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I. Executive Summary 

The Maternal Health Project began in May 2002, and is a joint effort with the Ministry of Health through the Health Area Bureau of Salamá and five health districts:  Purulhá, San Miguel Chicaj, Salamá, San Jerónimo and Rabinal.  Its long term goal is to reduce maternal mortality by means of interventions designed to improve access to essential obstetric care and to improve the quality of this care for poor Mayan families of the rural area in Baja Verapaz by the year 2006.  The target population is composed of 85,245 women and men of reproductive age.

The Project seeks to establish a balance between the demand (population) and the supply (providers) and for this purpose two effect objectives have been presented:

1. Identify models of community mobilization and for improvement of services in order to improve the quality of detection, referral and treatment of obstetric complications, as well as to ensure that these are institutionalized at the local, regional and national levels by the MOH, NGOs and the private sector.

2. Develop community models in order to improve, in a sustainable and cost efficient manner, the interventions for early detection and referral (transportation of maternal and peri natal complications)
The linking of the three levels of care (post, health centres and hospital) is one of the major challenges, nevertheless there is a legal framework for it that is supported by the Peace Accords, which have generated opportunities for citizen participation, supported by the Laws for Decentralization, Urban and rural development councils, the Municipal Code and the Law for Social Development.  The importance of this is that it guarantees the technical norms for the institutionalization of these processes.

CARE Guatemala, through the Maternal Health Project, has participated in and forms part of the national network of organizations that not only promote but also implement, with other players, actions aimed at improving Maternal Health.  In the first year of the project, the major achievements are:

· The involvement of decision makers at all levels (central, departmental and municipal) through the socialization of the Project, establishing linkages and the congruency of the planned interventions with the priorities of the Ministry of Health within the National Plan for Reproductive Health.

· There is a diagnosis of the Maternal Health situation based on the indicators presented (base line), which will enable us to determine process, effect and impact results within the Project.

· The inclusion of a gender focus as a cross cutting issue in all the interventions.

· Close working relationships with the staff of the MOH and openness at all levels, from the Health Area Bureau, Hospital, down to the operational levels (Health Centres and Posts)

· The appropriation of the Project interventions by the institutional and Health Area Bureau service providers:  “the Project responds to the priorities and problems of the area”.

· Project staff are part of the national Commission for Reduction of Maternal Mortality, which has the responsibility for technical norms that favour the institutionalization of the processes.

· A close relationship was established at the departmental and municipal levels with governmental and non governmental organizations such as the urban and rural development councils, SEGEPLAN, the Municipal health coordinating unit of Rabinal, the Institutional Network of Chilascó, and the International Labour Organization– ILO-.  These institutions have potential for coordinating actions that would be complementary to those of the project and thus increase its impact.

· Advocacy in the central environment with regard to the review and modification of the norms for maternal health care protocols, by means of an inter institutional technical group.

· Definition of strategies and hypotheses

Some of the challenges that the Project faces include:  defining the strategy for linking the three care levels, establishing mechanisms that facilitate establishment of bases for sustainability of the interventions, promoting opportunities for discussion and analysis by means of forums and other venues to complement and strengthen the models and strategies that have been identified and to have an impact on the discussions and decision making at the national level.

II. National Context

The Peace Accords frame the national agenda for responding to the country's multifaceted problems.  Based on the Accord for the Socio Economic and Agrarian Situation, the State has committed itself to reduce maternal mortality, approving Decree number 90-97, for its operationalization and institutionalization. 

With participation of governmental and non governmental organizations as well as international entities, the Ministry of Health prepared the National Plan for Reproductive Health, along with guidelines and norms for Reproductive Health, having as its legal basis, the Law for Social Development approved in October 2001, the Policy for Health and the Health Code.  The National Plan for Reproductive Health responds to the health problems of the population with emphasis on women as a group as they are one of the most vulnerable population groups given their exclusion and because the health indicators demonstrate that they are the ones who have the highest rates of morbidity and mortality.  

The objectives presented by the Project are related to those defined in the National Plan for Reproductive Health.  Some of the most notable of these are:

· Maternal mortality is reduced by 15 %

· Access to Reproductive Health services are improved

· The population’s information about Reproductive Health is improved

· The number of qualified Reproductive Health staff is increased

The current context has legal bases and a framework that not only allows the implementation of interventions aimed at a group that has been excluded and isolated, but also facilitates its institutionalization within the environment of governmental and non governmental organizations.  

The principal laws that favor the implementation of interventions for the maternal group are: 

· Law for Dignity and Promotion of Women: in article 15, it establishes that the State, by means of institutions in the Public Sector, will develop actions that tend to promote the health of women and this includes aspects of Reproductive Health.

· The Policy for Health, National Policy for Promotion and Development of Guatemalan Women, backs the interventions for reduction of maternal mortality. 

· The Law for Social Development in article 26 establishes that “the life and health of mothers and children are a public asset, and thereby maternal health is a national priority”.  This was adopted due to the problems which are caused not only in the life of women but in that of the family in general,  and it makes the Ministry of Health responsible for guaranteeing that all the actions that contribute to the planned goals are carried out in their entirety. 

· In Article 41 of the health code it refers to the Health of the Family.  By means of the Ministry of Health and other institutions of the sector, the State develops actions aimed at promoting the health of women and children with an integrated approach and improving the physical and social environment of the family as well as implementing measures for protection and care for the family group in the different stages of growth and development, including aspects of Reproductive Health”.

· The General Law for Decentralization 

· Law for Urban and rural development councils, and 

· Municipal Code

The legal framework in Guatemala contemplates the effective participation of women and men of the communities in the prioritization of needs, problems and their solutions for their integrated development, allowing for the implementation, sustainability and institutionalization of organizational processes and community participation as part of the civil society.  One challenge is the operationalization of the laws but especially the involvement of the civil society in order to take into account the perspective on women’s health and the importance of integrated actions in which the responsibility does not lie only with women but with the whole family, the community and above all, with the state.

The Maternal Health Project has carried out a review of the legal framework and has determined that it is in line not only with the problems of a highly vulnerable group that has been excluded and isolated, but also that it responds to the priorities and focus areas of the Ministry of Health at the national and departmental levels.  The guidelines and norms for Reproductive Health comprise the basis for the implementation of the project’s interventions.  A fundamental aspect is the incorporation of socio cultural aspects into the norms and care protocols, the design of innovative models that will permit greater closeness between the service providers and the communities, so that these can be disseminated and adopted at the national level and ultimately be institutionalized.

One of the indicators of the social disparity and inequality that exist between women and men, is the “Maternal mortality rate (MMR), that reflects the condition and position of women in the different geographic and social areas of the same country.” (Bulletin:  Healthy Maternity, PAHO, May 2003)

“Maternal mortality affects poor, dispossessed, illiterate women who live in rural areas or in conditions of marginalization. Many of them belong to indigenous populations and groups of adolescents whose pregnancies have not been planned.” (Bulletin:  Healthy Maternity, PAHO, May 2003)

In the Demographic and Health Survey of 1995, Guatemala reported elevated maternal mortality rates (210 per 100,000 live births) and with the enormous regional variations in some areas of the highlands due to their socio economic conditions, it is thought that the rates could be even greater than 400 per 100,000 live births (9)

In the year 2000 a Baseline survey of maternal mortality was carried out at the national level and the mortality rate for Baja Verapaz was found to be 153 per 100,000 live births with a 44 % under registration rate.  This under registration is evident in the management of information by some of the service providers in the Districts and in the Health Posts of the area who are currently not identifying and registering all the cases. 

The current rates do not reflect the real situation of maternal mortality in the Department.  The staff of the Health Area Bureau of Baja Verapaz which has proposed the improvement of case registry by means of the so called “verbal autopsies” whereby the causes of deaths in women between 10 and 49 years of age are investigated for relationship to any of the stages of the reproductive period:   pregnancy, child birth and post partum.

III.   SOCIAL ASPECTS:

The social aspects that are directly related to the Project due to its characteristics and target population include:  the influence of men on decision making at the household level; the diverse roles that women have, especially in the reproductive area, which favor multiple work burdens; the lack of access to education for women, with men receiving preferential treatment from childhood on; the inadequate distribution of food in quality and quantity which results in physical and emotional strain on women; the scarcity of opportunities for consumption of nutritional food due to economic factors; various forms of violence; lack of knowledge and misinformation about aspects related to sexual and reproductive health.  All these place her in a situation of inequality and discrimination that is seen in the exclusion due to gender and social inequality in the exercise of citizenship which is reflected in the Maternal mortality rate as an indicator of this disparity and inequality.

The municipalities of San Miguel Chicaj and Purulhá have groups of women at the community level, who have been trained for the strengthening of the exercise of their civil and political rights, and a gender approach has been contemplated within their formation in order to permit the personal and collective growth of women.  Support for this has been provided by the Women, Let’s Move Forward Association - AMVA-, and this experience is currently being taken advantage of to facilitate the civil participation of women taking as a foundation the successful lessons from the formation process for other municipalities in the department.  These groups have expressed interest and willingness to establish working alliances with the Project, in order to move forward with actions that resolve the practical needs and strategic interests that will improve the quality of life and particularly Maternal Health.  Currently, representatives of these groups belong to the departmental commission for the integration of the dialogue forum as a part of the civil society supported by the existing laws of the country which permit opportunities for participation by women, opportunities that have been promoted and facilitated by the delegation of the European Union in Guatemala.

With the financial and technical support of the Pan-American Health Organization - PAHO - in the municipality of Rabinal, there are organized women’s groups for the five communities which have achieved their legal personality and are processing medicinal plants with experience in self help health care.  They have also had training in the areas of gender and violence.  An alliance has been established with these groups in order to strengthen a group  which was recently trained in the processing of medicinal plants.  This was carried out by means of the inter institutional coordinating unit of Chilascó in the municipality of Salamá and the Municipal Planning Office.

There are groups organized by the Foundation of Mayan Women of the North –FUNMMAYAN- who, within their training process, include a gender focus and this has allowed changes in the social relations of women, especially in the areas such as auxiliary mayor positions.   As a result of this, 27 of these positions are currently held by women with whom working relationships have been established to look at the results of the community base line surveys and jointly plan actions that favor the process of empowerment of women.  These have several successful lessons to share and have received support from the Pan-American Health Organization –PAHO-.

In Guatemala, there is no credibility in the social processes and the institutions of the State due to the fact that so many representatives of the State have been accused and found to participate in acts of corruption and misuse of funds that belong to the citizens of Guatemala. 

The representation and participation of the Project in opportunities for citizen participation such as the Urban and rural development councils, is an opportunity that allows us to share about the Maternal Health situation and to establish strategies for seeking complementarity of interventions, highlighting the participation of civil society groups.

In meetings with the Departmental Development Council the social factors of gender which have been shown to be causal in the four motives of delay in help seeking behaviours in obstetric emergencies have been discussed and analyzed.  The first two exist at the family and community  levels as women are not usually the ones who can make these decisions.  These are:  the delay in recognizing and identifying the problem and the delay in making the decision to seek care.  The other two delays correspond to the transfer period (geographic and economic conditions) – delay in arriving at the health services, and the fourth delay is that associated with receiving attention once at the health service center (timely reaction with quality and warmth).

For many women the lack of access to services is a basic problem.  Hospitals are scarce and distant, geographically inaccessible, and all this is compounded by the social factors that influence decision making with regard to timely seeking of help at the service level in any stage of pregnancy, child birth and the post partum period.

Socially, many women do not have the decision making capacity or the capacity to attend prenatal controls without the authorization of their spouse or other male or female members of their family.  When they reach service centres they could receive education for health and all the information necessary to be able to identify the risks and danger signs during pregnancy, child birth and the post partum period. 
IV. ACHIEVEMENTS /  RESULTS

	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	Project Goal:

The goal of this project is to reduce maternal mortality through interventions designed to improve the access and quality of essential obstetric care for poor rural Mayan families in Baja Verapaz by 2006.


	% Annual Maternal Deaths (relative to number of live births)

	MMR of Baja Verapaz = 69 X 100,000 live births ***


	The MOH carried out the Maternal Mortality Base line for the year 2000
 at the national level with the purpose of defining an approach that would be based on technical and updated information and that would permit integration of interventions.  For this reason the Project agreed to use the results of the study as a base.  The information is from the year 2000 and was collected in 2001.  The results show that at the country level major efforts need to be made to reduce maternal mortality, with greater emphasis being given to indigenous and rural communities.  The department of Baja Verapaz was found to have an MMR of 69 per 100,000 LB, and   an under registration rate of 67 %.  At the national  level the rate was 153 per 100,000 LB with an under registration rate of 44 %.  Due to the magnitude of the problem that was identified, joint efforts will be undertaken for the implementation of integrated actions against maternal mortality on a medium and long term basis. 

	
	Case Fatality Rate


	N/A


	In the institutional base line the rate of maternal death at the hospital level was investigated.  A significant finding was the lack of any instrument in the information system that records this kind of data.  This indicates that an instrument should be designed to monitor and evaluate this indicator.  This situation was discussed with the staff of the health services and its incorporation was agreed upon.


	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	Project Purpose:

Identify community mobilisation and upgrading services models for improving the detection, referral and quality treatment of obstetrical complications, and ensure these are institutionalised at the local, regional and national levels by the MOH, NGOs and the private sector.
	Met Need for Essential Obstetric Care (proportion of women with major obstetric complications who are appropriately managed in a specific geographic area in a given time)


	Posts: 6.6 %, 

Health centres type B: 12.5 %, 

Health centres type A: 8.3 %.

Hospital:  8.33 %  


	The appropriate term for the care of obstetric complications responds to measurable and quantifiable parameters that will be taken into account to improve the quality  and optimize resources in the health services.  The obstetric complications should be attended at the hospital level, however, the hospital in Baja Verapaz does not have the inputs and equipment necessary for this.  Additionally the technical competency of the service providers should be improved.  At the level of health posts and centres it is possible to stabilize the patient until she can be referred to a hospital.    
Advising will be given for improvement of the performance and to improve the instruments for measuring this indicator.  



	
	% of women and men with knowledge of at least 3 danger signs during prenatal, birth and postpartum


	3 signs of danger in pregnancy:  3%                  

3 signs of danger in child birth: 1.7%                          

3 signs of danger in post partum period:  3.2%

Haemorrhage was the sign identified in all three stages.


	The % of women and men who know what the signs of danger are, is very low which shows that it is one of the factors that influences the delay in making the decision to seek help because they do not recognize the problem as an emergency where the woman and the child are at risk of dying.  The Project will use the WARMI participatory methodology that promotes opportunities for discussion and analysis based on evidence from the concrete experiences of the people and will promote healthy behaviours.  A relevant aspect is for the project to design, in conjunction with the key community staff, a strategy that enables linkage of the demand to the supply of services.  



	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	
	% of referrals from community (self or TBA to hospital)
	17%
	According to anecdotal evidence, the traditional birth attendants refer women to the hospital when they have obstetric complications, however, in the hospital there is no instrument within the information system that records the referrals.  This is an aspect that should be strengthened as part of the process of improving performance.

	
	% of referrals from health centre to hospital
	N/A
	In the health centres there is no instrument that records the women who are referred to the hospital.  The only thing available is the historical memory of the physicians and nurses of the districts.  The Project will promote the design and implementation of instruments that complement and strengthen the information management system of the MOH, ensuring its incorporation into the care norms so that they can be institutionalized.

	
	Proportion of women with prenatal care from trained skilled personnel (doctor, nurse)
	41.8% physicians,

25.5% nursary
	The process of performance improvement expects to strengthen the technical competencies for care of pregnant women.  It is expected to improve the capacity for care and resolution of problems, directly through concrete actions at the clinical and community level.


	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	
	Proportion of births attended by trained attendant (doctor, nurse)
	40.2% cared for by a physician and nurse (household surveys – community base line)

23% by physician and nurse (Institutional base line)
	The percentage of child births attended by institutional staff in the area is low.  The difference that is observed in achievement is due to:

· In the household survey, of all child births, 40.2 % were attended by a physician and a nurse.

In the institutional base line a lower % is recorded. The data were obtained from the books of the Civil Registry and the internal records of the hospital to compare information.  In the books of the civil registry there are occasions where it does not specify who attended the birth.  With regard to institutional attention of births there is only the Hospital of Salamá and the type A health centre of Rabinal.

	
	Number of EOC facilities per 500,000 population
	0 hospital with EOC

0 Health centre type A with EOC

0 Health centres type B with EOC

0 Health Posts with EOC
	In spite of the existence of a hospital and five health centres (1 type A and 4 type B) the majority of the population does not go to the services for a variety of reasons.  These include: geographic access, bad attention, not always open, and they don’t give medicine, among others.  The health services do not have the minimum of inputs and equipment needed to provide integrated services to the population.  It is necessary to make every effort to have an influence at the central level for allocation of financial resources.  Additionally there is the need to improve the technical competency of the service providers.   Actually, there is not a Health Center that fill the requeriments to provide the EOC according to attention norms


	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	
	% of health facilities providing  basic obstetric care
	0%  (institutional baseline)
	According to the established criteria (norms for care) none of the services reached accreditation for providing essential obstetric care, and thus this will be a commitment within the process for implementation of the performance improvement component.



	
	# of changed maternal/reproductive health policies promoted by the project adopted by institutions
	2
	Work is being carried out for the promotion of the guidelines for Reproductive Health and the project participated in the analysis of the BL of maternal deaths at the national level, proposing the model of the four delays as a strategy for the reduction of maternal mortality and as a operating mechanism for the linking of the three levels of care.

A draft of the legal decree for the incorporation and recognition of traditional birth attendants in the official health system was prepared and will be discussed with civil society groups, committees of traditional birth attendants and governmental organizations.




	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	Expected Results:

1.   1. Community models are developed to improve, in a sustainable and cost effective manner, interventions for early identification and referral (transport) of maternal and peri-natal complications


	# of community analyses on maternal health
	N/A


	In the first year we concentrated on approaching the communities.  Foundations were laid for promoting opportunities for discussion about and analysis of the health situation.  In the development of the community base line key community staff participated in order to analyze the Maternal Health situation, family planning, and decision making, among others.  The Project  will promote processes for reflection and analysis, to sensitize and create awareness in the key players of the three care levels and above all, among the male and female members of the communities.



	
	# of persons participating in problem analysis by community (by gender and age)
	Focus groups and key informant interviews (community base line)

6 Men / Municipality; 

14 Women / Municipality;

2 Adolescent Men / Municipality;

4 Adolescent Women / Municipality
	In the community base line, techniques for qualitative research were carried out (focus groups and key informant interviews) in order to know the perceptions of different people and situations taking into account the potential that exists in the communities and the alternatives for improving Maternal Health



	
	% of communities with documented strategies for addressing identified problems
	N/A
	Currently the Project is in the phase of introduction and relationship building with all the communities in order to identify the models and strategies for community mobilization with regard to Maternal Health.      




	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	
	Perception and awareness of community members in relation to strategy (efficiency, cost, access, and quality) by gender
	Perceptions:

Difficult access to services:  roads are inaccessible and distant, it is not easy to find modes of transport, and economic resources are scarce for covering expenses in case of emergency.

Family car:  7.1%

Rented vehicle: 10.1%

On foot: 50.3%

50 % of the population has to walk to reach a health centre, or even the hospital.

Quality of care:

The women say that they are poorly attended, they are treated rudely, they are scolded, they have to wait too long, they walk long distances and sometimes they return without being attended.  They prefer not to go to the services.  Furthermore, when men show up at a health service they are attended rapidly and the women have to wait (see anecdotal versions in Annex 2)

Person who supports the woman for seeking help in case of complications.

Spouse: 39%

Family: 22%


	The socio economic conditions of the population are a factor that limits their access to the health services because in an emergency situation they do not have the money to be able to afford transportation.  The majority have to travel on foot (50 %)  There are other factors as well, many women still do not know the danger signals in order to seek help at one of the health services.  Furthermore, even though the traditional birth attendant refers them, they cannot go to the health service if their spouse does not authorize it. 

It will be necessary to analyze and reflect on these cases with the women in order to seek alternatives that involve men in order to diminish the problem.  Many women expressed discontent about the poor attention they have received especially in the hospital, “they treat people like garbage”.


	INTERVENTION LOGIC
	INDICATORS
	RESULTS
	COMMENTS

	
	# of different community maternal health models developed
	3 Models proposed
:

1) A model for a community insurance system

2) A model for intervention in Social Networks

3) The Mother / baby model 
	In the focus group discussions and key informant interviews, three models were identified:

The first is a system of charges per episode of medical care that implies a relationship of solidarity which is a basic element in the Mayan world view for health and illness.  It promotes equity:  the healthy woman has solidarity with the ill one.  It promotes the payment of a fixed quota or tariff by the family when they are healthy and this comprises a savings account.  

The second model: Promotes work in a network as a form of interaction between social actors. These groups share needs and conditions and seek within this structure to share resources which are generally scarce in order to optimize results and prepare for emergencies in order to save lives.

The third model represents a means of revitalizing the health services for mothers and new borns and ensures that the basic group of interventions that have been shown to be effective and feasible are available for all pregnant women.



	
	% of communities with self-sustainable solutions to cost constraints (based on their plans)
	N/A


	According to the information analyzed in the survey at the community level, we can not assume that the solutions proposed will be self sustainable. Upon beginning work at the level of the different communities, the identification of self sustainable alternatives will be a priority in order to facilitate community empowerment.




	INTERVENTION LOGIC
	Indicators
	Results
	Comments

	2. Strategies are identified at the health centre (basic EOC) and hospital (comprehensive EOC) levels to improve the early detection and  management of obstetrical complications
	% of hospitals/health centres that apply a management of obstetrical complications model (protocols or norms)
	0% of implementation in the services
	Currently none of the services is applying the care protocol for obstetric complications.  The implementation of the process of performance improvement contemplates the standardized use of norms and protocols that should be applied in the different health services, accompanied by CARE’s technical staff, by means of tutorial training to guarantee the quality and standardized use at the different care levels.  The MOH and CARE will be responsible for the monitoring and evaluation in order to support the processes and raise the percentages of accreditation according to the criteria to be evaluated as part of making this sustainable and institutionalizing it. 



	
	% of hospital, and  health centres that are regularly analysing their maternal health data and making decisions based on this analysis
	0 %
	The staff of the MOH investigate and analyze maternal deaths by means of the instrument for verbal autopsies.  There is currently no mechanism for regular, periodic analysis of the information. In the monitoring and evaluation workshop with a gender focus, basic elements were identified and shared to strengthen the information system and to ensure analysis and decision making. 




	INTERVENTION LOGIC
	Indicators
	Results
	Comments

	
	% of municipalities with regular and active community participatory structures for improving maternal health services (e.g. maternal mortality committees)
	0%
	In two municipalities there are municipal coordinating units for health, which have incorporated maternal mortality in their priorities.  In Rabinal the strategic plan prepared by the coordinating unit includes actions that have not been put into action.  There is a commitment to carry out advocacy in these, taking the country’s existing legal framework as a base, by means of the application of laws  that guarantee the participation of the communities in their local development processes. These include the Law of Decentralization, Law for Urban and rural development councils, and the Municipal Code.



	
	% of health services (hospital and health centres) with adequate personnel to implement their model
	N/A
	The process of strengthening of health services staff will begin in the second year of the Project.

The results of the institutional base line and the correlation with the results at the community level, are inputs for the planning phase in which each of the health services will define their needs for training, resources and the strategies that will enable them to improve their performance as well as the linking of the three levels and above all, at the community level. 



	
	% of EOC health services with adequate budget to implement their strategy for reduction of maternal mortality
	N/A
	Currently the budget is centralized in the Area Bureau  and the Districts only request funds without having any information on what is executed per year. There is no specific line to be used for interventions aimed at decreasing maternal mortality. The budget for the Health Area is subject to reductions during the year.  It is necessary to recommend changes so that the districts can prepare their budget based on the epidemiological profile and make the decisions necessary to have an effect on Maternal Health and to prevent deaths.




	INTERVENTION LOGIC
	Indicators
	Results
	Comments

	
	Caesarean Section Rate
	17 %
	Within the process of improving performance, the project expects to include standardized treatment of obstetric complications so that in the future the percentage of caesareans can be reduced.



	
	Improved perception by community members of quality of maternal health services


	      Perceptions:

 “ The services are not reliable because they are free and they relate cost to quality”

“The way we are treated is bad, we have to wait a long time”

“Instead of attending us, they scold us”

“Some people are very grouchy and they get angry when patients come”

“The people in the health centres and the hospital don’t speak our language, they do not understand us”


	It will be necessary to define quality from the perspective of the male and female community members.  Focus groups or exit interviews will be carried out in order to determine the concept of quality and how the users would like to be attended so that qualitative and more humanizing aspects can be taken into account in the care of women and those who accompany them.  Another important element is to promote the services of extra mural service providers, to visit the communities, to enter into contact with the population to find out their perceptions.

· A relevant aspect is the linking of the health services with the work that will begin in the different communities.  The barriers that exist and are keeping women from using the services will also be identified.
 


	INTERVENTION LOGIC
	Indicators
	Results
	Comments

	3. The community and health services models are accepted and institutionalised at the locals, regional and national levels by the MOH and the private sector (NGOs).
	% of communities replicating successful models developed by other communities
	N/A
	In the community BL some aspects were identified for the proposal of the models which will be analyzed and developed beginning in year two. 



	
	% of EOC health services that have are replicating and applying the models for management of obstetrical complications
	N/A
	Will be developed beginning in year two 

	
	# of  organisations participating in local, departmental and national structures to improve maternal health
	Salamá  16

San Miguel 21

Rabinal 9

Purulhá 10

Departmental  3

National: 6

(40 organizations and associations exist which carry out health interventions)
	65 organizations and associations exist that carry out interventions in different development areas including health.  Work has begun to establish alliances, to promote actions in favour of Maternal Health and ultimately to have an impact on the problem of maternal mortality.

The organizations are as follows: (GOs and NGOs) National Program for Reproductive Health, SIAS (UPS1, 2,3), DRASES-Direction and Regulation of the Health services, JHPiego, Technical Group of AMNE, USAC –University of San Carlos of Guatemala- Continuing Medical Education 

	
	Approval and financing at the national level of the MOH for the services and community level models for the management of obstetrical complications
	N/A
	Negotiations are under way with the Ministry of Health at the Central level to ensure the allocation of budgets for the implementation of the models.  Additionally the project considers that the involvement of the private sector is important in order to support the processes.




RELEVANT ACTIONS:  Definition of hypothesis and strategies

Based on the analysis of the expectations of the Project, review of the social, cultural, political and institutional context, the following hypotheses were presented:

· Better performance by the staff of the Ministry of Health (physicians, nurses and technicians) and of the administrative processes favours better management of emergency obstetric care and the use of secondary care services.

· Better performance by the field staff (health promoters and traditional birth attendants) and community mobilization will lead to better management of essential obstetric care  and use of secondary care services.

· The application of a model for improvement of the obstetric quality and performance at the institutional and community levels will reduce maternal mortality in the target population of the Project.

· The empowerment of women with regard to their sexual and reproductive rights decreases obstetric risks and increased their capacity for decision making in the case of emergencies. 

· The institutionalization of the processes for the improvement of performance, of obstetric care and  of community mobilization, at the national level, is necessary for the sustainability of the interventions of the Project, at the local and municipal levels.

A relevant aspect was the review of strategies, in order to ensure achievement of the project objectives, and finalizing the definition of the strategies. 

The formulation of specific strategies in each of the components has as its end, the utilization of operational mechanisms to reach the expected results.  Gender focus is a cross cutting issue in order to have an impact in the transformation of the relationships between women and men that affect the reproductive and integrated health of women, by means of the exercise of their sexual and reproductive rights to achieve the autonomy of women.
The recognition of the inequality of opportunities between women and men with regard to access to development and the consequences for the health of women, should promote a dynamic process with women, decision makers in the home, communities and health service providers, using participatory methodologies in order to identify, prioritize, design and implement solutions that respond to the needs and vision of the female and male participants. 
One of the challenges for the Project is to define the strategy for the linkage of the three health care levels in order to bring the health services closer to women and to bring the women closer to the health services which will promote the supply of services and the services will have the problem solving capacity to deal with the demand created at the community level.

The proposed strategies are:
COMMUNITY MOBILIZATION:
· To promote a learning process aimed towards the actions at the community level, with a gender focus.
· To develop practical, sustainable community solutions for the restriction of costs. 
· Negotiating capacity of the communities with institutions that provide services.
· Facilitate partnerships (public and private)

· Promote inter institutional relations at the municipal, departmental and national levels, focused on Maternal Health.
· Promote at the municipal level the formation of Maternal Health commissions.

· To develop a training plan for volunteer staff.

· To implement information, education and communication actions related to Maternal Health and focused on women and households, with emphasis on healthy practices.
CLINICAL COMPONENT:
· To institutionalize the process of improving performance for the Essential Maternal Neonatal Care -AMNE-.

Institutionalization of performance improvement
· To promote healthy maternity using the theory of beliefs, practices and learning with a gender focus.
· Healthy maternity with a gender focus
· Training

· IEC

CROSS CUTTING ISSUES:   Gender focus,   Monitoring and Evaluation

· To incorporate a gender focus so that men and women can have their different health care needs met.

· To develop the gender perspective in order to obtain the autonomy of women by means of the exercise of their reproductive rights.
· To implement a system for monitoring and evaluation that is gender sensitive.
· Other relevant activities:

1. Visit to health services in Peru (Project FEMME-Obstetric Emergencies of Ayacucho, area of Vilcashuaman and Project BABIES) in order to gain knowledge of the process of preparation, validation and implementation of norms and care protocols for essential obstetric care and emergency obstetric care at the hospital level in the Department of Ayacucho  and the community maternity program in Vilcashuaman where the strategies used permitted the reduction of the maternal mortality rate to zero.   The most relevant aspects of the visit were:

· Health services were adapted to the cultural practices by the service providers 

· Respect for cultural and ethnic diversity allowed for greater coverage and confidence in the services 

· The labour rooms were modified to be appropriate to the cultural context of the users 

· Vertical position for child birth, incorporation of an apparatus to support the women according to their traditions

· Involvement of women and men in the definition of the model of care that was desired

· Incorporation and acceptance of the traditional birth attendants as staff in the health care system.

· Positive attitude on the part of the institutional staff towards changes in paradigms and customs in order to develop community proposals.

The relevant aspects of the visit to Peru have been shared with the central level of the Ministry of Health, health districts, representatives of Development Councils, and community leaders.  In conjunction with the Health Area, the project has determined which elements of the model can be replicated in the area of Baja Verapaz making some changes based on the social, cultural, economic and political context.  

2. Active participation in the gender consensus forum allowing the project to become acquainted with the experiences of incorporation of the gender focus in the Projects, general guidelines, achievements and obstacles in the different projects with funding from the EU, in order to share and learn from the experiences of the members of the forum, and in this manner to enrich the technical aspects that are applicable in the Project, especially for the work with women. 

3. CARE, through the Maternal Health Project, participated in the first meeting with representatives of the civil society  and the Project of Mesodiálogo,  of the European Union as an important entity for advocacy according to the local needs that will be considered so that the EU can support the interventions by means of the funds assigned to the government.  Women and men from several of the municipalities that CARE supports participated.  Representatives were elected by municipality in order to carry out the follow up.  In addition to this meeting, opportunities for dialogue have opened up with the different participants which has allowed us to share about the Project and the willingness of its team to establish working alliances.

4. Participation in Urban and rural development councils in which the added value of the Project is the technical support for the Department of Baja Verapaz and political advocacy to guarantee citizen participation and especially women’s participation in these decision making spaces in order to include Maternal Health within the departmental agenda. 

5. Positioning of the Project and CARE at the departmental level as an organization that is joining the efforts to strengthen the interventions to improve the health of the maternal group as a strategic action in the fight against poverty.

6. An agreement was signed with the University of Liverpool  and Harvard to design an instrument that allows us to monitor the equity of service delivery in order to incorporate this into the technical norms for its institutionalization.

7. CARE is part of the training group at the national level of the AMNE that is related with all the strategies contemplated in the Project, as it a place for proposals of the methodologies and contents in order to institutionalize them 

8. Definition of indicators for gender and family planning in the matrix for project monitoring and evaluation

9. Opportunities have been made available to analyze the involvement at the central level in the planning process based on the results of performance improvement.

10. To be part of the national council on health, headed by the Ministry of Health.

11. The proposal for social communication whose general objective is to disseminate messages aimed at promoting Maternal Health for the population by means of Radio Zamaneb.  Radio spots were designed with key messages that are transmitted early every Thursday.  The program has coverage in 80 % of the Project area. 

V. Obstacles or Problems

· The gender focus is a cross cutting issue that was not specifically incorporated into the Project. Technical assistance has been provided by the staff responsible for Gender and the Projects delegate from the EU Delegation in Guatemala in order to ensure its incorporation.  This delayed the base line survey activity.  Nevertheless, it made it possible to strengthen the Project interventions because key actions aimed at strengthening the focus were defined. Currently the Project is represented in the national gender forum promoted by the EU, with the participation of various sectors of the civil society.       

· The Health Posts lack consolidated data about services provided making it difficult to collect information.  The situation was analyzed and discussed with the staff recognizing the importance and need for strengthening the information system, aimed not only at collecting information but also at using it to make decisions. 

· The incorporation of the gender focus has brought about the involvement of key actors at the different levels. Analyses and reviews of the results of the Institutional and Community BL were carried out as well as of the Monitoring and Evaluation matrix where gender indicators were incorporated in order to be able to measure the progress and scope of the Project from a gender perspective with regard to Maternal Health.  Concrete proposals have been made for this incorporation. 

VI.  Lessons Learned

· It is vital that the base lines are given priority and are carried out in the first semester of project activities in order to avoid delays in the processes at the community or institutional levels.

· To support the processes of institutionalization of adequate mechanisms for maternal care with a gender focus, it is important to take into account the experiences and proposals on the topic   that the governmental and non governmental organizations,  as well as the women and men of the communities present or practice at the Local, Departmental, Regional and National levels.

· The management capacity of the MOH decision making staff at the local level should be strengthened so that they are capable of adequately resolving the problems related to maternal morbi-mortality.

· The involvement of the staff at the central and Health Area level of the MOH in the Project, has been key so that its interventions are recognized as the accompaniment to the Project and the assistance that is provided will contribute so that women, before, during and after pregnancy, will enjoy the exercise of their right to integrated health care.

VII. Activities planned for the Future

· Socialization of the results of the Community and institutional base line at different levels, with an emphasis on the community and national levels.

· Preparation of strategic plans for health services and communities.

· Promote and strengthen the formation of the Network of Women and Organizations for Women in Baja Verapaz, as an opening for generation of discussion, analysis and proposals for projects and solutions to the problems that exist in the Department. 

· Promote opportunities for discussion and analysis of the Maternal Health situation by means of forums and discussion groups at the national level.

· Preparation of joint plans with the Bureau of the Health Area of Baja Verapaz and at MOH operational levels 

· Preparation of integrated plans for the institutional and community interventions with the various organizations that are present and working at the local level.

· Continue with the presence and political advocacy of the Project in the Urban and rural development councils of Baja Verapaz in order to contribute to guaranteeing the inclusion of Gender in the departmental development projects and in the analysis of the local situation, promoting opportunities for women to fully exercise their citizenship.

· Strengthen the existing community committees promoting the incorporation of measures for the effective involvement of women  in the system of local,  municipal and departmental Development Councils to increase their decision making capacity and their advocacy in the negotiation of sustainable integrated health projects.

· Development of workshops or events with innovative proposal methodologies, national and / or international experiences in order to share and transfer the information (presenting the results of the BL).  For example:  WARMI methodology which should be analyzed with a gender lens or the use of Participatory Community Diagnostic methodologies with a gender focus.

· Finalize the Plan for Monitoring and Evaluation of the Project with key staff from the Ministry of Health at the central, departmental and municipal levels.

· Promote processes for improvement of the performance of the MOH staff having previously identified the gaps between knowledge, power and willingness in the Maternal Health and essential obstetric care interventions.

· Preparation of the Plan for Tutorial Training in conjunction with the staff of the Ministry of Health at the Central and Health Area Level and JHPIEGO.

· Give continuity to the processes begun in the communities: Groups of pregnant mothers discussing and making proposals to improve Maternal Health care and provision of measures when faced with complications at any moment of the pregnancy, child birth and post partum period: community maternity services, radio communication networks, women’s organization networks, alternative incentives and others.

· Review and analysis of models identified in the community base line, by means of forums and encounters between female and male community leaders to adjust the proposals and determine the plan and mechanisms for implementation.

· Negotiation with international organisms for funding to equip the hospital and health centres.

· Presentation to the National Health Council of a draft of the legal decree for recognition and incorporation of traditional birth attendants into the official health system.

· Give follow up to the proposal presented to a private donor to fund the initiative of the legal decree to recognize the traditional birth attendant.

VIII. Sustainability of the Project

The technical team of the Project has been credibly involved in the processes for the formation of Regional, Departmental, Municipal  and Community Urban and rural development councils which will allow the participation and processes for social, cultural and economic development of the indigenous and ladina or mestizo population participating directly and actively in the processes for analysis, prioritization and execution of the health problems of their communities. 

Two way communication has been established with different authorities from governmental and non governmental institutions with whom we have coordinated and made plans to carry out specific actions within the framework of the Project and the Urban and  Rural development councils (CODEDUR) to interchange experiences, learn from them, coordinate similar activities, optimize resources, avoid duplication of efforts and resources, facilitate learning processes, share activities, legitimize our participation at the community level,  generating conditions leading to community sustainability and empowerment, especially in relation to women’s health.

The process of forming the COCODES was supported by means of participation in the meetings of the Municipal Technical Unit where strategies were defined for the dissemination of the laws and regulations for the formation of these councils.  We participated in community meetings supporting the organization of these councils in coordination with the MOH (Rural Health Technicians).  CARE’s role in these processes has been one of planning advisor and facilitator.

Strategic coordination was begun at this level in order to initiate the coordination links with the staff of the different sectors, municipalities, MOH and the communities, having seen and lived the process of the formation of the COCODES in some communities.  The experience of CARE staff in the community strengthening processes gave added value in the sensitization of community leaders and organizations, allowing them to open spaces for future interventions related to decreasing maternal mortality at the local government level as well as in the communities themselves.

The project has supported and participated in the process of planning for the poverty reduction strategy at the local level, in the municipalities of Salamá, San Jerónimo, Purulhá, San Miguel Chicaj and Rabinal. This aspect is extremely strategic to link Maternal Health as an important indicator of social development which contributes directly with poverty reduction.

Political advocacy was carried out by means of active participation in different activities such as workshops and inter institutional meetings of different organizations and with the MOH, aimed at promoting the eradication of poverty in the Department.

A fundamental aspect was to establish a linkage of the project’s purposes with the national agenda for health.  The importance of strengthening, adequation and incorporation of the technical norms has been recognized to ensure the institutionalization of the processes and thus, sustainability.

The strategy of empowering communities, men and women about the problem of maternal mortality and seeking alternatives to solve it is expected to facilitate sustainability at the community level.

The participation of the Project in actions such as the Gender Forum and the Mesodiálogo, promoted by the European Union, facilitates the development of a campaign for diffusion of its activities and the results that have been achieved.  When dealing with intersectorial and inter institutional work, the foundations for future sustainability have been laid due to the coordinated actions of advocacy being carried out in several areas. 

Annex 1: The Four Delay Models:

The 4 Delays Model:

If a woman is pregnant the culmination of all the factors previously mentioned reinforces society’s low value of women and can result in:

( 
Delay #1: Delays in problem recognition; 
( 
Delay #2: Delays in deciding to seek care; 

(
Delay #3: Delays in reaching the health facility;

(
Delay #4: Delays in receiving treatment at a health facility (Source MotherCare, 1997)

All the delays in problem recognition can occur during pregnancy, intra-partum or the post-partum period and they affect new-born mortality as much as maternal mortality.  These delays vary by context and may not be sequential. For example, a woman may know the danger signs and how to get to the facility but she can not make the decision to access services. 

These “delays” provide a useful framework for communities and health service providers to assess the maternal health situation and to guide selection of interventions that will address the root causes of maternal and neonatal mortality in that context. 

ANNEX 2:    ANECDOTES

1. Doña Dominga: “My delivery in the hospital, a nightmare I will never forget”
Doña Dominga is 42 years old and lives in Chilascó. She has had nine children and says of them,  "Eight births were attended by a traditional birth attendant in my home, for the last child birth the traditional birth attendant and the nurse at the health post recommended that I give birth in the hospital of Salamá".  They recommended that she have the baby in  the hospital when a month previously before they had put her in a cast from her foot up to her hip.  Doña Dominga commented:  “How am I going to go to Salamá? Pregnant and with a cast; my husband is working on the cost so I guess I will have to go in the bus”.  It’s a 32 kilometre trip to Salamá, and 12 of those are on dirt roads.

It was a relief for Doña Dominga when she got to the hospital as she had begun having labour pains three hours before when she left her home.  The sad thing for her was that when they examined her in the hospital they told her it wasn’t time yet and they made her walk around without taking into account the difficulties she had because of the cast.  Several times doña Dominga asked the nurses for help saying, “The pains are strong now, my child is going to be born, let a doctor come and take care of me.  I know because I have already had several children.  Please, help me.”  The only thing they did was to lie her down on a gurney.  They never examined her and about five minutes after lying down she again asked for help.  No one listened to her and her daughter was born without any attention from the doctors or nurses.  She remembers that she made the effort to sit up on the gurney and help her daughter. She cleaned her with the sheet and called again for the nurse.  When the nurse came she scolded her for not advising them in time that the baby was coming. Doña Dominga says that she chose not to even answer the nurse because instead of helping her she continued to scold her. 

When she remembers this doña Dominga thinks it was a nightmare, something she will never forget and she ends by saying, “The staff that work in the hospital should learn that we are people too – they humiliate us, they don’t like to take care of us and it seems they feel like they are doing us a favour.” 

2. Doña María:  “I won’t go back to the hospital”
Doña María is from the community of Chilascó, which belongs to the municipality of Salamá.  Doña María shared the experience of her cousin who is 18 years old and has had three children.  For the last pregnancy she went to the hospital in Salamá, because the pains started when she was in the market of Salamá. When she got to the hospital the pains were strong and coming one after another.  She had to wait an hour for someone to come and examine her. The nurse said that it still wasn’t time for the baby to be born.  They admitted her into the hospital and left her alone because they wouldn’t let he husband come in with her.  The pains were stronger and she was worried so she called for help but no one came.  There in the room she felt the need to defecate so she went to the bathroom and there her baby was born.  She shouted for help and when the nurse arrived and found her in the bathroom, instead of taking care of her she scolded her for having gotten the bathroom dirty and she told her she should clean up the toilet.  Doña María says:  “Because of what happened to my cousin, even if I have to die at home, I won’t go to the hospital!” 
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