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i)i. SUMMARY 

Thi: 4con,-,'itutes final evalbuation of Health Sector Loan. II, 514-U-075, 
although cerii:!. dollar di:hur,,enxe.t r%2 rnain outstanding and will be completed by 
the su.n.rf(..r of 1973. This loan. ei, $17. 3 million, has attempted t:o extend and 
solidify pro.zrarns and pr gi-ess iiitiated tinder Health Sector Loan 514-069, of 
$1'?. 4 rmillion Both l.-r,; I" a-.d 075 contributed toward a common goal: provision 
of plblc health services to an increasingly larger proportion of the Colombian 
ppilahon until such coverage is available to all Colombians, The purposes of 
beth loans have beeii to assist the GOC in carrying out its healhh sector program by
f1) assisting in the financing of dollar costs involved, and (3) assistng in local cost 

firiancing of the sector, This evaluation therefore, attempts to appraise the 
C,:otini:crrj of activity supported by both loans 

investments programs under the two loans included: 

(I) 	 Expanded public health coverage through a regionalized system of health 
services, emphasizing delegation of medical functions, and unified 
direction and coordination of all public health activities, preventive and 
curative. 

(2) 	 Imryproved rural sanitation and related services 

(3) 	 An intensified prev.r'.tive campaign of disease control and eradication. 

(4) 	 Augmented production of pharmaceutical and other health supplies. 

(5) 	 Additionally, increased multisector nutrition planning capability was 
emphasized under Loan 075. 

Substantial progress was achieved over the life of the two loans, particularly 
in technical areas, extension of health services (notably in maternal-child coverage), 
administration and information. Progress, although significant, in extending 
rural sanitation, training of auxiliary health workers, in xegionalization and in 
conducting the malaria program was less than might have been achieved, 

The principal complex of problems experienced during the life of Loan 075 has 
dealt with financial issues external to the health sector itself, GOC budgetary 
allocations to the sector under the present government were generally less than 
had been assumed during the design period, which took place under a previous 
government. Sho.'tfalls and frequent delays in the allocation of agreed-upon 
counterpart resulted in some curtailment of project investments. The GOC practice 



-3­

atoi placing approred ,.'..' -L-expended budgets in "reservas, o-: -,,crwaccouncs, 

the end of each De,-.:e rber, with subsequent recertification a -_ : lease in lat spring 

or summe, compounded delays in implementation and po: .d p.,oL]ms in meeting 

two-ties fo:i- ,.:xrf.ange conversion 
or excending TDDs, Rampant inflation and a 

(wi y d loan disburse­in spring ofmechani=m adopted by the GOC the 1977 

ments f'.,,- o, ) have contributed to delays in loan implcas have 

regulations:exCteedih.Ly cumbersome GOC piocurement and ccntracting 

t4. EVALUA±'ION METHODOLOGY 

logical framework developed for the first loan (669) waz satisfacrory for
A 

!hhe second loan (075), though some changes were required in +:i. input ar-d output 

yearslevels fo- 075. Evaluations were made for each of the i9.'", (as par+. of the 

(as individual do'urnents) based or, an 
secor.i healt - sector analysis(, 1974 and 1975 

rather than dlvelop aL e7,aluaticr.Now,adaptation of the logical frame work. 	 of 

.L four years of 
only GY 1976, AID elected 	to evaluate and ieview the expe of' all 

The adapted logical frame wor: us d for the previous
Health Loans (1973-1976). 

for the four year period b't . rIr the frame work
evaluations i., used again here 

While there was no PP Y-va.'at'.c Plan, this 
of "Project Evaluation Summary". 

ose of previousrespect toevaluation is similar in timing, design and issues w':th t L 

year3 

available for conside:.ation 	by AID in this
Many sources of information were 

final exercise, Of greatest assistance were: 

"-rnforme sobre el Desarrollo de los Programas de Irre:-.qi6n del Sector 

to USAID ee"y atr for evezy
Salud" - reports presented by GOC 

loans which contain extensive data and documertatt-'on of 
year of the 


pD'ogress in the health sector.
 

de. Colomiia" - deveIoped annually"Trnforme al Congreso de la Repiblica 

by the Ministry of Health. 

Salad y sus Agencias
"Evaluaci6n de las Realizaciones del Ministe:io de 

A final loan condition :'.d the GOC to
Ejecutoras 1970-75." 

by mutuaL agreement this 
evaluate health sector progress for CY 1976, 

time frame and this doc,-,ment submitt-ed 
was changed to the longer was 

data included where 
to AID in fulfillment of this condition, 1976 vwas 

available, 

and AID-COC discussions on specific
Multiple supplementary documents 


topics.
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AID personnel ,,iwed 2CC data, particularly in the GOC 1970-75 evaluation 
document, madc- thei2' own decisions concerning health sector progress and compared 
the AID conclusions c )nc !usions. e-sentially no differences.C c,0, There were 
Then AID personnel rexrietv d .hc data from the standpoint of what impact AID had 
in the sector's progress and also obtained the impressions of Colombiam, who were 
and are in posilt.ions to hav.. f:'-t-ed some opinions of this. We believe that the 
Health Loans' contribut ion .', improvements of health in Colombia are substantial 
and are most objectively and subjective' documented in the input and output areas. 
I, is in these section,. of the evaluation -tiat we have included most of our and our 
Colombian counterparts opinions and conclusions. 

Finally, we are all very aware of the limitations of this evaluation due to its 
global national character for it does not show the marked variations which exist in 
Colombia in terms of the regional and local differences in hea!th status and services. 
The excellence of certain departmental programs is not demonstrated here nor can 
one see the great deficiencies which exist elsewhere. AID has been suppcrtive of 
the regional and local efforts through these Health Sector Loans and we are aware 
that the MOH has and is continually evaluating the regional and local efforts for 
the purpose of developing equitable programs. 

Agencies participating in the evaluation include AID, National Planning 
Office, Ministry of Health and attached institutions. Individuals contribnting to 
the evaluation included many Colombians. Special note should be made of the 
contribution of Dr. Himbad Gartner, Chief of the MOH Planning Office, Dr. Luis 
Carlos Gomez, Director of the MOH Unit of Information, Dr. Jaime Gomez of the 
Planning National Health Unit. AID Personnel include David Denman, Project 
Manager, Alvaro Monroy, Health and Population Advisor, Thomas Hyslop MD 
Health Advisor, Jerry Martin Controller and Acting Deputy Mission Director, 
George McCloskey, Evaluation Officer, Jim Suma, Loan Officer and Steve Ryner, 
Loan Officer. 

15. DOCUMENTS TO BE REVISED - None 

16. EXTERNAL FACTORS WHICH HAVE PROJECT IMPACT 

A. Inflation - During the period of the loans, Colombia had progressively 
increasing inflation from about 1Z% in 1973 to 40% in 1975 partially related to the 
increasing numbers of dollars entering the country outside of government control 
through contraband activities and the "Coffee Bonanza" in 1975-76. The Govern­
ment cut government spending in 1974 to combat inflation, thus cutting funds 
counterpart to the loan. As a result, fewer AID funds could be disbursed. AID 
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then relaxed the :'4 ratios to provide more f.rds for projects. in 1977,.ounterpart 

as a further efior: .o contro, inflation, the GOC introd2:ed foreign exchange certifi­

cates requizlng tl). purchast' a d holding of peso certif '- ats o:ie month (later three 

months) if the individual wishe- to receive full peso va.,e. AID contended that the 

the 1962prograrmria.( funds of loans and grants were exempt f, r, his under 

Eiia:e,.ai etegreemeilt. Disburszernents were held up se.%-rtal months before the GOC 

and ALD developed an acceptable disbursement mechanism, 

In implementatier TLetter 18, AID again r'elaxed disbursement ratios for 

out it was felt rhat the leveragefinal 075 disbursements. Sirce AID is phasing 

pro,idcd by the loan ratios, which AID could use to improve programmatic and finan 

health system couldcial componei.ts of the loan, had served its purpose and that the 

and wou'd use the remaining funds effectively. 

B. Change of Government and of Health Ministers - Colombia held elections 

April, 1974 and the Government and Health Minister changed August of 1974. In­

between the election and actual Government change mary mrnemers of the outgoing 

Government found new positions and many other employees had their minds on 

alternative positions. With the new Go-,ernment: new people entered important pclic 

Both of these eventsmaking positions and had to learn how to do their new jobs. 

caused a marked slowing of many important health programs and decisions, as well 

as, a very slow start of the second loan. It is fair to say, howeve:, that the health 

directions supported by the initiating Government were also generally supported by 

the incoming Government. 

While the second loan was in effect there was a second change of Health 

Ministers and certain persons in the Ministry. This resulted in strengthening 

to the programsof certain influencial positions in the Ministry of importance 

excellent evaluation
supported by AID snd probably was helpful in assuring that an 

was prepared by the MOH. Again, AID supported program directions wer,document 

as a result of change of Minist:i'.r>
not noticeably changed 

C. Change in Method of Certification of GOC Co:njte--rart - Several AID 

projects had difficulty moving disbu. sed funds through the GOC financial mechanism 

time in GOCto the implementing agencies resulting in unacceptable "dead" 

members
int-rmediate accounts. This problem was lessened only because of 

the health project staff spent considerable effort to assure that the funds moved 

as they should. Late 1974 - early 1975, new procedures, which over came this 

to by the GOC afger extensive discusojions with the AIDproblem, were agreed 

staff additional time for other non-
Controller. This gave the health program 

financial project monitoring. 

http:componei.ts
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D. HighC,,e Prcces - Dt-e to the cold weather in Brazil and civil wars in 
Africe in 19'75, the amiount . c:.f;e available to the international market was 
decreased; Lhereiore, Coioin':;.ia c ffee prices rose to zecod highs. A large 
proportion of the huge resuitant dz,]lar flow to Colombia was and is being directed 
by the Coffee Grower's Federation to assist in rural health improvemerts through 
contracts with MOH arcd '.-a, states. This does not show up in tie cerntzal 
Government budget and ez. ,d:u:es but is being spent according to the Ministry of 
Health norms. We therefu,), believe that AID's influence in refining and improving 
MOH's programs !has been a factor in non-governmental health expenditures. 

http:Coioin':;.ia
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!7. COAL/SUBGOAL 

A. I Narrative Sum-,.iary A. 2 Obj-cz..ie(.- Verifiable Indicators 

Sector Coal - To improve the 1. Inc.ease lif- expectancy at 
level of health in the Co],orqb-a birth by 5 years by 1980. 
ponilation, by providing publi. 
hca.th services to an increasing 
number of that portion of the 
population not served by private 
medicine and the special group 
health systems, 2. Mortality and Morbidity caused 

by "reducible' i.itnesnes will dis­
appear from the top tt:. ca-.,ses of 
death and hospital admissions in 
10 years. 

3. Government health expenditures 
will increase.monotcnicaily as a 
percent of GNP. 

http:Obj-cz..ie
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A. 3 Achievements A. 4 Comments 

1. 1969-73 Males 58. 3 yrs. 1. While there is a definite increase 
Female 63. 3 in life expectancy at birth, the increase 

in life expectancy of 5 years between 
1957-58 Males 55 1970 and 1980 is unlikely. In restrospect 

Females 59 the change desired in this indicator was 
too much. 

2. "Reducible" illness as cause of 2. "Reducible" illness includes many 
top 10 causes of death: 1965-Gastro- parasites and infection diseases (see 
enteritis was most common cause Health Sector Analysis 1972 pg. 10). Data 
of death, Respiratory TB 10th most here is supplied by MOH and from 1965 
common cause of death; 1970-Gas- health surveys but suffers from under­
troenteritis was still most common reporting. Substantial efforts are being 
(no other ef top .0 was considered expended to improve routine data collec­
reducible); 1975-Gastroenteritis tion and a National Health Survey i- under­
still in first place but had decreased way. Review of "reducible illness data 
as percent of total deaths from by age groups shows much reducible 
9. 4% in 1970 to 7. 6% in 1975. illness still exists in the top ten causes in 

the younger age groups; however general 
"Reducible" illness as cause of top trends and trends by age groups are 
10 causes of morbidity (hospital encouraging. This indicator would be 
discharges) ­ only gastroenteritis more useful ifstated for 1-4 and 4-15 year 
ispresently in top 10. Gastroen- age groups. AID emphasis in vaccination, 
teritis rank order: 1965-3rd, 1970- water and sanitation has been supportive. 
3rd, 1975-4th. As a percent of 
total hospital discharges - 1965 -
9.4%; 1975-5. 1%. 

3. It has not been possible to obtain 3. Because theGOC can make payments 
reasonable figures for Government for up to 3 years after the budgeted 
health expenditures as a percent of year, the true GOC health expenditures 
GNP. The Government health for 1974, 1975 and 1976 are not known. 
budget as a percent of GNP shows 
considerable variation by years Appendix A of this document expands on 
but generally has remained the the Colombia.n health financial situation 
same over the period 1970-1976. and the implication of the AID contribu­
(See Appendix A.) tion. 
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A. 1 Narrative Sunmary A. 2 Objectively Verifiable Indicators 

4. Medical consuttatio--s per population 
served per year in Public Health 

Facilities will increase from .3 in 1972 
to 2. 0 in 1980. 

5. The population growth rate will 

decline from Z. 9% in i973 to 2. 0% in 

1980. 
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A. 3 Achievements 	 A. 4 Comments 

4. Year 
1970 
1971 
1972 

Consultations/Pop Served 
47 

.47 
.49 

4. The 1972 consultation/population 
figure in A. 2 is low compared with the 
presently reported figures for unknown 
reasons, However, there is a trend of 

1973 
1974 

.48 
. 51 

increasing cons ultation/population but 
the increase is insufficient to reach 2. 0' 

1975 . 51 in 1980. 

1976 .52 

5. Popalation growth rate 	 As noted in previous years, the 
decrease in populatior growth rate is 

Year % remarkable. It is estimated that 50% 
1964 3.4 of this drop is due to active family 
1.973 2. 5 planning programs and "t is likely 
1977 2. 0 that the population growth zate will 

be less than 2%/y in 1980. The MUH 
Births/1000 pop 	1964 43.7 MCH program has provided about half 

1973 34.0 of the family planning services avail­
1977 29.0 able in Colombia. This program was 

assisted by this loan and UNFPA funds. 

General mortality 1964 t0.0 
1973 9.0 
1.977 9.0 

Comment 

The four years time frame of the loans, we believe is too short to show signifi­
cant changes in the goal indicators as a result of the loans, However, we 
believe the projects supported and progress achieved, as noted in the purpose 
and output sections, do contribute to goal improvements as shown by goal 
indicators. Health projects between GOC, England and Holland as well as 
AID's loan with INSFOPAL, also contribute to goal achievements. 
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B. 1 Nariative Summary 	 B. 2 Object've!y Verifiable Indicators 

Sector Purpose: 	 End of Project Satus (CY 77 
unless otherwise stat-9d), 

I. Creation of a regionalized 1. a. integration and regionaliza­
integrated health delivery - 1 sttm tion of all major health services 

in Colombia, including: established according to plan. 

- Provision of infrastructure 
to support the system. 

- Development of intra and 
inter-sectorial mechanisms of 
coordination. 

- Efforts to lower costs of 
system by cost effectiveness 
analysis. 

*See 1l t, 
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B. 3 Achievementi 	 B. 4 Comments 

l.a While no time phas- nian for the l.a See output section B for a descrip­
implementation of reg.nalization and tion of the Colombian ccnaception of 
integration of health S,-:rVice was regionalization and integration. These 
developed, these concepts have been are key concepts which shape and 
gradually and partially implemented affect nearly every facet of health 
through: services delivery inColombia. The 

Colombians have stated that their 
(1) Central government and MOH development and implementation is 

endorsement 	of the concepts; a 'process', implying they are con­
tinually evolving and not amenable to a 

(2) Development of graded levels quantified time linked plan. AID 
of care with progressive inclusion personnel felt that many components 
of government facilities into the of the concepts .ould be identified and 
scheme; treated in a quantifiable, timed fashion, 

and designed program conditions 
(3) The 1975 legal establishment to assist the process. The compo­

of 87 regions in the country for the nents and concepts have become 
provision of graded health clearer, and much progress has 
services; occurred especially related to rural 

service delive'y. On the other hand
 
(4) The defining and development the inclusion of all hospitals into 

of the rural health delivery component regionalization has been slow (see 
Modelo Anual de Cobertura-l (MAC-l). purpose indicator 2h); legal decree for 
Of the 200 planned for implementation regions required exter.sive time (see 
in 1976,166 were functional at the end purpose indicator If), resistance to 
of the year. 1800 are to be installed integration on the part of non-MOH 
by 1981 which will provide services health services such as the Social 
for the 35% of the population without Security health system, and slow 
adequate health service access; acceptance of new tasks required by 

regionalization (purpose indicator Ig)
 
(5) The MOH elaboration of all slowed the process. 

manuals of norms for service 
delivery at the state and region- AID trips have documented progress at 
al level; the lower service levels. While not 

completed as written this indicator has
 
(6) Transport improvement been extremely valuable for encourag­

through the MOH's acquisition of ing progress inthe important area of
 

more vehicles; and service delivery.
 

(7) Reassigning of tasks among 
health workers according to needs of 
service level - including delegation 
of function. 
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B. I Narrative Summary B. 2 Obj ectively Verifiable Indicators 

1. b. Increased delegation of 
functions to auxiliary, technical 
and paramedical personrnel. 

1. c. Intensified oui-reach servi,es. 

I. d. Intensified patien t referral, 

1.e. Increased T.A., supervision 
and evaluation from higher to 
lower levels. 
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B. 4 CommentsB. 3 Achievements 

1. b The development and initial 

implementation of the MAC-1 system 

solidified the concept of delegatior 

of function. In addition there has 

been a greater t-ercenLage increase 

in the number of lesser trained 
ofindividuals then in the number 

professionals. 

1. c The introduction of MAC-1 

(Modelo Anual de Cobertura local 

level) has increased outreach ser-

vices and the MOH states this level 

of care and outreach has priority 
level ofover MAC-Z and MAC-3 

services (regional and university 
From 1970 to 1976 thehospitals). 

percent increase in auxiliary 

personnel has been much greater 

than for professional personnel, 

See Appendix B. The number of 

functioning ICBF nurseries 

has nearly doubled in the past 2 

years. 

1. d Referral plans have been 


made. In 1975,the following per-


cents of total public facility 


consultations were 
referred: 

From centers & posts 3. 9 


From local hospitals 3. Z
 

From regional hospitals 1. 3
 

1. e The National Plan of Super-

vision has been implemented. Teams 

from the MOH composed of a doctor, 

nurse, dentist, engineer or veterinarian, 

administrator and statistician visited 


the State health departments in all 


States during this year. Norms have 


been developed by the MOH for 

1. b It seems to us that tis idea has 

1 of MOHbecorne an integrai componen 

plans as 'restructure of tasks. ' There 

are many areas of Colombia where 

health professionals are hesitant to 

agree tc this idea 'out we also are 

aware of the gradual acceptance by 

professionals in otht , areas. 

I. c Since the introduction of the MAC 

concept the Minister o; Health and 

many members of the Mii-stry of 

Health have changed bL=t the desire to 

extend services has remained firm and 

implementation is continuing. The 

present Minister has placed some 

additional emphasis on extension of ser­

vices in the cities b,,t apparently not at 

the expense of the rural areas. ICBF 

activity has been the result of receiving 

a large funding increase through. Law 27. 

(A 2% payroll tax providing ti,=ds only 

for ICBF nurseries for working mothers). 

1. d This is the first year tha' referral 

rates have been determined so it is not 

possible to tell whether there has been 

intensification. In comparison with MOH 

theoretically determined percent referral, 

these are quite low,. 

1. e This plan appears to be the most 

concrete step taken by the Ministry
 

to assure the implementation of a
 

system of supervision, Regional
 
levels is spotty.supervision of lower 


Several State health departments have
 

carried out supervisory programs in
 

the past.
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B. 2 Narrative Summary B. 2 Objectively Verifiable Indicators 

1. f. Health planning and admi­
nistration done on a regional 
basis for the majority of the 
major health regions of the country. 

1. g. More rational location, 
use, and staffing of health 
institution within each region. 

1. h. -Quality and quantity of 
professionals and auxiliary perso­
nnel and their efficiency increased 
through planned training and 
placement programs, improved 
curricula and incentives in relation to 
regionalized plan. 
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B. 3 Achievements B. 4 Comments 

supe_-vision at lower levels. Technical 
assistance from one unit or lev, l to 
another is on an "as requested by some­
(,me Tknow" basis. There is no formal 
iequest system nor is there a formal 
evaluation system. 

I. f The development of the 87 health I. f. Our field visits confirzm that the 
service regions as part of regionali- State health depaztmernts are aware that 
zation includes the idea that health this is to be done, However, whether 
planning and administration are to be it is done depends on wrt lhe_ a public 
done in the region for the region. This health physician is a7,,ailaYble to help the 
has not been achieved. region to do so. Thtee are difficulties 

locating sufficient persons of this type for 
each region. The GOC felt that the re­
gions had to fi:st b0 carefully defined and 
established by law. This was not 
completed until 1975. Presently efforts 
are underway to provide train-ed personnel 

in each region to do the Planning and 
administration. This was a reasonable 

indicator but implemer tatior has 
progressed slower than planned. 

1. g The development of the MAC 1. g. Dr. Eaton and grou2p completed
 
system has improved the location and in country work quite successfully
 
use of the peripheral health workers, and the general appr-ach was accepted
 
The hospitals continue to use the by the Colombians. The final report is
 
standard staffing patterns. Dr. David due early 1978.
 
Eaton, University of Texas, has been
 
working with the MOH to develop a
 
better method of locating facilities.
 

1. h An increase in quantity of health 1. h. Training has inc"'eased. Planned
 
workers has been a priority in placement of trained personnel is
 
terms of resource development in greatest for the lower skilled and,
 
Colombia. AID has assisted in with the exception of rural internship,
 
the development of a manual for almost non existant fcr professionals.
 
curriculum and, course design for This indicator should be wricten in more
 
health. No incentive programs measurable terms.
 
exist.
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B. 1 Narrative Summary B. 2 Objectively Verifiable Indicators 

1. i. A stronger single mechanisms 
for channeling funds, planning, designing 
and supervising implementation of 

National Hospital Plan. 

l.j. State health offices (21) 
with trained hospital auxiliary 
personnel preparing statistical 
tabulations. 

l.k. Implementation of strategy 
to strengthen capability of MOH 
Planning Office. 

1. 1. Hospital Fund reorganized and 
strengthened according to basic 
recommendations of PAHO. 

l.m. Vehicles distributed according 
to health delivery system requirements. 
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B. 3 Achievements B. 4 Comments 

1. i. All major reorganization is 1. i. Unquestionably FNH hospital 

complete. Through AID contracts, construction management has been 
assistance was provided in construc- improved. 
tion management. 

1. j. This exists. 1. j. Extensive trainLng of personnel 
in statistics has been completed at 
all levels and all State health depart­
ments have a t:ained statistician, Many 
new data collection forms have been 
designed, othei's up dated. A scheme 
for aggregation oi data af various levels 
has been implemetred. The improvements 
of data collection hra' been considerable. 
This indicator and associated topics 
should be included with Purpose 3 "Func­

tioning Health Sector Information System". 

1. k. The MOH planning office Lk. The planning offi*;e is becoming 
has been strengthened through a adequate and is much more capable of 
large increase in appropriate carrying out a planning function now than 
personnel. PAHO has and is in 1972. See Oukp its A "Improved 
providing technical assistance in Planning, Admi.istration and Evaluation 
this area. Personnel capability Systems." 
has also improved. 

1. 1. This has been done. 1. 1. The hospital fu.2d is much improved. 
This indicator should be joined with 
that of 1. i. 

I. m. AID vehicles from 069 were 1. m. Present irifo:tmation indicates that 
appropriately allocated. Plans for 15% of the 069 amb'alances are not equipped 
allocation of vehicles from 075 AID has-notified C30C that, according to 
exist. Approximately 50% of 075 our previous agreement, vehicles from 
vehicles will directly support the 075 destined to support the MAC may not 
MAC-l system. go to the departments which have not 

complied with the equipment requirement. 
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B. I Narrative Summary B. 2 Objectively Verifiable Indicators 

1. n. Staffing of medical institutions 
in accordance with levels of medical 
attention. 

1. o. Increased use of health facilities 
availability/Use ratio. 

1. p. % of deaths certified by 
physician increased. 

1. q. Regional hospital key organiza­
tion in providing in-service 
training and supervision to 
attached hospitals, health posts 
and centers in each region. 

1. r. Health posts manned by 
auxiliary nurses with scheduled 

doctor visits. 
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'1r The 	 ..IA9,dvelopnient s 

ashsuringthis at tih'19wer level 

standardI 'n:,the staff ingely.ten. 

L'develope'df or,: this; howe ver out 

platient, consultations /,population did 


.44increase: between 1970 and 1976,and' 

ho sopital:ptet.,as n dis'charg es 
--- increas ed'long'4-with a decrease in ­
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B.2 Objectively Verifiable IndicatorsB. 1 Narrative Sumnmary 

1. s. Ministries of Agriculture, 

Education and Health jointly pro­

viding coordinated services of 

rural primary education, agri-. 

culture exten-sion and credit, 

community dc;veiopmer-t and 

health in several selected 

rural concetratioris, 

l.t. Reduce cost for patient 

care in accordance with 

findingsof special studics and 

pilot programs by 1980. 

2. Emphasis on certain identified 

priority health problems. 

2.a. 	 Disappearance of reducible causes 

causes ofof death from list of top ten 

death within 10 years. 

2. b. Redc.cing morbidity and mortality 

rates among mothers, and children 

under 15 yrs. 



B. 3 Achievements B. 4 Comme:vs 

1. s. Both the Integrated Rural De- 1. s. It is our impressio. that coordina­

velopment fl'ogram (DRI) and the Na- tion among local level members of these 

tioral Nutrition and Food Program Ministries and areas is still less than 

(PAN) require coordination among optimum. 
these groups. 

1. t. An AID-GOC project started 1. t. The AID-OG '19', ' project dis­

in 1972 for determining health continuation was the result of multiple 

status change related to varioas factors including a very complex design, 

interventions and their cost was young somewhat ir:expe.:'ier.ced colombian 

discontinued in 1975. AID provided }: project worke.-s, 1-nsufficient Washington 

funds through AID ProAgs and . Technical Assi5':ance back up and indif-

Technical Assistance through AID ferent colomt-har:. admirisr.rative support. 

offices. PRIMOPS is providing much There are useul p::ojec':s and data 

useful information in this area. The gathering effoz:s i. t-.1i ar-ea. Whether 

National Health Survey will collect their results will b" u.sef . in -educing 

some micro economic data. patient costs remai.s to be seen, 

2.a. See goal indicator number 2. 2,a. See goal indicator number 2. This 

indicator duplication is unnecessary. 

2. b. Maternal mortality did not 2. b. Previous data indicated infant morta 

change between 1970-1975. There lity rate was 67/1000 tive births. MOH 

is no comparable data for determining now has presented the figure 77-83/1000 

any change in rates for children. for 1973. The [atiz is more accurate as 

it was based on tht; 197- census data and 

previous censuse3 did rot collect data to 
calculate this figx::e. The previous rates 

were based on data i;:om hosoitalsor from 

local surveys. Maternal mortality rate is 

based on hospital data. Underreporting 
affects both, and is being addressed by the 

MOH unit of information. 
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B. I Narrative Summary B. 2 Objectively Verifiable Indicators 

2. c. No. of children under 1, covered by-
GOC Maternal/Child care program 
increased from 67% in 1974 to 71% in 1977; 

coverage of children 1-4 years increased 
from 20% in 1974 to 37% in 1977. 

2.d. Progressive expansion of 
malaria, yellow fever and yaws 
control. Yaws surveillance to 
begin in 1976. 

2.e6.. Reauce mortality from measles, 
*h60pif.g coigh', 'and tetahug to 1.0, 
1' and'0..5, respectively per,100,.000 

Jnhabitgnts. 

2.f. Reduce morbidity from
 
dipkteria and p oliomyelitis to
 
rates of 1. 0 and 0. 1, respectively,
 
per 100,000 inhabitants.
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B. 2 Objectively Verifiable IndicatorsB. 1 Narrative Summary 

2. g. Reduce grade IlI protein­

calorie malnutrition in children 

uinder five years of age by 85 

per cent and grade H1 by 30 

per cent by 1980. 

2. h. All public hospitals will be 

incorporated into the regionalized 
system by 1976. 

2. i. Comadronas (empirical mid­

wives) will be operating in the 

system under pilot programs by 

1975. 

Z.j. Improved planning and ad­

ministration procedures, trained 

admin. personnel and equipment 

in use by 1974. 

2.k. Reduce water borne diseases 

by.provision of water systems to 

100%6 of the people in rural com­

munities (50-Z, 500 people); pro­

vision of sewage system to 40%6 

of the pepple in rural communi­
ties by 1979. 
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B3 §4 Conimen tsjpB. '3 "Achievement 

, ~TheFood and Nuitrition Plan sup-
SurveX late'196O's5 -indicated 2. g. 

ab it two thirds of the'children in pote throg:1Jat etopan I 075' 

affect i asepara te, nutritioni'loan is wellj
l~ow socio economic grou~r : 

unde r-way in the 4hre'- ed rtments-Th'd~~T cnsrvtivl 1nuriionan 
~ World 'Ban'kissupoth exeso 

, 

one" thirdof: the.,deaths of children 
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No surveys have: be endone. tion of~the~health survey ilprvd
trition. 

information on the urtn,snc he.new 
-of the poulatilon 

2'.The Ministry. hasbeeactive'in~V~2h. 'Many hospitals in Colombia 


are ownedbcmunte and private trying to develop a 'sin gl sstmo
 

'health' which require s incorporation of 
groups -such~as,the Church while others 

%existing resources such as the hospitals.
belong to~non health organizations~ such 

the miitary: dnd, social secdrity, and Several Ministers of Health have made 
as 

include 'church own. hos­
have'jndependant governling bodies. In~ special efforts to 

are 
many- cases Jhese ' groups, believe.,the' pitals4 and continuingi discus sions 


held with the, social security.,
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ilmt their Experience has shown that a i976 dea'd 
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au~'
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-This 

2. i. MOH has provided, some~training,2 ~omdrnaar-Prtof the 
to up grade the traditional midwife

4PRIMOPS: project, 
7, 

-

skills and -has~trained some .midwives 
-

promotoras.~'!~as 4 

2.j. T lie"MOH planning office hasf' 
2~4~2--This has occurred. improved since,197 .. Th~esonnelin 
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i1ndicatibn of a decreasing4importance~,.;+44 
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B. 1 Narrative Summary B. 2 Objective Verifiable Indicators 

3. Functioning Health Sector 3. Accurate, timely data being 
Information System. produced and used in Health 

Sector Planhing activities by 
1976. 

4. Strengthen Nutrition Planning 4. To contribute to the establishment of 
Capabilities of the Colombian a National Nutrition Planning Office with 
Government. an evaluation section and Coordination 

Committee which include various 
implementing agencies to develop and 
operate a national food and nutrition 
program. 
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B. 3~ c evemens 	 1 B. 4 Comments--'jj~;2 

'Percent p opulation,,cov~e4Aa<g~enrua~> 

communities of 5020pol
 

~1970~ 1976'~
 

*4,4{'~ I III ; i4 +, ;>$4. <4 - ...... . 

nere~~'tlztriu<3. T'his~was notlaccom lished' In 3:Mu'ch has~been accomplished 'here.f 
~ 	the past four, years "There are plans for, automnating. the data
 

and for the development of statistical
 
(1) All State Health Departments profiles, for use by State Hea'Ith'.Depart­

'hav-cuire d trained sltatisticians,. ments.-The notable progre IsIs. n~this 'area: 
is in greatpart to Dr., Luis Carlo9 ,Gomnez, 

>~Z)Mothospitals have received head of the MOH information'Unit." In the 
ei hei a trainedlstatistician or a initialAID analysis and -loan conhdition AID 

clerk trained in data handling, gross ly.overestimated the time'required' 
to develop a~good information systemiand 

()Ms f h qimn ordered recognized this in the earlier evaluations. 
-for data'handling has lbeen received. 

(4) :Improved forms -for' data collec-
t	 

-

L tipn,'have been designed and are 	 -$ 
* There has been 	 ""I(5) an impro.ement' 


inrelations,'between MOH and DAN
 

(6) A master, system I 

~has'-been design and:used.­

4 iAnclude, 4. 	-This Loa ups a.'chevinnt. 	 an purpos ehas'.:been<, 

accomplsed.>Te c oncept: of, MuIt i 
$(l)A ntolutitioh~ u plan was seto Nurto ben-g(1e natinal n~ r tds cto:ep rtin planning is ie-

*1 

devel~oped: an.isbing. suppor ed,- 4C-- ted'by~lan increasing. number of2>< 
~by World Bank and AID ,Lo0ans. individuals, in the' Colombi;an Agencies. 

2AMu..tisector Com.mittee ,was I 

formed~for approval of pilot .-- <1 > .­vI 

intervenxtion projects 'and trainiig.---,-	 ~ 111 

t7ie s tablished a.nd an evaluation
 
commtt& ~frmeto coordinatei
 

ev~ua~n activities. 
 1, 



- Z9 ­

19. 	 OUTPUTS AND !NPUTS 

- Outputs 

The 7 Categories of outputs listed here are aggregations of several hundred 
items reported on by the MOH. These categories were used in previous annual 
evaluation-; and we feel they still are appropriate groupings fo-r general comment 
over the longer time frame. Specific items as programmed and executed may be 
reviewed in "Informe sobre el Desarrollo de los Programas de Invesiorn del Sector 
Salud" for 1973, 1974, 1975 and 1976. 

A. 	 Improved Planning, Administration and Irnfomatioi.System 
(Ministry of Health) 

Progress: Without question we feel that these azeas have improved 
during the period of the loans. The MOH planning office has -nc.,ased in personnel 
within an expanded organization scheme and the office coo-d-nation with other 
branches of the MOH has improved. The section of the quarterly reports required 
by AID which refers to Planning, Administration and Informa!.ion has improved 
considerably, from the reporting of activity in terms of funds sp.-:t to a clear 
description of activities undertaken. The MOH has developed many good documents 
detailing norms and models which must be used by departments, hospitals and other 
facilities within the health system. In no year did all execured activities reach 
programmed levels for reasons that (1) funding was less than was budgeted and that 
(Z) priorities changed among scheduled projects, requiring personrel shifts within 
the planning office. This also may reflect some over ambitious programming on 
the part of MOH. The progress made in improving the health information system 
is outlined in the purpose section - 3 "Functioning Health Sector infoymation 
System," It is our impression that the advances made in these areas are in great 
part due to Colombian initiatives with the valuable technical assistance of short 
and long term technicians of PAHO. 

Comment: The first health sector analysis rr--umented the weakness 
of the MOH planning office and the need for an improved health data collection and 
compilation system; conditions were formulated within loan 069 for their improve­
ment. AID's greater understanding of the functioning of the MO plus the second 
health sector analysis resulted in a predisbursement condition in the second loan 
for improvement of the health administrative system. AID supported these efforts 
through disbursements to the MOH from both loans. It is our impression that the 
AID conditions plus funding provided encouragement and suppzrt to the MOH-PAHO 
efforts to plan and implement improvements in these areas at the central level. 
We believe that the MOH evaluation document of 1970-75 presented to AID in 
fulfillment of a loan condition (the first time MOH has made such an evaluation) is 
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further evidence of AlD-encouraged progress. The documert authors state that it 
has been sufficiently tseful that they will continue to produce it ann;ually. The same 
has beer. said for the quarterly report, though we have yet to s-(.; any following 
the loan irr.plernentation period. The improvements seen centVally are presently 
being extended to the peripheral facilities ar 1 units through disscmination of these 
new docments, seminars with personnel of L.,e facilities in their ,ase, implementa­
tion of centrally designed health forms, and training of key individuals trhroughout 
the country. Though our visits to outlying facilities have, in four yeays, shown some 
improvements in these areas, generally administration is not sirong, and formal 
planning rudimentary. If AID were to continue in Colombia, th'-. further improvement 

in administration at the regional and local levels, based on MOH norms, would 
be an area to support further. 

B. 	 Broader Personal Health Coverage by Selected Prog:_am 
(Ministry of Health, Colombian Fainily Welfare Insjtt%, 

National Planning Department) 

Progress: The programs supported in this category include extension 
of services through regionalization (including MAC) and integration, maternal­

child health (MCH), mental health, tuberculosis, nutrition and vacc>-nation 
programs. 

The concept of regionalization in Colombia has evolved to include 
(I) three levels of care (a) sophisticated highly specialized care given at the 
hospitals associated with medical schools (b) regional hospitals whiclh have the 

basic four specialities - surgery, pediatrics, medicine and obstetrics - gynecology, 
as well as general medical care and some speciality care (c) local level care 

including local small general hospitals, health centers (physician staffed out patient 
units) and health posts staffed by auxiliary nurses with associated promotoras 

(locally selected and trained visitors); (2) Definition of geographic areas; with 
population of 2-300, 000 persons where health services are planr_-d, implemented 
and evaluated by a selected regional hospital of the area; (-) Appropziate 
systems of patient referral, supervision, supply and community participation; and 
(4) Appropriate determination of tasks to be done by individuals at each level 

(delegation of function - reassignment of tasks) and appropriate staffing for each 
level. 

The 	concept of integration includes (1) The coordinati".,,n and u:ification, 

where appropriate, of the various government, social securit:;.. r),-ivate, etc., 
health services; and (2) The planning and implementation of personal health 
services of the regionalized system jointly with various vertical personal and 
environmental services such as rural sanitation programs and malaria and vaocina­

tion campaigns, 
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Within the first loan,AID sought to use program conditions to strengthen 

regionalization components - i. e., to study incentives which would assure staffing 

according to the regionalization scheme, to study the use of traditional midwives 

within the local heaith system and to improve supervision, patient referral and 

community participation. The incentive study made some snggestions but they 

were not influential in changing MOH programs. Genera!¢V staffirg is still a 

r-oblem, but the government has taken a stronger positi.,: v. personnel placement. 

'fhough pilot studies were done relating to comadronas (triaditional midwives) and 

trial teaching programs were tried in MOH it was not unti 1977 that both Servicio 

Nacional de Aprendizaje "SENA" and MOH planned additional courses for upgrading 

midwife skills. Supervision was recognized as an important component and some 

small studies were done; however, it was not until 1976 that the -MOHactually 

implemented a National Plan of Supervision. In terms of patiernt referral, much 

paper conceptualization has occurred but practical systems are still rudimentary. 

Community participh'tion emphasis resulted in the establishmt-nr of an Office of 

Community Participation in the MOH in 1975; some experimental studies were and 

still are being undertaken. By late 1974 there still was no time phase plan for 

regionalization implementation, so a condition was negotiated irL t!.e new loan to 

develop such plan. MOH resisted making the plan by insisting that regionalization 

is a process; however, at that time MOH with UNICEF Technical Assistance 

developed a very good rural service delivery plan (MAC-1) wi!;h costs, timed 

implementation and means of evaluation, which was accepted as fulfilling the 

condition. Since then MAC -I has been 8% implemented (vs planned 10%). AID has 

supported this by reprog -famming dollars from originally plan~ned support for a 

health telecommunication system to vehicles in support of MAC-1L The MOH 

continued to work on and refine components of regionalization emphasized by AID 

in the first loan. 

The main integration problem being attacked by MOH is how to better 

;coordinate and unify the Public health system with that of Social Security. Early 

attempts resulted in a doctor's strike and the discharge of the Minister of Labor. 

Working groups of the Ministry of Health and Social Security are now discussing 

the situation. 

The maternal and child care area has been an area of special interest 

to AID (Appendix C). This office of MOH had good planning and forward looking 

programming before the loans began. Country wide coverage has improved as 

evidenced by the increase in the number of municipios with MCH units from 286 

in 1969 to 816 in 1973 to 916 in 1976 (out of 942 in country). The coverage of under I 

year olds !or whom the MOH feels responsible, has inc:'eased dramatically by 

their calculation (Purpose indicator 2 c). The MCH unit has generally been strong 

in personnel and they have been assisted by full time PAHO and UNFPA advisors. 

AID has assisted their efforts with Loan peso funding untied to GOC counterpart. 
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Through 1he last 7 years the MCH expenditure as a % of total health expenditure has 
steadil, increased. The MCH unit in 1968 initiated the use of Promotoras for MCH 
service delivery. This worker Aas incorporated into the MAC delivery system 
during 1975-6 as was the MCH service component so that the MCH unit's involve­
ment in direct service delivery has begun to decrease. 

Vaccination coverage has increased (see purpose indicators Ze and f). 
Better planning has resulted in a greater execution of programmed shots; 
however, the absolute number of shots per year given during the loan periods
 
has decreased. Though it is our feeling that certain efficiencies have been
 
realized, the figures are underreported.
 

The young Mental Health program and the tuberculosis program reported
activities in generally non-helpful terms, though in 1976 some improvement was 
made especially related to the Mental Health program. 

Loan 075 funds directly supported the successful PRIMOPS (Programa 
de Investigaci6n en Modelos de Prestaci6n de Servicios de Slud) project for the 
purpose of developing and evaluating low cost health services delivery in poor 
urban barrios. This program demonstrated some cost effective approaches though
the final results are not complete yet. Ministry of Health personnel have kept 
close contact with the project. The project was contributory to the local service 
delivery development of the Ministry. 

Nutrition funds under Health Sector Loan 075 have contributed to 
developing the ongoing GOC national nutrition planning mechanism and to broadening 
the view of nutrition by the agencies working in the nutrition related areas. In 
October 1974, after President L6pez began his 1974-1978 presidential period, a 
National Food and Nutrition Plan was announced as one of the GOC principal 
programs. A Multisectorial Nutrition Committee composed of representatives
from the agricultural and health ministries, and the Colombian 7amily Welfare 
Institute (ICBF),. the Colombian Research Institute (lIT), the Naional Planning 
Department (DNP), AID, and some invited institutions, was organized tj help in 
the approval and guidance in spending AID-GOC funds, in the areas of nutf ition 
training, technical assistance and pilot projects and studies. 

The committee met approximately twice every month. Forty pilot 
projects and studies were implemented (US$500,000). All these studies and 
pilot projects assured that the proposed nutrition interventions were studied before 
larger programs were to be launched. 

In the area of technical assistance the services of 15 experts were 
contracted to provide specific services. Similarly ten people were trained at the 
graduate level (long term training, mainly masters), as well as over 20 people 
in short term training. 
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Comment: Regarding regionalization the AID contribution was to identify 
components and seek to have them strengthened through the use of loan conditions. 
We believe that this. oD'us other Mission efforts to assure that these areas were dealt 
with, did give them a higher visibility then before. Tho-.gh itwas and is difficult 
to know what direct irfluence AID had, we do believe that t>- AID approach did 
have considerable indirect effect. In the MCH program ATT) f r~ds did help expand 
the program. T!wrough other channels AID has been suppoztive of increasing family 
planning cfforts within MCH. It appears that AID did effectively assist in the 
increased vaccination coverage, even though the reported number of shots decreased. 
Further study would be required to determine the effect of the reporting problem; 
it is obvious that much remains to be done. The most direct influence of the Loans 
in this area was through the PRIMOPS and Nutrition funding. The nutrition influence 
was very positive through dollar and peso expenditure as well as direct assistance on 
the part of the AID personnel. We consider that the output of all Loan 075 nutrition 
efforts significantly contributed to the establishment of the necessary inputs of the 
GOC Nutrition Plan. 

C. Human Resources (Ministry of Health 

Progress: Throughout the four years of the loan the training for various 
positions was programmed and executed in clear quantitative terms. In only one 
year, 1974, did actual training exceed that programmed for both the aggregated 
professional group and the aggregated auxiliary-technician group (See Appendix B ). 
In other years execution ranged from 45 to 91% of programmed. Consistently, 
about twice as many months of training were completed for aitxiliaries and techni­
cians then for professionals. Consistently, the professional training budget and 
expenditures were larger than those of the auxiliary-technician group and when cuts 
were made, they were usually in the non professional group. The funding received 
one year for training affected the next year program accomplishments as can be 
seen in the following. The doubling of budget in 1973 resulted in the greater than 
100% target completion in 1974 (measured in months of training) and the continued 
higher budget in 1974 resulted in a significant increase in the target for 1975. 
However, the 1975 targets were 25-50% unfulfilled in part due to inflationary increases 
and subsequent loss of money value as well as government spending cuts. Financial 
cuts reduced the GOC amount and through the ratios also reduced the AID component 
with the result that long term professional committments were honored over short 
term auxiliary training (See Imputs lnaiicial - Comments). Irrespective of these 
factors the percentage and absolute numbers of p'romotoras and auxiliary nurses rose 
much faster than did physicians and nurses. This is true for all intervals from 1970 
to 1975;though in 1973 there was a bigger rise in promotoras than for other years. 
Considerable problems remain in appropriate personnel location. 

Comment: AID attempted to assist in this area through funds and the 
inclusion of three programmatic conditions in Jgan 069 which emphasized auxiliary 
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group training and one condition in Ipan 075 to strengthen hC Central Human Resources 
Division and carry out a comprehensive manpower survey in 197 5-1976. We 
believe the greater increases in trained auxiliaries than. p-ofessionals is consistant 
with 	ALD's loan purposes, and the marked Promotoras increase in 1973 was 
probably directly influenced by the Loan. AID, through a 1.an cordition., attempted 
to focus attention on delegation of function or reassigning of f£r,ctions to assure 
personnel and services where they were poor or non existant. 

Though AID realized that financial cuts in human resou:ces were falling
 
mainly on the auxiliary category.; bringing this to the attenticr, of the GOC had
 
no effect.
 

While the manpower study was not completed in 1976, a national inventory
 
of health workers, health education facilities and position tasks is i,:nderway.
 

D. 	 Health Protection (National Institute of Health (I .AS),_
 
Malaria Eradication Program (SEM)
 

Progress: The direct campaigns run by SEM - Malaria, Yellow Fever 
and Yaws - were carried out and reported in a very p.ofessioiai manner - (Summary 
Appendix D). SEM has received almost all budgeted funds and, ii 1.970 pesos, 
the annual amount has retained about the same annual purchasing power (t.l-ugh 
1970-75) through SEM indicates that prices in 1970 terms have increased. The 
Malaria spray coverage has decreased, and the percent ol positiie blood samples has 
increased. Generally, there seems to be a deterioration in the Country's Malaria 
situation. A similar trend has been noted elsewhere i- Latin Arn.ica. We believe 
the Malaria program is well run, and do believe they are co:rC.ct in noting increasing 
costs and population opposition to program as having caused much )- the present 
situation. To prevent Malaria spread the program has to ke,;-p -easonably contiruous 
field work going and as a result the SEM Malaria progran3 is ofter, i_, debt early in 
the year when flow of funds is poor. On occasions SEM has disc on'inue i or 
decreased their spraying program because of funding problems. Unfortunately, in 
1976,part of the program was stopped for a while because the boat carrying the 
insecticides arrived during a harbor strike and left without unioading. The 8 month 
delay in insecticide purchase through the loan due to Was-irngtcn's need to develop 
an environmental impact statement also was detrimental. The Yaws program 
continues to progress toward eradication of this disease in country. We expect 
Yaws eradication will be a reality in the 1980's under the prese:i. program. 

The INAS rural sanitation program (Appendix E), has always been an 
example of a well-designed and run program. The statistics showing increasing 
population coverage are impressive. The reliability of funding and timing of 
funding has been poor and in the recent past quite poor. Funds arrive late in the 
year which results in a poor annual execution of planned programs. By June of the 

http:co:rC.ct
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following year when the previous year's funds have been spent, the percent of project
completion had improved considerably. INAS personnel note that aqueducts are 
becoming more expes.ve because the unserved population is becoming more dispersed
requiring longer aqu.educts. The average number of persons served by each new 
aqueduct is decreasing each year. 

£_Ltarmsat: Through the loans, AID tried to assist in the extension of 
coverage cf thu Malaiia, Yellow Fever and Yaws programs and both iQans had
 
program conditions related to using SEM personnel to provide health education and
 
basic health care services. Regarding the first point, the difficulties of program
extensions which are occurring in the Malaria program, noted above, are in part
 
nut of the hands of SEM and the situation in Colombia is not unique to Colombia. It
 
is difficult to know if the situation would have been 
worse without AID's assistance to

SEM. The Yellow Fever programs and the Yaws programs 
have been more successful. 
The study to determine whether SEM personnel might provide additional health
 
service was done in conjunction with UNICEF, with the result that it 
was feasible.
 
Though a plan was developed as required in loan 075, the study results were not
 
extended partially because the MOH was developing the MACs for service extension. 

The extension of rural sanitation through INA5 was a program of
 
considerable interest to AID as 
seen by the funds programmed for it and the five
 
program conditions which were in the loans. The conditions were acceptably

completed. The actual numbers 
of rural sanitation projects completed have remained 
about the same each year despite variable late program funding. Budget cuts were 
made ir the INAS budget'vhich rtsulted'in decreased GOC fuulds available for rural 
sanitation and therefore a decrease in AID disbursement for this program. Our dis­
cussions with regional INAS professionals always seemed to indicate funding was 
their main problem - that they could and would do more if the funds would come. 
AID's leverage was insufficient to assure that the program could be funded as 
desired, however, we believe the fulfillment of programmatic conditions did result in 
increasing Colombian attention in those areas; also the aqueducts are becoming more 
expensive and on the average new ones serve fewer people. 

E. 	 Facility Construction, Production and Acquisition of
 
Complementary Inputs (National Hospital Fund (FNH)/
 
Ministry of Health/National Institute of Health/Malaria
 
Program/National Planning Department).
 

Progress: Regarding facility construction between 1971 and 1976, the 
completion of new hospital construction and addition of new beds mainly at thewas 
regional level (16 vs 11 at local level and 2 university), while completion of remodeling
and expansion occurred mainly at the local level. The number of hospital beds has 
fluctuated only slightly since the early 196 0s and therefore the bed /population ratio 
has been progressively decreasing. Further review indicates the total country 

http:expes.ve
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hospital occupancy rate has stayed about the same while t .:.e a,.-ez.age length of hospital 
stay has decreased and the discharges/bed have increased. T'e reasonable 
interpretation is that an increase in bed cfficiency has be.': reaized. The Ministry 
has dropped the idea of norms of beds/different 1-opulation ccn.c.tration for a 
strategy of improving the use of the existmrg beds and ratLi-x;alizirg the location of 
future beds. The FNII has reorganized and imoroved their ability to organize and 
monitor multiple projects; however, we have not been impressed with their 
ability to display their plans and plan execution, though some irrprovement has been 
made during this tirne. There has been an increase in Gove:-nMent out patient 
facilities from 1885 in 1973 13 Z140 in 1975. Silce 1972. FNITxocnditures have become 
an increasingly high percentage of the total health expe:nditur.'es. 

Production of biologicals (Appendix E) has beer. ;-aziable when comparing 
accomplishments with plans reflecting changing priorities Vithin a given year, It 
is difficult to appreciate GOC reasoning for non-attainment of programmed 
vaccinations when prnduction is much higher than shcis given and GOC notes vaccina­
tion shortage. 

Comment: AID did not p,-ovide any funds to F NI-I -_,,,an 069 until FNH 
had adequately demonstrated thei, ability to carry out hospIta! expansion and project 
remodeling. This was satisfied when FNH had completud th._ FNE{-PAHO reorganiza­
tion plan. Under the second Igan,FNH was to complete a stiudy of noims and standard­
ization of construction and equipmnent criteria for hos pitals health posts and centers. 
The study for health posts and centers was well done. That for Lostitals delayed; 
AID finall y accepted a preliminary document for the local hospital level.. This 
study is now progressing well. AID provided Technical Assistance from. a hospital 
architect and also 3 members of a ccnstruction managemrnet firm. Without question, 
all of this assistance, combined with long term PAHO assistance, has improved 
FNH. AID also provided a small amount of financial ass'stance for local hospital 
expansion and remodeling and health post construction. 

F. 	 Loan Commodity Purchase 

069 - One million dollars purchased 198 vehicles which were appropriately 
located. 

075 - There were $5, 000, 000' available for the purchase of commodities. 
(Appendix F). Procurement activities did not really start until CY 1976 due to 
delays in equipment specification (GOC) and insecticide approval (AID 1 year). The 
purchase status of the three letters of commitment as of Octobe: 1977 are summarized 
in the charts and discussion as follows: 

* Previous evaluation noted $5: Z50, 000 which was actually $5, 246, 000 (Section 1. 02 

of the Loan Agreement). $246, 000 was alloted to Technical Assistance and 
Training "services. " 
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1. National Institute of Health (INAS) 

Letter of Commitment #514-u-07504 for $870, 500 expiring April 30,
 
1978.
 

All negotiations have been completed and INAS awaits arrival in port of only 
two groups of equipment. The major problem has been the customs clearance of 
the purchased equipment, with extensive delays caused by misunderstanding of 
Colombian laws or lack of funds on the part of INAS. 

2. National Hospital Fund (FNH) 

Letter of Commitment #514-u-07506 for $949, 500 expiring April 30,
 
1978.
 

This procurement (elevators) represented the first application of usage of 
Colombian Law 150 (procurement procedures). This contract was delayed for 7 
months awaiting for complex approval process now required for all direct GOC 
procurements in excess of $273, 000. The contract was approved by the Minister of 
Health, the Council of Ministers, the Presidency and the Council of State. 

3. Ministry of Health (MOH) 

Letter of Commitment #514-u-07505 for $3,180, 000 expiring April
 
30, 1978.
 

All equipment initially planned for procurement by SEM and FNH together 
with MOH were combined into a single procurement effort. * The resultant IFB 
was rebid two times due to the failure of multiple prospective suppliers who 
submitted incomplete bids. This procurement (except for a rebid of outboard 
motors and malathion) is i, the contract approval stage. It is expected that due to 
experience gained by the MOH staff in handling the Law 150 approval process for 
the FNH elevators, the contract will be approved by the GOC with minimal delays 
(two months). 

Comment: Due to increased GOC centralization, Law 150 and lack of 
exception for Government entities to avoid complicated importation rules, procurermert 
remains a slow frustrating process. Delays are not caused by the IFB system but 
the multiple of approvals required for importation and nationalization. It is 
apparent the Colombian institutions have little control or working knowledge of the 
bureaucratic importation system. These delays did slow down the INAS well 
drilling effort and the SEM malaria spray program. However in the case of MOH 
communications program, TA revealed that they should not undertake this costly 
project and allowed them to reprogram funds to replace their aging ambulance fleet 
and expand that service to rural areas. 

* Telecommunication equipment planned for MOH purchase was evaluated to be too 
costly and was dropped from the program; and other groups of equipment (ambulances, 
insecticides) were expanded. 
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G. Res earrh (Mvinistiy of Health, National Institue, o' Health) 

Progress The National Institute of Health has been and is carrying on 
much biomedical research and continuous monitoring of -,azi,r3 biomedical indica­
tors. The work is of high quality but it has been difficult to design adequate 
progress indicators for the projects. The unit of applied research has been quite 
active and now is almost entirely devoted to the National Hlealt!. Survey which is 
presently underway. A Dizection of Research was set up in t'-.e Ministry of Health 
in 1974. This has become a very active unit both in'deter min-ig research priorities 
as well as facilitating national and binational research. 

Comment: AID has contributed funds to the ca lying out of biomedical 
research and has tried with only partial success to improve. the means of monitoring 
the progress of such research. Of greater interest to AID has seen the successful 
initiation and completion of the National Health Survey. Th:uugri nun loan sources 
AID has provided financial and technical help. The survey desigin is very good. 
The sampling system was developed in the MOH unit of information (supported by 
AID) and the initial field stands have been completed. We have not been involved at 
all with the development of the Diiection of Research in MOIL 
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LOAN 069 (000,000 pesos)
 

TN.PUT 
A. Financial 1973 1974 

Prg. Actual %Ex. Prg. Actual % Ex. 

1. 	 AID funds requiring
 
GOC counterpart
 

A. 	 MOH 
GOC 142.3 118.8 83. 5 200. 3 124.2 62 
AID 35.1 35.1 100.0 73.3 48.8 66 
Total 177.4 153. 9 86. 8 273.6 173.0 64 

B. 	 SEM 
GOC 152.9 99.4 65.0 141.1 133.4 94 
AID 30.0 30.0 100.0 31.0 29.6 95 
Total 182. 0 129.4 70.7 172. 1 163.0 95 

C. 	 FNH 
GOC 198.0 175.7 88.7 258. Z 179.0 69 
AID 42.2 32.2 100.0 55.5 38.9 70 
Total 230.2 207.9 90.3 313.7 217.9 69 

D. 	 ICBF 
GOC 303.0 342. 3 113.0 356. 7 362. 8 102 
AID 12.9 12.9 100.0 6.3 6.3 100 
Total 315.9 355. 2 112.4 363.0 369.1 101 

E. 	 INPES 
GOC 196.5 120. 7 61.4 201. 0 149.3 74 
AID 87.0 87.0 100.0 103.0 76.6 74 
Total 283. 5 207.7 73. 2 304.0 225.9 74 

HI. 	 AID funds not requiring GOC counterpart 

PRIMOPS
 
MCH
 
DNP
 
Total
 

III. 	 SECTOR 
GOC 992. 7 856.9 86.3 1,157.3 948.7 80 
AID 197. Z 197.2 100.0 269.1 200.2 81 

1,189.9 1,054.1 88.6 1,426.4 1,148.9 80 

(4) Law 27 passed in 1975 increased considerably their income. 
(5) Carry-ower from Loan 069 was for a total of 70 million pesos. 
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LOAN 075 (000,000 pesos) 

1975 

(5) Actual 
Carry L oan 
Over 075 
Loan 
069 

264.2 	 197.0 
104. 	Z 50.4 37.7(l) 
369.0 	 285.1 

117.0 	 126.8 
28.4 .4 28.0 

145.4 	 155.2 

329.4 	 205.0 
5.1 1.5 1.7 

334. 	5 208. 2 

626.4 	 1, 395.7(4) 
20.0 	 20.0 

646.4 	 1,159.7 

174.6 	 139.2 
91.3 17.7 52.4(2) 

Z65. 9 209. 3 

2.0 	 2.0 
30.0 	 28.3 
7.6 	 7.6 

40.1 	 37.9 

1, 511.6 	 1, 807, 7 
257. 2 210.8 

1,768.8 2,018.6 

% Ex, 

74.6 
84.1 
71.2 

108.4 
100.0 
107.0 

62. 2 
62.2 
62.4 

131. 9 
100.0 
179.4 

79.7 
76.8 
78.7 

100.0 
92.8(3) 

[00.0 

94,5 


119.6 
81. 9 

114.1 

Prz. 

371.6 
89.5 

461.1 

161.0 
22,0 

183.0 

269. 5 
5.0 

274.0 

529.0 
18.0 

547.0 

244.4 
64,5 

308.9 

2.0 
32. 0 

8.0 
42.0 

1, 575.5 
207.0 

1,782. 5 

1976 

Actual 

268, 9 
89.5 

358.4 

147.3 
22.0 

109, 3 

269, 5 
5 0 

274.0 

529.0 
18.0 

547.0 

215.1 
64.5 

279.6 

2.0 
32. 0 

8.0 
42.0 

1,429. 8 
207.0 

1, 636.8 

%Ex. 

72.3 
100.0 

77. 7 

91.5 
100.0 
92. 5 

100.0 
100.0 
100.0 

100.0 
100.0 
100.0 

88.0 
100.0 
90.5 

100.0 
100. 	0 
100. 	 0 
100.0 

90.7 
100 0 

91.8 

(1) 	 2, 781, 000 pesos were not disbursed due to overdisbursement in 1974. 
(2) 	 Two different INAS program categories were funded independantly - Research and 

Rural Sanitation 
(3) 	 Established loantarget was higher than Colombian budget law. AID paid against budgel 

law. 
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B. Non-Financial 

GOC - Non financial inputs consist of the personnel, capital, policies and 

legal systems of the GOC, MOH and health related government agencies. 

AID - Non financial inputs included the Mission staff and assorted Technical 

Assistance such as Bob Douglass - hospital architect, and George Gehr Telecom­

munications - specialist. 

Comment 

In 1973 AID peso disbursements to GOC were based on program accomplish­

m.t tt and need, From 1974 on the pesos were still based on program progress 

but were tied to GOC disbursements based on ratios. Due to the 1974 GOC financial 
situation AID elected to relax the ratios a bit to assure continued program progress. 
In every year the GOC disbursement was slow at the beginning of the year and 
nearly 50% of GOC disbursements were made in the last 3-4 months of the year 

which means the AID disbursements were also slow. Nearly 30% of GOC payment 
each year went into reservas to be certified and used the following year for business 

of the previous year. This, at times, also resulted in AID funds being unused for 

several months while the certification process was underway. Also in the first loan 
AID payments made to GOC did not always pass directly to the implementing GOC 

agency but were held up in special accounts. 

In every year ICBF received more than was budgeted, through preferential 

government treatment related to welfare bonds and Law 27. INAS, MOH and FNH 
generally received 90% or less of the funds budgeted for them. After 1973 SEM 

received most of what was budgeted each year. 

Since AID funds had been channeled to specific activities in the sector, the 
reduction of our disbursements because of lack of GOC counterpart had a peculiar 

effect. That is, those programs which we felt were priority and had been 

scheduled to receive AID funds suffered because of this cut in disbursements by 

GOC and then again by AID. These included the training of paramedical personnel 

by the MOH and the rural sewer and water programs of INIAS. 

AID's recognition that too often in the first loan AID funds (Health arid other) 

were sitting idle in GOC special accounts resulted in a change in the AID disburse­

ment mechanism. This of course, solved AID's problem and increased GOC's 
attention on their own disbursement system; however, GOC improvements were 

minimal. 
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The quarterly report required by AID from GOC included extensive financial 
reporting along with activity repo:t.ing. Inconsistancies, e::zors, financial (and 
activity) problens as well as success were discussed after each report with the 
GOC responsible pe.rsonnel. Correccions were made in both areas but mainly in 
the activity sections. 

Regarding non financial i.ots the GOC health leaders hip fluctuated 
(See 16-B - External factors) but a body of civil servants remained to provide 
continuity during these change.. We aie espec.ally indebted to Jaime G6rmez in 
DNP during these periods. The" periods of pul tlcal-change were reflected in 
increased difficulties in comp.ieting loan requizements. iS,-,h as the programmatic 
conditions.) As the GOC personnel attention was directed tcv'a:d defining new policy 
or change in policy and funding need-, the quality of the loan condition submissions 
declined and on several occasions AID requested that: thp d., -n-,ents be done again. 
Also the GOC ability to handle administrative matters wih dispatch and accuracy 
was frequently limited. The enactment of Law 150 :requi:i:,g a lengthy purchase 
approval process greatly hindered AID dollar purchase (See- Outputs F "Loan 
Commodity Purchase"), 

AID/C was fortrniate in having considerable staff.or.,ui>- during the 
loan period. When the project manager left, the new pr j-cct manager had been 
present in the Mission since the init: a. loan discus..ions, However, U.S. Govern­
ment policies at times hindered the p orgram sucL as whve the 'nsecticide procure­
ment process was held up 8 months while an en:ionmer (a inipact statement was 
being developed. 

AID determined early that the (30C and MOH were technicaily capable of 
handling all phases of the loan and as a z-esuit Technical Assistance was a minimal 
component except in nutrition plan development. 
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22. LESSONS LEARNED
 

A. Original Assumptions. Health Sector Loan II folloved and overlapped 
an earlier loan for similar objectives; although designed and largely negotiated 
late in the four-year term of office of one Colombian administration, it was 
signed and implemented under a successor administration. It was originally 
assumed that national budget allocations and program emphasis would continue 
in accord with negotiations and patterns set under the earlier administration. 
This, however, was not always the case. Allocations were less than anticipated 
in certain areas, frequently delayed, and too often locked in end-of-year "reser­
vas" for recertification and subsequent release in the following year. 

Lessons Learned: (1) Sector loan disbursement levels and schedules 
should not be directly linked to the annually legislated budget, which may be 

variable and unpredictable. (2) Original assumptions should be reviewed 
periodically, with project design revisions as appropriate. (3) When there are 
major government changes or changes or key host country personnel, AID must 
assure that they become conversant with and honor the commitments of the 
ongoing loan. 

B. Allocations to Agencies. Loan disbursements were based on the 
needs of sector agency programs to be supported rather than on specific project 
investments, and were made in a fixed ratio to counterpart negotiated with the 
GOC. Reductions and delays in counterpart budget releases frequently led to 
corresponding reductions and delays in loan disbursements, with resulting 
shortfalls in implementation. 

Lessons Learned: (1) Linking sector loan disbursements to 
counterpart levels provided is, at best, a risky and uncertain means of 
achieving levels of host government sector support. (2) Linking sector loan 
funding to increments of technical or physical change may result in such 
change, but ofZers little assurance of sustained host government budget 
support at the new levels required. (3) Successive and overlapping loans 
to the same sector result in excessive mission workload in project monitoring 
and differentiating between funding sources, and in maintaining TDD disci­
pline. (4) Any future sector lending plans by AID should carefully consider 
application of the Fixed Amount Reimbursement (FAR) technique. 

C. Loan Development, Implementation Management & Monitoring. 
Multiple agency participation in this loan and its complexity resulted in a great 
amount of USAID/C staff time required for management and monitoring, and 
contributed to delays in implementation. 
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Lessons Learned- (W'Loan developmert personnel must include 
key individuals from the host country implementing ager;.(es and offices to 
assure realistic design and expecta Ions. (2) Des.ign of Ks type of loan should 
require as a Condition Precedent the establishment of a nost country manage­
ment structure for loan implementation, i. e. a single central project manager 
and sub project agency managers, a cooe-d.nated str':ctured communications 

system and standard reporting fcK mats for the life of the project. (3) When 
developing the loan there must be a careiul decision regarding the depth of 
monitoring and evaluation which can be done interms of personnel available. 
The U.S. Mission role in implementation management and monitoring might be 
minimized by use of the Fixed Amount Reimbursement technique. 

D. Evaluation. Some of the original end-of-project status and progress 
indicators proved cumbersome and ineffective in achieving +eir monitoring/ 
evaluation purpose, and some basic assumptions proved invalid. 

Lessons Learned: (1) Periodic evaluations done collaboraLively with 
the borrower and participating agencies each year should be accompanied by 
suitable revisions in assumptions, EOPS and progress indicators. (Z) Where 
host country and AID funds are coi ingled to achieve an output, it is difficult 
to identify the AID contribution and its impact. 
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FINANCIAL ANALYSIS OF ITEMS OF INTEREST 

Several facets of the Loan program which have been discussed at various 
times include: 

(I) Can the effect of the health sector loans on the health sector be demonstrated 
by an increase in GOC budget or expenditures for health; 

(2) Did the areas within the health sector preferentially suppot ted by AID also 
re-eive preferential treatment in the GOC budget an expenditure process. We 
have found it difficult to evaluate the expendituresespecially in relation to the budget 
-cause final expenditures for a given year may not be made for three additional 
years, and;
 

(3) Have the budgeted or expended central government health pesos increased 
per inhabitant for whom the central governmext feels responsible? 

The following comments and data address these questions: 

Inflation has been a significant factor in the Colombian economy. While the 
central government budget appears to have increased considerably, in constant 
pesos the purchasing capability has actually decreased between 1970 and 1976. The 
government health budget has increased; however, the investment portion has 
actually decreased in constant pesos. Although the operating budget doubled in 
constant pesos between 1970 and 1976, the amount available to the central govern­
ment actually was cut in half. The remainder consists of transfers of Situado Fiscal 
and liquor tax for direct support of departmental health programs. This does 
indicate increased dipersion of health funds from the national to the departmental 
governments consistant with the MOH policy of centralized development of norms, 
peripheral program implementat; t. 

At most, the health budget as a percent of GNP has not increased and may have 
decreased slightly. As a percent of the entire government budget, the health 
budget did increase significantly and appears to have done so in relation to the 
Loans. 

Concerning the central government amount budgeted/inhabitant the amount has 
been variable but without significant change. 
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Two graphs indicate that the healih sector has increased mcre than two 
other sectors AID has interest in ie. , Agzicultural and Education. 

In terms of influencing tlhe ditribh-tion of fands withi:. the Health budget, 
it appears that the AID funds sippor,.td the general MCII and human resources trendsc 
receiving an increased parce ., of b,.dget. A .J provided a little support for 
FNH and that support was for r zn~odeling and increasing facilities - no new 
construction. The FNH expenditures as a percent of total health expenditures 
were unchanged by (did not decrease) AIDs lack of attention. The loan may have 
been of some assistance in the increased 1973 - 1975 INAS expenditures though 
this obviously did not continue into 1976, 

http:sippor,.td
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SELECTED BUDGET ITEMS 

1970 - 1976 Base year - 1970 - 100 

Detail 
1. GNP Current prices 

1970 pesos 

1970 
130. 361 
130.361 

1971 
152. 262 
137. 918 

1972 
186.092 
148.635 

11973 
243.235 
159.185 

11974 
1329.155 
1168. 797 

1975 
419.012 
176. 500 

1976 
557.899 
185.348 

2. Central Govt. Current 
Budget (CGB) 1970 Ps. 

18. 455. 8 
18. 455. 8 

2Z. 534.1 
20. 411.3 

24. 587.4 
19. 638.4 

30. 333.4 
19. 851. 7 

30. 303. 2 
15. 540. 1 

34. 854. 1 
14. 681. 6 

53. 386.5 
17. 736. 3 

3. Central Govt. Current 
Health Budget 1970 Ps. 
(CGHB) 

1. 310.3 
1.310.3 

1. 635.5 
1.481.4 

1. 671.3 
1. 334.9 

2.239.7 
1. 465.7 

3.441.4 
1.764.8 

3.552. 0 
1.496. 2 

5. 270.0 
1.750.8 

4. Central Govt. 
Health Invest. Current 
Budget (CGHIB)1970 Ps. 

920 
920 

1.144.1 
1. 036.3 

1.183.5 
945.3 

1.467.3 
960. 3 

2.348.7 
1. Z04.5 

1. 753. 2 
738.5 

2. 572. 9 
854.7 

5. Central Govt. 
Health Opert. 
Budget
(CCHOB) 

Current 

1970 Ps. 

1 389. 7 

389. 7 

491.5 

445. 1 

487.8 

389.6 

772.3 

505.4 

1. 092.6 

560. 2 

1. 098.6 

757.7 

2. 697.1 

896.0 

6. Central C-zovt. Current 
Health Operating 
Budget minos direct 
Transfers* 1970 Ps. 

389.7 

389.7 

491.5 

445.1 

487.8 

389.6 

772. 3 

505.4 

380.6 

195. 2 

383. 1 

163.5 

451.0 

149. 8 

Sources: Banco de la Repiiblica - Cuentas Nacionalcs de Colombia 1970-1975 
Contraloria General de la Repdblica - Informe Financiero 1970-1975 
Departamento Nacional de Planeaci6n - Documento 

-Situado Fiscal and Liquor Tax were excluded. 
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CENTRAL GOV.NMFNT HEALTH BUDGET AS 
%OF GNP 

(A) ( ) OGHB as CGHB + AID ,s 

Year CGHB* AID GNP % OF GNP % OF GNP_ 
D
(1) (2) C.") (1)/(3) 	 (1)/(Z)+(3) 

1970 1310.0 -0- [30., 361 1. 00 1. 00 
1971 1635.5 -0- 152. 262 1. 07 1. 07 
1972 1671.3 -0- .86. 092 .89 .89 
1973 2067.5 172.2 243.235 .85 .92 
1974 3172.1 269.3 329.155 . 96 1 04 
1975 3302.4 249.6 419. 012 .78 .84 
1976 5063.0 207.0 557° 899 .90 .94 

CENTRAL GOVERNMENT HEALTH BUDGET 
AS % OF CENTRAL GOVERNMENT 

B UDGET 

Year 0GHB AID CGB'T.* 	 CGHB as % of CGHB + AID as 

CGB ___ of CGB 
()(2) 	 (3) (!"'/(3) (1)/(3)+(Z) 

1970 1310.0 -0- 18.455.8 7.09 7.09 
1971 1635.5 -0- 22.534, 1 7.25 7.25 
1972 1671.3 -0- 24. 587.4 6.79 6.79 
1973 2067.5 172. 2 30. 333.4 6. 81 7.38 
1974 317Z, 1 269. 3 30. 303. 2 0 46 11. 36 
1975 3302.4 249.6 34.854.1 9.47 10.19 
1976 (c) 5063.0 207., 0 53, 386. 5 9.48 9.87 

*CGHB - Central Government Health Budget 
**CGB - Central Government Budget 

(A) Contralorra General de la Rep6blica - Informe Financiero 1970-1975 
(B) Banco de Ia Repiblica - Cuentas Nacionales 	de Colombia 1970-1975 
(C) The 1976 information was provided by DNP thru Public investment. 
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HEALTH BUDGET PESOS/INDIVIDUAL COVERED BY NATIONAL HEALTH SYSTEM 

Health Bjdget Current Health Budget Constant (1970 Pesos) 

Populationiz Values at Pesos At Values at Pesos Change 
Year - Population (I) Covered Current per Constant per from Pre­

by NHS Prices (2) Inhabitant Prices Inhabitant vious Year 

1970 21.138 15.642. 1 1. 310.3 83.76 1. 310.3 83.76­
1971 21. 746 16. 092. 0 1. 635. 5 101. 63 1.481,4 9Z. 06 + 8. 30 
1972 22.362 16. 547.8 1. 671. 3 100.99 1.334.9 80.67 - 11. 39 
1973 22. 983 17. 007.4 2. 239.7 131. 69 1. 465. 7 86.18 + 5.51 
1974 23. 619 17. 478.0 3.441.4 196.89 1. 764.8 100.97 + 14.79 
1975 24. 258 17. 950.9 3.552. 0 197.87 1. 496.2 83.35 - 17.62 
1976 24. 743 18. 309.8 5. Z70. 0 287. 8Z 1. 750.8 93.62 + 12. 27 

74% of total population. 

(1) Lordofio et al. - Descenso de la Fecundidad y Planificaci6n Familiar en Colombia 1964-1975. 
(2) Contralorfa General de la Repciblica - Informe Financiero 
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EXECUTED INVESTMEINT BUDGET (%) 

PROGRAM 	 1970 1971 1972 1973 1974 1975 1976 

1. Admin. Health Sector -0- .52 .51 .93 Z. 45 1. Z9 1.Z4 
2. Medical attention .3Z 3. 58 ,47 . 4 3 .z . zz .90 
3.MCH 1,63 . .3i Z.13 Z.27 1.76 2.78 3.44 
4. Environmental san. 9.15 .89I , 96 1.571 1.09 1. 5Z 1. 54 
5. Epidemiology 	 -0- -0- I -0 -0-- 1, 80 1.10 Z.67 
6. Human Resources 1.81 11.36 2,66 5.74 4.42 5.34 4.05 
7. SEM 	 12.20 8.25 10.21 9.Z4 8. 28 11.34 6.55 
8. FNH 	 4,83 .1 7 80 1Z. 21 30.73 16.25 15.4Z 
9. Rural 	Sanitation' -0- 8 i -. 17 11.63 0.26 12.29 8.80 
10. Rest INAS 	 -0- 1 50 1, 97 19 .49 .83 .76 
11. ICBF 	 30, 1 I 24. 48 J.31.49 123.62 17. 51 18.71 23.51 
12. Insfopal 31. 571 31 . I 34.46 29.13 19. 28 27.42 29.59 
13.Other 7 . 6 E 2.46 17 1, 26 72 .91 1. 53 

Total 	 100. 00 100.00 100o00 100.0 1100.00 100. 00 100. 00 

Source: 	 Informe Financiero de !a Contralorfa Genera. de la Rep6blica 1970-75 
Anexo II al Informe Financiero de 1976. 

*In 1970 	Rural Sanitation was paid of Environmental Sanitation. 
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CENTRAL GOVERNMENT HEALTH BUDGET CURRENT PESOS AND 1970 PESOS 
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MONTHS OF TRAINING PROGRAMMED/EXECUTED BY LOAN YEAR 

1973 11.974 1975 1976 

Col. Col. Col. Col. 
o, :Pgm. - Exec, Prn.g Exec. % LT z _ Pgm. Exec. .%--'- LT Pgm. Exec, % 

Profes ional I 1 
Months/Year 11179 8209 73 7625 7987 104 17000 9491 7160 75 7000 7593 7253 91 

Auxiliary 

Technician 15565 13231 85 14276 18119 127 25500 26051 12834 49 26200 23701 15561 65 

Months/Year I I I I 

*Col. Pgm. - Programmed in the Colombian Ministry of Health 
**LT - Loan Targets - a Colombian-AID decision determined at least a year before Col. Pgm. 

**0/ % Exec 
Col. Pgm. 

AVAILABILITY OF MEDICAL & PARAMEDICAL PERSONNEL 

TYPE OF HUMAN TRAINED CUMULATIVE TOTAL AVAILABLE 
RESOURCES 1970 1971 1973 1973 19741 1975 1970 11971 1972 1973 1974 L975 
Doctors 499 433 557 347 686 565 9. 2661 9. 614 9. 992 10. 421 10. 982 11. 504 

Denti:ts 163 80 207 195 140 188 4. 256 4. 336 4. 543 4 738 4. 878 5. 066 
Nurses 131 164 214 320 279 389 2.100 2.264 2.478 2.798 3.077 3.448 

Nurse/Auxiliar 1.017 1.221 1.125 1.339 1.572 1.394 6.132 7.353 8.498 9. 817 11. 389 12. 783 
Promotoras 1.120 616 690 1.305 1.617 1.487 1. 507 1.622 1.717 2. 334 3. 186 4. 003 

SOURCE- Direcci6rn de Recursos Humanos 
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AVAILABILITY OF MEDICAL. & PARAMEDICAL PERSONNEL 

TYPE OF Available per 100, 00 persons_ 
HUMAN RESOURCE 90V 971 __1972 K97' I 19'4' 975 

Durtr;. -,: 44.6 41, 45- 46A. ~4'1.2 148,0 

Dentists 20.5 20. 3 0. 6.0 

II I
Nu44ses 10.817 10.6 . 1, 2 '11 4 

Nurse/_hux. 9. 5 4 4 48. 9 53.4 

Pro-noto-as 7,3 76 7,8 10.3 13.7 16.7 

SOURCE., Direcci6n de Recursos Humanos 



Personz AItnded 

-Womenpre& post delivery 

-Children under 1 

-Children 1-4 

-Children 5-14 


-Funds (inmillion pesos) 


:C"C target was the same
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MATERNAL CHI*LD CARE 

i973 
GOC 

Target Exe. 
J(0o0s) (000's %Exe. 

1974 
GOC 

Target Exe. 
(000's) (0O00 

1975 
LoanJ;. 

Target Exe. 

)%Exe.(000% %000')) 

I 

Loan:;-

Target 

1976 

Ex. 

00's) %Exe. 

689 361 52,4 940 407 43. 3 390 365 93.6 410 339 82.2 
439 467 480 495 103. 2 500 502 100.5 

2.927 652 52. 9 3.593 675 54.4 830 665 80. 0 910 703 77.3 
761 814 790 814 .03.1 820 .o084 133.3 

31.4 31.4 100 35.3 37. 3 105.8 49. 2 49.2 00.0 77. 5 77. 5 100 

COVERAGE IN PERCENT-,-
Children Children Children Women pre & post 

Year Under One One to four 5 - 14 delivery 

1970 75 2Z.8 11.1 31.1 
1971 76.9 23.9 11.0 32.6 
1972 79.9 24.0 11.1 33.9 
1973 80.9 24.6 11.1 35.9 
1974 83.7 24.8 11.6 39.4 
1975 86.1 Z3.7 11.2 34.3 
1976 85 24.4 14.6 30.9 

.'Joncerns population determined to be under the responsibility of MICH of Government 
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ALAR.IA AND YAWS PROGRAM.!S 

SEM
 

Malaria 1970 1971 1972 19%39 1974 1975 1976 
IE P E P E; 

-Nur-rbe.: s p-- .=
 
(in 000'E I1,'943 1,8301 1,935 1,760 1,680 11, 517 1, 68.2 1,424 
 1.543 1,313 1,308 1,140 1,453 1,17-

Percent of 
execution 94.1 90. 9 90.3 84. 6 85. 1 83.1 89.6 
Positive cases 31, 88 22, 206 30. 763 56,119 22,312 32,572 38, 839 
Blood Samples 
Examined 680,571 600,204 642,259 628,057 402,434 384,364 385,659 
Positive Blood 
Examinations 
Total Blood 
sarpl -d ,047 - 037 048 .089 .055 .085 .101 

I- 80.IHome> :is'te 1 300 227, 022 251, 789 177,256 111,635 188, 934 77,273
Ca_.es fot ri !,
 

a tr attci ' 97 j 741 655 573 -2 379 317 22037 317 
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INAS RURAL WATER AND SEWER PROGRAM 

Rural Sanitation 
1970 1972 

1973
Prg Ex. %Ex . 

1974
Prg- Ex. %Ex. Prg. 

1975
Ex E.-/oE_ 

1976 

L Aqzeducts
2. cteu2. Srnali Aoueduts 

3. % oi 
Covered 

B. Sewer P.;ogram 

1. N1 rnrbex 

2. School prig~a 
3. Lar3. LatrInes ',000', 

4. % of Population 
Covered 

1NA
A62NA 

ZcOtor_20. 5 

I 
!NA 

'NA 

i0 

9.0 

25-
424 
30.3 

1 

o4 

10.6 

455 
24 5 

35.0 

126 

" 

1 
0 

JI. 

449 98.7
3r--~ 147. 8 

1T 101.61101,. 

160 [06 ? 

160,4 

I 

513 350
4 50 235 

40.3 

122 5 

3 143 
I 2 8 

.7 

68.2 
1 94 0 

I 

69.7 

8.6 

Z5.1 I 

442 492 
220 20l 

43.3 

I 

151 114 

150 101 
I10

15 15 

13,3 

111. 3 
91.4 

67. 3 

100 

679 491 
180 175 

46.4 

137 105 

160 ' 

20.31 5. 5 

13.8 

72. 
97.2 

" 

76670465 

6 
27.2 

FUNDS (millions) \A NA 227 167 73.6 194 143 73.7 166 153 91.6 244 215 88. 

SOURCE, INAS planning Office Reports - 1972-1973-1974-1975-1976 
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PRODUCTION OF VACCINES 

Vaccines 1973 1.973 1974 1974 

Pgmd Exec Pgrnd Exce 

Doses Doses Doses Doses 

000s 000s % Ex. OOs 000s 16 Ex. 

Yellow fever 2,500 1,181 47. Z 2, 500 2,600 104.0 

Antirabies dog 600 1, 086 131. 0 1, 000 1, 591 159. 1 

Antirabies human 630 586 97. 8 550 530 96.3 

Antismallpox 4,000 Z, 750 6S. '7 3,000 4,500 150.0 

Anticholera 200 187 939 200 -0- -0-

Antyphoid 
DPT 

1, 200 
600 

410 
z80 

34. 2 
46.8 

900 
2,900 

103 
-0-

11. 5 
-0-

Diptheria toxoid 
Tetanus toxoid 

3,500 
1,200 

2, 695 
266 

77.0 
2 1 

100 
500 

-0-
-0-

-0­
-0-

Shick test 100 -0- -0- i00 -0- -0-

BCG 1,000 678 67. S 1, 000 570 57.0 

Tuberculin 500 6 i .0 7 700 482 68.6 

Antirabic serum 20 1! 69.5 5 -0- -0-

Antisnake serum 800 696 8.7 1 900 90.0 

Vaccines 1975 1975 1976 1976 
Pgmd Exec Pgmd Exec 

Doses Doses Doses Doses 

O00s O00s % Ex. O0Os 000s % Ex. 

Yellow Fever 2,500 2, 808 112. 3 5,000 5,000 100 

Antirabies dog 2,500 1,800 72.0 3,000 3,000 100 

Antirabies human 500 449 89' 8 500 450 90 

Antismallpox 3,000 1, 000 33. 5 6,000 1, 500 25 

Anticholera 500 500 100 500 500 100 

Antityphoid 
DPT 

500 
2, 000 

500 
400 

100 
z0 

500 
2,250 

500 
1, 200 

100 
53.3 

Diphteria toxoid 
Tetanus toxoid 

500 
2,000 

-0-. 
400 

-0-
20 

1,000 
Z, 500 

-0-
400 

-0­
16 

Shick test 500 - -0- 500 100 20 

BCG 1,000 1,047 104.7 2,000 1, 0)0 50 

Tuberculin 1, 000 500 50 1, 200 1, 000 83.3 

Antirabies serum 50 3,000 600 55 3,000 545.4 

Antisnake serum 10 1,234 123.4 50 3,000 600.0 
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HEALTH SECTO R LOAN 075 

LF B INAS 003'75 Available 

A. Funds Avaiia'ide - Letter of Commitment #514-u-07504 L/C 
Appropriation #72-1lX4103 which expires April 30, 1978 for 

$920, 000 was reducred by $49, 500 through transfer of this 
amount to L/C #54-u-0 7 505 870,500 

B. Obligatons 
Committed 

G:uo~' 

Ii 

III 
IV 
V 

VI 
VII 

Type Equip. Representative 7OB Expected 
Drilling Equipment Arboleda Ltda. Arrived 
Drilling EquipmentArboleda Ltda. Arrived Aduana 

problems 
4 pi,-k up trucks Lara e Hijos 15 Oct. /77 
4 air compressors Worthington/-Arboieda Arrived 
2 survey equipmentJorge Triana Arrived Aduana 

problems 

4 welders Metalequipos 31 Dec. //77 

3 pumps Arboleda Ltda. Arrived 
Total 

or Disbursed (E) 
510. 669. 00(D) 

Z53.600. 79(D) 
34. 221.. 60 
25. 779. Z1(D) 
-

20. 609.00(D) 
6.484.32 
18. 208, 00(D) 
869. 571. 92 

C, BtI an -c 928.08 

.I IFE 
A. 

"7 0' ' 
' Available - Letter of Commitment F514-u- 7 500 L/C

.A.'pation 7Z-111-4103 which expires April 30,/78 for, 

>i, '.O, 
amoant 

000 -±s reduced by $50, 
to L/C #514-ii.-0 7 50 5 

500 through transfer of this 
949,500 

B. Obligat'ons 
Committed or 

Type Eq:Ip._ 
Elevators 

Representative 
Otis Elevator 

FOB Expected Disbursed (r) 
667.725.34 

(2) Buenavcntura 
(2) Sanr.a Marta 
(1) Bogota 
Laundry Equipment 
El&-tr-.2 Plants 

Representations Cap. 
ce-eneenrations Cap. 

October 
December 
November 
Arrived 
Arrived 

191. 390. 00(D) 
8. 404. 00(D) 

fe o C 
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C. 	 Balance 980.66 

TIT 	 TIFB MOH - 02'7 
A. 	 Funds Available - Lett.r of Commitment #514-u-7505 L/C
 

Appropriation 72-11X4103 which expires April 30, 1978
 
for $3, 080, 000 was increased by $100, 000 through transfer
 
fron 1, C #514-u-07504 and L/C 514-u-7506 
 3,180.000 

B. 	 ObLigationr 

Committed or
 
Item Representative FOB Expected Disbursed (D)
 

'tems 1, 2.4 and 5
 
DDT, ABATE. MAkLATION INREPSA January 78 611,185.00
 
items 6, 7. ', 9 alid 14
 
Sprayers m projectors,
mm 

Generators, 135mm projectors
 
ioats Representation Cap. January 78 171,020.80
 
Itexn-- t 11 and 13
 
i'0 2amic_7Las,
- camionetas, 
145 campers L. Lara e hijos January 78 1,878,877. 00
 
It nl i2
 
13 1ick ups General Motors February 78 89,880.00
 

Total 	 2,750,962.80 
C. .!ar e 429,037.20 

IV 	 IFB - 04/'7704/F} 

Committed or
 

Item Representative FOB Expected Disbursed (D)
 

Malation
 
Outboard motors
 

http:429,037.20
http:2,750,962.80
http:89,880.00
http:171,020.80
http:611,185.00
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To summarize, the value of the $19-23 million investment can be
 
expected to yield the following benefits:
 

41,020 deaths prevented 

$9.1 million of increased productivity from a decrease in infant 
mortality
 

$i.O million increased productivity from a decrease in morbidity 

As previously mentioned, these benefits are an underestimate of total 
benefits, perhaps less than half. From HMG's point of view, therefore, the 
benefit/cost ratio is greater than one, indicating the utility of the 
investment in IBHS. (Donor contributions and the opportunity cost to HM 
of alternative public sector investments, such as water supply systems, are 
excluded.) 
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PART IV - DOMENT Io1
 

A, ANALYSIS OF 70E RECIPIENT'S AM AID 'S ADMINISTPAMVE APMGEREM 

1. Recipient
 

1.1. Administrative Units 

The project will be carried t't in two Ministries. The technical
assistance component is with the Miuistry of Health, in its sections of thePlanning Cell and the Directorate of Health Services (there, principally in
the section of Community Health and Integration, and also several administrative
sections). The organogram is given in Table 2, Section 11 A. A capitalassistance program to construct two Auxiliary Health Worker Training Sdhools iswith the Ministry of Education's Institute :f Medicine, Tribhuvan University,
(organogram is given in Table 9, Section II A). 

The former is responsible for the development of IBHS and for traininghealth workers for field duties, especially the JAHWs. The latter is responsiblofor training the AHW, ANM, HA who serve IBHS, vertical programs and hospitals.It is an acknowledged fact that the two Ministries must coordinate to designsuitable functional curricula, to feedback results, and to determine the numberof health workers needed during the formation of IBHS. The Project, acollaborative undertaking with USAID, the other donors, and HM(, is designedto encourage their coordination. The details of the above are given in
Part II A, B. 

1.2. Management Capability 

a. The purpose of this Project is to assist HMG develop its capacity to manage an IBHS, supervise and train health workers, develop relevant
curricula and train trainers, to track and evaluate programs. The 
current capacities of HMG are varied. Managerial, supervisory and
evaluative abilities have been shown in vertical programs such asNMEO and Smallpox Eradication Project and in the early stages of the
IBHS pilot project in Bara and Kaski. The in-service training ofDHS has beccme more and more effective over the past four years.
The ability to integrate these capacities, to make them permanent,
to cope with revised targets, to carry out day-to-day management
control and supervision are less developed. 

b. The Ministry of Health, the Institute of Medicine, and the Foreign
Aid Division of the Ministry of Finance are experienced in 
contractual dealings with foreign firms and donors. The necessary
ability to coordinate donor inputs, both capital and technical 
assistance, is increasing. 

rJD 
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c. 	The Project contractor staff will work alongside their respective

counterparts with offices in the respective HM buildings. The
 
administrative relationshop of contractor to USAID will be as 
indicated in the current contract on Integration of Health Services. 

d. 	 The target populations - villagers, health workers, trainers,
senior officials - are intimately involved in the Project at all 
levels, as detailed in Section II B and the Logical Framework 
Project Design Summary. 

2. 	AID
 

No unusual role for AID is contemplated. 

Obligation of funds - both dollars and rupees 
- for technical
 
assistance, participant training, commodities, and other direct expenditures

will be done through normal ProAg and PIO/T procedures. Contractor logistic
 
support will be supplied to the zontractor following an annual exchange of
 
letters between HMG and USAID, establishing budget levels.
 

Following amendment of the contract, disbursement of funds will be 
done by the contractor for all tecIiiical service, (including sub-contracts),

commodity procurement, participant training, and other direct costs.

Information ­ insurance PIO/P's will be executed by USAID for all participants.
USAID will procure services of charter aircraft for technician use, in 
accordance with normal practice. 

Funds to be dispursed directly by HMG for special activities will be

provided to HMG through annual PrcAg's. These funds will be subject to post

audit procedures.
 

B. 	 IMPLEMEATION PAN 

The Implementation Plan lists most important actions at optional dates as 
opposed to the Program Tracking Network, which lists actions (or milestones)

essential to achievement of Program Purpose with the dates given being the
 
latest permissible. 

1976 Plan 

3/24/76 - Project Paper approved by HMG. 

5/15/76 - Project Paper approved by AID/W. 

6/1/76 - Project Agreement negotiated and signed by HMG and USAID. 

6/1/76 - Documentation on HMG nominated CY 1976-1977 participants ccmpleted
 
and candidates accepted by schools (Planned under IHS Prop).
 

6/15/76 - Contract amended.
 

6/15/76 - MOH 	Planning Cell has 2 additional senior posts sanctioned and
 
filled, bringing strength up to four. Junior support posts filled. 
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6/15/76 - CH/I Training Cell has 4 full time training posts filled.
 

6/30/76 - Regular required MOH quarterly reports on all programs prepared 
and
 
distributed. This is a continuing regular quarterly activity.
 

7/15/76 - Two USAID training advisors in place. WHO Public Health Nurse
 
Trainer in place.
 

7/15/76 - USAID advisor and 2 WHO advisors to MOH Planning Cell in place.
 

8/15/76 - Social scientist staff member of USAID contract team hired,
responsible for contractor's Special Studies and Research.
 

9/1/76 - Modified Health Post Drug List developed and approved for trial. 

9/15/76 - USAID contractor work plan completed and approved by HM and USAID. 

9/31/76 - Supervisory system for all levels in CH/E developed and approved
for trial.
 

Participant training program for CY 77-78 and
10/5/76 - 78-79 developed

between HMG and donors. CY 77-78 candidatas nominated by HMG.
 

11/30/76 - Documentation for Cy 77-78 participant training program completed. 

12/31/76 - Comprehensive evaluation of IBHS Program completed according to
 
criteria developed and approved by HMG. Program content and
 
management changes recommended for MOH approved.
 

1977 Plan
 

2/15/77 - MOH 1977 Programs reviewed by HMG at semi-annual evaluation 
chaired by Prime Minister. Annual USAID Project Evaluation 
concurrent.
 

3/30/77 - Modified information system with links to planning, supervision,
supply, and evaluation developed and approved for trial. 

3/30/77 - Management teaching system, including plans for management and 
other surveys developed by Planning Cell and approved for trial. 

4/1/77 - CY 77-78 participants acz:tcd by schools. 

4/30/77 - Modified logistics, inventory and supply system developed and 
approved by HMG and Sajha Swasthz Sewa for trial. 

5/15/77 - Annual plan approved by HMG. 

6/1/77 - Training of trainers curricula developed for curriculum design and
for teaching methods; implemented for first group of CH/E 
training staff. 

6/1/77 - Modified Health Post drug list evaluated and revised. Revised 

list approved by general implementation. 

Project Agreement between USAID and HM amended6/1/77 - as needed. 
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6/30/77 - IOM ccmmenses district surveys on health practices and status. 

8/15/77 - Semi Annual Planning Commission Review of MOH Programs completed. 

10/15/77 - HMG nominations for CY 78-79 participant training program received. 

10/31/77 - Supervisory system evaluated and revised. Revised system approved 
for general implementation. 

10/31/77 - Modified information system evaluated and revised. Revised system
approved for general implementation. 

11/30/77 - Annual Plan prepared and revision of targets incorporating
information from management tracking system completed.
 

11/30/77 - Documentation for CY 78-79 participant training program 
 completed. 

12/15/77 - JAW curriculum reviewed and modified in accordance with modifi­
cation in program. Revised manuals prepared, approved and 
available for use in next training program. 

1978 Plan 

2/15/78 - MOH 1978 Program approval by HM at annual evaluation chaired by 
Prime Minister. Annual USAID Project Evaluation concurrent. 

2/28/78 - Modified logistics system evaluated and revised. Revised system 
approved for general implementation. 

2/28/78 - USAID contractor's work plan revised according to HM and USAID 
Project Evaluations. 

4/15/78 - CY 78-79 participants accepted by schools.
 

5/15/78 - Annual plan approved by HGf. 

6/1/78 - Second group of CH/I teaching staff attending training of 
trainers program. 

6/1/78 - Project Agreement between HIG and USAID amended as needed. 

6/15/78 - Linked management information, supervision and supply systems
approved and time-table for implementation in all integrated 
units developed. 

8/15/78 - Semi Annual Planning Commission Review of MOH and IOM Programs 
completed.
 

8/30/78 - Revised manuals for HA, AIN and ANM developed to reflect program
changes. Manuals available for use in training, and for
 
curriculum revision. 

10/1/78 - Majority of international participant training completed and 
trainees on the job.
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11/30/78 - Annual plan preparation end revision of targets incorporates

information from improved management tracking system and from 
linked IBNS information system.
 

1979 Plan
 

1/31/79 - Capability for periodic curriculum revision established in
 
CH/I, with responsiveness to changing program requirements
 
developed.
 

2/15/79 - MOH 1979 Programs approved by HMG at annual evaluation chaired by
Prime Minister. Annual USAID Project Evaluation concurrent.
 

3/15/79 - Linked management information, supervision and supply systems 

operating in majority of integrated units.
 

5/15/79 - Annual plan approved by HMG. 

5/31/79 - Program evaluated to determine if annual plan achievements are 
within 20% of targets set. 

6/30/79 - Vertical program activities taken over by IBHS in majority of 
integrated units where established criteria for integration are 
met. 

8/15/79 - Semi Annual Planning Commission Review of MOH Programs completed. 

10/1/79 - Post Project Evaluation carried out by USAID, WHO, and HMG and 
report submitted. 

Monitoring Plan
 

Monitoring requires a baseline and a plan of action, i.e. something to
 
measure against. The contractor's annual work plan will be used as the basis
 
for project monitoring. With this basis, monitoring will go on at three
 
district levels. A large portion goes on at an informal level. It consists of
 
the personal interplay between contract technicians, USAID and other donor
 
personnel, and HMG counterparts. In many cases, by virtue of its informality,

it can be the most effective form of monitoring. There are, however, some
 
aspects of project implementation that require more careful monitoring.
 
Consequently two other levels of monitoring are envisioned.
 

A more formal level of monitz'-ing ";2.i::rocvv ronthly meetings between 
USAID staff, contractor personnel, and when appropriate, representatives of
 
HMG and other participating donors. The purpose of these meetings is to review
 
progress towards targets set in the work plan, upcoming actions, potential

problems and strategies for their solution. A third level of monitoring
 
involves actual approvals required before certain actions are undertaken.
 
The following draft chart describes this level of moniroting:
 

-.
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Category Activity 	 ZIM HMG Contractor E USAIr 

Technical: Work Plan annual A X I A 
Review annual (Jan.) X X I X 
Status Report semi-annual I X I I 
Activities summary monthly X 
Consultant reports for each con- I X I I 

sultation 
Administrative: 
Personnel: TDY as needed A X A A 

Consultants as needed A X A A 
New field staff as scheduled A X A A 

Travel: 	 Local (contractor) as needed A X 
Local air charter as needed I X A 

(contractor) 
R&R as scheduled I X A 
Invitational travel as needed A I A X 

Commodities: Vehicles as scheduled A X A A 
Office equipment-supplies as needed X A 

(over Rs.2500) 
Books, vaccines, teaching as needed A X A 

aids, etc. 

Financial: 	 Local budget annual A X A 
Local currency vouchers monthly X A 
Dollar vouchers monthly X A I 
Accounting monthly X 
HMG disbursement of annual X I I 

rupee-support funds 

Training: 	 Authorization of program/ annual X X I 
positions 

Selection of candidates annual X A I 
Placement, travel, support as needed I X I I 
Issue non-funded PIO/P's as needed A A I X 

Key: 	X - Action 
I - Information 
A - Approval 

C. Evaluation 	Arrangements
 

An evaluative framework that will enable USAID to measure progress towards
 
project objectives is contained in the Logical Framework. Followin' this
 
outline the contractor's workplan will provide more detail to quantifiable and
 
qualitative targets against which accomplishments can be measured. Given
 
USAID's evaluation framework plus evaluation cycles that other institutions 
will be following, the problem becomes not one of conducting evaluations. 
Rather, it is a problem of coordinating the evaluative work going on so that 
duplication of effort can be avoided and more time be spent on project
 
implementation.
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1. Parties Involved in Evaluation
 

a. MG has its own review cycle that every project must follow. In
 
this case the MOH is required to present to the National
 
Planning Commission:
 

- Monthly status reports 
- Semi-annual reviews 
- Annual detailed evaluations that are reviewed by the Prime 

Minister in his capacity as head of the National Planning 
Commission.
 

The MOH will also be conducting internal reviews or project
elements (see P.P.T., Annex 8) as they are completed. 

b. Other donors will be meeting their own elevation criteria.
 

c. The contractor (detail in Monitoring Plan) will be expected to 
conduct internal reviews and consequent revisions of the workplan. 

d. USAID will conduct an annual project review leading to the
 
submission of a Project Appraisal Report. An independent
evaluation will be conducted following completion of the project. 

2. Evaluation Coordination
 

HMG's objectives and targets in health, as described in the 5th
 
Five-Year Plan, are somewhat 
 different than USAID's project objectives. Thus 
the two major evaluation cycles cannot be brought into exact congruence.
HMG's annual project reviews are held in February of each year. This date 
will be used as a focal point around which USAID project evaluations will be 
conducted. In January, HMG project personnel will be collecting and 
analysing evaluative data in preparation for the upcoming review. USAID's 
annual reviews will be conducted in January so that HM can help USAID compile 
needed data and vice versa. Other donors will have to follow their own
 
evaluative cycles but will be included/invited, along with HM, to USAID's
 
reviews and will be encouraged to coordinate with HMG and USAID reviews.
 

3. Information Requirements for USAID Evaluations 

The Logical Framework has been designed so that almost all baseline 
data against which progress towards objectives can be measured is available 
in standard HMv reports. In those instances when the required baseline is 
not -available the first management surveys or special surveys will compile 
the needed data. 

Data for evaluative efforts will be compiled regularly. The majority
will be available in HM reports. Recurrent management surveys will collect 
additional data. For specific areas of inquiry of importance to project 
implementation, and consequently to project evaluation, special surveys will 
be designed, either through the MOH Planning Cell, the CH/I Training Cell, 
or directly by the contractor. 
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D. Conditions, Covenants and Negotiating Status 

1. Warrants and Conditions
 

No host country actions will be required prior to the execution of the
 
ProAg for dollar funding.
 

The following warrants and conditions precedent will be contained in the 
PrcAg for local currency: 

HYG warrants that: 

- adc u-ute fiscal support for the project will be supplied. 

Conditions precedent include:
 

- sanctioned posts in the MOH Training Cell have been filled or active 
recruitment is underway 

- sanctioned posts for District Health Inspectors have been filled or 
active recruitment is underway 

- MOH Planning Cell posts have been sanctioned and filled by permanent 
appointees
 

- HMG must present, and USAID must approve, annual proposals outlining 
how HVG plans to utilize US owned local currency 

- there will be HMG/VHO/USAID approval of annual plans of action. 

2. Release mechanisms - local currency
 

a. 
Funds for the following categories of local currency support:
 

Management & Information Control System Development

Management Control System Training
 
Management Information System Training
 
Management/Suprvisory Network Training
 
Incentives for Surgical Contraception
 
CH/I In-service Training and Research
 
Teaching Materials
 
Commodities
 

will be advanced quarterly to HMG by USAID. The release of funds will be
 
contingent upon the submission of a detailed quarterly budget and
 
description of activities to be undertaken in the upcoming quarter.

Following the first (and subsequent) releases in each category, a detailed
 
expenditure report will be required before the next release is made.
 

b. USAID Contractor local support funds will be obligated annually through

an exchange of letters between HM3 and USAID that agree on the level of 
support for the upcoming year. 

c. 
Funds for Special Studies and Research will be placed in the contract as a
 
local currency element.
 

-
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d. 	 Upon receipt of nominations for training in third countries (for which
 

USAID has local currency available) USAID will release funds for this
 
training through PIO/P' s.
 

e. The funding procedure and conditions precedent for construction of two
 
schools have already been described in the Grant Agreement for AH
 
Schools.
 

3. 	 Release mechanisms - dollars 

The initial FY 76 ProAg will provide additional funds for the contract 
amendment. Additional funds will be supplied, as needed, through subsequent
 
ProAgs.
 

4. 	Negotiating Status
 

This is an ongoing project which has been negotiated with HM. The
 
revisions contained in this document have been discussed with and approved by

the Ministry of Health. It will be reviewed and approved by the Ministry

of Finance prior to formal submission to AID/W for approval. 

The Grant Agreement for -. capital construction of two ARW Schools has 
been negotiated and signed by HMG.
 


