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PART I - SUMMARY AND RECOMMENDATIONS

A. TFace 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
walver 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 to6 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 Health 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
infrastiucture of the Ministry of Social Welfare and Public Health
(Msw/PH),

The MSW/PH infrastructure and referral syster. 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
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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 filly 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 hea.th 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 cn
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 Kealth 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, especlally to the physicilans in the
Medical Posts, Through this system, new preventive technigues 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, programmatie,
and administrative offices within the MSW/PH's Unided Sanitaria in
each department do little more than carry out perfunctory adminis-
trative functions, primarily due to inadequate sta?f, office materials
and medical supplies and funds Zor transportaticn. 4s a result, the
exlsting Hospital Health Centers, Health Posts and Medical Posts, re-
ceive little or no support from the departmental level. The RHLE
Project will strengthen the Unidades Sanitarias ty creating a Depart-
mental Rural Health Project Team within the Unidades Sanitarias that
will provide supervision and technical assistance tc the three lcwer
levels., Also, administrative and support systems will be established
so that the capaclty exists for the departmental level to respond tc
requests for support from the three lower levels.

A Departmental Training Center will be established in the
three target departments to prepare the personnel reguired by the
RHDS Project. In addition to formal courses designed to produce
various types of personnel (for exarple, Health Promcters and Rural
Nurse Auxiliaries I and II), this Training Center will also provide
courses for various types of personnel already in the iela, and
continulng education courses for its graduates,

The MSVW/PH currently centralizes its admiristrative activi-
ties at the national level, thus causing many ¢l the problems at the
lower levels. Programmatic areas are superviseld through the various
national offices where programs are approved ana forwarded to the
lower levels for implementation. The decentralization of activities
to the Unidad Sanitaria and other levels is a vital Tacet 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, & 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 RIDS 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, I. D,
Grant Loan Total BOLIVIA Total

Technical Assistance 3,030 2ko 3,270 3,270
Rotating Drug Fund 1,L00 1,400 1,400
Human Resources and

Training 980 980 980
Information and Evalu-

ation MBO hBO hBO
Construction 3,k20 3,420 3,420
Equipment 2,380 2,380 _ 2,380
Personnel and Travel 5:?19 5:515
Maintenance k35 35
Promoter Salaries 600 600
Miscellaneous 150 150
Sub-Total 3,030 8,900 11,930 6,400 18,330
Inflation and Con-

tingency 270 1,100 1,370 000 2,270
TOTAL 3,300 10,000 13,300 7,300 20,600
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PART II - PROJECT BACKGROUND AND DETATLED DESCRIPTION

A, Bacgground

l., Priority and Relevance

The GOB's National Economic and Social Development Flan 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 come
ronent of the five year economic and sociel develorment plen hes as
its primery objective the improvement of the health status of the
population through the extension of coverage of health and nutrition
services, The Rural Heelth Delivery Services (RHDS) Loan directly
contributes to these economic, social and health sector objectives by
developing and implementing e Jow-cost health dellvery system which
will meximize tire extension of coverage and impect of basic health
services, especlally improving the health and well belng of the rural
poor,

The health profile of Bolivia is typical of most developing
countries, Poor envirormental sanitation conditions, low nutritional
shatus, high fertility rates, and high prevalence of communiceble
disease reservoirs contribute to steggering levels of infant mortelity
(147 o 250/1,000) maternal mortality (480/100,000) and general mortal-
ity (18.4/100) 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 further 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 the health status of the population
can be made if a basic preventive and curative health system can be de-
signed to reach those ruml poor presently without coverage of these services.
The RHDS Loan described in this project Daper has programmed a series
of activities which will bring these vital health services to the cem-
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 considersble 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 initiasted
the first health sector assessment which helped to formulete a compre-
hensive analysis of health sector Droblems and establish & heelth sec-
tor strategy to guide future GOB-USAID health progrems, The Health
Sector Agsessment reached the coneclusion that to resolve the major
health problems and health sector constraints particular to Bolivia,a
comprehensive heelth improvement Drogrem needed to be initiated and
eveluated es a pllot project grant ectivity prior to the expension 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 erea of the department of Sante Cruz, Working in
some 31 rural communities, the Montero Project has developed the plan-
ning, orgenizational, training, support and information/evaluation
methodology to effectuate the delivery of rural health care services.
Using the community health committee and the community health promoter
as the basic elements of a low cost health delivery system, the pilot
broject 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, envirommental sanitation, nutri-
tion, curative medical and dental services, morbidity and mortality
investigations, and health education activities have also been devel-
oped for implementation at the community level by rurel health pro-
moters, These person to person services, whicl ir most parts of the
rural areas is the only service-type govermment 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, the
Montero project has demonstreted the feasibility of developing the
support services necessary to ~xtend and improve the health and
nutrition services available to the rur 1 1.00r,

USAID/B and the ISW/PH are currently initiating activities
under the Rural Sanitation Loan/Grant Project (511-0458)which pro-
vides for censtruction of potable water systems and latrines in 200
rurel communities in the departments of Cochabamba and Northern Chuqui-
saca. Included in this project is A,I.D. financing for: 1) long-term
technical assistance in administration and meintenance for the Environ-
mental Sanitation Division (ESD) of the MSW/PH; 2) short-term tech-
nical assistance in evaluation, training and organization; and 3)
Procurement of a considerable amount of materiels and equipment,
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Since these activities have already begun it is expected that they will
provide an appropriate mechanism to work with the MSW/PH in identifying
Droblems in the areas of Procurement of services and supplies, as well
as with increased community ectivities, Additionelly, these project
activities will provide the MSW/PH with the necessery experience to
develop the appropriste systems to carry out these types of activities
in relation to the Envirommentel Senitation project, and should feci-
litete the expansion of these seme types of activities contemplated

in the RHDS project for the departments of Is Paz, Potosf and Santa
Cruz,

The Village Development Project (511-0499) which is financed by
A.I.D, and the GOB, through the National Community Development Service
(NCDS), provides for construction of soclal infrastructure projects to
be built through community perticipation, with NCDS supervision, These
projects include 160 poteble water systems and latrines and 169 heelth/
medical posts in the 12 new NCDS zonal offices established under Pro-
Ject auspices, which are located in the nine departments of Bolivia,
Six of these offices are located in the three departments included in
the RHDS project area, Additionally, up to one third of the projects
funded under the Village Development Loan may be built outside the 12
zonel office areas, The Project Agreement further Provides that these
health sector Projects, to be built by NCDS and the communities, must
be approved by the MSW/PH prior to initiating construction in order to
allow the MSW/PH to budget sufficient funds for staffing and equiping
of the health/medical centers and for support of the potable water
systems, To this end the MSW/PH and NCDS have signed an agreement
which formalizes the procedures to be followed in determining when and
where these structures will be built, and the Project supported staf-
fing, equiping and support costs required, The edditional administra-
tive 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 pramoters in the smaller edjacent communities,
thereby extending the reach and benefit of these health services
structures,

Other AID projects which are Planned to impact on the RHDS pro-
Ject area of Santa Cruz, Potos{ and Iz Pag include: 1) The Nutrition
APD Grant (511-0468) which assists the GOB in carrying out nutrition
Planning and evaluation activities through the Ministry of Flanning and
Coordination and the Departmental Development Corporations; 2) the
Sub~Tropical Iands Development Project (Loan 511-T-050) which assists
the GOB in colonizing the San Julian area in Senta Cruz and developing
croplend the National Institute for Colonization is also discussing with
MSW/PH expanding the Montero Project into the San Julien area; 3) the
Rural Electrification I Project (511-L/T-046) which will Provide elec-
tricel connections to 9,600 residential, 11,000 farm and 2,600
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commercial users in the Santa Crugz area; i) the Rural Flectrification II
Project (511-T-049) which will provide service to 7,300 residentianl, 9,100
farm and 3,250 commercial users in Ia Paz and Potosi; &) the Rural Rouds 1
Project (511-T-056); 5) the Rural Roads II (511-T-061) which will construct
8CO kilometers of feeder roads in La Paz, Santa Cruz and Potosi, departments;
6) the Educational Management and Instructional Development Progrem (511-V-051)
will establish District Educationsl Development Centers in the three depart-
ments to facilitate decentralization of educational services; and the Rural
Education II Program (511-V-057) to improve rural normal schools in Santa
Cruz and Potosi; 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 pro-
grams 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 pro-
grammatic testing of the extension of health services through the Montero
Rural Health Delivery Services model. The loan is a logical follow-on acti-
vity to the previous GOB-USAID health sector activities and also complemerts
the other USAID rural sector activities. It takes advantage cf 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 “he long term improvement of health status in
rural communities,

3. Other Donor Activities

Private Voluntary Organization and other international organiza-
tions 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 tudget to the
MSW/PH for public health services, depends heavily on internaticral sources
to energize its efforts in preventive and curative health services.

The Pan American Health Organizaticn, which has influenced the de-
velopment of health services since 1931, is primarily involved in providing
technical assistance and small amounts of seed meney to improve the technical
and administrative capacity of the health sector, PAEO activities scheduled
for 1978-1982 complement activities centervlated in the RHDS Projecs,

Recently, several international donors have discussed with AID
mutual interests in the health sectcr, The IDB, whicr nad tentatively
programmed and postponed a health sectcr loar for zolivia for the last
several years, informed the Missinn that they were termanently withdrawing
their proposal. This was due to the difficulty o?f developing a program
with the MSW/PH, IJB's lack of a permanent technical nealth staff in 3o0li-
via and the cost of tke IDB financing versus otner salternative ases
for these development funds in Bolivia. Tre Britich
Government had indicated possible interest in Zinancing a
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health project = possibly hospital construction or drug and equipment
imports - as an alternative to the financing of the lmportetion of
mining equipment for the Bolivian State Mining Corporetion (COMIBOL),
which was cancelled due to opposition by British lebor groups. 4s a
result of the GOB's decision to hold elections this year and to allow
union activities to resume, opposittion by the British unions hes been
withdrewn and the British Govermment has indicated that this finsncing
will now be focused on the mining sector. The German Government had
indicated the desire to provide financing in the health sector for a
rurel, health program oriented towards hospitel end construction acti-
vicies, 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 technicel staff, the impending
elections and the German Government's uncertainty as to the GOB!s
intentions with regard to the inltietion of a Campesino Soclel 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
Governrent has been involved in finencing the construction and equip-
ing of three gastro-enterolgicel hospitds, one each for la Paz, Cocha=-
bemba 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/PE, initiated a pilot
project in the northern section of the Santa Cruz department, based in
the town of Montero, The initial purpose of this effort was to improve
the MSW/PH's ability to plan rural health services and provide the
basisfor a national effort to establish a rurel health delivery system.,

In 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 MSW/PH to gein
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 tech=
nicel, edministrative, finenclal, end humen resources fremework of the
MSW/PH. Thet is not to 8ay that the model created was to be limited to
simple improvements of existing schemes, but that major modifications
of the present system would be identified, and progremmed according to
actual limitations of the currvent system, Under this guideline, the
two major criteria have been the cost of replication end the commitment
by the GOB to rural health services,

In terms of the Montero Project, the MSW/PH has met its finen-
clal obligations regularly, The GOB's concern and interest in rurael
health has increased notebly over the life of the Montero project.,

Thls commitment is menifested by the publication of two major planning
documents exclusively for rural health service expansion and the par=
tial finencing 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-econamic system, maximizing
the advantages of its rural soclal, cultural and economic characteris-
tics, This meant that utilizing the heterogeneity and strong traditions
of the rural population which implies a natural resistance to the intro-
duction o 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 treasury
and maximum flexibility in terms of defining the method of service deliv-
ery in eachindividual comunity. The aspects of the project that res-
pond directly to this concern are: conmunity participation in deter-
mining their health services, within a set bf general guidelines; com-
munity acceptance of sharing the costs of a health services system; and
the 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 takes
into 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 that
ethnic composition is not a major variagble in determining the success
or fallure of community participation in a rural health system; rather,

& critical determinant is the community's experience in working together,
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Administration Structure

There are three key administrative aspects of the Montero Pro-
ject: (1) Orgenization and coordination; (2) Personnel administration;
and (3) Financiel menagement. The Montero Project has a structure
consisting of five programmatic levels, but it is the top three (nation=
el MSW/PH, depertmentel -- Unided Senitarie =-- and the District Pro-
Ject Team$ that have the primery administrative responsibilities.

At the national level, the MSW/PH Executive Committee has been
established with a membershlip consisting of the Chief of Planning as
Project Coordinator, the Chief of Administration end the Chief of the
National Directorate of Public Health. This Committee has been respons-
ible for the overall Project management, ineluding 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 Saniterlia, A
Departmental Executive Committee has been established, and consists of
the Depertmental Project Coordinator, the Chief of Planning MSW/PH, the
Chief of Planning of the Departmental Public Works Committee,the Chief
of Administretion of the MSW/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 end envirommental sanitation, assist the Com-
mittee upon request.

The District Outreach Teamlocated in Montero is the local pro-
ject implementation group. This Team is made up of the head of the
Outreach Team, a bilostatistician technician, an Auxiliary Nurse II, &
supplies technician and a driver, A District Coordinating Committee alsc
has been established which meets informally. Membership consiss 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 Senitaria, Regarding personnel administration,
the MSW/PH has decentralized responsibility for staff appointments to
the Departmental Project Coordinator at the Unidad Sanitaria. 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 hes been an important
component of this Project, The Health Promoter is supervised by the
Auxiliary Nurse I from the appropriaste health vost or medical post; the
Auxiliary Nurse I 1s supervised by the Auxiliary Nurse II; the Auxi-
liery Nurse II by the District Outreach Team; and, the Distriet Out-
reach Team by the Departmentel Project Coordinator at the Unidsd Sanie
taria.

The Auxiliary Nurse II 1s a new personnel position for the MSW/PH.
This helps create some much-needed job mobility within the lower levels
of the MSW/FH, since the Auxiliary Nurse I may be given edditional
training and promoted to Auxiliary II., Tte MSW/PH has elso 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 i1s
determined and paid by the Community Health Committee, the funds for
his salary coming fram the Promoter's charges for services and medicines,
The Promoter turns {unds collected over to the Treasurer of the Commu-
nity Health Commitcee, which also raises money from the community, if
necessary, to support the program,

Implementation

After siv months of implementation of actual service delivery
the Montero Project has in its area of influence 30% of the total com-
munities fulily participating and an additional 55% in the process of
organization, This represents a substantial increase in the rural DOpU=
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 population, 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 pive 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 services,but the current
emphasis falls primarily on curative, hospital care and various indi-
Vvidually 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 thelr 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 thelr 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
medicel attention and to install potable water systems is available.
Second, the project has assisted the Rural Awxilis.y Training School
in Montero to improve its curriculum for Rural Auxiliary Nurses I.
Third, the project has created a District Outreach Team based in Monterc
which 1s responsible for setting up the service system, supervising all
rural activities in northern Santa Cruz districi; and providing adminis-
trative and technical support to all levels within the district. This
team needs further reinforcement in terms of aduitioral perscarnel 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 ol 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 Monterc
area the Auxiliary Nurse I dedicates a maximum cf 507 of her/his time tc
this activity, while the rest are dedicating 1007, tris ircrease is sig-
nificant., In terms of the promoter, for which there is nc natioznal com-
parison, approximately 60 household visits per month is considered average.

Thus, the MSW/PH and USAID have carried cut a pilot project wricn
has provided the basis for development of a rural health system. his
project took into account the appropriate technical, administrative, #i-
nancial, organizational, cultural and human rescurces rejuirements of
the system, without ignoring the reality of the Bolivian Health Sector.
The experience gained served tc provide the MSW/PH with the experience
and confidence necessary to initiate a more ambitious program for nealth
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 Soclal 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 vaceination 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 ecuipment, 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 Yesr
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
& 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) pbrogram, requires obligatory enrollment of all rural re-
sidents in the social insurance program as the first stage of instituting
& full rural sccial security system., The program would be capitalized
through fixed monthly charges of approximately $2.00 per rural worker during
a perlod varioudy estimated at six months to one year, prior to beginning
service delivery. Initial coverage provided would include curagtive 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 rillion, would have been re-
quired to implement the system in its first 5 years of operation,

When the Mission made its proposal to the MSW/PE for reving 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 distrivution
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 cruclal, if not more so, to the success of the project as
those emphasized by the MSW/PH,

ce The GOB Five Year Plan stressed increased life expectancy
and decreased rates of infant and maternsl mortality and com-
municable disease levels as goals for the MSW/PH programs,
However, the Campesino Social Insurance program stressed
curative, hospltal 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 & 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 fcr 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. FEmphasis 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 & 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 soclal security aspects of the CSI program were not scheduled for
implementation by the MSW/PH for some ten years, This strategy would
permit the Minlstry 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 soecial
security aspects of the CSI program,
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B, Detalled Descriggion

1. Goal

The generel health sector goal, as described in the Mission's
Health Sector Assessment, and to which this Rursl Health Delivery
Systems Project is being directed, is to improve the standard of living
of the rural population through improvement of the health stetus of
this group, 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, This RHDS Project will contribute
to the accamplishment of this goal by addressing one of the major
constraints to improved heslth status, namely the lack of adequate
heelth services, both preventive and curative, in the rural areas of
Bolivie,

2., Purpose

The purpose of the Project is to extend, improve end support
health services to the rural Poor in order to improve the health status
of the rural population of the three target Departments of Ia Pez,
Potos! and Santa Cruz., Certain administrative and technical improve-
ments and reforms will also be introduced into the MSW/PH which will
facilitate health services delivery to this group., Achievements toward
meeting this Project purpose will be measured by means of pre and post-
semple household health surveys that will indicate the relative success
of the program through changes in standard community health indicators,
as well as through personnel and supervision reports which will indie
cate the frequency and coverage of the health services being provided,
The Project is designed to stimulate community participation and
responsibility for directing and supporting an appropriate mix of
health, nutritional and envirommental sanitation services that will
most 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 suxiliaries who
are supported and supervised by a Community Health Committee, as well
as by an improved rurel health infrastructure and administrative
system of the Ministry of Socisl 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 RHDS Project focuses on the rural poor populastion of
Bolivia in communities with a population of 150 to 500 Dersons through
a health delivery system which is designed to provide basic Preventive
and curative services using Rural Health Promoters, Iarger rural
towns are also covered under the RHDS Project through services Provided
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by Health/Medical Posts or Hospltal Health Centers. An estimsted 43.8%
of the rural population in communities of this slze in the three tar-
get Departments of Santa Cruz, Potos{ and Ia Paz lives in accessible
areas, and i1s estimated at about 651,900 using the 1976 census data.
Santa Cruz is selected as a target area because the Montero Project 1is
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 re-
sources in rural areas, the infrestructure is reasonatly developed, and
other development projects (e.g., education, rouds, electrification agri-
culture) have activities in these departments. These departments rank
1st, 2nd and Lth rsggectively with regard to raral population which will

t

provide the opport y for a significant impa:t on the' rural population
through the project activities.

3. Project Design

This section will present and discuss the\various levels and
compenents of the Rural Health Delivery Systems proposed by this pro-
Ject. 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. A% 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
evalvation systems angd 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 seryices. 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 developmenf, logistical support systems, facilities.and
equipment, administration, information, evaluation and plannlng. Ttg
systems, commodities, equipment, facilities and personnel rec';ulred 2
select, train, logistically support and supervise the Commynlty Heal
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, triining,
drug, equipment and supply procurement, faci%ities, administration and
morbidity and mortality data are initial Project act%v%ties and are
followed by implementation of these through the spec1f1c.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 implqnentatio;
of the systems developed and the orientation of current MSW/PH p?rsonne
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 Communities. These basic systems of logistic
support, supervision and training ;hus facilitate the service delivery
and are necessary prerequisite to the community level activities.

Each level of the RHDS Project ig 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-
merizes the Project activities accomplished at each level.,
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&. BRural Community (Level I)

The most fundamental changes in the Bolivian public health
system will oceur at the Rural Community level, where services are vir-
tually non-existent at present. By means of g brogram utilizing Rural
Health Promoters, who will be selected from the Rural Communities and
supported by & Community Health Committee, an efficient system of sup-
plies and supervision, rudimentary health care, nutrition services and
;:zironmental sanltation services will be dellvered to the rural popu-

on,

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 Cammunity Health Committees,
These Committees will recruilt and Pey & Rural Heelth Pramoter, who
Will be selected fram among cammunities' residents, The MSW/PH will
train these Pramoters 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 drugs
or medicines used in treatment. The Pramoter 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 irrograms under the general su~
pervision 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 DPramoter in measuring nutrition status
of the beneliciaries, 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 Cammittee can use
these 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 to
the Rural Community. These services emphasize prevention, and thus
include education in nutrition, communicable disesse control, maternal
and child health and environmental sanitation. Each Promoter will be
given a manual which explains in simple terms what, how, and when s/he
should do in curative terms when faced with a specific illness, Fur-
ther, through their training and manuals, the Promoters will be ex-
Pected to know their skill limits and recognize a problem beyond these
limits forreferral of the problem to the level which can handle it,
The primary mechanisms for delivering preventive services will be
individual and group talks, as well as demonstrations in such areas
as hyglene or food habits and group projects such as covering a well
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or keeping height and welght 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 referrasl for further treatment.

The Environmental Sanitation Technicien assigned to the
Hospitel Health Center will provide orientation to the Community
Health Committee with regard to sanitation activities in the cammun-
ity. This willl 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 pramoter'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 Heelth Committee, s/he will also be
supervised by the Auxiliary I. The data that the Promoter collzcts
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 Pramoter.
On the supervision visits, the Rural Murse 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
rroject. In the smaller areas where there are Health Posts, a Pramoter
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will be assigned with the Auxiliary I. Larger areas with health posts
will have two Auxiliary I's. The largest areas which have medical posts
will have a phyasician and an Auxiliary I,

The health/medical post communities will also be organized
to form a Community Health Coammittee, which will be responsible for
selecting the Health Promoter and Programming the community health
activities with the Auxiliary I, The Auxili I will deliver services
both in the community (in homes and in schools), and in the Health
Post. Based on the Montero Project experience, about half of the
Auxiliary I's time is spent Providing services, and half supervising
the Pramoters,

Supervision of ‘the Promoters is key to the Project's success,
By visiting the Pramoter at least once a month, the Auxiliary I pro-
vides direct feedback on how the services are being delivered, This
1s importent both as motivation for the Promoter, who will know that
there 1s a system supporting his or her work, and also for control
to make sure that the Pramoter ig 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 bty patients coming to the facility., No community
services are provided by most of the Centers, thus population coverage
is very low. Lack of equipment, supplies (especially drugs) and su-
rervision sharply decreases the ability of these Health Centers to
deliver adequately even basic curative services,

The RHDS Project will provide Dersonnel, 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 Soucial
Work Auxiliaries and Nutrition Auxiliarics, will provide services to
patients of the Health Center. But, more importantly, this Rural
Health Staff will supervise and assist the Promoters and Auxiliaries I
at the Rural Community and Health/Medical Post levels, The Auxiliary II
is a new type of personnel for the MSW/PH, and their use is based on
the 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
breventive techniques and more complex curative services may be in-
troduced as the project progresses. The Hospital Health Center will



~26-

also treat patients referred fram the Rural Community and Health/Me-
dical Post Levels.

The administrative staff will be strengthened at the Hos-
Ppital Health Center level, This will allow the decentralization of
key support functions to this district level, which can respond more
rapidly and effectively to the needs of the direct service providers.
The RHDS Project will not only provide the necessary drugs, immunize-
tions, 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 also
Permit the Hospital Health Center to serve as the collection point
for the data needed for an information system that permits effective
administration, evaluation and Planning at all levels. Certain Hos-
Ppital Health Centers (about 1 out of every L-5) will be designated
&s support centers for the other 3-4 centers, and will be provided
with additional supplies, warehousing capacity, as well as additional
administrative personnel,

The RHDS project addresses the rural health problems of
Bolivia in two degrees of depth, recognizing resource and infrastruc-
ture constraints, Three departments %Santa Cruz, Potos{, 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 Commmities
In the other six departments, the Project will concentrate on changes
in the administration and support systems at the departmental (Unidad
Sanitaria) and the Hospital Health Center level. In short, in these
six departments the Hospitel 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 person=-
nel 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 train-
ing will provide them with improved techniques for carrying out their
work in the communities, without challenging their service delivery
role. The classes for the rural teachers is a tactic that was found
to be successful in the Montero project, both in terms of support for
the cammunity organization activity and in terms of acceptance and
support for the Promoter and his/her services,
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d. Departmental Level (Unidad Sanitaria) (Level Iv)
m

The Unided Sanitaria has Primary responsibility for most
administrative matters at the departmental level, while the Depart-
mental Hospital concentrates on service delivery and functions in a
considerably independent fashion., The technical, programmatic and
administrative offices within the MSW/PH's Unidad Saniteria in each
department do little more than carry out perfunctory administrative
functions, primarily due to inadequate staff, of'fice materials,
medical supplies and funds for transportation., As a result, the
existing Hospital Health Centers, Health Posts and Medical Posts,
receive little support fram the departmental level.

The RHDS Project will strengthen the Unidades Sanitarias
by creating a Departmental Rural Health Project Team composed of
members of the technical and administrative staff that will provide
supervision and tecinical 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 to requests for
support from the three lower levels.

The purpose of the Project Team in the Unidades San?tarias
is to administer the RHDS Project within a given department. A second-
ary purpose is to provide the expertise to improve both the adminis-
trative and programmetic capability of the Unidad Sanitaria. Many
important administrative functions will be decentralized to the De-
partmental level, and these will be implemented through the Unidagd
Sanitaria and the members of the Team. These include the management
of supplies and equipment, supervision, financial administration,
information system management, progremming and personnel training,

Departmental Training Centers will be improved and esta-
blished 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 Auxiliaries I and I11),
this Training Center will also provide courses for personnel already
in the field (e.g., Environmental Sanitation Techniciars and Iurse
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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Gilven the type of community organization that is included
in this project, it will be feasible for those doing the organizing
to ldentify traditional practitioners including midwives, and select
those who will be most likely to respond positively to short courses
on thelr roles and new activities that they may be able to perform.
These traditional practitioners will also be glven instruction on the
RHDS 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 progrem and a budget for the RHDS Project
to meet the departmental objectives within the national budget frame-
work, The input from the three lower levels is crucial in this pro-
gramming and budgeting process. Once the MSW/PH has approved these
program and budget guldelines, the Ministry will delegate personnel
functions for the RHDS Project-specific positions to the departmental
level. Thus, the departmental level, working closely with the lios-
pitel 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 statlistics 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
Pramoters and Auxiliaries I will be collecting family health data
(diseases and risk factors) directly from the cammunities. 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 ver-
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 Drogram budgets, which are not DPresently employed
within the MSW/PH (traditional line budgets are used),

e, National Level - Ministrx 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, Pro-
grammetde areas are supervised through the various national offices
where programs are approved and forwarded to the lower levels for
Implementation. Due to personnel ang funding limitations, little
personal supervision can be provided at the Unidad Sanitarie level,
much less kt 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 plays
a 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 facili-
ties 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 develop-
ment activity will take place at the national level, Currently the
MSW/PH exercises only minimal influence over the training of health
Professionals, such as doctors, nurses or nutritionists at the Univer-
sity level, either in terms of the content of the professional train-
ing programs or in terms of the number of professional trained, The
MSW/PH's School of Public Health, however, provides additional train-
ing to nursing personnel and some health technicians at its La Pag
facility, and through formal departmental training programs (for
example, the Montero District Auxiliary Training School) and derart-
mental seminars. This School of Public Health, however, is very under-
staffed and underfunded, and thus it rarely offers other courses than
for nurses training,

The RHDS Project will strengthen the School of Public
Health by Providing the personnel angd equipment that will permit it
to provide courses for physicians (Departmental level staff and Di-
rectors of Hospital Health Centers) and support personnel, These
courses will be designed in conjunction with the MSW/PH Project Tean,
and will concentrate on teaching the Participants how to run the ac-
tivities for which they have responsibility under the RHDS Project,
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Those support personnel, particularly from the departmental level,
that will benefit fram exposure to the national system will be trained
at the netionel level, For example, departmentel warehouse super-
visors will be familiarized with the natlonal warehousing system;
departmental blostatisticians will work with the MSW/PH biostatisti-
clans to learn about the natlionel information system,

In addition, the School of Public Health will provide
formal public heelth programs for physlclens, something that does not
presently exlst in Bollvia, Few Bollvien doctors recelve scholar-
ships to study public heelth and health administration in universi-
tles outside of Bollvla, 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 particlpant treining 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. Thls 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 RHDS Project in a multi-
dimensional epproach, including health status, service delivery, po-
puletion 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 MSW/FPH now adheres to a traditional emphasis on
curative services. Activities such as the construction of facilities,
funding and staffing related to curative services receive tne 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 formel health services, The
MSW/IH Project Team must be carefully selected to ensure that the
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persons chosen heve sufficlent expertise to provide the technical
leadership necessary to implement the RHDS Project. FParticularly
important are expertise in preventive services and in the various
aspects of health system administration. In some cases, 1t may be
necessary to provide international training to persons that will
£111 these positions in order to augment their existing knowledge
and skills,

Another important responsibility of the MSW/PH Project
Team is to coordinate the RHDS Project activities with the overall
MSW/FH's planning, and with the planning progrems of other related
sectors (e.g., agriculture), Inter-sectoral planning coordination
recognizes that the development of rural area is multi-dimensionel,
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 progrems. These include,
among others, PAHO and the World Bank.

In summary, &t the national level the RHDS Project will
emphasize decentralized programming for personnel and budgetlng ac-
tivities; developing training goals with the Bolivian Universities'
Medical Faculties and the Schoo. of Public Health training
programs, utilizing para-medic personnel; increasing preventive health
progrems; and, improving logistical support, planning, administrative
and information systems.
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L. Project Qutputs -

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 prevention 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, Potosi 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 Tear.. 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 £ocial
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 commuity 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
commun}y 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 of a regular basis. At the national level norms, super-
vision, allocation of resources and review and evaluation of the com-
munity organization stretegy will be established,

c. Personnel

By the end of the project an adequate system of personnel
recrultment, 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 II, 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 systemfor 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 equip three 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 project 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
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Village Development Project (511-0499), The Village Development
Project provides for the construction, equipping and staffing of
epproxinately 170 Hbalth/Medical Posts in 12 NCDS zonal office
areas, which cover parts of the three departments included in the
RHDS Froject area, Additionally, tne Village Development Project
provides that roughly one third of the projects to ve executed by
NCDS under the Project wlll be outside the area of the project
concentration. Thus financing and administrative arrargements
currently 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 constructlion of these posts and
water systems the required facilitles will be provided.

f. Other Support Systems

An information and evaluation system will be established
and functioning at the conclusion of the Pmject which will consist
of the following components, First, the Rural Health Informatlon
System which will provide data on a montlily basis concerning: Activi-
tles 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-orde:r throughout the system
with the corresponding financlal 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 tie service delivery activities in each area with pericdic
updates, Finally, specific studies concerning special areas such
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 perscnnel 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,
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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, D:tailed description of these may be found in Annexes J through I,

&. Health Delivery Personnel

The estimated 780 participating rural communities will
provide a total of 780 Community Health Promoters who will work half
time on community health matters, These communities will also form
a total of 780 Community Health Committees composed of an average
of five persons each who will devote approximately three days a
month 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 rarticipants will receive loan
funded fellowships to study Public Health and Health Administration
abroad - 10 for academic year training and 30 for short courses
outside Bolivia. Of the mid-level technical personnel such as
Nutrition Auxiliaries, Social Work Auxiliaries, Environmental Kealth
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 trairing 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 assistance provided by
the project grant and loan,respectively,will assist in many aspects
of the project's development. The technical advisers will: provide
advics and assistance to the Departmental Health Units in develop-
ing 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/Medical
Posts; construction of three Hospital Health Centers; construction or
remodeling of Unidad Sanitaria administrative offices, warehouses mainten=
ance shops and training centers in the three departments; construction or
remodeling of the national MSW/PH warehouse and the Msw/PH training
facility) and provision of §0 wells for rural comnunity water systems.
Funds for the constructicn of 70 New Health/Medical Posts required in
the Project area will be provided under the recently approved Village
Development (511-0499) Loan/Grant Project, as will the construction of
the potable water systems and latrines. This contribution, which is not
included in the Summary Cost Estimate on page 67, is calculated at
approximately $1 million each,

e. Equipment

The loar will fund purchase of equipment and vehicles to
equip the rural health service, training and administrative facilities
in 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 re-
volving 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 dis-

tributed by the health personnel within the Project areas. Rural users

will pay standard fees for medicines., These payments will replenish the
fund for further purchases of drugs, medicines and supplies,

Biologicals for the communicable disease control component
of this Project will be provided through the local currency generations
of the Title III Project. Between $7 and $9 million will be available
for this national program of which up to an estimated $3.4 million would
be available for the project area.



PART IIL - PROJECT ANALYSIS

A, Technical Feasibility

1. Appropristeness of Technologx

The RHDS project has been designed to meximize the use of
resources aveilable in the project area to support the Pproposed rurel
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 camunity level
to be the basis for the proposed rurel health system, Cammunity Health
Committees will be organized at the cammunity level, which will appoint
and support health pramoters fram the cammunity. In some cases, these
health promoters maey 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 Prineipally
auxiliary personnel: nurse auxiliaries, social worker auxiliaries,
nutrition auxiliaries. This design, ‘herefore, does not require large
numbers of highly trained, college educeted personnel who would not
be likely to be available in these 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 enviromment 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 in which it
will be implemented, the technology employed through the project will
be of a lightcapital 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 pramoters
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 preventive rather than
curative services wlll result in lower costs for the health system as a
whole, since curative services 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 conslidered was an expan-
sion of the current system, through upgrading physical facilities and
equipment. This alternative would have 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 mumber of consults, the outreach would have been significant-
1y less than the proposed RHDS project design and at a higher cost. A
varietion 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
and this project is that the medical technology exists to drastically
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
wrestle with a major issue. This issue is, what is the appropriate set
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
alternatives. The first efforts of such research have determined
the components of effective programs, These components afe water
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 ?onsidered.
Of the above components it has been shown that an immunization progran,
using unskilled outreach workers, trained only to immunize, is the
least costly initially. However, experience in India, Ethinpia, 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
supplied and does not meet the needs of the people it serves. Since
the investment is, therefore, lost, the initial lower cost is not

particularly relevant



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 uust 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 repliecable
nationwide because of its low cost and light capital nature.

2. Engineering Analysis

a. Designs and Construction Plans

Tne engineering and construction phase o 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 (NCDS). The NCDS has
performed similar work in previous AID-financed programs of similar scope
and complexity with a considerable degree of success,

2) 1In the cases of larger and more complex facilities, invi-
tations for technical proposals will be requested and the required profes-
sional 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 NCDS using standard designs as sum-
marized in Annex I, Costs of the approximately 70 new posts to be con-
structed 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 con-
tracts 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 specific-
ations 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 ap-
proved by AID, A sampling of typical projects to be built under the loan
has already been submitted to USAID/Bolivia and reviewed by s technical
divisions, They are considered to be well conceived, complete and ade-
quate 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 deseribed above exists and
that this will not be a constraint to project implementation,

A list of new construction or remodellixg required in the
project areas has been prepared by specialists ir the field of Tacilities
planning and reviewed by the Mission (see Annex I1). These recuirements are
based on MSW/PH surveys and are considered to te the minimal upgrading need-
ed to provide reasonably satisfactory rural health services.

b, Facility and Equipment Maintenance

Provision has been made in the project for the regular main-
tenance 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 voluniary
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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 es-
timated including MSW/PH personnel salary costs. These requirements are
ineluded in the GOB's contribution to the project.

With regard to vehicles and equipment, costs of routine main-
tenance have been included in the project budget., 1In addition, some equip-
ment maintenance equipment has been included in the commodities tc be pro-
cured under the project, especially for much of the medical equipment being
financed. 1In addition, assistance will be provided to the Miristry through
the project to upgrade their maintenance system. A detailed maintenarnce
plan for the major equipment, vehicles and facilities will be presented
by the MSW/PH as a condition rrecedent 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 ractors 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 o7 this equipment arnd
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 pro-
Ject design and completion of the Procurement process,

3. Environmental Analysis

No adverse impacts are expected from the
project on either the pnysical or human environment ir the project aresas.
Where substantial construction activities are urdertaken, such as in the
case of Hospital Health Centers or warehouses, an environmental examination
will be performed as part of the design work. On %he other hand, the pro-
ject is expected to have significant positive lupacts 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), recom-
mending 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 best
characterized 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 - agrarian,
educational, and electoral - initiated by the Revolution of 1952, 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 monu-
mental 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 Iatin 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 generalizati ons 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 comnunity 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, xford University Press.
1975

*¥%  For additional detail, see Annex 3.
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function (level III). These communities are the most assimilated into

the national mainstream, The rural town is generally a provincial ad-
ministrative and market center, They are made up of multiple ethnic
groups and are stratified into loosely-defined classes. They experience
conslderable social and geographical mobility, The rural town inha-
bitant 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 in-
habitants 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
gocial 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 1)
For the most part these communities were free Indian Villages and as
such have been minimally affected by agrarian reform, They have
retained 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 com-
mittee 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, &lthough 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 depart-
ments. 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 cliniecs 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. 1In level three
communities, effective health care will greatly contribute to the social
and 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 ic arford the expenses. To those unable to afford
travel to urban centers, the Hospital Health Center will provide a
welcome alternative to existing practicantes, pPharmacists, 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 commit-
tees 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. Vomen 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, infarmation 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.,

4k, 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 I,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
impleirentation of the project, but the working conditions and efficiency
of those presently on the job will be substantially improved. 1In 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
Project, it is expected that in most cases where community health

committees” gre 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. Macroeconamic Overview

The present section is a brief summary of the main aspects of
the World Bank Econamic Memorandum on Bolivia and GOB Planning and
operating documents,

Bolivia experienced a high sustained rate of growth during
the period between 1970 ang 1977. The main determinants of this
have been political stability, better management of public institu-
tions and of the eéconomy, and the increase in hydrocarbons and tin pri-
ces, These have led to greatly increased confidence in the future
of the Bolivian économy 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 invest-
ment 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 econamic 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 attri-
buted 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 agricul-
ture 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 con-
Tinued at a rapid pace with a 23% increase slated for investment,
Private investment also maintained a rapid bace 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 same concern for the course
of the econamy 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 ana 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 belance of payments and foreign
debt service situation., While there was an overall balance of payment
surplus of $ 7 million in 1977, this was erpreciably below thé $ 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 ex-
ports 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 develuation and stimulated short-term
borrowing at the end of the year. This resulted in a slight increase
in the Central Bank's year end net foreign exchange reserves to $ 216
million, 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 force
the GOB to take measures to maintain a higher level of foreign ex-
change 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 petroleun finds, ex-
pected 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
same level as 1977 and petroleum exports 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 possible
Congressional 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, the GOB
announced an effort to reduce government spending by 20% and a pro-
gram to reduce the increase in the nmoney 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 growth
in the 5-6% range, and perhar~ reach the higher rates considered as

targets both in the long-tei. and in the short-term operatisnal plans.

The favorable expectations existing for the Bolivian cconomy
have improved its access to the international capitai 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 Imp: 2t of the Projected Health Services

In this section, the estimated impact that the piojected
health services will have on the income of the rural workers will
be presented. Due to the lack of information on the possible in-
fluence 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 2
gives 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 galned,

The next step is to transform the estimates of number of
working days gained with the Projected health services into estimates
of incame gains. However, before Presenting these estimates, it is
useful to consider 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 reduc-
tion 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 - ere likely to be small, and secong
that even if un- and under-employment were high, improvements of
working capacity due to better health are likely to reduce them,

* Correa, Hector, Population, Health, Mutrition and Development,
Lexington, Mass. Lexington Books, 1975,
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Table 1

EFTFECT 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

Perzcutage number of working days lost 13.€9 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 por:dation receives some form
of qualified medical attention (auxiliaries, nurses, doctors

70%)

b) Lic. Guillén 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 loze
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).



~-50=

Table 2

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

(Circa 1958)

Working
Tl Thays 100 (b)/2k0

(8.) (b
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) Lo 28 12
Peru (1) 23 15 6
Venezuela (1) T4 49 20
Uruguay (1) 11 7 3
USA about 1958 (1) 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 rarticular,
there is no wunemployment insurance, As a consequence of this, un-
employed 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 aprcars that a more reasonable explanation of the existing condi-
tions 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 and health conditions. From the observations above, it
follows 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 econamic effects of & health
program. It is self-evident that this is the case for completely or
partially self-employed bersons, as is the case for a large propor-
tion of the rural population., However, this is also the rase for
hired workers. The reason for this is thet 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 capa-
city of the rural workers generated by better health conditions will
reduce rural employment,

In addition to the information about the m'mber of days saved
with the health project, information on the income of rural workers
is needed to evaluate the econamic impact of the hevlth project.
These data are presented in Table 3. The figures in zolumn (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 iorecast rural income for
the period to be covered by the health project. However, it is use-
ful 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.*

;1Thi§ figure was6obggined as follows: Fram the Miniﬁtry of Flanning,
an_Nacional 1976-1.980 « 30L, it_is obtained that 42.0% was the
total participagzon ratd gn 3975. bage 297 of the sagz 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 laebor force work in agriculture
and other rural areas activities, i.e. % 457,600, {'ince the total
rural population in 1975 was 3,909,900 (lan’ p. 2 , it follows

th ¢ participation rate was .3728. " Since the average fami i
£3p Has perticinatio it followg thit 2,00 persons for family avs

in the labor force,
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Table 3
COMPARISON OF ESTIMATES OF RURAL INCOME FER FAMILY

(Values in 1977 Us$)

hgrioovburay  Sen Juan  Oinawa

Year GNP Colony Colonies
(a) (b) (b)

1970 692.7 3905,40 - 70,3
1971 866.3 4339,40 - 76.4 1481,0 gc) 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 (4)
1975 998.1 564.8 (g)
1976 936.8 391.0 (h) 2343.00(1i)

Notes:

(a) Agricultural GNP series from World Bank: Fconamic 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 Planificacibn: Plan Nacional de
Desarrollo Econfmico y Social, 1976-1980, Vol. 1, Cuadro 70,
pp. 167; Cuadro 6, p, 302, World Bank: Econamic Memorandum
for Bolivia, Table 1-6.

(b) Zuvekes, 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 Sector Loan II, Table 5, p. 9, AID/
Washington, July 1977, Mimeo, (date for all Bolivia).,



(e) Unpublished information provided by Oficina de Planificacidn
Sectorial del Ministerio de Asuntos Campesinos y Agropecuarios
(A1l Bolivia),

(f) Fernéndez de Cérdova, M,U,: La Economfa del Campesino Alti-
plénico en 1976, p. 217. Instituto de Investigaciones Socio-
Econfmicas. Universided Catélica de Bolivia., 1977 (Mimeo),

(g) Mission Data Package, Table 53 F.

(n) Riordan, J,T.: op. cit. Table 6, p. 13 (Chuquisaca, Tarija,
Potos{).

(i) Pernéndez de Cdrdova, M.U,: op. cit., p. 216 (Figures seem
to include value of seeds, fertil'zers, and other agricul-
tural inputs,)

In Table L4, 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 Potosi. 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 Janta 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 househqlds 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

$521
3 347
157
180
AL $253

0 I
o

§'-3wi-”i
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Table 4

EFFECT OF HEALTH SERVICES ON YEARLY INCOME OF RURAL WORKERS

(Values in 1977 US$)

Income Projections

a (2)

b(=.758)(2)

(1) Yeerly income for rural workers in 1983 (1)

(2) Daily income per rural worker in 1983
(for 240 - 32,66 = 207.34 working days)

(3) Yearly incame per rural worker with health
services (for 240 - 8,61 = 231.69 working
days)

(4) Percentage increase of yearly income with
health services

653000

3415

729.82

11060

489.80

2.36

546,80

11.60

Sources:

(1) Forecast of the 1976 income in Table 3 (only on a per vorker
basis) with rate of growth used for 1976-1950 in Ministry of
Planning and Coordination: Flan Nacional de Desarrollo Eco-
némico, 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 Teble 3, and Column b is

T5 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-1) 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 econamic benefits of the health
project.
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Table 5

COMPARISON OF FIXED CAPITAL AND HEALTH INVESIMENT
NEEDED TO PRODUCE INCOME GROWTH ORIGINATED BY FROJECT

(Values in 1977 Us$)

Income Estimates

- . L

(1) Increment of income per worker

(us$ from Teble L4, 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 needes 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 100% (5) % (k4) 9.63 12.98

Sources:

Row (2)
Mission estimate.

Total number of persons that will benefit from project:
Participation rate estimated from date
in Ministerio de Planeamiento y Coordinacién.

Plan Nacio-

nal de Desarrollo Econdmico y Social, 1976 - 1980, Tamo I,

o) o8 29&, 297, 301, 302.
Row (4)

Estimated using average of 1968 to 1975 marginal capital/

output ratio evaluated from Ministerio de Flaneamiento y

Coordinacién.

Plan Nacional de Desarrollo Econdmico y

Social, 1976 - 1980, Tamo 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
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3. Analysis of the Rural Families Capacity to Support the Hecalth
System

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 to

study 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 expenditures
would be only 31.7 percent of the increase in income,
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TABLE 6

Affordability Analysis

- Entire
Project
Area
a. Rural Household Income $1,364.80
(1) Without Project $1,364.80
(2) With Project 1,525.32
(3) Increase 160.52
b. Health Expenditures Y/

(1) Without Project 36.58
(2) With Project 35,90
(3) Increase -0.68
c. % Change in Income 11.6%
d. % Change in Health 1.8%

Change in Health Expenditures as NA 2/

Percent of Change in Income

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,

Potosi
"Worst
Case"

$475.00
548.00
73,00

12,73
35.90
23.17
15.4%
182,0%

31.7%
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D, Administrative Feagibility

1. MSW/PH Organizational Structure

The MSW/PH is the primary agency responsible for GOB-provided
health services in Bolivia and will be the implementing agency for this
project, At the nationsl level, the MSW/PH is divided into two opera-
tional units -~ social welfare and Dublic health., Each is hesded by a
Sub-Secretary, The Administration Unit is & third MSW/PH unit thet is
responsible to the Minister. A more detailed description of the orga-
nizational structure of the MSW/PH is included in Annex H.

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

a, National Ievel

A reviev of the administrative capabilities of the MSW/EFH
at the national level indicates that & number of important administra-
tive barriers must be overcome if the RHDS project is to result in an
efficient and effective rural health system, These barriers include
lack of adequately trained bersomnel, lack of adequate facilities and
equipment and limited budzet resources, Administrative procedures
and organizetion in Procurement, planning and general services also
need to be improved, 1In additlon, the Ministry has traditionally had
a largely urban orientation; most persomnel and resources have been
directed towards urban hospitals and delivery of urban health services.
Its focus has also been almost entirely on curative, rather than pre-
ventive, gervices,

The administrative deficiencies are
a primary focus of the Project at this level and, therefore, should
Pose no serieus implementation problems., Funding will be available
through the project for the equirment, training and technical assistance
necessary for the effective implementation of the expanded rural health
delivery system proposed. In fact, care has been taken in the design
of the project's implementation schedule to concentrate on these admin-
istrative improvements at the 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 orien-
tation of the Ministry, However, the MSW/PH has recently been increag-
ingly aware of the need to expend its services in rural areas, Through-
out the design of this Project, as well as throughout the Planning and
implementation phases of the Montero Pilot Project, the MSW/PH has
demonstrated both a commitment to and capability for implementation of
rural health delivery services Projects which focus on rreventive as
well as curative services, Indicative of this commitment 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 mejor reforms into
the MSW/PH rural heelth system in a particular geographic area, The
willingness of both the nationsl and regional coordinators to assume

reasonably be projected to the broader target area of the RHDS project
(Senta Cruz, Potosf, and Ia Paz). The MSW/PH has supported the Montero
Project®s introduction of several, new types of bera-medical personnel,
including the Health Promoter, Rurel Nurse Auxiliary II, end Social
Work Auxiliary, The construction and logisticy activities, as well as
the administrative activities, that have been implemented in the
Montero Project have also baved the way for extension of such activi-
ties as proposed in the RHDS Project,

b. Departmental (Unidad Sanitaria) Level

At Dresent, the three departments to be covered by this
project are served by four Unidades Sanitarias: one each in la Paz
and Sente Cruz and two in Potosi, Of the two Unidades Sanitarias in
Potosi (Potos{ and Tupiza), the primary focus through the project will
be the one located in Potos{; Tupiza will continue as one of the administrat-
ive Hospital ' Health Center zones of the rural health system of
the Potos{ Unidad Sanitaria,

Sumeary analyses of the three Unidades Sanitarias are
included in Annex H , Although the strengths ami weeknesses 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 Dbroblems,
insufficiently trained bersonnel, 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 equipment, training and technic-
al 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,

¢. Coordination Mechanisms

i, Project ngg

than establishing a separate unit within the Ministry to implement the
expended and improved rural health system, the RHDS Project Team will
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be composed of regular members of Ministry unjts under the direction of
the Sub-Secretary for Public Health. This organizational placement

not only places the Project Team within the regulsr part of the Minis-
try responsible for health services, but also puts the Team high

enough in the policy-meking structure to facilitate the decisions and
support needed for the implementation of the pruvject. Although this
may increase project implementation difficulties in the short-term due
to the existing attitudes of MSW/PH technicians and policy-mskers, 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
coordinatior. 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 repri sentatives
of the MSW/PH,

iii, Departmental Level (Unidad Sanitaria)

At the departmental level, a Departmental RHDS Pro-
Jject Executive Committee will be established to assume responsibility
for project management in a particular Department, This Cormmittee
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 advisors at each level will work closely
with the committee chairpersons, their direct counterrarts as well as
the committee membership, Although they do not have a formal decision-
meking role, the technical advisors do provide input both individually
end at scheduled meetings. The national and departmental Project Co-
ordinators will be responsible for drswing-up meeting agendas and dis-
tributing minutes to all Committee members and other Projeet 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 IJ,IVand V), administrative persons work-
ing in related sectors, and from 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 proredures. Therefore, no problem is
foreseen in this area,
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PART IV - FINANCIAL ANALYSIS

The estimatea cost of activities financed under thisg 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 ¢~~"s of constructing new health and medical posts will be paid
for f. a the Village Development Program; therefore, these costs
are nov included in this project. There will also be a PL 480 Title
IIT 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 progrem is
fully operational in year five, it is estimated that new salaries
and travel expenses will constitute about 90% of the annual recur-
rent 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 Fercent
Year MSW/PH Budget  Contribution to MSW/PH Budget
() Project (3)

1977, 26,834 . -

1976 31, 629 -

1977 38, 304 -

1978 Lk, 038 -

1979 50, 243 136 2%
1980 62, 300 294 SN 44
1981 68,329 1,181 1.73%
1982 €9, 128 2,043 2.96%
1983 69, 936 3,018 4.319
1984 70, 54 3,320 L.69%
1985 71,581 3, 652 5.10%
1986 72,418 L, 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 L6%
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.
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Table 8

GOB REQUIREMENTS (RECURRENT COSTS)
($ 000)

Annual Requirements 1/

New Travel & Total

Salaries Perdiem 2/

Personnel & Travel Expenses

Service Level 1.koo 490 1.890
Department Level 147 20 167
Central Level _261 55 316

Subtotal 1.808 565 2 : 373

1/ At full operational level
y For present and new personnel

Office Operating Expenses 45
Maintenance & Vehicle Operating
Expenses .
- Vehicles (Oper.exp.& repairs) 110
- Medical equipment (repairs) 30
- Buildings (repairs) 30
- Miscellaneous (repairs) 10
Subtotal
Totals

3/ (15% inf & cont.)

Y e a r s
1 2 3 4 2 Total
525 1,105 1.890 3.510
Lo 8L 167 167 Leo
126 195 284 316 316 1.247
126 237 893 1.588 2.373 5.217
10 20 30 45 45 150
30 75 100 110 315
5 15 20 30 70
30 30
— 2 3 -2 10 _20
0 37 93 125 180 435
136 294 1.016 1.758 2,598 5.802




Table @

SUMMARY COST ESTIMATE AND FINANCIAL PLAN

(In Us$ 000)
AID BOLIVIA
Gr;';t FX ngn Total] —otel coﬁlil:; GOB
Technical Assistance 3,180 2Lho 2ko| 3,270
Rotating Drug Fund 1,400 1,hk00| 1,400
Human Resources and Training 980 980 980
Information and Evaeluation 480 480 480
Construction 3,420 3.420| 3,420
Equipment 2,180 200 2,380 2,380
Dersonnel and Travel 600* | 5,212
Maintenance 435
Miscellaneous _150
Sub-Total 3,180 | 3,820 5,080 8,900 11,930 600 5,803
Inflation and Contingency 120 1,200| 1,370 S0
TOTAL 3,300 | 3,820 5,080 10,000]13,300| 600 | 6,700

Rounded from details in following tables.
* Promoter salaries

=gG =
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C. Financial Plan
1. Aid Granv

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 LO work months
of short-term technical assistance will be funded through loan funds.
(Note: 1In 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.

e. 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.

@&. Construction ($3.42 million): These funds will provide for
new construction or remodeling cof 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.

g. 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.

€eased; as addition-
al medical equipment is purchased and routine maintenance repairs is

needed; and as new buildings are constructed and routine maintenance
is needed,

e, Inflation/Contingency ($870,000): An inflation/contingency
factor is included to cover unforeseen expensesand price increases
over the life of the project.
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Table 10

ATD CONTRIBUTION

(us$ 000)
PROJECT YEAR 1/ . LOAK | GRANT
SOURCE 1 o 3 N 5 TOTAL | TOTAL
Technical Assistance (Loan) 60 30 150 2Lo 4
Technical Assistance 2/ (Grant ) - 530 930 | 1,020 | 350 3,230
Rotating Drug Fund (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
1,100 70
TOTAL 10,000 | 3,300

1/ Project years run fram October to September of each calendar year; i.e. Project

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

®Q

would like to obligate $800,000 in grant funds during late FY 1979.
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Table 12

TECHNICAL ASSISTANCE

DISBURSEMENT SCHEDULE
(Us$ 000)
Fiscal Year ;/
1978 1979 1980 1981 1982 1983 | LOTAL
1. Long-Term Grant

a., Team Leader - 12/79 - 9/83, L5 w/m,$100000pa 85 100 100 9 | 375
b. Public Health Administrator Advisor

12/79 - 9/85, 45 w/m, $ 100,000 pa 85 100 100 90 | 375
c. Human Resources Specialist

12/79 - 12/82, 36 w/m, $ 100,000 pa 85 100 100 15 | 300
d. Information and Evaluation Specialist

3/80 - 3/83, 36 w/m, $ 90,000 pa 50 % 90 Lo | 270
e. Supply System Specialist

12/79-12/82 36 w/m, $ 90,000 pa 75 90 90 151 270
f. Public Health Advisors (3) 12/79-9/83 58 w/m|

1/81 - 9/83, 64 w/m, $ 270,000 pa 75 225 270 250 | 820
g. Public Health Administrators (3)12/79-9/83 58 w/m,

1/81 - 9/83, 64 w/m, $ 270,000 pa 75 225 270 250 | 820

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

Inflation/Contingency 70

Total Long Term ééégg

2. Short-Term Specialists Loan

a. Procurement 30
b. Construction 30
c. Cammunity Organization 6 30
d. Medical Equipment Maintenance 6 30
e, Special Studies Investigator 6 30
f. Health Facilities Planner 6 30
g. Vehicle Maintenance _ _6 30

Total Short Term €0 30 150 2ho

1/ Fiscal years coincide with Project Years.



COST ESTIMATES

EQUIPMENT
Unit Cost Total Total
(uss$) Number Cost (US$)
Vehicles

Four wheel drive (small) 8,200 12 96,000
Four wheel drive (large - for ambulance) 10,000 51 510,000
5-7 ton trucks 17,500 2 35,000
2 ton trucks 10,600 3 31,800
3/4 ton trucks 8,000 16 128,000
Trail bikes 750 112 84,000
Bicycles 105 170 17,850
Total 902,650
Rounded 903,000
Audio-Visual Equipment 25,000
Well Drilling Rigs 115,000 2 230,000
Sub-Total 1,158,000

Equipment for new and renovated buildings (Per
Annex I) 1,222,000
Total Equipment 2,380,000

2L



PART V - IMPLEMENTATION 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
Se ST/TA for Procurement and Construction Arrive March 1979
6. Construction Design IFB's and T.A., RFP's Issued May 1979
7. MSW/PH's National Rural Health Project Team Designated June 1979
8. Issue Contracts on Construction Design July 1979
9. Procurement Begun - IFB's Issued July 1979
10. First Evaluation August 1979
1l. Issue IFB's for Construction August 1379

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
l4. 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 1980
18. Construction Begins April 1980
19. MSW/PH's Three Departmental Rural Health Project Teams

Designated - Initiate .Orientation June 1980
20, First Supply Shipment Arrives July 1980
21. Second Evaluation August 1980

22. ST/TA Arrive (Comm.Organ.; 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



25, Initiate Training/Orientation of MSW/PH Sub-Departmental

Program Personnel May 1981
26. Initiate Services in the L Sub-Departmental Areas June 1981
27. Third Evaluation Avgust 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, Lurivay, Diect La Paz, Direct Santa Cruz) June - 1982
31. Fourth Evaluation July 1982

Calendar Year 1983

32, Initiate Services in 4 Sub-Departmental Areas
(Corocoro, Colguechaca, San Ignacio, Roboréd) 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 to
the 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 motor -
cycles 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 yill be followed.

Technical assistance will be procured through RFP competitive
bidding in the U,S. A single host-country contract will cover both short-
term and long-term technical nssistance, The long-term technical assist-
ance will be grantfunded an¢ =stricted to U,S. origin, The short~term
consultants will be loan funded and restricted *- Code 9ul 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 short-
term technical assistance from the United States or other authorized coun-
tries and grant-funded long-term technical assistance will be paid through
standard letter of commitment - letter of credit Procedures., Disbursements
for local currency costs will be made from a U,S, Government owned RDO ac-
count held in the 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: a team
leader, public health administrator, planning specialist, human resource
specialist, supply specialist, three public health advisors, and three
public health administration advisors. The team leader and public health
admingstrator should arrive in late 1979 and the team should be completed
in 1983.

Construction services will be contracted by the MSW/PH through com-
petitive bidding. The number and nature of construction sub-projects will
hecessitate 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 19380,

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 Kesources Office of AID/Bolivia will Pprepare a
Project Agreement and obtain Mission clearances in August, 1978, The Pro-
Jject Agreement will be slgned 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 Reguirements

The project will be managed by a designated Project Manager in the
Health and Hwmanitarian Assistance Division of the USAID/Bolivia Mission,
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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; and
assure compliance with the terms and conditions of the Project Agreement.,

A Mission Project Committee composed of the Project Manager and re-
presentatives of other Mission offices will review the status of the pro-
Ject monthly, identify potential problems in implementation, and determine
appropriate solutions, The Project Committee will brepare a monthly pro-

Ject 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 times
over the course of the five year life of the broject, 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
consultants will be done in mid-1981 after the technical assistance
team has been in-place for about one year. By this time project inputs
will have arrived in significant quantities and progress towards achiev-
ing outputs can be expected in many areas, If any reprogramming of the
Project is necessary it should become possible by this time,

The initial evaluation will be done in August, 1979, approximately one
Year after project approval, The focus of this evaluation to be done
by USAID/Bolivia staff will be on Progress in obtaining project inputs
and planning and actions by GOB and AID to facilitate timely implement-
ation of the broject., The evaluation should pin point delays and
deficiencies which may hinder achievement of output targets,

The second project evaluation also to be done by GOB and local AID staff
will be in Avgust, 1980, By this time the first merbers of the tech-
nical assistance team should have arrived; some construction activities
should have been started; commodities should have arrived; and the 3(B
should have progressed well on organizing, recruiting and training per-
sonnel, The focus of this evaluation will be on the adequacy of planned
inputs to effect Project output and burpose targets, Adequacy of the
training component will be considered as a major question,

The in-depth project evaluation vwill be conducted in August, 1981 by
outside consultants. Overall development of the broject to meet the
Planned schedule will be considered, Health delivery system develop-
ment will be assessed as to how well institutionalized the system is,
The evaluation will deternine how well supply and maintenance systems
are functioning; how frequently and effectively the promotor ang Auxi-
liary's I are supervised by higher level bersonnel; how effectively
services are reaching the target rural Population and to what extent
Dreventive health practices are being adopted; how well the Communi ty
Health Committees are Minctioning; and how relevant training activities
are to the delivery of rural services, Thisevaluation will provide the
basis for a decision on Planning or “3ramming a new loan Project for
the expansion of the rural health del.very system to other areas of
Bolivia,

The fourth evaluation is to be conducted by GOB and Mission DPersonnel
in mid-1982., The burpose of this evaluation will be to identify pro-
Jject components that are behind schedule and require action in order to
be completed by the end of the Project, A secondary focus will be on
how well the project data/information gathering system is functioning
and whether available statistics indicate improved health status in the
Project areas,
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The final project evaluation will be held in mid-1983, This is Planned
as 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 scrvices are reaching the rural population,

The RHDS project incorporates a system for gathering and analyzing
health 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.
Heulth statistics compiled by this system can be used to compare end-
of-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 in writing, 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 legaily binding obligation of Bolivia in accordance
with all of its terms; and

b. A statement of the name of the person (s) authorized to sct
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 rursuant to vwhich
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



of Social Welfare and Publi> Health sufficient to meet its
commitments under the Projeet;

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

f.

procured with Project funds;

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 informaticn 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.

b.

C,

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

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

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

Fxcept as A.l.D. may otherwise agree in writing, the Sovernzent cf
Boiivia will ccvenant:

1., Tc utilize all eguipment and =aterials ottained with Lcan urnds
only for the purpcses cf the Frclect during the life c? tne Prcject,
ard for sizilar purpcses therealter;

2. Tc previde tulgetary suppcrs tooth ¢ Jegoial hellmre
and Public Health wihich iz adejuate s - cperate and TAinTAln
the Rural Health lelivery lyster ezzatlish . rclact

3. To conduct joint USAID/GOB annual reviews of the progress of
the Project, and that after approximately two years of Project
implementation to hold a review to measure Project progress against
implementation targets established in the Implementation Plan in
order to determine vhether Project Punds (including those under the
Loan and/or Grant) remaining uncommitted or undisbursed at that tiee
could reasonablly be expected to be utilized within the remainder of

the disbursement period

C. leas.tiating toatus

~d secnnicsl

3. Y en e
LT neallh,

r leg .
Tinarnce. noadditicn, * wirg oo veconical
perscnnel Irem thesc wnree Ministries 23 2 fent e lLn
doourerts whicn rave teen inccrperate vc tnis zrcjec ‘:er. }i;en
thiis price ~cllaterasicn and the 3IE2'. espres:s intersst in tmorcing
rural nealtn cervices, oC prceclers are anticipated io -;g:i:g-:nc i

Prcject ngreecent.
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MINISTE MO DE PREVISION SOCIAL ¥ SALUD PLALICA ANGEX A
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la Pacg, julie 12 de¢ 1978

Seflor

Daniel A, Chai}
Director, a.i.
USAID/Bolivia
Fresente

Sedor Director:

Ref.: Solicitud de Ayuda Financiers ixteraa <e A.I.D.
pera la__apinsidn de uervicios de .ilid al .rea

au.'dl ./

El Gobierao de 3olivia & través del hiaisterio
do Previeibn Social y Calud Fiblica (1Ls/ii) i wiwborado ua proyec
to pars la expansidp de servicive de salud a las 20nae rurales del
pafs. 3¢ anticipa que este proyecto tendri ur inpacto significati
vo ea ¢l nivel de salud de laa cosusidades rurales del pals y nde
als, ol progcrama syudarh s decarrollar una capacidad jpstitucional
que persitird el Kinisterio de Frevisidn Social y Salud Fldlica am-
pliar en forma significativa asus actividacdes d¢ salud rural en los
afos siguientes a la conclucida 2el progecto rropuesto. Adcnas,
este prograsa aeatarf las bSares en cuarto a la ;restacila de cervi
cioes blesicos de calud y organizacidn coasunitaria sue el Gobierao

1llevark s cadbo dajo el Segiro iocial Camiesino.

El prograsa a finsnciarse teadria dos obleti -
ves principeles:

PAlILZa0: Mejorar ea todo el tesritorio macional la adecuacidu del
sistesa actual de prestacifn Jde servicios institucionales ae salud
& 1aa aecesidades sacitarias d9]l zecio rural, reforszacdo los esta-
blecicieatos em los aspectos ar r curnos huzanos, enuijscieuto, ad

sinistracila, iafraestructura, traasportes y nanteaimiento;

SESUHIC:  lmplactar el sistenn de ealud rursl, ea todo el jaia,
pare lograr un cejoraciento significativo en el nivel de salud.

/1111711
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Que facluirf tolos lou aspectos antea acarianauoo y adends fatro
dueirf servicios bAksicos a nivel de las cazuniduoos Turales dess

rrollando para ello uma acplia participaciln de la comunicad,

El proyacto peraitirk elecutar, las ai
guientes uctividades:

WIVEL KACICHAL: Adecuaciln de los sistesas técnicos adninistra
tivos pars la prestacidn de Servicios de Salud en Areas kurales,
o8 cuanto a:

Construcciones ( alcacenes cectrales ), inforzacidn
y evaluacibn, sucinistros, capacitacidn de recurcos husanoe, y,
supervisifn.

NIVEL #IZGICHAL: Adecuacidn de loa sisteras recionales técnicos
J tdainistrativos para la prestacidn de Servicios de Salud en
freas Rurales, en cuanto a:

Construcciones ( al-acenes regionn -
les ), infornaciba y evaluacibn, cusinintros, cajacitaciba de

recursos hunenos, supervisida, transportes, y canteniaicnto.

SIVOL XUEAL: Adecuaciin Je loo Centros de oulul lvepital, de
loa Pueutos if¢dicos y iuestos -3n1tarios, en cuuato a:

Conctruc-
ciones y refacciones, equipaniento, ransportes, ranteniziento,
susini:-tros, capecitacibn Ze reccur.os hu~enos, i1afarcacién y
evalu.cibn, supervieibn, prectacibn de servicior thsicos de an
ud » 1ss coninidades rurales con ura efectiva participacién
de dstes.

PAT& rerpzldar el :rograna, el Usbferno
de Bolivia contribuird en la siguieate forsa:

1. Suministrark fondse sdicioralea al Yinisverio de Prew:rifa

cocial y Salul ®iblica para cudrir los sfguientes gantos:

8. Sueldoa para el nuevo jersonal profesional, técaico y
suxiliar que plsaeard, ejecutark, supervisard y evalua
7 las actividades de salud rural;

/1111717117
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b. Vilticos ftice J ocasionales pars este persons) y el
pereonal actuasl del Xii/LP cocpronetido em el ;royecto;

€. Costoa de mantenisierto ¥ funcioaszieato del ejuipo a
8dquiriree .ra el ;royecto ¥y de las edificaciones
construilas cejoraias con fculos del proyecto Para
¢l equipo y las edificaciones existoztes en o] &-ea
del rrograua;

d. Costos de los rateriales nececarios para las activida-
des de construccidén y refac:ibn de servicios de sslud,
on el fres Zel prograca no finscciados por A.l.D..

2. Foxentar, sdiectrar J wupervisar a los zarticipantes ¢z la
cosunidad en la actividag Prograrada,

3¢ Crear nuevos cargcs para-profeciocales de personal suxi -
liar ( Juxiiiar de laferserfa, ‘uxilier de Jradajo socisl,

Y otros ), necener:os Fare la isjleueutacién del prograaa,

be Utilizar e1 *3uipo @ alquirise ;are el prograza con fines
oxclueivamente desctinados al aismo,

Il prograna se llevari & cabo en ua
periodo de cinco sfos en tolo ¢l 7afe, y au costo total e¢ etins
on Uie 20.C00.CCC, de 108 cusles o} Gobierno de 90livis contribuj
rd 05§ 6.700.0C0. Por lo taato, 8¢ solicita un préstemo de UZ;,
10.000.000 y uras donacibn de US§, 3.3G.CCO iniciales,

Con ests solicitud sefor Cirector,
cocesidero que los criterios SXpuectos en su nota JR-L-400-78 de
20 del pasado mes.de Junio estén cubiertos con carbcter genezal.

Coa este xotivo, teago ol agrade
de saludar a usted atentasente,

N AL
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The fecllowing tummary desceribes the desireq

Population Cove rupe

Rural communitics with 150-500
persons (averuge of 250).

Commmunity Healrh Promoter shal)
contact BO% of assipgned rural
community population each month.

80% cf nceersible rurul communi.
ties i1 turget ureas 4y 3 depart-
ments {luntu Cruz, la Paz, and
Poton{) :hould huve functioning
Promoters,

PR CT ACTIVITLIE HY LEVEL

EUKAL COMMURNL TY (level 1)

service beld Ve ry

teroonal Boantn cervicesr -
rudimentary health enre and
first wid, materng) nnd child
healtth, nutrition, imsuniza-
tions, refermys nnd health
cduenti. o,

Enviroumental Henl th lervices
== humn wiyste dizpozal and
water supply (hygicne educn-
tion),

cltuntion nt the end of the

ANNLY D

Pue 1115

project period:

Human Ke.ou rec::

Cimmunity Heqith Committee (5-6
members ) community loadership
training (%-6 duys) by Community
Oreandzing Team superviced and
coordinated by the Departmental
Trudning Center,

I Community Henith Promoter for
cnch kumj Comrmunity,

Promoter training (320 hours/8
weeks) ut Hospdtal Health Center
by ustaff of Departrental Train-
ing Cen:er,

Mothers Club,

Traditional Mid-wives (1 or more).



Comrunity Orgnnization

Comnunity rpennfuati nonetivitien
feeuring on cotubliching o Compruy-
nity Hewlth Committee which wil}
be recponsible ror community per-
tonal aund environmental henlth
activities and that wil) recruit
and pay the Promoter!:s salary and
cuppliec,

A Community Oregnnizaticn Tenm o -
Hiztine of zoclal work auxilin-
ries trained at the Departmenta)
Trainirg Center will conduct com-
munity analyzis and arganize come
munitiec with acsistance of Aux-
iliary Nursc 1 orom rezpective
Heulthr/Mcdical Post, and Nurse
Auxiliury II from respective
Hospital Health Center,

Auxiliary Nurze 1 assists com-
manity in organizing Mothers
Club for health and nutrition
activities including supplement-
ary feeding and nutrition edu-
cation,

Environmental Health Technicians
and Promoter assist community in
1otrine and water system conzérus.
tion, operation and maintcnance,

KUKAL CUMMUNTTY (1o vel 1)

Logdotic:

Prom, Ler! Fit:

hdcupp il hepular lapidetle
Upport provideg Lhroueh respec-
Live liegjth r Mealegd Fose,

basic medielnes

Service delive ry sanual,

Family foldep: record, referral
forms, wnd ther intormation
Corme,

Supplics ey dj. tributiong for
“upplementary roods, letrines
and water “upply systems con-
“tructlon,

Fromoter prepare:s monthly report
-hosuppert cystems which includes
medicine and “upply request and
forward: to Auxiliary I,

ANNEX D

tagee 0o g 15

- Continued

Fneilities

Hone nt this level,



Administration

Fach Henlth Post has responsibil-
tey for X Rurnl Communitic:s, and
cach Medlenl Port hae responci-
Lility for % Rurml Communitie..

Supervision of Promoters by Rural
Auxiliary Nurse I fr m Henlth/Medi-
cal Post., Promoter recelven feed-
buck from superviszor based on
n nthly zcervice reports and dircet
prervation., C mmunity Heultn Com-
mittee ic nlan iavolved ln theos
periodic cvnluntion:.

Promcter charges patient: for
cervices and medicines provided
ancd treasurer of Community Health
Committee handlecs thic money.
Promoter'c monthly salary, the
cost of restocking cupplics and
sther community health activities
are paid from fund concisting of
money from charges for medicinec
and services and money collected
by the Cosmittee fram the community.

Promoter receives technical cupport
and gupervizion from Nutrition
Auxiliary and Environmental Saunita-
tion Technician, who are located at
the respective Hespital Health
Center.

ARNEX D
2ot

IAIYEQ

KURAL CMMULITY (Level 1) - € ntinued

informativn and fvaluation Finnndng

i'r.r oter sots nonthly activities
tjectives with supervis rs and
rpunity Henlth Committec.

bt Henleh
4 e
julatt noy

' i
MW o aucts Houren
‘e ,"x,‘\" :’n l)l‘- ] ;:

PR A VAN B
tarecel rurad

v ';.'.' i ¢
Ppop, Ler o colplete. tamily hendth
(rizk Tacter) suprvey for each
ramily in ruml] community. This
{e basic or the fumily health

rec: rd.

M nthly rep.rt: by Prom ter pro=
vidinz service delivery data
(type: ¢ services and basic
dingnosis).

M.nthly report on nupport syctems
by Promoter,



HEALTH MEDICAL/P0T (Level 11)

Population Cuveruee

Communitic:s with H00 to 5,000
population (averupe ot £00),

Every designated kuml Community
should have an adequate and
accensible Health or Medicenl

Post (stnnd.'xrd iz one hour truvel
time).

cervice e livery

Sume we Ruml Community, oxeopt
buole hoeanltd care lnotead of
rudimentary nealth enre,

Kepular pericaice vicits by meuai-
cnl oand teclmion! st 'rm
Hozpitnl Health Center t
more complex curative =zrvice:s,
and to introguee additional
prevention technlgues,

provide

ANNEX D

inpe U1y

Human Hescurceo

1-2 Rurnl Auxiliary Nurces 1 for
cnch Health Post or Medical Post.
1 population 1o lens than 1,000
then 1 Rurul Auxilinry Nurse with
1 Preaster. More than 1,000 then
D Auxiliariesn,

! Phyrician in each Mcdical Poct
(serving obligatory rural year)
with 1 Rural Auxiliary Nurse 1.

Traditionul midwives fram area
receive tradning at Hospital
Health Center,

Other community personnel as in
level 1,



ANNEX D

Page & off 1%

HEALTH/MEDICAL POCT (lavel 11) - Continucd

Comnunity Orgunization

Social Werk Auxiliaries orgnnize
community to cztablizh C mmnunity
Health Committec. Rursl Nurse
Auxiliary I from Health/Medlenl
Post, und Rurul Auxdliary Nur:e
II from Hospital Heulth Center
will also purticipnte.

Community Heulth Committce
Auxiliary 1 and Environmental
Henlth Technlelan activitices
same ns Level 1, except that
committee recruits and pays
prumcter when apprupriate,

1. "lzzté_c;

Auxllinry': kit: and Prom ter':
vive, medicines and cupplies
wre provided thre uph the Hospis
il Health Center,

service delivery munuanls and
trainlng rmaterinls for Rurml
Auxiliary 1. Suame forms az
er level 1 plus summary forms.

Mule or bicycle trmnuportation
for supervizion activities of
Rurnl Henlth Auxiliary 1 (motor-
cycle for phyrician nt Mediecal
Punt).

Vehicle and equipment mainte-
nance provided by decignated
Hozpital Health Center.

Supplies and distribution for
cupplementary foods, latrines
und water zupply zyntems con-
ctruction.

Auxiliary 1 prepares monthly
medicine ard supply request
and forwardc to Hospital Health
Center.

Yacllitle: und Equipment

“ote 6 room tucility including
Hving area, using exicti g
Henlth/Medieal Post facilities
Lo extent poescible.

tach Henlth/Medicnl Poct will
huve required equipment.

Equipment maintenance provided
by designated Hocpital Heamlth
Center.
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HEALPH/MEDICAL PUCT (Jeved 11) - Continued

Administmtion

Tach Health Pust bas operational
responsibility tor three Rurald

C mmunitics (five tor cach medl-
=4) post).

Supervision of Promoter: by Aux-
fliary I and of Auxiliary 1 by
Auvxiliary 11 from Hosplital Health
Center (onsite vicits cvery month).
%-nthly cvaluation reports sent to
sircetor f Hospital Herlth
Center.

Financiul Administration: Aux-
iliary 1 and physician receive
renthly calary at Hospital Health
Center. Auxiliary I collects
rcney for medicines and services
provided at Health Post, and also
ccllects money from Rural Com-
munities. Physician serves name
function at Medical Post. Aux-
1liary II transfers funds and medi-
cine and supply request: to Hospi-
tal Health Center.

Adequate storage and distribution
<¢ drugs and cupplies for Health/
Medical Postc and for respective

Rural Comsmunities.

Periodic preventive maintenance for
equipment and vehicles provided by
Hospital Health Center.

Invormtion and Fvaluation

Auxilianry 1 collects sume datn
q. Premoter (f.e., Family
Howtth Kecord, oorvlees Delivery
Heport, Suppoert Systems Status
Report) on a monthly buzis.

Awcilinry 1 collects vital rta-
tistles dauta from Fumily health
Reeords of both lenlth/Medical

Poct level and rural community

level on a quarterly basis,

MCOW/PH conducts Houschold Health
Status Survey in Health/Medical

Poct town as in Pural Commnities.

Vannling

Auxilinry 1 and Promoter set
activitics (bjectives for Health

P st in conjunction with Auxiliary
11,
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ANNEX L
Puge 7 »f 15

HOUPITAL HEALTH CFNTER (Leevel 111)

fNote: About one out of cvery =0 Herpital Health Centors will bo ucripgn.d additlonal responsibilitics that
irvolve support ceorvices for the other 24 Centers.  These service= are Indicated in the chart below with
an usturiszs

rorulation Coveruge Gorvice bellvery Humue, Resources
Zowns with 3,000 to 20,000 jpopu- irrzonal Henlth Cervices:  Dame Bural Heulth Staff:
lation (average cf 6,000). as Level @I, plus
- 1-2 Rural Auxillary Murces II

Eighty per cent of towns with thiz - high rick dellve rlen - 1-2 Envirommental Health Techniecians
ropulatlion In three depurtmentes - treul 3ra degree peloutritlion - 1 Goclul Work Auxiliary
chould have a tHospltal Headth - laboruatory services - 1 Auxiliary Nutritionist
Crenter within the RHDG, - rrofesnionnl medicul care

- bazic und rmergency surgery Adminictrative Stuaft:
tvery HealthMedlewd Pust choula - dental services
huve an accececible Hozpltul - ambulence service - 1 Adminlctrator (¥2)
Health Center (standard: One Lo - referrule to the depurt- - 1 Blostatictician (*2)
wwo hourc travel time), mental specialty hospltalc - 1 Suppliez Techniclian (¥2)

- Vehicle/equiyment maintenance
Attend the formal patient refer- stary*
ruls from Health/Medical Fosts 1 Driver (*2)
or Rural Communitiec,

Hozcpital ctaff will provide service
cupport to Rurai Health Project.

Departmental Training Center Staff

provides training at Hospital Healsh
Center for Health Promoters, Tradi-
tional Midwives, and rural teachers.



ANNEX D

luge & of 15

H&CPITAL HEALTH CENTER (Level 1LI) - Continued

Comrunity Organization

Rural Health AuxiZinry 11 works
with Auxiliary I from Henlth/
Fedleuwl Post and Coclual Work
Auxiliurics in orgunizing the
caognur.itics at levelz 1 oand Ll

Coucial Work Auxiliaric: conduct
Comnurity Analycis for rnch
community uat levels I and 11,

Huteltle:n Auxilliary uwssizted by
coclal weork nuxlillary organizes
Motherz! Club:s for health and
nutrition activitices, including
supplementary feeding and nu-
tritior. ~ducation.

Loviotice

Regulred medicines ard supplles
Horpital Henlth Center

cupplies Healdth/Medicnl

clored nl
which aloo
Poat,
beolgnated Hoopitudl Henlth Cene
ters have larger sloreroams Lo
Keep drupgs und cupplles for 3-9

Hocplital Heulth Centers and thelr
afCillater,  Cupply inventorles

ure maintained for Levels I, 11,

and 1II,*

One motureycle for Rural Hendth
Auxilionry II.

Jeep trancportution for medical
supervicion and ambulance service.

Truck for cupplics und food.*®

Vehicle and cquipment maintenance.®

Fucilitics

Hemodel®ng of existing facilities
and construction of new fucilitics
where necencary.,

Construction o' warchouse cpuce,
offices for ndminictration and
rural health stuff, and mecting/
training roam,

Each Hosplitul Henlth Center will
have o ctoandurd cet of equipment,

AL decipnated Hocpital Health
Centers counstruction of additional
warchouse cpacc, and workshops

for maintenance ctaff. »
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HOCPITAL HEALTH CEIITEK (Levedl 1LIL) - Contlnued

Administration
Five Henlth tosts nnd Lwo Medionl
Yoots uo igneuw Lo euch Hoopital
Henlth Cooter,

Rural Hewlth Oection will be en-
tabllished und Lthe Administrative
Scetion will bLie reinforced in
additicn Lo the exiating Hosplital
Stuff biviaslon,

The Medlicul Director i recyonr-

1ble for 411 three cectlone,
Adminictrative ctu!t provides
adminictrative cupport to Rural

Health Froject ut Levels I, LI,
and III, and to Hozpltal Staff.

Supervicion of Mural Nurce Auxil-
iary I and Phyclelan by Hospltal
Health Ccnter's Auxiliary 1I and
medical ctaff (Auxilinry II vi-
sits each Poct monthly; physician
visits each Post cvery 3 months).

Medical lirector and Auxiliary II
review c¢valuation reports for
each Auxiliary J and Promoter.

Monthly vicits by Departmental
ataff to provide technical asanist-

an>e and supervislion.

Informutlion e bvoluation

."‘.;'.f'.'"

Iy R thly
LS ( ‘ c 3 o
RN S TR Ausiliae ) 1-
Ywaluntion ~f oergice aelivery

. .
shjecliver

leeve X,

Luced on plunalog
(rorma) for oouch
Apgeregute and annlyse vital
stntictice data,

Aggrernte nred annlyse dutn oon
suprlics and cquipment conownp-
tion nne ot aturn,

Follow-up studles of referrulcs
from Levels I nnd 11 Lo level
II1, and from level 111 to

level iV,

Keview and updute Canmunity
Anulycis.,

Flunning:

Setonetivition objeetives for Levels

Ly 11y and L1, consulting the obe-
Joeetives ot by personnel at Levels
I nnd 1L,

*Progrun. poographic «xpancion of
Rural Communitics, and Hewlth/
Mediendl ootz 1 the target nur-
boer have not been reached,
*Program now se-vices with

Deynartes ptal

‘...‘,'}:‘ Soof
level,

*Determine recource regulrements for
levels I, LI, and 1II. Also deter-
mince need for hospltel beds expan-
cion.
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oloLy)

Potulation Coverapge

Targct arca compriser PO per cent
af nccensitle (U3,8%kural popula-
depurtments (La iunz-

Lior in threo
25,7555 Onnta Crum - 2ES 60025

Froezl = 10 103),

I: ~he target arecas, 20 por cont

of thc waccessible rural popula-
ticr. should be served by Levels
I, II, end 1lII1 modules.

oy ice Dclive ry

Hural tealtl, coryicer gre ot

Al Uy proviacd,

(ticte: Pl nial Hoo-
pital. owWhich oare S orepsponsie
Bility of the MOW/i%, Ghould
have the cnyability of vroe
viaing cpecinlty cervices to
paticnts rofereod by the RHDS),

cpartne

Provide zervic # of drilling

ripg and support of water systeps
and latrine conotruction in the

targetl. urca,

Hamatr, hoooures -

opartmental RBuernl Health Project Tewam
Conaiaotinge of a Project Coordinutor with

LIEET A S NSO DU o
Viotenn
the llowlingr cpeclulity arecus:
- Heanltls sorvices

-  Human roesources

- Facilities and cquipment

= Community development

- Administration

Information and cvaluatinn
- Planning

(“r)f.(':
f'or mere

thnn one area,

speetive technicnl di-
who will have pecponslibllity for

One person may be responsible
The project

Coordinutor will most likely be res-
poncible tor Health Services in sddi-

tion to the coordinutor rele)

bepurtmentul Training Center directed

by a Hurse Educator.,
lowing types of peroonnels

Preparcs tne 'ol-

- Rural Nurse Auxiliaries I and II

« Socliul Work Auxiliaries

- Environmentul Sanitation Techniclians

- Nutrition Auxiliarieg

- Phyciclans in thelr rurul year
- Heaith Promocers (at Hospital Health Ctr,

- Traditionul Midwives (at Hozﬁ.
{ ‘

Rural Teachers (ut Hospital

This Truinlng Center provides formal courses,
ucation, reorientation courses

continuing ¢

Health Ctr.
alth Ctr.

for personnel alrcudy in the ficld, and

oricntation courscs.

Reinforce adminis-

trative staff for the following areas:
administration, warchovsing, maintenance

and accounting.

)
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DEPARTMENTAL LEVEL (UNLLAD CANITARLA) (level 1V) - Continucd

Couuunltx Organizution

Reviews community organization
stutus reports fram Levels i,
LI, and {II,

Program cammunity orgnnization
activities including «xpunsion
to new nrcas,

Finauncial udministration for
Community Leadership Trulning.

Conduct Cemmunity corgunization
course tor stuflf of Levels II-IV.

L()" iatices

Doportmental medleine: warchous-
tngr systen Cor vace e o fooda-
stul'f's, supplies
virommental canitation and
sudiovizual cquipment, oquij-
ment control and maintenance,
fucllity muintenunce and dril-
ling rig control and muin-
tenance,

s meadicnl, one

supplics inventory and distrie
bution system to mect Lhe needs
of Level 1, II, ant 1II,

Trunsportation system using two
Joeeps und a large truck.

Distribution and reproduction
of' training materinls and forms
needed by the departmental and
lower level:s.

Fuciliticesn
PELLET TRF LN

bepurtmental warchouse constructed
=it ndmlnistrative offlices nnd

rruintenance workshopes,

Fejartne ntal Training Center (new
conctruction, oxpansion, or remodel-
i depending on the department's
cxiating fucilitlcs).

Depurtmental Hewlth Office (Unldad

cutiitaria) remedeling ng requirod
uanttariy . 1

and neccezcary office cquipment,
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DEPARTMENIAL LVl (UNIIAD UANTTARIA) _ (Lovel 1V) - Centi:od

Administration

Ruml Health Projoct Coordinator
has responaibllity for administer-
ing projeet at departmental level,

Dept. Rural Henlth brojoect Team
providezs technlenl cupport and
supervizicn to Hozpital licalth
Centers (mernthly vicita),

Adminiztreticon of “und:s rom the
cale of drues by the brimoters

and Nurse Suxdlinreies 1, ineludling
collectic:. f funds and purchace
of replacement drugs and supplies,

Perconnel payment sycstem managced
at departmentul level. Checks or
cash dictributed to Hospital Health
Centers to pay staff of Hocpital
Health Center and Heulth/Medical
Postrs and Rurnl Communitie:.

Departmental Training Cunter
receives technical support and
supervicicn from the MSW/PH School
of Public Health.

intormaticn e fvatwitlon

Apprroeate ot sty rmonthly
rperts o Lerudoo s delivered
throvg b ubl Lhe  opartient,

ACUTCILE il ani lySe vital
statistic

Analysce corvice aellivery cva-
lurticns done by Horpital Henlth
Center.:,

Fpidemicloeie curvedlianee (com-
munfeable dirense: ).

Follow=up studics of retferralo
from level 11 Lo level 111,
deviow follow-up studies done by
Hoopital Heulth Center.

Agpregnte infermation from
Cuommunity Annly:sic,

Aggregate data on drugs and
supplics conrumption, and equip-
ment and fucilitics ctatus,

Conduct cost ctudies and other

peeinl studles and snalysic in
conJunction with national level
efforts.

{"l.'u;!.ih"'

Vet oqaetivity cbjectlivers for dee-
partie st bnoed o0 bieetiver sct
a2t cnet P Lhe thred dlower levels,
and Lhe o rtatliched by the
Mo/t e naticaal level,

troscme o prphile cxpancion of
progoect baoed on Hoopital Health
Center input anceording to MSW/PH
D Il .

Progpram new types of cervices as
deemed nececsary, based on
Heopital Health Center input
according to MSW/PH norms.

Hesouree wll. eation, including
licepital Henlth Center bed
cypancion, baced dn input from
Hespital Health Center according
to MOW/PH norm:,
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EATLONAL tiVEL (RW/11) (leved V)

Population Covcrage Jervice Dellvery Phlagnng, Be rourc
641,000 peopl. (L rural Levelop norms nnd sl ool hural Health Project Team conslsting of u I'roject
target area) directly protocols for Ger- oo rainutor and speclalliste from the respective technical did -
benefit from scrvices vice delivery at sion: whe will have responsiblilities for the following arcas?
delivered. all levelos.
- Menmith services
Another 2, 96,207 pro- - Hupne, rooources
ple indircctly veneflt, e Facliities und cqulpment
from the administrative - Community development
and tcchnical reforms, - Adrinistration
(rest of rural populu= . Information nnd cvaluation
tion in the country). - Munaing

(fintes AU this level there will be different persons acsigned
Lo cuch areu, and they will dedicate 6O per cent of their time
Lo the jrojects)

School of HMiblic Healths

- Orientation and okills courses for Mredical Directors of
Hoepltul Hewdth Centers and bepurtmental=-level staff. Thege
courses focus on how Lo operate that RHDS anctivities for
which people belng traolned are responsible.

- Formal courses for support personnel including administration,
warchousing sccountants, laborutory unalysis, vchicle and
cquipment malintenancc, bioctatistics, planning and training.

- Formel public health programo for medical directors of
Hospital Heulth Centers and Depuartmental level physiciens.

- Intcrnotional publice health and administration fellowships
for rural health staff,

- Strengthened public health programs for univerzity students
in medicine und allicd health fields.



NATIONAL LEVEL (MOW/EH) (Ievel V) - Continued

Cosmunity Organization

Develop norm: for oommunity
orgunizaticn,

Supervice reglonal and ub-
regional progrumming «f com-
munity orgunization nctivitics,

Allocate community orpanizntion
regources.,

Review community orpanisution
stacus reporto,

Review and cvaluate community
organization ztrategy.

Loglevice:

Hati.nol jurchneing ang ward-
howglug yrtem U or ormeaicines,
vaccinen, cupy liesy medgjoenl,
erodronmental et Lice ond
rudio-vicsunl cgulpment and
tacility, nnd crqulpaent
malntennnce,

Trancportntion system using
Jueps and Inrpe trucr.,

Printing and ddstritution of
the truining materials and
forms necded by nll level:n,

Supplies, inventory anu dlis-
tribution system Lo moct the
needs of the departmental levels.

ANNEX D

Pe thoor 1y

Fnclliticen

fntioml wareliune with ad-
minlitrative ang environ-
mental sanitati oo ficecs
nnd malntenance work heps
and vquipment.

Remodeling of the Rational
School of Public Henlth, and

ment,
Provizion . f necesrary office

cquipment for seleeted MOW/PH
offices.
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Adminisctration

Establish Rural Health Team,

Rurul Heulth Coordimator hac
recponsibility for administer-
ing project at the nnticnal
level.,

Rural Health Teum reports
dircetly to the MSW/PH Under-
Secrctary for Publice Henlth,

Delegation of certuin admin-
Istrative and support function:s
tn the Departmental and Hospl-
tul Hesnlth Center Loevel:,

Naticnal level provides tech-
nical support and cupcrviclion
to the departmental Rurul
Health Tcams.

The School of Public Health
providez technical support and
supervicion to the departmental
training centers.

MATIOHAL LEVEL (MUW/PH) (Lovel V) - Continue

Infurmation wnd Fvalduativn

Dovelop and maeys o intd rmation
Sysbtens o Wwith the Sollowing Jdnta
clepentod

- demeyruphic

= health statur and vital tati:-
tice

- epldemiologie surveillance

- rervice dellvery

- conte

- reLource:sn

Cunduct livuscheld Survey (o sample
Rx the target population) of the RH-
Conduct periodic inventories of
fucilitics and analysce.. of drup

anud cupply uoe.

Develop and implement evaluation
methodologien dn line with project
objectives,

Conduct cozt studics and other
special studiec and analysecs,

ANNEX D
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Planning

evelop overnll program cbe
Juetives and noerms by type of
cvrvice and productivity.

Develop cbjectives nnd targets
or both peographic and service
cxpansion with the input of the
Depurtment level,

Develop tarpets for resource
alloeation,

C -nduct impact analyses and
cceonomic terms.

Ciordinante MSW/PH planning with
the plunning of other appropri-
ute cector:s,
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Praject Title & Number: Kural Health Dellvery

PROJECT DESIGMN SUMMARY

LOGICAL FRAMEWORK

Oyetemp t1lenive

1
.

ML TRUC TION

10 ONGCANIZINC DATA FOR Tt Pal
REPORT, 1T NIEO NOY BE BE TANED

on ettt 11 D.)

Trd 14 AN OPTIONMAL
fOum NI CAN BE UVED A% AN AID

ANNTX E
Life of Project
From FY_1007" po F_1983

Torel U.S. deu‘.éé};m.m._
Deve Prepared . ‘
pack |

NARRATIVE SUMMARY

OBJECTIVILY VERI IABLL 1WDICATORS

MEANS OF VERIFICATION

WPORTANT ASSAP TIONS

Progrom or Socter Goal: The broader ohjertive to
which this preject convibutos:

To improve the health gtatur of thr
rural poor of Bolivia,

. b oyr.
- 0 reduction ln

Mosswes of Gesl Achiovament.

[ TR ST T A

1O pedu ot b
! {n rens in
tutercLlante

mortnility,

o 108 restuction fn moartbdiey froa
typtherin, trtinng

mearlen, pollo,
vnd whooping cowetie

e expectncy

reonnd ponteprote~t houschnld healtt

TarNey .,

Assumptims e achioving gosl mgate:

tocnl svallnbility of preventive
gervicre and baslc curative services
will improve health statue.
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PROJECT DESIGN SUMMARY
LOGICAL FRAMEWORK

Preject Title & Number: __Hural Health Delivery System 11a 0.

NARRATIVE SUMMARY

Projoct Purpsse:

Tc extend, improve and support henltr,
services to the rural poor in order ¢
improve the hoalth ntatuz of e rirn!
population of the three targel depart-
sante of La Par, Jotosl nnd Santa Crus
and to introduce adminletrative and
technical reforme into the MIW/IY to
facilitate health sesvicen deliver, t»
Tural arcas.

Condtianc that will indiror purpase hes boen

ehieve? Futr, ropeel Bl

st reral peaple o vered Ly

ntietlel wity,
nvnlin? LIl malle, r
gervice;,

e Adequnte lroiot att
COLLO0MY gl pent :

Proe 'nx

(IR ATPATEINES o

= Commundty Henloy, - ppend
! dn;f aowerh L Caikn one
promotl et ettt e

- Cocr.mll) Health Proe »l--r ntte mﬂ
an average of (O conzultations
per month,

CMIECTIVELY VLRI IADLL INDICATORS |

ANREX E
Life of 'Oqou-
From PY 1778 oopy 298

e -

MEANS OF VERIFICATION

PORTANT nﬁﬂ'ﬁﬁﬂu

Pvaluatlon zurvey,

Proateny

recordr,

Community visitaf/interviows,

Pro

(,-‘ 12

recordas,

Aomhm’mm

Personne! training 18, adequate

Lo motivate and provldr technical
expertize for personnel to fulftill
dutiea,
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Project Title & Number:

PROJECT DFESIGMN SUMMARY
LOGICAL FRAMEWORK

Rurnl Health Dellvery Cyptess 1l

ARNEX ¢
Lile of Proyecs:

From FY __ 1078 o Fy__ 198

Totel U.S. Furding__$12, 000,000
Dete Prepared:

NARRATIVE SUMMARY

OBJLCTIVELY VERIFIADLE INDICATORS

MEANS OF VERIFICATION

PAGE 3
WMPORTANT ASSUMPTIONT

Owtpwts:

l. Community Hoalth Promoter: ’
providing rudimentary heslth cnre ol
first ald; henlth educntion; and
promoting environmental eanitation in
villages of 190-400 populntion,

Cith

2. Community Henlth Coomittens crpnnte
ed to rocruit and pay CHi'% mid coor-
dinate and ascint with other community
health-related nctivitier,

3. lNoalth/Medical Foeta functioping in
communiting of $00-3,00 popuintion
providing buslc health care; hnving
Rural Nurse Aux{iinry ‘e (KNA-1)
providing thene pervices ani superyis
3-5 CHP's; and having phyelcinns
stationed at tho Maodical fonte,

in

4, Comminity Hea'th Committee:
organized to lelot:t. RMA=1'z and
adxinister Health,/Medical Joste.

3. Hospital Health Centers in town: off
3-20,000 population provide professiod
®sdical care, routine surgery, dentnl
and laboratory services; backctop and
efminister other Health/Medical lopta
within 2 hrs. access; and train Cli'a
and N{A-I's.

Megnitude of Outputs:

- N vemmia i tier 0 e Lo TR 9N
Lo have communtty tenl oy -
promoters,

- 0 e e s it len of TDelo paputnbe
tion Wnve Communt', Health -

Pt g,

')f)'.
A S AT T-PNNe? it
Tadbilial

net Ly

Hhhe!'ry o1

-
N~

1M and
Dmetiond Intern,

= FNACT T it

of ofice por montlh,

cuch e g

- P Communtty Meait),
arganized Lo pupport Mealen/
Medlcenl Iwrte,

el tleern

= 7 Hogpltal Henlth Centers
providing rorplital gervices an!
Etaffed by 1-7 KNA-I1'p, 1.0

Environsental Yenlt) Technlelang R

1 eorial work nuxliinry, nnt !
nuxillary nutritiontre,

= 1 Hompital Henlth Centere will
have adtitionna! pereonnel o

provide support zervices to othed

HHC's,

= At leasgt ) vicit/mon, to ench
Healtn/Medienl Tort by personnel
from Hoepital Health Center,

=~ At least ) vigit/G mon. to ench
CHI' by personnel from Hoapltal
Health Center,

Healen/Metlenl joste furctlond «
1]

MV e

R VA S D I TP
Teeardr r
tante,

Moy,

Heglth Danta mnt Mellcn:

reparty by Ciite,

[N ¥

Mot

Meticnl
CHi'a,

o Hentl o nnd

reparte by

toole d

MW 1 records,

) I

Lyoreportr by Heeluh/Medts )

Poanty,
Marehly reports Ly CMit'e,

1

Horpital Menity, Center recorda,

Ul'nfl!'./.\ff‘.!'.('nl Pugtl reporte,

MW/ I recorde,

Hoepltal Henlth Center records and
reporta,

Henlth/Medicnl Poet reporta,

CUb reparts,

Assuaptione e achioving eutpute:

- Gt o oemltment o profect remains

high,

- Communities respond positively to

profect and form comeittees,

~ Yerzonnel trained accept rural

neglgnments,
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—— PROJFCT DESICN Suiurzy Lis s Pty 1ot

ure Tetel U.S. Funding_$123, 000,000

Projoct Title & Number: Rural Health Delivery Syetem ' 11aGhe. Dete Prapwved: e
NARRATIVE SUMMAR( OBJECTIVELY VLRIFIABLL INDICATORS MEANS OF VERIFICATION WPORTANT ASSAPTIONS

Outjts: Megnitude of Outputs: Assungtions for schioviag svipute:

6. Departmental Unidades Sanitnrine + 4 Depnrtmental Urddader Ganita- |- Unbiader Saniteriez reconde.

in the three target Departments crenate ring hinve Qunctionin
Rural Health Project ten=r tn gupervie Henlth Protect tenss,
and assist adminimtration and develosps
ment of CHP-Health/Medicnl Portelocp-
ftal Health Center ryctem,

© toral - Miral Health Pedect tenm roports,

-

7. KN/ RIS Project Team nlde in = Eftfelent mnt ndeunte ryrtes = MIW/IH RIDE Prodect tenm recorde
l .

monitoring and adeinietering the Gf procarement ant rupply and reports,
project at the national level whiile operated Ly MIW/ b e teet
decentralizing much of adminlatration team,

to Unidades Sanitarias lovel,
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PROJECT DLMGN SUMMARY
L OGICAL FRAMFWORK

Rural Health Dellvery Oyrtem ‘1o

ANRFY £
Libe of Prujoct;
From F7 3058

Totel U. 5. Fund
Dete Propaved: _ 00

rrs ‘

Py_1983
12;000.000

Page 5

g

O8JECTIVELY VERITIABLE KDICATORS

MEANS OF VERIFICATION

IMPCRTANT ASSUMP TIONS

Project Title & Number:

NARRATIVE SUMMARY
lnputs:
1.

Traini
a) Fellowghipe In ublic Henlt:

and Health Adminiztration,

b) Training of Community Moal®:,

Promotere.

c) Tresining of kural Nurce
Auxiliary=-I's; lural Nares
Auxiliary=I1's; Fnvironmentnl
Health Technicliane; Socinl W.rk
Auxilinriesz; Mutritionir®
Auxiliaries.

4) Community Health Committeen
organized and trained,

Technical Assistance

implomsntetion Toraat (Type armd Quantity)

e L Prrtlcoipants recelye advee et
trafntnge ntr ol ty el 0 one e

3 iy

o Fn ity tpplee !t 40 M

weeel

coanrsez nt Mozpitnl Menltr, Oente

~ 1t ERA-Y trulnel,

e e PRGN e treined,

« S So-lal Work nuxlliaries
trained,

e e Yurelttan Anviltavrien

= buvironsmental Tasttetion Teoro
nicinn Tralned,

- Mo admint:tretton Support
pereonncl tralned,

« (2 Bloptatietirian technicinng
trained,

- L8 tah, Teehnirian trained,

- NOY MOW/PH etaf? will e trained
i 93 refienlier cornen,

« T8RO Compmunity Health Committeen
of n total of 310 membiers
receive Y-day leaderghip train-
{ng courges.

- 780 rural tenchere tralned.

- 780 Community leaders trained,

- ¥, wark yearr af long-tem
Advinore at Natlonnl KIW/PU level
- 16 work years of lopp-temm
Advigorz at Departmental U.fl,leve
- L0 peraonemonthz af ghort temm
ndviaor assiztance,

r.

s v
Hnoa

recarle,

Horplta! Health Center recore.,

Deprartmesta! Training Center
fiesrd,

MW/ P Sehoal of Mitlie Health
Kecord,

MSW, A recorda,

AlD records,

Assvaptions for providing inpute:

- AID and MOW/PYM provide {nputs on

timely btaatle,
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NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLL 1NDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMP 110N

npute:

3. _Construction and Hemodelins
a) H Healih/Medical Forts.

b) Hospitei Health Centerr.

¢) Unidad Sanitaria facilities
conatruction,

d) Netlona! MIW/IH warehoune
construction,

e) Remodeling of Natlonn! Srhnnl of

Public Health,
f) Rural Water Syctemr,

L, Fquipment & Supplies for:
a) heaith/mediral posts (H/MP),

b) hospital health

¢) Unidad Sanitaria warehousze nnd

administrative offices.

center (HNC),

v

v

Implomsntetion Torget (Type and Quantity)

- Upapradt f./f--ﬂ IR LD S EITCINIE ST A
!'n"i"'ir'.
“Uion 0 - ree Centerr,

= Conrmtrert 10 Mars tond Hentoy

Pretedny

orfices,

' maintenny
ehope, and trulning centerpg in
1 Departmentr

Conptlrmuct! o, of wnred e wlt
admtnlctentive F0 o es nn!
aalntennnce woirkat g,
Remadcoiing  of Nationa! Oeba.l
of Mubllce Hr,\l’.‘,.

BY wellr for purel wates mupply,
Hnele gel 0f eqidyme " w1l {ae
Loeuppllen Cor HAME nng sl lpned
Burnl Coemuntty,

tanlc grt 57 equipment Cor HWHC,
ftock of medicines & zuppller for

HHC, H/MP and rural cossunity,

Banic set of required equlpment

MW/ kecurde and evaluntion
pections

: .
WA nn AL recaptsn,

ALl mnt MOW/ I vecordr,

Trrpe tian,

AU unt MOW/1HM reeorda,
turpertion,

AD ant MSW/H records.
Tnaperetion,

MW/ recordn.

MW/ recorde,
AlD reconde,

AID nnd MOW/ M records,
Ingpeetion,

A1l and MOW/ I records,
Ingpection,

Assvaptions ler pooviding inpute:
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NARRATIVE SUMMARY

"ORJECTIVELY VLRI TABLE INDICATORS

MEANS OF VERIFICATION

WPORTANT ASTUMPTIONE

laputs!

d) National MSW/PH wnrehoune.

e) MOW/FH School of Mublir Henlth

and Departmental Tratring
Centers.
£} Transportaticn vehicler,

¢) Buppiemental fecding pronrames,

h) PEnvirommontal ranitntinn,

1t et tion Tt (Type ed Demtiny)
- Negquired zmet of equipsent ant
ruppliecs rince.,

- hequiret tralnlne cuppliesn

L bqulpment,

e 170 bleycler

« 117 mot reyolen

- ) deep/amt dnnoen

« 63 trucke

- Adequate gpare parte for
malntennnee,

- 0L of prrticipnting o oexn
have aetive gupplemental
pruf"rn."..,

- Equipment for 80 tetrines.
- Equipment for - wnter eupply
gyaleS.

Ailonnd MUR/ M records,

Inapectinng,

trepe ction,

AlL ant MOR/PYH reconde.

Al recorda.

Inepection.

wr/v pecordn,

Inzpertion.
MeW/ 1Y rorcords.,

Agsuaptions for providing lnpwts:
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DRATFT

PROJECT AUTHORIZATION AND REQUEST FOR AUTHORIZATION

OF FUNDS

llame of Country: Bolivia
liame of Project: Rural lHealth Delivery Systems
Project lhumber : 511-0463

Pursuant to Part I, Chapter 1, Section 104 of the Foreign issistance

Act of 1961, as acended, and in furtherance of the sAlliance for Progress,
I hereby authorize = lcan in an armount not to exceed Ten Million Urnited
States Dollars ($10,000,000) (the "Loan"} to the Reputlic cf EZollivis
("Bo~ivia") to assist in financing certain foreign ex*nange and ‘ocal
currency costs of goods and services for the project (the "Profect”) waich
consists of the financing of: constiructiorn and rerncvetien of' rural heasth
facilities - health and medical posts, training centers, warehcuces and
raintenance facilities and hospital health centerc; eguipring these
health facilities; training rural hezlth service Jeli.ery parsennel and
upgrading the training of current medical ard pera-redical perconnaly
renovation of naticnal, departmental ani local health systern suppers
facilities; and trovision of techrical assictmace tc surpert these
activities,

I approve the tctel level of A.I.C. appropriated Nncing fer the ¢
funded technical assistance portion of the Project of rnot ic exceed
Three Million Three Hunired Thousand United States Dollars {($:,37,23C)
(the "Grant"), which will be incrementally funded during the yerici

FY 1979 through FY 1982 sublect tc satisfactory ccmpliance with Coingress-

ional notificetion requirements and the availability of Iuncs It

accordance with A.I.D. nllotment procedures, Subfect to thegs ccniltlcens,

I approve obligaticn cf the iritial increment of the Srant In enoamcunt
thers?

of $800,0C0 in FY 1979 and subseguent increrentes

I hereby authorize the negotiation and executlcn cf ine Freojec
by the officer to whom such authority nas deern dalegeted in uv
with essential terms, covenants and malor conditicnc togetner
other terms and conditionc ags A.I.D, may deem arprcerriate,

1. Interest Rate and Terms of Hepsyrment (lLcar'

Bolivia shall repey the loan to A.I.D, in United Statec Icllars
within thirty (30) years froz the date of first disbursezent of tre
Loan, including a grace period of not to exceed ten (1C) years,
Bolivia shall pay to A.1.D. in United States Dollars interest frcm 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 (t) three yercent
(3%) per annum thereafter, on the outstanding disbursed balance of the
Loan and on any due and unpaid interest accrued therecn,

2. Scurce arnd Origin cf Goods and Cervices (Lear)

Except as A,l.D. may otherwice 1gree lr writing, and excert for
ocean shipping, gowis ard services inanced ty the lcan shall nove
their source and origin in countries included in A,I,D Geographic Ccde
9l) or in Boiivia.

Ocean shipping financed under the ican shall be procured in ary

eligible source country except Bolivia,

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

txcept as A,I.D. may otherwise agree in writing, goods and services
financed by the Grant shall have their scurce and origir in countries
included in A.I.D. Geograrhic Code CC9.

L., Corditions Preceders =o Inivial Zisbursemernt

Except as 4,I1.0, may ctherwi:e agree in writing, rricr %o the fir-t
suant te which disturcement

disbursement cr tc the izsuance of documents yur
will be made, Bolivip will furni:h -0 ~elel, ir
satisfactory tc A.l.L.:

a) An opiricn of <he Attcrrney General of Zolivia or of coher
coursel aczceptable tc A.I.D. to the effect that the Prclect
Agreement has teern duly authorized ard/or ratified by and
executed on behalf cf “clivia ard that it constituter a valid
and legal binding obligaticrn of Bolivia ir. mccordarce with g2l
of its terrs; ard
b) A statem 2t f the nare of the rersenis) authcerized tc wes as
Bolivia's representative under the Prciect hgreement arg sveciren
signatures cf such Ferscry, duly certified as to their autherti-
city.

Se Conditions Precedent to Listursement for Cther Thar Techrnical Assictance

Prior to any distursement or tre issuance of any ccrmitmens dccurerns
under the Prcject jgreement tc firance other thar technical ascistarce,
Bolivia shall furnish to A.I.D. ir form ard substance satisfactory to
A.I.D.:



a)

b)

c)

d)

e)

r)

6. Corditions Pre
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A technical assistance plan which details the technical
assistance to be firanced by the Project, and specifies
professicnal require:ents, workscopes ard tizing of the
arrival of the techrnicians to be fundei under the projece;

gl

A Financisl Pian for the Project which delails Bclivigts
contributicr during the life of the Frojeat, whios snall
provide for staffing arng budgetary increasec for the nisiry
of Social Welfare and ubli: Healsh sufficient to -ees its
comitrents under the Project;

do

A detajled irplezenctaticr and evaluaticr rian fer o rzd
which shal: include 1 training plan for the major training
activities to be carried cut under the Freliect;

A Service Lelivery Iia;. which detaile he rurgl hes

delivery sycien SCIronents, nDoctions of each cer 1
and perscnnel required tc fuifiln shese Ductieons;

3 ,'-s,.-.,..,(‘.~::..A...: 9 e - . .
A malntenanoe CL oveniclies e 20ULTTONT %O e

Zvidence naticnnl

drug preo : nellnre
and ™bl: develoring
Frozurex=c: Lilde-
iines fer Tinancing
and infor— twzter,

§Epnroiccc

Except ag 4.I.D

) -
disburserent op the " l e ment sect
Agreement, Yo finun: Nl 21 fonztruetien lusrr
shall furnish w0 Aol,D, in form i cubstance satizface

a) Zvidence ¢ S-2ar tiiie ¢ the larg MFen wnich censtruse: A
is te tare Place;

b) Fippl rlans ang s;=cif1:;t;cn;, tid SCOUTents, Tid awards ang
contracts for ceasirusiiar for she individugl subprcgects; ard
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c€) A maintenance plan for the facilities to be constructed.,

Except as A.I.D. may otherwise agres in writing, prior to any
disbursement or the issuance of any commitment documentation under
the project agreement, to finance procuresent of medicines and
nedical supplies, Bolivia shall furnish to A.1.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.

8. Special Covernants

Except as A.I.D, may otherwise agree irn writirg, Belivia will
covenant:

t and raterial:s citzined with carn
rarpecec cf the Froject during the life
cimilar purposes thereafter;

a) To utilize ell

b} Tec provide tuigezary -uprert te ot
Weifare and iublic Healsh whish is adegu
to cperzte an? maintain the Piral 1

- established under the Irciene

5
S

c) To review with A.1.D. annually the progress of the Froject;
approximately two years from the date of the Loan Agreement
& review shall be held to measure such progress against the
targets established irn the Project Implementation Plan with
& view to determining whether funds remaining uncommitted or
undisbursed under the Loan at the time could reasonably be

expected to be utilized within the remainder or the dis-
bursement 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).
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ENVIROIMENTAL THRESHOLD DECISION

location ! PBolivia

"°1°°t Title Rural Health Delivery Services Project

Punding $10.0 nillion (loan); $3.3 million (grant)

Life of Project : S5 years

Mission Recomvmendation:

Bascd on the Initial Environmental Exanmination, the Mission has con-
Cluded that the project will not have a significant effect on the
human cnvironment and thercfore recommonds a Negative Determination.

The Latin America and the Caribbean Burcau's Development Assistance
Executive Comnittec has reviewed the Initial Environmental Examina-
tion for this project and concurs in the Mission's recommnendation for
a Negative Detemination.

AA/INC Decision:

Pursuant to the authority vested in the Assistant Adaministrator for
Latin America and the raribbean under Title 22, Part 216.4a, Er-iron-
mental Procedures, and based upon the above recommendation. I hercby
determine that the proposed project is not an asticn which will have
a significant effect on the hunman environrent, a-d therefore, is not
an action fo: which an Environmental Irpact Statement or an
Environmental Assesswment will be required.

/{/a,m{’ 4, ﬂ(/

ASsistant Adrministrator/for
Latin America and the Chribbean

dal., 19.197¢
é/ / Date
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INITIAL INVIRCUMFL AL FXAMIKATICR!

. Project location:

Project Title

Punding :

Life of Projcct

IEE Preparcd by :

Date :

Environmentnl Action
Recormended

Concurrence :

Bolivia, gpecifically the Departeonts
of la Paz, {iznls Cruz and Potosi.

Rural Health Delivery System

Section 104 (Meulth and Mopulation)
$10, 600, 000

Pive years *(FY 1978 - 1983)

G.G. Hoover, Acting Chicf, Enginecring
end Trunsportntion Division

July 7, 1978

Regutive Detcerrination

A
Y y/. \\
R P W PRI | ,
Frenk B, Kimbell
Miszion Director, USAID/Bolivia

Date: July 7, 1978
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I. FExamination of Nature, Scope, and Magnitude
of Envirommental Impacts

A. Depcription of Project

The proposcd project will finance the implerentation of an
expanded rural health delivery system in 3 departments of Bolivia
and the upgrading of the administrative and personncl training capabili-
ty of the Ministry of Social Welfore and Public Health (MSW/PHH) at the
national and departzental levels. The project will cntail technical
assistance; procurerment of equipaent, materials and drugs; training of
health personnel; construction and/or remosdeling of rural health/medical
posts and a small nurber of rural hospital health centers; and an
information and cvaluation systen,

B. Identification and Evaluation. of Environzental Inmpacts

No adverse irpacts are expected from the project on cither
the physical or human cnvironment in the project areas. Where substan-
tial construction activities are undertaken, such as in the case of
hospital hecalth centers or warchouses, an cenvironaental exaninaticn
will be perforzed as part of the design work. The project is cxpected
to have significant positive inpacts on tie physical and hwsan cnviron-
ment through the introduction of environmental sanitation facilitics in
rural areas and throughk ioproved health standards arong the rural target
group.

The following presents a brief analysis of the expected cenviron-
mental impacts of the project.

a. Lland Use
No change expected.

1) Changing the Character of the Land: No changes are expectced
since construction will take place inside comaunities, where sited are ex-
pected to be already available.

2) Altering Natural Defenses: No foresecable consequences,

3) Forcclosing Inportant Uses: None expected.



http:Evaluation.of

AMNEX I
Part 11
Page 4 of S

k) Jeopardizing Min or His Works: Kone expected

$) Other Factors Cencernine land Use: None.

b. Watcer Quality

‘In so far as water for dovestic usec is concerncd, any cffects
on water quality as the result of this project will be positive.

1) Other Pater Quality Effects

With the introduction of latrines, the bacterial and
viral contamination of surface watcrs will be rciuced. There will be
contamination of the ground watcr within a 15 r.cter radius of the
latrines. Fherc it may be neceszary tc dig water wvells for thcse
viliages, these wells will Le sited outside of the influence range
of these latrines. No other physical cr chemical changes in water
quality can be ascertained.

c. Atrospheric
No significant adverse changes expecied:

1) Air Additives: The provision of latrines will tend
to reduce bacterial and viral conturirants fro= the dust of the air,

2) Air Pollution: !o foreseeable conseguences.

3) MNoise Follutioa: Mo foresecable consequences.,

d. Ratural Resources

No changes except as follows:

1) Diversion or Aliered Uses of Vater

The divercion of water will consict in certein cases,
in the diversion of srall arounis of sater frcm surface sources for
drinking purposes. It is expected that this will have no significant
effects on the nomal usces of rivers and strearc,

2) Irreversible or Incificient Co=ritront of Rescurces

There are none anticipated in the project design.
e. Oultural
Any changes in cultural patternc will be beneficial.

1) Altcring Phyzical Svrhols: ko changes erpected,

2) Ohanpes in Population: No chunges expected.




AMEX I
Part II
Page 5 of 5

f. Socio-Fconcic

1) Changes in Fcono.':ic/!n.-lo'.'::ent Diterns

Changes in the gencrial economic situation showld te
the increasing of disposable incerc for the entire rural yorlaticu
served by the project., Faimers vil) be able te dovete rorc tiwe,
land and othcer inputs to the producticn of parict-ble cr ops, us Llhe
result of better healih 2nd a reducud rate of absenteeizim, 1in ch ICCS
in employrment paticrns are expected, except thet the individual former
may devole pore of his time to increzcing production.

2) Chanpes in Porulation

None,

3) Chanres in Culiural Fatterns

No rajor changes in cultural potierns are cxpected,
€. Health

By the very mature of this project, any effects cn 4h
health of the pojulinticn 1)1 ‘uu of & To: Itive nzvre by rc..\.»i:c the
incidence of gasiroenteric and caruniceble diseurcr, izproving nu-
trition, and rcducing overad) infant ani zuterncli rorbidity an.. -or-
tality.

n

1) Chanpinc a Matural fnviross-ent

lone.,

2) RElirinating an Zcosvster, Element

None.
I1. Recommendation for Environmental Action

A negative deteramination is recommended.
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RURAL :FALTH DELIVERY SYSTEMS 511-0465
TTATUTVRY CHYCKLIST

1. COUNTRY CH:CKLIST

A. GENERAL CRITERLA £CR CIUNTRY

1.

FAA Sec.11€. Can it be se=cnp-
strated that ccntexplated assist-
ance will directly venefi: tre
needy? If nct, hac the Derart-
zent °f State deter=ined trat
this governcert bra- engaged in
ccnsistent pattern -¢ eress vice
laticns -2 interpaticraliy re-
ccgnized hurarn righte?

Yes

FAA Sec,.fl., ia: it teen deter- No
mined that the scvernzent cf re-

cipient ccuntry nac failes to

take adesjuate te; - .revent

nmarccticr drm

trolied substa:
by the Cczprenen
Preventicn ang
13970) prcduces
whole cor irn par
or transperted Shrcugh ccun-
try, frem teing ccld i{llegally
within the turisdicticn -¢ such
ccuntry te U.E, lcvernrent rerscrn-
nel or their dependents, cr reo
entering the .5, unlawruily?

TAA Sec.€20(t). Yes
is ¢ a gevernzern
tary cf State dese
i{s net contrelled
raticral Communics

¥y the inter-

ah Sec.€20(c). IT assictance is o
to governzent, : < o

liable as debtcr . r un
guarantcr cn any idebt te 5 .9,
citizen g02ds Lr services ur-
nished or crdered where (a) such
citizen has exhauzted available
legal remedies and (b) debt is nct
denied or contested by such govern-
ment?

e
. T



FAA Sec.620(e) (1). If assist-
ance is to a governrcent, has it
(including gcovernzent agencies or
subdivisicns) taken any action
which has the effect cf naticnal-

izing, exprcpriating, or ctherwise

sefzing cwnership or coatrol cof
property cf U,S. citizens or enti-
ties beneficinily cwned by thez
without taring steps to discharge
its obligaticns tcward sucn
citizens or entities?

FAA Sec.c20(:); App.Sec.ide. Is
recipient ccuntry a Ceemunict
country? Will ac:-istance be pro-
vided tc the Sccinlist Republic
of Vietrar, Cazt.diia, Iacs, Cuta,
Uganda, Mozazbique cr Ang.la’

FAA Sec.c20(i). i recipient
country in =ny way invcived in
(a) subverzi-: 7, or zilitary
aggression nwaln. s, the "nited
States r Ly ~ewtry receiving
U.S. asriswtan:e, r t) the plan-
ning ¢ cuch subversion oroag-
gressicnt

FAA Sec.62),/i. ia: the ~cuntry
permitted, cor fuiled tc take ade-
quate zeasures t. prevent, the
daeage or destructica, by =cb
acticn, of U.S. property?

FAA Sec.620(1}. IY the country
has rfailed t- inztitute the in-
vestoent guarmnty presrmarn for
the specific ricer -7 expropri-
ation, inconvertici:
fiscati: -z, mas tne A
trator within the pa
sidered dexnying assi
such goverarent <or

. ep o
¥ ¢r cen-

8o

L0 Adminic-
t year con-
tance tc

his reascn?

i

ARNEX O
Page 2 of 29
No

No

Mo

Bolivia has instituted the
investrent guaranty prograrc.


http:guaran.ty

10.

11.

12.

13.

FAA Sec.620{(c): Fishermen's
Protective Act, Sec.5. ir
country ras seizei, or imposed
any peralty -r sa:nction against,
any U.S. fisning activities in
international waters,

8. has any deducticn reguired
by Fisherrern': Protective Act
been rade?

b. has ccmplete ceniml c¢f as-
sistance beer concidered by AID
Administratcr?

FAA Sec.620(;): App.Sec.503,

(a) is the governcent of the
recipient ccuntry ir default on
interest or principal of any AID
loan te tne ccuntry? () s
country in ierayuils exceeding cne
year orn interesat r orincipal cn
U.S. lwan umder regran fer which
App. Act Appr printer Munds, yse
less debt war eariier alisputed,
or apprcpriate vDo tikern to
cure delault?

FAA Sec.€20,.. rat fercentage
°f ecountry tudcet i ror military
expenditure:. H.ow zuer o foreign
exchange res..ur:. Tent onomili-

tary equiprent? ii-w pmuok spent
for the purchase o¢ scpnisticated
weapens syctemst {Consideraticn
of these rpcints 45 to be ccordi-
nated with the Bureau for Program
and Policy Cooriinaticn, Regicnal
Coordinatcr: ang Military Assist-
ance Star: | =

FAA Sec.620{t'., ias the country
severed dipl.mati- reiaticns with
the United State:: 1+ sc, have
they been resuzed and have new
bilateral assistance agreecents
been negotiated and enterea into
since such resunption?

ARNEX O
Page 3 of o9

Bolivia has taken no such
actioux.

No.

The CY 157¢ Budget :cr milizary
purpases represents apprexim-
tely 17% cf total tudgeted
expenditures of the GO,

Ho
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1k,

15.

16.

17.

18.

ANKEX O
Pye b of 20

PAA Sec.620(u). What is the Bolivia 1z not in arrears.
payment status of the country's

U.N. obligaticns? If the country

is in arrears, were such arrear-

ages taken intoc account by the

AID Administretor in determining

the current AID Operational Year

Budget?

FAA Sec.62Q\. las the ccuntry No
granted sanctuary from prosecu-

tion to any individual or group

which has committed an act of
internaticral terrcrism?

FAA Sec.6€€. L:e: the ccuntry No
object, on tacis -t race, reli-

gion, nati_nal rigin .r cex., tc

the presence ¢ any c:ficer ur

employee .: the U.3. there to

carry out ezcnonic develcpment

prograc under FAA?

FAA Sec.0€9, €723. Haz the -cun- No
try, after August =, 1377, deli-
vered -r received nuclear enrich-
Zent or reprcce..ing ejuipcent,
materinls cr technolepgy, without
specified arrangezent. r safe-
guards? l!as it detcnates a
nuclear device after Auguct 3,
1977 althcugrn nct 1 "nuclear-
weapcn State” under tre non-
proliferation treaty?

FAA Sec.1. las the country No
denied its citizens the right
or oppertunity t: emigrate?



B. FUNDING CRITERIA FOR COUNTRY

ll

Developrment Assistance Country

Criteria

a. FAA Sec.l02(c), (d). iiave
criteria been established, and
taken into account, to assess com-
nitment and progress of country in
effectively involving the poor in
development, cn such indexes as:
(1) small-fare labor intensive
agriculture, (2) reduced infant
mortality, (3) population grewth,
(L) equality cf inccme distribu-
tion, and (5) unecpioyment.

b. FAA Sec.10.(d;(1). 1 appro-
priate, is this develcpment (in-
cluding Sahel) activity designed
to build motivati n for smaller
families in pr gmmc such as
educati r in and ut o7 scheel,
nutriti-rn, ci.»a -+ corntrcl, catern-
8l and chiid health services,
agricultural pr-duction, rural
development ani azcictance tc
urban pcor?

c. FAA Sec.20i’p) (5), (7) & (E)s
Sec.208; 211(a (i), (7). ib
extent t- which country is:

(1) Making appropriate efforts to
increase fc.d preduction and
improve zeans for fooc storage
and distribution,

(2) Creating a favoiable climate

for foreign and domestic
private enterprise and invest-
ment.

ANNEX O
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Yes

Yes

Bolivia is making appropriate
efforts with respect tc focd
producticn, storage, ancé dis-
tributicn. AID Lcarn 11-T-0L2
511-T-050, 511-T-032, 511-T-053,
511-T-056, 511-T-069 and the
Bolivia PL-LBO Title II Agree-
ment contribute tc these efforts.

The GOB program emprasizes
creaticn of a favoreble clircate
for selected foreign and dozestin
private enterprise and investment.
It is seeking specia) exegption
within thhe Andean Econceice Market
for certain investments.



(3)

()

(5)

(6)

d

Increasing the public's role
in the developmental process.

(a) Allccating available bud-
getary resources to develop-
ment.

(b) Diverting such resources
for unnecessary military ex-
penditure and intervention in
affairs ¢f cther free and in-
dependent nations.

Making econcmic, soclal, and
political refcrms such as tax
collection improverments and
changes in land tenure arrange-
ments, and making progress
toward respect fcr the rile
law, freedcz cf expression and
of the press, and recognizing
the irpcrtance of individual
freedcc, initiate, and private
enterprise.

&
Ci

Othersize recponding tc the
vital ecenczic, poifticsl,
and sccinl concerns U Lts
people, and cemonstratlng a
clear determinaticn tc take
effective self-helyp zeasures.

FAA Sec.201(c), 2liwa . is

the country amcng the 20 cotuniries

in which deve’:pment assistance
lcans cay be rmde in this riscal
year, or amorg the #0 irn which de-
velopment ascistance grants (cther
thar for self-nelp prcjects) cay
be made?

€.

FAA Sec.115. Will country be

furnished, in same fiscal year,
either security supporting assist-
ance, or Middle East peace funds?

If sc, has Congress specifically
authorized such use of funds, or is
assistance for population programs,
Lumnitarian aid through internaiion-
al organizations, or regional pro-
grams?

ANNEX O
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The GOB continues tc take an
active role in the development
process and in so doing, to
increase popular participation.

The 3O appears to be allocat-
ing as much as it is able to
develorzent.

The GCH is nct interfering
in the affairs of other free
and independent mations.

The 30B is makins these efforts.

The 3CB appears to ve doing this
in an increasingly effective
ranner.

Yes

No


http:econe.ic
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2., Security Supporting Assistance
Country Criteria

a. FAA Sec.502B. Far the country H.A.
engaged in a ccnsistent pattern of

gross viclaticons . f interraticrally
reccgnized numan rights? Is pre-

gran in acccrdance with pclicy

this Secticn?

b. is tre A:ssist- N.A,
ance tc te Jurnisted te a riendly
ceuntry, crgan icn, or oood;

eligitle 2c re
c. FAA Zecz,S %11l as- R.A.
sistance under kL
Special Rezuirezent: fund te pre-
vided t. Mczarnbijue, Angcla, Tanza-
nia, <r Za=ia? I ec, has
Preside-t deterxzined (and repcrted
to the Congreos) that such assist-
ance will further U,S, Tcreign
pclicy interoze:s.

m

d. FAA Sec.cd%. If ccrmidities H.A.

are tc be granted - that :cale

prcceeads will acurue tc the reci-

ziont ccuntry, have Specisl Acccunt
countergart) arrangecents teen

made?

€. App. fecz.il3. Will security LA,

ed !

assictance te provid
purpese T aiding directly che

efforts ¢ the governzent -f such
country tc repress the legitimate
rights of the gpcrulation <f such
country ccntrary tc the (niversal

Declaraticn cf liuman Rights?


http:furni:.ed

11. PRQJECT CHPCKLIST

A. GENRERAL CRITERIA FCR FROJECT

1.

App. Unnumbered:; FAA Sec.653(b)

(a) Descrite now Coemittees cn
apprcpriaticns ct Sepate and
House have been cr will be noti-
fied concerning the prcject;

(b) Is assiztance within {Cper-
ational Year Budget) country cor
internaticnal crganizaticn allc-
caticn repcrted tc Cengress (cr
not more than §1 =illica :ver
that figure plus 10%)?

FAA Sec.€ll\a)(i!. Prior tc
obligaticn in excess £ $100,000,
will there te (a' vngineering,
financial, and .tner plans neces-
sary tc carry cust the assistance
and (b) a reaccnatly Tire estizate
of the cost tc the U.S. ¢f the
assistance?

FAA Sec.0ll(a)(2). If ~urther
legislative acti.n i: required
within recipient ccuntry, what is
basis fcr reascnatle expectaticn
that such acticn will be completed
in tize tc permit :crderly acccz-
plishment .7 furprse cf the as-
sistance?

\
)

FAA Sec.€li{b’); app.Sec.101. 1if
for water . r water-relates lang
rescurce censtructicn, fas pre-
Ject met the standsrdr and ori-
teria as rer the Frinciplev and
Standards rir Planning Water and
Related iland Rescurces dategd
October 25, 19732

ANNEX
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Committees will be notified
using special Congressioral
notification.

Suck planning has taken place
and cost estiratec rade.

Ratification =f lcan agreecent
by 308 will f:zllow shertly
after sigrature. Thi: nas
beer. the experience i~ the
past ard is expected givern

the degree <of MPE/SW cor=it-
zent tc this project.,

N.A.



FAA Sec.0li(c). If project is
capitrl assistance (e.g., ccustruc-
ticn), and all U.S. assistance for
it will exceed &1 cillicern, ras
Mission Director certified the
ccuntry's capabiliity effectively
tc maintain and utilize tie prc-
Ject?

FAA Sec.229, €19, Is prcject
susceptitle ¢ executicr as pArt
°f regicnal r zmultilaternl pro-
Ject? IT 50 why is nct so
executed? Infircation and cen-

er acs i

clusicn wheshe csistance will
¢accurage reglinal develcrzernt
progmzs, If g4ci i c

newly incepencent cuntry, i
fNrniched threush maitilatern)]
‘r@anizati ot rorlanc to the
mXxirus exters Torreprigte?

fAA Sec.COlnls ,anz .
fcr devel:pment . anc).
ticn and ernelusion

{82! increace tre
cral trade; (bt} fcster
dative and cezpetiticn;

s
R
cf interna

private iniv

(¢} enccurage develcprmens and use
cf cc peratives, credit whicns, and
savings anz lcan ascociasicons; (d)
disccurage ~onorclicsin fractices;
(e) impreve technical efTiciency

of industry, agriculiture ard co=-
merce; and () ctrengthen Tree
labor uni-ns,

nfcrraticn and
w project wiil en-

FAA Sec.cll :!,
conclusicn on &
courage U.I, rrivite trade and
investzent abrcas ani snccurage
private U.&, carticipaticn in
foreign assistance prcgmes (in-
cluding use -f private trade
channels ani the services of U.s.
private enterprise).

ANNEX C
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Yeu

Ko.

{c) The project wili erncourage
develcpzent of Com=unity Health
Committees.

The Frcject will utilize privatc
U.S. technical ccrnzultant: ir
the grant porticn ané wil: in-
volve purchase cf ejuipcent
frce U.S. suppliers.



10,

11.

FAA Sec.612(b): Sec.6

Describe steps taken to assure
th , to the maxirzur extent pos-
slble, the country is ccatribut-
ing local currencies tc reet the
cost of contractual and cther
services, and foreign currerncies
owned by the U.S. are utilized to
zeet the cost f contractual uad
cther services.

cwr
f =c,
e

FAA Sec.612(3). Dces tne t.3.
excess Tcreign currency arnd,
what arrmangecent: tave been
for itc reience’

i
-ﬂ

IS4 1., Are any rr'\f\ funds fer

FY 78 teing used in this Prc*eﬂt
tc cunstruct, crerate, maintairn,
or supply fuel fcr, any nuclear

pliwerrlant *nder an agreezent
for cccperaticn tetween the U.S.
and any cther -ountry?

FUKPING CRITFRIA FOR PRUJECT

i. Ieveisrrent Acsictance rrojecs
Criteric
a. fan Sec.102(7); Sen.ill:
Sec 28la. Fxtent + which gcti-

oy @il (a) effectively involve

tne pcor in develipeent, oy ex-
tending access to sconcmy at
lccal leve:, increacing lab:r-
intensive pr.duc=i o, spreading
investment cut fres citi s tC

seall towns and rural areas

and (b) “el; develip :ccperacives,
especially ty technical assist-
ance, tc 1"si:t rural and urktan
pcor tc help thezcelves tcward
better life, 1nd therwise en-
courage dezccratis private and
local governrental institutizcns?

ANNEX C
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Bolivia will contribute over

of project costs and will
assume coantinuing costs for
operaticn of health delivery
syster,

The U.S. dces not own excess
foreign currency in Bolivia.

No.

Prcjecs is specitisaly

desigrea tc provice rea.sr
services in rumm. areuw:z, us
rara-tecnniciarn neql z
nel, and integrate tne
populaticn
realth

ek w -
“w.. o€r

p

o

mural
into tre naticral

service deli T

Frcject @will proccte

velcpment ¢ Ccmz

Cormittees to finance village
health prezctors and addrers

village realth pritlez:,

the Ze-

anity Heaith
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b. FAA Sec.103, :03A, 10-, 105,
106, 107. Is assistwnce bei'"
made available: (include cnly
plicable pammgrapl -- e.2., a, b,
etc.-- which ccrresponds tc scurce
of funds used, I zore than on
fund scurce ic used tfcr prelect,
include relemnt parmagraph fcr
each fund scurce;.

(1) {(123) ¢ r wyrizalture, rural R.A.
deve..fment ronutrisicong if
: tivity
a0 LopoIry (\LJkA, T
M imL researsn, is
sall oo unt tagen o needs ot
Jmall farTerg

(2) The entire fcous - the project
{s towards providing icw-ccrot
realth services tc the rural
poor, witn special empracis

- fergn ¥ ' -

N greventive nea.v. lervices.
.
<

(3) (1= <
3dz;r1""*x,i
SCUrses 2eve
extent <o
st!‘er‘.b...
ticn, ra:
mere re ey

cr ctreng
mbi 11 t:-'
bling the
in devel rzent;

(4) (106) fcr technical assistance, HN.A.
energy, research, reccnstruc-
ticn, and selected cevelcpment
prcblexs; i sc, extent acti-
vity is:



(5)

C.

ARNEX O
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(a) technical cooperati.:: and
development, especially with
U.S. private and vcluntary, or
regional and international de-
velopeent, srganizations;

(b) to nelp alleviate energy
problexs;

(c) research into, and evalua-
tion of, eccncmic development
procesces and technijues;

(d) reconstructicn acter ratural
or manmmic disaster;

(e) for special develcpzent pro-
blem, and tc erabie prcper uti-

Hizaticn -7 earlier U.S, infra-

structure, -.zz,, azsistance;

(f) ©2r pregraze £ urcar dev-
elopzment, esreciaily s=all laber-
intensive erteroprises, marketing
systems, and rinancianl or other
instituticn:s o help urban pec
participate in econzzmic and
social develcrezent.

(107) by grants €:r 2-criivated R.A.
private effore tc develcp and
dissecirate interzediate tech-

nolcgles appropriate Tor devel-

cping ccuntries.

- ~ Y \ ~ -~ » s
FAA Sec.110(a;; cec.2lzic Bclivia has agreed tc provide

Is th- reciplent Jwuntry willing to over 29% >f the costs of the
contr.bute furnds o the hob ofelly
in what manrer sa: -p wil: :
vide assurances trat it will ore

r 0
[3)

&
t, and project as reflected in the
or

c- agreed project budget.

vide at least 23% . & tne costs off
the prcgrar, project, cr activity
vith respect to which the assist-
ance is to be furnished {or has the
latter cost-sharing requirersent
been vaived for a "relatively least-
developed” country)?



d. FAA Sec.l10(b). wi! v
capital assictance bte dictursed

for project .ver zere tian X years?
If sc, ras justisication satisfac-

tory to Cengress teern tade, arn
efforts for cther Yirancing, cor is
the recipient ccuntry "relatively
least develcped™?

e. FAA Sec.207; See.llz,
to which assictance retrlece
propriate exzptasic cn: (1)
couraging develcpment of dezccratic,
eccnozic, political, ancg
iastitutions; (2) selr-heip in
Tecting tre :cuntry's Sczd needc;
(3) improvins availatiliey o
trained worker-prucr in she scur-
try; (&) pregrarm. iecined oo
meet the cocuntry' s realth needss
(3) cther izpcrsans qreac o

14
9]
“
yae
ol
b

.

.o
ot

econcmic, politiznd, 5.3 sicinl
develcpzent, inluding industrys
free lat-r unicne, oo ermsives

and Voluntary agenclies; trmns
taticn and o¢ C

ning and sublic .i-in
urban develc

tegrating
country' s

<. FAA Se
tent to which sri,m-

the country; -
intellectual re-c.rn
age instituticral leve
supports civic educa
ing in skills rejuir Tor effect-
ive participatics in gcverrzental
and politica! prccesses essential
to self-govern~ent.

ARNEX ¢
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K.A,

(1) Project will praote formtion
£ Cozrunity Healtr. Ccmzittees

to address comx=unity nealth

prcblens,

t

Jecs =i

)

5 ) E ——
1
(S NS4
Vel 0y
1
1]
]
'™
(a4
ot
S I

(13
oW
bou pae pe

< uxiliaries, rid oom-
TURILY reAllh cormitice rezmbers,

(LY Zntire recus - e et
le cn zeeting renlst reed
in riral areac,

(€) Mcotner-child regier 501
vities wi T te1 Ty tne
-

leadersnip, arnd !t 2
Ty health cemmivsoss, 2: ¢
munity premoters, and as

healtn auxiiiary,



http:Volunt.ry
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give reacsorable prcmise ¢! ccn-
tributing tc the develcpment; of
econocic rescurces, or to tne in-
crease of prcductive capacities
and self-sustaining econcz=ic
growth; or of educaticnal cr cther

instituticns directed tcward
social prcgress? Is it relatea
to and ceasistent with cther de-
velopeent activities, and will it
contritute to realizatle long-
range objectives? And 2ces pro-
Ject paper provide infcrma<icn
and ccaclusion on an activity's
economic aré cechnical scundress?

h. FAA Sec.201(b)({): Sec.2il

(a)(5), {6). Infcrmaticn and con-

clusicn cn poscible effect. .0
the assistan:c n U,5, econ
with special r

of substantial lavor surpius, and
extent to whizh V.0, cemmeaities
and assistance are furnished in a
zanner ccnsistent with izpreving
or safeguarding the U.S, tala-ce-

rding
of-pay=entc tocitjern,

CIY
clerence S greacs

ject

Developcent Assistan rro
Criteria (Lcans only)

a. FAA Sec.2li{bi{l). In‘or=a-
tion and ccncluricn on availability
of firancing frcz cther f{ree-world
sources, including pri-ate scurces
within U.S,

b. FAA Sec.201(t).2): 22i,3).
Inforzati:rn and conclusion cn (1)
capacity of the ccuntry tc repay
the loan, including reasonableness
of repayment prospects, and (2)
reasonableness and legality (under
laws of country and U.S.) of lend-

ing and relending terms of the loan.

U.S. suppliers and ccrntracturs
will be eligitle to supgly
cocmudities and services Tor
the prcject.

No other firarcirg scurces
are available,

Lending terms are le.mal unger
U.S, and 2olivian law. Loan
is witnin the debt-carrying
capacity of Bolivia.
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€. FAA Sec.201(L). If loan is Yes
not made pursuant to a zultilateral

Plan, and tlie arount of tre loan

exceeds $100,000, tas country sub-

mitted to AID an application for

such funds together with azsurances

to irndicate trat sunds will be used

in an eccnezmically ana technically

sound manner?

ct Yes

d. FAA Sec.201(:). Dces pro
paper describe how projec
promote the counsry's epcne
developoent takin: intc acc-unt
the country's humnr and o 1R
rescurces resulrenents and rela-
ticnship tetweern wlsimpse ctject-
ives cf the profecs and cverall
econczi~ developrens?

oA

€. AR Sez.2%(a . Total amcunt Approxirately £7.0 =i1licn
Lien ic geing will be spent :rn. orocurez=ent
i free private sources.,

of mcrey under jcar whi ic
directly %c private .rnee rise, is
going tc intermei: {+ insti-

"

o
tuticns or “ther
by private enterprice, i- tel
used %¢ % -
vate scurcer, i heraise vet
used to Uinance procureserts ‘rox

private zcurce:

;{
~
|8
1]
o

v . , .- s .-
To AN Jecooda L Ik arsicstance VA,
is for any produs-ive vntorvrice

wnich will simpete inosne Lo, with
U.S. enterpric. ree

’ L
zent ©y the rotiiient sounte te
t o4

prevent expirt o she U,Z, o cre
than 207 cf <he enterprise's annual
production during she life of the

lcan?

Project Criteria Sclely Tcr Securfity
Supporting Assic

A 3]

a. FAA Sec.531l. ‘ow will this as- N.A,
sistance suppcrt rroecte eccnomice
or political stability?



b. 7AA Sec.533(c)(1l). Will as-
sistance under the Southern African
Special Requirerents Fund be used
for military, guerrilla, or para-
pilitary activities?

Additional Criteria for Alliance
for Progress

(Rote: Alliance r:r Progress gre-
Jects should add the follcwing twe
jtems tc a project checklist).

a. FAA Sec.251(b)(1), -(8). TIces
assistance tare invo account prin-
ciples of the act cf Bogota and
the Charter cf Punta del Este; and
to what extent wiil the activity
contribute t: the eccncmic or gpe-
litical integrati . n 7 ilatin Arze-
rica?

b. FAA Jec.D:lfti.o)s 2iih.
For lcans, ta. ~tere peen takern
intc account sne o7

eTvort male Ty
recipient naticn <C repatriate
capital i: 'gste; in other ~cuntries
by their wr citizenst . l:a:n
consistent Wit tie fi::ing; and
recczzendations o %tne lunter-Ance-
rican Committee Uor the Aliliance
for Progress (ncw "CEFCIESY, the

Sermanent Ixecutive Ccmzmittec oF
the GAS) in it: arnnual review (7
naticral devel pzent activities?

I11I. STANDARD ITEM CiiCKLiIST

A. PRCCUREMENT

1.

FAA Sec.€JZ. Are there arrange-
ments tc permit U.S. small business
to participate equitably in the
furnishing cf good: and services
financed?

FAA Sec.60L(a). Wwill all ccmzmodity
procurement riranced be Irom the
U.S. except as .therwise determinead
by the President cr under delegation
from him?

Yes. Integraticr effect is
pinimal.

Yes

Yes. Lcan agreezernt and inm-
plecentaticn procedures will
so provide,



FAA Sec.60L(d). If the cooper-

ating country discriminates
against U.S. zarine insurance
companies, will agreement re-
quire that marine insurance be
placed in the U.S. on cemmodi-
ties financed?

FAA Sec.504(e). 1I: orfstore pro-
curerent of agricultural ccs=cdi-
ty or prcduct is tc be Cinanced,

is there prcvision against such
procurecent when the dcmestic price
of such ccrrmcdity is less than
parity?

FAA Sec.0dCia . will U.0, Sov-
errment exce:: perccnal property

be utiliz
in lieu . ¢
items?

ed wherever practicazle
tie proourerent | f new

MMA Sec.30l{t}. (n' Compliance
with requirerent that at least =0
per centurm of the grosc tonnage cf
cocmeoditier (c.cputed reparately
for dry bulk carriers, dry cargc
liners, and tanrers) Tinanced stall
be transperted con privately cwned
U.S. flag cczzercinl vessels <c the
extent that such vessels are avail-

able at Tair and r<ascnatle mtes.
FAA Sec.f2l. I7 technical accist-
ance is finared, will auch ascista
ance te Nurnishos te the Mliest
extent practicable a- ¢~ 1. and
prefessicnal and ther services
from private ¢nterprise cn a zon-
tract basis? I the facilities of
other Federu! ngencies will be

utilized, are they particularly
suitable, not ccxpetitive with pri-
vate enterprise, and oade avaiiable
without undue interference with
domestic programs?

ANNFX O
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Bolivia does not so discrim-
inate.

K.A.

Yes,

Yes. Lcan agreement will so
provide,

Yes
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8. Interngtionsl Air Transport. Fair
Competitive Practices AcL, i97L
If air transportation of persons Yes

Or property is financed ca grant
basis, will provision te rade that
U.S.-f1ag carriers will ze utilged
to the extent such service is avail-
able?

B. CONSTRUCTION

1. FAA Sec.€01(d). :If & capital (e.g., Yes
constructionfiproject, are engineer-
ing and professional services of
US firms and their affiliates tc
be used to the maximum exteat con-
sistent with the national irterest?

2. FAA Sec.6ll{c). If contracts ror Yes
constructicn are t. te financea,
will they te let (5 oa competitive
basis to raxizum extens rracticable’

3. TAA Sec.t’Di«'. v oel. C.onotrac- Yes
tion proJictive enterprice, will
aggregate value . gncicctance to be
furnished ty <he 7.5, not exceed
3100 millicns

C. OTHER RESTRICTICHS

L. ZAA Sec.20lid;. If develrprment Yes
lcan, is interes:t mte at least 2%
per annuz during grace perl.d and
at least 3% per annum therearter?

2. FAA Sec.30l(4:. I sung i esta-~ N.A.

blished s-leiy by .3, centritvu-
tions and ad=inistored ty an inter-
national organizaticsn, 4. es Jomp-
troller General nave audi* rights?

T e
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FAA Sec.620(h). Do crrangerents Yes
preclude promcting or assisting the
foreign aid projects or activities
of Ccmmunist-Bloc countries, con-
trary te the best interests of the
U.s.?
FAA Sec.636(i). Is firancing not Yes
permitted ¢, te¢ used, without
waiver, fcr purchase, leonz-terr

lease, ‘r exchanye zf =motor wvehicle
anufactured c~utcide the U.S, or
suaranty ¢ cueh wransaction?t
Will armoigeronts preclude use of
finan~ing:
a. IAA Sec...l.. ¢ pay for per- Yes.
formance T atcrtions or Lo ooti-
vate or coerce percens o practice
abortionc, t. pay Tcr perrormance

=7 inveluntary rterilizaticn, cor tc

cerce cr vrovide Uinancial incen-

tive to any percen o practice
sterilization.
b, FAA Jec.old{gi. tc rcmpencate Yes
owners for exproprianted naticnal-

ized propertys
c. FAA lec.t D, o Tinance police Ye:
training cr (ther law enforcecent
assistance, except for rarcctics
program:?
d. FAA Sec.moZ. for CIA activi- Yes
ties.
e. App. Sec.103. tc pay pensions, Yes
etc., for zilitary perscnnel?

f. App.Sec.l106. f{c pay U.M. as- Yes
sessments?
g. App.Sec.107. to carry >ut Yes

provisions of FA\ Secticrs 2239(d)
and 251(h)? (transfer tc multila-
teral organization for lending).
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AIINEX

CERTIFICATION JURSUALNT TU SECTION 61} L) OF Ty
FUREIG!H ASSISTANCT ACT OF 1961, AS AVEne

I nereby certifty - the Adzinistratsr cf the Sgency for
International Tevelcr-eont that ts the best of =y xnowledge and

belief the Republic of Bolivia possesces both the firancial angd

- 1. LSy S 3 . YT -~ 4
human resources ¢: effectively maintain and utilize tha croject

[}
.
.

[S RO RS

of the F - T n Livin witnoemptasic onoocweras v tagles
services o rural avons o2 shae JrAnIry. Inogoocertifciig Ionave
esen Int:oaceount tng malntenance and gtilizasia = orrcdeces

in the Republis -5 5-livig Sananced or oasciivad by the
Inited Statas, anl AeVe more twrtitulmrii tosan Intc wgosunt sha

j&%

iemsnctrated ceg vl e Reputlic of 3-livie - elfectively
utilize devel:pment rr-fecte o2 thiz masure,
’ ™ oy,
IS Y . AR \i
e N e
ate .’ Frark 5. #ixball
Direc:or
AJI.D. iscizn o the

i
2

Rerublic oF Bzide,





