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CS6 CHILD SURVIVAL GRANT FINAL EVALUATION 

EXECUTIVE SUMMARY 
i 

From October 1, 1990, until September 30, 1993, the PVO 
child Survival Program of the Agency for International 
Development provided Andean Rural Health Care (ARHC) with 
$700,000 for the provision of child survival and primary health 
care activities in four project areas of Bolivia: Carabuco, 
Ancoraimes, Mallco Rancho, and Sipe Sipe. These four project 
areas have a combined population of approximately 39,000 persons. 
ARHC and its collaborators (including the local people themselves 
and the Ministry of Health) provided $646,187 in matching funds 
for project expenses. 

During the three years of grant support, these four ARHC 
child survival projects provided 29,552 vaccinations, 29,069 
nutritional monitorings, and 31,013 home visits. One thousand 
five hundred fifty-nine cases of childhood diarrhea and 1,507 
cases of acute childhood respiratory infection were treated by 
project staff. Furthermore, 42,125 additional primary care 
patient services were provided. 

Project activities in Carabuco and in Mallco Rancho were 
already underway at the time CS6 support began in October, 1990. 
In Carabuco, notable reductions in infant and child mortality 
occurred during the CS6 grant period. High levels of coverage of 
child survival services were maintained in spite of reductions in 
field staff which had been carried out as part of a long-term 
strategy to reduce local project costs and to enhance 
sustainability. In Mallco Rancho, notable gains were made in the 
reduction of neonatal and 12-23 month mortality rates. Strong 
progress was also made in improving the coverage of child 
survival services in the Mallco Rancho project population. 

In Carabuco, the infant mortality rate (measured by means of 
census enumeration and registration of vital events at the time 
of routine systematic home visitation) fell by 42% from 110 to 64 
deaths per 1,000 live births. This improvement was concentrated 
entirely among infants during their first 30 days of life, with 
the neonatal mortality rate falling 68% (from 66 in 1991 to 21 in 
1993). The postneonatal mortality rate remained unchanged (44 in 
1991 and 43 in 1993). Comparison of mortality rates for Carabuco 
with those being measured at the beginning of project activities 
in Ancoraimes, which is adjacent to the Carabuco project area, 
shows under-five mortality in Carabuco to be approximately half 
that for Ancoraimes. 

Immunization coverage rates (defined as the percentage of 
children 12-23 months of age with their complete series of 
measles, DPT, polio, and BCG vaccinations) remained at 85% in 
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Carabuco during the period of grant support. We are not aware of 
any higher coverage rates than this for children in other parts 
of Bolivia. The immunization coverage rate for Carabuco probably 
represents one of the best carefully documented immunization 
coverage levels in the developing world. Improved coverage of 
nutritional monitoring and of treatment of acute respiratory 
infection (ARI) were also observed in Carabuco. 

In Mallco Rancho, there was a 79% decline in the 12-23 month 
mortality rate (from 33 to 7 deaths per 1,000 population) along 
with a 75% decline in the 24-59 month mortality rates (from 8 to 
2) during this period of grant support. The infant morality rate 
declined by 8%. There was a 50% decline in the neonatal mortality 
rate (from 36 to 18), but the post-neonatal mortality rate 
increased 29% (from 42 to 54). 

Vaccination coverage rates in Mallco Rancho improved 
three-fold (from 23% to 75%), and coverage of nutritional 
monitoring tripled as well, with 77% of the children 12-23 months 
of age receiving at least four nutritional monitorings during the 
last year of grant support compared to 22% in 1990. The 
percentage of mothers in Mallco Rancho seeking treatment for 
their children with significant ARI doubled from 24% to 46%. 

In both Ancoraimes and Sipe Sipe, the duration of project 
activities has been too short to observe any changes in 
mortality. Activities had been underway there for only slightly 
more than one year by the end of grant activities. There were, 
however, remarkable improvements recorded between 1992 and 1993 
in the coverage of child survival services. Childhood vaccination 
coverage increased from 2% to 34% in Ancoraimes and from 12% to 
64% in Sipe Sipe. In both Ancoraimes and Sipe Sipe, remarkable 
progress was also made in the improvement of coverage levels of 
nutritional monitoring and in maternal treatment seeking behavior 
for children with significant ARI. 

A number of weaknesses were identified by the evaluation. 
There has been a lack of clarity with respect to project 
policies, and there has been inadequate monitoring of compliance 
with those policies. There has been inadequate improvement in 
maternal knowledge about warning signs and treatment strategies 
for diarrhea and pneumonia. The performance of community health 
volunteers and their turnover has been disappointing. 
Insufficient attention has been given to identifying high-risk 
children and specifically to targeting services to these 
children. There is a need for strengthening the maternal tetanus 
immunization program, for improving the feedback of health 
information to individual communities, for strengthening the 
measurement and monitoring of project costs, as well as for 
strengthening the measurement and monitoring of sustainability. 

Taken as a whole, however, the results of this evaluation 
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provide further confirmation of the validity of the census-based, 
impact-oriented (CBIO) approach, developed by ARHC. The CBIO 
approach has recently received endorsement by an independent 
Expert Review Panel for wider-spread development, application, 
and evaluation (Ofosu-Amaah, 1994) . The CBIO approach to 
community-oriented public health and child survival involves the 
local determination of epidemiologic and community health 
priorities, the concentration of project resources on these 
priorities, and the provision in the home, when necessary, of 
essential services to high-risk children. ~outine systematic 
visitation to all homes in the project area makes it possible to 
monitor mortality rates. Another important characteristic of the 
CBIO approach is its integration of child survival and basic 
primary care services. 

The outstanding achievements demonstrated by this evaluation 
have been possible in large part because of ARHC1s capable staff 
in Bolivia, their commitment to improving the survival of the 
children in their project areas, and their commitment to the CBIO 
approach. Strong financial and technical support provided by 
ARHCts National Office in La Paz and its International Office in 
North Carolina have contributed greatly to the progress 
documented herein. The financial support provided by the USAID 
PVO Child Survival Program and the technical assistance provided 
by the PVO Child survival Support Program of the Johns Hopkins 
University have also been indispensable to this collaborative 
effort. The Bolivian Ministry of Health has been a partner with 
ARHC in this endeavor, contributing and assisting to the best of 
its capability. Finally, and perhaps most importantly, the 
Bolivian people themselves who live in these project areas have 
given their best efforts to the improvement of the health of 
their communities, their families, and themselves. 

As the documented achievements of ARHCts 
to grow, so do the number of visitors to its 
level of general interest in the CBIO approach. 
believe that the CBIO approach deserves broader 
in ~olivia and in other countries. 

programs continue 
projects and the 
ARHC continues to 
application, both 
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GLOSSARY 

APSAR ,Asociacibn de Programas de Salud del Area Rural 
(Association of Rural Health Programs) 

ARHC Andean Rural Health Care 

ASONGS Asociaci6n de Organizaciones No-Gubernamentales 
(Association of Non-Governmental Health Organizations) 

BCG Bacillus-Calmette-Guerin vaccine (vaccination against 
tuberculosis) 

CBIO census-based, impact-oriented 

CS6 child survival grant support provided by the AID PVO 
Child Survival Program beginning its sixth year of 
funding (October, 1990, through September, 1993) 

CS9 child survival grant support provided by the AID PVO 
Child Survival Program beginning its ninth year of 
funding (October, 1993, through September, 1996) 

DIP 

DPT 

FTE 

FY 

IUD 

MTE 

NGO 

OMS 

OPV 

ORT 

detailed implementation plan 

diphtheria, pertussis, and tetanus vaccination (DPT1 
refers to the first DPT immunization; a series of three 
is required for complete immunization) 

full-time equivalent 

fiscal year 

intrauterine device 

mid-term evaluation (carried out at the end of the 
mid-portion of the three year grant) 

non-governmental organization 

organizacih Mundial de Salud (World Health 
Organization) 

oral polio vaccination (OPV1 refers to the first OPV 
vaccination, and so forth) 

oral rehydration therapy (for prevention of dehydration 
caused by diarrhea) 



GLOSSARY (continued) 

PROCOSI Programa de Coordinacidn en Supervivencia Infantil (an 
AID-supported network of PVOs providing child survival 
services in Bolivia) 

PVO pri'vate voluntary organization 

SVEN sistema de vigilancia epidemioldgica nutricional (system 
of epidemiologic nutritional surveillance), a method of 
assigning a level of nutrition (A through F) based on 
the number of standard deviations that height and weight 
measurements are above or below the National Center for 
Health Statistics norms 

TBA traditional birth attendant 

TT tetanus toxoid vaccination (TT1 refers to the first TT 
vaccination, and so forth) 

USAID United States Agency for International Development 

VCHE volunteer community health educator 

WHO World Health organization 



Map of ~olivia showing ARHCts Four Project Areas Supported by the 
CS6 Grant (Carabuco, Ancoraimes, Mallco Rancho, and ~ i p e  ~ i p e )  

Photos of the Field Evaluation Exercise 
(courtesy of Ms. Sara Bott) 



One of the interviewers for the cluster sample survey in Sipe 
Sipe reviewing her notes following a household interview 

Mothers in Chinchaya and Corpa Grande (communities of the 
~ncoraimes Health Area) at the time of a focus group 
interview carried out as part of the field evaluation 

9 



The field evaluation team in Ancoraimes (including AID-Bolivia 
representatives Paul Ehmer and Isabel Stout) 



I. MAJOR FINDINGS AND RECOMMENDATIONS 

From October, 1990, until September, 1993, the PVO Child 
Survival Program of USAID provided ARHC with $700,000 for child 
survival services in four project areas of Bolivia: Carabuco, 
Ancoraimes, Mallco Rancho, and Sipe Sipe. These four sites have a 
combined population of 39,000 persons. ARHC coordinated the 
provision $646,187 in matching funds (including locally generated 
income, support from the Bolivia Methodist Church, and support 
from the Ministry of Health). The Mallco Rancho and Sipe Sipe 
Projects were directed by APSAR (Asociaci6n de Programas de Salud 
del Area Rural) under an agreement with ARHC. The Ancoraimes 
Project was directed by ARHC but with close cooperation and 
strong support from the Bolivian Methodist Church (Iglesia 
Evangglica Metodista en Bolivia). All Ministry of Health (MOH) 
activities were integrated with project activities at each site. 
This included the incorporation of MOH staff with non-MOH staff 
into unified health teams. 

All four projects provided child survival services as well 
as basic primary care services using a methodology which ARHC 
refers to as the census-based, impact-oriented (CBIO) approach. 
Through this approach, the project area is "defined," which is to 
say that homes are numbered and a community map is created on 
which the numbered homes are located. All residents of the 
project area are identified in a census. While many child 
survival services such as nutritional monitoring and 
immunizations are provided to groups of mothers and their 
children who have come together to receive these services in 
their villages, the census-based aspect of the approach makes it 
possible to know which children did not receive these essential 
services and to actually provide them in their homes. 

Since vital events and census information are registered as 
part of routine visitation to all homes, it is possible to 
measure mortality rates on the basis of the deaths registered and 
the updated census. Through an analysis of mortality data, it 
becomes possible to determine the most frequent preventable or 
treatable causes of death, to determine who is at greatest risk 
of death, and to focus program efforts on priority diseases and 
high-risk persons. The priorities of the community are also 
included in the formulation of the project work plan. The overall 
goal of the project is to improve health and in particular to 
improve child survival as assessed by lowered mortality rates. A 
detailed description of the CBIO approach and ARHC1s application 
of this approach has been completed recently (Perry, 1993). 
Although mortality rate measurements are based on small numbers 
of deaths each year, as the registration of deaths improves and 
as the rates show consistent trends from year to year, confidence 
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The CBIO 
and since 1987 
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is steadily growing. 

approach had been underway since 1983 in Carabuco 
in Mallco Rancho. Since the CBIO approach requires 

intensive community collaboration and considerable background 
preparation, and since the new projects in Ancoraimes and Sipe 
Sipe did not begin until more than halfway through the grant 
period, it is surprising that the achievements in these two new 
project areas have been so substantial. Because of the groundwork 
which has been laid in these two project areas, even stronger 
progress can be expected there during the CS9 grant period which 
began on October 1, 1993, and will continue until September 30, 
1996. 

Although not all Detailed Implementation Plan (DIP) goals 
were met, strong progress toward these goals was made in 
virtually all areas. Those DIP goals that were not met were in 
retrospect overly ambitious and, furthermore, were not critical 
project priorities. Major project achievements are shown in Table 

In Carabuco, infant mortality continued to decline, 12-59 
month mortality rates remained quite low, coverage of child 
survival services remained quite high, and strong progress was 
shown in maternal knowledge and practice regarding the 
appropriate responses for childhood diarrheal and respiratory 
diseases. This progress was made in spite of cutbacks in the 
Carabuco project's budget and staff as part of ARHC1s effort to 
enhance long-term sustainability. The project there has now 
completed its sixth year of AID Child Survival support. 
Comparison of mortality rates for Carabuco with those being 
measured in the early stages of Ancoraimes, which is adjacent to 
the Carabuco program area, shows under-five mortality in Carabuco 
to be approximately half that for Ancoraimes. 

In Ancoraimes, strong progress was made in the initiation of 
the CBIO approach. The project completed censuses and established 
routine systematic home visitation in 10 of the project's 51 
communities. The primary health care program there was 
revitalized. In slightly more than one year, remarkable progress 
was made in improving childhood immunization rates and maternal 
tetanus immunization rates. Coverage of nutritional monitoring 
and modern medical treatment for pneumonia also improved 
remarkably during this same short period. 

In Mallco Rancho, strong progress was made in reductions in 
mortality rates for all under-five age groups except for the 1-11 
month old group. In this group of children, the mortality rate 
increased slightly. 

(text resumes on page 16) 
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Table 1 

Major Project Achievements During AID Child Survival Funding, 
October 1, 1990 - September 30, 1993 

................................................................. ................................................................. 

Carabuco Project 

The infant mortality rate fell by 42% from 110 to 64 deaths 
per 1,000 live births between 1991 and 1993. This reduction 
was concentrated entirely in the neonatal period where the 
mortality rate fell by 68% (from 66 to 21). 
During Year 3 of the grant, under-five mortality rates were 
less than half of those for nearby Ancoraimes, where project 
activities were just beginning. 
Overall program quality was maintained during the grant period 
even though the local field budget declined and the number of 
project staff was reduced by 24% (from 22.5 to 17). 
The previously achieved immunization coverage level of 85% 
among children 12-23 months of age was maintained throughout 
the grant period. 
Maternal knowledge and use of oral rehydration therapy for 
childhood diarrhea continued to improve. Between 1992 and 
1993, the percentage of mothers who had actually used ORT 
increased from 53% to 73%, and the percentage of mothers who 
knew how to prepare ORT increased from 53% to 67%. 
The average annual number of nutritional monitorings among 
children 12-23 months of age increased from 3.7 to 5.5, and 
the percentage of children with at least four monitorings 
increased from 69% to 79%. 
The percentage of mothers seeking modern medical treatment 
when their children had symptoms of significant ARI rose from 
47% to 68%. 
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Ancoraimes Project 

A strong start was made in the initiation of the CBIO approach 
in the project area, and progress in initial CBIO 
implementation was much greater than it was when the CBIO 
approach was implemented initially in neighboring Carabuco. 
Primary care services were upgraded and improved 
substantially. 
Complete immunization of children 12-23 months of age rose 
from 2% to 34%, and in the segment of the project area with 
censuses and ongoing home visitation, it rose to 53%. 
Maternal immunization coverage (with two documented doses) 
rose from 2% to 29%. 
The average annual number of nutritional monitorings among 
children 12-23 months of age rose from 0.2 to 2.3, and the 
percentage of children with at least four monitorings 
increased from 3% to 14%. 
The percentage of mothers seeking modern medical treatment 
when their children had symptoms of pneumonia rose from 12% to 
28%. 
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Mallco Rancho Project: 

The neonatal mortality rate fell by half (from 36 to 18 deaths 
per 1,000 live births), the 12-23 month mortality rate fell by 
79% (from 33 to 7 deaths per 1,000 population), and the 24-59 
month mortality rate fell by 75% (from 8 to 2 deaths per 1,000 
population) . 
Complete immunization of children 12-23 months of age rose 
from 23% to 75%. 
The percentage of children 12-23 months of age who had had 
four or more nutritional monitorings during the previous 12 
months rose from 21% to 69%. 
The percentage of mothers seeking modern medical treatment for 
their child 12-23 months of age with pneumonia increased from 
24% to 46%. 

Sipe Sipe project 

A strong start was made in the initiation of the CBIO approach 
in the project area, and progress in initial CBIO 
implementation was much greater than it was when the CBIO 
approach was implemented initially in neighboring Mallco 
Rancho. 
Primary care services were upgraded and expanded 
substantially. 
Complete immunization of children 12-23 months of age rose 
from 12% to 64%, and in the segment of the project area with 
censuses and ongoing home visitation (that is, the entire 
project area except for the town of Sipe Sipe), it rose to 
75%. 
The average annual number of nutritional monitorings among 
children 12-23 months of age rose from 0.9 to 2.2, and the 
percentage of children with at least four monitorings 
increased from 2% to 20%. 
The percentage of mothers seeking modern medical treatment 
when their child had symptoms of pneumonia rose from 17% to 
51%. 
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tripled. The percentage of children with four or more nutritional 
monitorings during the previous year tripled, and there was a 
doubling of the percentage of mothers seeking modern medical 
treatment when their children had signficant ARI. 

Last, but certainly not least, the Sipe Sipe Project made 
perhaps the most spectacular progress of the four projects. 
Censuses were completed for almost the entire project area, and 
ongoing home visitation was established in less than one year for 
all the project's 18 communities surrounding the small town of 
Sipe Sipe itself. This is a remarkable transformation, 
particularly taking into account the fact that many of the staff 
in Sipe Sipe were long-time MOH personnel used to a very 
different type and tempo of work. The only community not choosing 
to participate during the grant period in the census and home 
visitation program was the small town of Sipe Sipe. Primary 
health care in the Sipe Sipe project area improved significantly 
during the period of grant support. The childhood immunization 
coverage rate increased five-fold for the entire project area. 
The average number of nutritional monitorings tripled, and the 
percentage of mothers seeking modern medical treatment when their 
children had pneumonia tripled. 

Numbers of Services Provided 

During the three years of AID support, these four projects 
administered 29,552 vaccination doses to mothers and children, 
carried out 29,069 height and weight growth measurements among 
children, and conducted 31,013 home visits. Project medical, 
nursing and supporting staffs provided 42,125 consultations or 
treatments to symptomatic patients requesting assistance. 
One-thousand five hundred fifty-nine cases of childhood diarrhea 
and 1,507 cases of acute childhood respiratory infection were 
treated by project staff, and 3,722 obstetrical services were 
provided. project staff also provided 3,844 dental services. The 
total numbers of services provided during each year of the 
project are shown in Table 2. Tables 11-14 (pages 46 to 49) show 
the numbers of services given in each project area during each 
year of the project. 

Graphs of Project Achievements 

Figures 1-10 demonstrate some of the major evaluation 
findings in greater detail. The actual data from which the graphs 
were constructed are contained in Tables 4 to 10 at the end of 
this section (pages 42 to 45). 

(text resumes on page 28) 
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Table 2  

year 1 year 2  year 3  total 

number of patient 
treatments 
provided 

number of home visits 

number of vaccination 
doses 

number of nutritional 
monitorings 

number of cases of 
childhood diarrhea 
treated by staff 

number of cases of 
acute respiratory 
infection treated 
by staff 

number of obstetrical 
services provided 
(prenatal, birth, 
and postnatal care) 1 , 1 9 3  1 , 2 0 1  1 , 3 2 8  3 ,722  

average number of TB 
patients in treat- 
ment 9.4 1 8 . 9  2 8 . 2  22 .3  

number of laboratory 
tests performed 123 380 1 , 4 4 6  1 ,949  

number of dental 
services provided 333 1 , 2 1 0  2 , 3 0 1  3 , 8 4 4  

source: project monthly reports. ................................................................. 
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Figure 3. 
Percentage of Mothers Who Had Actually 

Used Some Type of ORT 

-C Carabuco + Ancoraimes --)I; Mallco Rancho * Sipe Sipe 

ORT is use is defined a s  the 
administration of UNICEF packets or 
home-based ORT for childhood diarrhea 



M
A
J
O
R
 
F
I
N
D
I
N
G
S
 
A
N
D
 
R
E
C
O
M
M
E
N
D
A
T
I
O
N
S
 



Coverage of Nutritional Monitoring 
Among Children 12-23 Months of Age 

-C- Carabuco + Ancoraimes --++ Mallco Rancho 4 Sipe Sipe 

Coverage is based on at least four 
documented heightlweight measurements 
per child during the prior 12 months 



Figure 6. 
Average Number of Nutritional 

Monitorings in the Previous 12 Months 

1991 1992 1993 

number of monitorings 

-C Carabuco Ancoraimes * Mallco Rancho -6- Sipe Sipe 

Height and weight determinations among 
children 12-23 months of age 



Figure 7. 
Percentage of Mothers Seeking Modern 
Treatment for Significant Childhood ARI 

-C Carabuco + Ancoraimes Mallco Rancho - Sipe Sipe 

Significant ARI defined as strong cough 
with difficulty breathing 



Figure 8. 
Infant and Second Year Mortality Rates: 

Carabuco, 1991 -1 993 

deaths per 1,000 

- 0-30 days 4- 1-1 1 months 0-1 1 months - 12-23 months 

Rates during first year are per 1,000 
live births; 12-23 month rate per 1,000 
population 



Figure 9. 
Infant and Child Mortality Rates for- 

Carabuco and Ancoraimes, 1993 

deaths per 1,000 

0-30 days 1-1 1 months 12-23 months 24-59 months 

Carabuco Ancoraimes 

Neonatal and postneonatal rates are 
deaths per 1,000 live births; other 
rates are deaths per 1,000 population 



Figure 10. 
Infant and Second Year Mortality Rates: 

Mallco Rancho, 1991 -1 993 

deaths per 1,000 

1990 1991 1992 1993 1994 

-C 0-30 days + 1-1 1 months - 0-1 1 months -"' 12-23 months 

Rates during first year are per 1,000 
live births; 12-23 months rate per 1,000 
population 
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Analysis of Project Expenditures 

Project expenditures are shown in Table 3. $700,000 of USAID 
funds and $646,187 matching funds were expended for a total 
project expense of $1,346,187. The AID contribution was 52% of 
the total..The budget was revised during Year 3 of the grant and 
approved by the Office of Procurement. AID expenditures matched 
precisely the amounts provided in the revised budget. Matching 
expenditures were $146,187 more than was commited by ARHC 
originally. At the time of the original grant submission, ARHC 
made a commitment to marshal1 $500,000 in matching funds. In 
actuality, $646,187 in matching funds were provided for this 
project, 29% above the initial obligation. 

At the time of the mid-term evaluation (MTE), concern was 
raised about the slow dispersal of AID funds and also about the 
level of contributed matching funds which at that point in time 
appeared to be considerably less than originally proposed. These 
problems have all been resolved. AID expenditures were less than 
budgeted at the time of the MTE primarily because the field 
activities in Ancoraimes and Sipe Sipe were somewhat slower in 
getting underway in Year 2 than had been anticipated. The issue 
of matching funds was one in which ARHC1s accounting system was 
being computerized, and the matching portion of the grant was not 
being tracked separately at that time. Once the accounting 
process had been updated, then the amount of matching funds being 
provided were able to be accurately quantified and proved to be 
above the levels which had been originally budgeted. 

ARHC and APSAR (ARHC1s NGO Bolivian counterpart for Mallco 
Rancho and Sipe) have strong financial accounting capabilities. 
ARHC1s Bolivian Director, Mr. Nat Robison, is an accountant and 
economist. He takes a strong interest in and closely supervises 
the financial aspects of the Bolivia field projects in 
coordination with the three accountants which are on ARHC1s and 
APSAR1s staffs in Bolivia. At the ARHC International Office in 
North Carolina, financial matters are supervised by Mr. David 
Shanklin, Executive/Program Director, and Ms. Diane Dolman, ARHC 
accountant. In summary, an established program of financial 
accountability is in place, and AID funds are handled in a 
competent manner. 
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Table 3 

Actual Budgeted 
Expenditures Expenditures Difference 

(in thousands of US dollars) 

AID PVO AID PVO AID PVO 

I. Procurement 14.6 107.8 14.6 97.0 0.0 10.7 

11. Program 592.2 453.3 592.2 333.7 0.0 119.6 

111. Evaluation 19.1 16.4 19.1 16.4 0.0 0.0 

subtotal 625.9 577.5 625.9 447.1 0.0 130.4 

Indirect Costs 74.1 68.7 74.1 52.9 0.0 15.8 

TOTAL 700.0 646.2 700.0 500.0 0.0 146.2 

* although field activities supported under this grant were from 
October, 1990, until September, 1993, there were additional 
grant expenditures between October and December, 1993, which 
were exclusively for evaluation activities. 

source: ARHC financial records 
................................................................. 
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project Weaknesses Identified by the Evaluation and 
Recommendations for Improvement 

Not surprisingly, the evaluation did reveal a number of 
weaknesses which deserve careful attention during the next grant 
period (October, 1993 - September, 1996). The general areas of 
weakness identified are listed below together with corresponding 
recommendations. 

(1) There has been a lack of clarity of project policies and 
goals. There has also been inadequate monitoring of compliance 
with policies and inadequate monitoring of progress toward the 
achievement of project goals. 

Key child survival policies and goals should be clarified 
and clearly understood by all project staff. Compliance with 
project policies and progress toward the achievement of the 
related project goals and objectives should be carefully 
monitored at predetermined intervals. 

(2) Non-formal education of mothers regarding diarrhea and 
pneumonia needs strengthening. 

The non-formal education of mothers regarding the 
identification and proper responses to significant diarrheal 
disease and pneumonia should be str.engthened and monitored 
so that progress can be assured. ~ibilar efforts should be 
made to improve infant feeding practices. 

(3) The ongoing functioning of volunteer community health 
educators (VCHEs) has been inadequate. This problem is 
particularly acute in Mallco Rancho, where there has been 
virtually a 100% loss of the trained volunteers without 
replacements. In Ancoraimes, the turnover has been less. 
Two-thirds of the volunteers trained there in 1992 are no longer 
active but they have been replaced. 

There is a need to capture the lessons learned from this 
experience. Project staff members are still debating the 
root causes of these problems. The relative contributions of 
problems in selection, supervision, and ttincentivesw still 
remain controversial and need to be clarified. The community 
health volunteer experience needs careful review and 
analysis so that new policies can be formulated and 
implemented. 
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(4) There is a need to focus even more closely upon high-risk 
groups, especially children under two years of age. 

Children under two years of age, and those in even more 
narrowly defined high-risk groups, should receive high 
priority .in project activities. Service delivery norms 
which express these priorities should be developed, and 
conformance with these policies should be carefully 
monitored. 

(5) Maternal tetanus immunization coverage levels have shown no 
improvement in three of the four project sites and do not exceed 
29% in any one site. 

The maternal tetanus immunization program needs 
strengthening so that reasonably high coverage levels can be 
achieved among all women of reproductive age, thereby 
protecting newborns against neonatal tetanus. 

(6) There has been a lack of feedback of health information to 
individual communities. 

Policies need to be clarified and documented regarding 
routine systematic feedback' of health information to 
individual communities, and then monitored annually. 

(7) The measurement of project costs needs greater attention and 
closer monitoring. 

Total local income (including MOH contributions and locally 
generated income), capital costs, and recurring costs 
(including depreciation and training expenses) should be 
determined annually for each local project. 

(8) The measurement of sustainability and the monitoring of 
progress toward increased sustainability needs greater emphasis. 

Measures should be developed for financial and 
institutitonal sustainability of each local primary health 
care/child survival project and progress toward 
sustainability should be carefully monitored. 
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Further Discussion of Weaknesses and Detailed Recommendations 

1. Project Policies and Goals 

One of the general problems identified by this evaluation 
was that DIP goals and MTE recommendations were not known and/or 
remembered by key project leaders and project staff. A second 
problem was that many of the DIP goals and MTE recommendations 
were not realistic, given the constraints of limited staff time 
and budget. Furthermore, certain project policies (such as those 
pertaining to the criteria for determining the frequency of home 
visitation) were not clear to project leadership nor to staff, 
and compliance with those policies was not being monitored. 
Examples of program policies which were not clearly articulated 
or understood included the frequency of nutritional monitoring, 
the frequency of home visitation, and the performance of verbal 
autopsies. Monitoring of compliance with these policies did not 
appear to be part of ongoing project supervision. 

Compliance of nutritional monitoring and home visitation 
with existing policies was particularly poor in Mallco Rancho, 
especially given the length of time that the project has been in 
opertion. Surprisingly, compliance with project policies was 
better in Sipe Sipe than in Mallco Rancho. Either the policies 
are unrealistic and should be revised, or priority should be 
given to improving compliance. 

Specific Recommendations: 
a. DIP goals should be developed collaboratively by the US 

ARHC Executive/Program Director, the Bolivian National 
Director, and each local project director. 

b. Once DIP goals have been established, they should be 
clearly communicated to all involved staff. 

c. Staff awareness of these goals should be documented by 
project leaders and by ARHC program leaders. 

d. Once MTE recommendations have been made, ARHC 
international an d national program leaders together with 
leaders of specific projects should carefully review them 
and decide which ones will become new project goals and 
which ones will not. Reasons for rejection of MTE 
recommendations should be documented. Measures of 
progress toward achievement of those MTE recommendations 
which were adopted should be developed, and progress 
toward achievement of these MTE recommendations should be 
carefully monitored. 

e. Policy manuals should be written for each project. These 
manuals should include supervisory measures for 
monitoring compliance with each policy. The monitoring of 
program policies should be realistic and readily 
achievable with current staff. Policies for nutritional 
monitoring, home visitation, and verbal autopsies should 
be given high priority for development and monitoring. 
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2. Non-Formal Education of Mothers Regarding Diarrhea and 
pneumonia 

The household cluster sample surveys in both Carabuco and in 
Mallco Rancho showed low to moderate levels of maternal knowledge 
about the important warning signs of childhood pneumonia (i.e., 
rapid respirations and intercostal retractions) and no 
improvement in this level of knowledge over the course of the 
grant. When a child had signs of a clinically significant acute 
respiratory infection, treatment seeking behavior of mothers did 
appear to improve in both Carabuco and Mallco Rancho. Perhaps the 
non-formal education has been more effective than measured, or 
perhaps the treatment seeking behavior of mothers is more related 
to availability of services and perception of service quality 
than to maternal knowledge of warning signs. Nevertheless, it 
does appear that there is a continued need to strengthen the 
non-formal education of mothers regarding warning symptoms of 
childhood pneumonia. 

Maternal knowledge and use of ORT in Mallco Rancho actually 
declined between 1992 and 1993 on three of four measures, and the 
fourth measure remained unchanged. In Carabuco, on the other 
hand, these same four measures all showed strong improvements 
during the same period. Thus, it would appear important to 
determine what aspects of the two projects accounted for these 
differences. Perhaps there is an important lesson to be learned 
here. There is not enough evidence on hand at present to make any 
judgements regarding the effectiveness of non-formal educational 
activities in Ancoraimes and in Sipe Sipe since these projects 
have been in existence for such a brief period of time. 

Although this evaluation did not assess maternal knowledge 
about appropriate infant and childhood nutrition (including 
breastfeeding), it might be important to include an assessment of 
non-formal nutrition education as well because of the fundamental 
importance of nutritional status on the development of diarrheal 
and respiratory diseases. 

Specific Recommendations: 
a. There should be an assessment of the current non-formal 

education project activities for diarrhea, pneumonia, and 
possibly nutrition. There should also be recommendations 
for changes in project policies regarding non-formal 
education. Progress in this area should be monitored. 

b. Practice (i.e., behavior) should be monitored along with 
knowledge. Innovative approaches will be needed to enable 
such monitoring to be helpful, accurate, and not overly 
burdensome to staff. 
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3. community Health Volunteers 

There has been a high rate of turnover of volunteer 
community health educators (VCHEs) in Carabuco, Ancoraimes, and 
in Mallco Rancho. The Sipe Sipe project wisely avoided this 
problem altogether by not training VCHEs. In Carabuco, 
three-quarters of the trained VCHEs are no longer active. In 
Ancoraimes, over two-thirds are no longer active, and in Mallco 
Rancho there are now no active VCHEs. 

This is a serious problem which now needs careful attention 
and analysis so that scarce program resources for education and 
training will be used most effectively. The communities need to 
be consulted, and new policies need to be established which can 
be implemented on a small scale and carefully evaluated. Perhaps 
this would be an opportune time to consider a somewhat larger, 
but yet closely related, issue. I am referring to an assessment 
of the optimal number of field staff at each level of training 
and the development of a "career ladderw for those who prove 
themselves to be outstanding members of the health team. 

The incorporation of more paid lfpromotorsw while at the same 
time reducing the number of higher paid staff has been discussed 
for some time now within ARHC as one approach to lowering program 
costs. It would seem reasonable at this point for each project to 
try to develop a coherent policy which gives VCHEs with superior 
performance the opportunity to progress to wpromotor~ and then to 
auxiliary nurse. Such career opportunities can be powerful staff 
motivators in the long-run and possibly even in the short-run as 
well. 

Specific Recommendations: 
The past experience of ARHCts projects with VCHEs should 
be carefully analyzed, including interviews and/or focus 
group discussions with active and inactive VCHEs and also 
with community members. 
A new vision for selection, training, responsibilities, 
and incentives should be forged through discussions with 
project staff and community representatives. 
The results of these analyses together with a broader 
review of the experience with volunteers in other 
settings outside of ARHC should become the basis for a 
new policy regarding VCHEs. 
This new policy should be implemented on a pilot basis in 
each project site and the results carefully monitored 
before broadening its implementation. 

4. Focusing on High-Risk Groups, Particularly Children Under Two 
Years of Age 

In order to maximize project impact on the reduction of 
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child mortality, it is critically necessary to clearly define 
within each project area which groups of children fall into a 
high-risk category for death. In all four project areas, the risk 
of death for children beyond age two is very low compared to the 
risk of death among children under two. In Carabuco, this risk is 
concentrated among children under one year of age and, 
particularly, during the first month of life. This is also true 
of Ancoraimes and of Mallco Rancho. Mortality data from Sipe Sipe 
are still not reliable enough to make any judgements about 
high-risk groups. 

On the basis of this information, it makes more sense at 
this point in the evolution of these projects to monitor 
nutritional status and to conduct home visits more frequently for 
the younger children than for the older children. Although this 
has been project policy, the evaluation indicated that children 
24-59 months of age received virtually as much attention as did 
children under 24 months of age. Furthermore, age is only one 
attribute of risk. Increased effort needs to go into defining 
risk factors for childhood death in each project area. Project 
policies for service delivery should then reflect this increased 
refinement of risk factors. 

Specific Recommendations: 
a. Increased efforts should be undertaken to determine 

mortality risk factors within each project area and which 
particular children are at increased risk of death. 

b. Project policies for service delivery should prioritize 
these high-risk children. 

c. Compliance of key interventions provided to high-risk 
children should be monitored. 

5. Maternal Tetanus Immunization 

At the time of the household cluster sample survey, coverage 
of maternal tetanus toxoid immunization (defined as two 
documented doses) was found to be low in all project areas. This 
was especially so in Mallco Rancho and Sipe Sipe. The low levels 
of coverage in Mallco Rancho and Sipe Sipe may be due in part to 
the fact that coverage was based on documented evidence from 
maternal vaccination cards present in the home whereas in 
Carabuco and Ancoraimes, health post records were consulted as 
well. The highest coverage rate observed was in Ancoraimes, and 
this was only 29%. 

The vaccination of traditional indigenous rural women such 
as those in ARHC1s project areas continues to incur suspicion in 
the communities that fertility will be adversely affected. In 
addition, there are knowledgeable public health professionals who 
believe that neonatal tetanus does not exist on the Altiplano. 
Understandably, these factors have diminished staff enthusiasm 
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for maternal tetanus immunization. 

It is generally recognized that maternal immunization 
against tetanus is one of the most cost-efficient interventions 
available for improving child survival. Two recognized 
authorities with whom I have spoken, Dr. Warren Berggren 
(formerly Primary Health Care Director for Save the Children) and 
Dr. John Bennett (of the Carter Center at Emory University) have 
both said that relatively high neonatal mortality rates in the 
presence of low maternal tetanus toxoid coverage rates is 
suspicious for tetanus as one of the important causes of neonatal 
death. 

Because of the efficacy and low cost of this child survival 
intervention, efforts should be made to strengthen the coverage 
of women in the reproductive age group until there is definitive 
evidence that neonatal tetanus is not a significant cause of 
neonatal death. During this period, a stronger verbal autopsy 
protocol along with careful assessment of maternal tetanus 
administration among cases of neonatal death and controls would 
be helpful in determining if suspicious cases of neonatal tetanus 
are being encountered and if maternal immunization reduces the 
risk of neonatal death. Coordination of efforts with the MOH to 
obtain cultures from suspicious cases of neonatal tetanus would 
be an important step in clarifying this problem. 

There are recent reports of problems in the quality of 
tetanus toxoid vaccine in many countries. Hence, it also would be 
necessary ensure that the vaccine being used in Bolivia is of 
documented appropriate quality before expanding efforts at 
improving the vaccination coverage level. 

Since there is now evidence, according to Dr. John Bennett, 
that administration of antibiotic ointment to a newborn's 
umbilical cord at birth is protective for children whose mothers 
are not immunized, this should be considered as part of the 
routine newborn care. 

specific ~ecommendations: 
a. A verbal autopsy protocol for assessing the likelihood of 

tetanus should be implemented for all neonatal deaths. 
b. Case-control studies should be carried out for all 

neonatal deaths with specific attention to maternal 
tetanus immunization. 

c. The adequacy of the quality of tetanus toxoid vaccine 
currently in use in Bolivia should be confirmed. 

d. Mothers who have not been immunized against tetanus 
should apply antibiotic ointment on the umbilical cord of 
their newborn according to a protocol recommended by the 
Carter Center at Emory University. 
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6. Feedback of Health Information to Individual Communities 

For some time now, the idea of providing individual 
communities with health information about that community as well 
as about the overall project area has been under discussion. In 
fact, this has been a stated goal for all of the projects. 
community-specific information such as numbers of death by cause, 
mortality rates, numbers of services provided, and coverage of 
child survival interventions has the potential of motivating the 
community to participate more actively in improving its health. 
How this can be done effectively among mostly illiterate people 
represents a challenge in non-formal education, but it is one 
which now deserves priority attention. ARHC has had some 
successes so far with this which need to be documented and 
expanded. 

Specific ~ecommendations: 
a. Policies should be established which specify what health 

information should be shared with communities and how. 
b. These policies should be implemented in at least one 

community per project and evaluated. 
c. As experience increases, a methodology should be 

developed which is appropriate for each project area. 
d. Systematic feedback of health information should be 

gradually expanded to all communities in each project 
area. 

7. Measurement of Project Costs 

ARHC has been a leader in Bolivia in establishing accounting 
procedures which make it possible to specify income and costs in 
detail. The methodology for determining and classifying project 
costs needs further modification. Once these modifications are 
made, it is important to assess the local project costs in a 
detailed fashion on an annual basis. 

Included among the modifications which are now needed is a 
further breakdown of APSAR expenses. APSAR does not distinguish 
expenditures made for Mallco Rancho from those made for Sipe 
Sipe. Thus, it impossible to determine expenses for each 
individual project. There is also a need to separate APSAR 
central office expenditures (in Quillacollo) which are not 
directly related to project support, so that local project costs 
can be accurately determined. Secondly, there needs to be a 
renewed effort to classify expenditures by type of project 
activity so that specific costs can be more accurately 
determined. For instance, in Mallco Rancho, some costs are for 
integrated development activities or for the operation of the 
small hospital there. These should not be included in the 
calculation of the costs of the primary care/child survival 
program. categories of income also need to be more clearly 
delineated. 
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The costs of administration, technical support, and 
evaluation which are incurred by the ARHC offices in La Paz and 
at Lake Junaluska, NC (USA) need to be quantified and their 
relevant portions assigned to specific project sites so that the 
total cost of project operations can be assessed. Finally, the 
previously developed methodology for calculating the 
contributions provided by the MOH should be reassessed. Once this 
has all been carried out, total local project costs and their 
specific components should be reviewed on an annual basis. 

There is currently a difference of opinion within ARHC 
regarding the per capita project cost for the combined primary 
carelchild survival activities which ARHC should set as a goal 
and which will be sustainable in the long-run without external 
resources. Most of the estimates of ARHC's locally recurring 
per capita project expenses are in the $8-9 range. Technical 
assistance is needed to try to develop a consensus about what 
level of cost is sustainable in the long-run. Project policies 
need to be geared towards the goal of achieving sustainability 
without external financial support. 

Specific Recommendations: 
An agreed upon methodology for calculating project income 
and expenses needs to be established. 
Local project income and costs should be calculated 
annually. 

I 
Consensus should be achieved in Bolivia regarding 
sustainability goals. 
Project policies should reflect the goal of achieving 

I 
per capita program costs which can eventually be 
sustained with the resources available to the local 
people, the MOH, and ARHC on an ongoing and long-term 

I 
basis. 

8. Measurement of Sustainability and Monitoring Progress Toward 
Sustainability 

ARHC has been challenged, as have all other health programs 
serving low-income populations, with the issue of sustainability. 
ARHC1s Bolivian National Director (Mr. Nat Robison) has adopted 
the position that sustainability is not simply a financial issue, 
but also a political, technical, and staff issue as well. ARHC1s 
US Executive/Program Director (Mr. David Shanklin) thinks that 
organizational sustainability is a key component of 
sustainability as well. During the next few months, as ARHC 
finalizes its comprehensive sustainability strategy, it will be 
important to develop concrete measures of each type of 
sustainability-- financial, political, technical, staff, and 
organizational. It will also be important to improve the 
monitoring of progress in sustainability and to focus project 
efforts on ensuring that gradual progress in sustainability is 
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being made. 

ARHC1s efforts at reducing project costs in Carabuco without 
affecting quality or impact represent a landmark in its 
sustainability efforts. This experience deserves further study 
and replication in ARHCts other projects as they mature. In 
addition, new efforts should be made to establish Ifprofit 
centersw within each project which are monitored separately. It 
has frequently been discussed within ARHC that curative services 
and family planning services have the potential to operate within 
a given project area as a profit-making activity which can then 
llsubsidizell those preventive services and child-survival 
interventions which the project population is not motivated to 
support financially. Measures need to be developed for monitoring 
the I1profitsu generated from such activities so that the 
contribution of these profits to project sustainability can be 
measured as well as their future potential for enhancing 
sustainability. 

Specific Recommendations: 
a. Specific measures of sustainability should be developed 

as part of ARHC1s new comprehensive sustainability 
strategy. 

b. These measures of sustainability should be monitored and 
appropriate actions taken to ensure that projects are 
steadily making progress'. 

Additional Comments 

The implementation of the above recommendations depends in 
part upon stronger technical support provided by ARHC1s National 
Office in La Paz to the individual projects. The lack of 
technical support in the past has hindered progress in these 
areas. Now that additional staff support is in place, it should 
be possible to make rapid progress in many of the areas discussed 
above. Not only should the new technical support staff in La Paz 
work closely with the projects in implementing the changes 
recommended above, but the technical support staff should also 
closely monitor the progress which the projects are making in 
these areas. 

There are several other issues which have arisen from the 
evaluation which deserve mention here. Although family planning 
was not included as part of the CS6 child survival grant, family 
planning activities did begin during the grant period. This was 
encouraged by the strong interest and formal approval among both 
men and women in the communities, including community 
authorities. Furthermore, program staff are aware that a 
significant percentage of early infant deaths appear to occur 
among those infants who are not truly desired by their parents. 
The family planning activities which are now emerging in each of 
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these four project areas deserve strong organizational support so 
that they can become successful in assisting couples to plan 
their own families, so that early infant mortality can be further 
reduced, and so that additional income can be generated from 
family planning activities to support other essential public 
health efforts. 

Another specific issue raised by the evaluation was the 
problem of staff turnover in Mallco Rancho. During the final'year 
of CS6 support, there was a turnover of several key supervisory 
positions. Vacancies existed for several months before some of 
the positions could be filled. This led to a staff shortage at a 
critical period near the end of the grant. If this problem had 
not occurred, the Mallco Rancho Project would likely have shown 
even stronger progress than it did. Since the completion of this 
grant, there has been further turnover of field staff there. 

This problem was discussed at length at the time of the 
final field evaluation in Mallco Rancho in November, 1993. 
Project leaders have become more aware of the importance of staff 
longevity to maintain a high quality of field project operations. 
Qualified, competent, and committed staff are difficult to locate 
and vacancies are often difficult to fill. Trust between project 
staff and community members is critical to project success and 
takes years to develop. Consequently, the nurturing of reliable 
and effective staff should be an important project goal. 

Another issue in need of special attention is the prevention 
and treatment of respiratory deaths among childeren. Pneumonia 
and asphyxia are important causes of childhood death in all four 
project areas. The pneumonia control program needs ongoing and 
periodic careful evaluation in all of its aspects. The evaluation 
provided by Dr. Nils Daulaire (in May, 1993) was an important 
first step, but follow-up is needed. Such a critical component of 
child survival programming should be reassessed at least every 
18-24 months. It is now almost time again for a reassessment of 
the pneumonia control program. The need for improved non-formal 
education regarding ARI has already been mentioned. But there is 
also a need to strengthen the verbal autopsy protocol for 
pneumonia deaths, for carefully reviewing the compliance of 
pneumonia treatment with established World Health Organization 
(WHO) protocols, and for close monitoring of the access to and 
the coverage of ARI treatment with appropriate antibiotics. 

Infant asphyxia deaths remain an enigma. These deaths need 
further intensive study in order to understand what the 
associated risk factors are so that appropriate preventive and 
curative measures can be taken. The beginning point would be to 
design a systematic verbal autopsy protocol for asphyxia deaths 
and then carry out a case-control study of asphyxia deaths in 
ARHC1s projects. This would be an important project for technical 
support staff perhaps together with a student from a school of 
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public health who could obtain quality epidemiolgic guidance. 

A further issue in need of clarification is the result of 
integrated development activities carried out in Mallco Rancho. 
There is a need in the near future for a careful evaluation of 
these projects which have been carried out over the past five 
years at considerable expense of staff effort, volunteer time, 
and money. 

Finally, the issue of the perception of project quality will 
need additional attention in the coming months. The Carabuco 
project has shown a slippage in its image in the community, and 
special attention will be needed in all project areas regarding 
ways in which project quality (and its perception by 
beneficiaries) can be enhanced. Staff need guidance in awareness 
of program quality issues, in concerns about client preferences, 
and in working with communities to help the communities meet 
their many needs. 

Specific Recommendations: 
The newly incorporated technical support staff of the La 
Paz National Office should participate closely in the 
analysis of all of the recommendations which have been 
outlined beginning on page 30. These staff should also 
participate in the implementation and monitoring of any 
new policies arising as a result of this review. 
ARHC should provide the necessary leadership and 
organizational support required to develop successful 
family planning activities. These activities should be 
integrated into primary care/child survival activities. 
The La Paz national office technical staff should provide 
leadership for intensive and ongoing monitoring of the 
pneumonia control program including continuing education 
for staff regarding WHO case management protocols, 
development of supervisory instruments, and overall 
assessments at the time of the MTE and final evaluation 
of the CS9 grant. 
The national office technical staff should carry out 
further studies of risk factors for death from asphyxia 
after first obtaining outside expert assistance. This 
could be obtained through either a formal request to 
ARHC1s Program Advisor who could design such a study 
after obtaining appropriate assistance or it could be 
obtained through a public health student working with 
knowledgeable faculty support. 
The integrated development projects carried out in Mallco 
Rancho should be thoroughly evaluated with external 
assistance. 
All projects should become increasingly "client -focusedn 
so that the local populations served by the projects have 
as high an opinion as possible of the quality of 
services provided by the projects. 
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Data Documenting Project Accomplishments 

Tables 4-10 contain the data from which Figures 1-8 (pp. 
18-27) were created. These data were obtained from househould 
cluster sample surveys. These surveys were carried out as part of 
AID supported evaluations. 

Table 4 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 

................................................................. 
Table 5 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 

Coverage defined as at least two documented TT vaccinations ................................................................. 
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................................................................. 
Table 6 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 

Table 7 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 
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'Table 8 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 

Table 9 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 
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Table 10 

Mallco Sipe 
Carabuco Ancoraimes Rancho Sipe 

-significant ARI defined as strong cough with difficulty 
breathing 
-modern medical treatment defined as consultation with the 
physician, health center, or health program worker ................................................................. 



MAJOR FINDINGS AND RECOMMENDATIONS 

Table 11 

year 1 year  2 year  3 total 

number of patient 
treatments 
provided 4,191 3,126 4,270 11,587 

number of home visits 3,960 5,699 6,375 16,004 

number of vaccination 
doses . 2,184 2,966 1,843 6,993 

number of nutritional 
monitorings 4,294 6,076 5,537 15,907 

number of cases of 
childhood diarrhea 
treated by staff 182 153 182 517 

number of cases of 
acute respiratory 
infection treated 
by staff 415 248 225 888 

number of obstetrical 
services provided 
(prenatal, birth, 
and postnatal care) 248 392 182 822 

average number of TB 
patients in treat- 
ment 5.2 3.1 3.8 4.0 

number of laboratory 
tests performed 46 45 72 163 

number of dental 
services provided 141 0 26 167 

source: monthly program reports ................................................................. 
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Table 12 

Numbers of Selected Services Provided in the Ancoraimes 
Health Area ~uring CS6 Support ................................................................. ................................................................. 

year 1 year 2 year 3 total 

number of patient 
treaments 
provided 

number of home visits 

number of vaccination 
doses 

number of nutritional 
monitorings 

number of cases' of 
childhood diarrhea 
treated by staff 

number of cases of 
acute respiratory 
infection treated 
by staff 0 98 

number of obstetrical 
services provided 
(prenatal, birth, 
and postnatal care) 0 66 55  121 

average number of TB 
patients in treat- 
ment 0 1.3 2.5 1.6 

number of laboratory 
tests performed 

number of dental 
services provided 

source: monthly program reports ................................................................. 



MAJOR FINDINGS AND RECOMMENDATIONS 

Table 13 

year 1 year 2 year 3 total 

number of patient 
treatments 
provided 4,857 6,001 7,745 18,603 

number of home visits 1,111 3,115 3,293 7,519 

number of vaccination 
doses 2,419 3,488 3,320 9,227 

number of nutritional 
monitorings 661 1,282 3,070 5,013 

number of cases of 
childhood diarrhea 
treated by staff 

number of cases of 
acute respiratory 
infection treated 
by staff 

number of obstetrical 
services provided 
(prenatal, birth, 
and postnatal care) 945 466 600 2,011 

average number of TB 
patients in treat- 
ment 4.2 7.7 9.5 7.1 

number of laboratory 
tests performed 77 261 1,149 1,487 

number of dental 
services provided 192 665 1,472 2,329 

source: monthly program reports ................................................................. 



MAJOR FINDINGS AND RECOMMENDATIONS 

Table 14 

Numbers of Selected Services Provided in the Sipe Sipe 
Health Area During CS6 Support ................................................................. ................................................................. 

year 1 year 2 year 3 total 

number of patient 
treatments 
provided 

number of home visits 

number of vaccination 
doses 

number of nutritional 
monitorings 

number of cases of 
childhood diarrhea 
treated by staff 

number of cases of 
acute respiratory 
infection treated 
by staff 

number of obstetrical 
services provided 
(prenatal, birth, 
and postnatal care) 0 277 491 7 6 8  

average number of TB 
patients in treat- 
ment 0 6 .8  12.4 9.6 

number of laboratory 
tests performed 

number of dental 
services provided 

source: monthly program reports ................................................................. 
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11. ANALYSIS OF INDIVIDUAL PROJECTS 

A. METHODOLOGY 

The Household Surveys 

Final evaluation activities consisted initially of four 
separate cluster sample surveys conducted in each of the four 
project areas: Carabuco, Ancoraimes, Mallco Rancho, and Sipe 
Sipe. Summary results of these surveys along with a description 
of the methodology be included in the Appendix. 

With the assistance of Dr. Carmen Marfn, consultant to the 
PVO Child Survival Support Program at the Johns Hopkins 
University School of Hygiene and Public Health's Institute for 
International Programs, key ARHC staff in Bolivia met in La Paz 
to finalize the household survey questionnaire and received 
guidance on the training of supervisors and field workers at each 
of the project sites. The key ARHC staff participating in this 
workshop in La Paz were Mr. Nat Robison, ARHCts National Director 
in Bolivia; Dr. Javier Baldomar, Assistant Director of the 
Montero/Villa Cochabamba Health Program; Ms. Adela Asbiin, 
ARHC/APSAR Field Supervisor for Mallco Rancho and Sipe Sipe; and 
Dr. Maria Elena Ferrel, Director of ARHCgs Altiplano programs. 

Once the training of the trainers had been completed and the 
questionnaire had been edited by the workshop group, the team 
split into two groups. Dr. Marin and Ms. Asbdn travelled to 
Cochabamba where they directed the household surveys in Mallco 
Rancho and Sipe Sipe. Dr. Baldomar and Dr. Ferrel travelled to 
the Altiplano where they directed the household surveys in 
Carabuco and Ancoraimes. 

The workshop in La Paz was held from October 6-9, 1993. The 
household surveys in the Cochabamba and in the Altiplano regions 
were carried out simultaneously in mid-October. The results were 
tabulated with the assistance of Mr. Joaquin Flores, Ms. Sara 
Bott, and Mr. Adam Kolff. Mr. Flores is a computer and 
statistical consultant to ARHC, and Ms. Bott and Mr. Kolff are 
students from the U.S. who were working in Bolivia as volunteers 
with ARHC. A total of 1,074 interviews were completed and 
transcribed for computer analysis using EPI INFO software. 

The On-Site Final Evaluation Activities 

Dr. Perry was in Bolivia directing the on-site field 
evaluations from November 7-23, 1993. From November 8 until 
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November 13, on-site evaluations were carried out in Mallco 
Rancho and in Sipe Sipe. The participants included the entire 
field staffs of the Mallco Rancho and Sipe Sipe Projects along 
with several external evaluators. Among the external evaluators 
were Mr. Eduardo Vexina, anthropologist with CIAES (Centro de 
Investigacibn, Asesoria, y Educacibn en Salud), and Ms. Cristina 
Cardozo, Coordinator for the Cochabamba Association of 
Non-Governmental Organizations (ASONGS- Asociaci6n de 
Organizaciones No-Gubernamentales en Salud). Other external 
participants included Dr. Afredo Borquez, MOH Epidemiologist for 
the Quillacollo Health District; Mr. Juan Mamani, health 
technician for the Quillacollo Health District; and Dr. Juan 
Carlos Guill&n, Assistant-Director of Planning for the Cochabamba 
MOH Regional Health Department (Unidad Sanitaria). 

Two and one-half days were devoted specifically to the 
Mallco Rancho Project, two and one-half days to the Sipe Sipe 
Projects, and one day to general wrap up and conclusions. 

The following week (November 15-20), on-site field 
evaluations were carried out on the Northern Altiplano. Two and 
one-half days were devoted specifically to Carabuco and two and 
one-half days to Ancoraimes. A final day was devoted to general 
wrap-up and conclusions. 

Along with the entire field staffs for the Carabuco and 
Ancoraimes Projects, external participants included the 
following: Dr. Natalio Riveros, Director of Planning for the La 
Paz MOH Regional Health Office (Unidad Sanitaria); Dr. German 
Montevilla, MOH Director of the Suches Health District; Father 
Miguel Angel of the Escoma Catholic Church; Mr. Teodoro Chura, 
Medical Work Supervisor for the Bolivian Methodist Church; Rev. 
Filiberto Ramirez, Methodist pastor for the Ancoraimes area; Ms. 
Lourdes Aquize, Health Facilitator for the PLAN INTERNATIONAL 
Altiplano Child Survival Project; Dr. John Wyon, Senior Lecturer 
Emeritus at the Harvard University School of Public Health; and 
Ms. Isabel Stout and Mr. Paul Ehmer of the Health and Human 
Resources Division of the USAID Mission in Bolivia. 

In addition to the local field staffs and the external 
participants mentioned above, Mr. David Shanklin, Executive and 
Program Director of Andean Rural Health Care, and Mr. Nat 
Robison, Bolivia ARHC National Director, participated in the 
entire two weeks of field evaluations. Dr. Javier Baldomar, 
Assistant Director of ARHC1s program in Montero, directed the 
household surveys on the Northern Altiplano and participated in 
the on-site evaluations for Carabuco and Ancoraimes. 

Following the completion of the on-site field evaluations, a 
verbal report was made to Ms. Sigrid Anderson, Director of the 
USAID Mission in Bolivia's Office for Health and Human Resources 
on Monday, November 22, 1993. After Dr. Perry's return to Lake 
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I Junaluska, NC, he prepared a draft of the final report during the 
months of December through April. Key ARHC staff then reviewed 

I 
this draft. Final comments by ARHC staff were incorporated prior 
to submssion of the final report in August. 



THE CARABUCO PROJECT EVALUATION 

I. Project Accomplishments and Lessons Learned 

A. Project Accomplishments 

Al. objectives and Accomplishments Related to Each Objective 

The goals for the Carabuco Project as outlined in the 
Detailed Implementation Plan are presented below together with 
the results of the final evaluation. In addition to these goals, 
recommendations arising from the Mid-Term   valuation (MTE) are 
also included together with the progress made in implementing 
these recommendations. 

IMMUNIZATIONS 

DIP GOAL: 90% of children 12-23 months of age should be 
completely vaccinated ( e . ,  they should have received 
measles, BCG, OPV3, and DPT3 vaccinations). 

RESULT : 

The household survey carried out in October, 1993, 
demonstrated that 85% of the children 12-23 months of age had 
been completely vaccinated at the time of the survey. 

MTE RECOMMENDATION: there should be an annual tabulation of the 
number of vaccinations given by the project and an indirect 
assessment made of population coverage made. 

RESULT : 

Each of the 11 Carabuco health posts as well as the central 
health center all note on a monthly basis the number of 
vaccinations given for measles, BCG, OPV3, and DPT3 and estimates 
of vaccination coverage. Information for the entire Carabuco 
Health Area is graphed at the Carabuco Health Center on a monthly 
basis to obtain an indirect estimate of coverage using large 
graphic forms which are placed on the wall. This same methodology 
was also used initially at each of the 11 local health posts 
around Carabuco but was discontinued after one year because there 
was too much instability of numbers for the small populations 
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served. Thus, this methodology has now been replaced with a more 
appropriate system at the health post level. On the wall of each 
health post is now a list of the children under five in the area 
served by that health post. This list is readily visible to all 
who enter the health post. The vaccination status of those 
children, along with other basic information, is clearly shown. 

MTE RECOMMENDATION: consultation should be obtained regarding the 
importance of neonatal tetanus in the project area before 
diminishing efforts at maternal tetanus toxoid 
(TT) immunization. 

RESULT : 

Efforts have continued to immunize women in the reproductive 
age group against tetanus. However, in early 1992, a pregnant 
woman in nearby Ancoraimes being vaccinated by ARHC developed a 
placental separation several days after the vaccination. This 
problem was attributed by the local villagers to the vaccination. 
This complication slowed down considerably the program to 
immunize women against tetanus. Technical assistance was obtained 
from the Bolivian MOH as well as from the Centers for Disease 
Control and Prevention in Atlanta. Placental separation was not 
found to be a recognized complication of tetanus toxoid 
administration. This information was helpful in reassuring the 
local people and getting the maternal immunization effort back on 
target. 

The number of tetanus toxoid vaccinations given to women in 
Carabuco is shown below in Table 15. The total number of tetanus 
toxoid vaccinations has grown since 1990 until the current year 
(1993). The number of doses given in 1993 does not appear to be 
keeping pace with that achieved in previous years. Formal 
consultation regarding the importance on neonatal tetanus on the 
Northern Altiplano still has not been obtained. 
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Table 15 

Number of Tetanus Toxoid (TT) Vaccinations Administered to 
Women of Childbearing Age in Carabuco, 1987-1993 

dose of TT 

year 
third 

first second or more TOTAL 

1987-1989 
1990 
1991 
1992 
1993 (Jan-Oct) 

source: Carabuco Program monthly reports ................................................................. 

The coverage of tetanus toxoid immunizations among women 
participating in the 1992 and 1993 household cluster sample 
surveys is shown in Table 16. Doses were registered as being 
given only if there was an official record available documenting 
the administration of the vaccination. Only 19% of women had 
received two TT doses in both the 1992 and 1993 surveys. There is 
no information available about prior TT coverage among mothers in 
Carabuco but it most certainly was less than 19% since no TT 
immunization was underway in Carabuco prior to 1991. There is no 
evidence that maternal TT immunization has improved in Carabuco 
between 1992 and 1993. 
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Table 16 

Coverage of Tetanus Toxoid Among Women of Children 0-24 
Months of Age Participating in the Carabuco 

Cluster Sample Survey, 1992 and 1993 

percentage of women with vaccination 

dose 
1992 survey 

(n=246) 
1993 survey 
(n=3 3 0) 

first dose 
second dose 
third dose 
fourth dose 
fifth dose 

no documented 
vaccination 

source: 1992 and 1993 Carabuco household cluster sample surveys ................................................................. 
One important priority for the program would be to compare 

the neonatal death rate for children born to women immunized 
against tetanus with that for children of unimrnunized women. 
There is still confusion and uncertainty about the signficance of 
neonatal tetanus in the Carabuco Health Area and in other areas 
of the Altiplano of Bolivia. If a protective effect of TT 
immunization could be demonstrated, it would provide a strong 
rationale to promote TT vaccinations with greater effort. 

DIARRHEA 

DIP GOAL: increase by 15% the number of mothers who can prepare 
appropriately oral rehydration fluid from UNICEF packets. 

RESULT : 

The results of the Carabuco household cluster sample survey 
are shown in Table 17. The percentage of mothers who could 
correctly prepare ORT from UNICEF packets was 67% at the time of 
the 1993 household survey. This represents a 26% relative 
improvement over the 53% who were able to correctly prepare ORT 
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at the time of the previous household survey in 1992, but it is a 1 decline from the 75% recorded in 1990. 

The responses to the other questions regarding ORT knowledge 
and use are also shown in Table 17. With respect to every item 
listed, there was improvement demonstrated in maternal knowledge 

I 
and use of ORT between 1992 and 1993. Perhaps the area 
demonstrating the most striking improvement (and with the least 
subjective interpretation) is prior ORT use. There was a 40% 
relative improvement noted between 1992 and 1993. Fifty-two 

I 
percent of the mothers in 1992 had used ORT previously compared 
to 73% in 1993. I 

Table 17 

Mothers1 Knowledge and Use of Oral Rehydration Therapy 
for Childhood Diarrhea in the Carabuco Health Area, 1988-1993 ................................................................. ................................................................. I 

percentage of 
mothers who: 

had heard of ORT 54 % 

knew that ORT was 
used to treat 
dehydration caused 
by diarrhea 47% 

actually had used 
ORT 28% 

knew how to 
prepare ORT 

date 

1989 

78% 

75% 

43% 

44% 

of assessment 
relative 
percent 
change 

1993 1992-1993 I 

source: previous AID child survival evaluations, 1993 Carabuco 
household cluster sample survey. I 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (CARABUCO) 

DIP GOAL: 50% of the mothers should be able to prepare a locally 
acceptable "home-basedvg ORT solution. 

RESULT : 

Although the Carabuco staff has always encouraged the use of 
rice-based fluids in addition to the UNICEF ORT packets, there 
was not an aggressive promotion during the grant period of a 
home-based ORT solution as had been originally envisioned at the 
time the DIP was written.  his was because reports were received 
from PVOs working in other areas of Bolivia that homemade sugar 
and salt solutions for ORT had been inappropriately prepared and 
had led to serious consequences. The household survey did not 
evaluate the capacity of the mother to wcorrectlyM prepare 
home-based ORT. Staff members have, however, provided education 
to mothers about home-based ORT even though this has not been 
aggressively promoted. 

The preparation of home-based ORT was incorporated into the 
basic health education messages provided during home visitation 
and at the time of community meetings. In 1992, for instance, the 
central educational message employed by the staff for diarrhea 
was "give a child with diarrhea more to drink." Drinks were 
supposed to be teas, soups, rice-based fluids, or barley water 
flavored with cinnamon. It has recently been determined by the 
field staff that barley tea, made by boiling toasted barley 
grain, is the most accessible, cheapest, and most acceptable 
home-made ORT solution currently in widespread use locally. The 
staff has therefore decided to promote its use exclusively as the 
ttpreferredM form of home-based ORT. 

DIP GOAL: 70 volunteers will receive five hours of training 
regarding the detection and treatment of diarrea. 

RESULT : 

Since 1990 there have been 126 community health educators 
trained in the Carabuco Health Area regarding the detection and 
treatment of diarrhea, among other topics. Of the 126 community 
health educators trained altogether, 28 are still active. 

MTE RECOMMENDATION: obtain technical assistance regarding why the 
actual use of ORT solutions in the project area has been so 
low. 

RESULT : 

This was never accomplished because the Carabuco Project 
Director concluded that other recommendations were of greater 
priority and there were not sufficient resources nor 
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organizational capacity to carry out all MTE recommendations. 

DIP GOAL: study factors associated with the development of 
diarrhea. 

RESULT : 

In 1991, a proposal had been developed by ARHC for a 
longitudinal study of childhood diarrheal and respiratory 
diseases as part of an assessment of the effects of Vitamin A 
supplementation on morbidity.  his field study was later changed 
to an assessment of Vitamin A deficiency. As a consequence, the 
proposed assessment of risk factors associated with the 
development of diarrhea was never carried out. 

NUTRITION 

DIP GOAL: reduce by 20% the number of children who are not 
gaining weight. 

RESULT : 

Ninety-nine percent of the Carabuco children in the cluster 
sample household survey had growth charts, and 85% had charts in 
the home. 

As part of the final evaluation exercise in Carabuco, an 
assessment was carried out using a sample of growth charts. Ten 
growth charts in each of the 31 Carabuco communities were 
selected at random among children under five years of age. A 
random start was selected and then every "nthw family folder was 
selected in order to obtain at least 10 growth charts of children 
under five per community. For instance, if a community had 100 
families, then every tenth family health folder was selected. If 
10 children were not selected at the end of this process, then 
every tenth record of the folders not included in the study 
sample was selected until 10 children under five with growth 
charts were included. An assessment was carried out to determine 
what the weight change had been between the next-to-the last and 
the last weighing. These results are shown in Table 18. 
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Table 18 

age group 

0-23 months 24-59 months 

weight change number % number % 

increase 
no change 
decrease 

TOTAL 123 100% 176 100% 

source: review of sample of family health folders in Carabuco, 
November, 19 9 3 ................................................................. 

Compared with these data are data from 1990. At the time of 
the December, 1990, household cluster sample survey for Carabuco, 
all of the nutritional information from the growth chart for each 
child in the sample was computerized. These 271 records were 
reviewed after first dividing the records for those children 
under 24 months of age and for those 24 or more months of age. 
Whether or not the child gained weight, had no weight change, or 
lost weight was then recorded. 

The findings from this analysis are shown in Table 19. 
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Table 19 

age group 

0-23 months 24-59 months 

weight change number % number % 

increase 
no change 
decrease 

TOTAL 68 100% 153 100% 

source: review of growth charts of children included in the 
Carabuco household cluster sample survey, December, 1990 ................................................................. 

The findings from Tables 18 and 19 are compared directly for 
children of similar age groups in Table 20. From a review of the 
data in Tables 18-20, it is apparent that the percentage of 
children under five who did not gain weight from the next-to-last 
to the last weighing has diminished substantially. For the 0-23 
month old age group, the percentage fell from 13 to 6%, 
representing an absolute drop of 7% and a relative percentage 
decrease of 54%. For the 24-59 month age group, the percentage of 
children not gaining weight fell from 33 to 13%, representing an 
absolute drop of 20% and a relative percentage decrease of 61%. 

It is not likely that these differences are caused by 
seasonal variation since the 1990 data were obtained in December 
and the 1993 data in November. The differences could be due to 
chance since we have not established their statistical 
significance. Even if statistically significant, however, they 
could be due to non-program factors such as general improved 
nutritional status in the population. Of course, since program 
staff place great emphasis on nutritional monitoring and 
nutritional rehabilitation of children with growth faltering, we 
hope that at least some of the improvement shown is in fact a 
program effect. 
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Table 20 

age group 

absolute relative 
percentage percentage 

1990 1993 difference change 

0-23 months 13% 6% -7% -54% 

24-59 months 33% 13% -20% -61% 

source: data derived from Tables 19 and 20 above. ................................................................. 

DIP GOAL: give 10 hours of training to 70 volunteers concerning 
nutritional monitoring and nutritional practices. 

RESULT : 

Sixty community health educators were trained in nutritional 
monitoring, nutritional follow-up, and use of nutritional 
supplementation for malnutrition and growth faltering. Of the 60 
community health educators trained initially, 28 remain active. 

DIP GOAL: monitor the growth of children under 24 months of age 
every two months and that of children 24-59 months of age 
every four months. 

RESULT : 

A sample of growth charts was analyzed as part of the field 
site evaluation. For the same children whose weight gain was 
assessed as described above for Table 18, the number of 
nutritional monitorings during the previous 12 months was 
assessed (for November 1, 1992, until October 31, 1993). A 
determination was also made to see if the frequency of 
monitorings was within the goals established in the DIP. For 
children under 24 months of age, this was at least every two 
months and for children 24-59 months of age, it was every four 
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months. Appropriate adjustments were made, of course, for very 
young infants. For instance, infants three months of age who had 
been weighed once would have been counted as within the norms as 
well as one month old infants who had not yet been weighed. 

The findings of this analysis are shown in Table 21. 
Sixty-nine percent of the children 0-23 months of age were 
weighed at least every two months between November 1, 1992, and 
October 31, 1993. Eighty-seven percent of the children 24-59 
months of age were weighed at least every four months during the 
same period. 

Table 21 

age group 

number of number of percentage 
children children of children 
within the not within within the 
norms the norms norms 

0-23 months 

24-59 months 

source: review of sample of family health folders ................................................................. 

MTE RECOMMENDATION: decide which nutrition activities deserve 
priority and evaluate the progress of the nutrition program 
on a periodic basis. 

RESULT : 

Following the MTE, the Carabuco staff discussed this 
recommendation at great length. The Carabuco staff chose to 
concentrate on the rehabilitation of children with malnutrition 
or with faltering growth. Children below the curve on the UNICEF 
growth charts or those who were not gaining weight received more 
frequent follow-up home visits. The criteria for defining 
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malnutrition were: (1) weight loss or lack of weight gain and (2) 
wasting (i.e., two standard deviations or more below the NCHS 
norms of height for weight). 

Initially, nutrition education was combined with more 
frequent growth monitoring at the time of follow-up home visits 
for children with growth faltering or wasting. Educational 
messages focused on breastfeeding, appropriate weaning foods, and 
maternal nutrition. These were standardized, discussed at length 
during group meetings, translated into Aymara, and reinforced 
weekly by the field physician and field supervisors. 

For those children who did not respond, #lapi nutricionalN 
and cooking oil were given to the mothers for consumption by the 
children. "Api nutricionalM is a highly nutritious combination of 
locally produced foods and includes high-protein grains such as 
quinoa. It has a high caloric content when sugar and oil are 
added. Cinnamon is occasionally added for flavoring. The cooking 
oil is intended to be used as a high caloric food supplement to 
be added to the child's serving of family foods such as stews and 
soups. Some success was observed by simply encouraging the mother 
to add cooking oil to the child's food. 

The staff reported that they felt that the lvapi nutricionall# 
was successful in about 50% of the cases. Not uncommonly, the 
mother did not have confidence in the mixture as an effective 
form of rehabilitation or did not have time to prepare a special 
food for her malnourished child apart from the meals prepared for 
the whole family. Staff continue to refine the recipe to increase 
palatability and to promote its use aggressively among all 
children who are found to be malnourished. 

MTE RECOMMENDATION: review the SVEN nutritional monitoring data 
every six months and the growth charts themselves every six 
months. 

RESULT : 

The SVEN nutritional data is categorized on a monthly basis 
for submission to the Ministry of Health. However, there has been 
no analysis of this data on a semiannual basis nor had there been 
any systematic study of the growth charts themselves prior to the 
CS6 final evaluation. It would appear that some type of analysis 
of the findings from growth monitoring should be carried out on 
at least an annual basis. Since completion of the CS6 grant, 
"comites de analisis de informacibnN have been established at 
each of the program sites to analyze this as well as other data 
to guide programming. 
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DIP GOAL: experiment in activities to improve family income and 
in other activities which might improve family nutrition. 

RESULT : 

There has been no progress in this area during the grant. 
ARHC staff had little time or resources to dedicate to this 
important recommendation. Carabuco field staff have included 
domestic animal vaccination in their annual work plan for the 
current year (March 1994-February 1995) as one attempt to improve 
domestic animal survival and growth as well as to serve as a 
supplemental source of local program revenue through 
fees-for-service paid to the community auxiliaries. 

MTE RECOMMENDATION: with guidance from previous survey results, 
develop specific educational messages regarding breast- 
feeding, weaning, and maternal nutrition. 

RESULT : 

There has been no progress in this area during the period of 
the grant. Perhaps technical assistance would be appropriate to 
help determine where the nutrition program is weakest and what 
steps would be most effective in strengthening it. 

DIP GOAL: determine the prevalence of the deficiency of Vitamin A 
and assess the impact of Vitamin A supplementation on the 
incidence of diarrhea and pneumonia. 

RESULT : 

At the time the DIP was written, ARHC anticipated carrying 
out a study in which Vitamin A supplementation would be provided 
to children in ARHC1s programs in a double-blind fashion to 
determine if there was a decrease in the incidence of pneumonia 
or diarrhea. This study was later modified significantly at the 
request of technical reviewers. Instead, an assessment of the 
prevalence of clinical Vitamin A deficiency was conducted with 
support from PROCOSI. Although this study did not find evidence 
of serious Vitamin A deficiency, the project is still continuing 
its administration of Vitamin A capsules (see below). Further 
analysis of this study is still underway. 

DIP GOAL: continue the policies of the Ministry of Health (one 
capsule of 200,000 IU every six months for children 1-6 
years of age). 
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RESULT : 

This policy has been continued by the Carabuco program, 
although there has been no formal evaluation of the actual 
coverage of this service. This should probably be done at the 
time of the next evaluation since field studies in other areas of 
the world have shown that Vitamin A supplementation improves 
child mortality. 

ACUTE RESPIRATORY INFECTION 

DIP GOAL: increase by 10% per year the percentage of mothers who 
recognize warning signs of ARI. 

RESULT : 

The 1990 baseline survey did not include questions about the 
warning signs of pneumonia, but the 1992 MTE and the 1993 final 
evaluation household surveys did. Consequently, it is possible to 
compare the results of these two surveys as shown in Table 22. 
These surveys were carried out in May, 1992, and October, 1993, 
respectively. 

For the most important warning signs (rapid and agitated 
respirations, intercostal retractions), there has been no 
progress in the percentage of mothers reporting these as warning 
signs. However, the MsofterH warning signs such as loss of 
appetite, fever, cyanosis, and cough all showed substantial 
increases in the percentage of mothers mentioning these as 
warning signs. In 1990, 20% of the mothers were unable to mention 
a single warning sign compared to only 6% in 1993. 

Since Carabuco is a cold highland area, observing 
intercostal retractions may be difficult, if not impossible, 
since the children are swaddled and mothers are reluctant to 
undress them. 

Although these findings regarding maternal knowledge of 
warning signs of pneumonia do not demonstrate the progress which 
had been anticipated, there is evidence that mothers have become 
more higly motivated to seek medical assistance when their child 
has a significant cough and difficulty breathing. As Table 23 
demonstrates, the percentage of mothers seeking such assistance 
has risen from 4 7 %  in 1990 to 68% in 1993. 
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Table 22 

percentage of mothers who mentioned 
the symptom as a warning sign 

warning sign number percent number percent 

1. did not know of any 48 20% 19 6% 

2. rapid and agitated 
respirations 70 29% 92 28% 

3. intercostal 
retractions 

4. loss of appetite 32 13% 73 22% 

5. fever 89 37% 220 67% 

6. cyanosis 12 5% 35 11% 

7. cough 152 63% 276 84% 

source: 1992 and 1993 Carabuco household cluster sample surveys 
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Table 23 

Modern Treatment-Seeking Behavior of Mothers in Carabuco 
for Their Children with Significant ARI, 1990-1993 

percentage of mothers of children 
with significant cough and difficulty 
breathing who sought medical treatment 
from a local health post, from the 
health center, from a physician, or 
from another trained health worker 
when their child had a signficant cough 
and difficulty breathing 47% 53% 68% 

source: 1990, 1992, and 1993 Carabuco household cluster sample 
surveys ................................................................. 

DIP GOAL: provide 10 hours of training to 70 volunteers to 
detect, treat, and to refer cases of ARI. 

RESULT : 

During the period of the grant, 90 volunteer community 
health educators were trained regarding the detection, treatment, 
and referral of cases of ARI. Of these 90, 26 are currently 
active as volunteers. 

MTE RECOMMENDATION: develop educational materials and prioritize 
educational messages regarding ARI. 

RESULT : 

It was hoped that technical assistance provided by Dr. Nils 
Daulaire would help strengthen the educational component of the 
ARI program along with other ARI program components. 
Unfortunately, Dr. Daulaire recommended that a specialist in ARI 
education be contacted in his stead. 

The Carabuco Project Director, Dr. Maria Elena Ferrel, did 
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attend an ARI workshop sponsored by REACH and PROCOSI which did 
provide guidance regarding ARI education for mothers. A similar 
course sponsored by REACH on the World Health Organization's 
standard case management protocol for the treatment of childhood 
pneumonia was attended by Dr. Carolina Hilari when she was the 
Carabuco and Ancoraimes Project Director. This course emphasized 
non-formal education as well. 

MTE RECOMMENDATION: seek technical advice for the strengthening 
of non-formal educational materials and activities. 

RESULT : 

The attendance by Dr. Ferrel of a workshop on non-formal 
education for ARI has been one of the efforts made by the 
Carabuco Health Project to strengthen its non-formal educational 
activities, but more efforts are needed in this area as well. The 
local radio station has now become involved in transmitting the 
project's basic health education messages. Field staff now see 
this as having great potential for the future in strengthening 
non-formal educational efforts in the project area. 

MTE RECOMMENDATION: promote the importance of ARI in the 
communities. 

RESULT : 

Carabuco staff members have given priority in their home 
visitation and in their meetings with community members to 
emphasizing pneumonia as a frequent and preventable cause of 
childhood death. Staff members also stress in their 
communications with the local people the importance of 
recognizing the warning signs of pneumonia in order to obtain the 
needed antibiotic as soon as possible. 

REPRODUCTIVE HEALTH 

MTE RECOMMENDATION: carry out verbal autopsies for all the deaths 
of women in the reproductive age group. 

RESULT : 

From January 1 until October 30, 1993, there were seven 
deaths among women of reproductive age (15-44 years). None of 
these seven women had a completed verbal autopsy. This finding 
suggests that the verbal autopsy protocols are not receiving the 
attention which is necessary if new strategies are to be 
developed which will further reduce mortality rates in the 
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Carabuco Health Area. 

MTE RECOMMENDATION: develop a strategy to train family members of 
pregnant women in safe and clean home delivery practices. 

RESULT : 

There have been no formal educational programs for family 
members of pregnant women regarding safe and clean home delivery 
practices. Before developing educational strategies, a formal 
assessment is needed of what types of obstetrical complications 
are occurring and who is at greatest risk of developing these 
complications. A previously conducted case-control study in 
Carabuco demonstrated that infants who are born to single mothers 
with no other children are at significantly increased risk of 
death. The staff have the impression that single women are also 
at increased risk of obstetrical complications since they 
frequently give birth alone with no family or friend to help if a 
problem arises. These finding need to be confirmed and 
educational strategies based on these findings need to be 
developed. 

MTE RECOMMENDATION: encourage and train the staff to provide 
family planning services, possibly with the assistance of a 
national family planning organization 

RESULT : 

Limited family planning services are now being offered by 
the Carabuco Health Project. All project staff have received 
basic education in family planning and the 11 community health 
posts have educational materials regarding family planning. A 
female auxiliary health nurse, Ms. Paolina Huarca, is now based 
at the Carabuco Health Center and is the coordinator for the 
family planning program. During the 12 month period ending on 
October 31, 1993, 53 women received formal counseling in the 
rhythm method, six women received IUD's, and five women received 
vaginal contraceptive tablets. The provision of family planning 
services is still in its embryonic stage in Carabuco, and there 
is a need to provide many additional family planning services. 
This has been made a priority area for strengthening in the CS9 
DIP. 

MTE RECOMMENDATION: promote the referral of high-risk pregnancies 
to a higher level of medical care. 

RESULT : 

There has been growing success with the referral of women 
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experiencing complications of childbirth. In most cases, this 
results in a Caesarean section. The hospital in Escoma, which is 
less than an hour away, has this capability. Occasionally, 
however, it is necessary to transport patients four hours away to 
the city of La Paz for appropriate care. 

Because patients with obstetrical problems who are referred 
for hospital care have generally had a successful outcome, it is 
gradually becoming easier to convince women as well as their 
families that hospital referral is feasible and life-saving. 

COMMUNITY PARTICIPATION 

DIP GOAL: hold community-wide meetings four times a year in each 
community to discuss health topics. 

RESULT : 

There have been occasional community-wide meetings to 
discuss health topics, but these have not occurred in all 
communities. In none of the communities were four meetings held 
during the past year. In many communities there has been at least 
one meeting during the past year to share information about local 
illnesses and deaths. 

The community auxiliary nurses who conduct these meetings 
feel that four community meetings a year is too many because it 
is hard to motivate the community to come to this number of 
special meetings a year, particularly since health is not a high 
priority within most communities. 

DIP GOAL: distribute an annual report to each community regarding 
the project achievements during the past year and problems 
in need of resolution. 

RESULT : 

This has not been done. The potential of such information to 
motivate the community to work toward further health progress in 
their community has not yet begun to be realized within any of 
ARHC's health areas, including Carabuco. There is an urgent need 
to try out different approaches of feedback of health information 
to the community on a pilot basis before attempting any 
larger-scale efforts. 

DIP GOAL: bring together the community leaders twice a year to 
share ideas, concerns, and suggestions regarding program 
operations. 
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RESULT : 

There have been meetings every six to eight months with 
community leaders from throughout the Carabuco Health Area who 
are responsible for health. An annual meeting has been held for 
community leaders from the Carabauco Health Area during the 
period of grant support. 

MTE RECOMMENDATION: the communities should participate in the 
planning of local program activities, in the supervision of 
the health posts, in policies regarding the management of 
the rotating drug fund, and in planning ways in which the 
community can assume greater responsibility for the 
operation of the health posts. 

RESULT : 

Community leaders are now participating in a supervisory 
capacity in the financial aspects of community health post 
activities. The drugs at the local health posts are purchased 
with funds from the self-sustaining rotating drug fund. Most of 
the financial aspects of the community health posts involve the 
sale and purchase of drugs. In addition, community leaders are 
also responsible for an annual inventory of the contents of the 
health post. The next step being contemplated as part of the 
process of expanding the community leaders1 role in program 
involvement is to incorporate them into the annual evaluation of 
their community auxiliary's performance. 

MTE RECOMMENDATION: at the time of planned project evaluations, 
obtain the opinion of the community about the quality of the 
program, its achievements, and the community's perceived 
health priorities. 

RESULT : 

The MTE and the final grant evaluation have included 
extensive discussions with community members about the project 
itself as well as about the communityls health priorities as they 
perceive them. Opinions about the quality of the Carabuco Health 
Project were obtained from mothers at the time of household 
cluster sample surveys from 1988 to 1993. These findings are 
shown in Table 24 and raise concern about the image of the 
program in the eyes of the community. In 1993, for instance, 24% 
of the respondents rated the program "fairg1 (wregularll in 
Spanish). This is a far higher percentage than in 1990 or 1992. 
Since 1990, the percentage of mothers rating the program 
MexcellentN or llgoodtl has declined steadily from 94% to 88% to 
7 2 % .  
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................................................................ 
Table 24 

Mothers' Perceptions of the Quality of the Carabuco Health 
Project, 1988-1993 ----------------------------------------------------------------- ................................................................. 

rating 

excellent 
good 
fair 
bad 
no opinion 

TOTAL 100% 

excellent or good 47% 

ratings by mothers 

source: 1988, 1990, 1992, and 1993 Carabuco cluster sample 
surveys ................................................................. 

The apparent decline in the community's image of program 
quality may very well be due to the reduction in staff which has 
occurred there. This reduction became particularly pronounced 
after 1990 and included substantial cutbacks in the numbers of 
physicians and rural health technicians working in the program. 

Opinions of the local community regarding the project's 
successes were qleaned from group discussions at the time of the 
final field 
mentioned at 

evaluation in November, 1993. Project achievements 
that time were the following: 

immunizations; 
growth monitoring; 
education and training about ORT; 
hygiene education; 
low prices for health services; 
home visits; 
referral of patients for specialized care; 
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h. curative services at the Carabuco Health Center; 
i. the elimination of measles from the area; and, 
j. the reduction in infant and child mortality. 

The health priorities mentioned most frequently by mothers 
at the time of the 1993 Carabuco cluster sample home survey are 
shown in Table 31 on page 111. They were asked, What are your 
suggestions for improving the health of your comm~nity?~~ 
Twenty-seven percent of the mothers mentioned some type of 
education or training. Improved local community health services 
was the second most frequently suggestion. Other suggestions, in 
order of frequency, were more medicines for the health posts, 
family planning, permanently available community health care, and 
more home visits. 

Other priorities which were mentioned during focus group 
discussions with community members at the time of the final field 
evaluation were: 

a. seeds and technical assistance for family gardens; 
b. literacy training; 
c. help in purchasing cooking oil to improve child 

nutrition; 
d. more female community health auxiliaries; 
e. improvements in the community health posts; and, 
f. better and more readily available care for 

emergencies. 

HEALTH VOLUNTEERS 

DIP GOAL: train 70 volunteer community health volunteers (VCHEs) 

RESULT : 

Seventy VCHEs were trained during the grant period, and 18 
of these are still active. 

MTE RECOMMENDATION: increase the number of volunteer community 
health educators (VCHEs) and reduce their responsibilities 
to : 

a. detect and record vital events, pregnancies, and 
illnesses; 

b. provide oral rehydration salts packets and advice 
regarding their use; 

c. advise mothers regarding when to seek antibiotic 
treatment for ARI, when to provide ORT treatment for 
diarrhea, and when to seek referrals for high-risk 
pregnancies; 
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d. assist the community auxiliary nurses with 
immunizations and nutritional monitoring; and, 

e. assist the community auxiliary nurses with the 
annual community census. 

RESULT : 

The responsibilities of the VCHE have been reduced over the 
period of support by the grant, but there is still considerable 
discussion and controversy regarding the selection, training, and 
utilization of volunteers in the Carabuco Health Area. This is a 
priority to resolve during the coming year. 

The problem of VCHE turnover was discussed at length by the 
field evaluation team in Carabuco. Reasons given at that time for 
the turnover of VCHEs were the following: 

a. the VCHEs do not receive any pay or any other type 
of financial incentive; 

b. the community members do not have confidence in the 
VCHEs ; 

c. the VCHEs become discouraged regarding career 
advancement and financial remuneration; 

d. the VCHEs are too young; 
e. although the community selects the VCHEs, the most 

appropriate persons are not always chosen; 
f. mothers of young children do not have the time 

necessary to serve as VCHEs; and, 
g. women who move about the community, particularly in 

the evenings, are often viewed as having nloose 
moralsw and, unfortunately, this has led to 
stigmatization of young women working as VCHEs. 

MTE GOAL: analyze the current problems associated with the 
training and functioning of volunteer community health 
educators (VCHEs) in local focus group discussions and 
possibly seek technical support as well. 

RESULT : 

At the time of the final evaluation, extensive discussions 
were carried out among the field staff about the issues of 
selection, training, utilization, and retention of VCHEs. Some of 
the problems noted at that time have just been described. This 
matter urgently needs further investigation so that a new program 
for training and utilizing volunteers can be designed and 
implemented. 
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MTE GOAL: include traditional birth attendants (TBAs) such as 
midwives and other local traditional healers in the 
network of volunteers and informants. 

RESULT : 

The Carabuco project has held two workshops for TBAs, but it 
is too early to know what effect the workshops have had. 

HEALTH EDUCATION 

MTE RECOMMENDATION: reduce the number of health education 
messages and measure the changes in behavior which are being 
recommended. 

RESULT : 

There has been a concerted effort to make the health 
education messages simpler and more effective. This effort has 
been applied to the messages given by the community auxiliary 
nurses in group meetings as well as during home visits. There has 
been no formal objective evaluation of the effectiveness of these 
activities apart from those carried out at the time of the MTE 
and final evaluation. 

SUSTAINABILITY 

MTE RECOMMENDATION: develop a vision and a realistic strategy 
regarding sustainability. 

RESULT : 

Over the past several years, several basic concepts 
regarding the sustainability of ARHCVs work in Bolivia have been 
developed by its National Director there, Mr. Nat Robison. First 
of all, sustainability is not simply a financial matter, but a 
much broader one. Technical sustainability, political 
sustainability, and staff sustainability are all important 
aspects of sustainability, 

The basic principles guiding ARHC's promotion of financial 
sustainability are as follows: 

a. provide quality primary care with equity; 
b. maximize MOH commitment and contributions; 
c. maximize user fees; 
d. gradually reduce the costs of the CBIO approach so 

that MOH support along with user fees will 
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eventually be able to finance most program 
operations. 

There are definite weaknesses in ARHC1s sustainability 
strategy which are recognized by the Bolivian program leadership. 
Insufficient attention has been given to the details of the above 
strategy, to the measurement of progress in achieving 
sustainability, and to visualization and promotion of community 
ownership of the projects. These aspects of sustainability will 
be receiving increasing attention during the coming months. 

The non-financial aspects of ARHC1s sustainability strategy 
include the following: 

a. promotion and use of low-level paid community health 
workers; 

b. use of mid-level health professionals (health 
technicians) for local program leadership; and, 

c. refining the methodology for defining local health 
problems so that resources are focused on the most 
important health problems. 

MTE RECOMMENDATION: analyze on an ongoing basis sustainability 
issues in the communities. 

RESULT : 

This has not yet been done in a systematic fashion. One of 
the reasons for this is that neither the staff nor the community 
members themselves have had the time and energy required to 
concentrate on this highly complex issue. The ~ational Program 
Director is now developing a framework for project sustainability 
which will be completed for each service area during the CS9 
grant period (October, 1993 - September, 1996). 

MTE RECOMMENDATION: design and carry out a course in leadership 
and administration for community leaders. 

RESULT : 

This was not carried out. The meetings with community health 
"secretariesw (i.e., community leaders chosen to supervise local 
health activities) has not proven to be a particularly effective 
use of organizational resources. After giving this matter careful 
thought, it was decided by project leaders that ARHC does not 
have the resources for sponsoring such a course. During the early 
proposal development stage for the CS9 Child Survival Grant, ARHC 
included funds for such a course but budgetary contraints made it 
necessary to postpone indefinitely plans for such a course. 
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DIP GOAL: develop a sustainable rotating drug fund. 

RESULT : 

This is now functioning in all of the community-based health 
posts in the Carabuco Health Area. 

DIP GOAL: experiment with payment-in-kind for specific health 
services. 

RESULT : 

An effort was made at a payment-in-kind program as one of 
several approaches to improve sustainability. This particular 
effort was felt to have been a failure for several reasons. 
First, the value of the payment-in-kind (usually agricultural 
products such as eggs or cheese) was rarely more than 10% of the 
price of the service provided. Second, many of the products which 
were not immediately usable by the community auxiliary nurse 
could not be readily converted to cash. Third, patients 
frequently provided "giftsM of this type to staff members as 
expressions of gratitude and not as a form of financial payment. 

On the basis of this experience, further efforts at 
payment-in-kind may not be warranted. However, it might be 
worthwhile to inquire in a systematic fashion from other health 
programs in Bolivia about successful payment-in-kind activities. 
Another possibility would be to hold focus group discussions on 
this subject with the local people. 

DIP GOAL: develop pilot projects in community development which 
have the potential for partial support of community health 
workers in the future. 

RESULT : 

This was not carried out because of a lack of funds and a 
lack of staff capability. It is unlikely that ARHC will have the 
institutional resources to do this in the near future. Since 
ARHCts overarching organizational goal is to improve health in 
defined communities, it will be necessary to focus on specific 
community development projects that have a direct health impact. 
Two such activities of this type which merit further 
consideration (and which have been expressed by the local people 
as needs) are literacy training for women and the formation of 
womenst income-generating groups. 
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DIP GOAL: reduce the number of field project staff from 14 to 9. 

RESULT : 

There were two rural health technicians based in Carabuco 
until 1993 when they were transferred to Ancoraimes. In addition, 
one of the community-based auxiliary nurses was chosen to become 
a field supervisor. The total number of auxiliary nurses has 
gradually been reduced from 15 to 11. The DIP goal of reducing 
project staff from 14 to 9 was referring to the number of 
community-based auxiliary nurses. Although there are still 11 of 
them, one is now a full-time supervisor of the other 10. Thus, in 
effect, the proposed staff reduction was nearly achieved. 

The total number of staff for the Carabuco Health Project 
has been reduced from its highest level of 24.5 in 2988 to a 
level of 17.5 in 1993, representing a reduction of 29% in the 
total number of staff. Table 25 shows the staffing pattern by 
category between 1985 and 1993. The numbers of staff in the 
categories of physician, ancillary staff, and administrative 
support have remained relatively constant. A half-time dentist 
began in 1993 and is included in Table 25 with midlevel staff. 

The only other staff changes which seem reasonable to 
contemplate for Carabuco in an attempt to further reduce costs 
without significantly affecting project quality might be the 
gradual reduction through attrition of the number of 
community-based auxiliary nurses and the hiring of lesser-paid 
female wpromotorasw as replacements who are supervised by the 
remaining auxiliary nurses. This would seem to be a reasonable 
strategy since the auxiliaries are quite experienced by now (all 
but one working with the project since 1987) and since they are 
all male. 
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Table 25 

Staffing Levels of the Carabuco Health Project, 1985-1993 

staff 
category 

physicians 

midlevel health 
staff (graduate 
nurses, rural 
health technicians) 

lower level health 
staff (auxiliary 
nurses) 

ancillary support 
(driver, grounds- 
keeper, etc . ) 
administrative 
support 
(administrator, 
other office staff) 

TOTAL 

number of paid staff 

year 

1985 1986 1987 1988 1989 1990 1991 1992 1993 

--------- 
1 1 1 1 1 1.5 2 1.5 1.5 

source: project records ................................................................. 

DIP GOAL: strengthen coordination with and support provided by 
the MOH. 

RESULT : 

During the period of support of this Child Survival grant, 
the MOH has added salary support for one additional field staff 
position. Coordination with the MOH has been facilitated by a 
good working relationship with Dr. German Montevilla, MOH 
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District Director for the Suches Health District, which includes 
the Carabuco Health Area. Coordination with the La Paz "Unidad 
Sanitaria" (regional health office) remains strong. This MOH 
regional office provides partial salary support for six Carabuco 
staff members. 

CBIO METHODOLOGY 

DIP GOAL: visit homes with a child under two years of age every 
two months; visit homes with a child 24-59 months of age 
every four months. 

RESULT : 

For each of the 31 communities in the Carabuco Health Area, 
20 family health folders were selected and reviewed. A random 
start was chosen, and then every "nthm family health folder was 
selected. For example, if a community had 100 homes, then every 
fifth folder would be selected. 

The number of home visits carried out during the previous 12 
months was then ascertained. Families were categorized as: (1) 
those with at least one child under 24 months of age; (2) those 
with no children under 24 months of age but at least one child 
24-59 months of age; (3) those with no children 0-59 months of 
age but with a woman of reproductive age (15-44 years); and (4) 
other families. These categorizations were based on the ages of 
family members on the date the data were collected. In addition 
to the DIP goals noted above, the program policy is to visit 
every six months those homes which do not have any children under 
five years of age but which do have a woman of reproductive age. 
All other homes are to be visited once a year. 

The results of the analysis are shown in Table 26. Allowance 
was made for changes of status of the family during the analysis 
period. For instance, if a child with no siblings reached 24 
months of age halfway through the analysis period, conformance 
with program norms required a visit every two months (instead of 
every four months) prior to the third birthday. Homes with 
children under 24 months of age received an average of 5.1 visits 
during the previous 12 months. Although almost all of the homes 
with a child 0-23 months of age received four or more visits, 
only 48 percent received a visit at least every two months. Homes 
with no children under 24 months of age but with older children 
24-59 months of age received an average of 5.2 visits during the 
previous 12 months. 
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Table 26 

family 
category 

percentage of homes 
whose frequency of 
visits was within 

average number the policies 
of visits during established by the 
the past 12 months program 

homes with children 
0-23 months of age 
(policy to visit 
every two months) 

homes with no 
children 0-23 months 
of age but with 
children 24-59 
months of age (policy 
is to visit every 
four months) 

homes with no 
children 0-59 months 
but with a woman 
15-44 years of age 
(policy is to visit 
every six months) 

homes with no 
children 0-59 months 
or women 15-44 years 
(policy is to visit 
every 12 months) 

source: review of family health folders, November, 1993 ................................................................. 
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A2. Circumstances Aiding or Hindering the Achievement of Project 
Objectives I 
The Carabuco Health Project is ARHC1s oldest, having been in 

existence since 1983. The program has developed an extraordinary 
(for rural Altiplano Bolivia) level of trust with the local 
communities. This long-term presence combined with a highly 
stable local project staff which is decentralized and readily 

I 
accessible to the local people has made possible the achievements 
reported here. It should be noted that a major reduction in 
financial support and in the numbers field staff has not led to a 

I 
measurable deterioration in the quality or quantity of child 
survival services provided even though the local image of the 
project may have suffered somewhat. 

I 
A3. Carabuco Final Evaluation Survey Results I 

The results of the Carabuco final evaluation household 
survey conducted in October, 1993, are included in Appendix I. 
The results of the key indicators of child survival project 
performance for the Carabuco Health Program are shown in Table 
27. 
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Table 2 7  

indicator result 

1. initiation of breast-feeding 

percent of children less than 2 4  months of age 
who were breastfed during the first eight 27% 
hours after birth 

2. exclusive breast-feeding 

percent of infants under four months of age 60% 
who were given only breast milk 

introduction foods 

percent of infants between five and nine months 
who are being given solid or semi-solid 75% 
foods 

4. persistence of breast-feeding 

percent of children between 20 and 2 4  months 
who are still breast-feeding (and being 
given solid/semi-solid foods) 

5 .  continued breast-feeding 

percent of children (less than 2 4  months) with 
diarrhea during the past two weeks who 
were given the same amount of or more 
breast milk 

6. continued fluids 

percent of children (less than 24 months) with 
diarrhea in the past two weeks who were 
given the same amount of or more fluids 42% 
other than breast milk 
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7. continued foods 

percent of children less than 24 months with 
diarrhea during the past two weeks who 
were given the same amount of or more food 

8. ORT use 

percent of children (less than 24 months) with 
diarrhea during the past two weeks who 
were treated with ORT: 

a. ORT defined as packets of ORT salts 

b. ORT defined as ORT packets, 
home-based ORT, or cereal-based 
solutions 

c. ORT defined as any oral liquid 
(including ORT, other liquids, or 
teas) 

9. medical treatment of pneumonia 

percent of mothers who sought any type of medical 
treatment (both modern and traditional) for 
child (less than 24 months) with cough and 
rapid, difficult breathing in the past two 
weeks 

10. EPI access 

percent of children 12-23 months of age who 
received DPTl 

11. EPI coverage 

percent of children 12-23 months who received 
OPV3 

12. measles coverage 

percent of children 12-23 months of age who 
received measles vaccine 
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TABLE 27 (continued) ................................................................. ................................................................. 

13. drop out rate 

percent change between DPTl and DPT3 doses 
[(DPTl-DPT3)lDPTl x 1001 for children 
12-23 months 

14. maternal card 

percent of mothers with a maternal card for 
the birth of the youngest child less 
than 24 months of age (this percentage 
includes those mothers who said they had 
a card but this could not be verified) 

15. maternal tetanus toxoid coverage 

percent of mothers who received two doses of 
tetanus toxoid vaccine (card) before the 
birth of her youngest child less than 
24 months of age (56 of the 330 mothers 
interviewed had received their second 
tetanus toxoid dose within two years 
before the interview) 

16. one or more ante-natal visits (card) 

percent of mothers who had at least one 
ante-natal visit (card) prior to the 
birth of her youngest child less than 
24 months of age 

17. modern contraceptive usage 

percent of mothers with children less than 
24 months of age who desire no more 
children in the next two years (or who 
are not sure) and are using a modern 
contraceptive method 

source: 1993 Carabuco cluster sample household survey and project 
records. 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (CARABUCO) 

B. Lessons Learned 

See pages 11 - 27. 

11. Carabuco Project Sustainability 

A. Sustainability Status 

Al. Termination of AID Funding for Child Survival Activities 

CS6 funding for field activities terminated for the Carabuco 
field activities on September 30, 1993. At that time, the 
Carabuco Health Program had received seven years of continuous 
funding from the AID PVO Child Survival Program. ARHC1s new child 
survival grant (CS9) also includes some funding for Carabuco 
which is limited to maternal health activities. 

A2. ARHCts Plans for Discontinuation of Child Survival Activities 

ARHC has no plans to pull out of Carabuco. ARHC1s long-term 
goal is to make its activities there gradually more self- 
sustaining. 

A3. Phase Over of Responsibility and Control to Local 
Institutions 

With respect to program operations at the national level, 
ARHC has been in the process of establishing a Bolivian NGO with 
its own Board of Directors. Although ARHC has had legal 
recognition in Bolivia since 1983, it has been as a branch of a 
US-based entity. Papers are now being finalized to establish the 
"Consejo de Salud Rural Andinoll as a free-standing Bolivian 
institution. The Bolivian Board now exists, is chaired by an 
outstanding Bolivian public health physician (Dr. Jorge Velasco), 
and meets regularly. The US Board of ARHC anticipates a growing 
role of the Bolivian Board in Bolivian ARHC operations. 

At the local level, community leaders have gradually moved 
into a stronger collaborative role than was the case in the 
beginning. There are now more meetings of community leaders 
throughout the Carabuco area with health staff to discuss project 
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policies. In addition, the communities are slowly assuming an 
oversight role for the health post and the community-based 
auxiliary nurse pertaining to their community. 

B. Estimated Recurrent Costs and Projected Revenues 

B1. Child Survival ~ctivities Seen by Project Management as Most 
Effective and Worthy of Sustaining 

There is a strong sense at the field level in Carabuco and 
at ARHCts supervisory offices in La Paz and in North Carolina 
that the census-based, impact-oriented (CBIO) approach is working 
well and should be maintained. The CBIO approach involves routine 
systematic home visitation, vaccination in the home if necessary, 
registration of vital events, nutritional monitoring and 
nutritional education at the time of home visitation, ORT 
training and support during home visitation, and treatment of ARI 
in the home when necessary. High-risk mothers and children 
receive more frequent home visitation. 

The decentralization of the program through the 
establishment of community health posts staffed by a local 
community-based auxiliary nurse has worked well also. This has 
given the local community access to services, an identifiable 
local health care provider, readily available drugs for common 
illnesses, and increased access to referral services. The 
integration of child survival interventions with a more 
comprehensive primary care program as well as with the MOHts 
services for the Carabuco area has worked well. 

B2. Anticipated ongoing ~xpenditures After ~ermination of child 
Survival Support 

Once AID Child Survival funding terminates for the Carabuco 
Health Program, the major challenge for ARHC will be to find 
funds to continue logistical, technical, and administrative 
support and to find some additional funding for local field staff 
salary support. Transportation is a critical need, and well- 
maintained, reliable four-wheel drive vehicles are a necessity 
for the continuation of program operations. This has proven to be 
expensive. Technical and administrative support also will 
continue to be a critical need. 

ARHC is doing all that it can to encourage stronger salary 
support from the MOH for Carabuco field staff. Currently in 
Carabuco, the MOH provides partial salary support for six of the 
14 local program staff-- the staff physician, four auxiliary 
nurses, and the groundskeeper for the Carabuco Health Center. All 
of these salaries, however, are supplemented by ARHC. Drugs are 
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now provided on a self-sustaining basis through payments by 
patients for the medicines they consume. 

B3. Estimate of Ongoing External Financial Needs 

A conservative guess is that once AID funding terminates, it 
will be necessary for ARHC to continue to seek, for at least 
several years, $40-50,000 annually to maintain project operations 
there. This represents considerable progress toward 
sustainability since only a few years ago ARHC was providing (in 
part, with AID'S help) more than $100,000 per year for project 
operations. 

In 1992, we estimated that 14% of recurrent local primary 
care program costs (including child survival interventions) were 
provided by the MOH and by local sources (Perry, 1993, p. 175). 
We also estimated for Carabuco in 1992 that the total local 
recurring primary health care cost per capita was $9.70. If local 
annual per capita costs can be reduced to $6-7, and if locally 
generated income together with MOH support can be increased 
somewhat, within the next three years or so almost half of 
ongoing program costs can be provided with MOH and locally 
generated funds. Because of the extreme poverty of this area, it 
is unlikely that more than half of the project costs can be 
sustained without external funding. 

B4. Are Costs Reasonable? 

The 1992 estimated annual locally recurring cost of $9.70 
per capita is felt by some to be too high for long-term 
sustainability. ARHC is searching for new strategies which will 
make it possible to maintain the basic principles of the CBIO 
approach while reducing costs. A reasonable goal would be to 
achieve a recurring project cost of $6-7 per capita without a 
major reduction in the quality of project operations. 

B5. Projected Revenues After AID Funding Ceases 

ARHC has no current plan to abandon its long-term commitment 
to Carabuco. Funding for ARHC activities in Carabuco comes from a 
variety of sources in addition to AID. Core support from ARHC is 
anticipated for the indefinite future. As mentioned above, ARHC 
expects to continue to provide $40-50,000 annually for the next 
4-5 years to maintain the Carabuco Health Project in its current 
form. 

B6. Costs Which Are Not Likely to Be Sustainable 

Over time, we anticipate that local salaries and local 
project expenses will eventually become more sustainable from 
locally-generated funds and from MOH support. However, the costs 
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of logistical, administrative, and technical support for Carabuco 
operations are not likely for a long time to be met with local 
revenues and MOH support. 

B7. Lessons Learned Regarding Costs and Revenues 

In Carabuco, if relatively comprehensive ongoing primary 
care and referral services were not available, there would be no 
hope whatsoever of longer-term sustainability for the project. 
The local population is not willing to pay for child survival 
interventions such as immunizations and growth monitoring, but 
they are willing to pay for curative health services. 
Furthermore, MOH salary support is for local staff to provide the 
broad array of primary care services including child survival 
activities. 

In order for the MOH to be willing to contribute more of its 
extremely limited resources to areas such as Carabuco, it is 
necessary to mobilize strong community political support. Without 
an effective primary care component for the Carabuco Health 
Project, for instance, it would be very difficult to mobilize the 
community to push for a stronger MOH commitment to child survival 
activities. 

Child survival projects which serve extremely poor 
populations are not likely to become self-sustaining for many 
years. Thus, it is necessary to be patient but at the same time 
to insist that steady (if nevertheless slow) progress be made 
toward the goal of complete sustainability. 

C. Sustainability Plan 

C1. Project Staff Interviewed 

In order to complete the questions for this portion of the 
evaluation, all Carabuco field staff were interviewed along with 
the ARHC Bolivian National Director (Mr. Nat Robison) and the US 
ARHC Executive/Program Director (Mr. David Shanklin). The field 
staff include the Executive Director for the Carabuco Health 
Program (Dr. Maria Elena Ferrel), the local staff physician (Dr. 
William Valencia), the local field supervisor (Mr. Luciano 
Tintaya), and the 10 community-based auxiliary nurses. The 
project design for the original CS6 grant proposal as well as the 
DIP for this grant were developed primarily by the US ARHC 
Executive/Program Director with the ARHC Bolivian National 
~irector. Implementation was carried out by the project's local 
Executive Directors and field staff. Monitoring and evaluation 
have been carried out by all of the above together with ARHC's 
Program Advisor (Dr. Henry Perry). 
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ARHC has devel-ed a participatory style of evaluation that 
includes all local field staff. 

C2. The Project's Plan for Sustainability 

Briefly stated, ARHC1s plan for sustainability of the 
Carabuco Health Program has three basic components. The first is 
to gradually reduce overall project costs by reducing local paid 
staff to a minimum. The second is to increase locally-generated 
income, and the third to increase the resources provided by the 
MOH. Because of the extreme poverty of the area, ARHCrs Bolivian 
National Director feels that it will be 15-25 years before the 
Carabuco project is fully sustainable. The goal during the next 
five years is to increase MOH and locally-generated income to 
cover 50% of program costs and to reduce overall local project 
costs to $6-7 per capita. 

C3. Sustainability-Promoting Activities Carried Out 

In Carabuco, the total number of staff full-time equivalents 
(FTEs) has been reduced from 24.5 in 1988 to 17.5 at present, a 
reduction of 29%. Perhaps just as importantly, these staff 
reductions have been primarily among the more highly paid staff. 
The Exective Director position was reduced from a full-time to a 
half-time position. Two supervisory positions previously held by 
rural health technicians were eliminated and replaced by one 
supervisory position occupied by an auxiliary health nurse. The 
total number of community-based auxiliary health nurses has been 
reduced from 15 to 11 (including their supervisor). 

Total local project costs since 1987 are shown in Table 28. 
Results for the entire FY 1993 are not yet available. Total local 
project recurring expenses peaked in FY 1991 at $117,934. Between 
FY 1991 and FY 1992, ARHCrs contributions diminished by 20% from 
$106,431 to $85,361. The current estimate is that in FY 1993, 
ARHCrs contributions declined by another 41% to $50,774. Locally- 
generated funds provided for medical services and for the 
purchase of drugs. This amount remains quite small, but it did 
increase over six-fold from $392 in 1985 to $2,538 in 1992. 
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Table 28 

capital expenses recurring expenses 

fiscal ARHC s ARHC ' s 
year* total contribution total contribution 

note: recurring expenses include all local program expenses, 
training, and capital depreciation 

* fiscal year: March - February 
** annualized, based on information for the first six months of 

the fiscal year 

source: Perry (1993, pp. 368-370). ................................................................. 
All of the local community health posts are now responsible 

for covering the costs of the medicines which they use, In order 
to receive a new supply of medicines, the community-based 
auxiliary has to buy them at cost value from the Carabuco Health 
Center. In the past, some of the medicines (such as injectable 
penicillin for ARI) had been provided for free by the MOH. Other 
medicines which had been received free as a donation to ARHC were 
also previously provided free of charge to patients who needed 
them. This is no longer the case. 

There were efforts made to receive payment in-kind for 
services provided. The most common kinds of payments made were 
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agricultural products such as eggs and cheese. The staff found 
that this system did not work. Generally, the market value of the 
goods given proved to be less than 10% of the person's bill, and 
patients generally view this type of donation as an expression of 
gratitude rather than financial payment. An effort was made to 
establish a credit system whereby a patient would have a bill to 
be paid over a period of months. This also has proven to be 
unsuccessful because once the sick patient became well, he or she 
quickly lost interest in continuing the financial payments. 
Efforts made by the community auxiliary nurse to obtain payment 
resulted in a deterioration in the patient-provider relationship. 

C4.  Evaluation of Sustainability Plan 

As mentioned previously, there has been envisioned at ARHC 
for some time the elaboration of a detailed document outlining 
ARHC1s sustainability strategy. This document is now being 
written by ARHCUs Bolivian National Director and will become the 
basis for detailed local sustainability policies which will make 
it possible to guide and monitor progress more carefully. 

The MTE recommended a detailed analysis of how Carabuco 
community health activities could become more sustainable, but 
this was never carried out. The MTE also recommended a course for 
local community leaders in leadership and administration as well 
as pilot projects to promote income generation and health program 
support. Limitations on staff time and also budget constraints 
made it impossible to carry out these recommendations during the 
period of CS6 support. There was an effort made to include these 
activities in the CS9 proposal, but funding was so restrictive 
that they had to be deleted from the proposal. In spite of all of 
these problems, ARHC is nonetheless seeking collaboration with 
other organizations which have expertise in these areas. 

The reduction of program staff and the establishment of 
community-based rotating drug funds were part of the original 
sustainability plan and were carried out. 

C5. Contributions From Counterpart Institutions to Project 
Activities 

The agreements with the MOH for support for vaccines, 
vaccination supplies, TB medicines, and salary support were met 
as agreed to with the exception that there were from time to time 
temporary lapses in the availability of some of the vaccines. 

CARE has collaborated with ARI-IC in the Carabuco project by 
installing community water systems and latrines in five 
project communities during the period of grant support. 
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C6. Reasons for Success or Failure of Counterpart Institutional 
Support 

Although MOH salaries are low, the MOH is fairly in paying 
them. The donated supplies such as vaccines, vaccination 
supplies, and TB medicines are provided to the MOH by 
international donors such as AID, so they are generally available 
although lapses in availability do occur from time to time. These 
lapses have interrupted local health project activities on 
several occasions. 

D. Monitoring and   valuation of Sustainability 

Dl. Indicators Used to Track sustainability Outputs and Outcomes 

Efforts to date to monitor financial sustainability include 
the annual measurement of the following indicators: 

total recurring local project cost (including 
capital depreciation expenses and training 
expenses) ; 
total local project cost per capita; 
percent of local project costs met from MOH support 
as well as from locally generated income; and, 
percent of local project costs provided by ARHC's 
Bolivian NGO counterparts. 

Measures of the non-financial aspects of sustainability have 
not yet been developed. 

D2. Do These Indicators Show Any Progress? 

Table 29 shows limited but nonetheless steady progress in 
reducing project costs and increasing MOH and local support. 
Although per capita expenses are the same in 1992 as in 1987, 
they did rise to $11.26 in 1990 before falling to $9.70 in 1992. 
MOH contributions have increased from 8% to 11% of total 
recurring local project costs while locally-generated income has 
remained in the 1-3% range during the period. 
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Table 29 

year 

indicators 1987 1988 1989 1990 1991 1992 

total recurring 
local project 
cost (in 
thousands of 
$us ) 

total recurring 
local project 
cost per capita 
(assumes a 
constant 
population of 
9,887) 

percent of 
total recurring 
project costs 
met by the MOH 

percent of 
total recurring 
project costs 
met with local 
income 

source: Perry (1993), pp. 176, 368-370; Nat Robison, personal 
communication 

see also Table 31 (p. 109) for further income data 

D3. Qualitative Data Suggesting Changes in Sustainability 

Discussions regarding sustainability were held with 
community members in the Carabuco Health Area at the time of the 
final evaluation in November 1993. After several years of 
communications from the project that external financial resources 
would not be continued at previous levels, the local people are 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (CARABUCO) 

now finally beginning to understand that their own efforts and 
financial support are essential. This change in attitude is 
critical if sustainability is to improve. 

D4. In-country ~gencies participating in Project Design, 
Implementation, or Evaluation 

The Johns Hopkins PVO Child Survival Support Program Latin 
American Regional Office provided important assistance with the 
design of the final evaluation cluster sample survey and with the 
training of the supervisors of the survey. Representatives of the 
MOH, CARE, PLAN INTERNATIONAL, and the Catholic Church all 
participated in the final evaluation for the Carabuco project. 

D5. Sustainability Recommendations Made by Technical Reviewers of 
the Initial Proposal and DIP 

In the technical review of the initial proposal, the 
following recommendations3 were made: 

a. clarify the MOHts role in the revolving drug fund; 
b. consider more cost-effective approaches to ensure 

continuation of the project after termination of 
ARHC funding (such as reducing the level of home 
visitation, focusing on high-risk infants, and 
shifting to service delivery at fixed and outreach 
sites) ; 

c. give more attention to strengthening MOH capacity, 
not just supplementing MOH activities; and, 

d. increase training and support of non-professional 
community health workers since this would decrease 
reliance on higher salaried staff. 

Recommendations made by the technical reviewers of the DIP 
were the following: 

develop a more detailed sustainability plan; 
document lessons learned (success and failures) to 
date in the sustainability of the original child 
survival project; 
review the experience with cost recovery; 
test income generation, community financing, 
fee-for-service, and so forth in new areas; 
develop sustainability indicators since none were 
presented in the DIP; 
reduce recurrent costs and raise more local 
revenues; and, 
increase information feedback to the communities so 
they will be more aware of the services provided by 
the project and thus more willing to provide 
continuing financial support. 
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Discussion of Technical Comments Made by Reviewers 

In Carabuco, the policy for the revolving drug fund has been 
clarified. The costs of all medications except those used for the 
treatment of tuberculosis are paid for by the communities. TB 
medicines are provided at no cost by the MOH. The MOH no longer 
provides any other medicines free of charge. In the past, the MOH 
did provide free of charge penicillin injections for infants and 
children with ARI and did not allow health programs to charge for 
adminstering the drug. 

More cost-effective approaches are being tried. The 
frequency of home visitation is being reduced, particularly for 
homes in which there are no children under two years of age since 
the mortality of older children in Carabuco is now, after a 
number of years of child survival efforts, relatively low. 

In spite of the obvious cost savings of service delivery at 
fixed sites, the Carabuco staff have found the home-based 
delivery of services is more effective. Those who are in most 
need of services frequently do not seek them out. Thus, providing 
these services in the home helps to achieve equity as well as 
makes it possible to reach high-risk children that otherwise 
might have been missed. In addition, home-based service delivery 
facilitates the education of families in how to obtain needed 
services, and it also educates the health staff about the 
family's social and physical home environment. Since the 
community-based health posts are easily accessible to a large 
percentage of the population, a signficant number of primary care 
services continue to be provided at the health post, however. 

The incorporation of MOH personnel into the project staff 
means that all the training provided is received by the MOH staff 
assigned to the project as well. It is also quite common now for 
MOH staff from other geographic areas to come and visit the 
Carabuco project because of its reputation as a high-quality 
project using a promising new approach to health care. 

ARHC staff felt that increasing the program's reliance upon 
volunteer health staff represented one partial solution to the 
sustainability problem. Consequently, over the past three years, 
much staff time was devoted to the selection and training of 
volunteer community health educators (VCHEs). However, the 
results of these efforts have tarnished that idea. Of 70 VCHEs 
trained during the past three years, only 18 (26%) are still 
active. Thus, there remains uncertainty about the most 
appropriate policies for the selection, training, and 
responsibilities of these CHVEs. 

There is a critical need now to focus staff energy on this 
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problem, to analyze the past experience, to review the results of 
discussions already held about this problem, to conduct focus 
group discussions with VCHEs, community members, and community 
leaders, and to move ahead with a revised and more realistic 
policy for involvement of volunteers in program operations. 

One idea along this line which might be worth pursuing is 
that of offering to the best volunteers the opportunity of 
eventually working as paid wpromotores.ll The best of the 
Mpromotoresw could eventually be formally trained as 
community-based auxiliary nurses when the opportunity and the 
need arises. 

There has been a long-standing recognition of the need for a 
comprehensive sustainability plan for ARHC1s activities in 
Bolivia. Finally, plans are underway for this to be completed in 
1994. Lessons learned (both positive and negative) with respect 
to sustainability still have not been carefully analyzed. 
Nevertheless, we expect that these lessons will be analyzed in a 
background document as part of ARHC1s new comprehesive 
sustainability strategy. 

The experience with cost recovery has been analyzed as part 
of a more comprehensive financial analysis of ARHCts established 
programs in Carabuco, Mallco Rancho, and Villa 
Cochabamba/Montero. This was made possible by a special grant 
from the AID PVO Child Survival Program to ARHC and is fully 
described elsewhere (Perry, 1993) . 

In 1992, only 3% of local recurring program costs in 
Carabuco were being met with locally-generated income, but in 
Villa Cochabamba/Montero it was 23%. The differences in 
percentage of local costs met with locally generated income 
represent to a large degree differences in levels of poverty 
between the two areas. 

New approaches to community financing, to income generation, 
and to increasing fee-for-service revenues have not yet been 
tried because of a lack of organizational and technical 
competence in this particular area and also because there are as 
yet in Bolivia no established successful strategies along these 
lines for impoverished rural areas. 

The financial sustainability indicators described previously 
are now in place. In order to be able to use these, it was 
necessary to develop a methodology for determining all local 
project costs and to develop an accounting system for keeping 
track of all these various costs. This is described elsewhere 
(Perry, 1993). 

The Carabuco staff and ARHC management are acutely aware of 
the need to reduce project costs and increase local revenue. 
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Intense effort is being given to these topics with some success. 

Because of the overwhelming number of competing priorities 
(all of which are important to the project), it has not yet been 
possible to provide feedback to individual communities about the 
numbers of health services provided to each community, about the 
coverage of those services, and about the health improvements 
observed. It would seem that as the Carabuco project matures, 
this will become an increasingly important priority given the 
potential which such feedback has for motivating the community to 
become a stronger participant in the project's health activities, 
for promoting a stronger sense of community ownership of the 
project, and for giving the communities a sense that through 
their own efforts they can make measurable progress in improving 
the health of their own community members. 

D6. Results of Recommendations for Sustainability Arising from 
the MTE 

The recommendations arising from the MTE regarding 
sustainability were as follows: 

a. establish realistic objectives for sustainability; 
b. involve community leaders in sustainability issues 

to a greater degree; 
c. explore the possibility of analyzing sustainability 

issues of other health programs; and, 
d. consider the provision of a course in leadership and 

management skills for community leaders. 

There has been definite progress in the implementation of 
these recommendations for Carabuco although there is still a 
great deal of progress to be made. Realistic sustainability 
objectives are continuously being reviewed by ARHC1s Bolivian 
Director, Mr. Nat Robison. Involvement of community leaders in 
discussions regarding sustainability is a challenge since such 
discussions are not usually viewed by them as a priority, since 
the local leaders have limited education, and since there is 
annual turnover of local community leadership positions. 

In 1992, ARHC staff visited the PROSALUD program in Santa 
Cruz to learn more about the successes achieved there with 
sustainability. 

As mentioned earlier, lack of resources have made it 
impossible for the Carabuco project to implement a course in 
leadership and management skills for community leaders. 
Furthermore, there have been genuine disagreements among program 
directors and staff regarding the utility of some of the 
sustainability recommendations and therefore there has been no 
clear direction on how to proceed in trying to resolve these very 
difficult issues. 
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E. Community Participation 

El. Community Members Interviewed 

In order to incorporate the views of community members into 
the Carabuco project evaluation, members of the field evaluation 
team arranged to go out to two separate communities to talk with 
women there. In addition, a group of community leaders were 
interviewed by the field evaluation team. Prior to each 
interview, a set of questions was agreed upon by the field 
evaluation team which were thought to be reasonably clear and 
which addressed the issues of relevance to the evaluation. After 
the questions for the community members were clarified, a 
subgroup of the field evaluation team was selected to go out to 
the community to interview the community members. This subgroup 
included am Aymara-speaking staff member knowledgeable about the 
community (but not actually working in that community) as well as 
several other members of the field evaluation team. After the 
interview was completed, the interviewing team reported the 
results to the entire field evaluation team. A focus group 
format, relatively open-ended, was used during the interview 
itself. 

The following community members were interviewed: 

a. nine women representing the community of Yaricoa 
Bajo; 

b. 50 women from the community of Quirhuati; and, 
c. six community leaders (all men) representing six 

different communities. 

E2. Child Survival Activities Perceived as Being Effective at 
Meeting Current Health Needs 

The male community leaders mentioned the fact that the 
number of infants and children dying in Carabuco was not as great 
as it had been previously. Furthermore, they observed that there 
is no more measles in the Carabuco Health Area as before. "The 
community health auxiliaries are protecting us," they said. The 
community members also mentioned that the most beneficial 
activities from their standpoint were the home visits (especially 
to sick persons), nutritional monitoring, vaccinations, the 
medical care provided at the Carabuco Health Center, and the 
referrals provided for patients who needed specialized care in a 
hospital. 
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The women interviewed mentioned the following child survival 
interventions as being effective: vaccinations, nutritional 
monitoring, and talks regarding diarrhea and ORT use. They also 
mentioned the importance of education by project staff regarding 
cleanliness ("higieneW) in the home and cleanliness of their 
children. 

E3. Activities Carried Out to Help Communities Meet Their Basic 
Needs and Sustain Effective Child Survival Activities 

The training of volunteer community health educators (VCHEs) 
is one important component of helping communities to meet their 
own basic needs better and sustaining child survival activities. 
Although many of the trained VCHEs are no longer actively working 
formally with the project, presumably the training they received 
will continue to be utilized by them and they will share it with 
their family and friends. 

Community members help out with community health activities, 
and the community-based auxiliary nurses attend community-wide 
meetings to share progress with them and to receive comments from 
the community members about the program. 

E4. How Did communities Participate in the Design, 
Implementation, and/or Evaluation of the Project? 

During the interview with the community leaders, they 
mentioned that the communities played an important role in the 
determination of the sites for the community health posts, 
assisted in the construction of these posts, and participated in 
the selection of local community members to be trained as 
auxiliary nurses and volunteer community health educators 
(VCHEs). The community leaders also mentioned that they 
themselves were actively involved in the supervision of the 
community health posts (particularly the financial aspects). The 
community's role in providing volunteers has been described 
previously. Both the MTE and the final evaluations included 
discussions with community members regarding their views about 
the project. 

E5. How Many Health Committees Exist and How Do They Function? 

In the Aymara tradition, leadership positions are rotated 
among community leaders. Therefore, elected leaders tend to be 
truly representative of the communities they represent even 
though turnover is relatively frequent. 

It has long been recognized by some of those knowledgeable 
about the Aymara culture that it is counterproductive to create 
new community structures (such as health committees) outside of 
the traditional community leadership structure. Therefore, ARHC1s 
strategy has been to work within the existing "sindicato" 
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(community council) leadership system. The locally elected 
usindicatoM assigns members to supervise the annual inventory of 
health post supplies, furniture, and equipment. The tlsindicatoll 
decides on the use of health post income as well. If a health 
worker's activities are deemed unsatisfactory, the "sindicatotl 
can request a change in personnel. 

E6. What Issues Are Being Addressed by These Health Committees? 

These llsindicatosw are concerned primarily with the 
functioning of their local community health post along with the 
performance of the community-based auxiliary nurse assigned to 
that post. In almost all cases, the auxiliary is originally from 
one of the communities served by that post. 

E7. What Resources Has the Community Contributed to Provide for 
Sustainability? 

The community has been generous in offering its time, 
manpower, and local materials when these were helpful and 
appropriate. These include the establishment and participation of 
local community health committees, the construction of local 
health posts, and participation in community meetings. 

Although the actual amount of funds contributed through 
fees-for-services is quite small compared to the overall project 
budget, the funds nevertheless do represent contributions from 
the community toward sustainability of the project. 

E8. What Are the Reasons for the Successes or Failures of 
Community Support? 

There is a strong Aymara cultural tradition of community 
collaboration. Thus, when the community perceives a potential 
benefit, it is ready to mobilize itself to work on whatever 
activity is called for. Because of the extreme limitation of 
financial resources in the area, the amount of actual cash 
available to help support the financial costs of project 
operations is quite limited. There has been for many years in 
Bolivia a widespread belief that the government should provide 
free health care services for the economically disadvantaged 
members of Bolivian society. Consequently, it has not been easy 
to instill into the local populations a sense of responsibility 
for sustaining project operations with locally-contributed funds. 
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ity and W lingness of Counterpart Inst itutions to Sustain 

Activities 

F1. Persons Interviewed 

Representatives of counterpart insitutions who were 
interviewed included the following people: 

a. Dr. German Montevilla, MOH Director, Suches Health 
District; 

b. Father Miguel Angel Aymar, Catholic priest for the 
Carabuco area; 

c. Ms. Patrocinia Maceda, Field Supervisor for CARE; and, 
d. Dr. Natalio Riveros, Director of Rural Programs, the La 

Paz Regional Office of the MOH (Unidad Sanitaria) 

Dr. Montevilla and Father Angel Aymar participated in the 
entire Carabuco final evaluation. Dr. Montevilla is the newly 
appointed Director of the Suches Health District, in which the 
Carabuco Health Area is located. 

F2. Linkages Between the Child Survival Project and Health 
Development Agencies 

The Carabuco Health Project is directed by ARHC, but the 
local staff includes all MOH staff assigned to the area. One 
physician, four auxiliary nurses, and one groundskeeper are 
provided by the MOH to work in Carabuco. The MOH also provides 
all vaccines, vaccine supplies, UNICEF growth charts, ORT 
packets, and TB medicines. The provision of these resources by 
the MOH fosters close collaboration of the Carabuco Health 
Project with all phases of the MOH1s activities, both at the 
district level and at the regional office of the La Paz "Unidad 
Sanitaria.It The MOH staff assigned to the Carabuco Health Project 
continue to receive their regular salaries from the MOH. 

In addition to collaborating closely with the MOH, the 
Carabuco project has also had a close collaboration with CARE in 
the project area. During the period of the grant, CARE has been 
in the process of installing water systems and latrines in five 
of the 31 Carabuco communities. As a result of major budget cuts 
which CARE has experienced, it will now be necessary for the ARHC 
project staff in Carabuco to undertake a major role in the 
follow-up health activities related to water system installation. 
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Included in these activities are health education and growth 
monitoring along with the evaluation of latrine use in the home. 

F3. Key Institutions Expected to Contribute to Sustainability 

ARHC hopes that the MOH support for the Carabuco Health 
Project will increase during the next few years but does not 
expect this support to increase dramatically. National political 
debates regarding "privatizationH of government services 
(including health services) and Mdecentralizationl' are currently 
taking place. Exactly what the outcome of the debates (which have 
been going on for several years) will be for impoverished rural 
areas is still unclear. Obviously, the outcome will have 
important implications for the future of ARHC's activities. 

One key element in improving sustainability is the stronger 
incorporation of the community and its leaders into the project. 
A second key element is the provision of services whose cost is 
at a level the local people can afford. Another key element in 
ARHC1s vision for sustainability is the development of a strong 
Bolivian NGO with the capacity to attract its own funding. 

F4. Opinions of Collaborating Institutions About the Project's 
Most Effective Interventions 

Ms. Patrocina Maceda, Field supervisor for CARE, considers 
home visitation to be the most effective component of the 
Carabuco Health Project. Dr. German Montevilla, District Director 
for the Ministry of Health for the district in which Carabuco is 
located, also considers the home follow-up element to be the 
program's most effective intervention. 

F5. Contributions of the Project to Local Staff Capacity 

The Carabuco Health Project empowers local field staff to 
teach and train others with less training. All levels of staff, 
from the Project ~xecutive Director to the local volunteer 
community health educator, receive training in child survival 
interventions. This training, combined with the experience which 
the staff receive from implementing this training, is one of 
ARHC's contributions to the sustainability of child survival 
activities in Bolivia. This knowledge and training will remain 
with all staff wherever they might work in the future. 

F6, Capacity of the MOH and Other Local Institutions to Sustain 
Project Activities 

In Bolivia, there is a movement toward decentralization of 
MOH activities from the regional offices to the district level. 
This could have the effect of providing the districts with more 
resources than they had previously. If this happens, then 
possibly the Carabuco Health Project could receive additional 
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support from the MOH. 

It is also possible, however, that the privatization of 
health services which the MOH is also promoting could lead to 
fewer resources from the MOH for an area such as Carabuco. In 
addition to the communities themselves, there are no other 
sources of support available to sustain health activities in the 
area other than ARHC itself. 

F7. What Project Activities Do Counterpart Organizations Perceive 
as Being Effective? 

Dr. German Montevilla, MOH Director of the district in which 
the Carabuco Health Project is located, considers that the home 
visitation program and the close home follow-up of children at 
risk is the most effective component of the project. He feels 
that this approach could be applied on a broader scale within the 
district without too much additional cost. 

Dr. Natalio Riveros, MOH Rural Supervisor of the La Paz 
Wnidad Sanitaria," considers the immunization coverage in 
Carabuco to be ttspectacularw and attributes this success to the 
policy of vaccinating in the home when necessary. 

G. Project Expenditures 

See pages 28 - 29. 

H. Attempts to Increase Efficiency 

H1. Strategies to Reduce Costs, Increase Productivity, Improve 
Efficiency 

As described previously, between 1988 and 1993 the number of 
local field staff for the Carabuco Health Program was reduced 
from 20 to 15. Over this same time period, the numbers of 
administrative support staff based in La Paz has been reduced 
from 4.5 to 2.5. Although one would think that the incorporation 
of volunteer community health educators (VCHEs) would make it 
possible to increase the productivity of field operations, this 
in fact has not occurred. The turnover and unreliability of VCHEs 
has been such that it has not been possible to delegate critical 
responsibilities to them. Charging for medicines which were 
previously free has been one attempt by the project to reduce 
external costs. 

H2. Reasons for Success or Failure in Reducing Costs, Increasing 
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Productivity, or Improving Efficiency 

It has been possible to reduce the overall number of field 
staff and in particular to reduce the number of higher level 
supervisors without any noticeable reduction in project quality. 
This has been possible because of the notable capacity of the 
lower level field staff. One of the community health auxiliaries 
was chosen by his fellow auxiliaries to become their supervisor, 
thereby replacing two rural health technicians who had previously 
held that responsibility. This would not have been possible if 
there had not been well-trained and experienced community health 
auxiliaries on the staff. Ten of the 11 community health 
auxiliaries in Carabuco have all been with the project since 
1987. 

H3. Lessons Learned Regarding Improving Efficiency 

If a project has strong stable staff which is well-trained, 
well-supervised, experienced, and well-supported, then over time 
the lesser-trained members can accept increasing responsibility 
for project operations without any diminution (at least in the 
short run) in the quality of the program. This makes it possible 
to reduce costs. 

I. Cost Recovery Attempts 

11. Cost-Recovery Attempts of the Project 

The project charges for all services except child survival 
interventions and hone visits. Patients pay a fee for all 
curative services and medicines. Those with serious and/or 
life-threatening illnesses receive care even if they cannot pay 
for it. 

12. Estimate of Amount of Funds Recovered 

Table 30 shows the amount of funds generated since 1985 from 
services provided. The percent of total recurring local costs met 
with locally generated funds has not exceeded 3% of local project 
costs until FY 1993, where current estimates for the first half 
of the FY suggest that 5% of local costs will be met with locally 
generated revenue. This progress is due to an absolute increase 
in local revenue together with a reduction in overall expenses. 
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Table 30 

percentage of total 
fiscal locally generated total recurring local costs met with 
year income local costs local income 

note: recurring expenses include all local program expenses, 
training, and capital depreciation 

* fiscal year: March - February 
** annualized, based on information for the first six months of 

the fiscal year 
source: Perry (1993, pp. 368-370), project financial records. ................................................................. 

13. Effect of Cost Recovery Activities on Project Reputation and 
on Equity of services Delivered 

Increased efforts at local cost recovery have not been 
enthusiastically received by the communities. For example, they 
had previously become accustomed to receive some medicines free 
of charge but this is now no longer the policy. 

There is a strong ethic of equity among the staff members of 
the Carabuco Health Project. The home visitation activity ensures 
that contact is made with all families in the project area. No 
family has been denied basic services because of an unwillingness 
or inability to pay, and no sick child failed to receive 
treatment because of this either. 
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14. Reasons for Success or Failure of Household Income-Generating 
Activities of the project 

There were no household income-generating activities planned 
or carried out. 

15. Lessons Learned Regarding Cost Recovery for Other Child 
Survival Projects or for AID 

Cost recovery is a very difficult problem for programs which 
are serving the poorest of the poor. However, programs which 
serve poor people can achieve exciting results as has been shown 
with PROSALUD1s programs in Bolivia as well as with ARHCfs 
project in the Montero area. In Montero, for instance, 
one-quarter of total recurring costs are being met from local 
fee-for-service income. In economically poorer areas such as 
Carabuco, however, it has been ARHC1s experience that there is no 
quick and easy "fixn to achieve sustainability while at the same 
time maintaining project quality. Sustainability for these poorer 
areas is a painfully slow process which cannot be fully achieved 
unless MOH support increases substantially, unless project costs 
are reduced significantly, or unless family income improves along 
with the family's willingness to spend this income on local 
health care services. 

K. Summary of Sustainability 

As has been mentioned previously, there have been major 
efforts made to reduce local project costs for Carabuco. The main 
thrust of this effort has been directed at reducing the number of 
paid staff, particularly those at the higher levels of the pay 
scale. At the same time, there has been a major effort to expand 
MOH and local support for the project. Evidence for the first 
half of the 1993 FYI ending in September, 1993, shows continued 
strong progress in improving sustainability. Table 31 shows that 
the percentage of non-external support provided by the MOH and 
from local revenues rose from 10% in 1987 to an estimated 29% for 
1993. This is a major achievement for an area as economically 
deprived as Carabuco. MOH support has made a strong gain during 
the first half of the 1993 FY as has locally generated support. 
MOH support is currently almost five times local revenues and 
currently represents 24% of total recurring project expenses. 
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Table 31 

Estimate of Percentage of ~ecurring Total Local Project Costs 
Met With MOH Support and Local Revenues, 1987-1993 

MOH percent of 
contribution total costs 
to locally met with MOH 

fiscal recurring generated ARHC and local 
year* costs income support TOTAL revenues*** 

(1) (2) (3) (4) 

note: recurring expenses include all local program expenses, 
training, and capital depreciation 

* fiscal year: March - February 
** annualized, based on information for the first six months 

of the fiscal year 
*** columns [(I + 2) / (4) 1 X 100 

source: Perry (1993, pp. 176 and 368-370), project financial 
records. ................................................................. 

111. The Community's Perceived Health Priorities in Carabuco 

Defining the comnununityts perceptions of its health 
priorities is one important aspect of the census-based, 
impact-oriented (CBIO) approach. The CBIO approach combines the 
epidemiologic priorities (that is, the most frequent preventable 
or treatable causes of death) together with the communityts 
health priorities to make up the program's priorities. 
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- 

The communityls perceptions of its health priorities were 

I determined at the time of the cluster sample survey of mothers of 
children 0-23 months of age. They were asked, What are your 
suggestions to improve health in your c~mmunity?~~ The results 
were tabulated by hand as part of the field evaluation exercise. 

I The results of this analysis are shown below in Table 32. A 
request for more education or training in health was the most 

I frequently mentioned suggestion. The specific areas of interest 
included orientation about health in general, "familyw 
orientation, as well as orientation in nutrition, hygiene, 

I 
traditional medicine, diarrhea, and maternal health. Stronger 
health services at the Carabuco Health Center and/or at the local 
community health posts was also a high priority for the mothers 
as were more medicines in the health posts and family planning. 

I The local field staff participating in the interviews felt that 
most of the mothers who requested "family orientationn were 
indirectly expressing interest in family planning education. 

I The areas mentioned by 10 or fewer mothers (listed as 
@lother") include literacy training, nutritional supplementation 

I 
for children, electricity, assistance with handicraft production, 
donation of medicines, more supplies for the health center/post, 
dental care, more punctual care in the home or at the health 
post, better-trained staff, promotion of cleanliness in the 

I homes, and the continuation of the health project. 
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................................................................. 
Table 32 

Suggestions for Community Health Improvement Made by Mothers 
of Children 0-23 Months of Age participating in the 

Carabuco 1993 Household Cluster Sample Survey ................................................................. ................................................................. 
number of mothers percentage 
making suggestion (n=333) 

90 27% 

suggestion 

, more orientation or 
training 

a. orientation about 
health 

b. family orientation 
c. orientation about 

nutrition 
d. orientation about 

other health-related 
subjects such as 
hygiene, traditional 
medicine, ARI, 
diarrhea, or maternal 
health 

good, more, or better 
care in the health center 
or health post 

more medicines in the 
health posts 

family planning 

health post and/or 
auxiliary nurse permanently 
in the community 

more home visits 

environmental health, 
potable water, latrines 

greenhouses, assistance 
with agriculture/animals 

other (each with less than 
10 respondents mentioning 
the area of need) 

source: 1993 Carabuco household cluster sample survey ................................................................. 
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Other priorities mentioned during the course of interviews 
with mothers and with other community leaders at the time of the 
field evaluation in November, 1993, were described on page 74. 

IV. Carabuco Project Mortality Analysis 

The census-based, impact-oriented approach makes it possible 
to calculate mortality rates in the project population. Censuses 
of the area are updated annually. Births and deaths are 
registered at the time of routine systematic visitation of all 
homes in the project area and also when staff were notified by 
volunteers, by family members, or by other community members. 

This process has been underway in Carabuco since 1988 and 
has been described in more detail elsewhere (Perry, 1993). There 
had been an active child survival effort underway there for 
several years prior to 1988, so the initial rates which were 
measured in 1988 were not truly baseline. For the first several 
years, there appears to have been an incomplete registration of 
neonatal deaths, leading to an underestimation of the infant 
mortality rate. The data for 1991-1993 appears to be 
comprehensive and accurate. The 1993 data are for the first 10 
months of 1993. 

With these caveats in mind, let us examine Table 33 and 
Figures 11-14. For the first 10 months of 1993, an infant 
mortality rate of 64 has been observed in Carabuco which is the 
third consecutive year that a decline has been observed (see 
Figure 13 also). Prior to 1991, infant mortality rates were in 
the 36-66 range and then rose to 110 in 1991, most likely as a 
result of more complete reporting. The neonatal mortality rates 
have shown striking declines since 1991, from 66 to 21 (see 
Figure ll), while the postneonatal mortality rates have remained 
relatively constant, all in the 31-43 range (see Figure 12). 
Second-year mortality rates have shown an overall decline from 22 
in 1988 to 0 in 1993 (see Figure 14). Death rates for children 24 
months and older have been under 14 since 1988 and have remained 
at this level or lower (see Table 33). 
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................................................................. 
Table 33 

neonatal mortality rate 
(deaths in the first 
30 days of life per 
1,000 life births) 

postneonatal mortality 
rate (deaths during the 
first year of life but 
after the first 30 days 
per 1,000 live births) 

infant mortality rate 
(deaths during the first 
year of life per 1,000 
live births) 

12-23 month mortality 
rate (deaths during the 
second year of life per 
1,000 children of this 
age group) 

24-35 month mortality 
rate (deaths during the 
third year of life per 
1,000 children of this 
age group) 

36-47 month mortality 
rate (deaths during the 
fourth year of life per 
1,000 children of this 
age group) 

48-59 month mortality 
rate  (deaths during the 
f i f t h  year of life per 
1,000 children of this 
age group) 

*I993 data for January-October only 
source: Carabuco birth and death registry 
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Figure 14. 
Carabuco Second Year Mortality Rates, 

deaths per 1,000 population 

deaths per year during the second year 
of life per 1000 population of children 
of that age group 
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THE ANCORAIMES PROJECT EVALUATION 

I. Project Accomplishments and Lessons Learned 

A. Project Accomplishments 

Al. Objectives and ~ccomplishrnents Related to Each Objective 

The goals for the Ancoraimes Project as outlined in the 
Detailed Implementation Plan are described below along with the 
results of the final evaluation. In addition to these goals, 
recommendations arising from the Mid-Term Evaluation (MTE) are 
included together with the progress made in implementing these 
recommendations. 

IMMUNIZATIONS 

DIP GOAL: 50% of the children 12-23 months of age in communities 
without censuses should be completely vaccinated (i.e., 
they should have received measles, BCG, OPV3, and DPT3 
vaccinations) as should 70% of the children 12-23 
months of age in the communities with a census. 

RESULT : 

The household cluster sample survey carried out in 
Ancoraimes in October, 1993, was analyzed by hand as part of the 
on-site final project evaluation. Questionnaires for children 
12-23 months of age were analyzed for vaccination coverage. 
Children living in communities with a census and ongoing home 
visitation were compared with children in communities without a 
census and without ongoing home visitation. These results are 
shown in Table 34. 

The DIP goal was not met. Twenty-eight instead of the 
anticipated 50 percent of the children in the uncensused 
communities were completely vaccinated by the time of the final 
evaluation survey. Fifty-three percent instead of the anticipated 
70% of children in the censused communities were fully 
vaccinated. 

It should be noted, however, that the overall immunization 
coverage levels obtained at the baseline survey was only 1.5%, 
significantly lower than the 20% baseline coverage level that was 
anticipated at the time the DIP was written. Thus, given the 
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baseline immunizations levels encountered as well as the fact 
that the beginning of project activities was delayed, major 
progress was made by the Ancoraimes field staff during a period 
of only 18 months. 

Table 34 

type of vaccination 
coverage 

coverage in coverage in 
uncensused censused 
communities communities 

(n=104) (n=32) 

BCG 
measles 
DPT3 
OPV3 
scheme completed at 

time of survey 
scheme completed by 

the child's first 
birthday 

source: manual analysis of the 1993 Ancoraimes cluster sample 
household survey 

MTE RECOMMENDATION: complete an annual analysis of the number of 
vaccinations given and the estimated 
coverage. 

RESULT: 

The project staff members have been calculating the numbers 
of vaccination doses given in the Ancoraimes and estimating 
coverage on the basis of population estimates for the Ancoraimes 
Health Area. The MOH provides useful charts on which this 
information is displayed monthly. 

MTE RECOMMENDATION: seek technical assistance regarding the 
importance of neonatal tetanus in the 
project area before diminishing efforts to 
vaccinate mothers with tetanus toxoid 
vaccine. 
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RESULT : 

Efforts have continued to immunize women in the reproductive 
age group against tetanus. However, in early 1992, a pregnant 
woman in Ancorairnes being vaccinated by ARHC developed a 
placental separation several days after the vaccination. As 
described earlier in the discussion for Carabuco, it did not 
appear that this problem was a direct result of the vaccination. 
TT vaccination efforts were affected nonetheless. 

The number of tetanus toxoid vaccinations given to women in 
Ancoraimes is shown below in Table 35. The total number of 
tetanus toxoid vaccinations has increased since 1990 until the 
current year (1993), which on the surface does not appear to be 
keeping pace with the numbers given in previous years. However, 
since the data for 1993 are for only 10 months, the expected 
number of doses for the entire 12 months of 1993 would be 880 
instead of 733. This would be almost as many as achieved in 1992. 
Furthermore, the number of second and third doses of TT is 
substantially higher than in 1991 and 1992, suggesting possibly 
that the coverage of the first dose of TT is reaching a 
relatively high level in the Ancoraimes area. This is not the 
case, however, since Table 36 below demonstrates that the 
coverage of the first dose of TT among women participating in the 
Ancoraimes household survey in 1993 was only 48%. 

Table 35 

dose of TT 

year 
third 

first second or more TOTAL 

1991 
1992 
1993 (Jan-Oct) 

source: Ancoraimes Program monthly reports ................................................................. 
The coverage of tetanus toxoid immunizations among women 

participating in the 1992 and 1993 household cluster sample 
surveys is shown in Table 36. Doses were registered as being 
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given only if there was an official vaccination record available 
documenting the administration of the vaccination. 

In 1992, only 5% of women in Ancorairnes had obtained one TT 
vaccination which could be verified compared to 48% of the 
mothers in 1993. TT2 coverage increased from 2% to 29%. Thus, 
even though coverage levels at the end of the CS6 grant were 
still low, major progress had been achieved over the 18 months of 
project activity. ................................................................. 

Table 36 

percentage of with vaccination 

vaccination 
dose 

first dose 
second dose 
third dose 
fourth dose 
fifth dose 

no documented 
vaccination 

source: 1992 and 1993 Ancoraimes household cluster sample surveys ................................................................. 

DIARRHEA 

DIP GOAL: achieve a 50% usage rate of UNICEF ORT packets among 
mothers whose children have diarrhea. 

RESULT : 

According to the October, 1993, household survey in 
Ancoraimes, 37% of the children had had diarrhea during the 
previous two weeks. Only 9% of these 102 children received UNICEF 
packets of rehydration salts (see Table 37). If one considers 
home-based ORT and cereal-based fluids as types of ORT, then 14% 
of the children with diarrhea received some form of ORT during 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (ANCORAIMES) 

their most recent episode of diarrhea at the time of the 1993 
survey. 

Table 37 

percentage of children 
who received this treatment 

treatment given 

UNICEF packet-based oral 21% 9% 
rehydration fluid (9142) (91101) 

home-based oral rehydration 12% 4% 
fluid (5142) (41 101) 

cereal-based fluid 

herbal teas or similar 
fluids 

antibiotics or other anti- 2% 11% 
diarrheal medication (1142) (11/101) 

some other type of treatment 17 % 35% 
(7142) (351101) 

no treatment 

source: May, 1992, and October, 1993, Ancoraimes household 
cluster sample surveys 

Further analyses of the data for 1992 shown in Table 37 
reveals that 26% of the children (11142) received some type of 
ORT fluid (ORT packet, or home-based ORT fluid). Comparing these 
results with those obtained at the time of the 1993 household 
survey suggests that the use of ORT has diminished significantly 
over the 17 month period between the two surveys. These findings, 
together with the observation that the use of antibiotics or 
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other antidiarrheal medicines has increased from 2% to 11% of 
cases gives cause for serious concern about the knowledge and/or 
commitment of the Ancoraimes staff to ORT. 

There are several important differences to note here. First 
of all, in 1992, 18% (421229) of the children included in the 
survey had diarrhea during the previous two weeks compared to 37% 
(101/277) in 1993. This could readily be due to a seasonal 
difference since the 1992 survey was carried out in the early 
winter (April) and the 1993 survey was carried out in the early 
spring (October), A second difference which was noted during 
field discussions was that the 1993 survey was carried out by 
external non-health local people who were hired specifically to 
serve as interviewers. Many of the interviewers were local high 
school students. In 1992, the interviewers were members of the 
project staff who were trained health workers. This difference in 
the backgrounds of the interviewers may have affected the 
interpretation of the question or the answer. It is hard to 
imagine that the knowledge and use of ORT would have actually 
worsened after 17 months of vigorous field work. 

In addition, there were minor differences in the way the 
questions were asked. In 1992, for instance, there were six 
categories of response while in 1993 there were seven. The 1993 
list of responses included "cereal-based  solution^.^ This 
response was not included in 1992. Otherwise the list was 
virtually the same. However, there were still minor differences. 
For instance, in 1992 the category for medicines was "purchased 
 medicine^,^^ while in 1993 it was Ifantidiarrheal or antibiotic 
 medicine^.^^ These changes could have accounted for some of the 
differences noted, 

One possibility is that the 1993 interviewers, none of whom 
were health workers, were more likely than the health staff who 
carried out the 1992 interviews to consider mild cases of 
diarrhea as worthy of inclusion as a case of diarrhea for the 
survey. Milder cases presumably would not have merited as intense 
a use of ORT as more severe cases and therefore this could 
perhaps be one explanation for the differences observed. Another 
possibility is that at the time of the 1993 survey, there were 
actually more mild cases of diarrhea than at the time of the 1992 
survey. Earlier analysis have not shown a strong seasonal 
variation in the incidence of diarrheal cases requiring 
treatment, Whatever the explanation for these differences, it is 
still safe to conclude that there is no evidence that maternal 
use in Ancoraimes of ORT for children with diarrhea increased 
during the grant period. 

Another approach to evaluating this goal is to analyze the 
results to the questions on the 1992 and 1993 surveys regarding 
knowledge and use of ORT by all mothers in the survey, not just 
those whose child recently had had diarrhea, Table 38 compares 
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the results of these two surveys. In the 1993 survey, 39% of the 
mothers indicated that they had used ORT in the past, compared to 
32% in 1992. The percentage of mothers who had heard of ORT and 
who knew what it is used for did not change between 1992 and 
1993, but the percentage of mothers who knew how to prepare 
UNICEF packets of ORT increased from 17% in 1992 to 30% in 1993. 
These results suggest modest improvements in maternal knowledge 
of ORT preparation and as well as in the frequency of its use. 

Table 38 

had heard of oral 
rehydration therapy 

knew that ORT was used 
to treat dehydration 
caused by diarrhea 

had used ORT in the past 32% 39% 
(74/229) (108/277) 

knew how to prepare ORT 17 % 30% 
(401229) (841277) 

source: 1992 and 1993 Ancoraimes household cluster sample surveys ................................................................. 

DIP GOAL: achieve among mothers a 25% usage rate of a locally 
acceptable solution of oral rehydration fluid. 

RESULT : 

Although the Ancoraimes staff encouraged the use of 
rice-based fluids in addition to the UNICEF ORT packets, there 
was not an aggressive promotion of a home-based ORT solution. As 
we saw earlier in Table 37, only 4% of mothers of children with 
diarrhea administered "home-based oral rehydration fluiduu and 
only 4 %  administered Iucereal-based fluids." The percentage of 
mothers giving either of these two types of ORT was only 5%. 
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DIP GOAL: train volunteers in 20 communities concerning the use 
of oral rehydration fluid and the indications for 
referral 

RESULT : 

In 1992, there were 58 volunteer community health educators 
(VCHEs) trained in basic health topics including diarrheal 
disease management. Thirty-five percent (20158) of the original 
58 are still active. In 1993, 33 new VCHEs began training. The 
volunteers have come from 37 different communities. 

NUTRITION 

DIP GOAL: in communities with census-based activities, reduce by 
20% the number of children who are not gaining weight. 

RESULT : 

Sixty-eight percent of the children in the household survey 
had growth charts, and 57% had growth charts in the house. 

There are no adequate survey baseline data for comparison of 
weight gain. When the baseline survey was carried out in May, 
1992, only 4% of the children in the survey had been weighed more 
than once during the previous 12 months. 

Growth charts for children in the 10 communities with 
census-based activities were analyzed at the time of the field 
evaluation in November, 1993. Ten growth charts from each of 
these 10 communities were selected with a random start. The 
results are shown in Table 39. 

Table 40 compares the results of Table 39 with those 
obtained for Carabuco in 1990 and 1993. It is noteworthy that the 
percentage of children 0-23 months of age in Ancoraimes who are 
not gaining weight is almost three times that noted for Carabuco 
in 1993 (17% versus 6%). Also, the percentage of Ancoraimes 
children 24-59 months of age not gaining weight is almost twice 
as great as in Carabuco in 1993 (21% versus 13%) . During the next 
evaluation, we hope to observe a similar reduction as was seen in 
Carabuco in the percentage of children who are not gaining 
weight. 
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Table 39 

age group 

0-23 months 24-59 months 

weight change number % number % 

increase 
no change 
decrease 

TOTAL 41 100% 59 100% 

note: Ancoraimes data are only for the 10 communities with 
censuses 

source: review of sample of family health folders in Ancoraimes, 
November, 19 9 3 ................................................................. 

Table 40 

Ancoraimes Carabuco 

age group 

0-23 months 

24-59 months 21% 33% 13% 

source: data derived from Tables 18 and 19 (pages 60 and 61) and 
also Table 39. ................................................................. 
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DIP GOAL: in the censused communities, weigh children 0-23 months 
of age every two months and those 24-59 months of age 
every four months. 

RESULT : 

For those 10 communities with census-based activities 
underway, 10 growth charts were selected for each comrnrnunity 
using a random start. Each growth chart was analyzed to see if 
the number of monitorings was within the established norms. If a 
child under 24 months of age was monitored at least every two 
months, then the norms were considered to have been met. If a 
child 24-59 months of age was monitored every four months, then 
the norms were considered to have been met. The findings of this 
analysis are shown in Table 41. 

Fifty-four percent of the children 0-23 months of age were 
monitored according to the established policy as were 71% of the 
children 24-59 months of age. Overall, 64% of the children under 
five were monitored according to the pre-established policy. ................................................................. 

Table 41 

age group 

number of 
children 
within the 
norms 

0-23 months 22 

24-59 months 42 

TOTAL 64 

number of percentage 
children of children 
not within within the 
the norms norms 

source: review of Ancoraimes family health folders, November, 
1993 ................................................................. 
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DIP GOAL: provide 10 hours of training in nutrition to 60 
volunteers. 

RESULT : 

In 1992, there were 58 volunteer community health educators 
(VCHEs) trained in basic health topics including nutrition and 
nutritional monitoring. Thirty-five percent ( 2 0 1 5 8 )  of the 
original 58 are still active. In 1993, 33 new VCHEs began 
training. The volunteers came from 37 different communities. 

MTE RECOMMENDATION: review the SVEN nutritional monitoring data 
every six months and the growth charts themselves every six 
months. 

RESULT : 

The SVEN nutritional data is categorized on a monthly basis 
for submission to the MOH. However, there has been no analysis of 
this data on an semiannual basis nor had there been prior to the 
final evaluation any systematic study of the growth charts 
themselves. 

Although a systematic review of growth charts had not yet 
begun by the end of the grant period, it has since been 
established through a "comite de analisis de informaci6nu 
(committee for information analysis) made up of local field 
staff. Progress has been observed in the rehabilitation of 
children who are not gaining weight. Through a combination of 
maternal education and the use of "api nutricionalB1 food 
supplements, 19 out of 37 (51%) of the children with growth 
faltering were rehabilitated. 

ACUTE RESPIRATORY INFECTION 

DIP GOAL: increase by 10% the percentage of mothers who 
recognize danger signs of pneumonia. 

RESULT : 

Table 42 shows the results regarding mothers1 recognition of 
ARI warning signs in the 1992 and 1993 household cluster sample 
surveys, These findings suggest improvement in the percentage of 
mothers recognizing 14rapid and agitated respirationsB4 as a 
warning sign. 
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Table 42 

percentage of mothers who mentioned 
this as a warning sign 

warning sign number percent number percent 

1. did not know of any 37 16% 34 12% 

2. rapid and agitated 
respirations 32 14% 55 20% 

3. intercostal 
retractions 

4. loss of appetite 26 11% 20 7% 

5. fever 102 45% 130 47% 

6. cyanosis -- -- 12 4% 

7. cough 156 68% 232 84% 

source: 1992 and 1993 Ancoraimes household cluster sample surveys ................................................................. 
As Table 43 shows, the warning sign showing the most notable 

relative improvement was "rapid and agitated respirations." There 
are no striking differences apparent in the absolute percentage 
differences, and one would not expect a major change after only 
18 months of education in a relatively large rural area. There 
was, however, a 43% relative increase (from 14% to 20%) in the 
percentage of mothers who recognized rapid or agitated 
respirations as a warning sign. The percentage of mothers 
recognizing intercostal retractions, however, remained virtually 
zero. 

These data do suggest that there is a clear need for 
improvement, particularly in educating mothers about rapid 
respirations as a warning sign of serious pneumonia.... As mentioned 
previously for Carabuco, teaching Altiplano mothers to look for 
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intercostal retractions is somewhat controversial because of the 
reluctance that mothers have to undress their sick children in 
the cool or cold weather. 

Table 43 

changes in the percentage 
of mothers who mentioned 
this as a warning sign 

warning sign 

percentage 
absolute change 
percentage relative to 
difference baseline 

1. did not know of any - 4% -25% 

2. rapid and agitated 
respirations + 6% 

3. intercostal 
retractions 

4 .  loss of appetite - 4% -36% 

5. fever + 2% + 2% 

6. cyanosis -- -- 
7. cough +16% +24% 

source: data derived from Table 42 ................................................................. 
Table 44 describes the results of an analysis of health 

care-seeking behavior among mothers of children with a strong 
cough and rapid or difficult respirations. The percentage of 
mothers who reported that they sought assistance from a 
non-traditional health care provider when their child had 
symptoms of a significant respiratory infection rose from 12% in 
1992 to 28% in 1993. 
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Table 44 

percentage of mothers 
reporting that their child 
had a strong cough and rapid 
or difficult respirations 
during the previous two 14 % 
weeks 

percentage of mothers of 
children with signficant ARI 
(defined above) who sought 
assistance from the health 
center, a physician, or 12 % 28% 
other health worker (4133) (331119) 

source: 1992 and 1993 Ancoraimes cluster sample household surveys 

The marked increase in the percentage of children with 
significant ARI in October, 1993, compared to May, 1992, is 
consistent with a previously observed seasonal effect. October is 
the end of the winter on the Altiplano. In an analysis of the 
numbers of childhood ARI cases treated by month in Carabuco 
between 1987 and 1991, September and October had a much higher 
average number of cases than did April and May (Perry, 1992, p. 
73). 

DIP GOAL: provide 10 hours of training to 60 volunteers 
concerning the detection, treatment, and referral of 
patients with ARI. 

RESULT : 

In 1992, there were 58 volunteer community health educators 
(VCHEs) trained in basic health topics including ARI detection 
and management. Thirty five percent (20/58) of those VCHEs 
trained in 1992 were still active at the end of 1993. In 1993, 33 
new VCHEs began training. 
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MTE RECOMMENDATION: promote the importance of ARI in the 
communities. 

RESULT : 

The Ancoraimes staff have given priority in their home 
visitation and in their meetings with community members to 
emphasize the importance of pneumonia as a cause of death in the 
project area and to stress the importance of warning signs as 
indicators of the need for antibiotic treatment. 

As described elsewhere (see pp. 68-69), field staff from 
Ancoraimes as well as from Carabuco, Mallco Rancho, and Sipe Sipe 
all received training through PROCOSI in participatory styles of 
nonformal education regarding ARI. The ARHC staff attending this 
PROCOSI seminar shared their experience with other ARHC local 
field staffs at the time of their monthly continuing education 
conferences. 

As a result of these experiences, the field staffs are now 
working together on standardizing health educational messages in 
Aymara and Quechua regarding ARI. In Carabuco and Ancoraimes, 
field staff have learned to make home-brewed cough syrups to be 
used in connection with teaching mothers to recognize danger 
signs of ARI. 

REPRODUCTIVE HEALTH 

MTE RECOMMENDATION: carry out verbal autopsies for all the deaths 
of women in the reproductive age group. 

RESULT : 

From April 1, 1992, until October, 1993, there were three 
deaths among women of childbearing age which were registered in 
Ancoraimes. One was due to retention of the placenta, one to 
lightning, and one to poisoning. None of these deaths had a 
verbal autopsy. 

The verbal autopsy protocol in Ancoraimes is still not being 
systematically and comprehensively applied in a timely fashion, 
especially for adults. This is an area which needs further 
strengthening since there is a growing recognition among the 
project leadership in Bolivia that both verbal autopsy analysis 
and discussion of the autopsy results among field staff is 
critical for ongoing assessment of program impact as well as 
valuable for training and motivating the staff. 
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MTE RECOMMENDATION: develop a strategy to train family members of 
pregnant women in safe and clean home delivery practices. 

RESULT : 

There have been no formal educational programs for family 
members of pregnant women regarding safe and clean home delivery 
practices. Nevertheless, there has been substantial informal 
training during home visits and at the time of community health 
talks. Health educational materials appropriate to the Altiplano 
area of Bolivia regarding maternal health have recently been 
developed by one of ARHC1s technical staff, Dr. Carolina Hilari. 
These educational materials include information about safe and 
clean home delivery practices, 

The delay in instituting formal educational programs for 
family members of pregnant women has been due to a lack of 
funding for maternal health activities and the lack (until 
recently) of appropriate educational materials. Dr. Hilari has 
worked closely with PROCOSI during the grant period to develop 
appropriate educational materials for mothers and their families. 
During 1994, the Ancoraimes project plans to provide training in 
safe delivery practices for at least one TBA and one other person 
from each community in the Ancoraimes area. 

MTE RECOMMENDATION: 
family planning 
national family 

RESULT : 

Family planning 
Health Project. One 

encourage and train the staff to provide 
services, possibly with the assistance of a 
planning organization. 

services are now offered by the Ancoraimes 
of the rural health technicians there, Ms. 

Rosa Patiiio, has been given supervisory responsibility for f&ily 
planning activities. She has been assisted by the project's 
Executive Director, Dr. Maria Elena Ferrel, who is also a woman. 

This has all been accomplished even though family planning 
activities for Ancoraimes were not included in the DIP nor were 
they supported with AID Child Survival funds. Additional funding 
to support family planning activities in Ancoraimes as well as in 
other ARHC sites is now being sought from other funding sources. 
In addition, coordination with other PVOs  in Bolivia which have 
strong family planning activities is now beginning to occur. 

During the 12 month period ending on October 31, 1993, there 
were 5 women who received birth control pills and 77 men who 
received condoms. The CS9 grant proposal calls for increasing 
emphasis on family planning activities in all of ARHC's project 
areas, This includes promotion of family planning, provision of 
family planning services, collaboration with family planning 
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organizations in Bolivia and in the US, and promotion of 
prolonged breastfeeding as a means of natural birth spacing. 

MTE RECOMMENDATION: promote the referral of high-risk pregnancies 
to a higher level of medical care. 

RESULT : 

There has been some progress in referring women in the 
Ancoraimes area who are experiencing a complication of 
childbirth. In most cases, this requires a Caesarean section. It 
is usually necessary to transport patients to La Paz, three hours 
away, for appropriate care. 

MTE RECOMMENDATION: at the time of planned project evaluations, 
obtain the opinion of the community about the quality of the 
program, its achievements, and the communityls perceived 
health priorities. 

RESULT : 

The MTE as well as the final evaluation have both included 
extensive discussions with community members about the project 
itself as well as about the community's perceived health 
priorities. The community perception of the health project was 
assessed in the 1992 and 1993 household surveys. As shown in 
Table 45, there has been a notable change in the ratings of the 
health project by mothers. 

At the time the ARHC/IEMB collaboration began in 1992, 66% 
of the mothers had no opinion about the quality of health care in 
the Ancoraimes area compared to 26% in 1993. Among all the 
mothers interviewed in 1992, 21% rated health care services as 
excellent or good. In 1993, 69% of all the mothers interviewed 
rated the program as excellent or good. Comparing only those 
mothers with an opinion, the percentage rating the project as 
excellent or good rose from 62% in 1992 to 92% in 1993. In almost 
all cases, these were women who had actually received services 
from the Ancoraimes Health Program 

These findings demonstrate strong progress in the 
improvement of the image of the program in the eyes of the 
community. 
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Table 45 

How do you rate the care 
you received from the 1992 1993 
Ancoraimes Health Project? (n-229) (n=277) 

among all respondents: 

excellent 

good 

fair 

bad 

no opinion 

TOTAL 100% 101% 
(2291229) (2771277) 

among only those respondents 
with an opinion: 

excellent 

good 

fair 

bad 

source: 1992 and 1993 Ancoraimes cluster sample home surveys ................................................................. 
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The achievements of the program mentioned by community 
members during focus group discussions held in November, 1993, as 
part of the final field evaluation included the following: 

a. provision of nutritional supplements for malnourished 
children; 

b. health care for our children; 
c. health education for mothers; and, 
d. improvement in the care provided at the Ancoraimes Health 

Center/Hospital. 

The communitiest health priorities as described by mothers 
at the time of the 1993 cluster sample household survey in 
response to the question What are your suggestions to improve 
health in you ~ommunity?~ are listed in Table 49 on page 165. The 
most frequently expressed need was "more or better health careu 
(52%) or "medicinestf (30%). tfEducation and trainingn and "family 
planninggt were mentioned by 13% and 9%, respectively, of the 
mothers. 

Priorities expressed during focus group discussions with 
community members at the time of the field evaluation in 
November, 1993, included: 

a. the project should give as much attention to adult health 
as it does to child health; 

b. we need health posts with their own permanently-based 
health worker and with basic medicines which are readily 
accessible to the people of the Ancoraimes Health Area, 
some of whom now live more than four hours away from any 
health facility; 

c. we need more training about prevention and treatment of 
childhood illnesses, preparation of traditional 
medicines, preparation of nutritious foods, family 
planning, literacy, home improvements, weaving, and 
animal health; 

d. the sick people in our communities need assistance; and, 
e. it would be better to carry out the home visits earlier 

in the morning or later in the afternoon. 

HEALTH VOLUNTEERS 

DIP GOAL: train 60 health volunteers (community health 
educators), approximately 15 for each censused community. 

RESULT : 

There were 58 volunteers trained in 1992 and 58 in 1993. The 
58 trained in 1993 included 20 who had been trained in 1992 as 
well. Of the 58 trained in 1992, 20 remain active. Of the 58 
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trained in 1993, 53 remain active. 

MTE RECOMMENDATION: increase the number of volunteer community 
health educators, and reduce their responsibilities to: 

1. detect and record vital events, pregnancies, and 
illnesses; 

2. provide oral rehydration salts packets and advice 
regarding their use; 

3. advise mothers regarding when to seek antibiotic 
treatment for ARI, when to give ORT treatment for 
diarrhea, and when to seek referrals for high-risk 
pregnancies; 

4 .  assist the community auxiliary nurses with 
immunizations and nutritional monitoring; and, 

5. assist the community auxiliary nurses with the 
annual community census. 

RESULT : 

There is still considerable discussion and controversy 
regarding the selection, training, and utilization of volunteers 
in the Ancoraimes Health Area. Training has included such topics 
as immunizations, ARI, diarrhea, maternal health, scabies, 
tuberculosis, nutrition, and environmental health. 

MTE GOAL: analyze the current problems associated with the 
training and functioning of volunteer community health 
educators (VCHEs) in local focus group discussions and 
possibly seek technical support as well. 

RESULT : 

At the time of the final evaluation, extensive discussions 
were carried out among the field staff about the issues of 
selection, training, utilization, and retention of VCHEs. There 
was also discussion of these issues at the time of focus group 
discussions with local community people as part of the final 
evaluation exercise. Some of the points brought out in these 
discussions are described below. 

One of the focus groups of mothers from one local community 
stated that the volunteer community health educators (VCHEs) were 
not respected in their communities and that one of the reasons 
for this is that they do not have medicines to dispense. The 
Ancoraimes field evaluation team focused on the lack of 
"incentivesn for VCHEs as being a major drawback to their 
continuation. Ms. Lourdes Aquize, Health Facilitator for the PLAN 
INTERNATIONAL Altiplano Project, informed the group that their 
project volunteers receive three "incentivesu which have proven 
to be helpful in reducing volunteer turnover and have a very low 
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financial cost. These "incentivesn were: 

a, the health volunteer does not have to participate in 
obligatory community work; 

b. the community improves the volunteer's house; and, 
c. the volunteer does not have to pay a consultation fee to 

the health project when he or she becomes ill. 

There is an urgent need to consolidate the VCHE experience 
in Ancoraimes, in ARHC1s other project areas, as well as in other 
child survival programs in Bolivia so that new, more realistic, 
and more appropriate plans for the selection, training, and 
utilization of VCHEs can be developed and so that implementation 
of these plans can move ahead. 

MTE GOAL: try to include traditional midwives and other local 
traditional healers in the network of volunteers and 
informants. 

RESULT : 

This has not been carried out. Because of the enormous 
effort involved in beginning project activities in the Ancoraimes 
area during this grant period, it has not yet been possible to 
carry out this recommendation. As noted previously, however, 
progress has been made in Carabuco in establishing contact with 
traditional birth attendants and also in promoting interchange 
among themselves and with project staff. This experience will 
help to guide similar efforts in Ancoraimes in the future. 

HEALTH EDUCATION 

MTE RECOMMENDATION: reduce the number of health education 
messages and measure the changes in behavior which are being 
recommended. 

RESULT : 

There has been a concerted effort to simplify and to make 
more effective the health education messages provided by the 
community auxiliary nurses in group meetings and during home 
visitation. As our review of the findings for Ancoraimes of 
maternal knowledge regarding ARI warning signs and maternal 
knowledge/use of ORT has indicated, there are still major 
challenges ahead to improve these messages and their impact on 
related behaviors. 
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CBIO METHODOLOGY 

DIP GOAL: complete a census and begin routine systematic home 
visitation in 15 communities. 

RESULT : 

At the time of the evaluation, censuses had been completed 
in 10 communities. In all 10 of these, routine systematic home 
visitation was underway. The policy of the Ancoraimes project is 
to visit in censused communities those families with a child 
under 24 months of age every two months and to visit families 
with children 24-59 months of age every four months. Other 
families are supposed to be visited every six months. 

For each of the 10 communities in the Ancoraimes Health Area 
with a census, 10 family health folders were reviewed. A random 
start was chosen, and then every %thw family health folder was 
selected. For example, if a community had 100 homes, then every 
tenth folder would be selected. 

Families were categorized as (1) those with at least one 
child under 24 months of age, (2) those with no children under 24 
months of age but at least one child 24-59 months of age, and (3) 
other families. 

The results of the analysis are shown in Table 46. 
Thirty-nine percent of the homes with children 0-23 months of age 
in censused communities received home visits at least every two 
months during the previous twelve months, and 70% of the homes 
with older children only were visited every four months. 
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Table 46 

family 
category 

homes with children 
0-23 months of age 
(policy to visit 
every two months) 

homes with no 
children 0-23 months 
of age but with 
children 24-59 
months of age (policy 
is to visit every 
four months) 

other homes 
(policy is to visit 
every six months) 

percentage of 
homes with the 
frequency of visits 
within the policies 
established by the 
program 

source: review of family health folders, November, 1993 
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A2. Circumstances Aiding or Hindering the Achievement of Project 
Objectives 

The Ancoraimes Health Project and the Sipe Sipe Health 
Project are ARHCts newest, both having been in existence since 
1992. The initiation of field activities began later than 
originally envisioned and this had an effect on the ability of 
the new projects to achieve their objectives. The major reason 
for these delays were related to complications of staff 
deployment and delays in establishing basic project operating 
systems. 

The opinion of the evaluation team was that even though the 
Ancoraimes project had gotten off to a slow start and many of the 
DIP goals were not met, the project is now functioning well and 
should show strong progress over the three years of the CS9 grant 
(October, 1993 - September, 1996) . 
A3. Ancoraimes Final Evaluation Survey Results 

The results of the final evaluation household survey is 
included in Appendix 11. The results of the key indicators of 
child survival project performance for the Ancoraimes Health 
Project are shown in Table 46. 
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Table 4 6  

indicator result 

1. initiation of breast-feeding 

percent of children less than 24 months of age 
who were breastfed during the first eight 61% 
hours after birth 

2 .  exclusive breast-feeding 

percent of infants under four months of age 
who were given only breast milk 

introduction of foods 

percent of infants between five and nine months 
who are being given solid or semi-solid 
foods 

4. persistence of breast-feeding 

percent of children between 20 and 24 months 
who are still breast-feeding (and being 
given solid/semi-solid foods) 

5. continued breast-feeding 

percent of children (less than 2 4  months) with 
diarrhea during the past two weeks who 
were given the same amount or more of 
breast milk 

6. continued fluids 

percent of children (less than 24 months) with 
diarrhea in the past two weeks who were 
given the same amount or more fluids 53% 
other than breast milk (35166) ................................................................. 
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7. continued foods 

percent of children less than 24 months with 
diarrhea during the past two weeks who 
were given the same amount or more food 

8 .  ORT use 

percent of children (less than 24 months) with 
diarrhea during the past two weeks who 
were treated with ORT: 

defined as packets of ORT salts 
of ORT salts) 

defined as ORT packets or home-based ORT 14% 
or cereal-based solutions (14/101) 

defined as any oral liquid (including 
ORT, other liquids, or teas) 

9. medical treatment of pneumonia 

percent of mothers who sought medical treatment 
for child (less than 24 months) with 
cough and rapid, difficult breathing 
in the past two weeks: 

medical treatment defined as assistance 28% 
from a modern health care provider (331119) 

medical treatment defined as assistance 
from a modern or a traditional health 3 1% 
care provider (371119) 

10. EPI access 

percent of children 12-23 months of age who 72% 
received DPTl (97/134) 

11. EPI coverage 

percent of children 12-23 months who received 35% 
OPV3 (471134) 
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12. measles coverage 

percent of children 12-23 months of age who 
received measles vaccine 

13. drop out rate 

percent change between DPTl and DPT3 doses 
[(DPTl-DPT3)IDPTl x 1001 for children 
12-23 months 

14. maternal card 

percent of mothers with a maternal card for 
the birth of the youngest child less 
than 24 months of age (this percentage 
includes those mothers who said they had 
a card but this could not be verified) 

15. maternal tetanus toxoid coverage 

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

16. one or more ante-natal visits (card) 

percent of mothers who had at least one 
ante-natal visit (card) prior to the 
birth of her youngest child less than 
24 months of age 

17. modern contraceptive usage 

percent of mothers with children less than 
24 months of age who desire no more 
children in the next two years (or who 
are not sure) and are using a modern 
contraceptive method 

source: 1993 Ancoraimes household cluster sample survey ................................................................. 
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B. Lessons Learned 

See pages 11 - 27. 

11. Ancoraimes Project Sustainability 

A. Sustainability Status 

Al. Termination of AID Funding for Child Survival Activities 

CS6 funding for Ancoraimes did not actually begin until well 
into 1992, so that the progress reported here represents only 
about 18 months of project effort. Ancoraimes is included in 
ARHC1s new CS9 grant which will continue through the fall of 
1996. 

A2. ARHC1s Plans for  isc continuation of Child Survival Activities 

ARHC anticipates continuing its presence in Ancoraimes for a 
number of years. ARHC1s involvement will be needed in Ancoraimes 
for an extended period of time, but perhaps with gradually fewer 
resources being provided by ARHC. 

A3. Phase Over of ~esponsibility and Control to Local 
Institutions 

ARHC has been in the process for several years of 
establishing a Bolivian Board of Directors. Although ARHC has 
maintained legal status in Bolivia, it has been as a branch of a 
US-based entity. Papers are now being finalized to establish the 
"Consejo de Salud Rural AndinoN as a free-standing Bolivian 
institution with its own Board of Directors. The Board now 
exists, is chaired by an outstanding Bolivian public health 
physician, Dr. Jorge Velasco, and meets regularly. The US Board 
of ARHC anticipates a gradually growing role of the Bolivian 
board for Bolivian ARHC operations. 

The Ancoraimes Health Project is a joint venture of ARHC 
with the Bolivian Methodist Church and the MOH. The Church has 
been responsible for health care in the Ancoraimes Health Area 
for the past 25 years, but in recent years the quality of the 
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program has diminished. Consequently, the number of services 
provided by the program there had declined substantially. The 
local community leaders requested ARHC8s assistance in 
rejuvenating health care for the area. ARHC expects to assist the 
Ancoraimes Health Project to achieve results similar to those 
attained in nearby Carabuco and then gradually reduce its level 
of support, both technical and financial, so that the local 
people, the Bolivian Methodist Church, and the MOH can perform a 
stronger role while at the same time maintaining the quality and 
quantity of services which have been attained. 

Since the beginning of the project in Ancoraimes in 1992, 
there has been an active collaboration with local community 
leaders. It appears, because of the substantial size of the 
Ancoraimes Health Area, that it will be necessary to decentralize 
the project around a series of community health posts as was 
achieved in Carabuco. Some of the outlying communities are over 
four hours away from the Ancoraimes Health Center/Hospital. 
Strong community involvement will be needed for deciding where 
these posts should be, for mobilizing community political support 
to push for assistance from the MOH in obtaining MOH personnel 
for the community-based health posts, for helping to build the 
posts themselves, and for participating in the supervision and 
administration of the health activities at each post. 

B. Estimated Recurrent Costs and Projected Revenues 

B1. Child Survival Activities Seen by Project Management as Most 
Effective and Worthy of Sustaining 

There is a strong sense on the part of local field 
management staff in Ancoraimes as well as on the part of ARHCfs 
higher management in La Paz and in the US that the census-based, 
impact-oriented (CBIO) approach is working well and should be 
maintained. The CBIO approach involves routine systematic home 
visitation, vaccination in the home, registration of vital 
events, nutritional monitoring and nutritional education at the 
time of home visitation, ORT training and support during home 
visitation, and treatment of ARI in the home. High-risk mothers 
and children receive more frequent home visitation. Although this 
methodology at present is in place in only 10 of the 51 
communities in the Ancoraimes Health Area, there is a commitment 
of the staff there and of the La Paz ARHC staff to continue to 
expand this approach to cover the entire Ancoraimes Health Area. 

The integration of child survival interventions with more 
comprehensive primary care services and with the MOH1s services 
for the Ancoraimes Health Area has worked well and management 
staff want to see this continue. 
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Ongoing Expenditures After Termination of Child 
Survival Support 

Once AID Child Survival funding terminates for the 
Ancoraimes Health Project, the major challenge for ARHC and the 
Bolivian Methodist Church will be to find funds to continue 
logistical, technical, and administrative support and to find 
additional funding for local field staff salary support. 
Transportation is a critical need, and well-maintained, reliable 
four-wheel drive vehicles are a necessity to continue project 
operations. This has proven to be expensive. Technical and 
administrative support will continue to be a critical need. 
Although there will probably be strong political pressure from 
the communities in the Ancoraimes Health Area for the MOH to 
support a number of auxiliary nurses at community health posts, 
it is highly unlikely that the MOH will be able to provide all 
the support that will be needed. ARHC is committed to reducing 
recurring costs as one important way of achieving eventual 
sustainability. 

B3. Estimate of Ongoing External Financial Needs 

A conservative guess is that, once AID funding terminates, 
it will be necessary for ARHC to continue to provide at least 
$60-80,000 per year in the near future to maintain project 
operations there. The Ancoraimes Health Area contains 50% again 
as many people as the Carabuco Health Area (14,000 versus 9,500), 
and its geographic size is about twice as great. 

ARHC's Bolivian counterpart NGO (Consejo de Salud Rural 
Andino) is having some success in obtaining funds from several 
other international funding agencies as well as from churches and 
individuals in Germany to support the Ancoraimes project. 

If local annual per capita costs can be reduced to $6-7, and 
if locally generated income along with MOH support can be 
increased somewhat, within the next five to seven years almost 
half of ongoing project costs would be provided with MOH and 
locally generated funds. Because of the extreme poverty of this 
area, it is unlikely that more than half of the project's 
recurring expenses can be sustained without external ARHC or 
Bolivian Methodist Church funds unless resources from the MOH 
increase substantially. 

B4. Are Costs Reasonable? 

ARHC is searching for new strategies which will make it 
possible to maintain the basic concepts of the CBIO approach 
while reducing costs. An annual cost of $6-7 per capita appears 
at present the minimum expenditure possible without a major 
reduction in the quality of project operations. At the present 
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time, local field costs for the Ancoraimes Health Project are 
running about $80 - $90,000 per year, which is about $6 - $7 per 
capita. Unfortunately, this level of resources is not sufficient 
to extend the CBIO approach to the entire Ancoraimes Health Area. 

B5. Projected Revenues After AID Funding Ceases 

ARHC's goal is to establish a high-quality, sustainable 
primary health care project which is making a measurable impact 
on infant and child mortality. Since the Bolivian Methodist 
Church has been directing health care activities there for many 
years, ARHC sees its role as strengthening the Church's capacity 
to maintain a sustainable high-quality health care project in the 
area. The Church has access to external funds which it can use, 
if it chooses, to provide support for its health activities in 
Ancoraimes. Financial support from the Bolivian Methodist Church 
for the Ancoraimes Health Project is currently approximately 
$10-15,000 per year. ARHC hopes that church support will begin to 
increase in the near future, making it possible for ARHC to begin 
to gradually diminish its support. 

Funding for ARHCts activities in Ancoraimes comes from a 
variety of sources in addition to AID and ARHC's individual 
donors. Continued ARHC financial support is anticipated for the 
indefinite future to continue project operations. As mentioned 
above, $60-80,000 in external support will be needed for the next 
5-8 years in the Ancoraimes Health Area to support program 
operations. ARHC hopes that the Bolivian Methodist Church will 
eventually be able to contribute half of that amount, leaving 
ARHC with a responsibility for $30-40,000 per year. 

B6. Costs Which Are Not Likely to Be Sustainable 

Logistical, administrative, and technical support for 
Ancoraimes operations will be difficult to maintain over the 
long-term without some external financial assistance. Eventually, 
we anticipate that local salaries and local project expenses will 
become sustainable with locally-generated funds and with MOH 
salary support. Unfortunately, this is many years away. 

B7. Lessons Learned Regarding Costs and Revenues 

The Ancoraimes Health Project has not been in existence long 
enough yet to draw any lessons regarding costs and revenues. 
However, there is growing consensus withing ARHC that 
clinic-based curative health services which patients perceive to 
be of good quality will increasingly be able to generate funds 
that can be used to support preventive services for everyone and 
to support health care for poorer families. This will require 
continued attention to the quality of the staff and equipment and 
to "marketingw curative services to the local community. Field 
staff have the impression that a significant number of patients 
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from the Ancoraimes Health Area are going to La Paz for curative 
care. Some of this care could be provided locally if there were 
more confidence in the local health services. 

C. Sustainability Plan 

C1. Project Staff Interviewed 

All Ancoraimes field staff were interviewed along with the 
ARHC Bolivian National Director (Mr. Nat Robison) and the US ARHC 
Executive/Program Director (Mr. David Shanklin). The field staff 
include the Executive Director for the Ancoraimes Health Project 
(Dr. Maria Elena Ferrel), the local staff physician (Dr. Hernan 
Castro), the local field supervisor (Mr. Simon Saavedra), two 
rural health technicians (Mr. Simeon Barrera and Ms. Rosa 
Patifio), three auxiliary nurses, two paid community health 
promotors, and four volunteer community health educators. The 
project design was worked out primarily by the US ARHC 
Executive/Program Director with the ARHC Bolivian National 
Director. Implementation was carried out by the project's 
Executive Director and local field staff. Monitoring and 
evaluation has been carried out by all of the above together with 
ARHC1s Program Advisor (Dr. Henry Perry). ARHC has developed a 
participatory style of evaluation that includes all local field 
staff. 

C2. The Project's Plan for Sustainability 

Briefly stated, ARHC1s plan for sustainability of the 
Ancoraimes Health Project is to gradually reduce overall project 
costs by reducing local paid staff to a minimum, increase 
locally-generated fee-for-service income, and increase the 
contributions provided by the Bolivian Methodist Church and the 
MOH. ARHC1s Bolivian National Director feels that, because of the 
extreme poverty of the area, it will be 15-25 years before the 
Ancoraimes project is fully sustainable. The goal during the next 
five to eight years is to increase MOH and locally generated 
income to cover 50% of project costs, to reduce overall local 
project costs to $6-7 per capita, and to increase the support 
from the Bolivia Methodist Church to be at least as great as the 
support provided by ARHC. 

C 3 .  Sustainability-Promoting Activities Carried Out 

In Ancoraimes, there has been a strong effort from the 
beginning to make curative services supportable with local 
income. This has not been easy because of the extreme poverty of 
the area. No medicines, for instance, are provided free of charge 
even if the medicines were donated. There is one exception to 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (ANCORAIMES) 

this: if the patient clearly is unable to pay and the medical 
condition is serious. 

Another sustainability-promoting activity which has been 
undertaken is the rental of some of the buildings at the 
Ancoraimes Health Center/Hospital to other groups looking for a 
place to hold seminars or meetings. There is an underutilized 
building with a large meeting area and an adjacent kitchen. The 
building is a useful resource for commmunity groups and other 
development programs in the area. 

C4. Evaluation of Sustainability Plan 

As mentioned previously, there has been envisioned at ARHC 
the elaboration of a detailed document outlining a sustainability 
strategy. This document is now being written and will serve as 
the basis for more detailed policies which will enable ARHC to 
develop and to monitor sustainability more carefully. 

C5. Contributions From Counterpart Institutions to Project 
Activities 

The agreements with the MOH for vaccines, vaccination 
supplies, TB medicines, and salary support were met as agreed to 
with the exception that there were from time to time temporary 
lapses in the availability of some of the vaccines. 

Prior to the initiation of project activities in Ancoraimes, 
there were no auxiliary nurses for the 14,000 people residing in 
this large health area. Since then, however, the MOH has 
partially supported two of ARHC1s staff who are rural 
technicians. These two people (Simon Saavedra and Rosa Patii5o) 
each receive from the MOH an auxiliary nurse salary which is 
supplemented by ARHC. The project also supports another auxiliary 
nurse who does not receive MOH salary support. 

The Bolivian Methodist Church expected at the initiation of 
this joint project to provide approximately $12,000 a year for 
expenses. To date, the church has met its obligation. 

C6. Reasons for Success or Failure of Counterpart Institutional 
Support 

Although MOH salaries are low, the MOH is reliable in paying 
them. The donated materials such as vaccines, vaccination 
supplies, and TB medicines are provided to the MOH by 
international donors such as AID, so they are generally available 
as well. Even so, there are occasional interruptions in supplies 
which have affected project operations during the grant period. 

The collaboration with the Bolivian Methodist Church has 
so far been remarkably productive even though the Church has been 
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preoccupied with internal political conflicts at the national 
level. The strong desire of the comunities for an improved health 
program in the Ancoraimes area together with the Church's 
inability to respond on its own to this community need has made 
ARHCts contributions welcome. 

D. Monitoring and Evaluation of sustainability 

Dl. Indicators Used to Track Sustainability Outputs and Outcomes 

Although extensive financial data for the Ancoraimes project 
are in-hand, it has not yet been possible to thoroughly analyze 
them and monitor progress toward financial sustainability as ARHC 
has been able to do in Carabuco. 

D2. Do These Indicators Show Any Progress? 

See above. 

D3. Qualitative Data Suggesting Changes in Sustainability 

The discussions held with community members in the 
Ancoraimes Health Area (both leaders and mothersr clubs) at the 
time of the final evaluation in November, 1993, suggest that 
there is a strong interest among the women of the area in 
becoming involved in income-generating activities which would 
benefit them and their families individually but which would also 
provide support for health-related activities. 

D4. In-country Agencies Participating in Project Design, 
Implementation, or Evaluation 

Bolivian Methodist Church representatives have participated 
with ARHC in all aspects of the project including design, 
implementation, and evaluation. The Johns Hopkins PVO Child 
Survival Support Program Latin American Regional Office provided 
important assistance with the design of the final evaluation 
cluster sample survey and with the training of the supervisors of 
the survey. CARE and PLAN INTERNATIONAL field staff also 
participated in the field evaluation activities. 

D5. Sustainability Recommendations Made by Technical Reviewers of 
the Initial Proposal and DIP 

In the technical review of the initial proposal, the 
following recommendations were made: 

a. clarify the MOH1s role in the revolving drug fund; 
b. consider more cost-effective approaches to ensure 
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continuation of the project after termination of 
ARHC funding (such as reducing the level of home 
visitation, focusing on high-risk infants, and 
shifting to service delivery at fixed and outreach 
sites) ; 

c. give more attention to strengthening MOH capacity, 
not just supplement MOH activities; and, 

d. increase training and support of non-professional 
community health workers since this would decrease 
reliance on higher salaried staff. 

Concerns raised in the technical review of the DIP were the 
following: 

a. develop a more detailed sustainability plan; 
b. document lessons learned (success and failures) to 

date in the sustainability of the original child 
survival project ; 

c. review the experience with cost recovery; 
d. test income generation, community financing, fee- 

for-service, and so forth in new areas; 
e. develop sustainability indicators since none were 

presented in the DIP; 
f. reduce recurrent costs and raise more local 

revenues ; 
g. increase information feedback to the communities so 

they will be more aware of the services provided by 
the project and thus more willing to provide 
continuing financial support. 

In Ancoraimes, the policy for the revolving drug fund has 
been clarified. All medications except TB medicines are included. 
The MOH no longer provides any other medicines free of charge. In 
the past, the MOH did not allow charges for penicillin injections 
for infants and children with ARI. This is no longer the case, 
and ARI medicines must now be obtained from other sources. 

In spite of the obvious cost savings of service delivery at 
fixed sites, the Ancoraimes staff have found the home-based 
delivery of services to be so effective that they have preferred 
to rely heavily on this. Furthermore, because of the absence of 
health posts in the area at present, it is almost impossible to 
provide services at fixed delivery sites. Thus, a reduction in 
the numbers of home visits in Ancoraimes will not be indicated 
for some time. 

The current information suggests that the infant and second 
year death rates in Ancoraimes are substantially higher than 
those for Carabuco. Once these rates in Ancoraimes decline to a 
more optimal level and once there are readily accessible health 
posts, it will become possible to begin to reduce the number of 
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home visits through a more precise targeting strategy. 

The incorporation of MOH personnel into the project staff 
means that all the training provided by ARHC staff in Ancoraimes 
is received by the MOH staff assigned to the project. It is also 
quite common now for MOH staff from other geographic areas to 
come and visit all of ARHC1s projects, including the Ancoraimes 
project, because of the projectst growing reputation as promising 
new approaches to health care delivery. Although there has been 
over the years at the MOH a lack of understanding of ARHC1s CBIO 
approach, there now appears to be a growing enthusiasm within the 
MOH for ARHC1s work and an eagerness for ARHC to expand its work 
to the district level and participate in the development of 
"model health districtsu for the country. 

There has been a growing recognition that an increased 
reliance upon volunteer health staff represents one partial 
solution to the problem of sustainability. Consequently, 
considerable staff time and energy have gone into the training of 
volunteer community health educators (VCHEs). The results of 
these efforts in Ancoraimes have been more successful than in 
ARHC1s other AID-supported child survival projects. In 1992, the 
Ancoraimes Health project trained 58 VCHEs. ~hirty-eight did not 
continue their involvement, resulting in a desertion rate of 66% 
(38/58). However, with the incorporation of 33 new VCHEs in 1993 
who completed their training, there were at the time of the final 
evaluation exercise in November, 1993, 53 VCHEs still active in 
the Ancoraimes Health Area. There is uncertainty at present, 
nonetheless, about the most approporiate policies for the 
selection, training, and responsibilities of these VCHEs. 

There has been a long-standing recognition of the need for a 
comprehensive sustainability plan for ARHC1s activities in 
Bolivia. Plans are underway for this finally to be completed in 
1994. All of the lessons learned (both positive and negative) 
with respect to sustainability have still not been carefully 
analyzed. Such an analysis will, however, be carried out and will 
serve as important background information for ARHCts new 
comprehensive sustainability strategy. 

The pilot testing of new approaches such as community 
financing schemes, income generation schemes, and increased 
fee-for-service revenues has not received a high priority in 
Ancoraimes so far because of the enormous effort required by the 
local staff to initiate community healht activities and to 
improve curative services. 

Since the ~ncoraimes project is still in an early phase, 
feedback to the communities has included only the results of the 
census work in which the communities themselves participated. 
Discussions of health problems have been held during community 
assembly meetings as well, however. 
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D6. Results of Recommendations for Sustainability Arising from 
the MTE 

The recommendations arising from the MTE were as follows: 

a. establish realistic objectives for sustainability; 
b. involve community leaders in sustainability issues 

to a greater degree; 
c. explore the possibility of analyzing the 

sustainability of similar other health programs in 
Bolivia; and, 

d. consider the provision of a course in leadership and 
management skills for community leaders. 

Although progress has been slow and a detailed 
sustainability strategy document will not be available until 
later in 1994, increased thought and discussion about these 
issues has been a major characteristic of ARHC during the past 
three years. For example, there has been since the beginning of 
the Ancoraimes project a stronger involvement of community 
leaders than was the case in nearby Carabuco. 

The proposed course in leadership and management skills for 
community leaders was carefully considered for inclusion in the 
CS9 proposal, but funding constraints made it necessary to delete 
it from the grant. 

E. Community Participation 

El. Community Members Interviewed: 

a. 20 women representing the community of Chuntamarca; 
b. 11 women and three authorities (men) for the communities 

of Corpa Grande and Chinchaya; and, 
c. eight community leaders (all men) representing eight 

different communities in the Ancoraimes Health Area; 

E2. Child Survival Activities Perceived as Being Effective at 
Meeting Current Health Needs 

The community members interviewed felt that the most 
beneficial aspects of the project included the provision of llapi 
nutricionalw (the local high calorie/high protein food 
supplement) for malnourished children, the health services 
provided for the children, and the training of women in ORT use 
and in improved nutrition. The improvement in the medical care 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (ANCORAIMES) 

provided at the Ancoraimes Hospital/Health Center was also 
mentioned. 

E3. Activities Carried Out to Help Communities Meet Their Basic 
Needs and Sustain Effective Child survival Activities 

Activities mentioned by the community members who were 
interviewed included the following: 

1. immunization of mothers and children; 
2. growth monitoring of children; 
3. home visitation; and, 
4. provision of medicines for sick children 

E4. How Did Communities Participate in the Design, 
Implementation, and/or Evaluation of the Project? 

The Ancoraimes Health Project staff have had extensive 
discussions with community members and their leaders regarding 
the new community health initiatives which the project has 
undertaken during the 18 months prior to the final evaluation. 
Thus, the communities have been involved in the initiation of 
child survival activities in their communities. 

The first 18 months of project activities have stimulated a 
strong interest on the part of community leaders throughout the 
Ancoraimes Health Area, especially among those from the more 
isolated communities. These leaders are now in active dialogue 
with ARHC project leadership about how and when project 
activities will be expanded to their local communities. 

There was a strong participation of local community leaders 
and local VCHEs in the final evaluation carried out in Ancoraimes 
in November. 

E5. How Many Health Committees Exist and How Do They Function? 

There are no formal health committees at present in the 
Ancoraimes Health Area, but each community has a set of leaders 
elected annually who represent the community in all matters, 
including health care. In the Aymara tradition, such leadership 
positions are rotated annually among community leaders. Thus, 
elected leaders tend to be representative of the community they 
represent. These committees generally meet every two to three 
months. 

E6. What Issues Are Being Addressed by These Health Committees? 

At this time, the major issues being addressed by the 
community leaders are (1) where it might be possible to establish 
community health posts throughout the Ancoraimes Health Area, and 
(2) how it might be possible to obtain the resources needed for 
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the functioning of these posts. Since the initiation of project 
activities in the Ancoraimes Health Area, however, community 
leaders have played an active role in the community censuses and 
in the selection of community health volunteers. The local 
committees are discussing their roles for ongoing management and 
support of the health posts as well. 

E7. What Resources Has the community Contributed to Provide for 
Sustainability? 

The community has been generous in offering its labor and 
local materials when these were helpful and appropriate. The 
community also pays what it can for curative services received. 

E8. What Are the Reasons for the Success or Failures of Community 
Support? 

Among the Aymara people, there is a strong cultural 
tradition of community collaboration. Thus, when an Ayrnara 
community perceives a potential benefit, it is ready to mobilize 
itself to work on whatever activity is needed. Because of the 
extreme level of poverty of the area, the amount of actual cash 
available to help support the financial costs of project 
operations is quite limited. 

F. Ability and Willingness of Counterpart Institutions to Sustain 

Activities 

F1. Persons Interviewed 

a. Dr. Natalio Riveros, Director of Rural Programs, the La 
Paz Regional Office of the MOH (Unidad Sanitaria) 

b, Mr. Teodoro Chura, National Supervisor of Medical Work, 
the Bolivian Methodist Church 

c, Rev. Filiberto Ramirez, Pastor for the Ancoraimes Area, 
Bolivian Methodist Church 

d. Ms, Patrocinia Maceda, Field Supervisor for CARE 

Dr. Riveros, Mr. Chura and Rev. Ramirez participated in the 
entire Ancoraimes final evaluation exercise. 

F2. Linkages Between the Child Survival Project and Health 
Development Agencies 

The Ancoraimes Health Project is directed by ARHC, but the 
local staff also includes the MOH staff assigned to the area. The 
MOH staff in the Ancoraimes Health Area now includes one 
physician, one graduate nurse, and two auxiliary nurses. Prior to 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (ANCORAIMES) 

the initiation of the project, neither the Bolivian Methodist 
Church nor the MOH had any auxiliary nurses in the project area. 
The doubling of MOH personnel in the area from two to four health 
professionals since the beginning of the project is a major 
step in achieveing longer-term sustainability. 

The MOH provides all vaccines, vaccine supplies, UNICEF 
growth charts, ORT packets, and TB medicines. This provision of 
resources by the MOH leads to close collaboration by the 
Ancoraimes Health Project with all phases of the MOH1s 
activities, both at the district level and at the regional office 
of the La Paz Wnidad Sanitaria." The MOH staff members to the 
Ancoraimes Health Project continue to receive their regular 
salaries from the MOH. 

In addition to its collaboration with the MOH and with the 
Bolivian Methodist Church in Ancoraimes, ARHC has been able to 
collaborate closely with CARE. CARE is now in the process of 
installing three community water systems and latrines in the 
Ancoraimes Health Area. Just as in Carabuco, ARHC will be helping 
CARE in health education, follow-up, and supervision once the 
water systems and latrines are in use. Since CARE has had to 
reduce its budget substantially, this collaboration is 
particularly helpful to CARE. 

F3. Key Institutions Expected to Contribute to Sustainability 

ARHC hopes that the support of the Bolivian Methodist Church 
for the Ancoraimes Health Project will increase during the next 
few years. There is also hope that, with encouragement from the 
local communities, the MOH will agree to increase the number of 
salaried positions for auxiliaries health nurses in the area. The 
MOH during the first 18 months of grant activity has already 
created two new salaried positions in the Ancoraimes Health Area. 
The key element in improving sustainability of the Ancoraimes 
Health Project, however, is the stronger incorporation of the 
community and its leaders into the project and the provision of 
quality services whose cost is at a level the local people can 
afford. 

F4. Opinions of Collaborating Institutions About the Project's 
Most Effective Interventions 

Ms. Patrocinia Maceda, Field Supervisor for CARE in the 
Ancoraimes Health Area, considers home visitations to be the 
project's most effective intervention. Through this approach, she 
said, it is possible to reach the entire community. The 
approaches with which she herself is involved at CARE (working 
with mothers1 clubs and with members of a community water system 
cooperative) do not afford this same opportunity, she indicated. 
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F5. Contributions of the Project to Local Staff Capacity 

The Ancoraimes Health Project empowers local field staff to 
teach and train others with less formal training. All levels of 
staff, from the Project Executive Director to the local volunteer 
community health educator, receive training in child survival 
interventions. This training, combined with their direct work 
experience, is one of ARHC1s contributions to the sustainability 
of child survival activities in Bolivia. This knowledge and 
training will remain with all staff wherever they might work in 
the future. 

F6. Capacity of the MOH and Other Local Institutions to Sustain 
Project Activities 

In Bolivia, there is a movement .toward decentralization of 
MOH activities from the regional offices to the district level. 
This could have the effect of providing the districts with more 
resources than they had previously. If this happens, then 
possibly the Ancoraimes Health Project could receive more support 
from the MOH than it currently receives. As mentioned previously, 
the Bolivian Methodist Church has access to external resources 
which it could use to provide increased support for the 
Ancoraimes Health Project if it so choses. 

F7. What Project Activities Do Counterpart Organizations Perceive 
as Being. Effective? 

Dr. Natalio Riveros, Rural Supervisor of the La Paz "Unidad 
Sanitaria," considers the CBIO approach which has been developed 
in Carabuco and which is in the process of being developed in 
Ancoraimes to be an exciting new approach to rural health care 
delivery. He would like to see this approach tried on a larger 
scale at the district level, both for the Illimani MOH Health 
District, which includes Ancoraimes, as well for the Suches MOH 
Health District, which includes Carabuco. He is impressed with 
the high levels of immunization coverage achieved through home 
vaccination and thinks that the registration of vital events at 
the time of routine systematic home visitation is an exciting 
concept of great utility for Bolivia. He thinks that if ARHC were 
willing to take on the implementation of the CBIO approach 
throughout both of these health districts, these districts could 
become models for the La Paz region of Bolivia, if not for the 
entire country. 

The Bolivian Methodist Church representatives, Mr. Teodoro 
Chura and Rev. Filiberto Romero, expressed their satisfaction 
with the strong community-based nature of the project and with 
the project's attempt to reach all persons in the Ancoraimes 
Health Area who are in need. 
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G. Project Expenditures 

See pages 28 - 29. 
Attempts to Increase Efficiency 

HI. Strategies to Reduce Costs, Increase Productivity, Improve 
Efficiency 

The investments made in the Ancoraimes Health Project since 
the beginning of AID child survival support have made it possible 
to expand community-based child survival services, to provide 
available transportation for patients and staff throughout the 
Ancoraimes Health Area, to improve the drugs and supplies at the 
Ancoraimes Health ~enter/Hospital, and to upgrade the quality of 
medical services throughout the area. An effective referral 
system for patients needing hospitalization has also been 
developed. These have all created a substantial increase in the 
quantity of child survival services and curative services for 
adults. Thus, with the investments made to expand and improve 
project services, the staff in Ancoraimes have become much more 
productive than they were prior to ARHC1s collaboration which 
began in 1992. 

H2. Reasons for Success or Failure in Reducing Costs, Increasing 
Productivity, or Improving Efficiency 

There was an enormous unmet demand for health services in 
the Ancoraimes Health Area prior to 1992. The unmet demand is 
still substantial, but not as great as it was earlier. In such a 
situation, the investment of a relatively small amount of funds 
can have an enormous payoff if a competent and highly motivated 
staff can be recruited, if there is a commitment to improving the 
quality of medical care available, and if the staff members are 
committed to reaching every child in the project area with basic 
child survival interventions. 

H3. Lessons Learned Regarding Improving ~fficiency 

The first 18 months of operation of the Ancoraimes Health 
Project has provided an opportunity to observe firsthand some 
important lessons regarding improved organizational capacity for 
project implementation. It took ARHC more than three years to 
accomplish what was accomplished in less than half the time in 
Ancoraimes. In addition, lessons from the past in Carabuco are 
now being applied in Ancoraimes. For instance, there will be 
fewer salaried auxiliary nurses trained and hired in Ancoraimes 
than occurred in Carabuco, and newly constructed health posts 
will be fewer and more evenly located throughout the Ancoraimes 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (ANCORAIMES) 

project area than was the case in Carabuco. In Carabuco, 11 
health posts were built, some less than one kilometer apart. 

Another related lesson learned from the Carabuco experience 
which is now being applied in Ancoraimes is the inclusion of a 
lower level of paid health staff without formal professional 
training. At the present time, the Ancoraimes Health Project has 
two such community health promotors on its paid health staff. 

I. Cost Recovery Attempts 

11. Cost-Recovery Attempts of the Project 

The project charges for all service provided, except for 
most child survival interventions and home visits. Patients pay a 
fee for all curative services and medicines. Those with serious 
or life-threatening illnesses receive care even if they are 
unable to pay for it. 

12. Estimate of Amount of Funds Recovered 

Table 47 shows the amount of local funds generated from 
services provided since the project began in FY 1992. In its 
second year of operations, the Ancoraimes project already has 
achieved in terms of local support what it took the Carabuco 
project eight years to achieve, namely 5% of recurring local 
project costs supported through locally generated income. 
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Table 47 

percent of 
locally total total expenses 

fiscal generated recurring met with locally 
year* income expenses generated income 

note: (1) recurring expenses have not included vehicle 
depreciation; 

(2) 1992 recurring expenses include $10,079 in MOH salary 
support, $1,500 in MOH supplies, $3,000 in IEMB 
building depreciation, and $66,730 in other expenses; 

(3) 1993 recurring expenses included an estimated $14,188 
in MOH salary support, $1,500 in MOH supplies, $3,000 
in IEMB building depreciation, and $69,736 in other 
expenses. 

* fiscal year is from March 1 to February 28. 
** 1993 estimates are based on costs during the first six 

months of the fiscal year. 

13. Effect of Cost Recovery Activities on Project Reputation and 
on ~quity of services Delivered 

Initially, efforts at local cost recovery were not 
enthusiastically received by the communities. Now, there appears 
to be a general recognition that the families and the communities 
will have to provide financial support if the project is to 
provide quality services. 

There is a strong ethic of equity within the Ancoraimes 
Health Project staff. The home visitation activity ensures that 
contact is made with all families in the project area. No family 
has been denied basic services because of an unwillingness or 
inability to pay, and no sick child failed to receive treatment 
because of this either. Due to a lack of staff, routine 
systematic home visitation is currently taking place in only 10 
of the 51 communities in the Ancoraimes Health Area for which the 
project is responsible. However, even though the project's staff 
members are able to come to the other 41 communities only every 
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three months or so, they do carry out home visits at that time in 
an attempt to provide needed preventive and curative services to 
as many people as possible, 

14. Reasons for Success or Failure of Household Income-Generating 
Activities of the Project 

There were no household income-generating activities planned 
or carried out. 

IS. Lessons Learned Regarding Cost Recovery for Other Child 
Survival Projects or for AID 

It is too early in the project's experience to draw any 
specific conclusions regarding cost recovery. 

K. Summary of Sustainability 

Current estimates for the Ancoraimes project indicate that 
17-22% of recurrent expenses are being met by MOH support and 
locally generated income (see Table 48) 

Table 48 

MOH AmC/ percent of 
contribution locally IEMB total from 

fiscal to recurring generated contribu- total MOH and 
year costs income tion (a) local 

(1) (2) ( 3 )  (4 sources* 

notes: (a) does not include vehicle depreciation; data taken from 
Table 46 

* obtained by adding columns (1) + (2) and dividing by 
column ( 4 )  
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111. The Conununityts Perceived Health Priorities in Ancoraimes 

Defining the commmunity~s perceptions of its health 
priorities is an important aspect of the census-based, 
impact-oriented (CBIO) approach. The CBIO approach combines the 
epidemiologic priorities (that is, the most frequent readily 
preventable or treatable causes of death) together with the 
communityts health priorities, to make up the projectts 
priorities. 

The communityts perceptions of its health priorities were 
determined at the time of the cluster sample survey of mothers of 
children 0-23 months of age. They were asked, What are your 
suggestions to improve health in your The results 
were tabulated by hand as part of the field evaluation exercise 
carried out by the field staff and evaluation participants. 

The results of this analysis are shown below in Table 49. 
The most frequently mentioned priorities were "more or better 
health carett (52% of respondents) and 9nedicinesM (30% of 
respondents). "Education and trainingw was mentioned by 13% of 
the respondents, and "family planningtt by 9%. 
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Table 49 

suggestion 
number of mothers percentage 
making suggestion (n=277) 

1. more or better health care 144 52% 

a. vaccinate the children 
b. come to the communities 

to provide health care 
c. a health post or health 

personnel permanently in 
the community 

d. home visits 
e. more care for mothers 

and children 
f. more care for older 

persons 
g. more care in general 

2. medicines 83 30% 

3. education and training 37 13% 

4. family planning 26 9% 

5. environmental healthlhygiene 20 7% 

6. food or better nutrition 16 6% 

7. traditional medicine 4 1% 

source: 1993 Ancoraimes household cluster sample survey (manual 
analysis of original data) 

In addition to the hand manual analysis of the original 
questionnaires carried out by the field evaluation team, the 
Ancoraimes staff physician, Dr. Hernan Castro, conducted his own 
analysis of the computerized survey data. The responses of the 
mothers were supposed to have been transferred into the computer 
exactly as they were written, but unfortunately there appears to 
have been some changes in the responses as they were being 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (ANCORAIMES) 

transcribed into the computer. These responses in the computer 
were then categorized by Dr. Castro somewhat differently from 
those of the field evaluation team, and his results were somewhat 
different as well. According to Dr. Castrots analysis, the 
leading category of need expressed by mothers was "medicines and 
pharmaciesu followed by "assistance for childrenN (see Table 50 
below). 

Table 50 

suggestion 
number of mothers percentage 
making suggestion (n=277) 

medicines and pharmacies 62 
assistance for children 
(vaccinations, vitamins, 
food) 31 
education in health 24 
permanent or better care 
in the communities 24 
physicians, nurses, or other 
health personnel in the 
communities 22 
family planning, assistance 
with pregnancy and childbirth 19 
construction of health posts 13 
cleanliness, nutrition 8 

source : 1993 Ancoraimes household cluster sample survey 
(categorization of computerized data) and analysis by 
Dr. Hernan Castro 

In the course of focus group interviews with groups of 
community members, including women and community leaders, a 
number of health priorities were expressed. These were described 
on page 137. 
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IV. ~ncoraimes Project Mortality Analysis 

I The census-based, impact-oriented (CBIO) approach makes it 
possible to calculate mortality rates in the population since 

I 
censuses of the area are updated annually and since births and 
deaths are registered at the time of routine systematic home 
visitation. 

This process has been underway in Ancoraimes since 1992 in 
eight comunities with a population of 1,795 persons. Two more 
communities have been included more recently. Routine systematic 
home visitation began in these eight communities at the time of 
initiation of project activities. Even though the population is 
small, the observed mortality rates should nonetheless represent 
close to baseline rates since no project services were being 
provided prior to registration of vital events. At the time of 
the field evaluation in Ancoraimes in November, 1993, mortality 
rates were calculated for the 12 month period from November, 
1992, until the end of October, 1993. 

Table 51 demonstrates an overall infant mortality rate of 
125, approximately twice that observed for neighboring Carabuco. 
The second year (12-23 month) year mortality rate is low (16) but 
still higher than that observed in Carabuco (0). The 24-59 month 
mortality rate in Ancoraimes (18) is also considerably higher 
than that for Carabuco (5) . 
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Table 51 

mortality rate 

neonatal mortality rate 
(deaths in the first 
30 days of life per 
1,000 life births) 

postneonatal mortality 
rate (deaths during the 
first year of life but 
after the first 30 days 
per 1,000 live births) 

infant mortality rate 
(deaths during the first 
year of life per 1,000 
live births) 

12-23 month mortality 
rate (deaths during the 
second year of life per 
1,000 children of this 
age group) 

24-59 month mortality 
rate (deaths during the 
third to fifth year of 
life per 1,000 children 
of this age group) 

source: Ancoraimes birth and death registry, census data. 
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THE MALLCO RANCHO PROJECT EVALUATION 

I. Project Accomplishments and Lessons Learned 

A. Project Accomplishments 

Al. Objectives and Accomplishments Related to Each Objective 

The goals for the Mallco Rancho Project as described in the 
Detailed ~mplementation Plan are shown below together with the 
results of the final evaluation. In addition to these goals, 
recommendations arising from the Mid-Term Evaluation (MTE) are 
also outlined along with the progress made in implementing these 
recommendations. 

IMMUNIZATIONS 

DIP GOAL: 90% of children 12-23 months of age should be 
completely vaccinated ( e .  the should have received 
measles, BCG, OPV3, and DPT3 vaccinations), and 70% of 
children 12-23 months of age should have been completely 
vaccinated before completing their first birthday. 

RESULT : 

The household survey carried out in October, 1993, 
demonstrated that 75% of the children 12-23 months of age had 
been completely vaccinated at the time of the survey. Sixty 
percent of children 12-23 months of age had been completely 
vaccinated before completing their first birthday. The 
vaccination coverage rate in Mallco Rancho in 1992 was 73%, with 
54% having been completely vaccinated before their first 
birthday. The major reason for not making stronger progress in 
improving immunization coverage appears to have been turnover of 
field staff, field staff vacancies (in part due to lack of funds 
and in part due to an inability to locate replacements), and the 
high turnover of community health volunteers. 

MTE RECOMMENDATION: there should be an annual tabulation of the 
number vaccinations given by the project and an indirect 
assessment made of population coverage. 
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RESULT : 

The Mallco Rancho Health Project does keep a monthly tally 
of the numbers of vaccinations given. This information is placed 
onto graphs provided by the MOH which estimate annualized 
coverage for measles, BCG, OPV3, and DPT3. These graphs 
incorporate local census data with the number of vaccinations 
given to estimate vaccination coverage on a monthly basis. 

DIARRHEA 

DIP GOAL: increase by 15% the number of mothers who can 
appropriately prepare oral rehydration fluid from 
UNICEF packets. 

RESULT : 

The results of the Mallco Rancho household cluster sample 
survey are shown in Table 52. Unfortunately, the 1990 baseline 
survey for the Mallco Rancho project (directed by Dr. Marcelo 
Castrillo of the Hopkins PVO Child Survival Support Office) did 
not include any data on ORT knowledge and use. Consequently, it 
is necessary to compare results from the spring 1992 MTE 
household survey with those for the fall 1993 final evaluation 
survey. Fifty-five percent of mothers could correctly prepare ORT 
from UNICEF packets at the time of the household survey. This is 
exactly the same percentage of mothers who knew how to prepare 
ORT at the time of the 1992 survey. 

The responses to the other questions regarding ORT knowledge 
and use are also shown in Table 52. With respect to each of these 
items listed, there was a decline in maternal knowledge and use 
of ORT. The declines in terms of absolute percentage points is 
10% or less in all cases and may not represent a significant 
decrease since the confidence intervals for most responses using 
the cluster sample survey methodology is around 10%. 
Nevertheless, there does not appear to be any evidence that ORT 
knowledge and use has actually improved in the project area 
during the past 18 months. 

It is unfortunate that no data regarding ORT knowledge and 
use was collected for the Mallco Rancho project at the time of 
the 1990 baseline survey. The findings from more recent surveys, 
however, suggest that there is a major weakness in the non-formal 
education of mothers regarding ORT preparation and use which will 
have to be remedied if further progress is to be made in reducing 
diarrheal-related childhood deaths. 
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Table 52 

percentage of 
mothers who: 

date of assessment 

1992 1993 

relative 
% change 
92-93 

had heard of ORT 72% 62% -14% 

knew that ORT was 
used to treat 
dehydration caused 
by diarrhea 

actually had 
ORT 

knew how to 
prepare ORT 

used 

source: 1992 and 1993 Mallco Rancho household cluster sample 
surveys. ................................................................. 

DIP GOAL: 50% of the mothers should be able to prepare a locally 
acceptable llhome-basedn ORT solution. 

RESULT : 

The Mallco Rancho staff decided to no longer promote the use 
of home-based ORT solutions because they found that mothers were 
unable to remember correctly how to prepare the solution, even 
after repeated instructions. The mother's capacity to prepare 
such a fluid was not assessed at the time of the final evaluation 
survey. 

DIP GOAL: 100 volunteers will receive five hours of training 
regarding the detection and treatment of diarrea. 
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RESULT : 

Since 1990 there have been 30 community health educators 
trained in the Mallco Rancho Health Area regarding the detection 
and treatment of diarrhea among other topics. 

DIP GOAL: study factors associated with the development of 
diarrhea. 

RESULT : 

In 1991, a proposal had been developed by ARHC for a 
longitudinal study of childhood diarrheal and respiratory 
diseases as part of an assessment of the effects of Vitamin A 
supplementation on morbidity. This field study was later changed 
to an assessment of Vitamin A deficiency. As a consequence, the 
proposed assessment of risk factors associated with the 
development of diarrhea was never carried out, 

NUTRITION 

DIP GOAL: reduce by 20% the number of children who are not 
gaining weight. 

RESULT : 

Seventy-three percent of the children in the household 
survey had a growth chart, and 65% had a chart in the home. 

As part of the final evaluation exercise in Mallco Rancho, 
an assessment was carried out of a sample of growth charts. The 
chart of every tenth child was chosen, using a random start. The 
number of growth monitorings was recorded as well as the weight 
change between the next to last and last monitoring. Fifty-eight 
children were included in this analysis. Nineteen were under two 
years of age and 39 were 24-59 months of age. 

Unfortunately, there are no baseline household survey data 
with which to compare these results. The data from this analysis, 
however, will be useful as a baseline for later evaluations. 

Table 53 below shows that 85% of the children under two 
years of age gained weight as did 69% of the children 24-59 
months of age. Only 5% of the children under 24 months of age 
lost weight as compared to 21% of those over 24 months of age. 
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Table 53 

age group 

0-23 months 24-59 months 

weight change number % number % 

increase 
no change 
decrease 

TOTAL 19 100% 39 100% 

source: review of sample of family health folders in Mallco 
Rancho, November, 1993 ................................................................. 

DIP GOAL: give 10 hours of training to 100 volunteers concerning 
nutritional monitoring and nutritional practices. 

RESULT : 

Thirty community health educators were trained in 
nutritional monitoring, nutritional follow-up, and use of 
nutritional supplementation for malnutrition and growth 
faltering. Almost all of these 30 trained volunteers had moved on 
to other educational pursuits by the time the CS6 grant had 
terminated, although a few of them still were giving some limited 
time to assist with project activities. 

DIP GOAL: monitor the growth of children under 24 months of age 
every two months and that of children 24-59 months of age 
every four months. 

RESULT : 

A sample of growth charts was analyzed as part of the field 
site evaluation. For the same children whose weight gain was 
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assessed as described above in Table 52, the number of 
nutritional monitorings between January 1, 1993, and September 
30, 1993, was assessed. It was also determined if the frequency 
of monitorings was within the goals established in the DIP. For 
children under 24 months of age, the goal was every two months. 
For children 24-59 months of age, it was every four months. 

The findings of this analysis are shown in Table 54. Only 
19% of the children 0-23 months of age were weighed at least 
every two months between January 1, 1993, and September 30, 1993. 
Only 13% of the children 24-59 months of age were weighed at 
least every four months during the same period. Table 54 also 
shows, however, that children under two years of age are 
monitored on average almost three times per year (4.6) and 
children 24-59 months are monitored on average slightly more than 
every two months (6.1). 

These findings are paradoxical. How could only 13% of the 
children 24-59 months of age be monitored every four months when 
the average child is monitored every two months? This issue was 
addressed by the group evaluating the nutrition program. There 
were two answers to this. First of all, a small percentage of the 
children in this age group received a larger proportion of the 
monitoring. These presumably were the children with malnutrition 
and growth faltering. Secondly, much of the monitoring was 
concentrated in certain periods of the year. Thus, a child might 
receive six monitorings over an eight month period but not 
receive any during a four month period. Thus, in this case, the 
growth monitoring policy would not have been met. 

Even though the overall conformance with the growth 
monitoring policy is low, there is, nonetheless, a vigorous 
growth monitoring program underway. However, it is still 
important to attempt to assure that all children are within the 
growth monitoring norms. 
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Table 54 

Nutritional Monitoring of Children in the Mallco Rancho Health 
Area From January 1, 1993, Until September 30, 1993, 

-____-__-------_------------------------------------------------- _-__-___--------------------------------------------------------- 
average 
number of adjusted percentage 
nutritional average of children 
monitorings annual within the 

age group (Jan-Sept) number norms* 

0-23 months 

24-59 months 

source: review of Mallco Rancho health records, November, 1993 

* norms established in the DIP are every two months for children 
0-23 months of age and every four months for children 24-59 
months of age. ................................................................. 

MTE RECOMMENDATION: decide which nutrition activities deserve 
priority and evaluate the progress of the nutrition program 
on an periodic basis. 

RESULT : 

The Mallco Rancho staff chose to concentrate on the 
rehabilitation of children with malnutrition or with growth 
faltering. Those children below the curve on the UNICEF growth 
charts or those who were not gaining weight received intensive 
follow-up home visits. ~nitially, nutrition education was 
combined with frequent growth monitoring. For those children who 
did not respond, "api nutriticionaltt (described previously on p: 
64) was provided for the children. 

MTE RECOMMENDATION: review the SVEN nutritional monitoring data 
every six months and the growth charts themselves every six 
months. 
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RESULT : 

The SVEN nutritional data are categorized on a monthly basis 
for submission to the Ministry of Health. However, there has been 
no analysis of this data on an semiannual basis nor had there 
been, prior to the final evaluation, any systematic study of the 
growth charts themselves. 

There needs to be a semiannual analysis of the coverage of 
growth monitoring which is assessed according to the established 
norms for frequency of monitoring. In addition to this, a simply 
designed analysis of the overall nutritional level of children in 
the project area is also needed. Perhaps technical assistance is 
needed to facilitate such efforts of local field staff. 

DIP GOAL: experiment in activities to improve family income and 
in other activities which might improve family nutrition. 

RESULT : 

There has been no progress in this area during the grant. At 
this point in time, APSAR staff have had little time and few 
resources with which to evaluate the results of their efforts to 
improve local crops through improved irrigation and to improve 
family nutrition through the promotion of women s 
income-generating groups and food consumers1 cooperatives. 

MTE RECOMMENDATION: develop (using previous survey results) 
specific educational messages regarding breastfeeding, 
weaning, and maternal nutrition. 

RESULT : 

There has been no progress in this area during the period of 
the grant. Perhaps technical assistance would be appropriate to 
help determine where the nutrition program is weakest and what 
steps would be most effective in strengthening it. 

DIP GOAL: determine the prevalence of the deficiency of Vitamin A 
and assess the impact of Vitamin A supplementation on the 
incidence of diarrhea and pneumonia. 

RESULT : 

At the time the DIP was written, it was envisioned that ARHC 
would carry out a study in which Vitamin A supplementation would 
be provided to children in ARHC's programs in a double-blind 
fashion to determine if there was a decrease in the incidence of 
pneumonia or diarrhea. This study was later modified 
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significantly at the request of technical reviewers. 
Consequently, an assessment of the prevalence of clinical Vitamin 
A deficiency was carried out under the terms of a grant from 
PROCOSI. No conclusive evidence was obtained for the presence of 
clinical vitamin A deficiency. 

DIP GOAL: continue the Vitamin A policies of the Ministry of 
Health (1 capsule of 200,000 IU every six months for 
children 1-6 years of age). 

RESULT : 

This policy has been continued by the Mallco Rancho Health 
Project, although there has been no formal evaluation of the 
actual coverage of this service. This will be incorporated into 
the CS9 grant and has been included in the DIP. 

ACUTE RESPIRATORY INFECTION 

DIP GOAL: increase by 10% per year the percentage of mothers who 
recognize warning signs of A R I .  

RESULT : 

The 1990 baseline survey as well as the 1992 MTE survey 
included questions about the warning signs of pneumonia as did 
the final evaluation. Consequently, it is possible to compare in 
Table 55 the results of these three surveys. 

The 1992 survey was carried out in June and the 1993 survey 
in October. Since ARI incidence is greater during the winter 
months of June - August, the mothers' responses regarding ARI 
warning signs perhaps could have been affected by the timing of 
the questionnaire. This seems even more plausible if one takes 
into account the fact that educational messages delivered by the 
field staff regarding ARI are concentrated during the winter 
months when the incidence is greatest. 

The percentage of mothers who mentioned rapid breathing has 
not shown any overall change between 1991 and 1993. In fact, it 
declined from 28 to 23%. There was no improvement in the 
percentage of mothers mentioning intercostal retractions. 

There was considerable discussion at the time of the field 
evaluation regarding these results. Those who participated in the 
survey interviews had observed that the interpretation of the 
question was difficult for the mothers and also that the 
interpretation of the answers by the interviewer was highly 
subjective. Thus, the field evaluation team found it difficult to 
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draw any firm conclusions regarding the findings. 

Table 55 

percentage of mothers who mentioned 
this as a warning sign 

warning sign percent percent percent 

1. did not know of any 12% 28% 27% 
(291237) (681246) (581212) 

2. rapid and agitated 
respirations 28% 7% 23% 

(661237) (181246) (491212) 

3. intercostal 
retractions 

4. loss of appetite 17% 3% 7% 
(401237) (71246) (141212) 

5. fever 

6. cyanosis 

7. cough 

source: 1990, 1992, and 1993 Mallco Rancho household cluster 
sample surveys ................................................................. 
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DIP GOAL: provide 10 hours of training to 100 volunteers to 
detect, treat, and to refer cases of ARI. 

RESULT : 

During the period of the grant, 30 volunteer community 
health educators were trained regarding the detection, treatment, 
and referral of cases of ARI. Of these 30, only a few continue to 
function at all, and these on a limited basis. 

MTE RECOMMENDATION: develop and prioritize strategies for ARI 
non-formal education. 

RESULT : 

ARHC arranged for Dr. Nils Daulaire, a highly regarded ARI 
consultant, to provide assistance to its projects in 1993. 
Unfortunately, Dr. Daulaire did not feel competent to assist the 
projects with non-formal educational strategies for ARI and he 
recommended that a specialist in non-formal education be 
contacted. 

Mallco Rancho staff later attended a course sponsored by 
PROCOSI in which training in non-formal educational methods for 
ARI was provided. As a result of this course, the staff did try 
using dolls to give mothers examples of rapid breathing and 
intercostal retractions. The staff felt embarrassed about this, 
however, because frequently they perceived the parents to be 
laughing at them rather than with them. 

MTE RECOMMENDATION: seek technical support to improve non-formal 
educational activities and related educational materials. 

RESULT : 

One of the supervisors of the ARHC/APSAR project in Sipe 
Sipe, Ms. Araceli Lazarte, attended a workshop on non-formal 
education sponsored by PROCOSI. She has been able to share the 
knowledge she gained with the Mallco Rancho staff. 

Improved non-formal health education techniques and 
materials for maternal and child health in general and for ARI in 
particular is a growing priority among PVOs working in child 
survival. The Hopkins PVO Child Survival Support Office can make 
a strong contribution to the work of the PVOs by serving as a 
clearinghouse and a resource for such matters. 
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MTE RECOMMENDATION: promote the importance of ARI in the 
communities. 

RESULT : 

The Mallco Rancho staff have given priority in their home 
visitation and in their meetings with community members to 
emphasize the importance of pneumonia as one of the major causes 
of death in the project area and to stress the maternal 
recognition of specific warning signs such as intercostal 
retractions and rapid or agitated breathing in determining the 
need to seek antibiotic treatment. 

REPRODUCTIVE HEALTH 

MTE RECOMMENDATION: with the assistance of the communities, carry 
out verbal autopsies for all the deaths of women in the 
reproductive age group. 

RESULT : 

Between January 1, 1991, and October 30, 1993, there were 11 
aths among women of reproductive age group (15-44 years). None 
these were from direct obstetrical causes. Six of these deaths 

were due to suicide. At least several of these were thought to 
have been as a consequence of unmarried teenagers becoming 
pregnant. There were also two cases of breast cancer. There were 
no verbal autopsies carried out. 

The verbal autopsy protocol for women of reproductive age 
(as well as for children) needs to be given a far higher priority 
by project leadership than it has received in the past. 

MTE RECOMMENDATION: develop a strategy to train family members of 
pregnant women in safe and clean home delivery practices. 

RESULT : 

There have been no formal educational programs for family 
members of pregnant women regarding safe and clean home delivery 
practices. This was a recommendation arising from the MTE with 
which Dr. Taja, the Executive Director of the Mallco Rancho 
Health Project, disagreed. Dr. Taja thinks that women should be 
encouraged to come to the local hospital for a supervised 
delivery and that home deliveries should not be promoted in any 
way. In his view, such a training program for a safe and clean 
home delivery would be seen by the local people as an endorsement 
of the practice. 
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MTE RECOMMENDATION: encourage and train the staff to provide 
family planning services, possibly with the assistance of a 
national family planning organization. 

RESULT : 

Family planning services are now offered by the Mallco 
Rancho Health Project. There is a gynecologist from the city of 
Cochabamba who volunteers his time twice a week to provide family 
planning education and family planning services. Through this 
service, 67 women now have received IUDs and 29 women have 
received counseling in natural family planning methods. 

MTE RECOMMENDATION: promote the referral of high-risk pregnancies 
to a higher level of medical care. 

RESULT : 

There has been good success in referral of women 
experiencing a complication of childbirth to a hospital facility 
for more specialized care. In most cases, this results in a 
Caesarian section. The maternity hospital in Cochabamba is less 
than an hour away and provides a relatively high quality of 
service. 

Since the results from referral have been quite good, it is 
gradually becoming easier to refer women with obstructed labor, 
eclampsia, postpartum hemorrhage, placental retention, or 
puerperal sepsis for specialized hospital care. There has not 
been an obstetrical death among in the Mallco Rancho Health Area 
for several years now. 

COMMUNITY PARTICIPATION 

DIP GOAL: hold community-wide meetings four times a year in each 
community to discuss health topics. 

RESULT : 

There have been occasional community-wide meetings to 
discuss health topics. These have not occurred in all 
communities, however, and in none of the communities were four 
meetings held during the past year. In many communities there has 
been at least one meeting during the past year to share 
information with the community about illnesses and deaths during 
the past year. Dr. Taja occasionally meets with the communities 
to review progress in program activities. There has been more 
regular contact between the program and local community leaders 
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than in the past. The group of leaders for the Mallco Rancho 
community is known as the "Comite de Comitesw (Committee of 
Committees). The other communities have their own leadership 
groups (tgsindicatos~). Dr. Taja meets with all of these groups to 
discuss issues facing the project and to review progress which 
has been made. 

DIP GOAL: distribute an annual report to each community regarding 
the project achievements during the past year and problems 
in need of resolution. 

RESULT : 

This has not been done. 

DIP GOAL: bring together the community leaders twice a year to 
share ideas, concerns, and suggestions regarding program 
operations. 

RESULT : 

As described above, this has taken place, usually on a 
monthly basis. 

MTE RECOMMENDATION: the communities should participate in the 
planning of local project activities, in the supervision of 
the health posts, in policies regarding the rotating drug 
fund, and in a search for ways in which the community can 
assume greater responsibility for the operation of the 
health posts. 

RESULT : 

Community leaders are now participating in discussions about 
project policies including prices for services, but they are not 
supervising any of the financial aspects of the community health 
program. 

MTE RECOMMENDATION: at the time of planned project evaluations, 
obtain the opinion of the community about the quality of the 
program, its achievements, and the communityls perceived 
health priorities. 

RESULT : 

The MTE as well as the final grant evaluation have both 
included extensive discussions with community members about the 
program itself as well as about perceived community health 
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priorities. The 1993 Mallco Rancho household survey demonstrated 
that 81% (173/212) of the mothers considered the health program 
to be nexcellentM or Only 3% considered it be '#fairu or 
"bad,It while 16% had no opinion. 

The community memberst opinion about the most important 
contributions of the health program are described in Section E.2 
(p. 205). The community memberst perceived health priorities are 
described in Section I11 (p. 214). 

HEALTH VOLUNTEERS 

DIP GOAL: train 100 health volunteers (community health 
educators). 

RESULT : 

30 volunteer community health educators were trained during 
the grant period. Only a few were still collaborating with the 
project at the time grant funding terminated, however, and these 
were on a very limited basis. 

MTE RECOMMENDATION: increase the number of volunteer community 
health educators and reduce their responsibilities to: 

1. detect and record vital events, pregnancies, and 
illnesses; 

2. provide oral rehydration salts packets and advice 
regarding their use; 

3. advise mothers regarding when antibiotic treatment 
for ARI, when ORT treatment for diarrhea, and when 
referrals for high-risk pregnancies are indicated; 

4. assist the community auxiliary nurses with 
immunizations and nutritional monitoring; and, 

5. assist the community auxiliary nurses with the 
annual community census. 

RESULT : 

The role of the volunteer community health educator has been 
reduced over the period of support by the grant, but there is 
still considerable discussion and controversy regarding the 
selection, training, and utilization of volunteers in the Mallco 
Rancho Health Area. This is a priority to resolve during the 
coming year. 

MTE GOAL: analyze the current problems associated with the 
training and functioning of volunteer community health 
educators (VCHEs) in local focus group discussions and 
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possibly seek technical support as well. 

RESULT : 

At the time of the final evaluation, extensive discussions 
were carried out among the field staff about the issues of 
selection, training, utilization, and retention of VCHEs. There 
have been no focus group discussions with community members about 
these issues, and no technical assistance has been obtained to 
address the issues. 

MTE GOAL: try to include traditional midwives and other local 
traditional healers in the network of volunteers and 
informants. 

RESULT : 

This has not been carried out. See the previous comments 
regarding this issue on page 182. 

HEALTH EDUCATION 

MTE RECOMMENDATION: reduce the number of health education 
messages and measure the changes in behavior which are being 
recommended. 

RESULT : 

There has been a concerted effort to simplify and improve 
the health education messages provided by the community auxiliary 
nurses at the time of community group meetings and home visits. 
There has been no formal objective evaluation of the 
effectiveness of these activities apart from those carried out at 
the time of the MTE and final evaluation. 

SUSTAINABILITY 

MTE RECOMMENDATION: develop a vision and a realistic strategy 
regarding sustainability. 

RESULT : 

This has not yet been written. There has been major 
discussion of the various issues of sustainability at all levels 
of the organization. At the present time, a written document is 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (MALLCO RANCHO) 

being prepared which sets forth policies and a plan of action. 

MTE RECOMMENDATION: analyze on an ongoing basis sustainability 
issues in the communities. 

RESULT : 

This has not been done, except as part of the MTE and final 
evaluation efforts. 

MTE RECOMMENDATION: design and carry out a course in leadership 
and administration for community leaders. 

RESULT : 

This was not carried out. Given the limitations of 
organizational resources, this recommendation could not be 
implemented. 

DIP GOAL: have a sustainable rotating drug fund. 

RESULT : 

There is now functioning a self-sustaining rotating drug 
fund for the Mallco Rancho Health Area. 

DIP GOAL: experiment with payment-in-kind for specific health 
services. 

RESULT : 

This was never carried out in Mallco Rancho. Given the 
limitations of organizational resources, this recommendation 
could not be implemented. The Mallco Rancho Health Program has 
had good success with written commitments from the communities to 
pay later for services provided. Approximately 90% of the 
communities have followed through on their commitments. 
Experience with commitments from the communities to provide labor 
has been less successful. 

DIP GOAL: develop pilot projects in community development. 

RESULT : 

There have been a variety of community development projects 
in the Mallco Rancho Health Area which have been supported by 
ARHC and led by Dr. Taja, Executive Director there. These 
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projects have never been systematically evaluated, nor have they 
generated any income that has directly supported the local health 
project. There have been several loans made by APSAR to the 
communities which are being paid back on an ongoing basis. 
Included among these loans are projects to repair pumps for wells 
to improve drinking water and irrigation as well as projects for 
school improvement, latrine construction, road and bridge 
improvements, and startup expenses for womenst cooperatives. 

DIP GOAL: strengthen coordination with the Ministry of Health and 
increase the support provided by the Ministry. 

RESULT : 

During the period of support of the CS6 Child Survival 
grant, the MOH did not increase the number of salaried positions 
in the Mallco Rancho project area. Even so, coordination between 
the project and the MOH has been strong, and the provision of 
child survival and other supplies by the MOH to the Mallco Rancho 
Health Project has been highly satisfactory. 

Dr. Taja and other members of the Mallco Rancho Health 
Project staff have been active in supporting the Quillacollo MOH 
Health District. The Regional Office of the MOH in Cochabamba 
(Wnidad Sanitariaw) has made formal proposals to APSAR and 
several other private health care organizations to take 
responsibility for the administration of the health district, but 
none of them feel at this point that they have the organizational 
capacity to take on such a task. 

CBIO METHODOLOGY 

DIP GOAL: visit every home with a child under two years of age 
every two months; visit every home with a child 24-59 months 
of age every four months. 

RESULT : 

Family folders were reviewed. For each of the 11 communities 
in the Mallco Rancho Health Area, 10 health folders were selected 
for families in which there was a child under five years of age. 
A random start was chosen, and then every "nthw family health 
folder was selected. For example, if a community had 100 homes, 
then every tenth folder would be selected. If the tenth folder 
did not have a child under five, then the next one (the eleventh) 
would be inspected and so forth until a folder of a family having 
a child under five was encountered. 

The number of home visits carried out between January 1 and 
September 30, 1993, was ascertained. Families were categorized as 
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(1) those with at least one child under 24 months of age, or (2) 
those with no children under 24 months of age but at least one 
child 24-59 months of age. Those families not meeting one of 
these two criteria were not included in the analysis. 

The project policy is to visit homes with children under 
twenty-four months of age every two months and to visit homes 
with children 24-59 months of age every three months. 

The results of the analysis are shown in Table 56. Homes 
with children under 24 months of age received an average of 4.2 
visits during the nine month period of study. Only 17% of these 
homes, however, were visited at least every two months. Homes 
with no children under 24 months of age but with older children 
24-59 months of age received an average of 4.0 visits during the 
nine month study period. Only 18% of the homes were visited 
according to the project policy of one visit at least every three 
months. 

Table 56 

family 
category 

percentage of 
homes with the 
frequency of visits 

average number within the policies 
of visits during established by the 
the past 9 months program 

homes with children 
0-23 months of age 
(policy to visit 
every two months) 

homes with no 
children 0-23 months 
of age but with 
children 24-59 
months of age (policy 
is to visit every 
three months) 4.0 

source: review of Mallco Rancho family health folders, November, 
1993 
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If the evaluation data are correct, then this issue will 
need careful monitoring by the Mallco Rancho Health Program 
leadership. It would appear that the supervision of field staff 
needs to be strengthened to assure that homes are visited 
regularly according to established project norms. 

Adela AsbGn, project Field Supervisor, has expressed the 
opinion that at the time these data were analyzed, the evaluation 
team did not clearly understand the criteria for determining if 
the home visitation policies were met. This does seem plausible 
in view of the low percentage compliance compared to the average 
number of visits. 

A2. Circumstances Aiding or Hindering the Achievement of Project 
Ob j ectives 

The Mallco Rancho Health Project is ARHCgs second oldest, 
having been in existence since 1987. Perhaps the single most 
important factor accounting for the somewhat disappointing 
results of project activities is that during the 6-8 months prior 
to the final evaluation, there were staff vacancies which left 
basic services unmet in several of the 11 communities in the 
project area. This affected home visitation and child survival 
activities in these communities. 

A second significant influence on Mallco Rancho project 
activities was the beginning of a new ARHC/APSAR project in the 
adjacent area of Sipe Sipe. The drain on human and financial 
resources which this produced also affected program performance 
in Mallco Rancho. 

A3. Mallco Rancho Final Evaluation Survey Results 

The results of the final evaluation household survey is 
included in Appendix 111. The results of the key indicators of 
child survival project performance for Mallco Rancho are shown in 
Table 57. 
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................................................................. 
Table 57 

1. initiation of breast-feeding 

percent of children less than 24 months of age 
who were breastfed during the first eight 71% 
hours after birth (150/212) 

2. exclusive breast-feeding 

percent of infants under four months of age 
who were given only breast milk 

3. introduction of foods 

percent of infants between five and nine months 
who are being given solid or semi-solid 
foods 

4. persistence of breast-feeding 

percent of children between 2 0  and 24 months 
who are still breast-feeding (and being 
given solid/semi-solid foods) 

5. continued breast-feeding 

percent of children (less than 24 months) with 
diarrhea during the past two weeks who 
were given the same amount or more of 
breast milk 

6 .  continued fluids 

percent of children (less than 24 months) with 
diarrhea in the past two weeks who were 
given the same amount or more fluids 
other than breast milk: 

not including exclusively breastfed 79% 
children (48161) 

including exclusively breastfed 64% 
children (48175) ................................................................. 
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TABLE 56 (continued) 
................................................................. ................................................................. 
7. continued foods 

percent of children less than 24 months with 
diarrhea during the past two weeks who 
were given the same amount or more food 

8. ORT use 

percent of children (less than 24 months) with 
diarrhea during the past two weeks who 
were treated with ORT: 

defined as packets of ORT salts 

defined as ORT packets or home-based 
ORT or cereal-based solutions 

defined as any oral liquid (including 
ORT, other liquids, or teas 

9. medical treatment of pneumonia 

percent of mothers who sought any type of 
medical treatment, both modern and 
traditional, for child (less than 
24 months) with cough and rapid, 
difficult breathing in the past two 
weeks 

10. EPI access 

percent of children 12-23 months of age who 
received DPTl 

11. EPI coverage 

percent of children 12-23 months who received 
OPV3 

12. measles coverage 

percent of children 12-23 months of age who 
received measles vaccine 
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13. drop out rate 

percent change between DPTl and DPT3 doses 
[(DPTl-DPT3)/DPT1 x 1001 for children 
12-23 months 

14. maternal card 

percent of mothers with a maternal card for 
the birth of the youngest child less 
than 24 months of age (this percentage 
includes those mothers who said they had 
a card but the card itself could not be 50% 
verified) (106/212) 

15. maternal tetanus toxoid coverage 

percent of mothers who received two doses of 
tetanus toxoid vaccine (card) before the 
birth of her youngest child less than 2% 
24 months of age (4/212) 

16. one or more ante-natal visits (card) 

percent of mothers who had at least one 
ante-natal visit (card) prior to the 
birth of her youngest child less than 
24 months of age 

17. modern contraceptive usage 

percent of mothers with children less than 
24 months of age who desire no more 
children in the next two years (or who 14% 
are not sure) and are using a modern (30/212) 
contraceptive method ................................................................. 
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B. LESSONS LEARNED 

See pages 11 - 27. 

11. MALLCO RANCHO PROJECT SUSTAINABILITY 

A. Sustainability Status 

Al. Termination of AID Funding for Child Survival Activities 

CS6 funding formally terminated for the Mallco Rancho field 
activities on October 1, 1993. This represents three years of 
continuous funding from the AID PVO Child Survival Program for 
Mallco Rancho. ARHCts new child survival grant (CS9) does include 
continued funding for child survival activities in Mallco Rancho. 

A2. ARHCts Plans for Discontinuation of Child Survival Activities 

Since ARHC1s initiation of health activities in Mallco 
Rancho in 1987, it has carried out all of its work under the 
auspices of APSAR (Asociaci6n de Programas de Salud del Area 
Rural) and its Executive Director, Dr. Orlando Taja. Although to 
date ARHC has been the only source of financial support to APSAR 
outside of some financial support through PROCOSI (which was 
obtained with ARHCts help), APSAR has recently decided to make a 
serious effort to diversify its funding base. 

APSAR anticipates a permanent presence in Mallco Rancho. It 
is ARHCts hope that, as APSAR begins to obtain funds from other 
sources, ARHC will be able to make a smaller contribution to 
APSAR's budget without diminishing the quality of the health 
services which have developed. 

A3. Phase Over of Responsibility and Control to Local 
Institutions 

As mentioned immediately above, APSAR now has full 
responsibility for managing all health activities in Mallco 
Rancho. APSAR has its own Board of Directors. With APSAR8s recent 
decision to diversify its funding base, it appears likely that 
the close working relationship which has developed between ARHC 
and APSAR over the past six years will diminish somewhat, but 
ARHC sees this as healthy progress due to the greater 
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organizational strength of APSAR. 

The Mallco Rancho Health Project has had from the beginning 
a strong collaboration with the community. Unfortunately, there 
has not been the sense of community ownership that there might 
have been, and the community has not provided as much financial 
support as it might have. The community leaders are now beginning 
to realize that a significant portion of the funds for the Mallco 
Rancho Health Project are obtained from external sources and may 
diminish significantly in the near future. 

B. Estimated Recurrent Costs and Projected Revenues 

B1. Child Survival Activities Seen by Project Management as Most 
Effective and Worthy of Sustaining 

There is a strong sense on the part of the APSAR local field 
management staff in Cochabamba as well as on the part of ARHC1s 
higher management in La Paz and in the US that the census-based, 
impact-oriented (CBIO) approach is working well and should be 
maintained. This approach involves routine systematic home 
visitation, vaccination in the home, registration of vital 
events, nutritional monitoring and nutritional education at the 
time of home visitation, ORT training and support during home 
visitation, and at-home identification of children needing ARI 
treatment. Both high-risk mothers and high-risk children receive 
more frequent home visitation. 

The integration of child survival interventions with 
relatively comprehensive primary care services and with the MOH1s 
services for the Mallco Rancho Health Area has worked well and 
management staff want to see this continue. 

B2. Anticipated Ongoing Expenditures After Termination of Child 
Survival Support 

Once AID Child Survival funding terminates for the Mallco 
Rancho Health Project, the major challenge for APSAR will be to 
find funds to continue logistical, technical, and administrative 
support and to find some additional funding for local field staff 
salary support. If AID Child Survival support for the Mallco 
Rancho Health Project terminates at the end of CS9 (in September, 
19961, then it is quite likely that ARHC will significantly 
reduce its overall contribution to local project expenses. If 
APSAR is able to increase local financial support and also able 
to diversify its funding base, project operations should continue 
without any significant diminution in quantity or quality. 
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B3. Estimate of Ongoing External Financial Needs 

A recent financial analysis of the Mallco Rancho Health 
Project concluded that about 55% of overall program effort was 
devoted to child survival activities, 20% to other primary care 
activities, 13% to local hospital activities, and 12% to water 
and sanitation (Perry, 1993). The total estimated local recurring 
costs for the project for FY 1992 were about $75,000. This does 
not include costs for the operation of the APSAR administrative 
support office in nearby Quillacollo. Ten percent of local 
recurring project costs were met by the MOH through salary 
support and through the provision of supplies and medicines. 

For FY 1992, it was estimated that the per capita annual 
recurring local field cost in the Mallco Rancho Health Project 
for primary care services (including child survival 
interventions) was $9.66. If local annual per capita costs can be 
reduced to $6-7, and if locally-generated income along with MOH 
support can be increased somewhat, within the next three to five 
years approximately half of the local program costs could be met 
with MOH and locally-generated funds. If this were to occur, the 
total local project costs would be $35-40,000, with $17-20,000 
met from MOH and local sources. This would leave $17-20,000 to be 
met from external sources along with support for the APSAR 
Quillacollo administrative support office ($15-20,000 per year). 

Assuming APSAR is able over the next few years to obtain 
support from non-ARHC sources for half of its external needs, 
this would leave a need for approximatley $20,000 per year from 
ARHC for local field costs. These costs would include $10,000 per 
year for the Mallco Rancho project's local field costs and a 
similar amount for APSARts administrative/supervisory office in 
Quillacollo. Given the poverty of the Mallco Rancho project area, 
it is unlikely that more than half of project costs can be met 
from local funds unless resources from the MOH increase 
substantially. The project area is improving economically because 
of improved agricultural productivity, so the capacity for local 
project support may improve in the future. 

B4. Are Costs Reasonable? 

The 1992 estimated annual locally recurring cost of $9.66 
per capita is felt by some to be too high for long-term 
sustainability. ARHC is searching for new strategies which will 
make it possible to maintain the basic concepts of the CBIO 
approach while reducing costs. Six to 7 dollars per capita 
appears at present the minimum expenditure possible without a 
major reduction in the quality of project operations. 
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B5. Projected Revenues After AID Funding Ceases 

(MALLCO RANCHO) 

APSAR has no plans to abandon its long-term commitment to 
Mallco Rancho and is now beginning to seriously look for other 
sources of funds beyond ARHC. It is unlikely that ARHC will 
terminate its support for APSAR in the near future although the 
level of support is gradually being reduced over time. 

B6. Costs Which Are Not Likely to Be Sustainable 
6 a 

Logistical, administrative, and technical support for Mallco 
Rancho operations are not likely to be sustainable without 
ongoing external support. Over timetit is anticipated that local 
salaries and local project expenses will eventually become 
sustainable with locally-generated funds and with MOH salary 
support. 

B7. Lessons Learned Regarding Costs and Revenues 

In Mallco Rancho, if relatively comprehensive ongoing 
primary care and referral services were not available, there 
would be no hope whatsoever of longer-term sustainability for the 
project. The local population is not willing to pay for child 
survival interventions such as immunizations and growth 
monitoring, and MOH staff themselves are not able to maintain the 
primary care and child survival activities which have been 
developed. 

Child survival projects which serve extremely .poor 
populations are not likely to become self-sustaining for many 
years. Thus, it is necessary to be patient and at the same time 
expect that steady (if nevertheless slow) progress be made toward 
the goal of complete sustainability without external financial 
support. It is ARHC's belief that a strong linkage of child 
survival activities to more comprehensive primary health care 
services will enhance the possibilities for sustainability. 

C. Sustainability Plan 

C1. Project Staff Interviewed 

Most Mallco Rancho field staff were interviewed along with 
the ARHC Bolivian National Director (Mr. Nat Robison) and the 
ARHC/US Program Director (Mr. David Shanklin). The field staff 
include the Executive Director for the Mallco Rancho Health 
Project (Dr. Orlando Taja), the local staff physician (Dr. 
Roberto Flores), the local field supervisor (Ms. Adela Asbun), 
and two community-based auxiliary nurses. The project design was 
worked out primarily by the ARHC/US Program Director with the 
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ARHC Bolivian National Director and the APSAR Executive 
Director. Implementation was carried out by the project's 
Executive Director and local field staff. Monitoring and 
evaluation have been carried out by all of the above together 
with ARHC1s Program Advisor (Dr. Henry Perry). ARHC has developed 
a participatory style of evaluation that includes all local field 
staff . 
C2. The Project's Plan for Sustainability 

Briefly stated, ARHCfs plan for sustainability of the Mallco 
Rancho Health Project is to gradually decrease its support to 
APSAR and to promote support of project operations from other 
sources. Other sources include locally generated fee-for-service 
revenues, MOH support, and support from external sources . aside 
from ARHC. This strategy also involves reducing program costs by 
reducing the number of paid staff to a minimum, increasing 
locally-generated income, and increasing the contribution 
provided by the MOH. It also involves using the lowest paid 
worker appropriate for any given task or responsibility for which 
a paid worked is deemed to be necessary. 

The goal during the next five years is to increase MOH and 
locally-generated income to cover 50% of project costs and to 
reduce overall local project costs to $6-7 per capita. In 
addition, it is ARHC1s goal to assist APSAR in obtaining external 
funding from other sources such that in five years no more than 
a small percentage of APSAR1s externally-derived funds are 
provided by ARHC. 

C3. Sustainability-Promoting Activities Carried Out 

Dr. Taja, Executive Director of APSAR, has sought to develop 
a strong curative health service which is trusted and utilized by 
the local people and which is also supported financially by them. 
The confidence in the health project which has emerged among the 
local people over the past six years represents one major step 
forward toward sustainability. The growth in curative services in 
the Mallco Rancho Health Area is a sign of this confidence. 

Total local project costs during ARHC1s FY 1991 and 1992 
(March-February) are shown in Table 58. Recurring local program 
expenses fell by 23% between 1991 and 1992 ($97,877 to $75,110). 

There were efforts made to receive payment in-kind for 
services provided, such as payment with agricultural products 
such as eggs or cheese. The staff found that this system did not 
work. Generally, the market value of the goods given was less 
than 10% of the person's bill, and patients generally view this 
type of donation as an expression of gratitude rather than 
financial payment. An effort was made to establish a credit 
system whereby a patient would have a bill to be paid over a 
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period of months. This proved to be unsuccessful as well because 
of poor administration of the accounts. 

Table 58 

h 

capital expenses recurring expenses 

ARHC's ARHC's 
year total contribution total contribution 

note: recurring expenses include all local program expenses, 
training, and capital depreciation 

* FY is March - February 
source: Perry (1993, pp. 371). ................................................................. 

During the past three years, the pharmacy for the Mallco 
Rancho Health Program has become self-sustaining. In the past, 
the program did provide financial support to the dentist working 
in Mallco Rancho, but now this aspect of the program is totally 
self-sustaining. 

In FY 1991, $6,682 in local revenues were generated, and in 
FY $6,898 were generated. In FY 1993 which began in March, $7,373 
were generated in the first seven months. If income continues at 
that level, then $12,639 could be anticipated during the current 
FY. 

Since the Mallco Rancho Health Project is now treating an 
increasing number of patients who live outside of the Mallco 
Rancho Health Area and who come to the area seeking curative 
services, a policy has recently been instituted to charge 30-100% 
more for patients who do not reside within the project area. 

The Mallco Rancho Health Project has invested considerable 
effort towards community development activities. Although none of 
these have directly generated local income for the health 
project, the projects have attempted to improve income in the 
local area. These community development activities include 
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forming a cooperative which purchases basic household necessities 
at a lower price as well as improving irrigation of farmlands to 
promote improved agricultural production. 

C4.  Evaluation of Sustainability Plan 

As mentioned previously, there has been envisioned at ARHC 
now for some time the elaboration of a detailed document 
outlining a sustainability strategy. This document is now being 
written by ARHC1s Bolivian National Director and will become the 
basis for detailed policies which will enable ARHC to give more 
emphasis to sustainability issues and monitor progress more 
carefully. 

The relationship between ARHC and APSAR at the moment is 
somewhat uncertain since it is not clear how successful APSAR 
will be in obtaining funding from sources beyond ARHC. APSAR's 
longer-range vision also is not entirely clear. All of these 
issues will need to be settled before a detailed sustainability 
plan for Mallco Rancho can be developed. 

C5. Contributions From Counterpart Institutions to Project 
Activities 

The agreements with the MOH to provide vaccines, vaccination 
supplies, TB medicines, and salary support were met as agreed to 
with the exception of periodic and temporary lapses in the 
availability of some of the vaccines. 

C6. Reasons for Success or Failure of Counterpart Institutional 
Support 

Although MOH salaries are low, the MOH is reliable in paying 
them. The donated materials such as vaccines, vaccination 
supplies, and TB medicines are provided to the MOH by 
international donors such as AID, so they are generally available 
as well. 

D. Monitoring and Evaluation of Sustainability 

Dl. Indicators Used to Track Sustainability Outputs and Outcomes 

Efforts to date to monitor sustainability include the annual 
measurement of the following indicators: 

a. total recurring local project cost (including 
capital depreciation expenses and training 
expenses) ; 

b. total local project cost per capita; 
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c. percent of local project costs met by the MOH as 
well as with locally-generated income; and 

d. percent of local project costs provided by ARHCvs 
Bolivian NGO counterparts. 

D2. Do These Indicators Show Any Progress? 

Based on the findings shown in Table 59, there is not yet 
any clear progress apparent. Data for FY 1993 are not yet 
available for comparison. 

Table 59 

fiscal year 

indicator 1991 1992 

total recurring local project cost* $73,000 $56,000 

total recurring local project cost 
per capita (assumes a population of 
5,829) 

percent of total recurring local project 
costs met by the MOH 

percent of total recurring local project 
costs met with local income 

percent of total recurring local project 
costs provided by ARHC1s Bolivian NGO 
counterparts 0% 0% 

source: Perry (1993), pp. 176, 368-370. 

* The $73,000 for 1991 was derived by estimating that 75% of the 
total recurring program costs of $97,887 was for primary care 
programs. ................................................................. 
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D3. ~ualitative Data Suggesting Changes in Sustainability 

The discussions held with community members in the Mallco 
Rancho Health Area at the time of the final evaluation in 
November, 1993, suggests that they had not been aware of the fact 
that most of the financial support for the health project arose 
from external sources which will not continue indefinitely. The 
community members are now more aware of the situation and of 
their need to make a stronger contribution to the financial 
support of the project. 

At the same time, there are other important changes which 
appear to be taking place and which bode well for the future 
sustainability of the project. Perhaps most importantly, it was 
noted by several community members that there is now beginning to 
be a reverse migration (in-migration) into the project area as a 
result of the growing recognition that the condition of life is 
improving within the project area. The local people perceive that 
the schools are better, health care is better, the health of the 
people is better, and the crops are better. APSAR and the Mallco 
Rancho Health Project have helped to make all of this possible. 

The fact that the general economic condition of the area is 
improving also bodes well for the future sustainability and for 
the ability of the communities to take on an increasing financial 
responsibility for health activities. 

The general trend now in the MOH is toward decentralization 
which, it is hoped, will lead to more resources available in 
rural areas such as Mallco Rancho for provision of primary health 
care services. 

D4. In-country ~gencies Participating in Project Design, 
Implementation, or Evaluation 

The Johns Hopkins PVO Child Survival Support Program Latin 
American ~egional office provided important assistance with the 
design of the final evaluation cluster sample survey and with the 
training of the supervisors for the survey. The household survey 
in the Mallco Rancho Health Area was directed by Dr. Carmen 
Marin, Hopkins consultant from Lima, Peru. Dr. Marin helped lead 
the training module for the survey supervisors in all four 
project sites and directed personally the survey and data 
analysis for the Mallco Rancho and Sipe Sipe surveys. 

D5. Sustainability Recommendations Made by Technical Reviewers of 
the Initial Proposal and DIP 

In the technical review of the initial proposal, the 
following recommendations were made: 
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a. clarify the MOH1s role in the revolving drug fund; 
b. consider more cost-effective approaches to ensure 

continuation of the project after termination of 
ARHC funding (such as reducing the level of home 
visitation, focusing on high-risk infants, and 
shifting to service delivery at fixed and outreach 
sites) ; 

c. give more attention to strengthening MOH capacity, 
not just supplement MOH activities; and, 

d. increase training and support of non-professional 
community health workers since this would decrease 
reliance on higher-salaried staff. 

Recommendations made at the time of the technical review of 
the DIP were the following: 

a. develop a more detailed sustainability plan; 
b. document lessons learned (including successes and 

failures) to date in the sustainability of the 
original child survival project; 

c. review the experience with cost recovery; 
d. test income generation, community financing, fee- 

for-service, and so forth in new areas; 
e. develop sustainability indicators since none were 

presented in the DIP; 
f. reduce recurrent costs and raise more local 

revenues; and, 
g. increase information feedback to the communities so 

they will be more aware of the services provided by 
the project and thus more willing to provide 
continuing financial support. 

Discussion of Technical Comments Made by Reviewers 

In Mallco Rancho, the policy for the revolving drug fund has 
been clarified. All medications except TB medicines are included. 
The MOH no longer provides any other medicines free of charge. In 
the past, the MOH did not allow charges for penicillin injections 
for children with ARI. This is no longer the case, and ARI 
medicines must be obtained from other sources. 

More cost-effective approaches are being tried. The 
frequency of home visitation is being reduced, particularly for 
homes in which there are no children under two years of age. This 
reduction is possible because the mortality of these older 
children in Mallco Rancho is now so low. There has been an 
attempt to reduce the dependency of the families on 
home-delivered services. For instance, women have to come to the 
hospital clinic to receive prenatal services rather than receive 
them at home. If a child with ARI who needs antibiotics is 
identified at the time of a home visit, that child is referred to 
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the physician at the health center. 

The incorporation of MOH personnel into the project staff 
means that all the training provided is also received by the MOH 
staff assigned to the project. It is also quite common now for 
MOH staff from other geographic areas to come and visit the 
Mallco Rancho project because of its growing reputation as a new 
and promising approach to health care delivery. 

There had been a belief that an increased reliance upon 
volunteer health staff represented one partial solution to the 
sustainability problem. Consequently, over the past three years, 
considerable staff time and energy have gone into the training of 
volunteer community health educators (VCHEs). However, virtually 
none of these VCHEs trained are now actively participating in 
project activities. 

There has been a long-standing recognition of the need for a 
comprehensive sustainability plan for ARHC1s activities in 
Bolivia. This is now nearing completion. Lessons learned (both 
positive and negative) with respect to sustainability have still 
not been sufficiently analyzed, but they will be written down as 
part of a background document to a new comprehensive RRHC 
sustainability strategy. 

The experience with cost recovery has been analyzed as part 
of a more comprehensive financial analysis of ARHC1s three oldest 
projects in Bolivia: Carabuco, Mallco Rancho, and Villa 
Cochabamba/Montero. This was made possible by a special grant 
from AID to ARHC and is fully described elsewhere (Perry, 1993). 

The testing of new approaches to improve financial 
sustainability through community financing schemes, 
income-generation schemes, and increased fee-for-service revenues 
has not been carried out because of a lack of organizational 
resources needed to get such efforts underway. 

The sustainability indicators described previously are now 
in place. In order to be able to use these, it was necessary to 
develop a methodology for determining all local project costs and 
to develop an accounting system for keeping track of all these 
various costs. This has now been done. 

The Mallco Rancho staff and APSAR/ARHC management are 
acutely aware of the critical need to reduce project costs and 
to increase local revenue. Intense effort is being given to these 
topics with some success. 

There has been relatively little effort so far to 
systematically provide feedback to individual communities about 
the numbers of health services provided to each community, about 
the coverage of those services in the community, and about the 
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health improvements noted in each community. 
area will require that basic health data be 
community and the results of this analysis be 
and readily understandable ways. This will not 

(MALLCO RANCHO) 

Progress in this 
analyzed for each 
shared in simple 
be an easy task, 

and reliance upon non-f ormal educational techniques will be 
necessary. 

D6. Results of Recommendations for Sustainability Arising from 
the MTE 

% 

The recommendations arising from the MTE were as follows: 
a. establish realistic objectives for sustainability; 
b. involve community leaders in sustainability issues 

to a greater degree; 
c. explore the possibility of analyzing the experience 

of other health programs in Bolivia regarding 
sustainability; and, 

d. consider the provision of a course in leadership and 
management skills for community leaders. 

These particular recommendations by and large have not been 
implemented yet in Mallco Rancho because of a lack of specific 
technical expertise and organizational resources. Furthermore, 
the uncertainty regarding the future of the relationship between 
ARHC and APSAR has hindered progress in this area. 

E. Community Participation 

El. Community Members Interviewed 

The following community members were interviewed: 
a. 10 women representing the community of Payacollo; 
b. six women and three men of the community of Vilomilla; 

and, 
c. eight community leaders (all men) representing eight 

different communities, members of the wCommittee of 
CommitteesM) 

E2. Child Survival Activities Perceived as Being Effective at 
Meeting Current Health Needs 

All three community groups interviewed considered the home 
visitation activity to be one of the most effective aspects of 
the health project. Other aspects seen as important include the 
high quality of medical services and their low price (compared to 
similar services in adjacent areas). Appreciation was expressed 
for the preventive health care provided to the well children and 
the curative services provided to the sick children. There was a 
general impression among the community members interviewed that 
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infant and child mortality had declined in recent years since the 
advent of the health project. The prenatal care services were 
also mentioned as being effective. 

E3. Activities Carried Out to Help Communities Meet Their Basic 
Needs and Sustain Effective Child Survival ~ctivities 

The training of volunteer community health educators (VCHEs) 
is one important component of helping communities to better meet 
their own basic needs and to sustain child survival activities. 
Although none of the trained VCHEs are still actively working 
formally with the project, presumably the training they received 
will continue to be utilized by them and perhaps shared with 
their family and friends. 

Community members help out with community health activities, 
and the community-based auxiliary nurses attend community-wide 
meetings. These meetings give the auxiliary nurses an opportunity 
to inform the community about his or her work and to hear 
comments from community members about the project. 

The Mallco Rancho Health Project has made a genuine and, in 
fact, a remarkable effort to respond to the needs which have been 
identified by the community, even those that are not directly 
related to health. For instance, the project has made 
contributions to the improvement of local school buildings and to 
the community sports program. As mentioned earlier, the project 
has also helped with improving crop irrigation, and latrine 
construction. It has also established a consumerts food 
cooperative, a handicrafts income-generating cooperative for 
women, and the project has assisted with road and bridge 
improvements. No AID funds have been used for these activities. 
Approximately 80% of the funds which have been loaned to the 
communities has been repaid, according to Dr. Taja. 

E4. How Did Communities Participate in the Design, 
Implementation, and/or Evaluation of the Project? 

Dr. Taja has been effective in maintaining close contact 
with local community leaders regarding issues in project 
implementation. The communities were consulted during the early 
stages of project planning. Through the interviews described 
above, community members did participate in the mid-term and 
final project evaluations. 

E5. How Many Health Committees Exist and How Do They Function? 

There are no formal health committee as such in the Mallco 
Rancho Health Area. However, in each of the communities the 
elected leaders (llsindicatosw) concern themselves with health 
care as well as with many other issues. These leaders meet 
regularly. Dr. Taja is "always there,It as one of the committee 
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members said. All important issues facing the project are 
discussed with this group. 

At this point, there is no local community group which has a 
supervisory responsibility for the use of funds. 

E6. What Issues Are Being Addressed by These Health Committees? 

The community leaders are concerned about the prices for 
various services, about community needs which the health project 
could possibly meet, and about the availability of specific 
services within their respective communities. During the last 24 
months there has been a cholera epidemic in the area. Community 
leaders were active in helping the project promote preventive 
behaviors as well as in identifying patients in need of 
treatment. 

E7. What Resources Has the community contributed to Provide for 
Sustainability? 

The community has been generous in offering its time, 
manpower, and local materials when these were helpful and 
appropriate. In addition, community members have paid for health 
services provided by the project. 

E8. What Are the Reasons for the Success or Failures of Community 
Support? 

For several years now, the Mallco Rancho Health Project has 
tried to develop a strong curative health service for all project 
inhabitants regardless of their ability to pay. Parents of a sick 
child not uncommonly say to the staff that they are not willing 
to pay for the care of the child but if the staff wants to 
provide treatment, they will consent as long as it does not cost 
them (the parents) anything.  his situation characterizes the 
strength and the weakness of the communityls support. The 
community has confidence in the health services provided, but the 
community members are frequently unable or unwilling to pay for 
the cost of such services. 

F. Ability and Willingness of Counterpart Institutions to Sustain 

Activities 

F1. Persons Interviewed 

The following persons were interviewed: 
a. Dr. Carlos Iriarte Saavedra, Director, the Cochabamba 

Regional Health Office (Unidad Sanitaria) of the MOH; 
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b. Dr. Juan Carlos Guillth, Associate Director for Planning, 
Cochabamba Regional Health Office; 

c. Ms. Cristina Cardoza, Coordinator of ASONGS/Cochabamba 
(Asociacibn de Organizaciones No-Gubernamentales en 
Salud), the Regional Office of the Association of 
Non-Governmental Health Programs; and, 

d. Mr. Eduardo Vexina, CIAES (Centro de Investigaci6n, 
Asesoria y Educacibn en Salud), Center for Research, 
Consultation, and Education in Health. 

Ms. Cardoza and Mr. Vexina participated in the entire 
week-long evaluation activity for the Cochabamba projects in 
Mallco Rancho and in Sipe Sipe. Dr. Guill6n participated for two 
days of the evaluation. 

F2. Linkages Between the Child Survival Project and Health 
Development Agencies 

The Mallco Rancho Health Project is directed by APSAR with 
financial support provided by ARHC. All MOH staff assigned to the 
area are part of the local field staff. For Mallco Rancho, this 
includes one MOH physician and one auxiliary nurse. The MOH 
supplies all vaccines, vaccine supplies, UNICEF growth charts, 
ORT packets, and TB medicines. This provision of resources by the 
MOH leads to close collaboration of the Mallco Rancho Health 
Project with all phases of the MOHts activities, both at the 
district level and at the regional office of the Cochabamba 
ItUnidad Sanitaria.R The MOH staff members assigned to the Mallco 
Rancho Health Project continue to receive their regular salaries 
from the MOH. 

F3. Key Institutions Expected to Contribute to Sustainability 

ARHC hopes that APSAR will be successful in the 
not-too-distant future in obtaining its own resources to continue 
its activities. Since the founding of APSAR in 1987, ARHC has 
been the sole source of funds for APSAR operations. As an 
indigenous NGO with a strong track record, APSAR should be able 
to attact increasing support to expand its operations. Therefore, 
ARHC is looking to APSAR to play an increasingly stronger role in 
project sustainability. 

Dr. Iriarte, the newly appointed Director of the Cochabamba 
Regional Health Office for the MOH, has indicated that the MOH 
will not be able in the near future to provide any additional 
resources to the Mallco Rancho Health Area beyond what is 
currently being provided. Perhaps in several years, if the 
decentralization process moves along as proposed, the MOH will 
have some additional resources with which to sustain on a 
longer-term basis the health activities in Mallco Rancho which 
have been developed. 
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Perhaps the most important elements in improving local 
sustainability are (1) the stronger incorporation of the 
community and its leaders into the project and (2) the provision 
of services whose cost is at a level the local people can afford. 

F4. Opinions of Collaborating Institutions About the projectls 
Most Effective Interventions 

Representatives of the MOH and private organizations 
knowledgeable about project activities in Mallco Rancho-and in 
Sipe Sipe commented at the time of the final field evaluation in 
November that APSAR1s programs and staff have an excellent 
reputation in the Cochabamba valley region of Bolivia. Specific 
reasons for this were as follows: 

a. the project staffs are highly competent and dedicated to 
their work; 

b. the projects are able to achieve a great deal for the 
limited amount of available funds; and, 

c. routine systematic home visitation and vital events 
registration are extremely useful in helping the projects 
achieve their goals of improving child survival. 

F5. Contributions of the Project to Local Staff Capacity 

The Mallco Rancho Health Project empowers local field staff 
to teach and train lower level staff. All levels of staff, from 
the Project Executive Director to the local volunteer community 
health educator, receive training in child survival 
interventions. This training, combined with the experience which 
the staff receive from implementing this training, is one of 
ARHC1s contributions to the sustainability of child survival 
activities in Bolivia. The knowledge imparted through this 
training will remain with all staff wherever they might work in 
the future. 

F6. Capacity of the MOH and Other Local Institutions to Sustain 
Project Activities 

In Bolivia, there is a movement toward decentralization of 
MOH activities from the regional offices to the district level. 
This could have the effect of providing the districts with more 
resources than they had previously. If this happens, then 
possibly the Mallco Rancho Health Project could receive more 
support from the MOH than it currently receives. Beyond the MOH 
and the communities themselves, there are no other sources of 
support available to sustain health activities in the area other 
than what ARHC and APSAR are able to provide. 
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F7. What Project Activities Do Counterpart Organizations Perceive 
as Being Effective? 

Mr. Vexina of CIAES noted that the home visitation activity 
and the registration of vital events are, in his opinion, highly 
useful activities. 

G. Project Expenditures 

See pages 28-29. 

H. Attempts to Increase Efficiency 

H1. Strategies to Reduce Costs, Increase Productivity, and 
Improve Efficiency 

The training of volunteer community health educators (VCHEs) 
has been one attempt to reduce the cost of field operations. 
Charging for medicines which were previously free has been 
another attempt to reduce costs. There has also been an attempt 
to reduce the dependency of families on care provided in the 
home. For example, prenatal care and antibiotic treatment for ARI 
are no longer provided as part of the home visit except under 
very special circumstances. 

H2. Reasons for Success or Failure in Reducing Costs, Increasing 
Productivity, or Improving Efficiency 

A major loss in project efficiency occurs when there is 
staff turnover, especially when the staff member leaving has 
considerable experience with the CBIO methodology and with the 
communities. During the last 12 months of project operations 
prior to the final evaluation, there was a significant turnover 
of personnel, resulting in a significant loss in project 
productivity and efficiency. 

At the time of the final field evaluation in November, 1993, 
two of the project's three rural health technicians were no 
longer working with the project and had not been replaced. One of 
the three auxiliary nurses was also no longer working with the 
project and had also not been replaced at that time. One month 
later, the Field Coordinator also resigned. Together, these 
absences represented almost half (419) of the health 
professionals who were working in the project. 
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H3. Lessons Learned Regarding ~mproving Efficiency 

If a project has an unstable staff, then it becomes very 
difficult to improve efficiency, productivity, and financial 
sustainability. 

I. Cost Recovery Attempts 

11. Cost-Recovery Attempts of the Project 

The project charges for all services provided except for 
most child survival interventions and home visits. Patients pay a 
fee for all curative services and medicines. Those with serious 
or life-threatening illnesses receive care even if they cannot 
Pay 

12. Estimate of Amount of Funds Recovered 

Table 59 indicates that the amount of locally generated 
funds rose substantially during the first six months of FY 1993. 
Prior to that time (in FYs 1991 and 1992) locally generated 
income amounted to 8-12% of total local project recurring costs. 
FY 1993 total recurring costs have not yet been determined for 
Mallco Rancho since they were comingled with Sipe Sipe costs and 
have not yet been disentangled. .................. *.....................................*........ 

percent of total 
locally total recurring 

fiscal generated recurring expenses met with 
year income cost local income 

* estimate based on revenues for the first six months of the FY. 
** assumes that the total recurring project cost was $97,887, 

with 10% devoted to hospital, water, and sanitation activities. ..................*...................................*.......... 
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12. Effect of Cost Recovery ~ctivities on Project Reputation and 
on Equity of Services Delivered 

Increased efforts at local cost recovery were not 
enthusiastically received by the communities. The communities 
had, for example, become accustomed to receive some medicines 
free of charge. This is now no longer the policy. 

There exists a strong ethic of equity among the Mallco 
Rancho Health Project staff members. Routine systematic home 
visitation ensures that contact is made with all families in the 
project area. No family has been denied basic services because of 
the family's unwillingness or inability to pay, nor has any sick 
child failed to receive treatment because of financial 
considerations. 

14. Reasons for Success or Failure of Household Income-Generating 
Activities of the Project 

The household income-generating activities supported by the 
Mallco Rancho Health Project have not been objectively evaluated. 
There is, however, an impression that household income in the 
area has improved, partly as a result of better crop yields 
arising from improved irrigation. 

15. Lessons Learned Regarding Cost Recovery for Other Child 
Survival Projects or for AID 

Local communities will not squarely face the issue of cost 
recovery until they are convinced that external funding will 
terminate in the near future. 

J. Household Income Generation 

J1. Household Income-Generating Activities Implemented 

The project assisted with the development of a consumer's 
cooperative that purchases basic household necessities in bulk at 
a lower price than that available to individuals. The project 
also assisted with the improvement in crop irrigation in the hope 
that this would increase crop yields and thereby improve 
household income. 

J2. Estimate Dollar Amount of Household Income Generated 

No estimates are available. 

J3. Contribution of Household Income Generated to Project Costs 
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No estimates are available. 

J4. Lessons Learned Regarding Household Income Generation 

None. 

K. Summary of Sustainability 

Estimates of support of local project costs in Mallco Rancho 
from MOH resources and with locally generated funds are shown in 
Table 61. Approximately 7-12% of local recurring costs have been 
met with MOH support and 8-10% from locally generated income. 
Thus, 15-22% of local recurring expenses were met with 
sustainable sources of income. The total local recurring project 
expenses have not yet been determined for FY 1993, but based on 
data for the first six months of FY 1993, both the MOH support 
and local income appear to be double that for the previous year. 
Therefore, it seems safe to assume that there were major gains 
during FY 1993 in sustainability since project costs did not go 
UP * ................................................................. 

Table 61 

percent of total 
ARHC/ recurring costs met 

fiscal MOH local AP SAR with MOH support 
year* support income support total local income** 

(1) (2) (3) (4 

* FY March-October 
** percentage calculated by adding columns (1) and (2) and 

dividing by (4) ................................................................. 
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111. The Community's Perceived Health Priorities in Mallco Rancho 

Determining the commmunityts perceptions of its health 
priorities is an important aspect of the census-based, 
impact-oriented (CBIO) approach. The CBIO approach combines the 
epidemiologic priorities (that is, the most frequent readily 
preventable or treatable causes of death) together with the 
comrnunityts health priorities, to make up the project's 
priorities. 

The cornmunityts perceptions of its health priorities were 
determined at the time of the cluster sample survey of mothers of 
children 0-23 months of age. They were asked, What are your 
suggestions to improve health in your community?" The results 
were tabulated manually as part of the field evaluation in 
November, 1993. 

The results of this analysis are shown below in Table 62. 
The leading suggestion is for more home visits, mentioned by 21% 
of the mothers. The other most frequently mentioned suggestions 
are for more readily accessible or improved health care services. ................................................................. 

Table 62 

suggestion 
number of mothers 
making suggestion 

percentage 
(n=2 12) 

more frequent home visits 
closer health posts 
good, better, or more health 
care 
community-based pharmacy, 
donation of medicines 
more health personnel or 
expansion of the ARHC/APSAR 
project 
nutritional supplements 
more specialists at the 
Mallco Rancho Health Center/ 
Hospital 

source: 1993 Mallco Rancho household cluster sample survey ................................................................. 
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IV. Mallco Rancho Project Mortality Analysis 

The census-based, impact-oriented (CBIO) approach makes it 
possible to calculate mortality rates in the population since 
censuses of the area are updated annually and since births and 
deaths are registered at the time of routine systematic 
visitation of all homes in the project area. This process has 
been underway in Mallco Rancho since 1991 and has been described 
in more detail elsewhere (Perry, 1993). 

The mortality data shown in Table 63 were presented earlier 
in graphic form in Figure 10, page 27. The data for 1993 are for 
the first nine months of the year (January 1 to September 30). 
During this period, an infant mortality rate of 72 was measured, 
representing an increase from 46 during the previous year. Most 
of this increase is due to an increase in the post-neonatal 
mortality rate (from 31 to 54). The 12-23 months mortality rate 
fell from 33 in 1991to 7 in 1993. 

There are two issues which must be raised in the 
interpretation of these mortality data. First of all, it was not 
possible to begin measuring mortality rates in Mallco Rancho 
until 1991. There had been an active child survival effort 
underway there for several years prior to 1991, so the initial 
mortality rates which were measured in 1991 were not truly 
baseline. 

The second issue concerns the interpretation of the increase 
in the infant mortality rate between 1992 and 1993. It is quite 
possible that there was in 1992 an incomplete registration of 
infant deaths. There are two other possibilities. One is that 
there has been complete registration of vital events and the 
changes observed are random fluctuations since the population is 
small and the number of vital events is small. There were 13, 9 
and 8 infant deaths registered during 1991-1993, respectively. A 
third possibility is that the infant mortality actually rose 
during 1993 as a result of a deterioration of services. 
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Table 63 

Infant and Child Mortality Rates for the Mallco Rancho Health 
Area, 1991-1993 ................................................................. ................................................................. 

neonatal mortality rate 
(deaths in the first 
30 days of life per 
1,000 life births) 

postneonatal mortality 
rate (deaths during the 
first year of life but 
after the first 30 days 
per 1,000 live births) 

infant mortality rate 
(deaths during the first 
year of life per 1,000 
live births) 

12-23 month mortality 
rate (deaths during the 
second year of life per 
1,000 children of this 
age group) 

24-59 month mortality 
rate (deaths during the 
third to fifth years of 
life per 1,000 children 
of this age group) 

source: Mallco Rancho birth and death registry, census data .......,............. ,........................................... 
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V. Evaluation Team for the Mallco Rancho Health Project 

Al. Members of the Final Evaluation Team 

Members of the Mallco Rancho Local Field Staff 

Dr. Orlando Taja, 
Ms. Adela AsbGn, 
Dr. Roberto Flores, 
Ms. Marta Escobar, 
Ms. Nelly Coronado, 
Ms. Catalina Ventura, 

Other ARHC Staff Participating 

Mr. Nat Robison 
Mr. David Shanklin 

Dr. Henry Perry 
Mr. Adam Kolff 
Ms. Sarah Bott 

External Evaluators 

Dr. Juan Carlos Guillgn 

Ms. Cristina Cardoza 

Mr. Eduardo Vexina 
Mr. Juan Mamani 

Executive Director 
Field Supervisor 
MOH staff physician 
rural health technician 
community auxiliary 
community auxiliary 

National Director, ARHC 
International Executive and 

Program Director, ARHC 
Program Advisor, ARHC 
ARHC volunteer 
ARHC volunteer 

Associate Director of 
Planning, Cochabamba 
Regional Health 
Department, MOH 

Coordinator, ASONGS/ 
Cochabamba 

anthropologist, CIAES 
laboratory and x-ray 

technologist, 
Quillacollo District 
Hospital, MOH 

A2. Author of Evaluation Report 

Author of Evaluation Report: Dr. Henry Perry 



THE SIPE SIPE PROJECT EVALUATION 

I. Project Accomplishments and Lessons Learned 

A. Project Accomplishments 

Al. Objectives and Accomplishments Related to Each Objective 

The goals for the Sipe Sipe Project as outlined in the 
Detailed Implementation Plan are reviewed below along with the 
results of the final evaluation. In addition to these goals, 
recommendations arising from the MTE are also described, together 
with the progress made in implementing these recommendations. 

IMMUNIZATIONS 

DIP GOAL: 50% of children 12-23 months of age should be 
completely vaccinated ( e l  they should have received 
measles, BCG, OPV3, and DPT3 vaccinations). 

RESULT : 

The household survey carried out in October, 1993, 
demonstrated that 64% of the children 12-23 months of aae had 
been completely vaccinated at the time of the survey. ~ecause 
home visitation (and home vaccination) had not yet begun in the 
town of Sipe Sipe by the time of the October, 1993, household 
survey, a separate analysis of the survey data was undertaken to 
assess the vaccination coverage leaving out the families living 
in the town of Sipe Sipe. This revealed that for all the 
communities in the Sipe Sipe Health Area except for the town of 
Sipe Sipe, the coverage of children 12-23 months of age with the 
complete scheme of vaccinations was 75%. 

MTE RECOMMENDATION: there should be an annual tabulation of the 
number vaccinations given by the project and an indirect 
assessment made of population coverage made. 

RESULT : 

The Sipe Sipe Health Project does tabulate on an ongoing 
monthly basis, using wall charts provided by the MOH, the number 
of vaccinations given for measles, BCG, OPV3, and DPT3. The 
resulting graphs estimate vaccination coverage using local census 
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data for the number of children. 

DIARRHEA 

DIP GOAL: increase by 15% the number of mothers who can prepare 
appropriately oral rehydration fluid from UNICEF packets. 

RESULT : 

The results of the Sipe Sipe household cluster sample survey 
are shown in Table 64 along with the results of the initial 
baseline household survey for the Sipe Sipe project carried out 
in the Spring of 1992. The percentage of mothers who could 
correctly prepare ORT from UNICEF packets was 51% at the time of 
the 1993 household survey. This represents an absolute 
improvement of 7% over the 44% of mothers in the 1992 household 
survey who were able to correctly prepare ORT. The relative 
percentage improvement in ability to prepare ORT solution is 16% 
( 7 / 4 4  x 100 = 16%). 

The responses to the other questions regarding ORT knowledge 
and use are also shown in Table 64.  With respect to every item 
listed, there was modest improvement recorded in maternal 
knowledge and use of ORT. 
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Table 64 

date of assessment difference 
1992-1993 

percentage of 
mothers who: 1992 1993 absolute relative 

had heard of ORT 

knew that ORT was 
used to treat 
dehydration caused 
by diarrhea 

actually had used 
ORT 

knew how to 
prepare ORT 

source: 1992 and 1993 Sipe Sipe household cluster sample surveys ................................................................. 

DIP GOAL: 50% of the mothers should be able to prepare a locally 
acceptable "home-basedw ORT solution. 

RESULT : 

Although the Sipe Sipe staff encourage the use of rice-based 
fluids in addition to the UNICEF ORT packets, there was not an 
aggressive development of a uniform home-based ORT solution. The 
motherms capacity to prepare such a fluid was not assessed at the 
time of the final evaluation survey. 

DIP GOAL: 100 volunteers will receive five hours of training 
regarding the detection and treatment of diarrea. 

RESULT : 

Because of the high turnover experienced among the VCHEs 
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trained in neighboring Mallco Rancho, no formal training for 
volunteers for the Sipe Sipe Health Project was undertaken. There 
are approximately 10 young people in the project area who are 
collaborating with the community health work but they have 
received no formal training as VCHEs. 

DIP GOAL: study factors associated with the development of 
diarrhea. 

RESULT : 

In 1991, a detailed study to determine risk factors 
associated with the development of diarrhea was in the planning 
stages as part of a proposed study to assess the effects of 
Vitamin A supplementation on diarrheal and ARI morbity. The 
proposed study was modified substantially at the request of 
technical reviewers prior to funding and consequently the 
assessment of risk factors associated with the development of 
diarrhea was never carried out. 

NUTRITION 

DIP GOAL: reduce by 20% the number of children who are not 
gaining weight (this pertains only to those children who are 
in communities in which censuses have been completed and 
in which routine home visitation is underway). 

RESULT : 

Sixty-four percent of the children in the household survey 
had growth charts, and 56% had growth charts in the home. 

As part of the final evaluation exercise in Sipe Sipe, an 
assessment was carried out of a sample of growth charts. Every 
tenth child was chosen (using a random start) and the number of 
growth monitorings was recorded as well as the weight change 
between the next-to-last and last monitoring. Fourteen of the 18 
communities in the Sipe Sipe Health Area were included in this 
analysis. 

Table 65 below shows that 75% of the children under two 
years of age gained weight as did 60% of the children 24-59 
months of age. Sixteen percent of the children under 24 months of 
age and 28% of those over 24 months of age lost weight. 
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Table 65 

weight change 

age group 

0-23 months 24-59 months 
( % I  

increase 
no change 
decrease 

TOTAL 100% 100% 

source: review of sample of family health folders in Sipe Sipe, 
November, 1993 ................................................................. 

Unfortunately, there are no baseline data with which to 
compare these results. These results will serve, however, as a 
baseline for comparison for future surveys. 

DIP GOAL: give 10 hours of training to 125 volunteers concerning 
nutritional monitoring and nutritional practices. 

RESULT: 

Because of the negative experience in Mallco Rancho with 
volunteers, the Sipe Sipe staff decided to postpone the training 
of volunteers until a new policy for selecting, training, and 
utilizing volunteers is developed. Consequently, no formal 
training of volunteers was carried out in Sipe Sipe during the 
grant period. 

DIP GOAL: monitor the growth of children under 24 months of age 
every two months and that of children 24-59 months of age 
every four months. 

RESULT : 

A sample of growth charts was analyzed as part of the field 
site evaluation. For the same children whose weight gain was 
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assessed as described in Table 65, the number of nutritional 
monitorings between January 1, 1993, and September 30, 1993, was 
assessed. A determination was also made of whether the frequency 
of monitorings was within the goals established in the DIP. For 
children under 24 months of age, this was at least every two 
months and for children 24-59 months of age, every four months. 

The findings of this analysis are shown in Table 66. 
Eighty-six percent of the children 0-23 months of age were 
weighed at least every two months between January 1, 1993, and 
September 30, 1993. Eighty percent of the children 24-59 months 
of age were weighed at least every four months during the same 
period. Table 66 also shows that both groups of children were 
monitored on average almost every two months. On the basis of the 
number of weighings recorded for the first nine months of 1993, 
children under 24 months of age were weighed an average of 5.7 
times a year and children 24-59 months of age, 5.3 times a year. 

Table 66 

Nutritional Monitoring of Children in the Sipe Sipe Health 
Area From January 1, 1993, Until September 30, 1993, 

age group 

average 
number of adjusted percentage 
nutritional average of children 
monitorings annual within the 
(Jan-Sept) number norms* 

0-23 months 4.3 5.7 86% 

24-59 months 4.0 5.3 80% 

source: review of Sipe Sipe health records, November, 1993 

* norms established in the DIP are every two months for children 
0-23 months of age and every four months for children 24-59 
months of age. ................................................................. 
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MTE RECOMMENDATION: decide which nutrition activities deserve 
priority and evaluate the progress of the nutrition program 
on a periodic basis. 

RESULT : 

The Sipe Sipe staff chose to concentrate on the 
rehabilitation of children with malnutrition or with growth 
faltering. Those children below the curve on the UNICEF growth 
charts or those who were not gaining weight received intensive 
follow-up home visits. Nutrition education was combined with 
frequent growth monitoring. nApi nutricionalw had not yet been 
introduced into the Sipe Sipe project as it had in ARHCts other 
projects. This is a packet of highly nutricious foodstuffs 
prepared in Bolivia which includes high-protein grains such as 
quinoa and also has a high-caloric content. 

MTE RECOMMENDATION: review the SVEN nutritional monitoring data 
every six months and the growth charts themselves every six 
months. 

RESULT : 

The SVEN nutritional data is categorized on a monthly basis 
for submission to the MOH. However, there has been no analysis of 
this data on a semiannual basis nor had there been prior to the 
final evaluation any systematic study of the growth charts 
themselves. 

DIP GOAL: experiment in activities to improve family income and 
in other activities which might improve family nutrition. 

RESULT : 

There were no activities carried out in Sipe Sipe during 
the CS6 grant related to improvement in family income nor were 
there other similar activities which might improve family 
nutrition. The enormous effort involved in establishing project 
operations in Sipe Sipe and in initiating the CBIO approach there 
made it impossible to carry out additional activities. 

MTE RECOMMENDATION: develop, using previous survey results, 
specific educational messages regarding breast-feeding, 
weaning, and maternal nutrition. 

RESULT : 

There has been no progress in this recommedation during the 
grant. As noted above, the effort required to establish 
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project operations in Sipe Sipe proved to be so demanding 
that other desirable but less important objectives had to be 
abandoned. 

DIP GOAL: determine the prevalence of the deficiency of Vitamin A 
and assess the impact of Vitamin A supplementation on the 
incidence of diarrhea and pneumonia. 

RESULT : 

At the time the DIP was written, it was envisioned that ARHC 
would carry out a study in which Vitamin A supplementation would 
be provided to children in ARHC's programs in a double-blind 
fashion to determine if there was a decrease in the incidence of 
pneumonia or diarrhea. This study was later modified 
significantly at the request of technical reviewers. Instead, an 
assessment of the prevalence of clinical Vitamin A deficiency was 
carried out under the terms of a grant from PROCOSI. 

DIP GOAL: continue the policies of the Ministry of Health (1 
capsule of 200,000 IU every six months for children 1-6 
years of age). 

RESULT : 

This policy has been continued by the Sipe Sipe project, 
although there has been no formal evaluation of the coverage of 
this service. 

ACUTE RESPIRATORY INFECTION 

DIP GOAL: increase by 10% per year the percentage of mothers who 
recognize warning signs of ARI. 

RESULT : 

The 1992 Sipe Sipe household survey as well as the final 
evaluation survey assessed mothers1 knowledge of the warning 
signs of pneumonia. Consequently, it is possible, as shown in 
Table 67, to compare the results of these surveys. 

The 1992 survey was carried out in June and the 1993 survey 
in October. The percentage of mothers who mentioned rapid 
breathing has not shown significant progress between 1992 and 
1993. There was an absolute increase of 12% and a relative 
increase of 133% in the percentage of mothers who mentioned rapid 
and agitated respirations as a warning sign for ARI. There was 
minimal change in the percentage of mothers mentioning 
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intercostal retractions (from 0% in 1992 to 2% in 1993). The 
percentage of mothers mentioning cough as a warning sign 
increased from 48% to 66%. 

There was considerable discussion among the evaluation team 
regarding the interpretation of these results. There is evidence 
of improvement in maternal knowledge about the warning sign for 
pneumonia. However, the survey interviewers expressed the opinion 
that the mothers being interviewed had difficulty in 
understanding the question. It also appeared to the evaluation 
team that the interpretation of the answers by the interviewers 
was rather subjective. Thus, it is hard to draw firm conclusions 
regarding these findings. The evaluation team did agree, however, 
that the staff need somehow to improve their communication to 
mothers of warning signs for pneumonia. ................................................................. 

Table 66 
~ecognition of Warning Signs of Pneumonia Among Mothers 

in Sipe Sipe, 1992-1993 
................................................................. 

percentage of mothers who mentioned 
this as a warning sign 

1992 1993 difference, 92-93 

warning sign percent percent absolute relative 

1. did not know of any 40% 26% -14% - 35% 
(106/267) (65/253) 

2. rapid and agitated 9% 23% +12% +133% 
respirations (24/267) (57/253) 

3. intercostal 
retractions 

4 .  loss of appetite 1% 9% + 8% +800% 
(31267) (23/253) 

5. fever 

6. cyanosis 

7. cough 

source: 1992 and 1993 Sipe Sipe household cluster sample surveys ................................................................. 
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DIP GOAL: provide 10 hours of training to 100 volunteers to 
detect, treat, and to refer cases of ARI. 

RESULT : 

As described previously, no volunteers were formally trained 
during the period of grant support. 

MTE RECOMMENDATION: develop educational materials for ARI and 
prioritize educational messages regarding IRA. 

RESULT : 

It was hoped that technical assistance for the ARI program 
provided by Dr. Nils Daulaire would be helpful with respect to 
improving the educational component of the ARI program. 
Unfortunately, Dr. Daulaire did not feel competent to assist 
ARHCts projects with this particular issue and recommended that a 
specialist in ARI education be contacted. As mentioned 
previously, one Sipe Sipe staff member did attend a PROCOSI 
workshop on non-formal education. The information obtained proved 
to be quite helpful to the staffs in both Sipe Sipe and in Mallco 
Rancho for improving ARI educational messages to local mothers. 

MTE RECOMMENDATION: seek technical support to improve non-formal 
educational activities and related into educational 
materials. 

RESULT : 

Several Sipe Sipe staff members attended a PROCOSI workship 
on precisely this theme. 

MTE RECOMMENDATION: promote the importance of ARI in the 
communities. 

RESULT : 

In community meetings and at the time of home visits, the 
Sipe Sipe staff have emphasized that pneumonia is one of the 
leading causes of death in the project area and that intercostal 
retractions and rapid/agitated breathing are warning signs 
indicating the need for antibiotic treatment. 
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REPRODUCTIVE HEALTH 

MTE RECOMMENDATION: carry out verbal autopsies with the 
assistance of the communities for all the deaths of women in 
the reproductive age group. 

RESULT : 

There have not been any deaths registered yet in Sipe Sipe 
among women in the reproductive age group (15-44 years). 

MTE RECOMMENDATION: develop a strategy to train family members of 
pregnant women in safe and clean home delivery practices. 

RESULT : 

There has been no formal educational program for family 
members of pregnant women regarding safe and clean home delivery 
practices. The Executive Director of the Sipe Sipe Health 
Project, Dr. Orlando Taja, did not agree with this particular MTE 
recommendation. He feels that women should be encouraged to come 
to the local hospital for a supervised delivery since 
accessibility is not a serious problem in the project area. 

MTE RECOMMENDATION: encourage and train the staff to provide 
family planning services, possibly with the assistance of a 
national family planning organization. 

RESULT : 

When couples in the Sipe Sipe Health Area request family 
planning services, they are referred to the Reproductive Health 
Clinic at the Mallco Rancho Health Center/Hospital. No staff 
members from Sipe Sipe have yet received training in the 
provision of family planning services and no family planning 
services are currently offered by the Sipe Sipe Health Project. 

MTE RECOMMENDATION: promote the referral of high-risk pregnancies 
to a higher level of medical care. 

RESULT : 

Women experiencing a complication of childbirth have in most 
cases been referred to a hospital facility for more specialized 
care. In most cases, this results in a Caesarian section. The 
maternity hospital in Cochabamba is less than an hour away and 
provides relatively high quality services. Most women are 
referred there. 
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Since the results have been quite good, it is gradually 
becoming easier to refer women with obstructed labor, eclampsia, 
postpartum hemorrhage, placental retention, or puerperal sepsis 
to the Cochabamba Maternity Hospital for specialized care. There 
has not yet been an obstetrical death recorded among residents of 
the Sipe Sipe Health Area since APSAR/ARHC established activities 
there in 1992. 

COMMUNITY PARTICIPATION 

DIP GOAL: hold community-wide meetings four times a year in each 
community to discuss health topics. 

RESULT : 

There have been a number of community-wide meetings held in 
the Sipe Sipe Health Area since 1992 when APSAR began efforts to 
establish a health project there. These meetings have not been 
regular, however. 

DIP GOAL: distribute an annual report to each community regarding 
the project achievements during the past year and problems 
in need of resolution. 

RESULT : 

This has not been done. The enormous effort of getting 
project operations underway delayed the completion of this goal. 

DIP GOAL: bring together the community leaders twice a year to 
share ideas, concerns, and suggestions regarding program 
operations. 

RESULT : 

This has taken place, usually on a monthly basis. 

MTE RECOMMENDATION: the communities should participate in the 
planning of local project activities, in the supervision of 
the health posts, in the development of policies regarding 
the rotating drug fund, and in the search for ways in which 
the community can assume greater responsibility for the 
operation of the health posts. 
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RESULT : 

Community leaders are now participating in discussions about 
project policies, They are not yet supervising any of the 
financial aspects of the community health activities, however. 
With further involvement and experience, this next step of 
responsibility should evolve with little difficulty. 

MTE RECOMMENDATION: at the time of planned evaluations, obtain 
the opinion of the community about the quality of the 
project, its achievements, and the community's perceived 
health priorities. 

RESULT : 

The final grant field evaluation included extensive 
discussions with community members about the project itself as 
well as about perceived community health priorities. At the time 
of the October, 1993, household survey in Sipe Sipe, 71% 
(184/253) of the mothers rated the health project as wexcellentft 
or tfgood.fl Only 6% (15/254) rated it "fairM or "bad,If but 23% 
(53/253) had no opinion. 

At the time of the baseline survey in the Spring of 1992, 
mothers were asked the same question. Only 34% (93/272) of the 
mothers rated the health services in the Sipe Sipe area to be 
excellent or good, 21% (58/272) rated it as fair or bad, and 44% 
(151/272) had no opinion. These findings indicate that the image 
of health services in Sipe Sipe has improved considerably since 
the project began. 

The major achievements mentioned in focus group discussions 
with community members were the improvement of curative and 
preventive health services for the project area, particularly as 
a result of delivery of services to the home. Community members 
mentioned most frequently as health needs (1) improving and 
making more accessible local curative health services and (2) 
expanding the home visitation program. 

HEALTH VOLUNTEERS 

DIP GOAL: train 100 volunteer community health educators (VCHEs). 

RESULT : 

Because of the negative experience in Mallco Rancho with 
volunteers, the Sipe Sipe staff decided to postpone the training 
of volunteers until a new policy for selecting, training, and 
utilizing volunteers is developed. 
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MTE RECOMMENDATION: increase the number of volunteer community 
health educators and reduce their responsibilities to: 

1. detect and record vital events, pregnancies, and 
illnesses; 

2. provide mothers with packets of oral rehydration 
salts and advise them regarding their use; 

3. advise mothers regarding when antibiotic treatment 
for ARI, when ORT treatment for diarrhea, and when 
referrals for high-risk pregnancies are necessary; 

4. assist the community auxiliary nurses with 
immunizations and nutritional monitoring; and, 

5. assist the community auxiliary nurses with the 
annual community census. 

RESULT : 

The role of the volunteer community health educator (VCHE) 
in the Sipe Sipe Health Project is still under discussion and no 
decisions have yet been made on the selection, training, and 
responsibilities of these persons. 

MTE GOAL: analyze in focus group discussions the current problems 
associated with the training and functioning of volunteer 
community health educators (VCHEs); possibly seek technical 
consultation regarding VCHEs. 

RESULT : 

At the time of the field evaluation in Sipe Sipe in 
November, 1993, the issue of the selection, training, and 
utilization of VCHEs was discussed at length by the entire group. 
The group's observations durina this discussion were as follows: 

persons with roots in the community should be 
chosen, not persons interested in leaving the 
community; 
perhaps it would be better not to include community 
authorities as members of the selection committee 
since they frequently favor persons who later prove 
to be ill-suited for the role; 
it is better to seek out and train natural leaders 
(those to whom villagers turn for advice); 
it might be preferable to provide a more limited 
training to more people, possibly one woman in every 
household; and, 
incentives other than actual pay should be sought to 
motivate VCHEs to continue their collaboration with 
the program. 
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MTE GOAL: try to include traditional midwives and other local 
traditional healers in the network of volunteers and 
informants. 

RESULT : 

It has not yet been possible to carry this out. 

HEALTH EDUCATION 

MTE RECOMMENDATION: reduce the number of health education 
messages and measure the changes in behavior which are being 
recommended. 

RESULT : 

There has been a concerted effort to improve the health 
education messages provided by community auxiliary nurses in 
group meetings and during home visitation. There has been no 
formal objective evaluation of the effectiveness of these 
activities apart from those carried out at the time of the MTE 
and final evaluation. 

SUSTAINABILITY 

MTE RECOMMENDATION: develop a vision and a realistic strategy 
regarding sustainability. 

RESULT : 

This has now in the process of being written and discussions 
of sustainability issues are ongoing at all levels of the 
organization. A comprehensive sustainability strategy for all of 
ARHC1s projects is being consolidated into a single document. 

MTE RECOMMENDATION: analyze on an ongoing basis sustainability 
issues in the communities. 

RESULT : 

This has not been systematically done, except as part of the 
final evaluation effort. 

MTE RECOMMENDATION: design and carry out a course in leadership 
and in administration for community leaders. 
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RESULT : 

It has not been possible to carry this out. Budgetary 
constraints made it necessary to eliminate this proposed activity 
from the CS9 DIP. 

DIP GOAL: develop a self-sustaining rotating drug fund. 

RESULT : 

There is now a functioning self-sustaining rotating drug 
fund for the Sipe Sipe Health Area. Prior to beginning the 
project in Sipe Sipe, there were no drugs available whatsoever, 
much less a rotating drug fund. 

DIP GOAL: experiment with payment-in-kind for specific health 
services. 

RESULT : 

This has not been carried out in Sipe Sipe. 

DIP GOAL: develop pilot projects in community development. 

RESULT : 

Because of the enormous effort which has gone into the 
censuses and the initiation of routine, systematic home 
visitation in these communities (not to mention the enrollment of 
local children into the immunization and growth monitoring 
programs), there has not yet been an opportunity for the health 
staff to participate in community development projects. 

DIP GOAL: strengthen coordination with and increase the support 
provided by the MOH. 

RESULT : 

The Sipe Sipe Health Project under the direction of 
APSAR/ARHC only began in earnest in early 1993 after almost one 
year of preliminary groundwork. In contrast to the Mallco Rancho 
Health Area where the MOH had almost no staff or ongoing health 
work prior to beginning APSAR/ARHC project activities in 1987, 
the MOH had a relatively strong presence in the Sipe Sipe Health 
Area prior to beginning project activities there in early 1993. 
At that time, there was already based at the Sipe Sipe 
Hospital/Health Center one physician, three auxiliary nurses, and 
one dentist, each with a MOH salary. It has not been feasible to 
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increase the amount of support provided in sipe Sipe by the MOH. 
All of these MOH staff for Sipe Sipe have now been fully 
integrated into the project. 

Dr. Taja and other members of the Sipe Sipe Health Project 
staff have participated in the activities of the Quillacollo MOH 
Health District. The Regional Office of the MOH in Cochabamba 
(IgUnidad Sanitariagg) has made formal proposals to APSAR and 
several other private health care organizations to take 
responsibility for the administration of the health district. 
Unfortunately, none of these organizations have the capacity to 
take on such a task at present, however. 

CBIO METHODOLOGY 

DIP GOAL: complete a census in every community in the Sipe Sipe 
Health Area. 

RESULT : 

All of the 17 communities in the Sipe Sipe Health Area 
completed a census and enumeration of houses by the time of the 
final evaluation. Routine systematic home visitation was underway 
in these 17 communities by the end of the period of grant 
support. The town of Sipe Sipe had not participated in any of 
these activities by the end of the CS6 grant. 

DIP GOAL: visit every home with a child under two years of age 
every two months; visit every home with a child 24-59 months 
of age every four months. 

RESULT : 

Family folders were reviewed for each of the 17 communities 
in the Sipe Sipe Health Area with routine systematic home 
visitation. For each community, 10 family health folders were 
selected in which there was a child under five years of age. A 
random start was chosen, and then every "nthg1 family health 
folder was selected. For example, if a community had 100 homes, 
then every tenth folder would be selected. If the tenth folder 
did not have a child under five, then the next folder (the 
eleventh) would be inspected and so forth until a folder with a 
family having a child under five was encountered. 

The number of home visits carried out between January 1 and 
September 30, 1993, was ascertained for each family included in 
the study. Families were categorized as (1) those with at least 
one child under 24 months of age, or (2) those with no children 
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under 24 months of age but at least one child 24-59 months of 
age. Those families not meeting one of these two criteria were 
not included in the analysis. 

The project policy is to visit homes with children under 
twenty-four months of age every two months and to visit homes 
with children 24-59 months of age every three months even though 
the DIP calls for homes with children 24-59 months of age to be 
visited every four months. 

The results of the analysis are shown in Table 68. Homes 
with children under 24 months of age received an average of 4.4 
visits during the nine month period of study. Fourty-three 
percent of these homes were visited at least every two months. 
Homes with no children under 24 months of age but with older 
children 24-59 months of age received an average of 5.1 visits 
during the nine month study period. Thirty-six percent of the 
homes were visited according to the program policy of one visit 
at least every three months. 

Table 67 

family 
category 

homes with children 
0-23 months of age 
(policy to visit 
every two months) 

homes with no 
children 0-23 months 
of age but with 
children 24-59 
months of age (policy 
is to visit every 
three months) 

percentage of 
homes with the 
frequency of visits 

average number within the policies 
of visits during established by the 
the past 9 months program 

source: review of Sipe Sipe family health folders, November, 1993 ................................................................. 
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A2. Circumstances Aiding or Hindering the Achievement of Project 
Objectives 

The Sipe Sipe Health Project and the Ancoraimes Health 
Project on the Northern Altiplano are ARHC1s newest. Although 
some activities began in 1992, internal staffing problems along 
with internal ARHC financial problems hindered the full 
implementation of field activities until January, 1993. The 
progress made in Sipe Sipe between during the first 10 months of 
1993, however, is nothing short of spectacular. 

The main reason for this has been the unified and dedicated 
effort of the staff in Sipe Sipe. Of particular note in this 
regard is the fact that most of the staff had been working there 
prior to the beginning of this project. They had been accustomed 
to the traditional MOH mode of providing clinic-based services 
and had never been exposed to the ARHC/APSAR census-based, 
impact-oriented (CBIO) methodology. Understandably, there was 
considerable resistance initially on the part of the older staff 
to this new approach. The CBIO approach was different, it 
required considerably more collaboration with the communities, 
and it also involved much more work and effort. 

However, once the older staff became adjusted to this new 
approach and were able to experience for themselves its 
advantages, they became enthusiastic advocates. The leadership 
provided by two young graduate nurses, Ms. Araceli Lazarte and 
Ms. Arnparo Cartagena, helped greatly to make such a remarkable 
staff transformation possible. The health staff in Sipe Sipe 
received much counsel and support from Ms. Adela Asbdn, Field 
Supervisor for the Mallco Rancho Health Project, along with other 
Mallco Rancho staff including Dr. Taja, Executive Director of 
APSAR . 
A3. Sipe Sipe Final Evaluation Survey Results 

The results of the final evaluation household survey is 
included in Appendix 111. The results of the key indicators of 
child survival project performance for the Sipe Sipe Health 
Project are shown in Table 69. 
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................................................................. 

Table 69 I 
Key Indicators of Child Survival Project Performance 

for the Sipe Sipe Health Project ................................................................. ................................................................. I 
indicator 

1. initiation of breast-feeding 

percent of children less than 24 months of age 
who were breastfed during the first eight 
hours after birth 

2 .  exclusive breast-feeding 

percent of infants under four months of age 
who were given only breast milk 

3. introduction of foods 

percent of infants between five and nine months 
who are being given solid or semi-solid 
foods 

4 ,  persistence of breast-feeding 

percent of children between 2 0  and 24 months 
who are still breast-feeding (and being 
given solid/semi-solid foods) 

5. continued breast-feeding 

percent of children (less than 24 months) with 
diarrhea during the past two weeks who 
were given the same amount or more of 
breast milk 

6. continued fluids 

percent of children (less than 2 4  months) with 
diarrhea in the past two weeks who were 
given the same amount or more fluids 
other than breast milk: 

not including exclusively breastfed 
children 

including exclusively breastfed 
children 

result I 
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7. continued foods 

percent of children less than 24 months with 
diarrhea during the past two weeks who 60% 
were given the same amount or more food (51/85) 

8. ORT use 

percent of children (less than 24 months) with 
diarrhea during the past two weeks who 
were treated with ORT 

defined as packets of ORT salts 

defined as ORT packets or home-based 3 1% 
ORT or cereal-based solutions (26/85) 

defined as any oral liquid (including 
ORT, other liquids, or teas) 57% 

(48/85) 
9. medical treatment of pneumonia 

percent of mothers who sought any type of medical 
treatment, modern or traditional for child 
(less than 24 months) with cough and rapid 69% 
difficult breathing during the past two weeks (27/39) 

10. EPI access 

percent of children 12-23 months of age who 75% 
received DPTl (76/102) 

11. EPI coverage 

percent of children 12-23 months who received 66% 
OPV3 (67/102) 

12. measles coverage 

percent of children 12-23 months of age who 63% 
received measles vaccine (64/102) ................................................................. 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (SIPE SIPE) 

TABLE 68 (continued) 
................................................................. ................................................................. 

13. drop out rate 

percent change between DPTl and DPT3 doses 
[(DPTl-DPT3)IDPTl x 1001 for children 
12-23 months 

14. maternal card 

percent of mothers with a maternal card for 
the birth of the youngest child less 
than 24 months of age (this percentage 
includes those mothers who said they had 
a card but this could not be verified) 

15. maternal tetanus toxoid coverage 

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

16. one or more ante-natal visits (card) 

percent of mothers who had at least one 
ante-natal visit (card) prior to the 
birth of her youngest child less than 
2 4  months of age 

17. modern contraceptive usage 

percent of mothers with children less than 
24 months of age who desire no more 
children in the next two years (or who 
are not sure) and are using a modern 5% 
contraceptive method (101212) ................................................................. 
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B. LESSONS LEARNED 

See pages 11 - 27. 

11. SIPE SIPE PROJECT SUSTAINABILITY 

A. Sustainability Status 

Al. Termination of AID Funding for Child Survival Activities 

CS6 funding formally began in Sipe Sipe in 1992. Less than 
one year of field activities had been carried out at the time of 
the final evaluation in November, 1993. Sipe Sipe is included in 
ARHC1s new CS9 grant and support will be continuing there through 
September, 19 9 6. 

A2. ARHCts Plans for Discontinuation of Child Survival Activities 

Since ARHCts initiation of health activities in Sipe Sipe in 
1992, it has carried out all of its work under the auspices of 
APSAR (Asociacidn de Programas de Salud del Area Rural) led by 
Dr. Orlando Taja. Although there are no short-term plans for ARHC 
to discontinue its support for child survival activities in Sipe 
Sipe, it is hoped that APSAR's dependence on ARHC for support 
will diminish between 1993 and 1996 as APSAR becomes more 
independent and obtains additional sources of support. 

A3. Phase Over of Responsibility and Control to Local 
Institutions 

As mentioned immediately above, ARHC has given APSAR 
responsibility for managing all health activities in Sipe Sipe. 
APSAR has its own Board of Directors. With APSARts recent 
decision to diversify its funding base, it appears likely that 
the close working relationship which developed between ARHC and 
APSAR over the past six years will diminish somewhat. ARHC sees 
this anticipated progress as healthy since it is APSAR1s growing 
organizational capacity which has made this possible. 
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B. Estimated Recurrent Costs and Projected Revenues 

B1. Child Survival Activities Seen by Project Management as Most 
Effective and Worthy of Sustaining 

There is a strong sense on the part of the APSAR local field 
management staff in Cochabamba as well as on the part of ARHC1s 
higher management in La Paz and in the US that the census-based, 
impact-oriented (CBIO) approach is working well and should be 
maintained. This involves routine systematic home visitation, 
vaccination in the home, registration of vital events, 
nutritional monitoring and nutritional education at the time of 
home visitation, ORT training and support during home visitation, 
and treatment of ARI in the home. High-risk mothers and high-risk 
children receive more frequent home visitation. 

The inclusion of child survival interventions in a broader 
program of primary care services which is integrated with the MOH 
has worked well in Sipe Sipe. ARHCIAPSAR management staff want to 
see this continue. 

B2. and B3. Anticipated Ongoing ~xpenditures After ~ermination of 
Child Survival Support and Estimate of Ongoing External 
Financial Needs 

Once AID Child Survival funding terminates for the ~ i p e  Sipe 
Health Project, the major challenge for APSAR (and for ARHC to a 
lesser extent) will be to find funds to continue logistical, 
technical, and administrative support and to find additional 
funding for local field staff salary support. If AID Child 
Survival support for the Sipe Sipe Health Project terminates at 
the end of CS9 (in September, 1996), then it is quite likely that 
ARHC will significantly reduce its overall contribution to local 
project expenses to a level of $20-30,000 per year at the most. 
If APSAR is able to increase local financial support and also 
able to diversify its funding base, project operations should 
continue without a significant diminution in quantity or quality. 

B4. Are Costs Reasonable? 

At present, there are no reliable estimates of local per 
capita recurring costs for the Sipe Sipe Health Project. 
~xpenditures for the Mallco Rancho and ~ i p e  Sipe projects are 
comingled, making it difficult to identify specific costs by 
project area. This was done for Mallco Rancho in 1991 and 1992 
before the Sipe Sipe project began, however. The local recurring 
annual per capita cost for the entire primary care and child 
survival project was $9.66. Costs appear to be similar or perhaps 
even somewhat less in Sipe Sipe. 
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These costs are felt by some to be too high for long-term 
sustainability. ARHC is searching for new strategies which will 
make it possible to maintain the basic concepts of the CBIO 
approach while reducing costs. Six to 7 dollars per capita 
appears at present to be the minimum expenditure possible without 
a major reduction in the quality of project operations. 

B5. Projected Revenues After AID Funding Ceases 

APSAR has no plans to abandon its long-term commitment to 
Sipe Sipe. APSAR is now beginning to seriously look for other 
sources of funds beyond ARHC. It is unlikely that ARHC will 
terminate its support for APSAR in the near future although the 
level of support is likely to diminish. 

B6. Costs Which Are Not Likely to Be Sustainable 

Logistical, administrative, and technical support for Sipe 
Sipe operations will not be easy to sustain. Over time, it is 
anticipated that local salaries and local expenses will 
eventually become sustainable with locally-generated funds and 
with MOH salary support. 

B7. Lessons Learned Regarding Costs and Revenues 

If relatively comprehensive ongoing primary care and 
referral services were not now available in Sipe Sipe, there 
would be no hope whatsoever of longer-term sustainability for the 
project. The local population is not willing to pay for child 
survival interventions such as immunizations and growth 
monitoring. Without strong local financial support, MOH staff 
will not be able to maintain the primary care and child survival 
services services which have been developed. 

Child survival projects which serve extremely poor 
populations are not likely to become self-sustaining for many 
years. Thus, it is necessary to be patient, but at the same time 
expect that steady (if nevertheless slow) progress be made toward 
the goal of complete sustainability without external financial 
support. The only way to know if modest progress toward financial 
sustainaibility is being made is to develop measurable goals and 
monitor the results. 

I C. Sustainability Plan 

I 
C1. Project Staff Interviewed 

I The entire Sipe Sipe staff were interviewed along with the 
ARHC Bolivian National Director (Mr. Nat Robison) and the ARHC/US 
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Program Director (Mr. David Shanklin). The field staff 
participating included the Executive Director for the Sipe Sipe 
Health Project (Dr. Orlando Taja), the local staff physician (Dr. 
Alberto Mendoza), the local field supervisors (Ms. Amparo 
Cartagena and Ms. Araceli Lazarte), the rural health technician 
(Ms. Benigna Aguilar), three community-based auxiliary nurses 
(Ms. Dora Loma, Ms. Ricarda Mejia, and Mr. Ponciano Romero) and 
the staff dentist (Dr. Catalina Peredo). 

The project design was developed primarily by the ARHC/US 
Program Director (Mr. David Shanklin) working with the ARHC 
Bolivian National Director (Mr. Nat Robison) and the APSAR 
Executive Director (Dr. Orlando ~aja). Implementation was carried 
out by APSAR1s Executive Director and by local field staff. 
Monitoring and evaluation has been carried out by all of the 
above together with ARHC1s Program Advisor (Dr. Henry Perry). 
ARHC has developed a participatory style of evaluation that 
includes all local field staff. 

C2. The Projectls Plan for Sustainability 

Briefly stated, ARHC1s plan for sustainability of the Sipe 
Sipe Health Project is to gradually decrease its own support for 
the project and to assist APSAR in promoting support of project 
operations from local sources and from external sources. This 
strategy involves reducing costs by keeping the numbers of local 
paid staff at a minimum and especially those who are at the 
higher end of the pay scale. This strategy also involves 
increasing locally-generated income and also increasing the 
contribution provided by the MOH. 

The goal during the next five years is to increase MOH and 
locally-generated income to cover 30% of project costs and to 
reduce overall local costs to $6-7 per capita. In addition, it is 
ARHC1s goal to assist APSAR in obtaining external funding from 
other sources such that in five years no more than 50% of APSAR1s 
externally-derived funds are provided by ARHC. 

C3. Sustainability-Promoting Activities Carried Out 

Dr. Taja, Executive Director of APSAR, has sought to develop 
strong curative health services in Sipe Sipe which the local 
people trust and utilize. If this can be achieved, the local 
people will provide financial support. The growth in the numbers 
of curative services provided by the Sipe Sipe Health Project is 
an early sign of this confidence (see Table 14, page 49). Thus, 
the remarkable gains made by the Sipe Sipe Health Project in 
improving local health services during the final year of the 
grant represents a major step toward sustainability. 

The Sipe Sipe project has made strong progress toward 
financial sustainability through increased income from 
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fees-for-service. The amount of local income for services 
provided doubled from $4,535 in FY 1992 to an estimated $8,822 in 
FY 1993 (based on income for the first six months of the FY). 

C4. Evaluation of Sustainability Plan 

As mentioned previously, ARHC has planned to prepare for 
some time a detailed sustainability strategy document. This 
document is now being written by ARHC8s National Director and 
will become the basis for polioies which will enable ARHC to 
place more emphasis on sustainability issues and to monitor 
progress more closely. 

The future relationship between ARHC and APSAR depends on 
how successful APSAR will be in clarifying its longer-range 
vision and in obtaining funding from sources beyond ARHC. These 
issues will need to be in clearer focus before a detailed 
sustainability plan for Sipe Sipe can be developed. 

C5, Contributions From Counterpart Institutions to Project 
Activities 

The agreements with the MOH to provide vaccines, vaccination 
supplies, TB medicines, and salary support were met as 
established, with the exception that there were periodic lapses 
in the availability of some of the vaccines. 

C6. Reasons for Success or Failure of Counterpart Institutional 
Support 

Although MOH salaries are low, the MOH is reliable in paying 
them. The donated materials such as vaccines, vaccination 
supplies, and TB medicines are provided to the MOH by 
international donors such as AID, so they are generally 
available. 

D. Monitoring and Evaluation of Sustainability 

Dl, Indicators Used to Track Sustainability Outputs and Outcomes 

Efforts to date to monitor sustainability include the annual 
measurement of the following indicators: 

a. total recurring local project cost (including 
capital depreciation expenses and training 
expenses) ; 

b. total local project cost per capita; 
c. percent of local project costs met by the MOH as 

well as with locally generated income; and, 
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d. percent of local project costs generated by ARHCts 
Bolivian NGO counterparts. 

D2. Do These Indicators Show Any Progress? 

Aside from locally generated income (described above), it 
has not yet been possible to monitor sustainability in Sipe Sipe. 
This is a high priority for the CS9 grant period. 

D3. Qualitative Data Suggesting Changes in Sustainability 

The discussions held in the Sipe Sipe Health Area with 
community leaders and with mothers1 club members held at the time 
of the final evaluation in November, 1993, revealed that there 
was no real awareness that most of the financial support for the 
health program arose from external sources which would not 
continue in the long run. The local people will need to become 
more aware of the situation and their need to make a stronger 
contribution toward the financial support of the project in the 
future. 

The general trend now in the MOH is toward decentralization. 
This could possibly lead to more resources for the provision of 
primary health care services in rural areas such as Sipe Sipe. 

D4. In-country Agencies Participating in Project Design 
Implementation, or Evaluation 

The Johns Hopkins PVO Child Survival Support Programts Latin 
American Regional Office provided important assistance with the 
design of the Sipe Sipe final evaluation cluster sample survey 
and also with the training of the supervisors of the survey. The 
household survey in the Sipe Sipe Health Area was directed by Dr. 
Carmen Marin, Hopkins consultant based in Lima, Peru. Dr. Marin 
led the training module for the survey supervisors for all four 
project sites and directed personally the survey and data 
analysis for the Mallco Rancho and Sipe Sipe surveys. 

D5. Sustainability Recommendations Made by Technical Reviewers of 
the Initial Proposal and DIP 

In the technical review of the initial proposal, the 
following recommendations were made: 

clarify the MOHts role in the revolving drug fund; 
consider more cost-effective approaches to ensure 
continuation of the project after termination of 
ARHC funding (such as reducing the level of home 
visitation, focusing on high-risk infants, and shift 
to service delivery at fixed and outreach sites); 
give more attention to strengthening MOH capacity, 
not just supplement MOH activities; and, 
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d. increase training and support of non-professional 
community health workers since this would decrease 
reliance on higher salaried staff. 

Recommendations provided at the time of the technical review 
of the DIP were the following: 

develop a more detailed sustainability plan; 
document lessons learned to date, including 
successes and failures in the sustainability of the 
original child survival project; 
review the experience with cost recovery; 
test income generation, community financing, fee- 
for-service, and so forth in new areas; 
develop sustainability indicators since none were 
presented in the DIP; 
reduce recurrent costs and raise more local 
revenues; and, 
increase information feedback to the communities so 
they will be more aware of the services provided by 
the project and thus more willing to provide 
continuing financial support. 

In Sipe Sipe, the policy for the revolving drug fund has 
been clarified. All medications except TB medicines are included. 
The MOH no longer provides any other medicines free of charge. In 
the past, the MOH did not allow charges for penicillin injections 
for infants and children with ARI. This is no longer the case, 
and ARI medicines must now be obtained from other sources. 

Since the Sipe Sipe Health Pr0ject.i~ still in its beginning 
stages, there have been many lessons learned in nearby Mallco 
Rancho which are being applied. Among these is an attempt to 
target home visitation more narrowly than has been the case in 
Mallco Rancho. 

The incorporation of MOH personnel into the project staff 
means that all the training provided is received as well by the 
MOH staff assigned to the project as well. It is also quite 
common now for MOH staff from other geographic areas to come and 
visit the Sipe Sipe project as well as other ARHC projects 
because of their growing reputation as high-quality programs 
using a new and promising approach to health care delivery. 

There had been a belief among APSAR staff that an increased 
reliance upon volunteer health staff represented one partial 
solution to the sustainability problem. However, because of the 
failures experienced in Mallco Rancho with the retention of 
VCHEs, the staff in Sipe Sipe has decided to postpone selection 
and training of VCHEs until the experience in Mallco Rancho is 
reviewed more fully and a new policy developed. 
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There has been a long-standing recognition of the need for a 
comprehensive sustainability plan for ARHCts activities in 
Bolivia. This plan is now almost completed. Both positive and 
negative lessons learned about sustainability are serving as an 
important foundation for ARHCts comprehensive sustainability 
strategy. 

ARHCfs experience with cost recovery has been analyzed as 
part of a more comprehensive financial analysis of ARHCfs oldest 
programs in Bolivia: Carabuco, Mallco Rancho, and Villa 
Cochabamba/Montero. This was made possible by a special grant 
from AID to ARHC and is fully described elsewhere (Perry, 1993). 

The testing of new approaches to improve financial 
sustainability through community financing schemes, through 
income-generation schemes, and through increased fee-for-service 
revenues has not yet been possible because the initiation of 
child survival and CBIO activities along with the improvement of 
the primary care in Sipe Sipe has absorbed all available 
organizational leadership and resources. 

The Sipe Sipe staff and APSAR/ARHC management are aware of 
the need to reduce project costs and increase local revenue. 
Increased efforts are now being given to these topics with some 
success. 

There has been relatively little effort so far to provide 
systematic feedback to individual communities about the numbers 
of health services provided to each community, about the coverage 
of those services in the community, and about the health 
improvements noted. Because so much staff energy in Sipe Sipe has 
gone into the initiation of basic services, it has not been 
possible to move into this area of activity. 

D6. Results of Recommendations for Sustainability Arising from 
the MTE 

The recommendations arising from the MTE were as follows: 
a. establish realistic objectives for sustainability; 
b. involve to a greater degree community leaders in 

sustainability issues; 
c. explore the possibility of analyzing sustainability 

issues of other health programs; and, 
d. consider the provision of a course in leadership and 

management skills for community leaders. 

These recommendations by and large have not yet been 
implemented in Sipe Sipe because of the reasons cited above. 
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E. Community Participation 

El. Community Members Interviewed 

The following community members were interviewed: 
a. 25 women representing the community of Hamiraya; 
b. 4 5  men and women from the communities of Siqui Siquia and 

Urinsaya ; 
c. 13 women from the community of Caviloma; and, 
d. the President and Vice-president of the Civic Committee 

for the town of Sipe Sipe. 

E2. Child Survival Activities Perceived as Being Effective at 
Meeting Current Health Needs 

Many of those interviewed mentioned the improvement of 
medical services at the Hospital/Health Center in Sipe Sipe as 
the project's most significant contribution. According to those 
interviewed, not only had the physical facility together with its 
equipment and supplies improved, but the quality of services 
provided by the staff had improved substantially as well. The 
development of a referral system for patients from Sipe Sipe to 
Cochabamba to receive needed hospital care at a reasonable cost 
was mentioned as another benefit of the new project. 

The community members also mentioned home visitation as an 
effective aspect of the new health project. Other beneficial 
activities mentioned were immunizations, nutritional monitoring, 
and maternal health services. Home visitation makes it possible, 
some of the women said, for all children and mothers in the 
project area to have readily accessible immunizations, training 
in ORT, nutritional monitoring of children, Papanicolou smears 
(for uterine cervical cancer), and basic health education. 

E3. Activities Carried Out to Help Communities Meet Their Basic 
Needs and Sustain Effective Child Survival Activities 

The community members interviewed expressed the opinion that 
the improvement in health care services was a critical basic need 
in the Sipe Sipe Health Area which has now largely been met. 

E4. How Did Communities Participate in the Design, 
Implementation, and/or Evaluation of the Project? 

Sipe Sipe area leaders, familiar with APSARts activities in 
Mallco Rancho (including the CBIO approach) formally invited 
APSAR to extend its activities into the Sipe Sipe area. Dr. Taja 
has been effective in maintaining close contact with local 
community leaders regarding issues in project implementation. The 
communities were consulted during the early stages of project 
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planning. They were actively involved in the community censuses 
and in the initiation of routine systematic home visitation. They 
did participate in the final project evaluation by being 
interviewed (as described above). 

E5. How Many Health Committees Exist and How Do They Function? 

There is no formal health committee in the Sipe Sipe Health 
Area. In the town of Sipe Sipe, there is a Civic Committee 
(similar to a a town council) with which Dr. Taja has had 
considerable contact since project activities began. Dr. Taja and 
other project staff members have also worked closely with leaders 
in other communities as well. At this point, none of the local 
community leadership groups within the Sipe Sipe Health Area have 
a supervisory responsibility for the use of funds. 

E6. What Issues Are Being Addressed by These Health Committees? 

The community leaders have been involved so far in the 
decision of whether to allow the project to carry out (with the 
community) a census with household enumeration and whether to 
begin routine systematic home visitation. The community leaders 
are also becoming increasingly active in communicating to the 
project staff what they perceive the community's health needs to 
be. For instance, in Hamiraya the community leaders have 
expressed the need for a health post, for training of family 
members to attend home deliveries (since there is no local 
traditional midwife there now), and for basic health education. 

E7. What Resources Has the community Contributed to Provide for 
Sustainability? 

The community has been generous in offering its time, 
manpower, and local materials when these were helpful and 
appropriate. Also, of course, the community members have paid, 
within their capabilities, fees-for-services provided. 

E8. What Are the Reasons for the Successes or Failures of 
Community Support? 

Over the brief time that the Sipe Sipe Health Project has 
been underway, the 17 communities surrounding the town of Sipe 
Sipe) have been strong collaborators and supporters of the CBIO 
approach. The benefits of a strong home visitation program have 
become quickly apparent to the community members and they are 
ready and willing to continue their collaboration when it is 
needed by the project. 

Because of the need to attend to more pressing matters 
related to start-up of project activities, the project staff have 
not been able to give as much attention as needed to long-term 
sustainability issues. 
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F. Ability and willingness of Counterpart Institutions to Sustain 

Activities 

F1. Persons Interviewed: 

The following persons were interviewed: 
a. Dr. Carlos Iriarte Saavedra, Director, the Cochabamba 

Regional Health Office (Unidad Sanitaria) of the MOH; 
b. Dr. Juan Carlos Guillgn, Associate Director of Planning, 

Cochabamba Regional Health Office; 
c. Ms. Cristina Cardoza, coordinator of ASONGS/Cochabamba 

(Asociacibn de Organizaciones No-Gubernamentales en 
Salud), the Regional Office of the Association of 
Non-Governmental Health Programs; and, 

d. Mr. Eduardo Vexina, CIAES (Centro de Investigaci6n, 
Asesorla y Educaci6n en Salud), Center for Research, 
Consultation, and Education in Health. 

Ms. Cardoza and Mr. Vexina participated in the entire 
week-long evaluation activity for the Cochabamba projects in 
Mallco Rancho and in Sipe Sipe. Dr. Guillgn participated for two 
days. 

F2. Linkages Between the child survival project and Health 
Development Agencies 

The Sipe Sipe Health Project is directed by APSAR with 
financial support provided by ARHC. All MOH staff assigned to the 
area are part of the local field staff. For Sipe Sipe, this 
includes one MOH physician, three auxiliary nurses, and one 
dentist. The MOH also has a vehicle for the Sipe Sipe Health Area 
which is now used for project activities. The MOH provides all 
vaccines, vaccine supplies, UNICEF growth charts, ORT packets, 
and TB medicines. This provision of resources by the MOH leads to 
close collaboration by the Sipe Sipe Health Project with all 
phases of the MOH1s activities both at the district level and at 
the regional office of the Cochabamba "Unidad Sanitaria.I1 The MOH 
staff assigned to Sipe Sipe continue to receive their regular 
salaries from the MOH and receive a supplement from the project. 

F3. Key Institutions Expected to Contribute to Sustainability 

ARHC hopes that APSAR will be successful in the near future 
in obtaining its own resources to continue its own projects. 
Since the founding of APSAR in 1987, ARHC has been the sole 
source of funds for APSAR operations. As an indigenous NGO with a 
strong track record, APSAR should be able to attact increasing 
support to expand its operations. Therefore, ARHC is looking to 
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APSAR to play an increasingly stronger role in the sustainability 
of its own projects in the Cochabamba region of Bolivia. 

Dr. Iriarte, the newly appointed Director of the Cochabamba 
Regional Health Office for the MOH, has indicated that the MOH 
will not be able in the near future to provide any additional 
resources to the Sipe Sipe Health Area beyond what is currently 
provided. Perhaps in several years, if the decentralization 
process moves along as proposed, the MOH will have some 
additional resources with which to sustain the health activities 
there. 

The most important elements in improving local 
sustainability are (1) the incorporation of community members and 
leaders into project management and (2) the provision of quality 
services at a cost the local people can afford. 

F4. Opinions of Collaborating Institutions About the Project's 
Most Effective Interventions 

Representatives of the MOH and of private organizations 
knowledgeable about project activities in Sipe Sipe and in Mallco 
Rancho commented at the time of the final field evaluation in 
November that APSAR1s projects and staff have an excellent 
reputation in the Cochabamba valley region of Bolivia. Specific 
reasons for this were as follows: 

a. the project staffs are highly competent and dedicated to 
their work; 

b. the projects are able to achieve a great deal for the 
limited amount of available funds; and, 

c. routine systematic home visitation and vital events 
registration are extremely useful in helping the projects 
achieve their goals of improving child survival. 

Contributions of the Project to Local Staff Capacity 

The Sipe Sipe Health Project empowers local field staff 
through teaching and training. All levels of staff, from the 
Executive Director to the community health auxiliary, receive 
training in child survival interventions. This training, combined 
with the experience which the staff members receive while 
implementing this training, is one of ARHC's contributions to the 
sustainability of child survival activities in Bolivia. The 
knowledge imparted through this training will remain with all 
staff wherever they might work in the future. 
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F6. Capacity of the MOH and Other Local Institutions to Sustain 
Project Activities 

In Bolivia, there is a movement toward decentralization of 
MOH activities from the national and regional offices to the 
district level. This could have the effect of providing the 
districts with more resources than they had previously. If this 
happens, then possibly the Sipe Sipe Health Project might receive 
additional support from the MOH. Beyond the MOH and the 
communities themselves, ARHC and APSAR are the only other sources 
of support available to sustain health activities in the area. 

F7. What Project Activities Do Counterpart Organizations Perceive 
as Being Effective? 

Mr. Vexina of CIAES noted that home visitation and the 
registration of vital events are, in his opinion, highly useful 
activities. 

Project Expenditures 

See pages 28-29. 

H. Attempts to Increase Efficiency 

HI. Strategies to Reduce Costs, Increase Productivity, and 
Improve Efficiency 

The productivity of the Sipe Sipe Health Project has 
improved significantly since the initiation of activities in 
1992. Prior to that time, the quantity of services in the health 
area was limited. The home visitation program in all the 
communities surrounding the town of Sipe Sipe together with the 
generally recognized improvement in the quality of medical 
services offered at the Sipe Sipe Health Center/Hospital have led 
to a major increase in the number of patients being treated and 
therefore the productivity of the staff. 

H2. Reasons for Success or Failure in Reducing Costs, Increasing 
Productivity, or Improving Efficiency 

The provision of child survival interventions in communities 
is an important stimulus to the overall health care system in 
Sipe Sipe since the communities had previously had almost no 
exposure locally to modern health services. Through this 
community involvement, and particularly through home visitation, 
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patients in need of curative services are constantly appearing. 
Combining strong community outreach services together with 
improved curative services has made this remarkable growth in 
staff productivity possible. 

H3. Lessons Learned Regarding Improving Efficiency 

MOH staff are often not as productive nor as efficient as 
one might expect given their scarce supply in the rural areas of 
Bolivia. The productivity and efficiency of the MOH staff who 
were present in Sipe Sipe before the project began in 1992 (and 
who chose to continue) have improved dramatically. This is due to 
the MOH staff's commitment to the people of the area, to the 
additional resources, training, and strong professional 
leadership provided by APSAR/ARHC, and also to the increase in 
the community demand for primary health care services. 

I. Cost Recovery Attempts 

11. Cost-Recovery Attempts of the Project 

The project charges fees for all services provided except 
most child survival interventions and home visits. Patients pay a 
fee for all curative services and medicines. Those with serious 
or life-threatening illnesses receive care even if they cannot 
pay for it. 

12. Estimate of Amount of Funds Recovered 

There are no good estimates yet of the local costs for the 
Sipe Sipe project since the accounting for expenses has been 
comingled with Mallco Rancho expenses and also with APSAR 
"headquartert1 expenses in Quillacollo. The available data for 
local income generated and for MOH support, however, is available 
and is shown in Table 70. There appears to be strong improvement 
toward greater financial support from the local population and 
the MOH for activities in Sipe Sipe. 
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Table 70 

fiscal 
year* 

locally 
MOH generated 
support revenue 

* FY is March - February 
** estimates for 1993 are based on the first six months of the 

fiscal year (March - September). 
1992 MOH contributions include $13,035 in salary support, 
$1,500 in supplies, and $1,500 in building depreciation. 

1993 MOH contributions include an estimated $18,148 in salary 
support, $1,500 in supplies, and $1,500 in building 
depreciation. ................................................................. 

13. Effect of Cost Recovery Activities on Project Reputation and 
on Equity of Services Delivered 

Community members who were interviewed indicated that the 
prices charged by the Sipe Sipe Health Project are lower than 
those of other health services in adjacent areas. Some community 
members apparently think that the quality of services offered by 
the Sipe Sipe Health Program is inferior because of these low 
fees. Thus, it does not appear that the current cost recovery 
efforts are sufficiently vigorous to cause any negative effects 
on the project's reputation. Quite to the contrary, there appears 
to be a genuine opportunity to raise fees since perceived quality 
is associated to some degree with higher fees. 

The home visitation activity developed in Sipe Sipe, as in 
all of ARHCts project areas, leads to a strong commitment among 
the staff to equity for all people living within the project 
area. Basic services are delivered at the time of home visitation 
to all homes regardless of the family's ability (or willingness, 
in some cases) to pay the fees charged. The concept of routine 
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systematic home visitation and the provision of immunizations, 
nutritional monitoring, ARI treatment, and ORT education at the 
time of the home visit ensures a high degree of equity of 
services within the project area. 

14. Reasons for Success or Failure of Household Income-Generating 
Activities of the Project 

There were no household income-generating activities 
supported by the Sipe Sipe Health Project. 

15. Lessons Learned Regarding Cost Recovery for Other Child 
Survival Projects or for AID 

So far, there have been no particular lessons learned 
regarding cost recovery. 

J. Household Income Generation 

J1. Household Income-Generating Activities Implemented 

There have been no household income-generating activities 
sponsored by the Sipe Sipe Health Project. 

J2. Estimate Dollar Amount of Household Income Generated 

Does not apply. 

J3. Contribution of Household Income Generated to Project Costs 

Does not apply. 

J4. Lessons Learned Regarding Household Income Generation 

Does not apply. 

K. Summary of Sustainability 

See pages 253-4. 
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111. The Communityts Perceived Health Priorities in Sipe Sipe 

Defining the commmunity~s perceptions of its health 
priorities is an important aspect of the census-based, 
impact-oriented (CBIO) approach. The CBIO approach combines the 
epidemiologic priorities (that is, the most frequent readily 
preventable or treatable causes of death) together with the 
community8s health priorities to establish project priorities. 

The Sipe Sipe communities' perceptions of their health 
priorities were determined at the time of the October, 1993, 
cluster sample survey of mothers of children 0-23 months of age. 
They were asked, What are your suggestions to improve health in 
your community?I1 The results were tabulated manually as part of 
the field evaluation exercise carried out by the field staff and 
evaluation participants. 

The results of this analysis are shown below in Table 71. 

In the course of focus group interviews with groups of 
community members, including women and community leaders, the 
following community health priorities were advanced: 

construction of a new hospital for Sipe Sipe; 
construction of new health posts in Suticollo and in 
Hamiraya; 
reduction of transportation costs to the Sipe Sipe and 
Mallco Rancho Health Centers/Hospitals; 
training of mothers in basic health and hygiene; 
training of family members in clean and safe delivery 
practices; 
latrine construction and provision of safe drinking 
water; and, 
education about Chagas disease. 
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Table 71 

Suggestions for Community Health Improvement Made by Mothers 
of Children 0-23 Months of Age Participating in the 
Sipe Sipe 1993 Household Cluster Sample Survey 

suggestion 
number of mothers percentage 
making suggestion (n=253) 

closer health posts, posts 
which function, or posts 
with an adequate 
infrastructure 

more health personnel or an 
expansion of the project 

more or better care at the 
Sipe Sipe Health Center/ 
Hospital 

frequent, or more frequent, 
home visits 

community-based pharmacy, 
medicines 

potable water 

more specialized services at 
the Sipe Sipe Health Center/ 
Hospital 

source: 1993 Sipe Sipe household cluster sample survey ................................................................. 
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IV. Sipe Sipe Project Mortality Analysis 

The census-based, impact-oriented (CBIO) approach makes it 
possible to calculate mortality rates in the population since 
censuses of the area are updated annually and since births and 
deaths are registered at the time of routine systematic 
visitation of all homes in the project area. 

This process has been underway in Sipe Sipe since 1992 in 
eight communities with a population of approximately 2,000 
persons. Routine systematic home visitation began in these eight 
communities at the time project activities began in April, 1992. 
The mortality rates shown below are for the first year of project 
activities (April, 1992 - March, 1993) for these eight 
communities. 

The observed mortality rates should represent close to 
baseline rates. Nevertheless, it is quite likely that not all of 
the neonatal deaths have been detected. These are the most 
difficult deaths for project staff to detect. A prior knowledge 
of a woman's pregnancy is very helpful so that the outcome of 
individual pregnancies can be specifically followed. 

At the time of the field evaluation in November, 1993, 
mortality rates were also calculated for the entire project area 
for the first nine months of 1993, but the rates were so low that 
it was possible that not all deaths were being reported. These 
findings, therefore, are not reported here. 

With these caveats in mind, let us examine Table 72. These 
data demonstrate an overall infant mortality rate of 118, almost 
twice that observed for neighboring Mallco Rancho (72). The 
neonatal mortality rates are similar in the two areas (18 vs 20), 
but the postneonatal mortality rate for Sipe Sipe is 98 compared 
to Mallco Rancho's 54. The second year (12-23 month) mortality 
rate in Sipe Sipe is almost five times that seen in Mallco Rancho 
(33 versus 7), and the rate for children 24-59 months of age in 
Sipe Sipe is four times that for children in Mallco Rancho (8 
versus 2) . 



CSVI CHILD SURVIVAL GRANT FINAL EVALUATION (SIPE SIPE) 

Table 72 

mortality rate I 
neonatal mortality rate 
(deaths in the first 
30 days of life per 
1,000 life births) 

postneonatal mortality 
rate (deaths during the 
first year of life but 
after the first 30 days 
per 1,000 live births) 

infant mortality rate 
(deaths during the first 
year of life per 1,000 
live births) 

12-23 month mortality 
rate (deaths during the 
second year of life per 
1,000 children of this 
age group) 

24-59 month mortality 
rate (deaths during the 
third to fifth year of 
life per 1,000 children 
of this age group) 

source: Sipe Sipe birth registry, death registry, and census 
data. 
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V. Evaluation Team for the Sipe Sipe Health Project 

Al. Members of the Final Evaluation Team 

Members of the Sipe Sipe Local Field Staff 

Dr. 
Ms. 
Dr. 
Dr. 
Ms. 
Ms. 
Ms. 
Ms. 
Ms. 
Mr. 

Orlando Taja, 
Adela AsbCzn, 
Alberto Mendoza, 
~atalina Peredo, 
Amparo Cartagena, 
Araceli Lazarte, 
Benigna Aguilar, 
Dora Loma, 
Ricarda Mejia, 
Ponciano Romero, 

Other ARHC Staff Participating 

Mr. Nat Robison 
Mr. David Shanklin 

Dr. Henry Perry 
Mr. Adam Kolff 
Ms. Sarah Bott 

Executive Director 
Field Advisor 
MOH staff physician 
MOH staff dentist 
Field Supervisor 
Field Supervisor 
rural health technician 
community auxiliary 
community auxiliary 
community auxiliary 

~ational Director, ARHC 
International Executive and 

Program Director, ARHC 
Program Advisor, ARHC 
ARHC volunteer 
ARHC volunteer 

External Evaluators 

Dr. Juan Carlos Guillh Associate Director of 
Planning, Cochabamba 
Regional Health 
Department, MOH 

Ms. ~ristina Cardoza Coordinator, ASONGSI 
Cochabamba 

Mr. Eduardo Vexina anthropologist, CIAES 
Mr. Juan Mamani laboratory and x-ray 

technologist, 
Quillacollo District 
Hospital, MOH 

A2. Author of Evaluation Report 

Author of Evaluation Report: Dr. Henry Perry 
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I . I NTRODUCC I ON 

A. ANTECEDENTES 

El Consejo de Salud Rural Andino (CSRA) es una Organizacidn no 
Gubernamental en Salud, la cual desarrolla actividades de Atenci6n 
Primaria en coordinaci6n con la Secretaria Nacional de Salud 
(Ministerio de Desarrollo Humano), sirviendo aproximadamente a 
alrededor de 52,000 personas de escasos recursos en tres regiones 
de Bolivia: el altiplano norte-area rural de La Paz, 10s valles de 
Cochabamba - firea rural conjuntamente la Asociaci6n de Programas de 
Salud del Area Rural, APSAR, y un firea urbano marginal en Montero- 
Santa Cruz. 

Los proyectos del Consejo obtienen financiamiento del exterior 
tanto de Fundaciones, Grupos, Iglesias, Donaciones Individuales 
como tambien de la Agencia para la Cooperaci6n Internacional para 
el Desarrollo USAID. El financiamiento interno proviene de 
ingresos locales a traves de la venta de servicios y medicamentos. 

La Organizacidn trabaja en Bolivia desde 1983, iniciando su trabajo 
en el Srea de Carabuco (Departamento La Paz), y donde actualmente 
continGa desarrollando actividades. 

El financiamiento proporcionado por AID para el proyecto 
"Supervivencia Infantil VI " (CSVI), incorpora entre otras a1 drea 
de trabajo anteriormente mencionado. El inicio del mismo fue en 
Octubre de 1990, conluyendose en Octubre del presente, 1993. El 
presente informe forma un insumo para la evaluaci6n final de1 
proyecto CSVI y constituye informaci6n base del proyecto CSIX, el 
cual ha obtenido financiamiento tambien de USAID para continuar 
actividades durante el peri6do 1993-1996. 

B. DESCRIPCION DE PROYECTO 

El proyecto CSVI promueve el desarrollo principalmente de 4 
intervenciones: Inmunizaciones para nifios y mujeres, Control de la 
Enfermedad Diarreica Aguda-Terapia de Rehidratacidn Oral, 
Mejoramiento Nutritional a travks de educaci6n y Monitoreo del 
Crecimiento y el Control del las Enfermedades Respiratorias Agudas. 

Aunque no estan priorizadas en el CSVI, el Consejo de Salud Rural 
Andino-Proyecto Carabuco trabaja tambien en el campo asistencial y 
desarrolla algunas actividades en salud materna, especialmente las 
relacionadas a la deteccion y el manejo de embarazos de alto 
riesgo. 

Las intervenciones y actividades mencionadas en 10s acapites 
precedentes son aplicadas atraves de una estrategia llamada 
"Atenci6n Primaria en Salud con Base Censal", la cual contempla 5 
elementos centrales: un censo familiar, un registro de todos 10s 
hogares de cada comunidad, visitas domiciliarias realizadas en 
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forma periddica y sistemAtica a cargo de auxiliares de enfermeria 
o educadores voluntarios, un sistema integrado con un Centro de 
Salud Hospital de referencia y la supervision de todas las 
actividades comunitarias a cargo de un tt5cnico en salud. 

C )  OBJETIVOS DEL PROYECTO 

Los objetivos del proyecto estan enmarcados en la declaracidn de la 
misi6n del Consejo de Salud Rural Andino y son 10s siguientes: 

"Desarrollar un sistema de identificaci6n y mantenimiento de 
contact0 con cada hogar dentro de las comunidades seleccionadas 
en el area del proyecto. 

Mantener tan precis0 como sea posible, un recuento de 
nacimientos, defunciones y migraciones y otros eventos 
importantes relacionados a la salud a fin de calcular tasas de 
mortalidad por afio y causa, asi como otras mediciones claves del 
estado de salud de la poblacion y del impacto del programa. 

Propocionar tasas de cobertura razonables en 10s programas de 
Inmunizaciones, Control de Crecimiento, Enfermedad Diarreica 
Aguda, Infecciones Respiratorias Agudas y Servicios Curativos 
Basicos. 

"Iniciar y promover servicios de salud materna mediante el 
Hospital Ancoraimes y programas de visitas domiciliarias. 

Propocionar servicios basicos a adultos en base a necesidades 
locales y recursos disponibles. 

Promover el desarrolo de proyectos de desarrollo comunitarios 
relacionados con la salud, incluyendo agua y saneamiento, 
agricultura y proyectos generadores de ingresos. 

Promocionar el mfiximo involucramiento de la comunidad en apoyo a 
estas actividades." 

D. METAS DE INTERVENCIONES CLAVES 

De acuerdo a1 Plan Detallado de Implementacion (DIP) del proyecto 
se esperaba alcanzar las metas o indicadores detallados en la 
primera colurnna del Resumen de Resultados de Indicadores Claves del 
Proyecto de Salud Infantil "CS-6" en la seccidn IV del presente 
informe. 

E. PROP~SITO DEL ESTUDIO 

El propdsito del estudio es la recoleccidn de informacidn sobre 
indicadores que permitan evaluar y realizar un seguimiento del 
proyecto de supervivencia infantil. A traves de estos indicadores 
se pretende demostrar y medir el 
impacto de las diferentes intervenciones que se han implementado 
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desde lero. de Octubre de 1.990 hasta el 31 de Septiembre 1.993 en 
el Brea de Carabuco como parte del proyecto CS - 6 por una parte, 
por otra parte el de proveer informaci6n que servirB como linea de 
base para el proyecto CS - 9. El disefio del estudio permite 
obtener informaci6n sobre las siguientes intervenciones 

1. EDUCACI~N EN SALUD 

Tener una aproximaci6n acerca de 10s conocimientos de las madres de 
nifios menores de dos aiios sobre: 

a. Prevenci6n de enfermedades inmuno-prevenibles por 
vacunas. 

b. Manejo de las enfermedades diarreicas agudas, pricticas 
de rehidratacion oral, reconocimiento de signos de alarma 
de deshidratacihn, uso correct0 de SRO. 

c. Manejo de las infecciones respiratorias bajas, 
reconocimiento de signos de alarma de neumonia. 

d. Conocimiento y pricticas de lactancia exclusiva, 
alimentacion complementaria e introducci6n de alimentos 
solidos, alimentacibn durante el destete, consumo de sal 
iodada, practicas de alimentacion de desnutridos. 

2. GESTI~N SOCIAL - ACERCAMIENTO A LA COMUNIDAD 

a. Identification de grupos claves en la comunidad para 
enfocar y dirigir 10s mensajes educativos. 

b. Obtener una aproximacihn de la imagen del servicio de 
salud percibida por la comunidad. 

c. Obtener informaci6n sobre las necesidades mis sentidas e 
identificadas en la comunidad. 

d. Obtener information sobre la eficiencia del sistema de 
informaci6n entre las familias y viviendas de las 
comunidades en el zirea de influencia. 

3. INMUNIZACIONES 

a. Cobertura de inmunizaciones para 10s nifios menores de un 
aiio y entre 12 a 23 meses. 

b. Cobertura de inmunizacion con toxoide tet8nico a las 
mujeres en edad fkrtil. 



4. MORBILIDAD INFANTIL 

a. Estimacidn de la prevalencia de enfermedades diarreicas 
e infecciones respiratorias agudas bajas en las dos 
semanas previas a1 estudio. 

5. ATENCION INTEGRAL A LA MUJER - SALUD REPRODUCTIVA 
a. Estimaci6n de la demanda y uso del programa de control 

prenatal. 

b. Estimaci6n de la demanda y uso del programa de 
planificacidn familiar. 

Este estudio ha sido disefiado para ser usado como instrumento de 
analisis en la gerencia de proyectos y su aplicacicin permite 
observar las tendencias y logros alcanzados e identificar 
debilidades para realizar reprogramaciones oportunas. Por otra 
parte el estudio ayuda a1 personal de campo a elevar el nivel de 
an6lisis relativo a sus actividades. 

F. AREA GEOGRAFICA Y POBLACI~N 

La intervencibn basica del CSRA esta basada en una metodologia de 
prestaci6n de servicios de salud en base a censos familiares y 
seguimiento domiciliario rutinario. 

El proyecto de supervivencia infantil CSVI del C.S.R.A se ha 
implementado en el area de Carabuco en las 31 comunidades que 
comprenden su area de cobertura, con un poblacion total de 9.034 
habitantes. 

El estudio tuvo como poblaci6n objetivo a las madres que tuvieron 
un niiio menor de 2 4  meses hasta la fecha de realizacidn de mismo. 
En el area se tiene una poblaci6n de menores de 2 4  meses de 390 
nifios (en junio de 1.993). 

COMUNIDADES QUE COMPRENDE EL AREA DE CARABUCO 

COMUN I DAD POBLACION DE MENORES DE DOS AROS 
1. Aguas Calientes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  6 
2 .  Cacachi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  10 
3. Cavinchilla..... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  11 
4 .  Chaguaya . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 5  
5. Challapa Belen....... . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 
6. Challapata Grande.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 
7. Cojatapampa ...................................... 11 
8. Huajasia ......................................... 21 
9. Huancatapi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  10. Jokopampa 4 
........................................ 11. Karkapuncu 9 
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. . . . . . . . . . . . . . . . . . .  1 2 .  Marcahilata y Carabuco........ 39 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 3 .  Mermapata 5 

1 4 .  Mollipongo . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  22 
1 5 .  Ollasantia. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  14  

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Omacuyo 4 
Quiascapa ........................................ 22 
Quilima . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  2 1  
Quirihuati. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  3 1  
Sacuco.............. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  6 
Santiago de Okola.... . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  8 
Safiuta . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  6 
Sayguapampa . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  7 
Sisasani...... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  0 
Tilacoca.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  27 
Villa Cojata . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  4 
Villa Karcuyo . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  9 
Villa Molino... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 9  
Yaricoa Alto. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  20 
Yaricoa Bajo . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  16 
Centro Putina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1 5  

TOTAL 390 

G. CRONOGRAMA DE ACTIVIDADES 

Oct. 6 Arribo a la ciudad de La Paz. 

Oct. 7-8 Taller de lideres de la encuesta La Paz. 

Oct. 9 Edicidn del cuestionario bilingiie Castellano - Aymara 
preparacidn del plan de capacitacion de supervisores y 
encue s t adores . 

Oct. 10 Traslado a Ancoraimes - Carabuco. 

Oct. 11 Capacitaci6n de supervisores. 

Oct12-14 Capacitacion de entrevistadores 

Oct. 15 Prueba de campo pre-test. Comunidades de Vilajaya y 
Chijirico. Evaluacion de la prueba de campo 
Comportamiento y grado de acept aci6n y comprensi6n de las 
preguntas y validacidn de la traduccirin a1 Aymara del 
cuestionario. 

Oct. 16 Correccibn, validacih, elaboration e impresi6n de 
versidn final de formulario. Preparativos de la logistica 
para el trabajo de campo; transporte alimentacidn; 
revisibn de hoja de ruta, asignacidn de comunidades a 
entrevistar y meta propuesta a cada una de las brigadas, 
distribution de material en cantidad suficiente a cada 
supervisor de equipo. 
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Oct17-20 Realizaci6n de entrevistas en las 31 comunidades del Qrea 
de Carabuco. Evaluaciones de logros, fortalezas y 
debilidades identificadas diariamente. 

-- 

Oct. 21 Realizaci6n de reentrevistas, evaluaci6n de logros 
alcanzados con todo el equipo; fiesta. 

. - 

Oct. 22 Reunion con equipo de supervisores para realizar anilisis 
preliminar segun apreciaciones de 10s posibles resultados - 

del estudio y elaboracidn de sugerencias para mejorar la 
planificaci6n y ejecucibn del estudio. 

Oct. 23 Traslado a Ancoraimes: 
I 

Fiesta de clausura de 10s estudios con participation de 
ambos equipos. I 

Oct. 24 Traslado a la ciudad de La Paz. 

Oct. 25 Entrega de formularios revisados a1 equipo de tabulaci6n 
de datos. Retorno a Santa Cruz - Montero. 

I 
Oct.25-30 Entrada y tabulacion de daros. I 
Oct. 26 a1 
13 Nov. Elaboraci6n del informe final. 

Nov. 14 Llegada a la ciudad de La Paz. 

1I.METODOLOGIA 

A. EL CUESTIONARIO I 
En el presente estudio se ha empleado un instrumento (ANEXO 1) 
basado en el cuestionario genkrico que fue desarrollado y 
seleccionado por la oficina de Programa de Apoyo en Supervivencia 
Infantil a Organismos Privados Voluntarios de la Universidad Johns 
Hopkins. El CSRA ha ido desarrollando y perfeccionando una versi6n 

I 
adaptada a las necesidades y particularidades del area; sobre todo 
tomando en cuenta las dificultades en alcanzar una traduccibn a1 
Aymara de la forma mas veraz posible, respetando 10s objetivos de 

I 
cada una de las preguntas y tomando en cuenta las recomendaciones 
mencionadas por 10s consultores de la Universidad de Johns Hopkins. I 
Es asi que ahora se cuenta con un cuest ionario de 41 preguntas 
para la recolecci6n de informaci6n de las intervenciones 
prioritarias de supervivencia infantil implementada en 10s 
proyectos de Carabuco y Ancoraimes. En el proceso de validaci6n de 

I 
la traducci6n a1 Aymara han participado 10s equipos de campo de 
ambos proyectos y personas representativas y confiables de las I 
comunidades. 
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DESCRIPCION DEL CUESTIONARIO: 

MODULO CRECIMIENT0.- Este m6dulo consta de dos preguntas, 
destinadas a recoger informaci6n sobre la cobertura de tenencia de 
CSI en el irea y la frecuencia del control de peso. 

MODULO DE 1NMUNIZACIONES.- El mismo comprende las preguntas del 3 
a1 8 destinadas a indagar el estado vacunal del menor de dos aiios 
y su madre, adem&s de averiguar sobre la comprensidn de 10s 
mensajes educativos referentes a la importancia de las vacunas. 

MODULO DE LACTANCIA MATERNA.- Abarca desde la pregunta 9 hasta la 
12-y tiene por objeto averiguar las prgcticas y costumbre de la 
lactancia materna y destete en la zona. 

MODULO DE ALIMENTACION 1NFANTIL.- Consta de dos preguntas: La 13, 
con sus cuatro incisos esta destinada a obtener informaci6n sobre 
las prgcticas de lactancia exclusiva, introducci6n de alimentaci6n 
complementaria (introducci6n de alimentos sdlidos), utilizaci6n de 
sal yodada y adici6n de aceite a la alimentaci6n del nifio 
diariamente. La pregunta 14 nos da informaci6n sobre el uso de 
biber6n en el 6rea. 

MODULO SOBRE CONTROL DE LAS ENFERMEDADES D1ARREICAS.- Comprende 
desde la pregunta 15 hasta la 24. El objetivo de kste m6dulo es el 
de obtener informaci6n para poder tener una aproximaci6n de la 
eficiencia del programa de control de enfermedades diarreicas, a 
traves de indicadores de prevalencia de las enfermedades diarreicas 
y manejo adecuado, conocimiento y pricticas de las enfermedades 
diarreicas: Alimentaci6n y terapias de rehidrataci6n oral durante 
las EDAS en la zona; conocimiento y uso correct0 de las sales de 
rehidrataci6n oral. 

MODULO SOBRE EL CONTROL DE NEUMONIAS. - Se ex t iende desde la 
pregunta 25 hasta la 29. El objetivo de este m6dul0, a1 igual que 
del anterior es proporcionar informaci6n sobre el estado en que se 
encuentran las diferentes intervenciones en el programa de control 
de neumonias; haciendo enfasis sobre 10s conocimientos y pricticas 
empleadas en el manejo de las neumonias en la zona. 

MODULO DE SALUD MATERNA.- Este m6dulo comprende desde la pregunta 
30 a la pregunta 38 y nos brinda informaci6n sobre la 
eficiencia de 10s programas de atencion integral a la mujer en edad 
fertil como ser 10s programas de control prenatal y salud 
reproductiva y sus intervenciones en planificacibn familiar. 

MODULO SOBRE LA IMAGEN DEL PROYECT0.- Con la inclusi6n de este 
m6dulo se pretende tener una apreciacidn sobre la imagen que 
proyectan en la comunidad 10s servicios de salud que se encuentran 
a cargo del CSRA. Este m6dulo desde las preguntas 39 y 40. La 
pregunta 41 es una pregunta abierta para recolectar information 
sobre sugerencias para elevar el nivel de prestacion de servicios 



de salud y tener una idea sobre las espectativas y problemas 
m5s sentidos por la comunidad. 

B .  S E L E C C I ~ N  DE LA MUESTRA 

Debido a que en el area se encontraban en epoca de siembra y esto 
involucra a la mayor parte de la poblaci6n, donde part icipa toda la 
familia, iniciando sus jornadas desde las primeras horas del dia, 
se decidi6 con el equipo de campo realizar un "barrido" de todas 
las casas de las 31 comunidades entrevistando a todas las madres de 
nifios menores de dos afios que se podrian encontrar. El irea de 
Carabuco consta con una poblaci6n de menores de dos afios de 390 - 
nifios. Para poder alcanzar tal meta se vio por conveniente dar 
inicio a1 trabajo de campo desde las 4:30 a.m. realizando un 
descanso para almorzar a medio dia prolongandose la jornada hasta 
las 18 horas. A pesar de la estrategia adoptada se debio volver a1 
domicilio en el que en la primera visita no se encontr6 a1 nifio o 

I 
- 

a la madre. Con el equipo se torno la determinaci6n de no aplicar 
el cuestionario en caso de que la madre no este presente en el I 
momento de la realizaci6n de la entrevista o en el caso de que el 
nifio sea hijo adoptivo o huCrfano de madre. En caso de que una 
madre tenga dos hi jos comprendidos en el grupo etareo menores de 24 
meses se realizo un sorteo con una moneda para decidir cual de 10s 
nifios seri el que entre en la muestra. 

I 
Cuando se encontr6 dos madres con menores de 24 meses en un mismo 
domicilio se realiz6 la entrevista a las dos madres en forma 

I 
individual y separadamente. 

C .  COMPOSICION DEL EQUIP0 (Ver anexo 2 )  

a. -Equip0 responsable de la recolecci6n de datos I 
-Un coordinador 

-Cinco supervisores 

-Diez entrevistadores 

b. -Equip0 responsable de logistica 

-Un coordinador 

-Dos choferes 

-Un porter0 

-Una cocinera 



c. Equipo responsable para la entrada y tabulaci6n de 
datos 

- Un Coordinador 
- Cuatro transcriptoras(es) 

Se conformaron cinco brigadas integradas por un supervisor y dos 
entrevistadores. 

Para el trabajo de campo se program6 cuatro dias tomando en cuenta 
el comportamiento de la poblacicjn motivada por el calendario 
agricola, la disperci6n de la poblaci6n y dificil acceso a algunas 
comunidades. Con la adopci6n de estas estrategias se logro 
entrevistar a aproxirnadamente 87,995 (3431390) de las madres que 
tenian nixio menor de dos afios; logro obtenido gracias a1 alto grado 
de responsabilidad y motivaci6n que demostro todo el equipo en el 
desempefio del trabajo. 

D. CAPACITACI~N DEL EQUIP0 

A. Sugervisores 

Para la capacitacion de 10s supervisores se planific6 un dia. 
El equipo de supervisores estuvo integrado por 10s auxiliares 
del proyecto del drea de Carabuco, para tal efecto se elaboro 
un programa en el que se contempld, 10s siguientes aspectos del 
estudio: Prop6sitos y alcances; indicadores claves; objetivos 
de las preguntas; Metologia para determinar y recolectar la 
muestra; revisibn del cuestionario y de la traduccion en 
Aymara; funciones del supervisor, elaboracion de programa de 
capacitaci6n de 10s entrevistadores, elaboraci6n de lista de 
cheque0 y hoja de ruta. 

B. Entrevistadores 

En la capacitacion a 10s entrevistadores se invirti6 tres dias 
con 8 horas diarias. Los criterios tornados para la selection 
de 10s entrevistadores fueron: 

-que fueran bilingues (Castellano - Aymara) 

-que tengan facilidad de palabra, simpatia y amabilidad 

-preferentemente que fueran de sexo femenino 

-que fueran mayores de 18 axios 

-que tengan disponibilidad de tiempo cornpleto 
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El equipo de entrevistadores fue elegido entre 10s educadores 
voluntarios del proyecto y 10s bachilleres del area. 

El primer dia de capacitacion se destind a1 fortalecimiento del 
espiritu de equipo y conocimiento del propcjsito del estudio, 
objetivo de cada pregunta y adiestramiento en la lectura del 
cuestionario en Aymara. 

Para cada uno de estos puntos se asigno un facilitador entre 10s 
supervisores, con la recomendacidn de que hicieran enfasis en 
lograr la mayor motivacidn para alcanzar el mejor nivel de 
participacibn de todos 10s integrantes. 

Los otros dos dias se empled en el adiestramiento en la lectura y 
llenado del cues t ionario con el fin de poder minimizar el sesgo por 
el entrevistador y perfeccionar las habilidades de 10s supervisores 
para lograr que cada uno de estos realice su rol a cabalidad. 

Es asi que se realizo practicas de juego de roles, primer0 en forma 
conjunta y luego en grupos de tres personas que conformaban cada 
brigada, con lo que se consigui6 fluidez en la lectura y practica 
en la transcripci6n a1 formulario de la encuesta de datos del CSI, 
carnet de T.T, y control de embarazo. 

A1 cuarto dia se realiz6 la prueba de campo en las comunidades de 
Vilajaya y Chijirico que reunian caracteristicas similares a las 
comunidades que serian objeto del estudio y se encontraban bajo 
jurisdicci6n de otra area de salud. 

Despues de haberse realizado la prueba de campo cada supervisor 
revis6 el llenado de 10s formularios de 10s entrevistadores de su 
brigada antes de salir a la comunidad y en caso de detectar 
cualquier error se realizo la reentrevista. 

Para finalizar la jornada se realiz6 un analisis de las vivencias 
recogidas y debilidades evidenciadas, reforzando posteriormente la 
capacitaci6n. Finalmente, se realiz6 una revisi6n rapida de logros 
y cumplimiento de metas propuestas. 

E.RECOLECCI~N DE DATOS 

Para la etapa de recoleccidn de datos se program6 cuatro dias desde 
el doming0 17, Oct. hasta el miercoles 20 Oct. del 1.993. Actividad 
que abarc6 las 31 comunidades del area. 

Cada jornada se prolong6 por mas de doce horas debido a 10s 
factores anteriormente mencionados (dispersion de la poblacion, 
comportamiento de la poblacidn por calendario agricola, acceso 
dificultoso a algunas comunidades). 
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La verificaci6n del llenado correct0 del formulario por parte del 
supervisor antes de salir de las comunidades permiti6 velar por la 
calidad de 10s datos recolectados. 

Si bien se habia tomado la determinacibn de realizar una revisita 
a una de las madres entrevistadas por parte del supervisor como una 
forma de control de calidad. Esto no se pudo cumplir en el 100% de 
10s casos debido a q u e u n a  vez encuestada la madre salia hacia el 
terreno de siembra retornando tras varias horas de ausencia de su 
domicilio. 

Pese a 10s factores que dificultaron la ejecuci6n del estudio se 
alcanz6 un cumplimiento de la meta del 87.9% (343 niiios de un total 
de 390). De estas entrevistas, se deshecharon 13, quedando 330 
entrevistas validas (85% de la poblaci6n objetiva). 

Es de hacer notar que no se registro ninguna negativa por parte de 
las madres a participar del estudio ya que en general aceptaron 
contestar de buen agrado a1 enterarse de que 10s entrevistadores 
venian de parte del servicio de salud (Hospital de Carabuco). 

F.  ENTRADA Y TABULACION DE DATOS 

La entrada de datos s.e realiz6 en la ciudad de La Paz debido a que 
no se cuenta con computadoras en Carabuco. 

La entrada y tabulaci6n de datos se realizo con el programa de 
EPIIINFO 5.0 Para el anglisis se tomaron la distribuci6n de 
frecuencias para cada una de las preguntas. Asi tambien se 
realizaron algunos cruces en EPIIINFO por la edad para poder 
construir indicadores que se consideraron necesarios. Este trabajo 
fu6 dirigido por el Sr. Joaquin Flores, Consultor en el manejo del 
EPI /INFO. 

111. ANALISIS DE LOS RESULTADOS DEL ESTUDIO 

Se trabaj6 con un total de 330 entrevistas a madres con nifios 
menores de dos afios 

1.-1dent.ificacion de las viviendas 

A1 encontrarse que el 98% de las viviendas tenian la numeraci6n 
visible se pone en evidencia el esfuerzo del equipo por mantener un 
buen acercamiento con l a  comunidad teniendo identificadas las 
familias y las viviendas en busca de brindar una atenci6n 
personlizada, principal objetivo de la metodologia de la prestaci6n 
de servicio de salud con base CENSAL. 



TABLA 1.1 
Numeraci6n Visible n $3 
s i 324 98 
no 6 2 

TOTAL 330 100 

2.-Edad de la Madre 

Si bien solo el 0,6% de las madres entrevistadas eran menores de 18 
aiios,el 37,193 estaban comprendidas dentro del grupo etdreo de 
mayores de 35 aiios, grupos considerados como de alto riesgo 
obstetrico. 

Tomando en cosideraci6n, kste resultado seria importante enfocar y 
dirigir 10s mensajes educativos sobre el aumento de 10s riesgos 
perinatales y obstt5tricos con el aumento de la edad y la 
importancia sobre la utilizacion de mt5todos de planificacibn 
familiar adecuados. 

TABLA 2.1 
Edad de Madres N % 
c 18 afios 2 @,6 
18 - 35 aiios 205 62,3 
>35 aAos 122 37.1 

TOTAL 329 100.0 

3lEdad del NiAo.- 

Que el 46,7% 10s niiios del estudio eran menores de 11 meses y el 
53,395 tenian de 12 a 23 meses, sugiere el lbgro en la obtenci6n de 
una muestra aleatoria. 

TABLA 3.1 

Edad del Niiio N % 
0 - 11 154 46.7 

3 3 0 100 

4.- Control de Crecimiento y Desarollo 

Se encontro que el 85.2% de 10s nifios tenian el CSI en el 
domicilio. El 9.4% de 10s nifios no presentaron el CSI en el 
domicilio, per0 si  tenian en el servicio de salud del proyecto. 

I 
Con lo que se obtiene una cobertura de carnetizacion del 94.6% en 
menores de dos aiios. 

I 



Ldgro importante ya que el CSI, aparte de servir como un 
instrumento de registro, se lo utiliza como un elemento fundamental 
en la educaci6n a las madres en las diferentes intervenciones de 
supervivencia infantil. 

TABLA 4.1 COBERTURA DE C.S.I. 

Evaluacidn Domicilio I Puesto de salud I Cumplimiento 
Final 82.20% 1 9,408 I 94,60% 

La meta propuesta de controlar a 10s menores de 23 meses 
bimensualmente ( 6  veces por afio) se alcanzo en 40.0% el 53% en el 
grupo etgreo de 12 - 23 meses. 

TABLA 4.2 No. de Controles por Grupo Etareo 

CONTROLES EDAD EN MESES 

TABLA 4.3 
Distribucidn del numero de controles de crecimiento en 10s 12 meses 
previos. 

0 - 11 

Proyecto de supervivencia infantil Area de Carabuco. Octubre de 
1.993. 

Nro. de controles 

12 - 23 

0 
1 
2 
3 
4 
5 
6 y (+ )  

TOTAL 

TOTAL 

N. % acumulados 
22 6 . 7  6.7 

5.- INMUNIZACIONES: 
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Tabla 5.1.- Muestra el acceso a1 programa de inmunizaciones que se 
obtiene de sacar el porcentaje de nifios entre 12 a 23 meses que han 
recibido la DPT1. 

La accesibilidad seg6n 10s resultados del estudio es del 96.0% 

TABLA 5.1. 
RECIBIDO D P T l  N % 

S i 169 96.0 
No 4 7 4.0 
TOTAL - 176 

TABLA 5.2.- Es un indicador de cobertura y muestra el porcentaje de 
nifios entre 12 y 23 meses que han recibido la tercera dosis de 
Polio. Es asi que tenemos 88.1% de cobertura. 

TABLA 5.2 
RECIBIDO DPT3 N % 

S i 15 5 88.1 

TOTAL 17 6 100 

La tabla 5.3.- Muestra la proporcion de nifios que cuentan con la 
dosis inicial de polio que es del 68.5%. Parsmetro usado para medir 
la captacidn temprana de 10s recien nacidos por parte del equipo de 
salud. Con lo que se demuestra la eficiencia de 10s registro de 
eventos vitales. 

TABLA 5.3. 
Polio I N % 

S i 226 68.5 
No 104 31.5 

TOTAL 3 3 0 100 

La tabla 5.4.- La muestra es cobertura Antisarampionosa. Proyecto 
de Supervivencia Infantil del CSRA proyecto de Carabuco, Oct., 
1.993. 

TABLA 5.4. 
EDAD EN MESES 

9 - 11 12- 13 TOTAL (9-23m) 

RECIBIO 
ANTISARAMPIONOSA 

I  HFORYE ESTUUlO DE C O I O C I Y I E H T O S ,  PRACTICAS Y COBERTURAS - CARABUCO 



La tabla 5.5.- Muestra la proporci6n de deserci6n del PA1 que es 
igual a1 % de nifios de 12 a 23 meses que recibieron DPT1- % de 
niiios 12-23 meses con DPT3 dividido el 5% nifios con DPTl x 100- La 
tasa es del 8 . 3  %. (169-1551169) x 100). 

TABLA 5.5 
Desercion P . A . 1  % 
s i 8.3 
no 91.7 

La Tabla 5.6 muestra el % de niiios con esquema de vacunacidn 
completa (BCG, Antipolio 1 a1 3, DPT 1 a1 3 y antisarampionosa). 
El 85.8 % (1511176) de 10s nifios de 12 a 23 meses de edad tienen 
esquema de vacunaci6n completa. 

Tabla 5.6 Esquema de Vacunaci6n Completa por Grupo Etiireo. 

Grupo Etareo Si % No % Total % 

La Tabla 5.7 muestra el % de las madres que saben la edad en que el 
nifio debe terminar todas sus vacunas (entre 9 y 12 meses). Este es 
uno de 10s mensajes educativos m5s importantes que se ofrecen a las 
madres en materia de inmunizaciones. El % de las madres indic6 que 
las vacunas del nifio deben completarse hasta el afio de vida. 

Tabla 5.7 Conocimiento de las madres respecto a la edad en que debe 
su niiio completar sus vacunas. 

6.- Lactancia Materna Y Alimentaci6n Infantil 

La tabla 6.1.- Muestra el inicio de la lactancia materna en madres 
de nifios menores de dos afios. 

El 59% de las madres entrevistadas refieren que inician la 
lactancia materna durante las 8  primeras horas despues del parto. 



TABLA 6.1 

Inicio de lactancia N % 
1 - 8  hrs 1 9 5  5 9 . 1  
( + I  8  hrs 1 2 9  3 9 . 1  

No recuerda 
o no contest6 6 1 . 8  

TOTAL 3 3 0  1 0 0  

La tabla 6 . 2 . -  Muestra la alimentacion a1 menor de 4  meses. 
Si bien el 1 0 0 %  de 10s menores de 4  meses est6n recibiendo 
lactancia materna, ksta no es exclusiva. Tenemos un 13% que est5 
recibiendo liquidos; leche no materna en un 13% y un 4.4% y6 recibe 
alimentos solidos 

TABLA 6 . 2 . -  ALIMENTACION AL MENOR DE 4  MESES 
LACTANCIA LIQUIDOS LECHE NO ALI MENTOS 
MATERNA MATERNA SOLIDOS 

La tabla 6 . 3 . -  Muestra la alimentaci6n a 10s nifios entre 5  a 9 
meses. Edad en la que un nifio ya debe estar comiendo alimentos 
diferentes a leche materna. 

Segun hallazgos del estudio se ve que el 3 3 . 3 %  de 10s nifios en este 
grupo etareo aun no estan consumiendo alimentos solidos. El 1 0 0 %  
de 10s nifios continua recibiendo seno materno. 

TABLA 6 . 3 . -  ALIMENTACION DE NIROS ENTRE 5  Y 9  MESES 

LM LIQUIDOS LECHE NO AL I MENTOS 
MATERNA SOL I DOS 

S i 
No 

TOTAL 

La tabla 6 . 4 . -  Muestra la proporci6n de niiios menores de 2 4  meses 
que contindan recibiendo el seno materno. El 9 3 %  de 10s niiios 
contin6an recibiendo lactancia materna siendo la persistencia de 
lactancia materna del hasta 10s 23 meses del 93% y hasta 10s 11 
meses la persistencia es del 99%. 

N 
45 

0  

45 

S i 
No 

TOTAL 
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% 
1 0 0  

0  

N 

5  1 
0  

5 1  

N 
6 

3  9  

45 

% 

1 0 0  

1 0 0  

% 
1 3 . 3  
8 6 . 6  

N 

3  7  
1 4  

5  1 

N 
6  

3  9  

45 

% 

7 2 . 5  
2 7 . 5  

1 0 0  

% 
1 3 . 3  
8 6 . 6  

N 

2  7  
2 4  

5  1 

N 
2  

43 

45 

% 

5 2 . 9  
4 7 . 1  

1 0 0  

% 
4 . 4  
9 5 . 5  

N 

3 6  
1 5  

5  1 

% 

7 0 . 6  
2 9 . 5  

1 0 0  



TABLA 6 . 4  .- PERSISTENCIA DE LACTANCIA MATERNA 
LM 0 - 11 1 2  - 2 3  TOTAL 

N % N % N % 
S i 1 5 3  9 9  1 5 4  87.5 3 0 7  9 3  
No 1 1 2 2  1 2 , 5  2 3  7  

TOTALES 1 5 4  1 7 6  3 3 0  

Tabla 6 . 5 . -  Muestra la proporcibn de la persistencia de lactancia 
materna en el grupo etireo comprendido entre 10s 2 0  y 23 meses. 

TABLA 6 . 5 . -  PERSISTENCIA ENTRE 2 0  Y 2 3  MESES 

LM 2 0  - 23 MESES 

Si 3 7  7 2 . 5  
No 1 4  2 7 . 5  

TOTAL 5  1 1 0 0  

La Tabla 6 . 6 . -  Muestra el porcentaje de madres que utilizan el 
biber6n para alimentar a su hijo menor de 2 4  meses. El porcentaje 
encontrado es de 43 .9%.  Este porcentaje aumenta a1 4 7 . 7 %  en el 
grupo etareo de 1 2  - 2 3  meses y baja a1 3 9 . 6 %  en los'menores de 0  - 
11 meses. 

TABLA 6 . 7 . -  US0 DE BIBERON 

0  - 11 1 2  - 2 3  TOTAL 

TOTAL 1 5 4  1 0 0  1 7 6  1 0 0  3 3 0  1 0 0  

La tabla 6 . 7 . -  Muestra la proporcion de madres de niAos de 
menores de 24queutilizanen lapreparaci6nde 10s alimentos sal 
yododa. El porcentaje encontrado es 37,2%. 

TABLA 6 . 7 . -  US0 SAL YODADA 

1 NFORYE ES JUDlO  DE C O I O C I  I I E I J O S ,  PRAC J l C A S  Y COBER JURAS - CARABUCO 

0 - 11 1 2  - 2 3  TOTAL 
N % N % N % 

S i 
NO 

TOTAL 

5  0  
1 0 4  

1 5 4  

3 2 . 4  
6 7 . 6  

7 3  
1 0 3  

1 9 6  

4 1 . 1  
5 8 . 5  

1 2 3  
2 0 7  

3 3 0  

3 7 . 2  
6 2 . 8  1 



La tabla 6.8.- Muestra el porcentaje de madres que adicionan aceite 
a la comida del nifio menor de 24 meses que es de 43,993 de las 
madres entrevistadas. 

TABLA 6.8.- ADICION DE ACEITE 

Adicionan 0 -23 
Acei t e  N % 
S i 145 4 3 , 9  
No 185 56,l 

7.- ENFERMEDADES DIARREICAS 

La tabla 7.1.- Muestra la prevalencia de enfermedades diarreicas 
agudas en las ultimas dos semanas previas a1 estudio. La 
prevalencia encontrado es de 27.9% en menores de 34 meses. En el 
grupo etitreo de 0 - 11 la prevalencia es de 24.6% y se aprecia un 
increment0 del 6% en el grupo de 12 - 23 meses. 

TABLA 7.1.- PREVALENCIA E.D.A. 

Prevalencia 0 - 11 12 - 23 TOTAL 
EDA 

La Tabla 7.2.- Muestra la conducta de alimentaci6n durante la 
diarrea con seno materno en menores de dos afios. De 92 madres que 
contestaron que su hijo habian presentado diarrea las dos ultimas 
semanas previas a1 estudio el 71.7% continuan dando de lactar a1 
niiio y el 26,l disminuyen la frecuencia. Dos madres habian 
destetado a1 nifio antes de la ocurrencia de EDA en las dos ultimas 
semanas previas a1 estudio. 

TABLA 7.2.- ALIMENTACION CON SEN0 MATERNO EN E.D.A. 

Continuaron LM N % Acumul ado 
MSis de lo acostumbrado 7 7.6 7.6% 
Igual a lo acostumbrado 59 64.1 71,7% 
Menos de lo acostumbrado 24 26,l 97.8% 
Ya no recibian 2 2.2 100% 

92 100.0 

La Tabla 7.3.- Muestra la proporci6n de madres segun la conducta 
que adoptaron en lo referente a1 aporte de liquidos durante la 
diarrea ocurrida en las dos ultimas semanas previas a1 estudio. 



Seglin 10s resultados obtenidos se aprecia que el 54 .4% de las 
madres disminuyen o dejan de dar por completo liquidos a1 niiio 
durante la diarrea y solo el 4 0 . 2 8  contindan dando liquid0 que 
antes del episodio o aumentan el aporte de liquidos durante la 
diarrea. 

TABLA 7 .3  APORTE DE LIQUIDOS EN LA E.D.A. 

Aporte de lisuidos N % Acumul ado 
Mas de lo acostumbrado 1 4  1 5 . 2  1 5 . 2 %  
Igual a lo acostumbrado 2 3  25 40.2% 
Menos de lo acostumbrado 45 4 8 . 9  89 ,1% 
Dej6 de darle 6  6 ,s  95 ,7% 
Solo pecho 4  4 ,3  1 0 0 %  

La Tabla 7 . 4 . -  Muestra la proporci6n de madres seglin la conducta 
que adoptaron en lo referente a1 suministro de alimentos sblidos 
durante la diarrea de su higo menor de 2 4  meses en las dos liltimas 
semanas previas a1 estudio. 

Los resultados encontrados son 10s siguientes: El 54,4% de las 
madres disminuyen o dejan de dar completamente alimentos s6lidos 
durante la diarrea; el 3 4 . 8  da en la misma forma a 10s acostumbrado 
y solo un 5 . 4 %  de las madres aumentan el suministro de alimentos 
solidos durante la diarrea de su hijo menor de 2 4  meses. 

TABLA 7 . 4 . -  SUMINISTROS DE ALIMENTOS SOLIDOS EN E.D.A. 

Aporte de s6lidos N % Acumulado 
Mas de lo acostumbrado 5  5.4 5,495 
Igual a lo acostumbrado 3 2 3 4 , 8  40 ,2% 
Menos de lo acostumbrado 4  1 4 4 , 6  84 .8% 
Dej6 de darle 9  9 , 8  94 ,6% 
Solo pecho 5  5 , 4  1 0 0 %  

La Tabla 7 . 5 . -  Muestra la proporci6n de madres de nifios menores de 
24 meses que no administraron ningun tratamiento durante la diarrea 
de su hijo ocurrida en las dos ultimas semanas previas a1 estudio. 

El 5,476 de las madres no dieron ningun tratamiento en la diarrea de 
su hijo. 

TABLA 7 . 5  SUMINISTRO DE TRATAMIENTO EN E.D.A. 

lIFORllE ESTUDlO ff E COUOCIYIEITOS, PRACTlCAS Y COBERTURAS - CARABUCO 



- 

La Tabla 8.6.- Muestra la propoci6n de madres que administr6 algun 
tipo de liquido como terapia de rehidratacibn oral. 
Prevalencias del uso de la T.R.O. (cualquier liquido) durante la 
diarrea. 

TABLA 7 . 6 . :  USARON T.R.O. (de las 9 2  madres) I 
Usaron T.R.O. N % 
SRO 4 7 5 1 
S. Casero 11 12 
Sol de Cereales 9 9,8 
Liq. tks, mates 5 2 5 6 , 5  

La Tabla 7 . 7 . -  Muestra la proporcion de madres que reconocen' 10s 
I 

signos y sintomas de alarma de la deshidratacibn por la enfermedad 
diarreica. I 
Solo el 21,8% de todas las madres entrevistadas refieren que 
consideran como un criterio de gravedad de la EDA 10s signos y 
sintomas de alarma de la deshidratacion. Entre 10s sintomas y 
signos reconocidos con mayor frecuencia estBn: fiebre, diarrea 

I 
prolongada, inapetencia, enflaquecimiento, desgana, debilidad. I 
TABLA 7 . 7  MOTIVOS DE ALARMA (del total de 3 3 0  madres) 

N % 
No sabe 3 1 9.4 I 
Vdmitos 
Fiebre 
Boca seca, ojos undidos y orina poco 
Diarrea prolongada 
Sangre en eses 
Perdida de apetito 
DCbil o desganado 
Enflaquecimiento, pkrdida de peso 
Otro 

La Tabla 7.8. - Mues tra las acciones que debe tomar una madre cuando 
su hijo tiene diarrea, segun el criterio de las 3 3 0  madres 
entrevistadas. I 
Ocupando el primer lugar la administracion de SRO 44,2 seguida por 
el inicio rapido en la administracibn de liquidos con un 3 3 , 5 % .  
Dentro de otras acciones positivas tenemos que un 34% de las madres 
llevarian a1 nifios a1 centro de salud en caso de que tenga E.D.A. 

I 
El porcentaje de madres que mencionaron acciones negativas no 
llegan a1 8% de todas las acciones mencionada. 

Entre 10s otros, la mayoria mencionan algun tip0 de practica de TRO I 
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TABLA 7 . 8 . -  ACCIONES QUE DEBE TOMAR UNA MADRE EN CASO DE E.D.A. 

Acc i one s N % 
Preparar y dar SRO correctamente 146 4 4 . 2  
Iniciar con liquidos lo mas pronto posible 110 33 , 5 
Dar mas liquid0 d e  lo usual 63 19,l 
LLevar a1 centro de salud a1 niAo 1 1 3  3 4 . 2  
Dar alimentos con mfis frecuencia y menor cantidad 5 1,s 
Dar m5s alimentos durante la recuperacibn 9 2.7  
Parar liquidos 4 1 . 2  
Parar alimentacibn 3  
No sabe 1 8  5 s  
Otros 97 29 

La Tabla 7.9.- Muestra la proporci6n de madres que escucharon 
hablar de las sales de rehidratacibn oral. 

Seg6n 10s resultados del estudio el 8 4 , 5 %  de las madres 
entrevistada escucharon hablar del SRO. 

TABLA 7.9.- ESCUCHO HABLAR DEL S.R.O. 

La Tabla 7. 10.- Muestra el porcentaje de madres que escucharon 
hablar del S.R.O. y saben para que sirve. El hallazgo expresado 
en porcentaje es de 96 .4%.  

TABLA 7.10.- SABEN QUE EL S.R.O.SIRVE PARA LA DIARREA 

La Tabla 7 . 1 1 . -  Muestra el porcentaje de madres de niiios menores de 
24 meses que habian escuchado hablar del SRO y que lo han usado 
alguna vez. Este porcentaje es de 86,7%.~omando en cuenta la 
totalidad de las madres encuestadas ( 3 3 0 )  el 8 0 , 7 9 5  lo usaron alguna 
vez. 

TABLA 7 . 1 2 . -  MADRES QUE USARON S.R.O. 
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La Tabla 7.12 - Muestra el porcentaje de las madres de nifios 
menores de 24 meses entrevistadas, que oyeron hablar del SRO y 
saben prepararlo correctamente (1 LITRO DE AGUA HERVIDA Y UN 
S.R.O.). El porcentaje de preparacidn correcta es de 79.6%. 
Tomando en cuenta el total de madres (3301, 67,395 saben preparar). 

TABLA 7.12.- MADRES QUE PREPARAN CORRECTAMENTE EL S.R.O. 

TOTAL 

La Tabla 8 . 1 . -  Muestra la proportion de nifios menores de 2 4  meses 
que presentaron tos fuerte las dos ultimas semanas previas a1 
es tudio. 

El 25.2% de 10s nifios present6 tos fuerte en las ultimas dos 
semanas previas a1 estudio. 

TABLA 8.1.- TOS FUERTE EN LAS DOS ULTIMAS SEMANAS 

La Tabla 8 . 2 . -  Muestra la proporci6n de nifios que presentaron 
dificultad respiratoria (signo de alarma de neumonia) durante el 
episodio de tos fuerte ocurrida en las dos ultimas semanas previas 
a1 estudio. 

El 90,4% de 10s nifios con tos fuerte present6 ademgs dificultad 
respiratoria durante el episodio de tos fuerte en las Oltimas dos 
semanas precedentes a1 estudio. 

TABLA 8.2.- DIFICULTAD RESPIRATORIA 

Por lo tanto. el 22.7% de todos 10s nifios (751330) presentaron tos 
fuerte y dificultad respiratoria en las 2 ultimas semanas. 

La Tabla 8.3.- Muestra la proporci6n de madres que busco ayuda o 
consejo cuando su nifio present6 dificultad respiratoria durante el 
episodio de tos fuerte presentada en las dos ultimas semanas 
previas a1 estudio. 
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El 77.3% busc6 ayuda; el 22.7% no pide consejo o ayuda cuando su 
nifio presenta dificultad respiratoria. 

TABLA 8.3.- BUSCO AYUDA 

La Tabla 8.4.- Muestra la proporci6n de madres seg6n su respuesta, 
s i  pidi6 consejo o ayuda cuando su hijo present6 dificultad 
respiratoria y tos fuerte en la ultima dos semanas precedentes a1 
es tudio. 

Destaca el alto porcentaje de madres que recurrieron a1 centro de 
salud en busca de consejo o ayuda con un 62.7% (47175) de las 
respuestas. 

TABLA 8.4.- DE QUIEN PIDIO CONSEJO 0 AYUDA 

N % 
Puesto u Hospital 47 62,7 
Farmaci a 0 0 
Medico Particular . 1 1,3 
Promot or 3 4 
Curandero 1 1,3 
Partera empirica 0 0 
Parientes o Amigos 8 10,7 
Otras Personas 0 0 

La tabla 8.5.- Muestra el porcentaje de Madres que refiere segun su 
criterio, algun signo o sintoma de alarma de neumonia como para 
pedir consejo o ayuda. 

El mayor porcentaje de las respuestas refieren que la tos seria un 
sintoma de alarma de neumonia con un 86,3%, seguida por un 66,7% 
que afirman que la fiebre seria un signo de alarma. Es de hacer 
notar que solo el 27.9% de las respuestas afirman que el aumento de 
la frecuencia respiratoria seria signo de alarma de neumonia, el 
3.6% de las respuesta reconocen el tiraje y el 10.6% reconocen la 
cianosis, la perdida de apetito es mencionada por el 22.2% de las 
respuestas. 

TABLA 8.5.- SIGNOS Y SINTOMAS REFERIDOS COMO SIGNA DE ALARMA 

To s 276 
Fiebre 220 
No quiere tomar ni comer 73 
Se pone morado 3 5 
Se le hunde el pecho 12 
Respira mas rapido y agitado 92 
No Sabe 19 
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9.- SALUD MATERNA 

La tabla 9.1.- Muestra el porcentaje de madres en el que se pudo 
verificar la existencia del carnet de salud para el embarazo y el 
parto correspondiente a la gestaci6n del hijo que entro en el 
es tudio.. 

En el 9.1% se pudo verificar su asistencia de por lo menos en un 
ocasi6n a1 control prenatal, lo que nos muestra que existe una 
baja demanda para este programa. 

TABLA 9.1.- VERIFICO TENENCIA DE CARNET DE CONTROL PRENATAL 

La Tabla 10.2.- Muestra una proporci6n sobre las personas que 
atendieron el parto de 10s nifios menores de 24 meses que entraron 
en el estudio. 

Teniendo que la persona que atendi6 en mayor porcentaje 10s partos 
fue el esposo en un 32,4% de 10s casos. Familiar o vecino de sex0 
femenino en un 29.7% de 10s casos. 

Los partos atendidos por el personal de salud del proyecto alcanzan 
a1 13.6% del total de 10s menores de 24 meses entrevistados. 

La utilizaci6n de parteras empiricas por parte de las madres 
entrevistadas esti en el 10% de 10s casos. 

TABLA 9.2.- PERSONA QUE ATENDIO EL PART0 
N % 

Ella misma 7 2,1 
Esposo 1 0 7  32,4 
Familiar Femenino 
o vecina 98 29,7 
Personal de Proyecto 45 13,6 
Parteras Empiricas 3 1 9,4 
Otros Personas 40 12,l 
No Recuerda 2 0,6 

La Tabla 9.3.- Presenta una proporci6n sobre el conocimiento de las 
madres del tiempo de espera para que se produzca el alumbramiento 
antes de que la madre este en peligro de morir. 

El 50,6% considera que se puede esperar has ta una hora antes de que 
la vida de la madre corra peligro. Aproximadamente la otra mitad 
(49.4%) de las madres, creen que se puede esperar mas de una hora o 
no t ienen un cri terio formado sobre el t iempo prudencial de espera. 

I lFOf lYE ESTUDIO OE CONOCIYIENTOS, PRACTICAS Y COBERTURAS - CAflhSUCO 



TABLA 9.3 TIEMPO DE ESPERA DE ALUMBRAMIENTO 
N % 

Una hora o menos 167 50.6 
Mis de una hora 140 42.4 
No sabe 23 7,0 

La Tabla 9.4.- Muestra la proporcidn de gestantes entre las Madres 
con hijos menor de 24 meses entrevistadas. 

El 3.9% de las madres se encontraban en gestation en el momento de 
la entrevista. 

TABLA 9.4.- MADRES EN GESTACION 
N % 

S i 13 3,9 
No 3 17 96,l 

La Tabla 9.5.- Muestra la proporcion de madres que a1 momento de 
ser entrevistadas no se encontraban gestando y que no desean tener 
otro hijo en 10s proximos dos aiios. 

Segun 10s resultados del estudio se evidencia que el 92,493 de las 
madres que no est5n gestando o no desean tener otro hijo en 10s 
prdximos dos afios o no saben. 

Con lo que se demuestra que existiria una poblacion importante de 
mujeres que serian suceptibles de participar en un programa de 
planificacidn familiar. 

TABLA 9.5.- MADRES QUE DESEAN TENER OTRO HIJO 
Los proximos dos aiios N % 
S i 24 7,6 
No 
No sabe 

La Tabla 9.6.- Muestra el porcentaje de madres que no desea hijos 
o que no sabe y estAn usando algun metodo anticonceptivo. El 10.9% 
( 3 2 1 2 9 3 )  est5n usando algun metodo de anticoncepcibn. 

De estas solo el 15,695 ( 5 1 3 2 )  indican estar usando algfin metodo de 
contracepci6n de naturaleza quimica y dentro de estos el mas 
utilizado seria la pastilla anticonceptiva (9.4%). El 65.6% estan 
usando metodos anticonceptiva naturales, haciendo notar que el 
principal metodo que estaban usando las madres en el momento de 
realizacidn del estudio eran el mCtodo del ritmo. 18.8 % no 
respondieron sobre el metodo que est5n usando. 
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TABLA 10.6.- METODO ANTICONCEPTIVO QUE ESTAN EMPLEANDO 
N % Acumul ado 

Ligadura de trompalvasectomia 0 0 0 
Hormonas inyectables 2 6.3 6.3 
Hormona orales 3 9.5 15.8 

Diu 0 0 15.8 
Diafragma 0 0 15.8 
Condones 0 0 15.8 
Espermicida 0 0 15.8 
Lactancia materna exclusiva 0 0 15.8 
Mktodo del ritmo 17 53.1 68.9 
Abstinencia 2 6.3 75.2 
Coito interumpido 0 0 75.2 
Otros 2 6.3 81.5 
No respondieron 6 18.3 100.- 

3 2 
La Tabla 9.7 -Muestra el porcentaje sobre el conocimiento de las 
madres del objetivo de la vacunacidn contra tetanos a la mujer 
embarazada. El 51% de las madres de nifios menores de 24 meses no 
sabe para que se vacuna a las mujeres en ges,tacicjn contra le 
tCtanos. 

El 5,896 piensa que unicamente sirve para proteger a la mujer contra 
el tCtanos. Es decir que el 55.8% piensa que solo sirve para 
inmunizar a las gestantes contra el tetanos. 

TABLA 9.7.- CONOCEN LA UTILIDAD DE LA T.T. 
N % Acumul ada 

Proteger a la madre y a1 recikn nacido 82 24,8 24,8 
Proteger solo a1 recien nacido 60 18.2 43.3 
Proteger solo a la mujer 18 5.5 48,5 
No sabe 170 51.5 100 

La Tabla 9.8.- Muestra el porcentaje sobre el conocimiento que 
tienen las madres de cuantas dosis debe recibir un estante para 
proteger a1 reciCn nacido del tCtanos neo natal. El 43.9% de las 
madres refieren que una mujer gestante debe recibir por lo menos 
dos dosis para que el recien nacido este protegido contra el 
tCtanos neonatal. 

TABLA 9.8.- Nro. DOSIS NECESARIO DE T.T. 
N % 

Un a 7 2.1 
DO s 20 6.1 
Mas de dos 122 37.0 
Ninguna 2 
No sabe 1.7 9 54.2 



La Tabla 9 . 9 . -  Muestra el porcentaje de tenencia de carnet de 
unmunizaci60n contra el tetanos en las madres entrevistadas en el 
estudio. Solo en el 27,693 de las madres se verific6 la tenencia de 
carnet 

TABLA 9 . 9 . -  TENENCIA DE .CARNET. 
N % Acumul ado 

Verificado en domicilio 7 4  2 2 . 4  22 .4  
Verificado en el puesto 1 5  4.5  2 6 . 9  
No se pudo verificar 3 9  1 1 . 8  3 8 . 7  
No sabe 2 0 2  6 1 . 2  9 9 . 9  

1 0 . -  IMAGEN DEL PROGRAMA DE SALUD 

La Tabla 1 0 . 1 . -  Muestra la proporci6n del tipo de prestaci6n de 
servicios en salud brindados por parte del personal del proyecto a 
las madres y sus familias entrevistadas en el estudio. El 80,3% 
refieren haber sido visitadas en sus domicilio por algun personal 
del proyecto. 

Un 20% ha recibido consulta por alguna patologia en su domicilio. 

Segun 10s resultados se aprecia que hay mayor porcentaje de madres 
que afirman haber acudido en busca de atenci6n a 10s puestos de 
salud del proyecto con relacion a1 porcentaje que lo hicieron a1 
hospital, con 10s que se demuestra el exito de descentralizar 10s 
servicios de salud para favorecer la accesibilidad de la comunidad 
a 10s mismos. 

Solo el 4,2% de las madres entrevistadas refiri6 no haber recibido 
atenci6n en salud por parte del personal de proyecto. 

TABLA 1 0 . 1 . -  TIP0 DE ATENCION RECIBIDA 
N % 

Consulta en el puesto 9 2 1 3 3 0  2 7 . 9  
Consulta en el hospital 6 2 1 3 3 0  1 8 . 8  
Consulta a domicilio 6 6 1 3 3 0  20,0  
Visita domiciliaria 2 6 5  I 3 3 0  8 0 . 3  
C.C.0 Vacunacidn por concentration 2 5 0 1 3 3 0  7 5 . 8  
Ninguna 1 4 1 3 3 0  4 ,2  

La Tabla 1 0 . 2 . -  Muestra el porcentaje segun el grado de 
satisfaccidn con relacidn a la atencion recibida por las madres con 
nifios menores de 24 meses entrevistadas en el estudio. El 72 .3% 
est5n satisfechas con la atenci6n a la que la califican como 
excelente o buena. 
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TABLA 10.2.- CALIFICACION DE LA ATENCION 
La AtenciBn N 4% 
Excelente 1 7  5,2 
Buena 2 2 1  67 ,2  
Regular 8 0  24.3  
Mala 1 0,3 
No recibieron atenci6n 11 3.3 

11.- SUGERENCIA DE LAS MADRES PARA MEJORAR LOS SERVICIOS DE SALUD 
Principales sugerencias de las madres con nifios menores de 24  meses 
entrevistadas. 

Sugerencias N % 

1. Mejora en calidad y permanencia de la 9 3 1 3 3 0  28.2 
atenci6n. 

2. Mayor y mejor abastecimiento de medica- 
mentos. 5 1 1 3 3 0  1 5 . 5  

3 .  Orientaci6n sobre la planificaci6n 
familiar. 2 5 1 3 3 0  7.6 

4. Dotaci6n de agua, luz electrica, letrinas 3 2 1 3 3 0  9 . 7  
5 .  Mayor frecuencia y regularidad de la 

visitas domiciliarias 1 9 1 3 3 0  5.8 
6 .  Asistencia en agricultura, carpas 

solares, capacitaci6n en artesanias 1 2 1 3 3 0  3 . 6  
7. M5s education en salud en general. 

alfabetizaci6n en castellano y Aymara 5 0 1 3 3 0  1 5 . 2  
8. Alimentos para 10s niiios 7 1 3 3 0  2 . 1  
9. Construccion de puestos, capacitacibn 

y asignar un auxiliar para su comuni- 
dad en forma permanente. 17 1 3 3 0  5.2 

1 0 .  Otros 1 2 1 3 3 0  3 . 6  
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IV RESUMEN DE RESULTADOS DE INDICADORES CLAVES DEL PSI CS-6 
CONSEJO DE SALUD RURAL ANDINO-PROYECTO CARABUCO 

Evaluaci6n Evaluaci6n Metas Segh 
Medio Termino Final el DIP 

( Julio 92) ( Oct. 93) 

LACTANCIA MATERNA 

1. Inicio oportuno 
(primeras 8 horas de vida) 
2. Lactancia materna 
entre nifios < 23 meses 

PRACTICA ADECUADAS DE 
ALI MENTAC ION 
INFMIL 

1. Introducci6n de alimentos 
solidos (porcentaje de nifio 
entre 5-9 meses que reciben 
alimentos solidos o 
semis6lido). 

CRECIMIENTO Y DESARWLLO 
1. Cobertura de carnetizaci6n 
(CSI). 
2. Cumplimiento meta de 
controles a menores 23 meses 
( 6  veces a1 afio). 

INMUNIZACIONES 
1. De acceso a1 P.A.I. 

(% nifios de 12-23 aAos que 
recibiero DPT 1). 

2. Proporci6n de desercion 
(DPT 1 - DPT3Inifios de 12 - 23 
meses > . 
3. Cobertura de Polio 3 
(% de nifios de 12 - 23 meses 
con Polio 3). 
4. Cobertura de PDT3 
( 5 de niiios de 12 - 23 meses 
con DPT). 
5. Cobertura de 
Antisarampionosa 
(% de nifios de 12 - 23 meses 
con Antisarampionosa) 
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6. Cobertura de BCG (de niiios 
de 12 - 23 meses con B E ) .  
7. Conocimiento, de las madres 
del tiempo correct0 de 
conclusiBn de esquema de 
vacunacidn de sus hijos. 
8. Esquema completo vacunas de 
12 a 23 m. 
9. % de mujeres encuestadas 
que por lo menos tiene dos 
dosis de TT. 

ENFERMEDADES DIARREICAS AGUDAS 

1. Prevalencia de EDA 
(ocurrencia de casos en las 
ultimas 2 semanas). 
2. Practica de manejo 
adecuados durante EDA 

a. Practica alimentacion 
(rnadres que dan mas o 
igual) 
.-Lactancia Materna 
. -Liquidos 
.-Alimentos solidos 

b. Terapias de 
Rehidratacibn Oral 
. -S.R.O. 
.-Suer0 Casero 

c. Conocimientos de signos 
de alarma de 
deshidratacibn 
.-Boca seca, enoftalmos, 

oliguria 
.-Enflaquecimiento 

. -Debi lidad 

61% (9-12 
meses) 



d. Conocimiento, utilidad y 
manejo correct0 del SRO 
.-Escucharon hablar SRO 
.-Saben para que 

sirve(de las que 
escucharon) 

.-Lo han utilizado(de 
las que 

escucharon) 
.-Saben preparar 

correctamente 
(de las que 

escucharon) 

CONTROL DE NEUMONIA 

1. Prevalencia de IRA 
(porcentaje de nifios con 
dificultad respiratoria y tos 
fuerte en las dos ultimas 
semanas) . 
2. Porcentaje de madres que 
buscaron ayuda cuando su hijo 
presenta tos fuerte y 
dificultad respiratoria 

3. Porcentaje de madres que 
identifican signos y sintomas 
de alarma de Neumonia 
.-Respiracion rapida y agitada 
.-Cianosis 
.-Tiraje 
.-No quiere tomar ni comer 

4. Porcentaje de madres que 
buscan ayuda del personal del 
proyecto cuando su hijo 
presenta dificultad 
respiratoria y tos fuerte 83. 



1. Porcentaje de madres en las 
que se verfico la tenencia de 
carnet de salud para embarazo 
y el parto del hijo que 
entr6 en el estudio. 
2. Practica atenci6n de parto 
.-Porcentaje de partos 
atendidos por el personal del 
proyecto. 
.-Porcentaje de partos 
atendidos por el esposo. 
.- Porcentaje de partos 
atendidos por familiar o 
vecino de sex0 femenino. 
.-Porcentaje de madres que 
conocen el tiempo correct0 
para esperar para que produzca 
el alumbramiento (menos de una 
hora). 
.-Porcentaje de gestantes 
detectado entre las madres 
entrevistadas. 
.-Porcentaje de madres que no 
desean o no est5n seguras de 
querer otro hijo en 10s 
proximos dos afios. 
.-Porcentaje de madres que 
est5n usando algun metodo 
anticonceptivo diferentes a 
10s naturales. 
.-Porcentaje de madres que 
conocen la utilidad de la 
inmunizacion a las gestantes 
con toxide tethico. 
.-Cobertura de carnetizacion 
con carnet de T.T. 
.-Porcentaje de las madres 
entrevistadas que saben 
cuantas dosis de T.T. se 
precisan (dos o m5s) para 
proteger a1 recien nacido 



IMAGEN DEL PFKGRAMA DE SALUD 

1.- Proportion segiin el tipo 
de atencidn 

recibida 
.- Consulta en el puesto 
.- Consulta Hospital Carabuco 
.- Consulta a domicilio 
- Visita Domiciliaria 

.- Sesiones de C.C. e 
inmunizaci6n 
por concentraci6n 
.- Ninguna atenci6n 

2.- Grado de Satisfaccion con 
la atencion 

brindada 
Buena o excelente 





Current selection:  MUMCASA=0 
RELACION DE CASAS NO CENSADAS POR CUMUNIDAD 



N i i l o s  se- gruws de edad cada doce meses 

GRUPNINO 1 Freq Percent Cum. 

-------------+----------------------- 
Total 1 330 180.8% 

CC0lCSL ] Freq Percent Cum.. 
------------------+----------------------- 
I Verificado ! 201 85.2% 05.2% 
2 Puesto t 

I 3 1 9 -4% 94.5% 
4 No tiene I 

I 17 5.2% 99.7% 
5 t i m e  pero no I 

I I 8.3% 188.8% 
se verif ic6 

------------------+----------------------- 
Total I. 338 100.0% 

Sum - - 416.88 
Mean - - 1.26 
Standard deviation = 8.73 

Tenencia del Carnet de Salud Infantil segih grupo etareo 

CC01CSI 
GRUEtNIN5 I 1 2 4 5 1 Total 

-------------+-------------------------+------ 

8 A 11 f 125 14 14 1 1 159 
12 A 23 158 17 3 8 : 176 

An expected value is -.=' 5. Chi square not valid. 
Chi square = 18-41 

Degrees of freedom = 3 
p value = 8.81548178 <--- 

Solo nifios que no tienen C.S.1 
N M O S  que tienen otro docurnento en lugar del Carnet del Salud 
Infantil 



SOLO N I S O S  CON CARFJET DE SALUD INFANTIL EN SU CASA 
2, Nurneru de veces que ha sidu pesadola) el(3a) nifiu(a) 

Current selection: CC01CSI=1 

CC2VECES 
GRUE'EDN I NO I 0 1 L, 3 4 5 6 7 

----------------+------------------------------------------------ 

80 - < 01 I 
1 0 7 2 8 0 0 0 0 

01  - < 02 I 
I 0 6 3 0 0 8 8 0 

(32 - < 03 I 
I 8 2 5 2 Q 0 8 0 

03 - < 04 t 
I 0 1 2 1 2 8 8 0 

04 - < 05 I 
I 0 0 3 1 0 0 8 0 

(35 - < 06 I 
I 0 0 8 2 3 1 1 0 

06 - < 07 I 
I 0 0 1 3 4 2 1 1 

07 - < 08 I 
1 0 0 L 8 1 4 8 1 '-1 

08 - < 09 I 
I 0 8 0 1 2 6 4 
I r) 

1 
89 - < 10 I 0 0 1 L. 8 7 2 2 
10 - < 11 I 

I 0 0 1 8 L. 1 5 3 r 1  

11 - < 12 I I Q 0 8 L -t '7 L. n 7 4 
12 - -( 13 I 

I 1 0 1 O 1 3 3 
I C) 9 

1 
13 - < 14 I 0 1 1 L. 8 3 3 2 
14  - < 15 I 

I 8 8 8 1 Q 1 5 3 
15 - < 16 I 

I 0 0 1 8 L. 2 9 8 3 

16 - < 17 I 
I 1 8 8 2 2 2 O 1 

17 - < 18 I 
I 8 n 0 A Q 5 z 0 '-1 

18 - < 19 I 
I 0 0 1 1 L. 5 A 1 r> '-1 

19 - < 2r3 I 
I 0 8 1 L, b3 3 .5 1 '7 r l  

20 - < 21 I I 0 8 1 8 2 1 2 1 
21 - < 22 I I Q 8 1 8 2 3 4 1 
22 - -< 23 i I 8 0 O GI .,I 3 @ 8 3 
23 - < 24 I I 8 8 1 2 .La .> 2 1 8 

----------------+------------------------------------------------ 

Total I 2 17 28 25 .-> 3 L. r 1  53 48 26 



An expected value is x: 5. Chi square  nut valid. 
Chi square  = 537.56 

Degrees of ireedmr = 345 
g value = 0 .@8888@88 -<--- 

Current  selection: CC01CSI=l 
CC2VECES 

GRUPN1r;jCj I 8 1 .~r r) 3 4 5 8 7 8 
----------+------------------------------------------------------ ' 

@ A l l  f 8 16 28 13 18 23 263 12 1 
12 A 23 f 2 1 8 12 18 38 28 14 12 

An expected va lue  is 5. Chi squa re  not sralid. 
C h i  square  = 53.19 

Degrees of freedom = 15 
p va lue  = 0.00888088 



NISOS CON CARNET CiE SAUTD INFAfJTIL EN SU CASA O EL HOSPITAL 
Numem de veces que ha sido pesado(a) el(la) niEo(a) 

Curren t  selection: C C 0 1 C S I = l  OR C C B l C S I = 2  

CC2VECES 
GRUPEDN 1630 I 0 1 2 3 4 5 G 7 

----------------+------------------------------------------------ 

00 - < 01 I 
I 0 9 2 0 8 8 0 0 

01 - < 02 I 
I 0 6 3 0 63 0 0 8 

02 - < 03 I 
I 0 2 5 2 8 8 0 0 

03 - < 0 4  I 
I 0 1 2 1 2 1 0 0 

04 - < 05 I 
I 0 0 4 1 63 8 0 63 

c35 - < 06 I 
I 0 0 43 2 3 2 1 8 

06 - < 07 I 
I 0 0 1 3 8 3 1 1 

07 - < 08 I 
I 8 1 2 63 I 4 e 2 

08 - < 09 I 
I 0 8 8 1 2 7 3 1 

09 - < 10 I 
I e 8 1 .5 8 7 A 2 0 r> 

? @  - -< fl I A I 8 F I 8 3 1 6 3 
11 - < 12 I 8 0 O I 3 2 7 4 
1% - .< 13 I i 1 0 1 8 A I 3 3 1 
13 - < 14 I 

I 8 1 + 7 2 @ 5 '  7 3 0 L. 

14 - < 15 I 
I 8 1 8 1 @ 1 6 3 

15 - -< 16 i 
i 8 Q A 7 0 L, 4 8 3 C) +-) 

16 - < 17 I 
1 1 1 G3 2 L. 8 1 0 L '7 

17 - < 18 I 
i 8 0 0 2 63 5 L. 1 r, 

18 - < 19 I 
I 2 0 1 I 2 5 2 1 

19 - < 20 1 
I e 0 1 2 8 cl 2 I 

20 - < 21 I 
I 0 0 1 1 2 2 2 2 

21 - < 22 I 
I 0 0 1 8 3 3 4 1 

22 - < 23 I 
I 8 8 8 0 3 43 0 3 

23 - < 24 I 
I 0 0 2 2 3 2 1 0 

----------------+------------------------------------------------ 

Total f 4 22 38 26 a~ .-I u 68 5F 29 



1 3 - < I 4 1  3 3 0 c3 
t7 1 4 - < 1 5 :  A 3 I 63 

1 5 - < 1 6 )  1 1 1 0 
1 6 - 1 7  0 1 8 1 
17 - -< 18 i 1 2 1 1 
1 8 - < I 9 1  0 8 0 3 
1 9 - < 2 0 f  1 0 2 1 
2 @ - < 2 1 f  I B 1 8 
2 1 - < 2 2 1  0 2 0 8 
2 2 - < 2 3 )  1 1 0 0 

r) 23 - -r: 24 f 1 8 2 
-----------+---------------------- 

Tota l  : 14 17 8 8 

A n  expected va lue  is < 5. Chi square  no t  v a l i d .  
Chi square  = 558. 80 

Degrees of freedom = 345 
p va lue  = 8.80008000 <--- 

Curren t  s e l e c t i o n :  CCWICSL=l OR CCQICSI=2 
CC2VECES 

To ta l  I 17 8 8 A 1 1. 2 f 312 ,-> 

An expected va lue  is < 5. Chi s q u a r e  n u t  v a l i d .  
Chi square  = 52.38 

Degrees o f  freedom = 15 
p va lue  = 0.00000088 <--- 



VACUNA ECG POR G R W O  ETAREO 
Current selection: CCt31CSI=1 OR CCBlCSI=2 

BCG 
GRUPEDNIRO 1 0 1 I Total 

----------------+-------------+------ 

00 - < 01 I 
I 3 8 1 11 

01 - < 02 I 
1 0 9 1 9 

02 - < 03 I 
I 0 9 1 9 

83 - < 04 I 
I 8 7 1 7 

04 - < 05 I 
I 0 5 I 5 

85 - < 06 I 
1 0 8 1 8 

86 - -< 87 1 
I 8 15 1 15 

t37 - < 08 I 
I 1 1O. f 11 

88 - < 89 t 
I 0 15 1 15 

89 - -< 18 I 
I 0 14 f 14 

18 - < fl I 8 17 i 17 
11 - < 12 t 

I 0 18 1 18 
12 - < 13 I 

I 1 11 : 12 
13 - < 14 I 

I 8 21 1 21 
14 - < 15 I 

I 8 18 1 18 
15 - < 16 I 

I 8 13 1 13 
16 - < 17 I 

I 0 11 1 11 
17 - < 18 I 

I 0 15 1 15 
18 - < 19 I 

I 0 18 1 18 
19 - < 20 I 

I 8 14 1 14 
20 - < 21 I 

I 8 12 1 12 
21 - < 22 I I 8 14 1 14 
22 - < 23 I 

1 8 1@ i 18 
23 - < 24 I 

I @ 15 : 15 
----------------+-------------+------ 

Total I 5 387 1 312 

Chi square  = 57.85 
Degrees of  freedom = 23 

p value  = 8.88880888 <--- 

BCG 
GRUPNIGO I 8 1 I Total 

-------------+-------------+---------- 
0 A 11 I I 4 1351 139 
12 A 23 I I 1 172 ) 173 

-------------+-------------+------ 

Total I 5 3371 312 



Single Table Analysis 
Odds ratio 5.10 
Cornfield 85% confidence limits for OR Q.52* <: OR < 123.21%' 

*May be inaccurate 

Relative risk of (BCG=0) fo r  (GRTJFNINO=@ A 11) 4.98 
Greenland, Robins %% conf. limits for7 RZ 8.55 <: XfZ -c: 44.04 

(Biumetrics 1985;41:55-65) 
Ignore relative risk if case control study. 

Chi-Squares E'-values 
----- --- 

Uncorrected: 2.58 0.18789354 
Mantel-Haenszel: 2.58 8-18845668 
Yates corrected: 1.33 43.24841598 

Fisher exact: 1-tailed P-value: 8-1248439 
2-tailed P-value: 8-1759886 

An expected value is less than 5; recoirmend Fisher exact results. 

NIROS CON POLIO INIGIAL 

POLIO1 I Freq ELercent Cum. 

-----------+----------------------- 

Total 1 312 188.0% 

Sum - - 226.00 
Mean - - 0.72 
Standard deviation = 0.45 

NIROS CON POLIO INICfAL SEGW GRUPO ETAREO 

Current selection: CCQlCSI=1 OX CC01CSI=2 

GRUPEDN I WO 1 Freq Percent Cum. 



Mean per GIZTJFEDNIRO group = 9.42 
StdDev = 2.70 

FOLIO1 
GRUE'EDN I iiO I 8 1 f Total 

----------------+---------------------+------ 

88 - < 01 I 
I 3 EJ I 11 

81 - < 82 I 
I 1 8 I 9 

82 - < 83 I 
I 1 8 1 9 

83 - < 04 I 
I 0 7 1 7 

84 - < 05 I 
I 1 4 ; 5 

05 - < 86 I 
I 2 6 f 8 

86 - < 07 I 
I 8 9 ;  15 

87 - < 88 I 
I 4 7 f 11 

88 - < 09 t 
1 6 9 f 15 

89 - < 10 I 
I 6 8 1 14 

18 - < 11 I 
I 2 15 1 17 

11 - < 12 I 
I 7 11 18 

12 - < 13 I 
I 4 8 1 12 

13 - < 14 I 
1 8 13 1 21 

14 - -C: 15 I 
I 4 14 1 18 

15 - < 16 I 
I 2 11 : 13 

16 - < 17 I 
1 3 8 1 11 

17 - < 18 I 
1 4 11 : 15 

18 - < 19 I 
I 5 13 : 18 

19 - < 20 I 
I 4 10 I 14 

20 - < 21 I 
1 4 8 i 12 

2 1  - < 22 I 
I 6 8 f 14 

22 - < 23 I 
I 1 9 10 

23 - < 24 I 
I 2 13 f 15 

----------------+---------------------+------ 
Total I 86 LL '706 I 312 



Chi square = 20.46 
Degrees of freedom = 23 

r value = 0.61426628 

Current selection: CCBICSI=l OR CCc31CSI=2 

POLIO1 
GRUPNIfiO 1 8 1 I Total 

Single Table Ai~alysis 
Odds ratio 1.05 
Cornfield 95% confidence limits for OH 63-61. .::: OR -< 1-78 

Relative risk of (F 'OLIOI=@) fur (GHTJPNTPJO=Q A 11) 1.03 
Greenland, Robins 95% conf. limits for RR 8.72 .:: RH -< 1-48 

(Biometriss 1985;41:55-68) 
Ignore relative risk if case cantrol study. 

Chi-squares F'-values 
----------- -------- 

Uncorrected : 0.03 0.EiG120818 
Mantel-Haenszel: 0 . 03 8.88142054 
Yates corrected: 0.08 0.96220373 

NI3OS CON DOSIS DE VACUNA ANTI-POLIO SEGUN GRUPO ETAREO 

Current selection: 
GRUE'EDN 1 G O  I 

I 
---------------- +-- 
08 - < 01 I 

I 

QJ1 - < 02 I 
I 

@2 - < 03 I 
I 

03 - < 04 I 
I 

(34 - < 05 I 
I 

(35 - < 06 I 
I 

06 - < 07 I 
I 

07 - -< 08 1 
1 

88 - < 09 I 
I 

89 - < 10 I 
I 

10 - < 11 I 
I 

11 - < 12 I 
I 

12 - < 13 I 
I 

13 - < 14 I 
1 

14 - < 15 I 
1 

15 - < 16 I 
I 

CC@ICSI=l OH CC@ICSI=2 
Freq E'ercent Cum. 

8 3.5% 3.5% 
8 3.5% 7.1% 
8 3-5% 10-8% 
7 3-1% 13.7% 
4 1.8% 15.5% 
6 2.7% 18 - 1% 
9 4.0% 22.1% 
7 3.156 25.2% 
9 4.0% 28.2% 
13 3.5% 32.7% 
15 6.6% 39.4% 
11 4.9% 44.2% 
e 3-5% 47.8% 
13 5.8% 53.5% 
14 6.2% 59.7% 
11 4.9% 64.6% 



----------------+----------------------- 

T o t a l  1 226 180.0% 

Mean p e r  GRIJPEDNIWO group = 4.42 
StdClev = 2.70 

C u r r e n t  s e l e c t i o n :  CC:81CSI=1 OX CCOlCSI=2 

POLIO 
GRUPEDN I MO @ 1 L. 0 .:j ^ , Total 

----------------+-------------------------+------ 

r38 - -< 01 I 
I 11 0 63 s ; 11 

01  - < 02 I 
I 9 8 8 0 1 9 

02 - < 03  I 
I 4 5 8 8 : 9 

03  - < 8 4  I ? 

f 
1 
2. 3 1 @ ; 7 

04 - < 05 I 
I 0 3 2 s ; 5 

05 - < 86  I 
i 8 1 7 8 ; 8 

86 - -<: 87 f 
I 8 ... I 8 6 1 15 

07 - < 08 I 
I 1 2 2 6 ] 11 

88 - < 89 I 
I 8 1 63 14 1 15 

89 - < 10 I 
I 1 2 1 18 f 14 

18 - < 11 I 
I 8 0 1 18 1 17 

11 - < 12 I 
I 0 2 1 15  f 18 

12 - -< 1 3  I 
I 1 1 2 8 I 12 

13 - < 1 4  I 
I 8 3 1 17 1 21 

14 - -< 15 I 
I 2 1 0 15 1 18 

15 - < 16 I 
I 1 8 8 12 : 13 

16 - < 17 1 
1 8 1 8 IS  : I1 

17 - < 18 I 
1 0 1 8 14 15 

18 - < 19 I 
I 0 I 0 17 : 18 

19 - < 20 I 
I 8 1 8 13 1 14 

28 - < 21 I 
1 0 8 1 11 I 12 

21 - < 22 I 
I 0 0 0 1 4  1 14 

22 - < 23 I I 63 0 63 I S  10 
23 - < 24 I 

I 0 1 8 I 4  : 15 
----------------+-------------------------+------ 

T o t a l  : 31 32 27 222 I I 312 

Chi square = 428.24 
Degrees of freedom = 69 

p value = 0.00000808 <--- 

Current selection: CCBlCSI=1 OR C C B ~ C S I = ~  



Chi square  = 66.91 
Degrees of freedom = 3 

p value = 0.8CM8888b3 <--- 

NIROS CON DPT SEGUN GRUPO ETAREO 

Current selection: CC81CSI=l OK CC:81CSI=2 

DF'T 
GRTJFEDN I I @ 1 2 3 t Tatal 

----------------+-------------------------+------ 
@a - -:: @I I I 11 @ 8 @ ; I1 
0 1  - < Q,7 I I 9 8 0 8 9 
02 - -< 03 I 

I 4 5 8 Q 9 
83 - < 84 I 

1 1 '5 1 s : 
I r )  

7 
@4 - < 85 I 8 3 rl. Q 1 5 
85 - < 06 I 

I 8 1 7 s 1 8 
86 - < 07 I 

1 0 1 8 S : 15 
07 - < 08 I 

I 1 3 rl. 5 1 11 r )  

08 - < 09 I 
I 8 1 8 14 1 15 

c39 - < 10 I 
I 1 2 1 9 ! 13 

18 - < 11 I 
I 8 8 1 16 I 17 

11 - < 12 I 
1 8 2 1 15 1 18 

12 - < 13 I 
1 1 1 2 8 : 12 

13 - < 14 I 
I 8 3 I 17 : 21 

14 - < 15 I 
I 2 1 8 15 18 

15 - < 16 I 
I 1 8 8 12 1 13 

16 - < 17 I 
I 8 1 8 18 1 11 

17 - < 18 I 
I 0 1 0 14 15 

18 - -< 19 I I 0 1 8 A 37 1 18 
19 - < 28 I 

I 8 1 c3 13 : 14 
20 - < 21 I 

I e 8 I 11 1 12 
21 - < 22 I I 8 0 8 14 : 13 
22 - < 23 I 

I 8 0 8 10 I 18 
23 - < 24 I 

I 8 1 8 14 1 15 
----------------+-------------------------+------ 

Total 1 31 33 27 220 1 311 

C h i  squa re  = 428.23 
Degrees of freedom = 69 

p value = 0.00000€3@@ <--- 



Chi square = 69.31 
Degrees of freedom = 3 

p value = 0.00008808 <--- 

SARAMP 
GRUFEDNIRO I 8 1 : Total 

+-------------+------ 
88 - < 01 I 

I 11 0 1 11 
81 - < 'a2 I 

I 9 0 1 9 
82 - < 03 I 

I 9 8 i 9 
83 - < 04 I 

I 7 8 i 7 
84 - < 05 I 

I 5 0 I 5 
85 - -< 86 I I 8 8 1 3 
86 - < 07 I 

I 15 @ I 15 
87 - < 83 I 

I 18 1 I I1 
88 - -C 89 f 

I 11 3 I 15 
89 - < 10 I 

I 8 6 I 14 
10 - < 11 I 

I 3 14 1 17 
11 - < 12 I 

I 2 16 18 
12 - < 13 I 

I 4 8 :  12 
13 - < 14 I 

I 1 28 21 
14 - < 15 I 

I 3 15 1 18 
15 - < 16 I 

1 1 12 1 13 
16 - < 17 I 

I 1 1s 11 
17 - < 18 I 

I 0 15 1 25 
18 - < 19 I 

I 1 17 1 18 
19 - < 28 I 

I I 13 1 14 
20 - -< 21 I 

1 1 11 f 12 
21 - < 22 I 

f 8 14 : 14 
22 - < 23 I 

I 1 9 : 10 
23 - < 24 I 

I 2 13 1 15 
----------------+-------------f---------- 

T o t a l  1 114 198 1 312 

Chi square = 204.64 
Degrees  of freedom = 2 3  

p value = 0.0000B000 <--- 



Current selection: CCBlCSI=l OR CCBlCSI=2 

SARAMP 
GRUPNIMO I 0 1 I Total 

------------- +-------------+------ 

0 A 11 I 
I 98 4 1  1 139 * 

12 A 23 I 
I I6 157 1 173 

Single Table Analysis 
Odds ratio 23.45 
Cornfield 95% confidence limits for ON 11.91 < OR .< 46.79 

Relative risk of (SAXfiMP=@) for- (GRUPNINrS=O A 11) 7.62 
Greenland, Robins 95% conf. limits for- RR 4.72 ..:: RR < 12.31 

(Bimnetrics 1085;41:55-68) 
Ignore relative risk if case ci711tri71 study. 

Chi-Squares P-values 
- - - - - - - - 

Uncorrected: 124.72 8 .  @a@@@@@@ .<--- 
Mantel-Haenszel: 124.32 ' @.@@8888&3 <--- 
Yates corrected: 122.89 Q - @8@@@08@ <:--- 

N 130s CON ESQUEMA DE VACUNACI ON COMPLETA 

COMF'LETAS 
GKUEIEDNINO I I 8 1 I Total 



4 - -  Edad (en m e s e s )  a l a  que t e r m i n a n  s u s  vacunas e l  n i f i o  segirn la 
m a d r e  0 o 99 = no sabe o no responde- 

14TERPfVAC FrSe q 

r3 I 
I 7 2  

3 I 
I 3 

4 I 
I 4 

5 I 
I 6 

6 I 
I 18 

7 I 
I 2 

8 I 
1 12 

9 I 
I 163 

10 I 
I 18 

I1 I I 3 
12 I 

I 20 
13 I I 1 
14 I 

I 2 
15 I 1 1 
16 I 

I 1 
18 I 

I 1 
24 I r )  

I L 

99 I I 1 
.................... 
Total I I 338 



5- Porque se vacuna contra e l  tetanos 

Current se lec t ion :  CCBlCSI=l OR CCBICSI=Z 

15EMBVTT I Frey Percent Cum- 
-------------------------------------+----------------- 

1 Proteger  a Madre y r ec ikn  nacido I 82 24-RX 24.8% 
2 Proteger a la madre I 

1 18 5.5% 38.3% 
3 Proteger  a1 recien nacida I 

I 68 lI3.2X 48.5% 
4 Otro o no sabe 1 178 51.5% 188.8% 
-------------------------------------+---------------- 

Total 3 3 8  186,. 43% 

Sum - - 978. Q0 
Mean - - 2 . 9 6  
Standard dev ia t ion  = 1.25 

6 -  Madres que saben cuantas  d o s i s  son necesa r i a s  con t ra  e l  t8 tanos  

I6ELdBVTT f Freq Percent Cum. 
----------------+----------------------- 

1 Una 1 
I 7 2.1% 2.1% 

2 nos I 
I 20 6- 1% 8.2% 

3 MBs de dos 1 12'2' 37- @2; 45 - 2% 
4 Ninguna I 2 

I 8 - Ex 45 - a:$; 
5 No sabe 1 179 54.2% 188.8% 
----------------+----------------------- 

T o t a l  f 330 188.8% 

Sum = 1316.80 
Mean - - 3.99 
P ,2tandard dev ia t ion  = 1.17 

7 - Tiene L a  madre Carnet de Vacunaci6n 
Current s e l e c t i o n :  tX@IIXI= 1 OF: CCC3 ICSI=2 

Sum = 1005.00 
Mean - - 3.02 
Standard dev ia t ion  = 1.28 



Solo mujeres que mostraron e l  carnet de vacunacidn 
8, Mujeres con dosis  de vacuna T-T-  ( N o ,  de dosis) 

Sum - - 
- 

197.08 
Mean - t3.68 
Standard deviation = 1.11 

9-  Madres dando lactancia materna af niEo menor de dos d o s  
LMOSDA 

GXUEtEDNIz;SC) ] SI NO I Total 
----------------+-------------+------ 
88 - -< 8 1 I I 17 8 1 17 
81 - -< 82 I I 18 @ 1 18 
132 - < 83 I 

I 11 @ 11 
133 - -< 04 1 I 7 8 1 7 
134 - < 05 I 

I 6 @ 1 6 
05 - < 06 I 

I 8 @ I 5 
136 - -< 07 I 

1 15 0 1 15 
137 - < 05 I 

I 12 0 I 12 
138 - < 89 I 

I 16 a 16 
139 - i 10 I I 14 0 1 14 
10 - -< 11 I 

I 17 S ] 17 
11 - -< 12 I 1 2C3 1 J  21 
12 - -< 13 I I 10 - I 12 I 

13 - < 14 I I LL or) 0 ; -Ti LL 

14 - < 15 I 
I 17 1 I 13 

15 - -< 16 I 
I 11 2 1 13 

16 - < 17 I 
I 12 0 1 12 

17 - < 18 I 
I 16 0 1 16 

18 - < 19 I I 17 1 1  18 
19 - < 28 I I 12 a : 14 
2@ - < 21 I I S 4 i 12 
2 1  - < 22 I I 11 3 1 14 
22 - < 23 1 

I 3 2 1 10 
23 - < 24 I 

I 10 5 1 15 
----------------+-------------+------ 

Total 307" 2 3 1  330 



An expected v a l u e ' i s  < 5 .  C h i  squar7e n o t  valid. 
C h i  square = 54.37 

Degrees of freedom = 23 
p va lue  = 0.00000000 <--- 

LM091fA , 

GRUFtNIfiO SI NO : T o t a l  
-------------+-------------+------ 

0 A 11 ] 153 I 1 154 
12 A 23  1 154 22 1 176 

-------------+-------------+------ 
Tota l  1 387 23 f 330 

S i n g l e  Table Ana lys i s  
Odds r a t i o  21.86 
Corn f i e ld  95% confidence limits f o r  OR 3.848 < (23 ..:: 448.47% 

lMay be i n a c c u r a t e  

SOLO MADRES QUE DEJBRON DE DAX L A W C I A  MATERNA A S U S  NIROS 
10- Madres que alguna vez le dieron l a c t a n c i a  materna a l  niEo 

Curren t  s e l e c t i o n :  lm89da=2 

Sum - - 28.00 
Mean - 1.22 
Standard d e v i a t i o n  = 0.42 



SOLO NIROS &WE DEJARON YA NO RECIBEN LACTANCIA MATERNA PERO 
QUE LA RECIBIERON ALGUNA VEZ 
1 Edad del niEo en m e s e s  cumdo dejarm de darle Lactancia 
Materna 

Current selection: (lm@9da=2) AND ( D f l @ D I O = 1 )  

Freq 
------ 

1 
1 
1 
2 
1 
Q L. 

2 
4 
3 
1 

Cum. 

1- aum - - 298.80 
Mean - - 16.56 
Standard d e v i a t i o n  = 2.91 

Cur ren t  s e l e c t i o n :  (lm89da=2) A N D  ( L P l l B D I O = l )  

GRUPEDN 1633  f 
+-- 

12 - < 13 I 
I 

14 - < 15 I 
I 

15 - < 16 I 
I 

18 - < 19 I 
I 

19 - < 20 I 
I 

20 - < 21 I 
I 



21 - < 22 I 
I 1 0 I 3 

22 - < 23 I 1 0 1 2 
23 - < 24 I 

I 1 1. I 3 
----------------+-------------+------ 

Tota l  I 3 1 ;  I8 

An expected value is < 5. Chi square nut valid. 
Chi square  = 90.25 

Degrees of  freedom = 72 
p va lue  = 0.80088000 <--- 

Current s e l e c t i o n :  jlm09da=2) AND (LMl@DIO=l) 

LMllEDADIO 
GRUEtNI$W ] 21 T o t a l  

-------------+-------+------ 

12 A 23 I 
I 1 I 18 

An expected va lue  is x: 5 -  Chi square  n o t  valid. 
Chi square  = 8-88 

Degrees of  freedom = 0 
p va lue  = 1.08800880 

SOLO NIROS QUE DEJARON YA NO RECIBEN LACTANCIA MATERNA PER0 
QUE LA RECIBIERON A X W A  VEZ 
12-  Cuando le  dieron l a  primera l a c t a n c i a  rnaterna a1 nifio 

LM12EJXIM f Freq E'ercent Cum. 
--------------------+----------------------- 

1 En Ira. hora  ] lC36 32-1% 32.1% 
2 en lras. 8 h o r a s  ] 89 27.0% 59.1% 
3 M6s de 8 h o r a s  I 129 39.1% 98.2% 
4 No recuerda  I 

1 2 0.6% 98.8% 
9 No c o n t e s t 6  I 

I 4 1-27; 100.0% 

Sum - - 
- 715.80 

Mean - .  2.17 
Standard  d e v i a t i o n  = 1-14 



ALIMENTACION INFANTIL .............................. 
13. Le estd dando 

13.b Liquidos 

A1 13ALIQ 
GRUPEDN 130 I P GI NO NO SABE I Total 

----------------+-----------------------+------ 

00 - < 01 I I 
I 1 16 8 t 17 

01 - < 02 I I 
I 1 9 8 I 10 

02 - < 03 I I 
I 3 8 0 I 1.1 

83 - < 04 I I 
I 1 6 0 I 7 

04 - < 05 I I 
I 2 4 8 I 6 

05 - < 06 I I 
I 5 3 0 I 8 

06 - < 07 I 1 
1 11 4 0 1 15 

07 - < 08 I t 
i 6 5 1 1 12 

08 - < 09 1 I 
I 15 1 0 c 16 

09 - < 10 I I 
I 13 1 8 L 14 

18 - < 11 t I 
I 17 8 8 i 17 

11 - < 12 I I 
I 21 0 0 I 21 

12 - -< 13 I I 
I 11. I 8 I 12 

13 - -< 14 I I 
I 22 8 63 I '5.5 

QQ 

14 - < 15 I I 
I 17 1 8 I 18 

15 - < 16 I I 
I 12 1 0 I 13 

16 - < 17 I I 
1 11 1. 0 I 12 

17 - -< 18 I I 
I 16 8 0 I 16 

18 - < 19 I I 
I 18 0 0 I 15 

19 - < 28 t I 
I 14 0 0 I 1.4 

20 - < 21. I I 
1 12 8 0 I 12 

21 - < 22 I I 14 0 8 I 
I 14 

22 - < 23 I I 
I 10 8 0 I 10 

23 - < 24 I I 
I 15 8 8 1 15 

----------------+-----------------------+------ 

Total I 268 61 1 1 338 

An expected value is < 5. Chi square not valid. 
Chi square = 227.86 

Degrees of freedom = 46 
p value = 0.00000008 <--- 

Total 1 268 

An expected value 
Chi square 

is .< 5 .  Chi square not valid. - - 67.43 



Degrees of freedom = 2 
p value = 8-88BB888B <--- 

13, b Leche de vaca 

A1 13BLEC 
GRUPEDNIEO 1 SI NO NO SABE; To ta l  

----------------+--------------------+------ 

00 - < 01 I 
I 1 16 0 I 17 

01 - < 82 I 
I 1 9 S 18 

02 - < 83 I 
I 2 9 8 ; 
I 2 

11 
03 - < 04 I 5 S I 7 
04 - < 05 1 

I 1 5 @ ! f3 
05 - < 'd6 1 

i 2 6 8 1 R 
06 - < 07 I 

I 6 9 0 I 15 
07 - < 138 I 

I 4 8 @ 1 12 
08 - -< 89 I 

1 15 1 $3 i 16 
09 - < l@ I 

I 8 5 1 ! 14 
10 - < 11 I 

I 7 10 8 : 17 
11 - < 12 I 

I 14 7 8 1 
12 - < 13 I 

I 9 3 8 1 

13 - < 14 I 
I 15 7 0 1 

14 - < 15 I 
I 16 2 @ t 

15 - < 16 I 
I 7 6 s 1 

16 - < 17 I 
I 9 3 s ; 

17 - < 18 I 
I 13 3 S 1 

1% - < 19 I 
I 14 4 8 1 

19 - < 20 I 
I 14 0 CJ f 

20 - < 21 I 
I 1GJ 2 o ; 

21 - < 22 I I 11 3 s ; 
22 - < 23 I 

I 9 1 r3 1 
23 - < 24 I I 14 1 8 :  

----------------+--------------------+- 

Tota l  f 204 125 1 I 

An expected va1u.e is <; 5 -  Chi square not  v a l i d .  
Chi squ.are = 131.28 

Degrees of freedom = 46 
p value = 8 - 8@86!1c)@88 .<--- 

A1 13ELEC 
GRUPNINO 1 1 2 :3 f To ta l  

8 A 11 I 
I 6 3 9s 1 i 154 

12 A 23 1 141 35 8 f 176 
-------------+-------------------+------ 

Tota l  1 204 125 1 : 338 

An expected value is < 5 .  C h i  square no t  v a l i d .  
Chi square = 5 3 ,  i38 

Degrees of freedom = 2 
p value = 0.08888808 <--- 



13-c Comida aplastada 0 papillas 

A 1  l3CCOM 
GRTJPEDN I fjO I SI NO I Total 

----------------+-------------+------ 
00 - < 01 I 

I 0 17 f ,  17 
01 - < 02 I 

I 0 10 1 10 
02 - < 03 I 

I 1 10 f I1 
03 - < 04 I 

I I 6 I 7 
04 - < 05 I 

I 2 4 1 6 
05 - < 06 I 

I 4 4 1 8 
06 - < 07 I 

I 9 6 1 15 
87 - < 08 I 

I 7 5 : 12 
88 - < 09 I 

1 16 0 1 16 
09 - < 10 I 

I 13 1 I 14 
10 - -< 11 I 

I 16 1 I 17 
11 - -< 12 1 

I 21 0 1 21 
1% - < 13 I 

I 12 0 I 12 
13 - < 14 I 

I 22 0 1 22 
14 - -c 15 I I 17 1 1  18 
15 - < 16 I 

i 13 0 f 13 
16 - -< 2.7 I 

I 2.2 0 ; 12 
17 - -< 18 I 16 0 ;  16 
18 - -C 19 I 

I 17 1 I 18 
19 - < 20 I 

I 14 0 t 14 
20 - < 21 I 

I 12 0 f 12 
21 - < 22 I 

I 14 0 1 14 
22 - < 23 I 

I 18 @ f 10 
23 - < 24 I 

I 15 0 I 15 
----------------+-------------+------ 

Total : 264 66 1 330 

An expected value is < 5. Chi square not valid. 
Chi square = 233-91 

Degrees of freedom = 23 
p value = 8-08088808 <--- 

A 1  l3CCOM 
GRUPNIi40 1 2 1 Total 

-------------+-------------+------ 

0 A 11 I 
I 90 64 1 154 

12 A 23 1 174 2 1 176 
-------------+-------------+------ 

Total 1 264 66 1 330 
Single Table Analysis 

Odds ratio 8-02 
Cornfield 95% confidence limits for OR 8-88 < OR -< 0.87 
Relative risk of (AIISCCOM=l) for (GRUF'NINO=8 A 11) 8.59 
Greenland, Robins 95% conf. limits for RFt 8.52 .c: RR .< 0.68 

(Biometries 1985;41:55-68) 
Ignore relative risk if case control study. 



Chi-squares P-values 
----------- -------- 

Uncorrected: 83.88 0.00080080 <--- 
Mantel-Haenszel: 83-62 0_08880008 <--- 
Yates corrected: 51.37 8.O0088000 <--- 

13,d A g r e g a n  grasa (aceite o manteca) a la comida del nifio 

An expected value is < 5. Chi square not valid- 
Chi square = 82.76 

Degrees of freedom = 46 
p value = 0.08000000 <--- 

A1 13DGRAS 
GRUF'NIfiO I 1 2 3 1 T o t a l  

-------------+-------------------+------ 

0 A 11 I 
I 47 106 1 1 154 

12 A 23 4 I 98 78 8 f 176 
-------------+-------------------+------ 

Total I 145 184 1 I 330 
An expected value is < 5 .  Chi square not valid. 

Chi square = 21-83 
Degrees of freedom = 2 

p value = 8.00001819 <--- 



13-e Cocinan con saf yodada 

A 1  13ESALY 
GRUE'EDNIRO S I NO I Total 

----------------+-------------+------ 

00 - < 01 I 
I 5 12 1 17 

01 - < 02 I 
I 3 7 1 10 

02 - < 03 I 
I 4 7 1 11 

(d3 - < 04 I 
1 5 2 1 7 

04 - < 05 I 
1 8 6 I 6 

05 - < 06 I 
1 4 4 1 8 

06 - < 87 I 
I 3 12 1 15 

07 - < 08 I 
I 2 10 1 12 

08 - < 09 I 
I 4 7 1 16 

89 - < 10 I 
I 3 11 I 14 

10 - < 11 I 
I 7 10 1 17 

11 - < 12 I 
I 5 16 1 21 

12 - < 13 t 
I 7 5 I 12 

13 - < 14 I 
I 13 9 1 22 

14 - < 15 I 
1 6 12 1 18 

15 - < 16 I 
I 6 7 1 13 

16 - < 17 I 
I 5 7 f 12 

17 - -< 18 I 
I 7 9 1 16 

18 - < 19 I 
I 4 14 : 18 

19 - < 20 I 
I 4 10 1 14 

20 - -< 21 I 
I 3 9 1 12 

21 - < 22 I 
I 7 7 f 14 

22 - < 23 I 
1 2 8 1 10 

23 - < 24 I I 9 6 I 15 
----------------+-------------+------ 

T o t a l  1 123 207 I 338 

C h i  square  = 34.32 
Degrees of  freedom = 23 

p value = 8.86064853 

A1 l3ESALY 
GRUFtNIf4t? i 1 2 1 Total 

-------------+-------------+---------- 
8 A I1 I 

I 50 104 f 154 
12 A 23 t 

1 73 183 1 176 
-------------+-------------+------ 

T o t a l  1 123 207 1 330 
S i n g l e  Table Analys i s  

Odds r a t i o  0.68 
Cornf i e ld  95% conf idence  l i m i t s  f u r  OR 8.42 <: OR < 1.18 

R e l a t i v e  r i s k  o f  [AI13ESALY=l) f o r  [GWPNINO=@ A 11) 8 - 78 
Greenland,  Robins 95% c o n f .  l i m i t s  f o r  RR 8.59 .c: RR < 1.84 

(Biornetr ics  1985;41:55-68) 
Ignore  r e l a t i v e  r i s k  i f  case c o n t r o l  s tudy .  



14- Dan 

Chi-squares P-values 
----------- - - - - - - - - 

Uncorrected: 2.85 8.09128r314 
Mantel-Haenszel: 2.84 0.09177216 
Yates  co r r ec t ed :  2.48 8.11535271 

An expected va lue  is .< 5 -  Chi square  not valid. 
Chi square  = 68.15 

Degrees of freedom = 46 
p va lue  = 8.00000000 <--- 

A 1  14VIVER 
GRUPNIGO 1 1 2 9 1 Total 

-------------+-------------------+------ 
8 A 11 I 

I 61 93 0 1 154 
12 A 23 I 

I 84 9 1  1 1 176 
-------------+-------------------+------ 

T o t a l  f 145 . 184 1 1 330 



An expected value is < 5. Chi square n o t  valid. 
Chi square = 3.22 

Degrees of freedom = 2 
p value = 0.28012272 

E N F E R M E D A D E S  D I A R R E I C A S  ....................... ******************* 
15- NiZos con diarrea las dos f i f t i m a s  sernanas 

ED15U2SEM ) Freq Percent Cum- 
----------+----------------------- 
1 SI I 

I 92 27.9% 27 - 9% 
2 NO 1 2.37 71-8% 9'3-7% 
3 NO SAEE t 1 0.3% 100.8% 
----------+----------------------- 

Total 1 330 100.0% 

,- Durn - - 
- 569.88 

Mean - 1.72 
Standard deviation = 8.45  

EDl5U2SEM 
GRUPEDN IKiO I A I 2 3 f Total 

---------------- +-------------------+------ 

88 - < 8 1  I I 0 17 0 f 17 
r ~ . .  - < 02 I 

I 8 18 8 1 10 
(32 - .< 03 I I 3 S 0 I 11 
03 - < 04 I 

I I 6 0 I 7 
04 - < 05 I 

I 0 6 0 I 6 
85 - < 06 I 

I 4 4 0 1 8 
86 - < 07 i 

1 5 153 0 1 15 
07 - < 08 I 

I 1 11 0 I 12 
08 - < 09 I 

I 5 11 0 1 16 
t39 - -< 18 I 

1 4 18 S I 14 
10 - < 11 I 

I 8 9 0 I 17 
11 - < 12 I 

I 7 14 S f 21 
12  - < 13 I 

I 3 9 0 ; 12 
13 - < 14 I 

I 3 19 S 22 
14 - < 15 I 

I 9 9 S i 18 
15 - < 16 I 

L 3 10 @ 1 13 
16 - < 17 1 

I 1 11 0 f 12 
17 - < 18 I 

I 5 11 0 1 16 
18 - < 19 I 

I 7 18 1 I 18 
19 - < 20 I 

I 8 6 0 I 14 
20 - < 21 I 

I 2 10 0 I 12 
2 1  - < 22 I I 4 10 0 I 14 
22 - < 23 I 

I 5 5 0 I 10 
23 - < 24 1 

I 4 11 0 I 15 
---------------- +-------------------+------ 

T o t a l  1 92 237 I 1 330 



An expected va lue  is < 5. Chi square  n o t  v a l i d .  
Chi square  = 58.54 

Degrees o f  freedom = 46 
p va lue  = 0.00000000 <--- 

An expected va lue  is < 5 .  C h i  square rmt v a l i d  
Chi squar7e = 2 . 4 3  

Degrees of  freedom = L v 

p va lue  = 0.29637830 

SOLO NIROS QUE T'UVIERON DIARREA LAS DOS ULTIMAS SIDfANAS 
16- Madres qrxe continuan con la  lactancia materna a 7.0s n i k s  can 

diarrea- 
I 

Curren t  s e l e c t i o n :  ED15U2SEM=l 

ED16DIOFtCH I Freq F'ercent Cum. 
--------------------------+----------------------- 

I 
1 MBs que siempre I I 7 7 - 6X 7.6% 
2 Igua l  I I 59 64.1% 71.7% 
3 Menos I I 24 26- 1% 97.8% 

I 
5 No r e c i b e  pecho I I 2 2.2% 188.8% 
--------------------------+----------------------- 

Tota l  I 
I 92 100.8% 

I 
Sum 
Mean 
Standard d e v i a t i o n  = 8.69 

SOLO NIROS QUE TWIERUN DIflRRFA LAS DOS ULTIMAS SEMBE.aAS 
17- Madres que dieron otros  l iquidos ademas de7. pecha a su niEo con 

I 
diarrea 
Curren t  s e l e c t i o n :  ED15U2SEM=1 I 



Sum - - 239.00 
Mean - - 2.60  
Standard deviation = 0.97 

SOLO NIfiOS QUE TUVIERON DIARREA LAS DOS ULTIMAS SENM?AS 
18- Madres que dierun alimentus blandos al ni5o con diarrea 

Current selection: ED15U2SEM=1 

F 3 u m  - - 253.88 
Mean - 2.75  
Standard deviation = 8.91 

SOLO NI@OS QUE TUVIEXI>N DI- LAS I)C)S ULTIMS SEMANAS 
19- Que tratamiento le di6 
19-a Madres que no dieron ningiin tratamientu a1 niEo con diarrea 

Current selection: ED15U2SEM=1 

S u m  - - 5.00 
Mean - - 8.85 
Standard deviation = 0.23 

SOLO N I R O S  QUE TUVIERON DIARREB LAS D€lS ULTIMAS SEMANAS 
19-h Madres que dieron S -  R -  0- al niEo con diarrea 

Current selection: EDI5U2SEM=l 

ED19ETRAT f Freq Percent Cum. 
----------+----------------------- 

O NO I 
1 45 48-9% 48.9% 

1 SI i 
1 47 51.1% 180.0% 

----------+----------------------- 

Tota l  I 92 188.0% 



Sum - - 
- 

47.00 
Mean - 0.51 
Standard deviation = 0.50 

SOLO NI3OS QUE 'TUVIERON DIARIiEA LAS DDS ULTIMAS S N A S  
1 9 - c  Madres que dieron Suero Casero al ni5o con diarrea 

Current selection: ET)ISU2SEM=1 

ED1SCTRAT f Freq Percent Cum. 

----------+----------------------- 

Total f 92 108.8% 

n a u m  - - 11.00 
Mean - - 0.12 
Standard deviation = 8.33 

SOLO NIEOS QUE TWIERON DIaRREA LAS DOS ULTIMAS'SEKANAS 
19-d Madres que diercm Sofuciunes a base de cereales a l  nifiu con 
diarrea 

Current selection: EDISU2SEPl=l 

EDlSDTRAT 1 Freq Percent C u m .  
----------+----------------------- 

(3 NO I 
I 83 90.2% 98.2% 

1 SI I 
I 9 9 108.0% 

----------+----------------------- 

Total I 92 108.0% 

S u m  - - 9.00 
Mean - - 0.10 
Standard deviation = (3.30 

SOLO NIfiOS QUE TWIERON DIAIiREa LAS DOS ULTIMAS 
1 9 - e  Madres que dieron Liquidos, tes o mates a1 

Current selection: EDlSU2SEM=I 

ED19ETRAT 1 Freq Percent Cum. 

8 NO I 
I 40 43.5% 43.5% 

I SI 1 I 52 56.5% 100.0% 
----------+----------------------- 

Total I 92 100.0% 

SEMANAS 
niEo con diarrea 



S u m  - - 52.00 
Mean - 0.57 
Standard deviation = 0.50 

SOLO NI@;iOS QtlE TWIERDN DIAIiREA LAS M>S ULTIMAS SEXANAS 
19.f Madres que dieron Medicinas antidiarreirsas u ant ib ia t i cus  a l  
nifio con diarrea, 

Curren t  s e l e c t i o n :  EDISU2SEM=l 

ED19FTHAT Freq Percen t  Cum. 
---------- +----------------------- 

C3 NO 1 
I 80 87.0% 87.0% 

1 SI I 
I 12 13-8% 100.0% 

----------+----------------------- 

T o t a l  I 92 100.0% 

F a u m  - - 12.00 
Mean - - 0.13 
Standard d e v i a t i o n  = 0.34 

SOLO NIEOS QUE TUfi7IEFBN DIARREA U S  19)s ULTIMAS S-AS 
19-g Madres que dieron o tros  tratamientos a7. niEo con diarrea 

Curren t  s e l e c t i o n :  E1315U2SEM=l 

ED19GTKAT I Freq F'ercent Cum.  
----------+----------------------- 

8 I 
I 75 81-5% 81.5% 

1 I 
I 17 18.5% 100.0% 

----------+----------------------- 

T o t a l  f 92 I@@-@% 

S u m  - - 17.80 
Mean - - 0.18 
Standard d e v i a t i o n  = 0.39 

SOLO NI3OS QUE TUVIERON DIARREA LAS M3S ULTIMAS SEMANAS 
19-g Madres que diercm otros tratamientos a1 niEo con diarrea 

Curren t  s e l e c t i o n :  ED15T3%SEM=1 

Canela pan p l a t a n o  qu : 1 5 - 9% 5.9% 
PEPA DE PALTA I I 1 5.9% 11.8% 
Pepa de p a l t a  quernada.; 1 5-9% 17-6% 
agua he rv ida  I I 1 5.9% 23.5% 



arr. quem. y pan quem 
asper ina  
cebada quemada 
cebada quemada en liq 
cehada tos tada  
da s u  pecho 
maicena tomar 
mates caseros  
medicina traditional 
medios f e s i c o s  
p a l t a  pepa, a r roz  ceb 
quemodo a r roz  
suero easero 

Total  

20, &Coma se daria cuenta de que el niEo estd grarremente enfermo 
con diarrea? 
20.a Madres que no saben cuando su  nifio eskg cen diarrea grave 

ED20ACMED I Freq F'ercent Cum 

Sum - - 
- 

31-80 
Mean - 0.09 
Standard devia t ion  = 0.29 

20-b Madres que piensan que cuando su nifio eiene vomitos esta con 
diarrea grave- 

Sum - - 48.00 
Mean - - 0.15 
Standard devia t ion  = 0.35 



20.c Madres que piensan que cuando su  niEo t i e n e  f i e b r e  e s t d  con 
d ia r r ea  grave 

----------+----------------------- 

Total 1 338 188.8% 

Sum - - 113.00 
Mean - - 0.34 
Standard deviation = 8.48 

20-d Madres que piensan que cuando su  niEo ktiene la Boca seca, 10s 
o jos  hundidos y or ina  poco estd con d i a r r ea  grave 

ED28DCMED I Freq  P e r c e n t  Cum. 
----------+----------------------- 

8 NO I 
I 258 78.2% 78.2% 

1 SI I 
1 72 21.8% 108.8% 

Sum - - 7 2 .  80 
Mean - - 8.22 
Standard d e v i a t i o n  = 8.41 

20-e  Madres que piensan que cuando s u  niEo t i e n e  d i a r r ea  prolongada 
es por que e s t d  grave 

----------+----------------------- 

Tota l  1 330 108.87; 

Sum - - 125.08 
Mean - - 0.38 
Standard d e v i a t i o n  = 0 .  49 

20-f Madres qzxe piensan que cuando su niAo t i e n e  sangre en ias 
heces es par  que esta grave 

ED28FCMED 1 Freq  F'ercent Cum. 
----------+----------------------- 

0 NO 1 279 84.5% 84 - 5% 
1 SI I 

I 51 15.5% 100.0% 
----------+----------we----------- 

T o t a l i  330 100.0% 



Sum - - 
- 

51-80 
Mean - 0.15 
Standard deviation = 0.36 

20-g Madres que piensan que cuando su  niEu e s t a  grave cuanda pierde 
e l  apet i to  es pur que esta grave 

ED20GCMED 1 Fre y E'ercent Cum. 

----------+----------------------- 

Total f 338 100.0% 

Sum - - 59.08 
Mean - - 0.18 
Standard deviation = 0.35 

20-h Madres que piensan que cuando su niEo esta debi l  u desganado 
e s  por que e s t a  grave 

ED20HC14ED t FFeq Percent Cum. 
----------+----------------------- 

8 NO 1 238 72- I% 72.1% 
1 SI I 

I 92 27.9% 100.0% 

Sum - - 92.00 
Mean - - 8.28 
Standard deviation = 8.45 

20- i Madres que piensan que cuando su niE0 enflaquece y pierde peso 
e s  por que e s t a  grave (I=SI, 2=NO, 9=Mo responde) 

ED28ICMED f Freq  Percent Cum. 
----------+----------------------- 

8 NO 1 263 79.7% 79.7% 
1 SI I I 67 28.3% 100.8% 
----------+----------------------- 

Total f 330 100.0X 

Sum - - 67.88 
Mean - - 0.20 
Standard deviation = 0.40 



20- j Madres que piensan que existen otros sintomas que permiten ver 
que el niEo con diarrea esta grave ( l = S f ,  2=MO, 9=Mo rrsspunde) 

ED20JCMED f Frey Percent Cum. 
----------+----------------------- 
0 NO f 3'73 97.9% 97.9% 
1 SI I 

I 7 2.1% 100.8% 
----------+----------------------- 

T o t a l  ! 330 100.0% 

F 3um - - 
Mean - 
Standard d e v i a t i o n  = 

Heces c o l o r  b lanco  como agua I 
I 

Pepa de p e l t o  quemado y i r v a  ayca ayca f 
Ya no lacta,  l l o r a  mucho 1 

I 

aylra I 
I 

d i a r r e a  m a s  de 3 veces  1 
I 

l e  aparece  granos  I 
I 

t a l  como e s t a  cada d i a  I 
I 

--------------------------------------+--- 

T o t a l  I 

20-A LQue acciones importantes tomarias 
diarrea? 
20-A- a No sabe 

cuandu tu n u  tiene 

Sum - - 
- 

18-00  
Mean - 0.05 
Standard deviation = 0.23 

20-A-b Iniciar can liquidus 10 116s pronto pasible 

BED20ElACC ) Freq Pe rcen t  Cum. 
-----------+----------------------- 
0 NO 1 220 66.7% 66.7% 
1 SI I I10 33-3% 100.0% 
----------- +----------------------- 

T o t a l  f 330 I@@-@% 



Sum - - 
- 

110.00 
Mean - 8.33 
Standard d e v i a t i o n  = 0.47 

20-A-c Dar m8s liquidos que los usuales 

Sum - - 63.00 
He an - - 8 - 1 9  
Standard d e v i a t i o n  = 0.39 

20-A-d Dar aliment0 con m 6 s  frecuencia y menur cantidad 

Sum - - 5.00  
Mean - - 0.02 
Standard d e v i a t i o n  = 8 -  12 

EED20E1ATJ.C ] Freq F'ercent Cum. 
-----------+----------------------- 

c3 NO 1 184 55.8% 55.8% 
1 SI  1 146 44.2% 10@-@% 
-----------+----------------------- 

Total f 330 100.0% 

F ,>urn - - 146.00 
Mean - - 0.44 
Standard d e v i a t i o n  = 0.50 

20-A-f Llevar al niEo a1 Centro de Salud 

FED20FlACC I Freq Pe rcen t  Cum. 

-----------+----------------------- 

Total ) 330 100.0% 



Sum - - 
- 

113.00 
Mean - 0.34 
Standard dev ia t ion  = 0.48 

20-A-g D a r  m5s alimento 

Sum - - 9.00 
Mean - - 0.03 
Standard dev ia t ion  = 8 - 1 6  

20-A,h Parar 10s liquidos 

HED20HlACC f FYeq Percent Cum. 

-----------+----------------------- 

Tota l  1 330 108.0% 

Sum - - 4.00 
Mean - - 0.01 
Standard dev ia t ion  = 0.11 

20-A-i Parar la alimentaci6n 

-----------+----------------------- 

Tota l  t 338 100.0% 

P 3 u m  - - 3.00 
Meal? - - 0.81  
Standard d e v i a t i o n  = 0.10 

JED20 J IACC 1 Freq Percent  Cum. 
-----------------+----------------------- 

(3 NO 1 232 70.3% 70.3% 
1 SI I 

I 97 29.4% 99.7% 
3 SIN RESFUESTA I I 0.3% 100.@?; 



i- 3um - - 
- 186.88 

Mean - 0.32 
Standard deviation = 0.66 

ESPECIFED2 I Freq 
--------------------------------------------+-------- 

QUEMADA DE OHINA HACEH TOMAR 1 1  
AICA AICA I r 
ARROZ Q.UEMADO I 1  
Envolver-ropa calentadorhacen sentar en 
cebada tostada 1 1  
HARINA TOSTADA 1  
Hacer sentar sobre cebada tostada caliente I 1  
MATE DE COCA, CEBADA QTJEMADU I 1  
Mates I 1  
Mates a eucalipto joven. I 1  
Pepa de palta mate I 1  
Pepa de palta quemado I 1  
Pepa de palta y pan que~nado 1  
agua de hiervas medicinales, arroz y pan 
quemado I 1  
agua de fiostasa I 1  
aica aica mates maizena I 1  
arros quemado y pan quemado I 1  
arroz pan quemado hacer tomar f 1  
arroz quemado I 1  
arroz quemado con agua 1 1  
arroz quemado pepa palto mate de uebada I 1  
arroz quemado, mate I  1  
arroz y pan que~nado 1 1  
ayca ayca en mate I 1  
ayca ayca, pan quemado 1 1  
azucar quemada en liquido 1  
azucar tostada I 1  
canela y agua de arroz i 1  
cebada quemada en liquido 1  
cebada quemado mates 1 imon I 1  
cebada tostada I I 3 
cebada tostada en liquido I 1  
cebada tostada, manzanilla I 1  
cedaba y palta quemada I 1  
chocolates y may cina,/poco I 1  
con 10s mates clientes I 1  
con mates calientes que cura 1 1  
curar con mates o hierbas. 1 
dar arroz y pan quemado I 1 
dar de comer: arroz y canela quemado I 1  
dar mate de linaza ; I  
dar suero casero I 3  
dos mates I 1 

Percent Cum. 



hacer tomar chocolate 
hacer tratamiento para bajar 
harina blanca redoctar 
hierbas caseras 
inyecciones 
j arabe 
k'oa / mate 
limon azucar canela mate 
maizena tomar 
manteo 
mate casero 

f iebre 

mate de canela y cebada quemada I 
I 

mate de cebada 
mate de coca 
mate de eucalipto 
mate de perigil 
mate de tome tonce 
mates 
mates (fresco) 
mates calientes 
mates caseros 
mates de coca manzanilla 
mates de hierbas 
medicina casera 
palta pepa o canela 
pan quemado y mates 
pan quernado y pepa de palto 
pepa de palta quemada en agua 
pepa de palto 
pepa de palto quemado 
pepa palta, flor de rosa 
que cura con kerosen 
sebada quemada pan quemada 
sebada tostada, melida 
salucion de azIlc,-ap ~1~em,-ado 
solucion usuales pega de palta 
suer13 casero 
suere casero psi-a que 130 i:gier& peso 
suero casero, maicena 
t,2map pan yuemado en aqga 
tostado de ceba& 
tratamiento con friccion de !neatisan 



21. Madres que han oido frablar d e l  S - R - 0 ,  (I=SI, 2=NO, 9 = N o  
responde ) 

Sum - - 381 - 00 
Mean - - 1-15 
Standard deviation = 8-36 

22- Madres que saben para  que sirve e l  S - R - 0 -  ( l = S I ,  2=NO, 9=No 
responde ) 

Current selection: EDZlSRO=l 

Sum - - 296.00 
Mean - - 1.06 
Standard deviation = 0.51 

SOLO MaDRES QUE OYERUN HABLAR DEL S - R - 0 -  AWmA VEZ 
23- Madres que h;m u t i l i z a d o  a1-a vez S - R - 0 -  f l=SI ,  2=NO, 9=No 
responde ) 
Current selection: ED21SKO=1 

Sum - - 323.00 
Mean - - 1.16 
Standard deviation = 0.58 



24-Madres que saben preparar e l  S - R - 0 ,  ( l=SI ,  2=NO, 9 = N o  responde) 
Current selection: EDZISRO=l 

P 3 u m  - - 343.00 
Mean - - 1.23  
Standard d e v i a t i o n  = 5.62 

C O N T R O L  D E M E U M O N I A  
*************f***f******f***~***f***t**** 
25- Nifios con tos  f u e r t e  en l a s  2 U f t - s e m a n a s  (1=SI, 2=NO, 9=No 
respande ) 

S u m  - - 577.00 
Mean - - 1.75 
Standard d e v i a t i o n  = r3.43 

CONTROL DE N m O N I A  
SOLO NISOS CON T O S  FWERTE LAS DOS ULTfMAS SEfYfANAS 
26- N i A u s  a tus y dificuftad respiratoria {l=SI.  2=HC>. 9=Nu 
respmde f 

Cur ren t  s e l e c t i o n :  CI?25TC>S2US=l 

Sum - - 91.00 
Mean - - 1.10 
Standard deviation = 0.30 



Current selection: CN25TOS2US=l 

0 1  - < 02 I 
I 

02 - < 03  I 
I 

85 - < 06 I 
I 

86 - < 07 I 
I 

07 - < 88 I 
1 

88 - < 09 I 
I 

89 - < 10 I 
I 

16 - < 11 I 
I 

11 - < 12 I 
1 

12 - < 13 I 
I 

13 - < 14 I 
I 

14 - -< 15 I I 

15  - < 16 I 
I 

16 - < 17 I 
1 

17 - < 18 I 
i 

18  - < 19 I I 

19 - < 20 I 
I 

20 - -< 21 I 
I 

21 - < 22 I 
I 

22 - < 23 1 
1 

23 - < 24 I 
I 

---------------- +- 
Tota l  I 

An expected va lue  is -:: 5 .  Chi square  no t  v a l i d .  
Chi square  = 11.92 

Degrees of freedom = 20 
p  va lue  = 0.91870022 

Current  s e l e c t i o n :  CfN25TOS2US=l 

C N 2 6 D I  F R E S  
GRUF'NINO I 1 2 I T o t a l  

Single Table Analysis 
Odds ratio 1.24 
Cornfield 95% confidence l i m i t s  fur OX 0.23a < OR < 7-25a 

*May be inaccurate 

Relative risk of (CN26DIFRES=1) for (GKIJF'NINCk8 A 11) 1.02 



Greenland, Robins 95% con£. limits for 9-89 .:: <: 1-17 
( B i ~ m e t ~ i c s  1885;41:55-68) 

Ignore relative risk if case control study. 

Chi-squares P-values 
----------- - - - - - - - - 

Uncorrected: 0.08 8.77547994 
Mantel-Haenszel: 8.88 : 8.77978382 
Yates corrected: (3. 01 Q -92488387 

Fisher exact: 1-tailed P-value: 8.5441475 
2-tailed P-value: 1.0080088 

An expected value is less than 5; ret'omr~end Fisher exact results. 

CONTRUL DE NEXMONIA 
SOLO NIfWS CON T O S  lKfEZTE Y DIFICULTAI) RESF- L A S  DOS ULTIMAS 
SEMANAS 
27- Madres que pidierun ayuda par s u s  Miffus con t o s  y d i f i cu l tad  
respiratoria ( l = S I ,  2=NO, 9=Mo responde) 

Current selection: (.CN25TOS2TJS=l) AND {CN2QDIFRES=I) 

Sum - - 92 - 00 
Mean - - 1.23 
Standard deviation = 0.42 

CONTROL DE NEUMONIA 
SOLO N I S O S  CDH T O S  FUERTE Y D I F I f X K f A D  RESF, L4S Df)S ULTIMAS 
SEllPrnAS 
28-a N i f i o s  con IRA que reciben ay-uda de l  Centro de Salud 
( l = S I ,  @=NO, 9 3 0  responde) 

----------+----------------------- 

Total f 75 100.0% 

Sum - - 208.80 
Mean - 

- .  2.67 
Standard deviation = 3.47 



NOMINA DE MADRES EMBARAZADAS A ~ A ~ N T E  m 
CONTROL DE NEUMONIA 
S O W  NIWOS CON TOS FUKKI'E Y DfFICt7LTAT) RESP, LAS DOS ULTIMAS 
SEMANAS 
Z8,b NiEos con IRA que reciben ayuda de la farmacia 
{l=SL, @=NO, S=No respondel 

Current selection: (CN25TC)%2TJS=l) AND (CN26DIFRES=l) I 

Sum 
Mean 
Standard d e v i a t i o n  = 3.79 

CONTROL DE N m D N I A  
SOLO NfROS CON TOS ETlERTE Y DIFICULTAD R.ESP_ LAS ULTIKAS 
SEMANAS 
28-c NiEos con 1- que reciben ayuda de un medico particular 
(l=SI, @=NO, 9=Nu responde) 

I 

Tota l  1 75 188.8% 

Sum - - 154.08 
Mean - - 2.85 
Standard d e v i a t i o n  = 3.79 

SOLO NIWOS CON TOS IWEXTE Y DIFICULTAD RESP, LAS I)OS ULTIMAS 
SEMANAS 
28-d N i s o s  con IRA que reciben ayuda de un promotor de salud 
(1=SI, @=NO, %No responde) 

I 
m 

Current s e l e c t i o n :  (CN25TTSSXJ5=1) AND (C?N28DIFFES=1) 



S u m  - - 
- 

156.00 
Mean - 2.08 
Standard deviation = 3 . 7 8  

CONTROL DE N m O N I A  
SOLO NIWOS CON TOS l3IERTE Y DIFICULTAD RESF. LBS f>OS ULTIMAS 
SEZAMAS 
28-e N i f i o s  con IRA que reciben awda de un curandero 
( l=SI, 8=MO, 9=No responde 1 

----------+----------------------- 

8 I 
I 57 7 6 - @ %  76.0% 

1 I 
I 1 1.3% 77.3% 

9 I 
I 17 22.7% 100.8% 

----------+----------------------- 

Total f 75 188.0% 

S u m  - - 154.80 
Mean - - 2.05 
Standard deviation = 3.79 

CONTROL DE NEUMONIA 
SOID MIEjOS CON TOS FUERTE Y D I F I W L T A D  RESF- LriS KiS ULTIYAS 
SEXANAS 
28-f NiSos con IRA que reciben aylxda de una par tera  empirica 
( l = S i ,  @=NO, 9=No respunde) 

Sum - - 153.630 
Mean - - 2.04 
Standard deviation 3.79 



CONTROL DE NIiXIMONIA 
S O W  NI#OS CON TOS FUERTE Y DIFICULTAD RESP. LAS DOS ULTIMAS 
SEMANAS 

I 
28,g N i B o s  can IRA que reciben ayuda de parientes y a m i g o s  
(l=SI, @=NO, 9=No responde) I 

Sum - - 
- 

161.08 
Mean - 2.15 
Standard d e v i a t i o n  = 3.75 

CONTROL IIE NEUMONIA 
SOLO NIfi0S CON TOS IWEXlZ Y DIFICULTAD RESP- US  LbOS ULTIMAS 
SEMANAS 

I 
28-h N i E o s  can IRA que reciben ayuda de atras personas 
{l=SI ,  @=NO, 9 = N o  respondej 

I 

CN28HCONS I Freq Pe rcen t  C u m .  

8 I I 58 77.3% c-7- !!.3% 
9 I 

I 17 22.7% 100.0% 
----------+----------------------- 

Tota l  I 75 180.0% 

S u m  - - 153.80 
Mean - - 2.03 
Standard d e v i a t i o n  = 3.79 

CONTROL DE NEWMONIA 
SOLO NIROS CON TOS FfEFIT Y DIFICULTAD RESP, LAS DOS ULTIMAS 
SEMANAS 

I 
29- ~ C o m o  sabria que s u  n i f i o  t i e n e  n e w a o n i a ?  

29-a N i E o s  con IRA que reciben a y u d a  de otras personas o 
ins t i tuciones  

I 
( l = S f ,  @=NO, 9=No responde) 

CONTROL DE NmTMONIA 
Madres que nu saben cuandu pedir ayuda para s u s  n i k s  con IRA 

I 
(l=SI, @=NO, 9=No responde) I 



Sum - - 19.00 
Mean - - 0.06 
Standard deviation = 8.23 

CONTROL DE N m O N I A  
29-b Madres que piden ayuda clrando SKI n i k  kiene recpiracion rapida 
y agitada 
( l=SI ,  @=NO, g=No responde) 

CN29BSABE I Freq P e r c e n t  Cum. 

COMTROL BE Nl3UkfOMIA 
29 -c  M a d r e s  que piden ayuda cuando a su niEo se le hunde e l  pecho 
(1=SI, @=NO, 9=Mo responde) 

S u m  - - 12-80 
Mean - - 0.04 
Standard deviation = 8.19 

CONTROL DE NEUMONIA 
29-d Madres que piden awda cuando a su niEo nu quiere comer n i  
beber liq, 
( l = S f ,  @=NO, 9 = N u  responde) 



Sum - - 
- 

73.00 
Mean - 0.22 
Standard devia t ion  = 0.42 

CONTROL DE NEDMONIA 
29.e Madres we piden ayuda cumdo a s u  n f M  t i e n e  f i e b r e .  
( l=Sf ,  @=NO, 9=ao responde) 

Sum - - 220.08 
Mean - - 0.67 
Standard devia t ion  = k3.47 

CONTROL DE NEUMONIA 
29-f Madres que piden ayuda cruando a el. nil50 se pone norado- 
/I=SI,  @=NO, 9=No responde) 

Sum - - 35. 88 
Mean - - 0 . 1 1  
Standard devia t ion  = 8.31 

CONTROL DE NEUMONIA 
29, g Madres que piden ayuda cuandu el niEu t i e n e  t o s .  
( l=SI ,  @=NO, 9=Nu responde) 

---------- +----------------------- 

8 I 
I 54  16-4% 16.4% 

1 1 276 83.6% 100.0% 
----------+----------------------- 

T o t a l :  33@ 1@0.8% 

Sum - - 276.00 
Mean - - 0.84 
Standard dev ia t ion  = 0.37 



CONTROL DE NEUMONIA 
29,h Madres que piden ayuda cuando a e l  niEo t i ene  o tros  sintomas, 
(l=SI, @=NO, 9=No responde) 

CONTROL DE NEUMONIA 
29-h Madres que piden ayuda cuando a e l  niEo t i ene  tos- 
( l = S I ,  @=NO, 9=No respendel 

CN28HCON82 I Freq Percent Cum. 
------------------------------------+----------------------- 

CEBADA, MATE I 1 14.1~ I .- A? 14.3% 
Los l a b i o s  seca y parece qcemado I 

I 3. 14-37; 28 - G% 
l a  boca seca I 

I 1 14.3% 42.9% 
l l o r a  I 

I 1 14.3% 57 - 1% 
no con~iera  I 

I 1 14.3; 71 - 4 %  
r e s f r i a  I 

1 1 14.3% 85.7% 
seco su  garganta  I 

I 1 13.3% 188.8% 
------------------------------------+----------------------- 

Total : 7 188.8% 
S A L U D  M A T E R N A  
* * * * f * *W* * * f * *b * f * * * f f%* *  
30- T i e n e  Carnet de Salud Materna- 



SOLO MUJEFES QUE TIENEN CAXNET DE SALUD MATERNA 
S A L U D  M A T E R N A  
31. Nhero de cuntroles  que figuran en  el. Carnet de SaLud Materna 

Current  s e l e c t i o n :  SM30CSM=1 

Sum - - 23.00 
- Mean - 1.00 

Standard d e v i a t i o n  = 8.00 

S A L U D  M A T E R N A  
32- Q u i h  a%6 e l  cord6n umbi l ica l -  

SM32CCORD I 
I 

......................... + 
1 Ella misrna I 

I 

2 Esposo I 
1 

3 Fam. Fern. o vec ina  i 
I 

4 Fam. Mas. o vecino I 
I 

5 P a r t e r a  ernpirioa + I 
6 Pepsonal d e l  proyecto  I 
7 Otro persona l  de s a l u d  f 
i3 No recuerda I 

I 

Tota l  

,- aum = 1137.00 
Mean - - 3 .45  
Standard d e v i a t i o n  = 1 - 5 5  

S A L U D  M A T E R N A  
33- Que tiempu puede esperarse a n t e s  de f a  s a l i d a  de la placenta 

SM33SEbLAC 1 Freq F'ercent Cum. 
-------------------------+----------------------- 

1 Una hora  menos 1 167 5G3.8X 58.6% 
2 M6s de ma hora  148 42.4X 93.8% 
3 No sabe t I 23 7 . @ X  1~.0.87$ 

Sum - - 
- 

516.00 
Mean - 1.56 
Standard d e v i a t i o n  = 8 - 6 2  



I S A L U D  M A T E R N A  
34- tEstd embarazada actualmente? 

Sum - - 
- 

647.88 
Mean - 1,.96 
Standard deviation = 8.19 

SOLO MUJERES QUE NO ESTAN EMBIii3AZACtAS 
S A L U D  M A T E R N A  
35- ;Quiere t e n e r  otro hijo en l o s  p r o x i m o s  dos afios? 

Current select ion : SM34EMEACT=2 

SM350HIJ0 1 Freq E'ercent Cum. 
----------+----------------------- 

I SI  I 
I 24 7.6% 7.6% 

2 NO 1 260 82.8% 89.6% 
3 NO SAEE ] 33 18.4X 188.8X 

Sum - - 643.88 
Mean - - 2.633 
Standard deviation = 63.42 

S A L U D  M A T E R N A  
SOLO MUJERES QUE MU ESTAN EMBhRAZATAS Y QUE NO QUIEREN U NO SABEN 
SI 8 . U I E m  EBBAMZhRSE 
DLrlL4NTE LA)S DOS M O S  SIGWIENTES 
36. ~ E s t *  usandu a l h  metodo anticonceptivo? 

Current selection: (SM34EMEACT=2) AND (SM3,50HIJO-::)1) 

S u m  - - 561.00 
Mean - - 1.91 
Standard deviation = . 0.52 



S A L U D  M A T E R N A  
SOLO MUJERES QUE NO ESTAN EMBARAZADAS Y QUE 
D W T E  IDS DOS AISOS SIGUIENTES 
Solo m u j e r e s  que e s t h  usando al- mi5todcz 

37, ~Cual es el m i 5 t o d o  principal que est& 
Current selection: ((SM34EMBACT=2) AND 
(SM36MEX'OD=1) 

usando? 
( S M 3 5 0 H I J O o l )  ) AND 

METODO i Freq Percent  Cu~n.  

F ;>urn - - 210.80 
Mean - - 8.08 
Standard deviation = 2.86 

38- Madres que verian saludable que e l  proyecto ofresea algunos 
metodos anticonceptivos- 

S u m  - - 636.80 
Mean - - 1.93  
Standard deviation = 2.49 

39- LQue t i p o  de atenci6n rec ib i6  d e l  hosp i t a l  Ud. o alguno de s u s  
farni l iares? 
39.a Consulta en puesto cornunitario 

IP39ATEfJC 1 Freq E'ercent Cum. 
----------+----------------------- 

@ NO I 238 72.1% 7 2 . E  
1 SI I 

I 92 27.9% 188.8% 
----------+----------------------- 

T o t a l  1 330 180.0% 

Sum - - 92.00 
Mean - .  - .  0.28 
S tandard  d e v i a t i o n  = 8 .45  



IMAGEN DEL PROGl?AMA DE SALUD 
39-b Consulta en el hospital 

Sum - - 62.00 
Mean - - 0.19 
Standard d e v i a t i o n  = 0.39 

IMAGEN DEL PROGRBMA. DE SALUD 
39-c Consulta con el personal de salud en su domicilio 

Sum - - 66.80 
Mean - - 0.20 
S tandard  d e v i a t i o n  = 8.40 

IMAGEN DEL PROGRAMA DE S A W  
39-d Visita domiciliaria 

IMAGEN DEL PROGRAMA DE S A D  
39-e Peso, Talla, o vacunaci6n en concentracidn 

IP39ETENC i Freq P e r c e n t  Cum. 



Sum - - 
- 258.88 

Mean - 8.76 
Standard deviation = 0.43 

IP39FTENC I Freq Percent Cum. 
----------+----------------------- 
(3 NO I 316 95.8% 95.8% 
1 SI I 

I 14 4.2% 180.0% 
----------+----------------------- 

Total I 330 1@0.8% 

Sum - - 14.08 
Mean - - 8.04 
Standard deviation = a.28 

IMAGEN DEL P R O G W  DE SALUD 
40 ,  iCamr, califica Ud,  esta atenciiin? 

IP40CALIF I Freq Percent Cum- 
--------------------+----------------------- 

1 Excelente I I 17 5 .2% 5.2% 
2 Buena 1 221 67.2% 72.33 
3 Regular I I 38 24.3% 96.7% 
4 Mala I I 1 0.3% 97.63% 
9 No recibieron I i 10 3-07: 10G3.c3X 
--------------------+-------------------------- 

Total I I 329 108.0% 

Sum - - 
- 793.00 

Mean - 2.41 
Standard deviation = 1.28 

IMAGEN DEL FROG- C1E SALUD 
41- Sugerencias al Programa (1) 

ATENCION DE LAS ENFXi3EEDADES 1 I 

ATENCION MEOICA EN FUESTO DE S A U D  1 I 

ATENC I ON Y ME JUR4R 1 I 

ATENCION Y TWRAJEN MAS I I 

Agua potable, luz, letrinas y otros. I I 

Alimentacidn o buena nutricion a 10s nifios, 
Alimentacim para el niRo. I 1 

Alimentarse bien para vivir sano I I 

Alimentos para nifios para buena nutricion 
A E ~ O  personal y limpieza de 10s pozos 
y el ambiente I t 

Atenci6n de Curaciones I I 



Atenci6n e s t a  b i e n ,  o r i e n t a c i 6 n  I I 

Atenci6n perinanente I I 

Atenci6n permanents en el pues to  I I 

AtenciOn perrnanente. M a s  completo l a s  
medicinas .  I I 

Ayuda ca rpa  s o l a r  h i g i e n e  pe r sona l .  f 
Ayuda p a r a  l a  e l e c t r i f i c a o i o n  I I 

Ayudarnos p a r a  ya no tener hijos mas. I I 

Buerla a t e n c i o n  a l o s  p a o i e n t e s .  I I 

Carpa s o l a r  vacunas a los nifios. I 
1 

Complementaci6n de medicinas  I I 

Complementaci6n de ~nedicamentos en  
e l  Tuesto  I 

I 

Curacii2n m a s .  I I 

Curaciones  pemnanentes I I 

D a r  a l imen tos  a l o s  n i i b s  por  p a r t e  d e l  
p rvyec to .  I I 

D a r  c o n s e j o s  a l a  f a m i l i a  For pe r sona l  
de s a l u d  I 

1 

D a r  medicamentos a l o s  enfermas I I 

D e n t i s t a  y mas medicamentos I t 

Educacion a l a s  mujeres  en l a  comunidad-i 
'Educacion a l o s  niAos. Or i en t ac ion  a 
l a  economia I I 

Educaci6n p a r a  l a s  seEoras  que t i e n e n  
n i z o s  menores I 

I 

E l  h o s p i t a l  y l o s  pues tos  t engas  
medicinas  I I 

E l  pues to  de  saludl e s t a  b i e n .  I I 

EnseEanza de E'lanif i c a c i o n  f a m i l i a r .  I I 

EnseEanza en l a  nutrition de 10s nii?os i 
Ensefianza en  l a  s a l u d .  I I 

Enseiianza en p l a n i f i c a c i 0 n  f a m i l i a r  I I 

Ensefianea p l a n i f  i c a c i e n  f a i n i  1 is:.. I I ,.. ,-. Efisen~fiz:? sob:.e p l a c i r  l c a c i o n  fa!;lil i a l ~  ; 
EnseAanza sob re  p l a n i f i c a c i o n  f a m i l i a r .  
Ensefianza s o b r e  todo.  I I 

Ensefiafizas a 13s madyes. I I 

Equipainiento d e l  pues to  con m B s  
medicaijlentos de todo I I 

E z  nei::es.3rio, !:?as ~ t e n c i 6 f i .  t i 

E x i s t e n c i a  def peTsonal  per!nanente, 
o r i e n t a c i 6 n  en I I 

L a  s a l u d  de  f o s  n i E o s , l a  bue3.z n u t r i c i 6 n  
cle l o s  I I 

Limpieza en  l a  c a s a  I I 

MAS ATENCION I I 

MAS ATENCION Y MEJOR I I 

MAYOR ATENCION A LOS PACIENTES I I 

MEJORE LA ATENCION 1 8 

Mds a t e n c i 6 n  y que mejore medicamentos 
MBs a t e n c i 6 n  a 10s enfermos 



y a l o s  nifios. I 
I 

Mas a tenc iSn  d e l  p a r t e  d e l  h o e p i t a l  1 
I 

Mae a tenc iun  en l a  s a l u d  y medicamentos f 
Mas a tenoi6n  que mejore 1 

i 

Mas a t enc ion  y medioamentos I 
I 

Mas atenci6n y medicamentos, m 8 s  puntual  
y se puede I 

I 

Mas a t enc i6n  y mejorar I I 

Mas a t enc ibn  y mejoras.  t 
I 

Mas a t enc ibn  y mejore. t 
I 

Mas a t enc i6n  a 10s niBos I I 

Mas .atenciOn en v i s i t a s  domici l i a r7 ias  I 
1 

Mas a t enc ihn  y c o n t r o l  a 108 nifios en 
l as  V i s i t a s  t 

I 

MBs c o n t r o l e s  a 10s niRos y rnejore I i 

MBs doc to re s  e s p e c i a l i z a d o s  en e l  
h o s p i t a l .  I I 

M6s i n f o r ~ n a c i h  d e l  pe r sona l  sobrw s a l u d  
en pues to  
MBs medicaixentos en e l  pues to  y e l  
equipanliento 
MBs medicaizentos en e l  pues to  y en e l  
h o s p i t a l .  
MBs medicamentos e n  l a  co~mnidat'i 
MBs medica:nentos en l a  s a l r d .  . , 

' M & s  m e ~ i c a s : ~ ~ t i = . ~ 7  ~ 2 s  ateilcioi; 32 l a  
s a l u d .  
MSs v i s i t a s  d o ~ i l i c i l i a r i a s  5: a t enc i6n  
Medicamento en e l  pues to  de t oda  class 
Medicamento par-a la  oomunidad. 
Medicamentos m a s  a t enc i6n .  
Medicamentos para  d o l o r  de  muela 
Medicina en menor c o s t o  
Medicinas c a s e r a s ,  d o l o r  de b a r r i g a  
Medicinas coii\.pletas 
Mejor a t enc i6n  en s a l u d .  
Mejoramiento en sa lud  
Mejorar l a  a t enc i6n  y m 6 s  seguido 
l a s  v i s i t a s .  
Mejorar l a  a t enc i6n  en nledicamentos en  
e l  f u e s t o  
Mejorar l a  s a l u d  y h i g i e n e .  
Mejorar l a  s a l u d ,  conse jos  de l a  
p l a n i f i c a c i b n  
Mejorar l a  s a l u d ,  m 6 s  a t enc i6n .  
Mejorar m i s  nines y mayor a t e n c i 6 n  a 
 la^ f a m i l i a s .  
Mejore l a  a t e n c i h .  
Necesitamos ayuda ca rpa  s o l a r  
Necesi tan un a u s i l i a r  e n  e l  pues to  
permanente 
Ninguna 



Ninguna. I 
I 

Ninguno I 
I 

No opinidn I 
I 

No pido nada porque me lo maltratan 
al nifio. I 

1 

No. I 
I 

ORIENTACION ANFtLIA SOBHE CONOCIMIENTOS 
DE: SALUD I 

I 

ORIENTACION SOBFCE F'LANIFICACION FAMILIARl 
OTROS MEOI CAMENTOS I I 

Org,2nizacihn pa:>a o:-ierltar &s sabre 
~alud. I I 

Orientacibn de la salud la alimentaci6n : 
OrientaciSn en reunion. I 

1 

Orientacibn familiar I 
I 

Urientacidn familiar en la salud,higienel 
O~ientacibn fa!niliar . I 

i 

OrientaciSn sobre EDA y nut.ricibn- I I 

Orientacibn sobre la salud del niih I I 

Orientacibn sobre la salud en el puesto i 
OrientaciSn sobre planificacihn familiar: 
Orientaciones, examen fisico y pesar a 
10s niflos I 

I 

Orientaci6n en la curnunidad a las madres 
sobre I 

I 

Para no enfeY!narse que venga o &L ~ r o s  
vamos . I 

I 

Paaar cursos sobre todo enfermedades 1 
I 

Permanents existencia del auxiliar 1 
I 

Planificacibn del hogar I I 

Planificaci6n familiar I I 

Planifioacidn familiar y m&s atencien 
en la salud. I 

I 

Planificacien familiar y orientaci6n I 
I 

Planif icaci6n familiax~. I i 

Planificacien familiar dar orientaoiones f 
Fuesto en la comunidad 
Puesto 29 la ccl~ufiidsd y medic-.---".~s c u x ~ i i  LJL. L. 

completes. 
Puesto en la comunidad, tener 
medicainentos completo 
Fuesto en la coinunidad . 
Fuesto permanente en la comunidad 
Fuesto y ausiliar permanente 
QUE HAIGA MAS MEDICAMENTOS QUE ATIENDA 
A LOS FOBRES 
QUE HAYA ATENCION Y MEJURAR 
QUE HAYA MAS AFRENDIZAJE DE LA SALUD 
QUE MEJORE LA ATENCION Y LOS CONTROLES 
Que ayude mas prevenci6n a las 
enfermedades. 
Que haya ayuda por parte del hospital. 



Que haya doctores  preparados de aqui 
a otros afios. I 

I 

Que haya medioina completa en el hospital 
Que haya medioinas y atenciOn amplio 1 

I 

Que haya un puests de Salud 1 
I 

Que haiga un promotor de salud. I 
1 

Que mBs atenciOn y frecrzencia I 
I 

Que otra permanente el auxiliar. de 
enfermeria I 

I 

Que siempre les venga a vex- a 10s niEos ] 
Que siga coino acostumbm. la atenci6n 1 

1 

Que trabaje el misma ausiliar I 

Queremos que haiga medicamento para 
I 

nuestro puesto I 
I 

Quiero sal te medecina an la pusta de la 
comunidad. I 

I 

P,EALIZAX MAS f ~ ~ ~ S f I J L ~ S  SCfERE IJ.4 SALtfD 
REUNIONES DE HADRES PAR4 SAEEX MUY BlEN 
DE SALUD 1 

I 

Realizar visitas dumiciliares. i 
P aanamiento basico-letrinas. Carpas solares 
Saneamento bksico(letrir~a).agropecuaria 
Sani'tario que venga a ver a 10s enfermos; 
Seguir en las mismas actividades 
Superacihn de los aus. enfermeria 
Tener auxilia~ aqui en el puesto 
Tener la posta en la comunidad 
Tener todos los medicamentos. 
Tener un ausiliar aqui en la comunidad 
Tener un auxiliay en aqui en el puesto 
Tener un ausiliar en la comunidad 
constante 
fJn ausiliar permanente en el puestu. 
Un puesto en la comunidad 
Un puesto y ausiliar permanente 
Venir frecuentamente a curar 
Vestimenta y alimento para nii'ios. 
Visita domiciliaria 
Visitas domiciliares 
Vivir sanos sin problemas 
agua potable 
agua potable y alfabetizacibn 
agua potable y luz tambien 
agua potable 
agua potable y tambien luz y artesania 
agua potable, alfabetizaoion 
agua potable, luz, y artesania 
alimento para los niEos para que tengan I 
artesania, alfabetizacien I I 

atencidn a la salud a las familias I 
I 

atencidn del personaf.preparado en la salud 
atencidn mas cerca de salud de 10s niEosi 

59 



a t e n c i 6 n  mds e f i c a z  I 
I 1 

a t e n c i 6 n  permanente y pun tua l e s  en 
las  v i s i t a s  I 

I 1 
a t e n c i 6 n  sea puntual  1 

I 1 
ayuda a l a  familia mas a t e n c i 6 n  d e l  
auxi-liar de I .  

I 1 
ayuda p a r a  yo no t e n e r  h i j o s  I 

I 
I 

1 
buen s a l u d  y l u z  I 1 
buena a t e n c i 6 n  de p a c i e n t e s  1 

1 1 
buena a t e n c i 6 n  d e l  p royec to  a 10s enfermos I 
c a r p a s  s o l a r e s  y cu rac iones ,  e n f e ~ m e d a d e s  1 
complementacibn de n~edieamentos 
en  e l  pues to  I 

I 1 
c o n s u l t a s  po r  e l  m&lico R cada f a i i ~ i l i a  1 A i 
c o n t r o l  ~ e g u i d o  a l o s  n i i k s  I I A 7 
c u r a c i o n e s ,  p l a n i f i c a c i o n  f a n l i l i a r  I t 1 
cu rac ihn  un h o s p i t a l  1 

L A 7 
e l  p royec to  mejore de equipamiento,  t I 1 
e n  e l  pues to  de s a lud  debe habcr  m6s 
medicamentos I 

I 2. 1 
enseEanza de nledicinas y a b r i r  c e n t r o s  I A 1 
ensefianza sob re  l a  s a l u d  en coniunidades i 
ensefianza s o b r e  p l a n i f  i c a e i h n  f s m i l i a r  i 1 
enseEanza sob re  s a lud  t 

1 A 1 
e x i s t e n c i a  de ~nedicainentos en pues to  
g~ atencibi l  t 

I 1 
l a  f a m i l i a  v i a j a  b a s t a n t e  y q u i e r e  I I 1 
mds a t e n c i b n  a  l a  sa lud  y poner t 

I 1 
m A s  a t e n c i j n  de p a c i e n t e s  I t 1 
m A s  a t e n c i b n  en c u e s t i 6 n  de vacunas 
a 10s nii ios 1 

I 1 
m6.s  a t e n c i 6 n  en puesto  j r  v i s i t a s  
p u n t u a l e s  I 1 

I A 

m A s  a t enc ibn  e n  sa lud  I 
I 1 

m & s  a t ene ibn  en sa lud  dia;-fo t I A 1 - - - 7  i i i A s  ateni;ii52 llacra e2fepmi.s 1 8 1 
~ A J  s t e n c i h n  zzd ica  en pues to  de s a l u d  A 1 . . m f j s  atef ic i6n y sducaclon a f a s  n>ujex-es ] A 

m A s  a t enc ibn  y aiejorar  p imtua l e s  t I A 1 
rn5.s a t e n c i s n  y pun tua l e s  , a t e n c i 6 n  
rnedica en  puesto 1 I A I 

m d s  ayuda d e l  h o s p i t a l  I I 1 
mds  cu rac iones  t 

I 1 
ensenanza I 

I A 1 
m d s  ensefianza sobre  la  p l a n i f i c a c i 6 n  
f a m i l i a r  t I 1 
rn8s equipanento s n  l o s  pues tos  y 
a t e n c i 6 n  d e n t a l  I I 1 
mgs medicamentos en e l  pues to  I I I 
m8s rnedicarnentos en l a  s a l u d  I I - I 
mds medicamentos l o  me j o r  p ron to  p o s i b l e  ; 1 
m & s  medicamentos r e b a j a d o s  y un 



pues to  de s a l u d  I 
I 

m & s  medica~nentos y atent ' ibn en l a  s a l u d  
m 8 s  medicinas  37 a t enc iun  en la  s a l u d  
y p l a n i f i c a c i b n  I I 

m 8 s  mejoramiento y o r i e n t a c i h n  en  s a l u d ,  f 
m6s peso y talla I 

1 

rn8s progreso d e l  proyedm para que ayudel 
rnedicarnentos completss  en e l  pues to  I I 

medicamentos g r a t i s  I I 

medicamentos, per-sonal que t r a b a  j e  
en l a  i n i s m a  1 

1 

medicinas completas en e l  pues to  1 
t 

medicinas  pa ra  10s niAos I 
I 

medicinas  t r a d i c i o n a l e s  y a t e n e i 6 n  
a las  f a m i l i a s  I 

I 

me j oramiento de h o s p i t a l  I 
I 

mejorar  la  s a l u d  y e n c o n t r a r  con e l  
sanitaria I I 

rnejorar l o s  s a n i t a r i o s  y enseiiar  h i e r b a s :  
necesitarnos de a l f a b e t i z a c i 6 n ,  agua 
p o t a b l e , l u z ,  I I 

n e c e s i t a  ayua po tab l e ,  ayrzda d e l  
h o s p i t a l  Carabuco I I 

n e c e s i t a  atenci611 mas a l a  s a l u d  I I 

n e c e s i t a  d e s a r r o l l o  econbmico y a 
l a  a g r i c u l t u r a  I I 

n eces i t a~nos  atencicjn en vacunas I 
1 

no q u i e r e  l a  v ida  porque e s  d i f i c i l  v i v i r  
no sabe e l  esposo sabe m & s  medieamentos 1 
o r i e n t a c i b n  a l a  f a m i l i a  I 

I 

o r i e n t a c i 6 n  en l a  nutr ic i611 I I 

o r i e n t a c i 6 n  en l a  n u t r i c i e n  e  h i g i e n e  f 
o r i e n t a c i b n  en l a  s a l u d  I I 

o r i e n t a c i 6 n  f a in i l i a r  t 
I 

o r i e n t a c i d n  s ~ b r e  i j i ,3rrza y ali!nentaci&11! 
o r i e n t a c i b n  sobre  cu idados  d e l  niEo y 
s a l u d  I I 

o r i e n t a c i h n  sobre  f i u t r i c i e n  37 dentists 
o r i e n t a c i e n  sobre  p l a n i f i c a c i d n  f a m i l i a r :  
o r i e n t a c i b n  sobre  s a l u d  d e l  niAo y 
permanencia d e l  I I 

o r i e n t a c i b n  sobre  v i v i r  mejor en 
la  comunidad I I 

o r i e n t a c i o n e s  sobre  remedios c a s e r o s  I 
I 

pe r sona l  permanente en  l a  comunidad I I 

p i d e  agua p o t a b l e ,  a t e n c i 6 n  d e l  pues to  
de l a  m i s m a  I I 

p i d e  ayuda a tenoibn  en s a l u d  y t e j i d v s  
y o t r o s  I 

8 

p i d e  en t e j i d o s  y a t e n c i 6 n  en s a l u d  t I 

p i d e  medicamento compl'eto en e l  pues to  I 
p i d e  medicinas  n a t u r a l e s  y completamento 



con a p i  I 
I 

piden agua potable  I I 

p iden ca rpas  s o l a r e s  y agua po tab le  
mbs atenci6n  I I 

p iden rngs a tencibn  en la  sa lud  I I 

p l a n i f i c a c i b n  f a m i l i a r  I I I 

p l a n i f i c a c i 6 n  f a m i l i a r  mds a tenc i6n  
rnkdica I I 

p ro tegernos  para  no tener  h i j o s  I I 

pues to  en l a  comunidad I I 

que cure  buena y l a  a t enc i6n  I I 

que debernos andar l impio y sanos de sa lud  
que hay 10s medicamentos para  que 
vivamos b ien  I 

que haya b ien  he sa lud ,  agua po tab le ,  
I 

l e t r e n i z a c i 6 n  I I 

que haya mas ~ ~ i e n t a c i o n e s  sobre s a l u d  I 
que no f a l t e  medicamentos y m & s  educaci6n 
que no f a l t e  medicina en e l  puesto I I 

que puedan v i v i r  l o s  nif iss  sanos  tambijn 
agua I I 

que venga a c u r a r  10s duc to res  que venga 
a v i s i - t a r  I I 

queremos agua potable  y para  10s nifios 
tarnbien f t 

queremos ayuda para no embarazarnos 
o ya no t e n e r  nii5os I I 

queremos l a  a r t e s a n i a ,  agua po tab le  y l u z  
queremos l u z  y agua potable  I 1 

queremos saber  de l e e r  y  e s c r i b i r  Aymaral 
qu ie ro  a r t e s a n i a  y aprender de e s c r i b i r  
y l e e r  I I 

qu ie ro  ayuda d e l  h o s p i t a l  de algunos 
medicamentos I 1 

qu ie ro  de a r t e s a n i a  y  aprender  l e e r  y  
e s c r i b i r  1 I 

qu i e ro  de a r t e s a n i a ,  agua potable  y l u z  : 
qu ie ro  que vivan m i s  h i j o s  sanos de 
m l u d  I I 

~ ~ i e r o  saber de a r t e s a n i a ,  agsa p o t a b l e ,  
l uz  I 1 

qu iero  saber  de las  medicinas y 
agua potable  I I 

q u i s i e r a  sue  venga e l  p e r s ~ n a l  de sa lud  
salud materna sobre parto y p l a n i f i c a c i 6 n  
s e r i a  bueno m a s  a tenc ion  a l a  f a m i i i a  ; 
t e n e r  medicameni;os en e l  puesto de  s a l u d :  
una ensenanza sobre s a l u d  en la  comunidad 
vacunaci6n de s u  h i j o  l a  farnilia v iv ia  
en la  ciudad I I 

venir cada semana por.10 menos en el 
lugar I I 



visita domiciliaria y' m6s atenci6n a 
10s niAos menores 
vivir limpio 
vivir limpio y sanos, y atenci6n 
a la familia 
vivir limpio, sanos, todas las familias 
vivir sano en la salud y pedimos m5s 
medicamentus 
........................................ 

Total 

IMAGEN DEL PROGRAF3A DE SALUD 
Sugerencias a1 frograma (23 

curar . I 
I 

de 5 afios sobre higiene. I 
I 

Agua potable. I I 

Atenci6n permanente 1 
I 

Aymara I I 

Aymara y agua potable, y luz I 
I 

Domiciliarias I 
1 

ENSERANZA DE NUTRICION AL NIRO I 
I 

ENSEEANZA DE PLANIFICACION FAMILIAR I 
I 

EnseEanza de planificacidn familiar I 
I 

Ensefianza de planificaci6n. I I 

Ensefianza en Planificacien I 
I 

EnseAanza en la planificaoien familiar I 
MAS VISITAS I 

I 

MEDICAMENTOS t 
I 

Mas medioainentos completes. I I 

Medic inas complementarias I I 

M6s atenciun del personal de salud I 
I 

ORGANIZARNOS I 
I 

Organizar en grupos a las madres para la ; 
Orientation familiar, puesto de salud 
comunitario I 

I 

orient acid;^ familiar. I 
I 

Orientaci6n sobre salud. I 
I 

Orientaciun apmndizaje da Flanificacidn 
Familiar I I 

PLANIFICACION I I 

PLANIFICACION FAMILIAR I I 

Planificacion familiar. I I 

QUE HAYA PERSONAL ESPECIALIZADO r I 

Que Sean completes los medicamentos en 
el Puesto I I 

Que siga trabajando 10s auxiliares con 
RADIOGRAFIAS I I 

Saneamento b6sico.buscar Proyecto I t 

a clase para diferentes enfermedades I I 



adecuado del a 
agua potable 
ahora se quedars 
alimentaci6n para 10s nifios 
alimentaci6n a 10s niEos. 
artesania 
atenci6n con m6s medicamentov 
atenci6n continua 
atenci6n dental, y alfabetizacih 
atencidn permanente 
atencidn permanents en el puesto 
auxiliaries en puesto 
ayuda para tener agua potable, 
electrificaoidn 
coma artesania 
completas y atenci6n continua. 
complete, y ride agua potable 
comunidad 
comunidad, orientaoi6n 
comunidades 
comunitario 
con el control de 10s sanitarios 
con medicamentos 
crianza de animales. Carpas solares. 
cuidado de l u s  nibs 
curac i6n 
cursos de capacitaoidn sobre la salud 
de nutrici6n 
de alimentos para !zejo~-ar la comunidad 
de la salud 
de nifios que ayude el proyecto. 
de salud y visitas domiciliarias 
de visita domiciliaria 
de Yaricoa Alto. 
el ausiliar no actua con sinceridad 
el personal tiene que ser xas capacitados 
y capaz I 

I 

en la comunidad I 
I 

enseAanzas I I 

fanilia I I 

familiar. I I 

hijos I I 

madre i I 

m6.s atencidn I 

m6.s atenciOn a los n i f ios  en vacunaciones f 
m&s medicamentos I 

mhs medicamentos en el puesto I I 

mayor atenciOn en el puesto I I 

medicamentos I I 

medicinas completes en el pussto. I I 

medicinas. I I 

memoria, letrinizacihn, a m a  potable I I 



mujeres  I 
I 

familiar  agua po tab l e  I I 

nifios I 
I 

nifios. I 
I 

Todas las  farnilias. Q u e r i a  s a b e r  b i e n  
10s metodos de I I 

organizaci6n sobm sa lud . I I 

organizandose pox' grupos . I I 

o r i e n t a c i 6 n  en l a  agronomia y ganade r i a  
o r i e n t a c i b n  en la agropecuar ia  I I 

o r i e n t a c i 6 n  en l a  prevenci6n de 
enfermedades I I 

o r i e n t a c i 6 n  f a m i l i a r  I I 

o r i e n t a c i ~ n  f a m i l i a r  y g l a n i f i c a c i d n  I I 

o r i e n t a c i 6 n  pa ra  buena n u t r i c i 6 n  
de  l a  f a m i l i a  I I 

o r i e n t a c i Q n  sob re  ECIA y neumsnias y o t r o s :  
o r i e n t a c i b n  sobre  a l f a b e t i z a c i b n  I I 

o r i e n t a c i d n  sob re  peso 1 I 

p a r a  que nos  o r i e n t e n  y enseiien I 
I 

para v i v i r  en  buena s a l u d  y  condic i6n  I I 

p a r a  v i v i r  sanos .  I 
I 

permanente en e l  pues to  de  s a l u d  I I 

p e r s o n a l ,  o r ien tando  a las  f a rn i l i a s  I I 

peso ,  vacunas a 10s nibs y mayapes I 
I 

p l a n i f i c a c i Q n  familiar que l o  ensefien 
l o s  metodos I I 

p o t a b l e ,  l ux  tambikn a r t e s a n i a s  I L 

p u e s t a  fecha  de a t e n c i d n  I I 

p ues to  cornunitario I I 

priesto de s a l u d  I I 

pues to  en l a  comunidad I I 

que cumpla s u  a c t i v i d a d  I I 

queremos enseEanza s o b r e  s a l u d  I I 

queremos t e n e r  agua p o t a b l e  1 8 

q u i e r o  s a b e r  oonm s e  c u r a  con l as  h i e r b a s :  
r e v i s a r  a todaa las madres para  s a b e r  
l a  nutrition I I 

6 I 
I 

s de 2 afios I I 

salas de i n t e r n a c i 6 n ,  r a d i o g r a f i a  I I 

s a l u d  I I 

s a l u d  de s e r  madre en s u  domic i l i o  I I 

s a l u d  que hay agua p o t a b l e  y t a~nb ikn  
de l u z  I I 

se q u i e r e  m6dico I I 

s iempre y  cuando estemos b i en .  I I 

s i t u a c i o n e s  nos  encontramos. I I 

t a n t o  a la s a l u d  I I 

t e j e r  tambign q u i e r o  s a b e r  I I 

t e n e r  10s niEos s a n o s . d e  s a l u d  I I 

t odo  ayuda n e c e s i t o  I I 



que viven en l a  pobreza 
un puesto en l a  comunidad 
vacunas sean nues t ros  nifios 
v i s i t a s  domi l i c i a res  
y aprender algunas medicinas 
y a r t e s a n i a  
y nifios de l a  salud 
y t e n e r  un a u s i l i a r  propio 

I 
I 1 
I 
I 1 
I 
I 1 
I 
I 
t 

1 
1 I 

8 I 
t I 

I 
1 

I I 
I 
1 1 

T o t a l  1 151 



V I  A N E X O S  
- I 

A N E X O  1 

C U E S T I O N A R I O  I 



E n t r e v i s t a  No. I?echa de  r e v i a i 6 n :  / / 

Edad de l a  madre en aRos 

Idiorna dc l a  e n t r e v i . s l ; a  : 

Nombre d e l  nifio menor de 

1. - T i e n e  ( n o ~ t l r e  dcl  uiiro) ~ 1 . 1 .  isarncl:, cle Salucl  I n f a n t i l  u o t r a s  
I tarjetas d e  v a c u n a c i c i ; ~  en su casa? Muestreme [por  f a v o r ] .  

UTXITI WAWAMAN VACUNA'S, PI S A T  P A P E L A N A K A P A X A  
UfiACHT'AYTASMASTI. 

3 . -  Mire e l  c a r n o t  do Salucl I n f a n t i . 1  u u . t ro  documen-to con 
iriformaci6r-1 de vacunas y registre  la fecha de cada vacuna 
(dia/mea/afio) . '. 



4 .  - A ~1114 edad u n  niRo t e m i n a  ctrc vitc~.tni.ia? 
QEIArJQIIA PEIAXSINTRUS MK WAWAX T A B P A C I I A ,  'JACUNXA T U K U C H X A R A P A  

5 .  - Sabe Ild. porqu6 una m u  jer  en~barazacla necusila ser vacunada 
contra el Tktanos? 
JUMAX YKTATI,  K U N A T S  MA U S U R Y  W A R M I X  V A C U N A T A f i A P A  TETANOS 
SAT U S U T A K I X A .  

WAWAN U S I J N T A R A P A T A R I X A  

7. - T i m e  U d .  EU Carnel; cle Vact.ln:cci61-17 Mui.al;i-erne 
J U M A N  U T X T A M T I  CARNITT VACUNACIONAMAXA, UflICBT'AYTASMATI 

Si (VeriPicado) 
P 

r.11 
~i pero no Ee pudo  vcrificar [ a ]  
(vaya a pregunta 9). 
Si, t i e n e  e n  e l  pues to  11 hospital [ 3 ]  
No ( v a y a  a pregunta  9 )  C43 

8 .  - Mire e l  Carnei; cle Vacunaci6n y rt.,.gj.,c;.t;l-e l a s  f e c h a s  de 
vacunas clc TT 6 UT en 10s . . . . . . . . . . (dia/me~/afio) . I 

9 ,  - Eat& Ud, danclo su pt'cho a (noatre dcl niiio] . ? 
JUMAX WAWAMARU f41JAUYASKl 'Afi ' I  

C O N G E J O  DS B A L U D  R U R A L  A H D I t l O  



13. 
a . Le es t2 clando agua I -l;(i:s/mat;e ) H (nombre d e l  nii iol? 

( H O M B R E  DIiL H l f l O )  WAWAMARU UMA 3 014'1.' ' U UMA CHUR'i'ATI? 

( n o ~ b r e  d e l  r~ifio! 
( H O M B R E  D6L NIRO) WAKA L I C I I I  , K . I S O ,  JAQl lA  L I . C I I I N A K A  
CHURIRLTA41'I 

CONSEJO 

L e  .3 . i~mf= rI-t;.3 1*'!:..9 ;:I r; $3 f t;:: ;r:, I;;;-: ,ci'!. .,t,c~\ ,3J. r:le co~:~i,:la de  
(nombre d e l  niiib) todos lo::: cliw::'? 
SAPURU (HOIIBRE DP!, HIBOI PLA'J.'Ul?liIW YAJ?T ' 1III:TATI A C I T I M P I  . 



14 . - L e  d n  irrariradera a (nofibre del  rrifio) . 
(HOIBRB DBL HIliO) MAMAD:! R A  CIJ l JHl  R:J.'i'A'l'I ' !  



2 ,  Igual a 10 acostumbrado? [ 2 ]  M A N Q ' I R I K I  UKJAKCHA 
3 .  Menos cle l o  acc~slumbraclo? [ 3 ]  J'UK'AMPI JUK'AKCHA 
4 .  Dejh cle d a r l e  completarnente [ 4 ]  J A N I C H  CHURXTA 
5 .  S61o recibe pecho [ 5 ]  F4UfiUSAPAKTI CHURTAXA 

19. - Cuando (noabrc d e l  niio)  t u v a  d i a r r e a ,  qui! t r a t a m i e n t o  l e  diG? 4 
es que u ~ 6  a lguno )  
(puede marcar mds de una respues-l;a) 
KUNA QULLAS (HOMBRE D6L NIiO) C M U H I R I T A  K U R S I Y A t W I K I  UKIf 'AXA 

2@.- :ji (noerbre del uifio) tuviee;e d in r r e : . t ,  c6mo te dariaf; c u e n t a  cp.3 
e s t A  grave ? 
(puedc marcar ,  m i i s  dc unii x'ccpucfi l;o) 

KUNXAMATS J U M A X  A M U Y ~ ~ ~ A S ~ A X  (HOMBRE DEL am) ANCHA 
K U R S Y A M P I T A P A ?  

Qu4 i:acciones i m ~ m r t a n t r = ~  1;omariws cuando t,u niRo t i e n e  
d i a r r e a ?  
(puedc marcar miis  be una . rccpuesta)  

K U N S A  LURASMA QULLT'ANA'Z'AKI H I W I T A M A X  K U R S I Y A M P I K I  UKHAXA 

21.- Ha oido hab la r  del :lol?re de i.ei-lidr~'k,acidll oral algurla vez?  
JUMAX U E j T r A T I ,  J A N  URAX IS1i"TR.ITACII P A R L I R I  SOBRE DE 
R E H I D R A T A C I Q N  ORAL BKATA? 

CONEEJO D l i  S A L U D  R U R A L  A N U I N O  



C 1. 1 
C21 (vaya a la p r u g u n t a  2 5 )  

2 2 . -  Sabe Ild. para quti: s i . r v e  e l  sabre d e  r e h i d r a % a c i 6 n  oral? 
JUMAX YATATI KUNATAKIS WALISUKA SOBRlXXA? 

Si, sabe [ I ]  
No sabe o i n c o r r e c t o  [2] 

2 3 . -  Lo ha usado a l g u n a  vec?  
JUMAX APNAQIHITATI? 

25 .  - Ha e:;I;ado (nomtre del niiio) enferrr lo cc~i i  i;os fue r t e  en la:; d o s  
B l t i rna s  fiemanas? 
PASIH PA S E M A N A ,  ANCHA CH'UXTJ UXrJMPINTI (AOIBRG D6L HIRO) 

5i C11 
Ma 121 (Vaya a la pregunl:,a 29 )  

2 6 .  - H a  es-Lad6 (uosbre d e l  nirio) con d i f i c u l t a d  a1 r e s p i r a r ,  o 
r e sp i raba  como cansado ,  cuando enferrrld tos? 
(HOMBRE Dirl HIIIOI KUNAFACHATIX ?CH ' UXUMPIKI , UKIIAMARAKI UXUMPIKANA 
UKHAXA WALIT SAMAQINA, QAJ3XATJAMA1? 

Si r 1 1  
No [ 2 ]  (vaya a l a  p r egun t a  2 9 )  
No s a b e  [ 3 ]  (vaya n l a  p r e g u n t a  2 9 )  

Puesto o c c n t r o  de  s a l u d  Cal 
Farrnacia [ b l  
Mkdico par1;icula.r Ccl 
Promotor de  s a l u d  [ d l  

CONSEJO DE S A L U D  R U J I A L  A N D I N O  



Curandero  . C e I 
P a r t e r a  e m p i r i c a  C f 3  
P a r i e n t e s  y amigos [ g l  
O t r o s  ( e s p e c i f  i q u e )  : [ h 1 

29 .  - Ud. cGmo ~ ; a b r i a  q u e  (rilrmbre d e l  niiio) t i e n e  nel.~monia? [PlC4s de una 
re,e;pi:efita e,2; p l : l , ~ i $ J e ,  afiote , $ ~ : s < l ~ , ~ , ]  
KUNXAMATSA Y A T I S M A X  (HOHBRE DBL N I I O )  WALI K ' A X A U S U M P I  
U S U N T A T A P X A ?  

3 @ . -  Tielie Ud. su Carnc.t; dc: 5::iI.ud bJa1;er-na? Mu&s.tren~e 
"SALUD MATERNA" S I S K I  U K A  , CARNI'I'IMA U T X T A M T I ?  U R A S T A I T A S M A  

uno o mas 
n ingimo 

3 2 .  - En e l  n a c i a i e n t o  cle (combre d e l  nifio) , q u i e n  a tcj y c o r t h  e l  cordon  
u m b i l i c a l ?  
(HOMBRE D6L HIIO) USUSKAYArI'  UKHAX , KIII'I'IS K U R U R I T U P  CHINUQIXA , 
UKHAMARAX K H A R I Q I X A ?  

Ella rr1if;ala v - 1  
E E Z ~ O E O  r.21 
F a m i l i a r  femcnino o v e c i n a  C31 
F a m i l i a r  r m s c u l i n o  o  v e c i n o  [ 4 1 
P a r t e r a  e m p i r i c a  C51 
P e r s o n a l  en  s a l u d  d e l  p r o y e c t o  [ e l  
O t r o  p e r s o n a l  de ~ ; a l u d  C71 
No r e c u e r d a  ~ 3 1  

3 3 .  - Despui=~; d e l  par to  ~i sa.lt-2 la p l a c e n t a ,  Q1n6 .t;iernpo se 
yuecle esperar anlxfi; clue la a~rtdre r2c.;tr= en p e l i g r o  cle muer te?  
KUNAPACHATIX USUSTAX JAN PARISA MISTXASPAXA, KUNARATKAMAS 
SUYT' ASMAXA JAN1 TAYKAX JAN WALIIilJ P U l ? I R A ' r A K I ?  
Una kora  o menos I: I. :I 
C.12:; d e  lxna h o r a  [ 2 j 
No ~ ; a b e  1' '7 -1 

CONSEJO DE S A L U D  R U R A L  A N D I N O  



3 4 . -  Est6 Ud. ahora ernbarazada? 
JUMAX JICHA U S U R I  XAQ'TATI  0 YAQHA WAWIITA SUYTATI? 

I - '  
131 [ I ]  ( vaya  a l a  pregunta 3 9 )  
No [ 2 3  

35,  - Q u i o i e r a  t e n e r  Ud. a t r o  h i j o  en' 10s prdximof-; clos ai-los? 
MUNASMATI MA WAWITAMPI U T X A M P A  AKAT PAMARARU? 

3 6 .  - Est5 Ucl, a h s r a  usando al.gt:~n metodo para no embarazarse 0 
r e t r a s a r  e l  proximo 5mbaraxo1? 
J A N  W A S I T A T  USUR X A Q I  URJASTRATAKI, YA'I'IPTACIIA I S P U S U M A M P I  

I 
KUNA K A S T A ,  Q U L L A S I W L  0 X A R Q ' A Q ' A C I W I ?  

Si [ l l  
No [ 2 ]  (vaya n la pregunta 33)  

3 7 . -  C12.51 e s  e l  metodo p r i n c i p a l ,  yue U d .  o S1.x esposo,  eol;&rr 
usanclo ahora para q u e  no s a l g a  ernlktrazada? 

I 
CHACHA - WARMI K A U K N I Z I  K A S T S A  Q U L L T ' A W I  0 X A R Q ' A Q A S I W S A  
APNAQAP'I'AXA J A N 1  WASI'PAT WAWA IJTXAfiAFATAQ'XA? 

Uoude. l o .  obtiene? 
Ligadura cle t r~rnpas/vassctomia [ 11 

I 
. . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . .  
Inyecciones [ a ]  I . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . .  
F a s t i l l a s  anticonc:epLivas i33 . . . . . . . . . . . . . . . . . . .  

Dispos i t ivo  intra-ui;erino [ 4 ]  . . . . . . . . . . . . . . . . . . .  
. . . . . . . . . . . . . . . . . . .  

Diafragrna . [ 5 ]  . . . . . . . . . . . . . . . . . . .  I 
Condones [ S j  . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . .  
Espurna o gel [ 7 ]  . . . . . . . . . . . . . . . . . . .  
Lactancia matema escl .usiva [ G I  

I 
Metoclo d e l  ritrno [ 9 ]  
Abstenencia [ l a ]  
Coito int;errumpiclo [ I l l  
0.t ros  [ 121 

I 
38.  - Buis ie ras  que e l  h o s p i t a l  oF'~.~-?zca wlguno cle e s t o s  rrrrSt;odos? 

JUMAX MUNASMATI, AKA JARK'AWPNAKA H O S P I T A L A N  Y A N A P A W I P A ?  
I 

Si C11 I 
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41.- Cusles st:,n ..;us ei.~g(.;.l:e:n(.;.ii.i;j: i rcleji~rar l a  s ~ ; a l ~ ~ c l  e n  EU 

c2o~~ursiclad i' 
KIJNXAMASA AMUY'r 'A'nlTNAKAMAXI1,, JUK ' AMPS K' UMAR JAKAGATAKI AKA 
13ARKAS 'YAYPINA'! 
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I . INTRODUCCION 

A. Antecedentes 

El Consejo de Salud Rural Andino (CSRA) es una Organizacicin no 
Gubernamental en Salud, la cual desarrolla actividades de Atenci6n 
Primaria en coordinaci6n con la Secretaria Nacional de Salud 
(Ministerio de Desarrollo Humano), sirvien'do aproximadamente a 
alrededor de 52,000 personas de escasos recursos en tres regiones 
de Bolivia: el altiplano norte-area rural de La Paz, 10s valles de 
Cochabamba - 5rea rural conjuntamente la Asociaci6n de Programas de 
Salud del Area Rural, APSAR, y un 6rea urbano marginal en Montero- 
Santa Cruz. 

Los proyectos de1 Consejo obtienen financiamiento del exterior 
tanto de Fundaciones, Grupos, Iglesias, Donaciones Individuales 
como tambien de la Agencia para la Cooperaci6n Internacional para 
el Desarrollo USAID. El financiamiento interno proviene de 
ingresos locales a traves de la venta de servicios y medicamentos. 

La Organization trabaja en Bolivia desde 1983, inicio su trabajo en 
el 5rea de Carabuco (Departamento La Paz), en el cual actualmente 
continia desarrollando actividades. En el Eirea de Ancoraimes 
situada tambikn en la zona altipl6nica se inician actividades en 
1992 en forma cojunta con la Iglesia Evangelica Metodista en 
Bolivia. 

El financiamiento proporcionado por AID para el proyecto 
"Supervivencia Infantil VI " (CSVI), incorpora entre otras a las 
dos areas de trabajo anteriormente mencionadas. El inicio del mismo 
fue en Octubre de 1990, conluyendose en Octubre del presente afio. 
El presente informe forma un insumo para la evaluaci6n final del 
proyecto CSVI y costituye informaci6n base del proyecto CSIX, el 
cual ha obtenido financiamiento tambikn de USAID para continuar 
actividades durante el period0 1993-1996. 

B. Descripci6n del Proyecto 

El proyecto CSVI promueve el desarrollo principalmente de 4 
intervenciones: Inmunizaciones para niiios y mujeres, Control de la 
Enfermedad Diarreica Aguda-Terapia de Rehidrataci6n Oral, 
Mejoramiento Nutricional a traves de educaci6n y Monitoreo del 
Crecimiento y el Control del las Enfermedades Respiratorias Agudas. 

Aunque no est5n priorizadas en el CSVI, el Consejo de Salud Rural 
Andino-Proyecto Ancoraimes trabaja tambien en el campo asistencial 
y desarrolla algunas actividades en salud materna, especialmente 
las relacionadas a la detecci6n y el manejo de embarazos de alto 
riesgo. 



Las intervenciones y actividades mencionadas en 10s acapites 
precedentes son aplicadas a travCs de una kstrategia llamada 
ltAtenci6n Primaria en Salud con Base Censal", la cual contempla 5 
elementos centrales: Un censo familiar, un registro de todos 10s 
hogares de cada comunidad, visitas domiciliarias realizadas en 
forma peri6dica y sistemitica a cargo de auxiliares de enfermeria 
o educadores voluntarios, un sistema integrado con un Centro de 
Salud Hospital de referencia y la supervisi6n de todas las 
actividades cornunitarias a cargo de un tecnico en salud. 

C )  Objetivos del Proyecto 

Los objetivos del proyecto estan enmarcados en la declaracidn de la 
misi6n del Consejo de Salud Rural Andino y son 10s siguientes (1): 

"Desarrollar un sistema de identificacibn y mantenimiento de 
contact0 con cada hogar dentro de las comunidades seleccionadas 
en el area del proyecto. 

Mantener tan precis0 como sea posible, un recuento de 
nacimientos. defunciones y migraciones y otros eventos 
importantes relacionados a la salud a fin de calcular tasas de 
mortalidad por aiio y causa, asi como otras mediciones claves del 
estado de salud de la poblaci6n y del impact0 del programa. 

Propocionar tasas de cobertura razonables en 10s programas de 
Inmunizaciones, Control de Crecimiento, Enfermedad Diarreica 
Aguda, Infecciones Respiratorias Agudas y Servicios Curativos 
Bisicos. 

"Iniciar y promover servicios de salud materna mediante el 
Hospital Ancoraimes y 10s programas de visitas domiciliarias. 

Propocionar servicios bisicos a adultos en base a necesidades 
locales y recursos disponibles. 

Promover proyectos de desarrollo comunitarios relacionados con la 
salud, incluyendo agua y saneamiento, agricultura y proyectos 
generadores de ingresos. 

Promocionar el maximo involucramiento de la comunidad en apoyo a 
estas act ividades." 

(1) Robison, N, y ShankIin D., Proyecto de Atencidn de Salud para Ancoraines, Propuesta de Trabajo entre la 
Iglesia Yetodista en Bolivia y el Consejo de Salud Rural Andino, Novie~bre, 1991. 

ENCUESTA DE COBERTURAS DE SERYlClOS MATERHO IUFAHTILES, C510ClYlENTOS Y PRACTICAS YATERUAS 



Metas del Proyecto CSVI-Ancoraimes 

A continuaci6n las metas CSVI que no estan entre parentesis fueron 
formuladas en Octubre de 1990 en el Plan Detallado de 
Implementation (DIP). Las metas entre parentesis "0" fueron 
formuladas posterior a un "Estudio Linea de Base" desarrollado en 
Mayo de 1992. Las metas con un asterisco " * "  fueron formuladas en 
junio de 1993. Las metas expresadas para el proyecto CSIX son atin 
tentativas y seran precisadas mejor dentro del DIP justamente 
tomando en cuenta 10s resultados de este estudio. 

Programa Ampliado de Inmunizaciones-PAI: Cobertura Dosis Completas 

CSVI CSIX (Metas Preliminares) 

20% en menores de 24 meses 67% en menores de 24 meses 
50% en menores de 12 meses 

TT materna por lo menos 2 
dosis: 25% 

Programa de Diarrea-EDA : 

CSVI CSIX (Metas pre,liminares 

(25% de las madres reconoce 60% de las madres reconoce 
dos o mas sintomas de la sintomas y efectua tratamiento 
diarrea) adecuado de la diarrea 

Reforzar en un 20% el numero 60% de las madres da igual 
de madres que dan mas o mas 

-1actancia materna 
-1iquidos * -1iquidos 

-alimentos solidos 

50% de las madres prepara 
correctamente SRO 

Control de Neumonia: 

C S V I  

(25% de la madres conoce 
prevencion y tratamiento 
de neumonia) 

75% de las madres conoce SRO 
67% de Las madres sabe 
preparar SRO 

CSIX (Metas preliminares) 

50% de madres reconoce 
sintomas y busca tratamiento 
adecuado para su niAo con 
neumoni a 

ENCUESTA DE COBER TURAS DE SERY I C l O S  UA T E R M  I N F A I  T I L E S ,  C O ~ O C I Y I E H T O S  Y PRACTICAS UA TERNAS 
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Prograna de Crecimiento y Nutrici6n 

CSVI 

Reducir en 20% el ntimero 
de nifios que no ganen peso 

(75% de 10s nifios menores 
de 12 meses pesados y ta- 
llados mensualmente) 

(75% de 10s nifios entre 12 
y 23 meses pesados y tallados 
bimensualmente) 

Salud Materna 

CSVI 

(30% de las embarazadas tiene 
por lo menos un control 
prenatal) 

Vitamina A 
CSVI 

CSIX (Metas preliminares) 

75% de nifios ganan peso 

Desnutridos de 2do y 3er grado 
reciben servicios de 
rehabilitacion nutricional 

75% de madres de nifios 
desnutridos recibe education 
nutricional intensiva 

CSIX (Metas preliminares) 

40% de embarazadas tiene 
control prenatal 

33% de 10s partos recurren a1 
personal de salud 

80% de 10s embarazos de alto 
riesgo son tratados y 
referidos 

PLANIFICACION FAMILIAR 

Promover uso de servicios de 
planificacion familiar 

Iniciar servicios de PF en 
todas las areas 

Coordinar con organizaciones 
de PF en EEUU y Bolivia 

Promover la lactancia materna 
prolongada como medio natural 
de espaciamiento de embarazos 

CSIX (Metas preliminares) 

80% de nifios menores de 24 
meses ha recibido capsulas de 
vitamina A 
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D) Proposito del estudio 

El estudio es la aplicacidn de una encuesta rapida de conocimientos 
actitudes y pricticas y determination de coberturas, el cual hace 
enfasis en las Intervenciones de Superviviencia Infantil. Este es 
un requerimiento de la oficina FHAIPVCICSH de AIDlWashingtom para 
10s estudios de base y evaluaciones finales en 10s programas de 
Supervivencia Infantil. 

El proposito del estudio es evaluar en base a indicadores de las 
estrategias de Supervivencia Infantil, el cumplimiento de las metas 
y objetivos, propuestos en el Plan Detallado de Implementation 
(DIP)-1990, y las mismas propuestas en un Taller de Arranque 
posterior a la Encuesta Linea de Base (1992). 

Tambien es proposito del estudio, el lograr un conocimiento 
objetivo de la realidad, el cual permitira identificar tendencias 
y reajustar las metas propuestas en el Proyecto CS IX. 

El estudio fue disefiado para conseguir information de las 
siguientes areas: Lactancia Maternal Nutrition, Control de 
Crecimiento, Inmunizaciones, Enfermedades Diarreicas Agudas, 
Infecciones Respiratorias, Salud Materna e Imagen del Centro de 
Salud. 

En las areas mencionadas anteriormente se tomaritn en cuenta 10s 
aspectos mencionados a continuacion: 

-Las tasas de cobertura en inmunizaciones en nifios menores de un 
aAo y entre 10s 12 y 23 meses. 

-La estirnacion de la prevalencia de enfermedades diarrreicas agudas 
y las infecciones respiratorias agudas en las dos semanas 
anteriores a1 estudio. 

-La identificacion de grupos clave de la comunidad tanto para 
dirigir mensajes educativos como para capacitarlos como 
multiplicadores de ciertas acciones en salud. 

-El nivel de conocimientos, actitudes y pritcticas de las madres de 
nifios menores de 24 meses, en las areas anteriormente mencionadas 
destinadas a disminuir la morbimortalidad de ambos. 

E )  Area geogrsfica y poblaci6n 

El drea de Ancoraimes (ver mapa. anexo 5 )  se encuentra ubicado en 
el distrito sanitario Illampu del Departamento de La Paz. 
Compr ende 
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49 comunidades con una poblaci6n total estimada de 1 4 . 4 3 8  
habitantes ( 2 1  

Actualmente se cuenta con un solo Centro de Salud Hospital para 
todo el irea. El equipo de salud est5 conformado por dos grupos de 
trabajo cada uno con dos auxiliares de enfermeria y un promotor. 
Cada equipo es supervisado por un tCcnico en salud. Los equipos 
cuentan asimismo con el apoyo del medico del irea y una licenciada 
e n  enfermeria. 

Incakaturapi 
Kolani 
Azacilo 
Catuhaya 
Chiiia j a 
Patap. Nigruni 
Cho j iiapa t a 
Calahuancane 
Huanquisco Kanta 
Coani 
Lugaraya 
Chejepampa 
Karcapa t a 
Apohoco 
Maqui laya 
Pocoata Grande ( * )  
Limancachi 
Sotalaya 
Cajiata Grande 
Villa Cajiata 
Chinchaya ( * I  
Corpa Grande ( * I  

2 4 .  Ancoraimes ( * >  
2 5 .  Sunturuta ( * I  
2 6 .  Cancahuani ( *  1 
2 7 .  Ispaya Tocoli ( * I  
2 8 .  Ispaya Grande ( *  > 
2 9 .  Ispaya Luquimblaya ( * I  

3 0 .  Villa Maca Maca 
3 1 .  Camajhuaycha 
3 2 .  Pacoma 
3 3 .  Sud Calamarca 
3 4 .  Chufiufia, Norte 
3 5 .  Laymini 
3 6 .  Llojllata 
3 7 .  Lojrocachi 
3 8 .  Chacasia 
39. Lacaya 
4 0 .  Camata Norte 
4 1 .  Camata Sud 
4 2 .  Camata Centro 
4 3 .  Turrini Alta 
4 4 .  Turrini B.C. 
4 5 .  Zamora 
4 6 .  Sallcapampa 
4 7 .  Ispaya Este 
4 8 .  Pacharia 
49. Chuntamarca ( * >  

Fuente: Autoridades y Personal de Salud Hospital Ancoraimes 
Nota : Las comunidades marcadas ( * I ,  tienen Censo realizado por el 
proyec to. 

( 2 )  CSRA, Actualizaci6n CensaI - grupo etireo Ancoraires, Junio 1993, 
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Las caracteristicas mas importantes de la poblaci6n son las 
siguientes: 

Cuadro Nr 2: Caracteristicas poblacionales 

Ancoraimes 1993 

Poblaci6n total (3) 14.438 
Nro de familias (3) 3.612 
Personaslfamilia (2 3.99 
Nifios de 0-11 meses (3) 438 
Niiios de 12-23 meses (3) 427 
Nifios < de 5 afios (3) 2.111 
Mujeres en edad fertil(3) 3.382 

15-49 afios 

Fuente: (3) CSRA, Actualizaci6n Censal 

1 1 .  METODOLOGIA 

A. Disefio del cuestionario 

El cuestionario consta de 42 preguntas (Ver Anexo 1) y ha sido 
diseAado en cuatro etapas: 

I. Un borrador del cuestionario ha sido elaborado en la oficina de 
La Paz basado en el generic0 de John Hopkins, sugerencias de la 
Oficina Internacional del CSRA, el cuestionario de Linea de Base de 
Ancoraimes (1992) y 10s cuestionarios de Evaluation de Medio 
Termino de Carabuco y Mallco Rancho (1992). 

2. El borrador del cuestionario fue presentado a 10s supervisores 
de las areas Carabuco y Ancoraimes quienes fueron capacitados en 
forma conjunta. No se afiadieron ni quitaron preguntas. Se trabaj6 
principalmente en mejorar la traduccion a1 aymara del instrumento. 

3. Durante la capaci taci6n de encuestadores, la cual se realiz6 por 
separado para ambas areas se corrigieron algunos terminos 
especialmente relacionados a formas de expresi6n locales del 
aymara. 

4. La versi6n final del cuestionario se la obtuvo posterior a la 
validaci6n de prueba de campo realizada por el equipo de Carabuco. 
Los ~ltimos cambios se relacionar6n mas con el formato del 
cuestionario. 

B. Determinacibn de la muestra 

El tamafio de la muestra se lo ha determinado seglin la siguiente 
formula: 

2 n=z pqld 2 (4) 
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n= tamaiio de la muestra; z= 95% de limite de confidencia = 1 . 9 6 ;  
p= tasa de cobertura o prevalencia; q=l-p; d-es la precisi6n 
deseada, que usualmente es del 5% a1 1 0 % .  

El tamaiio de muestra calculado seria de 246, per0 teniendo en 
cuenta la elimination de cuestionarios errados para poder tener un 
margen lo suficientemente amplio se decidid trabajar con por lo 
menos 270 cuestionarios. 

La selecci6n de la muestra fue por conglomerado, se seleccionaron 
30 conglomerados de cada uno debian obtenerse 9 entrevistas a 
madres de niiios menores de 24 meses. Se hizo la selection de 
conglomerados tomando en cuenta la poblacicjn estimada de cada 
comunidad en el Brea del proyecto. Algunas comunidades grandes 
podian tener mas de un conglomerado. 

Para seleccionar a las madres para la entrevista dentro de cada 
conglomerado se siguieron 10s siguientes pasos: 

Ir a un lugar centric0 de la comunidad. 

Girar una botella para determinar la direcci6n a seguir 
para buscar a las madres. 

Ir a la primera casa que seiiala la botella y preguntar si, 
hay un niiio menor de dos afios en la casa y s i  la madre 
esta en la misma. Despues de terminar con esta casa (con 
una entrevista o descartada por falta de niiios menores de 
2 afios) se dirige a la casa vecina mas cercana. Se sigue 
este proceso hasta entrevistar a las 9 madres. 

Si se termina un grupo de casas vecinas y aun no se 
alcanza el numero previsto para el conglomerado, se 
vuelve a1 centro de la comunidad a hacer girar la botella 
y comenzar de nuevo el procedimiento. 

En comunidades pequeiias se hara un barrido a toda 
la comunidad, s i  a pesar de haber visitado a todas las 
viviendas no se consiguieran entrevistar a las 9 madres 
se continda con la casa mas cercana de la comunidad 
vecina. 

Cuando la madre con un hijo menor de 2 afios esta ausente 
se trata de volver a entrevistar a la madre mas tarde. 

En caso de haber dos familias con niiios menores de dos 
aiios en una vivienda, se entrevista a ambas madres por 
separado 

En caso de encontrar una madre con dos nitios menores de 
dos aAos, se elige con una moneda a1 azar para saber a 
cual de 10s dos nifios se tomaria en cuenta. 
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C. Capacitacibn de 10s supervisores y encuestadores 

La capacitaci6n a1 equipo de estudio se llevd a cab0 en dos etapas: 

En la primera etapa que durd un dia se realizo la capacitaci6n 
conjunta de 10s supervisores de las areas Carabuco y Ancoraimes en 
10s siguientes topicos: 

1. Propositos del estudio 
2. Indicadores 
3. Funciones de 10s supervisores 
4. Revisi6n de la traduccion del cuestionario 
5. Lista de cheque0 
6. Muestreo 
7. Pr&c,ticas 
8. Hoja de ruta (Cronograma de supervisi6n) 
9. Preparation de la capacitacion de 10s encuestadores 

(Ver anexos para el desarrollo de 10s t6picos 1-3-5-9) 

En la segunda etapa que dur6 4 dias se realiz6 la capacitacion de 
10s encuestadores en cada area por separado, capacitandolos en 10s 
t6picos 1-2-6-7-8 anteriormente mencionados. 

Durante la capacitacion, se pus6 mucho knfasis en las practicas, 
buscando sobre todo la fluidez de 10s encuestadores, se hizo 
hincapie en que se concretaran a leer la pregunta, solamente se 
entrevist6 en idioma aymara. (Ver Anexol) 

Los primeros 3 dias fueron de capacitacion y durante el cuarto se 
realizo la prueba de campo. Los cuestionarios utilizados para las 
practicas y la prueba de campo fueron corregidos y evaluados por 
10s supervisores, posteriormente la coordinadora realizo tambien 
una revision de 10s mismos. En todo momento se busc6 la 
retroalimentacion a 10s encuestadores, buscando reforzar las 
deficiencias. 

Una actividad que ayudo mucho durante la capacitacion fue la 
reunion diaria que se tuvo con 10s supervisores, ello permitio la 
detection oportuna de errores y su posterior correcci6n. Tambien 
permiti6 el reajuste y mejoramiento del programa elaborado 
inicialmente. 

El equipo de supervisores es tuvo integrado por personal de salud de 
Ancoraimes: 

4 Supervisores: Simeon Barra (tec.1, Simon Saavedra (tec), Maria 
Marquez (lic.) y Martin Chiri (aux. enf.) 
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El equipo de encuestadores estuv6 conformado en parte por 
educadores voluntarios del proyecto y en parte por estudiantes de 
cuarto medio. 

11 Encuestadores: Teodoro Arubito (Vol.), Isaac Cordero (Vol.), 
Jose Cutipa (Vol.), Maria Luisa Cancari (Vol.) Mercedes Ramos 
(Estud.), Fenina Ticona (Estud.), Gregoria Luna (Vol.). Paulina 
Ramos (Estud.), Lucia Zarzoso (Estud.), Walter ~ a u c a r a  ( V o l . )  y 
Mery Ramos (Estud.) 

D. La recolecci6n de datos 

Las entrevistas se realizar6n en tres dias. Para hacer las 
entrevistas se dividieron equipos de un supervisor y dos 
encuestadores. Solamente a equipos con encuestadores sobresalientes 
se asigno tres encuestadores. 

En lo posible cada equipo trabajaba en un conglomerado hasta 
terminar con las nueve entrevistas, para luego pasar a1 segundo que 
se tenia asignado. En algunos casos donde se trabajo con 
encuestadores sobresalientes, el supervisor asigno a cada 
encuestador una comunidad, buscando empero que fuesen comunidades 
vecinas para asegurar la supervisi6n durante esa jornada. 

En ningun caso entrevistar6n 10s supervisores. Antes de salir de 
las comunidades cada supervisor revis6 sus cuestionarios, para asi 
asegurar la correcci6n oportuna de las fallas. Los cuestionarios 
fuerdn revisados por segunda vez por la coordinadora o en su 
defect0 personal que apoyo en la revision. 

La recolecci6n de datos exigio un particular esfuerzo de todo el 
equipo encargado, ya que la fecha elegida para realizar la encuesta 
coincidi6 con la epoca de siembra en el campo. Por esta raz6n y 
para poder encontrar a las madres en sus viviendas se debi6 
trabajar desde muy tempranas horas (4am.l y en algunos casos hasta 
muy entrada la noche (8.pm). 

La gran motivaci6n de 10s supervisores y encuestadores asi como el 
espiritu de equipo que se di6 a1 interior del grupo ayud6 a cubrir 
el trabajo, en menor tiempo ( 3  dias) del previsto inicialmente ( 4  
dias). 

A1 finalizar el trabajo de campo en ambas areas: Carabuco y 
Ancoraimes se realizb una evaluaci6n del desarrollo del mismo 
incluyendo sugerencias para proximos estudios. (Ver anexo 3 )  

E. La entrada de datos 

Antes de entregar a1 equipo encargado de la entrada de datos se 
hizo una lil tima revisi6n de 10s cues tionarios. La entrada de datos 
estuv6 a cargo del Consultor Joaquin Flores con el apoyo de 
personal de la oficina central en La Paz y voluntarios ( 4  
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personas). El programa utilizado para la tabulacidn de datos fue el 
epi info 5.1. Se incorpord en el programa chequeos para prevenir la 
entrada de datos no consistentes. 

La limpieza de datos estuv6 a cargo del consultor. La entrada y 
limpieza de datos tardd 2 dias. 

I I I. ANAL1 S I S DE LOS RESULTADOS 

Se trabajd con un total de 277 entrevistas a madres con nifios 
menores de dos afios. 

Al. EDAD DE LA MADRE 

Como se puede observar en la Tabla A.1.1. Casi una tercera parte 
de las madres se encuentran en grupos de alto riesgo (<  de 18 afios 
y > de 35 afios). En comparacidn a la encuesta de linea Basal, 1992 
no se encuentran diferencias significativas. 

En una encuesta realizada en 1989 a nivel nacional en 1989, ( 5 )  se 
pud6 comprobar que 10s riesgos de mortalidad infantil mas altos 
ocurren en el inicio del periodo reproductivo, antes de 10s veinte 
afios (101 * mil nacidos vivos) y especialmente hacia el final del 
periodo, entre las madres mayores de 40 afios (140 * mil). 

Tabla A.l.l.- Distribuci6n de las madres seg6n Grupos de edad. 
Proyecto de Supervivencia Infantil del Consejo de Salud Rural 
Andino. Area Ancoraimes. Octubre 1993 
Grupo etareo I Freq Percent Cum. 

A2. EDAD DEL NIfiO 

En lo que respecta a la edad de 10s nifios, el 51.6% de 10s mismos 
tenia entre 0 y 11 meses, mientras el 48.4% se encontraba entre 10s 
12 y 23 meses de edad, ello sugiere el exito en la obtenci6n de la 
muestra aleatoria. 

A3. CONTROL DE CRECIMIENTO 

La Tabla A.3.1 muestra la Cobertura en Control de Crecimiento del 
Servicio de Salud, la misma que se refiere a la tenencia de Carnet 
de Salud Infantil en la casa o en el puesto de salud. El 
porecentaje es elevado, 67.595, si se tiene en cuenta que el 
proyecto tiene apenas 18 meses de vida en el area. Por grupo etareo 
se puede ver que se logrd captar especialmente a 10s nifios que se 
encuentran entre 10s 13 y 23 meses de edad. Aqui la cobertura es 
muy buena, llegando casi a1 80%. Comparando con hallazgos de la 



Encuesta Basal 1 9 9 2 ,  se encontr6 un increment0 apreciable desde un 
21% ( 1 9 9 2 )  de todos 10s nifios que tenian CSI en su c a s a  a un 56.7% 
( 1 9 9 3 ) .  

Tabla A.3.1.- Tenencia del Carnet de Salud Infantil (En la casa o 
en el puesto de salud). Proyecto de Supervivencia Infantil del 
Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 1993. 

Grupo etareo I s i 4% no % I Total % 
- - - - - - - - - - - - -+-- - - - - - - - - - - - - - - - - - - - - - - -+-- - - - - - - - - - -  

0 A 11 mes I 81 56.6 62 43.31 143 100 
12 A 23 mes I 106 79.1 28 20.91 134 100 

- - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - -  

Total I 187 67.5 90 32.51 277 100 

La Tabla A . 3 . 2  muestra el numero de Controles de Crecimiento en el 
Gltimo aiio*. Si bien el porcentaje de niiios que recibieron entre 1 
a 5  controles es bastante elevado, alrededor del 9 5 % ,  s i  se compara 
con la meta inicial de 6 controles por aiio por nifio que se 
encuentra entre 10s 12 y 23 meses, se tiene que solamente el 7 . 5 %  
se acerca a la norma. 

( *  )Solanente se tonar6n en cuenta a Ios niiios cuyas nadres poseian Carnet de Salud Infantil en casa(l87). 
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Tabla A.3.2- Numero de Controles de Crecimiento en 10s 1 2  meses 
previos a1 estudio. Proyecto de Supervivencia Infantil del Consejo 
de Salud Rural Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

# de I 0 % 1 a 5 % Mas de 5 % Total % 
Controles 1 n n n n 
-----------+------------------------------------------------------  

Total I 1 0.5 1 7 7  94.6 9  4 . 8  187 100 

La comparacion entre 10s datos obtenidos para comunidades Censadas 
(intensivas) y comunidades no Censadas (en campaiia) permite una 
mejor aproximacion a 10s logros de proyecto en funcion a1 impact0 
de su metodologia, asi en la Tabla A.3.3 se puede observar que la 
cobertura del proyecto es en comunidades Censadas 3 veces mayor que 
en las de Campafia 

Tabla A.3.3.- Nifios entre 12 y 2 3  meses con CSI en la casa con 4 o 
m5s controles en el liltimo aiio. Proyecto de Supervivencia Infantil 
del Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 
1 9 9 3 .  

1 4  o mAs contr. Total 
Comunidadesl n niiios % 

Censadas I 8 23  3 4 . 7 %  
I 

- - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Total I 1 6  85 

A4. INMUNIZACIONES 

La Tabla A.4.1 muestra el acceso a inmunizaciones, el mismo que se 
calcula a partir del porcentaje de nifios entre 12 y 23 meses que ha 
recibido la primera dosis de vacuna triple. en relacion a1 total de 
niiios entre 12 y 23 meses que se encuestaron. 
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Tabla A . 4 . 1 -  Acceso a Inmunizaciones en relaci6n a1 total de nifios 
entre 1 2  y 2 3  meses encuestados. Proyecto de Supervivencia Infantil 
del Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 
1 9 9 3 .  

La Tabla A . 4 . 2  muestra la proporcion de nifios entre 1 2  y 2 3  meses 
que ha recibido la tercera dosis de polio en relacion a1 total de 
nifios entre 1 2  y 2 3  meses encuestados. Este es un indicador que 
estima la cobertura de un servicio de salud. 

Los datos de la Encuesta Basal 1 9 9 2  muestran una cobertura del 
2 . 2 % .  cornprobandose que la elevaci6n de cobertura ha sido 
apreciable. Las comunidades Censadas tuvieron una cobertura del 
53%.  

Tabla A . 4 . 2 -  Cobertura en Inmunizaciones en relacion a1 total de la 
poblacion de nifios entre 1 2  y 2 3  meses encuestados. Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  

La Tabla A . 4 . 3  muestra la cobertura de vacunacion antisarampionosa 
que alcanza en 10s menores de 1 aiio a 1 3 . 3 %  y en 10s nifios entre 1 2  
y 2 3  meses de edad el 6 5 . 6 % .  La cobertura en Comunidades Censadas 
para niiios entre 1 2  y 23 meses asciende a 8 4 . 3 % .  

Comparando resultados con la Encuesta Basal de 1 9 9 2 ,  en la cual la 
cobertura para esta vacuna en nifios entre 1 2  y 2 3  meses era de 7 . 5 %  
tambien se registra un increment0 apreciable. 
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T a b l a  A.4.3- Cobertura de Vacunaci6n Antisarampionosa en relaci6n 
a1 total de la poblaci6n encuestada. Proyecto de Supervivencia 
Infantil del Consejo de Salud Rural Andino. Area Ancoraimes. 
Octubre de 1993. 

Edad I no % s i % I Total % 
-- - - - - - - - - - - -+-- - - - - - - - - - - - - - - - - - - - - - - - - -+-- - - - - - - - - - - - -  

0 A 11 1 124 86.7 19 13.3 / 143 100 
12 A 23 1 46 34.3 88 65.6 1 134 100 

- - - - - - - - - - - - -+-- - - - - - - - - - - - - - - - - - - - - - - - - -+-- - - - - - - - - - - - -  

Total 1 170 61.4 107 38.6 1 277 100 
La Tabla A.4.4 Muestra la cobertura para la vacuna triple (DPT). 
La cobertura para la 3ra. dosis aument6 de 0.7% (1992) a 34.3% para 
10s nifios de 12 a 23 meses. De este cuadro se puede desprender la 
tasa de deserci6n del PAI, que alcanza a1 53%. Se calcul6 en base 
a la diferencia entre nifios que recibieron la tercera de aquellos 
que recibieron solamente la primera dosis DPT1-DPT3/DPT1=98- 
46/98=0.53). Como universo se tom0 el total de niiios de la encuesta 
de 12 a 23 meses de edad. 

Tabla A.4.4- Cobertura para DPT. Proyecto de Supervivencia 
Infantil del Consejo de Salud Rural Andino. Area Ancoraimes. 
Octubre de 1993. 

DPT 
Edad 1 0 % 1 % 2 % 3 % I Total 

- - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - -  

0 A I1 I 83 58.0 33 23.1 15 10.5 12 8.4 1 141 
12 A 23 I 36 26.9 34 25.4 18 13.4 46 34.31 134 

- - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - -  

Total ( 119 43.0 67 24.2 33 11.9 58 20.91 277 

Las Coberturas de Vacunacibn presentadas por el Ministerio de 
Previsi6n Social y Salud Publica para 1992 en niiios menores de un 
afio ( 3 1 ,  parecen estar alejadas de l a  realidad encontrada para el 
area Ancoraimes-Distrito Illampu, especialmente si se tratan de 
3eras dosis. Los niiios menores de un afio con 3era dosis de polio 
(OPV3) segun el MPSSP alcanzan en Bolivia a1 83.58, en el 5rea 
segun el presente estudio este porcentaje es de 9% (131143) para 
todo el Brea y de 18.2% en Comunidades Censadas. 

En la Encuesta Basal de 1992, la proportion de nifios con esquema de 
vacunaci6n completa ascendia a1 1.7% del total. Los datos de la 
presente encuesta muestran que se logro sobrepasar la meta del 20% 
(34.3%) de 10s nifios entre 12 y 23 meses con esquema de vacunaci6n 
completa. 

En un esfuerzo por medir el conocimiento de las madres en materia 
de vacunas se detect6 que solo 14, 4% de ellas indicaron que todas 
las vacunas a1 nifio se las debe completar entre 10s 9 y 12 meses de 
edad. 
( 3 )  PoIitica Nacional de S a l u d ,  Fundaaentos y Logros 1989-1993, YPSS, La Paz 1993. 



A5 LACTANCIA MATERNA Y ALIMENTACION INFANTIL 

El porcentaje de madres que se encontraban dando de lactar a su 
nifio entre 1 2  y 23 meses a1 momento de la encuesta es de 86%. En la 
Encuesta Basal de 1 9 9 2  el porcentaje alcanzaba a 70%. Se registra 
un incremento aunque este no es significativo. 99% de 10s nifios < 
1 2  meses se encontraban recibiendo lactancia materna. 

La Tabla A - 5 . 1  se refiere a1 inicio de la lactancia materna en 
madres de nifios menores de 2 4  meses. Una tercera parte de las 
madres inicio la lactancia materna en las primera hora despues del 
parto. En la Encuesta Basal de 1 9 9 2  llegaba a un 23 % la proportion 
de madres que iniciaba lactancia materna durante la primera hora 
despues del parto. Se observa un incremento si bien este no es muy 
significativo. 

Tabla A.5.1- Inicio de la lactancia materna. Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  

Horas despues del parto I Freq Percent Cum. 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+--- - - - - - - - - - - - - - - - - - - - -  

En la lera Hora I 9 1  3 2 . 9 %  3 2 . 9 %  
Durante las primeras 8 horas [ 7 7 '  2 7 . 8 %  6 0 . 6 %  
Mas de 8 horas 1 ,  1 0 6  3 8 . 3 %  9 8 . 9 %  
No se acuerda I 3 1 . 1 %  1 0 0 . 0 %  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 2 7 7  1 0 0 . 0 %  

En relaci6n a la edad de inicio de ingesta de liquidos, mientras en 
1 9 9 2  el porcentaje calculado era de 3 .5% antes de 10s 3 meses. 
durante el presente estudio el porcentaje alcanzado fue de 1 4 . 5 % .  
Lo precedente sugiere un incremento en el riesgo de contraer la 
enfermedad diarreica aguda "EDA". 

La Tabla A.5.2. muestra la alimentacion del nifio menor de 4 meses. 
y a su vez confirma lo inferido anteriormente en relacion a1 riesgo 
de contraer la "EDA" Todos 10s nifios reciben lactancia materna, 
per0 no es exclusiva. 

Tabla A.5.2- Alimentacion del nifio menor de 4  meses. Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  

Leche Alimentos 
LM Liquidos no materna solidos ........................................................... 
n % n % n % n % 

- - - - -+- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

si 1 6 1  1 0 0 . 0 %  1 2  1 9 . 7 %  7  1 1 . 5  8 1 3 . 1  
no I 0  4 9  80.3% 5 4  8 8 . 5  53 8 6 . 8  
- - - - -+-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Totall 6 1  6 1  6 1  6 1  
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Tabla A.5.3 muestra la alimentacion de nifios entre 5 y 9 me ses, 
edad en la que el nifio ya debe estar recibiendo alimentos distintos 
de la la leche materna. Como puede apreciarse el 17.6% de las 
madres aun no dan alimentos solidos a sus nifios. 

Tabla A.5.3.Alimentaci6n de nifios entre 5 y 9 meses.Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1993. 

Leche Alimentos 
LM Liquidos no materna solidos 

Tabla A.5.4.Persistencia de Lactancia Materna en niiios entre 10s 18 
y 23 meses. Proyecto de Supervivencia Infantil del Consejo de Salud 
Rural Andino. Area Ancoraimes. Octubre de 1993. 

Persisten n % 

Si 42 73.7 
No 15 26.3 
............................ 
Total 5 7 

A objeto de comparacibn, se calcul6 el porcentaje de madres de 
nifios entre 10s 12 y 17 meses que continuaban dando lactancia 
materna, para 1992 este porcentaje ascendia a un 86%. actualmente 
este porcentaje se encuentra en el 96%. 

La Tabla A.5.5 muestra que el porcentaje de madres que da biber6n 
a su nifio el cual es de 39.7%. Durante la Encuesta Basal 1992, se. 
obtuvo un porcentaje menor de madres que hacian uso del biberon. 
29% Este resultado aunque no es muy significativo sugiere cambios 
en las pr6cticas de las madres, no necesariamente positivos. 

Tabla A.S.S.Proporci6n de madres que da biber6n a su niiio menor de 
24 meses. Proyecto de Supervivencia Infantil del Consejo de Salud 
Rural Andino. Area Ancoraimes. Octubre de 1993. 

Edad I S i % No % I Total % 



Los porcentajes de madres que afiaden aceite a la comida del nifio, 
(20.2%) o que cocinan con sal iodada (26.4%), representan 
aproximadamente la quinta parte del total no habiendose registrado 
variaciones de significancia en relaci6n a la Encuesta Basal 1992. 

6.A ENFEREDAD DIARREICA AGUDA 

La Tabla A.6.1 muestra la prevalencia de enfermedad diarreica aguda 
en las dos semanas previas a la entrevista. La tasa de prevalencia 
es de 36.5% (Estaci6n: Primavera). En la Encuesta Basal 1992 la 
misma era de 18.3%. (Estaci6n: Otoiio). Esta diferencia se podria 
explicar especialmente por la 6poca de afio en que se realizarbn 
ambas encuestas. 

Tabla A.6.1. .Proportion de nifios menores de 24 meses que present6 
Diarrea durante las dos semanas previas a la entrevista. Proyecto 
de Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1993. 

Total 1 277 100.0% 

La Tabla A.6.2 muestra con que frecuencia continuaron la lactancia 
materna las madres de 10s nifios que habian presentado diarrea en 
las dos semanas previas y que aun lactaban sus hijos. Dos terceras 
partes de las madres continuo la lactancia materna mas o igual a lo 
acostumbrado. No hay diferencias significativas en relacion a la 
Encuesta Basal realizada en 1992. 

Tabla A.6.2 Continuaci6n de la .lactancia materna durante la 
diarrea. Proyecto de Supervivencia Infantil del Consejo de Salud 
Rural Andino. Area Ancorairnes. Octubre de 1993. 

Lactancia materna I Freq Percent Cum. 
- - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

M5s de lo acostumbrado 1 10 10.3% 10.3% 
Igual a lo acostumbrado 1 51 52.6% 62.9% 
Menos de lo acostumbradol 32 33.0% 95.9% 
Par6 completamente I 3 3.1% 99.0% 
Sin respuesta I 1 1.0% 100.0% 
- - - - - - - - - - - - - - - - - - - - - - - -+-- - - - - - - - - - - - - - - - - - - - - -  

Total I 97 100.0% 

La Tabla A.6.3 muestra la misma informaci6n respecto a si la madre 
continuo liquidos cuando su nifio tuvo diarrea. Se puede apreciar 
que alrededor de la tercera parte de las madres adoptar6n la 
conducta correcta. 
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Tabla A . 6 . 3  Continuaci6n de Liquidos durante la diarrea. Proyecto 
de Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  

Liquidos I Freq Percent Cum. 

MAS de lo acostumbrado I 1 5  1 4 . 9 %  1 4 . 9 %  
Igual a lo acostumbrado 1 20 1 9 . 8 %  3 4 . 7 %  
Menos' de lo acostumbradol 27 2 6 . 7 %  6 1 . 4 %  
Par6 completamente 1 3  3 . 0 %  6 4 . 4 %  
Solo recibe pecho I 3 6  3 5 . 6 %  1 0 0 . 0 %  
- - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - -  

Total I 1 0 1  1 0 0 . 0 %  

La tabla A.6 .4  muestra que el porcentaje de madres que continua 
dando alimentos solidos a sus nifios durante la diarrea es muy bajo, 
alcanza apenas la tercera parte de las madres. 

Tabla A . 6 . 4  Continuacion de Alimentos Solidos durante la diarrea. 
Proyecto de Supervivencia Infantil del Consejo de Salud Rural 
Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Alimentos Solidos 1 Freq Percent Cum. 
- - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Mas de lo acostumbrado I 3  3 . 0 %  3 . 0 %  
Igual a lo acostumbrado I ' 2 8  2 7 . 7 %  3 0 . 7 %  
Menos de lo acostumbradol 3 8  3 7 . 6 %  6 8 . 3 %  
Par6 completamente I 3  3 . 0 %  7 1 . 3 %  
Solo recibe pecho I 2 9  2 8 . 7 %  1 0 0 . 0 %  
- - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - -  

Total 1 1 0 1  1 0 0 . 0 %  

La Tabla A.6 .5  muestra la proportion de madres que di6 Terapia de 
Rehidrataci6n Oral a sus nifios con diarrea. Entendiendo por TRO, 
todo tip0 de liquido que hubieran administrado las madres. Mas del 
40% de las madres indic6 haber administrado algun tip0 de liquido 
a sus nifios. En la Encuesta Basal 9 2  se alcanz6 similar porcentaje 
( 4 2 % ) .  

La utilizacidn de Sobre de Rehidrataci6n Oral (SRO) es minima, 
( 8 . 9 % )  si se tiene en cuenta que la Encuesta Nacional de Salud en 
1 9 8 9  ( 5 )  present6 para el altiplano que el 1 9 %  de la madres en las 
mismas circunstancias utilizaba SRO. 

EUCUESTA DE COEERTURAS DE SERYlClOS UATERRO INFANTILES,  COlOClUlEUTOS Y PRACTICAS U T E R M S  



Tabla A.6.5 Prevalencia del Uso de Terapia de Rehidratacibn Oral 
durante la diarrea. Proyecto de Supervivencia Infantil del Consejo 
de Salud Rural Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

TRO 1 Freq Percent 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - -  

1 Nada I 2 4  2 3 . 8 %  
2 SRO I 9  8 . 9 %  
3  Suero Casero I 4  4 . 0 %  
4  Soluciones a Base de Cereales I 1 1 . 0 %  
5 Liquidos tes o mates I 4 1  4 0 . 6 %  
6 Otros I 7 8  7 7 . 2 %  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - -  

Total de nifios con diarrea I 1 0 1  

La Tabla A . 6 . 6  muestra 10s conocimientos de las madres respecto a 
10s signos de gravedad de la enfermedad diarreica aguda "EDA". Un 
1 7 . 7 %  manifest6 no conocer 10s sintomas de gravedad de la 
enfermedad. Los sintomas referidos con mayor frecuencia fuer6n : 

Otros, Fiebre. Debil y desgano. Entre 10s otros sintomas, 10s mas 
frecuentes se refirier6n a la diarrea seguida y a1 susto. 

En la encuesta Basal 92, era un 30% de las madres,el que 
manifestaba no conocer 10s signos de gravedad de la "EDA" 

Tabla A . 6 . 6  Reconocimiento de signos y sintomas durante la diarrea. 
Proyecto de Supervivencia Infantil del Consejo de Salud Rural 
Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Sintomas I Freq Percent 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - -  

1 No sabe I 4 9  1 7 . 7 %  
2  Vomitos I 2 4  8 . 7 %  
3  Fiebre I 9 0  3 2 . 5 %  
4  Boca seca, ojos hundidos, orina poco 1 2 7  9 . 7 %  
5  Diarrea + 1 4  dias I 2 6  9 . 4 %  
6  Sangre en heces I 6 2.2% 
7  Perdi6 el apetito I 27  9 . 7 %  
8  Debil, desganado I 4 9  1 7 . 7 %  
9  Enflaquecimiento, perdida de peso I 4  4  1 5 . 9 %  

1 0  Otros I 1 2 0  43 .3% 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - -  

Total de madres 1 2 7 7  1 0 0 . 0 %  

La Tabla A . 6 . 7  muestra lo que consideran las madres serian las 
acciones importantes a tomar cuando su nifio tiene diarrea. 
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Tabla A . 6 . 7  Acciones Importantes a realizar en caso de diarrea 
Proyecto de Supervivencia Infantil del CSRA. Area Ancoraimes 
Octubre, 1 9 9 3 .  

TOTAL DE MADRES: 277 100% 

No Sabe 3 3  
Iniciar con liquidos lo antes posible 1 4  
Dar mris li'quido de lo normal 23  
Dar alimentos con mayor frecuencia y 
menor cantidad 3  
Administrar correctamente el SRO 43 
Llevar a1 Centro de Salud 3  8  
Alimentar mas despues de la diarrea 6 
Parar 10s liquidos 9  
Parar 10s alimentos 44 
Otros 1 2 0  

La Tabla A . 6 . 8  Muestra la proporci6n de madres que oy6 hablar de 
las sales de rehidratacibn oral. Casi el 60% de las madres ha oido 
hablar de 10s sobres de rehidratacibn oral. En relacion a la 
Encuesta Basal 92, no hub0 variaciones significativas. 

Tabla A . 6 . 8  Proporcion de Madres de Nifios Menores de 2 4  meses que 
ha oido hablar de 10s SRO. Proyecto de Supervivencia Infantil del 
Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Oy6 I Freq Percent Cum. 
- - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

s i 1 1 6 4  5 9 . 2 %  5 9 . 2 %  
no 1 1 1 3  4 0 . 8 %  1 0 0 . 0 %  
- - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 2 7 7  1 0 0 . 0 %  

Entre las madres que oyer6n hablar de las SRO. La Tabla A . 6 . 9 .  
muestra que la mayoria sabe para que sirve este sobre. En relacion 
a la Encuesta Basal 9 2  ( 8 2 % )  se observa un pequefio incremento. 

Tabla A . 6 . 9 .  Proporcion de Madres de Nifios Menores de 2 4  meses que 
oy6 hablar y sabe para que sirve el sobre. Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1993. 

Total 1 1 6 4  100.0% 
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La Tabla A.6.10 Muestra el porcentaje de madres que ha oido hablar 
de las SRO y lo ha usado alguna vez. El mismo es inferior a1 de 
aquellas que dice saber para que sirve el sobre. De acuerdo a 10s 
testimonios de las madres, frecuentemente 10s niiios no aceptan 
tomar las S.R.O. por el sabor, otros aspect0 importante mencionado 
por 10s voluntarios es la no disponibilidad continua de este 
insumo. 

En la Encuesta Basal 92, este porcentaje alcanzaba a un 4995, lo que 
estaria demostrando un ligera mejora en la aceptacion asi como en 
la distribuci6n de 10s mismos a las comunidades. 

La Tasa de Uso de SRO calculada para el total de las madres en la 
encuesta es de 38% (107/277), este porcentaje es algo mas elevado 
que el encontrado en 1992 (32%). Segun la UNICEF (4) la Tasa de Uso 
de Sales de Rehidrataci6n Oral calculada para Bolivia en el 
period0 1987-1991 es del 63%. 

Tabla A.6.10 Proporci6n de Madres de Nifios Menores de 24 meses que 
oy6 hablar y ha usado alguna vez SRO. Proyecto de Supervivencia 
Infantil del Consejo de Salud Rural Andino. Area Ancoraimes. 
Octubre de 1993. 

Us0 I Freq Percent Cum. 
- - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - -  

S i I 107 .65.2% 65.2% 
No I 57 34.8% 100.0% 
- - - - - - - -+--- - - - - - - - - - - - - - - - - - - - -  

Total 1 164 100.0% 

La Tabla A.6.11 muestra la proporci6n de madres de nifios menores 
de 24 Meses que responde correctamente como preparar SRO (entre las 
madres que alguna vez oyer6n hablar de SRO) esta alcanza a la mitad 
de ellas. Los resultados en 1992 muestran que solo el 26.5% de 
ellas lo preparaba correctamente. Esta mejoria alcanzada podria 
deberse a la actividad educativa desplegada por el personal de 
s a lud. 

Tabla A.6.11. Proporci6n de Madres de Nifios Menores de 24 meses que 
oyeron hablar del SRO y que responde correctamente como preparar el 
SRO. Proyecto de Supervivencia Infantil del Consejo de Salud Rural 
Andino. Area Ancoraimes. Octubre de 1993. 
Correctal Freq Percent Cum. 
- - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - -  

S i I 84 51.2% 51.2% 
No I 80 48.8% 100.0% 
- - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 164 100.0% 
Tomando en cuenta el total de madres de la encuesta (2771, solo el 
30% (84) sobre prepara correctamente el SRO. 

(4) UNICEF, Es t a d o  Yundial de la Infancia 1993, Reino Unido, 1994 
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A .  7 .  CONTROL DE NEUMONI A 

La Tabla A.7.1 muestra la proporcidn de niiios que present6 tos 
fuerte y dificultad respiratoria en las dos semanas previas a la 
entrevista. Como puede apreciarse, el 43% de 10s niiios tuv6 tos y 
dificultad respiratoria en las dos semanas previas a la entrevista. 
Esta proporcidn es mayor que la encontrada en 1992 1 4 4 %  A1 
igual que en el caso de la prevalencia de la EDA, son especialmente 
10s cambios en las estaciones 10s que podrian estar haciendo variar 
las tasas de prevalencia. 

Tabla A . 7 . 1 .  Proporci6n de Madres cuyo Niiio Menor de 2 4  meses tuvo 
tos y dificultad respiratoria en las dos semanas previas a la 
entrevista. Proyecto de Supervivencia Infantil del Consejo de Salud 
Rural Andino. Area Ancoraimes. Octubre de 1993. 

Total 1 2 7 7  100.0% 

La Tabla A . 7 . 2  muestra que entre las madres cuyos nifios presentaban 
tos y dificultad respiratoria casi la mitad.de ellas busco consejo 
o ayuda. Aqui se registra un increment0 en relaci6n a 1992, donde 
la proporci6n solo alcanzaba a una tercera parte ( 3 5 , 2 8 1 .  

Tabla A . 7 . 2 .  Proporci6n de Madres que busco ayuda para su niiio 
menor de 2 4  meses que tuvo tos y dificultad respiratoria en las dos 
semanas previas a la entrevista. Proyecto de Supervivencia Infantil 
del Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 
1993. 

- - - - - - - - - - - - - - - - - -+-- - - - - - - - - - - - - - - - - - - - - -  

Total 1 119 100.0% 

La Tabla A . 7 . 3  muestra las respuestas de las madres respecto a de 
quien recibier6n consejo o ayuda cuando el nifio estuvo con tos y 
dificultad respiratoria. Alrededor del 17% de las madres recibi6 
ayuda del Hospital de Ancoraimes, algo mayor que en 1992. (9.9%) 
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T a b l a  A . 7 . 3 .  Persona o instituci6n de quien recibier6n ayuda para 
su niiio menor de 24 meses que tuvo tos y dificultad respiratoria en 
las dos semanas previas a la entrevista. Proyecto de Supervivencia 
Infantil del Consejo de Salud Rural Andino. Area Ancoraimes. 
Octubre de 1 9 9 3 .  

Personalinstituci6n I Freq Percent 
- - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - -  

No ,pidieron ayuda I 7 0  5 8 . 8 %  
Puesto o centro de salud I 2 0  1 6 . 8 %  
Farmacia I 4  3 . 4 %  
Mkdico particular I 4  3 . 4 %  
Promotor de salud I 1 1  9 . 2 %  
Curandero I 5 4 . 2 %  
Parientes y amigos I 1 4  1 1 . 8 %  
Otros I 2  1 . 7 %  
- - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Total de nifios con tos [ 1 1 9  1 0 0 . 0 %  
y dificultad respiratorial 

La Tabla A . 7 . 4 .  muestra las respuestas de las madres relacionadas 
a signos y sintomas que evidencian una enfermedad respiratoria 
grave. Como puede apreciarse la tos es el signo que mas relacionan 
las madres con enfermedad grave. seguido de fiebre. Los signos mas 
importantes relacionados con neumonia como ser la respiracion 
rgpida y las retracciones intercostales a1 parecer no son 
reconocidos como tales por las madres. No se registran grandes 
diferencias en relacion a la Encuesta Basal de 1 9 9 2 .  

Tabla A . 7 . 4  Signos y Sintomas interpretados como Neumonia por 
Madres de nifios menores de 2 4  meses que tuvieron tos y dificultad 
respiratoria en las dos semanas previas a la entrevista. Proyecto 
de Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  

Signos de Neumonia I Freq Percent 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - -  

No sabe I 3 4  1 2 . 3 %  
Respiration rapida y agitada I 55 1 9 . 9 %  
Retracciones intercostales I 1  0 . 4 %  
Disminucion del apetito ylo sed I 2 0  7 . 2 %  
Fiebre 1 1 3 0  4 6 . 9 %  
Cianosis I 1 2  4 . 3 %  
To s 1 2 3 2  8 3 . 8 %  
Otros I 1 9  6 . 9 %  

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total de madres 1 2 7 7  1 0 0 . 0 %  



A .  8 .  SALUD MATERNA 

La Tabla A . 8 . 1  muestra la proporci6n de madres que posee el Carnet 
de Vacunaci6n de Toxoide Tettinico (en casa o en hospital), la mi sma 
asciende a1 47 .1%.  Con respecto a la Encuesta Basal 1 9 9 2  se ha 
registrado un incremento importante, ya que en esa ocasi6n solo el 
6.6% de las madres poseia Carnet de Vacunaci6n. 

Tabla A . 8 . 1  Proporci6n de Madres de Nifios Menores de 2 4  meses que 
tiene Carnet de Vacunaci6n de Toxoide Tetgnico (TT). Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1993. 

Carnet I Freq Percent Cum. 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - -  

En Casa I 5 6  20 .2% 2 0 . 2 %  
Si pero no se pudo verficar 1 11 4.0% 2 4 . 2 %  
Si tiene en el puesto u hospl 75 27 .1% 5 1 . 3 %  
No I 1 3 5  4 8 . 7 %  1 0 0 . 0 %  
- - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total I 2 7 7  1 0 0 . 0 %  

La Tabla A . 8 . 2  muestra las dosis de vacuna tetinica recibidas por 
las madres que mos traron Carnet de vacunaci6n en su casa.. El 70% de 
ellas recibi6 por lo menos dos dosis. 

En relacion a1 total de madres entrevistadas ( 2 7 7 ) ,  se puede ver 
que un 14 .4% ( 4 0 1 2 7 7 )  de las madres fue cubierta con una dosis de 
esta vacuna. 
En general se observa un incremento de coberturas apreciable en 
relacion a la Encuesta Basal 9 2 .  

Tabla A . 8 . 2  Dosis de Toxoide Tettinico recibidas por madres de nifios 
menores de 2 4  meses quienes tenian Carnet de Vacunacion en su casa. 
Proyecto de Supervivencia Infantil del Consejo de Salud Rural 
Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Dosis I Freq Percent Cum. 

Total 1 5 6 1 0 0 %  
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La Tabla A.8.3 muestra las respuestas de las madres respecto a la 
protecci6n que confiere la vacuna antitetinica. Mas de la mitad 
(60.3%) de las madres dicen no saber a quien protege la TT. 
Teniendo en cuenta las crecientes coberturas, ello nos estaria 
mostrando que posiblemente las acciones de vacunaci6n no tienen un 
componente educativo desarrollado que este siendo captado por las 
madres. 

Tabla A.8.3 Respuestas de las madres de 10s niiios menores de 24 
meses acerca de a quien protege la TT. Proyecto de Supervivencia 
Infantil del Consejo de Salud Rural Andino. Area Ancoraimes. 
Octubre de 1993. 

Respuestal Freq Percent Cum 

A la madre I 38 13.7% 13.7% 
A1 niiio I 19 6.9% 20.6% 
A ambos I 53 19.1% 39.7% 
Otro o no sabe 1 167 60.3% 100.0% 
- - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 277 100.0% 

La Tabla A.8.4 muestra las respuestas de las madres acerca de 
cuantas dosis de vacuna son necesarias para proteger del tetanos 
neonatal, una mayoria, dos terceras partes no sabia. Las respuestas 
a esta pregunta confirman lo mencionado anteriormente. 

Tabla A.8.4 Respuestas de las madres de 10s niiios menores de 24 
meses acerca de cuantas dosis son necesarias para proteger a1 
recien nacido del tetanos. Proyecto de Supervicencia Infantil del 
Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 1993. 

Dosis I Freq Percent Cum. 
- - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Un a I 3 1.1% 1.1% 
Do s I 11 4.0% 5.1% 
Mas de dos I 81 29.2% 34.3% 
Ninguna I 3 1.1% 35.4% 
No sabe 1 179 64.6% 100.0% 
- - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 277 100.0% 

La Tabla A.8.5 muestra la proporci6n de madres que mostr6 el Carnet 
de Salud Materna del embarazo del nifio menor. Como puede apreciarse 
solo el 1.5% poseia un Carnet de Salud (en casa u hospital). 
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Tabla A . 8 . 5  Proporci6n de madres de nifios menores de 2 4  meses que 
tiene el Carnet de Salud Materna para el ultimo nifio. Proyecto de 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  

Carnet de Salud Materna I Freq Percent Cum. 
-----------------------------+-----------------------  

Si (verificado) I 3 1 . 1 %  , 1 . 1 %  
Si per0 no se pudo verificar I 5  1 . 8 %  2 .9% 
Si en el puesto u hospital I 1 0 .4% 3 . 2 %  
No 1 2 6 8  9 6 . 8 %  100 .0% 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - + - - - - - - - - - - - - - - - - - - - - - - - - - - -  

Total 1 2 7 7  1 0 0 . 0 %  

La Tabla A . 8 . 6  muestra quien atendio el parto y corto el cordon 
umbilical en el nacimiento del ultimo nifio. Como puede apreciarse 
la proporci6n de partos atendidos por el personal de salud es 
infima ( 4 . 4 % ) ,  no habiendo variado mucho la situacidn desde 1 9 9 2 .  
Un porcentaje importante ( 5 4 . 9 % )  refirio que su parto fue atendido 
por familiar femenino o vecina. En la Encuesta Basal 9 2  este 
porcentaje era de ( 4 2 % ) .  El porcentaje de partos atendidos por 
parteras (24,593 en 1 9 9 2 )  aparentemente disminuy6 en quince puntos 
en el lapso de un afio y medio, ello requeriria,mayor investigaci6n 
con grupos focales, para establecer la verdadera dimension de este 
cambio en las pr6cticas. 

Tabla A . 8 . 6  Distribucicin de las madres de niiios de niiios menores de 
2 4  meses segun persona que at6 y corto el cordon umbilical en el 
ultimo parto. Proyecto de Supervivencia Infantil del Consejo de 
Salud Rural Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Quien at6 el cordon I Freq Percent Cum. 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+ - - - - - - - - - - - - - - - - - - - - - - -  

Ella misma I 11 4.0% 4.0% 
Esposo I 6 7  2 4 . 2 %  2 8 . 2 %  
Familiar femenino o vecina 1 1 5 2  5 4 . 9 %  8 3 . 0 %  
Familiar masculino o vecino I 11 4 . 0 %  8 7 . 0 %  
Partera empirica I 2 4  8 . 7 %  9 5 . 7 %  
Personal en salud del proyecto I 6  2 .2% 9 7 . 8 %  
Otro personal de salud I 6 2.2% 1 0 0 . 0 %  
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 2 7 7  1 0 0 . 0 %  

La Tabla A . 8 . 7  muestra la distribuci6n de las madres segun su 
respues ta a1 t iempo que se puede esperar que salga la placenta. Una 
cuarta parte de las madres respondid, correctamente. En 1992 la 
proporci6n de madres que respondi6 correctamente alcanzaba a una 
quinta parte del total. 



Tabla A . 8 . 7  Respuestas de las Madres de Nifios de 2 4  meses acerca 
del tiempo que se puede esperar que salga la placenta antes de que 
la madre este en riesgo de morir.Proyecto Supervivencia Infantil 
del Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 
1 9 9 3 .  

Una hora o menos I 7 7  27. '8% 27 .8% 
Mas de una hora 1 1 3 6  4 9 . 1 %  7 6 . 9 %  
No sabe I 6 4  2 3 . 1 %  1 0 0 . 0 %  

Total 1 2 7 7  1 0 0 . 0 %  

La Tabla A . 8 . 8  muestra que el 9 .4% de las madres se encuentra 
ges t ando. 

Embarazada I Freq Percent Cum. 

S i I 2 6  9 .4% 9.4% 
No 1 2 5 1  9 0 . 6 %  1 0 0 . 0 %  
- - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 2 7 7  1 0 0 . 0 %  

La Tabla A . 8 . 9  muestra las respuestas de las madres.(que no estan 
gestando) acerca del deseo de tener otro hi jo en 10s siguientes dos 
afios. Solo el 1 0 %  de las madres respondi6 afirmativamente. 

Tabla A . 8 . 9  Distribucibn de las Madres seg6n si desea tener otro 
hijo en 10s siguientes aiios. 'Proyecto Supervivencia Infantil del 
Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Desea tener un hijo I Freq Percent Cum. 

La Tabla A . 8 . 1 0  muestra que un minimo porcentaje de las madres 
utiliza un metodo para evitar el embarazo. 



Tabla A.8.10 Proporci6n de Madres de Niiios Menores de 24 meses que 
no desean tener hijos en 10s proximos dos afios o no estan seguras 
y que usan metodos anticonceptivos. Proyecto Supervivencia Infantil 
del Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 
1993. 
Utiliza algGn metodo I Freq Percent Cum. 

- - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

S i I 16 7.1% 7.1% 
No I 208 92.0% 99.1% 
Sin respuesta I 2 0.9% 100.0% 
- - - - - - - - - - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total 1 226 100.0% 

La Tabla A.8.11. muestra el tipo de mCtodo usado por las madres que 
desean evitar el embarazo. La mayoria de las madres manifestardn 
que usan el mCtodo del ritmo. Esta respuesta comparada con las 
anteriores sugiere que el Hospital no estaria respondiendo a 
necesidades sentidas de l a  poblacidn. 

Tabla A.8.11 Distribuci6n de las Madres de Niiios menores de 24 
meses que no desean tener hijos en 10s proximos dos afios, segun el 
metodo que usan actualmente. Proyecto Supervivencia Infantil del 
Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 1993. 

La Tabla A.8.12 muestra el nivel de preferencia por un servicio de 
planificaci6n familiar, de madres no embarazadas que no quieren 
tener otro hi jo en 10s dos proximos afios. Se puede ver que la 
mayoria de ellos desea un servicio de planificacibn familiar. 

Con relacidn a1 total de mujeres encuestadas el porcentaje 
disminuye a1 77% (21412771, el mismo que es levemente m5s elevado 
que 10s datos encontrados para mujeres del altiplano, area rural 
con bajo nivel de intruccidn (67%) en una encuesta realizada en 
1989 a nivel nacional ( 5 )  

(5) Eocuesta nacional de Denografia y Salud (ENDSA) 1989, INEIOHS, 1998 
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Tabla A.8.12 Distribucidn de las Madres de Nifios menores de 24 
meses segun s i  desea que el proyecto ofrezca algun metodo 
anticonceptivo. Proyecto Supervivencia Infantil del Consejo de 
Salud Rural Andino. Area Ancoraimes. Octubre de 1 9 9 3 .  

Desea I Freq Percent Cum. 

A . 9 .  IMAGEN DEL PROGRAMA DE SALUD 

La presente seccidn se refiere a la imagen del hospital, seg6n las 
las madres entrevistadas. 

La Tabla A . 9 . 1  muestra las atenciones recibidas por las familias 
con niiios menores de dos aiios de la zona. 
Un 72.6% de las madres refirid haber recibido algun tipo de 
atencibn del equipo de salud. La atenci6n recibida con mayor 
frecuencia fue las actividades preventivas de peso talla o 
vacunaci6n en concentracibn, seguidos de visitas domiciliarias. En 
la Encuesta Basal 92 solo el 35% de las madres referia haber 
recibido alguna atenci6n del equipo de salud. . 

Tabla A . 9 . 1  Tipo de atenci6n recibida por la madre o alguno de sus 
familiares en el afio previo. Proyecto Supervivencia Infantil del 
Consejo de Salud Rural Andino. Area Ancoraimes. Octubre de 1993. 

Atencih I Freq Percent 

Consulta en el puesto de salud comunitario 
Consulta en el hospital 
Consulta del personal de salud a su dom. 
Visita domiciliaria 
Peso talla o vacuanci6n en concentraci6n 
Ninguna 
.................................................. + ---------------- 
Total de Madres 1 277 100.0% 

La Tabla A . 9 . 2  La proporci6n de madres que calificaba la atenci6n 
como buena se increment6 en relacidn a lo obtenido en la Encuesta 
9 2  (61%). 
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Tabla A.9.2 Calificacidn de las madres de niiios menores de 2 4  meses 
de la atenci6n recibida de parte del proyecto. Proyecto 
Supervivencia Infantil del Consejo de Salud Rural Andino. Area 
Ancoraimes. Octubre de 1 9 9 3 .  
Calificaci6n I Freq Percent Cum. 
- - - - - - - - - - - - - -+-- - - - - - - - - - - - - - - - - - - - - -  

Exelente I 1 3  6 . 3 %  6 . 3 %  
Buena 1 1 7 6  8 5 . 8 %  9 2 . 1 %  
Regular 1 1 1  5.4% 9 7 . 5 %  
Mala I 5 2 . 4 %  1 0 0 %  
- - - - - - - - - - - - - -+- - - - - - - - - - - - - - - - - - - - - - -  

Total I 205 1 0 0 . 0 %  

Prioridades Comunitarias en Salud 

Un grupo del personal trabaj6 en analizar las respuestas en la 
encuesta sobre "icuales son sus sugerencias para mejorar la salud 
en su comunidad?". Los resultados de esta pregunta fueron las 
siguientes: 

Tabla A . 9 . 3  Sugerencias de Madres en la Encuesta para Mejorar la 
Salud en la Comunidad (n=277) 

Sugerencia Ndmero Porcentaje 
.................................. -------------  ---------------  
MAS o mejor atenci6n 1 4 4  4 3 . 6  

a. Vacunar a 10s nifios 3  4 1 0 . 3  
b .  Que venga a las comunidades 

a curar 3  1  9 . 4  
c. Un puesto o personal de 

salud permanente en la corn. 2 9  8.8 
d. Visitas domiciliarias 1 4  4 . 2  
e. Mas atenci6n a 10s niiios y 

a las madres 8  2 . 4  
e. MAS atenci6n para mayores de 

edad 4 
g. Mas atenci6n en general 2 4 

Medicamentos 83 2 5 . 2  
Capacitaci6n 3  7 1 1 . 2  
Planificaci6n Familiar 2 6  7 . 9  
Saneamiento Ambientallhigiene 2 0  6 . 1  
Alimentos o alimentarse bien 1 6  4 . 8  
Medicina tradicional 4 1.2 
---- ---------- ------- ------ -- ----- - ---- - ........................... 
TOTAL DE RESPUESTAS 3 3 0 100% 

A.10 INDICADORES CLAVE 

La Tabla A.10.1 muestra 10s Indicadores clave propuestas por la 
Universidad de John Hopkins ( 9 )  en junio 1 9 9 2 ,  las metas propuestas 
para 1 9 9 3 ,  10s indicadores clave en octubre de 1 9 9 3  y la meta 
propuesta para 1 9 9 6  a Noviembre de 1 9 9 3 .  
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B.l INDICADORES CLAVE 

Tabla B . 1 : l  .-Resumen de Indicadores Clave del Proyecto de 
Supervivencia Infantil. Consejo de Salud Rural Andino. Area 
Ancoraimes. Estudio Linea de Base Junio 1 9 9 2 ,  Metas propuestas 
hasta Octubre de 1 9 9 3 ,  Evaluacion Final Octubre 1 9 9 3  y Metas 
preliminares y propuestas para 1 9 9 6 .  

Edad de la madre 
c18 afios 
>35  afios 

Lactancia Materna 
y Alimentaci6n Infantil 

1 )  $3 de nifios menores de 
2 4  meses que recibier6n 
pecho durante la primera 
hora despues del 
nacimiento. 

2 )  % de nifios menores de 
4 meses a 10s que la madre 
refiere dar LME. 

3 )  % de nifios entre 5  y 9  
meses que reciben alimentos 
solidos y o semisolidos 
segun la madre. 

4 )  % de nifios entre 1 8  y 2 3  
meses que continua LM. 

4a) % de madres que dicen 
cocinar con sal yodada. 

4b)% de madres que da 
biber6n a su nifio. 

1 9 9 2  

0 . 4 %  
3 3 . 0 %  

2 3 . 1 %  

3  9% 

5 6 . 3 %  

2 9 . 3 %  

Meta 9 3  Oct 9 3  

0 . 4  % 
2 8 . 9 %  

Meta 9 6  

3 2 . 9 %  I I 

6 7  % 

8 2 . 4  

7 3 . 7 %  

2 6 . 3 %  

3 9 . 7 %  



1 Crecimiento y Desarrollo 
5) % de niiios de 12-23 
meses que tiene 3 o m6s 
controles de peso en 10s , doce meses previos. 

1 6 )  % de nifios que tiene 1 Carnet de Salud Infantil 
I 
I Inmunizaciones 

Acceso a1 PA1 
i 7 )  % de nifios entre 12 
y 2 3  meses que recibi6 
DPT1. 

8) % de niiios entre 12 y 23 
meses que recibi6 OPV3 

9 )  % de nifios entre 12 y 23 
meses que recibi6 vacuna 
antisarampionosa. 

10) Porcentaje de abandon0 
(DPT) 

l0a) % de nifios con esquema 
de vacunaci6n completa. 

Enfermedad Diarreica A ~ u d a  

11) Prevalencia de la 
Enfermedad diarreica aguda 
en las dos semanas previas 
a la entrevista. 

Ila) % de nifios que recibi6 
gual cantidad o m5s 
-1actancia materna 
-1iquidos 
-alimentos durante la 
diarrea. 

12) % de las madres que 
saben como preparar el 
sobre. 

12a)% de nifios menores de 
24 meses con diarrea en las 
dos filtimas semanas que re- 
cibier6n SRO. 
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Control de Neumonia 

1 3 )  Prevalencia de I R A  % de 
nifios con tos fuerte y 
dificultad respiratoria en 
las ultimas dos semanas. 

13a) % de madres que buscan 
ayuda cuando su hijo 
presenta tos y dificultad 
respiratoria. 

1 3 b ) %  de madres de nifios 
con tos y dificultad 
respiratoria que busc6 
ayuda del personal de 
salud. (Personal del Centro 
mis promotores). 

1 3 b ) %  de madres que 
identifican signos y 
sintomas de peligro 
- Resp. RBpida 
- Cianosis 
- Tiraje 
- No quiere tomar ni comer 

Salud Materna 

1 4 )  % de madres de nifios 
menores de dos afios que 
tienen Carnet de Salud 
Materna de su ultimo hi jo. 

1 5 )  % de madres de nifios 
menores de dos afios que 
tuvieron por lo menos un 
control prenatal, antes del 
nacimiento de su hijo (a) 
segun su carnet de salud. 

1 6 )  % de madres de nifios 
menores de dos afios que han 
recibido por lo menos 2 
dosis de toxoide tetanico. 
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16a) % niiios cuyo cord6n 
umbilical fuk cortado por 
personal de salud. 

16b) % de madres que 
conocen el tiempo correct0 
para esperar que se 
produzca el alumbramiento 

17 % de madres de nifios 
menores de dos afios que no 
esta gestando y no desea 
tener un nifio 10s proximos 
dos aiios. 

17a) % de madres de niiios 
menores de dos aiios que no 
desea o no est5 segura que 
quiere tener hijos 
en 10s proximos dos afios y 
que no usa un metodo 
anticonceptivo. 

17b) % de madres con niiios 
menores de 2 4  meses que no 
desea tener hijos en 10s 
proximos dos afios, o no 
esti segura y que esta 
usando un metodo 
anticonceptivo moderno. 

Imapen del Centro de Salud 

19) % de madres que 
indicar6n haber recibido 
alguna atenci6n del Centro 
de Salud o su personal. 

2 0 )  Proporci6n seg6n el 
tip0 de atenci6n recibida: 
Consulta en el puesto 
Consulta en el hospital 
Consulta a domicilio 
Visita domiciliaria 
Sesiones de Control 
de Crecimiento e 
Inmunizacion 



IV. CONCLUSIONES 

En general se concluye que el estudio, de Octubre, 1 9 9 3  para la 
evaluacibn final CSVI muestra una tendencia creciente a mejorar 
indicadores en relacibn a1 mismo realizado hace 17 meses en Mayo, 
1 9 9 2 .  Es especialmente en actividades desarrolladas por el equipo 
de salud donde se evidencia un avance. Tal es el caso de las 
Inmunizaciones. Monitoreo en el Crecimiento y la Actividad 
Asistencial. Los indicadores de las actividades de tip0 educativo 
que presuponen cambio en las actitudes y prgcticas de la poblacibn 
no registran grandes avances. Esto era de suponerse, por el breve 
lapso entre ambos estudios. Otro aspect0 que ha podido incidir en 
ello es posiblemente que el Proyecto haya concentrado sus esfuerzos 
en desarrollar l a s  actividades, donde se pueden evidenciar 
resultados a corto plazo. El hecho de que el personal no est8 
constantemente en cada comunidad y que 10s voluntarios en muchos 
casos no son multiplicadores de 10s mensajes educativos reforzaria 
las conclusiones anteriormente mencionadas. 

Edad de la madre.- 

Se evidencia un apreciable porcentaje de madres del 8rea Ancoraimes 
que se encuentra en el grupo considerado como de a1 to riesgo lo que 
justificaria tanto el desarrollo de programas de planificacibn 
familiar como de deteccibn y atencion de partos de alto riesgo en 
la zona. 

Lactancia materna.- 

Es aun muy bajo el porcentaje de madres que, da pecho a su nifio 
durante la primera hora del nacimiento. 

El porcentaje de madres que da lactancia materna a sus niiios 
menores de 24 meses en el area Ancoraimes, es elevado pudiendo el 
proyecto concentrar sus esfuerzos en otras actividades. 

La introduccibn muy temprana ( c 4  meses) de liquidos y solidos, es 
una conducta que deberia tratar de evitarse, lo mismo que el 
increment0 progresivo del uso del biberon ya que ambas elevan el 
riesgo de contraer "EDA". 

Crecimiento Y desarrol10.- 

La Cobertura en Tenencia de Carnet de Salud Infantil "CSI", se ha 
incrementado mucho en relacion a 10s porcentajes obtenidos por la 
Encuesta Basal 92, especialmente en 10s niiios que se encuentran 
entre 10s 12 y 23 meses. La Cobertura en nifios menores de 12 meses 
es menor y requiere de concentrar esfuerzos para elevarla. 
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El n6mero de Controles por nifio por afio no se sujeta a las normas. 
Si bien muchos de 10s nifios tuvier6n uno o mas controles, menos del 
10% de lo menores de 12 a 23 meses tuvo 6 controles por afio por 
nifio. 

En general se aprecia un gran increment0 de Coberturas en todos 10s 
tipos de vacuna en relacidn a 10s datos obtenidos durante el afio 
1992. Se observa tambikn la preponderancia de mayor cobertura en 
Comunidades Censadas en relacidn a1 resto del area. A pesar de ello 
se encontro porcentajes bajos en coberturas de inmunizaciones en 
nifios menores de 12 meses. 

Se debe destacar que el porcentaje de niiios de 12 a 23 meses de 
edad con esquema de vacunacidn completa que en 1992 ascendia a 1  
1.5%. actualmente se ha elevado a un 3476, el mismo que supera la 
meta trazada para 1993 (20%). 

Enfermedad Diarrkica Aguda.- 

El porcentaje de madres que contincia con lactancia materna en igual 
o mayor cantidad durante la enfermedad es relativamente alto por lo 
que no representaria una prioridad del proyecto el incentivar esta 
conduct a. 

No sucede lo mi smo con la cont inuaci6n de liquidos en igual o mayor 
cantidad en el transcurso de la enfermedad. Solo una tercera parte 
de las madres da liquidos en igual o mayor cantidad a sus niiios. 
Por la importancia que tiene en la mortalidad por EDA, el 
tratamiento adecuado de la misma, es esta una conducta que deberia 
reforzarse. 

En lo que respecta a la continuacidn de alimentos solidos por lo 
menos en igual cantidad a lo acostumbrado, ocurre lo mismo que con 
10s liquidos, solo una tercera parte de las madres da solidos en 
igual o mayor cantidad a su nifio durante la diarrea. Teniendo en 
cuenta que en la muestra tan solo el 6% de todos 10s casos de niiios 
con diarrea correspondio a madres de niiios menores de 4 meses, esta 
conducta deberia reforzarse. 

En general se observa que no hay reconocimiento claro de 10s signos 
y sintomas asociados a la gravedad de "EDA". Se habla mas de 
sintomas generales e inespecificos. Ello podria deberse en parte a 
la forma en que se formu16 la pregunta, en parte a que la 
explicaci6n etimol6gica y causal de las causas tradicionales 
relacionadas a la diarrea difiere en mucho de la explicaci6n 
occidental a1 respecto. 



Con relacirjn a la difusirjn masiva de las Sales de Rehidratacion 
Oral a lo largo y ancho de las comunidades del area, se evidencia 
que en el transcurso del pasado afio no se realiz6 mucho a1 respecto 
ya que el porcentaje de madres que oyo hablar sobre las SRO se 
mantuvo inal terado. Donde hub0 una mejoria fue en el porcentaje de 
madres que utilizaba y preparaba correctamente el SRO. Ello indica 
actividad educativa del personal de salud a1 respecto. 

C o n t r o l  d e  l a  Neumonia.- 

Si bien el porcentaje de madres que pide ayuda a1 personal de salud 
se ha incrementado mucho en relaci6n a 1992. Aun persisten y en 
n6mero muy elevado las madres que no reconocen 10s signos de 
peligro de la neumonia, lo que les estaria impidiendo actuar 
oportunamente. Generalmente se mencionan sintomas muy generales y 
muy inespecificos. A1 igual que para el caso de EDA, podria deberse 
tanto a 1  mod0 de formulaci6n de la pregunta como a la divergencia 
de explication etimologica y causal entre ambas culturas, la 
occidental y la tradicional. 

Salud Materna.- 

Segun 10s resultados obtenidos el programa que mas apoyo 
necesitaria es el referido a la mujer en edad fertil. 

Una necesidad tal vez no percibida se constituye en la atenci6n del 
parto por personal de salud ylo parteras capacitadas. Ya que una 
mayoria de 10s partos son atendidos por familiares femeninos o 
vecinas no capacitadas en la atencion de parto limpio y detecci6n 
de casos de alto riesgo. 

Una tercera parte de las madres refiere el conocimiento correct0 
con relaci6n a cuanto tiempo esperaria a que salga la placenta 
antes de pedir ayuda. Ademas de ser una pregunta que mide 
conocimiento, esta pregunta a1 parecer no fue muy bien comprendida 
por las madres, lo que le restaria validez a la respuesta. 

TambiCn dentro de las necesidades no percibidas de la poblacidn se 
encuentra la asistencia a1 control prenatal, solo 3 de las 2 7 7  
madres tenia un Carnet de Control Prenatal y de estas solo 2  tenian 
dos o mas Controles Prenatales. Esto podria deberse por un lado a 
que en el area no se tiene aun un Programa de PPP (Prenatal, Parto 
y Puerperio) difundido en todas las comunidades. Otra posible 
explicacidn se encontraria en las barreras culturales, como ser, la 
costumbre que motiva a las mujeres a tener 10s nifios en la casa, 
rodeadas de sus familiares representando para ella el hospital un 
lugar extrafio, que las aleja del ambiente familiar. 
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La actividad que se destaca por la cobertura alcanzada, en el area 
es la administracibn del Toxoide Tetanico, a mujeres en edad 
fertil. Algo mis de la dkcima parte de las madres entrevistadas 
recibier6n por lo menos una dosis. Se mejorardn ostensiblemente 
las coberturas con relaci6n a 1 9 9 2 .  A pesar de ello y como durante 
todo el desarrol lo de la encues ta es el componente educat ivo el que 
debe reforzarse, son muy pocas las madres quienes conocen el porque 
y el para que de esta vacuna. 

Una necesidad muy sentida por la poblaci6n es la demanda por 
servicios de Planificacidn Familiar. La gran mayoria de las madres 
desea estos servicios. 

Imagen del Pronrama de Sa1ud.- 

El porcentaje de madres que no recibier6n ninguna atencion del 
Hospital disminuy6 de 65% en 1 9 9 2  a tan solo 27% en 1 9 9 3 .  A travks 
de este indicador se percibe la creciente aceptaci6n del servicio 
de salud por la poblaci6n. 

Otro aspect0 a destacar es el hecho de que muchas de las 
actividades del equipo de salud mencionadas por las madres son de 
tipo preventivo y no asi curativo, enmarcandose de esta manera 
dentro la Estrategia de Atencibn Primaria. 

V. RECOMENDACIONES 

Se recomienda en forma genera1,la retroalimentacibn sistemAtica de 
toda la informaci6n obtenida en este estudio a la comunidad a 
travks de sus diferentes instancias y organizaciones. Esta 
retroalimentacidn deberia ser paulatina (No a todas las comunidades 
a la vez), buscando sobre todo el cumplimiento y seguimiento de 
actividades relacionadas con la salud que a partir de esta 
presentaci6n se planteen con una comunidad. 

Las preguntas referidas a 10s conocimientos de las madres, 
especialmente las que fuer6n preguntadas en condicional, 
presentar6n problemas de entendimiento y en algunos casos hasta de 
comprensi6n del sent ido, por lo que se sugiere, que 10s indicadores 
a1 respecto se 10s mida o se 10s trabaje mejor a partir de grupos 
focales en las comunidades. 

Edad de la madre 

Para poder captar mejor a 10s grupos de alto riesgo se sugiere 
el trabajo continuo con 10s 6ltimos cursos en 10s colegios, o 
en su defecto, la preparaci6n y seguimiento de 10s profesores 
encargados de la materia de biologia. 

Se sugiere la implementacibn de visitas domiciliarias selectivas 
a las mujeres > de 35 aAos trimestralmente, asi como el trabajo 
educativo relacionado a1 riesgo obstetric0 con sus familias. 



Lactancia materna 

Los conceptos educativos relacionados a incrementar 10s porcentajes 
de niiios < de 24 meses que son alimentados adecuadamente podrian 
transmitirse a traves del desarrollo de cursos de cocina en base a 
alimentos del lugar. El incentivo hacia cambios de actitudes y 
practicas mejores, podria fomentarse a traves de participacibn en 
las ferias semanales del 5rea con actividades recreativo educativas 
ylo productivas a cargo de las propias madres capacitadas. 

Crecimiento y Desarrollo 

Con el objetivo de mantener la tendencia creciente de coberturas en 
crecimiento y desarrollo, se debera asegurar un sistema de 
provisidn de insumos (Carnets de Salud Infantill, de no ser posible 
a travks de la direccidn distrital, buscando otras instancias 
estatales o privadas, que mediante Convenio provean a1 Consejo de 
este instrumento. 

El equipo de salud debera desarrollar un sistema de Control de 
Calidad que asegure no solo el mejoramiento del Sistema de 
Informacidn, sino tambiCn el cumplimiento de las normas 
relacionadas a la frecuencia de pesaje a nifios menores de dos aiios 
y dentro de este grupo especialmente a 10s nifios menores de un afio. 

Inmuni zaciones 

Es imprescindible para mantener las coberturas de vacunaci6n en 
tendencia ascendente, fuera de asegurar insumos, asegurar una 
explicacidn adecuada a cada madre de un niiio menor de dos aiios 
sobre las bondades, per0 tambiCn las limitaciones de las vacunas. 

Se sugiere para mantener coberturas en menores de 12 a 23 meses, la 
capacitaci6n y el monitoreo estricto de 10s voluntarios mas 
destacados. El equipo de Salud deberi preocuparse por implementar 
un Programa de Garantia de Calidad que tienda a terminar con 
esquema completo a niiios menores de un afio. 

Enfermedad Diarreica Aguda 

En este Programa se deberia hacer Cnfasis en que las madres 
reconozcan 10s sintomas de peligro de la diarrea y actuen adopten 
la conducta adecuada. Tal vez la mejor manera de encontrar una 
forma de comunicaci6n adecuada con las madres podria salir del 
trabajo con grupos focales. 

En relaci6n a1 tratamiento, se deberri hacer hincapie en que es 
necesaria la ingesta de liquidos en mayor cantidad a 10s 
acostumbrado asi como la ingesta de solidos igual a lo acostumbrado 
duranteel transcurso de la enfermedad. Este mensaje se lo deberia 
transmitir a todas las madres cuyos niiios tengan un episodio de 
diarrea. 

EICUESTA DE COBERTURAS DE SERYlClOS UATERUO IHfhRTILES, COllOClYlERTOS Y PRACTICAS MTERMS 



Con respecto a las Sales de Rehidratacidn Oral, se podria iniciar 
una campaiia de difusidn masiva solo y solo si se tienen la 
provisidn de insumos asegurada. El capacitar a un voluntario por 
comunidad para esta actividad con el respectivo seguimiento podria 
mejorar la accesibilidad a1 respecto. La difusidn de otros 
preparados locales con similar composicidn quimica a las sales, 
solo tiene sentido si su provisidn est6 garantizada en el futuro. 

Infecciones Respiratoria Anudas , 

En este Programa se deberia hacer enfasis en que las madres 
reconozcan 10s sintomas de peligro de la neumonia adopten la 
conducta adecuada. Tal vez la mejor manera de encontrar una forma 
de comunicacion adecuada con las madres podria salir del trabajo 
con grupos focales. 

Para asegurar el tratamiento y referencia adecuada de 10s casos de 
Neumonia se deberia capacitar, proveer de insumos y monitorear 
estrictamente a por lo menos un voluntario por comunidad. 

Salud Ma terna 

Para poder responder en primera instancia a la demanda de servicios 
de planificaci6n fami liar se recomienda sobre todo asegurar el 
aprovisionamiento continuo, de insumos para este programa. Para 
ello se podria buscar la firma de convenios tanto a nivel estatal 
como privado. En segunda instancia se sugiere designar a una 
persona responsable del programa, que previa capacitaci6n y con el 
constante apoyo de la direcci6n ejecutiva, prepare un plan anual de 
trabajo y monitoree el desarrollo del mismo en coordinacidn con 
todo el equipo. 

La importancia de poder responder a esta demanda concreta y urgente 
de la poblaci6n mueve a pensar en que seria muy importante incluso 
para el trabajo en la atenci6n de prenatal. parto y puerperio 
buscar el apoyo de aquel grupo de personas que segiin el presente 
estudio es el que con mayor frecuencia atiende 10s partos en una 
comunidad, pudiendo ser este grupo de personas el nexo entre el 
servicio de salud y la comunidad. 

Para el seguimiento de pacientes de alto riesgo obstktrico asi como 
la atencion de parto limpio a domicilio se sugiere capacitar a las 
personas que con mayor frecuencia atienden partos en la comunidad, 
implementando posteriormente para su seguimiento un sistema de 
referencia y contra referencia. 

EffCUESTA DE COBERTURAS DE SERYICIOS MTERHO IHFAUTILES, COHOClYlEUTUS Y PRACTICAS U A l E R M S  



Imagen del Programs.- 

Para mejorar aun mAs la imagen del Hospital en el Area se sugiere 
mejorar la calidad de 10s servicios, a traves del reciclaje mensual 
del personal complementando ello con un Sistema de Supervisi6n que 
permita documentar 10s avances y retrocesos del mismo. 

Por otro lado se hace imprescindible la salida mas frecuente y m6s 
sistematica del personal medico a las comunidades. 



V I .  T A B U L A C I O N E S  



CASAS CENSADAS EN CWUNIIIADES POK EL PKIIYECTO EN PINGIWIMES 
Current select  ion: MIMCASAoB or MIJMCATA- "8" 
COMUN I DAD I Freq Perc 
--------------------------+------------ 

Ancoraimes I 
I 9 14. 

CH I RAYA I 
I 1 1- 

B e  j epampa I 
1 1 1. 

Cnuntamarca I 
I 9 14. 

Corpo Grande I 
I 10 16- 

I spay a Luquimblwa I 
I 4 6.  

I spaya Tocali I 
I 9 14- 

Pocoata I 
I 18 16. 

SUNTURATA t 
I 5 8.  

Sunturat a I 
I 3 4. 

--------------------------+------------ 
Total 1 61 108. 

Agahoco 
CH I RAYA 
CHI RAYA I NCAKATtJkAPI 
Caj i a t a  Grande 
Calahuancane 
Cmata Sud 
Chacasia 
Cne j epampa 
Cho j iiapat a 
I s p y a  Luquirrhlaya 
Kolani 
LLo j l l a t a  
Lacaya 
Laymini 
Limancachi 
Lochrocachi 
Lugaraya 
Maqui lay% 
Pacharia 
Pacoma 
SUNTURATA 
Sallcapmpa 
TURRIN I 
V i l l a  Caj iata 
ZAMORA 
------------------------------------------------------+------------ 

Total I 216 100. 



MADRES SEGIJN T;HUPE) ETPAEO 

NIROS SEGUN GklJPO ETAHE0 

GRUPN I NO : Freq  Percent Cum- 
-------------+----------------------- 

0 A 11 f 143 51-691 51.6% 
12 A 23 : 134 48.4% 100.0% 

-------------$----------------------- 

Total f 277 188.091 



CC01CSI f Freci Percent Om. 

Sum = 588-00 
Mean - - 2- 12 
Standard deviation = 1.43 

Tenencia. del  tLrnet de Salud Infa.nti1 se& g.reu.p etareo 

Chi square = 19 - 48 
Degrees of freedom = 3 

p value = 0.00821749 c--- 

Current selection: CC@lCSI= 1 03 tX8 1CS I=2 



10 - < 11 I 
I 0 2 2 
I 4- 

5 1 
11 - < 12 I 0 3 L 3 1 
12 - < 13 I 

I 0 5 4 2 0 
13 - < 14 I 

I 0 7 3 1 0 
14 - < 15 I 

I 0 7 1 1 0 
15 - < 16 L 43 1 1 3 3 
16 - < 17 I 

I 0 3 3 1 3 
17 - < 18 I 

I 1 0 2 5 2 
18 - < 19 I 

I 0 3 1 2 0 
19 - < 20 I 

I 0 1 4 2 0 
20 - < 21 I 

I 0 4 1 4 0 
21 - < 22 I 

I 0 1 5 2 1 
37 - < 23 I - I 0 1 0 1 0 
23 - < 24 I 

I 0 1 0 2 1 
----------------+------------------------------- 

Total f 1 72 46 43 13 

CC2VECES 
GRUPEDHTNO I 8 11 1 Total 

00 - < 01 I 
I Q 0 1 2 

01 - < 02 I 
I 0 0 1 9 

62 - < 03 I 
I 0 0 1 6 

03 - < 04 I 
I 0 Q f 6 

84 - < 05 I 
I 0 @ f 9 
I 
1 0 @ 1 85 - < 86 2 

06 - < 07 I 
I (3 0 1 3 

@7 - < 08 I 
I 0 0 1 6 

85 - < 09 I 
I 0 0 1 7 

09 - < 10 I 
I 0 0 1 10 

18 - < 11 1 
t 0 0 f 11 

11 - < 12 I 
I 0 0 1 10 

12 - < 13 I 
I 0 0 1 12 

13 - < 14 I 
I 0 @ 1 12 

14 - < 15 I 
I 0 0 1 9 

15 - < 16 I 
I 0 0 1 8 

16 - < 17 I 
I 0 0 f 11 

17 - < 18 1 
I 0 0 I 11 

18 - < 19 I 
I 1 0 f 8 

19 - < 20 I 
I 0 1 : 8 

20 - < 21 I 
I 0 0 1 10 

31 - < 22 I - I 0 0 : Y 
22 - < 23 I 

I 0 0 t 4 
23 - < 24 I 

I 0 0 : 4 
----------------+-------------+------ 

Total 1 1 1 1 187 

An expected value is < 5- Chi square not valid- 
Chi squape = 253.41 

Degrees of freedom = 207 
p value =.0-0t30(30(300 <--- 

Current selection: CC=r.IlCSE=l OR CCOlCSI=2 



An expected value is .. 5.  (%i square not valid. 
Chi scluawe = 1(3 - 74 

Degrees of freedom = 9 
p value = 8 - 293998013 

Ha; 
GRUPE DH IN0 f B I f Total  

----------------$-------------$------ 

00 - < 01 I 
I 0 2 1 2 

01 - < 02 I 
I 3 6 f 9 

02 - < 03 I 
I 1 5 ! 6 

03 - < 04 I 
I 0 6 1 6 

04 - < 05 I 
I 1 8 I 9 

05 - < 06 1 
I 8 2 I 2 

06 - < 07 I 
I 1 2 1 3 

07 - < 08 I 
I 0 6 : 6 

08 - < 09 I 
I 8 7 f 7 

09 - < 10 1 
I 8 143 f 10 

10 - < 11 1 
I 0 11 : 11 

11 - < 12 I 
I 1 9 I 10 

12 - < 13 I 
I 0 12 f 12 

13 - < 14 I 
I 1 11 f 12 

14 - < 15 I 
I 1 8 ;  9 

15 - < 16 I 
I 2 6 f 8 

16 - < 17 I 
I 1 l r 3  f 1 I 

17 - < 18 I 
I C3 11 f 11 

18 - < 19 I 
I 0 8 I 8 

19 - < 20 I 
I 2 . 6 1  8 

20 - < 21  I 
I 1 9 f 10 



21 - < 22 I 
I 0 9 f 9 

22 - < 23 I 
I 0 4 1 4 

23 - < 24 I 
I 0 4 f 4 

----------------+-------------+--------- 
Total 1 15 172 1 187 

An expected va.lue is .: 5, Chi square not valid. 
Chi square = 25.66 

Degrees of freedom = 23 
p value = 0-317136375 

Current selection: CCX31CSI=l OK (=t33lCSI=2 

3u; 
GHUPNINO f B 1 1 Total 

-------------+-------------+------ 

0 A 11 I 
I 7 7 4 :  81 

12 A 23 I 
I 8 98 ) lc36 

-------------+-------------+------ 

Total I 15 172 1 187 

Single Table Analysis 
Odds r a t i o  1.16 
Cornfield 95% confidence l i m i t s  f o r  OR 8 - 35 a: Ok (: 3-76 

Relative r i s k  of ( B Q k B )  fo r  (GRUPNIMkB A 11) 1- 15 
Greenland, Robins 95X cunf - l i m i t s  f o r  KB 6 -  43 RR ,< 3-83 

(Binmetrics 1985;41:55-68) 
Ig-nore re la t ive  r i s k  i f  case control ~t13~r1.y. 

Chi-Squares P-values 
----------- -------- 

Uncorrected: 8-137 8 - 7!3476508 
Mante 1-Haensze l : 8.W (3 - 71353236-3 1 
Yates corrected: C3 - 08 0,998I348i39 

NIMX CON FOLIO IHICIAL (@=No l=Si) 

Current selection: I331 lCS 1 = 1 OR CX.43 1CSf =2 

Sum - - 37 - 00 
Mean - - 0.20 
Standard deviation = .0,40 



Current select  ion: (33!llCSF= 1 OF: CC01CSI=2 

Current selection: CC43UXI= 1 OR (X@lCSI=2 



Total 1 150 37 1 1137 

An expected value is s:: 5 -  Chi sqw:re 
Chi square = 71- 713 

Degrees of freedom = 23 
r, value = 0-0@880000 C--- 

I 
Single Table Analysis 

Odds ratio 
Cornfield 95% confidence limits for OH 

riot valid. 

I Relative risk of (RlLIOI=B) for (GRtTPLJIfJW3 A 11) Q-72 
Greenland, Robins 955% con£- limits for RK 0-GB < RR < 0.85 

(Biometrics 1985;41:55-l33) 

I Ignore rela.tiiv risk if case control study- 

Chi-squares P-values 
----------- -------- 

m Uncorrected: 19,t57 B - 808069 1 Y c  --- 
Mante 1-Haensze I : 19 - 57 0 _ 8UBB0971 a< --- 
Yates corrected: 18. 8f5 0 _ 00802136 c--- 



An expec.ted value is < 5 -  Chi sqi-xam riot valid,  
Chi square = HSL!~? 

Degrees of freeclom = 69 
p value = 0-88888808 <--- 

-------------+-------------------------+------ 
Total  I 17 67 43 60 1 187 

Chi square = 30.84 
Degrees o f  freedom, = 3 

p value = 0-00800135 <--- 



Current selecticsn: CC01CSI=l OK fX@lCSI=Z 

I F F ,  
GRUPEDNINO 1 8 1 2 3 f Total 

----------------+-------------------------+------ 

00 - < 01 I 
1 2 0 8 0 f 2 

01 - < 02 I 
I R 1 8 0 1 9 

02 - < 03 I 
I 5 1 0 8 1 6 

03 - < 04 I 
I 1 3 2 @ 1 6 

04 - < 05 1 
I 4 5 0 0 ; 9 

05 - < 06 I 
i 0 2 0 0 1 2 

06 - < 07 1 
I 0 2 0 1.1 3 

07 - < 08 1 
1 0 5 1 0 1 6 

08 - < 09 I 
I 1 4 2 0 f 7 

09 - < 10 I 
I (3 1 6 3 ! 18 

10 - < 11 I 
I 0 4 1 6 ;  11 

11 - < 12 I 
I 8 5 3 2 f 18 

12 - < 13 I 
I 1 6 3 '2 I 12 

13 - < 14 I 
I 3 5 4 63 f 1'7 

L 

14 - < 15 I 
I 0 7 8 2 i 9 

15 - < 16 I 
I I I 1 5 ; 13 

16 - < 17 I 
I 0 2 3 6 I 11 

17 - < 18 I 
I 1 1 8 9 1 1 I 

18 - < 19 I 
I Q 3 2 3 f 8 

19 - < 20 I 
I 0 2 3 3 f 8 

20 - < 21 I 
I 1 4 8 5 1 143 

21 - < 22 I 
I 1 1 2 5 f 9 

22 - < 23 I 
I 0 1 0 3 f 4 

23 - < 24 I 
I 0 1 0 3 1 4 

----------------+-------------------------+------ 

T o t a l :  29 67 33 581 1/37' 

An expected value is < 5 -  (=hi squa.re not valid 
Chi square = 177. 58 

Degrees of freedom = 69 
p value 0.000863800 <--- 

Current selection: 13=(;?11[=SI= 1 OR C4331CS1=2 

DPT 
GHUPNINO f (3 1 L 3 I T n t d  .-, 

-------------+-------------------------+------ 

0 A 11 I 
I 21 33 15 1 2 :  81 

12 A 23 I 
I 8 34 10 46 1 106 

-------------+-------------------------+------ 

Total 1 29 67 33 58 1 187 

Chi squape = 23.12 
Degrees of freellom = 3 

p value = C3-8C3803017 <--- 



Current selection: WAlCSI= 1 OR CC43lCS1=2 

SARPkfP 
GRUPEDN E NO 43 1 I Total 

----------------+-------------$--------- 

80 - < 01 I 
I 2 0 I 2 

01 - < 02 I 
I 9 0 I 9 

02 - < 03 I 
I 6 0 1 6 

03 - < 04 1 
I 6 0 1 6 

04 - < 05 I 
I 9 0 ;  9 

05 - < 06 I 
I 2 @ f 2 

06 - < 07 I 
I 3 0 I 3 

07 - < 08 I 
I 5 1 1 6 

08 - < 09 I 
I 7 0 1 7 

09 - < 10 I 
1 0 
I '- 

2 1 10 
10 - < 11 I d 9 f 1 I 
11 - < 12 I 

I 3 7 1 10 
12 - < 13 I 

I 2 10 1 12 
13 - < 14 I 

I 5 7 1 12 
14 - < 15 I 

I 0 9 f 9 
15 - < 16 I 

I 1 7 1 8 
16 - < 17 I 

I 2 9 1 11 
17 - < 18 I 

I 2 9 f 11 
18 - < 19 I 

1 2 6 1 8 
19 - < 20 I 

I 1 7 1 8 
20 - < 21 I 

I 2 0 10 
21  - < 22 t 

I 0 9 1 9 
22 - < 23 I 

I 1 3 I 4 
23 - < 34 I 

.d I 0 4 1 4 
----------------+-------------+------ 

Total 1 00 107 1 187 

An expected value is .: 5 -  Chi s w m e  not valid.  
C h i  square = 106- 83 

Degrees of freedom = 23 
p value 0-000(36800 <--- 

Single Table Analysis 





4- Edad a la pue 10s niliias temiaan sus v- segiin la madre 
f4TERVAC f Fre q Percent Cum. 

------------------------------------------+----------------------- 

I ProtegerHa.cJre y ntEor.rr. co-ritratetanoei 3 3  13.7'4 13.7% 
2 Proteger solo a l a  ~narke I 

I 19 (5. :3% 20. EL 
3 Proteger a1 ni-iio recikn nacido t 

1 53 19.1X 39.7X 
4 Otro o no sabe 1 167 3 :y 148. gjg 
------------------------------------------+----------------------- 

Total f 277 1QB-VX 
S w  - - 
Mean - - 3.26 
Standard deviation = 1 .@/3 

6- Madres que saben cuantas hsis son necesarias conixa e l  tgtanos 
Current selection: Ei31CSI= 1 OR CCC31C1-;1=2 
I 6EMBVTT ] Freq Percent C I ~ .  
------------------+----------------------- 

1 Una. I 
I 3 1.1% 1.1% 

2 Dos I 
I 11 4-8% 5.1% 

3 MBs de Dos f 81 29.2% 34.3% 
4 Ningxna. I I 3 1.1% 35.4% 
5 No sabe 1 173 64.6% 108.WX 
------------------+----------------------- 

Total t 187 10B.BZ 



Srm = 1175-00 
Mean - - 4-24 
Standard devia.t ion = 1-67 

Current selection: I333lCSI= 1 OR CC@lCS1=2 

I7CVAC f Freq Percent fh- 

--------------------____------I_____----L----------------------- 

Total 277 l@@.@'k: 

Sum = 843-88 
Mean - - 3.84 
Standard rk-viation = 1-16 

VACUNAS T-T. 

Sum = 127.80 
Mem - - 2.27 
Stmdard deviation = 1.12 



An expected value is .:: 5.  Chi square nut  valid.  
Chi square = 78.61 

Degrees of freedom = 23 
p value = 0.00800000 <--- 

LM09DA 
GRUPNINO I Si No I Total 

-------------$-------------+------ 

0 A 11 1 142 1 f 143 
12 A 23 116 181 134 

-------------+-------------$--------- 

Total 1 258 19 1 277 

Single Table Analysis 
Odds r a t i o  22.03 
Cornfield 95% confidence l i m i t s  for  OR 3.0W < OR .C 457-18* 

*May be inaccurate 



Relative risk of (LM@SM=I) for (GRUFYlINO=0 A 11) 1.15 
Greenland, Robins 95% conf. limits for I3.R 1.87 < RR .:: 1.23 

(Biometries 1985;41:55-68) 
Ignore relative risk if ease control. study. 

Chi-squares ?&values 
----------- -------- 

Uncorrected: 17-55 0,8$862789 c--- 
Mantel-Haenszel: 17.49 0.88802883 <I--- 
Yates corrected: 15.62 0-00087742 <--- 

Current selection: lm@Elda=2 

Sum - - 19 - 8Q 
Mean - - 1.00 
S.t;andard deviation = 8.80 

SOLO NINOS QUE TIEJARON YA HO RECIBEN L4GT-MCIA Pf.4TERHA PER0 
QUE LA RECIBIEROH ALGUNA VEZ 
11- Edad del n& en meses cumdo dejaron de d a r k  Lactancia Haterna 

Current selection: (11u@Elda=2) MI) (Lb.flBBIO=I) 

LMllEBALiIO ) Freq Percent Cim. 

0 I 
I 1 5.3% 5.3% 

14 I 
I 2 18.5% 15.8% 

15 I 
I 3 15.8% 31.6% 

16 I 
I 3 15-8% 47.4% 

17 I 
I I 5.3% 52-6% 

18 I 
I 3 15.8% 68-4% 

19 I 
I 2 10-5% 78.9% 

20 I 
I 3 15.8% 94-7% 

21 I 
I 1 5-3% 108.0% 

-----------+----------------------- 

Total 1 19 
sum 
Mean 
Standard deviation 
Current selection: 

100.0% 
= 311.00 
- - 16.37 
- - 4-52 
(Lm89da=2) AND (LPI10DIO=l) 



m1lEDmIO 
GRUPEDNIMO I 8 14 15 16 17 18 19 20 

----------------+------------------------------------------------ 
10 - < 11 I 

I 1 0 0 0 0 0 0 0 
13 - < 14 I 

I 0 8 0 0 0 8 0 1 
15 - < 16 I 

I 0 0 1 0 0 0 0 0 
17 - < 18 I 

1 0 0 0 I 0 0 0 0 
18 - < 19 I 

I 0 0 0 1 1 0 0 0 
19 - < 20 I 

I 0 1 0 0 0 1 0 0 
20 - < 21 I 

I 0 0 0 0 0 1 0 1 
21 - C 22 I 

I 0 0 1 8 8 0 1 1 
22 - < 23 $ 

I 0 8 0 1 0 1 0 0 
23 - C 24 I 

I 0 1 1 0 8 0 1 0 
----------------+------------------------------------------------ 

Total f 1 2 3 3 1 3 2 3 

An expected value is ..: 5. Chi square not val id.  
C h i  square 70.72 

Degrees of freedom = 72 
p value = 8.88880000 <--- 

Current selection: (lm89da=2) AND (L1Vfl0LlIO=1) 

An expected value is < 5. G%i square not valid.  
Chi square 19.00 

Degrees of freedom = 8 
p value =. 0.01485965 <--- 



1 Ira .  Hora 1 91 32.% 32.9% 
2 1-8 Horas f 77 27.8% 68.6% 
3 M6s de 8 horas 1 186 3 8 %  98 -9% 
4 No recuerda I 

I 3 1 %  100.0% 
------------------+----------------------- 

Total ] 277 100.8% 

Sum = 575.00 
Mean - - 2.08 
Standard deviation = 0.87 

ALIrnACION f NFANTIL 

13- k est5 dando 
13-a Agua,  tk, mates 
Liquidos 

AI 13ALIQ 
GRUPEDNINOlI Si  No Roaabe : T o t a l  

----------------+-------------------------+------ 

C30 - < 01 I I 
I 0 13 1 I 14 

01 - < 02 I I 
I 3 17 B I 20 

(32 - < 03 I I 
I 4 10 8 I 14 

(33 - < 04 I I 
I 5 8 0 I 13 

04 - < 05 I I 
I 7 4 8 I 11 

05 - < 06 I I 
I 3 3 0 I 6 

06 - -< 07 I t 
1 3 2 0 I 5 

07 - < 08 I I 
I 10 1 8 I 11 

08 - < 09 I I 
I 10 2 0 I 12 

(39 - < 10 I I 
I 12 'a 0 I 12 

10 - < 11 I I 
I 11 1 0 I 12 

11 - < 12 I I 
I 13 0 0 I 13 

12 - < 13 I I 
I 14 0 8 I 14 

13 - < 14 I I 
I 13 2 0 I 15 

14 - < 15 1 I 
I 13 0 0 I 13 

15 - < 16 I I 
I 10 1 0 1 I I 

16 - < 17 I I 
I 12 0 0 I 12 

17 - < 18 I I 
I 12 0 G5 I 12 

18 - < 19 I I 
I 11 0 0 I 11 

19 - < 20 I I 
I 11 1 0 I 12 

20 - < 21 I I 
I 14 0 0 I 14 

21 - < 22 I I 
I I1 0 0 I 11 

22 - < 23 I I 
I 4 0 0 1 4 

23 - < 24 I I 
I 5 0 0 I 5 

----------------+-------------------------+------ 
Total 1 211 65 1 1 277 



An expected v a l w  is .C 5 -  Chi square not valid. 
Chi square = 176.99 

Degrees of freedom = 4 6 
p value = 0.00000000 <--- 

Total l 211 

An e-xpected value 
C%i Equare 

Degrees of freedom 
p value 

is < 5. Chi square nut valid.  - - 62. 14 
- - 2 
= 8.00000000 <--- 

A 1  133LEC 
No No S&e : Total 

----------------+-------------------------l------ 

00 - < 01 I I 
I 0 13 1 I 14 

01 - < 02 I 
I 3 17 8 20 

02 - < 03 I I 
I 1 13 8 I 14 

03 - < 04 I I 
I 3 18 0 I 13 

04 - < 05 I I 
I 2 9 0 I 1 1 

05 - < 06 I I 
I 2 4 8 I 6 

06 - < 07 I I 
I 3 2 0 I 5 

07 - < 08 I I 
I 4 7 8 I 11 

08 - < 09 I I 
I 9 3 0 I 12 

(39 - < 10 I 
I 7 5 0 1 12 

10 - < 11 I I 
I 11 1 8 I 12 

11 - < 12 I I 
I 7 5 1 I 13 

12 - < 13 I I 10 4 8 I I 14 
13 - < 14 I I 

I 1 1 4 8 I 15 
14 - < 15 I I 6 7 0 I I 13 
15 - < 16 I I 

I 5 6 8 I 11 
16 - < 17 I I 

I 7 5 8 I 12 
17 - < 18 I I 

I 6 5 1 I 12 
18 - < 19 I I 

I 10 1 0 I 11 
19 - < 20 I I 

I 9 2 1 I 12 
20 - < 21 I I 

I 18 4 0 I 14 
21 - < 22 I I 

I 7 4 0 I 11 
22 - < 23 1 I 

I 2 2 0 I 4 
23 - < 24 I I 5 0 8 I I 5 

----------------$-------------------------+------ 

Total 1 148 133 4 1 277 



An expected value is .:: El .  C%i square not; valid. 
Chi square = 99.42 

Degrees of freedm = 46 
p value = 0.00000000 C--- 

An expected value is .:: 5. C%i square not valid. 
Chi square = 24-32 

Degrees of freedm = 2 
p value = 8.00080552 <--- 

13-c Comida aplastada r, papillas 
AI 13CCOI9 

GRUPEDN INO S i N o  No sabe f Total 
----------------+-------------------------!------ 

00 - c 01 I I 
I 0 13 1 I 14 

01 - c; 432 I 
I 2 18 8 f 20 

C32 - < 03 I I 
I 2 12 8 I 14 

03 - < 04 I I 
I 4 9 8 I 13 

04 - C 05 I I 
I 6 5 8 1 I1 

05 - < 06 I I 
I 2 4 8 I 6 

86 - C 07 I I 
I 4 1 0 I 5 

07 - C 08 I I 
I 10 1 8 1 11 

08 - < 09 I I 
I 12 0 8 I 12 

09 - C 18 I 1 
I 11 1 8 1 12 

10 - < 11 I I 
I 12 0 8 I 12 

11 - C 12 I I 
I 12 1 0 I 13 

12 - C 13 I 1 
I 13 1 8 t 14 

13 - C 14 I 1 
I 15 0 0 I 15 

14 - C 15 I I 
I 12 1 8 I 13 

15 - < 16 I I 
I 18 1 8 I 11 

16 - < 17 I I 
I I1 1 8 I 12 

17 - < 18 I I 
1 9 3 0 I 12 

18 - < 19 I I 
I 9 2 0 I 11 

19 - < 20 I I 
I 1 I 1 8 I 12 

20 - < 21 I I 
I 14 0 8 I 14 

21 - < 22 I I 
I 1 I 8 0 I 11 

22 - .E: 23 I I 
1 3 1 0 I 4 

23 - .E: 24 I I 
1 5 0 0 1 5 

----------------+-------------------------+------ 
Total 1 200 76 1 1 277 



An expected value is < 5.  Chi square not valid. 
Chi square = 177.10 

Degrees of freedom = 46 
p value = 0.88080000 .<--- 

An expected value is (: 5. Chi square not valid. 
Chi square = 49.71 

Degrees of freedom = 2 
p value = 0.88080580 .('--- 

A1 ISTGR4S 
GRUPEDHINC! I P ' a1 NO No Sabe 1 Total 

----------------+-------------------------+--------- 

00 - < 01 I I 
I 0 13 1 I 14 

01 - .(' 02 I 
I 1 19 8 I 20 

02 - < 03 I I 
I 0 14 8 I 14 

(33 - < 04 I I 
I 3 10 0 I 13 

04 - < 85 I I 
I 1 18 43 I 11 

05 - < 06 I I 
I 8 6 8 r 6 

06 - < 07 I I 
I 0 5 0 I 5 

07 - .(' 08 I I 
I 1 15 8 1 11 

08 - < 09 I I 
I 2 15 0 I 12 

09 - < 15 I I 
I 2 18 8 I 12 

10 - .(' 11 I I 
I 7 5 8 I 12 

11 - .(' 12 I 
I 1 12 8 1 13 

12 - < 13 I I 
I 5 9 8 I 14 

13 - < 14 I 1 
I 4 11 0 I 15 

14 - < 15 1 I 
I 4 9 0 I 13 

15 - < 16 I I 
1 4 7 0 I 11 

16 - < 17 I 
I 4 8 8 f 12 

17 - < 18 I I 
I 3 9 8 I 12 

18 - < 19 I I 
I 2 9 0 I 11 

19 - < 20 I I 
I 3 9 0 I 12 

20 - < 21 I I 
I 2 12 0 1 14 

21 - < 22 I 8 
I 5 6 0 I 11 

22 - < 23 I I 
I 1 3 8 I 4 

23 - < 24 I I 
I I 4 0 I 5 

----------------+-------------------------+------ 
Total 56 220 1 1 277 



An expected value is < 5.  C & i  square m t  valid. 
Chi square = 11.43 

Degrees of freedom = 2 
p value = 8.00330252 <--- 



An expected value is c 5.  C?li square not valid. 
Chi square = 27.63 

Degrees of freedom = 23 
p value = 0.23008147 

Single Table .Analysis 
Odds ratio .d- 7' 39 - 
Cornfield 95% confidence limits for  OR 1-31 <: CIR < 4.38 

Relative rislr of (AI13ESAW=l) for (GRWNIMC~=8 A 11) 1-91 
Greenland, Rohins 95% conf. limits for RP 1-25 < IZli <: 2.83 

(Biumetrica 1985;41:55-68) 
Ignore relative rislr if case control study. 

----------- -------- 
Uncorrected: 9-53  €3.  @@2@1679 <--- 
Mantel-Haenszel: 9-58 €4. @@2@54$t7 .;:--- 
Yates corrected: 5.71 @. @[$316447 .<--- 

A 1  14VIVER 
GRUPEDNINO f Si No : Total 



Total l 110 

An expected value 
C h i  square 

Degrees of freedom 
p value 

is < 5. C%i square no t  valid.  
- - 29.18 
- - 23 
= 8.17453931 

Single Table . ka ly s i s  
Odds r a t i o  0.52 
Cornfield 9.3% confidence l i m i t s  for  OR 8.31 OR .<: 0.87 

Relative risk of (AI14VTVER=1) for  (I~RUF1MITaO=8 A 11) 8 -67 
Greenland, Robins 95% conf. l i m i t s  fo r  IZIi 8-58 .r: RR .(: 0.91 

(Biometries 1985;41:55-68) 
Ignore r e l a t i ve  r i s k  i f  case control study. 

Chi-Squares P-values 
----------- -------- 

Uncorrected: 7.83 8.88883471 <--- 
Mantel-Haenszel: 7.88 8.88814934 <I--- 
Yates corrected: 6.39 @-81147971 <--- 



Sum 468.00 
Mean - - 1.69 
Standard deviation = 0.79 

EDl5U2SEM 
GRUPEDNINO f 1 2 3 S I Total 

----------------+-------------------------+------ 

00 - < 01 I 
I 1 13 0 0 I 14 

01 - < 02 I 
I 2 18 0 0 1 20 

02 - < 03 I 
I 1 13 0 8 1 14 

03 - < 04 I 
I 2 11 8 0 l 13 

04 - < 05 I 
I 4 7 8 5 t 11 

05 - < 06 I 
I 4 2 0 0 I 6 

06 - < 07 I 
1 2 3 8 8 i 5 

07 - < 08 I 
I 5 6 0 0 i 11 

08 - < 09 I 
I 4 8 8 0 I 12 

09 - < 10 I 
I 7 5 8 s i 12 

10 - < 11 I 
1 7 5 8 0 1  12 

11 - < 12 I 
1 8 5 0 0 t 13 

12 - < 13 I 
i 5 9 9 S 1 14 

13 - < 14 1s 4 1 S I 15 
14 - < 15 I 

I 6 7 0 8 t 13 
15 - -C I6 I 

I 5 6 0 @ t  11 
16 - < 17 I 

I 3 9 8 8 i 12 
17 - < 18 I 

I 6 6 8 0 I 12 
18 - < 19 1 

1 5 6 QI 8 I 11 
19 - < 28 I 

I 2 8 0 2. I 12 .-> I 

20 - < 21 I 
I 6 8 8 0 I 14 

21 - < 22 I 
I 4 7 8 0 1 11 

22 - < 23 I 
I 0 4 0 8 1 4 

23 - < 24 I r) 
I L 3 0 0 1 5 

----------------+-------------------------+------ 

Total 1 181 173 1 2 1  277 

An expected value is < 5. C%i square not valid. 
Chi square = 185.87 

Degrees of freedom = 69 
p value = 8.08880880 <--- 

EU15U2SEM 
GRUPNINO f S i  No No sahe No responde : Total 



Total. 1 181 100.8% 

Sum 249.00 
Mean - - 2-47 
Standard deviation = 1.88 

Current selection: ED15U2SEM=1 

Sum = 328.00 
Mean - - 3.25 
Standard deviation = 1.49 

Current selection: ED15U2SEM=1 
EDlBALIM : Freq Percent CI-m- 
------------------------------+-------------------------- 

1 Mas I 
I 3 3.0% 3.W% 

2 Igual I 28 27.7% 30.7% 
3 Menos 1 38 37.G'% 68-3% 
4 De j6 de dar I 

I 3 3.8% 7'1-3% 
5 Solo recibe pecho I 

I 29 28.73 180.8% 
------------------------------$-------------------- 

Total 101 100.0% 



Sum = 330.00 
Mean - - 3.27 
Standard deviation = 1.23 

Current selection : ED15U2SE1.1=1 

ED19ATR4T I Freq Percent Cum. 
----------+----------------------- 

0 No ] 77 76.2% 76.2% 
1 Si 24 23.U% 100.8% 
----------+----------------------- 

Total 1 101 100.0% 

Sum - - 24.00 
Mean - - 0.24 
Sta-dard  deviation = 8.43 

Current selection: EU15U2SEM=l 

ED19ETRAT Freq Percent Qm. 
----------+----------------------- 

0 NO ; 92 i71.1:~ 91.1% 
1 Si I 

I 9 8.9% 180.0% 
----------+----------------------- 

Total 1 101 108.0% 

Sum - - 9.00 
Mean - - 8.09 
Standard deviation = 0.29 

Current selection: ED15U2SEM=l 

EDISCTRAT Freq Percent Ctm- 
----------+----------------------- 

r3 No I 97 96.8% 96.0% 
1 Si t 

I 4 4.0% 180.0% 
----------$----------------------- 

Total I 101 100.8% 



Sum - - 4.00 
Mean - - 0.04 
Standard devia t ion = 0.28 

Current se lect ion:  ED15U2SBk1 

E D l S m T  I Frey Percent a m .  

sum - - 1.00 
Mean - - 0.01 
Standard deviat ion = 0 .  10 

Current se lec t ion  : ED15U2SEkl 

Sum - - 41.00 
Mean - - 0.41 
Standard deviat ion = 0.49 

EDISFTRBT I Freq F'ercent Cum- 
----------+----------------------- 

0 No 1 91 90.1% 90.1% 
1 S i  I 

I 10 9.9% 180.8% 
----------+----------------------- 

Total  1 181 100-8% 

sum - - 10.80 
Mean - - 8.10 
Standard deviation = 8.30 



Current selection: ED15U2SEM=1 

EDlSGTRAT I Freq Percent Qun. 
----------+----------------------- 

0 No f 87 66.3% 66.3% 
1 Si ] 34 33.7% 158.0% 

sum - - 34-55 
Mean - - 0.34 
Standard deviation = 0.47 

Current selection: ED15U2SEH=l 
EDlSOTMT ] Freq Percent C~un. 
----------------------+----------------------- 

Hierbas medicinales I 2 - $I% 2 - 
PLANTAS MEDICINALES 1 2 5-9% 8. €% 
Plantas medicinales I 3 8.8% 17.6% 
aba- arroz y rnaizirra I 1 2.9% 20.6% 
agua hervido, sal, ba t 1 2.95 23.5% 
ajayo ,plantas med. I L 1 2.9% 28-5% 
arroz y palta quemado ] 1 2.9% 29-4"Y, 
azucar quernado I 

I 2 5.9% 35.5% 
cebada tostados hervi I 1 2.9% 38-2% 
con plataa medicinale I 1 2.9% 41.2'% 
eucalipto quemado t I 1 2-9% 44.1% 
frescos de hiervas I 1 2.9% 47.1% 
granos quemados pepas 1 1 2.9% 58.0% 
hespina llamdo pescal 1 2.9% 52.9% 
hierbas medicinales f 4 11.8% 64.7% 
hierbas-mate q'chanco I 1 2.9% 87.6% 
llamar a1 ajayo I I 1 2-9% 78-6% 
mate de eizcalipto I I 1 2.9% 73-Y% 
mate de perigil I 

I 1 2.9% 76.5% 
med. fisicos,trap cal I 1 2.9% 79.4% 
pan y arroz quem-pepa I 1 2.9% 82.4% 
pepa de palta,eucalip ] 1 2-9% 85-3% 
plantas med. y peps f 1 2.9% 88.2% 
plantas medicinales f 2 5.9% 94.1% 
plasto hierbas espald f 1 2.9% 97.1% 
sebada quemada I I 1 2.9% 100.8% 
----------------------+----------------------- 

Total l . 34 100.0% 



ED20ACrMED Freq Percent Cum. 

----------+----------------------- 

Total 1 277 100.0% 

Sum - - 49.00 
Mean - - 0.18 
Standard deviation 0.38 

20-b Mahs que piensan que mando tm nikio tiene vamitos esta m n  diarma grave 

ED28BCPIED I Freq Percent Clm. 

----------+----------------------- 

Total  1 277 100.0% 

Sum - - 24.80 
Mean - - 0.89 
Standard deviation = 8.28 

sum - - 90 - 80 
Mean - - 0.32 
Standard deviation 8.47 

20 -e Mahs que piensan que cuando ss nSo tiene la baca seca, 10s ojos hundidos 
Y orina m o  esta con diarrea grave 

Sum - - 
- 

27-00 
Mean - .@.I0 
Standard deviation = 0.30 



20,f Madres que piensan que mando ELI n s u  tiene diarrea pmlongada 
es par que esta grave 

Total 1 277 180.0% 

sw - - 26.08 
Mean - - 8.09 
Standard deviation = 0.29 

20-g Madres que pieasan que cuando su niiio time sangre en l a s  heces 
es por que esta grave 

ED20FCPlED Freq Percent Cum. 

Total 1 277 150.0% 

sum - - 6.00 
Mean - - 0.02 
Standard deviation = 0.15 

20-h Madres que piensan que c u d  su n G o  esta grave mando p i e d  el  apetito 
es por que esta  grave I 
ED20GCMED 1 Freq Percent Cum. 

Sum - - 27.80 
Mean - - 0.10 
Standard deviation = 5.30 

20-1 M a h s  que piensan pue cuando m nEu esta deb51 r, desganado 
es Jlor que esta grave 

ED20HCMEIl I Freq Percent Cum. 



sm - - 
- 49.00 

Mean - 0.18 
Standard deviation = 0.38 

Sun - - 44.00 
Mean - - 0.16 
Standard deviation = 0.37 

Sun = 120.00 
Mean - - 0.43 
Standard deviation = 0.50 

Caquita verde, l l o r a  de ra to  en r a t ~  I 
DIARREA COMO A W A  I 

I 

DIARREA COHTIMUA I I 

DIARRER S E W  I L .  t 
I 

DIARREA SEGUIfjQ COMO AWA I 
I 

De r a to  en r a t o  hace su caquita I 
# 

Diarrea de r a t o  en r a t0  I 
I 

Llora de r a t o  en r a t o  I 
$ 

Llora mucho 1 
1 

Mucha d ia r rea  I 
I 

Mucha diarrea  de r a t0  en r a t o  t 
i 

RESFRIO I 
I 

Susto t 
I 

ayca I 
I 



ayca (para cminar)  I 
I 

ayca, hace caquita r a to  en r a to  I 
1 

caca r a to  en ra to  1 
I 

corsia  ra to  en ra to  I 
I 

cuando empieza a caminar t iene corsea f 
cursia  ra to  en rato I 

1 

demasiado diarrea I 
I 

diarrea aguanoso I 
1 

diarrea como agua I 
I 

diarrea continua I 
I 

diarrea de rato en rato I 
I 

diarrea en ra$o en ra to  t 
I 

diarrea frecuente I 
I 

diarrea f i ~ c u e n t e  medio verde I 
I 

diarrea fuer te  I 
I 

diarrea fner te ,  liquida I 
I 

diarrea ra to  en ra to  I 
I 

diarrea r a t0  en rato l l o ra  mucho I 
I 

diarrea seguida I 
1 

diarrea seyxida r30m 8gp8 I 
I 

diarrea seguido I I 

dolor del estomayo t I 

ha la caqsita ra to  en ra to  I 
1 

hace caquita rato en rato I 
I 

hace caquita ra to  en rato por e l  f r i u  j 
hace caquito ra to  en ra to  I 

I 

hace mucha diarrea I 
I 

hace rato en rato diarrea I 
I 

l e  hace f r i o  I 
I 

1 lora I 
1 

l l o ra  mucho I 
c 

mucha diarrea I 
I 

mucha diarrea rato a pato I 
I 

mucha diarrea rato en rat0 I 
I 

mucha l lo ra  I I 

nino que l lo ra  con diarrea t I 

e l  f r i o  hace caquita ra to  en rato I 
por e l  f r i o  hace caquito r a to  en rato 1 
por ver 10s animales m~zertos I 

I 

puede tener diarrea I I 

yusanos en estomago y larpha I 
I 

ra to  en ra to  hace diarrea I 
I 

res f r io  I 
I 

r e s f r io  e insolacion t I 

su pie1 se  vuelve arrrzgada I I 

susto I 
1 

susto, r e s f r i a  I I 

t iene susto I 
I 

t iene susto o ajayo I I 



20-A-a No sabe 

AED25A1ACC f Freq Percent Ctzn!. 

-----------$----------------------- 

Total  1 277 150.0% 

Sum - - 33. 50 
Mean - - 5.12 
Standard deviat ion = 0.32 

20-A-b fniciar con liquidus 10 pronto p~sible 

BED20BIACC 1 Freq Percent Cum. 

SM - - 14.00 
Mean - - 0.@5 
Standard deviat ion = 0.22 

Sum - - 23.00 
Mean - - 0.08 
Standard deviation = 0.28 

DED20DIACC I Freq Percent Cum. 



swn - - 
- 3.00 

Mean - 0.01 
Standard deviation = 0-10 

EED20ElACC Freq Percent Gun. 
-----------$----------------------- 

0 No 1 234 84.5% 84.5% 
1 S i  I , 43 15.5% 106.0% 
-----------+----------------------- 

Total f 277 100.8% 

Sum - - 43 - 00 
Mean - - 0.16 
Standard deviation = 8-36 

FED20FIACJC I Freq Ftercent C m  . 
-----------+----------------------- 

0 No 1 239 86.3% 86.3% 
1 Si , 1 38 13.7% 100.0% 
-----------+----------------------- 

Total 1 277 100.0% 

sum - - 38 - 00 
Mean - - 0- 14 
Standard deviation = 0.34 

GED20GlACC Freq Ftercent Cum. 

sum - - 6.00 
Mean - - 0.02 
Standard deviation = 0.15 

20-A-h Para 10s liquidos 

-----------+----------------------- 

0 No 268 96.8% 96-8% 
1 Si I I 9 3.2% 160.8% 
-----------+----------------------- 

Total 1 277 100-0% 



Sum - - 
- 

9.00 
Mean - 0.03 
Standard deviation = 0.18 

Sum - - 120.08 
Mean - - 0.43 
Standard deviation = 0.58 

ARROZ QUDiALO D HATE 
Hrroz cocido con sal 
Azucar quemada curno mate 
BGar con yerhas frescas 
CEREALES QUEPWMS COMD CAFE 
CON MATES DE EUCALIYM) 
k n  yatiris 
Envolver con cebada tostada 
Friccionar con mentisan 
GRANO TOSTAX) EHWELTO 
Hacer quemar cebada y pepa de palta coruo mate 
Hierbas calientes 
Hierbas freacas hacen tomar 
Hierbas me di y mates 
Hierbas medicinales 
Hierbas medicinales calentar y envelve 
Hierbas medicinales mate 
Lo hago tomar el suero casem 
MATES CALIEWTES Y HIERBAS 
MATES DE HIERBAS 
Mate de sebada quemada y p p a  de g d t a  



Mates de hierha I I 

PEPA DE PALTA QUDLrlDA Y MOLIDA I I 

PLANTAS HEDI CINALES I 1 

Pepas de pa l ta  aqua de arroz I I 

Pepas de pal ta ,  mates de yerhas I I 

Plantas medicinales I 
I 

Puedo dar mate I I 

SAL TOSTAD3 CrCM AGUA HERVIDA t i 

Sal hervida y azucar I 
I 

Suero casero y cebada quemada I I 

TOMAR HERVAS QUE HAY EM EL C,clMFU I I 

Te y mates de eucalipto I I 

Wirbina I I 

YEREAS DEL CCAt.i?Xi I I 

Yerbas medicinales t 1 

Yerbas medicinales , mate I I 

Yerbas medicinales en mate I I 

abas , arve ja  quemada gepa de pal ta  en mate I I 

abono de l a  oveja le hago d o m i r  I i 

acudir a l o s  y a t i r i ~  I I 

agua con s a l  quemado I I 

agua de mate I t 

a m a  de ramos 2 
i 

arroz quemada y cascara de rnodio? I I 

arroz quemado 1 I 

arroz y pan quemado I I 

azucar quemado I I 

azucar quemado y palto de gepa y limon 1 t 

cebada quemada I I 

cebada quemado 8 1 

cebada quemado 57 canela I I 

cebada tostada l o  hare sentar  a1 niEo I 1 

como masage I 
I 

con arroz quemado I I 

con cebada tostada envlzelto 1 I 

con l a  planta medicinal I I 

con l a s  plantas medicinales I 1 

con mentisan I t 

con plantas medicinales I I 

con suero casem I 
I 

curanderos I I 

curanderos y hierbas I I 

dar mate de hierba I I 

dar mates I 1 

envuelve con l a  cebada calentada I I 

eucaliptus I I 

hacer llamar ajayu I t 

hacer quemar pelos-animales ,h- tomar en l i q .  ,Lda f 
harina blanca quemada I t 

hierba medicinales I I 

hierba medicinales, mate 4 1 

hierbas I I 



hierbas ca l ien tes  
hierbas f rescas  que son l a s  eapirlas c m o  mate 
hierbas medicinales 
hierbas medicinales, l lmade  de ajayo 
hierbas medicinales, n~ates  
hierbas,  p e p  de pa l ta  
hiervas medicinales 
llamar e l  animo del  niEo 
l l eva r  ante urn curandero 
10s plantas 17 c;lFialonas 
maiz tostado nolido cmo cafe  
masages 
mate de canela 
mate de coca, eucalipto 
mate de hierbas 
mate de pa l t a  
raate de vervena 
mates ce r i a l e s  s a l  i x ~ ~ e ~ a d o  y hervido 
mates de hierva 
no cura porque t iene  muchos ~ i n o s  
no l e  da nada 
no l e  dio  nada p r o  recupere 
palntas medicinales 
pan quemado 
pan quemado hervido 
pan quemado y con limon 
p m  quemado y maranga qzemado 
p a s t i l l a  supositorio 
pepa de pa l ta  preparada 
pepa de pa l t a  quemada 
pepa de pa l ta  quemada y molida 
pepa de pa l ta  y a rms  ~uemado 
pepa de pa l ta  y masage 
planta medicina 
planta medicinal 
planta medicinales 
plantas medicinales 
plantas medicinales o h i e f i a s  
preparar medicina- caseras 
preparar suero casero 
quemar azucar 
sal  y azucar en tm litro de agua 
sangre de sapa 
sebad quemada 
sebada gram 
sebada quemada 
suer0 casero 
sueros caseros 
yerba medicinales 
yerbas medicinales 



--------$----------------------- 

Total 1 277 I@@.@% 

Sum 390.@@ 
Mean - - 1-41  
Standard deviation = 0.49 

Current selection: EDZlSRO=I 

Sum = 181.88 
Me an  - - 1-10 
Standard deviation = 0.31 

Current selection: EI)21SRO=1 

ED23SRO 1 Freq Percent Cum. 
--------+----------------------- 

1 1 107 65.2% 65.2% 
2 1 57 34.8% 100.0% 
--------$----------------------- 

Total : 164 la@-@% 

Swn 221.00 
Mean - 1.35 
Standard deviation = 0.48 



Current selection: ED21SRO=1 

Sum = 244.00 
Mean - - 1.49 
Standard deviation = 8.50 

Sum = 427.80 
Mean - - 1.54 
Standard deviation = 0.50 

Current selection: C:N25TOS2US=1 

CN26DI FRES 1 Freq Percent Cum. 
-----------$----------------------- 

1 ) 119 93.7% 93.7% 
2 I 

I 8 6.3% 100.0% 
-----------+----------------------- 

Total 127 100.0% 

Sum = 135.00 
Mean - - 1.06 
Standard deviation = 0.24 

Current selection: GW25TOSXJS=1 



CNZ6DI FRES 
GRUPEUNINO I 1 2 I Total 

An expected value is < 5. Chi square not val id .  
Chi square = 37.07 

Degrees of freedom = 23 
p value = 0.03195545 <--- 

Current selection: CIN%TOS%US=l 

CN26DI FRES 
GRUPNIMO I 1 2 : Total 

-------------+-------------+------ 

0 A 11 60 4 1 64 
12 A 23 1 59 4 i 63 

-------------+-------------$--------- 

Total f 119 8 I 127 

Single Table Analysis 
Odds r a t i o  1.02 
Cornfield 952 confidence l i m i t s  f o r  OR 0-  28:t: .(. OR < 5.2W 

*May.be inaccurate 



Relative r isk  of (CN'2GDIFRES=l) for (GF:UPNIMkB A 11) 1-88 
Greenland, Robins 9% cmf.  l i m i t s  for RR 8-91 RF: (. 1.1c3 

(Biometries 1985;41:55-68) 
Ignore relative risk, i f  case co'ritrol stizdy. 

Chi-Squares P-values 
----------- -------- 

Uncorrected: 6-88 6 - 98164371 
Msnte 1-Haensze l : tj, 68 8.9131716ll 
Yates corrected: (3.12 @. 7312 16476 

Sum = 189.00 
Mean - - 1.59 
Standard deviation = 8.49 



sum - - 4.0 
Mean - - 8.08 
Standard deviation = 8.28 

sum - - 4.0 
Mean - - 0.58 
Standard deviation 8.28 

sum - - 11.0 
Mean - - 0.22 
Standard deviation = e.42 



sum - - 5.0 
M e a n  - - 0.18 
Standard deviation = 0.31 

S m  0 
M e  an = 0 
Standard deviation = 8 



sum - - 
- 

14-80 
Mean - 8-29 
Standard deviation = #-46 

CN28HCONS f Freq Fbercent Cum. 

----------+----------------------- 

T o t a l :  1 108.0% 

S m  = 623.00 
Mean - - 5.24 
Standard deviation 4 - 44 

Sum - - 34. @8 
Mean - - 8 -  12 
Standard deviation = 8.33 

c33wrmL BE NELR30NIA 
29-b M a h s  que piden a p d a  cuando su nZo tiene respiration rapida y agitada 
(l=S17 k N O ,  %No respondel 



sum - - 
- 55.00 

Mean - 63-20 
Standard deviation = 8.40 

CN29CSABE I Freq Percent C m  . 

sum - - 1.00 
Mean - - 0.00 
Standard deviat ion = 8.06 

Srm - - 20.00 
Mean - - 8.07 
Standard deviat ion = 8 - 2 6  

CONTROL DE l!fEmc%IA 
29-e Madres que prden ayudta cumdo a su niEo time fiebre- 
(l=SI, @=NO, 9=No respondel 

Sum = 130.00 
Mean - - 0.47 
Standard deviation = 0.50 



COKfROL DE I@UMOHIA 
29-f M a h s  que piden awda cumdo a el. nijiio se ~ p n e  mrado, 
(l=SI, @=NO, 9=Ho responde) 

sum - - 12.85 
Mean - - 0.84 
Standard deviat ion = 5.20 

CN29GSAEE I Freq Percent C L ~ .  

Sum = 232.00 
Mean - - 5.84 
Standard deviat ion = 8.37 

M29HSABE I Freq Percent Cum. 

----------+----------------------- 

Total 1 277 105.8% 

sum - - 19-00 
Mean - - 0.57 
Standard deviat ion = 0.25 

CONTROL DE NEUMONIA 
Madres que piden ayuda cuando a e l  niiio t i ene  tos .  
( l=SI , @=NO, 9=Ho responde ) 



CN28HCON02 I Freq Fkrzsent C1m. 
------------------------------------+--------------------- 
VOMI TO I 

I I 5.3% 5.3% 
desmayo I 

I I 5.3% 10.5% 
dolor de cabeza i 

I 1 5.3% 15.8% 
m i p e  I 

I 1 5.3% 21.~1% 
hojos ro jas  I 

I 1 5.3% 26.3% 
I lora  I 

I 5 26-37; 52.6% 
mucha l l o r a  I 

I 1 5..3% 57.9% 
no duerma 1 

I 1 5.3% 63.2% 
pierde ape t i to  I 

I 1 5.3% 68-47; 
poca lactana I 

I 1 5.3% 73-7% 
reniega y l l o r a  I 

I 1 5.3% 78.9% 
r e s f r i o  I 

I 2 18.3; 39.57; 
ronqmra i 

i 2 18.5% 100.0% 
------------------------------------+----------------------- 

Total f 19 I@@.@% 

S A L U D  M A T E R M A  

Sum = 1088.00 
Mean - - 3.93 
Standard deviation = 0.41 

Current selection: SM38CSM=1 





Mean - - 1.98 
Standard deviat im = (3.72 

------------------+----------------------- 

Total I 226 188.0X 

Sun = 455.80 
Mean - - 1-99 
Standard deviation = 0.71 

sum - - 117.00 
Mean - - 9.80 
Standard deviation = 6-88 

Salud Materm 
38-Madres que verian bien que e l  pmyecto ofrezca af&n mi.todo an.f;iconceytivo 



IMAGEN DEL PROfalBMA. DE: SAUTD 

39-a €be t ipo  de atewidxi recibid del hospital este a&, 
IP39ATENC 1 Freq Perce-r~t Clm. 

0 S i  I 
I 246 88.8% 88 - 8% 

1 No I 
I 31  11.2% I@@. WX 



Sum = 118.00 
Mean - - 0 -  43 
Standard de~ia.-i;ion = B.53 

sum - - 76.00 
Mean - - 8.27 
Standard deviaticm = 0.45 

Sum = 1m6-m.3 
Mean - - 3.85 
Standard deviation = 3 - 08 

IP41SiJGI 
.................................................... 
ALIMENTPS A U I S  NIi4OS PAW PFXITEGEK f3E ENFEF$$EDAD 
ALIMENTAWE Y ASEO PARA NO TEfJEF: EEWEF9YEL)ADES 
AMTDAS PPXA LOS NIf33S Y flAT)KES 
Alinentarse bien con l o  canidor('?) l i m p o s  y la.va.rse 
A 1  imentos 
Asistencia cmntinua a los  comunid;lctes r3.e asi 
Ayuda con medicinas para los niEos 
Ayuda con education sobre glanificacion familiar., 
Ayuda con l a s  medicinas 
Ayuda con l a s  medicina.~ riel H.. Anc.oraimes y v a m m s  
Ayuda de rnedicarnentos, etc. 



CON MEDICAMENTOS I I 

C ~ m o  curarse cumdo no enfermarnos. Education I I 

Como para parto,  colaron queremos medicamentos I 1 

hando l lega a rmestro cumnidad rapido se va I I 

hando  vaymos a1 p ~ e a t o  de sal~zd, D,ahier.i pcdemcs ] 
Curarse bien con 3 limpio 57 tomando medicinas. I I 

Curarse cumdo hay enfern~edad - I I 

Education contimzo sobre l a  salud de todo l o s  I I 

E l  hospital  qne verrga a ui~rarnos para que J I 

En l a  comunidad f a l t a  l o s  enferneros, protegerse i 
En l a  comunidad queremos enseiianza para nosotros 
E s  bueno que nos a p d e n  con medicinas de par te  del  
Falta 10s medicamentos alimentos, y a s i  para e l  I I 

Faltan 10s enfernems que traigan 10s medicinas I I 

Hacer vacimar a l o s  nifios bien, a s i  para poder J I 

Hacer vacunar y mantener con l a s  plantas t I 

Hospital acercarse para hacer uontrolar despzes I I 

I r  a1 hospital  para hacerse vacunar para no I 

La enseBanza de planificacion f m i l i a r -  I I 

Llevar 10s mzrsos de salud. I I 

MAS AYIJDA DEL HOSPITAL I I 

MEDICAMENTO, VACUMAS I I 

MEDI CAMENTOS F W A  LA DI-mEA I I 

Mantenerse limpias, l o s  enfemedades e s  carzsado F o r  
Mas medicmentos y orientaciiSn sobre p lmif ieac ion  1 
Medicamentos para 10s enfernos i I 

Medicina para nosotros y nnestros niiios I t 

Medicinas para l a  familia para v iv i r  sarros t I 

NADA 2 I 

NO DA SU OPINION 1 5 

NO PUEDE DECIR MADA FQRQUE NUNCA RECIEfEIiCiN ATENCIO 1 
NO SrnE 
Ningrlna 
N inguno 
No ... ninguna. 
No hay CoIlio m a  puesto de salud para nosotros. 
No sabe 
Nosotros queremos aliment0 par nuestro h i jo .  
Nosotros queremos alimentos 
Nosotros queremos hacer vacunar a 10s nibs 
Nosotros qneremos l a s  medicmentos 
Nosotros queremos l a s  medicinales del  hospi ta l  
Nosotros queremos 103 medicmentos- 
Nosotros queremos medicamentos para v i v i r  sano. 
Nosotros queremos puesto de salud y tmbien  qne 
Nosotros queremos qrle ayude con l a s  med ic inas  
Nosotros queremos que ayude con l a s  medicinas del 
Nosotros queremos que mas auden con medicinas 
Nosotros queremos que no ajwde con l a  medicina, 
Nosotros queremos que no agwde . 
Nosotros queremos que nos ayuda con las 
Nosotros queremos que nos ayuda del hospi ta l  con 



Orientacion sobre planif  icacion famil iar .  
PIDE AWDA PARA L4 CQffffaIDAD 
PI DE MEDI C.AHENTOS P.AR4 L4 CXIMUN I DAD 
PIDE PLANIFICACIOM FAMILIAR 
PLANIFICACIOM FMIL1.M 
PLAN1 FICACIOM FAMT L1.m Y~~ L4 CCMUNI DAD 
Para no enfermarse g:eremos qlie nos ayuden con 
Para v i v i r  sano de salud qii? t r a iga  medicmentm. 
Para v i v i r  sano en e s t a  comtmidad sobre salizd 
Para v i v i r  sanos con mas medicinas qrze nos alq~deri 
Pedimos n o s o t p ~ s  g~.s,:,~e ~ 3 3  atfer:,d.i:l eil 31 payto 
Pidemos 10s medicamentos de l  hospi ta l .  
PlanificaciOn famil iar  
fosta s an i t a r i a  q m  tiaya en l a  cornmiidad 
Posta s an i t a r i a ,  a s i  tambien que haya mbulancia 
Posta s an t i a r i a  en l a  commidad a s i  w r a  l a  . . 
Protegmos con l a  vacrmaciorr a s i  para x v w  3:: 
h e d e n  venir  a enser?arnos para tale ~i i~a; l los  mejor. 
&' un puesto de salud en l a  comunidad a s i  para no 
QUEREHOS MEDI CmJENTOS 
QUEREMOS UM MEDICO EH EL F'UEBLC) 
QUI SI EW1OS A7fUDA DEL HOSPITAL 
Que curen a nuestros niAos 
Que hay mas curacion que nos den mas medicamento. 
Que haya l a s  posta s an i t a r i a ,  a s i  para v i v i r  mas 
Que haya 10s doctores tambien como m a  costa 
Que haya 10s enfermeros para l a  cornmidad a s i  para 
Que no t r a iga  medicinas y podemos comprar. 
Que nos ayude enseAar para l a  salud. 
Que nos enseiie a l a s  mamas y a s i  para orientamos 
Que podemos ir  nosotros a l a  hospi ta l  o pzesto 
&e pueden venir  l o s  doctores a l a  posta s an i t a r i a  
Que se  construya nn pzesto de salud porque ir hasta  
Que s iga  adelante e l  hospi ta l  
&be venga a ensezar sobre planificacion famil iar  
Que venga e l  doctor y personal salud. 
Que vengan a c w a r  a nuestros h i jos .  
Que veilgan a curar e l  p r s o n a l  de salud &el 
Que vengan a curamos de l  'hospital.  
Que vengan de l  Hospital a curar  a 10s n i b s  
Que vengan lo s  enfemeros a e s t e  lugar p ~ r  qm 
Que v i s i t e  casa par casa e l  personal de salud. 
Queremos atenci6n a 10s enfermos con medicamenton 
Queremos c u r s i l l o  que nos ensefie planificacion 
Queremos l a  atencion de l  Hospital (en) cua lq~&r  
Queremos l a  atenciirn de l  hosp i ta l  para v i v i r  s m u s  
Queremos mas ayuda con e 1 hospi t a l  . 
Queremos mas agruda de l  hosp i ta l  en se rv ic ius  
Queremos medicamentos de l  p ~ e s t o  de salud, 

Nosotros queremos que t r a iga  e l  medicunentos de l  I 
Nosotros quer imos que ayude con l a s  medicinas del 
Orientacion acerca de planificacion famil iar  

54 



Queremos medicamentos para curar a 10s niiius t I 

Queremos medicamentos para n~zestro sal~zd. I I 

Queremos medicamentos para que vivernos sano. I I 

Queremos nosotros que nos enseiie sobre I I 

Queremos nosotros que v e n g a  a m r a r  a l o s  I t 

Queremos nostoros que venga e l  doctor que no ajmde ] 
Queremos orientaci6n sobre l a  salud, qne nos preste 1 
G~erernos que haya medicmentos en e l  hospital  para 
Queremos que haya lm doctor para que nos or iente  so 1 
Queremos que nos de medicamentos para l o s  enferms  
Queremos que nos or iente  sobre planificacion I I 

Queremos que traigan mas medicinas para l o s  niiios y 1 
Queremos que vacrma a nuestro h i j o  para rpe I I 

Queremos que venga doctor de pe~sona l  salud. I I 

Queremos que vengan a curar a 10s enfermos personal t 
Queremos que vengan 10s promutores a pasar c r x r c i l l ~  I 
Queremos LIB c w c i l l o  para planif  icacion famil iar  I I 

Queremos una agwda de medicmentos y sobre I I 

Queremos v i v i r  sanos I 1 

Quizre aj?nda a l o s  nir'ios de salud. t i 

Quiere ayuda alimentos para 109 niiios I I 

Quiere 10s medicmentos I I 

Quier~:  10s nredirs.aentos para 13s i l i . 6 ~ ~  i i 

Quiere saber sobre e l  alimento, como s e  prepara I 

Quiere saber sobrs glanif icaci ih  famil iar  I I 

Quiero que venga c k l  hospit.al y q ~ e  traiga't, i < 

Quiero que venga e l  medico a enseEar sobre 8 I 

Quiero que venga e l  medics para que nos m~e,pueden 
RECIBIR PL4S VACZIIEJAS t I 

SI ABRIB UNA ATEMCIOM PEFPL.1wENTE 1 i 

SI EL PERSONAL F'UELlE VENIX SEGU1M.I A L4 CICi1.RINIFfAIr : 
Saber bien de l a  salud y que medicos rlos pueden t I 

Saber sobre sanemiento b6sico I I 

Sugere no pedir nada. I I 

V i s i ta r  a1 hospital  y redip medicamentos y 6 I 

Yo dig0 que nos t ra iga  mas medicinas F o r  l a  1 I 

Yo quiero por m i  par te  mas apzda sobre l a  sal~zd y ] 
acudir a1 centro de salud para mejorar l a  salrld 1 I 

alimentarse bien 1 I 

alimentarse bien para mejorar l a  vida I I 

atencion a l a s  f m i l i a s  con v i s i t a s  domicil iarias 
atencion a 10s pacientes I I 

atencion constante en l a  comtmidad I I 

atencion personas rnayures y vactmar a niiios olenores I 
ayuda con medicinas del  hospi ta l  I I 

ayuda de 10s medicos y orientacion en l a  salud 1 1 

ayuda del hospital  I I 

ayuda del hospi ta l  para  protege^ l a s  enfernedades I 
ayuda del hospi ta l  que nos d i c t e  c lases  I I 

ayuda del hospi ta l ,  mas con medicamentos l I 

ayuda del hospi ta l ,  medicamentus I 1 

ayuda para l o s  niiios 1 I 



ayuda para mejorar l a  salud I 1 

buena orientation sobre la  salud para v i v i r  smos  I 
controlar  a 10s ninos, vacrmas a toda l a  cornimidad 
controles a 10s ninos y vacmas I 

I 

cuando e s  tamos ediberazadas que t ra igan medicina I 
curarnos con hospi ta l  y can otros.  I 

1 

defenderse de enfermedades I I 

hacer curar  y vacimar para qr~e seamos bierr de salizd 
hacer vacunas a 10s niEos I 

I 

hacerse controles con 10s medicos. I I 

hacerse curar bien todas l a s  f m i l i a s  I I 

ir a1 hospi ta l  para hacerse curar I I 

mantener limpio l o s  l i t renos ,  consmir  agm lirnpio, f 
rnas atenci.cn a l a  eomtwidad I I 

mas atencion con controles a 10s ilirlos con I 
I 

mas atencion de salud a l o s  niiios i I 

mas atencion def hospi t a l  I I 

mas atencion para e l  saluil 1 i 

mas ayuda del  hosp i t la l  I i 

mas pref i e r e  con sus  p r s p i ~ ~  rfiei$ics&%lli;c5.2 e l  l l c ~ p f  
mas v i s i tasn~a  las comrmidades para ver  a 10s niiios f 
rnedicamentos de l  hospital  I I 

rnedicamentos para diarrea  I I 

medicamentos para l o s  niEos I I 

~nedicamentos para ninos 2 
I 

rnedicai-ventos para que crezca 10s nifios t L 

medicinas para no tener ruas h i jo s  8 
I 

mejorar agricrzltura y ganaderia para ccms~mo y vent 
necesi tmos mas aplda con e l  proyecto I I 

no cree en personal de salud, fue defraudado en I I 

nunca consulta a1 centro y no pmdo dec i r  nada I I 

orientation a l a s  nladres para cuidar a l o s  niiios I I 

orientacion a 10s trabajadores def hospi ta l  I I 

para vengan cada mes para que controle a l o s  niiios I 
pedir ayuda a1 hospi ta l  , orientaeion y edueacion I I 

pide atencion medica en l a  comrmidad para toda l a  1 
pide l a  atencion medica para 112s enfermos I I 

pide rnedicamentos I I - 

planifioacion famil iar  I I 

puesto de salud para l a  cornmidad, mediczaentos I I 

qque 10s niiios sean vacrrnados, ipze se constmzya m a  : 
que ayude con l a s  medicinas del  hospi ta l  coma I I 

clue el hospi ta l  nos agmde con e l  personal de salud : 
que el promotor sea mas capacitado para l a  I 1 

yue haya mas control  de salud de criamiento I I 

que haya medicamentos t I 

que 10s medicos nos pueden or ien ta r  y curar  I 
4 

que 10s medicos sigan viniendo a vacrmar 10s niiios t 
que 10s ninos reciban la-  a vaclmas I 

1 

que nos ayude con medicamentos para nnestra salud 
que nos ayuden del  hospi ta l  t I 

que nos ayuden 10s medicos de Ancoraimes con t I 



que tenga e l  personal del  hospi ta l  sealido para l a  f 
que t ra igan medicinas para 10s niiios I I 

que vengan a curar a l o s  ninos y a les abuelos en 1 
que vengan a l a  comunidad y yue t r a i g m  medicina 1 
gue vengan l e s  enfermeros auxi l ios  para atender de f 
que vengan lo s  enfermeros para entrarnos I I 

queremos clases  del  hospital  I I 

gueremos que nos ajwde del  hospitalcon l a s  s~edicina 
queremos que nos mande e l  rnedicamentos del  hospi ta l  f 
queremos que venga 103 doctores para c w a r  y cgze f 
queremos una buena atencion d e l  doctor I I 

quiere l a s  medicinas para l a  salud. I I 

quis iera  que vengan loa doctores a l a  curnunidad I I 

quis iera  que vengan vacwlas i 
I 

r ec ib i r  consejo sobre l a  salud I I 

saniamiento mbientaf , aaza ~ m t a b l e  I 1 

siempre l leva a l a  paz I I 

s o l i c i t a  c i s i t a  medica para planificaeion dfamiliar 
tener  aguas lirnpios y hervidos I I 

un puesto de salud :T a s i  Clara me jorar  de nuestra I I 

un piesto  sanitaria I I 

vacuna domicil i o  I I 

vacunas I 
I 

vactmas para sus h i jo s  y si:! eommidad I , 
vacunas , medicmentos I I 

v i v i r  bien con l a  familia y hacerse vae~sm- a l o s  f 
v i v i r  bien en salud I I 

v i v i r  bien en salud con l a  centro de F o r  par te  t I 

v i v i r  bien s i n  hablar nada I I 



A N E X O  1 

FORMCTLARIO DE ENCUESTA 



CONSEJO DR SALUD RURAL ANDINO 
ENTREVISTA R N  LINEA DE R A S E  - OCTUBRE m93 A N C O R A I M E S  

E n t r e v i a t a  No. Fecha  d e  r e v i s i d n :  1 1 
I 

Fecha cle e n t r e v i s t a :  / / R e e n t r e v i s t a :  / / I 

Cornunidad : 

Hay r16rrjero de l a  casa a la vista? 
I 

Hay [ l l  Ci2.5.1 e a :  
No hay [Z]  

1 . -  T i e n e  (noatre del uito) 81.1 c a r n e t  d e  Salucl I n f a n t i l  u o t r a s  
t a r j e t a s  d e  v a c u n a c i 6 n  e n  s u  c a s a ?  Muestreme [ p o r  f a v o r ] .  
UTXITI WAWAMAN VACUNAT , PISAT PAPELANAKAPAXA 
URACHT'AYTASMASTI. 

C a r n e t  de S a l u d  I n f a n t i l  ( ~ e ~ i f i c a d o )  . [ I ]  
No, p e r o  t i e n e  C a r n e t  cte Salucl I n f a n t i l  en 
e l  p u e s t o  1.1 h o s p i t a l .  C21 
O t r o  documentso cle c o n t r o l e s  de c r e c i m i e n t o  
o  v a c u n a  ( e s p e c i f i q u e ) .  [ 3 I 
No t i e n e  ij.ocument.o . r.43 
T i e n e ,  p e r o  no  s e  pudc~  v e r i f i c a r .  C51 

2 . -  Mire e l  r e g i ~ t r o  o g r g f i c o  d e l  niyio y a n o t e  l a  s i g u i e n t e  
i n f  orrfiac i 6 n  : 
C u 8 n t a s  v e c e s  ha  s ic lo  p e s a d o  e l  nii-io e n  l o s  ult imo:;  12  
meses?  

v e c e s  No h a y  c o n t r o l e s  [ 9 9 ] .  

3 . -  Mire e l  c a r n e t  d e  S a l u d  I n f a n t i l  u o t r o  document.o con 
i n f o r m a c i b n  cle v a c u n a s  y r e g i s t r e  l a  f e c h a  cle cads v a c u n a  
( clia/rr~es/a?io ) . 



A quB edad un niRo te rmina  CUE v ~ c I . I . ~ ~ B ?  
QHAUQHA PHAXSINIRUS M A  WAWAX TAQPACHA VACUNXA 

Sabe U d .  porquci: una mujer embarazada n e c e s i t a  
c o n t r a  e l  Tktanos? 

i .  . . - 
1 

, I 1 ,:. 

TUKUCHXARAPA 

I 

c e r  vacunada 

JUMAX YATATI, KUNATS M A  USURY HARMIX VACUNATAfiAPA TETANOS 
SAT. USUTAKIXA . 

Para p ro tege r  a  l a  madre y r ec i6n  nacido c o n t r a  e l  t 6 t - .  ,dr~os 
L-11 

Para pro teger  s61o a l a  mujer c o n t r a  e l  tk t anos  
C21 

Para pro teger  sb lo  a 1  rec ikn  nacido c o n t r a  e l  tk tanos  
( 3 1  

Otro o  no sabe 
C41 

,CuBntas vacunas c o n t r a  e l  t4 t anos  clebe r e c i b i r  una mujer 
ernbarazada para pro teger  a 1  rec ikn  nacido d e l  tk tanos?  
QHANQHA KUTIS M A  USURI WARMIXA TETANO VACUNA KATUQARAPA JAN 
WAWAN USUNTARAPATAKIXA 

ll 1-1 a  [ I ]  
nos C Z ]  

P l A s  de cdos C33 
N inguna C41 
No zahe C 5 1  

Tiene Od. s u  Carnet de Vacunaci6n? Mu6strerne 
JUMAN UTXTAMTI CARNITI VACUNACIONAMAXA, URICHT'AYTASMATI 

S i  (Verif  icado)  [ I ]  
S i  pero no se  pudo v e r i f i c a r  C 1  
( v a y a  a pregunta 9 ) .  
S i ,  t , iene e n  e l  puesto u  h o s p i t a l  [ 3 ]  
No (vaya a  pregunt.a 9 )  C41 

Mire e l  Carnet, de Vacunaci6n y r e g i s t r e  1 fechas de 
vacunas de  TT 6 UT e n  10s . . . . . . . . . . (  dia/mes/afio). 

E s t &  Ild . dando s u  pecho a (nonbre de l  n i i o )  . ? 
JUMAX WAWAMARU NUffUYASKTATI 

C O N S E J O  D E  B A L U D  R U R A L  A N D I N U  



KUNAPACIIA' l ' ' 1 .XA N A k i A  CJSUSIi'l' A X A  , K U M A  RA'J'UTSA i3UFiKA'l'UYTAXA 
!!l?N!!!X D6L Nlii0) 7 

n. . E .i. C11 
2 .  no ('1 
'-1 (I. no sabe [ 3 ]  

. .  . , . 
i,c e::-:1,6 da~sl:?o l e :c t .~ t l :  i l l_:  v;lc;l, I.5c;k:e e n .  pol.vo, o qi,\e:;o a 

(r~m!~rt  h! r~iik) 
IliGljfl!lE D61, HlfiO) W A K A  I.J:LCIII , I I JAQI ICL L,I :CJ. I INAKA . . .  

CIILILII RLrl'A'L'% I ,'I ,. 
.. ;;;.: . j, .. 

., , , !  1 ,  51 C11 . , . .  . 
2 ,  r!O C21 
3 .  no s abo  ( 3 3  . .  . 

Le eri tri danclo cclrr~:ii?:t a p i . c - i c l ; : t c l i t ; a  ti [ rmbr i :  dtl n i r i o ) ,  (;orlo 
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2 .  I gua l  a 10 ai~:ost.urnl~raclo? [ 2 ] MANQ' IRIKI UKJAKCHA 
3. Menos d e  l o  acos t,umbrado? [ 3 ] JUK ' AMP1 JUK' AKCHA 
4. De j6 de d a r l e  completamente C41 JANICH CHURXTA 
5 .  5610 recibe pecho [5 l  RURUSAPAKTI CHURTAXA 

1 9 . -  Ciaando (rrosbre  de l  n i i i o )  %uvo ct iarrea,  qui: trat.arrjiento le dirj? (j. 
e:; q12.e 1 1 ~ 6  alguno) 
(puede  marcar mtis  d e  una r e s p u e s t a )  
KUNA QULLAS (HOMBRE DEL HIAO) CHURIRITA KURSIYAMPIKI UKH ' AXA 

a .  Nada 
, r 

CaI 
b .  Sobre de r eh id ra tac lon  oral I?:)] 
c .  S o l ~ c i h r ~  d e  agua, a m c a r  y z a l  ( ~1.1.ero c a ~ ; e r o )  [c] 
d .  Solij.cioi-~ez a hafie de c e r e a l e s  Ed.] 
e. Liquis!r~e, t 4 s  o rflat,es [el 
f . Medicinas a n t i - d i a r r k i c a s  o ~ i ' 1 t i b i 6 t i ~ 0 ~  Cf3 
g . C j t  rcs ( ee-eil:f f iq1.j.e 1 cd 

2B. - S i  (uombre d e l  ~ l r i u )  tuviesr;  d i a r r e a  , c6mo te darias cuenta y.e 
." e ~ t B  grave ? 

(puede  marcar m 5 s  d e  m a ,  r e s p u e s t a )  
KUNXAMATS JUMAX AMUYT ' ASMAX (NOIBRE DI(I HIAO) ANCHA 
K U R S Y A W I T A P A ?  

Qu& accionee importantes tornarias i;i~.ando I .  niAo t i e n e  
" diar-rea? 

(puede  marcar mBs d e  m a  r e s p u e s t a )  
KUNSA LURASMA QULLT'Ai3ATAKI WIWITAMAX KURSIYAMPIKI UKHAXA 

2 1 .  - Ha oii3.o hablar  del sobre <:I.* rehidrataciGn o r a l  alguna vez? 
JUMAX UGT'ATI, JAN UKAX IST'IRITACH PARLIRI SOBRE DE 
REHIDRATACION ORAL UKATA? 
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C11 
[ 2 ]  ( v a y a  a l a  pregunta 2 5 )  

2 2 . -  Sabe Ud. ~ a r a  qu4 s i r v e  e l  sobre  d e  r e h i d r a t a c i 6 n  o r a l ?  
JUMAX YATATI KUNATAKIS WALISUKA SORREXA? 

r . .  
3 1 ,  sabe : (13 
No sabe o i n c o r r e c t o  (21 , 

, .. 
2 3 . -  Lo h a  usado alguna v e z ?  

JUMAX APNAQIRITATI? 

2 4 . -  Sabe preparar  e l  sobre  de rehidra tac i6r l?  
KUNXAMASA WAKIST'ARAXA? 

CORRECT0 
,- a i C11 1  l i t r o  d e  agua hervida 
No o  i n c c ~ r r e c t , ~  [ 2 ]  1 sobre  SRO 

25. - Ha es tado (numbre d e l  n i r io )  eiifermo C C ) ~ I  t o s  f u e r t e  en l a s  do:; 
6 l t  imas serf~aiias? 
PASIR P A  SEMANA, ANCHA CII' UXU UXUMPINTI (HOMBRZ DEL HIRO) 

C11 
[ 23 (Vaya a la pregunta 29) 

2 6 .  - Ha es tado  (norrbre d e l  n i a o )  coii d i f  i c u l t a d  a1 r e s p i r a r ,  o  
r e sp i raba  como cansado ,  cuando enf erm6 con t o s ?  
(HOMBRE DZL HIM) KUNAPACHATIX CI-I ' UXUMPIK I , UKHAMARAKI UXlJMPIKANA 
UKHAXA WALIT SAMAQINA, QARXATJAMA? 

Si C11 
No [ 2 ]  (vaya a l a  pregl.znta 29) 
No sabe [ 3 ]  (vaya a l a  pregunta 29) 

27  . - Ha peclido Clct . conse jo o  ayuda para (nombre d e l  n i i o )  cuando estuvn 
enferrfio Cc3i-t y (1l.~ficl~3.lt,3.(;1. i?efipiratiI)ri83.? 
JUMAX AMUYT'AWI MAYTATI KUNAPACHATIXA (HOMBRE DEL HIiO) UXU USUMP 
USUTARANH, UKHAMARAKI CH'AMAMPI SAMSKI UKHAXA? 

2 8 .  - De q u i k n  recibi6 Ud. con..;s jo para la t o s  de (uoabre de l  n i i io )?  
[p],$,y de z>n,z r.esguest,2 2s pllisibie, a n u t e  t ~ > ~ - j ~ , y ]  

JUMAX KHITITS MAYTAX MA AMUYT'AWI O YANAPT'AWI UJUMPIKANA 
(HOBBRE DEL 11110) UK'AXA? 

Puesto o  cen t ro  de  salucl [ a ]  
Farmacia [ b l  
M6dico p a r t i c u l a r  Ccl. 
Promotor de sa lud  [ d l  
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Ci.~rancte ro  [ e l  
P a r t e r a  empirica Cfl 
Pa r ien tes  y amigos [ g l  
Otros (especif ique)  [ h  1 

29 . - Ild. c6mo s a b r i a  que (nombre del nirio) t ierre riel-zmonia? [PJSs c7'e 1ma 
r.e,?puesta es p o s i h l e !  cr?i.ste tllsda,?] 
KUNXAMATSA YATI SMAX (HOBBRE DEL HI1 0) WALI K ' AXAUSUMPI 
USUNTATAPXA? 

No l o  ~ a b e  [a3 
Respiracibn rapida y ag i t ada  [ b ]  
Se l e  hu-ctde e l  pecho f c l  
No qu ie re  tomar o  comer Cdl 
Fiebre [ e l  
Cuando :;e pone rnoradc) Cfl 
To:; [ ~ s l  
Otro:; ( e s p e c i f  iq1j.e) [ h] 

3 0 . -  Tiene Ud. su Carnet de Salud Materna? Mukstreme 
"SALUD MATERNA" SISKI UKA, CARNITIMA UTXTAMTI? URASTAITASMA 

S i  (Verif  icado)  [I! 
S i  per0 iiO s e  pudo ve r ' i f i ca r  [2] .(vaya a l a  p reg .32)  
S i ,  t i e n e  en e l  puesto u h o s p i t a l  [ 3 ]  (vaya a. l a  preg .  31) 
No, (vaya a  l a  pregunta 31) [ 4 ]  

31. - Regis t re  e l  n6rnero de con t ro les  que f igura  en e l  Carnet 

uno o  m i i s  
ninguno 

32. - En el n a c i r ~ i e n t o  cle (noarbre del  n i i l o l ,  quien a t 6  y co r td  e l  cordon 
i m b i l i c a l ?  
(HOMBRE DEL moj USUSRAYAT URHAX , KHITI s KURURITUP CHINUQIXA, 
UKHAMARAX KHARIQIXA? 

' 3 .  - D e ~ p u 6 ~  d e l  pa r to  ~i no s a l e  l a  p l a c e n t a ,  Q,J& t,iempo s e  
puede espe ra r  arrtes que l a  madre e s t e  en p e l i g r o  de muerte? 
KUNAPACHATIX USUSTAX JAN PARISA MISTXASPAXA, KUNARATKAMAS 
SUYT'ASMAXA JAN1 TAYKAX JAN WALIRB PBRIRATAKI? 
Una hora 0 menos Cll 
f4B:; de una hi:!r~ [2] 
No sabe [ 3 1 
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3 4 . -  Es t6  U d .  ahora  ernbarazada? 
J U M A X  JICHA USURI XAQ'TATI 0 YAQHA WAWITA SUYTATI? 

S i  [ I ]  (vaya a  l a  p r e g m t . a  3 9 )  
Nu [ 2 ]  

3 5 . -  Q u i s i e r a  t e n e r  Ud. o t r o  h i j o  en l o s  pr6ximos dos afios? 
MUNASMATI M A  WAWITAMPI UTXAfiAPA A K A T  PAMARARU? 

S i  [ I ]  (vaya a  l a  p r egun ta  39)  
No c 2 I 
Nv ~ a b e  [ 3 ]  

36.  - E s t A  Ucl. ahora  usando a lgc~n  metodo pa ra  no ernbarazarse o  
r e t r a ~ a r  e l  proxirt~o embarazo? 
J A N  WASITAT USUR XAQI URJASIRATAKI, YATIPTACHA ISPUSUMAMPI 
K U N A  KASTA, QULLASIWI 0 XARQ'AQ'ASIWI? 

S i  [ I 1  
No [ 2 ]  (vaya a l a  p regunta  3 8 )  

37 . I -  Cukl e s  21 rnetoclo p r i n c i p a l ,  que Ud. o s1.x e sposo ,  e s t 6 n  
usando ahora  para  q u e  no s a l g a  ernbarazada? 
CHACHA - WARM1 KAUKNIZI KASTSA QULLT'AWI 0 XARQ'AQASIWSA 
APNAQAPTAX'A JAN1 W A S I T A T  WAWA UTXA6lAPATAQrXA? 

Doude. lo. obtiene? 
Ligadura de trornpas/vasektomia [ I ]  . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . .  
Inyecc i ones  [ 2 ]  . . . . . . . . . . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . .  
F a s t i l l a s  a n t i c o n c e p t i v a s  [ 3 ]  . . . . . . . . . . . . . . . . . . .  

Diaf ragma 
. . . . . . . . . . . . . . . . . . .  

Condones [GI  . . . . . . . . . . . . . . . . . . .  
. . . . . . . . . . . . . . . . . . .  

Espuma o g e l  [ 7 ]  . . . . . . . . . . . . . . . . . . .  
Lactanc i a  materna exc11-15 iva [ S ]  
Metodo cle 1 r. it mi:^ [ 9 ]  
Abstenencia  [ ID1 
Co i to  in te r rumpido  [ill 
Ot r o s  [ l a ]  

3 8 . -  Q I - ~ i s i e r a e  ,que el h o s p i t a l  o f r e z c a  a l g u n o  de e s t o s  rnktodos? 
JUMAX MUNASMATI, AKA JARK'AWINAKA HOSPITALAN YANAPAWIPA? 
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3 9 .  - Qu6 t i p o  cle atenci61-I r e c i b i 6  1Jcl. o  alguno c3.e sus  f a m i l i a r e s  
durante  e s t e  aEo? ( l e a  l a s  opcioaes pireden ser. m a s  q u e  m a ,  
a110 t e  t o d a s )  
AKA MARA, WAWANAKAMA, JUMANAKA K.UNA KASTA QULLT'AWSA 0 
LURAWINAKSA HOSPITAL TUQITXA KATUQTAXA? 

Consults en e l  puesto cle salucl comunitario [ a ]  
Consulta e n  e l  h o s p i t a l  [ b l  
Consulta d e l  personal cle ~ a l u c l  a su domici l io  [ (2 3 
V i s i t a  d o m i c i l i a r i a  [ d l  
Peso,  t a l l a  o vacunaci61-1 en con(:entraci6n C e 1 
Ninguna (vaya a la p r e g .  41) [ f l  

4 Q . -  C6mo califica Ud, est& a t e n c i 6 n ?  
KUNXAMSA UKA LURAWINAKA 0 QULLT'AWINAKA JUMATAKI? 

41.- CuBles son sus sugerencias  para mejorar la sa lud  en s1.1 

cornunidad? 
KUNXAMASA AMUYT'AWINAKAMAXA, JUK'AMPI K'UMAR JAKARATAKI AKA 
MARKAS TAYPINA? 

CONSEJO DE  S A L U D  R U R A L  A N D I N O  



ANEXO 2 

INDICADORES CLAVES - CAPAClTAClON SUPERVISORES Y ENCUESTADORES 

1 .  Pract icas  Adecuadas de Al imentacibn I n f a n t i l :  
* I n i c i a c i 6 n  de l a  Lactancia Materna 
% < 24 meses que rec  i  b i  eron pecho en l as 8 p r  imeras horas despubs de l 
nacimiento. 

2. Prac t icas  Adecuadas de Al imentacibn I n f a n t i l :  
* Lactancia Materna Exc lus iva  
% de n i  Aos c 4 meses que so lo  han r e c i b i d o  a l  imentos so l  idos o semisol idos. 

3. Prac t icas  Adecuadas de Al imentaci6n I n f a n t i i :  
* Int roduccibn de Alimentos 
% de n i Aos en t re  5-9 meses que han rec  i b i  do a l imentos sol  idos o 
semisol idos. 

4. Prac t icas  Adecuadas de Al imentacibn I n f a n t i l :  
* Pers is tenc ia  de lac tanc ia  materna 
% de niAos en t re  20-24 meses que cont inuan con pecho ( y  rec iben al imentos 
sol idos).  

ENFERMEDADES DIARREICAS AGUDAS 

MANEJO DE ENFERMEDADES D 

"Pers is tenc ia  de Lactanc 

IARREICAS: 

i a  Materna 
% de niAos < de 24 meses con EDA en las u l t imas 2 semanas, que r e c i b i e r o n  
l a  misma cant idad o mAs de leche materna. 

MANEJO DE EDA: 

* Continuacibn de l i qu idos  
% de < 24 meses con EDA que r e c i b i e r o n  l a  misma cant idad o mhs de I i q u i  
d i s t i n t o s  de leche materna. 

MANEJO DE EDA: 

* S6 l i dos cont i nuados 
% de < 24 meses con EDA en las u l t imas 2 semanas que rec ib ie ron  l a  m i  
cant idad o m8s de alimentos. 

MANEJO DE EDA: 

* Uso de TRO 

dos 

sma 

% de menores de 24 meses con EDA en las u l t imas  2 semanas que r e c i b i e r o n  
reh id ra tac ibn  oral. ,  



INFECCIONES RESPIRATORIAS AGUDAS 

9. Control  de neumonia: Tratamiento MBdlco 
% de madres que buscb t ra tamiento  mBd i co para e l  menor de 24 meses con 
tos, resp i rac ibn  rhp ida y d i f i c u l t o s a  en las u l t imas  dos semanas. 

IWNIZACIONES: 

10. Cobertura de vacunaci6n (Ta r je ta ) :  Acceso PAI. 
% de nif ios en t re  12 y 23 meses que rec ib ie ron  DPTI1 

11. Cobertura de vacunaci6n ( T a r j e t a ) :  Cobertura PAI. 
% de nif ios de 12 y 23 meses que r e c i b i e r o n  OPV3. 

12. Cobertura de vacunaci6n ( T a r j e t a ) :  Cobertura Sarampi6n 
% de nif ios en t re  12 y 23 meses que rec ib ie ron  vacuna antisarampionosa: 

13. Cobertura de vacunaci6n (Ta r je ta ) :  Proporci6n de deserci6n. 100* (n i f ios 
en t re  12 y 23 meses que rec ib ie ron  DPT1 - nif ios que rec ib ie ron  DPT3)/nifios 
en t re  12 y 23 meses que rec ib ie ron  DPT1. 

CUIDADO MATERNO: 

14. Cuidado materno ( t a r j e t a ) :  T a r j e t a  de atenci6n materna. 
% de madres.con t a r j e t a  de cuidado materno para e l  r i l t imo h i j o  menor de 24 
meses. 

15. Cuidado materno ( t a r j e t a )  Cobertura de T.T 
% de madres que rec ib ie ron  dos dos is  de vacuna cont ra  e l  tetanos antes 
del  nacimiento de su u l t i m o  h i j o  c de 24 meses. 

16. Cuidado materno ( t a r j e t a )  una o mhs v i s i t a s  prenatales. 
% de madres que t u v i  eron a l  menos una v i  s i t a  prenata l  antes del  nac i m i  ento 
de su Q l t i m o  h i j o  < de 24 meses. 

17. Cuidado materno: uso de mbtodos ant iconcept ivos 
% de madres con n i fios < de 24 meses que no desea tener h i  jos en 1 os 
proximos dos afios o no es th  segura y que es th  usando un metodo 
ant iconcept ivo moderno. 

FUENTE: Universidad de Johns Hopkins, Escuela de Salud PQbl ica.  



EVALUACION FINAL: OBSERVACIONES SOBFE EL DESARROLLO DE LA IWUJESTA 
FECHA: 23-10-93 

PARTICIPACION: ANCORAIMES-CARABED 

COORDI NADORES 
7 SUPERVISORES (9) 

19 ENCUESTAWRES ( 2 1 

A continuaci6n se presentan las opiniones y sugerencias de 10s participantes, en 
torno a : Planificaci611, Capacitacibn, Trabajo deCampo, Seguimiento, Transporte- 
alojamiento-alimentaci6n y espectativas. 

1. Planificacibn 

- La planificaci6n no fue participativa ya que no se consulto a 10s equipos de 
campo en relaci6n a la 6poca en que se debia desarrollar la encuesta. 

- Hubiera sido importante tener ,el formulario final de encuesta con mayor 
anticipaci6n para agilizar la traduccion. 

- Las fechas de encuesta debieran tener el formulario final de encuesta con mayor 
anticipaci6n para agilizar la traducci6n. 

- Encuesta (Fecha propuesta): fines de noviembre 

2. Capaci tacibn 

- Anteriormente las encuestas las realizaba el personal de salud, en la 
presente encuesta fue personal comunitario (estudiantes y promotores) 
quienes se ocuparon de ello. Lo que es muy positivo ya que motiva a la 
participacibn comunitaria, ademas de hacer que 10s encuestadores adquieran 
experiencia en este tip0 de trabajo. 

Como sugerencia para proximas encuestas: Se deberian retomar 10s recursos 
ya capacitados actualmente. 

- Segun opinidn de algunos de 10s educadores, esta encuesta les servid para 
adquirir otros conocimientos, todo ello les motiva a incrementar el 
trabajo en su comunidad, ademas de motivarles a capacitarse mas. El 
participar como encuestadores tambiCn les permitio conocer algo mas sobre 
el trabajo del hospital, asi como algo sobre medicina tradicional. 

- Les impresionli mucho el grado de compaiierismo que se pudo lograr en 
escasos dias, todo ello les motivd a tratar de obtener informacihn lo mas 
veridica posible. 



Trabajo de camp 

La forma de seleccionar las viviendas no fue sesgada, mis bien objetiva. 

El tiempo de trabajo fue sin hora, fue muy sacrificado. 

Seguimiento y supervisicin 

Hubo en general un buen seguimiento de 10s supervisores. 

Se prestb orientation a 10s encuestadores especialmente en lo relacionado 
a1 sentido de las preguntas. 

Sirvi6 a 10s supervisores para conocer la realidad de trabajo y de vida en 
otras comunidades. 

Transporte, alojamiento y alimentacibn 

Carabuco, Ok. alimentacibn 

Ancoraimes. Ok. alimentacion 

El alojamiento estuvo regular en Carabuco ya que no se conto con 
suficientes frazadas. 

En Carabuco no se tenia moto, lo que dificultd la supervisibn, la 
camioneta utilizada para transportar a1 personal no contaba con una carpa. 

En Ancoraimes se sugiri6 variar la alimentacibn. Para una proxima 
encuesta tambien se sugiri6 que el personal pudiera contar con pequefias 
mochilas para transportar su alimento. 

Espectativas 

Las visitas a familias crean espectativas, en relacibn a educacion, 
planif icaci6n familiar y organizacibn. 

Para que el trabajo sea mis efectivo, 10s resultados deben volver a la 
comunidad. 

Se obtuvieron respuestas de familias que nunca tuvieron contact0 con el 
servicio de salud. (PF) 

Las encuestas muestran las necesidades tanto institucionales como las de 
las comunidades. 

La devolution de datos debe ser en forma oportuna tanto a1 distrito como 
a la comunidad. 



ANEXO 4 a 

PROPOSITOS Y OBJETIVOS DE LA ENCUESTA 
Preparado por  10s Coordinadores 

E l  presente es tud io  es una encuesta rhp ida de conocimiento, act i tudes,  p r a c t i c a s  
y determinacidn de coberturas, haciendo Bnfas is  en las  Intervenciones de 
Supervivencia I n f a n t i l .  

Las lntervencionesde Supervivencia l n f a n t i l  son aquel las es t ra teg ias  (EDA, IRA, 
PAI, CREC y DES, SALUD MATERNA, VIT. A) dest inadas a asegurar l a  v ida  a t r a v k s  
de l a  disminucidn de todas las causa de enfermedad y muerte en niAos menores de 
5 aAos y mujeres en edad f e r t i l .  

E l  p ropbs i to  de l  es tud io  es l a  evaluaci6n f i n a l  de 10s o b j e t i v o s  y metas que nos 
propusimos en e l  p l a n  de t r a b a j o  de f in idos  en l a  l i nea  de base. Para poder medir 
estos nuestros logros u t i l i za remos  indicadores 10s culaes se t r a d u c i r h  en 
preguntas de l a  encuesta. 

E l  es tud io  s e r v i r h  tambibn para obtener un conocimiento o b j e t i v o  de l a  r e a l  idad 
y poder o r i e n t a r  l a  p l a n i f i c a c i 6 n  de nuestras act iv idades.  

Las venta jas del  es tud io  radican en que a t ravBs del  mismo, se puede obtener de 
forma rhp ida y simple un conocimiento del t r a b a j o  de un proyecto en una zona 
determ i nada . 
Las desventajas de l  es tud io  rad  ican en que no es pos i  b l  e a t ravks  del  m i  smo 
pro fund izar  en muchos aspectos que se r ian  de mucho i n t e r &  para e l  equipo de 
salud. Por ejemplo, conocer mhs acerca de p r a c t i c a s  n u t r i c i o n a l e s  de las  
fami l ias .  Para e l  conocimiento de estas costumbres se hacen necesarios l a  
u t i l i z a c i 6 n  de o t r o s  instrumentos. 



ANEXO 4a 

PROPOSITOS DE LA ENCUESTA SEGUN LOS SUPERVISORES 

Medir e l  avance del t raba jo .  

Comparar metas propuestas con logros. 

Determinar e l  impact0 del proyecto en las comunidades. 

Para saber como esth caminando e l  proyecto. 

Ver s i  nuestra metodologia es a p l i c a b l e  en las comunidades. 

V e r i f i c a r  act iv idades programadas y s i  estas han s ido  captadas para las 
comunidades. 

Para conocer mhs a las comunidades. 

Retroal imentar a l a  comunidad, CSRA y MPSSP. 

l d e n t i f i c a r  necesidades de l a  comunidad. 



ANEXO 4a 

PROPOSITO DEL ESTUDIO 
S e g h  10s Encuestadores 

- Para saber como estA avanzando sobre l a  salud en las  comunidades. 

- Para saber s i  10s ni f ios e s t h  vacunados o no y a que edad. 

- Para saber como se encuentran sobre l a  a l imentacibn en 10s nifios. 

- Para saber que educacibn han r e c i b i d o  las  por p a r t e  de l  proyecto. 

- Para saber cuantos ni f ios menores de 2 at'ios ex i s ten  en l a  comunidad. 

- Para saber l a  salud de 10s nif ios. 

- Para saber s i  10s ni f ios t ienen carnet  de salud i n f a n t i l .  

- Para saber cuantos nacimientos han habido en l a  comunidad. 

- Para saber s i hay aceptabi l i dad de l as vacunas por  fam i'l i as. 

- Para saber s i  saben preparar S.R.O. para 10s ni f ios con d iar rea.  

- Para saber cuantas madres o f am i I i as qu i eren saber p I an i f  i cac i bn f am i I i a r .  

Saber: 

- Que enfermedades ex i s ten  en l a  comunidad. 



ANEXO 4b 

FUNCIONES DE SUPERVISORES 

Dirigir a 10s encuestadores desde el inicio hasta culminar 10s 
resultados de la encuesta. 

Capacitar buenos encuestadores concientes de sus funciones 
para que 10s datos sean confiables. 

Seleccionar a 10s mejores encuestadores. 

Conocer la metodologia de la encuesta. 

Supervisar la ejecuci6n : liderizar. 

Los supervisores realizaran un trabajo conciente; elaborar un 
instrumento 6ptimo. 

Revisar instrumentos y analizar 10s resultados. 

Ser responsable dentro del trabajo. 

Los supervisores debemos saber completamente 10s objetivos del 
proyec to. 



DESARROLLO ENCUESTA CARABUCO-ANCORAIMES 
CRONOGRAMA 

Capac 

Capac 

i t a c i 6 n  Supervisores 

i t a c  i 6n 

Encuestadores 

Prueba de Campo 
Cor recc i6n- rec ic la je  

Fotocopia de Instrumento 
f i n a l  

Trabajo de Campo 

C a p a c i t a c i h  Encuestadores 

Prueba de campo 

Trabajo de campo 

Carabuco 

Carabuco 

La Paz 

Carabuco 

Ancoraimes 

Ancoraimes 

Ancoraimes 



ANEXO 4c 

Presentacidn 

Propbsitos 

lndicadores 
R e f r i g e r i o  

CRONOGRAMA DE CAPACITACION DE SUPERVISORES 
CARABUCO - ANCORAIMES 

LUNES 11 DE OCTUBRE - 1993 

Func i ones 10:30 11 :00. 

Revisidn de l a  Traduccidn 11 :00 12:30 

L i s t a  de cheque0 

A l muerzo 

Muestreo 14:00 16:00 

V l l l  Pract icas 

I X  Hoja de Ruta 

R e f r i g e r i o  

X Preparacidn Cap. 
Encuestadores 

Cena 



ANEXO 4c 

CRONOGRAMA DE CAPACITACION 
A LOS ENCUESTADORES - ANCORAIMES 

Propdsi to de l  Estudio 
( i l u v i a  de ideas) 

Metodologia de Estudio 
(Exp l icac i6n)  

R e f r i g e r i o  

In te rp re tac i6n  Lectura Encuesta 
(Sociodrama) 

Ob je t i vo  de las  preguntas 
(Crecimiento y Desar ro l lo )  

Prhct  i  ca 

Cena 

Desayuno (dinarnica) 

Ob je t ivos  de las  preguntas 
lnmunizaciones 
Pract  i cas 
Problemas i d e n t i f i c a d o s  

Objet i  vos de l as preguntas 
Lactanc i  a  
Prac t  i cas 
Problemas i d e n t i f i c a d o s  

Ref r iger  i o  

Ob je t ivos  de las  Preguntas 
Al imentaci6n - l n f a n t i l  
Pract  i cas 
Problemas i d e n t i f i c a d o s  

A l muerzo 

Obje t ivos  de las  preguntas 
EDA 
Pract  i cas 
Problemas i d e n t i f i c a d o s  



16:00 a 16:30 Ref r i ger i o  

16:30 a 17:30 Objet ivos de las  Preguntas 
I  RA 

- Pract  i cas 
- Prob l emas i dent i f  i cados 

Objet ivosde las  preguntas 
Salud Materna 

- Pract  i cas 
- Problemas iden t i f i cados  

Cena 

Desayuno (Dinhmica) 

Objet ivos de las  preguntas 
Salud Materna 
Pract  i cas 
Problemas iden t i f i cados  

Obje t ivos  de las preguntas 
l magen 
Pract i cas 
Problemas lden t i f i cados  

Re f r i ge r  i o  
Ob je t ivos  de las preguntas 
Int roducci6n de l a  presentacibn 
Pract i  cas 
Prob l emas l  dent i f i cados 

A l muerzo 

PrAct ica  general en grupos 

Re f r i ge r  i o  

P rac t i ca  p l e n a r i a  

Problemas l d e n t i f i c a d o s  
Res6men del d i a  





MADRES DE NINOS MENORES A 24 MESES 
ACTITUD DURANTE LA DIARREA 

/I 

M A 8  IGUAL I I 
MEN08 ' BOLO LACTA NO D l 0  BIN REBPUEBTA 

CANTIDAD QUE LA MADRE DA AL Nlr;lO 

Sl TUVJERON NO TUVIERON ' NO G A B E N 0  RESPONDE ' / 
1 CASOS DE DIARREA ,' 
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c e n t r a l  headqxarters is located i n  L&e 2unslas!-:a 182, but its 
cons t i tu t ion  i n  a nat ional  insir.itution with a l l  the requirements is in 
course f o r  the  following s i x  months- 

The questionnaire t h a t  was used, you,he/she,tit  have been adapted of t h e  
generic quest ionnaire sophis t ica ted  i n  thf: of ?ice of the  program of 
support t o  OVF' (PIX3 CTSSF') i n  Baltimore, ?ID l i k e  a standardized 
quest ionnaire arid r e s u l t  of 22 previous e x p r i e n c e s  with D I P  i n  severa l  
countr ies  i n  development- 

The methodology of sampling, execution and obta in ing ind ica to r s  is now 
standardized and it is r e l i e d  on key ind ica to r s  key f o r  the  d i f f e r e n t  
s t r a t e g i e s  of i n f a n t i l e  survival  t o  be gotten i n  t h i s  skzdy. 

The quest ionnaire was ref ined i n  t h e  T a l l e r  de Lideres cle Encuestas 
c a r r i e d  out  the  7 and 8 of October i n  La Pax, Bol iv ia  where it became 
adapted and c r i t e r i o n s  f o r  the  s e l e c t i o n  of housings were adopted. The 
se lec t ion  of conglomerate of work was clone and the re  were defined 
r e s p o n s i b i l i t i e s  of supervisors,  fieldworkers and leaders  of the  surveys 
t o  be c a r r i e d  out ,  almost sim-czltaneously i n  t h e  a reas  of work of the  CSRA 
(Ancoraimes, Carabuco, Mallco Ranchu and Sipe Sipe) .  

Also, the  needs of t r a i n i n g  and necessary l o g i s t i c s  f o r  the  execution of 
t h e  respect ive  s t u d i e s  i n  each zoile were done. The q ~ e s t i o n s  were ref ined 
and the  t r a n s l a t i o n  and va l ida t ion  of then t o  quechua (case  of Nallco 
Ranchu and Sipe Sipe) and t o  aymara (Ancoraimes and Carabuco). 



The a s s i s t i n g  t e r n  t o  the  Shop received tr-aining i n  the  methodology of 
s e l e c t i o n  of 38 conglomerate- 

This t r a i n i n g  was done s o  t h a t  the  C'rSR4 co~~lc! ca r ry  ou t  s t u d i e s  of t h i s  
category when they are necessary and i n  order t o  measare the  progresses of 
t h e  p ro jec t  with minimal Dr wlla.t.ev~r e x t e r r ~ a l  attendance. 



Objectives of the Child Survival Prooject of Cochabmba: 

The strategies stated by CSFc4 for the group of the project are ths 
following: 

CS- C 

Fiscal year 98-93 

EPI .., 70% 
ORT 20 
Nutrition 25 
Breastfeeding 
Child feeding 
Platernal Nutrition 
Vitamin A 

High-risk Pregnancies 
Malaria 
Pneumonia control 
Others : 
sustainability 

Total 



Goals for the Child Survival Project 

Principal .zctfvities: by niftans of home visit the deses of vaccine are 
administered in the co~res-mnding date, so t312 oiitline is completed before 
the year of age. 



Diarrheal Disease Program 

Mailco Rxtc?~u + 15% ntothers prepare 75'Z of mothers gives saae 
correct ly  035 or  more 

- breastfeeding 
50% mothers -use ORS - liquirls 

- s o l i d  foods 

90% of mothers knows !jRS 
05% of notheru knows 
preparing !3RS 

n70/ t3,r, of mothers hzs used OR3 

S i p  Si2e 58% mot.k~ers prepare 68% of mothers gives sane 
cor rec t ly  ORS o r  more 

- breastfeeding 
25% mothers uses ORS - l iqu ids  

- s o l i d  foods 

75% of mothers knows ORS 

6% of mothers knows 
preparing ORS 
58% of mothers has used 



Control of Pneumonia 

Principal activities: training of the mothers ifi early identificatinn alci 
treatment of pne~lmonia 

CS- 6 CS- 9 

Sipe Sips + ef mothers 5137; of r;.̂ otlleys search 
knows how to prevent nedical treatment for- 
and irr.e.s.-i; ,- o T + Y -!> A- e i .. 1- bgy with 
pne~monia pneiinmma 





Maternal Health 

Principal ac t iv i t i e s :  supl>ort t o  the progrm of iron supplement t o  
pregnant, ppomotion of assistance of the chi ldb i r th  i n  health centers. 

CS- 6 CS- 9 

75% of women has 
received prenatal  care 

80% of the childbirths 
occur i n  presence of 
health persormzl 

To p r o m o t e  p r o l o n g e d  



V i t a m i n  A 

Principal ac t iv i t i e s  : distr ibut ion of vitamin A capsules t o  children under 
t ~ m  years. Evaluation of v i tmir ,  A consrmption i n  a l l  the areas. 
Developing and use material directed t o  promote v i t m i n  A according to  the 
local needs. 

05% of children under 174 
months have received 
capsules of vitamin A 

Sire S i p  8@% of chi ldren  mder 24 
nonths have raceived 
capsules of vitamin A 



B- Objectives of the Rapid Knowledge, Coverage and Practices Survey- 

Tl~e survey is a method of gathering the indicators of pursuit of the Child 
Survival Project. 

These indicators a k  used t o  estimate the v i t a l  s t a t i s t i c s  and understands 
a very importaxt part  i n  the p x r s ~ ~ i t  and evaluation of the project. 

Tne data gotten by t h i s  study are mainly i n  order t o  establish basal 
information f o r  the level I indiccitors of chi ld  survival a d  cbserve the 
tendency of these during the l i f e  and t o  the f i n a l  of the C%ild Survival -. 2roject. 

Mother's practices in  breastf  eedixlg a ~ d  weaning. 

"renatal care,  pxsm who attended the ch i ldbi r th  m d  estimate of 
the proportion of  others wha a re  using some modern method of fzn i ly  
plan~ing . 



This data  
of heal th  
value the  

The data. w i l l  a l so  selnJe i n  orrj.er t o  compare t he  &puts i n  futu.re a d  
periodic evaluations of the  project  . 

Finally,  the  present s t ~ x l y  is pxr t  of a. combined e f fo r t  between t he  
University of Johns Hopkins a d  t h e  A I D  i n  order t o  have a standardized 
methodology fo r  gathering basal  in fomat ion  a-rid pursui t  evaluation of 
the  Child Survival Frojects fo r  the DVP. 

Consequently, one of the gr inc ipa l  objectives of t .his  study was t o  t r a i n  
the  resgonsihle personnel of the  (23% i n  the preparation and execution of 
t h i s  technique of gathering base information. 

C-  Geographical Area and population 

Viioma 
Cha~ipi S U ~ O  

Coacllaca G?ande 
(=E.linchil la 
Mallco Rancho 
Coachaca C'hico 
Vilomilla 

and from septerrber 1938 in:  
8)  Sauce Ralcho 
9)  Mallco Cnapi 
10) Payacollo 
11) Q. Rancho 



The following t a b l e  &ridges the most important characteristics of the 
population 

Mallco Haf~ch (1993) 

Total  populat ion 
# fami l i e s  
Persons / family 
mi ldren under f i ve  yems  
<: 5 years/ f m i i y  . 
Children under tvrj years 
< 2 years/ f m i l y  
Women in  f 2 t t i i e  - --. age 

(15-49 y e m s )  
Index of masculinity 

( rnen/'imr.cen ) 
Index of dependewe 



Sipe Sipe (1993)a 

Total  population 
4i f m i l i e s  
People/ family 
Children under f i v e  years 
< 5 years/ fmi ly  
Children m d w  tim years 
< 2 years/ f m i l y  
Women i n  f e r t i l e  age 
Indm of masculinity 

(men/wonen) 
Index 

7359 
1872 
3.9 
373 (l3.2% of t h e  yopi la t ion)  
0.5 
482 
8.25 
1631 (48.7X of women) (15-49 years)  
1-2 

:k Sipe Sips is not incic~ded because a census has not been perfoi-rjled yet  
P ,xxrce : APSAR, Health Inf o m a t  ion System 

D- Schedule of activil;ies in B~livia 

Fireparing of t3e  f i r s t  d r a f t  of  f i n a l  repor t .  

Survey i n  the 11 c m i m n i t i e s  iz study i n  Mallco R s c h  
Data en te r ing  of l-lallco Ranch 

Surveys i n  30 conglomerate i n  t h e  a r e a  de S i re  Sipe 
Data en te r ing  of Sipe Sipe 
Data tabu la t ion  f o r  Mallco Ranch 



Wor?E;slmp with Mallco Ranch and Sipe Sipe persomlel. 

Data tabula t ion f o r  Sipe Sipe 
Data analys is  conclusions arid wri t ing f i n a l  r epor t  of the 
study 
Disc~zssion with the loca l  sponsor 

22 Return to La Paz. 

24 , Retu.rn to L i m a .  



A. The questionnaire 

The questio-ma.ire (see annex 21, cons i s t s  of 41 questions; 
it w a s  designkd i n  order t o  gather excel lent  information on t he  
interventions of the  CSRA Child Survival  P ~ o j e c t  i r ~  Hallco kxnchu and Sipe 
Sipe. 

The questions of the  questionnaire gemi-ic they r e r e  developed ;t?d 
se lected by the o f f i ce  of the  F ' r ~ ~ g ~ z r  of Support i n  I n f an t i l e  Survival t o  
Pr ivate  Voluntary Organisms of the  University Johns Hopkins. 
A t  the  loca l  l eve l ,  the sponsors of CSEZ.4 i r l  corilbirled imrl.: with Dra. Carnen 
Marin idapted it t o  the p a r t i c u l a r i t i e s  of the  zone. 

The f i r s t  two questions ape re la ted  t o  growth control  of the  ch i ld .  

Questions 3 t o  El a r e  about, the  nrwber of immiea t i ons  the  ch i l d  and . , her /%is  mot'iler haw received, a l s o  15 is i n m ~ t i g a t e d  the  mothers" 
knowledge about imt i t e tan ic  vaccination, m d  i f  the  ch i l d  has received 
o r a l  doses of cags~zles of vi tai i~in A. Qxestions 9 t o  i t  12 a r e  t o  determills 
the  s t a t u s  of breastfeecling i n  the  pop~~.laTtion. Qsestions 133-133 and 
invest igate  ahout ch i ld  feeding. Question'14 is re fe r red  t o  b o t t l e  use- 

Questions 25 t o  29 deal iqith ver i fy ing the  proportion i3f mothers r&o seeks 
medical treatment i<hen the  ch i ld  has compztible s;mptoms signs of 
p m o n i a .  

!&en necessary the questions included "other" a s  23 option,  but it was 
riecessary t o  d e t a i l  the  answer- We iaarned the  fieldworkers about the  
importance of reducing "other" f o r  cases  r e a l l y  necessary, mnnltiple 
examples were used. 

'&en it was necessary t o  d iscard  some questions ( so  the  ques t iomai re  was 
not too l a rge)  it was preferred t o  maintain i ~ ~ l e s t i o n s  r e l a t ed  t o  p rac t i ces  
and ge t  hold of the questions about knowledge. 



Tine needed t o  apply the  qrlestionnaire was b r i e f ,  and allowed ~zs t o  f i n i s h  
the  f ieldrwrlc as scheduled. 

m e  q ~ e s t i o n n a i r e  was o r ig ina l l y  wr i t t en  i n  English and sr~bsequently 
translated i n  spanish znd q~lechua, a very ~zsed language i n  the  zone. 

3- Sampling 

Sample s i z e  required f o r  the  gresent study considers multiple 
interventions of ch i ld  survival .  

So sample s i ze  was deterained within the  requirements of the  intervention 
t'nat needs the  biggest saiiple. 

The formula w e d  f o r  map le  s i z e  calcula t ion is the  following: 

Replacing: 

"dm, is the  desired precis ion f o r  the  study. 

I f  the  objective is t o  f i nd  o r  t o  evaluate est imates f o r  epidemiological 
s tud ies  with di f ferences  of 5% t o  I@%> t h a t  w i l l  give us the  desired 
precision.  



In  the  spec i f ic  c 
Sipe Sipe it was 
Household Survey: 

lase of t he  ch i l d  survival  2roject  of Mallco Rmch m ~ d  
assumed a prevalence of d iarrhea of the  26% (flanual 
Diarrhoea Case Management, 19orbidity md Mortality. 

Confidence l i m i t s  were calculated using t he  following formula: 

95% confidence limit = p 3 z f(P9/n) 

Where : 

p= proportion i n  the  wpulat,ion; 
and z= is a constxct according t o  t he  normal s t a t i s t i c a l  curve. 

C- Sample Selec t ion 

Fieldwrlr began very ea r ly  i n  the  morning. Tems t rmsporta t ion at 6 a.m. , 
they had a break from 18: 38 t o  ?I and f in isked approximately a t  2 or  3 
p . m .  

In Hallco Raxh it was necessary t o  add s m e  hours of work sir-= ALL many 
mothers were not a t  home becwse they have moved t o  Clapare during the  
time of the survey i n  order t o  perform farm work while Mallco "nar~ch was i n  
, . t m e  of .  

The agr i cu l  t ,ural calendar motis7ai;es nmly t i m e ~  displacement of a l l  the 
fanlily o r  par t  of her and i n  t h i s  case did ra ther  d i f f i c u l t  t o  located 
enough number of mothers. 

The l og i s t i c s ,  lmch  and p o v i s i o n  of a l l  nlaterials occurred without 
d i f f i c u l t i e s ,  with the act ive  p a r t i c i p a t . i o ~ ~  of the  f t i l l  loca l  t e a .  

C - 1  P1a51co Ranch 

In Nalleo Ranch there e x i s t s  apgrnxinately 320 children mde r  two yeqrs 
old ,  so we dc-cided tc! apply the quest: iomaire t o  111 the mothers present 
i n  t h e i r  houses the day c,f the i n t e n r i e w ~ .  

- ,  wieldimrk, was carr ied out as a "swept". Tesas :.,rere mixed incl~zding two or. 
three  fieldworkers of Mallco Ranch and S i p  Sipe, so each t e a l  had a 
s imilar  load of work. 

The questionnaire was not applied when the  ch i ld  doesn't l i v e  h i s  mother 
o r  when she wasn't present a t  the  v i s i t .  

When there  were two families with children ~.mder two years i n  the house, 
each one with t h e i r  respective mothers, t he  questionnaire was applied t o  
both families.  

I f  it occurred t h a t  a mother had more than one ch i ld  ~ m d e r  two years, a 
coin was used i n  o r d e r ' t o  s e l ec t  one of them f o r  the  survey. 



C.2- S i p  Sipe 

We decided t o  talie a sample of t he  population of mothers with chi ldren 
under two years i n  the a rea  of the  ch i l d  survival  of Sipe Sipe. 

S i r e  Sipe t e m  prepared a list of a l l  the  c o r n m i t i e s  i n  the  area of the 
project  with the  t o t a l  population. 

Once the list of c o m w ~ i t i e s  was con:glete, the  responsible team prosecuted 
with the  se lec t ion  of the  3Ei conglomerate following the  technique 
described i n  a manual of the  WHC) /:OPE (Hanrzal Household Survey: Diarrhoea 
Case Managenient, Murbidity and Mortali ty FV0, Geneva, 1989) 

The area or' work of Sipe Size includes a to~qii and 16 ru r a l  comnrnities i n  
zn extensive area.  

The second house was s e l e c t e d  throwing a c o i n  i n  order t o  decid? i f  the 
next house w a s  t h e  l e f t  o r  t h e  r i g h t  oize. 

Then the>. contin~led u n t i l  9 interviews 2er cor~glomerate were completed cr 
u n t i l  there  were no nore chi ldren in the  conglomerate. 

Khen there were two famil ies  with chi ldren wider two years i n  the house, 
each one with t h e i r  respective mothers, the  q:estionnaire was spplied t o  
both f m i l i e s .  

If it occurred t h a t  a 'mother had more than one ch i l d  under two years,  a 
c o i n  was used i n  o rde r  t o  s e l e c t  one of them f o r  the  survey. 



Training of s t~pervisors  =id fieldworkers was car r ied  out. 
One day was used fo r  s i l p e r ~ i s o r s ,  2 consecutive days f o r  f ieldworkers, 1 
day for  p i l o t  study xnd 1 day fo r  survey revis ion,  evaluation of p i l o t  
sttldy and organization of t he  t e a m  f u r  the  fieldwork. 

Supervisors team w a s  cornposed by two nurse students,  two medicine stildents 
and feu-r. workers of the  project  . 

Tfle par t ic ipants  were: 

Supervisors : Nelly Coronado, Jacqueline Velasqwz, Gaby h p u e r o ,  Benigna 
A i l f  Rosa Condori, .!!a!paro C!artagena, Lkmetrio Calustro, Crispin 
Acosta- 

7. r leldi.ror!.:ers: P!aria Vargas, Gregoria Xayhua, Ciritia Mondi-ag&, Lidia 
Mansilia, Javier  Saasedra, Corina Gonzales, Carlos Vila,  Nicol&s Merida, 
m ieresa  Arn$s, Teresa Garcia, Nineth Vargas, Richard Cabrera, Richard 
Olmlin, Rein2 Goiizale~, (:rover Quiroz, L i l i a i  Carrisco, Boris Ro jas ,  C'elso 
Rojas, Natalia Davalos. 

The f i r s t  day was used f m  negot ia t isns  about the time and comitment of 
the  personnel of f i e l d  and the par t ic ipants .  

The methodology of the  study and the  objectives or' each question was 
discussed extensively f o r  t h e i r  k e t t e r  understanding. 

Although sever21 day.: were dediczted t o  t r s i n ing  the supervisors and 
fiel,3worBers, i n  t h i s  type of s tud ies ,  you must always take in  mind is 
t ha t  the q ~ e s t i o n s  should be done i n  it same Ecrm i n  order t o  detect  the  
knowledge m d  pract ices  or' the mothers. 

One of the  problems t h a t  is ~hoi i ld  take i n  mind is tha t  because of the  
d i f f e r en t  edrlcational l eve l  of fieldworkers and the  n ~ ~ ~ b e r  of them it  is 
possible t ha t  the fieldwork could introduce some bias .  

However, emphasis was made during the t ra ining i n  order t o  achieve 
uniformity from the  fieldworkers. 



In t h i s  case,  the  p rac t i ces  were: i n  t he  f i r s t  s tage  a role-play was done, 
a person acted as interviewed, o ther  as a f i e l d~wr l i e r  xi- a th i rd  a s  
observer. 

Subsequently, p rac t i ces  incl~ided sess ions  organized i n  groups of 5 
f i e l d ~ ~ o r k e r s ,  one of them made a complete interview and the  re& of them 
f i l l e d  t he  questionnaire from the  mother's amne r s ,  the  supervisor ac ted 
as a monitor. These p r ac t i c e s  were done i n  spanish and quechua. 

A t  t he  end of the session the  monitor and the group d i s c u s ~ e d  the answers 
and the  behasrior of the  f i e l d ~ m ~ l r e r .  

In the  l a s t  s tage ,  a p i l o t  study was dam arid each field~doi-ker zpplied 9 
questionnaires.  

E- C m h c t i o n  of the interviews.  

T .- A great motivation r a s  seen so r;~iicn r ~ r  fieldworkers l i k e  for rugzrvisoz-s 
which ailowed t o  covsr a g r ea t  extension of land i n  the progr~m:ed days;, 
t h e  fieldteam rnovec! without d i f f i c u l t i e s  in the  a r ea  of the  project .  

F- Data analysis- 

Two vol i~qteera  dea l t  with enter ing the  data i n  two computers with t he  
program EPI ,ONFC) 5-0;  t h i s  required a day a f t e r  every day of work. 



This package is a software e s p x i a l l y  designed by t he  CDC i n  order t o  
carry out s tudies ,  it is cheap, easy of managing and provides a type of 

I 
simple appropriate analysis  f o r  t h i s  tgpz of s tudies .  The haxdling is 
simple even f o r  people with not much experience i n  compnters. I 
The tab les  fo r  fiallco Ramh nere i r ~ t r d u u e d  i n  a meting of a l l  the 
rmrktem f rvm Mallco Ram11 mcl Sipe Sipe , cariclusions and possible 
explanations of them were gotten. 

One of the  purposes of the  study wzs t o  give tile necessary gear i n  order 
t o  adequate decision-mking concerning the development of the  program. I 
The f i r s t  d r a f t  of the repcr t  inclucled the d i s t r i bu t i on  of f req~wncies  f o r  
each one of the  modules of the ques t iomai re .  I 
In some cases crossed tzb les  were dofie i l l  EFT /INFO us ing age, i n  order t o  
ge t  indicators  of second order. I 



111- RESULTS 

A- Mallco Ranch 

A t o t a l  of 213 mothers with under two years children were interviewed. 

Tile resu l t s  obtained were : 

A - l  Mother's Characteristics 

A s  is appreciated in  Table A . 1 . 1 ,  most of the mothers' are not  in  the 
grollp of hi&-risk preLgnancy. 

TrLe gerceni;age in cllildrerl 12 mo~tjls is still iligher. 
The results inciicate ail excellent coveragz of control cf growth in the 
poy~1z1atioi-i of the zone. 



A-2-I--  Coverage of Growth Control- Consejo de Salud Rural Andi-na Child 
Survival Project- Area of Mallco Ranch, 0ctobe.i. 1993 

I 
Age i n  months I 

8- 11 12-23 Total 

Card present n % n X n % 

Yes 
!<o 

Table A.2.2 shows the nllmher of growth contxols chring the last year. 53% 
of children less than one year hs.7~~ received 5 controls in the last year, 
i n  12-2:3 rnorhhs old gruilp, the percentage is 41% . I 
Table A-2.2- - IJ~in.ber of Grgtsth miz-Lro?,s i n  -the 12 p~zvious mont'% - Collsejo 
& Szl.~ri Andina Child %rvival Project- Area of Mailco Ranch- 
October I993 

I 
Age in months 

child's card that the mother has- 



Table A - 2 - 3 - -  Distribution of the Number of Growth Controls in the 12 
previous months - Consejo de Salud Rural Andina Child Survival Project- 
Area of Mallco Ranch. October 1993- 

11 
cy 8 con t ro l s  ,Po Acc~~uula ted  

Total 133 



Tzble A-3-1--  Access to  Immizations i n  Children between 12 23 rionths, 
Consejo d e  Salud Rural Andina Child Survival Project - Area of Mallco 
Ranch- October 1993- 

Table A. 3-  2 ,  - Coverage of inw~mizations i n  Children between 12 23 Honths - 
Collsejo de Salud k a l  Andina Child Survival Project. Area of Mallco 
Ranch- Cctcber 1993 



Table A-3-3 , -  Coverage of Beasles Vaccination.. Consejo de Salud Rural 
Andim Child Survival Project, Area of Mallco Ranch- October 1993- 

Age in months 

Measles 
vaccination 

0 - 11 12 - 23 Tota l  

Yes 
No 

Yes 
hi, :'i V 



Table A.4.1. r e f e r s  t o  t h e  beginning of breastfeeding i n  niot;heru of 
chi ldren m d e r  23 months. 
More than 70 percent of t h e  mothers breas t fed  within the  f i r s t ,  8 hours 
a f t e r  the  ch i ldb i r th .  This percentage is si&nifi~cz.'1tly higher than the one 
Smnd i n  June 1992. 

Table 8-4-I-- Ekginnifig of Bmastfeeding- Corrsejo de Salud h a 1  Andina 
Child Survival Project- k e a  of Mallco Ranch.. October 1993- 

Houps after 
chi ldbi r th  

rn iable A-4 -2 - -  P e e d i x  p r a c t i c e s  of Children under 4 months- Consejo de 
Salnd Ihwal ;Inclir,a Child S ~ w v i v a l  Project- Area of Hallco Riz~ch.. October 
1993 - 



Table A - 4 - 3 , -  Peeding Practices of Children between 5-9 months. 
Consejo de Salud Rural A n d i n a  Child Survival Project- Area of Mallco 
Ranch- October 1993 

BF Liquids. M i  11.; Solid Foods 

Yes 37 95 32 52 19 49 32 32 
No 2 5 8 18 3 3  51 8 18 

Total 24 



Table A . 5 . l  shows prevalence of acute diarrheal disease in the t w o  
previous weeks t o  the interview. 
The proportion of children urndm two who had diarrhea is 35.2, s i m i l a r  t o  
tha t  found i n  June of 1992 (33%) 

Table A - 5 . 1 -  Proportion of Children Under 24 Kolzths t h a t  had Diarrhea 
During the 75.10 Previous Weeks t o  the  Interview- Co-mejo de Salud Rural 
Andina Child S m i v a l  E%oject- Area of Mallco Ranch- October 1993 

v,s 
8-0 
No answer 

T&le A.  5 - 2.  - Omti-fimtion of Ereat£ eeding dmi-M Dizrrhea- 
k n s e j ~ 3  de SaLd Rural A.ndina Child S ~ ~ i v a l  P ro jec t -  h a  uf k l l c o  
Ranch- October 1993. 



I Table A- 5 - 3 - - Continuat ion of Liquids during Diarrhea- Come j o de Salud 
h a 1  Andina Gfiild S m i v a l  Froject- Area of Mallco Ranch.. 
October 1993.. 

Cent inned n Fir; Accumulated 

Tctal 

I Table A-5-5 . . -  Pfe~~alence of Oral Rehydration Therapy Use (Any Liquid) 
dlxing D i a r ~ h e a -  Consejo de Salud Rrai A t i d i n a  Chiid Survival Project- 
-Area of Mallco Ranch- October 1993 

Liquid used 11 a,, 
/3 

ORS 
Suero Casero 
Cereals based 
Liquids, t e a s ,  mates 



Table A-5-6-- Motives referred by Mothers of Children Under 24 Months i n  
order t o  Search for Aid in case of the chi ld  had Diarrhea- bnsejo de 
Salnd &a1 dndina Child Stlrviual Project/ 
Area of i4allco Ranch- October 1993 - Xeason n 0,' /O 

Tahle A - 5 - 7 - -  Piw~rtion of Mothers cf Children Under 24 Months who has 
head about ORS- Consejo de  Salrld h r a l  Andina Child Survival Project - 
Area of Eallctli Rznch- October. 1993- 



Table A-5-8.- Proportion of mthers of Children Under 24 Months who knows 
OR'S is useful fo r  d-imrhea- Cunsejo de Salud Rural Andina mi ld  Swqival 
F'roject- Area of Mallco Ranch.. October 1993- 

Knows ORS is for  diarrhea ... 
1: 

- 

Yes 
No 

Total 133 I@@ 

Table A.5.S. display that tlre percentage of mothers' that has used 
than the percer~tage rdr~c I ~ C W S  it is ~ ~ e f i ~ l  for sometimes the Q R S i i s  

diarrhea. According t o  mothers' opinions, frequently the chi ld  don't 
accept to drink ORS. 



Table A. 6.1. displays the  propixtion of children T ~ I O  ha& intense cough a r~d  
respira tory d i f f i c u l t y  i n  the  two previous neisks t o  th2 interview. 
One of each f ive  children had cough and respira tory d i f f i c u l t y  the  two 
previous weeks t o  the interview. 

prq.ort ioz is s imi la r  t o  the  a a t i o n d  level 125.1) according t o  
ENDSA-89. 

Table 8-6-I--  Proportion of Mothers %hose Child under 24 Honths had &ugh 
and Respiratory Difficulty in the Tr~o Previous Bee&- 
Consejo de Salud Rral Andim Child Survival Project- ,Area of Hallce 
Ranch- October 1993 

Yes 
No 
No answer 

From the  mothers r,&ose i & i  l&efi had co:~& - and reepj.y-.t.opy d i f f i cu l t y ,  5 . - high pei-,:entage (60.5%) had sza-ch& fo r  mei3li:a.t aid, t h i s  percontag? i s  
* .  slmlfipan.'il)r supeyior ti? t3at found in Jyfile I3512 pI-as~nat.ly below the 

goal for 1936. 

Yes 
No 

Total 4 3 

Table A-6-3- displays the mothers' answers concerning f r o m  &om they 
received advice or aid when the child had cou& and respiratory 
difficulty- 

Tne highest percentage went t o  the  hoapi ta l  o r  center ,  re la ted/f r iends  o r  
other persm was the  second i n  place. 



Hospital or  hea l th  center  
Pnarmacy 
Pr ivate  Physician 
Health Prornotor 
Cr~randero 
Par te ra  
Reiat ive and f r iends  
Others 

- 4 Table A.6.4 shows the  umthers' ar1swers aT- out syriiptoms and signs ~jh ich  
evidences a severe resp i ra to ry  i l l n e s s .  
cough is t he  most frequent s ign  r~;prlr+,ed~ followed I>y conlf;ecutive of  rapid  
and shaken resp i ra t ion .  27.'i"%,don't lmow any s igns  and syrnptorns of 
graveness. 



Table A.7.1 displays the  proportiovl of mothers" who showed the  Maternal 
Health Card. Only a small proportion showed the  card. 

Table A- 7 -  1 .. Progartion o f  Mothers of  Children Under 24 MontIls t h a t  showed 
Maternal Health Card for t h e  Last Child- P ro jec t  of  Child Smviva l -  
CDnsejo de Salud Rural Andino- Area of  Eal lco  Ranch- October 1993- 

Has maternal 
control  card n 0) I* Accumulated 

Yes, she showed 18 4 - 7% 4.7% 
Yes, b ~ ~ t  she didn't  show 41 19-2% 23 - 9% 
Yes i n  the  hosp i t a l  6 2 - 87' 26 . 87; 
No 155 72.8% 99.5% 

. No answer 1 0.YX 188.8% 

Table A.7.2. displays t h e  mml,er of dose of t e t a n i c  toxoid the mother has 
received. A small number of mothers has  received TT- 

Table A-7-12-- Wmber of Dose a f  TT r e c e i v d  by Hothem of Children Under 
24 Months- Project of mild Survival-  Chnsejo de Salud TZtval h d i n o -  Area 
of Hallco Ranch.. October 1993- 

# dose 11 y; Accx~ri'd a t e d 

Table A-7-3-- Answers of Fathers of  Children' Under 24 months about t o  
Whom TT h t e c t s -  Project  of Child Survival-  Consejo de Salnd Rural 
Andirm- Area of Mallco Ranch- October 1993- 

Answer n % 

The mother 59 27.7% 
The ch i ld  15 7.8% 
Both 26 12.2% 
Other o r  don't know 113 53.1% 



Table A.7.4. shows the mothers" answers ahmt  hrjw many doses of vaccine 
a re  necessary fo r  tetxnus protection. b s t  of them rf;spz~n&rf. they didn't 
how, although 23.5% responded correctly tha t  two dose are necessary. 

Table A-  7- 4- - Answers of Mothers of Children U&r 24 months about the 
Muxber of Dose needed to' PMtect t o  the Neonate of the Tetanus- Project of 
Child Smi.sal- Consejo de Salud Rural Andino- 
Area of Hallco Ranch- October 1993- 

Hone 
One 
C l'wo 
More than two 
Don ' t  knot^ 

rn i u t a l  

Table A - 7 - 6 - -  Propertion of !fotlners of Children Under 24 Honths that has 
Ha3 A n  or  ra ther  &natal  v i s i t s  before the Bi r th  of the &st Child- 
Project of m i i d  S w i v d  - bfisejo de Salud W a l  Andha- Area of Mallccl 
R a n c h -  October 1993- 

# Cijntrols n % 

One or reore 
None 

Total 33 188 



Table A. 7.7. display who cut  the  .umbilical cord during the  b i r t h  of the  
l a s t  chi ld .  The p r o p o ~ t i m  of b i r t h s  zttended t o  by persumel  rjf the  
project  is ra ther  l e s s  than a t h i rd ,  althoi3.gh added t o  personal other of 
hea l th  it t o t a l s  57.8 percent, remaining 42.2% withcut a t t en t ion  f o r  
t ra ined personnel. 
Ari important pxc-entage is attended t o  by the hlusbmd o r  f m i l y  iqonlen. 

Table A-7-7- Pe~son who cut  the cord in the Birth of the Last Child- 
Project of Child Survival- Cmsejo de Salud Rural- Area of Mallco Ranch- 
October 1993 

Person n X 

Herself 
Husband 
Female r e l a t i ve  
Male r e l a t i ve  
P i r t e r a  
Fersoml of the project  
Other heal th  persona? 
Don't remember 
No mswer 

Table A-7.9 shop 8% of t he  mothers is p:egmnt. 

Yes 
No 
No znsrzrer 
Total 

Table A.7.18 shows themothers* mswers ahout the  des i re  of having other 
ch i ld  i n  the  following two years-  Only 6.7% responded affirmatively.  



Table A - 7 - I @ - -  
Have Other Baby 
Area of Hallco 

Distribution of the Mothers according to i f  she desire to 
in the Following Two Y e a r s -  Comejo de Salud Rural Andha, 
Ranch- October 1993 

Yes 
No 
Don' t know 
Mo answer 

Total 195 100. (3% 

Table A.7 .11  cfisp1a.y~ the pei-centage of mothers' who affirm is using a 
~ethod in o rde r  to amid pregnancy. 



Table A - 7 -  12.- Distribution of Mothers of Children 'Under 24 Months that 
donat desire to  Have a Child i n  the Next T670 Years o r  Are not Sure 
according t Contraceptive Method P,ctually Used- Project of Child 
S w i y a l ,  Comejo de Salud &al- Area of Hallco Ranch:October 1993 

Method n X ' 5 Accuniulaterl 

AQV 0 0 0 
Hormonal in t rmuscu la r  A I 0.7 0.7 
Hwmonal o r a l  0 0 0.7 
I U D  24 15.7 16-4  
Diaphram Q . ( 3 -  16 -4  
Cbdoms 8 (3 1 6 . 4  
Spernicide (3 (3 16.9 
Breastfeeding 42 27.5 43.9 
Rhythn .-- 52 34 77-9 
Abstinence '29 19 96.4 
Coitus in terruptus  I 13 . (3 97.4 
Other 4 2 . 5  188 

Table 9-7-i3-- Distribution of Hothers of Children Under 24 Eonths 
according Cso if She %sire t he  FrojecZ Offers Sene Contraceptive Methods- 
,Project of Child Survival.. Consejo de  Safud Rural.. Area of PiaLlco Ranch- 
October 1993 



A. 8 HEALTH P R O W ' S  IMAGE; 

This section t r e a t s  about the imge  of the progr.m acccirding t o  it 
referred by the mothers. 

=. . 
? .  
a .  

Table A. 8.1 shows the at tent ions rekeived by the fi.;n$ies -. of children 
m d e r  two years. 
Medical a t tent ion a t  the hospital  was the niost frequent. Home v i s i t s  were 
in  second place. Cne of each f ive  mothers amwered the i r  fm:ily had not 
received at tent ions during the previous year t o  the interview. 

Table A - 8 -  I-- Type of Attention Received by t h e  Hother o r  Someonz of their 
Family i n  the Previous Year- Project of Child S -miva l -  Consejo de Salud 
R u r a l -  ,Area of h'allco Ranch- October 1993 

Table A -  8 - 2 - - Qnalif icatioz? of the Irlotfiers 32th Chi161ren Under 24 months 
of the Attention Received fmm the ProSect- h j e c t  of Child Srxvival- 
Cor?sejo de Salud hal Andina- Area of l9allco Ranch- October $993 

A - 9  KEY INDICATORS 

I? ~ h s  indicators of ZC.?:-? strskegiez kzve inc.r~ased s i g n i f i o ~ n t l y ,  for 

example, zcuie diarrheal diseaze ar~d ecute respiratoiiy ir,f ection and 
breastfeeding. - 

Others have been maintair~ed f o r  exmple,  p r o p r t i o n  of mothers that  gise  
l iquid or  so l id  foods i r r  saz ~ u a n t i t y  t o  t h e i r  ch i ld  with diarrhea 

me others have diainished i n  example, izmmications, but t h e  mst 
probable e > z l a ~ a t i o n  is mderregis trat ion.  



Table A - 9 -  1- - - Summary of Key Indicators of the Project of Child Survival- 
hnsejo de %lud Rural A n d i n a -  Area of Mallco Ranch 1992, 1993 goal for  

I 
'; . 

jun 92 oc t  93 2: goal 96 

Breastfeeding and 
Feeding Pattern 

1) 76 of chi ldren ~1.12de~ 61 
24 months r~ho begall (55-6?) 
hreastfeeding &.wing the 
f i r s t  8 l ioms a f t e r  b i r t h  

2 )  % of children mder -- 
4 months who is 
excl~zsively breastfa3 

5)  7; of children who has 
at  l e a s t  one weight 
determiriatioil i n  the 
tl;~e lve previous month;? 

f3)% children 12-23 E 
who received measles 
vaccination 

16) desertion proportion 





3, Sipe Sipe 

In Sipe Sips a t o t a l  of 254 interviews t o  mothers with children mder  two 
years were done. E :  

The r e su l t s ,  a re  i n  the following tables .  . - .  

. f. - 
i: 

3-1 t3c)ther's Characterist ics 

Table B. 1.1. according t o  the mother's age dis t r ibut ion,  the higher 
percentage tha t  age of r i s k  in pregnancy, is i n  the more than 35 years 
group. 

T a b  1 -  Distribution of mothers o f  childr-en rznder t w o  yea-s 
according t o  age- Consejo de Salud Andina Child Survival Reject .. 
,Area ~f Sipe Size- October 1993 

Total 254 1oi@ - 0% 

Mcst of %he children 12-23 months, hed 6 o r  more wei& controls registered 
card. Children w d e r  one year, o m  not such a nmber of weigh controls,  
the n~mbers Ere d i s t r ibu ted  from 1 t o  4 controls.  



This r e s u l t  ind ica tes  an a n i f o m  coverage i n  the  con t ro l s  c a r r i e d  out t o  
t h e  children. 

Table 3- 2 - 2- - Number of Growth bal;mls in the I2 previous months. Come jo 
de Salud Ihzral A n d h  Child Swvival Project, 
Area of Sipe S i k -  October 1993 

% controls n .la n % cy 

6 o r  more 

Total 



Table B- 3- 1 - -  Access to Immunizations - Corlse jo de Sal.ucl Ikwal Andina Child 
S w i v a l  Project- &-a of Sip? Siw- Octdber 1993 

Yes 
1'0 

Total 



The proportion of desertiorl of the EPI  has diminished from 35.? found i i l  

June 1992. 

Desertion % 

Yes 17.1 
NO 52.9 



The moi'iule of breatfeedirlg is related to  evaluate the e f fec t  of the 
ac t iv i t i e s  toward promotion of excl izsi~~e breastfeedir~g. 

- .  

Table B.'4.?. shows the i n i  t iatioil  of breastfeeding accsrding t o  the 
nothers' of Sipe Sipe answers. G7.7X of the mothers began breastfeecling 
before eight hours from the b i r th .  'This percentage is higher than that  
obtaiiled i n  June 1992. 

Table 3-4-  1 - -  Beginning of Maternal Nursing- Consejo de Salud Rural Andina 
Child Surviva.1 Project- ,Area of S ip?  S ~ F -  October 1993 

Hours a f t e r  b i r th  n y, 

7- i b b l ~  E- 4 - 3 shGi,7s feedirzg > ,3 t t~ r . l 1  ,>f c]iili3,i-el? vil!ii3p 4 zfi?i+l-,c ; --,-.;-cq , . n:s to 
* A  > -L L -,. .&.-a . ,  " 7  7 .. mat21zr ' 3 ref ere,ice. -3 11 thi.. cllil-jrer2 fin,:ep f o l y  ~:!; .ogt~l~ receiij~; 

breast,feeding, 48 percent rei2ei7,res , '757; ot..hein m i l & ; s  arid 14% 
yeceive solid foods. 



B F Licpiid M i  11.: Solid Foods 
n % n * 7; n % n "/o 

- -- 

Yes 45 I'd@ 13 40 11 25 6 14 
No 0 0 25 60 34 75 39 86 

Tot 45 45 4 5 45 

Table 13-4-6-- E u I I ? ~ ~  ~f mothers Bottle-Feeding he- Chi14 Under 24 2.3out-ns.. 
Gonsejo de Salud Rural Andina Child Survival Project- Area of Siw S i p -  
October 1993- 

n 
Yes 56 38 
No 15.6 61.6 
No answer - 3 0.4 

Total 354 100 



3-5  ACUTE DIARRKEAL DISEASE 

Table 3-5-  1.- Prevaleaee of EDA in the tim previous weeks- Gnsejo de 
Salud Rural Andina Child SWvival. h j e c t -  Area of Sipe Sipz- Ccto&~ 1993 



Table B-5-3-- Continuation of L iqu id s  during Diarrhea, Consejo de Salud 
Rural Andim Child Survival Project- Area of Sipe Sipe, October 1993 

Continued n X Accurnulaterf liquids 

More 
Same 
Less 
Stoppxl 
Breastf ed on147 
No ansxer 

T&fc B - 5 - 5 - -  R.evai.ccce of: Use ~ ? f  O r a l  Rehydration Therapy (Any Liquid) 
dur ing Diarrhea- Conse,jo de Safud Rwaf Anciina Cqild Survival Project .. 
:L-c-a of Sire Sige.. Octobey 1393 





Table B.5.9 shows the p e r ~ m t z g e  of mothers tha t  has used ORS. 
The mmber of mothsrs r d m  answered they a re  used fo r  disrphea, was less 
than the nmber rdm had used them during the cliarrhea of t h e i r  ch i ld-  

Has used CRS 11 X 

Yes 
No 
No answer 
Total 



Total 3 

Table E.6 .3  shows which signs arld ssa~ptow the mothms refer as of danger 
so that her child has pnc~monia. Most of the mothers' identify cough as a 
sign of graveness, m e  of each four- doesn't lrr~ow mci eile of each fifth 
identify fever or agitated respiration. 



Table B - 6 - 3 - -  Referred Signs and Symptoms identified as Pneumonia by 
Hutkeers of Chiliken U~der 24 %nths- Conse.jo de Salud &a1 Andina aild 
S m i v d  Project.. ef Sipe Siw- Octsber 1993 



Table B. 7.1 shows the proportion of mothers r41o hczs i m x k i z a t i o n s  card. A 
very small percentage of nothers has the card. 

Table B - 7  - S - -  Propurtion sf Bothers of Children Under 24 Honths ~ z o  Showed 
Eatemal Health. Cazrd for  the Last Child- 
Project of. Child Survival - Consejo de Salud Bra1 hdino- h a  of Sipe 
Sipe- October 1993 

Showed the Maternal Health Card 11 
zy 
.'a 



Table 3-7-3 shows the mothers' answers concerning who the mtitetanic 
vaccination protects - Most of them ansuer not to  be acquainted with t o  
whon confers protection the TT- Almost s ix  of each ten nothers doesn't 
h o w  how mny doses are necessary in  order t o  protect the child of the 
tetams - 

3 dose n % 



Table 8-7-5--  Proportion of Mothers of Children Under 24 Months that has 
Had at least One Renatal visits before the Birth of the Last Child. 

I 
Project of Child Survival- Consejo de Salud Rural. 
Fsea of Sipe Siw- 02tc ike~  IS93 I 
# Controls 

&il(j.hiyth as the g!iyqcq-tiu~ 1:1f chiic1.birt .h~ that, :.my attended. to by h e a l t h  
7 4 ,  - peysonn? , 1; ~.?.3_f3 ';i - perrent age of chi lij.!~ i r t h  was at? en&d to 

p e ~ - o c ' i q r i ~ l  -. .... " . . a  -.-. t he  ~ ~ 2 s  2.1- I 

T&le H-7-7--- Ar?swcrs of N ~ t h r . ~ : ;  ef 17fiiIclreri h d e ~  '74 Mnmths 2bmt tl?.:: 
Time i;hat one could !.l'ai'c t h z  Placevlta to J-ezve I f f o r e  thz Xot'r?e~- is i n  
Risk of ika th-  Pro,ject o f  C h i l d  S r rv iva l -  Cenuc-jo de Salud %rral- Area of 
S i g ~  Sip?-  Oztober 1983 

. . Table 3.7.8  display^ the  a:.=tribilticfi ef n..others ' acc.c.i-dii:g t o  t h e i r  . . des i re  of ~ ? a n n , c  a c h i l d  i n  the r~~x ' ;  tne years. z a j o r i t y  of  t h e m  
doesn't des i re  t o  hwc3 o the r  ch i ld  lr.d l e a s  of 10% ar~cwered yes. 



Yes 2 2 3-47; 
No 198 85 - (3% 

Don ' t know 1 3 5.6% 



Table 5.8.1 show6 the a t t en t i ons  the mothers refer have received on behalf 
of the  project,. One of each forzr ~ m t l ~ e r s  re fe r red  have received no 
a t t en t i on -  

I 
Table B - 8 - 1 - -  Type of Attention Received by the Mother o r  Some of t h e i r  
Family i n  the Previous Ye&-- Fkoject of Child Sm-vival- Consejo de Salud 
Rnral- rkea of Si- Size-  October 1993 

I 
Attention II X 

hea l th  and vitainin A. 



Table B- 9- 1 -- S m a r y  of Indicators Key of the Pro jec-t; of Child Survival- 
Consejo de Salud Rural- Area of S i p e  Sipe 1992, 1993 and nominative for 
1996 - 

jun 92 oc t  93 goal 96 

beas t  feeding and 
Fezding Pattern 



Acute Diarrheal Disease 

during diarrhea 

Vitamin A 

18) % of children 13-23 -- 
who hzve received o r 4  doses 
of v i t a i n  A 



A signif icsnt  decrezse i n  the i n d i c a t ~ r s  of iirmunization coverage is 
observed, although there ex i s t s  incoherence between t h i s  decrease and a 
maintenance of the p r a p r t i o n  of d e s e r t i m  i n  low levels ,  the previous 
suggests that  the most grohable explmation is tha t  the vaccim 
arhinisi;ered is registered in  the cards and n~tebooks of m e  of the 
pmjec t  tear,, but the ~ 3 r d  tAe motliers have a t  kame don't have the 7 . m x i . m  

information. 

A - 5  Materm1 Health 

The proportion of mothers' i h  showed Maternal Health Card diminished 
s ignif  i c m t l y  . The proixrtion of mthz r s '  propmtion who has received two 
doses of 'IT was maintain& sm.e. 
A considerable percentage of mothers' (85%) referred takes care in order 
not to g& pregnaqt, but  the E O S ~  ~zsed methods u t i l i zed  are rhythm and 



A-  6 Vitamin A J?rogram 

Only 14% of children 12-23 months had regist,ered have received capsules of 
vitamin A .  

B - I  Immunizations 

m - .   he coverage indicators  a r  mm-z~:iza-i;ions have i q x m v d  ~ ~ t a b l y  i ~ i  Sip? 
Sip?. me increase is t o  the  d o d ~ l e  o r  more than doizble. 
Fpoportian. of d e s e r t i ~ r l  a l so  improved. E:e gi3sl~ fo r  1996 they seem 

m 8 -  yeasofiZble afiij &.ill would be p.~erconle by the team o r  cfie project .  

'The propwtion .sf childrer? ~21o has reg i s te red  the  ingestioil of v i t a in  A 
capsules is very low. In  t h i s  case,  t o  d i f ference ~f Malico Iim.ch, it is 
not the  need c f  r eg i s t r a t i on  the ioost probable explmat ion,  s ince  a l l  the  
ind ica to rs  r e q ~ ~ i r i n g  r e g i s t r a t i a n  i n  the  card have siicwn improiwment. 

Aithough the re  could e x i s t  a lack of s e l e c t i v e  r eg i s t r a t i on ,  there would 
be useful  t o  inves t igs te  with the  ~ e r s o m e l  of the  project  &her 
explanations. 

63 





A c n t e  Diarrheal Disease Control Program 

. . 
!: - 13 yrie s~,~~pt,:!as E;zggecsl:i.= p>=l;~~~~n~ are Ies5 f i-.=x~nnt C b  -.. . - . bL1=:l acute 



Growth and Hutri-tion Program 

The CS-6 cgzpleted s'c;ccesz-f=~lly ';he pmpccxd a c t i v i t i e s .  $!e : . r i l l  
recomend for the  next stage t h a t  t he  a c t i v i t i e s  are guided t o  t h s  
ei~aluatio-n of t k  e f f ec t  of t h e  a c t i v i t i e s  executed i n  %ems of 

" 3  -pursuit 51 $ 2 ~  gr~~;T;kl, k j~s ides  t he  ~;:<ecutif~.n of w e i g h i . ~  using t he  
proposed f7.eql:enc:y. 
We a r e  saying the weight ~ i i d  s i z e  controls  a r e  origoing zs prograntriled 
but the s i tuEt ion  has rmt reported nu?,ri t iolxl  s t a i ~ z s  f o r  t]le 
children tzi.lder t i q ~  yezrs old.  

A day care ~ e r v i c e  zhot~ld s t imulate  the  collaboration sf the  xothers 
in the  m a i n t e n ~ c e ,  opmation mad a&rili:listration of  the  ssrviee ,  
which w i l l  be 1,: s t ra tegy  tm1 ab le  t o  he pcmmlent beycml t he  
inclusion of  the ch i l d  i n  t h e  service. 

In f a c t ,  the pr s j ec t  has already emngh mater ia ls  i n  order t o  begin 
a service  of t h i s  na t~ i r e .  



I n i t i a l  demand W D - I J . ~ ~  be satisfiecf. with the  mrrerrt  f inmce ,  
evalu.ating t he  impl ic i t  dernard. riot sa t is f ied.  mr3. the  -pmsi't-,lilit,ies 
of covering it, progressively. 

C. 16 me promotior1 of in r - t i t a t iona l  ch i ldb i r th  is a11 a c t i v i t y  i n  which 
the  project  has demonstra"ced success. 
The proportion of i n s t i t u t i o n a l  ch i ldb i r ths  g o t t m  is 57.8% m d  
generally occur i n  th? hosp i ta l  of the  project .  Acccrclillg t o  ENDSA- 

,->nw 89, i n  ru r a l  zones AS;& of 312 chilt3t7irths were attended t o  by 
personnel of hezl th  and i n  the valleys the percentage was 43.7- 

C. 17 Snout prenatal  care  i t  shorild be reinforced t h a t  f ~ r  t h i s  m.d other 
a c t i v i t i e s  which imply the L E ~  of tim cards,  t h a t  i n  hold of the  
mother ~'rio1.1ld be actxzliaed a s  s o m  as pssible. 



APPENDIX IV. 

CORRESPONDENCE WITH DR. CARMEN MARIN REGARDING MALLCO RANCHO 

AND SIPE SIPE SURVEY FINDINGS AND THEIR INTERPRETATION 



ANDEAN RURAL HEALTH CARE 
Promoting Hope Through Health Since 1983 

ARHC health programs 
in Bolivia: 

Carabuco Health Area 
on the Altiplano 

31 villages 
9,000 people 

Ancoraimes Health Area 
on the Altiplano 

51 villages 
14,000 people 

Mallco Rancho-Sipe Sipe 
Health Area 

Near Cochabamba 
25 villages 

18,500 people 

Montero Health Area 
near Santa Cruz 

8 barrios 
11,000 people 

Board of Directors, U.S.A. 

Joyce S. Patton, Chair 

Executive Director and 
Program Director 

David S. Shanklin, MS., 
R.D., L.P.H.. 

Founder & Program Advisor 

Henry B. Perry, Ill, M. D., 
Ph.D., M.P.H. 

Development Director 

Martha M. Edens, CFRE 

Field Representatives 
Florida and Alabama 

The Rev. Carl & Bette Shafer 
1633 Palm Circle 

Lake City, Florida 32055 

Board of Directors, Bolivia 
Jorge Velasco, M.D., Chair 

National Director, Bolivia 

Nathan C. Robison 

Project Directors, Bolivia 

Dardo Chavez, M. D. 
Caroline Hilari, M. D. 
Orlando Taja, M.D., 

D.D.S., M.P.H. 

February 7, 1994 

Carmin Marin, MD, MPH 
Consultant, PVO Child Survival 

Support Program 
Institute for International Programs 
Johns Hopkins School of Hygiene and 

Public Health 

Dear Dr. Marin: 

I want to take this opportunity to thank 
you for your guidance and help with Andean 
Rural Health Carets cluster sample surveys 
this past fall. All in all, the whole 
process went quite well, everyone seems to, 
feel. I am still working on the final 
report. 

In the process, I have come up with some 
questions and comments for you. A prompt 
reply would be greatly appreciated since 
we are approaching the deadline to have 
this in. My comments and questions arise 
from the document which you prepared which 
summarizes the findings from the cluster 
sample surveys carried out in October in 
Mallco Rancho and Sipe Sipe. 

I. Comments on calculation of immunization 
coverage rates. 

First, I would like to make a comment. It 
appears that you have calculated 
immunization coverage solely on the basis 
of documentation on the growth chart kept 
in the home by the mother. This is the 
same approach used by Marcello Castrillo 
when he led the prior survey in Mallco 
Rancho in 1991. Why not also go back to the 

P. 0. Box 216 (51 8 Lakeshore Drive), Lake Junaluska, NC 28745 
Telephone: 7041452-3544 FAX: 704/452-7790 



vaccination records at the health center which are more 
accurate and up to date? When I was in Mallco Rancho and 
in Sipe Sipe in November, I had the staff go back to the 
health folders at the health center and update the 
questionnaire immunization data if appropriate for those 
children who were included in the survey. This led to a 
20-30% higher coverage rate than you reported. The 
relevant comparisons are shown below. 

Mallco Rancho Immunization Coverage Data 

original cluster "updatedw cluster 
sample survey sample survey 
data data 

% children 12-23 mo 
who received DPTl 

% children 12-23 mo 
who receive OPV3 

% children 12-23 mo 
who received measles 

dropout rate 

Sipe Sipe Immunization Coverage Data 

original cluster IfupdatedN cluster 
sample survey sample survey 
data data 

% children 12-23 mo 
who received DPTl 

% children 12-23 mo 
who receive OPV3 

% children 12-23 mo 
who received measles 

dropout rate 



Although I don't have the relevant data in hand, I think 
the same argument could be made for Vitamin A 
administration as well as growth monitoring. You report, 
for instance, that 14% of the children in Mallco Rancho 
12-23 months of aqe had received a dose of Vitamin A 
during the previo& six months. I would suspect that this 
is a major un'derestimation of the real situation although 
we did not have time to go back and recalculate this. The 
findings of the cluster sample survey with respect to how 
many nutritional monitorings the child had in the previous 
12 months also is likely to be an underestimate unless 
that child's growth chart at the health center is reviewed 
and additional information updated to the questionnaire 
before it is analyzed. 

11. Questions about the accuracy of the results regarding 
Mallco Rancho. 

There are several tables with results I was not able to 
confirm from my own analysis of the survey data which was 
given to me in November when I was in Mallco Rancho and 
in ~ i p e  Sipe. For instance, in your Table A.5.7. (p. 31) 
you report that 94.7% of mothers (126/133) had heard of 
ORT. It is not clear to me where the numerator or the 
denominator data came from. My analysis indicates that 132 
mothers had heard of ORT and that there were 212 mothers 
participating in the survey. Thus, there should be, 
according to my analysis, 62% (132/212) of the mothers who 
had heard of ORT. 

For Tables A.5.8 through A.5.10 you continue to use 133 as 
the denominator even though there were 212 mothers in the 
survey. You do not explain this in the text. Are these the 
mothers who had heard of ORT? What is the rationale for 
including only them in the calculation of ORT knowledge 
and use rates? 

In Table A.6.4., your title indicates that the data is for 
children under 4 months of age. I presume you meant under 
24 months of age since there were only 46 children under 4 
months of age participating in the survey and your 
responses to this question go as high as 133. 

My data for the continuation of breastfeeding durkng 
diarrhea differs substantially from yours (see your Table 
A.5.2. on p. 29). You indicate in this table and in Table 
A.9.1 (p. 42) that 93.9% (46/49) of the children with 
diarrhea continued to receive just as much or more breast 
milk during their episode of diarrhea. My analysis of the 
data I have indicate that this should be 91% ( 5 0 / 5 5 ) .  



In Table A.5.3, your numbers agree with mine. However, in 
Table A.9.1 (p. 42) you state that 64% of the children 
received the same or more liquids during their episode of 
diarrhea. My interpretation of this result is somewhat 
different. since 14 children with diarrhea were only 
breastfed, as shown'in Table A . 5 - 3 ,  these should not be 
included in the denominator. My view is that this should 
be 79% (48/61) of the children with diarrhea who were 
receiving liquids other than breast milk received just as 
much or more than normal the amount of non-breast milk 
liquids during that episode of diarrhea, 

In a similar vein, you indicate in Table A.9.1 (p. 42) 
that 53.3% of the children with diarrhea received just as 
much or more solid food during the diarrhea. 15 children 
with diarrhea were not receiving solid food, so it seems 
to me that they should not be included in the denominator 
for this calculation. In my view, this percentage should 
be 68% (40/59). 

I am unable to reproduce your results of Table A.5.5. 
According to the analysis of the data which I have, the 
raw numbers of children with diarrhea who,received the 
'following therapies are as follows: 

1. oral rehydaration salts 10 
2. home-based ORT 3 
3. cereal-based solutions 11 
4. liquids or teas 27 

If one defines use of ORT as the percentage of children 
less. than 24 months with diarrhea during the past two 
weeks who were treated with ORT (defined as packets of 
ORT salts), then I compute an ORT use rate of only 14% 
(10/74). If one defines ORT use as ORT packets, home- 
based ORT or cereal-based solutions, then the ORT use rate 
I calculate is 30% (22/74). If one defines ORT use as the 
use of ORT packets, home-based solutions, cereal-based 
solutions, or other liquids or teas, then the ORT use rate 
I calculate is 61% (45/74). 

Your results to Table A.7.1 do not agree with the findings 
I have obtained. 



maternal control card Dr. Marin 

yes, she showed 10 
yes, but she didn't 

show 41 
yes, in the hospital 6 
no 155 
no answer 1 

TOTAL 

Dr. Perry 

Similarly, for Table A.9.1., you indicate on p. 42 that 
15.5% of the mothers had a prenatal card for the last 
child. I am unable to determine how you arrived at this. 
My analysis indicates that 50% (106/212) of the mothers 
had a card verified or said that they had one at home or 
in the health center which was not verified. If only the 
mothers with verified prenatal cards are included, this 
would be 16% (33/212). This is the same percentage you 
give on page 42. 

For the percentage of mothers who had at least one 
documented prenatal control, it seems to me that in place 
of the 97% which you have in Table A.9.1 (p.42), which I 
presume is 32/33, the more appropriate statistic would be 
that in which the denominator is all the mothers in the 
survey (212), or 15% (32/212). However, I think this is a 
questionable result just as the immunization coverage is 
unless one goes back to the health center and looks into 
the health center records and the family health folder for 
the most accurate information available. 

Your data for number of TT doses received by mothers does 
not agree with mine. You state in Table A.7.2 that there 
were 10 mothers with at least one TT immunization. Two of 
these had only one, 5 had only 2, and 3 had more than 2. 
My analysis indicates that there were 8 mothers with 
at least one TT immunization, 4 with at least two, and 
only one with more than two. I calculate the percentage of 
mothers with two doses of TT to be 2% (4/212) and you 
calculate in Table A . 9 . 1 .  (p. 41) 3.7% (I presume<- this is 
8/212). 

Finally, you indicate in Table A.7.11 that 86% of the 
mothers are using a method of contraception. Could you 
specify what you consider to be a method? Are you 
including all mothers who are breastfeeding? 



The results I obtain in analyzing feeding practices of 
children 5-9 months of age are somewhat different from 
yours. According to the data I have, 98% (40141) of the 
children 5-9 months of age are receiving semi-solid or 
s o l i d  food. Your analys is  (Table A . 4 . 3 ,  p,  28,  and Table 
A.9.1, p. 41) indicates that 82% (32/39) are receiving 
solid or semi-solid food. 

Similarly, for the percentage of children 20-24 months of 
age who are still breast feeding, you indicate in 
Table A.4.4 (p. 28) that 33% (8/24) of these children are 
still breastfeeding (also shown in Table A.9.1, p. 41). My 
analysis of the data I have indicates that 25% (5120) of 
children 20-24 months of age are still breastfeeding. 

111. Questions regarding results of the Sipe Sipe analysis 

In Table B.5.2, you refer to the number of children with 
diarrhea who were being breastfed and the amount of breast 
milk they received during the episode of diarrhea. My 
results are somewhat different. These differences are 
shown below. In addition, you have as the fifth row of 
this table "breastfed only." I presume you meant to say 
Ifnot being breastf ed. l1 

Continuation of Breastfeeding in Sipe Sipe Among Children 
With ~iarrhea 

Dr. Marin Dr. Perry 

more 
same 
less 
stopped 
breastfed only 
stopped breastfeeding 
no answer 

As a consequence of the above differences, you have 
reported in Table B.9.1 that 70% of the children with 
diarrhea were receiving the same or more breast milk 



during their last episode of diarrhea. My analysis 
indicates that this should be 85% (52/61), excluding the 
children who weren't being breastfed from the analysis. 

Our data are exactly identical for the continuation of 
liquids during diarrhea (your Table B.5.3). However, in 
Table B.9.1, you give as tlie percentage of children 
receiving the same or more liquids as 68%. I presume this 
is 58/85. I would argue that those who are breastfeeding 
should not be included in the denominator. This would 
change the percentage to 79% (58/73). 

The situation is identical for the case of administration 
of solid foods in the presence of diarrhea (your Table 
B.5.4). Our raw numbers are exactly the same. However, in 
Table B.9.1 you indicate that 67% of the children 
continued as much or more solid food intake during the 
episode of diarrhea. I can't determine how you calculated 
this. I would argue that the appropriate calculation 
should be 60%, which is also what an interpretation of 
your Table B.5.4 would yield. 

In your analysis of the numbers of children 5-9 months of 
age who are receiving solid or semi-solid foods, you show 
in Table B.4.4 that 83% (40/48) were in this category. My 
analysis indicates that 91% (63/69) should be in this 
category. Your findings on this are also shown in Table 
B.9.1, p. 60. 

Concerning the percentage of mothers in Sipe Sipe with a 
maternal card, our raw numbers (yours shown in Table 
B.7.4) are exactly the same. You show in Table B.9.1. (p. 
61) that 10.6% of the mothers had a maternal health care 
(presumable 27/254). I would argue that it would be more 
appropriate to give the mothers the benefit of the doubt 
in this case, and include those who said they had a card 
but did not show it. This would change the percentage of 
mothers with a card to 32% (81/253). 

Concerning your Table B . 7 . 2 ,  we both agree that 8 mothers 
received two or more TT immunizations. However, in Table 
B . 9 . 1 ,  you list the % of mothers with at least two doses 
of TT to be 61.5% (8/13). It seems to me that the. 
denominator should be 253 rather than 13, making the 
percentage only 3% (8/253). 

Just as in the Mallco Rancho analysis, it seems to me that 
your tables B.5.8 -10 use the wrong denominator in 
calculating the percentages. You use 153, which is the 
number of mothers who had heard about ORS. In my view, the 



denominator should be the total number of mothers in the 
survey. 

For both the Mallco Rancho as well as the Sipe Sipe 
analyses, there were a number of other minor differences 
which did not result in a significant difference in the 
result. I have not listed them here. 

It may be that some of our differences are concptual, or 
that I am making an error of some sort in my 
calculations. In any event, independent corrobation of 
findings is worth the effort, I think, since it 
strengthens the accuracy of the results. 

The absolute deadline for getting my final report to 
Washington is March 31. The sooner you can get back to me, 
the sooner I can try to get all of this straightened out. 

Thanks for all your help and assistance. 

cc David ~hanklin 
Nat Robison 
Dory Storms 
David Newberry 


