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PROJEX:T AIJrHORIZATlOO 

NAME OF OOUNrRY: BOLIVIA 

lW-1E OF Prom:-I': SELF FINANClNG HEALTH CARE 

NUMBER OF ProJECI': 511-0569 

1. Pursuant to Section 104 of the Foreign .Assistance Act of 1961, as 
arrended, I hereby authorize the Self Financing Health care Project for 
Bolivia involving planned obligation of not to exceed $1.1 million in 
grant ftmds over a three-year period from date of authorization subject 
to the availability of funds in accordance with the A.I.D. OYB/allotrcent 
process, to help in financing foreign exchange and local cun:ency costs 
for the project. The planned life-of-project is three years fran the 
date of initial obligation. 

2. The Project consists of establishing a pilot self-financing 
prirrary h.ealth care delivexy system including a managerrent: support unit 
to provide services .to urban and rural poor in geographic areas in­
fluenced by three existing CXlOperatives - central de Cooperativa Agro­
pecuarios Mineros, Cooperativa Multiactiva San Julifu1, and Cooperativa 
Multiactiva La !-Eced. 

3. The Cooperative Agreerrent which may be negotiated aOO. executed 
by the officer to whom such authority is delegated in-accordance with 
A.-loD. regulations and delegations of authority shall be subject to 
the folJ.a'ling eSSE\ntial tenns and covenants and major conditions, to­
gether with such other terrrs aOO. conditions as A. I.D. may deem ap­
propriate. 

4. Cormodities financed by A.I.D. under the project shall have 
their source and origin in Bolivia or the United States, except as 
A.loD. may otherwise agree in writing. Except for ocean shipping, 
the suppliers of cx:mrodi.ties or services shall have Bolivia or the 
United States as their place of nationality, except as A.I.D. may 
otherwise agree in writing. O=ean shipping financed by A.I.D. under 
the project shall, except as A.loD. may othenlise agree in writing, be 
financed only on flag vessels of the United States. 

5. Conditions Precedent 

A. Disburserrent for Project Managerrent 

Prior to any disburserrent, or the issuance of any ccmn:i.t­
nent dOCllrrents under the Cooperative Agreerrent I to finance project 

\
 



JTI;:l--I1agerrent, the grantee under the Cooperative Agreenent (liLa ~oed") 

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

(i) Evidence of the establishrrent of a Health Sub-
Corrmittee of the Board of Directors of La .M=rced who will becate the 
" group of Board rrernbers responsible for assuring that the project 1l'e'Zts 
the terms of the Cooperative Agreerrent; 

(ii) plans (inclu1ing organization and staffing charts) 
to establish within La ~ced a Managerrent Support Unit (MSU); 

(iii) evidence of the establishrrent of an Advisory Board 
for the project consisting of representatives from the participating 
cooPeratives; and 

(iv) an agreenent between La M=rced and each of the 
other participating cooperatives (Mineros and San Juli§n) describing 
the respective responsibilities of each cooperative under the project. 

B. Disbursement for the Health care Delivery System 

Prior to any disburserrent, or the issuance of any ccmni.t­
nent docurrents under the Cooperative Agreerrent, to finance the health 
care delivery system (except for technical assistance), La M=roed shall 
furnish in fonn and substance satisfactory to A. I.D. : 

(i) a project iItplerrentation plan shcMi.ng the e..~tion 
of all the steps necessary to illplerrent the project; 

(ii) a technical assistance plan of all long and short­
tenn assistance required under the project, the work to be pet'forned 
and a work schedule; 

(iii) sul:mi.t to A. I.D. for its review and approval a 
written Letter of Agreerrent between La M=rCEd and FENACRE on their 
respetive roles and inplerrentation schedule in the execution of 
this project; and 

(iv) a decree from the Gove.rnnent of Bolivia exonerating 
all co.-rm:x:1ities and technical services procured under the contract . 
from Bolivian taxation. 



C. Covenants 

La Merced shall covenant to assure that MSU coordinates to 
tile maximum extent practicable with the Ministry of Social Welfare and 
Public Health and other organizations prov:.ding health services in the 
project area to define specific roles and responsibilities. 

y~".~
David A. Cohen 

Acting Mission Director 
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I. SUMMARY AND RECOMMENDATIONS 

A. Surrmary 

This project will inprove the deliveJ:Y of primary health care 
services to rural and semi-urban target populations in areas of the 
Depa.rtnent of Santa eruz influ:mca:l by three existing cooperatives: 
(l) San Juli~, (2) Mineros and (3) La M=>..rced. The realization of this 
objective is based on a strategy through which the health services 
provided by the system will be paid for by the recipients. The pro­
ceeds generated fran ti.a provision of services will be returned to the 
system to carpletely urrlerwrite its operating costs. 

The project consists of two integrally related crnponents: 
(l) a health care delivery system and (2) a managenent support unit. 
The delivery system will be nodeled on primary health care strategies 
developed over the past two decades. It will be a hierarchical arrange­
nent of three related tiers (levels I, II and III) of ooalth service 
outlets. Each tier will provide a ccrrbination of curative and pre­
ventive neasures to address, with increased degrees of carprehensive­
ness, the nost critical health problems of the beneficiary aroups. 
Patients, whose corrlitions cannot be adequately treated at a lower 
level, will be referred to the next stage of the hierarchy. In line 
with the self-financing strategy, the' various levels of health care 
will be treated as cost centers capable of generating inCate to offset 
expenses. Fees will be charged for the various types of services, 
and the objective will be to structure the sources of inCate so that 
the service delivery units will be self-supporting. 

The Managenent Support Unit (MSU) will be established in 
the early stages of project .i.rrplerrentation. Initially, the MSU will 
be housed administratively within the La M:u'ced Cooperative. However, 
it is anticipated that ti'.e Unit will eventually becc.m! an econanically 
and legally independent entity. 

The MSU will have responsibility for the overall managenent 
of the project. Organizationally, it will consist of two main divisions 
- tilt: Health Service!::; DiVision will define the primary health care 
interventions that will be offered at each of the system's three 
~vels and de''elop standards for theil.- delivery. Specific duties 
will incltrle recruitrrent of delivery system perE;onnel, developrent 
and inplerrentation of staff training and orientati.on m:x1ules, and de­
sign of preventive nedicine (e.g. health education) programs. The 
lldministration Division will design, inplerrent ali! m::mitor the support 
functions nee.ded for the tinely delivery of health care services. 
Particular areas of concern will be personnEl I'l'laP.age:rrent, financial 
managenent, operations research am general c;erlices. 
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Initially, tb3 MSU will be financed withA.I.D. grant funds. H0w­
ever, by the end of the project, it is expected that the unit will be 
fully supported with funds generated by the delivery of health services. 

As the Cooperative Agreenent will be signed with La ~ced, the 
CO-op I s Board of Directors will be legally responsible for the project 
and will provide overall policy guidance. On matters of project iJrple­
rrentation, this Board will be assisted by a second group, an Advisory 
Board made up of representatives fran the three participating cooper­
atives, which, in conj\IDction with merrbers of the MSU staff, will take 
tmder crlviserrent key issoos soch as types of services to be offered by 
geographic region, prq:>esed fee schedules and rrethods of payrrent. A 
third group, a Ccmnitt.ee of Vol\IDtary Advisors, made up of Bolivian 
and international health professionals re siding in the country, will 
provide assistance on technical matters. Finally, the three partici­
pating cooperatives (Mineros, San Juli~ and La M3rced) will play a 
key role in using their organizational structures and presence arcong 
the intended beneficiaries to recruit participants to the program. 

The project beneficiaries will be approximately 37,000 rural 
and semi-urban poor residing in the areas influenced by the three 
participating c:x::>operatives. The rural dwellers (approximately 15,000 
people) are imnigrants fran the highland regions of Bolivia, who earn 
their living principally through slash and burn agriculture. The semi·· 
urban participants, ITOSt of wham, also are imnigrants fran rural high­
land areas and the Departrrent of Santa Cruz, are engaged in a variety 
of economic pursuits ranging fran rrenial service jobs to l~ level 
blue collar enployees and self-enployed endeavors. They will receive 
the benefits of iJrpraved primary health care through the delivery 
system that will be installed under tb3 project. 

The project will last three years. Its total cost will be 
$1,755 million. The A.LD. contribution will be $1.1 million in grant 
ftmds. This will be ccmplenented by $160,000 in Title III resources 
and $495, 000 host country contribution that will be generated through 
the provision of health services. 
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Figure No.1 

~ PRO:ID:T BUDGET 
(08$) 

A.I.D. Host Country 
Grant Total Title III Grand 

FX LC LC LC Total Total 

1- Teclmical 
Assistance 347,000 347,000 347,000 

2. Training 21,000 21,000 60,730 60,730 81,730 

3. Operating 
& develop­
rcent costs 245,112 245,112 453,890 89,236 543,126 788,238 

4. Camcx:lities 372,713 . 14,175 386,888 40,912 8,550 49,462 436,350 

740,713 259,287 1,000,000 494,802 158,516 653,318 1,653,318 

Contingency/ 
Inflation 74,071 25,929 100,000 1,484 1,484 101,484 

814,784 285,216 1,100,000 494,802 160,000 654,802 1,754,802 

Notes: (1)	 Host Country counterpart is calculated at Bolivian Pesos ($b.) 196 
to one dollar, which is the official rate for obligations as establish­
ed by Gove...-nrrent Decrre and Bolivian Central Bank regulations. 

(2)	 Besides the AID grant contribution, an additional US 138,856 will 
be furnished by PRI<X>R through and A.I.D. centrally funded project. 

B. Recamendations 

~ USAID/Bolivia project carmittee has determined that the
 
prq:>osed activities are technically, administrativel::i ::md financially
 
feasible within the three year life-of-project peri1Xi. The specific
 
analyses carried out during ~ project design did not identify any
 
serious obstacles to project jnplerrentation and indicateU that the
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project can achieve its purpose. Special attention was paid to the 
self-financing and beneficiary acceptance issues identified in the 
PID review cable (see Annex L). The project paPer was reviewed by 
the USAID/Bolivia Project Ccmnittee, which detennined that all issues 
had been satisfactorily addressed. Both the Project Developrrent Team 
and the Reviewing and Approval Ccmnittee have conclu:led that the project 
is technically, econanically, socially, administratively, enviroI1I'leI1tal­
ly arrl financially sourrl and recc:mn:md thai: the project be approved and 
that an A.LD. grant for 1.1 million be authorized. 

C. Project Developrrent Team 

1. The Project Developrrent Team was carposed of: 

Michael H. Lofstron, Project Developrrent Officer 
Lee R. HQlgen, Health Develq:rrent and Human Resources Officer 
Katherine Jones-Patron, Assist.ant Health and Human Resources 
William G. Kaschak, Project Developrrent Officer 
Sonia Aranibar, Assistant Program Officer 
Jairre ~ndoza, Program Assistant 
Oscar 5anniento, Procurerrent Specialist 
Ralll Pinto, Financial Analyst 
Luis r-bntero, Financial Analyst 
Oscar Antezana, Program Econanist 

2. The follCMing consultants and AID/W Personnel assisted in 
the preparation of the project paper: 

Peter Taylor, FIDES/san Juliful Advisor 
Harry Peacock, FIDES Advisor 
Robert Le Bow, P.calth Planning Specialist 
Ivo Kraljevich, Anthropologist 
Larry Bartlett, Health Economist 
Peter Cross, Health Econanist/Financial Analyst 

3. The follCMing OOB and Bolivian private sector personnel 
played key roles in the development of the project: 

Adalberto Terceros Banzer, President La ~ced COOPerative
 
Ernesto Rodriguez, President San Juliful Cooperative
 
Dudley Conneely, COOperative Advisor.
 
Flonmtino Lutino H., President of Mministrative Ccmnittee,
 

Mineros COOperative 

4. The project was reviewed by the follCMing USAID/Bolivia 
Officers: 
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Thanas Geiger, Regional legal Advisor
 
Robert Asselin, Jr., Chief, Project Developrent and Inple­


rrentation Office 
Fafael Zelaya, Mission Controller (Acting) 
Roberto I.e6n de Vivero, Mission Program Officer 

5.	 The project was approved and authorized by: 

David A. Cohen, Acting Missim Director 

D.	 Issues 

1.	 Project Reliance on Cooperatives to Supply a M:mbership 
Base Sufficient to Allow the Health Care Delivery System 
to Becare Self-SUfficient May be too Restrictive 

The co-ops will be used principally as a vehicle to access 
participants of the project; the financial contribution that they will 
make to project activities will be minirra1. Further, while participa­
tion through cooperatives will be encouraged (e. g. through reduced 
prices on costs for services) non-rrernbers also will be eligible to use 
the system. It is estimated that minimally 10 percent of the users 
of services will be non-c:x:>operative rrernbers. In sum, the proouct to 
be offered (Le. provision of health care and phannaceuticals) will be 
efficient, affordable and extrem=ly attractive to the population at 
large in the geographic target areas. 

2.	 This Project ma.y not Generate the Resources Necessary to 
Address the Need to Provide Preventive Health Care 

Preventive health care is a part of the entire package of 
services offered by this project. It has already been denonstrated that 
the projected target population will have the critical mass of partici ­
pants necessary to self-finance the delivery of prirrary health care 
services. Hence, sufficient resources will be generated to finance 
the preventive carponent. Tn addition, it is expected that revenues 
generated from the sale of pharma.ceuticals and services which are in 
high demand will offset the rosts of preventive health care interven­
tions. 

3.	 It may not be Appropriate for a Primary Health Care Project 
to Incllrle Secondary (Le. revel III Limited Curative) 
Services 
A Corollary Issue is How Extensive Primary Health Care 
Services Need to be to Generate Sufficient Revenue to Make 
them Self-FinaT'lcing 

In the locales to be affected by this project, limited revel 
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III	 services are already being provided to the La M:rced and San Juli.§n 
cooperatives. Projected project utilization rates indicate that the 
entire package of services will operate at a profit and thct: the inclu­
sion of additional curative services will not be financially detrirrental 
to the overall delivery system. Accordingly, there is 3ufficient jus­
tification, based on projected utilization rates, to nerit incorporation 
of level III services. Finally, it is thA Mission's jtrlgerrent that the 
inclusion of limited curative services is d strong enticerrent to broad­
scale participLltion of the tar~t group. 

4. 

The proposed project's deliVery scheIlE is based on the 
existing governrrent strategy of regionalization and a referral system 
of health care services. As part of this approach, the project will 
focus on the ICMest three levels of services which have been the hard-
e S: for the MSW/PH to address due to a lack of funds and infrastru.cture. 

The MSW/pH has generally not maintained strong ccmnunity 
level programs, and Ministry services often have proven to l)e unreliable. 
This is supported by data which indicate that Il'Ost health services 
currently received by the target population are provided by private 
(i.e. non-govern:rnental) entities. 

The proposed project will provide self-financed primary 
health care services to ccrrmuni ties which now receive inadequate MSW/PH 
attention. Wherever possible, the project ~'lill use existing health 
facilities (particularly at levels II and III) to minimize duplication 
of scarce resources. 

5.	 The ~roject's strategy Involves the Utilization of Existing 
Facilities to SUpply Primary Health care Services to Bene­
ficiaries at levels II and III. Arrangerrents for Identifi ­
fication and Selection of these Facilities have not as yet 
been Made, and it is not Clear if Budgeted Anounts for Re.'1o­
vation of these Facilities are Ailequate. 

Although final arrangerrents have not been made for selecting 
and upgrading existing facilities for levels II and III, discussions were 
held with cooperative leaders who expressed interest in providing facili ­
ties as a rreans of better serving their current I1E1TIbership, and in at ­
tracting other participants into the health care program as 'toJell. Ad­
ditionally, by iIm.)roving the delivery facilities for the health care 
program, co-op will benefit through increased participation of health 
program rrembers in other services offered by the co-op. The use of Title 
III rronies to support the selection and renovation of level II and III 
facilities, is part of tl!e project's operational btrlget. 
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II. PROOECT BACKGROUND 

A. Country Setting 

1. Economic 

Balivia is the fifth largest country in South Arrerica in 
tenns of land area, has a population of only 6 million, and possesses 
an abundance of natural resources. Minerals, natural gas and petro­
leum form the industrial base t""It has been the mainstay of the econany. 
Despite this intrinsic wealth, t.. 'country is beset with econanic 
problems. The 1980 Per capita GNP of $580 is the lowe S: in South 
AIrerica. OVer 64 Percent of the population lives in conditions below 
the poverty line, estimated at $220 Per capita, and the lowest 60 Per­
cent of the economically productive popula~;ion receives only 13 Percent 
of the national inccne. Recently, the drastically declining purchasing 
prower of the peso has crnpounded the economic problems of the country. 
In dollar tenns, many people are earning less than 20 Percent of the 
arrount they were earning at the out!:et of 1982*. 

2. Health 

The health status of the Bolivian population, eSPecially 
the rural and se:.ni-urban poor, is arrong the worst in Latin Arrerica. 
The seriousness of the situation is revealed by ccrrparing key health 
indicators (crude death rate, life expectancy and infant nortality) 
for Coll.IlTbia, a m:rlerately develOPed Latin A1rerican country, and Boli­
via. In 1982, Coll.IlTbia registered a crtrle death rate of 8/1000, a 
life expectancy of 62 years, and an infant nortality rate of 56 Per 
1,000 live births. ** By crnparison, based on projection fran the 1976 
census, Bolivia has a crude death rate of 17/1,000, a life expectancy 
of 48 years, and an infant nortality rate of 166 Per 1,000 live births. 
In rural Bolivia the infant nortality rate averaged 176/1,000, ranging 
from a 204 in the highland valley regions to 135/1,000 in the lowland 
plains. MJreover, while reliable data are not available, it is general­
ly recognized that the incidence of debilitating respiratory, gastro­
intestinal and parasitic diseases is extrerrely high. 

In sum, Bolivia's health problems are extremely severe, 
even in the context of developing countries, and accordingly, adverse­
ly affect the population as a whole, and especially the rural and semi­
urban poor. The lirnited access to primary health care of the l:E segrrents 
of the population exacerbates the frequency and seriousness of diseases 
rrentioned above and diminishes productivity. The!:e elevated nortality 

* Further details of the econanic crisis and its ilTpact on the society 
are available in the USAID!Bolivia FY 1985 CDSS. 

** Population Reference Bureau, Inc. - 1982 World Population Data Sheet. 
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rates reflect ti'.at major segnents of the country's population (the rural 
and urban poor) suffer severely substandard liVing levels characterized 
by low incare, deficient housing, illiteracy, nalnutrition and inade­
quate rredical attention. 

The majority of the health problems can be solved through 
the inplerrentation of known public health interventions, such as 
vaccination canpaigns, health education programs, envirornrental sanita­
tion irrproverrents, and maternal and child health services. Trese public 
health IIEasures, hCJV.1E!ver, are not Widely available in Bolivia. Although 
67 percent of the population is rural, the Governrrent of Bolivia's (GOB) 
health system concentrates approx.inately 80 Percent of its resources in 
urban areas. In addition, while the MSW/PH traditionally has been assign­
ed the responsibility of administering preventive rredicine programs in 
the nrral areas, for a .series of reasons (e.g. btrlget deficits, shortage 
of skilled personnel, a preference for providing curative services in ' 
strictly urban areas, and poor managenent), the Ministry has never been 
able to structure a system that adequately has provided these services. 

A. Project setting 

1. General 

The project .=trea is located in the l)epartnent of Santa 
Cruz, in Bolivia's eastern lowlands am includes those regions serviced. 
by the rural agricultural cooperatives in san Juli~ and Mineros, as 
well as the semi-urban surrounding the city of Santa Cruz, where the 
La M=rced Cooperative has its main office and IIDSt of its rrembers. The 
function and nernbership of these three cooperatives are described IIDre 
fully in the Institutional Analysis (section V.C.). 

Both Mineros and San Ju1i~ ~e settled by c alonists 
who migrated to th:! Santa Cruz lowlands fran other regions of Bolivia. 
The Mineros area, located about 100 Kms. north of the city of Santa 
Cruz between the Grand and Piraf rivers, was ,settled spontaneous­
ly and lDg'ged since the mid-1950's. San Ju1i~ is located approximate­
ly 180 Kms. northeast of Santa Cruz, between tiE Grand River to the 
south'l,','est and the San Ju1i~ River to the northeast. The San Juli~ 

colonization area was settled in stages from the late 1960' s , 
through the 70's to the present. Both San Ju1i~ and Mineros are 
tropical plains, partially forested with virgin timber. Tenperatures 
average 800 P annually with little seasonal variation. Humidity is 
high and rainfall heavy in the sUIlTlEr IIDnths (November through April) , 
causes pericx:1ic flocding. 

Roads have been constructed throughout the project areas, 
providing direct access to the capital of Santa Cruz. However, road 
and bridge maintenance is difficult, and, during flcx::rl season, transportation 
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to and fran San Juli~ and Mineros is recurrently interrupted. Mineros 
and San Juli~ have radio camnmication with Santa Cruz, and Mineros 
has sare telephone service. Public transportation fran Santa Cruz con­
sists of trucks, intennittent bus service, and contracted vehicles. 
During the wet season, walking is the only Ireans of transportation to 
sare localities. 

Santa Cruz is a nodern city boasting a unique circular 
road system. Nearby, petroleum and other 'fl£:M industries have drawn 
people fran allover Bolivia. Because it is grcMing at a rate of over 
7 percent per year, new structures daninate the city. The population of 
the city of Santa Cruz is approximately 310,000*, but the city and the 
surrounding area include half the population of the entire plains region, 
bringing the total urban and semi-urban area closer to 600,000. A map 
of the project area appears below (see Figure 2). 

2. Health 

In the Santa cruz area, health problems are scnewhat dif­
ferent frcm those in the rest of the country. The 1977 rvDntero Health 
Survey of rural dwellers in the Depa.rt::nent of Santa Cruz, a population 
corrparab1e to the projected beneficiary groups of this project, revealed 
an infant mortality rate of 113.5/1,000 and child mortality rates of 
18.3 for the 1-4 age group, and 2.9 for the 5-14 age group. Both the 
rvDntero Survey and rrore recent sttrlies in the project area show that the 
most camon health problems encountered are parasitosis (e.g. malaria, 
hookwonn, ascaris), tuberculosis and other respiratory infections, gastro­
inte stina1 disturbances, anemia, pregnancy related conditions, skin infec­
tions and trauma. The latter may be attributable to fann related acci­
dents and fanning with inadequate tools or tools and Irethods unfamiliar 
to migrants frcm the highlands. The average mmber of disabi1i.ty days per 
person under 25 is estimated at 22.62. This figure increases with age 
to 30 days in the 25-44 age group and 68 days in the group 4:1 years and 
over. 

Families in the project area typically use a variety of 
health services. Existing health providers are private physicians, 
limited numbers of MSW/PH personnel, traditional healers, private 
religious hospitals and clinics am pharmacies. Physicians, charac­
teristica11y, move in and out of the project area, often for no more 
than their one-year govemrrent social service obligation. Wi.th limited 
diagnostic equipment or facilities, rural physicians generally rely on 
enpirica1 knowledge and synptCJl'latic diagnoses, and prescribe rredicines 
which mayor may not be effective. Ministry of Health facilities pro­
vide sare services, but are usually understaffed and undersupplied. 

* Ministry of Planning and Coordination projection based on 1976 census. 
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HCMever, MSW/pH malaria, yellow fever and tuberculosis control programs 
are nore successful. The region is serviced by several clinics arrl 
hospitals run by religious orders. Owing to the perceived dedication 
of the staff, reasonably reliable service, and adequate supplies of 
nedicines, these health outlets have been well received by local resi­
dents. 

3. Beneficial)' Description 

The project will incluie the direct Participation of 
approximately 37,000 persons. These beneficiaries are made up of two 
distinct groups, rural famers (about 15,000) living in the areas 
influenced by the San Juliffi1 and Minems cooperatives, and poor semi­
urban dwellers (approximately 22,000) residing in the marginal neigh­
borhocds surrounding the city of Santa Cruz and serviced by the La 
rvErced Cooperative. 

a) Rural Beneficiaries 

V~rtually all of the residents in the Mineros and San 
Juliffi1 areas are migrants fram other regions of Bolivia. The large 
majority, 90 percent, carre fram the neighboring highland Depart::nents 
of Potosf and ChtX,IUisaca and the upper valley area of the Departnent 
of Cochabamba. This migration began durin::J the 1952 Agrarian Refonn 
and has gradually gathered rrarentum with the largest number of people 
arriving in the last 10-year period. 

At the level of the individual family, the migration 
takes place in stag:ls. Typically, the husband will make the nove first 
in search of a hatestead. Once the harestead is established, the husband 
is joined by the remainder of the family and the process begins of clear­
ing and preparing the larrl for planting. At the outset, the families 
rarely abandon their holdings in their native ccmnunities. Therefore, 
a second process of pericx:1ic migration, to and fran the colonization 
area, begins coinciding with respective periods of planting and harvest­
ing in the highlands and lowlarrls. For Safe families, the seasonal 
migration to and from the highlands continues indefinitely. For others, 
it ceases only when they are assured that the lowland holding is capable 
of providing sufficient econanic support. Still others find lowland 
fanning to be non-viable am, .after a period of tine, nove on to a new 
area. 

The constant novemant of significant portions of the 
population contributes to an extrerrely unstable social structure in both 
areas. The basic social and economic unit is the nuclear family. This 
is the group within which social exchanges take place, psychological 
support is given and standar'l.s for prescribed and prohibited behavior 
are established. In the context of econanic activity, each ITEITber who 
is able shares the workload. The physically nore demanding tasks, such 
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as land clearing and land preparation, are carried out by the adult males. 
Warren assist with the field work and undertake a full carplerrent of do­
nestic chores. Older children help with field tasks and also are often 
assigned the responsibility of tending the family's livest.ock. 

Beyorrl the family, social structures are extrenely 
fragile, a fact that is attributable to the unstable nature of the popu­
lation. Social and econcmi.c relationships are characterized by flexible 
networks of individuals who tenporarily coalesce to achieve a given ob­
jective. The coalitions terrl to be arrong people fran a specific geo­
graphic area (e. g. a rural hamlet or a town) and hence have a certain 
local identity. The objectives of these coalitions are tangible, and 
their realization is anticipated within a relatively short Period. 
Exanples of such groupings are cornnittees to find support to carry out 
a civic task., such as the construction or equipping of arealth post, 
or the repair of a road, alliances arrong neighboring fcu:ners to seek 
technical assistance to solve a particular problem, arrangerrents between 
a particular gro.ver and a middlerran for the sale of produce, and rrernber­
ship in cooperative for a specific purpose (e.g. gain access to credit 
of thB use of land clearing machinery) • In all cases, the relationship 
is entered into to achieve SPecific objectivesin which the individual 
has a vested intere st. The relationships tend to be terrporary, termi­
nating when the purpose has been achieved. r-bst iIrportantly, there are 
no continuing obligations arrong the ::>arties involved. 

A slight variation from this trend is found in San 
Juli§n. Project design related field research revealed the beginning 
of a sense of cxmnunity arrong the area's re sidents . For exarrple, sare 
infonnants rrade reference to becoming permanent residents, others indi­
cated an interest in nmning for local office, and there was a general 
concern about :irrproving the quality of social services (e.g. health, 
education and roads). Collectively, these attitooes suggested an .identi­
fication with San ,Juli§n as a commmity . While the existence of such 
attitudes was in part attributable to the efforts of Bolivian and 
international professional developers, they (the attitudes) are incipient, 
and will require considerable cultivation before solidifying into a 
neanillgful base for carnnunal developrrent efforts. 

The behavior of the residents in Mineros and San Ju­
liill1 when confronted by illness is dominated by pragmatism - the closest 
source of cure at the lONest cost is the first choice. Typically, the 
treatrrent process passes through a series of stages. The first stage 
is self-treatrrEnt in the harre with readily available renEdies, traditional 
herbs and teas often brought fran native highland villages and Irodern 
items (e.g. aspirins alld other phannaceuticals) that have a wide distri­
bution in rural households. If the illness persists, the advice of a 
"neighbor" known for understanding problems of health and illness is 
sought. This is especially the case in isolated localities. The next 
stage is a visit to a phannacy to receive advice concerning possible 
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treabrent (s) as well as to purchase the appropriate :r;~es, usually 
a stronger drug. 

If the affliction continues, ~rn professional as­
sistance is sought - first a nurge and then a doctor. The physician 
is consulted only if the previous steps have not produced results. Often, 
when the process reaches this point, the illness has been critical fran 
the outset, or was a minor ai1Irent that had progressed to a serious stage 
for the lack of ti.rcely, qualified treat:rcP..nt. The decision as to which 
physician will be consulted dePends on the reputation of the physician 
with little regard to distance . or cost. 

Throughout the process, norms of m::x1esty, as they 
apply to preference for trea'brent by a Person of the sane sex, are of 
minor inportance. They do care into play in cases of gender specific 
conc1itions (pregnancy) or illnesses. Ibwever, these norms are waived 
when the condition is critical. 

In addition to this system, a special type of healer 
is sought for particular afflictions. Diseases that, in the small fann­
ers' view, fall into the category of ercotio11al or nervous disorders are 
considered to be within the area of expertise of a curandero (traditional 
health curer). Distance and cost for the consultation with the tradi­
tional curer are not inportant if the illness is jl.rlged to be sufficient­
ly serious. 

Nonnally, payrrent is made in cash, on ::L fee-for-service 
baBis when the encounter is ccnpleted. In exceptio~l cases (e.g. close 
friendship between a client and a phannacist or an expensive encounter 
such as major surgery) allowances for deferred payrrent are made. 

b) Semi-Urban Beneficiaries 

The semi-urban beneficiaries are IXX>r and ICMer middle 
class PeOPle residing in marginal neighborhoods on the Periphery of the 
city of Santa Cruz. The wide majority have lidgrated to Santa Cruz in 
the last 20 years from rural areas of Chu:jUi.saca, potos! and the Depart­
rrent of Santa Cruz. While living at the fringe of a rrodem city they 
have not carpletely adapted the values and rhythm of the urban settings. 
In mJst instances, strong ties (familiar, econanic, ideological and 
errotional) are retained with their natal villages. In effect, they are 
individuals with a stake in two distinct sectors of society (urban and 
rural), hence their semi-urban classification. 

In tenns of residence patterns, these beneficiaries 
are grouped into loosely structured neighborhoods. Similar to their 
rural colleagues, the nuclear family is the mJst inportant social 
structure. While there are sare ties of kinship arrong individual 
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households, the sense of cx:mm.mity in these neighborhocrls is extrenely 
w=ak. M:>st of the migrants continue to identify with their place of 
birth, rather than with the neigh1:x:>rhood in which they live. In general, 
social relationships are governed by the limited obligation, loose net­
work type of alliance that dominates interactions in t.l1e rural area. 

Econanic activity runs a gaITUlt of occupations fran a 
variety of tertiary service occupations (e. g. taxi drivers, darestic 
enployees, waiters) to low level blue collar jobs and small scale arti­
sans and entrepreneurs). In many instances, these quasi urhm type 
occupations are canbined with small scale fanning, and, in a1Irost all 
cases, there is nnre than one source of incare per lnusehold. Reported 
nnnthlyearnings range fran $b. 6,000 to $b. 64,000*. ~ve.:, the wide 
majority are under $b. 20,000 - a figure which cCllpares unfavorabJ.y with 
the $b. 17,500 nnnthly minimum wage. 

The practices that the semi-urban dweller uses for 
procuring health services is slightly. different fran that of his rural 
counterpart. If self-t..reat::rrent does not produce a cure, there is a 
tendency to go directly to a physician. Urrloubtedly , living in an ur.ban 
setting with an increased awareness of :rrodem rredicine and a relatively 
greater availability of physicians are key contributing factors to this 
trend. HCMever, regardless of the type cf health provider selected, the 
main criterion for chJOsing rredical services is based on previous experi­
ence with or referral to a health worker who has been effective. The sex 
and the category (e.g. physician, nurse, curandero) of the health provider 
are secor.dary factors in the selection process. Ability to cure is judged 
as critical. 

The preferred payrrent system for health care is iden­
tical to that of the rural sector, Le. Fee -for-services when the health 
encounter occurs. M:>reover, there is a preference for health services 
which offer a crnplete package in one location, and the aVailability of 
pharmaceuticals is vie\'Bl as essential to any primary care system. 

c) other Health .Activities in the Santa cruz Region 

The catholic Churchsupports several tyPes of health 
programs in the DePart::rrent of Santa Cruz: 13 dispensaries, 5 health posts, 
9 hospitals and one prom::>ter training program. M:>st of the facilities 
are owned by the Ministry of Health, but nuns or priests act as adminis­
trators and, in srne cases, provide clinical and/or supervisory services. 
Salaries of Bolivian clinical staff are paid by the Gover.l1I'rY:mt and oc­
casionally, hospital feeding costs may also be covered by SPeCial agree­
rrents with the GOB. Limited supplies and equiprent for these facilities 
are usually secured through donations or, in the case of hospitals, revenues 

* $b. 196 = US$ 1 
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generated fram fees-for-services. Although the Church traditionally has 
been successful in obtaining an adequate supply of rredi.cines at reason­
able rates, ~ current eronanic crisis is seriously threatening its 
ability to continue to do so. 

The M:mnonite central camu.ttee (MX), a u.s. Private 
Voluntary organization (PVO), under an agreenent with the MSW/PH, works 
in the provinces of Ibaiiez, Warnes, Sara and Ichilo in ~ Depa.rt::rrent of 
Santa Cruz. Currently, they have 12-15 health workers who concentrate 
their efforts on camumity education, nutrition, praroter training and 
sarre preventive nedicine. It is exPeCted that the MX will Participate 
with the project by providing technical assistance and training of health 
personnel. 

In the City of Santa Cruz, the Canadian Baptists 
operate an eight-bed hospital, staffed by a physician, a graduate nurse, 
five auxiliary nurses and one public health nurF~. The Canadian Baptist 
Church and the canadian International Developrrent Agency (CIDA) provide 
funds for the health activities in Bolivia. The canadian Baptists have 
agreerrents with ~ Ministry of Health at ~ national and regional level. 

Currently in the San Juli~ colonization area, Sate 
nurses and prc:m::>ters trained by the A.1.D. -financed Consolidation of 
Colonization project (FIDES) are working in markeshift health posts at 
the ccmnunity level. The FIDES project will tenni.nabe prior to the 
beginning of this proposed effort, leaving the!:e health personnel Wl.i:"h 
no support for their activities. It is anticipated that rote of the FIDES 
health delivery personnel will be incorporated into this project. 

d) Conformity with COSS 

The USAID/Bolivia long-tenn strategy supports the funda­
rental goal of praroting econanic grCMth with equity to achieve an im­
proved starrlard of living for Bolivia's poor. The strategy represents 
a significant change in direction fran A. 1.0. 's previous nationwide 
approach to a nore focused effort designed to accelerate socio-econanic 
grCMth and developrrent in a specific geographic region - the La Paz­
Cochabarnba-Santa Cruz Corridor. The Corridor was selected for program 
roncentration, to a large extent, because of its growth potential, which, 
carpared to the other regions of Bolivia, can be nore easily developed 
due to the existence of a nascent marketing and infrastructure base, as 
well as other favorable developrrent factors (e.g. available land and 
water resources, adequate soils and climate, and a skilled and relatively 
progressive labor force). The!:e factors offer pranising investrrent 0p­

portunities to the private sector, a principal focus of USAID/Bolivia's 
long-term strategy for the Period FY 1984-1988. In sum, the population 
of the Corridor is nost able to take advantage of financial and tech­
nical assistance to nove toward irrproving agricultural practices and toward 
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creating and strenthening small agribusiness, which in turn, will stimu­
late new demand for agricultural products and increased enploynent. 

In order to succeed, USAID/Balivia's long-tem strate­
gy "mich errphasizes agro-induso:y, marketing services and export praro­
tion, must rely upon an increased level of fann productivity and produc­
tion. In this context, too Self-Financing Primary Health Care Project 
ailns at iItproving the health of agricultural and semi-urban workers in 
order to increase the annual number of productive work days and product­
ivity by establishing self-financing primary health care systems in 
three COOPeratives in the Depart:Irent of Santa Cruz. The project supports 
the A. loD. Health Policy PaPer's emphasis on delivering a discrete set 
of effecti,,-€: prim.ary health interventions, developing private logistics 
and distribution nechanisrns as alternatives to non-existent or inefficie..nt 
public sector channels, and on encouraging private contributions for health 
services in the fom of fee-for-service and CQq)erative o.aym::mts. The 
project also supports the Agency's Recurrent Costs Policy by assisting 
the GOB to reduce the recurrent cost burden related to the delivery of 
primary health care services. This is Particularly relevant given the 
MSW/PH's inability to cover operating costs other than salaries, such as 
rreclicinal supplies, equiprrent, maintenance and operation costs. The de­
s.ign of the project, therefore, makes use of three main concepts: (1) 
enphasis on primary health care delivery, where the focus will be on 
preventive services and too use of carmClI1ity based health workers suPer­
vised by a professional staff, (2) minimum new infrastructure require­
rrents t where the infrastructure to be constructed for diagnostic services 
(e.g. labor.::ltory facilities) will be limited, and make max.irm.Im use of 
existing facilities and institutions, and (3) self-help rrechanisms, 
where health services to be offered must be fully integrated into the 
sponsoring cooperat.ives, address lll2jor health problems faced by cooper­
ative nembers, and financed by the ~...rrbership. The use of thesE concepts 
will requjre that the three COOPerative health programs deal initially 
with the rrost basic services and that they be expanded over tirre in pro­
!?ortion to the cooperatives' ability to finance rrore extensive services. 
Based on the lessons learned fran initial llIplenentation, USAID/Balivia I s 
long-tem strategy conterrplates the rep lication of the self-financing 
primary health care delivery systems in the Depart:Irents of La Paz, Co­
chabamba and Santa Cruz during the FY 1985-1987 Period. Working prima­
rily through private institutions, the integrated approach of the initial 
FY 1983 Self-Financing Primary Health Care Project will be inplenented 
through a foll(M-on FY 1985 Private Sector Health Care System Project. 

In accordance with the Mission CDSS, this project will 
contribute to enlarging the role of the private sector in the iItprovenent 
of the health status of the semi-urban and rural population in the project 
area. In addition, given the ilTportance of the self-financing aSPect of 
the project for future replication in the Corridor, the A. loD./'N centrally 
administered Primary Health care Operations Re rearch (PRICOR) Project 
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plans to fund the National Federation of Savings and !.Dan Cooperatives 
(FENACRE) to research the feasibility of the self-financing hypothesis 
of this project. Through this nechanism, FENACRE will receive technical 
assistance fran re rearch and evaluation advisors. 
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III. PEOJECr RATlOOALE, GJAL, PURPOSE, STRATEGY 

A. Rationale 

As described in section II, A, 2, the health status of the 
Bolivian rural and semi-urban poor, incltrling those people living in 
the target area, is arrong the worst in Latin ArcErica. A major contribu­
ting factor to this situation is that these segrrents of the population 
have extrerrely limitc.>d access to health care services. Traditionally, 
the MSW/pH has had the responsibility to provide such services. lvbre­
over, the Ministry, in theory at least, is structurally organized to 
irrplerrent prilnary health care prograrrs. H~ver, a series of factors 
(e.g. an internal bias tCMard curative rredicine, concentration of re­
sources in urban areas and a chronic shortage of funds) has inhibited 
the MSW/pH fran effectively carrying out its responsibility. A clear 
exarrple of the Ministry's limitations was evidenced in the recently 
coopleted lvbntero (Santa Cruz) Rural Health project financed. by USAID. 
The purpose of this effort was to develop and inplerrent a law-cost health 
delivery system. Despite significant technical assistance inputs, the 
project enjoyed only limited success. MJreover, throughout its irrple­
rrentation, the MSW/PH derconstrated that: (1) it lacked the capacity to 
implement the project once A.I.D. financing terminated, (2) it was 
unable to rreet recurring financial costs and (3) it was unable to make the 
necessary administrative changes to irrplerrent such a program success­
fully (e.g. delegation of authority to the field - especially with 
regard to personnel decisions, provision of incentives for rural service, 
provision of adequate supervision and continuing educatioo programs, and 
the installation and maintenance 0 f adequate logistics). 

In sum, the MJntero experience clearly derconstrated that, 
without major administrative changes and dramatic increases in funds, 
the MSW/pH Cill1I1ot and will not establish the required support systems 
that will pennit the delivery of health services to rural and marginal 
urban populations with any degree of continuity. 

While the MSW/PH health facilities are addressing less than 
10 percent of the actual curative and preventive health needs of rural 
and semi-urban people, this segrrent of the population has derronstrated 
a disposition to make substantial expenditures to obtain health services 
- usually fran the private sector in the form of rural pharmacies. A 
survey, conducted in 1977, under the MJntero project, indicated that 
health expenditures for the average rural family rrenber approximated 
$ 55.00 per annum - a sum representing alrrost 20 percent of the rural 
family's yearly incare. lvbreover, of the $ 55.00 per capita expenditure, 
25.9 percent and 29.7 percent, respectively, were utilized for the princi­
pal illness categories affecting the target population - gastrointestinal 
and respiratory diseases. 
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Given the high cost of health services and the limited resources 
for public sector rural health programs and tre fact that the rural popula­
tion has derronstrated a willingness to make significant expenditures fran 
private sources, there is a clear opporttmity and need to establish 
private sector h=alth delivery systems to serve the rural and semi-urban 
populations. 

B. Goal 

The goal of tre project is to inprove the health status and, 
thereby, the productivity of rural and semi-urban agricultural 
workers and their families. SPecifically, the project will attenpt to 
reduce infant and early childhood (age 1-4 years) rrortality rates, as 
~ll as reduce school-age (5-14 years) and adult llO:rbidity levels. 

c. Purpose 

r.r.re purpose of the project is to establish a pilot self-financing 
primary health care delivery system to service target populations located 
in geographic areas influ=nced by three existing cooperatives - Mineros, 
San Julian and Ia r-Erced. In addition, the project will develop and test 
a managem:mt support unit reSPOnsible for carrying out project activities 
that can be adopted and used by other institutions for replication of the 
self-financing primary health care systems. 

The achieverrent of tre project purpose is dependent upon a 
series of assUITptions. The IlOst inportant of these is the willingness 
and capability of the project beneficiaries to pay for the services that 
will be provided. Critical ancillary assunptions include: (1) that suf­
ficient technical expertise will be available to adequately staff arrl inple­
rrent the project, (2) that an institutional fr~rk (e.g. cooperatives) 
exists for accessing beneficiaries, and (3) that the MSW/PH will not 
interfere at a political level to hinder tirrely, efficient inplem:mtation. 

D. Strategy 

Realization of the purpose is based on a strategy through which 
the health services prOVided by the system will be paid for by the re­
cipients. The system, m:x1eled on prilrary health care strategies develoPed 
over the past two decades, will be a hierarchical arran~t of three 
related tiers (levels I, II and III) of h=alth service outlets. Each 
stage will provide a combination of curative and preventive rreasures de­
signed to address, with enhanced degrees of sophistication, the rrost 
critical health problems of the beneficiary groups. Patients, whose 
conditions cannot be adequately treated at a l~ level, will be re­
ferred to the next stage of the hierarchy. 
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In line with the self-financing strategy, the various levels of 
health care will be treated as cost centers capable of generating inCate 
to offset incurred expenses. Fees charged for preventive interventions 
will not cover their cost. The expense of such services will be net 
through other incrne prooU:::ing elenents (e.g. curative treat:rcent am sale 
of nedications). Curative services at each level will be divided into 
discrete treat::rrent packages, each having a fixed cost. Far exanple, the 
price of an injection may be set at $ .25, a consultation with a doctor 
at $1.00 and carplete maternity care service at $5.00. Further­
rrore, each level of services will receive incore fran ct:her sources 
incltrling cooperative nembership fees, non-co-oF trernber surcharges and 
subsidies from cooperatives. The objective will be to structure the 
source of incc:xre so that the service delivery units will be self-supporting, 
(capaLle of rreeting all supporting costs incltrling a margin for inflation) 
shortly after being incorporated into the project. The prices for each 
type of service as well as fee schedules for cooperative rrembers and non­
rrerrrers l.,lill be determined by the MSU, in collaboration with delivery 
system personnel, early during project i.nplerrentation. The guidelines 
to be used in determining costs will be beneficiary a~fordability and the 
fi:mncial requirerrents to sustain the system. 

A financial condition of the project requires that infusions of 
A. I.D. and Title III resources must be catplerrented by funds generated by 
the system to cover further operating costs, or, in the case of a::rmodities, 
set aside rroney to replace the equiprrent after its depreciation. Under 
this arrangerrent, start-up contributions becare liabilities to the health 
program that must be addressed to assure its continuity and growth. A 
corrplete description of the financing arrangerrents that will be used to 
achieve self-sufficiency are found in Section IV., D. 

The project strategy also relies heavily on the private sector 
to achieve successful i.nplenentation. The administrative structures of 
the La ~rced, Mineros and san Juli~ cooperatives will be the main 
vehicles for gaining access to the beneficiary population. The nerger 
of health services with existing integrated (llU.l1ti-service) cooperatives 
;.s advantageous in that: (l)co-ops are investor owned and represent an 
acceptable fonn to Bolivians of capital formation, particularly where 
social programs are involved, (2) cooperatives, as private institutions, 
offer flexibility in program design, staffing, :iJTplerrentation and financing, 
and (3) the pcrrticipating cooperati.ves are already praroting other activi­
ties (e.g. provision of ION cost pharmaceuticals, referral of patients) 
canplenentary to a carrprehem;ive health program. 

Each cooperative will assign a health service coordinator to 
assist in praroting the health program arrong the organizations' rrember­
ships, as well as to assure that the health needs of the participants 
are expressed to the managers of the program. Fully affiliated co-or. 
members will have a choice be~en two paymmt plans. Option one will 
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penni.t the member to make advance deposits toward the costs of future 
services. The intere~t payrrent on such advance deposits will serve to 
reduce the cost of hea .!.th services. Option two will function on a fee­
for-service basis am entail a 15 percent reduction below the market 
price for malth care and ne:1icines. The options will be flexible (e.g. 
schedule paym:mts to coincide with harvest season in rural areas) and 
will be adapted to lcxal cirClmlStances. 

As a carplerrent to the two participation/paym:mt options des­
cribed above, a third alternative will be available, narrely participa­
tion without cooperative affiliation. If they so choose, private indi­
viduals may subscribe to the services of the system; however, they will 
be required to pay the full cost reflecting the fact that they are not 
routinely contributing to the maintenance of the system. It is antici­
pated that non-~: surcharges will be a significant factor at level 
III (health clinic). TheEe facilities will be placed at sites, market 
towns and natural confluence points in semi-urban areas, where the size 
of the transient population will be relatively high. In sum, it is ex­
pected that the three alternative fonns of participation, in canbination 
with the reliable deliveJ:y of quality health services, will enable the 
project to capture a significant share of the current health experrlitures 
of the target population. 

The second elerrent of the strategy's private sector base will 
be the establishrrE.r.t of the Managerrent SUpport Unit. This Unit will assurre 
ov&all administrative responsibility for the project (see Secticn IV.B. 
for details). After an initial infusion of project funds to COlTer start 
up costs,. the Unit will be financed carpletely with funds generated through 
the provision of health services. 

E. End of Project Status 

With regard to each of the major CCITpOnents, the following 
abj(;ctives will be achieved by the end of the project. 

1. Health Delivery System 

A pilot, carprehensive self-financing primary :tv=alth care 
delivery system, consisting of three graduated levels (levels I, II and 
III) will be fully staffed, equipped arrl functioning. This system will 
prOVide services for approximately 37,000 people. ~ services will be 
rrore economical and qualitatively iroproved over those currently available. 
r-Dreover, the services will contribute to inproved health and, by extension, 
greater productivity of the target population. 

2. Managerrent Support Unit_ 

A managerrent support unit caPable of administering all 
aspects of the delivery system, and cClTpletely financed by flmds generated 
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through the provision of malth services will fully staffed, equipped 
and functioning. At tm em of the project, an active decision will 
be made as to whether the managercent support unit \Ifill continue under the 
tutelage of La ~rced or becares an independent enti.ty. 
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IV. PROJOCT DESCRIPTION 

The proj(;ct consists of two major cCllp:ments: (1) develq:m:mt of 
a primary health care delivery system and (2) creation of a managerrent 
support unit to buttress t.te delivery system and coordinate the provi­
sion of services. This section contains a description of each of the 
catpOnents and their relationship to an overall iITplerrentation strategy. 
These descriptions are follCM:!d by an elaboration of the financial arrange­
rrents that will govern the funding of the various activities. 

A. Health Delivery System 

1. Background 

As noted previously, the deliVery system to be installed 
will be a three-tiered hierarchical arrangement offering progressively 
rrore CClIlprehensive packages of preventive an::1 curative health services. 
In essence, t.te system does not differ markedly fran tiE MSW/PH rrodel 
for the provision of health care services developed t.mder the USAID/ 
Boliv~a supported r-bntero Health Project (see Figure 3). As described 
above, a series of problems, including severe financial constraints, 
have reSllted in Ministry concentration of its resources at levels IV to 
VI. Attention to levels II and III is minimal and practically non­
existent a level I. 'I1"e scarcity of operating funds, even at levels IV 
to VI, and the current econanic crisis suggest that it will be sare tiIre 
before general tax revenues can conceivably finance significant popula­
tion coverage at lCMer health service levels. This project, therefore, 
focuses on the lCMer three levels and will install a delivery system 
that will provide quality health care services to rural and semi-urban 
populations, while· simultaneously· developing a"'revenue generating.' package 
that will cover all recurring costs, including supervision and equiprent 
r.taintenance and arrortization. 

2. Level I 

There will be 149 level I outlets in the project. Clinical 
services at this level will be the least sophisticated offered by the 
system. Enphasis will be prarotion on the enviroI1l'OOI1tal sanitation l.iractices 
and elerrental treatnent and surveillance of diseases and injuries. Health 
and nutrition education will be basic ccrrponents supported by pregnancy 
screening for high risk cases and child growth rronitoring. A standard 
package of impunizations will be made available to beneficiaries on a 
sc'Eduled basis. Essential rredicines will be in constant supply in 
course of th~apy packaging for such CCIlIlDn, yet life-threatening, condi­
tions as dehydration· and pneurronia, as well as for intestinal Parasites. 
Prenatal vitamin and iron suppleroonts will also be incltrled as standard 
inventory items. 
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FIGURE 3
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level I will be staffed by two part-ti.Ire praroters selected 
fran arrong the recipient group that they will serve. Each praroter team 
will consist of one male and one female in order to coincide with social 
norms of m::rlesty arrong the beneficiaries, which indicate a preference for 
health ~ces to be administered by a person of the sane sex. The 
praroters will operate fran their own hares or fram facilities provided 
hi the participant group and will secure carpensation for their efforts 
fran the beneficiaries they service. While the aITOtmt of payrrent will 
vary fran one area to another, it is estimated that the average cc:rrpensa­
tion to praroters will be $10 per IlDnth, generally provided through can­
missions charged for the provision of services and nedicines. 

In addition to carrying out preventive and curative 
services, the level I praroters will undertake certain data gathering 
tasks. These assignnents will inc1t:rle keeping logs of preventive efforts 
(e.g. educational talks and m=et.i.Ilgs with beneficiaries, sanitaticn work) 
and curative interventions (e.g. diseases encotmtered, drugs administered 
and referr.:l1s). The maintenance of financia1,'immmization and child growth 
records, as well as the preparation of reports on camnmicab1e diseases, 
will also be a Part of their duties. Finally, the praroters will be 
responsible for keeping adequate stocks of nedicines and accounting for 
their use. 
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Training to enable the praroters to carry out their assign­
m:mts will l:e furnished by the MSU. The training will be pragmatic and 
task oriented and will cover such topics as camumity organization, pre­
vention and treat::rrent of the Irost ccmron rredical corrlitions (enteric and 
respiratory diseases) affecting the target populations and maternal-child 
~alth car~ (Se8 Annex J ) for further details on prorroter training). 

The praroters will receive technical SUferVision fran 
auxiliary nurses working at level II outlets. The nurses will provide 
backstopping on a scheduled basis as well as Ironitor overall job per­
formance. Administratively, the prorroters will be responsible to Health 
Conmittees organized Within each group of recipients. The Ccmnittees will 
Ironitor the prorcoters I revenoo collections, generated fran the sale of 
nedicines and fees-for-service charges, and supervise the use of resources 
furnished by th::! MSU. 

3. level II - Health Posts 

There will be 23 level II outlets - health posts - incltrled 
in the project. At this level, the enphasis will shift slightly fran the 
basic prarotion, treatrcEnt and surveillance to the managerrent and treat­
rent of patients referred fran level I. With regard to preventive inter­
ventions, in addition to offering those available at level I, health posts 
will have the capability, for exanple, of confirming the diagnosis of high 
risk pregnancies and the seriousness of child malnutrition made at level 
I and recamending appropriate treat:Irent, coordinating the care of 'I'B 
patients referred by the prarroters, coordinating distribution of malaria 
prophylaxis and conducting blcx:rl pressure and urine protein examination. 
In the cont.ext of curative nedicll1e, the services available at the ~alth 

posts will include: (1) treatrcEnt of energencies involving trauma (e.g. 
stop severe bleeding, i.mrobilization of fractures, treat:rrent of burns 
and poisonings) , (2) handling of rredical enErgencies (e.g. initiation 
of intravenous therapy in cases of severe dehydration, initiation of 
treat:rrent for astluna and pneurronia), and (3) treat:rrent of minor ill­
nesses such as tonsilitis, Parasitosis, skin infections, gastritis arrl 
other diseases. Additionally, the health posts will have a formulary 
of about 35 basic, course-of-therapy, nedications and function as a 
pharmaceutical resupply center for the level I outlets. 

level II outlets will be housed in basic 2-roan health 
post structures provided through the Participating coopp..ratives. The 
outlets will include basic office furniture for t.te staff and a steck 
room, as well as nedical equir;xrent, such as that contained in the United 
Nations Children I s Funu (tJNICEF) "M:l!-A-eENTRE-EQUIPT" basic kit (e.g. 
scales, stethoscope, cathet.P..r, syringes, forceps). * In addition, each 
health post will have a refrige.r:ator for the storage of vaccines and 
serre drugs. All of these items will be procured with project furrls. 

* A carplete list of items included in the kit is fouril in Armex H. 
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Each level II facility will be staffed by one Auxiliary I 
nurse and one Auxiliary II nurse recruited and paid by ~ MSU*: Both 
will be ful1-t.i.nE project enployees with salaries (e 9::iroated at $75 per 
IIDnth for Auxiliary I and $90 per rronth for Auxiliary II). The Auxiliary 
I nurse will be responsible for managing the health post, including the 
provision of the offered services. The Auxiliary II nurse will assist 
with the provision of services and supervise the level I praroters. 

Although it is anticipated that the auxiliary nurses, as 
a selection qualification,will have the technical training required to 
execute their assignrrents, they will receive additional preparaticn under 
tiE project. This training will include personnel supervision, rnanagenent 
of health post information and financial systems, ccmnuni.ty relations, 
and the logistics of drug distribution nebJorks. The MSU will be responsi­
b1e for the training, design and iJTp1errentation of the training. 

4. level III - Health Clinics 

The level III facilities fonn the apex of ~ primary health 
delivery system, providing the rrost S];"_'Cialized services offered under 
the project. The~e will be six such clinics 2stablished: 3 in Santa 
cruz, 2 in San Julian and 1 in Mineros. Their principal function will 
be to serve as referral points for cases which cannot be adequately 
diagnosed and treated at levels I and II. The clinics will have the 
capability of providing the entire range of serviCES available at the 
1CM:!r levels, while simultaneously assuming a larger supervisory role, 
eSPeCially with regard to the sanitation and maternal and child health 
programs of level I and II outlets. The clinics will offer a full gamut 
of prjrrary care activities to which prcrroters and auxiliary nurses can 
refer patients. These services will include: (1) treat:rrent of all ill­
nesses requiring either definitive care at the clinic or arranging for 
referral to a Level IV - V facility, (2) availability of a supply of 
pharmaceuticals adequate for either providing definitive care or initi­
ating treat:Irent in cases that require referral to a higher level of at­
tention, (3) rnanagerrent of high-risk deliveries, and (4) provision of 
basic laboratory services. level III clinics will also assune a larger 
supervisory role, especially with regard to the Srmitation and maternal 
and child health programs. 

level III clinics will be staffed by a ful1-tiIre physician, 
a technical nur.se, two auxiliary nurses, a lab-technician, a nurse-midwife, 
a sanitarian and a clerk/record keeper. The physicians will prOVide cura­
tive care for patients whose conditions require skills beyond those of the 

* An Auxiliary I nurse has corrp1eted primary school and a basic nurses 
training program. An Auxiliary II nurse has carpleted a nurse super­
visor I s training course in addition to the above qualifications. 
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nurses, recarrrend referral to a higher rrore sophisticated level of health 
services and carry out the overall managerrent of the clinics. The phy­
sicians will be available on a pennanent basis in order to sustain the 
canprehensiveness of the care and referral system proposed in this 
project. '!'he MSU will supply a substitute physician when requiIed 
to maintain permanent coverage. 

The technical nurse will assist the physician in attend·· 
ing to patients and supervise the auxiliary nurses at the level II health 
posts within the area of coverage. In those cases wh:!re tleclinic as­
SUITeS the function of level II facility, the technical nurse will super­
vise the praroters at the affiliated Level I outlets. The two auxiliary 
nurses at the clinics will provide curative and preventive services 
similar tu that of the pranoters at Level I and the auxiliaries at Level 
II. Additionally, they will assist with in-patient care. The nurse mid­
wife will develop and inplerrent pregnancy related health education programs 
throughout the clinic's area of influence. The sanitarian's work will be 
related entirely to preventive interventions. The incumbent will spend 
the majority of his;her tine in the field, assisting praroters and aux­
iliary nurses to design and execute sanitation projects and serve as a 
link to organizations (e.g. DOCs <:eobol) which can finance larger scale 
sanitation interventions. The laboratoryteehnician will urrlertake diag­
nostic tes·ts in hematology, urinalysis, bacteriology and stool examina­
tion. He/she will also instruct health workers at all three levels in 
the proPer collection of sarrples for analysis. The clerk-record keePer 
will collect patient data and coopile the statistical infonnation on pre­
ventive and curative procedures Perforrred and incidence of c:amnmi.cable 
diseases fran all of the facilit.i._:_' within a clinics area of influence. 
Additionally, in cooperation with the technical nurse, the incumbent will 
develop and maintain a logistical system for supplying drugs and materials 
for all affiliated Level I and II outlets as well as the clinic. Finally, 
the clerk-record keeper will collect fees for the provision of services 
and medicines and manage the financial accounts of the clinic. 

The Level III clinics will be 5-6 rocm structures with 
sufficient space to muse the examination rocms, laboratory, stock-rocm 
and staff offices and accClTlllDdate 7-10 beds for patients. The buildings 
will be rented with project funds. In those cases necessary, project 
funds will also be available for doing limited remJdelling to convert 
strlx~tures into functional health clinics. A zrore ccrrplete list of 
services by level appear in Annex G . 

B. Managerrent Support Unit (MSU) 

The project will be inplerrented with La M:rrced as the Grante2 
and ac1rninistrative t.nnbrella for the Managerrent Support UNit.. While La 
M:!rced, as the Grantee, will provide a legal basis for tP.e MSU, the 
Unit will be developed in consultation with all Participating cooperatives 
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r-Dreover, it is anticipated that, the Unit may eventu5111y 
become a carpletely indeFeI"ilent econanic and legal entity separate 
fran Ia Marced. Fur purposes of classification, the MSU will be distinct 
fran Ia M=rced's current health activities. The Unit will support all 
participating oooperatives equally. 

1. Staffing 

With ~ signing of the Grant Agreerrent, La ~ced will 
participate in the formation of a project managerrent team to serve as 
the nucleus of the Managerrent Unit. This team will be carposed of a 
Health Delivery System Program Director as well as an Assistant Director, 
each for Health and Administrative Services. This team's role will be 
to define and rronitor the progress of tasks to be perforned in establish­
ing the deliVery system and detennine which of the tasks will be perforned 
directly by the r-lSU and which will be parceled out (via cmtract or direct 
delegation) to qualified entities. In addition, this team will hire ad­
ditional personnel for MSU (e.g. a health educator, a training coordi­
nator, a Participant recruitIrent coordinator, a personnel manager, an 
accountant, and a logistics coordinator) as \'.'ell as all delivery system 
personnel, except for the prcnoters. Calplete job descriptirns far key 
MSU personnel appear in Annex K. 

2. Project Managerrent 

The MSU will have overall responsibility for managing the 
project. This responsibility will be exercised through ~ Program 
Director in consultation with the Program Board of Directors (see section 
IV.B.3. for description of PBD role) and will focus on two areas critical 
for project success: (1) delivery of health services and (2) personnel 
administration, each of which will be coordinated by an assistant director. 

a) ~livery of Health services 

Urrler the direction of the Assistance Di.rector for 
Health Services, ~ primary health services to be delivered at revels 
I, II and III, incltrling referral arrangerrents to revels IV throogh VI, 
will be defined. The service delivery starrlards will be developed in 
coordination with MSW/PH and will serve as a basis for the staff re­
cruiting training, supervision cooponents of the project. 

(i) Staff Training and Orientation 

Project funds will unde.rwrite staff orientation 
and training costs for personnel in the r-lSU and all levels of the delivery 
system. At the professional levels, within both the MSU and ~ deliVery 
system, training will consist of orientation to the program's rredical/ 
aclrninistrative procedures and the philosophy of a self-financing health 
care scherre targeted at the poor. Observatio na1 training to similar 
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programs in other cOlmtries will also be offered. 

The auxiliary nurses aril technical nenbers of the 
st.aff (i.e. sanitarian, lal:oratory teclmician) will receive a carbinatiOl 
of instructional rrodules to cover program administration and basic skills 
training. To conserve limited training funds, ~ lv1SU will make every 
effort to hirt=~ project staff above ~ praroter level, who already have 
~ basic skills to Perfonn their role. 

In the case of the praIDters, a rrodular learning 
program, consisting of 10 rrodules, will be developed to provide basic 
skills training. The rrodules will include the SPecific skills required 
by the technical functions the praroters IlUlSt Perfonn (e. g. midwife, 
care of newborn) and ~ related administrative financial managerrent 
functions to be carried out in support of the project. Each rrodule 
will contain an evaluative te st to ascertain ~ cacprehension and skill 
level of the trainee. The rrodules themselves will be relatively short 
(6-8 hc'u 3) and will incltrle adequate additional practice of all required 
skills. The training will be provided as close as possible to the work 
sites of the trainees and will be prefEnted in segments, so as not to 
interfere with the main incare-producing activities (e.g. farming) of 
the praroters. 

(ii) Health Education 

In accordance with the health service to be de­
livered, realth education rrodules will be developed for prefEntation by 
the praroter or otrer project Personnel to program participants. In 
addition to traditional teaching aids (e.g. posters, flip charts) video 
and audio cassetes equiprent will be provided to facilitate learning. 

(iii) Staff SUpervision 

Under the direction of a Nurse SUpervisor, a 
supervisory system will be established. The system will serve as a 
"quality control" check on the services being provided at the dif­
ferent levels of the program. The Nurse Supervisor 
at level III will review the perfarmanre of the level II auxiliary nurse 
in tum will oversee the Performance of ~ praroters. The supervisory 
network will crnpleue'1t the mana~nt infonnation system in the col­
lection of project rronitoring data. 

b) Administration 

The Assistant Director for Administrative will be 
responsible for the design, :i.n1?lem=ntation and rronitoring of the admi­
nistrative support functions needed for the tirrely delivery of quality 
primary realth care. There functions incltrle Personnel managerrent, 
financial managerrent, operations re s:xrrch and general services. 
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(i)	 Personnel ManageI!E!lt 

'!he personnel managerrent ftmction will consist of 
developing and .i.nplenenting the nonns and procedures for defining the 
relationship bet:Y;een tl'e errployees and the system. These llOnns and pro­
cedures will deal with such matters as job descriptions, selection cri ­
teria, salary scales, ~rking hours, incentive packages, prarotion 
star..dards and the reporting/supervisory system. '!hey will apply to all 
program personnel, although the Level I praroters, because th:!y will be 
selected and administratively supervised by beneficiary ~alth Ccmnittees, 
will be affected by them in a limited way. 

(ii)	 Financial Managerrent 

MSU's responsibility concerning financial manage­
11'Ent will be to design and install two seParate accounting systems which 
track the funds provided by tiE grant as well as those generated by the 
program. The first system will confonn to procedures errployed by USAID/B 
and, hence, will require direct Mission participation in its formulation. 
The second system will be designed to denonstrate the anticipated financial 
self-sufficiency of the pilot initiative, assuring that project generated 
funds are channeled back into the system. As a ITEans of establishing 
control procedures for the second accounting system, A.I.D. will prOVide 
the MSU financial managenent section with fonns which detail project 
revenue generations by source and planned useage. Back-up accounting 
information will also be required fran the MSU which docurrents the purchase 
and delivery of all materials utilized under the project. 

(iii)	 Operations Research and Managerrent Information 
System 

The operations research function will consist of 
the data collection and analysis to be carried out by FENACRE,assisted 
by an A.I.D. centrally funded grant to PRICOR, and the Managerrent Infor­
mation System (MIS) established within the MSU. '!he forrrer will consist 
of primary data ~ollection through the use of semple surveys on health 
status am economic matters of beneficiaries. Included anong the data 
gatffired will be family deIrographics (size, cal1?Osition ages) family 
economic conditions (source of incare, errployrrent, health expenses) , 
family health status (current and past illness episcxles, recent adult 
and infant mortality) and current utilization of health services (types 
of providers used for different sorts of iJ messes, frequency and cost 
of consultation). The first sarrple will be taken early in project inple­
rrentation (before ~ delivery of health services begins) and every six 
months thereafter. '!his approach will provide baseline data against 
which to 11'Easure progress and execute mid"'"COur~ corrections in project 
design. In addition, the initial sarrple will assist the MSU to refine 
trial service packages and establish realistic costs for services. 
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The MIS will be conposed of service logs, financial 
records, supervisory reports and service delivery reports. It will be the 
principal rreans for determining achievement of end-of-project status indi­
cators. In addition, it will, on a continual basis, provide project staff 
with information essential for rreasuring the operational effectiveness 
of the delivery system. For exarcple, at level I, recorded information 
will incltrle nanes and numbers of Persons enrolled in the program, status 
of participants' payrrents, patient encounters and serVice utilization 
rates, types of identified health problems, kinds of drugs and number of 
units sold, incare generated fran drug sales and fee-for-service data. 
The project will make use of micro carputers, available through La M3rced, 
for processing information dealing with project finances, as well as report­
ing information to FENACRE for evaluating the financial feasibility of the 
project. 

(iv) General Services Function 

The general services f Lmction will deal wi.th a 
variety of activities including ccmrodity procurerrent, ccmmmications 
and t-:oansportation, and naintenance of facilities and equipnent. Con­
cerning ccmrodity procurenent, the MSU will nanage the acquisition of 
all equiprent, supplies and pharmaceuticals, giVing special attention 
to drug packaging, distribution and storage. M:rli.cation forrm.l1aries 
for levels I-III, using standardized, course-of-therapy packages, will 
be develOPed, as will preventive naintenance schedules for project 
equiprent (e.g. laboratory and office furniture, vehicles). 

Reliable ccmrn.mi.cations are essential to rreet­
ing the objectives of the project. In conformance with the geographic 
conditions of specific target areas, trail bikes and bicycles will be 
procured for transportation within each service delivery area. The 
COOPeratives will supplerrent these- m::>des of transportation with vehicle!s 
already CMI1ed by them. At the MSU level, t\'JO stretch jeep type vehicles 
will be purchased as well as six m::>torcycles for use by the project's 
health rrentJership recruitJrent coordinators. A o..u-way radio ne~rk 

will be established be~.the MSU in Santa Cruz and all rural level 
III facilities and rural level II facilities. Finally, the project 
will experi.rrent with a c:1e-way radio system between the rural level II 
posts and Sate extrenely isolated level I outlets. 

3. Organizational Linkages 

As rrentioned above, administratively, the MSU will be 
housed within the La M3rced Coc:perative. USAID/Bolivia will enter into 
a Cooperative Agreerrent with the La M3rced through which the Cooper­
ative will be required to establish the MSU. The unit will operate under 
the legal auspices of La M3rced' s Board of Director the Cooperative's 
President and the Project' s l-~Vl.~-:;ory Board. The Co-op' s Board of Di­
rectors and adrninistrative staff "f/ill be responsible for assuring that 
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the tenns of the Agreerrent are net and that the project i.nplerrentation 
schedule is maintained. The Board, through a health ccmni.ttee that will 
be established to oversee the operation of the project, will be re­
sponsible for hiring key MSU personnel, approving the types of services 
to be offered and the fee schedules for rredications and the provision 
of services. It will also approve proc'UreITEI1t plans and contracts 
entered into by the MSU. 

A second body, an .Advisory Board of the participating 
coope.ratives and USAID representatives, will be established to assure 
the participation of all interested organizations in the general i.nple­
rrentation of the project and to rronitor the progress of the MSU. The 
Unit will be required to consult peric:rlically, at a mi.nimum quarterly, 
wi.th the .Advisory Board on matters related to progress of project inple­
rrentation, types of services to be offered by geographic regions and 
propos8d fee schedules and nethods of paYIlEnt. In addition, the Ad­
visory Board will be involved in evaluating the perfonuance of project 
staff in the field. 

The final organization that will play a role in project 
inplerrentation is a Carmi.ttee of Voluntary .Advisers that will be eatpOsed 
of Bolivian and international health professionals residing in the country. 
Carrnittee nerrbership will incltrle representatives fran Project Concern, 
USAID/Bolivia, UNDP, the Andean Health Project, the Regional Office of 
the MS1\1jPH, etc. The group will gather quarterly, and the neetings will 
serve as a forum to exchange expeiences and ideas concerning project 
inplenentation. 

Figure 4 below is a diagrarratic preS9I1tation of the organiza­
tions involveG in the ac1ministration of the project. 
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C. Implementation Strategy 

1. Phasing 

Ideally. the complete health care delivery system, supported 
by the MSU, would be installed simultaneously within each of the three 
geographi.:: areas influenced by the participating oooperatives. However , 
administrative constraints (for example, the MSU must be created, person­
nel must be recruited and trained) preclude such an appr':"lach. Therefore, 
the implerrentation strategy that will be used is one of phasing, according 
to 'Vlhich parts of the system will be put in place in successive t:inE 
periods. 

'Ihe first phase will last six rronths and begin with the 
signing of the Cooperative Agreement. It will be dedicated principally 
to the establishment of the MSU. During the period, key personnel of the 
Unit's Health Services and Administration Divisions will be hired, con~s 

will be let for the development of training modules and initial procurements 
of drugs and other ccmrodities will be made. The operations research, 
general services and other support functions will also be established. 

Phases two, three and four will be identical. They will each 
last for a six-m::mth period and be devoted to the installation of the de­
livery system. In each six-month period the strategy to be used to put the 
system in place will be to install moduals of the complete system (i.e. 
Level III clinics with affiliated Level II posts and Level I outlets) in 
sub-regions of each of the areas covered by the three participating 
cooperatives. For example, in phase two, when the first set of :rrx::x:lules 
a:xres on line, one Level III clinic will be located in each La Merced 
(Santa cruz), San Juli~ and Mineros. Each clinic will have a corresponding 
set of Level II and Level I outlets. The process will be repeated in phases 
three and four until complete geographic coverage is achieved. Figure 5 
below illustrates the chronological and geographical installation of health 
outlets. 
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FIGURE 5 

INSTALIATlOO OF THE DELIVERY SYSTEM 

Phase 1 Fonnation of the MSU 

La. M=roed San Juli§n Mi.neros 

Phase 2 1 !.evel III 
4 !.evel II 

24 !.evel I 

1 !.evel III 
4 !.evel II 

19 !.evel I 

1 !.evel III 
1 !.evel II 
7 !.evel I 

Phase 3 1 !.evel III 1 !.evel III o !.evel III 
4 !.evel II 2 !.evel II 1 !.evel II 

24 !.evel I 19 !.evel I 7 !.evel I 

Phare 4 1 !.evel III o !.evel III o !.evel III 
4 !.evel II 2 !.evel II 1 !.evel II 

24 !.evel I 12 !.evel I 7 !.evel I 

As a part of tre phased activation of health outlets, the 
recruit:Irent, training and placerrent of delivery system peroonnel will also 
tcke place in stages. For ex.anple, to install initial set of nodules, the 
MSU will recruit, train and assign sufficient numbers of all types of Person­
nel (pronoters, auxiliary nurses, technical nurses, laboratory technicians) 
to operate the facilities. ~ sane procedures will be followed in phases 
three and. four. The only exception will be with respect to th:! physicians. 
In phase t\\U, 4 doctors will be hired and 6 willI be on-board by the end 
of phase three. In both instances, this represents one physician in excess 
of the health clinics on-line. The additional physician will be used as a 
substitute, filling in for the pennanently assigned doctors when absent, 
thereby providing continual coverage by a trained physician. During phase 
four, the final (sixth) !.evel III facility will care on line, thereby equal­
in; the number of clinics and physicians. At this point, the MSU' s Assis­
tant Director for Health Services will have diSPensed with a significant 
portion of organizational 'start-up" tasks (e.g. recruit:Irent of Personnel, 
procurerrent of drugs and equi};1tEI1t, design of training rrodules) and. will 
serve as the subs::itute physician at the !.evel III clinics. 

This phasing strategy will pennit increrrental recruit:Irent, 
training and placerrent of all levels of health workers to avoid over­
taxing the initial limited institutional capacity of the MSU. r-breover, 
placing a full set of services in a given geographic area, albeit lirni.ted 
initially, will provide the beneficiaries effective access to a carplete 
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health care system. This, in turn, will contribute to favorable re­
ceptivity of the program in tre target areas, thereby, enhancing bene­
ficiary involverrent and, by extension, project success. 

2. Geographic Clustering 

Final detenn:ination of site locations for all health out­
lets by the MSU will be carried out in coordination with the participat­
ing cooperatives. The principle that will guide such selection is gee­
sra,":"lhic cluster~.ng. The Level III facilities will be centrally located 
in areas with sufficient population density (e.g. market towns in rural 
areas) to support a clinic. Each clinic will be surrounded by approxi­
mately four !evel II health posts placed in smaller, less accessible 
locations. In turn, each Level II facility will be ringed by a number 
(an average of seven per health post) of Level I outlets placed in the 
smaller, rrore rerrote areas. The clustering of outlets coincides with 
t.he hierarchical structure of the delivery system and the patient refer­
ral strategy in that a facility with a rrore crnprehensive level of cover­
age is geographically and administratively rrore accessible to a larger 
number of program participants. 

3. Participant Pscrui:tIYent 

Benefl~iury participation is essential to the success of 
this effort because target group contribution, through payrrent for 
rredical services, is tre key to tre project's financial viability. 
Accordingly, the following strategy will be used to recruit participants. 

- MSU staff wJII rreet with the affiliate cooperatives to 
formally establish the new r:.ealth secticn of tre cooperative and to 
orient two to four of the cotippl::"ath-cs' rrenbers to the prarotional 
requirerrents of the project. 

- The participating cooperatives will announce the establish­
rrent of the new ffialth program and their IleIt'OOrship fee requirerrents. 
The cooperative prarrotion staff will work with each potential group of 
beneficiaries to ascertain its interest in joining the ffialth saction 
of the cooperative. If the interest is positive, a Ccmnuni.ty Health Can­
mittee will be famed. 

- Recru':t:rrent of rrenbers will progress fran one geogra­
phical area to another, following a set schedule. 

- Using the 3urvey results prOVided by PRICOR, the Carmunity 
Health Carmittee will be asked by tre MSU to define the kiril of ffialth 
services it wants and is willing to pay for. 

- The MSU will assist the Ccmmmity Health Conrnittee by 
estimating the cost of re<:J1.1ES ted services. 
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- After the cost of the requested services is established,the 
participating cooperatives am ~ MSU will define the nest effective 
package of services and the package of fees and payrrents to be used to 
generate the required financial re rources. 

- once the service delive~y package is accepted by the cem­
rrnmity Health Camtlttee, family enrollnent will be initiated. 

- When the rrerrbership reaches approximately 60 percent of 
the households in a given locality, the CO:m'IImity Health Ccmni.ttee will 
select ~:rrenbers of the locality to serve as level I praroters. * 

Follooing the sequence of procedures listed al:ove will yield 
a mrrnber of benefits for the project. First, beneficiaries acting thrOlgh 
their organization (s) will participate in the definition of their own health 
service system. secorrl, the beneficiaries will receive professional guidance 
in making decisions concerning health care. Finally, the praroters will be 
selected and brought into ~ program after service packages have been es­
tablisl'Ed, participants enrolled and remuneration nechanisms defined. 

D. Cost EStimat0 and Financial Plan 

The total cost of activities to be financed tmder this project 
is $1,754,802. The A. LD. contribution will be a grant for $1,100,000, 
which will be distributed as follows: $347, 000 for technical assistance, 
$21, 000 for training, $245,112 fer'operating and develq::m:mt costs, 
$386,888 for corrm:xlities and $100,000 for contingency/inflation factors. 
A.LD. is providing 63 percent of the total project cost while the host 
country contribution is 37 percent. The follCMing schene, which enphasizes 
the type (s) of furrls to be managed by the executing organizations, explains 
the channeling of project resources. 

- A.LD. Ftmds 

A.LD. Grant funds will be disbursed in tw:> ways: (1) payrrents 
for foreign technical assistance and procurenent of certain carrrodities 
will be made directly to the suppliers of services and camodities, and 
(2) payrrents for operating and developrrent coEts, and training will be 

made to the MSU on the basis of ~ quarterly requirerrents to be su1:Jni.t­
ted to A. LD. 

- Title III Resources Generations 

The re funds will be disbursed by the Title III secretariat 
through the La ~rced Cooperative to the MSU. Title III resources will 
finance local co Ets of training, operating expenses and office furniture 

* The percentage of households required to initiate prcm::>ter selection 
will vary fran one site to another, dePerrling l-p:>n local econanic 
conditions. 
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and equipnent. The disbursem::mt will be made on the basis of quarterly 
budget requirarents. 

- Project Generations 

The proceeds generated by the provision of health care services 
and medications will undeI:Write the emtire cost of the delivery system (e.g. 
salari~s of the MSU and Level II and Level III personnel, office furnituz'e 
and equipnent, rredications, vehicles ar.d facili.ty maintenance) when A.LD. 
and Title III support phase out. The MSU will be responsible for managing 
these funds. Early in Project implementation, Unit personn~l will design 
an accounting system specifying procedures for incane collection and dis­
busenent to this end. III general, the procedures will require that funds 
are relayed, on a regular basis, to the next highest level of the delivery 
system until they reach the MSU, at which. ,point they will be deposited in 
an interest bearing bank account. In tum, the Unit will make allocations r 
according to a set schedule, to m=et operating and program costs a: all 
levels of the health care system. 



FIGURE 6 

COST ESTIMATE AND FINANCIAL PLAN 
(In U. S. Dollars) 

A. 1. D. HOST COUNTRY 

1­ Technical Assistance 
1.1 Long term (33 w/m) 
1.2 Short term (29 w/m) 

G RAN 

FX 

280,500 
66,500 

'" L 

LC TOTAL 

280,500 
66,500 

Project re­
venues and 
contribution 

LC 

Title 
III 

LC TOTAL 

GRAND 

TOTAL 

280,500 
66,500 

2. Training 
2.1 Management training 
2.2 Community and field 

staff training 
2.3 Materials Development 

21,000 21,000 

35,730 
25,000 

35,730 
25,000 

21,000 

35,730 
25,000 

3. Operating and Development Costs. 
3.1 Personnel 
3.2 Administrative supporting 

costs 
3.3 Facilities and renovations 

198,246 

46,866 

198,246 

46,866 

346,382 

49,517 
57,991 

37,316 

26,567 
25,353 

383,698 

76,084 
83,344 

581,944 

122,950 
83,344 

w 
\0 

4. Commodities 
4.1 Health equipment 
4.2 Office furniture and Equip. 
4.3 Vehicles 

- Stretch jeeps (2) 
- Motorcycles (18) 
- Bicycles (35) 

4.4 ~·fedications 

Contingency/Inflation 

41,338 
59,000 

30,000 
27,000 
4,375 

211,000 
740,713 

74,071 

3,000 

11,175 
259,287 

25,929 

41,338 
62,000 

30,000 
27,000 
4,375 

222,175 
1,000,000 

100,000 

34,012 
6,900 

494,802 

8,550 

158,516 
1,484 

34,012 
15,450 

653,318 
1,484 

75,350 
77,450 

30,000 
27,000 
4,375 

222,175 
1,653,318 

101,484 

Subtotal 814,784 285,216 1,100,000 494,802 160,000 654,802 1,754,802 



A. 1. D. 

-,-. Technical Assistance 

1. 1	 Long term (33 w/m) 
1.2	 Short term (29 w/m) 

2. Training 

2.1	 Management training 

3. Operating and Development Costs 

3.1	 Personnel 
3.2	 Achninistrative supporting 

costs. 

4. Commodities 

4.1	 Health equipment 
4.2	 Office furniture and
 

equipment.
 
4.3	 Vehicles
 

- Stretch jeeps (2)
 
- Motorcycles (18)
 
- Bicycles (25)
 

4.4	 Medications 

Contingency/Inflation 

Subtotal 

FIGURE 7 

DISBURSEMENT SCHEDULE 
(in U.S. Dollar:;) 

FX 
Year 1 

LC 
Year 2 

FX LC 
Year 

F:":-- ­
3 

LC TOTAL 

93,500 93,500	 93,500 280,500 
37,000 29,500	 66,500 

10,000 11 ,000	 21,000 

109,825 88,421	 198,246 
~ 

9,373	 14,060 23,433 46,U66 
0 

21,088 20,250	 41,338 

42,650 3,000 16,350	 62,000 

30,000 30,000
 
13,500 13,500 27,000
 
1,125 3,250 4,375
 

42,213 2,288 84,426 4,443 84,361 4,444 222,175
 
291,076 124,486 271,776 106,924 177,861 27,877 1,000,000
 

29,107 12,449 27,178 10,692 17,786 2,788 100,000
 

320,183 136,935 298,954 117,616 195,647 30,665 1,100,000 
========================================================================== 



Year 1 Year 2 Year 3 
FX I..C FX I..C FX I..C 'IDTAL 

PROJECT REVENtJES 

3. Operating and developrent costs 

3.1 Persormel 
3.2 Administrative supporting costs 
3.3 Facilities and renovations 

8,940 82,684 
36,717 
20,147 

254,758 

9,250 

346,382 
36,717 
29,397 

4. Catm:x:lities 

4.1 Health equi~t 

4.2 Office furniture and equiprent 
16,762 17,250 

6,900 
34,012 
6,900 

Subtotal 25,702 163,698 . 264,008 453,408 

TITlE III 

2. Training 

2.2 Camn.mity and fielc staff 
training. 

2.3 Materials developrent 
8,117 

25,000 
16,994 10,619 35,730 

25,000 

~ 
...... 
I 

3. cperating and Developrent Cost 

3.1 Persormel 
3. 2 Administrative supporting costs 
3.3 Facilities and renovations 

5,313 
13,625 

37,316 
7,970 

11,728 

13,284 37,316 
26,567 
25,353 

4. Ccmtodities 

4.2 Office furniture and equiprrent 8,550 8,550 

Contingency/Inflatio~ 
52,055 

490 
82,558 

772 
23,903 

222 
158,516 

1,484 

Subtotal 52,545 83,330 24,125 160,000 



FX 
Year 1 

U; FX 
Year 2 

U; 
Year 3 

FX Ie--­
COOPERATIVES/CCM1UNITY (IN-KIND) 

3. Q?erating and develo,t:m=nt costs 

3.2 Administrative supporting costs 
3.3 Facil~ties and renovations 

2,560 
4,952 

3,b40 
12,158 

6,400 
11,484 

12,800 
28,594 

Subtotal 7,512 15,998 17,884 41,394 

Grand 'Ibtal 320,183 222,694 298,954 380,642 195,647 336,682 1,754,802 
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Year 1 Year 2 Year 3 'Ibtal 

4.3	 Vehicles 

- M::>torcycles (12) 4,500 
- Bicycles (12) 375 

'Ibtal level III	 41,985 

'Ibtal level levels, I, II and 
III 101,355 

asu 

l. Technical Assistance 

1.1 Long tenn (33 w/rn)	 93,500 
1. 2 Short tenn (29 w/rn)	 37,000 

2. Training 

2.1 Management training	 10,000 
2.3 Materials development 25,000 

3. Operating and Develo~nt Costs 

3.1	 Personnel 69,377 
3.2	 Administrative supporting 

costs 34,689 

4. Conm:x1ities 

4.1	 Health equipment 3,000 
4.2	 Office furniture and equipment 7,010 
4.3	 Vehicles 

- Stretch jeeps (2) 30,000 
- M::>torcycles (6) 9,000 

4.4 Medications 44,435 

'Ibtal MSU 363,011 

Cooperative/Ccmnunity (in-kind) 

3. Operating and development costs 

3.2	 Administrative supporting 
costs 2,560 

3.3	 Facilities and renovation 4,952 

7,512 

Subtotal	 471,878 

13,500 
1,125 

125,955 

286,700 

93,500 
29,500 

11,000 

74,711 

37,356 

14,020 

88,870 

348,957 

3,840 
12,158 

15,998 

651,655 

18,000 
1,500 

93,240 261,180 

201,194 589,249 

93,500 280,500 
66,500 

21,000 
25,000 

76,212 220,300 

38,105 110,150 

3,000 
14,020 35,050 

30,000 
9,000 

88,870 222,175 

310,707 L022,675 

6,400 12,800 
11,484 28,594 

17,884 41,394 

529,785 L653,318 



- 45 ­

Year 1 Year 2 Year 3 Total 

Subtotal (fran previous page) 471,878 651,655 529,785 1,653,318 
Contingency/Inflation 42,046 38,642 20,796 101,484 

Total project cost 513,924 690,297 550,581 1,754,802 
Less: In-kind Contribution 7,512 15,998 17,884 41,394 

Total project cash expenditures 506,412 674,299 532,697 1,713,408 
Less: Revenues Levels, I, II and 
III. 25,397 131,093 296,918 453,408 

Subtotal 481,015 543,206 ;?5,779 1,260,000 
Less: Title III 52,545 83,330 24,125 160,000 

A.I.D. Contribution 428,470 459,876 211,654 1,100,000 



- 46 ­

FIGURE 9 

LEVEL I 'IUl'AL COST PER UNIT 

(in U.S. Dollars) 

Salaries: 

1 part-time praroter at $10/rroth (1 year) 240 

Praroter Training: 

1 promoter for 3 weeks 120 

Facility Renovation: 

Roofing and screening for health facility 250 

Fnmiture and Er-:Itriptent: 

carmunity level equipnent (e.g. drug cabinet) 150 

Total Unit Cost 760 

Scm Juliill1. 56 units 
Minero: 21 units 
La Merced: 72 units 

149 Level I units 
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FIr::uRE 10 

LEVEL II TOTAL COST PER UNIT 

(in U.S. Dollars) 

Salaries: 

Auxiliary nurses orientation, 1 month salary 385 
Auxiliary nurse I salary at health post 1 year 690 
Auxiliary nurse II salary at health post 1 year 900 

Facility Renovation: 

Roofing and screening for health facility 500 

Furniture & Equiprent: 

Health Post furniture, equiprent (e.g. re­
frigerator and health post radio and 
batteries (San Julian and Mineros) 1,878 

"M:ltorcycles and Bicycles: 

Bicycle 

San Julian:
 
Mineros:
 
La Merced:
 

125 

Total Unit Cost 4,478 

8 health posts 
3 health posts 

12 health posts 

23 Level II Units 
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Flc:;uRE 11 

LEVEL III 'IDI'AL COST PER UNIT 

(in U.S. Dollars) 

Salaries: 

(1) Full time M.D. 
(1) Technical Nurse 
(2) Auxiliary I Nurses 
(1) Trained Nurse/Mid-wife 
(1) Lab Technician 
(1) Sanitarian 
(1) Clerk / Record Keeper 

Estimated 14 person/rronths 

Facility Renovation: 

15,540 

450/rro.
 
150/rro.
 
150/rro.
 
90/rro.
 
90/rro.
 
90/rro.
 
90/rro.
 

$1, no/rro. 

Conversion of existing fncilities 1,000 

Health Equirmmt: 

(e.g. surgical instrtIrlEnts, -lab. equiprent,etc.) 4,500 

Office Fnrniture and Equiprent: 

(e.g. desks, filing cabinets, typewriter, etc.) 3,700 

Motorcycles and Bicycles: 

2 bicycles 125 
2 rrotorcycles 2,000 

San Juli§n: 

Mineros: 
La Merced: 

'Ibtal Unit COst 26,865 

2 health clinicR 

1 health clinics 
3 health clinics 

6 Level III Units 
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Notes to Figure 6 - LOP Cost Estimate and Financial Pla.! 

General Notes: 

Host cO'lmtry counterpart contribution is calculated at Bolivian Pesos 
($b.) 196 to one dollar, which is the official rate for obligations as 
established by Governnent Decree arrl Bolivian central Bank regulations. 

Specific Notes: 

A. A. I.D. Flmds 

1. Technical Assistance - $347,000 will be provided to the MSU in 
the fonn of (a) long-tenn TA for 33 Personjnonths in the areas of financial, 
information, arrl logistic systems, arrl (b) short-tenn TA for 29 Person/ 
m:::>nths in the areas of health services delivery, training and supervi­
sion. 

2. Training - $21,000 will be used for the managerrent training of 
MSU senior staff. 

3. Operating and Developnent Costs - $245,112 will finance the fol­
lCMing: (a) MSU's Personnel salaries during years 1 and 2 of project and 
part of year 3, (b) level II nurses salaries for year 1, (c) revel III 
personnel salaries during year '1 and part of year 2, and (d) approxina­
tely 45% of th:! MSU ' s operating costs (office supplies, maintenance, etc.). 

4. Carm:rlities - $386,888 \-Jill be experrled to purchase Part of the 
project health and office equipn:mt and furniture, 2 stretch-jeeps, type 
vehicles, 18 m:::>torcycles, 35 bicycles, two-\o7ay radios, audio visual equip­
IreI1t and rreilications. 

B. Host Country Contribution 

1. Project Revenues and COC?peratives/Camumities 

a) Operating and developrrent oosts - $453,890 will finance t.~ 

follCMing: (a) revels II and III salaries of year 3, (b) approximately 
35% of the MSU's operating costs (office supplies, maintenance, etc.), 
and (c) repair and renovation of a portion of t..'1e existing health units 
at revels Hand III. 

b) Ccrrm:x1ities - $40,912 will be expended to purchase a portion 
of the health and office equipnant and furniture for level!: I and II. 

2. Title III 

a) Training - $69,730 will finance the cost of training of 298 
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praroters in the areas of deliveries, neonatal care and general maternal 
child care will also finance the purchase of materials to carry out the 
training. 

b) Operating and development costs'" $89,236 will be utilized 
to pay for the following expenditures: (a) Level II through year 2 
salaries, (b) part of year 3 of MSU's salaries, (c) approximately 20% 
of the MSU's operating costs (office supplies, maintenance, etc.), and 
(d) repair and renovation of the existing health units at Levels I, II 
and III. 

c) Commodities'" $8,550 will be used to purchase approximately 
75% of the office furniture and equipment for Level II. 
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v. SUMMARY OF pROJECI' ANALYSES 

A. Technical Feasibility Sunmary 

The teclmical feasibility of tle project is bared on deriving 
strategies to deal with the following existing constraints to the delivery 
of realth services through existing neans: (1) \D1eveness of services, 
(2) a general non-availability of pharmaceuticals, and (3) unreliable 
carmn.mications. 

1. Uneveness in Present Delivery Structure 

Traditionally in Bolivia, primary health care has been fur­
nished by an array of providers (e.g. MSW/PH pharmacists, private phy­
sicians and traditional healers) offering \Dlreliable incatplete, poorly 
coordinated services. This rrosaic of delivery nndes is both qualitative­
ly deficient and relatively expensive to the user. 

To correct this situation, the project will inplenent a 
regionalized hierarchy of service levels capable of furnishing primary 
health care to 't.ha beneficiaries. The system will· consist of three 
related tiers (Levels I, II and III) of health service outlets. Each 
tier will provide a canbination of curative and preventive neasures de­
signed to address, with enhanced degrees of carprebensiveness, the rrost 
ccmron health problems of the beneficiary groups. Patients, whose condi­
tions cannot be adequately treated at a lCMer level, will be referred to 
the next stage of tle hierarchy. 

The services to be offered wi.ll be designed to address the 
principal causes of rrorbidity and rrortality, as detennined by field re­
search, affecting the beneficiary populations*. The service packages will 
include: 

- GrCMth rronitoring, prarotion of breast feeding, health 
and nutrition education and, where feasible, supplenentary feeding; 

- identification and treat:rrent of high risk pregnanci.es; 

- prarotion of oral rehydration therapy and training in its 
use; 

- basic immunizations; 

- energency treatIrent for injuries and minor ailrrents; 

- prClI'lOtion of environnental sanitation,incltrling construc­
tion and use of latrines and potable water systans; 

* USAID/Bolivia r-bntero Health Stu:1y. 
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- basic nelicines and supplies in support of the re services,
am; 

- circumstances penni.tting, infonnation and referral concern­
ing child spacing servicEs. 

2. Non-Availahility of M=dic~s 

M:rlicines, incl1.rling vaccination, are required to both 
prevent arrl treat illnesses, thereby, maintaining and irr;)roving the health 
status of the patient. In Bolivia, the availability of drugs in the de­
livery system is a principal concern to the user. The system in which 
tha aVailability of phannaceuticals is not reliable, rapidly loses the 
patronage of the target population when given a nore reliable alterna­
tive. 

To avoid the loss of clientele, the p~·oject design includes 
a systematic strategy to assurE.~ the <.::vailability of nedicinE?~S at prices 
that are affordable to the Participants. First, a phannaooutical fOTInu­
lary has been developed for each level of services. The formulary ad­
dresses the nost cOITl'rOn pathologies, ease of a&ninistration curl the ex­
pectations of the user population. Second, a procurenent I storage and 
distribution system will be designed. Technical assistance will be 
provided to assure that the system satisfactorily adch:esses the needs 
of the project. Third, a pricing system will be adopted that will assure 
that rredicines are sold at full replal:ertEI1t cost, thereby, avoiding the 
decapitalization of the resources available for purchasing phannaceuticals. 
Fourth, taking into account that the procurerrent of. phannaoouticals is a 
dollar cost, the project btrlget includes $ 222,175 for medicine purchases to 
capitalize the fund and prOVide sufficient resources for its continued 
operation. 

On a related matter, the SOCial Analysis revealed that the 
majority of the target population, as an initial stage in the treatrrent 
process, self-prescribes ~ rredications they consurre. Under this rrethod, 
the quantity of nedication purchased is usually below the aIrount required 
to achieve its therapeutic value. To assure that the full therapeutic 
value of drugs is afforded the beneficiaries, rredications will be pre­
scribed and distributed to the purchaser in course-of-therapy doses. 
For a set package price, the patient will have the canplete rredication 
needed to bring about the desired therapeutic effect. The staff of 
the deliVery system, at all outlet levels, will be required to provide 
instruction to the user on this proper application of consurrption of the 
rredications. 

3. Unreliable Camo.mications 

The tirrely, efficient deliVery of health services· requires 
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a commmication network that affords the target population 'ease of access 
to the health care outlets and the converse. The principal elerrents of 
a camnmication system are roads and telecamnmications. Concerning the 
forner, the road network in the project area is generally sub-standard. 
~.vhile there is an adequate all-~ather road linking Santa Cruz and !v1i.ne­
ros, the trunk road between Santa Cruz and San Juliful is cut by the R!o 
Grande and is iIrpassable for much of the rainy seaoon. The secondary 
road system throughout the project area is generally in a poor stct.e of 
repair. It is subject to Pericrlic washouts and often is closed for 
extended Pericrl of tirre. With regard to telecamn.mications, there is 
phone service, albeit extrerrely unreliable, to Mineros; while San Juliful 
is canpletely without telephone or telex linkages. Roads and ccmnunica­
ticns in the imrediately adjacent areas of tlv:! city of Santa Cruz are 
reasonably gocrl. 

The project will establish a communications system to deal 
with any camnmications constraint. This system, catprised of bicycles, 
nntorcycles, four wheel drive vehicles and two-way radios, will be used 
by the delivery system staff to enhance its capability of providing 
services to the beneficiaries. MJreover, as precaution against isola­
tion caused by flocrling, a 3-nnnth supply of phannaceuticals and other 
essential items will be stockpiled at all rural Level II facilities and 
a minimum one-nnnth supply will be available at all Level I facilities. 

To provide all ~ather ccmmmications, a radio network will 
be established between ~ MSU in Santa Cruz and the Level III facilities 
in Mineros and San Julicm. In sare cases, tlv:! two-way radio network will 
incorporate rural Level II facilities as well. In addition, rural Level 
II health posts will be linked, on an experirrental basis, with sare of 
the nnst renote Level I outlets through one-way radio camnmications (a 
radio set that is permanently tuned to the frequency used by the ccmnunica­
tions network). The one-way radio camn..mication will allow the receptim 
of administrative rressages, travel schedules of key staff, shipping reports, 
general news of interest, reminders for sul:mi.ssion of infonnation and short­
tenn training. All radios will have a dual voltage (12 v. and 22 v.) 
caPability and will use solar battery charging units. 

As docu:rrented in ~ "Develq:uent eatmunications Report", 
a publication of the Clearing House on Develq:uent Ccmnuni.cations sup­
ported by the Bureau for Science and Technology of A.I.D./Washington, 
the utilization of radios for project support is a well-conceived and 
applied technology. The project will also experinent with radio support­
ed patient diagnosis, treat:Irent and referral. Aloo, rrember recruit:Irent 
and patient education will also be achieved through broadcasts by ccmrercial 
radios staticns serving the project area. 

By canbining appropriate land transportation and existing 
telecamnmications with a carplerrentary radio neb.lQrk, tlv:! project will 
be taking the necessary steps to reduce, as much as possible, the con­
straint of POOr camnmications. 
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B. Social Analysis StmmaIy 

1. Background 

A ccnplete description of the project beneficiaries apPears in 
section II, B, 3. The following is a discussion of the principal potential 
social constraints that must be taken into account to assure successful 
project inplerrentation. 

2. Potential Constraints 

a) Beneficiary Participation 

Beneficiary participation is a key elem:>nt. to the success 
of all projects. Active target group involverrent is even m1re critical in 
this case, as it is required both to effect the transfer of i..rtlJroved health 
services, as well as to underwrite the cost of delivf>..ring rmch services. 
H~ver, the limited sense of ccmmmity and the fragility of social structures 
in the project areas present serious obstacles to achieving the required in­
volverrent. 

The design strategy that will deal with tlns potential 
constraint will be the use of existing cooperatives as a vehicle for acces­
sing the beneficiary Participation. In each of the geographic target areas, 
the relevant cooperatives (san Juli~, Mineros and La r-Erced) have establish­
ed an organizational structure and achieved a degree of acceptance by local 
people. As a point of fact, project related field research revealed that 
in both rural and semi-urban locations, the residents identified !tOre closely 
wit.I-} t.he cooperative that services the area rather than with the 
corrrnunity or the neighborhoeXis in which they live. Taking advantage of 
this presence, each co-op will establish a staff position to coordinate 
health program recruit::Irent activities. These activities will be directed 
at existing coope:.rative rrernbers as \tlell as at non-nernbers living in the 
areas to be serviced by the IJroject. While a main thrust of the recruit­
rrent drive will be to encourage participation in the health program through 
the cooperative, it will be made clear that: (1) cooperative rrenUJership 
is not a prerequi.s.te for participation in the program - private individuals 
can also obtain the services, although the cost will be slightly higher, and 
(2) participation in the health program as a co-op rrernber does not necessari­
ly entail involverrent in any other cooperative activities. This flexibility 
with respect to nrrles of Participation will be congruent with the loose 
network, limited obligations arrangerrents that daninate existing relationships 
am::mg participants and will facilitate their involverrent in the program. 

b) Payrrent Fonnulas 

Project design related research revealed that People in 
the target area currently are paying significant sums of !tOney for a 
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patchwork of health services. Further, the research suggested that they 
would pay similar arrounts arrl perhaps nore for better organized, higher 
quality services. While t.l1ese indications exist, the problem is pre­
sented with regard to the forrn(s) that such paynent should take. 

Fran an econanic perspective, the pre-payrrent schem:!s,
 
Le. health care associated savings accounts, are the arrangezrents that
 
would be nost beneficial to the system. Obtaining sums of noney in
 
advance v.ould pennit the establishIrent of interest bearing accounts
 
which would generate additional revenue for the system participants.
 
A second advantage of pre-payrrent is that it wal1d increase the proba­

bility of the tar<}:!t group using t.l'E system, which is the ohiective of
 
the project; an enrollee is nore likely to use the system wl....;n ill if
 
he had made an inves'l::rrent in advance.
 

Project desiqn related research indicated that
 
fee-for-service payments in cash are the most common
 
and preferred method of meeting health care obligations.
 
The research further revealed that other types of payrrent scheIrEs (e.g.
 
health insurance plans, health package oriented savings accounts) are
 
largely unka.v:n to IIEIl'bers of the target groups.
 

The apparent contradiction be~ the econanic needs . 
of the project and the Cllstanary practices of the participants \'lill be 
resolved through a strategy which carbines flexibility in nethoc1s of 

,payrrent with prarotion activities. The program will include a variety 
of payrrent options and program managers will have the latitt.rle to use 
whichever system is nost appropriate for a particular target group. 
Clearly, "fee-for service" will be a key nethcrl of payrrent throughout 
the life of the project. Nevertheless, early in the inplenentation 
phase, the MSU will experinent with establishing health savings formulas. 
These experiItEnts will be carried out in conjunction with the participat­
ing cooperatives which will have the responsibility for explaining the 
concepts to the beneficiaries, pointing out both their advantages (e.g. 
interest-based reduced rates for services) and disadvantages (e.g. a 
ccmnitnent of resources that might be used for other purposes). It is 
probable that acceptance of health care plans will be relatively limited 
in the initial stage s of the project. However, assuming that the bene­
ficiaries are satisfied \'lith the quality of services offered by the system 
and recognize the advantages offered by savings, this nethcrl will grow 
in acceptance. 

c) Social Distance Between Participants and Health ~'ibrkers 

A third potential constraint is the social distance
 
between the participants and the health workers. Participart:s and w:::>rk­

ers carre fran separate segments of society. The forrrer have a strong
 
noral base and belong to the large mass of Bolivian poor, \mch, through
 
a canbination of cultural and econanic factors, has remained marginal to
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the mainstream of contenporary Bolivian society. The latter, with the 
exception of the Level I praroters, are urban oriented representatives 
of the upwardly nobile middle class. These differences in social class 
and orientation contribute to mutual ignorance, distrust and difficulty 
in establishing constrtlctive interpersonal relationships. 

The solution to this constraint is a matter of st...""Uctur­
ing relationships so as to reduce the cultural gap and the apprehension 
a.rrl misinformation that exists be~en ~ two groups. To achieve this 
end the project will use two related design e1errEnts. First, PI~ters 

fran the camnmi.ties being served will be hired not only to staff the 
Level I outlets, but also to act as bridge between the deliVery system 
and the participants. In essence, the praroters will be culture brokers 
serving as a conduit of information fran the target groups to the delivery 
system and the converse. As the prcm:>terS will be selected fran arrong the 
Participants, they will have first-harrl kno.vledge of beneficiary beliefs 
and attitudes concerning disease, curing and rrodern rredical practioners. 
'rh:!se insights will be shared with the delivery system's professional 
staff and help formulate strategies dealing with patients in a cultural­
ly sensitive manner. Simultaneously, as errployees of the delivery system, 
they will pre sent the essential principlas and values of nodern health care 
to the beneficiaries in a marmer that is cCITprehensive and unthreatening. 

second, an ilTportant project des i.gn elerrent is staff 
orientation and train:Jig. It is assl.ln'ed that the professional staff 
will C<::Xre to the program with the requisite technical skills to carry 
out their assigrurents . Accordingly, except for the praroters,no major 
input of technical training is contemplated. Ho.-Jever, the professional 
staff will receive refresher training continuing education, in a number 
of key areas, including cultural sensitivity issues relative to dealing 
with patients from rural and urban poor backgrounds, as \'Jell as technical 
matters. 

d) Availability of Health service Personnel 

A potential constraint, closely related to the question 
of social distance between health workers and beneficiaries, is the dif­
ficulty of identifying sufficient numbers of skilled Personnel (above 
the level of praroter) to staff the outlets in rural areas. Traditionally, 
for reasons of increased econanic and social access to educational opPOr­
tunities, professionals in all fields, including health, generally fran 
middle and upPer class urban backgrounds. Possessing a largely urban 
orientation, health professionals (doctors, nurs=s, laboratory techni­
cians) have little understanding of, or interest in the hinterland and, 
generally, prefer to fashion their professional careers in the cities. 
Of the limited mnnber of health profe EBionals working in rural areas, 
rrost are there to satisfy a training rec.:'1.lirerrent (Le. doctors serving 
an obligatory year of rural nroicine to qualify for a license to practice 
rredicine) and leave as soon as the mandatory r:eriod ends. r-Dreover , 
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during the period of rural intern service, absences fran work sites are 
both frequent and prolonged. The net result is that the delivery of 
rural health services is extrerrely inefficient. '.rl'Ya placerrent of ade­
quate numbers of health professionals in rural and marginal urban sites 
is critical to the success of this project. The question, then, is one 
of assuming that staffing requirerrents are rret in a social climate that 
places little vallE on working with poor people in isolated locations. 

The staff requirerrents of the project will be satisfied 
by a combination of para-professional and professimal personnel. The 
Ir.::\!~l I outlets, those that will be in the nost isolated areas, will be 
stlffed by para-professional praroters. '.rl'Ya~ pr<m:>ters will be chcsen 
frcn arrong project beneficiaries and, hence, should have no social environ­
nent adaptation problems ~ 

It can be expected that the pr<m:>ters' primary source 
of incorre will be derived fran fanning; provision cf health services will 
be a secondary occupation and supplerrentary source of incare. Given that 
there will be two praroters per cc.mnunity, the volurre of health encounters 
will be shared without interfering with the main source of incare. Pro­
noters will be provided with no fixed incare. Instead, they will receive 
a share of the fees for services and drugs they administer. In addition, 
they will receive training and continual support fran the supervisor auxil­
iary nurse fran t:he level II facility. 'Iba canbination of a source of incare, 
training, supervision and adequate supplies to carry out their role is 
~ as a valuable set of incentives that will attract ccmnuni.ty Irem1:ers 
to the praroter role. 

The level II auxiliary nurses (clinic nurse and super­
visor) are seen as the key elem:mt of the delivery system. '.rl'Ya auxiliary 
nurse is the forrr.al ] ink be~ the professional staff at Level III and 
the village lew.:l worker. Work incentives to be provided the auxiliary 
workers and th= technicians working at level III include adequate salaries, 
training, . proper equiprent, ICM cost housing, arrl work schedules that 
pennit concentrated rural assignrrents with blocks of tirre off each nonth, 
so that they can travel to the city. (For exanple, 3 ~ks on duty with 
one full week off). 

Project related re !Earch included a study of physicians 
attitudes tONard rural service an:1 career fonnation fClr' th3 J:Urrose of establishing 
diverse incentive packages to attract and retain doctors in the program. 
Elerrents under consideration to be incltxled in the 'these packages are 
realistic working schedules that allCM blocks of tirre off similar to the 
auxiliary nurses, opportunity to borrow money from the 
participating cooperatives, good equiprent and further educational oppor­
tunities paid by the project in limited arrounts or fran other sources (e.g. 
scholarships) . The research on physician attitudes further revealed that 
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an additional. impediment to :rural service is a fear of becani.ng profesional­
ly dated and socially isolated. To address the concern, the project will 
exper:irrent with rotating schedules which will allCM all senior professional 
staff (physicians and technicians) to serve set pe:t:"icx1s of tine in both 
rural and urban areas. In the Bolivian work context, which provides few 
benefits and low salaries, the incentives described above to be tested in 
this project are considered at this tine to be adequate to assure the 
continuity of service in rural areas. 

In b1.IDlllation, the regionalized delivery rrodel is a 
carprehensive coordinated deliVery system that overcares the shortcomings 
of the existing fragrrented array of services. 
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C. Institutional Analysis 

A description of the MSU and its supporting organizations 
(e.g. Program Board of Directors, Participating Institution Advisory 
Board, Voluntary Advisory conmittee) appears in Section IV. B. This 
section contains a review of institutional capacity of the cooperatives 
that will participate in the project as well as a discussion of the 
principal institutional constraints to project implementation. 

1. Participating Cooperatives 

a. Cooperativa Multiactiva La Merced, Ltda. 

La Merced Cooperative will be both the grantee insti­
tution that will establish the MSU and assist it in carrying out the 
objectives of the project, as well as an affiliate cooperative providing 
potential membership health services. 

Founded in 1961, La Merced has grown into a multi­
service integrated oooperative based in the city of Santa Cruz. It has 
40,000 members and currently provides a variety of service programs, 
including a savings and loan system, a middle-incane housing program, 
life and property insurance, corresporrlence education courses, agri­
cultural credit, a consurer store and phannacy, and a limited health 
program consisting primarily of a referral system to private physicians. 

Because of its institutional stability, La Merced has 
been able to improve its technical and administrative capability with 
each new urrlertaking, including the current AID-financed La Merced 
Small Farm Credit Project No. 511-0533. M:::>reover, La Merced is a well­
established and respected institution which has played an active role 
in the developnent of the region. For exarrple, La Merced's leadership 
was instrunental in establishing the electricity and telephone cooper­
atives which currently serve the needs of Santa Cruz and surrounding 
rural areas. 

In the mid-1970's La Merced bec~ aware of the dif­
ficulties its members had in obtaining quality health services. To 
address the problem, in 1979, it organized a simple referral service 
to a qualified panel of private physicians specializing in family 
medicine. Under this system,the rren1)er paicl 75 percent of the cost of 
the visit and the cooperative paid the balance. The referral system 
was canplemented by nursing services which administered the treatment 
prescribed by the physicians, as well as a pharmacy which provided a 
full line of drugs at lower-than-average retail prices. This system 
is still in operation. 
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While its health program has enjoyed considerable
 
success, La Merced officials have been interested in expanding its
 
scope to include preventive services which would complement the current
 
curative care focus. Additionally, an expanded program would provide
 
enhcil'ced access to health ~are for many of the cooperative's 4,000
 
members living in the relatively isolated rural and semi-urban areas north
 
and south of the city of Santa Cruz. Participation in the project will
 
provide La Merced with the opportunity to implement the desired changes
 
in its current program.
 

La Merced is an institution of sufficient organiza­
tional maturity and financial soundness to warrant its proposed dual 
role. To provide administrative support for the project, the eo-op 
has a computer-assisted record-keeping system for serving its savings 
and loan customers. Thi s system presently contains much of the in­
formation (e.g. membership listings, credit ratings, geographi.cal 
locations) that will be needed to put the health system in place. In 
addition, available data will supplement the health and vital statistics 
information system to be developed under the operations research component 
of the project. 

The project proposes to provide Level I services to the semi­
urban areas using neighborhoods of 60-80 families as the basic delivery 
unit. With the assistance of the MSU and La Merced, a health ccmnittee 
will be organized to carry out Level I organizational functions described 
in the node!. Level II services and support functions will be carried 
out from centrally located points relative to the Level I neighborhoods. 
Level III services will be established at approximate ratio of one to 
every four Level II facilities. Level II and III facilities will consist 
of already existing health posts or clinics that need renovation or 
nodifcation, and will be furnished by the co-op or rented with funds 
generated from project revenues. The project will undertake a small 
amount of building repairs, in addition to financing determined amounts 
of furniture, equipnent and supplies. The La Merced Cooperative will 
have 72 Level I units, 12 Level II health posts and three Level III 
clinics. 

La Merced will establish, as a precondition to dis­
bursement of project funds, a health liaison committee within its 
administrative structure ccrnposed of the President of the Co-op, and 
two to three present members of the La Merced health referral service 
and pharmacy operation. The committee will-facilitate contact between 
MSU daily operations and the decision making apparatus of La Merced's 
Board of Directors. Likewise, La Merced will assist the MSU in 
identifying level II and III facilities and, where possible, will 
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provide help in the renovation of existing facilities to bring them 
up to project standards. The following diagram shows the present La 
Merced organizational structure and the corresponding placement of 
its health liaison committee. 

FIGURE 12 
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b. Central de Cooperativa Agro>~Jecuaria Mineros 

Mineros is a confederation of 14 member cooperatives 
with central offices in the town of Mineros located 75 kms. north of 
the city of Santa Cruz. Each of the affiliated coops consist of 40-50 
families. The oonfederation includes approximately 700 houserlolds. 
While the founding of some of the member cooperatives dates to 1973, 
Mineros received its incorporated status in 1980. 

The present focus of the Mineros Co-op is directed 
toward providing services in the agricultural sector. Ongoing programs 
include: agricultural credit, rental of heavy equipment for land clear­
ing, truck transportation for marketing products, a heavy equiprent 
repair shop, rice rrdlling facilities and a savings and loan system. 

As a complement to provision of agricultural services, 
the confederation has an involvement, albeit limited, in health matters. 
Mineros' area of influence is the same region originally incorporated 
into the r-tmtero Rurul Health project. r.breover, a few cornnunities 
in the area participate in the health program sponsored by the MSW/PH 
District headquarters in Montero. However, this latter effort has been 
beset wi th cri tical problems such as a shortage of funds and lack of 
continoous administrative supervision, and has languished. Currently, 
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there are no prorroters left in the program, the drug system has been 
depleted, and the capital generated from drug sales to replenish stock 
has been used for other purPOses. 

In spite of these setbacks, the Mineros leadership is 
aware of the need for an improved health care system for its membership 
and is corrmitted to seek out an alternative, rrore effective program. 
To meet this cormri.ttrnent, the Mineros Co-op is prepared to set up a 
health care project committee within its organizational structure. 
Responsibilities of this cornnittee will include assisting the MSU in 
selecting project prorroters from the Mineros carmunity who have the 
potential skills and desire to participate in the project. A member of 
the corrmittee will also serve on the project's Advisory Board, attending 
quarterly meetings to assess the project's progress and advise on policy 
matters :elated to types of services to be delivered and fee for service 
scheduling. Another key contribution of the Mineros Co-op health can­
rnittee will be the identification of existing buildings which could be 
used ~or Level II and III health facilities. In addition, the committee 
will organize community volunteer groups to assist with health facility 
renovu~~on as well as project prorrotion and membership recruitment ac­
tivities. 

Specifically, the proposed health project delivery 
mechanism will provide services to the Mineros membership by introducing 
Level I services to each affiliate cooperative. Level II services will 
be located at strategic locations from where the Auxiliary Nurse super­
visor can adequately support the Cornnunity Level Prorroters. As planned, 
there will be a modified Level III facility established for the Mineros 
Cooperative due to the existence of two small nearby oospita1s that will 
assist the project area and target population by offering a full range 
of Level III services. Specific administrative responsibilities of 
the Level III services (e.g. supervisic'i, collection of health statistics 
and financial data) will be divided between the staffs of the centrally 
located Level II facilities and the staff of the modified Level III 
health facility. 

Some Level II facilities will be rented and paid for 
by operating revenues. The fJroject will undertake only minor repairs 
on existing facilities, along with the provision of limited arrounts of 
furniture and equipnent. Within the area of the Mineros Cooperative, 
there will be 21 Level I faciliti.es and three Level II health posts. 

c. Cooperative Mu1tiactiva San cTulian 

San Julian originally functioned as an extension and 
legal dependency of Cooperativa San Juan Obrero located in the city of 
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Santa Cruz. As a ce>rrpOnent of the integrated colonization project, San 
Juli~m was inoorporated as an independent multi-service cooperative. 
The colonization and the cooperative areas are located 300 kilaneters 
southeast of the city of Santa Cruz. The area was first settled through 
spontaneous colonization in the late 1960s. Subsequent colonization 
involved the establishment of symetrically distributed cammunities 
each centered within 25 square kilaneters of land. By 1972, the National 
Institute of Colonization (INC) began to provide roads and water systems 
for each camnunity, an effort eventually supported by USAID/Bolivia's 
Subtrrpical Lands Developrent Project No.5ll-T-050. 

The Cooper9 tive presently has approximately 850 member 
families and offers the following services: a savings and loan system 
am an agricultural credit operation which provide for the sale of 
general consl'l'lEr products and agricultural supplies and equiprent. 
Within the San Julifu1 Cooperative, each of these activities has been 
established as a distinct service which may be utilized separately 
according to the needs aa] interests of the colonists. By utilizing 
one service, however, a person automatically becomes a member in the 
cooperative and has access to other services as well. 

San Julifu1 offers no health services at the present 
time. Colonists have limited access to the services offered by two 
INC employed physicians, who provide primarily cUrative health services. 
In addition, there are traditional health providers resident in the 
area. 

The oolonists, with assistance fran FIDES, have been 
able to establish village health cammittees and introduce volunteer 
prorroters in over 10 of the Cooperative's nucleos (cente~s). These 
oomnittees and services will be expanded and canplemented by the primary 
health care interventions offered under the project. As a !reans of 
supporting these new interventions, San Julifu1 will mobilize Cooperative 
membership support for the project by establishing a co-op health com­
rrUttee comprised of colonists involved in existing village health 
cornnittees, and current volunteers health praroters serving the co-opts 
nucleos. The cornnittee will elect one member to represent San Julian 
on the project Advisory Board. The objectives of the health carrnittee 
will include program education and membership campaigns designed to 
prorrote the project and elicit oornnunity needs with regard to demand 
for pharmaceuticals and health services. The cormri.ttee Nill also 
foster an awareness arrong colonists of the benefits of preventive 
health care. 

In the context of the San Julifu1 colonization project, 
Level I services will be delivered at each nucleo. These services will 
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be staffed by t\o.D proIroters woo will work in conjunction with the 
oo-op Health Comnittee and receive supervision from the Level II 
Auxiliary Nurse Supervisor. There will be 56 Level I facilities 
established throughout the San Juli~.n colonization project. 

The eight Level II health posts will be located at 
the nucleos centrales and will provide a referral service for the 8 
surrounding nucleos. Level II services will use existing facilities ­
usually a 2-3 roOilladobe house. In those cases where no facilities 
exist, the co-op health committee will assist in organizing support 
for building facilities out of local material provided by the com­
munity. The project will contribute to all facilities durable roof­
ing material and wire screen needed to keep out insects and rodents. 
All building upkeep required bE¥ond renovation will be financed from 
operating revenues of the project. 'IWo Level II health clinics will 
be established, one in Nucleo 38 am the other at the base camp of the 
colonization project. The health clinic at Nucleo 38 will utilize 
an existing facility belonging to the agriculture service center. 
At the base camp, existing buildings can be converted at minimal 
cost. The project will provide funds for repair of these buildings~ 

all rent and upkeep expenditures will came from operating revenues. 

2. Administrative Constraints 

a. Delivery Service Efficiency and Affordability 

Given the absence of successful health care delivery 
programs to marginally poor rural and semi-urban populations, the 
proposed project will serve as a pilot means of providing efficient 
surrrnary health care. The questiorE of whether or not the project can 
adequately address the health care needs of rural poor Bolivians and 
deliver health care services through an efficient and affordable 
system, remain the primary constraints to successful carpletion of 
project objectives. 

The PRIOOR research project, providing $138,856 in 
funding over the 3-year life of project, will furnish the Management 
Support Unit, as well as USAID, with ccntinuing data to set project policy. 
This information will be used to guide the project toward the IroSt 
practical application of primary health ccu:e services. Operations 
research data will contribute to the design of the primary health care 
packages, the structure of pricing mechanisms, as well as provide 
data on the delivery system's fixed am variable costs, anticipated 
increases in the cost of inputs over time, and the estimated costs 
for consunables used in the project. In addition, PRIOOR will provide 
assistance for the development of a management information system (MIS), 
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undertake periodic analyses of MIS data to identify unanticipated changes 
in membership, utilization rates, revenues and/or costs, assist in 
preparation project reporting documentation, and participate in evaluating 
project progress. 

In addition to the PRIOOR research, it is essential 
that hands-on project guidance be provided by people with appropriate 
business and technical acumen. Accordingly, the project will provide 
funds for both long and smrt term technical assistance. One long-
term advisor "rill be financed for the duration of the project. The in­
cumbent will have expertise in the organization and delivery of the type 
of health care systems to be developed, and specialized experience in the 
implementation of specific components of the delivery system, such as 
management inf'1rmation systems, health care training programs and 
administration of primary health care services through a hierarchical 
structure. 

Short-term technical assistance will be used to 
strengthen those areas of project implementation not assisted by the 
local project staff or long-term advisor. It is expected that soort­
term technical assistance will ITOst likely be provided in the areas of 
fee for service applications, logistical systems, drug procurement and 
distribution, and personnel management and incentive packages. 

Lastly, the backbone of the entire primary health care 
delivery program is the project's Management Support Unit (MSU) , designed 
to administer all project components wmse cambined effort will success­
fully carry out project objectives. Under the MSU's two-columned organi­
zational structure, the Health Services Division will be responsible for 
the direct delivery of pharmaceutical and other fonns of curative 
services, as well as preventive care interventions associated with 
hygiene, vaccinations and health educational programs. Incumbent upon 
the Health Services Division, in addition to the provision of primary 
health care services, will be the organization of training and technical 
assistance programs, and program membership recruitrnent and prarotional 
activities. 

With regard to administrative services, the MSU will 
undertake all logistical and pharmaceutical drug distribution responsi­
bilities. This will include procurement functions for all commodities 
purchased under the project and systems design for distribution of co~ 

modities that will ensure timely delivery according to project implement­
ation schedules. Also ~~nistrative Services will establish collection 
procedures for the project's fee-for-service schemes, which will 
correspond to inventory control and schedules for pharmaceutical and 
medical supply replenishments. Linked to the PRIOOR operations research 
program will be an in-muse management information system within the 
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Administrative Services Division. The MIS will serve as a management 
tool for ongoing project revisions, particularly as related to pricing 
policies and service utilization rates. Administrative Services will 
also handle personnel administration and be responsible for developing 
optimum salary incentive packages necessary to maintain a qualified 
cadre of health and management professionals. 

b. Self-Financing Probability 

The project's self-financing premise is key to the 
continuance am replication of the primary health care delivery system. 
Assuming the cost of a standard package of health care services 
offered under the project is affordable to the average project parti­
cipant, there still remains the problem of sufficient volume of sales 
necessary to meet the financial obligations incurred by the project. 

Each participating cooperative will provide a staff 
member to carry out recruiting and prorrotion activities. These individuals, 
paid in part by conrnissions, will be responsible for explaining and ad­
vertising the project to potential members and ensuring that membership 
qrntas are achieved. In <Jddition, the Recruit.er/Pronoter personnel 
will be supported by the Cboperative Health Liaison Gamnittee through 
membership mobilization campaigns and health program presentations to 
target area carrnunities. Other forms of membership drives will be 
developed as the project unfolds and rrore denographic and socio-economic 
information is made known. It is envisioned that other communities 
located on the fringe of the project target area will gradually have 
access to the health delivery system by means of feeder roads which 
connect into main roads serviced by the project. 

c. Active Participation of All Cooperatives 

Given that La Merced is the largest the of co-ops involved 
and that La Merced will sign the Cooperative Agreen~nt and therefore be 
legally responsible to A. I. D. there is a danger of the project being 
dominated by the leadership of La Merced. Full active parti­
pation of affiliated entities must be achieved to guarantee the project's 
success. 

The Project Advisory Board is designed to be a repre­
sentative entity that will provide the MSU and the Board of Directors 
of La Merced with project feedback and assessment from all project 
participants. Representatives from the Mineros and San Julian health 
liaison committees will have full involvement in formulating the Board's 
proposals regarding project linplementation procedures and other policy 
recommendations, for exarr~)le, the selection of healtll care delivery 
services provided by the delivery system and appropriate pricing 
strategies. Moreover, as a means of estoblishing its autonomy, the 
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MSU will be located in Santa Cruz apart fran La Merced, in a rented 
facility financc<1 with project funds. The facility will be of adequate 
size to provide office space for a staff of 14 people, sufficient space 
for technical assistance personnel and PRICOR research staff. 
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D. Econanic Analysis 

1. Affordability 

a. Historical Data on Rural Family Incare and Health care 
~nditures 

A major premise of the project is that the participants 
can and will pay for the health servioos to be provided. This premise is 
supported by the results of research conducted on health care expenditures. 
The 1977 Montero study found that the surveyed population, which included 
a large representation of this project's target beneficiaries, incurred 
substantial expenditures for health services. For exarrple, informants 
indicated that, in the ~week period prior to the collection of the data, 
the average expenditure per illness episode was $2.13. When projected 
over one year, the average expenditure per person for health care was 
$ 55.38. (See Figure 13 ). 

Figure 13 

Expenditure in [bllars for Illness Episodes During Prior Two 

W=eks, Montero :region, Bolivia, 1977 

Average EXpenditure * Percent of 

Per Illness Per Total 

Episode** Person*** Expenditure Per Person 

M2dication $ 3.38 $ 1.63 76.4 

Fees 0.64 0.31 14.6 

Transportation 0.22 0.11 5.0 

Other 0.18 0.08 4.0 

Total $ 4.42 $ 2.13 100.0 

* u.s. dollars (l dollar = 20 Bolivian pesos). 
** 1,625 illness episodes during prior two weeks. 
*** 3,372 oersons in total population. 

Figure 14, below contains the illness categories ar.j the 
average expenditures for 1,625 illness episodes recorded during the survey. 
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As can be seen, the cost per illness episode was greatly increased for the 
treat:nent of conditions requiring the assistance of a health worker. For 
exanple, in 80 percent of the gastrointestinal cases, health workers were 
not consulted, and the average expenditure for treating these illnessess 
was $ 1.58. Havever, for the remaining 20 percent who visited a health 
worker, the average expenditure per episode was $ 8.25. 



FIGURE 14 

Illness Episcxles During Prior Two weeks and Average Expenditure by Condition for iVhich Health 

WJrkers W=re and W=re Not Consulted, a::mtero Region, Bolivia 1977 

Health vbrker Consulted* Health ~Jroker Not Consulted 

Number of Percent of Average Percent of Average 
Illness Illness Expendi- Illness Expendi-

Illness Category Episcxles Number Episcxles ture** Number Episcxles ture** 

Gastrointestinal 419 82 19.6 $ 8.25 337 80.4 $ 1.58 

Respiratory 329 74 22.5 9.62 255 77.5 0.83 

Eye, ear, nose, throat 220 29 13.2 6.69 191 86.8 0.77 

Skin 47 7 14.9 14.26 40 85.1 0.73 

Physical injury 46 14 30.4 91.66 32 69.6 0.72 

-.....I
Pregnancy related 14 4 28.6 57.13 10 71.4 1.22 0 

I 

Other, nonspecific 548 107 19.5 19.47 441 80.5 2.17
 

Unknown 2 0 0 0 2 100.0 0
 

Total 1,625 317 19.5 $ 16.65 1,308 80.5 $ 1.46 

* consultation with a physician, nurse, health praroter or midwife 

** U.S. dollars (1 dollar = 20 Bolivian p:sos) 
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Given that the average family size in the M:>ntero Health 
Survey was 5.6 persons, the total annual family expenditure on health was 
$ 310.13 (5.6 tirres the per person annual rate of $ 55.38). The "1982 
Statistical Abstract of Socio-econanic Data for Selected Areas of Balivia" , 
prepared by USAID and the Bolivian Ministry of Agriculture and canpesino 
Affairs (MACA), indicated that the 1978 yearly net cash income for the 
average 'mla1l fann househ0ld in the Santa Cruz area was $1,086, or $194 
per person. Accordingly, a comparison of net family incare ($1,086) with 
annual family expenditures on health ($310), reveals that rural 
families in the target area spent approximately 29 percent of their incx::m=s 
on health care. 

b. Current and Projected Expenditures for Health Care Services 

The follCMing analysis exmaines the .i.npact of the current 
econanic Crl.SJ.S in Bolivia on the ability of the fanrer to pay for an 
adecfl late arrount of health care services. By using baseline incare and 
expense data developed fran the MJntero Study in 1977, the analysis denons­
trates that the Bolivian rural population's current and projected health 
care expenditures will keep pace with the factors of inflation and currency 
devaluations, enabling payrrent for an adequate supply of medicines and 
health care services provided under the project. 

As previously mentioned, 1977 incare and expense data 
shOM:!d average rural fann per capita incare to be $194, with average 
health ext-enditures per capita totalling approximately 29 percent of that 
arrount, or $ 55.38. Current estilrates of fann earnings indicate that 
per capita incare has increased fran $194 in 1977 to $256 in 1983, based 
on a peso inCCItE index (Le. multiple) of 26.4 and an exchange rate 
deflator of 20 ($b. 400 = $ 1, 1983 ~ $b. 20 = $ 1, 1977). If it is 
assurrrred that heatlh care expenditures as a proportion of incare have re­
mained constant since 1977 at 29 percent (Le. an elasticity factor of 
1. 0), then projected hL'alth care expenditures are approximately $ 73 per 
person. HOM:!ver, given the effects of a depressed Bolivia economy as \\ell 
as natural disasters in the Sant.a Cruz region, which have decreased agri­
cuItural productivity, incare spent on health care as a percentage of net 
incorre can be assurred to have declined since 1977. By using a IIDre con­
servative elasticity factor of .50, current per capita health care expend­
itures are calculated at$36.50. 

Under the proposed health care delivery system, an average 
participant will pay approximately $ 11 per year to obtain an adquate 
arrount of health care coverage (see Section VLE4). Accordingly, the pro­
ject's per capita heatlh care expenditure of $ 11 is a denonstrably 
affordable cost, one which is \\ell within the outer range of estimated 
current individual health care expenditures of $ 36.50. 
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c. Health Care Expenditure Affordability Constraint 

This analysis was carried out to detennine the maximum 
arcount that beneficiaries can spend on health care given the decline in 
consumer purchasing power that has occurred since 1977. In the absence 
of current fann level incare data, wholesale agricultural prices were 
used to determine the change in fann earnings. The increase in agri­
cultural prices for the first quarter of 1983 was 61 percent, with a 
projected rise for the entire year of 271 percent. This increase, when 
measured fDDm the base yar 1977, translates into a Wholesale Price Index 
(WPI) of 26.4. By measuring the WPI against a Consumer Price Index (CPI) 
of 44.3, develoPed for the same 1977-1983 period*, it is evident that the 
buying power of the fanuers in the target area has declined by 40 percent. 
(26.4 .;. 44.3 = 60% 100% - 60% = 40% loss in purchasing power). Applying 
this reduction equally to all const.IIrer items, including health care, it 
is estinBted that the project participants can spend a maximum of $21.93 
per year on health services (See Figure 15). 

* CPI was calculated by assuming a 150 percent inflation rate for 1983 
and :rreasuring prices against the 1977 base year. 



FIGURE 15 

HEALTH Cl'.RE EXPENDITURE CONSTRAINT 

Increase in Farm Income Purchasing Fo.ver 

1977 funtero Study 1977-1983 Discount Factor Elasticity Factor 

Average. Health Care Expenciiture WPI 26.43 .6 or 60% .5 

( US$ deflator ) ( ) 
$ 55.38 x ( 26.43 ~ 20 ) x ( 26.43 WPI ~ 44.27 CPI ) x .5 = 

( ) ( = .6 )
( = 1. 32 ) ( ) 

$ 21. 93 Health Care Expenditure Constraint 
-...l 
W 
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d. Cost Analysis of Health Care E~itures 

Participants will have three types of health care ex­
penditures under this project: (1) the cost of Iredications, (2) member­
ship fees, and (3) the price of health services. First, project cost 
analysis estimates yearly expenditures of $88,887 in Iredications to 
adequately cover the target population. With an allowable mark-up 
of 15 percent for Iredications, the project will generate yearly 
revenues for rredications of $102,220, which transposes to a per capita 
(36,900 beneficiaries) expenditure of $2.77. Second, preliminary 
calculations indicate that participation in the project through a c0­

operative will require a yearly rrembership fee of $10 per family. * 
This rate is judged reasonable both from the perspective of beneficiary 
affordabili ty and from the revenue needed to support the delivery system. 
Calculating 5.6 persons per family unit, the yearly per capita cost for 
participation in the prograr is $1. 78. Finally, data provided by the 
Montero study, indicate that annual per capita expenditures for health 
care services under the Montero project were $3.67, which when converted 
to current dollars is $6.45. The sun of the three types of per capita 
expenses (medications $2.77, membership fee $1.78 and health services 
$6.45) is $11. Corrparing this figure with the estimated maxim\.Jl1 arrount 
beneficiaries can spend on health care per ann\.Jl1 ($21. 93), it is ap­
parent that project health care costs are affordable and well within 
the target population's econcrnic reach. 

2. Self-Financing Feasibility Analysis 

A primary assumption used in developing the feasibility 
study of the self-financing aspect of the project was the existence of 
a potential health program membership of 36,900 PeOple found within the 
project I s geographical area of concentration (Le. the La Merced, Mine­
ros and San Julian cooperatives, and surrounding vicinities). Another 
primary assumption derived from the affordabili ty analysis is that the 
averagt.. cost of health care for a project participant of $11 per year 
is affordable given the participant's average disposable income for 
hpalth care services. 

By the ern of third year of the project, the $11 per 
capita revenue generated from full participation by the target popu­
lation, will be sufficient to cover all operational costs associated 
with the primary health care delivery system. It is envisioned that 
project revenues will be generated at incremental rates, increasing 
over the life of the project and in direct proportion to the number of 
Health Care facilities (Le. wvels I, II and III) in operation at 
that time. Accordingly, revem.E estimates have been made on a quarter­
ly basis (see Figure 16 ) stC'rting with the third quarter of the 

*	 It is estimated that 90 percent of the beneficiaries will participate 
in the progrc.un through membership in a cooperative. 
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first year under the assumption that it will take 9 months for the 
project to begin generating revenues. 

As can be seen in Figure 16, at the end of the 
first year of activity, slightly rrore than 4,600 people will be parti­
cipating in the project. Their participation will raise first year 
generations to about $24,400. The nunber of participants and revenues 
increase progressively to the end of the third year, when thel'e will be 
36,900 people involved, and the yearly generations will be approximately 
$300,000. 



- 76 ­
nQJRE 16 

PJnJ1:x::T REVI-NUE p~rrns 

1st~::. 2nd QJart;er 3rd Quarter 4th ()Iarter 

Year 1 

N\Jtt)er of Par­
ticipants (1/8)4,613 (1/8)4,613 

foalicine R~venues 

Bervia:! ~.\lCnues 

Advanre Payrrcnt 
(36 percent Int.) 
for fudicincs 

. Dles 
+ services 

SUb-total 
Yearly total $ 25,397 

$ 3,194 
7,637 

1,853 
$ 12,684 

$ 3,194 
7,637 

29 

J ,853 
$ 12,713 

Year 2 

l:urrber of Par­
ticipants (11S)7 ,380 (1(4)9,225 (1/3)12,288 0/2)18,450 

l-bdicinc Jevcnucs 
BelVire Ibvenuc!:: 
.Advanre Paytrent 

(36 ~:-~nt Int.) 
for l-Wicines 

Dles 
SUb-tota1 
Yearly tot.al 

$ 5,111 
12,219 

46 
2,965 

$ 20,342 
$131,093 

$ 6,389 
15,274 

58 
3,705 

$ 25,426 

$ 8,689 
20,772 

78 
4,934 

$ 31,473 

$ 12,778 
30,547 

115 
7,412 

$ 50,852 

Year 3 

Nunber of Par­
ticipants (1/2) 18,450 (2/3)24,575 0/4) 27,675 (1) 36,900 

M::!dicine levenues 
Servire lbvenues 
Mvance Paylrcnt 

(36 perrent Int.) 
for "roicincs 
~s 

Sub-total 
Yearly total 

$ P,778 
30,547 

115 
7,412 

$ 50,852 
$296,918 

$ 17,17.2 
40,933 

154 
9,874 

$ 68,083 

$ 19,166 
45,821 

172 
11,120 

$ 76,279 

$ 25,555 
61,094 

230 
14,825 

$101,704 

Year 4-­
Nl.Jrbcr of Par­
ticipants (1)36,900 (1) 36,900 (1) 36,900 (1)36,900 

~cine lbverl' es 
Servire Ftlvenues 
Jldvanre PaytrCnt . 

(36 pc: ~'rent Into) 
for ~~cines 

t\les 
Sub-total 
Yearly total 

$ 25,555 
61,094 

230 
14,825 

$101,704 
$406,816 

$ 25,555 
61,094 

230 
14,825 

$101,704 

$ 25,555 
61,094 

230 
14,825 

$101,704 

$ 25,555 
61,094 

230 
14,825 

$101,704 

~tiJMtcd OJarterly 
~rational Costs 

96,128 96,128 96,128 96,128 

~rly Surplus 
(Project F~pans1on 

arrl Systan MLUntcnanre 
Pulp:>scs) 

$ 5,576 $ 5,576 $ 5,576 $ 5,576 
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As seen in Figur~ 16, total project cash expenditures, rrQnus 
in-kind contributions pr~;,ided by the participating cooperatives and fund­
ing fran Title III resources, are $453,867 in year one. It is apparent 
that project revenue generations of $25,397, derived from the first year of 
project operations, will not be adequate to cover the cost of project ex­
penditures in that yecu.:. Therefore, an A.I.D. contribution of $428,470 
will prOVide for the budget deficit during the initial year of the project. 
Likewise, A.I.D. contributions of $459,876 in year two, and $211,654 in 
year three (primarily in the first two quarters of the year) will be 
required in order to sustain the project's infrastructural developrrent and 
allow for achieverrent of full capacity by the end of the project. A.I.D. 
and Title III contributions are in effect a purrq::> priming ItEchanism for the 
system. These resource~ will provide the m:mies necessary to initiate and 
continue operations until the delivery system begins to generate revenues. 
Based on project participation of the full target population, in thA 4th 
quarter of year three of the project, revenue generations of $101,704 will 
be sufficient to cover project operational expenses incurred in that 
quarter of $96,128. Such expenses will be comprised of personnel costs for 
rEvels I, II and III ($45,331), MSU personnel and administrative support 
costs ($28,579) and the supply of . ItEdicines ($22,218). (See Fiqltre 17). 

With the project target population remaining constant in the 
fourth year and the health delivery system maintaining operational costs 
at previous levels, project revenues will be adequate to allow for self­
financing as well as to provide a quarterly surplus of $5,576 that will be 
used for project expansion purposes. (See Figure 16). 

FIGURE 17 

'IUI'AL PROJEX::r CASH EXPENDITURES 

Tbtal project cost 513,924 690,297 550,581 1,754,802 
lEss: In-kind Contribution 7,512 15,998 17,884 41,394 

Tbtal project cash expenditures 506,412 674,299 532,697 1,713,408 
rEss: Revenues rEvels, I, II 
and III. 25,397 131,093 296,918 453,408 

Subtotal 481,015 543,206 235,779 1,260,000 
rEss: Title III 52,545 83,330 24,125 160,000 

A.I.D. Contribution 428,470 459,876 211,654 1,100,000 
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VI. PRnID::T IMPLEMENTATIGl.'J ARRANGEMENTS 

A. Role and Resp:msibility of USAID 

The project will be rranal.j-ed by a project manager in the Health 
arrl Human Resources Division (HHR) of USAID/Bolivia, who will be re­
sponsible for nonitoring scheduled activities and project inputs. The 
project mana~ will be the USAID repres:mtative on the project's Ad­
visory Ccmnittee, and close ties will be maintained with the directors 
of all tre participating cooperatives, particularly La M=ro=d, to assure 
that the tenns of the Cooperative Agreerrent are followed for all procure­
nent and selection of technical assistance. In the early stages of the 
project, the project manager will make at least ITOnthly trips to the 
project site to assist the establishrrent of the Managerrent SUpport Unit, 
define and clarify its responsibilities, coordinate project inputs to 
be provided through USAID and assist in the solution of inpleI'lEJ1tct:icn 
problems that arise. A Mission project ccmnittee ccnposed of the 
project manager and representatives of other Mission offices, will re­
view project status bi-~Jdy to identify potential problems in inple­
nentation, develO[, appropriate solutions and prepare quarterly status 
reports. 

The Project Developrent and Inplem:mtation Office (PD&I) will 
be responsible for preparing the Cooperative AgreeI'lEJ1t as well as the 
Project Inplem:mtation Letters (PILs). PD&I will also assist in track­
ing the project's procurerrent plan and will carry out the purchase of 
nedications through A.LD.M PD&I will develop the PIO/.I's, which, with 
the assistance of t:h= Executive Office will establish contract arranqements fer tiE 
project's long and short tenn technical assistance, which will be done 
on an A. I. D. direct basis. The Office of the Controll=r will review 
all disbursem:mt requests for confonnity with A.LD. regulations and 
ensure that appropriate accounting practices are followed by La M=ro=d 
and other participating organizations. The Office of Development Plan­
ning (DP) will coordi.nate all evaluations in collaboration with the 
project manager and the FENACRE operations research team. 

B. Inplerrentation Plan 

As explained in the inplerrentation strategy (Section IV.C.) , 
this project will be carried out in four phases. The first phase will 
essentially establish the MSU, giving t:.l"E project the capacity to enter 
into the subsequent phases involving staffing of Level I through III 
facilites by specific geographic clusters, recruit::Irent of rrembers and 
deliver.y of services. Once the MSU is operational, the recruitIrent of 
the target population needed to make the project self-sustaining will 
be accrnplished in the phases or cycles of six nonths each. Because 
of the cyclical nature if the I1ETIlber recruitnEnt activities, details 
for only the fir Et. cycle - establishrrent of the MSU - and the second 
cycle - first rrcmbcrship rccruitnEnt cycle - will be presented below. 
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PHAffi ONE - ESTABLISHMENr OF THE MSU 

DATE 

August (1) * 

september (2) 

Q::tober (3) 

- Project Cooperative Agreerrent signed. 

- Inpleroontation letter No. 1 issued explaining 
priority inplerrentati.on steps. 

- La r-Erced establisoos Health am-Carrmittee within 
its Board of Directors. 

- Participating cooperatives sele:.ct representatives 
to 1D3 Advisory Board. 

- La r-Eroed to docunent tre steps to establish tre 
MSU showing role, relationship to Board of Directors 
am staffing. 

- Develop ~lection criteria, conditions of errploy­
rrent, and recruit MSU managerrent team. 

- La r-Erced develops an agreerrent be~ the parti­
cipating co-ops describing the. respective re­
sponsibilities of each co-op in the project. 

- Inplerrentation letter issued explaining procurerrent 
procedures, di sburserrent and local procurerrent 
regulations, and accounting system to be adopted 
for tracking USAID funds. 

- Hire MSU manag~nt team (Director am two Assist­
ant Directors) and nove into project offices, 
providing space for FENP.cRE staff. 

- Define selection criteria for remaining MSU staff 
and ccmrence recruit.rrent. 

- FENACRE Operations Research staff m:et with MSU 
Director to define roles, responsibilities and 
work schedule in letter of Understarrling. 

* NtJrl'ber of nonths of project inplerrentation. 
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- FENACRE to initiate baseline survey.
 

- USAID issues procedures for international procure­

nent of drugs. 

- Establish accounting system to nana~ grant funds. 

- MSJ to develop expaIrled project inplenentation plan. 

- MSU to issue a technical assistance plan consist ­
ing of job descriptions, selection criteria and 
~rk schedule. 

- Initiate recruit::nent of long and short-tenn advisors. 

- Ccrrluct first quarterly process evaluation. 

- CoITplete hiring of MSU staff. 

- Initiate develq::m:mt of follCMing systems and 
cooponents: 

· personnel 

· services to be delivered 

• accounting system for project - generated funds. 

• staff training and orientatiol!
 

· logistical system incltrling drugs
 

• nanagerrent information system 

- COrrluct inventory of existing EerVices in project 
~ea. 

- Hire short-tenn advisors to ~rk on follCMing 
systems: 

· logistics including drug procurerrent 

· financial nanagenent and accountin'oj 

· manayenent infonnation 

- CaTplete drug formulcu:y and place first order. 
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- Develop specifications and order radios, supplies, 
"vehicles and equi.prent. 

- Contract training institution to develop training 
materials. 

- Catplete the develor:m:mt of the following systems: 

· personnel 

• services to be delivered
 

· services delivery plan by geographic area
 

· staff training and orientation
 

- Conduct fonnal orientation of MSU staff to project. 

- Develop service delivery plan shooing for each 
geograPhic area the service clusters or zones to 
be incorPQra ted in the program and ~ dates of 
inCOrPOration. 

- eatplete developrent of the iollooing systems: 

· accounting for project-generated funds 

• logistical system incI i.Jf.ng drugs 

• managerrent infannation system 

- FENACRE and MSU to define service package, cost 
and income collection nBthcd(s). 

- Present ccmnunications plan shooing location of 
radios. 

- Establish maintenance plan for radios, equipnent 
and vehicles. 

- Order vehicles, radios, and equipment. 

- Conduct second quarterly process evaluation. 
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STARr PHASE 'lID - DELIVERY OF SERVICE - FIRST SERVICE ZONE 

FebIUaJ:Y (7) 

March (8) 

- COnduct survey of existing facilities to be in­
corporated in the first service zone. 

- M=et with co-op directors to identify camnmities 
to be included in the first service zone and revit:?N 
inplerrentation schedule. 

- COnduct survey of eYJ.sting facilities to be in­
corporated in the first zone. 

•	 identify new facilities needed and existing
 
facilities that require modification •
 

•	 prepare work plan to have all facilities ready 
by April. 

- t5Tbership recruiters contact selected camumities, 
explain program and establish health ccmmmities. 

- Health ccmn:i.ttees select praroters. 

- MSU selects staff lor Levels II and III facilities. 

- Training materials are field tes ted. 

- Vehicles arrive. 

- First shiprrent of drugs arrives and are packaged 
for distribution. 

- Radios, equipnent and supplies arrive and are 
prepared for distribution. 

- Develop supervisory schedule shcMi.ng responsibilities 
by level. 

- Train praroters arrl level II and III staff. 

- Veri.:y coopletion of facilities to program standards. 

- Commence inscribing members. 
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April (9) 

May (10) 

June (11) 

June (12) 

- Managerrent support systems operational to all 
levels. 

- Facilities are staffed at all lev'els. 

- Equiprrent, rcW.os and supplies are distributed to 
all levels. 

- Vehicles are distributed to levels III and II. 

- M3dicines are distribured to all levels. 

- Supervisory system inplerrented for all levels. 

- Praroters continue recruiting participants in their 
geographic area of coverage. 

- Third quarterly evaluation. 

COMMENCE DELIVERY OF SERVICES 

- Initiate vaccination canpaign at all levels.
 

- Initiate health education prograln.
 

- Continue recrui'brent of rrembe.rs.
 

- eatnence continuing education.
 

- Fine-tune slJHX)rt systems.
 

- camence drug restocking.
 

- COntinue service delivery.
 

- Continue nerrbership recruibrent.
 

- Initiate preventive maintenance programs.
 

- Continuing education ongoing.
 

- Continue service delivery •
 

- Continue rrerrbership rearuibrent.
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- Continue nerrbership recrui1::Irent. 

- Drug restocking. 

- Pefinenent of training program base on performanoo 
feedback. 

- Refine'reI1t of support systems. 

- Fourth quarterly evaluation (this in-depth review 
will propose inprovenents for the i.n1?lenentation 
of ~ second service zone). 

The 8ej' lice delivexy phases for reaching the remaining two service zones will 
follow the sane events as outlined above. 

The dates of the third phase for inCOrPOrating the second delivery zone 
are fran August 1984, to t.~ end of January 1985. The fourth phase for 
incorporating the third delivery zone begins February 1985, arrl tel:minates 
July 1985. The balance of the titre left in the project will be dedicated 
to rrembership recruit:rrent throughout the entire geographic area covered by 
the project in an effort to reach the 37,000 target population. 
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C. PROCUREMENI' PIAN 

1. Procurerrent of Professional and Technical Services 
2. Procurerrent of ConlrOdities 
3. Procu:rerrent of Construction Services 

1. Procurement of Professional and Technical Services 

A. Consultants and Advisors 

1. Responsible Agency 

USAID/B will be responsible for international contracting 
of all long and short-term technical assistance. La Merced will be 
responsible, with USAID/B concurrence for all local technical assistance 
contracts. 

2. Budget 

a) Long-term technical assistance is calculated $8,500 
per work rronth x 33 w/rn = $280,500. This includes salary, travel and 
transportation, housing and other costs. 

b) Short-term technical assistance is calculated 
$2,293.10 per If.Urk rronth x 29 w;ID = $66,500, which includes salary, 
travel and transportation costs for consultant only, per diem and 
other expenses. 

3. Illustrative List of Technical Assistance Required 

a) One long term advisor for life of project (33 rronths) 
in the field of Health Administration. 

b) Short term consultants (29 rronths) in the following 
field of expertise: 

- Financial Managerrent 
- Medication Logistics 
- Information System 
- Personnel Management 
- Conmunications 
- Training and Curriculum Development 

4. Source and Origen 

All technical assistance will be fram either A.I.D. 
Geographic COde 000 (United States) or A.I.D. Geographic COde 935. 
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5. Mathod of Procurenent 

Catpetitive negotiation or negotiation without solicitation 
of carpetitive proposals for personal services contracts will be ~ 

contracting rrethod used by USAID/B am tre Managemmt Support Unit (MSU). 

6. Paynent Mathods 

Long term and short tem advisors will be paid on a direct 
paynent and reimburserrent basis, through aU. S. treasury clEek payable 
to ~ contractor, mailed to the contractor to reilnburse dollar costs. 
Local currency payrrents will be nade by USAID/B. All paynents will be 
made upon pre fEntatior. of invoices and A. 1.D. Form 1034 (voucher). 

B. Personnel of Management Support Unit (MSU) 

1. Responsible Agency 

La. Marced will execute, with USAID/B concurrena?, all local 
technical assistance and project personnel contracts. 

2. Budget 

Costs of these services are estirna.ted to be $581,944 for 
three years, $198,246 to be provided by the A.1.D. Grant and the balance bv 
~ host country (contributions and Title III funds). 

3.	 Illustrative List of Personnel 

- Director
 
- Ass istant Director , Health services
 
- Assi stant Director , Administrative services
 
- Training Coordinator
 
- Health Education/Nutrition Coordinator
 
- Supervisor Health services
 
- Camnmity Organizer
 
- Financial Analyst
 
- Logistic Specialist
 
- Program Re~ruiter/praroter (6)
 
- Drivers (2)
 
- Administrative Assistant/Bookkeeper
 
- secretary/Typist (2)
 
- Physicians (6)
 
- TcchniCul Nur9:!s (6)
 
- Auxiliary Nur9:!s (52)
 
- Trained Nur9:!S Mid-wifes (6)
 
- Lub. Technicians (6)
 
- Clerk/Record Keepers (6)
 
- Sanitarians (6)
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4. Source and Origin 

All personnel to be contracted will 00 residing in Balivia
 
(source) and fran A.1.D. Geographic Ccxle 935 origin.
 

5. ~thod of Payrrent 

A. 1. D. host country rontracting regulations (Handbook 11) will 
be foll~d by the responsible agency. 

6. Payrrent ~thcrl 

USAID/Bolivia will advance funds to La ~rced, which will 
draw dCM'l ~ sum ~ded to cover personnel costs. As the M:::>lJ revenues 
increac..e, payrrents for this purpose will be covered fran ~se resources. 
All payrrents will be made in local currency. It is estimat...~ that USAID/B 
funds will cover one year of personnel costs. 

c. Schedule of Procurenent for Technical services 

1. Advisors and Consultants 

- september	 PIO/I's for long term advisors and 
initial short term advisors. 
TA positions advertised if necessary. 

- OCtol:er	 Offers received for long term TA posi.tions 
and first two short term positions. 
contract;, awarded to lonq tern advisor 
and the first three short term consultants. 

- Noveml:er	 lDng term and first three short term 
contractors on site. 

2. MSU Personnel 

August	 SCq:e of work pr; ~~ared. 

september	 Position~ for Director and Assistant Director 
advertised if neoossary. 
Offers for Director and Assistant Director 
positions received. 

october	 Director and Assistant Director hired. 

Nove>mber	 Positions adverti Eed for MSU personnel. 

DecemOOr	 lvib1J Personnel hired. 
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2. Procurement of Cormodities 

A. Responsible Agency 

Cooperativa La Merced, through the MSU' s logistic coordinator, 
will be responsible for all foreign exchange and local procurerrent. USAID/ 
Bolivia will provide all necessary procurement assistance and information, 
especially for international procurerrent, as well as a list of A.I.D./W 
certified procurement agents that could assist with procurement. 

B. Budget 

A total amount of $436,350 is the estimated budget for this 
activity. Host country contribution will be up to $152,800 and the 
balance will be covered by A.I.D. funds. This budget includes trans­
portation costs to the project site. The total local currency autho­
rization is $63,637. 

c. Equiplent and ':amodity List 

According to D~rent projections, the general equipment and cam­
m:x1ity list attached in Armex H ,·iill be purchCl~ed with project funds. Re­
finement of the list ITay result in minor shifts fram one commodity to 
another, or minor substitutions, but the overall dollar costs will not be 
raised. More precise netails and specifications will be developed by the 
MSU for both local and international procurement. 

1he following example items will be purchased locally: scales, 
chemical and laboratory analysis equipl~nt, office furniture, office 
supplies, construction naterial. 

other l<xal currency costs will inc.:lude the charges for the 
follONing lines of gcxx1s cmd services: vehicle operation and rraintenance 
(1 year) personnel (see technical services section) labor contribution 
to training rent. 

D. Origin and Source 

A.I.D. C~~raphic Codes 000 and 941, including Bolivia, are 
the. authorized sources and origins, except for rrotorcycles as states in 
Sections below. Medications wi 11 be procured frail UNICEF through A.1.D./ 
SER/Ca1. local procurerrent I•..,ill comply with regulations stated in lID 11, 
Chapter 3 and lIB 1B, dwpter 18. 

E. Waivers 

Waivers of A.I.D. 's source and origin requirement is required 
to permit the procurenent of 18 rrotorcycles fran Japan (A.1.D. Geographic 
o xll' lJ YJ) • 
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F.	 ~thod of ProcureIrent 

a) A.1.D. direct procurerrent will be used to purchase equipment 
and material available through Excess Property for rredical and dental e­
quipment, A.1.D./SER/CXM will arrange for the purchase of drugs fran 
UNICEF. 

b) Host country contracting rules will be followed by the MSU 
in the purchasing of equipment and material locally and/or internationally. 

G.	 Payrrent ~thods 

a) Purchase orders and other A.1.D. payrrent dOC\lIrents will be 
used to procure cammodities from suppliers. 

b) A.1.D. Direct letter of Ccrrmitrrent will be used for cornrodi­
ties imported specially for the project. 

c)	 Local purchasers will be paid by the MSU in local currency. 

H.	 Shipping 

All project cammodities inported into Bolivia will be shipped 
on the basis of CIF La Paz or Santa Cruz. Suppliers will provide all 
risk insurance in the amJunt of 120% CIF cost of the cannodities. A. I. D. 
marking requirerrents will apply. 

I.	 ~livery 

~livery schedules will be set up according to the necessities 
of the project, and the availability of cammodities. 

J.	 Arrival Disposition 

La ~rced/MSU will be responsible for the proper reception and 
clearance of inooming !Jrnjoct ccmrodi.ties consigned to them. USAID/B­
EXO will re in charge of ('\lstOms clearance of those cammodities procured 
by USAID/B on behalf of tile MSU. Inspection of incoming shipments must 
be made and receiving docurrents shall be annotated with cornrents on evi­
dent or possible damage when there are losses. La ~rced/MSU will initiate 
all insurance claims. Delivery to the project site will be crrranged by 
MSU. 

K.	 Procurerrent Schedule 

September - PIL for local procurerrent prepared. 
- PIO/C's, po's for all A.I.D. direct purchases 

prepared, 
- IFB's or other solicitation dOC\lIrents prepared 

and advertised as necessary. 
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october	 - Bids or offers received.
 
- Award of contracts.
 

December	 - Arrival of oammodities. 

3. ProcureIlEnt of Construction 

A. Responsible Agency 

La Merced;Msu will be responsible contracting for all construction 
services. 

B. Budget 

Costs of these services are estimated to be $83,344 for the life 
of the project. Funds will be provided by the host country. 

C. Facilities to be Constructed 

Existing structures may be adapted to the specific use of the MSU. 
A small warehouse for drugs and rredical supplies will be installed in 
the main office either by converting existing space oraddin<;i on new 
facilities. Clinic facilities for Level III will be rrodified, when neces­
sary within existing facilities. 

D. Source 

Construction for facilities will be undertaken by local firms. 
Given the small value of the construction elerrent, it is highly unlikely 
that u. S. firms would be interested. 

E. Method of Procurerrent 

Construction firms will be selected fran those solicited on a 
negotiated procurerrent basis. Following host country contracting regula­
tions, at least three offers will be solicited. 

F. MethOO of Paynent 

All construction services will be paid in local currency using a 
f~d price contract. 

G. Construction Schedule 

February 1984	 Conduct survey of existing facilities to be 
used in the first zone. 

Prepare work plan to have all faci.lities ready 
by specified dates. 
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r.1arch	 Identify constructions needs and facilities 
that require nodification. 

Work plan and specifications prePared. 

Request for proposals or other solicitation 
docurrents prepared and advertised if neces­
sary. 

Reception of bids,qualifications of firms 
and award of contracts. 

May	 Termination of construction and verificaticn 
of completion of facilities to program 
standards. 
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D. Evaluation Plan 

1. General 

The evaluation is designed to examine activities at two 
distinct, yet related, levels: (1) achievement of the project purpose, 
and (2) adherance to the implem:mtation schedule. These ~ aspects 
of the evaluation plan will be carried out by different groups within 
the project following a coordinated evaluation schedule. 

2. Responsibilities 

Two organizations will be responsible for evaluating the 
progress and achievem:mts of the project. The FENACRE/pRICOR Operations 
Research Team is responsible for evaluating the attainment of the project 
objectives. The MSU, as implerrenting organization, will conduct periodic 
checks on the provision of project inputs and will assess project accan­
plishments according to the master implementation schedule. 

a) FENACRE/PRICOR Operations Research 

The A. LD./thJashington centrally-funded Primary Health 
Care Operations Research (PRICOR) program, in conjunction with its local 
counterpart FENACRE, will CXlllPlerrent the planned project with an operations 
research component that will not only provide project decision makers with 
needed financial information and recatIrendations, but also will serve as 
an outside evaluation entity to assess the attainment of project objectives. 

The activities to be completed under the operations 
research canponent will be divided into three phases: 

I. Household baseline data collection and diagnosis, 
II. Developrent of service packages and finan::ing schemes, cr'ld 

III. Systems implerrentation and refinerrent. 

The activities of each of these phases will be carried 
out sequentially, although with overlap in Phases I and II. Phase I will 
concentrate on the collection of household baseline data, which will be 
used to project anticipated demand for, and cost of, health services in 
the target ,areas. In Phase II, the baseline data will be analyzed to 
estimate the pJpulation' s ability and willingness to pay for health care 
and to design alternative service packages and paynent plans. Eighteen 
IlDnths after the project begins PRICOR will conduct a second household 
survey which, combined with this generated infonnation will serve to 
rreasure mid-term progress. 

Phase III will coincide with the actual implerrentatiC'n 
of the self-financing health project. FENACRE/pRICOR-supported resources 
will be used to carry out ongoing analysis of project activities, including 
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utilization and revenue data. These activities will yield infonnation for 
making the mid-term adjust:Irents in t;.he financing mechanisms, pricing 
structures and service packages which may be necessary to ensure the self­
sufficiency of tre delivery systems. 

At the end of the third year, FENACRE/pRICOR will also 
conduct a major household survey and data collection effort similar to 
those carried out in Phases land II. This survey will serve to measure 
the inpact of the project on the participating households in terms of 
inproved health and econanic status. It will also serve to issue recan­
rrendations concerning: (1) ways to maintain the self-fina'1cing aspect of 
the delivery system beyond USAID/Bolivia's assistance, and (2) ways of 
transferring the concepts developed and experience gained under the project 
to other co-ops in Bolivia. 

In effect, the FE:NACRE/PRICOR operations re search will 
provide the project with the baseline data which will be used in the final 
evaluation to assess the .i.npact of the project. Because co-op zrezrt>ership 
is an inportant variable, FENACRE/pRICOR will also continuously assess 
co-op attittrles, rnanagenent capability and willingness to support the 
project in order to make the necessary adjustIrents to the project. 

b) Managenent support Uni.t (MSU) 

The MSU will be responsible for corrlucting periodic 
"process evaluations" to measure project progress and adherance to the 
inplenentation schedule. Included in these evaluations will be eatpOnents 
such as ccmrodity and technical assistance procurenent, recruitIrent, train­
ing and placenent of personnel, and installation of service delivery nodules. 
~ infonnation gathered by the MSU will be passed to the Advioory Board for 
review and reCOIllYEndations. These evaluaticns will take place at the conclu­
sion of each of the project's four phases: organization of tre MSU and instal-­
lation of the first, second and third sets of service delivery rrodules. 

~ FENlCRE/PRICOR operations research team and MSU will 
jointly participate in the process evaluations to be carried out after the 
second set of rrodules has been installed. This evaluation will serve as 
the mid-tenns review of activities and will evaluate the apprcpriateness 
of key design elenents and make necessary adjusments in the inplerrentation 
schedule. Items to receive close scrutining will inclooe: ineare generating 
mechanisms, adequacy of the ITEITbership base and appropriateness of service 
delivery packages. 

In conclusion, the operatims research activities and 
periodic process evaluations, coupled with USAID/Bolivia rronitoring, are 
the elerrents of the evaluation plan, which will assure project inplenenta­
tion according to schedule. As organized, the evaluation mechanisms will 
be sensitive to those factors that may hinder project inplenentation and 
will allow the adoption of corrective actions, as needed. 
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"·".""n 0' S..CIO, Gool: The broode, obj..ctiv.. 10 Meosures 01 Gool Achiev..m..nl: AUUtllplionl for achie"lng gaol fO'gels: 

!'l.,h thii proiec:' cootribu'es:• 

To improve the health statu:; and, 
then)by, the Fl~uclivity ~f rural 
and semi-urban agricultural w.:>rkers 

1. Infallt mortality reduced. 

2. C1Iild ITDrlali~y reduced. 

Baseline and follO\<l-up surveys 

Health system stalistics/reports 

Purchasing power for health care 
service remains constan\. or 
increases. 

and their families wiL,in the area 
IJf influenc"! of 2 rural and [Inc 
semi -urban cxn[J(>rative in ti¥.' 
D<'!p.l rl".m:'n t n [ Santil CnlZ. 

J. Olroni<" and acute malnutrition 
in chi lilrnn under 6 yrs. re­
duced. 

4. Nutri ti' )11'11 deficiencies arClflg 
target rnpulation rr:vluced. 

5. r-brbidity attributed school aD­
senteism r~uced. 

6. r-tJrbidity attributed adult 
(15-44) disability reduced. 

C1Iild g~ charts 

SChool attendance records 

PRICOR rfC>s('urch 

USAIO/Bol i vi a project manager 
ltOnitoring 
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"Ct P",ro'.: Conditions that will indicote purpo•• hOI been Assumptions far oc:hi...inl PUrpOI.: 
achieved: End of P......,t stolUI. 

!:lstablish il pilot sclf-~ini1ncing 1. A pilot, ccrrprehensive self- Endof project evaluation 1. Technical assistance to project 
:nary ho,'lth Cilre systt'!l', including financing health care delivery will be sufficient. 
J.nil·:.l(n.'·lt support uni t, ·.,'h.kh will systEm will be fUlly staffed, r-tc:U malHCjEID:'nt information system 
\'e the ~fJulati()n wi th III th~ area equipped and functioning. 2. Proportion of disfY.)sable iTlC'CJT'C 
influe:lCX' of 2 >::ural aT,,1 1 serni­ r-r:u reports of target population dcv'Jted to 
an ~~rative in the· ['cp<t,-t:rrent 2. A mangrnent slJFP:'rt unit health care does not decrease. 
Santa cruz, and which c',:m s"rve as capable of adninistering all U:;AID/project manager rronitoring 
::>d~l f:x "ther private S('f-tor aspe<.."ts at the delivery system: 3. Sufficient tedurical exI--.:!rtise 
1th '.:are progr iJlI5 • and completely finmlced by will I::e aVailable to adequately 

funds generated through the staff and iIrplEllEIlt the project. 
provision of health services, 
fully staffed, equipped and 4. An instituticnal frartlE!WOrk 
functioning. exists for accessing benefi­

ciaries. 

5. '!be MSW/PH will not interfere 
at a political level to hinder 
tiJTely, efficient ilTplerentati<.Jl. 
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PROJECT DE;IGtl SUMMARY 

LOGICAL FRAMEWORK 

Self Financing ?rimclIy Health 01re Project No 511 0569 

NARRA TIVE SUM/Min 

Ou'pu'~: 

1.	 t-bn i tor illq ,,:~d r':~lU.1Li'':1 s·,·,t.'.::In 
des i'mN and in: ;lallp,1. 

2.	 Stancl.:IrrJ fJ<ld:ag· :., of 111" S"l-: i, :"s 
d~s i 'med. 

J.	 PIlC ....' Jrk",·s .~f1'~ :;, I!-'('I': i"'~ '. Ii n'."! 
in service dnl i··I'ry ill"! w.lfF! :~"'!'TY'nt. 

o4.	 Financial m.1T1.1'-J.-yrrnt <;i' r t '--i:'! l"ld 

pricing cri.t.... ri.l d,:,:,;·:n"·'. 

5.	 lI~alth .:IIld vital statisti,:s r"' ­
partinq systems designed and 
operilt ing. 

6.	 t-p-licin"s ;md sun..-l,. 10<lj sties 
system c1'.'siYll€'<1 and opc,·.l~innal. 

7.	 Stlp':'rvision and f-~rs"nnel m;1I1agc­
rrcnt system rl....S;·I:lf"(l ",r1 "p,w""in9 

8.	 1I~i11 th ~l h·.... ry ." ·rvi··... Il J. , .; 
<"st'lb1i sh.x1. 

OBJECTIVELY VERIFIABLE INDICATORS 

MOllnitud" 01 Outputs: 

2.	 6 types 

L	 IellCl 1 298, Level I r 46, .,nd 
[pvpI I II 30. 

4.	 ('00 sysl'3Tl and set "f ('rH'·ri" 

s. One system
 

fi. One system
 

7.	 One systffil 

8.	 149 Level I, ~23 !eve I II and 6 
Level III. 

MEANS OF VERIFICATION 

-MSU work plan and rep:>rts 

- Marma1 .:IIld project rep:>rts 

- PRIt) m survey repcnts 

-USlIID/B project manager rronitQring 

-Site visits 

Lil.. of P'oj"ct: ANNEX A 
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Dot" p,<'po,,,d·'-- _ 

PAGE 3 
IMPORT AtH ASSUMPTIONS 

A"umptionl 101 ochieving outpul" 

- O.lali flC"~ trainers can be il:""­
tifi,,,! .1:1d recruited 

- E-Jit"I·}.' CiUldidltes for trai':~' . 
c·)n I·· P'cI'lited 

- Physi::.)! slruct'.:res for heall': 
facilities exist and are rr~~2 

avail'lble. 
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O~ JECTIVEL-Y VERIFIABLf UHJICA lORS 

Impl"menlalion 1 "rll"1 (Type nod Qu..,Iilyl 

---t~/,I·:·AT!JE-·iJMMARY
--------·r----------·-----I­

uh: 

'JEANS OF VERlr ICATION IMPORTANT ASSUMPTICNS 

A~.umplion. fOf p,o~idino inpvll: 

D 

c1miL'.I1 il..":: ,Lar :e: 
Lon':l t'_'lm: I I" 
Short ~':n:'; .'9 ,.m 

S 347,000 

,linin:: 3 ,', '1· , ," 
(.,,:, , It' m, 

1 ,. ':11 i!lui:': 
11] k"\','Is 

$ 21,000 

nm:xJiti0s: 
110illth '" !"': 'TY~' ': r ~f j, "~ funl i lure 
unu l~-1llilm:'nt, ':('hides (2 stretch 

$ 396,888 

jeel-~t:,"!"", 1Q .,..-,torcyc1es, 35 
bic,:,cl·.~s), lTY'dicines and supplies. 

cratul':l ilnd Dv.-e!L'prcnt c',,;ts: 
seardl: 

$ 245,112 
$ 75,000 

Sf CC'l_~'TRY 

tle 1 r-[-­
Tr.l i:;i~'l 

Cannxliti·· . 
Cl-'f2'r.Jtin·.1 I' J .:.', i:l Y·II'Ilt. C,:,sts 

$ 60,730 
$ 8,550 
$ 89,236 

C""i'''''·~ r ....fl··' It i' 'n~ 

l\-"ll'"' ~:' , 
()pcr;1':: i',-; .',1' '.":. i')p~ 'III C'.';":'" 

$ 40,91;.> 
$ 453,890 



5 C(1) - ax.'NTRY OIECKLIST 

Listed belaw are statutory criteria 
awlicab1e generally to FAA furns, an1 
criteria applicclJ1e to individual furd 
sources: Develq:rnent Assistance an1 
Eooncrni.c Support Furdo 

A.	 GENERllli CRITERIA FOR COUNTRY 
ELIGlBILl1"i 

10	 FAA Sec. 481. Has it been deter­
mined tt~t the government of the 
recipient country has failed to 
take adequate steps to prevent . 
narrotic drugs and other control­
led substanCE:"; (as defined by 
the Carprehensive Drug Abuse 
Prevention arri Control Act of 
1970) produced or processed, in 
Whole or in part, in such coun~j, 

or trunsported through such 
oountry, fran being sold illegal­
ly wi thin the jl1rlsuicticn of such 
rountry to u. S. Goverment pe.'L'son­
001 or their depencents, or fro:n 
cntedng the U.S. unlawfully? 

2.	 FAA Sec. 620(c). If assistance is 
to il gvverr.:l"Cni:, is the goverm'lent 
liuble as debtor or \l.'1ccnditioml 
guarantor on any debt to aU. S. 
citizen for go:x:is or services 
furnishro or ordered \·,here (a) such 
citizen roilS exhilustGd available 
legal re;-;roies and (b) the debt 
is not denied or contested by such 
govcrrrnent? 

3.	 FAA Sec. 620(e) (1). If assistance 
is to a governrrcnt, has ~t (in­
cluding govern~ent agencies or 
sulXlivisions) taken any action 
which has the effect of nation­
alizing, e>:propriating, or other­
wise seizing ~~ership or control 
of prC'p:~rty 01: U. S. citizens or 
enti tics t-:=ncficinlly o.med by them' 
without ta}:ing steps to discharge 
its obligations bo~ard such citizens 
or entities? 

Mf'~X B
O .l 
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Boliviil has been strengtl~en­
ing the effectiveness of 
its narcotics control 
prog-.L'ar:t. This project is 
an integral part of that 
effort. 

N/A 

N/A
 



4.	 ~ Sec. 532(c), 620(a),
 
620 CO, 620;); I:Y 1902
 
lppropriiluon llct Secs.
 
512 and ~13. Is recipient
 
OOlUltry a Cannunist COlUlt%y ?
 
'~i11 assistance be provided to
 
Angola, C<;.mb::xjia, Cuba, Laos,
 
Vietnam, Syria, Libya, Iraq, or
 
South Yemen? Will assistance
 
be provided to Afghunistan or
 
fuzarrhic;ue wi thout a waiver t
 

5.	 ISDCA of 1981 Secs. 724, 727
 
and 730. For specific restric­
tions on. assistance to Nicaragua,
 
sec Sec. 724 of the ISDCA of
 
1981. For sp2cific restrictions
 
on assistance to £1 Salvador,
 
see Secs. 727 und 730 of the
 
ISIJ~ of 1981.
 

G.	 FN', Sec. 620 (j). Has the OOlUl'tJ:Y 

pciautt<.:d, or failed to take ade­
quate measures to prevent, the 
damc.1ge 0:::- destruction by nob 
action of U. S. prop2rty? 

7.	 FlJ\ SC'c. 620 (1). Has the OOlUltr.y 
1:41i) ed to cnu::r into an agre0Jnent 
with OPIC? 

C.	 F7~~ Sec. 620(0): ~ishermen's 

Protec't.l\'8 ,".ct C': :57 .. as aT~2nded, 

Sec. :J. (a) Has dJ('~ 0'J1...L'1tl)' ­

seize:) , or .i.IT?oscd uny penalty or 
sanction agJinst, uny U.S. fishing 
activities in lr.ternation::;,l waters? 

(b) If so, has any de",Jction 
required by the Fishermen's Protec­
tive ]\ct teen made, . 

9.	 ~A Sec. 620(0); FY 1982 ADoronri­
alion l,ct. Sec. 517. (0) Has the 
govern:~I:::'nt or the recipient country 
b..~ in d~fault for nore than six 
m:mths on interest or principul of 
any AID loan to the COlUltry? 

ANNEX 13".1 
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No. 

N/A. 

lb. 

Yes. Boli,via is a rneml--el" 
of the JU):Jean Pact. 

No. 

lb. 

\.\
((\

\ 
\ ' 
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(b) Has t])Q country been in default
 
for rrore than one year on interest
 
or principal on any U.S. loan under No.
 
s program for ....'hich the appropri-'
 
etion bill appropriates funds?
 

10.	 FAA Sec. 620 (s) • If contanplated
 
assistance is developl'lent lCKIIl or
 
fran Econcmi c Support Fund, has
 

. tile Administrator taken into ac­
. rount the i1'iOilllt of foreign exchange
 
or other resources which the country
 
has spent on milltary equipnent?
 
(Reference may be made to the annual
 
"Taking into Consideration" maro:
 
"Yes, ta}~cn into account by the
 
Adndnistrator at time of approval
 
of Agency 0113." This llpproval by
 
the Administrator of tllC' Operation­

al Year B'.J:1get can be the basis for
 
an affin'ative ansv,'er during the
 
fiscal year unless significant
 
changes in circlt1\Stances occur.)
 

11.	 FAA Sec. fi20 (t) • Has the country 
sevcred ciplo11atic relations with 
the United St.ates? If so, have 
they been resumed an3 have new bi­ No. 
lateral assis t..ance agreements been 
negotiatcO and entered into since 
such resU'l'?ti.on? 

12.	 FAA Sec. 620 (u). "'-'hat is the pay­
ln~nt s til tus of the oountry I s U. N. 
obligations? If the country is 
in arrears I ....'ere such arrearages 
ta)~en into aCaJunt bv the AID Admin­ No arrearages. 
istrator in dctermining the current 
AID Operational Year Budget? (Ref­
erence may be made to the Taking 
into Consideration lTeiO.) 

13.	 FAA Sec. G~(1;-"; F1' 1~r.2 A~::)ropri­

iiB.on Act Sec. ~20. Bas' thee C )illltry 
aided or ab~ttru, by grill1ting sanc-· 
tllilt:)' frcr.l prosccutiO:l to, any in- No. 
dividual or group v:hich has ccmnit­
ted an act of interr.ational terror­
ism? Has the aJuntry aided or abet­
ted, Vi granting sanctuary fran 
prosecution to, any in::iividual or 



group which has ccmni.tted a war 
crinc? 

14.	 FAA Sec. 666. Does the oountry 
object, on the basis of race, 
religion, national origin or sex, 
to the presence of any officer 
or enployee of the U. S. who is 
present in such oountry to carry 
out eoonanic developnent programs 
~cr the FAA 7 

15.	 FAA Sec. GG9, 670. Has the oountry, 
after ]mgust 3, 1977, delivered or 
recaived nuclear enridrrent or re­
processing equi~nt, materials, or 
techrology, "..i thout specified arrange­
m=mts or safeguards? Has it transfer­
red a nuclear. ehplosive device to a 
non-nuclear weap::>n stute, or if 
such a st.n.te, either received or 
detonated a nuclear ehplosive device, 
after August 3, 1977? (FAA Sec.620E 
penni ts a special ....·aiver of Sec. 
669 for PaJd.stan.) 

16.	 ISDCA of 1981 Sec. 720. Was the 
country represe:1teQ at th~ ~1eeting 

of Ministc.:':!J 0: Foreign Affuirs and 
Heads of Dc legations of the Non';' 
Aligned CO\mtries to the 36th Gener­
al ~ession of tt.c G3..icral J\£se.-nbly 
of the U.N. of Sept. 25 an~ 28, 
1981, and failed to di,sassociate 
itself fra.'TI the ccmnunique issued? 
If so, has the President taJ~en it 
into aco:>tmt: (Reference rnay be 
made to the Tal:ing into Co!1sider­
ation rreno.) 

17.	 ISncA 0f 1981 Sec. 721. See 
special rcc.:U1.re:;-12n~ fo::' assis­
tanre to Haiti. 

v.	 F"UNDn~G SOURCE CRlTEKrA FOR CDUNrRY 
ELlG1DILl'IX 

1.	 ~ycloFT.'Cnt Assbtance Country
 
criteria.
 

A. FAA. Sec. 116. Has the 

ANNEX B.l' 
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No. 

No. 

No. 

Dolivi.n \"ilS rcprc!3cntcd 
at the !·~eeting of !·1iniste=s 
by the Torrelio sO\'err~TeI1~. 

It did n::>t forma11\" cisi:i£­
sociate itself fran the 
cx:mm.lluque issue~. 

UtA. 
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Departrrxmt of State detexmined 
that this goverr.:rent has engaged 
in a consistent pattern of gross No. 
violations of internationally 
rccogni.zed hunan rights? 
If so, can it be GC3iOnstrated 
that conter.-.platcd assistance will 
directly benefit the needy? 

2. EO:>nanic Supp::lrt Fund Country 
Criteria 

a. FAA Sec. 502B. Has it been 
detcnnined that the country has 
engaged in a consistent pattern of 
gros!: viol.:.:.ticI".5 of internationally N/A 
recogniz~l hur.an ri~hts? If so, 
has the country made such signifi­
C<lnt impro\'errcnts in its hurum 
rights record tr.~t f~~s~in9 such 
a..c;sistancc is in the nationul 
interest? 

b. ISDCA of 1981, Sec. 725(b). 
If ESF is to to,? ::u=r.isj~e':: to Ar(it:m­
tin'a, res tb: President certifi~ 
that (1) the Govt. of Argentina 
has made significant progress in N/A 
hunan rigr.tsi and (2) that the 
provision of such assistance is 
in the national interests of t.l-Je 
U.S.? 

c. lsor~ of 1981, S~c. 726(b). 
If ESF assistance is to be iur­
nishcd to Chi Ie, has the President 
rertificd that {l) the Govt. of 
Chile h.:ls rr.ade sigr.ificm;t pro­
gress in hur.an rights; (2) it is 
in the natior.al ir.terest of the N/A 
U. S.; an:1 (3) the Govt. c: Chile 
is rot aiding ir.te...rr.ntional terror­
ism arrl has tcl~en steps to brine 
to justice those irrlicted in con­
nection with the murder of Orlamo 
Letelier? 
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STANMRD ITD1 OlEO<LIST 

A. Procurerent 

1. FAA Sec. 602. Are there arrangements 
to permit u. S. small businesses to 
participate equitably in the fur­ Yes. 
msmngofanmXlities~s~i~ 

financed : 

2. FAA Sec. 604 (a). Will all procursrent
be iran the u. S. except as otheJ:Wise 
determined by the President or under Yes. 
delegation fran him? 

3. FN\ Sec. 604 (d). If the roopet'ating 
OOtmUy discriminates against marine 
insurance canpanies authorized to do Bolivia does not so dis­
business in the U. S., will ccmrodi.ties criminate. 
be insured in the vnited States against 
narine ris}, "...i th £uch a canpa.'1y? 

4.	 FAA Sec. 604(e); ISDCA of 1980 Sec.70S(a). 
If offshore proccrar:ent of agr~cultural 

cx:mro:li ty or procuct is to be financed, 
is there provision agains t such pro­ N/A 
curerrent, when tr.e domestic price of 
such a:mrodi ty is less than parity? 
(Exception ,",'here carrro:iity financed 
oould not reasonably be procured in 
u.s. ) 

5.	 FAA Sec. 604 (q). \·:ill ronstt"uction or 
engineering services bE. procured fran 
firms of oour.tri es otherwise eligible 
un1er Code 941, but which have attained No. 
s cxxnpetitive capability in inter­
national mar}:ets in one of these areas? 

6.	 FAA Sec.603. Is the smpping e>:clu:ied 
f'rcrn ccm::linnce ....·i th requir3reI1t in 
section 9011b) 0: tr.e Merchant Harine 
Act. of 1936, as i:.-:-ended, that at least 
50 percentun of L';e gross tonnage of 
o::nm:xli ties (CXIl?utcd separately for 
dJ:y bulk carriers, dry cargo liners, No. 
am tcn}:ers) financed shall be trans­
ported on privately ~TIed u.s. flag 
cx:mrercial vessels to the e>.."tent that 
such vessels ure available at fair ard 
reasonable rates. 

), 

\'\, )I: 
\J 
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7.	 FAA Sec.621. If technical assistance is
 
financed, will such assistance be fur­

nished by private enterprise on a con­

tract basis to the fullest extent praC­
ticable? If the facilities of other Yes.
 
Federal agencies will be utilized, are
 
~y particularly suitable, not am­
-peti tive \od t.~ private enterprise, and
 
IMde lIvaililble without undue interfer­
ence with darestic programs ?
 

11.	 International Air Transoort. Fair
 
~titl\'e f'rioctices. ';~c'::. 197~.
 
If air transPJrtation 0': pe::-sons or
 
propei~' is financed on grant basis, Yes.
 
will U. S. carriers be used to the
 
extent such sE!l'Viee is available ?
 

9.	 FY 1982 A~~ro~riation Act Sec.50~.
 

If the U.t;. G:Jverr~l1ent is a !=~ty to
 
a rontract for prcccre.-:-.ent, (bes the
 
contract contain a provision author- Yes.
 
izing termination of such rontract
 
for the convenience of the United
 
States? .
 

B.	 Construction 

1.	 FAA f.ec. 60l(d). If capital (e.g. con­ No. local procur~nt will 
struCtiO:l) project, ....·ill U. S. enginee';- be ustod. 
ing and professional services t:e 
used? 

2.	 FAA Sec. 611 (d. If contracts for
 
oonstruction are to be financed, will Yes.
 
t.h2y re let on a c::c:npetitive basis to
 
maximun eh'tent practicable?
 

3.	 FA.'t~ Sec. 620 0:) • If for construction
 
of proouctive enterprise, ....·ill aggre­

gate vah:e of assistam:e to be fur­

nished by the U.S. no:. e:-:cred SIOO Yes
 
~llion (except for F~uctive enter­

prises in Egypt that were described
 
in the CP)?
 

c.	 Other Restrictions 

1.	 FAA Sec.122 (b) . If develotJrent loan, .
 
is interest rute at least 2% per annun N/A

during grade ~.~riod and at least 3% per
 
annun thereafter? 

\ I)~ 
\ 
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2. FAA Sec. 301 (d). If furd is established 
solely by U.S. contributions an:! adminis­
tered by an international organization, 
does CaTptroller General have au::li.t 
rights? 

3. FAA Sec. 620 (h) • Do arrangem:ants exist 
to insure that United States foreign 
aid is not used in a manner which, 
oontrary to the best interests of the 
United States, prcr.otes or a~sists the 
foreign aid projects or act: i ties of 
Ccmnunist-block oountries? 

Yes. 

4. Will arrangenents precluie use of 
financing: 

a. ~ Sec.l04(f): FY 1982 Appropri­
ation hct. Sec. 525: {1) ~o pay 
for parfom.aJ1cc of abortions as a 
rrethoo 0: fa:,-ily planning or to 
m:>tivate or coerce persons to 
practice arortions: (2) to pay for 
involuntary sterilization as methc:x:l 
of family planning, or coerce or pro­
vide financial incentive to any 
person to un~ergo sterilization: 
(3) to pay for any biomedical research 
which relates, in \\'hole or part, to 
meth:x3s or the p."lrformance of abor­
tiW or involunt.a..ry sterilizations 
as \a mea'1S 0: :arn.ilY planning: (4) to 
lobby for abortion? 

Yes. 

b. FAA Sec. 620 (s-). To canpensate 
ONJ'lers for e.':propriated national-
bed property? 

Yes. 

c. FAA S('c. 660. To provide training 
or-advicc or provide any finan~ial 
support for police, prisons, or 
other law ~~orcemcnt'forces, 

Yes. 

except for narcotics progrilli\S? 

d. F1\.b. Sec. 662. For CIA activities? Yes. 

e. rA~ Sec. 636 (i). For purchases, 
Sale, long-term lease, exchange or 
guaranty of the sale of m:::>tor ve­
hicles mclnufacturcd outside U.S., 

. unless a waiver is obtained? 

Yes. 

i 
I 

\ f\ )
\ •..1 
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f. FY 1902 ~DOrooriation ~ct, Sec.s03. 
;'0 pay pci,Sions, ilMuities, reure­
nent I'<1Y, or adj usted SC!1'Vice cx:m­
pensation for military personnel? 

Yes. 

g. FY 1982 ~pprooriation Act, Sec. 50S 
~ pay u.s. assessments, arrearages 
or doos? -

Yes. 

.. 
h. FY 1982 Appropriation Act, Sec.S06. 

"!lb carry out provlslons Ot fAA sec­
tion 209 (d) (Trar:s:er of FAA funds 
to multilateral organizations for 
lending)? 

Yes. 

i. FY 1982 Aooroor.iation Act, Sec.S10. 
~ financ~' tr.~ e:~r t of n'.l::lear 
equiJ.=lll0nt, ft:el, or technology or to 
train foreign nationals in nuclear 
fields? 

Yes. 

). FY 1982 Appropriation Act, Sec.51l. 
Will assistance be providec fo= the 
purpose of aiding e-,e e::orts of t..l-te 
goverrt1'lQJ1t of such COU!1U'y to repress No. 
ti:e legit.i.JMte rights of tr.e p:>pulatic:1 
of such cou.'1try ccr.t.raty to the Uni­
versal Declaration 0: Hl:nan Rights ~ 

k. FY 1982 A~rop=iatio~ Act, Sec.51S. 
TO bz usej IO~ p~:i..;.c;.-.:y or r.:=opa­
ganda pu.-poses within V.S. not 
authorizej by Congress? 

Ye!> 



L	 ~al Criteria far Project 

L	 FY 1982 l\oorooriaticn Act, Sec.3'2'3;J 
'11';011 .... .sec • 6"3'··· _c.:cc _~ '.A.:r""	 ......,:--'; \...)"ttl, ..J 

ail) Dcsc:rJ.be flD,oJ a~_ .:>ri"zing :and .ap­
propriations crirmittees of Senate 
.mil 'House .have .been or will be 
lOdtifiooconceming the project7 
(1)' ]:s .assistance 'within (Operation­
e1l !lear lhrlget) coontry 'or i.ntet'­
JnZd:ional 'organization 'allocatitm 
~ to Congress (ar.not 'ITCre 
tlhml $1 :million 'aver t:hz1t ,am:nmt);j 

z..	 FAA Sec. 6il (a) (1) .. Prior 1:0 obli ­
gation in ~ess of $100, 000 ,,,..ill 
t:here.be (a) engineering, finan­
cial 'or other plans necessary to 
axny out the assistance and (b) a 
Jr:i;!Cl5omibly firm estimate of the 
cost 1:0 ±he D..S.. of the assistance: 

1.	 mAf\ Sec.G1l(a) (2). Iffm'fher J.eg­
~tive oction is ,required ",·iti-.in 
JI.'Sci:pient 'COunt.I1' ,\':.~at is .basis 
ftIr ::reasonable '€.)~tions that 
sucllaction will be ccn;>leted in 
till\3 ±o perrr.i t orderly aCCOll1?lish­
ment. Df :purpose of the assistance? 

c...	 m~ .Sec.,Gil (h): n' 1981 1\no!'c,::,d­
cation Act, Sec.50;. If for ""~ter 
cr Mater-related .l..and resource exm­
S'tInlc--.J.on, has project rret t.he 
starrlards und cdteria as set forth 
:fun ±he Principles arrl Standards .far 
lP.'lanning Water and Related Land 
!Resources, cated October 25, 197.3? 
«See AID Handtx:XJk .3 for ,new guide­
lines..·) 

s..	 lFMSec. 611 (e) .. If .project is capital 
iZlSsistill'lce (c. g. construction)" and 
all 'U.S. assistance for it will·exceed 
$1 .million, has Nission Director 
~fied am Regional Assistant Ad­
uninistrator taken into consideration 
ttbe CDtmtIy'S capability effectively 
to maintain and utilize the project? 

Catmi.ttees have bea1:.notified 
asing ,normal congressional 
mtification pror:edures. 

,Yes 

1jes.• 

,N/A 



die	 Jl'1\~ Sec. 209. Is 'project susccpti!:)le'to
 
@.ecution as part of regional or multi ­

)1aterillprojeet? If so, 'why is project
 
I~t ,so executed? Information'and con­

~U5ion whether assistance will ,en­

~Ul;'age regional developrent programs.
 

11..	 J1?M Sec, 60l(a). Information and cxm­
~\1Sions whether project ....dll encourage 

. &f;forts ,of the country to: (a) increase 
ttne .flOn' of international trD.:1e; (b) 
i(o.swr private initiative arrl car:pe­
tti"tion;' and (c) encourage developTP-Ilt 
amd ',use of cooperatives, and credit 
\.\mions, and savings and loan associ­
j\tions; (d) d..i.scourage rronoFOlistic 
jpractices; (e) i.r.?rove technical ef­
~i,cicncy of i.ndustry, agriculture and 
~rcei and (f) strengthen free lal:x:>r 
wrlo:lS . 

~.,	 ~ Sec. 60l(b). InfoI"In:ltion and con­
~Ausions on hOh project ~ill encourage 
@..~" 'prh'ilte tril:e and investment al::=oad 
~ .encourage pri.vate U.S. particip.:i~on 
~ .foreign assistc:nce progra.11S (inclu:3.­
Joo 'use of private trade ci'.annels an:i 
~ ,services 0: D.,S. private enterprise). 

~,	 '~~ ~ec.012(~'. E36(~); :1' ~'~~ A~roD~i-
~4. i,... .. •• c.:.:,._::'" . 't~.""~ ' :. flj':=w,,:l IIC ... , ... _~. ~. I. ""'-.:.> __ • , ,\';!,""" 

'~.en to ilsst:..::'e ~'1tlt., to to: , ::.iIr.XI 
Q>,.i;e.'1t }X)ssil:le, the c::)\.:nt:' CO:1t=i­
p~tin9 local ClU:"rencies to ; t.'1e C":'~t 

~f pontractual and other sc:: ,:~es, and 
w~eign curre:1des a,.,·ned by "_::e u.s. 
fjIe ~Ulized in lieu of dollus: 

,",0,	 flV\ Sc>c. 612 (C.), D::>es t.l)e TJ. s. (7,o,'Tl 

i?.>:cess iO~:l::iq;; C\.~-rcr.C"/ 0: the COll.it..ry 
1lJ):l, if so, \·:hat arr.:m:;a:1ents have 
P;..~) rr.<.lde for its rclec::.se? 

'J, FAA Sec. 601 (e). Will the project uti ­
~ize CCXi'.p.=ti tive selection procedures 
for ftc il\"arding of contracts, excep-:.
"mere applicable procc.rement rules 
llllCM othe.I'\'>'ise? 

l~mK '13.1 
JlIAgc :2 or. (6 

.Such other donors will oollaborate 
with project activities (e.g. PANO) 

:P.rojcct '\olill encourage 
'.efforts 'in aU of 'tile hOted 
ci1I'eas except for f which iti 1l0b 

relevant. to this project. 

'Pr;"~·'" U co s···.....'.n...- .,.. 
~ --. c.. \o.\:,,: •• ~ -. ._ ,,:rt" ......~ ~ ~ 

sell gOX5 and soUrce to project. 

.Dclivic.. \~:"l~ p·c:-..i~C' 401;1 c!: 
ttrt~'J pl·c)je~t CQE~_r;, \,:l".ic!; 
ll: ~±s~.4:;.';ia12:,· alf:f'./c t~c 

25'&	 ::-ir..i.ri.t::'.. ':1:erc arc: ro.: 
O.S. o~~~~ local ~·re~ClC5. 

lb. 

Yes. 

(, 



~.•	 JFY "1982 Appropriation Act, Sec:S21.~f
 
~sistance is for the prcxiuction of any
 
~ty for eJq;Ort, is -the ~tIIcdity
 

~t.ely -to be in surplus on world 'markets
 
zi\t -,the -.tirnethe resulting productive ca- iNo.
 
@city ,becanes operative, and is such as­

§}.stanee likely to cause substantial
 
.:iilnj~ -to U.S. producers of the same"
 
§~.~ or q::mpeting ~ty')
 

jj..	 ;FM '118(c) and (d) " :Does the project 
'@iply ,wi th the enviro~ntalprocedures 

AAt :f.()r~ in AID Regulation 161 ,Does '~es. see I.E.E. 
~ ~p~oject or program -~einto oon­
§J9,e;t:~~ionthe problem of the tJestn»­
~()n of tropical forests1 

U ..	 ~M 121 (d). If a Sahel project, has a
 
: ,etermination been made that the host
 
government has an adequate systen for
 
~~unting for and COiltrolling receipt N/A
 
SJ)d ,expenditures of project fums
 
~<l9Jlar~ or local currenpY .generated
 
~~.f:ran)7
 

fit	 E.m4i.~~_~~teria for, ProjE7C~ 

i,	 p~yelorr.v-'Jlt Assistance Project Criteria 
. -. . .	 , 

§, ~AA Sec.102(b), 111, 113, 28l(a)_
 
~~!:el1t"to which activity will (a)
 
~t,fe~tive1y involve the poor in de­

v~;l.opnent, by extending access to
 
~nCmy at local level, increasing
 
l#lbo~intensive production and tile
 
P.s.~ of appropriate technology,
 
~preading investment out fran
 
g~ tit:!~ to small ta,.ms and rural
 
#lr~as, and insuring wide partiei ­

p.:ltion of the poor in the benefits
 
pt developnent on a sustained bas'is,
 
llSing the appropriate u. S. institu­

p~msi (b) help develop CX)Operati­

V~S, especially by technical as­

~istance, to assist rural and urban
 
~r to help themselves teMard .
 
l?etter life, arrl otherwise encourage
 
dem:r...ratic private and local govern­

rrental institutions; (c) support
 
\'Jle self-help efforts of deve1q)ing
 



cx>un.tries1 fd) prarote the partici­
pation of wanen in the national 
ecoranies of developing CX)untries 
and the ~I'O\1ement of waren's status: 
and le) utilize and encourage region­
III ax>peratian by developiD3 
c:ountries? \ 

boO	 FAA. Sec.l03, 103A, 104, lOSr 106. 
Does the project fi t the cr~teria 
fur the type of funds (functional 
1lCCIOU11t) being usee? 

CoO	 FAA Sec.l07. Is B\l'hasis on 'USe of 
lJPPIopriate technology (relatively 
anal) er, oost-saving, lal:or-using 
technologies that are generally IlDst 
appropriate for the small fanns, small 
businesses, and small incc:rres of the 
poor)? 

d.	 FAA Sec. 110 (a). t-lill the recipient 
countJ:y provide at least 25% of the 

. costs of the program,project, or 
tlCtivity \\"i. th respect to which the 
l1Ssistance is to be furnished (or is 
the latter cost-sharing requirerent 
teing \\'aived for a "relatively lest 
&velopc.vJ" country)? 

e, JWI sec. 110 Cb). Will grant capital 
assistance be disbursed for project 
over rrorc t.han 3 years? If so, has 
justification satisfactory to Congress 
been made, and efforts for other f ­
nancing, or is the recipient oountry 
-relatively least developed"? (t-1.0. 
1232.1 defined a capital project as 
-the construction", e>:pansion, equip­
ping or alteration of a physical fa­
cilityor fucilities financed by AID 
dollar assistance of not less than 
$100,000, including related advisory 
managerial and training senrices, arrl 
not umertilkcn as p;rrt of a project 
of a predaninanUy technical assist ­
ance character. 
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Pmject will have a direct 
impact in all these itcrns 
with the exception of "e" 

Yes. 

Yes. 

Yes. 

No. 



f..	 1FN\;Sec.. 122 Cb) " Does the activ:i:ty 
tSJive reasonable pranise of c::ontribut­
~ ,to 'the develotxrent of econanic 
:J:.eSources, or to the increase of pro­
auc.tive capacities and self-sustain­

.jj)g .eeonanic .grcMt:h? 

9~	 fAA Sec. 281 (b). Describe ,ext-ent 1:0 
~ilii.ch program recognizes the parti­
cular needs, desires" and 'Cllpac:ities 
d. the poople of the .country·; utill ­
~ -:the country I s intellectual re­
~urces to encourage .instit:utiona1 
AevelOtxrent, and supp:>rts civil edu­
CAtion and training in skills re­
quired for effective participation 
in governmental processes essential 
to self-government. 

2..	 Devclo::m.~:lt r..sS:stc.."1ce Project Criteria
 
·(wans Onl\' )


< 

IJ.,	 'FA'b.. Sec.122(b). Info!:<:\ation an.1 
(n')clusic:1S on c;apacity of t.'1e c::r.:n1::ry 
U> repay t..'1c loan, at a reaso.....ab:ls 
iPte pf .L"'lterest. 

1>..	 f'A~ Sec. G20Cd). If assistance is for 
~~y procu~ entcrp=ise ~~~ch wi~l 
~te \\"itt U.S. e"1terr:::-isez, is 
there an agre6fent by t."e recipient 
country to prevent e>:port to the U. s. 
of rcore than 20% of the enterprise' 5 

zmnual production curing the life 
of the loan? 

c,	 1SD~~ of 19£1, S0c.724(c) and (d).
I! 10r l~ica:"':;ua, co~s the loan agree­
nent rcc;cire thZl t the funds be used to 
the rnc.:.>:.i.rnlIU e>:tE::1t possible for the 
private sector? Do2S the project pro­
vide for m::mi toring under FAr. Sec. 
62A(g)? 

.:J.	 Eo:7.l:rni c st:p;x>rt Fun:3 Project Cri teri'a 

11.	 FAA Sec. 531 (:1) • Will this assistance 
prarote econanic or political stabili ­
ty? To the extent possible, coes it 
reflect the policy directions of FAA 
Section 102? 

.~ B'.,3 
PAge 5 of ~ 

res.
 

Project will meet 'Bolivia's 
need to .provide primary health 
care services to rural and semi-urba.:: 
'POOr' by~ rreans of a self-financing ; 
mechanism. Project will improve the i 

health status of productive Bolivi..m' 
wrker and thereby enhance product~: 

ivity through reduced rates of 
nmb1.(U.tv and Il'Ortality. 

!~/A 

N/A 

N/A 

N/A
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.' b.	 f'1\.~ sec. 53l(c). will assistance 
iii1er this ct.apter be used for mili- RIA 
tar)', or paramilitary aet.:i.vities. 

c.	 fAA Sec. 534. Will ESP furdS be user:! 
to blvmce the construe:t.ion of the 
~ration or maintenance of, or the 
S'i-P1ying of fuel for, a nuclear fa- N/l\ 
.cl1it:/? If so, has the President 
certified that such use of fu."'lds is 
irxlispensable to non-proliferaticn 
~~~ ?
"'""J \".... l.-Lves. 

c!.	 FAA Sec. 609. If cO'l1lolities are to 
he granted so that sale proceeds 't7ill N/A 
nccrue to th~ recipient country, have 
Special Accou.'1t (count.erpart) arrange­

.m?nts been made? 



ANNEX C
 

certification Pursuant to Section 611 (e) of the 
Foreign Assistance Act of 196~, As Amended 

I, David A. Cohen, the principal officer of the Agency for International 
oevelopnent. in Bolivia, having taken into acoount am:>ng other factors 
the maintenance am utilization of projects in Bolivia previously fi­
nanced or assisted by the United States, do hereby certify that in my 
judgexrent Bolivia has roth the financial capability and htmlal1 resources 
capability to effectively maintain and utilize the capital assistance 
project: Self Financing Pj;'imary Health Care. 
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COOPERATIVA MULTIACTIVA-"LA MERCED" LlOA.
 
PERSONER'A JUA'D'CA No. 01028 

OFICINA JUNIN: No. 863 
TELEFONO 4-3002 ANNEX 0 
OASILLA No. 297 

SANTA CRUZ· BOLIVIA 

4 de Marzo de 1983' 

Sefior 
Henry Bassford 
DIRECTOR DE USAID/BOLIVIA 
La Paz.-

Estimado Sr. Director: 

Qxm es de au conoc:lmiento, hace varios afios la 
Cooperativa M.1ltiactiva ''La Merced" 1tda., ha tenido inter~s en propor­
cionar servieios de saloo en foI'DB nuy precaria a sus socios, eomenzando 
con ellos e1 am 1967 y los cuales fueron anp11.ados con un servi.cio de ­
Fartn:leia ereado e1 aiio 1974 y \.Il servi.cio de Enfenneria que funeiona des­
de e1 misno aiio 1974, cmix>s con ~to soci':l y econ1mi.co. 

El. Servicio de SalOO ha sido atendido por mMieos 
priv~dos, que de acuerdo con la Cooperativa ofrec1an sus servicios profe­
sionales bAsicos, con hanararios especiales con que se favorecla la econo­
m1a de sus socios. 

Con el transcurso de los BOOS y debido al -deterioro 
que tienen los servicios de salOO en e1 sector p(]blieo, con notoria escas~s 
de medias, heDDs erei.cb necesario estudiar y explorar nuevos mecanisnos de 
servieios de salOO para l'luestros socios con escasos recursos y a la vez ex­
pandir estos servicios en benefi.cio de otros socios de eooperativas existen­
tes en e1 departamento de Santa Cruz Y para el10 deseanos hacerle comeer 
e1 inter~s de los Consejos I atrav~ de 1a Cooperativa, para establecer y 
partieipar en un proyeeto piloto que pudiera ofrecer servieios indispensa­
bles de salud autofinanciables dentro del sector privado a socios de nues­
tra instituci6n y de otros del miSIID gl!ne:ro sin fines de lucro que funeionen 
en esta region, dando Wasis a las zonas perif&ieas de IUlestra eitJdad y 
las rurales. 

Tenenos la esperanza y entendams que tEAID/Bolivia 
nos puede eooperar en el desarrollo y financiamiento de este tipo de proyec­
to social en el cual est4 nuy :J.nteresado el personal de la Cooperativa, sus 
Consejos y nosotros persona1mente, para 10 cual nos serla. nu.y grato colabo­
rar y partic:tpar asociados con USAID en un proyecto de esta naturaleza ­
tan inportante para e1 capital hunano de nuestro pats y para 18 salud del 
pueblo boliviaro que vive en las areas de nuestro departammto. 

Con la esperanza. de que mestros deseos sean favora­
blemmte aeogidos por su organizaci6n, Ud. y sus colaboradores, nos es gra­
ta presentarle los sentimientos de nuestra consideraci6n y aprecio. 

p/aXJPERATJ.VA XIACrIVA ''lA MERCED" LTDA 

jfj,
10-1
'_b/'lb~~~c€tZS f 

( cpidente del Consej
 
Mninistraci6n
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ANNEX E 

. ~ STATEMENT 

An Initial Envirorunenta1 Examination (lEE) was su1::mi.tted to 
AID/W with the PID in January 1983. The recx::mneOOed thresm1d decision 
in the IEE was - Catec;pria1 Exclusion. This loeCXl'l'll'leOOation was 
ooncurred with by Mt. James S. Hester, Enviromental Officer, Bureau 
for Latin America am the Caribbean on January 13, 1983. A oopy of 
the IEE am Mr. Hester's OOJlcurrenoe are incltded as a part of this 
annex. 

I 

I 



U·.;rTED ST/.;r~, .'N~::RNATIONAl. DEVELOPMENT COOPERATION AGENCY 

,G.c:::r·,c v FOR INTr:RNATIONAL DEvELOPI.1ENT 

LAC/DR-IEE~83-l8 

ENVIRONMENTAL THRESHOLD DECISION 

project Location Bolivia 

Project Title and Number Self-Financing primary Health 'Care 
511-0569 

Funding	 ,$892;000 - Grant 

Life of ~roject 'Three years 

lEE prepared by Roberto LeOn de Vivero 
USAlD/La Paz 

Recommended Threshold Decision I Categorical Exclusion, , 

Bureau Threshold Decision	 Concurrence with recommendation 

Action	 Copy to Henry Bassford 
Director, USAID/~ Paz 

Copy to Roberto r..e6n de Vivero ~ 

Copy to Peter Orr, LAC/DR/SA 

Copy to lEE file 

~~~~'L-Date/$ .J4t1I41j 1983 
J~mes S. Hester' 
Environmental Officer 
Bureau for Latin America 

and the Caribbean 
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lNITLA.i ENVIRONMENTAL EXAM!r!ATIO~ (IEE) 

A. IEE Recommendation 

Project Location Bolivia 

. ,Project Title . Self-Financing Primary Health Care 

Funding LOP $. i 850 000 
, '. ... _.. ' .. ,'­

USAID/Bol1via Grant 892,000 

PRICOR 75,000 

Participating 
Cooperatives 883,000 

Life of Project FY 1983-1986 

IEE Prepared by Roberto Leon de 'Vivero 
Development Planning and 
Evaluation Officer 
USA.ID/Bol1via 

The pul-pose of the project is to establish primary health care deliverY systems 

in three cooperatives in t~e Department ot 'Santa Cruz. To achieve its purpose; 

the project will develop and test packaged management support systems which can 

adapted and used by other pr1vat~ in8~1tut1onl in the development and replicatio 

of self-financing primary health care delivery systems. The project components 

could impact directly on the ~nvironm.nt (e.g. infraltructure to be constructed 

health facilities) will be limited as existing facilities and institutions i. 

target areas will be utilized to the ~xtent posl1ble. other project components 

which will ~ct indirectly, ,but favorably, on the environment are the imProved 

health conditions tbat will 'increase, productivity and income of the small to 

medium agricultural worker and his/her family. This analysis also noted that thl 

three cooperatives (i.e.,ta Merced, Mineros, San Jul1&n) responsible for project 

implementati~n have demonstrated a substantial level of concern for environmenta: 

issues related to their other activities having an indirect i~act on the envirol 

~ent (e.g.} campesino credit, land clearing, testing of model farming system 

alter~tives, low to ~cdium income housing). 
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Based on the purpose of the project the attached IEE Checklist and the 
, , 

guida~ce provided in Handbook 3, Appendix 2D, Section 216.2 (c)(vlii)1 the 

requirement for carrying out a full Environmental Assessment does not appear 

to be applicable. In this regard, Section 216.2 (c) (viii) categorically 

excludes "programs involving nutrition, health care of population and family 

pla~~ing services except to the extent d••1gned to include activities directly 

affecting the environment (e.g., construction of facilities, water supply 

systems, water waste treatment)." 

To this effect, it is recommended that the Environmental Officer, Bureau for tat: 

America and the caribbean, find that the proposed project falls within the 

parameters of those categorically excluded fr~m following the environmental 

procedures outlined in 22 CFR Part 226. Nevertheless, it is recommended that 

both the project and PRICOR funded baseline. survey and census, to be carried o~t 

during the project paper preparation and initial project implementation phases, 

include sufficient specificity so as to be able to evaluate the project's expec~ 

indirect impact on the environment (e.g., changes in economlc/employment pattern: 

changes, in population levels, improved .health conditions, dilution of .cultural 

traditions) • 

, .., . '," .. ';~I , .' 
1_Date ... 

~ -, ...., • l"·,,,', /, .... 
Concurren~e J.'. ~ , ....... , ;:.'" '-f ~
 

David A. Cohen 
Acting Director 
USAID/Bolivia 
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B.	 lEE Checkl:lst 
impact Identification and Evaluation Form 

I1JID USE 

1.	 Changing the character of land th!'ough 

a. Increasing the population 

b•. EXtractulg natural resources 

c.	 Land clearing 

d.	 Changing soil. character 

2. Altering Natural Defenses 

3. Foreclosing Important UI•• 

4i" Jeopardizt.ng Man and !U.s Workl 

5. other Factors
 

.WATER QUALI~
 

1.	 Physical state or 'Nat~ 

2. Chemical and Biological states
 

3~ Ecological Balance
 

.h. other Factors
 

;. ATMoSPHERIC
 

,1. Air Additives
 

2.	 Air ~llution 

. 
3.	 Noise Pol.4tt~on 

4. .other Factors
 

NATURAL RESOURCES
 

1.	 Diversion, Altered Us'/! o.r Water 

2.	 Irreversible Inefficient Comm.1tments 

3.	 other Factors 

1.	 Altering PhYsical S}'mbols 

DSPACTS 

L
 

N
 

N 

N
 

N
 

N 

N 

N 

N. 

N 

N 

N
 

N
 

-

N
 

N
 

N 

\
.n
\'\
 



.L 

,.8 ..
 
2. Dilution of CUltural Traditions. 

. 3. other Factors 

1. Change" in Economir./Dnployment. Patteras 

2. Change in Population 

3. Changes in CUltural Patterns 

4. other. Factors
 

HEALTH
 

1. Changing a Natural Environment 

2. Eliminating an Ecosystem Elezucmt. 

3. othar Factors
 

GENERAL
 
. 

1. International Impacts 

2. Controvers1al Impacts 

3. Larger Program Impacts 

4. other Factors' t 

Symbols usecr are: N: No Enruonmental Impact 

L: 1.1tt1e Ponvtionmental :tmpact . . 
M: Moderate EnviroDJilen,tal r.mpact 
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L 

L 

H 

N 

N. 

N 

N 



ANNEX F 

TECHNICAL ASSISTAla JOB DESCUPl'ICNS 
AND SIDRT TERM TECHNICAL ASsfSTmi! 

The function of all technical assistance will be to strengthen the capability 
of the MSU to build the administrative infrastructure t."le project neErls to 
neet its objectives. .Advisors will have a MSU staff person as cotmterpart 
who will be responsible for .inplenenting the mutually agreed upon action. 

All advisors will be fluent in Spanish at the FSI R arx1 S level 3. The 
long tenn crlvisor must have an equal ratinc::{ in English. Tl'E short-term 
advis:>rs will also need a knowledge of English, depending on their area 
of eJq?ertise. Knowledge of English is recamended for all crlvisors, so 
that they may ha.ve access to the vast literature on health care mai1age­
nent arx1 self-financing cxmcepts that ha-ve been published in the last five 
years. The advisors slnlld have prior oonsultaticn experience, preferrably 
in a. Latin American culture. 

Short-tenn crlvisors will prePare a schedule of their proposed consulta­
tion services to the project, so that there may be a continuity of as­
sistance at key points in the overall inplementation schedule. The consul­
tation schedules will be approved by the MSU arxi USAID. 

A. Long Term .Advisor 

One long-tenn advisor will be hired by the project to serve for a 33 
nonth pericx1. The inC\.lYi)ent will serve as the COlmterpart to the Program 
Director of the MSU providing advice am expertise on the overall instal ­
lation and rnanagenent of the health delivery system. Included am::mg his 
specific duties will be: 

- participation in develq:rrent of health delivery subsystems (e.g. finan­
cial rnanagarent, training, cailiolity procurerrent, data collection); 

- progranming of short-term oonsultants; 

- preparation of internal program doc\.rlents (e.g. operating procedures, 
job performance S't:aOOards, supervisory roles); 

- design of strategies to overcare .inplertentation problems that arise; 

- nonitoring of financial plans .am incate ~ating aspects of project 
to assure that•.the self-sufficiency ci:>jective is being rret. 

Basic to t.~ qualifications for this position, will be a broad overview 
of the operation and rnanagerrent of arprrvate-!eCtar health care program. M:>re 
over, the incumbent must be able to relate arx1 provide general advice to 

\l\
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t:M MSU staff, which will :l:ngtude a rangB..:.9f professiooal and technical expert­
ise. Likewise, this advisor n,ll affectively work with the short tenn advisC'r ' 
who also represent expertise in a variety of related technical ' 
areas. 'l1le long-tenn advisor IlUlSt be nore than a health generalist. 
He/S1e nust have expertise in one or nore of the following fields (e.g. 
financial managerrent, mana.ge.nent information l¥Stsns, logistics), which 
are essential to tm successful inplertentation' of tm project. 

B. Short-Tenn Technical Assis~ 

As a carplem=nt to the long tenn cdvisor, the project will finance 27 m:>nths 
of short tenn technical assistance. Final definition of the particular 
specialities of this assistance will be m:de by tm MSU arx1 USAID early 
in project inplerrentation and will deperx:l, in part, on tm expertisa of t:m 
long tenn advisor. However, it is probable that incluqeq in the areas 
to be addressed with short tenn technical assistance 'will be financial rnanage­
ITEnt, nedicationsl 'logistics, and managerrent information sys~. 

'lba financial managertlIDt expert will he required to establish the 
eatplete lSCCO\Jnting and financial manaqemmt sub-system for the program. 
In designing this sys~ the inmJ'nbent will coordinate with advisors of 
the PRICX>R research effort to assure that the aocOWlting sub-system 
resporrls to all the financial data needs of the health program. A key 
elE!'l'eIlt of this expert's task will be to fornulate an inc:me forecasting 
rrethodology to nonitor the progress of tm system toward achieving self­
sufficiency. In addi,tion, he/she \'lill be required to teach 1:tris rrethodology 
to MSU' s accountant; who will serve as a counterpart throughout the 
consultancy peried. ' 

The rredications arx1 logistics advisor will assist in the develop­
ITEnt of' a phannaoeutical equiprent am supply sub-system. The task 
will illCltrle design of procedures for identifying the nost appropriate 
source (s), of procurerrent (both local arx1 international) arx1 for e.:ff.ect­
ing sooh prcx:urerents. The incuntlent will consult with USAID/Bolivia 
in developing tm procurement procedures arx1 will train an loW counter­
part in their use. 

'lba rnanagamnt information advisor will assist in corxlucting an 
inventory of all tm ~"lfonnation that will be needed to manage the 
project am elaborate procedures for the flow of information within tm 
health delivery system. In addition, this advisor will develop jcb 
descripticns for tn>se persons responsible for hardling data at all 
levels of tm delivery system and identify key reports that need to be 
generated arx1 assist in their develq;roont. 

other potential areas for short-teI:m technical assistanoo include radio can­
munications, rnan~ developnent and delivery of prinary health care 
service deliVery. 
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ANNEX G 

PRE.VENTIVE	 AND amATIVE HFALTH CARE SERVICES 

AT LEVEI.S I, II AND III 

This section presents the objectives of the health care system 

at each level. These objectives are based on the need to reduce major 

causes of m::>rtality and m::>rbidity. sate of these objectives of the 

system are basic and essential, i.e. those which definitely will be 

included in the program. Beyond these basic objectives are others 

which could be included depending on the desire of each cxmnunity 

and the feasibility of inclusion addE"lobjectives. Feasibility 

could depend on the availability of added f.mancial resources, the 

abilities and ti.rre constraints of the various health workers, and 
I 

logistical	 problems. 

Objectives are delineated below for each of the 3 levels of the 

system. The services to be offered at each of the levels are related 

directly to each objective. 
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I.	 LE.VEL I: THE PRCMJI'OR AT THE CXMoIJNITY LE.VEL 

A. ClJjectives at revel I: Preventive and Curative Medicine 

1.	 Preventive 

a) (Basic) Decrease incidence of parasitic and other 

infectious enteric disease. 

b)	 (Basic) Decrease incidence of anania. 

c) (Basic) Decrease inpact on rcorbidity and rcortality of 

other preventable infeci::ions diseases. 

d) (Basic) Improve maternal and child health for children 

up to age 5 and pregnant waren. 

e) (~tional) Be available as a resource to help the 

cx::mnunity with other preventive programs: e.g. avoidance of pesticide 

fX)isonings, accident, preventive health programs in the schools in 

coordination with the rural school teachers, nutrition programs. 

2.	 Curative 

a) (Basic) Be available as a source of first contact 

primary care to take care of emergencies and minor illnesses. 

b) (Basic) Be able to recongnize serious health problems 

requiring referral to a higher level, especially abnormal deliveries. 

c) (Basic) Have a small supply of basic drugs for the 

carmunity so as to be able to treat minor illnesses before they 

becare major. 

d) (Basic) Be available for administration of treatment 

ordered at a higher level: e.g. injections, administration of TB 
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drugs or follow-ups. 

e) (Basic) Be able to do UllCCII'Plicated deliveries, with or 

without the help of a trained midwife (wtx> may also be a praroters). 

B. General Considerations for revel I services 

At revel I, there will be two prarotors for each CCIITlU.lI'li.ty. They 

may operate out of their own banes, or fran a roan in a house proVided by 

the cx:mru.mity, whichever seems better for the oomnunity given individual 

circumstances. The prarotors will be part-time w:>rkers (approximately one­

quarter ti.1re) who earn m::>st of their incane at their usual w:>rk, but who 

will be re:ilnbursed for their services by any means each individual can­

munity choses (e.g. profit-sharing on drugs sold). The outlines 

provided below of services to be provided by the prcm::>tor is mainly a 

general guidelille. sane of the services may not be feasible in ~ given 

situation, whereas, in other situations the prarotor may fill Bare 

additional ccrcmunity need and may have to be trained specifically to 

neet that need. 

In addition to the preventive and curative services to be 

offered by revel I, the prarotors will do certain infoImation and 

statistical tasks which will be decided upon by the MSU. These tasks will 

include keeping a log of preventive efforts (talks, meetings, sanitation 

v.ork) and curative enoounters, including types of diseases enoountered, 

drugs administered and referrals made. Keeping track of inmunizations 

and accounting for their use. They could also keep a health file for 

each rrember of the ccmnunity. In addition the praroter will keep track 

of charges and collections. 
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c.	 Services to be Offezoed at revel I: Preventive and Curative Medicine 

1.	 Preventive 

a) Basis to decrease the incidence of parasitic and other 

infections enteric diseases, the praooter will be able to: 

1) instruct the camum1ty on the reasoos for using only 

safe drinking water and heM to reach this goal, be it through installing 

a ~ll, boiling or filtering the water, etc. '!hey shcnld have the skills 

to follCM through to make this instructioo effective, 

2) instruct the camum1ty en the reasons for hygienic 

and safe waste/feces dispos~ be it through the construction and/or use 

of latrines and/or the roodification of sanitazy practices that lead to 

the spread of enteric pathogens. The praroters ItU.lSt follCM through to 

make the instruction effective, 

3) follCMing (2), instruct the cxmnunity in the oonstruc­

tion of latrines. 

b) Basis to decrease the incidence of· anemia, the praTk)tor 

will: 

1) knCM a'1d introduce rreans in his ccrmumity to interrupt 

the spread of hookw:>nn, 

2) encourage nutritiooal practices which will decrease 

the incidence of anemia1 and 

3) be able to mcognize anemia and prescribe Iredicines 

to eliminate hoakwom ard build up iron stores (iron) and/or folic acid 

in pregnant waren. 
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c) Basic to deCIease the inpact en nmbidity and IOOrtality 

of other preventive infections diseases, t.he prcm:>tor will: 

1) be able to reoognize dehydration with diarrhea and 

provide instructions for oral Iehydratioo or referral if ~ oral rehydra­

tion is not sucoessfu1; 

2) be able to suspect possible tuberculosis cases and 

refer tb3se apprcpriate1y; 

3) be able to help with iImumizatioos, both in organizing 

tb3 ccmmmi.ty and in giving the iImumizatioos; 

4) in areas where malaria is a problem, be able to give 

instructions on rreans of preventing the illness and coordinate his work 

with tb3 malaria program; and 

5) be able to instruct the oamumity in general hygienic 

rreans to minimize tb3 spread of enteric, eye, skin, and respiratory di­

seases. 

d) Basic to inprove matenla1 health in pregnant waren and 

the health of children up to age 5, the praootor will: 

1) be available and accessible. Since there will be 

two prarotors in each cc:rrmunity, one will be available at all tines in 

case of errergency. 

2) have basic knowledge in handling em:!rgencies involving 

trauma SPecifically: 

i) how to atop severe bleeding, 

if) how to splint and handle fractures, 

1'1 
( ;
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iii) how to handle snake bites, 

iv) sate k.r¥Jwledge of resuscitation in cases of 

drowning or electric shock, and 

v) energency t.reat:Irent of bums and poisonings. 

3) know how to reoognize, and, if feasible, initiate treat­

rrent in rr.edical errergencies, specifically: 

i)	 initiating oral rehydration in cases of mXlerate 

to severe dehydration, along with referral if 

indicated, 

.i)	 initiating antibiotic therapy especially in cases 

of severe respiratory problems being referred to 

a higher level. 

4) be	 able to distinguish minor self-limited illness from 

more serious illness and initiate treat:Irent for minor illnesses such as: 

i) URI's, 

ii) 'otitis extern/otitis Iredia, 

iii) tonsilitis, 

iv) bronchitis, 

v) mild dj 'lrI'hea/gastroenteritis, 

vi) mild parasitoE.es, including ascaris and hookwonn, 

vii) minor skin infections, abrasions, cuts, burns, 

viii) mild oonjunctivitis, 

ix) IlUlScle aches and pains, strains, contusions, 

x) anemia, 

xi) gastritis/dyspepsia, 
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xii) minor fungal skin infections, and 

xiii) mild allergy problems. 

b) (Basic) '!be pI'CllDtor \'1111 be able to recognize when there 

is a serious health problem requiring referral to a ll;igher level, incltrling: 

1) pneUl'lOnia or other severe respiratory problems, 

2) asthma, 

3) severe otitis nedi.a, 

4) tuberculosis, 

5) cx:mplications of pregnancy and post-partum period, 

6) m:Xlerate to severe gastroenteritis, including possible 

typhoid, shinge11a, arroebiasis, or giardiasis, 

7) urinary tract infections/neph=itis, 

8) venereal disease, 

9) peptic ulcers, 

10) cholecystitis, appendicitis, volwlus, or other possible 

"surgical alx'laren," 

11) severe abscesses or skin infections, and 

12) malaria, 

13) contagious diseases preventivable by :inmJnization: 

yellow fever, polio, measles, whooping cough, diphtheria, 

14) liver disease, 

15) heart failure, 

16) seizure disorder or possible meningitis, 

17) goiter, and 

18) any other apparently minor condition which does not 

respond to initial treatrrent in a reasonable period of time. 
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c) (Basic) 'l1le praootor l s services include the availability 

of a basic drug supply to allow him to treat the basic conditions in (2) (a) 

(4) above. 

d) (minimal) 'l1le prarotors I services will include the 

ability to administer intraImlScular injections at the local level, as 

dictated by a health provider at !evel II or III, so as to allow better 

patient ccnpliance, since the patient could stay in his own village. '!he 

prorrotor will be able to follow up on chronic health problems (as per ins­

tructions fran !evel II or III) such as: tuberculosis and chronic skin 

infections. 

e) (Basic) All prarotors will be able to do sinple or un­

cooplicated deliveries in the hare. If an auxiliary nurse fran a revel 

II facility is :i.mredi.ately available, then it will not be necessary to 

have the prarotors doing deliveries. There may be enpirical midwives in 

the camumity who could be trained in sterile technique and in how to 

recognize cooplications. If it is necessary for the prarotor to be able 

to do uncooplicated deliveries, then this service will include: 

1) sterile technique, 

2) care of the newborn including the umbilical cord, and 

3) the avoidance of an episiotany, if possible, and the 

referral to a revel II or III facility. The problems to be recognized 

should	 specifically include: 

i) malpresentation, 

ii) pre-eclampsia or eclampsia, 
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iii) premature or prolonged rupture of membranes,
 

iV) fetal death,
 

v) infection in the m:>ther, pre or post-partmn,
 

vi) excessive bleeding,
 

vii) failure to progress in labor,
 

viii) nultiple birth,
 

ix) prematurity. and
 

x) macrosanic baby.
 

II. LEVEL II: THE.AUXILIARY NURSES AT THE HEALTH POST 

A.	 OBJOCTIVE AT LEVEL II: Preventive and CUrative M9di.cine 

1.	 Preventive 

a) (Basic) Decrease incidence of parasitic and other in­

fectious enteric diseases. 

b) (Basic) Decrease incidence of anemia. 

c) (Basic) Decrease inpact on m:>rbidity and m:>rtality of 

other preventable infectious diseases. 

d) (Basic) Inprove maternal and child health for children 

up to age 5 and pregnant waren. 

e) (Basic) Provide direct supervision of !evel I, including 

at meetings involving prarotors and their carmLmities. 

f) (~tional) AVailability as a resource to help ccmrodities 

with otb=r preventive programs, such as health programs in the schools with 

the oollaboration of the rural school teachers. 

2.	 Curative 

a) (Basic) Availability for first oontact pri.mal:y care and 
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to receive patients referred fran !evel I; will be able to handle erergencies 

and minor illnesses. 

b) (Basic) Ability to recognize serious health problems re­

quiring referral to a higher level, especially abnonnal deliveries. 

c) (Basic) Have slightly expanded drug supply (ccnpared to 

Level I) to be able to treat the range of minor illnesses elaborated in 

tile Clrreative &o-rvices section below. 

d) (Basic) AVailability for treatnent ordered at a higher 

level: e.g., inf.ections, administration of tuberculosis drugs, follow-ups.
 

e) (~ional but encouraged at nost sites) Ability to do un­

eatplicated deliveries, either in the patient's hare or at the health post.
 

f) (Basic) Provide supervision of the curative services Per­

foIllEd at Level I. 

B. GENERAL COOSIDERATI~S· FOR u.vEL II SERVICES 

At each Level II facility, it is planned to have one Auxiliary I 

nurse and one Auxiliary II nurse, both ':Jf them full-t.iJne and both on salary. 

Each Level II facility will be responsible for the supervision of the pro-

rotors in ~;everal ccmnunities, depending on geographic and denographic 

considerations. 'l11e Auxiliary II nurse will do nost of this supervision. 

The facility i-: contenplated to be a basic 2 or 3 roan health post provided 

by the CXX>Perative or rented in the village center. Level II will serve as 

Level I' s resupply point for drugs and other supplies, as well provide a 

continuous supply of vaccines. It will be a goal to have a supervisoty 

visit to each Level I camunity at least once a rronth fran Level II (one 

half day per m:>nth for each visit) • 

'1
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'1l1e division of time for various services of the auxiliary nurses 

at revel	 II will be approximately (OCIIi:>ined for the 2 types of nurses): 

Curative care (including waiting time for patients) 

6 nurse-hr./day 37.5% 

SUpervisory Tine (50% curative 
50% preventive) - 1 day,hro in each
 
camumity 20%
 

Drergencies and Deliveries 12.5%
 

Preventive programs - M::H, vaocina- 25%
 
tions, etc.
 

Drug SUpply, infonnation, etc. 5% 

The auxiliary nurses will have infoImational and statistical tasks 

as well as the preventive, curative, and supervisory tasks. '!hese will be 

similar to the infonnation gathered. at !evel I, and will be specified by the 

MSU and will include data on: 

1) preventive rreetings, call1?&qnB, etc.,
 

2) curative visits,
 

3) referrals,
 

4) supervisory activities,
 

5) camumicable diseases,
 

6) drugs distributed and ordered, and
 

7) charges/collections/costs.
 

e.	 SERVICES '.ro BE OIi'E'ERED AT LE.VEL II: Preventive and curative ~cine 

1.	 Preventive 

a), b), c), d), e) (all Basic) and f) (Optional, but encouraged) 

The preventive services to be offered at revel II are essentially 

the sarre	 as those provided by the prcm>tor (see IBvel I preventive services), 
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except that the nurses will act both on a cx:mmmi.ty level in association 

with the prarotor as a team (or on their own if there is no prarotor), and 

on a supervisory level, when they will overses the work of the pran::>tors. 

'lb:! only other specific differences is that the auxiliary nurses generally 

the Auxili~ II) will have nore direct organizational roles in health 

education programs, maternal and child health program, vaccination programs, 

and TB programs. 

SCIre specific anplifications in the revel II preventive services 

over Level I (see Level I preventive services) are: 

1) can start intravenous rehydration if necessary when patient is 

referred fran Level I, 

?) a:>ordinate the care of TB patients, 

3) has a refrigerator for the storage of vaccines and serves as 

distribution center for vaccines to the !:amunity , 

4) can coordinate distribution of malaria prophylaxis if indicated, 

and 

5), v) blood pressure and urine protein will be checked, as well as 

other services at Level I. 

2. CUrative 

a) (Basic) Availability for first contact primary care and for 

referral care fran revel Ii to have the ability to handle energencies and treat 

minor illnesses, the auxiliary nurses should: 

1) be available, as there are 2 nurses assigned to each 

Level II post and one soould be easily reached at all ti.rles in case of an 

eroorgency, 
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2) have basic knowl~ in handling energencies involving 

trauma, specifically: 

i) heM to stop severe bleeding, including Bare 

ability to do basic suturing, 

ii) immobilization of fractures, 

iii) how to handle snake bites and how to administer 

antivenan (sam would be available at the level II post if it were appropriate), 

iV) knowledge of how to do resuscitation, 

v) errergency case of burns and poisonnings, and 

vi) stabilization with rv fluids in a shock following 

trauma, especially chest or abdaninal trauma and/or loss, while arranging 

referral; 

3) be able to handle medical energencies r specifically: 

i) severe dehydration: may initiate rv therapy 

before transferring to level III facility, and 

ii) initiating treatnent in asthma and pneurronia; 

4) be able to treat or at leut initiate treatment for 

minor illnesses, incllXling: 

i) URI's, 

ii) otitis external/otitis media, 

iii) tonsilitis, 

iv) bronchitis,lmild pneurronia,lmild asthma, 

v) diarrhea/gastroenteritisjbacterial dye "';-().ry, 

vi) Parasitoses, 
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vii) skin infections, including the lancing of minor 

abcesses, 

viii) abrasions, conclusions, and lacerations, inc1ud­

ing minor suturing, 

1x) conjunctivitis, 

x) nusc1e aches and pains, strains, 

xi) anemia, 

xii) gonorrhea, syphilis, 

xiii) urinaJ:y tract infections, 

xiv) gastritis/dyspepsia, 

xv) allergies, 

xvi) fungal infections, 

xvii) vaginitis, and 

. xviii) continuing treatnent of chronic diseases, such 

as tuberculosis, and thyroid disease. 

b) (Basic) '!he auxiliary nurses will be able to reoognize 

when there is a serious health problem requiring referral to revel III or 

above, including: 

1) severe respiratory problems, including pneunnnia, 

asth.'Tla that does not respond readily to treatmmt, and possible pneunnthorax, 

2) suspected tuberculosis, 

3) CXI1Plications of pregnancy, inc1u:1ing those cases that 

have been referred fran revel I and have bsen oonfinned as truly CXI1Plicated 

pregnancies; these would include: 

i) bleeding in pregnancy, especially 3rd trimester, 

//\
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ii) malpresentation or pre-eclanpsia,
 

iii) fetal death,
 

iV) hypertension or pre-eclanpsia,
 

v) suspected multiple pregnancy,
 

vi) 'prenature rupture of llEiII'Dranes or suspected
 

amnionitis, 

Vii) macrosanic fetus, 

viii) diabetes in pregnancy, 

ix) tuberculosis in pregnancy, and 

x) excessive alcoool consurrption in pregnancy; 

4) severe gastroenteritis or enteroolitis, including satE 

cases of dysentery that may require rrore lalx>ratory diagnosis (e.g. arroebiasi), 

and those cases where J:IJ rehydration is necessary, although the nw:se may 

begin the J:IJ therapy, 

5) possible Itsurgical abdanen, It including appendicitis, 

perforated ulcer,	 volwlus; 

6) severe skin infections and large abscesses, 

7) malaria if lalx>ratory diagnosj,s is required; 

8) contagious diseases preventable by inTrmlization: 

yellow fever, polio, whooping cough, diphtheria, tetanus, c:x:IIplications of 

neasles; 

9) liver diseases1 

10) heart disease, includ~g failure and possible Chaga I s 

Disease or rheumatic fever; 

11) nephritis; 
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12) seizure disorder or neningitisJ 

13) any other apparently minor condition which does not 

respond to initial treatment in a reasonable pericxl of tine. 

c) (mini.mal) 'l1le service. at I.Bvel II include the availability 

on site of a basic drug supply that will allow the treatment of these oon­

ditions in 2) a) 2) 3) 4) above. '.l1le specific drugs are listed in Annex F. 

In addition, saTe other drugs may be stored at revel II for the specific 

treat:nent of a specific patient, e.g., a tuberculosis patient. 

d) (Basic) '.l1le services at !evel II will include the capability 

to can:y out services ordered at a higher level r including intranuJScular and 

intravenous injections. '!his oould include follow up for: 

a) tuberculosis, 

b) other chronic diseases, infections, and 

c) pediatric problems. 

e) (Basic) '.l1le auxiliary nurses will be capable of doing un­

carplicated nonnal deliveries, either at the hare of the patient or at the 

health post. '!his service would include the ability to rePair minor lacera­

tions and follow the patient post-partum. '.l1le service smuld include sterile 

technique, care of the newbom, and the use of methergine or ergotrate post­

partum. They will be able to reoognize CXI1plications of labor and delivery 

and appropriately refer t:.han to a !evel III (or higher) facility. '!he cx::.m­

plications which should be reoognized are listed at !evel I. 

f) (Basic) '.l1le auxiliary nurse (usually the auxiliary II) will 

supervise the curative services perfoJ:1'l83. by the prarotors at !evel I and will 

participate (with the t:eclmical nurse fran Level III) in the evaluation of 

these services. 

1\ 
...... -) \ \ 
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III. LEVEL III: THE HEAL'lH CLINIC 

A.	 OBJECTIVES AT LEVEL III: Preventive and Curative Medicine, 

1.	 Preventive 

a),	 b), c), d) Basic 'l'.hese minimal objectives are the SaIre 

at Level III as they are at Levels I am II (see Levels I 

and II), although the role at Level III will be rrore super­

visory. 

e)	 Basic I Provide direct supervision to Level II, and 

when appropriate, to Level I as well, especially as regards 

sanitation and maternal am child health programs, , 

2.	 CuratJ.ve 

Provide a full range of primary care activities
 

to which prorrotors and auxiliary nurses at L'3ve1s I and II
 

can refer patients, with the presence of a physician,
 

inc1udiD;1:
 

1) emergency car~, and
 

2) primary care of all illnesses with either'
 

~)	 definitive care at the Level III facility, or 

(ii) arrangiD;1 of referral to a Level IV or V facility. 

b)	 Basic Availability of a .'medicine --\ supply adequate for 

either definitive care in a) 1) & 2) or for initiatiD;1 care 

when referred to a Level IV or V facility is contenp1ated. 
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c)	 Basic . at San Jul!an and Mineros, optional in peri-urban 

Santa Cruz) Managenent of rormal deliveries and possibly 

some abrormal labors, as necessary, rot including Caesarean 

section except in dire energency. 

d)	 Basic laboratory services available. 

e)	 Basic . at San Julian and Mimros, optional but enoouraged 

in t:eri.-urPan Santa Cruz) Availability of a limited number of 

hospital beds for treat::Irent of rrore severe illnesses requiriDj 

observation or intraveoous treat::Irent, or for deliveries. 

f)	 (Optional) Basic dental services. 

B.	 GENERAL CCNSIDERATIONS FOR LEVEL III SERVICES 

The Level III Health Clinics will be CCIIPrehensive primary care facilities 

to which referrals will be made fran Levels I am II, although they will function 

in curative rredicine as a Level I or II facility in that the Level III facility 

may be the first health care-source to be approached by the patient, especially 

for the population in direct proximity to the facility. Deperrling on what seems 

ITost appropriate, sorre of the peri-urban areas of Santa Cruz may have only Level 

I and Level III facilities, in which case ~liary II nurses from the Level 

III facility \\Ould do the supervisory functions for the Level I health \\Orkers 

in the sarre way which the Level II nurses \\Ould do it in the Mineros and San 

Julian areas. 
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Infonnation 

The staff at level III will all partake in infonnational and statis­

tical reporting, but at this level, the work will be coordinated by the clerk/ 

record keeper. 

c.	 SERVICES 'ro BE (JE'E'EREI> AT LEVEL III: P.ceventive and Curative Medicine 

1.	 Preventive: 

The basic services at revel III to meet the preventive objectives 

are much the same as they are at IBvels I and II, except that, 

besides actually doing sane of the preventive tasks, personnel 

fran Level III will also be in the key superviso:ry roles for 

the different preventive programs in the area. The preventive 

programs are elalx>rated in ItDre detail in the discussions of 

Levels I and II, but, briefly, the basic preventive services 

supported by Level III will include: 

\ 
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1) water arx1 waste disposal programs (including latrines) 

2) efforts to control hookworm and decrease the prevalence 

of	 anemia~ 

3)	 nutrition programs,. 

4)	 early treatment of diarrheal diseases~ 

5)	 cooperation with vertical programs for specific diseases: 

1.e., tuberculosis, yellow fever, malaria, inrnunization 

programs, cmd 

6) support of maternal and child health program, including 

a)	 pre-natal care. 

b)	 recognition of 8booImal pregnancies, and 

c)	 well child care. 

BaSic preventive services at Level III \tA:>u1d include supervisory 

functions in: 

a)	 sanitation, and 

b)	 maternal and child health. 

Objective (f) \tA:>u1d be beyorxi the . basie . services listed above; if 

the cx:mnuni.ties desired, and if it were feasible, Level III could help in such 

prognns as the prevention of pesticide IX>isonings or accidents or give health 

programs in the schools in CXX)peration with the school teachers, or help in 

specific nutrition-oriented programs, family planning, or preventive dental 

programs. 

2.	 Curative 

a)	 The Level III facility should be able to provide a full range 

of primary care activities within the capability of a general 

\ \ 
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practice physician. Since patients are being referred from 

Levels I arxi II, .it is specially iIrportant that definitive 

care be given at Level III if it is within the range of 

"primary care", Le., rot requiriD3 hospitalization or 

specialized diagoostic services rot available in the facility. 

'!hese definitive services 'will inclUde: 

1) 'emergency care, 

i) lacerations, 

ii)	 sinple fractures, or splinting arxi stabilization of 

llDre serious fractures with arr~enent of referral 

to a Level r-J or V facility. An X-ray machine is rot 

contaTplated at start-up, but is an option to be 

considered at a later date, if it seems appropriate 

an:i there is a docunented need as well as the financial 

capability, 

iii)	 burns, poisoniD3s, 

iv)	 the capability to do an emergetK::y Caesarian section. 

un:ier local anesthesia, either at the facility or in 

the patient's hane, 

v) treatment of snake bite,
 

vi) capability to do resuscitation,
 

vii)	 stabilization of patients in hypovolemic shock through 

administration of intraveoous (r-J) fluids, including 

destran, 
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viii) rv rehydration,
 

ix) initiate treatment of neningitis, including the
 

capability to do lumbar punctures,
 

x) treat:m;mt of asthma.,
 

xi) initiate treatIrent of pulm::mary edema,
 

xii) treatrrent of tension pnellltOthorax"
 

xiii) capability to do emergency tracheostany urxler local
 

anethesia.,
 

xiv) capability to initiate parenteral antibiotic treatIrent
 

in cases of sepsis in the newlx:>rn, child or adult", and
 

xv) stabilization of any patient requiring referral:,
 

2)	 primary care of '1 a general range of illnesses I rrentioned 

above, the gereral range of il.inesses treated by the general 

physician will be treated at the Level III facility. The 

exceptions would be: 

i) illnesRes beyorxl the koowledge arxl capability of the 

physician, requiring the services of a specialist"
 

ii) elective or semi-elective surgical procedure requiring
 

specialist care or m::>re than local anesthesia, ahd
 

iii) cases requiring diagnostic procedures beyond the capa­

bility of Level III.
 

If a referral is recessary, . there should be arr-.nge­

nents made by the physician so that the patient is
 

transferred as sm::>othly arxl as quickly (if recessary) as
 

possible.
 

\	 
I 
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b) (Basic) A drug supply which would enable the physician to 

treat a full rcmje of primary care problems as well as the 

energencies should be available at the IeJel III facility. 

To be cost effective, tt limited,but adquate forrm:l1ary is 

planned alon;r with the logistics system to re-stock ~gs. 

c) (Basic at San Jul!an am Minero~, optional but encouraged 

in peri-urban Santa Cruz) Deliveries: Althoughj-Daby deliveries 

will IlDst likely be done at the Level III facilities at 

San Jul!an am Mineros, they wouid' be an 2E"tion in the 

Santa Cruz peri-urban areas, as the Maternity Hospital in 

Santa Cruz already does IlDst of the deliveries in the area. 

The e:atplicated deliveries will be done with the physician 

present,except those requirin;r ron-ernergency Caesarian section. 

As mentioned above, only emergency Caesarian sections, done 

with local anesthesia \\lOuld be done at the Level III facility. 

The physician \\lOuld ha;ve to use his judgenent on which aboonnal 

labors to refer to a higher level facility. 

d)	 Laboratory services: The scope of laboratory services is 

discussed in the specific section on laboratory services. 

e) (Basic at Santa Jul!an am Mineros, optional, but encouraged 

in peri-urban Santa Cruz) The availability of a limited 

number of hospital beds at Level III \\lOu1d be a prerequisite 

for fulfilling the capability of doing deliveries and for the 
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stabilization arillor observation of patients either awaiting 

referral or being rehydrated. Obviously, a staff member 

\IJOu1d have to remain at the facility if a patient was there. 

In the case of a nonna1 delivery, it is not contenp1ated 

that the patient \IJOuld occupy the bed for a long ti.Ire unless 

it was sPeCifically iOOicated. 

f)	 Basic dental services \IJOu1d be an option available at Level 

III to be determined by the MSU. This \IJOuld require the 

hiring of a full or part-ti.ne dentistand/or dental assistant, 

or an option \IJOu1d be to have a dentist care at intervals 

and \IJOrk on a fee-for-service basis, with the Level III 

facility supplying the space aril equipnent. 

I.J\BORATORY SERVICES AT LE.VEL III 

To be able to provide nnre scientific nedi.cal services at the Level III 

facilities, it is planned to have a small laboratory at each Level III health 

clinic with a laboratory technician. 'l"he laboratory will allow ITOre reliable 

_ prescrlDing of rredications, thuseffectill:] ~. overall saviDJs. ~lso, 

the physicians will be able to provide ITOre effectiVe Bezvices. 

The baSic . laboratory services that will be provided are listed below: 

I.	 PARASlTOICGY 

A.	 Exams will be done to identify: 

1) roundworms: ascaris, hoola«>nn, strongyloides, trichiuris, schis­

tosorniasis, oxyuris, etc. 

2) tap..,urms •. 

3) protozoans: amaebae, giardia, tricham:mads, malaria, etc. 
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I! . HEMATOIAX;Y 

A. Exams done will be: 

1) hematocrit or hencglobin, 

2) white cell count, 

3) differential, ~d 

4) white cell oount in spinal flUid. 

III. EXAMINATION OF 'IHE URINE 

A. Exams done will be: 

1) specific gravity, 

2) urine protein, sugar, acetone, 

3) microsoopic exam of the urine" . ami 

4) (optional) pregnancy test. 

IV. BACTERIOU:X;Y 

A. Exams done will be: 

1) gram stains of various body substances: sputum, pus, ~und 

material, urethral discharge, cerebrospinal fluid, 

2) oollection of sarrples in transfer media for culture am sensitivity: 

tuberculosis arrl other cultures,, and 

3) staining of sputum for tuberculosis. 

The basic tests;' above are the minimum oont.enplated for the Level II! 

laboratory. If the laboratory technician is capable of doing further tests' 

and there are resources available to get I'lDre equir:mant, as well as the 

demand for other kinds of laboratory tests, the followin:j' useful tests oould 

be done: 
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(all optional in order ofinpJrtance) 

1) blood typin:J arrl crossmarkin:J for transfussions, 

2) VDRL, 

3) sare minimal culturin:J: woUJXi, sputum, urine, and 

4) if equiI;lOOnt were available, sane siJIple blood chemistries. 

Outreach to Levels I arrl II 

In order to support the preventive programs of the project and to give 

Levels I and II sane laboratory capability, the laboratory technician will 

travel to selected outlying health posts (and even possibly sane Level I 

camn.mi.ties) at regular intervals to do screening programs for such diseases 

as intestinal parasites arrl anemia. The average tirre of 8 hours Per week has 

been programred for this. 

'!'he stool exams could be done right on the site on fresh sanples, since 

the microscope and other materials are easily transported. Hematocrits could 

either be done at the site or transported back to the Level III facility and 

done there. Slides for tuberculosis screenin:J could be done at the sarre t.i.roo. 

The laboratory technician would also train the auxiliary nurses at Levels 

II and III to check urine' for protein (irrportant in pre-natal care) and to 

prepare slides for tuberculosis and malaria. If it were appropriate, other 

staff in the program could be trained to do lab· work as seared necessary by 

the lab technician. No outside training program would be necessary. 

Equiprent necessary for the laboratory is listed in Annex H on Equip­

ment and Supplies for Levels I, II, and III. 

\~. 
( \\ 
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ANNEX H 

MINlMAL HEALTH E)'JUIPMENT AND SUPPLIES FOR FACILITIES 

AT LEVELS I, II, AND III 

'Ihe ~iprent 1D be provided for ~l I, II end III facilities is described 

belCM. Each list represents the miIWrun equ1F'fT1!1lt necessary at each level 

to deliver the sexvices outlined in the seIVice delivery plan. There will 

likely be sate variation in equitmmt anong the facilities because of dif­

ferent custans and/or capabilities of the health staff. F\1rni.ture and beds 

will be purchased locally or donated by the CXIl11IJni.ties. 

LEVEL I 

At :iLevel I, ~ pratDtors will be equipped for assisting with child 

births as ~ll as basic primary care. To provide the equiptent necessary 

for deliveries, a UNICEF "Midwifezy Kit Type 3 Basic" or equivalent is 

included for each Level I facility. 'lbis kit includes many i terns which can 

be used in primary care as well. '!he CXI'lPlete oontents of the kit are 

described in Appendix 1. 

LEVEL II 

A gas, kerosene or electric refrigerator will be provided at Level II 

facilities for the storage of vaccines and sale dnlgs. A two or three roan 

facility will be furnished. In order to allow the performance of de~iveries 

either in the facility or in the hare, each .L<!Jel II facility ....'ill have a 

UNICEF "M:H-A-cENl'RE EX:UlPl'" basic kit or·'equivalent or a Matemal and 

Child Health center Kit. Many of the i terns in the kit can be used for primary 

care as ~ll. rl'he individual items of the kit are listed in Appendix 2. 
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!.£VEL III 

Level III facilities will need m:Jre extensive fumishing, including 

several beds, examination tables, office ~ptent, and nnre storage capacity 

for drugs and supplies. Each Level III facility will be provided 2 Maternal 

and Child Health Center kits (anitting the two scales fran the seoond kit) 

to allow enough equipmnt for doing both deliveries and primary care (see 

Appendix 2) • 

'lhese facilities will be supplied with enough surgical inst.n.ments to 

permit the physician to·OO energency and m:1nor SUrgical procedures. cast­

ing rraterials are included. 

Laboratory equiprent is inclu:3ed at this level. No equ.iplent for 
, . 

bacteriology (culturing), or serology, has been included, in 

accordance with the initial limited functions of the laboratory. 'lhese 

rraterials could be added later if it is appropriate. Enough lal::x:lratory 

rraterials, reagents, etc. have been prograItl'lEd at this level to aHCM sup­

plying the Level II facilities for aroy laboratory procedures they may do. 

Dressings, Disposables, Drapes 

!>bst dressings have been listed for each facility, and will probably 

be obtained locally. Disposable items~ such as garbage bags and cleaning 

rraterials have not been listed. Also launderable items, such as sheets 

and drapes ,have not been inclu::3ed. 
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E)'JUIPMENl' FOR IEVEL I FACILITY 

I t e m 

Furniture: 

2 chairs and 1 table 
cabinet for drugs 

E::JuiI::ttent : 

UNIcEF Midwifery Kit Type 3 Basic 
(Cent. Alum. case) or equivalent
 

Scale, llEticjhanging, for children
 
Forceps, dressing, spring type SS, 150 DIn
 
Bag hot/cold ruliJer 2 Ltr
 
Jar. dressing w/oover 2.13L 55 .
 
Syringe, hypodennic 2ml. x 0.1 Nyloo luer
 
Needle, hypo luer 20G X 1" Box of 12
 

11 " " 22G x 1 1/2" Box of 12 
Scissors, bandage 182 mn 
Flashlight 
Tongue Depressor, netal 165 mn 
SjTinge, ear & ulcer, rubber tip 100ml 
Dressings, SOlutions: 

Elastic Bandage 75 mn x 5m roll 
Bandage, Gauze, Non-St. 25mn x 9rn roll 

11 11 50mn x 9m "
11
 

11 " "75mn x 9m " 
Gauze Pad Sterile 76ntn x 76mn 
unbilical Tape 3nm x 100m 
Isopropyl Alcohol 
Alcohol Dispenser 
Tincture of Iodine 
Adhesive Tape 25mn x 
Liquid Soap 
Lubricant Jelly 
Band-Aids 
Cotton-tipped Applicators 
Cotton 
Diluent: Di~t. 11.,0 for Ing. 2m! anps 

11
 NaCl o. ~% 2 ml anps 

* See Appendix 1 for detailed description. 
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Quantity 

1* 
1
 
1
 
1
 
1
 
2
 
1
 
1
 
1
 
1
 
3
 
1
 

3
 
4
 
4
 
4
 

30
 
1
 

1L
 
1
 

1L
 

50
 
SO
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~ FUR lEVEL II FAClLI'1'Y 

I t e m 

F\lrni.ture: 

4 chairs, 2 tables 
cabinet for drugs, large 
2 beds 
Inst.ruTent cabinet 
Light, examining, floor 110/220 

Equipnent: 

f.O-I-A-cENl'RE-~BASIC (Metric-Qmt-
Luer) Kit (UNICEF) * or EqUivalent 

Refrigerator LP Gas,/E1ectric 7.4 cu.ft. 
Vaccine carrier, eatplete with 4 ioe packs 
Bag. Ibt/cold rubber 2 LTR 
Flashight 
Splint set. nultipurpose 
Suture, <l:>st/Gyn CVI' Pkt 12 
Syringe ear & ulcer, rubber tip 100rnl. 
Otoscope set 
Iblder, needle straight 150 mn 
Hamrer, reflex 
Suture, silk black set 3 sizes 
S~iss8rs, surgical straight 55 14Qmm B/.B 
St~rilizer, Instr. Boiling 410x2SOXlOO Fuel 
Stethoscope Binaural cmplete 

Dressings, Solutions: 

Elastic Bandage, 75nm x Sm roll 
Bandage, Gauze Non-St 25mn x 9m roll 

" "" sOmn x 9m " 
II "" II75nrn x 9m 

Gauze pad, sterile 76mn x 76nm 
Umbilical tape 3ntn x 100m 
Cotton-tipped applicators 
Cotton 
Adhesive TaPe 25 mn x 
Vaseline Gauze 
Band-Aids 
Lubricant Jelly 
Liquid Soap 
Isopropyl Aloohol 
Alcohol Dispenser 
Tincture of Iodine 
z.Erthiolate 

*See Appendix 2 for detailed description. 
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1 

1 
1 
2 
1 
2 
1 
1 
1 
1 
2 
1 
5 
3 
1 
1 

12
 
20
 
20
 
20
 

200
 
1
 

3L 
1 

I, 
<.'~ 

1 . 
.. ,'
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Item 

F\.lrniture: 

Tables, chairs, exam tables, beds as necessary 
Large cabinet (s) for drugs 
Instr-rtent cabinet (s) 
Light, examining, floor 110/220 
IV Stand 

D]uiprent 

M:H-A-cENI'RE-EX:.UIPl' BASIC KIT (UNICEF) 
(~tric-Cent-lJJer) or equivalent 

R=firgerator LP Gas/Electric 7.4 cu. ft. 
Vaccine Carrier caIplete with 4 ice packs 
Otoscope set 
Otoscope ~hthalJroscope set 
Stethoscope, Cl::>stetric 
Flashlinght 
I-Ianner, reflex 
Sterilizer Hot Air 220V 250x250x300 
Syringe ear and ulcer robber tip lOOrnl 
R=suscitation (Ambu) Bag 

S~gical Instrurrents: 

Suture ct>st/Gyn Gut Pkt 12
 
Suture Silk black set 3 sizes
 
Gloves, SUrgeon's Latex Size 7 pair
 
Forceps Hem:>stat Curved Pean Baby 140mn 58
 
Forceps Hem::>stat Straight Crile Baby 14cmn
 
Forceps Hermstat r-bsquito Halsted 125mn
 
Forceps, Obstet. Sinpson wng 350nm
 
Curette, Uterine Blunt 280rlrn Size 1
 

" " "Size 4
II
 

I' "~It 

Forceps, dressing, spring-type 150nm 55
 
Forceps, placenta 300nm
 
Forceps, splinter 100rlrn
 
Forceps, 5p:)nge, straight 225mn
 
Forceps, tissue 125mn (teeth) fine
 
Forceps, tissue 12~ coarse
 
Forceps, Uterine Tenacul\ll\ 280nm
 
H8lder, needle 125mm
 
Helder, needle straight l50nm
 
I:''1ife Handle # 3
 
~life Blade Pkg of 5 # 10 PIcr
 

II " It # 11 PIcr 
II II
" # 15 PKT 
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3
 
2
 

2
 
1
 
3
 
1
 
1
 
1
 
2
 
2
 
1
 
2
 
1
 

4
 
50
 
50
 
4
 
4
 
4
 
1
 
1
 
1
 
1
 
2
 
1
 
2
 
2
 
2
 
2
 
1
 
3
 
'j..
 
2
 
5
 
5
 
5
 

i
 
,I 
i
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I' 
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level III (Cont.) 

Surgical Instnments, Continued: Quantity 

Needle, spinal child 22G x 1 1/211 2 
Needle, spinal 22G X 3 1/211 2 
Needle, hypo 22G x 1 1/2 11 box of 12 BOX 5 

1 11
" II 20G X II Iuer 5II 

II II 18G x 1 1/2" " II 5 
II II 24G x 3/4" " II 5 

Needle, suture Pkt of 6 asst. PKT 2 
Needle, suture, catgut, Mayo Plcr' 2 
Sound, uterine 300rmt 1 
Retractor, abdan. Richardson 1 
Retractor, Gen. cpo 1 
Retractor, Gen. cpo set of 2 2 
Scissors, dissect 132nm 1 

,. II curved Mayo 140nm 1 
II II straight Mayo 140nm 1 
II surgical straight 140nm 2 

Syringe, hypo 5ml luer glass 2 
II II 10 ml " 2 

Tracheotcmy set CcJ1plete 1 
cast Spreader 1 
(optional) cast Cutter 1 
Anoscope 1 

Dressing, Solutions: 

Plaster of Paris Bandage 311 x 3 yd. roll 100 
II " "4" x 3 yd. 100II 

Elastic Bandage, 7~ x Sm roll 30 
Bandage, Gauze, Non-St 2~1tl\ x 9m roll 50 

" " "50 nm x 9m roll SO 
II " II 75 nm x 9m roll 100 

G:lUze, absorbent, N-St 200mn x 6m 20 
tinbilical Tape 3nm x 100 m 2 
Gauze Pad Sterile 76mn x 76mn 1000 
Finger Cot. Surgeon I s large Box 72 3 

I. •• II r-Editml 3 
Adhesive '1Epe 25nm x lOrn 30 
Dilutent Dist. H_O for Inj. 2mlanp' 500 

" II --~II " 5 ml anp 200 
Dilutent NaCI C. 9% for inj. 2 ml anp 500 

" "" " 5 ml anp 200 
Vaseline Gauze 
Lubricant Jelly 
Liquid Soap 
Isopropyl Alcohol 10L 
Tincture of Iodine 
M2rthiolate 
Alcohol Dispenser 3 
Cotton 
Cotton-tippccl ~pplicators l\r 

" 

\. ) 
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Level III Cont. 

Dressings, Solutions, Continued: 

cast Padding
 
Eye Pads
 
Iodoform Packing Gauze Strips
 
Face nasks
 
Silver nitrate applicators
 

Laboratory E:.Ju.i.prent: 

lancet Blood Disp. Box 1000 
Urinary Test set O:Jrplete 
Urinareter Catplete (Squi.l:b or equivalent) 
Balance Spring w. hook, dial indicator 
Basket, test tube 150rnm3 
Beaker, Lab set 
Bottle-Aspirator 
Bottle-Dropping T. K. 60rn1 glass 
Bottle-narrCM rrouth 250rnl 
Bottle-Urine Spec:i.Iren Grad 180rnl 
Brush for lab test tubes 
Centrifuge for 4ml tubes/hand ~. 
Centrifuge Micro-Hematocrit 220V 
Tube capillary non-heparinized Box 1200 
Tube for centrifuge ungrad 
Clanp Test-tube Stoddard Spring Wue 
Counter Hand-Tally 
Dover Glass 2mn x 22IJm Box 50 
Cylinder lab 250m1 
Herracytareter Set ccrtplete 
(optional) Hem:>globinareter set Sahli T.YI:e 
Jar staining vertical 
Lanp alcohol with spare wick (65ml 
f-licroscope l>bnocular w/oil inm cbj. 
Illuminator for microscope, sinple 220V 
Bulb spare for 0960900 
Pipette neasuring 10rnl 
Rack test tube for 12 tubes ~ 

Slide micros~ plain 72 box 
Inm2.rsion oil for microsoope 
Sealer hematocrit tubes 
Cervical scrapers 
Stoppered test tubes for blood sanples, plain 

" II II II., hepar:inized
II II
 

Benedict I S Reagent Q..la1. Dry carp• kit 
C~ystal Violet Powder 25G 
M8thylene Blue Pao.tier 25G 
Safranin Powder 25G 

ANNEX H 

().lantity 

4
 
1
 

1000
 
1
 
1
 
1
 
1
 

12
 
4
 

12
 
2
 
1
 
1
 
8
 

20
 
2
 
1
 

100
 
1
 
2
 
1
 
1
 
3
 
1
 
1
 
5
 
2
 
2
 

50
 
60cc 

6
 
6
 
6
 
3
 

\ 
\ / 
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L:'1boratory B:jui.prent Level III Continued: 

SUlfosalicylic Acid 100G 
Wright Stain ~r 25G 
Gram I s Iooine 
Norrral Saline solution 
10% HCl solution 
Ethanol 
Stains for tuberculosis stains 
Cytological fixative 
(optional) Urine test paper (e.g. Labstix) 
(optional) Slide pregnancy test 
Lugol's Iodine 

ANNEX H
 

CJuantity
 

12 
3 

2L 

" \ '> 
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APPENDDC 1
 

Midwifery-kit (cent-alum case) 

Inclu:les: 

Sterilizer instrument, 222x82x41 mm stainless 
Basin kidney,825nU (28 oz) stainless steel 
BcMl, sponge 600ml stainless sb.~l 

Irrigator,1. 5 ltr stainless stEle1 
Apron utility 900 mm x 1m opaque plastic 
Catheter, urethral nelaton solid-tip one-eye 12fr 
Connector,3 in 1 for 6 to 8 mn tubing nyloo 
Pouch ,clear polypropylene 250x38Onm loog 
Sheeting plastic clear vinyl 910nm wide 
'fube ,rectal one eye funnel-end 22fr-50Ortm ruli:ler 
Tubing latex rubber f("·!' irrigator 1. 5m length 
Bottle,dr~ing 10ml amber glass 
Bottle ,n/m-round screw-cap 60ml amber glass 
Bottle ,w/m-round screw-cap 60ml anber glass 
TheITll.:i'!Eter ,clinical oral dual oels/fahr scale 
Tnerrrarreter ,clinical rectal dual oels/fahr scale 
Brush hand, SUrgeon's white nylon bristles 
Case for HlOO fe kit with lid enpty al\.lt\in.i.urn 
Cotton wool, absorbent non-sterile 1000 
Gauze-paa,sterile 12-ply 76x76mn square 
laITp, alcohol with screw cap 60 rnl netal 
Pins, safety rredium size 40mn bag of 12 
Soap 00x 2 piece hinged plastic 
Soap,toilet 118G bar IDlWrapred 
SCale "sping baby 10KG 100G graduations 
Tape neasure 1. 5rn/60-vinyl-coa.ted fibreglass 
~lrack, 430XSOO mm 
U~inalysis outfit (alburnin) test tubes/l:x:>tl/CIl-IP 
Stethoscope binaural CCIlplete 
Forceps, herrostat straight rochestr-pean 160nm 55 
Foroeps,sterilizer ·utility) 200mm vaughn CRM 
Scissors, surgical straight 140nm BIB 85 
Clarrp, tubing regulating Hoffman 13x19mn 

Q.Jantity 

1 kit 

1
 
1
 
2
 
1
 
1
 
2
 
1
 
1
 
2
 
1
 
1
 
1
 
1
 
2
 
1
 
1
 
1
 
1
 
1 roll
 

20
 
1
 
1
 
1
 
1
 
1
 
1
 
2
 
1
 
1
 
2
 
1
 
1
 
1
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I ' \ 
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APPmDIX 2
 

l-'CH-A-Centrn-DiUipt Basic (netric-cent-luer) 

Inclu::les: 

Scale, physician adult netric 140kgs x 100g 
Scale, infant netric 16kgsx20g . 
Sterilizer, Instr.boiling type 320xl70xlOOmm fuel 
Basin, kidney 475 ml (1600z) stainless steel 
Basin, solution deep approx 6 litre ss 
Bowl, sponge 600rnl stainless steel 
Cup,solution 180rnl stainless steel 
Irrigato~,1.5 ltr stainless steel 
Jar,dressing w/caver 2.13 litre strainless steel 
~asure graduated w,lhandle 500 ml/1 pint SS 
Tray" inst.rurent/dressing w/cover 310x95x63nm SS 
Tray inst.rurrent ,shallow 480x330x19mn SS 
cathe.ter, urethral nelaton solid tip one-eye 14fr 
Cormector, 3 in 1 for 6 to 8nm tubing nylon 
Gloves, surgeon's latex size 7 
Sheeting, plastic clear vinyl 91Cnrn wide 
Shiled nipple-glass shell, rubber nipple 
Syringe,ear & ulcer rubber tip 100rn1. 
Syringe,rectal infant rubber bull> haJ.~ tip 30rnl 
Tube, rectal ore-eye funnel-end 20fr 500 mnrubber 
Tube, rectal one-eye funnel-end 24fr 500rnn rubber 
Tubing ,latex rul::ber for irrigator 1. 5 m length 
Dropper ,rredicine curved tip ungraduated 
~asuring cup,1 ltr/32 oz/4 cups pyrex 
TnernDlTEter, oral clinical dual cles/fahr 
ThenrarEter,clinical rectal dual oels/fahr scale 
Brush hand, surgeon I s \ttUte nylon bristles 
Duster (dust-gun),hand 
Lancet (Hagedomst..::ure ru£dle)t!straight 75nm 
Stone sharpening ,oil Arkansas 50X19x6. 3mn 
Suture cotton ,white non-sterile 00 USP 9lm 
Tape neasure,1.5nV60" vinyl coated f~lass 
Tourniquet,Weili heavy olive drap 3Bx106imn 
Urinary test set,CCltFlete 
Tongue depressor, 165mn netal 
P~lvi..Jreter collyer external grad. CMS/in. 
SphygnCJ'l'al1ateter ,aneroid 300mn w/bandage cuff 
Stethoscope ,binaural cx:JTt'lete 
Stethoscope, fetal pinard IIDnaural 
catheter ,urethral femlle 12fr netal 
Foroops ,dressing spring type 150nm SS 
ForL~ps,hemostat straight kelly 140nm SS 
Forceps ,sponge holding straight 225nm SS 
Forceps ,sterilizer (utility) 200llnl VaU3hn CRo1 
Holder, needle strai¢lt narrow-jaw mayo-lI:iR l50rnn 

ANNEX H 
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1
 
1
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2
 
4
 
2
 
1
 
2
 
1
 
1
 
1
 
2
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2
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1
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1
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1
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1
 
1
 
1
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1
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Appendix 2 Cont. 

Knife-handle, surgical for minor surgery * 3
 
Knife blade, surgical for minor surgery *10 PRT 5
 
Knife blade,,.c;urgical for minor surgery *11 PRT 5
 
Knife blade, surgical for minor sUrgexy *12 PRT 5
 
Needle,hypo o.70x32ImV22GXl-1/4" luer box Of 12
 
Needle,hypo O.SSx10rmv'24Gx3/4" luer box of 12
 
Needle,hypo O.90x3Bmn/20Gx.l 1/2" luer box of 12
 
Needle, suture 3/8 circ tri pt pkt of 6 asstd.
 
SCissors, bandage angular lister 18Lrl1t\ SS
 
Scissors, ga~,- SI'R 215nrn sharp,lbhmt point SS
 
SCissors, surgical stright 140rnm SIB sa
 
Speculum, vaginal BI-valve graves small SS
 
Speculun ,vaginal BI-valve graves nedi.un SS
 
Syringe, hypodeJ:mi.c 2MLXO •1m. nylon luer
 
Syringe, hypodeDni.c S1'1LXO.5ml nylon luer
 
Syringe, hypodeDni.c 1OMLXO .1ml nyloo luer
 
Clanp, tubing regulating hoffman 13 x 19 mn
 

ANNEX H 
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FORtllIARY OF MEDlCATICNS roR USE
 

AT :wJELS I, II, AND III
 



ANNEX I 

A foI1tU1lary is presented which includes 19 items at Level I, 44 it:eIm 

at Level II, and 72 items at level III, not including anti-tubercular. drugs 

and vaccines. 

'!be vaccines that will be necessaJ:Y for the project to have routinely 

incltrle: DPI', oral polio, rreasles, adult-type tetanus-diphtheria, and BC.'G. 

Rabies vaccine should also be available. It is contenplated these vaccines 

will be nade available by the Ministry of Health. '!he project will llBintain 

refrigeration capabilities for vaccines at I:.evels II and III. 

The overall total of prescriptions di8penMd per year within the system 

will. be about 282,000, not including ,vaccines. 

Too kinds of drugs used -at the different levels will vary 

de pending not only on the types of dI'u:Js available, but on the 

types of illnesses seen. level III will have a variety of energency drugs 

as well as a wider variety of antibiotics to Ireet the needs of patients 

referred there fran lower levels. 

The estimated courses of therapy at each level are based not only on 

the number of prescr~ptions issueid,but also on the spectrum of diseases 

encountered. An est:Lmate of the type of illne81; encountered in the target 

popul£Lt~.on n~'"tu.r1ng pre8criptiona i.,. 

20% Parasitoses 

15% lEspiratory infections 

15% other G.I. disturbances 

10% Anemia 

5% Pregnancy related 

10% Skin infections 

15% Pain 

/ 
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10% Other 

These estimates are based on: 

i) data fran the M::mtero project 

ii) data frcm san Julian health survey, July 1982 

iii) data from the Unidad Sanitaria in Santa Cruz, 1981 

iv) personal experience of nmical consultants to this 

project. 

The above estimates have been applied in estimating the courses 

of therapy for each drug at each level. 

An attenpt has been made to tailor the fornulary to the stated 

objectives and services outlined in the section. on services provided at 

the different levels. In addition to the drug fontUllary, each level also 

should be supplied with satE antiseptic and/or cleaning solutions. Soap 

and clean water are probably as effective, but custom dictates the use of 

colored solutions or alcohol for skin problems or wounds. Bandages, cotton 

swabs, and dilutents for injectables have also not been included in the 

formulary. 

Herbal rerredies have not been included in the formularies, but their 

use is encouraged when appropriate and safe. Often the use of herbal 

reITledies is preferable to that of sorre currently prescribed drugs which 

are potentially harmful. 

The following fornulary (Table # 1) will likely be augm;mted on an 

individual basis by a few locally obtained drugs and/or herbs for the reasons 
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outlined above. However, the listing can be oonsidered a "minimal" fonmlary 

for each of the levels. This fonmlary is by no rreans statics. It will be 

rrodified acoording to perceived needs, and if the preventive programs are 

successful, many fewer drugs will be needed .in subsequent years, especially 

drugs such as the anti-helrninthals and iron. 

The forrlUl1ary (Table # 1) lists: 

(1)	 the medication, or the type of medication (If the ~ of 

Iredication is listed, then the specific nanes are listed in the 

boxes showing the alternative drugs available form different 

sources) ; 

(2)	 briefly, why the drug was select:eO (Often this reason is because 

it is reoognized as the standard drug for the particular oondition. 

Sorretirres there is no practical alternative. Other tirres, low 

cost is a key reason, and s~ drugs have been anitted CCllpletely 

because their cost is prohibitive and cheaper alternatives are 

available. On occasion, it may bec:x:1OO necessary to purchase one 

of these IIDre expensive drugs not in the fonmlary (e.g., because 

of patient allergy to the less expensive drug), but these purchases 

shoul be considered on an individual basis by the project 

physicians); and 

(3)	 the level of the system at which each one of the drugs will be 

used (I, II, III) (Pl.l level I drugs are included witl··..i.n the 

levels II and III fonmlaries, and all level II drugs are included 

in the level III fonmlary. For convenience, a slIDlTlarY of the 
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fornu.1lary for level I is shown in Table # 2, and the fornulary 

for level II in Table # 30) 

TABLE # 1: FORMUIARY FOR LE.VEIS I, II, AND III 

Medication Why drug 
selected 

For what 
pathology 

level at which 
drug will be 

used 

l. Oral Iehydration Salts inexpensive, diarrhea and I, II, III 
effective rehydru­ dehydration 
tion 

20 Mcbendazole 100mg 
O1ly effective 
drug for hook­

hJok\-.Drm 
ascaris I, II, III 

worm, also treats trichuris 
other roundworms 

inexpensive, safe 
30 Anti-Diarrheal in limited use diarrhea I, II, III 

in a:rmon use, 
40 Alternative Anti- inexpensive, safe diarrhea II, III 

diarrheal in limited use 

inexpensive if 
50 Piperazine treating ascaris ascaris II, III 

only 

60 laxative: Milk of .safe, effective o.:mstipation II, III 
~1agnesia 

al tornuti vc 
70 Laxative: Bisacedyl ITU1ch less c:mstipation I, II, III 

expensive 

80 Anticholinergic safe, 1xJwoel spasms 
ine.'Q?E!nsive ulcers I, II, III 

90 Metronidazole 250n~ 
Il\'..,st effective 
safe drug for 

giardiasis 
arroebiasis III 

giardiasis and t'richarroniasis 
arroebiasis 

safe and nausea, 
100 Anti-emetic, oral effective vomiting II, III 
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TABLE # 1, Continued 

Medication 
Why drug 

selected 
For what 
pathology 

level at which 
drug will be 

used 

safe and nausea, 
11. Anti-erretic, 1M effective vaniting II, III 

safe, effective dyspepsia 
12. l\ntacid pills inexpensive pepticulcer I, II, III 

D. J\llt ilcl d Iiqui d 
safe, nore 
(\ffcctivo 

dyspepsia 
pepticulccr II, III 

standard drug ~l spasms, 
14. Atropine 1M anticholinergic bradycardia III 

rehydration, 
15. N solution: D5W standard giving N III 

rredications 

rehydration, 
16. N Solution: standard hvpovolemic II, III 

Ringer's Lactate shock 

inexpensive,usual­ typhoid fever 
17. Chloramphenicol ly effective for infections III 

250 rrg typhoid ,Tsistant to 
other antibiotics 

standard treat­
18. Diphcnhydrumino, 

oral 
Irent fOl' 

allergic reaction 
allergic 
reaction 

I, II, III 

inexpensive respiratory and 
19. Penicillin, oral effective skin infections I, II, III 

sensitive to 
penicillin 

inexpensive sarre as # E' 
20. Procaine, parenteral when not feasible 

Penicillin, 1M antibiotic to give oral I, II, III 
antibiotic 

\ 
\ I' 
\ ! 



ANNEX I 

- 6 -

TABLE # 1, Continued 

level at whichWhy drug	 For what Medication	 drug will beselected	 pathology 
used 

21. Benzathil 
Penicillin, 1M 

long-acting 
penicillin 

irrpetigo 
strep infec­
tions, syphilis 

II, III 

22. Anpicillin, 
injectable 

wider spectrum 
than penicillin 

energency treat­
lIent severe res­
piratory, G.I., or 
rreningeal infect. 

III 

Otitis rrcdiil 
23.	 Ampicillin, oral sarre as # 22 herrophilus in­ III 

fections typhoid 

sarre for children 
24.	 Anpicillin, too snaIl to take sarre as # 23 III 

suspension capsules 

inexpensive, wide Bronchitis 
25. Tetracycline, oral spectnm1: esp. for Gonorrhea, NSU II,III 

250 rrg gonorrhea, NSU penicillin 
allergy 

covers infect­ mycoplasma, 
26. Eryt-..hranycin ions occ. not ligionella, staph. III 

250 rrg covered by other penicillin allergy 
antibiotics 

for	 relief of ear pain or 
27.	 Ear drops pain, available otitis externa II, III 

locally 

.inexpensive, 
28. Chlorphenirarnine effective congestion I, II, III 

4rrg antihistamine allergy 

inexpensive 
29. "Cold tablet" effective U.R.I.	 II, III 

30. Cough Medication not hannful syrrptanatic 
refief of cough I, II, III 

. I(
 
\ '
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TABLE # 1, Continued 

~ication 
\'1hy drug 
selected 

For what 
pathology 

I1:!vel at which 
drug will be 

used 

3l. Amninophylline, 
tablets 

inexpensive 
effective 

asthma 
COPD II, III 

32. Aminophylline, 
IV 

standard 
drug 

severe 
asthma 

III 

33. Throat lozenges i.nexpensive 
harmless 

:relief of 
sore throat I, II, III 

34. Iron (adult) inexpens~v~ 
iron defi­
ciency 
anemia 

I, II, III 

35. Iron (children) in liquid 
fom 

sane as # 34 I, II, III 

36. Multivitamins 
with Fe 

inexpensive for iron and 
vitamin 
deficiency 

I, II, III 

37. Antibiotic Denn. 
OintIrent 

inexpensive skin infections 
burns 

I, II, III 

38. Scabicide for scabies scabies II, III 

39. Steroid Cream inexpem;ive 
not hannful 

allergic skin 
reactions 

II, III 

40. Permmganate inexpensive superficial 
fungal 
i'lfections 

II, III 

41. l\nti-fungal 
oin1:ITEnt 

fai.rly 
inexpensive 

superficial 
fungus infect­
ions 

II,. III 

42. A & D ointment fairly 
inexpensive 
not hannful 

diaper rash, 
minor skin 
irritation 

II, III 

\\<\
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TABLE # 1, Continued 

Why drug	 For what· level at which
~~cation selected pathology drug will be 

used 

43. Gentian violet in camon use fungal inf., 
I, II, IIIinexpensive	 vagitinis 

44. Aspirin (ASA)	 inexpensive and na1aise, pain, 
effective	 fever, I, II, III 

arthritis 

45. Acetaminophen a1ternative to na1aise, pain, II, III 
ASA fever 

46. Anti-inflammatory effective, arthritis, gout, IIIleast expensive	 inflammation 

pulrronary edena,
47. M::>rphine IV	 standard 

M. 1., severe III 
pain 

48. Narcotic pain med. 
(lM) 

effective 
analgesia 

severe pain III 

49. Narcotic pain med. 
Coral) 

effective 
analgesia 

severe pain III 

50. Iron & folic acid inexpensive for use in 
pregnancy 

I, II, III 

51. Ergorretrine Maleate standard	 to prevent ute­
0.2	 ng. lM rine bleeding II, III 

post-partum 

52. Ergorretrine tabs standard	 sane as # 51 I, II, III 
0.2 ng 

alternative	 uterine bleeding,53. Pitocin lM to ergaretrine	 augrrentation III 
standard	 of labor 

standard54. Polyvalent anti ­ treatIrent for	 snake bite II, IIIvenom snake bite 
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ANNEX I 

TABLE # 1, Continued 

M=dication Why drug 
selected 

For what 
pathology 

revel at which 
drug will te 

used 

55. Epinepherine 
standard treat­
rrent in exreI"gerx::y 
anaphyl. shock & 
astluna 

anaphylactic 
shock, severe 
asthma 

II, III 

56. Diphenhydramine, 
IM 

standard treat­
rrent severe 
allergic reaction 

severe allergic 
reaction 

III 

57. cextran 70 colloid replaoe­
rrent in severe 
blood loss 

hyPOvolemic 
shock 

III 

58. 50% Glucose 
solution 

standard hypoglycemia III 

59. Sulfa-Trirrethoprim wide SPectnml 
antibiotic, esp. for 
urI I s shibella 

shigellosis, 
otitis, urI's 
bronchitis 

II, III 

60. Sulfa alternative # 
59 for tJl'I tJl'I II, III 

61. ~hthalJnic Anti­
biotic Oint. 

inexpensive to 
treat conjunct­
ivity 

conjunctivitis I, II, III 

62. Furosemide, IV s';andard drug 
diuretic 

congestive 
heart failure 

III 

63. Furosemide, oral standard 
diuretic 

sarre as # 62 III 

64. Hydrochlorthiazide inexpensive , 
alternative to 
# 63 

hypertension 
congestive 
failure 

III 

65. Nystatin supposi­
tories 

standard treat­
rrent for yeast 
vaginitis 

yeast vaginit.is 
thrush II, III 
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TABLE # 1, Continued 

r.E:lication Why drug For what !.evel at which 
selected pathology drug will be 

used 

66. Valium, IV standard status III 
epilepticus 

67.	 Prednisone inexpensive severe allergic 
reactions, severe III 
astluna 

standard for68. Chloroquine	 malaria II, IIImalaria pro­
phylaxis and 
treat:nent 

69. Dilatin 100 mg standard	 seizure III 

70 • Phenobarbital inexpensive seizure dis- III 
tabs orders anxiety 

71. Diguxin 0.25 Irq standard congestive III 
heart failure 

IIDst generally
72 • Lidocaine 2% used local local anesthesia II, III 

anesthetic 

ANTI-'I'lJBERClJliXJS DRUGS: 

73. INH standard	 tuberculosis II, III 

74. Streptanycin standard	 tuberculosis II, III 

75. Thioacetazone standard tuberculosis II, IIIexpensive 



!"ORMULARY l"OR LEVEL 1* 

Oral rchydration salts 

Mebendazole 

Anti diarrheal and anticholinergic: belladonna with phenobarbital 

T,axative: bisacodyl 

Mrt acid pi11s 

Di.phentrydramine, oral
 

Penic:i l.U n tablets
 

Penicillin, pro~aine, injectable, with diluent
 

Chlorpheniro.rnine 4 !!!S.
 

Ophthalmic antibiotic ointment
 

I\spirin
 

r.ough medication
 

Antibiotic dermatological ointment
 

lron (for adults and children)
 

Iron with folic acid
 

MI1l.tjvj Lamins with iron
 

11:r.'/~omc 1.l':1 ne mllleaLe, tablets 

'J'hroat lo~,enges 

f:cmtiar. Vi olet 

Sce overall formulary for reasons why drug was selected and 
for what", pathology drug is to be used. 

. I
 

.\ J
 
\ 

x 
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FORMULARY FOR LEVEL II* 

All	 drugs listed in formulary for Level I, ~lus: 

Alternative anti-diarrheal: iodochlorhydroxyquinolone. 

Pi~erazine 

Milk of Magnesia
 

Oral anti-emetic: Promethazine
 

Parenteral anti-emitic: promethazine
 

Liquid antacid
 

IV solution: Rin~er's Lactate
 

Benzathil Penicillin, IM
 

Tetracycline, 250 mg. tablets
 

APe
 

Amino~hylline tablets 

Scabicide
 

Steroid Cream
 

Potassium Permanganate
 

Anti-fungal ointment
 

A + D ointment
 

Acetamino~hen 

Ergometrine maleate, 1M
 

Polyvalent A.• ti-venom
 

~ine~herine 1:1000 

Sulfa-trimethoprim
 

Sulfa
 

Nystatin suppositories
 

Chloroquin
 

Lidocaine 'i!fo
 



TADLE II 2, continuation 

Anti-Tuberculous drugs
 

Vaccine
 

*	 See overall formulary for reasons why drug was selected and 
for what pathology drug is to be used. 
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TRArnING PKX;RAMS 

'I'hi:! ~alth staff in ~ project at Levels I, II and III will be 
trained to carryOlt ~ functions descr.il::ed in the Section IV.C. The 
staff of the MSU will also receive instruction to perform ~ir assign­
ed functions. 'I'hi:! project will undertake five distinct training programs: 

1.	 training of 298 Level I personnel - ~ prcm:>tors and ccmnunity 
~alth camti.ttee nernl::ers; 

2.	 ut Level II, training of 46 auxiliary nurses involved in the 
supervision of I.evel I prcm:>ters along with re-training of 
staff as neressary to neet specific project goals. Similarly, 
at Level II, 6 MOs, 6 technical nurses, 12 auxiliary nurses 
and 6 sanit.arian will be trained as supervisors for I.evel II 
and I.evel I workers; 

3.	 continuing education for all ~alth staff; 

4.	 training for staff of ~ MSU as appr~riate; 

5.	 orientation for all MSU and sare La. r-i:!rced personnel. 

1. Praroters and Camumity Health Camti.ttee ~rs 

In terms of number of pe~le involved, prcm:>ter insb:.uction will be 
~ largestelerrent of ~ training program. A total of 298 praroters, 
2 fran each I.evel I outlet will be trained in three training cycles. 
In addition, provisions will be made to repeat ~ cycles to prepare 
the replacerrents for praooters who leave the program. 'I'hi:! training 
sessions will re structured so as tQ coincide with ~ praooters 
actual patterns. For example, to the extent possible, the instruc­
tion sessions will be ~ld close to ~ camnmi.ty(ies) of ~ praroters 
to preclude prolonged absences fran their hares. Similarly, training 
for praroters in ~ rural areas will take place in ~ slack. period 
ben..een agricultural planting and harvest; ng to avoid interference with 
the praroters'main source of inCClTe. 

'I'hi:! training program will be of 3-5 ~s duration. 'Ib:: teaching 
nethods used will be a canbination of fonnal instruction (25 percent to 
50 percent) and supervised practice tine (50 percent to 75 pera:!nt). 
'I'hi:! training will be designed on CCJlll8tnecy based learning IOOclules. 

I, . \( .
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Each rrodule will consist of approximately 8 hours of instruction. They 
will re develqJed during ~ first 6 nonths of the project and will 
include: 

- Prevention: Maternal-child health, nutrition (especially child
 
feeding) and its relation to agriculture, hare and ccmnunity hygiene,
 
clean water, inmunizations, pregnancy, child-birth and child spacing.
 

- Diagnosis arrl TreatIrent: History and physical exam, care of ~ 

sick, diagnosi.s, treat:rrent and prevention of specific illoosscs, I'IEdi.cal 
errergencies, use and misuse of ncdicines, record keeping. 

- Carmunity and Social Prcm:>tion: Needs assessm:mt, awareooss 
raising, camnmity develq:nent al:1~ health, teaching rrethods and aids 
(and practice tirre in the ccmnunity), leadership, hare visits. 

Training for Carmunity lealth Cemnittee rrernbers will re closely 
allied to the instruction for the praooters. Representati~s of the. 
camti.ttees will receive orientation conrerning ~ choire of and rela­
tionships with prcm:>ters, as \\ell as guidanre relative to decisions 
on th: type (s) of servires rest suited for their needs. The training 
rrOOule will include 3-4 hours of instruction, will re designed and 
carried out by MSU persOJll"el and will re repeated periodically to 
jnstruct new ccmnittee IreIllb:!rs. 

2. Training of level II and III Personnel 

me auxiliary nurses at Level II will be trained in supervisory 
techniques, if tb:!y do not already have these skills. At the very least, 
tlEy will l:e involved with the training of the prcm:>ters ,they are to 
supervise to develcp tb:! "team concept II in the project. .level III 
personrel will in turn re involved with the training of level II person­
nel. 

Also, there will l:e project-specific tasks for which level II arrl 
III personrel will re trained. These tasks include: 

1) specific supervisory roles 
2) techniques of evaluation 
3) use of the specific drugs in each formulary 
4) project information systems 
5) project financial systems 
6) logistics/drug distribution SyStF..:riLS 
7) specific health pro:Jrams, as neressary 
8) camumity relatirns 
9) project goals function 

1'tc 'I'raininq Coordinator and otherMSU Btaff wi] 1. <.1csi~Jl1 <mel lJllllC' ­
rrent these training programs. '!he actual training will IOOstly Ix! dore 

/\,\ \ 

\ 
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by project persorme1, supported by technical aBsistB',l00 contractors. 

3. Continuing Education for all Ii3alth PersCllI1el 

Continuing education, in both preventive and curative nedicine, for
 
all the health personnel at levels I, II and III is crucial to maintain
 
the quality of care, as \\ell as the interest and enthusiasm of the person­

001. A continuing education program is especially essential for the person­
nel in the nore rerrote rural areas where there is no access to an organized 
nedica1 education program. 

'!he project will finance a continuing educatibn program that will be
 
a requiu:rrent for all health delivery system personnel. The training
 
will be a formal short-course (2-3 days duration) given once yearly and
 
will consist of:
 

1) review and update of curative and preventive knCM1edge and pro­

cedures,
 

2) review and update of th3 use of drugs, 

3) review of project progress toward goals and objectives, a11CMing
 
for feedback from the health staff, and
 

4) specific programs ailTed at specific levels (e. g. praooters, nurses,
 
pl'¥sicians, and others).
 

The Training Coordinator and the Assistant Director for ~a1th
 

services will organize and design theoo programs.
 

4. Training for MSU Staff 

Ttv:! particular types of training programs for MSU staff rrem1Jers will 
be detennined early in project inplenentation and will be dependent, in 
part, on the skills that the incumbents bring with them to thair assign­
ITents. Undoubtedly, staff skills will need to be inproved and this up­
CJrading wi 11 care about through the follCMing channels: 

a) 'Ibchnica1 assistance - tb:! consultants will train counterparts 
(,ll a oro-an-oro busis in tb:!ir (the consultants') particular field of 
expertise. 

b) Observational travel - visits will be mat:¥:! to neighboring countries 
to observe the structure and cper~tion of self-financing health care 
initiatives. 

In addition to these fonns of training, all persorme1 hired by the 
MSU will have the benefit of a 3-4 day orientation seminar dealing with 
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the overall philosophy and strategy of the program, especially the self­
financing aspect). These sessions will be planned by the long term 
advisor in conjunction with too Primary li3alth care Program Director. 

\' \ 
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ANNEX K 

JOB	 DESCRIPI'IONS FOR THE PRINCIPAL STAFF 
OF THE MANAGEMENT SUPPeRI' UNIT 

1. Program Director 

The Program Director will be the chief officer of the MSU and will 
have overall responsibility for rranaging tb:! ilYplenentation of tb:! project. 
He/she will take the lead, in consultation with the La ~rced Board of 
Directors and USAID/Bolivia, in fonnulating tb:! programs policies and 
oversee the contracting of delivery system personnel. In addition, the 
Director will rronitor the q:Jeration of the program's sub-systems (e.g. 
financial managem:mt, personnel, logistics) and related technical assist ­
ance. f';bl-eover ,the Director will be responsible for establishing cons­
tructive working relationships with representatives of the participating 
cooperatives and trernbers of health-related institutions in the Depari:Jrent 
of Santa Cruz arrl the nation as a whole. Finally, the Director will take 
the lead ill infonning and enlisting the support of key civic leaders for 
the program. 

Principal qualifications for this position include a Public Health 
or Business Administration academic hackground with first-hand experience 
in the managenent of self-financing health care delivery programs. Sound 
public relations skills and ability to effectively interact with peq:>le 
fran various sectors of society are also essential. 

2. Assistant Director for Health Services 

The Assistant Director for Health Services will have overall respon­
sibility for the design of the preventive and curative health servi~s 

to be provided by the system. In particular, he/wh3 will develq:> job 
descriptions for the remaining positions in the Health Services Division, 
and, with the approval of the Program Director, recruit qualified indi­
viduals to fill tham. r-breaver, the inCUll'rent will program the activities 
of short tenn consultants dealing with technical health matters, assist 
in develq:>ing job descriptions for the health delivery staff, and design 
rredication fonnularies for the project and rronitor their use. Finally, 
~ Assistant Director will carry out supervisory field visits to the 
health service outlets and serve as the alternate physician at the level 
III facilities. 

This position will be filled by a physician with a background 
in public health, preferably in maternal and child health care or in 
family practice. ~ candidate should have a stroog clinical background 
and the ability to instruct pr\ 'iect staff in carrying out their responsi­
bilities in preventive and curative services. '!he physician should have 

.. 
I 
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derronstrated .work experience in a public ~alth primary care program, 
and have CCITlJleWa residency in family practice or maternal and/or 
child health care is required. 

3. Assistant Director for Administrative service 

'Ih:! Assistant Director for Administrative services will have general 
responsibility for managing the delivery system's lcqistical support func­
tions. I-e/s~ will develcp sccpes of work for technical assistance related 
to the administrative sub-systems. '!he inCLmlbent will assist in writing 
the job descriptions for,and the recruiting of,administrative staff and 
coordinate work regarding tie financial managerrent and managerrent informa­
tion systems with the FENACRE/pRICCRcperations research team. Finally, 
the Administrative serviCES Assistant Director will IOOnitor the progress 
of the project to.vard the achieverrent of self-sufficiency. 

'!his position will be filled by an individual with a ;Business A1mi.nis­
tration background who has experience in managing financial and logi::.tical 
systems. Tte incumbent will have an academic degree in B:.lsiness Al:1Jministra­
tion, inform.ttion systCJll..S or financial ITlaI1aCjcrrcnt, anc1 c'iL:lll.mstratl.!u ahi.Hty 
to handle large arocnmts of inforr:ation and pre?ClIB roncise reports. In ad­
dition, the p:rson to occupy this position ItU.1St have strong supervisory 
skills and the ability to work with a diverse group of professionals and 
consultants in the fields of nedicine procuremant and distribution, p:rsonnel 
managenent, financial mana~t and acccount cannunications, and ccnputer­
assisted information systems. 

fl.. 1\'.-i 
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