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delivery systes opera te as part of medical-education programs, the modern 

(western) private sector and the traditional private sector. Historically, 

AID's purview of LDC health sectors has been confined almost exclusively to 

just one component oF these .ysta . .namely, t,. ,,H systems and USAID health

sector assistance programs have been concentrated almost exclusively upon
 

the MOH systems. However, frequently, the ,OH system is itself a relatively
 

small componet of 
the total health sectir. Moreover, and as will be spelled 

out to some ex:enz in what follows, the subsectors comprising the total sys

tem are apt to -eatore important compl imenary 
 (as we l as some competitive)
 

relationshios. This kind 
of mutual interdependence me.: that AID's pur v iew
 

in :his domain lgcally mqst extend 
 beyond the 40H systems to comprehend the
 

hel.th-servi succors .sa whole. AID
as program plarning in this domain
 

should seek to identfy. for ach 
 ountry in qesion, important compliment

aries amq- the sbsectors comarising the heal th sector as a whole and should 

seek to dW .a );aassistna pog-ams which can bWi ld u5un such compl imentari 

ties in iprovi werformance of the esector as a whole,the ., 

includirngtat n at s.r..ted t, the '- sys components. in what follows,.. 


Iw ill afNord some Sn.ies t.o.s exemplary of h", aooroach. 

-Characteristic Hea th octor.2nfi -mrations and anci.-S,s.i .. Problems 

Te health-ser'ices sector's of my case-study countries di ffered in wany 

important .;wys .. vertelass, very generally speaking, they all conformed 

in ...... . a",.-r,t 
 n to ..at may be regarded as a chaaractr istic a ern 

for many Wis. Thera is a Rnistry of Keaith INC) system, financei out of 

genea tax reveines wiz!a is supp:sc to deliver services to the popula tion 

it large withcut archarge. To ?.great er or esszr .xtet, this systeui 

,'il have :-e'~ejo a facilities infrastru;t.re. The ,,n,H syste, will be, 
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however, severely underfinanced such that it cannot discharge its obligacion 

to del"iver heal-th services "free" to all of the P2oe--indeed it effective

ly e;ill reach only a rel atively small proportion of the population. There 

is a large and flou-ish ing private health-services sector (larger than the 

public st.or1 p i :r)_I services on a fee-for-service basis and financed in 

the main by out-of-pocket payments by 
consumers. This characteristic pattern
 

provides the context in which one may hope 
to rationalize health-sector fi

nancing by developin. alternative social-financing schemes 
as potentialy
 

rtnt o, aim ayo .. ....n- iI espackageckagentoFof 'h e haf health-sector assistance. programs. 
We may turn to a more d-tailed account of the charcteristic pattern and of 

fi nanc ig-system prblems associated with it.. 

In the Iaof heala I h-serices , pr-ventiepr ootiv er Jces ta.n.d 

to have D iC-ood properties such "hat public financing of such services 

can ea r,"d as peuliarly apropriate . In various LDCs, the publicly 
financed ,'.;i. .
, s.e . the logical crovider of various such services.*/ And, 

niain f
07preventiv2eP/crcmot. e Se VIces does not necessarilyentai pu ic-sys rn. such1/el' oT services. Thus, in some nstances,
 
. i auh s m, i
c .. , cotraofec,c pp;i _te par es for the:el ,,,, or servcS._such Also soe Pr eye.g., I 

n. nta
willenvomandaten.. su-"%irrct. - ante may be purse, to regultC.y ' rc stsci by ,< p..art-e 1hichsuch ninri ssewill ........ /byprvthate iinpact n 

t he prev -. , ti2roD o ImpacC a product of bon publ ic 

ense,,, and crivatedel iery of s -rvCeS 

typically, th systr,. livers pr
!0<QH 
 n tiiveprorotiv'e,v: services-a s %ell as 

cura tive ser2 ces curative'= -ari-es, howver, tae the 1ion's.J share of
the otcce t Dersont l and ett::,tt", of te ys bH,,a c{"cumstanco v.hich ... D.,:s,2t oj ,'v,sy te -
a2 ,,7 S 3 an 1: 

D ai thSe ac:i ty of the d sys dem,quately to dis c., r -e its preve ntive/ 

promoLIve function ca ,es ons l ities. This is a pro.' 1'2 of can tral iR
c 
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portance. National health policy cannot rely 
uron (and, generally speaking, 

ouqht not to attempt to rely upon) private financing to secure efficient 

rates of resou-ce allocation to prev"ntiva/promotive activities Consequent

ly, unless the >.QH (or other pub]lic authority) can adequately finance these 

activities (and other,ise attend adequately to the provision of the outputs 

of these activities), there is a high probability that the output of preven

tive/promotive activities will fall far short of appropriate levels (from
 

the point of ,e: of im3a an health s!- .
 

tIe D es the
A part Df 'ool em riv fro, overall level of funding ava

able to the ACH syste.mn from Its share of general tax reve:ues. A signifi
cant increase in the level of funding for the ..,H miht permit the system


to~L or
,-,he 'na~ 
to allocte more reso..rces to preventive/prom otive activities. Uzually, 

no',.ever, there ,,i"ill be lI;tle or ,,o realisti c prospect tnat the ,',H syste 

in the for -see e "tuu eanyo substantial increases In the funding
 

avaiIab1- to it from general tax revenues. ea- i at ion of this is apt to 

pr vo e 3 call for alternative souces of funding for theeCH sys e:-,,rt is 

imoortant to racogni -, however, that even i th-re could he a sub-t3nti ;,1 

increase in the level of funding for the '!OH sy~t;n from alternative sources, 

this is unlikely to solve the Problem of r e;eurce availability for Preven

tive/Promortive activities. There is a fundamental structural problem with 

these sys tems as they are now constitu-ed. The M!CH system is supposed to 

delilver curiti e servil-c to the population generally without charge. The 

pres su.s n su!.ers.. ('3,ori tIy an vi th tic. ., pa1 reoc 2ss) for 

nc r-as . '1 2 yiv of te J2 t e se , S* i by 

he, syst-m ar : , ',e:-f 3i f ul t to resi sI and such that the c-re ti e-ser

vices clai, u on scarce OM, resources tends inevitably to displace the claim 

0; i.cv ehe Trvnie:.u any s ystes ihi h ner:cs ndefr 

take; tO d:l's service i - ric te curr 1-rir ain 
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tends to be a bottomless pit. Simply increasing the level of funding for
 

the MOH system, even if it could be accomplished, is not apt to prove a rem

edy for the position. hat is requred is to relieve the '.IOH system of its. 

major responsibility for financing curative services, to take the curative 

monkey off1 , ,he back, so to speak, such that more of t.he ,10H's sharet 's 


of scarce fiscal capacity can be conserved for che financing of those pre

ventive/pronlotive activi ties which, if not financed in this way, are 
unlikely 

to be financed and -- /elivered at all 


*/ For every go,'ernm,ent: fiscal cacacity is of course scarce in the 
sense that com'e in] claims for financing from this source always add up
to more tha av,ail ilt'es Conseqently, there is a general case forconserving fiscaS caaci :v activi ties thisfor those for which kind of 
financin:g . ppropria public ratheris pecu " ... e.g., goods) than drain
ing this capacity r t i inancinq of activicties which mi ht more aoro
pri ately e .assi .. a1ve financing. 

The development and implementation of alternative social-financing 

schemes (e.g. , general coverage under contributory health-insurance schemes) 

provides a socia"ly accep_.3table vay to relieve zhe ',!OH system of a major part 
o f 4its ' " i 

. r-pons t for curat-ive services. This opens up at least the 

prospect that the .2H system can move in the direction of beco-ning more 

nearly a >linistry of Publii" Health v:ith its major progr.1m emphasis upon pre

venive'/"r t 1',',ectivities. Unless such a transformation can be achieved, 

the prosects e-fficient rates of reso rc allocation to imps -cant public

..a. . P p ti 'e/pr m tive accivi ties are remo . And this means, of 

cours,e._,a,th' te orospets for ,l ement irg a Pri ary eal :yh Care strtataY 

i 3e 7 

The .onsiderations sketched foregoi, g ,.ave, of course, 

are ii remot. 

imol cations for 

,D' s health-sctor assi.tanc-2 r-,ra- in LDCs. In line with its legislative 

http:progr.1m
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mandate and for other reasons, AID has a speciat interest in promoting the
 

implementation of Primary Health Care strategies featuring an e.,pasis upon 

preventive/proorotive acti./ities. The MOH system is (rightly) perceiveA as 

the logical delivery system for many such services. And, pursuant to tiis, 
projects are launched as p. ,t of '.1OH operations. This approach, however, 

may well fail to achieve the PHC and preventive/promotive objecuives (par

ticularly when it comes to "replicating nation wide") because it fails to 

recognize and cope with the fundamental structural problem discussed fore

going. Taking account of the interdependencies in the sys:em as a whole, a 

better approach to achieving PHC and preventive/romoti- e objects might well 

be to assist the development and implementation of social -financing schemes 

(e.g., contributory insurance schemes) to finance the demand for" mainly cura

-tive services delivered by system,,I other than the NQH. Such programs can 

provide a socially acceptable -.ay to take the curative monkey off the back of 

the and provide the possibility that the ,C, system can concentrate its 

attention 2nd other" scarce resources on public-- ' t n- type activities. hus, 

sucI socal -financi-.g can as1te na ,te sc,emes e ega rded inte ral pares 

of a PHC striategy, And, given that A.D's object",ive in this domain is to pro

motethePHC t te/,,moi activities associated with 

it, the best strategy may be to assist ,he implementation of such schemes, 

rather than to launch projects which operat directly on the MOH system 

itself, 

Although a program is needed to rel ieve t... .,h,,N'systeii of enough respons

ibility in Lhe curative domain to permit a major redirection of program em

phasi s In favor of prvention...,t ao, configuration ,.,r.nder1myl,'.ely 

the health-servic.S se-ctor in many LZCs, the'FreSeeablefor fUture the 101 

system %..i1lcontinue to r bl e for some curativebe ,esponsi Financing services-
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particularly, for scme proportion of the population which cannot be included
 

as contributing beneficiaries in alternative social 
financing schemes. Al

though the MOH system will not have the resources to discharge a putative
 

obligation to deliver curative (and other) services without charge to 
the
 

population as a whole, 
if the MOH system could concentrate its curative ef

forts upon a small proportion of the population, say 20 percent, its 
resources
 

would be more nearly adequate to the task.
 

Again we have reasons why the beneficiaries of an AID assistance program,
 

in this case to implement alternative social-financing schemes, may well 
in

clude many who are not 
the direct targets of the program. Such possibilities
 

should always be 
taken into account in evaluating health-sector assistance
 

programs from the "who benefits" point of view.
 

Another major problem 
with LOC heal th-sector financing systems is the
 

way in which the d--nd for services in the large and 
 growing private sectors 

are financed-- .ely,by out-of-pocket payments. There is nothing inherently
 

amiss in having a large and flourishing private sector. Indeed, 
 there would
 
seem to be no persuasive prima facie case that 
public agencies have a compara

ti,; ~"in~liathata =n 
 agecie have anco"-in
 
tive advantace in the mana-ent and a 
 inist-ation of health-services de

ivery systems such that governments should impelled these
be on grounds to 

3o into the health-services delivery business.*/ 
How the demand for health
 

./ The propensit7, of governments to go into the health-services delivery business , s constitutng M(JOH systems) appears to be motivated more by , ronsid tocs -h-s,,'-'in'by' ...- ,rative-as'anta iderations 
 x;, insoar as ,ubl i c-helth ac-ivties are ,Drn n d.) in thehale. 
 -31n,1 i -ri- u i 'I ,a1 cons ide;-at I ns a re, o course, ofr e.... it :'a, be ro_ss '',' - o achie e c,-ci 'bI d i stri bu 4onl o e tb s ',.h ouL rsor- to 3re-oc3 12e Publiic delivery of cura
tive servics. 
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services Chowever provided) is financed, however, is quite another matter.
 

The disadvantages, from both the social point of view and from the consumers'
 

point of view, of out-of-pocket financing as 
compared with health insurance.
 

are genmrally acknowledged, 
 It may be argued that governments do have a
 

comparative advantage in arranging social-financing schemes (e.g., 
contribu

tory insurance schemes) and that they can make an 
important contribution to
 

the welfare of health-care consumers 
by so doing, both by giving consumers
 

an opportunity to 
insure against the risks inherent in these markets and by
 

serving appropriate distributional objectives.
 

Extending coverage under health insurance also helps 
to rationalize
 

health-sector financing in another important way. 
 One of the big problems
 

in the economics of the health-services sector is how to 
bring an appropriate
 

willingness-to-Day test to bear upon the demand for heaith services (and
 

hence upon the rate of resource allocation to the health services sector)
 

while at the saTe time ivinci consumers access to an otherwise acceptable 

scheme for financing their demand For these services. Contributory insurance 
scfl&:_-mes, 
 Particu arly if they' incorporate mcdest consumer cost-sharing, are
 

responsive to this problem. 
Under such schemes, if the beneficiaries want
 

to consume more services they must contribute more 
(i.e., must be willi.ng to
 

pay). At the 
same time, such schemes spare consumers the financing burdens
 

they would experience were they constrained simply to "go bare" in the out

of-pocket payment market.*/
 

Howev.r the demand for health services is financed, there is of course,
always some kind of willingness-to-pay test, e.g., the jovernments fiscalcaoacity is canstrainedby the willingness of consumers of health servicesin their role as tax payers to pay general taxes. However, the connectioribetween paying more general taxes, particularly where these are indirecttaxes, and more or less of a:y given .overnment service, e.g., health care, 

http:willi.ng
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is indirect and not visible. With contributory insurance schemes, 
on the
other hand, there is a direct and visible connection between payment and
receipt of health services resulting in a meaningful willingness-to-pay
 
test.
 

The foregoing discussion under the heading of characteristic health

sector configurations and financing-system problems has, in addition to the
 

points on this 
score already adduced, a rather general implication for AID's
 

prospective engagement with health-sector financing problems, namely, the
 

approach adopted should rather broadly thanbe rather narrowly conceived.
 

A few words of explanation are in order.
 

In various countries, pursuant to the national goai of "health for all
 

by the year 2000," Ministry of Health (MOH) systemis have embarked upon ef

forts to enhance their primary health care programs and activities, frequent

ly at the local level and in a context of community participation. This ap

proach entails, among other features, much greater emphasis upon preventive/ 

promotive activities. Consequently, what has been for years a chronic prob

lem for PIOH systems--namely, how 
 to make more resources available for pre

ven'ive,'promotive programs, has been greatly exacerbated. And, owing in large 

part to this circumstance, interest has been growingI finding alternative 

sources of financing for the health services--alternative, that is, 
to the
 

general tax revenues available to the MiO0H. In my view, have tendedwe tc 

take too narrow an approach to this problem, e.g., tending in large part to 

focus just upon the question how :.o. ,ioney might be found for the YIQH sys

tem. What is really required is to rationalize tihe health care financing 

system as a whole. This is .o beca',e, as I have attempted briefly to ex

plain foregoing, such rationalization ;u-,st .e re-arded as an integral com

ponent of the ')rimar", Health Care a:pproach, this in turn owing to interdepen
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dencies among the sub-sectors comprising the health-services systems. 
 This
 

is the point of view from which AID should approach the design of programs
 

to assist health financing.
 

The "Project" Approach vs. "Structural" Interventions
 

In the course of the country case studies and the possible implications
 

of them for AID assistance to help cope with health-sector financing problems,
 

it became apparent that, in this domain at least, it may be adviseable for
 

AID to at least supplement its typical "'project" approach w.ith programmore 

oriented "structural" interventions. 
 A few words of explanation are in order.
 

The performance of the health-services sector is manifest in various
 

ways--notably, impact on 
health status. 
 We may begin with the assumption
 

that, whatever the overall strategy pursued, USAID assistance is intended
 

to improve the performance of the heal th-services 
sector. There are, how

ever, 
 in terms of the overal strategy pursued, (at least) two quite differ

ent ways to go about this. 

Traditionally and for the most part, USAID health-sector assistance has
 

been cast in the format of health-program design and direct implementation-

as by fielding projects. The typical project in this domain specifies the 

desired outputs of some health activity, the inputs to be used (various 

categories of health manpower, facilities, supplies) to produce the desired 

outputs, and how these are to be organized, managed and administered. A
 

budget is specified, funds are provided, and 
a contractor is hired directly
 

to implement the project (.,orking in conjunction w,.ith USAID and the host 

country). Al-though projects differ in various ways, the project approach 

tends to exhibit certain features, viz: 

(1) Al though the content of projects is negotiated with the host country, 
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a good bit (frequently, most) of the initiative for project design, etc. 
is 

supplied by USAID (often with the assistance of a consultant hired for the
 

purpose).
 

(2) Although contractors are hired to 
implement projects, USAID's own
 

project-administration role 
consumes virtually all of its professional staff
 

time. Professional 
staffers, as project officers "backstopping" projects,
 

become involved on a day-to-day basis with the details of project implementa

tion, a task which frequently entails mediating conflicts between the con

tractor, the host country, and both of these and USAID,
 

It is owing largely to the circumstance that USAID health-sector assis

tance has typically been in the context of the centrally-planned (in princi

ple), centrally-budgeted and centrally managed XOH system that the health

program design and direct implementation approach has seemed the natural
 

way to go. As has 
 been pointed out in the previous discussion, however,
 

many LOC health-services sectors are comprised of a number of interdependent
 

subsectors such that 
AID's purview in this domain logically must extend to
 

the sector as a whole. 
 A USAID health sector assistance program to engage
 

this wider domain of events probably ,.ill want to include assistance activ

ities in addition to those based on the traditional project approach, 
for
 

example, what I here term the structural-intervention approach. 

As with the traditional project approach, the structural-intervention 

approach seeks as its ultimate goal to improve the performance of the health

services sector (2.q., im1pact on health status). Under the traditional pro

ject approach, 3u attewlpt is made to operate directly upon the performance 

of the system. Under The structural-intervention approach, on the other 

hand, an attempt is made to operate on elements of the structure of the sys
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tern with the expectation Ebased on analysis) that improved system structure 

will yield improved system performance. 
 For example, an important element
 

of the structure of each health-services sector is the way in which the de

mand for these services is financed. 
 A program to assist the widespread ex

tension of coverage under health insurance (some of the implications of which
 

were discussed foregoing) is exemplary of a structural intervention.*/ It
 

*/ U.S. ealth-sector policy has featured a number of structural interventions, eg., the 1972 HMO Act (varinusly amended in following years).
legislation was intended to encourage the growth of 
The 

the HMO sector thus providing enhanced -ompetition in the market for medical services and with the
expectation that this would help to 
contain health-care costs, With the
notable exception of PL 93-641 (,ational Health Planninq and Resource Development Act, a program which never off the and nowreally got ground hasbeen largely aborted), public policy in the U.S. health-services sector has
not been based on central-planning-type approaches.
 

is not focused directly upon the Performance of any given delivery systei, 

e.g., the MOH system, but it may be expected to enhance the performance of 

that system and others. A structural intervention to promote the implementa

tion and extension of health insurance night a numberFeature of components.
 

For example (and as has been suggested 
 for Egypt with respect to the function 

of the Health insurance Organization there), USAID might capitalize a loan
 

fund, to be managed, say, by host-country banking institutions, to help fi

nance investment expenditures by organizations which would deliver services
 

to 
be financed under the alternative financing schema, Another component 

might be a~reemen t to finance technical assistance requested by host-country 

organi..atlions (e.g., agriculture cooera tives, consumers coopera"ives, local 
government entities) interested in the design and implementation of health

insurance programs. Another component might include, toin addition asss-. 

tance ,.ith plannign activities, various kinds of subsidi-es to help defray 
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operating losses to be anticipated in the early years of attempting to im
plement such programs (analogous to 
some of the provisions of the 1972 H',IO 

Act in the U.S.). 

The point here is not to recommend any particular structural interven

tions but rather to afford an 
example to facilitate drawing attention to 
the
 
fact that such an approach will 
have certain characteristics which differen

tiate it from the conventional project approach. 
 For example, as previously
 

remarked, under the traditional 
project approach, the initiative tends to be
 
with USAiD. Under the structu,l -intervention approach, on the other hand, 

the initiative ',ill be much more largely with the host country. Take the
 
exemplary capitalized loan fund proposed foregoing. 
 The extent to which in
vestment events result from this component would depend u,,on the extent to
 

which host country organizations come forward 
 to convince a bank's loan offi

cers that they can in fact repay loans for these p.rposes. Under this kind
 

of program, UJSAID affords an opportunity; its up to the 
host country initia

tive to exploit th-at oPport',inity. ]1he vexed subject of technical assistance 

(TA) affords an:other example. In the context of the traditional project, TA 
is put in, usually at the initiative and insistence of USAID, in the attempt 

better to control the outcomes under the project. And, frequently, TA of 

this kind is resisted and resented by the host country (they tend to regard
 
it as a full-employment 
 program for U.S. consultants). The TA component of 

the exemplary alternative-financing initiative is of a very different kind. 

Under this recommedation, TA does not appear as a line item in a project 
budget, Indeed, there is no "roject" in the usual sense. Rather, the pro
gram calls for establishing a fund to finance technical assistance which might 

(or might not) be requested by various parties. Thus, the initiative is with 

the host-countr Tf the promoters of health-insurance schemes feel that 
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they would benefit from TA they can come forward and request it, Again, the
 

TA funds affords an opportunity; it is up to host-country initiative to 
ex

ploit that opporturn!ty. 

In the health-services sector, and in addition to the usual circumstance
 

of working within the context of the MOH system, the traditional project ap

proach, cast in a central-planning-type framework addressed to specific per

formance targets, has been encouraged by the belief that this approach is
 

somehow more "rational" than other approaches and also exhibits an appro

priate sense of stewardship for the taK payer's dollar. However, the struc

tural-intervention approach is not properly regarded as in some sense less 
rational than .:eriormance-tar et planning incorporating program design and 

direct rocra ,mpl:ntation. Rather, it is a different approach based upon 

a different perception of ,..Kt intErvention str:tegies are most apt to in 
fact resul t in impro.ed hea'h -sector performance . -or would it be correct 

to suppose ,that the structural-intervention approach somehow exhibits a less 
delicate sense of ste.iardship for the tax payer's dollar. indeed, if 3ay

sis :.-t.u;eststhe struct:ra -interventicn ap ,oc i is more apt, .... 

given crc-mstance s, than is the trar"itional project approach to yieldid 
'proveents in '-al - sector Performance , then both rati onal i ty and our sense 

of stewardship for the tax payer's dollar would urge that we adopt the struc

tural-intervention stratecy.*/ 

*/ may remark that since the t'.ypicdl project engages bit a Small Subset of the e co'ter is i.ng the hailth-ser'ices sector of evhich it s a par-, it u,-ally 41s providd a 
ca.n 

tat, f Sucess i the project will 'be ,-2pthe aroot o0 the Project Ualmmn'ou]d have it.How,_v ' a ' 3'is s (especially !-ie econoic financial aalysi s) supo.rting 1he . tIon of such reica (ion is sual ly not ve,/ry convincing.This consi ration, plus t.,e no.aoe failure ',f: health projects to in fact 

http:impro.ed
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be "replicated nation wide" raise questions about the extent 
to which the
 
traditional project approach itself may be regarded as 
in fact "rational".
 

In various LDCs, in economic 
sectors other than the health-services
 

sector, USAID is continually urging the government to abandon central-plan

ning approaches (administered prices, performance targets, etc.) 
in favor of
 

greater reliance upon properly structured markets and market-type incentives.
 

And, vis-a-vis these other economic sectors, this approach and the assis-


Lance activities which seek 
to encourage such structural changes, are regarded
 

as entirely appropriate and rational. 
 In light of this, the extent to which,
 

vis-a-vis the health-services sector, we appear to 
have become wedded to the
 

notion that the central-planning approach represents rationality appears as
 
something of an anomaly. 
 It is true, of course, that the health -services
 

secto. Jiffers from other 
 economic sectors in important ways. However, in
 

the dLsign of USAID's health-sector assistance portfolio, there may well 
be 

room for greater reliance upon structural-interventions--an approach which 

would be very much in line with AID's general approach to development assis

tance.
 

Assisting Alternative-Financing Programs: Some Implications for USAID 

Planning, Proqram Develooment and Staff Commitments 

I may concluide this note with brief attention to these organization 

matters. The con,.'entional USATD project goas through seriesa of familiar 

steps fron :J to PP to signing up the contractor and thence to Project imple

mentato n. JSID staffers as Project Officers then "back stop" the projects 

with all of the day-in and day-out attention to operating details that this 

entails. It has been my impression (perhaps a wrong one) that init is their 

role as Project Officers that staffe,'s are perceived as doing the work of the
 



cms/AI D/16 
Mission,
 

Partly because they tend to 
be structural interventions, but for other
 
reasons as well, programs to assist aternative-financing initiatives can
not follow t;iis time-honored route and havewill very different implications 
for the commitment of staff time and attention. As I would hope that the 
country case studies which are a part of the instant research project have
 
made clear, 3lternative financirg programs of a potentially important kind 
engage the ,.,hole social, political and economic structure of the host country 
in ways th;at our usual heal th-sector projects do not. For the host country 
itself, the steps prior to actually attempting to implement an alternative
fin-ncing scheme entail wide ranging investigations, consultations and nego
tiations involvinc not only the Y10h but also other relevant 'Iinistries (e.g., 
Finance, Planning, Agriculture) and the representatives of private parties 
who have a genuine stake in the outcome. Similarly, AIL's programs to assist 
such develop'Dents .ill entail at the outset such wide-ranginig investigations 
and consul tations as an effort is made to assess the feasibility of the pro
gramms which bemay candidates for assistance. staffers, a major outputFor 


of effort and attention is required the
from outset just to determine what
 
the orospects for assistance might be. 
 These activities are 
time consuming;
 
it is not possible (nor should an attempt be made) to cram them into a typi
cal, relatively brief, PP preparation stage. And, indeed, during much of 
this activity th.ere may be a large amount of uncertainty whether there will 
indeed prove to be a "Project" theat end of the rainbow.-,.What this means 
is that, if AID is seriously to engage the alternative-financing domain, staff 
time, attention and effort invested in protracted preParatory activi ties m!..st 
be clearly perceived as doing the aork of the i'ission in as important a way 
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as Project Officer activities are now perceived and must be accorded similar
 
credit. If the assistance activity is in 
 fact undertaken, it is more apt to
 
take the form of structural-intervention-type 
program assistance than to take 
the traditional project form. Thus, at this stage, one may anticipate that
 
far less staff time will have to be invested in the traditional day-in and 
day-out attention to operating details that characterizes the back-stopping 

function. At this stage, "Program Assistance Officers" will be engaged in 
various thinking, researching and consulting (with host government officials 
in various :,inistries and organizations) activit es. And again, of course, 
these activities must. be recognized as doing the important work of the Mission. 


