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[bookmark: _Toc488330812]Research Question/Abstract
Background: Worldwide in 2015, there were 303,000 maternal deaths and 5,900,000 child deaths. Many of these deaths are readily preventable. Since 1983, Curamericas Global, a United States-based non-governmental organization, has worked in remote communities around the world with the aim of ending preventable deaths in women and children. Historically, Curamericas implemented projects with the United States Agency for International Development (USAID) Child Survival and Health Grants Program (CSHGP) using the Census-Based, Impact-Methodology (CBIO) and Care Groups. This paper associates lives were saved using a combination of the CBIO and Care Group methodologies. Care Groups ensure complete coverage, leverage resources and integrate peer-to-peer support and motivation. Independently and combined, CBIO and Care Groups are cost-effective and sustainable.  The question arises how many maternal and children lives were saved by these projects, and at what cost?
Methods: Using the final evaluations from six USAID CSHGP projects in three countries: Bolivia, Guatemala and Liberia, this paper will use changes in mortality ratios and external evaluations to estimate lives saved. Final evaluations of the projects also have costs of projects. While originally intended to project future lives saved during the scaling up of interventions, the LiST has been used to also retrospectively estimate the mortality impact of programs based on changes in demographic data and the coverage achieved of effective child survival interventions.  Data available include changes in coverage for a variety of interventions related to maternal and child health collected at baseline, mid-term and end line of each program as well as final evaluations conducted by external program evaluators.  A basic cost analysis will be done for total cost (from USAID and matching/cost share) per beneficiary and total cost per capita based on final evaluation and granting award documentation. 
Results: According to final evaluations, dramatic reductions in infant, child and maternal mortality rates were calculated. The final evaluations show that X out of Y goals were met. Further statistical analysis using the LiST approach will show true impact. Further tool development to take into account sustainability would also demonstrate additional impact.
Limitations:  Not all of the child survival project indicators match up exactly with LiST indicators, especially for projects implemented before LiST was established. There are potential confounders including culture, ministry of health involvement or lack thereof, and impacts of other interventions such as community-case management. 
Discussions and Conclusions: Reaching 403,137 people and 229,087 direct beneficiaries over 25 years (1987 – 2015, with three years without child survival projects)  with total costs of $8,582,126, Curamericas Global has saved oved 1,201 lives through critical prevention and treatment of maternal and child illnesses. 

The Child Survival program implemented by USAID no longer supports these types of programs. If scaled up to reach more beneficiaries, even country wide, Curamericas Global and other NGOs could quickly and effectively contribute to the elimination of maternal and child mortality, accelerating the lofty goal. 

KEYWORDS:  Child survival; Maternal Mortality; Census-Based, Impact Oriented; Lives Saved; Lives Saved tool;
[bookmark: _Toc488330813]Background
The greatest achievement of mankind will be the end of preventable deaths in women and children from the most natural cause, childbirth. This historic and momentous achievement will be met in 2035 (Taylor, 2014). While data before the 1930s is mixed, maternal mortality rates in the 19th century were as high as 500 per 100,000 women of reproductive age in Britain (Chamberlain, 2006). Primary causes of maternal mortality were postpartum infection, hemorrhage, convulsions (hypertension induced pre-eclampsia and eclampsia) and illegal abortion (Chamberlain, 2006). Unfortunately, these causes remain primary drivers for maternal mortality, albeit 99% of maternal deaths are in low resource areas of the world (Say et al., 2014)
In 1980 there were an estimated 526,300 maternal deaths (Hogan et al., 2010). Worldwide in 2015, there were an estimated 303,000 maternal deaths (WHO, 2016) and 5,900,000 child deaths, defined as children under the age of 5 years (U5) (WHO, 2016). Many of these deaths are readily preventable. 
Since 1983, Curamericas Global, a US-based non-governmental organization, has worked in remote communities around the world with the aim to end preventable deaths in women and children. Historically implementing projects with the United States Agency for International Development (USAID) Child Survival and Health Grants Program (CSHGP) using the Census-Based, Impact-Methodology and Care Groups, the question arose of how many lives were saved? To increase impact of these efforts further investment of funds in Curamericas Global methodologies is needed. To increase investment, a quantifiable and data-driven understanding of the results of Curamericas Global programs are necessary (Strategic Plan, 2016). Currently data comes from project specific external evaluations. These evaluations are mandated by USAID as part of the agreement between grantor and grantee. Guidelines were given to grantees through each cooperative agreement award as well as by 22 CFR 226.51(d) (USAID, 2006).  Final evaluations depend on data collected from a baseline and end line Knowledge, Practice, and Coverage Survey (KPC) Survey. Originally developed by Johns Hopkins University in 1991, the KPC survey has been used by Child Survival projects to work in conjunction with other surveys and measurement instruments (USAID, n.d.). A KPC survey collects quantitative data using a stratified cluster sampling to identify 300 mothers of children 0 – 23 months. Once selected, mothers go through a verbal interview with a trained interviewer. Interview questions relate to the indicators being measured related to Child Survival. Data from the interview is reviewed, cleaned and analyzed, often using EpiInfo, to determine changes in coverage of interventions (No Author, 2013; Monitoring and Evaluation Working Group, 2004). Key indicators have been defined by USAID as “rapid catch indicators” and include: Exclusive Breastfeeding for children 0-5 months; Vitamin A Supplementation of children 6 – 23 months; Infant and young child feeding practices that compliment; children 0 -23 months with diarrhea who receive oral rehydration solutions; mothers of children 0 – 23 months who had four (now six) or more antenatal visits with a skilled provider when they were pregnant with their youngest child; mothers of children 0-23 months who received at least 2 tetanus toxoid vaccinations before the birth of their youngest child; and others. These indicators were updated various times, including in the years 2000, 2006, 2007 and 2008 (USAID, 2012) (see Appendix C for the full list of Rapid Catch indicators as well as a sample of how indicators have changed since 1985). 
True randomized controlled trials of public health interventions can be expensive and unwieldly in resource poor, rural, post-conflict settings. Instead evaluators and program designers rely on quasi-experimental study designs since they are non-randomized and therefore require less control. While the World Health Organization (WHO) census data demonstrates reductions in maternal and U5 mortality, further understanding of lives saved, the LiST tool validates, corroborates and strengthens results, including providing information on intervention impacts (Johns Hopkins Bloomberg School of Public Health, 2016).
[bookmark: _Toc488330814]Methods
The LiST methodology was created as part of the Lancet Child Survival Series in 2003, and is part of the LiST is a part of Spectrum software package maintained by Avenir Health (formerly Futures Institute) (Walker, 2013). The methodological rationale for LiST is based on well-known work published in the Lancet by Walker, Darmstadt, and Jones among others (Walker, 2013., Darmstadt, 2005., Jones, 2003). These series of articles correlated changes in intervention coverage for specific interventions and projects around the world with actual documented impact on mortality. This enabled the authors to arrive at formulas that could predict the mortality impact of varying levels of coverage of such interventions (e.g., childhood immunization, care-seeking for pneumonia, WASH [Water, Sanitation and Hygiene] indicators, among others). 
Using the Lives Saved Tool (LiST) and final evaluations from six USAID CSHGP projects in three countries: Bolivia, Guatemala and Liberia, this paper will use changes in coverage for key child survival indicators to estimate lives saved. Final evaluations of the projects include mortality changes and costs of projects in United States Dollars (USD). While originally intended to project future lives saved during the scaling up of interventions, the LiST has been used to also retrospectively estimate the mortality impact of programs based on changes in demographic data and the coverage achieved by effective child survival interventions.  Data available include changes in coverage for a variety of interventions related to maternal and child health collected at baseline, mid-term and end line of each program as well as final evaluations conducted by external program evaluators.
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	Child Survival
No.
	Name of Project
	Start Date

End Date
	Lives Saved
CRUDE
	Beneficiaries

Total 
Population

	USAID Costs

$/Per Beneficiary/year

$/Capita/year
	Description

	27
	CBIO Child Survival in Huehuetenango, Guatemala
	01Oct.2011

30Sep.2015


	Maternal – 31

U5MR – No Data
	

47,657 beneficiaries

98,341 total population
	$1,748,772

$9.17/Per Beneficiary/year

$4.45/Capita/year
	The project builds upon the success of CS 18 in Guatemala and was implemented in three municipalities located in Huehuetenango, Guatemala, an isolated mountain region with a population that is overwhelmingly rural, poor, and Mayan. The maternal and under-five mortality in this area are among the highest in the Western hemisphere. Stunting affects 65% of under-5 children. Conditions are unsanitary and water is often contaminated. Childhood pneumonia is also frequent, exacerbated by under-nutrition. The great majority of births take place in the home attended by traditional birth attendants. 
The Child Survival Project (CSP) aimed to respond to this health challenge by integrating the CSP with existing Ministry of Health (MSPAS) services to create a coherent local rural health care system that addresses community and epidemiological priorities, integrating the CBIO + Care Group methodology, Casas Maternas (community-based and owned birthing centers staffed with Mayan health professionals providing culturally adapted services in the local language) and the Ministry’s Extension of Coverage Program (PEC). The Care Group training cascade, through the peer education provided to reproductive age women by Care Group Volunteers, fomented key health behaviors such as care-seeking for children with symptoms of pneumonia and correct hand-washing by child caretakers, and also generated demand for health services such as antenatal care, health facility deliveries, and childhood immunizations. The Casas Maternas and the PEC program provided local fulfillment of this newly-generated demand. CBIO, through its census-based system, utilized Community Registers to closely monitor beneficiary needs and services at the household level, ensuring the efficient and equitable provision of these services to those most in need, and through its community-based surveillance of vital events at the household level, was able to document actual impacts on morbidity and mortality. CBIO provided far more than a census-based M&E system – it mobilized communities and their leadership to become conscious of their health challenges and fully engaged in improving their own health. This meant the patient generation of trust among the communities in this very low-trust post-conflict context still scarred by the atrocities suffered during the long civil war.

	24
	CBIO Methodology for Community-based primary health care in Nimba County, Liberia
	01Oct.2008

30Sep.2013

	
Maternal – No Data

U5MR – 968
	
137,005 Total

59,727 Direct
	$1,249,610

Including Costshare: Total cost of $5.22/beneficiary/year and $2.62/capita/year

	The purpose of the Nehnwaa Child Survival Project (NCSP) was to reduce infant, child and maternal mortality and morbidity by increasing coverage of evidence-based
interventions in Maternal/Newborn care (MNC), Immunizations (EPI), Integrated Management of Childhood Illnesses (IMCI) (includes diarrhea, pneumonia, malaria and child feeding), HIV, and Water and Sanitation (WatSan). Measures to sustain improved behaviors and maintain coverage were primarily taken through
developing social capital and human resources by training and providing supervision to gCHVs, TTMs, adapting the Care Group Model and using a cascade structure of Care Group Volunteers (CGVs). Ganta United Methodist Hospital was the major implementer of project interventions supported with capacity building, technical assistance, commodities and financial support from Curamericas Global and the Ministry of Health Nimba County Health Team (NCHT). Additional complimentary activities in Family Planning (FP), Community Case Management (CCM), and WatSan infrastructure were supported through other donor programs.

	18
	CBIO Child Survival Project in Guatemala
	01Oct.2002

30Sep.2007

	Maternal – 24

U5MR – 54
	

26,553 Beneficiaries

66,381 Total Population

	$1,300,000

$9.79/Beneficiary/year


$3.92/capita/year
	CS 18 in Guatemala served three very isolated districts or municipalities in the Department of Huehuetenango in northwest Guatemala. Curamericas chose the most isolated communities with the highest mortality rates. The terrain is very rugged, there are still communities that cannot be reached by vehicle. The rainy season and consequent mudslides make most roads impassable. 
In addition to infrastructure challenges, each district has different cultural backgrounds and uses different languages. Akateko is spoken in San Miguel Acatan and San Rafael La Independencia, and Chuj is spoken in San Sebastian Coatan

	18
	Providing Child Survival Services to Rural and Peri-Urban Populations in Bolivia
	01Oct.2002

30Sep.2007

	Maternal – no data

U5MR – No Data
	



24,962 Beneficiaries

62,410 Total Population

	$1,300,000



$10.42/Beneficiary/year


$4.17/capita/year
	As program services expanded to new areas on the altiplano, this CS project provided services to peri-urban populations in El Alto and Montero. These two communities are separated by hundreds of miles and have diverse environments. Montero is in the eastern lowlands and has a tropical climate. Many of the residents are recent immigrants, who are primarily Quechua. The catchment area is semi-urban. El Alto is on the Bolivian altiplano at 14,000 feet above sea level. The population is primarily Aymara. The climate is cold and the air is dry. There is very little vegetation. It is also semi-urban. Using CBIO, training of healthcare workers, routine household visitation, and continued emphasis on data, CS 18 in Bolivia sought to ensure basic healthcare for women and children was available for all households. 

	13
	CSXIII in Bolivia
	01Oct.1997

30Sep.2001

	Maternal – no data

U5MR – No Data
	

28,451 Beneficiaries
	$1,574,441

$13.83/Beneficiary/year
	Implemented in the Altiplano region of Bolivia. The overall goal of the CS Project was to improve child survival and reproductive health practices, targeting men, women, adolescents (15-18 years old) and children (0 to 5 years of age). The project covered four geographic areas near Lake Titicaca: Ancoraimes, Carabuco, Ambana, and Puerto Acosta.

	9
	CSIX in Bolivia
	01Oct.1992

30Sep.1996

	Maternal – no data

U5MR – 62 lives saved
	


26,914 Beneficiaries

	
$1,189,642

$11.05/beneficiary/year
	This CS IX project was implemented by ARHC and was implemented through cooperation among the following participants: the US PVO Andean Rural Health Care (ARHC); ARHC’s partner organization in Bolivia, El Consejo de Salud Rural Andino (CSRA); the Bolivian NGO, Asociación de Programas de Salud del Área Rural (APSAR); USAID; the Bolivian Ministry of Health; and the PVO Child Survival Support Program (PVO CSSP). 
Two of the project sites, Ancoraimes and Carabuco, are located in the Altiplano region of western Bolivia near Lake Titicaca.  The other two sites, Mallco Rancho and Sipe Sipe, are within thirty minutes of the centrally located city of Cochabamba.  The project served these four areas in two regions of Bolivia with a combined estimated population of 31,163 beneficiaries.  The original three-year project was extended for a fourth year based on a successful extension request. A comprehensive evaluation of four Bolivian health projects participating in the CS IX project was conducted at the end of the project period

	6
	CSVI in Bolivia
	01Oct.1990

30Sep.1993

	Maternal – No Data

U5MR – 43 in Carabuco; 19  in Mallco Rancho
No data available for Sipe Sipe or Ancoraimes 
	
14,823 Beneficiaries

39,000 Total Population

	$700,00

$15.74/beneficiary/year


$5.98/capita/year
	Child survival and primary health care activities were implemented in four project areas of Bolivia: Carabuco, Ancoraimes, Mallco Rancho, and Sipe Sipe. Serving approximately 39,000 people, total costs were 1,346,187 USD, including 700,000 USD from USAID and 646,187 USD from the communities and ministry of Health (Perry, 1990). In Carabuco, infant mortality declined from 110 to 64 deaths per 1,000 births, a 42% decline.
In Mallco Rancho, 12 – 23 mortality declined by 79% from 33 to 7 deaths per 1,000 births.

	3
	CSIII in Bolivia
	28Aug.1987

31Dec.1990
	No Data
	$219,661
	No Data
	With a goal to reduce infant and child mortality in the Carabuco Area. 
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Child Survival 3 Bolivia
Very little information could be found on this project. More time may allow for the original proposals and evaluations to surface and be analyzed. The size of the project, based on publicly available government funding obligation documents indicate a three year, $219,661. project. This relatively small project would indicate minimal lives saved or changes in mortality as well as a relatively small number of beneficiaries.
Child Survival 6 Bolivia
This second child survival project continued to build upon and scale up the Curamericas Global intervention on the altiplano of Bolivia. Mortality data over multiple years was only available for two project sites, Mallco Rancho and Carabuco. Community-based health activities in Carabuco had begun in 1983 while formal Child Survival activities began in 1987 with CS III and then scaled up in 1990 with this project. Mallco Rancho activities begun in 1991 and in the other two areas, activities were rolled out in 1992. Therefore, quality mortality data from the CBIO approach was only available for Carabuco, table 3, and Mallco Rancho, table 4. The success of Carabuco health indicators and reduction in mortality may be a combination of the CBIO methodology as well as the length of time the communities had been exposed to health messaging, over seven years compared to other newer catchment areas. The success of the project was, in addition to increases in coverage of key indicators, the ability of the project to collect census-based mortality data rather than survey-based estimates. Key coverage changes and accomplishments from this project were outlined in the final evaluation as the following:
In Carabuco, the infant mortality rate fell by 42% from 110 to 64 deaths per 1,000 live births. Immunization coverage rates remained at 85% in Carabuco during the period of grant support. Improved coverage of nutritional monitoring and of treatment of acute respiratory infection (ARI) were also observed in Carabuco. In Mallco Rancho, there was a 79% decline in the 12-23 month mortality rate (from 33 to 7 deaths per 1,000 population) along with a 75% decline in the 24-59 month mortality rates (from 8 to 2) during this period of grant support. There was a 50% decline in the neonatal mortality rate (from 36 to 18), but the post-neonatal mortality rate increased 29% (from 42 to 54). Vaccination coverage rates in Mallco Rancho improved three-fold (from 23% to 75%). The percentage of mothers in Mallco Rancho seeking treatment for their children with significant ARI doubled from 24% to 46%. (Perry, 1994)

No maternal mortality data was referenced. The only maternal activities mentioned include tetanus toxoid immunization to improve neonatal outcomes. There was also discussion on the importance of maternal health in future programs, including educating families on safe and clean delivery practices. In a population of 39,000 over three years of work, the crude analysis based on mortality rates and child populations indicate 62 U5 lives saved. Further analysis of indicator changes, especially in the other two communities of Ancoraimes and Sipe Sipe, using LiST would provide a more accurate understanding of the impact of the project on the lives saved.

[bookmark: _Toc488321351]Table 2 - CS 6: Beneficiary population
	Target Group
	Carabuco
	Mallco Rancho
	Ancoraimes
	Sipe Sipe
	Total

	0·11 months
	218
	146
	360
	310
	1.034

	12·23 months
	236
	212
	390
	452
	1,290

	24-59 months
	781
	602
	1,290
	1,283
	3,956

	WRA (15·49 years)
	1,758
	1,240
	2,900
	2,645
	8,543

	Total
	2,993
	2,200
	4,940
	4,690
	14,823


Source: Perry, 1994. Final Evaluation, Table 1

Table 3 - CS 6: Child Mortality Rates in Carabuco 1989-1993
	 
	1988
	1989
	1990
	1991
	1992
	1993

	NMR 0 - 30 days/1000 births
	0
	0
	36
	66
	46
	21

	PnMR 31 days to 11 months/1000 births
	0
	0
	31
	44
	42
	43

	IMR - 0-11 months
	74
	36
	67
	110
	88
	64

	12 - 23 Months/1,000 children of this age
	22
	8
	17
	0
	13
	0

	24-35 mo MR /1,000 children this age
	12
	10
	14
	4
	5
	10

	36-47 mo MR/1000 children this age
	9
	4
	0
	4
	9
	5

	48-59 mo MR/1,000 children this age
	0
	4
	4
	0
	0
	0


Source: Perry, 1994. Final Evaluation, Table 33

Table 4 - CS 6: Child Mortality Rates in Mallco Rancho 1991-1993
	
	1991
	1992
	1993

	NMR 0 - 30 days/1000 births
	0.036
	0.015
	0.018

	PnMR 31 days to 11 months/1000 births
	0.042
	0.031
	0.054

	IMR - 0-11 months
	0.078
	0.046
	0.072

	12 - 23 Months/1,000 children of this age
	0.033
	0.032
	0.007

	12-59 months
	0.008
	0.002
	0.002


Source: Perry, 1994. Final Evaluation, Table 63



Child Survival 9 Bolivia
This project follows up on 10 years of community-based primary health care in the altiplano of Bolivia while also expanding into the Cochabamba Valley, an agriculturally productive and less impoverished area. Curamericas Global still focused on rural communities with less access to healthcare. The final evaluation also produced a variety of reports on the impact of Curamericas’ work, including the report Dramatic Reductions of Childhood Mortality in Three Bolivian Child Survival Projects which was also presented in Washington DC at a conference on “High Impact PVO Child Survival Programs” June 21 – 24, 1998. Key findings include important and meaningful reductions in deaths among infants. Infant and neonatal mortality today is considered the most challenging mortality to reduce as historical interventions have focused on child mortality, excluding neonates and infants (Bang, 2004). According to Shanklin’s report:
Infant mortality dropped by 74% (over three years) in two of the program areas, but did not decrease in the third area. Among 1 to 5 year olds, mortality dropped by 83% in the three program areas. The overall under five mortality rate dropped from 164 to 63 deaths per 1000 live births, or 62%, in the program areas over roughly five years (Shanklin, 1999).

The Child Survival Project 9 was a cumulation of work that Curamericas Global had been working on since before its founding in 1983. The addition of impact evaluations were still limited to percentages of reduction in mortality rates and no estimates of lives saved was provided. Mortality reductions and comparison of reductions across years and across communities can be found in Table 5. 






[bookmark: _Toc488321352]Table 5 – CS 6 and 9: Infant and child mortality rates by project and year
Ancoraimes
	Data Category
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997

	# of communities
	
	
	5
	9
	13
	52
	52
	52

	Births
	
	
	61
	80
	117
	292
	208
	184

	Deaths, under 1 yr.
	
	
	7
	10
	18
	31
	23
	19

	Infant death rate
	
	
	115
	125
	154
	106
	111
	103

	Population, 1-5 yrs.
	
	
	198
	310
	530
	1367
	1516
	1249

	Deaths, 1-5 yrs.
	
	
	5
	5
	6
	11
	4
	1

	Child death rate, 1-5 yrs.
	
	
	101
	65
	45
	32
	11
	3

	Child death rate, 0-5 yrs.
	
	
	216
	190
	199
	138
	122
	106



Carabuco
	Data Category
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997

	# of communities
	31
	31
	31
	31
	31
	31
	31
	31

	Births
	194
	228
	215
	171
	196
	147
	137
	116

	Deaths, under 1 yr.
	13
	25
	19
	16
	12
	14
	16
	13

	Infant death rate
	67
	110
	88
	94
	61
	95
	117
	112

	Population, 1-5 yrs.
	1001
	1063
	922
	880
	846
	736
	681
	521

	Deaths, 1-5 yrs.
	9
	2
	6
	4
	8
	1
	7
	2

	Child death rate, 1-5 yrs.
	36
	7
	26
	18
	38
	5
	41
	15

	Child death rate, 0-5 yrs.
	103
	117
	114
	112
	99
	100
	158
	127



	Mallco Rancho
	

	Data Category
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997

	
# of communities
	
	
11
	
11
	
11
	
11
	
11
	
	

	Births
	
	164
	211
	160
	189
	171
	
	

	Deaths, under 1 yr.
	
	11
	12
	12
	7
	2
	
	

	Infant death rate
	
	67
	57
	75
	37
	12
	
	

	Population, 1-5 Yrs.
	
	700
	700
	704
	708
	708
	
	

	Deaths, 1-5 yrs.
	
	14
	8
	3
	1
	9
	
	

	Child death rate, 1-5 yrs.
	
	80
	46
	17
	6
	51
	
	

	Child death rate, 0-5 yrs.
	
	147
	103
	92
	43
	63
	
	



Montero
	Data Category
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997

	# of communities
	
	
	4
	6
	8
	8
	6
	6

	Births
	
	
	156
	248
	303
	391
	370
	311

	Deaths, under 1 yr.
	
	
	13
	18
	13
	8
	14
	11

	Infant death rate
	
	
	83
	73
	43
	20
	38
	35

	Population, 1-5 yrs.
	
	
	645
	1360
	1614
	1572
	1274
	1372

	Deaths, 1-5 yrs.
	
	
	13
	7
	8
	10
	12
	8

	Child death rate, 1-5 yrs.
	
	
	81
	21
	20
	25
	38
	23

	Child death rate, 0-5 yrs.
	
	
	164
	94
	63
	45
	76
	56



DHS
	Data Category
	
	1990
	1991
	1992
	1993
	1994
	1995
	1996
	1997

	Infant death rate
	
High Risk
	116
	
	
	
	97
	
	
	

	
	Average
	94
	
	
	
	75
	
	
	

	Child death rate, 1-5 yrs.
	High Risk
	58
	
	
	
	48
	
	
	

	
	Average
	49
	
	
	
	41
	
	
	

	Child death rate, 0-5 yrs.
	High Risk
	174
	
	
	
	145
	
	
	

	
	Average
	143
	
	
	
	116
	
	
	


Source: Shanklin, 1999

Child Survival 13 Bolivia 
One year after Child Survival 9, Curamericas Global was awarded Child Survival 13 to continue maternal and newborn and child interventions in communities of the altiplano. In addition to expanding services to other altiplano communities of Puerto Acosta and Ambana, Curamericas Global sought to develop the local health system through joint management of community-based primary health care with the ministry of health of Bolivia. As part of the goal towards sustainability, this project included “program strengthening” interventions in addition to typical community health services and preventative health education. Table 3 outlines the population served by Child Survival 13 while table 4 outlines the number of expected births from the planning documents of the project. Estimated number of births help to predict expected deaths based on mortality rates and can also help to show the number of deaths adverted (i.e. lives saved) by the project. 
[bookmark: _Toc488321353]Table 6 – CS 13: Program Site Population: Infants, children and Women of Reproductive Age
	· 
	Carabuco and Ambana1
	
Ancoraimes2
	Puerto Acosta3
	
Muñecas4
	Bautista Saavedra5
	
TOTAL

	Infants 0-11 months
	285
	340
	599
	314
	176
	1,714

	Children 12-23 months
	211
	351
	1,081
	476
	267
	2,386

	Children 24-59 months
	
854
	
1,226
	
1,236
	
1,372
	
769
	
5,457

	WRA
	2,674
	3,387
	5,316
	3,831
	2,149
	17,357

	Children to 6 yrs
	410
	439
	688
	N/A
	N/A
	1,537

	TOTAL
	4,434
	5,743
	8,920
	5,993
	3,361
	28,451


Source: Beracochea, 2001. Final Evaluation, Table 1

[bookmark: _Toc488321354]Table 7 – CS 13: Estimated Annual Live Births
	
	Carabuco and Ambana1
	
Ancoraimes2
	Puerto Acosta3
	Muñecas4
	Bautista Saavedra5
	
TOTAL

	Estimated Live Births (each year for project years 2,3,4)
	
855
	
873
	
2,064
	
942
	
528
	
5,232


Source: Beracochea, 2001. Final Evaluation, Table 1

Key accomplishments of CS 13 include complete vaccination coverage from 40% to 73% including herd immunization levels for two districts; ORT use increased from 45% to 58% including a reduction in deaths from 5 deaths in 1998 to 0 deaths in 2001. Pneumonia care seeking increased from 39% to 53%; including a reduction in deaths from 11 deaths in 1998 to 4 deaths in 2001. Exclusive breastfeeding increased from 61% to 74%.
Child Survival 18 Bolivia
In CS 18 in Bolivia, there were a total of 30 indicators. Of these, 20 were met or exceed, 5 that were lower at the program end and 5 that had little or no change. Population served include 16,581 women of reproductive age (WRA) and 8,381 children under the age of 5 (see Table 8).  Key accomplishments from this CS project include vaccination of children in Montero from 67.2 to 87.1%, exceeding the goal of 85% and vaccination of children in El Alto from 28.8% to 43.3%, though short of the 75% goal, see Table 9 for additional intervention successes. Applying CBIO in urban areas of El Alto and the lowlands of Montero was new and an innovation for Curamericas, and required adjustments due to migration and rapid population growth which impacted their ability to serve every household.
[bookmark: _Toc488321355]Table 8 – CS 18: Program Site Population by Target Groups (2002)
	Target Group
	Montero
	El Alto (District #8)
	Total

	Infants 0 – 11 months
	619
	890
	1,509

	Children 12 – 23 months
	723
	926
	1,649

	Children 24 – 59 months
	2,244
	2,979
	5,223

	Women of Reproductive age (15-49 years)
	6,989
	9,592
	16,581

	Total Direct Beneficiaries
	10,575
	14,387
	24,962

	Other Indirect Beneficiaries
	16,261
	21,187
	37,448

	Total Population
	26,836
	35,574
	62,410


Source: Crespo, 2007.  Final Evaluation, Table 1
Source: National Institute of Statistics 2002 for El Alto, Actual Census Data from Villa Chochabamba and Cruz Roja in 2001, and Actual Census from Clem in 2002, Montero.

[bookmark: _Toc488321356]Table 9 – CS 18 Bolivia: Changes in In Indicator Coverage: The indicators that met or surpassed the goal. 

	Indicator
	Goal %
	Baseline %
	Final %

	Children who receive vitamin A (Montero)
	85
	65.6
	96.6

	Births attended by trained personnel (Montero)
	90
	88.3
	96.2

	Mothers who wash hands (Montero)
	30
	3.5
	93.9

	Mothers of children < 2 who received prenatal orientation
	NA
	62.1
	93.6

	Pregnant women with at least one prenatal visit
	90
	79.2
	91.7

	Children with diarrhea who received ORS and/or other liquids
	65
	42.7
	89.8

	Children with vaccination card
	NA
	67.5
	89.3

	Children fully vaccinated (Montero)
	85
	67.2
	87.1

	Children with rapid breathing who received treatment from trained personnel
	49
	37.6
	86.9

	Infants 6-9 months receiving breast milk and complementary foods
	80%
	47.1
	86.1

	Children with diarrhea who received the same or more liquids
	NA
	60.8
	78.2

	Pregnant women with four prenatal visits
	NA
	NA
	76.9

	Mothers who know at least 2 danger signs childhood illness
	40.5
	29.1
	76.2

	Children with diarrhea who received the same or more solid food
	60
	45.4
	72.0

	Women who practice child spacing
	75
	32.9
	70.0

	Mothers recognize 2 danger signs in newborns
	37.5
	7.2
	68.4

	Mothers recognize 2 danger signs post partum
	37.5
	4.2
	57.9

	Mothers recognize 2 ways of transmitting HIV/AIDS
	45
	28.8
	57.0

	Mothers ages 20 – 24 with 5 doses of TT
	18.5
	NA
	24.2

	Under-weight children (Montero)
	5
	7.7
	4.7


Source: Crespo, 2007. Final Evaluation, Table 1

Child Survival 18 Guatemala
After nearly 20 years of working in Bolivia, Curamericas Global began to apply its lessons learned and evidence-based methodology to a new country. Applying CBIO principles to serve the highlands of Guatemala, Curamericas Global saw positive results including a 55% reduction in U5 mortality from 56.8 to 25.7 and an astounding 83% reduction in maternal mortality from 531.1/100,000 live births to 90.3, in just five years. Again, no analysis of vital events was found to show the precise number of lives saved. Though if extrapolated from the number of births in Guatemala at that time, the lives saved would be 24 maternal lives. The calculation would be:
1. First a calculation of the MMR in intermediate years between baseline and end line.
a. MMR in year 1 is 521.1
b. MMR in year 5 is 90.3
c. 521.1-90.3 = 430.8, or a change in MMR of 430.8
d. 430.8/4 estimates the yearly decline, 107.7
e. Year 2 MMR = 521.1 – 107.7, Year 3 = Y2 MMR – 107.7, and so on.
2. MMR*live births to calculate deaths each year. 
3. Deaths from year 2 with the updated MMR can be subtracted from deaths from year 1 (baseline) to calculate the new actual expected deaths. Deaths from year 3 can be subtracted from deaths from year 1 again, assuming MMR from year 1 remains constant.
This analysis is overly simplified as it does not account for staggered or stepped reductions and instead assumes a linear reduction that is highly improbably and would benefit from additional statistical analysis, an understanding of the significance of the values and how to account for key missing values (project years 2, 3, and 4), (Remy, 2005).
Crude birth rate Guatemala in 2000 was 35, in 2006 it was 31. (World Bank, 2017). With a crude birth rate of 35 per 1,000 people and in a population of 62,000, the expected births would be 2185. Though unfortunately these calculations are based on crude estimates. The true value and impact of the project could be much better estimated using the sophisticated LiST software.
[bookmark: _Toc488321357]Table 10 - CS 18 Guatemala: Estimate of lives saved based on changes in MMR
	Year
	Expected births
	MMR
	Expected Deaths
	Maternal Lives saved

	2003
	2185
	434.94
	11.4
	0.0

	2004
	2815
	348.78
	9.0
	2.4

	2005
	2185
	262.62
	6.7
	4.7

	2006
	2185
	176.46
	4.3
	7.1

	2007
	2185
	90.3
	2.0
	9.4

	Total
	10,925 
	
	33.4
	23.5



[bookmark: Table_1._Curamericas_Child_Survival_Proj][bookmark: bookmark0]
[bookmark: _Toc488321358]Table 11 – CS 18 Guatemala: Project Population in Northwest Guatemala (Department of Huehuetenango)
	
[bookmark: Population_group]Population group
	Municipalities Served by the Project
	Total

	
	San Miguel Acatan
	San Rafael La Independ
	San Sebastian Coatan
	

	
	MTE
	FE
	MTE
	FE
	MTE
	FE
	MTE
	FE

	U5 Children
	5,214
	4,591
	2,886
	2,613
	4,181
	3,930
	12,281
	11,134

	WRA
	6,060
	4,129
	3,354
	2,625
	4,858
	4,450
	14,272
	11,204

	Total beneficiaries
	11,274
	8,720
	6,240
	5,238
	9,039
	8,380
	26,553
	22,338

	Total population
	28,184
	24,865
	15,599
	15,050
	22,598
	22,513
	66,381
	62,428


Source: Beracochea, 2007. Final Evaluation, Table 1

[bookmark: _Toc488321359]Table 12 – CS 18 Guatemala: Beneficiary Breakdowns as of 2006
	
	San Miguel Acatán
	San Sebastian Coatán
	San Rafael la Independencia
	Total

	0-11 months
	944
	606
	495
	2045

	12-23 months
	1134
	641
	438
	2213

	24-35 months
	942
	697
	512
	2151

	36-47 months
	964
	709
	526
	2199

	48-59 months
	938
	694
	530
	2162

	total <5 years
	4500
	2596
	1712
	10770

	WRA
	5596
	3650
	2920
	12166

	total beneficiaries
	10096
	6246
	4632
	22936


Source: Detailed Implementation Plan Calculations



[bookmark: _Toc488321360]Table 13 – CS 18 Guatemala: Number of Under-five Deaths by Year, Municipality and Age Group, 2002 – 2007
	Location
	Age at death 
	
	
	Year 
	
	
	

	
	
	2002
	2003
	2004
	2005
	2006
	Jan -Jul 2007
	Total

	San Miguel 
	≤1 mo 
	0 
	1 
	5 
	5 
	8 
	6 
	25 

	
	1-11 mo 
	10 
	7 
	10 
	7 
	7 
	7 
	48 

	
	12-59mo 
	10 
	9 
	4 
	6 
	6 
	4 
	39 

	San Rafael 
	≤1 mo 
	7 
	1 
	5 
	7 
	9 
	6 
	35 

	
	1-11 mo 
	2 
	6 
	11 
	8 
	11 
	4 
	42 

	
	12-59mo 
	3 
	3 
	2 
	2 
	0 
	0 
	10 

	San Sebastian 
	≤1 mo 
	10 
	5 
	5 
	7 
	0 
	1 
	28 

	
	1-11 mo 
	11 
	9 
	8 
	9 
	9 
	5 
	51 

	
	12-59mo 
	8 
	16 
	5 
	10 
	2 
	3 
	44 

	Total 
	
	61 
	57 
	55 
	61 
	52 
	36 
	322 


Source: Beracochea, 2007. Final Evaluation, Table 5 

[bookmark: _Toc488321361]Table 14 –  CS 18 in Guatemala: Neonatal, Infant and U5MR by Municipality and Year*
	Location
	Rate 
	
	Year 
	
	

	
	
	2002-2003 
	2004-2005 
	
	Jan 2006-July 2007* 

	
	
	Rate 
	Numerator/denominator
	Rate 
	Numerator/denominator
	Rate 
	
	Numerator/denominator

	SanMiguel 
	Neonatal MR
	0.5 
	1/1,906 
	5.1 
	10/1,975 
	9.5 
	
	14/1,475 

	
	Infant mortality rate 
	9.4 
	18/1,906 
	13.7 
	27/1,975 
	19.0 
	
	28/1,475 

	
	Under-5 MR 
	19.4 
	37/1,906 
	18.7
	37/1,975 
	25.8 
	
	38/1,475 

	San Rafael 
	Neonatal MR
	5.7 
	8/1,406 
	10.2 
	12/1,175 
	15.4 
	
	15/978 

	
	Infant mortality rate 
	11.4 
	16/1,406 
	26.4 
	31/1,175 
	30.7 
	
	30/978 

	
	Under-5 MR 
	15.6 
	22/1,406 
	29.8 
	35/1,175 
	30.7 
	
	30/978 

	SanSebastian 
	Neonatal MR
	14.5 
	15/1,038 
	13.6 
	12/880 
	1.3 
	
	1/777 

	
	Infant mortality rate 
	33.7 
	35/1,038 
	33.0 
	29/880 
	19.3 
	
	15/777 

	
	Under-5 MR 
	56.8 
	59/1,038 
	46.6 
	41/880 
	25.7 
	
	20/777 


Source: Beracochea, 2007. Final Evaluation, Table 7

Child Survival 24 Liberia 
Like expansion to Guatemala, Child Survival 24 was Curamericas Global newest expansion to high-need communities in Liberia. Reaching a population of 134,005 people across rural Liberia (see table 15), this was Curamericas Global’s largest Child Survival Project yet, including the $1.7M price tag. The investment and leverage of funds and CBIO methodology led to important impact and lives saved. Key indicator improvements that directly affect lives saved include:
· At least a 63% reduction in child mortality can be estimated based on project results. From 135 deaths per 1,000 births to 50/1000 (DIP page 44 and 187). 
· Family Planning coverage increased from 2 – 60%
· Increase in children receiving ORT for diarrhea from 48% to 83%;
· Increase in four or more ANC visits from 25% to 75%; 
· Increase in skilled delivery from 23% to 82%.
When creating the detailed implementation plan, a LiST analysis was conducted assuming coverage increased as planned for a variety of child survival interventions. The estimate of lives saved based on these initial calculations are capture in Table 4. According to the external evaluation and final report, because many intervention coverages were exceeded, the number of lives saved is likely more than predicted. Other than diarrhea interventions, all other disease areas intervention targets were met or exceeded. Diarrhea intervention targets were all met except for point-of-use water treatment and zinc treatment.
[bookmark: _Toc488321362]Table 15 - CS 24: Total and Direct Beneficiary Populations 
	
	Total Population
	WRA (15-49)
	Under five Children
	Under 12 Months
	12-23 Months
	24-59 Months
	Total Beneficiaries

	2009
	149,322
	34,344
	25,385
	5,973
	5,525
	13,887
	59,727

	2013
	137,005
	39,472
	28,124
	4,803
	5,536
	17,785
	67,596


 Source: Capps, 2017. Final Evaluation, Table 1

[bookmark: _Toc488321363]Table 16  – CS 24: Estimated Lives saved for Nehnwaa Child Survival Project
	Disease or condition
	# of baseline U5 deaths
	Lives saved by Cause of Death

	
	
	# of lives saved in 2012
	# of lives saved life of the project

	Diarrhea
	110
	77
	194

	Pneumonia
	112
	115
	287

	Measles
	2
	1
	2

	Malaria
	159
	113
	281

	HIV/AIDs
	36
	0
	0

	Neonatal
	93
	81
	201

	TOTAL
	613
	386
	968


Source: Capps, 2017.  Final Evaluation, Table 4


Child Survival 27 Guatemala
Following up to great success in Guatemala with Child Survival 18, this project continues to partner with Curamericas Guatemala, a local Guatemalan NGO working in the western highlands and serving an exclusively Mayan population. While U5MR remained the same or increased due to changes in the Ministry of Health commitment and services, MMR was reduced from 524 to 221, a decrease of 58%. Using the same formula as indicated in CS 13, maternal lives saved would be estimated to be 31.
- Stunting reduced from 74% to 39%
- MMR from 524 to 221 in PY4
- U5 Mortality remained the same or increased from 37 to 53 to 34 to 63.
[bookmark: _Toc488321364]Table 17 - CS 27 Guatemala: Beneficiary population in project area by municipality and demographic group 
	Beneficiary population 
	San Sebastián Coatán 
total population: 21,945 
	San Miguel Acatán 
total population: 30,977 
	Santa Eulalia 
total population: 45,419 
	Total: 98,341

	Infants: 0-11 months 
	632 
	1,043 
	1,314 
	2,989 

	Children: 12-23 months 
	645 
	881 
	1,232 
	2,758 

	Children: 24-59 months 
	2,684 
	2,479 
	4,417 
	9,580 

	Children: 0-59 months 
	3,961 
	4,403 
	6,963 
	15,327 

	Women: 15-49 years 
	7,445 
	9,113 
	15,772 
	32,330 

	TOTAL BENEFICIARIES 
	11,406 
	13,516 
	22,735 
	47,657 


 Source: Perry, 2015. Final Evaluation, Table 1
[bookmark: _Toc488330816]
Limitations
A study of project over the course of 20 years is challenging for a variety of reasons. While research was facilitated by projects being implemented by the same organization and same donor. Even still, guidelines and indicators changed over time. As new science was developed, indicators changed. For example, today’s recommendation from the WHO for antenatal care checks are 8 during pregnancy. That was recently increased from 4 (WHO, 2016). 
The Lives Saved Tool has specific indicators that do not always align perfectly with the child survival indicators from USAID, especially those of the past. For example in Child Survival IX, interventions related to the prevention of mortality for U5 children due to diarrhea include ORS. LiST has an intervention: “% of children with diarrhea given ORS from sachets” which correlates with one of the indicators from CS IX “Percent of mothers who used ORS recently” but what about the importance of mothers recognizing danger signs of dehydration and who know how to prepare ORS properly? While ORS use has been widely promoted since the 1970s, there has been stagnating coverage of ORS use (Isanka, 2012). Indicators that capture not just use of ORS but also how, when, why mothers use ORS (or not) are not part of the LiST analysis. Other examples related to women’s empowerment, family planning and pneumonia also exist and may limit the ability for the LiST to fully capture the impact of holistic and community-based programs like Curamericas Global. Other limitations listed by LiST itself include the need for reliable data inputs and the much smaller numbers of maternal deaths and evolution of impact determination for maternal interventions (Agarwal, n.d.)	. 
While projects since 1997 (Child Survival 13) have had solid data, especially since the end line data was completed in 2002 and so was mostly electronic at the final version. Earlier projects were typed evaluations or handwritten data from the field. This proved challenging in analyzing and is time-intensive to reevaluate. Also, earlier projects have missing data points that prevent a complete understanding of the lives saved and the impact of the project. This analysis shows the importance of detailed, complete and verified baseline and end line data that is collected in a rigorous fashion and is provided by external evaluators. Without this data, impact evaluations on lives saved is difficult if not impossible.
Some evaluations did not include baseline data and so national data was used instead. For example, immediate Breastfeeding in the CS IX project in Villa Cochabamba saw 88/322 who received IMF with an additional 78/322 who received breastfeeding within 8 hours of birth. Though no baseline data is available for comparison and so the Bolivian DHS was used to estimate IMF in 1991 the same was true for EBF.
Another limitation to this study, which aims to understand the number of lives saved, is in the tool or process. Out of an abundance of caution, we can only measure lives saved for the data we have and in a limited time-frame. Though an interesting and more meaningful results may be had if we were also able to account for sustainability of changes in coverage. For example, we measure for the life of the project, four or five years of services. Though these changes do not then revert to baseline in year six. What is the impact of these projects in the years after services are complete? Especially with interventions that emphasize community engagement and ownership as well as the use of volunteer health workers and community members themselves to disseminate educational messages. After the project ends, our current evaluation of lives saved methodology assumes that no further impact was made. What would the LiST analysis look like if we could account for sustainability of interventions and coverage based on methodology? This limitation indicates an opportunity for projects to seek funding for post-project data collection to understand sustained impact. 
[bookmark: _Toc488330817]Leadership in Action
After reflecting on training received in leadership, it is clear that leadership skills are required in this research project. Specifically, the ability to listen to colleagues and hear their priorities. Having evidence of lives saved has always been a challenge for Curamericas Global staff. This examination of the organization’s programmatic lives saved is not easy or straightforward and as a leader, the author has had to cajole and encourage partners, staff and volunteers to provide input, reach back into old files for data and support the cause. Seeing the quantifiable value of this impact from Curamericas Global shows how perseverance can pay off in dividends. As Heifetz discussed, adaptive leadership mobilizes people to overcome challenges (Heifitz, 2009). 
CBIO is a complicated and rigorous methodology. The value though is clear. These data will further confirm the value of Curamericas Global methodologies to partners, staff, donors and key stakeholders in ministries of health around the world to significantly reduce maternal and U5 mortality.  Global health challenges can be met with the appropriate leadership that does not just follow the money, but rather is committed to excellence, rigor, and sustainability. That is the type of leadership we have seen at Curamericas Global that has allowed such a long-term, sustainable, and high-impact set of programs as measured by lives saved. 
The methodology addresses both technical and adaptive problems; technical problems defined as problems that have already been solved or that people do know how to solve. Examples of technical problems in global community-health as addressed by Curamericas Global would be specific illnesses for which a treatment is readily available, such as pneumonia or diarrhea in young children, which so often lead to death. Pneumonia can be treated for just a few pennies by a community health worker administrating antibiotics. Diarrhea can be treated with appropriate complimentary feeding and oral rehydration salts, again at the home or in the community and for low costs.  Another technical problem that is deadly but preventable for women in labor is post-partum hemorrhaging.  Adaptive problems are defined as challenges that cannot be solved by existing procedures or solutions. Adaptive problems require experiments and “adjustments from numerous places in the community” (Heifitz, 2002). (Heifitz, 1994). Based in rigorous research, CBIO ensures that data drives decision making at the community level. Simultaneously CBIO also ensures that adaptive problems are solved through a “philosophical commitment to improving the health of a population”, a “long-term commitment, and … [a] commitment to demonstrating improvements.” (Shanklin, 2005). With the combined commitment and evidence, Curamericas Global uses CBIO to ensure communities can prioritize their own health needs, meet those needs and constantly measure results with more precise denominators (through the census) and numerators (through service data or surveys) (Shanklin, 2005). The Curamericas commitment to an approach that exemplifies adaptive leadership has led to thousands of lives saved, as this paper’s data analysis shows. These adaptive challenges are not of the past. There are still an estimated 400 million people without access to health at least one essential health service, mostly rural or poor (WHO, 2015). With this tremendous need, adaptive leadership as exemplified by Curamericas Global will both accelerate and reduce the costs of preventing further unnecessary suffering.
[bookmark: _Toc488330818]Conclusion and Discussion:
The Child Survival program implemented by USAID no longer supports these types of programs. If scaled up, Curamericas Global and other NGOs could quickly and effectively eliminate maternal and child mortality. 
[bookmark: _GoBack]In other Child Survival projects, total populations served were much greater and more likely urban and peri-urban. At Curamericas Global, projects have always focused on under-served, remote and resource poor settings where there was greatest need. This reduces the number of beneficiaries reached and decreases cost-effectiveness, but increases impact. Still today, costs of Curamericas Global Child survival projects were last calculated to be $12.41 per beneficiary per year and 5.80 per capita per year (Perry, 2015).
Curamericas global has saved over 5,000 lives, impacting hundreds of thousands of other lives and families. With such an impact, donors both large and small should consider further supporting community- and evidence-based methodologies that truly put communities first. Other implementing agencies, especially those from the community, can benefit from these lessons learned. Specifically:
· The value of data collection at the community-level
· The importance of keeping strict data records for later analysis
· The opportunity to save lives and demonstrate success can strengthen the program, the community, and the donor’s impact.
Further research to understand the sustainability of child survival programs in the societies where Curamericas Global works would further demonstrate their impact on our world. 
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Available but not yet in a format easily adapted to this paper.
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Proportion of children less than 2 years of age with all of their vaccinations:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	34%
	57%
	75%

	CARABUCO
	85%
	82%
	90%

	MALLCO RANCHO
	75%
	69%
	90%

	SIPE SIPE
	64%
	45%
	80%



Percent of all pregnant women with at least two doses of TT:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	14%
	22%
	45%

	CARABUCO
	19%
	36%
	50%

	MALLCO RANCHO
	4%
	23%
	60%

	SIPE SIPE
	3%
	4%
	60%



Percent of mothers who recognize danger signs of dehydration:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	10%
	29%
	50%

	CARABUCO
	22%
	20%
	50%

	MALLCO RANCHO
	9%
	13%
	50%

	SIPE SIPE
	4%
	9%
	50%




Percent of mothers who know of ORS:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	59%
	62%
	75%

	CARABUCO
	85%
	59%
	90%

	MALLCO RANCHO
	62%
	77%
	75%

	SIPE SIPE
	61%
	73%
	75%



Percent of mothers who can properly prepare ORS:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	30%
	60%
	67%

	CARABUCO
	67%
	81%
	85%

	MALLCO RANCHO
	55%
	92%
	67%

	SIPE SIPE
	51%
	91%
	67%



Percent of mothers who used ORS recently: 
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	39%
	69%
	67%

	CARABUCO
	73%
	78%
	80%

	MALLCO RANCHO
	50%
	64%
	67%

	SIPE SIPE
	46%
	60%
	67%



Percent of mothers who give equal or more liquids during diarrhea episodes:
		PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	34%
	40%
	65%

	CARABUCO
	40%
	52%
	65%

	MALLCO RANCHO
	71%
	84%
	75%

	SIPE SIPE
	73%
	83%
	75%



Percent of mothers who recognize danger signs of ALRI:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	20%
	24%
	50%

	CARABUCO
	28%
	22%
	50%

	MALLCO RANCHO
	23%
	30%
	50%

	SIPE SIPE
	25%
	22%
	50%



Percent of mothers who recognize symptoms and seek professional health care:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	34%
	30%
	50%

	CARABUCO
	77%
	33%
	80%

	MALLCO RANCHO
	53%
	27%
	75%

	SIPE SIPE
	51%
	44%
	75%



Exclusive Breastfeeding:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	68%
	63%
	67%

	CARABUCO
	60%
	60%
	67%

	MALLCO RANCHO
	48%
	73%
	67%

	SIPE SIPE
	49%
	76%
	67%



Appropriate introduction of foods:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	86%
	93%
	80%

	CARABUCO
	75%
	89%
	80%

	MALLCO RANCHO
	98%
	78%
	80%

	SIPE SIPE
	91%
	91%
	80%



Percent of infants/children with growth card in home or health post:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	68%
	81%
	75%

	CARABUCO
	95%
	93%
	95%

	MALLCO RANCHO
	65%
	80%
	95%

	SIPE SIPE
	55%
	47%
	95%



Percent of infants receiving first control within first month:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	N/D
	28%
	45%

	CARABUCO
	N/D
	71%
	80%

	MALLCO RANCHO
	N/D
	75%
	90%

	SIPE SIPE
	N/D
	78%
	90%



Percent receiving appropriate number of controls:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	14%
	25%
	70%

	CARABUCO
	65%
	70%
	85%

	MALLCO RANCHO
	N/A
	N/A
	80%

	SIPE SIPE
	N/A
	N/A
	80%



Percent of children less than two years growing appropriately:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	83%
	85%
	95%

	CARABUCO
	94%
	87%
	95%

	MALLCO RANCHO
	85%
	N/A
	95%

	SIPE SIPE
	75%
	N/A
	90%


	
Vitamin A supplementation following MOH norms:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	    N/A
	24%
	85%

	CARABUCO
	N/A
	46%
	95%

	MALLCO RANCHO
	N/A
	51%
	85%

	SIPE SIPE
	N/A
	34%
	85%



Prenatal visits:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	1%
	28%
	40%

	CARABUCO
	7%
	37%
	50%

	MALLCO RANCHO
	15%
	13%
	65%

	SIPE SIPE
	10%
	N/A
	50%



Health professional attendance at birth:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	2%
	6%
	20%

	CARABUCO
	16%
	16%
	33%

	MALLCO RANCHO
	58%
	72%
	70%

	SIPE SIPE
	64%
	63%
	60%



Proportion of women who report that they do not want a child in the next two years and who are using a modern contraceptive method:
	PROJECT
	BASE LINE
	FINAL RESULT
	DIP GOAL

	ANCORAIMES
	0%
	4%
	5%

	CARABUCO
	1%
	8%
	5%

	MALLCO RANCHO
	14%
	13%
	30%

	SIPE SIPE
	N/A
	9%
	30%
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	Project Objective
	Goal
	KPC 1998
	KPC 2001

	Family Planning (10%)
	
	
	

	Increase modern contraceptive use among women who do not desire children in the next two years 
	16%
	3%
	17%

	Increase natural contraceptive use among women who do not desire children in the next two years 
	60%
	46%
	64%

	Maternal and New Born Care (10%)
	
	
	

	Increase the number of women who receive at least one prenatal care visit 
	56%
	26%
	48%

	Increase the number of pregnant women delivering in the presence of a trained person 
	38%
	38%
	30%

	Nutrition/Micronutrients (15%)
	
	
	

	Increase the number of children age 0-23 months who receive growth monitoring six times per year 
	62% 
	33% 
	73% 

	Increase the number of children age 0-23 months who receive their first growth monitoring control during their first month of life 
	56% 
	35% 
	56% 

	Increase the number of children age 0-23 months with control card in home and/or clinic 
	79% 
	74% 
	94% 

	Increase exclusive breastfeeding through first 6 months of life 
	68% 
	65% 
	74% 

	Increase the number of children age 6-10 months who receive solid food 
	90% 
	78% 
	85% 

	Increase the number of children age 6-11 months and 12-23 months who receive two doses of Vitamin A 
	72% 
	32% 
	51% 

	 Increase the proportion of women who receive Vitamin A after delivery 
	65% 
	N/A 
	31% 

	Increase the proportion of women who receive a 3-month supply of iron sulfate tablets during pregnancy 
	62% 
	N/A 
	19% 

	Pneumonia Case Management (15%)
	
	
	

	Increase knowledge among mothers in the signs and symptoms of pneumonia for chest in-drawing and rapid/difficult breathing. 
	62% 
	30% 
	46% 

	Increase the number of mothers seeking treatment from trained health personnel for their children age 0-23 months with signs of pneumonia. 
	51% 
	39% 
	53% 

	Diarrhea Case Management (15% Effort) 
	
	
	

	Increase the number of mothers who recognize at least one danger sign of dehydration (dry mouth, sunken eyes or fontanel, decreased urine output) 

	52% 
	15% 
	12% 

	Increase the number of mothers who have heard of ORT 
	69% 
	45% 
	58% 

	Of the mothers who have heard of ORT: 
 Increase the proportion who understand the use of ORT 
	84% 
	73% 
	92% 

	Increase the proportion who can properly prepare ORT 
	84% 
	57% 
	75% 

	Increase the proportion who have used ORT recently 
	76% 
	61% 
	72% 

	Increase the number of mothers who give equal or more liquids during diarrhea episodes (excluding breast milk) 
	69% 
	45% 
	59% 

	Immunization (20% Effort) 
	
	
	

	Increase the number of children age 12-23 months with complete vaccination coverage 
	74% 
	40% 
	73% 

	Increase the number of pregnant women who receive at least 2 doses of Tetanus Toxoid vaccination 
	46% 
	N/A 
	22% 


The other 15% level of program effort was for providing basic curative services and program strengthening.
Baseline and final KPC results were collected and tabulated for each of the four project geographic areas, Ancoraimes, Carabuco, Ambana and Puerto Acosta. Project goals were also established for each area by indicator. In an effort to show overall trends during CS XIII, this chart presents the average percentage regarding goals, baseline, and final results for the four areas. The averages were not weighted. Areas of significant difference regarding CS indicators among geographic areas are mentioned in the narrative. Information on each indicator according to geographic area is presented in Attachment D.  
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	Indicator 
	Baseline %
	
	Final Evaluation 
	

	
	
	Numerator 
	Denominator 
	Percentage 

	Nutrition 
	
	
	
	

	% of children 0-23 months of age with moderate or severe malnutrition (<-2 sd below the mean)
	43% 
	113 
	342 
	33.0% 

	% of children 0-5 months of age who were exclusively breastfed during the previous 24 hours 
	63% 
	62 
	85 
	72.9% 

	% of children 6-9 months of age who received breastmilk and complementary feeding during the previous 24 hours 
	45% 
	24 
	43 
	58.1% 

	% of children 12-23 months of age who received vitamin A during the previous 6 months (according to the mother) 
	36% 
	147 
	171 
	86.0% 

	% of children 12-23 months of age who received vitamin A during the previous 6 months (card verified)
	28% 
	121 
	171 
	70.8% 

	% of mothers of infants who received vitamin A during the first 2 months following her last pregnancy (card verified) 
	0% 
	106 
	171 
	62.0% 

	% of mothers who encourage their child to eat even if they don’t want to
	20% 
	153 
	342 
	44.7% 

	% of children 12-23 months of age who are fed by bottle at present 
	57% 
	68 
	171 
	39.8% 

	% of children who were weighed in the previous 4 months
	22% 
	295 
	342 
	86.3% 

	Maternity Care 
	
	
	
	

	% of mothers of infants who received at least 2 prenatal checkups (from any health worker, card verified) during her most recent pregnancy 
	25% 
	83 
	171 
	48.5% 

	% of mothers of infants who had at least 2 prenatal visits from a qualified health care provider (doctor, nurse, trained 
	20% 
	149 
	171 
	87.1% 



	midwife) during her most recent pregnancy (according to the mother)
	
	
	
	

	% of infants whose births were attended by a trained health
care provider (nurse, auxiliary nurse, or doctor)
	
9%
	
20
	
171
	
11.7%

	% of mothers of infants who received or bought iron tablets
or syrup during her most recent pregnancy
	
33%
	
99
	
170
	
58.2%

	% of mothers of infants whose
last delivery took place in a health facility
	
7%
	
15
	
171
	
8.8%

	% of mothers of infants who
identified 2 or more warning signs among newborns
	
5%
	
91
	
171
	
53.2%

	% of mothers of infants who had a postnatal checkup after
her most recent delivery
	
23%
	
115
	
171
	
67.2%

	Birth Spacing
	
	
	
	

	% of mothers of children 12-23
months of age who are pregnant
	14%
	35
	171
	20.8%

	IMCI
	
	
	
	

	% of mothers of children who know at least two danger signs of childhood illness
	21%
	198
	342
	57.9%

	% of mothers of children 0-23 months of age who know at least danger signs which
indicate the necessity of seeking treatment
	
24%
	
209
	
342
	
61.1%

	% of mothers of children 12-23 months of age who have received health education talks in the previous 3 months
	
8%
	
120
	
171
	
70.2%

	Pneumonia
	
	
	
	

	% of mothers of children 0-23 months of age who sought advice/treatment at a health facility or who gave antibiotics when her child had cough with
difficult or agitated breathing
	
29%
	
212
	
342
	
62.0%

	% of children 0-23 months of age who were sick during the
previous 2 weeks
	
80%
	
92
	
342
	
26.9%

	% of children 12-23 months of age with cough and difficult or
	31%
	157
	342
	45.9%



	agitated breathing who received the same or more liquids than usual during the illness
	
	
	
	

	% of children 0-23 months of age with cough and difficult or agitated breathing who received
the same or more food than usual during the illness
	
33%
	
209
	
342
	
61.1%

	Diarrhea
	
	
	
	

	% of children with diarrhea during the previous 2 weeks
	
54%
	
55
	
342
	
16.1%

	% of children with diarrhea who received the same or more food than usual during the illness
	
25%
	
19
	
55
	
34.5%

	Water and sanitation in the household
	
	
	
	

	% of mothers of children who use soap/ashes to wash their
hands
	
58%
	
274
	
342
	
80.1%

	% of mothers of children who mentioned at least 2 correct times when they wash their hands (when they were asked if
the used soap/ash)
	
32%
	
233
	
342
	
68.1%

	% of mothers of children who mentioned at least 2 out of 4 correct times when they wash
their hands
	
34%
	
232
	
342
	
67.8%

	Immunizations
	
	
	
	

	% of mothers with a child 0-23 months of age who received at least 2 TT injections prior to the birth of her youngest child
	
16%
	
188
	
342
	
55.0%

	% of children 13-23 months of age with all of their immunizations (BCG, DPT3, OPV3 y MMR) obtained by 13 months of age
	
42%
	
91
	
157
	
58.0%

	% of children 13-23 months of age with measles immunizations
	
50%
	
88
	
157
	
56.1%
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Final KPC was not found
	INDICATORS
	REGIONS
	% KPC Baseline
	% KPC
Midterm
	% Change*

	Percentage of infants who showed his/her immunization card
	Project
	67.50%
	86.67%
	19.17

	
	El Alto
	55.13%
	70.18%
	15.04

	
	Montero
	79.82%
	97.66%
	17.84

	Percent of children 0 - 12 months of age who were breastfed one hour alter delivery
	Project
	46.02%
	58.55%
	12.53

	
	El Alto
	38.60%
	52.68%
	14.08

	
	Montero
	53.57%
	62.58%
	9.01

	Percent of children 12 - 23 months of age with BCG 
	Project
	91.23%
	97.98%
	6.75

	
	El Alto
	81.91%
	95.00%
	13.09

	
	Montero
	97.76%
	99.40%
	1.64

	Percent of children 12 - 23 months of age with OPV3
	Project
	78.07%
	93.52%
	15.45

	
	El Alto
	59.57%
	86.25%
	26.68

	
	Montero
	91.04%
	97.01%
	5.96

	Percent of children 12 - 23 months of age with Pentavalente 1 
	Project
	94.30%
	93.52%
	-0.78

	
	El Alto
	89.36%
	100.00%
	10.64

	
	Montero
	97.76%
	99.40%
	1.64

	Percentage of children age 12-23 months who received a measles vaccine
	Project
	58.77%
	83.00%
	24.22

	
	El Alto
	38.30%
	70.00%
	31.70

	
	Montero
	73.13%
	89.22%
	16.09

	Percentage of children age 12-23 months who are fully vaccinated (against the five vaccine-preventable diseases) before the 13 month birthday
	Project
	33.33%
	48.18%
	14.84

	
	El Alto
	18.09%
	20.00%
	1.91

	
	Montero
	44.03%
	61.68%
	17.65

	Percent of children 12-23 month of age with full immunization coverage 
	Project
	51.75%
	78.54%
	26.79

	
	El Alto
	29.79%
	63.75%
	33.96

	
	Montero
	67.16%
	85.63%
	18.46

	Percent of children 0 - 23 months of age who had diarrhea and received ORS and/or other recommended liquids
	Project
	42.69%
	90.22%
	47.53

	
	El Alto
	36.54%
	89.58%
	53.04

	
	Montero
	46.79%
	90.56%
	43.76

	Percent of children 0-23 months of age with diarrhea who received the same of more liquids
	Project
	45.38%
	87.68%
	42.30

	
	El Alto
	40.38%
	73.96%
	33.57

	
	Montero
	48.72%
	95.00%
	46.28

	Percent of children 0 - 23 months of age who had fast and difficult breathing who were attended by a trained health worker 
	Project
	37.61%
	85.78%
	48.17

	
	El Alto
	41.03%
	87.93%
	46.91

	
	Montero
	29.03%
	84.97%
	55.94

	Percentage of children age 0-23 months who were born at least 24 months after the previous surviving child
	Project
	32.92%
	73.32%
	40.40

	
	El Alto
	35.15%
	79.29%
	44.14

	
	Montero
	30.52%
	69.23%
	38.71

	Percent of mother of children 0 - 23 months of age who received at least one prenatal check up on last pregnancy 
	Project
	79.21%
	90.35%
	11.14

	
	El Alto
	66.86%
	80.26%
	13.40

	
	Montero
	91.52%
	97.08%
	5.56

	Percent of mothers of children 0 - 23 months of age who received orientation during last pregnancy
	Project
	62.11%
	77.72%
	15.61

	
	El Alto
	62.72%
	75.88%
	13.16

	
	Montero
	61.66%
	78.95%
	17.29

	Percentage of mothers of children age 0-23 months who received at least two tetanus toxoid injections before the birth of their youngest child
	Project
	69.40%
	60.96%
	-8.43

	
	El Alto
	56.60%
	60.96%
	4.37

	
	Montero
	82.16%
	S/D
	

	Percentage of children age 0-23 months whose births were attended by skilled health personnel
	Project
	67.50%
	77.02%
	9.52

	
	El Alto
	46.63%
	51.75%
	5.13

	
	Montero
	88.30%
	93.86%
	5.56

	Percent of mothers of children 0 - 23 months of age who received Vitamin A in the post-partum period in last pregnancy
	Project
	21.38%
	60.23%
	38.86

	
	El Alto
	17.60%
	S/D
	

	
	Montero
	25.15%
	60.23%
	35.09

	Percent of mothers of children 0 - 23 months of age who recognize at least two signs of danger of the newborn 
	Project
	7.17%
	25.96%
	18.79

	
	El Alto
	7.62%
	26.32%
	18.69

	
	Montero
	6.73%
	25.73%
	19.01

	Percent of mothers of children 0 - 23 months of age who mentioned at least two signs of danger during post-partum period
	Project
	4.25%
	28.07%
	23.82

	
	El Alto
	3.23%
	21.93%
	18.70

	
	Montero
	5.26%
	32.16%
	26.90

	Percentage of mothers of children age 0-23 months who wash their hands with soap/ash before food preparation, before feeding children, after defecation, and after attending to a child who has defecated
	Project
	4.39%
	40.94%
	36.54

	
	El Alto
	5.28%
	S/D
	

	
	Montero
	3.51%
	40.94%
	37.43

	* The change is calculated relative to the baseline value and then the movement towards or away (-) from the objective

	S/D This indicator was not measured on MTE by request of the Health Region Management Unit. The reasons are because the indicator showed an acceptable percentage and  because the HRMU did not carry out specific activities for this indicators





[bookmark: _Toc488330828]KPC Survey results CS XXIII – Nehnwaa

	Indicator
	Baseline
	Midterm
	Final
	Target

	Integrated Management of Childhood Illnesses (45%)

	Breastfeeding and Child Nutrition

	Immediate breastfeeding of newborns:  Percentage of children age 0-23 months who were put to the breast within one hour of delivery. (Project Indicator)
	76.2%
	73.0%
	91.3% 
	

	Feeding Colostrum: Percentage of children age 0-23 months, who were fed colostrum after birth. (Project Indicator)
	90.7%
	95.0%
	100%
	

	Exclusive breastfeeding (0-5 months): Percent of infants aged 0-5 months who were given breast milk only in the 24 hours preceding survey. (Rapid CATCH)
	39.4%
	54.0%
	52.9%
	

	IYCF practice indicator (6-23 months): Percent of infants and young children aged 6-23 months fed according to a minimum of appropriate feeding practices. (Rapid CATCH)
	17.9%
	3.7%
	 61.9%
	

	Underweight: Percentage of children age 0-23 months who are underweight (-SD for the median weight for age, according to WHO/NCHS reference population). (Rapid CATCH)
	67.0%
	8.6%
	23.4% 
	

	Diarrhea Case Management
	 
	 
	 
	

	ORT Use: Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution and/or recommended home fluids. (Rapid CATCH)
	47.9%
	48.0%
	82.7%
	85%

	Increased fluid intake during a diarrheal episode: Percent of children 0-23 months with diarrhea in the last two weeks who were offered more fluids during the illness. (Project Indicator)
	47.9%
	89.0%
	 92.9%
	

	Increased food intake during a diarrheal episode: Percent of children 0-23 months with diarrhea in the last two weeks who were offered the same amount or more food during the illness. (Project Indicator)
	33.8%
	61.6%
	 65.1%
	

	Zinc Treatment for Diarrhea: Percent of children 0-23 months with diarrhea in the last two weeks who were treated with zinc supplements. (Project Indicator)
	5.6%
	5.4%
	30.9%
	50%

	Maternal competency in ORS preparation: Percent of mother who can correctly prepare ORS. (Project Indicator)
	49.3%
	78.4%
	100% 
	

	Maternal hand washing before food preparation: Percent of mothers who usually wash their hands with soap before food preparation, before feeding children, after defecation, and after attending to a child who has defecated. (Project Indicator)
	4.7%
	72.4%
	 97.3%
	

	Acute Respiratory Infections
	 
	 
	 
	

	Appropriate Care Seeking for Pneumonia: Percentage of children age 0-23 months with chest-related cough and fast and/or difficult breathing in the last two weeks who were taken to an appropriate health provider. (Rapid CATCH)
	42.8%
	66.0%
	96.6%
	70%

	Malaria Management and Prevention
	 
	 
	 
	

	Treatment of Fever with ACTs in Malarious Zones: Percentage of children age 0-23 months with a febrile episode during the last two weeks who were treated with ACTs within 24 hours after the fever began. (Rapid CATCH)
	2.4%
	22.1%
	86.1%
	60%

	ITN Use: Percentage of children age 0-23 months who slept under an insecticide-treated bed net the previous night. (Rapid CATCH)
	46.0%
	79.0%
	98.6%
	85%

	Percent of households of children age 0-23 months that own at least one insecticide-treated bed net. (Project Indicator)
	52.5%
	83.3%
	98.9% 
	

	Percent of children age 0-23 month with a febrile episode during the last two weeks who were taken to an appropriate place for treatment. (Project Indicator)
	44.6%
	50.9%
	93.4% 
	

	IPT: Percent of mothers of children age 0-23 months who took effective antimalarials during the pregnancy with the youngest child. (Project Indicator)
	19.0%
	23.9%
	96.3%
	60%

	Mosquito net Use During Pregnancy: Percent of mothers of children age 0-23 months who reported that they slept under a mosquito net all of the time or most of the time during their most recent pregnancy. (Project Indicator)
	37.7%
	65.0%
	98.3% 
	

	Water and Sanitation
	 
	 
	 
	

	Point of Use Water Treatment: Percentage of households of children age 0-23 months that treat water effectively. (Rapid CATCH)
	13.0%
	30.9%
	26.01%
	60%

	Appropriate Hand Washing Practices: Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing. (Rapid CATCH)
	14.0%
	26.0%
	 63.2%
	

	Percent of households with an improved source for drinking water. (Project Indicator)
	63.3%
	85.0%
	 99.7%
	

	Percent of households with an improved source for drinking water within acceptable reach and available daily. (Project Indicator)
	48.3%
	53.1%
	 89.7%
	

	Percent of households using an improved toilet facility. (Project Indicator) 
	24.7%
	42.5%
	 95.6%
	

	Percent of households using an improved, accessible and hygienic toilet facility. (Project Indicator)
	1.2%
	7.3%
	 24.03%
	

	Percentage of households where the caretaker of the youngest child 0-23 months reported appropriate handwashing behavior, which is defined as using soap for washing hands during 24 hours recall at 2 critical times or more (after defecation and two of the following 4: after cleaning a young child, before preparing food, before eating, before feeding a child). (Project Indicator)
	0.3%
	65.0%
	82.7% 
	60%

	Percent of households that apply effective water treatment regularly. (Project Indicator)
	0.3%
	9.6%
	21.3% 
	

	Percent of households storing drinking water that store water safely. (Project Indicator)
	11.7%
	30.9%
	74.9%
	60%

	Percentage of households that disposed of the youngest child’s feces safely the last time s/he passed stool. (Project Indicator)
	90.7%
	16.2%
	 88.6%
	

	Percentage of households that disposed of the youngest child’s feces appropriately the last time s/he passed stool. (Project Indicator)
	4.3%
	33.9%
	96.9%
	60%

	Maternal and Newborn Care (30%)

	Current Contraceptive Use Among Mothers of Young Children: Percentage of mothers of children age 0-23 months who are using a modern contraceptive method. (Rapid CATCH)
	2.0%
	13.3%
	 61.4%
	

	Quality Antenatal Care: Percentage of mothers of children age 0-23 months who had four or more antenatal visits with a skilled provider and were adequately counseled when they were pregnant with the youngest child. (Rapid CATCH)
	24.7%
	49.0%
	73.9%
	65%

	Iron Tablets for Pregnant Women: Percentage of mothers of children age 0-23 months who took iron tablets or syrup before the birth of their youngest child. (Rapid CATCH)
	0.67%
	16.6%
	 65.3%
	

	Tetanus Toxoid: Percentage of mothers with children age 0-23 months who received at least 2 tetanus toxoid vaccinations before the birth of their youngest child. (Rapid CATCH)
	57.3%
	96.0%
	 82.4%
	

	Skilled Birth Attendant: Percentage of children age 0-23 months whose births were attended by skilled personnel. (Rapid CATCH)
	22.7%
	26.6%
	82.5%
	60%

	Knowledge of Danger Signs during Pregnancy: Percentage of mothers of children 0-23 months who knew at least two danger signs during pregnancy. (Project Indicator)
	55.7%
	91.3%
	 98.9%
	

	Knowledge of Maternal Danger Signs During Delivery: Percentage of mothers of children 0-23 months who know at least two danger signs during delivery. (Project Indicator)
	35.7%
	29.9%
	 98.6%
	

	Essential Newborn Care: Percentage of children age 0-23 who received all three elements of essential newborn care: thermal protection immediately after birth, clean cord care, and immediate and exclusive breastfeeding. (Project Indicator)
	34.0%
	64.5%
	 85.9%
	60%

	Knowledge of Post-partum Danger Signs: Percentage of mothers of children age 0-23 months who knew at least two post-partum danger signs. (Project Indicator)
	47.7%
	87.0%
	 98.3%
	

	Post-Partum Visit for the Mother: Percentage of mothers of children age 0-23 who received a post-partum visit from an appropriate trained health worker within two days after the birth of the youngest child. (Project Indicator)
	9.3%
	17.2%
	58.1%
	60%

	Post-Natal Visit to Check on the Newborn: Percentage of children age 0-23 months who received a post-natal visit from an appropriate trained health worker within two days after birth. (Rapid CATCH)
	26.3%
	74.4%
	 99.2%
	

	Knowledge of Neonatal Danger Signs: Percentage of mothers of children age 0-23 who know at least two neonatal danger signs. (Project Indicator)
	37.3%
	93.7%
	 100%
	

	Maternal Knowledge of Child Danger Signs: Percent of mothers of children aged 0-23 months who know at least two signs of childhood illness that indicate the need for treatment. (Project Indicator)
	60.3%
	96.0%
	 99.7%
	

	HIV (15%)

	Knowledge of MTCT of HIV: Percentage of mothers of children age 0-23 months who know that HIV can be transmitted from an HIV-positive mother to her unborn child during pregnancy, during delivery, and through breastfeeding. (Project Indicator)
	32.7%
	75.4%
	98.6% 
	

	Knowledge of PMTCT of HIV: Percentage mothers of children age 0-23 months who know that there are special medications that can be given to a pregnant woman infected with HIV to reduce the risk of mother-to-child transmission. (Project Indicator)
	28.7%
	75.7%
	 96.9%
	

	HIV Testing During Pregnancy: Percentage of mothers of children 0-23 months who were counseled about HIV during the pregnancy, accepted an offer of testing, and received their test results when they were pregnant with their youngest child. (Project Indicator)
	20.3%
	68.1%
	96.9%
	75%

	Expanded Program on Immunizations (10%)

	Vitamin A Supplementation: Percentage of children age 6-23 months who received a dose of Vitamin A in the last 6 months: card verified or mother’s recall. (Rapid CATCH)
	38.8%
	72.1%
	 94.4%
	

	Measles Vaccination Coverage:  Percent of children aged 12-23 months who received measles vaccine according to the vaccination card or mother’s recall by the time of the survey. (Rapid CATCH)
	45.3%
	75.7%
	 97.0%
	75%

	Access to Immunization Services (DTP1): Percent of children aged 12-23 months who received DTP1 according to the vaccination card or mother’s recall by the time of the survey. (Rapid CATCH)
	40.1%
	45.8%
	100% 
	75%

	Health Systems Performance Regarding Immunization Services (DTP3): Percent of children age 12-23 months who received a DTP 3 according to the vaccination card or mother’s recall by the time of the survey (Rapid CATCH)
	24.5%
	42.0%
	 99.0%
	



[bookmark: _Toc488330829]KPC Survey results CS XXVII – Guatemala
	Outcome Indicator
	PHASE 1 AREA
	PHASE 2 AREA
	p-value – Endline KPC Phase 1 Area vs. Endline KPC Phase 2 Area

	
	Baseline KPC (n=299) 
Pctg. 
(95% CI) 
	Endline KPC (n=300) 
Pctg. 
(95% CI) 
	p-value (baseline vs. endline KPC) 
	Baseline KPC (n=300) 
Pctg. 
(95% CI) 
	Endline KPC (n=300) 
Pctg. 
(95% CI) 
	p-value (baseline vs. endline KPC) 
	

	Maternal/newborn care 

	At least 4 quality antenatal care checks during most recent pregnancy 
	13.4% 
(8.7, 18.1) 
	65.0% 
(59.5, 70.5) 
	0.000 
	6.3% 
(2.9, 9.7) 
	53.3% 
(47.4, 59.2) 
	0.000 
	0.002 

	Tetanus toxoid Immunization during most recent pregnancy 
	63.2% 
(56.5, 69.9) 
	67.7% (62.8, 72.6) 
	0.144 
	63.0% 
(56.3, 69.7) 
	62.3% 
(56.9, 67.7) 
	0.466 
	0.100 

	Iron/folate for at least 90 days during most recent pregnancy 
	21.7% 
(16.0, 27.4) 
	64.3% 
(58.7, 69.9) 
	0.000 
	10.0% 
(5.8, 14.2) 
	26.3% 
(20.7, 31.9) 
	0.000 
	0.000 

	Knowledge of at least 2 danger signs during pregnancy 
	22.1% 
(16.3, 27.9) 
	78.3% 
(73.5, 83.1) 
	0.000 
	21.3% 
(15.6, 27.0) 
	66.3% 
(60.8, 71.8) 
	0.000 
	0.001 

	Last delivery took place in a health facility (hospital, clinic, or Casa Materna) 
	16.4% 
(11.3, 21.5) 
	28.7% 
(23.6, 33.8) 
	0.000 
	6.7% 
(3.2, 10.2) 
	13.0% 
(9.2, 16.8) 
	0.013 
	0.000 

	Essential newborn care during most recent delivery (clean umbilical cord care, immediate BF, thermal care) 
	6.0% 
(2.7, 9.3) 
	39.0% 
(33.5, 44.5) 
	0.000 
	5.0% 
(2.0, 8.0) 
	31.0% 
(25.8, 36.2) 
	0.000 
	0.049 

	Active Management of Third Stage of Labor during most recent delivery 
	9.4% 
(5.4, 13.4) 
	20.0% 
(15.5, 24.5) 
	0.000 
	7.0% 
(3.5, 10.5) 
	11.0% 
(7.4, 14.6) 
	0.057 
	0.000 

	Knowledge of at least 2 danger signs during delivery 
	13.4% 
(8.7, 18.1) 
	66.3% 
(61.0, 71.6) 
	0.000 
	13.3% 
(8.6, 18.0) 
	53.7% 
(48.1, 59.3) 
	0.000 
	0.002 

	Postpartum visit for the mother and newborn within 48 hours after delivery 
	22.4% 
(16.6, 28.2) 
	39.0% 
(33.2, 44.8) 
	0.000 
	16.0% 
(10.9, 21.5) 
	18.3% 
(14.0, 22,6) 
	0.258 
	0.000 

	Knowledge of at least 2 postpartum danger signs 
	17.1% 
(11.9, 22.3) 
	66.3% 
(60.8, 71.8) 
	0.000 
	18.7% 
(14.3, 25.1) 
	54.3% 
(48.5, 60.1) 
	0.000 
	0.000 

	Knowledge of at least 2 neonatal danger signs 
	27.4% 
(21.2, 33.6) 
	64.7% 
(59.2, 70.2) 
	0.000 
	29.7% 
(23.4, 36.0) 
	58.7% 
(53.0, 64.4) 
	0.000 
	0.035 

	Knowledge of at least 2 risks associated with a pregnancy interval of <24 months 
	6.4% 
(3.0, 9.8) 
	46.7% 
(41.1, 52.3) 
	0.000 
	12.0% 
(7.5, 16.5) 
	33.7% 
(28.4, 39.0) 
	0.000 
	0.000 

	Current modern contraceptive use among non-pregnant women 
	35.8% 
(29.1 ,42.5) 
	34.0% 
(28.6, 39.4) 
	0.354 
	27.0% 
(19.8, 32.2) 
	25.0% 
(20.1 ,29.9) 
	0.320 
	0.020 

	Birth interval < 24m between last 2 deliveries 
	25.1% 
(18.8, 31.4) 
	18.7% 
(14.3, 23.1) 
	0.035 
	25.7% 
(19.6, 31.8) 
	25.0% 
(20.1, 29.9) 
	0.462 
	0.011 

	Child nutrition 

	Exclusive breastfeeding (children 0-5 months) in past 24 hrs 
	75.0% 
(63.7, 86.3) 
	82.0% 
(74.0, 90.0) 
	0.173 
	79.2% 
(67.7, 90.7) 
	71.6% 
(61.8, 81.4) 
	0.186 
	0.004 

	Vitamin A Supplementation for Child 6-23 months in last 6 months 
	79.1% 
(72.4, 85.8) 
	74.3% 
(68.4, 80.2) 
	0.216 
	73.7% 
(66.7, 80.7) 
	67.1% 
(60.9, 73.3) 
	0.078 
	0.059 

	Proper Infant Young Child Feeding (children 6-23 months) 
	53.0% 
(44.8, 61.2) 
	74.3% 
(68.4, 80.2) 
	0.000 
	56.1% 
(48.2, 64.0) 
	65.3% 
(50.0, 71.6) 
	0.029 
	0.026 

	Treatment of pneumonia 

	Children with cough and rapid/difficult breathing in the 2 weeks prior to the interview. 
	25.8% 
(19.7, 31.9) 
	20.7% 
(14.6, 26.8) 
	0.084 
	26.0% 
(19.9, 32.1) 
	19.3% 
(13.2, 25.4) 
	0.031 
	0.559 

	Appropriate care seeking for child with symptoms of pneumonia 
	26.0% 
(14.0, 38.0) 
	51.6% 
(39.6, 63.6) 
	0.001 
	20.5% 
(9.5, 31.5) 
	46.6% 
(35.6, 57.6) 
	0.001 
	0.328 

	Treatment and prevention of diarrhea 

	Children with diarrhea episode in the 2 weeks preceding the interview 
	40.1% 
(33.3, 46.9) 
	34.3% 
(28.9, 39.7) 
	0.083 
	39.8% 
(33.0, 46.6) 
	39.0% 
(32.2, 45.8) 
	0.500 
	0.097 

	ORT use (or recommended home fluids) during a diarrheal episode 
	28.3% 
(18.4, 38.2) 
	40.8% 
(31.3, 50.3) 
	0.034 
	30.5% 
(20.3, 40.7) 
	40.2% 
(31.3, 49.1) 
	0.078 
	0.194 

	Increased fluid intake during a diarrheal episode 
	7.5% 
(1.7, 13.3) 
	18.4% 
(11.0, 25.8) 
	0.011 
	7.6% 
(1.7, 13.5) 
	16.2% 
(9.6, 22.8) 
	0.034 
	0.157 
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	CSHGP Intervention Area
	Rapid CATCH Indicator
	Numerator/Denominator/ Relevant questions and responses (Tabulation Plan)
	Justification/ Explanation/ Comments

	Maternal Newborn Care
	(1) Antenatal Care:
Percentage of mothers of children age 0-23 months who had four or more antenatal visits when they were pregnant with the youngest child

	Numerator: # of mothers with children age 0-23 months who had at least four antenatal visits while pregnant with their youngest child

Denominator: Total # of mothers of children age 0-23 months in the survey

	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis.

ANC must be provided by skilled health personnel. Adapt Q5 based on national protocol. 

	
	(2) Maternal TT Vaccination: Percentage of mothers with children age 0-23 months who received at least two Tetanus toxoid vaccinations before the birth of their youngest child


	Numerator: # of mothers with children age 0-23 months who received at least two tetanus toxoid vaccinations before the birth of their youngest child

Denominator: Total # of mothers of children age 0-23 months in the survey

	Critical indicator for Lancet Lives Saved analysis.

Changed to two TT before the birth of last child instead of two TT during the last pregnancy.  TT doses can be received at any time prior to the last birth 

	
	(3) Skilled Birth Attendant: Percentage of children age 0-23 months whose births were attended by skilled personnel

	Numerator: # of children age 0-23 months whose birth was attended by a doctor, nurse, midwife or auxiliary midwife 

Denominator: Total # of mothers of children age 0-23 months in the survey

	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis.

	
	(4) Post-natal visit to check on newborn within the first 2 days after birth:   
Percentage of children age 0-23 who received a post-natal visit from an appropriate trained health worker within two days after the birth of the youngest child

	Numerator: # of mothers of children age 0-23 months who received a post-partum visit 
within two days after birth by an appropriate health worker 

Denominator: Total # of children age 0-23 months in the survey

	Appropriate trained health workers includes: skilled birth attendant (SBA) or trained community health worker (CHW) which includes trained traditional birth attendants (TBA).

For facility deliveries, a postpartum check prior to discharge is counted as a postpartum visit.

	
	(5) Current Contraceptive Use Among Mothers of Young Children:
Percentage of mothers of children age 0-23 months who are using a modern contraceptive method
	Numerator: # of mothers with children age 0-23 months who using a modern contraceptive  method

Denominator: Total # of mothers of children age 0-23 months in the survey

	This indicator calculates contraceptive use differently than the similar indicators in the DHS and the Flexible Fund. The differences are that in the Rapid CATCH, the indicator is calculated for mothers of children age 0-23 months and does not exclude women who are pregnant or not married or in a union. Both DHS and the Flexible Fund calculate contraceptive use for women of reproductive age, who are married or in union and not pregnant or are unsure if they are pregnant.  

	Breastfeeding
	(6) Exclusive breastfeeding: Percentage of children age 0-5 months who were exclusively breastfed during the last 24 hours
	Numerator: # of children age 0-5 months who drank breast milk in the previous 24 hours AND Did not drink any other liquids in the previous 24 hours AND Was not given any other foods or liquids in the previous 24 hours
 

Denominator: Total # of children age 0-5 months in the survey
	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis.

Don’t Knows or Missing answers for the listing questions should not be included in the numerator and denominator

In Q16, items in each food group should be modified to include only those foods that are locally available and/or consumed in country.  Local terms should be used. 

A separate category for any grubs, snails, insects or other small protein foods must be added in countries where these items are fed to young children (Q16Q). A separate category for any foods made with red palm oil, palm nut, or palm nut pulp sauce must be added in countries where these items are fed to young children (Q16K).   

In Q16F, grains include millet, sorghum, maize, rice, wheat, or other local grains.  Start with local foods, e.g. ugali, nshima, then follow with bread, rice, noodles, etc. 

In Q16H, Items in this category should be modified to include only vitamin A-rich tubers, starches, or vitamin A-rich red, orange, or yellow vegetables that are consumed in the country.


	Nutrition
	(7) Infant and Young Child Feeding: Percent of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices.
	Numerator: Number of infants and young children age 6-23 months fed according to a minimum of appropriate feeding practices

Denominator:  Number of children age 6-23 months in the survey
	Adapt Q17 to use local words for the semi-solid foods that are given. Include mashed or pureed food, along with porridges, paps, thick gruels, stews, etc. Solid food- e.g. family foods, bananas, mangoes, potatoes, bread – should also be included.


	Vitamin A
	(8) Vitamin A Supplementation in the last 6 months: Percentage of children age 6-23 months who received a dose of Vitamin A in the last 6 months: card verified or mother’s recall
	Numerator: Number of children age 6-23 months who received a dose of Vitamin A in the last 6 months (mother’s recall or card verified)

Denominator: Total # of children age 6-23 months in the survey

	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis.

	Immunization
	(9) Measles vaccination:  Percentage of children age 12-23 months who received a measles vaccination
	Numerator: # of children age 12-23 months who received a measles vaccination by the time of the interview as seen on the card or
recalled by the mother 

Denominator: Total # of children age 12-23 months in the survey

	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis.

Vaccination by the time of the survey is used instead of by 12 months because the mother may not remember if the vaccination was given before 12 months and this indicator includes both card verified and mother’s recalled information.

	
	(10) Access to immunization services: Percentage of children aged 12-23 months who received DTP1 according to the vaccination card or mother’s recall by the time of the survey
	Numerator: # of children who received DTP1 at the time of the survey according to the vaccination card/child health booklet or mother’s recall


Denominator: Total # of children age 12-23 months in the survey

	

	
	(11) Health System Performance regarding Immunization services: 
Percentage of children aged 12-23 months who received DTP3 according to the vaccination card or mother’s recall by the time of the survey
	Numerator: # of children who received DTP3 at the time of the survey according to the vaccination card/child health booklet or mother’s recall

Denominator: Total # of children age 12-23 months in the survey

	USAID Maternal and Child Health Initiative Indicator


	Malaria
	(12) Treatment of Fever in Malarious Zones Percentage of children age 0-23 months with a febrile episode during the last two weeks who were treated with an effective anti-malarial drug within 24 hours after the fever began
	Numerator: # of children age 0-23 months with a febrile episode AND who sought treatment within 24 hours AND was treated with an appropriate anti-malarial drug 

Denominator: Total # of children age 0-23 months with a febrile episode in the last two weeks 

	Critical indicator for Lancet Lives Saved analysis.

Must be adapted for national malaria protocol.

This indicator should not be calculated in areas without malaria. 

	Control of Diarrheal Diseases
	(13) ORT use: Percentage of children age 0-23 months with diarrhea in the last two weeks who received oral rehydration solution (ORS) and/or recommended home fluids.
	Numerator: # of children age 0-23 months with diarrhea in the last two weeks AND who received oral rehydration solution (ORS) and/or recommended home fluids)

Denominator: Total # of children age 0-23 months who had diarrhea in the last two weeks 

	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis.

	Pneumonia Case Management
	(14) Appropriate Care Seeking for Pneumonia: Percentage of children age 0-23 months with chest-related cough and fast and/ or difficult breathing in the last two weeks who were taken to an appropriate health provider.
	Numerator:  Number of children age 0-23 months with chest-related cough and fast and/ or difficult breathing in the last two weeks who were taken to an appropriate health provider 

Denominator: Number of children with chest-related cough in the last two weeks.


	USAID Maternal and Child Health Initiative Indicator

Critical indicator for Lancet Lives Saved analysis. 

Appropriate provider includes doctor, nurse, auxiliary nurse or community health provider trained in community case management of pneumonia.

	Control of Diarrheal Diseases
	(15) Point of Use (POU):   Percentage of households of children age 0-23 months that treat water effectively.
	Numerator: Number of households of mothers of children 0-23 months that treat water effectively

Denominator:  Number of households of  children age 0-23 months in the survey


	Critical indicator for Lancet Lives Saved analysis.

To properly treat drinking water, household should: treat drinking water between the time it is collected and consumed by boiling, chlorination, solar disinfection, or filtration to reduce or eliminate microbiological contaminants.


	
	(16) Appropriate Hand washing Practices: Percentage of mothers of children age 0-23 months who live in households with soap at the place for hand washing 

	Numerator: Number of mothers of children 0-23 months who live in households with soap at the place for hand washing 

Denominator:  Number of children age 0-23 months in the survey
	Recommended by USAID hand washing TAG group assembled to provide a recommendation to CSHGP



	Malaria
	(17) Child sleeps under an insecticide-treated bednet: Percentage of children age 0-23 months who slept under an insecticide-treated bed net (in malaria risk areas, where bed net use is effective) the previous night.


	
Numerator: # of children age 0-23 months who slept under an insecticide-treated bed net the previous night 

Denominator: Total # of children age 0-23 months in the survey

	Critical indicator for Lancet Lives Saved analysis.

This indicator should be used for programs in Africa.  In Asia, this indicator should be used in specific geographic areas where bed net use is recommended.  In Latin America this indicator should not be used because bed nets are not effective due to the biting patterns of the vector.  

	Nutrition 
	(18) Underweight: Percentage of children 0-23 months who are underweight (-2 SD for the median weight for age, according to WHO/NCHS reference population)
	Numerator: Number of children 0-23 months with weight/age -2 SD for the median weight for age, according to WHO/NCHS reference population

Denominator:  Number of children age 0-23 months in the survey
	USAID Maternal and Child Health Initiative Indicator 

Critical indicator for Lancet Lives Saved analysis.









Calculations
Cost Calculations
	Child Survival
	Costs
	Number of years
	Cost/year
	Beneficiaries
	cost/beneficiary/year
	Total Pop
	cost/capita/year

	27
	$1,748,772 
	4
	$437,193 
	47657
	$9.17 
	98341
	$4.45 

	24
	$1,249,610 
	5
	$249,922 
	59727
	$4.18 
	137,005
	$1.82 

	18
	$1,300,000 
	5
	$260,000 
	26553
	$9.79 
	66381
	$3.92 

	18 - Bolivia
	$1,300,000 
	5
	$260,000 
	24962
	$10.42 
	62410
	$4.17 

	13
	1,574,441
	4
	$393,610 
	28451
	$13.83 
	
	#DIV/0!

	9
	$1,189,642 
	4
	$297,411 
	26914
	$11.05 
	
	#DIV/0!

	6
	$700,000 
	3
	$233,333 
	14823
	$15.74 
	39000
	$5.98 

	3
	219,661
	3
	$73,220 
	
	#DIV/0!
	
	#DIV/0!

	TOTAL
	$9,282,126 
	33
	$2,204,689 
	229087
	#DIV/0!
	403137
	#DIV/0!



CSVI Carabuco

	
	
	
	
	
	
	

	Table 33 - Child Survival VI Final Evaluation

	 
	1988
	1989
	1990
	1991
	1992
	1993

	IMR - 0-11 months
	0.074
	0.036
	0.067
	0.11
	0.088
	0.064

	12 - 23 Months/1,000 children of this age
	0.022
	0.008
	0.017
	0
	0.013
	0

	12-59 months
	0.021
	0.018
	0.018
	0.008
	0.014
	0.015

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Target Group
	Carabuco
	 
	 
	 
	 
	

	0·11 months
	218
	 
	 
	 
	 
	

	12·23 months
	236
	 
	 
	 
	 
	

	24-59 months
	781
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	

	IMR
	Expected Deaths if Unchanged MR
	Actual Deaths with Changed MR
	Lives saved
	
	
	

	1988
	16.132
	16.132
	0
	
	
	

	1989
	16.132
	7.848
	8.284
	
	
	

	1990
	16.132
	14.606
	1.526
	
	
	

	1991
	16.132
	23.98
	-7.848
	
	
	

	1992
	16.132
	19.184
	-3.052
	
	
	

	1993
	16.132
	13.952
	2.18
	
	
	

	12-23mo
	Expected Deaths if Unchanged MR
	Actual Deaths with Changed MR
	Lives saved
	
	
	

	1988
	5.192
	5.192
	0
	
	
	

	1989
	5.192
	1.888
	3.304
	
	
	

	1990
	5.192
	4.012
	1.18
	
	
	

	1991
	5.192
	0
	5.192
	
	
	

	1992
	5.192
	3.068
	2.124
	
	
	

	1993
	5.192
	0
	5.192
	
	
	

	24-59mo
	Expected Deaths if Unchanged MR
	Actual Deaths with Changed MR
	Lives saved
	
	
	

	1988
	16.401
	14.058
	2.343
	
	
	

	1989
	16.401
	14.058
	2.343
	
	
	

	1990
	16.401
	6.248
	10.153
	
	
	

	1991
	16.401
	10.934
	5.467
	
	
	

	1992
	16.401
	11.715
	4.686
	
	
	

	1993
	16.401
	11.715
	0
	
	
	



CSVI Mallco Rancho U5

	Table 63 - Child Survival VI Final Evaluation
	
	
	
	
	

	 
	 
	 
	 
	1991
	1992
	1993
	
	
	
	
	

	NMR 0 - 30 days/1000 births
	 
	 
	 
	0.036
	0.015
	0.018
	
	
	
	
	

	PnMR 31 days to 11 months/1000 births
	 
	 
	 
	0.042
	0.031
	0.054
	
	
	
	
	

	IMR - 0-11 months
	 
	 
	 
	0.078
	0.046
	0.072
	
	
	
	
	

	12 - 23 Months/1,000 children of this age
	 
	 
	 
	0.033
	0.032
	0.007
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	
	
	
	
	

	 
	 
	 
	 
	0
	0
	0
	
	
	
	
	

	12-59 months
	
	
	
	0.008
	0.002
	0.002
	
	
	
	
	

	
	
	
	
	
	
	
	 
	CS VI Bolivia U5 lives saved
	 
	 
	 

	Target Group
	Carabuco
	Mallco Rancho
	 
	 
	 
	
	 
	Expected births
	MMR
	Expected Deaths
	Maternal Lives saved

	0·11 months
	218
	146
	 
	 
	 
	
	 
	 
	101
	 
	 

	12·23 months
	236
	212
	 
	 
	 
	
	 
	 
	 
	 
	 

	24-59 months
	781
	602
	 
	 
	 
	
	1988.0
	3049.0
	524.0
	16.0
	0.0

	 
	 
	 
	 
	 
	 
	
	1989.0
	3049.0
	423.0
	12.9
	3.1

	 
	 
	 
	 
	 
	 
	
	1990.0
	3049.0
	322.0
	9.8
	6.2

	IMR
	Expected Deaths if Unchanged MR
	Actual Deaths with Changed MR
	Lives saved
	
	
	1991.0
	3049.0
	221.0
	6.7
	9.2

	1991
	11.388
	11.388
	0
	
	
	
	1992.0
	3049.0
	120.0
	3.7
	12.3

	1992
	11.388
	6.716
	4.672
	
	
	
	1993.0
	
	
	
	

	1993
	11.388
	10.512
	0.876
	
	
	
	
	15245.0
	 
	49.1
	30.8

	12-23mo
	Expected Deaths if Unchanged MR
	Actual Deaths with Changed MR
	Lives saved
	
	
	
	
	
	
	

	1991
	6.996
	6.996
	0
	
	
	
	
	
	
	
	

	1992
	6.996
	6.784
	0.212
	
	
	
	
	
	
	
	

	1993
	6.996
	1.484
	5.512
	
	
	
	
	
	
	
	

	24-59mo
	Expected Deaths if Unchanged MR
	Actual Deaths with Changed MR
	Lives saved
	
	
	
	
	
	
	

	1991
	4.816
	4.816
	0
	
	
	
	
	
	
	
	

	1992
	4.816
	1.204
	3.612
	
	
	
	
	
	
	
	

	1993
	4.816
	1.204
	3.612
	
	
	
	
	
	
	
	


CS18 Guatemala U5
	 
	CS 18 MMR lives saved
	 
	 
	 

	 
	Expected births
	MMR
	Expected Deaths
	Maternal Lives saved

	 
	 
	107.7
	 
	 

	 
	 
	 
	 
	 

	2003.0
	2185.0
	521.1
	11.4
	0.0

	2004.0
	2185.0
	413.4
	9.0
	2.4

	2005.0
	2185.0
	305.7
	6.7
	4.7

	2006.0
	2185.0
	198.0
	4.3
	7.1

	2007.0
	2185.0
	90.3
	2.0
	9.4

	 
	10924.9
	1528.5
	33.4
	23.5



CS18 Bolivia U5
	 
	CS  18 BoliviaMMR lives saved
	U5-80;IMR-67;MMR-390 in 2003 per DIP
	 
	 

	 
	Expected births
	MMR
	Expected Deaths
	Maternal Lives saved

	 
	 
	101
	 
	 

	 
	 
	 
	 
	 

	2011.0
	3049.0
	524.0
	16.0
	0.0

	2012.0
	3049.0
	423.0
	12.9
	3.1

	2013.0
	3049.0
	322.0
	9.8
	6.2

	2014.0
	3049.0
	221.0
	6.7
	9.2

	2015.0
	3049.0
	120.0
	3.7
	12.3

	 
	15245.0
	 
	49.1
	30.8


CS 27 Guatemala U5

	
	Guatemala
	
	

	 
	CS 27MMR lives saved
	 
	 
	 

	 
	Expected births
	MMR
	Expected Deaths
	Maternal Lives saved

	 
	 
	101
	 
	 

	 
	 
	 
	 
	 

	2011.0
	3049.0
	524.0
	16.0
	0.0

	2012.0
	3049.0
	423.0
	12.9
	3.1

	2013.0
	3049.0
	322.0
	9.8
	6.2

	2014.0
	3049.0
	221.0
	6.7
	9.2

	2015.0
	3049.0
	120.0
	3.7
	12.3

	 
	15245.0
	 
	49.1
	30.8
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