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PART I - SUMMARY AND RECOMMENDATIONS
 

A. Recommendations
 

On the basis of the conclusions of the Capital Assis­
tance Committee that the project for a Rural Health Delivery

System is technically, economically and financially justified,
 
it is recommended that a loan to the Government of the Republic

of Panama (Borrower) for an amount not to exceed nine million
 
five hundred thousand U.S. dollars ($9,500,000) be authorized
 
subject to the following conditions:
 

1. The following conditions will be met by the Borrow­
er in form and substance satisfactory to the Lender prior to the
 
issuance of any commitment document or disbursement:
 

a. legal opinion of Procurador General; 

b. specimen signatures; 

c. the appointment of a Project Coordinator. 

- prior to construction: 

a. criteria for selecting the locations for 
health posts, health subcenters, and health 
centers; 

b. final designs and specifications for health 
posts, health subcenters, health centers and 
related equipment. 

- prior to training health assistants: 

a plan for training, supervising, and evaluating 
health assistants, including a training curriculum. 

- prior to training public health personnel other 
than health assistants: 

a training plan setting forth, but not limited to, 
the nature and duration of such training. 

- prior to the remodeling of any health unit: 

plans and specifications for that unit.
 



2. Borrower shall co/enant that during the course of
 
the Project and at least once a year, Borrower shall conduct
 
with A.I.D. periodic evaluations of the Project.
 

The loan will be repayable within forty (40) years,

including a 
grace period of ten (10) years. The interest rate
 
will be two percent (2%) per annum during the grace period and
 
three percent (3%) per annum thereafter.
 

B. Description of the Project
 

The purpose of this project is to institutionalize an
 
improved integrated public health delivery system providing

basic preventive and curative health care services and adequate

environmental sanitation conditions to the marginal population

residing in rural areas. Since coming to power in1968, the
 
present Government has made a determined and significant effort
 
to change the country's traditional distribution of benefits,

including those related to health. With the objective of raising

the health standards of individuals, families and communities
 
throughout the Republic on an equitable basis, the Government of
 
Panama has launched an ambitious health program designed to in­
tegrate the Ministry of Health (MOH) and Social Security Agency

(CSS) health care systems,to extend health services to the
 
marginal population, especially those less accessible populations

in rural areas, to encourage community participation in the plan­
ning, execution and evaluation of health programs through local

Health Committees, and decentralize the administration and execu­
tion of health care programs by granting greater autonomy to the

Provincial Medical Directors. The Government's aggressive health
 
programs inmaternal/child health care, communicable disease con­
trol, improved nutritional and community sanitation conditions,
 
and related community level health education programs are having

a positive and significant effect on the country's health standards.
 
Nevertheless, the results of the recent health sector assessment
 
confirm the sharply skewed distribution of health sector resources
 
in favor of the urban population and the significantly higher in­
cidence of mortality and morbidity among rural Panamanian populations

resulting from respiratory, diarrheal and other preventable diseases,

and malnutrition. The basic thrust of this project isaimed at
 
closing this gap between urban and rural population health conditions
 
by establishing a low cost integrated public health delivery system

servicing the marginal population.
 

Panama's public health network can be visualized as a
 
pyramid, with the base composed of rural health posts staffed by
 



health assistants followed progressively by subcenters, centers,

regional and provincial hospitals and, ultimately, specialized

and national hospitals largely servicing urban populations. As
 
indicated, it is the lower portion of this pyramidal structure
 
which this loan project will fortify and expand, thereby support­
ing public health sector efforts already underway to shift invest­
ments in manpower and other medical resources from an urban hos­
pital-based focus to a rural-based system of smaller, more dis­
persed rural hospitals, health centers, subcenters and health
 
posts. Specifically, this project seeks to strengthen and expand

the rural component of the public health structure by providing

additional facilities (4 health centers, 14 subcenters, 225 health
 
posts) to complement the existing rural network of medical facil­
ities, by training 500 nurse auxiliaries and health assistants to
 
staff these rural facilities, and by funding a team of management

consultants to join forces with a group of MOH/CSS counterparts

in developing a consolidated and more efficient administrative
 
system for both the MOH and CSS at the provincial and national
 
level.
 

Given the highly dispersed nature of the rural population

and the limited resources available to the public health sector
 
for addressing rural health needs, the Government has elected to
 
focus initially on approximately 225 rural communities, or groups

of communities in proximity with one another, where basic health
 
needs are not adequately being attended and where growth potential

exists for absorbing rural inhabitants living in the surrounding

countryside. At this level the health assistant, operating from
 
a simple two room health post, will provide primary health care
 
and also serve as a portal of entry into and through the higher

levels of the health care system. The health assistant will also
 
support other elements of this project aimed at upgrading nutri­
tional and environmental standards of the selected rural 
commu­
nities; namely, the establishment of community gardens, poultry

projects, rural aqueducts, hand pumped wells, and latrines.
 

The individual components of this project have been de­
veloped and tested in on-going Panamanian public health sector
 
programs. Their establishment on a coordinated basis within a
 
relatively short timeframe is the key to the GOP strategy in this
 
program. No one of these elements can individually solve the
 
health problems of the rural marginal population; only through a
 
coordinated upgrading of the entire health/nutrition/environmental
 
sanitation field can a significant improvement in the health status
 
of the marginal population be achieved. Moreover, as a working

principle, the public health sector does not proceed with commu­
nity based health programs such as those envisaged under this
 



project without the consent and direct participation of the
 
community Health Committee or other local representative group.

As the health sector assessment and other documentation point
 
out, the record of Health Committee participation in public

health projects has generally been excellent.
 

C. Summary Findings
 

The project described above has been analyzed on tech­
nical., financial, and economic grounds and found to be sound and
 
feasible on each count. Economic models were developed based
 
upon reasonable assumptions concerning several variables, in­
cluding population, public health budgets, medical services
 
coverage, utilization of hospital and outpatient facilities,
 
and rates of construction and usage of health posts. These
 
models, using the best data available, project considerable
 
savings to the public health sector in utilizing the lower cost
 
medical facilities contemplated for expansion under the project.
 
Since about 86% of the Ministry's budget is directed toward the
 
delivery of health services, the Ministry's ability to finance
 
the expanded services isdependent on their receiving an appro­
priate share of the GOP national budget. The economic models
 
demonstrate that the savings resulting from the proposed rural
 
health delivery system may actually result in lower health
 
sector requirements as a percentage of the GOP budget. Other
 
components of the project concerned with upgrading rural nutri­
tional and environmental standards were also examined in terms
 
of cost/effectiveness and found to be reasonable by comparison

with alternative solutions.
 

Interms of technical feasibility, it is noteworthy

that the various components of the project have been developed

and tested in on-going programs of the public health sector.
 
Nevertheless, it is recognized by all concerned that the coor­
dinated development of several health/nutrition/environmental
 
sub-projects within a four year timeframe in 225 selected rural
 
communities will require careful planning and execution to
 
achieve the expected impact on rural health standards. The
 
Ministry of Health's proven capacity in developing community

health committees to cooperate in government sponsored health
 
programs inrural areas augers well for the success of this
 
project. Furthermore, the training and placement of health
 
assistants in each of the selected rural communities, or cluster
 
of communities, will provide a key catalytic agent in this health
 
improvement program. Special care will be taken in the selection,

training, supervision, and evaluation of the health assistants.
 



It is Imperative that the health assistants be accepted by the
 
communities to which they are assigned and that they have a
 
clear understanding of the medical and community development
 
tasks expected of them.
 

The engineering phases of the project, involving the
 
planning and construction of health centers, subcenters, health
 
posts, latrines, aqueducts and hand pumped wells, are based on
 
standards and procedures currently employed by the Engineering
 
Division of the Ministry of Health incooperation with the
 
communities benefiting from these facilities and installations.
 
The quantities of the various units to be established under the
 
project are well within the proven capacity of the Ministry's
 
technical divisions, including those employed at the provincial

level.
 

The environmental analysis indicates that with reason­
able care and precaution, no negative environmental impact is
 
anticipated from the various project elements. To the contrary,
 
the establishment of latrines and potable water systems, the
 
use of improved agricultural practices, and the community health
 
educational programs to be carried out by this project will
 
improve the rural environment.
 

The project meets all applicable statutory criteria
 
as indicated by Annex A, Mission Director's Certification, and
 
Annex F, the Statutory Checklist.
 

D. Project Issues
 

The program mix has substantially changed from the PRP ­

what is the basis for this change and what is the effect? 

PRP PP Change
 

Health Posts 500 225 -275
 
Health Subcenters 
 0 14 + 14 
Rural Health Centers 10 4 - 6 
Barriada Health Centers 4 0 - 4 
Aqueducts 130 300 +170 
Hand pumped wells 400 400 0 
Latrines 2,000 13,800 +11,800 
Community Gardens 150 48 -102 
Small Animal Projects 75 75 0 

The period between the PRP and the PP has been an edu­
cational process for the Ministry of Health, the Social Security
 



System, the Ministry of Planning and USAID/Panama. Within the
 
Government there has been a greatly increased awareness of the
 
program and the interrelationships of the components. The Gov­
ernment's internal process for the submission of a loan to an
 
international entity has focused far more attention on this
 
program than it had ever previously received. The budgetary
 
arid political realities brought to bear by this process along
 
with the technical analyses which were done in the period by
 
Ministry personnel and by particularly helpful TDY experts
 
(Harold Rice, Ken Farr, Paul Nutting) have greatly refined and
 
improved the project.
 

The decrease in the number of health posts and the
 
inclusion of subcenters was based upon a three-pronged analysis.
 
The Ministry of Planning in viewing the ongoing operational
 
costs, can budget for 14 subcenters and 225 posts for slightly
 
over hlf the cost of 500 posts. The MOH/CSS from a technical/
 
administrative viewpoint see this mix as providing a better
 
supervisory relationship for the posts as well as creating a
 
level of technical expertise (the nurse auxiliary) capable of
 
handling more complex medical problems but without resortiig
 
to the more expensive and less geographically accessible
 
doctors. From a political/geographic viewpoint, the utilization
 
of slightly larger towns as the sites for subcenters both sat­
isfies the political aim of the Government to create viable
 
"service center towns" capable of servicing the social/economic
 
needs of their dependent hinterlands, as well as recognizing the
 
topographic and population density realities of the country
 
which dictate the need for a facility larger than a post, but
 
not as big or expensive as a center in some areas.
 

The elimination of the barriada centers and the reduction
 
from 10 to 4 in the number of ruril -enters was based almost ex­
clusively on the budgetary consideration of high initial cost, and
 
more importantly, high operating costs. The four rural centers
 
remaining in the project are the minimum number required for
 
adequate supervision of the subcenters and posts and for geograph­
ical access for upward referral from the posts and subcenters.
 

Similarly, the reduction in the number of gardens has
 
been dictated almost exclusively from a budgetary constraint.
 

The major increases inthe project are in the environ­
mental health area where the number of aqueducts has more than
 
doubled and the number of latrines has increased almost seven­
fold. These increases are based on the technical analyses and
 
evaluations of the existing aqueduct and latrine projects which
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have shown dramatically successful results in the reduction of
 
intestinal disease. There are also very positive budgetary,
 
administrative and political arguments for these increases.
 
Aqueducts and latrines are virtually free of ongoing operational
 
costs. The MOH sanitary engineers have the proven administrative
 
and technical capacity to handle the program very efficiently.
 
Politically, aqueducts and latrines are the most successful cat­
alysts to community development in Panama, with a phenomenal
 
success rate for self help and community organization. The ex­
pressed demand for aqueducts and latrines by the Representantes
 
in National Assembly meetings exceeds the demand for any ot er
 
type of project. Not only does the Ministry not have to sell
 
this program - they can't keep up with the demand.
 

Finally, it must be admitted that the PRP was based on
 
the desires of the MOH/CSS Technical Commission at that time
 
and, because of the time pressures of the AID documentation
 
process, was somewhat premature in its program mix - most nota­
bly in its estimated unit costs which did not take fully into
 
account the critical item of ongoing operational budget impact.
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PART II - PROJECT BACKGROUND AND DETAILED DESCRIPTION
 

A. Background
 

1. Health Conditions in Panama
 

Panama has benefited, as has all of Latin America,
 
from the medical advances made against disease over the past few
 
decades. Increased scientific knowledge has been translated into
 
growing public and private programs designed to combat the causes
 
of disease, upgrade medical institutions and improve individual
 
medical care. Improvements in Panama's health services, sanita­
tion facilities, public information practices and other factors
 
have led to commensurate progress in the country's general health
 
profile.
 

Comparing this profile with those of the other eight­
een Latin American countries in terms of a few generally accepted
 
public health indicators, it is evident that Panama is in a rela­
tively better position overall. For example, in 1970, Panama
 
ranked fifth in life expectancy (65 years); second in the fewest
 
cases of infant mortality (40.5/1000); sixth in the fewest number
 
of persons per hospital bed (300); seventh in the fewest number
 
of persons per doctor (1,750); and second in the fewest number of
 
persons per practicing nurse (1,389). While far from ideal, these
 
comparative indicators do show Panama to be in a relatively pro­
gressive stage of public medical health.
 

As might be expected, one of the effects of Panama's
 
increasing good health during the past few decades has been an in­
creasing net population growth rate. As the annual death rate
 
fell from 17.1 per thousand in the 1920's to 7.2 in 1962, the pop­
ulation growth rate rose from 2.03% to 3.38% during the same period.
 
Since 1962, however, the natural growth rate has fallen at a fair­
ly steady pace -- from the historical high of 3.38% to a 1974 fig­
ure of 2.59% -- as birth, and to a lesser extent, death rates have
 
declined since 1969, reaching 31.2/1000 and 5.3/1000 respectively
 
by the end of 1974.
 

Demographically, Panama has experienced the same ru­
ral-to-urban migratory pattern found in many other countries that
 
have undergone fundamental socio/economic changes. Panama City,
 
for example, had a population increase of only 11% during the
 
decade of the 1940's, but has nearly tripled its size since. As
 
late as 1960 there were only two cities with a population of more
 
than 25,000 (including Panama City); by 1974, there were five.
 



By the same token, the urban portion o' t'e total population has
 
increased from 36% in 1950 to 49% in 1974.
 

This formidable influx of population into the cities
 
over the past two decades, coupled with the high population growth
 
rate, has strained the GOP's capability to provide necessary health
 
and other services to both the urban and rural populations. As a
 
result, the impact of Panama's health efforts has been spread in
 
a largely uneven manner. Health conditions in metropolitan Panama
 
and other urban centers are generally better than in rural areas 
-- though there are pockets within these centers where living con­
ditions in terms of housing, sanitation, facilities, etc., are 
also poor. Indications of the differences between urban and rural
 
health environments are revealed by census data and various studies
 
of the country's health status. In 1974, for example, the infant
 
mortality rate for urban areas was 24.7 per thousand live births
 
as against a rural area figure of 37.2 -- a 51% variance. While
 
these rates represent a sharp improvement over those of 1960 (53.1
 
urban vs. 59.3 rural), the comparative proportion of improvement
 
(53% urban vs. 37% rural) is indicative of the disparate pattern
 
of health progress. It might also be pointed out that of all
 
registered births that took place throughout the country in 1974,
 
98% occurred under professional care in urban areas versus 48% in
 
rural areas.
 

In 1967, the Instituto de Nutrici6n de Centro America
 
y PanamS (INCAP) carried out an extensive study of Panamn's nutri­
tional situation. One of INCAP's major findings was that one-sixth
 
of the rural population was not satisfying its basic daily food
 
needs. While 36% of the families were judged to be consuming at
 
least 90% of the recommended caloric-protein requirement, fully
 
15% were consuming less than 70% of the required level with 3% of
 
this group below the 50% mark. Although figures for the urban
 
area (represented by Panama City) were not presented in detail,
 
INCAP's conclusion was that malnutrition in urban areas was not
 
nearly as severe as it was in rural areas. Taking the food con­
sumption information as a whole, however, the study does point
 
out that 60% of all Panamanian children under five years of age
 
were suffering from varying degrees of malnutrition. In fact,
 
growth retardation was shown to be one year for the average Pana­
manian child for height and about two years for weight (the six­
year old child registering approximately the same weight as a four­
year old on the INCAP standard).
 

Other differences between rural and urban health con­
ditions were brought out by INCAP's examination of individual phys­
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ical disorders, particularly those caused by intestinal parasites.
 
People tested for infestation in urban sectors were found to have
 
ma.'kedly fewer parasitic problems, although the incidence level
 
was still high by INCAP's standards. The variance was attributed,
 
unsurprisingly, to the better water, sanitary and health facilities
 
found in urban areas. The recent assessment of the health sector
 
estimated that in 1975 all of the urban population had access to
 
potable water, with more than 90% having home connections. Only

about half of the rural population was estimated to have any access
 
to a potable water supply system, with only 15% having home con­
nections. Similarly, some 90% of the urban dwellers had an avail­
able sewerage system (even thougti in slum areas these systems were
 
and are still probably overloaded), while rural populationshad
 
either no such system (at least 25%) or minimal sewerage systems
 
available to them, these being primarily in the form of latrines.
 
Significantly, two of the leading causes of death in Panama, par­
ticularly among children less than one year old, are intestinal
 
parasitism and enteric infection, both of which are contracted
 
through contaminated water and food.
 

Food purchases of lower income rural and urban fami­
lies center around what is available or affordable rather than
 
what may be nutritious. Many of the products within relatively
 
easy financial reach tend to be those of limited nutritious value
 
such as rice, plantain, sugar and several types of roots. Beans
 
are about the only relatively high-protein food consumed with
 
regularity. Beef, chicken, fish and dairy products while certain­
ly desirable are generally too expensive in most areas to be pur­
chased in anything but very small quantities, although hunting
 
and fishing do add some protein to the rural diet. Inefficient
 
food production and marketing systems are contributors to the high
 
cost and limited availability of many nutritious foods. Seafood,
 
for example, while obviously abundant on the coasts, does not get
 
into the interior on a regular basis because of the lack of an
 
effective marketing system. Vegetable products fall into the same
 
pattern of almost over abundancy in some areas and scarcity in
 
others. Beef and poultry prices are high because of the high cost
 
of feed grains -- which are costly because of low agriculture
 
productivity. There is also a vicious cycle relationship between
 
malnutrition and enteric infection. Enteric afflictions themselves
 
cause and intensify malnutrition through malabsorption, altered
 
food coosumption, fluid losses and increased metabolism. Nutrition
 
cannot be improved alone without also improving sanitation to elim­
inate secondary malnutrition caused by disease.
 



2. GOP Pol 'ies, Priorities and Programs and A.I.D.
 
Assistance in the Health Sector
 

Despite the current differences between rural and
 
urban health conditions, the GOP has for some time recognized the
 
need to do more for the rural populace and in fact has developed
 
policies and programs over the past decade or so which have sig­
nificantly narrowed the rural-urban health standard gap. InApril
 
1963, after an extensive analysis of the country's health program,
 
the GOP launched a National Health Plan to span the years 1962­
1970. Generally the plan sought to develop a wider spectrum of
 
medical care to reach a larger portion of the population. Prior­
ities were aimed at improving rural and suburban community sanitary
 
conditions with emphasis on water supply programs, improved housing
 
and expanded medical services. More specifically, major efforts
 
were outlined to provide care to mothers and children for the
 
prevention and cure of gastroenteritis, acute childhood diseases,
 
malnutrition and complications of pregnancy and delivery. Medical
 
service delivery targets of 65% and 90% were set for rural and
 
urban populations, respectively. Other objectives included the
 
digging of 300 wells a year inorder to supply potable water to
 
80% of the rural dwellers by 1970; all of the urban areas were to
 
obtain adequate water supplies by the same year.
 

Health sector programs initiated during the 1962-1970
 
period insupport of the National Plan included:
 

a. Decentralization moves in 1962 to relocate a pre­
vi-usly urban-based health service to three rural­

based health regions along with the establishment of eleven rural
 
health centers - there are currently 73 such centers and 105 sub­
centers. Both the Pan American HeaP Organization (PAHO) and
 
USAID assisted the GOP with its decentralization planning at the
 
time. USAID has continued to provide development grants insupport
 
of the rural health centers.
 

b. Start-up in 1963 of the A.I.D. supported Rural
 
Mobile Health Program (PUMAR). The PUMAR program,
 

conceived as a means of providing basic health services to remote
 
areas, was initiated in 1953 with USAID grant support. During the
 
period 1963 to 1966, USAID provided over $300,000 in grant funding
 
for mobile dispensary units, drugs and other medical supplies, and
 
operating expenses. In 1966, a loan project was proposed in support
 
of the program. According to the Capital Assistance Paper for the
 
PUMAR Loan Project, "Inthe first three years of operation, PUMAR
 



had reached approximately 100,000 rural inhabitants at less than
 
two dollars per patient contact. Furthermore, it provided the
 
stimulus for community development whereby democratically elected
 
committees had been organized to help solve mutual problems through

the effective utilization of local resources." With the view to
 
expanding the PUMAR program, the Loan (No. 525-L-029) provided an
 
additional $500,000 for medical equipment and supplies, 25 Carry­
alls, two 2-1/2 ton trucks equipped with winches, and the renovation
 
of two excess property vessels. Inspite of implementation delays,

resulting largely from A.I.D. administrative and legal requirements,
 
"... the GOP continued the Rural Health Program and made it an
 
integral part of the services provided by the MOH."I/
 

c. Extensive expansion and improvement of the Panama
 
City and Colon water and sewerage facilities.
 

A.I.D. extended five loans totaling $37.0 million between the years

1963-1971 insupport of this effort.
 

d. A three-year (1969-1972) malaria eradication
 
effort was supported by an AoI.D. Loan ($1.4 mil­

lion) and UNICEF grants. The GOP has since 1972 been maintaining

the program at previous levels with its own funds and technical
 
assistance from PAHO.
 

The emphases of the National Health Plan were re­
affirmed inthe GOP's Four Year Program (1971-1974). Inaddition
 
to decentralization, improved services and preventive care, family

planning (arather low-key, largely private effort prior to 1970)
 
was made a central element of the new program. The government's

vigorous implementation of the program has made family planning

today a publicly accepted vehicle of social change. As of 1974,
 
over 30% of the country's estimated 341,000 fertile-age women
 
were utilizing some form of contraceptive device obtained through
 
public or commercial channels with 15% of them having become accept­
ors through the Ministry of Health's family planning program. All
 
of the present 73 health centers are now offering family planning

assistance as an integral part of their services. Moreover, train­
ing in family planning techniques isprovided to the health assis­
tants serving at the community level. USAID supported the program
 

1/	Office of the Auditor Gene'al, Area Auditor General - Latin
 
America, Audit Report No. 1-525-74-2, July 23, 1973, p. 4.
 



between 1967-1970 with limited grant assistance to APLAFA (the Pa­
namanian Family Planning Association) and with more substantial
 
assistance (average $400,000/year) to the Ministry ever since.
 

To further improve the health delivery infrastructure
 
in rural areas, the legal structure for a national system of Commu­
nity Health Committees was established in1970. Now numbering
 
over 900, the Committees, which are comprised of local community
 
citizens, have been organized to examine the health and nutrition
 
needs of the individual community, to motivate people to improve
 
their environment inorder to feed their children properly and
 
help prevent diseases, and to direct community participation in
 
present and proposed public health programs.
 

Following closely on the heels of the GOP decree
 
establishing the Community Health Committee system, the Ministry
 
began on a pilot basis in 1971 a Rural Community Health and Nutri­
tion project designed to coordinate central government inputs with
 
direct local participation in a joint effort to improve the commu­
nities' quality of life. Utilizing resources from the GOP and the
 
local communities, some 73 community garden projects were initiated
 
to determine the feasibility of conducting similar efforts on a
 
nationwide scale. In 1972, A.I.D. authorized a $3.8 million Loan
 
(No. 525-L-040) to the GOP in support of the program's expansion.
 
The program isdivided into three basic components: (a)health
 
services; (b)nutrition; (c)potable water supply.
 

Incomponent (a), health services, teams of MOH tech­
nicians are working with the communities inproviding immunizations,
 
heealth education, maternal/child health care, adult medicine, family
 
planning and improved sanitation.
 

Companent (b), nutrition, isdesigned to combat wide­
spread malnutrition by educating the communities in the importance
 
of a balanced diet and teaching them how tc grow more nutritious
 
foods. Garden equipment, fertilizers, insecticides and seeds are
 
supplied inconjunction with training inmodern agricultural tech­
niques to establish community vegetable gardens to produce addi­
tional food for those who participate and provide a demonstration
 
of the benefits of modern agricultural practices to the entire
 
community. Component (c), potable water supply, is designed to
 
assist the communities to construct aqueducts and install hand op­
erated wells in those areas where the people demonstrate a willing­
ness to provide the labor and are able to pay the costs of maintain­
ing the system. The physical progress of this Loan Project to date
 
isas follows:
 



Completed

Activity Target 4/30/76
 

Aqueducts 200 206
 
Hand Pump Wells 1200 823
 
Community Vegetable Gardens 200 133
 
Poultry Raising Projects -0- 40
 

A technical analysis of this program can be found in
 
Part III. A. of this Paper.
 

3. Other Donor Assistance inHealth Sector
 

WHO/PAHO is providing approximately $350,000 this
 
year in technical assistance, equipment, and scholarships for
 
health sector purposes. The principal areas of WHO/PAHO assis­
tance are (1)vector control and erradication of malaria, Aedis
 
Aegypti, and hoof and mouth disease; (2)environmental sanitation;
 
(3)health planning; and (4)assistance to medical and dental
 
students enrolled in the Faculty of Medicine and Dentistry at the
 
University of Panama. The WHO/PAHO sponsored technical assistance
 
and training programs provided for Ministry of Health and IDAAN
 
personnel working in the area of environmental sanitation will
 
complement this Project's capital investments in rural potable
 
water systems and latrine construction. Inthe area of health
 
planning, a planning consultant recently completed a three year

tour-of-duty assisting both national and provincial medical per­
sonnel ir the design, execution, and evaluation of health programs.
 

UNICEF has provided 230 hand diesel tractors for the
 
Ministry's community garden program. The Ministry currently has
 
20 of these tractors available for future gardens contemplated un­
der the Project. Additional tractors required for the Project

will be obtained with counterpart funding.
 

Between 1962 and 1973 the IDB authorized three loans
 
totaling nearly $14 million to help IDAAN finance water supply and
 
sewerage projects for rural communities and several of the smaller
 
urban centers in Panama. A fourth loan for approximately $9million
 
is presently being negotiated with IDAAN to finance additional rural
 
aqueducts, extensions of existing aqueducts, and sewerage systems.

As a working principle, IDAAN installs aqueducts in population
 
centers exceeding 500 while the MOH assists communities with fewer
 
than 500 inhabitants to install their potable water systems; hence
 
there is no duplication of effort between these two public health
 
sector entities. The IDB is also contemplating a loan for $15 to
 



$20 million to the CSS for constructing a maternal-child hospital
 
in Panama City.
 

The GOP and the World Bank are exploring the possibil­
ity of jointly financing a $12,000,000 project for the design and
 
construction of a new water treatment plant and transmission piping
 
to meet the potable water demands of the City of Colon and its
 
adjacent suburban area, in addition to the increased water demands
 
required by the industrial projects presently under study by the
 
Ministry of Planning and Economic Policy. This project would also
 
include water systems for Chorrera and Arraijfn as well as sewer
 
lines in downtown Panama City.
 

The proposed A.I.D. project will be part of the larger
 
GOP multi-sectoral programs for comprehensive development for the
 
campesino population. It is compatible with the proposed Integrated
 
Rural Development (IRD) Projects in selected areas where growth
 
potential appears most advantageous. While highlighting agricul­
tural production and related infrastructure, IRD also encompasses
 
health and educational needs of the selected regions. The proposed
 
health project will provide the basic health care services, in­
cluding improvements to environmental sanitation conditions, for
 
the selected IRD areas, as well as for other segments of the marginal
 
population currently lacking one or more of the basic health ser­
vices defined in the project. The IRD program will be supported
 
by A.I.D., IDB, the Panamanian Government and the local beneficiaries
 
of the program.
 

4. 	Opinions of Other Institutions
 

The 	Inter-American Development Bank (IDB), the Inter­
national Bank for Reconstruction and Development (IBRD), and the
 
Export-Import Bank have expressed no interest in financing the
 
proposed project.
 

5. 	Health Sector Constraints Identified by Sector
 
Assessment
 

This section of the Project Paper will summarize the
 
major constraints to improving the health of the marginal population.
 

a. 	Institutional
 

The Health Sector Assessment's findings with
 
respect to administration and financial control within the major
 
public health entities (MOH, CSS, IDAAN) indicate a clear need for
 



establishing more efficient systems for purchasing, maintenance,

data gathering, personnel administration, accounting, budgeting,

and management. For example, there is a dirth of cost information
 
regarding the various types of medical institutions found in Pana­
ma's health sector. Accounting systems must be better designed to
 
more precisely identify costs associated with each type of major

medical facility, thereby permitting management to have a more
 
informed basis for making decisions regarding existing and future
 
physical plant development. More accurate data is also required

inconnection with mortality and morbidity rates, particularly
 
among the marginal population. This information is obviously re­
quired by public health authorities inorder to more accurately

assess the nature, location, and extent of health problems so that
 
proper interventions can be designed and executed accordingly. The
 
combination of more accurate cost data coupled with detailed infor­
mation regarding health needs will permit the public health author­
ities to develop health plans and budgets that more efficiently

respond to the real demand for health services, particularly among

Panama's marginal population groups.
 

The ongoing consolidation of MOH and CSS health
 
care systems at the Provincial level will facilitate the establish­
ment of uniform objectives, standards, and procedures for providing

public health services. See Annex H of this Paper for more
 
information on the integration of CSS and MOH.
 

b. Population Dispersion
 

Table IIA-l reflects the widely dispersed nature
 
of Panama's population. In1970 nearly 540,000 people, representing

about 38% of the population, resided in communities of less than 500.
 
These population centers of less than 500 inhabitants constitute 97%
 
of all population centers in Panama and account for fully 72% of the
 
rural population. As we shall see in the subsequent section of this
 
Paper, the design of a responsive public health delivery system is
 
in part a function of this highly dispersed demographic fact of life
 
in rural Panama.
 

c. Health Consciousness
 

Perhaps the most pervasive constraint to improved

health care among marginal population groups is the low consciousness
 
level within these groups as to what constitutes good health and,
 
more importantly, how to achieve and maintain good health. Inshort,

they have generally not been taught the rudiments of basic health
 



Table No. II A-1
 

PAN4AMA
 

POPULATION BY SIZE OF COMMUNITY
 

SIZE 1 9 6 0 1 9 7 0 

Place (%) .Po % Place ___ Po. __% 

TOTAL 8,595 100.0 1,076 100.0 9,313 .100.0 1,428 100.0 

Less than 50 5,669 66.0 105 9.8 5,897 63.3 109 7.7 

50 - 99 1,341 15.6 95 8.8 1,530 16.5 108 7.6 

100 - 499 1,391 16.2 276 25.7 1,597 17.2 321 22.4 

500 - 999 124 1.4 83 7.8 187 2.0 125 8.8 

1,000 -4,999 61 0.7 105 9.8 88 0.9 160 11.2 

5,000 - 9,999 4 0.1 31 2.8 6 0.1 39 2.8 

10,000 - 24,999 3 0.0 47 4.4 3 0.0 39 2.7 

25,000 - 99,999 1 0.0 60 5.5 4 0.0 178 12.4 

100,000 or more]­/ 1 0.0 274 25.4 1 0.0 349 24.4 

._/ Panama City 

Source: Estadistica y Censo 



care. Therefore, attempting to relate to such concepts as personal

hygiene, nutrition, and environmental sanitation will not be auto­
matic and cannot be taken for granted. This educational gap must
 
be closed if health improvements on a meaningful scale are to be
 
achieved.
 

d. Health Sector Personnel
 

The Sector Assessment identified as a major con­
straint the lack of trained para-professionals for providing basic
 
preventive and curative health services for the marginal population.

Considering existing and projected supply of health personnel at
 
all levels in the public health sector, and comparing these levels
 
with projected demand for health services, the Assessment concluded
 
that the greatest need for health personnel was at the level of the
 
nurse auxiliary and health assistant.
 



B. 	Project Description
 

1. 	Project Goal
 

The broader objective to which this Project contri­
butes ;s the elevation of the health level of the marginal popu­
lation 1 to acceptable standards. Goal achievement will be ve­
rified to the extent that by 1985 (1) life expectancy for the 
target group increases from 50 years to 55 years, (2) infant 
mortality is reduced from 37.2 per thousand to 30 per thousand,
 
(3) 	 general mortality is reduced from 6 to 5.3 per thousand, and 
(4) the incidence of diarrheal diseases declines by 30%, from
 
29,000 cases reported in 1974 to 20,000 cases. Goal achievement
 
will be measured through special surveys conducted periodically
 
by the Ministry of Health and the Statistics and Census Bureau
 
of the Contraloria General de la Republica.
 

2. 	Project Purpose 

The purpose of this project is to institutionalize
 
an improved integrated public health delivery system which pro­
vides basic preventive and curative health care services and 
adequate environmental sanitation conditions for 25 percent of
 
the marginal population. This purpose is consistent with the
 
Panamanian Government's sector goals which include:
 

a. 	accelerating the process of incorporation the 
marginal population, especially those resid­
ing in the rural sector, within zhe scope of
 
health service coverage;
 

b. 	guaranteeing the quality and efficiency of
 
health services within the context of an
 
integrated public health system;
 

c. 	 reducing health risks devolving from inade­
quate environmental sanitation conditions.
 

1/ 	The "marginal population" refers to those people lacking
 
some or all of the basic public services - electricity, 
potable water, sewerage, access to secondary schools, etc. 
It is estimated that the marginal population of Panama
 
totals 600,000.
 



Since coming to power in 1968, the present Government has
 
made a determined and significant effort to change the country's
 
traaitional distribution of benefits, including those related to
 
health. With the objective of raising the health standards of
 
indiviauals, families and communities throughout the Republic
 
on an equitable basis, the Government of Panama has launched an
 
ambitious health program designed to integrate the Ministry of
 
Health and Social Security Agency health care systems, to extend 
health services to the marginal population, especially those less
 
accessible populations in rural areas, to encourage community
 
participation in the planning, execution and evaluation of health
 
programs through local Health Committees, and decentralize the
 
administration and execution of health care programs by granting
 
greater autonomy to the Provincial Medical Directors. The Govern
 
ment's aggressive health programs inmaternal/child health care,
 
communicable disease control, improved nutritional ana community
 
sanitation conditions, and related community level health educa­
tion programs are having a positive and significant effect on the
 
country's health standards. Nevertheless, the results of the
 
health sector assessment confirm the sharply skewed distribution
 
of health sector resources in favor of the urban population and 
the significantly higher incidence of mortality and morbidity 
among rural Panamanian populations resulting from 
respiratory, diarrheal and other preventable diseases, and mal­
nutrition. The basic thrust of this project is aimed at closing
 
this gap between urban and rural health conditions 
by establishing a low cost integrated public health delivery 
system servicing the marginal population.
 

Achievement of the project's purpose will be verified in 
terms of health service accessibility as well as effectiveness. 
By 1981, the accessibility 1/ of the marginal population to basic 
health facilities will have increased from 25 % to nearly 50%.-

By 1981, the target population's access to
 
excreta disposal systems for the marginal population will have 
increased from 76 % to 83 %. The ef­
fectiveness of the health service delivery system will be verified 

1/ With regard to the medical facilities financed under this
 
project, accessibility will be defined as a health care unit
 
with sufficient capacity to service the primary health care
 
needs of the population residing within 2 hours of that unit,
 
using normal routes and transportation means.
 

2/ All targets expressed in this Project Paper are based on an
 
A.I.D. loan of $9.5 million and an equal counterpart contribution.
 



to the extent that professional attention during child-birth for
 
the target population increases from 48% to 60% by 1981. Also
 
by 1981, immunization for the marginal population w ill have in­
creased from 50% to 60%. Data collected annually by the Statis­
tical Department of the MOH and Statistics and Census Bureau Of
 
the Contraloria General will be used to measure progress towards
 
these targets.
 

3. 	Project Outputs
 

The 	following project outputs have been selected to
 
address the major institutional and resources constraints on the
 

achievement of the project purpose, as identified by the sector
 
assessment:
 

1. 	provide on an integrated, low-cost basis access
 
to basic health care services and facilities
 

for communities representing approximately
 
25% of Panama's marginal population.
 

2. 	develop the public health sector's capacity to
 
train and utilize health assistants as the fun­
damental personnel staffing the rural health
 
delivery system.
 

3. 	Strengthen the integrated health services pro­
vided by the Ministry of Health and Social
 
Security Agency to the marginal population.
 

These three outputs have been identified as critical
 
to the implementation of a comprehensive system of public health
 
services, making both preventive and curative services available
 
to that segment of the population which has heretofore had little
 
or no access to these resources.
 

1. The first project output will be the provision
 
of primary health care services, as we'll as a systematic referral
 
system, for communities that represent approximately 25% of the
 
marginal population. Panama's population is highly dispersed,
 
with 72% of the rural population living in communities of less
 

than 500 inhabitants, according to statistics compiled for the
 
health sector assessment. Because of the limited resources avail­
able to address the health needs of the rural population, the
 

Government has elected to focus initially on 225 rural communi­
ties, or groups of communities in prQximity with one another
 
with unmet basic health needs and where there is the potential
 



for attracting inhabitants currently living in the surrounding
 
countryside. The auxiliary health worker will function at this
 
level to provide appropriate primary health services, and will
 
refer patients to the higher levels of the health care system 
when necessary. 

A pyramidal health care structure will be strengthened
 
through the provision, by 1981, of the following: a) 4 rural
 
health centers (constructed, equipped, and staffed); b) 14 health
 
subcenters(constructed, equipped, and staffed); c) 225 rural
 
health posts (constructed, equipped, and staffed). Adequate en­
vironmental sanitation conditions will be provided through:
 
a) construction of 300 rural aqueducts; b) installation of 400 
hand-pumped wells; and c) construction of 13,800 latrines. The 
nutrition component of this output target consists of a) 48 addi­

tional community gardens, averaging 5 hectares each, established 
and functioning, for a total of about 200 functioning gardens; 
b) 75 small animal projects. 

2. A second output financed under the Project is to strength­

en and enlarge the capacity of the public health sector for train­
ing and utilization of indigenous health assistants. This is a
 
crucial aspect of the program, for the health assistants will staff 
the rural health posts providing basic health services and a mech­
anism of referral through the health care system. This output
 
target will be verified to the extent that approximately 225
 
health posts are staffed with health assistants who will have
 
received adequate training in primary and community health care;
 
i.e., the basics of vaccination, first aid, child-birth, family
 
planning, MCH care, environmental sanitation, nutrition, commu­
nity organization and specific activities required to appropriate­
ly refer patients within the system.
 

Panamanian public health authorities are conscious of
 

the needs for expanding in-country training capacities for pre­
paring health assistants to carry health information and services
 
to families living in remote rural areas. This concern is prompt­
ed in large measure by the realization that many tasks now being
 
performed by doctors and other professionals can be performed by
 
less highly trained auxiliaries and community workers in order 
to effectively extend basic preventive and curative health ser­

vices at minimum cost. Furthermore, the health assessment in­
dicates that health manpower resources are unevenly distributed
 

to the detriment of the rural populace.
 



There is a vast and growing experience in the utilization
 
of paraprofessional personnel for the provision of health services.
 
Such experience has resulted in a nearly universal acceptance of
 
paraprofessional usage. Nevertheless, studies on the subject
 
generally emphasize the need for definition of the specific tasks
 
to be performed to help insure the paraprofessional's effective­
ness in upgrading the health status of the target population.
 
This is particularly critical where the paraprofessional is ex­
pected to function as a portal of entry into a larger health care
 
system, as is the case in this loan supported program.
 

InPanama, health assistants have been and continue to
 
be trained in Colon and Bocas del Toro provinces. Selected from
 
communities throughout their respective province, they receive a
 
four month intensive training program, sponsored jointly by the
 
MOH and CSS, in first aid) family planning services, child-birth,
 
and other basic maternal/child health care. They are also charged
 
with providing guidance and instruction to local Health Committees
 
and other community residents concerning personal hygiene, nutri­
tion and community sanitation. Each health assistant isassigned
 
to a specific geographical region and is expected to make periodic
 
visits to the families residing in their region. The health as­
sistants are visited periodically by agronomists, nutritionists,
 
physicians and nurses operating out of the nearest health center
 
or hospital. Inaddition to supplying the auxiliary with medical
 
supplies, the more experienced medical personnel attend to those
 
problems requiring priority or a higher level of medical compe­
tence. The community health worker also maintains up-to-date
 
medical records on the individuals living within the assigned
 
region, thereby providing a data base for identifying health needs
 
of the rural populace and the subsequent design of strategies and
 
programs to effectively deal with these health problems.
 

The health assistants will be selected and trained at the
 
provincial level by medical personnel with a working knowledge ci
 
the assistants' assigned tasks. The Project will fund educational
 
materials, training programs for the trainers, trainees' per diem,
 
transportation, and curriculum development. To ensure adequate
 
mobility within their assigned regions, health assistants will
 
also be provided with appropriate transportation; e.g., horse,
 
small boat, etc.
 

3. Article 107 of the 1972 Constitution of the Republic of
 
Panama stipulates that the government health entities, including
 
autonomous and semi-autonomous institutions, shall be integrated
 
organically and functionally. Inaccordance with this mandate,
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the two principal public health sector entities - Social Security
 
and the Ministry o'lHealth - have begun to integrate their health
 
care systems at the provincial level. The integration process was 
initiated in 1973 in the provinces of Colon, Bocas del Toro and
 
Veraguas, and subsequently in Los Santos, Herrera, and Chiriqui.
 
Current plans indicate that most of the provinces will have ini­
tiated the integration process by 1976. The health systems es­
tablished in the integrated provinces are administered by the
 
General Directorate of the Social Security Agency, although in a 
functional sense they use as their point of reference basic health
 
programs developed by the Ministry of Health.
 

The clear intent of the integration mandate is to provide
 
an organizational framework within which the available public
 
health sector resources may be more rationally employed, partic­
ularly for the benefit of marginal population groups currently
 
excluded partially or completely from health care coverage. The 
health sector assessment indicates that, with the basic exception
 
of paraprofessionals (i.e., auxiliary nurses and community health 
assistants), the medical manpower constraint to improved health 
care for marginal groups is geographical distribution rather than 
absolute numbers. A consolidated public health care system will 
facilitate optimal resource allocation, thereby reducing the 
duplication of medical facilities and manpower which presently 
undermines "salud igual para todos". With each passing year the 
integration process has been refined with a view to developing a
 
single provincial health care budget based on agreements reached
 
at the national and provincial levels between CSS, MOH, the Juntas 
Municipales de Salud and representatives of local communities.
 

The improvement of MOH and CSS health care systems will
 
be achieved to the extent that by 1981 health objectives, poli­
cies, and functions will have been uniformly established and ad­
ministered at both the national and provincial levels. As part
 
of the continuous evaluation of the proposed project, periodic
 
reviews will be conducted by the GOP to monitor the progressive
 
coordination and consolidation of the various administrative
 
elements - managemenit, purchasing, transportation, laboratory 
analysis, budgeting, accounting, data gathering, maintenance,
 
and medical services. As the integration process takes form,
 
the integrated systems will be more rigorously evaluated to de­
termine their managerial and organizational capacities for:
 
(1) enumerating health needs, estimating extent to which needs
 
are being met, estimating impact on health status of meeting
 

needs, identifying priority health needs; (2) identifying alter­
native strategies for meeting health needs, estimating resource
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requirements for each alternative, estimating extent to which
 
each strategy would meet needs, defining strategy within the
 
context of one or more health programs; (3) executing programs
 
according to plan; and finally, (4) evaluating the extent to
 
which the programs meet the defined health needs, the impact of
 
meeting needs on the communities' health status, and the cost
 
of the program operation in terms of (a) the need met, (b) im­
provement in health status.
 

The health care system evolving from the integration 
process must be adequately structured and effectively administer­
ed to ensure better health care coverage at reduced unit costs, 
The assessment's findings with respect to administration and fi­
nancial control within the major health sector entities (MOH,
 
CSS, IDAAN) indicate a clear need for establishing more effi­
cient systems for purchasing, maintenance, data gathering, per­
sonnel administration, accounting, budgeting, and management.
 
As these functions are consolidated for MOH and CSS at the pro­
vincial and national levels, it is imperative that major ineffi­
ciencies be corrected at the outset. Technical personnel and
 
training programs will be financed under the loan project to
 
address these administrative constraints.
 

Specific components of these output targets have been
 
developed and tested in current Panamanian public health sector
 
programs. Coordination of the various components within the
 
timeframe indicated is the key to the GOP strategy in this pro­
gram. No one of these elements can individually solve the health
 
problems of the marginal population; only through a coordinated
 
upgrading of the entire health/nutrition/environmental sanitation field
 
can a significant improvement in the health status of the marginal
 
population be achieved. All of these activities will involve
 
direct participation of community residents through their Com­
munity Health Committees, thereby strengthening the capacity of
 
rural localities to address health as well as other development
 
needs. As a working principle, the public health sector does not
 
proceed with community-based health programs without the consent
 
and direct participation of the Community Health Committee or 
other local representative group. As the assessment and other
 
documentation point out, the record of Health Committee parti­
cipation in public health projects has generally been excellent.
 



The Role of Women in the Rural Health Delivery System Project
 

Women play a major role in the project both as direct bene­
ficiaries and participants. Most of the health services provided

through the health posts, subcenters and centers will directly
 
improve the health status of the female user population. For ex­
ample, the MCH component, the major function of the health posts,
 
will include pre-natal and post-natal counseling for mothers, and
 
health assistants will be trained to deliver babies. Mothers will
 
be advised on how to provide adequate nutrition for themselves
 
during pregnancy (resulting in fewer premature births, higher birth
 
weights, and improved chances for normal growth and development of
 
the infants), and for their children during the early years of
 
life. The referral system will allow potentially difficult births
 
to be identified early, so that women can receive attention at the
 
health center or subcenter, as required, resulting in fewer maternal
 
deaths. Immunization of young children will also help decrease in­
fant and young child mortality. Family planning services - supplies
 
and counseling - will be provided at the local level, at health
 
posts, centers and subcenters, so that these services will be readi­
ly available to the rural female population. Provided with household,
 
or at least community potable water sources, the laborious routine
 
of women inthese communities of securing water for drinking, wash­
ing, and cooking will be considerably relieved.
 

The project will, by design, involve women as active partici­
pants: most of the 500 health assistants and auxiliaries will be
 
women trained to deliver basic heal',h services. Previous perform­
ance has demonstrated that although the men in the community
 
construct the hen houses for the poultry projects, it is the women
 
who will operate the project and manage the production.
 



PART III - PROJECT ANALYSES 

A. 	 Technical Analysis of the Community Garden
 
and Poultry Programs
 

1. 	Background
 

As was shown in Part H1 A of this Paper, malnutri­
tion is a serious health problem in rural Panama. The INCAP 
nutrition survey of the late 1960s confirmed what many public 
health authorities already knew or suspected: a significant per­
centage of the rural population (1/6) was not satisfying basic 
caloric-protein requirements. Given (1) the highly dispersed 
nature of the rural population, (2) the Ministry of Agriculture's 
strategy of working almost exclusively with a few hundred campe­
sino groups to augment food production through highly mechanized
 
farming technieuqes, and (3) the inaccessibleness of nutritious
 
foods for the bulk of the campesino population, the Ministry of
 

Health concluded that a nutrition intervention was necessary at
 

the community level to help upgrade health standards. With loan
 
support from AID in 1973, a community garden program was strength­
ened and expanded in the rural sector. During the early phases of
 

the project the Ministry of Health had to recruit and train the
 
field technicians who were to be involved in the garden activities,
 

stockpile the various supplies and equipment necessary to carry out 
the project and select the target communities where garden and, sub­
sequently, animal raising projects would be initiated. At present
 

there are eighteen agronomists assigned to different areas through­
out the country and one chief agronomist, who also serves as over­
all supervisor, stationed in Panama City. Each field office is
 

further staffed witha home economist who trains women in the parti­
cipating communities with regard to proper preparation and use of 
the different vegetables, grains, and eggs produced in the gardens
 
and poultry projects. Once the people in a community have expressed
 
a desire to establish a food production project and fulfilled the
 

criteria for the establishment of a garden or poultry raising pro­
ject, an MOH agronomist then delivers a package of equipment, in­

cluding a small hand operated tractor, a mechanized irrigation sys­
tem, various hand tools, fertilizers, insecticides, fungicides and
 
vegetable seeds. He then works with the villagers in site prepara­
tion and planting the first crop. Initial operations also include 
seminars on proper agricultural practices. Follow-up visits to see 

how the garden is developing are conducted at least twice a month, 
with each visit lasting a half day or so. 

After somewhat more than two years of intensive
 

field operations, approximately 2,500 families are actively
 



of over 600 hectares
participating in the program with a total 


under cultivation in 133 rural communities. The results to date
 

have been mixed, however. Forty-three additional gardens
 
to:
have failed for a variety of reasons, but mainly due 

diffi­
in obtaining title to the
culties experienced by the community 


inadequate water resources for irrigating during the dryland, 
periods of the year,season, a shortage of labor during certain 

or the general unsuitability of the land for agricultural pur-


Recognizing these constraints, the Ministry of Health
suits. 

inearly 1975 tightened the standards for establishing new 

gar-


These criteria are the following:
dens. 


I. Gardens will only be established in communities
 

which have already organized a Community Health Committee, Agri­

cultural Club, Production Cooperative or other community organi­

zation seeking to promote the production of foodstuffs;
 

2. 	Availability of a minimum of five hectares of land
 

is either owned by the community
suitable for agriculture which 

rented under a formal arrangement for at least
 or which can be 


one year;
 

3. Suitability of at least three hectares of the se­
located near
lected land for the cultivation of vegetables and 


a source of water for irrigation during the dry season;
 

4. 	Availability of at least 15 families willing to
 

in the garden project who can be organized into
participate 

a manner which will allow continuous field
work groups in 


activity in the different crops;
 

The various farm tools, power equipment, seeds,
5. 

fertilizers and other materials provided by the MOH will be
 

utilized only for the production of foodstuffs through the
 

collective work of the community people;
 

6. The food output of the community garden is for
 

the participating families, with any excess being sold either
 

in nearby towns for the benefit of the participants.
locally or 


Gardens established in accordance with these criteria have been 

very successful, with no failures reported to date 

of the gardens initiated under the revised criteria. The 
for community gardens, theestablishment of tighter standards 

expansion of the number of agronomists assigned full time to
 



the garden program, improved supervision of the agronomists, agro­
nomists, and the addition of poultry projects in many of the commu­
nities augurs well for the future of this nutrition program since
 
these developments reveal versatility and a determination on the
 
part of the Ministry of Health to achieve the fundamental health
 
objectives of the project.
 

The experience of the MOH in the introduction of poultry pro­
jects has been better than expected. The projects have caught the
 
imagination of the local Health Committees who have shown themselves 
capable of managing them. To date, 40 poultry projects have been 
established and none has failed. Such projects require only a small 
plot of land and a lesser number of participating villagers to be 
successful. The community constructed hen houses are made of poles
 
and palm thatch obtained locall,f, with rice hulls, obtained from 
rice mills, used to cover the floor. The MOH provides 500 baby chicks 
and poultry rations to sustain the chickens until they reach egg pro­
duction age (usually 6 months). Vaccines to innoculate the chicks 
against the more common poultry diseases are provided and the agro­
nomists train the people in their use. Miscellaneous items such as 
feeders and waterers are also provided by the MOH. The men of the 
communities construct the hen house, although the village women 
usually operate the project after the chicks are delivered. Once 
egg production commences, the women manage the distribution and sale 
of the eggs. Egg production reaches a maximum about two months after 
initiation of laying. The villagers must of necessity sell approxi­
mately 50% of the production in neighboring markets to obtain suffi­
cient funds for purchasing additional stocks of poultry rations. The
 
remainder of the production is divided among the participating villag­
ers and consumed. Even if we assumed that the participating families 
consumed only 25% of their egg output, this would increase dietary
 
protein by about 15%, significantly reducing protein malnutrition. 
At present the MOH is supporting a single cycle in the poultry rais­
ing project. To maintain continuous year round production it will
 
be necessary to initiate a second cycle approximately 12 months after
 
the start of the first one. (See Graph III A-i.) This will require a 
second hen house and additional community participation. Since the 
MOH plans to provide stocks of poultry rations for only the first 
cycle, the entire cost of raising the second cycle will have to be 
paid from first cycle profits. Further refining of field operations 
will be required to allow for profitable commercialization of the 
poultry project. Specifically, the agronomists must train the com­
munities to maintain accurate records of input costs and sales re­
venues to ensure that sufficient savings are realized to initiate
 
the second cycle in a timely manner. Preliminary estimates indicate
 
that the poultry projects can be managed profitably by including com­
munity-grown corn with a purchased concentrate, establishing a rotat­
ing range, or altering the breed of chicken (e.g., Hy-Line) to reduce
 
feed consumption per unit of output.
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2. Evaluation Findings to Date
 

Efforts to evaluate the nutritional component of
 
the Rural Health and Nutrition Loan Project have met with some
 
resistance in the past, in part because evaluation, per se, was 
given less priority as a management tool than it deserved, but
 
also because of the difficulty in holding exogenous variables
 
constant in attempting to determine the nutritional benefits 
derived from eating the foodstuffs produced from the community 
gardens. During the past year, however, the Ministry establish­
ed a highly professional research unit (Direccion de Docencia e 
Investigacion) directed by a physician - epidemilogist. As we 
shall see in the evaluation section of this Paper, both USAID 
and the Ministry expect this unit to perform the major role in 
evaluating the health impact of the proposed loan project.
 

Data currently available to the Ministry severely com­
plicates a meaningful nutrition study at this time. To visualize the 
difficulty in obtaining production figures one must realize the 
absence of devices to measure and weigh produce, even grain at 
times. The result is that productivity estimates are, at best,
 
very crude. Because of the poor quality of the production data
 
for vegetables, and equally poor estimates of the amounts con­
sumed (or sold), the lack of base line status studies to measure
 
longitudinal, before and after, effects, and the perishability
 
of some of the crops carrying important nutrients (Vitamin A,
 
minerals), any estimates on nutritional well-being resulting
 
from the garden program would be invalid according to Dr.
 
Harold Rice, AID/W nutritionist. Nevertheless, given the state
 
of traditional agriculture in Panama, the widely dispersed 
nature of the farming population, the low consciousness level 
among campesino families as to what constitutes a healthy 
diet, a long dry season which precludes production without some 
form of irrigation, and a marketing system which channels food­
stuffs mainly to urban markets, the GOP and USAID remain con­
vinced that the basic design of this component of the program 
is appropriate as a tool for improving rural health conditions. 
Widely dispersed populations must master a number of different 
interdependent technological changes if they are to remain self­
sufficient at a higher level of well-being. Another way of say­
ing this is that same degree of organization and specialization
 
will be necessary to achieve a higher state of well-being. The
 
Health Committee was formed for this reason. Increasing commu­
nity organization in this project has been visualized to have
 
at least two effects, one avoiding or resolving problems in the
 
application of new technologies, another is the development of
 



more control and predictability over future events. 

A recent MOH survey of 51 garden projects indicated that
 
nearly 60% of the gardens were planting two, and in some in­
stances three, crops per year whereas before only one plant­
ing was possible. The significance of a second crop should
 
not be underestimated since it occurs, with irrigation, dur­
ing the dry season and permits a significantly higher level 
of food consumption than otherwise would be possible. Beans,
 
corn and other grains are generally grown during the dry season 
and subsequently stored../In the 51 garden survey, all but nine
 
are producing corn in thousands of pounds. The survey also
 
shows that 84% of the gardens are producing vegetables in the 
thousands of pounds and only seven are selling all of the pro­
duction, zhe rest consuming generally between 50 and 100 per­
cent of their production. See Annex G-1 for further details 
of this survey.
 

In addition to the production/usage survey, the MOH also
 
investigated general attitudes and levels of understanding con­
cerning the program and its objectives. 429 families in 18
 
communities were questioned in this survey. Some of the more 
salient conclusions are summarized below: 

1. 91.8% of the sample considered the community garden
 
to be important. The major reasons offered were: a) to obtain 
vegetables, b) to acquire foodstuffs inexpensively, c) to ac­
quire healthy foods, d) to improve nourishment, and e) to 
provide income. 

2. Acceptance rates were highest for tomatoes, cucumbers, 
bell peppers, squash, carrots, and cabbage; and lowest for egg
 
plant, okra and radishes. 

3. The vegetables with highest acceptance are generally
consumed as a salad; the rest are prepared in soups, stews, or 
fried.
 

4. 96% of those sampled indicated that the vegetables
 
were consumed by all members of the family; the balance indi­
cating that their children did not like the taste and therefore 
would not eat them.
 

5. Frequency of vegetable consumption during harvest season:
 

1/ (See Graph III A-2.)
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# of 
Fami I ies Percent 

Daily 94 21.9
 
Six times/week 2 0.5 
Five times/week 18 4.2
 
Four times/week 20 4.6 
Three times/week 74 17.2
 
Two times/week 150 35.0
 
Once a week 25 5.8
 
No information given 46 10.7
 

Total 429 99.9
 

6. 89.7% of those sampled indicated that vegetables
 
should be washed prior to their consumption.
 

The results of the survey indicate a high level of
 
acceptance for most of the vegetables grown under the program. 
This is significant as vegetables, with rare exception, are not 
part of the campesino's typical diet. Those vegetables not
 
readily accepted, such as egg plant and okra, will not be in­
cluded in the seed supplies of future garden operations.
 

3. Assessing the Programs' Future
 

The experience gained by Ministry personnel involv­
ed in the community garden program, and more recently with the 
poultry program, will serve to improve the effectiveness of 
these programs in the future. We have already noted several 
design changes with respect to the garden program. In this re­
gard, the Ministry is presently developing plans to form market­
ing cooperatives for groups of comnmunities in proximity with one 
another which have demonstrated sufficient interest and capabi­
lity at producing vegetables and eggs to warrant commercial ven­
tures. Although not originally conceived as production centers, 
the gardens and poultry projects are more likely to endure and 
expand on a self-sustaining basis rather than as a government 
welfare program. For the moment, the Ministry has selected 19 
communities for inclusion in this "second phase" of the project. 
Of these 19, a total of 7 started operations in 1972, 9 in 1973,
 
and 3 in 1974. Nine of the 19 have both garden and poultry pro­
jects and one has, in addition, the only successful in-land fish
 
raising project in Panama. All of these communities have expe­
rienced a continuous series of successful garden harvests and
 
are now knowledgeable about proper agricultural practices. The
 



MOH considers that these communities have attained the stage of
 
to produce grains, vegetables
development where they can continue 


and animal products without any direct support from the Ministry
 

other than occasional visits by an agronomist. Each of these
 

communities will develop a production plan for their "community
 

farm" which should result in crops being planted and harvested 
as an ex­to cover all nutrition needs of the community as well 


cess which can be sold, with the profits used to purchase neces­

sary agricultural inputs previously provided free by the MOH. 

To further the institutionalization of these marketing schemes, 
the 	MOH agronomists will assist the communities in developing
 

contacts with COAGRO (Federation of Agricultural Cooperatives)
 

and 	FEDPA (Federation of Credit Union Cooperatives). COAGRO
 

sells farm supplies and equipment to member cooperatives and
 

also provides technical advice concerning the development of
 
FEDPA would provide as­production plans and credit sources. 


sistance in developing a credit union for communities produc­

ing 	 in close proximity with one another, thereby facilitating 
their ability to secure credit.
 

With respect to garden/poultry projects in a more nascent 
stage of development, as well as those to be funded under this
 

loan project, the Ministry is planning to improve the communi­

cation system between the community and the MOH field technical
 

staff by establishing a voice communication (radio) system.
 

(This system will also serve the health assistant who will need
 

to consult: with higher level medical personnel from time to
 

time.) Learning successful agricultural practices is a long
 

term process and the sudden appearance of a plague of insects
 

or fungus wilt, or the breakdown of an irrigation pump, can be
 

very disconcerting to a newly organized group of farmers.
 

Radio contact with the MOH agronomist should substantially
 
alleviate potentially serious garden or poultry husbandry pro­
blems.
 

Table III A-I summarizes annual output, costs, and net
 

benefits for the 150 five hectare gardens. 1/
 
These estimates are considered reasonably ac­

curate as they are based on nearly three years of experience
 

with similar garden projects. The gross benefit/cost ratio
 

for 	the crop portion of the project is a very favorable 1.99
 

to 1, even after deducting an allowance of 20% for crop failure
 

and 	making conservative assumptions for both yields and prices.
 

Other benefits not subject to easy quantification, such as the
 

1/ 	Although fewer gardens (48) are contemplated under the pro­
ject, the benefit/cost ratio is the same.
 



introduction of better farming techniques and their spread effect, 
would likely increase the ratio substantially. The calculation
 
is for an average year after the project has been extended to all of
 
the communities. Prices for both inputs and outputs are based
 
on 1975 prices and assumed constant for projection purposes.
 



Table T_11i-i 
Projected Annual Output, Costs and Net 

Benefit from Crops Planted on 150 Community Gardens 
of 5 Hectares Each. 

(1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) 
(A) (B) 

Crop Yield per 
Hectare 

i_/ 

Nunber 
of Crops 

per Yr.2/ 

Area to be 
Allocated 

to Crop'
% Hect. 

Total Output Current 
per Year Wholesale 

(2)x(3)x(4B) Price 
., 

Value of 
Output 

(5) x (6) 

Cost per Cost per Total Cost 
Unit (With Unit (Excl. per Yr.(Excl. 
Labor) 5/ Labor) 5_/ Labor 6/15 9;1[)-(9 

ve: Benefi::s 
per Yr. (Excl. 
Labor Costs)7, 

Dry Beans 
Corn 
Rice 
Squash 
Cucunber 
Lettuce (leaf) 
Cabbage 
Tomatoes 
Green Peppers 
Onions 

1,500 lbs. 
3,000 lbs. 
3,500 lbs. 

20,000 lbs. 
35,000 lbs. 
20,000 lbs. 
20,000 lbs. 
45,000 lbs. 
20,000 lbs. 
40,000 lbs. 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

15 
20 
15 
10 
5 
5 
5 

10 
10 
5 

112.5 
150.0 
112.5 
75.0 
37.5 
37.5 
37.5 
75.0 
75.0 
37.5 

337,500 lbs. 
900,000 lbs. 
787,500 lbs. 

3,000,000 lbs. 
2,625,000 lbs. 
1,500,000 lbs. 
1,500,000 lbs. 
6,750,000 lbs. 
3,000,000 lbs. 
3,000,000 lbs. 

.18 

.07 

.09 

.08 

.12 

.24 

.10 

.20 

.15 

.15 

60,750 
63,000 
70,875 

240,000 
315,000 
360,000 
150,000 

1,350,000 
450,000 
450,000 

.150 

.038 

.066 

.064 

.108 

.066 

.050 

.109 

.109 

.109 

.054 

.022 

.049 

.048 

.082 

.041 

.033 

.064 

.072 

.072 

18,225 
19,800 
38,587 

144,000 
215,250 
61,500 
49,500 

432,000 
216,000 
216,000 

42,525 
43,200 
32,288 
96,000 
99,750 

298,500 
100,500 
918,000 
234,000 
234,000 

Total - - 100 750 - - 3,509,625 - - 1,410,862 2,098,763 

Less: Allowance 
for Failure, 20% 8_ 701,925 

Total 2,807,700 

Benefit/Cost ;atio 2,807,700 * 1,410,862 = 1.99 



FOOTNOTES TO TABLE III A-i
 

1/ 	Yields per hectare for all crops were estimated with the
 
help of technicians from USAID/Panama and Ing. Agronomo
 
Tomas Ugarte, the agronomist in charge of the project at
 

the Ministry of Health.
 

2/ 	 The number of crops per year (2) is based on the assumption 

that irrigation will be available during the dry season. 

Perhaps by the end of project the number of crops per year 

can be increased to three as the communities gain more ex­
perience in the proper utilization of improved agricultural 
techniques.
 

3/ 	 The figures in this column are based on observations of 
hectarages planted in community gardens during the previous
 

three years' activity. 

4/ 	Wholesale prices for most of these products were obtained 

from a publication entitled, Informacion Agropecuaria -
Precios Recibidos por el Agricultor, published by the
 

Direccion de Estadistica y Censo in December of 1975.
 
For products not listed in that publication, price esti­

mates were provided by USAID technicians and Ing. Ugarte
 

from the Ministry of Health.
 

j./ Column 8 estimates the cost of production per pound with
 

labor included, while column 9 shows the cost with labor
 

excluded. These cost estimates were calculated by USAID/
 

Panama technicians and Ing. Ugarte of the Ministry of
 

Health using various documents published by the GOP and
 
experience gained in the field during the past three years. 

6/ 	Total production cost per year in column 10 excludes labor
 
costs. The rationale for excluding this production factor
 

is that: (a) labor is itself the beneficiary of the project;
 

and (b) its value in alternative uses is probably very low.
 

./ 	The net benefit per year in column 11 is the difference
 
between columns 7 and 10.
 



As a result of the past three years of experience in theprevious project it was felt advisable tr deduct 20% from 
the gross value of the output to allow for crop failures.
 
Certain communities have had crop failures due to unfavor­
able climatic conditions including drought and excessive
 
rains as well as serious insect and disease outbreaks. 
Note, however, that even with this allowance the benefit/

cost ratio is still a very favorable 1.99 to 1.
 



B. Technical Analysis of Potable Water
 

and Sanitation Facilities
 

1. Background 

The interrelationship between the level of 
health of the population and the provision of adequate sanita­
tion facilities is well known. Numerous epidemiological studies 
have identified water as the principal agent in transmitting 
typhoid, cholera and bacillary dysentery. Lack of adequate water 
for drinking and bathing contributes to the spread of diarrheal 
diseases in the developing world - of which there were some 29,000 
reported cases in Panama in 1974. While these and other parasitic
 
diseases can be liked to unsanitary conditions, documenting the
 
extent to which improved water and sanitation can reduce such dis­
eases is difficult, since alternative vectors exist and diseases
 
which are epidemic in nature may be absent in project areas tem­
porarily. In the Republic of Panama, one can observe that among
 
the ten leading causes of death (See Table III B-i) appear gastro­
enteritis, infant mortality (all causes), and tuberculosis. These
 
diseases are closely related to the level of environmental sanita­
tion. Mortality and morbidity rates are also high for other en­
vironmentally-related diseases such as diarrhea, parasites, typhoid,
 
and infections. Table III B-2 shows the number of cases of com­

municable diseases reported in 1974. It is clear that the human
 
and economic cost of an unsanitary environment is great.
 

The Government of Panama through the Ministry
 
of Health has recognized the importance of preventive medicine.
 

Therefore a prime concern has been the provision of adequate water
 
supplies and human waste disposal facilities. These facilities
 
can ireatly affect the health level of the population directly by
 
1) reducing the incidence of water-borne diseases, diseases trans­
mitted through the improper disposal of human waste, and diseases
 
related to lack of rersonal cleanliness, and indirectly by 2)
 
helping to improve the nutritional level of the population by pre­
venting diarrhea and other gastroer,."erical diseases. By lowering
 
diarrhea, one can in effect raise the amount of food the body can
 
utilize even though the actual intake may remain constant.
 

There are two agencies within the Government
 
of Panama which have direct responsibility for providing domestic
 
water to communities. The IDAAN (National Water and Sewerage
 

Institute) has responsibility for providing water to communities
 
with a population of 500 or more. In all communities of 500 in­



8th Edition 
 Position 

No. of Deaths 
 Rates
 

I1CDA 
410-414 

190 
1 

.94Causes 
1 Ischemic heart disease 

197 
896 

-V7T 
736 

1970 
62.5 

1974 
45.5 

800-999 
E 800-E999 

4 2 Accidents, suicide and 
homicide 

485 698 33.8 43.1 

140-209 2 3 Neoplasms 576 630 40.1 38.9 
430-438 

480-486 

000-009 

5 

3 

4 

5 

Cerebrovascular disease 

Penumonia 

428 

526 

539 

414 

29.8 

36.7 

33,3 

25.6 

561 

305.5 

6 6 Castroenteritis 344 222 23.9 13.7 

630-634 
760-779 

8 

9 

7 

8 

Infant, mortality all causes 

Complications of pregnancy,child birth and the. puerperium 

203 

199 

203 

200 

14.1 

13.9 

12.5 

12.3 
010-019 7 9 Tuberculosis 211 171 14.7 10.6 
390-392 10 10 Diseases of the circulatory 

system 
103 150 7.2 9.3 

Total/lO leading causes 
3,971 3,963 276.8 244.9 

Other Causes 1 8705 841 1,8245 787 130.4407.2 112.7
357.6 

Death per 100,000 inhabitants 
Source: Eatudistjcen Vitales, D.E.C. 

Table TITT B-1 -The fen leading causes'of medically certified deaths. 
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DISEASE 


Typhoid Fever 

Paratyphoid Fever 

Other types of Salmonellosis 

Bacillary Dysentery 

Food-borne Intoxication 

Amebiasis 

Diarrheal Illness 

Tuberculosis, all forms 

Tuberculosis, respiratory system 

Brucellosis 

Diphtheria 

Pertussis 

Scarlett Fever 

Erisipela 

Tetanus, all forms 

Tetanus, newborns 

Chicken Pox 

Measles 

Yellow Fever 

Infectious Hepatitis 

Mumps 

Malaria 

Leishmaniasis 


NUMBER OF CASES
 

10
 
97
 
24
 
36
 
65
 

350
 
29,041
 

898
 
851
 
4
 
2
 

691
 
799
 
583
 
101
 
17
 

642
 
508
 
4
 

232
 
899
 

1,240
 
81
 

Table III B-2 - Communicable Diseases reported In 1974
 



habitants or more, 100% of the population has reasonable access
 

to potable water, although only 93.2% of the population is in
 
fact connected to the community system. Responsibility for pro­

viding water to the rest of the population is vested with the
 

Ministry of Health. Due to poverty, ignorance, poor nutrition,
 

and an unsanitary environment, the people living in the small vil­

lages of rural areas are the very ones that are most susceptible
 
to illness.
 

Great strides have been made toward improving
 

the health of the rural poor through the water supply program of
 

the Ministry of Health, with the cooperation of AID through Loan
 
525-L-040. Since the implementation of the program, 352 aqueducts
 

have been constructed. Table III B-3 shows the current population
 

coverage of water supplies and sewage and human waste disposal
 

systems in the urban and rural areas.
 

A survey conducted by the Ministry of Health
 

demonstrated that the overall decrease in diarrhea in communities
 

where aqueducts have been installed has been 57.3%. 1/ However,
 

in those areas where a latrine construction program has been im­

plemented, the decrease has been much more dramatic. In the prov­

ince of CocI6, for example, where 92.2% of the population is serv­

ed with either latrines or water-borne waste disposal systems, the
 

incidence of diarrhea was reduced by 67.7%. This demonstrates the
 

value of a program that combines the provision of a safe water sup­

ply and a safe human waste disposal system. The same survey dem­

onstrated dramatic reductions in other diseases related to the en­

vironment: Infections, 44.3% decrease; parasites, 65.2% decrease;
 

gastroenteritis, 57.1% decrease; typhoid, 64.2% decrease. There
 

was a 42.4% increase in the number of families reporting, "no ill­

ness." Table III B-4 shows estimated diarrhea rates by province
 
before and after the construction of aqueducts.
 

1/ Minis'terio de Salud de Panama, Direcci6n de Docencia e
 
Invest igaci6n, Evaluaci 6n Socioe on6mica en 66 Acueductos
 

24
 Rurales en la RepOblica de Panama, 1976, p. .
 



ITEM TOTAL 
Number % 

URBAN 
Number % 

RURAL 
Number % 

Population 1,636,000 100.0 820,000 49.8 826,000 50.2 

Population with 1,259,200 76.5 820,000 100.0 439,200 53.2 

water supply 
available 

Aqueducts 
Sanitary wells 

994,250 
264,950 

60.4 
16.1 

820,000 
0 

100.0 
0 

174,250 
264,950 

21.1 
321 

84.2 797,900 97.3 588,100 71.2
 
Population with 1,386,000 

sewage or excreta
 
disposal system
 

36.3 591,280 72.1 5,720 0.7
Sanitary sewer 597,000 

3.3 55,000 6.7 0 0


Septic tank 55,000 

Sanitary latrine 734,000 44.6 151,620 18.5 582,380 70.5
 

Table III B-3 - Population covered with potable water and/or sewage disposal system
 

Source: IDAAN
 



PROVINCE CASES OF DIARRHEA PER 1,000 PEOPLE 
Before Aqueducts After Aqueducts 

Bocas del Toro 61.8 26.0 

Coc16 62.6 20.2
 

Col6n 45.4 34.5
 

ChiriquT 49.5 21.3
 

18.9
Herrera 32.3 


Los Santos 42.0 15.2
 

Panam6 56.7 28.5
 

Veraguas 108.2 35.9
 

26.4
NATIONWIDE 61.9 


TableJl B-4 - Diarrhea rates by province before and after 
construction of aqueducts. Rates in "cases/ 
1,000 population."
 
Source: Op. Cit., Evaluaci6n Socioecon6mica
 
en 66 Acueductos Rurales, p.31.
 

The 	 infant mortality rates, which are a good 
index of general sanitation levels, have shown a marked decrease
 
with the installation of the aqueducts and otherenvironmental
 
interventions in the rural areas. (See Graph 11 B-i) 

2. 	Criteria for the Selection of Communities to
 

Receive Aqueducts
 

There are various financial, technical and
 

political criteria in the decision to locate a rural aqueduct.
 

The more important of these are as follows:
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a. 	There should be an adequate source of water, both in
 

quantity and quality, which previous research by the
 

Department of Engineering of the MOH has certified.
 

b. 	There must be a need in the community for potable water
 
Special
and a deficiency in the supply of the same. 


be given to areas with a high incidence
importance will 

of diarrheal diseases or other waterborne diseases.
 

c. 	The population should be between 300 and 500 persons
 

with a concentration of houses such that it will not
 

be uneconomical to construct the aqueduct or household
 
IDAAN installs
connections. As previously indicated, 


water systems for communities of over 500 people. Com­

munities with fewer than 300 people are generally con­

on economic grounds, to warrant an
sidered too small, 

aqueduct unless they have the potential for population
 

growth.
 

d. 	There must be interest in the community in solving its
 

water problems, which will be indicated by their agree­

ment to the following:
 

(1) 	organize itself by establishing a local health com­

mittee;
 

(2) 	the community must actively participate in the
 

construction of their water supply system;
 

(3) 	the community must provide 20% of the total cost
 
of the work;
 

(4) 	the community must take care of the equipment,
 

tools and materials used in the construction of
 

the 	effort;
 

(5) the community will administer, operate and main­

tain the aqueduct with supervision of the MOH, and
 

conform to established norms which include the
 

local payment of monthly quotas established for
 
This 	quota wi.'l varythe 	consumption of water. 


depending on whether it is a commercial establish­

ment, private homes, etc. It is to be noted that
 

supervision and maintenance responsibility for the
 

aqueduct is a community responsibility. The MOH
 



passes the aqueduct legally into the hands of the
 
community through a formal document, so that no
 
ongoing maintenance costs are accrued by the Min­
istry of Health.
 

e. The community must be sufficiently accessible to per­

mit 	 the transportation of equipment, supplies, materials, 
and 	MOH supervisory personnel for carrying out the work.
 

f. 	Political criteria for locating an aqueduct are similar
 

to those for locating a health post; that is, it must
 

have the approval of the Junta Local, the Junta del Dis­

trito, and the Junta T6cnica Provincial.
 

3. 	Community Organization
 

Before a community is assisted in the construc­

tion of an aqueduct, the Ministry of Health requires that a local
 

organization be established for the operation and maintenance of
 

the system. Inmost cases, the Health Committee has assumed this
 

responsibility. In a few cases, committees with such names as
 

"Committee for Improvements," or "Community Board" have been es­
tablished. It is interesting to note that none of the aqueducts
 

constructed so far have failed. Pumps have been repaired, equip­
ment has been upgraded, and lines have been extended. Those com­

munities beyond the reach of electrical power were fitted with
 

diesel or gasoline powered pumps. As the rural electrification
 

program has reached those areas, the fuel powered pumps have been
 

replaced with the more economical and maintenance-free electrical
 

submersible pumps, and the salvaged fuel powered pumps have been
 

used elsewhere. Table III B-5 demonstrates the trend favoring
 

electric over diesel, and diesel over gasoline. Diesel motors
 

are more efficient, economical, and maintenance-free than equiv­
alent gasoline motors. 

TYPE OF PUMPING INITIAL CURRENT
 
EQUIPMENT PERCENTAGE PERCENTAGE
 

Gasoline 43.1 % 15.6 %
 

Diesel 52.9 56.8
 

Electric 	 4.0 27.4
 

Table III B-5 - Percentages of types of pumping
 
equipment used at the beginning
 

of the aqueducts program and
 
currently.
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Fees charged to the population for the use of 
the w&ter vary from $0.50 to $2.00 per household per month. One
 
would eXpect that people would feel that this was high, consider­
ing the low economic level of the communities served. However,
 
the survey conducted by the Ministry of Health revealed that 84.5%
 
of the people felt that the rates were fair. Only 10% felt that
 
it was too high, and a surprising 4.6% felt that the rate was
 
actually too low.
 

Certain other indirect benefits have been ob­
served in the communities where aqueducts have been constructed.
 
There has been a tendency of the population to concentrate in
 
these villages from the surrounding rural areas. This tendency

is v;ewed as a benefit because of the ease with which the popula­
tion car, then be served with other services, and because of the
 
fact that quite often the migration is proceeding from the rural
 
areas to the small villages rather than from the rural areas to
 
the already overcrowded cities of Panama and Colon. InColon prov­
ince many of those moving to the small villages were coming from
 
the city of Colon itself, which is quite congested. Since the
 
construction of the aqueducts, there has been a rise in population
 
of 26.7% in the communities served. In the aforementioned survey,
 
12.8% of the respondents that identified themselves as "newcomers"
 
specifically stated that they had moved to that community because
 
of the new water system. Another indirect benefit has been a pro­
nounced tendency to make othe'r improvements once the water system
 
has been installed. There appears to be a desire by the community
 
to improve streets, schools, houses, etc., once they have been
 
able to observe at first hand that progress can be made. Inmany
 
cases people requested assistance with the construction of la­
trines after seeing the value of a more sanitary environment.
 

4. Proposed Work
 

Construction of sanitation facilities is pro­
jected in areas where such facilities currently do not exist. In
 
these areas water is being obtained from rivers, streams, and ponds

which are quite subject to contamination. The water is hauled in 
tin cans to the homes, providing yetanother opportunity for con­
tamina.ion. Human excreta is generally disposed of in the open.
 
The cycle.for disease transmission is then complete, in that patho­
genic organisms can be transmitted from feces to hands or to food,
 
and back into the body (oral-feca'l cycle). Water is not used to
 
a great degree for personal and home cleaning because of the dif­
ficulty in transporting it. It is precisely in the areas not serv­
ed with senitation facilities that diarrhea, gastroenterities,
 



typhoid, and a host of other environmentally-related diseases are
 
preva lent.
 

The Ministry of Health proposes to construct
 
small aqueducts in communities where the density and number of
 
houses is such that a community type system is justified. The
 
systems will be designed with simplicity uppermost in mind. A
 
typical system will have a 6" well fitted with a pump that can
 
provide one day's supply of water in six to eight hours. Selec­
tion of pump will depend on local factors such as availability of
 
electricity, depth of well, volume of water expected, etc. The
 
well installation will be protected with a wellhouse, which could
 
eventually be used as a place to inject chlorine or fluorides into
 
the water if the need arose. A water storage facility will be
 
situated such as to provide a minimum pressure of 5 psi. The dis­
tribition main will generally be about 6,000 linear feet of 2" PVC
 
(Poly-vinyl-Chloride) pipe, and the house service lines will be
 
3/4" PVC pipe. PVC pipe will be used because of its advantages
 
over other materials. It is simple to install and repair. It is
 
light and long lengths can be handled easily by one man. It will
 
not corrode, and is not as likely to be subject to mineral incrus­
tations as other materials. It is economical, and is manufactured
 
locally. Incases where high-pressure pipe is necessary, a suit­
able grade of PVC can be obtained for the particular application.
 
The design used by the Ministry of Health is simple, durable,
 
economical, and easy to operate and maintain.
 

Inareas where the density and number of houses
 
does not justify a community system, each house or group of houses
 
will be provided with a 4", well, fitted with a conventional hand
 
pump. The hand pumps will be located as close to the house as prac­
tical in order to encourage their use. Provisions will be made for
 
spilled water to drain away and not cause a nuisance.
 

Latrines built under this project will consist
 
of a hole in the ground, dug by the homeowner, with a pre-cast
 
concrete slab placed as a cover, and ? structure constructed out
 
of available materials. Special care will be taken in the indi­
vidual designs to insure that access is denied to flies and other
 
vermin into the pit itself.
 

The MOH has the proven capacity for installing
 
annually 100 aqueducts, 300 hand pumped wells, and 10,000 latrines.
 
Since the project's target outputs for these components are well
 
within the Ministry's capacity, no difficulties are anticipated
 
in comple:ting this phase within the life of the project.
 



5. Alternatives to Aqueduct Program
 

The Ministry of Health has considered all pos­
sible alternatives in providing water to the rural villages and
 
scattered homes. Where feasible, springs have been developed,
 
and gravity systems provided in order to simplify operation and
 
maintenance. Where a spring is not available, wells have been
 
constructed and utilized. The only alternative to these two water
 
sources is a surface supply. Surface supplies have to be treated
 
in crder to be utilized because they are generally contaminated
 
and contain suspended materials that need to be removed. Treat­
ment facilities are expensive to construct, operate and maintain,
 
and require skilled personnel for operation. -I_ Fo! this reason,
 
utilization of surface supplies is not being considered. The only
 
other alternative is a "no action" one, which would simply mean
 
that no solution will be sought for the problems discussed earlier
 
in this section.
 

Itwould be ideal to have everybody served with
 
water through an aqueduct, but unfortunately, there are many homes
 
that are scattered, and running a pipe to them would be completely
 
unfeasible. For these homes the project will provide individual
 
drilled wells. Drilled wells are preferred to hand-dug wells, be­
cause the latter are more susceptible to contamination once they
 
are in operation.
 

6. Alternatives to Latrine Program
 

The two basic alternatives to the latrine pro­
gram are a more sophisticated method of sewage and human excreta
 
disposal or a "no action" alternative. A more sophisticated ap­
proach could be either a community sewer system with some means of
 
treatment that would insure no pollution of the environment, or
 
septic tank systems for each indiviuual dwelling. Either one of
 
these alternatives would be much more expensive than the latrines.
 
The "no action" alternative would to a great extent negate the
 
value gained from the aqueducts by continuation of the practice
 
of open human waste disposal. The possibility of disease trans­
mission through direct contact with the feces or through mechani­
cal transmission by flies and other insects would continue to be
 
very real.
 

1/ Recent World Bank study shows likelihood of much higher cost
 
involved in the use of surface water by comparison to wells
 
or even aqueducts.
 
See Village Water Supply, p.81.
 



C. Technical Analysis of Health Posts, Health Assistants,
 
Subcenters and Rural Health Centers
 

Introduction 

The Health Sector Assessment has already indicated 
the pyramidal structure of the integrated health system, which 
Panama is in the process of developing. The proposed project 
will plug directly into this framework, providing critically 
needed assistance to effect its more rapid implementation. The 

hierarchy of referrals and relationships from health posts 
through regional hospitals is laid out in full detail in Annex 

I For each province there isa listing of each regional 
Fibspital, the health centers dependent upon it and the sub­
centers and health posts dependent upon each health center. In
 
this structure the existing facilities are clearly differentiated
 
from those proposed to be built in this project. It is evident
 

that the proposed facilities are to be located where clear gaps
 

exist in current coverage, with the health posts representing
 
a large scale effort at the lowest level.
 

Several distinct levels of medical attention and health
 
The first level, the health
services are offered in this system. 


post, will offer attention to the most remote rural populations
 
through the health assistant to be trained to staff it. The
 
second step is the health subcenter, which is differentiated from
 

the first level by the addition of dental capabilities and staff­

ing by a nurse auxiliary who has been given deeper and more com­

prehensive instruction in primary and community health care. When
 
cases are too complicated for either a post or a subcenter they
 
are to be referred to the health center. The functional relation­
ship of the distinct levels of this integrated structure isa two­
way relationship. The health assistant will be able to refer
 
patients upward, while at the same time he/she receives norms of
 
control and follow-up for each of the patients in the community.
 
Inaddition, the health center level with its superior resources
 
of doctors, nurses and equipment will be assigned a geographical
 
area of responsibility for a given number of posts and subcenters.
 
Each of the doctors working in a health center will be responsibl3
 
for covering a geographical sector, whose size will depend on
 
terrain, population density, and ease of communication. Within
 
that sector he will be directly responsible for and in charge of
 
supervising, advising, and training of the health assistants on
 
a continuing basis through periodic visits to the assigned zone.
 
The decision to use doctors for such direct supervision, rather
 

than nirses, is based on the experience in Bocas del Toro Province
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where over the past two years a pilot project using health
 
assistants has been carried out. InBocas, direct supervision
 
by doctors gave superior results to supervision by nurses or
 
auxiliaries. Direct supervision by physicians will be facil­
itated on a continuous basis through radio communications during
 
health center working hours, and through similar radio hookup to
 
Regional Hospital emergency rooms during hours when health centers
 
are closed.
 

With this proposed supervision and communication, along
 
with continuous follow-up of paticnts by the health assistant,
 
itwill be possible to determine the communities' health status.
 
The number and cause of outpatient visits, operating costs, and
 
number of visits per doctor and health assistant will facilitate
 
evaluation of the program and Its impact on health status.
 

This project will specifically deal with these levels
 
inthe system most directly beneficial to the marginal rural
 
population. Thus 225 health posts are prcposed, 300 assistants
 
trained to staff them (20% attrition rate anticipated), 14 health
 
subcenters and 4 rural health centers. These new facilities will
 
fill gaps inthe existing system as well as reach out to commu­
nities not properly serviced by the public health care system in
 
the past.
 

Health Posts
 

The health post isdesigned to become the first line of
 
primary care inthe rural areas; in fact, itwill represent the
 
first time that much of this target population will have been
 
serviced by any type of medical care facility. The idea is to
 
construct, or where possible use existing buildings, of approxi­
mately 38 sq. meters insize, divided into 2 rooms. Itwill
 
serve as the location and operating point for the health assis­
tant serving that area. Itwill, therefore, provide the lowest
 
cost approach to health care for the rural dispersed population,
 
previously unreached on a regular basis.
 

Criteria for Locating a Health Post
 

At the outset an attempt ismade to locate a health
 
post so as to maximize the population served within a radius of
 
2 hours walk from the facility. This is a worldwide WHO standard.
 
Therefore, in looking at location sites for health posts a major
 
consideration is areas which currently are more than that distance
 
away from the nearest health facility.
 



Related to the above, preference is given to locating
 
health posts in a community or a cluster of communities with a
 
population from 200 to 500 people. It is necessary to recall
 
the tremendous dispersion of population in Panama into more than
 
9,000 population sites with 500 or less population. In 1970
 
there were 5,897 communities with between 50 and 99 inhabitants,
 
and 1,597 communities with 100 to 499 inhabitants.
 

One of the typical ways of locating a health post will
 
be to choose a site which is among 4 or 5 populated places of
 
25 - 50 or 50 - 100 inhabitants; then the health post will serve
 
several communities, totaling two to five hundred people.
 

If each of the proposed 225 health posts in this project
 
serves 500 persons, then a total of 112,500 people will be served.
 
If an average of 5 communities is served per post, then 1,125
 
communities previously unserved will be reached.
 

Several other criteria are also used in selecting the
 
site for a health post. These include:
 

1. Health indices or health indicators in the areas
 
where the health post is to be located show health
 

status to be below national or provincial levels.
 

2. Unfavorable environmental health conditions exist
 
in the area, but the area is favorable to improve­

ment. That is,water, waste, garbage, and housing are in a
 
condition requiring community attention and public sector support,
 
and a favorable climate exists in the community for making this
 
response. The location of a health post will serve as a nucleus
 
for organizing such a response.
 

3. Since the GOP has a broader community development
 
policy than just health, one of the criteria for
 

locating health posts is that they be situated in zones of
 
comnunity development designated by the Ministry of Planning
 
so as to assist in promoting overall integrated rural develop­
ment.
 

4. Groups susceptible to modification in motives for
 
improving their health exist in the community.
 

This will be determined through surveys by health educators and
 
community workers in the areas.
 

5. There must exist the possibility of maintaining on­
going supervision, support services, supply, etc.,
 

in an efficient manner.
 



6. There must be previous recommendation by the
 
Regional Health Director.
 

7. There must also be political support in the commu­
nity for the location of the health post. The
community, through the Junta Local, which iscomposed in part
by the community health committee, along with the local political


functionaries, must give its approval. 
 The Junta del Distrito
(the District Board) as well 
as the Junta Tgcnica Provincial

(Provincial Technical Board) must also give its approval to the

location of a health post. 
This assures coordination among

District and Provincial levels as to the allocation of funds

and the location of facilities, ina wedding of technical and
 
political support.
 

8. No health post will be built unless the community

itself or the cluster of communities can provide
one or two candidates for health assistants to staff the health
 

posts.
 

Demand for Health Services
 

The actual need for additional health posts can be
easily documented. As a rough estimate, we can use the percent­
age of rural population not covered by services in 1975, which

according to the MOH was 75%, or some 600,000 people. 
 Ifwe
 assume 3.2 visits per served population (as actual 1974 visit
data indicate), some 1,900,000 unmet visits existed in 1974.
 
If each post served only 1760 visits per year (8/day/220 day
year), then 1,080 posts would have been potentially needed for

100% coverage in 1974. This figure is probably very high, how­ever, since itassumes all additional rural coverage only through

health posts, none through health centers or subcenters. Italso

is based on 3.2 visits/served population. A figure much lower

in ru7'al areas than urban could be expected; the 3.2 figure isa
 
national aerage including urban areas where the number of visits
is nigher.Y_
 

Ifwe assumed only half of the now uncovered rural popu­lation (300,000) would be covered by posts (the rest by subcenters

and centers), and only 2 visits/person/year, then only some 341
 
posts were needed in 1974 -- 300,000 x 2.0 visits + 1760 visits/
 
post.
 

I/ Served population is only 25% of the rural population; total

visits/total population of Panama for 1974 is less than .7
 
visits per person.
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With a projected rural population in1980 of 938,090

this would mean 59 more posts needed by 1980, given the latter
 
assumptions, for a total of 400.
 

If the population in the rural areas begins to con­
centrate in larger numbers, as official GOP policy is trying
 
to promote, the posts can be expanded to become subcenters or
 
centers since they are built on a modular design with this ex­
pansion capability.
 

Health Assistants
 

The search for low cost alternative facilities to im­
pact on the rural areas has resulted inthe development of the
 
health posts concept. A complementary ingredient in the delivery
 
system at this level isa low cost person to deliver services, a
 
health assistant who can be located inthe remote rural community.
 
Itwould be very costly to prepare persvns with the technical
 
capabilities of those in large urban areas. At the same time,
 
these disperse communities are not able to offer the working
 
conditions adequate enough to attract quality technical people
 
from urban areas and in fact, the tendency is to emigrate
 
from the rural areas. Even if personnel such as doctors and
 
nurses could be attracted to remote rural areas the cost of
 
maintaining such a staff would be prohibitively high for the
 
government to bear. Finally, important communication barriers
 
would exist between people of university level education and
 
the campesinos of the remote rural areas.
 

Taking into account the above, the MOH has decided to
 
utilize the strategy of preparing health assistants. This
 
person would work out of the health posts described above. The
 
healt, assistant's major duties will include vaccination, first
 
aid, maternal/child care, including family planning, and promoting
 
environmental sanitation, good nutrition, and community develop­
ment ingeneral. The assistant will also refer patients, as
 
appropriate, to higher levels in the health care system. In
 
addition to the health services traditionally delivered in a
 
health center or hospital, the health assistant would be a commu­
nity leader, a community developer in all areas, but particularly
 
health. Assisting inorganizing communities to construct aqueducts,
 
wells, and latrines, along with the community health committee,
 
would be part of the assistant's responsibility. Getting the
 

l/ Official projection of Direcci6n del Censo, Panama.
 



committee motivated to develop along these lines will also no
 
doubt lead to community development efforts in other areas, such
 
as housing, and so forth.
 

Criteria for Selection and Location of Health Assis­
tants.
 

1. The health assistant must live or decide to live
 
in the area where he/she expects to work.
 

2. 	It is important that the health assistant be
 
accepted by the community and enjoy prestige in
 

the community. This is a major consideration in the MOH strat­
egy in selecting health assistants. Existing persons at the
 
community level connected with health activities, such as mid­
wives, curanderos, or other personnel already enjoying prestige
 
due to their health background, would be likely candidates. How­
ever, the MOH prefers community selection of candidates, and not
 
specific recruitment of such candidates.
 

3. 	Capacity to accept and learn supervision. The health
 
assistants are to be given psychological tests before
 

being placed and this is considered an important component in
 
successful training.
 

4. The hea"th assistant must have the ability to
 
communicate well and relate well with the community
 

residents. Candidates will therefore be interviewed by higher
 
level personnel before being placed.
 

5. The assistant should have completed primary school.
 
However, a person able to read and write with less edu­

cation may be accepted if experienced in health matters and respect­
ed by the community.
 

6. 	The assistant should be 18 or over.
 

7. 	The assistant should be healthy, able to travel,
 
and well trained. This means that young candidates
 

would more likely be selected even though older persons may have
 
developed more prestige in the community due to longer experience.
 

8. 	Either sex may qualify as assistants depending on
 
community norms and preferences.
 

In general, the selection process for health assistants
 
is similar to norms developed by WHO.
 



Sufficient health assistants must be trained over the
 
next 4 years to staff the 225 health posts proposed for con­
struction. This isestimated Lo be 300 people, due to anticipated

attrition of 20% or so.
 

Annex J presents a detailed technical methodology
for developing the task structures of tae health assistants, 
helping to insure their optimum training and impact on commu­
nity health needs. Protocols will be developed relating to the
 
above methodology, including appropriate referral procedures

to follow, so that patients are properly referred upward and
 
then no further than necessary. The health assistants will be
 
supervised by medical personnel from the health center for that
 
region.
 

Health Subcenters
 

The subcenter is a small establishment with a full-time
 
nurse auxiliary, a part-time sanitarian, and periodic visits by

personnel from the supervising health center.
 

In 1975 there were 105 subcenters of varying sizes.
 
Some in fact had operating costs close to those of small rural
 
health centers making them difficult to distinguish. A subcenter
 
should serve a minimum population base of 2,000 people. The 14
 
subcenters proposed inthis project are to be located at the
 
sites indicated inAnnex I
 

Health Centers
 

As of 1975 the MOH had a total of 76 health centers -­
24 with an MCH annex, 52 without such annex. The standard health
 
center has been located in rural areas where larger communities
 
exist, and incertain periurban areas where a mass influx of poor

rural population has settled - the urban barriadas. Generally a
 
health center will have the following facilities and equipment:

waiting room, medical and dental examining rooms, pharmacy,

laboratory, emergency treatment area, sanitary inspector's office
 
and administration. From this, one can infer the staffing re­
quirements for a center.
 

Inareas where there is either high birth rates and/or

difficult access to hospital maternity care, an MCH annex may

be added to the basic center, and in other cases one or two beds
 
exist for overnight observation and treatment.
 

The new health centers are to serve a population of
 
15,000 to 20,000 people. Such a population already exists in
 



SonS and in Santiago, where centers are proposed. A third
 
center is proposed inLas Minas, due to expected economic de­
velopment and population growth. Las Minas currently has a
 
populdtion of 8,000 people. Inthe case of El Llano, itwould
 
be the only health center for all of eastern Panama Province
 
and the western half of Darien Province, an enormous land ex­
panse, even though the immediate area has only 4,200 people.
 

The second criteria for locating health centers is
 
directly related to their role in supervising, training and
 
assisting subcenters and health posts in their region. The
 
pattern of this relationship isshown in Annex i .
 

The program of health centers being proposed by the
 
GOP represents a modest increase of 4 rural health centers,
 
althcugh each is large in size and staff.
 



D. Engineering Analysis
 

1. General Description 

The Engineering and Construction phase in which AID
 
is expected to participate will entail a number of varied compo­
nents. These components range from relatively simple and rudi­
mentary community water supply projects, serving domestic needs,
 
to the construction of well equipped health centers and sub­
centers which will serve both as an upward referral point in the health
 
system, and as an administrative supervision point for a larger 
geographic area including posts, aqueducts and gardens. The pro­
pbsed construction represents a continuation of the Ministry of
 
Health'sefforts to develop/Realth delivery system which pro\ des 
basic preventive and curative health care services to an increas­
ingly largersegment of the rural population.
 

Technical and professional guidance and assistance
 
for planning, design, procurement, construction and operation of
 
the proposed facilities will be furnished by the Ministry through
 
its architectural, engineering and other technical divisions.
 
These divisions have considerable experience in design and de­
velopment of facilities similar to those proposed for this pro­
ject.
 

The Ministry maintains a complete staff of archi­
tects, engineers, surveyors, well drillers, as well as a limited
 
inventory of materials, equipment and vehicles. Additionally,
 
it contracts, as appropriate, skilled tradesmen (plumbers, ma­
sons, carpenters, electricians, etc.) required to carry out its
 
construction programs in both rural and urban areas.
 

In addition to some 187 health facilities which
 
have been constructed by the MOH throughout the Republic of
 
Panama, s'.ce 1956 a total of 4,976 hand pumped wells have been
 
installed, and since 1968 some 352 rural aqueduct systems have
 
been put into operation. The provision of these basic services
 
by the MOH has been a major factor in helping the inhabitants of
 
rural areas to meet their water supply needs. It is based on
 
thisextensive experience that the Ministry staff has planned 
and developed a program for the proposed health posts, health
 
centers, community water supply systems, and latrine units.
 



2. 	Health Posts
 

a. 	General Design Aspects - The typical unit which 
has been proposed by the Ministry is a simply
 

designed facility which can be easily constructed and maintain­
ed. Maximum emphasis has been placed on utilization of locally
 
available materials and the community's labor force. Since few
 
specialized building techniques or materials are anticipated,
 
the community is expected to provide much of the materials, skil­
led labor, when available, through a "self-help" type construct­
ion approach. Under this arrangement the Ministry will provide
 
the community with any particular components that are difficult
 
to o3tain and also supervision and inspection assistance from
 
the provincial or national level. Where a self-help approach
 
is not deemed to be feasible, the units will be built directly
 
by the MOH.
 

b. 	Construction Approach - A standard health post
 
unit will be 35 square meters and it is expect­

ed that the nature of government assistance and self-help effort
 
to construct the 225 units will vary with different locations.
 
Since only minimum plumbing, wiring, masonry, or other skilled
 
worker requirements exists, the community's self-help effort 
will concentrate on only a few simple tasks which can be pro­
vided from locally available labor resources. The MOH will pro­
vide the engineers, inspectors and administrative personnel re­
quired to administer construction of health posts at the various
 
locations throughout the country. A typical health post will be
 
constructed with materials such as cement block walls, timber 
truss and a corrugated metal roof. Because the construction
 
standards are simple, there will be no need to acquire and ope­
rate costly construction equipment.
 

c. 	Construction Costs: The land, design, super­
vision, labor, construction management and basic
 

construction materials will form the major part of the GOP/com­
munity contribution to construction costs. AID will assist in
 
the 	 purchase of some materials and general construction expenses. 
The following costs are based on design data prepared by the MOH
 
for construction of the proposed health post units. Design con­
cept and equipment listings are provided in Annexes G-2 ,and G-3, 
respectively.
 



SINGLE UNIT (HEALTH POST)
 

A.I.D. GOP COMMUNITY
Item 	 $..SML_. 

Land
 
1.00 - - 500.00500 S.M. 500.00 


Construction
 
600.00
130.00 4,000.00 ­

35.3 S.M. 4,600.00 


Design/Super­
vision and
 

460.00
460.00 

Management
 
Construction 


(10%)
 

0 0 	 2,00000
Equipment 2,.
 

1,100.00
Totals 7,560.00 - 6,000.00 460.00 

225 (Total Units Proposed) X 7,560.00 = $1,701,000 

d. 	Site Selection: The standardized and uniform
 
not re­design of the basic health post will 


quire any special or unusual site characteristics. Land and
 

space to expand is not anticipated to be a problem in the rural
 

to be constructed. Where pos­areas where the health posts are 

to be acces­sible these units will be located in such a way as 


sible to several small communities and close enough to community
 

services to utilize existing utilities, where available.
publir 

In order to make the units accessible for the target groups to
 

be served, maximum consideration will be given to those sites
 

having ideal topography characteristics. Community officials
 

and KOH staff will combine efforts to insure that the health
 

posts will be located at sites which take into consideration
 

the community's overall planning objectives and growth project­

ions of the districts.
 

http:7,560.00
http:6,000.00
http:7,560.00
http:1,100.00
http:4,600.00
http:4,000.00


3. 	 Health Centers and Sub-Centers 

a. 	General Design Aspects - The MOH has developed a 
design concept which allows the basic health post
 

unit to be expanded to a "sub-center" health facility. This
 
sub-center facility can also be further expanded, by increasing 
the 	number of rooms, to a complete rural health center facility.
 
A total of 4 rural health centers and 14 sub-center units are 
proposed for the current four year loan financed construction
 
prog ram.
 

The 	same basic design principles which have been
 
established for the health posts are planned for these larger 
un;ts. Because the centers are larger and somewhat more complex 
units, greater emphasis will be placed on direct MOH technical 
staff inputs. The MOH technical staff's design for the centers 
encoti,-ages maximum utilization of locally available building 
materials and construction techniques. 

b. 	Construction Approach - Based on the design concept
 
for the proposed health centers, the MOH plans to
 

implement a "force-account" type construction program which will
 
permit completion of the facilities with its own resources. The 
MOH 	plans to maintain total control and supervisory responsibi­
lity over the various construction activities. This responsibi­
lit 1 will include construction material and equipment procure­
ment and installation, site preparation, and the actual physical
 
completion of the facilities. To carry out the above, the MOH
 
will atilize its architectural, engineering and construction
 
management personnel. Overall responsibility for coordinating
 
and scheduling construction activities will rest with the Plans
 
and Proiects Division of the Ministry of Health.
 

c. 	Construction Costs (Health Centers): The following
 
costs are based on design data prepared by the MOH
 

for 	construction of the health centers (rural and sub-center 
units). Design concept and equipment listings are provided in
 
Annexes G-2 and G-3, respectively.
 



(SINGLE UNIT - HEALTH SUB-CENTER)
 

ItemL $$/S. M. A.I.D. GOP COMMUNI TY 

Land 500.00 1.00 - 500.00 
500 S.M. 

12,900.00 - -Construction 12,900.00 155.00 

83.0 S.M.
 

Des ign/Super­
vision and 1,290.00 - - 1,290.00 
Construct ion
 
Management
 

(10)
 

- 4,000.00 -Equipment 4,000.00 


Totals 18,690.00 - 16,900.00 1,290.00 500.00 

14 (Total Units Proposed) X 18,690 = $261,660 

d. Site Selection (Health Centers) - As with the
 
health post, the site selection process will be
 

based on the concept of a network of health posts which are
 
supervised by a sub-center, and in turn by a rural center.
 
Since the health center facilities (both sub-center and rural) 
are larger units, a more detailed analysis of prospective sites
 
will be required. The considerations of proximity to public
 
ser.iices, utilities, and roads which will make for easy access
 
by cemmunity target groups, and for travel to its circuit of
 
posts will be major factors. Location maps showing community
 
boundaries, existing and proposed facilities, topography and
 
utilities are being used by the MOH to make the final determi­
nation of construction sites.
 

REMODELING AND RENOVATION OF EXISTING FACILITIES
 

In addition to the construction of new facilities, the MOH
 
intends to remodel and/or renovate fifty existing health center 

http:1,290.00
http:16,900.00
http:18,690.00
http:4,000.00
http:4,000.00
http:1,290.00
http:1,290.00
http:12,900.00
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and sub-center facilities. The primary objective is to maximize 

utilization of existing facilities and also bring them into con­

formity with design criteria established for the units which are 

to be constructed as part of this project. The extent of remo­
deling or renovation required is based on evaluations and cons­

truction estimates done by the Ministry's technical staff. Even
 

though the immediate concern is construction of the new facili­

ties, the MOH recognizes the need to improve existing health
 

centers and sub-centers in order that they also can meet the 
increased health care and treatment requirements of the rural 
commun it ies. 

In the past, AID has participated in the Ministry's ongoing
 

health center renovation and remodeling program by providing 
grant funded financial assistance. A total number of sixty-seven
 

health center facilities throughout the country have benefited
 

from this assistance. Under this program the MOH provides mate­

rials, labor, supervision, designs and plans to upgrade and ex­

pand sub-centers and centers in the rural areas of the country. 
under
 

As part of the AID contribution/ this loan, $349,000 has
 

been allocated for the remodeling and renovation of existing
 

health center and sub-center facilities.
 

(SINGLE UNIT - HEALTH CENTER)
 

Item 	 . $/S.M. A.I.D. GOP COMMUNITY
 

4,000.00
Land 	 4,000.00 2.00 - ­

2,000 S.M.
 

Construction 46,620.00 180.00 46,620.00 ­

259 S.M.
 

Design/Super­
vision and 4,662.00 - - 4,662.00 
Construction
 
Management
 

-- 20,000.00 -Equipment 20,000.00 


Totals 75,282.00 - 66,620.00 4,662.00 4,000.00 

4 (Total Units Proposed) X 75,282 = $301,128 

(Note: 	Construction cost figures include a built-in inflation
 
factor based on an annual increase of 12%.
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4. 	Aqueducts. Hand Pumped Wells and Latrines
 

a. 	Aqueducts (Domestic Water
 
Supply Systems). 

Design Aspects - The rural aqueducts systems will
 
comprise the following:
 

1. 	A source, usually a 6-inch cased well with
 
slotted-pipe prefabricated screen, over 80 
feet deep.
 

2. 	A centrifugal pump and 10 hp diesel motor. As
 
an alternative, an electrical submergible pump
 
and motor will be used where electric power is
 
available.
 

3. 	A supply main and distribution network with
 
individual house connections.
 

4. A storage and distribution reservoir.
 

Basic design criteria will be as follows:
 

1. 	A supply capable of furnishing 30 gallons per
 
capita per day (gpcd) - i.e.,twice current 
population. 

2. 	A pumping capacity, coordinated with storage,
 
to limit pumping to 8 to 10 hours per day.
 

3. 	A minimum distribution system pressure of 10
 
pounds per square inch. 

4. 	Individual house connections and limited public
 
taps.
 

Since treatment costs would be prohibitively high, efforts
 
will be concentrated in the development of the deeper ground­
water sources to effectively eliminate contamination hazards.
 
However, where the needed quantities can be readily and more 
economically developed from nearby springs, this will be done.
 

The pumping facility to be installed, either within the
 
well casing or a pump suction pit supplied from surface flow,
 



will be housed for protection of the unit, both from vandalism
 
and the elements.
 

The source will be developed as close to the center of us­
age as practicable. This will minimize the length of the supply
 
main. This main, together with the distribution network, will
 
consist of either polyvinyl chloride (PVC) plastic tubing and/or
 
galvanized steel pipe. Experience has shown that, in the lower 
pressure ranges below 20 pounds per square inch (psi), locally 
manufactured PVC pipe has performed well. In the higher pres­
sure ranges and in the more complex piping layouts, such as for 
pump discharges and for inlets and outlets to tanks, imported 
galvanized steel pipe will be utilized. 

Under this program it is proposed, as practicable, to pro­
vide individual house connections to bring the water supply into
 
the household. Closed storage and distribution tanks of either
 
reinforced-concrete or welded steel-plate are proposed. Where
 
the topography permits, a reinforced-concrete reservoir will be 
located and constructed on the ground at a selected high point
 
near the center of consumption, and thus will serve as an ele­
vated tank. Where thi-., is not practicable, a pre-fabricated,
 
welded, steel-plate reservoir will be installed on a reinforced­
concrete or welded steel pipe tower.
 

b. Hand Pump Water Supply Systems
 

Rural population centers of 50 to 100 inhabitants, with
 
a scattered and dispersed housing layout, may not fully justify 
expenditures for a complete system with distribution and storage.
 
Under these conditions, the Ministry proposes to locate up to
 
two 3-inch or 4-inch diameter wells per system in which hand
 
pumps will be installed for public usage.
 

c. Costs - The Ministry will procure and furnish all mate­
riels, vehicles and equipment including that portion to be fi­
nanced from loan funding. For rural aqueduct supplies the fol­
lowing Table D-I summarizes materials and construction costs for
 
300 systems. Costs are further proportioned between the Ministry 

(GOP), community and AID to identify each party's participa­
tion. These data are based upon costs analyses and reviews pre 
pared by the Ministry Sanitary Engineering Department of its 
existing program, and all systems are projected to utilize a 
ground water source. However, this will not preclude the deve­
lopment of surface sources should the planning analysis show
 
these to be more feasible. 



i 

TABLE III D-1
 

ESTIMATED MATERIAL AND CONSTRUCTION COSTS
 

THREE HUNDRED - RURAL AQUEDUCTS 

(UNIT - U. S. DOLLARS) 

(SINGLE UNIT) A. I. D. G. 0. P. COMMUNITY
 

Wels. (Development, Casing, Screen)
 
100 n. Feet. Galv. Steel 6" dia. 2,100 650
 

and . Ln. feet Stainless steel well
 
screens.
 

Pump Houses (Structure, Pump and
 
Motor) 30 Gal. per min. Centrifugal
 
Pump. and 10 HP Diesel Motor and 2,000 300 350
 

Couplings.
 

Storage Tank (Tower and Tank) 4000
 

Gal. Prefabricated Steel Tank on
 
Welded Steel Tower or Concrete 750 200 1,300
 

Tank and Tower
 

Distribution Net - Pipes - (Supply-

Street Mains, House connections
 
6000 In. feet P.V.C. 1-1/2" to 8,400 500 3,B50
 
2-1/2 200 In. feet Galv. pipe 2"
 

to 3" 6000 In. feet P.V.C. 1/2 to
 
1" and valvs accessories, etc.
 

misc. (Shovels, picks, wheelbarrow) 100
 



TABLE III D-I (Cont'd)
 

RURAL AQUEDUCTS
 

(SINGLE UNIT) AID GOP C0V,'JUN TY
 

Skilled Labor (Mason, Plumbers 3;200 300
 
Carpenters)
 

etc.)
 

TOTALS 13,350 5,850 6,300
 

TOTAL (AID) 13,350
 

TOTAL (GOP/COMMUN ITY) 12,150
 

OVERALL TOTAL (SINGLE UNIT) 25,500
 

Transportation (Fuel, Oil, Tires, 500
 

Right of Way 500
 

Planning 500
 

TOTAL NUMBER OF UNITS PROPOSED 300
 

300 X $25,500 $ 7,650,000.
 

(Total Cost 300 units)
 



--

TABLE III D-2 
NJ ESTIMATED MATERIAL AND CONSTRUCTION COSTS 

FOUR HUNDRED - DOMESTIC HAND PUMP WATER SUPPLIES 
(UNIT - U. S. DOLLARS) 

(SINGLE UNIT) A.I.D. G.O.P. COMMUNITY
 

Well - (Development, Casing)
 
80 In. feet. Galv. Steel 4" 300 440
 
dia. well casing
 

Hand Pump and Cylinder 110 


Pipe 70 In. feet 1-1/4" dia. 
Galv. steel pipe and 70 in. 90 40 
feet of 7/16 steel rod 

Concrete Pad for Mounting
 
Pump and Installation 30 60 60
 

Transportation (Fuel, oil, 
tires, etc.) -- 40 -­

-- 100Right of Way 


TOTALS 530 540 200
 

TOTAL (AID) 530
 
TOTAL (GOP/COMMUNITY) 740
 
OVERALL TOTAL (SINGLE UNIT) 1,270
 

TOTAL NUMBER OF UNITS PROPOSED = 400 

400 x $1,270 = $508,000 (Total Cost 400 units) 



AnnexG-2presents sketches of a typical installation for
 
a ground water supply system. 

Similarly Table D-2summarizes the materials and construct­
ion cost for 400 hand pump ground water supplies for the smal­
ler population concentrations. Annex G-2 presents sketches of 
a typical installation. Responsibility for maintaining and re­
pairing existing wells iswith the Ministry Sanitary Engineer­
ing Department which has a commendable record of upkeep for the
 
200 systems installed under AID Loan 040.
 

.d.Latrines - The Ministry of Health has decided that
 
latrine construction be included as an integral part of its 
rural environmental sanitation program. Ineach province of 
the country the construction of latrines has been the most 
feasible solution inhelping to satisfy basic excreta disposal
 
requirements at the small rural village level. Ministry policy
 
isdirected toward insuring that each household has, as a mini­
mum, this simple and easy to construct sanitary unit.
 

COSTS: (SINGLE UNIT)
 

AID GOP Community Total
 

Latrine House - 68 32 100
 

Concrete Pad & Seat 60 - - 60 

Excavation - - 8 8 

Totals 60 68 40 168
 

Total Number of Units proposed = 13,800 

13,800 X $168 = $2,318,400. (Total Cost for Latrines)
 

5. Maintenance of Facilities 

a. Water Supply Systems
 

The responsibility for maintaining and operating
 
the community water supply systems will be assumed by each local
 



water supply administrative committee. Training and guidance,
 
together with any needed technical and engineering assistance,
 
will be provided by the Sanitary Engineering Department of the
 
Ministry of Health. This operational practice, based on the
 
experience-record under its existing domestic water supply pro­
gram, has proven sufficiently effective to warrant its conti­
nuat ion.
 

Vehicle and equipment maintenance will be the responsibili­
ty 3f the Ministry, and this will be performed within its pre­
sent maintenance program and practices. The Ministry now has 
veh'cle and equipment maintenance shops in Panama City, Agua­
dulce and David, each under the supervision of a qualified 
mester mechanic and helpers and which have been effective in
 
keeping its pieces operable, well past usual life expectancies.
 

b. Latrines
 

Since this basic unit represents an investment of 
time, labor and materials by the individual tamily or household,
 
the maintenance requirements will primarily be the responsibili-­
ty of the family members. Periodic maintenance inspections and
 
guidance will be provided by MOH sanitary inspectors to insure
 
satisfactory upkeep in accordance with MOH regulations and
 
standards.
 

c. Health Posts and Health Centers
 

As with aqueducts, hand pump wells and latrines, the com­
munitieswill assume the basic responsibility for maintenance 
of the health posts and health centers proposed for construct­
ion. The MOH will rely heavily on the willingness of the com­
munity's inhabitants to actively participate in efforts to keep
 
the buildings in proper condition. A plan for maintenance of
 
the buildings will be developed by the local health committees
 
under the guidance of MOH staff. These committees will assume
 
responsibility for identifying and solving problems concerning
 
upkeep and general repair. The community's health committee
 
plays an important role in promoting the idea that effective
 
maintenance is the key to the successful operation and function
 
of these facilities which will be constructed as a service to
 
the community.
 



6. Implementation Plan 

The implementation of the engineering planning and
 
design, construction and operation phases of the health posts,
 
health centers, and water supply projects will be based on the
 
procedures established and followed in previous building con­
struction and domestic water supply 'systems (aqueducts, hand
 
pumped wells), latrines and health posts. The degree of com­
munity input (self-help) is expected to be a significant factor.
 
Construction of facilities of this type under a cooperative ar­
rangement is an established practice and with government help
 
in providing some equipment, guidance, and money, the facilities
 
can be completed with a minimum of difficulty.
 

The rural health centers represent a considerably
 
larger construction task for the Ministry. Based on the over­
all construction climate in the country and its experience in
 
handling construction projects of equivalent size and complex­
ity, the MOH plans to execute this work under a "force account"
 
type of arrangement utilizing its own technical staff to imple­
ment the construction phase.
 

The following represents an outline schedule of project
 
requirements and timing for the implementation of construction
 
activities:
 

Activity Fr TO 

Aqueducts, Hand Pumped Beginning of Loan - End 1977 
Wells, Latrines, Health (25% of total require-
Posts ments completed) 

Additional 25% segments to be com­
pleted at annual intervals through 
to the end of CY 1980). 

Health Centers and Beginning of Loan - End 1980 
Sub Centers 

See Annex G-4 for a more detailed implementation
 
schedule for the various construction components of the project.
 



7. Method of Reimbursement 

The fixed amount reimbursement method (FAR) is antici­
pated for use in the various construction comporents of the pro­
ject. This method, which is to be used for health posts, health
 
centers, sub-centers, latrines and aqueducts, provides for AID
 
payment of a "fixed" previously agreed amount to the MOH after:
 
(1) the MOH has satisfactorily completed the project construct­
ion according to previously agreed specifications and plans, and
 
(2) AID has inspected the project (s)to see that it has, in
 
fact, been completed according to the specifications.
 

USAID engineering staff will monitor and conduct period­
ic inspections to satisfy themselves that the various project
 
elements are being implemented in accordance with agreed speci­
fications in order to facilitate final inspection and accept­
ance. As the units are completed, USAID will make the final
 
inspection and, if acceptable, reimburse the MOH the agreed
 
amount per completed unit.
 

8. Technical Feasibility
 

The engineering phases of the project, involving the
 
planning and construction of health posts, sub-centers, health
 
centers, latrines, rural aqueducts, and hand pump wells, are
 
based on standards and procedures developed and currently prac­
ticed by the Ministry through its Sanitary Engineering and Plans
 
and Projects Depts. InPthplementation of these types of projects, 
the engineering staff has furnished assistance and guidance In
 
planning, design, construction, operation and maintenance.
 

Based on this experience, the Ministry has developed
 
the preliminary planning and cost data for the proposed cons­
truction activities. The construction will be implemented in
 
accordance with established and accepted standards and prac­
tices. Cost data, prepared by the Ministry, are based on this 
previous experience and include a 12% allowance for estimated
 
annual price increases which could influence material and equip­
ment procurement, more than the actual construction which will
 
be performed on a force account and community self-help basis.
 

It is considered that the technical and engineering
 
requirements of FAA 611 have been met.
 



E. Environmental Analysis
 

The Project described herein can be divided into three
 
categories for convenience in analyzing effects of the proposed

activities on the environment. These categories are:
 

(1) The construction of health services facilities.
 

(2) The construction of community and individual
 
sanitation facilities.
 

(3) The development of community gardens and small
 
animal farms.
 

1. The Construction of Health Services Facilities
 

a. Project Description
 

The Ministry of Health plans to construct thrca
 
basic types of health services facilities: Health Posts, Rural
 
Health Sub-Centers, and Rural Health Centers. The Health Posts
 
are small ( 35 sq. meters), two-room structures located inremote
 
rural areas. Rural Health Sub-Centers are slightly larger ( 83
 
sq. meters) and provide more services. Rural Health Centers are
 
259 sq. meters in size, service the larger rural population
 
centers and provide overall supervision and assistance to the
 
various sub-centers and health posts within its area of influence.
 

b. Possible Negative Environmental Impact
 

The new health facilities could possibly have
 
the following negative impact on the environment:
 

(1) Utilization of land area that might be
 
available for alternate uses;
 

(2) Changes in traffic patterns;
 

(3) Generation of solid wastes;
 

(4) Additional use of domestic water from exist­
ing supplies and a corresponding increase in
 
sewage flows;
 



(5) Generation of noise and dust during the
 

construction period.
 

c. Proposed Mitigation Action
 

None of the above negative impacts are significant.

Inorder to minimize adverse effects: (1)care will be taken to
 
select sites such as to make optimum use of land, (2)existing and
 
future traffic patterns will be taken into account, (3)in those
 
cases where solid waste pickup and disposal by local authorities
 
are available, these services will be used; inother cases, proper

sanitary disposal of solid waste will be incorporated into the
 
plans, and (4)provision of adequate water sources and waste dis­
posal systems will be incorporated into the design of the centers
 
located beyond the service of community water and sewage systems.
 

d. Alternatives to Proposed Project
 

The only available alternative to the proposed

construction of health facilities is to not construct them. The
 
provision of direct health services and health education which
 
will tend to enhance the health level of the population surround­
ing the centers far outweighs the minor negative environmental
 
impact.
 

2. Construction of Individual and Community Sanitation
 
Facilities
 

a. Project Description
 

The Ministry of Health plans to construct commu­
nity aqueducts serving small villages, hand-pumped wells, and
 
latrines (pit privies). The aqueducts will consist of a drilled
 
well, an elevated storage tank, about 6,000 linear feet of 2"main,

and service lines with a private yard faucet adjacent to each home.
 

b. Possible Negative Environmental Impact
 

The new community and individual sanitation facil­
ities could have the following negative impact on the environment:
 

(1) Possibility of overpumping the aquifer;
 

(2) Spillage of water at faucet and hand pumped
 
well sites causing puddles which could become
 
mosquito breeding areas.
 



-70­

c. Proposed Mitigation Action
 

Pumps will be sized according to test pumping
results. 
Adequate drainage will be provided at individual faucets
 
and hand pumped well sites.
 

d. Alternatives to Proposed Project
 

(1) More sophisticated water and sewage systems
could be provided. 
However, the cost of this alternative would
be much higher, and would not allow the coverage that is anticipated

with existing funds.
 

(2) A "no action" alternative. The provision of
safe, potable water to individuals as opposed to their hauling un­safe water from other sources, the incentive that the available
 
water provides for personal cleanliness, and the disposal of human
excreta in a sanitary manner will all contribute to an enhanced
environment. 
 Excreta disposed of in the open can promote fly breed­
ing, transmission of a number of diseases, in addition to being an
esthetic nuisance. 
The "no action" alternative would allow the
environment to continue as it is, rather than to be improved.
 

3. Development of Community Gardens and Small Animal Farms
 

a. Project Description
 

The development of community gardens and small
animal farms is a multi-purpose activity designed to stimulate
community action, improve the economy of the area, introduce new
agricultural techniques and products to the population, and to
improve the nutritional intake of the population. The gardens and
farms are run by a community health committee which receives tech­nical assistance from a trained agronomist provided by the Ministry
of Health. 
Products from the gardens and farms are consumed by
the participants, and the excess is sold for cash.
 

b. Possible Negative Environmental Impact
 

The gardens and small animal farms could have the
 
following negative impact on the environment:
 

(1) Potential for erosion of new land opened for
 
agriculture;
 

(2) Potential for pollution of domestic water
 
supplies or surface streams by improper use
 



of pesticides, herbicides, and fertilizer;
 

(3) Pollution and fly-breeding areas resulting
 
from improper disposal of feces from small
 
animal farms.
 

c. Proposed Mitigating Action
 

The community garden and small animal farm projects

will be developed,as in the past, with the technical assistance of
 
an agronomist. Measures will be taken to insure that land erosion
 
is prevented, and that chemicals are applied to the land in such a
 
way is to prevent pollution of bodies of water. Feces resulting

from the small animal farms will be cleaned daily and disposed of
 
ina sanitary manner such as composting.
 

d. Alternative to Proposed Project
 

The community garden and small animal farm projects 
appear to be the only means of achieving the multiple goals desired. 
A "no action" alternative certainly would not bring about any im­
provements inthe well-being of the community. 



F. Financial and Economic Analysis
 

Financial and Administrative Capability.
 

The models used in the following section to analyze
 
that an
Panama's medical services delivery system show 


average real increase of only 5% annually in the current
 

operating budgets of the MOH and CSS would provide the
 

financial resources needed to support the proposed health
 

sector expansion. Expenditures in the-rural areas have
 

increased from 24% of the total MOH health budget in 1970
 

to 30% in 1974, an increase of 27%. This shift in allo­

cation of MOH resources to-ward the rural sector during
 

a period of increasing urban population is a clear
 

of overall GOP policy of increasingly focusingreflection 
toward the rural sector. It is
efforts and resources 


estimated that a continuation of this trend, as manifested
 

by the proposed rural oriented expansion of health
 

resources, will increase the rural proportion to roughly
 

40% by 1985. This increase is held back by the need for
 

additional specialized hospital beds at the national
 

level, but which actually serve the entire country.
 

The MOH has demonstrated its Capability to
 

implement an AID loan which encompassed elements similar
 

to those in the proposed loan, such as gardens, poultry
 

raising, latrines, wells, and aqueducts, as well as
 

However, the sector assessment iden­medical facilities. 

tified areas of inefficiency where improvements were
 

needed in various management and financial areas. This
 

is discussed in more detail in Section IIA 5. The
 

savings that could result from the proposed system as
 

demonstrated by the models do not include consideration
 

as a result of management technical
of potential savings 

assistance planned under the loan.
 

From 1970 to 1974, the C.S.S. total expendi­

ture budget expanded at an average rate of 19.2% annually
 

compared to a 21.4% annual growth rate in its income.
 

Income is comprised of contributions, premiums, andreturn on
 

investments. Only about 50% of Panama's workers are
 



covered by C.S.S., and the majority of those not covered
 

are in agricultural areas.
 

The C.S.S. expenditure budget in 1975 was 
The strong
$97.9 million, and $115.8 million in 1976. 


financial position of the CSS is indicated by income
 

increasing at a rate greater than expenditures, which
 

makes it self-sufficient and even able to have an active
 

and financially viable investment program.
 

of the CSS budget currently
Approximately 70% 


is spent in Panama City, where 70% of those covered by
 

From 1970 to 1974, the average annual expen-
CSS live. 

diture in the capital increased by 168%. At the present
 

time, the funding for the inteYrated system is coming
 

from two separate entities but lunctionally integrated
 

Since MOH and CSS use different
at the provincial level. 


accounting and budgeting systems, it is impossible to
 

gather any sound budget or cost information from the
 

organizations themselves on the results of the integra-


No central accounting system
tion carried out so far. 


exists within the MOH, and the system utilized by the
 

Controller General is not conducive to the development
 

of the type of cost analysis which would be useful in
 

analyzing the effects of this new system or which could
 

be used as a basis for management decisions. Obviously,
 

it is not going to be possible to consolidate or to
 

require conformity between the MOH and CSS systems.
 

The point at which to establish a sound financial infor­

mation system is at the provincial level, where the
 

annual plan is prepared and where the funds from the two
 

sources are integrated to implement the system.
 

Establishment of standard programming, budgeting,
 

accounting, and reporting at the provincial level is
 

critical to the development of managerially useful
 

financial information. It is important that a standard
 

system be adopted as soon as possible to preclude the
 

further development of disparate systems in the
 

provinces.
 



Economic Analysis of Medical Services
 
Delivery System
 

At present, the two basic medical service
 
delivery systems in Panama, the Ministry of Health (MOH)
 
and the Social Security (CSS), are operating on a par­
tially integrated basis (provinces of Colon, Bocas del
 
Toro, Veraguas, Herrera, Los Santos and Chiriqui -- of a total of 
nine provinces -- are integrated into a single system).
 
Since integration is to be completed reasonably soon,
 
the relevant data for the two systems have been combined
 
here to represent a single system, into which any new
 
programs must be fitted.
 

Two basic types of medical services -- a 
hospital inj,atient bed day and an outpatient visit to a
 
health facility -- are pcrovided currently through the
 
government's medical programs, in both CSS and MOH as
 
shown in the following table:
 

A. Hospital Beds Number Beds Per Day (x365)% Used 

National Hospitals 3 2,212 807,380 7,9.6 
Provincial Hospitals 10 2,849 1,039,885 49.2 
Rural Hospitals 15 488 178,120 18.9 
otal 28 5,549 2,025,385 



Table III-F-I (cont.)
 

(doctors, nurses, and auxiliaries)
B. 	Outpatient Visits 


Health centers/sub-centers
 

2,047,383
MOH 

CSS 	 2,188,887
 

Less: Integrated (incl.above)
 
Colon 184,647 
Veraguas 180,183 
Bocas 90,736 455,566 

1,733,321 

Total 3,780,704 

There are also 294 beds in health centers.
 

However, these are omitted from the calculations on
 

inpatient hospital services since they do not have this
 

essential character, but are mbre an overnight accommo­

dation for patients who are essentially outpatients but
 

for the lack of a community health worker to do follow­

up work must remain in the higher cost facility.
 

Data for health centers and sub-centers were
 

combined - along with data on the CSS clinics, since
 

the variation in size and staffing within the categories
 
Also, out­makes the distinction somewhat blurred. 


patient visits to hospitals are excluded from the cal­

culations on outpatients visits since they comprise a
 

relatively small part of the total, and moreover, are
 

expected to be gradually eliminated by being directed
 

to 	the health centers.
 

The cost of a hospital bed per day, for each
 

of three types of hospitals, or of an outpatient visit
 

to a health center, cannot be determined directly since
 

cost data are not compiled on the basis of the indivi-


These unit costs were estimated on
dual installations. 

the basis of direct unit costs developed for a "typical"
 

provincial.hospital, rural hospital, health center, and
 

health sub-center in an integrated province, and applied
 

to the portion
 



of the total health sector budget allocated to the 
medical delivery system, as shown in Table II-F-2. !/ 

TABLE III-F-2 
MEDICAL BUDGETS - 1974 

($000) 

CSS - Total $77,127
 
Sickness/Maternity 39,011 (54)
 
Old Age Insurance 23,676
 
Professional risk program 7,346
 
Investment management 1,754
 

Sub-Total (71,787) (100%)
 
General Administration 5,340
 
Medical Program 39,011
 

plus 54% of general admin. 2,900
 
less free drugs/medicines -5,800
 

Total CSS Medical Program $36,100
 

MOH - Total $28,620 (actual)
 
Sickness/Maternity* 15,820 86
 
Environmental Health 2,800 14
 

Sub-Total (18,620) (100%)
 
Administration 10,000
 

Medical Program 15,800
 
plus 86% of general/admin. 8,600
 

Total MOH Medical Program $24,400
 

Total Sector Medical Program $60.5
 

* This category includes the Maternal and Child Health 

and Adult Health Program budgets.
 

(1) Azuero Region (Herrera and Los Santos Provinces com­
bined) was used to develop this typical model, since
 
it had the best cost data according to expert
 
opinion; PAHO consultant there for 3 years could
 
assist in interpreting this data; and concurrent
 
study of unit costs being carried out for a doctoral
 
thesis could be used for comparability.
 



Table III-F-3 

HEALTH SECTOR COST DISTRIBUTION 
($Million) 

- 1974 

CSS - Current Expenditures - Total $77.1 

Medical Program 39.0 

MOH 

Share of Admin. 
Prescription drugs (free)/ 
Total Medical Program 

- Current Expenditures - Total 

2.9 

$28.6 

3.1 

Medical Program 15.8 

Share of Admin. 
Total Medical Program 

8.6 
24.4 

MEDICAL SECTOR CURRENT EXPENDITURE 6.5 (100/) 

Nat'l Hosp. - Total $16.6 27.4 

Avail. Bed days 807,380 

Cost/bed/day 

Provinc. Hosp. - Total 

$20.53 2/ 

25.7 42.4 

Bed days 

Cost/bed/day 

Rural Hosp. - Total 

1,039,885 

24.67 _9/ 

3.0 5.0 

Bed days 

Cost/bed/day 

Health clinic/center/sub center -

178,120 

Total 

16.98 2/ 

15.2 25.2 

Outpatient ­

Cost/visit 

visits 3,780,704 

4.03 



Table III-F-3 (cont.)
 

NtQTFr TOTARI F III-F-3 

1/ 	 Eliminated as part of the integrated medical services program on, the
grounds that free prescription drugs and medicines are available
 
only to those covered under Social Security, and which In effect
 
heve been "paid for" through contributions.
 

2/ 	B~Bed on available bed-days 
rather than utilized bed-days since
 
there is little difference in cost.
 

./ Data on 
ti~e 	Jifferent types and sizes of outpatient facilities
 
were 
groupe' principally because the differences in unit costs of
 
various type health centers were not significant. Data on the
 
higher cost CSS policlinicas were also merged 
into this group

because of their relatively small, 
and 	declln nVole in Panama's
 
overall nedical services delivery system.
 

4/ 	 Based on cnsuITRption of full capacity utilization of these out­
patient facilities and staff. 



Models of Health Care Requirements and
 
Costs through 1985
 

Using actual data from 1974, and making
 
various assumptions about coverage, population growth,
 
and other variables, two macro-models of the health
 
sector budget requirements to 1985 are derived. For
 
both models there is a discussion of how each element
 
of the model. was developed.
 

The quality and availability of data
 
required for this analysis varies considerably from
 
item to item. The unit cost data, in particular, is
 
somewhat less firm since it was developed especially
 
for this analysis on the basis of a small sampling of
 
the various types of health sector medical facilities.
 
However, base year (1974) costs are actuals, covering
 
the entire public health sector, so that any unit cost
 
error reflects only possible error in distributing
 
total costs among the various components of the medical
 
services delivery system. Any such error in cost dis­
tribution in the base year is carried forward uniformly
 
in the projection and would not be enough to bave sig­
nificant impact on projected 1974-85 CHANGES in the
 
medical services delivery system and their costs, which
 
is the central focus of this analysis. This principle
 
applies equally to other variables and pare -:tecs used
 
in the analysis.
 

Model I. The complete elaboration of this
 
Model appears as Table iH-F-4, following page' its com­
ponents are elaborated below.
 

In 1974 an estimated 72.6% of the population
 
had access to the Government of Panama's medical delivery
 
system.1 While the proportion varies from province to
 

1/ 	Based on % of births with medical attention. Varies
 
widely between rural and urban areas.
 



14le II-F-4 

MODEL 1 

1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 196S 
Population (o00)-
,edical Budgets ($Mll)Social Security (CSS) (+S% p.a.)
Ministry of Health (.Od) (45% p.4.) 

1,618 

36.1 
24.4 

1.668 

37.9 
25.6 

1.719 

39.8 
26.9 

1,771 

41.8 
28.3 

1.826 

43.9 
29.7 

1.881 

46.1 
31.2 

1,939 

48.4 
32.8 

1.991 

50.8 
34.4 

2.045 

53.3 
36.1 

2.100 

56.0 
37.9 

2.158 

58.8 
39.8 

2,217 

61.7 
41.8 

A. Total Medical Budget (.S p.a.) 60.5 63.5 66.7 70.1 73.6 77.3 81.2 85.2 89.4 93.9 98.6 1C3.5 
GDP (Sil) 
. increase 

1,83! 1.866 
1.7 

1,150 
4.5 

2,077 
6.5 

2,222 
7.0 

2,389 
7.5 

2.592 
8.5 

2,812 
8.5 

3,051 
8.5 

3,310 
8.5 

3,591 
8.5 

3.856 
.5 

B. Total Medical Budget ($1411) 
Constant t 1974 GDP 

60.5 
3.3 

62.5 
3.3 

65.3 
3.3 

69.6 
3.3 

74.5 
3.3 

80.1 
3.3 

86.9 
3.3 

94.2 
3.3 

102.3 
3.3 

110.9 
3.3 

120.4 
3.3 

120.6 
3.3 

% Population w/Pedical coverage 
Population covered (000) 

72.6 
1.175 

77.1 
1,286 

81.6 
1.403 

86.2 
1.527 

90.8 
1,658 

95.4 
1,774 

100.0 
1,939 

100.0 
1,991 

100.0 
2.045 

100.0 
2,100 

100.0 
2,158 

lC0.0 
2.217 

Outpatient visits 3.2/yr 
per unit cov.pop.(100% capacit(000) 3,781 4.115 4,490 4,886 5,306 5,741 6,205 6,371 6,544 6,720 6.906 7,094 

Cl. Cost: $4.03/outpattent visit ($mll) 15.2 16.6 18.1 19.7 21.4 23.1 25.0 25.7 26.4 27.1 27.8 28.6 

Hospital r:ational-L.4-day/yr.(MOluse)
.667/unit cov.pop./yr. (000) 807 883 964 1,049 1,139 1,232 1,332 1,368 1,405 1,443 1,483 1,523 

C2. Cost: 20.53/bed/day ($000) 16.6 18.1 19.8 21.5 23.4 25.3 27.3 28.1 28.8 29.6 30.4 31.3 
Hospital provincial-bed days/yr.
SO to 80% use 1974-80 (.885/unit-1974,
.536/unit from 1980) 1.040 1,040 1,040 1,040 1,040 1,040 1.040 1,067 1,096 1,126 1,157 1,118 

C3. Cost: 24.67/bed/day ($000) 25.7 25.7 25.7 25.7 25.7 25.7 25.7 26.3 27.0 27.8 28.5 29.3 

Hospital-Rural-bed days/yr.-20-80% use 
1974-85 (at .151/unit) (000) 178 178 178 178 178 178 178 178 178 178 178 178 

C4.Cost: $16.98/bed/day ($N1) 3.0 3.0 3.0 3.0 3.0 3.0 3.0 .3.0 3.0 3.0 3.0 3.0 
Total bed days/year 2,025 2,101 2,189 2,267 2,357 2,450 2,550 2,613 2,679 2,747 2,818 2,885 

C. Total Medical Current OperatingCosts - Present structure (514S1) 60.5 63.4 66.6 69.9 73.5 77.1 81.0 83.1 85.2 87.5 89.7 92.2 
Health Posts 75/year
Outpat. visits-1760/yr. (000's) 
Costs: 4.C3 ea. - health centers ($000)
Costs: 1.46 ea. - health posts ($000)
Savings: 2.S7 ea. (SO00) -

75 
132 
532 
193 

150 
264 

1.063 
385 

225 
396 

i,596 
578 

T T 

300 375 
528 660 

2,128 2,660
771 964 
wT3wT7 

450 
792 

3,191 
1 156 

525 
924 

3,724 
1 349 

600 
1,056 
4,256 
1 542 

675 
1,188 
4,787 
1 734 

7!0 
1,370 
5,319 
1 927 

0. Yotal Medical current Operating ccsts75 health posts/yr. ($4l1) '0.5 G1.4 66.3 69.2 72.5 75.7 79.3 81.1 82.8 80.8 86.6 88.8 
Population covered by health service 
25 decline 1978-85:visits/unit
coy. pop.
Resultant Outpatient visits (000)
Reduction inoutpatient visits 
t!ealthposts 
Savings: 1.46 ea. (SOOO)
Fealth centers 
Savings: 4.03 ea. (00) 

Total Savings (SOOO) 

I,I5 

3.2 
3,781 

-
-

1.;G 

3.2 
4.115 

1,403 

3.2 
4,490 

1,527 

3.2 
4,886 

1,658 1,794 

3.1 3.0 
5,140 5,382 

166 359 
12 33 
18 48 
154 326 
621 1.314 
639 1,362 

1,939 

2.9 
5,623 

582 
62 
91 
520 

2,096 
2.187 

1,991 

2.8 
5,575 

796 
99 
145 
697 

2,809 
2,954 

2,045 

2.7 
5,522 
1.022 

144 
210 
878 

3,538 
3,738 

2,100 

2.6 
5,460 
1,260 

198 
269 

1,062 
4,280 
4,569 

2,158 

2.5 
5,395 
1,511 
260 
350 

1.251 
5,042 
5,422 

2.217 

2.4 
5,321 
1,773 

3.3 
4;2 

1,4"3 
5.515 
6,297 

E. Total Pedical current operating costs -
25! reduction 1977-85 visits/unit cOy.pop. (S11) 60.5 63.4 66.3 69.2 71.9 74.3 77.1 78.1 79.1 80.2 81.2 82.2 

/ Projrecteat *3.11 annAlly threioih 1980. *2.71 190-95 (rates currertly used by GOP) 



province, this rate properly applies equally to all
 
echelons of medical services; i.e., the people who do
 
not have access to the system at the lowest level
 
obviously do not have access at the higher (national
 
hospital) level, and correspondingly, those who do have
 
access at the lowest level (health sub-center), through
 
upward referral have the same access throughout the
 
system. In other words, access to the SYSTEM is the
 
determining factor. In order to reach a targeted 100%
 
coverage by 1980, coverage will need to increase by 4.5
 
percentiles per year. Using the GOP's estimated annual
 
population growth rate of 3.1 percent for 1975-80, the
 
number of people covered by the system would thus
 
increase from 1,175,000 in 1974 (72.6% of the popula­
tion) to 1,939,000 in 1980 (100% of the population).
 
The increases following 1980 are at the 2.7% annual
 
population growth rate currently used in GOP
 
projections.
 

Annual requirements for available hospital
 
bed days and out-patient visits over the next ten years
 
were projected by applying to the projected covered
 
population the rate of hospital bed availability and
 
number of outpatient visits per unit of covered popu­
lation in 1974. Present (1974) unit costs for each
 
type of service were then used to arrive at their res­
pective total annual costs.
 

National Hospitals: There were 0.687 avail­
able bed days in National hospitals per unit of covered
 
population in 1974. Since the occupancy rate was 80%
 
or higher, required availabilities were projected to
 
increase in proportion to the increase in covered
 
population, through 1985. The result is an increase
 
from 807,000 available bed days in 1974 to 1,232,000
 
required in 1980 and 1,523,000 in 1985. At $20.53 per
 
available bed day, the current operating cost of this
 
level of availability increases from $16.6 million in
 
1974 to $27.3 million in 1980 and $31.3 million in 1985.
 



Provincial Hospitals: Provincial hospitals
 

had 0.885 available bed-days per unit of covered popu-


However, average occupancy rates are
lation in 1974. 

estimated at approximately 50%. Assuming an increase
 

from 50% to 80% utilization by 1980, annual availability
 

would be held constant until 1980 (0.536 bed days/pop.
 

unit) and then increase proportionately with population.
 

As a result, annual current costs at $24.67/available
 

bed day would remain at the 1974 level of $25.7 million
 

through 1980, then rise to 29.3 million in 1985.
 

Rural Hospitals: Although there were only
 

0.151 rural hospital bed days available per unit of
 

covered population in 1974, overall occupancy was an
 

estimated 20% or less. Assuming an increase no greater
 

than from 20% to 80% in occupancy rates by 1985, there
 

would be no need to increase the available bed days
 

from 178,000 in 1974, thus maintaining a $3.0 million
 

annual current cost through 1985.
 

Outpatient Visits: In 1974, there were
 

approximately 3.2 out-patient visits per year per unit
 

of covered population (2.3 per capita). Assuming that
 

outpatient facilities have been operating and will con­

tinue to operate roughly "at capacity", and no change
 

in the rate of visits, the demand for outpatient visits
 

would increase from 3,781,000 in 1974 to 6,205,000 in
 

1980, and 7,094,000 in 1985. At $4.03 per visit, the
 

annual cost of outpatient services would thus increase
 

from $15.2 million in 1980 and $28.6 million in 1985.
 

Thus, provision of public sector
 

medical services for Panama's total population by 1980,
 

based on the present health structure and scale of
 

service provided, would entail an increase in current
 

operating expenditures for the public sector medical
 

program from $60.5 million in 1974 to $81.0 million in
 

1980 and to $92.2 million in 1985. The average annual
 

rate of increase would be 5.0% through 1980 and 2.6%
 

from 1980 through 1985 -- or 3.9% for the entire period.
 



This data is summarized below in Table III-F-5.
 

Table II1-F-5
 

1974 1980 1985
 

National hospital $16.6 $27.3 $31.3
 
Provincial hospital 25.7 25.7 29.3
 
Rural hospital 3.0 3.0 3.0
 
Outpatient visits 15.2 25.0 28.6
 

Total $ Millions $ 60.5 $ 81.0 $ 92.2
 

By comparison, the Ministry of Planning has
 
projected the annual growth rate for current expen­
ditures of the operating ministries to rise from 5.0%
 
to 7.0% during 1975-79, with 7% the implied longer run
 
rate. As there is no reason to presume that increases
 
planned for the health sector will be any less than for
 
the other sectors, particularly with the GOP's highly
 
publicized commitment to improved health services for
 
the entire population, this planned rate of increase
 
appears adequate to meet the increased current outlay
 
needs of the health sector through 1980, and easily so
 
for the longer term. Since the Social Security system
 
continues to generate surpluses, albeit
 
shrinking ones, provision for at least 5% annual
 
increases in real terms in its current expenditure
 
budget for health sector medical programs over the next
 
5-10 years can also be expected.
 

The Impact of Proposed GOP Program: One
 
aspect of the GOP's overall health sector planning
 
involves expanding medical services coverage primarily
 
through establishment of small inexpensive health posts
 
throughout the more remote rural areas where present
 
deficiencies in coverage are most acute. Following are
 
the estimated medical services provided and the current
 
annual operating cost of a health post:
 



Table II-F-6 
Estimated Cost of Outpatient Visit to Health Post
 

(Dollars)
 

(Annual Cost)
 

Health worker ( $100/mo ) 1,200 

2,000
Mateials, Supplies, and other costs 


3,200
 

$ 1,60050% allocation to medical services 

8 outpatient visits/day (2/hr - 4 hrs) 

8 x 220 days/yr = 1760/year = $0.91/visit 

Plus allocation of admin. and Ministry
 
overhead, estimated at same ratio of
 
direct costs to total MOH costs, as
 
other health facilities +0.55
 

$1.46/visit
 

On the basis of establishing health posts at
 

an average rate of 75 per year from 1976 through 1985,
 
outpatient visits to health posts could displace or
 
obviate outpatient visits to higher echelon health
 
facilities by 132,000 in 1976, increasing to 660,000 in
 

1980 and to 1,320,000 in 1985. Actually, there is a
 
minor complex of factors associated with the establish­
ment of health posts that could affect total demand for
 
outpatient visits. Some, such as health education or
 
the "triage" function, would tend to increase demand
 
while others, such as direct care offered by the health
 

post or non-medical primary preventative programs would
 
tend to decrease demand. It is assumed that these
 

factors would be largely offsetting, so that as indi­
cated above, the health posts will handle outpatients
 

visits in lieu of other facilities. The savings in
 
current operating costs at $2.57 per visit ($4.03 at
 

health center minus $1.46 at health post) rises from
 

$0.3 million in 1976 to $1.7 million in 1980 and to
 



Thus, total annual current costs
$3.4 million in 1985. 

for the health sector medical program with inclusion of
 

health posts increases from $60.5 million in 1974 to
 

$79.3 million in 1980 compared to $81.0 million without
 

the health posts, and to $88.8 million in 1985 with
 

health posts compared to $92.2 million without. Total
 

savings amount to $5.1 million during 1976-80 and $13.6
 

million in 1980-85 - or $18.7 million for the entire
 

period.
 

The present and planned efforts of the
 

Ministry of Health to improve the general level of
 

health in Panama through preventative programs as well.
 

as curative programs should be reflected, inter alia,
 

in a declining average number of outpatient visits per
 

year for the covered population. A 25% reduction in
 

this rate fran an average 3.2 outpatient visits per
 

year in 1977 to 2.4 per year in 1985 would result in
 

substantial savings in current operating costs of the
 

medical programs. There would be 166,000 fewer out­

patient visits in 1978 and 1,773,000 fewer by 1985
 

under this assumption than with a constant 3.2 outpatient
 

The actual projected level of outpatient visits
rate. 

would reach a peak in 1980 and then decline moderately
 

long as the rate of decline in
through 1985, i.e., as 


this ratio declines more rapidly than the increase in
 

(covered) population. Total annual costs would be
 

1978 and $6.3 less by 1985
$0.6 million less in million 


under the assumption of a declining outpatient visit
 

rate, for cumulative savings of $27.2 millions.
 

Capital Costs. Capital expenditure budgets
 

for the health sector provide for construction and major.
 

equipment outlays, both new and renovative, with all
 

other capital items covered under the current operating
 

budget.
 

Table III-F-7 shows estimated capital con­

sumption for the total health sector physical plant in
 

1974, i.e., the annual capital costs needed to maintain
 

the existing physical plant.
 



TABLE III-F-7
 

ESTIMATEE CAPITAL MAINTENANCE COSTS OF HEALTH SECTOR PHYSICAL PLANT IN1974
 

(Dollars)
 

Outpatient Facilities*
 

Health Sub-Centers - 105 units at 16,000 

an. cap. cost at 3% 


equip. - 105 at 4,000 

an. cap. cost at 6% 


Total an. cap. cost
 

Health Centers - 97 units at 80,000 

an. cap. cost at 3% 


equip. - 97 at 20,000 

an. cap. cost at 6% 


Total an. cap. cost 


Policlinics - 16 units at 320,000 

an. cap. cost at 3% 


equip. - 16 units at 80,000 

an. cap. cost equipment at 6% 


Total an. cap. cost 


Total Outpat. Facilities - 218 units 

an. cap. cost at 3% 


equipment 

an. equipment cost at 6% 


Total an. cap. cost 


1 3,780,702 outpat. visits at 


II 4,726,000 outpat. visit capacity at 


Hospital Beds 

National 
Other (30) 

(3) 2,212 - at 
3,337 - at 
5,549 beds 

An. Capital Cost at 3% 

Equipment (+251) at 4,000

An. Equip. Cost at 6t 


Total Annual Capital Cost-hospital 

Total An. cost per bed 

Total An. cost per bed/day 


$47,250 

25 200 

$1,575,000 

420,000 

232,800 

116,400 
$349,200 

7,760,000 

1,940,000 

153,600 

76,800 
$230,400 

5,120,000 

1,280,000 

433,650 

218,400 
652,050 

14,455,000 

3,640,000 

0.17 

0.14 

16,000/bed 
16,000/bed 

35,392,000 
53,.392,000 
88,784,000 

2,664,000 

1,337,000 
3,996,000 

22,196,000 

$720 
$1.97 

* Valuations based on estimated average replacement cost.
 



TABLE III-F-7 (cont.) 

TOTAL - ALL FACILITIES 

251 units 
Annual Capital cost at 3% 

equipment 

annual capital cost at 6% 

3,097,650 

1,550,400 

103',239,000 

25,836,000 

TOTAL VALUE $129,075,000 

TOTAL ANNUAL CAPITAL COST $4,648,050 



The cost of maintaining physical plant will
 
obviously increase over time as the number of facili­
ties is increased. A capital maintenance cost of $1.97
 
per bed day for 1974 (Table III-F-4 applied to the pro­
jected increase in bed days indicates an increase in the
 
annual capital maintenance costs for all hospitals from
 
$4.0 million in 1974 to $5.0 in 1980 and to $5.7 million
 
in 1985 (Table III-F-8). Similarly, an average capital
 
maintenance cost of $0.17 per outpatient visit was
 
applied to the projected number of outpatient visits
 
(based on the assumed inclusion of health posts but
 
without assuming any decline from 3.2 in the projected
 
number of visits per unit of covered population). The
 
results show an increase in annual capital maintenance
 
of outpatient facilities from 0.7 million in 1974 to
 
$1. million in 1980 and to $1.2 million in 1985.
 

Thus, the total annual capital costs required
 
to maintain the GOP health sector's expanding physical
 
plant over the next ten years rises from $4.6 million
 
in 1974 to $6.1 million in 1980 and to $6.9 by 1985.
 
These are real costs in that the capital in place is
 
consumed and will sooner or later need to be replaced
 
regardless of how much provision is made from year to
 
year in the sector's ca~ital budget. Assuming no major
 
backlog of needs exists, $27.7 million will be required
 
during 1976-80 and $38.5 during 1981-85, for a total of
 
$66.2 million over the next ten years to maintain the
 
health sector's expanding physical plant, in addition
 
to the initial outlays for new facilities.
 

New construction capital expenditures for
 
outpatient facilities are difficult to predict. The
 
need for additional hospital beds primarily at the
 
national level is being addressed by tentative plans to
 
construct a $20-25 million CSS hospital in Panama City,
 
which should meet most of the additional bed needs to
 
1985.
 



Table III-F-8
 

ANNUAL CAPITAL MAINTENANCE COST OF HEALTH SECTOR P8YSICAL PLANT
 
($Thousands) 

MODEL I 

1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 

Hospitals (33-1974) 
Expanding structure 
bed days/yr. (000) 
Total at 1.97 

2,025 
$3,996 

2,101 
4,139 

2,189 
4,312 

2,267 
4,466 

2,357 
4,643 

2,450 
4,827 

2,550 
5,024 

2,613 
5,148 

2,679 
5,278 

2,747 
5,412 

2,818 
5,551 

2,889 
5,691 

Outpatient Facilities (218-1974)
outpatient visits (000) 
at .17 ea. ($000) 

3,781 
$ 652 

4,115 
700 

4,490 
763 

4,886 
831 

5,306 
902 

5,741 
976 

6,205 
1,055 

6,371 
1,083 

6,544 
1,112 

6,720 
1,142 

6,906 
1,174 

7,094 
1,206 

Total capital maintenance costs($O00) $4,648 4,839 5,075 5,297 5,545 5,803 6.079 6,231 6,390 6,554 6,725 6,897 

(Health post savings - approx. 
$50,000/year average) MODEL II 

Hoa__sals (33-1974) 
Expanding structure 
bed Jays/year (000) 
Total at 1.97 

2,025 
$3,996 

2,079 
4,096 

2,134 
4,202 

2,193 
4,320 

2,254 
4,440 

2,318 
4,566 

2,385 
4,698 

2,477 
4,880 

2,575 
5,073 

2,676 
5,272 

2,782 
5,481 

2,889 
5,691 

Outpatient Facilities (218-1974)
outpatient capacity (000) 
Total at 0.14 ea. ($000) 

4,726 
$ 652 

4,921 
689 

5,113 
716 

5,313 
744 

5,518 
773 

5,728 
802 

5,947 
833 

6,146 
860 

6,353 
889 

6,561 
919 

6,849 
- 959 

7,139 
1,000 

Total Capital Maintenance Costs ($000) $4,648 4,785 4,920 5,064 5,213 5,368 5,531 5,740 5,962 6,191 6,440 6,691 

(Health post savings ­ less than 
$50,000/year average) 



Model II. When discussing Model I several.
 
assumptions used were elaborated and actual
 

operation data sources used. That model would seem to
 
be at the pessimistic end of the range of outcomes, in
 
terms of costs of the Panamanian medical care system
 
until 1985. Even under that model, however one can
 
demonstrate affordability, assuming optimal distribu­
tion of resources and good management.
 

Model II, appearing in full as Table III-F-9,
 
is considered to include a more realistic, expected set
 
of outcomes. Therefore, using this basic model, two or
 
three variations in norms of service and mix of personnel
 
are additionally described.
 

The major assumptions used in the two models
 
are summarized below for easy comparability.
 

Assumptions 	 Model I Model II
 

1. Population growth 3.1% 1975-80 Same
 
rate: 2.7% 1980-85
 

2. Real annual growth 5% 1974-85 Same
 
rate of Health
 
Budget (MOH-CSS) 

3. Real growth rate 4.5% to 8.5% 4.5% to 7.5%
 
of GDP to 1979 to 1979
 

8.5 after 1979 	 7.5 after 1979
 

4. Medical budget as Constant 3.3% Same
 
% of GDP
 

5. % of Pop., with Even annual rise Even annual 
coverage from 72.6% 1974 rise from 72.6% 

to 	100% 1980 1974 to 100%
 
1985
 



A.1mupi-inn (nnn-) Model I 	 Model II 

6. Utilization of At 100% capacity 80% capacity in
 
Outpatient 1974 to 1985 1974 rising
 
facilities evenly to 100%
 

1985
 

7. Outpatient visits (1)3.2/year 1974-85, (1) 3.2/year
 
per covered popu- (2)25% decline 1978- 1974-85
 
lation 1985
 

8. Hospital utiliza- 80% optimal Same
 
tion
 

9. Health posts to 75-year 50/year
 
be constructed
 

10. Outpatient visits 1760 (8/day/220 (1) Same
 
days) 	 (2) 2640 (12/day/220
 

days)
 

The changed assumptions in Model II are more
 
reasonable for a number of reasons. GDP growth has
 
slowed sharply in the last two years after rapid growth
 
in the 1960's and early 1970's. In 1975 it grew only
 
1.7%. New investments in large production projects such
 
as copper, sugar, cement and pipeline are expected to
 
revive this however.
 

To achieve 100% coverage by 1985 is much more
 
likely than by 1980, so this assumed growth in covered
 
population was stretched out over 5 more years.
 
Similarly, instead of asstuning that outpatient facili­
ties are currently (1974) operating at 100% of capacity
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and productivity, as in Model I, Model II assumes an
 
80% factor, with gradual growth to 100% by 1985.1/
 

Finally, regarding health posts, only 50 per
 
year to be built is used, rather than 75, and one
 
variant of Model II shows the impact of a 50% increase
 
in number of visits per day by health assistants.
 

Results of the Model: First of all, we find
 
a reduction in the total operating budget for health,
 
when projected as a % of GDP, since this Model assumes
 
slower growth. Thus, by 1985 there will be $121.7
 
million operating budget based on a constant 3.3 % of
 
GDP, compared to $103.5 million based on growth in the
 
medical budget of 5% (real) per year.
 

By slowing down the rate of increase in popu­
lation covered, the burden on the budget between 1975
 
and 1980 is substantially reduced, stretching out to
 
1985 the full impact of 100% coverage.
 

Further substantial cost reductions in Model II
 
are achieved by assuming that only 80% of the capacity
 
for outpatient visits was realized. This mans that
 
instead of the 3,781,000 outpatient visits actually
 
delivered at a cost of $4.03/visit, 4,726,000 could
 
have been delivered (100% productivity) at a cost of $3.22/
 

./ .The model does not build in the small increment of 
cost of medical supplies needed to raise from 80% 
to 100% capacity, but only personnel and administra­
tive costs-which account for most operating expenses. 
Also, patients usually pay for their medicines.
 



visit. This results in a$15.2 million expenditure for
 
1974 rising to $23 million in 1985 for Model II,rather
 
than to $28.6 Million in 1985 for Model I.
 

Some of these savings are then offset by the
 
lowered savings one now realizes from substituting
 
health post visits for health center visits since we
 
have reduced the cost of a health center visit in this
 
model by $0.81. While there is only a $155,000 savings
 
for each 50 posts per year, the accumulated savings by
 
1985 would be over $1.5 million, with an annual savings
 
of $1.5 million 1985 and thereafter.
 

Line D of the model shows the total cost of
 
medical care services including health posts of $85
 
million to meet the need by 1985 clearly below
 
the minimum expected medical budget of $103.5 million.-Y
 

Taking this same basic Model II other variants
 
can be introduced. For example, Line E of Table III-F-9
 
shows the savings realized by increasing the number of
 
outpatient visits substituted by health posts from 1760
 
to 2640 per year, from 8 to 12 per day. This is nearly
 
$300,000 savings per year.
 

The projected demand for government health
 
care services has been based on an increase in estimated
 
population coverage of 72.6% in 1974, rising to 100%
 
in 1985. An assumed coverage of only 60% in 1974,
 
rising to 100% in 1985 would increase the annual health
 
care costs under Model II (with health posts) by rising
 
increments to 1985, resulting in an increase in 1985
 
costs from the previously projected $85 million to $93
 
million. Such an increase reflects a 30% increase in
 
the rate at which coverage is expanding over the period
 
1975-85. Obviously, if coverage was only 60% in 1974
 

l/ The reader is reminded that medical budget does not
 
include the environmental sanitation budget of MOH,
 
nor has this model projected costs of such services.
 



it is highly unlikely that 100% coverage could be reached
 
by 1985.
 

One budget impact which these models have not
 
shown is that reflected in changing the mix of health
 
care personnel to a higher proportion of low-cost
 
auxiliaries. The current ratios of personnel in the
 
sector are as follows, with average monthly salaries:
 

(Current) (Altered)
 
Doctors 3 at $800/mo= $2,400 2 at $800/mo= 1600
 
Nurses 3 at 400/mo= 1,200 2 at 400/mo= 800
 
Nurse Aux. 6 at 200/mo= 1,200 4 at 200/mo= 800
 
Health Asst. 0 0 4 at 100/mo= 400
 

Total 4,800 $3,600
 

Substantial savings are realized by altering
 
the current mix. For example, 2 doctors to 2 nurses to
 
4 nurse auxiliaries to 4 health assistants (at $100/
 
month) would cost $3,600 for a savings of 25%. Assuming
 
these 4 groups of personnel account for 40% of the total
 
health sector budget as defined in these models, such a
 
new distribution would save 10% of the total budget
 
(.25 x .40). If such a distribution were achieved by
 
1985, there would be a saving of $8.5 million that year,
 
based on a budget of $85 million as shown in Model II.
 
While such a radical redistribution is impossible to
 
achieve over such a short period, the magnitude of
 
savings is illustrative of what the impact of using
 
medical auxiliaries can be.
 



Environmental Sanitation
 

The World Health Organization (WHO) considers
 
a safe and convenient water supply to be the single most
 
important element in improving the public health of rural
 
people. It is recognized that safe water is essential
 
for good health and is a prerequisite to controlling
 
those diseases most common in rural areas. Despite con­
siderable research, no satisfactory method has yet been
 
developed for quantifying the various benefits derived
 
from an improved water supply system. However, there are
 
several nonquantifiable direct and indirect benefits which
 
have been identified:!/direct benefits include improved
 
public health and greater convenience of water supplies,
 
both of which may increase productivity, plus some fire
 
protection; indirect benefits include slowing down the
 
ratesof rural-urban migration, improved standard of
 
living, and the development of village institutions. A
 
study Z/ by the GOP's Ministry of Health has already
 
determined that village institutions are developed and
 
rura.L communities maintain or increase their size when a
 
viable water supply system is installed in a community.
 

However, water supply systems are not without
 
their problems. One of the most important is late pay­
ments by water users, but this has not negatively
 
affected maintenance.
 

Both capital and operating costs increase with
 
the level of service, but so does the possibility of
 
mechanical failure. In order to reduce these costs,
 
several positive actions have been initiated by the GOP
 
and the rural communities. Principally, in order to keep
 
costs to a minimum, standardized engineering designs have
 
been developed, to the extent possible, for all three
 
components. Furthermore, the rural communities actively
 

I_/Village Water Supply, a World Bank Paper, March 1976.
 
2/ "Evaluaci6n de los 66 Acueductos Rurales" - Panama 1976,
 

MOH.
 



participate in the design, installation, and maintenance
 
of the aqueducts, wells, and latrines installed for their
 
benefit. Various members of the communities are already
 
knowledgeable or are trained at the time of installation
 
in the maintenance and operation of the systems. Due to
 
the number of systems already being installed within the
 
country as a whole, the MOH maintains or has access to an
 
adequate supply of repair parts.
 

Aqueducts. Section III B discussed the crite­
ria and sanitary alternatives to aqueducts. For popula­
tions of 500 and 800 inhabitants, the installation costs
 
per inhabitant are $51 and $32 respectively.
 

Hand-Pumped Wells. Due to costs, hand-pumped
 
wells are satisfactory water systems for communities of
 
less than 300 inhabitants. Primarily, they provide
 
reasonable access -/ to safe water for the entire com­
munity. Communities contribute about 15.7% of the costs
 
of the wells, and 3 hand-pumped wells could easily serve
 
a population of 200 for an average per capita cost of
 
$19.05 2/. This per capital cost compares very favorably
 
with the $24 per capita cost (1970 dollars) for cons­
truction of hand-pumped wells in Latin America and the
 
Caribbean 3/.There are no substitutes for hand-pumped
 

i/ In rural areas "reasonable access" is defined as suffi­
ciently close so that family members do not spend a
 
disproportionate part of the aay fetching water.
 

2/ 1976 MOH evaluation of wells and aqueducts showed the 
following costs:
 

Drilled Wells in 1975 Total Cost Cost Per Capita
 
90 at 4" 8024 pop.served $130,338 $16.24
 
43 at 6" 3630 pop.served 103,129 28.41
 

Total133 11654 $233,467 $20.03
 

Cost per capita = $20.03 in 1975 compared with L.A. cost
 
of $24/capita in 1970 dollars.
 

3/ Table 1:6, pg. 78, Village Water Supply, March 1976.
 



wells; but to reduce the per capita cost, they could be
 
installed in larger communities.
 

Latrines are the least-cost solution to dis­
posal of body waste in sparsely populated rural areas.
 
Moreover, the GOP has determined that it is cheaper to
 
construct latrines than to pay for curative measures in
 
combating excreta disposal related diseases. 
The total
 
cost of each latrine is $168, which compares favorably

with the latrine costs cited in the World Bank Paper

Village Water Supply. Except for the salary costs of
 
sanitary inspectors already employed by the MOH, there
 
are no additional on-going costs to the Ministry.

Alternatives to latrines are discussed in Section III B.
 

Nutrition. Community vegetable gardens and
 
poultry raising projects are designed to combat wide­
spread malnutrition, and represent the third integral

component for improving the health status of the rural
 
population. The objectives of this project component are
 
to produce more nutritious foods, obtain additional
 
income, and transfer the first-hand knowledge gained from
 
the community models to personal use. 
Most importantly,

these programs result in nutritious food being consumed
 
which would not normally be part of the local diet.
 

The most readily available alternative to this
 
program is the traditional supplemental feeding program.

The biggest advantage of a supplemental feeding program

is that its coverage, and consequently its cost, can be
 
easily controlled. 
However, it has the distinct disad­
vantage of not providing a permanent solution to the
 
nutrition problem; and, of course, the continued depend­
ence on outside sources for food does not build any self­
reliance and confidence. Supplemental feeding is most
 
appropriate only where severe malnutrition is a threat
 
or a reality.
 

See Part III A for the benefit/cost analyses
for community gardens and poultry raising projects. 



Conclusion
 

The above models demonstrate that the costs of
 
an expanding integrated medical services delivery system,

utilizing a low cost health post approach to extend the
 
system into rural areas without present access, can be
 
covered by 5% real growth in MO 
and CSS operating
 
budgets (Min. of Plan. uses slightly higher rate Sig­
nificant savings through use of the low cost delivery
 
system are also shown. 
Thus, the low cost medical ser­
vices delivery system, combined with new sanitation faci­
lities such as potable water and latrines, and nutrition
improvement through community gardens, presents a reason­
able expectation of significant operational savings

through 1985 in the overall health delivery system far
 
in excess of the cost of the project. There are other
 
indirect benefits which will accrue to the overall
 
economy as a result of improved health which have not
 
been examined in depth, such as increased productivity
 
due to fewer missed workdays; better education due to
 
better attendance thereby enhancing future income and
 
productivity possibilities; and increased life expectancy.
 

Prospects of Loan Repayments
 

The total debt service for Panama's funded
 
public debt is approximately $150.0 million in 1976,
 
including that of semi-autonomous government agencies
 
and enterprises. Projections show a peak of $275.0
 
million in 1979, falling to $200.0 million by 1982 with
 
both interest and amortization payments beginning to
 
decrease in 1979. Moreover, according to the GOP's
 
National Development Plan (NDP)external financing
 
required by the government will also begin to decrease
 
in 1979. Part of the NDP includes a restructuring of
 
the funded public debt to lengthen the maturity schedule
 
of short-term loans falling due within the next five
 
years.
 

Implementation of the Plan is expected to
 
double the country's export earning capacity by 1982,
 



and should provide the necessacy Lbase for Panama to
 
achieve its targeted average annual real growth rate of
 
6-7.5% during the period 1975-1985. A major program is

the mining of proven copper deposits which is expected

to enhance Panama's foreign exchange earnings by some
 
$250 million annually by 1988 when fully developed. An
 
agreement with a major foreign mining firm was signed in

February 1976 to provide for the exploitation of these
 
deposits at Cerro Colorado, which are among the largest

in the world, with over 2 billion tons. Another impor­
tant program is the construction of three major hydro­
electric plants, which will increase Panama's hydro­
electric capacity to 923 megawatts by 1982 and decrease
 
its dependency on oil from 92% 
to 38%. Foreign exchange

savings from these plants will begin in 1976 and should
 
reach $43.8 million by 1982. Projects relating to
 
increased sugar production should result in increased
 
foreign exchange earnings of $50.0 million by 1977.
 
Sugar specialists have forecasted a 15-20% increase in

world sugar consumption between 1974 and 1980. 
 Construc­
tion of an enlarged fishing and container port should
 
provide by 1978 approximately $18.0 million in foreign
 
exchange earnings.
 

As a consequence of these programs plus other
smaller investments projects, it is anticipated that the
 
GOP will be able to increase annual foreign exchange

earnings by approximately $55.0 million in 1977, rising

to $245.0 million by 1982 and considerably more
 
thereafter.
 

The loan terms are discussed in the summary

recommendations of this paper. 
For a $9.5 million loan,I/

the average annual debt service charges (interest plus

amortization) to be repaid over 30 years (after expira­
tion of the 10-year grace period) will be approximately
 
$459,000.
 

_/ A 40-year loan with a 10-year grace period for prin­
cipal and first 10 years of interest at 2% and 3%
 
thereafter.
 



Panama has never defaulted on a foreign debt
 
obli.gation. In view of its bright economic development
 
prospects, and policy of retaining its essential economic
 
character as an open economy with growing attraction as
 
a servicecenter for international commerce and finance,
 
Panama is not likely to blemish this outstanding repay­
ment record. We foresee no difficulties in the
 
repayment of this loan.
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PART IV - IMPLEMENTATION ARRANGEMENTS 

A. 	Analysis of the Recipient's and AID's Administrative
 
Arrangements
 

1. Ministry of Health (MOH)
 

Top management of the Ministry of Health is hard
 
working, imaginative, and professionally competent in discharg­
irg their responsibilities. Firmly committed to raising the
 
health standards of individuals, families, and communities
 
throughout the Republic on any equitable basis, the Ministry

h - launched or expanded programs over the past several years 
which have had a direct and significant impact on the country's

health standards. Dramatic declines in morbi-mortality rates,

reflected by the data in Annex G-5 , have followed the continu­
ing efforts by public health authorities to shift manpower and
 
other medical resources from a hospital based focus to a more 
decentralized system of community health committees, health 
posts, sub-centers, centers, rural and provincial hospitals;
and a corresponding shift in budget resources, all of which 
has made public health resources more accessible to marginal
populaticns in greatest need of such resources. The MOH em­
ploys 3,528 personnel consisting of 661 doctors, 611 nurses,
 
108 dentists, 1,536 auxiliary nurses, 240 laboratory techni­
cians, 102 x-ray technicians, 147 sanitary technicians, 26
 
nutritionist, 40 health educators, 55 health assistants, and
 
other support personnel. Of the total, 42% are stationed in
 
rural areas (outside of Panama City and Colon). In 1972, by

comparison, 37% of total MOH personnel were stationed in
 
rural areas.
 

Organizationally, the MOH consists of a national
 
headquarters, nine Health Regions, and three specialized Na­
tional Hospitals located in Panama City. The Regional sub­
divisions carry out health programs established at the national
 
level. The creation in recent years of 21 health centers with
 
maternal/child care annexes, 52 health centers without such an­
nexes, 105 health sub-centers, and 60 health posts, has served 
to strengthen the decentralized structure of the MOH. Decen­
tralization has been further strengthened in recent years by
granting greater autonomy to the Regional Medical Directors 
in executing programs and policies established nationally. 
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Moreover, the Ministry has systematically cultivated the direct

participation of community residents through the establishment
 
of over 900 Community 
 Health Committeps, thereby strengthening
the capacity of rural and low-income urban localities to address 
common health and other development needs.
 

2. Social Security Agency (CSS)
 

The Panamanian Social Security Agency, created in

1941, is an autonomous entity of the public sector providing

retirement benefits and insuring workers and their dependents
for illnesses, maternity, funerals, and work-related accidents 
and illnesses. 
 Social Security coverage is mandatory for all

public sector employees, wherever employed, as well as workers 
employed with private individuals or firms established in any

of the 65 districts presently incorporated under the Social
 
Security program. (By contrast, in 1968, only 20 of the Repu­
blic's 65 districts were incorporated under the CSS system.)

Recently, Social Security coverage was extended to organized

farming groups with limited resources; i.e., asentamientos.
 
As of 1974, 235,000 employees, 283,000 dependents, and 26,000

pensioners were covered by CSS, representing 34% of the total
population and 45% of the total 
labor force gainfully.employed.
 

Over the period 1970-1975, the CSS budget was as 
follows:
 

Expend-

Year 
 Income 
 i tu re s 

1970 52.7 
 41.7
 
1971 
 61.2 
 48.4
 
1972 
 75.7 
 61.6
 
1973 87.8 
 68.9
 
1974 
 99.0 
 77.1
 
1975 
 136.7 
 97.9
 

Operating surpluses from all CSS operations over the period
totaled $117.5 million. The above demonstrates the financial
 
soundness of CSS and reflects positively on the Agency's

management. For greater detail 
on the financial condition of

the Social Security Agency, see the Financial Analysis Section
 
of this Paper.
 

Structurally, the CSS is composed of: 
 (1) a
Board of Directors consisting of the Minister of Health, who 
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presides, a 
medical doctor not employed with CSS, three represen­tatives of management in the private sector, four representatives
of insured workers and their dependents, one representative of the
National Bank, one representative of the Controller General's
Office, and one representative of pensioners; (2)a
appointed by the Executive Branch for a 
General Director


four year term and charged
with the overall supervision of CSS'activities; (3)a 
Technical
Council consisting of the principal officers of the Agency which
assists the Director General indischarging administrative respon­sibilities; (4)seven executive offices concerned with planning,
professional risks, administration, medical attention, legal affairs,
construction and maintenance; and (5)nine Regional Offices charged
with executing the various CSS programs. 
 The Medical Director for
each of the integrated Provinces supervises and coordinates all
public health activities within his Province.
zational management of the CSS isan 
The present organi­

improvement over the previous
structure as itmore precisely separates planning and execution
functions, thereby facilitating greater efficiency in the ongoing
and future operations of the Agency.
 

Medical facilities of the CSS consist of 5 hospitals,
22 policlinics, and 6 clinics. 
 Inaddition, CSS assists the MOH
with the operation and maintenance of the integrated health centers
and other facilities in those provinces which have initiated the
integration process.

and service personnel. 

The Agency employs 6,410 medical, administrative,
The health staff is composed of 714 doctors,
343 nurses, 760 nurse auxiliaries, 81 
dentists, 80 pharmacists, 285
laboratory technicians and other support personnel.
health personnel, 32% are stationed in rural 
Of the total
 

areas (outside of Pana­ma City and Colon). Annex G-6 
 shows the ratio of selected CSS
and MCH health personnel per-
 ,00 population by Province.
 

3. Administrative Arrangementsfor ProjectImplementation
 

The Borrower will be the Government of the Republic
of Panama and the principal executing agency for the loan project
will be the Ministry of Health. 
 The Social Security Agency will
collaborate with the MOH in the execution of certain aspects of
the project. As indicated previously in this Paper, the Ministry
of Health has implemented a 
number of A.I.D. loan and grant projects
ina satisfactory manner, reflecting their administrative and tech­nical capacity for sound project management. Considering that the
various project components are the outgrowth of a comprehensive
sector assessment conducted by a 
high level technical commission
composed of representatives from the MOH, CSS, IDAAN, and the Min­istry of Planning, it ishighly unlikely that the project will be
 



- l&Y 

treated with anything less than the highest priority by the respon­
sible public health authorities. It is noteworthy that top Ministry

officials and high level technicians from the various entities of

the public health sector have participated fully with USAID in the
 
design of this project. Inview of this close coordination and con­
sidering the high priority which the GOP places on this project,

USAID anticipates that the Project will be completed by December
 
31, 1980.
 

The various construction activities contemplated

under the project will be carried out mainly by the Engineering

Division of the Ministry of Health, with assistance in the form of
 
labor and materials from the communities benefiting from the various
 
program elements. The MOH has had considerable experience with the
 
installation of rural aqueducts, hand pumped wells, latrines, and
establishing community gardens and small 
farm animal projects. The
 
Ministry has the capacity for installing over 100 aqueducts, 300
 
hand pumped wells, and 10,000 latrines per year. The recent procure­
ment of 12 well drilling rigs and several light and heavy duty

vehicles for transporting crews and equipment will halp to ensure

timely execution of these elements of the project. Designs for the
 
health centers, sub-centers and health posts have already been de­
veloped by the Ministry. 
 The MOH plans to use a "force account"
 
type construction program for the proposed health centers and sub­
centers. Under this arrangement the Ministry will either contract
 
out certain skilled labor requirements or perform these activities
 
with its own resources. This approach has been used by the MOH
for constructing these kinds of facilities in the past and it has
 
proven to be both technically feasible and less time consuming and

costly. Furthermore, the Ministry's ability to organize Community

Health Committees and work with them in developing a wide range of

community health projects, such as those contemplated under this

project, has been amply demonstrated. (See Section 4.A.l above).

The Engineering Analysis contained inPart III of this Paper should

be referred to for additional details concerning the various con­
struction activities contemplated under the project.
 

Training health assistants to strengthen the community

based foundation of the health services delivery system isrelative­
ly new in Panama. 
As indicated earlier, health assistants have been

trained in two of the Republic's nine provinces. To help ensure that

these and future training programs are adequately designed to impart

the requisite skills, and that subsequent supervision and evaluation
 
are appropriate, technical cooperation will be sought from a 
qualified

source for assisting public health authorities in developing a program

for training a cadre of Panamanian instructors who will, in turn,
 



prepare health assistants for their respective duties at the commu­nity and provincial levels. Considering the key role contemplated

for the health assistants inextending the health care delivery

system to marginal groups, it isof utmost importance that these

health paramedics receive training and supervision appropriate to
permit them to deal effectively with the health needs of their res­
pectivecommunities. An evaluation system will also be developed,

providing the provincial medical authorities with continuous feed­back on health auxiliary performance in terms of identifying and

effectively dealing with community health problems. 
 (See Section
 
6, below, "Evaluation Arrangements for the Project.").
 

The further development of an effective health care
system at the provincial level isdependent upon the ability of

public health authorities to design a 
system capable of identifying

health needs, formulating strategies and related programs to deal
with these needs at minimum cost, executing these programs inan

efficient manner, and having access to sufficient data with which
to determine the effectiveness of the programs inmeeting health
 
needs and upgrading the health status of the target populations.

Technical assistance and training programs will be provided under
the project to correct inefficiencies identified by the assessment

inadministering and executing health programs of both the CSS and
MOH. Management and other specialists inthe various functional
 
categories with observed inefficiencies (notably data gathering,

personnel administration, maintenance, planning, budgeting, account­
ing and auditing, and procurement) will work at the provincial level
to develop acceptable delivery systems within the political and
legal framework of Panama's public health sector. 
To help insure
 
an adequate managerial capacity for properly administering provincial

health care systems, training programs for provincial medical direc­tors will be provided for graduate studies in public health and
 
public administration. The composite of a strengthened management

functioning within an improved health care delivery system isexpect­ed to result in a significant improvement in the health status of

Panama's marginal population.
 

Provincial Plans for Establishing Health Posts,

Health Assistants, Aqueducts, HandPumped Wells,

Latrines, Community Gardens, and Small Farm
 
Animal Projects
 

By a given date each year during the Project's ex­ecution, the Provincial Medical Director, with the approval of the

Provincial Coordinating Council will present to the Ministry of
Health a detailed annual plan setting forth the sites selected for
 



establishing health sub-centers, health posts, health assistants,

aqueducts, hand pumped wells, latrines, community gardens, small
 
farm animal projects and the criteria utilized intheir selection.
 

The annual Provincial plans will be reviewed by the
 
Ministry of Health and CSS. Taking into account the Loan Agreement,

available human and financial resources, and other relevant legal,

administrative or policy considerations, these plans will be accept­
ed, modified, rejected, or amplified. Upon acceptance by the Min­
istry and CSS, these plans will be forwarded to USAID for review
 
and concurrence. The entire process ol reviewing, modifying and
 
accepting the annual Provincial plans should not require more than
 
two months time.
 

The execution of the various elements of the provin­
cial plans will be carried out by the appropriate technical division
 
of the MOH under the supervision of the Provincial Medical Directors.
 
The Ministry has a demonstrated capacity for executing the various
 
elements contemplated under the provincial plans. As previously

indicated, technical cooperation will be enlisted to precisely de­
fine the tasks, task structure, supervision, and evaluation of the
 
health assistants. Inaccordance with established procedures, the
 
CSS will be consulted regarding the establishment of new medical
 
facilities under the project; i.e., health centers, sub-centers,
 
and health posts. Since most of the provinces will have initiated
 
the integration process prior to the project's execution, coordina­
tion between the MOH and CSS will develop naturally with regard to
 
the administrative improvements, training programs, and physical

plant development to be supported under the project.
 

USAID Monitoring Responsibility
 

The USAID Health and Population Sector Cnief, as
 
Project Manager, will have the primary responsibility for monitoring

the project's implementation, assisted by the Office of Development

Planning, Controller, and Engineering Section. The Project Team,
 
composed of officers from each of these divisions, will review all
 
procurement lists, plans and specifications (including those regard­
ing training and technical assistance), periodically inspect con­
struction progress, ensure that disbursement/reimbursement requests

conform to A.I.D. regulations, that sound financial control methods
 
are followed, and that provisions of the loan agreement and imple­
mentation letters are satisfactorily met.
 



Disbursement Procedures
 

A four year disbursement period will be sufficient
to permit the Borrower to draw down the loan funds for the contem­plated investments in health facilities and activities, technical
assistance, and manpower training. 
A four year program is deemed
appropriate to minimize the project's impact on the public health

sector's operating budget.
 

The Ministry and USAID have discussed the FAR method
of disbursement and agreed to use 
it for most elements of the
project with the exception of off-shore equipment and technical
services, which will 
likely be financed through the conventional
Letter of Commitment procedure, and In-country and foreign train­ing programs which will be funded through reimbursements to the
Borrower for eligible training expenses. The Borrower and USAID
have further agreed, however, that in the event inflation or other
unanticipated cost factors significantly increase unit costs for
any of the sub-project elements financed under FAR procedures, a
renegotiated unit cost agreement may be effected on an annual
basis and formally established through an implementation letter.
 

Procurement Procedures
 

The selection of consultants and contractors, pro­curement of equipment and materials, shipping and insuring shall be
carried out in accordance with the standard procedures called for
in the loan agreement. It is anticipated that most goods and
services procured under the loan will be contracted directly by
the Borrower, with A.I.D.'s prior concurrence only for those items
 
not funded under the FAR system.
 

Appropriate reports will be obtained concerning
procurement requirements, including 50/50 shipping and source and
origin. These reports and requirements will be monitored by the
Office of Development Planning and the Controller's Office through
review of vouchers submitted in substantiation of reimbursement
 
requests.
 

B. Evaluation Arrangements for theProject
 

The strategy of this Project is 
to upgrade the health
conditions for selected communities, or groups of communities in
proximity with one another, through a variety of health, nutrition,
and environmental sanitation interventions. 
 No one of these under­takings can individually solve the health problems of the marginal
 



population. The synergistic effect of these various elements,
however, isexpected to significantly improve the health status
of the target group, Therefore, a meaningful evaluation of this
project will involve the gathering of baseline data for selected
areas where interventions are anticipated, followed by a 
similar
study one to two years after the various health programs have
been established inthe selected communities.
 

The Ministry of Health and the Instituto Nutricional de
Centro America y PanamS (INCAP) are presently negotiating arrange­ments for such a 
study. 
It isanticipated that anthropometric
studies of approximately 35 communities, each with a 
population
of roughly 300 inhabitants, will be conducted in 1976. 
 Special
attention will be directed at securing height/weight measurements
for children under five years of age. 
 A portion of these commu­nities will 
serve as a control group. 
 The selected communities
will have similar ecological and cultural conditions to reduce the
influence of exogenous factors on the outcome of the study.
4 man teams will each spend three days ina 
Two
 

community performing
anthropometries for both the baseline and follow-up study. 
Approx­imately two months for each study should suffice, plus an additional
two weeks to design the study and a 
couple of months for analysis
purposes. 
 The Ministry's new Direcci6n de Docencia e Investigaci6n
is fully qualified to perform this study. 
Their professional staff
consists of a 
nutritionist, social-anthropologist, and epidemiol­ogist-physician.
 

In addition to the anthropometric studies, the criteria
outlined in the logical framework will be used for measuring both
the progress of the project's implementation (i.e., achievement of
the project's outputs) as well 
as the effectiveness in delivering
health services ­ higher levels of immunizations, professional
attention during childbirth, and so forth.
 

With respect to evaluating the performance of the health
assistant in the expanded health care delivery system, the provin­cial medical supervisors will be expected to closely monitor the
various tasks assigned to their respective health assistants.
Reporting formats will be developed, such as 
those outlined in
Annex 
 J , to facilitate a 
complete, timely and continuous
evaluation of the specific tasks delegated to the health assistants.
 
Annual evaluation reviews will be held between the Borrow­er and A.I.D. to evaluate the project's progress and reprogram
targets as necessary. 
These evaluation meetings will also provide
a convenient forum for reviewing compliance with conditions and
covenants set forth in the Loan Agreement and agreeing on corrective
 measures if necessary.
 



C. Training and Technical Assistance
 

Both the training and technical assistance components of
this Project are considered crucial 
to the development of a low­cost integrated public health delivery system servicing rural
populations inan effective manner.
 

1. Training
 

The training program will consist fundamentally of
intensive in-country training for a minimum of 200 nurse auxilia­ries and 300 health assistants 
in the basics of vaccination, first
aid, child-birth, family planning, MCH care, environmental sanita­tion, nutrition, community organization and, particularly for thehealth assistants, the specific activities required to appropriate­
ly refer patients to higher levels within the health care system.
As the health sector assessment indicated, such paraprofessionals

needed and are appropriate for extending basicare health care coverage to the rural sector. Both groups will be trained at the
Provincial level 
by qualified medical personnel. As the Health
assistants represent a relatively new approach to providing basic

preventive and curative health care, a plan for training, super­vising and evaluating health assistants, including a training cur­riculum, will be developed at the onset. 
Technical assistance
will be obtained from a qualified source to assist in the develop­ment and execution of the training plan. 
 The plan will specify
health care standards for priority health problems as well 
as the
tasks 
involved inachieving these standards. As a function of
the task structure, simple monitoring tasks will be developed for
the individuals (usually the MD at 
the referral health center) who
are charged with the responsibility of supervising the health as­
sistant. 
 It is estimated that the development of health objectives
and related health care standards will take 
no more than two months
time, and training health assistants will 
require approximately

six months over the course of a year. 
The loan will fund per diemand family maintenance costs ($100/month) during the one year train­
ing cycle, which will include six months of class work and six
months of field work. 
The MOH will not establish a permanent po­sition for the assistant until he/she has successfully completed
the training program. 
All other training costs (instructors, lodg­ing, transportation, and teaching materials) will be borne by the
Ministry. (Annex J 
should be referred to for a detailed explana­tion of the methodology likely to be employed in developing, super­vising, and evaluating the health assistant's role in the health
delivery system.) 
The Ministry will also assume complete funding
 



responsibility for training the nurse auxiliaries during and in­
tensive nine month training program. The auxiliaries will be as­
signed to rural health centers, sub-centers, and provincial hos­
pitals and will 
thus be subject to closer, more traditional, super­
vision than health assistants assigned to the more remote health
 
posts.
 

Some twenty sanitary technicians will also be trained

under the project to assist the Ministry in supervising rural en­
vironmental sanitation conditions. 
 They will receive ten months
of basic instruction in sanitary engineering, communicable diseases,

GOP regulations and standards with respect to water, sewerage, and
commercial food handling systems, and a general orientation to all

other public health programs. 
 Loan funds will provide a $100/month

stipend during the training program.
 

To help insure an adequate managerial capacity for
properly administering provincial health care systems, between ten
and fifteen provincial medical directos and other keys administra­
tive personnel will receive graduate level training in public

health at qualified U.S, universities. 
 Such loan funded training

is expected to cost about $15,000 per trainee.
 

2. Technical Assistance 

The public health care system evolving from the con­solidation of MOH and CSS health care systems must be adequately

structured and effectively administered to ensure better health
 
care coverage at reduced unit costs. 
 Currently, the individual

provinces which have initiated the integration process are attempt­
ing to consolidate the various administrative elements of two
health systems. To assist them in this effort, the loan will pro­
vide for a teem of U.S./third country management consultants to

work with a group of MOH/CSS counterparts in examining present ad­
ministrative arrangements for both MOH and CSS at the provincial
and national levels. Following this initial review, the joint

administrative team will develop consolidated sub-systems for

accounting, budgeting, inventory control, personnel administra­
tion, data gathering, and maintenance at the provincial level.
 
The various sub-systems will be so designed as 
to permit their

replication or easy adaptation at 
the national level. Once the
 
various sub-systems have been reviewed and accepted by both the
 
Ministry of Health and the Social Security Agency, manuals will

be drafted to outline and explain the new sub-systems to the ap-.

propriate administrative and technical personnel throughout the 



public health sector. After the sub-systems have been tested and
 
found workable, legislation is expected to legally institutionalize
 
the new national health service.
 

The U.S./third country management team will be com­posed of individuals fluent in the Spanish language and qualified

in the various disciplines outlined above. 
They will be expected

to work with their Panamanian counterparts for a period of 12-18
 
months in developing, testing, evaluating, and then training appro­
priate public health employees in the various sub-systems' opera­
t ions. 



D. 	Conditions and Covenants
 

1. 	The following conditions will be met by the Borrower
 

in form and substance satisfactory to the Lender prior to the
 

issuance of any commitment document or disbursement:
 

a. 	legal opinion of Procurador General;
 

b. 	specimen signatures;
 

c. the appointment of a Project Coordinator. 

- prior to construction: 

a. 	criteria for selecting the locations for health
 

posts, health sub-centers, and health centers;
 

b. 	final designs and specifications for health
 

posts, health sub-centers, health centers and
 

related equipment.
 

- prior to training health assistants: 

a plan for training, supervising, and evaluating
 

health assistants, including a training curriculum.
 

-
prior to training public health personnel other
 

than health assistants:
 

a training plan setting forth, but not limited to,
 

the 	nature and duration of such training.
 

- prior to the remodeling of any health units: 

plans and specifications for that unit.
 

2. 	Borrower shall covenant that during the course of 

the Project and at least once a year, Borrower shall conduct
 

with A.I.D. periodic evaluations of the Project.
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CERTIFICATION PURSUANT TO SECTION 611 
(e)OF THE FOREIGN
 
ASSISTANCE ACT OF 1961, AS AMENDED
 

I, Irving G. Tragen, the principal officer of the Agency
 

for International Development in Panama, having taken into
 

consideration among other things, the maintenance and utiliza­

tion of projects in Panama previously financed or assisted by
 

the United States, do hereby certify that inmy judgement Pana­

ma has both the financial capacity and the human resources ca­

pability to effectively maintain and utilize the proposed cap­

ital assistance project for improving the public health deliv­

ery system for rural Panama.
 

This judgement is based on the facts presented inthe
 

Project Paper and the Mission's preious experience with the
 

Ministry of Health of Panama including loans for malaria erad­

ication, mobile rural health units, community gardens and po­

table water supply systems, as well as experience with loans
 

to other autonomous and semi-autonomous agencies of the Gov­

ernment of Panama.
 

Grv a ar'nDi rec tl USiA I D .anam 

May 19, 1976 
Date
 

tA 
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;tiniledio9e G71anieicaci6ny G)oliticadcon6mica 

Oanamd, 	13 de mayo de 1976 
134-DPEyS 

Seor
 
Irving Tragen 
Director de la AgEncia para el 
Desarrollo Internacicnal 
E.S.D. 

Sefior Director : 

El afio pr6ximo pasado el Ministerio de Salud se avoc6 a la tarea 
de preparar un Diagn stico de Salud a fin de identificar prcblemas y necesi­
dades en el 6rea de la salud en nuestro pals y para, en base a ese conocimien­
to, elaborar los programas y los proyectos necesarios para satisfaoer tales 
neoesidades. 

Por 	otra parte, nuestro Ministerio ha venido desarrollando gestio­
nes con sus oficinas ccn el prop6sito de crear las bases para la cbtenci6n de 
un pr~stamo con la AID, que permita financiar los proyectos identificados en 
el Diagn6stico de Salud; por esa raz6n didio Diagn6stico pas6 a constituirse 
en el docurento blsico para la justificaci6n del pr~stam. 

Posterionente y a previa conclusi6n del Diagn6stico, se ha elabo­
rado el doc-mento del proyecto de "Sistema de Salud Rural" que incluye: 

a) 	 Un ccxpcnente de ccnstrucci6n de 125 Puestos de Salud; 14 Sub-
Centros; 4 Centros de Salud Rural; 

b) 	 Un ocxponente de Saneamiento Ambiental, con la cnstruccin de 
150 acueductos rurales, 10,000 letrinas, 400 pozos, equipo y 
maquinaria; 

c) 	 Un ccmponente de nutrici6n, expresado en el establecimiento de 
48 Huertos Ccmunales y 75 Criaderos de Aves; 

d) 	 Un camponente de Adiestramiento para la preparaci6n de 200 ayu­
dantes mdicos, 20 inspectores sanitarios y 20 auxiliares de 
enfernerla; y 

e) 	 En administraci6n; el desarrollo de los sistemas ccntables, de 
inventario y de personal. 
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Sr. Irving Tragen 
13 de mayo de 1976 

Basado en estos antecedentes, este Ministerio, en representa­
citn del Gobierno Nacional, solicita formairente a la Agencia para el Desa­
rrollo Internacional (AID) la ooncesi6n de un pr6stamo que pernitiri finan­
ciar el proyecto "Sistema de Salud Rural" que deberi ejecutarse en un perfo­
do de 4 alics y se estima, requerirc un total de B/.9.5 millones de recursos 
financieros externos. No cbstante, el mrnto del prcstamo solicitado serc 
en esta primera etapa, de B/.6.0 millcnes, de acuerdo con lcs detalles de fi­
,- inciamiento previanente discutidos y deber5 estar dentro de los t6rminos nor­
mnuiente erpleados por la Agencia para el Desarrollo Internacional para la con­
cesi~n de este tipo de prostamo. Posteriormente, y en su oportunidad, presen­
tareaws la solicitud formal para el monto de los B/.3.5 millones restantes. 

Esta solicitud se presenta en el entendido de que el Gobierno Cen­
tral se caprcmete a respaldar didio pr~stano con los fondos requeridos cmio 
contrapartida y que corresponde a un nonto de B/.3.4 millones para esta prin ­
ra etapa, garantizando la inclusion de las partidas necesarias en los respecti­
vos presupuestos anuales de operaci6n del Ministerio de Salud. El pr6stam ­
serc adeans respaldado por la cmntribuci6n de las Comunidades involucradas en 
el proyecto, estinada en B/.2.2 millcnes. 

Atentanente, 

Arly: Nig 9s-Ardito Barletta 
Ministro 
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SUBJECTs DAEC REVIEW OF INTERIM REPORT FOR RURAL HEALTH
 
DELIVERY SYSIEM AND HEALTH SECTOR ASSESSMENT " " ..
 

SUMMARY:L 
THE DAEC REVIEWED THE SUBJECT PROJECT AND APPROVED IT FOR 
INTENSIVE REVIEW WITH THE FOLLOWING COMMENTS AND GUIDANCE. 
IN ADDITION, THE DAEC ACCEPTED THE ASSESSMENT AS A PRE-
LIMINARY DOCUMENT SUPPORTIVE OF THE PRQPOSED PROGRAM AND 
WHICH MET THE AGENCY'S DECEMBER 31 ASSESSMENT DEADLINE WITH 
THE UN)ERSTADIING THAT AN ADDENDLM TO THE ORIGINAL DOCUMENT 
WOULD BE SUBMITTED TO AID/W PRIOR TO OR AS PART OF THE 
PROJECT PAPER. A POST-DAEC TECHNICAL MEETING FURTHER 
DEFINED THE CONTENTS OF THE REVISED ASSESSMENT WHICH ARE 
DESCRIBED BELOW. 

ASSESSMENT$ 
1, ECONOMIC ANALYSIS OF INTEGRATIONS THE MISSION SHOULD 
COMPLETE AN ECONOMIC ANALYSIS OF THE PROPOSED RURAL HEALTH 
STRATEGY AS COMPARED TO EXISTING GOP HEALTH CARE SYSTEM. 
PROJECTION OF COSTS UNDER THE EXISTING SYSTEM SHOULD BE 
COMPARED WITH COSTS REQUIRED TO IMPLEMENT THE PROPOSED 
D)ELIVERY SYSTEM. THE ANALYSIS SHOULD IDENTIFY POSSIBLE 
PROGRAM VARIATIONS TO BE EFFECTED BY CHANGES IN TECHNICAL 

AND ADMINISTRATIVE SERVICE NORMS AND POTENTIAL MIXES OF 
HEALTH CARE SERVICES. 

op 

UVL 61SIFIED
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2. MIX OF SERVICES: THE MISSION IS REQUESTED .TO 
PROVIDE AN ANALYSIS OF THE MIX OF HEALTH AND NUTRITION 
SERVICES PROPOSED IN THE GOP'S HEALTH PROGRAM IN ORDER 
TO JUSTIFY THE LOAN COMPONENTS PRESENTED IN THE PROJECT 
PAERo WHILE THE EXACT MIX OF SERVICES WILL DEPEND O 
LOCAL CIRCUMSTANCES, NATIONAL GUIDELINES MUST BE 
ADDRESSED FOR REGIONAL AND LOCAL PLANNERS IN ORDER TO 
ASSURE THAT THE TOTAL NATIONAL HEALTH SERVICE PROGRAM 
ACHIEVES NATIONAL HEALTH GOALS AND OBJECTIVES. 

THE ANALYSIS SHOULD LIST ALTERNATIVE HEALTH PROGRAMS THAT
 
THROUGH THE RURAL HEALTH SYSTEM;
MIGHT BE IMPLEMENTED 


CONCISELY DESCRIBE THE COSTS AND EFFECTS OF EACH ALTERNA-

TIVE; AND PRESENT THE RATIONALE FOR THE PROGRAM MIX
 
SELECTED. IN THE ANALYSIS OF COSTS AND EFFECTS OF
 

ALTERNATIVE PROGRAMS, THE MISSION IS URGED TO USE
 
QUANTITATIVE PROCEDURES WHEN FEASIBLE AND TO INCLUDE
 

ARE CRITICAL TO GOP DECISIONS ONDECISION CRITERIA WHICH 

NATIONAL HEALTH GUIDELINES. THUS, THE ANALYSIS OF EACH
 

TOTAL COST,.ALTERNATIVE COULD INCLUDE AS APPLICABLE 
GOVERNMENT EXPENDITURE, IMPACT ON MORBIDITY AND MORTALITYv 
PUBLIC SATISFACTION WITH SERVICES, AND ANY RELEVANT 
SOCIAL POLICY CONSIDERATIONS, SUCH AS BENEFITS DERIVED 
FROM COMMUNITY DEVELOPMENT AND COMMUNITY HEALTH COMMITTEES* 

AID/W UNDERSTANDS MUCH OF THE ABOVE ANALYSIS HAS
 
ALREADY BEEN UNDERTAKEN.
 

3. CRITERIA FOR CONSTRUCTION: NATIONAL GUIDELINES WILL 
INCLUDE 	 NOT ONLY PRIORITIES ON THE VARIOUS PROGRAMS TO BE 

CRITERIA FORIMPLEMENTED, BUT ALSO REGULATIONS DEFINING 

THE PLANNING OF CONSTRUCTION OF RURAL HEALTH FACILITIES,
 
FOR THE LOCATION OF RURAL WELLS AND AQUADUCTS, FOR THE
 
LOCATION AND CONTINUANCE OF SUPPORT FOR COMMUNITY GARDENS,
 

A0 FOR THE IMPLEMENTATION OF OTHER PROGRAMS. THESE 
CRITERIA SHOULD BE DESCRIBED AND DISCUSSED IN RELATION TO 
H-lOW TEY WILL BE IMPLEMENTED. THE DISCUSSION SHOULD 

ILLUSTRATE THAT THE EXPENDITURE LEVELS IMPLIED BY SUCH 

UCLASSifiE
 
Classiticat
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CRITERIA ARE CONSONANT WITH THE PROPOSED NATIONAL PROGRAM

MIX. THE DISCUSSIONS SHOULD ALSO EXPLAIN WHY THESE
 
CRITERIA WERE SELECTED.
 

4. 
INCAP EVALUATION OF NUTRITION AND ENVIRONMENTAL
 
SANITATION PROGRAMSS THE MISSION SHOULD ENSURE THAT THE
 

SCODE OF THE INCAP EVALUATION INCLUDES THE ANTICIPATED
 
NUTRITIONAL BENEFITS FROM THE ON-GOING POTABLE WATER
 
SUPPLY AND COMMUNITY GARDENS PROGRAMS. EITHER AS PART

OF THAT EVALUATION OR COMPLEMENTARY TO IT, AN ANALYSIS
 
SHOULD BE UNDFRTAKEN WHICH COMPARES THE MARGINAL COST OF
 
INCREASED NUTRIENT CONSUMPTION PROJECTED THROUGH THE

CCMMUNITY GARDENS PROJECT WITH THE MARKET COST OF 
NUTRIENTS IN THE COMMUNITIES. THESE ANALYSES SHOULD
 
APPEAR IN THE REVISED ASSESSMENT DOCUMENT. 

INTERIM REPORT: 
THE INTERIM REPORT WAS APPROVED AND INTENSIVE REVIEW OF 
A LOAN PROJECT IN THE AMOUNT OF 6.0 MILLION DOLLARS WAS
 
AUTHORIZED. THE DAEC RECOMMENDED THE PROJECT PAPER 
ADDRESS THE FOLLOWING SPECIFIC LOAN DESIGN ISSUES:
 

1. LOAN COMPONENT: THE DISTRIBUTION OF LOAN FUNDS FOR
 
CERTAIN PROGRAM COMPONENTS MUST BE FULLY JUSTIFIED AND
 
DESCRIBED IN THE PROJECT PAPER. 
 FOR EXAMPLE, THE INTERIM
 
REPORT PRESENTED A PROGRAM OF WHICH 40 PERCENT WAS FOR

HEALTH FACILITIES CONSTRUCTION AN) 16 PERCENT WAS FOR
COMMUNITY GARDENS. THE RATIONALE FOR DEVOTING THIS
 
PROPORTION OF THE PROGRAM TO FACILITIES CONSTRUCTION,

THE CRITERIA BY WHICH THE CONSTRUCTION SITES WILL BE
 
SELECTED, AND THE MIX OF FACILITIES TO BE BUILT SHOULD BE
 
INtM.UDED IN THE PROJECT PAPER, BASED ON THE FINDINGS OF
THE UPDATED ASSESSMENT. THE ANALYSIS MAY INDICATE A
REVISED FINANCIAL PLAN. AS A RESULT OF THE INCAP
 
EVALUATION, THE PROJECT PAPER SHOULD 
INCLUDE THE 
RATIONALE FOR INCLUDING A PLAN FOR MEASURING THE NUTRI-
TIONAL I PACT OF THE ENVIROINMENTAL SANITATION AND COM-
M.UNITY GARDENS COMPONENTS. 

2. TARGET GROUP: THE REASON FOR INCLUDING
C, ,HIM n,-I Tp' ft PART OF THF TARGET GROUP JUSTIFICATION
 

UNCL ASSI3PIE 
ClossifkatoA 'V 
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FOR SLUM AREA HEALTH CENTERS CONSTRUCTION, AND THE
 
RELATIONSHIP OF THIS COMPONENT TO THE RURAL STRATEGY, IN

GENERALp SHOULD BE MADE EXPLICIT IN THE PP. 
 THE COSTS OF

DELIVERING HEALTH SERVICES TO SLUM POOR THROUGH HEALTH 
CEITERS SHOULD ALSO BE INCLUDED. 

3. PROGRAM COSTS: SPECIAL ATTENTION SHOULD BE PAID TO
 
THE INCREASE IN OPERATING COSTS OF THE EXPANDED HEALTH

CARE SYSTEM FOR ; 4E GOP BUDGET. THE PROJECT PAPER SHOULD
 
PROVIDE FOR THE GATHERING OF COST DATA REQUIRED TO
 
DETERMINE WHETHER THE GOP'S HEALTH DELIVERY SYSTEM IS
 
AFFORDABLE OVER THE LONG TERM.
 

4. OTHER DONOR INTEREST: THE PROJECT PAPER 
SHOULD
 
CLEARLY DESCRIBE THE ACTIVITIES OF OTHER INTERNATIONAL
 
DONORS IN THE HEALTH SECTOR.
 

5. TRAINING: THE PROJECT PAPER SHOULD ADDRESS THE
 
POSSIBILITY OF LOAN FINANCING SOME ASPECTS OF TRAINING IN

COMMUNITY HEALTH AND FAMILY PLANNING WHICH IS CURRENTLY
 
FUNDED BY TITLE X. AN EXAMPLE WOULD BE THE WOMEN'S 
HEALTH CARE SPECIALIST PROGRAM. FURTHERMORE, THE PROJECT
PAPER SHOULD DETAIL HOW THE TRAINING PROGRAM FOR COM-
MUNITY HEALTH AIDES IS TO BE IMPLEMENTED. THE SPECIFIC
COST COMPONENTS, E.G., CURRICULUM DEVELOPMENT, INSTRUCTORS,
TRAINING, EDUCATIONAL MATERIALS, SHOULD BE IDENTIFIED. 
A CAREFUL EVALUATION SHOULD BE MADE OF THE ADEQUACY AND 
APPLICABILITY AT A NATIONAL LEVEL OF THE ON-GOING HEALTH
AIDES TRAINING PROGRAM IN COLON AND BOCAS DEL TORO. 

AlD/ UDERSTANDS THE MISSION WILL SUBMIT REQUESTS FOR
TDY ASSISTANCE FOR BOTH REVISED ANDTHE ASSESSM4ENT 
FROJECT PAPER AS SOON AS THEY ARE IDENTIFIED AFTER
 
DISCUSSIONS WITH THE GOP. 
 INGERSOLL
 

UNICLASS
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PROJECT DESIGN SUMMARY 	 Lifq of Project7 7  81 
A10 10°0-29 '"73 	 LOGICAL FRAMEWORK (INSTRUCTION- THIS ISAN OPTIONAL From FY FY 
sup 0.&.r I .. 	 FORM WHICH CAN BE USED ASAN AID Total U.S. Fund . g nRural Health Delivery System 525-22-530-181 TOORT. ITNOTBE RTAEADt
Project Titli &Number: OR SUBMITTED.) 

NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION 	 IMPORTANT ASSUMPTIONS 
A. Program or Sector Goal: The oader objective to Measures of Goal Achievement: (A-2) (A-3) 	 Assumptions for achieving goal targets: (A-4) 

which this project contributes: (A-1) 

Raise the health level of the For the marginal popula-

Panamanian marginal popula- tions by 1985: 2/
 
tion l/ to acceptable stand­
ards. 
 1. Increase life expect- 1. Decennial census. Vital statistics are reason­

ancy from 50 years to ably accurate.
 
55 years.
 

2. 	Reduce infant mortal- 2. Special surveys and
 
ity from 37.2 per studies conducted period
 
thousand to 30 per ically bY the MOH and
 
thousand. Statistics and Census
 

Bureau of the Contralori
 
General de la Republica.
 

3. 	Reduce general mortal­
ity from 6.0 per thou­
sand to 5.3 per thou­
sand.
 

4, 	Reduce incidence of
 
diarrheal diseases 30%
 
i.e., from 29,000
 
cases in 1974 to
 
20,000.
 

l/ 	The "marginal population" refers to those people lacki 
g some or all of the basic public services ­
electricity, potable water, sewerage, access to secon 
 ry schools, paved streets, tc.
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AID 1020.22 {I.-1 PROJECT DESIGN SUMMARY Life of P,-ie:t:From FY '77 to -'8/ -- -
IProjectTitle&Number: Rural Health Delivery System LOGICAL FRAMEWORK 	 omaF. . -­

• 	 525-22-530-181 Da,Prepire: Mi !97t
 

NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS 	 OF VERIFICATION IMPORTANT ASSUMPT;0145B 	 Project Purpose: (B-I) Conditions that will indicate purpose has been (B-3) Assumptions for achieving purpose: (B-4)
achieved: End-of-Project status. (B-2)

To 	institutionalize an im-
 Data 	collected annually by

proved integrated low 
 the 	Statistical Department
co6t 	public health delivery 
 of the MOH and Statistics
 
system providing preventive 
 and 	Census Bureau of the
and 	curative health care 
 Contraloria General de la
 
services and adequate en-
 Republica.

vironmental sanitation con­
ditions to the marginal
 
population residing in rural y 1981:
 
areas.
 

a. 	Health services will 
be .1 Increase accessibilit
 
accessible. 1/ 
 of the marginal popu­

lation to basic healtl
 
facilities from 25%
 
to nearly 50%.
 

a.2 	 Increase the popula­
tion with access to
 
potable water from
 
54% in 1975 to 70%.
 

.3 	Increase the popula­
tion with access to
 
excreta disposal
 
systems from 76% in
 
1975 to 83%.
 

I/ 	Accessibility is defined as 
 ny public health facility within two hours using

normal routes and transportfion means.
 



,U.'IEMKYIi, 

Project Title tNua: Rural Health 
.,NARRATIVE SUMMIARY 

Project Purpose: (B-1) 

(continued) 

b. 	Health services will be
 
effectivel.y delivered. 
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PROJECT DESIGN SUMMARY Life of Preet;, _LOGICAL FRAMEWORK From FY " ,tF" 81 
Total U.S.Fun.n 9 5Delivery System 525-22-530-181 	 Dote Prepred:y 

OBJECTIVyEL VERIFIABLE NDICA MEANS OF VERIFICATIOr4 IMPORTANT ASSUMPT;51 ___
Conditions that will indicate purpose has been (B-3) Assumptions for achieving purpose: (B-4)
achieved. End-of-Project status. (B-2) 

By 1981:
 

b.l 	 Increase professional
 
services during
 
childbirth from 47.6
 
in 1975 to 60% for
 
the 	target popula­
tion,
 

b.2 	 Increase immunizatio
 
for the marginal
 
population from 50%
 
to 60%.
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Rr 
PROJECT DESIGN SUMMARY 
PROJECT DESIN SFromLOGICAL FRAMEWORK 

Life of Project 77FY 77 _ 
to FY 81$9.500 

_ 

Rural Health Delivery System
Project Title & Nuffer:________________________ 

525-22-530-181 Date Prepared 

NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

C. Project Outputs: (C-I) Magnitude of Outputs: (C-2) (C-3) Assumptions fat achieving outputs: (C-4) 

1. Increased efficiency of The improvement of MOH As part of the continuous GOP policy will continue
 
health services within the and CSS health care evaluation of the program, to favor integratior of
 
context of an integrated systems will be achieved periodic reviews will be MOH and CSS health care
 
public health care system. to the extent that by conducted by the GOP to systems.
 

1981 health objectives, monitor the progressive in­
policies and functions tegration of the various
 
will have been uniformly administrative elements ­
established and adminis- management, purchasing,
 
tered at both the nation- transportation, laboratory
 
al and provincial levels, analysis, budgeting, accoun
 

ing, data gathering, main­
tenance, and medical ser­
vices.
 

2. An enlarged and strength- By 1981, 225 health Data collected annually by
 
ened capacity within the posts-will have health the Statlstical Department
 
public health sector for assistants with intensive of the MOH.
 
training and utilizing health care training in
 
health assistants. basic community health
 

subjects, including vac­
cinations, first aid,
 
childbirth, family plan­
ning and other basic MCH
 
care and environmental
 
sanitation.
 

rural 
3. Providing / communities, a. By 1981, Observation Land titles will be obtained 

representing approximately in a timely manner. 
25% of the marginal popula- 4 rural health 
tion, with access to basic centers will have bee 
health care services and constructed, staffed 
facilities and a mechanism and equipped. 
of referral through the t 
health care delivery syster
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. .. ,020-2.... 
PROJECT DESIGN SUMMARY 

LOGICAL FRAMEWORK 
Life of P,7o
Total F 

Fy 81 

9UPPLEENT I Dote oa dinPav qQ9Ib 
ProjectTitle&Number: Rural Health Delivery System 525-22-530-181 PAGE3 

NARRATIVE SUMMARY 

Project Outputs: (C-1) 
as appropriate to the indi-

OBJECTIVELY VERIFIABLE INDICATORS 

Magnitude of Outputs: (C-2) 
b. By 1981, 14 health sub­

(C-3) 

MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

Assumptions farachieving outpIts: (C-4) 

vidual's health needs. centers will have been 
constructed, staffed 
and equipped. 

c. By 1981, 225 rural
 
health posts will have
 
been established, equip
 
ped and staffed.
 

d. By 1981, 300 rural aque
 
ducts and 400 hand pump­
ed wells will have been
 

installed.
 

e. By.19 8 1, 13,800 latrine!
 
will have been construct
 
ed ...
 

f. Over the period 1977- Annual surveys by the Depart­

1979, 48 community gar- ment of Training and Invest.
 
dens will be establish­

.ed. By 1980 there will
 

be a total of at least
 
200 functioning commun­
ity gardens in the rural
 
sector.
 

g. Over the period 1977 ­
1979, 75 small animal 
projects will be estab­
1ished.
 

h. By 1981, 50 health cen­
ters and/or sub-centers
 
will have been remodel­
ed.
D. INPUTS 


See financial plan for
 
details on funding.
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RURAL HEALTH DELIVERY 	SYSTEM PROJECT
 

Mo/Date/Yr. 	 PPT NARRATIVE
 

6/30/76 1. Loan Authorization Signed
 

10/31/76 2. Loan Signed
 

2/28/77 3. Initial Conditions Precedent met
 

3/31/77 4. 	First year provincial plans submitted (includes
 

locations of health posts, aqueducts, subcenters,
 

centers to be constructed during year 1)
 

3/31/77 5. Standardized plans finalized for: a) health posts (225)
 
b) subcenters (14)
 
c) Centers (4)
 

7/ 1/77 6. Construction of Health Posts initiated
 

12/31/77 7. IY/ of Health Posts staffed, equipped and
 

functioning
 

1/1/78 8. Second year provincial plans submitted.
 

12/31/78 9. Additional 3 0 of health posts completed; total of
 

41A staffed, equipped, and functioning.
 

1/1/79 10. Third year provincial plans submitted.
 

12/31/79 11. Additional 30X, of health posts completed; total
 

of 70% staffed, equipped, and functioning.
 

I/1/80 12. Fourth year provincial plans submitted.
 

12/31/80 13. Additional 3M/ of health posts completed; total
 

of 10M/staffed, equipped, and functioning.
 

V-1 
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Mo/Day/Yr. PPT Narrative
 

5/15/77 14. Construction of Subcenters initiated
 

1/31/77 15. 2 subcenters constructed. equipped, staffed
 

and functioning.
 

12/31/78 16. 4 additional subcenters completed; total of
 

6 subcenters equipped, staffed, and functioning.
 

12/31/79 17. 4 additional subcenters completed; total of
 

10 subcenters equipped staffed, and functioning.
 

12/31/80 18. 4 additional subcenters completed; total of 14
 

subcenters equipped, staffed, and functioning.
 

7/1/77 19. Health center sites determined.
 

12/31/78 20. 1 health center constructed, equipped, staffed,
 

and functioning.
 

12/31/79 21. 	 3 health centers constructed, equipped, staffed,
 

and functioning.
 

12/31/80 22. Total of 4 health centers constructed, equipped,
 

staffed, and functioning.
 

4/1/77 23. Health assistants' training activities and curriculum
 

established; training of health assistants initiated.
 

12/31/77 24. 30 health assistants trained
 

12/31/78 25. 120 health assistants trained
 

12/31/79 26. 210 health assistants trained
 

12/31/80 27. Total of 300 health assistants trained
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Mo/Day/Yr. PPT Narrative
 

12/31/80 28. M.P.H. training completed for 10-15 key personnel
 

1/31/78 29. Training initiated for sanitary technicians.
 

12/31/80 30. 20 sanitary technicians trained.
 

4/1/77 31. Health auxiliaries' training activities and
 

curriculum established training initiated.
 

12/31/77 32. 20 health auxiliaries trained.
 

12/31/78 33. 80 health auxiliaries trained.
 

12/31/79 34. 140 health auxiliaries trained
 

12/31/80 35. Total of 200 health auxiliaries trained
 

4/30/77 36. Latrine construction initiated
 

12/31/77 37. 3,450 latrines constructed
 

12/31/78 38. 3,450 additional latrines constructed; total
 

of 6,900.
 

12/31/79 39. 3,450 additional latrines constructed; total of 10,350.
 

12/31/80 40. 3,450 additional latrines constructed, total of
 

13,800.
 

4/1/77 41. Orders placed for vehicles
 

4/1/77 42. Orders placed for one-half total water system equipment.
 

12/31/77 43. Equipment, vehicles delivered; construction begins
 

on aqueducts.
 

1/31/78 44. Orders placed for remaining water system equipment.
 

12/31/78 45. 100 aqueducts completed
 

12/31/79 46. Total of 200 aqueducts completed
 

12/31/80 47. Total of 300 aqueducts completed
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Mo/Day/Year 
 PPT Narrative
 

12/31/77 
 48. 100 hand pumps completed
 

12/31/78 
 49. Total of 200 hand pumps completed
 

12/31/79 50. 
 Total of 300 hand pumps completed
 

12/31/80 51. 
 Total of 400 hand pumps completed
 

5/1/77 
 52. 	 Community garden sites determined (local health
 

committees established, etc.)
 

12/31/80 53. 
 48 community gardens functioning
 

5/1/77 54. 
 Small animal project sites determined
 

6/1/77 55. 
 Delivery of materials; construction of animal
 

projects begins.
 

6/15/77 56. 
 Ongoing, periodic technical assistance on animal
 

projects initiated.
 

12/31/79 57. 
 50 small animal projects completed.
 

12/31/80 58. 
 Total of 75 small animal projects completed.
 

2/28/81 59. Integrated health system completed and
 

functioning.
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CHECKLIST OF STATUTORY CRITERIA 

In -the righL-hand margin, for each item, write answer or, as appropri­
ate, a sui.ary of required discussion." As necessary, reference the
 
section(s) if the Capital Assistance Paper, or other clearly identi­
fied and avaLlable document, in which the matter is further discussed.
 
This form may be made a.part of the Capital Assistance Paper.
 

The following Abbreviations are used:
 

TAA Foreigi, Assistance Act of 1961, as amended. 

FAA, 	 1973 - Foreign Assistance Acd of 1973. 

App. - Foreign Assistance and Related Programs 
Apprtpriation Act, 1974. 

M-	 M.erchant Marine Act of 1936. as amended.
 

BASIC LL'TEORITCX 

1. 	T k 9 03_;_ 104; 105_ 
R 106; b 107. Is loan being made 

a. for agricuiture, rural development
 
or nutrition;
 

b. for populition planning or health; The basic purpose of the loan is to
 
assist in institutionalizing and im­
proving an integrated low cost public
 
health delivery system capable of pro­
viding basic health services and ade­

c. for education, public administration, quate environmental sanitation con­or hume r tsourccs developiment; ditions for the marginal population.
 



d. to solve economic and social develop­
mcnt problems in.fields such as-transporta

tion, power, induotry, urban development,
 
and export development*; 

e. 
in suppart of the gc.,eral economy of.
 
thA recipient country or for development 
programs conducted by private or lncernti­
tional organizations. 

COUM'RY 'F.RFORIMANCE 

Prosrcss Tow 
rds Country Coals
 

2. FAA 201 (b) (5), (7)& (8); 5 208 

A. Describe extent to which country is:
 

%l) ItAking appropriate efforts to 

increase food production and improve

neans for food storage and d13tribu-


tion. 

(2) Creating a favorable clinate 
for forci&gn and domestic private
enterprise and investment, 


(3) !ncreas1ng the publices role in 

the developmencal process, 


k 12%0-1 (6-711) 

The GOP is implementing a broad
 
range of agricultural programs, in­
cluding farm credit, land development

& resettlement schemes, & improved
food distribution and storage.
 

Panama's Banking Law of 1970, the use
 
of the U.3. Dollar as legal tender, and
 
the complete freedom of international
 
payments and exchange transactions com­
bine to create a favorable climate for
 
private enterprise. 

The GOP continues to encourage grass
 
roots participation in the development
 
process. For example, 
it has strength­
ened local gov'ts involvement in deter­
mining national priorities, policies, &programs; encouraged local initiative 
thru the establishment of community
committees inhealth & education; and 
actively promoted the development of
 
cooperatives. \,S 



=3­

(4) 	 (a) Allocatins available budge- In 1974, gross domestic capital forma­
tary'resources to development. tion was 22.3% of GDP (using constant 

1960 prices). The Nat. Gov'ts estimated 
investment expenditures for 1975, includ­
ing lending operations,totaled $405 Mil.
 
or 59/ of the GOP's budget.
 

(b) 	 Diverting uch resoures for Panama's military expenditures continue 
unnecess-ry ilitary expenditure to represent a small percentage of the 
(See also Item No. 20) and interv national budget. Panama has not inter­
vention in affairs of other free vened in the affairs of other free and 
and independent nations.) (See independent nations.
 
also Item No. 11).
 

() ~'aking economic; social,and In recent years GOP has effected tax 
,political reforms such as tax collec- reforms to significantly increase 
Lion ifprovrent5 and changes in land public revenues; provided public land 

tenure arrangements, and raking pro- for group farming schemes; and has at­
gSess 	toward respect for the rule of tempted, not always successfully, to
 

:law, freedom of e;pression and of the maintain an open dialogue with the
lawfrccoDf e~presionandprivate sector. 

press, and recognizing the importance 

of individual frcdom, initiative, 
and private enterprise. 

(6) Willing to contribute ti.nds to The Mission has discussed Project
 
the project or program. funding with the Ministry of Health
 

and the Ministry of Planning and
 
Economic Policy and agreement has been
 
reached regarding the Project's scope 
and funding requirements. 

() Otherwise responding to the The Government is clearly responding 
vital economic, political, and in an effective manner to the develop­
social concerns of its people, and ment needs of its people, particularly
 
demonstrating a clear determina- in the areas of agriculture, health,
 
tion to take effective self-help education, and housing. This Project
 
wesourCs, 	 will strengthen the GOP's equity 

oriented programs inthe health sector.
 

B. Are above factors taken into account 
Ain the furnishing of the subject a3Si3- Yes 
tance?
 



Treatrent of U.S. Citizens and Firms. 

3. FAALT6 (c if asaiatance is 
to %overnment, is the government 
liabLe as debtor or unconditional 
guarantor on any debt to a U.S. 
citizen for goods or services 

The GOP isnot known to be 
indebted under these circums­
tances to any U. S. citizen 
for goods and services furnish­
ed or ordered. 

furrished or ordered whcre (a) such
citizen has cxhausted available
legal rcredies anj (b) debt is notdenied or contestd by such govern­
ment? 

4. FAA 9 620 (e(
(1). If asistanco 

is to a govcr1menL, has it (in­cluding governnent agencies or sub.
dlvisions) taken any action which

has the effect of n'ationalizing,
expropriating, No.
 

or otherwise seizing
ownership or control of property of.U.S. citizens or entities benefi­ciaJly ov'ned by them without t&'XIngsteps to discharge its obligations
toward such citizns or entities? 

5. FAA 620(); Frshcrr.cn'q Protective One vessel was seized in
Act. 95. If country has ajized, or early 1974.
imposedany penalty or scnction against
any U.S. fishing vessel 
on account of
its fisling activities in international
 
wacers, 

a. has any deduction required by 

No.
Fislermen's Protective Act been­

made? 

AID 12%o.1 (6-1). 



considered by

b. 	 has complete denial of assictance Such a denial was 

the A.I.D. Administrator and been 	considered by A.I.D. Administrator? 
 not in the U.S. interest.
deemed 


Relations with U.S. Governwont and Other 

T.ations . 

Panama does not furnish assist­6. 	 -FAA § 620 (n). Does recipient country 
ance to Cuba. Panamanian flag

furnish assiztance to Cuba or fail to 

carriers do carry cargo to and
 take 	appropriate steps to prevent 

from 	Cuba.
ships or aircraft under its flag 


from carrying cargoes to or from Cuba?
 

7. 	 FAA 9 620 (b2. If assictance is to a Yes, it has been so determined. 
government, has the Secretary of State 

determined that it is not controlled
 

by the international Communict move­
ment? 

8. 	 FAA 1 620 d). If assistance is for
 

any produztive enterprise which will
 
Not applicable.


compete in the United States with 


United States enterprise, is there
 

an agrecmnent by the recipient country 

to prevent export to the United States
 

of more than 207. of the enterprise's
 

annua: production during the life of
 

the loan? 

9. FAA Al 620 1s recipient country a
if). 

No.
Communist country? 
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10. 	FAA 9 620 (i). Is-recipient country in 
any way involved in (a) subversion of, 
or mili tary aggrestioa against, the 
United States or any country receiving 
-U.S. assistance, or (b) the planning of 

su.h subversion or aggression?
 

11.. 	 FAA ; 620 (j). Has the country per-
mirted, or failed to take adequate 
measures to prevent, the danage or 
"dstrLction,by mob action, of U.sO 
property?' 


12. 	FA. 620 (1). If the country has 
failed to institute the investment 

guaranty program for the specific 
risks of expropriation, in converti­
bilifty or confiscation, has the 
A.I.D. adminiitration within the 
past year considered denying assis­
tance to such government for this
 
reason?
 

13. 	FAA '620 (n). Does recipient
 
country furnish gbods to North
 
Viet-Nam or permit ships or air­
craft under its flag to carry 

cargoes to or from North Viet-

Nam?
 

14. 	 FAA 670 (q). Is the government of 
the rcciiient country in default on 
interest or principal of any A.I.D. 

loan to the country?
 

No.
 

There have been two incidents
 
of damage to the U.S. Embassy.
 
The second incident was termi­
nated by police action and the
 
use of tear gar.
 

U. S. - Panama agreement relat­
ing to investment guarantees
 
entered into force March 8, 1962. 

No.
 

No.
 

-ako-i (6-74
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15. 	 VtA 462 (a. as the couentry severea 
diple(r.cic rel;tions -,ith the United 
States? If to, t.vo they been resu..ed 
and have new bI1 teral assistance agree. 
ments been negotnuted and entered into 
since 3uch resumption? 

16. 	 FAA § 620 (u. What is the payment 
status of the councry's U.N. obliga-
tioas? if the country. is in arrears, 
were such arreara.es rakan into account 
by the A.I.D. AdtiniaLracor in deter­
mining the current A.I.D. Operational 
Year Budget? 

s 
17. 	 FAA s481. Has the government of 


recipient country failed to take ade-

quate steps to prevent narcotics 

drugs and other controlled szubstances 

(as defined by the Comprehensive
 
Drug Abuze Prevention and Control
 
Act of 1970) produced or processed,
 
in vhole or in part, in such country,
 
*or transported through such cauntry,
 
from being sold il!6, aily with'in
 
the jurisdiction of such country to
 
U.S. 	Government persc.nel or their
 
depetidents, or frorif entering the 
U.S. 	unlawfully?
 

18. FAA. 1973 29. If (a) militiry base 
is located in recipient country, and 
was constructed or is being maintained 
or opcrated with funds furnished by 
U.S., and (b) U.S. jrrsornal carry out 
ntilitary oporatior.s froa such base, 
ha3 t'ie Presidenc dozermincd that the 
government of recipient country has 
authorized regular accesB to U.S, 
correspondents to uch base? 

No.
 

Panama is not delinquent with respect 
to dues, assessments, or other obliga­
tions to the U.N. for the purposes of 
Article 19 of the Charter. 

No. 	 The Government of Panama is 
actively cooperating with U. S. and 
international agencies in the control
 
of illicit drug and narcotics traffic.
 

Not applicable.
 

http:arreara.es


Mifitary Expendi tures
 

19o 	 FAA s 620 (s). What percentage of 
country budget is for military 
expe.diturcs? How much of foreign 
excha-ge resources spent on mili= 
tary quiprent? How much spcnt for 

the purchase of sophisticated 

weapons system3? (Consideration of.
 
these points is to be coordinated
 
with the Bureau for Program and
 
Policy Coordination, Regional
 
Coordinators and Military Assis-:
 
tance Staff (FPC/RC).)
 

Conditions of The Loan
 

Ceneral Soundness
 

20. 	FAA s 201 (d). Information ana 

conclusion-on reasonableness and 

legality (undcr laws of country 

and the United States) of lending
 
and reicnding terms of the loan.
 

21. 	 FAA s 201 (b) (2); a 201 (c) 
Information and conclusion on 
on activity's eqonomic and. 
technical soundness. If loan 
is not nude pursuant to a 
multilateral plan, and the 
amount of the loan exceeds 
$100,000, has country submitted
 
to A.I.D. an application for
 
such funds together with assur­
ances to indicate that funds
 
will bu used in an economically
 
and tchnically sound manner?
 

Less than 1% of 1975 budget was for
 
military expenses. Less than 1% of
 
1974 foreign exchange resources ex­
pended on military equipment. No
 
sophisticated weapons systems have
 

been 	purchased by GOP.
 

The terms are both reasonable and
 
consistent under the applicable
 
U. S. and Panamanian laws.
 

The Borrover has made an application
 
for loan financed assistance in this
 
activity and there have been assur­
ances that funds will be used in an
 
economically and technically sound
 
manner.
 

22. FAA s 201 (b) (2). Information and 
conclusioQ on capacity of the country 
to repay the loan, including reason-

There are reasonable prospects of 
repayment. 

ablere.s: of repayent prospects. 



23. FAA r 201 (b) (1). Inforation an~d 
conclusion on availability of fin-

Financing for this activity from 
alternative sources is not avail­

ancing from other iree-world sources, 
Including private aources within the 

able. 

United Scates. 

24. 	FAA's 611 (nj.). Prior to si3gning
 
of loan will thare be (a) engineering,
 
financial,. ai, other plzjs necessary
 
to carry ou!.'the a'ss-414,a'ite and (b)"a 
reasonabty fijX cstic t... the cost 
to the-United States 6fthe assistance?
 

25. 	FAA.s 611_ .(2. If further legis-

lative action is rcquired'within reci-


pien. country, what £3 basis for rea-

sonable expcctation that such action.
 

will be completed in time to permit
 
orderly accomnlishmatit of purpose of
 
loan?
 

26. 	 FAA 611 (P). If loan is forCapital 
Ax|nsnncc, neid all U.S. assistance to 
projo:t now oxcvodI8, $ 1iliLon, has 
MieAln Dtruct-r certified the country'a 
capability effecLively to maintain and
 
utilize the project?
 

Lonnes Relctionnhi.p to Achievement ofCountry 

and Regionn) Goals
 

27. 	FAA s_07; n 113 
Extent r.o which assintance 


reflects appropriate cphasis 


on; () encouraing develop-

on; 	 of dencoraig ev ­
ment of democratic, economic, 
political, and socic institutions; 
(b) sclf-licip in meeting the 


.country's food necds; (c) im-


.proving availability of trained 

manpower in the country; (d) 


prograras designcd to meet the 

country's health needs;
 

Yes.
 

No further legislative action
 

is required to accomplish the 
loan's purpose.
 

Yes.
 

This loan will enhance the
 
ability of the public health
 

system to extend basic health
 

services to marginal popula­
tions while simultaneously
 
strengthening community in­
volvement in the design, execu­
tion, 	and evaluation of health
 
programs. A significantportion
 
of the health personnel to be
 
trained under the loan will be 

women. 	 ­
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(c) other important areas of economic,
 
political, and 
ocial development, 
including industry; free labor unions, 
cooperativcs, and Voluntary Agencies; 
transportation and co-unication;
 
planning and public administration;
 
urban development, and modernization
 
pf exist.ing laws; or (f) integrating
 
women into the recipient country's
 
national economy. 

28. 	FAA 9 209. Is project susceptible 

of execution as 
 part 	of regional

project? If so why is project not 
so executed? 

29. 	 FAA r'201 	(b) (4). Information and 

conclusion on activity's relation-

ship to, and consistency with, 

othee development activities, and 

its contribution to realizable 

long-range objectives, 


30 RA 
30. 	FAA s 201 (h) (9). Information andconclJsion on whether or not 
the 


activ:ty to be financed will con-

tribuLe to the achievement of 

self-ustaining growth, 


31. 	 FA 09Inf~orntion and conclusionwhether assi-tanc will n-" 
couragc regional development 

rora reinlserve
, 

This 	project cannot be executed as
 
part 	of a regional project since it 
is designed to strengthen the public 
health delivery system wholly within
 
Panama.
 

The project is supportive of ardcon­
sistent with the GOP's health sector
 
goals 	which include: accelerating
 
the process of incorporating the mar­
ginal population, especially those
 
residing in the rural 
sector, within
 
the scope of health service coverage;
 
and guaranteeing the quality and ef­
ficiency of health services within the
 
context of an integrated public health
system. 

The loan activities are designed to
 
improve the health of Panama's popu­
lation. A healthy population is a
 
prerequisite for achieving any long
 
term 	development objective. 

Although the project 
is not designed

with a view to promoting regional

development programs, 
it may well
 

as a model
systems in other developing countries.
for health delivery 

I 



32. 	FAA s 111. DisCuss the ex-

tent to which the loan will 

strengthen the participation 

-of urban and rural poor in 

their country's development, 

-and w11 assist in the develop-

-ment of cooperatives which wil 

cnaLle and en:outage greater
 
numbers of poor people to help
 
themselves toward a Letter life.
 

33. 	FAA s 201 (f)% If this is a 

projoct loan, describe how such
 
project will promote the country's
 
cconr,mnc development taking into
 
account the country's human and
 
material res~urces requirements 
and relationship between ulti­
mate.objectives of the project
 
and overall economic development.
 

34.. FAA s 281 (a). Describ& extent 

to whi.ch the loan will contri­
bute to the objective of
 
assuring maximum partiqipation
 
-in the task of economic develop­
ment on the part of the people
 
of thc country, through the
 
encouragement of democratic,
 
private, and local governmental
 
institutions.
 

35. 	FAA! 281 (b). Describe extent 
to which progra- recognizes the 
partit-ular tI'Ceds, desires, andcapac'.tics of the desire 
 and 


of the pe~ople of the 


As a working principle, the public health
 
sector does not proceed with community­
based health programs, such as those con­
templeted under this loan project, with­
out the consent and direct participation
 
of the Community Health Committee or
 

other local representative group.
 

See items 27, 29, 30, and 32.
 

See item 32.
 

In addition to involving the marginal
 
population in the execution of community
 
based health activities, the project also.
supports the integration of the two prin­
cipal public health entities, thereby
 

country; utilizes he country'Srationalizing the utilization of existing
 
inteliectual resources to en-
 health resources.
 
courage Institktional development;
 
and supports civic education and 
Craining in ski!i-s required for
 
effective participation in govern­
xnenal and political processes
 
essential to self-government.
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36.. FAA 9 201 (b) (3)_. In what ways
does the activity give reasonable 

By extending basic health services 
coverage to a significant portion of 

promise of'contributing to the the marginal population, the health 
deveiopment of economic resources, and productive capacity of this target 
or to the increase of productivecapacities? group will be improved. Furthermore,several hundred community residents willbe trained to provide basic medical care 

within their communities and districts. 

37. 	FAA s 601 (a). Information and 
conciusioiswhether loan'will en­
courage efforts of the country
 
to: (a) incrcase the flow of
 
international trade; (b) fostcr
 
private initiative and competi­
tion; (c) encourage development
 
and'use of cooperatives, credit Not applicable.
 
unions, and savings and loan
 
associations; (d)discourage
 
monopolistic practices; (e)
 
improve technical efficiency
 
of industry, agriculture and'
 
com.imevce; and (f) strengthen
 
free labor unions.
 

38. 	 FMA 2 619. If assistance is Panama is not a newly independent 
for newly independen country, country. 
is it furnlshed thirough multi­
lateral organizations or plans
 
to the maximumn extent appro­
priate? 

I.oin's Effect on U.S. and A.I.D. 
Program
 

39. 	 FAA i 201 (b) (6). Information This project will have no forseeable
 
and concLusion on ppssible adverse effects on the U.S. economy or 
effe!cts o. loan on U.S. economy, areas of labor surplus. Assistance will 
with 3pecal reference to areas be furnished in a manner consistent with 
of subztaitial labor surplus, and imp'rving the U. S. balance of payments 
ext nt to which U.S, commodities position. 

AID 1240-1g (67,) 
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and assistance are furnished in
 
a nanrer consistent with im­
proving the U.S. balance of pay-

Meats position.
 

40. FAA I 202 (a). Total amount of 

money under.loan which in going 

directly to private enterprise, 

is going,,Co intermcdiate credit
 
institutions or other borrowers
 
for use by private enterprise,
 
.Asbeing used to finance im­
ports from private sources, or
 
is otherwise being used to fin­
a46a procureaents from private
 
solrces. 

41. 	FAA 601 (b). Information and 

corrclusion on how the loan will 

encourage U.S. private trade and 

Investment abroad and how it will 

-encourage private U.S. participa-

tion in forign a:sistance pro-j
 
,grams (Including use of private
 
traJo channels and the services
 
of U.S. private enterprise).
 

42. 	FAA 60L (d). If a capital 

project, are engineering and 

professional services of U.S. 

firms and their affiliates
 
used to the maximum extent
 
consistent with the national
 
intcrest? 

AID l2 ;o-l (.72)0 

Loan proceeds will be used to procure
 
goods and services primarily from
 
private sources.
 

It isanticipated that a portion of the
 
technical assistance and most of the
 
equipment for the project will be
 
procured from U. S. private sector
 
sources.
 

Services of U. S. professional firms
 
will be utilized to the maximum extent
 
practicable.
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43. FAA s 602. InforrmAtion and Standard procedures will be followed 
conclusion whether U.S. small to facilitate small business partici­
buiness will participate pation inAID financed procurement. 

equitably in the furnishing 
of goodu and service financed 
by the loan. 

44. 	 FA 620_.(). Will the loan 
promote.cr assist the foreign No. 
aid projects or activities of 
the Comniunitt-Bloc countries? 

45. 	FAA g 621. If Technical Loan financed technical assistance
 
Assiatance i financed by will be furnished primarily from
 
the loan, infornation and private sources on a contract basis.
 
conclusion whether such
 
assistance will be furnished
 
to the fullest extent practic­
able as goods and professional
 
and other services from private
 
enterprise on a ccntract basis.
 
If the facilities of other
 
Federal agencies will be utilized,
 
information and conclusion on
 
whether they are particularly
 
suiLable, are not competitive
 
with private enterpriset and
 
-can b,2 made available without
 
undue interference with
 
domestic programs.
 

Lonnti Cn'rn! iance with Specific 
Rcqu ireuents
 

46. 	FAA . ll0 (a)- , 208_). In The Ministry of Planning and Economic 
what matiner has or will the reci- Policy has agreed to provide a counter­
pient country provide a33uranccs part contribution inexcess of 25% of 
that it will provid.e at least 25 total project cost. 
of the cost3 of the program, pro­
ject, or activity with rc..pcct to
 
which the Lnan is to be made? 

AID 1240 -1(6-7 %) 
A 

http:promote.cr


47. FAA 1 112. Will loan be used to 
£inance police training or re-
lated program in recipient 
co,intry? 

No. 

48. FAA s 114. Will loan be used to 
pa' for performance of abortions 
or to motivate or coerce pernons 
to pra-ctice abortions? 

No. 

49. FAA 201 (b). Is"the country 
among the' 20 countries in which 
.development loan funds may be 
used-to make loans in this 
fiscal year? 

Yes. 

50. FA-k § 201 (d). Is interest 
rate of loan at least 27. per 
annun during grace period 
and at least 37. per annum 
.hereafter? 

Yes. 

51. FAA-t 2 01L(Q. If this is a 
project loan, what provisions 
have been ade for appropriate 

"participation by the recipient 

country' s private enterprise? 

Panamanian private enterprise is 
expected to participate in the 
project through the provision of 
commodities, construction and other 

professional services. 

52. FAA 1 604 (a). Will all comodity 
procureimenL financed under the 
loat be frcm the Unitcd States 
except as otherwiae determined by 
the Pre.sident? 

Loan funded commodity procurement 
will be limited to Panama, the 
United States and other AID Geo­
graphic Code 941 countries. 

AID 1240.1i(-7e 
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53. 	FAA 9 604 (b). What proviaton While no bulk commodity procurement is 
is made to prevent financing contemplated under this loan, any such 

connodity procurement in bulk procurement would be subject to compe­

at prices higher then adjusted titive bid procedures.
 

U.S. 	market price? 

54. 	FAA b 604 (d). If the coop­
erating country discriminates
 
against U.S. 
mariro insurance
 
coMpaniCs, will loan agreement 
 Yes.
 
require that marine insurance
 
be-placed in the United States
 
on commodities financed by the
 
loan?
 

55. 	FAA 9 604 (c). If offshore
 
procurement of agricultural

commndity or product is 
 to 	 Not applicable.

be financed, is there pro­
vision &gainst such procure­
ment when the domestic price
 
of such commodity is less
 
-than parity?:
 

56. 	FAA 9 604 (f). If loan
56aes commI 	 This loan is not a program type loan..
604a lodya-	 Nevertheless, AID will confirm that the
finances a commodity ici-
 commodities financed by the loan are
port 	program, will Arrange-
 suitable for the project and eligible
ments be made for supplier 
 for AID financing.

certification to A.I.D. and
 
A.I.D. approval of coatodity
 
as eligile and suitable?
 

57. 	FAA Sb08(a). Information The Loan Agreement will so stipulate. 
on measures to be taken to 
utiltzo U.S. Government ex­
cess personal property in 
lieu of the p'rocuremenc of
 
feW "ttW3.
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58. 	 FluA s 611 (b); lnp. s 101. If 
loan finances i-ter or water­
related land reource construc­
tion project or program, is there 
a benefit-cosr computation made,
 

insofar as practicable, in
 
acrotdance wirh the procedures 
set forth in the Memorandum of 
the President dated May 15, 19627
 

59. 	FAA s 611 (c). If contracts for 

construction are-to be financed
 
what provision will be rmde that
 
they be let "on a competitive
 
basi% to maximum extent practic-.
 
ablu?"
 

60. 	FAA s"612 (b): s 636(h.. Describe 

ztcps taken to assur-e that, to the 

Maximum extent possible, the country 

is contributing local currencies to 

meet the cost of contractual and
 
other services, and foreign currencies
 
owned by the United Statpes are utilized 
to meet the cost of contractual ahd 
other services 

61. 	App.d 113. will any of loan funds 
be used to acquire currency of 
recipieht country from non-U.S. 
Treasury sources when excess currency 
of that country is on deposit in U.S.
 
rreasuty7
 

62. 	FAA s 62 (d). Does the United States 
own exLeS3 foreiga currency and, if sot 
what arrangement.= have been made for 
its releate? 

Panamanian law so requires.
 

Not applicable. The currency used 
in
 
Panama is the U. S. Dollar although it
 
.isdenominated a "BalboaV 
There is no
 
U. S. owned "local currency".
 

No.
 

Not applicable.
 



MIS 	­

63. 	FAA s 620 (g). What provision is there 

against use of subject asaistance to 

compensate owners for expropriated or
 
nationalized property?
 

64. 	FAA s 620 (k). If construction of
 
productive enterpr1sC, will aggre-

gate value of assistance to be
 
furnished by the United States exceed
 
$10C 	million?
 

65. 	 FAA s
636 (i). Will any loan funds 

be used to finance purchase, long-term 

lease, or exchange of motor vehicle 

manufactured outside the United States
 
or ary guaranty of such transaction?
 

66. 	App. s 103. 
Will any loan funds be
 
used to pay pensions, etc., for 

military personnel?
 

67. 	Ap. 5 105. If loan is for capital
 
project, is there provision for
 
A.I.D. approval of all contractors 

and contract terms?
 

66. 	 LT:s 107. Will any loan funds be 
used to pay UN asscsameCatS 

The loan agreement will preclude
 
such use of loan funds.
 

Not applicable.
 

No. No non-U.S. manufactured motor
 
vehicle will be so financed under
 
the loan.
 

No.
 

Yes.
 

No.
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69. 	 s CoCpliance with rcgula-
tior.s on employ-ont of U.S. and local 
personnel. (A.Z.D. Regulation 7). 

70.' 	 A 110. Will 	any of loan funds 
be used to carry out provisiona of 
.FAA 	 s. s 209 (d)? 

71. 	 Ap s. 114. Describe how the Committee 
"on Appropriations of the Senate and 
Houoe have beon or will be notified 

concerning the activity, program, pro­
ject, country, or other operation to 
be fir'.nced by the Loan. 

72. 	 ADD. j 601. Will any loan funds be 
used for publicity or propaganda 
.purposes within the 	United States not 
.authorizedby Congress?
 

73. 	 Ml s 901. b; FA s 640 c. 

(a) Compliance with requirement 
that at least. 50 per centum of 
the gross tonnage of comodities 

(cor.Tuted separately for dry bulk
 
carriurs, dry cargo lindrs, and
 
tankers) financed with funds made
 
available under this loan shall be
 
transported on privately cwned U.S.­
flag co-.nercial vensels to the ex­
tent 	that such vessels are available
 
at fair and reasonable rates. 

(b) 	 W.II grant be made to loan 
recipient to pay all or any portion 

of such differential as may exist 
between U.S. and foreign-flag 


vessel rates?
 

Loan agreement and implementation 
letter will So provide. 

No.
 

This loan project was included
 
in the AID FY 76 Congressional 
Presentation.
 

No.
 

This 	 loan agreement will require 
that Borrowr comply with this
 
provision.
 

Yes, inaccordance with
 
Section 2.G.4 of AID Handbook
 
No. 	 15, provided funds are 
made 	available by AID/W.
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74. Secton 30 -nd 31 of PL 93-189
 
(FAA of 1973).

Will any part of the 
 loan be used 
to finance directly or indirectly

milftary or paramilitary operations 

by the U.S. or by foreign forces in 

No.
 

or over Laos, Cambodia, North Vietnam,
 
South.Vietna, or Thailand?
 

75. Secti,n 37 of PL 93-189 (FAA of
 

1973); App. s. 111. 
 Will any part

of this loan be used to aid or 

assist generally or'in the reconstruc-

No.
 

tion of North Vietnam?
 

76. Anp. s 
12. Will any of the funds
 
appropriated or local currencies
 
generated as a result of AID assis­
tance be used for support of police 

or prison cont3ruction and administra-

No.
 

tion in South Vietnam or for support of

police training of South Vietnamese?
 

77. App. s 6C4. 
 Will any of the funds
 
appropriated for this project be used
 
to furnish petroleum fuels produced in
the continental United States to 
 No.Southeast Asia for use by non-U.S.
 
nationals?
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DEVELOPMENT OF MINISTRY OF HEALTH VEHICLE AND 	 EQUIPMENT 
REQUIREMENTS FOR CONSTRUCTION COMPONENTS OF THE PROJECT
 

The equipment and vehicle listing for the construction com­
ponent of the program (health posts, sub-centers, health centers,

latrines, rural aqueducts and hand pump well systems) is based on 
the 	following assessments and calculations.
 

A. 	An estimate was made of additional program vehicle/

equipment requirements taking into account the number
 
of health posts, sub-centers, health centers to be cons­
tructed, wells to be drilled and rural aqueducts cons­
tructed over the project period and the geographic dis­
persal of work in the three health regions. This inform­
ation is shown in Table G-3/.. 

B. An inventory was made of existing MOH equipment current­
ly being utilized on similar construction activities.
 
Also, an assessment was made as to wh;ch equipment had
 
to be replaced, which should remain serviceable over the
 
life of the project, and reasonably beyond, and which
 
might be cannibalized. A judgement was made by Ministry

officials as to how the existing equipment might best be
 
distributed between the construction components of the
 
new Loan activity. This listing is shown inTable G-3/1.
 

C. The deficiency list produced by comparing the require­
ments for the program with the useful equipment on hand
 
determined the list of equipment to be financed with AID
 
funds. Ingeneral, an austere approach was followed.
 
Enough equipment was included to see that each region

would be able to do its job within limits of the manpower

available to effectively operate and maintain equipment 
utilized for the project. The list has built into it
 
a fairly high rate of use for most equipment especially
 
vehicles. Except for some specialized items, most equip­
ment will be used on a daily basis. The MOH will have
 
to be careful inscheduling around maintenance and re­
pair downtime, but they have already shown that capability. 
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INVENTORY AND CONDITION OF EXISTING
 
VEHICLES AND EQUIPMENT PROPOSED FOR
 
CONSTRUCTION COMPONENTS OF THE PROJECT
 

Description 	 Qty. Model Condition
 

Well Drilling Rigs 5 - Speed Star 71 Good 
Capable of develop- ( 1 - Speed Star 71 Bad )
ing 4 in. and 6 in. 2 - Speed Star 55 Good
 
wells at depths of 5 - Speed Star 271 Fair
 
100 ft. to 150 ft. ( 	2 - Speed Star 271 Bad ) 

3 - Bucyrus Erie 20W Good 
2 - Bucyrus Erie 20W Fair 

( 1 - Bucyrus Erie 20W Bad ) 
6 - Bucyrus Erie 22W Good
 
4 - Speed Star 61 Good 

27 - Total units in good 
to fair operating 
condition.
 

Dump Trucks 	 2 - Ford 1970 Fair 
7 - G.M.C. 1974 Good 

9 units 	 (Good to Fair Condition)
 

"I
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Description gty. Model Condition 

Flat-Bed Trucks 3 
4 
1 
2 

-
-
-
-

Military 6x6 
G.M.C. 1974 
G.M.C. 1972 
Dodge 1962 

Good 
Good 
Fair 
Fair 

10 units (Good to Fair Condition) 

Low-boy trailer 
and tractor 

1 
1 

-
-

G.M.C. 1968 
Great Dane 1974 

Good 
Good 

2 units (Good Condition) 

Pick-up trucks 6 

1 
1 

11 
4 
3 
4 

-
-
-
-
-
-
-

Military 4x4 

Nissan 1970 
Ford 1974 
G.M.C. 1974 
Jeep 1975 
Toyota 1970 
Jeep Gladiator 1971 

Good 

Fair 
Good 
Good 
Good 
Fair 
Fair 

30 units (Good to Fair Condition) 

Station Wagons 1 
1 
4 

-
-
-

Toyota 

Toyota 
G.M.C. 

1970 

1972 
1974 

Fair 

Fair 
Good 

6 units (Good to Fair Condition) 

Sedan 1 Chevelle 1974 Good 
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18,000.00
 

20,000.00
 

60,000.00
 

12,000.00
 

10,000.00
 

20,000.00
 

45,000.00
 

20,000.00
 

ITEM 


Dump trucks, 5 cu. 

yd. capacity 


Flat-bed trucks, 

22 ft. platform 


Pick ups, 3/4 ton 

capacity, 4 wheel 

drive 


Station wagon, 4-

wheel drive 


Military truck, 

rebuilt army type 

6 x 6 


Motor-crane, rebuilt, 

20-ton (this motor 

crane is located in 

Panama City and in
 
need of repair and
 
rebuilding for use
 
in the program)
 

Well drilling rigs, 

equipment and spare 

parts (drilling and
 
fishing tools, wire
 
lines spare engines,
 
etc.)
 

Drilling, testing wells, 
-
pump installation acce-

sories and auxiliary 

equipment.
 

LISTING OF VEHICLE AND EQUIPMENT REQUIREMENTS
 
FOR CONSTRUCTION COMPONENTS OF THE PROJECT
 

DIXt 


2 


2 


10 


2 


I 


1 


-

PURPOSE
 

Assigned to western and Central 

Regions for utilization in health
 
facility construction activities
 

For use in transporting materials 

and equipment from depots in
 
Panama City to regional warehouses
 
and rural community construction
 
sites
 

Assigned to the three regions for 

use by supervisory and construction
 
management personnel in project
 
planning, supervision, construction
 
and equipment maintenance
 

For use by MOH technical staff to 

coordinate construction planning,
 
implementation and supervision for
 
headquarters in David and Panama City
 

Utilized to transport well drilling 

rigs to the various rural community
 
sites
 

After being rebuilt, this motor 

crane will be utilized in the erec­
tion of elevated steel tanks.
 

Support community water supply 

construction activities
 

Support community water supply 

construction activites and pump
 
installation
 

http:20,000.00
http:45,000.00
http:20,000.00
http:10,000.00
http:12,000.00
http:60,000.00
http:20,000.00
http:18,000.00
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ITEM 9Sy PURPOSE 

Machine shop-tools, 
maintenance and 
repair equipment, 
spare parts inventory 
for above mentioned 
project equipment. 

- Maintenance and repair of project 
equipment and vehicles 

20,000.00 

Sub-Total ............... 
Contingency (12%)........ 

$225, 00.O0 
27,320.00 

Total ................... $252,420.00 

/ 
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TABLE G-3 / III 

EQUI PMENT AND SUPPLIES FOR HEALTH POSTS 
SUB-IENTERS AND HEALTH CENTERS 

1. HEALTH POSTS (Single Unit): 

Refri gerator 

Medical Furniture 

Office Furniture 

Medical Supplies 

Office Supplies 

Janitor Supplies 

Medical Equipment 

Communi cation Equipment 

600.00 

20.00 

468.00 

235.00 

15.00 

27.00 

435.00 

00.0 

TOTAL $2000.00 

2. HEALTH SUB-CENTERS (Single Unit): 

Basic costs (as per Health Posts) 

Additional Dental Equipment 

Additional Dental Instruments 

2000.00 

1390.00 

610.00 

TOTAL $lu0q0,O 



ANNEX G-3
 
Page 7 of 8
 

3. RURAL VALTH CENTERS (SINGLE UNIT): 
 I
 

Refrigerator 
 600.O0
 

Medical Furniture 
 2180.00
 

Office. Furniture 
 750.00
 

Medical Supplies 
 3140.O0
 

Office Supplies 
 150.00
 

Janitor Supplies 
 200.00
 

Medical Equipment 
 3840.00
 

Office Equipment 
 1350.00
 

Laboratory Equipment 
 1790.00
 

4 Wheel Drive Vehicle ,6000.O
 

TOTAL 20,000.00
 

*Vehicle required for MOH Health Center personnel to make
 

visits to remote areas.
 

4. SUMMARY OF EOUIPMENT AND SUPPLY REOUIREMENTS: 

TOTAL COSTS (Single Unit) N Ut
 

(Health Posts) $2,000.00 
 225 450,000.00
 

(Sub-Centers) 4,ooo.oo 
 14 56,000.00
 

(Rural Health 20,000.00 
 4 80.OO. 00

Centers) 
 TOTAL $ 586,000.00 

http:586,000.00
http:20,000.00
http:56,000.00
http:4,ooo.oo
http:450,000.00
http:2,000.00
http:20,000.00
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5. DEVELOPMENT OF EOUI PMENT AND SUPPLY REQUIREMENTS: 

The categorial listing of equipment and supply 
requirements has-been prepared by the Ministry of Health 
and is based on projected operational needs of the new facilities. 
In preparing these listings the Ministry used a practical approach
which places emphasis on locally manufactured items of furniture 
and basic office equipment. The procurement of more specialized 
items of medical furniture, medical equipment and supplies, dental 
equipment and communications equipment will be in compliance with 
A.I.D. offshore (or local) procurement regulations and limited to
 
goods and merchandise which meet with loan criteria for source and
 
origin requirements.
 

Detailed and itemized listings of the items proposed
 
for procurement by the Ministry have been reviewed by USAID
 
technical staff and maximum consideration has been given to the
 
selection of equipment and commodities which will place the least
 
burden on the MOH for maintenance and replacement.
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GENERAL, MATERNAL, INFANT, NEONATAL., 1 TO 4 YEA.S, MORTALITY Page Gof 4 

IN THE REPUBLIC OF PANAMA 1970-1974 

General Mortality Maternal Mortality Infant Mortality Neonatal Mortality 1 TO 4 YEARS Mortality 

rrovince 1970 1974 1970 1974 1970 1974 1970 1974 1970 1974 

Total 10,225 9,001 72 43 2,156 1,663 1,106 889 1,400 952 

Bocas del 
Toro 398 297 1 3 98 70 37 26 84 61 

Zocle 943 663 8 3 221 144 88 80 192 77 

Col6 n 1,080 1,017 8 6 220 186 107 84 133 88 

-Chiriqui 1,802 1,591 17 4 404 351 195 180 311 237 

Darien 188 105 4 0 59 28 20 16 42 25 

Herrera 558 427 2 0 107 74 65 33 50 29 

Lis Santos 476 419. 1 2 69 21 45 10 20 18 

Panama 3,382 3,170 16 15 690 545 384 349 301. 158 

Veraguas 1,398 1,312 15 10 288 244 165 ii 267 259 

Source: Estadfsticas Vitales de D.E.C. 
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GENERAL, MATERNAL, INFANT, NEONATAL, 1 TO 4 YEARS, MORTALITY RATES 

General Mortality Maternal Molality Infant Mortality Neonatal Morjylity 1 to 4 Years Mcrtality
 
- Rate - Rate 3/1


Rate-- Rate - Rate 


1974 1970 1974 1970 1974 1970 1974
Pr-ovince 1970 1974 1970 


Totil 7.1 5.6 1.4 0.8 40.5 32.9 20.8 17.6 7.5 4.6 

Bocas del 
52.0 34.3 19.6 12.8 13.5 8.7
Toro 9.1 6.0 0.5 1.5 

Coc14 8.0 5.1 1.6 .0.7 44.6 35.5 17.8 19.7 11.0 .3.9 

C316n 8.0 6.8 1.6 1.3 44.6 39.4 21.7 17.8 7.7 4.6 

Ch.iriquf 7.6 6.1 1.9 0.5 44.6 40.5 21.5 20.8 9.1 6.4 

D-rien 8.3 4.4 4.3 0.0 63.6 46.9 21.6 26.8 11.2 6.5 

Herrera 7.7 5.5 0.7 0.0 39.5 33.4 24.0 14.9 5.4 2.9 

L3s Santos 6.6 5.7 0.4 1.2 30.2 13.0 19.7 6.2 2.4 2.1 

Pinama 5.8 4.6 0.8 0.7 33.7 25.6 18.7 16.4 4.4 2.0 

Varaguas 9.2 8.0 2.5 1.9 47.3 45.6 27.1 20.8 12.7 11.0
 

per 1,000 Inhabitants
 
per 1,000 iie-births 
per 1,000 inhabitants 1-4 years of age 

Source : Estadistica Vitales, D.E.C. 

A, 



MORBIDITY and MORTALITY 

MORBILIDAD Y MORTALIDAD 
1970 - 1974 

CASOS em DEFUNCIONESD 
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40 2 u
 

-30 150 - -I5O 

Sao 20 100 ­ 100
 

c/I
 

1970 1971 1972 1973 1974 1970 1971 1972 1973 1974
 
AN0S A1OS 

A.RANIOPIOJ TUBERCULOSIS 
n 
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80 2000 
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I--,. 3l
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Number of Practicing Doctors, by Province and 
the Cities of Panama and Colon 

1970 - 1974 

No. 
1970 

Rate - No. 
1971 

Rate - No. 
1972 

Rate - No. 
1973 1/ 

Rate - No. 
1974 

Rate 
*/ 

Cities 

PanamA 592 14.1 646 17.8 702 18.8 756 19.8 814 20.7 

Col6n 50 7.4 55 8.0 59 8.5 64 9.1 75 10.5 

Provinces 1006 7.2 1070 7.4 13 37.8 8.6 

Bocas del Toro 12 4.o 13 4.2 25 7.7 35 10.4 36 10.6 

Cocl 27 2.3 36 3.0 34 2.7 39 3.0 41 3.1 

Col6n 50 4.5 55 4.8 59 5.0 67 5.6 84 6.8 

Chiriquf 85 4.0 111 5.1 102 4.6 108 4.7 140 6.0 

Dari6n 4 2.2 5 2.7 4 2.1 4 2.1 4 2.2 

Herrera 22 3.0 28 3.8 25 3.3 26 3.4 36 4.6 

Los Santos 18 2.5 26 3.6 32 4.4 29 4.0 27 3.7 

Panam 618 10.7 700 11.6 757 12.0 829 12.6 898 13.1 

Veraguas 21 1.4 32 2.1 U 2.1 35 2.2 47 3.0 

of the number of doctors for each 10,000 inhabitants. Excludes the indigenous1/ Rate computed on the basis 
population. 

Source: Panama en Cifras, Octubre de 1975
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NUMBER OF PRACTICING DENTISTS Bt"PROVINCE'AND THE
 

CITIES OF AA AND COLON 

1970 ­ 1974 

1970 
No. Rate 

1/ 
No. 

1971 
Rate 

1/ 1972 1/ 
No. Rate No. 

1973 1/ 
Rate No. 

1974 .1/ 
Rate 

Cities 

Panama 
Colon 

93 
10 

22.2 
14.7 

94 
8 

25.9 
11.6 

93 
4 

25.0 
5.7 

100 
8 

26.2 
11.3 

107 
9 

27.2 
12.6 

Provinces 164 12.0 156 11.1 155 10.7 187 12.4 210 13.7 

Bocas del 
Toro 3 10.0 1 3.2 4 12.4 4 11.9 7 20.6 

Cocl, 10 8.4 8 6.6 8 6.4 10 7.8 12 9.2 

Col6n 10 9.0 8 7.0 4 3.4 9 7.5 10 8.1 

Chiriqui 19 9.0 17 7.8 13 5.8 19 8.4 29 12.5 

Darien 1 5.6 1 5.5 1 5.3 1 5.2" 2 10.9 

Herrera 6 8.2 5 6.8 6 8.0 7 9.1 6 7.7 

Los Santos 7 9.7 6 8.3 8 11.0 11 15.1 10 13.7 

Panama 98 16.9 103 17.1 104 16.5 115 17.5 125 18.2 

Veraguas 10 6.7 7 4.6 7 4.5 11 7.0 9 5.7 

1/ Rate computed on the basis of the No. of dentists for each 100000 inhabitants. Excludes the indigenous populati 

Source: Panma en Cifrs, Octubre de 1975 
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Number of Practicing Nurses by Province
 
and the Cities of Panama and Colon
 

1970 1971 1972 1/ 1973 
 1974
 

No. Rate No. Rate- No. Rate- No. Rate-
 No. Rafel/
 

Cities
 

Panama 688 
 16.4 655 18.0 781 21.0 706 18.5 759 19.3

Colon 71 10.5 60 
 8.7 55 7.9 57 8.1 63 8.8
 

Provinces' 1012 .7.4 948 
 6.8 1059 7.3 1063 7.1+ 1131 7.4
 

Bocas del Toro 15 5.0 
 12 3.8 21 6.5 35 10.4 43 12.6

Cocl4 28 2.4 20 1.6 19 
 1.5 23 21
1.8 1.6
Col6n 71 6.4 60 
 5.3 55 4.7 62 5.2 65 5.3
Chiriqul 81 
 3.8 79 3.6 88. 4.0 95 4.2 108 4.7
Darien 6 3.4 6 3.3 5 2.7 4 2.1 3 
 1.6
Herrera 23 3.2 
 24 3.2 19 2.5 18 2.4 
 16 2.1
Los Santos 23 3.2 
 18 2.5 17 2.3 26 3.6 19 2.6
Panaml 739 12.8 709 11.8 818 
 13.0 781 834
11.9 12.1
Veraguas 26 1.8 20 
 1.3 17 1.1 19 1.2 22 1.4
 

1/ Rate computed on the basis of the No. of nurses for each 10,000 inhabitantE. Excludes the indigenous
 
population.
 

Source: Panama en Ctfras, Octubre de 1975.
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PANAMA'S INTEGRATED HEALTH SYSTEM
 

When the current Government of Panama came to power in
 
1968, the situation of the health sector was characterized by:

(1) a great Variety of institutions performing health func­
tions, based on different, and often conflicting policies;
 
(2) the multiplicity of services offered which duplicated work
 
and increased costs; (3) inadequate distribution of services;
 
(4) inadequate use of the services; (5) deficient maintenance
 
of the installations; (6) a low yield of the resources. In
 
conclusion, Panama had an expensive uneconomic system, contra­
dictory in its plans and policies and with a deficient cover­
age especially in the rural areas.
 

The Political Constitution of 1972 defines in its articles
 
103, 104, 107 and 108, the principles that guide the health
 
sector activities of the country, and sets forth a mandate for
 
improving the deficiencies cited above. These Constitutional
 
provisions set as a goal the integration of preventive, cura­
tive and rehabilitative medicine and give the communities the
 
duty and the right to participate in the planning, implementa­
tion and evaluation of health programs. Finally, Article 107
 
orders categorically the functional and organic integration of
 
all health institutions of the public sector to execute health
 
activities. However, there still does not exist implementing
 
legislation to regulate particular aspects of the integration
 
process.
 

From this Constitutional definition which orders the inte­
gration of institutions of the sector, comes the corcipt or, the
 
Integrated Health System of Panama, which constiiute, che ef­
fort of the Governnent for instituting a national health system
 
that includes all the activities of the public institutions and
 
that regulates private medical practice.
 

The movement toward integration which began in Panama in
 
1972 was part of a larger movement in Latin America. Beginning
 
about 1960 PAHO, OAS and the Social Security Branch of the
 
International Labor Organization have t,:,.n proposing coordina­
tion or integration of health programs. A 1972 study by Kessler 
and Roemer, sets forth four levels of suuh integration ranging
 
from minimal coordination between MOH and CSS, to a National
 
Health Service../ 

j/ Joseph Kessler and Milton Roemer, "Strengthening Family Plan­
ning and Related Health Services in Panama", Consultant's
 
Report, submitted to Amer. Pub. Health Assn., Dec. 1972, p.3 .
 4 
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1) 	Minimal relationship
 
2) Moderate coordination 
3) Full integration 
4) A National Health Service for all 

The policy decision made by the GOP has been #3 - full in­
tegration of programs, with the ultimate outcome expected of 
pooling all resources under unified direction. Itdoes not go 
as far as National Health Service for all, in which public 
sector expenditures would have to increase significantly through 
increased taxes. This in effect would direct most of the sub­
stantial resources being spent in the private sector into the 

- /
National Health Service.Y


Taking into consideration the worldwide lack of experience
 
in the organization of an integrated health service and the dif­
ficulties that this change represents, the Government chose the 
strategy of gradually initiating the process on a regional basis. 
The 	process was begun in the Province of Colon, and successively
 
has 	 integrated Veraguas, Bocas del Toro, Herrera and Los Santos 
and recently Chiriqui. The Government policy is that only when
 
enough experience has been obtained will the full national inte­
gration be formalized. 

The integration process installed in the Provinces of Colon,
 
Bocas del Toro and Veraguas coincide with the regions that showed
 
the poorest health indicators, had few and badly distributed
 
human resources and materials, and whose services were offered 
only to a part of the population. In like manner, these popu­
lations showed socio-cultural characteristics somewhat differ- t
 
ent from the rest of the Republic with high levels of illiter­
acy, poverty anO :.mmunication difficulties; with large seg­
ments of the p,puition living in rural zones in deplorable con­
ditions and with a high degree of dispersion that renders even 
more difficult tnt. implementation of health services. The ad­
ministrative responsibility of the new health system is assign­
ed to the Social Security Agency, the economically stronger
 
institution of the sector.
 

I/ 	 Roemer and Kessler, pp. 23-24 conservatively estimated that 
1/3 of all health care expenditures ($22 million of $66 mil­
lion) was being spent in the private sector in 1970-71. 
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Indesignating Province Medical Officers for the 
integrated

provinces, the mandates and authorities delegated are the best
 
indication of Government integration policy. The precepts
 
pointed out in these appointments sketch a strategy which may

be summarized as follows: 

1. 	The province is defined as the programatic area of
 
health.
 

2. 	Responsibility and authority rest on the Province
 
Medical Officer.
 

3. 	The resources of both the MOH and CSS are to be uti­
lized in the development of a single policy" to 
achieve the integration at the lowest possible cost".
 

4. 	Programs are to be developed to meet the needs of the
 
population: "our commitment is with the population";
 
the system should be adapted to the population and
 
"not the population to the system".
 

5. 	The principle of the pyramidal organization isesta­
blished with primary attention by the health posts;
 
secondary by the health subcenters and centers; third
 
by the rural hospitals and the regional hospital.
 

6. 	Thesystem of assistance serves as support for the
 
development of preventive actions avoiding "the con­
ditions that lead a person to become hospitalized".
 

7. As a means to reach the aforementioned objectives,
 
the participation of organized communities in the
 
health activities is encouraged.
 

8. 	The strategy for widening the coverage of the rural
 
areas 
is based on the preparation of para-profession­
als. "The preparation of para-medical personnel in
 
remote areas, enables the communities to solve many

of their problems".
 

To summarize, it might be said that the direct purposes
 
of the integration are framed within the following elements:
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I. Compliance with legal mandates and regulatory require­
ments.
 

2. 	Compliance with principles of distributive justice,
 
allowing equal access to services, consistent with the
 
Constitutional declaration of "non-existence of pri­
vileges" and with the goal of the Ministry of Health
 
of "Equal Health for All".
 

3. 	Extension of the coverage of services to include the
 
marginal sector.
 

4. 	Theoretically there has to be a reduction in costs,
 
independently of the fact that there might be an in­
crease in expenses due to an increase in benefits.
 

Advantage may be taken of the installed facilities that
 
are partially unused. The equipment and facilities of X Rays
 
and operation rooms have never worked to full capacity, the
 
majority of times due to lack of patients and much more when
 
these are widely dispersed. With increasing population load,
 
rationalization of use and increased utility result.
 

In the Provinces, the Centers of the Social Security
 
Agency were located in the capitals and the insured had to
 
travel large distances to receive benefits. The experience
 
inAzuero (Sept. to Dec. 1975) has shown that the volume of
 
patients in these centers in the Provincial Capitals has been
 
reduced substantially, while an increase has been experienced
 
at those centers at the district levels due to the increase in
 
insured patients using these more convenient facilities and to
 
an increase in the supply of professionals at the district
 
level.
 

5. 	Operation of an active system of regionalization with
 
different levels of health attention.
 

Giving less complex cases to persons trained in health
 
assistance which goes from the health assistant, to the nurse
 
auxiliary, to the nurse, allows the filtering or channelling
 
of consultations, treating each problem with the minimum neces­
sary resources, allowing for the possibility of using the high­
est level resources at their maximum.
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6. Incorporate modern technology and raise professional
 
and labor conditions, granting a permanent stimulus 
to the personnel, especially, in the medical field.
 

The elimination of duplication, overlapping and technolo­
gical waste allows an enlargement of installations, training

and equipment, modernizing the services andadtracting personnel 
to the institution, thereby strengthening the professional com­
petence, morale and loyalty of the staff.
 

Although to a certain extent the operations of the Ministry

of Health and the Social Security have common objectives, many

differences exist in their functions and objectives. The range 
of activities of both institutions were established by differ­
ent laws, and overlap in some cases. Even in the instances of
 
overlap, the legal procedures Lre different. 

One of the fundamental problems of the integration process
 
is to harmonize the methods and comply with the institutional
 
needs. Practical solutions originating at the local level are
 
studied and analyzed, while at the same time, work teams at a
 
national level are studying the implementation of viable
 

models that will cover all the provinces.
 

At the regional level, financing would be determined by

the inputs each of the institutions contributes to the geogra­
phical political area comprising each region,
 

In some cases, the present legislation is very particular; 
but it is not in accordance with the present situation and re­
presents a major problem in the system. The law defines the 
sources of financing of the CSS and determines the income for
 
the institution; the funds from the MOH depend basically upon 
the allocations made in the national budget.
 

Administration
 

One of the advantages of the establishment of the inte­
grated health system, i- to allow the development of a program­
ming system which, together with the resources from the MOH and
 
the CSS, develops plans and programs at the regional level, and
 
in turn is considered within the system as the programning unit.
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In the integrated provinces, planning has been carried out
 

in accordance with the pattern set forth in the Bocas del Toro
 

Health Plan prepared in 1973. This plan presents an assessment
 

of the provincial health situation as related to the geographical,
 
economic, social and cultural aspects, and a study of the re­

sources and productivity based on those included in the operation­

al plans of the Province. This plan is based on different plan­

ning models, adapted to the environment in order to achieve the
 

objective of the State, "Equal health for all".
 

The lack of proper information and the difficulty in relat­

ing the data obtained to the various objectives which normally
 

would represent problems without solutions, were eliminated by
 

observing the facts directly. The plans resulting from this ex­

perience are feasible and, contrary to those prepared at the na­
tional level, must be implemented by the planner. Also, the eva­

luation and supervision of the activities allows for adjustments
 

to be made as development progresses.
 

The Bocas del Toro plan has served as a model for the regional
 

plans of Herrera, Los Santos, Veraguas and Chiriqui (the last pre­
sently in preparation). As a result, in spite of the existing
 

regional autonomy, the plans for development at the provincial
 

level are similar to the planning process at the national level.
 

Studies on budgetary control will provide information each
 

month, showing the expenses made, commitments required and balances
 

These studies have been realized in the integrated areas
available. 

of Azuero and Veraguas, with MOH as well as CSS personnel. An at­

tempt has been made to combine the procedures and the compilation
 

of data, and to obtain a budgetary balance not to exceed ten days 
after closing of a determined period of time. 

Programming the Health Facilities 

The investment capacity of the MOH is much lower than that of
 
ac­the CSS. Investment programs in the MOH have been prepared in 


cordance with the population and the demand, without definite guide­

lines to determine the type of facility required. This was not the
 

case with the CSS. Itmust be stated that neither of the two insti­

tutions prepared feasibility studies to determine their capacity for
 

investment.
 

The integrated system by joining the resources, allows for a
 

better utilization and programming of the facility, as shown by
 

the increase and better distribution of the new facilities.
 



--
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Data compilation and Processing
 

Although there is a procedure for gathering administrative
 
Information in both institutions, It does not compile all the
 
data necessary quantitatively or qualitatively.
 

The duality of objectives, methods and procedures makes the
 
task difficult, and constitutes a great constraint for administra­
tion.
 

The establishment of the integrated health system has facili­
tated the preparation of a data gathering form and procedures to
 
obtain data to comply with the needs of both institutions. This
 
form is presently used throughout the country, i.e., both in the
 
integrated and non-integrated areas. In practice, the forms are 
complicated, but are being modified as an going evaluation of their
 
shortcomings is analyzed. 

Documents
 

The Health Sector Assessment shows that the CSS has a better
 
administrative documents and filing system. For this reason, the
 
integrated areas would benefit by adopting these systems to their
 
requirements.
 

Socio-cultural Aspects 

Prior to integration a dual health system existed in Panama,
 
with two types of care, differing access, prestige and quality of
 
service--and of course different population groups benefiting.
 
Insured CSS members and beneficiaries,vhile fewer in number had a
 

much larger budget. Actual physical barriers within hospitals 
sometimes existed, dividing insured from non-insured patients.
 
The social stigma of this type of condition, or that of being

turned away from a polyclinic because one did not have a CSS card
 
meant equal health for all was far from a reality.
 

Integration has addressed itself squarely to these issues 

with an expected mixed degree of success and resistance thus far.
 
Making the nearest facility to a population group available to
 
that population, be it insured or not, has greatly improved acces,
 
sibility and acceptability of services. Evidence from Azuero
 
Region indicates that at least in the short run CSS insured clients
 
receive more benefits from this than the MOH population -- although
 
the popular belief is that the insured bear the brunt of integra­
tion costs with little benefits. Insured are now using more services
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than ever before, as they can now get the same benefits (especially
 
free drugs) at MOH facilities.
 

Colon Province has shown a marked increase in the number of
 
facilities available, due to widespread construction after integra­
tion. Inaddition, formerly deteriorated clinics and hospitals of
 
MOH have been restored and made more comparable to CSS status.
 

The divisive competition for quality or even quantity of
 
physicians and nurses has also been reduced by equalizing their
 
salaries, whereas CSS paid more before integration. 

Integration is an on-going process, however, and not accom­
plished overnight by decree. Resistance to its success can be
 
found among consumers, providers and the institutions involved.
 
Changes in attitude in the community will require education and
 
tolerance. Moving health personnel from under-utilized facili­
ties to new locations, or convincing patients from a community
 
that deliveries must be carried out in one facility and surgery
 
in another, for purpose of specialization and unnecessary dupli­
cation, is still being struggled with.
 

Economic Aspects
 

The above discussion has cited multiple problems associated
 
with the fragmented sector institutions existing before integra­
tion. Thus, one of the major purposes of integration of MOH and
 
CSS has been to reduce the economic costs involved, due to dupli­
cation of services, uncoordinated planning and budgeting, and
 
other inefficient and ineffective uses of the sector's scarce
 
resources.
 

During preparation of the assessment, as well as during in­
tensive review for the Health Loan Project Paper, extensive effort
 
has been made by both USAID and GOP to demonstrate these efficien­
cies. Specific attempts to compare unit costs of services in the
 
two settings nas been frustrated by a number of factors however.
 

Only four provinces, Veraguas, Colon, Cocle and Herrera were 
found to be both integrated and have reasonably acceptable and 
accessible data. However, none of the four provinces had cost 
data for services before integration -- a malady clearly pointed 

out in the GOP Assessment and which the government is already
 
addressing. Therefore, a sample area in the Azuero was used for
 
detailed cost studies since both MOH and CSS facility costs at
 
all levels had been elaborated in detail during the integration
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process itself, and the PAHO consultant who assisted with setting
 
up the data model there was available to assist with the study. 1/
 
However, the major results of this effort (See Section on Economic
 
Analysis) are to (1) show the expected impact of total integration 
on costs and services for medical care from 1975-1985, (2) show
 
the impact of the proposed new program resulting from this loan
 
on total medical care costs, and (3) demonstrate that this program 
is affordable by the GOP over the long run.
 

What then can be said about the economic benefits of integra­
tion? An attempt to merely combine outpatient visits per year in
 
CSS and MOH clinics after integration to show increases and that
 
the cost/visit goes down, has not been possible. First, the record­
keeping of out-patient visits was not the same for CSS and MOH,
 
the former interested in economic costs of a visit, the latter in
 
morbidity data. Second, large discrepancies between province and
 
national level statistics were found. Third, and very important,
 
visits are not really the same thing, as more intensive and spe­
cialized personnel in a CSS clinic vs. more generalists in MOH
 
clinics. Finally, as has been noted before, accurate cost/visit
 
data is not available prior to integration, especially for MOH.
 

We can probably safely conclude that integration does improve
 
over-all quantity of care delivered. While the first year or two
 
of integration is likely to raise costs, the efficiencies should
 
appear more clearly in the long run. This occurs due to much new 
construction and remodeling, change in personnel and data proces­
sing systems, and the new socialization of consumers and providers
 
required. There is also a surge of new demand for services now
 
made more accessible.
 

Even in the short run, however, efficiencies of combined pur­
chasing of all drugs, access of provincial planners to the total
 
health resources available, and greater utilization rates of pre­
viously underutilized facilities and personnel are clear benefits.
 

1/ Dr. Ivan Videla, Pan American Health Organization consultant
 
to the Ministry of Health of Panama.
 

/ 
I 
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METHODOLOGY: To develop and evaluate a low cost integrated health care
 

delivery system.
 

An effective system of health care is one inwhich specific activities
 

are performed for the patient population in a coordinated manner leading
 

to an improvement in health status of the recipient population. It is use­

ful to view the effectiveness of the health care system in terms of the pro­

cess of health care and the health outcomes achieved.
 

The process of health care can be defined as the sequence of major
 

clinical ftrictions. These include primary prevention, screening, diagnostic
 

evaluation, generic therapeutic plan, and on-going management. Within each
 

of the clinical functions are the basic elements of the problem solving
 

process which includes information gathering, assessment, treatment planning,
 

and treatment. When applied to specific health problem objectives, a matrix
 

of clinical functions and the problem solving elements (as in figure 1) ,es­

cribes the scope of direct care activities of the health care system.
 

Standards of care for a given health problem or condition can be placed in
 

the appropriate cells of the matrix and translated into specific tasks. The
 

set of tasks then defines the operational criteria for the system of health
 

care for that health problem. The operational criteria in turn form. the
 

basis of the design and evaluation of the health care system.
 

In order to receive adequate health care, the individuals of the popula­

tion must receive the appropriate tasks in the correct sequence and at the
 

correct time. Conversely, inappropriate tasks, or tasks out of sequence,
 

or tasks provided too early or too late are not characteristic of an effective
 

health care system. For that segment of the population with access to a major
 

medical facility, the possibility exists to receive tasks sequenced and timed
 

appropriately. However, some studies suggest that access to and utilization of ,/
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major 	health care facilities does not necessarily result in the provision of
 
(1)
 

adequate health care to more than a fraction of the recipient population.
 

The traditional approach to developing a system of health care involves
 

training one type of provider (typically the M.D.) in all of the required health
 

care 	tasks, and supporting him with the necessary equipment and facilities. In
 

short, this approach involves building a system of health care around the physi­

cian. However, the cost of training, supporting, and maintaining a physician
 

makes this alternative economically unattractive for scattered rural communities.
 

More innovative approaches to the design of a system of health care utilize
 

auxiliary health personnel as an extension of the physician. The cost of training,
 

support, and maintenance of the auxiliary health worker is less and thus they can
 

be located in proximity to the rural population. This approach will be utilized
 

in the design of the project, employing a pyramidal structure of the health care
 

team 	with health auxiliaries forming the foundation of a low cost health care
 

delivery system. 
As an extension of the physician, the health auxiliaries serve
 

as the portal of entry into the heirarchy of the system.
 

This approach to providing health care to the rural and marginal populations
 

has 	the potential to improve access to and utilization of basic health services.
 

However, it also increases the potential for fragmentation and discontinuity of the
 

individual activities that should be assimilated into a coordinated health problem
 

solving process. For this reason, several critical considerations in the design and
 

evaluation of the project deserve elaboration.
 

A. 	 Utilization of the Auxiliary Health Worker
 

There is a vast and growing experience in the utilization of auxiliary personnel
 
(2-19)

for the provision of health services. Such experience has resulted in a nearly
 

universal acceptance at a subjective level that such programs are successful.
 

However, there have been far fewer instances in which an objective assessment has
 
(2-4)


demonstrated a significant improvement in the health status of the target population.. \4
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The roles developed for indigenous health workers have been generally of
 

three types. In one role, the paraprofessional performs under the direct and
 

constant supervision of a health professional and the skills learned are applied
(5-1) 

under close supervision. The health worker is directed as to which skill to
 

apply to which patient. That is to say, the structure within which the para­

professional applies his skills is carefully constructed and controlled by the
 

professional with which he is working. Such a role has generally been successful,
 

and an improvement in health status of the population has been achieved. However,
 

it has been difficult to determine that portion of the improvement that is directly
 

attributable to the health worker.
 
(8-10)
 

The paramedical has found a second role in mass campaign activities, in which 

he is trained to perform a small number of very specific tasks, such as TB screening, 

immunizations, etc. Even when he is called upon to perform these activities in­

dependently, the structure within which he is to work is more explicit. The nature 

of mass campaigns dictates the performance of a specific task to every member of the
 

target population, usually once, and as soon as is feasible. In most mass campaigns
 

a referral mechanism into the permanent health deliverysystem has been temporarily
 

reinforced. In this role as well, the para-professional has successfully achieved
 

an impact on health status.
 

There is considerably less experience with auxiliary health worker in the third
 

role, where he has be'en utilized in an independent direct patient care capacity,(311-14
 

forming the foundation of the low cost health delivery system. Here, the health worker
 

is equipped with a relatively more disparate set of skills and must independently
 

determine which tasks to perform,for which patients,in which order, at what frequency,
 

etc. The health worker is further given the role of the portal of entry into the
 

hierarchy of the health care system and must perform the triage function of getting
 

certain people into and through other skill levels of the system appropriate to their
 

individual health needs.
 ,-A 
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The latter role also has achieved a measure of subjectively determined success,
 

butonllOfew studies have demonstrated this role to lead to an objectively de­

termined improvement in the health status of the t population. Such studies,
 

(3,13) have emphasized the need to define the specific tasks and the specific task
 

structure within which the skill is to be applied.
 

B. 	The Need for Task Structure
 

Training and placing an auxiliary health worker in a health post within the
 

community does not in itself provide the foundation of an integrated system of health
 

care for the recipient community. Regardless of the training received by the
 

auxiliary worker and the variety of specific tasks in which he is competent, there
 

will be a significant number of patients which require additional tasks which cannot
 

be performed at the health post. If there is not a strong functional relationship
 

between the auxiliary at the health post and the next level of the system, then, the
 

system as a whole will not be functioning adequately for those patients. Likewise,
 

if a patient's condition requires (and mast do) more than a single taskjoften
 

separated in time for adequate care; then the auxiliary must be able to select ap­

propriate tasks and perform them in the correct sequence and at appropriate intervals.
 

Both situations require that the auxiliary health worker be not only competent
 

in the specific activities of a health care task, but must also be competent in the
 

application of the task structure. The task structure consists of at least the
 

following components:
 

1. 	Who performs the task (primary responsibility)?
 
2. 	Who monitors task performance (secondary responsibility)?
 
3. 	Where is the task performed?
 
4. 	When is the task to be performed?
 

a) When to start
 
b) Frequency
 
c) When to stop
 

5. 	To whom is the task applied?
 
a) Who is the target population
 
b) Who are (or what are the characteristics of the priority group)
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6. 	 What equipment is necessary to perform the task?
 

7. 	 How are the results of the task to be reported?
 

8. 
 What additional tasks should follow the performance of this one?
 

If each parameter has not been addressed in the planning phase and the task
 

structure included in the training of the auxiliaries, it is difficult for the
 

health auxiliary to function effectively as an extension of the health care system.
 

Consider, for example, the auxiliary health worker who has been trained to
 

make 	hemoglobin determinations to screen for anemia. 
Assume that this individual
 

has attained competence in the task and has available at the health post the
 

necessary equipment. By itself, this does not insure that he will do the task for
 

the people who need it the most, or that he will do it 
at an appropriate interval,
 

or that he will document the results, or that he will be able to perform the tasks
 

appropriate to the outcome of this one. 
Without the necessary structure defined
 

for his task, he may operate out of the context of the total health care system
 

and in a manner inappropriate to the aeeds of the patients. 
However, if the task
 

is defined along with the task structure, as in figure 2, it provides explicit
 

guidelines for the auxiliary health worker, and defines the functional relationship
 

between the auxiliary health worker and the next level of the system.
 

The tasks and associated task structure form the basis of the curriculum of
 

training for the auxiliary health workers. 
They 	provide explicit educational
 

objectives around which the training may be planned and implemented. They also 

provide performance criteria against which the auxiliary may be monitored and 

supervised. 

C. 	Use of Protocols
 

The effectiveness of auxiliary health workers has been enhanced through the
 

use of explicit protocols designed to guide the health workers' activities in
 

compliance with the standards of care. 
 (2-4. 13,20-22) Several studies have
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shown that nonprofessional health workers are able to provide direct patient
 

care (2-4 13) with a resulting improvement in the health status of the
 

community. (3)
 

A reporting system developed by the Indian Health Service (HSA,DHEW)
 

combines a protocol and a reporting form and was designed to meet the follow­

ing criteria: (2-4,13).
 

1. Specify standards of care, expressed as a sequence of explicit tasks
 

2. Facilitat, documentation of results
 

3. Facilitate monitoring for compliance with standards of care 

4. 	 Facilitate the sharing of relevant information among appropriate 

members of the health care team 

5. Facilitate an evaluation of effectiveness of the program
 

Figure 3 illustrates such a protocol for gastroenteritis in the age
 

group up to 3 years. It makes explicit the standards of information gathering
 

and an assessment mechanism allows the health worker to determine the clinical
 

severity of gastroenteritis by stage. This is accomplished by circlidg. the
 

appropriate response c-tegory as the information is gathered. When the required
 

information has been collected, an assessment by stage is made by noting the
 

highest stage with at least one circled response. The treatment plan is explicit
 

for each stage of severity, including appropriate medication, patient education,
 

referral and follow-up. Standards of treatment are specified as age-specific
 

dosages of 	medication. Figure 4 shows one of the tasks required by this
 

protocol 	and figures 5-7 illustrate similar protocols for other health problems
 

and age groups.
 

Such a protocol serves several useful functions. First, it provides
 

explicit guidelines for the health worker by defining the standard of care as a
 

-q'CO 



sequence of tasks. Second, it guides the health worker through the problem
 

solving process for gastroenteritis, through the structure of the tasks, &n
 

provides the functional linkages with the rest of the health care system. 
Third,
 

it is easy !or the health worker to document what he has done as a series of
 

circled responses and checked boxes. 
Fourth, the protocol is easily monitored
 

for compliance with standards. 
Fifth, stagea assessments and documentation of
 

treatment planning provides the basic information necessary to evaluate the
 

impact of the program. Finally, a copy of the protocol accompanies the patient
 

if he is referred to the next level of the system, thus making relevant infor­

mation available to other members of the health care team.
 

As the number of health problems becomes too numerous for problem specific
 

reporting forms, a general purpose format can be employed retaining the formats
 

of figure 5-7 as guidelines.
 

D. 	 Integrating Health Auxiliaries into the Health Care System
 

Standards of care and explicit task structure contribute to a functional
 

integration of health auxiliaries into the system of health care. However,
 

at least three additional key elements are necessary to provide the support
 

required of a health auxiliary manning a health post far removed from the next
 

highest level of care.
 

The first is a reliable mechanism for communication between the health
 

auxiliary and a clinician who can provide consultation. Regardless of the
 

number of tasks for which the auxiliary is competent and the level of sophisti­

canon of the protocols, there will be a significant number of patients whose
 

condition requires diagnostic or treatment planning skills beyond the
 

capabilities of the auxiliary. If a reliable communication mechanism exists,
 

general information gathering protocols can be used by the auxiliary who in
 

/ 
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turn can transmit the information to a higher skill level. This person can
 

then provide the auxiliary with a tentative assessment and treatment plan.
 

Even if a large number of such treatment plans includirg referral to the next
 

level of the system, such an approach enables the health worker to function as
 

a viable portal of entry into the health care system. This requirement implies
 

more than providing the auxiliary with a telephone or two-way radio. There must
 

also be someone at the other end with the appropriate skills and defined res­

ponsibility to provide the necessary support.
 

The second requirement is a mechanism for monitoring and continuing edu­

cation of the health auxiliary. The protocols of figures 5-7 are relatively
 

simple to monitor for compliance. The monitoring function also can be expressed
 

as a task with its associated task structure as exemplified in figure 8. Health
 

auxiliaries found in need of a review of task performance can be identified and
 

appropriate additional training provided.
 

The third requirement is a reliable mechanism for bringing selected patients
 

into contact with the higher skill levels of the system, when required. There
 

are several design alternatives available including transportation services,
 

routine visits to the health posts by consultants, telecommunicaticns, etc.
 

It is relatively easy to provide basic training and equipment to a health 

auxiliary and place him in the rural community, as the foundation of a pyramidal 

health system. However, this alone does not insure that they will function as 

a component of a health care team or as the portal of entry into an integrated 

system of health care. Functional coordination of such a system requires defined 

standards of care, task structure, a reliable communications system, and mechanism 

of referral of patients into and through the required skill levels. Where 

existing constraints in communication and transportation 4Mtesevere , the need 

for standards of care and task structure becomes critical.
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E. Evaluating the System of Health Care
 

In recent years, there has been renewed interest in developing strategies
 

to evaluate health care. Most strategies have focused on provider performance
 

and have measured the quality of care in terms of compliance with standards of
 

care (23-25). While this approach is adequate for monitoring specific clinical
 

activities, it does not demonstrate the degree to which individual activities
 

are assimilated into an effective problem solving procesa nor does it measure
 

the continuity between critical components of care.
 

The ability to measure the degree to which the components of the health
 

care system (health posts, subcenters, health centers, etc.) are providing the
 

elements of basic health care to the community is critical in the project. The
 

proposed pyramidal structure of the lo4 cost health delivery system is based on
 

the auxiliary health workersas an extension of the system and on their function
 

as a portal of entry into that system. To function effectively, the system
 

of care must coordinate the activities of the various health care providers and
 

facilities in order to provide continuity of basic health care. Therefore an
 

evaluation strategy which focuses on the community and tracks patients into and
 

through the health care system is most appropriate. Such an approach would
 

provide the information necessary to identify and strengthen the weaknesses of
 

the system of care (1,26).
 

Many investigators have attempted to simplify the evaluation process by
 

examining the care provided for a relatively small group of representative health
 

problems. Kessner (27) has employed the term 'tracer disease" for this purpose.
 

The underlying assumption is that the care of patients with tracers is indicative
 

of the overall effectiveness of care. At the present time, there is very little
 

evidence either to support or refute this assumption. This does not mean, however,
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that the strategy of selecting a small group of problems should be abandoned.
 

If highly prevalent diseases are chosen, which account for a significant portion
 

of the system workload, they will be representative by virtue of their impact
 

independent of communities with other health problems.
 

As described above, the process of health care can be represented by a
 

continuous chain of sequentially related clinical functions. 
The major elements
 

are primary prevention, case finding, and management. Case finding can be fur­

ther divided into screening and the diagnostic evaluation and the management
 

function is composed of treatment and follow-up. This sequence of clinical
 

elements is shown in figure 9.
 

When primary prevention is not completely successful, patients must pass 

through the entire sequence to achieve clinical success. The rate of passage 

from one element to the next can be defined as a probability, P . The rate ofn 

passage between two points in the system may be the cross product of all inter­

vening transition probabilities as in figure 10. The drop-out rate (or system
 

failure rate) at any point is expressed as 1-P
n .
 

Landmarks of the flow pattern which can be objectively, determined and are
 

considered necessary elements for clinical care can be identified as process
 

indicators. The process indicators can be expressed as transition rates from one
 

process state to the next. 
 Finally, in order to assess health outcome, it is
 

instructive to calculate the rate of transition by the population from key process
 

indicators to an improved health status, and thus identify health outcome
 

indicators. For example, if amoebiasis were selected as a tracer condition, the
 

following might be the indicators selected.
 

1. 	 Did the patient make contact with the health care facility within the
 
last year?
 

2. 	 Was a stool exam done within the last year?
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3. 	 If it was positive for amoeba, was an appropriate dosage of atabrine
 
given?
 

4. 	 If it was positive for amoeba, was the water supply examined for con­
tamination within the last 3 months or next 1 month?
 

5. 	 Was a stool exam performed after the treatment was completed?
 

Or if pregnancy were chosen as a tracer condition, indicators similar to
 
the following might be selected.
 

1. 	 Did the mother receive prenatal education during the pregnancy?
 

2. 	 Was there a complication of labor and/or delivery (e.g. PROM,
 
prolonged labor, breech presentation)?
 

3. 	 If there was a complication, was the patient referred to a specialist
 
within 6 hours?
 

4. 	 Was the patient attended by health personnel during delivery?
 

Carrying this example a step further, the algorithm in figure 11 could be
 

constructed to collect data from a small random sample of pregnancies. Assuming
 

this was done for a sample of 100 pregnancies and the results shown in figure 11
 

were obtained, an analysis would be conducted with the following simple
 

computat ions:
 

PREVENTION 

The percent of pregnant (IA) - 80 
women receiving preventive (lA) + (iB) 80 + 20 - 80 % 
services 
The percent of deliveries (2E) = 60 = 71% 
attended by health (2B) + (2D) 75 + 10 
personnell 

REFERRAL 

The percentage of referrals (2C) = 15 - 60 2 
made when indicated (2A) 25 

In order to obtain an indication of the effectiveness of curative health 

services, an algorithm could be constructed as in figure 12 and data collected
 

on a sample of 200 patients using the sample indicators mentioned above for
 

amoebiasis.
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If this were done and the results shown in figure 12 were obtained, the
 

following analysis would be performed:
 

SCREENING:
 

What percentage of the commu-

nity was appropriately screened? 


What percentage of those utilizing 

the health system were screened? 


TREATMENT:
 

What percentage of patients with 

diagnosed amoebiasis were treated? 


FOLLOW-UP:
 

What percentage of patients who had 

amoebiasis were followed-up? 


What percentage of patients who were 


treated for amoebiasis were followed-up? 


GENERAL:
 

What percentage of the community 

received all necessary health services? 


What percentage of those who utilized 

the facility received all necessary 

health services?
 

ENVIRONMENTAL:
 

What percentage of patients with 

amoebiasis had their water supply 

examined?
 

What percentage of patients with 

amoebiasis and an impure water source 

received potable water within 1 month?
 

(2A)

(IA) + (IB) 


(2A) ­
(1A) 

(4A) ­

(3B) 

(5A) ­
(3B) 


(5A) ­

(4A) 


(3A) + (5A). 

(lA) + (IB) 


(3A) + (5A)
( 1A ) 

(4C) 

(3B) ­

(4H) 

(4F) 


-

50 

200 
-

25Z 

50 
100 

-

30 - 75Z 
40
 

5 
40- 12 

-. 17% 

30 

10 + 5 
200 - 8% 

.10 + 5 
100 - 15% 

30
 
40 ­

10 - 50%
 
20
 

The tracers and indicators can be designed to provide information on the
 

delivery of health services at any level of detail desired. They can further be
 

constructed to highlight any particular element of the process of health care
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(e.g. primary prevention, casefinding, treatment, referral, etc.). 
 As a
 

group, the tracer conditions should reflect a variety of health conditions such
 

as acute or chronic, pediatric or adult, medical or surgical, well-patient care
 

or emergency care, and at the same time should accurately reflect the priority
 

health needs identified in the planning process. 
The major requirements of the
 

indicators is that they be considered necessary elements of health care and that
 

they be reasonably easy to collect at the time of evaluation.
 

To determine the improvement in the health status of the population that
 

results from the system of health care, the health status indicators used in the
 

health sector analysis would be appropriate. To this could be added specific
 

morbidity rates for those health problems used as tracer conditions. Comparison
 

of health status indicators periodically over time provide- a measure of improve­

ment in the health status of the population.
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F. specific Methodologic Components
 

The major elements of the methodo!ogy employed in this project and their
 

functional relationships are illustrated in figure 15. 
 As each component is
 

addressed, it provides input into one or more subsequent components and in turn
 

each component receives required input from a previous component.
 

1. Selection of Health Post Sites: 
 Site selection for an initial ;25 health
 

posts will be made on the following criteria:
 

a) Size of population which would have access to the facility
 

b) Health status and magnitude of health needs of the population
 

c) Capabilities and constraints of transportation and communication with
 

the referral facility
 

d) Growth potential of the community
 

2. Identification of Priority Health Problems of the Area: 
 From data available
 

in the health sector assessment and other sources, a set of priority health problems
 

will be identified as a function of:
 

a) Impact on the community in terms of pain, suffering, and disability
 

b) Impact on the coIirunity as an obstacle to community development
 

c) 
State of the art to prevent or effectively treat
 

d) 
Degree to which health auxiliary can play a significant role
 

e) Estimation of the potential 
to reduce the impact of the problem
 

3. Define Relevant Clinical Functions for Each Problem: 
 A decision will be made
 

as 
to which of the clinical functions are to receive emphasis for each problem.
 

The major criteria of this decision will be:
 

a) 
state of the art of the clinical function
 

b) degree to which health auxiliary can provide that function
 

c) cost and availability of supporting equipment needd to perform clinical
 
function
 

d) Requirements of that function in terms of other health services (e.g. for
 
the clinical function of screening).
 

- -I 
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4. 
 Identify Local Constraints for Communication and Transportation: 
 In the
 

most generic sense, the health post is 
an extension of the health care system
 

.AeM4adinto the rural 
community. The "umbilical 
cord" linking the health
 

post to the health center must provide the basic function of providing to
 

the individual patient 
 those skills required to meet his health needs. 
 This
 

can be accomplished in part through communication and transportation and to
 

an extent the ability to support the health auxiliary will be a function of
 

communication and transportation potential.
 

Establish Standards of care for priority health problems: 
 The essential elements
 

of clinical 
care for each priority health problem will be defined. Each
 

standard will be considered in each of its three dimensions:
 

1. What is the action required for health care?
 

2. Who is the target population and appropriate high risk group?
 

3. What is the appropriate timing sequencel (Luw)
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of 	the stardard 
(e.g. where is it due and at what intervals is it 
to be repeated )? 

The specific standards will be of a level of complexity appropriate to: 

a) The potential capability of the health auxiliary.
 

b) The anticipated acceptance of the community of various 
intervention
 
strategies.
 

c) 	Communication and transportation constraints
 

d) 	Constraints due to cost and availability of medical equipment and
 
supplies.
 

e) 	Availability of highly sophisticated health skills (e.g. at the health
 
center).
 

6. 	Translate standards of care into explicit tasks: 
 Each action implied
 

in the standards will be defined in specific tasks. 
 The tasks will be examined
 

to select those which are appropriate for the health auxiliary.
 

7. 	Define task structure: 
 For each task selected for the health auxiliary,
 

the parametdrs of task structure will be defined. 
These include:
 

a) Who performs the task (primary responsibility)?
 

b) 
Who monitors task performance (secondary responsibility)?
 

c) Where is the task performed?
 

d) When is the task to be performed?
 

a) When to start
 

b) Frequency
 

c) When to stop
 

e) 	To whom is the task applied?
 

a) Who is the target population
 

b) Who are (or what are the characteristics of the priority group)
 

f) What equipment is necessary to perform the task?
 

h) 
What additional tasks should follow the performance of thia one?
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8. Design mechanism of communications and transportation: Having previously
 

-identified the existing constraints on communication and transportation
 

and from the requirements for each, which are the output of component 7,
 

a design decision will be made regarding the mechanism of communication
 

and transportation to be employed to link the health post to the health
 

center.
 

9. Identify Material Requirements for Health Post: The task structure of
 

component 8 will specify the drugs and equipment necessary for the health
 

auxiliary to provide the defined direct health care. 
To this list will
 

be added the-equipment necessary for preparation and maintenance of the
 

facility. For example, if 
a task requires minor surgical instruments,
 

then certain other equipment will be necessary forresterilization of the
 

instruments.
 

10. Develop Problem Solving Protocols: In order to guide the health auxiliary
 

through the problem solving process, explicit protocols (reporting format)
 

will be developed to meet-the following design criteria.
 

a) Specify standards of care, expressed as 
a sequence of explicit tasks
 
b) Facilitate documentation of results
 
c) Facilitate monitoring for compliance with standards of care
 
d) Facilitate the sharing of relevant information among appropriate
 

members of the health care team
 
e) Facilitate the evaluation of the effectiveness of the program
 

11. Design Reporting System for Health Post: The protocols designed in component
 

10 will serve a part of the function of documentation of the health status
 

of the community. In addition,further attention will be given to the
 

basic information requirements to serve the following functions:
 

a) Surveillance of the health status of the community
 
b) Administrative reports required by the MOH (personnel, drug utiliza­

tion, etc.)
 
c) Assessment of the effectiveness of the health post as an extension
 

of the system of care
 
d) Documentation of the health needs of the individual patients.
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12. 	 Develop Monitoring Tasks: As a function of the task structure developed
 

in component 7, simple monitoring tasks will be developed for the indi­

viduals(usually the MD at the referral health center) who are charged
 

with 	the responsibility of supervising the health auxiliary. 
The task
 

structure will also be identified and will serve as 
the basis for the
 

training required of the supervisor.
 

Design Training Curricula and
13. 	 Provide Training: The outputs of component 7 and 10 define
 

the educational objectives of the training for the auxiliary health workers.
 

A curriculae of training will be designed to achieve the objectives. It
 

is estimated at this time that the training will 
require approximately 6 to
 

8 months and will take place over the 
course of one year.
 

In like manner, outputsfrom component 12 will be utilized to define a
 

curriculum for the supervisor of the health auxiliary. It is estimated
 

at this time that such training would require approximately two weeks.
 

Other training needs will be l'dentified such as the training required for
 

those individuals responsible for the training of the health auxiliary,
 

and the training required for the professionals who will provide clinical
 

support for the health auxiliary.
 

14. 
 Select Tracer Health Problems for Evaluation: In general the evaluation
 

process will be directed toward three basic questions:
 

a) Are preventive, diagnostic, therapeutic, and follow-up services
 
being provided to the community?
 

b) Are the clinical elements of care 
related in a logic&l and sequential
 
manner?
 

c) What are the major weaknesses in the system of health care?
 

Tracer diseases or health conditions will be selected 
 for evaluation on the
 

following criteria:
 

/ 
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a) They should be relatively well defined and easy to diagnose.
 

b) They should be relatively prevalent in the community.
 

c) As a group they should account for a significant proportion of
 
the system workload.
 

d) They should have a definite functional Impact on the community.
 

e) They should be predictably influenced by defined modes of
 
health care
 

f) As a group they should cover a wide clinical range (adults/

pediatric, acute/chronic, medical/surgical, etc.)
 

g) As a group they should cover both prevention and remedial 
care.
 

15. Define Indicators of Process and Health Outcome: 
 Standards of care, which
 

are the benchmarks of the effectiveness of health care, will be translated
 

Into audit questions. These indicators serve as 
the actual measure of the
 

effectiveness of health care. 
Process indicators will be selected with the
 

following criteria:
 

a) must be considered a necessary clinical element to achieve an
 
acceptable health outcome.
 

b) must be amenable to objective measurement or quantification

and easily abstractable from the existing record system.
 

c) must be an element of health care which is routinely documented
 

by the provider of health services.
 

d) must be amenable to quantification from the entire population or
 
a relevant sample
 

Health outcome indicators will be identified which reflect changes in the
 

health status of the community. To be acceptable as an outcome indicator,
 

a measure of health status must be aggregated for a relevant sample of the
 

population with the-following criteria:
 

a) 
must be a direct measure of health status. Indirect measures, such
 

as abatement of signs and symptoms or provision of specific treat­

ments are acceptable only when precise relationships between the
 

indirect measure and ultimate health status are well documented.. ­
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b) must be amenable to objective measurement or quantification
 

and easily abstractable from available records.
 

c) must be sensitive enough to detect relatively small but
 

significant changes in the health status of the population.
 

d) must be sensitive to changes in health status that are due to
 

changes in health care.;
 

16. 	 Design data collection protocol: An algorithm will be constructed for
 

the collection of data for each tracer condition.
 

17. 	Select Population Samples and Relevant time Frames:
 

18. 	 Train data Collectors:
 

19. 	Co!lect Data­

20. 	Analyze Data: The evaluation methodology is sufficiently basic in
 

concept to allow a relatively simple analysis. The transition rates
 

between critical elements of the process of care is expressed As a
 

proportion. The transition rates will characterize the flow of patients
 

through the defined process of care. In some instances this will pro­

vide information regarding utilization of facilities, performance of
 

specific provider/disciplines, and the degree to which different fa­

cilities (e.g. health posts and health centers) perform their clinical
 

functiomin a coordinated and sequential manner.
 

21. 	 Interpret Data to Identify Weakness in the System of Care:
 

The standards of care (component 5) represent the manner inwhich the
 

system isdesigned to operate. Flow patterns of patients through the
 

process and facilities of care (component 20) characterize the manner in
 

which the system is actually operating. Major drop-out patterns in the flow
 

patients represent disparities between system design and system operation.
 

The method of selecting the tracer conditions and the indicators of process
 

and 	health outcome allows the weaknesses of the system to be characterized
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functionally (e.g. prevention, screening,follow-up, referral, etc.)
 

22. 	 Design Action Steps: Where system weaknesses have been identified,
 

specific actions steps will be formulated to improve system per­

formance. The nature of a tracer methodology is to focus on specific
 

health problems in the evaluation phase. However, action stepsintonded,
 

to strengthen system weaknesses should not be directed only at the
 

specific tracer disease. For example if one of the tracers is an acute
 

illness and an identified system weakness is a delay in a time-critical
 

referral, this aspect of the referral mechanism should be bolstered
 

generically rather than only for that specific problem.
 

In formulating action steps, simplicity will be stressedas expensive
 

solutions to drop-out patterns is not a characteristic of a low cost
 

health care delivery system. Attention will be particularly directed
 

toward the tasks and task structure of the health aides. Previous
 

experience has indicated that significant improvements in health care
 
in
 

can be achieved by subtle modifl-ations/the tasks and task structure
 

of the health auxiliaries (0-3,13).
 

/
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PROBLEM SOLVING ELEMENTS
 

INFORMATION 
GATHERING ASSESSMENT 

TREATMENT 
PLANNING TREATMENT 

PRIMARY 
PREVENTION 

SCREENINGSCREENING 

_____ 

// 

/ . 

/1 

/ / / /
//1 / / 

See Figt re 2/for Exapof task for anemia 
/ / / - / 

1 
/ 

___ __ 

I 
DIAGNOSTIC 
EVALUATION 

GENERIC 
THERAPEUTIC 
PLANNING 

ON-GOING 
MANAGEHENT 

F.GURE 1: Problem space for direct care activities 
of the Health Care System 
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TASK TITLE: Screening (Anemia): Info. gathering, assessment, treatment plan 

PRIMARY RESPONSIBILITY: AUXILIARY HEALTH WORKER
 

SECONDARY RESPONSIBILITY: PHYSICIAN HEALTH
AT CENTER 

LOCATION: 	 Health Post
 

TIMING: Children 	 Pregnancy 
Begin: 1 year of age Begin: 
 1st Trimester 

Frequency: Yearly Frequency: Once 

Stop: 5 years of age 

TARGET POPULATION: Children Age 1 - 5 years & Pregnant Women 

Priority Group: Children: Age 1 - 2 years
 

Pregnancy: Gravida 0 or 1
 

EQUIPMENT: 	 Hemoglobinometer
 
Lancet
 
Capillary Tube
 
Alcohol
 
Cotton Ball
 

DOCUMENTATION: Recording Format
 

TASK SEQUENCE: Hqb 10.5 gm % repeat as routine
 

Hqb 8-10.5 gm k perform Task B 

Hqb 8 gm % refer to sub-center 

ACTION STEPS: 

1. 
 Swab finger tip with alcohol (need in children less than 1 year of age)
 

2. Make sharp puncture wound with lancet
 

3. Hold limb in dependent position
 

4. Fill capillary tube
 

5. etc.
 

6. etc.
 

.FIGURE 2: 
 Example of Task and Task Structure for Anemia:
 
Screening/information gathering assessment, and
 
treatment planning.
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TASK CODE: TASK A - Info. gathering/Assessment: Gastroenteritis 

PRIMARY RESPONSIBILITY: COMMUNITY HEALTH REPRESENTATIVE 

SECONDARY RESPONSIBILITY: CHR SUPERVISOR 

LOCATION: Patient's Home
 

TIMING: Once when patient is sick
 

TARGET POPULATION: Children Age 0-3 years
 

PRIORITY GROUP: Children Age 0-1 jear
 

EQUIPMENT: Thermometer 

DOCUMENTATION: Reporting Form 

TASK SEQUENCE: Stage I: Tasks B,C,H 

Stage II: Tasks B,C,H 

Stage III: Tasks D,E 

Stage IV: Tasks D,F 

ACTION STEPS: 

1. Gather the following information: 

- Is the baby less than 3 months old?
 

- Is the diarrhea _ Mushy? Liquid?
 

-Mushy diarrhea - for how many days?
 

-- Mushy diarrhea - how many in the last 6 hrs.?
 

-- Liquid diarrhea - for how many days?
 

-- Liquid diarrhea - how many in the last 6 hrs.?
 

- Is there blood in the diarrhea?
 

- Is there mucous in the diarrhea?
 

- Is the baby vomiting?
 

-- For how many days?
 

-How many times in last 6 hrs.?
 

-
Can the baby keep down clear fluids? 

- Is the baby urinating a normal amount? 
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2. Take rectal temperature
 

3. Check for tenting, fontanelle, lining of the month
 

4." Check for tenting of the skin
 

5. 
 Record items 1-4 on protocol by circling the appropriate response
 

categories
 

6. Determine the patients stage by noting the highest stage with even one
 

circled response
 

7. 
 Document staged assessment on recording protocol
 

FIGURE 4: 
 Task and Task Structure for Gastroenteritis
 
(Age 0-3 years) information gathering
 
assessment
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TASK CODE: 
 SUPERVISORY FOR COMMUNITY HEALTH REPRESENTATIVES
 

PRIMARY RESPONSIBILITY: 
 CHR SUPERVISOR
 

SECONDARY RESPONSIBILITY: 
 CHR DIRECTOR
 

LOCATION:
 

TIMING: Weekly 

TARET POPULATION: An CHR's
 

PRIORITY GROUP: 
 CHR's with recent problems of performance
 

EQUIPMENT: None
 

DOCUMENTATION: 
 Report verbally to CHR Director
 

TASK SEQUENCE: If performance not adequate, do Tasks S-I and S-2
 

ACTION STEPS:
 

1. Review CHR reporting format and check:
 

.a) Were all items of information gathered?
 

b) 'Was correct assessment made?
 

c) Were required subsequent tasks performed?
 

2. Assess performance of each CHR
 

3. 
 If performance not acceptable, begin 
tasks of continuing education
 

FIGURE 8: Supervising tasks for monitoring performance
 
of CHR in management of Gastroenteritis.
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DRAFT PROJECT DESCRIPTION
 

A major obstacle to the attainment of the goal "Equal Health
 
for All" inPanama is the demographic dispersion of the popula­
tion. The largest concentrations of population are in Panama
 
City and secondary urban centers throughout the country. Simil­
arly the largest concentration of health care resources and per­
sonnel are in the urban centers. Inorder to improve the health
 
status of the rural Panamanian people, to provide health care
 
resources to the marginal population inan efficient fashion,

the Government of Panama has developed an integrated low-cost
 
public health delivery system. The Rural Health Delivery System
Project, jointly financed by the Government of Panama and AID

will help provide for the marginal population effective, access­
ible health services in three areas: (1)preventive and curative
 
health care; (2)environmental sanitation; and (3)nutrition.
 
The purpose of the loan is not only to make these services
 
available to rural Panamanians, but to insure that the Ministry

of Health and the Social Security Agency (both currently pro­
viding health care services) are able to operate the system in
 
the most efficient and effective manner possible.
 

As conceived by the MOH and CSS, the integrated public health
 
delivery system will be pyramidal instructure, compHsed in
 
descending order or centralization of the following:
 

1. national, regional, and specialized hospitals

2. health centers
 
3. health sub-centers
 
4. health posts
 

The activities funded under the project, however, will take
 
place at the local levels of the hierarchy. Trained health

assistants iill 
deliver both primary health care and coordinate
 
the environmental and nutrition segments of the project, en­
couraging the community to participate in "preventive self-care"
 
and serving as local community leaders. Each health assistant
 
will be supervised by a physician located in the regional health
 
center, who will also supervise the sanitary technician(s) and
 
nutritionist working in the health center and sub-centers under

his purview. Residents of marginal communities then will have
 
easy accessibility to the health assistant, who will provide

MCH care, including deliveries, first-aid, vaccinations, and
 
family planning. Trained essentially in primary health care,

the health assistants will be for rural Panamanians the initial
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point of entry into a referral system encompassing progressively
 
more specialized and sophisticated health services. At the
 
community level, then, the various project components will most
 
directly provide the marginal population with access to an
 
Integrated system of public health services.
 

The essential components of the Rural Health Delivery System
 

Project are:
 

1. The Health Care Component
 

a. 225 health posts constructed inmarginal communities
 
or clusters of conimunities with a total population
 
of approximately 500 inhabitants. Often providing

services to adjacent communities (depending on local
 
topography, available transportation, etc.), the
 
posts will be basic structures (approximately 41
 
square meters divided into 2 rooms) maintained by

the community, providing a base of operation for
 
the local health assistant. Construction will be
 
phased over the 4 years of the project to coincide
 
with the training of health assistants and the
 
construction of health centers and sub-centers.
 

b. 14 health sub-centers, constructed in rural areas
 
andstaffed by a full-time nurse auxiliary and a
 
part-time sanitary inspector, assisted periodically

by visiting personnel from the supervising health
 
center. The health sub-centers will augment the
 
population covered currently by a total of 105 sub­
centers that exist throughout Panama, and will each
 
serve a minimum population base of 2,000 people.
 

c. 4 rural health centers, constructed in 4 areas
 
tentatively determined, each serving a population
 
of 15,000 to 20,000 people. Each health center will
 
have a waiting room, medical and dental examination
 
rooms, pharmacy, laboratory, emergency treatment
 
area, sanitary inspector's office, and administrative
 
offices. Personnel at the health center will have
 
supervisory and training responsibilities for the
 
health post and center staffs.
 

d. 300 health assistants trained (in a 12-month curric­
ulum including seminars and practical work) in the
 
delivery of primary and community health care, re­
ferral procedures, community development, etc. They
 



ANNEX K
 
Page 3 of 4
 

will staff the health posts and provide local health
 
care services for the marginal communities included
 
in the project.
 

e. 	200 nurse auxiliaries trained in a 9 month program
 
at the provincial level and assigned to rural sub­
centers and provincial hospitals to perform more
 
traditional tasks (where they will be the presiding

staff members).
 

f. 	20 sanitary technicians trained to supervise rural
 
enrivonmental sanitation conditions.
 

g. 	10 - 15 M.P.H. Qraduates: Provincial medical directors
 
and other key administrative personnel will receive
 
graduate-level training in public health to increase
 
their managerial and administrative effectiveness in
 
the public health system.
 

h. Joint U.S./third country and MOH/CSS counterpart man­
agement and administrative team will provide technical
 
assistance, as required, to facilitate the further
 
integration of the MOH and CSS at the provincial and
 
national levels.
 

2. 	The Environmental Sanitation Component
 

a. 300 rural aqueducts, constructed over the four year

period, to serve rural communities with potable water.
 
Each aqueduct will consist of a drilled well, 
an
 
elevated storage tank, and about 6,000 linear feet
 
of 2" main. Service lines connected with private yard

faucets will provide water to individual homes.
 

b. 	400 hand-pumped wells will be installed in smaller
 
rural population centers of 50 to 100 inhabitants.
 

c. 	13,800 latrines will be constructed as the most feasible
 
way of providing individual village households with a
 
means of safe excreta disposal. The basic units will
 
consist of a latrine house on a concrete pad with a
 
seat.
 

3. 	The Nutrition Component
 

a. 	46 community gardens, in addition to those currently

existing will be established. The garden projects
 
are intended to encourage more annual plantings and
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the growing - and consumption - of new vegetable

foods. Inorder to guarantee a higher rate of
 
success of the gardens than was achieved inthe past,

stricter criteria have been established by the go­
vernment. 
Thus, gardens will be established only in
 
communities with a functioning Community Health Com­
mittee, Agricultural Club, Production Cooperative,
 
or other similar community organization; where at

least 5 hectares of land suitable for agriculture
 
are available (of which at least 3 hectares is near
 
an irrigation source); where at least 15 families
 
will participate, etc.
 

b. 75 small animal projects, mainly poultry projects,

will complement the community gardens inmany rural
 
areas. 
 Where poultry projects are initiated, the

Government will provide 500 baby chicks, feed, vac­
cine, technical assistance, etc. to begin the project.

The projects will usually be operated by women. Once
 
egg production begins, 50% of the production will be
 
sold to generate operating funds; the remainder will
 
be consumed by the participants.
 

Project Execution
 

Because of the large contribution to this project that must

be provided by the communities, it is fair to say that the MOH

and CSS will share the responsibility for the project's execution

with the individual communities. The MOH will assist the com­munities in the environmental sanitation and nutrition components

of the project, while the CSS, MOH and the local communities will
work together to implement the health care component. The imple­
mentation of the planning, design, and construction phases of the

rural health delivery system (health posts, health centers and
sub-centers, water supply projects, community gardens and small

animal projects) will be based on procedures established during

the MOH's previous experience with similar projects.
 

Evaluation procedures will include a survey to ascertain base­
line data and subsequent follow-up studies at one or two year in­
tervals. 
 INCAP will aid the MOH in conducting longitudinal sur­
veys to determine the impact of the project on selected communities.
The performance of the health assistants and auxiliarles will be

monitored by the provincial medical supervisors and evaluated by

the MOH. The MOH's research unit (Direcci6n de Docencia e Investi­
gaci6n) will play a major role in assessing the impact of the total

project.
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LOAN 	AUTHORIZATION
 

A.I.D. Loan No. 525-U-045 A 

For: PANAMA - Rural Health Delivery System 

Provided From: Section 104 Population Planning and Health
 

Pursuant to the authority vested inthe Administrator, Agency for
 
International Development ("A.I.D."1) by the Foriegn Assistance Act
 
of 1961, as amended, ("The Act") and the delegations of authority
 
issued thereunder, I hereby authorize the establishment of a loan
 
("Loan") pursuant to Section 104 of the Act, and infurtherance
 
of the Alliance for Progress, to the Government of Panama ("Borrower")
 
of not to exceed six million United States dollars ($6,000,000) to
 
assist infinancing the United States dollar and local currency
 
costs of a project to institutionalize an improved integrated pub­
lic health delivery system to provide basic preventive and cura­
tive health care services to and improved environmental sanitation con­
ditions for the rural segments of the Panamanian population ("Pro­
ject"). The Loan shall be subject to the following terms and con­
d it ions; 

1. 	 Interest and Terms of Repayment 

Borrower shall repay the Loan to A.I.D. inUnited States
 
dollars within forty (40) years from the date of the
 
first disbursement under the Loan, including a grace

period of not to exceed ten (10) years. Borrower shall
 
pay 	 to A.I.D. in United States dollars interest at the 
rate of two percent (2%) per annum during the grace pe­
riod and three percent (3%) per annum thereafter on the
 
outstanding disbursed balance of the Loan and unpaid in­
terest.
 

2. 	Other Terms and Conditions
 

A. 	Except for ocean shipping, goods and services financed
 
under the Loan shall have their source and origin in
 
Panama or countries included inA.I.D. Geographic Code
 
941, provided, however, that marine insurance may be
 
financed under the Loan only if it isobtained on a
 
competitive basis, and any claims thereunder are pay­
able in freely convertible currencies. Ocean ship­
ping financed under the Loan shall be procured inany
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country included in A.I.D. Geographic Code 91+1, not
 
including Panama.
 

B. 	United States dollars utilized under the Loan to
 
finance local currency costs shall be made available
 
pursuant to procedures satisfactory to A.I.D.
 

C. 	Prior to issuance of any commitment documents or any
 
disbursements under the Loan, Borrower shall furnish
 
to A.I.D., in form and substance satisfactory to
 
A.I 	.D.:
 

(i) 	An opinion of the Procurador General of Panama
 
that the agreement has been duly authorized
 
and/or ratified by and executed on behalf of
 
the Government of Panama and that it constitutes
 
a valid and legally binding obligation of the
 
Government of Panama in accordance with all of
 
its terms.
 

(ii) A statement of the names of the persons holding
 
or acting as representatives of the Government
 
of Panama for purposes of the Loan and a specimen
 
signature of each person specified in such state­
ment.
 

(iii) Evidence that Borrower has appointed a Project
 
Coordinator , with authority and responsibility
 
for coordinating all aspects of the Project.
 

D. 	Prior to the issuance of any commitment document or
 
any disbursements under the Loan for construction,
 
Borrower shall furnish to A.I.D. in form and subst­
ance satisfactory to A.I.D.:
 

(i) 	criteria for selecting the locations for health
 
posts, health sub-centers, and health centers, and
 

(ii)standard designs and specifications for health
 
posts, health sub-centers, health centers and
 
related equipment.
 

E. 	Prior to the issuance of any commitment document or
 
any disbursements under the Loan for training of
 
health assistants, Borrower shall furnish to A.I.D.,
 
in form and substance satisfactory to A.I.D.,a plan
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for training, supervising, and evaluating health
 
assistants, including a training curriculum.
 

F. 	Prior to the issuance of any commitment document or
 
any 	disbursements under the Loan for training of
 
public health personnel other than health assistants,
 
Borrower shall furnish to A.I.D. inform and sub­
stance satisfactory to A.I.D. a training plan set­
ting forth, but not limited to, the nature and dura­
tion of such training.
 

G. 	Prior to the issuance of any commitment document or
 
any disbursements under the Loan for the remodeling

of any health unit, Borrower shall furnish to A.I.D.
 
in form and substance satisfactory to A.I.D. plans
 
and specifications for that unit.
 

H. 	Borrower shall covenant to conduct annual evaluations
 
of the Project with A.I.D. during disbursement of the
 
Loan.
 

I. This Loan shall be subject to such other terms and
 
conditions as A.I.D. may deem advisable.
 

Administrator
 

Date
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LOAN AUTHOR IZAT ION
 

A.I.D. Loan No. 525-U-045 B
 

For: PANAMA - Rural Health Delivery System
 

Provided From: 
 Section 104 Population Planning and Health
 

Pursuant to the authority vested in the Administrator, Agency for
International Development ("A.I.D.") by the Foreign Assistance Act
of 1961, 
as amended, ("The Act") and the delegations of authority
issued thereunder, I hereby authorize the establishment of a loan
("Loan") pursuant to Section 104 of the Act, and in furtherance
of the Alliance for Progress, to the Government of Panama ("Borrower")
of not to exceed three million five hundred thousand United States
dollars ($3,500,000) to assist infinancing the United States dollar
and local currency costs of a project to institutionalize an improv­ed integrated public health delivery system to provide basic preven­tive and curative health care services to and 
improved environmental
sanitation conditions for the rural segments of the Panamanian popu­lation ("Project"). 
 The 	Loan shall be considered an addition to
A.I.D. Loan No. 525-U-045 A and administered jointly with itand
shall be subject to the following terms and conditions:
 

1. 	Interest and Terms of Repayment
 

Borrower shall repay the Loan to A.I.D. in United States
dollars within forty (40) years from the date of the first
disbursement under the Loan, including a grace period of
not to exceed ten (10) years. Borrower shall pay to A.I.D.
inUnited States dollars interest at the rate of two per­cent (2%) per annum during the grace period and three per­cent (3%) per annum thereafter on the outstanding disbursed
 
balance of the Loan and unpaid interest.
 

2. 	Other Terms and Conditions
 

A. 	Except for ocean shipping, goods and services financed
under the Loan shall hive their source and origin in
Panama or countries included inA.I.D. Geographic Code
941, provided, however, that marine insurance may be
financed under the Loan only if it isobtained on a
competitive basis, and any claims thereunder are pay­able infreely convertible currencies. Ocean ship­
ping financed under the Loan shall be procured inany
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country included inA.I.D. Geographic Code 941, not
 

including Panama. 

B. 	United States dollars utilized under the Loan to
 

finance local currency costs shall be made available
 

pursuant to procedures satisfactory to A.I.D.
 

C. 	Prior to issuance of any commitment documents or any
 

disbursements under the Loan, Borrower shall furnish
 

to A.I.D., in form and substance satisfactory to
 

A. I .D. 

(i) An opinion of the Procurador Generbl of Panama
 

that the agreement has been duly authorized
 
and/or ratified by and executed on behalf of
 

the 	Government of Panama and that it constitutes 
a valid and legally binding obligation of the
 

Government of Panama in accordance with all of
 

its terms.
 

(ii) A statement of the names of the persons holding
 
or acting as representatives of the Government
 
of Panama for purposes of the Loan and a specimen 
signature of each person specified in such state­
ment.
 

(iii) Evidence that Borrower has appointed a Project
 
Coordinator , with authority and responsibility
 
for coordinating all aspects of the Project.
 

D. 	Prior to the issuance of any commitment document or
 

any disbursements under the Loan for construction,
 
in form and subst-
Borrower shall furnish to A.I.D. 


ance 	satisfactory to A.I.D.:
 

(i) 	criteria for selecting the locations for huaIL11 

posts, health sub-centers, and health centers, and 

(ii)standard designs and specifications for health
 

posts, health sub-centers, health centers and
 

related equipment.
 

E. 	Prior to the issuance of any commitment document or
 
any disbursements under the Loan for training of
 

health assistants, Borrower shall furnish to A.ID.,
 
in form and substance .-satisfactory to A.l.D.,a plan 

,Jvd 
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for training, supervising, and evaluating health
 
assistants, including a training curriculum.
 

F. 	Prior to the issuance of any commitment document or
 
any 	disbursements under the Loan for training of 
public health personnel other than health assistants,
 
Borrower shall furnish to A.I.D. in form and sub­
stance satisfactory to A.I.D. a training plan set­
ting forth, but not limited to, the nature and dura­
t.ion of such training.
 

G. 	Prior to the issuance of any commitment document or
 
any disbursements under the Loan for the remodeling
 
of any health unit, Borrower shall furnish to A.I.D.
 
in form and substance satisfactory to A.I.D. plans
 
and specifications for that unit.
 

H. 	Borrower shall covenant to conduct annual evaluations 
of the Project with A.I.D. durihg,disbursement of the
 
Loan.
 

I. This Loan shall be subject to such other terms and
 
conditions as AI.D. may deem advisable.
 

Administrator
 

Date
 

/
 


