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Summary and Recommendations
 

Recommendations
 

LAC/DR recommends the authorization of a Project to support LAC
 
governments and indigenous health organizations in their efforts to address
 
major administrative and financing problems which adversely effect the
 
delivery of health services. The total AID contribution (grant) to the
 
Project is $13.1 million from the Health account. The grant will be
 
incrementally funded, subject to availability of funds, as follows: $2
 
million from FY 1984 (Supplemental); $850,000 in FY 1985; $6.0 million in FY
 
1986; $2.8 million in FY 1987 and $1.55 million in FY 1988.
 

Summary Project Description
 

The purpose of the Project is to adapt and extend existing technologies
 
and strategies which address major organizational and financial problems in
 
delivering health services. Common needs exist in the major areas of malaria
 
control, provision of ess;ential drugs, alternative financing of health
 
services, and management and clinical training. Through a regional apprnach,
 
to provide for better coordination and sharing of information and experiences,
 
the Project will provide for technical assistance, training, analyses and
 
related materials to establish or strengthen systems for meeting these needs.
 

The two project components for malaria and provision of essential drugs will
 
be concentrated on Central America and Panama. The components for health
 
services financing and training will have a LAC region-wide focus. A brief
 
descripticn of each component follows:
 

1. Malaria Control
 

The objectives of this component are to a) eliminate mortality and reduce
 
morbidity caused by malaria; b) reduce transmission in epidemic areas,
 
especially those populated by refugees and displaced persons and c) prevent
 
malaria from spreading to areas where its transmission has been successfully
 
interrupted. AID will fund a collaborative program with the Pan American
 
Health Organization (PAHO) to provide technical assistance to Central American
 
countries to design and implement malaria control programs. AID financed
 
activities will assist malaria control organizations to improve their
 
epidemiological surveillance and management capabilities; to develop,
 
implemtnt and evaluate more cost-effective control measures; to improve
 
intercountry cooperation and information exchange and to strengthen training
 
and applied research capabilities.
 

2. Provision of Essential Drugs
 

The primary objective of this component of the Project is to effect
 
improvements in the supply of essential drugs to combat a variety of diseases
 
which affect populations in Central America and Panama. The Project will
 
support the establishment o" a Central America pharmaceutical vendor/pric'ng
 
information network and will fund technical assistance and training in drug
 
selection and procurement, inventory ano quality control, warehousing,
 
distribution and dispensing and utilization.
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 Health Services Financing
 

This Project component will assist LAC missions and health ministries in the
 
region to fill critical knowledge gaps which limit their ability to address
 
financial/economic issues in the sector. 
Studies will be funded to examine,
 

- . -inter alia---costs - demand3 -and--aitetativefninancing-mecianisms . tnahditchcial 
:assistance financedi.for the design of studies, formulation of health financing

policy dialogue agenda's, economic,,analyses of health projects and 
implementation of financing related components of health projects. Resources
 
will also be provided for(prmotional visits on alternative financing of
 
healthI delivery systems, with particular attention to private sector options.
 

4. Management and Clinical Training
 

Activities under this component will directly support existing regional and
 
bilateral programs by assisting AID missions with selection of participant

trainees, matching participants with appropriate training institutions and
 
providing short term TA to LAC training institutions. TA and training will be
 
finaiced for assisting the aforementioned activities, staging regional

workshops and establishing a pilot preceptorship program for placement of LAC
 
,nPdical students and junior physicians with U.S. physicians. Management

trainiLng activities will be implemented through the Association of University

Programs in Health Adminiltration (AUPHA) and clinical traiing with the
 
cooperation of the Inter American College of Physicians and Surgeons (ICPS).
 

Cost
 

The $13.1 million A.I.D. grant will fund all direct Project costs. In-kind
 
contributions, primarily for staff salaries and benefits, will be provided by

PAHO. AUPHA and ICPS (see Annex D.). Ten of the A.I.D. missions queried on
 
the Project have indicated a willingness to participate by funding

parti,,ipants in training activities and co-financing technical assistance (see

Annex I.). The nature and extent of individual mission co-funding of various
 
project activities will be determined during the LOP, if and whe individual
 
commitments of funds are deemed appropriate. The Project Assist:ance
 
Completion Date is January 31, 1990.
 

Conditions and Covenants
 

Conditions and covenants are placed on the use of assistance, and
 
implementation of the Central America portion of the Project by the Pan
 
American Health Organization. " 

C: ' C 



I. Background
 

A. Health Status in Latin America and the Caribbean--Summary and Trends
 

The Latin America and Caribbean region has experienced a considerable
 
Infant mortality declined from
improvemrnt in health in the past 10-15 years. 


85 infant deaths per thousand births in 1965-1970 to 67 per thousand in
 

1975-1980. Similarly, deaths among children aged 1-4 years fell from 8.4 to
 

6.3 per thousand in this time period. (Annex A, Table I).
 

These mortality rates, however, are only statistical averages that do not
 

differentiate changes in mortality by economic or geographical subgroups. In
 

other words, while the health status of LAC countries is significantly better
 

than that of other regions of the developing world: (a) nine of the seventy
 

countries with the highest infant mortality rates in the world are in Latin
 

America and the Caribbean*, (b) certain areas within LAC countries (Brazil,
 

Guatemala, Peru) have mortality and morbidity rates equivalent to the poorest
 

countries in Asia and Africa, and (c) malnutrition, parasitic, viral and other
 

infectious diseases remain major causes of death and disability in Latin
 

America and the Caribbean. Diarrheal and acute respiratory diseases continue
 

to be major killers of children. Parasitic diseases, especially those that
 

are vector borne (malaria and schistosomiasis), remain endemic particularly in
 

Central and South America. The incidence of certain viral diseases, including
 

dengue and yellow fever, is actually increasing. The resurgence of malaria is
 

a particularly significant health proolem due to the appearance of insecticide
 

resistant strains of the malaria-carrying Anopheles mosquito and drug
 

resistant strains of the malaria parasite.
 

The differences among the suDregions 	of the A(lericas (Commonwealth Caribbean,
 

Central America, Temperate South America, Tropical South America, etc.) with
 

regard to health status are significant. In general, Central America has
 

fallen behind the rest of the region in improving health status as measured by
 

infant and child mortality. Central America is followed by Tropical South
 

America (Panama, Colombia, Ecuador, Brazil, Peru, Bolivia) in this regard.
 

The poor health status in these two subregions is
(Annex A, Tables II-V). 

due, in part, to the relatively poor 	quality and lack of availability of
 

health services in these countries, as well as co the continued prevalence of
 

major endemic, communicable iseases 	(malaria, schistosomiasis, Chagas'
 

disease, etc.) which nave been eracicatea or controlled in other areas of the
 

hemisphere.
 

In addition to subregional differences in healzn status, it is important to
 

note the time frame of the reductions in mortality, particularly infant
 

mortality, in the LAC region. In general, the significant reductions in
 
This is cue to achievements having been
mortality occurred prior to 1975. 

made in the delivery of health services (Panama, Colombia, Costa Rica) as well 

as economic growth in many countries (Costa Rica, Panama, Brazil, Colombia) 

during the 1970's. Since the late 70's sorqe rcauctions in mortality have been 

made, but the trend is levelling off with slowed economic growth in the region 

and stable if not reduced public sector expenoitures in health, despite 

significant inflation in health care costs. 

* 	 Bolivia, Haiti, Peru, Nicaragua, Ecuador, Honduras, Brazil, El Salvador, 

the Worlcs Children, 1985.and Guatemala. UNICEF, State of 
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A particularly alarming trend in the health sector since 1975 has been the 
resurgence of malaria, particularly P. falciparum malaria which untreated has 
a high case fatality rate (see Annex A, Table V1, VII maps). While some 12 
.-LAC-countries have eradicated-.malaria, the.number.of people -at.current-malaria
 
risk (residing in malariOUs areas) has risen to an all time high of 170
 
million. Between 1961.and 1982 the percentage of malaria infection among
 
individuals tested quadrupled.
 

The resurgence of malaria does not, however, represent a homogeneous situation 
throughout the Americas. Six countries (Brazil, Colombia, El Salvador, 
Guatemala, Honduras and Haiti) accounted for 83% of the,confirmed malaria 
cases in 1982. Central America, containing 3.5% of the hemisphere's 
population, accounts for 34%'of the hemisphere's malaria cases, The majority 
of !alciparum malaria infections were detected in Brazil and Colombia, where 
parasite resistance to chloroquine has been confirmed (see Annex A, Map II). 
Most of the mosquito vectors of malaria in Central America have demonstrated
 
resistance to virtually every form of residual insecticide to which they have
 
been exposed (see Annex A, Map I).
 

U. Constraints to Improving Health Status and Health Services in LAC Countries
 

The constraints to improving health status which relate to the provision of
 
health services fall into three categories:
 

1. Resource Allocation and Management in the Health Sector
 

Finan4al resources for health services in LAC countries are limited and
 
will not increase in the short term. LAC countries are not likely to
 
increase the proportion of their budgets allocated to the health sector,
 
particularly given economic austerity programs in many countries which
 
restrict public sector spending. In addition, existing health resources
 
are not allocated efficiently within the public sector. The high capital
 
and recurrent costs of the hospital based, curative system limited to
 
urban populations consume a major part of the public sector health
 
budget. Primary health care services, while less costly per capita,
 
nonetheless generate recurring costs for manpower, facilities and vehicle
 
maintenance, vaccines, drugs and transportation. Without more efficient
 
resource allocation in the public sector, additional revenue generated by
 
the health delivery systems, and the introduction of risk and cost sharing
 
modes of health services, resources will remain insufficient to expand
 
and/or improve primary health care services which directly address infant
 
and child mortality and morbidity.
 

In addition, management problems continue to impede effective health
 
delivery. Adequate systems of planning and management, transportation,
 
logistics, drug supply, supervision, referral and data collection are
 
frequently lacking in LAC health systems. Appropriately trained planners,
 
managers and health care providers are scarce, unevenly distributed, and
 
employed in the urban-based, curative health system. Thus the
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productivity of existing health delivery systems is uniformly low and the
 
quality of care generally substandard.
 

2. Inadequate Knowledge arid Technology
 

Comparatively little has been done in the utilization of new medical
 
technologies to develop drugs, vaccines or diagnostic tools for the highly
 
prevalent diseases of the developing world, including Latin America and
 
the Caribbean. Even effective and well established technologies
 
(immunization and oral rehydratiun) are underutilized. For example, only
 
30-40% of the children under five years of age in Latin America and the
 
Caribbean are immunized. In addition, for certain major diseases and
 
health problems (e.g. acute respiratory diseases and prematurity and low
 
birth weight) little is knc'r, regarding their causes, modes of
 
transmission in the case o1 diseases, prevalence and impact on the
 
individual and the community.
 

3. Detrimental Intersectcral Linkages 

Certain health problems (i.e. resurgence of malaria, yellow fever) have
 
been caused or accelerated by urbanization, migration and resettlement,
 
and development activities in other sectors (i.e. irrigated agriculture,
 
agricultural use of pesticides, man-made water impoundments, and road
 
construction). This is particularly true in Central America as a result
 
of large migrations of populations due to civil unrest, and uncontrolled
 
use of pdsticides for agricultural production, particularly cotton.
 

C. Problems to be Addressed
 

1. Malaria
 

a. Status of Malaria in Latin America and the Caribbean
 

In the countries of Latin America and the Caribbean, as in the rest of thc
 
developing nations of the world, malaria has historically been a major cause
 
of morbidity, a less serious but nevertheless significant cause of mortality,
 
and one of the greatest health related constraints to economic and social
 
development.
 

The countries of the LAC region were among the first to accept the World
 
Health Assembly's 1955 resolution to eradicate malaria world-wide. 3etween
 
1957 and 1982, total funds invested annually in anti-malaria programs in the
 
Americas rose from roughly $26 million to $126.6 million, and overwhelmingly
 
were the result of national budgetary outlays rather than of external
 
assistance. External assistance peaked (at less than 30% of the total outlay)
 
in 1969, and has declined in both percentage and absolute terms in nearly
 
every succeeding year. The commitment of the governments of the region to
 

eradication of malaria has been generally impressive if less than area-wide.
 
Some 12 American countries or territories have been certified by the World
 
Health Organization as having eradicated malaria. Yet the number of people at
 
current malaria risk -- excluding those in countries where malaria has been
 
certifiably eradicated -- has risen to an all-time high of 170 million. And
 
malaria morbidity (measured by multiplying the percentage of malaria-positive
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blood slides within the number of individuals actually tested by the
 
population of areas at current malaria risk) is also at an all-time high of
 
137,7 per 100,000 population.
 

Bcginning in the 1950's, nations throughout the LAC region implemented
 
anti-malaria campaigns, normally through the creation of autonomous National
 
Malaria Eradication Services (SNEMs). Early results were dramatic. Among the
 
1.? million blood smears examined in 1958, 56,705 showed the presence of
 
malaria parasites, giving a Slide Positivity Rate (SPR) of 3.3%. Applied to
 
the entire population at malaria risk at that time, such a rate of slide
 
positivity would indicate a malaria case burden as high as 4.5 million cases.
 
By 1961, the SPR was down to 1.9%. But from 1961 through 1982, the SPR rose
 
to an all-time high of 8.1%. A projection of the 8.1% SPR to the population
 
of ralarious areas -- roughly 170 million people -- indicates that as many as
 
13.8 million cases of malaria are theoretically possible.
 

Regional trends are not to be interpreted as representing a homogeneous
 
malaria situation throughout the Americas or an even rate of decline in 
procgam effectiveness. Of the 709,255 malaria-positive slides reported in 
ip (sec T-bie 3), six co ,,tifS (P:?zil, CooTbia, El Salvador, Guatemala, 
HJor(,tas and Haiti) account-d ior 81% of all cases. The bulk of P. falciparum 
ria]1.:.ria iJnfcctf ons were detected in Brazil and Colombia, where parasite 
resistance to chloroquine has been widely confirmed. Anopheline vectors in 
Central America have shown resistance to every form of residual insecticide to
 
which they have been exposed. In some countries, DDT continues to be an
 
effective insecticide after 15 to 25 Nears of uninterrupted use; but in most,
 
the use of DDT is declining as the use of other more expensive and toxic
 
insecticides is on the rise. Chloroquine remains the chemotherEpeutic drug of
 
choice, although it is no longer effective in all cases, particularly in
 
Colombia and Brazil.
 

In 1982, the Central American countries and Panama registered 237,104
 
laboratory confirmed malaria cases, or 34% of all cases registered in the
 
Americas. This number of cases is approximately double that registered 12
 
years ago (123,311 in 1970). The actual number of cases in Central America
 
could exceed one million, if it is assumed that for each patient diagnosed in
 
a laboratory there are four who have not had access to health services. A
 
considerable increase in the prevalence of malaria infection has been observed
 
in affected areas of Guatemala, Honduras ana El Salvador. Costa Rica and
 
Panama, on the other hand, hdve maintained low malaria morbidity rates,
 
although the number of reported cases of malaria in Costa Rica doubled from
 
1982 to 1983. There is persistent transmission, albeit at a low level, of
 
malaria in certain areas of Panama and Costa Rica. If epidemiologic
 
surveillance is not maintained and control measures are not applied due to
 
financial and/or technological problems, the incidence of malaria will
 
increase. Nicaragua has managed to stop malaria outbreaks of epidemic
 
proportion, but high endemic levels still exist, especially on the Pacific
 
Coast. Belize experienced a 19% increase in the number of registered cases
 
from 1982 to 1983 and a 15 % increase in malaria positive localities requiring
 
a regression from the "control" back to the "attack" phndse of malaria control
 
programming. PAHO characterizes malaria as "the most serious health problem
 
among existing tropical diseases in the sub-region in terms of the number of
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cases registered, its potential for epidemics, and its effect on the rural
 
population, oi migrants with poor housing, and on refugees and displaced
 
persons."
 

Most 	LAC countries continue to support malaria programs. Yet, despite many
 
partial successes, most anti-malaria programs throughout the region are in a
 
state of disarray. The strategy of intensive but short-term malaria
 
eradication, of a massive investment to attain a total and sustained
 
interruption of malaria transmission in most of the region has been maintained
 
and nurtured, despite inadequate human and financial resources. Only with
 
reluctance has there emerged a gradual appreciation of the imp'Jssibility of
 
short-term eradication of malaria. The extraordinary increase in malaria
 
incidence in the past four years has focused attention on the need to
 
concentrate resources in areas where malaria is of critical importance; to
 
stratify each country into epidemiologically nomologous areas, and to tailor
 
the anti-malaria efforts to the epidemiological situation, the resources
 
available and the socio.-economic significance of the disease; to concentrate
 
on problem areas; to utilize intersectoral data sources as opposed to total
 
reliance on the data of the National Malaria Eradication Services; to
 
decentralize anti-malarial efforts; to take advantage oi the capabilities of
 
their general health services; in short, to restructure malaria programs from
 
eradication to control programs. With varying degrees of alacrity, program
 
adjustments may now be reasonaoly anticipated.
 

b. 	Major Constraints to Reducing Malaria Prevalence in the
 
Region
 

Numerous lists of the problems facing anti-malaria programs in the region have
 
been compiled and presented in various AID and PAHO documents. The major
 
constraints identified by the countries of the region and by analysts of the
 
causes of program failure may be grouped as follows: technical (vector and
 

parasite resistance), administrative/structurl (institutional redundancy,
 
inappropriate use of costly and/or ineffective technologies), operational
 
(weak management of programs, lack of information feedback systems to identify
 
technical and operational problems), and financial (lack of budgetary
 
resources).
 

Examination of these four classes cif commonly encountered constraints
 
indicates that most can be amelioraced and sorn eliminated as constraints
 
through the adoption of an appropriate strategy of control, supportao by a
 
judicious combination of applied field research and training. Financial
 
constraints must be resolved by the individual countries, with external
 
support, if necessary.
 

2. 	Essential Drugs
 

a. 	Status of Essential Drug Availability in Central America and
 
Panama
 

Pharmaceuticals have assumed an increasingly important role in the management
 
of many diseases. In many cases, rational ambulatory use of medications can
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obviate the need for costly hospitalization, e.g. diarrhea, tuberculosis, and
 
pneumonia. Many diseases, especially the early diseases of childhood, can be
 
prevented by the use of vaccines. With a population of approximately 25
 
million persons, and consumption of medicines valued at $13 per capita per
 
year:, the countries of Central America and Panama invest more than $300
 
million per year (much of it in foreign exchange) in pharmaceuticals, one
 
third of which is purchased for public sector delivery systems.
 

Although up to 40% of health care expenditures in Central America many be on
 
drugs, the majority of the population, particularly those dependent on the
 
Public sector health delivery system, does not have access to many cr the
 
essential drugs needed to treat prevalent diseases. Frequently, the limited
 
funds available are ill-spent on ineffective, duplicative, unacceptably
 
dangerous drugs or wasted on nonessential drugs which are used
 
inappropriately. Funds are also wasted due to inadequate inventory
 
control,inadequate storage, stock mismanagement, and inappropriate prescribing
 
and use of drugs at all health care levels. Additionally, numerous studies
 
have cemonstrated that drugs have the capacity to not only cure, but to harm
 
as well. This paradox of drugs is acutely experienced in developing countries
 
where qcality control is aibsent, access to health services is limited, and
 

r.tiont.s througqi corwmerc.-I channls is nrot regulLed. When drugs are not 
alable, the patient is often given an inappropriate substitute, does not
 

get well, and becomes disgruntled with the entire health care delivery
 
system. 07i the other hand, if the drugs that are available are badly used,
 
therapeLutic failures and drug induced illness add significant burdens to the
 
already overburdened health system.
 

The countries of Central America have begun to demonstrate an awareness of the
 
need to rationalize drug use in their health care programs and have begun to
 
implement measures aimed at increasing efficiency and effectiveness of
 
therapy. These measures include:
 

(1) 	Development of essential drug formularies based on prevalent
 
morbidities, utlizing criteria of efficacy, safety and costs.
 

(2) 	Development of therapeutic prescribing information and standards
 
of care.
 

(3) 	Implementation of "level of use" standards
 
(4) 	Development of quality control procedures
 
(5) 	Improvement of inventory control systems
 
(6) 	Establishment of management information systems
 
(7) 	Improvement of procurement systems
 

These efforts have been undertaken with the assistance of donor agencies.
 
PAHO and AID have been the major F.oviders of such assistance--PAHO focusing
 
on activities 1-4, and AID on 5-7 The Ministers of Health, and the Directors
 
of Social Security of Central America and Panama in their last meeting in
 
August 1984 identified the availability of essential drugs as their #1 problem
 
and their highest priority for external support.
 

b. Constraints to Improving Drug Supply and Utilization
 

The major constraints to improving essential drug supply--exclusive of the
 
overall availability of funding--fall into seven categories.
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(1) Selection
 

Many countries, including those of Central America and Panama, purchase a wide
 
variety of pharmaceutical products for their public sector health programs
 
without regard to prevalent morbidities, drug efficacy and safety, or cost.
 
Hence, limited resources are diluted by the purchase of low priority, high
 
cost and potentially unsafe drugs leading to a diminished capacity to purchase

essential drugs. Typically this situation exists because of the absence of a
 
formalized drug selection committee, with objective criteria and procedures
 
for the evaluation of drugs proposed for inclusion in an essential drugs
 
formulary.
 

Compounding the constraint to rational drug selection is the paucity of
 
unbiased drug prescribing/use information available to practitioners.
 
Rational decisions for drug selection must be predicated on complete
 
information regarding drug safety, appropriate indications and administration.
 
Finally, many products are prescribed by practitioners vho are not
 
sufficiently trained to responsibly select and monitor product use. As
 
pharmaceuticals differ widely in their relative complexity, toxicity and
 
capacity for misuse, many LAC countries fail to assign designiation of "level
 
of use" indicators for each product.
 

(2) Procurement
 

Pharmaceutical procurement in LDCs is frequently based on estimates of drug
 
movement (inventory control) that are not true reflections of actual drug
 
consumption. Therefore, quantities procured are.either over or under
 
estimates with resultant overspending of funds or shortages of
 
pharmaceuticals. Moreover, criteria for selection of suprlies are not
 
well-defined resulting in repeated purchases from vendors with poor product
 
quality, unreasonably high cost, or undependable delivery characteristics.
 
This is further compounded by the absence of aetailed specifications of
 
products to be procured (in terms of strength, dosage, form, color, etc.)
 
which when not adequately defined, results in product deliveries which do not
 
meet actual needs.
 

The procurement process is similarly impeded by the absence of order tracking
 
procedures and follow-up systems (management information system).

Characteristically this process, when it exists, is unsystematic and as such
 
fails to identify situations leading to stock outages. The scheduling of call
 
for bids for pharmaceuticals is oftentimes erratic. This is directly related
 
to the deficiencies in quantity estimating anc planning, and erratic
 
availability of funds. Repeated smaller procurements are more costly than
 
semi-annual or annual larger procurements. UJel_-very schedules which result in
 
a spreading out of receipt of pharn,aceuticals are not negotiated at the time
 
oW contracting when specific delivery dating is desirable to the country. And
 
finally, procurement personnel do not avail themselves of "return goods"
 
policies offered by many drug manufacturers which allow for return of damaged
 
or expired products for exchange or credit.
 



(3) Inventory Control
 

Inadequate control of pharmaceutical inventory remains a common and serious
 
problem throughout all of the countries in Central America and in the LAC
 

region. This problem has led to stockpiling of drugs at some locations within
 

a country (due to fears that an essential drug will becoma unavailable) while
 

there are drastic shortages at other locations; drugs bei;ig lost through
 

reaching their expiration dates, and inappropriate minimum quantity standards
 

for reordering. Management information is not routinely updated so that
 

reports describing availability of drugs are erroneous a-d misleading.
 

Local practitioners responsible for inventory control at -linics and outposts
 

lack sufficient guidelines and training to be able to prcperly control their
 
pharmaceutical stocks.
 

(4) Quality Control
 

Although there has been an increased focus on procuring ;jharmaceuticals
 

generically in Central America and Panama, there has no*. been a corresponding
 

ir'zrease in support for qu:!,-.' cont-ol. Rt ;uJts rec-ing the central 
wreilouse are not systematically tested to determine whether they meet the
 

proauct specifications. Consequently, governments are often paying for drugs
 

of inferior quality which results in practitioner reluctance to use generic
 

products.
 

LAC countries have justifiably determined that performing routine quality
 

control analyses on all prooucts is an impossible task and thus nave required
 

very few, if any, routine analyses on products reaching the central
 

warehouse. There has not been any systematic identification of a limited list
 

of products whose efficacy or toxicity characteristics require strict quality
 

control analyses. Sampling procedures to select samples for testing are not
 

closely adhered to, if employed at all, in many government central warehouses.
 

In Central America and Panama, separate quality control facilities exist to
 

serve the Ministries of Health, the Social Security Institutes, and other
 

agencies, resulting in duplication of expensive equipment and little or no
 

coordination or collaboration.
 

(5) Warehousing
 

Warehousing for pharmaceuticals is inadequate in all countries of Central
 

America. In addition to physical limitations, there are significant problems
 

in space planning and security which can be addressed independently from the
 

remodeling or construction of warehouses.
 

(6) Distribution
 

Distribution of drugs, including transportation, storage, control and
 

dispensing at local levels is hampered by problems of theft and pilferage,
 
Drugs are a desirable
inefficient, and uninformed distribution of products. 


well as for sale and hence require strict
commodity for personel use as 


security measures. Inefficient distributiuon and deficient dispensing
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procedures negate the value of approporiate drug selection, adequate
 
procurement and warehousing. The "end point distribution" must be successful
 
for drug therapy to be effective.
 

(7) Use
 

The inappropriate use of druqs leads to therapeutic failures and drug induced
 
illness. These problems of inappropriate drug use can be in part attributed
 
to the lack of availability of appropriate drugs and unbiased drug information
 
for prescribers. Of equal importance, however, is the patients' lack of
 
knowledge regarding how to take medication. Drugs are often prescribed in the
 
absence of a correct diagnosis, adequate information on the drug, a complete
 
patient medical history and appropriate procedures for monitoring therapy.
 
The system for collecting morbidity/mortality and therapeutic statistics in
 
most Central American countries is deficient. The information collected on
 
morbidity is limited to gross descriptions of disease. Statistics on drug
 
consumption are based on movement of products from the central warehouse to
 
other "torage facilities. Therefore, it is difficult to accurately assess the
 
use and impact of drugs on health status and health services.
 

3. 	Health Services Financing
 

a. 	Current Status of Financing Constraints and Resource
 
Allocation Problems in the Region
 

Financing systems and resource allocation issues pose fundamental constraints
 
to efficient, effective delivery and expansion of health care services in the
 
LAC region. Total health expenditures for LAC coutries are estimated at
 
between 2-6% of GNP. Social insurance and payments by individuals usually
 
account for at least half of the total but relatively little information is
 
available regarding the nature of these expenditures. Public sector health
 
budgets take up the remainder. Ministry of Health systems in the region are
 
financed almost entirely by public sector health budgets which arE generatud
 
by general tax revenues derived from duties, consumption taxes, licenses,
 
fees, and income taxes. The recurrent cost burdens of these public sector 
health care delivery systems already account for a relatively large share of 
total government recurrent expenditures, yet they experience constant
 
shortages of funds, drugs, supplies, and other resources as well :Is constant
 
management and administrative problems. In addition, government health
 

budgets are heavily biased towards urban, hospital-based, curative services.
 
The pressure to deliver curative ser,ices primarily free of charge overly
 

compromises the capacity of public systems to deliver consistent high quality
 
curative and preventive services. The gap that has developed between goals
 
and reality in the allocation of expenditures is enormous. While public
 
health systems have achieved effective coverage of only a limited proportion
 
of their national populations, most Ministries of Health in the region remain
 
committed to ambitious health goals which imply substantial increases in
 
expenditures and/or fundamental changes in the types of services provided.
 
Major shifts in funds towaro improved rural access and more preventive care
 
clash with priorities for established programs.
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b. Major Constraints to Improving Financing Strategies and
 
Resource Allocation
 

There are few guidelines at present that indicate what financing strategies
 
and resource allocation patterns are best for any given country. The basic
 
principles or standard rules common to all sectors call for: optimizing
 
efficiency in resource use by allocating additional resources to a given
 
activity as long as the extra net benefit to society exceeds the fuitgune
 
benefit in the next best alternative use of the same resources; and, promoting
 
efficiency ano cost recovery through financing strategies that utilize user
 
2-:a:'ges Dased on efficiency prices. These general principles, however,
 
provide little in the way of concrete direction for A.I.D. nealth officers and
 
ihcst country health planners. In addition, several features of the health
 
sector set it apart from the general case:
 

- Outputs are heterogeneous; financing solutions require
 
discrimination jetween dissimilar activities, e.g. "public
 
good" activities vs. curative patient care activities.
 

- Health providers, -i.e ,,r, , are heterogeneous; diverse 
service provider combinatises 2,.-exist within a single country 
and require a broader approach to health planning than 
Ministries of Health typi:17.ly take. 

- Contrasting models of service delivery and financing exist,
 
and the appropriate role of government in the health sector is
 
not always understood and/er a matter of consensus.
 

- Revenue-raising potential of user charges in oublic 
institutions is more.limited in health than in most other
 
sectors; cost recovery figures higher than 15 to 20 percent
 
appear unrealistic.
 

- Revenue-raising potential of insurance-type or prepayment
 
vehicles is substantial but requires better understanding of
 
the conditions for success.
 

Financial difficulties and resource allocation problems are generic to health 
systems across the region and emerge as major constraints to expansi:n, and 
improvement of health service delivery. At the moment, AID and LAC 
governments face several critical knowledge gaps which limit ability 'o 
address these issues. Improvements in knowledge at a region wide level will 
make a major contribution to formulating necessary guidelines for developing 
financing strategies and changing resource allocation patterns. The general
 
set of issues which arise can be appropriately addressed through a regional
 
level research agenda, and technical assistance pool.
 

A panel of experts identified in 2/84 several interrelated areas which require 
attention in order to improve health financing systems arid address resource 
allocation problems in the region. LAC health officers at the recent regional 
meeting concerned with these issues strongly endorsed the need to develop a 
technical assistance pool to assist Missions and countries to identify 

http:typi:17.ly
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financing issues, design research activities, promote new ideas, particularly
 
with regard to private sector alternatives, and identify strategies and issues
 
for policy dialogue concerning the financial viability of public sector health
 
delivery systems.
 

The key financing issues to be explored through technical assistance and
 

research include:
 

i. Costs
 

In order to arrive at sensible new financing policies which will curb costs 
and improve resource allocation, governments need to know a good deal more 
about the costs of services. Relatively little effort has been focused on 
identifying unit costs of services. Governments do not know what services 
cost and consequently are unable to establish what they snould cost. As a 
result, Ministries of Health cannot reach general conclusions on the 
appropriate allocation and distribution of expenditures within the health 
sector.
 

A more critical understanding of what drives costs is essenitial to improved 
health planning and management. Analytical attention should be focused on the 
distribution of expenditures bet'Aeen preventive and curative services between 
personnel and other operating costs, and between hospita.l and primary health 
care services. Unit costs of services need to be determined and related to 
health outcomes. How costs change over time given structural changes in the 
age distribution of the population as well as changes in the underlying 
patterns of disease need to be understood. 

ii. Uncertain Budgetary Support
 

At a time when health costs are escalating and ambitious health goals have
 
been established, health budgets have achievec no growth in real terms or have
 
actually declined. Adverse economic conditions aFid escalating health costs
 
make it difficult for governments to maitain and/or expand the quantity and
 
quality of health services that are necessary to maintain and improve health 
status. Concerns over the sensitivity of governmental bucgetary support for 
health programs have recently gained considerable attention, and economic 
fluctuations which lead to uncertainty regardiog rusource availability are 
recognized as major problems. Economic stabilization policies, mandated and 
implemented to cope with poor economic performance and burgeoning debt, have 
tended to restrict government finincial allocations to Ministries of Health. 
The erosion of health improvements whicn may rfsLrIL trom declining health 
budgets and deteriorating international and national economic environments is 
of great concern. Social sectors tend to sufrer the nignest cuts in times of 
economic recession such as the region has expsrienced since 1980, but it 
remains unclear how the health sector is affec-ed and whether the current 
situation might even be helpful in fosterincg new sector strategies. The 
impact of necessary cuts in nealtn spend ing may also increase the sector's 
inefficiency in providing services. The question is how health sector 
spending can be made counter-cyclical so as to avoid disproportionate damage 
in both bad times and good. 
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The impact on imported factor supplies, such as medical equipment and drugs,
 
under foreign exchange restrictions must be understood to keep from seriously
 
interrupting essential supplies and appropriate modifications in trade and
 
payment polices should be identified.
 

Private sector initiatives in developing new payment and health care delivery
 
mechanisms, such as HMOs, also are seriously affected by foreign exchange
 
restrictions, domestic inflation, and reductions in participants' incomes, and
 
household income elasticities of demand for health ca:re are unknown.
 

The uncertainty of budgetary support for health given a climate of poor 
economic performance and burgeoning national debt pressures governments to 
examine alternative financing mechanisms to achieve the health goals that they 
have established and avoid erosion of past health improvements. A research 
effort vhich will identify and assess alternative mechanisms for governments 
to maintain and expand health services in times of severe economic constraints 
is needed. The proposed resear'ch effort will assess the potential that user 
charges and expanded roles for private and/or semi-public providers (i.e. 
social security or publicly owned commercial health plans) can contribute to 
maintain.ng or expanding the quantity and quality of health services. 

(1) User Charges
 

The main arguments advanced in support of user charges are that they promote
 
efficiency in resource use and they generate needed revenue. However, there
 
is little systematic analysis of user charges which suppcrts these arguments.
 
Research oriented to determining the circumstances and situations where user
 
charges would be advantageous is required.
 

The fevenue generating potential of user charges is considered to be more
 
limited in health than in other sectors. Governments which presently utilize
 
user charges recover less than 10 percent of the costs of oublic health
 
services. The recovery rates which realistically can be expected and the
 
costs of collection which must be anticipated are questions that require
 
analytical attention.
 

User charges are believed to promote efficiency because they curb "excessive"
 
consumption, but evidence on this issue is fragmentary. Issues related to
 
what services should have charges and what the leval of charges should be
 
needs investigation. Whether user charges lead to too little consumption from
 
society's perspective is unknown. Equally unknown are: whether providers ould
 
prescribe the same types and amounts of services and whether patients would
 
ultimately consume the prescribed amounts regardless of fee policies; and
 
whether the services which would be prescribed by health professionais are
 
consistent with efficiency objectives. Compared to other alternatives, user
 
charges may be clearly regressive, i.e., they require the poor to pay a larger
 
share of their income then the wealthy for health care and they shift the
 
burden of payment to those who are ill. Empirical analysis of these points is
 
needed.
 

http:maintain.ng


(2) Expanded Roles for Private and/or Semi-public Providers
 

The revenue-generating potential of alterna-tive financing/delivery mechanisms
 
is believed to be substantial. Risk-charing devices such as sociaJ insurance,
 
prepayment health plans, employer-based or cooperative-based health plans, and
 
community financing are receiving increasing interest as potential vehicles
 
for expanding health care and improving efficiency in the health sector.
 
However, there is little understanding of how these mechanisms work. Research
 
attention oriented to identifying inherent advantages/disadvantages of these
 
mechanisms, the critical elements for success or failure, and their
 
implications for equity and efficiency is necessary. More research on hcw
 
vulnerable groups fare in mixed public/semi-public/private systems would be
 
useful.
 

iii. Demand Analysis
 

Research efforts on the economics of health care have tended to concentrate
 
disproportionately on the problems of supplying services in resource poor
 
economies. The factors which influence demand for and utilization of health
 
services remain relatively unexplored. The absence of reliable information on
 
what people are willing and able to pay for health care hinders health
 
planning.
 

Studies are required which draw on household survey data to investigate
 
ability and willingness to pay for services, to identify the significant
 
factors influencing demand and utilization o' nealth services, and to estimate
 
income-class-specific income and price elasticities for health services.
 

iv, Supply and Cost of Physician Services
 

Labor costs represent 60-70 percent of total costs in the health sector of
 
most countries in the region. At the level of primary health care services,
 
labor costs may be as high as 80-90 percent. The health sector's labor supply
 
is generally thought to be seriously imbalanced because there is a
 
disproportionately large supply of medical doc:ors in comparison to nurses and
 
other technical specialties. The impact on health care costs of the number of
 
physicians produced and the ratio of physicians to other providers in the
 
system is virtually unknown. These observations ano hypotheses reyarding the
 
supply and demand for physician services require serious examination as the
 
bases for policy dialogue with regard to medical education and employment
 
practices of public sector health delivery systems.
 

4. Management Training
 

a. Current Status
 

In the past ten years, there has been a substantial increase in health
 
administration/management training capacity in Latin America and the
 
Caribbean. Previously, all substantial efforts were based in officially
 
recognized schools of public health. There were also several programs
 
sponsored by either national, regional, city or Catholic hospital
 
associations. During the last ten years, these resources have been expanded
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by the growth of programs based in a variety of other academic and
 
non-academic institutions, and with considerably enhanced prospects for
 
effectiveness.
 

The public health school based programs were modeled after the predominant
 
pattern of programs in U.. public health schools in the 1950's. The
 
programs' structure and content refl- ted the fact that most of the schools
 
are dependencies of Ministries of Heah and/or medical schools. The schools
 
are self contained, seldom drawing upon resources of other schcols and health
 
institutions. Management training in these programs consists of tracks in
 
hcaith administration and in hospital administration. The hospital based
 
procrams are generally short term and part time. Faculty consists of
 
practicing administrators, most of whom lack formal administration
 
or management training. The courses are highly descriptive and may focus on
 
:ha 9rccedures of a single system (personnel, financial management,
 
purchasing, etc.). Both public health school and hospital based models began
 
by serving only physicians, but are now open to individuals with other
 
backgrounds.
 

'cginning in the early 70's, 
 r' modies began to emerge under nontraditional 
£uspi:'es. Programs developed in management schools(Mexico, Brazil),
 
departments of systems engineering (Colombia), departments of community
 
medicine (Colombia, Peru), and even schools of architecture. These programs
 
generally follow an interdisciplinary approach and serve a varied student
 
body. These interdisciplinary programs have had precarious funding, in some
 
cases, because they are outside of the official structure. The newer models
 
are apparently competitive with the older models, and there are indications
 
that in some countries public health tchool health administration training
 
programs are changing as a result. These new programs evolved with
 
considerable support from the W. K. Kellog Foundation, PAHO and Lhe
 
Association of University Programs in Administration (AUPHA).
 

b. Constraints to Improving Management Training and the Impact
 
of Management Training on Management Systems
 

In a recent survey (11/83) of LAC Health officers, representatives of donor
 
agencies and LAC management training institutions, the following major
 
problems with present management training in the health sector were identified:
 

i. The design of existing programs has been unsystematic;
 
that is, undertaken without parallel assessment :if 
organizational and individual requirements and without 
attention to both the supply and demand sides u'c labor 
force equation. 

ii. The focus of existing programs has been narrow and
 
lacks integration; that is, the content of most rlrograms
 
has been limited to public administration, or to ,;_-siness
 
management, or to health delivery (public or orivmte) but
 
rarely expanded to link any or all of these, concetLlally
 
or operationally.
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iii. Numbers of trainees have often been too small to
 

generate critical masses for change, primarily because of
 
inadequate scholarship opportunities and lack of training
 
programs that adcress the key operational issues and
 
institutional audience3.
 

iv. Training program target- populations have mostly been
 

from senior managerial levels. While this has been a
 
crucial fizst step in creating constituencies for health
 
management training, it has meant that mid-level
 
administrative and functional categories have been left
 
largely unattended. The corollary of this has been lack of
 
attention to those substantive issues identified over and
 
over as major management constraints: financial analysis
 
and management, logistics, pharmaceuticals and equipment,
 
transport and maintenance, suoervision, manpower planning,
 
facilities management, and the design, implementction and
 
evaluation of special, vertical programs.
 

v. The weakness of managerment systems in the health
 
ministries themselves has inhibited those ministries from
 
adequately identifying and articulating their needs, to
 
themselves, to cooperating international donor agencies,
 
and to relevant national interest groups.
 

According to LAC health officers, it is these management training issues which
 

constrain improved health services management, rather than issues of post
 

training incentives, brain drain, and so forth.
 

5. Clinical Training
 

a. Current Status
 

the root of a number of problems in
Deficiencies in medical education are at 

health services delivery in LAC countries. Medical curricula in LAC countries
 

do not, in many cases, include--either as core content or
 

electives--principles of public health and community medicine, new,
 
cost-effective screening and diagnostic techniques, new information on the
 

safety and efficacy of pharmaceuticals, new forms of health services
 

organization, etc. Those LAC physicians who cire trained in the U.S. often
 

attempt to transfer costly technologies (i.e. CAT scanners) to their home
 

countries which may not be relevant to ccuntry needs and/or sustainable with
 

country resources. While U.S. baseo undergraduate, graduate and pist graduate
 

medical training is still highly desirable, it is becoming increasingly
 
to these programs, particularly
difficult for non-U.S. citizens to have access 


at the post graduate level. Lan',uae requirements have become more
 

difficult. The credibility of non-U.S. undergraduate medical education has
 

recently come into question, particularly for LAC students, due to the
 

proliferation of "off shore" meoical schools in LAC countries. U.S.
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residencies and internships are diminishing in number and are more
 
comptetitive due to increased numbers of-students from the U.S. and elsewhere.
 

Deficiencies in medical education have been addressed in part through short 
term, in country training funded under bilateral projects. Post graduate 
nedical education is-also being _supported under the LAC .Training,Initiatives 
Project. Training requests for medical education are numerous at-Missions, 
and often--perhaps more often than in other sectors--politically motivated. 

II. Froject Rationale and LAC Bureau Strategy
 

A. AID Health Policy and Strategy
 

Agency health policy and strategy dictate that AID resources will be utilized
 
to support health services which address the major causes of mortality and
 
morbidity primarily in infants and children. In addition, resources may be
 
provided to assist programs designed to control the principal communicable
 
diseases which affect the productivity of the adult population. According to
 
the clbal policy and strategy, the services provided to address both
 
objectives should be cost effective, and to the extent possible "self
 
financing".
 

Taking into account emerging disease patterns in LAC countries, Agency policy
 
and strategy, past experience with AID-financed health projects and current
 
economic trends, an LAC health strategy was prepared in 1982 to delineate
 
priority countries for AID health programming, to identify appropriate
 
bilateral and regional initiatives, and to establish trends and targets for
 
investments by AID in the health sectors of LAC countries. The LAC strategy
 
targets countries with infant mortality rates of more than 50/1000 as
 
candidates for improved/expanded primary health care initiatives. In
 
addition, malaria is highlighted as perhaps the major technological problem to
 
be addressed, in part, through a regional initiative. Management improvement
 
of health delivery systems and assessment of alternative financing schemes for
 
health services are recommended interventions for countries where benefits
 
from past investments (donor and host country financed) in the health sector
 
are at risk of being lost and the quality of services is declining due to a
 
lack of resources resulting from low levels of economic growth, economic
 
austerity programs, etc.
 

Two additional Agency programs are being implemented by the LAC Bureau which
 
have had and will continue to influence resource allocation to and within the
 
health account: the Central America Initiative and the Advanced Developing
 
Country Program. As a response to the recommendations of the National
 
Bipartisan Commission on Central America (NBCCA), health resources for Central
 
America doubled in 1984-1985. The Central America sub-regional components of
 
his project are directly responsive to the recommendations of the NBCCA. New
 
ROCAP initiatives in oral rehydration and supplementary feeding constitute
 
part of this initiative, as well. Increased levels of resources for health
 
projects have also been made available to Guatemala, Belize, Honduras and El
 
Salvador.
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Health has also been highlighted as a key sector for the Advanced Developing
 
Country programs being designed for Mexico and Brazil. Support has heen
 
requested by both of these countries in the areas of oral rehydration,
 
nutrition and biomedical and operations research. These requests have been
 
met to date on a limited basis with resources from S & T Bureau funded
 
projects.
 

B. Trends in LAC Health Programming
 

In the mid-to-late 1970's, AID involvement in the health sector increased, in
 
general, as a result of the "Basic Human Needs Strategy" of the Foreign
 
Assistance Act, the International Conference on Primary Health Care at
 
Alma-Ata which committed governments to "Health for All by the Year 2000", and
 
the prevailing wisdom that providing simple, community-based preventive and
 
curative health services could significantly reduce mortality and morbidity,
 
remove the health constraints to economic development, and improve the quality
 
of life of large segments of the population of the developing world.
 

In LAC, this heightened interest in the health sector was translated into a
 
large number of sector loans whose major impact was to develop the
 
infrastructure (human resources, physical plant) to deliver rural, primary
 
health care services. By 1980, it beudme evident that such primary health
 
care extension programs suffered from a lack of management support system's at
 
the central level (transport, logistics, maintenance, supervision, etc.)
 
necessary to sustain these services. This insight stimulated the current
 
generation of health management improvement projects which have successfully
 
demonstrated that certain systems and functions can be substantially
 
improved--particularly planning and training.
 

As gains in the extension of services arid improved management of these
 
services were being achieved, the financial underpinning of health services in
 

the public sector began to crumble. Declining economic growth, growing
 
external debt, and economic stabilization policies have placed enormous
 
pressure on public sector budgets, so that Ministries of Health in LAC
 
countries have experienced, in the last three years, no or negative program
 

growth, despite inflationary health care costs, which in some cases, greatly
 
exceed general inflation rates. LAC countries (and AID Missions) are now
 
faced with the need to sustain past ano current levels of effort in the health
 
sector with a declining resource base, inappropriately allocated and
 
inefficiently managed. Due to the pressure on the public sector health
 
delivery system, LAC governments are increasingly looking toward alternatively 
financed health services which generally include risk and cost sharing 
mechanisms--h(-alth maintenance organizations (KNiOs), cooperatives, private 
provider groups, etc. to relieve the public sector of its medical care 
burden. In addition, most LAC governments *',veinstituted user fees for
 
health services both to generate revenue and 1o rationalize utilization where
 
it is excessive. AID has stimulated much of tnis interest through policy
 
Oiplogue, economic analyses of health projects, and operations research.
 

AID resources for health projects in LAC countries have been steadily
 
ircreasing--approximately 3U% per year since 1981 (see Annex B). The Central
 

America Initiative, including resources for tnis project, accounts for the
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increase from 1984-1985. The LAC health account has also increased as a per
 
centage of LAC development assistance from 8% in 1981 to 13% in 1985. As of
 
1984, the LAC health account constituted approximately 40% of the Agency's
 
health budget, the largest of any of the regional bureaus. This increase in
 
resources reflects not only the political priority of Latin America and the
 
Caribbean (particularly Central America) in general, but also: (a) the
 
financial crisis of the health sector in LAC countries, (b) the AID
 
Administrator's promotion of key health technologies, (c) the resurgence of
 
nalaria and the need to reinvest in malaria cnntrol programs, and (d) the
 
recognition of the need for regional programs to complement bilateral projects
 
(particularly those in new areas) and to create mechanisms to assist countries
 
which are no longer recipients of bilateral support in the health sector.
 

Three new areas for AID/LAC involvement in the health sector have emerged and
 
wi1l dominate LAC health programming for the next 5 years--malaria control,
 
essential drugs, and alternative financing and organization of health delivery
 
systems. In 1981, AID financed malaria control activities in two LAC
 
countries, Haiti and Honduras. In 1984, AID-financed malaria control
 
ict.v.ties were undertaken in eight countries under projects and/or with local 
currenc"es (D.R., Haiti, El Salvador, Honduras. Belize, Ecuador, Peru and 
<uL.via). Pharmaceuticals ;-re financed in v-rtually all health projects but 
c institute key components in the most financially troubled health 
sectors--Costa Rica, El Salvador, and Haiti. Essential drugs were also 
provided in all of the projects in 1983 and J.984 designed in response to 
disasters. Operations research and financing studies covering recurrent costs, 
resource allocation, user fees, cost containment and private sector 
alternatives have been undertaken in more than 10 countries. (See Annex C).
 
These issues were virtually unexplored as of the Health Officers Conference in
 
April 1982.
 

C. Rationale and Responsiveness of Project to LAC Bureau Strategy
 

The components of this project are intended to meet the common technical
 
assistance, training and operations research needs in the health sector for
 
LAC Missions, to support the new directions in health programming,
 
particularly malaria, essential drugs, and alternative financing, and to
 
provide a mechanism to support health activites and to respond to health
 
requests from countries and Missions which no longer receive bilateral support
 
in the health sector.
 

For each of the three new program areas (malaria, essential drugs, arid
 
alternative financing) deficiencies in the availability of technical support
 
(technical assistance and technical information), and training opportunities
 
have been identified by LAC Missions, PAHO and host countries as ke',
 
constraints to both project design and program implementation. Opa:Ltions
 
research is a missing link in malaria programs and drug logistics components
 
of health delivery systems. This research is needed to identify and resolve
 
key operational problems, to test alternative techvnologies and approaches for
 
cost effectiveness, and to provide feedback regarding the impact of certain
 
key interventions. Operations research protocols should be developed to meet
 
these common research objectives. In he area of alternative financing, key
 
strategies will be those adopted from U.S. and LAC Advanced Developing Country
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models, particularly, Brazil, Uruguay, C!,ile 3nd Colombia. A technical
 
support capability from the U.S. needs to be developed, and the opportunities
 
for technical cooperation among LAC countries need t', be expanded.
 
Management training and clinical training in the health sector are now
 
important elements of LAC regional and bilateral training programs and
 
projects, i.e. LAC Training Initiatives. Resources are needed to improve the
 
targeting of these resources to appropriate individuals in the countries and
 
the matching of candidates with appropriate training programs in the U.S. and
 
other LAC countries. Increased access to technical materials and expanded
 
information exchange are also needed--particularly with regard to management
 
training.
 

1. Rationale for Regional Approach
 

These common needs and new directions require consideration of a regional
 
approach to problem identification and problem solving. Institutions within
 
the region need to be tapped for their expertise, particularly those in
 
Advanced Developing Countries. New expertise needs to be developed in certain
 
areas (malaria, private sector). A regional project to meet common needs,
 
promote new directions, develop new expertise and promote technical
 
cooperation among LAC countries is a cost-effective and efficient means of
 
achieving these objectives. In the absence of a regional project, these
 
objectives will not be met by a series of bilateral projects.
 

2. LAC Malaria Control Strategy
 

The most recent LAC policy statement specifically covering malaria projects
 
was issued in December 1979. Two criteria for supporting malaria control
 
activities established in this policy served to reduce interest of LAC
 
Missions in developing malaria control projects:
 

"Malaria programs must be considered in the context of rural health
 
delivery goals ....AID assistance will normally be provided only as a
 
component of multidonor operation. Such donors may include private,
 
public, or international organizations. AID assistance in Latin
 
America and the Caribbean should be as a donor of last resort when
 
technical assistance, commodities and other forms of assistance are
 
unavailable from multilateral or other sources."
 

This policy statement was based on the LAC Bureau's experience with malaria
 

programs: their high recurrent costs, the long time frame for control
 
programs, problems with PAHO and host countries regarding control versus
 
eradication policies and related factors.
 

From 1979 to 1982 support for malaria control activities was limited to Haiti
 

and Honduras. Due to the severe resurgence of malaria and the dual. problems
 
of insecticide and parasite resistance, the new LAC health strategy promotes
 
increased support, both bilateral and regional for vector borne disease
 
control. The LAC strategy foresees a i0% increase in the proportion of LAC
 
health funds used for vector borne aisease control activities in the next five
 
years - from 5 to 15% of the LAC health account. Consistent with the severity
 
of the problem and the "softening" of LAC policy/strategy, five missions have
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requested and received technical assistance for malaria control in 1982-84:
 
Ecuador, Peru, the Dominican Republic, El Salvador and Colombia. This is in
 
adoition to the two on-going, bilateral malaria projects in Haiti and Honduras.
 

Eight countries currently support m&laria control activities under AID
 
financed projects and/or with local currencies generated from P.L.480 Titles I
 
and III. (Dominican Republic, Haiti, El Salvador, Belize, Honduras, Bolivia,
 
Ecuador, and Peru).
 

The geometric increase in malaria incidence, the problems of vector and
 
parasite resistance, and the number of mission requests for technical
 
assistance have heightened the need - region wide - to redesign malaria
 
activities which are tailored to the epidemiologic profiles of each country, 
and which are pursued, within cost parameters, to reduce malaria incidence. 
Existing ccuntry programs have focused on malaria eradication. Conversion 
from eradication to control does not represent a mere redeployment of existing 
tools and staff. Experience elsewhere has shown the need for training and 
technical assistance in the selection and implementation of appropriate 
control methods, for the support of applied field research to determine the 
ihE t cost: cf" ecti.ve 1ndcontrol methods, for J.iproved management of malaria 
pr:ograms. 

3. 	LAC Health/Essential Drug Strategy
 

Recendly, the provision of essential drugs has become a major component of
 
bilateral programs, particularly in Central America, due to restrictions on
 
the availability of foreign exchange and the resulting "emergency" shortages
 
of basic, essential drugs. (Essential drugs are defined as those drugs
 
necessary for the treatment of prevalent diseases affecting the population).
 
To complement bilateral programs, a regional approach was mentioned as part of
 
the LAC Health Strategy. The regional program will provide the technical
 
assistance needed by all countries in Central America and Panama; the
 
development of training programs, and the strengthening of indigenous
 
institutions, particularly those with a potential for regional coverage, to
 
perform these functions. Such institutions include ICAP (Instituto
 
Centroamericano de Administracion Publica) in Costa Rica for supplies
 
management training, and LUCAM in Guatemala for drug quality control.
 

4. 	LAC Strategy for Health Financing and Resource
 
Allocation Problems
 

The LAC Health Strategy highlighted the need for a regional initiative to
 
assist Missions and LAC countries in the following areas:
 

- Procurement and distribution of essential drugs through public and
 
private channels;
 

- Private sector model he3lth delivery systems inlcuding risk
 
sharing schemes (HMOs, social insurance, cooperatives);
 

- Revenue generating activities for public sector health delivery
 
systems;
 

- Hospital cost containment strategies,
 

As an initial step in implementing this strategy, an IPA health economist was
 
recruited to assist Missions in the conceptualization, design and
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implementaion of financing studies, including household expenditure surveys,
 
community financing feasibility studies, private sector provider studies,
 
etc. These activities are listed in Annex C.
 

In the development and implementation of these thirty plus studies, it became
 
evident that Missions would benefit from the elaboration of standard
 
methodologies for certain types of studies, to be adapted to individual
 
country contexts. The LAC health officers at their recent meeting confirmed
 
their need for "how to" information, particularly for financing studies and
 
project design. Health officers strongly recommended the establishment of a
 
regional technical assistance mechanism which could be jointly supported by
 
regional and Mission funds to assist in the design and implementation of
 
financing studies, to promote the new financing and organizational concepts at
 
sub-regional and country meetings, and to design projects.
 

5. LAC Strategy for Health Management Training
 

Achieving the objective of improved and expanded management trairiing in
 
support of health delivery systems in LAC countries requires both regional and
 
bilateral support. Virtually all bilateral health projects, as well as
 
regional LAC training projects, have included management training in the
 
health sector. Economies of scale, ccnsistency, and improved quality control
 
may be achieved if key LAC institutions can be strengthened to provide the
 
necessary training, particularly for mid-maragement.
 

The objectives of regional support for health m-3ngement training are to:
 

- establish a network for communication and exchange among Latin
 
American , Caribbean, and U.S. health services management training
 
centers,
 

- strengthen the centers' capabilities through faculty development,
 
development of teaching materials, and information dissemLnation,
 

- support expansion of the centers' roles in national training
 
initiatives,
 

- provide access to U.S. training centers and a locus for cooperative
 
facilities,
 

- assist USAIDs in matching health management training needs with
 
appropriate LAC and US universities and non-academic training
 
programs, and to draw upon appropriate technical assistance sources.
 

6. LAC Health Strategy for Clinical Training
 

In order to meet the existing need to improve LAC mediual education, to focus
 
on skills-development in U.S. based meoical training, to provide Missions al.
 
alternative to expensive, long term academic medical participant training, and
 
to respond to Mission requests for short term technical assistance for
 
continuing medical education trainers, LAC strategy calls for utilization of
 
regional funds to provide a mechanism to access the over 30,000 Spanish
 
speaking physicians who teach and or practice medicine in the U.S.
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D. Other Donor Activities
 

Other than in Brazil and Colombia, AID is the principal donor in the health
 
sector in most LAC countries. PAHO is represented in all of its member
 
countries, and provides technical assistance in a wide variety of areas and
 
finances short and long term training. The InterAmerican Development Bank
 
(ID3) has been 'nvolved with the financi.ng of hospital construction for many
 
years. Recently the Government of Japan has become active in the health
 
sector in several LAC countries through the provision of pesticide for malaria
 
control and hospital equipment.
 

The activities proposed in this project complement on-going donor activities 
and will serve to increase donor coordination in the countries. The malaria 
and essential drugs comprnents are entirely consistent with requests of the 
Ceritral A.erican countries elaborated in a sub regional health sector program 
called the "Puente De Paz" program. This program, which includes over 200 
projects in health elaborated by all of the Central American countries, has 
been approved by the Contadora Group and has been approved by the PAHO 
Directing Council. The U.S. Government, as a member of PAHO, has endorsed 
tliF project. PAHO has received the aoproval of the Central American 
i)uitries to present the Puent, de Paz program to European donors and to the
 
Japanese. This process began in November of 1984.
 

In F'1 1985, PAHO itself anticipates, and has budgeted $1.2 million in Central 
America for malaria control and essential drugs out of PAHO core funds . This 
is in addition to a 25% in-kind contribution of salaries, benefits, equipment 
and supplies made for this project. The IOB is considering financing 
feasibility studies ($500,000.) for a Central American regional health
 
investment program ($30 million for five years) which includes a revolving
 
fund for pharmaceuticals and pesticides. OPEC, and the Governments of France
 
and Holland have also indicated willingness in supporting disease control and
 
essential drugs programs in Central America. These activities will be
 
coordinated by PAHO.
 

The malaria and essential drugs components of this project are entirely
 
consistent with the sub-regional malaria control projects (# RE-TD-03,04,and
 
05, and RE-ED-0l,02,and 03) in the Puente de Paz plan. Moreover, the
 
operational research component of the malaria control program, which will
 
cover appropriate utilization of pesticides, is consistent with recent
 
Government of Japan recommendations regarding its future participation in the
 
provision of pesticides. The essential drugs component of the project is
 
consistent with projects proposed under the Puente de Paz plan and also the
 
Regional Essential Drugs Program for the Western Hemisphere, which ic a joint
 
WHO/PAHO initiative.
 

The proposed financing studies and technir -.assistance will assist Missions
 
to have the necessary information to assio. host countries determine the long
 
term impacts of investment decisions in iehealth sector e.g. iovestments in
 
hospital construction, including impacts on counterpart availability for AID
 
health projects. AID in Peru is already working closely with the World Bank
 
on such issues, in a series of national surveys and studies, and the World
 

http:financi.ng
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Bank will participate on the advisory committee for this project activity.
The availability of such informatiun has influenced the design of a proposed
amendment to an IDB hospital cons.ruction loan in Honduras. 
A regional effort
in health financing will establish common approaches and methodologies,
thereby reducing lead time to implement such studies (and their costs), will
foster inter-country technical cooperation, and will stimulate the development
of a new pool of financing technical assistance focusing on private sector
 
alternatives.
 

The proposed management training component evolved from a PAHO/Kellogg
Foundation/AUPHA program. 
The clinical training portion of the project is
consistent with PAHO clinical training programs but focuses on U.S. based
 
training which PAHO does not.
 

The activities proposed in this project are also consistent with certain
centrally FUnded projects. 
S & T Health funds a malaria vaccine development
project. Operations research regarding the testing of this vaccine and other
technological byproducts of this project, including a new screening technique
for malaria, may be included in the LAC regional project. 
To date, S & T has
not developed a vector control project, but may be in the process of doing
so. 
 The S & T project will not have as its objective and output, however,
long term support for the development of regional institutions to carry out
vector control activities. All effort will be made to assure that any S & T
project can be utilized to enhance and expand the impact of the Central
America regional project and to provide assistance to LAC countries outide of
Central America and Panama. 
 There are also two S & T financed operations
research projects one in health and one in population. Neither of these
projects focus on operations research in the areas proposed in this project
malaria, essential drugs and financing. There are no centrally financed
projects which support activities in essential drugs or clinical training.
Centrally financed health management training is provided only to the

University of the West Indies.
 

III. Project Description
 

A. Project Goal and Purpose
 

The goal of this project is to improve health status in LAC countries,
particularly Central America and Panama. 
The project purpose is to adapt and
extend existing technologies and strategies which address major organizational
and financial problems in delivering health servites. 
Project
inputs--technical assistance, training and operations research--will respond
to common Mission needs in the areas of malaria control, essential drugs,
alternative financing of health services and management and clinical training.
Two project components  malaria and essential drugs  will focus on Central
America and Panama. 
 The two remaining components  health services financing
and training - will be region-wide, including countries which do not have
active, bilateral AID-financed health projects, e.g. Advanced Developing
Countries. 
Missions outside of Central America will be able to participate in
the Malaria Control and Essential Drugs components of this project as
indicated below. Such participation for Advanced Developing Countries may be
supported by the LAC regional Inter-Country Technology Transfer project.
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B. Project Components--Central America
 

1. Malaria Control
 

Regional activities funded under this project will focus on Central America
 
due to: (a) the relative severity of the problem in this sub-region, (b) the
 
potential of the economic and political crises in this sub-region to greatly
 
exacerbate the malaria problem, reintroducing malaria into areas where it had
 
been eradicated, (c) the presence of institutions to provide the necessary
 
techr;ical support services for malaria programs, and (d) the recommendations
 
l
c the NBCAA to imarove/expand mplaria control programs in the sub-region. 

Otte LAU countries may participate in these activities, particularly 
training, but all regionally-financed technical assistance and operations
 
research will be undertaken in Central America.
 

The Central America regional malaria program will have as its goals to:
 
(a) eliminate mortality and reduce morbidity caused by malaria, (b) reduce
 
transmission in epidemic areas, especially those populated by refugees and
 

i ,pcedpersons, and (c) prevent malaria from spreading to areuas where its 
Lt:,r'smission has been successfully interrupted. '\ID-financed inputs will be 
used to assist malaria control organizations to improve their epidemiological 
surveillance and management capabilities, to develop, implement and evaluate
 
more cost-effective control measures, to improve intercountry cooperation and
 
information exchange, and to strengthen training and applied research
 
capabilities.
 

Specifically, AID/LAC will fund a collaborative AID-PAHO program to provide
 
teclhiiual ..,sistance to Central American countries to design and imp10In111Lt
 
malaiia control. programs. Regional short term training courses will be
 
designed to meet needs of country programs in epidemiology, entomology,
 
management of malaria control programs, pesticide handling and safety, applied
 
research methodology. (Missions will contribute to the travel and per diem of
 
participants). An institution(s) will be selected to become the regional base
 
for such training, technical assistance and research. The institution will
 
meet criteria of accessibiliity, institutional capability and interest,
 
l.aboratory facilities, etc. In addition, FAHO is placing a core staff of
 
malaria advisors in Panama who will have regional responsibilities. Funds
 
from this project will also be used to develop an AID-PAHO task force on
 
malaria to: prepare terms of reference for asses:.ing country technical
 
assistance requirements, eEtablish the organizatiinal mandate and structure of
 
the proposed training and research center, review research protocols, advise
 
Center on training needs, etc. The task force would be authorized to retain
 
consultants as needed including representatives from other donor ag:;ties
 
(Government of Japan, World Bank, Inter-American )evelcpment Bank).
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Illustrl-'i.ve Budget -- Central America Malaria Control
 
(000)
 

Activity Year 1 Year 2 Year 3 Year 4 TOTAL
 

Applied Field 
Research - 450 400 200 1050 

Research and
 
Training Center 500 400 250 150 1300
 

Short Term 100 200 100 100 500
 
Training
 

Short Term TA 150 100 100 100 450
 

Task Force 50 50 50 50 200
 

TOTAL 800 1200 900 600 3500
 

Malaria control activities funded under this project component will be
 
implemented through an agreement with PAHO. Certain management
 
responsibilities, curriculum design functions and short term technical
 
assistance will be sub-obligated by PAHO in contracts and/or grants to U.S.
 
Universities, particular'y for training (institutions with appropriate
 
capabilities include Tulane University and the Univc....'ty of South Carolina),
 
U.S. consulting firms and the Centers for Disease Control (CDC). A project
 
manager and short term management technical assistance will be recruited by
 
PAHO. CDC will be in.jived in providing technical assistance and short term
 

traini:;g, particulaily for pesticide safety and handling, determination of
 
pesticide effectiveness, drug resistance studies, and epidemiological
 
surveillance. Missions and host countries will supoort the in country
 
training costs of participants.
 

PAHO will be the major source of technical assistance for country program
 

design and evaluation; PAHO will assist in curriculum design, particularly for
 
in-country training activities; and, PAHO will design and implement regional
 
technical meetings, and organize the AID/PAHO task force. PAHO was selected
 
as the principal actor for this component due to its technical credibility
 
with Central American governments, its ability to draw technical experts from
 
all countries in the hemisphere, and its own prior commitment to the
 
objectives and activities of this component of the project.
 

2. Essential Drugs
 

In order to affect short term and medium term improvements in the supply of
 

essential drugs in Central America and Panaia, through this project LAC will
 
fund in-country technical assistance actidiries for, among others, the
 
following tasks:
 

http:Illustrl-'i.ve
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* 	Analysis of existing essential drug formularies
 
* 	Development of criteria and procedures for the selection of
 

drugs for the formulary

* 	Establishment of "level of use" standards for each drug
 
* 	Development of unbiased drug information for the essential
 

drug formulary
 
* 	Design of methodology to calculate actual drug consumption
 

statistics
 
* 	Development of procurement criteria and detailed product
 

specifications

* 	Development of drug supplier performance incentives
 
* 	Development of an order tracking system
 
* 	Identification of reasonable procurement scheduling
 
* 	Design of manual or computerized inventory management system
 
* 	Design of system for locating and transfering critical
 

supplies

* 	Development of minimum quantity standards for reordering drugs
 
* 	Development of sampling procedures for quality control to be
 

carried out at the central warehouse down to the primary 
health car2 >. 1i 

* 	Identification or the list of drugs that require strict
 
quality control
 

* 	Coordination of resources for quality control among all
 
health institutions to miriimize duplication


* 	Organization of warehouses
 
* 	Design of a product tracking system
 
* 	Improvement of accuracy and efficiency of filling orders
 
* 	Establishment Df efficient delivery routes and scheduling
 
* 	Improvement of security of drugs during transport
 
* 	Development of dispensing procedures and standards for
 

packaging
 
* 	Development of system for collecting patient specific
 

information on drugs and morbidities
 
* 	Develop patient drug monitoring program and prescriber
 

notification/education program

* 	Design a pharmacist drug counseling program

* 	Design patient drug information posters and brochures.
 

Country technical assistance plans will be developed by Central America
 
Missions, PAHO, local Ministries of Health and Social Security Institutes.
 
The iegional project will support approximately 40 months of technical
 
assistance for Central American Missions, including Panama.
 

Regional training programs will be developed and implemented, to the extent
 
possible, at Central American institutions. Training will be provided if:
 
(1) drug selection, (2) drug procurement, (3) inventory control, (4) quality
 
control, (5) warehousing, (6) distribution and dispensing, and 
'7) utilization. These courses will be provided on a space available oasis to 
candidates from countries outside of Central America and Panama, tc Le 
supported by Mission, countries, etc. outside of the sub-region. The target
 
group of trainees will be technicians and managers (generally mid-to low
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level) with direct line responsibilites for the topics presented in the
 
courses. An illustrative list of courses is presented below.
 

Essential Drugs Training Program for Central America and Panama
 

SELECTION 2 weeks
 

PROCUREMENT 
Projecting Requirements 1 week 
Procurement Process 1 week 
Order Tracking 1 week 
Negotiations with Suppliers 1 week 

INVENTORY CONTROL/WAREHOUSIN
 
Management of Central Facility 2 weeks
 
Management of Local Facilities 2 weeks
 
Design of Utilization-Driven
 

System 2 weeks
 

QUALITY CONTROL
 
Laboratory Planning I week
 
Testing Basic Drugs 2 weeks
 
Advanced Principles for
 

Drug Assaying 2 weeks
 

DISTRIBUTION
 
Developing Delivery Schedules 1 week
 
Pharmaceutical Security 1 week
 
Dispensing Principles 1 week
 

USE 
Drug Use Data Collection 1 week 
Drug Monitoring Programs 1 week 
Adverse Drug Reporting Programs 1 week 
Principles in Drug EpiOemiology 1 week 

The regional project will also support the establishment of a Central America
 
pharmaceutical vendor/pricing information network which will provide current
 
data on procurements and suppliers within the sub-regon and would create a
 
more informed procurement process. Participating procurement offices will
 
provide copies of successfully regotiatec vendor contracts to a central coding
 
and data entry facility (possibly PAHO). Quarterly, this information would be
 
added to the network data base, copied and forwarded back to each
 
participating prosurement office. If microcomputers are available in the
 
countries, this would permit the data base to be stored locally and classified
 
on the basis of a number of variaoles (procuct name, therapeutic class,
 
vendor, price, return goods policy, dating, etc.) Although pharmaceutical
 
manufacturers and suppliers assume a a'wnat
the market will bear" attitude with
 
respect to product availability ana pricing, armed with current procurement
 
data from recently awardeo contracts within the region, negotiators can secure
 
lower prices and better terms for their pharmaceutical procurements.
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To: (a)assist in the development and on-going awareness of the requirements
 
for rational drug use, (b)maintain an 'adequateconsciousness relative to
 
adverse effects of drugs; and, ultimately, to reduceidrug induced illness, LAC
 
will provide funding for the purchase of unbiased drug therapy information
 

* resources for several sites within each participating country. This support '* 

would be -in threemajor categories: reference textbooks- -journals-and
newsletters and, where appropriate, microfiche libraries. Although the 
reference textbooks provide a useful theoretical foundation, monthly journals,"
 
newsletters and microfiche libraries represent current therapeutic knowledge
 
and relevancy to the clinical issues confronting the health practitioner. The
 
need, feasibility and cost of translating such materials into Spanish will be
 
determined prior to dissemination of the materials. If necessary and
 
feasible, resources from this project will be provided for translation of the
 
materials.
 

-: 


LAC will also fund the development of two prototypes which involve skills
 
apart from traditional expertise available in Central America and Panama--a
 
prototype drug quality control laboratory, and a prototype warehouse. These
 
prototypes will establish for health planners and managers the minimum space,
 
equipment, staffing requirements, etc. for facilities at various levels in the
 
health delivery system. These prototypes may then be adapted to individual
 
country settings.
 

Finally, LAC will support an analysis of drug utilization, where the
 
technology available through microcomputers exists, to link patient specific
 
pharmaceutical use, to morbidity outcomes to drug supply. Existing U.S. drug
 
monitoring software packages will be utilized/adapted for this purpose.
 

Illustrative Budget--Central America Essential Drugs
 

YRl YR2 YR3 YR4 TOTAL
 

TA 100 300 200 100 700
 

Training 230 450 450 200 1330
 

Reference Materials 15 15 15 15 60
 

Pricing Network 50 20 20 20 110
 

Prototypes 250 150 ..--- 400
 

Drug Utilization 
Software & Studies 100 200 100 --- 400 

TOTAL 745 1135 785 335 3000
 

Primary responsibility for implementation of this component will rest with
 
PAHO. Essential drugs activities will be the second component of the
 
agreement to be signed with PAHO for malaria. The activities described above
 
were identified by the Central American countries with the assistance of PAHO,
 
as part of the "Puente de Paz" health assistance package for Central America
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which has now been presented to the donor countries of Western Europe, the
 
Contadora Group, and the U.S. In addition, these activities are consistent
 
with the Western Hemisphere Essential Drugs Program developed by PAHO in
 
conjunction with WHO. Certain discrete activities--development of prototypes,
 
development of software, provision of information, etc.--may be sub-obligated
 
to U.S. firms, and appropriate 8a firms. In addition, U.S. institutions, when
 

--...- appropriate,- will--be-utilized when wappropriate in the-areas-of-training
 
methodology for supplies management and quality control.
 

PAHO was selected to implement this project component due to its capability to
 
draw experts from all'countries in the hemisphere, its relationships with
 
existing training institutions in the region and its ability and willingness
 
to subobligate project components to organizations with predominant
 
capability/comparative advantage in providing these services.
 

C. Project Components--LAC Regional
 

1. Health Services Financing
 

Through this Project LAC regional funds will be used to support a synthesis of
 
existing health financing studies in Latin America and the Caribeean, arid 3
 
financing studies per year for the first three years, in 3 different countries
 
each year for a total of nine country studies. The studies will fall into the
 
following categories:
 

(1) Cost studies will assemble and assess health sector cost data and
 
estimate unit costs for public, semi-public and private systems (i.e. cost per
 
unit of input, cost per unit of intermediate output, cost per unit of change
 
in incidence or prevalence, cost per unit of mortality reduction). Estimation
 
procedures for costs at different levels of facilities will also be
 

The countries selected for cost studies will be representative
 
of regional diversities as these features may have an important bearing on
 
cost relationships. The countries selected will represent the diversity in
 
the region as to physical size, population size, GNP/per capita, infant
 
mortality rates, organizational structure of the health delivery system.
 

-established. 


(2) Demand studies which draw on household survey evidence are needed to shed
 
light on the issues of willingness and ability to pay for health care
 
services. While the optimum approach would rely on collection and analysis of
 
new primary data, new surveys are very expensive undertakings. A more
 
cost-effective approach is to rely on new analysis of existing and available
 
household expenditure data sets. While this approach will not be able to
 
resolve specific issues related to price, more general analytical results from
 
a greater range of country situations will significantly strengthen the base
 
information on demand for health care services. Data sets are known to exist
 
for Ecuador, Honduras, Panama, and four of the Eastern Caribbean LDCs, a new
 
primary data collection effort is currently underway in Peru, and data sets
 
are potentailly available for Colombia, Brazil, and Haiti. These data sets
 
need to be scrutinized and the highest quality data sets accepted for
 
analysis. Most of the analytical work on the new primary data base for Peru
 
will be conducted by the World Bank. When this work is sufficiently underway
 
(mid-1985), analysis of existing data sets can build on the relationships and
 
results identified in this work.
 



(3) Two types of studies covering alternative financing mechanisms will be
 
including user fees and risk sharing models of health delivery.
 

A great deal of uncertainty exists regarding household willingness and ability
 
to pay for health care. These issues can be partially addressed within the
 
diemand"*st-udcies". '-Other uncertainties reflated t c~~iiiiiir~ 
consequence of introducing (or increasing) user charges within the public
 
system and the actual potential of user fees to increase revenue and improve
 
efficiency need to be investigated separately. The project will identify
 
countries where user charges are already in place or where policy changes
 
regarding user charges have been adopted. Peru, Honduras, Haiti and Jamaica
 
unofficailly utilize user charges in many MOH facilities. Dominica is,
 
considering implementation of an official user fee schedule. Brazil charges
 
user fees in some of its public facilities. The project will analyze these
 
"natural experiments" with respect to the issues identified above.
 

The project will identify and investigate several variations on the 
fundamental concept that health services can be funded entirely, or in part, 
through payments made by or on behalf ofithe individual into a common pool
withcut respect to individual utilzatioh of services. These variations 
include prepayment systems such as health maintenance organizations or social 
insurance mechanisms through employers or cooperatives. Brazil, Chile, and 
Uruguay make extensive use of health maintenance organizations for financing 
and delivering health services. Government involvement is through 
regulation. Ecuador, Peru, Bolivia and Colombia report extensive provision of 
health care through cooperatives with a wide variety of financing
 
arrangements. In addition, a variety of employer health plans exist
 
throughout the region. Studies financed under this project component will
 
examine on an in-depth case study basis the practical operation of these
 
schemes and their implications for efficiency and equity and contrast the
 
experience of the group of countries. The studies will be selected to reflect
 
both a range of countries and types of schemes.
 

(4) Other studies will be funded e.g. labor market analyses of physicians,
 
HMO feasibility studies, etc., based on a peer review of outside experts and
 
subject to the availability of funds.
 

Approximately nine studies will be funded during the life of project. Actual
 
numbers will depend on the level of Mission participation in funding. In
 
addition, approximately 40 person months of technical assistance will be
 
provided during the life of the project to assist Missions with: the design
 
of financing studies, the formulation of appropriate health financing policy
 
dialogue agendas, economic analyses of health projects, and the implementation
 
of financing related components of health projects, e.g., establishing
 
appropriate fees schedules or revenue generating schemes for public sector
 
programs, developing hospital cost containment programs, public/private sector
 
cost sharing schemes, etc. It is not anticipated that general management
 
technical assistance will be funded under this project. Finally resources
 
will be provided for sub-regional meetings (promotional visits) on alternative
 
financing of health delivery systems, with special reference to private sector
 
options. Individuals responsible for innovative, private sector models from
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the U.S., Brazil, Uruguay, Colombia and Chile, among others, will discuss the
 
economic, financial and technical rationales for these approaches to both
 
public and private sector audiences.
 

Illustrative Budget--LAC Regional Health Financing
 

YRl YR2 YR3 YR4 TOTAL 

Technical Assistance 180 150 100 100 530
 

Studies 450 300 300 150 1200
 

Promotion Visits 120 -- 100 50 270
 

TOTAL 750 450 500 300 2000
 

A contract for the technical services, including research related technical
 
assistance, will be awarded based on an open competition. LAC/DR/HN is
 
exploring with SER/CM the possibility of authorizing a higher level of
 
services than LAC regional resources can finance, to allow for Mission
 
"buy-ins" (financing technical services above the level which can be supported
 
by Regional funds). There is precedence for this mode of contracting with
 
centrally funded health and education projects. The contractor will also be
 
responsible for forming an expert advisory committee composed of individuals
 
from the private sector, the World Bank and AID whose function will be to,
 
provide guidance on research methodology and review specific research
 
proposals. Preference will be given in reviewing responses to the RFP to
 
firms with 8A subobligation plans.
 

2. Training
 

The training of health professionals--both clinical and managerial--has become
 
an important element in bilateral programs in the health sector, and in LAO
 
regional training programs. The activities proposed in this component will
 
directly support those activities by assisting USAIDs with selection of
 
appropriate individuals to be trained, and matching them with institutions in
 
the U.S. and in other LAC countries. In addition, translation and
 
dissemination of key training information will be supported.
 

a. Management Training
 

Through the Project LAC regional funds will be utilized to develop a network
 
for LAC health management training programs. Such a network would involve
 
strengthening of faculty through short term technical assistance, faculty
 
exchanges, information dissemination, seminars, etc. In addition, resources
 
would be utilized to assist LAC Missions in the identification of appropriate
 
short term and long term management training programs in the U.S. and other
 
LAC countries. Candidates will be supported with Mission funds. Missions
 
will benefit then, not only from the improved targeting of candidates to
 
programs, but also the improvement in the quality of programs
 
available--particularly in LAC countries. A data base will be assembled,
 
including information on the training programs, faculty members, student
 



-32

characteristics, etc. Once key LAC training institutions are identified,
 
reference materials will be provided to them, in addition to technical
 
assistance. Technical assistance will be solicited from key U.S. health
 
management experts and institutions in the private sector and from U.S.
 
universities.
 

It is envisaged that the project will fund approximately two person months per
 
year of short term technical assistance to USAIDs and LAC management training
 
institutions. The participating management training programs will not be
 
limited to countries with AID bilateral health projects. Five regional
 
?,no.kshops will also be implemented during the life of the project, focusing on
 
the m&nagemnqt issues and skills needed for new approaches to the organization

and financing of health services, e.g. HMOs, hospital cost containment
 
programs. Should Central America resources become available in 1986 or later,
 
cnncrideration will be given to providing focused support to a management
 
tr-ining center in Central America, namely ICAP or INCAE to improve national
 
hearth management training programs Ln the public sector, and to develop its
 
own management training capability in the area of private sector oriented 
healthi management training. 

±liustraLive B:J~:t--LAC Regio-ial Management Training 

YRI YR2 YR3 YR4 Total
 

Project Staff & Support 125 150 175 140 590
 

Information Dissemination 25 25 25 25 100 

Short Term TA 25 50 25 25 125
 

Workshops 25 60 50 50 185
 

TOTAL 200 285 275 240 1,000
 

The activities funded in this project sub-component will be implemented under
 
a cooperative agreement with the Association of University Programs in Health
 
Administration (AUPHA). This organization currently maintains a network of
 
over 450 universities and institutions, including 22 in LAC countries. The
 
network includes almost 300 U.S. hospitals, HMO's, health centers a-Id other
 
delivery organizations. AUPHA works closely with the American 1ospita1
 
Association arid other national organizations. It has a full-time staff of
 
educators and maintains the only comprehensive data base on U.S. health
 
managment training programs and a comprehensive health management faculty ano
 
consultant skills index. AUPHA maintains a resource center of heaih
 
management training materials, and is a publisher of training materials.
 
AUPHA is supported by its member institutions, foundations, corporate
 
participants (approximately 30) and the USG. AUPHA works closely w-ith the
 
private sector through its private sector members, including
 
CITICORP/CITIBANK, American Hospital Sipply, Peat, Marwick and Mitchell,
 
DuPont, etc. AUPHA has also been the primary source of technical assistance
 
for PAHO and the Kellogg Foundation in the implementation of their
 
interdisciplinary management training programs in LAC countries.
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b. Clinical Training
 

Resources provided under this project sub-component will be utilized to
 
provide assistance to Missions with regard to selection and placement of
 
clinical trairing candidates in short and/or long term academic training
 
programs in the U.S. In addition, technical assistance will be provided by
 
Spanish speaking physicians to participate in short term continuing medical
 
education programs in LAC countries. AID/W has received many such requests in
 
the last two years. Finally, resources will be provided for a limited number
 
of candidates to participate in a short term (1-6 month) "preceptorship"
 
program. That is, candidates will be placed with Spanish speaking physicians
 
in the U.S.--ir rural and urban underserved areas to observe and participate,
 
to the extent possible, in the practices of these rhysicians. In addition,
 
informal structured training programs (seminars, etc.) will be provided by the
 
supervisors for their trainees. No English language requirement is
 
anticipated. This will be a non-degree program. Both clinical and
 
non-clinical skills will be incorporated in the preceptorship program,
 
including, pediatrics, obstetrics and gynecology,family practice, emergency
 
medical services, ophthamology, rehabilitation medicine, hospital
 
administration, and public health. To the extent possible, placement in
 
new/innovative service delivery environments will be emphasized. LAC regional
 
resources will fund approximately 5-10 participants in the preceptorship
 
program per year. Missions will finance additional candidates.
 

Illustrative Butget--LAC Regional Clinical Training
 

YR1 YR2 YR3 YR4 Total
 

Project Staff &
 
Support 100 110 125 140 475
 

Project Staff Travel
 
(U.S. & LAC) 85 50 50 50 235
 

Short Term TA 40 40 40 40 160
 

Participant Training 125 125 75 75 400
 

Information Dissemination 25 25 25 25 100
 

TOTAL 375 350 315 330 1370
 

The activities funded under this component will be implemented under a
 

cooperative agreement with the interamerican College of Physicians and
 
Surgeons (ICPS), a non-profit, Hispanic organization comprised of 24,000 
Hispanic physicians practicingj in tle U.S. ICPS is affiliated with the 
American College of Physicians ann Surgeons. Informally, the members of ICPS 
return frequently to their home countries to teach and practice medicine on a 
short term basis. in addition, many of the members are involved in training 
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in the U.S., interns and residents from LAC countries. ICPS currerJly
 
maintains a skills register of their members and publishes a technical,
 
monthly magazine, Medico Interamericano, the first medical journal published
 
in the U.S. in Spanish. The cooperative agreement will formalize their
 
in-country (LAC) training activities, and focus their effort on high priority
 
areas consistent with AID primary health care objectives; will improve
 
targeting of AID funded medical participant training; and will provide a lower
 
cost, alternative to academic medical training which also removes the English
 
language constraint.
 

TV. Project Feasibility
 

A. Technical Analysis
 

Th interventions proposed in this project are based on a synthesis of past
 
and current program and project experience in the health sector in LAC
 
countries. Project components were selected on the basis of technical
 
priority, opportunities for cost effective regional approaches to complement
 
Mission initiatives, and consistency with bureau strategy and special
 
i.niti aties.
 

1. Malaria Control 

The need for technical assistance, training and operations research to
 
reorient malaria control organizations away from inappropriate, costly, and
 
often times non-effective eradication programs to control programs has often
 
been mentioned in PAHO and AID evaluations of ongoing programs. This need is
 
reinforced in the PAHO annual report, Status of Malaria in the Americas,
 
drawing upon hemisphere-wide experience. Recently, a meeting held in Lima of
 
the Andean country malaria experts reaffirmed the need for technical
 
assistance and, particularly, training. The Central America Ministries of
 
Health have also identified These interventions together wi.th financial
 
inputs, as critical to controling malaria in the subregion and preventing its
 
spread to areas where malaria has been previously eradicated. Localizing
 
these services in one country is the approach which has been followed
 
elsewhere with some degree of success--for example, in Asia, where a malaria
 
training and technical assistance cencer has been established, in part with
 
AID support, in Kuala Lumpur, Malaysia. Finally, technical direction of the
 
project will be supported by the technical advisory group, made up of AID and
 
PAHO; other USG institutions, and technical experts. This group will
 
establish operational research priorities and protocols, review courses
 
developed under the project, assist in establishing evaluation indicators for
 
the project, and advise AID and PAHO on future directions in malaria control
 
in Central America and Panama.
 

2. Essential Drugs
 

This project component evolved as a result of AID's experience with Management
 
Improvement projects, in general, and specifically with "pharmaceuticals"
 
projects most recently designed and implemented in Central America. The
 
proposed project component is also consistent with the Latin American
 
Essential Drugs Program, a worldwide WHO initiative, in this hemisphere
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co-designed by PAHO/WHO and implemented by PAHO. Training methodologies and
 

course materials developed under bilateral programs will be used to the
 

maximum extent possible. Existing U.S. technologies for drug quality control
 
and inventory and assessment of drug utilization patterns (computer software)
 

will be adapted to Central America drug logistics/management information
 

systems, some of which are being supported through bilateral projects (Costa
 

Rica, El Salvador, Honduras).
 

3. Financing
 

The financing issues to be studied were identified by a group of health
 

economists convened in February 1984, based upcn a canvassing of more than 30
 

financing specialists and health economists in the US and LAC countries, and
 

an extensive literature search. The need for technical assistance, and
 
promotional visits for private sector health initiatives was identified by AID
 

health offices at a regional technical meeting held in November 1984.
 

Because the proposed studies constitute a new type of operations research for
 
AID, other donor agencies and host countries, the research protocols will be
 
reviewed by a technical advisory committee formed by the Contractor as apart
 
of the project implementation. This advisory committee will be made up of
 
representatives of AID, the World Bank, U.S. universities, private sector
 
health enterprises and LAC individuals/institutions involved in innovative
 
health service delivery programs. Such individuals/institutions exist in
 
Brazil, Uruguay, Colombia and Chile, among others.
 

4. Training
 

Management training is included in virtually every bilateral health project in
 
LAC. Health officers were canvassed in 1983 to ascertain the strengths and
 

weaknesses of existing management training approaches. The regional approach
 
proposed in this project evolved as a result of this survey, together with an
 
assessment of the PAHO, Kellogg Foundation management training program, and
 
the existing institutional network established by AUPHA and Kellogg as part of
 
this program. The interventions proposed in this project will serve Mission
 
needs by identifying appropriate training sites for participants and will take
 
the AUPHA/PAHO/Kellogg interdisciplinary management training program one step
 
further by focusing on those management skills needed to design and implement
 
new types of health services organizations (HMG's) and to implement "private
 
sector"-like management principles to public sector programs.
 

The clinical training component responds to the countless Mission requests
 

received by LAC/DR/HN for experts to participate in continuing medical
 
education programs in-country, and to provide clinical training experiences in
 
the U.S. which would not require English language training and extensive
 

pre-entry testing (FLEX, ECFMG). The proposed "preceptorship" training is the
 

first of its kind and will be closely evaluated as a pilot effort.
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B. Economic Analysis
 

1. Application of Standard Benefit-Cost Criteria to Project
 

a. Application of Criteria
 

For most development projects economic evaluation involves the application
 
of standard benefit-cost methods. The cozts of the project are calculated and
 
adjusted for distortions in prices ("shadow pricing"). Similarly, the
 
benefits to flow from the project are calculated and shadow priced. Then the
 
streams of adjusted project costs and benefits over time are compared by
 
calculations of the present value of net benefits or the internal rate of
 
returns. Ideally, these methods would be applied to the economic analysis of
 
this project. However, such analyses are at least partly inappropriate here
 
for two reasons.
 

(1)Capacity Building rather than Direct Intervention
 

This project is aimed at improving the capacity of regional and
 
natiaorl :'nstitutions by meeting the common technical assistance, training,
 
and operations research needs in the the areas of malaria, essential drugs,
 
health financing, and management training. This project will not undertake or
 
finance any direct interventions or investments in these areas. Therefore,
 
the economic benefits from project activities will be indirect and will accrue
 
only after interventions generated from improved national and institutional
 
capacity to design, implement, and manage programs in these are6o. An
 
economic evaluation of the direct benefits of this project would correctly
 
measure the value of all the benefits of all the interventions that this
 
project makes possible. This project's costs would necessarily include the
 
costs of all those interventions as Well. However, the timing and scope of
 
the interventions which will be made possible cannot be defined at present,
 
and therefore full costs and benefits cannot be estimated.
 

(2)Calculating Benefits of Better Health
 

The theory of benefit-cost analysis is difficult to apply to some
 
important aspects of health-sector interventions. While interventions have
 
well-defined costs, the benefits oerive indirectly from averting illness and
 
death. When illnesses are averted, the savings from the eliminated costs of
 
treatment can be quantified, but the value of lives saved, the pure-utility
 
values of reduced morbidity and mortality, and the value of improved
 
performance in school or on the job are very difficult to estimate. Current
 
methods fall short of the ideal from the standpoint of making investment
 
decisions. Whiie a full-blown benefit-cost analysis is not possible, a
 
limited analysis of benefits may be done and nonquantifiable benefits can be
 
identified and described. Policy makers, therefore, can weigh quantitative
 
and qualitative benefits against costs.
 

b. Impact of Interventions
 

This project will make possible a package of interventions which will
 
directly reduce mortality, morbidity, and debility. This project will also
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make it possible to design interventions or investments which will contain or
 
reduce the cost of operating the public sector health system and increase its
 
output. These impacts will produce quantifiable benefits in the form of
 
avoided days of work loss and averted costs of treatment. The treatment costs
 
include hospitalizations and drug costs.
 

c. Analyses to be Completed
 

An approximation of some of the benefits which result from the
 
interventions which this project will make possible can be made by using
 
illustrative calculations. Costs of the interventions cannot be identified.
 
In addition, least-cost calculations are made with regard to the choice of
 
making this project a regional capacity-building effort rather than a set of
 
bilateral efforts.
 

2. Illustrative Calculations of Benefits
 

a. Quantifiable Benefits
 

Malaria and essential drug interventions which this project will make
 
possible can be related directly to impacts. These benefits, i, principle,
 
are quantifiable in monetary terms. Measurable benefits from malaria control
 
interventions include averted mortality and morbidity, work loss, and avoided
 
drug therapy costs. Measurable benefits from essential drug interventions
 
include averted deats, reductions in hospitalizations, and reduced lengths of
 
stay when hospitalization is necessary.
 

(l Malaria Control
 

In 1982, the Central America countries and Panama registered 237,104
 
confirmed malaria cases which accounted for 34% of all cases registered in the
 
Americas. Based on 1982 Slide Positivity Rates, experts conservatively
 
estimated the actual caseload for malarious regions of the Americas at 5
 
million. If Central America were to account for 34% of these cases as well,
 
the malaria case burden for these countries would be 1.7 million.
 

Vector control practices have been demonstrated to be effective in
 
reducing the malaria caseload. SPRs declined by 57% between 1958 and 1961, a
 
period of intensive control and eradication activities. Data from a 1972 PAHO
 
study in Paraguay indicates that worktime lost from malaria was reduced by
 
half after spraying practices were initiated. We infer from these studies
 
that malaria related morbidity can be reduced by at least 50% with effective
 
intervention practices: reductions of 118,550 laboratory cases or 850,000 SPRs.
 

A more stringent assumption would be that a laboratory confirmed case
 
(rather than an SPR) is a reasonable indicator of malaria morbidity which
 
results in absence from work. Because we have no information on either age or
 
employment status of the 237,104 confirmed malaria cases, we make an
 
assumption that only 30% of these cases are attributable to the working
 
population (i.e. 71,131 cases). We make a further assumption that the average
 
number of days lost from work per case is 5; 10 lost work days were assumed
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for Belize but this number is extaordinarily high for the rest of Central
 
America. Using these conservative assumptions, 355,655 annual workdays are
 
lost due to malaria morbidity, This number could be reduced by half
 
witheffective vector control methods thereby providing the economic benefit of
 
the additional marginal product of these work days.
 

A course of chloroquine therapy is the standard drug treatment for
 
malaria. If we use a conservative estimate of two courses of chloroquine
 
therapy per SPR or per confirmed laboratory case (12 tablets at a cost of
 
$15/1000), the annual drug treatment costs would be between $85,360 and
 
$306,000. If we assume that at least half of the malaria cases would be
 
averted with an appropriate control program, treatment costs will be reduced
 
cy $42,700-$153,000.
 

(2) Essential Drugs
 

Experts who have studied drug prescribing ancd utilization practices 
among US Medicaid and Medicare populations have estimated that 10 to 20% of 
rcrt."lity in these groups is directly attributable to inappropriate and 
ir ercdrL'g thorapy practices. A conservative estimate for the Central 
,'\ibrican population would assuriie that drug-induced moltality is at least that 
large because: (I) physicians are less well trained in pharmacology;
 
(2) up-to-date literature on rccommenoed drug use is far less accessible to 
the physician; and, (3) prescription drugs are widely available to the 
ccnsumer without a physician's prescription. Essential drug interventions as 
a result of this project could expect to reduce mortality by half. 

In the US, 7% of all hospitalizations are drug induced. Studies have
 
demonstrated that 52% of these hospitalizations can be prevented with proper
 
drug therapies; for those who are hospitalized, the average length of stay has
 
been reduc2d from 7 to 3 days. We assume that drug-induced hospitalizations
 
are at ledst as large in Central America and could be reduced by half. The
 
average length of hospital stay in Central America is above 10 days. We
 
assure that an appropriate intervention could reduce it by half.
 

Technical assistance and training aimed at improving operational and
 
allocational efficiencies in drug selection, procurement, inventory and
 
quality, control, distribution and use have achieved cost savings of 12% in the
 
Dominica MOH drug systen ad 30% in Barbados.
 

b. Nonquantifiable Benefits
 

The economic benefits which will accrue directly as a result of
 
(1) research efforts which address health financing constraints and resource
 
allocation problems, and (2) management and clinical training efforts, cannot
 
be quantitatively ascertained given present knowledge and techniques.
 
Benefits from health financing research efforts are expected to accrue
 
indirectly. Research efforts will identify techniques, technologies, and
 
policy instruments which, when implemented in the health system, are output
 
increasing/cost saving. Benefits from managerial and clinical training will
 
also accrue indirectly. Improved human resources will be able to implement
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techniques and technologies which will improve the operational efficiency and
 
the quality of service of the health system. Reductions in mortality and
 
morbidity will result when the system can: (1)increase its capacity to expand
 
preventive and curative services; and (2)improve its ability to redirect
 
resources into their most cost-effective use.
 

3. Regional Approach as Least Cost
 

This project will build the capacity of regional institutions and national
 
governments in Central America to implement effective malaria control and
 
essential drug orograms, to undertake operational and allocative efficiencies
 
with better trained managers and clinicians, and to identify and implement
 
policies, new technologies and techniques which will effectively contain cpsts
 
and increase output of the health care delivery system. It will build this
 
capacity by providing US technical assistance, support for regional
 
institutional personnel, and financial support for training, research, and
 
dissemination of technical information.
 

Three alternative approaches are considered for the malaria and essential
 
drug components: a PAHO regional, a US institution regional, and a series of
 
bilateral approaches. The same benefits are assumed to result from each of
 
the alternatives, and only US inputs are used. The calculations are presented
 
in Tables 2 and 3.
 

A bilateral approach is considered unfeasible for the health financing
 
research component. A small number of health financing studies conducted in
 
several countries would provide the technical information which would assist
 
all countries in cost containment/cost saving and productivity improvement
 
efforts. A sufficient number of studies in any one country to achieve the
 
same result would be more costly than a regional effort. A contract mechanism
 
will produce the least cost method for this component.
 

Similarly, a bilateral effort is not feasible for the training component
 
due to economies of scale. The institutions identified for implementation of
 
the training component represent a least-cost approach. These institutions
 
have an installed network in Latin America for carrying out this effort which
 
other US institutions do not have. If other US institutions were to be used,
 
AID would have to undertake the cost of building this network.
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TABLE 1
 
Summary of Benefits
 

reduced ineffective consumer expenditures 


Malaria Control 

averted deaths no data 
averted morbidity/debility 118,550-850,000 cases/yr 
averted days of work loss 177,827 workdays/yr 
reduction in treatment costs 

drug costs $42,700-$153,000 
prevention of transmission no data 

Essential Drugs 

averted deaths 5% reduction in total mortality 

averted morbidity/debility 
(healthy days of lives saved) 

no data 
reduced costs of treatment 3% reduction in total 

hospitalizations 
50% reduction in average length 

of hospital stay 
no data
 

increased cost savings 12-30% savings in government
 
drug system
 

C. Beneficiaries
 

This project is intended to benefit AID Missions primarily, particularly those
 
in Central America, and Ministries of Health, including quasi independent
 
malaria control organizations. Missions will be able to draw upon pools of
 
technical assistance not currently available to them--and Mission management
 
oversight will be negligible. Access to appropriate training programs will be
 
improved and quality control maintained.
 

Ministries and SNEMs will benefit from the increased training provided and the
 
operations research undertaken to improve cost effectiveness of key health
 
interventions including management training. Ultimately, consumers of health
 
services will benefit from improved access to cost effective health services
 
provided by the public and/or private sectors.
 

D. Environmental Analysis
 

The purpose of this project is to develop and extend health technolcgies and
 
strategies which address major organizational, financial and technical
 
problems in delivering health services. The operations research component for
 
malaria ($1,050,00 LOP) will include the investigation of the
 
cost-effectiveness of various mosquito control interventions, including those
 
which affect the enviroiment--pesticides, larvicides, introduction of new
 
species (e.g. fish) into an ecosystem, etc. This is the only activity of the
 
project with potential for environmental impact. Operations research
 
activities to be undertaken in Honduras, Belize and El Salvador will be
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reviewed by the Regional Environmental Officer (in AID/W or ROCAP) to assure
 
its consistence with existing IEE's or Environmental Assessments for malaria
 
control activities in those countries. For such activities in Panama,
 
Costa Rica or Guatemala, PAHO will undertake an I E (and an assessment if
 
deemed necessary) which will also be reviewed and approved by the Regional
 
Environmental Officer.
 

All other elements of the project will result in negligible positive or
 
negative environmentzl consequences and further environmental examination is
 
not warranted.
 

V. Financial Plan and Budget
 

Total AID Financing
 

The total AID/Washington regional financing for this project is $13.1 million,
 
in Health grant funds. In-kind contributions will be provided to fund staff
 
salaries, benefits and other administrative costs by the three implementing
 
institutions, PAHO, AUPHA, and ICPS. Individual budgets from these
 
organizations are presented in Annex D. Further, ten of the thirteen AID
 
missions queried on the Project have responded positively, and in some cases
 
have indicated a desire to "buy-in". The nature and extent of their
 
individual contributions will be determined during the LOP.
 

The anticipated life of project is four years. A breakdown of expected annual
 
costs is provided in Tables One and Two on the following pages. As Table One
 
shows, the two components receiving the largest amount of AID/W assistance are
 
the Central America and Panama Malaria Control effort at 26.9% of total AID/W
 
funding and the Central America and Panama Essential Drugs activity at 22.9%.
 
Overall, nearly half of the AID/W assistance could be categorized as technical
 
assistance. The remainder of AID/W funding is split between research and
 
training activities.
 

Costs of Project Inputs
 

An illustrative budget showing the costs of the three main project activities
 
(technical assistance, training, and research) is presented in Table Three on
 
the following pages.
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TABLE ONE
 
BREAKDOWN OF AID/W FINANCING
 

(U.S. $Ooos) 

% of
 
Year 1 Year 2 Year 3 Year 4 Total Tota.
 

A. Project Components
 

1. CAP Malaria Control 800 1,200 900 600 3,500 26.7%
 
2. CHP Essential Drugs 745 1,135 785 335 3,000 22.91Y
 
3. LAC Regional Health
 

Financing 750 450 500 300 2,000 15.3%
 
4. LAC Regional Training 600 660 540 570 2,370 18.1%
 

P. Evaluation -- 150 -- 200 350 2.7% 

TOTAL 2,895 3,595 2,725 2,005 11,220 85.71,
 

C. '2ntingency & Inflation 290 540 545 505 1,880 14.3%
 

GRAND TOTAL 3,185 4,135 3,270 2,510 13,100 100.0
 

TABLE TWO
 
BREAKDOWN OF AID/W FINANCING BY COMPONENT
 

Year-' Year 2 Year 3 Year 4 
A. Project Components
 

1. CAP Malaria Control 25.1% 29.0% 27.5% 23.9%
 
2. CAP Essential Drugs 23.4% 27.5% 24.0% 13.3%
 
3. LAC Regional Health
 

Financing 23.6% 10.9% 15.3% 12.0%
 
4. LAC Regional Training 18.8% 15.9% 16.5% 22.7%
 

B. Evaluation -- 3.6% -- 8.0%
 

C. Contingency & Inflation 9.1% 13.1% 16.7% 20.1%
 

TOTAL AID/W FINANCING l00.0% lO.0% 100.0% 100.0%
 



-43-


TABLE THREE
 

BREAKDOWN OF AID/W FINANCING BY TYPE OF ACTIVITY
 

(U.S. $O00s & by % of each Project Component)
 

Technical 
Assistance$ %of 

Research
$ % 

Training
$ 

Total 

Component Component Component 

Project Component 

1. CAP Malaria Control 650 (19%) 1,700 (49%) 1,150 (32%) 3,500 (1005) 

2. CAP Essential Drugs 1,670 (56%) -- 1,330 (44%) 3,000 (100%) 

3. LAC Regional Health 
Financing 800 (40%) 1,200 (60%) -- 2,000 (100%) 

4. LAC Regional Training 1,970 (83%) -- 400 (17%) 2,370 (100%) 

TOTAL 5,090 (47%) 2,900 (27%) 2,880 (26%) 10,870 (100%)
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VI. Implementation and Evaluation Plan
 

A. Project Management 

The five subcomponents of this project (malaria, essential drugs, financing, 
- management and-clinical -training) will- be implemented byour - - ... .
 

organizations--the Pan American Health Organization (PAHO), the Association of 
University Programs in Health Administration (AUPHA), the Interamerican
 
College of Physicians and Surgeons (ICPS), and a contractor yet to be
 
determined.
 

PAHO will implement the malaria and essential drugs components under a grant
 
to be awarded by March 31, 1985. The grant agreement will specify that PAHO
 
will assign a project manager, project administrative officer and two part
 
time technical coordinators to implement the project. (See Annex G for scopes
 
of work.) Existing PAHO technical staff--both regional and country level
 
advisors in Central America--will be tapped when appropriate for
 
identification of country priorities, short term technical assistance, design
 
and implementation of training courses, etc. The grant agreement with PAHO
 
will also specify that sub-contracting and subgranting mechanisms will be
 
utilized by PAHO for individuals, firms, universities in the U.S. and other
 
LAC countries to implement elements of the two project sub components for
 
which PAHO is responsible, e.g. for malaria--the Centers forDisease Control,
 
the University of South Carolina, Tulane University; for essential drugs--the
 
Food and Drug Administration, etc. The grant agreement will also specify
 
specific outputs/reports required by PAHO and that project staff must be
 
mutually agreed upon by AID and PAHO.
 

AUPHA is a not-for-profit professional association of academic training
 
programs in health administration. AUPHA has maintained a large network of
 
such programs including 22 in Latin America. AUPHA has also been involved for
 
a number of years in several AID bilateral and S & T funded health management
 
projects. The health management training component will be implemented by
 
AUPHA under a cooperative agreement where staffing requirments, workplans,
 
etc. will be mutually agreed upon. AUPHA will assign a minimum of 1.5 FTEs to
 
implement this project.
 

ICPS is a hispanic, not-for-profit professional association of 24,000 Latin
 
American physicians practicing in the United States. It maintains a skills
 
registry of these individuals and publishes a national medical journal in
 
Spanish. The clinical training element of this project will be implemented
 
under a cooperative agreement with ICPS, where staffing and workplans will be
 
mutually agreed upon.
 

The health financing component will be contracted in an open competition among
 
firms, universities, etc. Preference will be awarded in review of reponses to
 
the RFP to firms with subcontracting plans for minority firms and
 
organizations.
 

The Chief of LAC/DR/HN will be the overall AID project coordinator for this
 
project and will be directly responsible for management of the
 
PAHO-implemented components. Management responsibility for the training and
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financing components will be divided between the two other staff members of
 
LAC/DR/HN--one managing the two training cooperative agreements, one managing
 
the financing contract. The LAC/DR/HN Administrative Assistant will maintain
 
the financial records of the project with assistance from LAC/CONT.
 

B. Contracting, Audit and Disbursement
 

The following plan for procuring services and assistance will be subject to
 
approval of the AID Contract Officer. As indicated, the contracting methods
 
under the Project are as follows: (1) Malaria Control and Essential Drugs -

Grant to PAHO; (2) Health Services Financing - Contract to a U.S. firm
 
selected through open competition; (3) Management Training - Cooperative
 
Agreement with AUPHA; and (4) Clinical Training - Cooperative Agreement with
 
ICPS. PAHO and AUPHA are wEll-established organizations, both of whicn have
 
received AID grants and have otherwise collaborated with AID projects in the
 
past. Each has automated financial accounting systems. PAHO as internstional
 
organization cannot be audited by AID, however as is already standard
 
procedure, they will be audited by a private accounting firm under the
 
Project. ICPS will be receiving its first AID grant, and will require a
 
pre-award audit. The three grantees will have Federal Reserve Letters of
 
Credit opened in their names at the banks of their choice (see Annex J) and
 
the participating firm will be contracted under a cost reimbursement
 
,cost-plus-fixed-fee) contract.
 

C. Implementation Schedule
 

The first year implementation schedule is presented below. As the initial
 
funding for the grant to PAHO is from the 1984 Central America Supplemental
 
Appropriation, it will be signed by March 31, 1985. Detailed implementation
 
schedules for future years are included in Annex E. 

IMPLEMENTATION PLAN -- SUMMARY 

Year 1 Plan: 

ACTIVITY DATE 

Project approved Feb 1985 

Cooperative Agreement signed - PAHO Mar 1985 

First year PAHO workplan - submitted and approved Jun 1985 

PAHO staff recruited/hired May 1985 

Cooperative Agreements with AUPHA, ICPS - signed May 1985 

AUPHA, ICPS workplans - submitted and signed Jun 1965 

RFP issued for financing component May 1985 

Award for financing component Jul 1985 

First year financing workplans - submitted and approved Sep 1985 
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C. Evaluation Plan/Reporting Requirements
 

Each implementing organization will be required to submit 
a quarterly status
 
report which will include progress to date on output targets established in
 
the workplan, financial management information (obligations, earmarkings,

expcnditures) and proposed activities for the next quarter. 
For the malaria
 
and finaning components of the project, these reports, as well as other
 
technical reports generated by the prcject will be reviewed by the technical
 
advisory groups established for these components. The technical advisory
 
groups will also review the annual workplans submitted for these components.
 

All project components will include a mid term and final evaluation. The mid
 
term evaluation will focus on process indicators and management performance.

For the training components--management and clinical--LAC missions will be
 
requested to participate in the assessment of the performance of the grantees
 
on recruitment, selection and placement of candidates and on in-country,

in-service training provided by the two grantees (AUPHA and ICPS).
 

The ,dterm evaluation for the PAHO-im lenented Central America component
 
...i-ciu. an assessment by USAIDs and host country organization: of
 

performance, and a self evaluation by the AID/PAHO technical advisory group.

Baseline information on country programs in malaria and essential drugs exists
 
and need not be collected as part of project implementation.

The mid term evaluation for the financing component will be undertaken by an
 
independent organization, and will focus on process indicators as 
well. The
 
technical advisory groups will undertake an assessment of the technical
 
quality of the work performed which will i-iclude an assessment by
 
participating missions of the contractor's performance.
 

Final evaluations will focus, on a selective basis, on impact of the technical
 
assistance, training and operations research on the quality of health
 
programs. 
All such evaluations will include Mission participation and be
 
conducted by independent organizations. Funding for mid term and final
 
evaluations will be contracted separately with LAC Regional health and
 
evaluation resources.
 

VII. Conditions and Covenants
 

Conditions to disbursement of funds, and covenants under the Project pertain
 
to the Central America components being implemented by PAHO. These conditions
 
and covenants are as follows:
 

A. Conditions Precedent
 

1. Prior to commitment of A.I.D. funds for malaria control and essential
 
drug activities being implemented by PAHO under the Project, the terms of
 
reference for key PAHO staff assigned to the Project and the AID/PAHO task
 
force for malaria must be mutually agreed upon by AID and PAHO.
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2. Prior to disbursement of A.I.D. funds to PAHO under the Project, PAHO
 

will submit an annual workplan, including a budget, which will be mutually
 

agreed upon by both agencies. New activities proposed will not be implemented
 
until the workplan has been approved.
 

B. Covenants
 

1. PAHO agrees that AID resources provided in the Project will be
 

additive to on-going PAHO-financed technical assistance, training and
 

operations research programs in malaria and essential drugs.
 

2. PAHO covenants that it will comply with the environmental regulations
 

of AID by assuring proposed operations research in malaria in Honduras, El
 

Salvador and Belize is consistent with existing environmental assessments, and
 

by undertaking, with the collaboration of AID, an environmental assessment in
 

Guatemala, if research is proposed for Guztemala.
 

3. 	-AHO agrees that no AID resourc-s will be utilized for technical
 
or for Nicaragua.
assistance, training or operations research in 




Table I 

TRENDS IN HEALTH STATUS 

Infant Mortality Rate 
1-4 iortality 

1965-70 1975-80 1965-70 1965-80 

LAC Region 

Andean Region 

Southern Cone 

Brazil 

Central America 

Mexico. 

Non-English Caribbean 

Caribbean 

85.2 

105.5 

49.6 

87.3 

125.3 

78.5 

73.9 

43.0 

66.8 

75.9 

36.8 

66.8 

90.0 

49.6 

57.7 

28.4 

8.4 

10.4 

5.1 

8.6 

12.8 

7.8 

7.4 

4.3 

6.3 

7.6 

3.6 

6.2 

8.9 

5.1 

5.9 

2.4 

Source: 
PA-O, 

For 
1980 

All :ealthBythe Year 2000: Strategies 



FIGURE I
 

Trends in infant mortality in the Americas, by subregion, around
 
1950, 1960, 1970, and 1980
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Percentage change in infant mortality in the Americas, by subregion,
 

1950-1960, 1960-1970, and 1970-1980
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children 1-4 years of age in the Americas, by
 
Mortality trends in 

subregion, around 1950, 1960, 
1970, and 1980
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MAP 1
 

DISTRIBUTION OF A. (N)albimanus AND RESISTANCE TO DDT AND PROPOXUR 

(DECEMBER 1982) 

4.~ 

30 
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Table 3 

MALARIA CASES REGISTERED: 1979--1982 

Country or 

1982 
population in 
originally malar-

Cases Registered 

Territory ious areas 
(thousands) 1979 1980 1981 1982 

12 in which 
malaria eradication 75,829 1,162 2,249 1,599 972 
has been 
certified 

Argentina 3,584 936 341 323 567 

Belize 163 1,391 1,529 2,041 3,868 

Bolivia 2,087 14,712 16,619 9,774 6,699 

Brazil 53,483 144215 169,871 197,149 221,939 

Colombia 17,590 60,957 57,346 60,972 78,601 

a i.ica 677 307 376 168 110 

Dominican Republic 5,610 3,080 4,780 3,596 4,654 

Ecuador 5,331 8,207 8,748 12,745 14,633 

El Salvador 4,558 75,657 95,835 93,187 86,202 

Fr. Guiana 73 604 831 769 1,143 

Guatemala 2,905 69,039 62,657 67,994 77,375 

Guyana 825 2,294 3,202 2,065 1,700 

Haiti 4,642 41,252 53,478 46,703 65,354 

Honduras 3,628 25,297 43,009 49,377 57,482 

Mexico 39,352 20,983 25,734 42,104 49,993 

Nicaragua 2,852 18,418 25,465. 17,434 15,601 

Panama 1,882 316 310 340 334 

Paraguay 2,824 116 140 73 66 

Peru 6,176 17,127 14,982 14,812 14,61, 

Surinam 218 903 4,445 2,479 2,8(5 

Venezuela 10,956 4,705 3,901 3,37 4,21j 

TOTALS 245,307 511,678 595,848 629,081 709,25 

7
 



LAC HEALTH ACCOUNT - TRENDS 

Table I 

LAC Health Account Levels 1981-1985: CP Levels 

($000) 

1981 1982 1983 1984 1985 

19,419 27,177 35,733 45,072 58,550 
(+39%) (+31.5%) (+260) (+30%) 

Table II 

LAC Health Account as a Percentage of 
LAC Development Assistance 

($000) 

1981 1982 1983 1984 1985 

.LAC Health 19,419 27,177 35,733 45,072 58,550 

LAC DA 233,339 280,857 328,941 361,889 450,300 

Percentage 8 10 11 12.5 13 

Table III 

LAC Health Account as a Percentage of 
Total Agency Health Account 

($000) 

1981 1982 1983 1984 1985 

LAC 19,419 27,177 35,733 45,072 58,550 

Total Aid 143,336 134,431 139,536 143,635 158,138 

Percentage 13.5 20 26 31 37 



LAC HEALTH ACC66Ni LOAN/GRANT RATIO 

1980 * 1981 * 1982 ** 1983 *** 1984 + 1985 

Loan 

Grant 

Ratio 
L/G 

28,000 

7,262 

3.8/1 

15,000 

4,669 

3.2/1 

15,546 

11,631 

1.3/1 

25,408 

10,325 

2.5/1 

10,055 

13,417 

..75/1 

12,142 

46,408 

.26/1 

* 

• * 

*** 

+ 

Source = 1982 CP 

Source = 1983 CP 

Source 1983-1985 = 

1984 Data does not 

1985 CP 

include Central America Supplemental 



LAC Activities Aodressing Alternative Financing/Delivery of Health Services, 
Cost Recovery, anc Private Sector Health Initiatives 

Tne following is a list of studies, project development activities, ard
 
projects currently underway in the LAC region that are intended to address 
problems of health care financinc and private sector involvement in health 
care. The acti'voties are quite diverse, but they tend to fall within three 
broad categorical areas.
 

DEMAND FOR HEALTH CARE SERVICES/PJL3LIC SECTOR 	 COST RECOVERY THRU USER FEES 

Dnminica
 

Lrug Revolving Fund ........................... Study/PRICOR
 
SStudy- addresses how to develop a ORF and solve operational problems
 
aSsociazed with its imple.men:ai ..
 

Easte... Ca_ iabean 

r-,seC~. Health Surveys ................... Study/RDO/C with PAHO 

.. l .... .,- f . ;cc l.. ex c..nditures are completed for 
., -.. , ... La. Analysis of then -"1"i5"- data will be 

carr:iKd ou: in conjLrnction w-:r, PP eveloPment this spring. 

H.-ialtn Setcr Resou:e Ma:ement ........... PP Development/RDO/C 
PF team w.ll assess and 'ake reoommenrations for implementation of a user 
fee system in up to three E. Ca:iobean countries 

Ecuador
 

Analysis of Household Heal-., Expenditures ....	Study/USAID/Ecuaoor with 
AID/W PPC/E

D---a from two previous naziona- surveys-one rural, one ur n--have been 
orcanized into computer files f:7 data a.- _ysis. Data analysis will 
dezem-_,ine nealth expenditures for distinct -sc c oeconomic croups and 
cenerate income and price elasticities. 

Drug Revolving Furd ........................... USAID/Haiti Bilateral
 
Project 

4 cruc revolving fund is being implemented as part of tne Rural H=altn 
0ojecz.
 

nty Financng of . ................. F lizy S-udy/PR!C"
 

A household survey was carriec out in selected rural areas t, o_ eri,
 
factors affectino demand for health services. The study also identifie( 
case studies of existing financing schemes. Analysis of data wil2 be
 
completed this spring.
 



Jamaica 

National Household Survey ..................... Study/GOJ/MOH
 
A household health service utilization and expenditure survey was 
piggybacked onto a routine government labor force participation survey. 
Data has not yet been analyzed. 

Peru 

National Household Survey ..................... Study/USAID/Peru with
 
World Bank and PAHO
 

National household survey is being carried out this spring and will 
include collection of data on utilization and expenditures for health 
services. Data analyses will include an analysis of the demand for and
 
willingness to pay for health care services.
 

RISK .SHARING DEVICES/ALTERNATIVE MECHANISMS FOR FINANCING AND DELIVERY OF 
HEALH .SERVICES 

Bolivia 

Self Financing Primary Health Care ............ PP Approved
 
Project will establish self financing primary health care delivery systems 
to serve the target population of 3 agricultural cooperatives. 

Community Financing of PHC Through Cooperatives...Feasibility Study/
 
PRICOR 

Study will develop and test self financn schemes to be operated by 
rural and urban cooperatives in Santa Cruz including selection of packages 
of services and the means by which the population can pay for them (part 
of above PP). 

Brazil
 

Community Financing of PHC Services (Pio) ..... Feasibility Study/PRICOR
 
Study will identify feasible financing schemes by which marginal urban
 

com:,unities can help finance PHC.
 

Financing of Community Water Supply ............ Study/PRICOR
 
Study will retorspectively identify factcrs that account for success or 
failure of financing schemes and their cost-effectiveness. 

Colombia 

Health Program of the Comite de Cafeters. Case Stuoy/LAC/DR/HN
 

The Conite de Cafeteros and the Go: icin-ly fIr=nce ano celiver health
 
car services in coffee crowing recions Cclorn 6- A case study of this 

5.c: is beino prepare:. 

Dominican Reoublic
 

Rural PHC...... ............................... Study/USAID/DR
 
Design of comprehensive PHC to be implemented in 3 of SESPAS's rural
 

health clinics by Uiiversidad Nacional Pedro Henriquez Urena and will 
include alternative health financing and heailt services delivery. 



Health Insurance Scheme ....................... Feasibility
 
Stuoy/USAID/DR
 

Preliminary study for introduction of primary health care insurance scheme 
targeted for rural areas.
 

Eastern Caribbean
 

Health Sector Resource anoement .............. PP Development
 
Project development will include identification of opportunities for
 
implementation or expansion of prepayment capitation programs in up to
 
threL E. Carribbean countries.
 

Ecuador
 

Private Sector Health Initiatives ............. Study/USAID/Ecuador 
Sudy to inventory non-government potential private sector health 
initiatives - Health Insurance. 

Guatemala 

Community Financing ........................... Feasibility Study#4/
 
USAID/Guatemala 

Study will assess incentives for attracting and retaining promotors for a 
self financ.nc curative primary health care program targeted to 

~criu2.turKvorkers. 

Guyana 

Community Financing ..................... Study/Bilateral Project
 
Study of community financing of health services
 

Jamaica
 

Jamaica Aealth Initiatives Stuoy .............. Bilateral Project-

Stuoy invento:ies private provtcer and asseses the role of insurance.
 

Hospital Corversion Project ................... Study!USAiD/Jamai:z
 
Study will assess the feasicility of cohve:ing a GCJ/MOH hospital to a
 
private service deiavery model.
 

Mexico
 

Marketing and Distribution o' ORS............. Marketing Study/ PRICOR
 
Market research of quantitative and qualitative aspects of marketing and
 
distribution of ORS in Mexico.
 

Private Sector Health lnitiazives ............. Suo'V/1 ,-rU/
 
Bilateral Project
 

Study identified and assessed Delivery of primary health care services by
 
cooperatives, PVCS, and local pharmacies. Results of study here used to
 
develop a private sector health strategy for the CDSS and to focus future
 
project development work.
 

http:financ.nc


LAC Recional
 

Social insurance Review ....................... Study/LAC/DR/HN
 
Study provided an overview of health care delivery within Social Security 
systems in the LA region
 

HO Review .................................... Propused Study 
Proposed study will review the development and operation of Health 
Maintenance Organizations with the LA region and will develop a protocol 
for assessing feasibility of prepayment systems.
 

Regional Project .......................... LAC/DR/HN 
A component of the Regional' will provide funds for addressing regional 
issues in health care financing.
 

Market research ................................ Study/LAC/DR/HN LAC/DR/P
 

A market research is looking at the feasibility of establishing ambulatory 
surgical centers in conjuction with family planning services for several
 

LAC large cities.
 

REDUCTION IN PUBLIC SECTOR EXPENDITURE
 

Costa Rica
 

Policy Planning and Administrative Improvement..Bilateral Project
 

Project will introduce financial management procedures which will inprove
 

collection of revenues from employers and reduce inefficiencies.
 

Haiti
 

Hospital Cost Containment .....................	 PL480 Title III 
Proposal 

Honduras ........................................... Feasibility- 
Study/USAID/Honduras
 

Study will assess the potential for increased private sector participation
 

in MOH's maintenance program.
 

LAC/DR/HN:COverholt 08/16/83 doc. #0173H
 



SUMMARY BUDGET--ALL COMPONENTS
 

YR1 YR2 YR3 YR4 TOTAL 

Malaria 800 1200 900 600 3500 

Essential Drugs 745 1135 785 335 3000 

Financing 750 450 500 300 2000 

Training 600 660 540 570 2370 

Evaluation 150 200 350 

TOTAL 2895 3595 2725 2005 1120n
 

Contingency +
 
Inflation* 290 540 545 505 1880
 

GRAND TOTAL 3185 4135 3270 2510 13100
 



-----------------------------------------------------------------------------

AUPHA 
LATIN AMERICAN -- HEALTH ADMINISTRATION 
PROGRAM RESOURCE ENHANCEMENT INITIATIVE 

YEAR I YEAR 2 YEAR 3 YEAR 4 YEAR 5
 

PERSONNEL EXPENSE
 
Senior Staff Director Part Time 17,300 18,165 19,073 20,027 21,028 
Project Director,bilingual Full Time 40,000 42,000 44,100 46,305 48,620 
Reference Librarian,bilingual Full Time 25,000 26,250 27,563 28,941 30,38 
Assistant Full Time 20,000 21,000 22,050 23,153 25,310 
Production Clerk Full Time 7,000 14,000 14,700 I5,435 16,207 
Secretary 
Fringe Benefits 

Full Time 
20% 

22,000 
26,260 

23,100 
27,573 

24,255 
28,952 

25,468 
30,399 

26,741 
31.919 

----------- -------------- ------- ------- -------
TOTAL PERSONNEL EXPENSES 157,560 172,088 180,6c2 189,727 199,213 

OFFICE EXPENSES
 
Materials for filing and retrieval 4,000 4,000 4,500 3,000 3,000
 
Acquisition of educational materials 6,000 4,500 5,000 5,500 6,000
 
Mainlng and reproduction 11,000 16,500 20,000 22,000 25,000
 
Equipment Initial Expense 25,000 0 0 0 0
 
Equipment Annal Expenses 5,500 6,050 6,655 7,321 8,053
 

Office Supplies 7,200 7,920 8,712 9,583 10,542
 
Office and secretarial space 970 sq feet 16,005 16,490 16,975 17,460 !7,945
 
Telephone and elex 7,000 9,500 10,500 11,750 13,000
 

TOTAL OFFICE EXPENSES 77,705 60,960 67,842 73,614 80,539
 

STAFF TRAVEL 20,000 8,800 15,000 12,000 15,000
 

TASK FORCES 
3 task forces of 6 members each 

(4Latin and 2 U.S. faculty) 16,000 52,800 96,800 85,184 46,851 
1 3 years, meeting 5times 

TOTAL EXPENSES 271,265 294,643------------------------------------------------ 360,334 360,525 34,603 



ESSENTIAL DRUGS CDO 
TECENICAL ASSISTANCE BUDG 

(Budget Period 4 years)
 
In-Country
 

DIRECT LABOR 

Professional Consultints 80 wks x 4 countries x $1,000 wk 
Secretarial Support 4 wks x 4 countries x $400 wk $326,400 

TRAVEL/PER DIiM 

160 trips x $700 trip $112,000
Airfare 

$ 16,000
Ground Transportation 320 wks x $50 day 


320 wks x $500 wk $160,000 $288r000
Food/Lodging 


320 wks x £50 wk ,
_nz=es 
320 .k, x £2( .,: S 4,J. * ______ 

TOiL TA Budget $636,180C
 

($39,83C per coitry year) 

P.ss-'.tions
 

0 20 weeks TA per year per country 
. Average stay per TA assigrnent: 2 weeks 
• Four (4) countries requesting TA 
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ESSER= DRES COMPONENT 
TRAfNlNG BUDGET
 

(Budget Period: 4 years)
 
Regional Centers
 

DIRECT LABOR 

Professional Consultants 148 wks x. $1000/wk x 2 Faculty $280,000 
Graphic Support 38 programs x $2000/program $ 76,000 
Audio/Visual Support 38 programs x Il000/program $ 38,000 
Secretarial Support 28 wks x $400/wk $ 11,200 $405r200 

RAVEL/PER DIEN 

Faculty 

5759,60
 
Per Dier. 144 wks x 2 Faculty x $50C $ 72,000
 
C-round Transportaticn 144 wks x 2 Faculty Y $5 $ 14,40
 

Travel 114 trips x 2 Faculty x7$7x0 


Trainees
 

Travel 114 trips x 5 Trainee/class x $50C $225,O 
Per Dif ! 144 v:iks x 5 Trainee/class x $50 $360,G0Z $891,03 

O714M DIRECT COSTS 

M.terials/Printing 114 courses x $200 course $22,800 
Postage/Freight 114 courses x $100 course $14,400 
Audio/Visual Rental 114 courses x $100 course $14,4O0 $ 51,600 

TOTAL TRAnI- Budget $1,347,800 

Ass.- ti cns 

a 19 basic courses and 19 follow-up advanced courses
 
(Total 38 training prograns)


* 72 weeks of actual training 
* 76 weeks (38 courses x 2 week/course) faculty preparation 
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ESSENIAL DRUS OMONENT
 
OPTIONAL PH MARAUTICAL LGISIICS PROGR ENEA MS
 

(Budget Period: 4 years)
 

OPTION A - Feasibility Study for the Traht;fer of Public 
Pharmaceutical Transportation to the Private 
Sector $ 80r000 

OPTION B - Feasibility Study for the Transfer of Public 
Pharmaceutical Dispensing Functions to the 
Private Sector $ i00,00 

OPTION C - Enhance the Eguip .ent and Reagent Stocks of the 
Existing Food/Drug Quality Control Laboratories $1,000,000 

0=,.w:._- D - Desig, and Structural Modificaticns to Existing 
P"=---ce, -tical T.'eho inc' Facilities 2 

OC_:,,NE t ccu-zon (i;fi-computer)
Developnient to Su -:ort a Computerized 
Logistics And Monitorhng Systzn 

a.-d Software 
Pharrraceutica1 

$ 800,000 

TOTAL O.TIONAL PRCGPMR E N TCS $2,180,000 
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ESSEl DRUGS CO NT
 

RPIONAL PHANAEMICAL XVEDOP/PRICING INFOMATION NMvfIORK 
Budget Period: 4 years
 

(Five Countries)
 

(burdened by contractor overhead/fringe)DIPMT LAhR 

200 hrs x $50/br $10,000Systms Analyst 

100 hrs x $50/hr $ 4,000
Progranimer 
100 hrs x $20/hr $ 8,000
Data Entry 


Computer Operator 50 hrs x $20/hr $ 4,000 $ 26,000
 

CDNUTE COSTS
 
$40,000
Host Computer Processing 100 hrs @ $100 x 4 yrs 


5 countries $50,000

Hicro-Computer (1per country) $10,000 x 


$1,000 yr x 5 countries x 4 $20,000 $110,000
M=-intenance 


O_,-l DPECT COSTS 

4C. disk/yr x 5 co4ntries . vrs SN'Disi;ettes . c~.ikette k,: 
$40" $ 1,20C
q- 025 shixpirg :4 shippLJns/yr yrPcsta e/Freight 

7,200
0M, Pharmaceutical Vendor/Drug Information Network 

$6,860 per country per year 
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ESSEN=A DRUGS C014ONEN 
PHARWErrICAL INFOIMATION SUPPR BUDGET 

(Budget Period: 4 year) 
Four Sites in Each of Five Countries
 

RE=E XE MATEIALS - TEXT 

Martindales Extrapharmacopia $80 x 20 sites $1,600
 
AMA Drug Evaluations $60 x 20 $lr200
 
United States Pharmacopia $50 x 20 $1000
 
Pharrracologic Basis of Therapeutics $50 x 20 $1,000
 
USP Drug Information $50 x 20 $1,000 $ 8f
 

REFRENC MAERIALS - JOMUALS 

American Hospital Formulary Service $120 x 20 x 4 yr $9,600
 
1.edical Letter $7C x 20 x 4 $5,60.0
 
Clinaert $70 x 20 x 4 $5,600
 
Hospital Formulay $50x 20 x 4 $4,00 
Fac Co-a rsns $7C I:20 : 4 $6,60 S 3V,4 

. -,L.T-i - .IFIE 

Adverse Drug Reaction Index $100 x 20 x 4 yr $8,000
 
1icrofiche Reader $500 x 20 $,00 0__
 

TOAL Reference .1terialBudcet $2,260 Der sit
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ILLUSTRAI BUDGET POR ESSMT., J DRUGS PROGRA
 

YEAR 1 	 YEAR 2 YEAR 3 YEAR 4
 

Technical Pasistance 	 100,000 .218,400 218,400 100,000 $636,800 

225,000 472,800 425,000 225,000 $1,347,800Training 


Pharmaceutical Information 13,400 10,600 10,600 10,600 45,200
 

Vendor/Pricing Information
 
18.250 	 18,250 137r200
Network 82r450 18,250 

7=TA 420,850 726,050 672,250 353,850 $2,167,000 
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IV. Illustrative Budget for Regional Initiative
 

A. 	Malaria Research Symposium (one time only) 


B. 	Research and Training Center: 

Three senior positions plus clerical 

and administrative positions; logistic 

support; necessary equipment.
 

C. 	Research and Training Coordinating
 
Secretariat: 

Two senior positions, clerical support.
 

D. 	Training Fellowships1 


Long-term $50,000
 
Short-term $50,000
 

E. 	Support of Applied Field Research 


F. 	Support of National Training Programs: 

Curriculum development; Organization
 
courses at the Regiorna! Research and 
Training Center; Provision of temporary
 
staff
 

G. 	Technical Assistance: 

Short-term consultants for evaluation,
 
planning or problem-solving teams.
 
300 man-days plus travel and per diem.
 

Totals: First year 


Succeeding years 


$100,000
 

$1,000,000 for the 
first year; thereaft 

$500,000 annually 

$350,000 annually
 

$100,00 annually
 

$450,000 annually
 

$250,000 annually
 

$100,000 aanually
 

$2,350,000
 

$1,750,000
 

1. This figure would not cover training grants covered under PAHO or AID 
country programs.
 



AZI'D SU ONS ICPS):
nr=RxK aCAN COLLEGE OF.PHYSICIMS 
-ILLUSTRATIVE P"M=E 

'"Apreton.De Manos-Curativas" 

Building an Interamerican 	 Cmmunity of Physicians 

1. 	 Project Staff 

A. 	 Personnel 

1. 	 Project Director 
$ 3 0 	 000 

,$3750per month X 8 months.... ............ .....
 

2. 	 Administrative Assistant
 
.... . ....... 	 12,498
$2,083 per month X 6m 

3.' 	Clerical
 
5,000
$1,500 per morqth X 2 months........................... 


4. 	 Consultants
 
10,000
ta,000 per country (5) .............................. 


Ins. (20%).................. 11,499
SOC/SEC, Workmans Comp. Hosp. 

SUB-TOTAL $69,997
 

I. 	 Project Comunications 

_Field Comufnications with LAC/participantsA. ICPS 

B, ICpS U.S. Comnication with Physician Trainers
 

C.. 	 Project Newsletter 
D. 	 Printing, duplicatio2
 
s. 	 .Conference materials 
7. 	 Dissemination costs
 

.... 30,000.............
G 	 Telephone, est .......................... 


$fl. 	 Staff Travel 

A. 	 Project Staff Travel
 

1. 	 To LAC/AID missions participating in the project.
 

Washington, D.C. to 5 countries and return, est.
 
5,00D
...........
.........travel..... 


Est. per diem, 15X $75.00.......................1,2
 

SUB-TOTAL.$6,125
 

2. 	 U.S. Travel to Training Sites 

Est........... ...0 .. ... ..... 7,500. .0... 


Est. per diem, 15 X R305....o......... 


SUB-TOTM $9,450
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Illustrative Budget 

B. -J CPS Physician Trainer Z"avel 

1. 	 To Aid/WASH for Project Orientation, 30 X $800 est... 24,000 

2. 	 Physician Trainer per diem, 5 days X $);S0 X 30, est.. 1q9gEL0

SUB-TOTAL $4 ,3U0 

3. 	 U.S. 1CPS Field Meetings 
(2)Mid-Term Meeting sponsored by ICPS Members 
(Travel I/per diem), 2 day meeting in rural/urban 
setting (Eastern/Western Region of U.S.), 30 
physicians
 

Travel and return $1,000 X 30, est............ 30,000
 

* 	 Per diem 130 X 2 X 30, est ...................... '7,800
 
c 	 Conference Fee Lunch/Dinner, est ................ 1,200
 

Conference Materials, est....... ............... 5,0
 

SUB-TOTAL $44,000
 
C. 	 ICPS Physician Exchatge to LAC/Countries 

1. 	 15 U.S. Physicians for 21 days
 
(a) 	Est. Trave. $1,000 per participant X 15 ......... 15,000
 
(b) 	 Est. per die= $75.00 per day X 15 X 21 .......... 23,625
 

2. 	 1CPS Project Conferences in LAC/Countries 
(a) Est. costs for 5 xaeetings to communicate 

project objective> and share medical 
information, $5* 00 per conference X 5
 
(250 participanrt per meet/ing) ............... ,.. 25,000 

'ib) Est. cost fcr Field Consultants for 
Conference coordination .......................... 5,000 

SUB-TOTAL $68,625
 

V.- Training Costs
 

A. 	 LAC Physician Training Costs 
Living/Maintenance Allowance 

1. 	 ist 30-.day maintenance advance, $50.00 per day 
x 30 x 30o .................. .................. 45,000 

2. 	 5 months X $850 per month X 30 ................ 127,50C
 

SUB-TOTAL $66,625
 

'. LAC/Physician Continuing Medical Education Cost 

". 	 Est. 1 CME course zer month,. p300 per course, 
X 6 X 30................................ 144,000 



m-?aterials 

. 1. Books, $35.00 per month X 6X 30 ................ 6,300
 

2. 	 Book shipment allowance, $60.00 X 30 ............. 1,800
 

SUB-TOT $8,100
 

V. 	 lon-Transferable Costs 

A. 	 HAC Fees, S;5.00 per Physician per month, 6 
4,500months X $25.00 X 30, est............................ 


B. 	 Washington, D.C. Orientation 
1. 	 ICPS orientation for Exchange Physicians 

est. 	costs based on Washington, D.C. 
Training Center OrientationInternational 

(I week), $325.00 per Participant X 30 .......... 9,750 

C. 	 ICPS Orientation for U.S. Physician Trainers 

who will travel to LAC countries est. $325 per 

physician (15) ................ ...................... 4,875 

V:. 	Project Budget Totals
 

A. 	 Est. Direct Costs ................... $615,422
 

B. 	 Est. Admin C3ts (40%) ................ 246,168
 

C. 	 Est. Contingency Costs (20%).......... 86,i59
 

TOTAL $947.749. C0 
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IMPLEMENTATION PLAN / YEAP / COMPONENT 

MALARIA & ESSENTIAL DRUGS 

Year 1 Year 2 Year 3 Year 4 
JF MAM J JA S 0N D JF M AM J J A S 0N D JF M AM J JA SO ND JF AM J JASOND 

Cooperative Agreement Signed X 

First Workplan Completed X X X X 

Staffing Completed X X X X 

Formation of Malaria Advisory 
Committee and Subsequent Meetings X X X X 

Training Needs Assessment - Malaria X X X 

Training Needs Assessment 
- Essential Drugs X X X 

TA (Malaria & Essential Drgs) X X X X XX X X X X XX X X X X X X X X X XX X X X X X X X X X X X X X X X X X X X X 

Identification/Implementation of 
Operations Research Projects - Malaria X X X XX XX X X X X X X X X X X X X X X X X X X X X X X X XX X X X X 

Development of Vendor Pricing Network X X X X-------- ------ ------ ---------------

Development of Warehouse and 
Laboratory Prototypes X X X X X X X X 

Purchase and Distribution of 
Pharmaceutical Reference Material X X X X X X X XX X X X X X X X XX X 

Design and Inplementation of Short 
Term Traning Courses - Malaria X XXX X X X X X X XX X- - - - ----------- ---------------

Design and Implementation of Short 
Term Training Courses - Essential Drugs XXX X X X X X X X X XX- - - - ----------- ---------------

Annual Workplans Completed and Approved X X X X X X X X X X X X 

Evaluation X X X X 



RFP 

Contract Award 


Formation of Advisory Committee/ 
Subsequent Meetings 

Identification of Country Studies 

Implementation of Country Studies 


Annual Workplans Completed
 
and Approved 


Promotion Visits 

Evaluation 


IPLEENTATION PLAN / YEAR / COMPONENT
 

HEALTH SERVICES FINANCING
 

Year 1 Year 2 

JF MAM JJ ASOND JFMAM JJAS ONO 


X 

X XX 

XX X 

X X X X X X X 

XX X XX X X X X X XX X 

X X X 


X XX X 


Year 3 Year 4 
JF MAM JJASOND JFMAMJJASOND 

X X X 

X X X XX X X X XX X X X X X X X X X X X X X X 

X X X X X X X X 

X XX
 

X 



Cooperative Agreement Signed 

First Workplan Completed and Approved 


TA to Missions/Training Institutions 


Dissemination of Information
 

Workshop /Seminars 

Annual Workplans
 

Evaluations
 

IMPLEMENTATION PLAN / YEAR / COWNENT
 

MANAGEMENT TRAINING
 

Year 1 Year 2 Year 3 Year 4

JFM AMM J A SOND JF MA M J JAS0 N D JFMAM JJASOND JFMAM J JAS OND
 

X
 

X X X
 

UPON REQUEST
 



IMPLE ENTATION PLAN / YEAR / COMPONENT 

CLINICAL TRAINING 

Year 1 Year 2 

JFMAMJJASOND JF MAM JJASOND 

Year 3 

JFMAM JJASOND 

Year 4 

JFMAMJJASOND 

Cooperative Agreement Signed X 

First Year Workplan 
Completed and Approved X 

Visits to Participating Missions x 

Selectlon/placement of Students XXX X X X X XX X X X X X X X X 

In-country Continuing 
Medical Education UFON REQLEST 

Annual Workplans X X X X X X X X X 

Evaluations X X X X 



IMPLEMENTATION PLAN / YEAR I COMPONENT 

CLINICAL TRAINING 

JFMAMJ 
Year 1 

JASOND 
Year 2 

JFMAMJ JASOND 
Year 3 

JFMAMJJASOND 
Year 4 

JFMAMJJASOND 

Cooperative Agreement Signed 

First Year Workplan 
Completed and Approved X 

Visits to Participating Missions X 

Selection/placement of Students X XX X XX X X X X X X X X X XX 

In-country Continuing 
Medical Education UPON REQLEST 

Annual Workplans X X X X X X X XX 

Evaluations X X X X 
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UNITED STATES INTERNATIONAL DEVELOPMENT COOPERATION AGENCY
 

AGENCY FOR INTERNATIONAL DEVELOPMENT
 
WASHINGTON. D.C. 20523
 

LAC/DR-IEE-85-24
 

ENVIRONMENTAL THRESHOLD DECISION
 

Project Location 


Project Title & Number 


•Funding 


Life of Project 


IEE Prepared by 


Recommended Threshold Decision 


Bureau Threshold Decision 


Comments 


Copy to 


Copy to 


Copy to 


: 	LAC Regional
 

: 	Technology Development and
 
Transfer in Health (598-0632),
 
and Essential Drugs and Malaria
 
(596-0136).
 

: 	$13,100,000. (Grant)
 

: 	Four Years (FY 1985-1988)
 

: 	Linda E. Morse, LAC/DR/HN
 

: 	Categorical Exclusion (596-0632)
 
and Negative/Deferred
 
Deternination (596-0136)
 

: 	Concur with Recommendations
 

: 	The Grant Agreement will include
 
appropriate wording that no
 
procurement or use of pesticides
 
will occur without first
 
completing a workplan which will
 
include an environmental
 
assessment on those pesticides
 
proposed to be used and receiving
 
written approval of that workplan
 
from the Chief Environmental
 
Officer in LAC/DR, AID/W.
 

: 	Lars Klassen, LAC/DR,
 

: 	Linda Morse, LAC/DR
 

: 	IEE File
 

I LKA Date MAR-419K 

James S. Hester
 
Chief Environmental Officer
 
Bureau for Latin America
 

and the Caribbean
 



INITIAL ENVIRONMENTAL EXAMINATION
 

I.Project Description
 

The LAC Regional Health Project contains five components., three
 
of which are funded with LAC Regional Health.funds (598-0632)
 
and two of which are funded with Central America Regional funds
 
(596-1036). The LAC Regional funds will support technical
 
assistance, training and operations research in health services
 
financing, including nine cost, demand and/or private sector
 
feasibility studies. In addition, management training and
 
clinical, medical education will be supported in the U.S. and
 
in.LAC countries. The two components supported from CentrQl
 
American funds (596-1036) include technical as.sistance,
 
training and operations research in essential drugs and malaria
 
control. Technical assistance and training in essential drugs
 
will focus on procurement, distribution, quality control and
 
utlization of essential drugs. Technical assistance, training
 
and operations research in ma±aria control will include
 
sensitivity testing for insecticides and drugs, determination
 
of cost effective packages of malaria control interventions,
 
including intradomiciliary spraying, larviciding, source
 
reduction and biological control. Such research will be
 
undertaken in Belize, El Salvador, Honduras and possibly
 
Guatemala.
 

II.Evaluation of Environmental Impact
 

Malaria control activities are funded in bilateral health
 
projects in Honduras, El Salvador and Belize. Initial
 
Environmental Examinations were undertaken in those countries
 
and- based on the AID Environmental Impact Statement (EIS), and
 
the fact that standard proiedures for intradomiciliary
 
spraying, larviciding, source reduction, etc. were being
 
followed, that adequate date was available to justify theii
 
use, and that adequate safety precautions were being followed,
 
it was determined that these malari.a projects had a favorable
 
risk-benefit impact on the environment.
 

Operations research activities in this project will consist of
 
testing and determining the most appropriate, cost-effective
 
mix of interventions among standard vector control
 
interventions, including intradomiciliary spraying with
 
organophosphorous and chlorinated hydrocarbons insecticides,
 
larviciding, source reduction and biological controls. (No
 
procurement of pesticides, however, is envisaged under this
 
project). These are approved interventions in Belize, El
 
Salvador, and Honduras. All proposed operations research ;ill
 
be reviewed for technological and methodological issues by the
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AID/PAHO/CDC advisory group established under this project.
 
The LAC Regional Environmental Officer will be asked to review
 
the operations research proposals prior to their implementation
 
to determine, in writing, their compliance with existing
 
environmental determinations for Belize, El Salvador and
 
Honduras. No research plan will be approved by the AID project
 
officer until such a written determination has been made. Any
 
research proposed for Guatemala will require an IEE with a
 
pesticide assessment, to be undertaken by a qualified
 
consultant who will be selected by the AID project Officer with
 
the LAC Chief Environmental Officer's concurrence. The project
 
.includes funding for short term consultants which will be the
 
source of funding for such assessments. The research in this
 
project will be directed by and undertaken primarily by PAHO
 
and CDC personnel, both of which are familiar with AID
 
environmental regulations and will apply them carefully.
 

III. Recommendation
 

For chose activitius funded with LAC Regional funds (598-0632)
 
a categorical exclusion is recommended per Handbook 3, Appendix
 
2D, 22 CFR Part 216.2 (c) (2) (X). With regard to the Central
 
America components, malaria operations research specifically, a
 
negative determination is recommended in view of the existing
 
negative Jeterminations for malaria control projects in 3 of
 
the 4 countries where activities funded under this project will
 
take place; in view of the fact that standard, existing
 
technologies will be utilized in the research; that competent,
 
experienced organizatiors will be undertaking the research; and
 
most importantly that the Grant Agreement will include a
 
requirement that no pesticides will be procured or used until a
 
workplan for each new research activity, which will include a
 
pesticide environmental assessment, is approved in writing by
 
the LAC Chief Environmental Officer.
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PROJECT DESIGN SUMUAARY Life of Project 
LOGICAL RAMEWORK (INSTRUCTION. HISISA C"TIOAL Frm FY__.___._._j FY 

FORMWHIICHI U.S. F-111,16.CAN52 US"OA; ANAID 1otTite Nb .JTOT~1AIr2I ORGANIZING DATA P.A MW PAR Uteiw1d
 
Project T11 NmrTr~a0QI v 
 m etairasr- 4z-uEPORT. 17 NEEDONOT BE RETAINEDI TOR SUBMTTED.) PAGE I

NARRATIVE SUMMARy OBJECTIVELY VERIFIABLE INDICATORS EJANS OF VERIFICATION IEPORTAHT ASSUMPTIONSPor.r .r Sec Goal: The hoder obiecrive te Maosves of Goal Achievment: (A-2) (A-3) Assumptlion forachiewleg goal iletl: (A-4)wids ths PIeject cnrilbutes: (A-I) 

To improve health status in Reduction in morta- Government statistics
 
LAC countries 
 lity and morbidity from from participating courn

the leading causes in tries
 
'LAC.
 



PROJECT DESIGN S11jII Y Life of Proect: 
MS ,o0.86 II.?83 L(-1ICAL FRrAM MK FTtF U __ __ __ _ __ 

ard 	 Dole Prespared 
Project Title & 	 _____U.2T1 Ain--4eCaAJI 

PAGE 2 _ __ S_ ---- MEANS 0 _ 
NARRATIVE SUFARy OBECTVELYVERIABLEINDICATORS MEANS OF VERIFCATIOt IMPTANT_ASUMPTI3I43 

Proect Purpha: (B-I) 	 Co,.Asins that will indicate purpose has been (B-3) Assumption& lot ahhoi..sg popoie: (04) 
_ _ _lve: End-of-Project stltus. (B-2) - - - -

To adapt and extend existing See specifics for components
 

technologies and strategies which
 
address organizational and finan
cial problems in delivering health
 
services.
 

Component Sub-Purposes:
 

1. 	 Malaria
 
a. 	 Reduce malaria transmission 1. a. Malaria Slide 1. a. Country reports to 1. Appropriate country resources
 

positivity rate reduced PAHO. applied to malaria control.
 
from 8.1%.
 

b. 	 Prevent malaria from be- b. No additional b. Country reports to
 

coming endemic in additional areas with endemic PAHO
 
areas. 
 malaria.
 

2. 	 Essential Drugs
 
Increase the appropriate use 2. 75% of illnesses 2. Survey of clinical
 

of existing high quality, minimum receive appropriate drug records
 

cost drugs to treat or prevent the therapy at first contact
 
most common health problems. with health care system
 

3. 	 Health Services Financing
 
Maintain or increase the level 3. .OH and Social Se- 3. MOH/Soc Sec expendi- 3. Government and Social Security
 

of primary health care services sup- curity expenditures for ture records personnel and expenditure procedures
 
ported by MOH and Soc Sec health primary care services do permit full implementation of
 
care systems not decrease in real programs as budgeted
 

per 	capita terms
 

4. 	 Management Training
 
Improved cost-efficiency of 4. Increased ratio of 4. MOH and Soc Sec 4. Difficulties can be resolved
 

of primary health care services primary health care records within MOH/Soc Sec systems.
 
in MOH/Soc Sec delivery networks, services delivered to
 

expenditures.
 

5. 	 Clinical Training
 
Improve quality and effective- 5. Revised normb for 5. Revised MOH/Soc Sec 5. Individuals trained do not loose
 

ness 	of primary health care services p-imary health care norms disseminated inflience due to political changes.
 
fncus mote on outcomes
 
and less on quantity of
 
activities.
 



S:,06 ,. -,,, 
~~J00LCAI0YI 

Projct Title & Nmber 

HAR.ZATIVE SUiMARY 
ProjectOutpuls: (C-) 

1. 
Malaria
 
More effective control measures 


developed, implemented, & evaluated 


2. Essential Drugs
a. 
Improved drug selection 


b. Improved procurement pro-

cedures 


c. 
Quality control improved 


d. Drug quality maintained 

while in central warehouse 


e. Inventory controlled and 

distributed such that adequate

quantities of essential drugs 

are available at all appro-

priate levels of the health
 
system
f. Improved prescribing prac-

tices 


• ,PROJECT DESIGN SU M ARY~LOGir-AL FRMEWMR 

OBjr"TLY VF21FIBL# IFD TOR-S -. EAH5 6F ViEIFicAnW-
Unltw& O u::(C-2) (C -3) .-


1. All participating
 
countries using advanced
 
malaria control methods
 

2. a. 
Less than 5% of 2. a. Comparison of Na-.

drugs procured (by mone-
 tional drug formularies
 
tary value) are not on 
 with procurement records
 
national drug formularies
b. 95% of drugs pro- b. Procurement recured by competitive bid- cords of MOH and Soc Sec
 
ding with objective specs
c. 50% drug deli- c. National drug qualit

veries tested for com- control lab records compared
pliance with specifica- to procurement records
 
tions


d. 
95% drugs ware- d. Project manager obhouses5 under adequate servations and project

conditions 
 evaluations
 e. No stock-outs at e. 
Project evaluation
 
intended use points of
 
drugs on national drug
 
formulary
 

f. 95% of prescrip-
 1. Project evaluation
 
tions for most common
 
illnesses are appropriate
 
with respect to drug pres
 
cribed, quantity, strengtl

and course of treatment
 

Lif. of Piojech
 

Total UY.S...... FY______
 
PAGE
 

AA.IJMPz. PVIAGTANT
AsxI)ftis f hl ial (C4) 



. PROJECT DESIGN SJUMMAr'" Life of Projct 
MR. LOGCA EWORK From FY ........ FY_____ 

"lut T.sitl o LO WA FR E.0 	 Total U.S. Fundi. PAGE 
M!A,.ATIVE Sky I OBECTIVELY VFlFABL$: INDICATORS . MEANS OF VERIFICATION 	 IW-ORTANT JSPPiION4

Project Outputs: (C 1) - Qnituc.PfO u :(C-2) (C-3) Ai coptinzlow achieving otpuWs: (C-4) 

3. 	 Health Care Financing

MOH and Soc Sac planners and 3. In all project coun- 3. Government and Social 3. Government budgeting processes


decision makers apply newly deve-
 tries, MOH and Soc Sec Security budgets and priorities do not reduce MOH/Soc

loped knowledge and imformation to annual budgets and program 
 Sec 	budgets more than can be
 
program planning and budgeting plans for primary health 
 compensated for by better management,
 
processes 
 care do not decrease in 	 cost recovery, etc.
 

real, per capita terms
 

4. 	 Management Training
 
MOH/Soc Sec management trainees 4. a. Number of LAC 4.a. Pro-L:c (O1 

acquire and apply new knowledge AID-funded health manage
and skills to management of health ment trainees at partici
care delivery systems pating training centers. 

(bilaterally funded)
 
b. Proportion of LA b. pr virc 

AID--0unded health managemen 
trainees working in target
or higher-level management

positions following training
 

5. 	 Clinical Training
 
AID-funded clinical training 5. Subject areas for 5. Project records 
 5. 	 US foreign policy considerations
 

for 	LAC focused on high-priority training coincide with 
 do not force selection of inappro
primary care technologies 	 health problems in parti-
 priate trainees and subjects.
 

cipants' countries
 



.... PROJECT DESIG14 SUMMARY .......... Life of Proiect

LOGICAL FRAuEWOR FRFYProject Tile&Numbr: Tatol U.S. A.1JFunding FY!8Technology Development and Transfer in Health 1 . i11io

Dt Pr-,.3 
NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT PAGE 4Froiect Inputs: (D-1) Impl matio Target (Type and Qu ntity) (-31 Aas W io n,for Pro idi g kwtst D-)

(D-2) 

TOTAL Life of Project Budget 
 ($000) 
 Annual Obligations Availability of funds
 
(Grants, Cooperative
$13.1 Million 
 Malaria: 3500 
 Agreements, Contracts)
 

Essential 
 FRLCs
 
Drugs: 3000
 

Payment Vouchers
 
Financing: 2000
 

Training: 2370
 

Evaluation: 350
 

Contingency/
 
Inflation: 1880
 

TOTAL: 13100
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--------------------------------------------------------------------

I 

COPY ..... UNCLASSIFIED 	 INCO1 ! G
 ACT ION 	 Departnzen.t o/ 'State TELEGRAM 
PAGE 	 01 BELIZE 00613 191529Z 5713 071509 AID9279 

ACTION Alb-00 

ACTION OFFICE LADR-03 

INFO LADP-04 STHE-01 SAST-01 HHS-09 RELO-O1 TELE-O STHP-01 
MAST-O l LACA-03 /025 Al 1119 

INFO LOG-0o COPY-Ol ARA-oD /001 W
 
- - - -- - - - - 045046 191555Z /52
 

0 19 1505Z FEB9 65
 

FM AMEMBASSY BELIZE 	 1: 
TO SECSTATE WASHDC IMMEDIATE 6055 	 , , /DR/ 

U N C L A 3- *-,-	 FEB. 

A I DAC 
FOR 	 LAC/DR/H FROM AID REPRESENTATIVE ' '" " 

E. 0.12356: N/A
 
TAGS: . N/A
 
SUBJECT: LAC REGIONAL HEALTH PROJECTS
 

REF: STATE 031554
 

1. REGRET DELAY IN RESPONDING TO REFTEL WHICH WAS OCCASIONED
 

BY RECENT MOVE TO NEW OFFICE BUILDING.
 

2. 	 MISSION HAS REVIEWED SUBJECT PROJECTS AND OFFERS FOLLOWING 

COMMENTS:
 

A. 	 'REAl. E .PRI OR I.T.Y.:. .... SS.ENTIAL...DRUGS;..HEAL.11 S.ERVIC.ES . 

TI'NAN.CJ, I; ANAGEMENT/CL INICAL .IRAINING; AND JMALARIA 

CONTROL.'
 

B. 	IMPORTANT ACTIVITIES OMITTED: NONE
 

C. 	 MIS S1,011.PART1CIPATION/FINANCIAA SUPP.ORT.:. POS.IT.IVE .f 
D. 	 PAHO ROLE: MISSION FULLY SUPPORTIVE". IN FACT, WE WILL 

BE COLLABORA"TING VERY CLOSELY WITH PAHO UNDER THE IMPROVED 

PRODUCTIVITY THROUGH HEALTH PROJECT STARTING THIS YEAR. 

3. ADDITIONAL COMMENTS WILL BE PROVIDED BY GDO DUFFY DURING
 

HER FORTHCOMING EARLY MARCH CONSULTATIONS IN AID/W.
 

BARNEBEY
 

UNCLASSIFIED
 

http:TI'NAN.CJ
http:S.ERVIC.ES


C.;I t11";, UI ULA, . t LU GIII 

CoPY J)THr1'IluII /'1 . TELEGRAM 
iAu PAZ 01 0;111 0,2 1( 4/1 7 bi 01,53sm ~A CI)ILA 

ACTIUU14 AID-0io 

ACT IOr; ()7r I C I-
INrO L b,A-UJ 

STHP-01 

L' 
L/ UIk 

- )4 
MAST-0I 

PDPR-0I STHE-01 
DO-01 /026 AA 

EAST-01 
89 

14Is--09 RELO-01I 

' INFO LOG-00 CIAE-00 EB-08 DODE-00 ARA-00 /008 W 
------------------ 360040 090354Z /38 

FM AMEMBASSY LA PAZ 

TO SECSTATE WASHDC 4015_ 

UNCLAS LA PAZ 01021 
p . A RECf V E D 

AZDAC 

E. 0. 12356: N/A 
SUBJECT: HEALTH: LAC REGIONAL HEALTH .PROJECTS FEB 1 1 1985 
REF: STATE 031554 

I.'._,SD/BOLIVIA"SUPPORTS PRPIOSED LAC .REGIOqAL HEA4Tv 
P0jEX. 'PROJECT COMPONENTS I AND 2 ARE OF PARTICULAR 

INTEREST TO USAID, NOTWITHSTANDING THEIR RESTRICTION TO 

CENTRAL AMERICA AND PANAMA. 

V 9 PM 

2. USAID HAS REVIEWED NEW AID MALARIA POLICY AND NOTED 

THE EMPHASIS ON PROVIDING TECHNICAL SUPPORT TO ONGOING 

MALARIA PROGRAMS. AS AID/W IS AWARE, USAID HAS SUPPORTED 

GOB'S MALARIA PROGRAMS WITH PL480 TITLE III RESOURCES 

SINCE 1978. PAHO AND THE PEOPLE' S REPUBLIC OF CHINA HAVE 

PROVIDED LIMITED TECHNICAL ASSISTANCE ADDITIONAL 
TECHNICAL ASSISTANCE AND TRAINING SUCH AS THAT INCLUDED 
IN PROPOSED PROJECT WOULD BE VERY USEFUL. AS IN BRAZIL 

AND COLOMBIA, P. FALCIPARUM INFECTIONS ARE COMMON IN 

THE EASTERN LOWLANDS OF BOLIVIA AND NEAR THE BRAZILIAN 
BORDER, BOLIVIA PARTICIPATED TN rHE RECENT CONFERENCE OF 

ANDEAN COUNTRIES IN LIMA WHERE REGIONAL COOPERATION IN 

MALARIA PROGRAMS WAS THE :,tIN ISSUE. USAIDS ECUADOR 

AND PERU WERE ORGANIZERS OF CONFERENCE. WHEREAS MALARIA 

IS NOT THE MAJOR HEALTH PROBLEM IN BOLIVIA, IT IS AN 

OBSTACLE TO DEVELOPMENT OF THE SPARSELY POPULATED TROPICS, 

AND A MAJOR PROBLEM AMONG PRESENT INHABITANTS OF THAT 

REGION. 

3. USAID IS INTERESTED IN THE-POSSIBILiTY OF SENPINO 
PARTIqIPANTS.-,,O TRAI",JNG 

' PROGRAMS IN ALL ASPECTS'OF'E-
SEIWffA"t DRUGS. IT'IS HOPED THAT MISSIONS AND PROXE i 

OUTSIDE CENTRAL AMERICA AND PANAMA WILL BENEFIT FROM SPIN 

OFFS, SUCH AS INFORMATION, MANUALS AND IMPROVED ESSENTIAL 

DRUG PROCUREMENT PROCEDURES FOR AID FUNDED PROJECTS. 

4. CURRENT USAID/BOLIVIA PROJECT IN SELF-FINANCING 

PRIMARY HEALTH CARE INCLUDES TECHNICAL ASSISTANCE SIMILAR 

TO THAT OFFERED IN COMPONENTS 3 AND 4 OF BUDGET PROJECT. 

MISSION FORSEES LITTLE NEAR-TERM PARTICIPATION IN THESE 

PROJECT COMPONENTS. CORR 

UNCLASSIFIED
 



ACT 10111 U[IT;LASS IF1 0 1NCO MIWG 
COPY,( rien of lale TELEGRAM 

PAGE 01 BRASIL 01344 141,131oZ 2721 (625!j& AIra8R2
 
ACTION AID-00
 

ACTION OFFICE -3
 
irFO LAEM-02 LASA-03 LADP-04 FM-02 STHE-01 SAST-01! IT-06
 

REL.O-0l STHP-01 MAST-01! /025 Al 11-6
 

114FO LOG-00 /000 W 
------------------- 161114 061326Z /38 

R 0,1315Z FEB 85 
FM AMEMBASSY BRASILIA 
TO SECST/,TE WASHDC 8360 
INF) AMEMEIASSY MEXICO 

UNCLAS BRASILIA 01344 ,
 

ADM AID
 

FOR LAC/DR/HN
 

E.O. 12356: N/A
 
TAGS:
 
SUPJECT: HEALTH: LAC REGIONAL HEALTH PROJECTS
 

REF: STATE 31554
 

1. YOUR PARAGRAPH 18 IN REFTEL, IN WHICH YOU
 

EXCLUDE BRAZIL FROM PARTICIPATION IN THIS PROJECT,
 
D.-SCOURAGES A RESPONSE FROM BRAZIL.
 

2. YET, WE URGE YOU KEEP IN MIND THE LARGE HMO
 
MOVEMENT IN THIS COUNTRY AND THE OPTIONS IT PROVIDES
 
FOR PtOJECT SITE. IT IS A:SO iMPORTANT TO NOTE THAT
 

BRAZIL SENDS MANY PARTICIPANTS ABROAD FOR TRAINING
 
INCLUDING TRAINEES IN THE HEALTH SECTOR. THE ENTITY
 
RESPOJSIBLE FOR PLACEMENT OF THESE BRAZILIAN
 
PARTICIPANTS (CAPES) COULD USE ASSISTANCE TO HELP
 

THE'i PLACE CANDIDATES. WITH A SMALL AMOUNT OF
 
FUNDING, THE AIDREP OFFICE COULD HELP CAPES AND IN
 

THAT WAY WEDGE GOOD FAVOR FOR U.S. INTERESTS. V'YOUR C
 

'MANAGEMENT 	.,AN.PCLINICAL TRAINING INITIATIVE IREF-TEL* 

P;,rA i3)17'#OULD HELP. EXCLUDING BRAZIL LESSENS THE 

CHANCE THEY CAN PARTICIPATE AS A TRAINING SITE FOR 

LAC COUNTRIES, AND THEY ARE A GOOD SOURCE FOR SUCH 

TRAI NI NG. 

3. AIDREP HAS SHARED WITH AID/W THE MANY
 
OPPORTUNITIES FOR COLLABORATION WITH BRAZILIAN
 
PUBLIC AND PRIVATE HEALTH SECTOR INITIATIVES. AID/W
 

DETERMINATION THAT BRAZIL' S PARTICIPATION IS NOT
 

ACCEPTABLE IS UNFORTUNATE AND AN OPPORTUNITY LOST
 
FOR FURTHERING THE ADC STRATEGY. WATSON
 

UNCLASSIFIED
 



I U:.UL ASSI[I LU 

COPY TELEGRAM 
P,,( I. SAIl JU 01 184 08 1808 7L.ILU21 

ACTION /L .D-' 

ACTION O)FF ICE L-L-.DE- 0l3 

INFO LAEM-02 LACE-03 S-fHE-01 SAST-O1 RELO-O STHP-01 MAST-O1 

DO-01L 1014 Al X08 

ARA-00 /008 W
 
----- -------------- 355212
INFO LOG-00 CIAE-00 EB-0B DODE-00 


090239Z /38
 

R 081807Z FEB 85
 

FM AMEMBASSY SAN JOSE
 

TO SECSTATE WASHDC 9656
 

REC \,:2:3UNCLAS SANJOSE"01184 

B 
AZDAC 

FOR LAC/DR/HN
 

E. 0. 12356: N/A FEB 11.i
 
SUBJECl: HEALTH: LAC REGIONAL HEALTH PROJECTS
 

REF: STATE 031554 AN 
OF "l4'5"jlI j3 'r.1. MISSION WISHES TO RESPOND TO PARA. 16


REFTEL AS FOLLOWS:a
 

A. CO TAL - I.- NDER-,SU.BJ T.
 
PROJ ECT "'IS FOR HE"tR"°MANAGEMET 'TRAIN G,
 

SINCE CLINICAL TRAINING IN THE AREA OF 
PEDIATRICS,
 

OB-GYN AND FAMILY MEDICINE IS RELATIVELY WELL
 

COVERED BY THE MEDICAL 
SCHOOLS.
 

B. 'THE ESSENTIAL 'DRUGS PROGRAM-COULD BE t 

IMPORTANT AS 'A COMPLEIMENT TO PRESENT ACTIVITIES
 

IN PROCUREMENT 'AND SUPPLIES MANAGEMENT. AND
 

RATIONALIZATION OF 
DRUG UTILIZATION. THE
 

IMPROVEMENT OF 
QUALITY CONTROL TECHNIQUES
 

FOR COSTA RICA' S CONTROL LABORATORIES HAS BEEN
 

IDENTIFIED AS 
AN AREA NEEDING SOPHISTICATED
 

TECHNICAL ASSISTANCE AND TRAINING.
 

C. HOSPITAL COST CONTAINMENT WILL = ADDRESSED
 

UNDER AN EXISTING PROJECT.
 

D. MALARIA IS VIRTUALLY ERRADICATED, AND THE
 

OCCASIONAL OUTBREAK 
IS CONTROLLED.
 

3ACKSON 'PLAN T7RAINING FUNDS'MAY BE "AVAILABL.,2. 
FOR LIMITED AMOUNTS OF PARTICIPANT TRAINING I4
 

HEALTH MANAGEMENT.
 

ROLE SEEMS TO BE THAT OF COORDINATOR
 

AND ADMINISTRATIVE FACILITATOR, 

3. PAHO'S 


A ROLE IT
 

CARRIES OUT WELL. IN 
MISSION' S EXPERIENCE
 

PAHO'S CONSULTANTS RANGE FROM EXCELLENT
 

TO FAIR.
 
WI NSOR
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FOR: LAC/DR/HN 


E.O. 12355:1N/A 

SUIRIECT:
MEALTH: LAC REGIONAL HEALTH PROJECTS 

REF: STA, 31+I .54 ., ,. -

THEDIRECTION OFTHE3SJCT PROJECT.AND ' 1. U--AID/DRENDORSES 

iEAETSifiAT'l lE #iINiCAN N
lIEPUILIC0IS'NOTITAWM '11I*-THE " 

I 	 PECIFIC COMMENTS
KALA IA Al)"[SSEIITtAL ORUSCOMPONEN S..L


FOLLOW USING TOPICS 1!OUESTEOIN PARA 16OF RErTEL. 

INVIEW THAT THE OR HAS OILY LIhITED 


PARTICIPATION INCOMPONENTS 1 AND 2, THE RELATIVE PRIORITY OF 


REMAINI1G COMPONENTS IS3 AND 4. 


2.RELATIVE PRIORITY: 


3. ACTIVITIES WHICH MAYHAVEBEENOMITTED: PROPOSAL APPEARS TO 

BE COMPLE'.. AIO FLEXIELE ENOUGH TO ADDRESS ANY SPECIFIC HEEDS 


THAT COULD ARISE. SEE COMMENIS BELOW.
 

4. COMPONENT-SPECIFIC LIKELIHOOD OF MISSION PARTICIPATION,
 

FUNDING AND COMETS:..........
 
(A)MALARIA: tSAi61VOUltJE TO SEND IECNrARIATE OF '
 UA~i IESLT E TO MAARI AINIEALT : r 1i~ NIN GCOURSS T ' 

' 

"VV*lAU'M OOIITICS-AT IATE OF 415
bm RWEAS AND 


CAND. DR~TElIME 10 ESTABLISIIMENTWITH REGARD OF 

REGIONALIASE FOR TA ND TRAIIING, SUGGEST THAT AID 

ESTABLISH TIESINSIST THATPAHO FORMAL WITH U.S. 

UNIVERSITY CURRENTLY INVOLVED INTRAINING INTROPICAL--'hhI
 

DISEASES. THE INTERNATIONAL CENTER FOR PUBLIC HEALTH 


RESEARCH OF THE UNIVERSITY OF SOUTH ;AROLINA IS
 

ALREADY OFFERING SHORT COURSES ON VECTOR-BORNE
 

DISEASES. 
 RATHER THAN STARTING FROM .ERO,,USC SHOULD
 

BECONTACTED TO SEE IFTHEY COULD PARTICIPATE.
 

11)	ESSENTIAL DRUGS: WITH PANO ASSISTANCE, THE GODR HAS
 

ESTABLISHED ITSOWN ESSENTIAL DRUG PROCUREMENT AND
 

DISTRIBUTION PROGRAM. THE MISSION, HOWEVER, HAS O
O. 


ON THE SUCESS OR LIMITATIONS OF THE 

PROGRAM. SECRETARIAT OF HEALTH ISESPAS) BELIEVES IT 


HEEDS HOFURTHER TA INTHIS AREA. 


Ihr iO.TION 


NEVERTHELESS, USAID
 

WOULD TIKE TO BE KEPT ABREAST OF PROGRESS UNDER THIS
 

COMPONENT AND RECEIVE COPIES OF WORK PRODUCTS. WE
 

WOULD DEFINITELY WANT TO RECEIVE: (1)rNFORINATION
 

FROM A VENDOR PRICING INFORMATION NETWORK, (21
 

UNHBIA4ED DRUG THERAPY INFORMATION, AND t3)PROTOTYPE
 

DOCUMENTS AS DESCRIBED INREFTEL.
 

(C)HEALTH SERVICES FINANCING: UNDER THE PROVISION OF
 

SUB-REGIONAL MEETINGS AND TRAINING, USAID/OR SUGGEST
 

THAT AT LEAST TWO YEARLY ONE-WEEK SE1PINARS.'AHOULD BE
 

PRES"hTED INSPANISH ON ALTERNATIVE WAYS TO FINANCE
 

TRADITIONAL PUBLIC SECTOR HEALTH PROGRAMS. 
THESE
 

SEMINARS WOULD BE INTENDED TO PRESENT ALTERNATIVE
 

FINANCING SCHEMES TO MID AND SENIOR LEVEL
 

ADMI4ISTRATORS. CONCRETE EXAMPLES OFCOST REDUCTION
 

PROGRAMS OBTAINED THROUGH PRIVATE SECTOR PARTICIPATION
 

NEED RLPRESNtILD. ALSO, DISCUSSION OI GtNrRIC HMDI
 

AND COMMUNITY FINANCING SCHEMES SHOULD BE DISCU.SED
 

DRAWING ON PRICOR IXPERIENCE AND ACCOMPLIS'NMENTS IN
 

LAC REGION.
 

7 

SANTO 81ti32215111 3134 914136 A'l 

BECAUSE OF ITSRELATIVELY SIROhG PUBLIC 
. SECTOR ORIENTAIION,. WOULD LIKE TO IE AMONG THE FIRST 

COUNTkI[, to PARTICIPATE INfEASI.ILITY STUDY ON
 

DEVELOPING lMOS, TO THIS EFFECT, USAID ISFUHIDING A
 
STUDY OF ALI[RNATIVE iOPUBLIC SECTOR) PHC+OELIVERY
 
MECHANISMS INTOEDR. THIS WORK ISCONSIDERED AS 

TOA "OREIN-DEPTH STUDY ANDBACKGROUND OFHMOS OTER 
COST At " 

)1IfiAGhIfT ANDCLINICAL TRAINING: 'USAI7DR'$T'lIONLY
 
SUPPORTS THEWON-,AADEHIC..IILIT PRE,PTZtf. .-INIt
 
IS A MUCH NEED"D RESOURCOrOR PRESENTING GENERIC
 
HEALTH DELIVERY ISSUESTOLACPHYSICIAIIS WHOGENERALLY
 
HAVEA BIAS AGAINST NON-HOSPITAL ORIENTED COMMUNITY
 

MEDICINE. SPECIFICALLY, INTHECASE OF INE OR,THERE
 

AREA LARGE OF UNEMPLOYED VHICH
NUMBER PHYSICIANS 

SESPAS WOULD AS PNCPHYSICIANS.
LIKE TORETRAIN 

SEEING AMERICAN PHYSICIANS WORKING
INRURAL SETTINGS
 

WOULD LEND STATUS TO PHC. MISSION WILL SUPPORT 4 "6
 

PARTICIPANTS PER YEAR.
 
USAID ISLESS INTERESTED INOTHER MANAGEMENT 

IMPROVEMENT ELEMENTS OFTHIS COMPONENT INVIEW THAT WE 

HAVE A BILATERAl PROJECT, DID.511-9153) ALREADY SIGNED 

WITH THE GODR TO ACCOMPLISH SIMILAR OBJECTIVES, -o 
HOWEVER, AS AID/W KNOWS, THIS PROJECT ISHELD UP IN
 

THE OR CONGRESS AND THE LIKELIHOOD OF BEING APPROVED
 

ISNOT KNOWN AT THIS TIME...I"llrl P" Ji.. *
 
TO
 

NIlS.COIHONENT WIT1IORATIY"R..OBIN1"P'TO .W1U ION) OF
 

46Ji.CT ASSUIIN S "ECU i ITI*!RMI$S
OP " 

ANDERSON 

S ID 
t 

G ' '"] :1; 
Is141,c;,c 

6 
j ig

IS lot 

UNCLASSIFIED
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FOR MANAGEMEIT TRAII" 
AGEIO ACTIOND'-O- - III,. PROJECTR2 D (518-'0I5) INCLUDIS A CoIPOIENT 
AI 	 LATE'916. WE,TRCNSLYAI- --	 Till', RUII TIIRU 

EIIDOfR, NLED F6H MORE TA AIIITNAIHING IN THI: IrELD 
.
ACTION OFFICE I,0L)L. 

lit-O/SINE-RI S;AST-RIHtS-	 AND WE WOULD HOPI TO PAHIICIPAT[ AS FULLY AS POS1.IRIE

LAI..A-Il) 


WITHIN LI. OF EXILTIII,REOURCES.
 

1110 AILA-I LADO'4 


2x RELO-0I ' TP-0I lASOI /027 A6 314 

PROJECT 'HOULD S'PECIFICALLY PROVIDE BUD/098 W 6. REGIOIIAL

INF LOG-O-- CIA[-DO EB-O8 DODEOR ATA-00
r 


GF. FOR PRODUCING ITAIIIIIG IA1ERIAL,, PROTOCOLS Ifl
------------------ 203031 1310531 /31 


'.ORATIONREPORTS AND OTHER PUBLI.AT1011S IIITHE SPAII-

P R 131719Z FED 24 
 EXPRESSEDRECALL THE COI;CERhISM LAIIGUAGE. YOU WILL 

FM AMEMBASSY QUITO 
 AT LAG HEALTH OFFICERS MEETING THAT MUCH VALIIiCLEIhI-
TO SECSTATE WASHDC PRIORITY 6347 


rORmIIOl HOW EXISTING (1,E.,MEDEA SERIE, AUPHA MAN-

IIFO ATEMeASSY LIMA 


ACEIiENT
ASSESSMENT MODULES, WATER FOR TIEWOPLD,TECH-
AMIEMBASSY BOGOTA 


NICAL IIOTES,ETC.) IS ONLY MINIMALLY USEFUL TO OUR
 
AMEMBASSY LA PAl 	 FOR TRANS-
COUDITERPARTS BECAUSE NO FUIND.WEREPROVIDED 

,Jm-	 LATi I INTO SPANISH. IT IS ESSEIITIAL TOSPECIFICALLYalwoo 

PLAI AND BUDGET FOR TIllS PURPOSE. 

AlDAC
 
7. PLL9SE ADVISE ANTICIPATED PROJECT REVIEW SCHEDULE
 

WILL BE AVAILABLE TOTHEFIELD.ANDDATEWHENRESOURCES 
E.O. 	12356: N/A 

IN PAR'.ICULAR, WHEN WOULD TRAINING COURSESIII MALARIA 
SUBJECT: HEALTH: LAC REGIONAL PROJECT 


BE INITIATED, AND WHENWILL POOLOF TA ONHIlOSBE 

AVAILABLE TO THEFIELD. 
REF: STATE 31544 	 HR
HART
 

USAID/E IS HIGHLY SUPPORTIVE 
OF SUBJECT 


1IUIIMARY 

PROJECT AS'OUTLINED INREFTELr:j "d'4PROJ'C'T COM'r
 

ARE11T~A~ 110JSPORY, AND'USAID
 
IES r"oJOTN DRAW UPOM'-EFY-NTO'VARIOUS tILE- -.
 

OF ThEPROJECT.ORDER'OF PRiORITY OF COMPONENTS
 

IFIDNERTS 

MENTS 
46)MAN-
WRR3R1,: IS-rA)HIEALTH SERVICES FINANCING;
V, 


RGEMENTr RAINING; -(C) MALARIA CONTROL; AND (0)ESSEN-


TIAL DRUGS..PECTEIC .CODI'EITS BYCOMPONIENT
AREDE-

SCRIBED BELOW_ E C.' E 
2. MALARIA CONTROL. RECENTLY AUTHORIZED ECUADOR
 

BY LAC/UR/H?'MALARIA CONTROLPROJECT518-0O'N PROVIDES FOR U.S. 


DOLS.900,000 FORTRAINING AID U.S. DOLS.53S,000 FOR
 

OPERATIONS RESEARCH IN MALARIA AID VECTOR BORNE DI
" ,  


SEASES OVER THEPERIOD 19F5-I9N0. WEWOULD ANTICIPATE FE V I .
 
SENDING A SUBSTANTIAL NUIIBEROF SHORT-TERM TRAINEES TO
 

THE TRAINING PROGRAMS DEVELGPED UNDER THE REGIONAL
 

REFTEL 


INDICATE POSSIBLE WORKSHOPS SM PM
PROJECT.ASFOROPERATIONS RESEARCH, DOESNOT 

BUY-ll;, TO'DISSEMINATE 


FINDINGS, ORCOLLABORATIVE EFFORTS ,
RESEARCH IN WHICH 


OUTSIDECENTRAL MIGHTPARTICIPATE.
AMERICAMISSION 
A
THIS SHOULD BE PROVIDED FOR. AS AID/W IS AWARE, AN 


ANDEAN REGIONAL MALARIA INITIATIVE HAS ALSO BEGUN,
 

HELDMEETING OF MALARIA TECHNICIANS INWITH RECENTLY 
BE r-E-
LIMA. RECOMMENDATIONS FROM THAT MEETING WILL 


SENTED TO AIDEAN HEALTH MINISTERS. FINANCIAL AND
 

TECHNICAL SU;PORT FOR ITPLEMENTING THIS PROGRAM WILL
 

BE REQUIRED. 1,FSTRONGLY RECOMMEND THAT A SMALL POR-


TION OF THE PROPOSED PROJECT (E.G., U.S. DOLS. 250,000)
 

SET ASIDE TO ASSIST THE ANDEAN REGIONAL ACTIVITY
 

AIID/ORTO PERMIT NETWORKING AID INFORMATION EXUVANGE
 

BETWEEN THE CENTRAL AMERICAN AND ANDEAlREGIONS.
 

BE 


3. ESSENTIAL DRUGS. LITTLE PARTICIPATION OUTSIDE
 

CENTRAL IS ANTICIFATED. WEURGE,HOWEVER,AIERICAN 

MAXIMUMIIIrORMIlON DIS-EMIIATION AS THIS IS A PVE8LEM
 

AREA FOR ALL LAC COUNTRIES.
 

4. HEALTH SERVICES FI1IANCIN', MISSION PLANS TO
 

INITIATE THIS FIDCAL YEAR A FEASIBILITY STUDY OF PRI-


VATE SECTOR ALTERNATIVES TO FINANCING AND DELIVERY OF
 

HEALTH SERVICES. WHEN WILL 
REGIONAL PROJECT RESOURCES
 

III510 IN THIS
 

REGARD- ESPECIALLY IN TERM OF PROMOTIONAL VISITS.
 
BE AVAILABLE TOCOMPLIIMENT RESOURCES 

1,MANAGEMENT TRAINING. ECUADOR HEALTH PROJECT
 

UNCLASSIFIED
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ADM AID 


FOR: LAC/DR/HNH 


[.O. 12356: N/A 

SUBJECT; ICALTH: LAC REGIONAL HEALTH PROJECT 


REF: 	 STATE13ISS4 
. ISSIO ISOVDNG C S 


1. MISSION ISPROVIDING COMMHENTS AS REQUESTED INRrFIEL, 


I ELIGIBLE FOR THE ASSISTANCE 


WHICH MAY BECOME AVAILABLE DUE 10FAA 6210 RESTRICTIONS. 

ALTHOUGH GUYAIIA ISCUtRENILY 


2.c No 	
Ti  iA ENTAL S, 

A 	 ONvm AN SSNIAL DRUG,2 THETW Cwmea 
- GUYANAFT30 GUYANA. HSFORTHE' LO'E OFTREMERDOd2iJl)Ni 

LAST FOUR YEARS BEEN EIERIENCING A RESURGENCE OF MALARIA 

INCIDENCE AFTER TOTAL ERADICATIO IIITHIELATE 5D'S EARLY G0'S 

MOST OF THE IUCIDENCE OCCURS INTHE BORDER AREAS AND ARE 

PRIMARILY VIVAX, ALTHOUGH FALCIPARUM HAS BEEN OBSERVED INISOLATED 

CASES, USUALLY IMPORTLD FROM BRAZIL OR VENEZUELA., R;CENTLY CASES 


HAVE BEl[IDEIITIrlED ONTHEOCASTLANDBUTTHESENAVEALSO BEEN 
ISNOT PRESENT ON THE
" 	 IMPORTED. FORTUNATELY SO FARIHE VECTOR 

COASTLAND, BUT EFFIRTS ATCONTROL AND ERADICATION INTHE
 

INTERIOR AREAS HAVE BEEN LARGELY IIIEFECTIVE OVER THE LAST 
FOUR
 

YEARS. SEVERAL REASONS HAVE BEEN ADVANCED FOR THIS. PRIME AMONGST
 

THESE ARE INEFFECTUAL MANAGEMENT OF THEPROGRAM, VECTOR 

CIDES, LACK OF TRANSPORTATION, ANDLACKRESISTANCE TO IIISELIT 


OF FOREIGN EXCRAIIGE FOR PURCHASING SPRAYING EQUIPMENT AND
 

THEELEIGIBLE FORASSISTANCE UNDERMATERIALS. WEREGUYANA 
PROJECT, A PLEA WOULD HAVE BEEN MADE FOR TECHNICAL ASSISTANCE 


AND FOR ENGLISH LANGUAGE PARTICIPANT TRAINING. ASIDE FROM THIS 


h4,SSION
FINDS THE PROPOSED ACTIVITiS IDEALLY SUITED AS AN
GUYAMA'1INTERVEN710H FOR MALRIAPROBLEMS. 

3. MISSION ISCURRENTLY PROCURING DOLLARS 251,101 WORTH OF 


ESSENTIAL DRUGS FOR THE GUYANA MON INORDER TO BOOST THE
 
SUCCESSTHEMON COMMENDABLESUPPLY SITUATION. WHILE HASHAD 

INACQUIRING DONAlsoNs rROM FRIENDLY COUNTRIES, ANOHPURCHASES
 

AT LOW PRICES FROM NON TRADITIONAL SOURCES, THE CURRENT FOREIGN 


EXCHANGE DIFFICULTIES CAN ONLY CONTINUE TO EXACERBATE AN 


ALREADY UNSATISFACTORY SITUATION WITH REGARD TO DRUG AVAIL-


ABILITY. TECHNICAL ASSISTANCE PROVIDED O THE MON IN'DECEMER 1194
 

FOR SELECTION OF THE DRUGS TO BE PROCURED IDENTIFIED AS A
 

POTENTIAL PROBLEM THE LACK OF' CURRENT, UP TO DATE INFORMATION
 

ON DRUG CONTRAINDICATIONS WHICH MAY BECOME AVAILABLE AFTER,,!
 

THE DRUG HAS BEEN H THEMARKE FOR SEVERAL YEARS. THUS,
 

fIOHS,,ILL
HAD ON ITS LIST OF ESSENTIAL DRUGS ITEMS WHICH 

WERE NO LONGER INUSE INTHE US OR WHICH WERE NOT RECOMMENDED 
ANDGUYANA TOTHERE I'SA CLEAR CRITICAL NEEDFORTHEMON 

AVAILABLE FORDRUGS)N ORDERFOREIGN EXCHANGE.ANAGE.-LIM!ITED 
TO OiT'IN THE.REATES1 BENEFIT ECONOMICALLY AND HEALTH-WISE. 

THFAROPOZ3ED ACIIVITES UNDER THIS COMPONENT WOULD, THEREFORE, 

BEUSEFUL TO GUYANA, 

4. HENLTH SERVICES FINANCING ISAN AREA'TO WHICH NO GREAT 

A,ATTENTION HAS BEEN PAID BY MON.ALTHOUGH REDUCING RLCURRENT
 

C, 

I,
IIIIN IO IAII'114111111" LOV It 


I02 E1A.It,1IFICIII SI 

rTHP-DINL TO v tIE Of 

IN TlE RI1HT DIRECTIfI 

ANDIONE WEWOULDHAVELIKED TOBUILD'ON, CURREHILYWHICH 

IS A NATIOIIAL SOCIA~L
SECURITY IN';UAACE 10 WHICH~ 

IMPlOYEE'.CCIII.IBUIES AIN.:EvEPAL.-CROUP-HEALTHM IIL-URANCE. 
SCHEMES PRIVATE.: COMPANIE 1O iHtCH ANY.
EVERY 	 , 

WHICH IIIS.URANCE 
MON DOES NOTTHE'
EMPLOYER$ COIITRIBUIE FOR THEIR EMPLOYEES. 


PAYMENT'. FOPSERVICE REI1DERED AT;IS 

INSURANCE COVERED EMPLOYEE;. PPGI'".4IS
 
NOWetNEFI FROM 
FACILITIES 10 NAT IOHAL 


OECI.ION; HAVE REItVLTEO,
TOEFFECIHIS HAVE SIEEMADE BUT 110 MH1 
PERPAPS DUETOTHEFACTTHAI INSURANCENATIOIIAL IS GOV[EII 

OWNED AS ARE MOST OF THE HEALTH FACILITIES INTHE COUIIIkY. 

S. MISSION HAS SUBSTAIITIALLY ADDRESSED THINEED FOR MANAGEMENT
 

THE Oil
THE MON THP.U GOING RURAL
 

HEALTH SYSTEMS PROJ.CT. 

AND CLINICAL TRAINING Ill 


THE PRIVATE SECTOR RAS BEEN EXCLUDED
 

HERE, BUT THOUGH NOT LARGE, I1PLAYS AN IHCREASIIIGLY IMPORTANT
 

ROLE INHEALTH CARE DELIVERY PARTICULARLY INTHE URIAN AREAS.
 

B. FOR GUYANA INERELATIVE PRIORITIES OF THE FOUR PROJECT
 

COMPONENTS WOULD BE FIRSTLY, MALARIA; SECONDLY, EQUAL PRIORITY
 

TO STUDYIIIG HELATH SERVICES FINANCING AND IMPROVING ESSENTIAL
 

DRUG SEIECIOll, PROCUREMENT AND MANAGEKENT,YAS THEY BOTH
 

IMPACT O0THE DIRE FOREIGN EXCHANGE AIIO
RECURRENT BUDCEI
 
SHORTAGES; AND LEAST PRIORITY TO MANAGEMENT AND CLINICAL
 

HASALREADY SEENDONE,ANDIHE GROUND 
THIS WITH LOCALRESOURCES. 

TRAINING SIIICE MUCH 
IS LAID FORCONTINUINGWORK 

7. AS MENTIONED INPARA 1,MISSION UNLIKELY TO PAR-


TICIPATE DUE FIRSTLY TO COUNTRY PROGRAM 1EING CLOSED ON
 

JUNE 30, AND SrCOIIDLY CONTINUING RESTRICTION OrFAA 62C0 ON
 

NEW ASSISTAICE TOGUYANA.
 
MARTIN
 

R 
-. 

t;.z,, 

I 
-

ED 

FE9, .. " 

A.A
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THE PROPOSED ACTIVITIES, SEEING THM AS ANOTHERS'JPPORT
ACTION AID-S8 
 WAY OF TRYING TO ATTACK THIS MON PROBLEM.
.
 

tAIIRP3A
 

INFO LACE-03 PDPR-01 SIHE-01 SAST-0I NHI-09 RILO-l ON PAHO iNVOLVEK[NT UNTIL MOREINFORMATIONIS
 
ACTION OFFICE 


AS WITH THE MALARIA COMPOIIENT, MISSION PREFERS TO HOLD
 
LAPY-4 	 COMMEINTSSIHP-91 MAST-01 DO-01 /026 All A16 


AVAILABLE.
*.-.---------------.... 

-------------------------------------------.
 

INFO LOG-JO CIAE-DO ER-S8 DODE-DO ARA-O L-03 /il W
 

.................. 337525 15194,2 13 4.< .IEANTHSERVICES FINANCING: MISSION IS INFULL
 

e ABREEIB'NT, FROM
ANDAS YOUKNOW THEHEALTHOFFICER'S 
R 1518261 FEB85 

CONFERENCE, EXPLORING ALTERNATIVES. THISHASBEEN OTHERGUATEMALA 

COIIPONENT 


FM AMEMBASSY 
IS HIGHPRIORITY FOR THE MISSION AND IT IS 

TO SECSTATE WASHOC 6607 
VERY LIKELY THAT WE WILL EXERCISE THE BUY'IN OPTION ON
 

AI....... 'UNOAS UAUUL~fS22THE 	 TA.
 

MISSION.Is IN
 
AIDAC 


AgKUTVI,#11CONSUOERS "16 'SECONDIN PRIOfITY ONLY TO 

i~ ICS "N"NCIG
THFINEALTN g VtPOUENT.
 
FOR LAC/DR/NN 


WILL 


BETWEEN THE TRAINIIIG ACTIVITIES UNDER ALL COMPONENTS AND
 
6. MISSION WISHES TO KNOW WHAT THE LIIIKAGES BE 

1.0. 12356: N/A 

THE CENTRAL AMERICAN PEACE SCHOLARSHIP PRJECT (CAPS)


SUBJECT: HEALTH: LAC REGIONAL HEALTH PROJECTS 

I1DRAFT IN GIATE l1051.CAN THESE TRAINING
DESCRIBED 


ACTIVITIES BE COORDINATED OR MERGED' I FUNOIIG
 
REF: STATE 031;54 


DUPLICATFD? WE WOULD APPRECIATE YOUR COMMENTS.
 

1. 	 MISSION COMMENTS ON PROPOSED LAC REGIONAL HEALTH
 
WE APPRECIATE BEING KEPT 
INFORHED ON THESE FOUR REGIOIIAL
 

PROJECT FOLLOW. 
 HEALTH PROJECTS. PIEDRA
 

2. MALARIA CONTROL: MISSION STRATEGY, EXCEPT FOR THE
 

POPULATION PROGRAM AND THECURRENTLY UIDER DEVELOPMENT
 

CHILD SURVIVAL/IIMMUNIZATION PROGRAM HAS SEEN TO
 

CONCENTRATE IN TN' INDIAII AREAS, THE HIGHLANDS, WHERE
 

MALARIA DOES NOT 
OCCUR AS A BASIC HEALTH PROBLEM DUE TO
 

THE MAJOR:TY OF THE POPULATION OFTHE ALTITUDE. 

ISCROWDED INTO THE HIGHLANDS AND GUATEMALA
 

CITY, ANOTHER PLACE WHERE THE ALTITUDE PRECLUDES THE
 
GUATEMALA 


'
 7)C'
OCCURRENCE OF MALARIA AS A MAJOR HEALTH PROBLEM. 


HOWEVER, THE MISSION WOULD BE PLEASED TO 
PUBLICIZE THE
 

3YPROGRAM IN THE APPOPRIA'E QUARTERS AND COOPERATE IN 


FINDING USES FD4 THE TECHNICAL ASSISTAIICE AND
 

THE EXISTING MOM
 

MALARIA SERVICE STiLL ENJOYS A GOOD REPUTATIOII ALTHOUGH EE 1' '95
 
TiE MISSION REGARDS F E
 

PARTICIPANTS IO, THE TRAINING COURSES. 

THEY ARE CONSIDERABLY UNDEFFUNDEO. 


'UCN A PROAAI ASfIIGH PBIORITY FOR "SUATEI'lALA
BUT WOULD
 

ANOT tX]PECT O IE DIRECTLY INVOLVED IN THE SAMlEACTIVITY. 5
 

HREFEN SNOT TO COMMENT ONH'AHO INVOLVEMENT IN
 

THIS ACTIVITY UNTIL WE UIDERSTAND MORE CLEARLY THE
 
MISSION 

SPECIFICS OF THEIR ROLE.
 

3. ESSENTIAL DRUGS: TNE MISSION STRONGI.Y SUPPORTS
 

"TIMSACTIVITY. AVAILABItITY OF MEDICIIES TO TUE PUBLIC
 

'AS BEEN A'PRIORITY ITEM FOR 
TIE CURREIT GOVERNMENT.
 

FOREIGN CURRENCY HAS GENERALLY BEEN MADE AVAILABLE FOR
 

PURCHASES OF THE IIECESSARY MATERIALS, EVEN THOUGH THE
 

FOREIGN EXCHANGE SHORTAGE IS A MAJOR PROBLEM. ALTHOUGH
 

THE MISS10N KEEPS TABS ON THE SIIUATICII ONLY IN AN
 

INFORMAL MANNER, AE ARE NOT AWARE 
OF MAJOR CURRENT
 

SCARCITIES OF ESSENTIAL DRUGS.
 

FOR ITSPART, THEMOM HA- NOT REDUCED ITSBUDGET FCC 'HE
 

PURCHASE OFESSENTIAL MEDICINES, THATALTHOUGH DLIGET
 

HAS BEEN IIADEQUATE FOR7HEPAST SEVERAL YEARS TO BE,IN
 

WITH. WE SUPPORT THE PRCPOSED ACTIVITIES, BJT :IutrNOTE
 

THAT THE MISSION FOCUSED INTENSIVELY ON SEVERAL ASrECTS
 

OF THE MOM MEDICIIIES SYASEM WITilSTRONG INVOLVEMENT AND
 

SUPPORT CY ' AND OTHER SOURCES TO LITTLE AVAIL. AS
 

YOU WILL NOTE rROIITHE QUARTERLY REPORTS PERTAINING TO
 

HEALTH PROJrCT 520-0251, WE HAVE HAD TO FASHION AN
 

INDEPENDENT PURCHASING AND DISTRIBUTIOII SYSTEM SO THE
 

PROJECT TRAINED MIDWIVES AND PROMOTERS CAN BE
 

EFFECTIVELY RESUPPLIEn. 
BEARIN6 THE PREVIOUSLY NOTED
 

RESISTANCE IN MIND, THE MISSION IS VERY PLEASED 10
 

UNCLASSIFIED
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THRUST AND NOTE%
 

THAT ',r+(&lFPMOPOSAL COMPLEMENTS ASPECTS OF 

1. MISSION 'SUPPORTS"OVERALL PROJECT 


MISSION'S f
 

HAL.TH 50tC'R I PROJECT. 

2. 	 PER PARA 1C A - RELATIVE PRIORITY - MISSION WOULD
 

PRIORITY RANKING, GIVEN ITS ONGOING ACTIVITIES IN

GIVE 

THESE AREAS, AS FOLLOWS FROM HIGHEST TO LOWEST:
 

MALARIA, ESSENTIAL DRUGS, 
HEALTH SERVICES FINANCING
 

AND. FINALLY, MANAGEMENT 
AND CLINICAL TRAINING.
 

PER PARA 16 B - IMPORTANT ACTIVITIES WHICH HAVE
3. 

BEEN OMITTED - NOT
MISSION HAS IDENTIFIED ANY
 

ADDITIONAL AREAS WHICH ARE NOT ALREADY COVERED 
UNDER
 

MISSION PROJECTS.
 

LIKELY MISSION PARTICIPATION -


MISSIJN WOULD ANTICIPATE PARTICIPATING IN HE PROJECT.
 
WOULD DEPEND ON
 

4. PER PAPA 16 C -	 T 

TYPE PARTICIPATION 

FROM THE MISSION'S


DEGREE AN OF 


AVAILABILIT' OF THE SAME RESOURCES 

HEALTH SECTOR I PROJECT.
OWN PORTFO'.10 PARTICULARLY THE 
 ,, 


THERE ARE ASPECTS OF ALL PROJECT COMPON-NT- HOWEVER,
 

THAT THE 
MISSION WOULD ANTICIPATE TAPPING INTO.
 

LIKELY MISSION 	FINANCIAL SUPPORT -
THE NEEDED FINANCIAL 

5. PER PARA 16 D -
LIKELY TO PROVIDE 


SUPPORT IN ALL THE INDICATED AREAS.
 
MISSION WOULD BE 


- MISSION CONCURS
 

THAT PAHO IS IN 

6. FOR PARA 17 - PROPOSED PAHO ROLE 


BEST POSITION FOR IMPLEMENTING 	THOSE
 
IN THE
WELL ESTABLISHED POSITION 


CAN SERVE AS A CATALYST
 
COMPONENTS GIVEN ITS 


MOH' S. HOPEFULLY. THE PROJECT 


FOR IMPROVED COORDINATION/COMMUNICATION AT 
THE COUNTRY
 

PAHO. NEGROPONTE
LEVEL BETWEEN AID AND 
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NCE
'-IEALTHPR03R _V1[5
"
* 

N 
-. 

_MPONENTA"%*?o0TRITYPr A. THIS CO 

FOR JAMA:KA. 

2. USAID/JAMAICA HAS INITIATED DIALOGUE WITH MOH TO
 

EXPLORE ALTERNATIVE MECHANISMS FOR HEALTH CARE
 

FINANCING. MOH IS ENTHUSIASTIC AND HAS ENTERTAINED
 

OFFERS FROM SCVERAL US-BASED HMO' S." A SPECIAL, HIGH-


LEVEL TASK FORCE HAS BEEN ESTABLISHED TO SUGGEST
 

ALTERNATIVES FOR HEALTH' FINANCING, AND RECENT MEASURES
 

HAVE BEEN TAKEN BY MOH TO INTRODUCE FEES FOR SERVICE
 

AS WELL AS TO CONSOLIDATE IRATIONALIZE) SMALL, RURAL
 

HOSPITAL FACILITIES. DESPITE THESE EFFORTS, THERE ,j
 

REMAINS A NEED TO CONDUCT STUDIES RELATEU TO SUCH AREAS
 

AS HEALTH CARE COST AND HMO FEASIBILITY. TECHNICAL
 

ASSISTANCE IS ALSO REOUIRED,
 

3. PENDING DETERMINATION OF AVAILABLE FUNDING UNDER
 

EXISTING BILATERAL LOAN AGREEMENT, MISSION AND GOJ
 

WOULD CONSIDER BUY-IN TO THE PROPOSED LAC PROJECT.
 

(DRAFTED JPCOURY/APPROVED JPCOURY)
 

HEWITT
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BY LAC/DR/HN 

FEB 1 2"985
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SUPPORT O APPPBIAT U.. TRANDANG INSTITUTIONS rOB 
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VIEWED AS USEFUL FOR PAHAIA.
REGIONAL. WORKSHOPS illE HEALTHS OrF4CI S
: " -IN 	 TRAINING AtD ATENDANCE O
.PARTICIPAIIT
AIDAC 


PRIORITY AREA, ESPGIALLY
PARTICIPANTMIGA RAINING ISA
B
2 . 1235I: IA 

INSPECIALIZED HEALTH PROGRA IFI. ......E. I0 
SUBJECT: HEALTH: LAC REGIONAL HEALTH PROJECTS 


O4. PROPOSED ROL FORE PAHO
 
REF: STA ATERA554 


IFOM UGAID EXPERIENCE WITH PAHO I SUGGST THATPOT MAYB 
G
I THSISTCE IS IN RESPONSE TO REFTEL SOLICITIN 	 PRUDENT TO ESTABLISH CLEAR, MlANDATOR REPORTING AND
 

"ISSION REACTION 1O PROPOSEOLAC RENIONA HrAL1H PROJECT. IOORDIHA13NG CRITERIA IOR THAt AQENCY, SUCH CRITERIA , 
.. 


Y INLIGHT OFT HE INAILITY OF
BECOM ESPECIALLY NECtSSAR
HEALTHV SUPPORT TO PANAFOA 
UALIFiED PrSONNEL TO CLEAR.MFYI,IHERISSION TERIIIIIATE 

THE USAID/PAiIAMA TO PROVIDE WE SUGGEST THAT AID/V
OF THE HEALTH LOAN PROJEC111 113 AND ON OR EVALUATE PAHG PERIFORMANCE.
WITH THE COMPLETION FOLLOUING SEVERAL YEARS
WAS HO BILATERAL HEALTH PROGRAM. 

DESIGNAT.E
ROCAP OR AN AID/V OFFICE TO PROVIVE.SUPPORT TO
 

OF ASSISTANCE AND SATISFACTORY RESULTS, PANAMA HAS 

THE PROJECT.
 

...
 
REACHED A RELATIVELY WE'LL-DEVELOPED STATE OF HEALTH 


ASNOTD IN THE NATIONAL IPARTISAN
SERVICES. THIS 

S. USAID SUPPORT FOR PARTICIPANT TRAINING
 

COMMItSSION REPORT IN CITING COMtPARATIVE HEALTH ,IDICATORS 


:! IN THE CA REGION. THEREFORE, HEALTH HO LONGER HAS NIGH
 

FINALLY, WHILE THE USAID MISSION DOES NOT PRESENTLY HAVE
 PRIORITY.IN THE USAID ASSISTANCE STRATEGY. WHILE THE '0, 

FUNDS 1 SUPPORT PARTICIPANT TRAINING, UIIDERTHE MALARIA MISSION DOES NOT RULE OUT OCCASIONAL NEED FOR SPECIAL 

CONTROL AND ESSENTIAL DRUGS COMIPOIIENTS
WE WOULD SUPPORT
 

TECHNICAL ASSISTANCE, DRUG PRICES ANSDDISTRIBUTION 

AVAILABLE UNDER
SUCH PARTICIPANT TRAINING AS FUNDS BECOME
AREA,
INFORMATIOH, AND PARTICIPANT TRAINING IN THE HEALTH 


THE CARIBBEAN 	LATIN AMERICAN SCHOLARSHIP PROGPAKM,
IN 'THEDOESNOTVItqVALLACT'IVITi[S PROPOSED 

LAC REGIONAL *EALTN PROJECT AS APPROPRIATE FORINCLUSION

i1i IIlSSION 
 IRIGGS
 

o o.
 .. 

41IAID SSSY0c TOPAA . 

3. THE MISSION'S REACTIONS TO THE FOUR COMPONENTS
 

PROPOSED UNDER THE SUBJECT PROJECT ARE AS FQLLOVS:
 

rm Po=+-V
A. MALARIA CONTROL
 

PANAMA EXPERIENCED AN ALL TIME LOW OF 126 CASES INTHE
 

PAST YEAR AND THESE CASES WERE LARGELY OF COLOMBIAN 
 BY ' "' 

THE PAN AMERICAN HEALTH ORGANIZATION (PAHO)ORIGIN. 


CURREJTLY HAS A STAFF OF THREE MALARIA EXPERTS WHO OFFER
 

TECHNICAL ASSISTANCE AND TRAINING IN.THE LAC REGION. IN
 

PART, PANO ISALREADY DOING WHAT THE.SUBJECT PROJECT FEB
 
PROPOSES. ALSO THERE ARE THREE INSTITUTIONS INPANAMA
 

THAT NAVE MEDICAL ENTOMOLOGISTS IN ADDITION TO THE U.S.
 

ILITARY: II GORGAS MEMORIAL LABORATORY, 21 UNIVERSITY
 
: 	 IM 

OFPANAMA CANAL'COmMISSON, INERIFOREAND, 3) PANAMA 
* 2~11.ETING AN INSTITUTION IN PANAMA, AS SUGGESTED IN THE 	 71 19 |u 

A

PROPOSED PROJECT, TO SERVE AS A REGIONAL BASE FOR 


TECHNICAL ASSISTANCE AND TRAINING ON MALARIA RELATED
 

TOPICS, WOULDSEEMAPPROPRIATE ANDUSEFULFOR THECAAND.
 

PANAMA.EG ION. PROVISION OF SOMEREGIONAL 
 TA AND
 

TRAINING UNDER THE PROJECT WOULD BE DESIRABLE TO EXPAND
 

-AD IMPROVE ON-GOING PANO ACTIVITIES.
 

a•

B. ESSENTIAL 	DRUGS 

MISSION RECOMMENDS THAT AID/V CONSIDER THE ASSIGNMENT, 0
 

THIS COMPONENT TO U.S. HEALTH DEVELOPMENT ORGANIZATION",
 

I.E.,MANAGEMENT SCIENCES FOR HEALTH, PRITECH,'
 
WESTIPGNOUSE HEALTH SYSTEMS, PRICOR, ETC. THESEHEALTH
 

DiVELOPMENT ORGANIZATIONS ALREADY HAVE WELL ISTAILISIE
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SUP'ORT'OF PERUVIAN ESSENTIAL MEDICINES PROGRA. A 1.13 
USAID STUDY ON POTENTIAL HEALiH INTERVENTIONS INTHE 

PRIVATE ISECTORIRESULTED INA PROPOSAL SUBMITTED TOUSAID
 
THIS MONTH YLTHE US AND PERUVIAN DAUGHTERS OF:CHANITY.
 
THE DAUGNHTERS PROPOSE TO CREATE A NETWORK or:HEALTH
 
PVI'S ESTAILISHING THREE RESOURCECINTES INPERU 10
 
CWDINATE, TRAIN STAFr1AND SHARE MATERIALS ON PHC
 
SERVICEODELIVRY, TNE PROJECT INCLUDES A SYSTEN FOR 


~.*~ 
.. 

ADDITION TO MEDICINES THE GROUP PLANS TO PURCHASE OTHER 
HEALTH CENTER ,t'PPLIES.I17IlGHT E COST-EFFECTIVE TO 
INCLUDE SELECTED SUPPLIES INTHE LAC PROJECT VENDOR
 
PRICING NETORK. TOE LAC PROJECT WOULD ALLOW US TO
 

TOTHENIORA11DPERHAPSAMEMBASSYBOGOTA CONTINUE TRAINING SUPPORT TO SO)ME 
PROJECT. WE REGRET THAT TA
9MEMBERS OFTHE PVO NETWORK 

AIDAC 


FOR LAC/D/HN 


E.O, 12356: NIA
 

SUBJECT: HEALTH: LAC AEGIONAL HEALTH PROJECT 


REF: STATE 931554 
.- ,.. .. ,.. .ECONOMIC 

I..$SUMMARY. USAID;'E.U SUPPORTS LAC REGIONAL HEALTHIl* 
'r{ IN,.D IS PLEASED TO NOTE STRONk PR. - 

irl~r~bw- ED IN4tioiWTo'Y;I

fIRST TWO OMPDEN, TOALAIA AND SSENTIAL MEDICINES 


-%STHESE ARE AREAS i HIGH TOBOTH nTiN1CONCERN PEUV 
,


S. AND USAll - i! zIt "TF O IN1S aidl"Ai &TiD: 
,AI~ RIOITY. A
Tr1 AS LAC'NWV 


MAJOR MISSION F"NANCEO HEALTH ;ECTOR ANALYSIS 13TO 

UNDERWAY THAT WILL AkODRESS HEALTH SERVICES FINANCING
 
ISSUES. THEREFORE, WE DO NOT ANTICIPATE BUY-INS FOR 

TA. SPECIFIC COMMENTS FOR EACH COMPONENT FOLLOW. 


2, CONTR.. 13EXPERIENCING A RESURGENCE
.ALARIA PER' 

INMALARIA. RELIABLE DATA ON THE INCIDENCE OF MALARIA, 

HOWEVER, ARE NOT AVAILABLE BECAUSE MON UNITS Cy.4RGED
 
WITH DIAGNOSIS ANLO$AIVEILLANCE ARE VERY WEAK OR 

NON-FUNCTIONAL, OF PARTICULAR CONCERN ISTHE SPREAD OF 

THE MORE DEADLY PLASMODU FALCIPARUM MALARIA VHICH HAS 

BEEN REPLATED INAREAS BORDERING BRAZIL, COLOMBIA, AND 

ECUADOR'' INHIS REPORT OF NOVERMIEA 1913, KENT CAMPBELL 

OF CDC IDENTIFIED RAINFALL AS:A PRINCIPAL FACTOR 

INFLUENCING MALARIA TRANSMISSION INPERU. RAINS IN THE 

NORTHERN DESERT CAUSEO BY THE EL HINO DISASTER IN 1152 

RESULTED IN INCREASS ININSECT POPULATIONS OF THE AREA 

(INCLUDING MALARIA VECTORS). THE DIAGNOSIS OF P. 

FALCIPARUM INTUMBES ON THE ECUADOR BORDER LAST YEAR IS 

A CONCERN. IT IS ALSO FEARED THAT CVLOROOUINE RESISTANT 

STRAINS OFMALARA VILL SOON APPEAR INPERU ON THE 

NORTHERN BORDER. A PANO MEETING HELD INLIlA, NOVEMBER 

23 TO 33, 1314 BROUGHT TOGETHER MALARIA TECHNICIANS FROM
 
THE ANDEAN REGION AND RESULTED IN A SERIES OF 

RECOMMENDATIONS TO ANDEAN HEALTH MINISTERS FOR PLANNING 

A SUB-REGIONAL NALfa2iA PROJECT. USAID RECOMMENDS THAT
 
THIS ANDEAN INITIATIVE BE SUPPORTED BY THE LAC PROJECT,
 
INCLUDING TA AND TRAINING. RATHER THAN LIMIT THE 

MALARIA CONTROL COMPONENT TO CENTRAL AMERICA, WE URGE
 
LAC TO INCLUDE THE ANDEAN REGION INCLUDING PERU FOR BOTH 


TA AND TRAINING, PARTICULARLY INDIAGNOSIS AND
 
SURVEILLANCE; 


3.ESSENTIAL DRUGS. SUGGEST YOU CHANGE TITLE TO ' 

ISSENTIAL MEDICINES OR PHARMACEUTICALS AS THE WORD O4UGS 
HAS OTIN CONNOTATIONS INTHIS REGION, USAID PROVIDES 
TRAINING AND MATERIALS TO MON PHARMACY DIRECTORATE IN 

TO THESE GROUPS WILL NOT BE AVAILABLE. WE URGE AID/W TO
 
SEND QUOTE UNBIASED DRUG THERAPY INFORMATION UNQUOTE 10,
 
KEY INDIVIDUALS AND USAID HEALTH OFFICERS INALLLAC
 
COUNTRIES., PLEASE INCLUDE INTHE PROJECT DESIGN SOME
 
MECHANISM FOR SHARING LESSONS LEARNED FROM THE VENDOR
 
PRICING NETWORK WITH ALL LAC COUNTRIES.
 

4. HEALTH SERVICES IIHANCING. USAID ENDORSES THIS
 
APPROACH TO IMPROVE HEALTH RESOURCE ALLOCATION AND
 
SYSTEM EFFICIENCIES AND WILL ADDRESS FINANCIAL AND
 
E ISSUES IN ITS HEALTH SECTOR ANALYSIS. USAID
 

CAUTIONS THAT THE AMOUNT OF TA AND NUMBER OF STUDIES
 
PROPOED INTHE REGIONAL PROJECT APPEAR VERY LIMITED
 
GIVEN THE COMPREHENSIVE NATURE OF ANALYZING HEALYH
 
SECTOR RESOURCES AND BUDGET ALLOCATIONS, I.E.THE
 

GATHERING OF UNIT COST DATA ISPARTICULARLY DIFFICULT
 
AND TIME CONSUMING. CONSULTANTS WITH SPANISH LANGUAGE
 
SKILLS AND APPROPRIATE EXPERTISE MAY ALSO BEDIFFICULT
 

FIND IFOUR EXPERIENCE ISANY INDICATION. USAID
 

WOULD LIKE 10 PARTICIPATE INSUB-REGIONAL MEETINGS OR
 
PROMOTIONAL VISITS TO SHARE EXPERIENCES ON ALTERNATIVE
 
FI.NANCING OF HEALTH DELIVERY SYSTEMS. WE SUGGEST THAT
 
STUDIES AND PROJECTS DEVELOPED UNDER THIS COMPONEN1 BE
 
DISTRIBUTED TO ALL USAIDS (INENGLISH AND SPANISH).
 

S.MANAGEMENT AND CLINICAL TRAINING. THERE ISAN URGENT
 
NEED TO IMPAOVE MANAGERIAL SKILLS OF MON STAFF,
 
PARTICULARLY REGIONAL AND HOSPITAL AREA DIRECTORS, MORE
 
TRAINING ISALSO REQUIRED INCOMMUNITY MEDICINE, PHC AND
 
PUBLIC HEALTH. A COMPREHENSIVE TRAINING PLAN OUTLINING
 
THE NEEDS AND RECOMMENDING SPECIFIC TRAINING COURSES IS
 
BEING DEVELOPED AT THIS TIME BY THE WESTINGHOUSE TA TEAM
 
WORKING WITH THE MONIUSAID POOJECTS. AS YOU KNOW WE
 
NAVE EXPERIENCE SENDING STUDENTS TO JOHN HOPKINS
 
UNIVERSITY FOR MPH DEGREES. THE LAC PROJECT COULD
 
ASSIST US INIDENTIFYING OTHER APPROPRIATE TRAINING
 
INSTITUTIONS AND FACILITATING PLACEMENT OF STUDENTS. WE
 
ANTICIPATE A HIGH DEGREE OF PERUVIAN PARTICIPATION IN
 
THIS PROJECT COMPONENT.
 

5.PLEASE ADVISE PROJECT REVIEW SCHEDULE AND START-UP
 
DATES FOR TRAINING COTI.ENTS. JORDAN
 

1 
"
 

1 4 

c ,0
 

I'v;.,
 . ,
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APPENDIX bA 
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(TM 13:24) 

SAMPLE FORMAT 6-15-82 
.(Appropriate Letterhead) 

(date)
 

Mr. John Doe 
Title of Authorized Organization Representative 
Name of International Organization 
Address
 

Subject: Grant No. ; AID Accounting and Appropriation Data; 

PIO/T No. 

Dear Mr. Doe: 

1. I have the honor to refer to your letter request of (date) 
relating to (brief title of program) 

2. I am pleased to inform you that, pursuant to the authority contained 
in the Foreign Assistance Act of 1961, as amended, the Government of the 
United States of America, acting through the Agency for International 
Development (hereinafter referred to as AID) hereby grants to 

(grantee's name) (hereinafter referred to as the Grantee) 
the sum of (amount) United Stated Dollars ($XXXXX), to be 
used for support of (general description of program) , as more 
fully described in Attachment A. 

3. This Grant is effective as of the date of this letter and is appli
cable to commitments made by the Grantee insupport of the program during 
the period (date) through (date) . Funds 
disbursed by AID but uncommitted by the Grantee at the expiration of 
this period shall be refunded to AID. 

4. It is understood that financial records, including documentation to
 
support entries on accounting records and to substantiate changes against
 
this Grant shall be maintained in accordance with the Grantee's usual
 
accounting procedures, which shall follow generally accepted accounting
 
practices. All such financial records shall be maintained for at
 
least 3 years after final disbursement of funds under this Grant.
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HANDBOOK 13
 

(TM 13:24)
 

6-15-82
 
Select. only one of the two 	following paragraphs.
 

5. The Grantee confirms that this program will be subject to an independent
audit by the Grantee's outside certified or chartered public accountant
and agrees to furnish copies of these 	audit repGrts to AID along with
such other related information as may be requested by AID with respect

to questions arising from thL audit report. *1
 

or 

5. The Grantee agrees to make available to AID for the Comptroller

Genera' of the United States all records and documents which support

expenditures made under this program. 
 *2
 

6. It is understood that the funds granted he,-eunder shall be disbursed 
as set forth in Attachment B hereto entitled Payment Provisions. 

7. The parties agree that 	this grant and the activities financed there
with, shall be managed by. the Grantee in accordance with its established
policies and procedures. The proposed budget for this Grant (indicating
other donors) is provided in Attachment C. 

8. If the use of the Grant funds results in the accrual of interest tothe Grantee or to any other person to whom the Grantee makes such funds
available in carrying oUt the purposes of this Grant, the Grantee shall 
refund to AID any amount of interest earned.
 

9. The Grantee shall prepare and submit to AID at least

copies of reports in accordance with the schedule set forth in Attachment D. 

10. This agreement, in whole or in part, may be terminated by either party
at any time upon 30 days written notice. This agreement may be revised 
only by the written mutual 	consent of the parties hereto.
 

11. Please indicate your acceptance of this Grant by signing the original
and 	 copies of this letter in the space provided below and
 
return the original and 
 copies to the Grant Officer. Two
 
copies'nmay be retained for 	your files. 
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12. The AID Technical Office responsible for monitoring this Grant
is
 

THE UNITED STATES OF AMERICA
 

BY:
 

TITLE:
 

DATE:
 

Attachments:
 
A. Purpose and Implementation Plan
 
R. Payment Provisions *3 and *4
 
C. Budget *5
 
D. Reporting Requirements *6
 

ACCEPTED:
 

PUBLIC INTERNATIONAL ORGANIZAUI'ON
 

BY:
 

TITLE:
 

DATE:
 

NOTES: 

*1 Use this language when AID is not the sole or major contributor.
 
(See 16C3(2)(c) of Supplement B, Handbook 1).
 

*2 Use this language when funds for the program are solely from U.S.
 
contributions or the U.S. is determined to be the major contributor
 
(see 16C3(2)(c)) and Grantee is other than a U.N. department, since
 
this option is not available for U.N. departments.
 

*3 The transfer of monies made available under grants to international
 
organizations under this chapter ismanaged by M/FM. 
 M/FM will

review disbursements as monies are drawn-down and keep the appropriate
*(< * 	 (rant Officer informed. Payment procedures and provisions to be
included inAttachment B to the grant are set forth inAppendix 5B
 or Appendix 5C to this Chapter.
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*4 All correspondence concerning Letters of Credit, letters of transmittal
 
and 	other transfer documents directed to designated banks and/or inter
natioral organizations under the United Nations (U.N..) 
shall be forward,d

through the responsible United States Mission. 
For 	grants to U.N.
departments, transfers are effected through U.S. Mission to the United
 
Nations, 799 U.N. Plaza, New York, N.Y. 
 10017.
 

*5 Inputs to each grant from other donors shall be shown on the
 
budget page. 
 The budget shall also make clear the amount inclijded

for overhead, if appropriate, or, for administrative support

costs in the case of the U.N. departments.
 

j+6 	 List all program and financial reports required and provide the

addresses to which they are to be forwarded. This will include
 
two copies of all technical reports to the Development Information
 
Utilization Service, Bureau for Science and Technology (S&T/DIU), A.I.D.,
Washington, D.C. 
 20523. The title page of all technical reports

forwarded to S&T/DIU shall 
include the grant number, project number,

and 	project title as set 
forth on the first page of the grant. Attach
ment D .othe grant may identify specific reports desired by AID, when
 
AID 	is the sole contributor. IfAID is not the sole contributor,

requested reports will be limited to those normally issued by the
 
grantee to all donors unless the grantee specifically agrees to do
 
otherwise. Financial reporting requirements should be coordinated
 
with the Office of Financial Management (M/FM).
 

Revised Material
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.......I5PROVISIONS:PAYMENT FEDERAL RESERVE LETTEROFCREDIT AE
 

Thispro ision :is applicable when:'the 'followvingcnios rmt
....- th -,ot l 'advances-undera1th -G n-6"sassistancinstrumeht 1,per8S .,-:th~:~ l. ...... with'al:te!rnte.AID exceed $120,000otreimbursement1an.contracts i ,." 

l a, !or expects: to. halve,: a con ti nuing relati onshipith th rate,;of at:
 
le .."yea..r; i:(i ii). the.• Grantee has th'er abili ty. t~o ma intain
;" ast one 
 fprocedures !.
 

:"that: will minimize the time el apsi ng :between! thet, 
transfer of :fu'nds anid the
 
-disbursement :thereof,' (iv). the Grne's fi nanciali management system meets
 
: general1ly accep~ted accounting standards for fund control and
:acountability,
 

::.iand,- erither •(v)r the foreign currency.porti on of; the: total1advance :under rtfhis
 
$:t: : grant isulessr than 50%ra (vi)stVet f o r e i g n currency portion of the totail: 

, adac -isunder t tn is mor than 50%, but more .than one foreign "
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(4) As funds are required for immediate disbursement needs, the
 
Grantee will submit a properly completed payment voucher (Form TFS 5401)
 

'to the commercial bank for transmission to the Federal Reserve Bank or
 
branch. The commercial bank may at this time credit the account of the
 
Grantee with the amount of funds being drawn down. Payment vouchers shall
 
not ordinarily be submitted more frequently than daily and shall not be
 
less than $5,000 or more than $5,000,000. In no event shall the accumulated
 
total of all such payment vouchers exceed the amount of the FRLC.
 

(5) In preparing the payment voucher, the Grantee shall assign
 
a voucher number in numerical sequence beginning with 1 and continuing in
 
sequence on all subsequent paymert vouchers submitted under the FRLC.
 

(5) After the first payment voucher (Form TFS 5401) has been
 
processed, succeeding payment vouchers shall not be presented until the
 
existing balance of previous drawdowns has been expended or is insufficient
 
to meet current needs.
 

(c) FRLC Reporting
 

Fifteen days following the end of each calendar quarter, the
 
Grantee shall submit, to the office designated in the grant letter, a
 
report showing for that quarter the cash on hand at the beginning of the
 
quarter plus cash drawn under the FRLC during the quarter, the amount of
 
project disbursements, and cash remaining on hand at the end of the
 
quarter. The Grantee will indicate the number of days cash requirements
 
represented by the amount-shown as cash remaining on hand.
 

(d) Suspension of FRLC
 

(1) If at any time, the AID Controller determines that the Grantee
 

has failed to comply with the terms and conditions of the FRLC, the AID
 
Controller shall advise the Grant Officer who may cause the FRLC to be
 
suspended or revoked.
 

(2) The Controller may recommend suspension or revocation to
 
the Grant Officer on the grounds of an unwillingness or inability of the
 
Grantee to: (A) establish procedures that will minimize the time elapsing
 
between cash drawdowns and the disbursement thereof, (B) timely rL-ort cash
 
disbursements and balances as requireo by the terms of the grant and (C)
 
impose the same standards of timing of advances and reporting on any
 
subrecipient or any of the Grantee's overseas field organizations.
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APPENDIX 5C
 

PAYMENT PROVISIONS: PERIODIC ADVANCES
 

(This provision is applicable when the conditions for use of an FRLC
 
cannot be met (including those pertaining to mixed dollar and local currency
 

the ability to maintain procedures
advances) and when: (i)the Grantee has 

that will minimize the time elapsing between the transfer of funds and the
 

disbursement thereof, and (ii)the Grantee's financial management system
 

meets generally accepted accounting standards for fund control and
 

accountability.
 

(a) Periodic advances shall be limited to the minimum amounts needed to
 
are
meet current disbursement needs and shall be scheduled so that the Funds 


available to the Grantee as close as is administratively feasible to the
 

actual disbursements by the Grantee for program costs. Cash advances made by
 

the Grantee to secondary recipient organizations or the Grantee's field
 

organizations shall conform substantially to the same standards of timing and
 

amount as apply to cash advances by AID to the Grantee.
 

(b) Grantees shall submit requests for advances at least monthly to the
 

office specified in the grant letter. Requests for advances shall state the
 

estimated disbursements to be made during the period covered by the request,
 
less the estimated balance of cash on hand at the beginning of the period and
 

the advance amount being requested. At the expiration of the grant, the
 

grantee will submit within 90 days a report showing total disbursements, total
 

advances received and any cash remaining on hand, which will be refunded to AID.
 

(e) If at any time, the AID Controller determines that the Grantee
 
-has demonstrated an unwillingness or inability to: (1)establish procedures
 

that will minimize the time elapsing between cash advances and the dis-.
 

bursement thereof, (2) timely report cash disbursements and balances as
 

required by the terms of the grant, and (3) impose the same standards of
 

timing of advances and reporting on any subrecipicnt or any of the Grantee's
 

overseas field organizations; the AID Controlle" shall advise the Grant
 

Officer who may suspend or revoke the advance payment procedure.
 


