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Dr. S. Ofosu-Amaah

555 Main St. Roosevelt Island
New York, NY 10044

Tel. 212 980 6519

Rose Miles Robinson. Chief

Child Survival and Health

Office of Private and Voluntary Cooperation

United States Agency for International Development
Washington, DC 20523

January 19, 1994
Dear Ms. Robinson,

Enclosed is the report of the Expert Review Panel established at the
request of AID in December, 1992, to review the work of Andean Rural He
Care and the potential of its census-based, impact-oriented (CBIO) approa
for enhancing child survival efforts in developing countries. The members
the Panel, all very busy people found the CBIO approach of interest and
importance. Participation on the Panel gave members the chance to delibe
in detail on issues of community health care in developing countries and on
CBIO approach in particular.

This report and its recommendations, I believe, has the consensus of Qhe

Panel. We hope you, others at AID, and the PVO child survival community
will find it useful.

The names of the Panel members are included in the report. On beha

1th

of the Panel, I would like to thank you and AID for the opportunity to carry
out this review.

Yours sincerely,

S%M

Dr. Samuel Ofosu-Amaabh.

Encl.




EXECUTIVE SUMMARY

The United States Agency for International Development (AID)
provided support to Andean Rural Health Care (ARHC) for the child
survival components of its health programs in Bolivia as part of
AID's continuing search for the increasingly effective ways of
improving child survival in developing countries. The census-
based, impact-oriented (CBIO) approach of ARHC was thought to be
worthy of study. AID appointed an Expert Review Panel to review
the ARHC methodology and its implementation in Bolivia. The
Panel's mission was to recommend whether or not the CBIO approach
should be further supported and developed for child survival

programs.

The Expert Review Panel met 1in plenary sessions four times
between December, 1992, and May, 1993, and also sent two of its
members to visit ARHC's projects in Bolivia in April, 1993.

The panel found the CBIO strategy to be an effective method
for improving child survival and for dealing with other community
health problems. The CBIO approach has achieved good service
coverage and has developed an impressive system of information
for monitoring, planning and evaluating its health programs. The
panel recommended improvements to increase the prospects for
sustainability.

The CBIO approach to health care, the Panel agreed, is a
four -stage strategy which emphasizes community diagnosis,
determination of health priorities within the community, program
planning based on these priorities, and periodic program
evaluation. Evaluation is based on an information system that
makes possible the measurement of mortality impact and also
ongoing adjustments in program activities. Routine systematic
home wvisiting is used for updating census, epidemiological, and
vital events information, for determining families at risk, and
for providing health care and education in the home. The CBIO
approach is being implemented in three areas: Carabuco {(on the
Northern Altiplano), Mallco Rancho (in the State of Cochabamba),
and Villa Cochabamba (part of the city of Montero). The projects
are expanding in all three areas.

The CBIO methodology assures virtual universal coverage of
basic primary care and child survival services. In 1992, 73-86%
of children 12 to 23 months of age in ARHC's established project
areas were completely vaccinated with the standard six antigen
series. The same order of coverage was also achieved for growth
monitoring and other child survival strategies except for the
mothers' use of oral rehydration therapy (ORT). The project has
the capacity to target precisely persons at risk because of the
virtually complete coverage of the community with primary care
services through a combination of home visits and clinic-based
activities. The impact of the projects on child mortality is not
conclusive because of the small populations in each of the



project areas and small numbers of infant and child deaths, ||
the data are nonetheless suggestive of improvements in
desired direction. There was a 31-46% improvement in childh
mortality relative to comparison areas for which mortality d
were availilable. Nevertheless, the evidence is clear that
projects are making a difference in the lives of children as v
as in the lives of older members of the community.

The Expert Review Panel, concerned about some aspects
implementation, recommended that the projects could do more
involve the community so that they c¢ould become communi
"owned" as well as census-based and community-based.
strategies for health education and the empowerment of famil
need strengthening. Also, the average annual cost of servi
per beneficiary (approximately $9) was rather high and would n
to be reduced in order to increase the prospects
sustainability. The current costs should be regarded in part
"start-up costs" and should come down with further expansion
the program.

ARHC should encourage and facilitate more clinic visitsg
reduce the numbers of home visits currently being provided. |
frequency of home visits could be reduced after the first yeaxn
complete community coverage. Greater reliance could be placed
community volunteer health educators for specific tasks such
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to
y-
he

es
red
for
as
of

visiting families and encouraging the community members

themselves to assist in the recording of vital events.

ARHC should further develop strategies for shazj

epidemiological and other information with the  commun
leadexrship. Community leaders should become involved
planning and in other project decision-making activities. Wi

have to be found to increase the contributions of the commun
and the Ministry of Health to the local projects.

174

The Expert Review Panel finds the CBIO approach to be
worthwhile strategy and recommends that ARHC continue to impxf
its work in the areas suggested. The Panel also recommends ti
ARHC begin to share its experience widely.

ing

Lty

in
2y S

1ty

Ve
at

ARHC should, with the support of AID-Bolivia, work together

with Bolivian health authorities and other health agencies

to

adopt and to test the CBIC approach at the district level. AID
should support the testing of the CBIO approach, with |the

enhancements suggested, in other countries.




Preface

In 1992, Andean Rural Health Care received support from the
PVO Child Survival Program of the United States Agency for
International Development to document 1its progress 1in the
implementation of 1its census-based, impact-oriented (CBIO)
approach to child survival. In addition, an external Expert
Review Panel was formed to provide an independent evaluation of
this particular version of child survival programming and to
recommend to AID and other international funding agencies whether
and how this approcach should be further developed.

The following 1zreport 1is the result ‘of four, day-long
meetings held in Baltimore between December, 1992, and May, 1993,
along with a two-week field visit to Bolivia to review directly
ARHC's application of the CBIO approach.

The panel members are listed on the previous page. The
report 1is a summary of the Panel's conclusions reached aftex
reviewing documentation provided by Dr. Henry Perry {ARHC Program
Aadvisor), after group discussions, and after a field site visit
by Dr. Ofosu-Amaah and Mr. Schaeffer. A complete 1xreport
describing the CBIO approach and ARHC's progress in the
application of the CBIO approach is available as a separate
document (see below).

Perry, H. The Census-Based, Impact-Oriented Approach and Its
Application by Andean Rural Health Care in Bolivia, South
America. Final Report to the USAID PVO Child Survival Program.

October, 1993,
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CONCLUSIONS AND RECOMMENDATIONS

The Expert Review Panel identified at its first meeting the

main issues to be addressed. These included the information
system, the services themselves, the involvement of the
community, and costs/sustainability. The Panel's observations

and comments are meant to help strengthen the effectiveness and
sustainability of ARHC's child-focused, but still comprehensive,
primary health care projects. Because of the increased awareness
within the United States Agency for International Development
(AID) of the importance of sustained health development, it is
now time for AID to provide major suppoxt for such projects.
Such support would bulld on the successes of the child survival
initiative where the 'easy' interventions are already underway.
More comprehensive programs which are xooted in local community
needs and aimed at community "ownexrship" will be the next phase
of protecting the gains of child survival programs. ~ This is a
much more complex phase and will require a determined building of
local ~capacity and a more flexible approach to program
development. The ARHC projects are of this genre, and the
Panel's conclusions and recommendations are meant to encourage
efforts in this direction.

The Panel concluded that ARHC has successfully established a
community health information system, based in part on zroutine
home visitation. The data collection, analysis, and surveillance
activities have been the Dbasis for an effective health
information system. The census-based, impact-oriented (CBIO)
approach ensures that people at risk are easily targeted. The
CBIC approach also enables constant refining of health risks and
the appropriate program responses to those risks. There was an
impressive precision and effective use of this information.

The ARHC projects have developed excellent and effective
health information systems (HIS) but there is need for furthe:x
simplification, better feedback to the community, and further

utilization of the HIS to 1improve the projects’ cost -
effectiveness.

The services provided by ARHC's projects, while
comprehensive, also have a cleaxr child survival focus. They are
devised so that there is virtual total coverage and interaction
with each household. For these reasons, and since lack of

financial resources is no barrier to services, there is a clear
demonstration of equity. ..

Routine systematic home visitation 1s used for updating the
census and epidemiological information, determining families at
risk, and providing health care and education in the home. Home
visitation is an integral part of the CBIO approach. It is a
power ful instrument for improving the health of communities. The
projects should continue to refine the home visitation strategy
in an attempt to further reduce costs. Visits could be carefully



clustered to a given section of a project area. The projef

should consider the possibility of charging for home visi:s,

especially when services in addition to the basic home visit @

provided, lest over-dependence be created.

ARHC's health education activities reguire fur
improvement through establishing a system that is appropriate

Bolivian circumstances. The Panel zrecommends that a heal
education methodology be adapted to the CBIO approach, making Ese
i

of the considerable local Dbilateral and non-governmen

organization (NGO) experience and resources which are available.

The ARHC auxiliary health nurses are well-motivatjed

professional and committed. They are well-supexrvised, and this

salaries are better than those in the Ministry of Health (MQH).
How sustainable is this? ARHC should continue to adjust |[its
staffing pattern to arrive at a formulation that would be nmpbre

replicable.

MOH workers could enhance their skills through baling
introduced to the training methods and experiences of the ARHC
projects. Given their considerable and unique field experierngce,

ARHC projects should be involved in augmenting the training

of

community health auxiliaries throughout Bolivia. In additijpn,
they should be involved in the training of trainers of heglth
auxiliaries and community leaders in health and related
development activities. The newly-constructed training facillity
in Mallco Rancho could, for instance, be used as part oﬁ this
strategy. An important development is the interest on the MH's
part in expanding the CBIO approach throughout the Quillactllo
Health District in which the Mallco Rancho and Sipe Sipe projgcts
are located. Expansion of program activities with the MOH tojthe
district level will be of great interest because it ill
determine how far CBIO principles can be taken within |the

constraints of the Beolivian health system environment.

The Panel is of the opinion that, although the communifjies
were approached to become involved with the projects and in $ome
cases the communities took the initiative, this has not pheen
systematic. Therefore, the communities were not prepared for||any
meaningful responsibility for the project in their area. Also,
the program of volunteer health educators has not beenh yery
successful because of high attrition. The projects in all three
areas have, however, assembled a great deal of community ||and

epidemiological information. This information does not appeal

to

be shared with or used by the community in any significant way.
Community pa1t1c1patlon in the projects should be systematidgally
intensified to increase the prospects for community "ownerghip"
and sustainability. Community leaders should become ore

involved in program problems and decisions. Strategles shoul

be

devised that develop the pride of communities in & gheir
contribution to the health programs. Above all, the community

(including women's groups) should be fully involved in||the




processes of assessment, analysis, and planning of community

action for health. o )
The Panel 1is convinced that home visitation i1is the

foundation of the CBIO approach. It is a powerful instrument for
improving the health of communities. The projects should
continue to "fine-tune" the home visit strategy in an attempt to
further reduce costs.

ARHC has effectively sought out and secured project
financing from a variety of Bolivian and international sources.
The project funds appear to be well-utilized and closely
monitored. The Panel does not think that enough attention has
been given to the issue of cost recovery and to the eventual
assumption of responsibility for the expansion of the projects by
the MOH and the communities, These issues should be given
special attention in preparation for the eventual phasing out of
external funding sources.

More investigation will be needed on the economic aspects of
health care. The willingness and ability of the lower income
populations in Bolivia to pay for health care services needs to
be carefully assessed as part of an overall strategy for ensuring
access to basic health services for all Bolivians. This is an
issue that concerns all health NGOs, donors, and the MOH,

. To encourage further development of local "ownership®, there
needs to be further attempts to involve the MOH at the national,
regional, and local levels with NGOs. A Bolivian NGO-MOH group
could be set up to monitor progress, especially in the further
involvement of communities in health programs.

The Panel found that the ARHC projects consulted the MOH

regularly and made efforts to work closely with it. This was
indicated in part by the MOH committing health workers and
supplies to the projects. The projects regularly provide

information to the MOH's new health information system.

The Panel is of the opinion that the CRBIO approach is
working well in Bolivia, but could improve in the areas of
community participation and in reducing <costs to assure
sustainability. It was clear to the Panel that ARHC's projects
are achieving health results well beyond the narrow GOBI*
expectations to the satisfaction of the communities. :

The CBIO approach should be replicable as a logical and
equitable way to deliver primary health care to -achieve Health-

for-all. However, there will need to be further simplification
and adjustments in conformity with the projected Bolivian
national capacity in order for the CBIO apprpach to be

*GOBI: growth monitoring, oral rehydration, breast feeding, and
immunizations



sustainable and therefore fully replicable. The potential

the development of country-wide sustainable primary health dg

programs will eventually depend on the will of the government
Bolivia and the local communities.

The approach merits support by AID-Bolivia and by hea
development agencies in other countries as an important straf
for improving health, especially where child survival initiati
have increased community under standing of the effectiveness

modern health care.
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INTRODUCTION

Andean Rural Health Care (ARHC) 1is a US-based non-
governmental organization working in Bolivia in the development
of primary health care. ARHC adopted a census-based, impact-
oriented (CBIO) strategy for improving the health of communities.
Program priorities are based on epidemiological and community
diagnoses.

While the CBIO approach encompasses the child survival
target diseases so characteristic of poor developing countries,
it also encompasses other key problems deserving of attention.
The approach is able to differentiate the relative importance of
particular diseases in the different socioc-ecological =zones of

Bolivia.

ARHC obtained part of its funding for the implementation of

the CBIO approach from the AID Child Survival Program. AID,
interested in an assessment of the CBIO approcach, constituted an
Expert Review Panel (hereafter referred to as the Panel). The

Panel members are listed in Appendix A.

Some of the key components of interest identified by AID
were (a) local diagnosis of problems using cause of death data,
(b) home wvisitation, and (¢) community involvement. Concerns
were raised regarding the high degree of dependence on external
funding and the involvement of expatriate volunteers in program

activities. AID requested analyses of the issues of cost,
sustainability, replicability, and assurance of long-term
quality.

AID's charge to the Panel was as follows:

. to determine 1f the CBIO approach in principle has merit
for further development as one method of improving the
effectiveness of c¢hild survival projects;

. to review the progress which ARHC has had in implementing
this approach and to provide critical comments regarding
the potential for other health programs to adopt this
approach; and,

. to recommend to AID if funding should be provided to
develop this approach further and to provide guidance as
to how this funding should be directed.

ARHC was asked to provide the Panel with a detailed report
on the progress of the projects. The Panel was able to meet with
Dr. Henry Perry, ARHC Program Advisor, while he was in the
process of preparing this report. Consequently, his zxreport
reflects some of the guestions and interests of the Panel. This

10



report! should therefore be read in tandem with the Panel's

report.

The Panel selected two of its members, Dr. Ofosu-Amaah

nd

Mr. Schaeffer, to go to Bolivia to visit the three projects unger
review. The trip report and the conclusions of the visiting tpam

are included as Appendix B. The following report to
therefore reflects the thinking of the Panel members. It

D
is

based on information arising from the report of Dr. Henry Peliry

and the report of the visiting team to Bolivia.

1 perry H. The Census-Based, Impact-Oriented Approach and Its
Application by Andean Rural Health Care in Bolivia, South

America. Final Report to the USAID PVO Child Survival Program

October, 1993.

11




The deliberations of the Panel as reflected in this zreport
deal mainly with the principles and concepts of the approach
rather than with all the intricacies of implementation and

per formance of the ARHC projects. The two Panel members that
constituted the wvisiting team to Bolivia confirmed the contents
cof Dr. Perry's document. The following zreport discusses

fundamental issues of primary care and child survival programming
and how they pertain to ARHC's projects in Bolivia.

During the 1980s, many donor-supported health programs
concentrated on child survival interventions such as immunization
and diarrhoeal disease control programs. This approach, called
"selective primary health care," focuses on "low-cost, effective®
interventions rather than on systems that support the development
of comprehensive primary health care. The issue of
sustainability of the selective primary health care approach has
become of increasing concern to policy makers.

There is no question that the child survival technologies
dealing with the major proximate causes of child mortality make a
difference to the children that are reached and, in the case of
some vaccines, reduce disease in other children through the
operation of the mechanism of herd immunity. Unfortunately,
without major changes in the social and economic conditions that
are the underlying determinants of most health problems, without
sustained health promotive and health care systems, and without
local capacity and empowerment to ceaselessly tackle the problems
of morbidity and mortality, the effects of c¢child survival
programs will not be long lasting.

There are now many examples throughout the developing world
of sustainable systems of health care which, in the words of the
Alma Ata Declaration,? are "universally accessible to individuals
and families in the community through their full participation
and at a cost that the community and the country can afford to
maintain...."

The Panel is convinced that the CBIO approach is a credible
attempt to deal with the issues of child mortality in an
effective, humane and epidemioclogically precise manner that has
the potential for genuine community empowerment and
sustainability. The CRBIO approach has the potential to
contribute significantly to the reduction of the burden of
disease, disability and death in developing countries.

2 WHO/UNICEF. "Alma Ata (1978): Primary Health Care". Health-
for-all Series No.l. WHO, Geneva: World Health Organization,
1878.

12



THE CBIO APPROACH

2. Defining CBIO

The CBIO approach is a set of principles that form
conceptual basis of the work of 2andean Rural Health Car
projects. The concepts are based on the previous experiences
various community-based health projects around the world.

CBIO approach is also a response to the impact-focused chi

survival concerns of many international agencies such as AID
UNICEF since the mid-1980s. The vision of the CBIO approach
to achieve the objectives of the child survival movemernt
within a more comprehensive and more sustainable community*ba

framework.

From the ARHC perspective, "CBIO" involves a determinaty

of community health priorities from a scientific, epldemlologz
perspective as well as from the standeLnt of the communi
Using available resources, a program is developed which addres
these health priorities and evaluates the impact of prod
activities on the health status of the community. The approach
"census-based" because it involves community censuses covel

all members of the community and identifies the most frequs
serious, preventable or treatable conditions in the communi

It is “impact-oriented" because the over-arching goal of

approach, and the measure of its assessment, 1s the improven
een

of health and demonstration that this has, in fact, }
achieved. An integral part of the approach is routine systems
home visitation. The 12 elements of the CBIO approach3
grouped into four implementation phases as follows:

Phase T: Community Diagnogis

« Engaging in dialogue with the community and establishing

trusting relationship.
» Conducting a census of the community.

e Ascertaining the health needs and priorities of the communif
» Establishing the baseline health status of the community' an
system for regular updating of the epidemiological and: vi

events profile of the community.

Phase II: Program Planning

« Determining program priorities through an analysis of
epidemiological situation and the priorities of the communi

» Formulating a work plan based on program priorities
resource availability. ‘

_ . .
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e Providing comprehensive and readily available primary health

care services.

3 8ee footnote 1. ‘ f
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e Ensuring that basic services for priority epidemiological
problems reach a high proportion of the program population
through clinic and home visits.

e Identifying precisely the immediate and underlying causes of
death and those groups at high risk of death.

« Assuring high coverage of essential services for the entire
population, not just those who visit the clinics.

« Visiting all homes in the program area systematically and
routinely with more frequent visits for those at high risk.

. : : ¥ .

« Monitoring mortality impact and redefining periodically the
leading causes of death and those at greatest risk of death.

Several advantages are claimed by ARHC for the CBIO
approach. By conducting a census and community diagnosis of
health problems as well as by zrecording all vital events,
denominators and various numerators are obtained enabling the
computation of morbidity and mortality rates. It alsoc provides
the opportunity for achieving high coverage of health
interventions such as growth monitoring, immunizations, oral
rehydration use, and the treatment of acute 1zrespiratory
infection. This is because children are identified through the
census and through ongoing home visitation.

The CBIO approach makes it possible to tailor health
interventions to the important and prevalent local health
problems. This approach creates strong local political support
for the health program and therefore improves the prospects for
sustainability.

The Panel identified additional strengths of ARHC's projects
to be the following: the training of local community workers,
systematic supervision, and the ability to adjust activities
as needs change.

B. The Basis of the CBTIO Approach

The CBIO approach consists of the provision of primary
health care based on a careful understanding of the community's
health needs and involvement of the community in the health care
process. As such, it contains the basic precepts of primary
health care enunciated at Alma Ata in 1978. These precepts
include making essential health care available to all in the
community, involving the community in decisions Tregarding their
health, and continuously monitoring the effectiveness and impact
of the program.

The CBIO approach rests near the mainstream of much recent

thinking about the delivery of essential health services, such as
expressed in the 1993 World Development Report of the World

14



Bank%, in the Bamako Initiative Project® and in other projec
These all attempt to combine community participation with

renewed focus on high priocrity epidemiological conditions udgl

low-cost and effective technologies.

health and socioceconomic information, obtained largely thrd
home visitation. The approach is therefore "community-focuse
spanning participatory health development theory such as that
the community-based nutrition work in Iringa, Tanzania, with
'Assessment-Analysis-Action' (Triple-a)¢ formulation, and in

others, especially in south Asia. The CBIO approach is

child survival focused. This program element 1is derived in

from the "selective primary health care" orientation to prio
health problems in developing countries, and from the UN
Child Survival and Development Revolution which, %
emphasizing priority childhood diseases, also has the objec
of improving the total primary health care system. 1

The CBIO approach emphasizes the collection and analysis |||of
;

The Panel thus did not regard the CBIO approach a
completely new model. The CBIO approach tries, nevertheless
deal with some of the weaknesses 1in primary health ¢
implementation. However, there 1s a need to emphasize
distinctive features of initial community consultations, con
of local censuses, and home visitation. Though these may &
obvious components of primary health care, they have been sel

n

are
the
ct
eem
dom

implemented because of the perception that they are not sudh a

high priority and because of the sheer difficulty and the |
requirements to carry them out., The Panel urges that the met]y
used 1in the implementation of wvarious community-oriep
approaches be documented so as to assist others who might wisp
replicate these approaches.

Hime

ods
ted
to

The Panel discussed at length the time regquired to stagt a

community-based health program and, for that matterx,
community social development program. The general tendency
agencies to structure the development process according to tf
own judgment of the time required rather than on the basis

any
of
elr
of

social acceptance and interest in the community has often bein a

source of great difficulty and even failure, particularly g
respect to sustainability. The need is to remain flexible sg
to take advantage of opportunities as they arise dun
interaction with communities. :

¢ World Bank. World Bank Development Report: Investing ini
Health. Oxford, England. Oxford University Press, 1993. .
5 § Jarrett and S Ofosu-Amaah. Strengthening health services

MCH in Africa: The first four years of the 'Bamako Initiativg.

Health Policy and Planning 1992; 7:164-176.

8 Joint WHO/UNICEF Nutrition Support Programme in Iriniga,
Tanzania. 1983-1988 Evaluation Report. Government of the Und
Republic of Tanzania, WHO, and UNICEF. Dar es Salaam, 1989.
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THE CBIO APPROACH IN PRACTICE

1. What is the CBIO approach in practice?

The CBIO approach, derived from community-based health
programs, was developed at Andean Rural Health Care in the mid-
19808s. In a sense, the CBIO approach gradually evolved into a
coherent system of health care over a five-year period.
Originally a ‘“convenio" (agreement) was signed between the
Ministry of Health (MOH) of Bolivia and Andean Rural Health Care
in March, 1983, for the development of a health service on the
Northern Altiplano to cover a population of 100,000 people living

in communities between the towns of Achacachi and Escoma. The
project was to have been centered around the MOH hospital at
Achacachi. Bolivian political and other practical difficulties

limited the initial project to a more restricted area around the
town of Carabuco.

Since a major aim of the project was to measure program
impact, it became essential to conduct censuses and to obtain
other baseline information needed for a community health
diagnosis. This began in mid-1983. Financial support was
augmented by the AID PVO Child Survival Program starting in 1987.
The community contributed their labor and other resources in the
building of health posts in the Carabuco Health Area. Eleven of
the twelve posts were built with the assistance of resources from
the Social Emergency Fund of the World Bank. Fifteen local staff
were trained as community auxiliary nurses. They took part in
discussions with the communities, house numbering, the
preparation of family folders and other community activities.
Routine systematic home visitation started in mid-1988.

In 1989, projects were established in Mallco Rancho
{Cochabamba State) and in Vvilla Cochabamba, Montero {Santa Cruz
State) . The Carabuco project on the Northern Altiplano has
recently expanded to Ancoraimes. The Mallco Rancho project has

expanded to Sipe Sipe, and the Montero project to neighboring
communities near Vvilla cCochabamba.

Opinion among members of the Panel was divided regarding
the strict definition for the "census-based, impact-oriented"
approach. There was a great deal of discussion about the
definition and the actual practice of the CBIC approcach. Many on
the Panel thought that the cornerstone of the CBIC approach is a
health information system which 1is based on systematic home
visitation to identify, monitor and respond effectively to health

needs. This type of information system is required to achieve
the four "implementaticn phases" of the ARHC projects, namely (1)
community diagnosis, (2) program planning, (3) program

implementation, and (4) program evaluation and re-diagnosis. The
other view of the Panel was that the information system was
developed to serve the needs of the projects and not the other

way around.
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The information system is the key element upon which proj

development is based. Other important elements of the projeq

include the following:

« incorporation of curative and preventive health services
which respond to the community's felt needs

+ an adequate number of quallfled‘ and well-trained health
staff who are able to maintain the health information
system as well as to provide preventive and curative care

« an adeqguate supply of drugs and use of a revolving fund for
drug maintaining supply

» adeguate management and supervisory capabilities

s capability of obtaining additional external funding

+ limited cost recovery.

BCt
ts

cly

Certainly all three of the ARHC pIOjeCts include a fai
comprehensive curative and preventlve service dellvery compon
The extent to which these services are provided in the hom
opposed to the clinic raised some concerns among Panel mem
about fostering community dependence on home service delive
It can be argued, however, that it is the sérvice componen
ARHC's CBIO approach which strengthens the health informat
system. Community health workers are more likely to per
their jobs well if they are assured that they can offer somet}
more than information to those in need of treatment. Al
community members are more likely to cooperate with home visif
if these visitors facilitate their access to health care.

2. In what way has the CBTQ approach been successful and/or
unsuccessful? '

This section discusses the Panel's views on differ
aspects of the CRIO apprcach. These aspects include

as
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information system, service delivery (including home visitatign),

equity and access to services, training and supervisji
community participation, results and impact, financi
replicability, and sustainability.

a. information system

The information system is one of the strongest featureg
the project. This is not surprising since a key principle i
ensure that the population is covered and that impact car
measured. There was therefore, from the beginning, system
implementation of an information-gathering system starting
the census, house numbering, and the preparation of house
folders. Various household surveys provided additi
epidemiological information which facilitated commu
diagnosis. ’

Careful attention was ©palid to routine service d
including data on the utilization of drugs and other suppl
The collection of data on vital events and causes of .de
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granted that most of these were from "verbal autopsies," has
provided information on mortality impact.

The project staff were involved in the design, collection,
and interpretation of the information. They made use of it in
their daily routines where necessary. For instance, this
information was used in planning home visitation, in determining
those in the community at risk, and in identifying pregnant
women, malnourished children, and children who had not been

immunized. In effect, the projects set up simple, goal-oriented
information systems. They did not depend upon computers for
tabulation and analysis in the field. Although the projects

collected some detailed information not <regquired by the
government's national health information system, they also made
certain that their data were completely compatible with it.

One problem, noticed particularly in Villa Cochabamba,
Montero, was that the information system became so elaborate that
it included virtually 1zresearch-type information. The data
collected were very interesting, but there is no real likelihood
of replicability in the normal service situation.

Overall, the information system works well, and has proved
to be highly useful for surveillance, for the determination of
coverage, for assisting in patient care (including follow-up),
and for administration. It is also useful for measuring impact,
though factors such as the small numbers of infant and child
deaths limit the extent to which the system to date has provided
definitive results regarding impact.

The system developed by ARHC facilitates the collection of
reliable health data that tends to be difficult to obtain.
Periodic household surveys make it possible to assess population
coverage of services. Registration of vital events makes it
possible to obtain numerator data for mortality rates, while
periodic censuses provide the denominator data zrequired for
mortality rate estimation. Because these data have been used to
document programmatic progress, they have helped keep the project
staffs informed and well-motivated. More importantly, the system
has made it possible to identify the most pressing community
health needs and to target those children in the community most
at risk. The health auxiliaries plan their work more effectively
by the daily updating of their wall charts which show the health
status of the highest-risk clients. Routine home-based contact
between project staff and the families helps foster the trust
that must exist before project staff can use data appropriately.

In conclusion, the Panel is of the opinion that ARHC has
successfully established a community health information system,
based in part on routine home visitation. The HIS, however, is
but a tool designed to improve community health, to promote
equity in the use of health services, and to increase community
involvement in project planning and management. It 1s important
to review the information system regularly so as to prune it of
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unnecessary data which might overwhelm the system, data: ¢
might be "interesting" but of no direct advantage in the day-
day use of information for decision making.

b. service delivery:

The ARHC constellation of services is quite comprehensi
The services provided reflect the needs of the community and
not merely based on external technical considerations. The ea
identification of the importance of childhood pneumonia spr|
from careful community epidemiological surveys.
surveillance system ensures that the projects are sensitive
new health problems and able to 1zrespond to them.
surveillance system prevents the projects from blindly focusg
only on externally-established interventions. ‘

The projects make certain at the same time that
emphasize immunization, the treatment of diarzrhea, grd
monitoring, and other child survival elements. They alsoc g
attention to women's health problems and to family planning,
projects therefore fulfill the mandate of the child suzvi
initiative while also responding to other health problems
communities. ‘

The training of health auxiliaries 1s based on the need
deal with all the major health problems of the communities.
projects assure the regular availability of drugs and ot
supplies. The technical guality and relevance of expert
provided to the projects is appropriate. The relative quality
the clinical services is adequate. The quality of serviges
comparable to other NGO-supported health programs and is posgsi
better than MOH-supported services outside the ARHC ars
ARHC's high level of staff motivation and the availability
drugs and supplies make this possible. Coupled with' h
visitation, which makes it possible to identify many hed
problems early and to respond to problems that might npt
brought to the facilities, the overall guality and adeguacy
services appears to be very high 1in relation to prevail
standards. :

This higher quality of services results in relativel? h
costs. What needs to be done is to maintain gquality 'wh
reducing the costs of providing services of acceptable quality

Patient referral and administrative linkages appear to
good and represent the fruits of careful groundwork laid by
projects.

A stronger relationship 1is needed between the Carab
project and the MOH supervisory office in La Paz. This hds
been easy to develop because of the four-hour trip required
site visits from the MOH. In the other two project are

distances between the MOH supervisory offices and project sif

are much less. This has helped to facilitate the close

19 g

nat
O..

™

AL e
ly
ng

to
he

ng

to

her
 se
of
is

Tk

BS .
of
hme
1th
be
of
ing

oy
®

Tole)
1ot
or

End




cordial relationships which have developed in Mallco Rancho and
in Villa Cochabamba/Montero with the MOH supervisory offices.
Referral of patients for hospital services appears more than
adequate 1in all three project sites, although patients from
Carabuco frequently have to be transported four hours to La Paz
in order to receive appropriate care.

Routine systematic home visitation is organized on a regular
and sustained basis. Health auxiliaries have groups of families
in the community that they visit at least once every six months.
All those at high risk are visited more frequently. These
include families with children under five years of age or with
specific health problems. Children under one year of age are
visited at monthly intervals, and those under two are visited
bi-monthly. Epidemiological and vital events information 1is
collected or updated during the home visit. Children under five
years of age are weighed and their heights measured. The results
are discussed with the mother. During the home visit, health
education is provided concerning major health problems. If an
illness is encountered during the home visit for which the health
worker has competence, treatment is provided. If treatment
cannot be provided in the home, referral 1is arranged to the
health c¢enter or to the hospital. If the c¢child needs a
vaccinatlon, this is provided in the home.

In the early years of the projects, almost all staff members
found the home to be an unfamiliar context within which to
undertake professional work. After a few years, most have
discovered with satisfaction the new perspectives they have
acquired by becoming well-respected and consistent visitors to
every family in the community. The CBIO methodology, including
home visitation, has provided the project staffs with a sense of
professional pride and accomplishment which has proved to be a
strong source of motivation.

The Panel discussed the value of zroutine systematic home
visitation. In its defense, it was argued that it enables the
specific identification of health problems in the home. It was
recognized that the major health problems, especially those of
young children, emanate from the physical environment of the home
and from the health behavior of members of the household.
Routine home visitation 1s therefore a sensitive way of
determining health zrisk. It is also a reliable method for
identifying and recording vital events.

In societies without telephones or other forms of convenient
communication and in which, without encouragement, families would
as a matter of convenience employ less effective traditional
remedies, nothing encourages families more to zreceive modern

health care than the wvisit of the health auxiliary. Home
visitation, called also health visiting, has been a feature of
ministry of health services in many countries. Through home

visitation, trained nurses or volunteers try to ensure that
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children and families at risk are identified early enough flor

health interventions to be successful.

While there 1s no question of the importance of' h
visitation to families with some health risk or a special ne
the Panel felt that there is the potential of spending excess
amounts of time on routine visits. Though beneficial, rdut
visits might prevent the health worker from being present
sufficient amount of time in the health post to see ot
patients. The focus must remain firmly on families at 'ri
Home visitation which routinely takes health care to the h
might encourage families not to trouble themselves with visjits
the health c¢linic. such a system would therefore be sden

unduly expensive and not the optimal use of health worker time.

There may be greater justification at the beglnnlng
services to a new community to have more freguent home VhSl
Then, the frequency of routine visits could decline to a mihim
perhaps once a year, for monitoring vital events within a gl
family. It might also be possible to visit several familieg
the neighborhood in an appointed place such as a community rer
or a house with adequate room for such a gathering. These
often referred to as health rallies.

The benefits of home visitation may be greater in relafg
to costs in areas where the population is widely scattered
where the community has difficulty in transportation. In sug
situation, it becomes cheaper for the health worker to travel
see many people than for individual community members té ff
visits to a distant clinic.

c. equity

Most of the residents of the communities in Mallco Ra
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and in Villa Coc¢habamba live within a distance of a mile ar
from the health center, so there 1is no really overwhel
problem of physical access. In the Carabuco area on the North

Altiplano, communities are widely scattered over a mountaijn
terrain. The health posts were built to reduce the '‘trjg
distance and to improve access. Even with these new heg

posts, there is still more effort required to go to a health [
than in the other two project areas.

Overall access to health care is adequate in the prgj
areas. Moreover, the home visitation system improves acdess§
preventive services such as immunization and growth monitoni
Almost every person in the projects therefore has contact 4
the health system.

There is no social or financial barrier to the sefvic@s T
the projects provide. Patients pay for services but nofonﬁ
turned away for lack of money. It is not clear how 4t

determine who is unable to pay the prevailing fees, however.
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The ARHC projects have successfully promoted equitable use
of health care services. It is impressive that even in the peri-
urban project area of Vvilla Cochabamba/Montero with high levels
of in- and out-migration, the project manages to include all
community residents in its home visitation system. To be really
certain that such a high degree of eguity has been achieved,
however, additional studies are necessary.

d. training and supervision

The levels of technical competence of personnel differ among
the three project areas. In Carabuco, the most rural project
area, community-selected persons who had mainly primary school
diplomas were trained for a year to become community health
auxiliaries. Given their educational background and the length
of their health training, these health auxiliaries appear to be
competent and to know when to refer their patients to a higher
level of care.

The enthusiasm of the personnel could be due not only to the
clarity of the objectives and methodology of the projects, but
also to the fact that their salaries are generally 30% to 50%
above what the Ministry of Health provides. ARHC personnel are
also supported by an efficient administrative system and have
regular in-service training. Another motivating factor is home
visitation. Through home visitation, the auxiliaries keep close
to the community, maintain a sensitivity to community needs, and
feel first hand the appreciation and regard of the families 1in
the community.

It is evident that project health staff feel much better
taken care of than their counterparts in the Ministry of Health.
A key to the ©project's effectiveness 1s an efficient
administrative and supportive system. Is this level of
effectiveness sustainable?

e. community involvement

The ARHC projects began after consultation and agreement
with the Ministry of Health. Early problems zrestricted the
original project to Carabuco with a population of 9,500. ARHC
took appropriate steps to consult with the elected community

leaders there and, after much discussion, agreed on an
implementation plan. Local community leaders are elected
annually. This limits longer-term polltlcal support and hinders

the leaders' understanding of the project.

The Carabuco communities took part in the building of health
posts, although most of the resources came from outside the
community. From the beginning, the involvement of community
leaders was evident. For instance, there was strong community
participation in the selection of candidates for training as
health auxiliaries and as volunteer health educators. The
community leadership was interested enough to participate in the
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house-to-house surveys and censuses as well as in the assessméant

of needs and priorities. Interest later dwindled, howevﬁr,
partly as a result of the annual rotation of leadershlp roles gt
the communlty level. Also, the community leaders are now npt

involved in the regular oversight or management of the projeqft,
although nothing stops them from contacting any of the health
workers regarding an issue affecting the community.

Women's clubs, which were formed before the Carabuco projgct
began for receiving food supplements, have continued to meet flor
health education, Not so successful has been the use [|lof
community volunteers as health educators. There has been a grgat
deal of attrition. If attrition could be reduced, the voluritegrs
could be of more assistance in home visitation (especially |||to
low-risk families) and in the recording of vital events.

LV

There were some difficulties in the interaction with |ghe
leadership in the Carabuco area because from the beginning ighe
community was seeking a hospital and a potable water system ag a
"quid pro quo" for their support of ARHC. It was almost as|/{if
they thought they would be doing a good turn to the projegt.
This 1is a phenomenon that occurs especially with extexnal]ly
funded projects because of a perception that the client communjty
can get whatever it wants and that the external agents are unHer

pressure to perform a program with a set deadline. Fortunatefly,
‘this issue was resolved. The early contacts in Mallco Rancho [gnd
in villa Cochabamba/Montero were different and more positive. |||In

Mallco Rancho, there was a clearly felt need of the community |for
health care and there were Bolivian health professionals |[Who
could respond to this need. This was also the case for Vila
Cochabamba/Montero.

There appears to have been no special mechanisms created to
ensure continual dialogue and accountability to the commmnz:y.
The local village councils, which have health as one of their
responsibilities, could routinely invite the project leadership
for a meeting on any concerns that either side might have, syich
as the fees charged for services. In Mallco Rancho, Che
participation of health project leaders in community committees
facilitated the sharing of information about the pro;ect with
community leaders.

The available evidence indicates that the communitiesg. have
not developed a sense of ownership for the projects. The
communities are 1in no way hostile to them, however. The
communities have no knowledge of the overall cost .of the projefts
but are willing to pay for specific sexrvices since they appeai| to
be satisfied with themn. Some staff members are reluctant|| to
share detailed financial information with the comiuglity
leadership for fear of misunderstanding or even jealousy aliput
the level of remuneration received by the staff.

It is not clear to what extent the projects are empoweling
communities for self-reliance in health. Community hedfith
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education was Jjudged to be a weakness of the projects. Both
sustained improvement in health status and sustained demand for
health care services require that the members of the community be
informed about protective health care behaviors and preventive

health services.

Although the projects have consulted with the community and
in some ways could be said to be in continual dialogue at the
family household level, the community leadership does not vyet
have a clear ongoing oversight role. ARHC should be encouraged
to work at strategies which foster the community ownership of

health services.

f. zresults and impact

over the past five vyears, ARHC has managed to extend
coverage to virtually the whole populations in each of the three
project areas, especially with the child survival interventions.
For example, coverage of children between 12 and 23 months of age
with the complete set of EPI vaccines was 88%, 73%, and 82% in

1992, for Carabuco, Mallco Rancho and Villa Cochabamba
respectively. Children under 24 months of age had their weights
and heights measured an average of 4.3 - 6.6 times during 1992.

The numbers of home visits completed in Carabuco, Mallco Rancho
and Villa Cochabamba 1in 1992 were 3,219, 6,018, and 6,504
respectively. The coverage with other services 1is equally
impressive, as can be verified from the study of ARHC documents.
This 1s particularly true when coverage rates are compared to
baseline data for areas such as Sipe Sipe (near Mallco Rancho)
and Ancoraimes (near Carabuco) where ARHC projects are just

starting.

Only 50% of the mothers in the project areas knew how to
prepare ORT, however. These results indicate the need for more
work in the area of behavior change and health education.

As already indicated, the impact of the projects on child
mortality is not conclusive because of the small populations in
each of the project areas and small numbers of infant and child
deaths, but the data are nonetheless suggestive of improvements
in the desired direction. There was a 31-46% improvement in
childhood mortality relative to comparison areas for which
mortality data were available.

g. : £ .

Funds for the program have come principally from AID, the
Methodist Church, contributions from individuals in the Us,.
Rotary International, the Bolivian government (mainly in the form
of drugs, vaccines and salaries), and fees paid by the patients.

There has been no attempt to fully recover the cost of the

projects from the community. The fee structure is discussed and
agreed to by the leadexrship of the communities, however. It was
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not clear, however, what principle is used to determine the le

of the charges. In Mallco Rancho, the fees charged were

compared to those for services in nearby areas. In Carabu
from March 1992 to the end of February 1993, only 3% of proj
costs were met with locally-generated income. For the s

period in villa Cochabamba/Montero, it was 17%.

The projects so far have not had an intensive cost-re@ova
strategy, particularly in the two less isolated and somewhat 1g

impoverished communities of Villa Cochabamba/Montero and Mal
Rancho. There is concern that the imposition of higher fees
Carabuco, where the families are poorer and more isolated, wo
discourage the use of services and lower community health stat
Cost-recovery policies in a very poor area such as Carabuco n
to encourage overall economic development so as to increase 'lo
resources to pay for services.

ARHC's report to the Panel included a comprehensive
careful cost analysis of the projects. The projects are somew
expensive relative to other public health care programs. '
average annual local recurring total per capita cost of the th
projects was approximately $9. The Ministry of Health in Boli

spent on a national basis $6.59 per capita in 19877. Per c¢apl

costs 1n rural areas are significantly less. This zrai

concerns about the financial sustainability of the projedt

Future applications of the CBIO approach by ARHC should try
reduce costs without reducing effectiveness.

In a sense, the Panel feels that the question of finand
sustainability is being asked after the fact. The original
of the projects was to implement a new approach. Funds havée b
available so far. The challenge now is to determine
adaptable the projects will be to a reduced level of exter
resources. Any changes, of course, will need to take i
consideration the potential for increased community contributi]
to the health projects while at the same time redud
expenditures without damaging substantively the essence of
strategy. The general poverty of the Carabuco area is such f
subsidies will be necessary until there are improvements in lg
income levels. At any rate, studies are needed on the issues
community willingness and ability to pay for health care.

h. zreplicability

all of the original three projects are in the process

expansion. On the Northern Altiplano, the Carabuco projedt
expanded to the Ancoraimes area. In Montero, there has b
expansion to other areas bordering on Vvilla Cochabamba. 1In

Mallco Rancho area, extension to the Sipe Sipe area has alrgs

occurred at the request of the local health authorities. Fury

7 Martin R, P O'Connor, O Wolowyna, et al. "“Evaluation of AID
Child survival Programs -- Bolivia Case Study". AID Technical
Report No. 5. 1992, f

25

-y
wn

jal
2 im
cen
hhow
mal
mto
NS
ing
the
hat
Tal
of

of
has
en
he
dy
her




extension of the Mallco Rancho and Sipe Sipe projects to the
entire Quillacollo Health District in the Cochabamba valley is
now being contemplated.

The Bolivian governmental health authorities' requests for
extension of the projects implies that there is the potential for
replicability. What has to be considered is the additional costs
for any extension or replication. Presumably these additional
resources would not be provided by ARHC.

The Panel is of the opinion that replication of the CBIO
approach by either the Ministry of Health or by community
residents will require a reduction in the frequency of home
vigitation. What might be of interest would be an expansion of
the CBIO approach to other test areas under the control of the
MOH. It could then be determined how much of the original design
is replicable. The present ARHC projects could be used as sites
for training and practice for MOH workers from the new areas
where project expansion is occurring.

i. sustainability

The sustainability of the program depends on many factors
but particularly on political, financial and technical
considerations in Bolivia. Currently, the total local recurring
per capita costs are $9 per year. This does not appear feasible
for long-term sustainability without external resources. Costs
could be pruned by perhaps 30-40 percent, however. If the MOH
continues the standard support it provides to each health
district and allows the health program to 7retain the fees

collected there, the model might be more feasible and
sustainable. This would require, of course, a reduction in staff
and a reductilion 1n some activities such as home visitation. In

any case, successful long-term sustainability of the projects
will require joint planning and coordination with the MOH and
with its local health departments. This may be more practical in
the two less isolated project areas where there is a stronger MOH
involvement.
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PROSPECTS FOR THE DEVELOPMENT OF THE CBIO APPROACH

a. developing the CBIO approach

Considerations regarding the further development of the BIO

approach depend in part on whether the principles developed
potential guideposts for other PVO projects in Bolivia and
other countries, or are to be possibly incorporated into sefvi
provided by a ministry of health. The relevance of this E

are
in
lces
ATD

is whether its objectives are to support health care experiments

in developing countries whose 7zresults and lessons will
incorporated into the ministry of health system or whether

objective is to assist PVOs in the management of humanitan

be
the
ian

projects in needy countries and communities. Such conSideIations

will guide the style and use of funding and the degpee
involvement with a given government's ministry of health,.
would also be useful to contemplate in-country mechanisms fpr

of
It
the

dissemination of lessons learned and for the phased develbpment

of the “ownership" that 1is such a «critical feature
sustainability.

The original aim of the ARHC projects was to develop a md
that was feasible, sustainable, and wuseful to the Bolil
Ministry of Health. The two conSiderations before the Panei y
how relevant the ARHC model is to Bolivian circumstances and
it could be adapted to other situations and other countries, ¢
by other PVOs.

b. keeping an open mind

The Panel urges open-mindedness regarding possible opliq
The CBIO approach is an important variant of the community|-ba
approaches used by other international PVOs, especially @t}

which carry out child survival projects. The CBIO apprdg

incorporates the internationally recognized diseaseb

significance for child survival into its program planning. $Its

epidemioclogical approach to community health problems, howe
provides a flexibility that should not be deemed a weakne$s
rather a strength. ;

The relative costs among CRBIO components, particularly

balance between service delivery costs and health informat

systems costs, should be carefully weighed. An overly expens
health information system would hinder replicability. It
important to determine the minimum levels of human and maten
resources, as well as the minimum level of governmental, extexn
and community support that must be included to attain both imp
and sustainability. It is especially important to determine
eXxtent to which home visitation increases program effectiven
as well as costs in different settings. It is equally import
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to determine the degree and type of community involvment neeged

for the attainment of community "ownership" of the program.
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c. s. ial .’].].

There is a need to more carefully assess the financial
sustainability of the CBIO approach and to determine whether
reduced levels of project personnel and home visitation might
help make the projects more sustainable. As the ARHC projects
and others with similar community approaches continue, it is
important to analyze costs moxe carefully. A financial
management information system should be established which would
allow a) monitoring of costs over time as the projects continue,
b) adjustment in the methods for allocation of joint costs to
specific interventions, c) improved precision of cost estimates,
and d) generation of cost information which could be used
internally by management to identify more cost-effective ways of
achieving the same health impact.

Other projects might investigate whether a different balance
between service delivery and community outreach/health
information 1s appropriate. As mentioned earlier, it 1is
difficult to evaluate these two components separately in the ARHC
projects, elther 1in texrms of health impact or financial
sustainability. Since the goal of the CBIO approach is to
improve community health status, the approach requires a basic
knowledge of the health needs of all groups in the population,
including groups that are often neglected. ARHC has chosen to
obtain this knowledge by 1registering all zresidents and by
monitoring them periodically to note vital events and changes in
health.

It seems that any type of effective project planning
requires a complete community census to enumerate all age groups
and to identify those at high risk. Whether it is equally
necessary to conduct periodic monitoring through home visits to
all community residents is more debatable. If 1resources are
limited, might it be better to assess the impact of the project
through a sample survey? As the project areas and their
populations grow, the development of "sentinel sites" for in-
depth information collection representative of the whole area
should be contemplated. Should monitoring be only for high-risk
groups? Should this be done less fregquently than currently
practiced by ARHC for the remaining population?

Alternative monitoring systems should be investigated. If
the purpose of monitoring is to connect people to needed services
as well as to collect data, one cost-efficient method might, for
example, be to conduct community-wide sweeps every six months to
identify pregnant women at least once in the course of their
pregnancies. They could be referred to appropriate.
prenatal/obstetric services. The outcome of their pregnancies
could be determined and xzoutine newborn care could be provided at
subsequent bi-annual visits.

Besides planning reduced levels of staffing and home
visitation from the start of a project, some thought should be
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given to whether a project might "graduate" from a more intens

phase (which includes frequent home visits with home-b
service delivery) to a less intensive phase (with fewer

ive
Hsed
nome

visits and more clinic-based service delivery). Such a

transition would also rely on the increased use of volmnt
with appropriate training and support.

4. o . ; : nql

It seems that the question of essential inputs from eite
donors must be handled differently in different settings.
Mallco Rancho and Vvilla Cochabamba sites are less isoladed
slightly less impoverished than Carabuco. In areas where
MOH's local health program is a viable presence and W
residents are not so desperately poor that they cannot contri
any of their resources toward care, it is perfectly logical
necessary) to choose cooperation with the government an
recovery as a means to achieve sustainability. In isolate
areas such as Carabuco, however, where the very poor popmla
is guite distant from MOH services and where the government
not be able or willing to institute readily accesg
comprehensive services for many years, it may be necessar
view the role of private organizations differently. I
necessary to 1ecognize that in such areas, private organizat
will have to maintain a presence for many years to supplemént]
limited attention which the government is able to provide.

e. the need to involve the community more fullv in program

; . o] .

It is essential that the community's prioritization of n
be respected even if professional staff have a diffe
viewpoint. There needs to be careful attention given to
strategies for social mobilization and for education of fami
and communities in health. Although ARHC staff do pro
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curative care for problems experienced by the community, dgre
emphasis appears to have been placed on addres
epidemiological problems identified by ARHC. This may have
it difficult for the projects to recruit and retain reli
volunteers. ‘

Also, while there appears to have been adeq
communication between project personnel and community leaders
is not as clear that all community decision-makers were éng
in program plannlng Because of the frequent Iotatyon
community leaders, it is important for the pxojects to de

ongoing attention to maintaining local communlty pollt:
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commitment. Deflnlng a standardized and systematic apprirch to

establishing community relationships and to encouragin
community responsibility for health would be a useful addlclo
the further development of the CBIO approach.

§
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The ARHC projects should do more to share health information
with the communities and to help them use this information
themselves. It  would therefore be advisable to develop well-
defined and easily-implemented procedures for sharing health
information with the community and for enabling them to interpret
and use this information.
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Members of the Expert Review Panel
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EXECUTIVE SUMMARY

We have visited three Andean Rural Health Care project sites
in Carabuco, Montero, and Mallco Rancho between April 23 and May
5, 1993, to observe the census-based impact-oriented (CBIO)
approach. This approach involves a five stage process of a)
establishing a relationship with the community, b) community
diagnosis {i.e. census, house numbering, epidemiological
surveys), c) designing health activities after analysis and
determination of the health priorities, d) regular monitoring and
surveillance and e) refinement of the project based on the
ongoing analysis of the data collected to measure impact.

Each project site is distinctive in geography, population
distribution, level of poverty, and the provision of basic
services. The Carabuco project site, by Lake Titicaca on the
Altiplano in the Department of La Paz, serves 10,000 people in 31
disperse farming communities living at near-subsistence levels.
It has a health center and 10 health posts, with a doctor and 11
community health auxiliaries (CHAs). The second project is in
Montero in the Eastern lowlands in the Department of Santa Cruz
and serves a peri-urban neighborhood "villa Cochabamba,® with a
population of 12,000. The third project site is in Mallco Rancho
in the Cochabamba valley in the Department of Cochabamba, serving
11 communities and 6,125 people. This project is expanding into a
neighboring health area, Sipe Sipe that has 18 communities and
9,000 people.

All three projects follow the basic principles of the CBIO
approach with the health programs emphasizing child survival
interventions, home visiting, and the maintenance of an intensive
health information system. The totality of these primary health
care activities makes it possible to provide comprehensive basic
care services to the entire community and to measure their
impact.

The project activities, we found, were quite faithful to the
CBIO approach and we were impressed by the professionalism and
commitment of the project staff at all levels. In all three
areas the leadership is quite strong. Our observations and
comments we hope will help to strengthen the quality and
sustainability of the program.

We felt that, although the communities were approached to
become involved with the projects and in some cases the
communities took the initiative, this has not been systematic.
Therefore, the community was not prepared for any meaningful
responsibility for the project in their area. The impression
created was that the projects are an “external gift" to the
communities that could last indefinitely. Secondly, although
volunteers were selected from the communities, this aspect of the
projects has not been very successful. It was apparent .that
health information is not being appropriately shared with nor
used by the communities. The programs in all three areas have,
however, assembled a great deal of community and epidemioclogical
information, enabling the project staffs to effectively plan
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and carry out health interventions in a preofessional manner.
it was not apparent to us that the communities were receiving
using this information to any great extent.

The data collection, analysis, and surveillance activitids

have been the basis for effective health information systems

But

or

(HIS). The HIS ensures that people at risk are easily targeted.

This is a dynamic process that allows constant refining of mlék

and the appropriate responses. We were impressed by the

precision and effective use of this information. 1In two of the

three areas there appeared to be a good working Ielatlonshlp
between ARHC and the Ministry of Health (MOH).
We found that the projects consulted the MOH Iegularly an

made efforts to work closely with it. This was indicated in pdft

by the MOH commlttlng health workers and supplies to the
projects. The projects regularly provide information to the
MOH's new HIS. The relationship with the MOH is evidently stj
in Mallco Rancho and Montero. We are hopeful that the MOH
openness we encountered at a seminar and in other meetings ars
sign of the willingness and capacity of the MOH to become a‘pg
mover in the CBIO approach to primary health care in Belivia.
is our expectation that the approach would be tried at the
district and regional level. :
The ARHC managers have effectively sought out and secure
project financing from a variety of Bolivian and internationa
sources. The project funds appear well utilized and closely
monitored. We did not think that enough attention has been pa

o)

ong

ime
It

to the issue of cost recovery with a view to eventual assumption

of responsibility for the expansion of the projects by the MO
and the communities. This should be in preparation for the
eventual phasing out of external fundlng sources.

We believe that the CBIO approach is working well except

in

the area of community participation. It was clear to us that ghe

program is achieving health results well beyond the narrow GORI

expectations to the evidently greater satisfaction of the
communities. v
The CBIO approach should be replicable as a logical and
equitable way to deliver primary health care and Health-for-al}
but there will have to be further simplification and adjusdmet

for it to be replicable in closer conformity to the projected
Bolivian MOH capac1ty The potential for sustained developme]
of country-wide primary health care programs will eventually
depend on the will of the Government of Bolivia and the local
communities.

PRELIMINARY RECOMMENDATIONS

1. Since the MOH at the district and regional levels appears [o
ch,

have a high regard for ARHC's projects and for the CBIO appmom
it would appear an obligation on the part of ARHC to pursue

planned l
negotiations with the MOH taking into consideration the llm1t

resources and the need for additional funding from the MCH.
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Any future expansion of program activities with the MOH to the
district level will require careful negotiation so as not to
dilute the quality of services or to violate the CBIO principles.

2. Community participation and involvement in the projects should
be systematically intensified to increase the possibility of
community "ownership” and sustainability. Community leaders
should become more involved in program decisions and problems.
Strategies should be devised that develop the pride of
communities in their contribution to the health projects. Above
all the community, including women's groups, should be fully
involved in the processes of assessment, analysis, and planning
of community action for health.

3. The ARHC projects have developed an excellent and effective
HIS but there is need for further simplification, better feedback
to the community, and further utilization of the HIS to improve
the cost-effectiveness of projects. An example would be not to
carry out EPI coverage surveys since the projects ocbviously have
a superior immunization data base and could easily provide the
required information.

4, Home visiting, we are convinced, 1is the foundation of the
CBIO approach. It is a powerful instrument for impacting on the
health of communities. The projects should continue to fine-tune
the home visit strategy and attempt to further reduce costs.
Visits could be carefully clustered to a given section of a
project area. The projects should consider the possibility of
charging for the visit, especially when more than the basic home
visit routine is performed, lest over-dependence be created.

5. It is important to continue to monitor the numbers of staff
and the mix of staffing skills. Obviously, there is a need for
more than the basic staff of one doctor and ocne CHA for a
population of 10,000 {(as is often the case in Bolivia), but one
doctor and ten or more health auxiliaries (as in the case of the
Carabuco project) might be considered excessive. The raising of
the competence level of staff should be a continuous effort in
improving effectiveness and increasing pexrsonal motivation.

6. ARHC should take a more vigorous approach to coordinating with
other development efforts and, where possible, integrate health
activities with related development interventions such as water,
housing, sanitation, agriculture, education, and youth programs.
In this sense, the Montero and Mallco Rancho initiatives are
commendable.

7. ARHC's health education activities require further improvement
through establishing a system that is appropriate to Bolivian
circumstances. We recommend that a health education methodology
be adapted to the CBIO approach, using the considerable bilateral
and NGO experience and resources available in Bolivia.
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8. We had evidence that perscons in some of the communities could
well afford to pay more for services. Other programs and servig

appear to charge more than ARHC. More investigation will be .
needed on the economic aspects of health care. Such an :
investigation should explore particular issues of poverty (such
willingness and ability to pay) and develop strategies for '
ensuring that the poorest receive appropriate subsidization to
ensure the receipt of basic health care services. This is an

issue that all health NGOs, donors, and the MOH in Bolivia shoujlld

be interested in pursuing.

9. ARHC should systematically involve the MOH and other health

organizations in the CBIO approach through seminars, visits to ihe

project sites, and so forth. These activities should also incl

a coordinated effort between the staff of the three project ares

to produce a how-to manual for the development of the CRIO
approach in other parts of Bolivia.

10. ARHC should be involved in augmenting the training of CHNS in

Bolivia, given its considerable field experience. 1In addition,
ARHC should be involved in the tralnlng of trainers of health
auxiliaries and communlty leaders in health and related
development activities. The new Mallco Rancho educational

facilities, for instance, could be used as part of this stzatbgj.

11. After reviewing financial data for the three ARHC project

sites, we found that the data and the analysis of data require 4

'

more simplified approach to ensure accuracy and clarity.

12. We were impressed with what we saw and believe that these
projects have the potential for influencing primary health care
and Health-for-A11 throughout the region. We see no real

alternative to the CBIO approach for basic comprehensive priméry

care. In the care of individual patients, one cannot be vague
about the diagnosis and the effect of the intervention.

Similarly, community health programs, whatever their objectives,

must carry out an accurate community diagnosis and develop a

system for monitoring progress and impact. Moreover, the homé ak
the common site for the origin of health problems, especially in

the case of children, cannot be neglected. We will remain
vigorous advocates of the CBIO approach as a result of this
experience.

We wish to thank all of those who assisted us in this effort,
especially Mr. Nathan Robison (ARHC Bolivian National Dlrectox)
and his staff, for their untiring efforts during our visit.

Samuel Ofosu Amaah, M.D., M.P.H., UNICEF (retired)
Curtis Schaeffer, M.A., CARE

La Paz, Bolivia
May 5, 1993
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ARHC EXPERT REVIEW PANEL
BOLIVIA TRIP REPORT

The Expert Review Panel has been meeting since December,
1992 to review, discuss, and ultimately make recommendations to
AID/Washington on the Andean Rural Health Care (ARHC) methodology
for primary health care as it has been applied in Bolivia. The
panel was charged with sending two members to Bolivia for two
weeks to take a first hand look at the ARHC projects with the
following objectives:

e to validate that ARHC, in fact, provides primary health care
services to different Bolivian communities as detailed in the

documents, and

s to investigate and study the ARHC CRIO five-step methodology
and collect information for the panel and its final report.

Dr. Samuel Ofosu-Amaah and Mr. Curt Schaeffer were the Panel
members who undertook the field trip. They were supported in
Bolivia by ARHC National Director, Nathan Robison. In addition,
two Bolivians joined Amaah and Schaeffer to help out and to
provide a strong national perspective. The Bolivians were Dr.
Jorge Velasco, a private consultant who directs a non-
governmental development organization (NGO), and Mr. Antonio
Gomez, a health information specialist working for a large-scale
Ministry of Health child survival project.

The following is a chronological trip report that presents
the information as we observed or heard it. In some cases,
information is followed by comments. This report is intended to
provide the reader with additional information to be read in
conjunction with information that Dr. Henry Perry has provided to

the Panel.

The Bolivia team arrived on Saturday April 24 and went out
to the Carabuco project site on Sunday afternoon. We commenced
work on Monday morning by asking Nathan Robison to explain the
Andean Rural Health Care CBIO five-step methodology as it had
been applied in Carabuco.
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ARHC CBIO FIVE STEP METHODOLOGY:
CARABRUCO - DEPARTMENT OF LA PAZ
April 26 - 28, 1993
STEP ONE - Familiarization with the Community

The Ministry of Health and ARHC worked out a plan for thé

NGO to work with the MOH in providing health care coverage to|jthe

entire Northern Altiplano area. ARHC wanted to work out of tHe

MOH District Hospital in Achacachi and use that as a base of
operations. It was decided that this plan was too ambitious f

T

a fledgling NGO. Therefore, it was decided to focus on a smalller

coverage area. Carabuco and 31 surrounding communities were
chosen. :

ARHC staff were, for the most part, recruited locally and,

in the case of the auxiliary nurses, came directly from the

coverage area. Staff selection was often problematic in the
early years due to political conflicts, funding shortfalls and
other difficulties associated with initiating .and sustaining &
project.

'

Nathan Robison explained that the community is defined by

those people who "seek out services." ARHC originally made
contact with the communities through their formally recogniged
leaders. 1In most of rural Bolivia, this meant contacting the

representatives of campesino organizations, called syndicates

The process with each of the 31 communities was to meet

initially with the General Secretary of the local syndicate. |[If

he was in agreement with the ARHC program, he would then call |ja

general meeting of the community to present the project w1th ARHC

representatives present.

ARHC explained the five-step primary health care program |and

talked about what it could mean to the community. Developmént
problems in general were discussed in the initial meetings an¢
ARHC found that communities were most interested in having a

functioning health post and a potable water system. Building g

health post for two to four communities was promised along wit}
the commitment to bring in other resources and NGOs to addresg
the water problem. It was thought that communities would not

accept having their children immunized unless ARHC could produyf

on the health post and water system.

For the most part, it appeared that local officials weiccﬁed

the project. The Methodist Church had operated in the area:fg
some 50 years and was well respected-the relationship was
helpful. It appeared that since Nathan Robison grew up in the
area, played soccer with the locals and spoke Aymara, he broud}
a great deal of credibility to the ARHC project. :
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ARHC staff continued to negotiate with the communities by
explaining that health problems could best be addressed by: 1)
taking census of.the community 2) tracking children on their
health status, and 3) work with mothers to prevent deaths.

The ARHC staff was originally opposed to the idea of a
census. They believed that it would be an impossible task. The
MOH was indifferent to the census and chose not to participate.
The first census in Carabuco was undertaken by ARHC staff who
were accompanied by community leaders. The leaders quickly lost
interest and stopped participating.

The census process began with a full explanation to the
community of what was involved, including the fact that ARHC
staff would be comprised, in part, of local community members.
During these explanations with the communities, suspicions which
had developed earlier about family planning conspiracies and the
use of health information were cleared up. ARHC did not proceed
until the community accepted the project as proposed and agreed
to participate. The census results were given to the syndicate
leaders who, in turn, asked that they be stored at the health

posts.
Comments:

1. The interaction with the communities was long and drawn
out and not very systematic. Formal leaders were approached and
in some cases included in the census activities, but it does not
appear that informal leaders were identified and included.

2. The syndicate authorities changed every year. This made
it difficult to work with them and lend any continuity to the
project-community relationship. At the same time, a revolving
door of authorities can be used as an advantage to involve more
people in taking responsibility for the health of a community.
The role of municipal authorities in Carabuco and other towns 1is
not clear.

3. The MOH Health District took little interest in the
preliminary activities of the project, including the community
census.

4. The community leadership did not fully follow through in
their participation with the census activity. It is not cleax
why this happened nor what could be done in the future to better
involve authorities in this crucial first step into their
communities.

5. It is interesting and important that the communities
wanted copies of the census results. There is a need to find
means of feeding project information back into the communities
beyond providing the authorities with documents.
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6. The community leaders would not agree to participate i
the census nor allow health services like immunizations withou
commitment by ARHC to build health posts. Why is there a need
bargain? Is not the provision of health services enough? ARH
should expect more from the communities in terms of paying mor
for services and assuming more responsibility for the p103e¢t
activities.

STEP TWO-Determination of Most Frequent, Serious,
Preventable/Treatable Diseases

The principal activities for learning about health proble
in a community are:
1. census
2. home visits
3. verbal autopsies of under-fives and women who died dur
fertile period

Comments:

1. Each community is different and must be addressed
according to its strengths and weaknesses. A project of this
kind cannot take a "cookie cutter" approach to 1mplementatldn
indeed, the five-step process guarantees against it.

STEP THREE-Establish Health Priorities and Develop Approprlate
Programs of Intervention

Criteria for Determining Health Priorities

« staff engage in formal level morbidity/mortality analysgis
» MOH policies (especially immunization and diarrheal dlsea
control)

» In Carabuco area, acute respiratory infection (ARI) was
added to the priority list in spite of not being a GOBI
intervention initially. ARI turned out to be the most
important health issue for under-fives.

» Noted that maternal deaths were important

*» Neonatal deaths had not been seen as problematic

» Noted changing attitudes toward family planning. ARHC no
provides family planning services

The actual decision-making process for determining commun
health priorities starts with the CHAs. Given their experiencd

in their own communities through census taking, home visits, angd

other data collection, they are readily capable of making the
first list of priorities. General community meetings are held
every six months to address a variety of community issues. BAm
them is a discussion of health problems and the status of the
project. ‘
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Comments:

1. The project could do more to involve the community in
health by spending more time on explaining this process and
reviewing and re-adjusting the priorities over time.

STEP FOUR-Conduct a Health Surveillance System
The surveillance of service outcomes is done through:

s On-going HIS system-monthly monitoring of results
-all vital events recorded
-includes regular drug monitoring; cotrimoxazole (for
ARI) ,ORS,iron tablets, and vaccines

« Cluster sample survey-every 18-20 months
-knowledge, attitudes and practice/verification through
on-going monitoring

The HIS in Carabuco includes and monitors over 95 percent of
the children in the coverage area. In addition, monthly
reporting conforms with the new MOH HIS although ARHC information
is more complete and probably more accurate.

OTHER INFORMATION ON THE ARHC CARABUCO PROJECT

The CHAs are the key players in the project. We were
impressed by thelr technical ability as well as the strong
relationship they have developed and maintained with the
communities. They handle themselves in a professional manner,
they understand and follow the CBIO approach, they know their
communities and those who require attention. Technically they are
well-trained, competent and highly motivated. The home visits we
participated in revealed the following:

» CHAs are welcomed into the homes

» they follow standard GOBI routine, then treat common
ailments and finally give advice/educate

» home visits have reduced the demand at the Carabuco Health
Center as well as at the health posts

e CHAs learn more about health problems from home visits than
from treating patients in the health post because they work
with the entire community, they are able to collect and
maintain complete and accurate data and they see health
problems that might not getto the health post (or hospital).

Comments:

1.CHAs could pay more attention to the sanitary conditions of
the home, make suggestions related to health and sanitation,
and include more education

2.Charge for all home visits

3.8trengthen health education in the home
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INTERVIEW WITH DR. WILLIAMS-CARABUCO HEALTH CENTER

Dr. Williams has been seconded by the MOH to ARHC and
continues to receive a MOH salary that is supplemented by ARH(|
Immediately upon finishing medical school, he left for his ong
vear rural service as required by the MOH. He is now in his
second year with ARHC by mutual choice.

According to Dr. Williams, the MOH system contrasts with
CBIO approach because the MOH has a limited role in the
community, no census collection, and no impact orientation.’ 1
MOH prefers immunization-type campaigns and quick follow-up,
has found the CBIO approach to be thorough and effective.

\

He further explained that the fees in the health center a
not fixed by the MOH. Each health center has autonomy in fixi
prices. ARHC prices are lower than in similar areas under MOH
control. There is a 70 percent cost recovery for the drugs.
Price changes are discussed with the communities and the
authorities before adjustments are made.

Job Responsibilities of Dr.Williams:

*» Run the health center with one CHA who functions as a
pharmacy assistant ‘
*» Attend 5-6 patients per day (prior to the CBIO approach
including health posts, there was always a long line of
patients at the health center)

e Provide supervisory support to the CHAs in the field amd
visit health posts

* Share supervisory duties with half-time project MD direct
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Comparison of Carabuco Health Area (ARHC)
with neighboring Ambana Health Area (MOH)

CARABUCO (9,048 people) AMBANA(5,200 people)

STAFF 1 doctor, 12 auxiliary 1 doctor, 3 auxiliary
nurses nurses

INFRASTRUCTURE 1 health center, 11 1 health center, 3
posts posts

NUTRITIONAL STATUS

under 2 years 207 13

2-4 years 291 8

PRENATAL CARE

before 5th month 5 0

after 5th month 14 0

FERRQUS SULFATE

TABLET DISTRIBUTION 3990 60

HOME BIRTHS 3 ) 1

EXTRA CONSULTATIONS

under five 52 2

over five 285 21

TB treatment 5 o

COMMUNITY MEETINGS

mothers clubs 17 mtngs (221 mothers) 0

general meetings 10 mtngs (363 parpic} 0

school authorities 3 mtngs (16 partic) 0

VISIT TO HUARINA MOH HEALTH CENTER

In order to further compare and contrast the ARHC Carabuco
project with MOH programs in the same area, the team visited the
Huarina Health Center operated by the MOH. The health center
there, staffed by a doctor and auxiliary nurse, serves 20
communities with a population of approximately 7,000 people.

The health center has three beds. It was clean and
relatively well-maintained with most basic equipment. The doctor
and auxiliary nurse must purchase medicines with their own money.
This requires a trip to the capital each month. The MOH will not
provide medicines other than Vitamin A, ORS packets, growth
charts, iron supplements and vaccines.

A review of the patient register showed that the health
center attends on the average 3-4 patients per day. Home visits
are carried out by the two staff members only as a means of
ensuring more complete vaccination coverage after a national
campaign. The MOH conducts four national immunization campaigns
per year.
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The staff attend one training session per year and do
provide basic health training to representatives of the 21
communities in the coverage area in coordination with the
Catholic Church.

COMMUNITY LEADERS

It was apparent that the ARHC staff did not expect the’
Bolivia Field Vvisit Team to ask to meet with community leadérs
This came as a surprise to them and as a result community lead%
were difficult to locate and interview.

Is

The ARHC relationship with the communities in Carabuco giles

one the impression that the project is doing the community a
favor without expecting much in return other than to participg
in the project activities. This seems to fit into the historifp
pattern of food assistance in Bolivia in which communities .
received food rations in exchange for participating in various
types of work and nutrition programs. It seems to the Field
Visit Team that ARHC has failed to share the realities of runn}
a health project with the communities. As a result, the
communities are merely clients, not partners.

We met with two community leaders:

1. Nicolas Quispe Salazar-Secretary of Health/Syndicate of
Carabuco and Rural Professors, Village of Karkapunco

2. Secretary General, Central Agrario Sacuco
INTERVIEW WITH SECRETARY OF HEALTH/SYNDICATE OF CARABUCO

The Secretary stated that health is a priority for the
communities, but there is a need for greater
education/consciousness raising of the people. He was well aw
that the project may finish up its external funding this year %
is very concerned about the area losing its services. He stat
that the services of the project provide a certain security to
the area and he i1s afraid to lose it.

We discussed the possibility of local financing of a porti
of the project costs. He said there may be some possibility’ fd
financial support from the town of Carabuco, but probably not
from the outlying communities that are much poorer.

As Secretary of Health, he is responsible for promotingi
health in the communlty particularly with those at greatest Ila
He said that communlty volunteers have not worked out and for
that reason the position of Secretary of Health was created on
the boards of all the syndicates in the project area.
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APPENDIX B
INTERVIEW WITH SECRETARY GENERAL, CENTRAL AGRARIO-SACUCO

The Secretary understood that funding for the health post in
Challapata Belen is from external sources. He never thought
about what would happen if the funding terminates. He personally
participated in the construction of the health post along with
other community members using local materials and local labor.

He stated that he visited the local health post three times
in the last year and spent a total of 10 pesos bolivianos
(approximately $3 US). This seemed like a reasonable cost to
him. It is worth noting that he has no children. Wwhen asked
what he would do as a community leader if the funding for the
health post terminates, he stated that he and other leaders would
exhaust all options through the MOH and other institutions before
looking at the possibility of local financing. Again, he had
never thought about this happening.

Comments:

1. It was pointed out to us that syndicate leaders rotate
each year which means there is little continuity in their
leadership and a great deal of variation in the quallty of
leadership.

2. The two leaders we spoke to had an idea about the project
and what it does, but they did not understand the issues
surrounding the establishment and operation of the health
project.

3. It does not appear that there is any systematic attempt
to engage community leaders in the issues related to the
establishment and running of health projects. ©One is looking
forward to the time when community leaders and communlty members
at large will be partners with health workers.

4. The process of creating this partnership is not an easy
one. It will require great effort on the part of the project to
raise the capacity of community leaders to be fruitful partners
in health.
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VILLA COCHABAMBA/MONTERC DEPARTMENT OF SANTA CRUZ
April 29, 1993

Director, Dr. Dardo Chavez, formerly served for eight years ad
Public Health Officer for the Montero District. :

Dr. Chavez founded and developed the project because of
demand from the Villa Cochabamba neighborhood which had no
services, no water, and no sanitation. 1In addition, the
population was growing rapidly.

COMMUNITY INVOLVEMENT

The initial contacts were made with the Juntas Vecinaleges
(neighborhood councils) who at first demanded a hospital unkl_
they understood that it was not realistic since there was a
hospital nearby. Juntas were told of the census and agreed tdg
participate in data collection. After services were establish
the Juntas no longer participated in the governance of the he@
center. They still receive progress reports, but have no
involvement in the day-to-day running of the center.

The Juntas were developed as a counterbalance to the
syndicates and now function as local representatives of interd
groups for the community. They are democratically elected in
contrast to the syndicates which assign leadership off a rotaf]
list. The Juntas may be politically manipulated and Juntaf
leaders often lack leadership skills. They seek services to
satisfy the demands of the people. After services are
established they do not remain invelved.

The community leaders know where the funding comes from But

do not know what the operational costs of the health center af
Dr. Chavez did not want them to know at this time. The prices

for services are established by the project in negotiation wigh

the community leaders. They also look at corresponding costs
surrounding communities. '
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council). He said that the main needs of the community were
water and latrines as well as the treatment of diarrhea and T
His neighborhood is an abandoned area and one cannot walk fro
there to the health center in the rainy season.

We met with the President of the Junta Vecinal (neighbor%ood

He has only been recently appointed after a seven-year I%
by the previous chairman. He admitted that he does not know

about the health center although he did go there twice in the
last year seeking treatment for cholera and a stomachache. Hg
spent 800 pesos bolivianos on health care for himself and his

expenditure on health he stated that a family could easily sp

i
:
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wife in the last year. When asked about average family f #
nd
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up to 1,000 pesos bolivianos and as little as 200-300 a year.
One peso boliviano is about 25-30 US cents.

The project is also working with the Catholic Church in the
area in several different forms. Children who are attending the
church kindergarten are being vaccinated regularly. More
importantly, the project is training two nuns in the CBIO
approach so that they can take over a small coverage area that
currently has no services.

PROJECT DESCRIPTION

The principal coverage area in Villa Cochabamba consists of
33 blocks. There are four other areas that are being serviced
less intensively at this point. The project has followed the
CBRIO approach including the census, home enumeration, home
visits, HIS monitoring and focus on child survival interventions.
Services also include maternal health care and family planning.

The clinic is well equipped and standards appear to be high.
While we did not gather specific data, it was clear that the
facility and services are well used.

There are three modalities for immunizations:
daily at the clinic

during home visits as needed
a concentration program held every other Saturday

W o

School children are encouraged to inform parents about dates for
vaccinations. We happened to meet a financial auditor for USAID
who had the opportunity to go on several home visits. He was
impressed by the comprehensiveness and the quality of services.

The Montero project has taken a more integrated approach to
working with the community by working with the community and
local authorities to establish water and sanitation services.
Through a Rotary grant, the project provides credit at no
interest to families that pay back the loan over five years
through their water bills. The services are managed by a water
cooperative and the families are required to do all the basic
digging for the laying of pipe.

HEALTH INFORMATION SYSTEMS

The project has developed an elaborate and dynamic HIS.
They do satisfy MOH needs and their data collection is 90 percent
compatible with the MOH. O©One major difference between the two
systems is the age group distribution. The MOH uses 0-11 months
and 12 months to 59 months. ARHC uses four groupings: 0-11, 12-
23, 24-35, and 36-59 months.
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all staff are involved in the development and analysis of
HIS. They meet every 15 days to discuss the system, the data

b nd

better alternatives. Eighty percent of all the forms being ugpd

were developed by project staff. Their involvement in the HI
has helped them be more efficient in their work. :

The project staff recognize that the HIS is not perfect +d

there are several problems which are:
-too many forms
-duplication of information :
-mechanical problems in assembling and analyzing informat
The population fluctuation also creates problems for the HIS.
The last census showed that 30% of the population had lived th
less than one year and that 40% of the people do not own theix
own homes. Moreover, there is a 5% increase in population |
annually making denominators very unstable. ;
MOH officials have visited the health center and reviewed
the HIS. They are convinced of its value and are experlmentln
with its implementation in two other health areas.

Comments:

1. We found that a great deal of effort goes into
collection and analysis of data. Part of the reason for thns
that the HIS is much too elaborate and could benefit from some
simplification.

RELATIONSHIP WITH MOH
Relations are strong and cordial. 1In fact, Dr. Chavez
functions as a replacement for the District Health Officer sony
three times a year. This is a goodwill gesture on the part of
Dr. Chavez since he receives no pay. The project coordinatkes
closely with the MOH Montero Hospital, particularly through
referrals both to and from the health center. Cases referred
from the health center receive reductions in prices for blrkhe
and other treatments. ;

Dr. Vaca,the Director of the Hospital, stated that Villa
Cochabamba is poor but has improved considerably. One of the
reasons is that there is a strong focus on public health and
hospital is mostly focused on secondary care. The hospital
responds well to the problems of the surrounding communities ¢
though it has few resources.

The hospital's awareness of community health was made

manifest through its activities in immunizations, Ieprdductivg
health and pap smear programs, TB, and cholera. The hospital
serves a population of 22,000 but the MCOH District Office is
encouraging it to take responsibility for more.

i
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Although the hospital was funded initially with private
external resources, this ended in 1973. Currently the hospital
receives 35% of its funding from the MOH and the balance from the
community and private sources.

The MOH District coordinates with NGOs through their network
of health services. There is coordination of costs/prices and
district-wide coordination of services. The district includes
seven rural and four urban areas. In one area of the district,
supervised by the Bolivian Red Cross, there are three health
posts, including one belonging to the Catholic Church. However,
these posts are severely short of staff. The Vvilla
Cochabamba /Montexo project has just started home visits to this

area.
FINANCING/LOCAL RESOURCES

ARHC's Villa Cochabamba/Montero project does not receive
AID/Washington central funding, but has been successful at
attracting a variety of local and external furniding sources. One
of the more notable sources of support is the donation of the
property the health centexr is built on. This was provided by the
Municipality of Montero. The construction of the center was
supported by a variety of sources and the labor of community

members.

Another important local contribution comes from the Rotary
Club of Montero in conjunction with the Waynesville, NC Rotary
Club and Rotary International. Other sources are PROCOSI, the
Methodist Church, and ARHC. A Rotary official explained to us
that Rotary would like to establish a foundation with an
endowment to support the project in the future.

Comments:

1. The Villa Cochabamba/Montero project should take the
community and its leaders more seriously in terms of sharing
information on problems and issues including operational costs.
This is essential for creating a partnership between the
community and the project with a view to long-term
sustainability.

2. It would be an important step to publicly recognize the
contribution of the community in terms of their resocurce
contribution and labor to the health center. This will increase
the pride of the community and its feeling of ownership in the
success of the project.

3. Even though the Vvilla Cochabamba project is still
developing, it has had a great deal of success and, in fact, is
visited regularly by professionals who are interested in
replicating the project. The MOH is attempting to replicate the
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HIS, and in coordination with the Catholic Church, the project
being replicated in a nearby health sector. In addition, ther
is a strong inter-institutional coordination network between N
and the MOH throughout the Health District. Having documented
the approach, the Vvilla Cochabamba/Montero project should |
systematically share its information and methodologies with 'th
MOH and other health organizations. One way to do this is ﬁo
hold seminars for medical students, MOH officials, the :
international health community and so forth. i
4. The project, together with the other two ARHC projedts
should meet to develop a "how-to" manual in Spanish on the QBIG
approach taking into consideration the unique charactexlstlds 1
Bolivia.

5. We recommend that the project staff look at the reduct]
of the complexity of the HIS and make it more efficient.
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MALLCO RANCHO-DEPARTMENT OF COCHABAMBA
April 30, 1993

The Director, Dr. Orlando Taja, formerly worked for the MOH as
the National Director for Health and as the Director for the
National Schocl of Public Health in Cochabamba.

This project started during the 1980s when several mothers
clubs in the Mallco Rancho area began collecting contributions
from the members in order to hire a physician. The health post
had been previously abandoned and the MOH was providing no
services in the area at that time. The initiative of the
community is what attracted Dr. Taja to work with them.

COMMUNITY INVOLVEMENT

As mentioned, this project was born in the community of
Mallco Rancho when local mothers clubs hired a physician with
their own money. Since then the project has worked with a
variety of community organizations including the school parents
committee, mothers clubs, the municipality of Mallco Rancho and
the syndicates.

Dr. Taja is convinced that the community will be more able
to assume responsibility for its health problems if agricultural
productivity is increased. As a result, he has taken a more
integrated approach to health. While maintaining the focus on
the CBIO approach, the project has also helped the community
develop a potable system for consumption and irrigation. The
availability of water has assisted local farmers to have two to
three harvests a vear as opposed to one previously. The project
has provided small farmers with new varieties of seeds and is
currently seeking mechanisms such as technical assistance and
credit to help them further develop their productive capacity.

The project has also worked with the community to remodel
the schools and build bathrooms and showers. According to
Agustin Almanza, the Mayor of Mallco Rancho, Dr. Taja and APSAR
have helped raise the level of health, education, and
agricultural production in the area. He also pointed out that
the community was actively involved in the construction of the
hospital and adjoining buildings by providing labor and
materials.

Another community leader, the Secretary General of the
Syndicate for Mallco Rancho, stated that the community is happy
with the services. He refused to respond to questions about the
possibility of losing external funding. He also is actively
invelved in organizing the community on health issues.
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Dr. Taja work directly with 11 different community
organizations and is an active, highly respected person. A
committee of committees exists, which coordinates the act1v1t1e
of the 11 organizations. Dr. Taja is a member of this group ag
well.

RELATIONSHIP WITH MOH

Relations with the district office of the MOH are excelheﬂ

The MOH provides salaries for one physician and two auxiliary
nurses who work with the Mallco Rancho project. Supplies such
rabies vaccines, immunizations, iron supplements, and so formh
are received regularly from the District Health office.
|
The local MOH officials opposed the CBIO approach for a
number of years. Slowly though, through demonstrating the vali
of CBIO activities such as the census and the home visits, the
MOH has not only come to recognize the CBIO approach, but has
also encouraged Dr. Taja to implement it in other health areas|
The major bone of contention was over the MOH immunization
campaigns. APSAR refused to participate in them because, in th
words of Dr. Taja, the vaccination campaigns represent a "quicl

fix", and are not necessary if a strong home visitation progran

is underway.
PROJECT DESCRIPTION

Dr. Taja was attracted to working with Mallco Rancho becay
of the community's initiative and because of its proximity tpo
departmental capital of Cochabamba. With no resources 1n1t1alm
it made little sense to start a project in an inacessible areal
Project activities commenced in 1987 with one staff member amd
agreement with the Health District to be responsible for a
coverage area of 11 communities and 6,125 people. The project
has always been directed by the Bollv1an NGO known as APSAR
(Asociacibédn de Programas de Salud del Area Rural), with flnaMCﬂ
and management support provided by ARHC.

The CBIO approach was instituted in Mallco Rancho and was
instrumental in documenting the demographics of the area for tH
MOH. The project has grown to include a staff of 16. Among th
are the Director (Dr. Taja), a Field Coordinator, a physician,
three rural health technicians, a dentist and two auxiliary
nurses. There is also an arrangement with the Cochabamba Schog
of Medicine to provide a medical student intern on a regular
basis. The MOH supports the costs of two of the auxiliary npr
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The Mallco Rancho Hospital Health Center provides
comprehensive services. In-patient care is provided with the
exception of major surgery. The quality and cost of services has
created a demand in the community. The health center is a busy,
around-the-clock facility that is well used. The quality of care
is good and the community seems to be appreciative of having this
service.

Home visits are diligently carried out again using the CBIO
approach of numbering homes, mapping out the community and
collecting epidemiological data during each visit. The entire
population receive services in the 11 communities of the coverage
area.

The home visits have served to establish a strong referral
system both to the Health Center and toc larger health facilities
in the Cochabamba area.

The project offers a reproductive health clinic every
saturday and the demand seems to be growing. A local
obstetrician/gynecologist from Cochabamba volunteers his time for
four hours each Saturday.

Malnutrition is a problem in the Mallco Rancho area in spite
of the abundance of food production. The project recently
established a nutrition rehabilitation center next to the health
center for severely malnourished children. The center will admit
up to eight children for treatment. This will include
nutritional education for the parents and stimulation activities
for the child. The center will be staffed by a part-time
psychologist, part-time supervising pediatrician, nutritionist,
and community volunteers.

The Mallco Rancho project has a large training facility that
is just being completed. Training will be offered to health
workers and community volunteers and has the potential for
becoming the Mallco Rancho School of Public Health.

During home visits, mothers routinely receive health
education. The health promctor we talked with was well versed in
explaining basic primary health care interventions, but seemed to
be lacking in pedagogical skills. In addition, she commented on
the lack of educational materials for health promotors. There
appears to be no health education for waiting patients at the
health center.
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HEALTH INFORMATION SYSTEMS

We did not have enough time to thoroughly review the Mall
Rancho HIS. Nevertheless, it appears to be functioning ‘
adequately and identifying patients at risk. The auxiliary:
nurses had complete files on all those families they visited i
the home with up-to-date information.

FURTHER PROJECT DEVELOPMENTS

Dr. Taja, under the auspices of APSAR, recently assumed f
responsibility for the management and operation of a hospital
the adjoining health area of Sipe Sipe. This area includes 18
communities with a total population of 9,000 people. It is:
significant that the project took on this responsibility at tH

invitation of the community, civic committees, and the Regiona

Health office of the MOH.

Included in the agreement with the MOH is funding for éix

health professionals including one doctor, one dentist, one
graduate nurse, two auxiliary nurses and one cleaning person.

one driver, one nurse, two technicians, and one auxiliary npr
The project is in the process of providing CBIO training to t
MOH personnel. ‘

APSAR/ARHC then added the following positions: one administra%Er,

The MOH Health District has asked a group of local and:
international NGOs working in health in the area to take over
management and operation of health services for the entire

district of Quillacclle. This includes a population of 100}@0m

ARHC 1is reluctant to become involved at this point because of
size and complexity of the operation.

LOCAL RESOURCES
There is a system of cost recovery which includes a feé
2.5 pesos bolivianos per service. This is approximately $1 U

We found out that they consider the health services good and

bolivianos is very low considering that the cost of transport

inexpensive. In fact, the basic consultation cost of 2.5 pés@§
{

Quillacollo is 2.6 pesos and the cost of basic consultation atyl
private clinic is 10 to 15 pesos. Taking all of this informatilp

into consideration, the mothers said they would gladly pay 5
pesos for a consultation.
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Comments:

1. The MOH at the district and regional level has high
regard for this project and the CBIO approach. Any future
expansion of project activities with the MOH will require careful
negotiation so as not to dilute the guality of services or to
violate the CBIO principles. Negotiations should take into
consideration limited resources and additional funding from the

MOH.

2. The size of the training facility and program is likely
to place a burden on health center operations. This should be
carefully monitored so that CBIO principles are not distorted.

3. Health education requires more attention both in the
training of health promotors to teach others and in the provision
of sound, effective materials. The project could take advantage
of the captive audience of patients to provide basic message
reinforcement while people are waiting to be seen at the health

center.

4. As noted, nutrition is a serious problem in the area.
The need for a nutrition rehabilitation center 1is clear, but we
have a concern about long-term inpatient care for malnourished
children. Given the intensity of home visits, more attention
should be paid to appropriate nutrition education particularly in
a community with an abundance of food resources. It was
suggested that a nutrition study be conducted to investigate the
real causes of malnutrition, including a review of those families
with healthy children and why they are healthy.

5. The relationship between the community and the project is
strong and positive. Nonetheless, it is essential that the
community be made aware of the costs of running a health center
and their contribution to it.

6. APSAR will need to broaden its funding base by seeking
out local and government resources. This could also include
working with the community to increase their contribution.

7. The comments of community members given above indicate
the need for studies on family income and the ability and
willingness of the community to pay for health services. Such a
study should also determine the needs of the poorest in the
community so that a mechanism for cost recovery that is equitable
can be developed.

8. Under the leadership of Dr. Taja, we are confident that
these comments and recommendations will be appropriately utilized
by the Mallco Rancho project.
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