ATTACHMENT A

BASELINE INFORMATION FROM THE D.I.P.

1.
EXECUTIVE SUMMARY

1A.
ESTIMATED PROGRAM EFFORT AND USAID FUNDING BY INTERVENTION

	Intervention
	% of Total Effort 
	USAID Funds in US$ 

	General Nutrition 
	30%
	$300,000.00

	Control of Diarrheal Disease
	15%
	$150,000.00

	Pneumonia Case Management
	15%
	$150,000.00

	Maternal and Newborn Care
	40%
	$400,000.00

	Total
	100%
	$ 1,000,000.00


1B.    PROGRAM SITE POPULATION: CHILDREN AND WOMEN 

	Population Age Group
	Number in Age Group

	Infants (0-11 months)
	4,598

	12-23 Month Old Children
	4,551

	24-59 Month Old Children
	13,510

	Total 0-59 Month Olds
	22,659

	Women (15-49 years) 
	44,457


Sources: MOH, and the National Institute of Statistics and Information, projections 2001.

2.
PROGRAM GOALS AND OBJECTIVES

	GOAL:  By the year 2004, to have improved the health of children under age five and women of reproductive age, with a focus on decreasing maternal, perinatal and infant morbidity and mortality, in 382 rural communities in J.F.Sanchez Carrion and Cajabamba Provinces.


	Result 1: 

Improved MOH capacity for community outreach
	Result 2:

Increased community responsibility for improved personal health 
	Result 3:

Sustained provision of front line services by Community Health Agents
	Result 4:

Sustained parti-cipation of six local governments in health management  

	Intermediate Result 1:

Improved coverage and quality of services in PCM, CDD, maternal health and nutrition 
	Intermediate Result 2:  Increased caretaker knowledge and practice regarding the PCM, CDD maternal health and nutrition


	Intermediate Result 3:  Improved quality and coverage of care provided by Community Health Agents regarding PCM, CDD, maternal health and nutrition 
	Intermediate Result 4:  Strengthened relationships between health promoter associations and local municipal and civil society 

	CHILD SURVIVAL INTERVENTIONS  



	 Objectives
	Indicators
	Measure
	Major Activities

	A.  PNEUMONIA CASE MANAGEMENT  

	Improve pneumonia case management in children age 0-23 months   

(IR1, IR2, IR3)
	1.  Increase from 5.7% to 80%  mothers who recognize two signs of pneumonia.

2.  Increase from 47.8% to 80% mothers who seek appropriate medical treatment for children age 0 to 23 months with signs of pneumonia.
	KPC baseline and end of project surveys
	1.  Organize TOT workshops for MOH personnel to develop training of CHAs in standard case management protocols for pneumonia.   

2.  Assist development and articulation between CHAs and local health units of a community HIS for surveillance of at-risk children, monthly reporting of PCM by CHAs, and referral/counter-referral of cases.

3.  Provide CHAs with health education materials on acute respiratory infections and assist them to develop appropriate techniques for regular community health education activities.   

	B.  PREVENTION AND CONTROL OF DIARRHEAL DISEASE  

	Reduce the prevalence of diarrhea in children age 0-23 months

(IR1, IR2, IR3)

   
	1.  Increase from 1.0% to 60% mothers with children age 0 to 23 months that correctly identify at least two signs of dehydration and two signs of severe diarrhea.

2.  Increase from 36.7% to 70% mothers, with children age 6 to 23 months with diarrhea, that receive the same or more food during the episode.

3.  Decrease from 25.2% to 10% children age 0-23 moths with diarrhea who receive antibiotics during the episode.
	KPC baseline and end of project surveys
	1.  Organize TOT workshops for MOH personnel to develop training of CHAs in standard case management protocols for childhood diarrheal episodes.   

2.  Establish community HIS for surveillance of at-risk children, monthly reporting of CDD treatment and preventive education by CHAs, and referral/counter-referral of cases.

3.  Perform community risk-mapping to motivate community members to improve community hygiene (building of latrines, development of potable water projects)

4.  Provide CHAs with health education materials with messages on diarrheal disease prevention and recommended actions for treatment and assist them to develop appropriate techniques for community health education activities

5.  Assist CHAs to organize into associations and to develop the skills necessary to effectively communicate community demand for improved water and sanitation and to coordinate community contribution to municipal-supported projects

	C.  MATERNAL HEALTH

	Improve  prenatal care, early detection of obstetric risk and post-natal practices  

(IR1, IR2, IR3)


	1.   Increase from 19.9% to 60% women of reproductive age that recognize at least two danger signs each during pregnancy, childbirth and post-partum.

2.  Increase from 56.3% to 80% pregnant women with 4 or more prenatal health care visits.

3.  Increase from 37.6% to 80% women of reproductive age who had received two or more doses of tetanus toxoid before their last childbirth.

4.  Increase from 55.4% to 70% women with an obstetrical complication who are treated by a health professional.

5.  Increase from 0.6% to 60% mothers with children under two who can recognize three or more danger signs in newborns.
	KPC baseline and end of project surveys
	1. Organize TOT workshops for MOH personnel to develop training of CHAs in recommended prenatal and postnatal health care actions  

2. Train CHAs to assist pregnant women to develop a Birth Plan

3. Assist CHA-MOH development of a community HIS for surveillance of women of reproductive age, with referral and counter-referral for pre- and post-natal care and follow-up.  

4. Provide CHAs with health education materials for maternal health promotion  

5. Train CHA Associations to assist CHAs to motivate their communities to develop sustainable emergency evacuation plans  

6. Work with the hospitals and health units to provide training in emergency obstetric care, and provide two-way radios

7. Work with health centers to promote institutional deliveries when women seek pre natal care.

8. Train mothers and fathers to perform basic interventions  for newborns and to recognize danger signs 



	D.  NUTRITIONAL IMPROVEMENT

	Improve child feeding practices in children age 0 to 23 months

(IR2, IR3)
	1.  Increase from 36.9% to 70% children 0 to 6 months exclusively breastfed.

2.  Increase from 11.8% to 70% children age 6-23 months who receive five feedings per day.

3.  Increase from 6.3% to 60% children age 6-23 months who receive treatment for parasites every 6 months.
	KPC baseline and end of project surveys
	1. Infant and child nutrition health messages will be included in all training for CHAs

2. Assist development and articulation between CHAs and local health units of a community HIS for surveillance of children under age five, with referral to health unit growth monitoring and nutrition programs

3. Provide CHAs with health education materials on appropriate feeding practices for children, including breastfeeding

4. TOT will be provided to MOH to train CHAs in community-based growth monitoring, as a tool for community health education in appropriate child feeding practices  

 


	CAPACITY BUILDING 



	Objectives
	Indicators
	Measure
	Major Activities

	A.  Capacity Building of CHA Associations and Community Organizations

	Improve capacities of CHA Association members and community leaders to provide leadership and to plan, manage, and evaluate their organizations

(R2, R 3)


	1.  6 CHA Associations will complete 80% or more of their annual operating plan objectives and activities.

2.  80% of CHAs receive quarterly supervisory visits and feedback from CHA Committee members.

3.  50% of CHA Associations have representatives in local government working groups (mesas de concertacion).

4.  50% of communities have women leader representatives in local government working groups (mesas de concertacion).
	CHA Association  assessment at midterm and final.

CHA quality care assessment at midterm and final.

MOH and project monitoring systems

Minutes of local government-civil society meetings
	1.  Assist  CHA Associations to develop annual operating plans, which articulate both short-term activities and long-term sustainability strategies.

2. Provide training to CHA Associations in skills and tools necessary to provide supportive supervision to CHPs.

3. Provide training in managerial and leadership skills that enable CHA Association members to be effective representatives of their communities in local government - civil society structures

4. Provide training in managerial and leadership skills that enable women community leaders to be effective representatives of their communities in local government - civil society structures.



	B.  Capacity Building of Local Health Unit Personnel

	Improve and strengthen local health unit personnel capacities in the training and management of CHAs.

(R1, R3)
  
	1.  80% of CHAs receive sufficient supplies of essential medicines (cotrimoxazole and ORS).

2.  80% of CHAs receive quarterly supervision and feedback from local health unit personnel
	MOH quality care assess-ment at baseline, midterm and final.

CHA quality care assess-ment at midterm and final.

MOH and program monitoring systems.
	1.  Assist MOH personnel through Analysis of Training Needs workshops utilizing a results-based outcome to define necessary inputs.

2.   Increase MOH personnel capacity to train and supervise CHAs through joint protocol-based TOT activities in technical interventions.

3.  Provide training for local health unit personnel in skills for management of CHAs, including use of community HIS as a management tool.

4.  Develop all health education materials jointly with MOH and based on IMCI norms and protocols.



	C.  Capacity Building of CHAs 

	Improve CHAs leadership and organizational abilities for community development actions.

(R2, IR2)
	1.  80% of CHAs conduct monthly health education activities and home visits. 

2.  50% of communities execute at least one health development project /year.
	Assessment of local government-civil society structures at midterm and final.

MOH, local government and project monitoring system
	1.  Develop health education                       materials through social marketing steps; adapt all messages to local language and validate all materials at the community level.

2.  Distribute health education materials to CHAs and provide support in establishing regular community health education activities.

3.  Train CHA Associations in the                                           transmission of leadership and organizational skills acquired.



	D.  Capacity Building of Local Government-Civil Society Structures 

	Assist local government-civil society groups to analyze community health problems and develop effective action plans  

(R4, IR4)

	1.  50% of local government-civil society groups develop annual action plans for community health. 

2.  50% of communities have representatives providing health advocacy to local government
	Assessment of local government-civil society structures at midterm and final.

MOH, local government and project monitoring system
	1. Coordinate with the FOGEL component of CARE's Title II program in Cajamarca to share problem analysis and action planning techniques with local government and civil society representatives

2. TOT for CHA Associations and MOH in health problem analysis, action planning and health advocacy techniques

3. Linkage with activities for capacity building of CHA Association members and other community leaders



	E.  Capacity Building for CARE Peru

	Improve management and technical skills in child survival programs for REDESS Project staff 

(R1-R4)


	1.  100% of REDESS staff design and train partners in innovative BCC strategy implementation.

2.  100% of REDESS staff facilitate TOT workshops in CS technical interventions.

3.  100% of REDESS staff demonstrate mediation skills in conflict resolution with MOH, CHA groups and local governments.

4.  100% of REDESS staff assess capacity building needs of partners and design activities for continuing improvement.
	Assessments at mid-term and final evaluations

Quarterly Reports

Field Observations

CARE Performance Evaluations


	Staff training in the following topics:

1. Development of BBC strategies

2. TOT facilitation skills

3. Conflict Resolution

4. Needs assessments 


	SUSTAINABILITY



	Objectives
	Indicators
	Measure
	Major Activities

	A.  Sustainability of Community Health Association/MOH Linkage

	Assist CHAs, within an institutionalized structure, to become active health change agents that create demand for and access to quality health care by at-risk groups within their communities.

(R2, R3)
	1.  6 health micro-networks institutionalize the community health information system.

2.  80% of CHAs certified by MOH.

3.  80% of CHA's refer women of reproductive age and children age 0 to 59 months to local health unit services.

4.  80% of referrals are counter referred to the CHA.


	MOH quality care assessment at midterm and final.

CHP quality care assessment at midterm and/or final.

MOH and project monitoring systems
	1. Support CHAs in establishing a community health information system.

2. Promote institutionalization of a community HIS by the MOH regional directorate.

3. Assist CHA Associations represent the voice of their community to the MOH and through local government-civil society working groups.

4.  Target women leaders as effective Community Health Agents.  

5. Support women leaders in developing active and legally constituted community organizations.  

6. Assist women leaders in creating community. breastfeeding support groups

7. Assist women leaders and CHAs in creating demand for pre- and postnatal care.  



	2.  Sustainability of CHA/CHA Association/Local Government Linkage

	Assist CHA Associations and other community leaders in becoming effective agents of community health advocacy for health administration 

(IR4)
	1.  80% of CHAs are incorporated as members in CHA committees and/or associations.

2.  6 CHA Associations have with sustainability strategies defined in annual operating plans.

3.  50% of local governments assign funds to community health activities.

4.  50% of communities have active women's organizations within CHA Associations.


	CHA quality care assessment at midterm and final.

CHA Association assessment at midterm and final.

Assessment of local government - civil society structures at midterm and final.

  
	1. Assist CHAs to organize or reorganize in democratically constituted associations and articulate a vision for their associations.

2. Assist CHA Associations to obtain legal recognition operating under established statutes

3.  Assist CHA Associations to establish and manage income-generating rotating funds that support association costs

4. Provide training to women's groups leaders to develop as effective organizations




3.
PROGRAM LOCATION

3a.
Location Description:  The REDESS Child Survival Project sponsored by CARE/Peru is located in the northern Andean highlands in two contiguous Departments, La Libertad and Cajamarca.  The REDESS Project covers the entire province of J.F. Sanchez Carrion in the Department of La Libertad, consisting of 12 Districts, and three of the four Districts in the Province of Cajabamba.  The project will serve 382 rural communities with an estimated population of 160,169.  The project will serve 67,116 beneficiaries, consisting of 22,659 children under five and 44,457 women age 15-49.  

3b.  Under Five and Maternal Mortality:  Under-five mortality for rural areas is 84.3 per 1,000 live births, infant mortality 59.6 per 1,000 (DHS 2000).  This represents a significant improvement over the 1996 DHS (under-five mortality 100, infant mortality 71).   Progress in health status is attributed to two major public health initiatives, a health facility strengthening project financed by the International Development Bank, and “Basic Health Care for All”, a government sponsored program which increased staffing to health centers, extended hours of service, and basic health and management training. 

According to the 2000 DHS Survey, 39.5% of children under five, living in rural areas, suffer from chronic malnutrition.  Immunization coverage for children age 12-23 months is cited at 50.1% for rural Peru, down from 59.8% in 1996.  Contributing factors to high mortality rates include low educational levels, short birth intervals, inadequate prenatal and delivery care from trained providers, and low birth weight. The DHS 1996 reports prevalence of acute respiratory infections in children under three years of age in Cajamarca to be 29.3, and diarrhea to be 21.7.

Maternal mortality is a serious problem in rural Peru.  According to INEI (1996) the maternal mortality rate for the highlands region of Peru is estimated at 379 per 100,000 live births.  Direct causes of mortality include hemorrhage, sepsis and eclampsia.  The majority of births take place in the home (81.4%, CARE KPC 2000).  When obstetric emergencies occur, women defer to the husband to make a decision regarding treatment, causing critical delays in care seeking, exacerbated by long distances to health facilities and poor response capacity at rural health posts.  The 2000 DHS report shows that although 69.6% of rural women received prenatal care, only 26.2% of births were attended by a health professional. The DHS indicates that fertility rates in rural areas have dropped from 5.6 in 1996 to 4.3 in 2000, largely due to increased use of family planning methods. However, even though 72.3% of women in union living in rural Peru do not desire more children, only 40% state use of modern contraceptive methods.

3c.
Social and Economic Factors:  Over 80% of the population is rural and lives in communities surrounding the two provincial capitals of Cajabamba and Huamachuco.  This population is predominantly Catholic. Spanish is spoken by all, with no indigenous language in common use.  The Cajabamba and Sanchez Carrion Provinces are categorized as areas of extreme poverty with a high number (88%) of households with unmet needs for food, shelter, basic services, health and education (INEI 1994).  The population is economically dependent on the sale of agricultural products, primarily potatoes, wool, and grain.  CARE’s KPC Survey (2000) shows that 46.7% of mothers of children under two years of age are illiterate.  Harsh climatic conditions prevail, especially from June through September.  In recent years, unpredictable climactic changes have negatively affected agricultural production, such as continual rains outside of the rainy season (October to March) or freezing temperatures in months other than June and July. The majority of the communities are small and dispersed.  Road access is poor, particularly during the rainy season.  During an emergency the only recourse for many families is to transport the patient on foot, horseback, or by litter, with a travel time of less than one to three hours. (CARE KPC 2000) 
3d.
Health Care Services in the Project Area:  J.F.Sanchez Carrion province has one hospital and 16 health posts among its 8 districts, with approximately 2.2 doctors, 2.4 registered nurses per 10,000 population (URMEI 1998).  The 8 geographic districts are organized into 5 health networks, with at least one doctor, one nurse and one health technician in 14 of the 16 health posts. These 5 micro-networks are organized into one health network equivalent to the geographic province.  Cajabamba has one hospital and 4 health posts in the two districts (also equivalent to 2 health micro-networks) in which the program will be implemented, with 2 doctors, 4 registered nurses, 4 obstetrics, and 6 nurse technicians in the health posts.  There is only one private provider in the area, a social security hospital with no community outreach services. 

The health facilities and staff in J.F.Sanchez Carrion province have received significant inputs during the past 4 years from two national bilaterally funded projects.  Project 2000, a USAID sponsored maternal and child health project, works with 5 health units in J.F.Sanchez Carrion Province, in the areas of quality assistance and community demand and utilization of available health care. The GOP Basic Health for All Program has been instrumental in organizing health services into the more efficient micro-network system, expanding hours of operation to 12 or 24 hours, increasing the number of staff at all health facilities, and instituting performance based evaluations.  The GOP instituted reform of the health sector starting in 1996.  Although efforts have improved the health care services in the project area, the networks and micro-networks are not yet providing quality services that reach the most needs groups.  

In spite of an overall improvement in service delivery, community demand for and use of services continues to be low.  Community surveillance and referral/counter-referral systems have not been implemented.  As mentioned above, geographic access is a principal barrier to care seeking.  Very few of the existing Community Health Agents have been trained in recognition of pneumonia, the leading cause of child mortality, or supplied with antibiotics.  Both provinces have a limited number of Community Health Agents and Traditional Birth Attendants (TBAs).  Although some Community Health Agents have extensive experience, the majority has been recruited within the past two years. There are approximately 250 Community Health Agents and 135 TBAs in the 382 communities, representing less than one volunteer health worker per community.  In the past CHA training has been directed towards the use and maintenance of first aid kits and sanitation, and only recently have maternal and child health prevention topics been included.  

3e.
Disadvantaged or At Risk Groups:  The MOH considers children under five and women of reproductive age to be at high risk of death due to the rates of both child and maternal mortality in the region. Of these, the most vulnerable are children under one year of age and pregnant women. The levels of extreme poverty and geographic isolation are also key risk factors for women and children.

3f.
Changes in the DIP from the Proposal:  Levels of effort for the child survival interventions have been modified, based on conversations with the Regional Health Directorate, which asked REDESS to give high priority to the reduction of maternal mortality.  Therefore REDESS has assigned 40% of effort to maternal health (vs.20%), 30% to nutritional improvement and 15% each to pneumonia case management and control of diarrheal disease (vs. 30% and 20% respectively). 
4.
PROGRAM DESIGN

4a.
Program Approach:  The REDESS Project will focus on two complementary approaches to improve health outcomes. Strategies to ensure positive changes in health knowledge, attitudes and practices by individuals, families, communities and local health units, will be supported by partnering relationships between CARE, the Ministry of Health, local government and community organizations within a national process of modernization of health services.  These partnerships will ensure the institutionalization of program interventions as a key element of sustainability of health improvement actions.  (See section 2 for program goal and intermediate results.)

4b.
Child Survival Interventions:

· Maternal Health (40%): Maternal health will be improved through the promotion of recommended prenatal care practices, early detection of obstetric risk with referral to health units providing quality care, promotion of recommended post-natal practices and referral of cases to health units providing quality care. 

· Nutrition (30%): Child feeding practices will be improved in ages 6- 23 months.

· Pneumonia Case Management Maternal Health (PCM), (15%): Pneumonia case management in children under age two will be improved through early detection of cases by CHAs, administration of first dose antibiotic (cotrimoxazole) and referral to health units providing quality care.

· Prevention and Control of Diarrheal Disease (CDD), (15%):  The prevalence of diarrhea will be reduced in children under age two through the promotion of improved household hygiene practices, improved infant and child nutrition practices, and increased appropriate case treatment by mothers and CHAs.

4c.
Project Strategies

4c.1  Improved Capacity for Community Outreach: Extensive training will be given to MOH personnel in seven local health networks, who in turn will train and supervise Community Health Agents, TBAs and women leaders.  The content of the training will include: control of diarrheal disease, pneumonia case management, promotion of breastfeeding, nutrition practices for the young child, and maternal health. These interventions will be implemented with 764 Community Health Agents (an average of 2 per community), 135 presently active TBAs, and at least one woman leader per each of 382 communities in the target area. 

MOH staff and CHA competencies will be enhanced through training in adult education techniques, communication skills, culturally adapted use of key health messages, and community health education.  Training in the use of a community-based health information system for surveillance and case referral/counter referral will improve health planning and the detection of high-risk families to be targeted for home visits.  Initial training in each health topic will be for 3 days, after which CHAs will meet monthly with MOH staff for submission of monthly reports, review of standard case management protocols and determination of refresher training needs.  CHAs will develop quarterly health education plans, including home visits to at-risk women and children, in which they will utilize health education materials developed by the CARE Peru CSXII project.  MOH personnel will be assisted in developing plans to accompany CHAs during a working day in their communities as a way to provide supportive supervision and increase local health post community outreach. MOH personnel will also be trained in using the community HIS system as a supervisory tool, to provide monthly feedback to CHAs and to establish topics for CHA refresher training.

4c2.  Provision of Front Line Services by Community Health Agents:  The REDESS Project will form five legally constituted Community Health Agent Associations, and strengthen one Association that already exists.  The Associations function at the local health network level, which groups together several health centers and posts in a geographic area.  Each health facility will have a Community Health Agent Committee.  The Associations will interface with the MOH, local government, and civil society structures, while the Committees will be directly involved with the local health unit, the local district government, and individual CHAs.  Committee and Association representatives will receive training in basic project management, finance and personnel support skills.  They will be assisted in developing annual plans that include strategies for financial and functional sustainability of their associations.   Committee and Association members will be trained to provide supportive supervisory visits to CHAs, both within their health micro-network and as exchange visits between networks.  Training in supportive supervisory techniques will be provided and a supervisory checklist developed by the Associations.  

4c3.  Health Prevention Measures at the Household Level:  The REDESS Project will build upon the positive experiences of ENLACE in using elements of social marketing to develop appropriate community health education messages, materials and techniques. The project will collaborate with a private University, UPAO (Universidad Privada Antenor Orego), to assist project staff to assess women's beliefs and circle of influence regarding recommended health prevention actions and local terminology for signs of illness.  This information will be used to design the IEC strategy for the project. Health education materials will be validated in communities before mass production.

Culturally acceptable "mass communication" activities will be developed to spread health messages through local festivals and radio spots.  CHAs will collaborate in designing games, skits, poems and songs with precise health education messages for use during community festivals. UPAO University will continue to provide free professional recording services to community musical groups.  In ENLACE, 20 songs on 2 cassettes were recorded, such as: "Advice for a New Mother", and "Does Your Baby Have Pneumonia"?  These cassettes will be another health education technique.   

Free public service time provided to municipal governments by radio stations will be sought by CHA Committees and Associations to disseminate health education messages through mini-dramas, songs and answers to write-in questions.  Local businesses will be approached to donate prizes for radio health quiz winners. The UPAO University will provide recording services for the reproduction of mini-dramas, so that quality control of health messages can be assured.  The REDESS Project will replicate and multiply health education materials developed in the ENLACE Project.

4c6.  Equitable Access and Gender Approach:  Equitable access and use of services will be promoted through the linkages between health units and CHA, community activities sponsored by local governments, CHA Associations and communities.  Specific activities to promote the participation of women will: 1) target women leaders as effective Community Health Agents through promotion of female CHA selection by communities and inclusion of TBAs and women leaders in all program training activities; 2) support women leaders in developing active and legally constituted community organizations or associations; 3) assist women leaders in creating community breastfeeding support groups and 4) assist women leaders in creating demand for pre- and post-natal care and in changing cultural norms to include development of individual birth plans and creation of community supported emergency evacuation plans.  Gender strategies for the project will receive support from CARE Peru working committees on specific topics, including gender, to enhance this aspect of the project. 

5.
PROGRAM PARTNERSHIPS

REDESS will be implemented jointly with local MOH personnel, CHA Associations and local municipal governments.  REDESS will strengthen community participation to actively influence MOH and local government partners to improve health conditions.  REDESS will coordinate with partners to develop networks (“redes”) at several levels to ensure positive health outcomes.  The project team will serve as facilitators for linking MOH health unit networks (“redes” and “micro-redes”) to communities through CHA Associations and Committees.  The CHA groups, in turn, will link with local government-civil society structures to plan and implement health activities.  Linkages will also be developed with the Ministry of Education and the Ministry of Agriculture to enhance specific project interventions.  The REDESS Project will assist the MOH to serve as the lead agency for the development and consolidation of health and social networks.

REDESS Project staff met with several levels of the MOH and other public sector institutions to include them in the design of project strategies and to ensure their participation in the implementation of key activities. Specific implementation plans and the responsibilities of each partner were developed during a 3-day workshop held from the 15-17 of February 2001 and a joint document defining overall plans and responsibilities was a product of this workshop.  Agreements were formulated and signed by the following groups:  Regional Health Department, Sanchez Carrion Provincial Health Network and Micro Networks, CHA, Sanchez Carrion Provincial Municipal Government, Ministry of Education representatives, and CARE Peru.  

REDESS will coordinate with other services in the project area, including PRISMA, an NGO dedicated to family planning and community outreach, and PRONAMACHS, a national program for the protection of micro-watersheds. REDESS will increase positive impact at the household level through synergy with other CARE programs. CARE Peru is implementing a Title II program in the project area which focuses on strengthening household food security.   The Title II program is directly targeted to 17% of communities in the project.  

The REDESS Project will undertake operations research to validate the IEC program developed by the former ENLACE Project.  The research will be done in coordination with the UAPO University.  The National University in Trujillo will assign nursing students to undertake research projects for a four-month period.  The project will work with the University in the design of six studies to enhance project interventions, such as mother's beliefs and influences regarding infant and child feeding.  

6.
HEALTH INFORMATION SYSTEMS

The HISMIS is the standardized health information system used by the MOH to code and register all patient care contacts. The MOH is interested in developing an information system that takes into account extramural activities, which will help track community health indicators.  The MOH collects no household data at this time.  A community HIS will be an innovation of the REDESS Project.  Since the community system will be developed with MOH health networks and centers, the new information will be integrated into the MOH system (HISMIS) to avoid overlapping data.  Project REDESS will implement a community-based health and management information system that provides useful information for program monitoring and is a vehicle for the achievement of proposed health actions.  The REDESS Project HIS will be tailored after the work done by the ENLACE Project, through the development of an institutionalized community health information system that is easy to use, lean and cost-efficient, and functionally appropriate.  The HIS will include the following elements:
Sectorization:  Geographical mapping of the jurisdiction of a health facility will be categorized into sectors, each of which will be assigned to a health provider who is then responsible for all extramural work in that sector.  Health promoters within sectors, each of who is responsible for approximately 30 families, work with the health professional assigned to that sector.

Census & Community Mapping with Identification of High-Risk Groups:  Maps will be made in each community and houses numbered.  A house to house survey is conducted by promoters and is updated on a continual basis.  A community register will highlight children under one year of age, children age 1-5, women of reproductive age; pregnant and post-partum women, and environmental risks such as contaminated water sources will be included on the maps.  

Referral and Counter-Referral System:  A referral-counter-referral system will be developed with the MOH for women and children under age five.  

Monthly register of Pregnant Women: A monthly register will focus on prenatal care by recording danger signs and birth outcomes to establish individual Safe Birth Plans.

Community Health Agent Reports: CHA’s will report on cases of CDD/ALRI attended, referrals made, and monthly health education activities, including home visits.

All users of the community information system will be trained to use the system including: CHA, CHA Associations and Committees, MOH personnel, local government.  The HIS will provide a vehicle to increase community use of available MOH services, a tool for CHA and Association self-assessment and for MOH monitoring of CHA quality of care, and increase local government awareness of the role of community health agents.  All the data will be processed manually and summaries posted on boards at the health centers and network units.  The project staff will develop the HIS management system, based on the work done in the ENLACE Project.  Forms and procedures have already been developed and tested, and these will be adapted for use in the new project area.   No outside assistance is contemplated.  

The information gathered through this system will be used by the following participants:

Community Health Promoter Association Members will review the information during supportive supervisory visits to CHAs, providing feedback on quality of care and suggestions for improving or increasing community service.

MOH Personnel will review the information either during monthly meetings of CHAs with health unit personnel and/or during community supervisory visits to CHAs, provide feedback on quality of care and identify, key health concerns for the community, and identify health topics for further training for CHAs.

CHA Associations will tally service provision by members, providing incentives to CHAs through recognition of achievements; feedback information to local government-civil society to increase awareness of the role of CHAs in community integrated health care; and compare results and techniques during cross-visits between association members.

CHAs will feed back summarized information to their communities, to stimulate support and recognition for CHA services, to identify key health concerns for the community and to provide a basis of information for community health action planning.

Program Partners (CARE, MOH, local government, CHA Associations) will review quarterly information to assess program achievements and areas for improvement.

The Community Participation Specialist at each health center will consolidate the data provided by CHAs, which will be presented on forms prepared by the REDESS Project.  This information will be analyzed at the health center level with the CHA Committee once a month.  The consolidated data will be sent to the respective micro-network, which will summarize the information from all the health centers in the jurisdiction and prepare a report.  The information will then be analyzed at a monthly staff meeting, with participation of CHA Association representatives.  REDESS staff will participate in the meetings at the micro-red level and assist with data analysis and planning.

REDESS will promote quality of service through the use of MOH IMCI guidelines, CDD, ARI and nutrition manuals, MOH protocols and algorithms.  The CHA Committee will supervise CHAs using a supervisory checklist on a monthly basis, the CHA Association will supervise the Committee, using a supervision guide quarterly, and the MOH will supervise CHA Associations using a check-list based on performance criteria each semester.  The results of the supervision will be used to plan training sessions and/or other strategies to address weaknesses.

The mid-term evaluation is planned for August 2002, and the final evaluation for August 2004.  The REDESS Project will prepare quarterly implementation reports, which summarize project activities and monitor process indicators.  Quarterly reports are sent to CARE Peru national office, to Dr. Luis Tam, and annual reports are sent to CARE Atlanta.  Quarterly reports also go to the Regional Health Directorate, which will, in turn, share pertinent information with the MOH at the national level.  CARE will analyze results of project activities and MOH recommendations and comments are fed back to the project.  Successful strategies will be shared with decision makers at regional and national MOH level to advocate for their inclusion in health network functioning. Community beneficiaries will use the data collected locally to diagnose current health problems and make plans to address these.

The sustainability strategy of the REDESS Project expects the following aspects of monitoring and evaluation to be adopted by the MOH:  community mapping with identification of high-risk groups, referral counter-referral system for women and children under age five, monthly register of pregnant women, and Community Health Agent reports.  Additional strategies to be institutionalized by the MOH include: review of information by Community Health Agent Association Members, and review and analysis by MOH personnel.  Additional aspects are the tracking of information by CHA Associations to assess the performance of individual CHA, feedback of information to communities for health action planning, and quarterly report review by the MOH, local governments and CHA Associations for decision-making.
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