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PART I - StMARY AND RECMENDATIONS 

A. Face Sheet 

B. Recommendations
 

1. Borrower and Implementing Entities
 

The Borrower will be the Government of Bolivia (GOB). The
 
executing agency for the GOB will be the Ministry of Social Welfare
 
and Public Health (MSW/PH).
 

2. Recommendations
 

It is recommended that a loan be authorized to the Government
 
of Bolivia, in the amount not to exceed $10,000,000 and a grant in the
 
amount of $3,300,000 to finance the dollar and local currency costs
 
of the Rural Health Delivery System. The loan is described herein,
 
and will be subject to those conditions precedent and covenants speci­
fied in Section VII. It is further recommended that a source/origin
 
waiver be granted for the purchase of motorcycles from Code 000 to
 
Code 899 (free world).
 

3. Terms
 

Repayment within thirty (30) years from the first disburse­
ment with a grace period of ten (10) years. Interest payable in
 
United States dollars at (2%) two percent per annum during the grace
 
period and three (3%) percent thereafter on the disbursed balance and
 
unpaid interest.
 

C. Description of the Project
 

1. Project Goal and Purpose
 

Goal: The goal of the project is to improve the health and
 
well being of the rural poor. This will be achieved by decreasing
 
the incidence and prevalence of the major diseases which affect the
 
productivity and quality of life of the rural poor.
 

Purpose: The purpose of the Rural Health Delivery System
 
Loan is to extend, improve and support the health services
 
available to the rural poor. The project will also intro­
duce certain administrative improvements and reforms in the Ministry
 
of Social Welfare and Public Health necessary for accomplishing this
 
purpose. The program is designed to stimulate community partici­
pation and responsibility for designing and supporting an app-opriate
 
mixture of health and nutritional services which will most effectively
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and efficiently reduce the current high levels of morbidity and 
mortality. The program emphasizes the delivery of preventive rather 
than curative health services through community based health pro­
moters,who are supported and supervised by an improved rural health
 
infrastructure and administrative capacity of the Ministry of Social 
Welfare and Public Health. 

2. ProJect Activities:
 

The project will develop the capacity of individual com­
munities and the GOB to provide basic health and nutrition services 
to the rural population. The project consists essentially of the 
following activities: the motivation of community participation in
 
essential health activities and services; the development of a low­
cost health and nutrition delivery system; the establishment of a
 
paramedical training capacity to supply essential human resources;
 
the improvement of basic health infrastructure to facilitate the care
 
of referred patients and the delivery of preventive health services;
 
the strengthening and improvement of the administrative and supply
 
capacity of the Ministry of Social Welfare and Public Healtn and the
 
GOB to expand basic rural health services; and the design and imple­
mentation of a maintenance management system which stresses preventive
 
maintenance activities.
 

The project stresses the organization and education of com­
munity personnel to participate and assume responsibility for the
 
development of community health services and projects. Central to
 
these activities will be the support of a low-cost health and nutri­
tion delivery system which will utilize the services of a community
 
health promoter to extend basic preventive and curative care to the
 
rural population. This community/promoter low-cost health system

has been tested and improved over the past two years in the Montero
 
Rural Health Project (USAID Grant 511-0453) and has been found to 
be an effective and efficient system of delivering health and nu­
trition services. The rural health promoter, who is paid by a com­
munity health committee, will be trained and supported through the
 
infrastticture of the Ministry of Social Welfare and Public Health
 
(MSW/PH).
 

The MSW/PH infrastructure and referral system includes health
 
posts, health centers, departmental hospitals and central level health
 
and management services. To improve the capacity of the referral sys­
tem to support this new level of community health services the loan
 
will provide funding for the training of selected personnel, the in­
troduction of management and administrative improvements and reforms,
 
the development of effective supply and maintenance systems, the
 



-3­

modernization of the information-statistical system and a comple­
mentary transport system, the basic equipping and improvement of 
facilities in direct support of the community promoter and adequate

technical assistance and evaluation studies to adjust program inputs 
and activities in a timely manner. 

The project will improve the institutional bases of the
 
MSW/PH at the national and departmental level through training,

equipment and improvements in administration and maintenance. This
 
will allow these levels to ftlly support an improved and expanded
rural health delivery system. In addition, in three departments

(la Paz, Potosi and Santa Cruz) the project will allow the imple­
mentation of a complete rural health delivery system from the rural
 
community level through the departmental Unidad Sanitaria. This will 
be achieved by a gradual implementation and expansion of services 
over a period of four years. 

Under the project the most fundamental changes in the Bolivian
 
public heaath system will occur at the rural community level, where
 
services a..e virtually non-existent at present. By means of a pro­
gram of rural health promoters from the rural communities, supported

by a Community Health Committee and an efficient system of supplies
 
and supervision, rudimentary health care, nutrition interventions
 
and environmental sanitation services will be delivered to the rural
 
population. 
Project activities at this level will concentrate on 
preventive services. The curative care will be somewhat more ad­
vanced than at the promoter level, being provided by a Rural Auxil­
iary Nurse I, as has been found successful in the Montero project,
 
or by a physician in the case of a medical post. The Auxiliary I
 
will also provide the supervision at the rural community level ne­
cessary to assure that the promoter carries out his/her activities
 
as required.
 

Hospital Health Centers, with an average of ten beds, focus
 
almost exclusively on curative services in the present system of the
 
MSW/PH and only attempt to meet the demand placed on them by patients
 
coming to the facility. No community services are provided by most
 
of the Centers, thus population coverage is very low. Lack of equip­
ment, supplies (especially drugs) and supervision sharply decreases 
the ability of these Health Centers to deliver even basic curative 
services. The RHDS Project will provide personnel, facilities, 
equipment and supplies to strengthen the Hospital Health Centers.
 
The project will also create an administrative infrastructure at
 
this level, supported by both the departmental and national levels.
 
The Rural Nurse Auxiliaries II, aided by Social Work Auxiliaries, 
will provide services to patients of the Health Center. More im­
portantly, this Rural Health Staff will supervise and assist the
 
Promoters and Auxiliaries I at the Rural Community and Health/Medical 
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Post levels. The medical staff will also provide supervision and
 

assistance to the other levels, especially to the physicians in the
 
Medical Posts. Through this system, new preventive techniques and
 
more complex curative services may be introduced as the project pro­
gresses.
 

At the departmental level, the Unidad Sanitaria has primary
 

responsibility for most administrative matters, while the Depart­
mental Hospital(s) concentrate on service delivery and functions in
 
a considerably independent fashion. The technical, programmatic,
 
and administrative offices within the MSW/PH's Unidad Sanitaria in
 
each department do little more than carry out perfunctory adminis­
trative functions, primarily due to inadequate staff, office materials
 
and medical supplies and funds for transportaticn. As a result, the
 
existing Hospital Health Centers, Health Posts and Medical Posts, re­
ceive little or no support from the departmental level. The R.HDS
 
Project will strengthen the Unidades Sanitarias by creating a Depart­

mental Rural Health Project Team within the Unidades Sanitarias that
 
will provide supervision and technical assistance to the three lower
 
levels. Also, administrative and support systems will be established
 
so that the capacity exists for the departmental level to respond tr
 
requests for support from the three lower levels.
 

A Departmental Training Center will be established in the
 

three target departments to prepare the personnel required by the
 
RHDS Project. In addition to formal courses designed to produce
 

various types of personnel (for example, Health Promoters and Rural
 
Nurse Auxiliaries I and II), this Training Center will also provide
 

courses for various types of personnel already in the field, and
 
continuing education courses for its graduates.
 

The MSW/PH currently centralizes its admi.nistrative activi­
ties at the national level, thus causing many cf the problems at the
 
lower levels. Programmatic areas are supervised thrcugh the :arious
 
national offices where programs are approved and forwarded to the
 
lower levels for implementation. The decentralization of activities
 
to the Unidad Sanitaria and other levels is a vital facet of the
 
Project. However, even with this decentralization, the Central
 
MSW/PH will play an important role in administering the Project
 

at the national level. An efficient purchasing and storage sys­
tem for supplies and equipment is necessary at the national level.
 
Since existing facilities are inadequate, a national warehouse will
 

be built as part of this project. Norms and procedures for pur­
chasing and distributing standard supplies and equipment will be
 
established at the national level by the Project Team.
 

In addition, an important part of the Project's human
 

resources development activity will take place at the national
 
level. The Project will strengthen the School of Public Health
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by providing the personnel and equipment that will permit it to
 
provide courses for physicians (departmental level staff and

Directors of Hospital Health Centers) and support personnel which
 
will teach the participants how to run their respective parts of

the RHDS Project. In addition, the School of Public Health will

provide formal public health programs for physicians, something

that does not presently exist in Bolivia.
 

D. Financial Summary (In US$000) 

A. 
Grant 

I. 
Loan 

D. 
Total BOLIVIA Total 

Technical Assistance 
Rotating Drug Fund 
Human Resources and 

3,030 240 
1,40 

3,270 
1,400 

3,270 
1,400 

Training 980 980 980 
Information and Evalu­
ation 480 480 480 
Construction 
Equipment 
Personnel and Travel 
Maintenance 
Promoter Salaries 
Miscellaneous . 

3,420 
2,380 

.. 

3,420 
2,380 

.. 

5,215 
435 
600 
150 

3,420 
2,380 
5,215 

435 
600 
150 

Sub-Total 3,030 8,900 11,930 6,400 18,330 

Inflation and Con­
tingency 270 1,100 1.370 _ 2,270 

TOTAL 3,300 10,000 13,300 7,300 20,600 
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PART II - PROJECT BACKGROUND AND DETAILED DESCRIPTION 

A. Background 

1. Priority and Relevance 

The GOB's National Economic and Social Development Plan 1976­
1980 has as its highest priority the improvement of the standard of
 
living and 
well being of the population and a progressive redistribu­
tion of income. The National Health Plan which is an important com­
ponent of the five year economic and social development plan has as
 
its primary objective the improvement of the health status of the
 
population through the extension of coverage of health and nutrition
 
services. The Rural Health Delivery Services (RHDS) Loan directly

contributes to these economic, social and health sector objectives by

developing and implementing a low-cost health delivery system which

will maximize the extension of coverage and impact of basic health
 
services, especially improving the health and well being 
of the rural 
poor.
 

The health profile of Bolivia is typical of most developing
countrjes. Poor environmental sanitation conditions, low nutritional 
sbatus, high fertility rates, and high prevalence of communicable 
disease reservoirs contribute to staggering levels of infant mortality
(147 to 250/1,000) maternal mortality (48o/loo,000) and general mortal­
ity (18.4/loo) which limit life expectancy to only 47 years of age.

This limited life expectancy is further complicated by many days of
illness which severely limits individual productivity and places a 
large dependency burden on family members and the society at large.
These high rates of morbidity and mortality are zurther compounded by

the severe cultural, geographical, communication and transportation

limitations particular to Bolivia, and the inadequate human, financial,
material and technical resources available to the health sector (see
the Bolivia Health Sector Assessment for greater details on the pro­
blems and limitations facing the health sector). 

Although the problems facing Bolivian health agencies are
 
formidable, large improvements in status
the health of the population 
can be made if a basic preventive and curative health system can be de­
signed to reach those rural poor presently without coverage of these services. 
The RHDS Loan described in this project paper has programmed a series

of activities which will bring these vital health services to the can­
pesino rural communities. This project is particularly relevant to the
 
Bolivian health and development situation in that it will not only

provide vital health services to reduce high rates of morbidity and 
mortality, but it will do so through a low-cost health delivery system
which will receive considerable support from community sources. This 
combination of high priority health services and complementary commu­
nity support will facilitate the development of activities for the 
eventual extension of this program to all segments of the rural popula­
tion. 
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2. Relationship to Current A.I.D. Activities 

The GOB and USAID have had a long and productive relationship
in the development of important health services. Beginning in 1974

the GOB and USAID recognized the need for developing an integrated,
programmatic approach to the delivery of health services, and initiated
the first health sector assessment which helped to formulate a compre­
hensive analysis of health sector problems and establish a health sec­tor strategy to guide future GOB-USAID health programs. The Health
Secto Assessment reached the conclusion that to resolve the major
health problems and health sector constraints particular to Bolivia ,a

comprehensive health improvement program needed to be initiated and
evaluated as a 
pilot project grant activity prior to the expansion of
such services on a national scale. 

Since June of 1975, the GOB and USAID have been developing and
testing a comprehensive Rural Health Delivery Services Project (511­
0453) in the Montero area of the department of Santa Cruz. Working insome 31 rural communities, the Montero project has developed the plan­
ning, organizational, training. support and information/evaluation
methodology to effectuate the delivery of rural health care services.
Using the community health ccmmittee and the community health promoter
as the basic elements of a low cost health delivery system, the pilot
project has been able to achieve coverage of the target population of
Northern Santa Cruz including training, equiping, drug and vaccine

stocking and other activities. Additionally, high impact delivery

mechanisms in maternal child health, environmental sanitation, nutri­
tion., curative medical and dental services, morbidity and mortality

investigations, and health education activities have also been devel­oped for implementation at the community level by rural health pro­
moters. These person to person services, which in most parts of therural areas is the only service-type government contact with the
campesino, have been developed within an improved support infrastruc­
ture of the Ministry of Social Welfare and Public Health. With con­
centrated technical assistance, facility and transport improvement,
technical training, and administrative/information system reform, theMontero project has demonstrated the feasibility of developing the 
support services necessary to extend and improve the health and
 
nutrition services available to the rur 
1 i. or. 

USAID/B and the ESW/PH are currently initiating activities
under the Rural Sanitation Loan/Grant Project (511-0458) which pro­vides for ccnstruction of potable systemswater and latrines in 200
rural communities in the departments of Cochabamba and Northern Chuqui­
saca. Included in this project is 1)A.I.D. financing for: long-termtechnical assistance in administration and maintenance for the Environ­
mental Sanitation Division (ESD) of the MSW/PH; 2) short-term tech­
nical assistance in evaluation, trai!ng and organization; and 3)
procurement of a considerable amount of materials and equipment. 
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Since these activities have already begun it is expected that they willprovide an appropriate mechanism to work with the MSW/PH in identifyingproblems in the 	areas of procurement of services and supplies, as wellas with increased community activities. Additionally, these project
activities will provide the MSW/PH 	with the necessary experience todevelop the appropriate systems to carry out these types of activitiesin relation to the Environmental Sanitation project, and should faci­litate 	the expansion of these same types of activities contemplated
in the 	RHDS project for the departments of la Paz, Potosf and Santa 
Cruz. 

The Village Development Project (53l.0-C99) whichA.I.D. 	 is financed byand the GOB, through the National Cominunity Development Service(NCDS), provides for construction of social infrastructure projects tobe built through community participation, with NCDS supervision. Theseprojects include 160 potable water systems and latrines and 169 health/medical posts in the new12 	 NCDS zonal offices established under Pro­ject auspices, which are located in the nine departments of Bolivia.
Six of these offices are located in the three departments included in
the RBDS project area. Additionally, up to one third of the projectsfunded 	under the Village Development Loan may be built outside the 12zonal office areas. The Project Agreement further provides that thesehealth 	sector projects, to be built by NCDS and the communities, mustbe approved by the MSW/PH prior to initiating construction in order toallow the MSW/PH to budget sufficient funds for staffing and equipingof the 	health/medical centers and for support of the 	potable watersystems. To this end the MSW/PH and NCDS have signed an agreementwhich formalizes the procedures to be followed in determining when andwhere these structures will be built, and the project supported staf­fing, equiping and support costs required. The additional administra­tive structure and logistic systems proposed under the RHDS project will
facilitate the planning and staffing of these health/medical centers
and provide improved support and supervision of the Auxiliary Nurses
located at these. Additionally, the RHDS project will allow for the
creation of health promoters in the smaller adjacent communities,
thereby extending the reach and benefit of these health services
 
structures.
 

Other AID projects which are planned to impact on the REDS
ject area 
of Santa Cruz, Potosf and a Paz include: 	
pro­

1) The 	Nutrition
APD Grant (511I-0468) which assists the GOB in carrying out nutritionplanning and evaluation activities through the Ministry of Planning andCoordination and the Departmental Development Corporations; 2) theSub-Tropical lands Development Project (Loan 511-T-050) which assiststhe GOB in colonizing the San Julian areacropland 	 in Santa Cruz and developing1he National Institute for Colonization is also discussing withMSW/PH 	 expanding the Montero Proj ect into the San Julian area; 3) theRural Electrification I Project (511-L/T-046) which will provide elec­trical 	connections to 9,600 residential, 11, 000 	 farm and 2,600 



commercial users in the Santa Cruz area; 11) the Rural Flectrification IIProject (511-T-O49) which will provide service to Y,300 re sidenttal, L).100

farm and 3,250 commercial users in Paz and
La Potosi;Project (511-T-056); 5) the Rural Roads II (5ll-T-061) 

L) the Rural RO!id .I 
which will construct8o0 kilometers of feeder roads in La Paz, Santa Cruz and Potosi, departments;6) the Educational Management and Instructional Development Program (511-V-051)will establish District Educational Development Centers in the three depart­ments to facilitate decentralization of educational services; and the RuralEducation II Program (511-V-057) to improve rural normal schools in Santa
Cruz and Potosl; 7) the Title II FFP which provides foodstuffs for mothers'


clubs in the target departments, the use of which should be improved under

this project; and 8) the Title III Program which will supply funds over a
five year period to support the development of a National Nutrition Institute

and a national Communicable Disease Control Program which will carry out pro­grams in the target departments,providing the required communicable disease
 
control component of the Project.
 

The Rural Health Delivery System Loan (RHDS), therefore, builds
 upon the solid analytical base of the Health Sector Assessment and the pro­grammatic testing of the extension of health services through the Montero
Rural Health Delivery Services model. 
 The loan is a logical follow-on acti­vity to the previous GOB-USAID health sector activities and also complements
the other USAID rural sector activities. It takes advantage of these and
other GOB-USAID activities by providing the continuing infrastructure and
human resources to insure the maximization of present health sector/communi­
ty investments and to guide the long term improvement of health status in
 
rural communities.
 

3. Other Donor Activities
 

Private Voluntary Organization and other international organiza­tions have played an important role in the initiation of innovative programs
and the delivery of health care services in Bolivia. 
 It might be said that
Bolivia, which designates only 1.5% of its central government budget to the
MSW/PH for public health services, depends heavily on international sources
to energize its efforts in preventive and curative health services.
 

The Pan American Health Organization, which has influenced the de­velopment of health services since 1931, is primarily involved in providing
technical assistance and small amounts of seed money to improve the technicaland administrative capacity of the health sector. 
 PAHO activities scheduledfor 1978-1982 complement activities ccntericlated in the RHDS Project. 

Recently, several international donors have discussed with AID

mutual interests in the health sector. 
 The IDB. which had tentatively
programmed and postponed a health loan for oliviasector -­ for the lastseveral years, informed the Mission that they were rermanently withdrawing
their proposal. 
 This was due to the difficulty of developing a program
with the MSW/PH, IjDB's lack of a permanent technical health staff in Boli­via and the cost of the !DB financing versus other alternative uses
for these development funds in Bolivia. The British
Government had indicated possible 
 interest in financing a
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health project - possibly hospital construction or drug and equipment 
imports - as an alternative to the financing of the importation of 
mining equipment for the Bolivian State Mining Corporation (CCMIBOL), 
which was cancelled due to opposition by British labor groups. As a 
result of the GOB's decision to hold elections this year and to allow 
union activities to resume, oppostion by the British unions has been 
withdrawn and the British Government has indicated that this financing 
will now be focused on the mining sector. The German Government had 
indicated the desire tp provide financing in the health sector for a 
rural health program oriented towards hospital and construction acti­
viies. The focus of these activities, however, seemed to be on the 
development of curative services and not on a comprehensive rural 
health program. The Jack of a resident technical staff, the impending 
elections and the German Government's uncertainty as to the GOB's 
intentions with regard to the initiation of a Capesino Social Security 
Program (discussed in Part II.A.5 of this Paper) has resulted in a 
postponement of this financing for the time being. Finally, the Japanese 
Government has been involved in financing the construction and equip­
ing of three gastro-enterolgical hospitas, one each for la Paz, Cocha­
bamba and Sucre, and the training of the staffs of these. While urban 
based hospital construction is not contemplated under the RHDS project, 
these hospitals will provide complementary services to those of the 
project. 

4. Evaluation of Montero Rural Health Project and its Relation to 

the RHDS Project 

Background
 

Following conclusions based on the Bolivian Health Sector Assess­
ment, the Mission in coordination with the MSW/PH-i, initiated a pilot 
project in the northern section of the Santa Cruz department, based in 
the town of Nontero. The initial purpose of this effort was to improve 
the MSW/PH's ability to plan rural health services and provide the 
basis fbr a national effort to establish a rural health delivery system. 

:rn implementation, a shift was made from a broad health research 
effort to the design and implementation of a systematic delivery of 
health services in a limited rural area. This shift and an extension 
of the project by 18 months enabledthe Mission and the 14W/PH to gain 
experience in the development of each of the components of the system 
and in limited implementation and management of the system as a whole, 
before proceeding to establish a national rural health delivery system.
 
In May, 1978, additional funding was approved to provide for additional 
services contemplated under the national health delivery system, and 
at the same time to expand services to new areas adjacent to the current
 
project area. 
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Design of the Project
 

The criteria utilized in the implementing structure developed
under this project, was to work within the possibilities of the tech­nical administrative, financial, and human resources framework of the
MSW/PH. That is not to say that the model created was to be limited tosimple improvements of existing schemes, but that major modifications
of the present system would be identified, and programmed according
actual limitations 
of the current system. Under 
to 

this guideline, thetwo major criteria have been the cost of replication and the commitmentby the GOB to rural health services. 

In terms of the Montero Project, the MSW/PH has met its finan­cial obligations regularly. The GOB's concern and interest in ruralhealth has increased notably over the life of the Montero project.
This commitment is manifested by the publication of two major planningdocuments exclusively for rural health service expansion and the par­tial financing by the central government of initial activities of these
plans. 

Another major concern in the design of the Montero project was
to work within the existing rural socio-economic system, maximizing
the advantages of its rural social, cultural and economic characteris­tics. This meant that utilizng the heterogeneity and strong traditionsof the rural population which implies a natural resistance to the intro­ductioni 
new ideas, in the positive aspects the strong tradition
of community self-help and unity. 
This implied the introduction of
community participation in the national health system which would enable
expanded coverage with minimal additional cost to the national treasuryand maximum flexibility in terms of defining the method of service deliv­ery in each individual community. The aspects of the project that res­pond directly to this concern are: 
 community participation in deter­mining their health services, within a set of general guidelines; com­munity acceptance of sharing the costs of a health services system; andthe selection of a target group most nearly representative of the
diverse ethnic and cultural characteristics found in rural Bolivia.
 

The first two aspects are addressed in the Community Organizing
Methodology (Annex L) developed as part of the project, which takesinto account among other things, the community experience of self-help
and working together. 

In terms of the third aspect, socio-cultural representativeness,
the area selected has the three major ethnic groups: 
 Aymara, Quechua
and "Camba". The experience of the Montero Project has shown thatethnic composition is not a major variable in determining the successor failure of community participation in a rural health system; rather,a critical determinant is the community's experience in working together. 



Administration Structure 

There are three key administrative aspects of the Montero Pro­
ject: (1) Organization and coordination; (2) Personnel administration; 
and (3) Financial management. The Montero Project has a structure 
consisting of five programmatic levels, but it is the top three (nation­
al MSW/PH departmental -- Unidad Sanitaria -- and the District Pro­
ject Team5 that have the primary administrative responsibilities. 

At the national level, the MSW/PH Executive Comnittee has been 

established with a membership consisting of the Chief of Planning as 
Project Coordinator, the Chief of Administration and the Chief of the 
National Directorate of Public Health. This Committee has been respons­
ible for the overall Project management, including coordinating the 
Project's activities with counterparts in other Ministries and private 
groups at the national level. 

At the departmental level, the MSW/PH has provided a Depart­
mental Coordinator to work within the Santa Cruz Unidad Sanitaria. A
 
Departmental Executive Committee has been established, and consists of 
the Departmental Project Coordinator, the Chief of Planning MSW/PH, the 
Chief of Planning of the Departmental Public Works Committee,the Chief 
of Administration of the MS/PH, the head of the Outreach Team in 
Montero and the Chief of the Montero Hospital. In addition, the chiefs 
of the Unidad Sanitaria's operating divisions, including maternal and
 
child health, nutrition and environmental sanitation, assist the Com­
mittee upon request.
 

The District Outreach Teamlocated in Montero is the local pro­
ject implementation group. This Team ismade up of the head of the 
Outreach Team, a biostatistician technician, an Auxiliary Nurse II, a 
supplies technician and a driver. A District Coordinating Committee alsc 
has been established which meets informally. Membership consis of 
representatives of the Normal School, Rural Education, the National 
Colonization Institute, the National Community Development Service, the 
Training School and the Methodist Rural Medical Program, and is chaired by 
the head of the outreach Team. 

Considerable decentralization has been possible due to the 
departmental and district level elements of the Montero project. 
Basically, the district level has primary responsibility for meeting 
the support services needs of the lower levels. Although problems 
have occurred in procuring and distributing some of the support mate­
rials, the idea of decentralized administration has been accepted by 
the MSW/PH and Unidad Sanitaria. Regarding personnel administration, 
the MSW/PH has decentralized responsibility for staff appointments to 
the Departmental Project Coordinator at the Unidad Sanitari . In the 
past, all such appointments were initiated at the national level and 
approved by the Minister. 
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Supervision of personnel at all levels has been an important
component of this Project. The Health Promoter is supervised by the 
Auxiliary Nurse I from the appropriate health post or medical post; the
 
Auxiliary Nurse I is supervised by the Auxiliary Nurse II; the Auxi­
liary Nurse II by the District Outreach Team; and$ the District Out­
reach Team by the Departmental Project Coordinator at the Unidad Sani­
taria. 

The Auxiliary Nurse II is a new personnel position for the MSW/PH,
This helps create some much-needed job mobility within the lower levels 
of the MSW/PH, since the Auxiliary Nurse I may be given additional
 
training and promoted to Auxiliary II. The MSW/PH has also approved
accepting Health Promoters for training as Auxiliary I' s. 

Financial administration of the Project is based on joint

departmental and district budgeting coordinated with the MSW/PH at the
 
national level. The project has been able to decentralize salary pay.
ments to the departmental level. The salary of the Health Promoter is
determined and paid by the Community Health Committee, the funds for 
his salary coming from the Promoter's charges for services and medicines.
 
The Promoter turns funds collected over to the Treasurer of the Commu­
nity Health Commitzee, which also raises money from the community, if
 
necessary to support the program.
 

Implementation
 

After six months of implementation of actual service delivery

the Montero Project has in its area of influence 30 of the total com­
munities fully participating and an additional 55% in the process of
 
organization. This represents a substantial increase in the rural popu­
lation that is served by the MSW/PH. According to the USAID/B Rural
 
Health Sector Assessment, the MSW/PH provides sporadic health services
 
to 15% of the rural populatinn. Through the Montero Project, the
 
MSW/PH is providing continuous services to 31% of the rural population

of the northern Santa Cruz area, after a very limited implementation

period. This is expected to be expanded substantially in the next
 
year.
 

The prime objective of the Montero Project is to assure that the
basic health needs of the rural population are met, utilizing a system

which emphasizes preventive services in five basic programs, i.e.
 
Maternal-Child Health, Nutrition, Communicable Diseases Control, Envi­
ronmental Sanitation and a Medical Attention Program. The MSW/PH goal
is to provide complete coverage of these servicesbut the current 
emphasis falls primarily on curative, hospital care and various indi­
vidually isolated preventive programs. This means that in rural areas
the auxiliary nurse assigned to a health post is expected to carry out 
more than three hundred different tasks, and provide all the necessary
information to the central level. This situation compounded with a 
chronic lack of supplies, travel money and supervision forces the system
 
to a virtual standstill.
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Under the Project, these barriers to service delivery have been
 
addressed by integrating the various activities of each of the four
 
basic preventive programs into manageable sets of tasks at various
 
levels within a regionalized system of service delivery. This allows
 
the Auxiliary Nurse more time for preventive services and similar tasks,
 
since the more complex services are assigned to higher service levels
 
which serve as their reference centers. In addition, the new system
 
facilitates supervision and training by giving each level of health
 
services a clear set of functions and interrelationships on which to
 
base their work.
 

In addition to the newly structured services, the project has
 
also improved the effectiveness of the coverage of the ongoing MSW/PH
 
services. First, the project has provided training to the physician
 
and environmental sanitation technicians at the level of the hospital/
 
health centers, so that they can provide support to the personnel in
 
their area of responsibility. Further reinforcement of these activities
 
is needed as additional funds for supplies and equipment to improve
 
medical attention and to install potable water systems is available.
 
Second, the project has assisted the Rural Auxiliary Training School 
in Montero to improve its curriculum for Rural Auxiliary Nurses I. 
Third, the project has created a District Outreach Team based in Montero 
which is responsible for setting up the service system, supervising all 
rural activities in northern Santa Cruz distric; and providing adminis­
trative and technical support to all levels within the district. This 
team needs further reinforcement in terms of aditional perscnnel which 
the MSW/PH has budgeted for 1978. Finally, under the Project a Regional 
Coordination Unit in Santa Cruz has been created which serves to 
strengthen the support of the regional technical personnel at all 
levels of service activity. 

According to the information available for activities in the
 
project area, there is significantly greater utilization of services
 
than on a national basis. The national average of attention provided
 
at the health post by the Auxiliary I is 16 consults per month, while
 
in Montero the average is 63 per month. Considering that in the eonterc 
area the Auxiliary Nurse I dedicates a maximum of 50' of her/his time tc 
this activity, while the rest are dedicating 100":1 this increase is sig­
nificant. In terms of the promoter, for which there is no national com­
parison, approximately 60 household visits per month is considered average. 

Thus, the MSW/PH and USAID have carried out a pilot prcject which
 
has provided the basis for development of a rural health system. This
 
project took into account the appropriate technical, administrative, fi­
nancial, organizational, cultural and human resources requirements of
 
the system, without ignoring the reality of the Bolivian Health Sector.
 
The experience gained served to provide the MSW/PH with the experience
 
and confidence necessary to initiate a more ambitious program for health
 
services delivery.
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5. Current Status of Rural Health Activities-


The MSW/PH is currently the major actor in health activities
 
in Bolivia, although the Social Security System, over which it has nominal
 
control, does provide coverage for a small number of rural residents em­
ployed in the petroleum and mining sectors, and for a somewhat larger
 
group of urban salaried workers, totaling approximately one million per­
sons. Through the departmental Health Units (Unidades Sanitarias), which 
are located in the departmental capitals the MSW/PH plans and supervises
preventive and curative health services in each department, which are
 
executed through the Hospital Health Centers, Medical Posts and Sanitary
Posts, all primarily located in rural areas. Auxiliary Nurse personnel
stationed at the lowest level, and physicians, nurses and auxiliary

personnel at the Medical Posts and Hospital Health Centers provide a
 
range of curative services, in accord with their capabilities and the
 
physical facilities equipment and supplies available.
 

Other than sporadic communicable disease vaccination programs,

little is done in preventive services, which is undoubtedly where the
 
biggest impact on the health status of the rural population can be made.
 
Furthermore, outreach activities occur only occasionally, and depend for 
the most part on the good intentions of a few isolated, dedicated health
 
workers, rather than a concerted MSW/PH program.
 

At the departmental level the larger hospitals located in the
 
capital cities perform more complex surgical interventions, as well as
 
treatment requiring specialized training and equipment. Also located
 
here in the Health Unit is the Ministry's technical staff which provides

programmatic guidance and technical and administrative support to the
 
hospital health center, medical and sanitary posts. At the national
 
level are found the specialized hospitals, as well as the Ministry's 
national technical and administrative staff.
 

Given the inadequate training of the staff of the health ana 
medical posts and the lack of adequate supplies and equipment, those .who 
are able to afford treatment and are in need generally by-pass the first 
two levels, going instead to the hospital health center or directly to 
the departmental hospitals located in the departmental capitals. This 
same situation prevails with regard to the urban population and the 
urban health centers. Combined with the problems mentioned above, this
 
treatment pattern reduces the attention provided at the sanitary and
 
medical posts to a very low level, and overburdens the already inadequate 
hospital services system.
 

Cognizant of these shortcomings and in response to Five Yeer 
planning requirements emanating from the Ministry of Planning and 'Coordi­
nation, the MSW/PH had developed several plans which attempted to 
ameliorate these problems. Most recently a plan for the period 1977-1980 
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was prepared which evaluated the physical plant and equipment requirements

of the MSW/PH for the expansion of rural health services, and proposed an
 
investment plan for funding by the GOB to overcome these shortcomings.

Similarly, human resource requirements have been identified and an attempt
has been made to start training of adequate numbers of auxiliary personnel 
to begin to cover the existing service deficit. Missing from these plan­
ning activities, however, were two important factors- an overall implement­
ation strategy and funding sources which would permit the GOB to provide
the investments required for service expansion. 
Lacking both of these,
 
it was impossible to put these plans into action.
 

Shortly before the Mission proposed to the MSW/PH that the de­
velopment of the RHDS Loan/Grant Project be moved up to fiscal year 1978,

the idea of financing this 
rural service delivery system expansion through 
a program originally proposed by the present government some 
six or seven
 
years ago, was reactivated. It was envisioned as the last major social,
 
program of this government and as a way to initiate the service delivery

expansion program. 
This financing scheme, called the Campesino Social
 
Insurance (CSI) program, requires obligatory enrollment of all rural re­
sidents in the social insurance program as 
the first stage of instituting
 
a full rural sccial security system. 
The program would be capitalized

through fixed monthly charges of approximately $2.00 per rural worker during 
a period variouay estimated at six months to one year, prior to beginning

service delivery. Initial coverage provided would include curative and
 
some preventive services, and in subsequent years basic services would
 
be expanded and other social security benefits would be included such
 
as old-age pensions, death and survivors benefits. In addition to the

obligatory payments from each rural worker, a considerable amount of
 
external financing, estimated at $20 to $30 million, would have been re­
quired to implement the system in its first 5 years of operation.
 

When the Mission made its proposal to the YSW/-H for .-cving up
the RHDS project, the Ministry suggested that AID instead provide the invest­
ment needed for initiation of the Campesino Social Insurance program.
After carefully analyzing the proposal, which had very limited distribution
 
up until that time, the Mission declined to participate directly in the
 
program. This was done for the following reasons:
 

a. The capitalization of the program very definitely depended 
on 100% involvement of the rural population, which was 
clearly envisioned by the MSW/PH as being obligatory, rather
 
than voluntary. 
The Mission saw no means which permitted

the Ministry to enforce this enrollment, thereby endangering

the program's financial viability, nor any means to overcome
 
the hostilities which would be created if the attempts to
 
enroll rural workers failed.
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b. 	Very elaborate detail was devoted in the program to the
 
construction, remodeling and equipment requirements, as well
 
as to the phased national implementation by geographic areas.
 

However, little attention was given to the human resource and
 

training requirements, the implementation constraints of the
 
MSW/PH nor to the reform of the administrative, maintenance
 

and logistic support systems required to implement this am­
bitious program. The Mission felt that these components were
 

as crucial, if not more so, to the success of the project as
 
those emphasized by the MSW/PH.
 

c. 	The GOB Five Year Plan stressed increased life expectancy
 

and decreased rates of infant and maternal mortality and com­
municable disease levels as goals for the MSW/PH programs.
 
However, the Campesino Social Insurance program stressed
 

curative, hospital and health center based services rather
 
than preventive services. The Mission felt that the latter
 
would have been a more adequate response to the problem than
 
that proposed by the MSW/PH.
 

For these reasons the Mission proposed instead that the MSW/PH 

and USAID jointly develop a program for the expansion of health services 

to rural areas, which would be based on the most recent Five Year Plan 

goals, the Montero Rural Health Project and aspects of the Campesino 

Social Insurance Program, with the following exceptions to the Social 
Insurance concepts: 

a. The proposed program would involve financing by the central 
government fer all regular MSW/PH personnel and voluntary community fi­
nancial support for the health promoters located in the rural communities,
 

thus eliminating the forced participation of the population in the program. 

b. 	 Emphasis would be placed on preventive community-based acti­
vities, but also provide for improvements of curative service delivery in
 
rural areas.
 

c. Training, administrative reform and the development of a
 

logistic and maintenance system would be given high priority.
 

d. Phased geographical implementation for the program would 

be instituted for three departments and the national level, rather than 
attempting to cover the entire country initially.
 

Given the lack of GOB financing capabilities, the extreme re­

luctance of any external donor to become involved in the Campesino Social
 
Insurance project and the MSW/PH's sincere desire to expand service coverage
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in rural areas, the Minister of Social Welfare and Public Health 
met with Mission representatives and agreed on a plan for develop­
ment by the MSW/PH of the information required for the PP. The 
Director General of Public Health was designated responsible for
 
coordinating the activities of the various technical groups formed
 
in the Ministry to develop the initial analyses and information re­
quired. The Mission contracted consultants worked closely with
 
these groups and used the information developed by them as a basis
 
for the analyses included in the PP.
 

As of the date of preparation of this document, the GOB 
and the MSW/PH continued to indicate interest in the Campesino Social 
Insurance (CSI) program, but without specifying what concrete form 
it might take. The Mission therefore proposed that the MSW/PH 
utilize the RHDS Project as the means of beginning implementation of 
the health services component of the CSI program, based on the RHDS 
service and financing mechanism, since the components which comprise 
the social security aspects of the CSI program were not scheduled for 
implementation by the MSW/PH for some ten years. This strategy would
 
permit the Ministry to begin expanded service delivery in rural areas
 
and upgrade its technical, administrative and logistic systems which
 
would subsequently provide the basis for implementation of the social
 
security aspects of the CSI program.
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B. Detailed Description 

1. Goal 

The general health sector goal, as described in the Mission's
Health Sector Assessment 
and to which this Rural Health Delivery
Systems Project is being directed. is to improve the standard of livingof the rural population through improvement of the health statusthis group. This will be achieved by decreasing the incidence and
of 

prevalence of the major diseases which affect the productivity and
quality of life of the rural poor. This RIDS Project will contributeto the accomplishment of this goal by addressing one of the major
constraints to improved health status, namely the lack 
of adequatehealth services, both preventive and curative, in the rural areas of
Bolivia. 

2. Purpose 

The purpose of the Project is to extend, improve and support
health services to the rural poor in order 
to improve the health statusof the rural population of the three target Departments of Ia Paz,Potosf and Santa Cruz. 
 Certain administrative and technical improve­ments and reforms will also be introduced into the MSW/PH which will
facilitate health services delivery to this group. Achievements towardmeeting this Project purpose will be measured by means of pre and post­sample household health surveys that will indicate the relative successof the program through changes in standard community health indicators,asas well through personnel and supervision reports which will indi­cate the frequency and coverage of the health services being provided.
The Project is designed to stimulate community participation andresponsibility for directing and supporting an appropriate mix ofhealth, nutritional and environmental sanitation services that willmost effectively and efficiently reduce the current high levels of
mortality, morbidity and disability. The Project cmphasizes the
delivery of preventive rather than curative health services through
community based rural health promoters and rural nurse auxiliaries who
are supported and supervised by a Community Health Committee,as well
 as by an improved rural health infrastructure and administrative
 
system of the Ministry of Social Welfare and Public Health. 
Although

the focus is on preventive services, rudimentary and basic curative
services will also be provided at the community level, both in the
homes of the rural poor and in simple outpatient health facilities.
 

The REDS Project focuses on the rural poor population of
Bolivia in communities with a population of 150 to 500 personsa throughhealth delivery system which is designed to provide basic preventiveand curative services using Rural Health Promoters. Larger rural
towns are also covered under the REDS Project through services provided 
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by Health/Medical Posts or Hospital Health Centers. 
An estimated 43.8%
of the rural population in communities of this size in the three tar­
get Departments of Santa Cruz, Potosl 
and Ia Paz lives in accessible
 
areas, and is estimated at about 651,000 using the 1976 census data.
Santa Cruz is selected as a target area because the Montero project is

operating there, and expansion to the rest of the Department is facili­
tated by the existence of the infrastructure created for this pilot
project. 
la Paz and Potosi have been included since these departments

and Santa Cruz have the largest relative concentration of MSW/PH re­sources in rural areas, the infrastructure is reasonably developed, and

other development projects (e.g., education, roads, electrification agri­
culture) have activities in these departments These departments rank

1st, 2nd and 4th respectively with regard to rural population which will

provide the opportunity for a significant impa,t on the' rural Population
through the project activities.
 

3. Prolect Design 

This section will present and discuss thelvarious levels and
 
components of the Rural Health Delivery Systems proposed by this pro­ject. 
 It represents the first major effort at establishing a national
 
system of this type in Bolivia. The Project will have major impact on
 
all levels of the public health system in Bolivia; that is, rural com­
munities, health/medical posts, hospital health centers, departmental

health units (Unidades Sanitarias), and the national Ministry of Social

Welfare and Public Health. 
At each level, this Project's impact or
 
changes will be in terms of population coverage, service delivery,

human resource development, community organization, logistical support

systems, facilities and equipment, administration, information and
 
evaluation systems and planning.
 

The Project focuses initially on the institutional improvements
required in the MSW/PH to effectively support the Rural Health System,
prior to beginning the actual delivery of services. In this way the

Project provides for the systematic, institutional support necessary
for effective delivery of preventive services to rural areas and the

improvement of the referral system. Thus, the Project concentrates
actions earlier in the implementation period in the areas of human 
resource development, logistical support systems, facilities and
 
equipment, administration, information, evaluation and planning. The 
systems, commodities, equipment, facilities and personnel required to 
select, train, logistically support and supervise the Community Health 
Committees and the Rural Health Promoters is assured in this way prior 
to entering each level of Project activities. Development or reformula­
tion at the national level of policies regarding personnel, training,
drug, equipment and supply procurement, facilities, administration and 
morbidity and mortality data are initial Project activities and are 
followed by implementation of these through the specific systems re­
quired in each of these areas- Construction and remodeling of facilities 
and procurement of drugs, supplies and equipment is begun shortly there­
after. Project implementation at the Departmental level in the three 
target departments builds on these activities through the implementation 
of the systems developed and the orientation of current MSW/PH personnel 
and training of new personnel. Subsequently, this personnel begins
implementation of the service delivery model by selecting zones within 
the departments, and the respective Hospital Health Centers, Health/
Medical Posts and Rural Coimmunities. These basic systems of logistic
support, supervision and training thus facilitate the service delivery
and are necessary prerequisite to the community level activities. 

Each level of the RHDS Project is discussed below, as well as
the accomplishments, and linkages among them, starting with the Rural
Community or local level. A chart is presented in Annex D which sum­
marizes the Project activities accomplished at each level. 
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a. Rural Community (Level I) 

The most fundamental changes in the Bolivian public healthsystem will occur at the Rural Community level, where services are vir­
tually non-existent at present. 
By means of a program utilizing Rural
Health Promoters, who will be selected frcm 
the Rural Communities and 
supported by a Community Health Committee, an efficient system of sup­plies and supervision, rudimentary health care, nutrition services andenvironmental sanitation services will be delivered to the rural popu­
lation.
 

Based on the successful experience in the Montero Rural
Health Delivery Systems pilot project, Rural Communities of 150 to 500 
persons will be organized to establish Community Health Committees.

These Committees will recruit and pay a Rural Health Promoter, whowill be selected from among communities' residents. The MSW/PH will
train these Promoters at the Hospital Health Center level, using the

curriculum developed in 
 the Montero project. Remuneration for the
Promoter will be arranged by the Community Health Committees and the
Promoter, and will not be the responsibility of the GOB. The Promoter
will charge standard fees for services delivered, and for the drugsor medicines used in treatment. The Promoter will turn this money
over to the Health Committees, and this money then will be used to
pay the Promoter and to buy replacement stocks of medicines, drugs

and supplies for the Promoter's health kit.
 

In addition, the Committees will be responsible for
managing Mothers' Clubs, which currently act as the community level
conduit of the supplementary feeding p'ograms 
 under the general su­pervision of the MSW/PH. 
Under the p- -.ject, existing and new Mothers'

Clubs also will be strengthened to improve their nutrition impact,as

well as provide a mechanism for increasing rural community savings.

The Community Health Committee may incorporate the Mothers' Clubs

into the Committee or, in many instances, the existing Mothers' Club
will expand its functions to include those of the Community Health
Committee. The Committee will be responsible for setting the bene­
ficiary charge for the foodstuffs,for assuring foodstuff delivery

and for assisting the health promoter 
 in measuring nutrition status
of the beneficiaries. 
 Finally, the Committee may decide to set the

beneficiary charge from 10 to 30 per cent above the minimum required
for transportation and distribution costs. The Committee can usethese additional funds to support its other health and nutrition 
activities, such as paying its Health Promoter,building 
a health
 
post or buying land and supplies for a community garden. 

The Promoter will provide extensive health services tothe Rural Community. These services emphasize prevention, and thusinclude education in nutrition, communicable disease control, maternaland child health and environmental sanitation. Each Promoter will begiven a manual which explains in simple terms what, how, and when s/heshould do in curative terms when faced with a specific illness. Fur­ther, through their training and manuals, the Promoters will be ex­pected to know their skill limits and recognize a problem beyond theselimits forreferral of the problem to the level which can handle it.
The primary mechanisms for delivering preventive services will beindividual and group talks, as well as demonstrations in such areas as hygiene or food habits and group projects such as covering a well 



or keeping height and weight charts in conjuntion with a feeding
 
program. Curative services, quite rudimentary at this level, would
 
emphasize recognition of symptoms and strict adherence to the manual
 
for proper treatment and/or referral for further treatment.
 

The Environmental Sanitation Technician assigned to the 
Hospital Health Center will provide orientation to the Community
Health Committee with regard to sanitation activities in the commun­
ity. This will include evaluation of the environmental sanitation 
situation in the community and recommendations as to what types of 
projects to undertake and assistance in determining water sources to 
be utilized, latrine construction, etc. He will also provide periodic 
supervision of the promoter's and the community's activities and the 
specific project carried out. 

Regular logistic support (medicines and supplies includ­
ing supplemental foods and equipment for latrines and potable water 
supplies) will be provided through the Rural Auxiliary Nurse I at 
the assigned health or medical post. In addition to the Promoter's 
responsibility to the Community Health Committee, s/he will also be
supervised by the Auxiliary I. The data that the Promoter collects 
from the families that are visited will form the basis for planning
and evaluation of the RHDS Project at all levels. Once s/he has 
surveyed the rural community, the Promoter will develop a monthly 
plan of activities in conjuntion with the Auxiliary I supervisor and 
the Community Health Committee. The actual delivery of services will 
be compared to this plan as part of the evaluation of the Promoter. 
On the supervision visits, the Rural Nurse Auxiliary I will visit 
families with the Promoter, and will provide somewhat more advanced 
curative services when necessary.
 

b. Health/Medical Post (Level II) 

Currently, health services at the health post are very 
often not provided because of personnel and/or supplies shortages, 
as well as the lack of supervision and other support. The situation
 
at the medical post, which often has a physician serving an obliga­
tory rural year, is usually not much better. Those services that 
are delivered at this level focus on curative medicine, and very
 
little is done in the way of prevention. Under the RHDS Project,

services at this Health/Medical Post level will concentrate on pre­
ventive services, such as nutrition and environmental sanitation.
 
The curative care will be somewhat more advanced than at the Pro­
moter level. The Rural Auxiliary Nurse I will be the primary pro­
vider of these services, as has been found successful in the Montero 
project. In the smaller areas where there are Health Posts, a Promoter
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will be assigned with the Auxiliary I. Larger areas with health posts
will have two Auxiliary 
's. The largest areas which have medical postb

will have a physician and an Auxiliary I.
 

The health/medical post communities will also be organizedto form a Community Health Committee, which will be responsible forselecting the Health Promoter and programing the community healthactivities with the Auxiliary I. 
The Auxiliary I will deliver services
both in the community (in and inhomes schools), and in the HealthPost. Based on the Montero project experience, about half of theAuxiliary I's time is spent providing services, and half supervising

the Promoters.
 

Supervision of the Promoters is key to the Project's success.
By visiting the Promoter at least once a month, the Auxiliary I pro­vides direct feedback on how the services are being delivered. This
is important both as motivation for the Promoter, who will know thatthere is a system supporting his or her work, and also for control
to make sure that the Promoter is working efficiently and effectively. 

c. Hospital Health Center (Level III) 

Hospital Health Centers, with an average of ten to twenty
beds, focus almost exclusiverly on curative services in the present
MSW/PH system. Furthermore, these Centers simply attempt to meet the
demand placed on them by patients coming to the facility. No communityservices are provided by most of the Centers, thus population coverageis very low. 
Lack of equipment, supplies (especially drugs) and su­pervision sharply decreases the ability of these Health Centers to
deliver adequately even basic curative services. 

The RHDS Project will provide personnel, facilities,
equipment and supplies to strengthen the Hospital Health Centers.

The Project will also create an administrative infrastructure at this
level, supported by both the departmental and national levels. 
 On
the service side, the Rural Nurse Auxiliaries II, aided by Social
Work Auxiliaries and Nutrition Auxiliari.s, will provide services to
patients of the Health Center. 
But, more importantly, this Rural
Health Staff will supervise and assist the Promoters and Auxiliaries iat the Rural Community and Health/Medical Post levels. The Auxiliarj II
is a new type of personnel for the MSW/PH, and their use is based onthe experience of the Montero project. 
The Medical staff will also
provide supervision and assistance to the other levels, especially

to the physicians in the Medical Posts. 
Through this system, new
preventive techniques and more complex curative services may be in­troduced as the project progresses. The Hospital Health Center will
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also treat patients referred from the Rural Community and Health/Me­
dical Post Levels.
 

The administrative staff will be strengthened at the Hos­pital Health Center level. 
This will allow the decentralization of
key support functions to this district level, which can respond morerapidly and effectively to the needs of the direct serx-,ice providers.The RHDS Project will not only provide the necessary drugs, immuniza­tions, supplies and equipment, but will also create a system that
will insure that these materials get to the people that need them
when they need them. 
 This re-enforced administrative staff will alsopermit the Hospital Health Center to serve as the collection pointfor the data needed for an information system that permits effective
administration, evaluation and planning at all levels. Certain Hos­pital Health Centers (about I out of every 4- 5 ) will be designatedas 
support centers for the other 3-4 centers, and will be provided
with additional supplies, warehousing capacity, as well as 
additional
 
administrative personnel.
 

The RIMS project addresses the rural health problems ofBolivia in two degrees of depth, recognizing resource and infrastruc­ture constraints. Three departments (Santa Cruz, Potosf, and La Paz)
will be the targets for development of all five levels of the RHDS
Project; that is, the Project will reach down to the Rural CommunitiesIn the other six departments, the Project will concentrate on changes
in the administration and support systems at the departmental (UnidadSanitaria) and the Hospital Health Center level. In short, in thesesix departments the Hospital Health Centers will be strengthened by
providing the required administrative systems that will allow them
to deliver services in a more effective and efficient manner. 
Such
a strategy provides the basis in these six departments for the next
step, which is to develop the Rural Community and the Health/Medical
Post levels.
 

Another unique feature of the RHDS project is that person­nel will be trained at the Hospital Health Centers, thus allowing
practical training with close proximity to the service delivery levels.
Health Promoters will be trained at the Hospital Health Center, as
will traditional midwives and rural teachers. The midwives's train­ing will provide them with improved techniques for carrying out their
work in the communities, without challenging their service deliveryrole. 
The classes for the rural teachers is a tactic that was found
to be successful 
the 

in the ontero project, both in terms of support forcommunity organization activity and in terms of acceptance andsupport for the Promoter and his/her services. 
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d. Departmental Level (Unidad Sanitaria) (Level IV) 

The Unidad Sanitaria has primary responsibility for mostadministrative matters at the departmental level, while the Depart­mental Hospital concentrates on service delivery and functions in a
considerably independent fashion. 
The technical programmatic and
administrative offices within the MSW/PH's Unidad Sanitaria in eachdepartment do little more than carry out perfunctory administrativefunctions, primarily due to inadequate staff, office materials,
medical supplies and funds for transportation. As a result,
existing Hospital Health Centers, 
the
 

Health Posts and Medical Posts,
receive little support from the departmental level. 

The RHDS Project will strengthen the Unidades Sanitariasby creating a Departmental Rural Health Project Team composed ofmembers of the technical and administrative staff that will providesupervision and technical assistance to the three lower levels. Also,administrative and support systems will be established so that thecapacity exists for the departmental level to respond requeststo for support from the three lower levels.
 

The purpose of the Project Team in the Unidades Santtarias
isto administer the REDS Project within a 
given department. A second­ary purpose is to provide the expertise to improve both the adminis­trative and programmatic capability 
of the Unidad Sanitaria. Ianyimportant administrative functions will be decentralized to the De­partmental level, and these will be implemented through the UnidadSanitaria and the members of the Team. These include the managementof supplies and equipment, supervision, financial administration,
information system management, programming and personnel training. 

Departmental Training Centers will be improved and esta­blished where they are insufficient, in the three target departments

to prepare the personnel required for the RHDS Project. 
 In addition
to formal courses designed to produce various types of personnel
(for example, Health Promoters and Rural Nurse Aiuxiliaries I and II),
this Training Center will also provide courses for personnel already
in the field (e.g., Environmental Sanitation Technicians and Nurse
Auxiliaries I), and continuing education courses for its graduates.
The Training Center will provide training for Promoters, traditional
midwives and rural teachers at the appropriate Hospital Health Center.
The Training Center, working with the Project Team, will also identify
additional topics or short courses which should be incorporated into
the formal training activities at the Center for various types of

personnel.
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Given the type of community organization that is included 
in this project, it will be feasible for those doing the organizing 
to identify traditional practitioners including midwives, and select 
those who will be most likely to respond positively to short courses 
on their roles and new activities that they may be able to perform. 
These traditional practitioners will also be given instruction on the 
RIDS Project and how it works, so that referrals may be made. 

Support systems will be established at the Unidad Sanita­
ria, giving the departmental level considerable control over the pro­
curement and distribution of supplies and equipment. The Project 
Team will also develop a program and a budget for the KHDS Project 
to meet the departmental objectives within the national budget frame­
work. The input from the three lower levels is crucial in this pro­
graming and budgeting process. Once the MSW/PH has approved these 
program and budget guidelines, the Ministry will delegate personnel 
functions for the RHDS Project-specific positions to the departmental 
level. Thus, the departmental level, working closely with the Nos­
pital Health Centers, will develop area-specific programs to meet the
 
specific needs of each area and will be delegated sufficient authority
 
to execute them. 

In addition to its responsibilities in personnel and 
supplies administration, the RHDS Project Team in the Unidad Sani­
taria will be a key element in the Project's information and evalua­
tion system. Vital statistics and health status data will be aggre­
gated at the departmental level, and analyses will focus on deter­
mining the Project's impact in these terms. The existing MSW/PH 
planning process pays little or no attention to determining effects 
in health status terms, and the poor quality of the existing health 
status data makes it extremely difficult even if the desire was pre­
sent. The quality of this data will be greatly improved since the 
Promoters and Auxiliaries I will be collecting fa.ily health data 
(diseases and risk factors) directly from the communities. This will 
greatly increase the validity of the MSW/PH's present health status 
information system which gathers data only on that small proportion 
of the rural population that comes to health facilities seeking care. 

The Project Team will also aggregate service and resource 
data, thus enabling it to develop cost information in order to per­
mit adequate evaluation of the RHDS Project in financial terms, and 
to permit programming the expansion of the project in light of avail­
able funds. Currently the MSW/PH has no cost data by services, and 
little cost data in any terms, so that it cannot tell what it is 
costing . to deliver services at any level within the present
 
system. The cost data from the RHDS Project will permit the Project 
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Team to develop program budgets, which are not presently employedwithin the MSW/PH (traditional line budgets are used). 

e. National Level Ministry of Social Welfare and Public -
Health (Level V)
 

As already mentioned in the previous sections, the MSW/PH
currently centralizes its administrative activities at the national
level, thus causing many of the problems at the lower levels. 
 Pro­grammatic areas are supervised through the various national offices
where programs are approved and forwarded to the lower levels for
implementation. Due to personnel and funding limitations, little
personal supervision can be provided at the Unidad Sanitaria level,much less t the sub-departmental levels.
 

The decentralization of activities to the Unidad Sanitaria
and other levels has been described in the two previous sections.
Even with this decentralization, the MSW/PH 
 RHDS Project Team playsa very important role in administering the Project at the national
level. 
An efficient purchasing and storage system for supplies and
equipment is necessary at the national level. 
Since existing facili­ties are inadequate, a national warehouse will be built as part of
this project. 
Norms and procedures for Purchasing and distributing
a standard set of medicines, supplies and equipment will be established
at the national level by the Project Team. 

An important part of the Project's human resources develop­ment activity will take place at the national level. Currently theMSW/PH exercises only minimal influence over the training of health
professionals, such as doctors, nurses or nutritionists at the Univer­sity level, either in terms of the content of the professional train­ing programs or in terms of the number of professional trained. 
The
MSW/PH's School of Public Health, however, provides additional train­ing to nursing personnel and some health technicians at its La Paz
facility, and through formal departmental training programs (for
example, the Montearo District Auxiliary Training School) and derart­mental seminars. 
This School of Public Health, however, is very under­staffed and underfunded, and thus it rarely offers other courses than
for nurses training.
 

The RHDS Project will strengthen the School of PublicHealth by providing the personnel and equipment that will permit itto provide courses for physicians (Departmental level staff and Di­rectors of Hospital Health Centers) and support personnel. These
courses will be designed in conjunction with the MSW/PH Project Team,and will concentrate on teaching the participants how to run the ac­tivities for which they have responsibility under the RHDS Project.
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Those support personnel, particularly from the departmental level, 
that will benefit from exposure to the national system will be trained 
at the national level. For example, departmental warehouse super­
visors will be familiarized with the national warehousing system; 
departmental biostatisticians will work with the MSW/FH biostatisti­
cians to learn about the national information system. 

In addition, the School of Public Health will provide
 
formal public health programs for physicians, something that does not 
presently exist in Bolivia. Few Bolivian doctors receive scholar­
ships to study public health and health administration in universi­
ties outside of Bolivia, and of these, few if any, train in the United 
States. In order to provide the future technical leadership in pu­
blic health and health administration for the country, this Project 
will provide participant training in these areas. 

Under the RHDS Project, funds will be provided to permit 
the national level staff to travel to other levels to provide tech­
nical assistance and supervision, and also to get to know the pro­
blems that exist at these levels. This knowledge of operational as­
pects at the lower levels is crucial for the MSW/PH Project Team, 
because it will enable the establishment of feasible objectives and 
norms. Objectives will be established for the RfDS Project in a multi­
dimensional approach, including health status, service delivery, po­
pulation coverage, costs, and resources availability . 
These objectives will be established only after close coordination 
with the Departmental Project Teams. The MSW/PH Project Team also 
has the responsibility for developing norms that provide detailed 
guidance for such areas as types and content of services delivered; 
training content; personnel requirements; facility specifications
 
and drugs, supplies, and equipment standardization. Again, close
 
coordination with the departmental level is necessary in establishing 
these norms. 

The 14SW/PH now adheres to a traditional emphasis on 
curative services. Activities such as the construction of facilities,
 
funding and staffing related to curative services receive the largest
 
portion of the MSW/PH's resources. Preventive services, other than 
national vaccination campaigns against TB and DPT, etc, are officially 
encouraged, but actually receive marginal amounts of the total, al­
beit inadequate, resources available. As already described in the 
previous sections, the RHDS Project seeks to strengthen the delivery 
of preventive services, while also providing rudimentary and basic 
curative services to that large proportion of the rural population 
that presently receives little if any formal health services. The 
MSW/PH Project Team must be carefully selected to ensure that the 
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persons chosen have sufficient expertise to provide the technical 
leadership necessary to implement the RHDS Project. Particularly 
important are expertise in preventive services and in the various 
aspects of health system administration. :n some cases, it may be 
necessary to provide international training to persons that will 
fill these positions in order to augment their existing knowledge 
and skills. 

Another important responsibility of the MSW/PH Project 
Team is to coordinate the RDS Project activities with the overall 
MSW/PH' s planning, and with the planning programs of other related 
sectors (e.g., agriculture). Inter-sectoral planning coordination 
recognizes that the development of rural area is multi-dimensional, 
with health services providing only one step in the development pro­
cess. The Project Team will also keep track of, and coordinate its 
activities with (if appropriate) the efforts of other international 
organizations involved in rural health programs. These include, 
among others, PAHO and the World Bank. 

In summary, at the national level the R1DS Project will
 
emphasize decentralized programming for personnel and budgeting ac­
tivities; developing training goals with the Bolivian Universities'
 
Medical Faculties and the School of Public Health training
 
programs, utilizing para-medic personnel; increasing preventive health 
programs; and, improving logistical support, planning, administrative 
and information systems. 
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4. Project Outputs
 

At the termination of the Project the following outputs will
 
have been obtained.
 

a. Health Services
 

Rudimentary health care and first aid, maternal and child

health, nutrition, immunizations, patient referrals and health educa­
tion, as well as environmental health services, will be provided in

approximately 780 rural communities of 150 to 500 persons. 
At the
Health/Medical Post level in approximately 300 communities with 500
 
to 3,000 persons each basic health care will be given in conjunction

with periodic visits by the medical and technical staff from the Hos­
pital Health Center, who will provide supervision, more complex cura­
tive services and introduce additional prexention techniques. In

approximately 50 towns of 3,000 to 20,000 persons each similar per­
sonal health services will be provided. For the population of these
 
towns, and that of the corresponding rural communities and communi­
ties with health/medical posts, the following additional 
services 
will be provided: High-risk deliveries; Treatment of 
third degree

malnutrition; Laboratory services; Professional medical care; 
Simple

and emergency surgery; 
 Dental services; and Ambulance service.

Supervision of the health/medical posts and rural communities will
 
also be carried out by the Hospital Health Center Staff. 
At the
 
departmental (Unidad Sanitaria) level in the three departments of
La Paz, Potos{ and Santa Cruz, environmental sanitation services in
 
support of water systems and latrine construction will be provided,

as well as supervision of personal and environmental health services
 
at lower levels. At the national level supervision, norms and proto­
cols for service delivery at all levels will be established.
 

b. Community Organization
 

In the approximately 780 
rural communities included 
in

the project area,Community Health Committees will be established with
 
the assistance of the Community Organization Team. The Committee
 
will be responsible for the personal and environmental health activi­
ties carried out in the community and the recruitment, payment and

supervision of the rural health promoter. 
At the Health/Medical

Posts in approximately 300 communities Social Work Auxiliaries and

Rural Nurse Auxiliaries I and II will also assist in the organization

of these communities to also establish Community Health Committees.

The approximately 50 Rural Nurse Auxiliaries I and II and the Social
Work Auxiliaries assigned to the Hospital Health Ceenters will assist
 
in the community organizing activities at lower levels. 
 The Social
Work Auxiliaries will also have conducted a community analysis for
 
each rural community and those with Health/Medical posts. 
 The Nutri­
tion 
Auxiliary will have assisted these same communities in organizing
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mothers' clubs for health and nutrition activities, including suple­
mentary feeding and nutrition education programs. At the departmen­
tal (Unidad Sanitaria) level a system for financial and administrative
 
support for community leadership training will exist, as well as the
 
communV organization training for the staff of the Health/Medical 
Posts, 
 Hospital Health Centers and the Unidad Sanitaria. Programming

of expansion of community organization activities will also take place
 
at this level on a regular basis. At the national level norms, super­
vision, allocation of resources and review and evaluation of the com­
munity organization strategy will be established.
 

c. Personnel
 

By the end of the project an adequate system of personnel

recruitment, training, supervision and remuneration will be establish­
ed so as to facilitate the rural health activities. This will include
 
establishing new types of personnel such as Rural Nurse Auxiliaries
 
level IIJ Social Work Auxiliaries, Nutrition Auxiliaries and appro­
priate levels of required maintenance and logistic support personnel.
 

d. Logistic System
 

Under the project a logistic system will be established
 
for the provision of medicines, vaccines, drugs, expendable medical
 
and other commodities, vehicles, equipment and maintenance. A
 
rotating drug fund will provide for initial purchase of drugs and
 
supplies to cover requirements of the Rural Communities through the
 
Hospital Health Centers and will be replenished through user fees.
 
A systemfbr the timely purchase, storage and distribution of these
 
items will be instituted through the Health/Medical Posts, Hospital

Health Centers, Unidades Sanitarias and national warehouses. A main­
tenance capability will also be established for vehicles and equip­
ment, with appropriate service facilities at each level.
 

e. Facilities
 

Under project auspices a system of warehouses -one at
 
the national level, three at the departmental level and ten at the
 
Hospital Health Center level- will be built and equipped. Addition­
ally., loan funds will be used to build and threeequip new 
Hospital Health Centers and complete equipping of approximately 57
 
others, as well as 
to build and equip approximately 70 new Health/Medical
 
Posts and remodel and equip approximately 90 Health/Medical Posts. The exact

number.of new and remodeled service facilities required in the proje2t area
 
will be determined based on an update of a 1976 MSW/PH survey. 
The
 
Health/Medical Post buildings will be built under a currently exist­
ing agreement between the MSW/PH and the National Community Develop­
ment Service (NCDS), and financed through the A.I.D. and GOB funded 

http:number.of
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Village Development Project (511-0499). The Village Development
 
Project provides for the construction, equipping and staffing of
 
approxi,iately 170 Health/Medical Posts in 12 NCDS zonal office
 
areas, which cover parts of the three departments included in the
 
RHDS Froject area. Additionally, the Village Development Project
 
provides that roughly one third of the projects to be executed by
 
NCDS under the Project will be outside the area of the project

concentration. Thus financing and administrative arrangements
 
cirrently exist to allow for the construction, equipping and staf­
fing of the estimated 70 Health/Medical Posts required under this
 
Project. Additionally, the Village Development Project provides
 
for construction of 160 potable water systems and a correspondingly
 
appropriate number of latrines under the same circumstances. Thus,
 
through the RHDS organizational and support activities at the
 
departmental (Unidad Sanitaria), the Hospital Health Center and the 
Health/Medical Post levels, and the NCDS's mobilization and adminis­
tration of community resources for construction of these posts and 
water systems the required facilities will be provided. 

f. Other Support Systems
 

An information and evaluation system will he established
 
and functioning at the conclusion of the Poect which will consist
 
of the following components. First, the Rural Health Information
 
System which will provide data on a monthly basis concerning: Activi­
ties of the Rural Health Personnel and gross morbidity, mortality
 
and fertility data detected by them; Disease treatment given and
 
diagnoses made at the Health/Medical Post and Hospital Health Center
 
levels; Supplies and drugs used and on-order throughout the system
 
with the corresponding financial reports; and, Morbidity, mortality
 
and fertility data anallyzed at the Hospital Health Center level. 
Additionally, baseline studies will be carried out before the ini­
tiation of tiae service delivery activities in each area with periodic
 
updates. Finally, specific studies concerning special areas sucn
 
as nutrition, water quality and systems functioning, incidence of
 
communicable diseases and incidence of water borne and diarrheal
 
diseases will be carried out periodically.
 

Administrative improvements and reforms will be intro­
duced in order to facilitate the systematic delivery of rural health
 
services. These will include changes in personnel classification
 
and management systems, purchasing and inventory systems and improved
 
information handling.
 

Finally, improvements in the planning system will be ins­
tituted to facilitate the utilization of the current and newly gene­
rated information available for decision making; the revision and 
establishment of specific program objectives and norms; and the
 
execution of specific analyses of existing resources and personnel;
 
and, the establishment of resource allocation guidelines.
 



5. Inputs 

The project's inputs are. health delivery personnel, training.
technical assistance, construction of facilities, equipment, and seed
capital for a revolving fund for drug and supplies. 
 These are summarized
below. Datailed description of these may be found in Annexes J through I.
 

a. Health Delivery Personnel
 

The estimated 780 participating rural communities will

provide a total of 780 Community Health Promoters 
 who will work halftime on community health matters. These communities will also form a total of 780 Community Health Committees composed of an averageof five persons each who will devote approximately three days amonth to the committees. The MSW/PH will provide 1,360 current and
970 new employees to the project. 

b. Training
 

A major element of the project is training to be given

at all levels. A total of forty participants will receive loan

funded fellowships to study Public Health and Health Administration
 
abroad - 10 for academic sear training and 30 
for short courses

outside Bolivia. Of the mid-level technical personnel such as
Nutrition Auxiliaries, Social Work Auxiliaries, Environmental Health

Technicians, Administrative Support Personnel, Nurse Auxiliary -II's,

and Nurse Auxiliary I's, 540 new personnel will be trained in basic

skills through 47 courses,and 500 MSW/PH staff members will be
 
trained in 90 refresher courses. 
 These and other administrative

personnel will also receive informal, on-the-job training with tech­
nical assistance personnel. At the community level 780 Community
Health Promoters will receive eight week courses; 
780 Community

Health Committees will receive five-day leadership training; and

780 rural teachers and 780 community leaders will receive health­
service oriented leadership training. 
The training activities will

generally be conducted by MSW/PH personnel with materials, and

other costs covered by the loan. The loan also will finance travel
and living maintenance allowance for non-MSW/FH persons such as 
the Community Health Promoters.
 

c. Technical Assistance
 

Long and short-term technical assist.nce provided by

the project grant and loan,respectively will assist in many aspects
of the project's development. The technical advisers will: provide

advice and assistance to the Departmental Health Units in develop­ing administrative, logistic, and personnel systems for the Rural 
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Health Delivery System; assist with training activities; and provide
advice on specific implementation questions which arise during sys­
tem development.
 

d. Construction of Facilities
 

The loan will provide for remodeling of 90 Health/MedicalPostsu construction of three Hospital Health Centers1 constructionremodeling of Unidad or 
ance 

Sanitaria administrative offices, warehouses mainten­shops and training centers in the three department., construction orremodeling of the national MSW/PH warehouse and the MSW/PH trainingfacility; and provision of 80 wells for rural conunity water systems.Funds for the construction of 70 New Health/Medical Posts required inthe Project area will be provided under the recently approved VillageDevelopment (511-0499) Loan'/Grant Project, as will the construction of
the potable water systems ard latrines. This contribution, which is notincluded in the Summary Cost Estimate on page 67, is calculated atapproximately $I million each.
 

e. Ettipment 

The loar,will fund purchase of equipment and vehicles to
equip the rural health service, training and administrative 
facilitiesin rural areas of the three departments, at the departmental and nation­
al level.
 

f. Rotating Drug and Supply Fund
 

The loan will provide the seed capital to establish a re­volving drug and supply fund to establish a national rural distribution
system under the project based at the national level of the MSW/PH.The MSW/PH will use funds to purchase medicines and supplies to be dis­tributed by the health personnel within the Project areas. Rural userswill pay standard fees for medicines. These payments will replenish thefund for further purchases of drugs, medicines and supplies.
 

Biologicals for the communicable disease control componentof this Project will be provided through the local currency generationsof the Title III Project. 
Between $7 and $9 million will be availablefor this national program of which up to an estimated $3.4 million wouldbe available for the project area.
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PART III - PROJECT ANALYSIS 

A. Technical Feasibility 

1. Appropriateness of Technology 

The REDS project has been designed to maximize the use of
 
resources available in the project area to support the proposed rural
 
health delivery system and to minimize the capital input required to
 
implement this system. The technology chosen is appropriate for the
 
target areas being served by the project and is sufficiently light

capital to allow replication of the system in rural areas throughout
Bolivia. 

The project focuses on delivery of primarily preventive health 
services in rural communities as small as 150 inhabitants. The project

design takes advantage of resources available at the community level
 
to be the basis for the proposed rural health system. Community Health
 
Committees will be organized at the community level, which will appoint
and support health promoters from the community. In some cases, these 
health promoters may be traditional curers or others presently involved 
in traditional health services. Personnel involved at other service 
delivery levels of the system (levels II and III) are principally
auxiliary personnel: nurse auxiliaries, social worker auxiliaries,
nutrition auxiliaries. This design, therefore, does not require large
numbers of highly trained, college educated personnel who would not 
be likely to be available inthese types of rural settings. Based
 
on experience to date with the Montero Project, the scopes of work 
for the various health personnel at these levels of the system have
 
been found to be within the abilities of the people chosen for these
 
positions. Furthermore, the training courses offered for these per­
sonnel will be related to the environment of the rural areas where
 
they will be providing services and take into account the existing

traditions with respect to health care and services.
 

In addition to being appropriate to the areas inwhich it
 
will be implemented, the technology employed through the project will
 
be of a light.-capital nature. Capital investment will be made in 
facilities which are the minimum required at each service level of 
the system: health/medical posts and hospital health centers. These
facilities will have substantial outreach capability, which minimizes 
the need for additional capital outlays for construction. A logistic

system has been designed to support the hierarchy of physical faci­
lities which, together with the low-cost health personnel, provides
 
an inexpensive delivery mechanism without substantial capital invest­
ment. The information and evaluation system designed for the project
places maximum emphasis on collection of data by the health promoters
themselves and routine data analysis for evaluation, planning and 
programming is designed so as not to require automatic data processing 
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techniques. In addition, the project's focus on p:ceventive rather than 
curative services will result in lower costs for the health system as a 
whole, since curative servi.ces are much more costly per individual served
 
in both economic and human terms. 

In the design of the project, several alternative technologies 
were considered for the provision of expanded rural health services.
 
These alternatives were rejected as being more costly per beneficiary
 
and less appropriate to the areas being served than the system contem­

plated by the project design. One alternative considered was an expan­
sion of the current system, through upgrading physical facilities and 
equipment. This alternative would ha°e implied continued reliance on 
treatment in hospitals, would have had no real outreach capability, 
would have reinforced the present curative/urban focus of the Bolivian
 
health system and would have resulted very expensive per individual 
served. A second alternative considered was to combine improvement to 
the current system with the addition of an outreach capability. This
 
would have entailed providing transportation to nurse auxiliaries to 
permit them to make visits to rural areas. While this would have in­
creased the number of consults, the outreach would have been significant­
ly less than the proposed RHDS project design and at a higher cost. A
 

variation of this alternative also considered was to provide outreach to 
rural areas through health teams, which would include a physician. This 
alternative, while also expanding the services provided to rural areas, 
would have tended to be an irregular solution rather than a permanent 
one. It would have essentially maintained the urban/curative focus of 
the existing system and a top-down approach. In contrast, the system
 
proposed in this PP will involve the communities to be served themselves,
 
will entail a referral chain upward through the system based on the
 
seriousness of the illness to be treated and on the capabilities of
 
promoters and auxiliaries at each level, and will focus on preventive
 

rather than curative services at the lowest levels. 

The fundamental logic behind 	programs such as the Montero project 
technology exists to drasticallyand this project is that the medical 

reduce the high mortality rate in most LDC's. The problem is one of 

delivering it. Also, in LDC's there is the overwhelming problem of cost.
 

Due to the synergistic nature of the causes of death, planners must
 
This issue is, what is the appropriate set
wrestle with a major issue. 


of interventions and the efficiency of any one taken alone and their
 

accompanying costs over the long run?
 

In the past twenty-five years, many programs have been under­

taken to provide better health to underserved populations. Some of 

these programs were for the purposes of research and designed to 

determine at least some portion of the answer to the problem of 

first ecfforts of such research have determinedalternatives. The 
These components are waterthe components of effective programs. 

and sanitation, nutrition supplements (usually protein), immunization
 

at early ages, and modern medical care. The missing determinent is 

the relative impact of one component compared to each of the others. 

Failing this information, the other factor of cost must be considered. 

Of the above components it has been shown that an immunization program, 
trained only to imnnize, is theusing unskilled outreach workers, 

least costly initially. However, experience in India, Ethiopia, and
 

other countries has shown that approximately two to three years after 

the start of such a program, it is no longer functioning because it 

is not a part of the regular health delivery system. It is not 
the people it serves. Sincesupplied and does not meet the needs of 

cost is notthe investment is, therefore, lost, the initial lower 
particularly relevant 
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What has been learned, then, is that the most effective 
approach for the long term is a systems approach. The components

of the system may vary slightly from country to country, but all 
stress the combination of several attempts to impact on health 
status and most importantly focus on the linkages and relationships 
of the elements. 

The question of cost enters into the system in terms of
 
delivery mechanisms of the components. The literature, and, indeed,
 
the philosophy of LDC health care is that, (a)outreach workers
 
are less expensive than other medical personnel; (b) small facilities
 
and simple equipment cost less to build and maintain and; (c)the
 
system itust have a certain portion of the high cost elements in it
 
in order to provide all types of care needed. The cost per visit
 
to the rural health system with some lower cost elements supported

by AID has ranged from $1.30 in Nicaragua to $2.00 in Guatemala.
 
The average cost per beneficiary of the entire system, (all supporting

and interlocking components is approximately $33.00 in Nicaragua and
 
$26.00 in Montero area of Bolivia. The design of the Rural Health
 
System project, therefore, has taken into consideration what has
 
been learned in the past, and within the framework of Bolivia,
 
appears to be the most appropriate.
 

In summary, the project design provides for the introduction of 
technology which is appropriate for the areas to be served and replicable
nationwide because of its low cost and light capital nature. 

2. Engineering Analysis
 

a. Designs and Construction Plans
 

The engineering and construction phase of this project will
 
entail routine planning, design and construction of health facilities
 
varying in size and complexity, from day-time clinics to small rural
 
Hospital Health Centers, as well as related warehousing and maintenance
 
shops in support of these facilities.
 

Technical and professional experience will be provided in 
the design of the facilities to be constructed and/or renovated as a 
part of the project as follows: 
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1) 
In the cases of simple facilities, such as Health/Medical
Posts, by the National Community Development Service (NODS). The NODS has
performed similar work in previous AID-financed programs of similar scope

and complexity with a considerable degree of success.
 

2) 
In the cases of larger and more complex facilities, invi­tations for technical proposals will be requested and the required profes­sional expertise will be obtained in the form of architect engineer serv­
ices on a case by case basis.
 

The smaller projects such as the medical and health posts
will be constructed or remodelled by NODS using standard designs as sum­marized inAnnex I. Costs of the approximately 70 new posts to be con­structed will be paid for from the Village Development Program. 
For the
approximately 90 posts to be remodelled, the Mission will use a Fixed
Amount Reimbursement approach ­ paying only for completed work at an
 
agreed upon rate.
 

Final designs for the larger projects such as the hospital

health centers, training centers and warehouses will be provided by con­tracts with private architectural and engineering firms. 
 Preliminary
designs are shown in Annex I, and are based on prototypes developed by
Mission financed technical assistance.
 

AID will reserve the right to approve the plans and specific­ations for each type of project, and insure that minimum professional

standards are emplcyed during construction.
 

The engineering and construction of each project will be the
responsibility of the MSW/PH or NCDS, under guidelines reviewed and ap­proved by AID. A sampling of typical projects to be built under the loan
has already been submitted to USAID/Bolivia and reviewed by ts technical
divisions. 
They are considered to be well conceived, complete and ade­quate for the kind of projects intended. Based on an analysis of these
sample projects, it
was concluded that the technical and professional
capability to develop the type of facilities described above exists and
that this will not be a constraint to project implementation.
 

A list of new construction or remodelling required in the
project areas has been prepared by specialists in the field of facilities
planning and reviewed by the Mission (see Annex I). These recuirements are
based on MSW/PH surveys and are considered to be the minimal upgrading need­ed to provide reasonably satisfactory rural health services. 

b. Facility and Equipment Maintenance
 

Provision has been made in the project for the regular main­tenance of the facilities and equipment financed under the project. 
In
the case of health and medical posts, communities will be organized to
undertake routine maintenance, principally through provision of volunuary
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labor. 
This system has been used effectively in the past with community
facilities of this nature. 
For larger facilities (hospital health centers,
warehouses, offices), building upkeep and maintenance needs have been es­timated including MSW/PH personnel salary costs. 
 These requirements are
included in the GOBt
 s contribution to the project.
 
With regard to vehicles and equipment, costs of routine main­tenance have been included in the project budget. 
 In addition, some equip­ment maintenance equipment has been included in the commodities tc be pro­cured under the project, especially for much of the medical equipment being
financed. 
In addition, assistance will be provided to the Ministry through
the project to upgrade their maintenance system. 
A detailed maintenance
plan for the major equipment, vehicles and facilities will be presented
by the MSW/PH as a condition precedent to disbursement.
 

b. Cost Estimates
 

The cost estimates used for the project are based on 
sample
designs for the facilities to be built and detailed equipment, materials
and drug lists. 
 (See Annex I). Standard cost factcrs for Bolivia were
used to estimate the 
costs of construction and remodelling to be undertaken
(Annex I). 
 Costs for vehicles, equipment and other commodities are based
on recent prices obtained for other AID-financed projects in Bolivia or 
on
catalog prices currently in effect. 
Although most of this equipment and
commodities will be purchased during the early implementation phases of
the project, a small inflation factor has been included in the project
budget tables to guard against cost increases which may occur between pro­ject design and completion of the procurement process.
 

3. Environmental Analysis
 

ho acverse impacts are expected from the
project on eitner tne pnysica- or human environment in the project areas.
Where substantial construction activities are undertaken, such as 
in the
case of Hospital Health Centers or warehouses, an environmental examination
will be performed as part of the design work. 
On the other hand, the pro­ject is expected to have significant positive iimpacts 
on the physical and
human environment through the introduction of environmental sanitation
facilities in rural areas and through improved health standards among the
rural target group. An Initial Environmental Examination (IEE), recom­mending a negative determinatior is included in Annex I. 
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B. Social Soundness Analysis
 

1. Rural Social Organization - Overview 

Currently, the social organization of rural Bolivia is bestcharacterized as being in a state of flux. 
The once stable hierarchical
 
system of social stratification based 
on the hacienda system and on
feudalistic labor practices was seriously shaken by the reforms
educational, and electoral - initiated by the Revolution of 1952. 

- agrarian,
 
Many of
the barriers that kept the mostly Indian (Quechua and Aymara) and Cholo
populations effectively outside the mainstream of national life were
broken giving them increased economic opportunities and social mobility.


However, in a country that was 
one of the most traditional and least

modernized of Latin America, the reform program has encountered monu­mental difficulties and its achievements have been very uneven. 
Nowhere
is this more evident than in the distribution of health resources and

services. 
The best and almost all health services are concentrated in
the urban centers while the rural areas lack, in most cases, 
even the
 most rudimentary facilities. 
 It has been estimated that the present
national health system reaches sporadically only 15% of the rural popu­
lation*. 
The status of rural health, in which Bolivia ranks as one of
the worst in Latin America, illustrates the duality of Bolivian society.
A Spanish-speaking urban-oriented minority constitutes the economic and
social elite wielding overwhelming political and economic influence over
 
a rural population which lacks 
means of effective participation in
national affairs. 
 "The result is 
a social and cultural dualism in which

development processes affect only a narrow spectrum of the urban population
and do not affect the larger rural population at all".*-


The ultimate beneficiaries of the RHDS project will be the apprcxima
tely 651,000 rural poor in three departments. The wide diversity found
 
among the rural poor (ethnicity, language, ecological niche, degree of
integration into the national mainstream and the like) make it difficult
to draw generalizations. However, 
a typology which follows the level of
health services (Hospital Health Center, Medical Post, Health Post, and

Health Promotor) will permit making reasonable generalizations about
different types of rural poor, and suggest strategies to be applied 
 to 
each.
 

2. Summary of Rural Social Structure Typology *** 

The first type of rural community corresponds to the rural town 
with population of 2,000 and over where the Hospital Health Centers will
 

* Bolivia Health Sector Assessment. US Mission to Bolivia.
 
- William J. McEven. 
Changing Rural Society. Oxford University Press.
 

1975
 
*** For additional detail, see Annex G. 
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function (level III).0These communities are the most assimilated into
the national mainstream. 
The rural town is generally a provincial ad­ministrative and market center. 
They are made up of multiple ethnic
groups and are 
stratified into loosely-defined classes. 
They experience

considerable social and geographical mobility. 
The rural town inha­bitant often engages in multiple economic activities and is generally
open to modern medical practices. However, the lack or 
inefficiency of
modern medical services forces him to rely on traditional practitioners
 
and cures.
 

The second type of communities are villages of 500 to 2000 in­habitants where Medical and Health Posts will function (level II). 
These
communities are for the most part ex-hacienda villages and, 
as such,
have experienced radical changes as 
a result of agrarian reforms. They
constitute an intermediate point between the rural town and the more
isolated small rural communities. The persistence of some traditional
forms of social organization along with new ones such as peasant unions
and cooperatives make these communities complex ones. 
 In most of them
the social and economic changes are beginning to generate a system of
social stratification not present in traditional communities. 
A new
class of peasant entrepreneurs controls increasing wealth and power and
the labor of other peasants. 
Health practices and beliefs reflect~the

changes in all aspects of the life of these communities. As in the
rural town, they rely on traditional and modern services for their
health care. 
However, the lack of modern health services contributes
greatly to the prevalence of traditional medical practice and beliefs.
 

The third type of community is the least assimilated into the
national mainstream. 
They range from 150 to 500 inhabitants and 
are
made up of dispersed clusters of households over a wide area 
(level I)
For the most part these communities were free Indian Villages and 
as
such have been minimally affected by agrarian reform. 
They have
retaine.d traditional forms of social organization and generally are
made up of an homogeneous ethnic group. 
 In these communities modern
medical services are virtually nonexistent. It 
is at this level that
the RHDS project seeks to introduce fundamental changes through the
organization of the communities and the establishment of a health com­mittee which will recruit and pay a health promotor who will provide

extensive health services to the community.
 

3. Nature of Benefits to Target Group
 

The area in which this project will focus presently includes
approximately 335,000 families residing in rural communities. 
At
present it is estimated that only 15% of the rural population is
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reached by the national health system. 
However, although no data
exists, it is generally accepted that most peasants in communities with
less than 500 inhabitants are not reached at the present time by any of
the health services of the MSW/PH. 
The project is designed to reach
approximately 651,000 persons in the rural areas of the three depart­ments. 
 Through the outreach teams 
and the active participation of
rural communities through health committees, and other organizations,
an estimated 200,000 persons will have access for the first time to
rudimentary curative services, access to well equipped Hospital Health
Centers, and, more importantly, preventive medicine. 
 It is estimated
that as much as 
75% of all diseases seen in outpatient clinics of the
MSW/PH are at least partially reducible through preventive health,
dental,and environmental sanitation programs.
 

The primary benefits to the target group over the long run are
improved health status, reduction of mortality and morbidity rates, and

longer life expectancy.
 

The social benefit', to each level of community are described
more fully in Annex G and will only be summarized here. 
 In level three
communities, effective health care will greatly contribute to the social
ard economic life of the rural town. 
 It will reduce costs of health
services which now can only be obtained by traveling to urban centers
for those who are able to afford the expenses. To those unable to afford
travel to urban centers, the Hospital Health Center will provide a
welcome alternative to existing practicantes, pharmacists, and curandcros
who often prescribe drugs in order to sell them rather than cure their
patients. All of these alternative services end up costing much more
than services which the Hospital Health Center will provide through
the proposed rural health delivery system.
 

In communities at level two, the organization of health commit­tees and the support of the health promotor will increase community
cohesion and participation which in most of this type of communities is
needed for other development programs. 
Health has the advantage over
other community concerns 
in that it benefits everyone. Women will play
a critical role in these communities.
 

In communities at level one of the system, the RHDS Project
will reinforce traditional forms of mutual aid and organization while
introducing modern health services and practices. 
It will also help
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integrate these communities into the national mainstream through its
 
services, infrnation and referral systems. 

On a national level, the RHDS Project is an important step in
 
closing the gap between the urban and rural sectors of Bolivian
 
society. Most rural areas will enjoy for the first time modern medical
 
services and an improved health status.
 

4. Role of Women
 

As described more fully in Annex G and Section II. B of this 
PP, the project contemplates a significant role for women at all
 
levels of the proposed rural health delivery system, especially at the
 
direct service delivery levels (levels l,II and III).The majority of
 
health service personnel at each of these levels is female. Not only
 
will the number of jobs for these personnel be increased through the
 
implementation of the project, but the working conditions and efficiency
 
of those presently on the job will be substantially improved. In addition,
 
training will be provided to these personnel which will enable them to
 
benefit intellectually and professionally and, in the case of the health
 
promoter, to become an influential and necessary part of the community.
 

Following the successful example of the Montero Rural Health
 
Pro.ject, it is expected that in most cases where community health
 
comm"61 es are organized through this project, women will be the
 
principal organizers and participants in these committees. These com­
mittees, and the women who take part in them, will become catalysts for
 
other community activities and increasing the social cohesion of their
 
communities. 

In addition to these important roles, women will be primary
 
beneficiaries of the proposed rural health delivery system since the
 
project will have a primary focus on maternal and child care. Women 
in rural areas bear a large part of the burden of the extremely poor 
health profile of Bolivia, where infant mortality is between 147 to
 
250 per 1,000 and maternal mortality is 480/100,000. By improving
 
rural health conditions in general and maternal and child health in
 
particular, the project will have a significant impact on the standard
 
of living of the rural women within the target group.
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C. Economic Analysis 

1. Macroeconomic Overview 

The present section is a brief summarythe World Bank of the main aspects ofEconomic Memorandum on Bolivia and GOB planning and
operating documents.
 

Bolivia experienced a high sustained rate of growth during
the period between 1970 and 1977. The main determinants of this
have been political stability, better management of public institu­tions and of the economy, and the increase in hydrocarbons and tin pri­ces. 
 These have led to greatly increased confidence in the future
of the Bolivian economy and have been the main factors in explaining
expanded investment and foreign capital inflows.
 

Bolivia's external debt outstanding and disbursed at the end
of 1976 amounted to US$ 1 billion. 
 Service on external debt amounted
to 18.8% of exports of goods and non-factor services net of invest­ment income abroad. 
Average terms of the external debt have worsened
as 46% of the newly.contracted public debt over the years 1975 and 1976
has been lent by commercial banks.
 

A more detailed analysis of the economic conditions in 1977
shows that in this year, despite a drop in the real economic growth
rate to 4.8% compared to more than 6% in 1976, the balance for the
 year can be considered favorable.
 

The primary reasons for the slower growth rate can be attri­buted to a 3.2% decline in agriculture production, and a 14.7% fall
in hydrocarbon output. 
 However, other sectors continued with high
rates of growth which helped to balance out the declines in agricul­ture and petroleum output. 
For example, La Paz gasoline sales,
electric and cement consumption were up 8, 7, and 22% respectively,
while mineral production and exports rate rose by 30%, due mainly to
rapidly rising tin prices up 28% over 1976. 
Government spending con­tinued at a rapid pace with a 23% increase slated for investment.
Private investment also maintained a rapid pace for most of the year,
with $ 108 million in new investment prospects registered with the
government investment institute (INI).
 

On the negative side, a number of problems began to surface
in the latter part of 1977, which created some concern for the course
of the economy in 1978. 
The rate of inflation was estimated to have
risen to 17%, compared to about 10-12% in the 1975-1976 period. 
A
rising money supply (up 37% in 1976 and 21% in 1977) and bank credit
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(up 41% and 31% respectively) coupled with growing public sector
deficits, occasional supply scarcities and labor scarcities were the
 apparent major reasons for the increasing inflation.
 

There was also concern with the balance of payments and foreign
debt service situation. 
While there was an overall balance of payment
surplus of $ 7 million in 1977, this was appreciably below th6 $ 61
million surplus in 1976. 
Also the current account deficit rose by
66%, to $ 168 million compared to $ 101 million in 1976. Imports
increased by 15%, outdistancing exports, which rose by 13%, despite
a 44% decline in the value of petroleum exports. The increased ex­ports were due to a 28% increase in average tin prices, which raised
the value of tin exports by 43% to $ 327 million (CIF), some 47% of
 
total exports.
 

The national elections held in July 1978, added to
earlier and unfounded fears of devaluation and stimulated short-termborrowing at the end of the year. This resulted in a slight increasein the Central Bank's year end net foreign exchange reserves to $ 216million, equivalent to more than three months imports. 

These trends plus additional problems continued into early
1978 and have put pressure on the balance of payments which may forcethe GOB to take measures to maintain a higher level of foreign ex­change reserves. 
 If expected wage increases occur, they will add to
government spending already budgeted to increase by 19% in 1978, and
to the government deficit. Unfortunately, new petroleum finds, ex­pected to increase petroleum production and exports in 1978, have
been smaller and are coming 
 on stream more slowly than expected.Consequently, overall production is likely to remain at about the
leirel as 1977 and petroleum exportssame could decline further. 

Tin production has also declined allegedly the result of
labor troubles associated with the miners' union. 
Tin output was
down nearly 129% in the first quarter of 1978 compared to the same
period in 1977. 
Although tin prices continued to rise through
January and February 1978, the announcement in March of possibleCongressional Authorization of tin sales by the U.S. General Services
Administration (GSA) precipitated a moderate decline in tin prices.

The prices began to increase again in late April and May, however,and given the shortage of tin production world-wide, average tin
prices for 1978 are still expected to be somewhat higher than for 1977.
 

To deal with a growing balance of payments problem, te GOBannounced an effort to reduce government spending by 20% and a pro­gram to reduce the increase in the money supply and credit is underway. 
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As for the long-term prospects for the Bolivian economy, it can be said that the country is likely to sustain an annual GDP growthin the 5-6% range, and perhar-. reach the higher rates considered as
targets both in the long-teia and in the short-term operational plans. 

The favorable expectations existing for the Bolivian cconomy
have improved its access to the international capital market. 
However,
if the expansion of the external debt of relatively short maturity
exceeds the pace reached during 1975-1976, debt service obligations

could increase to the point where even relatively minor delay in the
hydrocarbons program could result in external liquidity problems by

the late 1970s or early 1980s.
 

2. Estimated Imm 
t of the Pro~ected Health Services
 

In this section, the estimated impact that the projected
health services will have on the income of the rural workers will
be presented. 
Due to the lack of information on the possible in­fluence of the projected health services on the mortality rates,
only the impact of those services on the income of the workers through
the changes in the number of working days lost will be presented.
 

In Table 1, the estimates available on the number of days
lost due to disease, with and without medical services are presented.

The comparison of the total number cf days lost without medical
services presented in Table 1 with the information presented in Table 2gives some confidence on the reliability of the data. It is also
useful to mention that in the Bolivia Health Sector Assessment (p.102),
it is stated that agricultural workers lose 
107 days out of 320
available due to deficient health. 
The days lost due to disease can
be reduced with appropriate health services. 
 This means that by
introducing health services, working days can be gained.
 

The next step is to transform the estimates of number of
working days gained with the projected health services into estimates
of income gains. 
 However, before presenting these estimates, it is
useful to 2onsider the possible impact of under- and unemployment on
the utilization of the working days saved by the health project.
Economists frequently assume that the economic impact of the reduc­tion of working days lost is likely to be null because of the assumed
prevailing conditions of under- and unemployment. However, it is
argued,* first, that un- and under-employment in developing countries 
-particularly in the rural areas 
- Pre likely to be small, and secon,
that even if un- and under-employment were high, improvements ofworking capacity due to better health are likely to reduce them.
 

* Correa, Hector, Population,Health,Nutrition and Develorment,
 
Lexington, Mass. Lexington Books, 1975.
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Table 1 

EFFECT OF HEALTH SERVICES ON NUMBER OF
 
WORKING DAYS LOST PER YEAR BY RURAL WORKERS
 

Without Medical With Medical
 
Services Services
 

Total number of days lost per year 49.67 13.09 

Number of working days lost per year 
(assuming 240 working days) (1) 32.66 8.61
 

Perceitage number of working days lost 13.0 3.59
 

(1) The following procedure was used to obtain the number of working 
days lost: 

a) From unpublished data of Frerichs and Becht for the rural po­
pulation of the Montero area in Bolivia, it is estimated that
 
each person loses an average of 10.95 work days per year.
 
99.33% of the patients in this poIlation receives some form
 
of qualified medical attention (auxiliaries, nurses, doctors
 
70%).
 

b) Lic. Guill4n of MSW/PH conducted a Delphi survey of doctors
 
and nurses in La Paz. The elaboration of the results of this
 
survey showed that persons with medical attention would lose
 
17.84 days due to disease and without attention the loss would
 
be 67.65 days.
 

c) The figures in the Table 1 were obtained expanding the results 
in (a) with the information in (b). 
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Table 2 

ESTiMATED NUMBER OF WORKING DAYS LOST IN USA AND 
SEVERAL LATIN. AMERICAN COUNTRIES 

(Circa 1958)
 

Total Working
 
(a) Days
(b)__ 100 (b)/240 

Argentina (1) 
 11 7 3
 
Brazil (1) 
 32 21 
 8
 
Chile (1) 
 56 37 
 15
 
Colombia (1) 
 56 37 15

Ecuador (1) 
 105 69 
 29

Guatemala (1) 59 39 16

Mexico (1) 
 42 28 
 12

Peru (1) 
 23 15 
 6
 
Venezuela (1) 
 74 49 
 20
 
Uruguay (1) 
 U 7 3
USA about 1958 (i) 9 6 

Source: (1) Correa, Hector
 

Population, Health, Nutrition,and
 
Development
 
Lexington Books, 1975, Lexington, Mass.
 

The reason why it is stated that un- and under-employment

are low, despite official data giving the opposite impression, is
that in developing countries in general, and in Bolivia in particular,
there is no unemployment insurance. 
As a consequence of this, un­employed persons are not able to obtain the resources need to cover
any of their basic needs. Literally, they would starve to dealth if
they did not work and earn some income. Since this is not the case,
it appears that a more reasonable explanation of the existing condi­tions is that workers in Bolivia are employed in activities with
very low returns. 
It should be added that, as a consequence of the
meager level of subsistence of the workers, it is likely that they
also have a very low capacity to work. 
This means that they are
likely to be working at the full capacity permitted by their deficient
nutritional conditions.and health From the observations above, itfollows that all the workers are employed and they are working at the 
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full capacity available to them. 
This means that there is a special

form of full employment.
 

Whether the conditions above exist or not, the reduction of

work-days lost due to disease is not likely to reduce employment and
 as a consequence eliminate the possible economic effects of a health
 
program. It is self-evident that this is the case for completely or
partially self-employed persons, isas the case for a large propor­
tion of the rural population. However, this is also the 
-'ase for
hired workers. The reason for this is that in the case of hired
workers, a large proportion of the losses 
are paid by the employers,
since at least part of the wages of sick workers have to be paid.

This means that the employers will benefit from the improved health

conditions of the workers. 
 Profits will increase, and this will
increase, rather than decrease, the incentives for employing workers.
 

It should be added that the Bolivia Health Sector Assessment
 
(p. 114) also states it is unlikely that the increased working capa­city of the rural workers generated by better health conditions will

reduce rural employment.
 

In addition to the information about the nimber of days saved
with the health project, information on the income of rural workers

is needed to evaluate the economic impact of the heelth project.

These data are presented in Table 3. 
The figures in column (a) of
this Table are derived from the agricultural GNP and the estimates

of the number of workers in agriculture, and will be used to estimate

rural income per family. The reason for this is that this is the
only available time series data that makes it possible to compare

rural incomes over different period and to L-recast rural income for

the period to be covered by the health project. However, it is use­ful to observe that these figures are likely to overestimate the in­
come per rural family. 
The reason for this is that they include the
income of large farm owners that are likely to be urban dwellers.
A comparison of the figures in column 
(a) of Table 3 with selected
 
figures in the other columns shows that the former are about 25 per
cent larger than the latter. 
For this reason, in the analysis below,

two figures fcr income per rural family will be used: 
 those in column
(a) of Table 3, and those equal to 75 per cent of these figures.
Finally, to estimate the workers income, it was assumed that each
 
family has 2.09 workers.*
 

* This figure was obtained as follows: 
 From the Ministry of Planning,

Plan Nacional 1976-1980 p. 301 it is obtained that 42.0% wastotal participation rats in 1973. In page 297 of the 

the 
same reference,
it is shown that 5,633,800 was the total population for the same year.
This implies a labor force of 2,366,200. In the same reference, p. 302,
it is indicated that 61.6% of the total labor force ifork in agriculture
and other rural areas activities i.e. 457,600. Lince the totalrural population in 1975 was 3,909,900 (Plan, p. 294), it followst ha partcipatio wasrate 83728.Since the average family ission estimate), it follows that 2.09 persons for family arein the labor force. 

5 
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Table 3 

C0MPARISON OF ESTIMATES OF RURAL PERINCOME FAMILY 

(Values in 1977 US$) 

From
 
Agricultural San Juan Okinawa
Year GNP 
 Colony Colonies
 

(a) (b) (b) 

1970 692.7 3905.40 - 70.3

1971 866.3 4339.40 - 76.4 
 481.0 (c) 694.70(d)
1972 866.2 5302.06 2785.7 756.9 (e)
1973 928.2 6843.10 6148.8 
1974 967.9 7686.20 10820.0 915.0 (d)
1975 998.1 564.8 (g)

1976 936.8 
 391.0 (h) 1343.00(i),
 

Notes:
 

(a)Agricultural GNP series from World Bank: 
 Economic Memorandum
 
for Bolivia. Table 2.2
 

Labor force in agriculture series elaborated from AID Data
 
Package, Table 10. (These data are used as basic term of
reference.) Ministerio de Planificaci6n: Plan Nacional de
Desarrollo Econ6mico y Social, 1976-1980, Vol. i, Cuadro 70, 
pp. 167; Cuadro 6, p. 302. World Bank: Economic Memorandum 
for Bolivia, Table 1-6.
 

(b) Zuvekas, C.: Rural Income Distribution in Bolivia, Table 7,

P. 51. US Department of Agriculture, General Working Docu­
ment No. 2, July 1977 (Mimeo).
 

(c)Zuvekas, C.: 
 op. cit. Table 6, p. 45 (data for 10 colonies, 
north Santa Cruz). 

(d) Riordan, J.T.: An Assesment of the Target Region for USAID/
Bolivia's Agricultural Sectur Loan II, Table 5, P. 9, AID/
Washington, July 1977, Mimeo, (data for all Bolivia).
 



(e) Unpublished information provided by Oficina de Planificaci6n 
Sectorial del Ministerio de Asuntos Campesinos y Agropecuarios 
(All Bolivia). 

(f) FernAndez de C6rdova, M.U.: La Economfa del Campesino Alti­
pl~nico en 1976, p. 217. Instituto de Investigaciones Socio-
Econ6micas. Universidad Cat6lica de Bolivia. 1977 (Mimeo).
 

(g) Mission Data Package, Table 53 E. 

(h) Riordan, J.T.: 
 op. cit. Table 6, p. 13 (Chuquisaca, Tarija,
 
Potosf).
 

(i) Fern~ndez de C6rdova, M.U.: 
 op. cit., p. 216 (Figures seem
 
to include value of seeds, fertilizers, and other agricul­
tural inputs.)
 

In Table 4, the effect of the health services on the yearly
income of the rural workers is presented. There it is indicated 
that the introduction of the projected services is likely to in­
crease yearly income per worker by almost 12 per cent.
 

The incomes cited in Table 3 vary widely. Further, none of 
ther seems to be a specific estimate of rural incomes for the project

provinces of La Paz, Santa Cruz and ?otosi. Such data are necessary to 
the analyses of (a) the economic feasibility of the project as a whole 
and (b) the affordability of the project to members of the target group. 

A search of available statistics did not disclose data on

rural incomes in all three provinces, although some data dealing with 
incomes in Potosi province are available. Per capita income in Potosi 
is substantially below the national average and also below those in
 
La Paz and Santa Cruz; per capita rural income is also thought to be 
lower in Potosi than in La Paz and :anta Cruz provinces. As a logical
 
consequence of this, if analysis shows that the project is feasible
 
and affordable in Potosi, then it should also be feasible and affordable
 
for the project area as a whole. 
The following analysis, then is seen
 
as a "worst case" or "most conservative" analysis.
 

Riordan (op. cit., Table E-2) presents estimates for incomes
 
for rural farm households in Potosi in 1976-77, with time to market
 
being the basis for several sub-estimates. "Market" here is defined
 
as a regional marketing center, which is almost always a Level 3 
Community having a Hospital Health Center (as described in Annex G,

Social Soundness Analysis) or an even larger city having better
 
medical facilities. According to Riordan, mean net household income
 
in Potosi was found to be as follows (in dollars):
 

Time to Market Income
 

T 1 $521 
1 T 3 347 
3 T 6 157 
T 6 180 
TOTAL $253 
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Table 4 

EFFECT OF HELATH SERVICES ON YEARLY INCOME OF RURAL WORKERS 

(Values in 1977 US$) 

Income Projections 
a (2)b(=.75a)(2)
 

(1)Yearly income for rural workers in 1983 (1) 653.00 489.80 

(2)Daily income per 
(for 240 - 32.66 

rural worker in 1983 
= 207.34 working days) 3.15 2.36 

(3) Yearly income per rural worker with health 
services (for 240 - 8.61 = 231.69 working 
days) 729.82 546.80 

(4) Percentage increase of yearly income with
 
health services 11.60 
 11.60
 

Sources: 

(1) Forecast of the 1976 income in Table 3 (only on a per worker
 
basis) with rate of growth used for 1976-1980 in Ministry of
 
Planning and Coordination: Plan Nacional de Desarrollo Eco­
n6mico, 1976- 1980, Cuadro 76, p. 181; and of the 1976 labor 
force in agriculture with observed rate of growth between 
73 and 76 in AID Date Package, Table 10. Year 1983 is the 
end of project.
 

(2) Column a is based on Column (a) of Table 3, and Column b is 
75 per cent of a. 
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Since most of the beneficiaries of this project are likely to be
 
within two hours of a hospital health center, and since they are about
 
28 percent of the total rural population of the province, by extra­
polation of the above data we can calculate that their mean net house­
hold income is probably about $475 per year. As there are, on the
 
average, an estimated 2.09 workers per family, the comparable per
 
capita figure would be $227.
 

Table 4 assumed that increased work days would result in a
 
proportional increase in income. While this assumption may be 
warranted, a more conservative method of calculating increases in
 
income would be to assume that all work days gained as a result of
 
the project would be spent as hired labor on other farms. This is
 
more conservative because such labor is currently valued at $1.45
 
per day (Riordan, op. cit., Table D-l) in Potosi province, 
 some
 
40 to 55 percent lower than the figure used in Table 4. At the
 
$1.45 daily rate, income increases of $73 per worker (or $152
 
per family) can be expected as a result of the project, an increase
 
of 15.4 percent.
 

Thus, even in this "worst case" analysis, the project will
 
involve a significant impact on the incomes of the participating
 
rural population.
 

Some more precise analysis can be made comparing the eco­
nomic returns of the investments in the health project with other
 
investments in physical capital in the economy. This type of
 
information is presented in Table 5 where it is shown that
 
investments in physical capital needed to bring about an increment
 
of 12 per cent of the income of the rural workers to be benefited
 
with the health project would amount to approximately 45 to 60
 
million dollars, while the physical investment in this project
 
amounts to only 5.8 million dollars under loan.
 

To complete this section, it should be observed that numerous
 
benefits of the health project have not been included - due to lack
 
of data - in the previous analysis. It was already observed that
 
the benefits of reduced mortality are not considered above. Also
 
the benefits due to reduced morbidity of the school age population
 
are not taken into consideration. Finally, the benefits brought by
 
the increased employment for services in health are not included in
 
the previous calculations. As a consequence of these observations,
 
it can be stated that the estimates presented above reflect only a
 
relatively small part of the total economic benefits of the health
 
project.
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Table 5 

COMPARISON OF FIXED CAPITAL AND HEALTH INVESTMENT 
NEEDED TO PRODUCE INCOME GROWTH ORIGINATED BY PROJECT 

(Values in 1977 US$)
 

Income Estimates 
a b 

(1) 	 Increment of income per worker 
(US$ from Table 4, rows (1)-(3) 76.82 56.00 

(2) Estimated number of benefited
 

workers, 	651,000 x .3728 242,693.00 242,693.00
 

(3) Total income increment (1) x (2) 18,643,676.00 13,833,501.00 

(4) Estimated investment in fixed
 
capital neede;. to produce income
 
increment in (3) 60,233,061.00 44,685,167.00
 

(5) Investment in physical capital in
 
health project that will produce 
income increment in (3) 5,800,000.00 5,800,000.00 

(6) 	 Percentage l001 (5) ; (4) 9.63 12.98 

Sources:
 

Row (2) Total number of persons that will benefit from project: 
Mission estimate. Participation rate estimated from date 
in Ministerio de Planeamiento y Coordinaci6n. Plan Nacio­
nal de Desarrollo Economico y Social, 1976 - 1980, Tomo I, 
pp. 294, 297, 301, 302. 

Row (4) 	 Estimated using average of 1968 to 1975 marginal capital/ 
output ratio evaluated from Ministerio de Planeamiento y 
Coordinaci6n. Plan Nacional de Desarrollo Econ~mico y 
Social, 1976 - 1980, Tomo I, Cuadro 12, p. 78. 

http:5,800,000.00
http:5,800,000.00
http:44,685,167.00
http:60,233,061.00
http:13,833,501.00
http:18,643,676.00
http:242,693.00
http:242,693.00


3. Analysis of the Rural Families Capacity to Support the HeAlth 
System 

According to the Mission estimates, the rural families in the
target area will be expected to pay $35.90 per year for consultations,
drugs, hospitalizations, etc. The objective of this section is tostudy whether such payment is within the economic capacities of those

families. 

In Table 6, it can be seen that the cost per family of this
project falls well within their capacity to pay. Based on Table 4
income projections and the historical average of health expenditures
as a percent of income, the project would actually lead to a decrease
in health expenditures for the average rural family. 
Even in the
"worst case" situation of Potosi, the increase in health expenditureswould be only 31.7 percent of the increase in income. 



TABLE 6 

Affordability Analysis 

.Entire 
Project 
Area 

Potosi 
"Worst 
Case" 

a. Rural Household Income $1,364.80 

(1) Without Project 
(2) With Project 
(3) Increase 

$1,364.80 
1,525.32 
160.52 

$475.00 
548.00 
73.00 

b. Health Expenditures Y 

(1) Without Project 
(2) With Project 
(3) Increase 

36.58 
35.90 
-0.68 

12.73 
35.90 
23.17 

c. % Change in Income 11.6% 15.4% 

d. % Change in Health 1.8% 182.0% 

e. Change in Health Expenditures as 
Percent of Change in income 

NA 2/ 31.7% 

1/ 

2/ 

Unpublished information provided by the Sectoral Planning Office,
Ministry of Campesino Affairs and Agriculture, shows that in 
1972 rural families used 2.68 percent of their income for health 
expenditures. 

Not Applicable. Project results in absolute decrease in health 
expenditures. 
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D. Administrative Feasibility 

1. MSW/PH Organizational Structure 

The MNSW/PH is the primary agency responsible for GOB-providedhealth services in Bolivia and will be the implementing agency for thisproject. At the national level, the MSW/PH is divided into two opera­tional units -- social welfare and public health. Each is headed bySub-Secretary. aThe Administration Unit is a third MSW/PH unit that isresponsible to the Minister. A more detailed description of the orga­nizational structure of the MSW/PH is included in Annex H. 

2. Institutional Capacity of the MSW/PH to Carry-out the Project 

a. National Level
 

A review of the administrative capabilities of the MSW/PHat the national levelindicates that a number of important administra­tive barriers must be overcome if the RHDS project is to result in anefficient and effective rural health system. These barriers includelack of adequately trained personnel,
equipment and limited budget 

lack of adequate facilities and 
resources. Administrative proceduresand organization in procurement, planning and general services alsoneed to be improved. In addition, the Ministry has traditionally hada largely urban orientation; most personnel and resources havedirected towards urban hospitals and delivery of urban health 

been 
services.Its focus has also been almost entirely on curative, rather than pre­

ventive, services. 

The administrative deficienciesa primary focus of the project at this level and, 
are 

therefore, shouldpose no seri~us implementation problems. Funding will be availablethrough the project for the equipment, training and technical assistancenecessary for the effective implementation of the expanded rural healthdelivery system proposed. In fact, care has been taken in the design
of the project's implementation s'hedule to concentrate on these admin­istrative improvements atthe initial stages of implementation so that
the necessary base will exist to support the rural health system when
expanded services begin to be provided in rural areas.
 

Of greater concern is the traditional urban/curative orien­tation of the Ministry. However, the MSW/PH has recently been increas­ingly aware of the need to itsexpand services inout rural areas. Through­the design of this project, as well as throughout the planning andimplementation phases of the Montero Pilot Project, the MSW/PH hasdemonstrated both a commitment to and capability for implementationrural health delivery services projects which focus 
of 

on preventive aswell as curative services. Indicative of this cmmitment have been 
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the several personal visits of the Minister to the Montero Project.
The Montero Project has been able to introduce major reforms into
the MSW/PH rural health system in a particular geographic area. 
The
willingness of both the national and regional coordinators to assume
the professional responsibility for implementing such changes canreasonably be projected to the broader target area of the RHDS project
(Santa Cruz, Potosi, and le Paz). 
 The MSW/PH has supported the MonteroProject's introduction of several new types of para-medical personnel,
including the Health Promoter, Rural Nurse Auxiliary II, and Social
Work Auxiliary. The construction and logisticd activities, as well as
the administrative activities, that have been implemented in the
Montero Project have also paved the way for extension of such activi­ties as proposed in the RHDS Project.
 

b. Departmental (Unidad Sanitaria) Level
 

At present, the three departments to be covered by this
project are served by four Unidades Sanitarias: one each in Ia Paz
and Santa Cruz and two in Potosi. 
 Of the two Unidades Sanitarias in
Potosi (Potosi and Tupiza), the primary focus through the project willbe the one located in Potosi; Tupiza will continue as one of the administrat­ive Hospital •Health Center zones of the rural health system of
the Potosi Unidad Sanitaria.
 

Summary analyses of the three Unidades Sanitarias are
included in Annex H 
.
 Although the strengths and weaknesses of these
Unidades Sanitarias vary from department to department, many of the
same administrative deficiencies noted in the national level analysis
appear at this level as well, often in greater magnitude. These
include lack of facilities, vehicles and equipment, management problems,
insufficiently trained personnel, and past emphasis on urban services.
 

The RHDS project proposes to address these constraints in
these three departments,as well as in the other Unidades Sanitarias
in the country through the provision of equipnent, training and technic­al assistance. 
Again, the focus of the early implementation stages of
the project will be on making these improvements to adequately support
the proposed rural health delivery system in each of the three project

areas.
 

c. Coordination Mechanisms
 

i. Project Team
 

A critical aspect of the design of the RHDS pxoject is
the integration of those responsible for project implementation within
the MSW/PH into the main Ministry organizational structure. 
Rather
than establishing a separate unit within the Ministry to implement the
expanded and improved rural health system, the RHDS Project Team will
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be composed of regular members of Ministry units under the direction of 
the Sub-Secretary for Public Health. This organizational placement 
not only places the Project Team within the regular part of the Minis­
try responsible for health services, but also puts the Team high 
enough in the policy-making structure to facilitate the decisions and 
support needed for the implementation of the pruject. Although this 
may increase project implementation difficulties in the short-term due
 
to the existing attitudes of MSW/PH technicians and policy-makers, in 
the long-run this approach will result in the institutionalization of 
the rural health services approach proposed by the project and a longer­
lasting impact for the project. This arrangement will also facilitate 
coordination among the various MSW/PH and other offices at all levels 
of the system that will necessarily be involved in project implementation. 

ii. National Level 

At the national level, a RHDS Project Executive Com­
mittee will be established to assume responsibility for overall project 
management, including working-level coordination with counterparts in 
other Ministries and private groups at the national level. This Pro­
ject Executive Committee will consist of the Sub-Secretary of Public 
Health, the Chief of the National Directorate of Public Health, Chief 
of Planning, Chief of Administration, and the Project Coordinator. 
There will also be an Inter-Ministerial Committee that includes repre­
sentatives of the Ministry of Planning and the Ministry of Finance, 
as well as other appropriate ministries, in addition to reprisentatives 
of the MSW/PH. 

iii. Departmental Level (Unidad Sanitaria)
 

At the departmental level, a Departmental RMDS Pro­
ject Executive Committee will be established to assume responsibility 
for project management in a particular Department. This Committee 
will also have the function of maintaining working-level coordination
 
with counterparts in other agencies at the Departmental level. This
 
Committee will be composed of the Head of the Unidad Sanitaria, the
 
various Division Chiefs of the Unidad Sanitaria; the President of the
 
Departmental Development Corporation, and other departmental leaders.
 

iv. Technical Inputs
 

The technical adviso:¢s at each level will w:ork closely 
with the committee chairpersons, their direct counterparts as well as
 
the committee membership. Although they do not have a formal decision­
making role, the technical advisors do provide input both individually
 
and at scheduled meetings. The national and departmental Project Co­
ordinators will be responsible for drawing-up meeting agendas and dis­
tributing minutes to all Committee members and other Project Coordi­
nators. These minutes will include topics discussed, issues raised, 
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decisions requiring actions and issues requiring further information. 

Regularly scheduled seminars will serve as a coordinat­
ing mechanism by bringing together people working at the three project 
administrative levels (levels IIl, IVand V), administrative persons work­
ing in related sectors, and frc rural health experts from other coun­
tries. Through formal presentations and discussions of experiences 
and objectives, these seminars will serve to orient and motivate pro­
ject personnel, as well as generate support from and motivate other 
persons to act positively on project concepts. Workshops will serve 
a more direct training function and be equally important in Project 
coordination. 

3. Contracting and Procurement 

The project contemplates MSW/PH contracting for 
technical services, engineering services and construction, and commo­
dity procurement. Through both the Montero Project and the AID­
financed Rural Sanitation project, the Ministry will have gained much 
experience on these contracting and procurement activities and familia­
rity with the respective AID pro-edures. Therefore, no problem is 
foreseen in this area.
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PART IV - FINANCIAL ANALYSIS 
The estimated cost of activities financed under this program is
$20.6 million. 
The AID loan will provide $10 million and the
 
grant funds $3.3 million. The target communities and the GOB will
fund an estimated $7.3 million composed of promoters' salaries and
 
new salary requirements, travel and per diem expenses, maintenance
 
and vehicle operating expenses, and office operating expenses,
 
respectively.
 

The c--s of constructing new health and medical posts will be paid

for f. a the Village Development Program; therefore, these costs
 
are not included in this project. There will also be a PL h8o Title
III contribution during the life of the project-estimated value

$9 million for a national communicable desease control program, and
 
a Title II contribution in foodstuffs under the regular program.
 

A. Burden on Beneficiaries
 

The beneficiaries of the program will be paying for the cost of
services and drugs received. These costs and the resulting impact on
the beneficiaries are discussed in detail in the economic analysis.
 

B. Recurrent Budget Analysis
 

As shown in the following table the GOB contribution to the
project from the MSW/PH budget ranges from .27% to 4.31% of the
MSW/PH budget in 1979 and 1983 respectively. When the program is

fully operational in year five, it is estimated that new salaries
 
and travel expenses will constitute about 90% of the annual recur­rent expenditures needed to support the program. 
The purpose of
this table is to show that only a small budget increase is needed
 
to cover the recurrent cost requirements of the program. Thus

there should be no undue hardship on the MSW/PH, and by extension
 
the GOB itself.
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Table 7 

RELATION OF GOB CONTRIBUTION TO TOTAL MSW/PH BUDGET 

(Tn US$ 000).(1)
 

Estimate Annual GOB 
 l'.centY e a r 
 MSW/PH Budget Contribution to 
 MSW/ 1 Budget
 
) . Project (3) 

197" 
 26,834
 
1976 31,629
 
1977 
 38,304
 
1978 44,038 .

1979 
 50,243 136 
 .270
1980 
 62,300 
 294 
 .47%
1981 
 68,329 1,181 1.73%

1982 
 69,128 
 2,043 2.96%
 
1983 
 69,936 3,018 
 4.31%
1984 70,754 3,320 4.69%
1985 
 71,581 3,652 5.10%
1986 
 72,418 4,017 5.55% 

(1) US$ 1.00 = $b 20.38 

(2) 1975-1977 actual expenditures. 
1978-1982 MSW/PH's projections.
1983-1986 average annual increase of 1.169% based on past

years trend. Includes pensions to Chaco War veterans and
widows; pensions and donations to civil servants, etc. under
the social welfare programs and representing an average of 46%

of total annual MSW/PH expenditures.
 

(3) 
1984-1986 annual increase of 10% estimated, which is considered
 
reasonable given GOB plans to expand rural health services.
 



Table 8 

GOB REQUIREMENTS (RECURRENT 
($ 000) 

COSTS) 

Personnel & Travel Expenses 

Service Level 

Department Level 

Central Level 

Subtotal 

Annual Requirements l_/
New Travel & Total 

Salaries Perdiem / 

1.4o 490 1.890 

147 20 167 

261 55 316 

1.808 565 2.373 

1 

126 

'26 

Y 
2 

42 

1 

237 

e a 
3 

525 

84 

284 

893 

r s 
4 

1.105 

167 

-3 

1.588 

5 

1.890 

167 

_316 

2.373 

Total 

3.510 

460 

1.247 

5.217 

I/ At full operational level 
?J For present and new personnel 

Office Operating Expenses 45 10 20 30 45 45 150 

Maintenance & Vehicle Operating 
Expenses 
- Vehicles (Oper.exp.& repairs) 
- Medical equipment (repairs) 
- Buildings (repairs) 
- Miscellaneous (repairs) 

Subtotal 

Totals 

110 
30 
30 
10 

0 

136 

30 
5 

2 

37 

294 

75 
15 

93 

1.016 

100 
20 

125 

1.758 

110 
30 
30 
10 

180 

2.598 

315 
70 
30 
20 

435 

5802 

/(15% inf & cont.) 



Table 9 

SUJ94ABY COST ESTIMATE AND FINANCIAL PLAN 

(In US$ 000) 

AID BOLIVIA 
Grant Loan TotalComm-

FX FX LC Tota ities GOB 

Technical Assistance 3,180 240 240 3,270
 

Rotating Drug Fund 1,400 1,400 
 1,400
 

Human Resources and Training 
 980 980 980
 

Information and Evaluation 
 480 480 480
 

Construction 
 3,420 3:420 3,420 

Equipment 2,180 200 2,380 2,380 

Personnel and Travel 600* 5,215
 

Maintenance 
 435
 

Miscellaneous 
 '150
 

Sub-Total 
 3,180 3,820 5,080 8,900 11,930 600 5,803
 

Inflation and Contingency 120 - - 1,100 1,370 
 590
 

TOTAL 
 3,300 3,820 5,080 10,000 13,300 600 6,700
 

Rounded from details in following tables.
 
* Promoter salaries 
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C. Financial Plan
 

1. Aid Grant 

Technical assistance ($3.3 million including contingency of
 
$270,000): Approximately 33 work years of long-term technical assist­
ance will be funded through grant monies. 

2. Loan 

a. Technical Assistance($240,000): Approximately 40 work months 
of short-term technical assistance will be funded through loan funds.
 

(Note: In both cases (long- and short-term TA) the cost per person
 

includes salary, overhead, international travel, per diem or housing
 

allowance and other miscellaneous allowances and expenses).
 

b. Rotating Drug Fund ($1.4 million): Drugs and expendable medi­

cal supplies will be purchased and provided to the Hospital Health
 

Centers, Medical and Health Posts, and Promoters.
 

c. Training ($980,000): These funds will pay for the local cost 

of training seminars and workshops at the service, departmental and 

central levels and include the cost of travel and per diem for GOB 

personnel and training materials and supplies. Funds are also pro­

vided for US or 3rd country long- and short-term training. 

d. Construction ($3.42 million): These funds will provide for
 

new construction or remodeling of facilities as described in the de­

tailed engineering cost estimates for construction (see Annex I).
 

e. Equipment ($2.38 million): Funds will be provided to purchase
 

vehicles, medical equipment, audio-visual equipment, 2 well-drilling
 

rigs, and office equipment as described in the detailed equipment
 
lists.
 

f. Information/Evaluation ($480,000): Funds will be provided
 

for special studies to evaluate the impact of this program plus to
 

support the rural health information system to be established.
 

S. Inflation/Contingency ($1.1 million): Funds to provide for
 

unforeseen expenses and price increases over the life of the project.
 

3 GOB 

Q. Personnel and travel expenses ($5.217 million): These costs
 

include salary costs for new personnel to be employed under the pro­

ject at the service, departmental and central levels, and travel and
 

per diem expenses for both present and new personnel to be working
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under the project.
 

b.
 Office operating expenses ($150,000): These ;osts are
estimates of the increased expenses to be incurred as new personnel
are employed and include such items as utilities and office supplies.
 
c. Maintenance and vehicle operating expenses ($435,000): 
 These
are new costs for vehicle operating and maintenance expenses as the
Ministry's fleet of vehicles and motorcycles is increased; as addition­al medical equipment ispurchased and routine maintenance repairs is
needed; and as new buildings are constructed and routine maintenance
is needed.
 

d. Inflation/Contingency ($870,000): 
 An inflation/contingency
factor is included to cover unforeseen expensesand price increases
over the life of the project.
 



Table 10 

AID CONTRIBUTION
 

(US$ 000) 

PROJECT YEAR__/ LOAN GRANT 

1 2 3 4 5 TOTAL TOTAL 

Technical Assistance (Loan) 60 
 30 150 

Technical Assistance2/ (Grant) - 530 930 

240 
1,020 350 3,230


Rotating Drug FAind 
 (Loan) - 350 700 350 ­ 1,400

Training 
 (Loan) 250 400 130 100 
 100 980
 
Construction 
 (Loan) 80 1,000 1,600 
 740 - 3,420
Equipment 
 (Loan) 180 1,000 1,000 
 200 - 2,380

Information and Evaluation 
 (Loan) 30 230 - 220 - 480 

, Sub-Total 600 3,540 4,510 2,630 850 
 8,900 3,230
 

* Inflation/Contingency
 

1,10 70
 
TOTAL 
 i220090 33 

l_ Project years run from October to September of each calendar year; i.e. Project 

Year 1 is from October 1978 to September 1979 inclusive. 
2_/ Based on the forecasted disbursements of grant funds for long-term TA, the Mission 

would like to obligate $800,000 in grant funds during late FY 1979. 



Table 12 

TECHNICAL ASSISTANCE 
DISBURSEMENT SCHEDULE 

(us$ ooo) 
Fiscal Year 

1978 1979 1980 1981 1982 1983 TOTAL 

1. Long-Term Grant 

a. 
b. 

c. 

d. 

c. 

f. 

g. 

Team Leader - 12/79 - 9/83, 45 w/m,$1OO.Ocpa 
Public Health Administrator Advisor
12/79 - 9/85, 45 w/m, $ 100,000 pa 
Human Resources Specialist
12/79 ­ 12/82, 36 w/m, $ 100,000 pa 
Information and Evaluation Specialist
3/80 ­ 3/83, 36 w/m, $ 90,000 pa 
Supply System Specialist
12/79 - 12/82 36 w/m, $ go 000 pa 
Public Health Advisors (3)12/79-9/83 58 w/m
1/81 - 9/83, 64 wm, $ 270,000 pa 
Public Health Administrators (3)L2/79-9/83 58 w/m, 
1/81 - 9/83, 64 w/m, $ 270,000 pa 

85 

83 

85 

50 

75 

75 

75 

ioo 

100 

100 

90 

90 

225 

225 

100 

100 

100 

90 

g0 

270 

270 

90 

90 

15 

40 

15 

250 

250 

375 

375 

300 

270 

270 

820 

820 

Sub-Total 0 0 530 930 1,020 750 3,230 

Inflation/Contingency 70 

Total Long Term 30 

2. Short-Term Specialists Loan 

a. Procurement 
b. Construction 
c. Ccmunity Organization 
d. Medical Equipment Maintenance 
e. Special Studies Investigator 
f. Health Facilities Planner 
g. Vehicle Maintenance 

Total Short Term 

30 
30 

6 

6 
6 
6 
6 
6 
3 

30 
30 
30 
30 
30 

150 

_/ Fiscal years coincide with Project Years. 



COST ESTIMATES 

EQUIPMENT 

Unit Cost 
(us$) 

Total 
Number 

Total 
Cost (uS$) 

Vehicles 

Four wheel drive (small) 
Four wheel drive (large - for ambulance) 
5-7 ton trucks 
3 ton trucks 
3/4 ton trucks 
Trail bikes 
Bicycles 

8,000 

10,000 
17,500 
10,600 
8,000 

750 
105 

12 

51 
2 
3 

16 
12 
170 

96,000 

510,000 
35,000 
31,800 

128,000 
84,000 
17,850 

Total 
Rounded 

902,650 
903,000 

Audio-Visual Equipment 25,000 

Well Drilling Rigs 

Sub-Total 

115,000 2 230,000 

1,158,000 

Equipment for new and renovated buildinga (Per 
Annex I) 

Total Equipment 

1,222,000 

2,380,00 
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PART 	V - IMPLIEENTATION PLAN
 

A. Schedule of Major Events
 

The following is a schedule of major events throughout the life of the project:
 

Calendar Year 1978
 

1. 	 Loan Submission to AID/W 
 July 1978
2. 	AID/W approval 
 August 1978
3. 	Project Agreement signed 
 Septermber 1978
 

Calendar Year 1979
 

4. 	 CP's Meet 
 January 1979
5. 	ST/TA for Procurement and Construction Arrive 
 March

6. 	 Construction Design IFB's and T.A. RFP's Issued 

1979
 
May 1979
7. 
MSW/PH's National Rural Health Project Team Designated June 


8. 	 Issue Contracts on Construction Design 
1979
 

July 1979
9. 	Procurement Begun - IFB's Issued 
 July 1979
10. 	First Evaluation 
 August 1979
11. 
 Issue IFB's for Construction 
 August 1979
12. 	 Technical Assistance Team Arrives 
(Team Leader, P.H.
 
Human Resources Logistics System and Santa Cruz

Departmental T.A. Advisors Arrive) 
 December 1979
13. 	 Definition of Training Curriculum and Program Norms 
 December 1979
14. 	 Procurement Contracts Awarded 
 December 1979
 

Calendar Year 1980
 

15. 	Community Services Expansion Begun in Montero Sub-

Departmental Area 
 January 1980
16. 	 Award Construction Contracts February 1980
17. 
 Technical Assistance Advisors Arrive (I & E Specialist) March
18. 	 Construction Begins 

1980
 
April 1980
19. 	MSW/PH's Three Departmental Rural Health Project Teams
Designated - Initiate .Orientation 
 June 1980
20. 	First Supply qhipment Arrives 
 July 1980
21. 	Second Evaluation 
 August 1980


22. 	ST/TA Arrive (Comm.rgan.; Equipment Maintenance;

Special Studies; Health Facilities Planner; Vehicle

Maintenance) 
 September 1980
 

Calendar Year 1981
 

23. 	 Departmental Technical Assistance Advisors Arrive
(2 physicians; 2 administrators) Potosi and La Paz 
 January 1981
24. 	Preliminary Program Community Site Study Initiated in
 
3 Sub-Departmental Areas (Samaipata; Pucarani; Direct

Potosi) 
 February 1981
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25. 	Initiate Training/Orientation of MSW/PH Sub-Departmental

Program Personnel May 1981

26. 	 Initiate Services in the 4 Sub-Departmental Areas June 1981
27. 	 Third Evaluation August 1981
 

Calendar Year 1982 

28. 	 Initiate Services in Rural Communities January 1982
29. 	 Initiate Services in 3 Sub-Departmental Areas 

(Charagua, Tupiza, Coroico) January 1982
30. Initiate Services in 4 Sub-Departmental Areas(Uyuni, Luribay, Di..ect La Paz, Direct Santa Cruz) June 198231. 	 Fourth Evaluation July 1982 

Calendar Year 1983 

32. 	 Initiate Services in 4 Sub-Departmental Areas 
(Corocoro, Col uechaca, San Ignacio, Robore) 
 January 1983
33. 	 Final Evaluation July 	1983 

B. 	 Procurement and Disbursement Procedures 

1. Procurement 

Equipment and material procured with loan funds will have as their 
source and origin the countries included in AID Geographic Code 941 plus
Bolivia, or, for those materials purchased within the limits applicable tothe shelf procurement regulations described in AID Handbook 11, from 	countries
included in Code 935. 
However, a source/origin waiver is requested in this
document from code 000 to code 899 (free world) for the purchase of motor­cycles with loan funds, since trailbike type motorcycles are not available
of U.S. origin and are considerably more expensive from U.S. sources. All
applicable AID procurement regulations and procedures will be followed. 

Technical assistance will be procured through RFP competitivebidding in the U.S. 
A single host-country contract will cover both short­
term 	and long-term technical arsistance. The long-term technical assist­ance 	will be grantfunded and estricted to U.S. origin. 
The short-term

consultants will be loan funded and restricted 
 . Code 941 origin.
 

Construction services will 	be loan funded and will be contracted
locally by the MSW/PH through competitive bidding. Source and origin will
be restricted to Code 941 countries. 
MSW/PH procedures will be followed
and AID approvals will be required to ensure compliance with AID regulations. 
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2. Disbursements
 

No deviation from AID established procedures are anticipated for
this project. Loan funded purchases of materials and equipment and short­term technical assistance from the United States or other authorized coun­tries and grant-funded long-term technical assistance will be paid throughstandard letter of commitment ­ letter of credit procedures. Disbursementsfor local currency costs will be made from a U.S. Government owned RDOcount held in ac­the Central Bank of Bolivia. 

C. Contracting Procedures and Schedule
 

A RFP for the technical assistance to be provided under this project
will be completed and published by April, 1979. 
It will include a total
of 297 work-months of services from eleven technicians including: teamaleader, public health administrator, planning specialist, humanspecialist, resourcesupply specialist, three public health advisors, and threepublic health administration advisors. 
The team leader and public health
administrator should arrive in late 1979 and the team should be completed

in 1983.
 

Construction services will be contracted by the MSW/PH through com­petitive bidding. 
The number and nature of construction sub-projects will
necessitate the use of construction and design technical assistance which
is contemplated for mid-1979. 
IFB's for construction could then be issued
in late 1979 with construction beginning in early 1980.
 

D. Project Approval Procedures
 

1. On completion of the RHDS Project Paper it will be reviewed by
the Mission, amended, if necessary, and forwarded to AID/W for review in
 
July 1978.
 

2. AID/W review and approval process will require approximately
 
one month.
 

3. The Development Resources Office of AID/Bolivia will prepare a
Project Agreement and obtain Mission clearances in August, 1978. The Pro­ject Agreement will be signed by the appropriate officials of the Ministry
of Public Health and the Ministry of Finance in September, 1978. 
In the
absence of any immediat- action disapproving the Agreement by the GOB
legislature, this will constitute the final approval.
 

E. USAID Monitoring Requirements
 

The project will be managed by a designated Project Manager in the
Health and Humanitarian Assistance Division of the USAID/Bolivia Mission.
The Project Manager will be responsible for monitoring the progress of
inputs and activities and will work closely with project p-:sonnel in
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the GOB Ministry of Social Welfare and Public Health to help solve any
problems which arise; assure timely implementation of the project; andassure compliance with the terms and conditions of the Project Agreement.
 

A Mission Project Committee composed of the Project Manager and re­presentatives of other Mission offices will review the status of the pro­ject monthly, identify potential problems in implementation, and determineappropriate solutions. The Project Committee will prepare a monthly pro­ject status report which will indicate progress and problems developing
in the project.
 

The Development Resources Office will be responsible for drafting
the provisions of the AID Loan Agreement and Implementation Letters and
will monitor the project through the monthly project status report.
 

The Mission Office of the Controller will review all disbursement
requests for conformity with AID regulations and will maintain financial
 
records on the project.
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PART VI - EVALUATION PLAN 

The Rural Health Delivery Systems Project will. be evaluated five timesover the course of the five year life of the project. Four of the
evaluations will be done by AID/Bolivia and MSW/PH personnel as
directed by the Project Committee. 
An in-depth evaluation by outside
c'nsultants will be done in mid-1981 after the technical assistanceteam has been in-place for about one year. By this time project inputs
will have arrived in significant quantities and progress towards achiev­ing outputs can be expected in many areas. 
If any reprogramming of theproject is necessary it should become possible by this time.
 

The initial evaluation will be done in August. 1979, approximately oneyear after project approval. 
The focus of this evaluation to be done
by USAID/Bolivia staff will be on progress in obtaining project inputsand planning and actions by GOB and AID to facilitate timel, implement­ation of the project. The evaluation should pin point delaysdeficiencies which may hinder and
achievement of output targets. 

The second project evaluation also to be done by GOB and local AIDwill be in August, 1980. By staffthis time the first members of the tech­nical assistance team should have arrived; 
some construction activities
should have been started; commodities should have arrived; and the 30B
should have progressed well on organizing, recruiting and training per­sonnel. 
The focus of this evaluation will be on the adequacy of planned
inputs to effect project output and purpose targets. Adequacy of the
training component will be considered as a major question. 

The in-depth project evaluation will be conducted in August, 1981 by
outside consultants. 
Overall development of the project to meet the
planned schedule will be considered. Health delivery system develop­ment will be assessed as to how well institutionalized the system is.
The evaluation will determine how well supply and maintenanceare functioning; systemshow frequently and effectively the promotorliary's I are and Auxi­supervised by higher level personnel;services how effectivelyare reaching the target rural populationpreventive health practices 
and to what extent 

are being adopted; how well the CommunityHealth Committees are fLnctioning; and how relevant training activities
are to the delivery of rural services. This evaluation will provide thebasis for a decision on planning or -ramming a new loan project forthe expansion of the rural health del. very system to other areas of
Bolivia. 

The fourth evaluation is to be conducted by GOBin mid-1982. and Mission personnelThe purpose of this evaluation will be to identify pro­ject components that are behind schedule and requirebe completed by the end of the project. 
action in order to 

A secondary focus will be on
how well the project data/information gathering system is functioningand whether available statistics indicate improved health status in theproject areas.
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The final project evaluation will be held in mid-1983. isThis plannedas a routine Mission conducted evaluation to review how well the health

delivery system is functioning in accordance with the system plan and
 
to determine whether needed sezrvices 
are reaching the rural population.
 

The RHDS project incor-porates a system for gathering and analyzinghealth statistics through biostatis'., ians technicians and auxiliaries
located at the departmental, Hospital Health Cenrer and rural health/
medical post levels incorporated into a national information system.
Health statistics compiled by this system can be used to compare end­of-project health status of the target group with baseline statistics 
from a pre-project study. 

PART VII. CONDITIONS, COVENANTS, AND NEGOTIATION STATUS 

A. 
Conditions Precedent to Disbursement
 

1. Prior to the first disbursement or to the issuance of documents 
pursuant to which disbursements will be made, the Borrower shall, except
as A.I.D. may otherwise agree inwriting, furnish to A.I.D. in form and 
substance satisfactory to A.I.D.:
 

a. 	An opinion of the Attorney General of Bolivia or of other

counsel acceptable to A.I.D. to the effect that the Project

Agreement has been duly authorized and/or ratified by and
 
executed on behalf of Bolivia and that it constitutes a
 
valid and legally binding obligation of Bolivia in accordance
 
with all of its terms; and
 

b. A statement of the name of the person (s)authorized to act
 
as Bolivia's representative under the Project Agreement and
 
specimen signatures of such persons, duly certified as to
 
their authenticity.
 

2. Prior to disbursement or issuance of documents pursuant to 
:hich
disbursements will be 
made for other than technical assistance activi­
ties, the Borrower shall, except as AID may otherwise agree in writing,
furnish to AID in form and substance satisfactory to AID : 

a. A technical assistance plan which details the technical 
assistance to be financed by the Project, and specifies

professional requirements, workscopes and timing of the
 
arrival of the technicians to be funded under the project;
 

b. A Financial Plan for the Project which details Bolivia's
 
contribution during the life of the Project, which shall
 
provide for staffing and budgeting increases for the Ministry
 



-79­

of Social Welfare and Publi2 Health sufficient to meet its
 
commitments under the Project;
 

c. A detailed implementation and evaluation plan for the Pro­
ject, which shall include a training plan for the major
 
training activities to be carried out under the Project;
 

d. A Service Delivery Plan which details the rural health
 
service delivery system components, functions of each service
 
level and personnel required to fulfill these functions;
 

e. A plan for the maintenance of vehicles and equipment to be
 
procured with Project funds;
 

f. Evidence of establishing and naming members of a national
 
drug procurement committee in the Ministry of Social Welfare
 
and Public Health which will have responsibility for develop­
ing procurement plans, standards, policies and operational
 
guidelines for the procurement, warehousing, distribution,
 
financing and informatien components of the rural health
 
supply system.
 

3. Except as A.I.D. may otherwise agree in writing, prior to any
disbursement or the issuance of any commitment documents under the 
Project Agreement, to finance any individual construction subproject,

Bolivia shall furnish to A.I.D. in form and substance satisfactory to 
A.I.D.: 

a. 
Evidence of clear title to the land upon which construction
 
is to take place; 

b. 	Final plans and specifications,bid documents, bid awards
 
and contracts for construction for the individual subproyects;
 
and
 

c. 	A maintenance plan for the facilities to be constructed.
 
4. Except as A.I.D. may otherwise agree in writing, prior to 

any disbursement or the issuance of any commitment documentation 
under the project agreement, to finance procurement of medicines and 
medical supplies, Bolivia shall furnish to A.I.D. in form and substance 
satisfactory to A.I.D.:
 

a. A plan for the procurement, receipt, storage and distribution
 
to final user of medicines and medical supplies; and 

b. 	 Evidence of the implementation of the plan. 
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B. Special Covenants 

as A.I.D. my otherwise agree in writing, the Government 
cf


Except 
Bolivia will covenant: 

-ith Lca: :\c
 
Tc utilize all equipment a.d -_terialsottair.ed
1. 
 the PrcJect,
 

only for the purposes cf the Prc.ezt 
during the life c:f 


and for similar purpcses thereafter;
 

7 Tc prc-:ide tu4etary ,: te Xmi rn.tr. ca :­
-

and 
the 

Iublic health "Lic-
Rural Health :eli':ery 

es:.ate t 
Jste-.ea'iihe 

..... 
'.nder t*e 7rc. et. 

joint USAID/GOB annual reviews of 
the progress of
 

3. To conduct 
and that after approximately 

two years of Project
 
the Project, 
implementation to hold a review 

to measure Project progress 
against
 

in the LImplentation Plan in 
targets establishedimplementation the(including those under 

order to determine whether Project Funds 
at tiat timeor undisbursedremaining uncomitted ofLoan and/or Grant) within the reminder 

could reasonabllY be expected 
to be utilized 

the disbursement period 

-:'. -e a t 

anC
4f:yec .c:Z- a.erz 
. z r.ie-.e: ""t'.
The Lrc'e!t 


re ar: : :.e.. th,
tt :-, istr': c:"..oa "el*A

le:el erc.ne! n........
-"c
-- :,a rni:. a-': 
_;Z. c­oz the "Znist a:;d-- T.,icr. t:.WL-ri...n .Finance. 7r:-c:ic
' i.n'Stri_'e:o:
perscnnel Cro=.Y 

'.eLee:. incc.pc-ate.te.crrcae: ntc t-iP
dccumentf "hic:. 

c n .te-.. "" 
this prici cllabcra -d tere 

-
-
anticpate ' 
r-ral health :erice., nc prctlems are 

Project Aree_,.ent. 

11 
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UVYMUS PBULI190% MOAL V SALUD FVRLICA AKiEX A 
b~aWSFhge 1 of 3 

Ua Pa, Julio 12 do 1975 

Daniel A. Chaij
 
Director, &A..
 
USID/boliwia
 
Presens 

Zeoer 	Director:
 

Ret.: 	;olicitud do Lyuda Fin~anciotra Lxterna de .I~ 
par&s1. .. 'nni~n de .airvxcton do -ilid &Il.rea 

91 Gobivraa do 3olivia a travi del IEinilterio 

do Provialfm "Social y :aluid i~blica '/..& olubcrado un proysc 

to para, 1m xpaasi6m do setvicios do &alud a I&& &on&* rurales del 

pate. So asticipa quo *at* proyocto tondri ur impacto signiticati 

ye on el nivol do salud do la cosunidedos rural*& del pais y aie 

a~a, e1 procrema eyud~ri a detarrollor una capacidad ins?.itucional 

quo porsitiri &IKinisterlo do Frevia16a Eocial y Salud I6blic3 as­

pliar *isforms significative nue actividadoe do salud rural on l*& 

&aoe, sigiejntes a I. cancluci&n del proyocto Fropuacatoo Adenaa, 

sat. progress *.mter& l& ar* on cuanrto a I& Zroatsci46n do zorvi 

cion blsicoo do calud I organitci6n cosunit~ris ;us el Gcblvrao 

hloverS a cabo -­bajo *l Segj.ro ocial Caspooino.
 

91 proerasa a financiarso toodrta doe ob.4eti
 

we@ principals&:
 

rlI-O: Hojorar on todo el territorio saciocal I& adocuac6 del 

ejotoza actual do prcatsci6s do servicios inatitucionales at &&aud 

a Ise soceidades sacitartms dql scoe rural, reforsando los eat&­

blecicntoe ea lox AGPoctoe Qt r cqaoe h~uzaaos, equilamieuto, ad 
aimistraci6a, iafraostrutAura, transport*& y nantenalioto; 

5CU:DC: Imlaster *I siats do ealu4 rural, an toe el p~al, 

pars ioerar un cojorasicat., s~gnificative on el nivol do aalul. 
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quo IncluirS toAos 106. asiPOCto6 Atis COAionscos y adecis imtreo 
duciri oervicios bAsicos a nlv01 do I&* co-unidades rurale. do&&
 
rrollaado pars 0110 use seplia participaci6n do in cor~unieal.
 

91 proyocto pernitirl o~ecutar, las al
 
guientes *sctividiides:
 

PULKL t;ACIc:AL; AdecuscLfim do Ion satees 
t~cmicos adninistra
 
tio pars I& prestaclha do Sorviclos do Salud 
en Art&& kursies,
 
on ciaanto a: 

Construcciane. 
( &lnacenes cortralis ), inforzaci~n 
y evoluaci6a, surinistroo, capacitaci6n recurcomdo hucano., Y. 
supervisi6m.
 

NZV;L ? ZG'CNAL: Adocuaci6a do Ios oibte7zas re~ionsleu t~cnicom 
y admlnistrativos ;ara ls prestaci~n Serviciondo do Salud in 
t.rgas Ruralts, on cuanto a: 

Contrucciones ( al-tacene. rogiona ­
ion ), inforn~aci6a y *valiaaci~n, tusinintros, capacitaci6a do 
recurs*& hunanos, suporvIsi6m, tz'ansportes, y -&ntdniaigcnto. 

N~VL iA;Adecuacj.wn Ito onvtrca do -4 do4 
Ios Puoutob ;%'cdicoe y i'urstos aiitrics, es cj.ao a; 

Conctrue­
clones y rofaccionis, iquipaniento, tranaportcu, n..ntoniziento, 
5sanj.-tis, cap~icitaci6n do rccur~.od hun~nojs, 1n~mct y 
ovalu.aci6n, supervisl6a, prect-aci6n de aervicio. cbzicos ae as 
,.ud a I&& conunidats rurma.io con uris ef.c.xva pmartil~aci&% 
do 66tes. 

0.%r& reipzldar el zrocrana, *1 Lubterno 
do Bolivia contribuirl *a Is sle~iccto forXM: 

1. miflitrar& fond>&s adiclor.1em 41 I'imiaerio do Prew~i6a 
cocial y Solul P~blica p~ra c.~brir loa teiintos Cs'toe: 

a. Suoldoe p4a el muevo orsoai profesional, thcaico y
 
aumilar quo planear&, ejeciatari. suporvisar6 y evalms. 

IL" ctividade. alud aral;la do 

http:rurma.io
http:rccur~.od
http:iA;Adecuacj.wn
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be 	 Vl~ticom ft~om y ocasionales pars, *at* personal y *I 
1.1
personal actia de l-/.P coopronolido on @I ;royctoj


C. 	Costas edom~ teniaterto y !uncionami*Gto del eluipo S 
adquiriree %ra *I ;raocto y do I&& lficacionem
 
constrjllaa 09joralas c~m fondoo del proyeeto par^
 
*1 equip. y I&& *ditlcacto3 es exltatete o 
*I Area 
del FrrxorAe; 

d. Costoo do loa rnater)ales necosarlos parmi ls activids­
do* do conatrucc16a y rofacc16n do sorvicloe do saluad,
 
onl
*I 
rea 	del progras no fianclsgoo por A.I.J..
 

2. Foxentar, &liectrar y ouporvzs&ar a loa participasrnta dt I& 
coaaanidad en Is actividsl prOLrnm~kda. 

3. 	 Creir nuevom carte& pa-iprfealcRIon de personal suui -
liar ( .Auxiliar do -7afermerta, *Auxiliardo :rabajo .ocial, 
y otroo ), £IScob43ioa far 	 !a ispileuao.cla del proCraaa.
 

1., 	 Utiliz~Ar al .ejaipo a adjuiriso pare el prograaa con fines 
excluaaivamento dootinadoe *I misso. 

El proerasa so llevarl a cab. on usa
period. do claco &Los eo todo *1 pate, y su 	 casto total s o*tla
 
on UZZ 20.COO.CCO, losdo cuals~ *I Gotiorso do Bolivia contribujL
rA Uzi 6.700.000. 
Por 	lo tanto, so solicits urn pratso de .'.10.000.000 y urta 	donscign do US$- 3.3"COo Iicialese 

Con sets sollcitud softer Director,
cotaidero quo loo criterio oupuectoo on sia Dots, 2R-L-'.00-78 do 
20 de1 pasado "&,do Jujnio tatS. cubierto., corn carleter genra~l.
 

Com. *sto aotivo, tng. a. &grade

do saluadsr a acted *tentamentet
 

.... L. 0 *p~q~5~s~u 



The fcllowinig Cummury describe -

Population Covc'r~i'L 

Rual~ 7omuiti.,; with, 150-5cx0 
perscnzs (avenuLEV U1, 250). 

Comiwity Health 1Prornuter :JvAllcontact 80%of' u-.ic'nd rurmul

commlunity populatIon 
each month. 

&)%(A'* i~cc:.ible rum2 comuni.. 
tiez ir. ttArtekt areanz IT, 3 :-c.part-
Dents (Zantu& Cruz.. La Paz.. andPotosi) zhouJld have functio~ning 
Promoters. 

h tC I'&i I Lt. !EVFLV I-Y 

the de.: Ir twj!,t1 T, ut tht- cnd o~f 

.Ac.rvl(i 1)(-11j~a 

Per." ifitIl; :vrvIcc: 
rucdinvntA&ry hi:%1th e?.re 

--

and
Iir.:t uld, -terna rind childhvAt1;, !nutr~tio, ln~unlza-
tionvr, rv:*f'rra:: !&nd hvulth 
r-duv-ri.n. 

Eiviroiimt-tai 1kfe1 th ';crvice. 
-- hujr~r W.d,&:ctv and 
water ;:upply (hygi±cne educa­tioll). 

ANN!CX' 1) 

Ire 15 

tht- IprJf-t period: 

htwrin Rk.uurcc­

C'murity fik'iith Ccn=rjtte (5-6nvmzbter:;.) community Thader.hip
tr-inzny (5-6 dAy::) by Community(ri:nizine Teum :;upcrvi--ed and r "rd1m~~Jd by the fcprtmenta
Trlnlne Cent~er.
 

I CLr.Ujt 
 lit-tf Promoter forctach kuraI C'mu~uity.
 

1'rom,)ter trairilrg 
 (320 hours/8 
week:;) rAt Hospital Health Centerby ::-taff of Departzentaj Train.
 
Ing Cen.Wer.
 

Mother! Club.
 

Traditional Kid-wivec 
 (2. or wmro. 



C--=..L ity Ormunizatior) 

C: rJ..u:, ty ~,&z L ita a(t1 vi ti .::vrt 


IX-cu !,,:::, f Lb i::hi ,11C,, mru-
nity "t- th C( 'ur.ttt(.'which will 
be rt-ponsiblr 
I*r community pir. 

Zonal and environmental helLith
activities and tMt will rerrult 
and pay the lIron=,ter,:: -alary niadcupplies. 

A C,-rz.unlty Orf7&nizLtti_,: Team r,,a-
::i-"ti:-X of ::(,cll work aux Iin­rier trtiad 'At the lbepartmrnutil

Tr ainlr. Center will 
 conduct crn-

M.nity 
nalyzi.- and organize crn-

munitiec with u::::!otanc,, of Aux-

iliary Nurzc I from
Health/Medical Pos=t, 

rcipectlv.
and Nur::c

Auxiliary 11 
from r.I::p'-tive

Ho.pital Health Center. 


Auxiliary Nurse I ansuitr cc-
wmnty in orgnizing Mothers
Club for health and nutrition
 
activities including supplement­
ary feeding and nutrition edu­
cation.
 

Environmental Health Technicians
 
and Promoter assist community in

istrine and water system cotru­
tion# oPeration and maintenance.
 

AflRl.y 1) 

!<U(AI ct.t, f*15tdj I.y (i.,vcl 1 ) .- ,'Lim
 

,,l : .
 
.Flci itiec
 

{r...r. 
 t r' . it: b1t;:j :c. cim)r 
 a : r hN c. ' t thi. level. 
"1:4(j
.U I ,.. 'litr 

UJJ{, rt ;t'rvid, i 

It 
level.

tA.', u<i. rc.::F,,.. 
"v,- , 
 r 1', i.:t! i,:t
 

-,crvlc,,- (Iu-livury :':%tilti.
 

FiOr.i ly 
 fold'r:, r,'c,,rj, rei'err1l
 

I' ,rm:;, V;:( thy.r I:'urr tton
'
 

2 uppl l.: . I Ii.tributj,; f'r

upIc-r ry LI'u,,:,trincfu
 

and w.'ttr ::upply ,:y::ttr..:; con­
:;tructlun. 

i'r-otvr prejxAre " rn-uthly report 
. ::upp,rt .y:,tr..: which includer 
medicine and ::upl ly rcquc::t and
 

frward::to Axll!xry 1.
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htmhil ci1'jonnan (i.(vvi 1 1)-c :,4irtui 

1' !Lli riI flO1fkI. VLi,_..-~Ild !.Vt U.it'nAdmrinistration 
ach Iealth Pc-:t ?2 ri :p~:I'bi I- :, } u:"., 1,:Hilt :ir. r. ter o.,'u 't2 : c k'nthly activitie, 

*,},.tv-::with ::upervir )r- and 
!ty 1'.,r R C,nniunlti,: , . tt t.,.. .wv, y , ,iw- . ' Rural. 

I p p'ul 17 ;it. =.unity If(-fI th Committee.
 
-&cl Medicl. lPu:t 11!.:: rr::pL n I- ,. t ii1 t. 


I 
t,ility f*,r .', huri l Cmmuiti, L 'V,(M., ",r , .r,lt'tt • 1,w,.i ly f 'ctlIU 

(ri:k !'.xt,r) ::urvy fi'r ,ecll
Supcrvlion 'f Prom:tr: by Rur'l 

I fr m II.tIth/McdI- rurrl c,nnelty. Ti::!'mily inAuxiliary Nurue 
f*ccl- L; brt::i- 1',r tth :trmily health 

cal Po::t. Prifmotvr receive:: 
rc. rd.bu.ck from _,upvrvi::or ba.:ed on 

, nthly :ervlce rep.,rt_ and dir(ct 
nthly rcp,.rt: by r,M tLer pr,-Heultn Cm- 4b:.ervati-n. C mmunlty 

vidin,- :-,rvic- delivery data 
mittue In al;:, Inv(lved in th.:: 

and t'.::ic
(type1 fperindic ev:dUwtion:v. di u :i ::) 

Promcter chareen patientr: for 
M.nthly report :n ::upprt sytems

Cervices and medicine:; provided 

lealth by Promter.

and treasurer Di" Community 

Committee handlec this money. 

Promoter'.,monthly .alary, the 

cost if restocking cupplie- and 

other community health activitie; 

are paid from fund consisting of 

money from chkrge- for medicines 

and services and money collected 

by the Comittee from the community.
 

Promoter receives technical cupport
 

and supervition from Nutrition
 

Auxiliary and Environmental Sunita­

tion Techniian, who are located at
 

the respective Hcspital Health
 

Center. 



AiiI4 X 1) 

PopulatIon Cvevrit .,rvik1 I iv(j 1!uugyy i ,::urc:.. 

Communiticz with 500 LL, ,OW .­ rnu 4.: hurkl (,.u-;mzity, cxcupt I-, liurl Auxiliary Nur,;c I fur 

population (zaverr, ,I' ",L). b~i 
rtl1 

~~ 
,-?L.~L 

i(~W1:Lr't?% k~f 
y .' ,"!L ,''r(. 

er~ch Heal~th Pon:t 
I r pwpul.ttion i:: 

,r 
1t 

Medical Post. 
thaLn 1 ,000 

Every dv:;Igr&,.d kurI.iL C n,1u:1ity thun I Rural Auxiliary Nur:e with 

-:hould havc U*1 uq t , ,d ,u., r pi ri, vi. it: by niti- I Prx..- ter. More than 1,000 then 

aee::V'ible licalth cr M, 11c:lI ,1 11(1 ti :c :r r A',ux !i r :. 

Post (standard 
time). 

i:- ont, h, ur travul if :-pLtl HL.tIth C:cr t providc 

more etrrplex ,urative :Irvl :, 
and t(. introduce. ,&dditiorrtl 

I Physician in each 
(::ervln ubliCtory 

Medical Port 
rural year) 

prtvintin Lechaique::. with I Rur-l Auxliary Nur-e 1. 

Traditionl] midwive:" frL& arLa 

receive tr.%ining 
Hlealth Center. 

rit llo:Ipital 

Other ccmunity per.onnel as in 
level I. 
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II.,TII/MH.I]CAI !CYT:I) (11v0 - C :tCiu,. 

Community Orunizatiun L t1::tic. tcllitle. and Equilpnent 
Social Work Auxiliiric orp7Lnize Auxlliry'. it:: -ind [r(4n ter'. Ii t* 6 rou.m lcIlllty includingc ntmnity to e::ttbli-:h C minunlty '.It: . dl& ,:.I :Ivpirii : iln -:vi rea.L, u::ing Cxisti.,Health Comnittee. Rursi Nur:;e ,rI, ;r, vIdi tLhr u,,h t.he 1o':qpI- li,'&lth/Mudictil Po-t -facilitiesAuxiliary I fronm fIcalth/Medlctl, t.&I fic"Lhth C-ltf-r. to vxteznt p);:iblc.
Pcst, and Rurul Auxiliary Nur::eII from Hospital Health Center ;vrvicc del-vry r, k:aI:: and .- ch 1I1clth/Medical Puct willwill also participatte. trdlraing r:trl': :our haivePurutl required equipment. 

Auxiliary 1. Swnc !&:Community Health Committ.e !X'r Level I plu:: ::urtry form:n. Equipment maintenance providedAuxiliary I and Envirornmentitl by designated Hospital HealthHe.tlth TechneIrian pactivitie:: Mule (.r bicycle Lan.:portuti, n Center.
n:meti qs Level I, ,'xcept that for :-upervi:-ion ,ctlvitie- of
ccmaittee recruits and payn Hurl H!elth Auxiliairy I (motur­
prumnter when appropriate, cycle for phyrician ,it Medical 

Post). 

Vehicle and equipment mainte­
nance provided by denignated 
Hospital Health Center. 

Supplies and dirtribution for
 
cupplementary foods, latrines
 
and water -upply :ystemr con­
ctruction.
 

Auxiliary I prepares monthly
 
medicine arA supply request

and forwards to Hospital Health
 
Center.
 



. 

Administratiu nr.z,tl 

FAch Health P, t NIL:: op-:rLtIri¢,al 
rtponsibility Vor three Rural 


f'ur -Lch ,.udl-
C-.:jnunitic-: (five 
.1 J)c.,t). 

by Aux-Superyision of Promoter:: 

i2inry I and of Auxiliary I by 

Auxiliary II from 11o::pltal Health 

Center (onrite vlsit:: every month). 

"nthly evaluation reports :;ent tt, 

.'irector ;f Ho-pital Her.lth 

Ctnter. 

Financial A ministration: Aux-
iliary I and physician receive 

r.cnthly salary at Hospital Health 

Center. Auxiliary I collects
 

money for mediciner and services
 

pr'vided at Health Pot, and alno 

collects money from Rural Com­

munitiec. Physician nerves same
 
Aux­ftNnction at Medical Post. 


iliry II transfer. funds and medi­

cine and supply request:: to Hospi­

tal Health Center.
 

Adequate storage and distribution
 

sf drugs and supplies for Health/ 
Posts and for respectiveMedical 

Rural Communities.
 

Periodic preventive maintenance for
 

equipent and vehicles provided by
 

Hospital Health Center.
 

A N1-.X L
 

ito'r. f 15 

V 1) C, :'tl:,ud'I/':..It.CAL 'vu-T (IAvv'l 

,n aid E.va Luatlcn __________ 

Auxl!.ry I c(1,lect :am'. diLt.' Auxli'ary 1 and Promoter set 
,mIlly wtLivltiv::, bjectiveu for Health

.4. :r',k tur ( .r, 
P ::t In co..junctiun with Auxiliary

ht. ILh Reu,-,rd, .,rvic r: lk.Iivvry 


*,., rt, : ;I rt 7y::Lcm:: .'t'tu: i I.
 
Report) on a monthly ba::i
 

Auxiliary 1 cclict:: vitill :'tA­

ti::tIce lIta 'r-in F-anily heurlth 

Ricord:: >f both lHealth/Medical 

i'rt lcwl and rural ecvvnunity 

lvel on % qiurterly ba::i:;. 

MZW/Pl! conduct: H u::ehold Health 
Sttu:: Survey in Health/Medical 
Pon-t town a:: in Rural Cortnities. 

http:I/':..It
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]Iu: !'AL. I A.A f i'HC Jr I .' vl.,. i ) 

.vury il 1, a. th L, uddltionul that 
involve supcort :'rvic,. for thI th, ; (t:tcr:n. fl,::, ::,rvlc:r "r, di.cated in the chart below with 

(not: About one out of "- 1;ital Cc.:t. ,. wi.! :L;g.:.i,,d responsibiliticcs 

an U.ntt"ri kz.) 

-o0ulzltion Coverage .':.Ict i. llwvcr, Iwuu Re-uucec 

Town- with 3,000 to ?O,OuO ,lmu- I,.'::oura :WH.c kr--cd::!ur'. taff:rt.dth !!faith 
lation (average of 6,000). a:: L'vf.-I I!, jlu:: 

- 1-2 Rural Auxiliary Nurses II 
Eighty per cent of town:n with thL: - high ri.:k (.illv 'it:: - I-" Envirorcental Health Techniciane 
population in three departments - trcut' 3'r dcgruc r-l:utritlon - 1 Social Work Auxiliary 
should have a 1o;pital iv!th - laburatory ::.Vrvicu:: - 1 Auxiliary Nutritionist 
C,:,,ter within the RILLC. - - ro'*.',. io.%al re:(dical cart 

- ba::Ic -und ,.:,rrency ::urtcry Adin.niitrative -tuff: 
,v(:r7 Ikulth/MedlcU 1u t -hcul - dental ::.rvic,.: 
hlvc- an uccezsible ospital - an.bulwnc, ' ervicf - 1 Adminiztrator (02) 
Health Center (standard: One to - referral-- to the depart- - 1 Biostatistician (*2) 
two hours travel time). mental spccialty honpituls - 1 Supplies Technician (2) 

- Vehicle/equilinent maintenance 
Attend the formal natient refer- staff* 
ruls from Health/Medic&l Postz - 1 Driver (2) 
or Rural Cmnunitie:. 

Hospital staff will provide service 
support to Rural Health Project. 

Departmental Training Center Staff 
provides training at Hospital Health
 
Center for Health Promoters, Tradi­
tional Midwives, and rural teachers. 
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HIPUITAL U1aALIH C12ViE!. (Luve-. 111), - (%),tiiUvd 

Rural .4,Liath Aixilltry 1.1 wcur?:- l<i'c)Ulld rm-1 cim .' ~d~u3 Utmodellne of vxLLni facilitiezc 
w tI A-.Ax 11 atiry I. fro Iit.-1ht./ 1-d %t. H. !110 (2c'ttvr 'Lmd C(a:tr~ci~ of 'V 't±fcilitien 

Auiliurivn in urrui ii 
cc.z~r.~~:;at lcvtel- I and 1i. Cunu:t1cUCt ionI UT oi zapacL., 

~ i~~ttd C'i- offictcr Vor admiinistration andc<;iaJ.i~tith 
Cocial Work Auxiliari". o, dc t~r:hv zr~ :rzo~ tL. rural. hvulthti jf andi meeting/
Cor.urity Aily-ni for -lich K1-- r 1 :::jd:u;j1 ': for - trainitiF rc)o 
eccalnrnrity Ut 1'lt--l I anid II. Ho.-Ipital Htdtl Ceritn'r: mrid tYhd.r 

.-iffilluec. %1ujly inve-ritorl( - ! ich HOIo1'tni Ikiith Center will1 
!1utri!-JIQ:. Auxiliary uitdby art: tnuiri:li-d !'(-r Lc-v,.1: 1, .1), hav( r. -ztunndurd net of equiluent. 
-oci±1 '.rrk titxiliary oreanL'er- 'Ild III.­
JMoth.'..r::' Club.; I'or- heaulth av At dc-::1en.it(-d flocpital Health 
nutrition actlvitiez, including !)-I(: -notur'cyclt: 1"-)! Rairnu M.kath Ccr~- curistruct~ion of additional 
supplementary f'eeding and nu- Auxiliary II. wurehouzc opacc, and workshops 
tritior. *:ducation. for maintenance ::ta1T. 

Jt.-fe1 trannporttition for mvdical 
ruervi-ion and umbtlunce nervice. 

Truc~k for rduun1'jfood.'O 

Vehiclfe and equipmnent maintenance.'O 



ANNEX D)
 

IIViiL Hi.AL'rH (K!-'EI.; (ILv. UQlL - Cunitt ruf, 

Administration t:df,,'uiu:.1:ld ov:iuxti, l Lf liz±[ 

Five 11-ri.lth lo::t:: a d !.wo ':,i ",. Lh~y ' . :('t. iv 11, b: etbjctiv,- L vt:lt.dI f'or
Ib t":..g'.d to -'%ch . .i" 'i ., ,; .L "romit', yi !, "v,,i L11, v'ori:ulti::g tht- ob­''r 

H!*,lth c. *', :' [r ,, .,-.:: :u.I i::J' V ., rt iv, . 2 , .:ri',.1 ut 1.'vr1 n , : x., ; 
Ia It. ILTvl 

Rural Health -. ctlof, will b,, ,-- !'.VfUL j: . " *, r.'i.. ,i iv, rv 
tablirhlc ut.i tui'< A0d1nii:(Lzt v. Iu:'d or Yi:h4 , .iV,. " l':oszr'-".. ogre,.hic xiansion of 
Section will L, rinv urctd if: n',::) .h%. I-,v , . Ruial C,, zu1 It,.: and(M Health/
 
additicr to th ,:xi:tinV lIo::it l Med '.tl it i" th, target nuir-

Staff' i%1vii1 . J !LvL'Jy:, vtt) b r: h,,v,' tut. be',:n rveii! chcd. 

'l'h" Medicul Dir,.ctu, Iz: r1. ,;:.- 'w ruFgran. : t-, - ul :t.vicc. with 
iblc for ,111 !.hr,... .'..tio;u: ;j',.,:it ,. ,,e.y:' datn o;n", 7,rt:.. n.t:12 1,v,.. 

Admlnitrative. -ta:. ;rovidt:' tion ",c u::. l)v.tvrtrij- -ezource requirerments for 
administrativtw support to Rural level I, ii, Find III. Alo deter-
Health Project at Levels I, Ii, Follow-up rtud1,:- of" ref',:rrul.- mint need for hospital bu.; exTan­
and III, and to Io::pital !stuff. 1ro.. Luv..iz I raid ii to lvv! zion. 

IIl, atid 'rnn. l,.ve lI to 
Supervision of' Rural Nur#,. Auxil- ,.1 V. 
iary I and Phyziciuri by Hospital 
Health Ctfnter's Auxiliary 11 and I(-vi(ew and update Cctnunity 
medical staff (AuxiliLryr II vi- Analy:Is. 
sits each Post monthly; physician
 
visits each Post .v'ry 3 months). 

Medical Lirector and Auxiliary II 
review tvaluation reports for 
each Auxili[Lry I and Promoter. 

Monthly visits by Departmental 

staff to provide technical assist­

an:e and supervision.
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D)EPACFME:;TrAi, i.Vi*v. (U.1.4U, ;aAN ITA, ) (. .I iv) 

Potulatiorn Coveruge .. vic, 1i., r:' , , ,'• 

Target ar.a corpristr P0 ;tr c,.nt 
'f c~'C"iL-!L (i.8%un"Ll jOpUlt-

SiOr. i, thz, dClcJurtmn,. t:; (I .' t} z-

! 
Iii 

.i ., %I !i. .:, 
. ,'' 

" -
. 

'rtr:. 
:.i::tirr 

' 

i !i -u il. Health Projtect Tfum 
I" 'L roj,'ct Coordinator with 

r, .',.cI,' 1w ttUichI1 di­
(:o.2K-, ; .: ti± Cruz - .4a, 1(n(! Co 	 :- .'i , :. , wil I have- r, pori:;ibility for 

-'':= 1I, (70i). 	 'u . '^h. 'i r :j , .'iyi ,:2J.Ori - th, 2 1:'wi:u: 2pcciality ?,rqui; 
t~ili ty u,' tb', ?'L//fb, .:houud - {,. al'l] ;:, rvicuz 

T: .he ±trg,.t ur,.'v::, CG p, r c,,n t- !,',v. th, c., ti:t, l I ty o' iro- - Human r, 
of thc icce::ibl,= rural Iwpuul- UI,.j .:J,, 'i'.y :' rvlcf:z to - F'acil itiz.; and uquipmtnt 
ticr. should be :,vivd by Lv,, , f, rr,: by th RIW ) . - Co;r.urity d! v,:lopnctit 

I, II, wnd III muduluz. - Admiini:traLor, 
}'rovid :.(r' :: or"drillint 	 Iri'ormAtion, and ,vluation
I.L :k ld :u ,.r ,; wlt,.r r: 	 -::t Plat,. ,i 
:%d ItO.1rin,. 	 1 W.h, Ont, , ! '.y reponcibl...fi;t.ructi(,n (r;,,t,.: ,,r 4 be 
tzirget. urea. 	 1rr nmorv thitr ,n, ara. The project

Coordinator will mo:t. likely be rez­
;onrible lor Health _"rvices in addi­
tion to th, coordinator rel,.) 

j,. :)artlntal Truining Center directed 
by %Nur-. Elouctor. Prtparer tn,. "o­
lowi ig typ:e of JIvr:onnvl: 
- Rtural Nurne Auxilia-rics I and 11 
- ,ociul Work Auxiliarie.s 
- Environme.ntal Sanitation Technicians 
- Nutrition Auxiliaries 
- 1iy-sician, in their rural year 
- He lth Prcxnocers (at Hospital Health Ctr.) 
- Traditional Midwives (a Hosp.Health Ctz.) 
- Rural Tcach.r. (at Hlospital Health Ctr.) 
Thiz Trainln. Cenitr provides formal courses, 
continuing education, reorientation courses 
for personnel already in the field, and
 
orilcotation courne.Z. Reinforce adminis­
trative rtaff for the following areas:
 
administration, warchovusing, maintenance 
and accounting. 



ANND 1,
 

DEPARWflEiAI LEVUI (CUNLLAIJ -*AU1I'AkU%) (1-.V-1 LV).-~i ~u 
COMUnnity Organizationi LoL: L.: tic:: t i tjr 

Reviews communnity ora'ani.%-tt,l 
..tutuc reportn frum Lcvol.; L, 
11, and 111. 

Tt;,rtmvtal~.~ 

i.~'I- :Y:t#"! 
VC.:,~jIi~;n'Uia 

rtdi (I ic.4 . 
, 

'. 

;4tf~~~j 

% 
11*r~i' 

warehouse consztructed 
::Ai.Ir trativc oIfficf:: ?Illd 

ok:o: 

Program ccuirnui~ity ,rgtii.zationt 
activitien including -*xpanuiion 
t~o new P-rcaz. 

-,*U I .m11!t 'L a1:IrI 'it I or. %nd 
:.4i)V:U j'u i;n:rt. *qiI*tn. 

:r.l-fit Control anud rmiiitcluict 9 
favility ina ill:icri:c 1±ild dr 1-

"-'.:.'urticml, 
tI Trailling C(-'nt. f- (:vw 

-xranzii, or rvmodcl­
11"1;~r~irj7 (n the dc~rm.n. 

Financial udminiistration for 
Co~munity Leade'rship Truirnn. 

Conduct Ccirmunity orgaLnization 
courne for ztmdf of' Levels II-IV. 

tenance . 

"'UppJliu.: i.Verntury ax~cI cdi 
but Lor ;y:.t(-r, t) te- t thei 
of' Level 1, 11) "IN" Ill. 

tr -
n4:('.:; 

I)';ar-rtnintal kHe,.dth Officoe (tUrldid 
:at.i turii.) rcinodcling a-- r.qul rid 
aza (I cez:ary office equilco*nit. 

'rauriportution zyz.tem using two 
jtecpc and a large truck. 

Di:tLribution and reproduction 
of' traini~ng materials arid fornz 
tiZLded by the departmental and 
lower levels. 



DE;FAR~IVENIMTi l!.rI. (UNIIAD2 AMMRDIA9 (Vc 1 I.V) - Vriti . 1, 

vi I u L n ______Ackini:;tratiozi inli rrttlh L:( 

,jtctIvte: de­

ikaz rev:.:ib I !Ly '. r ~;~ LL:i,.:Er irdvc r'c t.L. '-d: :, tj f-tive.- .-Vt 

irig pr(,,) Aq.ILrLn:t. I 1.vic.1 . thr, t~L ~ :t L1t :~ ' lit tie u wo':r Ievel:, 
mu ~t:~ *t.~l .1:h'1Lv the 

Rural H~eal~th 1'rt IL,!t Cora1i~&tir *:.m y>rr. m thi y ',-t k)ity f*ur 

T. 

Dept. Ihuri. 1 Ik-al1th i rt jut.. Tuair. rc t'&.u:: 1.vVI LI0I t t! (aU' *t. lt. 

provides ttrchrl~ncal -ul~lp rt angd tt t' 
;'r ~u~ic'pz:in~ or.~r-upcr'vi:-.icr. tu('2, tL Hearl th 


Cenitcr-L; (r...thly vi: .;).AziyZL .'r c 'I v;vry cv-L- i[rijtct ,L. -'i n H.,. pitai Health
 
1Wi ti (:I.: , ' I, H( -i t~l HIlv 1th Ct-titvr .1: *j t -wv'e ruili to MSW/Mi
 

Admnis:trti(. lr .. thtj Curitu r-.. rr1 ' wud ru. 

sanle of' drur:; by t- i rt rnrtfr.:
 
aund Nur:-.' a iuiIi lilior , ,1(n1. t,~Iv . irvui II ticc iru-rin- new tyj c.:. ul' .-. rviee.- a.;
 

col lecti( :. fud; 111( puwCha:;# rmuu I cab] i ,,1: ut- dtvrrncd niecv :.aLry, baz ed an
 
Ilk:Pitaml Health Center inputof' replacement druj-::. mtid ::upplv::. 


LI(I1low-up .;Luilv; LA* rel'erraln a'ccurdint: tc, MISW/PIi normsz.
 
f'rrr. Icvt-i 11 t., levtel .111.
Personnel payment :-.:;tcm rrjnaI'd 

Il'AciW :lI.w ::tudiv:: .raby iu.rc l tugIncludine
at departmnental level. Check:: r 


cash dictributed to flu:pital Iktr-lth flkz:pitAl Hlv4th Center. li. cpiVAl Health Centur bed
 

Centers tcG pay staff' uf* Hos:pitail -x;r&irl ,, bzu.ud ii. input from
 
Health Center accurdingHealth Center and Heal1th/Medi Cal Agrc:zmtu IX rtLI~n fritnIm:i 


Posts and Rura~l Covnunuitiec-:. Cun)nnity /~~~~:.to MOW/PII norm:;.
 

Deartmental Training. Cunter Al&gregatte ciata n drug:: and
 

receives technical support and :;uppliei: con'utzption, arid equip­
cupcrvicicn, from the MSW/PH School ment Uand !*Ucilitle; ntaitu.
 
of Public Health.
 

Conduct cost Ltudier and other
 
pecial rtuaie: fld nal ~ysis inl 

conjuctimn with iational level 
cffortL. 
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population Covcragc
651, 000 puop!, (I',r,'ial:t 

.',rvicv 
,.11 

Plivz 
: !,:' :. : 

__.__,_____ 

;,,t,.i r,,,-l h',.lth Pro. 't IetjM cor&,.; t i ag U1, " Project 

target area) 
benefit from 
delivered, 

directly 
:ervic:' 

;rotocol: fo); r-
vic, d lLwV:r.tI., 

all Lcvvl::. 

, ., 
21.. 

i:.zkt ,r .. 
wi 

|,,.juki::t: Cr'o the 
h-ay, rti::IOnIblltiC 

rcrpvctiV, tchnica1 di'­
for th,: rollowing areas: 

Another 2,514(,207 ;.o- -busL t:. *',[,.i." d ,qtu lpS L,' 1t 

ple Indirectly befrt-flt­

from the admi:istrative 
-
_ Au r.. r.i :tr:t o 

and technical rcrtormr:, 
(rest of ruranl populu-

tion in the country). 

- ,t.unt!on
- 1:.!rmatiu:I L IN o 

-

,, thi8: lf:vl t~h, r' wll be different persons assigned 

tL ,..oha fl , ard th,'y will ddicate 60 per cent of their time 
tu th,-~ i -

8cuhool o." Pubi ic lealth: 

- Or.ritat ion and ::kill' c()ur2(.:: for M,.dl-al Iirectors of 

Ho:pitul Health Cc.:tr:* arid DepLrtmenital-l,-vel staff. Thece 

cour:.";,:' focu': on how to operate that RIDS uctivities for 

wilich ,.o;it. b ing tr'i n,'d ar. r.,.pon; iblv. 

- Frr.al courses for support ,erzoinel including administration, 

wurchouning bccountantL, laboratory analysis, vehicle and 

cquipnent maintenance, bioztatistics, planning and training. 

- Formal public health programn for rnedical directors of 

Hospital Hculth Centern and Departmental level pikysicis.fl, 

. inttrnutional publ'.c health and administration fellaqwSbips 

for rural health staff. 

- Strengthened public health progrwnrl for univerzity students 

In medicine and allied health fields. 
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NATIONMl. t.1*:vF; OA-Vu. - (.Ir 1 iudd(MI2W/1) !.V~.) 

Conommity Organization _______kc: Fl&c ii it'V:; 

Develo1 : normn:; for (- rriun~ity rN t *w.I urcto.-~Ir. 7L!.L *t-tLi' nit wa~rt- u:.x with mad­
orgurnivit! c~n. i I~ (lusi% .~y.*t' :.f i ri ,:i z:;i 1;: truat1v iv v v I r.jr­

SupvrvI-;v regik~mtI unrd z ut- :.Iz' *d*nd -rLzartirrtiizatenin:o w rk- hIwp: 
regional pro~rxmiing 1.ctu- .cju~:. z~nd ani-~~t-quiimtvit. 

IcdVIis 1 
Allocate couwunity )rjaniy.:xion -'chuol I-ublic liculath, and 
rccourcc z. Tr"An.:krttiur -y: tum u.:Irnt! pruvIikn . ,* i(-v:::.-xry equip­

r~ai. k(fr. 1 thu Natin.l 

Review comrvnizl y rgL I'.&i i 
-t,.n re-p-rtL,. Printini,' rtno ;:tributl- :k'f* Provi::.i~r n uc t::'itry of-VIice 

the traiziiri#g iin~teril.V !%nd equipment Uur :;tIvcVd M"W/P1I 
Review and evaluate conuity formL nvedva by ?411 level::. officer. 
organization ntrategy. 

tribution ::y::tum nm t thet rrt 
needr .,I' the delxirtr~tvnts.I l evels. 
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i'. P) (1 .15 

I.!%ATlCAl .~wij (Mwlpf) (I-( Vc V) - Ck 

Administration I1inLrMati, n nLndi-v'LuLti, 1 Pl'lannin 

I ' 'a:.l.F: Lab] i :.h Hurl lic alth Team. v," p r:t, 'n i:' ri'lviti ,), v (- I k ver, 1 progrm tb­
y: tkr. WILL. th. :,I ' r I'La -i:t .: und n,,rm:; by typT, of 

Rurul Health Coordl:ttr I=z ,:,:,t;: trvic. and produetivity.
for admniu::ter­retponsibility 

lng project tit the nati-tvl ci.- r;ffl hic lkvelop AbJvcv.:ive.,: ,tnd target­
level. - hvt lt.h :Vt.U' " Lr:d vital ,ztati.:- V, r both ' 4r.raphlc and ::-rvice 

tic:: expan:¢;Iun with the input of the 
Rural Health Teamn r(-,, rt.,- - ;dni'oi Deviertrent level.:urveiilaziev 
direr'tly tc the MSW/Plf Under- - :urvic.. delivcry
Secretary for Public flkrLlth. - :t:' De'wlo(p tarjs:t:: for retc'urce 

- r,':.,,urc,':: :il I ton. 
Delepatiin of certain admin­
istrative and zupport Vurction:: C:,nduct houhch<Id xurvey (n ::ample C .nduct Impact analyres and 
to the Departmental and ,1opl- ?the t,,rgct populnLon) of the RH- ,.conomic termz. 
tal ['ilth Center Ltv, 1:. 

Corauct periodic iw.nvntriL1:: A' C,,ordinatc MSW/PII planning with 
National level providez tc-h- Facilitie:: and an-&ly:(. of' drug the planning of other appropri­
nical ::upport and ::upervlior. tnd :upply U:,. ate nector:'. 
to the departmental Rural 
Health Teams. Develop and implement .valuation 

methcdulvgier in line. with project
The School of Public Health obJectiven. 
providez technical Lupport and 
supervision to the departmental Conduct coot tudiv. and other 
training centers. opecial ::tudie: and analyve-. 
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Aa.me , ecblewiqng pOra.mls:p,.pmwh (so GeO: Tbe k 8 lhl m..... of Goal Achke,,mng-A fe0Se to 

Im" die !PP4M mlbwbe,: 

r- w.1.tptwIr*'~ucchebil ,.-ni L IcVt kvtd Ib'lttiy e~f Previntlv,To Improve the hondth gtritur o!* Lt.	 1. !t 
kd bbjhlr curtlwoZ servle..arural poor of Bolivia. -c 	 ,r :rriarI 1. A!r- x1j. -y.:'..:rvV1C-' 

- Y~r.I* . .I v11trn;r!Villm.I he.alth Statue. 

r- uctV, , i.+-, ~ ':'f .m1-4 rICrp.u . it, 
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 :y.tr ________lrr 

NARRIWEu'.u~uyC~ilctvCTyVL--ffVA-j UWAoS - mEANs OF vmrIFICA71ON M~oveIAN T -A15WIMIi!I 

To extend. improve iand oup;n- ir .~rve.-y ru~-r.r~~I Jeranne tref.4nitW1 deu 
imprvei .. the ruri ttti ~ g or v, r r .- Ih ;' l i. . to Motivate oni provide- techn ~calI t q~ .r r..o o n t h h. eI lt ~ I a~ .ih t~ t ~ population of the three t I'pnt. rvIl; 

. p er t i c i ' f r per o nn e l to f t if l l 
dutie.
meinti of Ia I'ar. obt'.,,iw "ranrt" Cra.- - A .. ,.r 'tz-rr

and to introduce admianiztratIyr ,mnl.I. 1*(
technical retorri Into Lte ?.'ZW/)'iI t, - Cc i t.I ~i: j '~vitlta/tintrliws.
facilitate health orrvir- (leliv.-r, 1 dfI,'..v. ft * t'.- . 

rural areas. p 1.1 ri 1 !j, 

nnt nv'rrtfa or 6~o 'rrhti, 
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I. Comunity IlemItli 1'rUEv)trr. i~H ) "t-t -. . . ':PrOvidiny rudimentnry c'r~re n.. *,I 2Of irrt r..1 U!*e T'v.'=~ to pr.ftirt Lid; health educftti,).l; n%,I "* ~i.nt. hrirte. f.pnpolvlyt
Promoti4. envirnmental rwroi-ntiont~. rmnmu1r2-tirr' rr~on,'x~tt,,m. t
Villages of 150-500 tio y '. rtJe.tani Cm=tte 

2. Community Ilatt, ccr.*. :i .r.1 P.:te.!ti..e:-h1U t: ~ o.t rtne4mep uaed to recruit and pity njiIa rujal j ti.: i CU 1'erri.%- tralti.*1 arrp ruraldinate and &AZhAt with ott~e'r c-i--v-U* 

3. Iloalth/Mad~l Posts t 1 ana. 
4 Ile,,, th/Ma. Ilehl Portr 'oat - - , II rer rr~. 

providing btaxie hitL~ v.afrt; hrivrit -HH'Ii'*V!.*/I fa1 IRtural Kurt* Auxilinry I's (ImA-t) .n, rtr.- . avpvrtyCicproviding~ there siorrv'. -m r'p*aq 1ai - :. ' ! ; - Vrt! . t ~ . v. ...... I I . a~ . rr,'rdrt3-5 CHP's; and havinf. Ihyclelhinr or )%r pear rt. 
stationed at the Pledleal Ponts. 

14. Commanity 1Ies.tI, cocathttterz.-2 PC.'.aI! I -l.It/...lttrepr.
organized to seleat FAA-1-n 
antj;; raa1..II a HrIU
 
dinister Hes.ith/edleal INbate. MrAlen! J'Ortr.
 

5. Hosptal Healt~h Centers in t(1W. 7' Jj)~- 'Ifnp tfI lea:Ta-trn-M<I r rr.3-20,000 populatIon provide jarcrrrrla-% rviIrn. ?'rlltnai r-'ian ta orpltahl flht Ce-nter re-cords andIsiceal care, routine surgery, de-ata.! atnrft by !-.2 biA-1*., 1.:,r;t ami laboratory services; backetop nd i~ravlrot. aitl tt .T--hr~lrrLaju - Jrmtth/MedIcftl loet reports.i~niat~r other Hes.lth/Mediral Ibots I ror-hal w~rk guLra, nt. - 01tl' rer.vart.w~thin 2 hir.. 
 access; and train CIII's eau1liaary aautrltt "ntrt.OWNA-. 1:' flinpith . Ce terr. willfirte-aI 
htVe- mdlit lmn pe-rr anna. tI 
provide. ouppoxrt rervIei-s to nthel 

10c0. 
-At leasgt I virit/mma t., enct, 

lieal I~lyI r.t Ity ;"-rsonywl­h/ir-

Irn~ Ilori;t-il tie-mltt, Ce-ti.
 

-At least I visit/(, mam, t') e-mr-l 
C11 baypersonnel rnx. llopitmIl
H~ealth Cente'r. 
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In the three target DparLmento 
ftral Health Project t'nrmr t,)u'r'1 
and assist bhtnlftrntirm, w (I at-ve ' 
aunt of I(P-IH lth/MrdlcrL1 )%rt-11hrp-
Ital Health Center crtm. 

7. MIlfI/~ 101)V' 1rjc.'t Tonm n1ldz In 
mirnitorine ntil uttrinirttetring thr.4 
project att th.' flbtifmnl lrvrl w1lir 
decentralizing such of rAmnistration 
to Unidades Banitarlas level. 
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. m.t~ t!ri~ rrrdz.
 
rr-ttibr tiu,- ~IAj 'rd - ~ ~ tiIvc .. ~r~otc
 
!~ UI ~ 

-n j... ~yt~ VWIIII~ Mt!):' Projirt ter reenrde 
j *. it-4 .. I rur, i. re;-t-.tr. 

o3.'rnI.-I lj ~ I 
te'am. 
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1. Tralnin 
a) Fellowships In TI A11-I-i, V~tII - '. . .- .'r,- r r. *At.) and P."W/Pf provide inputs on 
and Ifealth A:ImtnrltrntI *. tr!II,; I n r tImely t~fr.ti, 

b) Traintrw. of Ccv'i~I !t' 	 - -firt~n 11 Cen~ter rref-Ia.Is-;u 

Promoters . *.:r t 5 ~ i'.'.*."-t
 

c) Training of Puirsnt Nuir.' r!-1~.!.,.. - ;.t.tiTrednW rente-r
 
Auxiliary-! 'm; Ieurtsl *I I-
1,.rr. i
 
AuxilIary-I!.s; YnIrwn.r%1.nI Irt) '.1k nt~~x1!1nrl.*r _- /I 1!~~ of K1Ai i lt
 
Health Technicians; Soinlft W ik troni. IPs-oord.
 

Auxiliaries. - !.r' tl:w.I tr.1 I !;'
 
nid-Infl Trftlnrd.
 

- 11. I'Itrns1otr1,m~ ts-7hi, ftn 

perro. r nI'tInr.rlrst 

- . MW/I'I atnrf will he-	 trrttn­

4) Cinnty Health C=Ittrr -	 7,Q0 VC.,urnIty Ifeftitth r.=ttrrv - NSVI.M ret-ords. 
organzed and4 trained. 	 of n i or 31.-0 mrm.1.'Te
 

r.'cnlve ')-day leadeship trelin-

Itir courses.
 

- 7P0) rurral tet,claerg traine-d. 
- 7180 Com~munlty leade-ro trainedc. 

2. 	 Techt~eal Aaaiatanc. - IC wirK yeenrc of Lon-tem. At) records. 
Advivoinat Hmt le-velNLIcosal ICIW/IT 


- 16 work yeas of 1,ong-tere 
Advlsors at Departntental U.fl.Levs­

- 40Opesoan-months of short to-m 
atdvisor- asulstans-. 
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b) Hospital lienlth Conterr.-., r.-L' , .... 't'! *r ri 

construction. 1 l . 
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d) Xttlona! te.N/I1I war whz.­
1 IDepmrtrtr 

contruction . W ~. vl.!, t.:! nri I / rv--rd'.. 

0) R=KIeli.1ne of Hti.onnl ,h,, 
Public Health.* 

t h 
nr 

:i1?.cfr 
I' .nl, 

.c' !. - V!, wit 'W/i 
-~t rp-tlee. 

record. 

f) Rur.ii Water S ytt.r. v~lv. r !,r rie' rtipplch. - 'T'.f1i re-:re.. 

hi.Yrulpiont & supplies for! 
a) heat/mr-it1reil posts (h/vt)ire Vt or'i;' 

% vuplclI r r ~1 Ci 

~.'I 
ch .n 

c. 

1,, -
- MVW/II 

1 
rer-orrI. 

All) r-rvrreI . 

b) hospitaL health center UIUC). Vlet!. rr -:!* -lia!Irnt?:t fr )(!IC. - All) rnd .CW/h I1 rerords. 
StcIk of mrcci rlr & recpp;:i hr ir -
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)IhC'. Hf/161'an-i firnh ree y 

&&Rinistitive offices. flavir set of rrquirced erjlinret. - All) ,ineiKM"W/iI records. 
- Inspretlon. 
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DRAFT 

PROJECT AUTHORIZATION AND REQUEST FOR AtTHORIZATIO11 

OF FUNDS 

flame of Country: Bolivia 
Name of Project: R.frhl Hcalth Delivery Systers 
Project Ihkber : 511-0483 

Pursuant to Part i, Chapter 1, Secttion 104 of the Foreign Assistance 
Act of 1961, as amended, and in furtherance of the Al!iance for Progress, 
I hereby authorize a loan in an a.ovnt not to exceed Tei: 1.'illion United 
States Dollars ($10,000,000) (the "Loan") to the Reputlic cf Eolivia 
("Bolivia") to assist in financing certain foreign ex.change and local 
currency costs of goods and services for the project (the "Prolect-) which 

consists of the financing of: con:truction and renc'.aticn o rural ;ea.th 
- health and medical postz, training zenters, "arehc-:e: andfacilities 

maintenance facilities and hospital health centerr; equipping these 
.erhealth facilities; trainin.7 .ural health service deli'ery :.:cK and 

upgrading the trai:in& of curre.t medical and para-Meiica! per-on-l; 
renovation of naticnal, departmental ani local health :zvste. ...­
facilities; and .rro'isionof technical assistanse to zturrort tCCe 
activities.
 

. . _ 
I approve the total level of .. Z. appropriated funding for th Zrant­
funded technical assistance portion of the .roject of not tc exceed 
Three Million Three Hundred Thousand United States Dollars (:. ,3 ZC) 
(the "Grant"), which will be incrementally funded during the ,.-rici 
FY 1979 through FY 1982 subject to satisfactory ccpliance wits. -.ngress­

ional notifIcation requirements:and the availability of .. ­
accordance with A.I.D. allotment procedures. Sube::- to t.e:. :.itlcnn, 
I approve obligation of the initial increment of the rant :. -;:.t 
of $8O, 0C in FY 1979 and zubsea.uent increment -.!tafter. 

I hereby authorize the negotiation and executicn cf the Frcj--z- Arg:eez.ent 
by the officer to whor.such authority ha- beer. Zezated in %-:crd-nce; 

with essential terms, covenants and major conditicnz together --ith sucn 
other tems and conditionz a :7..D.. -"aydeem aprprcriate. 

1. Interest Rate and Terms of Repayment (Loan' 

Bolivia shall repay the Loan to A.I.D. in United Statez 1cilars 
within thirty (30) years from the date of first disburszeent of the 
Loan, including a grace period of not to exceed ten (!C) years. 
Bolivia shall pay to A.I.D. in United States Dollars interest from the 
date of first disbursement of the Loan at the rate of (a) two percent 
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(2%) per annum during the first ten (10) years, and (b) three percent
(3%) per annum ttereafter, on the outstanding disbursed balance of the
Loan and on any due and unpaid interest accrued thereon.
 

2. Source and Origin cf Goods and Zervices (-Loan)
 

Except as A.:.D. ray other-.ize -igree in writing, 
 and excel.t forocean shipping, gcodC and zervizes financed by the :,an shall havetheir source and origin in countries included in A.I.D Geographic Code
 
94.1 or in Bolivia.
 

Ocean shipping financed under the Loan sha"l be procured in any
eligible source country except Bolivia.
 

3. 
 Source and Origin of Goods and Services (Grant)
 

Except as A.:.D. =ay otherwise agree in writing, goods and services
financed by the Grant shall have their source and origin in countries

included in A.I.D. 3eographic Code CO. 

4. Conditions Precedent- to initia z:isburseent
 

Except as A. 
 ctheric-em.a..-y agree ".n writing, pricr to "he 'i'disbursement cr to the i-ua:nce cf -:oo-ents rursuant tc which diburze.-entwill be made, Bolivia .il itrnt.:h .C'.. in for- :n subst%..ce 
satisfactory tc A..L.:
 

a) An opiric: of the Attorney -r3nerai cf Bolivia or cf cthercounsel acceptable to A..Z. to the effect that the ?c.CectAgreement has been duly authorized and/or ratified b'., and
executed on behalf of 3olivia and that it constitute: a validand legal binding oblgaticn of Bolivia i:. accordance wit- all
 
of its terms; ar.d
 

b) A staten :t )f the nane of the rersoen s) authorized tc %ctasBolivia's representative u.der the Prcject Agreement and zmecinensignatures cf such ;er:c:.c, du1y certified toas their authenti­
city.
 

5. Conditions ?recedent to isturse:ent forOt-her han Techiza: Assistance 

Prior to any distursement or the issuance cf any zcr..it.ent dozrM:u.'sunder the Projec-t

Bolivia shall furnish

Agreement to finance other than technical azsistance,
 
A ID.: 

to A.I.D. in form and substance satisfactory to
 



ANNEX F 
Page 3 of 4a) 
A technical assistance plan which details the technical
assistance to be financed by the Pfroject, and specifies
professional requireents, workscopesarrbv)l of the and titnrig of thetechnicians to be funded "'nder the prcject;

b) A Finaarc~Piaan for the ProJect Which detaI;s cIvia'.
C~ r~ribuProvide io. dur n~ he _- fefor of the Irroject, w istaffing and budgetarj increazez for t 

h c aof Social Welfare and 14Health;:blic suffiient tc neetit.Co nte:.tzthe Project;=,der 

C) A detaileI =Ple-entaticn and evauaticn anwhich shal.l for the F:-ziect,include a training plan -I­for the aJoractivities to be carried cut un:der the Fr.eect;.
 
d) 
A Ser.!ce Leivzery -.:!h detail::delivery zyzyte- cc:.e... ra' hea:t-. -erv eeta!!x of epch sera ice :e.elvarnd c:'reauirc 

fc t'U:_4one) 
 A plan for the -f 

.....procured with rc.e , .. 

..
f) Evidence of -t....
L..ticr.
drug nrcc '.~:.t-, :c:-.. -. .. . ad n i.g.p.rc.z..1t, C7- :.-- ::., 
rrn -t f Soc!, W'el fare. bi:... 
 ,
and ,. ..:" "" ­~ Cic. ity" fcr de...- i:.- -*-.~r -fora2t.lines for the ]'rozu.z:'e: '-:, 

-

"ar:- a .. c_ r c. :de­and infor--atIc-'.-•r the rra:~ 
Lhe hea:th su-rly ::z..
 _6. Conditionr .zecde.. toD 
 =ercfor-A.-t 
 -.. :iv ...
 

Except as A... na othe:-.:e agree isn w"-rit.ng, rricr t.disburs cert r t ' :-. :'=" e t -- - .e ec
Rre-- t 
Agreerent, to finu -ne an -y" ::d.shall furnish to A.I.Z. in 

i 
f c .t".ZO t r cntr ..- an; . aticfactcry to
a) ,
ofdez
c:" :aar tie -C '".elandIs to take place; *:-cn wi? est:ie
 

b) 
 :ir.a .lar7zn and s ec!'i at c....,d ccontracts bid awarj and;o!* 'connzt r- for. the individual subPrcze''s; ar.d 
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c) A maintenance plan for the facilities to be constructed. 

Except as A.I.D. may otherwise agree in writing, prior to any
disbursment or the issuance of any comitment documentation under
the project agrement, to finance procurement of medicines and

medical supplies, Bolivia shall furnish to A.I.D. in form and
substance satisfactory to A.I.D.: 
 (a) a plan for the procurement,

receipt, storage, and distrilbtion to final user of medicines and
medical supplies; and (b)evidence of the implementation of the
 
plan.
 

8. 	 Special Cover-ants 

Except as A.I.D. may otherwise agree in writing, Bclivia will
 
covenant:
 

a) To utilize ,Ul. equi- r.t and nzteria!z cbt aned Wit" LAanf'unds only fcz the -urcef 
cf t.:e roTect during the life
of the Project, arn for zi ilar rparposes thereafter; 

b) 	 To provide .et. :.;r'crt the :cist.,- cf' 2-c>%
Welfare and wTh2.ic1Eeait"hi:h iz adequate tc zcntinue 
to operate a int hira!n.n the :i".ealth :elive-i Sy-:te
eztablishe .er th . 

c) 	 To review with A.I.D. annually the progress of the Project;
approximately two years frm the date of the Loan Agreement

a review shall be held to measure such progress against the 
targets established in the Project Implmentation Plan with
 
a view to determining whether funds rmaining uncommitted or
undisbursed under the Loan at the time could reasonably be

expected to be utilized within the reainder or the dis­
orsement period. 

9. Waivers
 

Motorcycles purchased financed by A.I.D. for the Project under

the Loan shall have their source and origin in countries included

in A.I.D. Geographic Code 899 (free world).
 



DEPARTMENT OF STATE A I 

AGENCY FOR INTERNATIONAL DEVELOPMENT Pert I I 
WASHINGTON. U.C I3pe 

DRVIROW4ENTAL TIJR:SIIOLD DECISION 

Location Bolivia 

Project Title R ral Health Delivery Services Project 

Funding $10.0 million (loan); $3.3 million (grant) 

Life of Project 5 years
 

Missiin Recomiendat ion: 

Based on the Initial Environmental Examination, the Mission has con­
cluded that the project will not have a significant effect on the
 
human environment and therefore reca--.-nds a Negative Deterniwation. 

The Latin Auerica and the Caribbean Bureau's l)cveloFment Assistance
 
Executive Cr aitte(! has reviewed the Initial !nvironn-zntal Exaruina­
tion for this project and concurs in the kission's recornendation for 
a Negative Determination. 

AA/LAC Decision: 

Pursuant to the authority vested in th(- issistant Admninistrator for 
Latin America and the faribbean under Title 22, Part 216.4a, Er.-iron­
rental Procedures, and based upon the abov2 recornzndation. I hereby
determine that the proposed project is not an ac'ticn which will have 
a significant effect on the huinan environment, a:d therefore, is not
 
an action fOL which an Environmental I..ixct Statement or an 
Environmental Assessr.-ent will be required. 

Asistant Admini strator/for
 
Latin America and the Cdribbean
 

(J I Date' 
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INITIAL. fl21RC W4!.AL FUAIKAT]Cfl 

Project location: Bolivia, pecifically the Departm.nts 

of 14 Paz, :-:nta Cruz and Potosi. 

Project Title : Ru-al Health Delivcry Systcm 

Funding Section 104 (Ileilth and lbpulation) 
$1o, ooo, ooo 

Life of Project : Five years "(FY 1978 - 1983) 
lEE Prepared by : G.G. Hoover, Acting Chief, nginecri,­

and Tronsportrtion Division 

Date July 7, 1978 

Environmentitl Action 
Itecop.ended : J'egbtive Determination 

Concurrence 

Frr.nY B. YKzbill 

Mission Director, USAD/Bolivin 

Date: July 7, "1978 
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I. Examination of Nature, Scope, and Magnitude
 
of Environmental Impact,
 

A. Depcription of Project 

The proposed project will finance the inplementation of an
expanded rural health drlivery system in 3 departments of Bolivia
and the upgrading of the administrative and personnel training capabili­ty of the Ministry of 
Social 'elf,9re and Public Health (.SW/PI) at thu
national and departmental levels. The project will cntail technical
assistance; procurv..ent of equipment, materials and drugs; trainir.g of
health personnel; construction and/or remodeling of rural healthi/medical

posts and a small n.-Jber of rural hospital health centers; and an
 
information and evaluation system.
 

B. Identification and Evaluation.of Environmental Impacts
 

No adverse irpacts are expected from the project on either
the physical or hum-n environment in Lhe project 
areas. Where substan­tial construction activities are undertakun, such as 
in the case of
 
hospital health centrs or warehouses, an cnvirorent-l exanination

will be performed as part of the design work. The project is expected

to have significant positive impacts on tle physical and hu:n cnviron­ment through the introduction of enviro-.,ental sanitation facilities in

rural areas and through improved health st-indards aong the rural target
 
group.
 

The following presents a brief analysis of the expected environ­
mental impacts of the project. 

a. Land Use
 

No change expected.
 

1) Changing the Character of the Land: No changes are expected

since construction will take place inside cocunities, where sited are ex­
pected to be already available. 

2) Altering Natural Defenses: 
No foreseeable consequences.
 

3) Foreclosing Important Uses: None expected. 

http:Evaluation.of
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h.) Jecoprdizitnr Wn or His Works: Hone expected 

5) Other Factors Coneernini lIn, tlse: None. 

b. 	 Water Quality 

'In so far as water for dzestic uses is ooncernc-d, any effects 
on water quality as the result of this project will be puLitive. 

1) 	 Other Water Quality Effects 

With the introduction of latrines, the bacterial and 
viral contamination of surface watcrs will be reiuced. T.ere will be 
contamination of the ground water within a 15 r.eter radius of the 
latrines. Where it ray be necessary to dig water tells for thcse 
villages, these wells will be sited o.:tside of the influence range 
of these latrines. No other physical cr chcical changes in water 
quality can be ascertained. 

c. 	 Atmospheric 

No significant adverse changes expected: 

1) Air Additives: 'Meprovision of latrines will ter.d 
to 	reduce bacterial and viral cont&-.i.ants from the dust of the air. 

2) Air Pollution: .i foreseeable consequences. 

3) Noise Pollution: No foreseeable consequences. 

d. 	Natural Resources
 

No 	 changes except as follows: 

1) 	 Diversio, or Altered Ucs of Water 

The diverzion of water will conzist in certain cases, 
in the diversion of sr.nall a ountz of vater fra- :urface SouxLce for 
drinking purposes. It is expected that this will haive no significa nt 
effects on the norm'al uses of rivers and strear-.
 

2) 	 Irreversible or Le-fficient Ca:zitr'_nt of llcscurces 

There are none anticipated in the project design. 

e. 	 Cultural 

Any changes in cultural.patterns will be beneficial. 

1) Altcrin. Physical Svnbolz: Io changes expectcd. 

2) 	 Chtwwas in Population: No chwaes expected. 
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f. 	Socio-Econcr Ac 

1) Chaner in 'Fcon.jic!h'-iLov.ent !.ttentz 

Chanraes i thL genc,-i economic rItuation shoiLld be 
the increasing of disrpable inccr. . fcr the ezntir-c rural y.,:-,ulat.iLz,
served by the project. Fa--ers i:iL!- be able to {=veo rc t c, 
land and other in: *,tz to th- 'cti of rarh:ct-.b1c cropz, Iz the 
result of better health and a reducLd rate of abNjntecizx:. Ie ca)2,cs
in czployr.ent yatt.crns arc expectedz, except that the individual arz.cr 
may devote sore of his tme to incrca.izi production. 

2) 	Changez in %,b-auat!o~i 

None. 

3) 	Chanrez in Cultural Patterns 

No rajor chanGer in cultural 'r-tterns are cypected. 

g. 	 Health 

By th,' -v.t'.rA of this projct, - , effects c:. the 
health of the p ;-.icx ;ill be of' rositivc :.:V. by rcdu.::' the 
incidence of'Cit'o-rntc-.c a: cci d1ze.:cz, im.provin nru­
trition, and rcduzg-.i ov;ralL infa,.t a.i, ter-1. nCrbidity and ror­
tality.
 

1) 	 Chan.c-i.n a-.. !'2t:'al ,:',-o:.: nt 

Ione. 

2) 	 Eir.inatini a Eccsvztc-. Element 

None. 

I. 	 Recommendation for Environmental Action
 

A negative determination is recommended.
 



A. GENERAL CRITRIA Fa 1RCuTRy 

1. FAA Sec.116. Can it be -­cn-
strated tR.t ccntenplated assist­
ance will directly uenefit the
needy? If not, haz the Depart­
ment :f State determined that 
this govern.en.t ha: engaed 4n
ccnsistert pattern - arc': "" -
lati-n: :f internationaliy re­
ccgnized h-zan -'6htf? 

Yes 

2. FAA . h: it teen eter-
mined that the :c.rent cf re­
cipient cu.try lm_: failed± to 
take adeiuate :te: tc :;revent 
naroctic: .-r ,. *.:ter -,on­trolled substance- (a-- def'ined 
by the Cc-prehen3,...e ru,. Abuse 
Preventicn anj Ccntrcl Act 
1970) produc cr rorcce:e1, in
whole or in pa-t, in :-uch ::cuntry,
or transpcrted thrcu& -.:c Ccun-

No 

try, frc beinE [cld illegally
within the ,urisdicticn 2- such
cCuntry tc ". 5 c:ermnent erscn­
ne! or their dependents, cr 
entering the "".. u.nlaw.....ul. 

rc 

3. FAA Sec.620 L. ":a:: e Yes 

is tc a gc,..er:-..t, hms the _=cre­
tary cf State det.-ine: ta.t it
Is not ccntrol!ed by the inter­
rAtinal Cuit 

4. FAA Sec.620(c). - siztr.n-e is 
to governrment, iz the e:c.ernz.ent 
liable as debtcr r unc.nditicral 
guarantcr cn any !ebt tc a U.E. 
citizen fcr go:4- r sex-.ices ±'ar­
nished or crdered where (a) such 
citizen has exhausted available 
legal remedies and (b) debt is nct
denied or contested by such goverr.­
ment? 
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5. 	 FAA Sec.620(e)(1). I assist" No 
ance is to a gover.=ent, has it
 
(including government agencies or
 
subdivisicns) taken any action
 
which has the effect of national­
izing, exprcpriating, or otherwise
 
seizing wnership cr cntrol of
 
property cf J.S. citizens or enti­
ties beneficially cwned by them
 
without taking steps to discharge
 
its obligations toward such
 
citizens or entities?
 

6. 	 FAA Sec.620(f); App.Sec.D136. - No 
recipient ccurntry a Ccmunist 
country? Will ac:istance be pro­
vided tc the Scci-iist Republic
of Vietam, Cnb:ji,A iau:, Cuba, 
Uganda, Mozambique cr Ang, !a' 

7. 	FAA Sec.620(i). 1: resuet Ho
 
country i. any way i:.v' ived it. 
(a) subver:i.-:. -aggre -si :- . .... te ':i c
 
State:: r. ,., c/t "., ro-i.i.
 

U.S. i:::'i :.-, r jr t!.. plan­

gressi n' 

Sec.62Xf z. he 

permitted, cr faied to take ade­
quate =easu-e:; t. prevent, the
 
damage or destructIcn, by mob
 
action, cf p.. 

6. 	 FAA 6-2 c ntry lic 

;rperty? 

9. 	 FAA Sec.62Oil ) . 71 the cour.try Bolivia has instituted the 
has failed t7 !n.%titute the :.- investment guaranty program. 
vestment guaran.ty prczran- for 
the specific ri.k: -I -xpropri­
ation, inc:: -7 ­?:rtjtij or c.I.­
fiscaticn, n.as t(. A7Z A-r.i­
trator within t rast
pe year
 
sidered de:.ying azsistance tc
 
such govern.ment for this reascn?
 

http:guaran.ty
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10. FAA Sec.620(z). 'ishermen's Bolivia has taken no such
Protective Act, Sec.5. 
 If 
 actiors.
country has seized, or imposed
 

any Permlty -r sanction against,
 
any U.S. fishing activities in
internationa ! waters,
 

a. has any deduction required
by Fishermen's Protective Act
 
been rade?
 

b. has CcMplete denial o."

sistance been cnidered by AID
Administratc r? 

11. FAA Sec.620(A); App.Sec.503. No.
 
(a) is the goverrent of the

recipient ccuntry in default on

interest cr principal of any AID

lon tc th- _-cu-ntry. (t) is
 
Country in ::e:'ailt ex'eeding 
 one
 
year :rn iterest r principal cnU.S. !lqn."n.:vr r w-hr -d..
App. Act Apr 

les.jet wa ea- r .-.=/puted,
 
or apprcpri.te :t: 
 tAke:., tc
 
cure defatlt?
 

12. FAA Se*620.,-
 t ;-rzertage

f cuntr, The ZY 1978 b-udget :'cr =ilitary
, 
 :-- nilitary

expenditur<:'. ";.w zuch 
purposes represents a:Drcxir..­

" foreign tely Iexchange cf total budgetede u - .:pnt :n -ili- expenditures of the GOB.tary equi4.-ent. "!:'-w spentmuc-
for the purchase of s .'isticated
 
weapons syrtes'. (Consideraticn

of these rcint. i 
 to be cccrdii­
nated with the Bureau for Program

and Policy Cc, r.inatic,., Re;icnal

Coordinat-r.: -M.' "ilitary Asst­
ance Staff P"
I: ?2'. 

13. FAA Sec.620't'C. nas the country No
severed dipl:.-tj= reiatienz with
 
the United State: " if so, -have 
they been re.ured and have new
bilateral assistance agreements

been negotiated and entered into

since such resumption?
 

http:apprcpri.te
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14. FU Sec.620(u). What is the 
1SYMent status of the country's
U.K. obligaticns? If the country
is in arrears, were such arrear-

Bolivia is not In arrears. 

ages taken into account by the 
AID Administrator in determining 
the current AID Operational Year 
Budget? 

15. FAA Sec.620. Has the country
granted sanctuary froc prosecu­
tion to any individual or group
which has cce-itted an act of 
internatiznal terrcrism? 

No 

16. FAA Sec.666. L:ec the country 
object, or, -!."race, reli­
gion, nati.-.al rigin .­r :ex. tc 
the presene :ny c:ffizer :r 
employee -: th .S. there t3 
carry out ef-7no-ic deveicpment 
program under FAA? 

No 

17. FAA Sec.669, 67:. Ha.: te.e 2cun-
try, after August J,, deli­
vered :r received nuclear enrich­
rent or renrcce.:.ng e:j.i'cent,
nterials cr tec.?...cy, ithout 

specified arrangetent. r safe­
guards? Has it detcrnated a 
nuclear device after August , 
1977 although nct a"nuclear­
weapcn State" un?.er the n-n­proli feration, treaty' 

No 

18. FAA Sec.-)l. Has- the country
denied its citizens the right 
or opportunity t- emigrate? 

No 
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B. FLUDING CRITERIA FOR COUNTRY 

1. Development Assistance 
Criteria 

Country 

it. FAA Sec.102(c), (d). ;ave 
criteria been established, and 
taken into account, to assess com­
mitment and progress of country in 
effectively involving the poor in 
development, cn such indexes as: 
(1) small-farm labor intensive 
agriculture, (2) reduced in-'ant 
mortality, (3)population growth,
(4) equality cf inccme distribu­
tion, and (5) unemployment. 

Yes 

b. FAA
priate, 

Sec.IC.,(d(I). I" appro-
is thi.:; develocment (in-

Yes 

cluding Sahcl) activity designed 
to build m: tivati.-:. fcr smaller 
famiie, i:. r grim.- zuch as
educati -n:::n -,t :; chcs!, 
nutriti ,ci-- corntrcl, matern­

al and chid i.alth service:;, 
agricultural pr-duction, rural 
develcpment and az ir:-ance tc 
urban peer? 

c. FAA Se.2' jSec.208; 211(a)(4.), 7). ) &~j!:ezcribe 

extent t: whizr. c.untry i : 
(1) Making aprropriat! efforts to 

increase rc:d prcduction and 
improve means for food storage 
and distribution. 

Bolivia is making appropriate 
efforts with re-spect tc food 
production, storage, and dis­
tributicn. AID Lcan 411-T-O42
511-T-050, 511-T-052, 511-T-0539 
511-T-O56, 511-T-060 an, the 
Bolivia PL-80 Title i1 Agree­
ment contribute tc these efforts. 

(2) Creating a favorable climate 
for foreign and domestic 
private enterprise and invest-
ment. 

The GOB program emph&sizes 
creation of a Davorable climate 
for selected foreign and domestic 
private enterprise and investment. 
It is seeking special, ereeption
within the Andean Econcic Market 
for certain investments. 
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The GOB continues 	to take an(3) 	 Increasing the public's role 
in the developmental process. 	 active role in the develojent
 

process and in so doing, to
 
increase popular participation.
 

(4) 	 (a) Allocating available bud- The 30B appears to be allocat­
getary resources to develop- ing as much as it is able to 
ment. 	 development.
 

resources The GCGb is nct interfering(b) Diverting such 
for unnecessary military ex- in the affairs of other free 

penditure and inter-vention in and independent nations. 

affairs cf cther free and in­
dependent rations.
 

The JOB is making 	these efforts.
(5) 	 Making econe.ic, 2ccia.±, and 

political refcrms such as tax
 
collection improvements and
 
changes in land tenure arrange­
ments, and mnking 	progress
 
toward respect fcr the rale of 
law, 	 freedom cf expression and 
of the press, and recognizing
 
the i£pcrtancu :f individual
 
freedc-, i:nitiate, and rivate
 
enterpriie.
 

(6) 	 Othersi,-t re:,pondLin tc the The XCB appears to be doing this 

- piti-cMl, in an increasingly effectivevital eoc: I, 


and social cern . i ts nanner.
 
people, ani t-nstr :ti:. a
 
clear deter,.dnatior. tc take
 
effective self-helr: measures.
 

d. FAA 2!!.ua,. ic.20(s),is Yes
 
the country amcng the 20 c-untries
 
in which deve>: pcent assistance
 
loans my be ride in this fiscal
 
year, or amor6 the .3in which de­
velopment assistance grantz: (cther
 
than for self-help prcjects, cny
 
be made?
 

e. 	 FAA Sec.115. Will country be No 
furnished, in same fiscal year,
 
either security supporting assist­
ance, or Middle East peace funds?
 
If so, has Congress specifically
 
authorized such use of funds, or 	is
 

assistance for population programs, 
hm.unitarian aid through internation­

al organizations, or regional pro­
gram?
 

http:econe.ic
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2. 	 Security Supporting Assistance 
Country Criteria 

a. FAA Sec.502B. liar the country N.A. 
engaged in a ccnsistent pattern of 
grosr violat!nn f interrnticrally 
reccgnized ihu-an r-ghts? is prc­
gram in acccrdance with Fclicy cf 
this Secticn?
 

b. FAA Ste. K." : the Afsist- N.A. 
ance tc be furni:.ed to a :'riendly 
ccuntrj, 7rganizatlcn, :r tody
 
eligible t- recc.-: -. ss ce?
 

C. FA ZC Will as- N.A. 
sistance u=der thoL£cut.Lern African 
Special uireze.t ."nde Drc­
vided t. Mrz rtmbi .ue, Anrgca, l'nza­
nia, 'r ?i: ia? if rc, -a the 
Presid " t determined (and repcrted 
to the Ccngre.:s) that such assist­
ance will ,rth-,' "" *reign 
policy intere:s-. 

d. -AA Seo.62o. f cczz:dities N.A. 
are tc be grante. :o that male 
prcceedz "i2! -,c_-re tc the rezi­
prient ccuntry, .eSoecial Accou.t 
(cowu.ternirt) armngements teen 
made? 

"i^i 	 N.A. 
assistance b -r-. idey; r the 
purpose :in. 4irectly the 
efforts f the gc'.ern.ent :.f such 
country to re.,ress the legitimte 
rights of the pcrulation cf such 
country contrary tc the Universal
 
Declaration of Human Right.;?
 

e. Aor-. Sec. K *L. .;ecurity 

http:furni:.ed
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jI. PRwiXT CtaCKI1.i'T 

A. GENUAL CRITERIA FOR FROJECT 

1. App. Unnumbered- FAA Sec.653(b) 

(a) Describe how Comittees on 
apprcpriaticns of Senate and 
House have been cr will be noti­
fied concerning the project;
(b) is assi:tance within CCper­
ational Year Budget) country or 
internaticral organizaticn allo­
cation rep.rted tc Ccngress (cr 
not more t.an $1 :illicn :ver 
that figure plus !O%)? 

Committees will be notified 
using special Congressional 
notification. 

2. FAA Seo.611ia)(I:. Prior tc 
obligatic-n in exc- s f $103,03, 
will there te (a' t-ngineering,
financial, and .t%"er plan: necez­
sary to _arry c' the assistance 
and (b) a r-a:znaiy fr--estimate 
Df the cost tc t .e U.S. cf the 
assistance? 

Such planning has taken place 
and cost estimates mde. 

3. FAA Sec.611(a)(2). f .fUrther 
legislative acti.n is required
within recipient zcurntry, .t *-' is 
basis for reascn!utle expectati.n 
that such acticn will be ccmpleted
in time tc permit rderly accc=-
plishr-ent f .:urp-se cf t-;e as-
sistance? 

Ratification of loan agreement 
by OB will f:1llw shortly
after sigr ture. This .as 
been the experience in the 
past and is expected given
the degree of MPH/SW cz,-it­
r.ent to this pr:ject. 

4. FAA Sec.61!!bi,; App.Sec.1O!. if 
for water r- ater-related -'nd 

N.A. 

resource ccttotico, %at: Frc-
Ject met the 7ta:.cardi hnd -cri­
teria as rer the .?rincirle- and 
Standards :'cr PFanninz W'Ater and 
Related [and Resources dated 
October 25, 1973? 



5. 	 FAA Sec.61!.(.). If prjet ios
capit ! assistance (e.g., cc.,truc­
tion), and all U.S. assistance for 
it vill exceed $1 millicL, e s
Mission Director certified the
c~untry's capability effectively
 
tc maIntain and utilize ti-, 	pro-
Ject?
 

6. 	 FAA Sec.29, 6!. is prcject 

susceptible cf executicn ac part

-f regiz :al r Z:t1Lteral pro­
ject? If s why is project not so
executed? :nf--ati n 1n1 ccn­
clus .'e. 
 a 7i=tance will 
encourage rein. I develc.rzent 
programs. I: %,:i:tace is for 
newly i.. e, v.-.ent country, is it 
nuJrni:hed -. r'u-. ; 
rgizat " -!ar.." t, the=a x i m.,:.- ex t e :. ' c ~ r u e 

7. 	 FAA Eec.60i\; :. :.2'i (f1
 
fcr deve -_e nt -an 
 ermm­
ticn and c:nc :ns whu. etrer prc-
Ject w 'U::.2. , * ft~f : thecou.ntr,., tc: a) --neret:e the flow,:" internt4-:-.a t%de; (b) fester 
priva te iai~ti. nd cc_petiticn;
(c) 	 en curage n ae',eoand use 
cf 'C .e.atives. 2redit "m.iins, and 
savi-.. a-- !can. 'd)

disccura;e -rrctices;
(e) i=prc':e technical effiziency
of industry, agricsiture and cc=­
merce; ctrernthen 

labcr urhi::.
 

and z:1 free 

8. 	 FAASec.6 .:rac nd
conclusicn :n '.-w project will en-
courage - trdetr.a. and 
investment abrcad nd encourage

private U.S. partcipatica in 

foreign assistance pregrams (in­
cluding use zf private trade
 
chwnnels and the services of U.S.
 
private enterprise). 

ANNEX 0 

Yes 

No. 

(c) The project wili encourage
develcpment of Co-anity -HeaIth 
Ccmittees.
 

The 	 FrcJect will utilize privat(
U.S. technical cc ultantz in
the 	grant porticn nd wIll in­
volve purchase of equipent

frcm U.S. suppliers.
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9. FAA Sec.612(b); Sec.636(h). Bolivia will contribute over
Deszribe steps taken to assure 
 29 of project costs and willth , to the mxizum extent pos-
 assume continuing costs fcr
sible, the country is ccntribut- operation of health delivery
ing local currencies to meet the 
 system.


czst z:f contractuai 
 and other 
services, and foreign currercies
 
owned by the U.S. are utilized to
 
meet the ccst ,f !cntractual asd
 
other services.
 

10. FAA Sec.612(j). 
 Dces the t'.. CWn 
 T.e U.S. doces not own excess
excess fcreign currency and, if c, 
 fireign currency in Bolivia.

wAt arrangement: :ave been made 
for itr reeat.. 

11. ISA i".. Are any -AA :tunds fcr No. 
Y--'F--eing used in this Project


to construct, 
 cverate, maintain, 
or supply "uel fcr, any nuclear
 
pcwerplant "znder an agreement
 
for -ccperaticn :.*tween the u..
 
and any ctne: .:...try
 

B. FMIDING CR!T-RIA FOR£SKJ?2: 

."e--tance :rec.-

CriteriE
 

%. -AASec.!02,i;Se_.fi Prcject is specifi-caySec.2 la. Fxtent to whicn acti- designea t c a.tprovi ne..e t riy will (a'.!:fecti'e! invc'lve services in .ra ara-,. utilizethe pccr in je'el-pment, cy ex- para-technician heirlt nerc-on­tending acce;r tc c-cncmy at nel, an integrate the .-zllocal level, increasing Iabzr- populaticn into the .- ticnal-ntensive pr.ducti n, spreading 
 health sei-:ioe delivery ,yzte=.
investr.ent cut *.:r'citles tosmall towns and rural areaz; Project will prcr-c-e the de­and (b) help devep ccperatives, velcpment cf Cc=-nity Healthespecially y technical assist-
 Co=ittees to firnace village
ance, to fsziZt .­ura! and urban health prc-ctors nd adrerspoor to help the--,re ves tcward village health prctle-.

better life, and -therdie en­
courage de=ccrati private and
 
local govern.ental institutions?
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b. FAA Sec.103, :03A. i01-. 105, 
106, 107. Is assist.nce beirn 
made available: (include cnly ap­
plicable pamgrmpt. -- e.g., a, b, 
etc.-- "which ccrresp:;ndn tc s:urce 
3f ,zn uzed. - m:;re than :he 
fund suurce i: usei fcr prcect, 
include rele-nnt pargr-qp-. :'cr 
each 	fund zcurce,. 

(1) 	 : r13r .il ~t, c. ra N.A.
 
,,v n ut. !'-inn; if
.,p-e. . 

" o', .*xtt t * .i. "L:t. :-t 

c :-_" 	 .:.- * .: .'- . .- A if 

::r t~rn erz~,is~ r 

:-- t i" " need., cf
 

(2) 	 (I0 - r p. tit:u n ptr. ing The entire fczus th- proJect 
cr ne, tI:; e, t is toiards l'C'-cCrt-f eXt-nt 	 pr,vidin'

xte heathservices 

cost, "- ,' e.! L : .....".y-- :):or, wit.. specia.
 

whic ci'.i~vZ.:<w-	 tc t.he ru.-l 

tem: 	 tc.- ". .ealt-. %%. z re'vent';e a%:. :e.'.e-.
fam~ily, z !c , ': .-ne:i:6 syzten. w, U! n i.t--eI to:, 

pccr; 	 "ic. if t.e Gcverr.ent :f%Ed ivia .±ezzdes n...ch 

n prcgra=.
 

ad= 	 "6 re­

" '
 extent % ".h. activ -. 
strengthie. :.ur za­
tric, rma-.: 5 r-a- i edCann
 

=cre r.'-2-- e:ceCi,"y for
 
rural fzi!i- an :- rccr,
 
or :trengtien.: rage.-ent ca­
pabilit" f instructins era­
bling the pc:r tc participate
 
in devel ncent;
 

(4) 	(106) fcr technical assistance, N.A.
 
energy, research, reconstruc­
tizn, and selected develcroent
 
prcblems; if :c. extent acti­
vity 	is:
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(a) technical cooperuti,,:: rnd 
development, especially with
 
U.S. private and vc'luntary, or
 
regional and interrAtioral 
 de­
velopment, crganizations;
 

(b) to help alleviate energy
 
problems;
 

(c) research into, and evalua­
tion of, eccncmc development
 
processes and techniques; 

(d) rec,-nstracticn after natural
 
or mfnade Jisaster;
 

(e) fcr 4pecial develcrp=ent pro­
blem, and tc er-able prc-per uti­
lizatic.n :f earlier U.S. infra­structure, .. to. , 
fi _i.'tance; 

(f) hr nrcc, :,: f uriar. dev­
elopment, ezecia 1y na-. I! labor­
intensive entnrprise-, .a-rketing

systems, and fi.nncial or other
 
institutiLnz 
 to help urban pcor

participate i: eccnzic 
 and
 
social devel( nment.
 

(5) (107) by grants f-r H::'dinatejI.A. 
private effort to aevei P and
 
dissemir.nate 
 inter-ediate tech­
nolcgiec apprzpriate -r devel­
cping cc'xntries. 

c. FA Sec.1!O(a e.;e
C. FAA ); . Bclivia has agreed tc provideIs th- recipe:.t -,untry wiLling tc over 29 zf the costs of thecontribute funds 
to the .rzject, an.J 
 project as reflected -n thein what =an:.er :a.:r vi t prc- agreed project budget.
vide assurance- that it will orc­
vide at least 2: 
 .: the ccts Cf 
the program, project, activitycr 
with respect to which the assist­
ance is to be furnished (or has the
 
latter cost-sharing requirement
been waived for a "relatively least­
developed" country)? 
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d. "AA Sec.1lO(b). Wi!! ,rmnt N.A.
capital assi:tance he di.- ursed
 
for project vt-r :.,-rc 
 tLat 3 yers?

If so, s ju::~.fi caticn zatisfac­
tory to Ccngresr Leen Zade, 
 and
 
efforts for cther :inv.canx , cr is
 
the recipient cL'rtry "relatf.vely
 
least develcped"?
 

e. FAA Sec.207; Scc.!l. 
 ?xtent (1) Project wil Pr mt forttionto which assi-ta:ce reflects ap-
 of Cct---nity Hiealth Cc-itteespropriate e-_nLAsir cn: 
(!) en-
 to address co=ur.ity health
couraging devetL-_ent of dezcratic, 
 prcble-.

eccnomic, politila1, and rcs'ial

institutions; 0?=) -2ef-hei i (3, Przject wil trait,cc.­

the .ecting
..ntr,'" :'cod need:; -a
(3) imprc;,in.- avallahility% ,,z.r., lthhea~1:.a ux~a
1,,.. : 

trained worker-t.[;*r in the- t-' %althtry; (4) rrcg... i .-,.e- ,z7..:t ers. 
meet the ccu.try', -. , ; :.ee'- (L) ".ntire !co. r.,;­k5) cther ir.crta.t :-a:ar-
 is c% -eetir.g . .
economic, PC~iti:-:, i:.c :'Icj in rira-1 area:.develcpmme:t, in-:t!*i";n :-.:~.'
 
free lab-r 'uni.n.-, 
 (E vt:er-chUld ?±eilr.and Volunt.ry Atgc::c ;-s; trtn.:-- r- vitie. "w-i! be prc-cteazy thetatic, anJ :i. . ­ health :e.-vicez dt-:..ery 2ytem.
ning an,4 ,ili. -.
 , 
 Project will prcv:'!e E,al cp­urban oe---- xirti,.-.ity p - t .C r t3Inirg.

oxi ......-" ( r :leadership,andtegrating wcme:: ito e ' .ty health cC-rnittee.. a1 -.­countr,,: 
 *:cc:.cn.. 
 nu:.itymc:u prcmotcr:, anr. -if rar-al 
health atixiliary. 

tent to h :r,,-.. recognizes :elcned in the
the .rrticu lr i ,
., re goerrment cf ,- :t wil,and capaciti,-- " r. Feole of encoura,-e local :irti
the country; .l: r the cc...try' th"t.
intellectual re:: r.e. tc":nccur- trainin- and Drcr.:ir.r ,'age institutic.j4,..uzcn.ent; and -:ity "ea~th Cc-itteez.supports civic eiucatin mn train­
ing in skills re.;uairej for effect­
ive participaticn in gcverr-ental
and political processes essential
 
to self-goverrent.
 

http:Volunt.ry
http:ju::~.fi
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g. FAA Sec.2Ol(b) (2)-(4) and Yes.
g. ~Ys
 
-(8):. Sec.201(e})- Sec.211(a) (I)­

(3) ad.-(8. Dce the activity
 
give reasonable premise o:f ccn­
tributing to the develcpment; of
 
economic rescurce:, or to tne in­
crease of prcductive capacities
 
and self-sustaining econc--c
 
growth; or of educational or other
 
institutions directed tc-.ard
 
social progress? Is it related
 
to and consistent with other de­
velopent activities, and will it
 
contribute to realizable long­
range objectives.' And ices pro­
ject paper provide infcra1tic:,
 
and conclusion on an activity's
 
economic and ,echnical sc=,.dness^
 

h. 	FAA Sec.2l Sec.21! and cc.trcturs~b)(6:) U.S. suppliers 
(a)(, (6). in,crmaticn nd :on- will be eligitle to supply 
clusicn on P::-ible effect. co=dities and services for 
the assistan:c . ec-:.-, the project. 
with special r:'-erence area­
of substantia laor zurui.u;. e:.d 
extent to "w' * s.:. "... -:(::'t: 
and assi.-tanze -ire :'urnished in a
 
=an.ner consistent with iprc'.-nF
 
or safeguardin tne . bal3;ce­
of-pay--entr rc-:.v-
jn.
 

2. 	Developnent Assistance ?roiect 
Criteria (LcAns only) 

a. 	 F.AA Sec.rma(b;(!). Infor-- No other firanclng sources 
tion and ccnclu:icn on availability are available.
 
of financing frc- other free-world
 
sources, including pri-.-te sources
 
within U.S.
 

b. FAA Sec.231(b,2); 231'd). Lending terms are legal under
 
Infort.-n and ccnclusion on (1) U.S. and ?olivian law. Loan
 
capacity -f the country tc repay is within the debt-carryin.g
 
the loan, including reasonableness capacity of Bolivia.
 
of repayment prospects, and (2)
 
reasonableness and legality (under
 
laws of country and U.S.) of lend­
ing and relending terms of the loan.
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c. FAA Sec.201(4) 
 If Ican is 
 Yesnot nude pursuant to a multilateral
 
plan, and tOe amount of the lean

exceeds $100,000, has country sub­
mitted to AID an application for
such funds together with atsurances
 
to indicate that :\nds will be used
in an eccnc.ical;.and technically

sound ranner
 

d. FAA Sec.21(:-'. 
 Dues ~rcJect 
paper describe hc pro.ject 

Yes 
-dill 

promote the c untr:: ec=ic
 
develoxent t-akin,- irntc c.
the country'-, h=%. an,! zaterial
 
rescurces 
 are.t rea­
ticnshir tetwe(::..tirat 
 c; ject­
ives c: tLe r..
econc-_i -e:. ~I e~ 

'
e. FAA S7_. )? a . al amcunt Approxirately $7.0 -il!icnof Mcney Unde.- ...' .t,cing
directly will be spent 2n pracure-_enttc 'r!:tt nt.rise, is frcm private sources.in t errm , ­
tuticn.- or 


g o i ng t c .,Ii . re.. 
t,, .rwe: :'cr use
by privtv ,.t....

used to :'ir:.:vate tco-'.... " : 
crt: :'rc. pri­~ - [, -~.
 

,:sed tc :r-'.,:.r ­ -. e. : rc 

pri;att curze.:" 

S. . : - :. ,N .A .is fcr .. ..
Which wil :L-' . : -" .Wit'-

U.S. ente-p-ri.-, I' . r . . e ­
ment by te - -- t ......r" to
prever.t ex rtt. ccre
than 204 c? t'e tnterpri's annual
 
prodiction auri:4- thv life Of the
 

3. ._MjectCriteriaSciel::fcr Security 
Supporting Assista-ce 

a. FAA Sec.5c1. 
"'.w will this as-
sistance support rrcmcte 

N.A. 
economic 

or political stability?
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b. 	FAA Sec.533(c)(I). Will as- N.A.
 

sistance under the Southern African
 
Special Requirements Fund be used 
for 	military, guerrilla, or para­
military activitie3?
 

4. 	Additional Criteria for Alliance 
for 	Progress
 

(Note: Alliance : r Progress pro­
jects shouli add the follc'ing twc
 

items to a proiject checklist).
 

a. FAA Sec.25l(b)(1), -(8). ces Yes. integration effect is 

assistance take i:nto acccunt prin- miniml. 
ciples of the Act cf Bogota and 
th Charter of R\nta del Este; and 
to what extent will the activity
 
contribute tc th. econcmic 2r rc­

litical integrati n if latin Ame­
rica?
 

b. FAA 2. '.t &i; 2:,. Yes
 

For lc'n....: teen
rske:.
 
..''-rinto acecxu ' "- ra I .;" 

recipen.tn t . c re ;A t,
capital ..-.. i :,thor -ecub.tries..... 


by their -. :tiz. . a:. 
" ' 
consistent wit:. t-.e d
 

reccnr~ent-.:, "te !:ter-.Ane­
rican Cl'-.ittee :'rthe A',...ce
 

for Prcgrer-< n, "ncrEF':", the
 
?ercanent -:xecuti:'e Ccc:itteC "
 
the CA,,S) in it- n'..! revie'"

natic.-.l dev.el .-,:t acti,.itles? 

III. S %NDARD iTTM'Ci'CKLUT 

A. 	PROCUM:ETf 

1. 	FAA Sec.62. Are there arrange- Yes. Lcan agreete:.t and im­
ments tc pemit ".-. small business plementaticn procedures will
 

to participate equitably in the so provide.
 
furnishing of 7:d rnd sertices
 
financed?
 

2. 	FAA Sec.60(a). Will all cz:codity Yes
 

procurement firaned be from the
 
U.S. except as stherwise determined
 
by the President :r under delegation
 
frcu him?
 



3. 	FAA Sec.604(d). If the cooper-

ating country discriminates 

against U.S. marine insurance 
coapanies, will agreement re­
quire that marine insurance be
 
placed in the U.S. on ccu=odi­
ties financed?
 

4, 	FAA Sec.SCG(e). I: offshore pro-

curement of agricultural cc-cdi­
ty or product iz,tc be firanced,
 
is there prc'ision against such
 
procurement when the dc-etic price
 
of such cccdity is less than
 
parity?
 

5. 	 FAA Se. "..'.c,-
errment ex> ::.- r-:c-.a! prcrxerty
be utilized w.erev' r prat icable 
in lieu tiL pr-,reent new 
items' 

6. 	W4A Sec.901I'C. a% Cozp!ia:nce 
with requirenent th.at at Iea;t :0 
per centu- of tl.e g7rcsz t:.r.ae C. 
co=oditie-" <c nuted repa.rately 
for dry bulk carriern, dry, cargc
liners, and tankerr) fir.a.zed s-.al! 
be transpcrt.- cn privately owned 
U.S. flag ccrz-.rcial vessels tc the 
extent that ruch ve:,selr are avail­
able at :air and -ascnataIe rates. 

7. 	 FAA Sec. :.'" azt-t.ca! 

ance is , "-ii :u2h asrist­
ance be :'rni:rLx tc the "'uliect 
extent practicabt.- a- I- and 
prcfe:ssicnal and 5ervicerser 

from private t:nter. r.se o: a 
tract basis-. t'.e facilities of 
other Federal agencies will te 
utilized, are they perticularly
 
suitable, not ccmpetitive with pri­
vate enterprise, and mde available
 
without undue interference with
 
domestic programs?
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Bolivia does not so discrim­
inate.
 

N.A.
 

Yes.
 

Yes. Lcan agreement will so
 
provide.
 

Ye!
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8. Interuitiacml Air Transport. Fair 

Cqtitive Practices AeL, 1974 

If air transportation of persons 
or property is financed cn grant 
basis, will provision be made that 
U.S.-flag carriers will be ut£i1ed 
to the extent such service is avail­
able? 

Yes 

B. CONSTRUCTION 

1. FAA Sec.601(d). f capital (e.g., 
construction) project, are engineer­
ing and professional services cf 
US firms and their affiliates to 
be used to the maximum extent con­
sistent with the .ntional interest? 

Yes 

2. FAA Sec.61(z). 
constructicn are 
will they bt letbasi.s t:' zaxi-.n 

': cc:rtmtr :or 
t. :'e 

:. a,,xte:. .:.mticable: 

Yes 

3. FAA Sec.t.DkK'. 
ti~n ""-... .. 

-C:..;ruc-
'" .tterrri.'v, will 

Ye. 

aggregate ;'a
furnished ty t*--e 
$100 m4.! 11 _-., 

" 
"" : 

i.ifta:.:,e to 
-.ct t-xceed 

be 

C. OTHER ILETRICTCIL; 

i. FAA ec.23l\.. evel-,rment 
Ican, is interest rate at :east 2% 
per arnu= dur.%.g grace per'..J and 
at least 3% per an.%,_ thereafter? 

Yes 

2. FAA Sec.3lO![. 7:" :"=d *.: esta-
blished s: lely t y " :':;trbu­
tions and administered ty m. inter­
national orgarizati:-. I- s >rp­
troller General .aveaudit rights? 

H.A. 
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3. 	 FAA Sec.620(h). Do rrrangements Yes 
preclude promoting or assisting the 
foreign aid projects or activities 
of Ccmmunist-Eloc ccuntries, con­
tryry to the best interests of the 
U.S.?
 

4. 	FAA Sec.636(i). in financinz not Yes
 
permitted t, I, used, without
 
waiver,fcr purcasoe, Icn -tern
 
lease, .r exchan.,e :f mot,,r vehicle 
manufactured -utide the U..-. r
 
guaranty :":uc trnsaction:
 

5. 	 Will r preclude use of 
fiian-Ing: 

a. FAA e .. t pay #or per- Yes. 
formance f alcrtins : r tc =oti­
vate or c,.verce .(-r:cr:-tc practice 
abortionz, t- my :'cor performance 
z. invchwuntar- :terii ztic:., cr tc
 
ccerce cr -.-:'in:' ia incen­pr !de 

tive t,- -tmy p-'<:. t, practice
 
sterilizati,:n.
 

b. FAA ec..J>,. tc :'n:enoate Yes 
owner: r vxa rcpritted :;-tioral­
ized pr-pert.­

c. 	 FAA 2ec.','J. tc finar.ce p2lice Ye 
training Lr 2ther !a" en.-rcement
 
assistance, except for narcotics
 
program:?
 

d. FAA Sec.y62. for CIA activi- Yes
 
ties.
 

e. App. Sec.!O. to pay pensions, Yes
 
etc., for =ilitary perscnnel?
 

f. App.Sec.106. to pay U.N. as- Yes 
sessments? 

g. App.Sec.107. to carry :ut Yes 
provisions of FAA Sectic:.s 209(d) 
and 251(h)? (transfer to multila­
teral organization for lending). 

http:finar.ce


C~T!~rAI~i; iR~u::~TO :;-cT1or; 61 w) of !1: 
FOREIG-i AS,'ZSTA.IC:E ACT OF 1961, AS XZ-E 

I hereby certiJ.- tzthe Adrdistrator I C'.e'c; 
o
 

Internation~al rve1c-.en.t that to the best :f 7, k!.:w2e~jge anA 

belilef the Republic : f Bzr oss es!:e both: the cr&, mad 

human resoturcez tz effect >*.e-I* 3ta:'Utiz-ad he pr::ject 

t., be 'ad±rta- ­ the ter-w A..th 

* ~ ~ w it'... e C 

:eontrateiz:'d:. h e~~c: -lv 

utilize devel=:re::t 7-ezts :f na-.:~ure.
 

-W1ave Fbank B. :~h.. 

Directo~r
 

Republic of~ zvi~
 




