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PREFACE

The document you are reading is a milestone in a journey that began over 30 years ago in the cold
wind-swept altiplano (high plain) of Bolivia. The Community-Based Impacted-Oriented Methodology, or CBIO,
formerly the Census-Based Impact-Oriented Methodology, was developed by Drs. John Wyon and Henry Perry
of Curamericas Global (then Andean Rural Health Care) in the 1980’s in the Bolivian altiplano to address the
challenge of achieving sustainable improvements in the health of rural indigenous populations in resource-poor
areas. CBIO brings health education and services to every doorstep — “everyone counts, and everyone is
counted”- and by monitoring vital events of every household CBIO can demonstrate actual impacts on
maternal and child mortality. Working in partnership with the Bolivian PVO they helped found, the Andean
Rural Health Council (Consejo de Salud Rural Andino), they achieved impressive results in lowering under-5
mortality, first in areas of the rural altiplano of northern Bolivia, and later in the peri-urban communities of
Montero and El Alto. !23

Meanwhile, on the other side of the world in Mozambique, World Relief developed another path-
breaking methodology, Care Groups, which, like CBIO, drills down to every doorstep, deploying cadres of
female peer educators (Care Group Volunteers) who catalyze health behavior change through participatory
lessons they teach to their neighbors. The Care Group methodology steadily accumulated a body of evidence
for its effectiveness in Africa and Asia.#> Tom Davis, working part-time with Curamericas in 2001, recognized
the similarities and the potential synergies of the two methodologies, particularly the way both methodologies
were census-based and empowered communities and women in particular to become partners in improving
their own health. So he proposed the marriage of these two methodologies, the CBIO + Care Group
Methodologies (CBIO + CQG).

This new hybrid service platform was first tested from 2002 to 2007 in Curamericas Global’'s USAID
Child Survival Project (CSP) in the Western Highlands of Guatemala, working in partnership with the new
Guatemalan PVO, Curamericas/Guatemala, founded in 2002 by Dr. Mario Valdez. Encouraged by the
outcomes achieved in increasing coverage of high impact interventions and reducing under-5 mortality in this
challenging context, CBIO + CG was put to the test again by Curamericas Global between 2008 and 2013
through another CSP in another post-conflict state, Liberia, in partnership with Ganta United Methodist
Hospital. The results achieved were equally impressive.¢

But in both projects there was a vital missing ingredient: an operational research effort to evaluate and
improve the methodology and to accumulate evidence publishable in peer-reviewed journals to demonstrate its
effectiveness. In 2011 the office of the USAID Child Survival Health Grants Programs graciously awarded
Curamericas Global another grant that enabled us to return to the Western Highlands to continue the work
begun there with Dr. Valdez and Curamericas/Guatemala, and to this time execute an ambitious multi-
disciplinary operational research effort. The results of this effort are contained in this report, which we call a
Focused Strategic Assessment. This Assessment combines the traditional content of a Child Survival Project
Final Evaluation with the results of our operational research, both formative and evaluative, and serves to
disseminate to the global health community and to the citizens of Guatemala the impressive results we
achieved, the lessons we learned, and the challenges we still must overcome going forward.

! Perry, Henry, et. al. Attaining health for all through community partnerships: principles of the Census-Based Impact-Oriented
approach to primary health care developed in Bolivia, South America. Social Science and Medicine. 48(1999). 1053-1067.

2 Perry H and Tom Davis. The effectiveness of the census-based impact-oriented (CBIO) approach in addressing global health goals. In
Beracochea E (ed.). Aid Effectiveness in Global Health. 2015. New York: Springer, pp261-278.

3 Perry, H., D. Shanklin and D.G. Schroeder. Impact of a community-based comprehensive primary healthcare programme on infant and
child mortality in Bolivia. J. Health Population Nutrition. 2003. 21(4). 383-395.

4 Perry, H. et. al. Care Groups I: An innovative community-based strategy for improving maternal, neonatal, and child health in
resource-constrained setting. Global Health: Science and Practice. 2015. Vol. 3. No.3.

5 Perry, H, et al. Care Groups lI: Outcomes achieved using volunteer community health workers in resource-constrained settings.
Global Health: Science and Practice. 2015. Vol. 3 No. 3.

6 Capps, Jean. Final Evaluation for the Nehnwaa Child Survival Project: Census-Based Impact-Oriented Methodology for Community-
based Primary Health Care in Nimba County, Liberia. Curamericas Global. Raleigh, NC: December 201 3.



EXECUTIVE SUMMARY

Purpose of Focused Strategic Assessment: Between 2002 and 2013, Curamericas Global implemented
two very successful Child Survival Health Grants Projects, one in Guatemala (2002-2007) and one in Liberia
(2009-2013), utilizing a promising new service platform that integrates the Curamericas Community-Based,
Impact-Oriented (CBIO) methodology with the Care Group methodology originally developed in Mozambique
by World Relief. But both of these projects lacked an operational research effort to more rigorously evaluate
and strengthen the new CBIO + Care Group methodology and to provide publishable evidence regarding the
effectiveness of the combined approach. In 2011, Curamericas Global again partnered with
Curamericas/Guatemala in the Western Highlands to implement another Child Survival Project (CSP) utilizing
CBIO + Care Groups and to this time execute an ambitious multi-disciplinary operational research effort. Our
central hypothesis was that the CBIO and Care Group (CBIO + CG) methodologies can produce superior
health and social outcomes in a rural, resource-constrained setting compared to the status quo with respect to
(I) coverage of interventions designed to address the epidemiological priorities of mothers and under-5
children; (2) the nutritional status of children younger than 2 years of age; (3) maternal and under-5 mortality;
(4) women’s health-related decision-making autonomy; and (5) community solidarity. In addition, we sought to
show how Comadronas (traditional birth attendants) can transition into an effective new role in maternity care
that improves the quality of care provided to indigenous women while respecting their cultural traditions and
expectations.

The results of this effort are contained in this report, which we call a Focused Strategic Assessment.
This Assessment combines the traditional content of a Child Survival Project Final Evaluation with the results of
our operational research, both formative and evaluative, and serves to disseminate to the global health
community and to the citizens of Guatemala the results we achieved, the lessons we learned, and the
challenges that we still must overcome going forward.

Project Background: The Project was implemented in three municipalities located in the Cuchumatanes
Mountains in the Department (state) of 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 on par with many poor countries in sub-Saharan Africa and 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 (called Comadronas. Impeding health facility deliveries as well as
proper care-seeking for sick children are () long distances (in terms of travel time) to public health facilities
over rugged terrain; (2) disrespect and abuse experienced by Mayan families at these facilities; (3) lack of
culturally acceptable services provided in their language; and (4) traditional Mayan attitudes and beliefs that
impede the practice of many healthy behaviors.

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 birthing centers) 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
(called Comunicadoras), 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 (community
birthing centers staffed with Mayan health professionals providing culturally adapted services in the local
language) and the PEC program (which sent mobile nurses into the communities to provide primary care)
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 utilizing the Comunicadoras, 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
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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.

Research Design, Methods, and Limitations: There were two operational research study areas. Half (89)
of the targeted communities received Project services during the full four years of the Project; these
communities constituted the Phase | Area. The remaining 91 communities, the Phase 2 Area, received services
only during the final two years of the Project. We utilized a quasi-experimental research design, with the Phase
| Area comprising the Intervention Study Area and the Phase 2 Area the Comparison Study Area, based on the
hypothesis that the longer exposure to the Project and the CBIO + CG methodology in the Phase | Area
would result in superior outcomes relative to the Phase 2 Area, producing a dose-response effect.

During the first two years of the Project (Phase |) we conducted Formative Research to (I) assess and
document the challenges and advantages of implementing the CBIO + CG methodology and integrating it
within the MSPAS framework for health care delivery; (2) establish and assess a new role for Comadronas in
maternity care; and (3) measure constructs such as community engagement and women’s empowerment. The
methods included focus group discussions, group interviews, and in-depth key informant interviews, all with
purposefully-selected informants who included women of reproductive age, Care Group Volunteers,
men/husbands, community leaders, Comadronas, and staff of both Curamericas/Guatemala and MSPAS. At the
project’s conclusion the same methods were used to (l) re-assess the challenges and advantages of
implementing the CBIO + CG methodology; (2) re-assess the new role for Comadronas in maternity care; and
(3) look at the effect of women’s participation in the Care Group training cascade upon their self-efficacy and
autonomy.

The Evaluative Research was conducted using the quasi-experimental study design described above to
test our hypotheses that the CBIO and Care Group (CBIO + CG) methodologies can produce favorable health
and social outcomes, utilizing quantitative assessment tools that included baseline and endline knowledge,
practice and coverage (KPC) surveys in the intervention and comparison areas, household anthropometric
surveys and anthropometric “censuses” of children younger than 2 years of age, “mini-KPC” Surveys, Registers
of Vital Events and the results of verbal autopsies. For each Project outcome indicator we compared (l) the
baseline to endline changes within each Phase Area; (2) the endline results of the two Phase Areas; and (3) the
differences in the percentage changes from baseline to endline of the two Phase Areas (a difference-in-
differences analysis). In addition, a mixed-methods case study of the Casas Maternas examined their ability to
equitably increase health facility deliveries and integrate Comadronas into the maternity care provided there.

Key limitations included: (1) the CSP was too brief (4 years) for the CBIO + Care Group methodology
to achieve its full effect and (2) there may have been spill-over between Phase Areas during the first two years
of Project operations, and rapidly achieved results in the Phase 2 Area may have been due to the early strong
impact of Care Groups and more-seasoned staff executing a methodology improved by the Phase | Formative
Research and field experience in the Phase | Area.

Findings and Conclusions: The Project produced significant improvements from baseline to endline in the
population coverage of the large majority of outcome indicators in both Phase Areas (I and 2), particularly in
the maternal/newborn care indicators. Outcomes were superior in the Phase | Area for around half of the
outcome indicators, including nearly all maternal/newborn care indicators. However, indicators of coverage of
PEC services (e.g., immunizations and vitamin A supplementation for children) did not show improvements in
either Phase Area due to the government’s termination of PEC services at the beginning of PY4.

In the Phase | Area, the maternal mortality ratio declined from 524 maternal deaths per 100,000 live
births in PY1l (n=7) and 740 in PY2 (n=10) to 221 in PY4 (n=3, annualized), with the Casas Maternas likely
contributing to this decline by increasing access to health facility deliveries and by making 82 successful referrals
of obstetrical complications. In PY4, 12-59 mortality was nearly eliminated. Unfortunately, the vital events data
indicated a sharp increase in neonatal mortality in PY4, particularly in the Phase | Area. The reasons for this
are unclear, but are most likely artefactual and either represent inconsistencies in the reporting of stillbirths
versus early neonatal deaths or they represent an enhanced capacity to register neonatal deaths, though we
cannot rule out the effects of the closure of the PEC program by MSPAS in October 2014 and the loss of its
preventative and curative services.



For the combined Phase Areas over the four years of the Project, postpartum hemorrhage accounted
for 82% of registered maternal deaths and birth asphyxia accounted for 52% of registered neonatal deaths.
Pneumonia was by far the leading cause of death among under-5 children (41% of all registered under-5
deaths). In the combined Phase Areas (I and 2), 94% of maternal deaths and 95% of neonatal deaths were
associated with home deliveries; 88% of neonatal deaths occurred at home; and 85% of all under-5 deaths
occurred at home. These numbers reflect a persistent reluctance or inability of families to bring women with
obstetrical complications, neonates in distress, or children with symptoms of pneumonia to health facilities for
timely treatment due to distance, cost, and preference for traditional practices and/or fear of disrespectful or
poor technical quality of treatment at MSPAS clinics.

In the Phase | Area, the prevalence of stunting was reduced from 74% to 39% over the course of the
Project. However, the evidence for reductions in under-weight or wasting was not conclusive.

The findings indicate notable improvement in women’s empowerment and women’s autonomy, as
measured by their active participation in community meetings and their ability to make health-related decisions,
particularly regarding use of contraception and the place of delivery, which showed significant improvement.
But the family context remains one of male control, with its traditional sense of male authority over women,
male economic control over the household, and male control of female mobility. The Project was successful in
increasing community involvement and solidarity, with significant increases in mothers of children younger than
2 years of age in the communities of both Phase Areas who reported that their community had an emergency
transportation plan in place for women with obstetrical complications.

The Care Group methodology provides an ideal community-based platform for health education. It
also provides a platform onto which Positive Deviance (PD)/Hearth workshops can be readily established. The
PD/Hearth intervention confirmed that even in the apparently food insecure Project context there are available
and affordable nutritious foods that can alleviate under-nutrition if properly included in a child’s diet.

CBIO + Care Groups, when enhanced by the Casas Maternas, can achieve important reductions in
maternal mortality, particularly in the partner communities of the Casa Materna micro-regions. Working with
communities to establish Casas Maternas that provide high-quality, culturally appropriate and readily accessible
maternity care provides a promising approach to reducing maternal mortality at low cost. The equipping of the
Casas Maternas with small pharmacies (boutiquines) has enabled them to partially fill the gap created by the loss
of PEC and supports their evolution to becoming general-purpose community-based primary health care clinics.
The findings support the Curamericas strategy to redefine the role of the Comadrona in the rural health system
by training them and integrating them into the Casas Maternas. However, cultural attitudes and perceptions that
encourage home deliveries still present a major barrier to access and utilization of the services provided by
Casas Maternas despite the strong encouragement of the Comadronas. Most Comadronas appear to understand
and accept their new role in the rural health system and their integration into the operation of the Casas
Maternas, which maintains their traditional role of monitoring the health of pregnant and puerperal women in
exchange for their usual modest fee, but now has them encouraging women to deliver in the Casa Materna,
accompanying them there, and assisting the Casa Materna staff with the delivery. They feel accepted by the Casa
Materna staff as valued members of a team and they are crucial for encouraging women to deliver in the Casas
Maternas.

Overall, this operational research study provides strong support for the effectiveness of the CBIO + CG
methodology as implemented by Curamericas/Guatemala in the Department of Huehuetenango Project Area,
in producing major and statistically significant improvements from baseline to endline in (1) key evidence-based
interventions designed to address epidemiological priorities; (2) the reduction of maternal mortality; (3) the
reduction in stunting in children younger than 2 years of age; and (4) the empowerment of women and
communities to improve their own health, particularly when operating in the context of an integrated rural
health system that includes Casas Maternas and the Extension of Coverage Program (PEC).

The lack of physically accessible and culturally acceptable government health services combined with the
challenging mountainous geography, endemic poverty, lack of affordable transportation, and strong traditional
cultural beliefs all contribute to maternal and child mortality and strengthen the case for (1) the Casas Maternas,
(2) community case management of childhood pneumonia (i.e., the training of community-level workers to
diagnose and treat pneumonia, as recommended throughout the world by WHO and UNICEF), and (3) the
development of emergency transportation networks and insurance schemes to defray the cost of
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transportation to a Casa Materna or other health facility for women who develop obstetrical complications,
neonates in distress, and children ill with pneumonia.

In the future, women’s empowerment and autonomy will need continued attention, including (1)
reaching men and husbands; (2) enlisting community leaders; and (3) empowering women economically with
sources of their own income. The success of the methodology depends heavily on community trust-building
and the ability of implementers to identify and overcome challenges specific to the local context, particularly
male dominance (machismo).

The CBIO + CG + Casa Materna approach as developed by Curamericas in the mountains of
Huehuetenango for an indigenous population with high maternal and child mortality costs each year only
US$12.41 per mother and child beneficiary and only US$5.80 per capita for the entire population. Such a level
of expenditure should be easily affordable for the Guatemalan government and should be sustainable for long-
term investment with in-country resources.

We are continuing the Project with all of its essential components (less PEC, which still has not been
reinstated by MSPAS) on a reduced geographic scale with funding from Ronald McDonald House Charities.
With this support we will be expanding to new municipalities in San Marcos and Solola departments. We are
collaborating with local municipal governments and the local offices of MSPAS to pilot new models of
partnership and cost-sharing to pave the way for an eventual large-scale roll-out of the CBIO + Care Group +
Casa Materna model in partnership with MSPAS.

As demonstrated in this report, the effectiveness as well as the cost-effectiveness of the CBIO + CG +
Casa Materna approach in improving maternal and child health as well as in achieving community and women’s
empowerment make it an important strategy for further development and broader implementation not only in
Guatemala but in other low-income settings.
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GLOSSARY, ABREVIATIONS AND ACRONYMS

ADIVES

Actas
Alcalde
AMTSL
ANC
ARI
Asamblea
Barrido
BCC
BCG
Boutiquin
Cabecera
Casa Materna
CBIO
CF
CG
CcGv
CHC
COICAM
CSHGP
CSP
Circulo
Comadrona
Comunicadora
Curandero
DALY
DID
DIP
EBF
Educadora
EMT
ENC
HBLSS
IBF
IF
IMR
IYCF
KPC
LAC
LiST
LMICs
LOE
MCSP
M&E
MCH
MMR
MNC
MRC
MSPAS

Association for the Integrated Development of Life and Hope (Asociacién de Desarollo

Integral de Vida y Esperanza)

Formal record of project event or activity, verified with organizational seal
Mayor

Active management of third stage of labor
Antenatal care

Acute respiratory infection

Community assembly

Anthropometric “census” of all children younger than 2 years of age
Behavior change communication

Bacillus Calmette-Guérin (vaccine for tuberculosis)
Small pharmacy

Town that functions as the capital/administrative center of a municipality
Community-built and —operated birthing center
Community-based, impact-oriented

Community Facilitator

Care Group

Care Group Volunteer

Community Health Committee

Institutional Council of the Casa Maternas

Child Survival & Health Grants Program

Child Survival Project

Support group

Traditional birth attendant (TBA)

Care Group Volunteer

Traditional healer

Disability-adjusted life years

Difference in differences (analysis)

Detailed Implementation Plan

Exclusive breastfeeding

Health Educator

Emergency Medical Technician

Essential newborn care

Home-Based Life-Saving Skills

Immediate breastfeeding

Institutional Facilitator

Infant (0-11 month) mortality rate

Infant and Young Child Feeding

Knowledge, practice, and coverage

Latin America and Caribbean

Lives Saved Tool

Low- and middle-income countries

Level of effort

Maternal Child Survival Program

Monitoring and evaluation

Maternal and child health

Maternal mortality ratio

Maternal and newborn care

Micro-Regional Committee

Ministry of Public Health and Social Welfare (of Guatemala)
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NGO Non-governmental organization

NNMR Neonatal mortality rate

Nahual Guardian spirit

OR Operational research

ORS Oral rehydration solution

PD Positive deviance

PEC Extension of Coverage Program (Programa Extension de Cobertura)
PENTA Pentavalent vaccine (for diphtheria, tetanus, pertussis, hepatitis, and Hib influenza)
PNNMR Post-neonatal (I-11 month) mortality rate

PPC Postpartum care

PVO Private voluntary organization

PY Project Year (October | — September 30)

Sala Situacional “Situation Room” (site where community health data is posted)

SD Standard deviation

SIAS Sistema Integral de Atencién en Salud (Integrated Health Service System)
SIDS Sudden infant death syndrome

SIGSA Guatemalan Health Information Management System (Sistema Gerencial de Salud)
Taller hogarefio Positive Deviance/Hearth workshop

TBA Traditional birth attendant

TRACtion Translating Research into Action (USAID-funded project)

U-5 Under five (years of age)

U-5MR Under-5 mortality rate

USAID United States Agency for International Development

WASH Water and sanitation

WHIP Western Highlands Integrated Project

WHO World Health Organization

WRA Women of reproductive age
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[.INTRODUCTION

.A. Broad global issues

In many of the world’s poorest countries, ensuring mothers stay alive and healthy and that their
children survive and thrive are significant challenges. Since 1990, the number of maternal deaths worldwide has
dropped by 45 percent, but every day some 800 women die from preventable causes related to pregnancy and
childbirth.” Almost all of these deaths occur in low-income settings as a result of postpartum hemorrhage,
infection, and pregnancy-related high blood pressure. Approaches to reducing maternal mortality and
perinatal/neonatal mortality of the newborn are closely linked. While remarkable progress has been made in
reducing the overall mortality of children younger than 5 years of age, progress has been much slower for
newborns, who now account for 44% of all childhood deaths.®8 Each year, 2.6 million infants are stillborn and
2.9 million die within their first month of life (and most of these during the first 24 hours of life).? The main
causes, many of which are readily preventable and treatable, are complications due to prematurity and low
birth weight, complications during delivery and birth asphyxia, and infection. Children 1-59 months of age
continue to die primarily from pneumonia, diarrhea, and malaria. Under-nutrition is an underlying cause in
approximately half of under-5 deaths. With healthier household behaviors and family practices along with
higher coverage of evidence-based preventive and curative interventions that can be provided in the
community, the great majority of these deaths could be avoided. However, many health systems in low- and
middle-income countries (LMICs) have a shortage of health-care workers, a lack of basic equipment and
essential affordable medicines, and a lack of readily available around-the-clock health service. And cultural,
geographical, and financial barriers impede access to whatever limited services might exist. Exacerbating the
lack of proper care-seeking is the widely documented frequent treatment by health care workers of poor
women in childbirth with disrespect and abuse, which discourages pregnant women from accessing maternal
care and delivering safely in health facilities rather than in their homes.!®!1,12 All of these challenges are
particularly relevant for indigenous peoples and the poorest of the poor in LMICs.

[.B. Specific problems and field setting

Guatemala, a lower-middle-income country in Central America, had an estimated population of |5
million in 2012 and a gross national income per capita of US$2,870 in 201 I. It is a multi-ethnic, multi-lingual,
and multi-cultural country, where indigenous (Mayan, Xinka, and Garifuna) people account 43% of the total
population.'3 There is pervasive discrimination on the part of both the economic elite and the non-elite Ladino
(people of mixed Spanish/Indian ancestry) population towards the indigenous population. Most of Guatemala’s
poor are rural indigenous people of Mayan descent who live in the highland regions; 75% of indigenous people
live in poverty, more than twice the percentage of the non-indigenous population living in poverty. The average
number of years of formal schooling of indigenous people is only 3.8 years, only half that of the number of
years of schooling of non-indigenous people.!4 The country is also characterized as a male-dominated (machista)

7 UNICEF. Trends in Maternal Mortality: 1990 to 2013. January 2013.

8 UNICEF. Ibid.

2 UNICEF. Ibid.

10 Bohren MA, Vogel JP, Hunter EC, et al. The Mistreatment of Women during Childbirth in Health Facilities Globally: A Mixed-
Methods Systematic Review. PLoS Med 2015; 12(6): e1001847.

I WHO. The Prevention and Elimination of Disrespect and Abuse during Facility-based Childbirth. 2014.
http://apps.who.int/iris/bitstream/10665/134588/1/WHO_RHR_14.23_eng.pdflua=1&ua=1 (accessed 26 September 2015.

12 Bowser, Diana and Kathleen Hill. Exploring Evidence for Disrespect and Abuse in Facility-Based Childbirth: Report of a Landscape
Analysis. http://www.tractionproject.org/resources/access-skilled-care-respectful-maternal-care/exploring-evidence-disrespect-and-abuse
(accessed |3 January 2016).

13 Guatemala Country Development Cooperation Strategy: 2012-2016. March 2012.

!4 Guatemala Poverty Assessment World Bank. Report No. 43920 GT. March 2009.
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society, in both the Ladino and indigenous populations, leading to low levels of educational achievement and
literacy for women, high levels of gender-based violence against women, and dependency on men.

Though Guatemala’s under-5 mortality rate has declined from 79 deaths per 1,000 live births in 1995
to 45 in 2009, it is still one of the highest in Latin America.'> The national prevalence of stunting (50%) in 2008-
09 was the highest in the Latin America and Caribbean (LAC) region and among the highest in the world, a
result of chronic food insecurity, lack of knowledge of proper child feeding practices, and the persistent
traditional Mayan belief that maize alone constitutes sufficient nutrition for children.'¢ Although Guatemala’s
national maternal mortality ratio (MMR) has declined gradually, according to the 2011 National Maternal
Morality Survey the MMR was 139.7 per 100,000 live births and remains one of the highest in the LAC region.!?
Inequalities in terms of health status and access to health care services are reflected in the following indicators:
59% of indigenous children are stunted; indigenous women represent 54% of the country’s reproductive age
women but suffer 71% of all maternal deaths.'® The MMR for indigenous women is twice that of non-
indigenous women (163 and 78 deaths per 100,000 live births, respectively).!® Indigenous women are on
average 7cm (2.8”) more stunted than their financially better off counterparts in Guatemala, and 73% of
indigenous women suffer from anemia.2® Most deliveries of indigenous women take place in unsanitary dirt-
floored homes.2! Only 21% of rural Mayan women received the recommended four antenatal care (ANC)
checks.2 Indigenous women have an average of eight children; only 11% use a modern method of
contraception, a far lower usage rate than for non-indigenous women.23

Key barriers to access to maternal/newborn care and health facility deliveries for indigenous women
are (l) the sheer time and distance to reach clinics and hospitals, often over difficult mountainous terrain; (2) a
strong tradition of home deliveries; and (3) widespread disrespect and abuse of indigenous women by non-
indigenous health facility staff, which includes verbal and physical abuse, discrimination/differential treatment,
neglect, non-consented care, and refusal/inability to provide culturally acceptable services in the indigenous
language.24

A major challenge to improving the health of under-5 children in the rural indigenous (Mayan)
population of Guatemala has been combating a very high prevalence of under-nutrition. According to the most
recent Guatemala DHS survey (2008/09), in the Department of Huehuetenango, with an overwhelmingly rural
Mayan population, 65% of under-5 children are stunted; 30% are underweight; and 1% suffer from wasting.2s
This malnutrition compromises immune systems and contributes to the high under-5 child mortality in the
rural indigenous population. According to the 2008/9 DHS survey, the under-5 mortality rate for indigenous
children was 59% greater than for the non-indigenous population (52 per 1,000 live births versus 33).26

To respond to this health crisis among the rural indigenous population of Guatemala, USAID’s Child
Survival and Health Grants Program awarded the Community-Based, Impact-Oriented (CBIO) Child Survival
Project (CSP) in Huehuetenango, Guatemala to Curamericas Global, Inc. Working with Curamericas Global in
this Project have been its in-country implementing partner, Curamericas/Guatemala, a Guatemalan PVO, and
the Guatemala Ministry of Public Health and Social Assistance (MSPAS). MSPAS’s role has been primarily
coordination of its local district offices and its Extension of Coverage Program (PEC) with the Project.

The Project was implemented in the municipalities of San Sebastian Coatan, Santa Eulalia, and San
Miguel Acatan from | October 2011 to 30 September 2015. These municipalities are located in the
Cuchumatanes Mountains in the Department (state) of Huehuetenango. This is an isolated mountain region of

15 MSPAS et al. 2009. National Survey of Maternal and Child Health 2008-09, Guatemala: 2009.

16, National Survey of Maternal and Child Health 2008-9.

17 SEGEPLAN/MSPAS. National Study of Maternal Mortality. Guatemala: 201 1.

18 National Study of Maternal Mortality.

19 National Study of Maternal Mortality.

20 Macro International Inc, 201 I. MEASURE DHS STAT Compiler. http://www.measuredhs.com.

21 Guatemala MSPAS. 2009-2010. Epidemiological Surveillance Basic Indicators of Health Situational Analysis.
22 MSPAS et al. National Survey of Maternal and Child Health 2008-9, Guatemala, 2009.

23 ORC Macro, 2007. MEASURE DHS STAT Compiler. http://www.measuredhs.com, September 28 2007.
24 Peca, Emily. Disrespectful and abusive maternity care in the Western Highlands of Guatemala: who is most vulnerable?
https://cdn2.sph.harvard.edu/wp-content/uploads/sites/32/2015/12/Peca.pdf (accessed |3 January 2016),

25 National Survey of Maternal and Child Health.

26 National Survey of Maternal and Child Health.
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the Western Highlands of the country with a population that is overwhelmingly Mayan. Because the population
has some of the worst health indicators in Latin America, it has earned the region the name “the Triangle of
Death” (Figure |). The Project area, with a population of approximately 87,500, consists of 180 communities
located on steep mountainous terrain at a very high altitude of 7,000 to 9,000 feet. The nearest hospital is in
the city of Huehuetenango, 4-5 hours away.

Figure |. Project implementation area
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Project beneficiaries consist of
indigenous Chuj, Akateko, and Q’anjob’al
Mayan people, with 47,657 direct
beneficiaries (32,330 women  of
reproductive age (WRA) who are |5-49
years of age, and 15,327 under-5
children).??  The beneficiaries include
infants 0-11 months of age (6.5% of
beneficiaries), children 12-23 months of
age (8.5%), children 24-59 months of age
(16.0%), and WRA (69.0%) (Tablel).
Each of the  municipalities s
overwhelmingly populated by one of
several Maya ethnic groups. In the
municipality of San Sebastian Coatan, the
Chuj ethnic group is predominant. In the
municipality of San Miguel Acatan, the
Akateko ethnic group is predominant,
and in the municipality of Santa Eulalia,
the  Q’anjobal ethnic group is
predominant. The dialects of Akateko
and Q’anjobal are mutually intelligible,
but Chuj is not intelligible to other
groups and the Chuj people cannot
understand Akateko or Q’anjobal.

Table 1. Beneficiary population in project area by municipality and demographic group
San Sebastian Coatan

San Miguel Acatan

Santa Eulalia

Beneficiary population

total population: 21,9