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Name of Contact Person:
Arlene Samen, President and Founder
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Office: 415-379-4762
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Brief summary of organization history including date established:
One Heart World Wide (OHW) is a 501©3 organization with over ten years’ experience providing on-the-ground training in newborn and maternal health in Tibet, from the village level through secondary and tertiary care facilities, and with health providers working across this spectrum. The demonstrated success of OHW unique health care training modem in Tibet has led us to expand our operations to other sites in need including Nepal and Mexico. OHW has over 10 year of experience in Tibet, during which the Network of Safety was developed and refined. During our time in Tibet, OHW was able to decrease unattended home births from 85% to 20% over the last ten years, mostly by ensuring the presence of skilled attendant at delivery. In 2008, in the two counties where OHW was working, the Lhasa Prefecture Health Bureau reported no maternal deaths and newborn death rates dropped from 10% to 3%, over the 10 years of the project. During Fall 2008, the political situation in Tibet required OHW turn over the responsibility of continuing these life saving programs to our local Tibetan team, who established themselves as the “Lhasa Prefecture Maternal Child Health Association”, registered as a non-governmental organization and successfully continue to implement OHW programs and models. We are happy to report, in 2010 they trained 25 Skilled Birth Attendants and continue to replicated and scale up our OHW model; thus achieving self-sustainability. 
According to the World Health Organization, the Mexican state of Chihuahua’s maternal mortality ratio (MMR) is 53.7 per 100,000 live births  (well-above the ratios of near-by Arizona, 3.4/100,000 and New Mexico, 10.8/100,000 live births). Chihuahua’s rate of skilled birth attendance at delivery was the lowest in Mexico, with only 63% of pregnant women delivering with a skilled birth attendant. Matters are much worse for the indigenous population of the Sierra Tarahumara. Although there are very few official surveys to accurately reflect the number of maternal and infant deaths among the Tarahumaras, there is no denying that they suffer from one of the highest rates of maternal and infant mortality in North America. The Tarahumaras actually consist of several different ethnic groups, (the Rarámuri, Rarómuri, Odame, Guarijío, and Pima indigenous people of the Sierra Tarahumara) living in this region of the state of Chihuahua. They speak two entirely different languages and many more dialects; live in cities, towns, rancherías (small settlements of on average two to ten households), and caves; are semi-nomadic, agriculturists, and day laborers; and have religious beliefs ranging from devoutly Catholic to purely animistic. However, when it comes to maternal and child health care, the Tarahumaras face similar barriers, and have similar customs, attitudes, knowledge and practices. According to the Centro para el Desarrollo de la Indigena (the Center for Development of Indigenous People), over 90% of Tarahumaras living in rancherías lack access to medical services, sewage and electricity; 24% of all Tarahumaras are monolingual (only speaking their indigenous language), and 50% are illiterate. Most Tarahumaras live many hours or days from the road; once on the road, they often must travel several additional hours to reach a clinic or a hospital. While the patients have difficulties reaching the health facilities, the healthcare providers have similar problems reaching the patients. The vast majority of Tarahumara women still give birth at home, unattended, and many women and children are born and die without either birth or death being accounted for and/or being registered by a governmental entity. The state health system of Chihuahua reports that among the top ten municipalities with high maternal mortality eight are municipalities with a majority of indigenous population located in the Sierra Tarahumara (the other two are the two biggest concentrations of population: Juarez, with 59% of the state’s entire population, and Chihuahua City, with 24%). While both Juarez and Chihuahua have suffered smaller percentages of the total maternal deaths in the state in relation to their share of the population, the Tarahumaras have more than 10 times their burden of disease, representing only 3% of the population and 38% of the maternal deaths in the state. Two thirds of Chihuahua’s maternal deaths have taken place in the Sierra Tarahumara, an area representing only one third of the total state. In addition, most Tarahumara women start having children when they are 12-14 years old, barely out of childhood themselves. This puts them at a much higher risk of obstetric complications (as their own development is often not completed) and often results in long-lasting health problems or death.

One Heart Worldwide in the Sierra Tarahumara: In June 2009, One Heart International, in collaboration with Rancho Feliz, conducted a needs assessment study among the Tarahumaras of the Copper Canyon. The average number of births per women was 5 and almost 90% of all births were unattended by a medical professional. Among the women who delivered without a medical professional, 30% delivered entirely alone. Most houses were at least 3 hours away from the nearest clinic or hospital and 40% of all families were uninsured.  The maternal mortality ratio was 998/100,000 live births. The mortality rate among children under 5 years was 40%, and among these, 27% died in the neonatal period (between birth and 28 days of life). Based on our results, we can see that pregnancy, birth and postpartum recovery in the Sierra Tarahumara are still very dangerous for indigenous women and their offspring. While the primary cause is the lack of access to care, distance to medical facilities is not the only barrier to care. Three other important barriers include (1) the Tarahumara’s fear (based on facts) that medical providers will disrespect them, violate their right to make informed medical and family planning choices, and otherwise mistreat them; (2) the total lack of trained traditional birth attendants within this population, and (3) other Tarahumara-specific cultural barriers such as the closed nature of the Tarahumara people, the belief that childbirth is a natural process and not a sickness necessitating a doctor’s treatment, and machismo that prevents women’s freedom to make reproductive health choices for herself. These matters are even worse for the adolescent girls.
Mission Statement and goals: 
OHW Mission statement: To decrease maternal and newborn mortality and morbidity in remote rural areas of the world

The goal of the overall OHW program in Mexico is to implement a Network of Safety surrounding vulnerable mothers and their newborns in both Urique and Guachochi municipalities of the state of Chihuahua. The Network of Safety in Mexico includes a culturally appropriate outreach program among the rural indigenous communities as well as strengthening of the local health system (training of f local providers -community health workers, skilled birth attendants, nurses and doctors at the rural clinic level) 

PURPOSE OF GRANT:

Amount requested: 
$50,000 to provide partial support to initiate the implementation of our culturally appropriate community outreach program in the Municipality of Guachochi, Chihuahua.

Description of how the funds will be spent: 

The goal of the current proposal is to train and empower local young women as community volunteers to become efficient maternal and neonatal health outreach providers for the municipality of Guachochi (other aspects of the Network of Safety in Mexico will be addressed by other sources of funding). To do this, OHW proposes to:

· Develop a network of trained and equipped community volunteers who care for adolescent mothers and their newborns at the village level

· Facilitate the delivery of educational messages, skills, and resources necessary for a safe pregnancy and delivery directly to the homes of rural indigenous adolescent mothers who are at high risk of having an unattended home birth

· Increase the access to skilled birth attendants, essential resources, and safe motherhood messages by vulnerable pregnant adolescent

· Train rural health clinics in emergency obstetric management

· Equip rural health post with much needed ultrasounds to allow for earlier and more accurate detection of any emergency

· Equip rural communities with stretchers to facilitate evacuation of emergencies
Program Description: 
While it is always safest for a woman to deliver her baby in a hospital or clinic with a skilled doctor, midwife or birth attendant, sometimes this is not possible. Women living in remote areas may be unable to get to a hospital or clinic because of long travel distances, lack of transportation or money or other barriers. In addition, many of these women are young teenagers. It is these women who are at the greatest risk of dying or having severe health problems related to pregnancy or childbirth. Our training program does not replace expert medical care by doctors or skilled birth attendants. The program is designed to educate rural living women regarding safe and healthy pregnancy and birth and provide skills and resources to those who may have an emergency home birth. This specific project emphasizes adolescent mothers.
Step 1 – Training of Community volunteers as OHW outreach providers: 
OHW master trainers will conduct 3 training sessions per month aiming at training Community volunteers to become OHW outreach providers. Each training session will include 10-15 trainees and 2 OHW master trainers.  Each outreach provider will be expected to attend two to three training sessions to insure proper training coverage. Training impact will be assessed by means of pre and post-tests, as well as direct observations (see program assessment/evaluation section below for more details). The training will focus on: 

· Health during pregnancy and birthing: outreach providers will learn about a large variety of important maternal and newborn health topics. There will be a special focus on issues related to teen pregnancy
· Hands-on skills for emergency home births: outreach providers will learn important hands-on skills that can make home birthing safer for adolescent mothers and newborns. 

· Distribution of pregnancy and birthing supplies: outreach providers will be given 
· Maternal vitamin/iron tablets 

· Safe Birth Kits

· Educational materials

· Basic medical supplies in a back-pack
· A stretcher for emergency evacuations
· Each trained outreach provider will be responsible to determine when they need additional supplies, how many supplies they need and how to distribute the supplies (supplies management skills will be taught during training sessions). 
In addition, each outreach providers will be taught how to use:

· Effective means of community outreach (by using appropriate training aids, teaching skills/techniques) 

· Accurate methods for program data collection (for program evaluation purposes) 
Step 2: community outreach 

After receiving training, outreach providers will be expected to use the knowledge and skills they have acquired to help pregnant women and families who live in their area. Trained outreach providers should identify the pregnant women in their area. Outreach training to a pregnant woman will be conducted over 4 home visits during the course of the pregnancy. The first visit should occur as soon as possible after pregnancy is identified. The second and third visits are usually conducted 1-3 months before the expected due date. The fourth visit should be conducted soon after delivery. During their visits to the pregnant women and their families, the outreach providers will educate them in basic safe pregnancy, safe delivery and safe newborn care. Outreach providers also give the pregnant woman prenatal supplement and a Safe Birth Kit. It is expected that each outreach provider will reach between 10-20 pregnant women and their families per year, fully half of them under 20 years old.  Each pregnant women outreached should begin to receive maternal supplement as soon as possible. They should continue to take the supplements for one month postpartum. Safe and Clean Delivery Kits are to be used at the time of birth. Because an emergency birth can occur any time, it is best to give the Safe and Clean Delivery Kit to a pregnant woman before the 8 months of pregnancy. That way, if the woman has an emergency birth at home it is available for use. It is important to counsel women to keep their Safe and Clean Delivery Kits in a safe place so that children or other family members do not open the kit before birth begins. It is very important that the kit remain clean and complete so that it is ready if an emergency birth occurs. 
During the first outreach visit the outreach provider should provide maternal supplements and teach the pregnant woman and her family about the importance of: 

· Attending regular prenatal care at the local health post so that any problems, such as maternal hypertension, can be discovered and treated. 

· A good prenatal diet, which can protect against harmful conditions such as anemia, which can increase the risk of postpartum hemorrhage, and helps prevent having a low birth weight infant. 

· Regular intake of maternal supplements (vitamins/iron): because a baby developing in the womb needs more nutrients that can be gained from food alone, pregnant women should also begin to take maternal vitamin every day starting from the day they learn they are pregnant. Anemic or undernourished women especially benefit from taking a daily maternal vitamin while pregnant. 

· Birth planning and preparation: Labor and delivery is when women are at highest risk of dying due to medical complications. Women and their families must have a plan to help prepare for unexpected problems during labor and delivery. 

· Recognizing common danger signs of pregnancy (urinary tract infection; premature rupture of membranes; vaginal bleeding; severe anemia; premature labor) and understanding when they should seek help 
· Exclusive breastfeeding and appropriate infant nutrition 
During the second visit the outreach providers leaves a Safe & Clean Delivery Kit with the family. More visits may be required (if more maternal supplements are required for example or if the women/her family require additional training). The outreach works best when the Outreach Provider visits the woman and her family several times during the pregnancy and teaches them a little bit each time. The goal is to provide all of the educational messages and hands on skills training to the family before the birth occurs. Information that should be taught/reviewed during the second and third visits includes: 

· A review of the information provided during the first visit 

· Labor and Delivery: the importance of having a delivery attended by a trained provider; importance of clean delivery; recognition of common labor and delivery danger signs (maternal hypertension; prolonged or obstructed labor; puerperal fever; hemorrhage)

· Post-partum period: recognition of common postpartum danger signs; prevention of postpartum hemorrhage; postpartum care seeking; and postpartum nutrition 

· Newborn health: hypothermia, hypoglycemia and breathlessness prevention; hygienic umbilical cord care; recognition of common danger signs 

· Postnatal care and infant/maternal nutrition (exclusive breastfeeding and vitamin/iron tablets) 
A postpartum visit should be conducted soon after delivery to deliver additional maternal supplements (for three months postpartum) and assess how the mother and infant are doing. 
TIMEFRAME:

We will start the implementation of the outreach providers training program in January 2013. Over the next two years, we expect to fully train 100 community volunteers in Guachochi. Full training consists in a minimum of 3 training sessions and adequate performance during long-term knowledge/skills retention assessments conducted by our field team. As soon as they complete their training, the outreach providers will start the community outreach program aimed at pregnant women, their families and their communities. We expect a minimum of three years for full program implementation.

EXPECTED IMPACT: 

Short term impact:

· Implementation of monthly training programs for outreach providers
· Improved attitudes, knowledge and skills (by at least 30%) post training

· Implementation of community outreach program by trained outreach providers

· Distribution of educational materials, clean birth kits and prenatal supplement to pregnant women by trained outreach providers

Medium-term impact:

· Long-term knowledge and skills retention (one year post training) by community members and outreach providers
· Correct use of distributed materials by communities
Long-term impact: 

· Increase by at least 30% the proportion of pregnant adolescent who receive at least three to five prenatal care visits. 
· Increase by at least 30% the number of pregnant adolescent taking prenatal supplements.
· Increase by at least 20% the proportion of deliveries  (among adolescents)attended by skilled birth attendants.

· Among the home deliveries, increase the number of women delivering with a clean and safe birth kit by 50%.

OTHER:

One Heart World-Wide has successfully piloted its Network of Safety Model in the municipality of Urique, where in the past year 108 community volunteers have been trained as OHW outreach providers. In addition OHW has trained 120 health providers and provided key equipment/supplies for safe deliveries at the rural health clinic level. Last year, in the areas of Urique covered by our trained outreach providers, there were no maternal death (as compared to 2 maternal deaths in the area where we have not yet reached). Starting in 2013, we are planning to expand our activities to the municipality of Guachochi, where 90% of all population is indigenous (mostly Raramuri) and 80% live in remote rural conditions. It is crucial for OHW to establish a network of well-trained community based outreach providers (the Auxiliares de Salud) to be able to reach the indigenous women in rural Guachochi. 

Last but not least. OHW is now registered as a Mexican non-profit organization (One Heart Mexico - OHM) and we enjoy the full cooperation of the state health system of Chihuahua  (SES; Sistema Estatal de Salud).  The SES is a direct partner of OHM. They provide financial and in-kind support for our programs and are thrilled to see us expand to a second municipality. 

