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CHILD SURVIVAL IX FINAL EVALUATION REPORT

ANDEAN RURAL HEALTH CARE - BOLIVIA

Executive Summary

The USAID Bureau for Humanitarian Response of Private and Voluntary Cooperation (BHR/PVC) funded this Child Survival IX project through Cooperative Agreement Number FAO-0050-A-3036-00.  This CS IX project was implemented by ARHC, a PVO with its headquarters in western North Carolina, and was implemented through cooperation among the following participants: the US PVO Andean Rural Health Care (ARHC); ARHC’s partner organization in Bolivia, El Conesjo de Salud Rural Andino (CSRA); the Bolivian NGO, Asociación de Programas de Salud del Área Rural (APSAR); USAID (BHR/PVC); the Bolivian Ministry of Health; and the PVO Child Survival Support Program (PVO CSSP). 

Two of the project sites, Ancoraimes and Carabuco, are located in the Altiplano region of western Bolivia near Lake Titicaca.  The other two sites, Mallco Rancho and Sipe Sipe, are within thirty minutes of the centrally located city of Cochabamba.  The project served these four areas in two regions of Bolivia with a combined estimated population of 31,163 beneficiaries.  The original three-year project was extended for a fourth year based on a successful extension request. A comprehensive evaluation of four Bolivian health projects participating in the CS IX project was conducted at the end of the project period.

The final evaluation was conducted in two phases.  The two altiplano sites, Ancoraimes and  Carabuco, were evaluated at the completion of the extension year in late 1997. APSAR had declined to participate in the fourth year of the project, so the two ASPAR-led sites of Mallco Rancho and Sipe Sipe sites were evaluated during September 1996.  Examples of major themes and indicators measured in these evaluations include immunizations, diarrhea, acute respiratory infections, child growth, nutrition, maternal health and family planning, and program sustainability.   

Key Findings:

· Implementation of child survival services into a new area resulted in a decrease of childhood mortality (zero to five years of age) of 62% within a five to six year project period.

· Infant mortality declined by 74% in program areas where prenatal and delivery services were both offered and well utilized. 

· There were no deaths from vaccine preventable diseases in any ARHC service area during the life of this project. 

· The proportion of mothers who could prepare ORT increased dramatically in each on the four projects. The most significant increase occurred in Sipe Sipe where 51% of mothers could prepare the therapy at the baseline assessment and 91% could at the end of the project period. 

· The number of mothers who had used ORT recently increased in all four project sites. In Ancoraimes, this increase was from 39% at baseline to 69% at the end of the project period. 

· The number of children who were weighed during their first year of life nearly reached or surpassed the DIP goal in all four project sites.

· Prenatal care visits rose dramatically in both of the Altiplano project sites (from 1% to 28% in Ancoraimes and from 7% to 37% in Carabuco).

· The proportion of mothers who initiated appropriate feeding of infants exceeded DIP goals in three of the four project sites. 

Recommendations

Mortality Impact Assessment: One of the great achievements of this grant project was the highly positive measurement of mortality impact among those served.  These results are so suggestive of profound CS program impact, that we recommend the USAID Child Survival Program to work with ARHC and other US-based PVOs to design, fund and carry-out a multi-PVO validation of these findings within the context of the USAID PVC CS Program. 

Sustainability: Continue to measure progress toward institutional and financial sustainability at ARHC and CSRA.  Attempt to incorporate relevant MOH data in these analyses.

Assess the management and operational impact of incorporating MOH personnel within project staff on the altiplano.

Conduct local service population marketing studies in order to maximize revenue from  fees-for-services.

Collaborate with one or more organizations to strengthen local income generation, through, for example, micro-enterprise development.

Immunizations: APSAR's leaders need to reinforce the importance of vaccinations among mothers, and they should teach their home visitors to use verification questions, and then verify that they are using them by accompanying them on their visits from time-to-time.

Diarrheal disease: Mothers need more effective education in order to recognize the danger signs of dehydration.

ALRI education and proper treatment seeking behavior: Education messages, the frequency of messages, and the priority placed on this important topic need to be strengthened, and continually emphasized until maternal knowledge and behavior measures demonstrably improve.

Nutrition rehabilitation: ARHC and its partners have yet to design and implement an effective preventive or treatment program for early childhood malnutrition.

APSAR data management: APSAR demonstrated considerable limitations in its collection and management of data.  Part of the problem appears to have been significant interpersonal problems among staff as APSAR was forced to leave Sipe-Sipe, with much valuable data lost or destroyed.  In Mallco Rancho, there does not seem to have been sufficient senior management oversight of data collection processes, resulting in inaccurate or missing data.

Growth monitoring in Ancoraimes: A number of service coverage rates were systematically lower in Ancoraimes compared to other project sites because of significant differences in activity between communities with censuses and communities without censuses.  It is imperative that Ancoraimes complete its initial census taking activities as soon as reasonably possible in order to ensure better coverage rates for all measures, but in particular, growth monitoring of children < 2 years of age.

Vitamin A supplementation: Rates have risen dramatically, from near zero at project startup, yet still must be considerably improved.  With clear policies and adequate supplies, there is no reason why rates should not be very high in the next year or two.

Prenatal care and health professional presence at birth on the altiplano: Cultural barriers to adequate maternal care must be better understood, and actions taken to improve acceptance by pregnant women of health project services.  Neonatal death rates will remain high and stable until such time as women take advantage of services being offered, or until modern family planning methods are more fully embraced.

High risk pregnancies: Despite this being a high priority subject, program records are inadequate to access if these cases are being properly identified, referred, treated, and follow up offered.  Senior staff have to decide how and under what conditions high risk pregnancies are to be addressed, and their actions and results recorded.

Family Planning: An understanding of the barriers surrounding the acceptance of modern family planning methods is critical in order for more progress to be made in maternal health education among families on the altiplano.  Understanding cultural context will be extremely important in order that messages be effective, and acceptance rates increased.

Volunteer Community Educators: The roles and responsibilities of these part-time volunteer health workers need to be reassessed.  Given high rates of attrition and the relatively limited roles they are able to play, the cost-effectiveness of this strategy should be assessed.

Supervision:  Improved supervision processes and activities are needed in all project areas.  There has been insufficient commitment to this important element of child survival service provision by ARHC's local partners.

I.  Project Background

This report describes a four-year Child Survival project implemented in four program areas by Andean Rural Health Care (ARHC) in Bolivia.  These four programs are managed by two Bolivian NGOs: El Consejo de Salud Rural Andino (CSRA), and the Associacion de Programas de Salud en el Area Rural (APSAR).  ARHC has maintained a relationship with CSRA since ARHC's own inception in 1983, and it has worked with Dr. Orlando Taja (the founder of APSAR) and his organization since 1986.  CSRA operates five projects in Bolivia, two of which are included in this report: Carabuco (which has received CS funding since 1987), and Ancoraimes (which has received CS funding since 1992).  These program areas are located on the altiplano, and are adjacent to Lake Titicaca.  APSAR operates two health programs, both included in this report: Mallco Rancho and Sipe-Sipe.  These project sites are adjacent to one another, and are located in the Cochabamba Valley, about one hour from the city of Cochabamba.  Initial CS funding for these latter projects began with the CS-IX grant.

The initial three-year grant was extended for a fourth year based on a successful request for extension made in 1995.  Thus, the overall project lasted four years.  After the extension request was approved, APSAR decided to withdraw from the grant and to function independently of ARHC technical and financial support.  As a result, the CSRA portion of the grant lasted four years, while the APSAR portion only three.  Table A of the DIP, presented on the next page, is based on the original DIP submission of March 1994, while Table B, Project Goals and Objectives, is the modified version prepared during the November 1995 extension request.

Project Design Overview

The basic ARHC intervention is based upon a census-based, impact-oriented (CBIO) approach to health care delivery.  After establishing a working relation with potential service communities, health workers are identified from within the communities and trained to provide selected health care and education services.  These same individuals, working with community members also collect and maintain basic demographic data and vital statistics on each household.  A schedule of regular home visits, coupled with group health and nutrition education activities then are begun.  Health services also are  provided through centralized health clinics and remote health posts.  Complex medical cases are referred to hospitals with which ARHC's partners maintain written agreements.

The CBIO approach permits project staff to assess the primary causes of illness and death within communities, and focus scarce program resources to resolve these local health problems.  In addition to being epidemiologically based, community health priorities also are identified as part of the CBIO approach, and incorporated into project planning and evaluation activities.  Routine home visits permit project staff to learn first hand the conditions in which families live (to thereby better target their educational messages), to increase the confidence and trust of the beneficiary population in the program, and to assure equity of service access.

 II.  Final Evaluation Design and Composition of Team

The final evaluation of the ARHC CS-IX grant project was divided into two distinct phases.  During the first phase, APSAR ended its three-year involvement with the project and a ten-year relationship with ARHC.  This took place during September 1996.  Two KPC surveys were conducted under the leadership of an external Bolivian consultant, Dr. Jorge Cristoso.  (Please see Appendix A for a listing of team members.)  This was followed immediately by an evaluation of the APSAR projects led by a US external consultant, Mr. Tom Davis.  Tom evaluated various aspects of the project not covered through the surveys, and then prepared a final evaluation report based upon the combined results of the KPC surveys and the evaluation.  (Please see Volume Two for a complete copy of this report.)

During October 1997, KPC surveys were conducted in both of the altiplano projects, after four years of grant activity.  (Listings of team members may be found in Appendix A.)  During November of the same year, Mr. David Shanklin, ARHC International Program Director, directed evaluations of the same projects, focusing on issues not fully covered through the surveys.  (Team member listings may be found in Appendix A.)
Evaluation activities included: reviews of randomized samples of HIS data; interviews and focus group meetings with key stakeholders, such as the MOH District Health Director, community members, community leaders, and project staff; reviews of technical and administrative records; and presentations by small working groups on the results that they had generated.  These results were reviewed in plenary sessions, and additions or corrections were made based on the outcomes of discussions held.  Typed notes were recorded and used to prepare this report.

Major study themes and indicators measured during the surveys and evaluation included:

· Immunizations:

% of children less than two years with all vaccinations

% of all pregnant women with at least two doses of TT

· Diarrhea:

% of mothers who recognize danger signs of dehydration

% of mothers who know: of ORS; how to prepare ORS correctly; used recently

% of mothers who give equal or more liquids during diarrhea episodes

· Respiratory infections and pneumonia:

% of mothers who recognize danger signs of ALRI

% of mothers who recognize symptoms and seek health care

· Nutrition:

Rehabilitation

Exclusive Breastfeeding

Appropriate introduction of foods

Appropriate tracking/documenting growth:


% of infants/children with growth card in home


% of infants receiving first control within first month


% receiving appropriate number of controls

% of children less than two years growing appropriately

Vitamin A supplementation

· Maternal health and family planning

Prenatal visits

Professional attendance at birth

High risk management

Maternal mortality

Family planning:


Promote the use of family planning services


Initiate and/or strengthen family planning services


· Infant and childhood mortality

· Health system coverage of the target population

· Staff education and training

· Opinions and participation of the community

· Administration

· Inter-institutional cooperation

· Sustainability:

Completed individual project sustainability plans

Increase overall project support from: NGOs, MOH, and communities

(Extension) Diversify NGO funding

(Extension) Increase ARHC funding 

(Extension) Continue participation in SDS Project

(Extension) Reduce NGO recurring costs to a minimum

· Strengthen program quality:


Finalize CSRA incorporation and increase board size and activity


Secure grant for CQI


Implement CQI committees in each project and La Paz office HQ


Maintain key CBIO functions:



% of eligible beneficiaries in HIS



% of vital events registered



ratio of families to all project field staff and volunteers

· (MTE) Make recommended changes in personnel structure, HIS, staff training, educational materials, supervision and monitoring, and selected interventions.

III.  Recommendations of the CS-IX Mid-Term Evaluation

Provided below is a summary of the major recommendations made during the CS-IX Mid-Term Evaluation (MTE).  Discussion of the results of the project that address these concerns may be found in Chapters IV, Capacity-Building and Sustainability, and V, Presentation and Discussion of the Survey Findings and Other Evaluation Measures. 

IV.  Capacity-Building and Sustainability

There were four basic strategies to improve local CS program sustainability during this project: 1) strengthening the local NGO, 2) increasing MOH commitment, 3) increasing the roles and responsibilities of local communities, and 4) maintaining collaboration with local institutions.  Following a discussion of these four strategies, we review all proposed capacity-building and sustainability indicators and their related evaluation results.

Local NGOs

During the course of the project, CSRA incorporated as an independent NGO, and now has a functioning volunteer board of directors.  The CSRA National Director and the ARHC International Program Director are developing a four-year cooperative agreement for the two organizations that will be finalized during October 1998, and will define their relations as CSRA moves towards institutional and financial sustainability.  Seven categories are being defined as key to institutional development.  They include: 1) develop and nurture shared institutional visions, 2) strengthen the role and functioning of CSRA and ARHC boards of directors, 3) develop and conserve financial resources 4) offer effective administration, 5) improve field staff capacity, 6) promote financial sustainability of both CSRA and ARHC, and 7) maintain the four core values of CSRA and ARHC.  These four core values are: measure impacts, develop sustainable benefits, maximize equity in access and use of health services, and maximize community participation.

Currently, CSRA raises and manages approximately two-thirds of its own financial resources.  A goal of the four-year agree will be for the NGO to move to a point of raising and managing about 90% of the resources it needs to continue high quality primary health care and child survival services.  A related study of CSRA's progress toward sustainability was presented in Washington, DC at the PVO High Impact Symposium, sponsored by the BASICS project and the CORE Group.  A copy of this study, The Long, Hard Road to Child Survival Program Sustainability, is provided in Appendix B.  

APSAR is making gradual progress toward full institutional sustainability.  With the ending of its relationship with ARHC (at the end of the initial three year CS-IX grant period), it made a large step toward institutional autonomy.  Currently, APSAR is making improvements to the hospital and plans to increase fees-for-services.  They then plan to use part of these funds to maintain CS activities.  They also have been active in developing new grant funding sources: a three-year proposal ($224,000) was submitted to, and approved by PROCOSI.  They also submitted a grant to PROCOSI to support a new "Salud Integral" project, at about $75,000 per year.  APSAR also raised some charitable funds through contacts in the US, and US volunteer medical and construction teams have visited their sites on an annual basis and have contributed financial donations as well.  In 1995, APSAR received a $54,000 grant from the Japanese government to pay for hospital equipment in Mallco Rancho and Sipe-Sipe.

MOH Commitment

A key strategy of CSRA on the altiplano is to encourage the MOH to increase the number of field staff who are paid by the MOH and who continue to work within the project.  This strategy has been effective, and CSRA has managed to increase MOH personnel support to a level of 56% in Carabuco during the four-year period, and to a level of 60% in Ancoraimes.  In addition, the MOH provided selected materials to the projects, such as vaccines, growth monitoring and maternal health cards, educational materials, and some staff training.  These MOH resources have not been quantified, and requests for estimates from the MOH have not been answered.

Within the APSAR projects, the external evaluator also was unable to determine the total amount of MOH support being provided.  The MOH provided Mallco Rancho with one medical doctor and one auxiliary nurse, and they had promised to second 3-4 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.  Currently, one MOH sponsored physician and two auxiliary nurses work in the Sipe-Sipe Hospital.

Local Communities

Within local communities, we focused on strengthening participation at three different levels: 1/ Local Health Boards; 2/ Community Volunteer Educators; and, 3/ fees-for-services.

Local Health Boards.  With the implementation of Bolivia's new Law of Popular Participation, CSRA has attempted to build local municipal support for its projects, and to involve the local government in project management and planning.  Thus far, this has met with mixed success, given that municipalities have no history of public health leadership and management.  Local Health Boards have been established and are meeting with some regularity in both Carabuco and Ancoraimes.  However, initial commitments of financial support have not been honored, and significant senior staff time is consumed with their support of and participation in the two boards.  The CSRA National Director believes that it "may require decades" before municipal governments function fully in this respect.  

Volunteer Community Educators.  In Ancoraimes, Volunteer Community Educators were trained, supported and utilized continuously throughout the four-year project period.  During 1993 there were 30 active volunteers, during 1994, 41; during 1995, 24; and during 1996 and 1997, 30 active volunteers.  Also, during the final two years, their activities (including volunteer supervision) were successfully included in the monthly HIS reports of field staff.

In Carabuco, similar advances among community educators were made. During 1993, there were 25 active volunteers; during 1994, 26; during 1995 and 1996, 23; and, during 1997, there were 16 active volunteers working with paid field staff.  Beginning in 1996, the activities of these volunteers were included in HIS monthly field reports.  Relations between the paid field staff greatly improved during the project period, due to an increased focus during staff training on supervisory skills and interpersonal communication skills.  During focus group discussions, community educators reported that they generally viewed their supervisory field staff person as a "professor and friend."

In addition, traditional birth attendants (TBAs) in Carabuco were given training for the first time, with 10 sessions (each five hours long) completed during 1996, and 5 sessions during 1997.  Staff recommended that written policies need to be established on TBA training, and TBA information needs to be included in the HIS.

In Mallco Rancho, one or two volunteer community educators were trained in each community at the beginning of the project, and were used for two years (1993-95).  An additional ten volunteers were trained in 1996.  At the time of the evaluation, about seven of ten were still active.  These volunteers assisted in the identification of diseases, collected vital events, and distributed ORS packets.  They also provided educational messages on diarrhea, pneumonia, TB, nutrition, and breast-feeding.  Nevertheless, APSAR staff were not sure that the results of these educators justified the level of effort invested in seeking, enrolling, training, maintaining, and monitoring.  As a result, community volunteer educators were not developed in the Sipe-Sipe area during the project period.

APSAR staff members reported that community members participated in the project through a variety of mechanisms. They donated labor, donated construction materials, cleaned the hospitals, helped with the immunization of dogs (against rabies), provided interviewers for the KPC surveys, and offered meeting space and coordinated community meetings such as in churches and schools.  Community leaders regularly participated in feedback meetings with APSAR staff, and they recognized APSAR's ability to contact international agencies as a benefit to their communities.

Fees-for-Services.  CSRA continues to seek fees-for-services for those who can afford to pay, but only negligible progress has been made.  It is clear that this will not be a significant source of funds for the two altiplano projects in the near future, given the extreme poverty that exists in these service areas.

APSAR seeks fees-for-services from all community members, and requests that parents  pay fees for children over five years of age who are seen at the hospitals.  Children under five years are not charged.  One of the reported goals of APSAR at the end of the project period was to evaluate and reset service charges in order to increase local revenue.

Collaboration with Local Institutions  

In the Detailed Implementation Plan (DIP), ARHC described its renewed agreement with the Bolivian Ministry of Foreign Relations.  Further, CSRA renewed its agreement with the MOH during the first year of the project, and maintained active membership in PROCOSI, an international, child survival oriented membership association, and ASONGS, an indigenous NGO organization.  In addition, ARHC maintained two other important agreements:

1) With APSAR, to jointly undertake the provision of basic health services in Mallco Rancho and Sipe-Sipe.  APSAR also renewed its agreement with MOH Cochabamba Unidad Sanitaria, and provided support to the local MOH for CS related training and technical assistance.  In turn, the Unidad Sanitaria provided supplies, salaries for selected staff, and supervision.

2) With the Bolivian Methodist Church.  ARHC and CSRA provided basic health services on behalf of the church in the Ancoraimes health area, and the church provided some financial resources and substantial physical infrastructure.

Aside from the agreements mentioned above, within each project area agreements have been established that facilitate the implementation of the project.  In the Carabuco area, agreement were formed with the Bolivian-Japanese Gastrointestinal Institute for the reference of complicated cases and for training and for technical assistance, as well as with CARE for the installation of water systems in five communities.  In Mallco Rancho and Sipe-Sipe, APSAR has established referral relations with the Gastrointestinal and Children's hospitals, and with the Terre de Hommes rehabilitation program in Cochabamba for staff/patient referrals, training and technical assistance.  APSAR also maintains an agreement with the Regional Development Corporation (CORDECO) for the use of its building in Mallco Rancho.

Capacity-Building and Sustainability Indicators

During the evaluation, a number of topics were studied related to capacity-building and sustainability, and are summarized below.  Each topic is followed by a brief discussion of the results of this evaluation.

· Inter-institutional cooperation

Please see our discussion above, Collaboration with Local Institutions.

· Sustainability:

Complete individual project sustainability plans

CSRA leadership had originally planned to develop local financial sustainability plans for each of its project areas.  This later was revised in favor of developing an overall five year strategic plan for the NGO that also included key sustainability goals, objectives and measures.  This plan was completed during 1998.

APSAR leadership proved to be resistant to planning for sustainability.  Progress was made in acquiring more grants from a more diverse base of funding agencies, but no written plans for sustainability were produced during the project period.

Increase overall project support from: NGOs, MOH, and communities

This topic is covered in great detail in the attached sustainability article, The Long, Hard Road to Child Survival Program Sustainability, found in Appendix B.  Overall, progress was made by CSRA.  For example, during 1997, total CSRA income was over $725,000, with 21% generated from local income (that includes some MOH support), 44% coming from the NGO, and the remaining 35% provided by ARHC.  

Tracking MOH contributions has proven difficult.  The MOH pays its employees directly, and is reluctant to share its personnel cost data.  Further, the MOH provides vaccines, growth cards, other materials, and significant training, all of which are not valued monetarily. If a monetary value is placed on these items, these data are not shared with CSRA, even upon request.  As mentioned previously, the MOH has increased the number of employees who work in our altiplano service areas to level of almost 60% of all paid staff. 

Tracking progress in sustainability with APSAR proved to be even more difficult.  By the end of ARHC's relations with APSAR, personal relations were strained and the APSAR staff did not want to share information on their funding sources or amounts.  As a result, the evaluator was unable to assess this vital aspect of their program.

(Extension) Diversify NGO funding

CSRA was successful in diversifying its non-governmental support during the project period.  In 1996, the last year for which complete data are available, CSRA brought in over $750,000 in grant support from non-governmental sources.  Among these were the Kellogg Foundation, Medicus Mundi (Spain), The British Overseas Development Agency, and CIEMAL, a German church-based funding agency.

As mentioned above, APSAR was unwilling to share information on its fund raising with the project evaluator.

(Extension) Increase ARHC funding 

ARHC continued to seek funding from non-governmental funding agencies as time and staff limits permitted.  During 1997, it raised more resources than during the previous three project years, for a total of about $86,000.  These sources included several family foundations, several church-based foundations, Rotary International, and Newman's Own.

(Extension) Continue participation in SDS Project

Cheryl Lassen conducted two workshops at ARHC headquarters that included key staff of ARHC and CSRA.  Results of these workshops were to have been incorporated into a Statement of Work for follow up by Lassen Associate staff.  However, follow up support from the project was not provided.

(Extension) Reduce NGO recurring costs to a minimum

Please refer to Appendix B for details of this issue.  Overall, CSRA was able to maintain costs of operations throughout the project period, even as new services and more participants were served.  APSAR actually cut its costs during the last year of the project.  However, no systematic efforts were made to analyze costs in order to assess where additional costs might be made.

· Participation and opinions of the community

Participation of community members was described earlier in this chapter.  Opinions of respondents regarding health program quality were requested during the two Cochabamba Valley KPC surveys and as part of community focus group discussions in all four service areas.  In all cases, support for each project was overwhelmingly positive, suggesting that the projects are popular among populations who previously had had no significant public health service care.  It also may reflect the fact that the question itself was not particularly sensitive, and that community members may have been telling interviewers what they thought the interviewers want to hear. 

· Strengthen program quality:


Finalize CSRA incorporation and increase board size and activity

CSRA incorporation was finalized during 1995.  The current board is composed of five individuals with plans to slowly build the number of active board members over time.

Secure grant for CQI

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. 

Implement CQI committees in each project and La Paz office HQ

A quality review process was not implemented in either NGO headquarters, and reflected lingering suspicion by NGO leadership of the value of such committees at the headquarters level.

Maintain key CBIO functions:



Percent of eligible beneficiaries in HIS

Based on the results of the KPC surveys conducted in Ancoraimes, we found that 81% of all children surveyed had a growth card at home or in a health clinic.  Among mothers, 44% had a maternal health card, and this was up from 1% measured during the 1993 during the baseline survey.  In Carabuco, 93% of all children included in the survey had growth cards, and 63% of all mothers had a card at home or at the clinic.  This latter figure is much improved over the estimated 9% who had a maternal health card during the 1993 baseline survey.

In Mallco Rancho, 80% of all children surveyed had a growth card at home or in a health clinic.  Among mothers, 47% reported that they had a maternal health card, but only 15% could show their card at home, or have it found at the health clinic.  In Sipe-Sipe, 47% of all children had a growth card that could be verified.  Among mothers, we found that 37% reported that they had a maternal health card, but only 7% were able to show the card to interviewers.  Six percent more reported that their card was located at a health facility, but because of record loss at the Sipe-Sipe Hospital, this could not be verified.

Percent of vital events registered

ARHC and its partners collected vital events data prospectively, using birth and death registries that are maintained at the community level and are updated on an ongoing basis.  These registries are compared to a centralized registry, new entries are transferred, and discrepancies are resolved on a monthly basis.  For all deaths among children and infants less than five years of age, verbal autopsies were to be completed, as well as for all deaths of women of childbearing age.  This method of vital events registration is considered to be the "gold standard" for such activity, and we believe that all deaths are being captured through the system.

Ratio of families to all project field staff and volunteers

During the preparation of the DIP, field project directors were asked to create goals for the number of families per field staff and volunteers that would be achieved by the end of the project.  These goals and the 1997 results (1996 for APSAR projects) are presented below.

Population

/Staff
Ancoraimes
Carabuco
Mallco Rancho
Sipe-Sipe

# of Families
3,322
1,807
1,350
1,966

# of Staff
10
6
11
13

Families per Staff
332
301
123
151

# of Volunteer Health Educators
30
16
10
0

Families per All field workers
83
82
64
151

DIP goal of 

Families per All field workers
23-33


23-33
23-33
23-33

Volunteer community educators were trained in three of the four project areas.  Yet retention rates for these volunteers were low, resulting in relatively high proportions of families per paid and volunteer health worker.  Further, the quality and range of services provided by these workers is not of the same caliber as the paid field staff.  Therefore, the more meaningful of these measures is probably the number of families per paid field worker.  The Bolivian MOH recommends that there be 1,500 inhabitants per paid field worker.  Given that standard, all project ratios fall within the recommended range, except for Ancoraimes, which would be slightly over, at about 1,650 inhabitants per worker.

· Administration: (MTE) Make recommended changes in personnel structure

During the Mid-Term Evaluation, a number of recommendations related to the personnel structure were reported by the evaluator, both on the altiplano and in the Cochabamba Valley.  All of these recommendations were addressed within one year of MTE report submission.

V.  Presentation and Discussion of the Final Survey Findings

and Other Measures

A. Final Survey Results

Volume Two provides full reports of the four KPC surveys conducted in Carabuco, Ancoraimes, Mallco Rancho, and Sipe-Sipe.  While the former two surveys were conducted at the end of the four-year grant period, during October 1997, the latter two surveys were conducted at the end of the initial three year funding period, September 1996.  

B. Discussion of Survey and Evaluation Results

· Immunizations:

Proportion of children less than 2 years of age with all of their vaccinations:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
34%
57%
75%

CARABUCO
85%
82%
90%

MALLCO RANCHO
75%
69%
90%

SIPE SIPE
64%
45%
80%

There were no deaths from vaccine preventable diseases in any ARHC service area during the life of this project.  In Ancoraimes, there were several problems cited that contributed to relatively low rates of coverage when compared to the DIP goals.  These included a periodic lack of vaccines supplied by the MOH, and selected refusals from families, particularly in the community of Limachi.  It was further noted that the KPC was conducted during the planting season, when many mothers were in the field, and those responding to the survey had less health knowledge and frequently did not know where growth cards were kept in the home.

In Sipe-Sipe, a major problem was uncovered at the clinic where much program data was lost, and therefore could not be included in calculations of coverage rates.  It is possible, therefore, that APSAR may have reached their goal of 75% coverage, but this is impossible to determine without seeing the documentation for the children whose mothers could not present a card (53% of the total).  Further, knowledge on vaccines among mothers in Sipe-Sipe was generally low.  During the educational session that the evaluator attended, few questions were asked to assure that mothers understood the information explained to them by the APSAR home visitor.

Percent of all pregnant women with at least two doses of TT:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
14%
22%
45%

CARABUCO
19%
36%
50%

MALLCO RANCHO
4%
23%
60%

SIPE SIPE
3%
4%
60%

Rejection of TT by mothers, even those who advocate for childhood immunizations, continues to be a serious problem.  While significant progress was made in three of the four project areas, rates remain low.  Carabuco is ARHC's oldest project area, and it had the highest level of coverage attained, 36%.  Only 16 mothers in Sipe-Sipe had their maternal health card, and 63% (10) of them had at least two TT injections.  It is distinctly possible that TT coverage rates were much higher there, but without adequate documentation, this was impossible to verify.

· Diarrhea:

Percent of mothers who recognize danger signs of dehydration:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
10%
29%
50%

CARABUCO
22%
20%
50%

MALLCO RANCHO
9%
13%
50%

SIPE SIPE
4%
9%
50%

While there was an increase in the proportion of mothers who identified dehydration as a danger sign of diarrheal disease, the final results of this study indicate that many more mothers still did not know of its importance.  For example, many mothers could identify one or more danger signs of diarrhea in Ancoraimes (60%) and Carabuco (43%), while fewer identified more specific danger signs of dehydration. 

Percent of mothers who know of ORS:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
59%
62%
75%

CARABUCO
85%
59%
90%

MALLCO RANCHO
62%
77%
75%

SIPE SIPE
61%
73%
75%

Percent of mothers who can properly prepare ORS:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
30%
60%
67%

CARABUCO
67%
81%
85%

MALLCO RANCHO
55%
92%
67%

SIPE SIPE
51%
91%
67%

Percent of mothers who used ORS recently: 

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
39%
69%
67%

CARABUCO
73%
78%
80%

MALLCO RANCHO
50%
64%
67%

SIPE SIPE
46%
60%
67%

Overall, rates of maternal knowledge, proper preparation and use of oral rehydration salt therapy were good to excellent.  Only in Carabuco did we observe a drop in maternal awareness of ORS, and field staff there did not have a ready explanation for this drop. Perhaps they had been focusing more on other disease conditions during educational sessions at the expense of reinforcing the use of ORS.

Percent of mothers who give equal or more liquids during diarrhea episodes:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
34%
40%
65%

CARABUCO
40%
52%
65%

MALLCO RANCHO
71%
84%
75%

SIPE SIPE
73%
83%
75%

Improvements were noted in this measure in all project areas, although the altiplano projects fell short of their DIP goals.  The Cochabamba Valley projects exceeded their DIP goals, which also were higher.

· Respiratory infections and pneumonia

Percent of mothers who recognize danger signs of ALRI:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
20%
24%
50%

CARABUCO
28%
22%
50%

MALLCO RANCHO
23%
30%
50%

SIPE SIPE
25%
22%
50%

Respiratory infections are a major cause of death in ARHC service areas, yet mothers' knowledge of the danger signs of ALRI did not improve during the course of this project.  Much more emphasis must be placed on the development and use of simple, understandable educational messages regarding this illness.

Percent of mothers who recognize symptoms and seek professional health care:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
34%
30%
50%

CARABUCO
77%
33%
80%

MALLCO RANCHO
53%
27%
75%

SIPE SIPE
51%
44%
75%

These figures suggest two problems currently faced in the field.  First, educational messages do not appear to be effective in changing maternal behavior in this important area.  Second, early gains made by staff among mothers appears to have resulted in a shifting of emphasis among staff away from this subject.  The rapid deterioration of both knowledge and practices suggests that maternal education must be maintained continuously and cannot be taken for granted.

· Nutrition

Rehabilitation:

ARHC and its partners continue to struggle with this theme.  Despite remarkable improvements in coverage of key child survival interventions, such as vaccinations against contagious diseases, and a lowering of death rates among children less than five years (see below), rates of malnutrition remain stubbornly high.  Further, there is considerable debate among project directors and staff as to the most effective method to treat the malnutrition that is discovered.

In Ancoraimes, enrollment into rehabilitation activities was good during 1996 (52% of all children in grades 2 and 3), but fell again in 1997 as staff experimented with different models, in particular, the Hearth Methodology, promoted by SAVE THE CHILDREN.  A variety of cultural factors (e.g., small communities, lack of cohesion among Amyara of different communities, great distances, etc.) seem to mitigate against this methodology here.  Food supplementation during home visits also has several inherent problems, and is unpopular among field staff who say it creates dissention within the communities, and is difficult to administer, monitor and evaluate.

In Carabuco, a written policy on nutrition rehabilitation was developed, and included four steps: 1) review the malnourished child's diet and family dietary practices, 2)identify practices that are contributing to malnutrition, 3) negotiate changes with the mother that are within her control, and 4) measure changes over time.  A pilot Hearth intervention was attempted in Tilacoca with mixed results.  Mothers seem to have been pleased with both the process and results of this pilot, but the nutritionist and field worker involved reported that it required an enormous staff effort that could not be sustained.

A rehabilitation clinic was developed at Mallco Rancho to provide clinical services for all moderately and severely malnourished children.  However, the cost of maintaining the clinic was high and APSAR was unsuccessful in finding a funding agency to support this important effort.

Exclusive Breastfeeding:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
68%
63%
67%

CARABUCO
60%
60%
67%

MALLCO RANCHO
48%
73%
67%

SIPE SIPE
49%
76%
67%

Rates of exclusive breastfeeding during the first four months of life were generally good, and significant progress was made in the Cochabamba Valley projects.

Appropriate introduction of foods:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
86%
93%
80%

CARABUCO
75%
89%
80%

MALLCO RANCHO
98%
78%
80%

SIPE SIPE
91%
91%
80%

Mothers generally introduced foods within the sixth and seventh month of life, consistent with AID guidance.  Progress appears to have been made on the altiplano, while rates in the Cochabamba Valley remain fairly stable.

· Growth monitoring
Appropriate tracking/documenting growth:

Percent of infants/children with growth card in home or health post:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
68%
81%
75%

CARABUCO
95%
93%
95%

MALLCO RANCHO
65%
80%
95%

SIPE SIPE
55%
47%
95%

Overall, rates of growth cards among infants and children were high in all project areas except Sipe-Sipe.  As mentioned above, health records were lost and/or destroyed in the Sipe-Sipe Hospital late in the project period, so it was impossible to verify these data for the project.  It is probable that the rate of cards present in the home or health post would have been much higher had this problem not occurred.

Percent of infants receiving first control within first month:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
N/D
28%
45%

CARABUCO
N/D
71%
80%

MALLCO RANCHO
N/D
75%
90%

SIPE SIPE
N/D
78%
90%

ARHC considers this an important measure of coverage, since reaching infants early in life is essential for effective growth monitoring, vaccination coverage, maternal education, and other key interventions.  Though this was not measured at baseline, final results suggest that significant progress had been made during the four year project period (three years in Mallco Rancho and Sipe-Sipe).  The lowest rate occurred in Ancoraimes, where many communities have not yet been censused, and fewer infants were contacted through home visits.

Percent receiving appropriate number of controls:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
14%
25%
70%

CARABUCO
65%
70%
85%

MALLCO RANCHO
N/A
N/A
80%

SIPE SIPE
N/A
N/A
80%

ARHC policy for this subject is that children < 2 years of age should receive six controls per year, while children 2 <5 years should receive three per year.  At the end of the project, we found that Ancoraimes was far short of its goal for the whole service area, although if one measured only the censused communities, the rate for children < 2 years jumped to 54%.  The importance of getting all communities censused and home visits begun is reinforced.  In the Cochabamba Valley, the evaluator did not calculate this result, although he did calculate the average number of contacts made: 4.9 times per year in Mallco Rancho, and 4.8 times per year in Sipe-Sipe.  These data suggest that infants were being measured largely, but not completely, according to the established norms.

Percent of children less than two years growing appropriately:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
83%
85%
95%

CARABUCO
94%
87%
95%

MALLCO RANCHO
85%
N/A
95%

SIPE SIPE
75%
N/A
90%

There is no indication from our data that the proportion of children growing appropriately improved during the course of this project.  On the altiplano, rates remained stable, suggesting that we are better at measuring growth than influencing its progress.  This measure was not calculated in the Cochabamba Valley projects, so we are unable to report results.

Vitamin A supplementation following MOH norms:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
    N/A
24%
85%

CARABUCO
N/A
46%
95%

MALLCO RANCHO
N/A
51%
85%

SIPE SIPE
N/A
34%
85%

Vitamin A supplementation began in earnest during the course of this project, when rates of usage were close to zero.  The results reported above are based on the four KPC surveys conducted.  Vitamin A coverage was also assessed by record reviews on the altiplano, resulting in somewhat higher estimates (Ancoraimes, 37%, and Carabuco, 62%).  In the Cochabamba Valley project, if only children with growth cards in the home are included in analysis, the rates also are higher (56% in Mallco Rancho, and 63% in Sipe-Sipe).  This is particularly evident in Sipe-Sipe, where most clinic records, including growth cards, were lost prior to the evaluation.

· Maternal health and family planning

Prenatal visits:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
1%
28%
40%

CARABUCO
7%
37%
50%

MALLCO RANCHO
15%
13%
65%

SIPE SIPE
10%
N/A
50%

Significant progress had been made on the altiplano to encourage women to receive at 

least one prenatal control during their last pregnancy.  In the Cochabamba Valley, expectations of women receiving at least one control were even higher among project leadership.  However, serious problems with program data management compromised our ability to measure this important indicator.  In Mallco Rancho, if we looked at the few maternal control cards that could be located (34), then 92% appeared to have had one or more prenatal controls.  However, this figure is probably too high to be accurate, and the truth remains unmeasured between the extremes of 13% (the proportion of women with documented evidence of prenatal controls) and 92% (over all KPC women who responded to this question).  In Sipe-Sipe, there were problems during KPC data entry, making it impossible to determine how many prenatal visits women had received during their last pregnancy.  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.  

Health professional attendance at birth:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
2%
6%
20%

CARABUCO
16%
16%
33%

MALLCO RANCHO
58%
72%
70%

SIPE SIPE
64%
63%
60%

There is perhaps no greater systematic health behavior difference between the two locales in which ARHC works (e.g., the altiplano and the Cochabamba Valley) than in the birthing practices of pregnant women.  On the altiplano, women most frequently prefer to deliver at home in the presence of a family member.  In the Valley, women are strongly encouraged by the project director and his staff to deliver in a hospital.  Access to the hospital is relatively easy compared to altiplano hospital access.  As a result, differences in health professional utilization patterns during delivery are striking and have important implications.  As reported in the mortality paper appended to this report, infant mortality rates dropped considerably in Mallco Rancho during the course of this project.  On the altiplano, these same rates remained stable.

High risk management:

Emphasis was placed on the identification of high risk pregnancies, and their referral and management in tertiary care facilities.  This task was managed differently in the different project areas.  In Carabuco, a register was maintained, logging in 40 high risk women in 1994, 29 in 1995, 44 in 1996, and 25 in 1997.  Each of these cases were tracked and staff report that appropriate management was offered.  However, 'appropriate management' was not well defined to the evaluator. In the other three project areas, there were inadequate records to evaluate project results.

Maternal mortality:

In Ancoraimes, seven maternal deaths were recorded during 1994-1997, and only the last three occurring in 1997 received verbal autopsies.  In Carabuco, three deaths were recorded during the same period, and all three had verbal autopsies performed.  In the APSAR service areas, no cases of maternal mortality were reported during the entire project period.  Project staff stated that this indirectly reflected the impact of proper management of high risk obstetric cases.

Family planning:

Proportion of women who report that they do not want a child in the next two years and who are using a modern contraceptive method:

PROJECT
BASE LINE
FINAL RESULT
DIP GOAL

ANCORAIMES
0%
4%
5%

CARABUCO
1%
8%
5%

MALLCO RANCHO
14%
13%
30%

SIPE SIPE
N/A
9%
30%

Family planning is a relatively new pubic health concept in Bolivia, and the rates of utilization reflected this trend.  During the four year project period, modest progress was made on the altiplano while higher rates were reported in the Cochabamba Valley, although it remains unclear if any progress was made during the project period.

Initiate and/or strengthen family planning services
In all project areas, clinic equipment, medications and services were improved during the project period.  Basic family planning education and services were offered, with the IUD and birth control pill being the two most popular options.  However, usage rates remained low for a variety of reasons.  These included: lack of support or interest on the part of the husband, lack of adequate education of spouses, fear of potential side effects of birth control on the part of women, and continued lack of adequate training materials that are culturally sensitive.

· Infant and childhood mortality

This subject is treated extensively in Appendix C, with dramatic results to summarize here.  Overall, it appears that the implementation of child survival services into a new area resulted in a decrease of childhood mortality (less than five years of age) of 62% within a five to six year period.  Further, if the health project was successful in the provision of prenatal care visits and having women deliver in the presence of a health professional, then a marked decrease in infant death rates also occurred, by 74%.  In the areas where no substantial change in prenatal and delivery behavior were observed, neonatal and infant death rates remained stable.  These are remarkable rate reductions that ARHC is in the process of confirming in order to report in articles to be published in peer-reviewed scientific journals.

· Health system coverage of the target population

Health coverage estimates, based upon the presence of growth and maternal health cards in homes or in clinics, was presented previously.  Another measure of system coverage is the proportion of the population living in censused communities.  In three of the four project areas (Carabuco, Mallco Rancho and Sipe-Sipe), all communities within the geographic catchment areas were censused by the end of the project period, meaning that all families should have had family health records on file, and visits scheduled based upon the family risk profile.  In Ancoraimes, 52% of the population lived within censused communities.  The other 48% of the population received health services through periodic group, or campaign service delivery, or by traveling to one of several health posts located in their vicinity.

· Staff education and training

Only limited progress was made on this topic during the grant period.  In Ancoraimes and Carabuco, MTE recommendations included the need for written curriculum for volunteer community educators.  Progress was made only on the subjects of nutrition and ophthalmology.  Some training was provided in popular adult education techniques for field staff, with more needed.  Training of TBAs in Carabuco was viewed as successful by staff, but they stated that they will need to standardize and validate this curriculum.

Altiplano field staff suggested that a study is needed of cultural factors related to Aymaran beliefs in family planning and reproductive health.

The external evaluator in the Cochabamba Valley did not review this topic during the APSAR evaluation.

· (MTE)  Make selected changes in HIS, staff training, educational materials, supervision and monitoring, and selected interventions

Again, some progress was reported on the altiplano, but more work is clearly needed.  A computer software specialist has been hired to automate the MOH monthly reporting form, as well as the HIS.  This work will continue into the next grant period.  Field staff recommended that a health education communications specialist be hired to develop educational materials that are simple, culturally sensitive and effective.  Themes of particular concern included ALRI, dehydration associated with diarrhea, and family planning.  Finally, much more work is needed to develop and implement an adequate supervisory system.  Such a system should include, at a minimum, checklists for field staff to use during home visits.

The external evaluator in the Cochabamba Valley did not review this topic during the APSAR evaluation.

VI.  Issues Identified and Constraints

There were several issues and constraints identified during the course of the project evaluations.  On the altiplano, we identified the following:

· There is frustration among field staff that they do not have sufficient time, and/or they are trying to do too much (e.g., multiple interventions, with much ongoing training).

· There are staff problems with managing too many health messages, and with their traditional, vertical style of education.  Both minimize the expected impact of preventive health messages among families.

· Families complain that field personnel are not in their clinics or visiting homes frequently enough, because of the amount of time required for training, and for data management and reporting.

· There does not appear to be enough supervision, nor are systems adequately developed for this.

· Not all censuses were conducted in Ancoraimes, resulting in lower than anticipated coverage rates for some childhood measures.

· With the increase of MOH staff as a proportion of the altiplano project teams, there has been increasing interference in project management by MOH District Directors.  This has proven to be burdensome for local project directors and staff.  It has resulted in lowered worker performance due to lower morale as well as in conflicts among staff, the MOH Directors, and ARHC/CSRA leadership.

In the Cochabamba Valley, there was one important constraint noted by the evaluator:

· The Founder and Director of ASPAR was unable to maintain good human relations with ARHC, CSRA and municipal leaders.  This resulted in a final severing of ties between ARHC, CSRA and APSAR, and in APSAR being ordered to leave Sipe-Sipe during the third year of the grant period.  Subsequently, much program data was lost or destroyed at the Sipe-Sipe Hospital, reducing our ability to assess project impact.

VII.  Achievements, Innovations and Lessons

One of the great achievements of this grant project was the measurement of mortality impact among those served.  These results are so suggestive of profound CS program impact, that we recommend the USAID Child Survival Program to work with ARHC and other US-based PVOs to design, fund and carry-out a multi-PVO validation of these findings within the context of the USAID PVC CS Program.  Such a study could possibly do more to bolster Federal and private sector support for these types of interventions than any other single action of which we can conceive.

Related to the mortality reduction is the importance of professional health management of pregnancies and deliveries.  Our mortality data strongly suggest that women should receive prenatal care checkups, and they should deliver in the presence of health care provider.  Aggressive promotion of these services in communities and during home visits is also needed.

Finally, while our work with Local Health Boards is just beginning, we feel that the work of CSRA is worthy of note, and should be followed as a possible case study of how local municipalities can be drawn into local health program leadership and management.
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