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13. SUMMVARY 

This const'tutes .t[, evaluation of Health Sector Loan 1I,final 514-U-075,although certain dollar disbursements remain outstanding and will be completed byche sumrn. r of 1978. This loan, 3of $17. million, has attempted to extend andsclidify .ograms and progress initiated under Health Sector Loan. 514-069, of$j. 4 rri.lion toth loans 069 and 075 cont.ributed,_toward a common goal: provisionpublic health s-rvic'Z6 i-reasingly larger proportion of the C-oT6b1anpA..lation until such coverage is available to all Colombians. The purposesV.. hl6~ have been to assist the GOC in carrying 	
of 

out its health sector program by(1) assisting in the financing of dollar costs involved, and (2) assisting in local costfinancing of the sector. This evaluation. therefore, attempts to appraise the
continuum of activity supported by both loans. 

Investments programs under the two loans included: 

(1) 	 Expanded public health coverage through a regionalized system of healthservices, emphasizing delegation of medical functions, and unifieddirection and coordination of all public health activities, preventive and 
curative. 

(2) 	 Jmproved rural sanitation and related services. 

(3) 	 An intensiiied preventive campaign of disease control and eradication, 

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

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

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

The principal complex of problems experienced during the life of Loan 075 hasdealt with financial issues external to the health sector itself. GOC budgetaryallocations to the sector under the present government were generally less thanhad been assumed during the design period, which took place under a previousgovernment. Sho:'tfalls and 	frequent delays in the allocation of agreed-uponcounterpart resulted in some curtailment of project investments. The 	GOC practice 
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of piLcing approv.red ro,1. inexpended budgets in "rese:ovas," o' fcrow accounts, at

the end of each De,-t:r-,,er, 
 with subseouent recertificat-or. .-. d ":'-lease in late springor summer, compound, d delays 1.. implementation and po:a :d problems in meeting
 
or excending
Icn?DD:, Rampant inflation and a two-ties C :. :'change convers:-cn 
m. chanir-m adopted hv the GOC in the spring of 1977 kwhic:.: a:ciayed loan disburse­
ments f"*'-e rn.ov.:hs) have contributed to delays 
in loan imp .c..a-ion, as have
exceei'.gly cumbersome GOC procurement and contracting reguiations. 

14. EVALUATION METHODOL'OGY 

A logical framework'developed for the first loan (069) v.wa? satisfactory for

the second loan (075), though some changes were required in iha input and output

levels for 073. Evaluations were 
made for each of ttle years !9-i3 (as part of

second hea_'_h sector analysis(, 1974 and 1975. (as individual documents) based 

the
 
on anadaptation of the logical frame work. Now, rather than develoo an e-,aluaticn of

on'y CY 1976, AID elected to evaluate and review the experience of all four years of
Health Loans (1973-1976). The adapted logical f-r.ine work used for the preriousevaluations is used again here for the four year period but witnin the frame work
of "Project Evaluation Summary". thisWhile there was no PP E'¢auation Plan,
evaluation is similar in respect to timing, design and issues with those of previous 
years. 

Many sources of information were available for consiieration by A:D in this 
final exercise. Of greatest assistance were: 

"'nforme sobre el Desarrollo de los Progranas de Irer. 6rn dcl Sector
Salud" - reports presented by GOG to USAD every :.a:rtr for every 
year of the loans which contain extensive data and documertaton of 
progress in the health sector. 

"Informe al Congreso de la Repdblica de Colombia" - developed annually 
by the Ministry of Health. 

"Evaluaci6n de las Realizaciones del Ministerio de Salud y sus Agencias
Ejecutoras 1970-75." A final loan condition recured che GOC tc
evaluate health sector progress for CY 1976, by mutual agreement this 
was changed to the longer time frame and this document was submitted 
to AID in fulfillment of this condition. 1976 data was included where 
available. 

Multiple supplementary documents and AID-C-OC discussions on specific 
topics. 
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AID personnei r..,d GOC data, particularly in the GOC 1970-75 evaluationdocument., m'ade .tE.e- oxn decisions concerning health sector progress and comparedthe AID conclusions with COC conclusions. There were essentially no differences.Then AID personnel reviewed the data from the standpoint of what impact AID hadin the sector's progress and also obtained the impressions of Colombians who wereand a.:e in positions to ba-e iormnod some opinions of this. We believe that theHealth Loans' contributions to the improvements of health in Colombia are substantialand are most objectively and subjectively documented in the input and output areas. . is in these sections of the evaluation that we have included most of our and our

Colombian counterpart: 
 opinions and conclusions. 

Finally, we are all very aware of the limitations of this evaluation due to its
global national character for it does 
not show the marked variations which exist inColombia in terms of the regional and local differences in health status and services,The excellence of certain departmental programs is not demonstrated here nor cansee the great deficienciesone which exist elsewhere. AID has been supportive ofthe regional and local efforts through these Health Sector Loans and we are awarethat the MOH has and is continually evaluating the regional and local efforts for

the purpose of developing equitable programs.
 

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

Loan Officer.
 

15. DOCUMENTS TO BE REVISED - None 

16. EXTERNAL FACTORS WHICH HAVE PROJECT IMPACT 

A. Inflation - During the period of the loans, Colombia had progressively
increasing inflation from about 12% in 1973 to 40% in 1975 partially related to theincreasing numbers of dollars entering the country outside of government controlthrough contraband activities and the "Coffee Bonanza" in 1975-76. The Govern­ment cut government spending in 1974 to combat inflation, thus cutting fundscounterpart to the loan. As a result, fewer AID funds could be disbursed. AID 
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then relaxed thr *-4 counterpart ratios to provide no-'e funds for projects. in 1977, 
as a further efior. ',) control in.Lation, the GOC introdu.:ed f:-:ign exchange certifi­
cates requiring the p'rchase and holding of peso cert fi_:a.es o?-e month (later three 
months) f :he indi" idual wishes receive full peso va!Lue. that theco AID contended 

prov-, a.rnmalic funds of loans and grants were exempt rccrn this under the 1962
 
Ei~a-,.: .- greement. Disbursements were held up several months before the GOC
 
and -. D developed an acceptable disbursement mechanism,
 

In ImplementaLion Letter 18, AID again relaxed disbursement ratios for 
final 075 disbursements. Since AID is phasing out it was felt rhat the leverage 
provided by the loan r".tios, which AID could use to improve programmatic and finan. 
ciat components of the loan, had served its purpose and hat -he health system could 
and would ase the remaining funds effectively. 

E. Change of Government and of Health Ministers - Colombia held elections 
April, 1974 and the Government and Health Minister changed August of 1974. in­
between the election and actual Government change many mem'ers of the outgoing 
Government found new positions and many other employees had their minds on 
alternative positions. With the new Government, new people entered important polic 
making positions and had to learn how to do their new jobs. Both of these events 
caused a marked slowing of many important health programs and decisions, as well 
as, a very slow start of the second loan. It is fair to say, however, that the health 
directions supported by the initiating Government were also generally supported by
 
the incoming Government.
 

While the second loan was in effect there -wa3 a second change of Health 
Minisers and certain persons in the Ministry. This resulted in strengthening 
of certain influencial positions in the Ministry of importance to the programs 
supported by AID snd probably was helpful in assuring that an excellent evaluation 
document was prepared by the MOH. Again, AID suppocrted program directions wer, 
not noticeably changed as a result of change of Ministers. 

C. Change in Method of Certification of GOC Cou-nterpart - Several AID 
projects had difficulty moving disbursed funds through the GOC financial mechanism 
to the implementing agencies resulting in unacceptable "dead" time in GOC 
intermediate accounts. This problem was lessened only because members of 
the health project staff spent considerable effort to assure that the funds moved 
as they should. Late 1974 - early 1975, new procedures, which over came this 
problem, were agreed to by the GOG afger extensive discussions with the AID 
Controller. This gave the health program staff additional time for other non­
financial project monitoring. 
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D. High CofUEe Prices - Due to the cold weather in Brazil and civil wars inAfrice in 1975, the amount of coFfee available to the international market was 
decreased; therefore, Colombia coffee prices rose to record highs. A large
proportion of the huge resultant dollar flow to Colombia was and is being directed 
by the Coffee Grower's Federation to assist in rural health improvements through
cz.ntracts with MOH and T-ariou:-- states. This does not show up in the central 
Government budget and exoli:di ures but is being spent according to the Ministry of 
Health norms. We therefore, believe that AID's influence in refining and improving
MOH's programs has been a factor in non-governmental health expenditures. 



L'. 66-A - 'SUBGOAL 
- -

A. I Narrative Sunmmary A. 2 Objec:t;-elr Verifiable Indicators 

Sector Goal - To improve the I. increase life expectancy aLlevel of health in the Colombian birth by 5 years by 1980.
population, by providing public
health services to an increasing 
number of that portion of the 
population not served by private 
medicine and the special grouphealth systems. 

2. Mortality and Morbidity caused 
by "reducible" illnesses will dis­
appear from the top ten causes of 
death and hogpi:al admissions in 
10 years. 

3. Government health expenditures 
will increase.morotonically as a 
percent of GNP. 
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A. 3 Achievements 

1. 	 1969-73 Males 58. 3 yrs. 

Female 63. 3 


5=
1957-58 	Males 

Females 59 


2. "Reducible" illness as cause of 
top 10 causes of death: 1965-Gastro-

enteritis was most common cause 

of death, Respiratory TB 10th most 

common cause of death; 1970-Gas-
troenteritis was still most common 

(no other of top 10 was considered 

reducible); 	1975-Gastroenteritis 

still infirst place but had decreased 

as percent of total deaths from 

9. 4% in 1970 to 7.6% in 1975. 

"Reducible" illness as cause of top 

10 causes of morbidity (hospital 

discharges) - only gastroenteritis 
ispresently in top 10. Gastroen-
teritis rank order: 1965-3rd, 1970-
3rd, 1975-4th. As a percent of 
total hospital discharges - 1965 ­
9.4%; 1975-5.1%.
 

3. Ithas not been possible to obtain 

reasonable figures for Government 

health expenditures as a percent of 

GNP. The Government health 

budget as a percent of GNP shows
 
considerable variation by years 

but generally has remained the 

same over the period 1970-1976. 

(See Appendix A.) 

A. 4 Comments 

1. While there is a definite increase 
in life expectancy at birth, the increase
 
in life expectancy of 5 years between
 
1970 and 1980 is unlikely. In restrospect
 
the change desired in this indicator was
 
too much.
 

2. "Reducible" illness includes many 
parasites and infection diseases (see
 
Health Sector Analysis 1972 pg. 10). Data
 
here is supplied by MOH and from 1965
 
health surveys but suffers from under­
reporting. Substantial efforts are being 
expended to improve routine data collec­
tion and a National Health Survey is under­
way. Review of "reducible illness data 
by age groups shows much reducible 
illness still exists in the top ten causes in 
the younger age groups; however general 
trends and trends by age groups are 
encouraging. This indicator would be 
more useful if stated for 1-4 and 4-15 year 
age groups. AID emphasis in vaccination, 
water and sanitation has been supportive.
 

3. Because the GOC can make payments
 
for up to 3 years after the budgeted
 
year, the true GOC health expenditures
 
for 1974, 1975 and 1976 are not known.
 

Appendix A of this document expands on
 
the Colombian health financial situation
 
and the implication of the AID contribu­
tion. 
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A. 1 Narrati.-e Su i:mary A. 2 Objeci-,-:y Verifiable Indicators 

4. Medical consultatioas per population 
served per year in Public Health 
Facilities will increase from . 3 in 1972 
to 2. 0 in 1980. 

5. The population growth rate will 
decline from 2. 9% in 1973 to 2. 0% in 
1980. 
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A. 3 Achievements A. 4 Comments 

4. Year Consultations/Pop Served 4. The 1972 consultation/population 
1970 . 47 in A. 2figure is low compared with the.471971 presently reported figures for unknown1972 .49 reasons. However, there is trend ofa1973 .48 increasing consultation/population but 
1974 .51 the increase is insufficient to reach 2. 0'1975 .51 in 1980.
 
1976 
 .52 

5. Population growth rate As noted in previous years, the 
decrease in population growth rate isYear % remarkable. It is estimated that 50% 

3.41964 of this drop is due to active family
1973 2. 5 planning programs and it is likely1977 2.0 that the population growth rate will 

be less than Z%/y in 1980. The MOHBirths/1000 pop 1964 43.7 MCH program has provided about half 
1973 34. 0 of the family planning services avail­1977 29.0 able in Colombia. This program was
 

assisted by this loan and UN.FPA funds.

General mortality 1964 10.0
 

1973 9. 0
 
1977 9. 0
 

Comment 

The four years time frame of the loans, we believe is too short to show signifi­cant changes in the goal indicators as a result of the loans. However, webelieve the projects supported and progress achieved, as noted in the purposeand output sections, do contribute to goal improvements as shown by goal
indicators. Health projects between GOC, England and Holland as well asAID's loan with INSFOPAL, also contribute to goal achievements. 
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B. I Narrativ- 3urniary B. 2 0bj'-ct-f.t..y Verifiable Indicators 

Sector Purpose: End of Pro4ect S.atUs: (CY 77 
unless otherwise stated).

1. Creation of a 'egionalized 1. a. Integration and regiona'iza­
integrated health delivery system 
 tion of all major health services

in Colombia, including: established according to plan.
 

- Provision of infrastructure
 
to support the system.
 

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

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

*See I. t. 
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B. 3 Achievement--
B. 4 Comments 

1. a While no time phase plan for the 1. a Seeimplementation 	 output section B for a descrip­of regionali:,ation
integration 

and tion of the Colombian ccnception ofof health services was regionalization and integration.developed, these concepts 	 Thesehave been are key concepts which shape andgradually and partially implemented
through: 	 affect nearly every facet of health

services delivery inColombia. The 
(1) Central government and MOH Colombians have stated that theirendorsement of the concepts; 	

development and implementation is a 'process', implying they are con­
(2) Development of graded levels 

tinually evolving and not amenablequantified 	 to aof care with progressive inclusion 
time linked plan. AID 

of government facilities 
personnel felt that many componentsinto the of the concepts could bescheme; 	 identified and
treated in a quantifiable, timed fashion, 

(3) The 	 and- -des-igned program; conditions1975 legal establishment 
of 87 re-gions 	 to assist the process. fhe rompo­in the country for the

provision of graded 

nents and concepts have become
b.alth clearer,service$; and much progress has
 
occurred especially related 
to rural 

(4) The defining a-nd 	 service delivery.development On the 	other handthe inclusion of all hospitals intoof the rural health delivery component 	 regionalization hasModelo Anual de 	 been slow (seeCobertura-1 (MAC-I). purpose indicatorOf the 	 2h); legal decree for200 planned for implementation,
in 1976,166 were 	

regions required extensive time (seefunctional at the end

of the year. 1800 are to be 

purpose indicator If), resistance to
installed integration onby 1981 	 the part of non-MOHwhich will provide services 
for the 35% 	 health services such asof the population without 	 the Social 
adequate health service access; 	

Security health system, and slow
 
acceptance 
of new tasks required by 

(5) 	 regionalization (purpose indicator Ig)The MOH elaboration of all slowed the process.manuals of norms for servicedelivery at the state and region-
al level; 	 AID trips have documented progress

the lower service levels. While 
at 

not 
(6) Transport improvement completed as written this indicator hasthrough the MOH's 	

been extremely valuable for encourag­acquisition of ing progress in the importantmore vehicles; and area of 
service delivery. 

(7) Reassigning of tasks among

health workers according to needs of
service level 
- including delegation 
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B. I Narrative Summary B. 2 Obj ective-- Verifiable Indicators 

1. b. Increased delegation of 
functions to auxiliary, technical 
and paramedical per-sonnel. 

1.c. .Intensified outreach services. 

1. d. Intensified patient referral. 

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

1. b The development and initial 1. b It seems to us that this idea has

implementation of the MAC-1 system 
 become an integral ccmponeni of MOH
solidi-jed the concept of delegation plans as 'restructure of tasks. ' There 
of function. In addition there has are many areas of Colombia where
 
been a greater 
 -ercentage increase health professionals are hesitant to

in the number of lesser trained agree to this idea but we also are

individuals then in the number 
 of aware of the gradual acceptance by
professionals, professionals in other areas. 

1. c The introduction of MAC-I 1. c Since the introduction of the MAC
 
(Modelo Anual de Cobertura local 
 concept the Minister of Health and
 
level) has increased outreach 
ser- many members of the Ministry of
vices and the MOH states this level Health have changed but the desire to
of care and outreach has priority extend services has remained firm and
 
over MALC-2 and MAC-3 level of 
 implementation is continuing. The
 
services (regional and university present Minister has placed some

hospitals). 
 From 1970 to 1976 the additional emphasis on extension of ser­
percent increase in auxiliary vices in the cities but apparently not at
personnel has been much greater the expense of the rural areas. ICBF

than for professional personnel, activity has 
been the result of receiving
See Appendix B. The number of a large funding increase through Law Z7.

functioning ICBF nurseries 
 (A 2% payroll tax providing funds only

has nearly doubled in the past 2 
 for ICBF nurseries for working mothers). 
years. 

1. d Referral plans have been 1. d This is the first year that referral 
made. In 1975,the following per- rates have been determined so it is not
 
cents of total public facility possible to tell whether there has 
been
consultations were referred: intensification. In comparison with MOH 

% theoretically determined percent referral,
From centers & posts 3. 9 these are quite low. 
From local hospitals 3.2 
From regional hospitals 1. 3 

I. e The National Plan of Super- 1. e This plan appears to be the most
vision has been implemented. Teams concrete step taken by the Ministry
from the MOH composed of a doctor, to assure the implementation of a 
nurse, dentist, engineer or veterinarian, system of supervision. Regional
administrator and statistician visited supervision of lower levels is spotty.
the State health departments in all Several State health departments have
States during this year. Norms have carried out supervisory programs in 
been developed by the MOH for the past. 
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B. 2 Narrative Summary B. 20bjectively Verifiable Indicators 

1. f. Health planning and admi­
nistration done 
on a regional 
basis Xor the major-. 7 of the 
major health rcgions of the countrv­

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

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

supe .-ision at lower levels. Technical 
assistance from one unit or level to
 
another is on an "as requested by some­
one 1 know" basis. There is no formal
 
xequest system nor is there 
a formal
 
evaluation system.
 

I. f The development of the 87 health i. f. Our field visits confirm that the

service regions as 
part of regionali- State health departments are aware that
zation includes the idea that health this is to be done. However, whether

planning and administration are 
to be it is done depends on whether a public

done in the region for the region. This 
 health physician is available to help the
has not been achieved. region to do so. There are difficulties 

locating sufficient persons of this type for 
each region. The GOC felt that the re­
gions had to first be carefully defined and 
established by law. This was not 
completed until 1975. Presently efforts 
are underway to provide trained personnel 
in each region to do the planning and 
administration. This was a reasonable 
indicator but implementation has 
progressed slower than planned. 

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

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

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

l.j. State health ,ffices (Zt) 
with trained hospital auxiliary 
personnel preparing statistical 
tabulations. 

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

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

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

1. i. All major reorganization is 	 1. i. Unquestionably FNH hospital
complete. Through AID contracts, construction management has been
 
assistance was provided in construc-
 improved.
 
tion management.
 

l.j. 	 This exists. I. j. Extensive training of personnel
 
in statistics has been completed at
 
all levels and all State health depart­
ments have a trained statistician. Many 
new data collection forms have been 
designed, others up dated. A scheme 
for aggregation of data at various levels 
has been implemented. The improvements 
of data collection hae been considerable. 
This indicator and associated topics 
should be included with Purpose 3 "Func­
tioning Health Sector Irnrmation System". 

i. k. The MOH planning office I. k. The planning office is becoming

has been strengthened through a adequate and is 
 much more capable of

large increase in appropriate carrying 
out a planning function now than 
personnel. PAHO has and is in 1972. See Oumputs A "improved
providing technical assistance in Planning, Administration and EvaluationL/"
this area. Personnel capability Systems." 
has also improved. 

I. I. This has been done. 	 I. I. The hospital fund is much improved. 
This indicator should be joined with 
that of . i. 

I. m. AID vehicles from 069 were 1. m. Present information indicates that
appropriately allocated. Plans for 15% of the 069 ambulances are not equipped.
allocation of vehicles from 075 AID hasnotified GOC that, according to 
exist. Approximately 50% of 075 our previous agreement, vehicles from 
vehicles will directly support the 075 destined to support the MAC may not
MAC-I system. notgo to the departments which have 

complied with the equipment requirement. 
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B. I Narrative Su, mary B. 2 Obiective.- Verifiable Indicators 

1. n. Staffiing of medical in-stitutions 
in accordance with levels of medical
 
attention.
 

ai.o. Increased use of health facilities 
availability/use ratio, 

/ 
l.p. % of deaths certified by
 
physician increased.
 

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

. r. Health posts manned by 
auxiliary nurses with scheduled 

doctor visits. 
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B. 3 Achievements B. 4 Comments 

1. n. The MAC-i development is 1. n. Changes recuired in hospital 
assuring this at the lower levels staffing related to regionalization 
of services. Hospitals retain requirements have not been completely 
the standard staffing pattern, determined. The completion of this 

reasonable indicator requires more time 
than was originally anticipated. 

1. o. No specific indices have been 1. o. Health facilities usage 
developed for this; however out has increased ovez :he years and some 
patient consultations/ population did efficiencies a:e being realized in bed use. 
increase between 1970 and 1976 and In the process the National Hospital plan 
hospital patient days and discharges norm of beds/population has been 
increased along with a decrease in discarded for a straategy of improving 
the number of available beds and or rationalizing bed use. This indicator 
average patient stay. should be made clearer, 

1, p. In 1972, 60% of the deaths were 1. p. The Division of !nformation,MOH 
recorded by the civil registration has to do a special study to update this 
system and of these recorded deaths indicator. There are plans to do so. 
only 68% were certified by an MD. 

1. q. The 1975 decree which esta- 1. q. In our visits we have seen some 
blished health regions also enforced regions with regcnal hospitals which 
the idea of the regional hospital have accepted these responsibilities; 
being the key unit related to however, many have not. We believe 
these items. This has not been there is a long way to go before this is 
completed. realized. We eEtimate that only 15% of 

the regional hospitals are fulfilling this 
indicator. The belief that this could be 
implemented by 1977 was overly ambitious. 

1. r. Norms have been developed in I. r. There has been improvement in 
the MOH and generally accepted by the this over the last four years. Many of 
states We estimate that at the health posts which do not have an 
least 85% of the health posts fulfill auxiliary nurse are staffed by a nurse 
this indicator. ayudante. This person has learned her 

job through on-the-job training. We 
should have worked to quantitate this 
progress. 



B. I Narrative Su.nmary B. 2 Objectivei 7 Verifiable Indicators 

1. s. Minist:,.'ies of Agriculture, 
Education and Health jointly pro­
viding coordinated services of 
rural primary education, agri­
culture extension and credit, 
community development and 
health in several selected 

rural concentratiors. 

1. t. Reduce cost for patient 
care in accordance with 
findingsof special studies and 
pilot programs by 1980. 

2. Emphasis on certain identified 
priority health problems. 

Z.a. Disappearance of reducible causes 
of death from list of top tn causes of 
death within 10 years. 

2. b. Reducing morbidity and mortality 
rates among mothers, and children 
under 15 yrs, 



B. 3 Achievements 

1. s. Both the Integrated Rural De-
velopment l'ogram (DRI) and the Na-
tional Nutrition and Food Program 
(PAN) require coordination among 

these groups.
 

1. t. An AID-GOC project started 
in 197Z for determining health 
status change related to various 
interventions and their cost was 
discontinued in 1975. AID provided 
funds through AID ProAgs and 
Technical Assistance through AID 
offices. PRIMOPS is providing much 
usefu.' information in this area. The 
National Health Survey will collect 

some micro economic data. 


2.a. See goal indicator number 2. 

2. b. Maternal mortality did not 
change between 1970-1975. There 
is no comparable data for determining 
any change in rates for children, 

B. 4 Comments 

1.s. It is our impression that coordina­
tion among local level members of these
 
Ministries and areas is still less than
 
optimum.
 

1. t. The AID-GOC '1972' project dis­
continuation was the result of multiple
 
factors including a very complex design,
 
young somewhat inexperienced colombian
 
project workers, insufficient Washington
 
Technical Assis-&nce back up and indif­
ferent colombian admninistrative support.
 
There are useful projec-.s and data
 
gathering effor-is in t'is area. Whether
 
their results will b: usefu! in reducing
 
patient costs remains to be seen.
 

Z.a. See goal indicator number 2. This 
indicator duplication is unnecessary. 

2. b. Previous data indicated infant morta­
lity rate was 67/1000 live births. MOH 
now has presented the figure 77-83/1000 
for 1973. The latter is more accurate as 
it was based on the 1973 census data and 
previous censu8es did not collect data to 
calculate this figure. The previous rates 
were based on data from hospitalsor from 
local surveys. Maternal mortality rate is 
based on hospital data. Underreporting 
affects both, and is being addressed by the 
MOH unit of information. 
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B. I Narrative Summary B. 2 Objectively Verifiable Indicators 

2. c. No. of chiidren under 1, covered by 
GOC Maternal/Child care program 
increased from 67% in 1974 to 71% in 1977; 
coverage of children 1-4 years increased 
from 20o in 1974 to 37% in 1977. 

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

2. e. Reauce mortb.lity from measles, 
Whoopizig cough, and tetanus to 1. 0, 
1. 0 and 0. 5, respectively per 100, 000 
inhabitants. 

2. f. Reduce morbidity from 
dipteria and p oliomyelitis to 
rates of 1.0 and 0. 1, respectively, 
per 100,000 inhabitants. 
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B. 3 Achievements 	 B. 4 Comments 

2. 	c. 1970 1975 Z. c. There has been eithe- a change in 
Children under I 75% 85% data or methodology as the current data 
Children 1-4 22.8% 24.4% indicates higher under-one coverage than 

previously thought. The important fact 
is the improvement in trend. 

Z. d. Malaria spray coverage has 2. d. The GOC claim lover Malaria
 
decreased, positive blood samples spray coverage due to rapidly rising
 
have increased. The yellow fever costs, more vec cr resistance and 
program has expanded partially in populatior resistance. See Output "Health 
response to a 1975 epidemic. The Protection". It appears they a: best are 
yawsprogram continues to decrease holding their own. There has been a 
the disease. Cases 1970-1397, malaria increase in many Latin American 
1976-220. countries in 1975-76. The yaws program 

continues to be successful even though the 
surveillance stage was not reached in 
1976. 

Z. e. f. Mortality/000, 000 - 1969 1975 Z. e. f. Though there is underreport ing 
Measles 13. 3 7.7 the trends are encouragin g. The 
Whooping cough 6. 3 4.9 measles vaccination campaign has 
Tetanus 5.3 3.0 been very effective though coverage 

has been low. 1970 was a low year 
Morbidity/100,000 1970 1972 1975 for whooping cc ugh-general!y the 
Measles 164.0 117.0 45.0 rates run 74-65 in the period 1971-1976. 
Whooping cough 58.0 79.0 73.0 Both Polio and Diphteria have made 
Tetanus 3.0 Z.4 Z.6 significant decreases. 
Diphteria 3.7 3.0 1.1 
Polio 3.8 1. 9 2.0 The generally accepted 80% coverage 

has not been reached for any disease 
Vaccination however, some important improvements 
Coverage - % 1974 1976 are apparent. 
Smallpox 71. 5 72. 5 
DPT 57.5 57.6 The morbidity-m ortality indicator goals 
Measles 24.3 34.8 were ambitious hut obtainable if the 
Polio 34.6 43.3 vaccination programs had been more 
BCG 	 67.6 75.1 vigorous. 



B. I Narrative Summary B. 2 Objectively Verifiable Indicators 

2.g. Reduce grade Ill protein­

calorie malnutrition in children 
under five years of age by 85 
per cent and grade "! by 30 

per cent by 1980. 

2.h. All public hospitals will be 

incorporated into the regionalized 
system by 1976. 

2. i. Comadronas (empirical mid­

wives) will be operating in the 
system under pilot programs by 

1975. 

Z.j. Improved planning and ad­

ministration procedures, trained 

admin. personnel and equipment 

in use by 1974. 

Z.k. Reduce water borne diseases 

by provision of water systems to 

100% of the people in rural com­

munities (50-2, 500 people); pro­

vision of sewage system to 40% 

of the people in rural communi­

ties by 1979. 
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B. 3 Achievements B. 4 Comments 

2,g. Surveys late 1960's indicated 2. g. The Focd and Nutrition Plan sup­about two thirds of the children in ported through Health Sector Lpan 075
low socio-economic groups are and a
affect- separate nutrition loan is welled by malnutrition and conservatively 
Theunderway in the three departments.

one-third of the deaths of children World Bank is supporting extensionunder five were the result of malnu- into additional departments. The comple­trition. No surveys have been done tion of the health surve-y ill providesince then. new information onrue nutri:ion status 
of the population. 

2, h. Many hospitals in Colombia 2. h. The Ministry has been active 
are owned by communities and private trying to develop a 'sin g~e system of
in
 

groups such as the Church while others health' which recuires incorporation ofbelong to non health organizations such existing resources such as the hospitals.as the military and social security, and Several Ministers of Heaith have made
have .ndependant governing bodies. In special efforts 
to include church own hos­rnany cases these groups believe the pitais and continuing discussions are*nclusion of the hospital into the being held with ttie social security.-egionalized system will linit their Experience has shown that a 1976 deadautonomv and to some degree this is line for th's indicator was unrealistic.
 
true. The situation is fluid it is
- not 
possible to quantify the present situation.
 
This has not been achieved.
 

Comadronas part of the2. . are 2.i. MOH has provided some trainingPRIMOPS project. to up grade the traditional midwife 
skills and has trained some midwives 
as peomotora3. 

2.j. This has occurred. 2.j. The MOH planning office has 
improved since 1971. The personnel in 
the office have itrcreased significantly as 
have their capabilit'es., See outputs A. 

Z.k. Enteritis and diarrhea-a main 2. k. The gcals ,rill nor be reached butcategory of water borne diseases the increase in coverage is evident.remains the first cause of morbidity The indicator requirement was tooand mortality in the young age ambitious. (See -Inputs financial 
groups; however there is some comments).
indication of a decreasing importance. 
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B. I Narrative Summary B. 2 Objective Vex'fiabie Indicators 

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

Sector Planing activities by 
1976. 

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

Committee which include various 
implementing agencies to develop and 
operate a national food and nutrition 
program. 
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B. 3 Achievements B. 4 Comments 

Percen: population coverage in rural 
communities of 50-2500 people 

1970 1976 
Water 20.5 46.4
 
Sewage 
 9.0 13. 8 

3. This was not accomplished. In 3.the past four years 
Much has been accomplished here. 

There are plans for automating the data 
(1) All State Health Departments 

and for the deve!opmezt of statistical
profiles for usehave by State Health Depart­acquired trained statisticians. ments. The notable progress in this area 
is in great part to Dr.(2) Most hospitals have received Tuis Carlos Gomez,' 

either head of the MOH information unit. In thea trained statistician or a , initial AID analysis and loan condition AIDclerk trained in data handling. grossly overestimated the time required 

(3) Most of the 
to develop a good information system andequipment ordered recognized this in the earlier evaluations.for data handling has been received. 

(4) Improved forms for data collec-' 
tion have been designed and are
 
being used nationally.
 

(5) There has been an improvement

in relations between MOH and DANE.­

(6) A master sampling system

has been designed and used.
 

4. Achievements include 4. This Loan purpose has been 
accomplished.(1) A national nutrition plan was 

Tie concept of Multi­sector Nutrition planning is beingdeveloped and is being supported accepted by an increasing number o'
by World Bank and AID Loans. individuals in the Colombian AgenIes.
 

(2) A Multisector Committee was 
formed for approval of pilot
intervention projects and training. 

(3) A DNP Evaluation Unit was
ertablished and an evaluation / AJt\.­committee formed to coordinate 
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19. 	 OUTPUTS AND INPUTS 

Outputs 

The 	7 Categories of outputs listed here are aggregations of several hundred 
items reported on by the MOH. These categories were used in p.-evious annual 
evaluations and we feel they still are appropriate groupings for general comment 
over 	the longer time frame. Specific items as programmed and executed may be 
reviewed in "Informe sobre el Desarrollo de los Programas de Inversi6n del Sector 
Salud" for 1973, 1974, 1975 and 1976. 

A. 	 Improved Planning, Administration and Info:-mation System 
(Ministry of Health) 

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

Comment: The first health sector analysis documented the weakness 
of the MOH planning office and the need for an improved health data collection and 
compilation system; conditions were formulated within loan 069 for their improve­
ment. AID's greater understanding of the functioning of the MOH plus the second 
health sector analysis resulted in a predisbursement condition in the second loan 
for improvement of the health administrative system. AID supported these efforts 
through disbursements to the MOH from both loans. It i _oQr xnpe.as4on._that the 
AID conditions plus funding provided encouragement and. uppoxt-t.he-MQ.-PAHO 
efforts to plan and implement improvements in these areas ath-entral level. 
Wb-5-4~Ti#e--at th~e-OH evaluation document of 1970-75 presented to AID in 
fulfillment of a loan condition (the first time MOH has made such an evaluation) is 
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further evidence of AID-encouraged progress. The document authors state that ithas been 	sufficie-tly useful that they will continue to produce it annually. The samehas been said for the quarterly report, though we tohave yet see any followingthe loan implementation period. The improvements seen centrally are presentlybeing ex-nded to the peripheral facilities and units through dissemination of thesenew doc..ments, seminars with personnel of the facilities in their use, implementa­
tion o. centrally designed health forms, and training of key individuals throughout.he country. Though our visits to outlying facilities have, in four years, shown someimprovements in these areas, generally administration is not strong, and formalplanning rudimentary. If AID were to continue in Colombia, the further improvement
in administration at the regional and local levels, based on 	MOH norms, would 
be an area to support further. 

X- B. 	 Broader Personal Health Coverage by Selected Program
(Ministry bf Health, Colombian 
Fai-nily Welfare Institute, 
National Planning Department) 

Progress: The programs supported in this category 	include extensionof services through regionalization (including MAC) and integration, maternal­child health (MCH), mental health, tuberculosis, nutrition and vaccination
 
programs. 

The concept of regionalization in Colombia has evolved to include(1) three levels of care (a) sophisticated highly specialized care given at thehospitals 	associated with medical schools (b) regional hospitals which have thebasic four specialities - surgery, pediatrics, medicine 	and obstetrics - gynecology,as well as general medical care and some speciality care (c) local level care
including local small general hospitals, health centers (physician staffed out patient
units) and health posts 
staffed by auxiliary nurses with associated promotoras

(locally selected and trained visitors); (2) 
 Definition of geographic areas; withpopulation of 2-300, 000 persons where health services are planned, implementedand evaluated by a selected regional hospital of the area; (3) Appropriate
systems of patient referral, supervision, supply and community participation; and(4) Appropriate determination of tasks to be done by individuals at each level
(delegation of function - reassignment of tasks) and appropriate staffing for each 
level. 

The concept of integration includes (1) The coordination and unification,
where appropriate, of the various government, social securiti, private, 	 etc.,health services; and (2) The planning and implementation of personal healthservices of the regionalized system jointly with various vertical personal andenvironmental services such as rural sanitation programs and malaria and vaccina­
tion campaigns, 
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Within the first loan,AID sought to use program conditions to strengthen 
regionalization components - i.e., to study incentives which would assure staffing 
according to the regionalization scheme, to study the use oi traditional midwives 
within the local ht:a.th system and to improve supervision, patient referral and 
community participation. The incentive study made some suggestions but they 
were not influential in changing MOH programs. Generally staf'fing is still a 
problem, but the government has taken a stronger position in personnel placement. 
Though pilot studies were done relating to comadronas (traditional midwives) and 
trial teaching programs were tried in MOH it was not until 1977 that both Servicio 
Nacional de Aprendizaje "SENA" and MOH planned additional courses for upgrading 
midwife skills. Supervision was recognized as an important component and some 
small studies were done; however, it was not until 1976 that the MOH actually 
implemented a National Plan of Supervision. In terms of patient referral, much 
paper conceptualization has occurred but practical systems are still rudimentary. 
Community participa'tion emphasis resulted in the establishment of an Office of 
Community Participation in the MOH in 1975; some experimental studies were and 
still are being undertaken. By late 1974 there still was no time phase plan for 
regionalization implementation, so a condition was negotiated in the new loan to 
develop such plan. MOH resisted making the plan by insisting that regionalization 
is a process; however, at that time MOH with UNICEF Technical Assistance 
developed a very good rural service delivery plan (MAC-I) w-ith costs, timed 
implementation and means of evaluation, which was accepted as fulfilling the 
condition. Since then MAC-1 has been 8% implemented (vs planned 10%). AID has 
supported this by reprogramming dollars from originally planned support for a 
health telecommunication system to vehicles in support of MAC-i. The MOH 
continued to work on and refine components of regionalization emphasized by AID 
in the first loan. 

The main integration problem being attacked by MOH is how to better
 
coordinate and unify the Public health system with that of Social Security. Early
 
attempts resulted in a doctor's strike and the discharge of the Minister of Labor
 
Working groups of the Ministry of Health and Social Security are now discussing 

the situation. 

The maternal and child care area has been an area of special interest
 
to AID (Appendix C). This office of MOH had good planning and forward looking
 
programming before the loans began. Country wide coverage has improved 
as 
evidenced by the increase in the number of municipios with MCH units from 286 
in 1969 to 816 in 1973 to 916 in 1976 (out of 942 in country). The coverage of under 1 
year olds for whom the MOH feels responsible, has increased dramatically by 
their calculation (PurpQse indicator 2 c). The MCH unit has generally been strong 
in personnel and they have been assisted by full time PAHO and UNFPA advisors. 
AID has assisted their efforts with Loan peso funding untied to GOC counterpart. 
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Through the last 7 years the MCH expenditure as a % of total health expenditure has 
steadily increased. The MCH unit in 1968 initiated the use of Promotoras for MCH 
service delivery. This worker vAs incorporated into the M.AC delivery systemr
during 1975-6 as was the MCH service component so that the MCH unit's involve­
ment in direct service delivery has begun to decrease. 

Vaccination coverage has increased (see purpose indicators Ze nd f).

Better planning has resulted in a greater execution of programmed shcts;
 
however, the absolute number 
of shots per year given during the loan periods

has decreased. Though it is our feeling that certain efficiencies have been
 
realized, the figures are underreported.
 

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

Loan 075 funds directly supported the successful PRIMOPS (Programa

de Investigaci6n en Modelos de Prestaci6n de Servicios de S;lud) project for the
 
purpose of developing and evaluating low cost health services delivery in poor

urban barrios. This program demonstrated some cost effective approaches though

the final results are not complete yet. Ministry of Health personnel have kept

close contact with the project. The project was contributor, to the local service
 
delivery development of the Ministry.
 

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

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

In the area of technical assistance the services of 15 experts were 
contracted to provide specific services. Similarly ten people were trained at the 
graduate level (long term training, mainly masters), as well as over 20 people 
in short term training, 
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Comment: Regarding regionalization the AID contribution wascomponenrts to identifyand seek to have them strengthened through theWe believe that this 

use of loan conditions.n ,i3 other Mission efforts to assure chat these areas werewith, dealtdid give them a higher visibility then before. Thouigh it was and is.difficultto know what direct influence AID had, we do believe that t ., AID approach didhave censid.Labte-tndificc effect. In the MCH program AID fcn:Eds-did hbelp expandthe program. .rough olh han~sADplannin .. ri a been su___~~tj'-n famlCH It appears that AID did effectivtl_ssist in theincreased vaccination coverag. even though the reported number of shots decreased.FurthK6rstudy would be required
it is 

to -de~te r rine the effect of the reporting pr-oblem;obvious- Tnarm-ucEremains to be done. The most direct influence of the Loansin this area was through the PRIMOPS and Nutrition funding. The nutrition influencewas very positive through dollar and peso expenditure as well as direct assistance onthe part of the AID personnel. We consider that the output of all Loan 075 nutritionefforts significantly contributed to the establishment of the necessary inputs of the
GOC Nutrition Plan. 

C. Human Resources (Ministry of Health) 

progress: Throughout the four years
positions was 

of the loan the training for variousprogrammed and executed in clear quantitative terms.year, '974, In only onedid actual training exceed that programmed for both the aggregatedprofe-sional group and the aggregated auxiliary-technician group (See Appendix BIn other years execution ranged from 45 to 91% 
).

of programmed. Consistently,about twice as many months of training were completed for auxiliaries and techni­cians then for professionals. Consistently, the professional training budget and
expenditures were 

were 

larger than those of the auxiliary-technician group and when cuts
made, they were usually in the non professional group. 
 Theone funding receivedyear for training affected the next year program accomplishmentsseen in the following. as can beThe doubling of budget in 1973 resulted in the greater than100% target completion in 1974 (measured in months of training) and the continuedhigher budget in 1974 resulted in a significant increase in the target for 1975.However, the 1975 targets were 25-50% unfulfilled in part due to inflationary increasesand subsequent loss of money value as well as government spending cuts. Financialcuts reduced 
the GOC amount and through the ratios also reduced the AID component
with the result that long term professional committments were honored over shortterm auxiliary training (See Irmputs Enancial - Comments). Irrespective of thesefactors the percentage and absolute numbers of promotoras and auxiliary nurss rosemuch faster than did physicians and nurses. This is true for all intervals from 1970to 1975; though in 1973 there was a bigger rise in promotoras than for other years.Considerable problems remain in appropriate personnel location. 

Comment: AID attempted to assist in this area through funds and theinclusion of three programmatic conditions in Igan 069 which emphasized auxiliary 
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group training and one conditi',n in Ivan 075 to strengthen the Central Human ResourcesDivision and carry out a comprehersive manpower survey in 1975-1976. Webelieve the greater increases in trained auxiliaries than proiessionals is consistantwith 	AID's loan purposes, and 	the marked Promotoras increase in 1973 wasprobably directly influenced by the Loan. AID, through a loan condition, attemptedto focus attention on delegation of function or reassigning of functions to assurepersonnel and services where they were poor or non existant. 

Though AID realized that financial cuts in human resources were fallingmainly on the auxiliary category.; bringing this to the attention of the GOC had
 
no effect.
 

While the manpower study was not completed in 1976, a national inventoryof health workers, health education facilities and 	position tasks is underway. 

D. 	 Health Protection (National Institute of Health (INAS),

Malaria Eradication Program (SEM)
 

Progress:__ -The--direct -campaigns run by SEM - Malaria, Yellow Feverand Yaws - were carried out and reported-in a very professional manner - (SummaryAppendix D). SEM has received almost all budgeted funds and, in 1970 pesos,the 	annual amount has retained about the same annual purchasing power (through1970-75) through SEM indicates that prices in 1970 terms have increased. TheMalaria spray coverage has decreased, and 	the percent of positive blood samplesincreased. Generally, there seems to be a deterioration in the Country's Malaria 
has 

situation. A similar trend has been noted elsewhere in Latin America. We believethe Malaria program is well run, and do believe they are correct in noting increasingcosts and population opposition to program as having caused much of the presentsituation. To prevent Malaria spread the program has to keep re asonably contiruousfield work going and as a result the SEM Malaria program is often in debt early in
the year when flow of funds is poor. On occasions 
SEM has discontinueddecreased their or
spraying program because of funding problems. Unfortunately,
1976, part of the program was stopped for a 	
in 

while because the boat carrying theinsecticides arrived during a harbor strike and left without unloading. The 8 monthdelay in insecticide purchase through the loan 	due to Washington's need to developan environmental impact statement also was detrimental. The 	Yaws programcontinues to progress toward eradication of this disease in country. We expectYaws eradication will be a reality in the 1980's under the present program. 

The INAS rural sanitation program (Appendix E), has always beenexample of a well-designed and 
an 

run program. The statistics showing increasingpopulation coverage are impressive. The reliability of funding and timing offunding has been poor and in the recent past quite poor. Funds arrive late in theyear which results in a poor annual execution of planned programs. By June of the 
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following year when the previous year's funds have been spent, the percent of project
completion had improved considerably. INAS personnel note that aqueducts are 
becoming more expen ve because the unserved population is becoming more disper-ed
requiring longer aqueducts. The average number of persons served by each new 
aqueduct is decreasing each year. 

Cammazt: Through the loans, AID tried to assist in the extension of 
coverage of the Malaria, Yellow Fever and Yaws programs and both Ians had
 
program conditions related to using SEM personnel to provide health education and
 
basic health care 
services. Regarding the first point, the difficulties of program

extensions which are occurring in the Malaria program, noted above, are in part

out of the hands of SEM and the situation in Colombia is not unique to Colombia. It 
is difficult to know if the situation would have been worse without AID's assistance to
SEM. The Yellow Fever programs and the Yaws programs have been more successful. 
The study to determine whether SEM personnel might provide additional health 
service was done in conjunction with UNICEF, with the result that it was feasible.
 
Though a plan was developed as required in loan 075, the study results were not
 
extended partially because the MOH was developing the MACs for service extension. 

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

completed. The actual numbers 
of rural sanitation projects completed have remained
 
about the same each year despite variable late program funding. Budget cuts were
 
made in the INAS budget"Which risulted'in decreased GOC funds available for 
rural

sanitation and therefore a decrease in AID disbursement for this program. Our dis­
cussions with regional INAS professionals always r, emed to indicate funding was
 
their main problem - that they could and would do more 
if the funds would come.
ALD's leverage was insufficient to assure that the program could be funded as 
desired, however, we believe the fulfillment of programmatic conditions did result in
increasing Colombian attention in those areas; also the aqueducts are becoming more
 
expensive and on the average 
new ones serve fewer people. 

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

.Progress: Regarding facility construction between 1971 and 1976, the 
completion of new hospital construction and addition of new beds mainly at thewas 
regional level (16 vs 11 at local level and 2 university), while completion of remodeling
and expansion occurred mainly at the local level. The number of hospital beds has 
fluctuated only slightly since the early 1960s and therefore the bed /population ratio 
has been progressively decreasing. Further review indicates the total country 
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hospital occupancy rate has stayed about the same while the average length of hospial 
stay has decreased and the discharges/bed have increased. The reasonable 
interpretation is that an increase in bed efficiency has been realized. The Ministry 
has dropped the idea of norms of beds/different population concentration for a 
strategy of improving the use of the existing beds and rationalizing the location of 
future beds. The FNH has reorganized and improved their ability to organize and 
monitor multiple projects; however, we have not been impressed with their 
ability to display their plans and plan execution, though some improvement has been 
made during this time. There has been an increase in Government out patient 
facilities from 1885 in 1973 to 2140 in 1975. Since 1972 FNH expenditures have become 
an increasingly high percentage of the total health expenditures. 

Production of biologicals (Appendix E) has been variable when comparing 
accomplishments with plans reflecting changing priorities within a given year. It 
is difficult to appreciate GOC reasoning for non-attainment of programmed 
vaccinations when production is much higher than shots given and GOC notes vaccina­
tion shortages. 

Comment: AID did not provide any funds to FNH in Loan 069 until FN-I 
had adequately demonstrated their ability to carry out hospital expansion and project 
remodeling. This was satisfied when FNH had completed the FNH-PAHO reorganiza­
tion plan. Under the second Iean,FNH was to complete a study of norms and standard­
ization of construction and equipment criteria for hospitals health posts and centers. 
The study for health posts and centers was well done. That for hospitals delayed; 
AID finall y accepted a preliminary document for the local hospital level. This 
study is now progressing well. AID provided Technical Assistance from a hospital 
architect and also 3 members of a construction management firm. Without question, 
all of this assistance, combined with long term PAHO assistance, has improved 
FMH. AID also provided a small amount of financial assistance for local hospital 
expansion and remodeling and health post construction. 

F. Loan Commodity Purchase 

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

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

* Previous evaluation noted $5, Z50, 000 which was actually $5, 246, 000 (Section 1. 02 
of the Loan Agreement). $246, 000 was alloted to Technical Assistance and 
Training "services. " 
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I. National Institute of Health (INAS) 

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

All negotiations have been completed and INAS awaits arrival in port of only 

two groups of equipment. The major problem has been the customs clearance of 
the purchased equipment, with extensive delays caused by misunderstanding of 
Colombian laws or lack of funds on the part of INAS. 

2. National Hospital Fund (FNH) 

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

This procurement (elevators) represented the first application of usage of 

Colombiaa Law 150 (procurement procedures). This contract was delayed for 7 

months awaiting for complex approval process now required for all direct GOC 
procurements in excess of $273, 000. The contract was approved by the Minister of 

Health, the Council of Ministers, the Presidency and the Council of State. 

3. Ministry of Health (MOH) 

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

All equipment initially planned for procurement by SEM and FNH together 

with MOH were combined into a single procurement effort.* The resultant IFB 

was rebid two times due to the failure of multiple prospective suppliers who 
submitted incomplete bids. This procurement (except for a rebid of outboard 
motors and malathion) is in the contract approval stage. It is expected that due to 
experience gained by the MOH staff in handling the Law 150 approval process for 
the FNH elevators, the contract will be approved by the GOC with minimal delays 
(two months). 

Comment: Due to increased GOC centralization, Law 150 and lack of 
exception for Government entities to avoid complicated importation rules, procuremrt 

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

* Telecommunication equipment planned for MOH purchase was evaluated to be too 
costly and was dropped from the prograrA; and other groups of equipment (ambulances, 
insecticides) were expanded. 
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G. Res earch (Minist-y of Health, National Institut-- of Health) 

Progress: The National Institute of Health has been and is carrying on 
much biomedical research and continuous monitoring of various biomedical indica­
tors. The work is of high quality but it has been difficult to design adequate 
progress indicators for the projects. The unit of applied research has been quite 
active and now is almost entirely devoted to the National Health Survey which is 
presently underway. A Direction of Research was set up in the Ministry of Health 
in 1974. This has become a very active unit both in determinig research priorities 
as well as facilitating national and binational research. 

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

INPUT 
A. Financial 1973 1974 

_j&- Actual -EX. Prg. Actual % Ex. 

I. AID funds recuiring 
GOC counterpart 

A. MOH 
GOC 
AID 
Total 

142. 3 
35.1 

177. 4 

118. 8 
35.1 

153. 9 

83.5 
100.0 
86.8 

200. 3 
73.3 

273. 6 

124. Z 
48.8 

173.0 

6Z 
66 
64 

B. SEM 
GOC 
AID 
Total 

152.9 
30. 0 

182.0 

99.4 
30.0 

129.4 

65.0 
100.0 
70.7 

141.1 
31.0 

172. 

133.4 
29.6 

163.0 

94 
95 
95 

C. FNH 
GOC 
AID 
Total 

198.0 
42.Z 

230. 2 

175.7 
32.2 

207.9 

88.7 
100.0 
90.3 

258.2 
55.5 

313.7 

179.0 
38.9 

217.9 

69 
70 
69 

D. ICBF 
GOC 
AID 
Total 

303.0 
A .9 
315. 9 

342. 3 
2.9 

355.2 

113.0 
100.0 
112. 4 

356. 7 
6.3 

363. 0 

362.8 
6.3 

369, 

102 
100 
1 -01 

E. INPES 
GOC 
AID 
Total 

196.5 
87.0 

283.5 

120. 7 
87.0 

Z07.7 

61.4 
100.0 
73.2 

201. 0 
103.0 
304.0 

149.3 
76.6 

225.9 

74 
74 
74 

II. AID funds not requiring GOC counterpart 

PRIMOPS 
MCH 
DNP 
Total 

UL SECTOR 
GOC 
AID 

992. 7 
197.2 

856.9 
197.2 

86.3 
100.0 

1, 157.3 
269.1 

948.7 
200.2 

80 
81 

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

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

1975 1976 
Prg. (5) Actual _ Prg Actua %Ex. 

Carry Loan 
Over 075 
Loan
 
069
 

264. 2 197. 0 74.6 371.6 268. 9 72. 3101. 2 50.4 37.7(1) 84.1 89.5 89.5 100.0
369.0 285. 1 71.2 461.1 358.4 77. 7 

117.0 126.8 108.4 161.0 147.3 91.528.4 .4 Z8.0 100.0 22.0 22. 0 100.0
145.4 155.2 107.0 183.0 109. 3 92. 5 

329.4 205.0 62.2 269. 5 269. 5 100.0
5.1 1.5 1.7 6Z. 2 3. 0 5.0 100.0334. 5 208.2 6Z. 4 274.0 274.0 100.0 

626.4 1, 395.7(4) 131. 9 529.0 529.0 100. 020.0 20.0 100.0 18.0 18.0 100.0
646.4 1,159. 7 179.4 547.0 547.0 100.0 

174.6 139.2 79.7 244.4 215.1
91.3 17.7 52.4(2) 76.8 64.5 

88.0 
64.5 100.0

265. 9 209. 3 78.7 308.9 279.6 90.5 

2.0 2.0 100.0 2.0 2.0 100.030.0 28.3 92. 8(3) 32. 0 32. 0 100.07.6 7.6 100.0 8.o 8.0 100.0
40.1 37.9 94,5 42.0 42.0 100.0 

:, 511.6 1, 807, 7 119.6 1, 575. 5 1,429. 8 90.7

Z57. 2 210.8 81.9 
 207. 0 207.0 100.01,768.8 2, 018.6 114.1 1,782. 5 1,636.8 91.8 

,1), 2, 781, 000 pesos were not disbursed due to overdisbursement in 1974.12) Two different INAS program categories were funded independantly - Research and 
Rural Sanitation

(3) Established loantarget was higher than Colombian budget law. AID Daid ap.ajnst bud-,e 
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B. 	 Non-Financial
 

GOC - Non financial 
 inputs consist of the personnel, capital, policies andlegal systems of the GOC, MOH and health related government agencies. 

AID - Non financial inputs
Assistance 

included the Mission staff and assorted Technicalsuch 	as Bob Douglass - hospital architect, and 	George Gehr Telecom
munications - specialist.
 

Comment:
 

In 1973 AID peso disbursements 
to GOC were basedment and need. From 1974 	
on program accomplish­on the pesos were still basedbut 	were tied to GO on program progressdisbursements based on ratios. Duesituation AID elected to relax the 	

to the 1974 GOC financial
ratios a bit to assure continued program progress.in every year the 	GOC disbursement was slow 	at the beginning of thenearly 50% of GOC 	 year anddisbursements were made in the last 3-4 monthswhich means the AID disbursements 	 of the year

were also slow. Nearly 30% of GOC paymenteach 	year went 	into reservas to be certified and used the followingof the previous year. 	 year for businessThis, at times, also resulted in AID funds being unused forseveral months while the certification process was 	underway.AID payments made to GOC did 
Also in the first loannot always pass directly to the implementing GOGagency but were held up in special accounts.
 

In every year ICBF received more 
than 	was budgeted,government treatment 	 through preferentialrelated to welfare-bonds- and Lawgenerally received 90% or 	
27. INAS, MOH and FNHless of the funds budgeted for them. After 1973 SEMreceived most of what was budgeted each year.
 

Since AID funds 

reduction of our 

had been channeled to specific activities in the sector, thedisbursements because of lack of GOC counterpart had a peculiareffect. That is, those programs which we felt 	were priority and had beenscheduled to receive AID funds suffered because of this cut in disbursementsGOC 	and then again by AID. byThese included the 	training of paramedical personnelby 	the MOH and the rural sewer and water programs of INAS. 

AID's recognition that too often in the first loan AID funds (Health and other)were sitting idle in GOC special accounts resulted in a change in the AIDment rnechaniijm. 	 disburse-This 	of course,
attention on 	

solved AID's problem and increased GOC'sieir 	own disbursement system; however, GOC 	 improvements were 
minimal. 
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The quarterly report required by AID from QOC included extensive financialreporting along with activity reporting. Inconsistaies0 errors, financialactivity) problems (andas well as success were discussed after each report with theGOC responsible pezsonnel. Corrections were,macde.in-both areas but mainly inthe activity sections.
 

Regarding non financial i:.puts 
the GOC health leadership fluctuated(See 16-B - External factors) but a body of civil servants remainedcontinuity during these changes. to provide
We are especially indebted to Jaime G6mezDNP during these periods. inThese periods of political change were reflected inincreased difficulties in comp'.eting loan requi-ements.

conditions.) (Such as the programmaticAs the GOC personnel attention was directed toward definingor cnange new policyin policy and funding needs,
declined 

the tuality of the loan condition submissionsand on several occasions AID requested that the docuraents be done again.Also the GOC ability to handle administrative. matters with dispatch and accuracywas frequently limited. The enactment of Law 150 requiring aapproval process lengthy purchasegreatly hindered AID dollar purchase (See Outputs F "Loan

Commodity Purchase").
 

AID/C was fortunate in having considerable staff continuity during theloan period. When the project manager left, the new project manager had beenpresent in the Mission since the initial loan discussions. However,ment policies at times hindered the program such as 
U.S. Govern­

when the insecticide procure­ment process was held up 8 months while an environmental impact statement was

being developed.
 

AID determined early that the GOC and MOH were technically capable ofhandling all phases of the loan and as a result Technical Assistance was minimalacomponent except in nutrition plan development.. 
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22. LESSONS LEARNED 

A. Original Assumptions. Health Sector Loan II followed and overlappedan earlier loan for similar objectives; although designed and largely negotiatedlate in the four-year term of office of one Colombian administration,signed and implemented under it was a successor administration. It was originallyassumed that national budget allocations and program emphasisin accord with negotiations and patterns 
would continue 

set under the earlier administration.This, however, was not always the case. Allocations were less than anticipatedin certain areas, frequently delayed,
vas" 

and too often locked in end-of-year "reser­for recertification and subsequent release in the following year. 

Lessons Learned: (I) Sector loan disbursement levels and schedulesshould not be directly linked to the annually legislated budget, which may bevariable and unpredictable. (2) Original assumptionsperiodically, should be reviewedwith project design revisions as appropriate.major government changes 
(3) When there areor changes 

assure or key host country personnel, AID mustthat they become conversant with and honor the commitments of the
ongoing loan. 

B. Allocations to Agencies. Loan disbursements were based on theneeds of sector agency programs to be supported rather thaninvestments, on specific projectand were made in a fixed ratio to counterpart negotiated with theGOC. Reductions and delays in counterpart budgetcorresponding reductions 
releases frequently led toand delays in loan disbursements, with resulting

shortfalls in implementation. 

Lessons Learned: (1) Linking
counterpart levels prov'ded is, 

sector loan disbursements to
 
achieving at best, a risky and uncertain means
levels of host government ofsector support. (2) Linking sector loan
funding to increments of technical or physical change may result in such
change, 
 but offers little assurance 
support at the 

of sustained host government budgetnew levels required. (3)
to the same 

Successive and overlapping loans
sector result in excessive mission workload in project monitoring
and differentiating between funding sources, and in maintainingpline. TDD disci­(4) Any future sector lending plans by AID should carefully zonsiderapplication of the Fixed Amount Reimbursement (FAR) technique. 

C. Loan Development., lementation Management & ionitoring.Multiple agency participation in this loan and its complexity re,ulted in aamount of USAID/C greatstaff time required for management and. monitoring, andcontributed to delays in implementation. 
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Lessons Learned: (1) Loan development personnel must include 

key individuals from the host cwuLtry implementing agencies and offices to 
assure realistic design and expectations. (2) Design of tH.is type of loan should 
require as a Condition Precedent the establishment of a host country manage­
ment structure for loan implementation, i. e., a single central project manager
and sub project agency managers, a coc-d'nated structured communications 
system and standard reporting fozrmfats for the life of the project. (3) When
developing the loan there must be a careful decision regarding the depth of

monitoring and evaluation which can 
be done in terms of personnel available. 
The U.S. Mission role in implementation management and monitoring might be 
minimized by use of the Fixed Amount Reimbursement technique. 

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

Lessons Learned: (1) Periodic evaluations done collaboratively with
the borrower and participating agencies each year should be accompanied by
suitable revisions in assumptions, EOPS and progress indicators. (2) Where 
host country and AID funds are corningled to achieve an. output, it is difficult 
to identify the AID contribution and its impact. 
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7TNANCIAL ANALYSIS OF ITEMS OF INTEREST 

Several facets of tht Loan program which have been discussed at various
 
,imes include:
 

-"(l) Can the effect of the health sector loans on the health sector be demonstrated
by an increase -- GbC budget orexp-i-ditures for health;.7 

" (2) Did the areas within the health sector preferentially supported by AID alsoreceive preferential treatment in the GOC budget an expenditure process. Wehave iound it difficult to evaluate the expendituresespecially in relation to the budgetbecause final expenditures for a given year may not be made for three additional
 
years, and;
 

("3) Have the budgeted or expended central government health pesos increasedper inhabitant for whom the central government feels responsible? 

The following comments and data address these questions: 

Inflation has been a significant factor in the Colombian economy. While thecentral governmen-rt budget appears to have"inrea-sed considerably, in constant pesos the purchasing capability has actually decreased between 1970 and 1976. 
The
government health budget has increased; however, the investment portion has
actually decreased in constant pesos. Although the operating budget doubled 
in
constant pesos between 1970 and 1976, the amount available to the central govern­ment actually was cut in half. The remainder consists of transfers of Situado Fiscaland liquor tax for direct support of departmental health programs. This doesindicate increased dSpersion of health funds from the national to the departmentalgovernments consistant with the MOH 
policy of centralized development of norms,

peripheral program implementation.
 

At most, the health budget as a percent of GNP has not increased and may have
decreased slightL-
 a n-d--­
budget did increase significantlyand ppearsto-have,dne so inrelation to the
 
L o a ns. ...
 

Concerning the central government amount budgeted/inhabitant the amount has
been variable but without significant change. 
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Two graphs indizate that th- heath sector has increased more than twoother sectors AID has interest in i e., Agricultural and Education. 

In terms of influencing the distribution of funds within the Health budget,it appears that the AID funds su.ppor-ed the general MCH and huma n resources trendsoreceiving an increased percenz of the budget. A,,D provided a little support forFNH and that support was for remodeling and increasing facilities - no newconstruction. The FNH expenditures as a percent of total health expenditureswere unchanged by (did not decrease) AIDs lack of attention. The loan may havebeen of some assistance in the increased 1973 - 1975 INAS expenditures though
this obviously did not continue into 1976. 
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SELECTED BUDGET ITEMS 

1970 - 1976 Base year - 1970 - 100 

Detail 170 1971 1972 1973 1974 1975
1. 	 GNP Current prices 130. 361 152. 262 186. 092 243. 235 329. 155 419. 012 

1976 
557. 8991970 pesos 130. 361 137. 918 148. 635 159.185 168. 797 176. 500 185. 348 

2. 	 Central Govt. Current 18.455.8 22. 534.1 24. 587.4 30. 333.4 30.303.2 34. 854.1 53. 386.5Budget (CGB) 1970 Ps. 18. 455.8 20. 411.3 19.638.4 19.851.7 15. 540.1 14.681.6 17.736.3 

3. 	 Central Govt. Current 1.310.3 1.635.5 1.671.3 2. 239. 7 3.441.4 3.552.0 5. 270. 0Health Budget 1970 Ps. 1. 310.3 1. 481.4 1. 334.9 1. 465.7 1. 764.8 1.496.2 1. 750.8 
(CGHB) 

4. 	 Central Govt. 
Health Invest. Current 920 1.144.1 1.183.5 1.467.3 2.348.7 1.753.2 2. 572. 9Budget (CGIJIB)1970 Ps. 920 1. 036.3 945.3 960.3 1. 204. 5 738.5 854.7 

5. 	 Central Govt. 
Health Opert. Current 389.7 491.5 487.8 772. 3 1. 092. 6 1. 098.6 2. 697.1 
Budget
 
(CGHOB) 
 1970 Ps. 389.7 445.1 389.6 505.4 560.2 757.7 896. 0 

6. 	 Central G 0 ;t. Current 389.7 491.5 487.8 772.3 380.6 383.1 451.0 
Health Operating
 
Budget minos direct
 
Transfers-
 1970 Ps. 389.7 445.1 389.6 505.4 195. 2 163.5 149. 8 

Sources: Banco de la Repiiblica - Cuentas Nacionales de Colombia 1970-1975 
Contralorfa General de la Repuiblica - Informe Financiero 1970-1975 
Departamento Nacional de Planeaci6n - Documento 

*Sittado Fiscal and Liquor T.x w,-re excluded. 
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CENTRAL GOVERNMENT HEALTH BUDGET AS 
%OF GNP 

(A) (B) CGI13 as CGHB + AID asYear CGHBP AID GNP % OF GNP %OF GNP_(I) (2) ( 1)()/(3) (1)/(?-)+(3) 

1970 1310.0 -0- 130. 361 
 1. 00 1. 00
1971 1635.5 -0- 152. 262 1.07 1.07
1972 1671.3 
 -0- 186. 092 . 89 
 . 89

1973 2067.5 172.2 243.235 .85 .92

1974 3172.1 269.3 329.155 .96 1.04

1975 3302.4 249.6 419. 012 .78 
 .84

1976 5063.0 207.0 557. 899 
 .90 .94
 

CENTRAL GOVERNMENT HEALTH BUDGET 
AS % OF CENTRAL GOVERNMENT 

BUDGET 

Year CGHB AID ,CGB.,.* CGHB as % of CGHB + AID as 
CGB % of CGB(i ()(3) (1)/(3) (1)/(3)+(2) 

1970 1310.0 -0- 18.455.8 7.09 7.09
1971 1635. 5 -0-
 22. 534.1 7. 25 7. Z5
1972 1671.3 -0-
 2.4. 587, 4 6.79 6. 79

1973 2067. 5 172. Z 
 30. 333.4 6. 81 7.38
1974 3172.1 269.3 30. 303. 2 10.46 11. 36
1975 3302.4 249.6 34. 854.1 9.47 10.19
1976 (c) 5063.0 207. 0 53. 386. 5 9.48 9.87 

*CGHB - Central Government Health Budget
**CGB - Central Governme,:t Budget 

(A) Contralorra General de la Rep6blica - lforme Financiero 1970-1975
 
(B) Banco de la Repulblica - Cuentas Nacionales de Colombia 1970-1975

(C) The 1976 information was provided by DNP thru Public Investment. 
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Year 

1970 

1971 

197Z 

1q73 

1974 

1975 

1976 


HEALTH BUDGET PESOS/INDIVIDUAL BYCOVERED 

- Population (1) 

21.138 
21. 746 

22.362 
22. 983 

23. 619 

24. 258 

Z4.743 


NATIONAL HEALTH SYSTEM 

Health Budget Current Health Budget Constant (1970 Pesos) 
Population~ Values at Pesos At Values atCovered PesosCurrent Changeper Constant from Pre­byNHS Prices (2) Inhabitant 

per 
Prices Inhabitant vious Year 

15.642. 1 
 1. 310.3 83. 76 
 1. 310.3 83.7616. 092.0 _1. 635.5 101.63 1.481.4 92.0616. 547.8 + 8.301.671.3 100.99 1.334.9 80.6717. 007.4 - 11. 39
2. Z39.7 131.69 1. 465.7 86.1817. 478.0 + 5.513.441.4 196.89 1. 764.8 100.9717. 950.9 + 14.793. 552.0 197.87 1. 496.2 83.3518. 309.8 - 17.625.270.0 
 287.82 
 1. 750.8 93.62 
 + 12. 27
 

*74% of total population. 

(1) Londofio et al. - Descenso de la Fecundidad y Planificaci6n Familiar en Colombia 1964-1975.(2) Contralorfa General de la Rep6blica - Informe Financiero 
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EXECUTED INVESTMENT BUDcET ) 

PROGRAM 	 1970 19721971 	 1973 1974 1975 1976 

l. Admin. Health Sector -0- .5Z .51 .93 1 2.45 1.29 1.24 
2. Medical attention .32 3.58 .47 .43 .21 . zz .90 
3. MCH 1.63 1.31 2.13 2.27 1.76 2.78 3.44 
4. Environmental san. 9.15 L 89 .96 1.5' 1.09 1.52 1.54 
5. Epidemiology 	 -0- -0- -0- -0- 1.80 1.10 2.67 
6. Human Resources 1.81 1 2.36 2. 66 5.74 4.42 5.34 4.05 
7. SEM 	 12.20 8.25 0. 21 9.24 8.28 11.34 6.55 
8. FNH 	 4.83 14. 27 I 7.80 IZ.21 30.73 16,25 15.42 
9. Rural Sanitation* -0- 8,16 6.17 11. 63 10.26 12.29 8.80 
I0. Rest INAS -0- 1.50 1.97 1.97 1.49 .83 .76 
11. ICBF 30, 81 24.48 I 31.49 123. 62 17.51 18.71 23.51 
12.Insfopal 31. 57 3Z. 21 34.46 29.13 19. Z8 27.42 29. 59 
13. Other 7.6 . 2.46 i 1.17 1. 26 .72 .91 1.53 

Total 	 100.00 100. 0C I00. 00 i00.00 1100.00 100. 00 100. 00 

Source: 	 Informe Financiero de !a Contralorra General de la Repdblica 1970-75 
Anexo II al Informe Financiero de 1976. 

*In 1970 	Rural Sanitation was paid of Environmental Sanitation. 



m 
0 

V 0 

z 
u4 

p)p 

p4 

w0 

P44 

0 

p4ciLA 
LLIL)(4 

-4 1 

0 tnV 

014 

N-

A WW0E 

0 L 



0 
m00 p4 

p4 0 

zIzj 
4P4 

00 

E-4o 
1. 

D E-44 -

IzC 

,
 

z 

co %0 in i n 

0 000 Z k4 0 p q 0 0p 



- ix -

APPENDIX B 

MONTHS OF TRAINING PROGRAMMED/EXECUTED BY LOAN YEAR 

1973 1974 1975 1976
 
Col. Col. Col. Col.
 
Pgm.:4 Exec. % P m. Exec. % LT** Pgm. Exec. ** .T Pgm. Exec. %
 

Profes.-,iona' 

Months/Yec-r 11179 8209 73 7625 7987 104 7600 9491 7160 75 7000 7593 7253 91 

Auxiliary 
Technician 15565 13231 85 14276 18119 1Z7 25500 26051 12834 26200 23701 15561 65 
Months/Year I I I I I 

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

%- - Exec 

Col. Pgm. 
AVAILABILITY OF MEDICAL & PARAMEDICAL PERSONNEL 

TYPE OF HUMAN TRAINED CUMULATIVE TOTAL AVAILABLE 
RESOURCES 1970 1971 1973 1971 1974 1975 1970 1971 1972 1973" 1974 . _T975 
Doctors 499 483 557 347 686 565 9. 266 9.614 .9. 992 10. 421 10.982 11.504 
Dent;,sts 163 80 207 195 140 188 4. 256 4.336 4.543 4. 738 4.878 5.066 
Nurses 131 164 214 320 279 389 2.100 2. 264 2. 478 2. 798 3. 077 3. 448 
Nurse,/ Auxiliar 1.017 1.221 1. 125 1. 339 1.572 1. 394 6.132 7. 353 8.498 9. 817 11.389 12. 783 
Promotoras 1. 120 616 690 1. 305 1. 617 1.487 1. 507 1.622 1.717 2. 334 .3.186 4. 003 

SOURCE: Direcci6n de Recursos Humanos 
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AVAILABILITY OF MEDICAL & PARAMEDICAL PERSONNEL 

TYPE OF Available per 100, 00 persons 
HUMAN RESOURCE 1970 -971 1972 1973 197 1975 

Doctors 44.6 45.0 45.5 46.1 47. 48.0 

Dentists 20. 5 20. 3 20, 6 21. 0 Z1,. 0 21.2 

Nurses 10.1 10.6 11. 3 12.4 13. 2 14.4 

Nurse/Aux. 29. 5 34.4 38.7 43. 4 48. 9 53.4 

Pi omotoras 7. 3 7.6 7.8 10.3 13.7 16.7 

SOURCE- Di'recci6n de Recursos Humanos 



Persons Attc,,ded
15Z Vii-l,/ Yi..A . 

-Women pre& post delivery 

-Children under 1 

-Children 1-4 

-Children 5-14 


-Funds (in million pesos) 

*GOC target was the same 
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MATERNAL CHILD CAPE 

1973 1974 1975 
 1976
 
GOC GOC L oan'- Loan4
 
Target Exe. Target Exe. Exe.
Target Target Ex. 
(000's) (00's)%EX, (000's) ((00sExe. (00O's (00'S) %ExO.('s) (O00's %Exo 

I
 
689 361 52.4 , 940 407 43. 3 390 365 
 93.6 410 339 82.2
 

439 467 
 480 495 103.2 500 502 100.5
 
2. 927 652 52.9 3. 593 675 54.4 830 
 665 80.0 910 703 77.3
 

761 814 814
790 .03.1 820 .084 133.3
 

31.4 31.4 100 
 35.3 37.3 105.8 49. 2 49. 200.0 77.5 77.5 100
 

COVERAGE IN PERCENT*
 
Children Children Children Women pre & post


Year Under One One to four 
 5 - 14 delivery 

1970 
 75 22.8 11.1 31.1
 
1971 76.9 23.9 11.0 
 32.6
 
1972 79.9 24.0 11.1 
 33.9 
1973 80.9 24.6 11.1 35.9
 
1974 83.7 24.8 
 11.6 39.4
 
1975 86.1 
 23.7 11.2 34.3 
1976 85 24.4 
 14.6 30.9
 

tConcerns population determined to be tinder the responsibility of MCH of Government 
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MMALARIA AND YAWS PROGRAMS 
SEM 

Malaria 1970 1971 - 1917L 1973 1974 1975 1976P E P E P E 1 p E P E p PE
 

Number sprayi(in 000's) 1,943 1,830 1, 935 1, 760 1680 11517 1 682 1.424 1,543 313 308 140 1,45
Percent
executionof 

94.1 
 90.9 90.3 84.6 85. 1Positive 83. 1 89.6cases 31,889 22,206 30,763 56,119 22,312 3Z,572 38,839
Blood SamplesExamined 680,571 600,204 642,259 628,057 402,434 384,364 385,659
Positive Blood 3 
Examinations 
Total BloodSampleshExaminied .047 .037 .048I .089 .055 .085•- 10108Yaws 0 

Homes Visit.d 280 io 227,.022 251, 789 177,256 111 635 188,934 77,273Cases foundand treatea 1,397 741 655 573 379 317 220 
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INAS_ RURAL WATER AND SEWER PROGRAM 

Rural Sanitation 1973 	 1974 1975 1976 
1970 197Z Prg, Ex. -%Ex Prg. Ex. %Ex. Prg. Ex. %Ex. Prg. Ex. %Ex.

A. 	 Water Programs 

1. Aqueducts NTA 252 455 449 98.7 513 350 68. 2 442 49Z 111. 3 679 491 72. 3
2. Small Aqi.leducts NA 424 245 362 147.8 250 Z35 94.0 2Z0 Z01 91.4 180 175 97. 23. % of 	 Z'iuatio20.5 30.3 35.0 40.3 43.3 46.4 

Co;.ered 

B. Sewer Ptograrr. 

I. Ntumbex INA 8- 126 12H 101. 6 1Z2 85 69.7 151 114 75.5 137 105 76. 6
2. 	 School prc .,- NA 111 150 160 106 173 143 8Z. 6 150 101 67.3 160 104 65
3. Latr-ines (0001 NA 18,4 Z0 2 604 11 Z. 8 25.1 15 15 100 Z0. 3 5. 5 27. Z 
4. 	 % of Populatio;I


Covered 9.0 10.6 11.8 
 2.7 13.3 	 13.8 

FUNDS (millions) NA NA ZZ7 167 73.6 194 143 73.7 166 153 91.6 Z44 Z15 8G. 0 

SOURCE, INAS planning Office Reports - 197Z-1973-1974-1975-1976 
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APPENDIX F 

PRODUCTION OF VACCINES 

Vaccines 1973 1973 1974 1974 
Pgmd 
Doses 

Ex,' 
Doses 

Pgrn -

Doses 
Exce 
Doses 

000s 000s %EX. 000s 00Os % Ex. 

Yellow fever 
Antirabies dog 
Antirabies human 
Antismallpox 
Anticholera 
Antyphoid 
DPT 
Diptheria toxoid 
Tetanus toxoid 
Shick test 
BCG 
Tuberculin 
Antirabic serum 
Antisnake serum 

2,500 
600 
630 

4,000 
200 

1, 200 
600 

3,50C 
1, 200 

100 
1, 000 

500 
20 

800 

1.181 
1,086 

586 
2, 750 

187 
410 
Z80 

Z, 695 
266 
-0-
678 
693 

1-
696 

47. Z 
181. C 
97, 8 
65. 7 
92. 9 
34. 2 
46.8 
77.0 
2Z . 1 

-0-
67. S 

13E. 7 
69.5 
8.7 

Z, 500 
1, 000 

550 
3,000 

200 
900 

2,900 
100 
500 
100 

1, 000 
700 

5 
1 

2,600 
1, 591 

530 
4,500 

-0-
103 
-0-
-0-
-0-
-0. 
570 
482 
-0-
900 

104.0 
159. 1 
96.3 

150.0 
-0­

11. 5 
-0­
-0­
-0­
-0­

57.0 
68.6 

-0­
90.0 

Vaccines 1975 1975 1976 1976 
Pgmd 
Doses 
000s 

Exec 
Doses 
000S %Ex. 

Pgrrd 
Doses 
000s 

Exec 
Doses 
000s %Ex. 

Yello-w 7T ever 
Antira-,ies dog 
Antirabies human 
Antismallpox 
Anticholera 
Antityphoid 
DPT 
Diphteria toxoid 
Tetanus toxoid 
Shick test 
BCG 
Tuberculin 
Antirabies serum 
Antisnake serum 

2, 500 
2, 500 

500 
3,000 

500 
500 

2,000 
500 

2, 000 
500 

1, 000 
1, 000 

50 
10 

2,808 
1, 800 

449 
1,000 

q00 
500 
400 
-0-
400 
-

1, 047 
500 

3,000 
1,234 

112. 3 
72. 0 
89.8 
3­. 5 

100 
100 
20 
-0-
20 
-0-

104.7 
50 

600 
123.4 

5,000 
3, 000 

500 
6,000 

500 
500 

2,250 
1,000 
2, 500 

500 
2,000 
1, 200 

55 
50 

5,000 
3,000 

450 
1,500 

500 
500 

1,200 
-0-
400 
100 

1, 000 
1, 000 
3,000 
3,000 

100 
100 
90 
25 

100 
100 
53.3 

-0­
16 
20 
50 
83.3 

545.4 
600.0 
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