANNEX G-5. 

Distribution of 
NGOs to PROSAMI 
Technical Advisors 



PROYECTO DE SALUD MATERNA Y SUPERVIVENCIA INFANTIL 
PROSAMI 

DlSTRlBUClON DE ONG's Y COMPONENTES TECNICOS POR ASESOR EN IA DlVlSlON TECNICA 

CODECUS I 3 # CODEC4 1 3 #OE.F. 1 1  
~ a l u d  Perlnatalretcirniento y Desarrollo I C.T. E D A .  1 CT. 

RINDEMUN I 1 2  
NP~DEPRENS I 1 ((ASADEH 1 2  
ADEMUSA I ; ~ICODECOSTA 3 

' I r Dr- Ricardo Gonz&lez.aLL.Rondail. DcJuan -Manuel Godoy. I Ronda IEDriMiguelAn~el Linares t Ronda 
COSDECSA!! I 3 I CODELUM I 3 l i -  1 

NNDAC 1 2 I)OPRODE I 1 lico~us I 3  
Particioaci6n Cornunitaria I C.T. # Salud Materna I I lnmunitaciones I C.T. 

I:,>, tic. Miriam Henriaoez 2.-I Ronda 1 

2 
2 

1 -L 

CIRES I 2 IPADECOMSM . 1 3 ( ~ A P P  

I AGAPE 1 1  
FUNDESO 1 2  I 
I I .R.A. I C.T. 1 

 CONA AM US 
(ASALDI 

FASIRAS 
PROCADES 

3 RAMS. 3 
1 ~ I D W  I 3 



ANNEX 6-6. 

Supervisory Instrument 
Used by PROSAMI 
Technical Advisors 



PROYECTO DE SALUD MATERNA Y SUPERVlVENClA INFANTlL PROSAMI. 1994. 
CONTR~L DE AGCiONES BASGAS DE LA ONG P A M  Ei REPORTE DE VlSlTA DE CAMP0 DE LA DIW3ON TECNICA 
ONG: 
LUGARES) VISITADO(S): . . 
~SESOR TECNICO: TECNICO(S) I 

ASPECTOS A SUPERVISAR 
* 

Planea sus actividades de acuerdo a un diaenhtico situational 1 1 1 1  
Cumole coa las metas scairn lo phneado en su ONG I H I  w I 

Las actividades de supervisidn cumplen con 10s criteria 

ticnicm corrcspondicntcs (pIanucion. ejccucian. repimicato) ( 1 1 1 
r 

Se time grifica actualizada de indices de EDA e I U  1 1 1 1  
Se tiene grif ca actualizada de coberturas de vacunaci6n 

Se tiene archivo de control matemo infantil actualizado I I H  
I 

Se utilin un mapa de ricsgo actualizado para la programaci6n 

de las actividades Y la vkita domiciliar. 1 1 1 1  
Hay disponibiiidad y buen uso de equipo y suministrw en el mm 
nivel comunihrio. 1 1 1 1  

Hay disponibilidad de transportc para el equipo supervisor I I I I  
Se cumple con las acciones bisicas para cada componente 

3e realizzl coordinaci6n con otras instituciones 

I 
rodos 10s promotores son diplomados del cuno bisico 

rodos 10s ticnicos son dip1om;ldos por PROSAhII. 

NG: 

Aplican 3 W i t o m -  3; 2= 2; 1- 1; ninguno= 0 

Aplican 3 bmbitom= 3; 23  2; la 1; ninguao- 0 

Embarazadas + C r s c h .  y Des. + Inmunf zac.= - 

Hedicamentos + Equipo + Papelerla= 3 

Se r e a l i z a  = 3 .  lo se r e a l i z a  = 0 

Podoa = 3; l a  m y o r l a  = 2; 'la &orfa = 1 I 



I 

I 
i ANNEX G-7. 

I Supervisory Instruments 
I 
I 

Used by the NGO 
I Supervisors for 
I Promoters 
I 



- - 

IPARA RESPONDER UllUCE X 1 D 
PROYECTO DE SALUO MATERNA Y SUPERVlVENClA INFANTIL PROSAMI. 1994. 
INSTRUMENTO DE SUPERVlSlON No. 
LISTAS DE CONTROL DE ACCIONES BASICAS DEL PROMOTOR 
ONG: MUNICIPIO: CANTON: 
SUPERVISOR: SUPERVISADO: 
Salud Reproductiva I Sl 1 NO I OBSERVACION, COMENTARIO 
Utiliza adecuadamente la Hoja 
de Vigilancia del Embarazo -1 
Calcula correctamente la FPP 
Toma T.A. correcttmente I 
Usa la gr5fica de Altura Uterina 
Usa la gr6fica de ganancia de p 
Clasifica correctamen te el ries 
durante el embarazo 
Da orientaciona sobre: 
- Alimentaci6n y embarazo 
- Higicne pcnoaal 
- Preparaci6n para fa kctancia 
- Signos de p e l i p  del embarazo 
Convoca a1 siguiente control 
Utiliza adecuadamente la Hoja 
de Vigilancia del PuerperidRN 
Da orientaciones sobre: 
- Lactaucia Materna 
- Higiene y protecci6n del perin6 
- Aiimentaci6n y puerperio 
- Sign- de peligro del puerperio 
- Espaciamiento del siguiente 

embarazo y cuidados del RN 
'Salud Perinatal OBSERVACION, COMENTARIO 
Se lava las manos antes de 
manipular a1 reciin nacido (RN) 
Pesa correctamente a1 RN 
Llen6 contctamente la hoja de 

. 
registro del reciCn nacido 
Tom6 la temperatura axilar a1 RN A 



w 

OhKm correctamente a1 RN 
en busca de cianosis o palidez 
Explor6 conectamente el mu5611 
umbilical. 
Utiiiza correctamen te 1os 
laminanos sobre Bajo Peso e 
Infecci6n deI RN 
Explord a1 RN en biisqueda de 
anomalias conginitas 
Dio orientaciones sobre: 
- Cuidados del reciin nacido 
- Lactancia Materna 
- Referencia a1 establecimiento 

Crecimiento y Desarrollo ,I Sl I NO 1 OBSERVACION, COMENTARIO I 
1 

Pcsa y talla correctamente a1 niiio I I I 
Usa correctamente el @6co de 

crecimiento kico del niio 1 
Cowoca a control de seguirniento 

Clasifica conectamente el estado 

1 nut~icional del niio. 1 1 1 

Da orientaciones sobre: 

- Alimentaci6n del niiio segirn 

la dad .  

- Inmunizaci6n del nifio 

- Desarrollo y cstimulaci6n 

temprana del niiio. 

lnmunizaciones OBSERVACION, COMENTARIO - 
Revisa conectamente el carnet 

1 del niio. I I I 



je tratarniento del niiio con tos 
Da orieabci6n sobre: - Los cuidados en el hogar t 

(F-A-L-T-A-N) 
- Como administrar el 

medicamento en el hogar - 
- Referencia. I I 
Coavoca a1 seguirniento, segCn 

comunidad sobre los problemas 

y logros en salud que se tienen 
> 



I 1 I 

u?!q~ao:, op!qq q !s eran%ad 
omoa q rC pep:, q a@as op!a la 

la- o iaqaq apmd !s qnnhd 
sol am oE!a pp pep;, q ap% 
mg$ p qnamq:,auoa a%g3 

p OlHVlN3W03 'N013VAU3S80 sepn6y seuoae~!dsatj I 'mjul 



'ROYECTO DE SALUD MPOXNA Y SUPERVIVENCIA INFA IL PROSAMI. ,994. 
'NSTRUMENTO DE SUPERVISION No. 
~.ISTAS DE CONTROL DE ACCIONES BAS~CAS DEL PROMOTOR 
ONG: MUNICIPIO: CANTON: 

LIen6 concctamente la hoja de 
-e)ristro del reciCn nacido 
rom6 la temperatura axilar a1 RN 
3bserva correctamente al RN 
sn busca de cianosis o palidcz 
Explor6 conectamcnte el mu86a 
umbilical. 
Utiliza correctamente 10s 
laminarios sobre Bajo Peso e 
(nfecci6n del RN 
Explorci aI RN en bfisqutda de 
anomallas con~Cnita; 
Dio orientaciones sobri: - 
- Cuidados del reciCn nacido 
- Lactancia Materna 
- Referencia al establecimiento 

de salud v alcaldia 

3* 



Motiva a la comunidad para la 

?revenci6n de las enfcrmedades 

Promueve la participacibn de la 

:ornunidad en la deteccibn de 
I 

MP, planteamiento y ejecucibn I I I 

Facilita la organizacibn de comitb 

de apoyo en la carnunidad. 

4plia el enfoque de riesgo para 

prestaci6n de senriciod por visita I I I 



ONG: MUNICIPIO: 
SUPERVISOR: 
(VIGILANCIA . DE . EMBARAZADA - I , Detecta todas las embarazadas de su I 
, irea. 
Cumple con Niimero de atenciones 

I seg6n normas. 
I Usa Hoja de Vigilancia de Ernbara- 

- 

I zada. 
1 Calcula correctamente la FPP. 
I 

I 
Calcula correctaniente amcnorrea. 

'Toma T.,A. correctaniente. 
I I 
(Toma Allura Uterina correctamente.) 
I 
I Usa la griifica de Altura Uterina. 

' Usa la grlfica de ganancin de peso. 
I 

I 

I Investiga signos de peligro en Embat  
I razada. 
4 Clasifica correctmnente el peligro 
durante el embarazo. ! 

I - Higiene. 
- Lactancia. 

I - Signos de peligro del ernbarazo. I 
I Verifica 1.a comprensib d e  las orient 

Entrega vitaminas, expliando su 
I 

I 
I Sefiala fecha del siguiente control. I 

I ~ e ~ i s t r a  ;a tenci6n en sistema infor- 
macibo. 

I~stablece: una relacibn de mutuo , 
I respeto con quien rccibe su atenci6n.l 

CANTON: 
SUPERVISADO: 

I NO OBSERVACION, COMENTARlO 



PRoYECTO DE SALUG~~ATERNA Y SUPERVIVENCIA I-NTIL. PROSAM!, ,994. 
~NSTRUMENTO OE SUPERVISION No. - 

L ~ ~ T A S  DE CONTROL DE ACCIONES BA-S DEL PROMOTOR 
ONG: MUNICIPIO: CANTON: 
;UPERVISO~: SUPERVISADO: 
nfec. flespiratorias Agudas -- 
EIige correctamente el grhfico 
;egGn la edad del nifio con tor 
Pregunta si puede beber o comer 
:I nifio segGn la edad y la norma 
hegunta - si ha lmbido convulsicin 
Zuenta la lrecuencia respiratoria 

mespira toria 
Reconoce la respiracicin rdpida 
g i n  la edad del n i io  con tos 
3bserva correctamente a1 niiio 
Jars ver si tiene tiraje 
Zlasifica conectamente la IRA 

Da orientacien sobre: 
- Los cuidados en  el hogar 

(F-A-L-T-A-N) 
- Como administtar el . 

medicamento en  el hogar 

:n el niiio con tos 
Utiliza correctamente 10s grdficos 
je tratamiento del niiio con tos 

SI 

* 

I 

4plica la tCcnica correcta para 
I I 4 conteo de la frecuencia 

I 

4 

! 

- Referencia 
Convoca a1 seguimiento segiin 

i 

I- 

NO 

j 

t- + f 
norma, 
Enfermedad D M i c a  A ~ u d a  
E n i e l  tiempo deevoluci6n 

. OFJSERVACION, COMENTAR~O 
1 

I 

1 

Pregunta pot sangre en las heces 
Usa corrcctamentc el gri4fico para 
clasilicaci6n y tratamiento de EDA 
Explora correctamente 10s 
signos de deshidrataci6n del d o  
Clasifica correctamente la EDA 

SI 

I 

1 
Selecciona conectamente 10s 
Planes - de Tratamiento 
Plantea el seguimiento conecto 

Da orientaci6n sobre: 
- Carno meuarar v dar TRO I I 1, 

I -- 
NO 

" ti 
I 

I 

1 
para cada caso. 
Entrega suticientes SRO I 

K ~ 1 J 

- Alirnentaci6n durante la diartea 
- Sienos - cle peligro y referencia 
- Ilieiene v saneamiento 

I 

I 



INSTRUMENTO DE SUPERVISION No. 

1' LISTAS DE CONTROL DE ACCIONES BASICAS DEL PROMOTOR 

MUNICIPIO: CANTON: 

I L -mueve la organizacidn de comitds I 
9 grupos de apoyo - en la mrnunldad. 
rlene a1 menos 5 voluntaries activos por 

r 
:omunldad. 
rlene censados 10s recursos humanos 
materialas de la comunidad. 

komueve la participaci6n de la comu- 
ddad en la elaboracibn y manejo del 

:urnpie con las capacitaciones para la 
~revenci611 y manejo de casos de riesgo I 
m la madre del nliio. 
9ctualira e l G a  de Riesgo junto al 
:omlt6 o rniembros --- del voluntariado. 
Planifice como minirno 2 asambleas al 

1 

Bno con la comunidad, 
3rganita un slstema de apoyo para el 
trdado de enfermos en estado grave. - _  -_ - -  - .-.- .-..- 
LLeva a cab0 la participaci6n active --ti- de 
la comunidad en la elaboraci6n del / I 

dd las actlvidades dd proyecto. 
Ejecuta las actividades del plan con la 
pirticipac16n activa del voluntariado y 
otros agentes -- de salud comunltarios. 
Proporciona apoyo a las actividades del 
voluntarf ado. , 

Planifica con 10s voluntarlos las actlvi- 
dades -- a reallzar. 
Promuevce la autogesti6n de la comuni- 
dad. 
Reglstra informaci6n en sistema de lo- 

i 
gros. , 
Coordlna con otros actores sociales 

- 
(MSPAS, ONG, Iglesia, etc.), otras acti- 
vldades pro- mejoramlento comunita- 
r lo. I I I - 



ONG: MUNICIPIO: 

hvestiga si hay signor de peligro 

,Lena lioja de inforniaci6n de parto 
I 

VIGILANCIA DE PUERPERA 
ilsa kloja de Vigilancia de PuCrpera 

h n p l e  con NGmero de atenciones I 
; e g h  normas. 
lnvestiga signor de peligro en PuCr- 
 era. 
blasifica correctamente el peligro 
durante el puerperio 
Da orientaciones sobre: 
- Alilnentacibn y Lactancia 
-Higiene y proteccidn del perin6 - Signos de peligro del puerperio 
- Espaciamiento de embarams. 
Verifica la comprensi6n de  las orien-• 
,aciones por pa rk  de la madre. 
Hace referencia oportuna 

Entrega Vitamjnas 
I 

Seiiala fecha del siguiente control. 
I 

Registra atenci6n en sistema infor- I 

Explica forlna de usar presemtivos. 
- 

Asegura comprensidn para uro de I 
preserva tivos. 
Entrega An ticonceptivos orales ACC 

macibn. I 
Establece relacibn de respeto I 
Tiene equipo/nlaterial para atencib I 

CANTON: - - - -  - - - . - -  
SUPERVISADO: 

NO OBSERVACION, COMENTARJO 
r 



ANNEX 6-8. 

Patient Record & 
Monitoring Forms 
Filled-Out by the 

Promoters 



NOMBRE: 
MES: 

PROYECTO DE SALlJD MATERNA Y SUPERVNENCIA INFANTIL 
PROSAMI 

CALENDARIO MENSUAL DE ACTIVIDADES ?OR ASESOR r 

DIVISION: 

LUNES 1 

LUNES I 

LUNES I 

LUNES 1 

LUNES I 

b 

MARTES 7 

MARES I 

MARTES I 

MARTES 1 

MARTES I 

MIERCOLES I 

MIERCOLES I 

JUEVES 1 

JUNES I 

JUEVES I 

VlERNES 7 

1, 
VIERNES 

VIERNES I 

VIERNES I 

VIERNES I 



I -. 
tIOJA DE ATENCION DEL TRABAJADO 

ONG: Municipio: -- Can ton: 

Caserio: Fecl~a: 
i 

Nornbre del usuario: -- 
Edad: AAos: Moses: dias: , (si os do 0 a 4 arios ) 

Peso (kg): - Prosi6n Arterial: I-- i3espiraciories por minuto: - 
Desnu trici6n: Love Moderada: Severa: 

os hurldidos 

2) Ruido en el pecho que se produce 
durante la inspiracion 

3) Ruido en el pecho que se produce 
durante la espiracibn 

4) Piel fria o helada 
5) Ombligo inflamado con pus y 

4 

Referencia: Si No I Lugar de referencia: 

Responsable: I .  



L
.

.
 











Limites minirnos aceptables de peso previo al embarazo 
para intervalos de talla 

Talla en centimetros Peso minimo previo al embarazo 

40 Kg = 88 libras 
43 Kg = 94.6 libras 
46 Kg = 101.2 libras 
48 Kg = 105.6 libras 
51 Kg = 112.2 libras 
53 Kg = 11 6.6 libras 

CURVA DE INCREMENT0 DE ALTURA UTERINA , . , -  . . ... . -. . CURVA DE INCREMENT0 DE PESO MATERNO 

13 15 17 19 21 23 25 27 29 31 33 35 37 39 
Semanas do Amenorrea 

16 20 24 20 32 36 40 

Semanas de A m e m -  





HOJA DE VIGlLANClA DE LA EMBARAZAOA 
- 

REqUBLXC.4 DE EL SALVADOR 0. N. G. REWONSABLE 
5 ESTAOO ClViL 

NOSIRRE EOAO 1 
-7 a 

!X)ql(: :LiO - < NO =) -,",, .m ] 1 'M - m 

2-J D' - ; 
!-, -, 3 LO 1' *- XL.: - 

i.t?( ~,\l.lP:\ll L d 

'YOOS 
'- vwn 'a r a  arjmac rouuo  ' W O S I  . I  - 



PROYECTO DE SALUD MATERNA Y SUPERVNENCIA INFANTIL 
PROSAMI 

REGISTRO DE CONTROLES A EMBARAZADAS . 



PROYECTO DE SALUD MATERNA Y SUPERVIVENCIA INFANTIL 
PROSAMI 

ONG: 
COMUNIDAD: PROMOTOR . 

REGISTRO DE CONTROL DE PUERPERAS 

PO R: NOMBRE EDAD FECHA DE ATENCIONES BRINDADAS 
Vda. I I PART0 1 1 2 1 3  1 4 I Otras 

I I 

I 
I 

I I I I I 
I I I 

I 

I 

L 

I 

I 

I l l  
I I 

I 











PROYECTOAE SALUD MATERNA Y SUPERWENCIA INFANnL 
HOJA PARA 11 JRMACION SOBRE PARTO Y VIGIL .GlA DEL PUERPERIO 

Y DEL RECIEN NACIDO 

' ONG- FECHA - 

COMROL 0 VIGILANCIA PRENATAL St u 

c I 

NACIO V I V O  [I NAClO MUERTO [-I I 

0 0 
1 

TAI.LA 
J 

VIGILANCIA DEL PUERPERIO 

Vagirlal (can tldad) 

y otros ... descrlbir ... 
Referencla 
RECIEN NACIDO 
Edad 
Peso 
Mun6ri urribillcal sano . 
Mun6n urrrbllical lrrlectado 
Slgnas de ycllgro de lnfeccl61i -- 
Slgms CJC pcllgro dc bajo peso -- 

PROMOTOR 5 
L - " 
? 





Prclabulador Diario de Ac l i v i dadcs  d c l  'I'rabajador(a) c n  SaluJ - 1394 
+ P i ,  ! i ON(;: --- ---- - .  _- - --.._- __ _ _  _ ________ 

M U N l C l P l O  (S): CA N'I'Q N: CASIiH 1 0 :  -- 

/.I. Crccimicalo y 

Dc~ar ru l lo  dcl 

n i l o  menor Je 

I . lo  

'rotrl Jc rtcocioacr de ctccimicrto y Jcracrollo ( A t  U) 

A-  Ptimcra atcacibr 

C- No. cum pcro eocor l  

D- No. con Dcrnutricibn 1.cvo 

- I!.- No. c o o ~ o u r r i c i b n  MoJetrdr 1 Scvcra ------. -- - 
Total Jc rtcocioncr dc ciccimico~o y Jcrrrrollo (A+B)  

C- No. coa p e m  normal 

1)- No. con l~erautricibn Lcve 

No. de Alcndldor 

En e l  T a b u l ~ d o r  Diar io IDara Informe Mcnrual dc Aclividadcs dc l  Trabajador(a) cn  SaIuJ 1994 sc rcgisrraran 
JOI s i~u ientcs  dator qua n o  aparcccn consignados cn crlo prclabulodor: 
No. do muerlcs por  diarrca aguda 
No. do mucrlcs por I R A  
Total  Je  par lor  on l a  comunidad (A+D) 
No. do muertes on e l  crnbarazo. par lo  y pucrpcrio 
No. do muerlcs do rec i tn  nacidor 
VIII .  Parlicipaci6n Cornunilaria 
IX. Educaci6n Cornunilaria 



J" 

IV. Srlad del Rcct ts 

N r d d o  (0-28 dlrr ]  

Total dc Caror naevor Ateadidor par dlarrer (A+U+C)  I 
A - Uiatrer t in  dcrhidralacl6n ----- II 

fl- INarrcr con dcthidratacida 

C -  Diarrca con dcrbidrataciba con rho& II 

No. de Atcncioner de te8uimiento . - 1 1 : I  
No. Je Rcfcrencirr 

. .  
i 

Total dc Carot arcvor alcndldos por I R A  ( A + D + C t  V &I!+I:) - - I1 

A -  Caror coa cntcrmcdad r n q  Brave 

n- Caror coa Ncamonla Orava ---- 
C-  Caror con reamanla . - -- --.--------- 
11- Cams con Tor o rct t t l rdo 

---A- --- 
I!- Caror con problcma dc oidor 

P- Car08 con dotorde grrgaala .--- 

No. do Alcncioncr de rc~aimicmto 8. 

PROYEC'TO DC SALUD Ed~ ' * I 'C IWA Y SUPCRVIVENCIA I ~ , A N ' I - I L  
PROSAMI/MSCI/USAID 
Pretabulador Diario de Actividadcs dcl Trabajador(a) c n  Salud - 1994 

ONO: -----. -- .-----.-- ---- ! 
MUNICIPtO (S): -- CANTON: ---- CAS131t10: 

RESPONSAlIl,l?: I:ISCIlA: 

b l r r te lc r  Agadr 

ca a l l o r  do 0 a 4 r l o r  

A ~ a d r r  en n l l o r  

da O r  4 a las  

- .  

I 

A - 

No. dc retcrcaclrr 
. 

Total de atcadonem prcaatalcr (A+O) 
II 

A - De ptlmera vex 

n - Segoirniento 
-- - -- 

C-  Con si8nor dc peli8ro 

Total dc akadonc t  r patrpcrar (A+B) 
II 

A -  Ve primera vet 
i 
1 

n - s c g ~ i m i ~ ~ t o  II 
r 

C- Con r i ~ s o r  da pcll8ro 1 
Total a~cncloacr para crpaciamlemto do nacimieator (A+ n) '11 

A -  Va primcrr vet -- 
n - ~ e ~ m i m i e m ~ o  I" 
C-  No. do clclor dc aa~lcorccp~ivor orr ler eattc8ador 11 

D- No. de coadorcr catrcpdor 1 
1 

To t r l  da Atcndoaer r rcclta aacfdor (A+B) 

A -  De ptlrnerr vet I-, 
D - Segrimiestor II 









ANNEX G-9. 

I 

Promoter Protocols 
& Guide Sheets 





I I 

Cuidados en el Hogar para un Nino con IRA 
I 

I Menor de 2 Meses r- 

Slgnos m6r Impor tantes :  V I  110 lor s lgulentes s lgnos o serlaler de pel1 r o  

I y s (I a p a r e c e n  buaque ayuda I n m e d i a t a m e n  7 e. r 

- La  rcspiracion s t  dificulta aun mas I - La rcspiraci6n sc vuclvc rnhs rhpida. 

I - L a  di~ncntacidn sc dificulta. - El ts t ldo gcncral dcl niilo cmpcora. I 
I I 

. M a n t e n g a  a1 nlfio 0610 de m a m a r  L impie le  la n a r k  sI er . 
abr lgado .  t recuen temen te .  obs t ru lda  y ero d l t l c u ~ k  

.I la a l l rnentac l6n .  
1 

II 
a I 

I 

Slgnos m6r l m p o r t i  

De 2 Meses a 5 AAos I 
antes: V lg l le  lor r l g u l m t e r  s l  n o s  y $1 a p a r e c e n  P b u s q u e  a y u d a  Inmed a t a m e n t e .  

- La rcspiraci6n sc hacc m i s  dificil. - La rcspiracidn sc vuclvc mas rapida. - El nino no pucdc bcber. - El cstado gcncral dcl ni i lo cmpcora. 

Ed08 s o n  r l g n o s  do Neumonla. 

f 

Al lmen te  al nlfio. A u m e n l e  lor l iquldos.  S u a v l c e  la g a r g a n t a .  
Alimcnte al nifio durmle I8  edermedad. Ofrezca mb liquidos al d o .  Dele al niilo agua y miel. 
Awncnte IP c o m i d ~  dcl n i b  L o ~ h  de ~ u m m l e  1. lu tu ls ia nmtcmr 
Ir enfcncdad. 
Limpic l a  n ~ z  s i  cso Ic dificullr Ir I 

i 
alimentscibn. 

r 

i 
I 

! 

I ,  
I 

OALUD MATERNA Y SUPERVNENCU INVh ' 



a - INSTRUCCIONES PARA EL TRATAMIENTO 

Reccte un antibihtim oral para la neumonia 

EDAD 0 PESO 

inistrrr el antibi6tico durante tie 

COTRIMOXAZOL 

00s v d e s  a1 dla por 7 dfss 

Jamb. 

(40 mg trimdoprim 
+ 200 mg 

Suthmdoxud 
poc cucturadil.) 

dias en la casa. 

AMOXICIUNA 

~ T w  VOC- 

al dla durante 7 dias 

Suspension 

250 mg 
en UM cucharadi 

(5 mi) 

(5 ml) 
Menor de 2 meses 1 ~ 5  Kq) deb* ser refendo urgentemente 8I hospbl. 

>a 2 a 6 mesa (5-7 KCI) I 112 cucharadi I 114 de cucharadi (1.25 ml) 
> e 6 a l l  mcser(7-9Kg) 1 cuchand i  112 cuchamdi (2.5 ml) 

3a 1 ; 4 ah& fro - 19 Ka\ I 1 v media a 2 cuchamdias 1 314 a 1 cucharadita l3.75 a 5 mn 

Para la lnfeccion Aguda 
del oido 

w Enseiie a la madre a cuidar el nin'o en la casa 

- Umpiele la nariz 
Alimente al niiio - Alimhtelo dumnte la enformedad 
D Aumente lot alimentos despuk de la entermedad 

Aumente lot liquidos - Ot&zcale al nHo m b  liquidos qoe de codurnbre 
Aumente la ladancia matema 

D Alivie la tot con rernedios caseror - Vigile ti muestra kt siguientes seiialer de pdigro 
y regrese ripidamento si ocunon: - - 
~Respim con ctiificuitad 
~Respim r6pidamente 1 Este niiio puede 1 
mNo puede beber 1 tmerneumonfa I 
-La salud del niiio empeora 







Cuadro para la Clasificacidn y Manejo do un Nit70 
Menor do 2 Moses con Tos ylo Dificultad para Respirar 

Verillque sl el nlr'lo es 
menor de 2 messs y sl 
tlone tos o dlkullod 
para resplrar. 

- 
Cuente las r; ,Iracloner 
en un rnlnulo. kepila !a 
cuenta s l  la resplraclon es 
rirplda (60 o mas). I-- 

w- 
~ t l a y  a l gh  slgno de 
pellgro? 

Sc alinwrla e \c~~os  dc lo 
rlonilal 
Convulsio~rcs. 
Ili ficil dc tlczpcrtsr. 

, Ficbrc o Icnlycratun baja. 
i I I 

I Enfernladad Muy Grave Neumonia Grave 

r Kcficra urgcritcn~ctilc a1 
Ilospital. 
Miullerlga tbrigado a1 oillo. 
Admirristn la p r i i i ~ c n  dosis 
dc Cotrin~osazolc. 

I Si la referencia no es poslble, 

0 Eliseilc a la fiurlilia colr~o clar cl Colrin~oxiuolc. 
Enscile a la f;u~lilia c6111o dar cuidados cli cl 
hogar 
Dclc scguilnicrllo diario al nirlo. . 

r Si la s a l ~ ~ d  clcl niiio cmpcora dumtc el 
scpu~nlicnlo. rcficralo arpntcmcnlc. 
Si c l  niho 110 nlcjora ca dos dias. rc f icdo 
u r ~ c n l d l ~ c r ~ ~ c .  

I 
TO$ o Reslrlado 'i I I 
(No Neurnonia) 

'I 
Ensciic a la familia lor 
cuidados cn cl hogiu. 

Uso del Colrlmoxazole suspensibn I ! 
(40/200/5 rnl) I I L 

r Doris: dc 0 a 1 mcs Jc cdd. IN cdiu. (= 1.25 ml; , 
25 gotas): dc I a 2 nicscs dc cdad, 1/2 cdita. ( ~ 2 . 5  
rnl, 50 golas). 
Adnlinis~n: la primcra dosis d rcfcrir a1 aiiio. 

r Si la rcfcrcncia no cs posiblc, rrdminis~rc la dosis 
2 vcccs al dia por 7 diiis. 

r Rcpio  la dosis s i  cl n~ho vomila cn 10s 30 

I 
tirinulos siguicntcs o Ia ingestion dc la dosis. I 

I 

4 SALUO M A l E R N A  Y SUPERVlVENClA INFANT) 



Information Tecnica: Manejo Estandard deCasos de IRA - 
Cuadro para la Clasificacidn y Tratamiento de L.. . ... ., 

de 2 Moses a 5 Aiios con Tos o Dificulhd para Respirar 
I 1 

Pte unfe sl el niilo Ilene 
de 4 meses a 5 atlas de 
edad y sl liene 10s o 
diflcullad para tesplrar. 

i # 

1 
en un mlnuto. ~epllcl la 
cuenta si la resplracl611 
es t6pida: 
40 o mdrs (1 a 4 oilos). 
50 o m6s (2 a 1 1 mess$). 

- 
 hay algirn slgno de &Hay respiracl6n 
pellgro? repicla? 

No pttcde bcbcr. &Hay thaje? 
Convulsiones. 

r JOomik ( I  a 4  aiios) 

Dilicrl de despcrtar. 
Desnutrici6n seven.  

50 o rnis (2  a 1 l nreses) 

T I  
I 

t 
I 

Errfermedad 
Muy Grave 
r Rellera 

ugcntcmetitc al 
hospitnl. 

r Administn la 
primera dosis de 
Co\rimoxazole. 
Si la rdcrcncia no es 
posible. tdtelo como 
neumonla 

Neumonia 
Grave 

Reficn 
urgcntctnente a1 
hospital. 
Ad~ninistn la 
primen dosis de 
Cotrinioxazole. 
Si la rcf'enncia no es 
posible.  atel lo como 
ncunmla. 

Uso del Cotrlmoxazole 
Suspensl6n de 40/200/5 ml. 

-Dosis. D e 2 n r e s e s a l  d o :  I cdita. 

cit l a 5 a7os: I y media cdita. 

- D t  2 veces a1 dia, por 7 dim. 

- Rcpita,la dosis si el nine la vomita en 10s 30 minutos 
sigutcntes a la ingestion. 

10s o Resfrlado 
( No Neumonia ) 

I Ensek c61no dar el 
Colrin~oxazole. I I Tntc la fiebn. 

t 

I Er~eelle cbtno cuidat I . .,I Si la 10s es de m h  
al NM en el hogar. de30dlasde 1 

duraci6n, rcfiCralo. 

I r Dt scguimiento cada I I 1 6 2 dias al nib. Enserk 10s cuidados 
en el hogar. 

t 

En cada vislla: 
Aseg\insc de que el paciente estC rccibiendo ell 
Co(rimo.uazole y 10s cuidados en el hogar. 

Rrifique si hay signos d t  peligro. Liraje o nspirac6n 
dpida. 

0 RefiCralo urgentemente si: - hay signor de pligro. - aparcce el tirajc. 
-la rcspiracibn se hace d s  dpida. 

Refitrase si no mejora en 2 dlas dc u;ltarniento. 
L 



ANTS 

POLXOHXELITICA 

PROTICCIOM BDm 08 DO818 Y VIA Dl 
CONTRA A@LICACXOY ADYIYXBTIUCI ON 
5 

FORMS GRAVES AL NACER. 0.1 CC 
Dt INTRADERMICA 
T U B B R C W S S S  

POLIOMIELITIS 
( P ~ I B I S  
f NIUITIL) 

AL NACBR 
DO8 UESRS 
CUATRO HBSES 
SEIS Hg3E6'  
1 a 0  6 MESES 
4 ~ O S  6 MESO 

1 DOS GOTAS 
VIA ORAL 

BLOQUEO 
la. DOSIS 
2a. 00815 
3a. DOSIS 
lQ REFUERZO . 
29 REFUERZO 

0 . 5  CC 
XNTRAMUSCVLAR 
l a .  DOBIS 
2a. DOSIS 
3A. DOSIS 
l o  REFUERZO. 
z a  REFUERZO- 

0 . 5  CC 
SUBCUTANEA 
D O S I S  UNXCA 



-- 
1. OBSERVE 
CONOlClON 
OJOS ' 

UGIIIMAS 
80CA Y LENGUA 
SEO 

2. EXRMIE 
SIGN0 OEL PLlEGUE _-____---- 
3. OECIDA: 

PRIMER0 W L U E  EL ESTADO DE HIDRATACION M SU PACIENTE 

IN'IRAHMIILO, IRRITAHTE 
IiundldoS 
Aussntes 
seas  
SEDIEWTO. ~ E B E  RArloo 
Y AVIOAMEMTE 
DESAPAAECE 
LEWTAMENTE 

'CQMATOSO*; 'HIPOT OMlCO' 
Mty h~tndldos y sccos 
Ausenlns 
Mty s e a 9  
'If RE MA1 0 NO ES CAPAZ 
OE BEBER' 
'DE!!APMECE MUY LENTA- 
MENIE* (,2 srgundm) 

SI prrtrrdr dot 8 mat  r lgnm Inclu-vtnba 
par lo mrnolt un 'clgno' tlnnr DESIII- 
MATAClOH CMVE. E STADO COMATOSO 
INOlCA SHOCK. 

Utr  Plan C 
hn rl nine. 



Informaci6n Tknica: 81gnos de Peligro ~ a t e v m  h 

Conocer 10s Slgnos de Pellgro de Toxemia 
I 

m 

Durante el Perjodo Prenatal, Parto y Post-parto 

U TOXEMIA: IA toxemia u Ir  primera uur dc Ir mucrte rnrlcrnr co nuulro palr. G unr condicida quc se 
u h  dc aha pruido c hinchubo y quc pucdc u u u r  convukiooct (rlrquu) a0 SC d. UD traumicoto ripido. L a  sign= de ta 

-- 

Dolor do Cabam con EdrellC 
tar o Manchar on Ir Vlalbn 

- 

Aummnto RIpldo dm Pno 

Eslln binchrdu la u r r  y Lu manos. 

El dolor vienc coo crircllitas o man- 
c b u  de la viri6n. 

l ieac dolor co el vientre, en la pu l e  
uribr dc la derccha. 

Aumentr dc peso en uaa form8 r4- 
pi&. 

-- 

QUE HACER 

CUALQUIERA DE ESTOS SIG 
NOS ES UNA EMERGENCIA 
MEDICA. HAY OUE UEVAR A 
U MUJER INMEDIATAMENTE 
A UNA CUNlCA 0 AL HOSPI- 
TAL. 



Informaci6n TknicF'Riesgo Matemo - 
Factores de Riesgo am la Mujer P Antes del lnlclo de Embarazo 

%lo No 1: Mujtru menoru de 18 aAar o mryotcr & 3S. 
A 

Wasgo No 2: H a k r  teoido a v o  o ml, hijor 
R i a l o  No 3: Internlo mcoor de  d a  ado, dedL el r5ltimo put0 

- 
Rl-o No 4: H h r  presentado uru fuenc htmonrgia ca el hi- 
rima puto. 
RIesgo No 5: Habcr ttnido anteriormeale un abort0 uponla- 
nu, o pravoado o que el dltimo aido MOO mueno o quc mu- 
rierr r lu pouc horu del parto. 

N u l o  No 6 H a k r  teddo gemelor o e m b u u o  mtiltiplu. 

- -  

U o  NO 7: El Wtimo p u t o  futroloagrdo 
o por mcdio de ctriru: + 

Rlu@ No I: Estatura inferior r 145 em. 

No % Puo meaor & 90 libru o mayor de 176- 
Rlago No 10: Tener anemia o dunulria6n. 

- - 
Rlmgo No 11: Habet tepida p m o  ptcmrturo o que el d o  pc- 
w a  men- & 5.5 l i b r l ~  



I 1  I 

EVALUACION. CLASIFLqACION Y MANEJO OE LA EMB$#./UADA EN LA COMUNIDAD 

T 

ANTECEDENTES 
DATOS RE EMBARAZO ACTUAL 

SIGNOS DE PEUGRO 

SIGNOS DE PELIGRO: 

-CESAREA ANTERIOR 
-RECIEN NACIDO MUERTO EN EMBARAZOS ANTERIORES 
-TIP0 DE SANGRE RH NEGATIVO EN MADRE CON Rt I  POSlTlVO EN PADRE 
-INCREMENT0 DE PESO ANORMAL EN EMBARAZO ACTUAL 
-TENSION ARTERIAL ARRIBA DE 140 U MAXIMA Y ARRIBA DE 90 LA MINIMP 
-ALTURA UTERINA ANORMAL 
-FALTA DE MOVIMIENTOS FETALES 
-PRESENTACION NO CEFALICA 
-FRECUENClA CARDIACA FETAL ANORMAL (V.N. = 120- 160JM) 
- SANGRADO GENITAL 
-SALlDA LIQUID0 POR VAGINA, CON OLOR A LEGlA (RUPTURA DE FUENTE) 
-DOLOR DE CABEZA INTENSO 
-EDEMA (HINCHAZON DE CARA Y MANOS) 
-MAL DE ORIN (ARDOR AL ORINAR) 
-DOLORES DE PART0 ANTES DE 38 SEMANAS 

( 

-TEMPERATURA ARRIBA DE 38 GRADOS 
-0TROS: PALIDEZ MARCADA (ANEMIA) 

EMBARAZADA CON ENFERMEDAD, QUE U PONE EN PELIGRO 
EMBARAZOS MULTIPLES YA DETECTADOS 
*PRIMIGESTAS 0 SEA MUJERES CON PRIMER EMBARAZO 
.MULTIPARAS CON CUATRO PARTOS 0 MAS 

'EN ESTOS CASOS LA REFERENCIA ES AL FINAL PARA LA ATENCION OE 
PART0 SI NO TIENEN OTRO PEUGRO PREVIO. 

REFERENCIA A t IOSPITAL 

( 0 CENTRO DE SALUD 1 

9 L -  

. . 
CONTINUM CON 

VlGllANClA EN LA COMUh 
SEGUN NORMAS 

b L" 





1- h l h  dc 40 a i lus  . . . . . . . . . . . . . . . . . . . . . .  
2- h4& de 35 mios y rimy fmador;l . . . . . . . . . . . .  
3- Atacpcs dc q)ilcpsia . . . . . . . . . . . . . . . . . . . .  
4- Fuefles dolorcs erl pl turr i l las  o nluslos . . . . . . .  
5- Varicosidadcs si~itol~dtic- en la picmas . . . . . . .  
6- Dolores fuertrs cn cl imho . . . . . . . . . . . . . . .  

8- Dolores ~LMICS dc cabcza ylo tnstornos de la vista 

. . .  ,9- Si estii lact?~ido (sobre todo mcnos de G meks)  

12- Prcsidn siu~guinea dc 140/90 (si es posible tomarla) 

1 - Si todas las respuesm son negahvas, se .pucde prexribir a la m ~ j e r  
anticoncep tivos &ales. - 1 I 

4 I 

- Si alguna es ~ifirmativa, es menester que consulle antes a1 establecimiento. 

38 7 



Informaci6n T k n l ~ S i g n o s  I de Peligro del R r  lbn Nacido 

Conocer loa Sign- de Pellgro de lnfeccl6n en el Reclh Nacldo 

INFECCION: tor reciCa modd aa uedea defcbdem biea mavr  lu id tcdoau y por cso roda d c k m a  de coaoccr hs 
uh.9 & dc C w d o  tu rsdh u& Licae unr idew;6n, la derecddn y trrtunicato inmediato a m  racibidtk~ k pvcdea 

la vidr El mtibi&h puede e4u &do por un mtdico, cafermcrr o por ua promotor apacitrdo de ru comunibd. 

Reaplnclbn R I p k h  con m j r  

OBSERVAR Y PREGUNTAR OUE HACER 

- Xebe fiebrc (mh & 39C) o -A 
behdo (menos de UC). 

- Ticne Ir rcspirrci6n ripidr y rgitadr. 
y sc le hunde la piel dcbrjo de hs 
coslillu (tirrje). 

CUALQUIERA DE EST- SIN- 
TOMAS ES UNA EMERGEN- 
CIA MEDICA. 

HAY QUE W A R  AL N l k o  1% 
MEDIATAMENTE AL HOSPI- 
TAL 0 CUNICA. 

Tambitn: 

Dulede ~ m u .  

Dule mcro. 

. El  nillo u l A  muy tristc, d t b i  y dor- 
mido 
0 - Estl muy rgiudo y Uorr mucbo. 



tnforrnacf6n Tknica: Signos de Peligro ~ a t d n o  

Conocer los SIgnos de Pellgro 
Ourante el Periodo Prenatal, Parto y Post-parto 

Hornorragla Port-Parto 

Parto Prolongado 

Le cmpicu a Air ungrc durrnre 
c l  crnbrrru, aunquc no ha) Julor. 

Ticnc ficbrc o mucho frlo. 

Sicn~c dolor en el uicntrc. 

Manificua p u b  rApido. 

Tknc dolor ai orinar. 

Prcrcnta nujo con ma1 olor. 

Salc muchr ungrc duranrc o doputr  
dcl parto y. 

La rnujer K sienlc marcada. 

Tknc cl p u b  rApido y dtbP. 

- Sc r icn~r  dtbiL 

- Erri  pilids. 

Sc ronrpc la futalr dt rgru y no oacc 
cl niio dwrntc un dl& 

La mujcr url cmpujrndo m& dc 3 0 4 
boru. 

El prrto raiw durr m(, dc 12 boru. 

EMERGENCIA MEOICA. HAY ' 
OUE LLEVAALA INMEDIATAMEN- . 
TE AL HOSPITAL 

Hay quc d u  la p h c r r  dash dc uli- 
biblico (ampicilinr, 500 me. ord). 

CUALQUIERA DE EST- SINTO- 
MAS ES UNA EMERGENCIA ME- 
DICA. HAY QUE W A R U  IN- 
MEOIATAMENTE AL HOSPITAL 

Haccr lo riguicntc: 

1. Para quc d g a  11 placen~a, I ! 

~ a c c r  rnrujc dcl61cro (no M- 
CCI examen vaginal). 

I 

Haccr quc la  rnadrc orkc. 

2. Poncr rl rcatn orcido r m u n u  
inmcdirtmente. 

3. Du trrtuPicnto rnCdico (oxit-- 
na, 10 unidadu i n u s - m d ~ ) .  

EMERGENCU MEDICA. HL 
QUE W A R U  INMEDIATAMEt 
TE A 1  HOSPITAL 

- 
Hay quc: 

Puu GI cmpujc. 

CUALOUJERA DE ESTCS SlHf 
MAS €8 UNA EMERUENCU U' - 
DICA. HAY W E  W A R U  LIS J. 
DIATAMEW AL HOSPKL I 



OEL RECIEN NACIDO CON INFECCION 

E N  TODO RECIEN NACIDO OETECTAOO 
EVALUAR 

SIQNOS DE PELIGRO 
' FIEBRE 0 HlPOTERMlA 
* DIFICULTAD PARA MAMAR 

LLANTO CONSTANTE, DEBlL 
0 QUEJUMBROSO 
RESPIRACION RAPIDA Y/O 
TIRAJE 
ONFALITIS 
CONVULSIONES 

RECIEN NACIDO [C.N] 
CLASIFIOUELO COMO 

1. REFIERALO URGENT EMENT E AL 
HOSflTAL . 

2. MAN1 ENERLO ABRlQAOO 
a 

TRATAMIENTO 

1. SEGUIMIENTO SEGUN NOhMA 
2. MANTENERCO COMOW Y 

CUBIERTO 
3. LACTANCIA MATERNA 



EVALUACION, CLASIFICACION Y TRATAMIENTO 
DEL RECIEN NAClDO DE 8AJO PESO 

ANTE TOO0 RECIEN NAClDO OETECTADO 

ACCION A TOMAR: C3 (PES*RLO) 

PESA MENOS DE 2500 GRS 

IIC 
RECIEN NACIOO DE BAJO PESO 

SIGNOS DE PELIGRO 

Bajo Psao Grave 

NO TOMA EL PECHO 

HlPOTERMlA 

' CIANOSIS 0 PALIDEZ 

QUEJUMBROSO 

TRATAMIENTO 1 

Eajo Peso Eatable 

7 

TRATAMIENTO 

1. Observscidn dbria 
2. Menlenerk abrigado 
3. Utilizar el rndlodo 'Madre Ccnguro* 
4. Inidar pronlo lactcmncia mslefm 
5. Si desmejora, Irhlelo como recidn 

necido de 8ep Peso Grave 



EVALUACION, CLASlFlCAClON Y MANNO DE LA PUERPERA EN LA COMUNIDAD I 

TERMlNAClON DEL EMBARAZO 
OATOS DEL RECIEN NACIDO Y DEL PUERPERIO 

SIGNOS DE PEUGRO 

SIGNOS DE PEUGRO EN EL PUERPERIO: 
- 

-TEMPERATURA DE 38 GnADOS 0 MAS 
-PULSO AUMENTADO SIN FIEBRE ( DE 100 0 MAS POR MINUTO ) 
-PRESION ARTERIAL ANORMAL DE 140/90 0 MAS, 0 MENOS DE 85/55 
-SANGRAMIENTO VAGINAL MAYOR QUE UNA REGLA 
-COQUIOS FETID09 
-DOLOR, CALOR Y RUBOn EN SENOS 
-0TROS. QUE PONOAN EN PEUGnO EL ESTAOO DE LA MUJER 

0 CENTRO DE SALUD 
VIGIIANCIA EN LA COMU 

1 



Esaur;H11 D6-CXON P ~ N I ~  NN VACUNADOOB m T R O  D u  E 8 Q m  
REQULAR 

EL ESQUEMA PARA NIROS QUE NO INICIARON SU VACUNACION EN EL TIEMPO 

PRXMERA VISITA OPT Td 
ANTXPOLIOMIELITICA ANTIPOLIOHIELITICA. 
ANTISARAMPIONOSA BCG. 

1 MES 0 4 SEMANAS DPT, BCG ANTLSARAMPIONOSA 
D E S P U E S  .ANTIPOLIOHIELITICA 

(28 D O S I S )  

1 MES 0 4 SEHANAS DPT, ANTIPOLIOMIE- Td, ANTIPOLIOMIE- 
D E S P U E S  DE 2 a  D O S I S  LITICA ( 3 8  DOSIS) LITICA (28 DOSIS) 

1 ~o MAS TARDE DPT, ~ d ,  ANTIPOLIOMIE- 
D E S P U E S  DE LA 3 a  ANTIPOLIOMIELITICA LITICA (REFUERZO) 
DOSIS (REFUERZO) - 

DEBEMOS PIJAFWOS QUE CUANDO AL NIRO MAYOR DE 5 ANOS SE LE VA A 
VACUNAR, NO S E ~ U S A  LA "OPT" SIN0 OTRA VACUNA QUE SE LLAMA "Td" Y 
QUE SOLO PROTEGE CONTRA EL TETANOS Y LA DIFTERIA PORQUE LA I*DPP 
PUEDE HACE DUO ESTA EDAD. LA "Td" SE APLICA USANDO LA MISMA 
DOSIS 'Y TECNICA QUE LA "DPT".  
NO OLVIDmOb QUS TODO8 t O B  X E N O R l e  D1 1s ~ 0 6  Y LAB MUJERtS EN 
EDAD PBRTIL (SHTRB I $  Y 45 Mo$] DEBEN BSTAR VACUWADOB. 

' A  L08,'81fi06 Q U l  81 L M  EUYA XNICXADO E S Q U W  D1 VACUNACION (Y  QUS 
CONBTB. I# IL CARNIT) Y LO MYm 8U801NDIDO POR U a U N A  RAtON, 8s LBS 
CONTrNUARA A RARTXR D1 DONDI.LO XNTBRRWIICRON. 



- 

B.C.C. 

ANTI  
P O L I O M I E L I T I C A  

ANTI 

SARAMPf ONOSA 

*RECIEN NACIDO 
CON PESO HENOR 
DE 5 1 / 2  Lb. 
( 2 . 5  Kg) 
* ~ x f l o s  CON 
QUEHADURAS Y 
ENFERMEDADES 
GRAVES DE LA 
P I E L *  
wxRos CON 
ENFERMEDAOES 
CRAVES (INCLU- 
YENDO tL 
S I D A )  . 
NIROS QUE HAN 
PRESENTADO 
REACCIONES 
CRAVES A D O S I S  
ANTERIORES DE 
DPT, TALES 
COMO : 
1. COHWLSIONES 
2 .  ALERGIA 
I NMEDIATA. 

N I ~ ~ O S  EN 
T R A T M I  ENTO 
POR CANCER* 

*NIROS CON 
CANCER. 
*APLICACION 
RECIENTE DE 
IHMu?fOGLOBULI- 
NAS (HENOS DE 
3 MESES) 0 

P081BLEB 
RtACCIONtS 

*DESPUES DE 
ALGUNOS D I M  
APARECE EN E L  
LUGAR DE LA 
VACVNA UNA 
PEQUERA ULCERA 
QUE OESPUES 
FORMA UNA 
COSTRA Y 
DESAPARECE 

PARA ALIVZAR 
LA8 RWCCXON88 

*NO S E  
NECESI  TA 
N I  NGUN CUIDADO 
ESPECIAL. 

* ENROJECIMI EN- 
TO,  CALOR, 
DOLOR EN EL 
SIT10 DE LA 
INY ECCUIB 
*FIEBRE.  

- - 

*APLICAR 
LIENZOS DE 
AGUA T I B I A  EN 
EL LUGAR DE LA 
VACUNA. . 
*OAR 
ACETAMINOFEN 
PARA LA FIEBRE 
Y EL DOLOR. 

NINGUNA 

, * F I E B R E  ENTRE 
10 y 2 9  D I A S  
DESPUES DE LA 
VACIJNA . 
*MANCHAS 
ROSADAS 
ESCASAS EN EL 
CUERPO 

*OAR 
ACETAMINOFEN 
PARA BAJAR LA 
F I  EBRE. 



VACUNAt TOXOIDI TITANIC0 (TF) 1 CUANDO APLICAR LA VACUNA I 
TT- 1 LO ANTES POSIBLE A LA 

EMBARAZADA Y A LAS MUJERES EN 
EDAD FERTIL. 

TT-2 4 S P U N A S  DESPUES D E  TT-1 
(DESPUES DE LA la DOSI S) 

TT-3 6 MESES DESPUES DE TT-2 
(DESPUES DE LA 2 a  DOSIS) 

TT-4 I 1 UO DESPUES DE TT-3 - -  . I (DESPUES DE LA 3 a  DOSIS) 

TT-5 I 1 UO DESPUES DE TT-4 . 

ESTE ES EL NUEVO E S Q U M A  DE VACUNACION PARA MUJERES EN EDAD FERTIL 
Y PIBARAZADAS P E R 0  PUEDB USARSE TAMBIEN EN HOMBRES. 



ANNEX G-10. 

Monthly Technical 
Report Forms Sent by 

NGO to PROSAMI 



- _-  PROYECTO DE SALUO MATERNA Y SUPERVIVENCIA INFANTlL 

PROSAMI, MSCI. 

'. CUADRO OE NMUACION MENSUAL DE CASOS OE IRA. 
ONG: MES : 

NOM8RE OEL PROMOTOR 4 I I I I I I I -- - - 
ot No. de casar do IRA / Porcmtaje . I % i  I X I  1x1 1x1 1 % ;  i % l  do 1x1 1 X --- -F* 

1 I hlcnncdad muv gnvc ( (Vn) I I I I 1 I I I 1 - i l i !  i I I I ! i I  
2! Ncumonia Gmvc 
3 ! Ncumonia 
4 I No Ncumonia .-- 
5 ! ProMcnu dc ados 

I i I  I I 
I I I 

I 1 I (W1+2) I l i i l i l l l ! l  ! I I I ! I  
il I 1 I I I I I I - (91 1 I) I i i ! i i  I  I ! I  

10 I Mucrta pot SIU ! I 1 1 I I I I 
I 

I i 1 Total dc cams dc IRA I I 1 I I I I I i 

Rcfcrcncias - .  .-. -- - 
l = c & d o r ~ b c n  a d i z a r ~  sclin Irn sijuic& critcrios: 
I. Si la rclcrcnch fuc cumplda par e l  usuario y recibio tracamicnto hcap~tahrio. 

2. Si la rclcrcncu no luc cumplda y sc curdcon tratamientoerlandarizado cn la comunidad 

Ccrikar b s  rclcrcnciu por Enfcrmcdad Shy Grave y Ncumonia Gnn y cl 

rcsultaJo Jc Ls mismu 

~ o r t ; l i z a d p o r -  -.- --- --.-- -- -- ---- -. .- 
Is mucrta Jcben analuarrc scpin l o ~  sijuicn~cs critcricn: 
I Si I3 mucrtc nc~trrib sin hahcr rccihido alcncii,n p r  ningin trabajathr dc salud. 

1. Si la muerle aurri6 por atcncirin tacdho por nocumplir con la rcrercncu. 
.: Si  la muerte aurrii, por manejn inadcardo Jc lcw.  

I ;r retisicin dc las muerta dcbcn incluir la ubicacii cn cl mapa Je riugo y h determinxidn 
rlc Im f~ctarcs de riago bioidgicca. amhicntdes y sccioccondmicol o cslruclurales quc 
cwdicianaron la rnucrlc. 
1 .tR,\FV;li: 

Dccaur problemu en !a didad dc h dcusdda y ncusidadct dc I 

Dctcrminar cl luncionamic~to dcl iutcma Jc rcfcrcncra y 
concrarrcbrcncia y dclcctar problemu de cluiCuci6n dc !a cams 

rcledor para forulcccr oporlunvacacc !.I u p a c i ~ i 6 n  y mejom 

cl sisccma dc refcrcncia para lor ~ y o r  que neccsitan manejo 

Dctecur problemas de axem a1 rcrvic~o para proporcionrr tra~amicnto 

esrandarizado en e l  irca dc rcspnsabilidad dc! ::aSaj=d=r d ;  d u d  

(antibi6ticor. relcrcncia, c : ~ )  y rctomar cl Enloque dc Riesgocmo 
mCldode rcflcxi6n y tambicn como Estratc3ia para atacar lu 
uusas de morbimorcalidad en cl sigutente pcr ido dc Zjccuci6n dcl 

Plan de accidn. 



. - - .  PROYECTO DE SALUD MATERNA Y SUPERVIVENCIA INFANTIL 
PROSAMI, MSCI. 

CUADRO DE NALUACION MENSUAL DE CASOS DE EDA. 
ONGf M ES: 

lniciar can un anlliris comparative de lor d a t a  lahulador por cadr promotor 

1, comunidad. Hcflcximar robre el comportrrnicnlo dc Irr d i f c ~ i u  en l r  pruentrci6a 

NOMBRE DEL PROMOTOR 1 
No. de casos / Porcentaje 11 % 

1 Diarrca sin dcshidrataci6n ( 1 ~ )  11 
T ~ i a r r c a  cmdcshidrataci6n (2m) 11 

3 i Diarrca con dcshidrat. y shock (W8) -. * - - -  
4' e r n r c n t o  -- -- I 
51 Wcfcrldm 

61 Tratado c m  mtihi6rico (6n) 

7! ~ u e r t e s  por EDA -- 

El Uso Adccuado d e  lo r  A~t ib i6 t i co r  - 
Es imponmtc rcncxi-nrr y v r r i f ~ a r  d registro dc urn dc 10s antibi6ticor en el 
tratmitnto antihactcrirno para 10s cams dc EDA. 

% 

- 1 - - - -  

% 

1% rcferidor dehcn a n a l i u r r  s p i n  10s ripuicn~er criterios: 
1. Si la rclcrcncia fuc cumplida por el umario y recihi6 tratamiento horpiwlario. 

% 

2. Si la rclcrcncia no fuc atmplidr y sc cur6 can rehidrrtrci6n oral en la cornunidad 

Verificar Ias rclercnciu por Diorrca con dcshidratrcih y shock y cl 

% 

resultado dc Ias mismrs. - 
~ T r t d i d a d  p i r  EDA 
[.as muertes d c k n  analizarre regun 10s siguientes critcrios: 

1. SI la mucrlc ocunid sin haher recihido alcnci6n por ninfin trahajado: dc salud. 

3 
1 

2 .  Si la mucrte cwurri6 por atencibn tardia opor no cumplir con la rcfcrcncia. 

2. Si 15 muertc ocuni6 por mrncjo inadecuado dcl caw. 

La rcvisib dc Ias muerlcs dchcn incluir la uhicrci6n en el mapa de ricsgo y la 

dctcrminaci6n dc 10s factores dc riesgo biol6gicos (cstado nulricional). ambicntdu y 

I 

OBJETIVO DE ANAUSIS 1 

% % 

Detecur problemas en la c d i d d  d e  la det tcckh y oecuidadcs de I 

% 

I rtfueno en la eaprcitaciba mbrc el uso de  grcuicos para la I 

. %  

cluifieacib dc cues dc EDA. I 

% 

ncccsidades dc crpadtacioncs dc refueno sobrc el mrncjo 
1 dc cams de EDA 
I 

contrrreferencir y dcteclar problemu de cl.dficacib dc  10s casor 

rcfcridos para fortdcccr la caprcitaci6n oportunamentc y mejorrr 

cl cistcmr dc rcfcrencir para IOS C.HIS que neccstol  mancjo 

hospit Jario. 

-- 

Dctcctar problemas de acceso d K M C ~ O  para proporcionar a tencib  y 

tratrmicnio en el irca dc responuhilidad del tnbajador dc  d u d  

F R O .  antibibticor. rcfercncia. ew.) y relomar cl Enfoque dc Riesgo 

corno mtiodo dc rellexibn y trmbien como Estrrtegia p a r  a t ~ u  l i r  
crums de morbimortdidrd en el siguientc pcn'odo de Ejccuci6n dcl 

Pian dc Accib. 



-. . PROYECTO DE SALUD MATERNA Y SUPERVIVENCLA INFANTIL 
PROSAMI, MSCI. 

CUADRO DE WALUACION MENSUAL DEL COMPONWTE DE SALUD REPROOUCTNA 
ONG: MES: 

1 1 I ~ u c r t n  matcrnas - I I 

i)_ctc&,Gg_y.rp~rjyra dc &ubaranda&por cl tnbaiador dc d u d  ..-- --- - 
I niciar con un adlisis comparative & 10s &tar tlbuljdor por a& promotor o comunidnd 

. - - . - - - . 
~ t c r c n c i a s  w r  sirnos dc  wl i r ro  ----. 
I.os rclcridos dcben adizarse =gun 10s siguicnlcs criterios: 
I. t la rcfcrcncia fuc cumplida por cl usuario y rccitid lratarnicnto hospiolario. 
2. Sila rcfcrcncia no fue cumplida y la mujcr fuc atcndido cn comunidad 
un ningirn prohlcma. Vcrikar l u  refercacias p r  s i p s  dc pligro y la cvolucih dc Iw cyor 

M $ c b l i $ & m r  cmbarazo parto v pucrpcrio 
Las mutrtes dekn  analizarsc scgun 10s sguientes critcrios: 
1. Si la muertc ocurrio sin hahcr reabido alenci6n p r  ningun trabajador dc salud 
2. Si la mucrtc ocurrid p r  atcncion brdia o p r  no cumplir con la rcfcrcncia. 
2. Si la muerlc ocurri6 p r  mnejo inadcclwdo dcl a s a  La revisi6n dc las mucrtes dcbcn 
incluir la ubicacivn cn cl mapa dc ricsgo y Ia dclcrminacion dc 10s factores dc ricsgo biol6gico~, 
arnhicnlalcs r socioccon6micos o cstructurnlcs ~ u c  condicionnron la mucrlc. 

atcncib de la muicr ca su comunidad (En cl nu= dc riggp) 

I ciui~cacibn &I pcligro en k cAhnzl&, y asi sit& I 
oportunamentc la ncccsi&d & refommicnto cn la 
wpacitxib al tnbajador dc salud 

Dc~crminar el funcionamicnto &I sistcma & refcreoci;r y 
conlnrcfcrcncia y dctcctar problem dc c~f icac i6n  de 
pcligro dc Iw casos rcferidos pan mcjorar ci s i s tca  & 
rcfcrencia - contrareferencia pan la atcnci6n dc b 

,cmbarawda dc alto ricsga 

Dclutar problemas de acceso a1 K M ~ O  pan propraoaar 
una vigilancia adecuada dcl cmbanzo, atcnci6n adecua& 
dcl parto y el pucrpcrio; y relomar el Enfoque dc hcsgo 
como mdtodo dc rcflcxion y tambien como Ertntcgia pan 
atacar las causas & mortimordidad cn el siguicnlc 



PROYECTO DESALUD MATERNA Y SUPERVIVENCIA INFANTIL 
PROSAMI, MSCI. 

CUADRO DE EVALUACION MENSUAL E L  COMPONENTE DE SALUD DEL RECIEN NACIDO. 
ONG: MES: 

.. .. --.- .--- - - --- 
1 I I'rimcns a~cnciona ,. -. ---- - A,-.--- 

. -- -- -..- .- MARC0 DE ANALISIS Oi3JETIVO D€ ANALISIS 
I)c1ccci6ny cokrtura dc Recidn Nacidos por cl trabajabr dc d u d .  . - --. -- 
I niciar ccm un adisis c m p r a h  dc l a  &la labUI;1JOI por a& promotof o c~ l l l u idad  Dctccur problcmas cn la d idad  &I contrd Jcl ReciCn 

Hcllcximar d r c  cl comportunicalo dc lu difcrcadv cn la pracntJci6n dc 10s cLtos 
prchhlcmentc hyan dkultada cn cl contrd (k ly fahv probabla dc parto. ----- 
F-Uso Adccaado dc 10s Intrumcntol & als i l iuci6n ...-.---- 
Fs importan~c nflcxionar y v e r i b r  cl uso adccuado dcl paquclt oeonaol, h biscula 
!. kn formularira o cuadros pan la clasiliucicin &I pcligro dc'ignos dc i n f a a h  y bajo peso cn 
cl kc icn  Nacido. 

k!crcnd& por Snos dc pcligro -- .-- -- 
I .(a rclcridos &hen analiune scgun lor siguicntcs nilerios: 
I. Si la refcrcncia fuc cumplih por cl usuario y rmi3 tntamicnto hospihlario. 
2. Si h rclcrcncia no fue cumplib y cl Rccif n Nacido fuc atcndido en comunidad 
i n  ningun probicma. VcriGur ly rckrcncias por signor & pcligro y la evducidn & lor csos 

- - - - -. - - - -- - - - 

Mortalidad por cmbarazo parto y pucrpcrio - -..--.-- I 
[ a s  muert&dchcnanali7arsc segun Ios siguicnks cri~crios: 
1. Si la mucrtc socurrid sin Lbcr  rccibido atcncihn por ningC ~nbajador dc d u d  
2. Si la muertc aur1i6 por atcncib tardia o por no cumplir con la rckrcncia. 
2. Si la mucrlc aurriit p r  manejo i d n u a d o  cLcl wsa 
1.a rcrisidn de las mucrtu dcbcn incluir la ubicacidn cn cl mapa dc ricsgo y h &termin;lci6n 
dc los factorcs de ricsgo biol@cos, ambicntala y ~ociaccondmicos o auuclunles que 
condicionaron la mucrlc. 

Nacido y la noccsidad de disehr crtraugiu p a n  mcjonr 

Dctecur probicmu en el mancjo & 10s inrtrucnenh pn 
la cluiGwci6n dcl peligro cn el redCo rwddo, y yi &la- 

tar oporlunamente k aaxsidad & reforziunicnto en k 

Detcrmilljr el f u n c i o d e n t o  &I sistcma dc r e f e r e e  
contmrcferencia y detarar problcmas dc ~ 6 c r i 6 a  id 
peiigro dc 10s -0s rcferidos pan mcjomr ci sis~crm & 
rekrenda - contrarcfcrcnda para la atcn66n &I recitn 
nacido con infcccidn o bajo peso - incstjblc. 

Delecur problcmas de accuo a1 scrviao para proporaonar 
CIA vigilaxis 1 & ~ ~ ? 3 0 1  dt! R ~ i f  r. Nacido, 
y retomar cl Enfoque de Riesgo 
como mftodo de reficxi6n y tunbien corno Esuatcgia para 
atacar Ias causas de mortimortalidad en cl siguicnle 
pcriodo dc cjecucido dcl Ran dc Aoci6n. 



PROYECTO DE SALUD MATERNA Y SUPERVlVENClA INFANTlL 
PROSAMI, MSCI. . . 

* 
CUADRO DE CJALUACION MENSUAL DEL COMPONENTE DE CRECIMIENTO Y DESARROLLO. - 

ONG: MES: 

I I I NOMBRE DE LOS PROMOTORES 

r)ctccciGn y cobcrtun dcl crccimicoto riuico dcl nilio dc 0 a 4 aios. -- ---- 
Iniciar con un onilkis comparative dc 10s da t a  tabulados por a& proamtor o 
comunidad. Rcflcxionar sobrc cl cornportamicnto dc las difcrcndv cn k prcscnbcion 
dc bs btos.  Vcrificar si Ls atcncioncs cquivalcn a1 NO. dc ninos cn la comunidad. 

- 
IT1 Uso Adccuado dc 10s Iotrumcntos dc ClasiCiuci60 - - -- 
Es important~ rcflcxionar y vcrificar sobrc cl uso adcsuado de 10s grificos de 
crccirnicnto fiiico dcl nirio, biscuhs. lallimctros y cl instructive dc ks accioncs basicas 
a tomar para cad? nirio con algtin grado dc Dcsnulricion. I 
.-.. - -  

Hcfcrcncias por dcsnutricibn con complicacioncs. -- - .- 
Los rclcridos dcbcn analkane scgun 10s siguicnlcs critcrios: 

I .  Si la rckrcncia fuc cumpIi& p r  el usuario y rccibio tntamicnto hospitahrio. 
2. Si la rcfcrcncia no fue cumplih y cl nino fuc atcndido en comunidad 
sin ning~in prohlcma. Verificar las refcrcncias por dcsnutrici6n con complicacidn y la 

I OBJETIVO DE ANALISIS I 
Detcctar problcrms cn la cstnrgia  p a n  h dctccci6n 
y vigdancl dcl crccimicnto fisico dcl nirio y rctroalimcntar 
cl proccsa dc atcnci6n p a n  mcjorar cl acccso a1 scrvicio 
en la comunidad (Mapa de R i e ~ ~ o )  

Detcctar problcmv cn cl Ilcnado corrccto dcl grPfico dc 
crccimicnlo fisico, y cl mnejo adccuado de L &cula, 
cl tallimctro y h aplicaci6n de Ls n o r m  de atcncion, 

Dcterminar cl funcionamiento deI sistcma dc rcfcrcncia y 
contrarcfcrcncia y detectar problcmas de c~asificaci6~ dc 
10s desnutridos con compticaaoncs. 



ONG: 

PROYECTO DE SALUD MATERNA Y SUPERVIVENCIA INFANTlL 
PROSAMI, MSCI. 

CUADRO DE EVALUACl,ON MENSUAL DE ACTlVlDADES SOBRE EDUCACiON COMUNfTARlA 
MES: 

lniciar con un adlisis canpantivo dc 10s dam tabulados pot a& pmotor o comuni&d 
Hcncxionar sobrc la coacordanch quc dcbc hbcr cnlrc lo5 rcsultados & uda cornponcnte y las 
s d n c s  cduwlivas a h r r d l a r  cn u& periodo (ma o ~imcsuc). 

I I 1 I I  - NOMBRE DEL PROMOTOR I 
- ~ea11 cumpd P- 1 ~uiii( ~ u m ~ l ~  hgr ! ~ c r r i !  ~ u p d  h g  ! ~ c a k l  cam@] hqr. 1 -1 ~ u m d  

1 Enfcrmcbd DiamSm Aguda I ( 1 1  1 1 1 1 1  1 1  

la morbimordidad prcdominante y 2 Ias bajas 
cobcrtucls del cotulrol dcl crccimicnto bico, , vidrncia de! ernbanzo. inmuni7~cionc.. ctc. 

& 

- 

21 lnfccciona Rcspinlorias Aguhs I I I I 1 I  . I  ! 
31 Siud Reproductin ! I I I ! I I I I 

OBSERVACIONES, COMENTARIOS: 3 - 

I 
I 

---ud dcl Rccida Nacido 1 
I I I I l l  I I  I I l l  I I - - 

5 Nutria611, Gccimiea~o y D e u d l o  I I ! ~ l l ! l !  ! ! I 1  
6 1nmuniwc:;ma I I 1 i l i  
7 Rrlicipaci6n Gomunilaria 1 I I 
8 1 Tobl dc sc60nes cducatiw 1 I  I I  ! I 

! ! I 1  
I I 1 i I 1 
1 1 1 ! ! 1 1  



ANNEX G-11. 

Quarterly Technical 
Report Forms 

Sent by NGO to 
PROSAMI 



IN i;OlIh.lll 'l'Illh1ES'I'KAL ACI'IVII>N>ES 1)E I A  ONG 

ONG: _ _  ____ _ . ._ _ _ . - -----a. --. - 
-- . ... . . - - -.---.---- ------------ -=---.---- 

A c ~ l ' I v l D A D ~ s  

1. cu KX.UII.~- ----- ------ ....-.-, . 
a. No. d c  c l i n ~ i ~ ~ ~ ~ ~ ~ ~ c v ~ s ~ ~ ~ ~ ~ ! ~ ~ I ~ l i t a d ~ ~  
I). No. to ta l  11c (:c~ttro? c ~ t a l ~ l c c i d r ~ s  

I .  Nu. dc  I1ICOC:s ---- . _ .- - _ .  . _ ._ -.-----I--- ______-*- - --- 
2. No.  tlc U A I I t A C s  _ - - _ . _ __. .. _. .. .. __-._- 
3. No. J c  C c n l t o s  N u t r i c i r m d c s  - -- - - . . - - -. , -. . . . - - . - . . - - . - 7---- . 
4. No. d c  E9ti11t. 'l'curp. --- 
5. Q l ros  -- 

c. No. d c  ~ r o r n o t v r c r  d c  S d u d  Cornun i ta r ia  t r a b e j m d o  c o n  e l  p roycc to  

d. No. d c  r a t t c r a s  E n ~ p i t i c a s  t rabajando c o n  e l  r r o y c c t o  

c. No.  de  Lc t r inas  const tu idar  o tncjoredas 

r. N o  d c  p o m s  arlcsnnalcs con sistcma d c  bornbco coosl ru idos o mc jo radvs  

No. d c  I'tnncs dc~_u!?,gcst i i ,~~ Jcsarro l lados 1. 
11. No .  d c  1:ondos d c  S d u t l  L:.stal~lccidos c o n  Ias C o m u o i d a d c t  

II. C O O R l l I N A C I O N  E L N V E S I ' I G A C I O N  -- - - - . - - -- - - -. - - 
.. No. d e  rc t i v idadcs  coord inadas c o n  c l  M i n i s t c r i o  da  Sa lud  PClblica 

Asistencia Socia l  ( I tcuniot~cs.  crurpairns,ctc.) I - ,  --- ---.--- - - 
. No. d c  act iv idadcs cootd inadas con o t ros  grupos (ONGs. ctc.) 

. No.  d c  i n v c s t i ~ e c i o n c ~  rcel izndas ( E v ~ l u a c i o o c s .  ctc.) _ _ _ _ _ _ _  - _ -  - -  
Ill. C M A C l T A C I O N  

. . 

_ _ _____------ -- 
a. Pcrsonas d e  Ir O N G  9 u c  rccibicrota cqpacitncibo p a r a  e l  F roycc to  - 

I. No.  J c  pc rsunp l  tCcnico - - . . . . - - - - - . . -. . . - - - . - - -- 
2. No.  dc p c ~ s o n a l  adrn in is t ra t ivo 

3. No. dc p romoto res  y vo luatar ios comun i ta r io r  

4. No. dc  y a r t c r r s  cmpir icas u o l r o s  t rabnjadorer  
t rad ic iooalcs en  s d u d  - ----- 

5. No. dc  c>tros - - _ _ _ - - - - - -  
b. No.  de s e s i o _ o _ c ~ ~ q ~ ~ ~ u c ~ _ c ~ ~ n ~ p e ~ ~ r n a n e n t e  c o n  personal  d c  la O N G  

I. No.  Con !p~nco Ie  D i a r r c a  
2. No. Componcn te  I R A  
3. No. Corn-eoncote Crec. ;l D e s a r r o l l o  
4. No. Componco tc  lnmun izac i6o  

- A .  ---- 

5. No. Cornponeate Salud M a t c t o r  
6. No. Componcn te  S d u J  Pcr ina ta l  
7. No. Compoeco tc  Par t ic ipac i60 Cornuni tar ia  

D V R A C I O N  
M E N O S  DE UN MBS M A S  DB UN M E S  

I 



A -  C a r w  sin desbidralaci6a 1 - 
n- C h o s  con dcrhiJrrt.cidn - 
C -  Cams con J c t h i d ~ a l ~ c i t h  coo a b a k  

L - 
No. Jc Atcncioner Jc rc_&uimienlo 1 
NO. Jc U c l c r e ~ a r  



A C T I V I D A D E S  ESTE TRLMEsTRE 
1V. INMUNIZACIONES - NO. DE DOSlS APLICADAS 0 - 12 Mescs l - 5 M o l  
uca 

1tEI:UERZO -- - 
Po l i o  3 , * . .  --- I I 

I{EI:UERZ(J' ' " "' - * ; ' ' b - - ----- 
Sarampido 
No. J c  Mu je re rv~cunadas  coo 'f'oxoide Telrnico.. EMUARAZADAS EDAD P B R n L  
SEOUNDA UOSIS 
V. MEDIDAS DL3 AUTOGESIION EN LA COMUNIDAD . 
a. l C u l l c s  so0 l o r  esfuerzos J e  Ias Comuoidrdes par8 m e i o r u  l a  autogcsti6a Cinancicra dc l  Proyccto a IJ~RO p l a o ?  

(Fago de scnlcios, rcrias. loodos rotrt ivos, elc.) 

b. D a r  ejcmplos crpccincps de cambios en compor lamicnto o c rmbios  de actitud o conocimicato en las comunidadcs 
quc ban  rcsultado de sq, Proyccto: 

a. L C u d c s  son l o r  e ~ l u e r ~ ~ s  espccificos quo b a  real i tado pa ra  me lo ra t  1. autogesti6n f i n l oc i c ra  de su insti tuci607 
1 I 



nominrdoteu: 

motoro: I 
1 

toees: 

I 
nominadote~: 

molores: I 



PROYECTO DE SALUD MATERNA Y SUPERVIVECIA INFANTIL 
PROSAMI 

EVALUACION TRIMESTRAL POR INDICE TECNICO 
1994 

COMPONENT€ 1 INDICADOR I A I  S I C I D  
ED A 1 % de casos de divrea en niiios mencres I 0 - 7.9% ; 

- 15.9" i 
I 

I de 5 ailos con deshidratacion *** 

IRA 

I 

SALUO 1 Cobertura de atencon al Recien Nacido 1 > 19.9% i 8 - 19.9% 

% de casos de IRA en niiios menores 
de 5 ~ o s  con neumonia grave " 

SALUO 
REPRODUC. 

Cobertura de atencion prenatzl >19.9% 8-19.9% i i 
IN MU N IZ. Cobertura de vacunacion ccn OPT3 

1 

Nljmero de Asarnbleas Comunales 
por promotor de S Z ~ U ~  (40. Trim.) i i - 

I >19.9% 15-19.9% 
en nitios menores de 1 aiio 

CREC. Y 
DESAR. 

PART. 
COMUN. 

NOTAS: 'A' es equivalenbe a lo ideal (por ei.: Cobertura air) 

Cobertura de control de crecimiento en >19.9% 11 -19.9% 
nirios mencres de 1 d o  

Nljmero de Asambleas Comunales 
por promdor de salud (1 o., 20., 3er. Trim.) > .99% .€6 - .9= i i 

= La diviskk entre caliiaci& B y C, es equivalente; h cobertura promedim national bimestrd 
= La d i i i s i h  entre caI'iici6n C y 0, es equivaknte a1 logro prornedio de 19 ONG's en 1993 

(IRA = 2 casos) 
= la diviskjn entre cariiaci6n C y 0 es equivaknte a1 promedio de casos espendor (15%) 

I i 

MAQ. MEC 



PROYECTO DE SALUD MATERNAY SUPERVNENCIA INFANTlL t PROSAMl ) 
hllscriusruo 

INDICADORES DE NALUACtOtP t994 

OWG. PERlOOO DE EVALUACION : 
W a x Y ) N  TOTAL Nl*; MENORES OE 5 A- YUJERES EM EDAD FERTR M)CbRES 

f l  1 -  - I 1  
CDUPONENTE: ENFERMEOADE3 DURROCLIS Y PAAASITARIAS EN N I ~ ~ O S  OECERO A CUATRO A ~ O S .  

tNOICADOR !I : FORMUU Y APLlCACION LOGROS L A F U O S  1 
- - -. --- 

-- ~ O E O A J - ~ ~ ~ O S  ! No DE CAS& NUEVOS OE OUAREh PO-NDEQA~&UOS I 
I I I I 

'rCn==>fAE DE CISOS DE 
I I .. . C X loo = 

DUWCON OESHIORATACION I - No DE C G C S  OE O I U I U C O N  NPOECISLXfUmUSOEmhRftEE 
E N ~ ~ ; ~ O S D E D A ~ N Q O S  1 DES~IDRATXIW 

I I 23 
I 

PCAtENTAE OE CASOS DE + X 100 = 5 %  
4 
3- 

U M R E A  CON DES HIORATPCION NaOEC*SQSOtQMnEAWU M a  OE CASOS NUNOS M D I M R U  

-- Y SUOCK. O E S M O l l A f ~ T S H O C n  
NUMERO DE AENCIONES DE I I 

, 
,DE 0 4 4 REFERIWS POR + X 100 9 

S N W E A C O N  DESHlORATAClON No DE C U C S  REFERIDCS OUCIREA Na OE-NUEMSOEOURREh 
a Y SHOCK 1 

=I- -? 
con KESHI~~AT~IUN YSHOCK 

I 

T S A  DE LETXr3nD P3R EDA EN 

~c~ 0 x 4  ~ i m s  I - 

I 
OS, MUERTES POR ! . . .  

I 
+ X loo - 

ZUFERME%O OIARRECA ACUDA NO DE MUERTES POR EUA NO. f ~ f ~  DE M U E R ~  

E N H ) ; ( ~ ~ D E O A ~ ~ O S .  I EN NINOS DE o A I E N W ~ Y S O E O A ~ A ~ ~ O S .  
I 

: .  -- 5 .  * .X l.W= 

NO OE M U E ~ ~ E S  POR EM NO. DE CASOS NUEVOS OE EDA 

L 

. . 

- --.--.- ! EN NINQ~ - - oE o A 4 A ~ S  EN NINOS o E  o A 4 ~ O S .  

m R 3  35 SESKINES I 1 

I 
ZJXhSW*S f 3 B R E  DIdRREA 

. .  , - .  - f . . -  . . > .  '+ = 1 

A MKS Of 5 P E R S O W  NO. DE SE~OMS EDUUTNIS. NP. UE PROYQII3RES O E S K W  I ecs PVJOTOS OE SALW 1 SCSRC OIARRE~ AM& OE s PEFIS~WLS 

. 



VM 30 SWnN SOM 30 'ON VlNOWn3N 30 SOM 30 OM31*ON 
=cat x + I 

Sv c V 0 30 NOIX18Od 'S3NV ? V 0 30 SONIN N3 
+ 

SONV V V 0 30 SONlN N3 SQOfl3V SQWOLWldS3H S3N013333NI :31N3NOdW03 



I I 
S3WlOllOtld 'OW 



su<uG&d 'ON 



ONG : PERIOD0 DE EVALUACION : 

POELXION TOTAL- N I ~ S  MENORES DE S A*S UWERES EN EOAO R R T k  

I I I I I I 0 
COMPONENTE: SALUD REPRODUCTIVA 

i 

INDICAOOR I FORMULA Y APLICACION - - 
LOGROS 1 STANDARD COMENTARIOS 

cdBERiudi6e-**irc" .. - .l 

, .- " --.-.--.-.--- -- 
or i?UtUR*raS DE PRIMERA VEZ DEL AREA ( 20% d m  su pobkclbn tot81 1 

I 
+ 3.2s I 

RJMERO OE MUJERES PAOTEWOAS 
POR C l Q O  OE ANTICONCC-S NUMERO OE ClCLOS ENTREGAOOS NUMERO DE claos POR MWER 

ORALES ( ACO secw NORMA ---- 
CO8ERNRA DE ESPACIWCHIO 

OE EMBrRIZOS CON 

- ANlICONCEPnVOS ORALES 

WMERO OE PARWS PROTEOOAS 
POR CONDONES 

+ X loo - 
NUMERO OE MUJERES PROEWOAS MUJEAS EN E D m  m T I 1  

CON ANTICONCEPMS ORALES ( 20% OE U POBLCWON TOT& 1 

+ 2s I 

NWERO OE CONOONES ENTREGAOOS NUMERO OE CONDONES POR PARW 

COBERTURA OE ESPU1WlENID 
OE EMBAULi'S POR CONDONES 

7.7 % 

-- - - X 100 = 
NUMERO DE PAUCJAS PROlEGIOAS MUJERES EN EDAD FERTU I =lX 

PORCENTUE OE REFERENCI* 
POR SIGNCS DE PELIGRO 

_.-..-- -. -- 
NUMERO DE SESIONES 
EDUCATIVAS A GRUPOS 

---- 

- ---- POR CONWNES ( OE U POBLLCION TOTAL ) I 
1 

< 

X IOU - loo.,'. + 
T O T K  OE REFERENCIAS POR No.0E ATEN. PREN. CON SlC34.DE PELIGRO 

SlGNOS OE PELlGRO + N0.ATEN.A PUERP.CON YGN.OE PELlGRO 

+ X 

TASA OE MORTNIC)AO MATERNA 

I 

SOBRE S a U D  REPROOUCTIVA No OE SESlONES EWCATlVLS SOBRE NUMERO DE PROMOTORES 

---.- 1 SALUD REPROOUCTIVA A GRUPOS 
I-- 

I 
i .. X 10000 = 

No OE MUERTES MATERNAS TOTAL OE NACIOOS WVOS I I' 

SECUNNORMA I 
1 





PROYECTO DE SALUD M4TERNA Y SUPERVIVENCIA INFANTIL ( PROSAMI ) 
MSCI/USAID 

INDICADORES DE EVALUACION 1994 

COMPONENT€: CRECIMIENTO Y DESARROLLO f 

NOARR - - COMENTARIOS - 

I No DE NIN~S MENORES DE 1 
1 + 8 I 

PROtEWDOS ! No. DE PRIMERG AlENCDNES r No. DE ATENCIONES A. MENOR DE 1 a0 I I 
! SEtUlMlENTOS A NI&S MENORES OE 1 A640 S E W N  NORMAS. I 

1 I - 
\ 

I .C DE CONTROCES DE NINOS I + X 100 = 

OE 1 A ~ A ~ S C O N  
I --- NI&S DE 1 A 4 AkOS CON No. DE P R I M E W  AlENCIONES + 

DESN-$~l~lpN-~l~?_E_ER_ADA Y SEVERAI DESNUTRICION MOOERACIA Y SNE~A SEGUMIENTOS A NINOS DE 1 A 4 A&OS 

. C O ~ E R W A  DEL Nit& MENOR + X roo= 
oe I*. I-  NO DE M N o s  M E N o R s  DE 1 A& TOW. o E  M I ~ S  MENORES DIE 1 ANC 

_ - - - -  .- - 1 PAOlEGlOOS (3 S % DE LA P O U l O M  

No DEM&SDE 1 A 4 A d S  .I. 2 I 

No DE PRIMEFUS ATENCIONES + No. DE ATENUONES K NINO DE 1 A 4 , - 1  PnOTEt100S. 
SEGU~MIEHTOS A N I ~ S  DE I A 4 AkOS r h s  S E W N  NORMS 

+ X 100 = 125% , COIERTURA DEL  NO I 

D E ~ A ~ ~ S  NO D E N I N O S D E I A ~ ~ ~  TOTAL DE MkOS DE 1 A 4 h O S  
PROfEClOOS (1 3 5 % DE LA P O B X I O N )  

GMERO OE SESIONES 
EoucAnv*S SOBRE ~ I C I O N  + 1 1 

CREClMlENTO Y DESARROLLO No DE SES EDUC DE M S  DE 5 NUMERO DE PROMOTORES 

A U S  OUE S PERSONAS 1 SOBRE NlKRSION. CREC Y D E W R  
POR PROMOTOR I 
I 

.L OE CONTROLES DE NINOS 
MENORES OE 1 AkO CON 
DJSNmlClON MODERADA Y SEVERA 

+ X 100 = 
NI64OS MENORES DE 1 A640 CON No. DE PRIMERG AENCIONES + 

OESNlmlClON MOOERADA Y SEVERA SEGUIMIENTOS A ~ 1 6 4 0 ~  MENORES 01 1 a0 

I - 



PAOYECTO DE SALUO MATERNA Y SUPERVlVENCIA INFANnt ( PROSAM1 ) 
MSCI/uSAID 

INDICAOORES DE EVALUACION 1994 

OkG : PERIOD0 DE NALUACION : I 1 
PCBCACfON TOTAL NIMS MENORES DE 5 A m  MWERES EN ED40 R R T n  HOGARES 

-1 l i  0 
COMPONENTE: ENFERMEDADES PRRlENlBLES POR VACUNA 

- INOICAOOR I FORMULA Y APUCACION LOGROS I STANDARD COMEMTARIOS I 
I I 

CCSESNR4 OE VrCVhlACION CON e X 100 = I 

SCC EN NlNCS I.!ENCRES DE 1 ANO TOTAL DE NiNCS MENORES DE 1 ANO TOTU Dl'! MWOS MENORB OE 1 A6JO I 
. . - - - - - -- - - - -- - VACUNAOOS CON BCG (3 S % DE U POBLICION TOTAL) 
- 

E R W A  3 E  VICVNACION CON 
$3 

+ X 1Ql- 

EN NWJCS MENCkCS OE 1 AN0 TFIU. DE NlNCS MENORES DE 1 XNC] TOTAL DE MNOS MENORB DE 1 ANO 
VACUNAOCS CON 3.-DOSIS DE DPT . - .- - -- - -  - - -  -----PA-- 

(1.5 % DE U POBLACION TOTAL) 
I 

~~4 I)€ INMUMXION CON + X (00 = 

i W- m A W C O Z  EN LA MUJER TOTAL DE MUJERES DE 15 A U ~ O S  T~TMDE- O E 1 ~ ~ 4 4 a h s .  
..Sr.r rr;M DE ED40 VACMADAS CON t. DOSS DE TOXOIDE @V%DEtorKDCUPObVCrbN) 

ETAMCO . - -. - - - - - 1 I 

Pig kt 



PROYECTO DE SALUD MATERNA Y SUPERVlVENClA INFANTJL ( PROSAMl ) 
MSCllUSAlD 

INOICADORES DE EVALUACION 1994 
No. PROMOTORES 

L i 

ONG : PERl000 DE EVALUACION : 
POELKKIN T O T 4  NI&S MENORES DE 5 d S  LlWERES EN EDAD FERTlL HOGARES 

I I I 1 1  0 
COMPONENTE: 

No DE COMITES 1 5 M S  
POR PROMOTOR 

'No DE UMBLEAS 
COMUWES PQR PROMOTOR 

I 

No DE PROYECTOS EN 
GESTDN 0 EJECUION 

POR CROMOTOR 

PARTICIPACION COMUNlTARlA Y OESARROUO COMUNAL 

FORMUU Y APLICACION LOGROS 

t I - 
No DE C W l E S  DE SUW ACTlWS No. DE PROMOTORES 

* I 

No DE V(XUHTIRIOs No. DE PROMOTORES 

+ .) - X 
--. ---- -- 

tw DE PROYECTOS EN GESnON No. DE PROMOTORES 

0 EN EJECUCION 



ANNEX G-12. 

Graphs & Tables 
Indicating the Results 

of the PROSAMI 
Technical Components 

for 1994 
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MATERNAL HEALTH AND CHILD SURVIVAL PROJECT 
PROSAMI 

EVALUATION TABLES 1994 

DIARRHEAL DISEASE 

- . ____  _ _  ---- ---- --.---- 



TAOLE I 
lT "- 

DlAnRHEA INCIDENCE ~ A T E !  

OUARTERS 
Cl ROUND l + ROUND 2 9 ROUND 3 

TABLE II 
PERCENT OF CASES OF DIARRHEA WHICH PRESENTED 

DEHYDRATION* 

0 1 t I I 
1 st 2nd 3nd 4th 

OUAATERS 
0 ROUNO 1 ROUNO 2 0 ROUNO 3 



-- 
TABLE Ill IT 

PEnCENT OF CASES OF DIARRHEA WHICH PRESENTED 
DEHYDnATION AND SHOCKk 

1994 

QUARTERS 
0 ROUND 1 + ROUNO 2 0 ROUNO 3 

QUARTERS 1: ROUND'.l'"('?ROUND Q :I. ROUND 3: ' 
1 st I 0.57 1 0.12 ( 0.56 

TABLE IV 
AVERAGE NUMBER OF FOLLOW-UP VISITS FOR EACH CASE 
OF DEHYDRATION DETECTED AMONG CHILDREN UNDER 5 

1994 
(GOAL OF ONE PER CASE) 

QUARTERS 
0 ROUNO 1 + ROUNO 2 0 ROUND 3 



f -. 
TABLE V 

PERCENT OF CASES OF DIARRHEA WITH DEHYDRATION AND SHOCK DETECTED IN 
CHILDREN UNDER 5 WHICH WERE REFEI7RED. ' 

1994 
(GOAL OF 100%) 

'O0l - "--- - 
-1 

QUARTERS 
a ROUND t + ROUNO 2 0 ROUNO 3 

I QUARTERS IE:.ROUNDUFIOUND 2i:I ,..ROUND..& 1 

TABLE VI 
PERCENT OF DEATH AMONG CHILDREN UNDER 5 YEAR OF AGE DUE TO DIARRHEAL 

DISEASE. 
1994 

'"I 

QUARTERS 
0 ROUNO 1 + ROUND 2 0 ROUNO 3 



TABLE VII 
-. 

PEnCENT OF DIAfllltlEA CASES AMONG CI-1ILDflEN UNDER 5 THAT ENDED IN DEATH 

OUARIERS 
0 ROUND I + ROUND 2 3 ROUNO J 

QUARTERS ) $  flOUND:I'~?~ROUNO 2 ' 1 'ROUND 9" 
1 st I 0.30 1 0.10 I 0.30 

TABLE Vlll 
AVERAGE NUMBER OF COMMUNITY GROUP EDUCATION SESSIONS PER HEALTH 

PROMOTER ON THE SUBJECT OF DIARRHEA 
1994 

(GOAL OF ONE/PROMOTER/QUARTER) 



MATERNAL HEALTH AND CHILD SURVIVAL PROJECT 
PROSAMI 

EVALUATION TABLES 1994 

ACUTE RESPIRATORY INFECTIONS (ARI) 



r TABLE I -. 
Anl IN' JENCE nATE (Per 1.000 Children ur r 5) 

DETECTED AND ATTENDED 
1994 

600 I -- _ _ _  ___ - .-I______.__ - -  -. . - ... _ _ _  _ _ _ _  - 
1 

TABLE ll 
PERCENT OF ARI CASES AMONG CHILDREN 

UNDER 5 THAT PRESENTED SEVERE NEUMONIA 

2 0 
2.4 



TABLE Ill 
PERCENT OF Afll CASES AMONG CHILOREN UNDER S THAT PRESENTED NEUMONIA 

1994 

TABLE IV 
PERCENT OF CASES OF SEVERE ARI AND SEVERE NEUMONIA 

DETECTED IN CHILDREN UNDER 5 WHICH WERE REFERED 
1994 

(GOAL OF 100%) 
toof-9 

n 

I 



TAOCE V -.. 
I \vmmi!T:umEn OF FOLLOW - UP VISITS bdn EAci l  CASE 

OF NEUMONlA OETECTED AMONG CHILDREN UNDEn 5 
1994 

(GOAL OF ONE PER CASE) 

QUARTERS 
0 ROUND I + ROUND 2 2 ROUND 3 

PERCENT OF DEATHS AMONG CHILDREN UNDER 5 YEARS AGE DUE TO ARI 

QUARTERS 
0 ROUND 1 + ROUND 2 0 ROUND 3 



TABLE VII 
PERCENT OF Afll CASES AMONG CHlLDnEN UNDEn 5 THAT ENDED IN DEATH 

TABLE Vlll 
AVERAGE NUMBER OF GROUP EDUCATION SESSIONS PER HEALTH 

PROMOTER ON THE SUBJECT OF ARI 
1994 

(GOAL OF ONE/PROMOTER/QUARTER) 



MATERNAL HEALTH AND CHILD SURVIVAL PROJECT 
PROSAMI 

EVALUATION TABLES 1994 

NEONATAL HEALTH 



- - ,  

TABLE l '1" 
w A n T m L y  NEWBORN c m E  C o v E d ~ h  

1994 
(GOAL OF 20% PER QUARTER,BO% PER YEAR) 

_ _. .___ _ _  . __ . . .... . -._. . . . - . . - . . - *  . - '  

TABLE ll 
, PERCENT OF NEWBORN VISITS WHICH PRESENTED DANGER SIGNS RELATED 

TO INFECTION 

QUARTERS 
0 ROUNO I + ROUND 2 9 ROUND 3 



TABLE Ill 
PEnCENT Of- N~TBOIIN VISITS WHICtl PRESENTED ' - Y  BlnTt-i WEIGHT 

TABLE IV 
PERCENT OF NEWBORNS WITH INFECTION OR LOW BIRTH WEIGHT 

WHICH WERE REFERRED 
1994 

(GOAL OF 100%) 

3 .  

2 

t 

QUARTERS 
0 ROUND 1 + ROUND 2 0 NATIONAL NORM 

' 

0 .-- 1- I J. I -  

t st 2nd 3nd 4th 

QUARTERS 
0 ROUNO 1 + ROUNO 2 *? ROUNO 3 



TABLE VII 
PEflCENT OF DEATI-IS AMONG Ct-IILDREN UNDEn 5 OCCURING 

IN THE NEONATAL PERIOD 
1994 



EVALUATION TABLES 1994 

MATERNAL HEALTH AND CHILD SURVIVAL PROJECT 
PROSAMI 



f,r TABLE I "... 

PERCENT OF Cl-rlcdREN UNDER ONE YEAR OF AGE h. 3 WERE VACCINATED 

QUARTERS 
0 ROUNO 1 + ROUND 2 9 ROUND 3 

WlTH BCG 
1994 

(GOAL OF 25% PER QUARTER, 100% PER YEAR) 

TABLE ll 
PERCENT OF CHILDREN UNDER ONE YEAR OF AGE WHO WERE VACCINATED 

WITH DPT 3 
1994 

(GOAL OF 25% PER QUARTER,100% PER YEAR) 
M 

2 
'5 
W 20 

Y a 

26- 
24 
22 
20 
18 

16 
14 

01 I 
I 1 

1st 2nd and 4th 

QUARTERS 
0 ROUND 1 + ROUND 2 0 ROUNO 3 

-- 
- 
. 

' 

- 
' 

- 



TABLE Ill 
PERCENT OF CHILDREN UNDER ONE YEAR OF AGE WHO WERE VACCINATED 

WITH POLIO 3 
1994 

(GOAL OF 25% PER QUARTER, 100% PER YEAR) 

* I 1 

0 
I 

2nd 3nd 4th t st 

, QUARTERS 
0 ROUND 1 + ROUND 2 0 ROUND 3 

TABLE IV 
PERCENT OF CHILDREN UNDER ONE YEAR OF AGE WHO WERE VACCINATED AGAINST 

MEASLES P .  

1994 
(GOAL OF 25% PER QUARTER.1OOX PER YEAR) 

t s 
t 4 

QUARTERS 
0 ROUND 1 + ROUND 2 0 ROUND 3 



TABLE V 
PERCENT OF CHlLDnEN 1-4 YEAnS OF AGE WHO WERE VACCINATED AGAINST 

MEASLES 
1994 

(GOAL OF 20% PER QUARTER, 100% PER YEIW) 

OUARTERS 
0 ROUNO 1 ROUNO 2 0 ROUNO 3 

TABLE Vl 
PERCENT OF PREGNANT WOMEN EXPECTEO IN THE POPULATION THAT WERE 

VACCINATED WITH TETANUS TOXOIO II 
1994 

(GOAL OF 25% PER QUARTER,100% PER YEAR) 

20 
19 
18 
I 7  
16 
I 5  

10 
9 ;! 8 7 

:: 3 2 

1 
0 '  

- 
- 
- 
- - 

\ 
- / - 

I 1 I 

f st 2nd OUARTERS 3nd 
0 ROUND 1 + ROUND 2 9 ROUND 3 



'I" 

TABLE VII 
PERCENT OF WOMEN IN FERTILE AGE EXPECTED IN THE POPULATION THAT WERE 

VACCINATED WITH TETANUS TOXOlO II . 
1994 

(GOAL OF 15% PER QUARTER, 60% PER YEAR) 

I - 
0 

I I 1 

1 r( 2nd QUARTERS Jnd 
0 ROUND 1 + ROUND 2 0 ROUND 3 



MATERNAL HEALTH AND CHILD SURVIVAL PROJECT 
PROSAMI 

EVALUATION TABLES 1994 

NUTRITION 



TABLE I 
QUARTERLY GROWTH MONITORING COVERAGE, CHILDREN 

UNOER 1 YEAR OF AGE 
1994 

(GOAL OF 25% PER QUARTER.100% PER YEAR) 

OUAnTERS 
0 ROUNO I + ROUND 2 ') ROUNO 3 

TABLE ll 
QUARTERLY G R O W H  MONITORING COVERAGE, CHILDREN 

UNDER 1 - 4 YEARS OF AGE 
1994 

(GOAL OF 12.5% PER QUARTER, 50% PER YEAR) 

OUARTEAS 
0 ROUND 1 + ROUNO 2 0 ROUNO 3 



I TABLE Ill 
AVERAGE NUMBEfl OF GROUP EDUCATION SESSIONS PER HEALTH PROMOTER 

ON THE SUBJECT OF NUTRITION, GROWTH AND DEVELOPMENT. 
1994 

(GOAL OF ONEfPflOMOTERIQUMTER) 

1°1--- I 

QUARTERS 
0 ROUNO 1 + ROUND 2 0 ROUND 3 

TABLE IV 
PERCENT OF GROWTH MONITORING SESSIONS AMONG CHILDREN UNDER 1 YEAR OF 
AGE THAT PRESENTED SEVERE OR MODERATE UNDERNUTRITION (WTIAGE) 

QUARTERS 
0 ROUND t + ROUNO 2 0 ROUNO 3 



TABLE V 
PERCENT OF GROWTH MONITORING SESSIONS AMONG CHILDREN 1 - 4 YEAR OF r 
AGE THAT PRESENTED SEVERE OR MODERATE UNDERNUTRITION (WTIAGE) 

1994 

QUARTERS 
a ROUND 1 + ROUND 2 0 ROUND 3 



QUART€ RS 
0 ROUNO I + ROUNO 2 * ROUNO 3 

TABLE I 
I NUMBER OF ACTIVE tIEALTH COF*ITTEES AVERAnT . PER HEALTH PROMOTER 

1994 

AVERAGE NUMBER OF ACTIVE VOLUNTEERS DEDICATING TIME TO THE PROJECT PER 

3 
2  8  
2 8 '  
2.4 
2.2 

2  
1.8 
1 8 -  
1.4 
1 2 -  

1 
0 8 -  
0 6 .  
0 4  
0 2  

HEALTH PROMOTER* 
1994 

- 

- - - 
- 0 5  --! 

- 
h 

'& 

- 
- 

0uAnms 
O ROUND 1 + ROUNO 2 0 ROUNO 3 



TABLE Ill 
AVERAGE NUMOER OF COMMUNITY GENERAL ASSEMBLIES HELD PER 

HEALTH PROMOTER 
1994 

r- - 

QUARTERS 
a ROUNO t + ' ROUND 2 0 ROUND 3 

e PROJECT m u  OF 1PER EM 

TABLE IV 
AVERAGE NUMBER OF COMPLEMENTARY PROJECTS BEING IMPLEMENTED 

OR PROPOSED IN THE COMMUNITY PER HEALTH PROMOTER* 
1993 

1 rl 2nd 3nd 

QUARTERS 
0 ROUNO 1 + ROUND 2 0 ROUND 3 



ANNEX H. 

HEALTH FINANCE 
SUPLEMENTAL 

ANNEXES 



ANNEX H-1. 

Cost-Efficiency 
Analysis 



TOTAL COST COMPARISON AND COST PER AlTPlTlON 

i I 
(SUM3to14 i MOH 

MOH 
I 

I 

28 i Cmtd N o n - P w d  Costs MSCl 
i i I I I 

- 
32 IUnit Cost beak Down I a 

33. Total Cosl P a  Promote8 L - 30112 
34 !. 
35 MOH/NGO Cost pof Promote8 I ~93112 

36 i 
37 1 Numbm of Anentions 1993 ! I 

38 (1AA.EDA.SR.RN.CYD.Adult) 
I MOH 

39 TOUII Cost par Atteneon 
I ~30138 

40 Taraet Powhbon , MOH z .  

41 ' MOHlNGO Qst Pet Taraet P c y ~ I ~ o n ~  + 23/40 

42 MoH/NGo Cost per Attention + 23/38 

FUSAL I 
. FUSAL i 

FUSAL i 
FUSAL 1 

I I 

I 

i I w s L  i 
I I t 

; 19%X 24.881.424 
;UM 3 b 14 FINANCE DEPT+ 14 l ! U M 3 t o l 4 !  NSAL 1 , : 7 Total PVO Comroditias f j NSAL - 1.000.000 

/ + 
] + Total PVO eair ~g 
j + Total !TO p!md 
: + i oa i  PVO prcsram adrnin , 

I NSAL  
j NSAL 

i 

i 
Total MSCl oifice~Rogram Admm ; 

I 

PROSAM1 + Techncal Asstance 
+ P a m d  
+ Program Adminisiration t j 
+ Audit 

I 

I .. : 
! I 

?ROSAMI ! 
1 

NA 
1 -30138 N A 

I 
I 

PROSAM1 I ! FUSAL , .I 
+?3/40_- -- ! + 23EoO06 

* +23/38 NA ! 





I 1 I I I I 
rn'P I- 0 0 i OLS'6 lo ees'9Z 10 I 6u!punj qse3 

90ZeSC I 9LO' 1 1 PCZ'P L 000'021 ] C68'6S j 6wg0L (C6Z'L I SSE'SL I 6u!pun j ~aw0 
000% L I 02 1' 1 L I SLP'L 1 00~'s~ I 008'1~1 ! 866'1 1 1 9~~~92 I OZS'~~ I e>eds le@qd 

- -- 

asv swv VS~YY~W dm WN ~INN ~3~13 mm3 



NGO GOST EFFICIENCY ANALYSIS 

Compensation 1 I I I 1 1 1 
Pav Pemonnel I 40.8051 71.400 I 43.80 1 55,159 I 5.8951 20.043 1 46.799 - .  
Physical Space 1 13,0491 7,100 1 47,100 1 10.520 1 5,895 1 2,485 1 7.250 

COOECOSTA COOECUS CODELUM 

416,969 

ITEM . 

Other Funding I 20,4n1 2.655 1 21,219 

Cash Funding I 4,449 1 47,665 1 35,096 

I 1 I I I I I J 
PVO Training Cost 1 231,1481 376,1391 345,794 1 331 $1 1 1 1 295,050 1 349,565 1 332.282 ] 

COMUS 

444.540 

ASIPES 

Income PAOSAMI 544,761 1 699.(58, 680,000 

I I 1 I 

Total Cost d W O  1 623,541 1 828.2791 827,215 1 800,372 
I I 1 I 

- -  

% Tnining Cost Total 37 1 4 42 1 41 1 64 1 69 1 42 
I I I I I I I 

FUNDEPRENS 

680,669 

CODECA 

655,803 

1 1 I I I I 

20,890 1 9,200 
SS,OOO 1 19.735 

I I 

457,694 1 507,043 1 795,260 
I I 

I I 1 I I I I 1 + Prornoten I 10 1 10 1 10 I 10 1 10 10 1 l o !  
1 

23,049 1 60,542 
16,926 1 0 

# Adrnin+Tech PROSAMI 1 5 1 6 1 6 

'% # Prornoters/All Personnel 45 1 33 
I I 

5 1 5 6 1 6 

13,236 
24,700 
46.799 

48 1 48 

Promoter Cost I 16,5GO( 15,900 

6 1 2 
22 / 18 

I 

# Other pay Personnel 
All Project Personnel 

45 56 

- 

7 
- 

5 7 1 14 
22 1 30 

56 

13,500 1 13,500 
22.300 
71,400 

Costo Adrnin +Tech 1 17,375 

6 1 3 

I I 

13.500 
21,900 
5,895 

25.850 
43,800 

109.600 
Cost pay Personnel 
Total Cost of Personnel 
% Cost Adrnin+Tech/ 

13,500 
26,800 

20.043 

20,700 
55,159 

83,150 
40,805 
74,680 

21 1 21 
I 

41295 89,359 

18 

! I 1 I 1 1 I I 

60,3431 84.735 

67 85 Total Cost of Personnel 1 78 78 1 84 85 1 84 



I 
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ANNEX H-2. 

Other 
Suplementary 

Annexes 



NGt? 7XENC)S OF EFFiCIENCY AND EFFECTlVENES 

N G O  . 

FIRST ROUND 

A W E  
MHU 
0.E.F. 
PGCCADES 
ASCVDl 
ASAPROSAR 
DIOCESlS 
FUND€!!UN 
OFROOE 
Average First Round 

SECONDROUND 

AMCS 
ASADEH 
ASPS 
CALMA 
CONAMUS 
CIRES 
FUNDAC 
FUNOESO 
&NAP? 
FUMA 
Average Second Round 

COST ( e ) 
PE.9 TARGET 
%PUCATICN 

COST ( c ) 
PEiZ P9OMOTEi3 

ATTMTlCN 

No. OF A f P ( r n S  

P F ?  PROMOTERS 



E I W  TRENCS OF EFflCtENCY AND EFFECTIVENES 

PER .PROMOTE8 
PE3 PROMOTER . P€9 PROMOTERS 

THIRD ROUND 

ADEMUSA 
AMS 
ASEI 
ASIPES 
COSDECSAM 
COOECUS 
COMLS 
FASTRAS 
COCELUM 
COOECOSTA 
COOECA 
FUNDEPRENS 
IDEA 
ORMUSA 
PADECOMSM 
PROGilESO 

Average Third Round 

AVERAGE ROUNDS 



-- I*" rC". 

1 PROYECTO BAIIIA D E  JIQUILl 9 

2 Flddicos 
1 Knfern~era 
3 Trabajadoras S o c i a l e s  
1 l'ecnbloga Materno Itlfi~t~L i l  
1 N u t r i c i o n i s t a  
1 EcoL&nologo 
1 Agrrjnonro 
1 Ezducador para l a  sa lud  

S a l a r i o  d e l  Personal Arl~~~i~~istrativo 

Apoyo LogIs t i co  
Pape ler ia  y U t i l e s  
Material  Diddct ico  
Insumos y suminis tros  
Uniformes 
Transporte 
Cotnbus t i b l e  
Cornunicacion~s 
Aseo y Lirnpieza 

Bienes  Mobi lo iar io  y Equipo 
( Invers i6n  I n i c i a l )  

Medicinas y Equipo ~ g d i c o  

APORTE UE LA COMUMIDAD 

TOTAL DEL PROYECTO 



PRESUPUESTO PARA UN PERIOD0 DE 12 MESES 

1- Salario Personalo T6cnic:o 1116s beneficios 

1 Mgdico 
1 Enfermera 
1 Trabajadora Social . . ....... 1 Tecndloga Flaterno Ir~Ear~t  i.1- - -. . 

2- Porcentaje de Salario del Personal Adtntvo. C 7 9 , 2 0 0 . 0 0  ' 

3- Capacitaciones a Promotores 

4- Materiales y suministros 
Material Diddctico 
Insurnos y surninistros 

5- Transporte 

6- Medicinas y Equipo ~gdico 

APORTE DE LA COMUNIDAD 

TOTAL DEL PROYECTO 



I . - '  - - -- - - 
PC. r r  

I c a r .  .ll a8 - - ---. .- - 
1.01 ' h t r  1e1bn  ~ l r a l  lo r  Servlclnr d. 

r lu!  ............................... I9bm9b7.I* .............. . 1 1.n r r r l .  - a  Tbcn8 .vr 1b1 t lvor 10.791.9 
1.r :errla I,,r de " ~ w t ,  R... :n Oxldmntal...... 4 8 . b 4 4 . 3  ...... 1.b :crrl. lo1  ck '4. nr. '.n Genttrl... l?.Ibl.: 
I .  S r v l c l o  & t r d .  n- n l& l rnpo l l l u~ . . .  19,bM. 

l1.04 S.rvl. 108 da .I#d. Rc(: in h r w m l r r l  ...., 30.b99. ...... I.@? Jaivl.:l~a d- ~ l w l .  IIqlAn Orlrnlal . .  83.123. ' 
2 .  I l l  p w m  r ~ s t o r  4 ~nc ln twn lcn -  

hk*...... .............................. ) 7 l . b 1 6 . ~ ~ 0  
l .O Ik rp l l r e l6n  Ia l l r r l c l r  109 k r v l c l a r &  

Srlud...... ............................... 16). 170 
9.02 pnatrucelbr . Fs rp l l u t l h  y U l l o r ~ a  & & l I I I -  

'e lor d c ~  w*.. ............................. j 0 . 8 ~  :6O 
1.01 . w l w 8 l n  IU l l co  R ~ r a l  ................... 8.lbt.920 

Totaha .................................. III.?M '10 16*.470 -- 

..................................................................... T r ~ r l w m l a s  

A1 Lector PI lvn& .. 90.070 ................................... ...................... 
Al  Wo1.r mlko  ........................................................... 



CARGO .-- 

PROElOTOR 

SUPERVISOR E S P E C Z F I C O  

NED I C O  SfJPERV LSOR REG LONAI, 

ENFERNKM S U P E R V I S O M  I,OCAI, 

SECURO DE VLDA 

SUELDO AI'ORTACTONES V I A T I C O S  -- - - TOTAL 

2 , 1 8 7 . 3 0  2 4 4 . 6 1  400 2 , 8 3 2 . 5 1  

2 , 6 5 9 . 8 0  297 .37  4  90 3 , 3 5 7 . 1 7  

5 , 5 3 4 . 1 0  6 1 8 . 7 1  - - 6 , 1 5 2 . 8 1  

3 , 9 0 3 . 9 0  436.(16 400 (1 , (170.36 



I /  11 

MSCI/I'IlOSAMI 
EXPENSES INCUnnED 8 , ~ V O . s  

T FROM JUL 90 TO JUI .a 
E X P ~ E S E O  IN COLONES - 

P~ogram Adrnin ( I 13,404.67 17.314.89( 4.400.00I 35.1 19.55 

TOTAL AMCS I 0.00 I 552.006.14 1 620.508.721 327.839.71 1 1 .500.4 

- 

-- 0.00 1 23.1 75.24 

TOTAL AGAPE -- -- 
120 ADtiU Training 

Commodilms 309.2G5.59 
Personnel 105.4 13.86 

-- Program Admin 14.027.87 -f------.- 
TOTAL AOHU -- 43.005.991 64 1.883.72 

125 OEF Training 59.823.06 326.613.53 
Commodilies 0.00 51 5.797.00 
Personnel 1.256+8 1 48.349.92 

01/0119f 
Tl~rouuh 
12/31/91 

l00.787.96I 9.449.00I 141.41 2.20 

---- 650,168.61. 410.297.17 1.809.598.!37 

(----I---- 81 7.265.75 
67.3n.39 

60.2Q3.61 I 303.763.34 
11.778.60 36.661.30 

-------.-.-LA- ... --.-- 
563.801.191 --.----- 31 1.053.27 i ----- 1.559.904.117 

454.352.53' 235.952.51 1.076.77 1.63 

-- Program - Admin 

TOTAL OEF -- 
130 PRCX;ADES Training 

CommodilPs 
Personnel 
Prcgram A d m L  

TOTAL PROCADES 

135 ASALOl Training 
Comnwdlties 
Personnel 
Program Admln 

TOTAL ASALDI 

140 A S A P f l O W  Training 
Commodilms 
Personnel 
Proqram Admln 

TOTAL ASAPl7OSAII 

145 OlOCESlS Trdning 
Commodilbs 
Personml 
Program Admin 

TOTAL DIOCESIS 

150 FUNOEMUN Tr d d n g  
Comrnod1ll.s 
Personnol 
Program Admln 

TOTAL FUNOEMUN - 
155 OF~OOE Trdning 

Commod1li.s 
Personnel 
Pro~ram Admin 

TOTAL OP~ODE 

205 AMCS Ttdning 
Commodllios 
Personnel 

115 AGAPE Training I 47.710.93) 232.473.97 
Commodilies I 423.130.46 
Pwaonnel 390.00, 0'001 22.252 59 

105.092.28 
122.33 I .63 
28.825.32 --.- 

74.667.75 

0 110 1/92 
rtirountl 
1 713 1 /92 

37.276.79 658.166.07 
59.817.08/ 23l.755.44 
14.134.89 7 1 . 0 1 1 . 1 ~  0.00 28.050.94 

Ol/01/93 01101/!34 
Tlrrougli 1 l i r o u ~ h  Gtor~d  

1 213 1/93 OG130134 1 olnl 

61.079.07 

100.008.00 
0.00 

9 18.84 I .39 

975.463 26 
643.577.56 

7 10.C01.76 

989.075.38 
152.563.76 
170.049.4 1 
39.440.40 ----. 

1.351.120.95 

452.032.07 
38.556.60 
77.704.20 
13.427.25 

581.720.12 

1.044.338.09 
20 1 .OB9.23 
1 14.493.17 
34,507.06 

1.384.420.35 

423.004.8 1 
134.217.71 
141.143.16 
27.770.67 

726.136.35 

770.46 1.09 
325.624.1 I 
17 1.359.76 
42.035.40 

1 ,309,400.36 

428.006.27 
78.252.57 
75.575.46 
1 1.778.68 

593,892.98 

439.1 14.29 
48.469.60 

1 15.669.94, 

347,181 .27 2.037.704.22 

5.000.00 I I 16.601.46 
0.00 I 35.750.1 4 

4 (8.466.09 
09.823.30 
58.505.79 

3 ! 0 ? ?  
604.704.43 105.000.00 

84.738.02 

2.483.8) 2.73 
005,964.7'0 
350,236.66 

- - - - -  113.019.7'1 

3,033.033.00 - 
- .---..- -- -- 

1.771.392.42 

350.274.98 276.96.17: 1 .IG3.591.2!4 
31 1.602.31 

7.404.50 0'0°1 66.057.35 
74.858.81 
33.8 11.67 
10.614.89 

40f.031.54 

488.192.00 
67.723.58 
58.161.72 
30.299.05 

044,376.35 

274.433.1 5 
85.199.76 
73.643.86 
20.430.20 

453.706.97 

327.056.85 
G5.5Gl.99 
94.385.20 
27.476.58 

5 14.483.62 

200.895.63 
27.240.74 
37.167.31 
12.657.97 

277.969.65 

204.083.22 
62.279.53 
57.076.96, 

0.00 

92.1 42.52 

0.00 
0.00 
0.00 

0-00 
0.00 

6.960.00 
0.00 

7.020.00 
0.00 

13.900.00 

78.702.45 
4.1 8L35 

0.00 
0.00 

82.808.60 

57.9lO.00 
0.00 

2.1 50.00 
0.00 

60.060.00 

425.01 7.7'2 
190.977.72 
38.771.37 - 

1.018.358.05 

2.076.624.08 
869.086.72 
250.297.87 
100.936.52 

3.296.945.79 

964.893.816 
482.240.53 
324.421.90 

59.9 l 7 . 1 2  
- 1 .03 1.48 1.43 

1.753.965.014 
1,029.074.6 1 

372,280.914 
107.407.7'2 

3.263.328.3i 

1.063.248.014 
341.517.20 
193.63 1 .92 
38.464.52 

1.638.86 1 

905.470.Cl3 
343.226. W 
21 8.598.44 

14.729.23 - 
742.663.07 

544.094.79 
600,273.91 

77.642.78 
36. I 29.61 

l.250.141.09 

260.495.90 
262.83 1.06 
102.61 4.88 

1 1.716.27 
637,650.11 

577.744.65 
634,299.16 
106.535.98 
31.895.74 

1.356.475.53 

376.356.14 
236.01 5.89 

78,739.15 
14.027.87 

705.139.05 

1 262.272.52 
232.477.41 I 43.851.54. 



MSCIIPf7OSAMI "r EXPENSES INCUnnED DY I- . J's 
FflOM JUL 90 TO JUN 04 
EXPRESED IN COLONES 

O ~ l O l J 9 l  L11/01/92 0 110 1/93 OllOll94 
Thtough Tlwougtt Tltrough Through Grand 
12/31/91 1 213 1/92 1 213 1/93 OG/30/94 l'otnl 

210 ASAOEH Training 237.133.77 455.855.39 21 2.31 1.39 1 895.30L1.5S 
Cotnmodilmr 241.169.73 52.55G.78 2.350.29 296.084.80 
Per sonnei 40.066.74 130.747.55 72.644.00 1 244.258.29 
Program Admin 19.197.70 23.004.85 5.280.00, -. -- -- 47,402.55 

TOTAL ASAOEIl 
I 

-- --- 0.00 530,367.94 652,164.57 ------  *-- - 
215 ASP3 rraining 163.322.83 391.073.51 I Cotnmodi1i.r i 224.CU2.84 52.165.32 6.305.12 I 202.553.28 

Porsonnol 1 I 36,709.27 00.020.57 ~~1.250.381 157.060.22 
19.4 14.89 L 5.200.00 1 38.299.58 ~rog!am2"OY" I_---.-.- - L -.--.-.- l 5 ~ k  1 ------ -- ---.-.--.- ------ 

I TOTAL ASPS --- - .  . -- .!?Si-.. 430.71 ---- 9.61 1 - 5 4 4 . 2 7 4 . 2 9  335.374.32 1 1 3 10,360.22 - - - .  L-. ..- I 
220 CALMA TI aining 

Commodilmr 
Personnel 
Program Adrnin - I 14.2M.67 1 17.914.89 5.500.00 1 37.619.56 

TOTALCALMA 0.00 1 45 1.090.35 1 705,53l.22 369,262.02 1.525.891.59 

225 CIRES Training 126.182.92 
Comrnoditios 230, 108.25 
Porsonnol 19.38 1.96 

-- Program Admir) 17,982.99 

TOTAL ClRES 0.00 383,656.12 

230 CONAMUS Trdning \74,943.58 
Commodllh 44.251.30 
Persom4 25.321.47 
Program Admlq 3.200.00 

TOTAL CONAMUS 0.00 247.7 16.33 

235 FUNOAC Traininq 195.384 93 
Comrnodllkr 21 5.41 2.73 
Persomel 38.402.26 
Proptam Admln 18.767.71 --- 

TOTAL FUNOAC 0.00 485.967.63 

240 FUMA Training 32 I ,751 .SO 
Commodilles 442.207.30 
P O I S O ~ O I  35,046.10 
Program Admln 26.808.70 

TOTAL FUMA 825.81 3.80 844.327.04 1 478.403.92) 2.148."44.58 
245 FUMMMAV Trdning 223.868.6 1 147.842.69I I 371. 11.30 - 

Commodllles 174.418.17 (1 77.1B4.85; (2.776.W 
Personnd 47.937.47 26.876.39 74.19 13.6G 
Program Admln 16.204.67 4.200.00 20.404.67 

TOTAL FUNDAMAV 0.00 462,428.92 1,724.23 0.00 464,153.13 
1 

250 FUNOESO Trddnq 188.767.62 352.58 1 5 9  141 .238.42 682.577.53 
Commodllfrm 267,937.82 156.870.00 57.078.47 481.886.09 
Personnd 33.3 12.31 55.092.20 - 26.363.08 1 14.767.59 
Program Admin 17.804.67 18.614.89 8.OOO.00 44.419.56 

TOTAL FUNOESO 0.00 507,812.12 503.1 58.66 232.879.97 1,323,650.77 

255 KNAPP TrdrJna 21 9.049.59 824.305.20 5 19.522.52 1.563.077.3 1 
Commodflks 208.750.86 266.752.00 1 36.54 1 -47 612.044.41 
Petsomd 39.151.29 98,184.17 50.971.22 100.306.60 
Ptopram A ~ A  J.W?!A'L - e 2 m r  96.578.? r ~ Q , B I ~ . S S  

T-PP 0.06- 4lM,086.41 I $161071 .RQ WJI.eI &-I 3.01 P.863 04O.Oe 



- 
- 
305 AOEMUSA Tr eining 

Comrnodilbr 
Pwromml 
Program Adrnin 

TOTAL AOEMUSA 

310 A M 3  Training 
Co~nmodilmr 
Porronnal 

-- 
Program Admin 

TOTAL AM8 

315 A8el Training .. 
Comrnodilbr 
Perronrwl 
Program AdnJn 

4. TOTAL ABEI, , . 
320 ASIPES Trdnl- 

Commodllka 
Perroncl.( 
Program Admh 

- WTbL ASIPES 

326 CQOCCA Trdnlng 
Commodltbr 
parroqwl - proprom Admln 

TOTAL COOECA 

330 COOEC06TA Tld- 
hmmod\\h 
P*frgn(n( 
Pf~gl l lm 44dp 

TOTAL COOECOSTA 

335 COOECUS Training 
Commodibs 
Perronml 

- Program Admln 
TOTAL COOECU9 

340 COOELUM Training 
Commodlllos 
P e r r o d  

Program M m l n  10.614.09 0.00 10.6 14.89 

TOTAL COMAFAC 0.00 64 1 655,99 
naa awma r n t n m m  

56.7W.48 38.153.25 94.942.73 

Program A d d n  
TOTAL CODELUM -- 0.09 

345 COMAFAC Trdnlng 

OllUl191 
I hrou(lh, 
12/31/91 

0.00 

V C ?  . 0.00 
P 

i 

' .. - I .  

0.00 
. - ,  

0.00 

0.00 

0.00 

0.00 

16.M)o.OO 
4 16,869.33 

323,895.22 

OI IUI IRt  
I htouylt 
1 213 1/92' 

-. 
0 .00  

.. .. . 
, . . .  .\ . ,. .- 

I!' : -''to.ao 

, ;; \ v . ,  . .'. ,, ' b  

: r., . , * -. . 
Q.OQ 

. . . I .  . '  

0.00 

0.00 

9.00 

0.00 

17.033.94 1 3 3 . 8 3 3 2  

480.070.20 1 0 9 7 . 0 4 5 ~  
147.639.05/ 471,534.27 1 

0 Ill1 t19:I o i l 0  llP4 
I ltruu~tc rlwwglc Grand 
1213 1/93 UG/J0/94 

220.570.12 
67,073.15 224.963.26 
60.082.76 55.876.20 

0.00 10.6 14.89 
347.726.03 435.726.47 

305.076.68 
76.572.94 

, 56,917.03 
47.414.89 -- 32.000.00 

r.../ 471,360.95 457.791.78 929.158.43 

271.466.42 168.759.76 
L .!'' ! '247.325.70 
1- !,, ;, 103,422.20 69.557.67 172,879.87 

16,414.90 6.160.00 

637,(I29.22 301.003.46 

'231.148.27 
244.776.37 
53,431.22 
15.403.89 

644,781.75 

376.138.61 
2 15.596.4 1 

70.109.61 
37,614.89 

699,459.62 

345.794.34 
194.409.90 
93.532.59 
35.527.89 

669.264.72 

331.110.58 
220.052.65 

62.1 74.40 
42.4E4.89 

655,802.52 

295.050.17 
44.516.49 
60.602.67 

' 156.624.1 1 387,772.38 
46.033.1 4 : 200,O 1 1.51 
32.101.1 I !  85,432.33 

5 . 6 0 ~ i  2 1,003.89 

240,358.36 ' 785 1 2 0 s  

11O,W7.111-.76 
37,183.67 
44,84538 

4,800.00 

297.736.20 

187.622.84, 
47,181.22 
67.1 89.48 

0.00 
301.973.54 

187.403.22 
26. I 70.62 
32.958.34 
40.600.00 

287.332.18 

209.00 1.40 
21 3.346.55 
40,694.31 

252,780.08 
1 14,954.99 
4 2 , 4 1 4 e  

9 9 7 , 1 0 5 ~  

633,4 17.18 
241,571.12 
160,722.07 

35,52T_E 
971,238.26 

518,513.80 
246.223.27 

95.132.74 
0 3 . 2 6 4 E  

943.134.70 - 
504.05 1.57 
257.0G3.04 
101.296.90 





NOMBRE DE LA ONG: . 

i NOMBAE DEL DONANTE . . - -- .---- -- -. -. ... ---- - 

PRESUPUESTO f OTAL DE iPI ONG PARA 1 - ---. ----- 

I cos~os DIRECTOS~OSTOS BE- 
DEL PROYECTO I OPERACION 

NOTA : ADJUNTAR BALANCE GENERAL DE TODA LA ORGANIZACION AL 31 DE DlClEMBRE DE 1993 



P A O Y E C T C ' I  SALUD MATERNA Y SUPER\~~::NCIA INFANTIL 
INFORME DE C0NTRAPARTll;JA 
(EN EFECTIVO Y EN ESPECIE) 

NOtA: Usa holas rdiclonalrs. sI es necesarlo. - 

Nombre y Tilulo del Represenlur~o Fitma dol Reprarentanta 

A. PERSONAL PAGADO 
+. I ,  .. C . I a . ,  

8. PERSONAL VOLUNTARIQ 

-- 
. . . . . . . . . .  0.  Total Personal Volunlario t m 

- - . .  , .  . . No. da . A Salario 
CONCEPT0 \"- ' - ' :.' Persona. - .p& Hora ' 

P 

r - . - . a  - . ., . . . .  It--------- C .  - .  

1 ' C 

. . . . . . . . .  A. Total Personal Pagedo. c 

- Totat Anual 
-or ~ersona 

i- % - 
4 ' r a- 
a 

i- 

'I- 
'I- IQ- 

- VALOR 
TOTAL 

C 

C 

t 

C 

* 
C 

t 

I 

f 
C 

C 

? 

t 

e 
8 

* 
v 
8 



PROYECTO r. SALUO MATERNA Y SUPEF4VEYNCIA *Tf INFORME DE CONTRAPARTI, i 

(EN EFECTIVO Y EN €SPECIE) 

INFANT 

NOfA: Us8 hojas adicionsl8s. r l  as necesarlo. 

............ C. Total Valor Espaeio Flslso c I I 

I Tipo da Edificio 
[Oficina. Cllnica. Centro Comunal. Casa. elcJ 

0. VALOR DE BlENES PRESTADOS 

- BIENES PAESTAOOS Valor Total 1 
lo. C a l c u l a d ~ u l p o  Medlco.~.! Anual % P R O W 1  TOTAL P R O S A ~  

11 e K !  e i 

, I e %It I 

D. Total Blenes Presladar . . . . . . . . . .  e 

I Valor Total 
Anual 

E. VALOR DE BIENES DONADOS . . 

% PROSAMI 

VALOR TOTAL 
Fducalivor. de Onclna. e 

---- - 

E. Total Qienes Donados . . . . . . . . . .  t I 



PROYECTO Ch SALUO MATERNA Y SUPERLl JENCIA INFANTIL 
INFORME DE CONTRAPARTIDA 
(EN EFECTIVO Y EN ESPECIE) 

NOTA: Usr holra rdlclonrlea, sI @a nacesnrlo. 

# TIP0 OE CONTRlWClON EN ESPECIE i (Gastor de Vohlculos. Cur electricr. Agua. Teldfoino. VALOR 
Vidticos. Correo. F o l m r .  etc.1 TOTAL 

I 

4 ;  - I e 

6 
. - 

- 3  - - ,  - . . - .  t 
t-- , A. ", 

6 8 C 
. . .  TF . C 

a e 
I 

':I=- 
C 

C 

1 I @ 

I 
0 

14 @ 
I 

. . . . . . .  .. F. Total Olraq Conlrlbucbnes en Especle , a! 

- -- -- - - r 

G. Tolal Aporlaciones en Efectlvo .......... c 

- 
cor(cwTo 

C 

1 .  

VALOR 
TOTAL 

t 



PROYECTO DT SALUD MATERNA Y SUPER''^'(ENCIA INFANTIL 
lNF ORME DE CONTRAPARTIOA 

.. (EN EFECTIVO Y EN €SPECIE) 

NOTA: Us8 hojas adicionales. si es necesario. -___ -.-. .___-. . . __._ 

ANO 1994 
(Enero a Junio) 

O r g ~ i t a c i 6 n  

Nombre y Titulo dd RepresontanIm 

A. PERSONAL PAGADO 

i No. de 
CONCEPT0 1 personas +- I 

----  - - - 

A. Tolal Personal Pagado . . . . . . . . . . c 

'I- 4 .  

B. PERSONAL VOLUNTARIO 

Salario 
p o r  Hora 

I t I 
C 1 ,  -I i t 

Total Anual 
iirs. por Persgna , TOTAL 1 

=I 

+ 
Tolal Anual VALOS 

Hrs. por Persona I TOTAL 

! c 
c - 

! c 

C-CEPTO 
I-- 1 ,  

2 ! 

- 
8. Total Personal Volunlario . . . . . . . 

No. de 
Personas 

Salario 
por Hora 

e 



- 
f% 

PROYECTO DL JALUD MATERNA Y SUPERVI. LNCIA INFANTIL 
INFORME DE CONTRAPAnTlDA 
(EN EFECTIVO Y EN €SPECIE) 

C. 

NOTA: Use h o b  adicionales. si as necesario. 

Tipo do Edilicio Valor Total 
t-ina. Cllnica. Centto Cornunal. Cas-rlc.) Anual x PROSAMI TOTAL PnosAM 

I L! 

- .  . . . . . . . . . .  C. Tolal Valor Espacio Ffslco t! -, 

p, VALOR PE BIENES PRESTADOS 

BlENE8 PflEeTAOOS Valor Total 
~ e h l c u l o .  C ~ d o r a S w l p e M 4 d l c o .  ek.! Anual % PROSAMI TOTAL PRQSAMI - 

I C 96 C r t 

.......... 0. Total Blenes Prestacjos c 

E. VALOR DE BlENES DONADOS 

BlEEIEB D O r J ~ 0 3  VALOR TOTAL 
s. F a u i ~ o s  Y M ~ u c s l i v o r .  de Oflcina. e thproxirnado~ 

7- ! e 

E. Told  Dienes Donados . . . . . . . . . .  L 
* .. 0 



PROYECT~ DE SALUD MATERNA Y SUI%AVENCIA INFANTIC 
INFORME DE CONTRAPARTIDA 
(EN EFECTIVO Y EN ESPECIE) 

NOTA: Use hojas rdicionaler. sl es necssarlo. 

TWO OE CONTRlBUClON EN ESPECIE 
(Gastos do Vehlculos. Cut electricm, Agua, Teldfolno. VALOn 

WOS. ~ o t o c ~ l c . 1  TOTAl I 

c 

.......... F. Tolal Otras Conlribuclones en Especie c u 
G. APORTACIONES EN EFECTIVO 

r CONCEPT0 I VALOR 1 

.......... Q. Total Aporlaciones en Efectivo c 

GRAN TOTAL DE CONTRIBUCIONES EN ESPECIE Y EN 
. . . . . . . . . . . . . . . . . .  ,EFECTIVO DE ENERO A JUNIO DE 1994 , I 

(SUMAn A - C 



I. Monitoreo Financier0 Promedio 

La Base fue la evaluacidn acuntulada de monitoreo financicro que aparece en 
e/ reporte de "Calificaciones mensuales de ONG's en Finanzas " enero-agosro 
de 1994, de acuerdo con el procedimiento para evaluacidn mensual por 
categorlas y que establece las clasificaciones A, 8, C y 0. Se le dio un peso de 
dos veces el puntaje. 

! 

2. Presupuesto 1993 

a) Ninguna de /as ONG 's - participantes tuvo exceso de gastos sobre el 
presupuesto aprobado a1 inicio del ar'io. 

' "" -,,: &) 
! ' , . I  .. Hubo un total de 57 transferencias enlre rubros solicilados por /as ONG's 

y sprobadas por un total de C 1,436,526 (5% del presupuesto total). 

- Nivel mds alto: 
C 1,986,6 10, 279.6% con respecto a lo gas tado por la ONG. 

- Nivel mds bajo: 
C19,478, 5.0% con respecto a lo gaslado por la ONG. 

b) 1994 hasta agosto: 

- Nivel mBs alto: 
6668,378, 15 1.0% con respecto a1 gasto. 

- Nivel mBs bajo: 
C 10,849, 3.1. % con respecto a/ gasto 

c)  En la hoja de clasificacidn, e/ nivel de contrapartida, corresponde a 1993 
y se representa ask 

A s 4  Aportacldn de/90% o mds 

B = 3  Mds de 75% y menos de 90% 

C = 2  Mas del50% y menos de 75 % 

D = I  Menos del50% - 



La fuente para este puntojo es e/ reporre do "Clasificacidn de lnfufrltos dc 
Auditorla Externa de 1993" en dorlde A, 8, C y 0 tienen e/ equivolen to de 4, 
3, 2 y 1 respoclivatnento. 

5, Puntaje: 

Pepresenfa /a suma de 10s datos que aparecen en cada una de las columnas 
predecen tes. 



ANNEX I. 

ORGANIZATIONAL 
MANAGEMENT 
SUPLEMENTAL 

ANNEXES 



ANNEX 1-1. 

I 
I 

I 
I PROSAMIlMSCIlNGO 
I Financial Process 

Flow Chart 



ANNUAL P U N  
AN0 BUOQET 

GRANT SUB-. 
AGREEMENT 

2. Check. Payment8 

4 

Proparo policies, guldelhes, 
budgat rrrignatlon, and work 
mrellng wlrh NOO'r t 
Reviews with NGO and appoves 

. - .  . 

;; or amends G;nt same Sub-Agr*ement 

-. . -, 
I.. - . - ,* i l  

Validate and rppmyer advance 
d (Yflda 

Deposits funds lnto NGO bank 
account lor h e  Project - 

b I 

Enkn fupd advances In h e  
Book8 

I 

Set up pdllclrr for Itre NQO 
rpllcrblo to fhr Plojrct 

Prepare. and submlh plans 
and Budget 

Approval process and signature 
, . .,............. ......... by parllss .- -. -.. 

. # , , ,  

, . .  . . . . . . .  . . .  _ .'" . 
& 

- - 

Proparea and submits Ofst 
[*quest lor fun& 

Avallabk Bank Funds 

1 
4 

Entern In h e  Books rmount's 
funds nceived. 

Authorizes expenses and dia - 
bunement Issues Checks. 



. Monthly SeMement 
of Payment8 

I. Funds Advancsr and 
subsequent settlement 

I. Ex- PROSAMI Warrhour~ 
Commodities 

Reviews and accept8 or 
in validetes disbursements. 

Enters settiemen of expenses k, 
Books 

I Prepare reconclllallons and 
statements ot Advancements 

Warehouse proossses requlsl- 
#on or kaues local procurement 
order within preesta blished 
limits 

Fomarda commodifie8 w 
dellvers local procurement order 

Accounting of payments 
eflected. 

Prepare and submits a check 
payment report. 

I Prepare and submits a monthly 
Bank ReconclllaUon 

Same as Steps 1 lo 3 

I Requests commodities 
approved in /a Budget. 

Procurement reception or 
'' authorize tion 



2. Payments for #GO* 
Accounts 

Reglsfen withdrawals of units 
lo control rfocks 

Sends copies of fomardlng 
notes to accountlng Department. 

Fieglskn Info 4Iwntory ryate i '  
(CERTFLE)O unlfr and vahrer 
(Excep! medlclnrr yaluer) 

Accounting Department pre - 
pares monthly detail of dellve- - 
vedes In unlts and values, with 
copy to NGOL (Exceplo medl- 
che vahres) 

I 
Glocks a n  reconcUed monfhly 
@Ween balances in Wamhous 
and balances In AccounUng 
Dept 8wty quarter according 
physical in venlories. 

Dlrect payments are made 
In exceptional cases, charging 
NGO's bubgets (Tralnlng, etc.) 
ONG's (Capacitaclones, etc.) 

rtock control 

7 % .  

I/ PROSAMI 

Aoooun Nng Dopt. rog1slom 
transsoUons and lommd debit 
nolo* to NQO'r 

I 

Registen entry of unlh In 

6 n k n  In books the value ot 
commodities recelved (sxcepl 
medicines) 

The policies for opefallon d 
In wntories and fixed capital 
assets include In Chapten 
V/ll and IX of the Financial 
Administrative Manual. 

i Snkm ohargeo and doduoh 
thom from his budget. 



E. FINANCIAL REPORTS 

F. CLOSING OF ACCOUN- 
TING PER100 

MSCI / PROSAMI 1 

- Enters in books the Counter- 

part 

- Prepares local financial 
information lor MSCI/ 
Arlington 

- Effects the necessary 
accounts reconclllallons 

ONQ 
'I 

Prepare and submits: 

- Counterpad report 

- 8ank Reconcilia tion 

- Trial Balance 

- General Balance 

- Statement of Accounts 

- Budgeter- Statement 

- Details of Fixed Capital 
Assets 

All budgets explr8 on December 
3 1. Required adjustments are 
made and budgets are closed. 

+ 

Closes hls accounting period 
and budget - 
(Auditorh Anual del Proyecto) 



ANNEX 1-2. 

Management 
Information System 

Flow Chart 
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ANNEX 1-3. 

CDIE Study: 
"Factors Influencing the 

Sustainability of U S .  
Foreign Assistance 

Programs in Health" 



i Attachment B 

SUSTAINAD~ITY FACTORS ' 
BOLIVIA CHILD SURVIVAL ASSESSMENT 

I In the CDIE study, "Factors Influencing the Sustainability of U.S. Foreigt~ Assistance 
Programs in Health, 1942-1989: A Six Country Synthesis" (December 19YO), 1 O factors wcrc 
found to generally influence the long-term susdnrbility prospects of A.1.U.-suppur-tcd l~cl~l l l l  

I projects. 
i 
I 

! We are going to tty to apply the factors developed in the C D E  paper to the Child Surv iv l  
i . . .... L . 1 :  I . . :- n-l:..h 1111 d l  rlofiao thr fwtnrg fnllnwr* . ,- I 

The most irnportrnt factor is the project's reputation for effectiveness among key 
informants. Let's rate the projects as follows: 

0 - Projest h u  a reputation as P complete failure; viewed its totally incffcchve. 
I - Project has a reputation u a qualified failure, .n ovcrall failure in terms of its 

objeutivts but it did a tow thin@ right and bad minor impnct. 
2 Project hu u reputatiotioa u sornowhnt disappointing, although it  did have some 

signifrunt psit iva d f b t b .  I I 

3 - Project has a neubd raputatlon in terms of efisdvenezr; i t  a cco~n~ l id i~J  m s t  
Our nor of ltu ubjodvaa urJ ia wnnoiJcrod a qualified eueaoc?c. 

4 - Project h m  a pnDitivr rrputation in terns of effoctivsnoss; it  a~con~plished dl 
of lu objectives utd achieved the mticipnted impnct. 

5 - Project h u  a reputation u spcctaculrr succw; it exceeded its objectives and f 

had more impact than anticipated, 

T h o  important oloment h ~ r o  it whrthcr nmjec~s were dp~ignpd and implq~ncnted * 
vertically run separate hierarchies (single-discuo programs, campdgns) or integrated 
intn exi.rting institutional hierarchies ("full-service" packages of interventions). 
Integrated services proved to be more sustlinablc than vertical sepiccs i l l  thc CDLE 
study. Rate the projects u follows: 

0 perfectly vertical service; no functional relationship at dl with my olhcr llcdrh 
service or unit 

1 - essentially vertical service with only min relalionship with other sew~ces 01 

units 

program 

i 
2 - vertical services packaged together somewhat, but not const~tuting an intcgratcd , 

3 - a mix of vertical and integrated scrvices 1 



4 essentirlly integrated services, but with a few "special" services such as 
vaccination campaigns 

5 - totally integrated seryices 

I\ strong and/ut uromng national economy was found to be a favorable factor with 
regard to project sustainobility. Rate the economy of Bolivia ;rs follo\vs: 

0 - chaotic and collapsing 
I - troubled; not growing, high uncertainty, lack of confidence 
2 - stagnant; some sectors improving slightly, other sectors weak 
3 - indifferent; not performing u well as it could, but not collapsilrg 
4 - imp wing slowly ..a .a 

5 - improving rapidly 

This factor seems to have several dimensions: national political stability, priority givcn 
to n d o h  health programs, and r well-cstablishcd and well-run public scctor lmdth 
estrblishrnent. Btrad on thee0 three criteria, rate the yulilical cnvlronmcnt of Bolivia 
as follows: 

0 - s~lrouroly ncgadve urd unfavorable; health sector projects virtudy impossible - ?  

1 - somewhat negative, enough to seriously constrain health scctor projects 
'2 - clightly nogrtivr, minimdly cunstrainin~ lrealllr scctor projects 
3 - indifferent; politicd environment neither favors nor constraitts health sc r 

projects 
4 - generally positive; politic3 context overall supports health scctor projects 
5 - extremely positive; political environment provides strong positive incentives for - 

rapid progress with health sector projects 
s- 

5. j%mncing r- 
.& 

This factor measures whether r sourca of financial support was developed during the 
w 

project to provide continuing funding support after the ALD. project ends. Let's rate 
projects as follows: L 

F 

no anticipation at dl of postproject financial requirements 
only yagus, unclear account taken of postproject financial needs 

Lr 

pottprojecr financial requirements taken into consideration, but not clearly aid  F 
strerrgly for .. 

&h 
postproject financial needs apparently providcd for. but i t  is questionable 
whether they will really be rdcquately covered 
postproject financial needs apparently covered adequately, although i t  will be ;r 

F 
t 

constant problem for the impleme~rting organization 

, 
Y +g A 1 8 .  TtcMicd Rqwrr ti'o 5 



5 - strong, convincing provision of financing for postproject activities and 
dJiGotrd, rrew activities usurod  . . 

6. EtQiect Content 

This factnr seems mainly cancarned with tha degrcc t6 which the project providcd 
training so *at project . . staff could continue project . . activities by itself, Let's rate 

u follows: 

0 - no training, no attention at all to creating a permanent s t a f f  
1 practically no training 
2 - some training, but the local staff will be sliaky when project crlds 
3 - barely adequate training; locd staff will be ill prepared, but will carry on 
4 - adequate training; load stafl' will bo strong at end of project 
5 - superior quality and quantity of training; locd staff will be able to suslun 

project activities and launch new initiatives on their own 

A mutually respcctf'ul negotiation process favors long-term sustainability, according to 
the CDfE study. Rats projects as follows: 

0 - project exclusively an A.I.D. initiative; no consultation at all 
1 - only minimal consultation and negotiation aftor A.I.D. dcvtlops the project 
2 - a little host country puticipltion in project dsvelopmcnt, followed by 8 

negotiation procass 
3 - some adive host country participation throughout project development, but still 

an A.I.D. initiative -. - -.-.-. ...--.-- . - 
4 joint, ecrllabarotivo A.I.D. hoot oountry projoat dovelopmont 
5 - project essentially a host country initiative which is negotiated with A.I.D. 

Negative institutional factors include tapid turnover of staff a d  execulives, 
centralization, political patronage, internal conflict, and low skill levels. llris 
multidimensional factor will be rated as foliows: 

0 - extremely deficient implementing institution capability 
1 - weak institution, very low capability 
Z - moderately . . .... __. .._. weak .. _.__ institution ........__. ... . 
3 - fair institutional capability, strengths balance weaknesses 
4 moderately strong insti tutien, s t t k f i g t l ~  outweigh weaknesses 

4 5 - very strong institution - 
9. National Co- 
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i 

This fatter measures dla Jryrac! ul' cuuransus among imponant interest groups ~ n d  
decision-makers that project goals and.objectiver a n  R n~tiannl priority. 

o - lack of national consensus on project goals, including some strong opposition 
1 - lack o f  consensus, but only weak opposition 
2 - oficid indifference; neither support nor opposition . 
3 - some signs of r gencraJ consensus favoring project goals, but not a high 

priority 
4 - firm, generalized consensus among leadership favoring project ob~octivcs 
5 - project objectives represent a nrajor national initiative with h~glicst priority on 

the part o f  the host country 

Cornmunitv ParQfpshm . 
. .  . 

I 
I *' #. I 

This factor measures the degree to which the project stm~lates community 
participation and responds to community-defined requests. ' Rate projccts as follows: 

t - 
0 - no commwity involvement, participation, or initiative whatsoever 
1 - v w  minimal, token community participation , . 

2 - &me community participation, but not very much 
3 - moderate community participation 
4 - strong dements o f  community participation, active participation a requiren~cnt 

for success at tho community level 
5 - activities based on strong community initiative; community designs and 

implements project activities at the local Ievd 



mJ' -.* 

AGEh FOR INTERNATIONAL DEVELOP ME^ I ' 
UNITED STATES A.I.D. MISSION 

TO EL SALVADOR 

TELEFAX COVER SHEET 
USAIDIES FAX MESSAGE NO. 

PLEASE DELIVER THE FOLLOWlNG PAGES TO; 

NAME Linda Sanei, R&D.H 

OFFlCE : R&D. H 

LOCATION : Washington, D.C. 

A.I.D. Unit 3110 
A.P.O. AA 34023 
Tel: (503)98-1666 
Telex:20W USAID SAL 
Fax: (503)984885 

FAX I: 703-516-9188 

TOTAL NO. OF PAGES INCLUDlNG THIS COVER SHEET: / ? 
FROM (NAME): Chris Edwards FAX I :  

L I Y ,  & A  U U A . U Y Y L  TEL #: 

PROJECTFAX: YES NO PROJECT NO.: PROSAMI, 519-0367 

TlME SENT : D A E  SENT: NO. OF MINUTES: 

COST: 
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The e-mail with the attached comments was returned as "undeliverable.. 
last week. Therefore, I'm faxing them to you. Please call me if 
you have questions (503-298-1401) 



To : Chr i s topher  Edwards@PPDZSAN SALVADOR 
C c  : Brenda DoezHPNBSan Salvador  
BCC : 

From: Margar i ta  Lobo3HFN2San Salvador 
S u b j e c t :  PROSAYI e v a l u a t i o n  corr.rcents 
D a t e :  Moxday, J a n u a r y  1 6 ,  1995 9 : 5 5 : 0 6  CMT 
A t t a c h :  
C e r t i f y :  N 
Forwardsd by:  

O n  page 1 8 ,  i n  t h e  l a s t  pa ragraph  t h e y  menticn t h a t  FUSAL dces n o t  g e t  any 
f u n d i n g  frcir, USAID. This i s  n o t  c o r r e c t  s i n c e  they  have a  small h e a l t h  
p r o j e c t  ic .  t>,e Bahia de J i q u i l i s c o  mder Nation Recons t ruc t ion .  

On page  2 0  t h e y  s t a t e  t h a t  t h e  s e n i c e s  a r e  p reven t ive  and c ~ r a t i v e .  But 
b a s i c a l l y  t c  ~y unders tanding a l l  t h e  ceasures  p r e v e n t i v e  i n  n a t u r e .  The word 
c u r a t i v e  i s  zsz c s r s i d e r e  p a r t  of p r i ~ . a r y  c a r e .  I t  wouid be b e t t e r  t o  
s d s t i t u e  t ts word c z r a t i v e  f o r  s e c o c t a r y  p reven t ion .  

On page  2E i n  ccnc lus ion  N 3 .  2 p l e a s e  have them c l a r i f y  who "THEY" r e f e r s  t o  
i n  t h e  b e ~ r i ~ i x g  of the  paragaph.  

On page  41. i n  paragraph 4 i t  is  n o t  t r u e  t h a t  t h e i r  is "no p r o v i s i o n s  f o r  
m o n i t o r i n g  t h e  adecuacy of t h e  u s e  of t h e  a n t i b i o t i c s " .  This  in fo rmat ion  is  
r e p r o t e d  and superv i sed  a t  t h e  c o r n u n i t y  l e v e l  i n  t h e i r  r ecc rds  and i t  is 
part  o f  t h e  s u p e r v i s o r s  d u t y  t o  review t h e  c h a r t s  and s1~per ; i se  t h i s .  

On page  60 i n  paragraph 2 ,  t h e y  s t a t e  t h a t  a  canton i s  t h e  s e a l l e s t  u n i t .  
T h i s  i s  nc;c c o r r e c t  a  "Case r io  " i s  the s r . a l l e s t  m i t .  

3 F a z e  7; '  rr. rhe :as: parzi3rapk i s  c2-f-sir.?. Ars ys.1 s a y i z  t k a r  t h e y  fo,;?d 
PROSAVI i s  abus ing  r e d i c a t i o n s  o r  a r e  you r e f e r l n g  t o  t h e  f a c t  t h e  t h e  
s o c i e t y  abusues  medica t ions?  P l e a s e  c l e a r  t h i s  pa ragraph .  

(3-1 page  8.11 i n  the  second pa ragraph  t h e  c o r r e c t  word is APSISA n o t  ABSISA 

On p a g e  85,  t a b l e  26  t h e r e  a r e  no d a t e s  a t  t h e  t o p .  

On page  95, paragraph 1 To my unders tand ing  t h e  MOH is planning t o  
s u b c o n t a t c t  N G O ' s  t o  provide  p r imary  h e a l t h  c a r e  i n  t h e  r u r a l  a r e a  not  j u s t  
a b s o r b  t h e  h e a l t h  promotors. 

Cn pa?? 9 9  , iz t k e  second ~ a r a g r a p h  t h e  c s r e c t  name of the  n a t i o n a l  su rvey  
i s  FESAL n o t  ?US&, they need t o  c o r r e c t  t h i s  throughout  



COMMENTS ON THE FINAL DRAFT OF THE 
PROSAHI 

MIDTERM EVALUATION 

TO : LEW THORNTON, CHIEF OF PARTY, EVALUATION TEAM 

FROM : PROSAMI STAFF (DIRECCION, TECNICO, FINANZAS Y BIENES) 

What follows are the comments from me (Elly) and the rest of 
the staff (Lloyd, Beza and the technical crew, Jose Angel and the 
finance guys, and Armando and Roberto) on the final draft of the 
evaluation. The PVO comments are presented seperately. 

Our sincere thanks to you and Peter for your hard work in 
bringing this final draft together. Hope the comments are of 
he! lp ! 

I. ~xecutive Summary 

Pg. 1: third and fourth paragraphs - Reverse the order of 
these to emphasize the technical findings rather than systems. 
~ l s o ,  on pg. 2 you mention under recommendations that the system 
appears to be highly effective in reducing morbidity and 
mortality. This is an important finding that should be included 
under Findings and Conclusions. 

Pg.2: first paragraph - review changes in the health finance 
section below and modify as necessary. 

General: there are some recommendations under lessons learned. 
Make sure findings are under findings, recommendations under 
recommendations, etc. 

If. Background 

Brief but no comment 

111. Scope of Work 

No comment 

IV. Evaluation Team 

No comment 

V. Methodology 

Organizational and Management Evaluation Xethodology: 



pg. 10: paragraph 2 - this is the first time 2:: tk2 MSCI 
rating system is mentioned, so it needs to be explained briefly. 

Health Finance Evaluation Methodology: 

pg.17: last paragraph - there is a problem with the way in 
which MOH and PROSAMI data were compared in the table presented 
in the financial section of the report as well as the 
conclusions. Please see the changes in the presentation of the 
financial results, below, and adjust this paragraph accordingly. 

Pg.18: last two paragraphs - the paragraph mentioning the UOH 
does not fit under Step 5 as it refers to the MOH and not FUSAL. 
In the last paragraph you mention that FUSAL was chosen as a PVO 

that does not receive USAID funding. This is incorrect as FUSAL 
is funded by USAID but was identified by the MOH and USAID for 
comparison anyway. 

Pg. 20 first paragraph - 17 of the 35 (rather than 8t25u) NGOs 
had not yet begun field level implementation and were still in 
training (rather than l8not reached optimal productivity levels at 
this time1'). Make it clear here that all PROSAMI costs, 
personnel and population include the 35 PVOs and just the 
nattentions88 do not include the third round (as per the redone 
financial table) . 

second paragraph - if you count all FUSAL personnel 
(project coordinator, supervisors and promoters) as providers, 
but you only count PROSAMI promoters as providers (even though 
the coordinators and supervisors also provide some attentions) it 
is clear that PROSAMI1s cost per provider will be higher than 
that of FUSAL. It is our opinion that the differences cited 
between the design of the FUSAL and PROSAMI projects are not as 
great as stated as we know that FUSAL8s project was designed 
using the PROSAMI-model since the beginning (and with the 
assistance of one of the PROSAMI PVOs, ASAPROSAR). 

VI. Findings, Conclusions and Recommendations 

A. efficiency 

1. Appropriateness of Objectives 

pg 25: first - this says that the focus is ... "basically 
curative8'. I think this was a typo. Maybe you meant nprovides 
simplified curative interventionsM? 

2. Viability of NGO Service Delivery System 

pg. 26: paragraph 2 - better explain what you mean by "services 
are both preventive and curative ... all of the measures are 
basically preventive in nature". Remember that the use of the 
term wcurativen in this country tends to mean something that 



people don't consider to be a part of primary care (and is 
therefore controversial when used to refer to PROSAMI). For 
instance, ORS is not primary prevention but secondary prevention 
(of dehydration), nevertheless people refer to it aa a primary 
care measure and don't consider it to be curative. To us, the 
PAX0 protocol for the treatment of pneumonia and prevention of 
acute pneumonia is secondary prevention and not ncurativen care, 
just as the treatment of dehydration and prevention of acute 
dehydration with ORS is considered to be prevention and not 
ncurativea care. We prefer the term nsecondary preventionH or 
*@case managementw to the vord ncurativet* for these reasons (for 
example see pg.27 paragraph three). Also, AID requested an 
analysis of the percentage of time the Project spends on primary 
and secondary level prevention. Please include the table I sent 
to you on this. 

pg.28: conclusion no. 2 - clarify who "theyM (promoters?) are 
in the beginning of this paragraph. 

pg.31: third paragraph - use only one term to refer to the 
TBAs throughout the document, instead of the 3 cited in the 
parenthesis (search the others and replace with the one you 
select). 

pg. 33: paragraph 2 - please mention that the newsletter is 8- 
10 pages. Best not to refer to it as a "bulletinH as this is 
much smaller than a newsletter (in English). The newsletter is 
mailed to over 200 organizations in El Salvador and 
internationally. 

4 .  Efficiency of Methods 

pg. 36: paragraph 4 - please mention that the PVO s t a f f  
training is conducted by PROSAMI technical, financial and 
commodities control staff and by consultants, while PVO promoters 
and TBAs are trained by PVO technical staff and the MOH (or put 
on pg. 37). 

Also, remember that AID wanted a presentation of the 
training data by person-day, subject, etc. Please refer to the 
table we sent to you on this. 

pg.41:: paragraph 4 - many PVOs provide vaccines as a part of 
their routine care and not just in campaigns. I checked this 
with the advisor (Marina Silva). Also, it is not strictly true 
that their is "no provision for measuring or monitoring the 
adequnlcy of the use of antibioticsM. This info is not reported 
t o  PROSAMI on the central level, but it is available from 
community level records and is part of the supervisors duty when 
reviewing promoter records in the community. 



8. Effectiveness 

1. NGO Technical and Administrative Capacitier 

pg. 45: paragraph 1 - Omit from this discussion "Health 
services were not available prior to the arrival of the PROSAMI 
in mid-1990. These areas cover 433 cantons with a total 
population of almost 440,000.n The second sentence doesn't seem 
to fit with the rest of the discussion, while the first is not 
true. 

pg.46: paragraph 1 - under Evaluation b) all 57 indicators are 
used quarterly to determine progress. 7 of these are key 
indicators used to construct a summary Index which summarizes the 
efficiency overall of each PVO. Thus is is misleading to say that 
"7 out of the 57 are actually used1* and sounds as if we collect 
but don't use the other 50. It might be a good idea to rewrite 
this paragraph for more clarity. 

pg. 54: last recommendation - does this refer to management 
training such as the recommendation at the top of the page? 
.repetitive? 

pg.56: last recommendation - rather than debate the role, 
structure and functions of the MOH, maybe it would be better to 
say "debate and define the relationships between the MOH, NGOs, 
municipalities, and communities in the new decentralized 
structure of the health sector". Some of the PVOs in CONSALUD 
feel that it is important for the PVOs to define their position 
ratlher than wait for the government to decide. Other PVOs think 
that we should wait and comment on the government design rather 
tha:n develop a PVO position. Your opinion? 

general: Could we recommend that USAID encourage ,the MOH to 
implement it's pilot projects in decentralization through the 
PVOs that have been strengthened through PROSAMI and are members 
of CONSALUD? It seems nuts that the MOH is not subcontracting 
these PVOs for the pilot projects but rather is subcontracting 
others that have not been strengthened. Logically, the 
strengthened PVOs would be phased out of PROSAMI funding and 
simultaneously phased into MOH subcontracting with government 
funds. This would achieve not only the unification and extension 
of the health sector and the improvement of coverages, but would 
also solve the problem of PVO sustainability as they would 
receive subsidies from the government for those costs not covered 
by fees for service (just as is done in the US), as well as make 
the best use of USAID1s investment in PVO strengthening through 
PROSAMI . 



2 .  Progress to Date 

Pg. 59:: Table 15 - the asterisks are placed wrong: the 
asterisk* refers to the Baseline; the double asterisk** refers to 
the 1 9 9 4  data. The Country-wide data from the FESAL doesn't have 
an asterisk*. 

3 .  Coverage 
pg. 60: paragraph 2 - a canton is the second smallest unit, not 
the smallest. When we say wcommunityw we mean canton. The caserio 
is the smallest unit. We have generally referred to caserios as 
whamletsR. Also, all cantones are in rural areas whether they 
are PR.OSAY1 or the MOH. 

pgs 61 - 69:  Please cite the sources of data for PROSAMI 
(quarterly field reports, 1993) and for the MOH (Annual Report, 
Division de Salud Comunitaria, 1993). This is really important 
as after you left CONSALUD had a conference with the MOH and 
presented the data and the MOH said the numbers were "subjectiven 
and made up by the PVOs. Make sure it is emphasized and stands 
out so they can't discredit the report later. Thanks, 

pg. 62 : paragraph 1 - Add: The 59% of cases of dehydration not 
referred were managed on the community level with oral 
rehydration. 

pg.67-68: last paragraph and first two on next page - after you 
left w e  met with Materno-infantil to analyze MOH-PROSAMI 
achievements in maternal health through the 3rd quarter of 1 9 9 4 .  
FYI they have changed their indicators and are now using two: 1) 
the percentage of expected pregnant women (still using 5 % )  who 
received at least 1 prenatal care visit, and 2) the average 
number of visits for each of the women attended (no. of visits 
total divided by no of women attended), The MOH as a whole 
(hospitals and all) came up with an average number of prenatal 
attentions per women of 3.5, while ours was 3 .O. We will adjust 
our analysis in 1995 to fit theirs with the exception that we 
will use real nos. of pregnant women rather than the 5% estimate. 
I told them about the need to reduce the estimated pregnancies 
down from 5% but I don't think they are convinced. 

4 .  Quality of Care 

pg.72: last paragraph - the ADD component has two focuses: 
the primary prevention of diarrhea and the secondary prevention 
of deaths from dehydration and shock. The prevention of diarrhea 
itself is through group and individualized education, cleanup and 
other campaigns, water and sanitation. The rest is secondary 
prevention. 

pg.73: third paragraph - the ARI component has two focuses: 
the primary prevention of respiratory infections and the 



secondary prevention of deaths from acute pneumonia. The 
prevention of respiratory infections is more difficult that ADD 
but PVOs work in group and individual education and improvements 
of the household through lorena stoves and improved ventilation. 
The rest is secondary prevention, as you say. 

fourth paragraph - Did you see volunteers in UAIRACts 
using antibiotics? The MOH says they do so indiscriminately 
(someone told the Minister OPRODE was doing so). They are 
supposed to identify pneumonia and refer to the promoter for 
treatment or the the MOH if severe. 

pg.77: last paragraph - this paragraph is unclear and a bit 
alarming the way it is written. It sounds as if you are saying 
that there is "widespread abuse of medicines and medications at 
all levels pf PROSAM1 by health and non-health personnelw. I 
don't think that is what you mean. Are you talking about a 
soci(ety-wide tendency or the Project. Please rewrite and be 
careful here as the MOH could take this out of context and use it 
as a major arm against the PVOs. For instance, I can hear it now 
Nthe PROSAMI evaluation found widespread abuse, etc.". 

pg.78: last paragraph - this is an interesting analysis of the 
medicines used by the project. It might be better placed, 
however, just prior to the earlier discussion regarding promoter 
use of medicines as it leaves the reader in doubt about which 
type of provider can use which kind of medicine and if there is 
abuse of antibiotics or not. 

pg. 8 0 :  last recommendation - what do you think about timing 
these campaigns to preceed epidemiological peaks? 

5 .  Cost Effectiveness Analysis 

general: search and replace all NGO with PVO. 

pg. 8:L: second paragraph - Annex H-1 is missing in the Annexes. 
pg. 81-82: Table 24 - as much of the discussion in this section 
is based on this table, we thought it important to start our 
comments with the table itself. Firstly, the table you present 
in the final draft does not correspond to the text. Roy's final 
draft table is coded MOHPR12e.WK1, not MOHPROlO.WX1. Attached 
you will find a copy of the correct table with my writing all 
over it. 

In any case, the table Roy constructed is basically 
divided into 3 parts: Currently, the first part includes data on 
the regional costs of the MOH salud cornunitaria program (not 
central costs), PROSAMI NGO level costs (central and field 
offices), and FUSAL field office costs (not central costs). The 
second part includes data on the MOH salud conunitaria central 
level costs and APSISA field office costs, MSCI field office 
costs, and FUSAL central office costs. The third section is a 
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comparative analysis of the preceeding data (cost per attention, 
etc.) . 

As discussed and agreed with USAID in a previous 
meeting with Roy, the order of the presentation of the table as 
it stands mixes apples with oranges. Furthermore, some of the 
PROSAMI numbers (no. of promoters, total population) need to be 
updated as they only include the first 2 PVO rounds, while the 
cost figures for the same period include the cost of all 3 PVO 
rounds. 

Attached is a new table (modification of the correct 
table,, MOHPR12e. WK1) with the necessary changes (and the annex 
table explaining the worksheet manipulations - Annex H-1). The 
first section of the table has been modified to now include 
of the MOH costs of running salud cornunitaria (regional gllP 
central levels), PROSAMI NGO total costs (NGO regional and 
central levels), and FUSAL total costs (regional and central 
levels). These are the costs of sustaining each type of program 
once external assistance ends. The second section of the table 
now orrlv includes the cost of the external assistance to the MOH 
(APSISA) and the NGOs (MSCI) (FUSAL does not have external TA). 
The third section still includes the same comparative analysis of 
the preceeding data (cost per attention, etc.). In the new table 
not only the cost but also the total no. of promoters and 
popula.tion now include the third round. Although PROSAMI still 
comes out as more expensive than the MOH in cost per population, 
and the NGO cost per attention does not change, we and AID still 
consider this to be a more straightforward and clearer comparison 
and presentation of the data. 

The text that refers to this table needs to be re-done 
as follows: 

Pg.81 second paragraph - "the MOH has allocated 78% of the 
amount of percapita expenditures than has PROSAMI and 1.3 times 
that of FUSAL." (rewrite the conclusions in the paragraph to fit - even according to the original table FUSAL is not allocating 

- more than the HOH). Remember that the difference in the PROSAMI- 
MOH allocations is not because of the increased need of the NGO 
communities, but because the MOH has placed little emphasis on 
support to primary care, while most expenditures are going 
towardas the tertiary level and personnel (see ANSAL). The MOH 
also assigns a higher population to each promoter than does 
PROSAMI. Differences between PROSAMI and FUSAL are at least 
partly due to the fact that PROSAMI has salaried promoters while 
FUSALts promoters are volunteers. IvThe percapita difference is 
now ~513.82 for the MOH, c69.41 for PROSAMI, and c41.74 for FUSAL. 
PROSAMZ is allocating 1.3 times more percapita than the MOH, and 
1.7 times more than FUSAL." 

pg83 : Again, Table 25 does not match with the text. Also, it 
should be modified to reflect the new table 24 summary. The text 
refering to Table 25 should also be modified as follows: 

second paragraph - APSISA, not ABSISA. ... the cost 
per promoter would be ~67,186 for the MOH, ~ 6 8 , 0 5 1  for PROSAMI, 



I . ,  , ,  I 

and ~38,745 for FUSAL. The MOH is nearly the same as the cost of 
the PROSAMI promoter, whlle FUSAL is 5 6 1  of that cost.' 

third paragraph - PROSAMI supervisors and coordinators 
also provide direct care on an as-needed basis (Roy needs to talk 
to Peter about this). Again, we don't feel that there is as much 
difference between what PROSAMI does and FUSAL does as Roy seems 
to think. We also feel that he should be using only the 10 
promoters as his divisor for FUSAL, or he should add in PROSAHI 
supervisors as providers for PROSAMI to make the comparison fair. 

pg.84: first paragraph - please modify as per the new table to 
read When one looks at the NGO cost of the PROSAMI promoter in 
comparison to the MOH promoter, PROSAMI is delivering the most 
inexpensive output at c92 per promoter attention versus c189 for 
the MOH. The PROSAMI cost per promoter attention is 49% of the 
MOH cost per attention. When one only looks at the first and 
second round NGOs of PROSAMI in full field implementation (in 
1993 the third round PVOs were still in training), the cost per 
promoter visit is even lower: the cost is at least 31% of the 
MOH c:ost or approximately c59.8 per attention." the rest of the 
paragraph is OK. 

pg.85: Table 26 is missing the dates at the top. They should 
range from 1990 to 1994. 

pg.86: third paragraph - this should also be modified to say 
"The PROSAMI costs are higher than the MOH percapita, but the 
same as the MOH in cost per promoter and lower in terms of 
productivity and services provided. 

pg.87: paragraph 2 - it is not strictly true that the 
"technical advisors ... do not know if the NGO is over or under 
budget...". The technical advisors approve all NGO budgets at 
the beginning of the year and then pre-approve any changes in 
these  budgets during the year. Therefore, an NGO cannot be "over 
budgetn without technical approval a t  any time. In general, 
however, I think the recommendation is good and we will see what 
more information should be shared between the divisions. 

paragraph 3 - I don't know of any policies or 
procedures "implemented retroactivelyn. Some policies were 
changed in the course of the project (the PVO manuals were 
improved), especially in the first few years and the project 
matured but these changes didn't imply "retroactiveN measures. 
Please clarify. 

paragraph 5 - training resources in NGO budgets are not 
just for promoter training, but also for community level eduation 
(maybe we didn't make that clear to Roy) . Therefore, if you see 
a lot of training budgeted for each PVO it doesn't mean promoter 
training only. Also, it is each PVO and not us who decides how 
much money each one puts under training. The only training a 
promoter is expected to receive is the basic course (when they 
are new) and some continuing refreshers during the year. Maybe 



what the PVOs want is less money in their bvd~o+s (they tend to 
put extra money under training) and a cash incentive (reward) 
instead at the end of the year if they do a good job? 

pg.89-90: Excellent discussion 

pg.92: We agree with an increased focus on increasing revenue 
and decreasing cost, however some of the recommendations in this 
section contradict the analysis in others. In particular: 1) the 
need to reduce supervisory technical staff on MSCI and PVO 
levels, and 2) that the medical staff begin to provide care to 
reduce referrals and increase income. Peter and Roy need to come 
t o  an agreement on this section and at least mention the 
technical concerns here, too. 

pg.'94: second paragraph - FIS, not FIZ. 
fourth paragraph - a restaurant is not a factory. 

Perhaps you mean large businesses and not factories. Another 
example is PADECOMS, which has a restaurant in Perquin. 

pg.95: 1, The MOH is considering subcontracting NGOs to 
provide primary health care in rural areas, not just absorb 
health promoters. We agree that this should not be counted on as 
the only means of income. 

last paragraph: In order to receive virtually any 
funding, it is also very important that the NGOs are legally 
constituted in the eyes of the government. MSCI will continue to 
assist the NGOs with this. 

general : FUNDPNN, not FUNDAMEN. 

pg. 96 :  last paragraph - trial programs, not trail programs. 
6. Cost Benefit Analysis 

general: Did petex write this? If not, he needs to work on it 
as some of it is wrong and does not match with his section on 
impact starting on pg. 112. 

pg.99: first paragraph - as you know, we have a complete 
system for evaluating cost/efficiency by PVO. Please mention 
this in this paragraph as the way it is stated Mlack of available 
data to actually conduct a cost benefit analyism sounds like we 
don't do any analysis of this type. Please clarify what you 
mean. We also have morbidity incidence data for 1992 - 1994, and 
mortality data for 1994. 

second paragraph - FESAL, not FUSAL. FUSAL is an NGO, 
not the name of the national survey. Change throughout this 
section. 



third paragraph - We agree with the recommendation that 
we collect household based information annually, but what do you 
mean by "on a prospective basisH? Quarterly coverages, morbidity 
and mortality are current data and not prospective figures. 
Also, mortality data refers to the entire population and not only 
persons attended by the project. 

fourth paragraph - The mortality rates in Tables 30 and 
31 are based on information reported by all 35 PVOs in the first 
6 months of 1994, not 58% of the population as stated here. 
Please rewrite. 

fifth paragraph - it is not true that PROSAMI has no 
baseline. Table 30 itself includes a PROSAMI baseline rate for 
infant mortality which is based on 58% of the first and second 
round population total (see Table 30, PROSAMI NGOs, 1992-1993, 
rate of 41 IMR). This shows that PROSAMI areas were not better 
off than the rest of the country when the project began. (Peter 
mentions this on pg.112) Please rewrite. 

pg.100: third, fourth and fifth paragraphs - these say the 
cost-benefit analysis is probably not feasible and the best model 
is probably cost-effectiveness analysis. This is confusing as 
.the preceeding pages imply that PROSAMI should be conducting a 
cost-benefit analysis. Please clarify your recommendation. 

pg. 100-101: PROSAMI currently does a cost-effectiveness 
analysis which compares the actual cost of each PVOs effort each 
year with the effectiveness (based on 7 key indicators of 
coverage and mortality). This gives us: a projected cost- 
effectiveness for each PVO for each year, and quarterly cost- 
effectiveness measures to see how each is doing. How does this 
differ from what you recommend? Please keep in mind that we need 
t o  follow the KISS principle here and not mount a complex and 
costly survey. Please clarify. 

7 .  Cost ~fficiency and Effectiveness of th. NO08 

pg. 103: third paragraph - what is the range? Mention here. 

7. Coordination (this should be no. 8) 

no comments 

C .  Impact 

1 ImpactonHorbidity and Mortality 

excellent section 



1. NGO Level 

3 .  127: what do you mean by "judgmentalw? critical? 
negative? I don't think this sentence is necessary. 

2. Project Bustainability 
no comments 

3. Community Level 

n o  comments 

4 .  CDIE study of Factors Influencing 8ustainability 

pg. 131: the discussion of this section is a little confusing. 
It might be clearer if you start off the discussion with a 
summary paragraph saying something like nNGOs rated 6 out of the 
10 indicators as positive factors in the sustainability of 
PROSAMI efforts over the long run, while MSCI staff rated 9 out 
of the 10 as positive. Both groups agreed that positive factors 
included project effectiveness, organization, project content, 
negotiation process, institutional organization, national 
committment, and-community participation. Factors considered to 
be primarily negative or problematic for sustainability by both 
NGOs and HSCI included financing, and the economic and political 
contexts. 

pg.132: fifth paragraph - what do you mean by "indifferent and 
questionable attitudew? don't you mean "more optimisticM? 
Indifferent sounds as if they (the technical team) doesn't care. 

last paragraph - what does the average sustainbility 
score of 3.32 tell us? That the NGOS and MSCI staff consider the 
project to be moderately sustainable. Please finish this 
paragraph. 

5 .  Contribution to U S A I D  Mission Btrategic 
Objectives 

6. Legal Status 

n o  camments, just thanks for stressing this. 

VII. Lessons Learned 

no comments 



To : Christopher Edwards@PPD@SAN 
Cc : 
Bcc : 
From : Linda Sanei@R+D.H@AIDW 
Subject : re: PROSAMI Comments 

SALVADOR 

 ate : Tuesday, February 7, 1995 15:58:35 GMT 
Attach : 
Certify: Y 
Forwarded by: 

My fax number is (703) 516-9188. Thanks and look forward to receiving 
feedback . 
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At tach : 
Certify: Y 
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September 21, 1994 

Doctor 
Raul Toledo 
Acting Project Manager 
Health, Population and Nutrition 
USAIDIEI Salvador 

Dear Dr. Toledo: 

The attached revised Draft Outline and Work Plan incorporates changes made 
this morning in the Mid-Term Evaluation meeting. 

Your early approval will be appreciated. 

Cordially, 

Lewis H. Thornton 
Team Leader 
Maternal Health and Child Survival Project 
Med-Term Evaluation 
Health Technical Services 

Enclosures: Revised Draft Outline and Work Plan 

cc: Ms. Brenda Doe, Director Health, Population & Nutrition 
Ms. Karen Freeman, USAID Evaluation Officer 
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PROPOSED DETAILED WORK PLAN 

I. Activities to date, September 20,1994 

A. Introductory Meeting with PROSAMI Director 
B. Introductory meeting with USAID officials 
C. Introductory meeting with 35 NGO representatives 
D. Initial review of available data 
E. Team process meeting 

11. Daily Operations 

The Evaluation Team members initially have their office at MSCI. As soon 
as possible, the team will establish an office at the Camino Real with 
necessary computer equipment, rented car, and support staff consisting a full- 
time translator and a secretary. In addition, PROSAMI has made available 
one of two conference rooms at all times during the six weeks. The team will 
emphasize working closely with PROSAMI and PVO staff, and spend the 
majority of time accordingly. For communications purposes, the sec rew at 
the Camino Real office will always have a contact number for each of the 
team members. 

IIL Activities involving PVO's 

Fdlowing initial review of information currently available, the evaluation 
term has identified basic information needed fiom the PVO's, and proposes 
the following strategy: 

A. The team members will see between 12 and 15 PVOs. Each team 
member will strahfy the PVOs they are going to see according to the 
four highest rated in his particular area of responsibility (e.g. health 
care delivery, institutional development, or financial stability), the four 
"middle" category, and the four PVOs that are the lowest rated or are 
considered for possible separation fiom the project. In addition, the 
PVOs will be stratified according to geographic distribution, National 
Reconstmction Project (NPRs), and date of entry into the PROSAMI 
organization ( rondos). The team members will carry out the following 
respective activities at the PVO site visits: 



1. Organizational Management Specialist- will meet with the 
MSCI technical advisor responsible for the PVO before the site 
visit. In the PVO, he will meet with the central office staff 
consisting of the executive director, the project coordinator, and 
two or more of the supervisors. In the community, he will meet 
with representatives of the health committee, the community 
directiva, and the health promoters. 

2. Maternal HealWChild Survival Specialist - will hold 
meetings with the MSCI technical advisor responsible for the 
PVO, the PVO project coordinator and the supervisors. In the 
community he will hold two focal groups - one with the 
community members and one with health promoters, and also 
observe service delivery. 

3. Health FinanciaVCost Analysis Specialist - will meet with the 
MSCI financial and commodities advisors responsible for the 
PVO. At the PVO level, he will meet with the executive 
director, the administrator, accountant, and with one or two 
community directiva members as well as members of the health 
committees and health promoters. 

Although it is theoretically possible to choose the PVOs to be 
visited from existing MSCI data, the evaluation team proposes to 
first make two initial visits as a group to determine the following: 

1. Data available at PVO regional and community level 
2. Typical stailing pattern at the PVO and community levels 
3. Average time needed to collect data 

These two initial sites will be relatively close in proximity to 
PROSAMI, and one will be an advanced PVO, and the other will be a 
PVO that is encountering difliculties. 

Following these two visits, the evaluation team and PROSAMI will 
meet to determine the exact PVOs that will be visited and by whom. 
Although it is assumed that there will be some overlap in the PVOs 
chosen by each of the team members according to the aforementioned 



cr i t ea  some that excel or have problems in one area (e.g. institutional 
management) may not be the same who excel or have problems in 
other areas (such & finance or health care delivery). Consequently, 
some PVOs will be visited by the whole team, and some will be visited 
by only one or two team members as appropriate. 

The list of the PVOs to be visited will be presented to both PROSAMI 
and USAID for their review. 

C. Additional PVO input - Both technical and financial representatives 
of the 35 PVOs will be invited to meet the week of September 26 and 
at least every other week thereafter. The purpose of these meetings will 
be to collect certain data, hold intelviews with some of the PVOs not 
visited, and collectively discuss evaluation advances and solicit 
feedback and recommendations. 

D. Meet first week with the PVO evaluation committee, and 
periodically thereafter. 

IV. Activities involving project and other organizations 

A. Meet with USAID every other week for two hours to discuss 
progress and receive feedback. 

B. Meet every other week with PROSAMI management committee. 
C. Work closely with PROSAMI chief of party. 
D. Other activities and collection of information will be undertaken by 

each of the individual evaluation team members (see attachments). 
E. Conduct team meetings twice a week to analyze data and monitor 
progress. 
F. Meet with vice-minister of MOH 

V. Other Scheduled Deliverables 

October 12-14 - Turn in all required work for first draft to team leader 
and secretaries 

October 17 - 10 English copies of the first draft of the report as well as 
35 copies in Spanish will be distributed to USAID and PROSAMI, and 
the PVOs. 



October 20 - USAID staff review 

October 21 - One day meeting with PVO representatives 

October 25 - presentation of 10 copies in English and 40 copies h 
Spanish in final draft report 

By November 7, USAID and PVOs will review final draft and USAID 
will return it to the contractor. 

No later than December 5, contractor will submit final evaluation report 
(10 English copies and 37 Spanish copies). 



Additional activities in San Salvador: L Thomton 
Organizational Management Specialists 

PROSAMI 
Additional interviews with diredm will include: 

MIS Manager 
Business Office Manager 
Commodities Advisor 
Projed DiredorlDeputy Director 
Finance Manager 

MINISTRY OF HEALTH 
Dra. Sonia de Melchor - Salud Comunitaria y Education de Salud 
MSP Materno lnfantil 
Sra. Margarita de Monroy - International Cooperation (Data Base) 
Mceministro de MOH 

PVO 
Central Office 

Executive Director 
Administrative or Accountant 
Projed Caordinator 

USAID 
Evaluation Committee Members 

Licda. Margarita de LobdProjed Manager 



Activities, interviews and meetings scheduled by Peter Boddy: 

I. GENERAL 

1. Review and assessment of evaluation points: Maternal and child 
survival (MCS) responsibilities 

2. Review project and related documents, survey reports, monthly and 
quarterly evaluation reports (PROSAMI), training materials, 
evaluation and monitoring documents, technical assistance reports, 
technical component coverage reports, etc . 

2. INTERVIEWS, MEETINGS & VISlTS 

1. USAIDEL SALVADOR 

Evaluation committee, once every two weeks 

2. PROSAMI 

Dr. Manual Beza, Technical Coordinator 
Technical component advisors 
Lic. Flor de Maria Ramirez, Training coordinator, 
Coordination/director , twice a week 

3. MOH 

Dr. Cruz Gonzales, Divisi6n de Matemo-Infantil 
Dra. Sonia de Melchor, Divisi6n de Salud Comunitaria 

4. GROUPS 

PROSAMYPVO evaluation committee, (periodically) 
PVO directors/representatives, weekly 



5. Site visits: p e r s o ~ e l  

PVO directorlmanagement 
PVO technical advisor(s)/persomel 
Community promoters 
Target population 

6. Interantional Agencies 

PAHO 
UNICEF 

7. Others: Open 

3. EVALUATION TEAM MEETINGS 

4. ANALYSIS OF FINDINGS 

5 .  PREPARATION OF REPORT SECTIONS: METHODOLOGY, 
FINDINGS, CONCLUSIONS AND RECOMMENDATIONS. 



Attachment 

Additional activities in San Salvador: Roy Brooks 

Examination of Project and NGO Costs an d Comparative Analysis 
Visit Accounting People 
Send mini-survey to other NGO's 
Look at overhead percentages (specifically training, TA, and financial 
supporfl) 
Analyze Data, conclusions and recommendations 

Examination of Financial Sustainability 

Concurrent with above 
Meet with USAID for reports on cost recovery and socio-economic 
fhctors 
Use Financial stability scale published at NCIH for NGO's for 35 
NGOs 
Analyze data, conclusions, and recommendations 

Overall Financial Management 

Review available reports at local, project, and USAID level 
Review minutes of community board meetings with NGO (random 
solicitation of this infoxmation, and validation with discussion during 
the 6 NGO visits . - 

Review audits conducted 
Review trends in performance (% of vouchers rejected, audit trends, 
variance report analyses, balance sheets over time, etc..), evolution of 
systems development 
Analyze data, conclusions and recommendations 
Note lessons learned and potential replicability 

Comparison of PROSAMI assisted PVO costs with MOH, ISSS, and non- 
USAID funded NGO's 

Meet with ISSS and MOH officials and review budget and unit cost 
data 
Meet with USAID to get revenuelcost data of USAID funded NGO's 



~q-p 
To: Christopher Edwards@PPD@SAN 

Fa., 

SALVADOR 
~argarika Lobo@HPN@San Salvador 

Cc: 
Bcc : 
From : Brenda Doe@OHE@San Salvador 
Subject : re: PROSAMI Evaluation 
Date: Wednesday, December 28, 1994 15:16:15 GMT 
Attach: 
Certify: N 
Forwarded by: 

Chrish - What is the AES? I won't have a chance to read the PROSAMI 
evaluation until I return on 1/12 and I hope we don't make final comments 
without mine - they were very late in getting it to us as you know. Can you 
hold off until 1/13 COB for my comments? BAD 



To: Margarita Lobo@OHE@San Salvador 
Cc: Brenda Doe@OHE@San Salvador 
Bcc : 
From: Christopher Edwards@PPD@SAN SALVADOR 
Subject: PROSAMI Evaluation 
Date : Wednesday, December 28, 1994 11:35:23 GMT 
Attach: 
Certify: N 
Forwarded by: 

Margarita, have there been any comments from the final draft of the PROSAMI 
evaluation? If not, I would like to finish the AES and have the final 
distributed. Thank you? ~hris 


