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EXECUTIVE SUMMART

The purpose of the Community and Child Health Project is to
cont“ibuc= to the raduction of infanc, child, and matarnal
morcality in Bolivia through an integrated package of child
survival interventions, institutional developmentc, and communi:y
pa*-‘c;oacwon This assessmentc nas five obj=actives: 1) to
svaliuarca the overall child survival situatcion in 3oclivia; 2) to
idencify specific interventicns or managemenb improvements thatc
couid be 1np1emented bv the Naticnal Secrestariatc of Health which
would have the gre=atest impact on saving lives and improving health
over the next five vears; 3) to determine in which program
intasrventions USAID has a comparative advantage; 4) to analycs ncw
USAID can maks a significant concribution to institutionalizing SNS
implzmencacion of those 'nte*vent'ons, and 5) to develop
racommendations £or radesign of cthe CCH project to strangthen ics
assistance cto the SNS in idencifisd ar=as.

This assessment was conductad from October 4-14, 1993. It included
a raviaw of documents, and intarviews with members of the Bolivian
Goverament, staff of NGOs, ocher donor agencies, and USAID. Ic
also included visits to two rural health districts. One t=22m
member attsnded the final day of an SNS planning meecing.

Findings identify four principal causes of infant and child
i

morbidicy and mortalicy outside the necnatal pericd. They ara
diarrneal diseases, raspiratory infections, irth problems and
prematurity, and vaccine-preventable diseases. Over 60% of the

rural pcpulation lacks access to basic health carz. In rural arsas
it 1s estimated that only 31% of the women raceive prenatal cars
and only 18% have 1institutional births. Malnutrition is an
underlving cause in 57% of all deaths of children under six. Most
children, especially in the rural areas, do not attend clinics
where their growth could be monitored.

USAID should focus its efforts on improving health systems in areas
where ic has a comparative advantage. These include the following:

1) Communication and Social Marketing for
Behavior Change in Support of Child Survival
Interventions. Many Bolivians, especially in
rural areas, do not use health services.
Marketing efforts to increase use of services
should be culturally appropriate. Some USAID
projects which have successfully developed
culturally sensitive programs include
Interactive-Radio-Learning, MotherCare, and
Prosalud.

2) Policy. USAID should carry out policy
dialogue for health car2 reform at the
national level. The timing is right because
Bolivia’s new government 1is contemplating a



series of structural changes to improve
services in all social sectors. The A.I.D.
Data for Decision Making (DDM) could
contribute to this process.

3) Health Care Financing and Sustainability.
USAID has positive experience in this area,
especially with PROSALUD, which it can share
with the Bolivian Government. The HNS project
has begun work in Bolivia and could contribute
to this are=a.

4) Commodities and Logistics Systems. In Bolivia
USAID has had a major role in supplying and
efficiently distributing vaccines and ORS for
the national health program through the CCH
Project. It has distributed contraceptives to
the private sector through the Reproductive
Healtnh Project.

5) Training. USAID should develop a system of
in~-service training rfor district, area, and
sector level health workers. This system
should be based on a training needs assessment
and would include training for nurse-midwives.

6) Program Development, Management, Information
and Evaluation Systems. USAID should help the
Bolivian Government develop a national child
survival plan. The plan should have a sound
strategy, a reasonable implementation plan,
and targets for each intervention. De-
centralized plans at the departmental and
district levels should flow from the national
plan.

7) Service Utilization and Quality of Care.
USAID should work to increase utilization of
GOB health services by improving access and
the quality of service. It can draw on
experiences with MotherCare and Prosalud.

8) Research. A.I.D. Washington has had a key role on
applied health research as has USAID/Bolivia with
respect to the transmission of Chagas Disease. It
should continue that role as resources permit.

The focus of the CCH Project through the time of this assessment
has been mainly on the Central La Paz Office and the regional
offices of the Secretariat. Certainly this is where many of the
financial resources have been channelled. Approximately 50% of the
budget has been used tc cover administrative costs and there are
101 people working under CCH. CCH has a bureaucracy of its own
which is, in many cases, parallel to that of the Secretariat of



Health. Accordingly, the process of integrating this staff into
the Secretariat should be a priority.

A large portion of project resources has been used for commodities.
These include computers for the central, regional, and district
offices which are necessary for financial and administrative
monitoring, and useful so the staff could begin DDM training.
Resources under this category have also been used for commodities
to construct water and sanitation systems. Reduced project funding
may mean curtailment of expenditures and activities in this area.

Many of the findings and conclusions of this study indicate that
the real challenge for the remaining life of project will be in the
rural areas. Emphasis should now be placed on preparing district
level personnel to reach out to rural populations. Better delivery
and distribution systems are needed so that rural facilities are
adequately stocked with supplies and pharmaceuticals. This will
improve the quality of cars and should result in greater
utilization of the facilities. Innovative health care
interventions which are culturally sensitive should be developed by
health workers who interact directly with targeted communities.
Pilot activities which upgrade the quality of child survival
interventions should also be designed for the districts.
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I Introduction

A. Assessment Purvose and Obijectivas

The purpose of the present assessment is to 1) evaluate the over
child survival situacion in Bolivia; 2) idencisy speci
interventions or management improvements that could be implamen
by the National Secrstariat of Health (SNS) to have the greac
impacc on saving lives and improving health over the nex:t f
years; 3) determine which program intarventions reprasent
comparative advantcage £or US; 4) analyze wavs in which US can make
a significant contribution to institutionalizing SNS implementation
of tnhose intarventions; and 5) develop rescommendations for redesign
of the CCH project to strangthen its assistance to tae SNS ia the
identifiad ar=as.
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3. Team Composition and Assessment Methodologwv

At the invitation of US/Bolivia, the Child Survival Assessment was
conductad October 4-14, 1593. The team consistad of Dr. Al
Bartlet: and Dr. Mary Ann Anderson from the Office of Healcth,
/Washington and Paul Ehmer and Jennifer Macias from che Health and
duman Resources (HHR) Office in USAID/La Paz.

Team members raviewed documents; met with representatives of
Bolivian governmental and non-governmental organizations, US statff,
and donor agency rapresentatives (see Annex A for a list of persons
intarviewed); and made fiz=ld visits to two rural health districts:
Altiplano Vallas Sud in La Paz Department and Capinota in Cochabamba
Department. One member attanded the final day of an SNS planning
meeting in Santa Cruz.

C. HHR Strategv, Objectives and Program

Under the new U.S. administration, the U.S. Agency for
International Development USAID has reaffirmed population and
health as priorities within its efforts to assist countries towards
the goal of sustainable development. USAID is developing a new
stratagy that emphasizes integrated approaches to reduce population
growth, decresase maternal and child mortality, and reduce the
spr=ad of HIV/S.

The objective of USAID/Bolivia‘’s Family Health Stratsgy 1is to
improve family health throughout Bolivia. This Strategy has three
primary goals: to improve the development and implementation of
policizs; to improve the management capacity of both the public and



private sectors to provide curative and preventive health services;
and, to improve the knowledge, attitudes and health practices of
the population. The HHR Office has developed diverse strategiss to
support these goals: promoting cost-recovery activities to improve
the financial viabilicy of the sector; increasing access to and
quality of reproductive health services; promoting public-privace
coordination in preventive and curative care; increasing the amount
of resources designated for maternal and child health; and,
supporting the decentralization of health adminiscration and
responsibility for service delivery.

The HHR Office manages a portfolio of nine bilateral projects in
suppor: of the Family Health Stratsgic Objective. The program
supports activitiss in basic health and child survival sexrvica
delivery, policy initiatives, experimental research and development
activicies, and institutional strangthening activities in the
puclic and private sectors. Most projects incorporate activities
focusing on both the supply and demand sides of health services.
Projects include Community and Child Health (CCH), Self-financing
Healthcars (PROSALUD), Private Voluntary Organizations (PRCCOSI and
CARE), Reproductive Health Serwvicss (RHS), AIDS/STDs Pravention and
Control, Urban Development (PROA), Interactive Radio Learning
(IRL), and Drug Awar=ness. The following brief discussion focuses
on three projacts rafarrad to throughout this assessment tnat work
dirsctly with child survival activities in Bolivia.

The Community and Child Health project is described in much grsater
detail in Section III C. Briefly, this project represents USAID’s
major health and child survival activity with the public sector.
The project supports national oral rehydraticn and immunizacion
efforts, community water and sanitation activitiss, Chagas
rasearch, and rural district development activities.

PROSALUD 1is a private sector primary health cars organization
providing services in urban and peri-urban areas of Santa Cruz, El
Alto and La Paz. This NGO has achieved considerable success in
recovering costs by charging fees for curative services to low-
income users while providing preventive services free of charge and
selling drugs at cost, setting high quality standards of care, and
increasing coverage rates under difficult socio-economic
conditions. :

PROCOSI is a coordination entity of Bolivian and U.S. PVOs working
in health and child survival. With funds and a recently
established endowment, PROCOSI provides technical assistance,
training, and institutional support for its members.

In addition to Dbilateral activities, many centrally-£funded
activities are active due to Bolivia’'s designation as a "child
survival emphasis" country. Many U.S. PVOs work in Bolivia with
central Child Survival Grant support. Several organizations
supportad by USAID'’s Office of Health provide specific technical
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training, conduct specialized assessments, and provide technical
assistance. Annex B lists central projects active in health and
c hil ¢ s urviwal in 3ol i v i a

-

II Child Survival Situation in Bolivia

A. Mortality, morbidity, and malnutrition.

Despita substantial progress in the last two decades, infant and
child mortality in Bolivia remain among the highest in the Americas
and among cthe highest in A.I.D.-assisted countries outside of
Africa. The 1989 Demographic and Health Survey (DHS) estimated
Bolivia’s infant mortality racs to be 96/1,000 live births, and
under five mortality to be 142/1,000 live births. The r=acently
cempizatad national census, which remains to be validated, but which
was ral2ased by the pravious government just prior to national
elactions, identified the national infant mortality rate to be
75/1,000; possibl= undersampling among rural and other difficult to
access segments of the population may have resulted in this race
being lower than the resal rate in the population.

In both the DHS and the census, rat=2s of infant and child mortality
re highest among the rural population: the rural infant mortality
racs was 42% gresacar than the urban rate in the DHS and 64% greatar
than the urban rats in the rscent cansus. The ressult of these
urban-rural differences in mortality is that, despite the country’s
prograssive demographic shift to a population that is now more than
60% urban, half or mors of infant and child deaths continue to
occur in the rural population. Among the country’s regions, the
Alciplano, with the highest infant mortality rate and 45% of the
country’s population, contributes the greatest number of infant and
child deaths. The 60% urban figure from the most recent census
also is confounded by the fact that the definition of urban is any
area with great=r than 2,000 population.

The DHS examination of components and causes of infant and child
mortality revealed that neonatal deaths make up 43% of all infant
mortality; of these neonatal deaths, more than half occur in the
first week of life. These findings are expanded by the results of
focused studies documenting high rates of perinatal death, 110 per
1000 live births, many of which result from complications of labor
and delivery. The importance of these perinatal and neonatal
deaths 1is wunderscored by Bolivia’s extremely high maternal
mortality rata (373 per 100,000 live births per DHS), part of which
is also attributable to complications of labor, delivery, and the
post-partum period and part to complications of illicit abortion.
The official government figurs for maternal mortality 1is
480/100,000 live births, an estimate based on probable under-
reporting in the DHS because single women were not included.

The principal causes of infant and child morbidity and mortality
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outside the neonatal period are diarrheal diseases and raspiratory
infections. Tha DHS found 28% of all children under age five to
have had diarrhea within the praceding two weeks, with the highest
pravalence (39% of all childrasn) in the 12-23 month age group.
Acutzs respiratory infection (cough with difficult breathing) was
found to have occurrad within the preceding two weeks in 20% of all
children under ace five, with the highest pravalsnce (26%) in the
age group 6-23 months. These data indicate that children in
Bolivia, on averaje, experience as many as 5-7 or mors a2piscdes of
diarrhea and 4-5 or more raspiratory infections each vea*

These fraquent illnesses contributs to and ars worsened by high
rates of undernucricion: the DHS found 338% of children under age
thr=ae to be chronically malnourished (stunced). Borth chronic and

acute undernuctrition among children appear to have acctually
increzased since the 1981 National Nutritional Status Data Survey.
While national seropresvalance daca 1s not ava11an-,, Bolivia has
one of the hemisphers’s highest ratas of iodine deficiency; diatary
data suggest that the Bolivian population, especially on the
Altiplano, experience high races of deficiency of other cricical
micronuctrients, particularly vitamin A and ircen.

B. Coverage and status of matsrnal and child health services.

In general, lack of access to basic health services continues to be
a majer concributor to Bolivia’s high infant, child, and matsrnal
mortality. UNICEF estimata2s that over one-third of the total
pooulation are without access to health services; pradictably,
thers is a cubstantial urban-rural difference, with over 60% ctf the
rural population lacking access to basic healch care. This lack of
access, in part complicated by barriers to utilization of health
services even when access technically exists, results in families
not racaiving preventive care and informacion from health care
providers and many life-threatening illnesses of children going
without appropriatz treatment. The impact of this lack of services
is raflected in the DHS findings thact for illnesses rasulting in
infant or child death, in essentially half (49%) no medical
assistance was sought and in three-quarters (76%) the child died ac

home.

The following sections review the characteristics of services
direcrted at the principal causes of infant, child, and maternal
mortality:

1. Expanded Program of Immunization.

Bolivia’s EPI program is apparently the most successful of its
child survival programs. Available data indicate substantial
increases in immunization coverage during the past faw years,
although different methodologiss were used to achieve these data
and resulting estimates (the planned 1994 DHS should provide data
that are accurate and comparable to the 1989 DHS). The 1989 DHS
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identified extremely low coverage rates, with only 7% of childrer
fully immunized by age 12 months (13% with DPT3, 33% with measles,
3% with polio) and only 19% fully immunized in the 12-23 monta age
group. By 1992, largely as the rssult of an intsnsive campaign-
oriznted strategy and the polio eradication effort, UNICEF reportad
that children under age 12 wmonths, 77% werz2 £fully vaccinatad
against DPT, 80% against measles, and 84% against polio.

These substantial incresases in immunization coverage obviously
represent a substantial policy commitment. Close and apparently
effective donor coordination, centered around a functioning
Interagency Coordinating Committee (ICC), have supportad the
govarament in develoving and implementing this policy. The
stracegy has pbeen especially effective in setting clear porulation-
based targets and monitoring prograss toward these targets at the
local as well as the national lsvel. Ic is observed that the lack
of similar population-based targects and monitoring for other Child
Survival program components, such as CDD, appears to rasult in
local programming that emphasize EPI targets over other
interventions. There 1is also concern that the labor intensive,
house-to-house campaign stratagy used to achiave this progress 1is
difficultc to sustain, may cresate unrsasonabls expectations for ics
continuation, does not actively involve the population and
rasponsible groups in immunization of their children, and in the
face ¢f limiced human rssources may undercut other matarnal and
child health services. Targets for immunization oOf women with
Tecanus Toxoid (TT) appear to be less prominent in planning and
implemencation than do other immunization targets. Thers has not
been a substantial mass media or community-based IEC effort to
complament the campaign effort to increase immunization coverage.

Health staff appear to be adequately trained in basic immunization
practices, including importance of the cold chain. Vaccine supply
in general appears to be adequate, although shortages of vaccine in
some facilities was mentioned during field visits. Cold chain
equipment is likewise apparently adequate in most locations,
although lack of maintenance capability was also identified in
several sites during limitad field visits. [It is unclear if the
EPI logistic/supply system is integrated with the national CEASS
system or is a parallel system.] Local health officials appear to
monitor immunization coverage against targets, including resgular
review of coverage at monthly planning meetings (CAI). Because of
this monitoring, it appears that these officials respond ¢to
inadequate progress by increasing =ffort in immunization, in some
instances diverting personnel from other health activities
including staffing of health posts. Recent outbreaks of measlss in
some populations may in some cases indicace cold chain failure,
although the epidemiology of these outbreaks was inconsistently
identified by different authorities. This inconsistency, and the
development of local strategies not always based on proven outbreak
control approaches, suggest the need for additional technical input
in this area of evaluation, control, and programmatic review in the
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face of outbrsaks.

2. Control of Diarrheal Diseases (CDD)/Cholera.

The Bolivian CDD program is substantially weakzar and less effective
than the EPI program. Accsess to Oral Rehydration Solution (ORS),
calculated at 56% naticonwide in 1991 (wita substantially lower
lavels in rural aresas) ramains a prcblem. ORS is used in only a
small proportion of child diarrheal illnesses, although oral
rahydration therapy (ORT) by administration of home £luids during
child diarrhea was estimatzad by the DHS and morzs racantly by UNICEF
to occur in over half of episodes. As expectad, more isolatad and
lass educated families, i.e. those at gresatest risk of child desath
from diarrhea, are those least likely to use ORT or ORS during
diarrhea episodes. When ORT 1is used, the adequacy OL these
practices is unknown, and is brought into question by the DHS
finding that 40% c¢f mothers of childrsn who di=2d from diarrhea
reportad administering ORS before the child died.

The entrv of cholesra into Bolivia stimulated grzsatar awarenass oOf
diarrheal diseases and the importance of flu d therapy, as well as
an aggr assive but incomplecely structured appr roach to decentralized
provision of CRS through community oral renydration units (URO's).
However, the national rasponse to ‘cholera has been characctarized as
initially slow and incomplete, and the linkage of cholara control
activitcies to CDD program activities for prevention and treatment

of child diarrhea remains weak.

The priorities of Belivia’s national CPD program have focused on
rather traditional case management training of physicians and
healcth workers, with lesser attention on ORS supply and
distribucion and, until the arrival of cholera, little attsntion on
stratagies to increase access to ORS. ORS supply remains virtually
complzately donor-dependent, with the US/Bolivia contribution to ORS
procurament rapresenting the greatest share of ORS in the country.
Present policy is that CRS is provided free of charge.

Until recently, ORS distribution was principally through health
facilities. With the advent of cholera, the government hastily
established community UROs nationwide and provided rapid basic
training to the community members staffing these UROs. In some
cases, where community health promotesrs (RPS’s) exist, these RPS’s
are in charge of the URO; in other communities, voluntser persons
with yet less health training form the URO staff. The number of
UROs established is unknown, but is estimated at about 6,000; a
racent evaluation of a large sample of URO’s estimatad that the
actual number functioning is probably substantially smaller.

At least until the arrival of cholera, the supply of ORS at the
national level was estimated to be adequate. However, an in-depth
evaluation conducted by PRITECH in 1991 found that substantial lack
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of organization and management capabilities of the national
distribution system operated by CEASS rasulcad in uncertain supply,
stockouts (including some as long as 4-5 months), and hoarding cf
ORS at the district and lower lavels, aggravating ORS shortages and
lack cf use at the peripneral health facility and end-user level.
The rapid employment of the URO stratagy has substantially
aggravatad tais supply and discribution problem, since the number
of end users that ars supposed to have CRS has been substantially
incrzased, and since no mechanism has been established to moniter
ORS requiresments and use in UROs or to rasupply them in a
systamatic manner.

The nacional health information systam (SNIS) tracks facility
trsatment of diarrhea and diffsrxentiatses suspectad cholera from
non-cholara diarrhea. However, thers is no technical evaluation or
feedback regarding the implications of the information provided
(which virzually always indicatas that the number of child diarrhea
cases tre=atad is vastly below the number of eviscdes expected in
the infant and child gopulaticn). No targets are provided based on
child population and morbiditzy projections at the national or local
lavel; inst=sad program periormance is programmed and svaluated in
the manner ctypical of ministries of health without such informaticn
systams, that i3, based on past performanc2 of the health
facilicies. The rasult is periormance targats tramendously out of
line with those needed to significantlyv incrsase appropriats case
management of diarrhea, and failurs to appreciats the need for
increasing the rols of additional (probably non-facility based)
stratsgies to incrzase access to and use of ORS.

Although cholara has increased awareness of diarrheal diseases in
general, cholera activities have incomplately linkad cholera
concrol with preventcion and trzatment of child diarrhea, although
"baseline" morbidity reslated co common diarrhea of childrzn is the
cause of substantially greater mortality than is cholzara. Cholera
control activitiss wera slow to be organized and ineffactive under
the first cholera coordinator. Although these activities have
become more sffactive, the national cholera plan continues to be
less than 50% funded.

With the exception of recent cholera-related messages, the national
CDD program has not developed or implementad an extensive
communication strategy to respond to the low levels of adequate use
of ORT and ORS. This appears to be an obvious area of need for
increased policy and program activity. However, a note of caution
is generated by the recognition that, especially with the
inadequately structurad URO stratsgy and uncertainties of ORS
supply and distribution, a demand crsation strategy would need to
take inco account the possibility that ORS supply may presently be
inadequate in many localities.

As noted, a strategy focusing on facility-based management of
diarrheal diseases has resulted in low levels of effective access
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to information and treatment related to child diarrhea. At the
lavel of district and local facilities, lack of trzatment targecs
based on projections of number of children and expectad ratcss of
diarrhea (inst=zad relying on prcgrammed targecs based on the
grzatly inadequate numbers of cases treatad in preueding raporting
periods) rasults in failurs to smphasize acctivities and stratagiss
aimed at incrsasing access to2 and use of ORT and CRS. The 1593 CDD
program Health Facility Survey, carrled out by the MOH in
collaporaticn with 2AHO, UNICEF, and PRITECH, ;dEuClZlad very low
lavels of correct evaluation and ;-eatment of child diarrhea by
healtch perscnnel. Healch worksr periormance in communicacion of
corract information to mothers was =2ven less adequate. In the
casas of both physicians and health workers, CDD training was found
to have rasultad in little diZfersnce in evaluation or traatment
practices, in comparison with personnel not crained by the CDD
program.

A 1992 PRITECH evaluaticn of UROs found wide wvariabilicy in the
training received by URO staff, and substantial inadequaci=s among
these statff in knowlzdge ralatad to basic case management. Record
keeping and supply status of UROs was also inadequate. The
importzance of deciding on the rols of the URC stcrategy and
vstama:izing it if it 1is to be maintained or expanded, is
undarscorad by informant rsports that in some cocmmunitzias UROs have
achisved a predomlnant rola in diarrhea managemenc . This 1is
apparently the result of the mors geographically and culturally
accessibls naturs of the UROs and because, in contrast to health
faciliziss, UROs do not charge for consultations.

3. Acuta Respiratory Infections.

Although ARI is one of the lszading causes of infant and child
morbidity and mortality in Boliwvia, until recently there was no
national program to address this problem. The 1989 DHS found thac
among all children under age five reported to have had symptoms of
potentially severs ARI (cough with bresathing difficulty), only 29%
were taken for medical care. This proportion was substantially
lower in the rural population ( ), and reached very low levels in
the indigenous population (7% among families speaking only an
indigenous language) . The majority of those coming for cars

2nded higher 1level facilities (public hospitals and health
centars) and privats physicians; few reported utilizacion of more
peripheral health facilicies. Other analyses of service
utilization for ARI indicate that, especially in rural areas, thers
are substantial delays in care-seeking for ARI, resulting in
children arriving at facilities with more severs and difficult to
treat diseases.

Bolivia’s national ARI program was assessed in late 1992 by the
REACH Project. This program began in 1985, based on then existant
WHO/PAHO norms for ARI classification and treatment. The program
emphasized health worker training, emphasizing local management of
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mild to moderate ARI; in implamentation, this program rzaceived
little of the public health system’s attention or resources. I:
1991, the program was revitalized and has taken important stsps in
establishing improved ARI services. These include revision of ARI
program guidelines to emphasiza detaction and treatment of
pneumonia (the most lethal form of ARI); development of training
and communication matsrials £or health worksrs, and actual training
in some sitas; inclusion of ARI re2porting in the SNIS; ethnographic
sctudy of ARI-related practices and beliefs; and inclusicn of drugs
raquirad for ARI treatment (cotrimoxazole) ia the national drug
systam under CEASS.

Several policy and strategy issues were identified in the REACH
assessment of Bolivia‘’s ARI program. These include the need to
develop strategies to increase access to appropriate case
management at peripheral levels. Doing so will requirs not only
elaboration of such a strategy and training of nealth workers (such
as RPS’s), but also addrassing policy obstacles such as limitad use
of aporopriate antibiotics by peripheral and communicy health
workers. As with CRS, supply of medicacion for ARI tr=atment is
subject to the inadequacies of the CEASS discribution svstem. In
addition to diarrheal diseases, a functional ARI program musc deal
with the issues of develcoing a £functional refarral systam £or
cases too severa to be managed locally.

The REACH assessment detarmined that the ARI program was subjact to
many of the difficultiss facing other Child Survival and maternal
health programs, including inadequatz2 supervision, support, and
information. Lika CDD, ARI control suffsrs from a lack of national
or local target setting based on rsalistic projections of numbers
of children and of ARI episodes, instesad setting targets based on
previous periods’ facility-based performance. In the absence of
such reality-based targets, and of feasible strategies to reach
them, program activities ars likely to remain facilicy-based and
inadequate to rszach the substantial number of infants and children
dying of ARI. Accordingly, ARI program activities will 1likely
continue to be subordinated to other programs having such targets
(especially EPI and more recently prenatal care).

Due to the relative immaturity of the ARI program, no concertsasd
effort has been made to develop or implament a national behavior
stratagy for ARI. Recent ethaographic studies of family beliefs
and practices regarding ARI in their children provide important
input for development of such a strategy. A substantial effort in
demand creation is neither warranted nor appropriata until the
program succeeds 1in establishing apprcpriate case management
services, at least at the health facility level and preferably
through a community-based mechanism.

Since the DHS, there has been no systematic information collected
on health service wutilization related to ARI; similarly, no
extansive evaluation of practices in existing services (comparable
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to the CDD Health Facility Survey) has been carried out. At the
time of the 1992 RIACH assessment of the country’s ARI program,
only a faw health regions had undertaken health worker training in

ARI. A small number of PV0s have adaptad ARI training for
community health workars (promoters), but this approach appears not
to have penetrated the public health systam to date. While ARI

rugs (principally cotrimoxazolzs) are included in the national
distribution svstem, there has been no extansive evaluation of
their availapbiiity in the healch systam.

One focused study, conductaed by REACH at che raquest of the Santa
Cruz r=gional health ofiice and PROSALUD, found that case
management practices Dby pnysicians and health workers in both
public and private facilities ars frequently at variance wich
standard case management for ARI. This study documentad frequent
overuse of antibiotics in treatment of children with respiratory
symptoms. Quality control approaches toO improve case management
wera suggestad, and implsmentad in scme facilicies, but their
effact has not yet been evaluated.

4, Matarnal and Neonatal Health

The most racent estimate from the 1989 DHS survey of the maternal
mortality ratio is 373 per 100,000 live births. However, this is
an underestimatz because the survey did not include single women,
who may account for as much as 30% of maternal mortality,
particularly due to unsafe abortion. Taking this underestimation
into account it appears that the 1989 ratio is similar to the 480
maternal deaths per 100,000 live births that Bolivia reported as
its national macernal mortality ratio for 1373-77. Much nhigher
ractios have been reported in remote rural areas. Overall, the risk
of a Bolivian woman dying in pragnancy or childbirth is 60 times
higher than for a woman in the U.S. or Europe. There will be a
follow-up DHS survey in 1994 which will again assess macernal
mortality, but it appears that there has been no resal prograss in
reducing it over the past two decades. Maternal morctality in
Bolivia is the highest in the western hemispher=. Leading causes
of death ares unsafe abortion, hemorrhage, infection, and toxemia.

Coverage of maternity services was low in the 19829 DHS with only
47% of women receiving any prenatal cares, and only 42% of women
delivered by a trained attendant. Coverage was much higher in
cities where 64% of women raceived prenatal care and 58% gave birth
in an institution, versus rural areas wnere prenatal care and
institutional births reach only 31% and 18% respectively.
Traditional birth attandants are not found in Bolivia for the most
part and deliveries 1in rural areas are often attended by the
husband or relatives. Furthermore, there are currantly no
professional nurse/midwives although Bolivia had such a category of
health workers (matronas) up until 20 years ago.
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Thus rthera 1s a serious chasm Letween physicians trained in
obstetrics and based primarily in cicies, and rural households with
no prenatal care or birth acttendants. This urban bias 1is
axacarbated by the MOH's policy of forbidding the nurses and health
auxiliariss that do work in the rural arsas to give antibiotics cr
oxvtocin which can save mothers’ lives in cases of infaction and
hemorrhage. Therz is a cricical need to restora the position of
matrcona at district hospitals, to delagates auctheority for giving
antibiotics and oxytocin to nurses and auxiliaries, and probably to
train women to be birth at:-endants at the village l=vel as wall.
The lack of authoricy to give antibiotics affscts other
intsrvencions, such as the ability to trsat acuts raspiratory
infection, another cricical child survival intervention.
MotherCara used the Funcacidén San Gabriel to train traditional
birch accendants, and developed a corresponding curriculum and
training manual. The Maternal and Child Healch Deparcment of the
Universidad Mayor de San Simon 1in Cochabamba has exprassed an
intersst in starting a nurse/midwife training program.

According to the 1989 DHS, although 63% of women were awarza of
familyv planning mecthods, only 30% were using them (12% modern, 18%
traditional). Inducec abertion, even though illegal, i1s the major
method of limiting births. The unmet demand for family planning in
Bolivia was estimatad bv the national population policy unit (UPP)
in 1992 as 36%. However, even with grezatly increased access and
information, most women still ars choosing not to use family
planning.

A prevalence of syphilis in pregnancy of 10% was reported in one
study, which contributes to stillbirths and congenital syphilis,
and also is a risk factor for HIV/S. Yet Bolivia does not seem to
stress routine sexually transmitted diseases (STD) screening and
treatment as part of presnatal care, and has placed its STD control
emphasis onlv on high risk groups (urban prostitutes). Treatment
and pravention of STDs in women and their parctners, especially
syphilis--which can be detected with the RPR card test and treated
at the time of the visit without referral to an STD lab and
consequential high loss to follow-up--should be an intagral part of
prenatal and rsproductive health care.

The perinatal mortality ratio for Bolivia was estimated at 110 per
1000 live births in the National Plan for Child Survival and
Development and Maternal Health, 1389. Neonatal mortality was 41
per 1000 live births in the 1989 DHS. 43% of all infant mortality
occurred in the first month of life. One third of neonatal deaths
were due to birth problems (asphyxia, hypoxia, trauma), 17% due to
raspiratory infection, 13% due to diarrhea, and 6% due to tetanus.
Neonatal tetanus rates are highest in the lowlands. Delayed
initiation of breastfeeding, neglect, and provision of anise t=sa
(mate de anis) and other liquids to the newborn contributs to
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hypothermia, neonatal raspiratory infection and diarrhea.

In 1989 the Ministry of Health launched a comprehensive National
Plan for Child Survival and Development and Matarnal Health with a
goal of resducing maternal and infant mortality by 50% by 1993.
Specific objectives for matarnal health care were to incraass the
coverage £or prenatal cars and delivery by a trained attandant or
in a health institution; to provide of reprcduccive healch s=rvi

including birth spacing; to pravent STDs; to detecc and tr
autritional deficiencies; t> tast for utarine or cervical can
and ocher gynecologizal problems in all healta facilities; to u
a simplifiad Perinacal Histcry Card (dssigned by the Latin American
Perinatal Health Centar -- CLAP) for all pregnant women; =£o
immunize with tatanus toxoid; to distrifbute safe delivery xits and
co assess risk. Training of traditional birch attandants was also

strassed. Through USAID’s Reproductive Health Project, and
assistance by PAHO and UNFPA, family planning services have become
much mors widely available. dowever, other aspects of the

government’s plan remain largely on paper.

Assistance from USAID through MotherCars has shown that in Bolivia
there is ofzen a cultural clash between modern medical providers’
praccices and familiss’ traditional beliafs and pracrcices. This
contribuces to underutilization of maternity and family planning
services, even in urban arsas likz Cochabamba wher= MotherCars is
working. This clash can be resolved and service utilization
incresased somewhat £or prenatal cars, family rlanning and
insticutional births through health personnel training and health
facility reforms which "humanize" the practices of the providers,
and through =education to families to give them a better
understanding of risks in pragnancy and delivery and the importance
of seeking care. MotherCars developed efiective educational and
training materials for their work in Cochabamba which will now be
adaptaed and reprinted for use throughout the country with USAID
support.

In remccte rural ar=as (Inquisivi) MotherCare/Save the Childran
developed a process of organizing women’s groups which discuss
maternal health problems and then develop their own plans for
addressing them (autodiagndstico). In addition, they cresated a
ccrps of trained birth attendants. This process has become a
powerful tool for mobilizing communities and incresasing prenatal
care coverage, tetanus toxoid immunization, delivery by a trained
attendant, and family planning acceptance. These community efforts
were not met with equal efforts on the part of the district health
system to assure that facilities were adequataly equipped, staffed
and supplied wi~h drugs so they could serve as acceptable refesrral
points for obstetric emergencies. As a stopgap measurz CO
compensate for the defunct rural health facilities, women had to be
refarred to La Paz (5 hours by road) for obstatric emergencies.
Efforts should be made under donor assistance for health
infrastructure at the district level to equip, pharmaceutically
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stock, and staff all hospitals according tc WHO’s criteria for
obstetrical emergencies at the First Refarral Level. In addition,
faasible methods should be developed for identification and timely
refarral of women with obstetric emergencies to such health
facilities. Other U.S. PVO members of PROCOSI in Bolivia have
exprassed considerable interest in raplicating the
"aucodiagndscico" approach for rsproductive health and child
survival activitiss in the communitiss wher= they wcrk.

5. Nutrition and Breastfzseding

Micronutrisnt Malnutrition Nutritional anemia in wcmen oOf
reproductive age is an important problam in Bolivia (estimated
pravalence of 33-45% in pregnancy) which 1is not  Dbeing
systematically addrasssed, although the government has a National
Program for the Prevention and Treatment of Anemia (PNCAN). This
program calls for the provision of a da11v supolament of 200 mg of
ferrous sulfate (40 mg elemental iron) and 0.25 mg folace to all

pragrant women, kut is hampered by a poor attandance for pranatal
carz and the lack of supo¢1es at peripheral facilities. Ther= is
no indicator of what propor:tion of pregnant women ars covered with

iron/folate supolemencs in the MCH’'s health informacion systam
(SNIS), alchough there is an indicator for vitamin A supplaments tO
children. UNICEF, wh‘ch of:=n suppliss governments wich
iron/folata tablecs for di ibution in preratal carz, is not

bringing any ircon/folatsa supplements into Bolivia. Commodity and
tacnnical aas*stance by A.I.D. could give this program a real
boost. The anemia problam may be exacerbatad by Chagas disease in
areas whers Thagas is endemic.

A USAID-funded survey assistad by the VITAL Project found that 1%
of the total population was blinded by Vitamin A deficiency and 48%
with low serum retinol levels. Accordingly, the MOH launched a new
program of prevention in 1993 to provide 1 megadose (100,000 I.U.)
Vitamin A capsule to children 6-11 months of age in conjunction
with measles immunization, and a 200,000 I.U. dose esvery 6 months
thereafter till 5 years of age. The program alsc calls for
providing megadose vitamin A supplements as part of treatment of
measles, diarrhea, acut2 respiratory infection and severe
malnutrition. The receipt of Vitamin A is to be notad on the
child’s growth chart. The government’s program also calls for
providing an immediate postpartum dose of 200,000 I.U. of Vitamin
A to wcmen. Capsules will be brought in by UNICEF for this
program, and thus it does not appear that US commodity support
assistance will be requirsd. However, continued technical
assistance by A.I.D. could play a key rols in assuring cthat the
program 1is effective. Fortification of some widely eaten,
centrally processed foodstuff with vitamin A is under
consideration, and Bolivia will need technical assistance to pursue
this option.
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With UNICEF assistances, Bolivia has ra2portadly had major success in
raducing iodine deficiency over the past 10 years through iodized
salt and iodine capsules to endemic ar=as. This success 1is
evidencad by cthe raduction in endemic goiter in school childran
from 60% to la2ss than 5%. Since there are still pockzats of the
ural population which do not consume icdized salt, but ra2ly on the
same block salt used by animals. UNICEF plans to assist with
iodaczion of this scurce as well. The government of Bolivia wants
to eliminats iodine deficiency by 1994, and it appears that USAID
need not assist in this endeavor as UNICEF is providiag adequatsa
supporec.

Braast-fzeding The breastfzeding situation in Bolivia and program
racommendations ara provided in detail in A.I.D.’s July 1592
raporz, "The State of Breastfeeding in Bolivia: DPractices and
Promotion," by the MocherCars and LAC Health and Nutrition
Sustainability Projects. Therz2 has been a documentad decrsase in
the pravalsance and duration of breastfz=eding in Bolivia over the
past decade and the DHS 1989 survey found that only 53% of iafant:
0-4 months of age wers =xclusivaly breastiad, and that one cthird of
all breastiad infants also wers bottie-ZIfad. The most sub-optimal
infanc feeding practices ars found in the lowland areas, =.g. Santa
Cruz, whers DHS rzportad a median duration of breastfzeding of only
13.2 months, in contrast to a median duration of 19.7 monchs in the
highlands. Failure to initiat= breastiseding within the first hour
aftar delivery and delays of 24-36 hours in giving colostrum are
also the norm and contributas to neonatal hypothermia and mortality
as Dbirth attencdants concentrate on delivering the placentca and
meanwhile neglact the newborn infant. Through formation of mcther
SUPDOrtT groups in the communitcy, MotherCare/Save the Children was
abls to incrsase the percantage of mothers who 1initiatad
breastfseding within the first hour from 25% to 61%.

Seventz2en Bolivian physicians and nurses have received A.I.D.
support for lactation management education training at Wellstart
San Disgo and formed a local breastfzeding promotion organization,
COTALMA. Br=sastiseding promotion has been given a boost in Bolivia
in the last two years with the launching of the Baby Friendly
Hospital Initiative. As of March 1993 three major hospitals in
Bolivia (San Gabriel in La Paz, Jaime Sanchez in Suczxe, and Dani=l
Bracamonte in Potosi) have achieved the ten steps for promoting
breastfseding (WHO/UNICEF) deemed necessary to be considersd "baby
friendly". A National Breastfeseding Training and Resource Centear
established by COTALMA with USAID funding, held its firsc course
for 23 managers of breastfseding promotion in hospitals from =ach
of the 9 major citiss in Bolivia in Septamber 1993. The Canter
plans 4 courses of 2 weeks each per vear for 20 participants in
split sessions of 1 week cach. La Leche Lesague has a branch in
Bolivia which is doing some small-scale motheir support group work
on a voluntary basis in La Paz, Orvrn, and Cochabamba, but they
would need outside support to work at a significant scale. There
does not appear to be much collaboration between COTALMA and La
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Leche League.

What is lacking in Dbrzastfeeding promotion efforts ars 1)
communizy-based mother support groups; 2) training of health
auxiliari=as; 3) incegration of breastfeeding into the relatad
orograms of diarrheal disease and acute respiratory infection
contrcl and growth monitcring; 4) communication and social
marketing; 5) integration of =sducation on the lactational
amencrrhea methed into family planning services. The latter point
is particularly important given the sensitivities surrounding
modern familw planning methods in Bolivia and the fact that up to
40% of women perceive br=2astfeseding as a nactural mesthod for birth
spacing. Y2r f£aw OLf these women, nor the health workers who
counsel them, know that for brsastiz=eding to be an eiffactive methed
it musc ke full breastizeding (unsupplamentad), menses should not
have rsturned, and the woman must be 1in the £irst six months
postpartum. The Poopulation Council is planning to do operations
research on promecing lactational amenorrhea as a family planing
method in Bolivia. Manyv women become pragnant while breastfseding
according to COTALMA which culturally l=ads to 1its abrupc
cessacion. Thus family planning needs breastieeding to langthen
birzh intsrvals in wcmen who ar=s not contracepting, and
breastfzading needs family planning after menses recurn to pravent
the next prasgnancy leading to abrupt weaning and ctarmination of
braascizeding.

The incicdence of low birth weight is estimated to be 15%. The 1389
DHS Survev found only 2% of infants 3-5 months old underweight and
8% stuntad. However, protain-energy malnutrition in Bolivian
praschool children rises stsadily as they enter into the weaning
period and there has been no improvement in the past decade.
Malnutrition is an underlying cause in 57% of all deaths of
children under 6 years of age. Among children 3-36 months old
measurad in the 1989 DHS, 38% were stunted (a rate second only to
Guatamala in the re=gion) and 13% were underweight for their age.

A major determinant, besides infections like diarrhea, is
infrsquent feeding of a starchy, low-energy density, low protein
weaning diet. The MOH has a national growth monitoring program and
growth charts ars completad for children who attend well-baby
clinics. However, most children, particularly in rural areas, do
not attend clinics. Furthermore, besides weighing the child and
plotting the chart, it is unclear what, if any, counselling to
mothers concerns their child’s growth. An MOH statistical system
of rsporting the percentage of children in various grades of
matnutrition also places inappropriate emphasis on static grades of
malnutrition in the individual child rather than on whether the
child’s own growth curve is going up, staying flat or declining.

Supplementary fseding programs aimed at addressing malnutrition in
pragnant and lactating women and preschool children are supported
by the World Food Program. However, little work appears to have
been done on improving locally available, home-prepared weaning
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foods or affordables commercial weaning foods, though UNICEF has
exprassed interest in working on appropriatz complementaxry foods.
The provision of powdered milk supplaments :to pragnant and
lactating women through the Social Investment Fund (FIS) and the
World Food Program is of concern, as this milk oftzen 1is used
inst2ad for bottle-feseding infants, contributing to diarrhea and
displacing brzasctfseding. There is considerabla pclitical pressurs
by the Bolivian dairy industry (PIL) and the European Community to
sell surplus milk t£o the programs. Food supplzments navs bean use

as a incentive to attract mothers and children in for child
survival servicses, but have cr=atad dependency and proved
unsuscainable, leading to a collaps2 in coverage of health services
when food is not available.

6. Chagas Disease.

is one of the pr=-eminent foci of Chagas Disease in the
ra, with seroprasvalence ratss indicating prsvious or

infecticn wizh the trypanosome reaching up to 70% in the
ticns o0f scme ragions. Incomologic and spidemiologic
ch indicats thaect Rolivia reprasents a true endemic focus cE
sease and of the triatome insect vector. The pravalencs ct
actor, its presenc2 in large numbers in many rural and peri-
urb«n houses in the lower r=2gions of Bolivia, its ability co
cransmit the infzacction to and from a number of domestic and wild
animal speci=s in addicion to man, and its r=lative rasiscance to
insecticides and other control measures, have made the transmission
cycla difficulc to break.

Whila noct technically a child survival intervention, f=2asible and
cost-2ffective measuras to control infsction or identify and treac
cases would be a contribution to child health in Bolivia and other
countries with high prevalence of the disease, since many children

in endemic areas are infacted early in lifs and experience clinical

effects of the disease later in their lives. Some children
apparsntly succumb to the acute phase of the disease. a problem
that has not been adequately defined. Small studies have

identified a high prevalence of infection of the placenta and
transplacental infection in endemic areas, and a possible
association of such infaction with low birthweight and early infant
mortalicy. However, since the occurrence of Chagas infection is
associated with poverty, as are many of the other conditions that
are proven risk factors for low birthweight and infant mortality,
such an association cannot be accepted without control for these
other factors.

There does not exist a consensus on the best approach to control of
Chagas disease in Bolivia. The large World Bank funded UNGECH
Project has focused on intensive spraying of homes infected with
the 1insect vector, while the USAID supported research and
intervention approach has combined improvement of houses with
insecticide use. Since neither approach appears to be affordable
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or sustainable on a large scale, the appropriate policy remains to
be defined. Another policy issue relatss to the proposal for blood
scrazening in endemic aresas, since some transmissicn apgarently
occurs vi: transfusion; this issue is linked to the broader and
more disturking issue of "informal" transtusion of blcod by health
practitioners and others in some parts of the countryv. This
practice, and efi=ctcive measuras to control it, deserwve at laast
as much concern as the screening and treatment c©f blood for T.
cruzi infection.

In endemic areas, no cohersnt efforts have been made to educates the
population on the nature of the disease and its reslation to concrol
of the insect vector. This is an obvious communication challange,
since the vector is common, especially in the rural setting, and
effacts of 1infection do not appear until many years after
infaction.

There is no programmatic health service approach to Chagas disease

in Bolivia, and the potantial components of such an approach arsz
difficult to define.

II.C Government of Bolivia

1. Health Infrastructurs

Bolivia’s health infrastructure prasents a classic example of the
problems rz=inforced and exacerbated by limitad and poorly planned
physical and human rssourcses. The system is characterized by a
network of facilities with an uneven geographic distribution,
poorly planned construction, insufficianc maintenance,
inappropriate equipment, and 1inadequate drug supply. Human
resources support is minimal. Facilities are understatffed with
inappropriataly trained providers. Salaries are very low. The
gquality of attention 1s questionable and, not surprisingly,
services are underutilized.

Phvsical Infrastructurs The Secretariat of Health has inheritad a
centralizaed health system, capped by 12 Unidad Sanitar:ias (U.S.).
The Units wield considerable influence over implementing central
lavel policies, and allocating human resources throughout the
region. Located in Department capitals, the Units manage tertiary
care facilities, coordinate with local medical and nursing schools,
and supervise national health programs through a district
structure.

The national health network includes approximatsly 90-95 Districts,
each with a hospital of limited capability to provide tertiary care
services. The hospitals are poorly equipped, have an inadequate
drug supply, and are understaffed. For sxample, the facilities are
raraly able to manage labor and delivery complications and must
refar to the tertiary hospital at the regional (US) lavel. The
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District Manager manages mulciple responsibilities with little
support; theor=atically, he provides dirsction and prcgram guidance
based on Arsza and District lewvel statistics which he, in turn,
colliacts and aggragates. In addition, he is responsible for the
administracion and financial aspects of the program and is expected
to provide technical guidance and support to peripheral facilities,

Discricts are divided into Areas, each with a health centsr. The
quality of services provided by health centers variss widely
according to location, provider and facility. In urban areas, a
doccor may be in actandance providing curative and praventive care.
In rural ar=as, the healch centers often have beds £for
hospitalizacion.

Health posts are locatad in rural communities attanded occasionally
by a nurse or auxiliary. The post may Support community promotsar
activitias for education outr=ach and reierral linkages.

HJuman Resourcss The health system is dominated by highly
specializad doctors who jealously guard their economic and
tachnical power. Medical school training emphasizes curative cars
with littls discussion on primary health cars or public health. To
remedv the shortage of doctors in rural ar=as, the ex-Ministry of
Healch institutad a policy of the "afdo provincia." Prior to
specialization, doctors are requirad to spend a year in a rural
arza. However, the system is very weak. The doctor is fregquently
absent, receives little supervision, and poor preparatory training.
An introduction to rural conditions, specific health problems and
cultural sensitivity ars not 1included 1in the medical school
curriculum. Motivation is low, given the physical conditions of
sit2, lack of resources, poor linkages with the community and shorc
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time in the region.
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Nurses raceive considerably less training, much lower remuneration,

and very low status as a result. The potential £or nurses to
improve child survival in Bolivia has been overlooked. Nurses may

~be the only health providers in an isolated rural community. They
play a crucial role in education and referral linkages.

The same comment applies to auxiliary nurses located at desolate
health posts. With training, support and supervision the auxiliary
could provide crucial links between the community and the formal
health system. Often a member of the community , she has a strong
understanding of the cultural and social barriers that prevent
service utilization.

Bevond the formal health sector, communities often have voluntary
health promoters or Responsables Popularss de Salud (RPS). These
ars community members selacted for training to promote primary
health care and link with the health infrastructure. Due to
limited resources and political will, the program has had varying
degrees of success.
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Locls:ics With donor support, the Ministxry of Health developed a
o 2l structure Co assume responsibility for the distribution of
drugs t2 all lavels. The Cantro de Arcascicimiento de Suministros
en Sa’ud (CEASS), was given authority to manage, supply, store and
distripute all public healcth supp11es It lS resoonsible for
wholesale distribution of medical supplies from the central to the
ragioral leval Regicral Supply Units (UrRZS) are responsible for
ragicnal distribucion cf supplias to the Discrict level and should
coordinate with their countarparcs, the Unidades Sanitarias. To
dats, the svstem has not functioned successfully. The cantral
lavel is highly politicized and poorly managed; little
communication or c coordination exists between cachnical countarparts
wichin the Ministry or with the regional and District lsvels. The
lack of a ragular supply of commodities ccntinues to be a ccmplaint
heard at all levels. The Miniscry has ac:cempted to improve the
logistics svstam wich initcial efforts to decentralize and the
development of an assential medicines program.
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Descita2 concerted donor =2ffort, the absence of essential medicines

at all se rvice levels remains a critical problem. Several
intarnational donors have attsmptad to improve the system; USAID is
also 1nt°*e tad in providing suppor:t. The HHR Office plans to

conduct an assessment of the public sector logistics system to
identifv USAID’'s tachnical niche and appropriate assistcance.

Polizy Development/Data Management The National Health Information
Svstem (SNIS) 1is a recent innovation at the Ministry of Health
creatad in rasponse to a serious lack of basic information at che
health District lavel on service statiscics and epidemiologic
information for planning purpcses. In its third year of operation,
the systam appears to be functioning as a data collection system,
however, it is guestionable whether the data is used for planning
and policy making purposes at any level.

Information is <collected from the Area level upwards and,
aggregated at District and regional levels. Forms seek information
ragarding all aspects of the service delivery system, including
information on all the major public health programs supportad by
the Secretariat of Health. Compilation of this information at
district, rsgional and national levels still needs rationalization
and improvement. Of particular concern is the present insufficient
capacity to analyze and use the information collected for planning
and programming. NGOS ars also requested to participate in the
systam and report coverage statistics to the District level.
Mcntnly Informational Analysis Committcz2e (CAI) meetings at all
levels ar=s supposed to evaluate the quality of the data, analyze
the information and develop program and activity objectives
accordingly. At the Aresa and District levels these meetings appear
to simply review the data, compare the information by health
facility, and plot immunization coverage. For example, District
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zors wera2 unadla to discuss baseline data that would suggest
ram goals for immunization coverage, prznatal cars visira, or
irchs attended. They only were abla co discuss services provided
in absolute numbers and compare figurss to the previous year
accomplishments.

Budger Although r=ports vary, health accountad for 1.3% of the
tocal government budget in 1392 and 1993. For 1994, the naw
government promises this proportion will increase tc 2.3-3%. The
majority of the health budget goes to hespitals and human
rasources, lezaving inadequate funds for basic preventive cars and
educacional eifforcs. Primary health car=z and public health
activities are primarily supported Dby the international doncr
community .

2. Reorganization

With recent elections in August 1993, a new coalition between a
number cf partiss, l12d by Mr. Gonzalo Sanchez de Lozada, who won
the greacast proporcion of the popular vot=2 for president, has
formed a naw govarnment. A new government structure has been
proposed, and new Ministars named. One of the major proposed
policies of the new administration 1s to reform government
struccuras, theoratically reducing the number of burszaucratic
layers, especially in La Paz, with the cre=ation cf 3 new "super
Ministrias" that consolidats a number of ministrias in the old
government. The former Ministry of Health and Social Develcpment
has been changed to a National Secretariat of Health (SNS) within
the Ministry of Human Development.

The National Secretariat of Health 1in turn has precposed a
raorganization of the former Ministry of Health, reducing the
number of technical Directorates in an attampr to simplify central
decision making. The new structure will also more diractly connecc
the technical Sub-Secratary of Health to the Regional and District
health structuress, which ars to be delegatad more authority and
decision-making responsibility. The new administration will
particularly favor two important themes in the coming years -
decentralization, and popular participation in local decision-
making. The specific mechanisms by which these two themes will be
implemented are only now being developed, but the direction is
positive, and affords a new opportunity for USAID to work together
with the government in bringing better quality health services
closer to the population in need.

A draft of the new vision statement of the Secretariat of Health is
presently being circulated and 1is expected to be officially
approved in the coming weeks. Six specific themes have been
developed within the vision statsment. First is the rescognition
that good health is a right, which must be promotad by the
government. Access to health services will be improved, and urban-
rural and cultural differences in morbidity and mortality rates
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petween different population groups will be raduced. The mos:
concrece proposal in this regard is a rstreat from incr=sasing
efforcs in cost recovery, particularly with regard to c=artain
praventive interventions and among certain disadvantaged populaticn
groups. The government feeling is that family planning services,
pre- and pest-natal care, and delivery servicas should be provided
frae of charge, to £facilitate economic access, especially to
disadvantaged groups. USAID will have to rzinforce its 2fforts in
policy dialogue and tachnical assistance to show that cost racovery
systams can work, even 1in poor populations, and that without
sctrangthening efforts to recover costs, the government will Dbe
unable to provide the needed services.

The second theme 1s sustainable development in the health sector,
tarough promoting decentralization ¢to regional and districet
structurss. This theme was also discussed in the gpravious
administration, and a number of donor activicies, including
USAID’s, focus on providing resources mora directly to regional anu
discrict structures. Thers 1s much mors work to be done ia this
arsa, due to limitad managerizl and administrative capacities at
chese decantralized levels. In addition, a true decentralizacion,
invelving the local management of financial rssources, has yet t©o
occur, and districrt scructurss particularly are ill-organizad co
olan Ifor, program, manage and evaluatzs the use of these rasourcas.
A gr=zat need exists for some scor:t oL structurad public health
administration training program focussed on field level resalicies.
Such a program could cont:inually train and recycle ragional and
discricrc level managers to improve administrative capacity and
facilitate decentralization.

The third theme is popular participation in development activities.
The idea is that the government needs to make better use of local
stcructures and capacity in planning for and implementing health
programs, in both rural and urban arszas. There was some experisnce
with this model in the mid 1980s under a previous Bolivian
adm. 1istration. Scme structures and individuals with experience in
this earlier model still exist, and the present government hopes to
use this existing capacity as a base for popular participation.
USAID has had some recent experience with a powerful model of
community decision-making and development in small ar=sas, but the
model is very human resource intensive, and rsquires significant
investment in community needs assessment and problem
identification. The government seems to be considering a much more
top down process through already existing 1local government
structures. Further discussion on appropriate models will be
required.

The fourth theme is the development of better health status as an
integral part of the larger process of social development. The
issues of health, nutrition, water and sanitation, =ducation and
environment need to be dealt with in an integrated fashion, and not
separately. Opportunities for coordination and cooperation abound
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in these sectors, and need to be taken advantage of, particularly
at tne operational level whers resources ars limited, and social
sector personnel are also limited.

The f£ifth theme is the development of a system which will assurs
accaess to health facilities and services £or the entires Boliwvian
popularion. Such a social security system for health now doesn’t
exist, and would raquirs the development of new social insurance
mechanisms, which now lack the necessary financial rasources. Tais
target is probably a long way off for Bolivia, without a lot mora
work in development of insurance schcmes aad cross financing and
subsidization mechanisms.

The last theme is the development of specific targets in the sector
for the improvement of healtin indicators, such as infant, child and
macarnal mortality, and the reduction of rural-urban and rich-goor
differantials in these measurements now. This is where all che
prioricy programs ars mentioned. All apvropriats areas ar=2
mentioned, but in the document itself, it’s not r=ally clear whaz
the prioritiss should or will be.

In terms of the re-organization of the Secrstariat itself, a
ravised organizational structure (See Annex D) has been developed
and accepted by the new leadership. During a recent workshop, the
new structure was prasentad to the newly appointed orfiicials ac
central and ragional levels. The structure itself was acceptad by
the group without much discussion. An important aspect of the new
structure is the creation of a new unit for project evaluaticn and
international relations. This new unit will have imporcant
coordination functions, particularly since ther=s ars 50 many donors
and non-governmental organizations working in tne health sector in
Bolivia. The country has been very fragmented between different
donors, the most important being large World Bank and Interamerican
Development Bank projects, as well as USAID’s CCH activity. The
details of the final reorganization in terms of who will be
responsible for what offices at the lower levels is still not
encirely clear.

What is clear is the priority that the Secretariat wants to put on
decentralization. This will include strengthening of the regional
and district administrative structures. Although different
projects ars supporting expanded district administrative t=zams in
selected districts, the normal personnel structure of the
Secretariat at the district level only includes one physician
rasponsible for all technical and adminiscrative mattesrs. Clearly
this structur=s needs to be improved, but it’s not clear whether the
Government has the resources to reinforce district personnel in any
way .

The new organization proposes a regional structurs with well
defined job responsibilities, but with staff requirsments that seem
unr=alistic. In addition, the rsgional level only provides
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administrative support to the districts, where the real services
programs will ke managed. In terms of donor support to the
decantralize structurs, thersa lS a much greatar chance cof
affacting service delivery and r=al programs if extarnal support is
provided to the district lavel, as a number of tae large donor rs,
including USAID are now doing. Therxe will clearly Dbe competiticn

betwean the rsgions and the districts for limited support.

cructur2 has not yet been developed by the

t issue for all donors for the fucurs
f2asibilicy of car t the policy of decentralization is how
can the government suprort the increased perscnnel at a time when
government money is scarce, and the Secr=stariat already dedicate
a large portion of its health budget to salar:ies?

The provosed distri
Sacr=ca*’=c An i

In terms of targeting rasources, the Health Secretariat will try to
emphasize the peri-urban and rural areas, because these contain a
much higher proportion of poor people without access toO other
services, and cthese ar=zas also contain higher proporcions of infant
and child deaths, also due to lower quality and mor=s dispersed
service delivery points. The latast census data also point out the
fact thac a number of poor peri-urban areas are growing at a race
of up to 9% per vyear, which has important implications for the
needed grecwth of services to kesep pace with the population
incr=ase.

The new government also plans to stop new 1infrastruccure
development, and partcicularly the construction of nsw hospitals,
d1e to the severa undarutilizacion of present infrastructure. In
addizion, che Secrstariat will ccntinue to have problems stafiing
new facilities due to existing budget constraints. A number of
infrastructure development projects, like the World Bank project,
have already used up much of the construction portions of their
budgets, but have barsly touched the egquipment line items.
Additional equipment is needed to maks the facilities operational

In many instances, equlpment and rnmodellng would be sufficient to
help improve exiscing facilities. This is °soec1ally important ir
for maternal care and delivery services in district hospitals,
which serve as the refesrence points for lower level facilities
presentad with complicated cases. If the district hospitals can’t
handls the referral patients they raceive due to lack of supplies
and equipment, the whole system breaks down.

The government remains concerned about the shortage of doctors in
rural areas. Bolivia presently has a serious oversupply of
physicians in specialty areas, particularly in the major urban
centers, while the rural ar=as suffer serious shortages of primary
care doctors. The government recognizes the fact that the present
system under which candidatess for graduation from Bolivian medical
schools are required to serve for one year with the Ministry in
rural areas is not the answer to this problem. In fact in many
cases it only makss the problem worse because most of these doctors
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only serve for one year in the rural ar=sas, and then lesav
resulting in no professional continuity in these posts. Thi
problem of profassioral turnover is further exacerbatad by the facc
that thers is no professional civil service in 2olivia. Changes in
government often mean that individuals with experience and tralh_ng
down to the district lavel lose their jobs. Accordingly, thers is
a loss in experience and training Impacct.

ing is seen by the new Secratariat as sx:tremely important in
building up decentralizad capacity, particularly at the
ict la2vel. However, tihils priority conflicts with the far-
ng  changes of personnel under the new govarnment.
ents in ctraining ars gquickly nullifiad by political
r1 ng leading to £resquent personnel changes which oftean

in a serious lack of experisnce and concinuity at central,

and district lavels.
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A longer tarm vision exornsaed by high level central of:Z 1F1als i
the cr=arcion of a situation in which a standard packeu OL services
could be developed by the Health Secretariat in preparaticn for
contracting out some of the service provision aspectcs of the
present systam. In this cas2, the SecretarLab would pull back to
a mor= tachnical support and normatlve rola within the wholas health
service sysctam. In the present system, the Secratariat is too
closely invelved in delivering services through a national network
which is wverv difZicult £O manage from the central offices. This
is partly why the emphasis on decantralization beccmes a priority.
This idea of contracting for services is a much longer carm vision,
which should be encouraged. As first scaps, the Secrestariat shculd
be encouraged to work mcre to develop central planning, analysis
and policy making capacities, with a major responsibility to
coordinacs in a much more effective manner external donor and NGO

assistance.

To encourage lccal participation in planning and development, two
mechanisms will be used by the new government. First, the existing
municipal government structure will be strengthened to reach into
the community. This is especially relevant in the urban areas, but
also in rural arsas where the "alcalde" structure can be used.
These existing government mechanisms, however, ars more orizantad to
a top/down pnilosophy which emphasizes the government authoricies’
role in guiding and controlling the planning process, rather than
encouraging true participatory input from the communities.

The second mechanism is one of encouraging the development and
management of more projects at lower levels of the system. This is
already exemplified by the district level activitiss of USAID and
those of other donors. This approach is presently constrained by
the lack of managerial capacity and experience at lower levels, as
well as frequent turn-over of government personnel for political
reasons, even at district levels. Also, most of the district level

activities of CCH and other projects are focussed on providing
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inputs to the district administrative sctructurz, and don’t r=sally
maks the link to the communities that would be needed to achieve
true community participation, including a mors bottom/up planning
process.

The bottom/up approach 1is exemplified by the experisnce of the
Motharcarse proisct in Cochabamca, and the Save the Children
community "auto-diagnosis" methcdolcegy, Dboth of which proved

successiul in mobilizing communitias to participata in identiiZving
prioricies and planning for improvements in their own kealth carz.
USAID should lock for a way to anccurage mors cf chs Dbottom/up
aporoach, p*cbale through local NGOs, which ars working much mora
closely in the community. The difficulty 1is that oftan che
connecciocon between true grass roots dcvnloomen afforts promotad by
PVOs and the formal health infrastructurs is missing. Fecrtifying
this connection will be a majcr challenge in the next few years as
the government tries to implament itcs efforts in parcicipacory
development.

The CCH project 1is just beginning to implement a planned health

education and training stracegy, which is deswgqed to 1incr=aase
administrative and technical knowladge of health perscnnel, as well
as resach into the community with key information and messages in
promoting child survival. This aporcach draws heavily on
experiances of community organization using a pooulat*on census
apprcach to draw goverament health workers and community voluntaers

incc the community to begin a dialogue and to 1dent1ty needs. In
the process, nigh risk families thac will need special attsntion
ar2 also identifiad. A close monitoring and svaluation of this

approach will be necessary to detarmine whether it provides a good
model for developing the health systam/community connections
discussed above.

At a recent seminar to introduce the new structurs and priorities
to all new central and regional level health officials, the
Secratary of Health emphasized the following points. First,
following on the recent census, he recognized that continuing
population growth must be factorad into government plans for the
provision of services by the government over the next few years.
Health services must continue to expand to mest increasing demand,
as well as improve quality to promote increased utilization.

Second, in an attempt to lower the still high levels of maternal
and infant mortality, the Secretariat wants to emphasize certain
priority programs over the next six months. These are:
diarrhea/cholera control, with a major national communications
effort planned for the next few months; continuing support to the
immunization program, with particular emphasis on measles due to
the documented morbidity and mertality effacts of this disease,
particularly on young children, and r=cesnt measles outbrzaks in
various arszas of the country; and incr=2ased promotion and emphasis
on prenatal and maternal cars, including a push to increase the
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numbers of medically supervised births, and the identification and
follcw-up of high risk pregnanciss.

Third, partly as a response to the recognizaed number of illegal
abortions, and the impact on materna; mortality of complications
rzlatad to these abortions, the Secrstary announced that new
efforts to increase the use of modern family planning methods will
be encouraged, as well as the cr=ation of a joint program wich the
Secratariat of Educacion to introduc=a family 1ife and sex education
in the schools. These initiatives, discussed so ovenly 2y a high
lavel government official are encouraging signs, which should be
takan advantage of by USAID and other donors to move ahead in this
important arsaa.

A further policy initiative announced by the Secretary was the
decision to provide all prs- and post-natal cars, maternicy
services, and family planning service free in govarnment
facilities. There is a f2eling in the new gov ment that prasenc
charges associatad with these services ar cona;_alning access,
particularly in poor, rural areas wher2 utili:ation 15 presently
the lowest. This new policy, while well intentioned, goces againsc
scme of USAID's own racant experience wich PRCSALUD, which shows
that populations ar= willing to pay for services, even in poor
ceri-urban areas, whcn the services provided ars of high quality,
and ars appreciatad by the communicy. Other experiancs elsewhers
in the world also shows that 2ven extramely poor communitiss ars
willing to pay something for good services. The new policy makas
it even lass likely thact government services will improve, because
one of the impediments to quality service in government facilities
is the lack of matsrials, equipmenc and supplies, which will only
be made worse by further reducing financial rasourcss available ac
the local facility level.

The first major initiative by the new Secretariac of Health will be
a media campaign to promote improved hygiene, and the recognition
of diarrhea as a major health problem as the cholsra/diarrhea
season approaches. The management of this campaign will be a tes:
case for the new policy of decentralization. The new directors ot
the health rsgions (Unidad Sanitaria) were askad to develop
dectailad needs to carry cut the campaign in their areas. They wers
asked to do a first cut theoretical exercise at the seminar, to be
followed by a mors r=alistic canvass upon raturn to their regions
in concert with the district directors. A number of issues emerged
from this exercise at the seminar.

First, the new regional directors, many of whom have had nro
pravious administrative experience, were clearly not ready to do
the kind of detailed planning necessary even to detarmine their
needs in support of the campaign. At both regional and district
levels, administrative capacity must be strengthened through some
sort of training. In the past, dirsctors wer= never asked to know
how to budget for their real needs, particularly since many
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rasourcas come from outside donors. Also, most of the response to
the diarrheal disease problam in racent years has been diractad to
the outbresaks of cholesra, and programmed in an ad hoc £ashion,
wizhout much thought given to longer term structural and
sustainability issues. These issues must be addressed to develop
a national rasponse that will effzctively address the chronic and
acuce childhood diarrhea problam. A number of questions ramain
ragarding the present national rasponse.

What is the present situation with regard to the availability of
oral rshydration salts throughout the national health facilicy
structuras and in ccmmunitcy rshydration canters (URCs)? Is thers an
informacisn systam in place to gacher this tvpe of information on
a ragular basis? Ars the communicy wvolunteers who staff the UROs
in place, and oroperly trained to provide appropriate service and

£2rrals? How will cthe continued distribution of salts be
assurad? Ars appropriate systams OL r=2-supoly in place? How will
the use o©f packaged salts be promoted vasrsus the promotion of
centinuad f2eding and use of home Dbased solutions? Of major
concarn 1is wheather an adequate supply of salts i1s prasently
availabls at the community level tc mest the projectad demand
created by a media campaign.

[
1]

In addition, the kay messages and targets f£or the campaign have not
been developed. Thers is an immediate need Zfor technical
assistance 1in all thess ar=as to assist the Secretariat in ics
short-ta2rm planning. OCver the longer tarm, developing commercial
and sccial marketing of salts will be important to supplement
governmenc distribution, and assure wider availabilicy,
parcicularly in remota rural ar=as, where existing commercial
distribucion channels for soft drinks or other products could be
used.

II.D Other Donor Activitv

A good description of the role of other donors in Bolivia’s Health
Sector can be found in the 1992 CDIE Evaluation of A.I.D. Child
Survival Programs Bolivia Case Study. Donor assistance to the
health sector including that of A.I.D. is around 550 million per
vear. A.I.D. assistance to Bolivia’s health sector is around $11
million per year. The government of Bolivia has divided up the
health sactor assistance of the major donors geographically by
district. (See Annex C). For example, the World Bank’'s $38.5
million loan, known as PROISS, for improving health infrastructurs
is in the 16 urban/peri-urban districts of the departments of La
Paz (including El Alto), Cochabamba, and Santa Cruz as a complement
to USAID’s work through the CCH Project in 6 of the rural districts
of the same departments. The World Bank provides funds primarily
for construction and =quipping of urban health centers. The SNS
would like to Dbettsr integrats the PROISS and CCH projects to
achieve an effective refsrral network £for health emergencies
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becwean the primary and terciary lavels of the svstem and between
rural and urban ar=2as in the thrse departments wher= both prcjacts
ra2 working. The Incer-American Develooment Bank has a $34 million
loan and a $5.0 million grant for health infrastructure (known as
PS¥) 1in 12 districts in the deparcments of Chugquisaca, Cruro,
Pando, Potosi, Tarija, and Beni.

rovides aporox matcaly $11 million per vear for commodities
5 ;
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e.g. sacta birch kicts, *odlqe, raspiratory rate timers for ARI),
brzastfzeding support fer Baoy Friandly Hospitals, nuctricional
services (especially straessing raducing iodine deficisncy, growth
monitoring and appropriate complamencary fezeding) and education, as

well as district-lavel activitiss throughout Porosi and Chugquisaca
dagarzments (including the installation of 100 watar syscams per
vear). In 1993, UNICEF supolisd 1.5 million ORS pack=cs e Bol-v*
for the first cime to augment the supply being brought in by A.I
which dees noc aprear to be =2nough to meet demand. Thev have made
videos for use in Bolivia on their Facts for Lifs publication and
added videos on Iodine Deficiency and Chagas disease. UNICEF also
nlans to promots family plannlng through mass media.

Thers appears to be little coordination, cross-£fartcilization, and
harmonizacion by the SNS of the public sector healch act vitiss of
the major doncrs working at departmental and district lavel in
various ragions Of the councry. In contrast, there ars Intar-
agency Fao*a*nacwnc Commitrcz2es which funccion effectively for the
government’s national immunization and diarrheal disease programs
and also the National Ccordinating Commictee for the government’
raprocductive heal:th program, with its technical sub-committees for
services, IZC, training, rssearch and svaluation, and policy.

Tachnical services (approximat=aly $3.5 million for 4 years) and
contraceptives for raproductive health services in public sector
health facilities ars implementad at the national level by the Pan
American Health Organization with UNFPA funds, but PAHO also is
assisting with strengthening of local healt systams in 11
districts. The UNFPA has a small rasproductive nealth program. The
UNDP supports basic sanitation infrastructurs in 30 districcs.
Bilateral assistance to Bolivia’s health sector has been received
from France (2 districts in Potosi), Germany (1 discrict in
Cochabamba), Spain, Holland, Belgium, Italy and Japan. More than
150 non-governmental organizations contribute around $15 million
per year.

In 1990 the government established the Social Investment Fund (FIS)
with $74 million from various bilateral donors and the World Bank,
two thirds of which is =xpected to be used for health activicies
including maternal and child health care, basic sanitation, vector-
borne disease control (malaria, Chagas, leishmaniasis), and milk
supplemencs for pregnant and lactating women. In 29 districts, FIS
funds and ta2chnical support from PAHO and UNFPA are being used to
strengthen local health systems.
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III Health Systems Improvements for Achieving Maximum Impact on
Child survival and Health over the Next Five Years

As described in Section II the £four isading causes of death in
children under five v2ars of age per 1982 DHES, ia rank order ol
importance are diarrhea, acute resspiratorv infeccion, birth
oroblams and prematurity, and vaccine-pravantabls diseases, with
malnuctrition as an underlying cause in most deaths. Thus these
major child survival oproblams must continue to be USAID’S top
priorities in the health sector. To addrass these problams in
Bolivia, c=2rtain health systam improvemencs are deemed to be
cricical. These will be described in two catagorias: 1) those in
wnich USAID has a comparacive advancage, and 2) these in which
USAID does not hawve a comparative advantage, citing USAID project
experianca in Bolivia or eisewhere for each.

IIT.A Health Systems Improvements in USAID’s Comparative
Advantage
. Communication/Social Markesting/Behavicr

Change/Community Mobilization

Thers is an acut2 need in Bolivia Zfor communication and social
marketing <£for bkehavior change in support of child survival

intarventions. Meanwhils there 1is also a need for community
mobilization and participation in crder to increase utilization of
health services. Whils there have been various educational

campaligns, e.g. cholesra pravention, it 1is not evident that thesa
nave Dbeen solidly based on qualitative research to make them
culturally appropriate, nor that the MOH has the skiils to carry
out effective communication and social marketing. Much mor=
attancion has Dbeen paid to the health intervencion side of the
equation and to achieving short-cerm impact rather than to long-
tarm behavior change. A poignant example is the unsustainable
campaign and house-to-house approach used for achieving
immunization coverage, to compensate for the lack of community
awareness and attendance for immunization at health facilities.
The communication gap 1s great between western medicine and
traditional Aymara and Quechua health belisfs and practices. The
mid-term evaluation of the CCH Project notad cthat community
parcicipation and health promotion and education wers weak
components. There is a need fcr commercial sccial marketing of
ORS. Access to radio seems to be good throughout the country.

Y2t USAID does have a clear comparative advantage in communication,
social marketing and community mobilizaticn for behavior change.
There ars a number of examples from the USAID/Bolivia program. The
innovative Interactive Radio Learning Project has proven to be an
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effective way to teach health concepts to primary school children.
The mass media educational campaign conductad by Population
Communication Services for the Reproductive Health Project lad to
measurabla incresases in awarsness and demand for modern
contraceptive methods. MotherCare has produced high quality and
very participatory educational matsrials on prenatal cares, and
safa/cl=san birth for peri-urban Cochabamba that will now ke
adapted and rsproduced for use throughout the country. Private
voluntary organizations supportad by PROCOSI and ocher USAID grants
have been very active in health education and mos:t norably in
community mobilization which is the PVOs’ particular strasngth, =.g.
the women’s group autodiagndstico approach used by MothsrCara/Save
the Children to reducs maternal and neonatal mortality in remote,
rural areas. PROSALUD has also been wvary =afiactive 1in
disseminating 2aducational materials preparad by others and in
advertising 1its own sServices 3in the communitcy. This has
contributed to much greater utilization of services than
tradicionally Zound in government health facilities. Worldwide,
A.I.D. has a number of other central technical assistcance projeccs
for communication and social markating that have amassad a wealch

£o
of experience 1in changing various health behaviors, namely
Healchcom, SCOM, and Nutricom.

2. Policy

A number of key aresas for policy chancz in the health sector ar=
a C: 1) increasing government of Bolivia expenditures for
healch, 2) shifting those expenditurss away from tzrctiary and
curative services to presventive primary health care, 3) cost
racocvery with equity, 4) public/privacs partnerships, 5)
delegation of authority from physicians to nurses, 6) donor
coordination and harmonization of approaches, 7) =volution from
single vertical services toward permanently institutionalized
integraced services, 8) decentralization. To date, USAID has
focussed more on district-level support for integrated child
survival programs through the CCH Project and less on policy
dialogue for health care rsfcrm at the national level. Since
Bolivia’s new government is contemplating a series of structural
changes to improve services in all the social sectors and is open
to policy dialogue, the timing is extremelyv favorabliz for USAID to
shift mores of its attention to national level policy issues to maks
the health system more etfficient, equitable and sustainable.

The A.I.D. Data for Decision Making (DDM) Project has proposed
several specific aresas for A.I.D. assistance to launch this process
in Bolivia. One is the development of a non-technical presentation
for wide disseminacion on the need for health care rzform and the
key elements that need to be considerad, which could draw heavily
on examples from this year’s World Bank World Development Report on
Health. A similar prssentation on population growth by Dr.
Wolowyna of the RAPID Project was very effeactive, as has been
A.I.D's support of the Population Policies and Planning Unit (UPP)
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in the Ministry of Planning and Coordination. Compilation and
dissemination of successful health sector reform experiences from
Bolivia (PROSALUD) and other countri=s would also be very helpful.
The DDM computarized Health Rescurces Planning Model could also be
used as a tool for policy analysis, planning and evaluation
allowing experimentation with different health services’ coverage
goals and technical norms coupled with different levels of human
rascurces and infrasctructura. This work could be carriad out at
UDAPSO in the Ministry of Planning and Cocrdination or at a policy
uniz in the reorganized Secrstariat of Health.

A comparative study of apprcaches used by the di ffe nt do nora that
ar=a prov1d1ng health assistance at district level B livia (e.g.
Werld Bank, Interamerican Development Bank, USAID, e,c.) would

assist -he new Secrstariat of Healtnh to develop policiss on its
rola and the rols of donors in the decentralization process, as
well as contributs greatly to donor coordination and cross-
fartcilizaticn and harmonizacion of approaches within the national
syscem.

Under the Reproductive Health Project, A.I.D. has also had
considerable success in working wich the government to raform
national norms for delivery of services. This is ancther critical
policy area £or A.I.D. support since, as or=v¢ous‘y statad, failure
to delngat= autnorlby, for sxample, for distribution of ancibiotics
to nurses and health auxiliaries is a key impediment to achieving
matarnal and child survival goals.

3. Health Car= Financing and Sustainability

The new government of Bolivia is in the throes of a debate on
whether or not to roll back its attempts at cost rescovery for
certain health services like maternity care in order to achieve
equity, and because accounting for the funds collected has been a
real administrative headache. Yet Bolivia is dangerously dependent
.on unsustainable donor funding for its health services, funding
lass than 10% of health care expenditures from its own Treasury,
and allocating less than 2% of its total national budget to health.
Meanwhile it has been established worldwide, but more importantly
in Bolivia (PROSALUD) that consumers will pay for betctar quality
curative health care. Paradox*cally PROSALUD is spending at higher
lavels cthan the MCH in its urban health centers, but its unit costs
are considerably less because of much higher utilization of
services, and its cost rscovery is much higher than MCH facilities.
Quality of care and patient satisfaction as perceived by patisants
ara better in PROSALUD than in MOH facilitiss. Furtchermors, in
rasponse to equity concerns, PRCSALUD is ables to cover the indigent
population free of charge and provide free preventive health care
services as well as the MOH, but with the critical diffsrence that
the costs of doing so ars subsidized by =ffective cost recovery for
curative services.
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Health care financing and sustainability are clearly critical
issues for Bolivia’s heal:ch syscam and areas ln which USAID has
axtensive sxperience. The ae1t financing resvolving drug funds that
the CCH Pro;ecc has established at district lavel ars anothe

exampis of the kind of useful assistance USAID can provide Other
centrally funded oprojsccs that nave extansive experiesncz in
providing the type of tachnical assistcancs raguired ars the LAC
Health and Nutrition Sustainabilitcy Project, and the RD/Health
Financing and Sustainability and Qualicty Assurance Projects. aAn
essencial tool for rat:icnal financial planning is naticnal health
accounts to describe <the totality of scurces and usaes of
exrendicurs flows in both governmental and ncen-govarnmental health

sectors. Th2 DDM Project has prepcsed to assist che government to
sec-up such a systam.
4, Commodities and Logistic Systems

Efficient procurament and funcc:..aal delivery svstems to assurs
adequat2 supplizs of essencial commoditiss liks vaccines, oral
renydration salrs, centraceptives, antibiotics, =tc. in all areas
of the country ar= obv'ously cricical to successful child surviwval
intaxrventions. In Bolivia, USAID nas played a major role in
su pp ying and =2fficiently dlSu_lDutlug vaccines and ORS for the

nactional program thrcugh the CCH Projec:t and contraceptives to the
privata sector through the Reproductive Health Projectc. Although
commodity procurement is often not seen as in USAID’s comparative
advancage, the Mission and the CCH Project have succsssfully
cvercome USAID’s cown burdensome administrative requirements and ncw
nave smootialy <functioning procursment systams that should be

retained. It is not clesar that any cther donors are preparasd C2
step 1in and meet che Bolivia health program’s commodity
requﬁrvmenta, so 1f resources permit it is suggesta2d that USAID

continue in this hola Additional cocmmodities may also be raquired
such as antibiotics for ARI, prenatal syphilis control programs, or
iron/folata tablats for anemia, which USAID could consider
providing given its comparative advantage.

5. Training

Training, both pre-service and in-sexrvice, 1is an important
determinant of health worker performance and quality of cars. In
Bolivia, doctors and nurses within the MOH structurs often have
raceived litcle public health nor health services administration
training. Because many of these personnel, at least down to the
district level, are politically appointad, the turnover with every

ection leads to a loss of trained personnel and subsequent
additional training for new appointees. Thus fundamental personnel
policy issues need to be resolved for training to be a truly
effactive investment in the public health sector. There have been
many well-designed and executed USAID -assisted, in-service courses
on case management of diarrhea and cholera (PRITECY), ARI,
immunization (REACH), clinical family planning (JHPIEGO), lactation
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management (COTALMA/Wellstart), data for decision-making (CDC) and
prenacal/delivery care (MotherCars) illustrating A.I.D.’'s straugtihs
in in-service health worker training. However, these appear to pe
cne-cime only coursas and not emoedded in a systam of routine in-
service training for district, area and sector level heal:h
workers. The CCH Project training cif trainers component was
delayed and just got started in May 1993 and so cannot be avaluatad
vet.

Before proceading with additional assistance for training in child
survisal incerventions, USAID should commission a training needs
assessment based on a raview of all thac has been done and the
exiscing gaps. Then it should formulacs a comprzhensive training

stracagy. Mcra stress on ravisiang curricula Zor pre-service
training wich a focus on public health and health administracion is

also needed. Another specific need for basic training is to
reinstate nurse-midwifsary (macrona) courses, so thac this catagery
of locally-racruitad and assigned workar can be permanentlv poscad
at discricc hospitals to begin to address obst2tric emergencias in
rural areas. In addition courses for community-based birth
attandants - partaras- may be useful, if focused on lifs-saving
delivery skills.

6. Program Development, Management, Information and
Evaluacion Systems

National child survival program development, management,
information and evaluacion systems based on an 2zpidemiologically
scund stratagy, witn fsasible but focused implementaticn plans and
cargects for each of the kay child survival interventions are needed
by Bolivia at this time. De-centralizad plans at departmental and
district level can then flow from the national plan. The one and
only intervention that seems to be applving this concept is the
immunization program and it has paid off handsomely in impressive
increases in coverage over the past faw vears.

The national health information systsm (SNIS) is a step in the
right dirascticn, but on closer sxamination one finds that targects
for child survival interventions other than immunization ars not
based on achieving universal coverage of the actual population in
need, but rather on status quo targets of the actual number of
children or women served in the recent past. The SNIS needs to be
made more =2ffactive for local decision-making through activation of
the information analysis committ=ses (CAI) that are supposed to meet
monthly at area, district and departmental lsvels. Likewise, in
order to facilitate the use of the informaction system for
management decision-making by senior MCH officials, it needs to be
made much more user-friendly. Computarized mapping of targec
achievements by districts, i.s2. a geographic informacion system, i3
one idea for making information much mors wvisual and useful.
Feedback from the national 1lavel to the 1local Llevels cthrough
computerized, personalized letters is ancther very effective methcd
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for increasing the reliability and utility of the current system.

Thers is a lack of adeqguate management systams f£or decen:zralized
decision-making including local financing, accounting,
transpcrcration, personnel, supervision, training, logistics, and
equipment maintesnance. The CCH Projact nas made some good
concributions to increasing the utility of 3SNI3 in the discricts in
which it is working, supplving computers and ctraining in their
use, and hosting the DDM traianing by CDC. PRCSALUD also has
exemplary program develorment, managemenc, information and
evaluation systams with many f£=2aturss apprlicabies to de-centralized
management cf health systems at the district lawvel. Howevar, mors
cftan than not, USAID for the sake of short-tzrm expediency has
used administratively efiective, parallel contractor or PVO systams
to overcome the constraints of Bolivia’s public health systam,
rather cthan grappling with improving it. Health administration
technical assistance has been efiectively appliad by USAID
elsewhare and is much needed now in Bolivia.

7. Service Utilization/Quality of Cars

The underutilization of gowvernment health services is a widesprsad
problam in Bolivia that leads to nhigh uni: costs for sexvices
provided. As mentioned earlier, incresasing ucilization can be
achieved through betcer quality of cara, including humanizing care
and making it culturally sensitive, through communicacion, social
markesting and community mobilization activicies and through making
health facilities more accessible in rural arszas. Good examples of
USAID’s success in overcoming underutilization are the MotherCars
mat=rnal and neonacal health activities througn PVOs in Cochabamba,
and the PROSALUD c¢linics in Santa Cruz and El Alco. It 1is
noteworthy that both of these sxamplses are peri-urban and privatsz.
An evaluation of service utilization and quality of care provided
by distributors at oral rehydration units (URO) has been done by
PRITECH and REACH has looked at the quality of ARI case management
in PROSALUD. Again neither of these examples is 1in government
health centers. The one example which comparss service
utilizaticn and quality of cas2 as well as costs is the LAC Healch
and Nutrition Sustainability Project’s comparative study of
PROSALUD and government healch facilities in Santa Cruz which £found

both better utilization and quality at PROSALUD. The lessons
lesarned now need to be translatad into concrece raforms 1in
government healtn facilities. A.I.D. central projects that

specialize in qualitative research on consumers’ attitudes such as
Healthcom or BASICS or MotherCare could provide technical
assistance to Bolivia as well as the worldwide Quality Assurance
Project.

8. Research
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Applied and operations research is always essential to help resolvwe
problams of access, use and quality of services in a child survival
orogram. Research also helps medical personnel to kesep up with the
tatc2 of the art in health technologies, and to find clinically
ficacious, efficient and effective ways to tackle additional
uses of death in mothers and children. At the central level
.I.D. has played a key role in appliesd health research. In
livia, USAID has also played a key role in rssearch on the

r

to compbat it through insecticidal spraving and house resmodeling.
Nacicnal stata2-of-the art diarrhea and STD laporatories, and a
Chagas labcractory have been set-up with USAID and CDC support.
Priority research topics £for the future might include ARI
intarvrention trials, approaches to improving raproductive healch in
adolescents, interaction of Chagas diseases and anemia and the rols
of ircn/folate supplemencs for ameliorating the eZfacts of Chagas
diseas2, insecticidally impregnated ted nets for control of Chagas,
syphilis prewvention, scresening and treatment in pragnancy, and
urban/peri-urban child survival activities through governmen:c
municival health systems.
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Haalth Systams Improvements not in USAID’s Comparative
Advantage

1. Personnel Polic

A major constraint in the health system now is the lack of a
profassional civil service in the sector, which would maintain some
centinuity through political changes in government. Under the
present systam, program directors at the central level, and
regional and district directors are all subject to change at any
time, particularly during a ©political transitions to new
governments. In fact, all central directors and staff responsikla
in the new Secretariat organizational chart are new, as ars all
regional directors. In addition, a number of district diractors
have already =ither lost their jobs or been changed as part of the
reorganization. This constant turn-over of personnel 1is very
disruptive to maintaining direction and momentum over time on
priority public health programs.

Also, at the peripheral levels, the present policy which requires
graduating medical students to serve one year in rural government
facilities, while a good idea in theory, has not proved to be as
helpful as i1t was supposed to be. Most of these doctors do not
want to be in the rural areas, are not knowledgeable or committad
to public health, have no prior esxperience in dealing with poor,
indigenous populations, and plan to lzave the rural areas and
government service as soon as their one year 1is over. In many
cases these doctors don’t show up in the placas they are supposed
to serve, or if they do, they only come to work sporadically. The
turnover 1is terribly disruptive to work in the healch facilities.
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A further problem which makes this constant turn-over worse is tha:
the nurses who also staff many rural health facilities are not
authorized to prescribe certain medications or undertake certain
prccaduras. They could be easily trained and supervised to do
tais, and that would improve serwvice dellivery, because nurses are
mors permanent.

Unforctunately, changes in civil service or personnel policy of the
Government arz not prasently within the capacity of USAID to
influence. These ars policy issues that must be dealt with at a
ler lavel, with donor coordination and cooperation, particularly
the World Bark and otaer multi-national donors. These ars
which would lend themselves to non-project assistance,
cv-type projects, which could provide general budget support
inside or outside the health sector in return for the
necessary raforms. Witz the lavel of rssources availabls to HHR in
the near futurs, USAID would probably not have =nough laverage to
effact such chances in the systam. JUSAIZ can continue td try
through 1its Project Agreements to raquirs that certain key
personnel not ke changed over the course of its projects, but
sometimes even these agrsements become difficult to enforce wich
oolitical changes in the Bolivian Governmenc.
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2. Health Infrastructura

As the population continues to grow and as increasing urbanizatcion
leads to population movaments, additional health facilities will
need to De built. Howevar, the prasent governmenc is beginning its
rastructuring with the statement that there is presentcly not a need
for new construction in the sector. Thers is a feeling that with
prasently availabls infrastructurs, the necessary coverage could be
achisved. Existing facilities ar= so seriously under-utilized thac

iz makes littlsa sense to continue to build mora. This team
happened toc come across an abandoned government facility in E1 Alto
during the field wvisits. This health centar was only two years

old, but looked much older, was in a complete state of disrespair
and was closed. The government hopes that with the rzorganization
and decencralization, present £facilitiss can be equipped and
improved to attract additional clients.

In addition, both the World Bank and the Inter-American Development
Bank ars supporting facility construction under their projects.
According to the government, the constructicn part of the World
Bank’s project is nearly used up, but the equipment and remodeling
parts of the tudget have hardly keen touched. No construczion has
yet begun under the IDB project, but it is programmed to take place
within cthe next year. USAID experience in other countries with
construction has not rendered entirsly satisfactory rasults.

Procurement, environmental, and enginesring raquirsments of USAID
make construction projects administratively and management
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intensive. In such projects USAID management 1is Zocused c¢n
construction details rather than on tachnical policias and programs
in which it does have a comparative advantage.

On the other hand, providing equipment to support priority programs
in faciliciss underuzilizad due to lack of supplies and =cui*ment,
can be important because it incrsases use and 1morovos the quality
of services. However, USAID procurement ra2gulations, and socurc
and origin ragquirsments sometimes hinder its ability to provide, in
a timely mannar,aquipment which can be cperatasd and maintained
localliy. On a small scales, US has been helpful in improcving
services in urkan and peri-urban arsas of Cochabamba and Santa Cru:
through the Mothercarzs and PROSALUD activities. However, 1" seems
at £irst glance that thers ars suificient unused rascurces in the
multi-lataral donor projects to equip many faciliCLvs. The
critical £first question is detsrmining the needs. The tszam has
suggestad that an inventory at the district refar nce hoso*raT
lavel, for example, be conductzad o detarmine s2quipment and suppl

>
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so that obstetric referrals in high risk cases can be cor accl/
handlad.

3. Community Infrastructure - Water and Sanitation Systems,
and Household Improvements for Chagas Control.

The team was asked to look particularly at the experience of the
CCH project in thesa arsas, to detsrmine whether the impact of
these activities was justified by the rasources allocated to them.
On the basis of only one fisld visit to a willage which hnad
ceneficted from the installation of a new water and sanitation
system, the t=am has the rollowing comments. The project idea of
oroviding water to facilicate entry into a community to promote
imprcocved child survival and maternal health seems logical.
However, in the community visited the intervention stopped with the
provision orf water. The village person responsibla for maintsnance
of the system did not seem aware Or kﬁowladceabla about octher
aspects or problams of child survival in his village. The whole
focus of the water intervention tended to focus on the engineering
and maintenance aspects and not on the public health issues
involved.

The water system provided by the project furnished each household
in the community (66 familiss) with at least one tap in the family
compound. The latrines provided were constructed with cement, and
in most cases were probably of better qualicy than the village
houses themselves, which were all made of local adobe brick. The
lactrines were also provided with water and a soakpit for cthe
discharge of the waste. The water system itself was actually
chlorinated at the reservoir/collector just outside the village.
Since this was a very newly installed system, the maintesnance
experience was limited. The costs of installation of the systam
wera estimated at about $25,000. Each familv had to pay $35 to
hook up to the system, and a predetermined monthly usage charge of
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1-3 Bs per family. was levied. Before the installation of the
system, most families had a shallow well in their own compound. Of
course this watsr was probably contaminated, but it had been
availabls in the village.

The tz2am £elt that the svstem installed was more ample than what
had expectad to see, because outlets with water wers in 2very house
and in the czment latrines. Water was provicded by a gravity faed
systam from a source 2-3 km away from the village. Since no pumps
were involved, the maintznance was assumed to be minimal. Stilil,
the tesam questioned the replicability of this model to supply
potabla watar to other rural ar=as, or to promota becter family
health and child suxzvival. All the administrative and tachnical
assistance costs associatad with the intervantion werz not includsd
in the costs mentioned above. Ewven with the ccsts cited, iz would
cost $150-200 million to begin to cover all rural areas wich chis
model.

The home improvements f£or Chagas also rsly on outside resources ©O
achieve the final impact. The cutside rssources provided on a cost
per house basis ($250 at the keginning of the projsct, and $150
now) would probably not be affordable by most families in the ar=as
visited. Cradit schemes are being developed to help with the
financing problem. Howsaver, the home improvements under the Chagas
component wars considered diffaranctly by the tzam. Much of the
work to dace in this ar=a has been linkad to the rasearch part of
the Chagas project, aimed at determining the impact of these
improvements on the incicdence and transmission of the disease. 1In
this rsgard the work is still considerad important, but once the
rasearch is complatad and the rasults ars known, the team £2lt that
the project should not continue to begin home improvement programs
in other geographical areas.

III.C Relationship of the CCH Project to interventions and
management improvements requirsd for maximum impact on
child survival and health in Bolivia.

In the final analysis, achieving maximum impact on child survival
and health in the Bolivian contaxt will depend on increasing
access, use, and quality of basic serwvices and intsrventions aimed
at the principal problems of health in the country, and identified
in section II of this report.

The foregoing analvses have focussed on the needs of child survival
and health prcgrams to achieve maximum impact, and also on USAID’Ss
comparative advantages vis-a-vis those needs. Since the CCH
Project 1s USAID/Bolivia’s principal child survival and health
activity, it seems appropriate to examine the CCH Project, as
currently amended, in relation to those needs and comparative
advantages. The following sections are intanded to begin this
examination; the commentary 1is provided by component, rsferring
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oth to the design of the component and to its actual
mplementation.

- g

1. Assistance £o Control of Diarrheal Diseases / Cholera.

Budget: A.I.D. $1,000,000
PL-430 350

Cesign: This component provides principally commodity suppoxrt, in
the Zorm of oral rz=hvdration salts and small quantities of other
nacessary equipzment, to the national CDD program. The design also
vermits for the provisicn of tachnical assistance and thes suppcrt
cf local activities such as training.

Tmplzmentation: Commodity provision has apparently been effective
and timely; project legistics rasources have occasionally bean used
tc overzome distrikbution problems outside of the districts where
the project 1is dirasctly working. In addition to administrative
suppecrc of commodity procursment, the project supports technical
input in the Zorm of a full-time component marager and one and one-
half FTE’s of rasident tachnical assistance locatad at the central
projectc offize. Support has also been provided for supplying of
URO’s and for training a:tivities, among others.

Assessment: This ccmponent appears to havs rasponded well to the
country’s needs £or external support of its CRS requirements.
However, as notad in section II, thers aras substantial ne=ds for
ra-examining and improving key =2lements of the country’s aporoach
o CDD. These include re-examinaction of the cors stratagy of
training rphysicians and health workars, especially in light of
racent findings of the CDD Health Facility Survey demonstrating low
levels ©f correct assessment and treatment and lictle effect of
vast training. There is also need for a systsmatic re-evaluation
and improvement of the national distribution system; further
evaluation and assessment of the URO strategy compared to other
approaches to incrzasing community access to and use of ORS;
development and implementation of a national CDD/cholera
communication and social marketing approach; and the development of
procedures to develop and apply appropriats population-based
targets for CDD program performance in the contaxt of national and
local health information systems. It is not clear that the project
at this time offers the breadth and depth of tachnical capability
to respond to many of these technical assistance and policy
improvement requirementcs.

Intagration of the CDD/cholera component with the integrated
district health/child survival component appears to be an aresa
where substantial improvement could be achieved. Identifyving and
rasponding to the deficiencies of CDD coverage, use, communication,
target setting, and strategy development at the national level is
beyond the rzach of this component as prasently designed. Hcwever,
identifying and developing model responses to these deficiencies in
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target districts and improving the peripheral health services for
the corrssponding populations i3 exactly what the. CCH Project

snould do under cthis component. Improved model responses would
nelp districts provide essencial health and cnild survival
interventions. A major area £or imprcvement 1s the technical

quality of kay child survival activities. These activities shouid
be intagracad inco those designed to strangthen district lavel

syscams.
Racommendations:

-The commodity procursment activity of this component should
be maincained.

-The component’s tachnical assistancs acctivities should be
increased, with additional ressources from outside the project;
this additional tsachnical assiscancs should be used for a
systemacic re-evaluation of the elements identified as
essencial to Improving perZcrmance of the CZD and cholera
programs (1.2, quality assurance for healtnn worker
performance, ORS supply and discribucion, communicaticn/social
marketing, develorment and applicaticn of population-oriantad
performance targets, assessmen: and support for effsctive
stratagies to improve ccmmunicy l=svel access to and us:2 of CRS
and ORT). Emphasis should e placed cn linking chclera
control activities and information, on the one hand, t©o
improving pravention and management of infant and child
diarrhea on the other. This linkage 1s important since
diarrheal disease is the cause of much mora mortality in cthe
country than is cholera itcseil.

-A systamatic assassment should be carried out of CDD/cholera
activities, capabilities, and strategies in the district
development component;strategies and targets rasulting from
this assessment should be identified, implamentad, and
evaluated using clesarly defined verformance indicators.

-Given the priority placed by the new Bolivian government on
control of diarrneal diseases and cholera, this component may
deserve to Dbe expanded once it has been re-examined and
reoriented as discussed above.

2. Assistance to the National Immunization Program.

Budget: A.I.D. $5,800,000
PL-480 $1,300,000

Design: This component sexrves principally to provide commodities
essencial to the national Expanded Program of Immunization (EPI),
including vaccines, syringes and needles, and cold chain squipment.
The component also provides other program support acctivities,
including training and technical assistance.
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implsmentacion: As with the previous component, commodity
procurament and distribution under this component has apparzntly
been effactive and timely. Component rasources nave also supporcad
costs of distribution of cocmmcdities procurad under the project;
{the relation of this project distribution process to the national
distribuzion system 1is not cartain from project documents;.
Support nas also been provided for travel and training costcs of
healtl system personnel, including the Data for Decision Making
(CCM) training in epidemiology and heal:ih syst2am management. This
component also suppor:ts the tachnical and marnagement ovarsight of
a component director and a physician epidemiclogist. Extarnal
tachnical assistance has baen generally limited to input to the DDM
training ccurse from tha Canters for Disease Control (CDC).

Assessment: This component aprears to be generally successful in
providing essencial commoditiss to the nacional EPI prcgram.
Training and other suppor: activicies under this component wers not
evaluatad, but the relatively good performance of the EPI program
suggests that invaestment in such aczivitias is appropriaca.

In particular, the DDM training for health syvstem profassionals in
epidemiology, information use, and management, appears td have been
gifaccive and useful cto participants <£for their planning and

management rasponsibilities. One aspect of cthis course thac
appears to warrant further examination and may requirs possibla
improvement or complementary rtraining is the process of using
information on principal maternal and child health diseases aad
intervention scrategies ocher than immunization. As notad in
tion II, course trainees appear comiortable in examining and
ponding to local immunization coverage informacion in rslation
o real population-based targets. However, these same trainees do
not appear to comparsa information in such major areas as diarrheal
diseases, ARI, pregnancises and births, and undernutrition to
populaticn-based rate estimaces. Accordingly, they program their
rasources and activities based on artificial (and artificially very
low) prcgram performance targets. Such failure to understand
health systam data in the real context of maternal and child nealth
needs in Bolivia contributes to failure to identify the need for
addicicnal strategies for delivery of kesy child survival and health
interventions.
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The existance of measles outbreaks in both urban and rural areas of
the country, including in arsas where immunization coverage 1is
reportedly high, should trigger a coordinated assessment of system
function (e.g., cold chain), outbresak control, and acutz and post-
illness case management activitias (treatment of complications,
vitamin A, nutritional racuperation). Some additional, perhaps
extarnal, technical assistance may be resquired to support such an
assessment and to develop appropriate recommendations.

Recommendations:
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-The commodity procurement element of this component should ze
continued.

-Support for training and operational activities should also
be continued.

-Considaration should be given to providing a broader group of
health system profassional/managers with che DOM 2pidemiology,
health informaticn, and management course, with the cavazat
that course contsnt and orientation should be rz-svaluatad i:
texrms of improwved use of information ralated to Key matsarnal
and child health arsas other than immunization.

-Consideration shculd be given to providing additioral
technical assistance, including external assistance 1i&
indicared, in developing a coherant assessment of, and
rasponse to, measles outbresaks; tais elamenc may deserve
expansion, given the new government’'s appropriate emphasis on
measles contcrol and the high case fatality and severs acuta
under-nutricicn asxpectad to be associated with measles in a
population such as Bolivia's.

-Consideration should be given to providing additional
tachnical and operational support for an  expanded
communication and social marketing stracegy and program in
support of EPI.

3. Development of District Incegratad Health/Chiid Survival
Capabilitiss.

Budget: A.I.D. $3,300,000
PL-430 $2,000,000

Design: This 1is the largest of the project’s components,
accounting for 38% of total project resources.

According to the amended Project Description, this component is
designed to "improve community participation in child survival
programs" and to "improve support systams at the healch discrict
level." The stated objective of the component is "to develop the
capacity of six Health Districts and their communities to diagnose,
plan, impl=ament, and evaluatz community-based rssponses to their
health problams."

In support of this intantion, the component is designed to provide
technical assistance (both directly from project staif and frcm
other sources extarnal to the project), commoditiss, operational
support for activities such as training and workshops, and
temporary support for additional MOH personnel at the Unidad
Sanitaria and District lavels; under the project agreement, these
additional personnel are initially funded using PL-480 funds, and
ars intended to be absorbed into the xragular MOH Dbudget
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incramentally (with the procsss to be completed by the end of =%

Implamentation: This component has the highest bura rats of any of
the operational components of the project. The greatest part of
this sxecution has been accounted for by provision of aquipment and
funds for improvement of district level administracive capacity;
salari2s, travel costs, and per dism of headquartsrs and fiz=ld
prciact personnel; operational costs, including training sxpensss
Zor health personnel in the six targert districcs; subcontracts with
PV0’s and with a privat2 sector organization for =axacution of

-——

Cutstanding activities carried out under this component include the
training of the district health officers from the target districts
in the DOM epicemiclogy, health information, and managament course
(resulting in an impressive capabilicy to use provided hardwar= and
softwarz to ccmpilsa and crganize informaticn), and the usa of
crzdit guaranczaes and management inputs to allow the establishment
and cperacion of decentralized drug supplv systams that operats on
a (plus x0%) r=zccvery rotating fund basis to supply the
discriccs’ subordinata health facilicies.

(9]
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Litcle activity in this component appears to have been diraccad to
improving functioning of the mors peripheral health carz delivery
roints (healch centars and posts), nor -bevend the development of
watzar and sanitacion committees in the small number of communici=as
racelving piped watar - to community involvement in the diagnosis,
planning, implementation, and evaluation process £for healtn
serrices and the development of community-based raspenses to healt:
propblams. Support for this aspect 1s tiad to an approximataly
$600,J00 contract with a local firm to implement a compreshensive
staff training and public health education stratagy. At the time
of the cteams’s visit, the contractor was just completing the

initial training of trainers courses in project discrices.

Assessment: This component has been focused on providing inputs
which has represented a substantial cost to the project.

A significant concern is that, despitz its high rate of utilization
oL rssources, the component appears not to have a clear strategy
for using provided inputs in effective interventions developed and
carried out at the local level to increase access, use, and quality
of the key health and child survival interventions other than EPI
(ORT/CRS, ARI treatment, prenatal/delivery/post-natal cars,
prevention and tresatment of undernutrition).

The need for such "cohersnt and unifiad strategias" was identified
in the mid-term evaluation. The amended Project Description fer
this ccmponent clesarly demonstrates the intention to link svstems
strengthening inputs to improved delivery of health intarventions
at ctne community lavel in order to achieve real health impacec:
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Ehrough interactive ovlannina with local health workers and
communiczias, the project is required to:

-"prioritize one or two problams which pose the highest risk,
to address with Project rasources each yeaxr;"

lcp a plan, with verifiable indicators, to address those
S

—"each district will be evaluated vearly on prograss toward

the csen 1intervention’s indicartors;" impact indicators

be measurad to the ax:cen possible, along with

_ll
intarmediary indicators."

raments demonstraca the clesar intention of this

These r=qui o
componen: 0 strangthen distcrict lavel capabiliciss in order o
generata cl2arly idencifiad, planned, realiz=d. and evaiuacad

improvemencs in deliwvery of =ssential health services and
ultimaz2ly, in healt-h status of zhe povulacion of =ach distcrich.
The mid-ca2rm evaluaticn identifiad examples cf indicators that
might be used for pl ann;ng and monitoring this process of improved
services within the project districts, based on the report of
consultant Sharon Benoliel. Hcwever, this process of linking and
monitoring systams improvement in ralation to service oucputs has
£o dats not ceen addressed by ccmponentc activities.

Such a l*hkase with monitoring of efZacts and impact, is also
requirad under the component to develop and evaluats models and
stratagi2s that will provide information on the improvement of
services in other discricts of the countrvy. Without a clear wvisicn
of this process, and the development and application of a systam to
implement and evaluate 1it, the district strengthening process
cecomes simply an exercise in providing inputs and creating
capabilities that are not necessarily sustaiqabl raplicable, or
ffsctive in addressi ing the country’s pri nc1oal public health
rcblams.

'S W

Although this team’s ability to collect direct information about
the component’s activicies (as opposed to the substantial amount of
indirect information derived from key informant interviews and
review of documents), examples of this lack of connection between
systems strangthening and service improvement at the populaticn
level wers not difficult to find. They include:

-As praviously noted, despite impressive capability to colle
and organize information, the districts visited demonstrated
a failures to use this information to analyze the adequacy of
services other than immunization, and to plan activitcies cr
seek new approaches in response to this information.

-The district-level rotating fund drug provision system
appeared to be successful in both its organization and
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management. Already, however, ther2 is a danger that this
scrate would not assure the presance and reasonable cost ot
drugs essancial for key health programs. Under the program in
the districr visited non-essential drugs were being bought and
sold, including some for which there was no clear medical
indication. Having begun this process of buying non-2ssential
drugs, district personnel was being subiectad to the
propristary accivitiss of pharmac=sutical company ratailars, an
influence nat is in part responsible for widespr=ad
inappropriates and resource-wasting prescriprion of drugs.
Given the strong incentives wirchin any systam using cosc-
racovery for drugs to incresase drug prescribing, thers is a
need for strong management practices and oversight based on a
clzar vision of the intent of such a drug provision scratagy
(assuring che availability of essential drugs, not generacin

revenues for the svstem). Ther= was no evidence that such a
vision existad in the perscnnel of the discrict or of the
project, and no procedures Zor control of this systam wersa
presencead.

-The training materials raviewed (Cientifica matsrials on
ccmmunity mobilization and community-level health care for
nurse auxiliari=s, as well as the manual for obstetric cara
for nurses (from CLAP, selactad by the project for inclusicn
with the birth attencion kits supplied to district healch
facilitiss]) wers either unclear and apparsncly inadequatzaly
designed, or contained technical ccntant not rasponsive ¢ the
needs of the intended users. For exampls, the CLAP? manual
gives extansive detail on risk factors and <clinical
prasentacion of common obstetric complications (e.g., the
various forms of hemorrhage), but gives absolutel no
information on how to manage these complications. Appropriats
tachnical review of available materials and USAID experi=ance
would reveal that the problem-orientad, operational obstecric
training materials developed by the MotherCars project, in
part Dbased on experiance 1in Bolivia, would be much more
rasponsive to the operational needs of the personnel for whom
they are intanded.

Another important shortcoming of this component is the use of the
installation of water systems as a proxy (or, in concept, a "hook")
for community participation. Depending on the installation of
water as a basis for establishing community participation will
limit the component’s community lavel activities to a very small
number of communities and a very small potential impact. Mor=over,
such a linkage of water installation to develorment of community-
based health activities is clearly nct replicapble on a large scals.
Viewed from the perspective of the whole of Bolivia, this linkage
would make development of community health activities a process
that would not be completed until well intn the next century.

Linking water installation to community health development
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overlooks the important and successful community health related
activities of numerous organizations in Bolivia, including those of
various PVO’'s. The amended Project Description clearly intends for
this experience to be drawn on in this component, citing the use of
"such techniques as community focus groups and autodiagnosis".

A final significant shortcoming of this component, development of
district capabilities, is its implementation as a management,
administrative, and personnel structure parallel to that of the
MOH. In reality, there is little connection between the MOH system
and the personnel and management structure developed and supported
at the district level by the project. In addition, there is no
apparent movement toward integrating into the MOH system personnel
seen to be truly essential to improved function at the district
level (e.g., the administrator). These two findings call into
serious question both the sustainability of this components’
achievements and the potential effects of those achievements in
improving the larger MOH system.

Recommendations:

-This component requires an extensive critical re-examination
aimed at on developing, implementing, and evaluating
decentralized approaches to using improved management and
planning capabilities and innovative strategies to actually
increase access, use, quality, and sustainability of essential
health and child survival services in the Bolivia. This re-
examination should include 1) the real use of information to
identify and address major maternal and child health needs; 2)
the application of effective techniques for community

participation; 3) the need for an increased focus on
improving the actual quality of services provided by health
workers (especially peripheral health workers - nurse

auxiliaries, promotores, and URO’s) and linking those services
to the community; 4) the development of management guidelines
for the revolving drug procurement and distribution system; S)
the technical quality of activities carried out in target
districts. This re-examination should also consider how the
activities carried out under this component can contribute to
decentralized health activities at the national level.

It is likely that technical assistance from sources external
to the project will be required for this re-examination and
for development of strategies to address shortcomings
identified.

-USAID/Bolivia and the project should actively seek mechanisms
to inject the experience of this component into the MOH system
and to draw upon and coordinate with the experience of other
district-level health care delivery improvement activities in
the country (PROISS, BID, UNICEF, among others). This could
include extending the DDM training (with the caveat expressed
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above), the district level drug procurement and supply scheme
(with management controls as suggested), and the information
management capabilities (with additional attention to local
use of information for population-based programming) .

- USAID/Bolivia and the project should begin immediately to
identify the personnel and activities of this component that
can feasibly be integrated into the MOH system, and should
immediately take steps to begin such integration. The
parallel system developed under the component should be phased
down as soon as possible, since it 1is unsustainable and
counter-developmental.

-It is important for USAID/Bolivia to note that many of the
issues tightly linked to appropriate delivery of essential
health and child survival services, which include improved
management and service delivery approaches, and cost recovery,
have already been worked out - albeit in the urban context -
by PROSALUD. USAID should avoid reinventing its own wheel,
and should draw substantially on PROSALUD’s experience and
capabilities; this could include technical assistance to adapt
PROSALUD’s management and service delivery procedures to the
rural setting, since an organization that has successfully
dealt with these problems in one setting is more likely to
identify successful solutions in a different setting than an
organization that has not.

-Similarly, USAID/Bolivia should seek mechanisms to inject
into this component the successful community-based methods for
participatory health development that have been generated in
Bolivia and similar settings, to a large degree by
organizations supported by A.I.D.

-The linkage of community health development to introduction
of water and sanitation improvements should be broken. While
it is clearly appropriate for health development to accompany
water and sanitation improvements wherever they occur, such
improvements cannot be made a precondition for community based
health development activities.

-There should be a comprehensive review of the training
strategies and materials developed under this component. The
training element is extremely costly, and appears to be based
on a model that has proven repeatedly ineffective in
developing country settings (cascade training). The materials
developed or chosen appear not to respond to the real problems
and needs of intended users; it is especially inappropriate
under the component to reinvent materials in areas (such as
CDD and maternal care) where proven materials and approaches
for training of various levels of personnel already exist.
This 1s especially important if the technical capability of
the training development subcontractor is not solidly
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established.

-Consideration should be given to adding a small number of
urban/peri-urban districts to this component (possibly in
urban areas in the three departments «f the country that
together comprise the majority of the population [La Paz,
Santa Cruz, Cochabamba]l). However, this component should
maintain its rural district focus.

-Although this component is operating at a higher burn rate
than other project components, consideration should not be
given to redirecting funds from other project components or
adding funds into this component wuntil the apparent
shortcomings of the component have been critically examined
and satisfactorily addressed. Even if the component is
substantially improved, the effectiveness of additional
funding for the component should be weighed against the
possible effectiveness of other uses of available funds.

4. Chagas Disease Control.

Budget: A.I.D. §$1,500,000
PL-480 $2,500,000

Design: This component is designed to conduct operational research
on control of Chagas disease, intended to inform policy and
strategy development, and to provide input to the GOB in
development of a long-term Chagas control program. The design
includes improvement of 2,000 rural houses in twenty communities,
supposedly to support the production of manuals on housing,
education, and insecticide use in control of the disease vector.
The design also includes focused investigation and pilot
interventions aimed at interruption of means of transmission other
than the household vector, such as transmission by transfusion and
congenital transmission.

Implementation: The component has supported improvement of houses
in several rural communities, at a cost of between $150-$200 per
house; this element of the component has included technical

assistance, support of local personnel overseeing house
improvement, and provision of the actual materials used in house
improvement. In addition, the component has supported the

development of a technically excellent laboratory and the conduct
of a number of laboratory, epidemiologic, and entomologic
investigations; one focus of these investigations has been attempts
to identify effective concentrations and application modalities of
various insecticides in an attempt to control the insect vector.
The component has provided extensive technical assistance,
including expatriate technical assistance, in the development,
execution, and analysis of all these activities. The component has
also supported travel and per diem costs associated with training
and scientific meetings, including overseas travel by Bolivian
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professionals associated with Chagas control activity. A
substantial number of project publications related to Chagas
disease and the component’s various activities have also been

produced.

Assessment: This component represents an important "target of
opportunity" for USAID/Bolivia, and deserves to be continued. Some
of its activities, however, need to be re-examined, as does the
level of funding assigned to the component, which in total exceeds
the funding of the CDD/Cholera and the Water and Sanitation

components.

The research activities are apparently of high technical quality.
These activities should continue to be focused on the development
of interventions likely to contribute to effective and feasible
disease control approaches. Even so oriented, it is not clear that
the products of the research will result in clear and practical
disease control recommendations, given the complexity of the
disease transmission cycle and its close relation to the way of
life and circumstances of the high risk population. The
probability of producing such recommendations should be considered
in the design and approval of individual research activities.

These same considerations result in questioning of the house
improvement element of this component: house improvement is a known
intervention for control of the Chagas vector, but is difficult to
carry out and represents a significant expense for the high risk
population. The rationale for improving 2,000 houses is unclear,
since the cost is considerable and since the intervention is highly
unlikely to be easily replicable in other communities in the
absence of the materials and support provided by the project. It
would appear that the input required for development of manuals and
educational approaches could be obtained from the improvement of a
much smaller number of houses. A strong communication/ social
marketing strategy would be a worthwhile product of this component,
since only with such a strategy would there be much likelihood that
the poor rural population would invest their own money, or
potentially borrow money from a revolving fund (organized and
operated by a PVO or organization such as Habitat, not by USAID),
on relatively expensive house improvements to prevent a disease
whose major effects occur many years after exposure. The
possibility of providing technical input into the establishment of
such a revolving fund should be considered, if market studies
identify potential demand for such a mechanism.

Input by the component into the development of a national Chagas
control strategy appears to be constrained by differences in
approach to control of the disease between the CCH Chagas group and
the national program (UNGECH). Since it will be difficult to
evaluate the effects of the project’s intervention strategy, it is
unclear how these differences will be objectively resolved.
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Recommendations:

-This component should be continued, with a focus on applied
research and policy/strategy development; funding for the
component should be reviewed in relation to overall health and
child survival priorities.

-The component should focus on putting its disease control
experience, 1including that in home improvement, into
operational form and interacting with other organizations to
support the application of this experience on a wider basis.

-The component has begun to seek funding for some of its
research activities from other interested agencies, such as
WHO/TDR; this approach should be encouraged to promote the
development of a diverse funding base for these research
activities and capabilities.

-The house improvement activity should be re-evaluated, and
possibly curtailed, due to its high relative cost, small
impact, and low replicability.

-The project should explore, possibly in collaboration with
the GOB, the possibility of a public-private partnership to
support some of the research that has potential proprietary
benefit, such as the testing of insecticides and of improved
aoplication strategies.

-The project should explore the potential usefulness of an
education/communication/social marketing strategy related to
control of Chagas disease, depending on whether clear messages
and feasible desired behaviors could be defined; if these
conditions could be met, the project may wish to collaborate
with local health officials in development and implementation
of such a strategy.

5. Water and Sanitation.

Budget: A.I.D. $1,900,000
PL-480 $ 900,000

Design: This component is straightforwardly designed to provide
new or improved water and sanitation services to approximately 120
communities in the six districts targeted under the district
development component. Installation of the systems is designed to
be carried out through contracts with NGO’'s. The design includes
community organization for oversight, maintenance, and fee
collection, and collaboration with local authorities responsible
for water and sanitation development.

Implementation: This component has expended most of the funds
utilized to date in the procurement of materials for water system
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and latrine construction, 1in subcontracts with NGO’s for
installation of these systems, in salaries of personnel working
under the component (including headquarters, regional, and health
district personnel), and in support costs £for these field
activities including vehicles and travel and per diem expenses. To
date, water system and latrine construction has been completed in
38 communities, and is underway in a number of others. Water
systems have been installed at a cost of approximately $70 per
capita.

Assessment: Although this component is providing apparently high
quality water and sanitation improvements to a limited number of
communities, it 1is not <clear how this component fits into
USAID/Bolivia’s health and child survival strategy. While the
installation of water and sanitation improvements is always "good",
and is an important underpinning for improving community health and
well-being, viewed from a national perspective, the activities of
this component will reach a vanishingly small proportion of the
population, with attendant limitation in contribution to the
national health.

A number of aspects of the component should be reconsidered in
identifying the appropriateness of this activity and its
implementation. First, as noted above, the rationale thac
effective community participation in addressing health problems
must await infrastructure improvements has already been shown to be
untrue in the rural Bolivian context, and this programmatic linkage
hobbles the project’s community health activities. It is not even
clear how much the community organization associated with the
water/sanitation installation component contribute to organization
for maternal/child health, since experience in other countries has
shown that while water system oversight and maintenance are
characteristically male functions in the community, the key to
improving family health is reaching women. Indeed, in a community
visited where water and sanitation improvements had been completed,
the community representatives demonstrated no sensitization to
broader health improvements: although this was one of the project’s
model communities, these community representatives had never heard
of such basic community-based health services as health promoters
(RPSs) .

A second aspect that bears reconsideration 1is the type of
improvements installed under the project. The project apparently
favors and installs in-house water systems; the argument is that
people are more invested in and responsive to such direct
improvements in their own homes. However, this is clearly the most
expensive type of system to install, essentially a "cadillac"
approach to water and sanitation. As with housing improvement, a
key to this component seems to be the substantial financial
investment in materials u:xder the project.

A third issue to reconsider is the criteria by which communities

53



are selected. While technically the project responds to requests
by the community, in at least some cases "sensitization"
activities in the community appear to have been conducted to
stimulate this request. In the community visited that had received
in-house piped water, each household had already had wells.
Although undoubtedly installation of the new system improved water
quality, controlled international research has demonstrated that
availabilitv and guantity of water are more important health
determinants that quality. Since many communities lack such in-
house wells, the technical and other criteria for community
selection needs to be questioned.

Recommendations:

-Given this assessment, and :the forgoing analysis of A.I.D.’'s
comparative advantage in development activities, the
appropriateness of this component should be reconsidered. If
it is decided that for technical or political reasons the
component should be maintained, it should be continued only
after a systematic assessment of the options for delivering
such improvements (e.g., entirely through NGOs without the
project management interventions), the cost of such
improvements vunder different agencies working in rural
Bolivia, the type of improvements to be provided, and the
criteria for site selection. This assessment should consider
experiences in other countries, where many peripheral health
facilities lack water and sanitation improvements (as did one
visited by this team); if this deficiency is prevalent, it may
be appropriate to give initial priority to providing basic
water and sanitation to these facilities and the communities
where they are located.

-As noted above, despite the recommendations of the mid-term
evaluation, the linkage between water/sanitation improvements
and community participation in health improvement should be
broken, since this linkage slows health development and is not
replicable on a national scale. Obviously, however, in
accordance with international experience, wherever
water/sanitation improvements are undertaken, they should be
accompanied by appropriate community educational activities.

6. Administration.

Budget: A.I.D. $1,300,000
PL-480 $1,300,000

Design: Although the administrative and management support
component of the project is budgeted, its design is not specified

in the amended Project Description.

Implementation: The 1initial administration and management
oversight arrangements under the project were apparently fairly
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inadequate; this was undoubtedly <complicated further by
difficulties with the contractual arrangements under which the

project was started.

Since that time, the project has developed an apparently very
successful and effective administration and management structure.
This structure in part responds to the peculiarities of the
project’s financing and support, providing required capabilities in
financial reporting under both USAID and PL-480 requirements,
contracting and procurement, and personnel management. The
structure also apparently 1is effective in providing required
inputs, both financial and material, in a timely and effective

manner.

Assessment: The project’s administrative and management
capabilities appear to be excellent, and have been drawn on by
other USAID/Bolivia-supported projects and by the mission itself.
Some concern arises over because this capability is being provided
through the development of a substantial and costly infrastructure,
and has created its own bureaucracy. This infrastructure exists
separate from, and parallel to that of the government of Bolivia.

Recommendations:

-This component should be systematically examined, considering
the functions it performs, to determine whether the existing
structure is the most economical and effective way to perform
these functions, and to assess the implications of perforuing
these functions through a parallel system. This assessnent
should be realistic in recognizing the sukstantial and unique
administrative and management requirements that result from
USAID and other (especially PL-480) regulations governing
project implementation.

-Provision should be made immediately to assure continuity of
capability in functions already recognized to be essential;
this is especially true of the contracting function, whose
incumbent is about to leave the project without a clearly
identified process to replace his experience and knowledge of
contracting procedures and requirements.

IV.A To improve the Coverage and Status of Maternal and Child
Health Services

1. Expanded Program of Immunization

Introduction: With the attention of nearly all major donors and
the government over the last three to four years, the EPI program
has made impressive gains. Health personnel have been trained and
materials and equipment put in place to support the program.
Coverage in the key population groups has dramatically increased.
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However, in Bolivia these gains have been based on a campaign
strategy of massive mobile outreach. Already this year some
erosion in the expected coverage has been seen. The government
must recognize that its strategy to date has achieved short term
results, but which are not sustainable, unless the stratagy

changes.

Policy: Major policy work leading to a shift in emphasis in
the EPI program is needed urgently over the near term. The

impressive gains in EPI coverage for all antigens (except tetanus
toxoild as discussed below) are being threatened now by the lack of
institutionalized and sustainable programs, and real community
participation in seeking out vaccination services.

Community mobilization and participation must increase, and people
must begin to take more responsibility for protecting their
children. This must be based on increasing public awareness
through IEC and mass media efforts. At the same time, the
implementation of the EPI program through fixed facilities must be
strengthened and emphasized. The door-to-door mobile team approach
is not sustainable and presently detracts from other important
services by taking health personnel off the job in an unplanned
fashion. At the same time, high level policy emphasis must be put
on the tetanus program to reach much higher proportions of women
throughout the country. Finally, in response to recent outbreaks
of measles, investigation protocols and case management procedures
must be developed to provide a rational response.

Services: Much more emphasis is needed in promoting strategies
that will increase the utilization of fixed facilities in reaching
vaccination targets, as opposed to door-to door campaigns. In
addition, a decentralized strategy to respond to reported outbreaks
of vaccine preventible diseases should be developed, possibly using
personnel trained under the DDM project. The emphasis should be on
a well planned strategic response, and not simply putting out fires
as they appear. This 1is particularly important in the case of
measles outbreaks recently reported among populations who already
had received vaccination.

Communications: The use of mass media and public information
campaigns must be greatly strengthened in the near term to increase
the responsibilities of communities and families to seek out
vaccination services in the health facilities nearest them.
Without this effort, the present unsustainable strategy will
eventually begin to fail. In addition to mass media, community
health education efforts undertaken by health personnel and
community volunteers must increase using community development and
outreach techniques presently being utilized by a number of PVOs
working in the rural ares.

Health Financing: This presently doesn’t require attention, but
the issue of cross subsidization of vaccination services by other
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curative services, and increased government participation in the
future purchase of vaccines will have to be addressed over the long

term.

Commodities: USAID should continue to provide the commodity
suppo:t for vaccines, equipment and materials, without which the
program would experience serious troubles. However, dialogue with
the government must begin on ways to increase government support
for these essential commodities. 1In addition, an examination of
the present distribution and supply of vaccines from the central
stores to the peripheral health facilities should be done to
extract lessons learned to apply to the distribution of other

commodities.

Training: This area is presently well in hand.

Research: This area is also being appropriately handled at the
moment .

2. Control of Diarrheal Diseases/Cholera

Policy: Significant work remains to be done with regard to the
most appropriate strategy to increase use and accessibility of oral
rehydration salts (ORS). The strategy of wusing thousands of
community level rehydration centers (UROs) which was developed and
promoted over the last two years in response to the cholera problem
needs to be seriously evaluated. The present status of the
strategy is unknown, and a number of issues swch as resupply and
distribution, information system, quality of care being provided,
and others, must be resolved. The URO strategy was assessed by the
Ministry and PRITECH recently. The results of this assessment must
be applied. 1In addition, a policy on the appropriate uses of ORS
as opposed to the promotion of continued feeding, breastfeeding and
use of home fluids must be developed and then disseminated. A last
very important area for policy work is that of increasing use of
social marketing techniques, and the commercialization of ORS
through private sector channels. This area must be explored to
dramatically increase the availability of ORS in the most remote
rural areas, where residents now don’t have ready access to health
facilities, and probably not UROs either. Finally, central policy
direction and technical assistance is needed to assist the regions
and districts in developing operational strategies to set realistic
population based targets for the program for monitoring and
evaluation purposes.

Services: At the district and facility level, a methodology must
be developed to set local population based targets for the program,
and assure proper follow-up if the targets are not being met. This
is one area where lack of national strategic direction is evident.
Given the new government’s interest in making this area a priority
over the next few months, much work remains to be done to develop

57



a rational national strategy which can be implemented at the
facility level. Much more emphasis must be given to outreach to
the communities from the health facilities. Systems of quality
assurance and evaluation of the present technical capacities of
health personnel and community volunteers will also be very
important if the proposed community mobilization'campaign approach
is to be successful.

Communication: As with the vaccination program, much more emphasis
must be given to the use of mass media and community mobilization
techniques to increase use of oral rehydration therapy (ORT) in the
wider sense. This is exactly what the new government proposes to do
between now and March 1994, since the diarrhea/cholera season is
approaching. The major difficulty with this approach now is that
many of the policy and strategic issues discussed above have not
yet been resolved. This could lead to major problems in meeting
the increased demand theoretically created by the coming campaign.
A national technical commission, including donor technical
assistance, 1is presently assisting the Secretariat in its planning
for the national campaign. Finally, there 1is a potentially
important role to be played by the PVOs at the community level in
this program in mobilizing and informing the community about the
problem and the program.

Health Financing: A high priority should be given to the pursuit
of commercial sales and social marketing of ORS. This would
supplement the public sector distribution of these commodities.
ORS is a very good candidate for commercialization because of the
relative ease of transport and storage. It could be sold at an
attractive price, even in rural areas. The priority is getting the
product out through existing commercial distribution channels.

The effect of charging for a consultation prior to the distribution
of ORS in government health facilities should be explored. If the
waiting time, or the money factor proves to be barrier to
increasing use of ORS, other treatment options should be explored.

Commodities/Liogistics: USAID should continue to buy ORS in support
of the national program. At the same time, as discussed above,
channeling this product commercially should be explored. USAID
should also prcceed on a priority basis with the proposed
assessment of the public sector distribution system of ORS, and
other important public health commodities, such as contraceptives,
Vitamin A and iron and folic acid supplements.

Training: Once a national strategy is developed, a training needs
assessment should be done to assure that peripheral level health
personnel and volunteers understand the strategy, and their role in
implementing it. One option would be to develop a training module
in diarrhea/cholera control based on the DDM training methodology.
At the district and facility level the only program which presently
operates well is the vaccination program, mainly because a strategy
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is in place, information systems are operating, and personnel have
been trained in all aspects of the program. The diarrheal disease
and cholera program needs to develop in the same manner.

Research: CDC has been working in Bolivia on the development of a
local, community level technology for the production of chlorine
which can be used at the individual, household, or market vendor
level to disinfect water. The use of a "dip cell," using water and
ordinary salt to produce chlorine for this purpose has been tested
on a pilot basis. Further research on the acceptability, costs and
logistics of expanding this source of potable water at an
individual household level would be warranted.

3. Acute Respiratory Infections

Policy The program to combat acute respiratory infections (ARI)
needs to be reinforced. A national ARI policy and plan exists,
however, it needs to be operationalized. Policy concerns include
delegation of authority to lower level personnel to permit
antibiotic provision by nurses and auxiliaries. In tandem,
rational use of antibiotics needs to be standardized, e.g.
appropriate use of injectable or oral antibiotics. Discussion of
pricing policy entails whether the drugs should be provided free-
of-charge, i.e. subsidized, or some cost recovered from the client.

S rvices A pilot model for service provision should be developed
ithin the CCH Districts. Linkages with PVO activities at District
ana Arza levels should be developed and reinforced. There should
be follow-up to the REACH ARI assessment and activities with
PROCOSI, PROSALUD, and the National Health Secretariat (SNS).
Lessons learned from pilot activities need to aggregated, assessed,
and policy implications extracted. Findings need to be forwarded
to national level decision-makers for wider discussion. For
example, service guidelines need to be developed. Lessons learned
will have implications regarding training content and methodology,
referral linkages, and appropriate drug use.

Communication Appropriate messages for community level activities
need to be developed. The pilot model could reinforce community
level (and community level provider) recognition of the signs and
symptoms of ARI and appropriate action. This activity has
potential implications for community participation in the health
system.

Health Financing A major concern is the cost of drug treatment for
ARI. Discussions regarding cost recovery need to be held. There
may be an appropriate private/public sector linkage to be explored.
A look at the various interests of the private pharmaceutical
industry such as the retailers, producers, and pharmacists may
indicate areas for joint efforts in the interest of public health.

Commodities/Logistics Since antibiotics are crucial for ARI
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treatment, these essential drugs must be distributed to the lowest
level possible. Quantity, distribution, and resupply aspects need
to be assessed.

Training Lessons learned from pilot activitizs will indicate who
needs to be trained and the technical content to be disseminated.
As ARI program activities are increased at a national level, it is
anticipated that community and peripheral health workers as well as
health professionals will be required.

Research The pilot service provision model has implications for a
series of Operations Research activities.

4. Maternal and Neonatal Health

Given the lag in decline in maternal and neonatal mortality
statistics 1in Bolivia, the current government’s interest in
providing universal access to reproductive health services, and the
successful demonstration maternal and neonatal health activities
already carried out in rural and urban areas of Bolivia by
MotherCare, maternal and neonatal health care should be a high
priority in any future USAID <child survival strategy.

Recommendations for the future are as follows:

Policy A serious effort should be made to convince the SNS to
reinstate the personnel category of professional nurse/midwife
(matrona) for permanent placement at rural district hospitals in
order to address obstetric emergencies. An appropriate training
program for these nurse/midwives would also be needed (probably

minimum 2 years). Likewise an effort should be made to introduce
birth attendants as a category of community-based workers
(partera), since traditional birth attendants generally do not
exist in Bolivia. A prerequisite to assuring that these new

nurse/midwives, as well as the existing nurses and auxiliaries in
the rural health centers, are able to save mothers’ and babies’
lives is the delegation of authority by physicians to them for
administering antibiotics in case of infection, oxytocin injections
for hemorrhage, and manual extraction of the placenta. Advocacy
with professional medical organizations will be needed.

The reproductive health policy of the SNS which integrates safe
motherhood with family planning should continue to be pursued.
However, reproductive health should be expanded to incorporate STD
control, especially prenatal syphilis screening and treatment.
Greater emphasis also needs to be placed within the immunization
program on provision of tetanus toxoid to women of reproductive
age. Policy dialogue and donor coordination should be used to link
safe motherhood needs to available resources.

Services An assessment of all district level hospitals in the
three departments (Unidades Sanitarias) in which AID and the World
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Bank are working should be carried out by the CCH Project to
determine to what extent they are staffed, equipped and supplied
with medications to meet WHO standards for Essential Obstetric
Functions at First Referral Level. A prototype for this assessment
could be the assessment and consultancy report done by August Burns
for the Save the Children Inquisivi project in 1991. Discussions
should be held with the SNS and World Bank (PROISS) project to see
to what extent resources under the World Bank loan could be used to
meet the needs of upgrading the district hospitals to the level
necessary for effectively handling referred obstetric emergencies.
The referral system for obstetric emergencies from village to
health post to district hospital needs to be made functional,
including use of 2-way radios, and provision for emergency

transport.

The effectiveness of the National Program for the Prevention and
Treatment of Anemia needs to be assessed, including the adequacy of
supplies of iron/folate tablets for prenatal supplementation and
the coverage of pregnant women. An indicator needs to be added to
the national health information system (SNIS) to measure the
coverage of the program. Community-based distribution strategies
(outside of health centers) for iron/folate tablets need to be
explored.

Qualitative research, similar to the study done by MotherCare in
urban Cochabamba, is needed on reasons (cultural, lack of equipment
and drugs) for low utilization of existing rural health services
for prenatal care and delivery. Providers then need to be trained
on how to change their practices to make them more culturally
acceptable to mothers.

Communication/Social Marketing/Community Mobilization

The MotherCare/Save the Children "Warmi" project’s process of
forming of women’s groups, autodiagnosis of maternity problems, and
planning together to solve them should be expanded to as many
communities as possible through PVOs, especially the members of
PROCOSI, with additional USAID funding if possible. The safe
motherhood educational materials developed by MotherCare for urban
Cochabamba, and reproduced by USAID should be distributed widely to
PV03 and government health services in urban areas. Qualitative
rezearch and materials adaptation should be done to mount a mass
media campaign on maternal and neonatal health for rural areas.

Health Financing Innovative financing methods for transport to
referral hospitals during obscetric emergencies need to be worked
out including community financing, insurance and subsidies.
Likewise work is needed on how to cover the costs of obstetric
emcrgencies. To what extent should these services be free for low-
income families or subject to cost-recovery or insurance schemes?

Commodities/Logistics The contraceptive distribution system to
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rural public sector health facilities needs to be improved. An
assessment of the adequacy of iron/folate supplies is needed and
any deficiencies in supplies resolved. If parteras are introduced,
then safe birth kits should be provided to them. Likewise at the
district hospitals, systems should be designed for re-stocking
medications and expendable delivery supplies needed by midwives or
doctors.

Training If the government agrees to re-introduce nurse/midwives,
then a training curriculum for them should be designed. The
Maternal and Child Health Department of the Universidad Mayor de
San Simon, Cochabamba has expressed interest in teaching such a
course. Similarly, if parteras are introduced, training should be
designed for them. MotherCare/Save the Children used the Fundacion
San Gabriel in La Paz to train parteras for the Inquisivi project,
and if deemed appropriate after review, perhaps the curriculum and
manual used could form the basis for subsequent training. Whether
or not nurse/midwives and parteras are introduced, existing nurses
and health auxiliaries in the government’s rural health system
should also be trained in how they can take improve maternal and
neonatal health, particularly in CCH districts.

Research A feasibility study should be done on prenatal syphilis
screening and treatment. Operations research could also be used on
how to effectively provide reproductive health services to
adolescents. Progress in reducing maternal mortality could be
possible to assessed from the follow-up DHS in 1993/94.

5. Nutrition and Breastfeeding

Given the high rates of malnutrition in Bolivian children and the
fact that malnutrition is an underlying cause in most child deaths,
nutrition interventions should be an integral part of
USAID/Bolivia’s child survival strategy.

Policy A national breastfeeding coordinator is needed in the MOH.
There is currently a position for this, but the team heard that the
new government may cut this post. The practice of distributing
powdered milk supplements to pregnant and lactating women through
the FIS and World Food Programs should cease because this milk is
usually not consumed by mothers but gets used as a breast milk
substitute. Perhaps PAHO and UNICEF are best positioned to take up
a policy dialogue with the government on this issue. The national
policies on combatting iodine and vitamin A deficiency are good.
The team was less sanguine on the adequacy of the MOH policy on
prevention and treatment of anemia, and would like to see a review
of this national program. Recommendations from any recent
evaluations of PL480 Title II food aid used for maternal and child
feeding should be implemented to increase the child survival impact
of these programs. Breastfeeding promotion should be integrated
into national MOH programs for immunization, control of diarrheal
diseases and acute respiratory infections.
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Services Breastfeeding promotion should be incorporated into well
baby care at government health centers. An effective counselling
component on infant and child feeding should be incorporated into
the ongoing growth monitoring program. In interpreting the growth
curve, workers should focus on whether the child’'s weight has
increased, stayed the same or declined and not on static grades of

malnutrition.

Communication/Social Marketing/Community Mobilization Mother
support groups need to be established to promote breastfeeding in
the community. Qualitative research is needed on breastfeeding and
weaning practices in different parts of the country in order to
design an effective communication and social marketing strategy,
and effective counselling materials. Messages should stress
frequent feeding of nutritionally adequate home-prepared weaning
foods along with continued breastfeeding. Counselling in the
Lactational Amenorrhea Method (LAM) should be integrated into
family planning programs.

Health Financing The financial feasibility of vitamin A and iron
fortification of a commonly eaten, centrally processed foodstuff

should be assessed.

Commodities/Logistics Adequate supplies and functioning
distribution systems for the MOH’s national micronutrient programs

should be assured. UNICEF is assisting with vitamin A and iodine.
A.I.D. assistance may be needed for iron/folate tablets.

Training Training in counselling for breastfeeding promotion and
appropriate complementary £feeding, in conjunction with growth
monitoring, is needed for MOH health staff including nurses and
auxiliaries, and parteras and nurse/midwives if these new workers
are added. USAID support to COTALMA for training hospital staff in
lactation management should continue. Likewise A.I.D technical
assistance for training of health workers for the National Vitamin
A Program should continue. Training may also be needed for the
Anemia Program.

Research Research is needed on the prevalence of anemia in women
of reproductive age, especially in pregnancy. There is concern
about maternal depletion in Bolivia and inability of underweight
women to produce sufficient breast milk. Studies should be done to
determine if maternal undernutrition is an impediment to lactation
performance. Likewise, research could be done on the iron status
of exclusively breast-fed infants to see up to what age iron stores
are adequate. COTALMA 1is interested in doing the latter two
studies on breastfeeding.

6. Chagas Disease Control
Research The A.I.D.-supported research on Chagas Disease under
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the CCH Project should continue until ongoing studies are
completed, i.e. the seroprevalence surveys, the congenital
transmission study, and more importantly, the intervention trials
to control Chagas by an integrated approach of community education,
housing improvement, and limited insecticide application. Support
from USAID for recurring costs of the Chagas laboretory in
Cochabamba as well as the INLASA national reference laboratory for
diarrhea and STD research in La Paz should continue. However, care
should be taken to avoid becoming involved in further costly
biomedical studies or research requiring high-cost technologies.
One additional research topic the team thought could be pursued is
the relationship between anemia and Chagas, and whether the
provision of iron or folate supplements to individuals infected by
Chagas could ameliorate their pathology.

If the ongoing intervention trials prove to be successful for
Chagas control, then the results should be disseminated widely in
Bolivia, to the Secretariat of Health, other donors, PVOs and the
community at large to leverage funding for further control efforts.
A specific suggestion is that the CCH staff involved in Chagas
research train staff of PVOs who could work with communities to
replicate the control efforts, perhaps through PROCOSI. Once the
existing research studies are done and the results disseminated
USAID should apply its resources to more cost-effective child
survival interventions, versus using the resources for an expanded
control program or paying for further community housing
improvements and spraying.

IV.B Recommendations for redesign of the CCH Project.

This team recommends that USAID/Bolivia undertake redesign of the
Community and Child Health Project. This redesign process should
take into consideration the recommendations regarding the current
structure and activities of the project, and should add
capabilities and mechanisms that improve the performance of the
project and the likelihood that it can achieve its stated goal and
purpose, which should remain unchanged.

Based on the foregoing analyses of the health and child survival
situation in Bolivia, the country’s capabilities and revised
priorities, and A.I.D’s comparative advantage, it is recommended
that the end of project status be modified in the following manner:

1) Reduction in infant, child, and wmaternal mortality
associated with: diarrheal diseases and cholera; vaccine

preventable diseases; acute respiratory infections;

complications of pregnancy, labor, deliverv, and the vost-

partum period;: and nutritional deficiencv.

2) Improved planning, management, administration, supervision,
and evaluation of child survival interventions leading to
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increased access, use, and quality of interventions aimed at
reduction of morbiditv and mortality from diarrheal diseases
and cholera; vaccine preventable diseases; acute respiratorv
infections; complications of pregnancy, labor, deliverv, and
the post-partum period: and nutritional deficiencyv.

and,

3) The development of Chagas disease control strategies and a
National Chagas Disease Control Plan.

[Determination regarding maintaining an EOPS component in
relation to water and sanitation improvement, and the
quantitative target if such an EOPS is maintained, should
await the results of the planned assessment of water and
sanitation activities planned by the mission.]

EOPS should be verified by national information and surveys, and
project reports that include measurement of progress against
clearly defined performance indicators related to system capability
improvements AND to access, use, and gqualitv of services.
Identification of such performance indicators should draw heavily
on the 1991 report of USAID consultant Sharon Benoliel, and on
additional technical input.

To achieve this EOPS, the following guidelines are offered for
redesign of the project:

-The important provision of critical commodities such as
vaccines, syringes and needles, cold chain equipment, oral
rehydration salts, and other supplies and commodities, as well
as support for critical operational activities such as
training and logistics, should be continued.

-The project should increase its provision of technical
assistance, both at the national level and in its district,
unidad sanitaria, and community level activities; technical
assistance, drawing on both Bolivian and international
resources, should be provided as required in the following
areas, in support of improved CDD/cholera, EPI, ARI, Safe
Motherhood/peri-neonatal health, and nutrition activities:

-Policy

-Service delivery and administration
-Communication/social marketing

-Community participation

-Training

-Commodity planning, logistics, and supply
-Applied and operations research.

-Artificial boundaries between the project’s technical
activities related to these critical health and child survival
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interventions and the systems strengthening component should
be removed. The district strengthening component should be
implemented with a clearly defined focus on developing models
and approaches that improve management, information, and

planning capabilities in order to improve access, use, and
quality of essential services. Applying this focus must

include improved support of and quality of services provided
by all levels of service that depend on the strengthened
districts, with emphasis on the most peripheral health
workers. This focus will also require implementing approaches
to increase community involvement in identification of health
problems and in generation of appropriate responses, including
the manner in which services are delivered within the
districts. (Note that both these elements - increased support
for the peripheral health worker and emphasis on community
participation were included in the amended project
description, but have not been implemented).

This component should draw heavily on technical assistance,
both from Bolivian and external sources, and on the
methodologies and experiences gained from PVO activities and
from the PROSALUD program.

-Models and approaches developed under the district
development component should be designed to be replicable in
the national health system. These models and approaches
should be extended to other districts in the departments where
the pilot districts are located. Mechanisms should also be
established that permit the experience, methodologies,
approaches, and materials developed and tested in pilot
districts to feed into improvement of the national health
system’s capabilities.

-The "parallel bureaucracy" established in implementation of
the project should be reduced as quickly as possible,
maintaining as unique to the project those administrative and
management functions that are not relevant to the national
system but that rather exist in response to USAID or other
requirements (e.g., USAID and PL-480 reporting and financial
reporting requirements, contracting and procurement functions
subject to the FAR and AIDAR). Personnel identified as
essential to improved health system function should be phased
into the government system as rapidly as possible, 1in
accordance with the existing design and agreements with the
GOB.

-The research capabilities established under the project in
support of Chagas disease and infectious disease (diarrheal
diseases, sexually transmitted diseases: INLASA) control
should continue to be supported. This support should assure
that these capabilities continue to provide support to
essential applied research and public health service
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activities.

To implement this modified design, the following roles are
anticipated for the USAID mission, the CCH project itself, and
USAID/Washington:

USAID/Bolivia

-Carry out and make available the results of the following
assessments through contract services:

-National logistic and supply system capabilities for
vaccines, ORS, antibiotics, micronutrients, and other
essential drugs, and contraceptives;

-Cost and effectiveness of varying approaches to water
and sanitation improvement in rural Bolivia;

-Comparison of the different donor-funded approaches to
strengthening of decentralized health systems in Bolivia,
with recommendations on how these activities can be
coordinated and can support development of a coherent
national system.

-Participate in donor coordination activities related to key
technical programs for improved health and child survival
(EPI, CDD/Cholera, Reproductive Health and Safe Motherhood) as
well as in related to improving the health system function and
coordinating such improvement with that of infrastructure and
provision of essential equipment.

-Support long-term resident experts to provide technical
assistance at the national level in the following areas:

-Communication/social marketing;
-Health service administration and program development.

It is anticipated that the latter long-term advisor will act
as coordinator of external technical assistance activities and
will provide the technical vision, leadership, and oversight
required to keep CCH Project activities focused on their EOPS
and purpose, complementing the administrative and nolitical
capability existing in the present CCH leadership.

-Provide essential health and child survival related
commodities and operational support.

-Support expanded application of successful elements of the
CCH Project (with appropriate modification, as previously
noted), such as expanded DDM training in epidemiology,
information, and management for additional health system
officials and a broader range of health personnel (especially
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nurses), and replication of the district level revolving drug
supply approach (with appropriate management procedures).

-Provide arrangements for technical assistance and cooperation
with the project by other A.I.D-supported organizations in
Bolivia, including PVO’s, PROCOSI, and PROSALUD.

CCH Project

-Provide management and administrative support and services
required under USAID and other requirements unique to the
project (financial management and accounting, personnel
management, contracting, procurement).

-Increase the wutilization of project technical resources
(e.g., in CDD/cholera) in support of both national programs
and its own activities.

-Continue the district development component, increasing the
technical support for activities in this component; receiving
and applying technical assistance from sources external to the
project and implementing the approaches developed with such
technical assistance; developing approaches that £focus on
increasing access, use, and quality of CDD/cholera, EPI, ARI,
maternal/peri-neonatal health, and nutrition services, and
monitoring and reporting on performance in this component in
relation to clearly defined process and output indicators.

-Provide assistance and support in transferring methods,
materials, and approaches developed to other districts.

-Develop and implement mechanisms for feeding into the
national health system methods, materials, and approaches
developed under the project.

-Conduct studies, in some cases with external assistance,
using applied and operations research to improve national
policy, service delivery, communication, and training, subject
to approval of priorities established in consultation with the
USAID project manager.

-Continue applied research in Chagas disease, keeping these
activities focused on developing national policy and

transferring knowledge and technologies gained to other
organizations for implementation.

-Continue support for reference laboratory capabilities
through INLASA.

USAID/Washington
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Through a combination of central and mission buy-in funds, provide
technical assistance and support to project activities in the
technical and operational areas identified:

Technical: CDD/cholera, ARI, EPI, maternal/peri-neonatal
health, nutrition, Chagas disease.

Operational: Policy; service delivery and administration;
health financing; communication/social marketing; community
participation; training; commodity planning, logistics and
supply; applied and operations research.

IV.C. Assessment Team’s Response to Mission’s Proposed Guidelines
and Questions Concerning Re-design of the CCH Project

See Annex E for the Guidelines (Page 2 of Scope of Work):

1. The team felt that the CCH Project should continue to work
primarily with the public sector, but adapt lessons learned in the
private sector--PROSALUD and PROCOSI-- to improve government
systems. Furthermore, ideally the Mission should make additional
funds available through the PROCOSI Project for community
mobilization, and through PROSALUD for extension of services in
urban areas (extending to rural areas, if possible), and technical
assistance to government on cost recovery and quality of care in
the 3 departments in which CCH is working, as a complement to CCH
funds, it would be ideal. One private sector linkage we thought
CCH should pursue is the commercial marketing of ORS.

As for shifting to an urban or peri-urban focus, the team felt that
the CCH Project should retain its 6 rural districts as model
districts for testing various health services strengthening
systems, but not as sites for direct community implementation of
activities by the Project. Additionally, in the 3 departments in
which CCH works, i.e. La Paz, Cochabamba, and Santa Cruz which
contain 70% of Bolivia’'s population, the Project should take on a
department-wide (urban and rural) technical assistance focus for
health system strengthening in areas such as training,
communication and social marketing, and health information systems
(data for decision-making). This would complement the
infrastructure-strengthening focus of the World Bank PROISS Project
in the urban areas of the same 3 departments. Dialogue is proposed
with the World Bank to see if their resources for equipment can be
used to strengthen district hospitals, in return for which USAID
would apply its resources to strengthen training and management in
the urban facilities built with World Bank assistance.

2. The team agrees with reducing the size of the CCH Project
Management Unit (PMU) and more importantly getting the MOH to
absorb CCH staff into its system at each level as soon as possible.
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The parallel administrative CCH structure in separate offices must
be reduced and merged into the MOH, with the exception of a small
core unit. The team is unable to advise on A reorganized structure
for the remaining staff of the PMU. This will take further review
by the new Project Officer of existing job descriptions, uni:
functions and needs of the re-designed project. The team had
doubts about the utility of an epidemiology unit.

3. The team feels that the most effective way to coordinate
centrally-funded technical assistance in addition to the role of
the USAID Project Officer, would be to hire a long-term Health
Adminiscration Resident Advisor who would have this responsibility,

and who would preferably sit in the MOH. Past experience of
placing technical assistance within (or under) the CCH Project
Management Unit has not been satisfactory. The team also

recommends that a long-term Communication and Social Marketing
Advisor be hired to work on all components of the CCH Project,
again not placed within the PMU, but rather in the MOH.

4, The team agrees that the administration unit within the PMU
would build on the current accounting, contracting, and personnel
capabilities of CCH but be reduced significantly.

5. The team agrees that policy dialogue at the national
Secretariat of Health should be an important new component of the
CCH Project. The timing is extremely opportune for such an

emphasis given the interests of the new government which are very
concordant with USAID’s new interests. A major component of the
policy activity at the national, macro-health care reform level in
the CCH would be based on the proposals of the Harvard Data for
Decision Making Project (Sachs, Walsh, Wolowyna). However, we feel
that there are key, intervention-specific policy activities as we
have described in Section IV of the report that will also need to
be carried out, not through DDM-Harvard, but through technical
assistance from other RD/Health central projects which specialize
in each of the relevant interventions, e.g. BASICS and MotherCare.

6. The team agrees with the priority interventions listed in
guideline #6, but as stated in our reply to #2 above, we are not
convinced of the utility of an epidemiology unit and would advise
that decisions on types of units needed in a re-organized PMU be
made after a thorough review of existing functions and the needs of
the re-designed project.

The following are direct responses to questions posed in the team’s
scope of work:

1. The technical areas identified in the scope of work correspond
almost exactly to those identified by the team (see section II),
with the exception of the DDM epidemiology research training, which
is viewed as an important activity, but not as a technical area for
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intervention.

2. (See section III.A. for team’s evaluation of A.I.D.’s
comparative advantage in Bolivia).

3. The proposed orientation of the project takes advantage of
USAID's comparative advantage by 1linking the development,
implementation, and evaluation of strategies and interventions in
the field with policy input based on these essential experiences.
As noted, one critical issue facing the project is operationalizing
an approach to implementation that systematically evaluates,
documents, and informs activities in other locales and policy at
the national level.

4. The proposed redesign of the project does not include an
epidemioclogy component per se. The emphasis 1is on program
development and management, linked to policy dialogue. The

recommendations in sections III.C. and IV. identify specific
activities that should - and should not - be carried out under the

project.
5. (See response to question 3).

6. The redesign proposed identifies complementary roles for
centrally-funded projects, for USAID/Bolivia outside the CCH
Project Management Unit, and for the CCH Project within the Project
Management Unit (see section IV and appendix F [list of activities
for each partyl])

7. It is expected that emphasis countries will now be defined in
accordance with new USAID global strategies; it is likely, but not
certain, that Bolivia will be a child survival and reproductive
health emphasis country. It is important to note that being an
emphasis country has not recently been necessarily associated with
availability of central funds. The most important factors in
availability of central funds are likely to be overall availability
of central resources, definition of emphasis countries and of the
relation of emphasis countries to funding, and agreements reached
between the central bureaus (most likely at the level of individual
projects) and the Mission.

8. As noted in the analysis and recommendations, a number of
A.I.D.-supported organizations (PROCOSI, Save the Children, other
PVO’'s) have important experience in effective community
participation, and this experience and the methodologies derived
therefrom (e.g., the "autodiagnosis") shiould be applied in the
project’'s activities and further transferred as they are proven
effective in other settings.

9. As noted (see question 3), the proposed redesign includes field
implementation activities executed in a way that permits evaluation
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and documentation, linking this process to policy development.
Indicators should and - based on the project’s past deviation from
its intended pathway associated with failure to develop and monitor
such indicators - must be developed and used that describe the
assumed pathway by which project inputs lead to effective outputs,
which in turn lead to important changes and finally to impact.
Examples of such indicators, and of the thinking that underlies
them, were provided in the 1990 report of consultant Sharon
Benoliel, and referred to in the mid-term evaluation. This
thinking and such indicators were not incorporated in the 1992
amendment to the project.

10. The team believes it to be important that control of technical
assistance from central projects and other sources outside the CCH
PMU should respond to the project manager. This will be possible
only 1if the project provides the centrally-located long-term
technical advisor in program development and administration
identified in the recommendations.

11. Yes. Important potential areas for private sector work
include, among others, collaboration in CDD/cholera activities
(with the Jaycees and other groups), commercial marketing and other
support for ORS and other commodities (e.g., ARI antibiotics),
interaction with advertising and marketing companies (possibly
through an "Advertising Council" model that allows public service
participation of commercial advertisers), and collaboration with
PROSALUD.

12. If budget restrictions appear, it is the team’s estimation that
it is preferable to prioritize and terminate specific components
and activities, rather than debilitating all activities. The
team’s recommendations for such cutting, based on assessment of
public health needs and 1likely impact, are that the water
activities and the Chagas disease control components (especially
the house improvement interventions) are those that would be cut in
a first round of reductions.

13. It 1is difficult to identify the Secretariat of Health’s
management capability at this time of continuing change of
personnel and organizational structure. However, the answer is
important, and the mission should offer its input in this respect.
One important area of discussion is the location and responsibility
of the SNS counterpart within the revised organizational structure
of the SNS, since this will directly affect the channels by which
the project and the mission have access to decision and policy
makers.

In addition to these responses to specific questions, it is
worthwhile to reiterate the response to two points that arose
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repeatedly in discussions of the project:

-First, while it might be worthwhile (if project resources
permit) adding a small number of peri-urban districts to the
rural districts where the project is presently working, these
rural districts, and the principally rural focus of the
project, should be maintained. [Maintaining the rural focus
responds to public health needs, issues of donor coordination,
and priorities cZ the governmen:) .

-Second, the principal constituent for the project is the
government of Bolivia and specifically the public health

authorities; while the project will be involved in
implementation activities at the district and even the
community level, the overreaching objective of these

activities is to develop and assess strategies, methodologies,
materials, and information that can inform and improve health
services at a national level.

V Lessons Learned

1. A complex prcject with many components may be difficult
to implement effectively. USAID should try to limit the
number of project components to those in which it has a
comparative advantage.

2. Higner utilization of health facilities lowers unit costs
ard makes cost-recovery programs more effective. Access
and quality of care impact on utilization.

3. The development of an efficient logistics system for the
distribution and delivery of medical supplies and
pharmaceuticals is necessary to provide adequate care in
isolated, rurzl areas. Adequate supplies also improve
the quality of cars provided which attracts more users to
outlying facilities.

4. In a project directed at improving medical care in outlying
areas, coherent and unified strategies are needed to improve
health intervention delivery at the community level. This
helps the project achieve real health impact. These
strategies should be developed through interactive planning
with local health workers and communities. The planning
process, accordingly, brings project personnel closer to the
rural community populations targeted for assistance.

5. Sustainable training for health workers in the public
sector assumes that the personnel will remain in their
institutions after the training. The lack of a civil
service, and arbitrary changes in personnel accompanying
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changes in government, weakens the impact of such
training.

When a proiect 1is directed towards strengthening
administrativ< and management capacities at different
institutional levels, i.e. central, regional, district,
and outlying, activities must be tailored towards each
level. If most of the project resources are channelled
to the higher levels, impact at lower level facilities
which purport to serve the targeted population, will be
less. That is why pilot activities should be designed at
the district levels to provide model responses to upgrade
the quality of child survival interventions for the
targeted population.
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Annex A

List of Persons Contacted

Sacratariat of Health (SNS)
Dr. Guillermo Seocane
Dr. Javier Torrez Goitia

SNS ~=- Unidad Sanitaria La Paz
Dr. Carlos Peréz Guzman

SNS -- Unidad Sanitaria El Alto
Dr. Zamora

USAID Mission to Bolivia

Sigrid Anderson, Director, HHR Office
Earles Lawrence, Health/Population Officer
Ann Beasley, Acting Evaluation Officer

Community and Child Health Project

Dr. Alvaro Munoz-Reyes, Executive Diractor

Andrés Yale, Administrator

Edward Olney, Contracts Administratoer

Maité Loaiza, Personnel

José Luis Baixeras, Deputy Director, Districts Compone
Ing. Filiberto Ojalvo, Director, Water & Sanitation
Carmen Casanovas, Director, Chagas Ccmponent

Oscar Gonzales, Consultant, Diarrhea/Cholera

Antonio Geomez, Monitoring and Evaluation Unit

CDC, TAACS Advisor
Dr. Joel Kuritsky

CCH Project/SNS -- Altiplano Valle Sud Health District
Dr. Alberto Tenorio, Director

Miguel Conde, Administrator

Cesar Choque, Water and Sanitation Tecnician

Teresa Ibafies, Educator

Norma Rivera, Statistician

Maria Elena Anarosa, Logistics Manager

CCH Project/SNS -- Capinota Health District
Directior
Educator

CCH/SNS =-- Chagas Control Project
Dr. Fanor Balderrama

Donor Organizations
Dr. Alan Court UNICEF
Dr. Kristovich PAHO

Non-Governmental Organizations



Pamela Putney

Dr. Oscar La Fuente
Pilar Sebastian

Dr. Franklin Bustilloes

Lisa Howard-Grabman
Bill Bower
Andrew Arata

Ana Maria Aguilar
Jack Antello

PROSALUD
PROSALUD
PROSALUD
PROCOSI

Save The Children
Columbia University
Tulane University

COTALMA, PRITECH

former Director General, MOH



Annex B

List of Central Projects Active in Bolivia

598-0786

936-3030

936~3031

936-3035

936-3038

936-3045

936-3046

936-3049

936-3050

936-3051

936-3052

936-3054

936-3055

936-3057

936-3061

936-5116

936-5600

936-5948

936-5966

936-5970

936-5991

Accelerated Immunization

Strategies for Improving Services Delivery
Family Planning Training for PAC IIB
Population Policy Initiatives OPTIONS II
Family Planning Logistic Management
Training in Reproductive Health JHPIEGO
Demographic Data Initiatives

Associaticn for Voluntary Surgical Contraception
Population Council Program Grant
Contraceptive Social Marketing

Population Communication Services
International Population Fellows Program
Family Planning Management Development
Central Contraceptive Procurement |
Initiatives in Natural Family Planning

Vitamin A for Health

Computer Aided Identification of American Sandflies

Vector Biology and Control
Mothercare/JSI
T.A. in AIDS and Child Survival

Data for Decision Making
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Annex D

CHILD SURVIVAL ASSESSMENT TEAM

STATEMENT OF WORX

BACXGROUND

Evaluation of AID child Survival Programs: Bolivia Case Study
CCH Grant Agreement Amendment #9

Summary of CCH Evaluation

CCH HISTORY

Briefing - Sigrid Andersen

ASSESSMENT OBJECTIVE

The purpose of this assessment is to (1) evaluate the overall
child survival situation in Bolivia, (2) identify specific
interventions or management improvements that could be lmpTementnd
by the Secretariat of Health to have the greatest impact in saving
lives and improving health over the next five years, (3) determine
which program interventions represent a comparative advantage for
USAID, (4) analyze ways in which USAID can make a significant
contribution to lnbtltutlona1121ng Secretariat ot Health
implementation of those interventions, and (5) develop
recommendations for redesign of the CCH project to strengthen its
assistance to the MOH in the identified areas. The required product
will be a concept paper, on potential USAID assistance to the GOB
child survival program from 1994-1998, from which a project
amendment can be developed.

ASSESSMENT STRATEGY

A team planning meeting will be held at the start of the in-
country assessment activities to review the SOW, identify team
member responsibilities, and review the tentative agenda.

POTENTIAL MODEL

The CCH project has had a mixed performance due to a
combination of personnel and design problems. Unsustainable pilot
or demonstration activities have taken resources and energy away
from technical assistance aimed at helping the Secretariat of
Health achieve and implement projects with a national impact.
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HHR plans to radesign the CCH project to have greater impact
and sustainability. Any new components or activities in the
redesign or modifications to the present design would take effect
during 1994, meaning that the next year would be a transition
between present activities and future directions. The redesigned
project might follow these guidelines:

1. It would concentrate on assisting both the public and
privats sector health systems to work in the urban and peri-urban
areas of La Paz, El Alto, Cochabamba, and Santa Cruz, beginning
9/30/95 through 9/30/98.

2. The present project staff migh: be reduced to a small core
unit with three components: administration, policy, and
epidemiology.

3. The CCH core unit could then coordinate technical
assistance from a numbter of Office of Health central projects.

4. The administration unit would build on the current
accounting, contracting, and personnel unit of CCH, but staff would
be reduced significantly.

5. The policy activity would be centered around the Data for
Decision-making (Julia Walsh-Harvard) proposal facilitated by the
continuing relationship of Jeffery Sachs with the highest levels of
government. Lessons learned from the research, training, and
information/outreach activities of the epidemiology unit will be
translated into policy recommendations for Ministry of Human

Resources and Secretariat of Health national programs.

Policy dialogue would represent a new component for the CCH
project, taking advantage of an excellent opportunity to assist the
new government with decentralization, while strengthening the
Health Secretariat’s ability to set policies, guide programs, and
determine public health priorities.

6. The epidemiology unit would conduct research and training
and engage in dissemination and outreach to facilitate development
and strengthening of national programs in these areas:

a. Immunization. The current project makes a
significant contribution to the multi-donor
national immunization program (PAI). Technical

assistance and policy dialogue are needed to help
the Secretariat of Health move from campaigns to an
institutionalized national <effort. The USAID
contribution far outweighs other donor efforts, and
should be leveraged for more policy input.
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chagas Control. Efforts in Chagas disease research
would continue. Training and education efforts
would intensify. Efforts to disseminate results at
the policy level would be incraased. Policy work
will focus on cultivating the support of
international donors and assisting the Secretariat
to develop safea, economical, and effective
interwventions. current technical assistance is
provided through the CDC TAACS Advisor and a
contract with Tulane Universicy which provides the
services of Chagas specialist Andy Arata.

Cholera and Diarrhea. Curresnt efforts arz limited
to supolving the GOB with ORS packets. Efforts
must ccontinue to improve distribution and promote
use. Training and education efforts should be
increased. Additional technical support might be
provided through BASICS or other mechanisms.

The CDC has researched the pctantial of household
disinfection o0f watar. They have developed
inexpensive production of <chlorine and are
experimenting with local production of containers.
Given Bolivia’s urban population and access to mass
media, a social marketing effort through PROSALUD
could be successful in controlling cholera,
diarrhea, and a host of watsr-borne diseases.
Technizal and financial support from the HEALTHCOM
unit of BASICS would be needed.

Acute Respiratory Infection. Currant activities
are limited despite the significant contribution
that pneumcnia makes to infant/child mortality in
Bolivia. USAID support would have to be built from
the ground up. Significant technical assistance in
project design and training would be needed from
BASICS to launch the Secretariat on a program of
mother education supported by appropriate
treatment. Appropriate interventions in this area
still need to be defined.

Safe Motherhood/Child Survival. The Mothercare
project and Save the Children have demonstrated
that community education can make an important
contribution to improving maternal and child
health. Unhealthy birthing practices are
particularly prevalent in Bolivia and account for a
large proportion of preventable deaths. Large
numbers of births are not supervised by any trained
medical personnel. Breastfeeding is not exclusive.
Technical assistance from the new Mothercare
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project, or other entity, will be essential to
develop recommendations for policy-makers and for
training master trainers.

£. Nutrition. Through the centrally-fundsed Reach
roject, a start has been made on the micro-
nutrient problem in Bolivia. Vitamin A and iron
are lacking. Technical assistance frcm OMNI is
needed to institutionalize efforts in the
Secretariat of Health.

g. Epidemiologv Research Training. The CDC, through
the Data for Decision-making project, has trained a
core of epidemiologist 1in research methods and
computer skills. The program has been very
successful and should be continued and expanded.

QUESTIONS

1. Are the interventions (a-g) described in the model likely
to make the greatest possible impact on improving maternal child
health in Bolivia?

2. Given the role of other donors, are the arsas listed
USAID’s areas of comparative advantage?

3. Is the emphasis on policy dialogue justified and
realistic? Will that approach lead to the greatest degree of
institutionalization and sustainability?

4. Should the emphasis in the epidemiology component be on
research, training, and information and outreach? Are there other
activities which should be given priority?

5. The model favors the approach of convincing leaders to
adopt the optimal policies and providing training, education, and
information to Secretariat of Health and NGO implementors versus
direct implementation of demonstration projects. Is this a prudent
and necessary choice? Should selected activities in pilot
districts be implemented dirzctly by the CCH project?

6. The proposed redesigned project relies heavily on
centrally-funded projects for technical assistance. Do the
advantages of this approach outweigh using an institutional
contract?

7. While the CCH budget will allow for some buy-ins, LAC
regional bureau funding is almost certain to be reduced. To meet
the challenges of this project, central funding would be required
for experimental activities, such as the social marketing of
chlorine, start-up activities for ARI interventions, and nutrition.
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For new efforts needing extensive development, such as ARI and
nutrition, mission/Global Programs Bureau cost sharing would be
optimal. Will Beolivia’s child-survival emphasis country status
help insure a financial partnership?

8. The Secratariat of Health plans revitalization of
community health committees. What role might those committees play
in the redesigned CCH project? Should the project itself get
involved in training at this lavel?

9. Under the proposed redesigned project, CCH would be a step
removed from direct implementation. What indicators could be used
to measure impact, guide implementation, and contribute to
meaningful evaluation?

10. Management of the diverse activities proposed under the
model project poses special difficulties for the USAID project
manager. Can the project design incorporate staff or systems to
help alleviate the management burden?

11. Should CCH work with both the public, (Secretariat of
Health, Social Security Hospitals) and private sectors?

12. If the project and centrally-financed inputs face budget
restrictions, should CCH do less or at a slower rate on all
activities or reduce activities? Which should be eliminated first?

13. What is the present management capacity of the
Secretariat of Health. Could or should the redesigned project be
involved in improving this capacity?
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CENTRAL PROGEZCT SUPPORT

BASICS

STTA: Intermittent =~ ARI policy/model <development with
MOH/PVOs/PROSALUD.

STTA: Measles outbresak assessment (also could be done w/CDC).

STTA: To IZC/Communications (technical input to Cientifica and
futura national program).

STTA: To COD Policy/model development in District and Unidades
Sanitarias.

STTA: 6 months contract with Ana Maria Aguilar (outside system
for national CDD development) - Cable to LAC for Cholera
support.

STTA: tratagic Assessment of CDD program/training needs.

STTA: Development of private sector role in promotion of ORS,
ARI anti-biotics.

WELLSTART

STTA: Breastfeeding promotion at health posts - training
communications support for mothers support groups.

GEORGETOWN IRH

Lactaticnal Amenorrhea Method/FP Training

LAM/FP TRNG

MOTHERCARE

STTA: Training needs assessment - (SMI)

STTA: Working with professional associations to affect policy
to create professional midwives/parteras. Promote
delegation of authority for prescription to non-medical
personnel for obstetrics/ARI.

STTA: Anemia assessment/program development (if necessary).

STTA: IEC/Communications (SMI).

STTA: Financing study to spread =¢ :t risk of high risk births.

STTA: Pre-natal STD treatment study/protocols.

STTA: Design for study of obstetric capacity at district
hospitals for referral.

PATH
Feasibility of Sodium hypochlorite dip cell idea for
community/household level chlorination.

OMNI

STTA: Vit. A/Iron fortification study.

STTA: Training needs assessment (nutrition).



STTA: Vvit. A Program.

DoM/CDC

Expanded training focused on CDD and institutionalization
of training capacity.

QA
Quality Assessment of CDD practices in health facilities.

DDM-HARVARD

Assessment of District Health Strengthening Approaches by
donors.



(1). Long Term Technical Advisor Health Policy and Administration -
Overall technical Coordinator for CCH (Expatriate) at Central
Level. Tasks: SNIS; Revolving Drug fund systems; Policy;
Donor Coordination within Secretariat of Health.

Options: PASA, PSC, TAACS (CDC), STAR (Johns Hopkins).

(2). Long Term Technical Advisor in IEZC/Communications; (Expatriate
or Bolivian) Located in Secretariat at Central Level.
Options: Buy in, PSC.

(3). Willie has requested M. Castrillo; will JHU pay? What role?
Connection with CCH?

Link STD/AIDS - detection with prenatal cars service improvements
(Rep. Health Project?).

Work through PROCOSI to extend community level autodiagnosis to
promote community participation - (Rep. Health Project exploring).

PL 480 Title II - look at evaluations to improve CS/impact in
feeding centers/mothers clubs.

Assessments

- Experience of Donors/PVOs in water system improvement
- Evaluation of public sector commodity distribution system.
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Conduct study to determine source/reasons/follow up/cass

management of recent measles outbreaks - use DDM trainees.

Continue purchase of vaccines/supplies/matarials and provision
of logistics support/training Zor :the EPI program at national

level.
Continue ORS procurement for national distribution.

Participate in operational research related to CDD*/EPI/ARI -
district models to improve services and expand access, use,

and quality.

Develop mecdels for service delivery extension to communities
to improve CDD*/EPI/ARI/SMI/NUT (focus on community needs

assessments, and community participation.

Do assessment of obstetrical facilities at the district level
(referral points) to determine whether quality referrals can

be made.

Develop training modules in CDD/SMI/ARI with technical input
from central projects to improve technical/logistics aspects

of these programs.
Do research on connections between Chagas and anemia.

Chagas - define CS impact of Chagas more precisely for Bolivia

and hyperendemic areas.

Disseminate research results oriented toward operational

recommendations.



Continue applied research in other key areas of Chagas
control, but de-emphasize operational interventions such as

more house improvement.

Continue support to INLASA to maintain national quality
laboratory support for AIDS/STD/CDD/etc.



SESSMENTS

NATIONAL TRAINING NEEDS AND STRATEGY (MAY NEED TO FOCUS ON
PRIORITY INTERVENTION AREAS SUCH AS CDD FIRST) SCURCES OF TA:
OMNI, BASICS, MOTHERCARE.

COMPARISON OF COSTS, CONSTRUCTION TIME, MAINTENANCE ISSUES AND
COMMUNITY INVOLVEMENT, FOR WATER AND SANITATION PROJECTS
IMPLEMENTED BY DONORS AND PVO’S (SOW EXISTS AT USAID FOR ’93
PD&S STUDY WHICH WAS NOT CONTRACTED).

ASSESS AVAILABLE STAFF, EQUIPMENT, AND DRUGS AGAINST WHO
ESSENTIAL LISTS FOR OBSTETRICS AT FIRST REFERRAL LEVEL IN ALL
DISTRICT HOSPITALS IN THE THREE UNIDADES SANITARIAS OF CCH.
SOURCE OF TA: CCH, MOTHERCARE.

NATIONAL ASSESSMENT OF DISTRICT HEALTH STRENGTHENING PROJECTS
SUPPORTED BY DONORS. (COMPARE, CONTRAST AND LESSONS LEARNED
FOR HARMONIZING EFFORTS).

SOURCE OF TA: DDM/HARVARD.

ASSESSMENT OF IEC/COMMUNICATION STRATEGIES ALREADY DEVELOPED
FOR EVENTUAL STRENGTHENING.

SOURCE OF TA: PROPOSED LT TECHNICAL ADVISOR AT NATIONAL
LEVEL.

ASSESSMENT OF PUBLIC SECTOR COMMODITY DISTRIBUTION SYSTEM
(CEASS) FOR IRON/ANTIBIOTICS/ORS/CONTRACEPTIVE.

SOURCE OF TA: USAID REPRODUCTIVE HEALTH PROJECT PROPOSED
STUDY.

ASSESS STATUS OF NATIONAL ANEMIA PROGRAM - IS IT WORKING?
SOURCE OF TA: MOTHERCARE, OMNI.





