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CHILD SURVIVAL IX

FINAL EVALUATION 

MALLCO RANCHO PROJECT AREAS

Evaluation Dates: October 7 - 26, 1996

by Thomas P. Davis Jr., MPH
PROJECT EVALUATION:  MALLCO RANCHO
I.
PROJECT ACCOMPLISHMENTS AND LESSONS LEARNED
A.
Project Accomplishments
a.
Progress Towards Project Objectives
This next section details project accomplishments in relation to project objectives, with an explanation of the differences encountered and hindrances to success.  Please note that much of the text for this section has been taken from the KPC final report.

1.
DIP OBJECTIVE:  Increase the percentage of children with all vaccinations:  < 2, 90%; at 1 year, 80%
Vaccination coverage in this project is close to the project goal of 80% coverage. There were no deaths of children from vaccine preventable diseases in the Mallco Rancho area during the life of the project.   Rates for DTP3 and OPV3 were 75% and 76% respectively.  The 95% confidence intervals for these two rates were 63% - 87% and 64 - 87%, respectively.  Thus, it is reasonable to conclude that APSAR/ARHC may have reached their goal of 80% coverage for one year olds, but they did not reach their goal of 90% for children under two years of age.  This area still may be below the national average of 85% for DTP3 and 86% for Polio3 coverage.  69% of children 12-23m were fully immunized
 with a confidence interval of 56 - 81%. Coverage rates are probably higher than these levels, since all children without cards were recorded as having no vaccines.  If only mothers with cards are used as the denominator, the coverage rates rise to well above 80%.
  The KPC survey questionnaire that was used did not include a space for marking each dose of the multi-dose vaccines, so analysis of the dropout rate is not possible.  This should be corrected in future surveys.  (At baseline, dropout was below 6%, so it is doubtful that dropout contributes in a major way to lower vaccination levels.)

APSAR/ARHC may not have reached its higher goal (90% coverage of children <2) due to mothers' insufficient knowledge of the proper timing of vaccines.  Knowledge on vaccines was generally low.  Only 44% of mothers stated that a child should receive its measles vaccine at age nine months, 67% of mothers knew that a child should finish receiving vaccines at 9-12 months of age, and 47% of mothers knew that a pregnant woman needs two or more tetanus toxoid injections to protect the newborn infant from tetanus.  Knowledge of the timing of vaccines will be especially important as APSAR tries to increase the proportion of mothers who come to the hospital or health post for vaccines (rather than receiving them in their homes).  During the educational session that I witnessed, few questions were employed to assure that mothers understood the information explained to them by the APSAR home visitor.  I have suggest in the KPC report that APSAR's leaders teach the home visitors to use verification questions, and then verify that they are using them by accompanying them on their visits from time-to-time.  The health education process needs improvement.

2.
DIP OBJECTIVE:  Maternal TT coverage (at least 2 doses) for all pregnant women: 50%

Only 27% of mothers had a prenatal card (either in their home or in the hospital/health post). This makes it difficult to assess the true proportion of mothers who had received TT before the birth of their youngest child.  23.3% (54 of 232 mothers) had documentation indicating that they had received two doses of TT vaccine before the birth of the youngest child (less than 24 months of age).  

3.
DIP OBJECTIVE:  Proportion of mothers who recognize symptoms of dehydration: 50%

Recognition of the signs of dehydration fell below the DIP goal of 50%.  Only 33% of mothers of children with diarrhea mentioned any sign of dehydration, thirst, or weakness when asked how they would know that their child had severe diarrhea that would cause them to get advice or help.  Only two mothers mentioned "cannot drink liquids" as a sign that would make them seek care or advice.  I suggest that APSAR/ARHC emphasize danger signs of diarrhea in their educational messages rather than focussing on the more limited "signs of dehydration." A good to place to start in designing these messages would be the four general danger signs used in the integrated management of childhood illness approach (WHO).  These are:

· when the child cannot drink or breastfeed;

· when the child vomits all that s/he ingests;

· when the child has had convulsions; and

· when the child is lethargic or unconscious.

More important than recognition of signs of dehydration is the recognition of (all) danger signs that would lead a mother to seek care for her child with diarrhea.   Including these signs and symptoms, we find that 51% of mothers (34 of 67) mentioned vomiting, signs of dehydration, weakness, thirst, or inability to drink as reasons that would prompt them to seek care or advice.   For this reason, I believe that APSAR has achieved this DIP goal (in spirit, if not in letter).

4.
DIP OBJECTIVE:  Proportion of mothers who know of ORT: 75%

ORT knowledge was high:  76% of mothers had heard of oral serum packets, surpassing the DIP goal of 75%.  Furthermore, 91% of these mothers understood the purpose of ORS packets.  

5.
DIP OBJECTIVE:  Proportion of mothers who can prepare ORT: 67%

Knowledge of correct preparation of ORS from packets was high, as well:  92% of the women who had heard of ORS packets could explain how to make the serum properly.  The DIP goal was exceeded.  

6.
DIP OBJECTIVE:  Proportion of mothers who have used ORT recently:  67%

ORT usage
 showed a very small increase from 60.8 to 64.2%.  This level is above the national rate for Bolivia of 43% and is very close to the DIP goal of 67%.  The usage of antiemetics and antidiarrheal medications may be too high: 15% of children with diarrhea received these medications.  APSAR should consider reviewing its own policies (in the hospital and health post) regarding use of these drugs to assure that they are appropriate and agree with WHO and MOH norms.
7.
DIP OBJECTIVE:  Proportion of mothers who appropriately treat diarrhea:  75%

It is important for mothers of children with diarrhea to use ORT, give extra fluids and continued feeding during the diarrhea episode, and provide extra foods when the child is recovering from diarrhea.   29% of the mothers interviewed stated that their child had had diarrhea in the two weeks prior to the survey.  Of the children who were still being breastfed, 87% were being given the same amount or more breastmilk during the diarrheal episode. The DIP goal was that 75% of mothers would treat diarrhea correctly.  Continued breastfeeding during diarrhea is part of treating diarrhea correctly.

Continued liquids and continued food increased somewhat during the project (from 78.7 to 84.0% and from 67.8 to 72.9%, respectively).  Continued breastfeeding dropped somewhat from 90.9% to 83.0%.  (The numbers in the denominator are too small in this sub-group to know for certain if this represents a true drop.) The DIP goal for all three of these indicators was 75%, so the DIP goal was achieved for continued liquids and continued breastfeeding.  APSAR/ARHC fell slightly below their goal for continued feeding.   Despite the fact that APSAR/ARHC met two of its three goals, performance for these three indicators -- which is highly dependent on the quality of health education efforts -- appears to be weak when compared to other PVOs performance.  

More than half of the mothers (52%) knew that they should give a child more food or higher-calorie food when s/he is recuperating from diarrhea.  This question was not used at baseline, so it is uncertain whether this represents a change in knowledge.

From 1991 to 1995, diarrheal mortality appears to be dropping in Mallco Rancho (see graph), although it is impossible to show a statistically significant trend given the low numbers.  The data from this KPC seem to indicate that, rather than improvements in health practices, improvements in case management may be behind the apparent drop in diarrheal mortality.  There were epidemics of cholera in the area (and the country in general) in 1992 and 1993.  Due to this epidemic, much more health education was done 

on diarrhea, hygienic practices, and ORT.  The APSAR/ARHC staff received training at that time on the management of cholera, as well.  The staff also spent time doing house-to-house education on water purification in communities that had contaminated river water as their principal water source.  Over one hundred cases were seen at the Mallco Rancho Hospital during the cholera epidemic.  Because of improved case management, not a single person in the project areas died from cholera during that period. 
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8.

DIP OBJECTIVE:  Promote exclusive breastfeeding of infants through first four months of life:  67%
Exclusive breastfeeding of children less than four months of age rose dramatically, from 48% to 73% (well above the DIP goal of 67%).   

9.
DIP OBJECTIVE:  Increase proportion of children whose nutrition practices conform to AID norms (no fluids < 4m and solids no later than 6m): 80%

This shift in introduction of foods mentioned above may have affected this indicator negatively:  Introduction of solids decreased from 97.6% of children 5-9m of age to 80%.  (77.8% of children 6-10m of age received solid or semi-solid food at final, but no baseline data is available for that indicator.)  The numbers are small for this indicator, however, and it is possible that no change actually occurred.  (Confidence intervals were wide and show an overlap at 90.9 -100% at baseline and 57.8 - 100% at final.)  APSAR came close to reaching their DIP goal of increasing to 80% the proportion of children who do not receive fluids before 4 months and who do receive solids no later than six months.  Given the performance of other PVOs with this indicator, I believe that APSAR's goal of 80% was too ambitious.  Their performance was high for this indicator and they should be commended.

It should be noted that there may be problems with the performance of some of the home visitors concerning the growth monitoring process.  In one of the home visits that I observed, the mother was shown the growth chart after the nutrition education was already completed.  The child's change in weight was not mentioned until the very end of the session, as well.  I assumed that the child had lost weight (and imagine that the mother did, as well), since the educational message stressed what the mother could do to help the child gain weight.  The home visitor said, "I am going to give you a health talk so your child can gain weight."  As it turns out, the child had gained 1.4 kilograms within a month's time!  It would be more effective to show the mother her child's pattern of growth before education is done.  It is especially important to compliment the mother when a child has gained weight, and to ask her what she has done with the child to help him or her grow so well.  Only one question was used (i.e., breastfeeding) to determine what the mother was doing with her child.  It would be good for APSAR/ARHC employees to ask mothers a standard set of questions, especially questions about current feeding practices, and any recent illnesses.  On a short test administered to the home visitors, only half of the home visitors said that they would ask the mother (of a child who is not gaining weight) about both illness and feeding.  

Nutrition education was done appropriately, using some questions.  The educational messages were also discussed with the mother, negotiating to find things that she could do (e.g., "he doesn't like milk, but he will eat cheese").  However, given that the child was gaining weight very well, it probably would have been better to encourage the mother to keep doing what she had been doing rather than adding a new behavior. The overall home visit lasted 20 minutes.  This is more than enough time to ask the mother these questions.  

10.
DIP OBJECTIVE:  Proportion of infants and children with control card in home and/or clinic:  95%

Coverage for growth monitoring may have been slightly lower than expected.  The DIP goal was that 95% of mothers would have a growth monitoring card in their home or in the hospital.  68% of the mothers were able to present a growth chart for their youngest child and an additional 12% of the children had a growth chart that was found in the hospital.  It is possible that a portion of the other 10% of cards that mothers indicated were in the hospital were actually there, but were not found by the staff at the time of our inquiry. An additional 6% of the mothers said that they had a card in their possession, but could not present it at the time of the survey.  It is reasonable to believe, therefore, that the true proportion of mothers who have a growth chart for their child is somewhere between 80% and 96%.  It thus appears that APSAR/ARHC may have fallen below their target of 95%.  

11.
DIP OBJECTIVE:  Proportion of infants receiving the first control by the end of their first month:  90%

Growth monitoring/counseling does not seem to be starting early enough to help some children.  Only 75% of the children for whom there was data (140 of 186) had been weighed during the first month of life.  The DIP goal for this indicator was (appropriately) set high at 90%.  Given that many of the child deaths in the project area are perinatal deaths -- and that many poor feeding practices start early -- the project staff need to find more creative and effective ways of having contact with mothers soon after a child is born. 

12.
DIP OBJECTIVE:  Proportion of infants and children receiving the appropriate schedule of controls:  80%

Another way to examine the coverage with growth monitoring is to look at children who have been weighed during the past year.  Of the 186 mothers in the survey who had a growth chart that could be checked, 95% had been weighed in the past 12 months.  If all mothers are included in the denominator, however, this proportion drops to 76% of children, below the DIP goal of 90%.  The frequency of weighings seems adequate: Children were weighed an average of 4.9 times during the past 12 months.  A separate study of the effectiveness of growth monitoring included an analysis of the number of times children (who were born between January and December 1991) were weighed during each year of their life.  This study indicated that the frequency of weighings was more frequent during the first year of life (which is appropriate) and steadily decreased after that.  It should be noted that the "first year" of life in this table refers to weighings early in the project.   It appears that the frequency of weighings increased over the life of the project, as well (from ~3.8 to 4.9 weighings per year during the first two years of life).  This analysis could not take into account children who left the project area, though, so the decrease may be less dramatic in actuality. 

Year of life
Number of weighings per year

First (0-11m)
4.0

Second
3.6

Third
3.1

Fourth
2.8

Fifth
1.9

13.
DIP OBJECTIVE:  Provide intensive nutrition education and food supplements to children who are 2nd and 3rd degree malnourished:  > 90%

There was no nutritional rehabilitation program in either project area, and no food supplements were used.   Education was done as part of the regular growth monitoring program. It was originally planned that API nutritional, a food supplement, would be used during the project, but this never materialized.

14.
DIP OBJECTIVE:  Increase the proportion of children less than two years gaining appropriate weight:  95%

During the evaluation, a study was conducted to compare children's growth during the initial phases of the project with children's growth during the later phases of the project (i.e., changes in faltering patterns). The weight-for-age z-score (WAZ), height-for-age z-score (HAZ), and weight-for-height z-score (WHZ)  were calculated for the first measurement taken between zero and six months of age for children born in calendar year 1991.  These z-scores were compared to the child's z-scores at 18-24m of age
  (using the first measurement taken during that period, as shown on the growth chart).  The change in z-scores from the 0-6m period to the 18-24m period was then calculated as an indicator of the degree of growth faltering.  This same process was carried out for children born in 1994.  The changes in z-scores were then compared from the 1991 period to the 1994 period.  (See table below.)

Examining this small data set, one finds that the average weight-for-age z-score drop between 0-6m and 18-24m of age increased (deteriorated) over the life of the project by -0.64 standard deviations. The average z-score drop in height-for-age decreased (improved) -- from -1.84 for children born in 1991 to -1.33 for children born in 1994 (a change of +0.51, or about half of a standard deviation).  Weight-for-height z-score change improved slightly from -0.42 to -0.23, a change of +0.19 standard deviations but the number of cases was very low. 

Tests for significance were not employed.  A relatively large number of growth charts did not have either a weight or a height for the period under study.  These records were not included in the analysis, which may have led to a selection bias.  It would be impossible to prove causation, especially without data from a set of control children whose weight and height were taken, but without a health and nutrition intervention.

Anthropometric Indice

(averages)
0-6m measure-ment, Born 1991
18-24m, born 1991
Difference 0-6m vs. 18-24m (1991)
0-6m measure-ment, Born 1994
18-24m, born 1994
Difference, 0-6m vs. 18-24m (1994) 
Difference in 18-24m measure-ment1991 to 1994
Difference in 

Z-score: Change 1991 to 1994

Weight-for-age z-score
-0.60
-1.04
- 0.44

 +B3-B2 \# "#,##0" 
-0.02
-1.1
- 1.08
6%  drop
- 0.64

Height-for-age z-score 
-0.50
-2.34
- 1.84
-0.67
-2.0
- 1.33
14.5% better
 + 0.51

Weight-for-Height 

z-score
0.18
-0.24
- 0.42
0.23
0.0
- 0.23
-
 +  0.19

% WAZ 

< -2.0
1.9%
13.8%
+11.9%
1.5%
17.1%
+ 15.6%
23.9% more
31% more

% HAZ < -2.0
1.9%
63.8%
+61.9%
7.7%
48.8%
+ 41.1%
24% drop
33% less

% WHZ < -2.0
1.2%
0%
-1.2%
0.0%
2.9%
+ 2.9%
-
342% more

It is not known if the project activities caused a measurable effect on malnutrition in the children in the project areas, though this analysis suggests that there may have been:

· a small decrement (improvement) in the average weight-for-height z-score drop from birth to 18-24m of age (yet a very small, probably insignificant increase in the proportion of children who were wasted);

· a larger decrement (improvement) in the height-for-age z-score drop from birth to 18-24m of age (and a corresponding drop in the proportion of children who were stunted);

· a modest increment (deterioration) in the weight-for-age z-score drop from birth to 18-24m of age (and a corresponding increase in the proportion of children who were underweight).

It is possible, of course, that the project had a protective effect during a time when other children not involved in the project were experiencing even greater faltering in their anthropometric values, thus underestimating the improvements in growth (relative to controls).  No data set of control group children was available to analyze during the evaluation. 

15.
DIP OBJECTIVE:  Provide Vitamin A supplements to children following MOH norms:  85%

The methodology used in the KPC survey is not ideal for measuring coverage with vitamin A since only children under 24 months of age are included.  Given that vitamin A supplementation starts at 10m of age in Bolivia -- and only children 0-23m of age are included in the survey -- we measured the proportion of children 17-23m of age who had received at least two doses of vitamin A in the past 12 months. 51% of the children in this age group had received two doses of vitamin A.  The DIP goal was that 85% of children would receive vitamin A according to the norms of the MOH. Using "mothers with cards" as the denominator, the proportion is not much higher: 56% (19 of 34).  Vitamin A coverage should be given a higher priority, given that 20% of young poor children have subclinical vitamin A deficiency in some regions of Bolivia (and 11% nationally).

16.
DIP OBJECTIVE:  Increase the demand for, and proportion of pregnant women receiving, at least one prenatal care visit:  50%

About half (47%) of mothers in Mallco Rancho said that they had a prenatal control card, but only about 8% were able to present their card to the interviewer during the survey.  An additional 6% (15 mothers) said that they had a card, but that it was in the health post or the hospital.  Reviewing the 34 cards that could be located, it was found that 31 of them (92%) had at least one prenatal care visit recorded.  This means that 13.4% of all the mothers in the survey had at least one prenatal control visit recorded on a prenatal control card. The DIP goal for this indicator was 50%.  
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However, this low proportion was due, in part, to the fact that only 34 of 232 mothers had a prenatal card that could be reviewed.  Examining the average number of prenatal visits of women who gave birth at the Mallco Rancho hospital, we found that the average number of prenatal visits was 2.7 for 1993, 2.5 for 1994, and 2.2 for 1995 (see graph). The proportion of women who had received at least one prenatal visit who delivered at the hospital was 92%, 84%, and 82% for 1993, 1994, and 1995 respectively. (A government program was halted in 1994 whereby pregnant women would receive free tubers.  This suspension of this program is probably one reason for this drop in prenatal coverage.) The vast majority of women delivering at the hospital are from M.R. Given this -- and the fact that 50% of the women claimed that medical personnel from the M.R. hospital had attended their last birth -- it seems likely that the true proportion of women having one or more prenatal visits is much higher than 15%.  

If 80% of the women who attended the hospital received at least one prenatal visit, and 50% of the women delivered in the hospital, the minimum proportion that one would expect would be 40% (232*0.5*0.8)/232).  APSAR/ARHC should develop a better means of collecting data on this. 

17.
DIP OBJECTIVE:  Increase the demand for, and proportion of pregnant women delivering in the presence of a health professional/TBA:  60%

72% (166 of 232) of the women interviewed during the KPC indicated that a health project staff member or other health personnel had attended their last birth.  This exceeds the DIP objective of 60%.  The construction of the maternity unit at the Mallco Rancho Hospital probably effected this to the greatest extent.

During focus groups with mothers in Mallco Rancho, the women stated that many more women were receiving prenatal care now and delivering at the hospital rather than delivering at home.  They attributed the elimination of maternal deaths to these practices, as well.

18.
DIP OBJECTIVE:  Maintain the quality of local treatment and referral of all high-risk obstetrical cases:  80% of all cases treated successfully.

Mothers in Mallco Rancho stated (during focus groups) that there were no longer any maternal deaths in the area.  They attributed this to the improved, easily-accessible maternity care at M.R. hospital and more prenatal care.  The project staff confirmed that there has not been a single maternal death in the project areas in the last five years.

Pregnant women with the following characteristics are considered high-risk and are referred:

· under 15 years of age,

· older than 34 years of age,

· who are suspected to be carrying more than one fetus,

· who have high blood pressure,

· who have facial or pedal edema,

· who have bleeding,

· who have frequent headaches,

· who have any other serious disease (e.g., TB), and

· who have an unwanted pregnancy.

These conditions are detected during prenatal control visits at the hospital, and during home visits.  No physical exam is done in the home, but questions are used.  Women meeting any of these criteria are referred to a health center in Quillacollo, the nearest city.

The staff identified several problems that they have in treating and referring high-risk obstetrical cases.  At the beginning of the project -- given that no ambulance was available-- they were unable to refer patients to Quillacollo unless the patient's family could arrange for transportation.  They now have a gynecologist and an operating room, so they are able to do C-sections at the hospital.  Referral to Quillacollo is not usually necessary.  (An anesthesiologist comes from Cochabamba for these cases, which takes about 20 minutes after contact by phone.)  There is still a problem with getting women with serious problems from their homes to the hospital, and referral of some women to Quillacollo. 

Case review is not done.  I suggested that they consider reviewing cases with poor outcomes (e.g., excessive blood loss, C-sections taking more than one hour).  APSAR has a "medical internist advisor" who may be able to help them with this.
19.
DIP OBJECTIVE:  Monitor maternal deaths:  Monitor all deaths using a verbal autopsy methodology.

There have not been any maternal deaths in either project area in the past five years.  

The system of verbal autopsies was reviewed.  Since 1995, no verbal autopsies have been done in Mallco Rancho since the physician now assigns a cause of death when preparing the death certificate.  The auxiliary nurse completes a form 3-30 days after a death.  The form is given to one of the staff physicians who assigns a cause of death.  The form is then presented to the Project Director (Adela Asbun).  The death is discussed in the monthly meetings where the staff discuss why the child died, how the death could have been prevented, and any reasons that blocked them from preventing the death.  This system has prompted changes in programming.  For example, after several suicides in the area that were related to unwanted pregnancies (some of them unconfirmed pregnancies), the project staff worked with the community involved to improve family planning education.

20.
DIP OBJECTIVE:  Promote the use of family planning services in all service areas:  Provide basic training to staff on sex education and initiate maternal education.  

APSAR/ARHC began family planning promotion in the Mallco Rancho area late in the project, in May 1996. Some education was done in Sipe Sipe in 1993.  The project staff found that women in the project areas initially had beliefs that needed to be challenged: They believed that a woman who uses family planning will become more demanding (or crazy).   There was no training of any of the auxiliaries on family planning aside from one health talk (charla) on family planning that was given early in the project.  There has been little opposition by the local Catholic church to family planning activities.  There has been opposition by husbands, and by some professionals.  The staff generally educate women only on family planning.  I suggested that they consider educating men on the value of family planning, as well.
Concerning potential family planning acceptors, 193 women interviewed during the KPC survey stated that they were not pregnant and that they did not want to have a child in the next two years or did not know. Of these women, 12.4% were using a modern method of family planning (IUD, sterilization, or condoms).  This is below the 13.8% contraceptive prevalence rate at baseline.  92% of the mothers interviewed stated that they would like the project to offer family planning methods.   There was no objective for contraceptive prevalence for this project.

A three-year proposal ($224,000) was sent to PROCOSI for reproductive health, which will include funds for improvements in family planning promotion and services.  This proposal was approved. Another reproductive health proposal was sent to an organization in the U.S. during the project period.  This proposal was approved, but later APSAR refused the funding due to ARHC's involvement in the project.

21.
DIP OBJECTIVE:  Initiate and/or strengthen selected clinical family planning services:  Greatly improve selected family planning services.

Clinical family planning services have been initiated and strengthened. Clinical family planning services have been initiated and strengthened.  A reproductive health program was begun in September 1993 with the help of Dr. Armando Rocabado, a OB-GYN physician who began visiting the Mallco Rancho hospital twice a week.  MotherCare provided the family planning supplies.  At this point -- in addition to family planning services -- APSAR provides prenatal control, deliveries, Pap smears, and education.  According to the project staff, the copper T is the most used method in the project area.  Condoms and female sterilization are also used.  The project staff provides all of these methods except sterilization.

22.
DIP OBJECTIVE:  Increase maternal awareness of ALRI symptoms (rapid breathing an/or intercostal contractions):  50%  

Approximately 30% of mothers (69 of 232) said that would know that their children have pneumonia if they had difficult or rapid breathing or chest indrawing. Thus mothers' knowledge on awareness of these symptoms of pneumonia may have improved slightly, but remains low. However, if another danger sign is included in this list, "does not want to eat," this proportion rises to 79%.   Mothers responses during the focus groups held in Mallco Rancho also indicated that knowledge of pneumonia symptoms was low.  During a short quiz, the home visitors were asked what signs/symptoms they needed to know to put a child on treatment for pneumonia.  Three of the four home visitors who completed the test mentioned difficulty breathing. Changes have been made in education related to pneumonia.  Videos on signs of pneumonia are now used in the hospital, and the flipcharts used during home visits have been modified.  
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Despite the limited improvement in mothers knowledge of signs of pneumonia and an apparent drop in case seeking (see below), pneumonia mortality appears to have decreased. There were no pneumonia deaths in 1991, 1992, 1993, or 1995. There were five pneumonia deaths in 1994.  The staff indicated that this was a drop compared with time periods prior to the initiation of the project in 1991.  (The reason for the surge in deaths in 1994 is unknown.)  They attribute the decline in deaths to improvement in education, focussing on the dangers of "pneumonia" rather than "acute respiratory infection."  However, the improvement appears to be more linked to improvements in case management in the Mallco Rancho Hospital.

23. 
DIP OBJECTIVE:  Increased appropriate maternal health-seeking behavior for infants/children with ALRI (proportion of mothers who recognize symptoms and seek health care):  75%

Of all of the mothers with children with signs of pneumonia,  27% of them asked for advice or help from someone who was medically qualified to treat pneumonia. The DIP goal was 75%, which was probably unrealistically high given the poor performance of most PVOs for this particular indicator.  The baseline level for this indicator had to be modified following the discovery of an error.
  The true baseline level for this indicator was 44% rather than 61%.  Nonetheless, APSAR/ARHC did not make even a modest increase in this indicator.  Instead, there was a drop from baseline when 44% sought medical attention for possible cases of pneumonia to the 27% at final.  I did not find any other reasons, other than sampling error, that could explain this decline.  The project staff said that the cost of treating pneumonia (8 pesos) may be a barrier for some parents.  (Dosing of children is observed, so treatment abandonment is thought to be very low.)  During discussions with the staff concerning this issue, we decided that mothers would be told to remove the child's shirt to observe their child's chest when he or she has a cold.  The staff felt that parents usually did not notice their child's breathing due to the amount of clothing that the child is normally wearing.  Given the concern for the child "catching cold," the staff will need to find an acceptable way to have parents do this.  It would probably be worthwhile to remove the child's shirt during examination at the hospital (if this is not presently done) so that parents will begin to get an idea of what normal respiration looks like, and that removing a child's shirt during an illness does not harm the child.
24.
DIP OBJECTIVE:  Complete individual project sustainability plans:  Final plans completed and in place by mid-term evaluation.

A discussion with Dr. Orlando Taja (Cochabamba V. Director) revealed that APSAR had never worked on individual sustainability plans with the Program Director of CSRA (ARHC in Bolivia), Nathan Robinson.   APSAR, however, plans to do several things to assure sustainability.  See DIP Objective #25 for a discussion of these income sources.  

Dr. Taja mentioned that APSAR has reduced many costs over the life of the project, and has maintained salaries at low levels.  For example, lower costs for medications were found through ASONGS. 

25.
DIP OBJECTIVE:  Increase overall project support generated from the following sources:

CSRA/APSAR: 30%

MOH:                10%

Communities:   10%

CSRA/APSAR Support

I was unable to determine the total monetary value of the proportion of support currently raised by CSRA/APSAR.  However, this source of support has definitely grown over the life of the project.  Please see Section IIB below for details on this increase.  It was envisioned that the obstetrical services at Mallco Rancho Hospital would be a significant source of support for the project activities.  However, changes in government mandates and reimbursement made this impossible.  Dr. Taja was unable to estimate the amount of money that has been generated by these obstetrical services.

MOH Support

I was unable to determine the proportion of total project support currently offered from the MOH.  The MOH has provided APSAR with one medical doctor (a general practitioner), and one auxiliary nurse.  The MOH had promised to second 3-4 new personnel to APSAR each year, according to a contract that they signed with APSAR in June 1996.  This arrangement, however, had not yet materialized as of November 1996.  The Municipality, community leaders (Comite de Vigilancia), and Departmental Health Directors were all involved in this contract, though, which will allow APSAR to mobilize people to assure that this contract is honored.  

The district-level Ministry of Health office has signed a contract with APSAR to provide them with ferrous sulfate, vitamin A, vaccines, forms (e.g., growth charts), ORS packets, and TB control supplies. 

Community Support

There was no data on the total economic value of the community support offered to this project.  Communities in the project area have contributed volunteer labor, meeting places, and dues in some communities for health needs (e.g., emergency funds).  

The mayor's office (Municipio) has also promised to help with health funding for APSAR's work, but has not yet specified the type or amount of additional support that they will provide.  Dr. Taja indicated that they were having trouble with the mayor at this point.  The municipal government can move forward without the mayor's approval, since the mayor does not have veto power, but they cannot execute plans without his support.  APSAR was expecting the municipal government to provide between $6,000 and $8,000 to APSAR's health work.  

APSAR is exploring another source of community funding.  There are organized groups of male and female dairy farmers (Modulos Lecheros), each with about 35-80 members, that have income that can be used for health services.  Some of these milk cooperatives have agreed to give monthly dues for medical care insurance (which may include home visitation).  Thirteen of these Milk Modules have banded together.  APSAR plans to work with about five of these as a pilot project.  Dr. Taja was unsure how much income would be available from this source.

26.
DIP OBJECTIVE:  Strengthen program quality:

1. Finalize CSRA incorporation and increase Board size and activity.  
CSRA incorporation was finalized in 1995.  The current board is composed of five individuals with plans to slowly build the number of active board members over time. 

2. Receive grant for support of QA project activities. 
ARHC was unable to secure a grant to improve CQI activities, and requests for further assistance from the Quality Assurance Project at the University Research Corporation, funded by AID, were declined.  Nevertheless, significant progress was achieved.  All projects began CAIs del Area (local quality review committees) during the project period.  These groups met monthly, and served as a means of reviewing project data in order to uncover problems, concerns, and opportunities.
3.
Implement QA committees in all project areas and La Paz office:        Functioning QA committees in place by midterm.

The project staff said that the QA meetings have been very helpful.  During these meetings, APSAR/ARHC analyzed data, and looked at why coverage rates were low for certain interventions, creating plans to improve them.   From what I could gather, the QA committees took a quality control and quality assurance approach to analysis of data (focussing almost exclusively on "problem areas"), rather than a quality improvement approach (where efforts are made to further improve processes that are already working well).  It would be useful for APSAR/ARHC to study the principles and methods of quality improvement.  The physicians at the Mallco Rancho hospital were very impressed with the semi-annual QA meetings.  One example that they gave of the usefulness of these meetings was the treatment of parasites.  They said that the "city protocol" for treating parasites did not work in the project area, so it was modified. 

27.
DIP OBJECTIVE:  Maintain key CBIO functions:

1.
Percentage of eligible beneficiaries in HIS:  98%

It is impossible to determine what percentage of eligible beneficiaries have been included in the HIS since there is no other regularly-updated source of data on beneficiaries aside from the HIS.  The system for finding beneficiaries, however, is detailed below.

2.
Percentage of vital events registered:  98%

New pregnancies are detected during home visits.  Home visits follow the following schedule:  0-1m olds are visited every 15 days, 1-23m olds are visited every two months, and 24-59m olds are visited every three months.  All homes are visited at least every six months.  Malnourished children are visited every 15 days, as well.  The home visitors only visit the homes with preschool children, but they claim that they "always hear about" other pregnancies.  They find out about these pregnancies by asking mothers who are being regularly visited.   Deaths are captured by home visitors through reports during home visits, listening to reports of deaths on the radio or announced publicly, and through reports of deaths at the hospital.  After a death occurs, the home visitor does a verbal autopsy 3-30 days later.  Death certificates are filled out at the hospital for all people who die at the hospital. 

New families who have moved into the area are seen during their routine home visits.  Only families who plan to live in the area for six months or more receive home visits.  Families are not registered until they have been living in the area for six months, but services are provided immediately.  Also, if a child is born or dies in one of these new families, the vital event is registered and included in their mortality analysis. 
The home visitors and other staff members with whom I spoke thought that the quality of the vital events system was very high.  Data produced by the system is used:

· 
to track trends in mortality rates, 

· 
to determine additional things that need to be done to decrease child mortality,

· 
to make adjustments to the visitation schedule, and 

· 
to decide which educational messages should receive the highest priority. 

APSAR/ARHC shares mortality data with local, departmental, national, and international agencies.  Mortality data is analyzed once or twice per year.  

Only one person is responsible for registering vital events in a particular community.  The workers involved in the collection of vital events data are supervised by the Project Director (Adela Asbun).  She compares their reports on a quarterly basis with the information that is kept on each family.  Two other employees also check the integrity of the home visitors' data.  Once the data is entered into the computer, it is checked with the manual reports for accuracy.  The most difficult problems in the vital events reporting are a high level of migration (especially in Sipe Sipe), documenting child deaths when the child dies while out of town, and occasionally not finding births immediately (e.g., one month late)

3.
Ratio of families to all project field staff and volunteers: 23-33 families per employee/volunteer.

Approximately 17 volunteers (one to two per community) were trained in Mallco Rancho in October 1993.  These volunteers served for approximately two years.  In 1996, an additional ten volunteers were trained to partially replace those who had left.  There are 11 staff members of APSAR.  Based on an average family size of five members, there are approximately 1,350 families in the Mallco Rancho project area.  The ratio of families per employee/volunteer was therefore 48:1 during the 1993-1995 period, and 64:1 during the last  year of the project.  APSAR/ARHC thus fell below its goal of 23-33 families per employee/volunteer.
b.
Unintended Positive and Negative Effects of the Project
During the evaluation, I met with Dr. Zigoberto Siles, the Director of the regional MOH and Dr. Denby Triarte, the Direcctor of MOH Sub-region VII.  They mentioned that the MOH has begun using APSAR/ARHC's census system in Tiquipaya (a subdivision of Quillocollo with 23,000 people).  

The demand for more sophisticated care has increased in the project area, possibly due to the fact that many of their basic health needs are now being met.  Women interviewed during the focus groups in both Mallco Rancho and Sipe Sipe stated that more permanent or visiting specialists were now needed (e.g., dentists, people to deal with gall bladder disease, pediatricians).  They also mentioned the need for an x-ray machine.  Despite a thorough explanation of why we needed to know about the weaknesses of the project, the women in the Mallco Rancho focus groups did not mention any weaknesses in the project.  

The staff of the Mallco Rancho Hospital (including the home visitors) mentioned that their work with Women's Clubs had not been fruitful.  Women's clubs were organized in the majority of the Mallco Rancho communities and five of the Sipe Sipe communities, but most of these are no longer active.  Health talks and growth monitoring were done at these clubs, but many mothers did not attend since they were not given starches for their participation (as some projects have done).  There are very few social clubs in most of the project communities. There are no clubs for women that have good membership.  The staff also mentioned that the lack of an ambulance, and poor transportation for the project staff are current weaknesses of the project.  They also felt that dietary supplements should be given to malnourished children.  Currently, this is not done.

Several water projects have been undertaken in some of the project communities.  The project staff members feel that this may have been related to the hygiene education that they have done in these communities.

c.
Final Evaluation Survey and Survey Results
The Final Evaluation Survey (KPC) is attached as Appendix 1.
B.
Project Expenditures
1.
Budgeted vs. Actual Expenditures
Spending for this project was in line with the budget presented in the DIP and as required in the ARHC-APSAR written agreement.  
C.
Lessons Learned
As the first graph shows, it appears that there was a downward trend in child mortality in the Mallco Rancho area between 1991 and 1994, and a slight increase in the last year of the project.  No tests of significance were employed.  The main cause of childhood death in Mallco Rancho was diarrhea.

Lessons Learned:  Mentioned by the MOH

During the evaluation, I met with Dr. Zigoberto Siles, the Director of the regional MOH and Dr. Denby Triarte, the Direcctor of MOH Sub-region VII.  They mentioned that one of the strongest parts of ARHC/APSAR's methodology is that they go directly to people's homes to offer child survival services.  Other NGOs wait for people at a health center and have not achieved the high coverage rates that APSAR/ARHC has achieved.  They also mentioned that using in-kind donations from the U.S. was a plus for this project.

In terms of weaknesses, the regional MOH representatives said that NGOs need to work more with municipalities and the Directors of Health, signing contracts with them to expand their services.  As was noted in this project, not getting along with municipal leaders can severely hamper a project.  (This happened in the Sipe Sipe project area.) Another weakness that they pointed out was the cost of the model.  The MOH found it difficult to replicate the model without international funding.  They admitted that the quality was very high, but found it extremely difficult to do under the conditions that MOH staff face:  one medical doctor and one nurse serving an area of 32,000 people.  At this point, the MOH has tried to apply the system in several districts of Cochabamba, training their staff in the methodology.    They did not put the methodology in place, though, for lack of personnel and resources.  They have discussed trying a scaled-down version of APSAR/ARHC's CBIO methodology.  I suggested that APSAR consider testing a more streamlined version of the CBIO approach.  The Project Director said that a more limited version of the CBIO approach would be tried in new areas, given the more limited funding that they would have to operate in those areas.

The MOH staff felt that APSAR/ARHC had not shared their methodology with other NGOs to the extent necessary.  The APSAR project staff said that they had done little to promote their methodology (e.g., brochures, newsletters), because of their heavy workload.  The MOH personnel also mentioned that the volunteers used by APSAR/ARHC only "last" about 6-12 months.  The MOH believes that these volunteers can be most helpful during the survey, and then as key informants about vital events in communities.

Lessons Learned:  Mentioned by the Project Staff

During the evaluation, the staff mentioned that they had changed the way that they viewed child deaths as a result of this project.  By the end of the project, as the mortality rates dropped, it was possible for them to fully appreciate the importance of a single life (or a single death).  They know the stories behind each child's life (especially the ones who are seriously ill or malnourished).  They have gone to great lengths to help individual children, sometimes using their own money to help save children's lives.  I sensed that they felt highly responsible for the survival of the children in their project areas, and their work reflected this concern for the individual.  The project staff felt that the more individualized strategy -- with the same staff member following a child from birth onward -- was a strength of their model.  Many organizations try to assure that "every child counts" in their projects.  It is difficult to do that, though, without using a census-based approach where every child is accounted for and known by name. 

The project staff members were convinced of the need to measure changes in outcomes, and the importance of having good data census and mortality data to do good project planning.   They realize that their work is much more difficult than that done by other organizations, but appreciate the quality of the work.  They said that 24 hour availability of services and the follow-up to care has forged a trusting relationship between the communities and the hospital.  By using a census system, they know the people in the communities much better, and are able to call people by name. 

Dr. Rene Garcia, the current Director of the Sipe Sipe Hospital, worked with APSAR from February to May 1996.  Although he worked in the Sipe Sipe project area, his comments are relevant to APSAR's model in both areas.  He mentioned that APSAR/ARHC's census based methodology was a real strength of this project.  Dr. Garcia says that other organizations in Bolivia that do not use a census system have enormous problems in finding children who need services.  Administrative support in this project was very helpful since the doctors are changed every year.  APSAR/ ARHC developed policies so that the physician does not have to wear too many hats (e.g., be an manager, an accountant).  The administrative support was especially helpful in personnel management and inventory control.   Dr. Garcia also mentioned several negative aspects of this project:
· Since APSAR/ARHC have been working in Bolivia for many years, new physicians are "not allowed to develop themselves" and try out new methods that are not in "the plan."  Dr. Garcia perceived APSAR's project as very structured.

· The Medical Director title that was given to physicians who would spend one year with the hospital was mostly symbolic because APSAR was actually running the hospitals, not the physician.

· There is no nutritional rehabilitation program. 

· APSAR and the MOH maintain two separate hierarchies.  If the physician enters APSAR's system, there is not problem.  Otherwise, there is a power struggle.  One of the last physicians had this problem.

· APSAR/ARHC did not do enough hospital inservices.  Since Dr. Garcia left APSAR, he has begun doing hospital inservices and morbidity/mortality review.  He also has begun doing literature reviews with hospital staff, keeping them up to date on medical issues.

This physician also stated that he had gained a lot from his involvement with the project, including skills in initiating a census-based program, hospital finance, and personnel management.

The Director of the Mallco Rancho Hospital, and Dr. Siles, a physician who had recently begun working at the hospital, were interviewed concerning the strengths and weaknesses of the project.  They said that no other hospital that they knew of was doing such strict control and follow-up of children.  They were very impressed with the census system and the hospital organization.  They also mentioned that patients have a lot of confidence in the hospital.  Like Dr. Garcia, these physicians mentioned the need for more staff training.  They also believed that more health education needed to be done, possibly by community volunteers.   They mentioned one new health promotion strategy that is an unintended effect of the project:  health promotion through the schools.

Lessons Learned:  Mentioned by Community Leaders

Leaders in Mallco Rancho mentioned the use of graphs to present statistical data on problems as a negative aspect of the project.  APSAR should try to use more easily-understood methods for presenting information (e.g., some of the methods used in participatory rapid appraisal  [PRA]).  
The members of this Municipal Council said that there has been a big drop in adult and child deaths as a result of the project.  Despite this, the community leaders do not seem to understand the importance of continuing with the work that has happened to date, and instead is encouraging APSAR to bring in surgeons, ambulances, and other curative care.  If the area can financially support these specialists (at least on a rotating basis), and higher-tech items, this may represent a source of income for APSAR.  APSAR also needs to convince these leaders, though, that the basic health services that they have been offering should receive a high priority, especially if services need to be subsidized.  (That is, in a situation of shrinking resources, the first priority should be on maintaining child survival services, rather than bringing in or maintaining higher-tech services.)

APSAR will also need to gain the community leaders' trust to a greater degree to assure that these leaders will remain loyal in their support of the project.  They mentioned that the mayor of Sipe Sipe wanted to bring in a Japanese health NGO , but that they had defended the Mallco Rancho hospital  since they "feel like the owners of the hospital."   However, they are wondering what, exactly, they do own.  They used an example of a surgical suite that was built with materials paid for by the Japanese government, and labor from community members.  During our meetings, these leaders were requesting a financial report from APSAR and a list of the hospital's inventory.  They were afraid that APSAR could suddenly pull out of their area and take all of the hospital's resources with them.  They also wanted a list of the people from the U.S. who had contributed items to the community so that they could thank them.  It seems that mistrust in the Sipe Sipe project area (concerning the ownership of resources in the Sipe Sipe hospital) has created some mistrust in the Mallco Rancho area, as well.  I believe that part of this mistrust comes from uneasiness when resources are donated to -- or jointly built by -- "APSAR and the community."  The community leaders are unsure to whom the resources ultimately belong if the "marriage" between APSAR and their community ends in divorce.  Dr. Taja made it clear during this meeting that he believed that all of the resources in the hospital belonged to APSAR and could be removed at any point.  This did not ease this mistrust.  It would be wise for organizations broaching this issue to have the Wisdom of Solomon
, and realize that when so much attention is paid to ownership of property over and above the wellbeing of children, the children will ultimately suffer.
During the closing of our meeting with the community leaders of Mallco Rancho, they said that they were prepared to continue with the health work, with or without APSAR.  

The members of the Municipal Council in Mallco Rancho said that they plan on maintaining the gains made in the project by using funds created by the Law of Popular Participation.  There is a health committee that has been created by the community leaders, but the committee did not have contact with the hospital.  They did realize that they could not maintain the services that APSAR provides with government funding alone.

Lessons Learned:  Mentioned by Mothers of Young Children

Focus groups were conducted with mothers and community leaders in the project areas during the final evaluation. During the mothers' focus group in Mallco Rancho, the women stated that the project was very beneficial.  The things that they liked best about the project were the home visits, health talks, immunizations, and the way that the health workers related to patients.  The mothers said that sometimes they were too busy to take their child to the hospital, but the home visits allowed them to receive care, regardless.  They mentioned that there were many more child deaths when home visitation was not done, especially measles deaths.  They now see less diarrhea, sore throat, mumps, and malnutrition, as well.  The women said that they learned most about hygiene, preparation of foods, purification of water, ORT and dietary management of diarrhea.  (This is congruent with the mortality data:  changes were seen in diarrheal mortality.)

Other Lessons

Another lesson learned during the KPC survey was the importance of insisting that the mother's name be put on the questionnaire.  Mothers in Bolivia often change their child's name several times before baptism.  Without the mother's name, it was difficult to find the hospital records for many of the children (e.g., in order to verify immunization status).  During the final evaluation, we could only find about one-third of the hospital records for children without immunization cards in their home.  During the baseline study, a higher proportion of children's hospital records were located.  The Project Director, Adela Asbun, had requested that this information be included in the card, but Dr. Crisosto refused to put it on the form (for some reason).

I believe that APSAR/ARHC has most faithfully implemented the "census-based" portion of their "census-based, impact-oriented" approach.  Diarrhea and pneumonia have been targeted by APSAR/ARHC, but they have not focussed as much on exploring or trying to prevent other causes of child death (e.g., asphyxia).  Also --  given the mortality trends -- APSAR/ARHC should consider devoting more of its resources to preventing deaths during the first year of life.

II.
PROJECT SUSTAINABILITY
A.
Community Participation
The project staff members mentioned that the community members had participated in the project through:

· donated labor for construction of the hospital (plus a park and a school),

· donated construction materials,

· cleaning of the hospital (communities clean the hospital grounds free of charge),

· helping with the immunization of dogs (against rabies),

· providing interviewers for the KPC surveys, and

· meeting space such as churches and schools.

We calculated that a total of 2,400 person-days were donated in Mallco Rancho for the construction of the hospital, 200 person days for the construction of a park, and 1,200 days for the construction of a school.  (Participation in the Sipe Sipe project area was much lower.) 

One or two Volunteer Promoters were trained in each community at the beginning of the project, and were used for two years (October 1993-1995).  An additional ten Volunteer Promoters were trained in 1996.  About seven of ten Volunteer Promoters are still active.  They helped to capture vital events and disease.  They also distributed ORS packets and did education on diarrhea, pnuemonia, TB, nutrition, and breastfeeding.  In 1994, the teachers in Mallco Rancho participated in the project by holding a health fair.

Community members pay fees for children over five years of age who are seen at the hospital (for consultas, but not for any other services).  Children under five years of age are not charged.  Community leaders in Mallco Rancho (the Consejo de la Municipalidad) said that they and people in their community had donated local construction materials (e.g., sand, adobe), labor, and had participated in meetings.  The leaders helped, as well, by dividing community members into groups, organizing who would participate in construction projects on which days.  These leaders have served as representatives of their community, explaining to community members why they need to participate in the work, and often helped APSAR communicate with people in the community since the leaders "understand their language."  They regularly participated in feedback meetings with APSAR once a year.  They recognized APSAR/ARHC's ability to contact international agencies as a great benefit to their community.  

Please see Section I C, as well, for other issues related to sustainability.

B.
NGO's
APSAR is making gradual improvements in the hospital, and plans to raise fees for services.  They will use part of these funds to conserve part of the child survival activities.  APSAR has increased its hospital patients by about 20% per year.   They have a sliding scale for payment, and all patients pay unless they are penniless.  The current fees, however, are not high enough to generate money for sustaining the child survival services.  APSAR had planned to generate funds for child survival through their obstetric services, and at one time was able to generate funds in this way.  However, changes in government reimbursement and mandates have resulted in lower income from this source.  For example, the state pays APSAR 220 Bolivianos for a C-section, but APSAR generally spends over 300 Bolivians to conduct a C-section.  Please see DIP Objective #25 for a discussion of APSAR's current funding sources.   

APSAR's Ability to Raise Support for CS Activities
A three-year proposal ($224,000) was sent to PROCOSI for reproductive health.  This proposal was approved, and will include funding for home visits (including home visits to newborns and preschool children).  APSAR plans to continue with its child survival activities using this fund.  In November 1996, APSAR presented a separate proposal to PROCOSI for "Salud Integral."  This proposal would help pay for services in Mallco Rancho, Vinto (a new area), and four communities where APSAR has continued to work in Sipe Sipe.  This would provide funding for all CS interventions, Chagas, and tuberculosis.  The budget for this project will probably be about $75,000/year.

APSAR plans to receive one or two volunteer work teams from the United States.  These work teams have helped with APSAR's construction projects and bring cash donations to the country (about $4,000 each).  Ophthalmologist teams also visit the project and charge people who do not live in the project area $50 per surgery (e.g., for cataract surgery).  This money is donated to the project and earmarked to help pay for the services that indigent patients receive.  A PVO out of Gaithersburg, MD --"Rural Health Missions"-- was formed in late 1995.  This PVO, which is still small, has donated about $4,000 to APSAR each year for its health work and education work.  A United Methodist church in Cincinnati also provides APSAR with about $2,000/year.

APSAR received a $54,000 grant in 1995 from the Japanese government to pay for equipment for the Mallco Rancho and Sipe Sipe hospitals.  APSAR also submitted a proposal in 1994 to ADRA/Bolivia for nutritional rehabilitation services, but had not received a reply as of November 1996.  One reproductive health proposal was also sent to another organization in the U.S. This proposal was approved, but later APSAR refused the funding due to ARHC's involvement in the project.

Dr. Taja presented a proposal to the Quillacollo Rotary club for nutritional rehabilitation in Mallco Rancho and Sipe Sipe.  The Rotary Govenor for Bolivia got a promise for $5,000 in matching funds from clubs in India and other countries, but the Quillacollo Rotary Club did not apply for the grant that would have provided funding to APSAR. Friends of Dr. Taja's from Aruba donated a major shipment of supplies for APSAR's work.

C.
Ability and Willingness of Counterpart Institutions to Sustain Activities
Please refer to DIP Objectives #24 and #25, and Section IIB, for a discussion of the partners' willingness and ability to sustain project activities.  Specific DIP objectives were set for this project that related to sustainability.

III.
Evaluation Team
A.
Names, titles and institutional affiliations all members of the final evaluation team.
APSAR Personnel



Interviewers for the KPC Survey

Lic. Adela Asbun 



Gregoria Maigua

Dr. Orlando Taja



Janeth Gonzales

Dra. Susana Sanchez


Ruth Campero

Dra. Carmen Romero


Rosario Marquina

Tec. Carmen Romero 


Sonia Escalera

Nelly Coronado 



M. Elena Santiesgues

Katalina Ventura 



Hilda Rojas

Ponciano Romero 



Ligia Marqunia

Aniceta Calatayud



Felisa Escalera

Efrain Rojas




Victoria Ponce

Tec. Jose Luis Claure 


Gladis Toledo







Fortunata Quiros

ARHC Personnel 



Volunteers

David Shanklin



Sarah Bott

Principal Author, M.R. and S.S. evaluation sections:

Thomas P. Davis Jr., MPH (Consultant)

Assistant, KPC Survey Report
Julie Mobley, MSPH

CHILD SURVIVAL IX

FINAL EVALUATION 

SIPE SIPE PROJECT AREA

Evaluation Dates: October 7 - 26, 1996

Thomas P. Davis Jr., MPH 

PROJECT EVALUATION:  SIPE SIPE
I.
PROJECT ACCOMPLISHMENTS AND LESSONS LEARNED
A.
Project Accomplishments
1.
Progress Towards Project Objectives
This next section details project accomplishments in relation to project objectives, with an explanation of the differences encountered and hindrances to success.  Please note that much of the text for this section has been taken from the KPC final report.  It should be noted that many -- if not all -- of the final levels of the DIP objectives were affected by ARHC/APSAR's exit from the project area in May 1996.  (APSAR left all 18 Sipe Sipe communities in May 1996.  In November 1996, APSAR began working in eight communities in Sipe Sipe once again.  Since no home visitation was conducted for six months prior to the final KPC survey, though, some of the knowledge, practice, and coverage levels may have declined.  (Coverage probably declined the most dramatically.)
1.
DIP OBJECTIVE:  Increase the percentage of children with all vaccinations:  < 2, 80%; at 1 year, 75%
There were no deaths of children from vaccine preventable diseases in the Sipe Sipe area during the life of the project.  Vaccination coverage in the Sipe Sipe project area was difficult to determine given that the documentation for immunization status of many of the children had been lost.  (The children's medical records were lost at the Sipe Sipe Hospital at some point during ARHC's exit from the Sipe Sipe Hospital and project area.)  Using all children 12-23m of age as the denominator, rates for both DTP3 and OPV3 were 49%.  Using children 12-23m of age who had an Infant Health Card, the rate is 95% (as compared to 66% at baseline).  It is possible, therefore, that APSAR/ARHC may have reached their goal of 75% coverage, but impossible to determine without seeing the documentation for the children whose mothers could not present a card (53% of the total).  It is apparent, however, that APSAR/ARHC has significantly improved immunization coverage in the Sipe Sipe area.  However, this area still may be below the national average of 85% for DTP3 and 86% for Polio3 coverage.  Of all children 12-23m, 45% were fully immunized
 with a 95% confidence interval of 32 - 59%. Coverage rates are probably higher than these levels, since all children without cards were recorded as having no vaccines. If only children with cards are used as the denominator, the coverage rates rise to 88%.
 The KPC survey questionnaire that was used did not include a space for marking each dose of the multi-dose vaccines, so analysis of the dropout rate is not possible.  This should be corrected in future surveys.  (At baseline, dropout was below 17%, so it is possible that dropout is a significant contributor to lower vaccination levels.)

2.
DIP OBJECTIVE:  Maternal TT coverage (at least 2 doses) for all pregnant women: 50%

Only 6.5% of mothers had a prenatal card (either in their home or in the hospital/health post) in Sipe Sipe.  This makes it difficult to assess the true proportion of mothers who had received TT before the birth of their youngest child.   (Of the 17 mothers with a card, 10 had received two doses or more of TT.) 

3.
DIP OBJECTIVE:  Proportion of mothers who recognize symptoms of dehydration: 50%

Recognition of the signs of dehydration fell below the DIP goal of 50%. Only 9.5% of the mothers interviewed during the final KPC survey mentioned any sign of dehydration or thirst when asked how she would know if her child had severe diarrhea, and only one mother mentioned "cannot drink liquids."   Only 21% of mothers of children with diarrhea mentioned any sign of dehydration, thirst, or weakness when asked how they would know that their child had severe diarrhea that would cause them to get advice or help.  I have suggest that APSAR/ARHC emphasize danger signs of diarrhea in their educational messages rather than focussing on the more limited "signs of dehydration." A good to place to start in designing these messages would be the four general danger signs used in the integrated management of childhood illness approach (WHO) as mentioned in Section V of the KPC Report (Diarrheal Disease, Mallco Rancho).

More important than recognition of signs of dehydration is the recognition of (all) danger signs that would lead a mother to seek care for her child with diarrhea.   Including these signs and symptoms, we find that 32% of mothers mentioned vomiting, signs of dehydration, weakness, thirst, or inability to drink as reasons that would prompt them to seek care or advice.   Thus, even modifying the DIP objective to look for proper care seeking for diarrhea (rather than recognition of the signs of dehydration alone), APSAR/ARHC fell below the DIP target of 50%.  

4.
DIP OBJECTIVE:  Proportion of mothers who know of ORT: 75%

ORT knowledge was high in Sipe Sipe:  73% of mothers had heard of oral serum packets, just under the DIP goal of 75%, but well above the baseline level of 60%. Furthermore, 91% of these mothers understood the purpose of ORS packets.  

5.
DIP OBJECTIVE:  Proportion of mothers who can prepare ORT: 67%

Knowledge of correct preparation of ORS from packets was high in Sipe Sipe:  92% of the women who had heard of ORS packets could explain how to make the serum properly (up from 84% at baseline).

6.
DIP OBJECTIVE:  Proportion of mothers who have used ORT recently:  67%

60% of children who had diarrhea in the past two weeks received ORT
.  This is above the national rate for Bolivia of 43%, but under the DIP goal of 67%.  It also represents a drop from 76.5% at baseline.  I have recommended that the staff should consider a "refresher" educational campaign in the usage of ORT given this drop. It is possible that the end of the cholera epidemic led to a false sense of security (on the part of mothers) in this project area.  The usage of antiemetics and antidiarrheal medications may be too high: 14% of children with diarrhea received these medications. I have recommended that APSAR consider reviewing its own policies (in the hospital and health post) regarding use of these drugs to assure that they are appropriate and agree with WHO and MOH norms.
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The number of child deaths due to diarrhea in Sipe Sipe do not appear to have dropped from 1992 to 1995 (see graph). 
7.
DIP OBJECTIVE:  Proportion of mothers who appropriately treat diarrhea:  60%

"Appropriate treatment of diarrhea" includes continuing breastfeeding, liquids, and solid/semi-solid foods during diarrhea episodes.  33% of the mothers in Sipe Sipe interviewed during the final KPC survey stated that their child had had diarrhea in the two weeks prior to the survey.  Of the children who were still being breastfed, 87% were being given the same amount or more breastmilk during the diarrheal episode, an increase over the 74% found at baseline. Continued liquids and continued food increased somewhat during the project, as well, from 79.5% to 83.1% and from 60.0 to 74.6%, respectively. The DIP goal for all three of these indicators was 75%, so APSAR/ARHC was successful in each of these three important areas of feeding during diarrhea.  

A full 60% of the mothers knew that they should give a child more food or higher-calorie food when s/he is recuperating from diarrhea, as well.  This question was not used at baseline, so it is uncertain whether this represents a change in knowledge.

8.
DIP OBJECTIVE:  Promote exclusive breastfeeding of infants through first four months of life:  67%

Exclusive breastfeeding of children less than four months of age rose from 49% to 76% (well above the DIP goal of 67%).
Although it was not a DIP objective, it is worth mentioning that there was a  dramatic, statistically significant improvement in the percentage of women who reported that they had breastfed their child within one hour after delivery:  from 39.4% at baseline to 60.1% at final.
  The proportion of women who initiated breastfeeding within eight hours of delivery increased, as well.  60% of mothers reported that they had breastfed their child within one hour after delivery, an increase from 40% at baseline.  

Mothers interviewed in Sipe Sipe during focus groups stated that they used to give food to children at two months of age when the child would "look at the mother," but that they now give children food at six months of age.

9.
DIP OBJECTIVE:  Increase proportion of children whose nutrition practices conform to AID norms (no fluids < 4m and solids no later than 6m): 80%

91% of children 6-10 months of age were being given solid or semi-solid food by the end of the project.  (No baseline data was available for this indicator.)   APSAR/ ARHC may have come close to surpassing its DIP goal of increasing to 80% the proportion of children who do not receive fluids before 4 months and who do receive solids after 6 months. (Since the KPC survey measures current behavior, it cannot be used to simultaneously assess if a child was exclusively breastfeed for 0-4m then fed solids at 6m.)  Their performance was high for this indicator and they should be commended.

Since APSAR had exited from Sipe Sipe six months prior to this evaluation, I was unable to observe the growth monitoring being done by APSAR in Sipe Sipe.  Please see the comments on APSAR's growth monitoring sessions in Mallco Rancho (DIP Objective #9 in the Mallco Rancho evaluation).  The process used for growth monitoring in Sipe Sipe most likely had the same strengths and weaknesses as the process in Mallco Rancho.

10.
DIP OBJECTIVE:  Proportion of infants and children with control card in home and/or clinic:  95%



Coverage for growth monitoring was below the target of 95%.  16% of the mothers interviewed during the final KPC survey said that they did not have an Infant Health Card for their child under two years of age.  47% had a card and presented it, and 25% said that they had a card, but it was in the health post or hospital.  It was difficult to determine how many children may have had a growth chart before the project shut down in Sipe Sipe, since the (non-APSAR) clinical staff presently working in the Sipe Sipe Hospital said that the medical records maintained by APSAR/ARHC were lost during or shortly after APSAR stopped providing services in many communities in Sipe Sipe in May 1996.  

Another way to examine the coverage with growth monitoring is to look at children who have been weighed during the past year.  Of the mothers with a card, 92% had been weighed during the previous 12 months.  If all mothers are included in the denominator, however, this proportion drops to 44%.  (This is also influenced by APSAR/ ARHC's exit from the project area in May 1996.)
11.
DIP OBJECTIVE:  Proportion of infants receiving the first control by the end of their first month:  50%

For children for whom there was data, 79% had been weighed during the first month of life (below the DIP goal of 90%).  It may be worthwhile for APSAR to offer some kind of incentive to mothers who present at the hospital within four weeks of the child's birth.

12.
DIP OBJECTIVE:  Proportion of infants and children receiving the appropriate schedule of controls:  80%

The frequency of weighings of children who were being weighed seemed adequate: Children were weighed an average of 4.8 times during the 12 months prior to the KPC survey.  Children under 12 months of age were weighed 47% less often (3.4 times) than those 12-23m of age (6.4 times). In summary, I believe that those children who are "in the system" (and being weighed at all) are receiving an adequate number of weighings.  Coverage, though, appears to be far below the goal at this point, and does not give adequate emphasis to infants (less than 12 months of age). Both of these problems could be completely due to APSAR/ARHC's exit from the project area in May 1996.  However, performance for this indicator for the Mallco Rancho area was below 80%, as well, indicating that this may be a systemic problem.
13.
DIP OBJECTIVE:  Provide intensive nutrition education and food supplements to children who are 2nd and 3rd degree malnourished:  67%

There was no nutritional rehabilitation program in either project area, and no food supplements were used.  Education was done as part of the regular growth monitoring program. It was originally planned that API nutritional, a food supplement, would be used during the project, but this never materialized.

14.
DIP OBJECTIVE:  Increase the proportion of children less than two years gaining appropriate weight:  90%

Given that growth charts were not available at the Sipe Sipe Hospital, we were unable to do a growth faltering study for the Sipe Sipe project area.  Only 6% of the original records completed by ASPSAR were available at the hospital at the time of the evaluation.  (See the discussion of DIP Objective #14 for Mallco Rancho for details of the faltering study in Mallco Rancho.) 

15.
DIP OBJECTIVE:  Provide Vitamin A supplements to children following MOH norms:  85%

Given that vitamin A supplementation starts at 10m of age in Bolivia -- and only children 0-23m of age were included in the KPC survey -- we measured the proportion of children 17-23m of age who had received at least two doses of vitamin A in the past 12 months. 63% of the children in this age group who had Infant Health Cards had received two doses of vitamin A.  (Using all children 17-23m in the denominator, the proportion drops to 34%.)  APSAR/ARHC thus fell below the DIP goal, which stated that 85% of children would receive vitamin A according to the norms of the MOH.  This, of course, was affected by APSAR's exit from the project area in May 1996.  Given that vitamin A coverage was below the DIP objective in Mallco Rancho, as well, it should be given a higher priority.  Twenty percent of young poor children have subclinical vitamin A deficiency in some regions of Bolivia (11% nationally).

16.
DIP OBJECTIVE:  Increase the demand for, and proportion of pregnant women receiving, at least one prenatal care visit:  33%

A total of 37% of mothers said that they had a prenatal control card, but only about 7% were able to present their card to the interviewer during the survey.  An additional 6% said that they had a card, but that it was in the health post or the hospital.  Problems with data entry made it impossible to determine how many prenatal visits women had received during their last pregnancy.   Data collected from birth records at the Mallco Rancho hospital indicate that women from Sipe Sipe who delivered at the hospital during 1995 (n=17) had received an average (median) of two prenatal visits.  65% of them had at least one prenatal control visit recorded on a prenatal control card. The usefulness of this finding is limited, of course, by the fact that only mothers who delivered at the Mallco Rancho hospital were included in the study.  It is unknown whether or not APSAR/ARHC achieved its DIP objective of 33%. 
17.
DIP OBJECTIVE:  Increase the demand for, and proportion of pregnant women delivering in the presence of a health professional/TBA:  60%

One-third (33%) of the mothers interviewed during the KPC survey said that health personnel from the project attended their last birth, and 30% said that other health personnel had attended it.  Thus 63% of the births were attended by a qualified person, above the DIP goal of 60%.

18.
DIP OBJECTIVE:  Maintain the quality of local treatment and referral of all high-risk obstetrical cases:  80% of all cases treated successfully.

The project staff said that there were no longer any maternal deaths in the area. Pregnant women with the following characteristics are considered high-risk and are referred:

· under 15 years of age,

· older than 34 years of age,

· who are suspected to be carrying more than one fetus,

· who have high blood pressure,

· who have facial or pedal edema,

· who have bleeding,

· who have frequent headaches,

· who have any other serious disease (e.g., TB), and

· who have an unwanted pregnancy.

These conditions are detected during prenatal control visits at the hospital, and during home visits.  No physical exam is done in the home, but questions are used.  Women meeting any of these criteria are referred to a health center in Quillacollo, the nearest city.

The staff identified several problems that they have in treating and referring high-risk obstetrical cases.  At the beginning of the project -- given that no ambulance was available-- they were unable to refer patients to Quillacollo unless the patient or her family could arrange for transportation.  They now have a gynecologist and an operating room in the Mallco Rancho project area, so they are able to do C-sections at the Mallco Rancho hospital.  These surgical services began in April 1996, one month before APSAR's exit from the Sipe Sipe project area, so practically no high-risk obstetric patients were referred to Mallco Rancho during the life of this project. There is still a problem with getting women with serious problems from their homes to the Mallco Rancho or Sipe Sipe hospitals, and referral of some women to Quillacollo.   The Sipe Sipe Hospital does not have facilities for doing C-sections, but can now refer patients to Mallco Rancho for services.  The staff has reported that many obstetrical patients now come from the Sipe Sipe area for surgery at the Mallco Rancho Hospital.

19.
DIP OBJECTIVE:  Monitor maternal deaths:  Monitor all deaths using a verbal autopsy methodology.

There have not been any maternal deaths in either project area in the past five years.  

The system of verbal autopsies was reviewed during the evaluation.  No verbal autopsies have been done in the Sipe Sipe area since APSAR withdrew in May 1996. When the system was in use, the auxiliary nurse completed a form 3-30 days after a death.  The form was given to one of the staff physicians who assigned a cause of death.  The form was then presented to the Project Director (Adela Asbun).  The death was discussed in the monthly meetings where the staff discussed why the child died, how the death could have been prevented, and any reasons that blocked them from preventing the death.

20.
DIP OBJECTIVE:  Promote the use of family planning services in all service areas:  Provide basic training to staff on sex education and initiate maternal education. 
APSAR/ARHC did some family planning education in Sipe Sipe in 1993.  No family planning training was done with any of the auxiliaries on family planning aside from one health talk (charla) on family planning that was given early in the project.  There has been little opposition by the local Catholic church to family planning activities.  There has been opposition by husbands, and by some professionals.  The staff have generally educated women only on family planning.  I suggested that they consider educating men on the value of family planning, as well.
Concerning potential family planning acceptors, 234 women interviewed during the KPC survey stated that they were not pregnant and that they did not want to have a child in the next two years or did not know. Of these women, 9% were using a modern method of family planning (IUD, sterilization, or condoms).  This is above the 4.7% contraceptive prevalence rate at baseline. There was no objective for contraceptive prevalence for this project.

A three-year proposal ($224,000) was sent to PROCOSI for reproductive health, which will include funds for improvements in family planning education and services.  This proposal was approved. Another reproductive health proposal was sent to an organization in the U.S. This proposal was approved, but later APSAR refused the funding due to ARHC's involvement in the project.

21.
DIP OBJECTIVE:  Initiate and/or strengthen selected clinic family planning services:  Greatly improved selected family planning services.

Clinical family planning services have been initiated and strengthened.  A reproductive health program was begun in September 1993 with the help of Dr. Armando Rocabado, a OB-GYN physician who began visiting the Mallco Rancho hospital twice a week.  MotherCare provided the family planning supplies.  At this point -- in addition to family planning services -- APSAR provides prenatal control, deliveries, Pap smears, and education. People needing clinical family planning services in Sipe Sipe were referred to the Mallco Rancho hospital for services.  According to the project staff, the copper T is the most used method in the project area.  Condoms, the pill, tablets, and female sterilization are also popular methods.  The project staff provides all of these aside from female sterilization.

22.
DIP OBJECTIVE:  Increase maternal awareness of ALRI symptoms (rapid breathing an/or intercostal contractions):  50%  

Data from the KPC survey question regarding mothers knowledge of the different signs of pneumonia that would require care seeking (e.g., rapid/agitated breathing) showed that mothers knowledge had not improved.  About the same proportion of women (23% at baseline and 20% at final) knew that difficult breathing was a sign requiring care seeking. Changes have been made in education related to pneumonia.  Videos on signs of pneumonia are now used in the hospital, and the flipcharts used during home visits have been modified.    These changes do not seem to have affected knowledge of signs of pneumonia, though.

23. 
DIP OBJECTIVE:  Increased appropriate maternal health-seeking behavior for infants/children with ALRI (proportion of mothers who recognize symptoms and seek health care):  75%

Of all of the mothers with children who had signs of pneumonia,  44% of them asked for advice or help from someone who was medically qualified to treat pneumonia. The DIP goal was 75%, which was probably unrealistically high given the poor performance of most PVOs for this particular indicator.
  The baseline level for this indicator was modified following the discovery of an error.
  The true baseline level for this indicator was less than 51% rather than 69%.   (A precise baseline level cannot be obtained since it is unclear if there was an overlap of response categories at baseline.  The original data set is no longer available.)  Thus, aside from not meeting this DIP goal, it appears that APSAR/ARHC was unable to boost care seeking for children with signs of pneumonia during this project.   It appears that pneumonia deaths were not affected by this project, but a statistical trend cannot be shown given the low numbers. The project staff said that the cost of treating pneumonia (8 pesos) may be a barrier for some parents.  (Dosing of children is observed, so treatment abandonment is thought to be very low.)
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During discussions with the staff concerning this issue, we decided that mothers would be told to remove the child's shirt to observe their child's chest when he or she has a cold.  The staff felt that parents usually did not notice their child's breathing due to the amount of clothing that the child is normally wearing.  Given the concern for the child "catching cold," the staff will need to find an acceptable way to have parents do this.  It would probably be worthwhile to remove the child's shirt during examination at the hospital (if this is not presently done) so that parents will begin to get an idea of what normal respiration looks like, and that removing a child's shirt during an illness does not harm the child.
24.
DIP OBJECTIVE:  Complete individual project sustainability plans:  Final plans completed and in place by mid-term evaluation.

A discussion with Dr. Orlando Taja (Cochabamba V. Director) revealed that APSAR had never worked on individual sustainability plans with the Program Director of CSRA (ARHC in Bolivia), Nathan Robinson. APSAR, however, plans to do several things to assure sustainability.  See DIP Objective #25 for a discussion of these income sources. 

Dr. Taja mentioned that APSAR has reduced many costs over the life of the project, and has maintained salaries at low levels.  For example, lower costs for medications were found through ASONGS. 

25.
DIP OBJECTIVE:  Increase overall project support generated from the following sources:

CSRA/APSAR: 30%

MOH:                10%

Communities:  10%
CSRA/APSAR Support

I was unable to determine the total monetary value of the proportion of support currently raised by CSRA/APSAR.  However, this source of support has definitely grown over the life of the project.  Please see Section IIB below for details on this increase.   

MOH Support

I was unable to determine the proportion of total project support currently offered from the MOH.  The MOH has provided APSAR with one medical doctor (a general practitioner), and one auxiliary nurse.  The MOH had promised to second 3-4 new personnel to APSAR each year, according to a contract that they signed with APSAR in June 1996. This arrangement, however, had not yet materialized as of November 1996. None of these employees would be placed in Sipe Sipe, regardless, since APSAR is no longer working there.  Currently (since APSAR's exit), one MOH-sponsored physician and two auxiliary nurses work in the Sipe Sipe Hospital.  

Community Support

There was no data on the total economic value of the community support offered to this project.  Communities in the project area have contributed volunteer labor, meeting places, and dues in some communities for health needs (e.g., emergency funds).   The municipal government (Municipio) is taking on the responsibility for paying for health care, but it is a slow process.  At this point, the package of health care services that will be made available to people has not been defined, so prevention is not necessarily a part of that package.

26.
DIP OBJECTIVE:  Stregthen program quality:

1. Finalize CSRA incorporation and increase Board size and activity.

CSRA incorporation was finalized in 1995.  The current board is composed of five individuals with plans to slowly build the number of active board members over time. 
2.
Receive grant for support of QA project activities.

ARHC was unable to secure a grant to improve CQI activities, and requests for further assistance from the Quality Assurance Project at the University Research Corporation, funded by AID, were declined.  Nevertheless, significant progress was achieved.  All projects began CAIs del Area (local quality review committees) during the project period.  These groups met monthly, and served as a means of reviewing project data in order to uncover problems, concerns, and opportunities. 
3.
Implement QA committees in all project areas and La Paz office:  Functioning QA committees in place by midterm.

The project staff said that the QA meetings have been very helpful.  During these meetings, APSAR/ARHC analyzed data, and looked at why coverage rates were low for certain interventions, creating plans to improve them.   From what I could gather, the QA committees took a quality control and quality assurance approach to analysis of data (focussing almost exclusively on "problem areas"), rather than a quality improvement approach (where efforts are made to further improve processes that are already working well).  It would be useful for APSAR/ARHC to study the principles and methods of quality improvement.   

27.
DIP OBJECTIVE:  Maintain key CBIO functions:

1.
Percentage of eligible beneficiaries in HIS:  98% and

It is impossible to determine what percentage of eligible beneficiaries have been included in the HIS since there is no other regularly-updated source of data on beneficiaries aside from the HIS.  The system for finding beneficiaries, however, is detailed below.

2.
Percentage of vital events registered:  98%

New pregnancies are detected during home visits.  Home visits follow the following schedule:  0-1m olds are visited every 15 days, 1-23m olds are visited every two months, and 24-59m olds are visited every three months.  All homes are visited at least every six months.  Malnourished children are visited every 15 days, as well.  The home visitors only visit the homes with preschool children, but they claim that they "always hear about" other pregnancies.  They find out about these pregnancies by asking mothers who are being regularly visited.   Deaths are captured by home visitors through reports during home visits, listening to reports of deaths on the radio or announced publicly, and through reports of deaths at the hospital.  After a death occurs, the home visitor does a verbal autopsy 3-30 days later.  Death certificates are filled out at the hospital for all people who die at the hospital. 

New families who have moved into the area are seen during their routine home visits.  Only families who plan to live in the area for six months or more receive home visits.  Families are not registered until they have been living in the area for six months, but services are provided immediately.  Also, if a child is born or dies in one of these new families, the vital event is registered and included in their mortality analysis. 
The home visitors and other staff members with whom I spoke thought that the quality of the vital events system was very high.  Data produced by the system is used:

· to track trends in mortality rates, 

· to determine what additional things need to be done to decrease child mortality, 

· to make adjustments to the visitation schedule, and

· to decide which educational messages should receive the highest priority.  

APSAR/ARHC shares mortality data with local, departmental, national, and international agencies.  Mortality data is analyzed once or twice per year.  

Only one person was responsible for registering vital events in a particular community.  The workers involved in the collection of vital events data were supervised by the Project Director, Adela Asbun.  She compared their reports on a quarterly basis with the information that was kept on each family.  Two other employees also checked the integrity of the home visitors' data.  Once the data was entered into the computer, it was checked with the manual reports for accuracy.  The most difficult problems in the vital events reporting were the high level of migration in Sipe Sipe, when a child died when out of town, and occasionally not finding births immediately (e.g., one month late)

3.
Ratio of families to all project field staff and volunteers: 23-33 families per employee/volunteer.

Approximately 27 volunteers (one to two per community) were trained in Sipe Sipe in October 1993.  These volunteers served for approximately two years.  There were 13 project field staff members in APSAR who worked in the Sipe Sipe area.  Based on an average family size of five members, there are approximately 1,966 families in the Sipe Sipe project area.  The ratio of families per employee/volunteer was therefore 49:1 during the 1993-1995 period.  APSAR/ ARHC thus did not reach its goal of 23-33 families per employee/volunteer.  
2.
Unintended Positive and Negative Effects of the Project
During the evaluation, I met with Dr. Zigoberto Siles, the Director of the regional MOH and Dr. Denby Triarte, the Director of MOH Sub-region VII.  They mentioned that the MOH has begun using APSAR/ARHC's census system in Tiquipaya (a subdivision of Quillocollo with 23,000 people).  

Focus groups were conducted in (1) Caramarca, a community in the Sipe Sipe project area where APSAR has continued to work, and in (2) the town of Sipe Sipe.  The women in the Sipe Sipe focus groups said that they would like to have a permanent MD in their community (Caramarca) and more/ better stocked pharmacies in the area so that they would not have to travel as far for some medications.  These women were satisfied with the home visits.  They mentioned that when the nurses do home visits, they are not available in the health post, though.  They were pleased with the hospital in Mallco Rancho, especially the fact that it was "complete" and had a laboratory.  Few of the women in the Caramarca focus group used the Sipe Sipe clinic for care, in part due to the distance.  The women said that they learned the most about preventing disease (especially diarrhea), breastfeeding to two years of age, purification of water, hand washing, and use of latrines.

The demand for more sophisticated care has increased in the project area, possibly due to the fact that many of their basic health needs are now being met.  Women interviewed during the focus groups in Sipe Sipe stated that more permanent or visiting specialists were now needed (e.g., dentists, people to deal with gall bladder disease, pediatricians).  They also mentioned the need for an x-ray machine. 

The APSAR staff members mentioned that their work with Women's Clubs had not been fruitful.  Women's clubs were organized in five of the Sipe Sipe communities, but most of these are no longer active.  Health talks and growth monitoring were done at these clubs, but mothers did not attend since they were not giving them starches (as some projects have done).  There are very few social clubs in most of the project communities. There are no clubs for women that have good membership.  The staff also mentioned that the lack of an ambulance and poor transportation for the project staff members are current weaknesses of the project.  They also felt that dietary supplements should be given to malnourished children.  Currently, this is not done.

Several water projects have been undertaken in some of the project communities.  The project staff members feel that this may have been related to the hygiene education that they have done in these communities.

3.
Final Evaluation Survey and Survey Results
The Final Evaluation Survey (KPC) is attached as Appendix 1.

B.
Project Expenditures
1.
Budgeted vs. Actual Expenditures
Spending for this project was in line with the budget presented in the DIP and as required in the ARHC-APSAR written agreement.  
C.
Lessons Learned
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As shown in the first graph (above), the number of child deaths in Sipe Sipe does not appear to have decreased over the life of the project.  The predominant cause of child deaths during the project was diarrhea.

Lessons Learned:  Mentioned by the MOH

During the meeting with Dr. Zigoberto Siles and Dr. Denby Triarte from the MOH, they mentioned that one of the strongest parts of ARHC/APSAR's methodology is that they go directly to people's homes to offer child survival services.  Other NGOs wait for people at a health center and have not achieved the high coverage rates that APSAR/ARHC has achieved.  They also mentioned that using in-kind donations from the U.S. was a plus for this project.

In terms of weaknesses, the regional MOH representatives said that NGOs need to work more with municipalities and the Directors of Health, signing contracts with them to expand their services.  As was noted in this project -- especially in the Sipe Sipe project area --  not getting along with municipal leaders can severely hamper a project.  Another weakness that they pointed out was the cost of the model.  (This criticism would probably be leveled against all CS projects given the difference in the cost/beneficiary spent by USAID and most ministries of health.)  The MOH found it difficult to replicate the model without international funding.  They admitted that the quality was very high, but found it extremely difficult to do under the conditions that MOH staff face:  one medical doctor and one nurse serving an area of 32,000 people.  At this point, the MOH has tried to apply the system in several districts of Cochabamba, training their staff in the methodology.    They did not put the methodology in place, though, for lack of personnel and resources.  They have discussed trying a scaled-down version of APSAR/ARHC's CBIO methodology.  I suggested that APSAR consider testing a more streamlined version of the CBIO approach.  The Project Director said that a more limited version of the CBIO approach would be tried in new areas, given the more limited funding that they would have to operate in those areas.

The MOH staff felt that APSAR/ARHC had not shared their methodology with other NGOs to the extent necessary.  The APSAR project staff said that they had done little to promote their methodology (e.g., brochures, newsletters), because of their heavy workload.  The MOH personnel also mentioned that the volunteers used by APSAR/ARHC only "last" about 6-12 months.  The MOH believes that these volunteers 

can be most helpful during the survey, and then as key informants about vital events in communities.

Lessons Learned:  Mentioned by the Project Staff
During the evaluation, the staff mentioned that they had changed the way that they viewed child deaths as a result of this project.  By the end of the project, as the mortality rates dropped, it was possible for them to fully appreciate the importance of a single life (or a single death).  They know the stories behind each child's life (especially the ones who are seriously ill or malnourished).  They have gone to great lengths to help individual children, sometimes using their own money to help save children's lives.  I sensed that they felt highly responsible for the survival of the children in their project areas, and their work reflected this concern for the individual. The project staff felt that the more individualized strategy -- with the same staff member following a child from birth onward -- was a strength of their model.  

The project staff members were convinced of the need to measure changes in outcomes, and the importance of having good data census and mortality data to do good project planning.   They realize that their work is much more difficult than that done by other organizations, but appreciate the quality of the work.  They said that 24 hour availability of services and the follow-up to care has forged a trusting relationship between the communities and the hospital.  By using a census system, they know the people in the communities much better, and are able to call people by name. 

Dr. Rene Garcia, the current Director of the Sipe Sipe Hospital, worked with APSAR from February to May 1996.  He mentioned that APSAR/ARHC's census based methodology was a real strength of this project.  Dr. Garcia says that other organizations in Bolivia that do not use a census system have enormous problems in finding children who need services.  Administrative support in this project was very helpful since the doctors are changed every year.  APSAR/ ARHC developed policies so that the physician does not have to wear too many hats (e.g., be an manager, an accountant).  The administrative support was especially helpful in personnel management and inventory control.   Dr. Garcia also mentioned several negative aspects of this project:
· Since APSAR/ARHC have been working in Bolivia for many years, new physicians are "not allowed to develop themselves" and try out new methods that are not in "the plan."  Dr. Garcia perceived APSAR's project as very structured.

· The Medical Director title that was given to physicians who would spend one year with the hospital was mostly symbolic because APSAR was actually running the hospitals, not the physician.

· There is no nutritional rehabilitation program. 

· APSAR and the MOH maintain two separate hierarchies.  If the physician enters APSAR's system, there is not problem. Otherwise, there is a power struggle.  One of the last physicians had this problem.

· APSAR/ARHC did not do enough hospital inservices.  Since Dr. Garcia left APSAR, he has begun doing hospital inservices and morbidity/mortality review.  He also has begun doing literature reviews with hospital staff, keeping them up to date on medical issues.

This physician also stated that he had gained a lot from his involvement with the project, including skills in initiating a census-based program, hospital finance, and personnel management.

The Director of the Mallco Rancho Hospital, and Dr. Siles, a physician who had just begun working at the hospital, were interviewed concerning the strengths and weaknesses of the project.  Although they did not work in the SIpe SIpe hospital, there comments are relevant to APSAR's overall model.  They said that no other hospital that they knew of was doing such strict control and follow-up of children.  They were very impressed with the census system and the hospital organization.  They also mentioned that patients have a lot of confidence in the hospital.  Like Dr. Garcia, these physicians mentioned the need for more staff training.  They also believed that more health education needed to be done, possibly by community volunteers.   They mentioned one new health promotion strategy that is an unintended effect of the project:  health promotion through the schools.

Lessons Learned:  Mentioned by Community Leaders

I requested a meeting with the municipal leaders of Sipe Sipe.  I was told that a meeting was not possible due to scheduling conflicts.  From what I was able to gather from the staff interviews and focus groups.  APSAR was asked to exit from the Sipe Sipe area by the Mayor, after a falling out with some of APSAR's employees, notably Dr. Taja.  Dr. Taja, incidentally, had ran for mayor in the Sipe Sipe project area shortly before APSAR was asked to leave.

Leaders in Mallco Rancho mentioned the use of graphs to present statistical data on problems as a negative aspect of the project.  This is probably a problem for the Sipe Sipe communities, as well.  APSAR should try to use more easily-understood methods for presenting information (e.g., some of the methods used in participatory rapid appraisal  [PRA]).  

I believe that part of the reason for the "falling out" that happened between APSAR and the Mayor of the Sipe Sipe project area had to do with a profound, joint mistrust.  This mistrust comes -- in part -- from an uneasiness when resources are donated to "APSAR and the community."  As was mentioned in the meeting with the Mallco Rancho leaders, community leaders are often unsure to whom the resources ultimately belong should the "marriage" between APSAR and the community end in divorce.  Dr. Taja made it clear during this meeting in Mallco Rancho that he believed that all of the resources in the hospital belonged to APSAR and could be removed at any point.  It would be wise for organizations broaching this issue to have the Wisdom of Solomon
, and realize that when so much attention is paid to ownership of property rather than the wellbeing of children, the children will ultimately suffer.
Lessons Learned:  Mentioned by Mothers of Young Children

Focus groups were conducted with mothers and community leaders in the project areas during the final evaluation.  Women interviewed during the focus groups in Sipe Sipe said that the health situation had approved since APSAR/ARHC began working there, especially in terms of home visits, weighing of children, immunizations, ORT, and prenatal care.  They said that fewer children were ill.  The mothers mentioned that the home visitors had helped them to prevent cholera and stopped a scabies epidemic.  The improved accessibility of care means that mothers can now find care in their community instead of having to tolerate pain or travel longer distances for care.

The women in the Sipe Sipe focus group mentioned that indigent patients had to pay for hospital care when APSAR ran the clinic.  They felt that this was very unfair.  They also mentioned that they did not always find the medications that they needed at the Sipe Sipe clinic.  They complained that APSAR removed many of the supplies from the clinic in Sipe Sipe when APSAR left (in June 1996), including items that did not below to APSAR but that belonged to the community.  They attributed many of the problems that they had with APSAR administration of the Sipe Sipe clinic to the poor administration by APSAR's (former) administrator there.  They suggested that APSAR give high priority to choosing an administrator with good communication skills when they hire new administrators.  They admitted that treatment at the hospital has improved over the last year, especially in terms of communication with patients.  The mothers also said that some of APSAR's educational messages were out of reach for many mothers (e.g., buying milk). 

When asked about other ways in which APSAR/ARHC could improve services, the mothers in Sipe Sipe suggested that APSAR decrease the time it takes to see children at the hospital, especially children who are very sick.  They also said that they did not think it was necessary to ask "one thousand questions" before seeing very sick children.  APSAR/ARHC should review its triage criteria and assure that a good triage system is in place.  It would probably be useful to set quality indicators for wait times (e.g., "number of minutes until child is seen by medical personnel") and periodically collect data on the amount of time that mothers/children have to wait before being seen, subcategorized by triage category of the patient.  (This could be done as a spot check from time-to-time, rather than collecting data on this continuously.)  

Other Lessons

Another lesson learned during the KPC survey was the importance of insisting that the mother's name be put on the questionnaire.  Mothers in Bolivia often change their child's name several times before baptism.  Without the mother's name, it was difficult to find the hospital records for many of the children (e.g., in order to verify immunization status).  During the final evaluation, we could only find about one-third of the hospital records for children without immunization cards in their home.  During the baseline study, a higher proportion of children's hospital records were located.  Adela Asbun had requested that this information be included in the card, but Dr. Crisosto refused to put it on the form (for some reason).

I believe that APSAR/ARHC has most faithfully implemented the "census-based" portion of their "census-based, impact-oriented" approach.  Diarrhea and pneumonia have been targeted by APSAR/ARHC, but they have not focussed as much on exploring or trying to prevent other causes of child death (e.g., asphyxia).  Also --  given the mortality trends -- APSAR/ARHC should consider devoting more of its resources to preventing deaths during the first year of life.

II.
PROJECT SUSTAINABILITY
A.
Community Participation
The project staff members mentioned that the community members had participated in the project through:

· labor for construction of the hospital (plus a park and a school),

· construction materials,

· helping with the immunization of dogs (against rabies),

· providing interviewers for the KPC surveys, and

· providing meeting space such as churches, schools, and the mayor's building in Sipe Sipe (when they were active in the area).

Community participation in Sipe Sipe was much lower than participation in Mallco Rancho.  Only about two communities in Sipe Sipe participated by donating their labor.  Sipe Sipe communities did participate in meetings, though.

One or two Volunteer Promoters were trained in each community at the beginning of the project, and were used for two years (October 1993-1995).  It is unknown how many Volunteer Promoters are still active in the Sipe Sipe area (since APSAR is no longer active there).  When they were active, these volunteers helped to capture vital events and disease.  They also distributed ORS packets and did education on diarrhea, pneumonia, TB, nutrition, and breastfeeding.

Community members pay fees for children over five years of age who are seen at the hospital (for consultas, but not for any other services).  Children under five years of age are not charged.  During the focus groups in Sipe Sipe, mothers mentioned that they had helped the project by constructing a health post in their community. Communities in the project areas have also contributed volunteer labor, meeting places, construction materials (e.g., sand, adobe), and dues for some health needs (e.g., emergency funds in some communities).

B.
NGO's
APSAR does not plan to work in the Sipe SIpe project area in the future.  However, APSAR does plan to continue working in child survival.  A discussion of the mechanisms that they have in place -- and planned -- is presented below.

APSAR is making gradual improvements in the hospital, and plans to raise fees for services.  They will use part of these funds to conserve part of the child survival activities.  APSAR has increased its hospital patients by about 20% per year.   They have a sliding scale for payment, and all patients pay unless they are penniless.  The current fees, however, are not high enough to generate money for sustaining the child survival services.  APSAR had planned to generate funds for child survival through their obstetric services, and at one time was able to generate funds in this way.  However, changes in government reimbursement and mandates have resulted in lower income from this source.  For example, the state pays APSAR 220 Bolivianos for a C-section, but APSAR generally spends over 300 Bolivians to conduct a C-section.  Please see DIP Objective #25 for a discussion of APSAR's current funding sources.   

APSAR's Ability to Raise Support for CS Activities
A three-year proposal ($224,000) was sent to PROCOSI for reproductive health.  This proposal was approved, and will include funding for home visits (including home visits to newborns and preschool children).  APSAR plans to continue with its child survival activities using this fund.  In November 1996, APSAR presented a separate proposal to PROCOSI for "Salud Integral."  This proposal would help pay for services in Mallco Rancho, Vinto (a new area), and four communities where APSAR has continued to work in Sipe Sipe.  This would provide funding for all CS interventions, Chagas, and tuberculosis.  The budget for this project will probably be about $75,000/year.

APSAR plans to receive one or two volunteer work teams from the United States.  These work teams have helped with APSAR's construction projects and bring cash donations to the country (about $4,000 each).  Ophthalmologist teams also visit the project and charge people who do not live in the project area $50 per surgery (e.g., for cataract surgery).  This money is donated to the project and earmarked to help pay for the services that indigent patients receive.  A PVO out of Gaithersburg, MD --"Rural Health Missions"-- was formed in late 1995.  This PVO, which is still small, has donated about $4,000 to APSAR each year for its health work and education work.  A United Methodist church in Cincinnati also provides APSAR with about $2,000/year.

APSAR received a $54,000 grant in 1995 from the Japanese government to pay for equipment for the Mallco Rancho and Sipe Sipe hospitals.  APSAR also submitted a proposal in 1994 to ADRA/Bolivia for nutritional rehabilitation services, but had not received a reply as of November 1996.  One reproductive health proposal was also sent to another organization in the U.S. This proposal was approved, but later APSAR refused the funding due to ARHC's involvement in the project.

Dr. Taja presented a proposal to the Quillacollo Rotary club for nutritional rehabilitation in Mallco Rancho and Sipe Sipe.  The Rotary Govenor for Bolivia got a promise for $5,000 in matching funds from clubs in India and other countries, but the Quillacollo Rotary Club did not apply for the grant that would have provided funding to APSAR. Friends of Dr. Taja's from Aruba donated a major shipment of supplies for APSAR's work.

C.
Ability and Willingness of Counterpart Institutions to Sustain Activities
Please refer to DIP Objectives #24 and #25, and Section IIB, for a discussion of the partners' willingness and ability to sustain project activities.  Specific DIP objectives were set for this project that related to sustainability.

The clinic in Sipe Sipe has not continued APSAR/ARHC's the methodology and frequency of home visitation that APSAR/ARHC used.  When APSAR/ARHC was working in Sipe Sipe, there were six auxiliary nurses and two drivers.  There are now two nurses and no drivers.  When APSAR/ARHC was in Sipe Sipe, the ratio of home visitors to communities was one home visitor per 2-3 communities.   The ratio is now 1:8.  A nurse who presently works in the Sipe Sipe clinic told me that they generally visited all mothers of preschool children three times a year, during the immunization campaign.  During that visit, immunizations and growth monitoring are the only things that are being done.  The census system has not been maintained since the registers were lost during the transition period (May 1996).  The present Hospital Director, Dr. Rene Garcia, said that he did not plan to redo the census since he would only be at the hospital for three months more.  

In the future, I suggest that personnel from APSAR/ARHC be more explicit when explaining to mothers the importance of frequent home visits based on the child's needs (e.g., more when the child is younger and fewer when the child is older), and the importance of each intervention.  Doing this may help to create a demand for services that are based on children's needs, and assure that other agencies that begin to work in an area are more likely to provide these services.  APSAR/ARHC should also work on ways to better work within the MOH's current limitations (e.g., doing the work with less administrative support).  The Director of the Mallco Rancho hospital suggested that APSAR do a study to determine how many staff members are truly needed to cover a given population.
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� Fully immunized = BCG + OPV3 + DPT3 + Measles


� For mothers with cards: BCG=96%; DTP3=89%; OPV3=91%; Fully immunized=82%


� ORT includes increased home-available fluids, cereal-based ORS, and other forms of oral rehydration therapy, not just use of ORS packets.


� Weiss, W.  (1997). Assessing performance of PVO child survival project.  Unpublished paper.


� This age group was selected since the maximum drop in weight-for-age z-score is usually found at about 18m of age in this group of Bolivian children.


� OMNI.  (1996.)  OMNI Micronutrient Facts (Country Series),Bolivia 1996.


�	Dr. Marin had used all mothers who sought advice or help for the numerator (including friends and neighbors) when the numerator should be only those mothers who sought advice or help from someone qualified to treat pneumonia.  This dropped the baseline level from 60.5% to 44%.


� I Kings 3:16-28, the Holy Bible.


� Fully immunized = BCG + OPV3 + DPT3 + Measles


� For mothers with cards: BCG=96%; DTP3=95%; OPV3=95%; Fully immunized=88%


� ORT includes increased home-available fluids, cereal-based ORS, and other forms of oral rehydration therapy, not just use of ORS packets.


� 	95% CIs for this indicator were 30.9 - 47.9% at baseline and 51.7 - 68.4% at final.


� OMNI.  (1996.)  OMNI Micronutrient Facts (Country Series),Bolivia 1996.


� Weiss, W.  (1997). Assessing performance of PVO child survival project.  Unpublished paper.


�	Dr. Marin had used all mothers who sought advice or help for the numerator (including friends and neighbors) when the numerator should be only those mothers who sought advice or help from someone qualified to treat pneumonia.  This drops the baseline to a maximum of 20/39 = 51.3% assuming no overlap of responses.


� I Kings 3:16-28, the Holy Bible.
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