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PREFACE
 

The ultimate objective of the U.S. technical and financial assistance programs is to help the Republic of Bolivia attain its socio-eco
nomic 	development goals. 
The 	following Health Sector Assessment is
one of three* efforts desig. d to analyze the current status of sectoractivities in Bolivia and to pcovide guidance for planning future USAID 
programs. 
 It is 	the intent of the Mission to provide coordinated,
mutually supportive interventions in the agriculture, education and
 
health sectors.
 

A simultaneous review of health problems and programs was undertaken by a specially convened Interministerial Commission. 
The Com
mission included more than 60 government technicians and planners from
12 agencies. The Commission worked for over six months through 11 subcommissions, and provided much of the basic data contained in this document. 
The Mission and GOB were assistei by 15 short-term specialist
consultants. 
In addition to providing analytic services and assistance
in drafting certain aspects of the report, the consultants spent aconsiderable amount of their time visiting rural areas gathering rele
vant 	 information.' 

We believe, the Assessment process has had the following beneficial
 
outcomes: 

i) 	 the involvement of Bolivian officials and technical personnel
from many agencies in the analysis and initial planning of 
sector activi.ties; 

ii) 	 the participation of other donor organizations which should
contribute to better coordination of external assistance;
 

iii) 	 the documentation of some baseline data and the provision of
 
a single reference source for health information on Bolivia;
 

* The 	reader is referred to Education in Bolivia: A Preliminary Sector 
Assessment (May 1974) and Agricultural Development in Bolivia: A

Sector Assessment (August 1974) 
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iv) 	the development of a sector assessment methodology which may
 
be beneficial to similar undertakings by other international
 
assistance agencies.
 

The Assessment is composed of ten chapters, each beginning with
 
a summary statement which should facilitate easy review by the reader.
 
The first four chapters provide background information regarding condi
tioning factors, health status, socio-economic impact, and the structure
 
of the sector. The following three chapters are analytical; they deal
 
with sector programs, infrastructure and intersectorial activities. The
 
last three chapters describe the various responses to the situation--i.
 
e., GOB plans, international donor activities, and the proposed USAID
 
program.
 

The 	major limiting factor in carrying out the Assessment was the
 
weak data base for Bolivia. Most significant is the lack of a national
 
cersus since 1950. Health and management information systems also are
 
deficient. Thus, the bulk of the data presented must be considered
 
questionable and based on the "best information available". Due to the
 
nature of the information and the difficult and time-consuming efforts
 
to collect meaningful data, there are significant gaps in the Assessment.
 

These 	include:
 

i) 	economic and financial data 'regardingthe impact of the health
 
situation in Bolivia and the costs of the various health pro
grams;
 

ii) 	 quantitative information on the priva. voluntary and tradi
tional health sub-sectors; and
 

iii) 	 age and disease-specific mortality and morbidity rates and
 
other vital statistics including birth and age-specific fer
tility rates.
 

While "best available estimates" have been provided, it is recognized
 
that the Assessment will have to be complemented and revised as more
 
accurate information becomes available. The Mission intends to carry
 
out 	research in these areas over the coming years.
 

The Mission views its three Assessments as a continuing endeavor
 
to be periodicaLly updated as more data become available and changes
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take place in Bolivia. Toward this end, the Mission would appreciate 
and welcome comments on the contents of this document and observations 
on errors or oversights herein. Please forward to: 

Humanitarian Assistance Division
 
USAID/Bolivia 
Casilla 673 
La Paz, Bolivia 

The U.S.A.I.D. Mission to Bolivia
 
January 24, 1975
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CHAPTER I 

TITE SETTING - FACORS CONTRIBUTING TO HFALTIJ STATUS 

A. Summary 

The health stntus of the Bolivian popul-ticn is conditioned by 
factors not generally accorded adequate attention in descriptions of
 
disease patterns and health program design These factors include the 
geographic. demographic, social, cultural and political cliarcteristics 
of the country The relationship among these factors and the heolth 
aspects of the society is one of interdeperidence. Dve attention must 
be paid to these factors in order bcth to understand fully the causes
 
of health problems and to encounter effective solutions. No attempt is
 
made here to describe all facets of these factors. The-limited intent
 
is to identify those principal aspects that are most directly related
 
to health status and pv-gram development. Political considerations will
 
be discussed in Chapter v.
 

Bolivia's extreme variances in geography end climate, from tundra 
to tropical , les, present diverse patterns of disease, and hence pose 
whole sets of aried challenges to the implementation of effective 
programs. These environmental characteristics have direct effects on 
both the health status of each population group and the resultant 
demands for health services. Many major diseases are functions of re
gional ecological factors. Settlement patterns have been determined
 
largely by geographical considerations. Almost all regions in the
 
country possess considerable reserves of untapped natural resources' 
which, if exploited, would greatly increase Bolivia's ability to support
 
health and other social development activities. Communication and
 
transportation systems, essential not only for economic development but
 
also for the delivery of social services, are very deficient, in Bolivia,
 
the development of such basic systems is very difficult and costly be
cause of geographic obstacles.
 

It is estimated that there now are slightly over five million in
habitants in Bolivia. All such figures, are based on statistical in
ferences from the 1950 census however, and are therefore not very relia
ble. Depending on one's definition of "rural", between two-thirds and 
four-fifths of the population lives in rural areas. About 60 percent of 
the population is either completely dispersed or lives in communities of 
fewer than 200 inhabitants, dispersion per se poses considerable obstacles 
to the provision of health services. The overall population density 
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in Bolivia is only about five persons per square kilometer; the density

for pot'entially productive land, however, is 38 persons per square

kilometer. Over hvlf the populution is under the age of twenty, 
 thereby
determining predominant disease patterns cnaracteristic of the young.
Average family size ranges between six and nine members, accompanied by
.high levels of infant mortality 3nd abortion. Life expectancy at birth 
is currently estimated to be i6 years. 

Tle majority of' housing is of low quality and crowded. At leastsixty percent of the population over 15 years of age is estimated to be

illiterate, and less than half the school ago population is currently

registered in school. Agriculture accounts for less than one-fifth of

the gross domestic product; vevertheless, about two-thirds of the labor
force is engaged in agricultue and re].nted activities More than

thirteen percent urban forceof the labor is unemployed. Some rural
urban migration within Bolivia is taking place, but it does not seem
overly-significant based on available data. 
 External emigration from
 
Bolivia.. 
on the other hand, is significtnt in terms of a professional
drain. 
The government has continually expressed support of colonization
 
activities over the past twenty years; however, less then five percent

of the population has been successfully resettled.
 

flealth behavior in Bolivia is highly conditioned by cultural beliefs and social structures. Between 50 and 60 percent of the population is Indian, and a 
 large percentage of the Indian population is Laonolingual in either Aymara or Quechua. As much as one-third of the popu
lation is mestizo and less than ten percent is "white"' of European
descent. 
Regional isolation of ethnic groups is diminishing due to in
creased geographic mobility. 
Likewise, increasing social mobility due
to demands for administrotive and commercial activities has contributed
 
toa growing middle claus. The agrarian reform of 1953 has had a sig
nificant effect on the life of the campesinos. combining "freedom' with
 a forced self-dependency. Traditional practices regarding health andthe treatment of disease continue to provide "solutions" where modern
medicine has failed to reached the majority of the population. 

Consumer as well as provider attitudes regarding "acceptable" health
practices in Bolivia determine to a great extent the effectiveness of
health programs and the health status of the population. The majority

of Bolivia's inhabitants do not utilize government services because they

feel that such services do not adequately meet their needs.
 

Provider orientation and lack of empathy with consumer needs create
barriers to service utilization. 
On the other hand traditional methods

of dealing with health problems in many cases offer adequate solutions.
 
Health is a significant concern to Bolivians, perhaps secondary only to
 concern for economic well-being. 
This is indicated by the utilization
 
not only of "good" services, when available, but also of traditional and
 



modern organizational mechanisms at the local level to achieve community
 

cooperation toward the solution of common health problems.
 

B. Geographic Characteristics 

1. Physiography and climate
 

An area of about 424,000 square miles makes Bolivia fifth in
 
size in South America, about equal to Utah, Colorado, New Mexico and
 
Arizona combined, The country can be divided into two major geographic
 
regions: the Andean zone and the eastern plains. Eight differet
 
physiographic regions and eight climate.regions which are not coinci
dental, however, provide a variety of environmental conditions; these
 
influence the social, economic and health characteristics of the popu
lation. As its widest point, West to East, Bolivia covers approximately
 
780 miles; from North to South the distance is about 900 miles.
 

The Andean zone includes high mountains, the cold and semi
arid altiplano and highland valleys; it covers the southwestern third
 
of the country. The remaining two-thirds consist of tropical lowlands
 
in the northern'and eastern sections. Rainfall and temperature in
crease from west to east and from south to north; considerable seasonal
 
and year-to-year variations cause intermittant floods and droughts.
 
In Bolivia, difficult terrain, extreme climatic conditions and deficient
 
transportation and communications systems prevail. I appears that
 
watersheds or drainage systems and environmental conditions have been
 
the major determinants of settlement and development patterns.
 

It has been convenient and customary to describe Bolivia in
 
terms of three geographic regions. However, this simplification canabe
 
,misleading in terms of conceptualizing actual conditions and making
 
programatic determinations. A contemporary analysis of Bolivia's
 
physiographic and climatic regions, documented by Jorge Mufioz Reyes(l),
 
is illustrated in Figures 1.1 and 1.2. A sample of climatic variations
 
is shown in Table 1.1. Bolivia's extraordinary conditions range from
 
polar and tundra zones to tropical jungles and green deserts; from
 
mountains over 21,000 feet to flat plains at 500 feet and a multitude
 
of variations in between.*
 

The Andean zone is comprised of four physiographic regions:
 

a. Western mountain range (Cordillera Occidental)
 

The Andes Mountains run the length of South America along

the Pacific coast. The Andes reach their widest point in Bolivia, and
 
it is within Bolivia that the chain divides into two major ranges. The
 
origins and composition of these ranges are quite different, however.
 

* 	 For orientation purposes refer to the Political Map of Bolivia,
 
Figure 4.1, Chapter IV.
 



Figure 1.1 - Physiographic Regions 
of Bolivia 

Source: Mufloz Reyes, Jorge, Geor
ffa de Bolivia, Academia 
Pacional de Ciencias,La Paz, in Print. 
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Figure 1.2 - Climate Zones of
/ Bolivia 

Source: Muicez Reyes, Jorge, 
*eograf~a dte Bolivia. 
Academia Jecional de 
Ciencias, La Paz) in 
print.
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Table 1.1 - Geogaphic and Cliate Dta for Selected Locations 

Location 

Geogrmphiv 

Region
a 

Altitude 

(seters)b 

Temperature (*F)Clinate_____ 

(Zone)a 
Ave. Max. Ave. Min. 
Annual Annual 

Precipitation (a.) ______ 

Aver.Max. Ave. Min. Ave.Total 
M4onthly Monthly Annual 

eltv 

HlmuAity 
Annual 
Percent 

iat 
ind 

(knots) 

La Paz 
Oruro 

Poto-f 
Cochabamba 

Sucre 
Tarija 

Villa Tunarl 

Trinidad 
Cobija 

Altiplano 
or Puns 

High 
Mountains 

Sub-puns 
or Valleys 

3ub-andean 
front 

Humid low 
plains 

3,632 
3,7o6 

4,000 
2,570 

2,850 
1,950 

290 

236 
260 

Ebwk 

Er 
ESwh 

Af 

A 

63 
65 

60 
76 

73 
79 

86b 

88 
76* 

39 
45 

36 
47 

47 
48 

67b 

67 
KA 

210 
!16 

1.91 
!96 

!86 
283 

11A 

530 
IA 

• 1 
;l400 

2 
C 1 

<l 
<1 

A 

2 
NA 

556 

514 
524 

578 
640 

1, 7 2 4b 

.1,77 
1,767 

57 
40 

I LA-1 
45 

48 
57 

86a 

72 
84 

SE-4 
N-5 

5W-2 

kZ-3 
s3-4 

A 

N1-7 
OW.3 

Santa Cruz 

Concepcl6n 

Dry lo 
plains 

Brazilian 

ahleld 

45 

490 

Av 

.Av 

84 

7 9 b 

66 

6 6 b 

396 

MA 

<1 

NA 

1,113 

l,OlSb 

68 

67 

NWiO 

IA' 

2A - Not Available 

* - Average annual tterature 

Sources: Unless otnervise noted,'Direcci6n Naclonal de Mweorblogfa a HiIrbogfa 

ahudoz Reyes, Jorge, Geograffa de Bolivia. Academia Nacional de Ciencias, 
See aceompaning maps for description. 

bAhlfled, Federlco Z., GeograffeaPsica de Bolivia, Editorial "Lon Amigo 
La Paz, 1973 

La Paz, in 

del Libro6, 

print. 
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The Western range forms Bolivia's boundary with Chile. 
Its length is approximately 400 miles and its average width about 20 
miles. The mountains originated with volcanic erruptions and, although 
new eruptions have not occurred in the recent past, several mountains 
continue to emit smoke and sparks. The range is classified as a polar 
zone, covered with snow and ice year around. It is characterized by 
abrupt peaks with intermittent mesas and severe erosion. Bolivia's 
highest mountain, Sajama, lies in the Western range with an altitude 
over 21,000 feet. 

The eastern (Bolivian) flank of this range is composed of
 
lave rock and volcanic ash. It ib classified as a tundra zone with
 
harsh climatic conditions. Temperatures range from -350C (-300 F.) at
 
night to +25-C (77°F.) during the day. It is very dry and has frequent
 
dust storms. As a result, very few people inhabit the region. The
 
region does contain considerable mineral resources and vast salt
 
deposits, both the result of past volcanic action.
 

b. Eastern mountain range (Cordillera Oriental)
 

The Eastern mcuntaiL range is actually composed of two
 
chains: the Cordillera Real, which runs NW-SE from northeast of Lake
 
Titicaca to central Cochabamba, and the Cordillera Central, which
 
begins in southeastern Cochabamba and extends south through the Depart
ment of Potosi into Argentina. These chains are about equal in length,
 
having a total length of approximately 625 miles.
 

Unlike the Western range, the Cordillera Oriental was
 
caused by tectonic uplift, with no volcanic actions. Thus it contains
 
'soils more conducive to agricultural production.
 

Generally lower than those of the Western range, this
 
range contains several mountains with altitudes over 20,000 feet in
 
the polar zone of the Cordillera Real. The Cordillera Central is
 
classified as tundra, losing its snow during most of the year. Potosi,
 
at 14,000 feet, lies in this chain and is Bolivia's highest major city.
 
Most of Bolivia's mining activities occur in the Eastern range.
 

The northeastern flank of the Cordillera Real drops
 
abruptly into the tropical plains of Cochabamba and northern La Paz
 
Departments. Included in the Cordillera Real and running its length,
 
roughly between altitudes of 3,000 and 8,000 feet, is the Yungas. 
This sub-region is characterized by deep, narrow v!lleys and a semi
tropical climate. Difficult terrain limits its potential for agricul
tural development, but the Yungas does pr,oduce significant hillside
 
crops such as coffee, bananas and coca.
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a. The Altiplano 

Lying between the two mountain ranges, and extending
 
over 400 miles from Lake Titicaca into Chile in the South, is Bolivia's
 
high and vast Altiplano. Its climate is classified as a steppe with
 
cold dry winters, with liaited rainfall and daytime temperatures around
 
400 to 60°F in the summer. It consists primarily of extensive natural
 
grazing lands and large salt flats.
 

Relatively flat, the Altiplano is divided into four
 
watersheds separated by three low mountain chains which run east and
 
west. These drainage systems are (1) Lake Titicaca in the north,
 
at an altitude of 12,366 feet, (2) Jesus de Machaca, in southern
 
a Paz and northern Oruro, (3) Lake Poopo in Oruro at 11,993 feet,
 
and (4) the Uyuni basin in northern Potosf at 11,895 feet. From here
 
the Altiplano again rises, entering Chile at over 12,000 feet. These
 
four interconnected drainage systems are self contained; that is, they
 
have no exit to the sea. The large amounts of water entering the
 
system from surrounding mountains are balanced by high rates of evapo
_ration. 

Approximately one-fifth of Bolivia's population lives on
 
the Altiplano, which comprises less than one-eighth of the nation's
 
land area. Over half of the Altiplano's inhabitants ore located in
 
its northern third, concentrated around Lake Titicaca. Very few in
habitants are found in the southern (Potosi) third,.which is dominated
 
by vast stretchs of tundra and the Salar de Uyuni. This salt flat,
 
with an area of over 3,500 square miles, is slightly larger than that
 
of Lake Titicaca (3,400 square miles). 

d. Sub-puna or Valley region
 

Extending eastward from the Cordillera Central is what is
 
known as the valley region of Bolivia. It contains most of Chuquisaca,
 
the western half of Trija and portions of soitthern Cochabamba and 
eastern Potosi. It is thought that, prior to the tectonic uplift that 
created the eastern mountain range, this region formed part of the
 
Altiplano system, and provided the major natural drainage for the Alti
plano. The climates of the two regions are somewhat similar, with the
 
valleys being warmer due to lower altitudes. Geographically the sub
puna is characterized by a series of low mountain chains with warm
 
fertile valleys, though not nearly as abrupt as the Yungas. Over 25 
percent of Bolivia's population lives in the valleys, which comprise
 
only ten percent of the country's land area. 

The region is sub-divided by the north-south continental
 
divide, which extends roughly from Sucre southeastward through Azurduy,
 



9
 

and contains four major drainage systems, In the north, waters from 
the Valle Alto (Cliza, Punata, etc..) drain westward through Cochabamba 
(at over 8,300 feet) and Quillacollo, cutting south and then east into 
the Rio Grande. The Mizque watershed, in southern Cochabamba, also 
drains eostward into the Rio Grande. These systems form part of the 
headwnters of the Amazon basin. South of the continental divide the 
mojor watershed drains into the Pilcomayo river, drawing on waters not 
only in Chuquiasca but also eastern and southern Potosi. A minor system 
is that of the Bermejo river in southwestern Tarija. These two rivers 
form, in part, the headwaters of the River Plate basin. 

The eastern plains of Bolivia is also divided into four
 

physiographic regions
 

e. Subandean front 

The subandean front-is a narrow belt of rolling tbropical
 
hills which separates the andean zone from the low plains of northern
 
and eastern Bo*livia. It ccnsists primarily of dense undergrowths and
 
in part heavy foresLq. The northern sector parallels the Cordillera 
Real, at altitudes between 1,000 and 3,000 feet, with an average width
 
of about 40 miles. The meridian sector, extending south from a point
 
just northwest of the city of Ssnta Cruz, has an average width of about
 

55 miles and diminishing rainfall from north to south.
 

The subandean iront is significant for its considerable
 
agricultural potential and low propensity for flooding. Bolivia's four 
major colonization areas (Alto Beni, Chapare, Santa Cruz and Bermejo) 
lie in or astride this region. It also contains navigable waters of 
the Bent', !Temore, Rio Grande and Pilcomayo river systems and the head
waters of the Parapetl river (near Camiri) which drain into the Izozog 
swamp in southern Santa Cruz., 

f. Humid low plains
 

The northern third of Bolivia consists of humid low plains,
 
with tropical forests (mainly along the rivers) and vast grasslands (or
 
pampas). Over its 500 miles from sotth to north, elevation drops an
 
average of only eight inches per mile, and extensive flooding occurs
 
during a third of the year. Rainfall averages over 70 inches annually
 
and temperatures range between 700 and 90°F with over 75 percent humid
ity in most places. Only five percent of Bolivia's population inhabit
 
the region, devoting most of their efforts to cattle, Brazil nuts and
 
survival. 
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g. Dry low plains 

To the south and east of the city of Santa Cruz lies the 
vast stretch of hot dry low plains, commonly called the "green hell",
 
of the Bolivian Chaco. It is characterized by extremely dense and harsh
 
undergrowth (monte bajo) and very sandy soils, scarred by gullies.

Along its edges (the two railroads and the Parapeti and Pilcomayq rivers)

the inhabitants engage in cattle raising and, near Santa Cruz, some
 
agriculture.
 

Temperatures often reach over 100OF and rainfall. is rare.
 
During the winter months periodic surazos, southern winds which originate

in the southern Argentine pampas and reach into the Beni, may drop
 
temperatures to the mid-thirties for several days or weeks. These var
iances restrict the growth of certain tropical plants which otherwise
 
would flourish in the region.
 

h. Brazilian Shield (Macizo Chijuitano)
 

Wedged between the humid and dry low plains in north
eastern Santa Cruz lies the Brazilian shield. This is a mass of higher,

hard ground extending east from the San Julian river and north of the
 
Santa Cruz-Corumba railroad to the Brazilian border. 
It is character
ized by low mountain chains which run NW-SE, the highest:of which reaches
 
almost 5,000 feet. Temperatures are slightly lower than surrounding
 
areas (650-80°F) but rainfall is substantial in the summer months (40

inches/year). Due to its relative elevation, drainage is good and its
 
compact soils offer many clear rivers. The central portion of the
 
shield is largely pampa and good grazing lands. To the north and west,
 
lower elevations give way to tropical forests. The eastern section is
 
covered mainly with swamps (headwaters of the Paraguay and Itenez rivers)

and the southern portion extends into the Chaco. The shield also forms
 
part of the north-south continental divide. This region holds consider
able potential for development, especially cattle grazing.
 

2. Natural Resources 

It ha been said that Bolivia is like a pauper sitting on a
 
throne of gold .(2 This derogatory statement does hold some truth.
 
Like many less-developed countries, Bolivia depends to a great extent
 
on external assistance to overcome the inertia of development. At the
 
same time, however, it possesses tremendous potential wealth in terms of
 
its vast untapped natural resources. These resources consist principally

of diverse mineral resources in the Andean region, petroleum and natural
 
gas in a wide belt paralleling the sub-andean front, immense hardwood
 
forests in the Amazon basin, and extensive pastures and ranges in the
 
lowlands as well as the Altiplano. With few exceptions, however,
 



considerable barriers must be overcome in order to fully exploit these
 
resources. The primary needs are for investment capital, communication
 
and transportation systems and an administrative structure capable of
 
effectively managing development activities.
 

a. Mineral Resources
 

Bolivia has enormous mineral resources, in terms of both
 
size of deposits and variety of ores. The sale of minerals, primarily
 
tin, has been the mainstay of the economy for almost a century. None
theless, the untapped reserves outweigh the minerals that have been 
extracted many times over and new discoveries are being macde periodical
ly.(3) Most of the minerals are contained in the eastern mountain range, 
and particularly the Cordillera Real. (See Figure 1.3). Primarily base
 
metals, these include the hemispheres largest reserves of tin and far
 
greater reserves of zinc. In addition, this belt contains lead, bismuth,
 
antimony, tungsten,(wolfram), wolfraraitc and, in the northern part, 
nickel, mercury and fluorite. Oruro has become the center of the
 
Bolivian mining industry.(4)
 

The Western mountain range contains considerably less
 
minerals, the most important being sulfur in the southern part. The
 
vast salt flats in the southern Altiplano are also potential sources
 
of borax. Copper is found in tne northern Altiplano as well as in the
 
tin belt. Bismuth, asbestos, magnesite and gypswii are found in the
 
valley region and vast deposits of iron and manornese are ,eginning to
 
be exploited in Santa Cruz near the Brazilian border. Uranium and 
molybdenum have been reported in La Paz Department and recent satellite 
surveillance has indicated uranium and other mineral deposits in Santa
 
Cruz., Bolivia has no known coal reserves and precious metals (silver
 
and gold) are believed to have been almost depleted. Some gold, however, 
is still being extracted in the Yungas region of La Paz.(5) 

Bolivia also has significant petroleum and natural gas
 
reserves, though their extent is still unknown. Most production pre
sently occurs in the Departments of Santa Cruz, Chuquisaca and Tarija,
 
along the sub-andoan front and in the Chaco. Intense exploration, how
ever, is no4 being undertaken in areas of the Beni, Altiplano, and Santa
 
Cruz.
 

6 )
 
b. Land Resources(


Bolivia's land area totals approximately 109.8 million 
hectares. Table 1.2 shows actual and potential land use based on in
formation for 1972. About 27 percent is in forests; 63 percent is
 
classified as natural pastures, ranges and watershed; and three percent
 
is in wasteland (cities, lakes, rivers, etc.). Approximately seven percent
 



Figure 1.3 - Distribution of Mineral 
Resources in Bolivia, 1973 

Source: ThomOs E., Aren "andbook for'

CobijBolivia, 
 U.S. Government Print

... ice, Washington, 1974,ing 
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Table 1.2 - land Use in Bolivia, 1972 

Number Share 

Land Use of of 
Hectares Total Land 

(thousand) (Perc.: nt) 

Total Ares of Bolivia 	 109,858 
 100 

Forests 	 29,526 27 

Pastures and ranges 69,391 63 

Tropical (43,073) (39) 

Range axid Watershed (26,318) (24) 

Waste Land a 	 3,094 3 

Prime land for crop productionb 7,847 7
 

Potential (not used) (4,271) (4)
 

Fallowc 	 (2,502) (2) 

In current used 	 (1,074) (1) 

aIncludes lakes, rivers, cities and wasteland (such as 
the Salar de Uyuni). 

bThis is land thought to have potential for crop production. There is an 
estimated 6.5 million additional hectares of more marginal land that could 
be brought into production that is currently classified as pastures, ranges, 
and forests. 

CLand currently in the fallow stage of the traditional rotation system. 

dEstimate from MACAG, Divisi6n de Comercializaci6n, unpublished data.
 

Source: 	 Thomas T. Cochrane, Poteneial Agrlcola del Uso de la Tierra
 
de Bolivia: Un Mapa de Sistemas de Tierra (La Paz: Editorial
 
Don Bosco, 1973).
 

As present in Agricultural Development in Bolivia, A Sector
 
Assessment, USAID, 1974, pg. 40.
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is tentatively classified as agricultural land suitable for-crop 
production. However, no detailed soifs studies have been made as a
 
basis for developing a judgment of this productivity potential.
 

Of the 7.8 million hectares classified as prime-agricul
tural lands, about 54 percent have never been cultivated. Many of
 
these virgin land areas, especially large tracts in the Oriente, have
 
never even been mapped. Another 32 percent of the crop land is in
 
fallow. Only 14 percent of the prime agricultural land is currently
 
being used for crop production, less than one percent of' the total
 
land area of the country. 

Bolivia has one of the largest reserves of hardwoods in 
the world. The forest areas are located mainly in the region north 
of Santa Cruz and in the northern Oriente. The northern reserves are 
tropical rain forests with high populations of rubber and Brazil nut 
trees, while the forests near Santa Cruz are sub-tropical, and contain 
a variety of hardwoods. Accurate estimates of the extent of these 
forest reserves do not presently exist. Wnile some timber resource 
exploitation has occured in Santa Cruz Department, lack of access to 
forests has limited the extent of development of the lumber industry. 

Almost two-thirds of Bolivia's land area is in natural
 
ranges and pastures. The natural ranges are located primarily in the 
higher valleys and Altiplano on the watersheds of the river systems 
originating in the Andean chain. Some range lands, however, are also 
found in the Chaco region of the Bolivian Oriente. The ranges and 
watersheds account for about one-fourth of the total land area in 
Bolivia. Natural pastures, accounting for almost 40 percent of total 
land area, are mainly tropical and sub-tropical grass lands located
 
for the most part in the Department of Beni and Santa Cruz.
 

c. Water resources 

Bqlivia conlains more than 560,000 Km2 (2,200 ml.) of 
major fresh water lakes(7) and more than 80 large rivers which are 
navigable for an estimated 12,000 miles(8). Like other natural re
sources, Bolivia's water resources represent considerable potential
 
but are very much underutilized. Commercial fishing, which has an
 
economic as well as nutritional potential, exists on a small scale.
 
These activities are centered in Lake Titicaca and several smaller
 
areas in the Beni, Santa Cruz and Thrija Departments, but serve 
primarily local markets. Sport fishing, which has economic potential 
related to tourism, exists on an even smaller scale. The major use
 
of waterways in Bolivia is for transportation. Lake Tizicaca provides
 
an important vehicle for commerce with Peru, and rivers ore the 
principal means of communication in the Amazon basin. Periodic 
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flooding and drought in the Orie'nte, however, make this means highly
 
inconsistent.
 

The numerous narrow and deep valleys in the mountains,
 
valley and Yungas regions of the cob.:try offer natural conditions for
 
multipurpose dams. At present, several small dams produce electric
 
power for the cities of La Paz, Cochabamba, Oruro and Potosi. Flood
 
control is a secondary by-product of these dams. Bolivia has projected
 
a large multipurpose dam on the Rio Grande south of Santa Cruz and
 
studies for two other sites, one on the Rio Beni south of Rurrenabaque
 
and the other on the Rio Pilcomayo in Chuquisaca. The National Com
munity Development Service has sponsored several irrigation projects,
 
primarily in the Cochabamba valley. The extent of these projects,
 
however, is very limited as comr .red to the extensive flood-control
 
and irrigation needs of the country. The major problem confronting
 
the utilization of dams, especially in the Andean foothills and valleys,
 
is the serious overgrazing of highland rangeland. This has caused
 
extensiv -rosion and thus large amounts of sediment in the river
 
systems.
 

These conditions not only fill up lowland riverbeds and
 
change the courses of rivers, but also present a threat to the effec
tive utilization of dams. I
 

3. Communications and transportation
 

One of the predominant factors inhibiting socio-economic
 
development in Bolivia is the lack of adequate communications and
 
transportation systems. The country's extreme variations in topogra
phy and climate noy only create needs for these systems, but also 
present considerable barriers to developing them. The cost of build
ing roads through the mountains or the jungles, for example, is 
extremely high. The cost of not having them, however, in terms of
 
untapped resources or the expansion cf local markets, is considerably
 
higher. The deficient means of communications and transportation has
 
contributed directly to Bolivia's prevaling regionalism and the gov
ernment's inability to provide adequate health, education and other 
services to the majority of the population. In sum, these conditions
 
have significant negative social as well as economic ramifications.
 

a. Communications
 

The major means of communications within Bolivia are by
radio and the postal service. All major cities and towns are inter
connected by a shortwave radio systems managed by the National Enter
prise for Telecommunications (ENTEL). A state-owned company, ENRTEL 
also operates the government telegraph system and is presently 



installing a national microwave system. 
Two private companies, SERVAL
 
and Radio Serrano, also provide intercity radio communications. Many

government and private agencies, including the Ministry of Health, have

their own radio installations which connect the central offices with
 
field stations.
 

Supplementing these systems 
are the large number of
amateur radio operators. 
Most major cities have locally controlled
 
telephone systems (cooperatives) which are connected to the radio net
works. Three private companies offer international telegraph services
 
and EHTEL provides international telephone connections with all Depart
ment capitals except Trinidad and Cobija.(9)
 

The only means of mass communications in Bolivia is by
public and private radio stations. 
As of 1973, there were 89 stations
 
in operation. 
Table 1.3 indicates the distribution, almost all of
which are located in the capital cities. The utilization of this means 
for educatJonal and public services purposes has proven t efec
 
since almost all campesino homes possess at least a pocket transistor
 
receiver. Several religious organizations have successfully cmployed

radio transmission for literacy and training programs.
 

Table 1.3 - Number of Radio Stations in Bolivia by Depar ments , 1973
 

Department Number Percent Population per Station*
 

La Paz 26 
 29.2 66,242
 
Santa Cruz 15 
 16.8 36,500

Beni 12 13.5 17,117

Cochobamba 
 11 12.4 78,418

Potos{ 8 
 9.0 106,925

Tarija 8 
 9.0 32,613

Oruro 6 6.7 59,833
Chuquisaca 3 
 3.4 161,200
 

Total 89 
 100.0 59,896
 

* Based on estimated population of the Department, 1973.
 

Source; Instituto Nacional de Estadistica, unpublished data, 1974.
 

As of 1973, five daily newspapers were published in La Paz,
five in Santp. cruz, two in Cochabamba and one in Oruro. While the major

papers (Presencia, El Diario and Los Tiempos) 
are distributed throughout
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the country total circulation was less than 150,000 reeders.(10)
 
La Paz, Oruro and Santo Cruz are the only cities with access, on a
 
limited sc].a-, to television at the present time. With the operation

of the new microwave system arid the installation of receivers in public 
places (e.g. plazas), television programming could inive a considerable 
educational potential in urban areas. Motion pictures are a popular 
form of entertainment in the cities and mining centers. 

The Bolivian postal service is a government agency w;ith

16 district offices and a total of 418 local post offices.(,,) 1iome
 
deliveries are available in major cities but post office boxes and
 
general delivery stations are the common methods of distribution.
 
In 1972, over 40 percent of all official mail was transported by sir.(l2)
 
The bulk of intercity mail is thus dependent upon the frequency of air
line (LAB) schedules for distribution. Mail delivery to and from
 
provincial post offices is theoretically possible, but very slow and
 
unreliable. All intercity bus lines as well as LAB provide private
 
mail service on a station-to-station basis. Another reliable and
 
frequently use inethoJ is by personal carr-i
 

b. Transportation
 

The-principle means of transportation in Bolivia are
 
roads in the Andean zone and air and river travel in the lowlands.
 
With few exceptions, all systems are subject to climatic conditions
 
which periodically limit utilization. Primarily this involves the
 
flooding of rivers and airstrips and washouts on roads and railroads
 
during the months of December through April. -The bulk of traffic, both
 
six and land, occurs among La Paz, Cochabamba and Santo Cruz. The
 
present government has placed high priority on road construction, espe
cially penetration routes in the Department of Santa Cruz and Beni and
 
road improvement projects in the south. Figure 1.4 illustrates the
 
actual and proposed transportation coverage.
 

In 1973, there were only 664 miles of paved roads, about
 
2,1100 miles of all-weather improved roads and between 9,00Q and 14,500
 
miles of secondary roads, passable only in dry weather.(1 3) The gov
ernment plans to begin construction op and/or improve more than 1,700
 
miles of all-weather roads by 1980.(l) At present, large areas of the
 
Oriente, with considerable untapped natural resources, lack road con
nections with the rest of the country. Truck transportation is an
 
important element in the country's marketing system, carrying on esti
mated 6o percent of domestic freight and, many times, passengers as
 
well. In 1971, over one-fou'th (14,000) rf the 53,000 regis ered motor
 
vehicles in Bolivia were heavy trucks, anC 2,000 were buses.15)
 
Numerous private bus companies and cooperatives provide daily service
 
.among all major cities.
 

http:buses.15
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Railroads are the primary means of moving goods in
 
foreign trade. Ninety-four percent of the total network is controlled
 
by the state-owned National Railway Company. (See Table 1.4). The
 
western system runs the length of the Altiplono with two side routes,
 
Oruro-Cochabambe-Aiquile nd Rio Mulatos-Potosi-Sucre. This systems
 
also connects Lolivia with ports in Chile and Peru and with Argentina.
 
The eastern system, with its hub in Santa Cruz, links the country with 
Brazil and Argcrtine, Railroads also carry a significant percentage
 
of domestic freight and passengers, but. these rates are declining.
 

Table 1,4 - Length of Railways in Bolivia, 1971 
(in kilometers)
 

Specifications In Use Suppressed In Construction
 

National Railway Company 3,323c 65 

Machacamarca - Uncia (COMIBOL) 105 --

Guaqui - La Paz a 96 

Santa Cruz - Rio Mamoreb .... . 30 

Total 3,524 65 3C0 

a Extension of Southern RaiL-oads of Peru 

b. Comisi6n Mixta Argentiino-Boliviana; as of 1973, approximately
 

100 Km. was in use.
 

c. Western network = 2,101 Km., Eastern network = 1,222 Km. 

Source: Instituto Nacional de Estadistica, Bolivia en Cifras, 1972,
 

La Paz, 1974, P. 79. 

Because of the landlocked position of the country and the 
absence of surface transportation to many outlying areas, air transpor
tation has been developed extensively. In addition to the quasi-govern
mental LAB (Lloyd Aereo Boliviano), there were seven unscheduled air
lines, thirty-one air taxi companies, and a commercial bran h~f the
 
armed forces (TAM) which provided domestic service in 1973.( 1o LAB
 
carries the bulk of the passenger load, and the other carriers handle
 
mainly domestic freight. Table 1.5 shcws the distribution of landings
 
in Bolivia for 1971. Over 40 percent of the air traffic takes place
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Table 1.5 - Number of Aircraft Landings in Bolivia by Locality, 1971 

Airfield .... .
i(eportment Landings 
 Percent Average per month
 

Trinidad (Beni 11,246 24.5 937 
La Paz (La Paz 8,962 19.6 747 
Cochabamba (CBBA) 7,864 17.2 655 
Santa Cruz (SCZ) 4,598 10.0 383 
Santa Ana (Beni) 2,549 5.6 212 
San Borja (Beni) 2,100 4.6 175 
Riberalta (Beni) 1,300 2.8 108 
Magdalena (Beni) 920 2.0 77 
Sucre (Chuquisaca) 780 1.7 65 
Camiri (SCZ) 704 1.5 59 
Guayaramerin (Beni) 701 1.5 58 
Others (16) 4,129 9.0 22* 

Total 45,853 100.0 3.821
 

* Per airfield j 
Source: Compiled from Bolivia en Cifras, 1972, op. cit. p. 77 

in the Beni Department alone. This demonstrates not only the indispen
sability of air transportation in the lowlands, but also the difficulty
 
of providing air services in the mountainous regions.
 

Finally, rivers provide a principle means of transportation

in the Departments of Beni, Pando and nortr.. .-n portions of Santa Cruz
 
and La Paz. It is estimated that there were more tha. 12,010 miles of
 
navigable waterways in the country in 1972,(17) but probably only one
third of these are open year around to sizable (freight) vessels. Con
siderable water transportation is also carried out on Lake Titicaca.
 
As a major link with Peru, the Lake provides passenger and. freight 
services, including the connection of the Peruvian and Bolivian railway
 
systems between Puno and Guaqui. 

4. Geography and health 

The geography of Bolivia, which would include its physical

and climatological features as well as the impact of these character
istics on patterns of hman life, has a significant influence on the 
status of health in the country. Primarily these relationships include 
i) the effect of the environment on specific disease patterns, 
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ii) geo-aphic barriers to effective program implementation, iii) the
 
exploitation of natural and human resources and the country's ability
 
to support health interventions, and iv) geopolitical determinants in
 
the health sector. This latter point will be discussed in Chapter IV.
 

As will be noted in Chapter II, communicable diseases are 
among the leading causes of death and sickness in Bolivia. Many of 
these discascz nave specific regional limit-tions. The prirmary deter
minants of tiese linitoticns are the ecological corditions specific to 
a given region and the climatic variations which deter.^ine or permit 
differences in human behavior, particularly dress and housing. 

Malaria and yellow fever are transmitted by mosquitos. Due 
to different species, malaria is prevalent throughout the tropical and 
sub-tropical areas, whereas yellow fever is found primar ily,in jungle 
areas. Bolivian hemorrnagic fever is transmitted by a field mouse 
whose natural habitat at present is limited to areas of the Beni and 
Santa Cruz. One of the major factors in the transmission of respiratory
 
infections (tuberculosis, influenza, measles, whooping cough, chicken 
pox, polio, diphtheria, etc. ) is crowded housing, which is not partic
ularly limited to any given geographical area. Hookworm is endemic in 
the lowlands and sustained primarily by not wearing shoes (mainly in 
children). 1J phus and pin worms, on the other hand, are found only in 
the Altiplano. The transmission of these diseases is closely related
 
to infrequency in bathing and changing clothing.
 

Man plays different roles in the complex chains of transmis
sion of infectious diseases. Sometimes he is the principal reservoir, 
as in respiratory diseases; at other times, however, human beings are 
merely innocent bystanders, as with yellow fever, plague and hemor
rhagic fever. Settlement patterns, therefore, significantly influence 
disease patterns, and vice versa. Settlement patterns in turn are 
influenced by geographic conditions both directly, in terms of personal 
preferences, and indirectly, in terms of economic (agricultural and 
industrial) potential and means of communication.. Population distri
bution, together with regional disease patterns, also affects health 
status by creating varying demands on health services. (See Section
 
C. below). 

The geographic characteristics of Bolivia present consider
able barriers to the implementation of health service programs. The 
design and execution of health programs must be adapted considerably 
to take into account regional ecological and social differences. This 
strains the financial, technical and--especially, perhaps-- administra
tive capabilities of the health agencies. Supervision and supply 
systems, in addition to having budgetary constraints, are severely ham
pered by the inadequate transportation and communications systems. 
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These conditions - added requirements and deficiencies--are directly
 
trnslated into increased costs in terms of program efficiency and ef
fectiveness.
 

Bolivia's ability to pay for its necessary health services
 
is very limited. Undoubtedly, part of this is due to political/admi
nistrative fectors, e.g., the percent of resources alloc..ted to health 
and the utilization of available resources. A substantial increment
 
in resources available for health activities, however, depc:,.d s on 
economic develop=,nt. This would facilitate increased piyments from 
government as well as private (individual) sources. Again., one of tae 
major barriers to the exploitation of natural resources is the lack of 
adequate transportation and communication systems, exceedingly costly 
and difficult problems given Bolivia's geographic conditions. These 
same factors, however, lirit the development of the other key ingredient
 
- human resources - which need sources of income, education and, to 
complete the vicious cycle, health.
 

The opening up of new areas will without a doubt create more
 
new problems in health. Yellow fever and malaria, which were at one 

time close to being controlled, present increasing problems in the new
 
areas of colonization, petroleum exploration and the e:xtraction of 
timber. In addition, it is not knorm what effect increased human pop
ulations will have on the ecological balance in previously uninhabited 
areas. Heorrilagic fever -as unknown in Bolivia until 1964. It is 
highly probable that new diseases, as yell as an increase in existing
 
problems, will accompany these penetration activities.
 

C. Demographic characteristics
 

1. Population distribution 

The population of Bolivia .s currently estimated at slightly
less than five and one half millic4. All demographic informwation, 
however, has been derived by statistical inference based on the national 
census of 1950. Gross figures as well as computed rates are, therefore, 
not considered very reliable but these are the best data available. 

a. Age and sex distribution
 

The composition of the population by age and sex is 
characteristic of developing countries. (See Table l.6 and Figure 1.5). 
More than fifty percent is under the age of twenty and less than six 
percent is over the age of sixty. The ,iale:female ratio is 1.04 for 
the age group under twenty and .82 for those over fifty. This suggests 
that male infants are given prilority over females 3nd that riales die 
earlier than femiles, possibly due to occupational conditions. Bolivia's 



Table 1.6 - Ertimat-d Population cf Bollvia by Agm and Sex, 1974. 

Total Poplution Males
, 

Femalen 

Age Groups umber rercent Number Percent Number Percent 

Males Total Females Total 

Total 5,4To, io 100.0 ',7,E, O0 100.0 50.1 2,732,100 100.0 49.9 

0 - 4 

5 - 9 

10 14 

15 - 19 
42 - 24 

889,44o 

743,390 

C41,090 

557,950 
487,93o 

16.2 

13.6 

11.7 

10.2 
8.9 

452,86' 

378,120 

325,820 

83,60 
247,790 

16.5 

13.8 

11.9 

10.4 
9.0 

8.3 

6.9 

6.o 

5.2 
4.5 

436,580 

365,270 

315,270 

74,190 
240,14o 

16.5 

13.4 

.1.5 

10.0 
8.8 

7.9 

6.7 

5.7 

5.0 
4.4 

25 - 2 9 

30 - 34 

35 - 39 

40 - 44 

45 - 49 

50 - 54 

55 - 59 

60 - 64 

65 + 

,1.,8^ 

355, 56-

293,200 

45,060 

208,410 

175,o4o0 

144,410 

113,230 

190,910 

7.8 

6.5 

5.4 

4.5 

3.8 

3.2 

2.6 

2.1 

3.5 

P16,5iO 

10,93U 

148,4OO 

121,840 

100,480 

82,140 

65,710 

50,930 

82,69o 

7.9 

6.6 

5.4 

4.5 

3.7 

3.0 

2.4 

1.9 

3.0 

4.0 

3.3 

2.7 

2.2 

1.8 

1.5 

1.2 

1.0 

1.5 

207,900 

174,580 

144,800 

123,220 

107,930 

92,900 

78,700 

62,300 

108,220 

7.6 

6.4 

5.3 

4.5 

3.9 

3.4 

2.9 

2.3 

4.0 

3.8 

3.2 

2.7 

2.3 

2.0 

1.7 

1.4 

1.1 

2.0 

Source: Consejo lia-ional de Econoi:{s y Planificaci 
6 
n (COIIEPLAN), 1974 

Figure 1.5 - Estimated Population Pyramid for Bolivia, 1974 

Age 
Groups 

65 

60-64 

1.5 

1.0 

2.6 

1.1 

55-59 1.2 1.4 

5-;4Males 

.45-49 (50.1%) 

15 

182.0 

17Females 
(49.9%) 

40-44 222.3 

35-39 

30-34 

2.7 

3.3 

2.7 

3.2 

25-,-94.38 

20o-24 4.5 . 

15-19 5.250 

-.4 6.0o.5! 

5-9 6.9 .7 

o-4 .3 7.9 

Percen~t or Total Population 

Source: Cnsnrcin Nicionbl de Economia y Planiflcoci~n (CONEPIANl) 1974 
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dependency rstio* for was wnich about for1970 83.9, is average Latin 
America (85.7), but higher than Argentina (57.7) and lower than Paraguay
(98.8).( 7( The ratio for Bolivia in 1974 is 82.0. Roughly, this indi
cates that the working population supports over 80 percent its number
 
in addition to itself. The existence of non-workers in the age group
 
15-64, of course, makes this percentage in reality, quite a bit higher.
 

b. Urban-rura9l distribution
 

Estimates of the urban-rural mix of the population depend 
on the definition of an urban area. By counting all Department capi
tals as urban centers, 77.5 percent of the country's inhabitants live
 
in rural ares. (See Table 1.7 and Figure 1.6). The United Nations'
 
definition of urban includes all localities with 2,000 or more inhabit
ants. With this definition, 66.2 percent of Bolivia's population would
be classified as rural. The Iie lth Sector Assessment feels that a more 
realistic definition would include only the six major cities urbanas 
centers. + All other area s satisfy one or both of the following require
ments which, in practical terms characterizes a rural environment in
 
Bolivia: i) at least one half' of the population is engaged in agri
culture or related activities, or ii) at least half of the local
one 

economy stems from agriculture or related activities. 
 At the present
time, therefor,, the rural sector wouild include all localities with
 
fewer than 50,000 inhabitants (the largest rural community would be
 
Tarija with a population of about 30,000) and contain 78.5 percent of
 
Bolivia's tot-al population. (See Table 1.8 and Figure 1.7). This
 
breakdown is especially important in terms of the development of rural
 
health delivery systems. Since almost 
60 percent of the population is 
dispersed or living in communities of less than 200 inhabitants, there
 
are considerable difficulties in the delivery of health and other social
 
services.
 

c. Population density
 

Overall population density is about five persons per Km2
 .

However, because of Bolivia's vast forests, ranges and watersheds den
sity is about 38 persons per Km. for arable (and potentially arable)

land. 
Table 1t and Figure 1.6 also illustrate the distribution and 
density of Bolivia's population by departments. Almost one-third of 
the population lives in the Department of La Paz. This is determined 
by the high concentrations around Lake Titicaca and the southeastern 
provinces and Paz contain athe city of La which over half million 
inhabitants each. Other major concentrations include the volley regions 

* Population (0-14) + (65 and over) 100 
Population (15-64)

* Sucre, Potosi, Oruro, Santa Cruz, Cochabamba and L Paz. 



Table 1.7 - Ectimated Population Di.trlbution Laid D.nrity by r'.hpartment and Urbun/hural Clacsaricatinn, 197 

Total Urban' Itura 1 
Department b'.nslty Ity A4nr.ty 

Number Percenta (}M ) flumber Percentb (k.) Nueb(.r Pcrcent (k,) 

Total 5,330,70C 10.0 .85 1,198,Js93 ;L .5 8, 3 .P.5 4, , 1"0 77.5 .. 76 

LA PUz 1,722,3C'0 33.3 12.8r 605,200 35.1 11,866.67 1,117,lj 64.9 8.4s 

Cochabarba 862,63Y 16.2 15.51 169,930 19.7 4,720.28 69,67u 80.3 Ip.,6
 

PotodL 855,L.,3 i6.0 7.24 73,840 8.6 10,548.57 781,560 91.4 6.61
 

Santa Cruz 547,5-0 10.3 
 1.48 135,010 24.7 6,1i6.b2 432,b9"r 75.3 1.11 

ChuquJcb '.83, (,u 9.1 9.39 5L,O-'0 11. 6,7 Y:'.- 4 9,5A:, O.& 83j.3450 

Orurc 59,3 (.j 6.0.7 106,59, 29.7 10, 6 .9.O , 70.1 4.71 

Tarija 260,9:3 6.93 11.5 T1- f30,9504.9 29,950 50 8M.5 6.1V,
 

Beni 205,4-
o 

3.9 C.9 20,940 10.2 5,235.00 184,460 89.8 ).VS
 

Pando 34,030 0.6 0.53 3,010 8.9 1,505-.00 30,993 91.1 o.49
 

* Dcparte.nt Cdpit.is oily Source: Instituto Ilacional de Eztsdstica, CO:3TLAw;, 1971, 
a Percent c' c,,.aitry tova 
b Percent of L-2partent total 

Figure 1.6 Lrtlmated PopFlation Diztributicr. by Dopartment and UrLan/Rural Cluscilication, 1973
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Table 1.8 - Population Distribution by Size of Locality, 1973
 

Size of Locality 
Number of 
Localities 

Estimated 
Population 

Percent of 
total popula

, _ _tion 

100,000 or more 4a 1,016,700 19.1 

50,000 - 100,000 2b 127,800 2.4 

20,000 - 49,999 4 c 105,000 2.0 

10000 - 19,999 8d 96,000 1.8 

2,000 - 9,999 91 455,000 8.5 

200 - 1,999 469 352,000 6.6 

Dispersed population - 3,178,200 59.6 

Total 578 5,330,700 100.0 

Source: Instituto Nacional de Estadfstica, U(Yhblished paper, 1973
 

a La Paz, Cochabamba, Santa Cruz and Oruro 
b Potosf and Sucre 
c Tarija, Trinidad, Camiri and Montero 
d Quillacollo, Tupiza, Huanuni, Llallagua, Riberalta, 

Uyuni, Villaz6n and Viacha
 

Figure 21. 7 - Population Distribution by Size of Locali
ty, 1973 

.. 100,000 or more 
." !li'h 50,000 - 99,999 

/: 20,000 - 49,999
 

iNI\ T-. 2,000 - 9,999
 

200 - 1,999 

"7 Dispersed
 

8So- . . 
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uf Cohubutanba, Chuquisaca ard northern Potos. (See Figure 1.8). The
 
potential agricultural area of tne lowlands, with the exception of
 
northern Santa Cruz, are extremely underpopulated.
 

2. Migration patterns
 

Bolivia's significant migratory patterns are illustrated in
 
Figure 1.9. Both external and internal patterns are complex. E&onomic
 
considerations are the primary incentives for migration, but socio
cultural and political reasons are also important determinants. These
 
patterns have direct consequences regarding the determination of health
 
problems and the delivery of health services.
 

a. Internation2ql migration
 

As of 1967, approximately sevelpercent of Bolivia's
 
population had emigrated to other countries. (1) The two major groups
 
involved are i) professional and technical people who go predominately
 
to the United .States and Brazil, respectively; and ii) agricultural
 
and blue collar workers who go primarily to Argentina.
 

The majority of these persons ostensibly travel for p
 
limited purpose, but most remain indefinitely. Table 1.9 shows the
 
distribution of Bolivian residents in other countries for 1967.
 

Table 1.9 - Bolivian Residents in Other Countries, 1967
 

Country Population Percent
 

Argentina 212,833 70.0 
Chile 53,992 17.8 
Peru 12,303 4.o 
Brazil 11,820 3.9 
U.S.A. 	 6,220 2.0
 
Europe 3,918 1.3
 
Rest of Latin America 2,933 1.0
 

Total 	 304,019 100.0
 

Percent of Total
 
6.9
Population 


Source. 	 Llano S., Luis, Aspectos Demograficos de Bolivia, 
CENAFA, 1972, p. 39. 
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Figure 1.8 - Rural Population Density~r Province, L973 

Sources: Tns4iuJto Nacional de Esta
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It is estimated, that over two-thirds of Bolivia's physi
cians have left the country. (See Chapter VI.D.). The number of
 
campesinos who annually migrate from the Departments of Tarija, Potosi
 
and Chuquisaca for the harvest in northern Argentina ranges from 10,000
 
to 30,000, with approximately 65 percent remaining indefinitely in that
 
country.(1 9 ,20) One of the oldest migrant streams occurs between the
 
western Provinces of Oruro and the northern coast of Chile. 
 Consider
able migration for commercial purposes, including contraband, takes
 
place in this region as well us with Argentina, Peru and Drazil.
 

Without doubt, the major cause of international migration
 
is econcric. This includes the iuc" of sufficient jobs within Bolivia
 
for professionals as well as skilled workers, lcw remuneration, and the
 
axistence of a large sector of' the population which remains outside the
 
money economy. Socio-cultural and political factors, however, also are
 
important. For those that can afford them, superior educational and
 
cultural opportunities exist outside the country. The enhancement of
 
social status also plays a role.
 

Nomadic traditions, which are oblivious to national
 
boundaries, determine the migrations of the Moratos (Oruro-chile), forest
 
tribes (Chaco-Argentina, Paraguay and Brazil), and the Callawayas (travel
ing medicos of the Andean zone).
 

b. Internal migration
 

Patterns of internal migration are likewise complex. Both
 
the social and economic freedoms gained with the agrarian reform of 1952
 
and the development of roads have facilitated this process. The major
 
types of internal migration can be classified as i) commercial, ii)
 
seasonal, iii) urbanization (rural-urban), and iv) colonization
 
(rural-rural). Again, economics is the most important motivating fac
tor. In addition, however, Llano sites three reasons for the rural-.
 
urban phenomenon: the concentration of commercial and industrial ac
tivities, the concentration of investments and services, and gi-eater
 
educational and cultural opportunitieds.(21)
 

The major commercial migration occurs along the roads
 
which link Bolivia's principal cities. Activity takes place especially
 
between the cities of La Paz, Cochabamba and Santa Cruz with their
 
respective colonization areas. Similarly there is much air travel be
tween the Beni and La Paz and Cochabamba. The activities are continuous
 
in nature.
 

Seasonal migration takes three forms. The most important
 
in terms of numbers are the result of the harvests in Santa Cruz and
 
Tarija; these attract a large amount of unskilled labor from the valley
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regions between tne months of April an foctobcr. In 193 it was reported
 
that 36,000 seasonal workers migroted to Santa Cruz.(2) There are also
 
a significant number who hold and work parcels of land in the lowlands 
but reside pert of time in the highlands. Primarily these patterns are 

between the northern Altipl:no - YunGas/Alto Beni, Cochabamba volleys -
Chupare, and to a lesser degree Cochaboriba valleys - northern SrInta Cruz, 
The periodic migration of university and high school students comprises 
the third group. 

The growth of urban centers is an increasing phenomenon 
in Bolivia, though not nearly of the magnitude as seen in other parts 
of Latin America (e.g., Limo, Rio dc Janeiro, Bogota, etc.). Table 1.10 
shows that Santa Cruz i*s growing at nearly twice the national annual 
rate of 2.5 percent( 2 3 / and Cochabamba and La Paz are increasing over 
fifty percent fester. Sucre, on the other hand, registers slightly more 
than half the national rate, which is characteristic of rural areas.. 

Table 1.10 - Population Growth in the Department Capitals, 1972 

Annual Growth
 
City Rate (per 1000) 

Santa Cruz 48.58 
Cochabamba 36.19 
La Paz 36.09 

Trinidad 28.41 
Tarija 25.63 
Oruro 24.73 
Cobija 24.04 
Potos{ 22.66 

Sucre 15.23
 

Source: Llano S., Luis, Aspectos DeTrograficos
 
de Bolivia, CET&FA, 1972, p. 42. 

Probably the fastest growing locality in Bolivia is Monte
ro, north of Santa Cruz. The hub of the major colonization area, this
 

town of about 25,000 inhabitants has registered an average annual growth
 
rate of over 10 percent over the past ten years, primarily due to the 
return of dissatisfied colonists to the nearest "urban" area. 24) 

The most serious problems of urbanization are found in 
the rapid growth of marginal areas, particularly around La Paz, Santa 
Cruz and Cochabamba, to which the local governments have been able to 
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provide neither social and public services nor adequate sources of
 
employment - thus a paradox, in light of the reasons for migraton cited
 
by Llano above. A comparison of population figures for 1968 25 and
 
197 3(2L) shows that the percentage of the population living in cities
 
of 100,000 inhabitants or more and those living in communities of less
 
than 2,000 has increased (16.3 to 19.1 and 64.2 to 66.2 respectively);
 
the percentage living in towns of 2,000 to 10,000 and 10,000 to 100,000
 
inhabitants has decreised (9.9 to 8.5 and 9.6 to 6.2 iespectively) over 
the same five yeer period.
 

Colonization activities first began in Bolivia about
 
twenty years ago. They have taken three different forms: i) directed,

sponsored by the 1Jt-ional Institute of Colonization which, to a lim'ited 
degree has supplied basic services and infrastructure; ii) spontaneous,
 
settlers who have followe4 the directed activities to adjacent areas
 
but have not had access to se.-vices; and iii) private, composed of
 
foreign immigrants, minorities from Paraguay and Mexico, Japanese,
 
Okinawan and Spani h. Of the major projects, the oldest are 5he Alto 
Beni area in L Pa I-Department and the areas north of Santa Cruz. Later 
colonization has taken place in the Chapare (Cochabamba) and Berinejo
(Tarija) areas. The success of colonization efforts has been varied. 
Their dual objective has been to reduce population pressures on the
 
Altiplano and in the highland valleys and to develop the agricultural 
potential of the lowlands; these objectives have not been met substar
tially thus far. As of 1973, less than five percent of the population 
was said to be residing in areas of colonization. (See Table 1.11). 
The provision of adequate backup services and orientation to colonists 
has been minimal, especially when considered in terms of health protee 
tion, technical assistance, marketing facilities and £uCj~ organization. 
The changes and adaptations required of colonists are both tremendous 
and, for the most part, overlooked by sponsor . As a result, it is es
timated that from forty(27) to ninety percentk2b) of the settlers do 
not remain long in the colonies. The most successful projects are 
those carried out by foreign irimigrants in Santa Cruz. There has been 
little interchange, however, between these settlers and their Bolivian
 
neighbors. 

3. Family size and housing 

The macroanalysis of Bolivia's demographic characteristics 
presents no severe and generalized problems, such as a population
 
explosion, but offers rather localized problems as to distribution and
 
migrations. The microanalysis at the family level, however, reveals
 
considerable problems, especially regarding a high fertility-infant 
mortality syndrome, family size and housing. It should be remembered 
that approximatel.y tw¢o-thirds of the population lives in rural areas, 
without benefit of basic health and other services, and over half the 
population ekes out a lnarginal subsistance. 



Table 1.11 - Summary of Colonies and Families Settled in Colonization Zones Through June 1973 

Z o n e 
Nduaber 

of 
Colonies 

System 

Families 

l.aeotel,"' 

ffablt:*ntr 
Affected 

n 

Col-nsts 
Ee. Imted Population 

Department of La Paz 

Carenavi -Teoponte-Carrasco-Asunta 

Alto Beni:Area I Bolle Vista Pto. Linares 
Area 2 Sta. Ans P. Blancos-Pemolinos 
Area 3 .uspi-Sararla-Mayaya 
Area 4 Susni-Piquendo-Tieche 

Lissrtr.ent of tochabemba 

Ch pare 
Chim=r -Puerto Villarroel 

Depert".nt of Santa Cruz 
Yepacsn(-Puerto Grether-Buen Re'tlro 
Yepaanl- (Surrounding Areas) 
(!:orth) !.ntero-,Iineros-4 Ojitos Sar. Pedro 
CotoC-
Rcbore" 
Ccrdillere 
San Julian 

I-rrgrants 

?Menonita' s Colonies 
Okins'aa's Colonies (Japanese) 
Espresa Viacambra (Spain) 

Depsrtnent of Tarija 

aerneJo- sn Telo 

Uncantrolled Settlenents 

TOTALa 

-

271 

1 
1 
I 

5T 

69 
i 

2 
20 
32 
1 

34 
35 
I 

3 
4 
I 

5 

594 

1 

Spontaneous 

Directed 
Directed 
Directed 
Spontaneous 

Spontaneous 
Directed 

Directed 
Spcntineous 
Spontaneous 
Directed 
Spontaneous 
S7pontaneous 
Directed 

Private_ 
Private 
Private 

Spontaneous 

Spontaneous 

12,078 

550 
1,167 
3.30 

1,636 

6,462 
lc 

2,486 
2,136 
5,513 

4? 
1,189 
2,za9 

298 

323 
700 

395 

10OOO 

4,8 

---

in,780 Altiply:, 

5,500 Altiplinc 
lh, ,04 Altpl-no 
.60Altirl~ne 

0.3o0 - Altiplano 

05,00 Vnlly 
21,i Vil1y12 

12L,Z00 AltIrlano & Valleys
64,o80 Altiplinc & Villeys 

165,390 Altipl-?nc & V-illeys
2,h0 AltiplIno 1, Vell--ys 

6?,450 Fllinr- & Vnll'ryg 
it.4450 Plinrs , 6'rl'vs 
I9' & Voll-yt 

44,838 Gnrainy-Rbrris-Holond 
81,872 Ckinawi-Jnrnn 
1..I0,000 Sprin 

4,74O Plains & Volleys 

10.0 Fromsalt tho country 

1,0.9 714 

. 

1-8, 312 

2,200 
4,672 
1.20 
6,544 

5,88 

9,944 
8,5L4 
-,05z 

M, 
5.555 
9,156 
l,lqL 

2,987 
4.658 

1,530 

o OOO 

'Scjrce: Instituto Necional de Colonizaci6n, 19T4 



a. Family size
 

In 1970 the national Secretariat of Planning reported
that the average family size in urban areas was 4.5 and in rural areas5.5.(29) Based on sample surveys in 1968, Llano found that the average
 
number of live births among females 45-49 years of age ranged from 4.1i1 to 5.3 for urban areas and from 4.08 to 6.88 for rural oreas.(30) This

would indicil'cs that half of all the children born die relatively young
(See Chapter II). These conditions do not result in extremely large
families (on the average) nor in alarming growth rates; ho,;ever, they
do place considerable strain on the family, economically, physically

and psychologically. This relationship between high fertility and high

infant mortality is direct and self-perpetuating, given (a) the economic
 
aspirations of the family, (b) the lack of a healthful environment and

(c) inadequate health services. Parents appear to want a certain number

of children, usually 3 or 4, 
as workers who will contribute to the fam
ily income and will assure them security in their old age. Infant and

preschool mortality, however, take half the children before they reach

the age of five. High fertility rates compensate for these losses, but
 
do so only at great cost.
 

A series of studies done by Llano in 1968 revealed that
birth rates were higher in rural areas than in urban settings and higher

in tropical areas than in the Andean zone. (See Table 1.12). Also,

there was an inverse relationship between birth rates and levels of

education of the mother. 
 (See Table 1.13). Finally, birth rates were
 
lower for Spanish-speaking families than for those speaking indigenous

languages. (See Table 1.14). It is considered that these are not direct
cause-and-effect relationships. 
Those factors which lead to high fer
tility also account for low educational level, especially prevalent in
 
rural areas and among the non-Spanish speaking populations. In sum,

they all are indicators of socio-economic status, in this case repre
senting a "syndrome of poverty." (See Section 4. below).
 

b. Housing
 

The housing situation in Bolivia is critical, in terms of
both quantity and quality. The National Secretariat of Planning reported 
a deficit of 800,000 housing units in 1970, with three-quarters of this
 
need in rural areas. (See Table 1.15). The majority of houses are of
 
substandard quality. Typical dwellings in the rural areas consist of

unplastered adobe walls, thatched roofs (grass on the Altiplano and

palm in the tropics), dirt floors and no electricity, water or sewerage

connections. These conditions provide natural habitats for insects and

other disease vectors. Because of the cold, windows are not common in
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Table 1.1; -	 Number Live Births per Females, 45-49 yrs., 1968x-

Department Urban Rural
 

La Paz 4.41 5.45
 

Cochabar ba 4.96 4.98
 

Santa Cruz 5.30 	 6,88
 

Table 1.!3 -	Average Number of Live Births of Married Interviewees
 
by Level of Education, 1968* 

La Paz Cochabamba Santa Cruz
 

Level of Education Urban Rural Urban Rural Urban Rural
 

Total 3.61 4.17
4 45 3.95 3.70 4.06
 

None 4.72 4.91 6.35 4.60 6.00 5.23
 

Primary 3.51 3.71 4,39 3.26 3.90 3.77
 

Secondary 2.64 
 2-77 3.17 4.0 3.00 5.00 

University 2.67 - 2.?0 - 3.75 -

Other 2.80 2.73 2.50 4.67 2.20 2.70
 

Table 1. 14-	 Average Number of Live Births of Married Interviewees 
by Principal Language Spoken on the Family, 1968" 

Language La Paz Cochabamba Santa Cruz 
Urban Rural Urban Rural Urban Rural 

Total 3.61 4.45 3.95 4.17 3.70 4.o6 

Spanish 3.48 4.28 3.76 3.50 3.72 4.04
 

Aymara 4.20 4.56 3.00 - - 6 oo 

Quechua - 4.63 5.36 4.25 4.00 4.50 

Other 
 2.00 4.00 5.50 - 1.00 

*Source: Luio Llano Saavedra, "Aspectos Domogrificos de Bolivia",
 

CEnAFA, 1972, PP. 31-33. 
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the highlands. Tropical dwellings are more open, but, due to prohibi
tive costs, screening is very rare. 
In larger towns and the mrginal
 
areas of major cities, the situation changes very little. In Montero
 
(25,000), fo 
 e.ample, 	over half the dwellings were characteristic of
 
rural areas.(3l) 

The majority of dwellings consist of one or two rooms,
not uncommonly shared with domesticated animals. Crowding therefore is
 
a significant and inevitable result. 
(See Table 1.15).
 

Table 1.15 - Housing Factors, Bolivia 1970.*
 

Zone Persons Persons Family Housing
 
per House 
 per Room Size Deficit
 

Urban 
 4.02 1.5 4.5 200,000
 
Rural 5.6 2.2 
 5.5 	 6ooooo 

* Secretarfa Nacional de Planificacion 

Source: 	 Situaci6n de Salud en Bolivia,, Ministry of
 
Health, 1970, Table 10.
 

Privacy is at a minimum, as are adequate facilities for

cooking and recreation. Crowding is also the major factor in.the trans
mission of respiratory disease, e.g., tuberculosis. Furthermore, the
 
reported figures do not take into consideration the social consequences

of the extended family (relatives and compadrazgo) the duelling fre-. 
quently houses more than just the immediate family, sometimes for ex
tended periods of time. 

4. Educational and economic patterns
 

Health status is closely related to economic status, which in
turn depends in part on levels of education. Not only does economic
 
capacity (individually Lnd conjunctively) determine the potential for
 
investments in health services, but human productivity depends in part
 
on the health and educational status of the workers.
 

a. Educational status
 

It is e-tixtated that over 6O percent of Bolivia's popu
lation is illiterate.(32T As of lTO, over 1.6 million people over 15 
years of age cannot read or 3rite. o3 In spite of the fact that be
tween one-fifth and one-third of the national budget goes for educational 
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1
purposes,(3 ) a rmall percentage.of the target population actually
 
benefits. T3bl. 1.16 indicates that less than half of the school age
 
children are registered in schlool. Mony of those are register but never
 
attend. The Education £ectcr Assessment, for example, estimates thot 
only 37 perccit of the chi .dre, entering first grde finish their primary 
educotion ond only 18 percent finish high school.(35) Tne reasons for 
this 3re partly economi. (the need to work and the relatively high cost 
of attending school) and partly the failure of the educationol system 
in meeting the practical needs of the population. The situation is much
 
more severe in rucal areas than in the cities.
 

Table 1.16 - Educational Factors - Total Population and hegistered in 
Educational Center by Age Group, 1968 

Age Group Population Registered Percent Not 
Registered Registered 

5 " 14 12200,500 612,629 51.0 587,871 
15 - 19 494,300 122,600 24.8 371,700 
20 - 29 (61,600 23,736 3.1 737,864 

Source: Ministerio de Prevision Social y Salud Piblica, "Situaci6n de
 
la Salud en Bolivia", La Paz, 1970, Table t13. 

Rural education in Bolivia is in much the same situation
 
as rural health services. In spite of the large numbers of teachers
 
and schools, approximately 14,000 and 7,000 respectively in 1971,(36)
 
the system is not prepared to carry out -their required functions. The
 
major problems include insufficient resources, the lack of teaching
 
materials, deficient school facilities, inadequate teacher training,
 
overcentralized and inefficient administration, confused objectives, 
excessive traditionalism, and inability to overcome language and cul
tural barriers.(37) Chapter VII analyzes in more depth the role of 
educational programs in health development. 

b. Economic status
 

The distribution of economic activity and income in Boli
via is extremely inequitable. Table 1.17, 1.18, 1.19 and 1.20 illustrate 
these aspects. In 1967, only 39.7 percent of the population (1.81 mil
lion) were employed. This implied a support ratio of 2.52 people for 
every worker .(38) In that year, agricultural production accounted for 
less than one-fourth of the gross domestic product (GDP), but provided 
livelihood to two-thirds of the population. The annual income for 
agricultural workers was US$84. The annual income per worker for all 
other sectors of activity was over the national average of US$224. 
Industry, which employed 13.5 percenz of the labor force with an average 
annual income of uS$629, provided 40 percent of the GDP. 

http:percentage.of
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Table 1.20 - Estimated Income Distribution in Bolivia and
 
Latin America
 

Population Percentage Shares of income
 
Arca (millions) Poorest 20% Middle 60% Top 20% 

Latin America 244.8 4.1 	 37.9 58.0
 
Bolivia 	 5.2 2.5 32.5 65.0
 

Source: 	IBRD, "Current Economic Prospects for Bolivia", August, 1972.
 

Public and private services accounted for 36 percent of the GDP and
 
provided jobs for 19.9 percent of the labor force a an average annual
 
income of US$415. Mining, petroleum and public utilities workers are
 
the highest paid, earning over US$1,000 per year but comprising only
 
3.3 percent of the labor force.
 

An analysis of income distribution in Bolivia provides
 
the essence of the "syndrome of poverty" mentioned previously. Almost
 
two-thirds of the wealth is concentrated in the top 20 percent. of the 
population, while 80 percent of the people share only 35 percent of the 
gross national income. Compounding this maldistribution, five percent 
of the labor force is unemployed, with the urban rate running a serious 
13.2 percent. (See Table 1.21). According to these data, between 

300,000 (support ratio = 2.52) and 6O,Ooo (average family size, urban = 

4.5, rural = 5.5) people were without sources of income in 1968. These
 
numbers account for between 6.7 and 13.4 percent of the population..
 

Table 1.21 - Unemployment in Bolivia by Area, 1968 .a 

Unemployment b
Population
Total
Zone 

Population 15-59 yrs. Persons Percent
 

Urban 1,216,904 641,000 84,61.2 13.2
 
Rural 3,463,496 1,824,400 38,658 2.1
 

Total 4,68o,4oo 2,465,400 123,270 5.0
 

a Secretaria Nacional de Planificacion.
 

b Plan Nacional de Desarrollo de los Recursos Humanos.
 

Source: 	 Situacion de Salud en Bolivia, Ministry of Health,
 
1970, Table 12.
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Between the status of this primarily urban sector and theagricultural family which earns US$7 per month, the difference is minimal, 
except for the higher cost of living in urban areas. Considering that
 
rural. families on the average are larger, these two groups together
 
account for over 80 percent of the population.
 

5. Demography and Health 

The demographic characteristics of the country have a direct
 
impact cn the health status as well as significant implications regard
ing health programming. The distribution of the population by age, sex
 
and geography affects the severity of various health problems and thus 
the demand for health services. M1igration patterns present considerable
 
obstacles in terms of program design and the allocation of resources.
 
The low educational levels and ineffectiveness of the education system

3re serious limitations for health promotion and activities.
awareness 
Economic status and the maldistribution of income directly affect the
 
country's capacity to allocate resources to the health sector.
 

a. Population growth
 

It is currently estimated that Bolivia's population is

increasing at a rate of 2.5 percent per year. This is not alarming in 
terms of numbers. It is conditioned, however, by a high mortality rate 
of 19 per 1,000*. (See Chapter II'.
 

Population growth projections are illustrated in Table

1.22 and Figure 1.10. The projection made by the Ministry of Planning
(A) assumes no major changes in birth and death rates and estimates 
populations of about 6.5 million by 1980 and 11.5 million in the year
2,000. The Centro Dtinoamericano de Deraograffa (CELADE) projection 
(B) is very similar but also itonsiderF a negative 1 per 1,000 rate due 
to external migration, arriving at 6.0 million for 1930 and 11.0 million
 
for the year 2,000. 

Based on the mortality and fertility estimates provided in Chapter II,
 
the current estimate for crude death rate is low and the annual
 
growth rate is high. Assuming that i) the crude birth rate of 
44/i,000 population is right, ii) the rural infant mortality rate 
is 200/1,000 live births, iii) the urban infant mortality rate is 
100/1,000 live birth, iv) the preschool (1-4) mortality rate is 
50/1,000 population, and v) infant and preschools deaths account 
for half of all deaths, then the crude death -ate for Bolivia would 
be 27/1.000 and not 19/1,OCO as reported. Ti annual growth rate 
would then be 44 (CBR) less 27 (CDR) less 1 (external migration) or 
16/1,00, 1.61 annually. If these assumptions are in fact true, then 
the present population of Bolivia -would be less than 4.5 million and 
would reach 5.3 million in 1985 and 6.7 million by 2,000. 



Table 1.22 - Compbrieon of Population Growth Projections 

A* Bo C A - Assumes slight decline In crude ,ortality rate; 
Year M)nIstr of CELADE Health Sector 

Nlannir.-, Assessment sligbt decline in crude birth rote; and no effect
 

1950 3,019,000 3,013,000 due to international migration.
 

1955 3,389,000 3,322,000 - - Assumes very slight decline in CJ.M;constant
 

1960 3,824,000 3,696,000 CBR (44/1000); und negative international
 

1965 4,334,000 4,136,0oo migration (-1/1000). This pattern coincides
 

1970 4,931,000 4,658,000 - with HSA assumption of 50% reduction of infant
 

1975 5,634,030 5,272,000 5,h53,00 and preschool mnrtality every ten years.
 

1950 6,456,0'0 6,oo6,000 6,140,000 .C - Assumes "B" plus a i5% reduction in CB. every
 

1985 7,42.4,ooo 6,907,00 6,812,030 10 yars.
 

1990 6,575,000 8,012,ooo 7,447,030
 
a Average of A and i eetlmnte 

8,023,0JO
9,374,00
1995 9,947,000 


2000 11,559,000 ll1,0,O'¢O 6,474,00) 

.Source: Luis LLanc Shuvedra, Aspectos Demogrificos de Bolivia, CEIZAFA, 1972 

Figure 1.10 - Comparison of Population Crowth Projections 
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The 	CELADE projection, however, closely coincides with
 
the 	Health Sector Assessment's projections which would assume a 50 per
cent 	reduction in infant and preschool mortality every ten years.

Assuming a 25 percent reduction in the crude birth rate (CBR) every ten
 
years together with the 50 percent reduction in infant and preschool

mortality, the Health Sector Assessment estimates populations of about
 
6 million in 1980 and 8.5 million in 2000. This decrease in CBR could
 
be accomplished througia the maternal ind child health component of an
 
integrated rural health delivery system. These activities would not
 
begin to take effect until 1985, with the population leveling off around
 
the 	year 2000.
 

Inevitably, the current projections have significant conse
quences, particularly regaiding the demand for health and education
 
services. 
Without drastic measures to reduce infant and preschool mor
tality, the age distriblution of the population would not be significantly
altered. Thus by 19811 there would be approximately 3 million children 
under the age of fifteen as compared to about 2.3 million at present.
If present patterns of :.bration hold, almost two million of these 
children would be dispersed in rural areas. 

b. 	Population problems: distribution, migration and coloni
zation I
 

Although Bolivia is not currently experiencing a popula
tion explosion, there are significant problems related to health in
 
terms of distribution, migration and colonization. In rural areas, the
 
numerical demand for health services is greatest in the Cochabamba val
leys and the region around Lake Titicaca. The population density in
 
these areas is more than 50 inhabitants per square kilometer, reaching
 
over 100 in the Provinces of Manco Kapac (Copacabana) in La Paz and
 
Quillacollo and Jordan (Cliza) in Cochabamba. Me problem of potential

physical accessibility to health services may be reduced in these areas;

nevertheless, their highly indigenous populations require 
special pro
gramming considerations. 
 The 	per capita demand on local resources
 
(particularly land) is also very intense, and reduces the potential for
 
individual contributions for health services.
 

A similar situation exists in the marginal areas of Boli
via's major cities. The most serious problems are in La Paz and to a 
lesser degree in Cochabamba. In spite of its rapid growth, Santa Cruz 
has been spared serious problems to date because of relatively good
urban planning, sufficient resources and the extension of -water and 
sewerage systems. The other major cities, however, have not been able
 
to provide their marginal areas with basic public services, including
 
water sewerage and rubbish disposal,
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Sources of employment are inadequate, so that in real terms, 
these are some of the poorest areas in the country. These conditions 
combine to account for some of' the lowest levels of health status, in
cluding -infant mnorto.lity and malnutrition, in the country. In all these 
areas, the provision of basic health services has not kept pace with the 
influx of'people. It is estimated that well over a half million people 
currently reside in these m:,rginal areas. 

At the other etrcme demographically cre the lowland and 
southern i.ltiplano Rrovinces w tn population densities of less than five 
inhabitants per square kilometer, These -Provincescomprise 77 percent 
of Bglivias total land area but contain only 16 percent of the popula
tion. (See FigriLe 1.8). ithin this enormous extension of land with 
its diverse ecological cLaracteristics, it is very difficult to design 
c:ost/effective health prograr.: to meet the specific needs of the rela
tively sitall por.ulation. The fact that 60 percent of' this population 
lives in disoersed rural areas (or comunities of less than 200 iniabit
ants), combined with the facts of geographic barriers, inadequate commu
nicatioris and poor transportation systems, it makes very difficult to 
provide adequate low.-cost health coverage to the majority of the sector. 

In addition to the urbanization phenomenon, migration in 
Bolivia affects health coverage in two wayls. First. a significant num
ber of health professionals have emigrated to the United States and 
other more developed countries for educational or economic reasons or 
ihave taken positions with such international agencies as the World Health 
Organization. This emigration signifies a considerable loss not only of 
professional resources but also of the financial resources spent by the 
Bolivian government to prepare the Bolivian health professionals whose 
work benefits other countries. 

A second problem ith migration refers to difficulties 
with trying to provide health services to these people, as well as to 
contain the diseases they may spread. Tuberculosis, for example, is
 
highly prevalent, but latent, on the Altiplano and in the highland val
leys. The latent disease becomes very active when highland workers and 
their families migrate to the tropics; it affects the migrants and,
 
furthermore, has caused high incidences of new cases among the indige
lous lowland population. Similarly, malaria control activities in Tari
ja are hampered by the large number of worker migrating to and from 
Argentina. In 1971, a severe outbreak of hemorrhagic fever in Cochabam
ba was caused by persons carrying the disease from the Beni. It is 
inherently difficult, and at present impossible, to effectively control 
and provide routine preventive and follow-up care to migrating groups. 
Vaccination and educational programs are cases in point. On the other
 
Land, the demand for curative medical attention increases tremendously 
in Santa Cruz during the harvest season, severely st.-.iining already lim
ited resources. Hence hospitalization and curative plus follow-up 



treatment for migrant people also are almost impossible. Nutrition
related and social adaptations are additional problems for migrating 
groups.
 

Colonization efforts face similar problems. The m9jor

difference is that colonists ore expected to remain in the new areas
 
indefinitely. Adaptation to a new environment, the development of new
 
social ,:_tterns, exposure to new diseases, 
 and the adoption of different 
eating ioLits prezent considerable hardships for new colonists. In spite
of these problems, systematic orientation programs ore almost non-exist
ent. Moreover, very few colonizations projects have been able to provide
adequate health and other social services to the population. Other major
deficiencies are found in medical screening, vaccin-utions, he].th and 
nutrition education, socio-anthropological planning, and technical nd 
materiul issistance. With few exceptions, colonists have been LefL to
 
fend for thlemselves, extremely susceptible to disease and with almost
 
no access to medical attention. It is no wonder that many become disil
lusioneCd and leave the colonies. Recent colonization programs directed
 
by the United Churcbes Committee in the Department of Santa Cruz hove
 
come a long way in rectifying some of these deficiencies though on a
 
limited scole.
 

c. Population problems: family health
 

Without a doubt, the most serious population problem in
 
Bolivia occurs at the fanily level. It is here that.the "syndrome of 
poverty" takes its greatest toll. The problematic interrelation-hip

between high infant mortality 3nd high fertility rates is compounded by
low educational levels and inadequate finaicial resources. 
High levels 
of infant and preschool mortality imply high incidences of sickness; 
these not only require direct e:-penditurcs but also consume the Lime and 
energy of hose of working age. Multiple pregnancies, in addition, are 
physically debilitating and take the mother out of the labor force. 
Unwanted children are not uncommon. To avoid them, many women revert
 
to abortion, which is usually accomplished under unsanitary conditions
 
with predictable adverse consequences. It is evident that any attempt
 
to lower inf'ant mortality rates should be accompanied by acceptable
 
family planning options and vice versa.
 

Two problems closely related to the health status of tte
family are the high level of illiteracy and the maldistribution of in
come. Illiteracy has a direct impact on the learning capacity of indi
viduals, regarding health education. Low school attendance rates and 
other deficiencies greatly limit the potential of the education system 
for forming appropriate health attitudes and habits in youngsters. Over 
the long run, these conditions directly affect the earning power of the 
family and the capacity to improve its standard of living. The current 
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of income is but evidence of this fact. The existence ofaldistribution 
limittd resources for the r.-jority of the population is reflected in 

poor housing and eating habits and in the inability to accumulate capital 

for investment purposes. The poor nutritiorn of the population is a prod

uct of deficicnt educational and economic resourecs and, conversely, im

proved nutrition is a prerequisite for accelerated development in social 

educatianal and conomic spheres. 

D. Sac i o-Cu!i/rE 1 Caracter- sTcs 

1. Ethnic groups and languages 

Bolivi& is a multi-culturel country, Various indigenous Incin, 
of the poulation. (40)groups constitute an estir, ted one-half to two-thirds 

Linusticaly and culturally: moreover, they lare very diverse grous. 
It .iz estimatzd., for examle, that fewer tqn 75,000 forest Indians arc 

dividea a:ong more than 30 lowland tribes, The other mjor et-nic 

origin of the Bolivian people are the white Spanish s. eakers, who coi-. 

•:"..se bet.een 10 and 15 percent of the population, ('42) The remainder of 

the population is mestizo. Due to increasing geographic mobility it is 

difficult to deTermine orecise ethnic boundaries, General areas of in

fluence, however, are illustrated in Figure 1.11. In many cases, in

creasing geographic and social mobility has caused a ,orsening of inter

ethnic relations, The concept of race has come to have more of' a socio

cultural and economic connotation than the purely biological one. in 

effect, it is no longer possible to describe Bolivia as having three 

distinct ge-cultural regions, ie., Altiplano, valleys and Oriente, es

pecially in terms of generalized sr-!ial planning, 

a. Indigenous Indion groups 

The largest Indian populations consist of the Ayiiara and 

the speakers of the Quechua language. The Aymara are the oldest groups, 
dating back to pjre-Inca times, Their present numbers range from 750r000 

to one(ilion. with about 90 percent residing in the Department of
 

La ?dz(43) mostly in the northern Altiplano region. Historically the 

Aymara communities were self-sufficientnon-cash-oriented societies in
 
Strong extended
which the basic social unit was the nuclear family. 


family and ritual kinship ties contributed to social cohesion, but there 

w.ms little intracoiamunity solidarity or mutual .id beyond this. In fact., 

although each community had a high degree of internal integration, few 

were truly communcl insofar as mutual aid was concerned. Socialization 

and religious practices, which,were a synthesis of Roman Catholic and 

ancient Indian beliefs, were closely tied to land cultivation. During 

the Spanish conquest, the Aymara were reduced to the lowest levels of a 

feudalistic organization. Thje outward character of the Aymarc is seen 

as the result of five centuries of exploitation by successive waves of 



1. Uru-Morato 7. Chama 13. Chimane 19. Itonama 
 25. Aycr
2.. Chipaya 8. Araoria 14. Mfobiaia 20. Jnrd 26. Yanaygua
3. loset~n 9. Chacobo 15. Ignaciano 21. Pauserna 27. Chiriguano

4. Nloseten 10. 
\Vore 16. Trinitario 22. Guarayo 28. .lataco
 
5. Leco 11. Cavina 17. Siriono' 23. Yuracare 29. Tapiete

6. Tacana 12. Heyesano 18. Laure 2.4. Chiquitano 30. Es-seeja 

Figure 1.11 - Ethno-Linguistic '.13, 
of Bolivia 
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Inca, Spanish and mestizo overlords. Their closed and hostile attitude
 
toward outsiderz 	ha,; .not been found within the communities themselves., 

The- social -iimpact of the Revolution of 1952-bas--to,-some 
extent replaced itstut ind xenophobia with more openness) self-esteem 
and stoicsa moility. The Ayrmira have become more nationally integrated 
throw-'.,eater political activity; partic±pation in the s.indicatos cam

*n )" eind the cettance of.ed-acation and the Spanish languuge. On 
the cth hand, the 3grarian reform hav done little to break treiditione. 
land, tenure put. Trns and to modify the sbtrtification systern within the 
comrunities. Indigenous commumities have become more stable and self 
sufficient because of land oimership. The social ordei has revmined 
reinfor-ced through internal cohesiveness and social criticism of inno
vation and deviancc. 

-

Quechus speakers are the direct descendents of the Inc . . 
Theycomiprise the largest indigenous language group in Bolivia. There 
are over one million speakers of Quechua in, the country; less than half 
of thcse speak. Spanish. They are composed of many ethnic groups with 
tremendous geographic, cultural and regional dialect dfferences. The 
Quechuar are found throughout the Altipluno and highland valleys of 
central ana southern Bolivia. Their communities ere ovehelmingly 

.	 rural end land is th'e most vital commodity. As withethe Aymara, the 
basic social unit 'is the nuclear family, which has been rcInforced 
through extended 	and ritualkinship tiesr, Gross mistreatment and ex
-
ploitation of t Indian populations did not occur in the valleys anl "
 

southern Bolivia 	to the extent that it did in-the northern Altiplano. 
The Quechuas of the Cochabamba valleys therefore achieved a degree of 
integrntion with 	the whites and mestizos. On the other hand, those of 
Chuquisaca and southern Bolivia.always were extremely isolated-,by geo
graphy, the lack 	of transportation and the settlement patternsofthe 
white landlords who remained in the cities; therefore, they became 
neither integra.sed nor closed and hostile.
 

The impact of the agrarian reform upon the, Quechua varies 
considerably between Cochabamba and southern Bolivia. For the most part, 
the southern regions had an experience based on the intact transfer of:
 
lands following the.hacienda land.tenure patterns, very similar to that 
among the Ayrara. In gen~ial, the Indians did not receive title to the 
land and preexisting ineqtualities continued. The agrarian re orm actual
ly underscored local introversion and self-reliance:"' Local sindicatos 
have proven very 	weak in Chuauisaca and Tari5a. In Cochabamba, however 
the oplioosite was 	true. Because of a relatively fluid social stuacture, 

, . a weak 	hacienda system and the,,formation of pre-reform sindicatos,> 

..Cochabamba precipita.ted the agrarian reform. The Cocha
bamba area, now characterized by internal flux., social change and a high 

4.,, 
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degree of politization, is the only area in which the hacienda tradition
 
has not been dominant in the maintenance of social patterns. The sindi
catos have been strong and viable, social homogenization between Quechua
 
and mestizo has bcen accelerated, and literacy and bilingualism is more 
widespread.
 

Several smaller ethnic groups of the highlands hove sur
vived to the present, but are rapidly becoming extinct. Those are the
 
Uru and Chipoyo in the Department of Oruro) both spea.ers of PuquinL,and the Cellohusyo, who reside in the Province of Sooved.ra (La Pz). 
The Uru ond the Chipsya historically have lived on the fringes of the 
Aymara population in the driest and least hospitable portion of the Al
tiplano. They practice some agriculture, but trading with the Aymara
and northern provinces of Chile has been their primary means of subsist
ence. The Uru were hunted by the pre-Inca Aymara for use in human sacri
fice.
 

The Callahuaya are famous as the travelling curanderos of 
the Andean region. Historically they are 3 sub-tribe of the Aymara but
 
consider themselves'to be ethnically distinct. They are supposed to 
have been the court physicians to the Incas and the Callahuaya language 
may have been the secret language of the royal Inca ramily. Some members 
of this group at present speak four languages: Callahuaya, Quechua, Ay
mara and Spanish. The Callahuaya continue to practice their aboriginal
folk medicine, and retain their customs, language and prestigious posi
tion despite the advent of modern medicine. Their known herbal remedies 
number in the thousands and are prepared from plants of both the high
lands and the Oriente. The wandering Callah ayas regularly travel the 
length of the Andes mountains and have been reported to have been as far. 
north as the United States and as far south as Buenos Aires. Their exact
 
numbers are unknown.
 

The indigenous peoples of ]Bolivia's eastern lowlands are

of extreme linguistic and cultural diversity. At present there are
 
probably fewer than 75,000 forest Indians grouped into more than 30
 
tribes. They speak distinct dialects which are classified into four 
identifiable linguistic groups - Panoan, Tacansn, Mojoan (or Arawakan), 
Guaranian - and one additional unrelated group. The lowland Indians 
never reached the high levels of technology or sociopolitical organiza
tion of their highland counterparts. Pnd at present they have very little 
contact with the twentieth century. 'me of the tribes are sedentary
farmers, e.g., the Chiriguano (15,000) of southern Santa Cruz and Tarija, 
but most are nomadic hunters and gatherers.
 

b. White and mestizo groups
 

The white, predominantly Spanish population has always
 

http:Sooved.ra
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held the position of an elite and privileged minority. During colonial 
times, they were the wealthy overlords. At present, it is they who 
have greatest access to education, lucrative jobs and positions of in
fluence. Although blancos claim descendancy from the original Spanish
settlers or later European immigrants, there are few who have no Indian 
ancestry, especially in the highlands. The blancos of eastern Bolivian 
are largely of European extraction who came via Paraguay and Argentina 
and did not intermarry significantly with the indigenous peoples. Blan
co status is defined by socio-economic and cultural boundaries rather 
than by strictly racial criteria. It implies not only wealth, but a 
European life style, culture and education, and Spanish as the mother
 
tongue.
 

Since 1952, the society has been in a state of flux which
 
has shaken the traditional basis of white supremacy. Some regions have
 
remained relatively isolated and traditional. Other areas have witnes
sed increasing fragmentation and confusion of racial stereotypes. Blan
co characteristics are still prestigious, but upper-class occupation,

wealth, life style, and education are no longer monopolized by whites.
 
Increasing racial tension in certain areas has often been the result of
 
the fluctuation of racial boundaries and in part the bitterness of for
mer patrones,
 

Mestizos,* comprising up to one-third of the population,(44 )
 
geographically constitute the most widely distributed and pervasive of
 
all ethnic groups. Economically and socially their position in Bolivian
 
society is equivocal. In part, the social ambiguity and lack of soli
darity within this group stems from the rigid two-class systems of pre
reform days. The Revolution of 1952 broke down some class barriers and


.opened doors to education and a higher standard of living; but it also
 
increased confusion and animosity between sectors. The mestizo is high
ly urban-oriented and comprises the bulk of the burgeoning middle class.
 
Traditionally, mestizos have filled middlemen positions and occupations

such as clerks, merchants, hacienda overseers, government officials,
 
teachers and transportistas. Spanish is the predominant language of
 
the mestizos, though many are fluent in one or more indian tongues. 
In
 
their position as cultural go-between, mestizos have managed to introduce
 
and incorporate many features of the indigenous cultures into the na
tional life. The use of Indian folk religion, magic and curing tech
niques is very prevalent in the highland cities, particularly in the 
marginal areas.
 

* Mixture of Indian and Spanish descent. 
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2. Several aspects of social organization
 

a. The role of women
 

Women have varying and diverse roles which are primarily

associated with socio-economic status. 
Some changes are beginning to

take place, especially among younger women; nevertheless, traditional
 
roles and expectations are still predominant and significantly effect
 
health practices. 
 Upper class women are expected to be the antithesis
 
of male machismo: genteel and ornamental, emphasizing the qualities of

passivity, modesty, sacrifice and maternal nature. 
Since the Revolution,
 
more upper class women are becoming educated as professionals and par
ticipate in the national life. In the Oriente, the mayors of Trinidad
 
and Riberalta are women. 
Lately, these women have demonstrated a gen
uine concern and dynamic vitality for innovative social action.
 

Among the middle class, women have maintained their identity more than men. It is they, however, who more often than not con
tiol the family purse strings. The cholas* are aggressive and self
assured businesswomen who possess formidable business acumen. 
They

often form unions and strongly exhort education for their children.
 
The role of campesino** women, on the other hand, is clearly subordinate
 
to that of men. Paradoxically, however, within the household the female
 
is generally predominant. Women share in the heaviest labor and often
 
manage the family finances. 
 They 3re charged with raising the children,

but daughters are rarely given the educational opportunities extended
 
to sons. The grandmother is often the predominant figure in the house
hold in terms of health care, 
and she usual resists the adoption of
 
more modern medical techniques. Some progress has recently been made
 
with the formation of mothers' clubs, used as a vehicle to promote

better health and educational facilities, for daughters as well as sons,

and general equal participation with men.
 

b. The effects of the agrarian reform
 

Socially, the liberation from forced servitude led to a

reorganization of social patterns. 
The campesino was virtually left to
 
fend for himself.' 
Together with the lack of effective government pro
grams to facilitate the transition, the effect was an increasing tend
ency toward self-dependency and individualism.
 

* Indians who have moved to the urban centers but retain, in varying 

degrees, their rural customs and dress - choi.b (m) 

** Indian peseant farmer. 
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The response has been varied: some campesinos dedicated
 
themselves to working their small plots of lend as best they could, with
 

different degrees of success; others sought renewed "security" through
 

employment as unskilled laborers with other land owners, many times
 

under conditions similar to those from which he had recently been "liber

ated"; still others who couldn't cope with the change sought an escape
 

from reality through such mechanisms as alcohol and vograncy; finally, 
a small group has taken advantage of the newly created political vacuum 

to become funcionarics of agrarian Cyndicates. In conclusion, however, 

one can say that "liberation" has merely neant in many cases a tronsfer 

from social servitude to an economic servitude. To date, the campesino
 

remains predominately illiterate and still outside the mainstream of 

national economic and social life. The one exception has been social 
mobility gained through service in the armed forces. 

c. The role of agrarian syndicates
 

The growth of agrarian syndicates has been a mixed bles

sing for the campesinoo On the one hand, the sindicatos have provided 

a certain solidarity among its members and a means of expression for 

social and economic problems. Many campesino leaders have been, at 

least in part, well-intentioned and relatively effective in securing 

some benefits for their constituents. At times, however, they have 

taken advantage of the campesinos' ignorance to obtain political and 

even personal gain. In other words, the intermediary (syndicate leader) 

has complicated the dynamic two-way process that was meant to exist be

tween this majority sector and the powers that be. 

Nevertheless, agrarian syndicates have succeeded in con
unstructing many schools, secondary roads, health posts (which remain 


equipped and without personnel) and some cases the formation of entirely
 

new rural villages, many times without outside assistance. These accom

plishments indicate not only attitudes towards felt priorities but also
 

signs of changes in traditional thinking and the potential of syndicates
 

for effective community organization on social issues. Perhaps one of
 

the most significant results of agrarian reform in Bolivia will be the
 

anticipated redistribution of opportunities, still unrealized in prac

tice, but a potential nevertheless.
 

3. Indigenous health practices 

In Bolivia, almost nobody is without access to some kind of
 

health services. While "modern" medicine reaches only about 40 percent
 

of the population, a wide range of traditional health practitioners and
 

remedies are available to the indigenous peoples. They range from house
hold and herbal remedies for minor aflictions to magical-religious treat

ments for diseases which are seen to stem from supernatural causes. On
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the whole, these remedies have withstood the test of time. However,

although many afflictions can be "expisined" in traditional terms, con
tinued high morbidity and mortality rates in indigenous areas put the
 
effectiveness of many traditional remedies in doubt. 
 Western medicine
 
indeed has much to offer. The real challenge is how to bridge the gap,

i.e., to introduce new "western" prsctices and yet to respect cultural
 
beliefs, hence not to upset related aspects of traditional life.
 

a. The Rural Andean region 

Among ethnic groups of the Andean region, health it seen
 as the normal balance in the relationships among the individual, his
 
neighbors, the environment and the spirits. Disease results when these
 
relationships become imbalanced. Treatment, therefore, must be specif
ically related to the affliction in question. The Aymara and Quechua
resort to a whole series of specialized practitioners, including curan
deros, parteros. (male and femole midwives) herbists, divinists, brujos.,

(witch doctors) and modern physicians, depending on the nature of the

illness. 
 Indigenous medicine in general is a mixture of magical-reli
gious beliefs, the result of acculturotion, that blend oncient folk practices with the medieval medicine brought by the Spanish conqucrers(b5)

An extensive knowledge of herb medicine and psychology are very important
 
atributes to its "success".
 

Within their cosmic view of health and disease, these

indigenous groups suscribe to theories of hot and cold. 
 These charac
teristics apply mainly to food, drink and herbs and have little to do
 
with temperature. Basically, too much of a certain item is unhealthy

and the remedy is to apply food or medication of the opposite character
istic to restore health.(4 6 ) Many diseases are explained in terms of

metaphysical relationships. Among the Aymara, for example, there exists

three categories of spirits or alies which complement the physical cons
titution of the individual.(47) The jacha ajeyu leaves the body only

upon death; the jiska ajeyu leaves the body as a result of accident,

disease, fright or witchcraft; and the gnimo or coraje is a [:2iritual

force which at times is identified with shadows and which leav-.-j the

body during sleep. Imbalances are restored through a variety of psycho
magical therapies. Malnutrition, for example, is often associated with
 
susto (fright) and is therefore difficult to treat with the ingestion

of food or the elimination of parasites alone. The challenges to modern
 
medicine are formidable.
 

b. Urban folk medicine
 

Urban folk medicine is a curious mixture of indigenous

practices and modern medicine. Its perpetuation is attributed to the

following reasons: 
 1) the high cost of modern treatments; ii) the
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perceived ineffectiveness of modern ctices; and iii) the presence
 

of diseases of supernatural causes. it is sustained by the urban
"J 


centered mestizo population and the rural-urban migratory process. 

Special markets exist in all highland cities, especially in Lai Paz, for 

these medical purposes. 

c. T.e eastern lowlands 

Little is knovm about the health practices of the forest 

Suffice to say tha:, as in the Andean Groups, health practicesIndians. 

exist and are intewoven v:ith all facets of tribal life. Specific in

formation has been 2b1ained regarding fertility, anticonception and
 

abortion practices( 9 ) in iaolted instances. More important, however,
 
are the practices of the-lowland campezinos. In general, these people
 

are much more open to modern medicine than their highland counterparts.
 

Partly this is due to the lack. of a strong ethnic culture. Lowland cam

pesinos (cambas) are prim-rily of Spanish ancestry and therefore rely
 

on western (European) traditions. Low economic status has forced the
 
The use of partecampesinos to rely on home remedies almost entirely. 


ros and sanizarios (local practitioners who employ modern drugs) is 

widespread. Herbal medicine is commonly used for minor ailments and 

even for fractures. Some curanderos also exist in areas colonized by 

highland immigrants. These groups have brought some of their ethnic 

practices with the:.a to the new settlements, but the'mere fact that they 

have left their traditional lands implies an openness to new ways of
 

life, including the acceptance of modern medicine vhere available.
 

E. Consumer and Provider Attitudes towards Health and Health Programs
 

1. Health development and behavioral change
 

The health status of a population is to a great degree deter

mined by individual attitudes toward "accepted" health practices. Other
 
podeterminants are the existence of public sanitary services (e.g., 


table water supply and sewerage systems) and the availability of personal
 

economic resources to pay for goods and services. Attitudes, however,
 

are the primary determinants of personal hygiene practices and the de

gree of utilization of preventive and curative services. Furthermore,
 

consumer attitudes determine not only current behavioral patterns, but
 

also the effectiveness of any new health programs.
 

In general, Bolivian health planners concentrate first on
 

the availability of health services. This is expressed in plans for 

more hospitals, health posts, vaccination campaigns, etc., which is
 

for the most part, the extent of the public sector programs. The 

problem of ineffective utilization of facilities when addressed, is 

blamed on the lack of education of the general population. The few 
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cxisting activities designed to "educate" the public, however, are lim
ited to the dissemination of knowledge; and little effort is made to
 
determine if this knowledge actually reaches and is assimilated by the
 
intended population groups; let alone if attitudes towards health are
 
changed and desired behavioral patterns are achieved.
 

It is doubtful that existing "education" activities are effec
tive. The cause and effect relationship between agent and disease, lot
alone contributing factors and the role of medical interventions (i.e.
 
treatments, vaccinations, etc.), as expressed in modern medical termi
nology are difficult concepts to comprehend, even for the literate.

Tile problem is compounded by the fact that over 60 percent of the popu
lation is illiterate,(50) and that traditional rate-learning-mecthods pro
bably are not adequate in changing health habits and practices, As im
portant is the fact that the Bolivian campesino, who makes up at least
 
two-thirds of the total population and is affected by serious health
 
problems, is very conservative and resistent to change. For the most
 
part he lives a marginal and precarious life. The majority being sub
sistence farmers who have established a delicate balance between sur
vival and extinction, based on traditional and tested ways. A lort
 
harvest or a bankrupt cooperative could very well mean the life of a
 
child. The campesino's habits and cultural traditions reflect, and
 
satisfy, his needs. 
 He will change only when a pragratic example shows
 
him that the desired change will almost certainly improve his or her
 
family's life  or at the least will not imperil it.
 

As will be shown in Chapter V, the major cause of low utiliza
tion of health services in Bolivia is a lack of confidence by the con
sumer coupled with the prevalence of financial, psychological, cultural
 
and physical barriers. 
Not the least of these barriers is the attitudes
 
of the providers of the services.
 

Health programs in Bolivia are.developed and implemented from

the top down. Little consideration J.:given to the expressed needs and
 
problems as viewed by the consumers. This practice results in profes
sional-oriented programs which may have little bearing on the real sit
uation and the community level. Community participation and support
 
are therefore stifled from the start.
 

The "education" of providers, towards the development of ap
propriate attitudes and behavioral patterns, is a vital and perhaps
 
more difficult task in attaining adequate service utiliza ion. 
 Given
 
that majority of common illnesses will pass by themselves(S!), a factor
 
which supports traditional practices, and deficiencies of current medi
cal practice in Bolivia, i.e., inadequate diagnosis and treatments, it
 
is small wonder that the campesino does not want to pay cash or lose
 
work time for questionable "benefits", which are often degrading in
 
the process.
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2. Selected attitudinal studies
 

Very few studies have been done in Bolivia to identify atti

tudes towards health. ;T at we do know has come primarily through the
 
in isolatedsubjective observations of health practices and behavior 

irst *nces. Scveral attempts, however, have been made to determine atti

tudes on a scientific hesis in local oreas. 

a. The relt-;Livc importance of health to consumers 

Between 1965 and 1970 the Montero Community Health Project 

undertook a series of three socio-deoFaphic studies in the community 
Cruz. 5 -) These surveys were conducted onof .ontero, Department of Ssnta 

beinga house-to-house basis with over 90 percent response obtained. 

One series of questions asked the he.ad of household to identify the
 

priority needs of his or her family and of the community as a whole.
 

In terms of family felt needs, education and health ranked 

fifth and sixth respectively in 1965, with approximately eight percent
 

and six percent of the interviewees responding that these were family
 

priorities. Over 50 percent of the respondents identified jobs as
 

their first concern. The community prioi' ties were paved streets and 

sewerage systems. Sources of work was t1-J!.d, with health again near 

the bottom of the list. In 1966, the results were very much the same. 

Health, however, surpassed education as a family need, obtaining 12 

percent of the vote while climbing to fouxth place. Jobs remained the
 

first priority with over 40 percent of the respondents.
 

Upon analysis it was apparent that current issues before
 

the community influenced perceptions of priority needs. Without a
 

doubt, concern for improving economic conditions was very prevalent.
 

With a population growth rate calculated at 15 to 18 percent per year,
 
Also at the time of
the availability of jobs was a pressing problem. 


sewthe surveys, local institutions were heavily promoting street and 


The response towards health needs was considered to be
 erage projects. 

a latent one. Significant utilization of subsequent health services
 

which were established over the following years, as well as effective
 

community participation in local health committies, was considered to
 

be more of an indicator of this felt need. The intensive community
 

effort in health program development was also thought to account for
 

the relative increase of the health priority in the 1966 survey.
 

b. Provider attitudes regarding health services 

As part of the health sector assessment a questionnaire
 
was designed by consultont Dr. Robert LeBow and Dr. Alberto Gumiel of 
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of the Humanitarian Assistance Division to obtain basic informosion
 
regarding private medical practice in Bolivio.(53) The questionaire was
 
sent to 313 physicians throughout the country, with a total of' 101 (30.9)

percent) responding. The responses did not contradict previous qualita
tive observations nor commonly held impressions. While almost two-thirds
 
of the respondents felt that their medical education did not meet the
 
needs of Bolivia, only 26 percent mention the lack of adequate practical
L 'oining as a nefotiva factor. Furthermore, only 19 percent meitioned 
public hcalth as an area needing improvement. Either public heclth was 
not recogrnized as a need or theyr saw no connection between it and the 
physician's role. SZaporting the latter is the fact that 71 percent of 
the respondents indicated their interest in training 5uxiliary personnel. 
In addition 89 percent considered themselves specialists, while only
15 percent of these listed public health as their field of specializa
tion. 

While only seven percent of the respondents supported

themselves entirely by private practice, 84 percent had at least some 
private clientel. This is probably due to economic reasons (low govern
ment salaries), but also the relatively low status of public health is 
thought to be a factor. On the other hand, r:ost of the physicians in
terviewed indicated a measure of social concern in that they treat non

.paying patients, claiming that an average of 50 percent of their clientel 
do not pay.
 

Finally, three-fourths of the respondents had spent more
 
than six months working at some time in rural areas. This was probably 
a result of the required afo de provincia, Wh"en asked what they thought
should be done to improve rural health service their responses included: 
a reorientation towards rural programs, including more health education 
(25.7 percent); better working conditions, including facilities and 
higher salaries (10.9 percent); and an extention of rural services, in
cluding more facilities and equipment (9.9 percent). 

3. Family planning 

Family planning in Bolivia is still a controversial issue.
 
On the one hand are the attitudes of Bolivian economic planners, which 
heavily favor an increased labor force, and an incress-ed population
 
density, and the position of the Catholic Church. Indeed, one of the 
principle reasons given by the then Government of Bolivia for the ex
pulsion of the Peace Corps in 1971 was its alleged involvement in family
planning activities. This action was strongly supported by labor unions. 
On the other hand, after a recent seminar on population and work spon
sored by CEMAFA (December 1973, Coroico), and in a different politicul 
climate, the leaders of twelve labor and campesino organizations strong
ly endorsed family planning, calling for more seminars for workers and 



•heir wives and the provision of family planning services to the working
 
class.
 

There ar- strong indications that fanily planning services
 
are desired by thr neral populat-ion. First, Luis Llano, Bolivia's
 
lead-ng dcmoCphe , has reported several studie. which indicute conl
sum ?r otti'udes nd behavior towri s family plnning in Bolivi (55)
 
These vurv--z were carr'ied out in the arvon arcas of La Paz, Cochab::mh:
 
!r6 $::t 0198, Cen-:r Populi:-i r:",;:. in -he for n- .3tudle sampled
 
1,225 hous., a fc;u.,.-.: tiat ovr o0 percenz uJd i'oat on, to increase
 
the size of thir familits-.;, iiile more than 65 pev'cen- were predisposed
 
to the use of birth control methodz. In c later survey by CEMIAFA in
 
1970, howeve., only 22 porcent of the 2,570 inerviewees uc!uo.lly used
 
such methods. This suggests 8 latent demand for such services which are
 
presently unavailable.
 

Second, the high rate of induced aborLions in Bolivao. While 
no comnprehensive studies have been done in this ores, it has, been reported

that approx.ity 60 percent of all gynecological admissions in the 

general hospital in La Paz in 1968 were due to complications of ioduced
 
abortions. It is also known that a significant number of physicians -n 
each of Bolivia's major cities devote c good deal of their private prac
tice to .this service. Third, is the sale of birth control pills and 
other devices in private drug stores. Tie conclusions th.L may be drown are 
the- there is a significant dasire to limit family size; thot one of the 
principle metnods currently employed is abortion; and that birth control 
is apparently condoned for those who have the money to pay for the goods
 
and/or services used. 

4. Community Organization and Health Development 

One good indicator of consumer attitudes toward health is the
 
degree to which communities organize themselves to promote health issues
 
and support local health services. The formation of community health
 
organizations is a behavioral response which can be measured quantita
tively and which indicates a degree of knowledge sbout health problems
 
and appropriate attitudes regarding their solution. In spite of little
 
promotion of such activities from national agencies, Bolivia has signif
icant experience at the local level.
 

As was suggested above, rural inhabitants and to some degree
 
urban marginal dwellers have persisted in utilizing traditional health
 
services and practices. The lack of confidence in "modern" services as
 
well as the perceived (nagical-religious) and real (e.g. herb medicine)
 
effectiveness of traditional ways, especially in avoiding cultural
 
deterents, were cited as reasons. Traditional practices, however, also 
include systems of mutual cooperation, particularly among the Andean
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populations. At the local level these include a minka's and sotok 
as* by which social prestige is acquired on the basis of voluntary work
 
for community activities. Many valley and Altiplano communities also
 
sanction local vocales, members who represent communit, interests in
 
such areas as health, educati- -oads, and farming.M55)
 

A numriber of conterporarj organioI"i LLructures have also 
deve].oped in response to heL-lth :proolems. The iritiativc for these corn.
munify CroLtr n hms come from a variety of sourcc-: local pro.essiona.,
(doctors, nur.-e:, school te&achers, etc.), religious leadrs, spontoncous 
action hy conc=,:ned individuals and rarely as a result oL Zovernment 
pro,-rra;. >c'ir purposes are likewise varied an,,, for the raost part, 
quite soecific. The organizations directly involved in health include
 
moalors' cpub, oro-health post and cro-health committees, community 
acveloment nro'ject committees (NCDS), and drug cooperativezs.. Other 
comnuni ty orgsnin'tions .:hich may be reLited to or hOve thE po.:ential 
to become ivol-._, in health promoLion activities are the Juntos Veci
nales, Padres de Fvoilia (scihcols), consumer and credit and loan cooper
atives, ot:her co(-m-nitv (ivelopment project committees (schools, roads; 
etc.), religio,: groups, social clubs and of course, the agrorion syndi
cate'S. 

The main point to be recognized is that there is 0 significant

local experience, based on attitudes which suppo't community cooper-ation 
as a means of solving common problems. While regional and cultural 
variations are of course apparent, the practice is wide-spread. Some 
form of orgainizotion can be found in piactically all communities. Not 
all may be applicable to the development of health programs, but at least 
there is the potential. Finally, the test of time has proved in general 
their effectiveness, within the context of limited outside resources 
Lnd political constraints. 

* Aymara meaning family, neighborhood, and community cooperation. 
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Cordillera 
Vallegrande 
Florida 
Santitc-cjau. 
.u'flo C;.4vL'z 

1ftndov 1 

75,340 
57, 40,) 
21,00 
43,240 
23,15D 

.7,160 

U/,,L%5
,li' 

4,1.?
3,673 

81, 93 
41,65 

r.[ 
V.. 
,., .,

11.77 
0., 
0.17 

Derarer'zl. : C-.uouIr.c. Cballero 17,000 2,310 7 

T-ota, r-artraent 
Cpftul City 
TUl Provinces 

483,600 
51,020

4eg,5bc 

51,524 
8 

51,516 

9.39 
6,752.50 

8.34 Deprtment: Tur a 

Droreza 
Aouxatky 
Z44.: 
Mcndozs 
H. Silen 
Yumpsrae: 
?;or Cintl 

'I. 5ceto 
Bud Cinti 
Luis Calvo 

59,71"1 
29, w8 

, 3,s 
4.7,140 
26,160 
36,24o 
103,300 
16,510 
37,950 
28,270 

3,95 
4,28!, 
3,738 
3,947 
5,1473 
1,472 
7,983 
2,00 
5,484 

13,299 

15.15 
7.11 
11.83 
11.94 
4.78 

214.62 
12.9! 

.26 
6.92 
2.13 

Total Department 
Cbpital City 
Total Provinces 

Coerado 
Arce 
Gran Chaco 
Avil 
Mende: 
O'Conlor 

260,900 
29,950 

230,950 

34,770 
26,450 
P4,570 
C5,90 
46,300 
2,900 

31,623 
4 

37,619 

2,074 
5,205 
17,1-26 

4q831 
5,309 

6.93 
7, 457.5. 

6.1 i 

i6.76 
5.00 
4.25 
9.7 
9.52 
4.31 

epartent: Oruro Department: Beni 

Total Department 
Capital City 
Total Provinaer 

359,000 
106,590 
252,410 

53,585 
19 

53,578 

6.70 
io,650.o 

4.71 

Total Department 
Capital City 
Total Provinces 

205,400 
20,940 

184,460 

213,564 
4 

213,560 

0.96 
5,23 .00 

0.86 

Cercado 
Abros 
Carangas 
8a'Jams 
Litoa. 
Poopo 
Drldiuce 
L. Cabrera 

46,42o 
52,150 
40,700 
19,260 
4,430 

26, 5t1 
8,250 

15,950 

6,112 
5,987 
9,878 
7,277 
2,891 
3,061 
1,210 
8,818 

7.59 
8.71 
4.12 
2.65 
1.53 
8.66 

23.35 
1.81 

Cercado 
Vnca Diez 
BaIvign 
yocum 
Moxoo 
Harban 
ymori 
Itene: 

5,770 
24,980 
28,270 
23,380 
27,070 
10,94O 
24,170 
39,880 

12,272 
22,434 
40,1.44 
34,386 
33,616 
15,126 
18,706
36,576 

0.4-7 
1.11 
0.70 
0.68 
0.81 
0.72 
1.29 
1.09 

AtahunIlpa 
Saucari 

6,770 
11,980 

6,670 
1,671 

1.01 
7.17 

Department: Pando 

Department: Poto,.f 

Total Department 
Capital City 
Total Proviu:ea 

855,100 
73,840 

781,560 

118,218 
7 

118l21 

7.24 
10,548.57 

6.61 

Total Department 
Capitol City 
Total Provinces 

W. Glu4re-
Ijanluripi 

311,000 
3,010 

30,990 

8,990 
8,350 

63,827 
2 

63,825 

9,817 
22,461 

0.53 
1,505.03 

0.49 

0.92 
0.37 

Charcas 
Nor CDichas 
A. lbafiez 

47,04O 
79,010 
36,550 

2,9.d 
0,979 
2,170 

15.87 
9.80 
16.Sh 

Wdre do Dion 
Abung 

7,310 
5,210 
1,130 

10,879 
7,468 
13,200 

0.67 
0.70 
0.09 

.Bud Chichar 66,250 8,516 7.78 
Linures 77,51|0 5,130 15.10 
Quijarro 62,B70 14,o0 4..2 

o61o 21.06 Sources: Olnotituto h.ciclnnl de Etadutica, conocjo Ptclonal de
Pib1to 15,.00 


0.64 nomin y rlnniflrnci6n, 3973.D. ComPos 7,700 12,106 
M. Omit.e 28,360 2,260 12.55
 
Nor Lpez 11,720 23,1116 0.51 Dlv'ei6n lointlet '- i Direccin Nacional de Cuordt-
W ips- 4,87O P2,355 0.22 nuciol, y 
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CHAPTER II
 

HEALT1 STATUS AND MAJOR PROBLEMS 

A. Summary
 

The health status of the Bolivian population is possibly one of the
 
worst in Latin America. As shown by standard health indicators, which
 
at beet are educated estimates due to the lack of a census since 1950 and
 
poor vital statistics, it is currently believed that:
 

a) 	the crude death rate is 19/1000, one of the highest in
 
Latin America (see Table 2.1);
 

(1) 
b) life expectancy at birth was 46 ycars 

in 1971;
 

°
 c) 	the infant mortality rate is 154/1000 live births, also '

very high for Latin America.
 

It is very likely that the infant mortality ratc is underestimated. (2)
 
Some studies in rural areas have reported rates of over 300 per 1000,
 
as compared to reported urban rates for 1972 of 59.4' to 244.1 per 1000
 
(see Figure 2.1). Also malnutrition, estimated at 40 to 50 percent for
 
.pre-school children, and the major causes of morbidity are communicable
 
diseases.
 

A major factor making mortality data very unreliable is the under
 
registration of deaths. Only about 20 percent of all deaths in Bolivia
 
are 	registered, and probably only about five percent of all deaths occur
 
in a hospital. Infant deaths are certainly even less often reported,
 
especially in rural areas where there are clandestine cemeteries and
 
accessibility to medical care is limited. Thus, reliable infant mortal
ity figures are difficult to obtain. The net result is that actual
 
death rates are probably much higher than the official estimates. Accu
rate figures will not be obtained until a more complete registration of
 
deaths is accomplished and the national census is realized. The infant
 
mortality rate is conservatively believed to be about 250 per 1000 live
 
births for most rural areas. It is possible that the official estimated
 
general mortality rate of 19 per 1000 population is also too low (see
 
Chapter I.C.5.).
 

In general, Bolivia's health problems are still predominantly those
 
of a developing country. Communicable diseases, notably respiratory,
 
gastrointestinal, and parasitic diseases, along with trauma, complications.
 
of pregnancy and malnutrition are the major causes of morbidity and
 



Table 2.1 - Comparison of Vital StAtistics in Latin America, 1971
 

Births Deaths 
 Annual Infant Popula.tion Per CpitoCountry Population (per (per RateGrowth Mortality(,nillicns) under 15 Incomethousand) thouand) -(Percent) 
 (per thousand yeurs old (dollars)
Iivu births) (Percent) 

Bolivia 4.8 44 
 19 
 2.4 154* 44 
 150
 

Argentina 24.7 22 
 9 1.5 58 
 29 820
 
Brazil 95.T 38 
 10 2.8 170 43 
 250
 
Colombia P2.1 
 44 11 3.4 78 47 
 310
 
Costa Rica 1.9 45 
 8 3,8 60 48 
 450
 
Ecuador 6.3 45 
 11 3.A 86 48 220
 

Chile 10.0 14 
 11 2.3 92 
 40 48o 
Paraguay 2.5 45 
 11 3.4 52 
 45 230
 

Per 14.0 43 
 11 3.1 62 
 45 380
 
Cuba 8.6 27 
 8 1.9 40 
 37 310
 
Mixico 
 52.5 42 
 9 3.4 66 
 46. 530
 
Uruguay 2.9 21 
 9 1.2 50 
 28 520
 

Venezuela 
 11.1 41 
 8 3.4 46 
 46 950
 

Other estimates are closer to 250
 

Scurve: Population Reference Bureau, 1971
 

Figure 2.1 - Infant Mortality Rates per 1000 Live Births, by Selected Urban Areas, 1972
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mortality. Most of these problems are susceptible to attack through the
 
implem.,:tation of standard public health measures, such as potable water 
and -:ewage disposal systems, vaccination campnign , health education pro
grams, maternal and child health services, .deouoted housingt, etc. All 
of the-e problems are more prevalent and severe in rural and marginal
 
urban areas, wiecre public hcalth efforts have had much les; impact than 
in urban areas. In contra:t t, , the communicable diiscases. w.hich plny
such an a in morbidity inmrtalityoverwhcrming mjor rjArt and in Iblivia,
 
canc.[r and artcriorelerotic hEart. discae, so irnlportant a, cauics of mor
talit i,; the UriLed Statcs and Europe, have only mrior impo't';rce in
 
Bolivia, although they will probably become more significant. as communi
cable dis:eases become less prevalent and life expectancy is prolonged.
 

Despite the facts that (i) diseases susceptible to public health
 
measures constitute the most r'ignificant health problems and (ii) 78.5
 
percent of the popul-ation is rural (see Chapter I.C.l. 'for definition),
 
the Bolivian health system has concentrated its resources in curutive
 
medicine and urban areas. The private system, the Social Security System
 
and the "delegated function" systems (COMIBOL, the N-ational Institute of
 
Colonization, etc.) are almost entirely dedicated to curative nmedicine.
 
The Ministry of Health traditionally has been assigned the responsibility
 
for administering preventive medicine programs; but most of its resources 
(both human and financial) in fact go into curative medicine. This is
 
largely because the MOH is responsible for the operation of general hos
pitals in urban areas. The same situation exists even in rural areas
 
where health personnel are, despite low utilization, usually doing more 
curative medicine than preventive medicine. Many factors have contributed
 
to this dearth of preventive medicine in both urban and rural areas. Among
 
them are health personnel training inappropriate to the needs of the country,
 
,poor supervision, lack of supplies, apparent unresponsiveness of the popu
lation, and the general atomization and non-continuity within the health 
system or "systems". 

The Bolivian health system as a whole is fragmented and very inefficient
 
Multip* 1.&,rLth institutions w:aste scarce economic and human resources in 
the d71 :. ion of administrative and planning functions as well as equip
ment LJ d,, space. The various institutions have shown only minimum 
willinei ;;o' to work with each other. The health system, including the 
community role in it, approaches anarchy. Major problems need to be solved 
if the health system is to become effective. These include drug supply,
 
personnel policies, continuity of care, integration of institutional pro
grains and planning, economic policies, supervision, accessibility, effi
ciency, and integration with the educational and agricultural sectors. 
There has been some improvement in maternal and child health and communi
cable disease control programs, but these have been. sporadic, non compre
hensive and have had only limited impact so far. There has been no sig
nif.*cant integration of the various elements necessary to run an effective 
health system, above all in rural areas. 
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Rural areas have been comparatively abandoned in contrast to urban 
areas in the development uf the health system. Although the MOH has been
 
given the mjor task of providing health services to rural areas 75over 
percent of its budget for hospital and medical attention in 1971 went into 
urban areac.(3) The other health institutions (e.g. COMIEOL), with the 
exception of some religious groups, are essentiallyuaban or semi-urban 
operations. In rural areas probably only between two percent and ten
 
percent of the jctuol heuJ.f:h needs of rural people are being met, both 
in curative grid preventive medicine. Among the for' this situationreasons 

are the lack of available services, or lack of accessibility (physical,

economic, cul_.tural, etc.) to the services, and the low utilization 
of the 
existing health facilities by the people. The reasons for the low utili
zation are multiple. The most important, in addition to inaccessibility, 
are the inability to deliver effective curative or preventive services
 
and the resulting lack of' confidence of the people in the health system.
In Bolivio rural people have a distrust and suspicion of "modern medicine" 
and cling to traditional ways. 

•The inadequacy of the rural health system in Bolivia is made more. 
difficult to resolve by several factors. 
 First, the rural population in
 
Bolivia is very disperse, with 60 percent of the people living in groups

of less than 200 inhabitants. This fact makes basic sanitation services 
(water and waste disposal) much more difficult and/or costly to implement. 
As a result, less than five percent of the rural population is supplied
with potable water, as compared to about 55 percent of the urban population.
Second, the lack of adequate transportation and communications are major
problems in rural areas. Any preventive programs (health education, nu
trition, vaccinations, etc.) are more difficult to do with a dispersed

population. For example, in the city of Santa Cruz, estimated
it is 
that 97 percent of births now occur in the hospital (over 8,000 in 1973),(4) 
while in most rural areas, only a very small percentage of births occur 
with the help of a trained health person, let alone in a hospital. Third,
rural people are probably much more subject to serious illnesses then 
their urban counterparts. They are at an increased risk with regard to 
such things as trauma, snake bite, hookworm, enteric diseases, exposure
 
to cold and rain, Chagas' disease and malaria. They have been less acces
sible to vaccination campaigns and thus remain more susceptible to such
 
illnesses as diphtheria, whooping cough, and measles. They have less 
accessibility to prompt health care, and thereby run a higheCr risk of 
dying from trauma or illnesses such as tuberculosis. 

The urban areas have been able to develop more health programs,
especially in maternal ond child care and in environmental sanitation. 
Also, as pointed out above, most health resources, both financial and
human, have been put into the cities. About 90 percent of Bolivia's 
physicians practice in urban areas. With the exception of COMIBOL, ost 
of the autonomous and private sectors ore concentrated in the cities. 
Only recently have the universities become interested in he'alth progroms 
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outside the urban zone. However, the marginal zones of the cities do not
 
differ very much from rural areas in their health problems. Until recently,
 
the marginal urban areas were as abandoned as rural areas. But now many
 
mothers' clubs have spru-ng up in marginal zones, and along with them, 
more vaccination caap'igrns, pre-natal programs,. and well-baby clinics. 
Most of the health problcms of rural areas are found in these areas, 
including a predominr,,n-c of co~ri..anicable dieasez, malnutrition, poor 
housing, cnd inadequate vater supply. 

1lnu'i' on zt',,: have ber. few and scaittred in Bolivia. But
 
the fcw studiec done inic~ate that there is betw.)cen 40 and 50 percent
 
malnutrition, at lenot among pro-school age children (0-6 years). Most
 
of the malnutrition is G:ade I, or not severe. There is a deficit of
 
calories in the food supply, and an even greater deficit of protein.
 
Indications are that these deficits are increasing. Malnutrition is
 
probably -wor,e in rural areas and in tropical areas. Iodine deficiency
 
is also a significant nutritional problem in some areas.
 

B. Mortao.it, and Morbidity 

1. Disease patterns
 

Disease patterns in No~ivia are closely interrelated with popu
lation composition. McDermott) has described a "demographic-disease
 
pattern" which is applicable to the existing situation in Bolivia. This
 
interrelationship can be described in terms of a cycle. Approximately
 
50 percent of Bolivia's population is under 20 years of age (see Table 1.6).
 
With a large young population, there is a lot of illness in the pre-school
 
age group. These illnesses fall mostly within the diarrhea-pneumonia
 
complex which are conditioned by high prevalences of malnutrition, para
sitic and other communicable diseases. The severity of these diseases
 
and the almost nonexistence of adequate preventive and curative services
 
leads to high infant and child mortality rates. The desire of families,
 
for economic (work force) and cultural reasons, to have an ad£ ate
 
number of children therefore encourages high fertility rates, ! in order
 
to compensate for the high mortality. The proportion of young in the
 
population in turn remains high and the cycle is perpetuated.
 

The diseases that enter the cycle vary for different geographic
 
areas 6f Bolivia. However, the complex of respiratory diseases, gastro
enteritis, and malnutrition are the most significant for infant and child
 
mortality in all parts of Bolivia. These include .measles, whooping cough,
 
tuberculosis, and parasitic diseases. In the Altiplano, respiratory
 
diseases and gastroenteritis are most significant. Specific diseases of
 
importance are tuberculosis, typhus, and scabies, as well as silicosis 
among the miners. The valleys of Bolivia have a similar disease pattern, 
with an increased imprtannce of some gastrointestinal diseases, some 
leprosy, and a probably significant amount of Chagas' disease. 

http:Mortao.it
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The tropical areas of Bolivia have a very distinct pattern of
diseases. The three-disease complex is 
still very important, but the
 
-ostrointestinal illnesses malnutritionand have more relative importance,
compared to respiratory ilinesses. diseases,Parasitic especially hook
worm 9nd arcebiasis, have very great ii-aportance in terms of morbidity.

Malnutrition in the tropicol areas is 
 probably more of a problem than it

is in .6he other t'..o areas of Bolivia, despite the fact that these are
a'ric.ltural atrens. Probably, the higher rates of infection -i;th intestinal 
prasites and o :t'y"itis co.tribute to this prohlem. Some scial disesses 
with hi~her moridity and/or ,niortal.y rates are snecial thre.ts to 
nomic develop.i:nnt in the tropical areas, namely malria, yellow 

'eo-

andfever 
Bolivian hemorrhagic fever. Chagas' 
disease and leprosy are also problems

of substantial significance. 

2. Mortaity
 

In Table 2.2 and Figure 2.2, iiortality data from the Registro

Civil for 1969 are presented by age groups, As mentioned above, there is
 
a large amount of urider-reistration of deaths. 
 In fact, onLy about 20 
perccnt of deaths are apparently registered, as the figures for 1969
 
represent only 22,343 deaths. Furthermore, the accuracy of diagnoses is

also questionable, since probably less than five 
percent of the total 
deal;hs occur in the hospital. Finally, the category "poorly defined
 
causes" is a large one. It represents about 30 percent of the total
 
deaths in age groups one to four years and five 
to 14 years and nearly.
50 percent of the total in the age group 15 years and over. 9h s is an,

indicator of the poor reliability of the data, and is the reason why thi i"

data differs from that of the 
 PAIHO infant mortality study presented below. 

a. Infants less than one year
 

From the partial data of the Registro Civil the major

causes of infant mortality, after th t. vague category of illnes"Peri-r:atal 
ses, -tc.", are respiratory and gastrointestinal illnesses. Taking into 
account the unreliability of the "poorly defined" groups, this data is
comparable with the mortality data from the PAIO-=sonsored study on child
hood mortality in La Paz and Viacha in 1968-70 (see Table 2.3). in the 
PAI0 study which is probably more precise, respiratory illnesses accounts
 
for 37.1 percent of deaths in this age group while diarrhea diseases
 
accounts for 21.9 percent.
 

b. One to four years
 

The mortality picture in this age group is simil r to that
of infants. 
 Again, respiratory and diarrhea illnesse.s; 3Ccount for probably
ovr half of the mortality. In the P.41O study, diaerheal illne.ses came 
out :is the most significant cause of death (29.4 peercent). Tw.,nt-oi,ht
percent, of the dcaths in this age group were attributed to mc:-les in the 



TabLI 2.2 - Major Causes of Mortality by Age Group-, 1969 

(i) Less than 1 Year (2) 1 -4 Years 

Rank C a u s e Nkumber Purcent Rnk. C a u a e Uumbir P.r.wn 

1 Perinotal illnessec, illnes- 1 Poorly defined 1,2Z! 9.J 

2 

set of early infhncy 

Respiratory 

2,377 
1,140 

44.2 

21.21 
2 Respiratory 1,001 a. 

3 G~ctrointoatinal" 478 8.9 3 Gastrointestinal 652 i4.5 

4 UTnooping cough 4o4 7.5 
4 Whooping cough 346 7.7 

5 All other infectious and 
5 Poorly deflned 364 6.8 parasitic diseases 346 7.7 

6 All other infectious and 6 Scarlatina 249 5.5 
pararitic diseases 180 3.4 

7 Measles 181 4.0 
7 Scarlatina 99 1.8 

8 Allergic, metabolic nutri-
8 Allergic metabolic nutritional 

diseases, and anemia 146 3.2 
tional diseascs, and anemia 79 1.5 J 

9 Tuberculosis 48 1.1 
9 Measles 71 1.3 

10 Tetanus .49 0.9 
10 N]ervous system 30 0.7 

Total 5,241 97.5\ Total 4,321 96.1 

(3) 5 - 14 Years (4) 15 Years and Over 

Rank C a u s e Number Percent Rank C a u s e Number Percent 

I Poorly defined 460 31.8 1 Senility and poorly defined 4,976 49.1 

2 Respiratory 389 26.9 2 Respiratory 1,436 14.2 

3 Gastrointestinal 107 7.4 3 Gastrointestinal 836 8.2 

4 All other Infectious and 4 Tuberculosis 706 7.0 
parasitic diseases 94 6.5 

5 Scarlatina 82 5.7 5 Associated vith pregnancy 505 5.0 

6 Whooping cough 75 5.2 
6 Circulatory and Rheumatic fever 381 3.8 

7 Ilcasles 48 3.3 7 Nervous system 265 2.6 

8 Malignant tumors 252 2.5 
8 Tuberculosis 48 3.3 

9 Allergic, mwtabolic, .utritional 
9 All other infectious and 

parasitic diseases 186 1.8 
diseases and anemia 41 2.8 

10 Circulatory and Rheumatic fever 17 1.2 
10 Allergic, metabolic nutritional. 

diseases and anemia 168 1.7 

Total 1,161 93.1 Total 9,711 95.9 

Source:* pinIterio de Prevliin Jo,ll y ;nltid Pblion, Plan NeIlon,il te Slud, 1973-1978, La Paz, 19,3, p 20. 
(f:.,:ccon date from the (:ivil h piutr. for 1969 .id representing' 22,323 deatns or about 22 percent of 
the probable dcntWs In 1969). 



iinure 2.2 - Selected Causes of Mortality by Relative Importance
 
vithin Age Group, 1969
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Table 2.3 - Childhood Mortality in LA Paz a. 3 Viacha, by Age Groups, 1968-1970 

(l1 Less than 1 Year 

Rank C a u s e Number Percent 

1 Respiratory illness 1,035 37.1
 

2 Diarrheal illness 610 21., 

3 Perinatal causes 577 21.7 

14 Measles 162 5.8 

95 3.45 Other infectious diseases 


6 Congenital anomalies 147 1.7 

Other causes 288 8.2 
Total 2,T90 99.b 

(2) 1 - 14Years 

Rank Basic Cause Number Percent Rank Associate Cause Number Percent 

1 Diarrheal illness 1437 29.14 1 Nutritional deficiency 727 34-.3 

2 Measles 1417 26.1 2 Respiratory illness 625 29.5 

3 Respiratory illness 3314 22.5 3 Diarrheal Illness 268 12.6 

14 Other infectious diseases 102 6.9 4 Other infectious diseases 146 2.2 

5 External causes 55 3.7 Others 453; 21.4 

6 Nutritional deficiency 34 2.3 Total 2,119 100.0 

Others 107 7.2
 

Total 1,486 100.1
 

Source: From Ruth Rice Puffer and Carlos V. Serrano, Carecteristicas de Is Mortalidad en la Nifiez, OPS/OMS, 1973 



T4
 

PAHO study.. Measles was still a significant cause of mortality in the
 
data of the Registro Civil, but was listed as only causing four percent
 
of deaths, probably due to underreporting. Tuberculosis begins to be a
 
significant cause of death in tbhs age group. One of the most striking
 
results of the PAHO study is that "nutritional deficiency" is listed as 
the number one associated cause of death. It was listed in about 50
 
percent of the deaths (727/1486) as an associated cause of death.
 

c. Youth, five to 14 years 

Excluding "poorly defined" causes, respiratory diseases
 
(38.5 percent adjusted) and gastrointestinal diseases (10.9 percent
 
adjusted) again are the major causes of mortality in the five to 14 year 
age group. Other communicable diseases, streptococcal infections, 
whooping cough, measles, and tuberculosis are the next most significant 
diseases causing death. 

d. Adults, 15 years and over
 

Again excluding the "poorly defined" category in adults,
 
the four most significant causes of mortality (percentages adjusted) are
 
respiratory diseases (27.8 percent), gastrointestinal diseases (16.1 per
cent), tuberculosis (13.7 percent) and problems associated with pregnancy
 
(9.8 percent). Incontrast to the mortality picture in the United States,
 
heart and circuJatqry diseases account for only 7.4 percent (adjusted)
 
of the mortality in adults. Cancer is even less significant. It accounts
 
for only 4.9 porcent (adjusted) in this age group.
 

3. Morbidity - hcspital discharge data
 

Hospital discharge data probably is the most accurate measure
 
of morbidity available in Boliyia. However, since they are limited to
 
inpatient morbiaity, they reflect only the major illnesses requiring
 
hospitalization, and thus offer only a partial picture of morbidity.
 
Since even in the general hospitals routine laboratory tests or screening
 
tests are usually not done, many secondary diagnoses are missed and thus do
 
not appear in the data. For example, the prevalence of Chagas' disease or
 
other parasitic diseases is probably greatly underestimated for inpatients.
 
The data referred to below are from the hospitals administered by the
 
Regional Health Offices of the Ministry of Health in all of Bolivia for 1972. 

a. Infants less than one year
 

Gastrcintestinal (32.9 percent) and respiratory diseases
 
(23.3 percent) account for more than half of the hospitalizations in this 
age group (see Table 2.4). The fourth and fifth causes are malnutrition
 
and measles, respectively.
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b. Children, one to four years
 

There is little difference in the causes of hospital mor
bidity between this age group and the previous one, although measles, 
malnutrition, trauma and tuberculosis have more relative importance.
 

c. Youth, five to 14 years 

Trauma (20.5 percent) becomes the number one c,,ae of hos
pital morbidity in the five to 14 year age group. Gastrointestinal and 
respiratory illnesses are still important. Tuberculosis continues to
 
increase in relative importance and appendicitis at 7.4 percent has a
 
questionably high incidence.
 

d. Adults, 15-44 years 

Hospital discharges in the age groups 15-44 years are
 
dominated by pregnancies and the complications thereof, with 46 percent
 
of all discharges in this age group falling into these categories. This
 
age'group accounts :"or more than two-thirds of all the hospital discharges 
reported. Excluding normal deliveries (which account for 33.8 percent of
 
discharges), complications of pragnancies still account for 20 percent of
 
hospitalizations in this age group. It is estimated about one half of 
these are related to abortions. Other major causes of morbidity in the
 
15-44 year age group are trauma, appendicitis, and tuberculosis. Gastro
intestinal disorders and respiratory illnesses have relatively less
 
importance. Gall bladder disease ranks eighth as a cause of morbidity 
and heart and circulatory diseases and cancer are relatively unimportant. 

e, Adults, 45 years and over 

Significantly, there were less than 25 per:2ont as many
hospitalizations in this age group as there were in the 15-44 age group. 
This reflects, of course, the high incidence of pregnancy-related hospi
talizations in the 15-44 age group. It probably also reflects a smaller 
number of older people in the population and/or a reluctance of older
 
people to use the hospital. Trauma, at 13.2 percent was the number one 
cause of morbidity, with heart and circulatory diseaie (11.4 percent) 
and respiratory illnesses (9.0 percent) following in importance. The
 
only significant communicable disease, other than respiratory illnesses
 
and gastrointestinal disorders, was tuberculosis (7.3 percent) which
 
ranks fifth in this age group. Malignant tumors accounted for only 3.9 
percent of hospitalizations.
 

4. Morbidity - outpatient data
 

The outpatient diagnoses from the Fegional Health Offices (see 
Table 2.5 and Figure 2.3) again do not give a completely accurate picture 



Table 2.5 - Major Causes of Morbidity, All Age&, 1971
 
(Outpatient Visits)
 

R a n k C a u a e 	 flubdr Percent 

1 Respiratory Illnesses 714,147 19.4 

2 Trauma, burns 53,89 14.1 

3 Gastrointestinal problems 48,27T 12.6 

4 Poorly defined Illnesses 24,839 6.5 

5 Skin diseases 	 20,182 5.3 

6 All other infectious and vrasitle diseases 19,612 5.1 

7 Genitourinary diseases 15,930 4.2 

8 Tuberculosis, all kinds 15,166 4.0 

9 Eye diseases (mostly inflasmatory) 15 130 4.0 

10 Helwith infections 	 11,860 3.1
 

Total 	 298,9T2 78.3 

*Total visits, excluding pre-natal and.vel baby - 383)479
 

Source: 	 Instituto ?scionsa, de Eiltgd:stics, olv en 1972, 1L4 P, , 974, pp. 230-236.
 
(Based on data from Regional Health Ofices of te stry of Health)
 

Figure 2.3 	 Major Causes of Morbidity, All Ages, 1971'
 
(outpatients Viaits)
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of morbidity for the country as a whole. The data is probably about 60 per

cent urban and thus, the rural areas are under-represenced. Although 382,000
 

patient visits are recorded, this represents less than one tenth of the
 

target population of the MOH. The data reflJct only those people who go to
 

the health posts. Some illnesses whic caust ignificant morbidity, but for
 

which few people seek medical attention, are not represented. Among these
 

would be hookworm, amoebiasis, Chagas' disease, malnutrition, etc. Besides
 

these limitations, there is also a greater degree of inaccuracy in outpatient
 

diagnoses, versus inpatient diagnoses.
 

For all age groups, it is evident that three major disease groups
 

accounted for 46.1 percent of all outpatient morbidity. These were respir

atory illnesses (19 .4 percent), trauma (14.1 percent) and gastrointestinal
 

problems (12.6 percent). Skin and eye ailments assumed a relatively higher
 

importance in the ambulatory setting, whereas obstetrical visits involving
 

morbidity were much rarer for outpatients than for inpatients. Tuberculosis
 

(4.0 percent) was probably the most significant specific communicable disease 

for outpatient care. Conparison of this 1971 data for all of Bolivia with) 

1973 data for provincial Oruro shows a good correlation (see Figure 2.4). 

The same three major disease groups (respiratory and gastrointestinal 

illnesses, and trauma) make up 51 percent of the total morbidity for 

provincial Oruro. 

5. Significance of mortality and morbidity data
 

Although the accuracy and representativeness of the data pro'sciJ:d
 
.t
 

would be extremely valuable to have more reliable and 7ore rresentative
 

data. There are great inaccuracies and vrgueness in ih., Civil Registry data,
 

which is also very incomplete. If morbidity data were available from insti

tutions other than the MOH, it would give a more te picture of the
 

above is somewhat questionable, better data is not available. 0T-.iously, 

'-

whole population. However, the available data ar (2'nzistefnt enough to 

indicate that conTmunicable diseases, trauma, and the complications of preg

nancy constitute the great majority (probably over 75 percent) of the mor

tality and morbidity problems in Bolivia. All these conditions are most
 

efficiently and effectively subject to attack through preventive measures,
 

rather than curative medicine.
 

C. Specific Diseases of Importance
 

1. Malnutrition
 

Sample studies have shown the prevalence of malnutrition in
 

pre-school children to be about 40 to 50 percent. These studies arc 

summarized in Table 2.6. From a sample of 2,508 pre-school children in 

seven medium-size rural towns in Bolivia between 1965-68 (Studies one 

through five), 43.4 percent of the children were found to have valnutrition.()
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Table 2.6 - Nutritional Status of Children (Study Results 1965-74)
 

Year 
 Place 
 Age Group Number Percent Grade 


Aeo in Sample Malnutrition 
 I 


1965 TeJar y Alto La Paz 
 Nifios 702 41 
 28.0 


1967 Santiago de Llallagua,

La Paz 
 176 
 47 42.0 


1967 3 Rural Areas, La Paz 
 1,335 
 44 32.7 

1968 Tarabuco, Chuquisaca 138 
 39 32.0 

1968 Concepci6n, Tarija 
 154 48 
 41.0 


1972 La Paz 
 Or6 yrs. 2,M 
 42 
 26.0 

1973 La Paz 
 4,810 52 
 30.4 

1974 Mineros, Santa Cruz 
 ,, 496 31 
 22.5 

1974 Santa Cruz 
 0-5 yrs.- 354 
 28 
 24.6 


Source: Ministry of HeaL-, 
Nutrition Division, unpublished data, 1974.
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Of the total, 3P.6 percent were Grade I, 9.4 percent Grade IT, and 1.3 
percW Grade III. Another study of school children in rural Santa
 
Cruz revealed that 91 percent of the sample were at least 10 percent
 
below normal according to weights and heights, 33 percent were at least
 
20 percent below normal, and that seven out of every ten children had
 
two or more types of parasites, a common affliction associatec with mal
iutrition in tropical Bolivia. Studies done in 1972 and 1973 of La Paz
 
;-f-school children (Studies six and seven in Table 2.6) have shown an
 
even higher prevalence of malnutrition.
 

Malnutrition also exists among the elderly, but has its
 
greatest effect on mortality and morbidity in the pre-school age group.
 
The significance of malnutrition in the mortality of children under five
 
years of age is supported by data from the PAHO study on mortality in
 
childhood. In this study, as mentioned above, nutritional deficiency
 
was the number one associated cause of mortality. It was judged a
 
related cause in nearly 50 percent of the deaths. Furthermore, disease
 
and malnutrition are intimately related and may set up a viscious cycle 
of greater mortality and morbidftv. Diarrhea, for example, will increase
 
the malabsorption of nutrients and the resulting diminished nutritional
 
status then predisposes to further infections.
 

The prevalence of malnutrition in Bolivia isi .1ighly variable, 
depending on multiple factors. Two adjacent towns, or different parts 
of cities, may have very different rates of malnutrition. This may depend 
on social class, eating habits, and/or the availability of foodstuffs. 
For example, the rate of malnutrition is thought to be much higher in the 
town of San Borja than it is in the surrounding countryside where meat if
 
more readily available. To some extent it is regional. This is especially
 
,true of the lack of protein in colonization areas. Economics is obviously
 
one of the major factors influencing malnutrition, affecting both the
 
production and consumption of food of high nutritive value. This factor
 
is probably even more important after prices rose steeply this year (1974).
 
People simply cannot afford to buy much food at all, let alone foods
 
with high nutritive value. In rural areas where high-protein foods such
 
as eggs, chicken, and meat are produced, these items are not consumed
 
s1ice their economic value is too great. Likewise production patterns
 
reflect the economic market rather than the nutritional needs of the
 
population. Education, social customs, speculation in commodities, mal
distribution of foodstuffs and lack of supply also are among the factors
 
which influence malnutrition.
 

There is a net deficit of calories and protein in the food
 
supply of the country, and indications are that this deficit is increasing
 
(see Chapter VII.B.). A study done by the Nutrition Division of the MOH
 
in 1969 revealed a 15 percent deficit in calories and 40 percent deficit
 
in proteins in the average Bolivian diet. Adequate calories and, to a
 
greater extent, the proteins are just not being produced. The more subtle
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long-term effects of malnutrition, such as reauced intelligence, have not

been measured in Bolivia. Regionally, iodine deficiency has had importance
In cretinism and endemic goiter. 
This latter problem is only beginning

to be studied. The solution of the malnutrition problem in Bolivia will
depend on many sectors. Progress in agriculture, education, distribution 
systems, health, and the economic status of the people are all key factors if 
malnutrition is to be dealt with effectively:
 

2. Communicable diseases
 

As mentioned above, communicable diseases comprise the major
direct causes of mortality and morbidity in Bolivia. 
 The majority ofthese communicable diseases (in terms of their impact) fall into the
categories of respiratory diseases and gastrointestinal, or diarrheal
diseases. 
The specific causes of these two large groups of illnesses

has not been well determined in Bolivia. 
Except within some specialized

programs such as malaria and tuberculosis, very little laboratory work
Is done. Even fewer cultures are done. For this reason, casual agents
for the various respiratory and diarrheal diseases are rarely identified.
 

The reporting of communicable diseases is spotty sinte (i) specific diagnoses are often d-ffic%;It without ltboratry support *aa
(11) little reporting is done beyond the weekly reports required from
health facilities of the MOE. Since these facilities in fact serve only

a minority of the population (probably effectively liss than ten percent
in rural areas) the communicable disease picture gained from the weekly
reports is very incomplete. "Epidemics" in rural areas often go uninvestiZated or undiagnosed for lack of transportation or accessibility. 

Different geographic regions of Bolivia have different communicable disease patterns (ree Figure 2.5). The specific diseases of thetropics are malaria, yellow fever, hemorrhagic fever, leprosy, leishman
lasis, hookworm, and Chagas' disease. In the valleys, there 
are specifically Chagas' disease and leprosy; 
these areas used to have malaria as
well. 
The Altiplano has specifically typhus and a high prevalence ofscabies. Most other communicable diseases, including venereal diseases,respiratory and diarrheal diseases, tuberculosis, and iitesttnal parasites,other.than hookworm, are distributed through all three geographical areae. 

As mentioned above, and -hown in Figure 2.6, the reportedcommunicable diseases in 1971 represent a Small percentage (possiblyonly five percent) of the total cominunicable disease incidence in Bolivia.
One factor making this percentage so low is the deletion of some majorcommunicable diseases from the list of reported diseases. 
Among these
 are streptococcal infecbions, viral infections, urinary-renal infections,

and diarrheal diseases in general. 
The most reliable data are probably

those for which specific programs exist within Bolivia: tuberculosis.
 
malaria and hemorrhagic fever. 
Or.the other hand, the data for whicb
 



Figure 2.5 - EpIdmilological Maps of Selected Comunicable Diseases In Bolivia 
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there is undoubtedly extreme underreporting is that for scabies, enteric 
infections in general, hookworm, Chagas' disease, and amoebiasis. This
 
is largely due to the lack of laboratory means of diagnosis. From the 
Figure influenza, tuberculosis, and malaria are the three most reported
communicable diseases. 
Enteric diseases as a whole are, of course,
 
significant; the specific diagnosis, however, may be questionable.
 

a. Respiratory diseases
 

Respiratory diseases as a whole are extremely important as
 
the number one cause of mortality and morbidity (see Figure 2.3) in
 
Bolivia. The improvement of this situation is most complex. It involves
 
better nutrition, better housing, and more health education with improved

accessibility of effective health services for earlier attention. 
Tuber
culosis, with an estimated 80,000 active cases in Bolivia, still represents

probably the one most significant communicable disease in terms of mortal
ity and morbidity. Progress has been slow, even barely perceptable,

despite the presence of specific control programs. Effectiveness has
 
been especially handicapped by the lack of drugs as well as problems in
 
follow-up. Still only about 20 percent of newborns are being vaccinated
 
with BCG.
 

b. Diseases preventable by vaccination
 

Measlis is a major cause of mortality in the under five
 
age group (Table 2.3). This is primarily due to complications (usually
 
pneumonia) with malnutrition. Vaccination campaigns for measles are
 
barely being started in most areas. Campaigns for polio vaccination have
 
been going on for two-three years. A polio epidemic of Ill cases occurred
 
in 1970, and there were a relatively high number of polio cases in 1971
 
(102) and 1972 as well. There have been no cases of smallpox in Bolivia
 
since 1964, but there are still'plans to vaccinate one fifth of the popu
lVtton every year. Whooping cough remains a major cause of mortality in
 
chil dren. A major epidemic of diphtheria (involving children and young

adlilts) occured in 1973 in Cochabamba (273 cases). Tetanus is mainly

neo-natal, affecting newborns, and probably most cases are unreported.
Whooping cough, diphtheria and tetanus are all, of course, preventable 
through vaccination.
 

c. Enteric diseases
 

The enteric diseases, bacterial (typhoid, shigella, etc.
 
and parasitic (amoebiasis, hookworm), remain very significant causes of
 
morbidity and mortality in Bolivia. They are probably much more signifi
cant than is reflected by the data in Figure 2.6. These are, of course,
 
most efficientiy attacked by good water and waste disposal syste,.s.

Hookworm is an especially insidious cause of morbidity in the tropical
 
areas. It causes s.evere anemia and affects nearly 100 percent of the
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Amoebissis has a
rursl population in those regions, in all age groups. 

similar incidence in tropical rural areas and can be debilitsting too.
 

The enteric diseases affect all age groups, but probably affect children
 

more severely.
 

d. Malaria 

Malaria again has become a major problemin Bolivia, with
 

After being nearly controlled (only
over 7,000 cases reported in 1973. 


378 cases reported in 1969), many areas of Bolivia have reTurned 
to the
 

"attack" phase for malaria. The Department of Tarija registered about 

This is to a great extent due to inter50 percent of the total cases. 

national migration patterns and the problem of coordinating disease
 

control between two countries. Malaria also represents a major aorbidity,
 

though not mortality, threat for coloiiization areas. It is attacked
 

principally through environmental and ecological intervention.
 

e. Yellow fever and Bolivian hemorrhagic fever
 

Jungle (not urban) yellow fever is a perennial problem,
 

qboLqt 20 deaths occtnring in tropical, and mainly colonization areas
with 
through the first half of 1974.. There is not yet any effective control
 

on people entering potential yellow fever areas to make sure they have
 

There have been no cases of Bolivian hemorrhagic fever
been vaccinated. 

(BHF) since 1972. A new control program, involving trapping of"the
 

rodent vector of the disease, h~s b)een employed to find and control in

fected animals and zias apparenti-" been effective. Although the case
 
cases
numbers in the past few years for both yellow fever (eight to 30 


per year) and Bolivian hemorrhagic fever (possibly 300 deaths during
 

small, these diseases are highly significant
the past 10 years) have been 

in that they have a high case fatality rate and therefore are much feared.
: 
As such, they could have a significant negative impact on new -olonization
 

areas. All documented cases of BHF thus far have their origins in the
 

Beni, although the disease was exported to Cochabamba in 1971. A vaccine
 

for this disease is apparently close to being developed. 

f. Chagas' disease 

Chagas' disease is much more significant than existing
 

More studies are needed (and planned, to a limited
reports indicate. 

extent) to discover the true prevblence of this disease. Although few
 

active cases are reported (114 in 1971) it is estimated that in endemic
 

areas 18 percent of the population is infected with Chagas' disease.
 

As a chronic and usually fatal disease, it affects morbidity (especially
 

in the middle-aged group) and probably represents one of the major pub

lic health challenges in Bolivia. It mostly affects the heart and causes
 

chronic congestive heart failure or arrhythmias. It may be the reason
 

for the high reporting of cardiac disease in Santa Cruz as a cause of
 

death.
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g. Other communicable diseases
 

Sixty cases of rabies were reported in 1971, mostly from
 

dog bites. Dog control or vaccination programs have been very sporadic
 

and have had lictle effect on the incidence of rabies as they have reached
 

a small percentage of the canine population. Bubonic plague continues
 

to be a sporadic problem in some areas (see map, Figure 2.5). There are
 
The last outbreak
occasional outbreaks in the valley and Yungas areas. 


was north of Coroico in July 1974, with 14 cases reported.
 

Venereal diseases are on the increase very significantly
 

in Bolivia, as they are elsewhere in the world. The rural areas seem
 

affected as well as the urban. The incidence (hard to determine due to
 

underreporting, although 1,939 cases of gonorrhea and 1,059 cases of
 

syphilis were reported in 1971) of both gonorrhea and syphilis seem to
 

be increasing rapidly. Gonorrhea may become a very substantial problem
 
as there is no standardization of treatment.
 

Leprosy a potential cause of long-term morbidity, affects 

a few thousand people in Bolivia. These people are in pockets, mostly 
around Vallegrande (Santa Cruz) and in the Beni. The treatment is now 
done mostly on an outpatient basis. The leprosy control program seems 

to be working fairly well. People seem more motivated to take their 

treatment than do tubercu.osis patients, for example. Skin diseases, 

notably scabies, ate extremely prevalent and often overlooked. They 

affect a large perdentage (perhaps 50 percent) of the population in cold 
and arid areas (Altiplano) where bathing is not practical. Typhus occurs 

in these areas too, occurring in clusters of a few cases, but has not 

been too significant in numbers recently. The last known threats were 

south-east of La Paz and in Charazani (1974) An experimental typhus
 
vaccination has been tried out in several areas of Bolivia.
 

h. Improving the attack on commanicable diseases
 

Tuberculosis, rolio, diphtheria, whooping cough, tetanus,
 

smallpox, fellow '%iver, and measles are all subject to control through
 
vaccination. Tuberculosis, measies and whooping cough are among the most
 

important causes of mortality and morbidity in Bolivia. There have
 
receWily been more epidemics of polio, diphtheria, and yellow fever.
 

Since 1971 the MI0I and other health agencies have jointly operated a
 
vaccine bank to try to deal with these serious preventable diseases
 
through vaccination campaigns. There have been problems which have 
hampered the effectiveness of the Banco de Vacunas. The coverage of
 
vaccinations has been far from ideal despite claims to the contrary. The
 
reduction in these preventable diseases (with the exception of smallpox)
 
has been spotty and not definitely demonstrated yet. The concept of
 

maintenance of vaccination, although "planned for the future" has been
 
barely touched bo far, even in urban areas.
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There are several directions which could be taken to improve
 
the health situation with respect to comi,,unicable diseases. These would
 
include the wider and more efficient use of laboratory methods to establish
 
diagnosis and disease prevalence. Also, as mentioned above, improved sani
tation (water, waste disposal) is essential. Personnel in specialized
 
communicable disease programs could be used in expanded roles. The concept
 
of maintenance must be introduced in practice, not j;ist theory, especially
 
in vaccination programs. Co.mrunicable disease programs could be well
 
integrated into the local level as a part of the rural health system in 
order to complement, and in some cases replace, the present .national/ver
tical programs. Adequate and maintained supplies of pharmaceuticals are 
crucial to such programs as tuberculosis and leprosy. Sts:,dardization of 
government policies on the treatment of communicable diseAses would also 
be important. Obviously, better supervision and an improved reporting
 
system would be required. The most efficient and effective way of attacking
 
the infectious diseases would be oy methods of primary prevention.
 

3. .- com aunicable diseases and problems 

Diseases other than communicable diseases which represent
 
significant problems in Bolivia are mainly malnutrition, complications
 
of pregnancy, and trauLma. Malnutrition has been discussed above. It is
 
a contributing factor for many diseases and plays a large role in infant 
mortality, especially entering into the diarrhea-pneumonia complex. It
 
also has a role in anemia, which are common in Bolivi,.
 

a. Complications of pregnancy
 

Abortions, post-partum hemorrhage, toxemia, puerperal
 
infections, anemia, and unnecessary maternal mortality are al' compli
cations which are seen in Bolivia and are largely preventable, with the
 
possible exception of spontaneous abortions. In most areas, most pregnan
cies and deliveries proceed without consultation with txz.lned medical
 
personnel. The situation is improving slowly but notably, however, with
 
increased maternal and infant care programs such as motl'rs' clubs. Only
 
about eight percent of the population under the care of the MOH, had 
their pregnancies attended in a hospital in 1971. In 1973, this figure
 
probably almost doubled, although the changes have been mostly in urban
 
areas. . C 

b. Trauma 

Trauma and accidents are a complicated and very significant
 
problems (see Table 2.4) which deserve more analysis. There has been some
 
study by the Institute of Occupational Health of occupationally related
 
accidents, primarily among the mining population. But the trauma resulting
 
from farm accidents, traffic accidents, and violence remains largely
 
unstudicd. As Bolivia's number two cause of morbidity, trauma should be
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approached with an eye to instituting preventive measures. Some of these
 
measures would probably include improved driver and vehicle safety

regulations. Basic health education might also be important in the
 
prevention of accidents and burns in the home. Pesticide control is
 
particularly needed in the Santa Cruz area.
 

c. Other diseases
 

Some other non-communicable diseases which are of importance
 
in Bolivia are listed in the tableb of mortality and morbidit, -eviously

cited. These include gall bladder disease, which has a high incidence in
 
Bolivia and is probably due to chronic enteric infections and/or the diet.
 
Rheumatic heart disease, a consequence to streptococcal infections, is
 
also significant. Its incidence could be reduced if streptococcal
 
infections were recognized and treated adequately. Heart disease and
 
cancer are not very significant in Bolivia yet. One of the most co:umlon
 
surgical problems, especially in rural areas and particular to Bolivia, 
is volvulus, which is likely related to diet but may also have some 
relation to Chagas' disease. Silicosis is also a disease risk for miners. 
It is estimate.d that up to 25.5 percent of miners have silicosis and 
that 75 percent arc,exposed to it. Silicosis is predispose to the develop
ment of tuberculosis resulting in a syndrome of silico-tuberculosis with, 
a prevalence of appr ttimately 2.0 percent among the mining population."9) 

d, Mental health 

No good figures are available for mental health in Bolivia,

but there is no indication that, it is less of a problem than in other
 
similar countries.. Outpatient experience indicates that neurosis are
 
fairly common (anxiety, depression). There are a few private mental
 
hospitals in Bolivia, but most seriously ill patients with mental
 
disorders are hospitalized at one of the two national mental hospitals
in Sucre. These hospitals, the only ones run by the government in the 
country, have 447 beds, which are essentially always full, indicating

that there is a need for more psychiatric facilities and treatment. A
 
peculiar mental problem for Bolivia is mental retardation secondary to
 
cretinism, induced by iodine deficiency. The incidence of this disease
 
is unknown, but it is probably more prevalent in Bolivia than in other
 
countries and it may be an especially significant problem in some rural
 
areas. 

e. Dental health
 

There is almost no preventive dentistry being done in Bo
livia. Some studies in the school age population have shown that 80 to
 
90 percent of those- surveyed were in need of dental care\M Ninety
 
percent of the dentists practice in urban areas. There is no flourida
tion of water in Bolivia and only a minimal amount of flouride treatments. 
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In rural areas there are few dentists, mostly on their aOn de provinci.e.
 

Usually they are unable to do much more than extractions.
 

D. Problems in the Health System 

1. Lack of preventive medicine
 

Many of the problems in the health system have been discussed
 
seen from the above analysis of morbiin Section "A" above. As can be 


dity and mortality, nutrition, and communicable and non-communicable
 

diseases, much more emphasis needs to be placed on preventive programs.
 

Although the Bolivian planners fully recognize this, the health budget
 

and programs (all institutions included) do not reflect it.
 

2. Inappropriate raining
 

The universities, too, have been producing personnel ill-trained
 

for the needs of the country. Fortnmately, the curricula for health per

sonnel are Just starting to be changed to reflect real needs of Bolivia
 

For-the first time, it is being seriously questioned whether
in health. 

Bolivia needs to produce 220 doctors a year, and whether the preparation
 

of 40 graduate nurses per year is enough.' Para-professional technician
 

training likewise is considered to be extremely inadequate to meet Boli
via's needs.
 

3. Inadequate supoly supervision 

The administrative, drug supply, supervision, and maintenance
 

deficiencies are also recongnized, but very little is being done about
 

these problems. In rural areas, the MOH provides essentially salaries
 

land food money and almost nothing else. Tihey provide almost no super

vision, few standard administrative procedures, no incentives for contin

uity of care of financial self-support, almost no equipment or drugs. 

But they do realize the deficiencies. In some departments, the MOH has
 

begun to give healt personnel short courses in public health, and even
 
community organiza un.
 

4. Minimal community involvement and confidences 

Upon to now, in general, there has been little community 
interest in health. This is especially so in rural areas where people 

have little confidence in the health system, not without some good reason. 

In a few areas, some gras~rovtd efforts are being made to involve the 

community, even to bring the indigenous healers into the health system. 

These efforts need encouragement and expansion if the health system is
 

to reach most of the rural people in Bolivia. 
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sector
 
.er programs and within health 


5. Integration with 


and communicable as nutrition, housing
If health problems such 

to be resolved, there must be 
integrated efforts with other
 

diseases are 

and education. Although there exist 

notably agriculturesector, most the National Communityaswork, suchdoing health-relatedmany agencies 
Development Service and various agricultural 

and educational programs,
 

there has been little successful 
integration of efforts with the 

health
 
cooperation:ieed improvementmajor problem which will is 

sector. Another The health system
.etween various agencies in the health field itself. 


has not been able to work in an efficient manner 
in attacking the major
 

health problems largely because 
of institutional anarchy within 

the
 

system. 
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Footnotes
 

(1) 	Ministerio de Previsi6n Social y Salud Piblica, Plan Nocional de
 

Salud, 1971?-1978, La Paz, 1973, p. 49.
 

(2) 	Montero Community Health Project, "Encuesta Demogr~fica, Sanitaria
 

y Socio-Economica de la Comunidod de Montero", 1965, 1966 y 1969.
 

(3) 	Op. cit., Plan Nacionni de Salud, 1973-1978, pP. 119-120.
 
Urban costs = b.32.9 million vs. rural costs = o.9.1 million.
 

(4) 	Ministry of Henth; Division of Maternal and Child Health,
 

unpublished data, 1973.
 

(5) 	McDermott, Walsh, "Modern Medicine and the Demographic Disease
 

Pattern of Overly Traditional Societies: A Technologic Misfit",
 

Manpower for the World's Health, Association of American Medical.
 
Colleges, 1966, PP. 137-161.
 

(6) 	The birth rate for 1971 was estimated at 44 per 1000 population.
 

This rate would place Bolivia among the highest in Latin America
 

(see Table 2.1). However, it must be stressed that this is an
 

estimate only.. There has been no census in Bolivia since 1950,
 

so the denorinator is only a guess. The numerator is likewise
 

only an estimate, as there is a very large underregistration of
 

births.
 

(7) 	Results published in Plan Nacionsl de Salud, 1973-1278, Ministerio
 

de Previsi6n Social y Salud Piblica, La Paz, 1973.
 

(8) 	Centro de PTehabilitaci6n de Nifos Desnutridos, Estudio Nutricional
 

en Niios Escolares, Montero, 1973.
 

(9) 	Seminario Regional de Silicosis, "Tema VI - Epidemiologia de la
 

Silicosis", Organizaci6n Panamericana de la Salud, Publicacion
 

Cientlfica No 20D, 1970, pp. 56 & 62.
 

( 0) Sociedad Boliviana de Salud Pblica, Foro Nacional de Salud Phblica
 

La Paz, 1973, P. 101.
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CHAPTER Ill 

ROLE OF HEALT PRPOGP.-*S IN SOCIAL AND 

ECONO14I C DEVELOPI,T 

A. Introduction
 

Improved modern health service-a ;'e ltim,4teiy related both to the 
social welfare and the economic productivity of developing countries. 
Altnough the theoretical "state of the art" nd cLmpoundJng methodologi
cal problems have not permitted a concise or quantitative definition Lf
 

the relationship between health and development, there is a broad consen
sus among international donor agencies that an acceptable level of health 
is an essential pre-requisite to socio-economic development. A recent 
report by the Inter-American Development Bank (IDB)(l) perhaps best 
sumr.arizes this general understanding: 

"Health does not lend itself to the same Ftatistical 
analysis as that utilized in demonstratinq the quan

titative relationship between education az,'d economic 
productivity, nor can it be claimed that health is 
the only causal fuctor in the capacity to become 
"educable" and to become more productive, but it is 
long-term economic development". (Emphasis sdded). 

As we approach an understanding of the relationship between an
 
investmunt in the health sector of Bolivia and its impact on the socio
economic development, it is important that we recognize' some of the 
conceptual and methodological limitations imposed upon us. At the same 
time it is important that we are as clear as possib)e in our understand

ing of the nature of the relationship between tt.: two and, where feasible, 
the magnitude of any effects.
 

In organizing this effort we shall examine first (Section B) some
 
of the "costs", both economic and social, of the prevailing health Dro

blems in Bolivia. In Section C we shall then explore some of the ne
fits that one may reasonably e;p-et from an ir !stment in the health 
sector. In Section D we shall discuss some o he"costs" or potentially
 

negative aspects of an investment in the healtn sector, especially us
 
they may relate to an ulternative investment in other areas of the socie

ty. Finally the crucial question of benefit-to-costanalysis, and some
 
conclusions about the ultimate utility of an invec tment in health in 
Bolivia, will be examined in Section E.
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B. 	 Economic Costs of Current Health Conditions
 

There can be no question that ill health has a cost to society. 
While most people will quickly recognize the cost of treating a disease 
as an inherent drain of resources, in fact there are many othei losses 
to a society, direct and indirect, due to the consequences of illnesses. 
A recenti Office of International Health (OIH) publication(2) provides 
an outline of the five types of "costs" that one may use to assess the
 
value lost to a community because of a health problem. 

1. 	 The dirent cost of diagnosis and care. 

2. 	 The indirect cost of lost wages and lcst productivity.
 

3. 	 The indirect costs attributed to increased caloric needs
 
of all population working and non-working.
 

4. 	 The indirect costs attributed to investment in individuals
 
who die as a resilt of the disease.
 

5. 	 The indirect costs to the government through social security
 
payments. 

We zhall try tc evaluate each of these costs ithin the context of
 
the Bolivian situatibn.
 

1. 	 The direct cost of diagnosis and care
 

"This includes private, governmental, and international
 
expenditures. When no dat. are available to compute
 
the direct costs for any disease to the various sectors
 
or within any one sector providing care, the only
 
figures which can be used are budget expenditures al
located to categorical disease problems. Although
 
these budget allocations include some prevention funds,
 
they understate the total direct costs as they include 
other government and private expenditures" .(3) 

In Bolivia there is no data available for computing the direct costs
 
of diagnosis and care for any given disease. Consequently, one must
 
turn to che more imprecise categorical budget allocations.
 

From data presented in Chapter VI, C we are able to identify insti
tutional budget components and ccmpute an estimate of the direct cost
 
of diagnosis and care in Bolivia. In Column (1), Table 3.1 below, we
 
may see tae 19 74 estimated expenditures of the different health service
 
components. For the public sector, these expenditures represent the
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budget allocations for health services while the private sector ex

penuitures are estimates of private investment in nealth services. In
 

Column (2) are listed the amounts of operating budgets which go into
 

curative services or as shown in Column (3)that percent of the private
 
sector dollar which is used for curative services. Finally, in Column
 

(3) is'a calculation of the total expenditure for curative services.
 

It may be seen that of a total 1974 health sector expenditure of 

$52,175,000, $46,922,000 or 89.9 percent was spent for curative services. 

Table 3.1 - 1974 Expenditures for Bolivian Health Institutions.
 

(1) (2) (3) 

Institutional Estimated Percent Total US $ 

Components 
of Delivery 

Expenditures 
US $ x 000 

Curative 
Services 

for Curative 
Services x 000 

OH11,370 70.0 7,959 

SSS 17,605 95.0 16,725 

Other 3,200 95.0 3,040 

Private 

(a) Modern 15,000 95.0 14,250 

(b) Traditional 5,000 99.0 4,950 

Total 52,175 89.9 46,922 

Source: USAID/Bolivia, Humanitarian Assistance Division, 1974. 

We may now examine the urban versus rural distribution of these,
 

curative expenditures. Chapters IV and V, provide a discussion of the 
areas of program activities. Fromorganization of the health sector and 

this material we may estimate the distribution of expenditures by the 

different components of the public and private sector and derive an 

estimated cost of curative services for the rural versus urban areas. 

Table 3.2 below we may see in Column (1) the curative expenditureIn 
for the different components of health sector. Column (2) contains
 

of program activities and e-:pendituresan estimation of the percent 
in the Urban Suctor. In Column (3) are the calculated expenditures for 
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curative services in urban areas, Column (2) times Column (1). 
 Finally
 
in Column (4 )ere the expenditures for curative services in the rural
 
areas.
 

It may be been that of a total of $46,922,000 expended for curative
 
services, 
an estiih:ated 22 percent or $10,101,000 are expended in rural
 
areas as opposed to $36,823 for urban areas.
 

Table 3.2 - Estimated Cost of Curative Services in Urban versus Rural
 
Areas in 1974
 

(2) (3) 

Institutional Total US$ for Estimated Estimated Estimated 
components 
of Delivery 

Curative Ser-
vices x 000 

Percent 
Expenditures 

Expenditures 
for Curative 

Expenditures 
for Curative 

in Urban Urban Servi- Rural Servi
areas ces US$x 000 ces US$ x 000 

Public
 

MOH 7,959 75 5,969 
 1,990
 

SSS 16,725 90 15,053 1,672
 

Other 3,040 50 1,520 1,520
 

Private
 

Modern 14,250 
 95 13,538 712
 

Traditional 4,950 15 
 743 4,207
 

Total 46,P922* 36,823* 10,101*
 

Percent 100 
 78 22
 

• Error in rounding account for slight differences in totals
 

Source: USAID/Bolivia, Humanitarian Assistance Division, 1974 
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2. The indirect costs of lost wanes and lost productivity
 

"These :eLtimces recognize that when a worker is ill 
enough to be reported as a disease case to the health 

authorities, hc is not vorking and is, therefore, not 

receiving his non.al zalary. 1hile i.t is posZsible 
that he receives some payments from insurance by the
 

government, i.e., Social Security, he is not produc

ing, and his lczt productivity can be counted in 
terms of his equivalent lost wages. The many pos

sible costs of lost wages and lost productivity are
 

derived by ... vari cuc sPt 1s regard... 
the nature of a specific disease and the charac

teristics of the working population. The assump

tions include a minimum daily wage; varying periods 

of disability; work weeKs of five or six: days; and a 

working population discg ting female labor or
 
equating female labor". 

A recent study by Ohio State University (osu) (5) ma,, provide 

us with some basis for estimating the i'ndirect costs of lost wages
 

and productivity in Bolivia due to illness. The OSU team surveyed
 

a number of industries with a set of questionnaires concerning the
 

workers recent health experience. This set of questions attempted 

to obtain information on tne extent of absence due to sickness or 

accidents over the course of a two month period prior to the date
 

of the interview. It also sought to identify the reason for the
 

absence and the utilization of medical facilities. While not all
 

data collected was useable, some of the conclusions that were pos

sible provide a striking picture of the impact of poor health
 

on Bolivia's industrial labor force.
 

"In aggregate terms, somewhat more than 9 percent of the
 

sample of employed persons reported having missed at least
 

one day of work during the two-month reference period.
 

Given the differential risk and exposure of certain groups,
 

there was (as ex-pected) some variation in the proportious 
of workers reporting days lost from work.- For instance,
 

while roughly 8 percent of professional, managerial
 

and clerical workers reported some days of work absence,
 

more than 10 percent production workers reported similar
 

episodes.
 

There was even a more significant variation in the number
 

of days lost among various occupational groups. The mean 

nwnber of sick-days of non-production. worker, for instance. 
was roughly 6 days per month, while for production workers 
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it was almost 9 days. Of the production workers,
 
moreover, miners who reported sickness tended, on
 
the average, to lose 10 days of work per month.
 

Despite their inherent methodological limitations, 
th se data demonstrate the high toll that ill 
he~ith--S-t...in: from a variety of causes--exacts 
from the naticral labcr force. 
 If one assLunss Lhat
 
these figures are represenative of the year in
 
which they were obtained, and one further assumes
 
that they are in some .ense accu.ate, they,,-p'y
that somewhat more than one-third of the total 
work deys per mcnth available to the national 
non-awricuilzural labor fo.ce for nroductive
 
purposes are lost due to sickness and accident. 
(Emphasis added)(O). 

Needless to say, this figure seems high, and there were certain
 
methodological problems with the survey. 
On the one hand, the
 
survey was taken of people who were currently employed thus exclud
ing those who were not active in the work force because of illness.
 
On the other hand, there are questions about the size of the labor
 
force estimates which mny ovirst;ite the magnitude of absenteeism
 
ratios. But, as is concluded by the authors of the study:
 

"Even with the possibility for some
 
error, however, these figures tend to
 
substantiate the need for thinking
 
.of the low levels of national health
 
as being a significant constraint on the
 
economic development of Bolivia".(7) 

As we apnvcach an understanding of the "indirect cost" of the 
loss of productivity represented by this study, however, we must
recognized that it refers only to the non-agricultural labor force,
and we know that 63 percent of the Bolivian labor force (Taolc 1.18)
it involved in agricultural production. We have no studies and 
information upon which to understand of illness-related lost produc
tivity in the agricultural sector. But perhaps some reasonzuble 
estimates may be made, based on the experience with the non-agricul
tural work force. 

First, we must recognize that the lost productivity examinedin the OSU study was fow absenteeism only. Nct considered in that 
study are the losses to productivity due to inefficient or restrain
ed work effort at the time of illness when the worker comes to the 
Pla.ce of work. Surely t,he worker does not absent hiI.J]. from 
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work for every illness. While there is every reason to believe
 
that, due to social security benefits und the salary system, the
 
industrial worker is wore likely to take time off from work for
 
a given level cf illness than the agricultural worker, there is also
 
reason to bc:lieve that losses to agricultural productivity are more
 
likely to suffer most from sub-optimal output at the time of il
lness. A greater percentage of agriculturel laborers would "work"
 
w1hilc ill (lcw-productivit y not indicated by absenteeism data),
 
but would work at a less optimal level.
 

Secondly, we may reason that while an industrial worker may
 
be more likely to be absent from work for a Piven level of ilnes,
 
the prevalence of' illness - serious illness - is greater among the
 
agricultural labor force than among the industrial sector. (See
 
discussion: Chapter II, Section A.6. Problems in Rural Areas).
 

Thus, fromithe above analysis, we may reasonably estimate that
 
losses to production due to illness, in terms of absenteeism and
 
lower productivity, are similar between agricultural and non
agricultural working populations; and that it is conservatively
 
(based only on non-agricultural absenteeism) valued at one third
 
of the total work days per month. 

We are now confronted with the problem of placing a value on
 
this lost productive time of workers. To permit this quantifica
tion we can refer to Table 3.3 below which outlines the estimated
 
1974 GDP at factor cost by sector. 

Table 3.3 - Bolivian Labor Force Production Estimates by Sector,
 
1974
 

(1) (2) (3) 
Sector Work Force Gross Product Per Capita
 

(x.000,000) (US$ x 000,000) Product (US$)
 

Agriculture 1.6 325 203
 
Industry 0.4 500 1,250
 
Service 0.5 625 
 1,240
 

Total 2.5 1,450 580
 

Source: CONEPLAN, unpublished data, 1974
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If we are to apply the findings of the OSU study to this data, we 
must first recognize that the product of the lab(:r force iii Bolivia is
 
accoriplished with only two-thirds of the work time available to it; 
onc third of Lho time is lost- due to illness. If we assume that the 
labor force could be as productive with the extra time available to
 
it - i.e., the time it now loses due to illness - as it is in the time
 
it currently works, we may find the value of this loss. productivity.
 
Outlined in Table 3.4 below is a display of the considerations neces
sary for this quantification. In Column (1) we have the average "ideal"
 
work days per year by sector. In Colu:n (2) we have assumed that one
 
third of the work days available were lost due to sickness, thus leaving 
us with the actual working days in 1974. The 19711 GDP by sector, that
 
produced by the work days in Column (2) is outlined in Column (3).
 
Column (4) is the anticipated GDP at factor cost, assuming that all
 
available work days would be fully productive (calculated by dividing
 
Column (3) by 0.66). Finally, Column (5) is the value lost, by sector,
 
because of lost wcrkdays due to illness, i.e. (4) - (3). It is noted 
that in ascending order of importance, the agriculture, industry and 
service sector incurred losses tota.ling US$725 million. 

Table 3.4 - Estimated Value of Lost Productivity of Bolivian Labor 
Force due to Illness, 1974 

(1) (2) (3) (4) 1 (5) 

1974 GDP iLost Product
 
Work Days Days GDP without idue to illness
 

Sector Availabie/ Worked (us$ x lost days: (US$ x
 
year in 1974 000,000)1 000,000)
 

Agriculture 320 
 213 325 487.5 162.5
 
Industry 295 197 500 750.0 250.0
 
Service 295 197 625 937.5 313.5
 

Total 1,450 2,176.0 725.0
 

Source: Derived from Table 3.3 data.
 

With reference to the rural versus urban distribution of this 
indirect cost, we may tabulate the quantities from the agricultural 
sector as representative of the expenditures in rural areas, and 
the industrial and service sector predominuntely (if not exclusively) 
urban. With this assumption we may see that of the US$725 million
 
loss in productivity, US$162.5 million or 22..4 percent is attributed 
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to the rural sector while US$563.5 million cr 77.6 percent is that lost
 
in the urban sector.
 

As was stated, the foregoing calculations were based on the assump
tion that the work force, both agricultural and industrial, could be as
 

productive in the extra time available to it as it is in the time it now
 
works. This assumption'would be true if given full employment and with
 

no other constraintz on factor inputs. This is obviously not the situa
tion that exists in Bolivia. Unemployment is estimated at 13 percent
 
in urban areas. Even more important, is the underemplcyment or hidden
 
unemployment of the labor force, especially in rura.l areas. Also the
 
capacity utilization in some of the industrial sector of Bolivia has
 

been estimated as low as h0 percent and in some' rural areas (central
 
and Southern Valleys) limits of land and technology present tremendous
 

constraints on greater agricultural.productivity. Within this milieu
 
it is practically impossible to project the increase output, in the ag

gregate, that might be obtained by utilization of time now lost due to
 
illness. In sum, me may say only that the figures and -total used in the
 
consideration of this indirect cost are representative of a theoretical
 

economic state, with the simplest of assumptions. At such time" in'the
 
future when investigations in Bolivia provide the basis for better as
sumptions on labor output, these calculations can be ersily amended.
 

3. 	 The indirect costs attributed to increased caloric needs of
 
all the Dopulation working and non-working:
 

"These cost estimates are derived from the model developed
 
by Sheldon and Pollack for the Institute for Defense
 
Analyses (IDA). The model recognizes that febrile illnesses
 
accelerate the metabolism and thereby exert a caloric demand
 

which must eventually be replaced by increased food consump

tion. This caloric increment attributable to the disease
 

process consumes food that is essentially wasted. The costs
 
of the caloric increment can be assessed in terms of food
 

in three different ways - the number of persons it could feed
 
if reallocated, the number of working days required for its
 
production, or its value in the market place".(8 )
 

The high prevalence of febrile and diarrheal diseases in Bolivia,
 
both 	of which add to caloric loss, make this a cost of considerable
 

impact. Yet, only the most complex calculations, coupled with extensive
 
knowledge of the incidence of these symptoms, themselves associated many
 
different diseases. Also, there would need to be estimates of the avera
ge caloric intake and the average value of a calorie in Bolivia. In this
 

case we find the necessary information unavailable and we must leave
 

unevaluated the magnitude of this cost. The consequence of the loss,
 
however, should not be underestimated. As has been noted previously,
 

malnutrition and marginal nutritional balance is widely a prevalent proble.
 

Especially in rural areas, the increased c'aloric demands during illness,
 
is a 	tax of major proportions.
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4. 	 The indirect costs attributed to investment in individuals
 
who die as a result of disease:
 

"This includes goverrnment investment in education, child
hood 	care and other programs identified as directed at
 
childrene.g., school lunch programs, and represents
 
waste investments. Non-governmental and private expendi
tures for the care, education, and raising of non-produc
tive individuals also should be included. The expected
 
benefits of these expenditures are not realized when
 
premature death occurs. For this reason, these costs
 
are mentioned to illustrate a "waste" of the society's
 
efforts. Because data are usually not available to
 
estimate the magnitude of this investment, these costs
 
are calculated for individual diseases".(9)
 

As indicated in the discussion above, the untimely death of an in
dividual in whom society has already invested and who has not contribut
ed a full measure in return, is a cost of disease that must be conside
red. In determining the magnitude of this cost however, there would be 
required the most sophisticated of data and estimations. First there 
would be required Lfn estimate of the approximate costs of social servi
ces.extended to the growing individual, predominately education. Second
ly there would be required a comparison of current age-specific death 
rates in Bolivia with those that might be obtained in an ideal situation 
(e.g. developed country age-specific death rates). Thirdly, there would
 
be' needed some estimation of the marginal productivity of workers during 
their productive years, discounted for the investment in years past. 
From such a complex consideration could be derived the cost of the excess
 
deaths in those years before the full investment of society could be
 
returned.
 

It should be apparent that a data base is unavailable for such a 
calculation in Bolivia. In view of the lack of this kind of informa
tion we may only draw references to those diseases, (e.g. malaria, tu
berculosis) which on the one hand are preventable and which on the other 
hand ake their toll among older population groups, particularly the 
working ages. A high death rate among the population under five years 
does not incur a high value for this indirect cost, although some pu
blic services such as MCH clinic costs may be lost through an untimely 
death. 

As has been pointed out, silicosis and TB among the small but
 
economically important mining population (4 percent of workers who
 
generate 50 percent of Bolivia's foreign exchange earnings) is a se
rious cause of morbidity and mortality. Is is estimated that the average
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miner has a shortened life-span, to about 35 ye'ars of age. The los.
 

of these semi-sKilled workers, in the prime of their productive life,
 
is a cost of considerable importance to that industry.
 

Bolivian hemorrhagic fever represents another similar situation. 

Durin;.; .the decade from 1962-72, this disease had a 25 percent c:se 
fatality rate, resulting in 300 to 400 deaths in Beni and cause i.ae 

razint; by fire of about three villages. While there is no valia way 

in which one can place u quantified value on the eccunomic impucL of 
such 	 loss, one cannot diminish its importance. 

5. 	 The indirect costs to the government through Social Security 
paymcnts: 

"In countries where such a system exists, the Social
 

Security Fund is supported by canpulsory contributions
 

from -the employee, the employer, and the government.
 

Self-employed peraons may choose to contribute. Pay
ments made to the sick through this fund are estimated 
to illustrate the impact a given disease has upon a
 

specific government organization and upon the workers
 

and the employers who support it. These costs are not
 

included in the totals for the costs of the disease
 

because they represent a portion of the costs of lost
 

wages. Costs of disease to the Social Security Fund
 

are based upon the assumption that the proportion of
 

cases with a disease in the working-age population can
 

be applied to the worKing-age population with Social
 

Security coverage".(l0)
 

The largest single agency responsible for Social Security payments
 

is the CNSS with disabled miners constituting the greatest pool of bene

ficiaries. From estimates presented in Chapter VI, we find that the
 

annual expenditures by the CNSS for occupational and professionally 

related disease and accidents totaled US$8.5 million. In addition to
 

this sum, the CISS also makes payments for invalidism, old age and
 

death benefits, some of which are a result of work-related accidents.
 

Current record systems, however, make it impossible to estimate the
 

size of these benefits. Thus, for the total social security payments
 

for disease related disability, we may conservatively estimate US$8.5
 

million per year.
 

But we are presented with a particularly complex problem in consid

ering the true economic cost of social security payments. Such pay

ments are not properly considered a "cost" in themselves. Rather,
 

economists have recognized that such payments are more properly clas

sified as transfer payments. Derived from the tax system, these funds
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are provided by the tax payers and then redistributed to other people 
in need. Thus, they are not a cost, an expenditure of real resources, 
in the true sense of the word. However, it must also be recognized 
that there may be a cost of government transfers to one sector of the 
economy if they represent a lost opportunity to invest in another 
sector of the economy where the returns are greater, the cost being 
the difference in returns from the two investments. Thus, tiue US 8.5 
million dollars expended by the government for the payments to dis
abled workers incurs an economic cost insofar as there is this lcst
 
opportunity for investment in other areas with higher returns.
 

But we are faced with the insurmountable problem if we truly want
 
.to consider the cost of determining the return on investment of all
 
government expenditures. It may be that investment in social security
 
payments has a high return on investment, in which case the costs are
 

low. More probably, however, these payments have very low returns,
 
since they are neither preventive medicine nor curative services. But
 
only after-the-fact maintenance payments, in which case a considerable
 
cost is involved.
 

Thus we must leave the US$8.5 million in our consideration but only
 
as a financial cost, not.a true economic cost, and conclude that we can
 

not truly determine this cost for Bolivia with current data availabili

ty.
 

6. Summary
 

. Summarizing the discussion above, it should be apparent that
 
there are definite methodological problems in properly determining the
 
costs of disease in Bolivia. The lack of necessary data has required
 

numerous reasoned assumptions about the magnitude of such costs. In
 
some cases, simply, no estimates can be made. With this understanding,
 
however, we have compiled the following table (Table 3.5 of the costs
 
of disease in Bolivia). Even with necessary omissions of some catego

ries, we are finally able to estimate that the possible total upper
 
limit costs in disease in Bolivia for 1974 was US$772,924,000.
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Table 3.5 - Summary of Estimated Costs of Disease in Bolivia, 1974 

(us$ oo0)
 

Cost Category Urban Rural Total
 

1. The direct cost of diagnosis and
 
care 36,823 .10,101 46,924
 

2. The indirect cost of lost wages
 
and lost productivity 563,500 162,500 725,000
 

3. The indirect cost attributed to
 
increased caloric needs of all
 
population working and non-worit
ing.
 

I. The indirect costs attributed to
 
investment in individuals who die 
as a result of disease 

a
 

5. The indirect cost to the govern
ment through Social Security
 (8 , 5 0 0 )b 
payments 


600,323 172,601 772,924
Total 


a Insufficient information in Bolivia to make quantitative estimates
 

b Financial cost only, not true economic costs. Not added into total.
 

Source: USAID/Bolivia, Health Sector Assessment, 1974.
 

This is obviously an impressive figure and can only generate
 

as much skepticism as concern. This conclusion has required the ac

ceptance of some assumptions that, at another time and place, might
 

be debated at great length. But it is also recognized that this con

clusion is "ccnservative". Of necessity, it has not included a con

sideration of other recognized but tqnquantifiab2-c costs, e.g., wasted 

calories, lost investment. Similarly, using another scheme for
 

organizing our estimation of costs of disease we might have included
 

"the cost of trying to avoid the disease" (all
other such concepts as 

or we might have placed estimates
current preventive medicine costs), 


on some of the social costs of disease. Outside of the purely econo

mic consequences of disease we might have considered costs associated
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with the disruption of normal, f.mily relations due to illness, disabi
lity or mortality/. Similarly, there are costc ucsociateLd with social 
discontent harbored by those segnents of the population aware ihut 
basic preventive and curative services are available to some people 
but not to others. Lastly, there is tio difficult area ot' thcu econo
mic motivational consequcnces of prcvu.Lent ill-healtn an tijni mortali
ty in a community. For instance, when life i., "nsty brutIsh nnd 
short", there probably is a reluctance for the cUL,.:,.L nity u(: ,';n'l(c.

ce any economic change that may "chi ukn" aair'-dy precurious 
existance. 

A further analysis of this data load- us co come uciher 
important observations about the nature of cost of disease in Bolivia.
 
Although we see that there are many ways to demonstrate the cost of 
disease which is borne by society, we find thar there cre moru indirect 
costs, both in number and magnitude, than there are direct costs.
 
This has some important consequences which are best summarized in a
 

concluding paragraph from "The Cost of Disease and the Costs of Inac
tion" 

"The impact of a disease upon a society has traditionally been
 
considered in terms of the number of lives lost as a recsilt of 
the disease, the number of ill or disabled persons af['lictcd 
with the disease, or the degree and length of suffering caused 
by the disease. While these considerations are essential, they 
do not identify the full burden place upon Lhc society. They 
also do not demonstrate the costs of inaction, wiich are often
 
greater than takin3 action to control a problem. Disease
 
carries certain economic costs which are borne by the society 
- the direct costs of prevention and care and certain indirect 
costs which are often borne without the knowleuge of t,11 
society. The direct costs can be consciously reduced thrcu,h
 
decisions to ignore the prublem. Indirect costs, however,
 
remain the same or increase if the disease problems are 
ignored, so that inaction proves more costly than minimal 
action to contain disease. These costs can be reduced only
 
through prevention of eradication of the disease. (alphasis
 
added). 

Thus the direct cost of disease, while most apparent, lead 
to a gross underestimation of the total burden of disease io the 
Bolivian society. Similarly, there may be a desirc to reduce these 
direct costs withcut cognizance of the impact that such a reduction 
may have on those more important indirect costs, thereby generating 
iaulty economic investment policies. While the consideration of the 
costs of disease in Bolivia is necessarily "soft", what few estimates 
that we have been able to ,enerate indicate the immensity of the 
costs, direct and indirect, that must be considered in any heulth
 
investment in the country. 
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C. Benefits of Ilcalth Programs on Soclo-Economic Development 

1. Introduction
 

In Section B we explc.red some of the costs of health ill and
 
disease in Bolivia. We now turn to a discussion of come of the bene

fits that one may ..pect- frcm an investment in health programs. H;calth
the physic-l, emotiona] and social well-being of people - is intimately 

f
related to nLmerous LaCt r. in the social crder; and expenditure.- ir; 
the health sector do malke a contribution to that ultimate goal c.f 
health. To further elbc:ratcd on that contribution we may divide 
health activities inuo four categories: i) treatment, ii) prevention, 
iii) information, and iv) research. 

In the short run, treatment can be one of the most effective 

activitioL to reduce the duration of morbidity and the impact of morta

lity. Tiere is no question that several cf the leading causes ofn+  mortality -in Bolivia (e.g., childhood gastro ei t l ; -S-piratorly 

illnesses, tuberculosis) demand considerable attention to treatment.
 
Ticwever, in the l.nr run preventive progrms Are likelr t.o be ,nfc-re ef
fective than treatment in eradicating these diseases. This is not to 

say that treatment or preventive programs are substitutes for each
 
other, but. rather that they are complementary and that a proper mix 
of program activities is necessary.
 

Information about health status and available health measures
 
is a necessary complement to both treatment and prevention. It can
 
make both more effective and efficient the utilization of other serv
ices. Also, primary health information (e.g., programs on health
 
education) may be seen as an integral part of an activity in a prevent
ive program. Finally, research on the nature of hcilth problems or on
 
the reasons for the inefficient use of health services is a necessary
 
adjunct to the effective application of all other program activities.
 

In Bolivia, we already have suggested that the current demands
 
for curative services has resulted in a relative over-investment in
 
this category. As was noted above, the effect of these services are
 

immediate and dramatic, but the lung run benefits are marginal.
 

2. Relationship between health status and production
 

In Section B.2 we have discussed some of the costs of illness 
due to decreased productivity of workers either through lost time at 
work or early retirement. In this section we may now examine the other 
side of this coin or the contribution of a health program to producti
vity. 



In planning its investments in Latin America, the Inter-

American Development Bank (IDB)(12) was most cognizant of relation
 
of heulth and development and clearly stated its understanding in
 
the following munner:
 

"To the social benefits which are derived from the 
improverncnt of health conditions in Latin America 
need -u be added the ample economic benefits whic i 
justify the Bankl's involvement in this field. As 
in the case of education, a demonstrable irelationship 
exists between improved heulth and economic productivi
ty" both join in the fcrmaion and preservation of 
human capital. It is no accident that in advanced 
countries, 2roductivity has been increasing at 
a
 
much faster pace than -can ,e ex.ainea alcne by
inputc of physical capital end additions to the 
work force. The explanation lies in the increased 
productive capacity of a work, force whose quantita
tive growth has been aided by improved health, and 
whose quality has been improved by inputs of health
 
and education... Tn siinmiry, health is required 
to maintain and improve the productivity of the 
work force and to make it possible for the pre
work force population to take efficient advantage 
of the investment in educational facilities required 
for their later performance as workers". (hpEphasis 
added). 

There may be questions as to the direction of causality:

Does better health lead to increased output, or does increased out
put lead to better health?. Undoubtedly, causality runs in both
 
directions. As was discussed previously, health, economics and
 
welfare are intimately related; and the combination cf the three
 
contributes to un upward spiral Lf social well-being. But 
 such
 
a statement also affirms the effect of health on production.
 

We may now ask: In what ways can better health lead to 
increased output? Most directly, healthier workers will be more able 
are more highly motivated to produce than workers who are debilitated. 
Healthier workers ar2 more robust in accomplishing a given task; and 
the utility of their work - the enjoyment of the salary or earnings
they expect to receive - are greater than for the less healthy worker. 
The drive to earn (and enjoy) a pay check in enhanced in the healthy
producer. It should be noted that benefit from icareascdthis produc
tivity would be grouter, althoU!,h1 not exclusively, in labor-intensive 
industries and especially in the rural agricultural areas. Still, .better 



health can add to productive capacity in more capital-intensive
 
industries throu.gh lover production costs by such mechnisms as
 
lower absenteei.m and greater longevity of the vorK force (e.g., 
less resources inve.sted in Lruining of' nev workers). 

Health programs can also contribute directly to the 
aeve1cM ,ntof' a nation by opening ne- ureas oTr econoinic expicita
tion. Fertile lands m:yv be virtually urllin:tbitable becatuse of 
disese (e.g., riabrma, yellow. fever) or potentiai tourist :sitca 
may remain unvisited because of unsatisnactory sanjtary conditions. 
In bot'h these areas, health programs may have a spucial contribu
tion t. make to Bolivia. Current efforts at settling areas arouni 
Santa Cruz and devcloping the agricultural and petroleu.,m inaucL'ies 
there are being especially hampered by the prevalence cf' virulent 
diseases. Malaria, yellow fever, hoo1iq:Drm,- and tuberculosis tll 
remain a eterenT -o convincing settlers that this is a desirablu 
area to set forth a nev life. Also, Bolivia has a relatively un
tapped tourist ottraction in the ruins of the Inca civilization 
in the Altiplano. The provision of proper sanitation Und.the 
eradica.tion of endemic typhus and TB would contribute to the 
fuller development of this resource. 

3. The.relationship between health and other-than-health 
expenditures 

Improvement in health may allo, for a more efficient
 
utilization of funds expended for other social services. Health
 
and education appear particularly interdependent in this respect.
 
Studies of the relationship between nutrition and mental develop
ment of young infants have most explicitly demonstrated the
 
relationship between health and learning ability. A decrease
 
in the high prevalence of malnutrition in Bolivia must have a
 
significant effect on the efficiency of expenditures for education.
 
In a similar vein, school age children, may fail to attend schuol
 
or perform inattentively because of poor health. Improvement in
 
health again must add to the benefits derived from school attendance
 

Finally there is the difficult-to-prove, but much discus
sed motivational aspects of health services on a developing society.
 
Development, in all its ramifications, necessarily calls for a change
 
in traditional life styles. Health services' technology is not
 
only highly visible and emotionally potent but is many times the
 
first encounter that rural people may have with the developed world.
 
Health centers, along, with schools, are the first channels for 
acc eptuce of innovution in rural areas. Modern health practitio
n -r6, properly placed and trained, can have an impact on social 
and economic development far beyond the strictly technical limits 
of the medical services they provide..
 

http:throu.gh
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Not only can health services in rural Bolivia do much
 
to extend the "future horizon" of' the people, through the contain
ient of the ravages of fatal or severely debilitating disease, but
 
it can instill in these people a trust in the potential of a chan
ge in their life style vis-a-vis with education, agricultural 
practices and social customs.
 

4. Health services and employment expansion 

Although we have been evaluating the effect of health
 
services on health and subsequently, the effect of the latter in
 
the development of other spheres of the economy, we must not over
look the direct effects of'investment in he-ith as an "industry" 
in its own right. The health sector of any country is ooe of
 
high labor-intensity. Especially, in a developing country such as 
Bolivia, much employment can be created by cn expansion of the 
health sector. Particularly, witlh the development of a rural 
health service thrcugh the use of para-professionals, auxiliary 
personnel and lay health workers. there is created a demand for 
relatively large lumbers of semi-skilled workers. This demand 
has not only a dir'ect employment advantage but also an educational 
component with other multiplier effects. 

Although major benefits are derived from such investment
 
in rural health services, the increased use of para-professionals
 
in the relatively skilled and costly urban health markets can have
 
a similar employnient effect, besides increasing the productivity 
of existing skilled manpower.
 

It should be apparent that ancillary health activities
 
such as preventive medicine and environmental sanitation are equal
ly labor intensive and their expansion would create much additional
 
employment. These types of services have the added advantage of
 
being comprised of skills which are easily transferable to non
health markets if and when an intensive sector investment is no
 
longer required.
 

D. The costs of health sector investment
 

Thus far the emphasis has been on the costs of disease and the 
benefits of health service investment. We now turn to a critical 
examination of some of the "costs" of an investment in the health 
sector of Bolivia. 

1. Opportunity costs
 

There is a common belief that an invc:tmicnt in hctlth is 
an undisputed u.ood'- that any addition to the health status of u 
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population cannot be faulted on any account. 
While few can deny

that an improvement in health is a worthy goal, it must also be
 
recognized that such gains are made at a cost for lesser developed

countries, scarce goods and resources are directed away from other
 
societal goals if they are to be committed to an investment
 
in health services. Economists have called these "social opportu
nity costs" or the cost of the lost opportunity to invest in some
 
other area of society.
 

What is the magnitude of these opportunity costs? Un
fortunately, this concept of opportunity costs must remain just

that - a concept 
- inBolivia. Only with the most sophisticated

(and costly) kind of manpower and resource data could one begin
 
to make a reasonable estimate of the opportunity costs that might

be entailed with a given level of investment in health services.

This kind of information is simply not available in Bolivia.
 

2. Effects of health on popu!8tion growth
 

Throughout the develor,'nc, world and in much academic
 
literature, there is the view that ,,dical care and public health
 
largely are responsible for the so- .alled "population explosion".

Better health services, as the argument goes, will reduce mortality

rates, particularly infant mortality, without a concurrent reduction
 
in birth rates resulting in an immediate growth in population. It
 
is recognized, however, that after some 
indetermina-,ed time of
 
learning, families will see that they need not continue this
 
excessive fertility behavior to achieve the desired number of
 
children. 
Also, with improved health and development, there is
 
the recognition that children are not necessarily an asset, 
an
 
insurance for old age, and fertility behavior is reduced. 
Of
 
course, during this period of "learning" the'e is a rapid population

growth.
 

However, this argument is not without its critics.
 
Recently Marshall (B) 
et. al. noted, somewhat sarcastically:
 

"Thus, it would seem that the global decline of death
 
rates has been attributed to mass campaigns against
 
malaria which are as yet inconclusive, to drugs which
 
are largely inaccessible, to doctors who are unavail
able, and to sanitation programs which do not exist...
 
Death rates began declining before the advent of
 
antibiotics and in spite of the fact that 80 percent

of the rural area of this region (Latin America) still
 
has no treated water".
 



114 

These critics conclude that a general improvement in nutrition hr..
 
probably been the single most significant factor in explaining ta.
 
decline in death rates and subsequent population growth in the
 
developing world. But academics aside, this potential problem
 
has significance in Bolivia. Although Bolivia is a sparsely
 
populated country which eventually will need more manpower for
 
settlement and development, a rapid substantial population growth
 
could quickly overtax the economic infrastructure of Bolivia. Mal
nutrition is even now a serious problem, end it is doubted that
 
the country could support many more people in the near future with
out dramatic changes in its agricultural productivity and in the
 
redistribution of its population. Thus, the threat of a rapid

population growth in Bolivia as a result of an investment in health
 
must be addressed.
 

One answer might be to seek a stabilization of death
 
rates, but withholding medical technology as a method of population
 
control is clearly unthinkable. A more reasoned approach is to
 
provide for efforts at economic development to support A growing 
population. Simultaneously, comprehensive health programs could
 
be implemented which integrate acceptable means of limiting
 
conception for those persons desiring them as they come to perceive
 
the economic and social advantages of their use. Good health thus
 
is a prerequisite to effective stabilization of the population
 
at whatever size, that may be desired; individual couples seeking
 
a certain family size must have confidence that the number of
 
children born to them will have a good chance of survival to 
adulthood.
 

3. Effects of health on unemployment
 

It is recognized that Bolivia has a considerable un
employment problem and to an even greater extent an underemploy
ment (hidden unemployment) problem. Under such conditions it may
 
be argued that an improvement in the productivity of workers, as
 
might be facilitated through a health program, would in fact lead
 
to an exacerbation of the "numerical" unemployment that exists.
 
It is assumed, in this argument, that the employer in this situa
tion can now employ fewer "more productive" workers than previous
ly to accomplish the same product or, similarly, that the expansion
 
in the traditional employment market will be slowed by the addi
tion of a newer more productive type worker. This possible con
sequence must be considered in any health service investment.
 

There istalso reason to believe, however, that this pro
blem is not as severe or significant as some may expect. In the 
first place, social patterns of labor employment are not quick 
to respond to evolutionary improvemcnt in' the productivity of 



workers. Thus the weight of tradition would smooth out the employment 
patterns that will be generated by this change in productivity. It 

can be assumed that during this period general socio-economic develop

ment '- limore than provide for new emplcyment opportunities for the 

presumed displaced workers. And it must be recognized that the in

creased productivity of workerS will contribute to these new oppor

tunities. Increased productivity of worklers will ultimately lower the
 

production costs, thereby increasing consumer demand. Although there
 

may be generated windfall profits in some rituations, especially in
 

non-competitive markets, it mu t also be assumed that the holders of
 

capital will eventually invest their increased reserves in other areas
 

of the economy ahd thereby generate more employment.
 

In sum, it is difficult to evaluate the ultimate cost (or
 

benefit) of this consideration. Increased productivity of workers
 

appears to be as much a part of increasing unemplcyment as it is in
 

remedying it.
 

4. 	 Health services and other potential problems:
 

One might posit a long list of ether problems that might
 

derive from an improvement in the health status of the Bolivian popula

tion. With improvements in education there may be generated demands
 

for better employment possibilities or for a more equitable distribu

tion of the national wealth. Also, it is recognized that a level of
 

heaj.th services rarely fills a simple demand but rather only generates
 

a demand for more and more sophisticated service. Indeed, rising
 

expectations only cause a demand for more public services or responsive

ness 	of the market. Such a discussion could go on and on, but quickly
 

it must be seen that these are problems of development and not of
 

investment in health services per se. Insofar as health is a mecha

nism that contributes to development there are also problems of health,
 

but insofar as there is any desire to help Bolivia develop, there are
 

problems that will arise no matter what mechanism is used. As the risk
 

of becoming unduly philosophical, it must be observed that society
 

rarely solves a problem. Rather, problems are substituted for each
 

other and, hopefully, the substitution is of a less severe nature. In
 

a sense we should welcome these types of problems. Indeed, they are
 

indicators of the development that must be sought.
 

E. 	 Benefit to Cost Analysis: The Value of Health Services Investment
 

in Bolivia
 

Having tried to examine the costs of ill health in Bolivia, the
 

expected benefits of an investment in the health sector, and some of
 

the costs involved in such an investment, it would be desirable to nov
 

evaluate the ultimate benefit or loss that may be expected from a
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particular investment in the health sector; or, in simple English "wheth
er an investment in the health sector is worth it".
 

It should be apparent, however, that the gaps in the data base
 
available in Bolivia does not allow for a benefit to cost analysis in
 
the true sense of the words. The full costs of disease in Bolivia are
 
only suggested by the considerations in Section B. Similarly there 1:3
 
no concrete quantification of all benefits that derive from an invest
ment in health services. Finally, there can be only an intellectual
 
recognition of the concept of opportunity cots in such expenditures.
 
But while there is not'enough information (and some might also suggested,
 
methodology) for a true cost benefit analysis, the foregoing analysis
 
has given us some basis for evaluating the costs and benefits that might
 
be considered in contemplating and investment in health services in Bo
livia.
 

In Section B, an estimate was provided of the total yearly
 
(based on 1974 prices) cost of disease in Bolivia, totaling an impressive
 
US$772.9 million. In part this estimate may be misleading as it is a
 
cost that is not totally eradicable. Disease is but part of human exist
ance and all societies must maintain some expenditures for health serv
ices. At the same time, some of the particular costs incurred in Boli
via in the health sector can be diminished; many of the diseases experi
enced in Bolivia can be reduced, if not completely eradicated, by the
 
application of the principles of modern scientific medicine, and particu
larly preve..cive medicine. It is not unwarrented, therefore, that we
 
might examine the impact of a preventive health program on some of the
 
costs of these particular diseases.
 

Immediately we are confronted with the problem of determining
 
to what extent the health problems in Bolivia are reducible. A study of
 
the outpatient populations in Ministry of Health facilities in 1968
 
provides us with an indication of the nature of the problems encountered
 
at these facilities and the quantity of patients which were seen for
 
diseases that were eradicable or reducible by some preventive program.
 
As summarized in Table 3.6 below, we may see that, in the judgment of the
 
investigators, 32.9 percent of the outpatient visits were for diseases
 
which were either eradicable or reducible by medical (immunizations,
 
health education), environmental sanitation or. dental programs. This is
 
not to say that almost one third of diseases seen were avoidable but
 
rather that preventive programs could have made some impact on the
 
experienced patient load.
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Table 3.6 - Sunmary of Outpatient Visits Attended by the Ministry of
 

Health by Category bf Disease, 1968
 

Code Category of Disease Cases Percent
 

a 	 Eradicable 4,052 0.2
 

b 	 Reducible by health interac
tions, principally immuniza
tions 148,144 6.2
 

Reducible by combined health
 

and 	other sector interactions:
 

c i) Environmental sanitation 339,410 	 13.7
 

i. r'e-entive dentistry Nv ,8 	 12,8 

32.9
Sub-total 789,469 


d iii) Other 746,918 31.0
 

Irreducible 	 870,116 36.1
 

Total 	 2,406,513 100.0
 

a - Includes yellow fever, typhus and rickettsia, malaria, rabies 

and smallpox. 

b _ Includes tuberculosis, syphilis and other venereal diseases, 

diphtheria, whooping cough, polio and measles. 

c - Includes- intestinal and other parasites, and intestinal and 

digestive infections. 

d _ 	Includes pneumonia, accidents, poisoning, violence, allergies,
 

nutritional deficiences, bacterial and respiratory diseases.
 

Source: 	Ministerio de Prevision Social y Salud Plblica, Plan Nacional
 
de Salud, 1973-1978, La Paz, 1973, p. 24.
 



We are thus brought to the question of what impact preventive
 
programs might have on such problems. As has been indicated, we could
 
not expect all "reducible diseases" to be 100 percent responsive to
 
preventive measures. While some vaccines provide virtually complete
 
immunity (e..g. smallpox, polio, tetanus, measles and yellow fever)
 
others provide only limited protection (TB/BCG and to some extent
 
whooping cough and diphtheria). Similarly environmental sanitation,
 
while necessary to effect improvements are not sufficient to eradicate
 
all diarrheal or parasitic diseases; and, such diseases as malaria
 
and Chagas' can be only incompletely eradicated in all but the most
 
intensive program efforts. Given the spectrum of diseases in Bolivia
 
which are responsive to preveative programs one can reasonably esti
mate that, in the aggregate, a reduction of 60 percent in the incidence
 
of preventable diseases by preventive health and environmental sanita
tion programs alone.
 

Returning to the original estimation of the cost of all disease
 
in Bolivia was US$772.9 million in 1974, we may now estimate the
 
magnitude of the potential benefits that were possible if comprehensive
 
preventive programs were provided. If we say that 32.9 percent of the
 
diseases were reducible by some preventive program and that such pro
grams were 60 percent'effective against the diseases they addressed,
 
in the aggregate, then we might conclude that the potential benefits
 
would be close to US$152.5 million annually (772.9 x 0.329 x 0.6), if
 
they effectively reached the total population of Bolivia*. Accordingly,
 
it can be easily obserVed that if 70 percent of the population were
 
affected by the theoretical comprehensive preventive health program
 
then the potential benefit would approach US$107 million (152.5 x 0.7).'
 
Again we may turn to Table 3.5 and with the same calculations as above
 
note that the potential 1974 benefit for the rural areas could have
 
been almost 24 million dollars. (172.6 x 0.329 x o.6 x 0.7).
 

From this analysis o0 the benefits of preventive health in Bolivia
 
we are provided the basis for projecting the magnitude of costs that
 
one could consider for such a program while still returning, in the
 
simplest form, as advantageous benefit to cost ratio. If we anticipate
 
benefits of US$107 million for a comprehensive preventive health (in
cluding dental and environmental sanitation)program reaching 70 percent
 

*The unstated assumptions of this estimation are not unreasonable. The
 
magnitude of the benefits possible from a comprehensive preventive health
 
program discussed above assume that the benefits of a preventive health
 
program, i.e., a reduction of the costs, is equally distributed among
 
the preventable diseases; in other words, that the diseases we are
 
reducing with the preventive program are equally distributed among
 
those diseases that consume funds for diagnosis and treatment and that
 
cause losses in productivity for workers.
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of the nation then we can be relatively assured that program efforts
 

costing less than this amount would have returns greater than the 

original investment. Through such analysis we anticipate that pro

grams expecting to reach a smallzr portion of the population might 

expect benefits of a similar proportion; hence, costs could be analysed 

againot these reduced benefits. 

In StU,, it must be emphasized again that this an!lysis, v.hile 
conscrvative, provides only the crudec form of benefit to cost analysis. 
Both costs and benefits have been estimated with wide but undcf'ined mar
gins Cf error. Ievertheless, it does reveal the methodology and considera
tions that one must undertal:e in evaluating the benefit flow from prevent

ive health programs. It also shows the considerable economic potentials 
that are available from an investment in comprehensive preventive health 

progra.zs in Bolivia. 

http:progra.zs
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CHAPTER IV
 

THE STRUCTURE OF THE HEALTH SECTOR 

A. Summary 

The nature of the health sector in Bolivia is conditioned in part by 
general governmental patterns and the political characteristics of the
 
country. Bolivia's constitutional structure provides for legislative,
 
Judicial and executive branches; in effect, however, the country is run
 
by Presidential decree. Decision-making responsibilities are highly
 
centralized, with the nine Departmental governments being spb-units of the 
national administration. Some effort is currently being made towards the
 
development and implementation of regional programs as a means of diminishing
 
the barriers of a cumbersome and fragmented centralized bureaucracy. Public
 
administration is politicized and particularly deficient in the aress o 
financial and personnel management, and planning. 

Bolivia's basic health legislation provides (a) ample latitude for
 
the development of adequate health systems and (b) the necessary executive
 
institutions. Budgetary restraints, administrative deficiencies and
 
professional orientation toward western and curative medicine have constrained
 
their full potential. In addition, the creation of competing health agencies,
 
for primarily political reasons, has led to fragmentation and inefficiency
 
within the sector. The only areas in which supplementary legislation has
 
been enacted deal with social security, occupational health and professional
 
development. 

Bolivia's health sector is characterized by a lack of coordination
 
among the various service agencies, a heavy urban orientation, and the
 
lack of strong sectorial policy planning. There are at present three
 
agencies -- the Ministry of Health, the Social Security System (with ten
 
service affiliates), and the National Social Development Council -- which
 
primarily have health service mandates. There are also three decentralized
 
public agencies which provide health services to their employees and/or
 
service populations: the National Institute of Colonization, the National
 
Road Service and the National Railroad Company. Sixteen agencies -- five
 
national and 11 local -- have responsibility for the planning and execution
 
of water supply and sewerage systems. The National Community Development
 
Service, in addition to promoting water supply projects, is also involved
 
in the construction of health posts and the training of health promoters.
 
Finally, there are eight Departmental Public Works and Development Corpo
rations (or Committees) which are involved to some degree in health develop
ment activities. In all, at least 37 government agencies participate in
 
the health sector; many of these have multiple and/or overlapping respon
sibilit as.
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Various non-governmental institutions are also involved in health
 
activities. These include the three University Schools of Medicine, four
 
nursing schools and one school for-social workers. At least ten reli
gious and voluntary organizations provide health services. Finally,
 
there are eight societies which represcnt different health orofessions
 
and numerous institutions which engage in scientific activitiec related
 
to health. These organizations all work independently, to the extent
 
that little is known of their activities.
 

All of the above organizations combined effectively reach no more
 
than 50 percent of Bolivia's population. The remainder --primarily the
 
dispersed rural population-- have access only to traditional practitioners.
 
Few studies have been carried out to determine the extent and substance
 
of these practices; it is believed however, that they consist of combina
tions of magic, religion, herbology and colonial medicine. A wide varie
ty of "specialists" provide these services: they range from witch doctor:
 
(bujos) to folk healers (curanderos) and midwives (parteras). Some 
traditional practitioners are organized and cover extended geographic 
areas -- such as the Callahuayas or "traveling doctors"-- while others 
practice only locally. The traditional sector has been described in 
Chapter I.D. 

B. Political Framework
 

The formulation of objectives and plans in the health sector for
 
the most part is carried out on a technical level. The determination 
of priorities, the adoption of plans, the allocation of resources and
 
thc establishment of organizational structures, however, are primarily 
political decisions. These decisions take into account other than tech
nical considerations. In fact, politics has.been pervasive throughout 
the public administration system. Consumer/community partici.pation is 
limited and depends largely on the degree of political clout. This 
political/technical dichotomy in Bolivia is inevitable, being sustained 
by the high demand for health services, limited resources and politiza
tion of public administration.
 

1. Governmental organization
 

a. Constitutional structure
 

Officially the Constitution of 1967 is still in effect.
 
It. provides for a democratic Republic, universal suffrage, popular
 
sovereignty and separate but equal legislagive, executive and judicial
 
branches. Nevertheless, Bolivia has not had an election since 1966
 
and the legislature was dismissed indefinitely in 1969. In effect, the
 
country has been run by varying factions of the military for the past
 
five years and present indications are that this trend will continue for
 
some time to come.
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Traditionally; the President has been a strong executive.
 
In addition to the normal powers granted to executives, the Bolivian
 
President appoints all local and departmental officials and has the
 
power to declare a state of siege. He also has the authority to nact
 
supreme decrees, which have the force of law. The legislative branch,
 
when functioning, has been characterized as inefficient and weah. Ap

pointments to the judicial system have been primarily political, with
 
low remuneration and surrounded by charges of' corruption. While there
 
has been no interest expressed by the military in restoring the legis.a
ture, reforms have been promised regarding the judiciary.
 

Provisions have been written into nll constitutions calling
 
for the orderly succession of governments through elections. In practice,
 
however, changes have occured primarily and frequently by.revolt. During
 
the almost 150 years since independence (1825) there,have been 57 presi
dents and almost 200 coups dletat. Until their-activities were recently
 
suspended, there aere more than 15 registered political parties and all
 
ecual number of coalition fronts. These ranged from neo-fascist gr oups
 
to pro-communist parties, some of which contained less than 20 members.
 

In addition, the miners, factory workers, university
 
students and the military play strong political roles. The typical pat
tern has been for coalitions of opposition groups to overthrow the
 
Government in power, often independent of ideological leanings. Once
 
in power splits would occur thereby opening the door for other coalitions.
 
Rarely would the populace be significantly involved in these maneuvers.
 
The price of minority rule and disregard of constitutional reform has
 
resulted in extremely unstable government.
 

b. Public administration
 

Public administration in Bolivia is highly centralized, with
 
very few programmatic decisions and directives originating outside of
 
La Paz. All departmental program activities are run as sub-agencies of
 
the national Ministries. The Regional Prefects (governors) have overall
 
authority for military, fiscal and administrative matters. Sub-Prefects,
 
officials vested with the administration of the provinces, and Mayors
 
are appointed by the President, but the corregidores, canton administra
tors are appointed by the prefects. At present Bolivia is divided into
 
nine departments, which are divided into 99 provinces (see Figure 11.1),
 
and these in turn into 1,277 cantons and 229 sections. In some highland
 

the Indians continue to be organized in their traditional community
areas 

groups which have quasi political-administrative-judicial functions.
 

The instability of the central Government is reflected in
 
the programmatic activities of the executive agencies. Until recently,
 
Ministers and Sub-Secretaries were primarily political appointees whose
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tenure depended upon the president. As a result there have been 19
 
(See Table 4.1), including the present
Ministers of Health since 1952. 


Since 1964, there hove been 2.2 ministers per prnsimilitary official. 

Typically, each new minister
dent, serving an average term of 9.2 months. 

not only mrnde perso nnel changes, based on politics rather than merit, 

but also dcvelope6 new, plans for his ministry, which for the most part 
tenure. Often, however, basic healthwere not executed dut to the short 

niortality rates were also sucnmmrily lowered to showindicators such as 
progress.
 

2. Politics end health
 

Health planning and the allocation of resources to and within
 

the health sector are inevitably political processes. At present, parti
a minor factor. However, the decisionsan politics would appear to be 


making process will continue to include factors which are not always tech

nical and are many times based on personal relationships and demanc.s 

within the power structure aimed at placating potentially disruptive 

elements. Economic development in the country will continue to comirand 

a high priority in the utilization of resources. The Government's plans 

and priorities for the health sector will be presented in detail in
 

Chapter VIII.
 

a. Resource distribution
 

Without a doubt Bolivia's predominant health problems are
 
This is
preventable in nature and affect the rural segment of society. 


unquestioned by health planners and administrators and is even recognized
 

In spite of these facts, considerable
by high government officials. 

demands have been placed on the government for curative services which
 

Not only are these the interests of
 are concentrated in urban centers. 
the politically influential groups, but they are also the services which 

ere most visible. As a result, the available resources have been distrib

uted for urban/curative programs. Figure 4.2 illustrates this paradox. 

In financial terms, these curative services are extremely costly, leaving 
The relative
precious little for preventive programs (see Chapter IVI.C.). 


importance given to health in general is demonstrated by the low percent

age allocated from the national treasury, in spite of the fact that bet
ves of the present government.
ter health is one of the stated obje& 


b. Geopolitics 

Bolivia's politics have traditionally been closely linked
 

to its geographic situation. Internally this is apparent in the country's
 

Externally it is a combination of Bolivia's
strong regionalistic forces. 

land-locked position and a suspicion regarding her neighbors who have
 

These situations have
absorbed two-thirds of the country since 1825.(l) 

subtle but direct effects on health progranning.
 



Table 4 .1 Historical Summary of Ministers of Health, 1952-197 

Nuz-er 
 N a m e 

1 Luis Leigue Suarez 

2 Carlos Valverde Barbary 


3 Javier Torrez Goitia 


4 Guillermo Aponte Burela 


5 Javier Ossio Queeada 


6 Walter Arzabe Fuentelsaz 


7 Jorge Rojas Tardlo 


8 Jaime Galindo Ugarte 


9 Juan Asbn %ugbi 


10 Bruno Boheme Vargas 


11. Roque Aguilera Vargas 


12 Carlos Axdiles 

13 Julio linuel Aramayo 


14 Guillermo Jauregui Guachalla 

15 Jacobo Abularach 


16 Julio Manuel Araayo 


17 Gabriel Arce Quiroga 


18 Julio Manuel Arsmayo 


Source: Ministry of Social Welfare and Public 

Date Took 


Office 


May 1973 

August 1971 

March 1971 


February 1971 


June 1970 


January 1970 


October 1968 


August 1968 


March 1968 


January 1968 


August 1966 


November 1964 

Auust 196L 


August 1960 

March 1959 


ay 1958 

February 1957 


April 1952 


Health, unpublished data, 

Duration 


(months) 

14 

21 

5 

1 

8 

5 

15 


2 

5 

2 

17 


21 

3 

48 

17 


10 


15 


58 

July 1974. 

Approximate 


Ane
 

45 

46 

48 


45 


43 


45 


58 

32 


44 


58 

58 

58 

57 

54 

40 


51 

51 


45 

Profession 


Dentist 

Pharmacist 

Physician/Ped. 


Physician/Surg. 


Physiclan/Surg. 


Physician/Ophthal. 


Physician/E.N.T. 


Physician/Int. 


Physician/surg. 


Physiclan/Surg. 


Physician/Surg. 


Dentist 


Physician/OB-GYN. 


Physician/Int. 

Physician/Surg. 


Physician/OB-GYN. 


Physician/Surg. 


Physician/OB-GYN. 


Origin 


Santa Cruz 

Santa Cruz 

Chuquisaca 


Beni 

Potod 


Cochabamba 


Cochabamba 


Cochabamba 


Cochabemba 


Beni 


Santa Cruz 


Cochabamba 


La Fez 


La Paz 

Beni 


La Paz 


Cochabamba 


La Paz 


President
 

Banzer 

Banzer 

Torres
 

Torres
 

Ovando/Torres
 

Ovando
 

Barrlentos/Siles 

BarrIentos 

Earrientos
 

Barrientos
 

Barrientos
 

Barrientos
 

Paz Estenssoro 

Psz Estenssoro 

Siles Zuazo 

Siles Zuazo 

Siles Zuazo 

Paz Estensoro/ 

Siles
 



Figure 4.2 - Distribution of Health Resources and Population by Size of Localities, 1968 
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Yany political decision#, from appointments to the alloca
tion of resources, have been made on the basis of regionalistic demands.
 
On the other hand, there are at present significant movements to decen
tralize executive activities to better meet regional programatic needs.
 
This has led to a renewed attempt in some areas to promote a federal
 
form of government. In either case, the planning and administration of
 
health programs would be affected to a considerable degree.
 

3. Pertinent legislation related to health
 

a. The organization of health services
 

Article 158 of the Republic's Fundamental Law of February 2, 
1967 states: "The State has the obligation to defend its human capital 
and protect the population's health; it will assure continued means to 
safeguard and rehabilitate those persons who are unutilized; it will lean 
towards the improvement of the living conditions of the family unit". 

The Health Code (C6digo Sanitario) of 1958 proclaimed the
 
duties and rights of the individual in all matters that refer to health
 
protection and recovery from disease. The Code continues in force by
 
Decree Law 07155 of May 8, .1965. Its dispositions regulate the provision
 
of health services and determine standards for the functioning of State
 
health agencies. The Ministry of Public Health is the State agency
 
charged with its application and execution. It establishes the existence
 
of the National Health Service. The Code in many instances is outdated
 
and requires substantial revision.
 

The Social Security Code, proclaimed in 1956, compels all
 
national or foreign persons, men and women, who work in Bolivia and who
 
perform remunerative services to have health coverage. Its principal
 
objective is to protect and provide compensation for workers and their
 
families in cases of illness, maternity, occupational risks, invalidness,
 
old age, and death; it also provides allowances for marriage, births,
 
lactation, family, and burial. To complement the Code, functional regu
lations were provided in 1959 through Supreme Decree No. 5315.
 

The Law of Administrative Organization of the Executive
 
Power was approved by Decree Law No. 10460 in September 1972. In
 
Article 42, it defines the obligations of the Ministry of Social Welfare
 
and Public Health as follows: "It is in charge of formulating, directing,
 
and executing the national health policy, preventive and curative medicine,
 
the rehabilitation of the individual, the promotion of research and
 
campaigns for nutritional betterment, personal hygiene and health educa
tion, the regulation and organization of state medical, clinical and
 
hospital services, and the regulation and control of the same granted
 
to persons or private entities".
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The Bolivian Institute for Social Security, was created in
 
March 1973 by Decree Law No. L0776, as an autonomous decentralized insti
tution. It is administratively dependent on the Ministry of Health and
 
has responsibility for the direction, planning, organization, protection,
 
and control of social security policy. It is an umbrella agency composed
 
of over ?0 independent agencies and social security funds which execute
 
and manage Social Security programs.
 

b. Health professionals
 

Supreme Decree No. 03658 of March 1954 establishes one year
 
of compulsory service for doctors with the objective of providing medical
 
attention to rural areas. Satisfactory completion of the ano de provincia,
 
which is generally done the year after graduation, is a prerequisite to
 
obtaining a so-called national licentiEte. However, as a.consequence of
 
the large number of medical graduates together with the lesser number of
 
MOH positions (salaries) in rural areas, this requirement has often been
 
waived. Supreme Decree No. 03907 of De ember 1954 creates the year of
 
compulsory service for nurses; the prac;ice was extended to dentists in
 
1965 by Supreme Decree No. 0755".
 

The Organic Statute and Employed Doctor Statutes, proclaimed
 
by Supreme Decree No. 10419 in August 1972, are the basic documents
 
governing the Bolivian Medical Association (Colegio Mdico Boliviano).
 
They promote cultural and scientific betterment and the practice of medicine
 
under ethical standards.
 

c. Consumer protection
 

The General Reguletion for the Sanitary Control of Foods
 
and Beverages for Public Consumption sets the minimum standards for:
 
food and beverage sanitation and inspection; liquors that are produced,
 
imported, sold or consumed in the country; and the registration, storage,
 
sale, and importation of foods and beverages.
 

Supreme Decree No. 7411 of December 1954 regulates the
 
pharmaceutical industry and related professional practice. It defines
 
the installation and operational standards of pharmaceutical establish
ments, as well as for pharmaceutical and industrial laboratories.
 

d. Occupational health
 

Legislative action regarding worker protection was initiated
 
in 1952 with the proclamation of the Work Accidents Law. This law based
 
the legal responsibility for an accident on the assumption of employer
 
guilt; it discarded the theory of "objective fault", which was established
 
by the Civil Code and required the worker to demonstrate the employer's
 
fault or negligence to obtain compensation for damages and injuries.
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A General Work Law was proclaimed in May 1939 and ratified
 
and complemented in 1943 and 1944. It touches upon almost all aspects of
 
workers' rights. With respect to Occupational Health, it includes impor
tant concepts on industrial hygiene and security, workers' housing, and
 
the provision of food commodities to mining camps. The Law does not con
tain concrete dispositions on the prevention of occupational diseases and
 
industrial accidents; it was supplemented, however, by the Basic Industrial
 
Hygiene and Security Regulations of January 1951 (Decree Law 02348).
 

C. 	 Institutional Framework
 

The public health sector is made up of at least 37 national and
 
decentralized government agencies. The Ministry of Social Welfare and
 
Public Health and the Social Security System are the most important in
 
terms of legislative mandate, scope of activities, size cf service popu
lation and budget allocations. Two other agencies--the National Social
 
Development Council and the National Institute of Colonization--are also
 
engaged in providing health services to limited segments of the general

public. The National Community Development Service plays a signifigant

role in the construction of local health facilities. 
NCDS and the MOH,

along with three other national and 11 local agencies, are involved in
 
the construction of water supply and sewerage systems. 
There are also
 
two decentralized agencies--the National Road Service and the National
 
Railroad Company--which provide health services to their employees, and
 
eight Departmental Public Works and/or Development Committees 
(or Corpo
rations) which are engaged in health activities as they relate to socio
economic development; three of the latter also sponsor water supply and
 
sewerage projects.
 

1. 	 Ministry of Social Welfare and Public Health
 
Ministerio de Previsi6n Social y Salud Publica 
(MPSSP).
 

The Ministry of Health is a central agency of the government;

its mandate has been described in the previous section. At the national
 
level, the MOH is divided into two operational units, each headed by a
 
Sub-Secretary; these separate the functions of public health and social
 
welfare. (See Figure 4.3). 
 The public health unit is managed by the
 
National Directorate of Public Health, which contains four functional
 
Departments:
 

i) 	Medical Services - with Divisions of Hospitals, Maternal
 
and Child Health, Nutrition, Pharmacy, and Dentistry;
 

ii) 	 Ecology  which includes the Division of Environmental
 
Sanitation, the National Institute of Communicable Diseases
 
(INET), the National Institute of Occupational Health (INSO),

and 	the National Institute of Health Laboratories (INLASA);
 



of the Ministry of Social Welfare and Publyt
Figure 4.3 - Organizational Structure 
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iii) 	Technical Services - with Divisions of Nursing, Social 
Services, Health Education, and Biostatistics; and 

iv) 	Teaching and Research - which includes the School of
 
Public Health, the National Institute of High Altitude
 
Biology (INBA), and the Division of Post-Graduate
 
Education.
 

The above Departments provide both technical support to field
 
units 	as well as execute some programs at the national level. Extension
 
activities, with the exception of teaching and research, are carried out
 
through 11 Regional Health Office (Unidades Sanitarias; see Figure 4.4).
 

The social welfare unit is managed by the National Directorate
 
of Social Welfare. This unit has one Department of Social Assistance
 
which controls and distributes monthly benefit payments primarily to
 
veterans of the Chaco War.
 

The National Directorate for Administration covers both the
 
Ministry of Health major operational divisions and reports directly to
 
the Minister of Health. It is comprised of Departueats of Financial
 
Administration, Personnel, and General Services. The Minister and other
 
high-level officials also receive advisory services from Offices of
 
Planning, Legal Counsel, Administrative Analysis, Internal Control
 
(auditing), and International Relations.
 

The Ministry of Health oversees four decentralized and admi
nistratively independent agencies: the National Lottery; the Bolivian
 
Institute for Blindness; the National Family Center (CENAFA), which does
 
research and provides technical assistance in questions of demography
 
and family planning; and the Bolivian Social Security Institute (IBSS).
 

2. 	 B *.ivian Social Security Institute
 
Instituto Boliviano de Seguridad Social (IBSS)
 

The Social Security System (SSS) in Bolivia is coordinated by

the Bolivian Social Security Institute, whose specific responsibilities
 
were described earlier in this chapter. This decentralized public agency
 
is supervised by the Ministry of Health and functions as an umbrella
 
organization for the semi-independent social security agencies (or Cajas).
 
It also manages 11 complementary social security funds.
 

The central cfice of the IBSS in La Paz is comprised of six
 
Departments: Statistics; Auditing; Actuary and Finances,Medical Planning

and Control; Administra!ive Rationalization; and Socia Law. These units
 
are supposed to advise and coordinate the activities of the affiliate
 
Cajas; but most Departments have only two or three technicians who
tend to be of a high level.
 



Figure 4.4 - Regional He~sith office and JuriEdictions of the MOH, 1974. 
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The IBSS does not offer any services directly to individuals;

rather it coordinates and supervises the cajas that do offer such serv
ices. It contemplates converting the present fragmented social security

system into a national system, gradually extending coverage to portions
 
of the population not presently covered, such as. domestic servants,
 
independent professionals, and artisan groups; it is currently studying

plans for the organization of coverage for the rural peasants or Seguro
 
Social Camrncsino. The present population covered by the entire SSS is
 
approximately one million, including insured and dependents, and mostly
 
in urban areas.
 

The largest of the IBSS affiliates is the National Social
 
Security Agency (CNSS), which services about 700,000 people. The other
 
Ca.jas provide varying levels of services to petroleum workers (CPSS), 
railroad workers (CFSS), chauffeurs. (CSSCh), university students (SSU),
employees of the Bolivian Development Corporation (SSCBF), employees of
 
the Bolivian Mining Corporation (CCMIBOL), bank workers (SSB), and
 
employees of the Bolivian Power Company.
 

There are three basic types of services offered through the
 
SSS: health services include medical and maternity care; benefit payments
 
cover occupational accidents and diseases, disability, old age, and death;
 
and family subsidies are provided for marriage, lactating women, child
 
support and burial. The different cajas offer varying degrees of these
 
services, depending on the wishes of the affiliates' members and the
 
amount of their contributions. Some organizations have established
 
complementary funds in order to obtain more than the minimum amount of
 
benefits. Finally, some cajas provide only certaint types of benefits
 
themselves and contract with the CNSS for medical and maternity services.
 

3. 	 National Social Development Council;
 
Junta Nacional de Desarrollo Social (JNDS)
 

The National Social Development Council was created in Septem
ber 1971 as a decentralized public agency. It reports directly to the
 
Presidency and is presided over by the President's wife. The mandate
 
of the JNDS is to centralize policy planning and direction in the broad
 
areas of welfare'and social development; and it is supposed to coordinate
 
all public agencies working in these fields.
 

Upon creation, the JNDS incorporate two previously separate

agencies: the National Council of Minors (CONAME), and the Social Action
 
of the Presidency. The new National Directorate of Minors executes
 
rehabilitation programs for deaf, dumb and blind children and orphans.
 
It also overseas matters related to child abuse, abandonment and travel
 
of minors. The National Directorate of Social Action has constructed a
 
limited number of multiple service centers in the marginal areas of the
 
major citics. These centers contain pediatric and dental clinics,
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mothers' clubs and some vocational training activities. A third Direc
torate for Social ProPotion is presently being formed to concentrate on
 

-
rural-,social development.programs.
 

In spite of its mandate to coordinate activities in welfre
 
and social development, the Council has shown little interest in working 
with existing Ministr!es, and relies mostly on Presidential decree to 
implement its programs. Consequently it is looked on by other heai'Sh 
agencies as a competitive rather than cooperative agency. 

4. to+ al. Instt;te of Colonization; 
Instituto Nacional de Colonizaci6n (INC) 

The National InstitL'e of Colonization was created in June 1965 
as a decentra.ized public agency reporting to the Ministry of Agriculture. 
Its basic mission is to develop, supervise and provide technical assist

ance to colonization projects in virgin agricultural lands. Major ef
forts have taken place in the areas north of Santa Cruz and in the Alto 

Beni and Chapare; projects of secondary importance are located in Chuqui

saca Department and along the Bermejo River in Tarija. 

and othe:- services are provided only in cfficial coloni
zation areas; the degree of Goverrient assistance -o colonists varies: 

some projects are fully planned and suparvised by the X; limited as

0Health 

* is in 	 and colonization spontaneoussiatance offered other pro.jects; 	 is 
and undirected in still oLhers. Health services include medical check

ups; some vaccinations against tropizal illneszes, and limited servvices 
through medical posts and small hospitals. TV,.- Church,Methodist Ad,..t

IF.t .hurch± and FranciscanaFat'hers collaborate- with the Instit.te in 
runuing a few small hospitals under agreements in which each party 

-forall projectscontributes 50 percent Of costs. Total medical personnel
i1 25, of which 9 are pil for from institute funds. The rematnd-r are 

paid by the eligious insltitu ions. 

5. 	 National Railroad Cornany; 
-rpresa acional d Ferroca riles (D7) 

The Nation.al Railroad Company was organized in October 1964 to 
manage tile state-owned railway system. It is a decentralized public 

iunication and TransportatIon.corporation supervised by the Ministry of Co 
The company treats only railroad employee's and the."L dependents. It spcn
sors some vaccination campaigns, a tuberculosis control program. and some 

eru offered in the fcl!(.winghospitals and health posts. Medical services 
locato.s:.a Paz, Cochabamba. Oruro: Sucre, Viucha, Uyuni, Tupiza, anrd 

rqus. .. areFE hospitals located in Robor, San Tos Rivers, and Yi
bu; a 2edidal post i-.Guarachi; and a clinic in Santa Cruz; and health 
.posts in Quijarro, Puerto Pallas, Florida, Chragua, and Boyuibe, Witin 

http:Nation.al
http:Instit.te
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the near future all medical services of the company will be transferred 
to the Railroad Social Security Agency (CFSS - an affiliate of the IBSS). 
which presently administers only retirement, death and other benefits
 
of the railroad workers. 

6. National Road Servicel'
 
Servicio Nacional de Caminos (SENAC) 

The National Road Service was organized in February 1961 to
 
plan, supervise, construct and maintain roads and bridges throughout
 
the country. It is a decentralized public agency reporting to the
 
Ministry of Communication and Transportation. The SENAC does not maintain
 
its own system of clinics for providing medical services to employees

and their dependents; rather, it sends patients to private clinics and
 
hospitals as the need arises. The Service does, however, employ a full
time medical staff of five physicians, five nurses and two pharmacists.
 
SENAC is studying the possibility of contracting with the CNSS for these
 
services.
 

7. National Community Development Service 
Servicio Nacional de Desarrollo de Comunidades (SNDC) 

The National Community Development Service became a decentral
ized public agency under the Ministry of Agriculture in July 1967. Its 
purpose is to implement programs designed to accelerate the integration
 
of rural peasants and their communities into the national economy and
 
social structure. NCDS sponsors self-help projects and training activ
ities which encourage campesinos to identify their own social and economic
 
priorities and to identify local and national resources which may help
 
them attain, their goals. 

The central office of the NCDS is located in La Paz. At 
present there are eight regional offices in: Huarina (Lake Titicaca);
Patacamaya (Central Altiplano); Oruro (Southern Altiplano); Cochabamba; 
Potosi, Sucre; Tarija and Santa Cruz. In addition there are four area 
offices (Caranavi, Villa Tunari, Charagua, and Trinidad) and five regional
training centers (Pillapi, La Paz; Paracaya, Cochabamba; Muyurina, Santa 
Cruz; Zudaiiez, Chuquisaca, and Nucchu, Chuquisaca). Present plans for
 
the reorganization of the NCDS call for reducing the regional offices 
to four (La Paz, Oruro, Cochabamba and Santa Cruz) and increasing the 
number of zonal offices to 22. (Pee Chapter VII.C. for details). 

The Community Development Service has sponsored projects
resulting in some 220 health facilities and water supply systems and 
over 700 schools. The regional training centers train rural women in 
first aid, child care, nutrition, midwifery and other similar skills.
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The Service operates.in communities with populations from 500 to 3,000
 
inhabitants. The process employed by the NCDC begins with a need per
ceived in the community. Community level workers, sometimes trained for
 
short periods of time by the Service, help to organize community support
 
and prepare projects for presentation to regional office. The staff
 
then provides technical assistance for planning and construction of the
 
project. Once a project has been identified and proposed for implementa
tion, the community must m-ae a cash and work contribution of at least
 
50 percent of the total costs. Health facilities built by coimmunity
 
efforts are to be equipped and staffed by the Ministry of Health. However,
 
not uncommonly they are empty and unused after completion because of the
 
Ministry's inability to provide personnel and equipment-even in cases
 
where the community has received prior written assurances that the
 
Ministry will follow through.
 

8. Agencies involved in water supply and sewerage'programs
 

a. National agencies
 

At the present time five agencies share the responsibility
 
for planning and executing water supply and sewerage programs at the
 
national level. The Division of Urban Engineering of the Ministry of
 
Housing and Urbanism (MUV) oversees urban water supply and sewerage
 
projects and is responsible for developing overall planning policies.
 
The Potable Water and Sewerage Corporation (CORPAGUAS), a decentralized
 
public agency of the MJV, is responsible for the design, construction and
 
financing of water supply and sewerage systems in communities of 500 to
 
10,000 inhabitants. The Division of Environmental Sanitation (DSA) of
 
the Ministry of Health concentrates on rural water supply and sanitation
 
tprojects in communities with less than 2,000 inhabitants; the DSA sets
 
policy and provides technical assistance and materials for their projects.
 
The National Community Development Service promotes and assists primarily
 
water supply projects in communities.up to 3,000 inhabitants. Finally
 
the Armed Forces Civic Action project of the Ministry of Defense supports
 
water supply projects in rural areas--supposedly in communities of
 
strategic importance, but in reality throughout the Altiplano and along
 
the lowland waterways.
 

There are no overall policies which govern the water supply
 
and sewerage programs; and the functions of the national agencies are not
 
clearly defined. As a result there is much duplication, overlapping of
 
responsibilities and a lack of coordination among the agencies. As
 
indicated above four of the agencies have similar objectives and are
 
serving essentially the same types of communities. The government is
 
currently studying plans to reorganize and improve the efficiency of the
 
water supply and sewerage sector; these are discussed in Chapter V.D.
 

http:communities.up
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b. Local a:encies
 

There are I1 agencies which have water and sewerage responsi
bility at the local or regional (Departmental) level. The provision of 
potable water in Bolivia's six largest cities (La Paz, Cochabcmba, Santa 
Cruz, Oruro, Potosi and Sucre) is managed by quasi-public, single-purpose
corporations. These agencies are also supposed to handle the construction 
cf sewerui;c systems, but in four cases (La Paz, Oruro, Sucre and Potosi)
this responsibility still lies with the municipal governments. In Tari
ja and 	Trinidad these activities are under the responsibility of the
 
Departmental Public Works Committees; and in 	 Santa Cruz, through a contract 
with Whe Ministry of Health, the Public Works Committee is constructing
 
water and sewerage systems throughout the Department. These agencies are
 
described more fully in Chapter V.D.
 

9. 	 Departmental development organizations
 

All departmental development organizations are decentralized
 
public agencies and are classified as Development Corporations in the
 
budget; in actuality only the following are true corporations:
 

i) 	 Development Corporation of the Department of La Paz
 
(CORDEPAZ); 

ii) 	 Development Corporation of Cochabamba (CORDECO); and 

iii) 	 Development Corporation of the Department of Oruro
 
(CODEOR).
 

Five other development organizations are officially termed
 
comites:
 

i) 	 Departmental Committee of Development and Public
 
Work of Chuquisaca;
 

ii) 	 Departmental Committee of Development of Public
 
Works of Potosi (CODEPO);
 

iii) 	 Public Works Committee of Santa Cruz (C.CO..PP.); 

iv) 	 Public Works and Development Committee of the Beni;
 
and
 

v) 	 Departmental Development Committee of Tarija (CODETAR).
 

http:C.CO..PP
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The distinction between.a Corporation and a Committee is
 

important in terms of central government supervision: Corporations are
 

supervised by CONEPLAN (now in Ministry of Coordination), while com

mittees are supervised by the Ministry of Urbanism and Housing. A
 

ninth regional development organization is the Regional Development
 

Council of the Northeast (Pando), which is supervised by CONEPLAN.
 

The Corporations and Committees are charged with the super

vision and coordination of all social and econo,-ic development activities 

in their regions. In practice )the Corporations and ComnitteeE vary a -

great deal in terms of their technical capability, their ability to 

actually coordinute development in the regions, and their susceptibility
 

to political pressures.
 

one of the wealth-
The Public Works Committee of Santa Cruz is 


iest, best run organizations in Bolivia. It is widely kdown as a
 

"technical" organization; has a sophisticated staff; and is heavily
 
In the past it has promoted water
involved in health-reiated activities. 


and sewerage systems and has contracted with the MOH to build rural health
 

facilities. The Committee also has approached the MOH offering jointly
 

to sponsor a study for a health plan for the Department. The committees
 

in Chuquisaca and Tarija formally have contracted with the Ministries
 
implement coordinatof Health, Agriculture and Education to develop and 


ed multisectorial regional development plans; they are being financed
 

in part by UNICEF (See Chapter VIII.B).
 

D. Non-Governmental Health Institutions
 

1. The Bolivian University (U.B.)
 

The Faculty of Health Sciences of the Bolivian University
 
system offers technical (2-4 yrs.), intermediate (licenciatura, 4-6 yrs.)
 

and professional training for a variety of health careers. Degree programs
 

in medicine, surgery, pathology, public health, dentistry and pharnacolo
gy are given in La Paz, Cochabamba and Sucre. The La Paz campus also
 

offers professional programs in nursing and nutrition; and Tarija offers
 

dentistry. The Faculty of Social Sciences offers training for social
 
workers in La Paz and Potosi. In addition to the above campuses, techni

cal and/or intermediate training in nursing is offered at Sucre, Cocha

bamba and Tarija; for dieticians, physiotherapists and laboratory tech
nicians at La Paz; for x-ray technicians at Sucre and La Paz; and in
 
biochemistry at La Paz, Sucre and Cochabamba. The campuses in Santa
 

Cruz and Trinidad offer programs in the veterinary sciences.
 

The university system receives operating funds from the national
 
treasury, but has a semi-autonomous status. Due to the lack of a national
 

health manpower policy, little coordination has been achieved,between
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the need for health workers (both type-and quantity) and the supply Crom
 
the universities. Agreements do exist concerning the utilization of MOH
 
and SSS facilities for practical, but largely unsupervised, training of 
ritudents. The D-partments of Public Health in La Paz and Cochabamba 
have recently begun programs in community medicine in the Yungas and
 
Valle Alto areas respectively; but coordination with the MOH is nominal.
 

2. The orivate sector
 

It is estimated that there are come 2,400 physicians in Bolivia: 
of these about 400 do not practice medicine; 1,800 work lor the MOH, SSS 
or othrr agencies; and 200 maintain only a private oractice. Since many
 
of the government physicians also practice privately, it is estimatcd
 
that there are about 500 full-time physician-equivalents in private 
practice.. About two-thirds of Bolivia's 1,000 dentists and about one
third of the 600 graduate nurses either work privately or for nnn-.govern* 
mental organizations. Bolivia also has more than 1,500 registered
 
pharmacists who, with very few exceptions, are engaged in the private
 
sale of pharmaceuticals.
 

The Ministry of Health had information on 62 private clinics, 
with more than 1,000 beds, in 1973. Most of these are located in Ln Pa7 
(25), Cochabamba (13) and Santa Cruz (8). In the same year there were 
533 registered pharmacies (drug stores), with 190 in the Department of 
La Paz. Both private clinics and pharmacies are heavily urban oriented.
 
In 1974 the private pharmacies handled about 60 percent of the drug 
business in Bolivia; and private doctors about one-third of total out
patient visits. It is estimated (see Chapter VI.C) that the value of
 
these goods and services was over US$18.2 million or 60 percent over
 
and above the MOH health budget and almost two-thirds of the combined
 
MOH and SSS budgets. 

Health professionals in Bolivia have formed ten societirs to
 
promote the interests of the worker and/or specialty. These organi'a
tions represent physiLians, dentists, biochemists and pharmacists, gyneco
 
logists and obstetricians, gostroenterologists, orthopedists and traumat: 
logists, pediatricians, nurses, social workers, and public health workers. 
Theoretically the societies have two basic functions: (i) to promote and 
stimulate the professional growth of its numbers and enforce high stand
ards and ethics of the profession; and (ii) to protect the rights and 
interests of the profession and individual practitioner regarding working 
conditions, remuneration, etc. The societies exercise these functions 
to varying degrees. 

3. Religious and voluntary organizations
 

Bolivia benefits from at least ten religious and voluntary 
organizatiotiz which sponsor und/or run health program,:. The number may 



b: con'idcrably higher, but no registry is kIept by the Government
 
regarding ruch invectmcnt. or activities. In general their involvemre.nt
 
is limited to local or single purpose programs. The various orders of
 
the Catholic Church comprise the largest group.
 

Most of the 8ctivity concerns the support and management of
 
loc3l health focilities. R,.ligious orders own and operate five general
 
hocritl, (fn -t,Catholic nd ore Methodist) wth a total of almost )
 
bcds. At the health arid medical oor.t and health center hospital levels, 

ti-c irnv..Ve:,eat 'arie!. frs:-: the proivJ ion of eq :i..-nt, dru-2 and er:.o-.-.
ncl to forim'l c:)ntrcctc with the MOH for the complete adinistration of 
the facility; 1Mthodists, Catholics, Adventists and Baptists have 
engaged in these types of arrangements. All missions provide some 
foreign personnel and some of the most innovative approaches in rural 
areas have ccn. from these prograram. The overall iinpact.ri the heEalth 
problems in Bolivia, hovcwr, has ben very limited from thsC-e groups. 

cew voluntary agencies have substantial health prograim il . 
])olivia. C.,tholic Relief Scrvices, through its counterpart.CARITA(3,. 
oversees and dis'tributes Food for Peace. CARITAS has rece-ntly begun 
u.:ing :it, rcr:ohtrece t) -timu].ate locnl ,'ocial action projects. CHS :nd 
th elicnnoitc Ccntral Committee (MCC) have duty-free import agreements 
with the Government; this has allowed them to supply many religious --run 
health facilities with drugs and equipment. Through its national office 
in Santa Cruz, MCC also sponsors young volunteers, some of. whom are 
nurses, to work at the community level. The Foster Parents' Plan 
provides medical attention and child support to poor families in the 
Villa ,".timo ]Thrrio of La Paz. The Bolivian Red Cross has local af
•filiaLcs 	 in most towns with at least 10.000 inhabitants. Its activities. 
however, have been very limited, except during Bolivia's periodic 
disasters (floods). Finally, many local Rotary and Lion:' Clubs have 
received material and financial donations from Sister Clubs in the 
United States and Canada for community health projects. 

Footnote
 

(1) 	 Jonifaz Ponce, Miguel, "El Media Geogro:['ico, l Geoplitica y In 
Politica Extcrna c Interna de Bolivia", Imprenta de la Univcrt.-i
dad Bolivians Tccnica do Oruro, 1973, p.6 .
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Can-cadlo Salsa C -nedo 24-*1-1831. 25 1 
N;Wez San Lorszo 24-IX-183L 31 2 

Potosi 
D. O'Connor 
Anpirtstle:Afi6 

atre Rio 
Urtdo 

10-X1-1832 
6-m1-1843 

29 
23 

1 
2 

Province Capital Creation cantons Sections arao ChoA. A*e YculbaPoodcas 12-4W168 I-8a 172 32 

Chayanta 
1bs Frial 

Colquecbuca 
Gabriel Var. 

23- 1-1826 
23- 1-1826 

25 
9 

1 
2 

Quijarro 
ror Chicoa 
SadClichas 
nor Lfpas 
Linares 
Ciamas 

-Sod Lipts 
Bcstdao8 

iwuaI 
;ot4pit6 
TupLia 
V. Hartin 
V. Telaver, 
qiens Vista 
Son Pablo 
tnmi 

23- 1-182 
25-V9-1263 
25-V-1863 
23-xi-1865 
8-xi-1869 
3-11 -1880 
h-11i-1885 
8- x -1908 

27 
22 
1 
1e 
11 
13 
11 
16 

1 
2 
2 
2 
1 
2 
I 
3 

Drariat:IRAct 

provInce 

Cacada 
Itines 
Ycinc 
ymca Dias 

Capital 

Baa Javie 
Migialasc 
Santa Ans 
RLbeelta 

Creation 

9-VII-86 
9-V13-1856 
9-rm-L56 
19- 1-1900 

Cantons 

3 

1 
8 

Sdcttons 

1 

2 
3 

A. Iaacs 
C. Savedra 

oace 
Seanio 

12-X1-1923 
6- XI-1925 

15 
iB 

3 
3 

0ra1. Bsllivign" 
larban 

Reyes 
Loreto 

3-Xl-1937 
3-XII-1937 

6 
8 

11 
3 

Oral. Bilbao 
D. cos 
H. 061ste 

Aromewe 
lic 
Vliso 

10-U-1938 
26-X1-1949 
8- IX-1958 

IT 
15 
13 

2 
2 
1 

IaoA0 
wmir4 

Baa Ignaclo 
San Joaquin 

3-111-1937 
27-)a-1941 

4 
6 

1 
3 

Sourcas: Divisidn Ibid tics 4 BOLIVia, 
PplanAmientQoe 19. 

DirencidO pMciOll 4a CocrLiACLa 
partment: 

Frmvtnco 

Panda, 

Capitol creation- Cantons sections 

Dieaic ot( tics da Bolivis v Insltsiuo ceOe flO K tsr,i196. Abung 
Midra do Dios 

Santa foss 
PLO. toro 

24-1X-1938 
24-IX-1938 

8 
10 

3 
3 

ftet Daprtunt and Provins are listed by date Of creation, ere a 
contradiction occurs betveen the two sources# the earLiest date 

"mous-ips
I. "red 
Or l. man 

Po. RIcO 
po-rehlr 
Partalon 

24-IX-1938 
24-IX-1930 
19- X-1963 

12 
10 

9 

3 
3 
3 

is indicated. 
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CHAPTER V 

ANALYSIS OF HEALTH PROGRAMS 

A. Summary 

The Bolivian health system is fragmented. Health programs have
 

come and gone, often started with much enthusiasm but left without
 

adequate resources to survive.
 

In this chapter, four different groups of programs are discussed:
 

Maternal and Child Health, Communicable Diseases, Environmental Sanita

tion and Medical and Hospital Attention.* Although the first three
 

groups of programs could have the greatest impact on improving the health
 

status of the Bolivian people, the fourth gets the lion's share of the
 

resources. Preventive programs in all agencies are badly lacking.
 

Maternal and child health programs have been in existence for over
 

20 years but still seem to be "starting up". Some new directions are 

being instituted e.g. training of parteras empfricas and the beginning 
or organized Family Planning Programs, and there is hope that these 
activities will be maintained. 

Communicable disease programs are suffering badly from lack of
 

adequate finances. Activities are organized vertically with a deficit
 

of participation at the regional and local level. SNEM is in dange7 of
 

having to disc ntinue all its activities due to lack of finances and
 

supplies of DDT. The tuberculosis program is operating on a drug budget
 

that satisfies less than one percent of Bolivia's needs. Epidemics go
 

uninvestigated for lack of vehicles. Vaccination programs are poorly
 

organized and incomplete. This scenario is particularly troublesome in
 

view of the fart that infectious diseases are the number one cause of
 
mortality and morbidity in Bolivia.
 

Although there is a close association between infectious diseases,
 
especially enteric diseases, and environmental sanitation, the environ

mental sanitation program has little coordination with those of the
 
remainder of the health sector. Water and sewage systems are grossly
 

deficient in both urban and rural areas. Even where water systems exist,
 
they may be contaminated due to lack of proper control and maintenance.
 
Sewage systems are all but non-existent in rural areas.
 

*Discussion of the Nutrition Program activities will be covered in
 

Chapter VII.
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Medical and hospital attention illustrates the one constant of the
 
Bolivian health system: they are always changing. Health centers in neigh
boring towns function in completely different ways with vastly different
 
utilization patterns. Although there appears to be adequate supplies of
 
people, equipment, building and plans, the system does not work and the
 
quality of care is poor. Administration and supervision are inadequate.
 

B. Maternal and Child Health
 

1. Overview
 

Maternal and child health (MCH) is the primary target of most pre
ventive medicine programs. In Bolivia, the MCH group in fact includes 62.9
 
percent of the population (Table 5.1).
 

Table 5.1 - Distribution of Maternal and Child Health Population, 1974.
 

Percent of 
Age Group Population Total Population 

<1 
1-4 

175,692 
713,748 

3.2 
13.0 

5-14 l,384,48o 25.3 
15-49 women 1,164,930 21.4 

Total: 3,438,850 62.9 

Source: Chapter I, Table 1.6.
 

According to Registro Civil data of 1969, 44.2 percent of all deaths
 
were in age groups zero to four, but since underreporting is much more fre
quent in these age groups, the figure is probably closer to 50 percent. In
fectious diseases account for about 80 percent of the deaths in ages zero to
 
fourteen years. These are described in more detail in Section C of this
 
chapter. Malnutrition, an important part in this high mortality, has been
 
shown to be an associated cause of mortality in 34.3 percent of the deaths
 
in age groups one to four in the PAHO La Paz-Viacha study of 1968-70.
 

Figure 2.1 in Chapter II shows the infant mortality rates for
 
selected urban areas in Bolivia, varying from 59.4 in Sucre to 244.1 in
 
Trinidad (per 1,000 live births). Most estimates of infant mortality for the
 
country as a whole run about 250, although the official estimate is 154.
 
The rural areas have a much higher rate. than the urban areas, and combined
 
with underreporting, 250 is probably a conservative estimate. A small study
 
in the sreas of Huanuni in the late 1950's showed an infant mortality rate
 
of 550(1) A six month study in the city of Montero in 1964 showed a rate
 
of 314.(2) In Yapacani Colony in 1971, the infant motality rate was 176.(3)
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In Chapter II, it was shown that the prevalence of malnutrition
 
in the pre-school age group was'40 to 50 percent, although it does vary
 
considerably with region and social class. Malnutrtion generally increa;es
 
right after the child is weaned and reaches its worst at two to three years
 
age. This is the same time as measles has its highest incidence.
 

Maternal health also has a large place in Bolivia's health
 
programs. Pregnancies and the complications of pregnancies (abortions.
 
etc,) accounted for over 32 percent of all MOH hospitalizations in 1970.
 
Yet only a small part of births take place in the hospital. There has
 
recently been much growth in urban deliveries in the hospital. It is now
 
estimated that 97 percent of births in the city of Santa Cruz take place
 
in the hospital. The situation is reversed in rural areas. Although in
 
some towns, such as Viacha and Montero, the number of in-hospital deliverie
 
has been increasing rapidly, in general, probably less than five percent
 
of rural deliveries are done in the hospital.
 

Maternal mortality is difficult to estimate. The figures
 
available for 1972 show maternal mortality varying from 1.5 per 10,000 in
 
the city of Cochabamba to 59.5 per 10,000 for the city of Riberalta. The
 
numbers )utside of the largest cities, however, are too small to draw any
 
valid conclusions. For example, the above figures mean that one mother
 
died in Cochabamba in 1972, and probably only one in Riberalta. In the
 
city of La Paz in 1972, the rate was 15.0 per 10,000 which probably
 
represents about six maternal deaths. Whatever the rate fc- the cities,
 
it is certain that it is higher in rural areas, and especially high when
 
births take place in the home. On a small sample for rural Chuquisaca
 
for 1972, the rate was 32.2 per 10,000 which included only eight deaths.
 

2. Institutions with MCH programs
 

The majority of maternal and child health programs in Bolivia
 
are linked to the MOH. Other MCH activities include programs of the
 
National Social Development Council (JNDS), religious organizations, and
 
the autonomous organizations (COMIBOL, etc.).
 

a. Ministry of Health
 

MCH programs in the MOH are organized regionally with a pro
gram director in La Paz and a director for each Unidad Sanitaria in five
 
Unidades: La Paz, Sucre, Santa Cruz, Cochabamba, Trinidad and Riberalta.
 
There are MCH programs in the other Unidades Sanitarias but at present
 
are without program directors.
 

The MCH programs have been functioning predominately in the c
 
and have only begun to go into the rural areas. There are exceptions,
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ouch as Concepci6n, Tarija, where a mothers' club has been functionng.
 
since 1958.
 

In each of the four larger cities, the MCH program has a
 
"team" of four people: one M.D. director, another M.D. who does pre-natal,

post-partum and family planning exams, 
a nurse trained in MCH, and a
 
social worker. 
At the central office in La Paz, three main functions are
 
supposedly done: planning, supervision, and training. Oruro, Potosi,

and Tarija all have MCH programs, but it appears that their programs are
 
not yet formally tied in with the La Paz MCH system.
 

Thliational MCH program has its objectives outlined in the
 
Plan Quinquenal. In brief, its general objectives 
are to reduce
 
infant mortality and morbidity, and decrease risks in motherhood. More
 
specifically, the plan aims to decrease maternal mortality by 20 percent

through better MCH care. The plan sets as 
a goal for 1978: 40.percent

of deliveries in the hospital, through better health education and the
 
early detection of pregnancy. Also the plan aims at improving the
 
conditions of home deliveries through training 100 parteras emp{ricas
 
per year. Also, programs are aimed at the detection of cervical cancer,
 
family planning, and training of personnel.
 

The MOH program has been active in planning and giving

cursillos for various levels of health prcfessionals. They have provided

three to five-day courses in MCH for physicians; the last one was given

in Sorata in June 1974. 
Also they have given MCH courses for graduate
 
nurses in the urban hospitals. One-week courses have been given for
 
auxiliary nurses. One was given at Ancoraimes in 1973. Also they have
 
sponsored several courses for promotores de salud and parteras e•mi-ticas.
 
In August 1974, they completed a 66-hour course for nine parteras empi
ricas gtven at the Centro de Salud in La Paz. Similar courses fcr par
teras empiricas were also given in Trinidad and Riberalta, and another
 
is planned for the Centro de Salud El Alto soon.
 

The MOH programs have been concentrated predcminately in 
urban areas. The supervision of the MCH program for rural areas 
seems to
 
have been badly neglected. Rural site visits have been made only rarely

by the MCH directors in the Unidades Sanitarias. One may estimate that
 
90 percent of MCH efforts are found in the urban areas.
 

It is notable that in the evaluation of the Bolivian rural
 
health system performed by USAID consultants in mid-1974, of 66 rural
 
health posts or hospitals evaluated throughout the country, only 22 had
 
functioning MCH programs, 14 had programs planned, and 30 had no program 
or plans for one. In rural areas, MCH programs are tied to mothers' 
clubs. 
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b. JTNDS
 

In 1973 the JNDS began almost simultaneously in all the 
departmental capitals and 2 rural areas in which health and social develol 

ment programs were aimed primarily at maternal and infant care. There 

attention is aimed principally at the marginal areas of cities. in these 

marginal areas, their programs have 3 parts: medical attention, day-care
 

for children, and vocational training with nutrition education (and
 

subzidized food) for mothers. The day-care centers and the mothers"
 

centerS seem vcy uctive and well utili7.ed, but the medical attention
 

activities do not seem as well developed,
 

Although they say they are not engaged in preventive medicir
 

because it is the job of the MOH, in fact they are doing well-baby exams
 

and are holding classes in nutrition for mothers. They do not conduct
 

vaccination campoigns, but do cooperate with the MOH in its vaccination.
 

There is much enthusiasm in the JNDS. Their rural endeavors in Buena
 

Vista (Santa Cruz) and San Lorenzo (Tarija) do not seem to have been as
 

successful to date. Unfortunately, there is very little communication
 

between the JNDS and other MCH programs.
 

c. Religious organizations
 

Most missionary groups in Bolivia have undertaken MCH 
programs. I1esia Metodista medical programs have active MCH programs 

in both the Montero areas, in Ancoraimes, as well as at the Clinica eto

dista in La Paz. As a result of the MCH programs, the numbers of in

hospital deliveries done in Ancoraimes and Montero have climbed greatly 
in the past two to three years. 

The Sisters of Charity, which runs the Jorochito Lepro
sarium, has recently started a succesful well-baby program in Jorochito. 

At Llallagua's COPOSA cooperative hospital, a community-based MCH program 

is starting. The Baptist -run health posts in Villa Tunari and -tajata 
have not done very much in MC1I. The health post at Huatajata has, however, 
been running a fmnily planning program for eight years. Most religious.
 

organizations have recently begun to realize the value of MCH programs
 

and are now becoming more active in the area.
 

d. Autonomous health organizations
 

With the exception of COMIBOL, most of the Calas treat
 

urban populations. In general, the Cajas have given little attention to
 

preventive and MCH programs and have concentrated on curative medicine.
 

Probably a large percentage of Caja beneficiaries do have their babies
 
in the hospital, if for nc other reason than because the hospital is
 

accessible to them.
 

http:utili7.ed
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The Catavi COMIBOL hospitql has a fairly extensive MCH 
program including mothers' clubs, home visits, and followed-up well baby
visits. There is a four-year nursing school at Catavi and it is the 
nursing students who do the work of the MCH program, The pediatrician 
associated with the clinic estimates the infant mortality rate of his
 
patient-group to be 35 to 40 per l,00o live births. Of course, the
 
housing at Catavi is better than average, and meat, flown in from the
 
Beni, is widely available.
 

3. Status of maternal and child health actiiities: An analysis
 

a. Pre-natal and post-natal care
 

With some exceptions, pre-natal and post-natal care pro
grams in rural areas are almost non-existent. In cities, the situation
 
is variable. Santa Cruz, Cochabamba, and Potosi have very weak pre-natal
 
programs. The pre-natal programs in Riberalta, Sucre and La Paz seem to
 
have much more active utilization. Table 5.2 shows some of the data
 
available:
 

Table 5.2 - Number of Pre-Natal Visits and Institutional Deliveries in
 
Selected Areas, 1972.
 

Pre-Natal VisitsPre-Natal Institutional per Institutional
 

Institutions Year Visits Deliveries 
 Delivery*
 

MOH Sucre 1972 1,339 830 1.61
 
CNSS Sucre 1972 1,927 517 3.73
 
MOH La Paz 1972 10,143 3,426 2.96
 
MOH Santa Cruz 1972 3,790 7,774 0.49
 
All Inst. Oruro 1972 3,135 2,669 1.17
 
Riberalta 1972 2,160 513 4.21
 
Methodist Hospital
 

La Paz 1972 1,966 757 2.6o
 
Rural Tarija
(8 centers) 1973 606 349 1.74
 

Source: LeBow, Robert If, Consultant Report, USAID/Bolivia, 1974.
 

As mentioned above, most rural posts have a very low number
 
of pre-natal visits. However, those posts which have mothers' clubs seem
 
to have a higher number. Post-natal care is almost unknown in rural areas,
 
and is little done in urban areas.
 

*The ideal would be about 10 pre-natel visits.
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b. Mothers' clubs
 

Mothers' clubs probably are the most significant organiza
tions, especially in rural and marginal urban areas, by which health
 
education in MCH can be done. The mothers' clubs are based primarily on
 
donated food supplements, but they permit dissemination of MCH infc.rmation
 
and nutrition education along with the free or inexpensive food.
 

Mothers' 	clubs exist or have existed in many rural areas,
 
although 	 they too are more numerous in urban areas. For example, there 
are 21 mothers' clubs in Sucre, but only six in rural Chuquisaca. A
 
similar situation exists in La Paz, with dozens of mothers? clubs in and
 
around the city, but probably less than 15 in the rest of the department.
 
The Alto 	Beni is another active area. The number of mothL .1 clubs 
receiving Food for Peace is summarized in Table 5.3.
 

Table 5.3 - Number of Mothers' Clubs and Beneficiaries, August 1974. 

Item Urban Rural Total
 

Mothers' 	 Clubs 145 104 249 
Beneficiaries 31,174 21,925 53,099
 

Source: 	 CARITAS Boliviana, unpublished data,
 

1974.
 

There are more mothers' clubs than those listed by CARITAS, 
If the total number of beneficiaries.were 53,099, this would trean that
 
less than three percent of the target population was being reached by 
the CARITAS program. Of this number, about 40,000 (75 percent) are 
children. The. mothers' clubs offer a point of communication between the 
health provider and the community. As such, they have a potential use in
 
developing community interest in the health system. For example, in Con
cepci6n, 	Tarija, the mothers' club organized the town to build an addition
 
on to the hospital. On the other hand, in some towns, like Huanuni, there 
is no link between the mothers' club and the health system. Here, the 
club is run entirely by the church. 

The main forum for health and nutrition education has been
 
the mothers' clubs. It is hard to determine how interested the mothers 
are, but they are a captive audience if they want to get their free food. 
Although there have been many health education programs given through 
mothers' clubs, it is impossible to say if these education programs have
 
been effective. A measure of effectiveness would be to see if mothers'
 



Mothers' Club at Yamparaez
 
Health Pan-


Operated by a Spanish Catholic Order 
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club members have more pre-natal checks or have more babies in the hos
pital, or if their children have fewer illnesses. With the CARITAS food
 
supply likely to be diminishing soon, it will be interesting to see what
 
happens to attendance at mothers' clubs. Some clubs are already starting
 
to switch to the cooperative buying of food.
 

c. Pregnancy and delivery
 

The overall birth rate for Bolivia is estimated at 44 per
 
1,000 population. It varies considerably, depending on region and social
 
class. In the Yapacan{ colony in 1971 it was calculated to be 69. The
 
rate for the city of Sucre in 1972 was figured at 52. La Paz was calcu
lated at 34.1. However, since there has been no census since 1950, and
 
since there is great underregistration of births in most areas, both the
 
denominators and the numerators are uncertain. The birth rate may be
 
much higher or lower than the reported figure.
 

In 1972 in the six largest cities in Bolivia, there were
 
about 25,000 deliveries attended in hospitals. At a birth rate of 44,
 
this figure would mean that slightly over 50 percent of urban deliveries
 
in these cities were in hospitals. Potosi probably had the lowest per
centage (about 30 percent) and Santa Cruz the highest (close to 100 per
cent). The figure may be slightly inflated as some rural mothers come
 
to the city for deliveries. The CNSS encourages in-hospital deliveries
 
by giving a cash "bonus" to mothers to cover the costs of the new baby
 
if they also have had pre-natal care and have delivered in the hospital.
 

In rural areas, there are no good statistics, but the
 
example of provincial Tarija, where there is a MCH program, may serve as
 
a good example. In 1973, 349 or about 3.5 percent of births were in
 
hospitals. The figure is probably high, as this does not include the
 
YPFB hospitals in Bermejo and Sanandita. But rural Tarija has a better
 
MCH program than most rural areas.
 

If it is assumed that the number of mothers who seek pre
natal care but have home deliveries is about equal to that number of
 
mothers who do not seek pre-natal care but do have their baby in the
 
hospital, then one could estimate that about 50 percent of pregnant women
 
have some pre-natal care in urban areas, as compared to less than five
 
percent in-rural areas. The same percentages would apply to in-hospital
 
deliveries. Because of COMIBOL, the rural figures may actually be
 
slightly higher, as the figures from the Catavi and Huanuni COMIBOL hos-.
 
pitals, indicate that at least 65 percent of the COMIBOL beneficiaries
 
have their babies in the hospital.
 

Table 5.4 shows the estimated percent of deliveries done in
 
the hospital for selected provincial towns and areas, It is of note that
 
the estimates for provincial Chuquisaca and Tarija are 2.1 percent and
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Table 5.4 - Estimated Percent of Deliveries done in Institutions by

Selected Provincial Towns or Areas in Bolivia, 1973
 

Predicted Actual in Estimated 
Population Births Hospital Percent


Town or Area Served in Year Births in Deliveries 
._ (At 44/I000) Year in Hospital 

Catavi COMIBOL 29,298 1,289 "8 39b 65.0
 

Huanuni COMIBOL 11,760 517 403b 78.0
 

Huanuni CSH 15,000c 5.5
659 3 6 d 

Eucalyptus CSH 12,000 c 527 36d 
 6.8 

Viacha CSH 25,000c 1,100 250d 
 22.7.
 

Montero CSH 40,000c 1,760 675 38.4
 

Tarabuco CSH 15,000c 4d
659 o.6
 

Yotala CSH 15,000c 659 24d 3.6 

Totora CSH 10,000c 440 24d 5.5
 

Yapacani CSH 10,000c 440 36d 8.2
 

Colomi CSH 5,000c 220 
 12d 5.5 

San Borja CSH 15,OOOc 659 36d 5.5 

Caranavi CSH 25,000c I,100 30d . 2.7 

All Rural Chuqui
saca 429,580 18,900 400d 2.1
 

All Rural Tarija 210,000e 9,239 349 3.8
 

a Towns selected with no readily available alternate health services.
 

b 1972 Data, Rest is 1973.
 

Estimate, includes entire service area around town, conservatively
 
estimated.
 

d. Estimate, based on actual site visits and revision of medical records.
 

e Estimate, to exclude YPFB beneficiaries.
 

Source: LeBow, Robert H., Consultant Report, USAID/Bolivia, .1974.
 

c 
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3.8 percent respectively. Data from Chuquisaca also give some picture
 
of the extent of underregistration in such statistics. In 1972, only

2,482 provincial births were registered, out of over 18,000 predicted,
 
for a registration rate of less than 15 percent.
 

d. Complications of pregnancy and delivery
 

Maternal mortality data has been discussed above. The
 
relative frequencies of complicated or abnormal deliveries and abortions
 
are given in Table 5.5.
 

In cities where most deliveries are done in the hospital,
 
the frequency of abortions compared to deliveries runs about ten percent.
 
Most of these are spontaneous, incomplete abortions where the patient 
enters the hospital because of bleeding. The ratios are much higher 
(e.g. 21.7 percent in Potosi) where a lower percentage of deliveries are 
done in the hospital. This may indicate a fairly constant incidence of 
spontaneous abortions, which would be expected, as a certain proportion 
of all pregnancies (usually said to be ten percent) terminate in sponta
neous abortion. Usually, most spontaneous abortions do nlg. require hos
pital attention and are dismissed by the patient as heavy menstrual flow.
 
Continued vaginal bleeding would be a reason to seek hospital attention,
 
if a hospital were accessible. The abortion rate nonetheless seems high,
especially in Oruro, Riberalta, and Trinidad. It is possible that the 
rural populations in these latter three areas are coming to the city for 
medical attention. A percentage of these abortions are probably induced. 

In rural areas, in hospitals where few deliveries are done, 
it appears that there are about an equal number of deliveries and incom
plete abortions. Culturally, rural people prefer to have their babies 
at home. They do seek hospital attention for either a difficult deliveries 
or abortions with continued bleeding, but rarely for normal deliveries.
 

The figures in Table 5.5 show that between 4.2 percent and
 
15.1 percent of deliveries were abnormal. COMIF.L seems to have a lower
 
percentage of abnormal deliveries, and this may illustrate a better 
picture of reality, as undoubtedly the other hospitals see a higher per
centage of complicated deliveries since people go to the hospital when
 
they are in trouble. On the other hand, COMIBOL beneficiaries probably
have nearly all their babies in the hospital. Unfortunately, the only 
data for Caesarian sections is from the Methodist Hospital in La Paz,
 
where Caesarian sections were deemed necessary in 4.6 percent of deliveries,
 
close to the U.S. figure.
 

From the data, one could conclude that about five 'ercent 
of all deliveries in Bolivia are complicated, and about three percent 
need Caesarian sections. In rural areas, probably over 95 percent of
 
deliveries are not done in a hospital and there is a high risk of maternal 



Table 5-5 - Complications of Pregnancy: Abnormal Deliveries and Abortions, 1972. 

09 WD0b t40 

CDj-- 0D~ I' Oct9D C 0 1 

Institutions o -1j 0 0 0 o s- M 

IJD (O oo
 

Hospital "Santa Barbara", Sucre 750 80 830 -- 9.6 90 10.8 
Maternity Hospital (CNSS), Sucre 439 78 517 - 15.. --
City of La Paz - All Hospitals -- : -- 8,054 --.. 711 8.8 
Methodist Hospital - La Paz 757 64 821 38 7.8 95 11.6 

MOH Hospital - Trinidad 416 447 463 -- 10.2 14o 30.2
 
MOH Hospital - Riberalta 468 45 513 -- 8.8 78 15.2
 
City of Oruro - All Hospitals -- 2,669 .-- 471 17.7
 
City of Potosi - All Hospitals 955 -- 208 21.7
 

MOH Hospital - Santa Cruz -- -- 7,774 .. .. 898 11.6
 
COMIBOL - Catavi .766' 73 839 -- 8.7 --..
 

COMIBOL - Huanuni 386 17 403 -- 4.2 ....
 
COMIBOL - All Hospitals 3,805 200 4,005 -- 5.0 --


Source: LeBow, Robert H., Consultant Report, USAID/Boliiria, 1974.
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and/or infant mortality. These maternal and/or infant deaths of course
 
go unreported for the most part. The situation is perhaps best illus
trated by a case history related by the Navy physician in Tiquina. He
 
was called to see a woman who was several hours walk away in the campo
 
and who had been in labor two days. When he got there, he found an arm
 
presentation. He could not do surgery there (and only with great dif
ficulty at his health post, for that matter), so he internally rotated
 
the-baby and delivered it dead. The mother was lucky and did survive.
 

e. Well-baby programs
 

With the exception of a few health posts and hospitals,
 
such as Yamparaez, Quillacollo, Ancoraimes, Catavi, and Montero, there
 
are almost no well-baby programs in rural areas. The diagnosis "well
baby" rarely appears in rural record books.
 

On the other hand, in urban areas, the concept of well
baby exams has been established for several years. These examinations
 
have been carried cut mostly at the Centros de Salud in the department
 
capitals. Often 'well-baby" clinics are general pediatric clinics. For
 
example, at the Centro de Salud El Alto, 70 percent of all the well-baby
 
visits are sick children. Only 30 percent are really well. There are
 
general pediatric clinics at most Centros de Salud. For example, in
 
Oruro at the Centro de Salud, about 350 children per month are seen at
 
the well-baby clinic and another 350 per month at the general pediatric
 
clinic. In Cochabamba, the Centro de Salud ran five pediatric clinics
 
in 1973 with a total of about 18,000 patients seen. In addition, children
 
are seen in Cochabamba in very active and well-utilized clinics at the
 
Albina Patiflo Hospital and at the new pediatric section of the Viedma
 
Hospital. There are active well-baby programs also in La Paz ane? Santa
 
Cruz.
 

In the rural area of Tarija, the eight rural hospitals
 
reported a total of 1,063 well-baby visits, or an average of 11 well
baby visits per month per hospital. This compares with an average of
 
39 sick child visits per month at each hospital. Statistics were kept
 
on pediatric home visits and these averaged 19 per month per hospital.
 

Recently there has been a trend to turn the well-baby
 
clinics over to the nurse. This has been done in most of the depart
mental capitals, and has also been done in Portachuelo. Visiting nurses
 
also go out to homes, but still on a very limited basis. The missionary
 
nurses seem to be doing more home visits in marginal urban areas. The
 
JNDS is essentially running a well-baby program combined with day-care
 
in many marginal urban areas, although they deny they have a well-baby
 
program since they claim they do not want to overlap with the MOH.
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Immunizations are an integral part of well-baby programs.
 
Often it is not possible to follow a proper schedule for immunizations
 

because of shortages or mIaldistribution of the vaccines. Up to now, measles
 

vaccination ha been in particularly short supply. The maintenance concept
 

of vaccination has not yet been implemented except to a minor degree for
 

some vaccines (such as DPT) at the Centros de Salud. Specific illnesses
 
are discussed in Section C on Communicable Dispreventable by vacciz "-on 


eases. A summary of ccinations given under the direction of the MOH is
 

in Table 5.6.-Y 

Table 5.6 - Number of Vaccinations Given by the Ministry of Health for 

DPT, Polio and Measles, 1970-1972. 

DPT Polio Measles 

1st 2nd 1st 2nd 

Year Dose Dose Booster Total Dose Dose Booster Total iOne Dose) 

1970 34,953 21,213 2,142 58,308 115,544 51,862 1,503 16S,909 69,205 

1971 31,054 15,092 4,543 50,626 12,295 6,817 3,910 23,652 45,817 

1972 21,812 8,125 2,220 32,157 17,563 8,892 1,634 28,098 49,471 

Source: MOH, Institute of Communicable Diseases, unpublished data, 1974.
 

The above data illustrate that there are many more first
 

doses given than second doses and boosters. This means that there are many
 

children who have incomplete immunizations and are at risk as much as the
 

unimmunized population. Valuable supplies of vaccines and much effort is
 

In effect, in the three year period 1970-72, it could be
wasted this way. 

said that only 8,905 children were effectively protected against diphtheria,
 

iTFl,000 doses of vaccine. Likewise,
pertussis, and tetanus at the expense 

it could be said that lasting immunity to polio has been given to only 7,047
 

children at the expense of 220,000 doses of vaccine, when it could have
 
There is probably
theoretically been done with a little over 21,000 doses. 


some value to partial protection, but if full protection is desired, then
 

the child who has missed his scheduled dose by more than a reasonable time
 

should be re-started. This inefficiency is a strong argument for maintenance
 

vaccination and delegation of vaccinp.tion programs to the local level, as
 

opposed to the campaign approach.
 

Nutrition is also an integral part of well-baby programs.
 

Nutrition is covered in more detail in Chapters II and VII. The present
 

programs in nutrition function through the mothers' clubs and the schools,
 

but they reach only a small portion of the target population. The school
 

lunch program reaches 200,000 rural schoolchildren and 30,000 urban
 

*From Communicable Disease Commission Report, 1974.
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schoolchildren, but schoolchildren are not in the age group (six months
 
to three years) most susceptible to the effects of malnutrition. The 
type of malnutrition that affects these children is protein-calorie mal
nutrition, and it usually begins right after the child is weaned. Through
 
the mothers' clubs, about 42,000 children in the higher risk pre-school
 
age group are theoretically reached, but this only represents about five
 
percent of that population.
 

Four nutritional studiles are now beiag conducted in Bolivia: 
(1) anemia in 35,000 women, (2) nutrition in 6,000 children (zero to
 
six years), (3) measurements of 19,000 children (erie to four years), and
 
(4) study of goiter in 45,000 people age five to 1l4.
 

There are also specific nutritional rehabilitation programs
 
for children. The Hospital de Nifos in Montero has an active program, as 
do some centers in La Paz, where rehabilitation is done on both an in
patient and/or an outpatient basis. The JNDS is especially involved in
 
these rehabilitation programs.
 

f. Sick child
 

The illnesseR of children have been discussed fairly
 
extensively in Chapter II. Specific infectious diseases are discussed
 
in Section C of this Chapter.
 

There are specific pediatric clinics run by the MOH in all
 
the departmental capitals. There are only seven specific pediatric hos
pitals in Bolivia: Montero, Santa Cruz, Albina Patifto and Viedma in
 
Cochabamba, La Paz, Tarija, and Catavi (COMiBOL).
 

From the tables in Chapter II, it can be seen that pediatric
( ero to 14 years) hospitalizatiwGp in the MOII system (in 1970) accounted 
for 16 percent of all hospitalizktions. They accounted for 15.5 percent
of the hospitalizations in 1972 in the CNSS system. Pediatric outpatient 
visits did account for 22 percent of all outpatient visits in the CNSS 
system in 1972. This percentage is probably much higher, as many pediatric 
visits are classified under general medical visits. Rural areas vary 
considerably. In some rural towns (e.g. Ravelo, Tarabuco) children are 
rarely brought to the hospital, whereas in other areas children aged 
ero to five years comprise over 50 percent of the patients seen.
 

g. Family plannina
 

Family planning has been practiced on a very limited scale 
in Bolivia. On an official level, it has political overtones, with one 
side arguing that Bolivia should discourage family planning since the 
country is underpopulated. Only recently (1974) did the Bolivian govern
ment officially endorse family planning. 
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There appears to be a great demand for family planning, as
 
the private medical sector (and the indigenous sector too) allegedly have
 
a large business in induced abortions. There are no good figures on
 
induced abortions, but there allegedly are over 20 physicians in Cochabambe
 
and one full-time in Quillacollo who are doing abortions.
 

In a study done by the Centro de Estudios de Poblnci6n in
 
1968, 2,570 women were interviewed in La Paz, Cochabamba and Santa Cruz.
 
They were anhed if thcy wanted to increase the size of their families. 
Their answers are summarized in Table 5.7.
 

Table 5.7 - Desire to Increase Family Size by Urban and Rural Areas of 
Three Departments, 1968. 

Desire to La Paz Cochabamba Santa Cruz 
Increase 
Family Size Urban Rural Urban Rural Urban Rural 

Yes 29.3% 21.9% 35.2% 28.7%' 40.0% 34.2% 

No 70.7% 78.1% 64.8% 71.3% 60.0% 65.8% 

Source: 	 Llano Saavedra, Luis, "Bolivia: Planificacion Familiar", 
CENAFA, La Paz, 1971. 

Most women did: not want to increase the size of their
 
family; the desire to limit family size was even more marked in ruAl
 
areas than in urban areas,
 

Up to now, there have been few health education programs in 
family planning, but even these few have been well attended. Public know
ledge of contraception, especially in uneducated and/or rural populwtionus, 
is minimal. This lack of knowledge was confirmed in a study done by Llano( 

and another done in Mizque.( 6 ) 

A few intentionally unpublished prcgrams, widely scattered, 
have been operating quietly over the past ten years in Bolivia, in both 
urban and rural. They have involved mostly I'JD insertion and have been 
done by private institutions. In many urban areas, there seems to be 
growing interest in family planning. PROFAM(7) started two family plannina 
clinics in La Paz in June 1974, and similar projects are to be begun in 
Cochabamba, Santa Cruz, Riberalta, and Trinidad. Except for a private 
effort at Huatajata, there are no organized family planning programs in 
rural areas at present. A mobile van operating out of Ayo-Ayo on the 
Altiplano under the auspices of CENAFA is eventually to be used for a 
family planning program.
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The MOH has recently developed a family planning program 
in five district centers: La Paz, Cochabamba, Santa Cruz, Trinidad, and
 
Riberalta. Most of these programs are at an incipient stage and consist
 
only of a MOH assignee to the MCH program in the Unidades Sanitarias.
 
As planned, these persons are tc work only part time, conducting fanily
 
planning nlinics at various MCII facilities. The program is too new for
 
any conclusions to be formulated at this time on either its present
 
effectiveness nor potential.
 

Folk healers and curanderos probably are doing most of the 
family planning in rural areas at present. They use herbs, and some 
mechanically induce abortions. This may be part of the reason why so 
many incomplete abortions are seen in the hospitals, both in rural and 
urban areas. On an individual basis, there is great need and demand for 
family planning. Due to the political overtones however, family planning 
programs are not publicized. In fact, in Bolivia, the programs are 
referred to as "responsible parenthood" rather than family planning. 

4. Summary
 

Maternal and child health is closely tied in with all preventive
 
medicine programs: vaccinations, nutrition, infectious diseases, environ
mental sanitation. As such, all these aspects should be dealt with in an
 
integrated way if MCH is to improve.
 

As has been shown above, MCH programs seem to be progressing
 
fairly well in the urban areas, but have little impact yet in rural areas.
 
There has been some increased effort, especially by the JNDS, to bring
 
MCH programs to the marginal urban areas.
 

Well-baby visits, pre-natal visfts, and in-hospital deliveries
 
seem to bb grow-ing in numbers in the urban areas, but are seen in appre
ciable numbers only in a very few rural hospitals or health pcsts. Nutri
tion programs have little overall effect for mosc rural areas, and are in
 
danger of having even less effect when CARITAS food stops coming to Boli
via. Family plaming is still shaky politically, but seems.to have pro
gressed. MCH training programs are doing well and need more support tc
 
maintain themselves.
 

C. Communicable Diseases*
 

1. Overview
 

Communicable or infectious diseases constitute the one most
 
significant health problem in Bolivia. According to the PAHO study of
 
childhood mortality in La Paz and Viacha done in 1968-70, communicable
 
diseases accounted for 68.2 percent of the mortality in age group one year
 

*Refer to the figures and tables in Chapter II for mortality and morbidity
 

data, also for commtuicable diseases reported.
 

http:seems.to
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and under, and 86.9 percent of the mortality in age group one to four 
years. According to Re-istro Civil data for 1969, when the "poorly
 
defined" category is excluded, infectious diseases account for 85.5 per
cent of deaths in the age group five to 14 years. They are also vC(ry 
significant in the over 15 age group, probably accounting for over 50 per
cent of mortality, but the data is not sufficient to give an exact estimate. 

From 1970 hospital discharge data, communicable diseases accounted
 
for over 65 nercent of the hospitalizations in the under one age g:oup,. 
over 60 percent in the one to four year age group and over 40 percent in 
the five to 141r,
year age.group.
 

Most of the communicable diseases are respiratory or gastro
intestinal, and most of these are probably viral. What follows that,
 
with a few exceptions, these diseases are then little affected by specific
 
chemotherapeutic agents. They are susceptible to attack mostly through
 
environmental and nutritional interventions and not curative measures.
 

The single most significant communicable disease in Bolivian 
children under age five has been measles, which is preventpb"1 b: vacci
nation. Beyond age five, tuberculosis is probably the mnr" s 'nicant 
communicable disease in terms of morbidity and mortality. ':-,: diseases 
are particular potential threats to economic development in the Oriente:
 
these include malaria, hookworm, yellow fever, rnd Bolivian hemorrhagic
 
fever.
 

2. Overall structure of communicable disease programs within the
 
MOH 

The MOH, through its new Department of Ecology, is in charge
 
of specific communicable disease control programs. The Department of
 
Ecology includes INET (National Institute of Communicable Diseases),
 
SNEM (National Malaria Eradication Service), the Division of Environmental
 
Sanitation, and the National Health Laboratories (INLASA). All activities
 
in communicable disease control have been coordinated through the MOH.
 

Also coordinated through the Department of Ecology is the Banco
 
de Vacanas, which is responsible for supplying vaccines to the whole
 
country.
 

Within ITET are three specialized agencies for tuberculosis,
 
hemorrhagic fever, and epidemiology. The hemorrhagic fever commission is
 
also in charge of leprosy.
 

Reporting of communicable diseases, with the exception of
 
malaria, is by weekly reports supposedly sent from each hospital or health
 
post. Since rural health posts see only a small fraiction of their target
 
population, there is much underreporting. SNEM, with its own field iorkers
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doing their laboratory tests, has much more accurate case reporting. The
 
general lack of laboratory utilization in rural hospitals adds to the
 
inaccuracy of disease reporting.
 

There are IDET personnel (epidemiologists, TB specialists, etc.)
 
at regional levels in the-Tnidades SanItarias who are responsible within
 
their region for specific functions, such as investigating epidemics or
 
running departmental tuberculosis programs. In areas with malaria, there
 
are also departmental SIUEM people. The resources, both at the national
 
and the regional level, are very limited. There is insufficient money
 
for necessary drugs, and there are not sufficient vehicles to allow the
 
investigation of epidemics or the supervision of programs in rural areas.
 

a. -Banco de Vacunas
 

In order to guarantee adequate centralized supplies and
 
distribution of vaccines, the Banco de Vacunas (Vaccine BAnk) was organized
 
in 1971. Seventeen organizations involved in health care contributed to
 
it. Many administrative problems are involved in getting the organiza
tions to put in their share, or organizing local campaigns. Also, there*
 
are frequently inadequate supplies of vaccine in the field.
 

b. INLASA
 

This laboratory, located in La Paz, is supposed to be a
 
national reference laboratory. In fact, it supplies most of the clinical
 
services for the city of La Paz. It is lacking in basic equipment. There
 
is a rlan to build a new laboratory and to start a national network of
 
laboratories. A regionalized laboratory system could be used to promote
 
more scientific medicine in rural areas by providing back-up and super
vision. But Bolivia is a long way from having such an effective system.
 
INLASA does produce a limited amount of rabies vaccine, and did produce
 
some smallpox vaccine in the past.
 

3. Specific diseases and programs
 

a. Tuberculosis
 

Tuberculosis-is by far the greatest communicable disease
 
problem in Bolivia, except perhaps for measles in children. There are
 
estimated to be 80,000 active cases in Bolivia (a prevalence of about
 
1.4 percent), and about 50 percent of the population has been infected,
 
(has a positive skin test). It is the number three cause of mortality,
 
after respiratory and gastrointestinal infections (excluding "poorly
 
defined"), in the 15 and over age group.
 

The MOH operates a tuberculosis (TBC) program throughout
 
Bolivia, and has for over seven years. It now includes about4 percent
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of rural hospitals and 15 percent of postas sonitarias, but is most
 

active in the urban areas. It has two main problems: (1) not enough
 

drugs, and (2) patient non-compliance with iiiadequate resources to do
 
are inagood follo.-up. Quantities of TBC drugs sent to rural areas 


deouate or none'xistent. Even in the cities, the drug supply is not suf

ficient. 1'or example, in Cochabamba about 30 new coses, of tuberculosis 

are being setn per month at the Cen.tro de Salud. Yet they only have 
uuthoritiesercouth medications to trTeat 30 cazc, a year. Some health 

feel Ltt It i . ''...ot not worth ha.rijng a program to find ne, cases if 

there is ncthing that cen be done. 

The tuberculosis program has three parts: case finding
 

through sputum or (more rarely) X-Ray examinations; treatment of cases witt 

chemotherapy (drugs); and BCG vaccination. The difficulties -ith securing 

adequate drugs and doing follow-up for patient non-compliance have been 

mentioned bbove. With partial treatment, resistant bacteria have been 

appearing. In 1974, results from resistance testing at the Instituto del 

Torax showed that 57.5 percent of the cultures showed some resistance to 

one to three drugs. BCG vaccination has been done extensively by campaign 

in various parts of Bolivia, but the coverage does not seem as good as 

they thought. Less than 10 percent of newborns are being vaccinated. 

The 1973 budget for tuberculosis was only $57,800 (or about
 

1 per person). The amount in that budget for drugs would only cover 

about one percent of the cost of needed drugs if the cheapest drugs were 

used (Tiazina). Obviously, for resistant bacteria, the secondary drugs 

are very expensive.
 

Outpatient treatment is being used more now, although there
 

are 408 tuberculosis beds in Bolivia, with 67 percent bed occupancy in
 

1973. Progran supervision is especially difficult, since there are no
 

travel funds and transportation is difficult to find.
 

In summary, acceptable technical norms are established and
 

implemented in most places, but resources fallveryshort of demand, both
 

at the national and local levels. Systems for delivering what resources
 

are available are lacking, and adequate supervision and technical support
 

of field operations are inadequate
 

b. Malaria
 

There has been much progress in malaria control in Bolivia,
 

but in 1973 there was an abrupt increase in the number of cases (7,641).
 

Of these cases, 91.8 percent were Vivax and 8.2 percent Falciparum. How

ever, many tropical areas of Bolivia (such as the Alto Beni and the Cha

pare), which in the late 1950's had close to 100 percent prevalence of
 

malaria, now are malaria-free.
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SI1EM has been the autonomous agency in charge of malaria
 
control since 1958. But SNEM's resources have been gradually diminishing
 
and SNEM is in trouble now. Their budget is only $430,000; their vehicles
 
and sprayers are old and need replacement; and their supply of DDT is
 
about to be cut off. Argentina has been helping this year because the
 
moot signific:nt outbreak of malaria was in Tarija along the Argentine 
border. In 1974, SNEM considered 55 percent of Bolivia's malaria area to 
be still in the "attac" phase, 'ith only IL5 percent in consolidation. 
-o far in 197 , the incidence of now. cases has been runnin- at about half 
of last year'S rute. 

There hate been suggestions to use SEM personnel in other 
health prcgraEis, but at present they are barely able to cope w.ith malaria 
problems. There are 269 SiT4 employees of which 204 are in the field. 
These people are acquainted with and reach the most remote areas of Polivia. 
Their principal methods are case finding through blood smears (117,846 
samples in 1973) and spraying houses with DDT (91,675 houses in 1973).
 
They also have used chemotherapy and chemoprophylaxis.
 

Although malaria causes minimal mortality, it causes a high 
morbidity or potential loss of work. This could be especially crucial in 
developing areas of colonization in the Oriente. For this reason, malaria 
control is important but may be difficult if SIM does not obtain more 
support soon. 

c. Bolivian hemorrhagic fever
 

Except for one "imported" outbreak of Bolivian hemorrhagic
 
fever (BHF) in Cochabamba in 1971, BHF has been limited to certain areas 
of the Beni. The first cases were diagnosed in 1964. Although there have
 

*been only a total of about 300 deaths from BI in the past ten years, and
 
the last case was in 1972, the disease is much feared, since the overall
 
case mortality rate has been about 25 percent. In some outbreaks, the
 
case mortality rate has been up to 90 percent.
 

BHF seems to be fairly well controlled now by a program that 
includes the trapping of the rodent vector of BIT, (Calomys Calosus) in 
various areas of the Beni. The rodent does not exist outside of the Beni. 
When infected animals are found, poison is left in all the houses in the
 
area to eliminate the rodents. The BHF field workers, which include four
 
physicians in the Beni, have also started to do field work in leprosy.
 

Continued vigilance for infected rodents is still warranted,
 
as the Beni is too large and inaccessible to eliminate the particular
 
rodent completely. BIHF, poses a potential risk for the entire Oriente as
 
the rodents could easily move into Santa Cruz. A vaccine may be available 
soon. There is no proved therapy for the disease.
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d. Influenza and entcric diseases
 

Although influenza and diarrheal diseascs are respectively
 

Eccond most reported diseases in Bolivia, there is no programatic
first and 

effort within any health agency against their control. The prevalence of
 

viral or bacterial etiology of these diseases is unknown at this timrLe. 
adequate diagnosticTreatment within a h,-lth unit is conducted without 

work upanu bu:wtd on "_-hot gun" cherotherapies. 

are
It is recognized that environmriental sanitation programs 


primarily directed at the control of enteric or diarrhcal diseases and
 

these are covered belo-w in Section D. 

e. Child'hoo. diseases Preventable by vaccination 

Polio, measles, 7ihooping cough, tetanus, and diphtheria are 

diseases which are close to 100 percent preventable by vaccination. Thus, 
diseases could be practicallywith effective vaccination programs, these 

dizeases are still serious problemseliminated. However, t.ese 5 childhood 
In the United States, there are ztill many cases of mea:les,
in Bolivia. 


but it does not represent the same mortality risk as in Bolivia, where
 

at times attain a mortality rate ofcombined with malnut-2ition, it may 

25 to 50 percent. The other four diseases are now rart. in the United 

States. 

As will be noted below, vaccination campaigns against these
 

diseases are sporadic, ill-organized, and umner-funred. Supplies of vac

and lost in delivery
cine are often grossly undersupplied or are Th"'.agi 

to outlying areas. National campaig.ns ara o..,m on a "hit or miss" basis 

with little or no follow up to take care of adverse side effect or for 

second or third boosters.
 

Polio, a disease caused by ei ;..cric viruses of three types,
 
I1 cases of
still occurs in outbreaks in Bolivia. In 1970, there were 

paralytic polio reported, 70 of them in Cochabania. Most were in the under

five age group. There have been fewer caser; reported per year since then, 

but polio vaccination is of the -tmost importance. This is because, para
polio increasesdoxically, as environmental sanitation programs increase, 


in incidence too. Usually infants have sub-clinical infectious and thus
 

the virus is removed from the environment,
are protected later, but as 


this natural i,munity will decrease, and the child will be at greater risk. 

This has been shown recently in the United States in an unvaccinated group
 

at a boy's school in Connecticut.
 

There have been vaccination campaigns for polio over mow t of 

the past four years. Often the campaigns were "crisis" cL 't, tedBolivia for 
Poor planning often resulted in the
 as in the Cochabamba epidemic in 1970. 


wasting of thousandu of doses of vaccine. The BPnco de V:cun s now seems
 

http:campaig.ns
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to have a fairly good stock of polio vaccine, 
and polio vaccine was even
 

serious problems with proper refrigerator 
.seen in rural areas. There are 

It is often dif
and "maintenance" vaccination as opposed to campaigns. 

required doses for vaccination are completed.
ficult to see that the three 

is the most serious single illness for children 
under 

Measles 
In the PAHO La Paz-Viacha study, it accounted for 

5.8
 
five years of age. 
 28.1 percent of theonepercent of all mortality in the under age group and 

It could be estimated, using availa
mortality in the one to four age group. of deaths, that 

and taking into account underregistration
ble mortality data 

deaths per year in Bolivia 
in 1968-70 there probably have been over 

10,000 


from measles. Table 5.8 illustrates the importance of measles 
in the mor

tality of infants and children.
 

Deaths from all Causes and Measles, La Paz, 
July 1968-July 1969.
 

Table 5.8 -

Percent
 
Measles
Measles
Age Groups All Causes 


1.3
13
977
0-5 months 
 20.81 148
710
6 mo.- yr. 

T5
2-4 years 226 3.
 

12.3
1-9-236
Total 


Ministry of Health, La Paz Regional Health 
Office,


Source: 

unpublished data, 1974.
 

-ortality is, of course, associated malnutrition.
 The reason for the hAr', 

" from measles compared with the low mortalityIn fact, the high mo 

.sevidence of the poor nutritional status 
of
 

rate in the United S, 
children in Bolivia. --.,les continues to be a significant cause 

of mor

tality (No 7) in the five to 14 age group.
 

Measles is particularly susceptible to 
control by vaccination,
 

However, the
 
as it is a one time vaccination with no 

required boosters. 


vaccine is fairly expensive. Vaccination campaigns for measles are barely
 

beginning. The only department which seems to have 
been fairly well
 

covered is Oruro, and very few cases of 
measles were reported in Oruro in
 

of whooping 
44 for the whole department, compared with 587 cases 

1973 (only May 1974. 
cough). There was an epidemic of measles in north Potosi in 

During mid-197
4 , there was a vaccination campaign for measles 

in Cochabamba 

Department. Again, With vaccinations being done only 
in infrequent large 

More frequent "mini-campaigns"

campaigns, many children will be missed. 


conducted at the local level have been considered, 
but this type of organ

ization has been underutilized predominately 
because of the lack.of person

nel at the local level.
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Whooping cough or pertussis, is another major cause of mor

tality in children under five. It too, is controllable by vaccination, but
 

requires at least three separate vaccinations for protection. It is usually
 

given in the combined form (DPT: diphtheria, pertussis, tetanus) - called
 

"vacuna triple".
 

con

fused with croup or another pneumonia, so the statistics are questionable 

qualitatively as well as quantitatively. But in Registro Civil data, it 

is listed as causing 7.6 percent of all mortality in children under age 

five (1969 data). If this were accurate, an extrapolation from the data 

would indicate that there were about 6,000 deaths in Bolivia from pertussis 

in 1969. 

The diagnosis of whooping cough may be missed, or it is 


DPT vaccine is now (mid-1974 ) fairly well distributed in many
 

rural areas as well as urban areas. Campaigns are planned, but the supplies
 

must be maintained, especially if the full three doses are to be given.
 

An example of the difficulties involved in completing vaccination schedules
 

is given by the campaign during and after the diphtheria epidemic in Cocha

bamba in 1973. The first dose of DPT was given to 90,000 children in the
 

city and 21,000 children in rural areas. However, only 30,000 in the city
 

(33 percent) and 4,000 in the rural areas (19 percent).got the second dose.
 

?robably even less got the booster dose a year later. The enthusiasm of
 

both the people and the vaccinations seems to be much greater under "crisis"
 

situations.
 

Since DPT vaccine is tri-valent, the same vaccination program 

problems apply to diphtheria and tetanus as to pertussis, describe& above. 

Diphtheria occurs mostly in sporadic epidemics. In the 1973 epidemic in 

Cochabamba, between January and June 1973, there were 235 recorded cases, 

with 13 fatalities. In 1973, 366 cases were reported for all Bolivia, com

pared with 88 in 197C nA 54 in 1971. 

There is probably great underreporting of tetanus cases.
 

Unlike diphtheria, which has had a case mortality rate of between five per

cent and 25 percent or more (depending on the availability of antitoxin),
 

the mortality rate for tetanus in Bolivia is probably close to 100 percent.
 

It too is country-wide in distribution, but the overwhelming majority of
 

cases are probably in infants under one month of age: neo-natal tetanus.
 

In 1969, 49 of the 63 reported deaths from tetanus were in infants "under
 

one year of age". The rest of the reported cases were scattered over all
 

age groups.
 

Neo-natal tetanus occurs because of non-sterile techniques
 

and customs at the time of birth, such as cutting the umbilical cord with
 

dirty instruments or rubbing dung on the umbilical cord. The approach to
 

controlling r,;o-natal tetanus is through the education of parteros and the
 

These measures are so far
vaccination of mothers during their pregnancy. 
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being done only minimally. The vaccination of expectant mothers could
certainly be easily done through the mothers' clubs or at the time of pre
natal visits, but the percentage of expectant mothers involved in these
 
activities is still very low.
 

f. Other diseases with available vaccines
 

Although urban yellow fever no longer exists in Bolivia,
 
jungle yellow fever does. The reservoir is probably in monkeys, and yellow
 
fever is a threat to colonization areas. There are sporadic outbreaks,
 
mostly in new colonization areas. Thus far in 1974, there have been about
 
20 cases of yellow fever in the Alto Beni and the Yapacani area. The major
 
problem is that yellow fever carries c high mortality rate, probably over
 
75 percent.
 

There is an available vaccine with long-lasting (ten years)
 
protective effect. But there are still administrative pr6blems in Bolivia
 
in insuring adequate supplies of vaccine in areas of colonization. Usually,
 
vaccination campaigns have been organized on a crisis basis after an out
break has started. There are problems in supplying adequate numbers of
 
doses on this bases. For example, in Santa Cruz this year, 60,000 doses
 
were requested but only 20,000 were received. The control of jungle yellow
 
fever depends on the vaccination of the population at risk.
 

Epidemic (Exanthematous) Typhus also has been limited to
 
sporadic outbreaks of usually ten to £C cases each, mostly in the areas of
 
the Altiplano and the Valles. In 1974, there have been two reported out
breaks so far, with a few deaths, in isolated areas of La Paz Department. 

ITyphus is lice-born, so its control depends on personal 
hygiene, which is difficult to obtain in cold areas with little water. An
 
experimental vaccine, from the University of Maryland has been tried in
 
Bolivia, but it is not known if it works well. Typhus only occurs in
 
sporadic outbreaks and the areas of vaccination were not the most high risk
 
areas (Huatajata, Yamparaez, e.g.). The Bolivian National Laboratory does
 
have the capability to confirm cases of typhus serologically.
 

Bubonic plague is endemic in Bolivia in scattered pockets
 
from Tarija to Apolo, mostly in semi-tropical areas bordering the Valles
 
(see map in Chapter II). There are sporadic outbreaks; the last one was
 
in June-July 1974, north of Coroico, with 14 cases and five deaths. There
 
is a plague vaccine, however its effectiveness is still in question. No
 
plague program exists; in fact, the endemic areas of plague has not been
 
well defined as there has been no study done to find out infection rates 
in reservoir animals. 
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The last reported case of smallpox in 	Bolivia was nine years
 

ago. INET has covered most of the country with smallpox vaccine, and its
 

program calls for re-vaccination, in stages, of the entire population every
 

five years. Smallpox vaccination has been the most extensively done campaign.
 

There used to be up to several thousand cases of smallpox a year in Bolivia.
 

South America has been smallpox free since 1971, when the
 

The Bolivian Public Health authorities
last case was reported in Brazil. 

think that Bolivia should continue smallpox vaccination as they do not
 

think they have the capability to contain an epideric if one case should
 
on other side would saybe introduced into the country. The argument the 

that only high-risk populations (doctors, nurses, etc.) should be vaccinated
 

and health workers should have an awareness of smallpox to be able to pick-up
 

a new case quickly. It is possible that the resources devoted to smallpox
 

vaccination might be better used in other efforts.
 

g. Venereal diseases
 

Venereal diseases seem to have followed the world-wide pat'Dern
 

Although the incidence dropped soon after the introduction of
in Bolivia. 

In
antibiotics, and in recent years have become much more prevalent again. 


1971, gonorrhea was the sixth most reported communicable disease 
in Bolivia,
 

with 1,939 cases reported. (It is the most reported infectious disease in
 

the United States). Between 1966 and 	1969, the average number of cases per
 
1973 it was 1,691.
year reported of gonorrhea was 191.5, but between 1970 alid 


Similarly, for syphilis (all types), the 1966-69 yearly average was 272.3,
 

compared to 1,113 for 1970-73 (Table 5-9).
 

Table 5.9 - Reported Cases of Venereal Diseases, Bolivia, 1966-1973. 

Year Cases of Gonorrhea Cases of Syphilis
 

82
1966 182 

1967 141 103
 

586
•1968 	 143 
1969 	 300 318
 

1,074
1970 1,212 

1971 1,939 1,059
 
1972 1,822 1,169
 

1,I49
1973 1,791 


Source: Ministry of Health, Institute of Communicable
 
Diseases, unpublished data, 1974.
 

The only specific venereal diseas% program done to any extent
 

by the Unidades Sanitarias is the examination orprostitutes. There have
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been a few individual efforts in sexual education and in drawing routine 
VDRL's, but little organized efforts to contain V.D. Treatment is also 
not standardized. 

h. Chagas' disease 

Chagas' disease is a chronic parasitic disease caused by the 
parasite Tr nosoma Cruzi, which is spread through the bite of reduvid 
(Vinchuca7 It endemic in all of Bolivia east of the Andes, thebugs. is 
Valles and the Oriente. The prevalence of infection in endemic areas is 
not known, but from the few studies done seems to be about 18 percent. The 
incidence of the actual disease, in its chronic form, is grossly under
reported (only 114 cases were reported in Bolivia in 1971). 

Programs to control Chagas' disease are barely beginning.
 
Some studies on the rate of infection in.reduvid bugs have been done in
 
Cochabamba and Santa Cruz, with the finding of up to close to 100 percent
 
of the adult bugs being infected. Tests are available for serological
 
diagnosis of human infections, but up to now they have been fairly expensive,
 
so no extensive investigative programs to determine the incidence of human
 
infections have yet been done. A new latex fixation test may make serolo
gical testing more feasible. In fact, serological studies are planned in
 
the near future in Tarija for large sample populations.
 

Public health measures to decrease the incidence of Chagas'
 
disease depend on better housing and/or the spraying of houses for reduvid
 
bugs. Unfortunately, DDT does not kill the bugs, and fairly expensive
 
insecticides, such as Baygon, are necessary. For this reason, pnly very
 
limited spraying has been done. Preventionwould be the best rbute to
 
take to control the disease, as no rea.ly effective chemotherapeutic agent
 
is yet known. There is an experimental drug which seems to be partially
 
effective, mostly in acute cases. The drug seems to have little effect in
 
chronic or dormant cases.
 

i. Lepr6sy
 

Leprosy is scattered over several endemic areas in Bolivia,
 
most notably with concentrations southwest of Santa Cruz and in pockets in
 
the Beni. It affects all age groups. Leprosy programs are following
 
about 1,500 pat~jnt, and there are probably about another 1,500 cases to
 
be discovered. Some of the cases under treatment are in the two lepro
sariums that are functioning in Bolivia. One is in Candua, near Monte
agudo, and the other is a new one at Jorochito, near Santa Cruz. However, 
most treatment is being done now on an outpatient basis. Patients seem 
to comply fairly well in taking the necessary long-term medication. There 
are significant problems in obtaining adequate supplies of drugs, but the 
case finding and follow-up part of the leprosy program seem to be func
tioning fairly well. 
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. abies
 

Rabies is primarily an infection of animals, but 60 human
 
cases, mostly related to dog bites, were reported in 1971. For all prac
tical purposes, the infection is 100 percent fatal. A rabies vaccine is
 
being produced by ILUASA,. but only 250 doses were produced in 1973. The
 
main approach to rabies control in preventing human cases is through the
 
vaccination of domestic animals and the -elimination of stray animals.
 
These have been done only minimally in Bolivia. There have been about
 
3,000 dogs a year vaccinated in La Paz and Cochabamba. In 1972, with the
 
help of WHO, about 16,000 dogs were vaccinated in Santa Cruz. Little has
 
been done to eliminate stray animals.
 

D. Environmental Sanitation*
 

1. Status of the problem
 

The environmental sanitation situation in Bolivia would be con
sidered far from adequate by any standard measurement. For example, one
 
may consider the water supply and sewerage service in Bolivia as it com
pares to other Latin American countries (see Table 5.10). While the number
 
of water supply and sewage disposal facilities, along with the portion of
 
the population served by these facilities, may not be the best indicator
 
of a country's environmental sanitation status, it can certainly be used
 
'as a gross indicator of the general magnitude of the problem.
 

In the urban sector, 37 of 108 communities have water supply
 
facilities. Out of a total urban population of 1,800,000, 80,570 in
habitants (or 44.5 percent) have house connections and 199,550 (or 11.1
 
percent) have easy access. This gives a total of 1,001,120 people or
 
55.6 percent of the urban population which have access to a protected
 
water supply facility. While these figures indicate a deficiency in the
 
urban sector, protected water supplies in the rural sector are practically
 
•non-existant. 	Of a rural population of 3,500,000, only 151,300 (or 4.3
 
percent) have access to a protected water source. In the entire country
 
of Bolivia, only 21.7 percent of the population have access to protected
 
water supply facilities (see Table 5.11).
 

*A large part of the information presented in this section was drawn from:
 

Bolivia Water Supply and Sewerage Sector Stud, by the International
 
Bank for Reconstruction and Development, the International Development
 
Association and the World Health Organization, May 1974. This report
 
(hereafter referred to as the IBRD/WHO Report) is very well done and
 
quite comprehensive. Indications are that the Bolivian Government will
 
rely heavily on this report for future policy formation in the environ
mental sanitation sector.
 

For this section of the Health Sector Assessment, "urban" will be defined
 
as communities of 2,000 population or greater. The reason is that the
 
2,000 population division s the one used in the environmental sanitation
 
field in Bolivia as well as in other, Latin American countries. Most of
 
the information and data available is br6ken down in this manner.
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Table 5.10-	 Populations Served with Water Supply and Sewerage for
 
Selected Latin Ameriqan and Caribbean Countries, 1970a
 

Water Supplyb Urban Seweragec 
Rural Waste Disposal 

Country Total Total Total Total Total. Total 

Urban Rural Country Urban. Urban Countr 
Pop. Pop. i Pop. Pop. 3 Pop. Pop. 

Bolivia 1,000 55 151 4 1,152 22 420 23 112 3 532 10
 

Chile 5,000 69 250 9 5,250 53 NA - NA - NA -

Peru 4,200 60 500 7 4,700 34 3,800 54 1,000 15 4,800 35 

Ecuador 1,810 74 244 6 2,054 33 1,383 57 NA. 1,383 22 

Colombia 11,493 88 2,680 31 14,173 65 9,817 75 3,060 35 12,877, 59 

Paraguay 187 20 81 5 263 i. 131 14 NA - 131 5 

Uruguay 2,163 95 60 10 2,223 77 2,135 93 66 11 2,201 76 

Costa Rica 657 98 639 55 1,296 71 442 66 467 40 908 50 

El Salvador 986 68 436 21 1,422 40 917 64 272 13 1,189 34 

Guatemala 1,583 98 425 12 2,008 39 808 50 515 14 1,323 26 

Barbados 100 88 138 96 238 93 NA - NA - NA -

Haiti 616 64 NA - 616 12 669 70 43 1 712 13 

Source: World Health Statistics Report, WHO/Geneva, Vol. 26, No. 11, 1973
 

aAll populations are shown in 1,000's by year 1970 for all countries
 
except Bolivia; coverage for Bolivia by 1973
 

bwater supply coverage includes service by house connections rid
 
public standpipe or easy access.
 

CUrban sewerage service is house connected public sewerage ar
 
individual systems where known rural waste disposal service
 
is individual systems, i.e. septic tank, sanitary latrines, etc.
 

As reported in: 	IBRD/WHO Report,Water Supply and Sewerage Sector
 
St. , paragraph 2.47
 



Table 5 .11- Population Served by Public Water Supplies, 1973 

Population Served
 

liumber 

Area Population of House Connections Easy Access
a Total
 

Cities
 

Inhabitants Percent Inhabitants Prcent Inhabitants Percent 

44.5 199.,550 11.1 1,001,120 55.6 
Urban 1,800,000 108 801,570 

Rural 3,500,000 457b 53,300 1.5 -Z,000c 2.8 151,300 4.3 

Total 5,300,000 565 854,870 16.1 297,550 5.6 1,152,420 "21.7 

common wells.Note: I'Within 200 to 250 meters of public standpipe and/or protected 

b 	Rural communities vith 200 to 2,000 inhabitaDts each: total population of 700,000. The 

remaining 2,800,000 rural population reside in population conglomerates of 200 inhabitants 

or less,.and are considered as dispersed.
 

c This population consists of 21,600 inhabitants residing in some communities having easy 

residing in population conglomerates of access to 	public standpipes; 76,400 inhabitants 
or less and are served by 730 common wells (protected).200 inhabitants 

may 1974, App. 6
Source: 	 IE.fD/IDA/WHO, Bolivia Water Suply and Sewerage Sector Study, La Paz, 

Table 17.
 

Table 5.3.2 - Population Served by Public Severage and Sanitation Facilities in Bolivia*, 1973 

Population Served 

Number Public Sewerage Sanitation Facilities
 
Area Population of (Urban) (Rural) Total
 

Cities
 

PercentInhabitants Percent Inhabitants Percent Inhbbitanta 

Urban 1,800,000 108 420,000 23.3 - -- 420,000 23.3 

3.2 112,000 3.2
Rural 3,500,000 457T--	 -. 112,000 

7.9 	 112,000 2.1 .532,000 10.0Total 5,300,000 565 420,000 

bDased on information obtained from various entities In the sector 

Source: 	 TMD/IDA/WIO, Bolivia Water Supply and Sewerage Sector Study, La Paz, May 1974 App. 4 
Table 18. 



The situation with sewage disposal facilities is much less ade
quate.than with water supply. There are only eight urban communities which
 
have public sewerage systems. These eight systems serve a total population
 
of 420,000 which represents 23.3 percent of the urban population. In the
 
rural sector there are approximately 112,000 persons (3.2 percent) served
 
by individual sewage disposal facilities such as septic tanks or sanitary
 
latrines. Hence there are only 532,000 persons in Bolivia (ten percent of
 
its total population) who have access to sewage disposal facilities (see
 
Table 5.12).
 

These figures may even imply that the situation is better than it
 
actually is. It is implied that those who have access to the facilities
 
receive adequate service. This is probably far from true. Of all of the
 
urban water supply facilities, only three (La Paz, Sucre and Santa Cruz)
 
employ any type of water treatment or disinfection. Even if the water is
 
potable at the source, without residual protection such as chlorination,
 
the water is likely to become contaminated between its source and its point
 
of use. Neither in the urban areas nor ia the rural areas does there exist
 
an effective program for monitoring water quality of these facilities.
 

Of all of the urban sewerage facilities, only one provides any
 
kind of ctreatment before discharge. (Santa Cruz provides primary treatment
 
through oxidation ponds). Thus, while thc sewage is removed from the house
 
and from the community it undoubtedly prebents problems for persons "down
stream". It is likely that many of the facilities cited in the statistics
 
provide only convenience rather than any significant health protection.
 

There is one thing that the statistics on sanitation facilities
 
do indicate: it will be a long time before Bolivia will be able to provide
 
even half of its population with these facilities. Therefore, it will be
 
useful to consider a different type-of indicator of environmental sanitation.
 
An ideal indicator would help establish priorities as to which communities
 
most need what facilities. The indicator should also demonstrate how effective
 
the various facilities a e. Such an indicator could be the morbidity and mor
tality rates of the various diseases which are attributable to unsanitary con
ditions.
 

Unfortunately, in Bolivia this type of data is both insufficient
 
and inaccurate. The data that does exist indicates that these diseases
 
constitute a serious problem as would be expected. In 1969, "deaths from
 
intestinal and parasitic diseases attributable to insanitary conditions due
 
to lack of safe water supply and inadequate wa te disposal, etc. amounted
 
to 12 percent of the total reported deaths".(9) There are p&rts of Bolivia,
 
such as areas in the Beni, where the incidence of hookworm is probably
 
close to 90 percent. These areas are in critical need of intensive sani
tary latrine programs, but without considering the hookworm incidence, such
 
a priority would not be established.
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In summary, the environmental sanitation situation in Bolivia is
 

deficient by all measurements. However, the use of coverage with sanitary
 

facilities as an indicator does not accurately reflect 
the nature of the
 

problem. Only disease morbidity and mortality will indicate 
the most effi-


This type of indicator will only become
 cient solution to the problem. 


useful when more accurate data is available by specific 
disease and by area
 

or community.
 

2. Institutional aspects
 

At present there are a wide variety of entities involved 
in the
 

delivery of water supply and waste disposal services 
to the population.
 

Most of these are linked authoritatively to the Ministerio 
de Urbanismo y
 

Included are the six administratively autonomous agencies 
which
 

Vivienda. 

Also included is CORPAGUAS
 serve the six principal cities of Bolivia.* 


which is an administratively autonomous agency created 
with a loan from
 

It is charged with bringing water and
 the Interamerican Development Bank. 


sewerage service to communities with populations between 
500 and 10,000.
 

n Social y Salud PTiblica is in charge of water
 The Ministerio de Previsi
6


Desarrollo
 
supply and sewage disposal for communities of 2,000 

or less. 


de la Comunidad and Acci6n C{vica have minor and diminishing 
roles in the
 

Finally public works couuitties in
 provision of sanitation facilities. 


some departments are active in the construction of 
water supply and sewage
 

disposal systems. (For list of agencies see Table 5.13).
 

The presence of these many uncoordinated agencies working 
in the
 

field with overlapping responsibilities crestes a variety 
of problems and
 

There is a lack of comprehensive planning based on 
national
 

inefficiencies. 

no process by which to establish nation-wide
 objectives and goals. There is 


Such unorganized

to which communities most need what services. 
,priorities as 


activities result in significant inefficiencies in financing and in the
 
These problems are
 

acquisition and use of material and human resources. 


generally recognized and the environmental sanitation 
sector is in the proces
 

of undergoing reorganization based primarily on recommendations 
made in the
 

IBRD/WHO Report.
 

*There are six autonomous authorities local in scope created 
by supreme
 

decrees, among which are several that for financial 
and/or other reasons
 

are either not operational, or are only partially discharging 
their res

ponsibilities in administering water supply programmes, 
sewerage activities
 

having been turned over to respective municipa] governments. 
In such
 

respects, SAGUAPAC in Santa Cruz, although a legally 
recognized entity,
 

is not in operation, its work being carried out by the 
Department of Santa
 

Cruz Public Works Committee. AAPOS in Potosi, SAMAPA in La Paz and FA.PAS 

their 
in Sucre are handling only the public water supply systems 

in 

respective cities, while sewerage services are in charge 
of the municipal 

The situation with SEMAPA in Cochabamba is even more acute;
governments. 

.the legally created autonomous authority is not autonomous in 

hardly any
 

on the municipality in financing
of its functions, depending entirely 

SELA ir Oruro is actually existing
water supply and sewerage activities. 

in name only, while the Oruro Development Corporation 

manages the water
 

supply system and sewerage facilities.
 



Table 5.13 - Resum of National and Local Agencies Responsible for the Planning and 
Execution of Water Supply and Sewerage Programs. 

E n t i t y 

National in Scope
 

Ministry of Housing and Urban 

Planning, Division of Urban 

Engineering. 

Ministry of Public Health, Divison of 

Environmental Sanitation. 

CORPAGUAS, Ministry of Housing and 

Urban Planning. 


Ministry of Rural Affairs, National 

Community Development Service. 


Ministry of Defense, Armed Forces 

Civic Action, autonomous or municipal 

entities.
 

Local in.Scope
 

SAMIAPA 


Municipal Government, City of La Paz. 


SEMAPA 


SAGUAPAC 


Public Works Committee, Santa Cruz 
Department. 

SELA 


Municipal Government, City of Oruro. 

AAPOS 


ELAPAS 


Public Works Committee, Tarija 
Department. 


Public Works Committee Beni Department. 


Presently Executed Functions 

Urban water supply and sewerage; overall
 
planning policy and supervisory activities.
 

Rural water supply and sanitation (communities:

2,000 or less); rural planning policy, design, 
construction, financing and some operations.
 

Water supply and sewerage communities: 500 
10,000); design, coustruction, financing.
 

Water supply (communities: 5,00 or less); design
 
construction, financing.
 

Water supply (strategic communities on border
 
frontiprg): design, con-tructicn, flnacinag.
 

Water supply (City of La Paz).
 

Sewerage (City of La Paz).
 

Water supply and Sewerage (City of Cochabamba)
 

Water supply and sewerage (City of Santa Cruz);
 
agency formed but not opetational. 

Water supply. and sewerage (Department and City. 
of Santa Cruz). 

Water supply (City of Oruro).
 

Sewerage (Ciiy of Oruro). 

Water supply and sewerage (City of Potos{).
 

Water supply and sewerage (City of Sucre).
 

Water supply and sewerage, (City of Tarija).
 

Water supply and sewerage, (City of Trinidad).
 

Source: IBRD/IDA/WHO, Bolivia Water Supply and Sewerage Sector Study, La Paz, May 1974,_
 
paragraph 2.16.
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The new institutional structure will probably be headed by a
 

National Sanitation Council (CONASA) which will be responsible for all
 

sector policy. This council would have represen ...
uives from the Ministries
 

of Urbanism and Housing, Public Health, and Finance, and from the National
 

Planning Council (CONEPLAN) as well as from the various autonomous author-


Below COrNASA will be the Housing Bank with its Executive Secretary.
ities. 

(This is located within the Urbanism and Housing Ministry). The Bank will
 

be responsible for coordinating all financing within the sector and the
 

Executive Secretary will be resporqible for the coordination and supervision
 
From this point the IBRD/WHO
of the activities of the various agencies. 


Report recommends that reorganization take place in two phases. (See
 

Figure 5.1 and Figure 5.2). The essence of the recommendations is that
 

there will be a semi-autonomous agency (similar to the ones in the six major
 

cities) in each of the departments. These agencies would eventually be in
 

charge of all construction of water supply and sewage disposal facilities in
 

their respective departments. Indications are that these reconmendations
 

will be adopted by the Bolivian Government. With the exception of the elimi

nation of the environmental health activities of the Ministry of Public Health.
 

Its jurisdiction will probably be reduced to communities of 500 or less, but
 

probably will not be reduced below that.
 

The provision of environmental sanitation facilities has been
 

inhibited for lack of organization among the many entities uhich have been
 

active in the sector. However, reorganization is apparently about to take
 

This should alleviate many of the problems. Hopefully the reorganiplace. 

zation will include the type of institutional structure which can provide
 

the specialized approach needed in the rural areas.
 

3. Financial aspects
 

The principal constraining factor in Bolivia's inability to provide
 

for a more adequate level of environmental sanitation is the lack of financial
 
There are three general sources of funds
resources available to the sector. 


available to the sector: 1) funds generated within the sector in the form of
 

tariffs or user charges; 2) funds generated outside of the sector but within
 

the country (in most cases the national government); and 3) funds made availa

ble from outside the ccuntry (i.e. bilateral and multi-lateral donor/lender
 
agencies).
 

The IBRD/WHO Report tends to put most of its emphasis on the gener

ation of funds within the sector although it acknowledges that the major
 

portion of the needed finances will have to come from outside of the sector.
 

In most cases the user charges are not even sufficient to cover the operation
 
Most tariff policies, in addition to being insufficient,
and maintenance costs. 


are not rational or well thought out.
 

Many of the water rates are based on the amount of water used, with
 

no mechanism for measuring that amount. Most of the sewerage charges are
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based on property values, with no effective program for evaluating the
 
properties. The problem of tariff structures seems to be generally
 
recognized and various solutions are being considered. PI'e principal
 
solution which is emphasized in the IBRD/WHO Report is the gradual imple
mentation of a program for the installation of meters. There is a question
 
if this solution is desirable for a country which does not have the tech
nical nor financial resources to provide even a quarter of its population
 
with water. It may represent a "developed-country-type" solution being
 
imported to a place where it has little relevance or applicability.
 
Hopefully a solution to the tariff problem will be developed which is more
 
closely related to the specific needs of Bolivia.
 

The other two types of sources for financing the sector (i.e.
 
those sources from outside the sector) are related to Bolivian financing
 
sources. There seems to be considerable interest on the part of inter
national organizations to support activities which will improve the health
 
and environmental sanitation in Bolivia. However, most of these agencies
 
require some kind of indication of interest and commitment on the part of
 
the Bolivian Government. Usually this requirement is in the form of matching
 
funds. Over the past several years Bolivia has not been able to use all
 
of the international funds that were available because it did not provide
 
the matching support to the sector. CORPAGUAS is an example. Its program
 
is two years behind schedule and in danger of being terminated. The primary
 
reason is that the Bolivian Government did not make available the matching
 
funds and did not approve the increases in personnel needed to stay on
 
schedule, since the funds simply were not available. Other priorities were
 
considered more important for very limited funds.*
 

In general many of the financial problems of the sector are 
related to the disorganization of its institutional arrangements. With
 
the planned reorganization providing for coordination of policies and
 
financing throughout the sector, the prospects will be better for obtaining
 
funding sufficient for significant results. The prospects will be in pro
portion to the priority that the Government places on environmental sanitation.
 

4. Manpower constraints 

There exists a shortage of qualified p-ersonnel at all levels 
within the sector. However, most ol' this shortage could be alleviated
 
through a program based on long term plannii g and commitment to the sector. 
The activity of any one agency is not constant enough to instill a sense 
of opportunity and job security. 'Me salary structure, especially for
 
professionals, is not competitive with other sectors usin; personnel
 
with similar training. Potential for most of the needed manpower exists
 
within the country and requires only that the Government develop and use it.
 

The most critical situation exists with respect to professionals. 
Upon graduation from the universities many engineers leave Bolivia (often 
to go to the U.S.) in search of more challenging and better paying jobs 

*"The Five Year Development Plan (Plan Quinquenal) 1973-1978" contains no 
plans in the water supply and sewerage sector. The Plin emphasizes
 
rather such sectors as mining, metallurgy, petroleum, manufacturing
 
industries, etc. (IBRD/WHO Report, paragraph 3.02).
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with fewer frustrations. Thus, although a supply of engineers in environ
mental sanitation is trained and available within Bolivia, these engineers
 
leave the country for lack of incentive to stay.
 

A related manpower problem in the sector is that most training
 
for professionals is based on concepts and techniques which were developed
 
in the U.S. and Europe. While these concepts inay provide valid solutions
 
to most urban sanitation problems, they have little relevance for the
 
rurl areas of Bolivia. The universities should bcgin to develop an environ
mental sanitation discipline which is custom designed to the specific needs
 
of Bolivia - especially the rural needs. If rural sanitation problems were
 
to become intellectually challenging it might be easier to keep engileers
 
in Bolivia.
 

For the manpower shortages below the professional level, it 
would be a fairly simple matter to train the needed personnel. All that 
is missing is the decision on the type of training, a decision on the 
number of people to be trained and the commitment that there will be jobs 
available for those who are trained. The chances for these prerequisites 
being met should be greatly improved when the institutional reorganization 
takes place. With one cenitral agency responsible for el policy and plan
ning it could be a relative simple matter to provide for most of Bolivia's 
manpower needs in environmental sanitation. 

5. Material constraints
 

A large part of the construction materials used in sanitation
 
facilities must be imported but this situation is gradually changing.
 
There are now two plants in La Paz which produce PVC plastic pipe in
 
,diameters up to 4". This pipe is gradually replacing the asbestos-cement,
 
cast iron and galvanized pipe which must be imported. Although the PVC
 
tubing is manufactured within the country, it is still necessary to import
 
the fittings. Henct construction can still be delayed if the fittings are
 
-not available. All water pipe over 4" diameter must now be imported
 
although a plant for the manufacture of asbestos-cement pipe is being
 
considered in Cochabamba which would produce larger pipe. Clay and con
crete pipe for sewer construction is produced in various plants in Bolivia.
 
The cement and aggregate used in concrete structures is produced in the
 
country but the reinforcing steel must be imported. A variety of special
ized materials and equipment such as accessories and pumps must be imported.
 

The reliance on imports for such a large portion of the construc
tion materials, in addition to being costly; often creates lenthy delays.
 
If a pump breaks down and the necessary spare parts are not readily available
 
then service can be interrupted for months. The letting of bids for con
struction of the larger projects is a complicated and very long process.
 
The contractor is not able to begin to order equipment and materials for
 
the project until the contract has been awarded and signed. As a result
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the initiation of construction on.some projects can be delayed a year or
 
two from the completion of plans. Clearly there is need to make these
 
materials more readily available if the sector is to operate smoothly and
 
efficiently.
 

As a solution to this problem the IBRD/WHO Report recommends a
 
step up in the construction materials industry. While any increase in the
 
local production of construction materials is bound to benefit the sector,
 
it will probably be some time before production can be increased invariety
 
and volume sufficiently to have a significant effect. In the interim a
 
national warehouse could be established which would advance, order and
 
stock needed foreign materials. If CONASA is formed to administer national
 
policy and planning for the sector, then it should be able to estimate most 
of the materials that would be needed over a two or three year planning
period. CODJASk could also standardize certain types of equipment (e.g.
pumps) to be used in order to facilitate maintenance training and to reduce 
the inventory of spare parts to be stocked. The national warehouse would
 
save money, in addition to time, through economies of buying in quantity.
 

6. Water resources 

Bolivia is divided into three principal watersheds: the rivers
 
that drain into Lake Titicaca; the rivers that flow into the Amrzon River, 
and the rivers that flow into the River Plata. In spite of these extensive 
surface water resources it seems to be generally felt that ground-ater 
sources are more economical, especially for human water supplies. In many 
cases this is probably true because of the water born diseases which are 
endemic in the country and the fact that most sewage is discharged raw to 
the various waterways. This means that most surface sources of water supply 
will require high levels of treatment while most ground water sources would 
be considered to be relatively pure. 

In considering water supply systems for a specific area it is
 
helpful to know the quantity and quality of groundwater available at dif
ferent depths. This type of information is not presently known. WrLen a 
water system is scheduled for a certain community the tests are made on 
an "ad hoc" basis.. However, there are currenialy two large scale ground
water surveys in progress. The results from the one cn the Altiplano
should be available shortly, and the results from the one in the Cocha
bamba areas should be ready in 1975 or 1976. As this data becomes available 
it will greatly facilitate attempts at long-range comprehensive plarning 
for water supply systems. Specifically it will facilitate efforts at 
designing innovative water systems such as wind powered pumps for small 
wells. 
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7. Prospects for the future
 

The IBRD/WHO Report presents a proposed investment program for
 
the development of rater supply and sewerage sector during the period
 
1974-1980. This proposed program is worked out in such detail as -D
 
inspire confidence in its feasibility. Included within the proposal is
 
an insLitutional development program which describes the various steps 
which must be taken to achieve the recommended institutional reorganiza
tion. The manpower req!uirements are calculated for the period, and the 
necessary training activities are Included in the institutional develop
ment program. Detailed cost estimates are made for each element in the 
whole investment program. The recommended six year program would cost 
$48 million of which $27.8 million would come from external sources and 

$20.3 million from within the country. The internal sources are broken 
down into sector cash generation, sales of bonds and shares, government 
budgetary contributions, and earmarked taxes, royalties .and social securi
ty payments. 

For the capital investment program three alternative levels of 
coverage were analized for each of the following areas: urban water supply,-.-.. (see Tables
.- djposal.(seTbeurase.-erge rua water supply, nd rural Waste 

5.14 and 5.15). The medium alternatives were settled upon for urban water 
supply and sewerage and the maximum alternatives were selected for rural
 
water supply and waste disposal. These proposed capital investment
 

programs by 1980 would provide the urban areas with 65 percent coverage
 
of water supply facilities and 37 percent coverage of sewerage service;
 
and would provide the rural areas with 19 percent coverage in water
 
supply and 15 percent coverage in waste disposal.
 

The IBRD/WHO mission states that they feel that the proposed 
investment program is within the capabilities of the Bolivian Government. 
This may be true, but it will require a serious commitment on the part of 
the Goveriment to provide the sector with the requisite attention and 
priority that it has not received in the past. If the proposed goals are
 
achieved, even with minor delays in the target date, it will represent a 
significant step in the provision of sanitary facilities for the Bolivian
 
people. If the trend were to continue, then Bolivia would gradually begin
 
to compare more favorably with the other countries in Latin America.
 

The principal problem with the proposed investment program is
 
that little discussion was offered concerning the priorities that were
 
followed in determining which communities or areas are to receive what
 
services. It is interesting to note that, while the rural areas were
 
singled out for top-priority in accordance with Government goals, in fact,
 
the urban area is to receive 80 percent of the proposed expenditures. Nor
 
does the proposal attempt to specify what benefit Bolivia will derive from
 
the scheduled facilities, albeit the benefit is assumed to be self evident.
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The IRD/WHO Report presents a good description of the facilities 
that exist in Bolivia as well as the facilities that could be constructed
 
given a certain level of investment. This Report must be consulted in
 
considering any proposed activity in the environmental sanitation sector.
 
However, what is also needed is a study which attempts to elaborate on the 
effects or benefits to be derived from the construction of sanitation
 
facilities.
 

E. Medical and Hospital Attention
 

1. Overview
 

The medical care system in Bolivia is fragmented, with constrasts 
and inequities. Although Bolivia is predominantly a rural country, the
 
great majority of the medical resources are concentrated in the urban areas. 
As a consequence, the majority of the rural health system (if, indeed, it
 
is a system) is inadequate and many of the same organizational and adminis
trative problems exist in the urban areas. Most rural health posts and/or 
hospitals are grossly underutilized and are without preventive programs,
 
again from lack of resources and supervision.
 

From Table 5.16 it can be seen that the rural sector has been
 
largely neglected compared to the urban area. The MCH recognizes this
 
deficiency, and the Plan Quinquenal (Five-Year Plan) does include plans 
for expansion of rural health facilities. The problem is not primarily
 
with the number of facilities, however. There are many rural facilities 
which are either not being used at all or are grossly underutilized. As
 
long as most of the health budget goes to the urban aree.s (78.3 percent 
urban vs. 21.7 percent rural for medical services in 1971), the rural health 
sector will lack the financial resources necessary to provide for equipment,
 
drugs, maintenance, supervision, and transportation.
 

Table 5.17 gives an overall view of the comparative utilization
 
of all health care resources in Bolivia. Some of the figure2s 3re of necessity 
estimates. In terms of numbers, the greatest number of outpatient visits 
is in the realm of folk medicine. The great majority of the rural population 
depend on primarily folk medicine, for reasons of culture, acce::ibility, and 
lack of confidence in modern medicine. These same people will use the "modern" 
system, too, but usually only when they are gravely ill. For this reason, 
these rural people are considered served by both the rural health posts and 
the indigenous healers. A large number of urben people ai.do use both health 
systems. From inforniaticn gathered informally in rural areas, it is cstimated 
that people use the folk healers about as often as "western" people would 
use a physician.
 

The private sector of medicine probably accounts for about 35 per
cent of outpatient visits in Bolivia, excluding the folk medicine system and
 
the pharmacists, etc. This is discussed further below. The public sector
 



Tuble 5.16- Health Resources: The Urban - Rural Split, Bolivia 

Resources Urban Rural 

Population (1973) 

I.ini:;try of Healthfor K.--alt)h Sov... 
r brcc 

Ministry of Bealth 
Beds (197:) 

- ,udgetc 
(1971) 

- osital 

23.8% 

I 
78.3" 

68.9% 

76.2% 

-. 
21.7% 

31. I 

Ministry of Health - Nt',ber of 
Hospital _. ds (1973) 3,376 1,527 

Ministry of Health - Hospital 
Beds per 1000 People covered 
(1973) 9.05* o.69 

Ministry of Health - Out
patient Visits (1971) 60.9% 39.1% 

Ministry of Health -
Patiefit Days in Hospital 
(1973) Estimated (90%) (10%) 

Distribution of All Physi
cians (Excluding COMIOL) 92% 8% 

*Excluding Population Covered by CNSS, other Cajas
 

( ) Estimated 

Source: 	 LeBow, Robert H., Consultant Report, USAID/Bolivia, 
1974. 
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then accounts for about 65 percent of outpatient medicine, with the CNSSand COMIEOL totalling about 63 percent of the visits recorded in this
 
sector. 

Including the folk healers and the pharmacists and practicing

nurses, the estimates of the distributionof outpatient vi:4 ts are: 
53.9
percent folk healers, 10.8 percent pharmacists, etc., 12.6 pec 'ent private
physicians, and 92.7 percent the public sector, of which the MOH accounts
 
for only 3.8 percent.
 

In terms of outpatient visits per beneficiary per year, there are
great differences in coverage. 
 The rural beneficiaries of COMIBOL average
about 100 as many outpatient vist.- per year (11.9 each) as the te'get rural 
population of the 140H 
(0.05 each). 
 This latter figure is confirmed in the
 
analysis of rural utilization, which is described more fully below.
 

The causes of hospitalization for the MOH hospitals 
are given in
Chapter II, Table 2.4* 
 32 percent of all hospitalizations were related to
 pregnancy, and 16 percent were pediatric hospitalizations. Causes 3'f hospitalization are not available from the C . Of the various instititions,

the MOH has the largest number of hospital beds (4,610 in 1971 including
429 psychiatric beds in Sucre), or about 46.6 percent of the total hospital
beds in Bolivia. The M0H accounted for 41.5 percent of the hospital discharges in 1971, compared with 17.6 percent 
for the private sector, and
40.9 percent for the Cajas and Military. It can be seen that the MOH has
 a large role in hospital care, but a much smaller role in outpatient care.
The MOH is also entrusted with the preventive medicine programs for Bolivia,
and thus it seems paradoxical that most of its 
resources in medical attention
 
go into hospital core.
 

2. Programs in medical and hospital attention
 

a. MOH (urban)
 

Probably cver half the population in urban areas is covered
by one of the Cajas, mostly the CNSS, but some of these people use the
services of the MOH, out of convenience or preference. It is hard to
estimate the urban population actually served by the MOH.
 

Using available population data and subtracting Caja beneficiaries and middle and upper class people who would use the private sector,

the estimated number of MOH beneficiaries in urban areas is less than

400,000. But the urban facilities are used by some rural people as well
 as some Caa beneficiaries. The population for urban areas may also be
underestimated. 
Taking these factors into account, it might b- estimated
that the MOH facilities (especially the hospital facilities) acually 
serve about 600,000 people. 
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There is a general hospital in each departmental capital,

(plus Tupiza and Riberalta) run by the MIOH. In addition, the MOH runs
 
some specialized urban hospitals: tuberculosis hospitals in La Paz (2),
 
Cochabamba (1), and Potosi (1); children's hospitals in La Paz and Cocha
bamba; and 2 psychiatric hospitals in Sucre.
 

The M0H also has a Centro Je Salud in each Unidad Sanitaria 
in the urban areas (La Paz has 3). In addition, La Paz and Santa Cruz 
each have three puestos perifericos, or health posts in marginal areas of 
the cities. These latter posts (Centros de Salud and Puestos Perifericos)
 
are outpatient clinics which supplement the outpatient services offered
 
at the General Hospitals. Their function is largely in Maternal and Child
 
Health (MCH), vaccinations, and primary care. They also have limited out
reach services. Most Centros de Salud have in addition a special outpatient

service for patients with tuberculosis. The utilization, limitations, and
 
problems of the MOH urban system are described below.
 

b. MOH (Rural)
 

The MOH's rural system consists of 88 Centros de Salud 
Hospital ('CSH), 50 Puestos Medicos (PM), and 304 Postas Sanitar 
s (PS),
 
as of 1973, spread over the entire country. The distribution of the rural
 
health posts, as well as urban hospitals and facilities of all other insti
tutions outside the MOH, is shown in Table 5.18. 
 With the exception of 
COMIBOL and a few missionary grcups, the MCH is the only organization supposed 
to be providing health services in the rural areas. For reascns described
 
below, the services are minimal. Although there has been constant growth

in the number of health posts (the number of Postas Sanitarias grew by
80 percent, from 169 to 304 between 1970 and 1973), the low utilization
 
and low quality of care has not changed much in general. MCIH services 
have barely begun, and little is done in other preventive programs. The
 
efficiency of the rural posts, as with the urban hospitals, is low.
 

Some of the factors involved in rural posts are shown in 
Figure 5.3. These factors were examined in a non-random sample of 66 
rural health posts. The sample reflects, in fact, a higher proportion of 
health posts with h utilization. As can be seen from the Figures
 
(5.3 and 5.4): 

(i) facilities were for the most part adequate. 

(ii) equipment was generally fair but inadequate or poor in 
only 27 percent of the sample. 

(iii) drugs were poor or nearly absent in 53 percent of the 
posts (in reality this is higher, but the sample is 
biased toward better supplied health posts). 
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Table 5.18- Distribution 	of Health Facilities in Bolivia, 1973 

I Ministry of Health Other Institutions* 

$- $i H 

S) a) bcZ 

r-4 0Health 	 to Q) zRqW C2P 

-- Li' 4 r4 M :i i4Districts 	 r- 0- ct I +( ' E L
*ro+CUP 0 M~4r( -P~r 4 0 -1 -

Chquaca 	 4 1 25 303 8 2 - - 65 

Cochabamba 	 3 13P 7 16 4 1" i - 14 

Sant. Cruz 44 14 17 71 - 3 3 1 10 

TariJa 2 1, 4r 15 - 1 1 2 3 1 

Potos . 2 1 3 T 35 5 3 - 2 - 4 

Oruro 1 1 290 3 40 1 W- 6 

Beni - Riberalta 3 2 5 2 38 - - 1 - - 2 

Pando 1 1 1 2 9 - - 1 - - -

Tupiza 1 3 1 7 83 - . - 4 

Tat 2 	 21 21 8 12 3950 1304 	 71 

*Does Health Posts or COMIBOL (there are 11), the Instituto 

Nacional de Colonizacion, missionaries, the military, or the Caja Nacio
nal de Seguridad SociaL 1
 

Source: LeBow, Robert H., Consultnt Report, USAID/Bolivia, 1974.
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(iv) MCH and Health.Education programs were functioning in 
less tbnn half of the health posts. 

(v) outreach was done in less than half of the health posts. 

(-i)sgnif cant comm ni.y in.volvedeuaw seen in only 17.. u 
percent of the health posts. 

(vii) 	one third of the health posts had some association with
 
religious organizations, and even less had some kind of
 
inter-agency cooperation.
 

(viii) 	there was no supervision in 82 percent of the health
 
posts.
 

(ix) 	no lab work was done in 61 percent of the posts. 

(x) medical records were considered inadequate at 73 percent
 
of the 	posts. 

(xi) 	only nine percent of the health posts were considered
 
to be potentially capable of financial self-sufficiency.
 

The health posts in the study are mostly dependent on the
 
MOH, but some are run by the CNSS, COMIBOL, the INC, and religious groups. 

c. CaJa Nacional de Seguridad Social
 

The Caja Nacional de Seguridad Social (CNSS) is a primarily 
urban organization which provides comprehensive health services to about 
630,000 peopie (1972) who are insured in the system through their place 
of work. The CNSS does have a few rural hospitals, outpatient clinics and 
postas sanitarias, such as in Uncia, Punata and Quillacollo. 

The Caja has hospitals in all major cities. Most of these 
are wards rented i-We general hospitals of the MOH. Almost half of the 
hospitals are specialty centers, e.g. maternity, pediatrics and bronco
pulmonar. It operates essentially independently of the MOH, except in 
vaccination campaigns. It is a large employer of health personnel, including
 
over 550 physicians and 880 nurses.
 

The services delivered are almost entirely curative medicine.
 
The resources of the CNSS are actually not so great: their budget averages 
about $10 per year per beneficiary as compared to less than $2 per year 
for the target population of the MOH. For this reason, there are many 
inefficiencies in the functioning of tae CNSS system, and often CNSS eligible
patients use other medical services, such as those of the MCH or the private 
sector. The CNSS does provide all medical services, including drugs, to its 
beneficiaries free of charge. 



Maternity and Pediatric Hospital at Huanuni
 
(Northern Potosi)
 

Owned and operated by the Ministry of Healt
 

, 77., 

Children's Hospital at Catavi
 
(Northern Potosi)
 

Owned and operated by COTOL
 



The Bolivian Social Security Institute (ISS) (the parent 

pesino, which would extend a CNBS type medical system to the rural areas. 
It would involve each family paying $b.30.00 a month to cover the cost of 
health care. In the plan the SSC would replace the MH in being responsible 
for rural health care. It has not yet been approved, but could be put into 
effect at any time. If this plan were instituted, it could change radically 
the situation of rural medicine. (See Chapter VIII.-B.2. for more discussion). 

d. COMIBOL
 

The Mining Corporation of Bolivia (COMIBOL), has 21 hospitals 
ranging in size from 44 beds to 365 beds. M-e larger hospitals (Catavi, 
Quechisla, Huanuni, Colquiri, and the hospitals in Potosi and Oruro) are 
between 114 and 365 beds, and are well equipped and well run. The four 
largest hospitals are in fact in rural areas, but since they serve only a 
limited (and geographically concentrated) population, they are more like 
urban hospitals. They each have a full staff of specialists and extensive 
diagnostic equipment and laboratories. COMIBOL also runs 41 postas sani
tarias, tied into the hospital system. 

With a few exceptions, the services are purely curative. 
Drugs are free and there appear to be no shortages. COMIBOL has about 
2-1/2 times as much money to spend per patient than does the CNSS. The 
COMIBOL hospitals occasionally will see a non-beneficiary, especially for
 
emergencies but at a high price and only with reluctance. Catavi has its
 
own pediatric hospital, its own four-year nursing school, and also a 24-bed
 
neuro-surgical unit which takes referrals from other areas. There is probably 
a great amount of overutilization of services, especially hospitalization.
 

e. Other Cajas and Military 

The other,caJas and the military run their medical services
 
much like the CNSS: outpatient and inpatient curative medicine. The 
largest of the other cajas are the Caja Petrolera, which, since the opening 
of its new expensive hospital in Santa Cruz.this year, now has 4 hospitals 
with 206 beds; and the Railroad Companies, which have 12 hospitals with 312 
beds. The military has 8 hospitals with 276 beds, but they are constructing 
a new 400-bed military hospital in La Paz at an estimated cost of $9,000,000. 
The smaller cajas either have small hospitals or rent space in a larger 
hospital. They all have their own outpatient clinics which are nearly all 
located in urban areas.
 

f. The JNDS
 

The National Social Development Council (JNDS) also would like
 
to be in charge of Bolivia's rural health program. The JNDS was created in
 
1971. In 1973, the JIDS opened almost simultaneously clinics in the marginal
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urban areas of every large city or departmental capital in Bolivia. Com

bined with the clinics are day-care centers and mothers' centers which have
 

nutrition and occupational programs. Essentially the JNDS has a MCH program
 

with some medical attention. Their utilization so far has been variable,
 
but+they have barely r 4ai. 

The JNDS has many other medical programs which are probably
 

better described under "more specialized care'below. They have a sizeable
 

budget, but are involved in many different areas. Unfortunately, they have
 

no significant relations with other health providers.
 

g. The INC
 

The Instituto Necional de Colonizaci6n runs Centros de Salud
 

Hospitules and Fostas sanitaras in colonization areas in the Alto Beni and
 

the Chapare. They also have some health personnel assigned to Santa Cruz in
 

the colonization areas, in coordination with Obra Metodiste. There is
 

coordination with religious groups, who provide administrative help, in the
 

Alto Beni. The IfC has very little resources budgeted for health. As a
 

consequence, in the Chapare, where there is no coordination with other groups,
 
their medical program is very deficient.
 

h. The private sector
 

With the exception of the folk medicine and/or iniormal health
 

system, the private sector is the part of the health system which is least
 

well known. The private sector serves mostly urban areas, although there
 

are about 40 physicians in Bolivia in full-time private practice in rural
 

areas. Over 75 percent of Bolivian physicians who are active in medicine
 

are in private practice. And it is estimated that over 90 percent of these
 

physicians are in Dart-time private practice and hold a salaried job with
 

one of the health institutions, too.* In essence, except for retired physicians
 

or physicians in administrative or public health positions, nearly every
 

Bolivian physician is in part-time private practice along with a salaried
 
job. Even most afio de provincia physicians do part-time private practice.
 

The magnitude of the private practice sector is difficult to
 

estimate, but it is likely that it accounts for about 35 percent of all
 

outpatient visits* and about 17 percent of all hospitalizations (see Table
 

5.17). Its impact is, of course, almost entirely urban, with the exception
 

of a few missionary hospitals or clinics that are not a part of the MOF
 

system, such as Ancoraimes, Clinica Betesda (Chapare), Huatajata, Camargo,
 

and several clinics run by missionaries in marginal urban areas. Their
 

target population, with the exception of the larger urban hospitals (Seton
 

Hospital, Methodist Hospital), is the poor in rural and marginal urban
 

areas. In this respect, they are more akin to the rural and marginal
 
urban = M o i MW or the. JNDS. 

*These impressions are supported by the results of a sample survey of
 
Bolivian physicians conducted in mid-1974 by the Colegio Medico and
 
USAID.
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There are several private clinics in each larger city. These,
 
are usually run by the physician(s) as a proprietary hospital, and some of
 
them are very well equipped, even to the point of having fairly good operating
 
rooms. The total number of beds in the private clinics in La Paz is about
 
400, for the whole country about 1,350. This represents about 14 percent of
 
the hospital beds in Bolivia. 

i. Folk healers
 

Folk healers as a group probably see more "patients" than all
 
other health providers combined in Bolivif.. There are various kinds of folk
 
healers in Bolivia, and they use different approaches to "therapy". Basically, 
herbal medicine, magic, and witchcraft are the three means they use. Some
times there are used in combination with modern medicines. The authentic 
folk healers who use herbal medicine do not usually speak Spanish and are
 
rural people. The other extreme is the charlatan or quack (p'aJpaku) who
 
speaks Spanish, and is the "medicine man" at the fairs. Curandero is a 
general term used for the folk healers; it connotes more of the medicine
 
man, however. There are specific folk healers who work only with witchcraft.
 
Then there is a whole other group of parteros empfricos, or "granny midwives", 
who assist women in deliveries. Actually the parteros are as often men as
 
women, as the curanderos also are as often women as men. There are no
 
particular sex distinctions for the most part. 

People seem to consult the folk healers for ailments about
 
as often as any sick person might consult a doctor. The folk healers receive
 
payment for their services, usually not in money. Since the folk healers 
too have "specialists", certain typescf healers will be consulted for certain 
illnesses. If one is bewitched, one goes to a witch to get cured.
 

It is difficult to ascertain how many folk healers there are, 
but very roughly calculated (by personal communication), a guess would be 
about one folk healer per 500-1,000 population in rural areas. Folk 
healers are of course in the urban areas too, but probably not quite as 
plentiful. Folk healers dc have "inpatient" services in places, and they 
recently had a convention not far from La Paz. With their wide distribution
 
in rural areas and their knowledge of rural people, the folk healers would
 
be an invaluable resource to integrate into the development of a rural health 
program. From experience so far, it appears the parteras empiricas are the
 
most likely people to work with first, and several training courses for
 
these people have been given with apparent enthusiastic acceptance on the
 
part of the parteras. 

J. Pharmacists, nurses in practice
 

The pharmacists practice most in urban areas but to some
 
extent in rural towns too. Many of.them act as primary care practitioners,
 
and people use them as such. Since nearly all drugs can be sold without
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a prescription, the pharmacist is fairly well free to prescribe whatever
 
he likes. They appear to be quite readily utilized in the role of practi
tioner. The nurse in practice, besides prescribing or dispensing medicine,
 
also does some examining. There are 70 nurses who essentially practice
 
nTidieinp in Rnntp Gr.i! P!neP Th.ey have nurses' inion, and many have 
walk-in store front operations. It is probably that both these groups of
 
"practitioners" do refer seriously ill patients to physicians.
 

3. Outpatient utilization
 

Yearly totals on outpatient utilization for the different groups
 
of providers are presented in Table 5.17. The MOH outpatient utilization
 
in the urban area is quite low (only 0.4 visit per year per person served),
 
as the private sector seems to be much more active in urban areas. Caja
 
outpatiLent utilizationrs in urban areas is variable, but often very high,
 
despite the 1971 overall average for the CNSS of only 1.5 visits per year
 
per beneficiary (in 1972 it was closer to 2.0). For example, in Oruro,
 
the average was 1.25 visits per year, compared with 3.52 for Sucre. At
 
the Milluni CSS clinic, each beneficiary is seen about nine times a year,
 
and at the Manaco clinic in Cochabamba, the average is ten. In the last
 
case, it is suspected that people are visiting the clinic to get free drugs
 
which they can then re-sell.
 

COMIBOL also show: a picture of high outpatient utilization, an
 
average of 5.6 visits per beneficiary in 1972. In Potosi, the number was
 
ten, and in La Paz 11.6, the probable peak of utilization. At the opposite
 
extreme are the rural health services of the MOH, which are operating at
 
about one percent of the utilization rate of COMIBOL. Table 5.19 summarizes
 
the outpatient utilization picture for all the MOH rural health posts in
 
Bolivia for 1970 and for what data is available for 1973. The average
 
number of visits per month is given for each type of health post in each
 
Unidad Sanitaria. The utilization is very low, with the CSH's in 1973
 
running an average (by Unidad Sanitaria) of between 56 and 172 visits a
 
month, or two to six patients a day. The PM's were even less utilized,
 
one to two patients a day as an overall average, and the PS's fared even
 
worse. Santa Cruz, whose 1973 figures were not available yet, probably
 
has the highest utilization rate of any rural area.. It can be noted from
 
the data that there has not really been any appreciable change in utilization
 

.rates between 1970 and 1973, although there were 80 percent more Postas
 
Sanitarias in 1973.
 

Tables 5.20, 5.21, 5.22, and 5.23 present more,detailed utili
zation data for the Unidades Sanitarias of Chuquisaca, La Paz, Cochabamba,
 
and Oruro for 1973 or 1974. It can be seen from this data that there is
 
great variability in outpatient utilization. Yamparaez and Tarabuco are
 
50 minutes apart; both are the only health facilities in their towns. Yet
 
Yamparaez averaged 300 patients a month and Tarabuco only 17 a month in 1973.
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Table 5.19 - Average Number of Outpatient Visits per Month Reported, 
by Type of Facilitv and fPe1. rtrj.it, P,-ral.Area., 

1970a and 1973b 

- ea.f.h Center. ] Medicat Post Sanitary PostHeaLth District Hospitais 

j 97o24~2I L97 ._7o.1I _273_. .o.I 73_ 

Pando (:. 1801(l) (1) 21 (2) (5)0,8 (9)
 

Beni.- Riberalta (5) 7. (5) (3) 72 (2) (20) 29 138)
 

Tupiza 	 (3) 98 (3) 	 (o) - (o) ,4)55 ,18)
 
Tarija 
 i(4) 157 (4) 172* (4) 41 (4) 72* (I.4) iO (15) 20* 

Santa Cruz 10.3) 227 (14) (15). 90 (17) (56) 70 (71)
 

Potosf 	 (3) 105 3) 80* 
(5) 97 	 (7) 51* (]1) 30 1!35)* 35* 

Oruzo 1(5) 68 (8) 74* (3) 149 (1) 30* (9)45 1(29) 22* 

.Cochabamba, (12) 53 (13) 56 (10) 59 (7). 63 ( 9)30 (16) 39 

La Paz 1(22) 65 (25)108 - (4) 30 (20) 29 4o) 39 

Churqutsaca .(14) 46 (12) 73 (3) 27 (6) 23 (21) 22 (33) 31 

( = Number of.facilities 

* = Estimates 

Sources: 	 a;'Informe Anual Estad{sticas de Salud", MPSSP, 1970
 

bHealth District reports and personal communicat.ons
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Similarly Ancoraimes and Achacachi are 40 minutes apart; both
 

are without competition. And nine times as many patients (540 per month)
 
were seen in Ancoraimes as in Achacachi. It is hard to imagine that utili

zation can be so low in some places. For example, at the 26 lowest utilized
 

postas sanitarias in Chuquisaca, the auxiliar or satitario has to wait, on
 
the average, two days to take care of one patient. At Unduavi, the auxil
iary nurse, who completed a ten-month course at the School of Public Health
 

in 1973, passed the whole month of May 1974 without seeing a single patient.
 

If one assume7 that the target population of the MOH system is
 

the entire rural population, then the calculated number of patient-visits
 

per year per person covered comes out to 0.06 for Chuquisaca, 0.05 for
 

La Paz, 0.03 for Cochabamba, 0.07 for Oruro, and 0.07 for Tarija (all for
 

1973, except Oruro, which is 1974). If one assumes that the appropriate
 

number of visits per year for rural Bolivia is the COMIBOL average of 5.6
 

per person, then less than one percent of the outpatient needs are being
 

met in the rural'aret.s by the MOH system. To be sure, some rural patients
 

go to urban areas, but probably more for hospitalization. As an exception,
 

Santa Cruz probably has a considerably higher rate, but still not more than
 

eight percent of the needs are being met there.
 

There are several reasons for the low utilization of rural health
 

posts in general. The few highly utilized health posts in rural areas help
 

point out the problems with the low utilization posts. Basically, the low
 

utilization is due to three general factors:. (1) the lack of confidence of
 

the rural people in the rural "modern" health centers, (2) the inability of
 

the rural health center to deliver effective care, and (3) the inaccessibilit
 

of the health post to the rural people, in a general and specific sense:
 

geographic, economic, cultural. The ineffective care is a result of the
 

lack of drugs, supplies, equipment, stability, supervision, personnel,
 
transportation, and administration as well as inappropriate training and
 

comes
indifferent attitudes. The indifferent attitude of the providers 

from frustration, lack of incentives, and lack of supervision and direction.
 

This results in absenteeism, no desire to seek out the community, and poor
 

quality care. In turn, the inability to deliver effective care leads to a
 

lack of confidence on the part of the community, and they do not use the
 

health services. It has been observed that when effective care is being
 

delivered, raral people utilize the system. And when effective care is
 
combined with a positive provider attitude, the services are even more
 

The cultural and economic barriers seem to become less crucial
utilized. 

when these criteria are met.
 

Some of the more specific factors involved in the utilizetion of
 

rural health pos s are brought out in a 1974 study of 66 Bolivian rural
 

health posts.(lO) A few of these factors are shown in Figure 5.4. The
 

health posts have been divided into two groups: the 33 with the highest
 

utilization vs. the 33 with the lowest utilization.
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It can be seen from the.figures that the seemingly most crucial
 
factors in determining utilization are (i) the presence of an adequate
 
drug supply and (2) association with religious orders or inter-agency

cooperation. Nearly all the other factors have some direct relation to 
utilization as well, but to a lesser degree. For example, the quality of
 
the facility and health education programs seem to have less correlation.
 
The reason for the drug supply being important is obvious. Without drugs, 
effective care is not possible. The association with religious orders
 
probably provides two key factors: good administration and a positive 
attitude. Community involvement seems related to good utilization, too 
but the number of rural health posts considered to have significant com
munity involvement was only 11 out of 66, so the numbers are too small to 
draw any conclusions.
 

Costs of health services does not seem to be such a significant
barrier if good services are being provided. When there was a general rise 
in prices (including hospital charges) in early 1974, utilization did drop 
off up to 50 percent, but within one to two months it was back to where it 
had been again. This was seen at Viacha, Llallagua, and the Hospital Meto
dista (and probably everrwhere else within the money economy). People secm.
 
willing to pay for drugs, and even outpatient care, but are not as willing
 
to pay for hospitalization.
 

The geographic barrier are very real in all of Bolivia, especially
 
in the Oriente where there are few roads. The cultural barriers are there,
 
but are perhaps easier to deal with. After all, the beneficiaries of
 
CONIBOL, most of whom were probably campesinos a generation ago, use the 
health services of COMIEOL an average of 5.6 times a year per person. 

4. Emergency care
 

Most large cities do have an emergency care system on paper
 
called "Asistencia Publica". The system usually operates from the general

hospital, which sometimes has a specific "emergency rcom". Most of the 
problems ±nvolvea in emergency care are probably administrative. There is
 
usually a nurse on duty, but it can be a problem to find the doctor, despite
 
a call list. The utilization of emergency rooms, even in the largest
 
Bolivian cities, is not high. In Oruro, "Asistencia Publica" has been seeing
about 400 patients a month, or 13 a day. In Cochabamba, less than ten 
patients a day are being seen in the emergency room of the general hospital. 
The demand is probably not high because people feel the service is not 
there.
 

In the Cajas, the emergency system seems to be informal. The
 
CNSS seems to have an over-adequate supply of ambulances, which seemed to be
 
used most in the transportation of employees. There is little data from
 
the CSS on the utilization of emergency services, as these are not
 



205
 

case of rural areas, rural
 separated from outpatient services. In the 


hospitals do not keep data on emergencies either. But then few rural
 

hospitals are even equipped to take care of real emergencies. 
Generally
 

there are no emergency drugs; the doctor is often absent; and there is
 
With the
 

usually no means to transport a patient to a larger hospital. 


exception of a fcw hospitals, emorgency services are near 
non-existent in
 

rural areas, and mostly on an informal basis in urban areas. 

5. Home visits 

Home visits are incorporated into most medical care 
systems in
 

Bolivia in theory. How:ever, in practice, a very limited number of home
 

In urban areas, visiting nurses working with the MCH
 visits are made. 

de Snhud go out on home visits. But their numbers
 

programs in the Centro 

. In La Paz, there are about ten nurses who do home visits from
 are fei .
 

the Centros de Salud. Home visiting programs seem to do better when they
 

nursing school, such as in Catavi or Cochabamba. 
are associated with a 
However, once the nurses graduate, they usually work 

in hospitals.
 

as 4.9 percent of all
 The CNSS report for 1972 lists home visits 


These were thought to be mostly visits to homes to
 outpatient visits. 

check on why people had not come to work, however.
 

In rural areas, home visits seem to be done in less 
than half
 

Some nurses do keep data on home visits. For example,
the health posts.(ll) 

there were 474 home visits recorded in 1973. In Macha, the
 

in Huatajata 

nurse makes about ten home visits a month, compared to about 30 visits at
 

In rural Tarija, MCH-related home visits are also
 the health post. 

eight CWE's and PM's recorded a total of 1,837recorded: in 1973, the 

or about 19 pediatric

pediatric home visits and 291obstetric home visits, 
 monththree cbstetric home visits per

visits per month per post andhome 
Home visits were also recorded in provincial Cochabamba in 1973. per post. 
 they averaged

For those rural health posts reporting home visits, (19/39), 
a month per post. This
 

0.5 to 30 visits a month, averaging overall 
10 

some visits are being accomplished. The 
figures are low, but at least 

physicians also make home visits to see sick patients, 

but these visits
 

are usually on the physician's private practice time, 
and he is directly
 

reimbursed by the patient.
 

6. In2atient utilization
 

As is shown above, the MOH has the major share of 
inpatient care
 

in Bolivia (41.5 percent of hospitalizations, 86 
percent of these in urban 

The other 58.5 percent of inpatient care is almost evenly divided areas). 

between the CNSS, the private and voluntary sector, 

and all the other cajas
 

(see Table 5.17).
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Relative utilization rates for the M0H (urban and ural), the
 
CNSS, and COMIBOL are shown in Table 5.24. As can be seen, the hospital 
utilization rate for COMIBOL is over 100 times that of the MOH in rural 
areas (1,934 bed-days per 1,000 population per year vs. 15 for the MOH in
 
rural areas). For companion, the U.S.A. rate is about 1,000, but reflects 
a large number of elderly patients. 

COMBOL has much overutilization of beds; patients stay longer
 
than necessary and are often treated as inpatients when they could be 
outpatients. Since the beds are available and the budget is not very
 
limitcd, COMIDOL can afford to do this. Another possible motivation is 
to keep the bed occupancy rate as high as possible so that their health
 
system does not get integrated into a general rural health system. If
 
their beds only had 30 percent occupancy, the hospitals would be a tempting 
target to integrate into a rural health system more than just CCMIBOL
 
beneficiaries.
 

The CNSS and the urban services of the MOH are also overutilized 
Li one respect. The average length of stay is very long (13.9 days and 
15 days, respectively) because of inefficiences within the hospital sys
tem.s. Patients will wait days tc g et diagnostic work done such as lab 
tests or X-Rays. In some cases they can wait days for their physician 
to come. Illnesses are prolonged because of the inability of the patient 
to buy drugs, or even Just to find someone who can go out and buy the drugs 
for him.
 

In contrast, similar to outpatient utilization, there is much 
underutilization of rural hospital services: only 15 bed-days per 1,000 
population per year, with only 12 percent bed occupancy, con pared to 55 
percent in urban areas, 57 percent for COMIBOL and 72 percent for the
 
CUSS. Thb same factors influencing low outpatient utilization in rural 
areas apply to inpatient utilization. For sure there is no need of more 
hospital beds in rural areas. 

Table 5.25 presents some more specific data for urban hospital 
inpatient utilization, and representative data for rural inpatient utili
zation in 1973 is presented in Tables 5.20, 5.21, and 5.22. As can be 
seen, the urban hospitals run 50 to 65 percent bed occupancy with an 
average of about 14 days stay, despite the fact that deliveries and 
abortions (which could be one to three day hos-pitalizations) account one 
third of all hospitalizations. COI74OL and the C:SS run a :ziiightly high 
bed occupancy rate. 

In the rural areas, there is greater variability on the bed
 
occupancy rate, Lut it runs from zero percent to 70 percent. Many hospitals
 
simply do not hospitalize patients, others rarely do. Only 26 percent of
 
the 54 rural hospitals listed in La Paz, Cochabamba, and Chuquisaca had bed 



absle 5 .24 - Hospital Ut U ation by Agency, Bolivia, 1972-3 

bed DRy" Per 1000 Average Percent bd 
I ns t I t u ti on Population per Stay Occupancy 

Year (NY*) 

54CCMKohL (1972)2 	 1,934 9.3 

Caja N cional de Seguridad 
Social (1972)' 696 3.9 72
 

Minitry of Health
 
m


(urban areas, 19 7 3 )b 770 15 	 55 

Ministry of Health
 
(rural areas, 197 3 )b 15 5 12
 

Sources: a - Urioste, Francisco, "La Atencin M3d1cm en la Seguridad Social Boliviozs",
 

unpublished report, 1974.
 

b - Ministry of Health, Regional Health Offices for La Paz, Cochabanbe, Chuqui

saca and Oruro, unpublished data, 1974. 

Assming that one-half of the urban population Is being served by the 

Ministry of Health. 

Table 5.25 Selected Urban Hospital Utilization, Bolivia, 1972-3
 

Number of Patients Average Percent 

o a p i t al Beds Hospitalized Length of Ped 
Stay (Days) Occupancy 

H. Bracamontae, Potosi 150 2,200 12 50 

N. 	 Viedma, Cochabamba 364 4,167 15 50 

aternidad, Cochabamba 73 1,099 (1.) 62 

H. Santa 	Birbara, Sucre 250 4,396 12 63 

H. General, Oruro 185 (4,00) 8 52 

H. de Clinicas, La Paz 561 8,911 15 65
 

H. de Broncopulmonares,
 

Ia Pat 102 275 80 59
 

H. del Torax, La Paz 1514 (782) 57 80 

Catevi, CO4IOL 36.5 5,382 15 68 

uanuni, CMIBOL 134 2,450 8 65 

7 COMIBOL Hospitalsb 1,18 23,33 9.3 52 

All Caja Nacional de 
Seguridad Social 
Hoaspitals 1,667 31,669 13.9 72 

( ) Estimate 
aMinistry of Health data for 1973, COMIBOL and Caja IMcional de Seguridad Social data
 

for 1972
 

tStatistics based on 1184 beds out of total of 1585 in COMIDOL system. 
Not all COMI33OL hospitals reported their statistics. 

Source: 	 Miniatr) of Health, Regional Health Offices for La Paz, Oruro, Cochabamba, 
Chuquisaca and Potoal, unpublished dota,* 1974. 

Urionte, Francisco, Nia Atencidn Mkic en Is Seguridd Social Dolivian", 
unpublished report, 1974. 
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occupancy rates of over 20 percent. 
And 48 percent of the 54 hospitals

had bed occupancy rates of five percent or under. 
The average length of
 stay in rural hospitals is much shorter than in urban areas; 
it averages

five to six days. This shorter stay is probably related to the dislike

rural people have of staying in the hospital and to the unavailability of

diagnostic tests. 
 It is notable that in provincial Cochabamba in 1973,

only 11 people died in rural hospitals (see Table 5.22, this would be less
 
than 0.1 percent of the expected total deaths). This might indicate that
the often-heard maximum that "rural people don't go to the hospital until
they are about to die" is not really true. A few of them may have beenreferred on to the urban hospital, but most of them stayed at home and died 
without medical attention. 

7. Tertia-y care and dental care
 

a. Psychiatric care
 

Psychiatric care is woefully inadequate in Bolivia. 
The MOH

has only two facilities in Bolivia for inpatient psychiatric care. Both arein the city of Sucre (nearly in the center of the city, so there is not
tauch room). One is a hospital for women, the other for men, and the totalnumber of beds is 447. The occupancy rate of the hospitals is about 100 
percent. In 1973, there were only 84 admissions to the women's hospital

and 92 admissions to the men's hospital. 
Thus, the turnover is extremely

slow, and there are many people waiting in various parts of Bolivia for

admission. 
Some of these people are in the general hospitals in urban
 
areas, as there is no other place for them. At the general hospitals they
barely receive custodial care. 
 In Sucre, the care is little better than
 
custodial, but there is 
some minimal occupational therapy.
 

The CNSS does hospitalize some of its patients in Sucre, but
also has its own psychiatric hospital of 39 beds in La Paz. 
 In 1972, there
 
were 253 discharges with a 63.5 percent bed occupancy rate and an average

stay of 35.8 days. 
 The CNSS offers some outpatient psychiatric services in

La Paz, Cochabamba, Sucre, and Santa Cruz. 
 In 1972, there were a total of
8,912 outpatient psychiatric visits in the four cities through the CNSS.
 

The private sector also provides psychiatric services, though

minimally. These services are exclusively in urban areas. There are a
few small private psychiatric hospitals in La Paz, Cochabamba, and Santa
 
Cruz.
 

b. Dental care 

Dental care has been covered briefly in Chapter II. There
 were 903 dentists in Bolivia in 1970. Probably only about ten percent of

the dentists are in rural areas, most of them on their afo de provincia,
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which is also required for dentists. The CNSS employs 114 dentists.
 

There are no training programs for dental technicians in Bolivia.
 

Dental care is near 100 percent curative. Rarely are flouride
 

is some dental education through the schools.
treatments done, although there 

In rural areas, people are
There is no flouridation of water supplies. 


essentially without dental care and go to see the afio de provincia dentist
 

mainly to have extractions, which is usually all that can be done in many
 

There needs to be more training of auxiliaries in both preventive
places. 

and curative dentistry, so that dental health can reach rural areas.
 

c. "Specialist" care
 

The quantities of physicians in the different specialties will
 

be covered in the section on human resources (Chapter VI). Most specialists
 

or COMIBOL. Bolivia has a full range of specialists from
 are in urban areas 

Most ultra-specialists
neurosurgeons to cardiovascular surgeons to oncologists. 


not there. For example, there
 are not really well-utilized as the demand is 


cobalt bombs in four cities: La Paz. Sucre, Cochabamba, and Santa Cruz.
 are 

There are teams of surgeons in both La Paz and Cochabamba who do open-heart
 

Neither of these teams does enough surgery to keep in practice.
surgery. 

Yet there is even a special building for cardio-vascular surgery in Cocha-


In La Paz, this type of surgery is done at the Instituto de Torax.
bamba. 

are special eye hospitals in La Paz and Cochabsmba. And there are
There 


many general surgeons as there are pediatricians and internists
about twice as 

combined. There is more "glamour" in the super-specialties than there is in
 

no doubt that the specialists
primary care and public health, and there is 

It would make sense if primary care and.
 are necessary to a certain extent. 


preventive medicine were in as good shape as the super-specialties.
 

d. Rehabilitation
 

Most existing rehabilitation programs are aimed at children.
 
voluntary (religious)
There are nutritional rehabilitation programs run by some 


in Montero, and by the JNDS in several
agencies, e.g., the Hospital de Nif.os 


The JNDS probably is the main agency working in the rehabilitation
places. 

the JNDS deals not only with nutritional
of children in several ways: 


rehabilitation, but also with handicapped children and with orphans. Un

fortunately, nearly all the rehabilitation activities are in urban areas.
 

e. Long-term pulmonary care
 

With tuberculosis being a major problem in Bolivia, there are
 

several hospitalswhich are dedicated primarily to the long-term care of
 

The largest and most advanced of these is the Instituto del
tuberculosis. 

Torax in La Paz. There are Hospitales Broncopulmonares in La Paz, Cocha

bamba and Potosi, and most other large hospitals have special wards for
 

The CNSS and COMIBOL also have special wards
paticnts with tuberculosis. 
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for tuberculosis patients. As can be seen in Table 5.25, the average stay
 
of patients is usually a few months, and they are usually fairly sick.
 
Tuberculosis patients are usually very reluctant to stay in a hospital. If
 
they stay beyond a few weeiT when they would normally be feeling better if 
they were improving, then their tuberculosis probably is far advanced. For
 
example, the Cochabamba Hospital Broncopulmonar has 40 beds; they had 172
 
admissions in 1973 and 37 deaths.
 

Most tuberculosis treatment is being done on an outpatient
 
basis - when treatment is done. Unfortunately, most cases of tuberculosis
 
do not receive adequate treatment due to inadequate drug supplies and
 
difficulty in follow-up, The problems with tuberculosis treatment are
 
further discussed in the infectious disease section above.
 

8. Ancillary services 

a. Laboratories
 

In urban areas, most laboratories analyses are done by private
 
laboratories, which are usually better equipped than the laboratories
 
associated with the general hospitals. The laboratories in the general
 
hospitals do limited lab work with very limited hours and limited equipment. 
Often thle physician's attitude toward lab work is that "he does not need
 
it". Some physicians almost are macho about using their diagnostic acumen
 
without laboratory help, This type of attitude is seen in many rural areas 
where, although there may be an equipped lab, it is not used.
 

In urban areas, the private labs are probably quite happy
 
that the hospital lab is so inefficient and limited, since they can then do 
most of the lab work. Often a hospital has an expensive piece of lab equip
ment which could expand their capability appreciably, but they fail to use 
it because they are missing some minor part. Actually, the vested interests 
of the private labs may have had some little influence in seeing to it that 
the hospital lab does not do too much. The same kinds of vested interests 
probably have somo influence in seeing to it that ne; diagnostic equipment, 
such as X-Ray machines and EKC's, are not obtained too quickly by the 
general hospitals, or that not too many outpatients are seen at the urban
 
general hospital, either.
 

Labcratory training for medical students has been neglected
 
up to now, with a very few exceptions (e.g. the UMSS interns trained at the 
Seton Hospital). The rural doctor is usually waiting for a lab technician 
to be assigned to his hospital to do maybe two or three lab tests a day.
 
Many rural posts hove been equipped with UTICEF lab equipment, but it has 
been infrequently used. The failure to use the lab has come both from 
lack of training and from an attitude that the lab is not necessary.
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There are exceptions, of course. The labs at Viacha and Mon
terd are excellent, and there are some outstanding research labs in La Paz.
 
But most small hospitals need just very basic lab work, not even that often.
 
It makes more sernse to train people such as auxiliaries to do lab work as
 
one part of their job. This has been done with success in Chulumani and
 
Ancoraimes, and it is an example which could be followed elsewhere. ThE
 
CNSS and COMIBOL of course have labs which are fairly well utilized in
 
their hospitals. 

b. X-ay 

labs. 
The X-Ray situation is not much different than that of the 

Usually the general hospitals have old equipment which breaks down 
with regularity, or they run out of film or reagents. Private radiologists 
probably do most of the X-Rays in urban areas. For example, the X-Ray unit 
in the general hospital in Oruro is used only about seven times a day. In 
well-utilized medium sized rural hospitals, such as Viacha or Montero, 
usually two to four X-Ray exams are done per day. COMIBOL and the CNSS do 
more X-Ray exams. The policlinicos of the CNSS average one X-Ray exam for 
every seven patients seen, and the Catavi Hospital of COMIBOL does over 
6..... a 1- .... t-4 has five X-Ray machixaes, two of which are huge 
1000 mA units with moving tables, etc.
 

There is a scattering of X-Ray machines in rural areas. Most oJ
 
these were dcnated, and most are broken, do not work because the electricity
 
is insufficient, or are not used because there are no reagents to develop
 
the film. Some better planning in the distribution of expensive equipment
 
such as X-Ray machines might assure their better utilization, especially in
 
rural areas. There were also some mobile units to take screening X-Rays
 
which apparently have now been taken apart.
 

c. Pharmacy
 

Problems with drug supply have been covered more thoroughly
 
elsewhere. Drug supply is a major problem which again is influenced by
 
vested interests. The urban hospitals usually have only a limited supply
 

of samples. This means that patients (or their relatives) must be sent
 
out of the hospital with a prescription to get any necessary drugs. The
 
result is delay in treatment, often non-treatment, if the patient or his
 
family cannot pay for or find the drugs. This is perhaps the most frus
trating single barrier to the practice of good medicine. The hospital
 
building can be beautiful, the operating table expensive and magnificent,
 
but without drugs, the system is crippled.
 

Drugs are the same problem, probably even worse, in rural
 
areas, since there are few pharmacies. The physician in rural areas must
 
usually buy drugs in the city and resell them himself at his health post.
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Fortunately some rural hospitals do have good pharmacies, thanks to good
planning (usually with the involvement of religious groups) to drugor 
cooperatives. Unless the problem of drug supply is solved for both urban
 
and rural areas - and that means making basic drugs available and cheap 
there will be little advance in the quality of medicine.
 

d. Social workers
 

There are not many social workers in Bolivia, and only about
 
20 a year are being graduated. They are hired primarily by the general

hospitals in urban areas, and have little or no functions in rural areas. 
They seem to have gone to rural areas while they were studying (UMSA social
work students were in the Alto Beni and Llallagua), but after graduation,
like other professionals, they will probably stay in the cities, where 
there is enough work to do. The challenges and problems are so great that 
it is hard to imagine the social worker really accomplishing very much,
 
except on an individual basis.
 

9. Conclusions
 

The medical care system in Bolivia is termsgrossly unequal in of
urban vs. r.ral medicine. Al.though the country is primarily rural, the
investment in health is almoot exclusively urban. There is also minimal
 
coordination within the medical care system itself. Each institution
 
deliraring care is a "republic" onto itself, with little desire 
 to yield
 
any of its autoncmy by inte&trating resources. The MOH, with :ninimal
 
resources, has the largest share in urban hospitalization and nearly total
 
resPrpnsibility 
 for the rural jrea. Given the minimal resources, the polit
ical and administrative instability of the MOH, it simply is not able to do 
what it is supposed to do. The result is an unstable 
health system which
 
is not capable of giving efficient or good quality medical care, especially
 
in rural areas.
 

Most health posts in rural areas have low utilization for the
 
reasons mentioned earlier. However, even for the few patients seen within
 
the system, the quality of care is usually poor. Without drugs, equipment,
 
or supervision, the quality of care is medircre at best. As continuing
education and supervision are barely done, the health worker's knowledge
and motivation fades away, and the best care is not alwyaigiven to the
patient. Drugs are often given inappropriately and in inadequate doses,
sometimes because the health worker does not know any better, and sometimes 
because the drug supply is severely limited.
 

The indigenous practitioners are still responsible for the bulk
 
of health care in the rural areas. 
 There have been a few small efforts
 
to incorrorate some of them (the parteros) into the "modern" system. 
In
 
urban ai'eas, outside of the Cajas, the private sector is taking care of 



213
 

The MOH and the JNDS are doing MCH programs in
 most ambulatory medicine. 


urban and marginal urban areas, but most sick patients must seek medical
 

sector does not provide
attention from the private sector because the public 


adequate outpatient care in urban areas (again, except for the C , and 

often it is doubtful if their urban outpatient care is adequate ). The 

seen to patients hospitalized is 4.8:1 for theratio of ambulatory patients 

In other words for every patient hospitalized in the
MOH urba-n programs. 


same11011 sy ;tcn-, less than five outpatients are seen in the system. And 

most of these were seen in urban MCI1 programs. In contrast, the ratio is 

than 50:1 for the privatc sector.30:1 for the CNSS an d probably better 

the patient at theSince it is the private 	doctors whc are seeing 
too far fetched to suggest that the private

MOH hopitals, it is probably not 

doctors may have arranged the ambulatory care situation in urban areas to 
their private consul

ensure that most ambulatory patients will be seen in 

torios rather than e~t Whe hospital. Exccpt for some of the pediatric hos

services are almost non-existent at urban hospitals of
pitals, outpatient 

the MOH because of short hours, long waits, insufficient staffing, etc.
 

This leaves the sick patient in the urban area almost no choice except to 
even

seek out a private physician (unless he is covered by a Caja, and 

to± care lea I,-; _of sailarnethen some LtUC a

Thus, there exists a symbiosis in the cities: the private sector sees 


great share cf the outpatients, and the MOH takes care of the hospitali
areas, the hospitalizationzations. Traditionally, in both urban and rural 

pert has been the money-losing part.
 

Only a very small part of rural health needs are being met by 
the
 

"modern" medical system; the low utilization despite the presence of facili

ties, beds, and personnel has usually been blamed on the consumer 
and his
 

back-ward customs, his reluctance to spend money, his faith in curanderos,
 

etc. Yet it has been shown that when good medical services are provided, 

the campesino will use them, and pay for them (examples: Camargo, Viacha,
 
For


Ancoraimes, Chulumani, Montero, Llallagua, all COMIBOL hospitals). 

But then the INC also offers
no fee to pay.
COMIBOL beneficiaries there is 


free services to colonists in the Chapare, and the patients would 
rather
 

care because the INC hospitals cannot
 pay and go somewhere else for their 

care (they have no drugs). The campesino (and the urban
deliver effective 


dweller, too) will take advantage of what he perceives to be effective
 

medical care; he probably will continue going to his curandero too for the
 

types of illnesses that 	he feels the indigenous healer is able to handle 

It is not really a question of competition between traditional 
and


better. 

western medicine. Culturally, the campesino has been accustomed for hundreds
 

of years to integrating the two cultures and using part of each in 
his life.
 

to make integration, not com-
For health planners, the point to be made is 


petition, the goal.
 

that
A major observation of the Bolivian medical care-system is 


many resources exist which are not being used efficiently. Rather than
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asking for new hospitals, new equ.Lpment, new personnel, etc., the present
 
resources should be more effectively organized and utilized. This includes
 
lab material, X-Ray machines, operating tables, hospital beds, and trained
 
personnel, who are often utilized to less than ten percent of their capa
bility. Better supervisors and administration are needed even more than
 
more financial resources, although one cannot deny that the financial
 
resources are meager for rural health.
 

F. Integrated Intrasertorial Programs
 

1. Summary
 

There is minimal integration of medical or preventive programs
 
:ithin the health sector, although in the cases where integration exists,
 
the health programs seem much more effective. Attitudes toward integration
 
v:iry from pro-integration (usually on the part of those who have a lack of
 
resources, such as the 1C or the MOH) to vehemently anti-integration
 
(usually by those who have sufficient resources, such as COMIBOL and some
 
private organizations). The threat of control by some other organization
 
or the fear of losing autonomy is a barrier to tha integration of health 
agencies. This is espcci.aily true of any integration plans with the MOH. 

In a study of rural health centers conducted in 1974,(12) it was 
de l.cnstrated that rural hes!th posts w'hich had association with religious 

- .or~iiza LioJns or inter-a-ency . 1cooperation were si nificantl r1much more 
utilized than those withcut chese associations.
 

Intersectorial inegraticn (f .g. between agriculture and health 

or education and health) are discussed in Chapter VII.
 

2. The programs 

ri. The cajas 

The "C11SS has cooperated with the 'O4H in the ,haring of 
hospital facilities and the construction of hospitals in larger cities.
 
Usually the CNSS has "rented" space or a building within thQ MCH general 
hspital. Sometimes there have been disagree-mnts, such as in Tarija, 
'.here the MOH complained that the CNSS had not paid its rent i'or three 
je ar'. The C,-3S and the 1-f.H have pooled unds to build h-csuit s in 
Cucr-3, Trinidcad, -!rd Vall' rande, and there is a nropo-sa to build a joint 
"Hosital Unico" in Tarija. If the Soc. C.,,.so (ZC)(e&u;o i C.d 
then some kind of integration (if not ab.orption) -wiil have to occur 
between the .ISS'snew ZSC and the MOH's rural system. 

The Cajas are technically tied together by the TBSS (Insti
tuto Boliviano do Seguro Social) but in fact the IBSS has little leverage 
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over the "republicas independientes". Not even all the cajas submit
 
reports to the IBS. COMIBOL does sub-contract to deliver care to some
 
other groups of workers, but is very reluctant to enter any relationship
 
with the 14I1. The COI4!BOL hospitals in rural areas do attend non-COMIBOL 
emergencies but only reluctantly and at a high price. COM'IBOL is so much 
against integration that they even gave money to help build a CNSS hospital
 
in Uncla and the COPOCA cooperative hospital in Llallagua so that the
 
COI,IIBOL Ctavi hospital would not be bothered by non-beneficiaries. 

b. Relijc;u,: organizations 

Most religious organizations have integrated their efforts 
to coordinate with Bolivian official or semi-autonomous health agencies. 
Some, like the hopitals in Camargo and Villa Tunari (Clinica BteE.da) are 
not integrated, do not depend on the M0H for anything. Many of the 
Maryihnoll projects are independent, too, such as their outpatient clinics 
in marginal urban areas of Cochabamba and Santa Cruz. On the other hand, 
the general hospital in Riberalta, which had been run independently by 
the MI ryhnlls, was recently turned over to M'OH management. The Seventh 
Day Adventists did the same in Chulumani in 1971. The Adventists left the 
ChuluxaanI hozptlp l a-fter ueirg thtre a'out 30 years. but L11rue Sparniih 
nuns are now collaborating there to run administration and the pharmacy. 

Methodist Church has had several projects in Bolivia: the 
Hospital M ' in La Paz, the Montero CSH with its rural project, andtodSta 
the Ancoraimes CSH. There was also a nursing school at the Hospital Mt4to
dista in La Paz: this was transferred to UMSA a few years ago, and has
 
suffered therefrom. 1h 1.1ontero, there is coordination between Obra M4eto
dista, the 1,1OH (which provides a feu salaries), and the UMSS of Cochabamba 
med ical students and interns are sent, to Montero and the rural projects). 
This has been one of the more successful examples of inter-agency cooperation.
 

There are several religious organizations in health care in
 
the Chaoare, eith little cooperation between them. There are even two 
different groups of Francisn priests (from two different provinces in
 
Italy), who have little integration between their health projects. The
 
Baptists have their own hospital in Villa Tunari, and operate their own
 
river boat clinic from Todos Santos. Most religious organizations are 
hesitant to cooperate with the MOI because they have not seen benefits come 
from their cooperation. An example is that of the Seton Nursing School in 
Cochabamba, which cooperated with the Unidad Sanitaria for the nursing 
public health course. The experience was particularly frustrating and
 
turned the nurses away from public health. Another cooperative effort
 
involving the Seton nursing school (a health survey in Canata, a barrio of
 
Cochabamba) turned into a political struggle, and the nursing school
 
withdrew.
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Often missionary nurses combine with physicians assigned by
 
the MOH to run her.ith posts. Since the missionaries do the administration
 
and supply some equipment, including vehicles, as well as a positive attitude,
 
these situations have usually worked well. Such arranrgements exist in Col. 
quiri, Irupana, !iz-X , Chulumani, and Yotala. In the case of Llallagua, 
a missionary physician works with a MOH assigned physician. All of these
 
posts have good utilization. Occasionally, as in Popoy (Alto Beni), the
 
missionary nurse and the aio de provincia physicians do not get along.
 

The INC has used arrangements with religious organizations to
 
make its health programs in colonization areas work. As a result, in the Al
to Beni and Yapacani, when the religious organizations are doing adminis
tration and/or drug supply, the programs are functioning, but in the Cha
pare, where there is no religious affiliation with the INC, the IN'C medical 
program is a disaster. 

c. The Viacha CSH 

Viacha is a special example of good coordination between three
 
organizations: the MCH, the Empresa Nacional de Ferrocirriles (E.N.F7.CC.),
 
and a religious organization with a base in Viacha and support from the 
U.S.A. As oi result, the MOH and the E.N.FF.CC. jointly built a new hospital 
in Viacha. Excellent equipment came from the U.S.A. with the help of the 
religious order. The hospital is shared by the MOH and the E.11.7F.CC. 
The nuns do :idminiotration, nursina; oiitr-ach and community organiz:, nion 
as well as supplying emergei.cy transportation. Two physicians are a.signed 
by the MCH, and c&, by the E.N.FF.CC. The coamunity's confidence in the 
hospital is growing. 

d. The Banco de Vacunas 

The Banco de Vacunas is a special example, elaborated on more
 
in the section on infectious Jiseases. Seventeen organizations in Bolivia
 
agreed to pool resources to have a central supply of vaccines, under the
 
control of the Department of Ecology in the MOH. Although there have been 
problems with the Banco de ,,-cnas, it does represent a cooperative effort. 

e. The universities 

The universities have had a relati.onship with the MC[ general 
hospitals in La Paz,. Ccchabamba, and Sucre, for a long time so that they 
could use the hospitals for teaching purposes. Recently, Lniversity 
convenios hove been extended to other hospitals as well: Ceton Hospital, 
the Albina Patifo Hospital, and the Montero CSH. 

Besides the Montero agreement, which is with the MOH, the 
Montero hospital and U.1S5, there is now another three-part agreement for 

http:E.N.FF.CC
http:emergei.cy
http:E.11.7F.CC
http:E.N.FF.CC
http:E.N.F7.CC
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the. training of medical students. This is the convenio between UMSA (La Paz), 
the 140H, and the 2IC for a rural .com:.unity medicine program for medical 
students (and other health personnel) in Caranavi and the Alto Beni. This 
was started in 1973, and has had its problems, but continues to operate.
 
USAID gave matching funds to the university to support this program.
 

f. Other orqanizations 

Trn a=.ed forces have also put some effort intohealth 
projc tL:, such : the lcsi ml Ship on Lake Titicaeu and th'. construction 
of h. . po:. ".:.n ninkc i.. .;.a and Huarina. Like P srr;1oll: Cni:. '., 
they depended on the MOH to supply personnel for the health poZTs, and the 
MOH in :he above cases has ccmpl-ied to some exteint. in Sant. Cruz, Tarija, 
and Chluuisaca, the Public 1W1rhz Com.mittees have collaborated in health 
projects. In Santa Cruz, the Committee is building mini-hospitals and 
wlatier .-uTliez. In Tarij: and Chuquisaca, the co.-Attees are wa:rking ..,ith 
U1-C.:T in a plan; for social and economic development that includes hcalth. 

Formed with the object of coordinating health projects on 
the Altiplano, CO':'S (Corie6 Inpulsor de Sahkd dcl Altiilano) has had 
internal battles, but seems to have some promise in coordinating efforts.
 

3. Conclusions
 

There exists a minimal amount of cooperation between health 
agencies, largely related with religious groups, but more recently with 
some input from the universities. The university participation hopefully 
will grow: they have functioning cooperative programs in- Montero and the 
Alto Beni, with plans to implement another program in the Valle Alto of
 

Cochabamba. Often the MOH is slow to participate in cooperative programs
 
because of administrative and political hang ups, as well as financial
 
limitations. For this reason, agencies cooperating with the MO., such as 
the armed forces, the universities, or foreign missionary organizations often
 
become important. Some organizations, such as COMIBOL and the JNDS often 
refuse to even consider working with the MOH because of its inefficiency and 
lack of resources.
 

The MOH does not presently have the stable leadership or the 
resources to encourage cooperation and be successful. If integration of
 

efforts in the medical field is to become a reality, there needs to be some
 

incentive to do it. There needs to be a change in attitudes, and some 
trust that integration will lead to improvement rather than decay.
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CHAPTER VI
 

ANALYSIS OF THE INFRASTRUCTURE
 

A. Summary 

This Chapter focuses on the factors that enter into the production
 
of health services and on the systems that supply those factors. Basic
 
sections deal with financing, manpower, facilities and equipment, and
 
biochemical products; these are the most important material factors. In
 
addition, administrative, planning and information inputs are studied.
 
Two major purposes underly this effort: to establish which factors limit
 
the production of health services, and to examine the appropriateness
 
of their distribution.
 

First, it is probable that the GOB's lack of continued, clear
 
health policy directives is the root cause of many problems of the health
 
sector. Lacking clear policies, the GOB has made decisions as to the
 
investment in health resources on the basis of expediency.
 

Secondly, the health system is inefficient in its use of resources.
 
The solution to this problem, once an appropriate policy environment is
 
established, must be an improved administrative system. Focus must be
 
on the local level, and on the detailed administration of every-day
 
activities in the provision of health services. Regional and nation
wide administrative reforms should be adapted to the requirements of
 
improved administration at the point of delivery.
 

The financing of public health services is now inadequate, in terms
 
both of estimated absolute requirements for Bolivia's development and of
 
comparisons with LatinAmerican norms and averages. A significant in
crease in financing seems inappropriate, however, without prior and
 
substantial improvement in the present efficiency of public health
 
services. Improved efficiency and extended health benefits, in fact,
 
should significantly simplify the process of obtaining increased revenues
 
in the future.
 

The investment in health manpower is now biased toward the profes
sional and spccialist,. To increase efficiency, professional training
 
should be reduced, but intermediate and primary level health workers
 
should be trained in greater numbers. Additional training requirements
 
are for managerial personnel, maintenance personnel, and a few critically
 
needed senior technical planning personnel. To effect these reforms,
 
a new manpower planning system is required.
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Facilities are in short supply by international standards. They
 
would suffice, however, if used efficiently to provide more service
 
and much greater coverage of the population. It therefore appears
 
unwise to invest in new facilities or equipment until significant im
provement has been made in the efficient use of what exists. Again,
 
significant reforms are required in the system for planning, acquiring
 
and maintaining facilities and equipment.
 

For 80 percent of the population, drugs and vaccines either are
 
simply not available or are not adequately accessible. This basic
 
bottleneck must be resolved if the health care system is to work
 
effectively.
 

Thus, investment at this time ought to be directed at health
 
planning development, administrative reform,middle-level manpower
 
training, and better delivery of biochemical products. These invest
ments in infrastructure are, of course, an integral part of program
 
development
 

Currently, the resources availab.e for public health are utilized
 
primarily for curative medicine. This is clear from the patterns of
 
financing, facilities (hospital value greatly exceeds the value of
 
outpatient facilities), and staffing (physicians and hospital auxil
iaries greatly outnumber the personnel for preventive medicine) In
 
fact, it appears that benefit/cost ratios are higher for preventive
 
services than for curative services Future efforts should aim to
 
redirect factors into preventive services.
 

Tht present distribution pattern of public health resources
 
greatly favors the Social Security systems' beneficiaries as compared
 
to the rest of the population; Social Security expenditures are reach
ing levels of decreasing marginal returns. It also greatly favors the
 
urban population as compared to the rural A numer of basic health
 
problems, rather.inexpensive to prevent or ameliorate, are much more
 
prevalent in rural than in urban areas. There is a need to redirect
 
factors toward rural and other disadvantaged populations.
 

These points are supported in detail in the six following sections
 
of this Chapter.
 

B. Program Administration
 

The following survey relies on information and opinions obtained
 
from a variety of sources: documents, reports, Bolivian officials, and
 
foreign advisors. The administrative problems noted below are to be
 
found, in one degree or another, throughout the health sector, but
 
spec-.al emphasis is placed here upon the Ministry of Health, which has
 
the principal mandate to organize and coordinate the nation's health
 
programs.
 

http:spec-.al
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1. Financial administration*
 

Financial management, apart from insuring the proper use of 
public funds, should provide information upon which policy decisions 
may be made. The ability of an organization to provide such informa

tion may be rated according to a series of steps based on differing 

levels of capability. These steps might include: 

1: An accurate general record of funds expended by the
 
organiizaticn. (How much is being spent?) 

Step 2: 	 An accurate record of funds expended by each unit 
of the organization. (Who is spending it?) 

Step 3: 	 A clear idea of what services or activities each
 
unit within the organization is providing with
 
the funds expended. (What is it being spent for?) 

Step 4: Systematic evaluation of how well each organiza
tional unit is carrying out its activities. (What 
are the results--intended and observable--of the 
activity and expenditures?) 

The increasing ability of the organization to provide helpful
 

information should be accompanied by a corresponding increase in 
legislative and executive ability to make thoughful, intelligent policy 
decisions.
 

With respect to its internal system, the Ministry of Health 

(MOH) appears to be advancing. MOH has not completely fulfilled the 
requirements of Step 1, but it is progressing well on Step 2. However,
 

defects in the central budgeting system of the GOB limit the prospects
 

f,-r improvements in budgeting within the Ministry.
 

At 	present, the Government of Bolivia, through its Ministry
 

of Finance, is struggling with Step 1. The general situation is
 

clearly identified in the latest Public Administration Service (PAS)
 

Annual Report. The PAS advisory group has been working in the field
 

of 	Bolivian financial management since the mid-1960's. 

* 	 The USAID-supported Public Administration Service (PAS) advisory 

group on fiscal reform in Bolivia.contributed insights and data 
for this discussion. 
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The 	Report states:
 

"The principal problem for reform of financial
 
management in the Bolivian government is still
 
that of budgeting.
 

"A budget is expected to convey a government's
 
policies and decisions, expressed as a plan of
 
operations but the Bolivian government's budget
 
does not satisfy that expectation. A budget is
 
expected to express a government's financial
 
plan also, but this government's budget does not
 
satisfy that expectation. And a nationei. govern
ment's budget is expected to express governmental
 
intentions regarding the national economy, and
 
this one is not adequate in that respect either.
 

"The budget is not prepared systematically or
 
produced at a suitable time. It does not include
 
all necessary aspects of the central government's
 
activities and financial operations. The budget
 
is not informative as to the content and purposes
 
of those activities. The budget is based on unre
liable estimates of resources. The budget contains
 
no useful comparisons of proposed spending authoriza
tions or actual past expenditure experience. The
 
budget is not supported by evaluations of ongoing
 
or prior activities. The appropriation structure
 
is excessively detailed, and it needs to be simpli
fied. Moreover, the detail describes merely what
 
the 	government will be buying with the funds 
appropriated; but it does not describe what work
 
will be performed or what results will be achieved
 
thanks to the expenditures authorized.
 

"The present budgeting process simply is not ade
quate to any of the requirements that properly
 
should be imposed upon it."(1)
 

Major problems in budgeting and accounting systems related
 
to the Ministry of Health include:
 

a. 	The approved budget does not appear until well into
 
the period which it is to control
 

For example, the complete 1973 budget did not appear
 
until late August or early September of that year. A small resume
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of the 1974 budget appeared in February, but the complete document has
 

not yet 	been published. 

b. The budget is overly comnlicated and detailed
 

The official 1973 budget for the Ministry of Health 
covers 122 pages (PAS has recommended a clearer and simpler format 
one-tenth as long). The budget is organized according to the follow
ing classification system: 

Level 1: Ministry - Public Health 

Level 2: Programs - ey.ample, Program 04: Departmental 
Health Services 

(Note: 	 programs, sub-programs, and activities refer to 
levels of organizational structure.) 

Level 3: Sub-orograms - example, Sub-program 01: 
Unidad Sanitaria Regional
 

!de La Paz
 

Level 4: Activities - examile, Activity 02: Centro 
de Salud La Paz 

Level 5: Object of Expenditure - example, 117 - salaries 

There are some 110 objects of expenditure to which funds 
are appropriated in the budget (PAS proposed using only the half-dozen 
major objects as bases for appropriation); 

c. The 	official budget classification system is not used
 
for budget control by the Ministry of Finance 

For control purposes, records at the Ministry of Finance
 
are kept only according to the categories of "Ministry" and "Object 
of Expenditure." Thus, at any given time, the Ministry of Finance has 
record of expenditures in the Ministry of Health under the Object of
 
Expenditure category No. 275.51 (laundry, cleaning and hygiene), but
 

no record of where or in support of what activities the expenditures
 
were incurred. 

The recent creation of an Accounting Systems Division
 
(upon recormmendation of PAS) in the Ministry of Finance is a sign
 
that the GOB intends to further systematize and simplify its account
ing, and ultimately its budget, procedure.*
 

* See also ISAP, El Sistema de Presu6uesto (October 1973), for 

conclusions of a seminar of high-level Ministry of Finance
 
officials regarding budget problems.
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d. 	The budget and accounting system utilized in the
 
Ministry of Health does not provide the informa
tion necessary for informed policy decisions
 

At the end of 1974, the Financial Administration Department of the Ministry hoped to have, for the first time in the Ministry's
history, a reaso:uably accurate record of expenditires by organizational
unit and object of expenditure. 

This new system stems from suggestions by Pan AmericanHealth Organization (PAHO) advisors in 1972, which found support amongMinistry officials. A structural change which led to the accounting

change: formerly separate accounting and budget units were consolidated

into a new Department of Financial Administration. The department has
difficulty in obtaining accurate information on the collection andexpenditure of fondos propios (money collected on-site for 	services)
from the Regional Health offices, but 	appears to be making progress. 

At present, there is no systematic reporting on/or

investigation of the results of program expenditures. Thus, Ministry
policy makers have no accurate way of evaluating possible alternative
 
uses of funds under their control.
 

However, it is important that progress is taking place.
For the first time, Ministry officials will have an accurate record
of who is spending what. The next steps, logically, will be to extend
the 	analysis to what they are doing and how well they are doing it.
 

e. 	 GOB budget estimates of income are consistently higher
than can realistically be expected 

This problem of the central GOB financial managementmakes it difficult or impossible for the Ministry to plan its affairs
with assurance. It is not uncommon for calls for retrenchment during
a fiscal year, because income is not 	keeping pace with the optimistic
projections. Therefore, the Ministry suffers heavy budgetary reductions. A high percentage of a ministerial budget is reserved to pay

staff personnel. 
The 	cuts of course are made in the already low
appropriations for supplies, travel, etc. 
 Towards the end or the year,

it may become virtually impossible to buy even such things as pencils

and 	paper. 

f. 	 Operational units in the Ministry have very little input
into budget formulation 

The 	budget is primarily the product of discussions betweenprogrammers from the Ministry of Finance and high level Ministry offi
cials in La Paz. There is no systematic effort to solicit proposals
or estimates from field units. Indeed, such input is feared in some 
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quarters. One official noted that, if field units were to be asked to
 
submit proposals, they (the field units) would feel the proposal re
presented a definite commitment by the Ministry; this would result in
 
unpleasant misunderstandings.
 

Thus, few field administrators have the experience of
 
implementing, with a known and assuredly available amount of money, 
a program they have assisted in designing. Lack of program and budget
 
responsibility does niot encourage executives realistically to evaluate 
the perforan.ance of their subordinates. 

2. Personnel administration 

It will come as no surprise that public personnel systems
 
in Bolivia are heavily influenced by political and societal values.
 
At the general management level, possibly honest admiration for the 
comparatively abstract concept of merit in hiring, promoting, etc.,
 
is usually overwhelmed by the more immediate, tangible and compelling 
pressures of loyalties to friends, relatives, and political colleagues.
 
In Bolivia, politicians have not yet learned how to satisfy both
 
"merit" requirements and other mundane considerations simultaneously,
 
a lesson that successful city "bosses" in the U.S. learned long ago.
 

In the semi-autonomous agencies, one is more apt to find
 
both appreciation and application of merit concepts. Indeed, as noted
 
in Chapter V, one prime reason for the proliferation of semi-autonomous
 
agencies may be to free certain services from the highly political
 
atmosphere of the 14inistries.
 

Among the important features of the personnel system are:
 

a. Recruitment
 

Recruitment into the public service is facilitated by
 
friendship, family and political networks. (For example, between
 
mid-1971 and mid-1974, the various Ministries were "allotted" to the 
various political parties for patronage purposes. The Ministry of
 
Health "pertained" to the Falangista Party).
 

Political recruitment is the order of the day even in
 
positions demanding a high level of technical skills. (A case in
 
point is the recently-created Accounting Systems Division of the
 
Ministry of Finance. This unit is to spearhead accounting reform
 
throughout the government. Six new posts for governmental account
ants were created within this unit. During recent years, Public
 
Administration Service and ISAP have trained some 300 Bolivians in
 
governmental accounting. Nevertheless, none of the six candidates 
chosen for the posts had extensive accounting experience arid none 
had training in governmental accounting). 



226
 

Once entry into the Ministry has been successfully
 
negotiated,tenure may be relatively secure. It is not secure for
 
high-level positions; these are widely understood to be political-
sub-secretaries, some national program directors, and directors of
 
the Regional Health offices. Nor is it secure for persons at lower
 
echelons who are too overtly and actively partisan in office. However, 
it is difficult to generalize. Some directors with reputation as 
"tecnicos" have long tenure in office. Within any given organization,
 
it is usually generally understood who are "tecnicos" and who are 
"politicos." 

b. 	In-service training
 

This practice becomes especially important in view of 
the predominantly political recruitment patterns. Training activi
ties for health-related personnel are conducted primarily by the 
following three organizations: 

i. The Si)o.erio Institute of Public Administration 
IS.): •Located in a spacious new building and
 
supported by an expanding library, ISAP provides 
an attractive setting for training activities of
 
a general administrative character as well as
 
problem-oriented conferences.
 

ii. 	 School of Public Health: This school is operated 
by the Ministry of Health. It concentrates on 
technical training. During the period 1962 to 
1972, the school graduated the following specialists:
 

Specialty Number of Graduates
 

- Public Health Nurses 	 14 
- Nursing Instructors 10 
- Auxiliary Nurses 408 
- Environmental Sanitation 

Technicians 160 
- X-Ray Technicians 26 
- Laboratory Technicians 28 
- Statistical Techniciahs 98 
- Auxiliary Dieticians 10 
- Health Educators 12
 
- Auxiliary Health Planners 28
 
- Epidemiology (1 month seminar) 20
 
- Hospital Administration for 

Medical Directors (1-1/2 month
 
seminar) 	 29 

Most of the courses lasted nine months. 
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iii. 	 Regional Training Centers of the National Community 
a branch of the MinistryDevelopment Service (NCDS), 


of Rural Affairs and Agriculture. NCDS has an
 

impressive training program for community leaders.
 

Training is offered at individual communities and
 

in regional centers. Training includes health-relat

ed subjects, such as nutrition, first aid, and envi

ronmental sanitation.
 

Other training activity is conducted periodically. For
 

example, the Regional Health office recently initiated a series of
 
The idea is to bring them
conferences for its afo de provincia doctors. 


together periodically for a few days to exchange ideas and to combat
 

feelings of professional isolation.
 

c. Supervision and evaluation
 

are haphazard atSupervision and evaluation of personnel 
best but often are completely lacking. The problem is most severe in 

rural areas. Almost the entire Ministry budget is consumed by person-

Very little remains for travel, per diems, gasoline, andnel payments. 
the purchase of vehicles with which supervisors (located in urban 

centers) could effectively supervise and evaluate the work of rural 

health personnel in centros de salud, hospitals, puestos m4dicos, and 
Vehicles are not properly maintained and they
Regional Health offices. 


rapidly deteriorate. The per diem fuhds are always paid retroactively,
 

usually months after claims are made. Supervisory personnel are thus 

forced either to ignore the personnel in the field or to finance super

visory visits out of their own pockets. Naturally, the choice is often
 

the former, and personnel in the field are left largely to their own
 

devices.
 

Consequently, the afio de provincia is often a deadening,
 

extremely negative experience for the young medical school graduate.
 

Professional isolation, lack of equipment and medicines, cultural
 

barriers between himself and his prospective patients, and lack of
 

counsel all serve to reinforce his probablesources of advise and 

initial inclination to locate permanently in an urban area,
 

d. Special problems in rural services
 

In rural areas, a sort of vicious cycle is likely to 

rural people have more confidence in local curanderosdevelop: most 
and parteros than in representatives of the Ministry of Health. 

When forced to a rural health center by an emergency, the rural 

patient is likely to confront medical personnel poorly prepared by 

language, experience or education to deal sympathetically with his 

problem. Even the well-intentioned praptitioner is handicapped by 
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lak of medicines, drugs, equipment, language, and rural experience.
Overall, there is a high probability that this initial encounter 
with modern medicine will be negative for the patient, hence will 
reinforce his original disinclination to entrust himself to the 
Ministry of Health system. 

Additional problems in rural medical service are occa
sioned by the difficulty an aao de provincia physician encounters if 
he wants to stay in the area beyond the initial year. Because of 
overproduction of physicians, competition for an attractive job on 
the public payroll is keen. Consequently, some of the afto de provincia
positions are highly sought. Apparently even MOH officials feel that, 
because of the great demand for the positions, it is not equitable to 
carry a person beyond his initial year in a rural area. 

Therefore, even if the afo de provincia physician enjoys
his assignment and proves to be competent, it is extremely difficult 
for him to retain it. If he manages to stay, furthermore, he continues 
at the same salary level as a newly named graduate, despite his 
experience and possible supervisory responsibility. 

partly the result of pressures the limited budgets for expanding 

3. Maintenance and Supply 

The concept of maintenance is little practiced in the health 
sector. This is partly due to lack of budgets for this purpose and. 

on 

program activities. There is also, however, a pervailing lack of
 
awareness or concern for the concept of preventive maintenance in
 
general. Thus, facilities are generally in poor condition after 
several- years of operation and equipment may not be used due to the 
lack of some minor but essential part. There is also a pausity of
 
qualified maintenance personnel, although most major hospitals have 
authorized positions. Adequate supplies, replacement parts and tools 
are almost non-existent. Private and religious facilities have, for 
the most part, recognized and responded to these needs. Some government
facilities have been able to correct pressing maintenance problems with 
locally-generated funds. 

Supply systems are also very inefficient, although the most 
limiting factor is the lack of supplies to administer. The Ministry
of Health, for example, often does not receive reports from the field 
because sub-units do not have sufficient reporting forms. The provi
sion of pharmaceuticals is a major problem. The MOH has very limited 
supplies and distribution is not equitable nor, in many cases, timely.
The CaJa Nacional de Seguridad Sofal. on the other hand, purchases
large amounts of drugs. It is estimated, however, that up to 50 percent 
of these are lost in transit. 
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4. Organizational structure 

Chapter IV contains a discussion of organizational charac
teristics of the Bolivian Health Sector. Among the most important
 
are:
 

i. Fragmentation of agencies. A wide variety of agencies
 
operate in the sector; spheres of responsibility are
 
ambiguous and little coordination is evident.
 

ii. The growth of "t4cnico" agencies. A proliferation of
 
semi-autonomous, decentralized public institutions has
 
taken place, possibly stimulated by a desire to remove
 

certain services and activities from the highly politi
cal atmosphere of the Ministries.
 

iii. Uncertainty concerning future division of labor between
 

the MOH and IBSS. In late 1974, the IBSS was transferred
 

back to the MOH. Thus for the move has done nothing to
 

change the relationship between the two systems, but there
 

is potential for better coordination.
 

iv. Lack of strong sectorial policy planning. The MOH has
 

been kept weak by the fragmentation of the sector, a high
 

turn-over rate among its top policy makers and a lack of
 
Meaningful
information and data from operating programs. 


consistent planning and evaluation therefore have been
 
lacking. 

v. Highly centralized administrative functions. The central

ization of administrative decision-making has caused
 
serious bottlenecks to the effective implementation of
 

programs. It also limits participation and flexibility
 
at the regional and local levels. This. is compounded by 
deficient communications and information systems. 

C. Health. Financing 

1. Summary 

The following analysis of health sector financing begins by 
identifying what is conventionally included or excluded in an account

ing of health sector expenditures. The conclusion is offered that 

accounting conventions are necessarily arbitrary at the margin where 

the health sector overlaps with other economic sectors. With this 

reservation in mind, the analysis proceeds to public and private sec

tor health expenditures: the former include principally the health 
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expenditures of the MOH and of the Social Security Systems (SSS).
 
The analysis of private health expenditures is largely hypothetical
 
because of a scarcity of information. Finally, the analysis relates
 
these two basic problems: (1) present inefficiency in the utiliza
tion of health sector resources and (2) the resource increases that
 
may be required for the sector.
 

Public health sector expenditures account for approximately
 
two percent of Gross Domestic Product (GDP), which is low in compar
ison with other countries at Bolivia's level of development. Together,
 
the MOH, SSS and all other public health sector expenditures in 197 4
 
total about $b.640 million (US$32 million). This amounts to about
 
US$6 per capita. The total expenditure is about half of what might
 
be required to provide minimally adequate health services for the 
Bolivian people. Private health expenditures (about which little is
 
known) are estimated at about $b.4So million (US$23 million), includ
ing both modern and indigenous health services. Thus, total health
 
sector expenditures may be about US$55 million, slightly less than
 
US$10 per capita. Health expenditures are very unevenly distributed, 
however, about 20 percent of the population receive about 80 percent
 
of the health benefits.
 

It is obvious to conclude that Bolivia does not provide-
and undoubtedly cannot efford to provide-- all her people with mini
mally adequate health services. The unequal distribution of health
 
services, however, as well as considerable inefficiencies in their
 
utilization, suggest the general nature of interventions required to
 
improve and expand health services delivery. If additional resources
 
are made available to the health sector, their allocation should be 
contingent on an improvement in the present low level of efficiency
 
of health services delivery. It is important to avoid an expansion
 
of many wasteful and ineffective health service practices that now
 
exist. Finally, it is noted that most health sector expenditures
 
currently are for curative services, whereas it would seem that a
 
greater proportion of resources should be invested to renovate and
 
equip existing physical facilities and to expand environmental and
 
other pre-rentive health activities.
 

2. Definition of health sector expenditures
 

The calculation of health sector expenditures requires,
 
first, a definition of the health sector. The Bolivian health sector
 
includes three principal sources of expenditures, namely, the Ministry
 
of Health (MOH), the Social Secur-ity System (SSS), and private medi
cine. The health sector definition also encompasses expenditures for 
health services by other "" iistries of the national government, and 
by semi-autonomous and decentralized government agencies. 
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The definition of "health services" includes both curative
 
and preventive measures; however, arbitrary distinctions of what is
 
included and what is excluded are inevitably necessary. Conventionally,
 
the definition of curative services includes all public and private
 
expenditures on medical services and medicines. Other than medical and
 
medicinal measures that have curative qualities, except for nutrition,
 
are ignored in an accounting of health expenditures. Nutrition expendi
tures, moreover, are included only for those segments of the population
 
suffering from undernourishment.
 

The decision as to what preventive health services to include
 
in an accounting of total health sector expenditures is even more
 
arbitrary. Included are direct anti-disease measures and indirect
 
measures, primarily involvi .g environmental sanitation. The latter,
 
however, are counted as health expenditures only in small towns and
 
rural areas*, and they include only potable water and sewage disposal,
 
but not improved housing, roads, etc. Specific health education expend
itures also are included, but general education (including the formal
 
education of health practitioners) is not, inasmuch as the latter is
 
included in education sector expenditures.
 

Finally, in accounting for private health expenditures, one
 
typically includes only peyments for curative and directly preventive
 
measures. Consumer expenditures for indirect preventive measures,
 
particularly for environmental sanitation, are not usually included,
 
even when they represent required community contributions to public
 
sector interventions.
 

In short, the health sector definition and resultant expendi
ture accounting are necessarily arbitrary because it is virtually impos
sible clearly to distinghizsh health services from health-related measures 
in other sectors. One should recognize that health-effective expendi
tures undoubtedly are greater than those included in an accounting of 
health sector expenditures. Mo 'eover,it even is likely that many expend
itures outside the health sector are more health-effective than some 
expenditures within the sector. 

* 	 Obviously water and sewerage programs in urban areas have health 
benefits. These activities, however, do not fall under the 
jurisdiction of any health sector agency. They are commonly 
considered as public works or engineering projects which in Bolivia 
are sponsored by CORPAGUAS or semi-autonomous local agencies. 
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3. Total public health sector expenditures in Bolivia 

Bolivian public health sector expenditures of the MOH andthe SSS, together, were budgeted as $b.427 million in 1973 and
$b.579 million in 1974. 
Of this total, 39 percent represented the
MOH share and 61 percent the SSS share (Table 6.1). 
 At the official
exchange rate (20:l), health sector expenditures planned by the two
principal sources thus were about US$21 million in 1973 and US$29
million in 1974. 
It would be misleading, however, to conclude that
health budgets therefore increased in 1974 by about 37 percent:
during 1973, the rate of inflation was approximately 60 percent;
taking that inflation into full account, planned health expenditurescould have declined by about 18 percent in 1974 over 1973. 
As a
proportion of estimated GDP, however, budget health sector expenditures are roughly the same in 1974 as they were in 1973 (approximately
 
two percent).
 

If there was a real increase in GDP in 1974 over 1973, it
would follow that health sector expenditures also increased in real
terms. 
However, the possibility would remain that inflation affected the cost of health services significantly more than is suggested
by the general increase in the cost of living index. 
There is no
health-specific inflation index; it is therefore impossible to calculate the real increase (or possible real decrease) in the health

sector's expenditures-between 1973 and 1974.
 

There is little doubt, however, that the health sector's
planned expenditures for those two years represent a smaller share
of GDP than was the case in the three preceding years (Table 6.2).
From 1970 to 1972, the combined budgets of the MOH and SSS represented between 2.25 and 2.43 percent of GDP. 
In 1973 and 1974, their
proportion of GDP declined to about 2 percent. The proportional
decline is due solely to a sharp relative drop in SSS expenditures
as a 
proportion both of GDP and of public health sector expenditures
during this period. This relative decline in recent health sector
expenditures is too large either to be ignored or to be explained as
falling within a reasonable margin of error in the available data.
 

The proportion of GDP accounted for by the public health
sector is also low as judged by comparing Bolivia with other nations.

In other countries at roughly comparable levels of development, up
to three percent of GDP is accounted for by the public health sector;
in 
more advanced countries, the proportion is up to twice as large.
On a per capita basis, Bolivia spends about US$6 on all its public
health services (see below). 
 By rough estimate, this is about half
the per capita expenditure required to provide minimally adequate

public health services for the country.
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Table 6.1 - Bolivian Public Health Sector Expenditures, 1970 - 74
 
(In millions of current pesos)
 

Total Sector Ministry of HealthDj Social Sec uity System cla 
Expendi turesI
 

Year Totsl Percent Total Percent i Total Percent
 

1970 274.1 100 75.6 27.6 198.5 72.4
 

1971 310.9 100 84.8 27.3 226.1 72.7
 

1972 345.9 100 85.3 24.7 260.6 75.3
 

1973 426.8 100 125.9 ' 29.5 I 300.9 70.5 

1974 579.3 100 227.2 39.2 352.1d 6o.8
 

Sources: MPSSPJ Direcci6n Nacional de Administraci6n; IBSS; Departs
mento Actuarial y Financiero, unpublished'data, 1974.
 

aThe two major components of the public health sector are
 
the Ministry of Social Welfare and Public Health (MPSSP),
 
and the Social Security System (SSS). In 1973, they jointly
 
accounted for approximately 90 percent of the total health
 
sector expenditures. The remaining l0 percent include
 
health expenditures by Ministries and semi-autonomous gov
ernment agencies.
 

bExcluding the "Sector de PrevJ.si6n Social" (Social Welfare)
 

of the Ministry, which in 1974 accounts for 56 percent of
 
the total ministry budget, and which accounts largely for
 
pensions to Bolivian war veterans and their dependents.
 

CTotal of 10 social security programs listed in Table 6.6
 

below.
 

dUnofficial estimate, arrived at by increasing 1973 budget
 

by average annual percentage (17%) of 1970-73 increases.
 



Table 6.2 - Public Health Sector Expenditures As a Proportion of Gross Domestic Product, 1970-74
 
(In millions of current pesos)
 

Gross Domestic Product MOH and SSS Ministry of Health Social Security System

YeE Total Percent Total Percent 
 Total Percent Total Percent
 

1970 	 12.183 100 274.1 2.25 75.6 
 o.62 	 198.5 1.63
 

197 	 12,783 0o 310.9 2.43 
 84.8 0.66 226.1 1.77
 

1972 	 15,271 100 345.9 2.27 85.3 0.56 260.6 1.71
 

1973 (21,500) io 426.8 1.99 125.9 0.59 
 300.9 1.40
 

1974 (28,6oo) 100 579.3 2.02 227.2 0.79 (352.1)* 1.23
 

Sources: 	GDP from USAID/ECOM.
 
MOH and SSS, see Table 6.1
 
( )Estimates
 
* See note d, Table 6.1 
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If Bolir..a should undertake to double per capita public
 
health expenditures by 1980, that would requi*re an increase from
 
2.2 percent to about 3.7 percent of public health sector expendi
tures as a proportion of GDP (assuming a GDP real growth rate of
 
about 6 percent annually)*. It is conceivable that much of this
 
increase in budgeted public health sector expenditures might occur
 
outside the MOH and present SSS framework. Currently, these two
 
sources account for about 90 percent of total public health sector
 
expenditures. The -cmaining 10 percent are budgeted in several
 
other l.1nistries and decentralized government agencies. The govern
ment carrently anticipates that responsibility for environmental
 
sanitation investments in rural communities with over 500 inhabit
ants will be assigned to a semi-autonomous agency (CORPAGUAS); a
 
new social security agency for campesinos is also being considered.
 
It is likely that, in the future, these new agencies will account
 
for substantial proportion of public health sector expenditures
 
outside the MOH and the SSS budgets.
 

* Assuming population coverage in 1974: 

MOH SSS Private 
Urban 600,000 Urban 800,000 Urban 160,000 
Rural po00000 Rural 100,000 Rural 4o 000 

Total 1,000,000 (18%) Total 900,000 (17%) Total 200,000 (5%) 

Total population: 2,100,000 (40%) 

Assuming in 1980: 

Doubling population coverage to 80 percent by doubling 
expenditures; 

Plus 25 percent increase in efficiency to cover total
 
population;
 

Plus 17 percent increase (1974-1980) to account for
 
population growth (at constant rate of 2.6 percent per
 
year).
 

(continued following page)
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4. MOH health sector expenditures
 

The MOH is responsible for two major expenditure categories,

public health and social welfare. The latter, which accounts for 56
 
percent of the total Ministry budget of $b.515.7 million in 1974, pays

for pensions and family subsidies of Bolivian war veterans and is not
 
considered part of the health sector.
 

The Ministry's health sector allocation in 1974 is $b.227.2

million, 44 percent of its total bridget. The Ministry health total 
represents 1.29 percent of the Consolidated National Budget (CNB),

which includes all public entities of the national government level;

it represents 4.33 percent of the Central Government Budget (CGB),

which includes only the 16 Ministries of the national government

(Table 6.3). As a percentage of the CNB, the Ministry's health
 
budget has remained virtually unchanged over the past five years.

Within the CGB, however, the MOH health budget share has increased
 
proportionally by over one-third in the past two years, compared

with the period 1970-72. The Ministry cites this percentage increase
 
as an indication of the goveriument's growing commitment to public
 

Therefore; growth projection of expenditures (in constant values)

i.e., not counting inflation):
 

(1) 	GDP at 6-percent annual increase,
 
$b.28,600 million in 1974
 
$b.i4o, 600 million in 1980
 

(2) Total public health sector (MOH + SSS + other), 
$b.640 million in 1974 (2.2 percent GDP)

$b.1,280 million (i.e., doubled) plus 17 percent
 
(population growth) = $b.1, 500 million in 1980 
(3.7 percent GDP) = US$12 per capita
 

(3) Public health sector net increase (1974-1980),

$b.1,500 million minus $b.640 million = $b.860 million
 
or US$43 million, of which MOH's share is 35 percent
 
or US$15 million 

(4) 	MOH's deficit = US$10.2 million, 
needed - US$ll.4 million + US$15 million US$26.4 million,= 
expected rute - US$ ll.4 million at 6 percent annual increase 
- US$16.2 million. 
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Table 6.3 - Health Budget of the Ministry of Health (MOH) as a
 
Proportion of the Consolidated and Central Govern
ment Budgets, 1976-74*
 

(In million of current pesos)
 

(A) 	Consolidated (B) Central Govt. MOH Health Budget
 
As Percent As Percent
Year National Budget Budget 


Total Percent Total Percent Total of (A) of (B)
 

1970 5,956.5 100 2,509.8 100 	 75.6 1.27 3.01
 

100 84." 1.51 3.16
1971 5,606.7 100 2,678.2 


1.32 	 2.73
1972 6,482.6 100 3,119.4 100 	 85.3 


1973 12,520.4 100 2,917.0 100 125.9 1.00 4.32
 

1974 17,556.1 100 5,246.6 100 227.2 1.29 4.33
 

* See note b, Table 6.1 

(A) Includes Ministries and all other national gQvernment agencies.
 

(B) Includes only the 16 Ministries of the central government.
 

Source: 	MOH, Direccidn Nacional de Administracidn, unpublished data,
 

1974.
 



238 

health. As a proportion of GDP, however, the MOH health budget 
remained roughly the saume (0.6 percent) from 1970 to 1973, with 
a significant increase to 0.8 percent noted only in 1974.
 

Of the MOH total health budget, over 90 percent usually 
goes to operating expenditures (Table 6.4). Investment expenditures 
have averaged about eight percent, except for 1973 when a US$500,000 
UNICEF grant increased the proportion to 14 percent. In fact, since 
1971, investment expenditures have largely come from external sources, 
channeled through the President's emergency (Plan de Emergencia) fund 
and Program for Economic and Social Take-off (PADES). Within the 
Ministry's investment budget, about four-fifths of the total are 
spent for equipment, with only about one-fifth allocated for construc
tion, including the renovation of existing facilities. Visible 
evidence suggests that the Ministry's investment budget is seriously
 
deficiunt, particularly for the renovation of facilities and for
 
equipment purchases.
 

Although the MOH has had virtually no funds to invest in
 
new construction, othershave constructed a significant number of 
rural health facilities over the past few years. The principal
 
government source of funding has been the National Community Develop
ment Service (NCDS) of the Ministry of Agriculture; during the past 
two years, NCDS has helped communities build 220 units. Civic
 
organizations have financed the construction of many such units in
 
cities and smaller towns. 

The MOH usually is expected to finance the operation of 
the new facilities built by others (although the Ministry is not 
always consulted about the location, the design or even the need for 
the new facilities). The Ministry's health budget has not been 
sufficient to finance the operation of all such installations. 
Therefore, a substantial proportion of both rural and urban health 
facilities remain altogether unutilized. 

On the average, salaries account for about 70 percent of 
the total MOH operating budget, maintenance for less than ten percent, 
and supplies for about 20 percent (Table 6.5). The supply category 
includes payments for meals for staff and patients in health centers; 
very little is left for other medical supplies. This is perhaps 
the only obvious item in the MOH health budget that might be reallo
cated to a higher priority use. 

Viewed from another perspective, the MOH health budget 
allocates about 64 percent (1973 data) to the regional (cepartmental)
 
health service units (Unidades Sanitarias) which administer the 
predominantly curative health services of the MW~stry. Seven percent 
goes to vertically organized national health programs, which are 



Table 6.4 - Operating and Investment expenditures, Ministry of Social Welfare and 
Public Health, 1970 - 74 
(In million of current pesos) 

Total Budget Operating Investment
 
Year Expenditures Expenditures
 

Total Percent Total Percent Total Percent 

1970 75.6 100 7o.4 93.1 5.2 6.9 

9.71971 84.8 100 76.6 90.3 "8.2 

1972 85.3 100 79.8 93.5 5.5 6.5 

1973 125.9 100 108.3 86.o 17.6 14.o 

1974 227.2 100 209.5 92.2 17.7 7.8 

Source: MPSSP, Direcci6n Nacionsl de Administraci6n, unpublished data, 1974 

Table 6.5 - Health Operating Budget by Categories, Ministry of Social Welfare and Public Health, 
1970-74
 
(In millions of current pesos) 

Total Health Personal a b c
 
Year Operating Budget Services Maintenance Supplies Transfers
 

Total Percent Total Percent Total Percent Total Percent
 

67.0 9.0 12.7 13.3 18.9 1.0 1.41970 70.4 100 47.1 

1971 76.6 100 55.2 72.1 8.3 10.9 12.9 16.8 0.1 0.2 

1972 79.8 .100 6o.1 75.3 7.0 8.7 12.5 15.7 0.2 0.3 

1973 108.3 100 72.3 66.7 12.2 11.3 22.6 20.8 1.3 1.2 

1974 209.5 100 151.3 72.2 11.9 5.7 43.9 20.9 2.4 1.2 

Source: MPSSP, Direcci6n Nacional de Administraci6n, unpublished data, 1974
 

aIncludes salariez of medical and support personnel of the Public Health Servine 

bIncludes cots of maintenance, travel, telephone, etc.
 

CIncludes costs of meals for medical and support personnel in the field and for 

hospitalized patients (about one half of'the total), and medical supplies (about
 
one half of total) 

Totals may not add exactly due to rounding of components.
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responsible for specific preventive health campaigns, 16 percent
 
for investment, and 13 percent for central administration at the
 
Ministry. There are other administrative expenditures at each
 
Unidad Sanitaria as well as for the health campaign and investment 
programs. Therefore, perhaps as much as one-third of the MOH 
health budget is spent on administration, a proportion which would
 
appear to be unnecessarily high.
 

It need not be concluded that the WVH is over-administered,
 
however. The more pertinent observation is that the investment and
 
operational functions of the Ministry are seriously underfinanced.
 
The further implication is that the MOH management should be able 
to administer increased investment funds and operations in the future 
without significantly increasing the expenditures for administrative 
purposes. 

Unfortunately, a breakdown of the MOH health budget by 
programs is not available. For program planning and development 
purposes, it will be necessary to know what is spent for the 
Ministryf's activities in each area, such as maternal and child care, 
nutrition, comunicable diseases, environmental sanitation, and 
rural medical care. The five areas mentioned are identified as
 
priorities in the five-year national health plan (1973-77). The
 
plan states quantitative goals for program improvements in these 
five areas and even estimates their costs. It is now impossible,

however, to convert these cost estimates into expenditure project
tions that connform with the Ministry's established budgetary 
categories.
 

The national health plan's cost projections, moreover, are 
incomplete, cost in terms of 1)72 constant pesos, and variously

listed as incremental and total program budgets. At this time, 
there is no complete and formally endorsed set of health sector 
targets; it therefore seems pointless now to calculate detailed 
expenditure projections for the MOH. To compute specific expenditure
projections, it would be necessary, first, to determine each agency's
functional responsibilities for the entire public health sector; 
second, to define health services deficiencies by program area (in
volving a combination of economic demand and biological need crite
ria); and third, to agree upon attainable targets and priorities

(attainable both in terms of the projected availability of funds and 
of absorptive capacity within the sector). 

5. SSS health sector expenditures 

Bolivia's Social Security System (SSS) provides employed

workers and their families with health and life insurance and with
 
old age pensions for employees. It operates its own health services.
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The "system" is one in conceptual and legal terms only. In fact, 
it consists of about a dozen uncoordinated agencies that provide 
different levels and types of insurance and payments. 

The Caja Nacional de Seguridad Social (CNSS), created in 
1956, initially was supposed to cover all wage earners. However, 
several powerful economic sectors, such as mining, transportation, 
and banking, refused to join the CNSS. Instead, each created its 
own caja or insurance agency. The recently-created Instituto 
Boliviano de Seguridad Social (IBSS) is intended to be a planning 
and coordinating umbrella agency for all of the SSS cajas; statistics 
cited below were supplied by IBSS. 

The SSS reportedly covers approximately 900,000 wage 
earners, dependents, and pensioners, roughly equivalent to the 
urbanized and relatively modern segment of the Bolivian economy 
and society. Available data account for most but not all of the 
SSS coverage (Table 6.6) and of the system's health expenditures 
(Table 6.7). In 1973, the largest caa, CNSS, accounted for 
approximately 80 percent of all persons reported to receive SSS 
coverage, but CNSS expenditures were only 55 percent of the report
ed total of SSS health services expenditures. Average annual per 
capita costs vary greatly among agencies, ranging from a low of 
$'b.234 for CNSS members to $b.1,207 for membersof the insurance 
agency that covers chauffeurs. 

The average annual SSS cost per capita is $b.296. This 
amount is about twice the average annual per capita cost of MOH 
health services, assuming that th-.e MOH effectively serves no more 
people than does the SSS. In l171, however, the SSS reported over 
three tines as many medical consultations as did the MOH. This 
would make the average cost of each MOH consultation about twice 
that of the average SSS consultation. Such comparisons are some
times cited in Bolivia in the inevitable competition and conflicts 
of interest between the MOH and the SSS, but they are neither 
proper, meaningful, nor statistically accurate. 

It is probably vi~lid to say, however, that the SSS provides 
relatively adequate service, but also relatively very expensive 
medical service. The exception is CNSS; CNSS facilities and services 
are, in many cases, ignored by covered employees, who prefer to 
use private medical services. Employees are required to contribute 
3.5 percent of their wages to their insurance agency; their employ
ers have to pay 15 percent of their total wage bills to the agency. 
These apparently high contributions create an incentive for both 
employees and employers to expect ample and high-quality medical 
services as well as the medicines which the SSS typically also 
provides. As a result, SSS facilities and services (CNSS aside) 



Table 6.6 -- Population Covered by Social Securitj System * 

Agencies Year mployees Pensioners Dependents Total 

1. Cnja Nacional do Seguridad Social 1973 142.288 58.179 500.797 701.264 

2. Caia Petrolera do Segurao Social 1973 8.072 781 23.o63 31.916 

3. CaJm Ferroviaria de Seguro Social 1972 136 2.655 4.083 6.8T4 

4. Caja do Seguro Social do Choferes 1973 2.750 - 6.325 9.075 

5. Segurao Social Universitario 1973 1.500 70 2.560 4.130 

6. Seguro Social de C.B.F. 1973 1.80 - 5.6oo 7.4o 

7. Corporacidn Miners de Bolivia 1972 22.775 - 76.525 99.300 

8. &presa 116. de Ferrocarriles (RedO.) 1972 4.7T4 - 12.097 16.841 

9. Ferrocarril Guaqui La Pas 1972 529 - 1.217 1.716 

10. Bolivian Pavoer Co. 1973 680 - 1.561 2.244 

Totals 185.274 61.685 633.831 880.790 

Source: IBSS, Departamento Actuarial y Financiero, unpublished data, 1974
 

Health insurance only (i.e., excluding pensions, etc.)
 

Table 6.7 - Health Services EbpendLtures of the Social Security System, 1970-73 
(In milions of current pesos) 

Agencies 1970 1971 1)T2 1973 

1. CaJa Necional de Seguridad Social 14.5 128.6 14O.8 .164.2 

2. Caja Petrolera de Seguro Social 4.6 5.3 10.4 (12.5) 

3. Cai- erroviaria de Seguro Social :3.1 3.' 5.1 (6.1) 

4. Caja do Seguro Social de Choferes (7.9) (9.3) 110.0 11.0 

5. Seguro Social trniversitario 1.2 1.3 1.5 2.6 

6. Seguro Social de i C.B.r. (4.8) (5.7) 6.7 55.7 

7. Corporaci6n Miners de Bolivia 51.1 60.4 69.6 (80.0) 

8. &press Nal. de Ferrocarriles (Red Occid.) 8.9 9.2 12.5 (15.O) 

9. Ferrocarril Gusqul - La Paz O.7 0.9 1.0 (1.2) 

10. Bolivian Power Co. (1.6) (1.9) 2.2 2.9 

Totals 198.5 226.1 260.6 30.9 

Source: IBSS, Departamento Actuarial y. Financiero, unpublished data, 1974 

( )- -tites
 

Note: Totals ,my not add correctly due to rounding.
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are frequently better than adequate, but they also probably are 
used with unnecessary frequency by the beneficiaries. 

Bolivia cannot afford high or wasteful health expendi
tures, but there would appear to be some excesses in SSS operations. 
The SSS health services budget has, for several years, operated 
with a deficit (23 percent in 1973); deficits have been financed
 
out of the reserves of the SSS pension and death benefit funds. 
In part, deficits are due to incomplete payments by employers and 
employees. Through the IBSS, the SSS is attempting to reduce and
 
eliminate its deficit. The methods chosen are: (a) better collec
tion of contributors' payments and (b) a rate hike. The cajas are
 
not seriously considering either increases in operating efficiencies
 
or reductions in services, however, reportedly because of assumed
 
institutional and political obstacles.
 

The pension and death benefit funds have been used to 
finance the health services expenditure deficits. Therefore, the 
SSS has not been able to expand facilities and equipment, in which 
some of those funds are usually invested. Certain payments from
 
thc pension and death benefits funds, however, also represent 
direct costs for morbidity and mortality. In 1974, for example, 
it is estimated that the CNSS made payments totaling US$8.5 million 
to disabled workers for occupationally - related disease and 
accidents. 

Thus, the SSS is a heavily financed system with a budget 
over twice as large as that of the-MOH (during 1970-73); never
theless, it is currently in an unstable financial condition. 
Perhaps as a result of its shortage of investment funds, the6.CNSS, 
for the first time, recently entered into agreements with the MOH 
involving jointly financed and operated hospitals (in Vallegrande, 
Trinidad, and Tarija). Even within the SSS, however, the various 
insurance companies (cajas) in many cases often prefer not to
 
operate joint services. Instead, they construct separate facilities,
 
sometimes in close proximity to one another (e.g.. in Santa Cruz).
 
It would appear that such duplication should be both avoided and
 
eliminated, particularly where health services and facilities are
 
underutilized.
 

6. Other public health sector expenditures 

The MOH and SSS together account for about 90 percent of 
total public health sector expenditures. The remaining 10 percent 
of the expenditures are made by a number of diverse institutions. 
Some provide health services for their own employees as part of 
their specialized functions, e.g., the Servicio Nacional de Caminos 
(highway department) and the Emprega Nacional de Ferrocarriles
 
(national railroad).
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Others provide health services for the public sector at large. It
 
proved impossible for the piesent to identify all such expenditures
 
in detail, but ten percent seems a good estimate.
 

Over the past three years, the most important expenditures
 
for the public health sector at large have been the investments
 
made by the National Community Development Service (NCDS) in rural 
health centers, and by CORPAGUAS in environmental sanitation 
(principally potable water systems). Both Agencies have depended
 
largely on external sources of investment financing. It is import
ant to note, however, that over half of total project costs have
 
been contributed in the form of materials.and labcr by the recip
ient communities. As noted above, these contributions typically 
are not included in data sources on health sector financing. 

Principal problems in the financing of environmental 
sanitation, identified by a recent 1RHO/IBRD report, include: (a)

insufficient direct revenues to cover operating costs and (b) the 
government has not matched the already-available external funds in 
accordance with existing loan agreements. Even among the major 
urban centers, only La Paz and Santa Cruz have self-supporting 
sources of financing. 

About 80 percent of Bolivia's total population have no 
access to potable water and 90 percent lack sanitary sewerage 
facilities. The WHO/IBRD report recommends assigning priority to 
urban areas, and suggests these tarj<u ts: increas6 access to potable 
water in urban areas from 55 percent in 1973 to 65 in 1980; and 
increase access in the rural areas (including communities with 
fewer than 2,000 inhabitants) from 4.5 percent in 1973 to 19 percent 
in 1980. The recommended sewerage targets are to increase urban. 
coverage from 24 to 37 percent, and to increase rural coverage from 
3.2 to 15 percent by 1980. The investment estimated totals Us$48
 
million, innluding US$28 external and US$20 internal funding, with
 
80 percent of the total allocated to urban areas.
 

Finally, the National Social Development Council (JNDS), 
a dependency of the President's Office, operates certain types of 
curative health services as part of a larger social service program. 
The JNDS budget increased from $b.26.9 million in 1973 to $b.57.0 
million in 1974. Unfortunately, the JNDS was not able to identify 
the proportion of its total budget spent on health services. 

7. Public health sector sources of revenue
 

The problem of insufficient public health sector coverage 
can be traced to two problems: one, to be discussed in section 9
 
below, is inefficient utilization of the existing resources; the
 
6ther is the insufficiency of those resources. 
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The MOH in 1974 received 86 percent of its budget from
 
the National Treasury, seven percent from program income (mostly
 
fees for service and sales of medicines), and five percent from
 
external sources (Table 6.8). In 1974, the proportion of the
 
Ministry's budget from the Treasury is significantly higher than 
in earlier years, due to a more than doubled allocation of funds
 
(in current pesos)., As was noted above (Table 6.3), the Ministry's 
share of the CGB increased sharply in 1973, but in 1974 its share
 
remained the same as in 1973. Thus, the 1974 Treasury allocation 
to the MOH is in fact not as significant an increase as would at
 
first appear. 

The Ministry's internally-generated program' income, more
over, has declined significantly. *This should be a cause for
 
concern in any analysis of MOH revepues, especially since a down
ward trend is discernable since 1971. Aside from international 
assistance, already referred to, the Ministry has no other sources
 
of significant revenues. In 1973, the GOB received $b.1.3 million
 
from the National Lottery, which transmits 60 percent of its income
 
to the Ministry. There was no other significant source of revenue.
 

The SSS has no source of revenue other than the required 
subscriptions by employers and employees of 15 percent and 3.5 
percent, respectively, of the total wage bill and of individual 
wages. The contemplated increase in these levies, likely to be 
strongly opposed by employers and workers alike, in fact does not 
seem justifiable in view of reported misuses and underutilization 
of services. An increase, however, would offset the decline of 
the SSS budget as a proportion of GET, noted above. 

Among autonomous agencies (e.g., road and railroads),
 
health service expenditures apparently are financed principally
 
through internally generated funds, but this matter needs further" 
investigation. The NCDS and CORPAGUAS have relied heavily on
 
external funding, although total yroject costs always require 
Bolivian counterpart funding from both national and co munity 
sources. Finally, 83 percent of the JNDS budget in 1974 is funded
 
by the National Treasury; the balance is derived from fees for 
service. 

8. Private health sector expenditures 

There are practically no data on private health sector 
expenditures. The following hypothetical calculation is therefore 
subject to a substantial margin of error. It is known, however, 
that there is a private market for medical services in Bolivia, and 
that the private market is used by all strata of the population. 
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Table 6.8 - Sources of Health Budget, Ministry of Health, 1970-74 
(In millions of current pesos) 

Total Allocation Internal Program Carry-over from International
Year Income from Treasury Transfers Income 
 Previous Budgets Assistance
 

Total Percent Total Percent Total Percent Total Percent Total Percent 
Total Percent
 

1970 75.6 100 61.2 80.9 3.3 4.3 8.1 10.7 N.A. 3.0 4.1 

1971 84.8 100 "57.1 67.4 1.7 2.0 21.3 25.1 N.A. 3.7 5.5 

1979 85.3 100 64.4 75.4 1.1 -1.3 14.8 17.4 N.A. 5.0 5.9 

1973 125.9 100 93.2 74.0 3.2 2.5 17.7 14.1 1.1 0.9 10.7 8.5 

1974 227.2 10o 195.0 85.8 3.0 1.3 16.1 7.1 1.8. 0.8 11.3 5.0 

Source: (MOH), Direccidn Nacional de Administraci6n unpublished data, 1974.
 

N.A. = not available. 
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Private market transactions range from modern medical to
 
traditional, herbal and ceremonial, treatments of illness. Most
 

such transactions involve exchanges of health services for payment
 

in money, goods, or other kinds of services. The modern and tradi
tional private markets for health services coexist, with consider
able overlap of the margin, particularly in smaller towns and 
rural areas. Providers of services include trained medical practi

tioners and numerous traditional curanderos (healers) and parteros 
(midwives) of both sexes; they also include pharmacists and 
untrained dispensers of medicines and drugs, who frequently are
 
the first or the only ones consulted about a cure for some self
perceived illness, and are other important providers of service.
 

Given certain assumptions, detailed below,* it may be
 

estimated that the private market for modern medicine accounts
 
for at least US$18 million (about US$3 per capita), or about half
 

* Estimate of the private market for medical services in 1974. 

Outpatient visits:
 
(A) 500 private, full-time equivalent doctors,
 
(B) who work 240 days per year, and
 
(C) who work six hours per day, and
 
D) who see two patients per hour, and
 
(E) who charge $b.50 per patient visit, but
 
(F) who collect from only 50 .percentof patients 
Income estimate = (A)(B)(C)(D)(E)(F) = $b.36 million or 
US$1.8 million 

Hospitalization:
 
(A)1,350 private beds, which average
 
(B)20 patients per bed per year, who remain
 
(C) 7 days, at 
(D) $b.160 per day 
Total = (A)(B)(C)(D) = $b.30.2 million or US$1.5 million 

Surgery:
 
(A) 8,000 major operations, at 
(B) $b.3,000 each 
Total = (A)(B) - $b.24 million or US$1.2 million 

Deliverie:.
 
(A) 5,000 deliveries, at 
(B)$b.2,000 each
 
Total = (A)(B) = $b.l0 million or US$0.5 million
 

(continued following page)
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the total of public health sector expenditures. If it is further
 
assumed that about US$5 million more are spent on traditional medicine, 
private health sector expenditures may total US$23 milTion, or about 
US$I per capita.. Private expenditures thus would represent two-thirds 
the amount of public health sector expenditures. The country's total 
health sector expenditures then would total about $b.l billion, equiva
lent to US$50 million, or about.3.5 percent of the estimated GDP for 
1974. 

Several cross checks enhance the credibility of the above
 
estimates. First, the USt5 million estimate for traditional medicine 
represents between one and two percent (or about US$1 per.capita) of 
traditional sector income. The US$18 million estimate for modern
 
medicine represents between five ana eight percent (or about US$30 per
 
capita) of modern sector income. These average private propensities
 
to consume health services appear reasonable in the light of interna
tional comparisons. Another comparison is the following: of US$50 
million total health sector expenditures, about US$40 million benefit 
the modern sector, while only about US$10 million benefit the tradi
tional sector; this distribution of health expenditures roughly paral
lels the country's income distribution. Finally, all assumptions 
purposely involve low estimates of the variables, so that the resultant
 
overall estimate of private health sector expenditures turns out to be 
"reasonable" in the sense that it is conservative. 

Laboratory and X-ray: 
(A)24,ooo0 procedures, at
 
'(B) $b.1O each
 
Total = (A)(B) = $b.24 million or US$1.2 million
 

Drugs and medications: 
(A) $b.p00 million in imports (after profits and expenses) of which 
(B) 60 percent is for private consgnption (40 percent for SSS) 
Total - (A)(B) = $b.240 million or US$12 million 

Total estimated expenditures: 
Outpatient visits US$ 1.8 million 
Hospitalization 1.5 
Surgery ..1.2 
Deliveries O 
 '5
 

Laboratory and X-ray 1.2 " 
Drug and medications 12.0 " 

Total US$18.2 million
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9. Efficiency of the public health soctor.. 

The low level of efficiency with which resources are being
 

a problem equal in importance
utilized in the public health sector is 


to the parallel problem of insufficient revenues available to the sector.
 
One cause might
Inefficient resources utilization can have two causes. 


be that the necessary factor inputs in the production of health services
 

are available in the right combination but are not being fully utilized.
 

A second (and more likely) cause could be that the necessary inputs are
 

not available in the right combination, and that available inputs remain
 

under-utilized because of the insufficient availability of complementary
 

inputs.
 

Three types of solutions suggest themselves to the problem of
 

just defined. If the first cause prevails, the solution
inefficiency, as 

is to increase overall factor efficiency, typically through some kind of
 

incentive. If the second cause prevails, one solution would be to add to
 

those inputs in short supply; the other solution would be to change the
 

production function, i.e., to alter the combination of factors (inputs)
 

required for any particular health service. An important implication of 

all three types of solutions is that they all require allocations of 

additional resources in order to increase the level of efficiency.
 

It is possible, of course, and indeed typical, to increase 

resources without increasing the level of efficiency. The inverse, as
 

just observed, in all likelihood is not possible. However, given the 

scarcety of resoLrces available to the public health sector in Bolivia,
 

it obviously is important to make an intrease in efficiency a condition
 

of any increase in resource allocation. This simple model of efficiency
 

considerations is amply supported by substantive descriptions of ineffi

cient health sector behavior elsewhere in this Assessment. A few
 

examples should suffice to illustrate the model's validity.
 

Example: The hourly wage for a physician is roughly the same 

per month) in the MOH and SSS health services, regardless
(about $b.l,O00 
of the physician's experience, specialty or location (i.e., urban/rural).
 

This clearly represents a disincentive to work at an optimal level of
 

output, unless one assumes that all physicians are equally qualified. 

The solution would be to pay pLysicians in accordance with an experience 

scale and expect the more experienced ones to be more productive than 

the others.
 

Example: The average number of patient visits per hour in 

MOH health services is 1.7, compared to about 3.5 in the SSS (1971). 
Considering that many physicians work for both health services, and that
 

optimal productivity therefore should be roughly identical, the lower
 

efficiency of MOH health services suggests that complementary factors of 
.production (e.g., ancillary personnel. equipment, supplies, etc.) are
 



250 

insufficient to attai optimal output. The solution is to increase 
'complementary inputs, or to consider the solution indicated in the 
fo.lowing example. 

Example: In the rural areas of Bolivia, trained auxiliary medical 
personnel as well as indigenous health practitioners provide medical 
services that in modern medical practice would be provided by physi
cians. It can be argued, however, that auxiliary and indigenous 
health practitioners, ifproperly trained, can perform many medical
 
services just as well as physicians. This suggests that, in rural 
areas, health services should be provided with a different produc
tion function (i.e., combination of inputs) than in urban areas 
(which, in practice., is the case already). The solution here is to
 
work with different production functions in the rural and urban
 
areas, respectively, and to train auxiliary and indigenous medical 
practitioners in the required functions. 

In short, there are numerous ways in which efficiency 
could be increased in health services delivery, but in most cases 
such interventions would require increased resource allocations as
 
well. Also, in many situations, the combinations of health service 
inputs (production functions) could be altered to utilize available 
resources (i.e., inputs or factors) more efficiently, as well as to 
reduce the quantity of scarce resources required.
 

D. Health Manpower 

1. Current ;situation
 

Bolivia's health manpower is scarce by Latin American 
standards, and very scarce compared with the needs for medical care. 
The problem is compounded by the fact that intermediate level per
sonnel are in shorter supply than physicians, implying inefficient 
utilization of personnel. Health manpower is concentrated in urban 
areas and provides preferential care to specific groups of the popu
lation. Projections of supply indicate that this situation will 
continue, unless-significant changes are made in the training system. 
The current health personnel educational system is fragmented, and 
responsive to student demand rather thap to national manpower requir
ements. It is inefficient and produces personnel that vary on a 
continuum from average to very poor. 

Table 6.9 contains estimates of the number of health workers 
in Bolivia, their institutional affiliations, and some Latin American 
norms. Such figures should be treated with great caution. For 
example, estimates of the number of physicians vary by as much as 
50 percent. It has not been possible to reconcile all differences,
 



Table 6.9 stimte Nmber of lealth waey In Holiye 

MinLstrY Of Social Scu- ot~al PaTof £o-no Ro
 
0
Total' iieulthb rty systea sl per 10,000 Of Minister of(1970) (19T4..) (1973) Papuietiom' Health ea

00e/10.000
 
Doctors 2113 67 1055 4. 35 
 a
 
Dentists 
 903 
 91 195 1.83 
 2.0
 
Sanitarym rs. 7 
 12 
 1 .01 

Veterinarians 250 92 .
 

Pakrmcits 16oo 28 195 
 3.20 

Dieticians or
 
Nutritionists 
 24 35 13 
 .05
 
Health hudcatcor 12 10 
 .02
 

Socia orkers 296 4 
 38 .6. 

Graduate Nurses 5. 3 1
A~x,a~,,10 1.10 .Auilliary Nures 1264. 1666 2.56 1.5
2.16 14.5 

Nutrition Auxilliry 8 4 
 .02 

X-ora Technicians 9 3 
 02lIb. Technicians 7.0280.
 
Medical Technicians 2
 

Health Inspectors 71 21.8 .15
 

8ources: alUnsterlo de'Previsldn Social y Sad Pblica, Plan Nocional de Slud, 1973-19T8 ,1a Paz, 19T3, p. 38.
b°Cmeisn Int~erminsterial del Sector Sald, Infae d la Comiml6n doRcursos 
Ru~3o, 1971. 
c ioste, Francmico, vAtmcidn MkdieA en Ja Beguridad Social .Boliianaw, 

dwlpubshed paper, 197T4 
Orgmnizaea anmorican do SaJWu, PknDciinl4sa-lud Pp"r JAAairtcas.EM 3/30 (Up), Santiago, C=lue, Oetubre, 19T2, p. 1-T.-

Table 6.10 - Distribution of Professional Hhlt* Worikers by Specialization, 1970
 

Oatgoary Number Per 1000 Persons 

Doctors 21.A3 4.35
General Medicine 876 1.78Specialists 1231 2.5 
Public Health Physicians vith

specia], training .0633 


Dent'.ts 903 .1.83

Working in public health 91 .18
 
Special training In public


benitda 
 5 .01 

Vorking In public health 7 .01
Sanitary engineers 1
 

Graduate Aurses 512 1.30
Post graduate training in

Publt.c Health 49 .10
 

8Souce: Aguirre, Alfredo "Re oalizcidn de Area de Influmcia de las
Pacultades de Cied s de la Salud de Bolivia', Publicatiin 
Finol.Primer SeinarioNaionoi. de Facultdes de CienciasdC 10Slaud Co betmimm, 1973
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even within this section of the Assessment. However, manpower problems
 
are so gross that the inaccurancies are not significant in the Judgment

of the overall situation and priorities.
 

Analysis of the data in Table 6.9 indicates that there are
 
few physicians, even fewer nurses and nursing auxiliaries. Dentists

and pharmacists are probably in adequate supply, but there is a critical
 
deficiency of other allied medical personnel. 
The overall pattern shown

is one in which professional training (doctors, graduate nurses, dentists,

pharmacists) has been stressed far more than paramedical training. 
This
is costly both at the operational level and at the training level. 
It

is consonant with a general social phenomenon in Bolivia: the majority

of the "socially elite" secondary school graduates demand and obtain

university training; the results are inadequate supplies of middle man
power and an oversupply of "educated" persons looking for meaningful

employment. (2)
 

Table 6.10 illustrates the specialization of professional

health'workers. 
The fact that 57 percent of physicians describe them
selves as specialists is especially indicative of the inappropriateness

of this medical structure for the Bolivian situation. The shortage of

professionals in public health to perform key planning and administration
 
tasks at national and regional levels is of great importance for the
 
operation of the sector.
 

Another grave problem in manpower supply is the lack of well
trained maintenance and administrative personnel. In a 1966 survey of

establishments reporting difficulty in hiring personnel,. mechanics 
 and

repairmen, electrical workers and electrical technicians were the first,

second and fourth most mentioned skill categories. Economists (for

administrative tasks) and office workers were fifth and sixt 
 respectively.

Managerial skills were not noted by the managers questioned.(3)
 

In addition to the modern health workers, there are also avariety of traditional practitioners. No statistics have been located
 
relative to these practitioners; neither their number, the size of their
practice, nor their income is known. 
However, it is believed that they

attend not only the great majority of needs of the rural population but

also a significant portion of those of the arban population. Every city

and town has markets selling traditional medications, as well as its own

traditional practitioners. 
Most indigenous groups have autochthonous
 
medical practitioners. 
Their practice represents a combination of: (a)

precolombian Indian and (b) Spanish colonical medical concepts and

practices, with a strong element of mysticism and magic. 
Finally, there

&ze sanitarios, persons with less than medical training, who prescribe

and sell modern medicines. 
 Some travel from one feria to another, pro
viding the campesino with an important source of medication.
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Table 6.9 indicates that physicians work preferentially for
 
the Social Security organizations. Care in these organizations is even
 
more physician-intensive than in the country as a whole. Physicians
 
typically are contracted by public agencies for either three or six
 
hours per day, six days per week. Three-hour contracts are probably
 
twice as freguent as six-hour contracts. Thus all physicians can enter
 
private practice, and perhaps as much as 50 percent of all physicians'
 
working time is available for private practice. Since private practice
 
can not absorb this manpower, there is considerable underemployment 
among physicians. This situation was the cause of the formation of a 
Union of Unemployed Physicians. It is also a significant factor in the 
migration of physicians to other countries and their transfer to other
 
occupations. 

Table 64i contains an approximation of the distribution of
 
physicians among Bolivia's geographic areas. Urban areas are relatively
 
well provided for in all parts of the country; the rural supply of
 
physicians varies from poor to dismal. Their low availability in the
 
rural areas, coupled with poor efficiency, results in the abysmally low
 
coverage of rural medical needs previously noted.
 

The efficiency of medical manpower can be judged by the number 
of patients seen per physician hour. High-quality general medical care 
can be maintained with four visits per hour. In situations where morbid
ity is highly concentrated in a few common categories, and where the 
quality of medical care is otherwise severely limited by lack of diagnos
tic aids and secondary care, yields of sfx t. eight visits per doctor/hour 
can be maintained. 

The current yields in selected agencies in Bolivia are:(4) 

Ministry of Health-Urban 2.09 visits per hour 
Ministry of Health-Rural 1.31 " " it 

" toCNSS 3.5 
CONIBOL 3.6 " " it 
Caja Petrolera 3.9 " it" 

Railroad workers 2.5 " 

From these data, it may be concluded that physician supply 
exceeds demand in the urban areas, and that a significant increase in 
demand could be accommodated by increasing efficiency of physician 
utilization. One way to improve efficiency could be to utilize addi
tional auxiliary personnel. In the rural areas, there are very few 
physicians, and there is a very low yield per physician. The reasons 
for this situation are explored in Chapter V, where analysis suggests 
that, for primary care, traditional practitioners as well as physicians 
in the rural areas can be supplanted by trained intermediate-level 
personnel.
 



Table 6.11 - Estimated Availability of Physicians by MOH Regional Health office and 
Rural/Urban Location, 1974 

Regional__ URBAN RURAL*
 
Regional

Health Number 1974 Population Physiciana 1974 PopulationOffice Physiciansa Populationb 
per Physician MOH Total Populationb per Physician
 

La Paz (800) 633,100 791 30 35 1,115,525 31,872Potosi 70 70,230 1,003 8 11 725,565 65,960Coclabamba 220 192,440 875 20 41 696,260 16,982Santa Cruz (150) 139,030 927 20 (37) 379,370 10,253Chuquisaca 102 52,560 515 22 24 460, 040 19,168Oruro 110 101,370 922. 6 6 279,630 46,605Tarija 50 25,690 514 10 ii 204,010 18,546Beni 20 19,940 997 5 (15) 14o;2:9 9,349Pando  5 5 25,080 5,016Tupiza 15 14,701 980 4 6 157,804 26,301Riberalta (10) 13,071 1,307 2 (2) 25,455 12,728 

Total 1, 547 1, 26o, 132 816 132 193 4,208, 968 21,808 

* Estimates exclude physicians employed by the Social Security System affiliates in the
 
rural area.
 

Source: 
 aLe Bow, Robert H., Consultant Report, USAID/Bolivia, 1974.
 
bilinisterio de Previsi6n Social y Salud Pdblica, Plan Nacional de Salud, 1973-1978 ,

La Paz, 1973, p. 12. 
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2. Manpower irojections 

The expected numbers of professional school graduates in 
Bolivia for the decade 1970-1980 are shown in Table 6.12. The actual 
graduates for the ; .od 1956 through 1966 is shown in Table 6.13. It 
is clear that prodt on is expanding faster for physicians than for other 
health-related profbssions. By the end of the decade, the number of
 
doctors graduated per year will exceed the combined total of dentists,
 
pharmacists, social workers and veterinarians. Figures 6.1 and 6.2 
contain projectionz for 1970-1980 of: (a) the total of available
 
physicians and (b) the population per physician. If all of the new 
graduates stay in Bolivia, by the end of the decade Bolivia would reach
 
the Minister of Health's goal of 1,250 persons per physician. If 
emigration remains high, then physician supply will remain low. It would 
appear likely that, in the absence of major counter-acting programs, 
the results of emigration would be that urban physician-to-patient ratios 
will remain ccnstant and that rural services will remain unmanned by 
physicians. This judgment is confirmed by the projections in Table 6.14 
on the assumption of no major change in the structure of health services. 

The question of emigration of skilled manpower obviously is 
very serious. The medical school in Cochabamba estimates that 80 
percent of medical graduates from 1962 to 1972 left Bolivia. Table 6.15 
contains somewhat outdated but still pertinent information; there is no 
indication that the situation has improved. If only half of the "semi
permanent" visas (for study, family moves, etc.) resulted in permanent 
departure of the professional involved, then the emigration percentages 
would have been 68.5 percent for doctors, 24.6 percent for dentists, and 
35.3 percent for nurses. As seen in TableE6.16, occupational rather 
than geographic migration also may be an important factor in the loss of 
health professionals in Bolivia. The samples represented were small; 
nevertheless, it appears that large numbers of pharmacists and significant 
numbers of other health professionals do not practice these occupations.
 

The projection of manpower for the nursing professions is
 
made very difficult by the fragmentation of training programs. At least
 
six nursing schools exist, but only three provided information. There 
are schools for training auxiliary nurses, but various other institu
tions, such as the Regional Health offices of the MOH, occasionally 
offer their own courses. Furthermore, after ten years of practical 
experience in health services, an otherw-ise untrained practicante can 
apply for and receive the'title of enfermera em-pirica. The volume of 
production is uncertain. Moreover, there are no adequate studies to 
show hcw long nursing workers practice their professions nor what the
 
drop-out rate might be. 

It appears that nursing schools are graduating approximately 
70 licensed professional nurses per year. If this trend continues, 

http:TableE6.16


Table 6.12 - Dtimtd NUMbes of Graduates from Health Professional Traiing Programs 

Year Doctors Dentists . Pharmacicts Social Veterinarians 

'durkers 

1970 233 83 69 12 26 

1971 245 8T T2 12 2T 

1972 258 91 76 13 26 

1973 267 95 79 13 29 

197T4 280 59 83 14 30 
1975 294 1 87 i. 32 
1976 309 109 91 15 34 

1977 325 114 95 16 36 

1978 31 119 99 16 38 

1979 358 124 103 IT 40 

Source: 	 Conisidn Interministerial del Sector Salud, Inf6rme de la Ccmlsi6n de Recursoo 
Ifunnos, 1O74 

Table 6.13 -. Professinr. !-La Greduates (EAresados) from Universities in B6livie 1956-1966 

Year Doctoru Dentists 
 and Social Vetarinariens
 
_iochemists " rker 


1956 59 28 30 	
_ 

13 2 

1.957 60 3T 33 10 3 
1958 77 29 43 18 1 

1959 T5 14 61 19 
 2
 
1960 TO 
 28 50 2 2 
196.L 6l 67 10 2 
1962 105 
 53 33 11 5 
1963 91 51 
 5T 16 6 
1964 107 77 51 19 
 6
 
1965 130 
 54 67 
 8 13 
1966 120 71 58 13 16
 

Source: 	Chirikoc, et al, Hmsn Resources in Bolivia, Center for Humn Resources Research,
Ohio State University, Columou , 0blo, April 1971, p.216 



rig.ure 6.1 - Projected Supply of Pysician Graduating .rom Bolivian Universities by Retention.artes, 1970-1980 
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200 ,
 

Figure 6.2 Persons per Physician Ratio by Retention Rates, 1970-19 -Projected 
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iTble 6.11 - btimted ftatesionaal Mrket, SChOols or .4e0u1th COciAen 

p~oye4 Annual Requirsments.Career 19T3 -19_5196___ 198 

Graduates 

Generol Medicine 1660 111 151 165 183 183 197 212C.:noral rurgery 80T 50 69 75 83 83 89 96i.It.,.rnal M.edicine 271 IT 2523 28 28 30 32Cynecloar 150 10 194 15 17 17 18 19,,iatric& 178 1511 17 18 2019 21

Rail'-i35 233 14 4 It 14idiote.-p 16 . 1 1 2 2 2Uvolor 32 2 3 3 3 3 

2 
Tnwur.- olloa 50 14 k3 5 5 6 6 6 6Cmncerology 14 1 1 1 2
Anesth-'s 
 36 2 4 

2 
4 14 

1 
4 5 

2 
5C r.vio'scuilar suz;ery 10 2 21 2 2 2 2Fd a:.ri: zux8ery 34 4 53 4 5 6 6Plastic surery 7 1 1 1 1 1 1 1Dermatolc.y 12 1 1 1 1 11 1

Psychisit-y3
Pma.bo.oic A.toz 25 

2 3 4 14 14 .43 4 5 5 5 6 6CardoIc=- 52 3 4 5 5 5 6 6General Nuarsing 1881 121 166 "75 201 201 216 233Publc Health ?'ursing 29 2 32 3Pediatric T Izsing 1 1 1 1 
3 3 3

1 1Vetc. irzarian 106 8 1217 13 13 14 15,Ieumolo&r 23 1 22 2 2 3 3NetrosurZery 6 1 11 1 1 1 1Neuroloey ?4 2 2 2 3 33 3as ".-rt- rroloa 13 1 1 2 22 2 2OLorrinoiaraaolo&, 36 2 3 3 4 44 4ortao~o-, 48 3 4 5 5 5 5 60donto.ocl 715 44 61 74 7966 73 85Pharra.- 380 33 4o
24 37 40 43 47Bo.- t 386 21, 33 36 Lo 40 43 46 

Sub-.FTc t3i 7080 458 681628 T61 761 820 879 

Saptrior :acrnicions 

X-Fray 50 3 4 5 5 65 6Ciwc Laboratcry 85 5 7 8 9 9 10 10Dietcti1 and Nutrition 23 2- 2 2 3 33 3Veterinary 63 5 T 8 9 9 9 10 

So-Toa 7301 473 648 704 787 78T 848 908 
4iddle Zjvel Technician 

Auilliary nurse 904 57 T8 86 95 95 102 110 

Total per Year 8205 530 726 790 882 882 .950 01
 

Source: Consojo Icional do Educacion Superior, "EDcuesta sobre el Mercado fturezional1, 19(3 



Table 6.15 - Migration of Medical Manpower from Bolivia, 1975 

Type of Average yearly Exit Visas 1965 Average
 
Personnel Number Graduated Permanent Semi-Per- Tempo- Total Visas
 

1956-1966 manerit rs yiss 1958-1065
 

Physicians 95,5 24 83 97 211 10k 

Dentists, etc. 52,9 6 14 28 48 34 

Nurses 35,4 4 17 13 74 46 

Source: Chirikos, et. al., Human Resourcea in Bolivia, Center for Human Resources Research, 
Ohio State University, Columbus, Ohio, April 1971, pp. 82, 83, 88 and 92.
 

'fable 6.16 - Occupational Migration of edical Manpower in Bolivia, 1967 

Work in Occupa-

Type of tion for which Professional Other
 

Personnel trained Technical Occupation
 
Number Percent Number Percent Number Percent
 

Doctors 37 92.5 1 2.5 2 5.0 

Dentists 25 86.2 3 10.3 1. 3.5 

Nurses 3 11.5 77.0 3 11.5 

Pharmacists 37 75.5 - 12 24.5 ro 

Source: Chirikos, et. al., Human Resources in Bolivia. Center for Human Resources Research,
 
Ohio State University, Columbus, Ohio, April 1971, pp. 109-110.
 

0 
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augmented only by the rate of about four percent per year, and if 75 
percent of these professionals stay in Bolivia, and if no more than
 
two percent of the current staff retire per year, there should be some 
1,069 nurses by 1980. Moreover, three of the six nursing schools have 
been created within the last 10 years; enrollment therefore may increase
 
somewhat faster than projected. In any case, the number of nurses should 
approximate one-fourth to one-half the number of doctors in 1980. The 
supily in 1980 therefore will be insufficient. 

3. Implications of manpower projections and distribution
 

In 1966, 33 percent of all students enrolled in universities
 
in Bolivia were enrolled in health sciences; 19 percent were enrolled
 
in medicine. By constrast, engineering and agronomy had a combined
 
enrollment of only 23 percent of the students. 
 There was no formal
 
university program in administration. In terms of the long-term economic 
health of the country, this pattern should be questioned. Good health 
of the population does contribute to economic development, but there is
little evidence that physicians contribute notably to the health status 
of the population. It may reasonably be suggested that investment in 
training ID's is essentially investment in a luxury consumer good for 
high income groups, and that it should be deemphasized in favor of train
ing professionals who contribute relatively more to economic development.

Such arguments also hold true 
in large part for dentists, professional
 
nurses a&nd pharmacists.
 

To illustrate and reemphasize this point, a manpower plan

appropriate to a new health system, emphasizing a low-cost delivery

system for the rural arsas, is shown in Table 6.17. 
Two new manpower

categories are included: Medex (or physician's assistant) and dental
 
auxiliary. The plan is based on the assumption of somewhat 
 deficient 
training for all professionals. To achieve the required manpower for 
such a system, professional training essentially would be frozen (too
late now, of course, since physicians graduating before 1980 are already
enrolled). Changes in curricula would be made to prepare forthcoming
professionals to work in the new system. New programs for Medex and 
dental auxiliary training would be developed quickly, and pressed as 
fast as possible. The number of nursing auxiliaries would be tripled 
as compared to 1970; this would require training several hundred 
auxiliary nurses per year. Finally, thousands of additional non-paid
health promotors and community health leaders wotld be trained through 
programs in their community. The School of Public Health could easily
train the required additional sanitarians and laboratory or X-Ray 
technicians. 

Table 6.!8 contains data on the enrollment of men and women
in the various university schools. Lacking specific figures theon 



Table (.117 - Estimated Manpower needt for 19&, Assuming the Development of a Low Cost 
Delivery System
 

Personnel Urban Rural b Rural c.T"p- New System I Old System lRequirementsPesone Total 
Type Number Number per Total 1960.Per IOCO 0(0 1980 lOCO 1980_
 

Doctors 1 1600 .12 192 .05 16o 1952
 

Nurses .5 800 .07 112. .01 32 944
 

Nursing Aux. 1-5 24eO .08 128 
 .20 64o 3i68
 

Medex -- -- 5 8ce --
 800
 

Dentists 
 .5 800 .05 80 .05 16o 1o4o
 

Dentsil Aux. .2 320 .2 320 -- . r4o
 

Sanitarians .1 16C .1 16o .02 64 384
 

Diagnostic
 
A.u iliaries .1 160 .1 16c ' .01 32 462 

Promnters & I
 
Leaders ... 5 80c I .30 960 8960
 

aAssuming urban populaticn of 1.60CLtt for 1980
 
bAssumi;ng 1/3 coverage of rural population of 4,i80C,C(G by 1980
 

LAssuming 2/3 of rural population uses existing system
 

Source: Daly, John, Consultant Report, USAID/Bolivia, 19074 
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Table 6.18 - Enrollment in Bolivian Universities by Faculty and 
Sex-1966
 

Faculty Men Women 

Law 1, 601 248
Economics 1,962 403Engineering 1,670 34
 
Agronomy 
 444 

Geology 

15 
353 
 1


Architecture 
 374 
 90

Medicine 1,836 184

Pharmacy/Biochemistr-y 
 iO1 398
Dentistry 
 463 273
Nursing 229
Veterinary Medicine 98 
 1 
Philosophy & Letters 
 50 
 48

Social Work 
 1 
 73
 

Total 8,953 1,997
 

Source: Chirikos, Thomas N., et.al., Human Resources in Bolivia,
Center for Human Resource Research, Ohio State Universi
ty, Columbus, 1971, p. 211. 

employment of men and women, respectively, in the public sector, theseenrollment data are used here as surrogates. Women have only made apartial imps-t in the medical profession in Bolivia, but completely
dominate nu.z ing and social work, and surprisingly represent the major
ity of pharmacists. 
Women comprise about one third of Bolivia's
dentists. Analysis of three groups of graduates of the School of Public
Health indicates that 19 percent of the nursing auxiliaries graduated

were men, 48 percent of statistical clerks and officers were men, and
93 percent of hospital administrators were men. 
This last figlre must
be dealt with cautiously, however, since much of the actual administrative responsibility within hospitals is the responsibility of nurses. 

The expansion of the current health system would continue to
utilize women in what is, by Latin American standards, a strong social
and economic participation. The type of system outlined in Table 6.17could and should provide considerable additional opportunity for womenin the middle brackets. Thus the Medexes probably should be drawnfrom the ranks of the current nursing auxiliaries, providing advancement 
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for these workers, the majority of whom are women. Similarly, dental
 
auxiliaries should be drawn from both sexes, and therefore a new career 
should be opened to both men and women. Health promotors and community 
health leaders obviously may be drawn from both sexes, and such positions 
may be used to enhance the prestige of women within the community. 

Clear]:, emplo ment in the health sector will not itself 
serious>v modi-y the role of women in the society or even in the econom:'. 
The cr eation of a few thousand new jobs for women in a population of 
five million cannot have such a grandiose impact. Nevertheless, further
 
ecualization of the role of women in the provision of health services 
could form a part of a total social movement in that direction; combineu 
with parallel efforts in the educational and agricultural sectors, it 
could be an important stimulant. 

4. The Educational eystem for health manpower 

Educational programs for training health workers are conducted 
by a number of separate institutions. They are relatively uncoordinated. 
Educational institutions per se respond primarily to student demands. 
Health service institutions also enter the educational arena, developing 
basic training for low and intermediate levels of manpower as well as 
in-service training. These latter programs, of course, are very sensi
tive to the specific needs of the sponsoring institution7, and seldom 
take full cognizance of the overall health situation nor the competing 
needs of the society. The overall lack of coordination and planning,
 
of course, is responsible for the problems in manpowL, structure previ
ously noted.
 

University programs in the health sciences a : shown in 
Table 6.19. All of the nine universities in Bol.' iA are coordinated 
formally through the Coumcil for Higher Education, In addition to the
 
two nursing programs shown in the Universities, professional nurses
 
are trained in three other institutes: Elizabeth Seton (Cochabamba);
 
Montero (Santa Cruz); and the COMIBOL school at Catavi (Potosi).
 
Nursing auxiliaries have been trained in number-- -t the School of Public 
Health (408 from 1962 to 1972), as well e in a special school at the
 
Hospital Metodista. The National Community Development Service and 
varibus Marykno l missionary centers have also) trained auxiliaries. All 
of the Regionl HC ------ -+ t- exc--tion o' 'a az, have 
run courses for auxiliaries within the past few years, and have trained
 
several hundred in that time. 

In theory, the School of Public Health should coordinate such
 
courses, and should provide noimative guidance on curriculum. Such is
 
not the case. Additional courses taught by the School of Public Health
 
are:
 



Table 6.19 - University Health Scler. -i- s Authorized to Grant Degrees. 

University (location) 
Nursing 

Professional Degrees 

Harvacy & Medicine Dentistry Veterinary 
Biochemistry Medicine 

Clinical 

Psychology 
Nursing 

Technical Degree 

Radiology Nutrition Veterinary 

Wf San Prancisco (Sucre) 

UB Son Andres (Ia Paz) 

U3 San Simon (Cochabamba) 

UB Beni loreno (Santa Cru) 

UB Jos; Ballivien (Trinidad) 

U Cat~Lica Boliviana (Cochabanba) 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x 

x x 

x x 

x 

x 

NNote 3 Universities have no Health Science Degrees 

Source: Coosejo NiciorAl de Educacidn Superior, Univeraidad Bolivians Catilogo General, 1973, pp. 61-63. 
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- Public Health Nursing, 9 months, 14 students in 10 years;
 
- Nurse Instructors, 6 months, 10 students in 10 years;
 
- Sanitarians, 9 months, 160 students in 10 years;
 
- X-Ray Technicians, 9 months, 26 students in 10 years;
 
- Lab Techzjicians, 9 months, 28 students in 10 years;
 
- Statistics Te.icias, 4-1/2 months, 98 students in 10 years;
 
- Dietician Auxiliaries, 2 years, 10 students in 10 years;
 
- HeaOth r 12 students in 10 years;
i,ucators, months, 
- Health Planning E J iators. 1-1/2 months, 29 students in 10 years; 
- Epidemioiogy, 1 month, 10 students in 10 years; and 
- Hospital Administrators for Hospital Directors, 1-1/2 month--, 

29 students in 10 yesrs. 

The record of the School is not as even as this table would indicate. 
From a high of 131 graduates from six courses in 1963, production drop
ped to ten graduates from cne course in 1967. Enrollment and activity
 
have recovered significantly since that time, but the school is still
 
handicapped by poor facilities and a small budget.
 

Many Bolivian physicians take specialized training in other
 
countries; the specializations are not available in Bolivia. A su ,ey
 
of 74 doctors in 1967 indicated that 32 (43 percent) had tudied abroad
 
(as ccmpared with fire percent of other professionals).(5)
 

The efficiency of the educational system is determined largely

by the efficiency of the professional training programs, due to their
 
high costs per year per student, the relatively large number of enrollees,
 
and the relatively long term of study for professional education. A
 
first approximation to the efficiency of the system car, be made by compar
ing the number of man-years of course work with the number of graduates.
 
In a stable educational system of high efficiency, this rate should be
 
nearly eoual to the number of years in the required course. While 
enrollments were growing in Bolivia during the period, biasing such 
values upward, the data shown in Table 6,20 indicate that these ratios
 
are nearly twice their optimal values. Further, the high migration of 
professionals to other countries and to other occupations indicates
 
that the yield per 2es invested in education is still lower.
 

The average cost per year per student in the university system 
in Bolivia in 1971 was US$375.(o) Medicine is more expensive than many 
other courses (by a multiplier of 2.09 as compared with the least expen
sive). Assume that the average yearly cost in Medicine is US$ 00. 
Given the losses due to drop-outs in the university, courses repeated,
 
and migration of physicians, the average educational cost per physician 
entering practice in Bolivia may be estimated to be equal to that of 
30 man-ycars of uiversity education: i.e., 30 x 500 = US$15,000. 
Alternatively, the fact that 110 doctors per year go to other countries 
at 15 years' equivalent training per doctor, at US$500 per year, may be 
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Table 6.20 - Ratio of Graduates (Egresados) to ftrllled Student in
 
Professional Health Faculties, 1960 and 1966.
 

Course 
 1960 
 1966
 

Enrolled Graduated Rtio 
 Enrolled Graduated RaziOo
 

Medicine 1330 70 
 19.0 2020 
 120 16.8
 
Pharmacy 
 538 50 10.7 499 58 8.6 

Dentistry 543 28 
 19.4 736 
 71 1C.0
 

Nursing 134 
 30 4.5 229 39 
 5.9
 

Veterine.yj 
 36 2 18.0 99 
 16 6.2
 

Social Work 
 56 2 28.0 
 74 13 1 5.7
 

Source: 	 Chirikos et al, Humsn Iiesources in Bolivsip Center for Human 
Resources Researchj Ohio State University, Columbus, Ohio,
April 1971, p. 210 

http:Veterine.yj
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viewed as a subsidy of US.825,000 per year given by Bolivia to foreign

medical practice. In either accounting, the medical educational system
 
appears to be lacking in efficiency.
 

Quality of' education is judged to be average in terms of the
 
materiels covele.d. T'rze protlem that has been noted repeatedly, however, 
*is that education is not tailored to the problems of Bolivian health. 
Health or ionals a.e trained in programs that mirror U.S. universi
tics. ±rlic :"ealth i artteits have been created in all of the Medical 
schools and (w.ith U0iJ'D help) those schouls are tr-ying to develop com
munity health prograz's. Howcver, physicians still flock to and give 
priority to clinical specialties rather than to public health and com
munity medicine. The situation is so serious that officials of both
 
the MH and the ISE' have talked of starting post-graduate but pre-em
plo~ten; training for the ph-:.sLcians they hire. More practical, perhaps, 
is a recent initirtive of the inistry of Health to give physicians an 
orientation seminar on rural practice and puiblic health before they begin
 
their obligatory "provincial ye?,r." 

5. Conclus'ons
 

The medical manpower structure in Bolivia is top heavy: too
 
many professionals per middle level worker. It provides care to an
 
urban elite, and does so at the expense of virtually igncring the
 
campesino and the rural poor. Educational programs are expensive for
 
the output of professionals that work in the country. Professionals
 
are poorly trained for the problems and conditions of Bolivi?.
 

These problems result in large part from the lack of a human
 
resources policy and comprehensive planning in the health sector. Even
 
with such policy and planning, it would be difficult for the health
 
sector to influence the educational system in oposition to the expressed
 
demand of the students and the urban elite from which the students come.
 
Without such planning, however, the situation is not at all hopeful. To 
encourage planning, it has been suggested that an office of human 
resources be established within the 1,lnistry of Health, preferentially 
reporting to the rirector of Planning. Such an office, well-staffed
 
and funded, could inventory available manpower and produce a serious 
plan for health manpower development for the country. 

Manpower development for the future must be tied into the 
recuirements of an overall program to develop low-cost delivery systems.
 
To this end, production functions must be altered, supplementing for 
many activities the physician with more auxiliary personnel in the urban 
areas, and replacing many of the physician and traditional functics 
with trained intermediate personnel in the rural areas, Training of 
professionals needs to be deemphasized, lest professional personnel 
absorb P1' addition-' financing for health. 
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The 	new professional categories have been suggested: a Medex
 
and dental auxiliary. In fact, nursing auxiliaries are now performing

tasks like those proposed for the Medex. The new title* selected could
 
simpliflr some interpersonal relations in starting the new program, to
 

.differentiate the Medex training from current training for auxiliaries
 
(auxiliaries' training does not prepare them for independent practice),
 
and 	extend the career ladder for auxiliaries, etc. The dental auxiliaries
 
also could be trained for simple independent practice.
 

In addition to these two new pars-professionals, emphasis might

be given to increasing the number of trained auxiliary nurses, health
 
promotors, and community leaders. Secondary efforts would be required

to increase other auxiliary personnel. The problem of training adequate

middle management and miintenance personnel will be particularly difficult.
 

The 	problem of allied professional personnel (health economists,

sanitary engineers, hospital architects, maintenance engineers, etc.) has
 
not 	been addressed. This is in part due to the fact that so few of these
 
are 	needed compared to those involved in direct delivery of care. How
ever, the- are in minimum supply now, and their continued absence will
 
jeopardize any effort to significantly improve planning or to make infra
structure reforms.
 

E. Facilities and Fuipment
 

Physical facilities in Bolivia are scarce by Latin American standards.
 
Their low level of utilization, hovever, indicates that scarcity is not

the critical limiting factor in terms of either coverage or efficiency of

service. Poor maintenance of facilities and equipment seriously reduces
 
overall service efficiency. The system by which facilities are construct
ed and equipped is highly fragmented and lacking in adequate technical
 
capacity. Decisions of facility construction are essentially political

and highly centralized in La Paz; but very decentralized among un-cordi
nated and sometimes competing agencies. New construction does not appear
 
to be a matter than merits high priority at present.
 

1. Availability of facilities
 

The estimated number and distribution of medical facilities
 
in Bolivia are shown in Tables 6.21 and 6.22"*. The term hospital is
 

* 	 Spanish title appropriate to such a person might be: "tcnico m6dico",
"prcticante", "practicante m4dico", "licenciado m6dico", etc. 

** These figures and all similar figures must be taken as approximate.

There has been no'real census of such facilities, and there is no
 
control office with complete information. Estimates of nwnbers of
 
hospital beds vary by as much as 20 percent.
 



Table 6.21 - Distribution or Health Facilities by Health District and Agency, 1973 

( 

Ministry of Health Other Hospitals 

Health District 
Hospital 

Health Center 
or Satellite 

Post 

Health 
Center 

Hospital 
Medical 
Post 

Sanitary 
Post 

COMIDOL CNSS Rilitary .il-wny Petroleum 
Other 

In~Ludlng 
Priv3:e 

Ia Pe z 

Chuquisaca 

.Cjchabamba 

Santa C6uz 

Ttrija 

Potosi 

Oruro 

Beni-Riberalta 

Pando 

Tupize 

5 

14 

2 

4 

2 

2 

1 

3 

1 

1 

6 

1 

1 

4 

1 

"1 

1 

2 

1 

1 

25 

12 

13 

14 

4 

3 

8 

5 

1 

3 

14 

6 

7 

17 

4 

7 

1 

2 

2 

0 

It 

33 

16 

71 

15 

35 

29 

38 

9 

18 

3 

--

--

.--

--

5 

13 

--

.--

--

8 

2 

4 

1 

3 

4 

--

2 

1 

...... 

1 

3 

1 

--

--

1 

1 

--

2 

1 

3 

2 

2 

--

--

--

1 

3 

--

--

-

25 

6 

14 

10 

1 

4 

66 

I 

.---

7btal 25 19 88 50 304 21 2h 8 12 4 71 

Source: Lebow, Robert If.,Consultant Report, USAID/Bolivia, 1974 



Table 6.22 - Distribution of Hospital Beds by Department and Agency, 1973. 

Ministry of Health Other Institutions 

Department 
Urban Rural Total COMIBOL C.N.S.S. Other' .total 

All Beds 
Total 

Popt.lation 
Served 

Beds per 
1000 

(000's) Populatlon 

a Pa-- 936 219 1,155 306 8M8 735 1,889 3,04 1,722.3 1.77 

Chuquisaca 7 0 5 b 120 825 --- 85 125 210 1 , 0 35 b 483.6 2.14 

Cochabamba 473 152 625 --- 239 312 551 1,176 862.6 1.36 
Santa Cruz 565 285 - 850 --- 89 494 583 1,433 547.5 2.62 

Oruro 220 60 280 404 ll 136 651 931 359.0 2.59 

Tarija 205 89 2-94 --- 45 153 198 492 260.9 1.89 

Potosi 160 238 398 892 243 162 1,297 1,695 855.4 1.98 
Pando --- 42 4- --- 10 10 52 34.0 1.53 

Beni 112 322 434 12 27 39 473 205.4 2.30 

Total Beds 3,376 1,527 4,903 1,602 1,672 2,154 5,428 10,331 ---

Population Served (OO's) 373.0 c 3,931.9 4,3049 142.2 631.3 252.3d 1,025.8 --- 5,330.7 ---

Beds per 1000 Population 9.05 0.39 1.1J. 11.27 2.65 8.54 5.29 --- 1.94 

m 

bIncludes other Institutions of the Social Security S.i3tem
bIncludes 447 psychiatric beds 

and the private sector 

cIn reality the .SSP attends a larger population made up of overflow CflSS beneficiaries 
Based on estimates of a 145,000 private sector market (125,000 urban; 20,000 rural) 

Sources: Biostatistics Department, Planning Office, and Regional Health Offices of the Miniutry of I-mitti %ianublisheddata,
1974.
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somewhat misleading: it is used to include a large number of very small 
facilities, expecially in the private and Social Security sectors;
 
however, its use does not include the Health Center Hospital or Medical 
Post with beds. Thus, of 285 facilities with beds, only 176 are classi
fied as hospitals (or clinics). 

The total number of beds is 10, 333. The indicated availability 
of beds is 1.94 per 1,000 population for the country as whole. The 
average for Latin American in 1969 was three beds per !,QOO inhabitants. 

The distribution of beds is uneven: for example, 2.62 beds per 
1,000 in the Department of Santa Cruz vs. 1.36 beds per 1,000 in the 
Department of Cochabamba. The vast majority of the beds are in urban 
centers, with significant concentration in mining areas. There are 
1,290 private beds, serving an estimated five percent of the population; 
3,990 beds belong to the Social Security system, serving approximately 
20 percent of the population. Bed availability is somewhat similar for 
these two sub-populations. 

The public hospitals' 4,903 beds, in theory, serve the remain
ing 75 percent of the population. In reality, a large portion of the 
population does not receive medical care. It is therefore impossible 
to accurately judge the distribution of facility availability for the
 
entire population. The population presumably served per rural medical 
facility varies by geographic area from 1,697 to 18,943; the nationwide 
average is 9,316 persons per facility (Table 6.23). The lower popula
tions per facility are in areas (Riberalta, Pando, Santa Cruz, Beni) 
where population densities are low and where travel can be especially 
difficult. 

The problem of construction and location of rural facilities 
is complicated by the dispersed pattern of rural living. The MOH 
estimates that 65.5 percent of the total population live in isolated 
houses or in localities with fewer than 500 persons. Such small popu
lation concentrations tend not to justify the construction of medical 
posts (nor, of course, other public facilities). The problem could be 
solved in part by building facilities on the sites of weekly ferias.
 
Such sites may be visited by as many as 3,000 persons on the day of the 
feria and be completely empty the rest of the week. Long-term plans of 
the government (now under discussion) may encourage the development of 
rural towns; that would both identify the location and provide an addi
tional motive for the construction of new rural h-alth facilities. 

2. New investment 

Facilities construction continues, of course, and total 
facilities in the country will increase. Thus, in 1973, the MOH was 
engaged in 26 separate projects which would provide 1,245 additional 
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Table 6.23 - Distribution and Demand for MOH Rural Health Facilities by 
Health Distr:.ct, 1973 

Healt,' Centers -

Health District Hospitals, Rural Rural 
Medical Posts and Populationb Population 
_ Sanitary Postsa 1973 per Facility 

La Paz 69 1,101,155 15,959 

Cochabamba 36 681,940 18,943 

Santa Cruz 102 372, 840 3,655 

Chuquisaca 51 448,050 8,785 

Potosi 45 706,837 15,707 

Oruro 38 272,390 7,168 

Tarija 23 198,760 8,642 

Beni & Riberalta 45 161, 471 3,588 

Pando 12 20,373 1,697 

Tupiza 21 153,751 7,321 

Total 442 4,117, 567 9,316 

Sources: aLe Bow, Robert H., Consultant Report, USAIr/Bolivia, 1974. 
bMinisterio de Previsi6n Social y Salud Pdblica, Plan Nacional 

de Salud, 1973-1978, La Paz, 1973, p. 12. 

http:Distr:.ct


Table 6.24 - Proposed Facilities Investments Ministry -ofHealth, 1974-1978 

(In Bolivian Pesos) 

Type of Investments 1974 1975 1976 1977 1978 

River Fleet 

Health Service Barges 

Construction (Total) 

Urban (in construction) 

280,000 

61,O16,466 

10,599,266 

140,000 

59,756,266 

7,410,266 

4o,000 

62,109,600 

6,610,OOO 

-

47,O14,1o0 

2,000,000 

-

47,554,O4O0 

-

Urban (proposed construc
tion) 

Pural 

Equipment (Total) 

Urban Establishments 

Rural Establishments 

40,156,o0 

10,261,200 

3,502,648 

2,278,84o 

1,165,14o 

42,656,0o 

9, 690, 00 

3,847,830 

'2,586,000 

1,218,828 

46,136,000 

9, 363,600 

3,016,711 

1,823,480 

1,165,895 

35,916,ooo 

9, 08, 

4,148,442 

3,250,500 

870,606 

36,416,000 

138, 4O 

4,813,290 

3,5544,780 

1,256,270 

Radiocommunication Net
work 58,668 43,002 27,336 27, 336 12,240 

Source: Ministerio de Previsi6n sociai y Salud Pdblica, 
La Paz, 1973, pp. 161-167. 

Plan Nacional de Salud, 1973-1978, 



beds and 10 new outpatient facilities. The Ministry has prepared anambitious overall construction plan for the next five years (Table 6.24).The actual budget for 1974, hoever, was only six million pesos(US$300,000), far less thin was required simply to maintain the proposedconstruction rate in the ongoing, urban projects.
 

Additional construction under the sponsorship of the Santa
Cruz Public Works Committee, the National Social Development Council
and other public agencies of the government will further add to the
Ministry's facilities. In this connection, the donation 
 in 1974 often emergency field hospitals of 200 beds each to Bolivia by USAID wasof particular importance. The net effect of all such constructions isto augment hospital and urban facilities, itbut does little to correctthe existing imbalance in the distribution of services. 

The Social Security System, similarly, 'is continuing toinvest in facilities. It recently obtained a loan from the CentralBank to purchase five million dollars worth of hospital equipment toreplace unusable equipment and to add new services, primarily in its

urban hospital system. 

3. Quality and condition of facilities 

Of the 285 facilities vith beds in Bolivia, 175 (61 percent)
have 20 or fewer beds, Only 23 facilities have more than 100 beds.This pattern of size suggests inefficiency and/or sub-optimal quality.In the urban areas several small hospitals, rather than fewer largerhospitals, are often built. Fewer but larger hospitals might provideeconomies of scale. Thus, for exazLple, five hospitals have been builton essentially the same site in Santa Cruz but they share no nor facilities,
do they offer better access to the population then would five
similar size hospitals distributed throughout the city.
 

The size of facilities varies dmong the several segments ofthe medical care system (Table 6.25). Private hospitals are invariablysmall: only three religious hospitals have more 50 70than beds;percent have fewer than 20 beds. The decentralized and Social Securityhospitals, on are orthe other hand, principally large middle-sized.Public facilities tend to be small in rural areas, and large or medium 
.,sizein the cities.
 

Hospitals tend to be archaic in design, and the pavillionstyle still is very common in Bolivia. Even within hospitals, theretends to be a duplication of such facilities as laboratories and X-Rayequipment. Distances are great between wards and service centers.Maintenance and supply services are poor, especially with respect toequipment, and hospital service breakdowns are frequent due to inoperative
equipment or to lack of supplies (X-Ray.film, laboratory reagents, etc.). 
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Table 6.25 - Di tribution of Inpatients Facilities by Number of Beds and 
Agncy, 1973 

Social Security 
Number Ministry and other Religious 

of of Decentralized and Total 
Beds Health Agencies Private 

1 to 20 103 24 48 175 

21 to 10o 29 37 21 87 

101 or more 13 10 -- 23 

Source LeBow, Robert H., Consultant Report, USAID/Bolivia, 1974 

Table 6.26 - Status of Buildings, Equipment and Drug Supplies for Sixty
six Rural Medical Facilities, 194 

Criteria Good Fair Poor 
Number Percent Number Percent Number"Percent 

Buildings 23 35 29 44 14 21 

Equipment 15 23 33 40 18 27 

Drugs 22 34 8 12 35 54 

Source: LeBoi, Robert H., Consultant Report, USAID/Bolivia, 1974 



(Northern A1I.plano) 
M.Lnlym of Health 

Realtbh Center Hospital at Uncoi
 

(Noryero Potosi) 
Ministry of Health 



Reception and Examination hoom 
Health Center Hospital at Achacachi 

Ministry of Health 

Rcpton Area at unidentified 
Health Post 



e - Xinu 

Equ±-pnt and Doug Supply 
at Huarina Medical Post 

Ministry of Health 

. '."
 

Nur'sing Station at Batallas
 
Health Post
 

Ministry of Health
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A survey of 66 rural health facilities provides a basis for 
judging their adequacy for the relatively simple purposes that they
 
serve (see Table 6.26). Note that 21 percent were judged poor or
 
inadequate in terms of the size and condition of the buildings and
 
28 percent in terms of basic equipment. Only 34 percent of buildings 
were considered "good" and only 22 percent of facilities were consider
ed well-equipped for their function. Supply problems were even more 
severe. The installations selected for the survey were considered 
"above average". Therefore, the figures shown almost certainly under
estimate the problem of the quality of rural facilities and equipment. 

4. Utilization of facilities
 

The health service productivity of hospital facilities is low. 
Illustrative data on both bed occupancy and lengths of stay are shown 
in Table 6.27. Rural beds of the MOH have an occupancy rate of less 
than 20 percent. Urban and Social Security bed occupancy, in the sample, 
ranges from 49 to 81 percent. The last value would be acceptably high, 
but this is counteracted by the extremely long average length of stay: 

v r lonCe 
than desirable for Bolivia. 
18.7 days per paLient. i±i fact, all lengths of at 0ay... a.... 

The combination of low bed occupancy and long hospitals stays
 
indicates very poor output from hospital facilities and equipment. This 
is confirmed by 1971 estimates of 17.3 and 8.7 patients served during 
a year per MOH bed in the urban and rural areas respectively, (7) and 
18.9 per bed in the CNSS system.(8) A highly efficient system would 
produce 30 or wore patients served per bed per year. 

Similarly, outpatient facilities are poorly utilized. Rural 
health facilities in Bolivia average from 0.8 to 227 patient visits 
per month; the typical volume is between 25 and 75 (Table 6.28). Thus, 
the typical rural health facility receives from one to three patients 
per day. Similarly, the MOH indicated only 2.1 and 1. patient visits 
per doctor hour for urban and rural locations in 1971,(9) which would 
indicate a vcry low rate of utilization for outpatient facilities. A 
facility working 26 days a month, eight hours per day, seeing five
 
patients per hour could provide for 1,040 patient visits per month with
 
just one consultation room. 

The availability of hospitals beds and outpatient facilities 
is low by Latin American standards. Nevertheless, if used efficiently, 
the existing beds could provide many times the medical services that is 
actually given. Part of the evident inefficiency is explained by the
 
poor state of facilities and equipment. A more fundamental cause is
 
poor administration, which is responsible for the poor maintenance of 
facilities.
 



Table 6.27 - Utilization of Hospital Beds by Agency and Location, 1973 

Ministry of Healtha COMIBO Caja N1. de Seguridad Soci Total 
Indicator ( SS) 

La Paz Cochabamba Chuqtisaca Oruro 7 Dis- La Paz Cocha Oruro Potosf livia 
tricts _ bamba 

Location Urban Urban Rural Urbar Rural Urban Mixed Urban Urban Urban Urban 
Percent Occupancy 59.4 49 12 63 15 52 51 80.6 7 An965.5 57.6 72.2 
Average Length ofStay (days) 19.5 10.1 7.1 12 5.9 8 9.3 18.7 11.8 10.7 11.6 13.9 

-_ ___ - 0 I I -- -I 

Sources: 
aMinisterio de Previsi6n Social y Salud Pdblica, Unidades Sanitarias, Iivin de

Bioestadistica, unpublished data, 1973.
 

bUrioste, F.J. de, "La Atenci6n Mdica en la Seguridad Social Boliviana", unpublished
 
paper, 1974. 
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Table 6.28 - Average Number of Reported Outpatient Visits per Month,
by Type of Facility and Health ristrict, Rural Areas,
1970a and 1973b 

Health Center Medical Post Sanitary Post
Health ristrict Hospitals

,._1970 1973 1970 1973 1970 1973 

Pando (1) 180 (1) (1) 21 (2) (5) 9.8 (9) 

Beni & Riberalta (5) 71 (5) (3) 72 (2) (20) 29 (38) 

Tupiza (3) 98 (3) (0) - (0) (4) 55. (18) 

TariJa (4) 157 (4) 172* (4)' 41 (4) 72* (14) lo (15) 20* 

Santa Cruz (13) .227 (14) (15) 90 (17) (56) 70 (71) 

Potosi (3) 105 (3)' 80* (5) 97 (t) 51* (11) 30 (35)* 35* 

oruro (5) 68. (8) 74* (3) 149 (1) 30* (9) 45 (29) 22* 

Cochabamba (12) 53 (13) 56 (2D) 59 (7) 63 (9) 30 (16) 39 

La Paz (22) 65 (25) 108 - - (4) 30 (20) 29 (40) 39 

Chuquisaca (UL 46 (12) 73 (3) 27 (6) 23 (2) 22 (33) 31 

( ) = Number of facilities 
* - Estimates 

Sources: aMinisterio de Previsi6n Social y Salud Pblica, Informe Anual 
de Estadistica de Salud La Paz, 1970.Ministerio de Previsi6n Social y Salud Pblica, Regional Health 
Offices, unpublished data, 1973.
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It should not be concluded, because existing facilities are 
poorly utilized, that investment in buildings and equipment should be 
entirely stopped. Preferentially, however, funds should be directed 
to production factors other than new construction, i.e., to better 
administration, more drugs and supplies, etc. A problem of inequity
is caused by the gross differences in the availability of facilities 
among the different areas of Bolivia; to resolve this problem, further
 
construction may be required. Obviously, future construction designed

to keep pace with population growth, could be concentrated in the 
areas that now are most lacking in facilities. 

5. Planning and administration of health facilities 

Two major problems cripple efforts to rationalize the invest
ment inmedical facilities: (a)the lack of a policy base and (b)the
 
lack of inter-institutional coordination and cooperation. Governments
 
change rapidly in Bolivia. Health policy officials and, in particular,
the Minister of Health, change even more rapidly. Unfortunatelyf the
change in poliey-eve1 personnel often results in a change of priorities.
regarding capital investment plans. Thus, funds scheduled to complete
works in progress may be diverted to new works especially interesting 
to new officials. 

A second, related problem, already noted in the financial 
analysis, stems frou inadequate financing and more directly from poor
financial management. Public budgets are based on income forecasts that
often are excessive; as more realistic estimates are made late in the 
fiscal year, expenditures are severely trimmed. Such unplanned budget
cuts are not allowed to affect salaries; but Ministry officials find 
it relatively easy to defer investment costs by delaying construction. 
Serious SSS deficits, resulting from high operating expenses, cause 
similar budget crises that interfere with the investment of reserves
 
in facilities. Such on-again, off-again investment policies create
 
great difficulties inplanning, very long construction periods (22 years

for the still unfinished Children's Hospital in La Paz), excessive 
construction costs, outdated facilities, and a very poor return on 
sunk investment. 

At least a half-dozen public agencies build and equip medical
facilities. Private agencies also have complete autonomy. These many
agencies have no agreed-upon norms, no common criteria for population
service requirements, and no program for sharing facilities. The costs 
of their uncoordinated free enterprise already have been described. 
However, there have been three recent and commendable attempts to 
coordinate several major medical care providers in the development of 
new health service facilities. These are: (1)the Vallegrande model;
() the Trinidad model and; (3) the Tarija model. 
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In the Valiegrrnde model, the MOH and the CNSS are joining

to provide services to a city of 8,000. The Ministry will pay for
 
personnel, construction and equipment, and will provide free services
 
to the low income population. The CNSS will pay fees for services
 
rendered to its beneficiaries, based on operational costs of the

facility and amortization of the investment costs. 
A detailed analysis

of anticipated costs was made as a 
basis for the contractual agreement.

In the Trinidad model, investment is to be shared 50-50 by the MOH

and the CNSS. Personnel are to be paid either by the CNSS or the MOH,

but services will be undifferentiated. The Tarija model involves the
 
use of one hospital for five institutions: MOH, CNSS the petroleum
workers, the chauffeurs union and the military. Investment costs will 
be shared by these institutions. The MOH will operate the hospital
and bill other institutions for services rendered to their beneficiaries. 

Such cooperative initiatives, while still very minor in terms
of Bolivian total health expenditure, are hopeful signs of improved
coordination, and they should be encouraged. Typically, each component

of the health system develops its facilities independently, using its
 
own processes.
 

For the MOH, new construction originates in a community
action. Efforts are under way to prepare the staffs of the Regional

Health offices to respond to such initiatives, but such preparation

will be most difficult in view of the lack of appropriately trained
 
professional manpower. The Regional Health office now tends to be 
bypassed. For hospital construction, community leaders come directly
 
to La Paz to deal with policy-level officials of the government, includ
ing the MOH. These officials then formulate priorities among alterna
tive projects.
 

For rural health posts, such organizations as the National
 
Community Development Service (NCDS), the National Social Development

Council (JNDS), or the Departmental Development Committees may assist
 
a 
community to build its own facility. Some 300 facilities have been 
built (or are under construction) by these other organizations over the 
past ten years. The MOH is expected to equip and operate such facil
ities, but usually it has minimal influence on their design and loca
tion or even in the decision as to their construction. This sometimes
 
results in the Ministry being unable to staff and equip a new facility. 

Technical responsibilities for planning such investments are
located in the MOH's planning office. The planning office is respon
sible for studies of service demand, staffing and operating budgets.
It uses these projections to define the medical program, including
listings of spaces and equipment. Architectural responsibility then 
resides in the Ministry of Housing and Urban Development, in a small 
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office of hospital architecture. MOH officials are very unsatisfied
 
with the level of support provided by this office. One private

architectural firm specializing in hospital architecture exists in
 
Bolivia, and is used by the MOH on a consulting basis. An architect
 
is to be hired by the MOH to facilitate improved coordination.
 

The matter of architectural design for health facilities in 
Bolivia is complicated by the diversity in climate and cultural sett
ings. Uniform hospital models and designs would not be practical.
The most efficient alternative might be to devise functional norms for 
facilities, and allow local architects (or craftsmen) to use locally

appropriate materials to meet such specifications. No such norms exist
 
now, nor are there plans to develop them. An alternative would be to
 
design and build prototype facilities for different areas of Bolivia.
 

Maintenance in the MOH is the responsibility of one engineer
who has had a two-monthhospital maintenance course in Mexico. It is
 
hoped that he may be able to train assistants. However, almost no
 
materials or equipment for maijtenanr'c are Avail Able or bde,,_td. O

X-Ray technician is available for all the MOH facilities in the country.

.Some contracts for maintenance have been signed with importers of
medical equipment. The Ministry maintains a shop for vehicle mainte
nance, but it provides no funds for repair parts, so that in effect few 
services are available. 

The IBSS does not require that construction plans be cleared
by the MOH. New construction plans are initiated by the central offices
 
of the cajas. Within the CNSS for example, the Department of Planning

and Medical Norms is responsible for initial planning, and the Archi
tectural Office has responsibilitiy for detailed architectural plans.
 
The latter office is staffed by two architects, two draftsmen, one
 
surveyor and two clerks. Private architects also are contrected.
 
Final plans are approved by the Technical Advisory Council of the
 
CNSS. 

There is no governmental control of the construction of private

medical facilities, except through licensing. In order to receive a 
license, the hospital must provide the MOH with program information and
 
plans. The MOH may make suggestions at this stage, but they are
 
optional. There is no mechanism for enforcement of national standards.
 

Two major observations stem from the analysis of facilities 
planning. First, financing is neither predictable nor adequate; this
 
defect can be corrected either by a firm internal or a contractual
 
obligation of the government. Secondly, there is an unmet need for a
 
strong central office of facilities planning and maintenance, and for
 
regional support offices established as necessary. The central office
 
could be formed by transfering the medical architecture office from 
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the Ministry of Housing to the MOH planning office. Technical assistance might be used in establishing architectural and maintenance norms 
and procedures. 

The cooperative initiatives toward joint facility construction merit further development, to encourage coordination of public
and decentralized agencies' facility utilization, The system whereby
local communities contribute to the construction of their own outpatient

facilities is commendable, but there is an evident need for the MOHto take part earlier in the process; this would assure both: (a) that
proposed facilities are adequately designed and (b) that, 
once construc
ted, it is within the Ministry's capacity to operate them.
 

6. Conclusions related to facilities 

The existence of buildings does not seem to be the limitingfactor on the provision of health services. In fact, existing facil
ities are being used only to a small fraction of their capacity. Thus,
it.will. be most efficient to increase services by adding other produc
tion factors (e.g.. equipment and auxiliary personnel) .nd by movngvcloser to the frontiers of technological progress. The alternative,
heavy capital investment simply to expand a demonstrably inefficient 
system, seems ill advised in a Given effipoor country. increasing

ciency, however, additional investment in facilities 
could be productive
to redress existing inequities in the distribution of health care. 

The policies for facility construction have been izconsistentand transitory, consequent finan,-ng problms have gravely complicated
the construction process. Institutional fragmentation has resulted in uznecessary and wasteful duplication of facilities. Some promisinginitiatives may alleviate these prob.eiaa, but much remains to be done. 

The administrative system for programiing and implementingfacilities construction, acquisition and maintenance is weak and
fragmented. Problems of efficiency and quality of care are directly
traceable to these weaknesses. Moreover, to strengthen that system
may help to strengthen commitment to a unified policy. Centralization
of the system, presumably in the MOH, and technical assistance in
revitalizing its component processes, would appear to be beneficial. 

F. Pharmaceutical Supply System 

1. The General problem 

Pharmaceuticals--drugs and vaccines--are among the basictools of medical services; and the situation in Bolivia is complex.
Medicatior-, may either abound or be scarce, depending upon circum
stances. The beneficiaries of the Social Security system, for example, 
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literallyr may be re-ce inq teu o' m-A4c-.t*on thAyu--A 	 uls
 

surely pays too much for their medications*. It is estimated that

40 to 50 percent of the total coats of medical attention in the several
 
Social Security caja goes for drugs. The 	 remainder of the cpulation,
on the other hand, probably is without adequate access to drugs. 
 For

example, 	 MOH hospitals do not have pharmacies and do not usually pro
vide medication. 
Rather, their (largely urban) patients must purchase
them in private pharmacies. Pharmacies are 	readily available, but the

prices of drugs are such as to deny them to a large part of the popu
lation*-.
 

In rural areas, drugs are physically much less accessible.

Only 34 percent of (above average) rural medical facilities surveyed

had adequate drug supplies (see Table 6.26). Supplies in such facil
ities typically were purchased retail by staff personnel resalefor 
to patients. Supplies also are available through small general stores

and rural ferias; typically, these are 
 so small that their supplies

?.ree obtained from retailers, then resold by the rural vendors at

elevated 	 -- ices. The combination of a appropriate supply system and 
a health 
 ication system, in fact, could make automedication a major

means for achieving the improvement of health. Similarly, the phar
.aaceutical distribution system--if impioveu--could provide for more
 
afficient and complete delivery of contraceptives, thereby assisting

the 	family planning program. 

* Some selected figures of products prescribed per SSS outpatient
 
visits are:
 

CNSS 	 Overall i.78
 
General Medicine 1.72
 
Pediatrics 
 2.19 
Pneumology 2.17 
Psychiatry 3.88 
Dermatology 2.78
 

COMIBOL: Overall 
 1.75 

*: 	 The only available data on such expenses comes from a market 
survey in La Paz by Michigan State University in which the 
average annual family expenditure on drugs and medicines was 
US$23 or 	1.5 percent of mean family income.(lO)
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2. The Nature of drugs used 

Some 10,000 pharmaceutical products are licensed and in use 
in Bolivia. These could be reduceT to a basic list of four or five 
hundred useful genoric drugs. The larger number corresponds to a 
variety of brand nae variants of these drugs, of non-useful drugs, 
or cf drug combinations, The result is that drugs tend to be more 
oxpensive than ntcessary, due in part to: (a) low volume in individual 
products, (b) use of inappropriate over-expensive drugs, and (c) sales 
promotion expenses. Typically, in the health field, sales promotion
is directed at physicians to a lesser extentprimarily and at retailers. 
Benefits to consumers may accrue from the education of physicians and 
pharmacists by drug manufacturers, but the cost of promotion adds 
significantly to the final price of the product. 

In 1973, the IBSS obtained legislation requiring that drugs

be purchased by all cajas in accordance with a Vadenecum, a list of
 
400 or 500 products. However, it appears that the intended reform
 
has not been successful. Drugs continue to be purchased in the
 
traditional way. ("1)
 

3. Sources &nd marketing of drugs and vaccines 

Vaccines typically are imported. However, both the National 
Laboratory of the MOH and the Ministry of Agricivature are equipped to 
produce some vaccines (e.g., rabies). The Ministry of Agriculture 
production is for veterinary purposes; significant doubt exists as to 
their products' quality. The National Laboratory, at various times 
in the past, has produced vaccines at low cost, of reasonable quality
and in adequate amounts. Hovaver, recurring administrative problems
have interfered with and reduced, its role. Roughly one third of the 
drugs used in Bolivia i manufactured in the country. The estimate 
for 1974 for this production was US$4,0OO,OOO.(12) Both large and 
small (18) manufactures share this market. The National Laboratory
of the HOH is supposed to verify the quality of the domestic products,
but little is done in this respect. 

Prices of nationally manufactured goods are determined by
the governmentc. The MOH, IBSS, and Ministry of Commerce and Industry
together set prices. Their Judgment is based on recommendations from 
the Auociation of Chemical and Pharmaceutical Industries, which in 
turn bases its analysis on cost data supplied by the firms. It is 
suspected that this mechanism is not one likely to insure minimum 
costs. 

The principal biochemical products imported as raw materials
for domestic drug manufacture are identified in Table 6.29. The total 
of ap foximately US$380,000 is largely spent to import antibiotics. 
Vitamihs Bl and B2, analgesics and glucose are also notable in volume. 



Table 6.30 - Importation cf Pharraceutical Products, J971 

Table 6.29 - Imports of Principal Pharmaceutical Iav Materials, 1971 

Article. Amount volde 

Article 
(in 

Amount
Kilograms) Price(In US.Dollars) 

Glandular extracts, including other organs or
secretions 

in Kilograms) 

1,504 

(In US.Dllars) 

26,213 

Vitailnl A 
Vitamins Bj and B 
Vitamin 3 

82 
706 

9 

3,272 
16,353 

71 

Plasmas •.97 
Serums or wheys (biological), not similar to 

national industries' production 
Vitaminlzed artificial serums, not similar 

23,735 

2,679 

15,230 

Vitamin 6 

Vitamin C 
Vitamins D (D 2 , D3, and others) 
latural concentraes of Vitamins A & D 
Mixtures, including any kind of solutions 
end non aq'ueous solutions of poly vitamins 

Other vitamins, non specified 

364 

2,173 
20 
183 

195 
316 

6,81 

9;598 
129 

1,2T4 

3,208 
2,725 

to national productionVaccines, similar-to naticnal production
Vaccines, not similar to sational production 
Microorganism cultures, similar to national 

production 

Microorganism cultures, not similar to 
national production to7 

Other animal serum 

2,440
3,1636

16,266 

70 

2s7 
109 

2,767
1,.09

1n6,780 

15 

68T 
Eypophysia anterlor lobule and siler hormonesCortico-adrenals and similar hormones 
Testicular and similarhormones 

2
186 

1,210 

236
7,106 
5,32h 

Vitamin preparations, similar to nationalroduction 
Vitamin preparations, not similar to natonal 

436 19. 

Pepsin 
Pernet (quiosyn) 
Other enzymes
Heterosides, naturals or synthetic, their 
salts, et.ers and other derivatives 

11rphine, diethyl morphine, ethyl morphine 
speruor~hine, methyl w'rphie (codein), etc. 

18 
1,023 

2, 304 

96 

63 

623 
13,Vt8 
17,846 

2,090 

13,631 

roducto, 
Hormonal prepratione, tsimlar to national 

production
Hormonal preparations, not sin.. Iar to national 

pruction 
pro ic tion not si ir t 
national production 

8,410 

62 

9,360 

19,919 

85,992 

21 

121,311 

1.185,818 
L-"rcotine, fspavertne, thebetn, cotarmineQ'ilnn, quinildine cynconine, cynconidne 21417 J#,0061,321 Alcalold preparations, not similar to nationalproduction 60,391 151,649 
Oher alkplofds d 
Sugars chealcaly purified, glucose 
Sugars chemicaly purlfele, levoluseSugars cheicaly purified, lactose 
Antibiotics, penicillin, their salts and 
dertivtlves 

Antibiotics, chloramphenicol and their 
deri-vatives Including chloromcetine 

Antibiotics, tetracyclin and their 
dtrivatives 

Antitiotlcs tyrotricin
Antibiotics streptomcin 
All other antibiotics 
All other organic compounds 

1,75 
625 

108
103 

3,859 

1,385 

803 
11 

46,189 
935 

9,324 
19,902 

40T86 

8,166 

17,157 

20,311 
10910 

158,508 
1,2T2 

Sulfanilamide preparations, not similar to 
national production 

Drugs used in veterinary medicine, not similarto national production 
Other drugs, similar to national production 
Othbr-drugs, not similar to national production 
Medical cottons,, gauzes, bandaes, not impreg

ated or dressed with pharmaceutical 

substances 

Medical cottons, gauzes., bandages, impregnated 
or dressed with pharmaceutical substancesBindings (sterile) for surgical sutures 

Cements and other products for dental 
obturations 

1,078 
52,352 

839 
658,057 

25,10T 

50,3721,63P 

2,162 

17,91T 
!O,873 
3,260 

3,1h1.38h 

79,871 

130,85912,209 

9,705 

otl 083Sterile 
101,136 378,534 

Opaque substances for radiological examinations 
hemostatic recipients

First Aid Kits 
Other pharmaceutical articles or preparations 

33,773 
3k 

11,139 

398 

19,128 
379 

T,045 
731 

Source: Instituto ecional de Ftadfatica unpublished date1974, 
Total 1,2. ,878 6,014916 
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The IBSS institutions Import their o d , from 
taxes. They are, no doubt, the largest importers of drugs in Bolivia. 
However, each caja imports its drugs separately and independently, and 
a significant opportunity to economize via additional volume discounts 
is thereby lost. 

The importation of drugs in 1971 is indicated in Table 6.30.
 
Again, the amoLunt of antibiotics and vitamins is noticeably large.

There are estimated to be some 60 drug import firms. They form a 
diffuse market, with no single firm dominating the market. The import 
process itself is slow and costly, requiring at least six months for 
the receipt of merchandise. Goods are typically sent by ship to 
Peru or Chile and stored (with considerable theft and storage loss)
until they can be transferred by train to La Paz. Prices for import
ed drugs are fixed by the Ministry of Commerce and Industry. The 
formula is 50 percent profit over all costs: initial price, tran?-porta
tion, taxes, losses, and operational costs. The arrangement is one 
not likely to foster price competition or low prices.
 

In view of these arrangements, it is not surprising that 
there is a thriving black market in drugs. The black market is supplied
by both theft and smuggling. Reportedly, the difference of prices can 
be extreme: a 120 peo.rug on the legal market may be only 15 pesos 

local medical units of both the MOH and the IBSS systems. 


on the black market.f1) 

4. Distribution systems 

*In 
out 

a reform of 1973, most 
of central administrative hands 

innoculations programs were taken 
and made the responsibility of 

Vaccines
 
were to be shipped to epartmental offices of these agencies, and 
costs were to be paid by Departmental vaccine banks, reimbursed by
the agencies. This financing scheme has not proved successful and, 
consequently, the distribution system is in some disarray. At the
 
local unit, there is considerable difficulty due to a lack of
 
refrigeration, hence a consequent inability to store vaccines.
 

The distribution system of the IBSS affiliates is generally
adequate. There are basically three levels of warehouses: central, 
regional, and local. The local repository is usually the pharmacy of
 
the medical facility, whence drugs are dispensed to patients. The 
existence of a separate but parallel distribution system for each 
caja suggests duplication and inefficiency. At all levels of the 
SSS system, facilities are authorized to purchase drugs from private
wholesalers or retailers if supplies are not adequate. It has been 
stated, however, that inventory control and supply systems re genel
ally good, hence that little such purchasing does occur. 14 It is 
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also suggested. however. that there may be considerable theft from this 
system.
 

There are 533 registered pharmacies in Bolivia, 190 of which
 
are in the Department of La Paz. Only 123 are rural, compared with 410
 
urban.(15) Thus accessibility is roughly 16 to one for urban vs. rural
 
patients. By law, pharmacies are allowed a 27 percent gross profit.
 
This margin is perhaps slightly higher than that typical for retailing
 
in Bolivia and, in fact, many products are sold at a slight discount
 
from this control price. Licensed pnarmacies are required to be managed
 
by graduate pharmacists. As shown in section VI-D, a large number of
 
pharmacists are practicing in Bolivia (1,600) especially in terms of the
 
total number of laboratoricr (21), medical facilities (375) and licensed
 
pharmacies (533).
 

In addition to these formal markets, there exist a variety of
 
informal warkets. Traditional herbal remedies are available in every
 
city and every rural feria in Bolivia. Unfortunately, very little is
 
known about this market in economic terms. Tiendas (small general stores)
 
sell some drugs, in addition to their other stocks, in most rural areas.
 
Similarly, MOH health professionals purchase drugs for resale to their
 
patients. In both case, such drugs presumably are purchased retail, and
 
marked up again for resale, increasing the already high prices.
 

Another channel is the group of migrant vendors who sell medi
cines in the rural ferias in Bolivia. Three of these have been studied
 
in 1967. As the autnors state: "There are clear signs that the pre
revolutionary economy is slouly being replaced by a newer commercialism.
 
Aging Ayamara women still sell traditional remedies for the gripe, lla
ma fetuses for luck, and multicolored candles for the favor of the
 
Pachamama."
 

"Alongside this traditional economy, however, is a growing
 

economy of flashlight5, cameras, bicycle parts, radios and even some
 
simple cosmetics. The older sellers of home remedies are being replaced
 
by vendors of Alka Seltzer and aspirins".(16) The authors visited
 
ferias in the Altiplano and found vendors of modern medicines in three
 
out of five markets. Their sources of supply were: retailer, 54 percent;
 
factory, 38 percent; and black market, eight percent. Their drugs were
 
75 percent Bolivian, eight percent Argentine, eight percent Japanese,
 
and eight percent German. The average prices charged by these vendors
 
are higher than in the city, due to the relatively large portion of
 
their goods that they buy retail.
 



5. Conclusions
 

Corrective measures for the above-cited situation areobvious: reduce the number of drugs in circulation, provide anefficient public system for the purchase and distribution of drugs,and refinance the vaccine distribution system. The rural market,now perceived to be virtually non-existent, as a matter of fact ismore important than the urban and IBSS markets in terms of potentialpublic health benefits. Hence signi.ficant efforts would be justifiedto provide low cost drugs and contraceptive through a-low-cost ruralhealth delivery system. The precedent of the 1B.S in tax-free importation of drugs could be followed. 

It remains necessary to identify a minimal formulary ofessential, low cost drugs and to train care providers and users touse these drugs. Within the Social Security System, the problem will
be to put the reduced formulary in effect; that will be possible onlyif there is 
a serious policy decision to accomplish that end. Physicians in the 1SS will have to become conscious of the terrible costs
of their present prescribing habits. An adequate data base and,
expecially, an accounting system is required for this purpose.
 

G. Planning and Information Systems
 

1. Planning
 

Two major difficulties interfere with an adequate analysis
of the health planning system. 
First, it isboth complex and relatively invisible within the government, hence most difficult to study.Second, health planning in olivia does not follow the conventionaldictates of academic, idealized planning theory. 
In view of these
problems, the following discussica is advanced as tentative. 

The idealized concept that the M'H should plan and coordinate the whole health sector is not viable or relevant within thecurrent Bolivian context. In fact, a variety of independent andautonomous agencies control their own processes, almost totally without consLlting the Ministry. 
Not even the legislated controls over
the private sector (through licensure and inspection) are actuallyenforced. 
The private sector ill be accepted as unplanned in this
sense and the following discussion will focus on planning and decisionmaking processes within the public sector. 

Most activity within the public health sector occurs becauseof an historical accretion of resources organized in 
an institution
to respond to a direct demand from the beneficiaries or patients. Th,creation and definition of a health institution in Bolivia can be
accepted as a rare and political decision. Recent examples such as 
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the National Social Development Council (JNDS) and the Bolivian Social 
Security Institute (IBSS) tend to confirm this judgment. Technical 
and professional personnel are involved in fleshing out plans at the 
direction of national authorities, but the original concept typically 
rests elsewhere and the final decision rests with the Presidency. 
Technical and professional skills and judgments, therefore, respond 
to initiatives but do not create nor schedule those initiatives. As
 
has been described in section E, facilities belonging to the MOH 
typically are built at ad hoc community instigation with the approval 
of national leaders including the MOH. Construction by decentralized 
agencies is initiated from within those ageacies, but their decisions
 
also are surely made on political as well as technical grounds. 

Several mechanisms exist by which personnel are appointed 
and removed from agencies. The Bolivians conceptualize personnel in 
health agencies as either political or technical. "Political" offi
cials tend to occupy a small number of policy-sensitive positions, 
typically quite high in organizational hierarchies. They are frequently 
replaced. "Technical" officials in the health sector tend to have 
considerable job stability once hired. Hiring appears to follow two 
main paths: a new agency head will appoint a number of his supporters 
to new positions, or a new position will be created to meet the demand 
of a comunity to increase or improve services in their health services. 
These position-creation decisions also appear normally to be taken at 
the level of the agenzy head. Of course, the construction of a new 
facility also involves and implies the creation of new staff posts or 
"'budget items". In the sense of decision-making, the occupied "'budget 
items" are most important since they commit resources. 

Personnel planning is complicated within agencies by the
 
fact (section VI-D) that educational institutes train professionals
 
in numbers that meet students' demands for education, but do not meet
 
the needs of agencies or the country for personnel. The result is an
 
oversupply of professional personnel. Th2 professional elites, in
 
turn, put organized pressure on government agencies to supply posi

tions. Such pressures for employment are responsible la large part 
for the excessive governmental agency expenditure on personnel and 
their resulting inadequate expenditures for drugs, supplies and 
maintenance. Obviously, unpredicable financing constrains decision 
makers in their approval of investment in new facilities, and in 
their creation of new jobs. The small incremental changes in total 
employment are weighed carefully agains expected increases in budgets. 

As is described in section VI-C, the budget of the MOH is
 
subject to the same problems as that of the overall government. 
Over-estimations of the yearly budget, followed by late year budget 
cuts, reduce non-personnel expenditures, expecially for such items 
as drugs and supplies. Social Security is similarly handicapped by 
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poor financial planning and controls, but solves the Droblem of if.operationaLL aericit by borrowing against insurance reserves for otherrisks. 
 This, of course, limits the investments which normally
(e.g., in other countries) would be financed from these reserves.

The share of the national budget that goes to the public health
sector is decided upon by the President, with inputs from Ministries
of Coordination and Finances. The total income of the Social Security Institutes results from past legal processes which established
 
the Social Security Law.
 

The tecbnology used in determining health services is not
planned per se. 
 It is determined essentially by educational institu
tions in the training of health workers, because the health agenciesare weak in such areas as supe-rvision, medical audits, professional
practice norms, and drug formularies. Administrative procedures are
 so weak as to negate the question of the planning processes that
 
underly them.
 

Thus, we have a picture of a health system in which inputs
and organization are determined by essentially political processes;
hence, in specifying inputs, system there isa in which little certainty and probably insufficient consideration as to what the 
service
outcomes or health results will be. 

Under such circumstances it is not surprising that technicalplanning capacity has atrophied. Directors of health facilities have
little discretion as 
to how they will distribute their budget and
.little real authority over their personnel. Regional authorities
of the MOH, for example, do not participate in the yearly budgetdiscussions nor thein elaboration of long term plans. Central planning departments in and arethe MOH IBSS small, limited to very narrowtechnical tasks, and as often as not prepare documents which are plansin name only. CONEPLAN, which is responsible for national planningand coordination among sectors, is also u.iderstaffed and tends to 
concentrate on broad questions on the health field.
 

A variety of partial remedies have been suggested in
rtevious sections.that, together, would greatly improve the planning
system, i.e.: strengthen planning offices, adding units of physical
and human resources planning to assure that production and distribution are appropriate to need; improve the financial and accounting
systems; decentralize authority to regional and local officials, etc.
These partial remedies share a common feature: they might reduce the
current unrestrained temptation for central officials to make allocation decisions only on political grounds. 
Therefore, if such remedies
 are to be truly accepted by policy makers, it will have to be on thebasis of their conscious decision that technical and professional

improvements will more than compensate for a reduction in their presentreliance on matters of favoritism and political considerations. 
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2. Information rystems and data availability 

In view of the weak planning and decision-making processes 
described and the lack of strong administrative structures, it is
 
predictable that the health information system is poor. In fact, 
there would be no user group for the information developed by a 
system judged good by international standards. Few resources are
 
spent to collect and procesz information. Information is adequate
 
only in a few such internal aspects of medical care administration 
the numbers of outpatient visits, hospital discharges, etc.
 

The situation in vital statistics and demographic data is
 
one of almost complete lack of data. The first census in 25 years
 
is now being planned, presumably for 1975, 1976 or 1977. Currently, 
with the exception of the Malaria Program, which has made its own 
maps and censuses of the malarial areas, all health agencies are 
working on projections of population from 1950.
 

The situation regarding vital statistics is summarized in 
Table 6.31. The estimate of 33 percent for 1973 is somewhat unreliable 
since the National Institute of Statistics did not know the exact 
number of offices that did exist. It should be not be assumed that 
reporting is performed by as high as 33 percent of the Civil Registry 
offices, because even those offices that do respond to inquiries do 
not all send complete information; for example, in 1971 of 789 offi
cials who ever sent information, only 375 (48 percent) sent reports 
every month and 151 (19 percent) of those compl-ing at all sent less 
than half their required reports. The National Institute of Statistics 
at present does not process this information, deeming it too incomplete 
to be useful. 

Data are similarly scarce and unreliable regarding the 
health status or health demands of the population. No up to date 
sample surveys of health status exist, and there appears to be no 
permanent mechanism by which to develop such surveys. The system 
for notification of communicable diseases is deficient. In 1972, 
only 78.4 percent of MOH facilities were sending in such reports, 
and their arrival in La Paz normally was three to six months late. 
Other institutions and private sector physicians scarcely comply 
with the law on these matters. As a consequence of the failure of 
the data system, the health service system is very deficient in 
meeting epidemics. In a recent outbreak of plague, for example, 
there were 14 cases and five deaths before the government knew of 
the problem. It is interesting to note that informal channels seem
ed to work better than formal channels: truck drivers struck, to
 
avoid having to make deliveries in the town affected and, in turn,
 
notified the MOH.
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Table 6.31 - Number and Percentage of Civil Registr I'fces that Provido
 
Vital Statistics by Year an& Urban/Rural Aregs, 1971-1973
 

Total Number U r au
 
Year Number Reporting Total Reporting 
 Total Reporting
 

197. 1708 789 269 153 1437 636
 

1972 1708 
 684 269 113 1437 571
 
(40%) (42%) 
 (40%)
 

1973 1708 560 
 269 82 1437 478
 
(33%) (3OM) 
 (33%)
 

Source: Instituto Nacionsl de Estadistica, unpublished data, 1974
 

Table 6.32 -
Percentage of Ministry of Health Facilities Providing Information
 
on Activities, 1971-1972
 

- . . . . . . .
 

Type of Activity Type of Facility 
 19.71. 1972.
 

Outpatient visits Hospitals 
 98.8 99.7
 

Health Center-

Hospital 85.4 
 91.3
 

Medical Post 
 77.8 89.4
 

Health Post 72.0 84.4
 

Health Center 61.2 . -

Hospitalization Hospitals 96.8 
 99.7
 

Source: Espino, Espernnza, "Inforne de la Mision Realizada en Bolivia del
8 al 17 de Octubre de 1973, Naciones Unidas, unpublished paper,

1973 
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Data on morbidity attended by medical personnel for the
 
la- Occ intruton mor coiplete, &L shovwn ror the MOH3i Tablein
6.23. Peporting in the NSS and other IB"S affiliates is also com
paratively complete.. In general, however, the quality of this mor
bidity data is poor. 
Due to lack of diagnostic facilities, the use
 
of the three digit diagnostic code (WHO international Standard) may
 
not be justified and certainly is not efficient.
 

As indicated earlier in this Chapter, information on

resources--financing, human physicalresources, resources, drugs and 
supplies--is very deficient, as is administration information. 
Various 
suggeStions have been made for strengthing these systems. 

Some information related to the service productivity of
 
resources is available in the public institutions: e.g., outpatient
 
visits per doctor hour, bed utilization rates, etc. Other similar
 
data (e.g., operations per day per surgical suite, X-Rays per day
 
per apparatus, etc.) are not collected. 
No general information
 
exists relative tq the quality of services, and there are almost no
 
mechanisms to generate such data. Medical 
 history forms are to be 
unified over the country in the future, but there now is no such
 
system. 
Spot checks indicate that medical histories are now often
 
woefully inadequate.
 

The existence of limited data does not mean that existing

data are readily available to interested health officials. There
 
appears to be no standard procedures to distribute information to
 
regional and local users, and the transmission (required by law) of 
information from other agencies to the MOH and the National Institute 
of Statistics is very deficient. This information seems to be avail
able only in the central offices of the agency to which it pertains, 
providing it has been compiled. 

3. The health information system 

The National Institute of Statistics (INE) is by law the
 
central agency in the government for the collection and distribution
 
of statistics. It therefore is in charge of the census and of vital
 
statistics, theoretically compiled from forms provided through the
 
Civil Registry. In fact, the Registry is now more engaged in its
 
duties of certifying vital events for legal purposes than in provid
ing vital statistics.
 

Health statistics are the direct concern of the Department

of Biostatistics of the MOH. 
This office is currently in the Divi
sion of Technical Services, but discussion is under way to transfer 
it to the Department of Planning, a most appropriate move in view of 
other suggestions to locate a planning support group in that office. 
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Stat stic -ff14ices have also been established in.i.....t Regional Health
 
office.
 

The IBSS also has established a central statistics department

that now is 'developinga uniform system of health statistics to be used
 
by all of the individual cajas.
 

The National Computation Center (CENACO) is responsible for 
all government electronic data processing. CETIACO works closely with 
l7IE in processing vital statistics. The MOH is. however, in the process
of accuiring a small computer, who'.ch in theory can be used as a satellite 
terminal to the CENACO equipment; '-he IBSS also has automatic data
 
processing equipment of its own, bu' of a simpler type.
 

In the last four years, training has been provided to 161 
persons in health statistics and health information, as follows: 

Out of countL In country 

Biostatistics 1 4
 
Department (MOH)

MCH programs 1 .
 
Regional Health offices 5 67
 
IBSS affiliates 4 57
 
Private hospitals 3 12 

The personnel thus trained should provide the basis for a significant

reform and improvement of the health statistics system. 

The technology used throughout the information system is
 
antiquated. Forms are cumbersome and codes often inappropriate; for
 
example, the definition of a live birth* has not been changed since
 
the Napoleonic Code. Information collected is highly inaccurate, there 
is no sampling, and far more information is collected than necessary.
Processing is duplicative and manual, with almost no automation within 
the health agencies as yet.
 

4. Program of UNrP/PAHO 

Significant improvements have been made in the information 
system of the MOH in recent years as a result of Project 3500 of the
 
UNDP. The forementioned personnel training and computer acquisition
 
are funded through this proJect. A full-time PAHO advisor is assign
ed to the program.
 

A live birth is one that results in "a child human in form in its
 
principal parts who surves 24lihours." Note that deformed chil
dren and those who die the first day are not legally born!
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The project's goals are generally to strength the infra
structure of the MOH health statistics system at national; rPion 
and local levels, to improve vital statistics, to improve morbidity 
statistics (both epidemiological surveillance and attended morbidity 
in the MOH), to improve resource statistics, and to improve service 
statistics. The project will not address all deficiencies in infor
matiorn in the MOH, but will attack the most important; it is probably 
a sufficiently large first stage of improvement. It appears that 
this project ill not affect the situation in vital statistics nor, 

-ill it provide significant assistance to the 123S.
 

5. Health rescarch 

The network of institutions engaged in carrying out health
 
research is very extensive but uncoordinated. A list of 49 agencies
 
involved in health-related research is offered in Table 6.33; the 
list was prepared by the Bolivian National Academy of Sciences, 
which has the legal responsibility of coordinating all research in 
the country, including medical research. Unfortunately, this list
 
is very inconpldte. Major research institutions not listed include
 
the three medical faculties in Bolivian Universities and the MOH. 
The Ministry, for example, conducts research through its LIvision 
offices in La Paz, the Regional Health offices and occasionally
 
through local facilities. 

The importance of applied research for the reform of the 
health sector is very great, and few Bolivian professionals are qua
lified for directing and performing quality research. It is there
fore very desirable to achieve better coordination of research. A
 
possible mechanism would be the creation of a health research com
mittee representing the Academy of Sciences, the National Council
 
for Higher Education (C,.IES), the 11OH, the IBSS and CONEPLAN. Such
 
a committee could be provided with a small but permanent secretariat. 
The first task of the secretariat would be the completion of inven
tories of research capacity and of research projects. This committee
 
could then advise on required research for health, and on funding 
allocation for research through the several institutions. 

6. Conclusions
 

Suggestions made elsewhere in this Chapter about planning
 
and information improvements will not be repeated here. The correc
tion of deficiencies in the information system, grave as they are,
 
will not correct the problems in planning and administration. The 
reverse is not equally true, however. On the contrary, a significant 
improvement in administration and planning will tend strongly to 
cause a correction of the information deficiencies. The problem of
 
demographic information will be resolved for the short term by the 
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Table 6.33 - Institutions 33gaged in Scientific Activities Related to 
Public Health. 

Code No. 
 Name of Institution
 

17-292 Bolivian Association of Protection to the Family 
PROFAK) 17-109 
 Associotion of Studies and Investigations in Odcntolcy

20-270 Atheneum of Medicine
 
20-022 1Ttional Dibrary of Eoliviq
 
20-209 Tiation.! Library

31-04 Bolivian-Az-entine- Center of Scientific Technical Cooperation
36-C09 Center of Scientific end Technical Documentation
 
39-056 Center of Social Investigationz ,

4o-057 
 Center of Archeology investigations of Tiahuanacu
 
42-10 Center of Nuclear Medicine
 
43-037 Center of Social Promotion
 
46-187 INational Center of Computation (C.,ACC)

47-266 National Family Center (C-FA)

49-217 
 Center for the Social and Economic Development

54-297 College of Biochemist and Pharmacy

57-119 Medical College of Bolivia
 
59-012 Bolivian Commission of Nuclear Energy

105-281 Department of Psychology of the 
Catholic University
107-139 Department of Veterinary Medicine of Trinidad
 
116-225 Planning Direction (CO:EPLAN)
 
128-O00 
 National Direction of Antropology

135-111 Humanitarian Assistance Division USAID
 
170-218 Children's Hospizal "Albina de Patio"
 
171-222 Elizabeth Seton Hospital

184-020 Institute of Human Genetics
 
108-115 Institute of Occupational Health (INSO)

201-031 Bolivian Sociology Institute
 
201-121 institute of Lcperimental Biology

206-027 Medical institute
 
208-013 Institute of Transmissible Diseases (INET)

209-216 National i.alar1a a-adication Service (SNJ24)

210-023 
 National Institute of Cancerology

211-028 National Institute of Psychiatry

214-0 7 7  National Institute of Blindness
 
215-085 National Institute of Thorax 
217-091 National Institute of Animal Biology
217-094 National Institute of Infant Adaptation
218-104 National Institute of Animal Biology, Santa Cruz 
238-065 Bolivian League Against Epilepsy
258-067 'World Health Organization (WHO)
259-034 Foster Parent's Plan 
279-017 National Community Development Service (SNDC)
284-£7 Bolivian Society of Ginecoloy and Obstetrics
 
285-269 
 Bolivian Society of Gstroentereology
286-284 Bc:iv-im Society of Orthopedics and Traumatology
287-290 
 Bolivian Society of Pediatrics
 

Inotizutv of Altitude Biology

.olivian Sociezv of ?ulic Henlth
 

Sour-ce: Bolivian N:ztional Acanethiy of Sciencies, unpubi1shed data, 1974. 
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forthcomine census. Long term reform will require major modifica
.........tf• he i v e~itry i uai not pay 
of'f in terms of direct health benefits. 

Care should be taken to assure that an appropriate 
information system it built into an-y future low-cost, integrated 
health service delivery system. Te health promotors and community 
leaiers involved in such a syctem presmnably would be relied on to 
gather, demoranhic data, v-tal statistics, and morbidity date, 
thereby offse;ing the weaknes. of IKE. Sicnifficant attention, wil 
ha.ve to be directed at developing simplified, sampled, automated
 
inforrazion systems for other aspects of planning and adiinistration. 
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I+ SECTORIAL COVR, ATION
 

J+*It! 1.7 v-: difficult in t.any re,pfcts to separwte "I rom 
other UspectsI.of life. The relationships between health -tatus, .econo

m1c si.ctus and education, for example, are interdependent. The solu
tions to "helti'"problems .inevitably demand interventions or 'chanre, 
in rel~ted areas. As a,result of professional and organizational 
specielization, truly integrated pro=+rams--those which directly address 
the need, of the population in ways that take these basic'intexrela
tionships into account--have been scarce and most difficult to create.
 
More often than not, "programs are designed and implemented from a
 

zat.onal_cxaaiand professon -poin--of v . In-Bolvia,- --..... i.nter--. 77-.

sectorial progrems practically do not exist. The closest the country 
has come to crossing the boundaries that separate the sectors is in 
the work of the 1.l1ational Community.Development Service. Limited 
resources, a degree of internal'specialization and a dependence on
 
other -goverment agencies for technical and material and material sup-


LO port at the commuity level, however, have limited the Service's ef + . Y .
:,! :v fectiveness.+ + ."' ':" _+:
 

The present chapter deals with two important problem areas in the 
health field. The first is the serious situation regarding nutrition, 
Inherently, programs aimed at diminishing the high prevalence of ral-. 
nutrition in the country, must involve the agricultural sector, corner

cial and. transportation systems.,educational programs, and other econo
mic segments of the society. Agricultural production now is undirected 
and places little empbasis on 'matters of nutrition. The availability 
of food'commodities varies with the season and the adequate storage of 
food.-products is unknown., Considerable price fluctuations occur.* There 

:are, no food fortification programs. Consumption patterns are based on
 
economics, and low in~comes make the majority of society financially un
able to obtain necessary nutrients. Current programs to meet these
 
needs are extremely limited and inadequate.
 

The second major problem involves comunity health promotion 
activities, especially in the area of health education. Although it 
commands considerable manpower resources, the rural education system 
is so pla'ued with deficiencies that it is ineffective. The Community 
Development Servic. .. level hea lth promotors, buthas trained many local 

.
they lack adequate supervislon as well as technical and material support 
Current prog a of health education concentrate alnmost entirely on the . m s 
dlif'lUl on of inai.Orial and information, but ihcy lack depth'. not 

,: - " +- . . . . I+ • • + -. . . . + + . - ... + 


.

4- ,.+. . :. + ., + , + " r : .. . ...+ ' + + ; .+ • • + • ' :. + + + + •w ' .+ + " + ' + ': £ • :+ 

f ' ' M-.+ '' + " " ' " ' • + , • ' : + ' : + .. . " + ' • + • . .• • • :• " " • ' : + ' . + ; 
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supported by effective actions aimed" at changing attitudes and health 
behavior. 

Progress could be made !n both areas--nutrition and health promotion--through AID-financed programs in health, agriculture and rural

education with participation oy the National 
Comunity Development
Service. Coordinated planning, however, is a aecessary first step.AID loars for both education and agriculture, there are management 

In 

components aimed at organizational and administrative reform, personnel
training and improved information systems. The rural education loanwill stress teacher training, curriculum reform and practical e.xerience.
The agriculture loan will concentrate on key crop production and marketing techniques, and the NCDS will focuse on small farmer organization.
Both agriculture and education propose the establishment of regionalservice and education (nuclear) multipurpose canters for rural develop
ment. 
There is great potential in these proposals, either to achieve
integrated rural development or to create even greater fragmentation.
Without real coordination of all pertinent activities across sectorial

boundaries, better health status 
will be almost impossible to achieve. 

B. Nutrition Program 

1. Introduction: 
Nutrition and Malnutrition
 

The nutrition program for a country involves the agriculture
sector in the production, processing and distribution of food. It also
involves the health sector and its programmatic activities in the areas

of research on nutrition status, recuperation of malnourished persons,
maintenance of good nutrition and reduction 'of the prevalence of
illnesses that increase food requirements. The Health Sector Assessment

does aot pretend to treat all such major areas adequately. One principal

conclusicn related to nutrition is that current information end planning
are inadequate to face the major nutritional problems that Bolivia faces. 

Nutrition problems are not homogeneous in the national population. Specific age groups and specific geographic groups suffer much more serious problems than does the population in general. "Average"
consumption may be high but wide variances in food distribution nevertheless can leave a large portion of the population malnourished. One 
question is the "average" food availability and consumption; another is
the equity of distribution of consumption within the population. 
 Obviously, economic factors are most influential in determining the distribution.
Small children are a population group of special concern; pregnant and
lactating women are another. 

Malnutrition is most serious as a health problem of small
children, in Bolivia as elsewhere in the developing world. This is
illustj.,aad 1 Chapter 1I, wu4cr figures ind.icate thut dbout hu!f of all 
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Bolivian pre-schoolers suffer from malnutrition. In the study of child 
mortality done by PA!IO, 36 percent of such mortality in La Paz and 
30.4 percent in Viacha was directly or indirectly associated with mal
nutrition. This situation may be further explored using the data of
 
Table 7.1. Mortality associated with malnutrition for all age groups

is higher in Bolivia than in the average of the Latin American countries
 
studied. 
However, for Bolivian infants mortality due to malnutrition
 
is mucn closer to regional averages than it is for older children. This

is almost surely related to the fact that most Bolivian mothers nurse
 
their infants for an extended period.
 

As other foods are introduced and nursing is terminated, the

child faces serious nutritional problems. The Nutrition Survey of
 
1962, for example, indicated significant reduction in gro.-th from age

six months to age two years. The beneficial effect of long nursing
 
on the health of the child is also indicated in Tables 7.2 and 7.3.
 

Table 7.1 - Mortality Rates* due to Nutrit onal Defi iency 
(Principal or associated cause),by Age Group
 

Location 
 Less than One year Two to Total less
 
one year four years than five
 

Average of
 
Latin Ameri
can Projects 1,867.6 687.5 155.8 660.3
 

La Paz 2,029.4 1,477.3 285.1 958.6 

Viacha 2,941.2 2,676.1 267.4 1,462.7
 

* 	 Rates for children less than one year of age per 100,000 live births; 
for other children per 100,000 inhabitants. 

Source: 	Rice Puffer, Ruth and Carlos V. Serrano, Caracterlsticas de la
 
Mortalidad en la Niaez; Organizaci6n Panamericana de Salud,

Publicaci6n Cientifica No. 262, Washington, D.C., 1973, p. 177.
 

Pregnant and lactating women also are a specific concern of
nutrition programs. High nutritional demands are placed on such women.
 
The only available information on such women in Bolivia comes from a

small sample done in the Nutrition Survey of 1962. Some data suggest

a slightly worse nutritional status for these women than for the
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Table 7.2 - Percentige Deaths from Diarrheal Disease in Children 28 days to 
5 Months of Age 

Location Never Nursed one Nursed less Not

Weaned month or more than one month nursed 

Average Latin
 
American Projects 31.7 51.4 54.2 51.7
 

Bolivia 26.3 31.4 	 32.4 42.9 

Source: 	Ruth Rice Puffer, Carlos V. Serrano, Caracterlsticas de la Mortali
dad en la Nifez, Organizaci6n Panamericana de la Salud, Publicaci6n
 

C.1~~~. -I-.- cz .	 6c 

Table 7.3 - Percentage Deaths for Children Less than One Year of Age with
 
Malnutrition as Basic or Associated Cause*
 

-Lbcation Never Nursed one Nursed less Not
 
Weaned month or more than one month 
 nursed
 

Average Latin
 
American Projects 34.1 49.2 50.0 51.5
 

Bolivia 	 37.1 40.7 
 51.3 50.8
 

* Percentages of deaths from these cases in Bolivia are lower than for the 
average of Latim American countries due to the relatively high incidence
 
of other causes of death in Bolivia, especially communicable diseases.
 

Source: Ruth Rice Puffer, Carlos V. Serrano, Caracterlsticas de la Mortalidad 
en la Nifez, Organizaci6n Panamericana de la Salud, Publicaci6n 
Cienrifica No. 262, Washington, D.C., 1973, p.284 
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population as a whole, but no statistically significant differences were
 
found in the small sample. The nutritional status of the country was
 
relatively better in 1962 than it is now, however, so these results may

have been changed. A study of anemia in 35,000 women of child bearing
 
age in Bolivia, now being conducted, may resolve the question of the
 
current nutritional status of women.
 

The entire pcpulation may also be divided into three general
 
groups accordinig to the food systems that serve them: 
urban populations;

subsistence farmers, primarily in the high and middle altitude zones; and
 
workers in the modernized agricultural sector, primarily in the east of
 
the country. In Table 7.4, data indicate that people in the warm, low
 
altitude 
zone had notably poorer diets in protein, and slightly higher

calorie consumption, than their counterparts in the rest of the country.

Similarly, in Table 2.6 of Chapter II the data indicate considerably
 
less child malnutrition in the Santa Cruz area than in other parts of
 
the country.
 

a'h.an 7.L - i,,ho- Ilust te, the nature of the nutrjition pro
blem. 
Food energy production in 1962 was somewhat inadequate, but in
 
much of the country protein production was adequate (the latter is 
no
 
longer true).
 

Table 7.4 - Percentage of Nutritional Intake Attained .in Different
 
Regions of Bolivia, 1962*
 

High Middle Low
 
Nutrient Altitude Altitude Altitude Bolivia
 

Zones Zones Zones Average
 

Calories 83 84 88 84

Protein 105 107 
 92 103
 
Calcium 20 
 22 22 21
 
Iron 158 
 137 115 
 138
 
Vitamin A 67 80 35 58 
Thiamine 69 88 48 70 
Riboflavin 44 48 39 44 
Niacin 94 95 69 89 
Vitamin C 17 138 125 
 120 

*Based on National Research Council recommended allowances.
 

Source: 	U.S. Department of Defense, Bolivia Nutrition Survey, Report of
 
the Interdepartmental Committee on Nutrition for National Defense,
 
La Paz, 1964, pp. 130-131.
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Calorie production would still have to play a major role in any nutri
tion program. Specific deficiencies of high value were noted in Calci
um, Riboflavin, and Vitamin A, but the relative importance of these
 
deficiencies is low as compared with those of calories and protein.
 

Table 7.5 illustrates the relation of food consumption to
 
income. Of course, income is confounded with other variables since
 
urban residents have much higher incomes than rural residents. None
theless, the variation is marked.
 

2. Agricultural production and food consumption
 

'i!ubc Y.6 chows apparent consumption frcm food balance charts 
for 195Pj-62 und 1970, and a projection of apparent consumption for 1980. 
The nutritional implications of these projections are surprising. If 
consumption continues to evolve in the 70's as it did in the 60's,
 
nutritional status will improve (Table 7.7); however, one problem may
 
be noted. Protein sources are judged by how fully the protein can be
 
used by the body. High quality protein is si-milar to that found in
 
animals and meat. On the whole, grains yield relatively low quality
 
protein, due to the different balance of amino acids they contain. As
 
the animal protein in the diet is reduced, and as it is replaced by grain
 
protein (low in lysine), the nutrition value of the diet, per unit of
 
consumption, may be reduced.
 

Table 7.5 - Calories Consumed per Day by Income-Group in Bolivia, 
197o 

Economic Percentage Calories
 
Level of Population per dey
 

Low 50 1,356
 

Medium 30 2,165
 

High 15 2,861
 

Very High 5 4.,813
 

Source: FAO, "Estudio de las Perspectivas del Desarrollo Agropecua
rio Dara Sud Am~rica", PSWAO/01, August, 1972. Quoted
 
in Torrico, J.O. "Factores y Recursos Dara la Produc
c16n de Alimentos", Thesis,Faculty of Geosciencies,
 
University of San Andris, .La Paz, 1974.
 



Table T.6 - Projected Consumption Patterns of Basic Food Stuffs, 1980 

F o o d I '.e a 
Apparent 

Consumption 
1958-192 

Apparent 
Consumption 

1970 
Percent 
Cfl6hge 

Predicted 
Consumption 

198( Ttal 

Apparent 

Grams 

Per Capita Consumption 1 9 8 9b 

Calories Grams Protein 

Fish 

Barley 

Beef and Veil 

1.14 

30 

TO 

-

2 

52 

-

-

-

100 

93-3 

25.7 38.6 18 

-

-

20.14 

-

_C 

3.9 

Mi1lk 

Qulnua Canihua 11.5 

61 

9 

-

-

23.0 

21.T 

49.6 

7.0 

23 

3.3 

13.1 

11.6 

.V 

.& € 

Sheep, lamb, laa, 

Corn 

Poultry.,rabbit 

Other fruits 

alpaca 2A4 

160 

5.5 

137 

19 

128. 

5 

134 

-

-

-

-

20.8 

20.0 

9-1 

1.2 

15.0 

102.4 

4.5 

131 

7.3 

49 

2.3 

60 

9.8 

178 

3-9 

25 

1.4 c 

16.9C 

O.-e 

O.5 

Pork 18 19 5.5 20 9.8 18.8 1.8 

Yuca, sveet potatoe 135 153 13.3 173 81 120 0.7 

Potatoes, oca, oliuco 

Fats and oils 

Sugars 

Rice 

Other vegetables (including 
pulses) 

Wheat 

Plaintains and banrns 

O 

15 

7k 

28 

1" 

144 

91 

715 

21 

106 

43 

254 

250 

173 

28.8 

1O.0 

43-2 

53.6 

54.9 

T3.6 

90.1 

663 

29 

152 

66 

393 

434 

3AT 

311 

1A 

72 

31 

184 

205 

1 

246 

112.3 

215 

113 

71 

720 

176 

8.8 

-

2.2d 

I. d 

22.0 d 

1.7 d 

Total 2,10i6.9 51.4 

a In 1,000 metric tons 
b Assuming poplation of 5,645,000 for 1980 
C Decreasing in total amount 
d Increasing faster than population 
e Animal pretein - 7.1; vegetable protein - -3 

Source: For apparent consumption data 1D58-1962 and 19iOF UID/Bolivia, Agricultural Development in Bolivia: A Sector Aseaaent, La Paz, 
August 1974, pp. 9 and 11. 
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Table 7.7 - Projection of Per Capita Nutrient Availability 

Grams Grams Animal

Year Calories Protein Protein
 

per Capita per Capita per Capita
 

1958-62 2,108 66.1 19.9
 

1970 1,833.6 48.7 12.9 

1980 2,lo6.9 51.4 7.1 

Source: Table 7.6. 

The nature of the phenomena involved in this projection is
 
clear. The consumption of meat (with the exception of pork), fish
 
and milk is being reduced in absolute amount, as Is Lae consumption 
of such grains as barley, quinua and corn. Pork and tuber consump
tion, however, is increasing, but at a lower rate than current popula
tion growth. The diet is shifting to plantains, wheat, rice, and
 
sugars - all very low quality foods.
 

Worse, the projection of this diet would require that one
 
third of calories and more than 40 percent of protein must come from
 
wheat and flour approximately 80 percent of which is imported.
 
(Table 7.8). Wheat imports historically have represented nearly

half of Bolivia's total imports. This historical tendency, if conti
nued, would imply a progressively greater expenditure of foreign
 
exchange reserves on food imports and a still greater dependency on
 
foreign agriculture supplies.
 

The situation relating to production of agricultural products

is illustrated in Table 7.10 and Table 7.11.(l) Certain crops (wheat,
 
sugar cane, and rice) have prices set by the government. The remain
ing 10 crops have all increased in price, indicating that demand has
 
increased faster than supply. The prices of six of these crops (qui
nua, corn, other tubers, vegetables, citrus fruits and barley) increa
sed faster than their rates of increase in production during the past
 
ten years. This suggests inelastic supply schedules. Most of these
 
crops are grown on limited land areas of the Altiplano and valley
 
zones where significant supply response is difficult.
 

The relatively slow increase in the price of quinua, barley

and other tubers, given the very small increase in supply, reflects
 
only a sltght increase in demand for these products. All are
 



Table -.8 - Production and Importation of Wheat and Flour, 1970-1973 

a WTotal 	 Import
"
Year Wheata Wheata Flourb Equivalentb wheat equi- Total Wheat Percent
 

Production Importation Imports wheat or flour valent consumption Import

M/T M/T M/T imprts, M/T M/T M/T
 

1970 44,190 45,673 116,603 160,000. 205,673 249,863 83
 

1971 47,106 46,283 123,324 170,000 216,283 Z63,389 82
 

1972 50,555 82,752 100,475 139,000 221,752 272,307 81
 

1973 52,700 .62,333 76,0OO 105,000 167,333 220,033 76
 

aTorrico, J.O., 
"Factores y Recursos para Ia Producci6n de Alimentos", Thesis, Faculty of Geosciencies, 

bUniversity of San Andres, La Paz, 
1974. 

Using a conversion factor of 1.38 M/T wheat per M/T flour
 

Source: 	 Daly, John, Consultant Report,
 
USAID/Bolivia, 1974
 

Lii 
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Table 7.9 - Price and Indices., La Paz, 1960-1974* 
Cost of Living 

Price General Cost ofYear Food Index Living Index 
La Paz La Paz
 

1960 
 82.5 
 73.0
1961 87.1 78.51962 89.3 83.1
1963 
 86.6 82.5
1964 
 88.9 90.91965 
 91.6 93.51966 
 100.0 
 100.0

1967 
 16.1 111.2
1968 
 124.7 
 117.3
1969 127.3 
 119.9

1970 133.1 
 124.5

1971 138.4 
 129.1

1972 147.2 137.5 
1973 198.7 
 180.31974 (Jan.) 308.6 
 254.6 
1974 (Feb.) 355.1 
 286.1
 
1974 (March) 362.7 , 291.3 

* 1966 = loo 

Source: USAID/Bolivia, Agricultural Development in Bolivia,
A Sector Assessment, La Paz, August 1974, p. 13.
 
traditionally produced and consumed as 
subsistence crops in rural areas
of the Altiplano and valleys, where population has increased slowly
and income has increased hardly at all. 
The income elasticity of
these crops is obviously low. 
 Finally, the preferences of urban
consumers for such crops is quite low. 
 In contrast, more rapid increases in the prices of corn, vegetables and citrus fruits, given
small increases in supply, reflect relatively larger increases in
demand. 
Hard corn due to rapidly rising demand for animal protein
has experienced strong demand pressure from the commercial livestock
sector. 
Bland corn for human consumption has been subject to increasing population pressure and rising income. 
 Corn is widely consumed
in urban as well as rural areas, especially in the valleys, and likely
has a 
positive though small income elasticity of demand. Demand for
both citrus fruits and vegetables has increased due to increased
population, shifting tastes and preferences as rural people move to
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urban areas, and from increased income given the positive and relative
ly high income elasticity associated with these products.
 

The four crops whose prices increased more slowly than
 
production are pctatoes, dried beans, bananas and plantains, and yuca.

Potetoes and dried beans experienced relatively slow price increase.
 
This is due to increase in demand which only slightly offset the
 
modest increases in production. Potatoes are a major subsistence
 
crop in rural areas of the Altiplano and valleys, as are beans in the
 
Oriente. In addition, potatoes are a staple in the diet of most urban
 
consumers. 
 Most demand pressure has come from increased population,

and to a much lesser e:.tent from increased income since the income
 
elasticity associated with both crops is probably relatively low.
 

Perhaps the most paradoxical price increases are those for
 
b.na..and p~~lantan, n yu%. Prices fr these products increased
 
rapidly at the annual rates of 6.8 and 4.5ipercent, respectively.
 
Production has increased even more rapidly, however, and one would
 
have expected p.ices to increase at much lower rates or even decrease,
 
given the limited demoand usually associated with these products (except
ing perhaps bananas).
 

Likely these rapid price increases (and to some extent those
 
for vegetables, citrus fruits and corn) can be explained by internal
 
population shifts, associated shifts in tastes and preferences, and
 
resultant substitution effects from relative price changes. First,
 
the rural population of the Altiplano and valleys i- shifting to rural
 
areas of the Oriente. Although no data are at hand on the rate of
 
population increase for rural areas of the Oriente, it appears to be
 
much greater than the average rate of population growth for the nation.
 
This has put increased demand pressure on yuca, bananas, plantains,
 
and citrus fruits.
 

At the same time, rural-urban migration has helped the urban
 
population of Bolivia grow much more rapidly than the nationslaverage
 
for total population of 2.6 percent in the last 5 to 10 years. For 
example, the rate of population growth in La Paz is estimated to be at
 
least 3.5 percent per year, and cc! avable rates are found in other 
cities. The tastes and preferences of rural-urban migrants tend to
 
shift toward vegetables and citrus fruits and, to some extent, to
 
corn. 
Finally, higher prices for nutrients in potatoes, beans, other
 
tubers, and cereals may have resulted in a strong substitution effect
 
for yuca and bananas as relatively cheaper carbohydrates. No definitive
 
evidence Ls at hand, however, to explain the rapid increase in average
 
prices for these twq crops.
 



Table 7.10 - Production, o.on:,iption '.rcvth Pte= ani leam Pri-ce: for Ilariouzc f. riplturl 
Products, 1972 

Jpp1972 1970 Annual Pate of G~rowth 1)S3-72Product Production Apparv.nt Conciwmption Production i'nm Price 
M/T I., M/T U-4 /TT 


quinua 9,542 9,000 -0.52 2.34 
Corn (grain) e 
Other tuber: d 
Wheat 

281,9,4 
36,871 
53,P58 , 

128,000 
a 

250000b 

0.29 
0.95. 
1.37 

9.30 
3.59 

Vegetables e 
Citrus fruits 

203,084 
87,837 

254,000 b 1.80 
1.91 

5.72 
12.76 

Barley
Potatoes 
Dried beans 

63,757
668,596 
12,102 

2,000 
515,003 

b 

2.61 
3.27 
3.43 

3.30 
1.87 
2.95 

Sugar cane 
Bananas 9 

1,363,075 
329,687 173,000 

5.22 
6.82 6.77 

Rice h 75, 515 43,000 7.74 
Yvca 232,919 153,OCO a 7.79 4.49 

a. Yuca and "other tubers" are included in the same category of "yuca" in apparent
consumptiun 197z:. 

b. Vegetables, including pulses are included under vegetables in apparent consumption 1970. 
C. Corn production includes hard grain for livestock as well as soft grain for humans. 
d. Include: sweet potatoes, oca and papalisa. 
a. Includes swe-.t corn, onion3, tomiatoes and green peas.
f. Includes orarget, tangerines, lemons, grape fruits and limes.
 
g. Includes plainta:is. 
h. Unbulled. 

Source: 	 Whit kier, Morris D. and E. Boyd Weunergren, The Status of Bo-livian Agriculture,
Praeger, Inc., in print. 

Table 7.11 - Changes in Yield, Land Use and Growth Rates for Various Agricultural Products, 
1963-5 and 1970-2
 

Annual Rate Percent Overall

Product 	 Change Yield Change Land Use Annual Rate of 

63-65 and 70-72 63-65. to 70-72 Growth 63- 72 

Wheat 
 4.8 . -22.77 	 1.37 
Potatoes 	 4.5 -10.14 	 3.27
Quinua 3.8 	 -24.32 -0.52

Yuca 
 2.1 	 40.66 7.79
 
Vegetables a 	 1.5 
 30.92 	 1.80 
Barley 	 0.2 
 15.02 	 2.61
 
Corn b 	 0.2 
 1.32 	 0.29
 
Rice 0 -0.2 	 55.11 7.74
Citrus d -0.7 	 20.27 1.91

Plaintains & banainas -0.7 	 62.38 6.82
Zugnr cuie 	 -0.7 41.78 	 5.22

Other tubers e 	 -1.3 17.61 	 0.95
 

For yield and overall Includes sweet corn, onion-, tomatoes and green peas.
For land 	includc onions, tomntocs, green peas, spanish beans, garlic, carrots, dried peas,
 
and dried hor'tbenns. 

b. Included corn Ior livestock and hum$ans. 
c. Unhall,.d rive. 
d. Ormices truik,trit&(s, letronc, srnp)e fruits, limes., 

e. weet 	peoto:.., ,ca uid papalsla. 

'oturcc: Whuitcar, !'orris D. .nd Z. loyd Ve,-ir,ren, T-hetta u: of .k:livianA'riniturc,
P'ractLer, 	 Inc., in prinL. 

http:Apparv.nt
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Examining Table 7.11 it 
can be seen that three crops: wheat,
 
potatoes and quinua, have experienced simultaneously great increases
 
in productivity and significant decreases in land planted. 
In fact the
 
reduction in planting, assuming that marginally producing lands are
 
withdrawn, would explain a portion of the increase in yield.
 

The remainder of the increase is probably due to improved

technology and factor inputs. As can be 
seen in Table 7.12, these
 
crops are grown primarily in the AltipLano and valleys where available
 
land is sharply limited. The freed land in these areas has been put
 
into corn, barley, oats, miscellaneous, tubers and barley hay which
 
continue to show low increases in yield.
 

Such crops a.: plantains and bananas, rice, yuca and sugar 
cane have experienced great increases in planting, with little increase 
in yield. They are typically grown in the tropical lowlands, where 
there are great tracts of new land that can be opened. The effort in 
these areas has been to increase the land factor in the production
 
function, while leaving technology and other inputs relatively stable.
 
Of course this area of the country enjoys a higher technology and more
 
modern factors than the Altiplano and valleys.
 

Table 7.12 - Cultivated Areas of Selected crops by Area, Bolivia, 1972
 
(Thousands of Hectares). 

Altiplano Valleys Oriente 
Crop La Paz, Oruro Cochabamba, Tari- Pando, Beni
 

Potosf ja, Chuquisaca Santa Cruz
 

Wheat 	 19.9 49.1 0.2 
Potatoes 	 52.5 33.2 
 2.1
 
Quinua 14.1 - .
 
Barley 60.1 21.3
 
Corn 26.0 
 125.9 75.5
 
Rice 7.6 4.1 
 34.0
 
Citrus 3.0 1.4 
 1.9
 
Plantains and
 
bananas 2.5 
 10.0 4.1
 
Sugar cane 
 - 6.1 34.3
 
Coffee 13.3 2.1 -

Coca 	 2.2 4.1
 

Total land oc
cupied by agricul
tural production 410 311 221
 

Source: 	 Whitaker, Morris D, and E. Boyd Wennergren, The Status of Bolivian 
Agriculture, -. :;er, Inc., New York, in print. 
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The Agriculture Sector Assessment identifies general problems

in terms of the lack of adequate government suppcrt of the sector, lack
 
of research, of top scientific manpower, and of inadequate training of
 
intermediate level manpower. The AID agriculture strategy is to attempt
 
to assist in resolving these problems.
 

In the traditional 5ector of small farms (85 percent of farmers,

with a typical farm from two to three hectares in size) these problems
 
are gravely confounded by lack of education and knowledge of the farmers,
 
lack of land, lack of credit, lack of modern technology (improved seeds,
 
fertilizers), lack of water (irrigation), lack of capital, lack of market
 
information, and lack of accecs to markets.
 

While 175,000 or more of these campesinos are expected to
 
migrate during, the Th's, tae population cf the Altiplano and the vulleys 
continues to increase. Most available lind in tiiese urea, is either in 
production or in the fallow phase of a long productiun yield. Without
 
improving the production technology, the amount of land that can be put
 
into production is fixed. While increases in yield in potatoes, wheat
 
and quinua show that new technology can be effectively introduced in
 
these areas, most of the traditional sector is only very slowly integrat
ing into a market economy and a modern agricultural practice. To increase
 
the speed at which this occurs, it appears that the whole range of problems

affecting and limiting this sector will have to be attacked simultaneously.
 

The AID agriculture assistance strategy is to focus on limited
 
geographic areas of the agricultural sector. Within those areas, stress
 
is to be placed on the following crops: corn, wheat, rice, barley, other
 
cereals, potatoes, forages, vegetables, and selected other crops which
 
are important as income earners in the small farm sub-sector. From a
 
nutrition stand point, it may be suggested that some attention be given
 
to the production of pulses and high protain grains to supplement the
 
grain program since if the campesinos raise poultry, swine and milk 
cattle, it will probably be for marketing in the first place and for
 
a considerable time, the remaining grain and tuber production would
 
then provide a diet lacking in essential amino acids.
 

The demand for migrant workers in harvest season - estimated
 
in 10,000 for sugar cane and 90,000 for cotton - may be discussed in
 
some detail as creating special health and nutrition problems. Such
 
workers are typically subsistance level farmers from the highlands who
 
work for the season, and then return to their farms. 
They are poorly
 
supplied with environmental and medical services. 
Work in such occupa
tion is demanding and nutrient requirements go up. The results are
 
predictable: poor nutritioril status, leading to high vulnerability to
 
disease, faced with high exposure, leading in turn to high disease
 
prevalence, which complicates and is complicated by the poor nutrition
 



319
 

status. The entirc cycle is cited as a reason, in addition to low wager,
 
why workers have not been available in sufficient number to harvest
 
cotton. Nutritional programs based on the integration of plots for
 

family food consumption, and improved environmental and medical services
 

would greatly improve the situation - probably at low cost. A particu

larly important aspect is medical screening of applicants and migrants.
 

The benefits of such a program would include greater work
 
productivity and less reluctance of workers to participate in the har
vest, with direct economic benefits in the productivity of these sectors.
 

A second benefit would accrue from the reduction of the spread of disease.
 

Migration of farm workers to Argentina and back and the mass migration
 
of workers from the highland to the lowland of Bolivia creates a major
 

potential for the spread of heretofore locally contained diseases, and
 
for the acceleration of problems by the change of environment.
 

Returning to the factor problems of the agricultural systems
 

of the eastern part of the country, the small farmers face most of the
 
same problems as those of the Altiplano and valleys. The one exception
 

is that the small farmers of the east are considered to be more open
 
to change.
 

One final problem deals with the amount of protein lost due to
 

animal diseases. As reported in Chapter V.C., it was estimated that in
 

1972 there was a total loss of 7.7 million kilograms of meat and 10.2
 
million liters of milk due to hoof and mouth disease, bovine rabies
 

and brucellosis.(2) This represented a conservative estimate of ap

proximately 612,000 kilograms of milk protein and 4.62 million kilograms 
of consumable animal protein, or an available protein loss of 2.8 grams 
per person per day. The potential for improved nutrition is substantial
 

in that 2.8 grams is 17.5 percent of the average national intake of
 

animal protein (16 grams per person per day(3) and represents about a
 

15 percent available protein loss due to zoonosis.
 

3. Food processing, storage and transportation
 

The situation in these areas is one of negligibly small existing
 

infrastructure. Meats and fish are processed in extremely rapid fashion
 
due to an aluost complete lack of refrigeration. (In 1967, according
 

to the Michigan State University, La Paz Market Survey, only 12 of 30
 

meat wholesalers in La Paz had refrigerators. Slaughtering is done on 
a custom basis, since no refrigerative equipped slaughter homes existed). 

Table 7.13 shows the spoilage of several foods. Note that from ii to 

35 percent had to be discarded or sold with a discount due to spoilage. 

In part, this problem stems from poor transportation facilities and 

practices. The price fluctuations in Table 7.14 attest to lack of storage 

practices, since prices in the off-season are 54 percent higher for rice 
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and 166 percent higher for potatoes. In part, this lack of storage is
 
due to government pressure ageinst speculation, but in part it is due
 
to lack of storage facilities.
 

Table 7.13 - Spoilage Conditions by Type of Product, La Paz, 1967 

Product 
To Sales at 

Discount 
Average 
Discount 

Percent Product 
Completely 
Spoiled 

Bananas 
Potatoes 
Tomatoes 
Onions 
Carrots 
Lettuce 
Cabbage 

20 
7 

10 
6 
7 
8 
IO 

23 
7 

15 
11 
11 
16 
11 

15 
6 

13 
5 

13 
9 
3 

Source: 	Michigan State University, Market Processes in La Paz, Bolivia,
Latin American Studies Center, Research Report No. 3, East 
Lansing, Michigan, 1969, p. 102. 

Table 7.14 - Price Movements in Potatoes and Rice During 1966* 

Month 	 Potatoes 
 Rice
 

January 107 154
 
February i00 130

March 100 130
 
April 100 100
 
May 107 100
 
June 107 115
 
July 	 120 108 
August 	 133 
 115
 
September 	 200 
 115
 
October 266 115 
November 24.0 115
 
December 160 	 115
 

* April 	= 100 
Source: 	Michigan State University, Market Processes in La Paz, Bolivia, 

Latin American Studies Center, Research Report No. 3, East 
Lansing, Michigan, 1969, p. 194.
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Transportation of food is primarily by truck (and airplane in 
the case of the transportation of meat from the eastern part of the
 
country to urban markets). Trucks are owned either by small entre
prene _ or by the government. Price advantages of trucking over rail
road shipment have been demonstrated, and mitigate against rail ship
ment of foodz. The principal problem of the current system is the
 
extreme iacK of roads. This causes failure to market in time of bad
 
weather. n the best of cases, transportation costs are high . Improve
meit of this system of storage and ranzport of food:, by cu~ting both
 
food losses and food prices, might ctinulate production u id probably
 
more significantly improve nutrition.
 

In terms of processing there appears to be no significant use
 
of food additives of any kind. An opportunity for such programs should
 
be available through the five large firms who dominate the importing
 
and wholesaling of flour, canned goods, pork larcl and, to a certain
 
extent, edible oils. Such a program would potentially be a reasonable
 
one for attaciing the secondary nutritional priorities of specific
 
vitamin and minerpl deficiencies noted previously.
 

An area deserving serious consideration is the development of 
a low cost, high-protein vegetable mix for pregnant and lactating women 
and for small children. (It is emphasized again that breast feeding 
should be strongly encouraged for infants; the mix program is for 
mothers, and for children of ages six months to two years). The popula
tion in question is approximately 12 percent of the total population, 
and is biologically very vulnerable. In traditional societies, and in
 
Bolivia in particular, death rates are very high in this population
 
and are strongly correlated with poor nutrition. The problem is noc
 
only one of availability of food, but also one of digestibility. A
 
small child literally cannot eat enough of low quality foods (such
 
as yuca, plantains, sugar syrup) to obtain required protein, or even
 
to survive. New vegetable protein mixes (Incaparina, etc.) provide
 
a high quality food at low price. The development of a production
 
plant for such food, put into a marketing and distribution program
 
through health services and other channels, should be investigated. It
 
might also provide additional market stimulus for the agricultural pro
gram.
 

4. Distribution Systems:
 

a. The urban system
 

The distribution system in Bolivia is extremely inefficient
 
and introduces large increases in cost of food. Table 7.15 illustrates
 
this point for a variety of staple foods. In 1967, the percentage of
 
food cost that vent to the farmer was 52 to 77 percent if he sold in
 



Table 7.15 - Percentanges of Retail Pricq of Selected Products Absorbed at Each Level in
 

Channel, 1967
 

ro 

Point of
 
Distribution 
 Onions Tomatoes Carrots 
 Cabbage Bananas 
 Rice*
 

Initial Sale at Country Fair
 
Producer 
 34 45 48 51 
 32 56
Country Assembler 18 
 14 12 11 
 52 22
Wholesaler 
 28 21 18 
 17
Retailer - 520 20 22 
 21 23 
 17
 

100 
 100 100 100 100 
 100
 

Initial Sale at La Paz
 
Producer 
 52 59 60 
 62 77
Wholesaler 
 28 • 21 18 
 17 -Retailer 
 20 20 22 
 21 23
 

100 100 
 100 100 100
 

Initial Sale at Farm
 

Producer 

Assembler (miller) 32 1
 

37
Wholesaler 

37
 

Retailer 45 5
2317
 
100 100
 

*Rice sold at mill rather than country fair.
 

Source: 
 Michigan State Ulniversity, Market "Processes in La Paz, Bolivia, Latin American Studies
Center, Research Report No. 3, East Lansin 
 Michigan, 1969, pp. 199-202.
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La Paz, but only 20 percent of ford was so sold. For the remaining 80 
percent cf food, producers received only 32 to 56 percent. Retailing 

cozts vere always about 20 percent of total costs. 

Retailing and country assembly are botii activities done 
by a very.- 'ge nurbcr of' people, :ori wLth little cpital an3d 
often , ii 1vow total incor~e. in La ?az in i9'7, with !n cstimuLted 
popul~t~: sii'ht± - 1h ezes cf Q,0JC' !TIert,cre btcut !0,OO' food 
retai ler:. 

While their gross margin of profit was low, a more ef
ficient uyatem with relatively large retail outlets would, it was
 
estimatocd. cc able to reduce prices by th:ee to five percent-. More
 
significant zavings would be achieved if such outlets could, by vertical
 
integration, abscrb the roles of one or more middlemen.
 

A significant policy problem for USAID in the refc-rn of 
the urban distribution system stems from the fact thau the vast majori
ty of persons wori:ing in this area re w1omen. While their inccmeF are 
not large, even by Bolivian urban standardz, this employment is often 
the major source of f-mily income, and provides the women with a 
certain de-ree of social position. A rationalization of this s.stem 
would a2r!ost certainly reduce such empboc-ents and might very well 
result in males displacing females in the mere important posts in a 
reduced Tystem. Thus, in keeping with AID's policy of trying tc: assisz 
in improving the role of women in the society, alternative emplo ment 
opportunities should be provided for women displaced from retailing 
by AID programs. Roles as health promotors would perhaps be appropriate. 

The importance of savings in food purchase can be estimat
ed through inspection of Table 7.16. For the lowest third income group 
of the pcpulation, two thirds of expenditures went toward the purchase 
of food. Nearly 60 percent of expenditures for middle income Groupc 
was expended on food. Both groups experienced net deficits in trying 
to live on such incomes. The high inflation in food prices in recent 
years (Table 7.9) had obviously gravely strained the capacity of these 
people to buy food (Table 7.5). 

Currently, the government maintains vrice controls on a 
variety of foods: wheat, sugar and rice being among the most important.
 
There is some question as to the effectiveness of the administration
 
of these controls. 

Their effect is to subsidize the consumer at the expense 
of producers and the marketing system. It would appear that such 
subsidy may be required. The high percentage of income for food 
expenditure of the urban poor, and their poor nutritional status,
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indicate that redistribution will be required for the problem to be
 
solved, as well as 
increased efficiency of food production.
 

Table 7.16 - Family Income, Expenditures and Marginal Propensity to
 
Consume by Income Class, La Paz, 1967
 

Lower Third 
 i4iddle Third 
 Upper Third

Item 

US$ Fraction US$ Fraction US$ Fraction
 

Family Income 
 560 	 1,096 2,914
Food 
 437 o.657 717 0.584 
 1,308 0.390

Clothing 
 80 0.120 155 O.126 446 0.133
Housinga 
 72 0.107 167, 0.136 403 0.121
 
Miscellaneousb 
 77 o.116 189, 0.154 622 o.185
 
Savings (deficit) (106) 0.000 
 (132) 0.000 135 0.171
 

aIncluding water, taxes, light, washing and maintenance, home textile

articles, kitchen articles and equipment, furniture.
bIncluding health care, personal care articles, recreation, tobacco,
 
education, trips, vehicle purchases, gasoline and oil, communication and
 
other miscellaneous expenses.
 

Source: Michigan State University, Market Processes in La Paz, Bolivia,

Latin American Studies Center, Research Report No. 3, East Lansing,

Michigan, 1969, pp. 30-31.
 

It might well be reasonable, however, for such subsidies
 
to be direct, rather than in the form of price controls, so that a

wider portion of the society can share the burden.
 

b. 	The rural sector
 

The small rural farmers produce enough to feed themselves
plus about one third of the urban population. A large part of their
production goes directly into household consumption (Table 7.17).

Another major portion is bartered at regional ferias which are held

weekly. Relatively small portions are sold to the city or exported.
 

Thus to improve the nutrition of these people, who are

the great majority of the Bolivian population, it will be necessary to

build a 
strategy cr. the following three tactics:
 

i. 	Help them to grow a more adequate diet on their own
 
land: more food and more balanced in protein;
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ii. 	 Help balance thejcropping by regions so that the 
diet can be balanced by bartering at the local feria 
each week, and help the farmer grow more on his
 
own land so that he has more to barter; and
 

iii. Help these farmers enter into a modern market system, 
increasing their income so that they can purchase 
what they require. 

All three of these tactics are strongly based on increase
 
in real income, and increase in nutrition knowledge. 

Thble 7.17 - Estimated Disposition of Principal Crops Produced in 

Bolivia, 1973. 

Consumed 
Sold for 
Domestic Sold 

C r o p s on 
Farm 

Non-Farm 
Consumption 

for. 
Exportation 

Potatoes 40 60 
Vegetables 10 90 -

Corn (grain) 55 45 " 
- 100. 	 -Sugar cane 

Wheat 30 70 
-Yuca 60 40 

RIce 30 70 " 
Barley 35 65 -

Other tubers 40 60 -

Citrus Fruits 25 75 " 
Bananas and plantains 20 80 -

Coffee 5 18 77 
.Quinua 55 45 -
Cotton fibre - 15 85 

-35 	 65Dried beans 
Oats 40 60 -

Barley Hay 95 5 " 

Source: USAID/Bolivia, Agricultural Development in Bolivia: A Sector
 

Assessment, La Paz, August 1974, P. 74.
 

5. 	 Current Agriculture Sector Resources 

Solutions to the nutrition problem in Bolivia will depend 
not only on the development of integrated national and regional
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policies, but also on the coordination of health, agricultural,

educational and other resources and programs at the local and regional

level. The basic resource is technical and professional manpower,
backed up by adequate facilities and supplies. 
The role of education
 
and community development activities will be explored in Section C.
 

a. Agricultural Extension Agents 

In early 1974, the agricultural extension service contained 84 workers. (See Table 7.18). 
To its credit, over 85 percent (72)

of these were extension agents who were based in provincial capitals

and worked in rural areas. Three-fourths of the extension agents and

two-thirds of all workers were technical agronomists (see Table 7.19);

17 of the extension agents were university graduates. The service

included, however, only one veterinarian. 
At present the extension
agents, who were trained in several disciplines, are isolated and they

suffer from the same problems as other rural professional workers,
 
e.g., 
inadequate supervision, lack of professional and social contact,

ladk of incentives, etc. As a result, few remain for more than two
 years. 
The service is studying the possibility of centralizing its
 
agents in groups of two or three which would serve 20 to 25 larger
 
areas. 
 This would overcome some of the above-mentioned problems

and might better utilize the varying specialties of the workers, but

adequate coverage of the rural population might be weakened in the
 
process. 
 (See Figure 7.. for locations of agents). 

At present the agents are primarily involved in working
with groups of farmers and with agricultural cooperatives on technical
 
problems. 
It would appear that these agents could incorporate some

health-related activities into their programs. 
By working in conjunc
tion with local health personnel they could render valuable assistance
 
in the areas of nutrition education and nutrient crop production for
 
family consumption, aspects of occupation health and first aid, home
economics, the control of zoonosis, vaccination campaigns and perhaps

family planning.
 

b. Agricultural research stations
 

There now are 15 research or experimental stations,

three of which are managed by the Bolivian Development Corporation

(CBF) and the remainder by the Ministry of Agriculture. (See Table

7.20). 
The primary function of these stations varies according to

the agricultural potential of the particular region. 
Most, however,

are involved with some activity related to the production of high
protein source items. 
 (See Figure 7.1 for locations of stations).
 

Unfortunately, the stations in general to date have
operated ccrcn:hat independently and isolated from the farmers.
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Table 7.18 - Distribution of Agricultural Extension Workers by Position 
and Department, 1974
 

Department Department Department Veterinarian Extension Total 
Chief Supervisor 	 Agents
 

La Paz 	 1  16 17
 
Cochabamba 1 1 
 - 13 15

Santa Cruz 1 1 1 10 	 13 
Chuquisaca 1 1 	  8 10
Oruro 1 - " 7 8 
Potcsf" - 1 	 - 10 11 
Tarila 	 - 1 7 	 8 
Beni 	 -1 -	 1 
Pando -	 1 1 

Total 	 5 6 .1 72 84 

Source: 	 Department of Agricultural Extension, Ministry of Agriculture, 
unpublished data, 1974
 

Table 7.19 - Level of Education of Agricultural Extension Workers by Position 
and Training, 1974 

.Training Department Department Veterinarian Extension Total 
Chief Supervisor Agents 

Agricultural 
Engineersa 2 
 2 - 11 15
 

Veterinary
 
Medicine  - 1 - 1 

Agricultural 
Graduatesb 2 	 2  6 	 10 

Technical
 
Agronomistsc 1 
 2 - 55 	 58
 

Total 	 5 6 1 
 72 	 84
 

a High school diploma plus four or five years university study.
 
b Same as (a), but failure to complete final eXams.
 
c Two years high school pius two to four years university training
 

Source: 	 Department of Agricultural Extension, Ministry of Agriculture, 
unpublished data, 1974. 



Figure 7.I - Location of-Agricultural 
Research Stations and 
Extension Agents,*19J4 

----a /Source: 
 Ministerio de Agriculture
 
and USAID/RDD 
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Table 7.20 - Distribution of Agricultural Research Stations by Location and Principal Focus, 1974 

Station 


La Tamborada (UMSS) 
Belen 


Reyes 

Saavedra 

Muyurina
 
(Salecian Priests) 


Trinidad 

Riberalta 

Patacamaya 

Chinoli 

Toralapa 

Chipiriri 

San Benito 

Villamontes (CBF) 

COTESU (CBF) 

COTESU (CBF) 


L o c a t i o n 


Cochabamba (valleys) 
La Paz (North Altiplano) 


Beni 

Santa Cruz 


Santa Cruz 

Beni 

Beni (Amazon Rain Forest) 

La Paz (Central Altiplano) 

Chuquisaca (North) 

Cochabamba 

Cochabamba (Chapare) 

Cochabamba (Valleys) 

Tarija (Chaco) 

Cochabamba (Valleys) 

Santa Cruz (Todos Santos) 


Year
 
Developed 


1947 
1946 


1948 

1948 


1953 

1961 

1952 

1953 

1962 

1962 

1964 

1970 

1970 

1974 

1974 


Principal Focus
 

Wheat 
Potatoes, sheep,
 
Vegetables
 
Cattle, pastures
 
Rice, sugar cane, corn
 

Cattle
 
Beef cattle, rubber
 
Rubber
 
Sheep, forage, wheat
 
Potatoes, wheat
 
Potatoes
 
Rice, citrus
 
Fruit. wheat
 
Oilseeds
 
Dairy cattle
 
Beef, dairy cattle
 

Source: USAID/Blivia, Agricultural Development in Bolivia: A Sector Assessment, 1974, p. 206 
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Efforts have concentrated on research and little has been done in terms 
of outreach and educational activities. The Ministry of Agriculture
would like to transform the stations into regional educational centers

with a broad range of activities, Their purpose would be not only the 
development of more productive technologies but also the transfer of

knowledge and technical assistance to the small farmer. These centers
 
could be involved inmany of the activities suggested above regarding

the extension agents. 
They could also be ideal sites, in relevant areas,

for the integrated orientation of new colonists and for the necessary

technical follow-up to the colonists once they were settled on the new
 
lands. 

6. Current nutrition programs of the Health Sector
 

The Division of Nutrition in the Ministry of Health is continuing

to conduct a series of investigations into nutritional problems of the
 
Bolivian population. 
Four are currently inprogress. These are clinical
 
in nature and more directed at detecting nutritional status than at
 
exposing the causes of malnutrition.
 

A conceptually more extensive program of nutrition planning
is under way in CONEPLAN, inwhich the approach followed ismuch like
 
the one contained in this section.
 

Table T.21 describes the nutrition supplement programs of

the Ministry. The large emphasis on school children isprobably mis
placed, since nutritional problems are usually less severe and acute in
these children than in younger children. Further, itmay be suggested
that children attending school may not be as needy as their peers who
 
do not attend school.
 

Clearly significant impact on nutritional status can be made
by medical care systems and by environmental sanitation programs. Each
degree of fever increases calorie requirements by six percent, so that
prevention or cure of febrile disease has a significant effect on reducing
nutrient requirements. Similarly, parasitic and diarrhea disease can
 
reduce absorption and utilization of nutrients by 25 percent or more.
 
Prevention and cure of these diseases also pay off in reduced nutrient
 
requirezents.
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Table 7.21 - Food Distribution Programs in Bolivia 

Program Type of Service Population Coverage 

Food Distribution 
(MOH, 1974) 

School Lunches (Rural) 

School breakfast (Rural) 

Rations to Pregnant Mothers 

180,000 

20,000 

50,000 

Goiter Reduction 
(MOH, 1973) 

Mothers' Clubs 

School Breakfast (Urban) 

Icdine Injection 

Food distribition, nursing 

malnutrition, immunization, 

education, other services 

30,000 

.8,0OO 

13,088 (mothers) 

55,059 (beneficiaries) 

Source: USAID/Bolivia, Food for Peace Office, unpublished data, 1974 
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C. Community Health Promotion
 

I. Introduction: Health Education
 

The development 6f appropriate health attitudes and behavior.
 
is essentially aa zducational process. This process begins in early

childhood and continues through adulthood. The primary "teacher" in
 
this case is the family unit, or more specifically parents and grand
parents. High rates of illiteracy and widespread lack of contact with
 
modern health and medical practices in Bolivia perpetuate a reliance
 
on traditional attitudes and behavior for the majority of the population.
 
Changing traditional health patterns is a complex and delicate process,
 
given the marginal and precarious nature of this majority's way of life.
 
As a result, endeavors at health education must be considered as a long
term and continuous process requiring substantial resources, multiple

and coordinated approaches, and an intimate understanding of traditional
 
social, cultural and economic interrelationships. Unfortunately, at
tempts at health education in Bolivia are extremely limited and deficient 
in these respects. 

While the family plays a central role in the support of health
 
practices, the community is very influential in terms of behavioral
 
sanctions and in providing the most effective resource base or mecha
nisms through which changes can take place. The school is potentially
perhaps the most significant vehicle not only for reaching the largest
 
number of children and adults but also in providing for a continuous 
educational process. 
At present, however, it suffers from critically
 
low attendance rates (especially in rural areas), inadequate curriculum
 
and teacher preparation, deficient facilities and resources, and the
 
lack of adult education programs. All of these render the school
 
system highly ineffective and certainly unable to fulfill its potential. 
In addition to its schools, most Bolivian communities have some experi
ence, however limited, at group action toward the solution of common 
problems. This is a vital facet of the community learning process. 
Few programs in Bolivia, however, the Community Development Service
 
being the major exception, have built upon this potential and indispens
able resource.
 

The promotion of health activities at the community level is
 
an essential component of any comprehensive health services program.
 
Without basic attitude and behavioral changes on the part of both
 
utilizers and providers of health services, the improvement of the 
health status of the Bolivian people can be only partially realized. 
Public health and programs of preventive medicine are not only the most 
crucial areas of attention but also the most difficult to gain accept
ance. Of particular importance regarding the general populace are
 
changes in nutritional habits and beliefs, personal and family hygiene,
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the utilization of sanitation facilities and potable water, the
 
acceptance of immunizations, and the early utilization of diagnostic
 
and treatment services. Professional attitude changes are needed
 
regarding the cultural determinants of health behavior, the distribu
tion of available resources, interagency coordination, and the utiliza
tion of para-prcfessional personnel.
 

The successful implementation of health education and promo
tional activities at the co=.;un4ty level inevitably requires the ef
fective integratio~n of resources and activities among various service 
agencies. The following section looks at the rural education system,
 
teacher training programs, the National Community Development Service,
 
and several programs of the Ministry of Health. The preparation of 
health professionals was analyzed in the previous Chapter (VI.D).
 

2. Rural Education
 

The rural education system in Bolivia comprises a consider
able, but only a potential, resource for the promotion of health ac
tivities. In spite of the large number of schools and teachers and
 
their widespread distribution in rural areas, the system has many
 
deficiencies. Table 7.22 and 7.23 illustrate the physical capacity
 
of the system. It is an unsystematic "system" however, due to an
 
inadequate administrative infrastructure and the lack of a realistic
 
or functional pedagogical approach. In particular, health education 
programs and cozunity outreach activities on a systematic basis
 
are all but nonexistent. What activities do take place in these areas
 
are results of the personal initiative and resourcefulness of indivi
dual teachers.
 

a. Schools
 

Table 7.22 contains statistics on the numbers of schools,
 
teachers and students for 1968. These figures have undoubtedly in
creased over the past six years, but it is unlikely that the comparative
 
ratios have changed significantly. In 1968 there were 6,823 rural
 
primary schools. By 1971 the number of rural schools, practically all
 
of which provide primary education, was almost 7,700 (Table 7.22).
 
Over 90 percent of all schools in Bolivia are primary schools and 85 
percent of these are located in rural areas. The comparative sizes 
of the schools obviously affect the ratios cited, for urban primary 
and secondary schools are larger than the rural schools. Nevertheless,
 
the urban pre-primary and primary schools are quite crowded. The rural
 
primary schools and pre-primary schools fare poorly regarding the al
location of teachers. As of 1970, there were only 250 public and
 
school libraries in all of Bolivia with a total of 560,000 volumes.(4 )
 

This represented at the time only one such library for almost 3,000
 



Table 7.22 -

Level 


Pre-primarya 


Primary 


Urban 


Rural 


Sebondary 


a 	1969 data 

Distribution Of Schools, Teachers and Students by Level of Education, 1968 

Teachers Students Students
Schools Teachers Studentsb per per per
 
School Teacher School
 

189 555 24,211 2.9 43.6 128.1 

22,401 612,629 2.8 2 76.6 

1,171 12,257 318,629 10.5 26.0 272.1
 

6,823 	 10,141 294,000 1.5 29.0 43.1
 

574 6,202 128,949 10.8 
 20.8 224.6
 

b 	Number enrolled, regular attendance is considerably lower especially in rural areas.
 

c 	 Includes general secondary, vocational and normal schools: 490 urban, 84 rural 

Source: 	 Instituto Americano de Estadfstica, America en Cifras, 1970 - Situaci6n Cultural:
Educaci6n y Otros Aspectos Culturales, Organizaci6n de los Estados Americanos,
Washington, D.C., 1971 pp. 35,37,412,52,62,76,111,118,150.
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Table 7..23 - Distribution of Nuclear Schools, Sectional Schools.
 

and Rurril Teachers, 197l.* 

Region District xJuclear Sectional Teachers 
Schools Schools 

Cochabamba 72 784 1,859 
Cnuquissca 30 380 712 
Tarija 27 265 683 
Villomontes 7 59 186 

Valle Aiquile 8 90 193 
Chapare 8 61 138 
Camargo 17 194 393 
Vallegrande 10 151 327 
Sub-Total 179 1,984 4,,491 

Santa Cruz 27 277 656 
camiri 13 141 338 
Montero 18 247 548 
Robor 9 95 254 

Oriente S. Ignacio (Velasco) 5 104 182 
Cobija 12 124 206 
Trinidad 23 197 421 
Riberalta 14 118 251 
Burrenabaque 7 77 149 
Sub-Total 128 1,380 3,005 

La Pa z 140 1,852 3,185 
Apolo 10 100 154 
Oruro 36 447 741 
Potosi" 27 310 537 

Altiplano Cristo Potosf 16 165 359 
Tupiza 	 23 219 380
 
Uyuni 	 16 180 361
 
Uncia 	 34 452 720
 
Sub-Total 302 3,725 6,437 

Total 25 	 609 7,089 13,933
 

* 	 Does not include schools nor teachers located in Provincial 
capitals which are part of the urban education syotem. 

Source: 	 Hinisterio de Educaci6n, Direcci6n de Educaci6n Rural, 
as reported in Fortln, Julia Elena, Consultant Report, 
USAID/B, 	 1974. 



336 

primary and secondary students and at; average of 2,240 volumes per

library. Without a doubt, these libraries barely affect the rural
 
sector.
 

The administration of rural schobls is divided into
 
three regions (supervisorfas) and 25 districts. Each district
 
controls an average of 
about 25 nuclear schools (ranging from five
 
in San Ignacio de Velasco to 140 in La Paz) which in turn oversee
 
on the average 12 sectional schools. (Table 7.23). The rural educa
tion syztem is complicated by the fact that all schools located in
 
Province capitals comprise part of the urban education system.
 

The physical quality of rural schools 
on the whole is

sub-standard. Many buildings lack even the basic amenities of adequate

lighting, ventilation and sanitary facilities. Most facilities lack
 
adequate desks and other equipment is almost non-existent. -any of 
these facilities, older constructions and purchases, are not well
 
adapted to efficient teaching requirements. Some of the newer construc
tions, especially those sponsored by the Community Development Service,
 
have overcome most of these deficiencies. One remaining problem,

however, is that of providing for continuous maintenance; even the
 
better facilities deteriorate to poor conditions after several years
 
of use.
 

b. Teachers
 

The rural education system claimed almost 14,000 teachers
 
in 1971. (Table 7.23). This represented less than two teachers per

rural school, as compared with more than ten per urban primary school.
 
Less then 60 percent of all elementary teachers in 1971 were normal
 
school graduates and as much as 30 per e t of the rural supervisors

had not graduated from normal schools.75) The lack of adequate

supervision is, in fact, 
one of the major deficiencies of rural educa
tion. 
The education sector assessment concluded that "the combination
 
of poor facilities, inadequate materials, ill-trained teachers and
 
absentee supervisors results in an overall low quality of teaching.
 
Rote learning remains the primary teaching mode, especially in rural
 
areas". (6 ) 

The lack of continuity of rural teachers, like rural 
health professionals, also appears to be a significant liability to 
effective rural education. Precise data are not available but it is 
estimated that few rural teachers complete their required four years
in the Provinces. The concentration of resources in urban areas, and 
the lack of adequate professional and personal accommodations in rural 
areas, tend to encourage the exodus of rural teachers to urban positions. 
The relatively low salaries paid to ruralteachers (approximately $60
 
per month), the 
isolation cad discomfort associated with the jobi and 

http:schools.75
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the lack of professional contact and adequate'teaching materials all
 
tend to discourage professional dedication.
 

Finally, the teachers are ill-prepared to execute their
 
role as community change agents. In most areas, teachers command a
 
high statue !;...n the community, but few fulfill a community develop
ment role, especially concerning "extra-education" activities. Active 
collaboration with other professionals, in health and agriculture for 
example, is at a minimum and only on an individualized basis-. Non
formal educational activities are very limited in rural areas and,

with exception of literacy programs, for the most part they do not
 
involve the rural teachers.
 

c. Teaching materials
 

When assigned to rural areas, the rural teacher is provid
ed with little more than a small salary, a decrepit building, an in-"
 
adequate curriculum and his or her own ingenuity and will power. Many
 
schools lack even chalkboards, and books and teaching aids are almost
 
unheard of. Students have to purchase their own paper and pencils,
 
pay minimum registration fees and wear required socks; these items
 
represent significant costs to marginal families, especially those 
with several children in school simultaneously. Few instructional
 
materials and teacher guides are utilized in the educational system

and the content of the books used is not responsive to differentiated
 
learning needs. Bilingual education and programs adapted to the prac
tical aspects of rural life are particular deficiencies.
 

3. Teacher Training
 

The key to the integration of rural health and educational 
programs lies in the effective coordination of the activities of health 
and educational personnel at the local level. The normal schools,
 
therefore, have an important role to play in training and retraining
 
rural teachers toward this end. At present, little is being done in
 
the normal schools to prepare rural teachers for their part in health
 
education, formal and non-formal, and community development activities. 
There is, however, a latent potential for intersectoral participation
 
at the normal school.
 

a. Normal schools 

There are 28 normal schools in operation. Six are urban
 
normal schools, fifteen are rural normal schools and seven are rural 
technical institutes. (7) During the previous four years (1970-1973),
the rural normal schools produced a total of 4 , 5 7 1 new teachers for an 
average of about 76 per school per year. The school in Paracaya
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Table T.21o - Teacher Graduated from Normal Schools and Institutes of 

Rural Education, 1970 - 1973. 

Number Training Center 1970 1971 1972 1973 Toal 
(Department) 

Normal Schools 

1 Santiago de Huata (La Paz) 170 124 87 95 476 

2 Warisata (La Paz) 89 87 84 97 357 

3 Vacas (Cochabamba) 102 82 99 135 418 

4" Peracaya (cochabamba) 16. 100 157 145 566 

.5 Caiza "D"(Potosl) 58 44 48 43 193 

6 Canasmoro (T3rija) 97 62 62 68 289 

7" Portachuelo (Santa C uz) 88 123 117 114 442 

8 Charagua (Santa Cruz 66 37 26 42 171 

9 Riberalta (Beni) 64 25 20 38 147 

10 Llica (Potos) 63 86 6i 64 2T74 

11 Villa Serrano (Chiquisaca) 35 49 41 34 169 

12 Caracollo (Oruro) 1o6 91 152 123 442 

13 Cororo (Chuquisaca) 55 69 28 58 208 

14 Sacaca (Potosf) 79 80 82 66 307 

15 Chayenta. (Potoal) - - 55 57 112 

Sub-Total 1,236 1,039 1,099 1,177 4,57 

Institutes 
1 Belen-Agriculture (La Paz) - 32 18 45 95 

2 Tarata-Thysical Education 
(Cochabamba) - 28 46 44 118 

3 Tarata-Music Educ. (Coch.) - 22 35 29 -86 

4 Ucurefia-Health Educ. (Coch.) - - 53 38 91 

Sub-Ttal - 82 152 158 390 

Source: 	 Ministerio de Educaci6n, Jefatura Nici nal de Escuelas 
Normales Rurales, as resported in Fortun, Julia Elena,
Consultant Report,. USAID/B, 1974. 
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(Cochabamba) was the most active with an average output of 142 teachers
 
per year, followed by Santiago de Huata (La Paz) with 119, and Portachue
lo (Santa Cruz) and Caracollo (Oruro) with 111 each. (See Table 7.T2).
 
Data from four rural technical institutes indicate an average annual
 
output of 33 teachers. All normal school graduates are guaranteed
 
positions by the Ministry of Education, but there is little indication
 
that expansion in the numbers or change in the specializations of normal
 
school graduates conform to any deliberate Ministry or government
 
priorities.(8)
 

Apparently the normal school syeten will be reorganized and
 
the number of normal schools will be reduced in :he near future. The
 
government is currently studying a proposed law which will establish
 
five basic types of normal schools: five integrated tuban normal schools,
 
three of which will be equipped with mobile units for continuing educa
tion; three specialized urban schools, type 1; one specialized urban 
school, type 2; 14 specialized rural schools, type 1, three of which 
will be equipped with mobile units for continuing education; and six 
specialized rural schools, type 2. The specialized normal schools 
type 1 will prepare teachers for only one school cycle, i.e., basic 
or intermediate. The type 2 specialized schools will prepare teachers 
with technical/practical disciplines. One of these rural technical 
schools, Ucure~a, will continue to train teachers specialized in public 
health. Figure 7.2 shows the proposed distribution of these schools. 
Several other reorganization plans are being discussed. Dr. Julia 
Elena Fortu'n, Sub-Secretary of Education for. Culture, is proposing that, 
due to the socio-cultural and geographic differences that exist in the 
country, the rural technical institutes should be closed in favor of 
integrated rural normal schools which would offer the technical training 
to all students. This would avoid specialization and foster more in
tegration in rural areas; also, it would prepare teachers in the geo
graphic/cultural areas where they come from and where they should
 
expect eventually to teach. The health sector assessment strongly
 
favors this proposal. Finally, the USAID Education Division in Bolivia
 
is also considering the reduction of rural normal schools to around
 
eight in conjunction with a proposed rural education loan.
 

b. Teaching programs
 

Urban normal schools admit students who have completed
 
high school into a three - or four - year program. Students may choose 
courses which lead to pre-school, primary, secondary, technical or
 
physical education teaching. Only the secondary program lasts four
 
years. The urban normal schools are now graduating between 900 and
 
1,000 primary school teachers per year. About 29 percent of the' 
students currently enrolled are being prepared for primary schools and 
54 percent for secondary schools.(9) Some basic problems facing the 



Figure 7.2 - Location 	of Normal 
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urban normal schools include the irrelevancy between what is taught and
 
current educational needs, inadequate preparation and supervision of
 
teachers, outdated teaching methods, and the lack of adequate library
 
and laborator y facilities and practical experiences.(10)
 

Rural normal schools admit students for a two-to-four
year program, depending on whether the student has completed high
 
school, has some high school work or has completed primary school,
 
respectively. In 1971, four years of secondary education was established
 
as a pre-requisite for entry. This action might help to standardize
 
rural normal school education, but it also effectively eliminates teach
ing as a potential career for rural youngsters who simply have had no
 
access to secondary education. The quality of teaching is probably
 
lower than in urban normal schools, given the even more limited resources.
 
In addition, physical conditions are often extremely poor. Most of the
 
schools are crowded and lack adequate dormitory and sanitary facilities.(l.)
 

The Ministry of Education was unable to provide even rudi
mentary information regarding normal school curriculum in areas related
 
to health education. It is felt, however, that teacher training in
 
these areas is very limited and at best theoretical. There are no
 
systematic programs which involve the Ministry of Health in either the
 
curriculum development, teaching or practical experience activities. 
In fact, progTrammatic relationships between personnel of the two
 
Ministries is extremely limited in general.
 

The National Institute for Health Promotors, located in
 
Ucurefa (Cochabamba), is charged with the preparation of rural teachers
 
specialized in public health. The first class of 53 graduated in 1972,
 
followed by 38 in 1973. It is intended that these teachers would teach
 
health subjects in the rural nuclear and dependent sectional schools and
 
supervise the teaching of regular teachers in these areas. In practice,
 
however, many have ended up in urban districts.(12) To approach prepara

tion for health education in thisway faces an obvious and significant
 
problem: how to train students from all over Bolivia in only one loca
tion, and yet acknowledge different sets of cultural and geographic
 
characteristics. Another basic problem lies in the preparation of
 
specialized teachers for situations which require an integrated approach.
 

Finally, the program has no input from the Ministry of Health.
 

The students are offered two years of basic biological
 
sciences and psychology, two years of nutrition and environmental
 
sanitation and one year of first aid and maternal and child health
 
in addition to nine other courses related to pedagogy and general
 
subjects over a four year period. It is doubtful that so much course
 
work is actually required to.become adequately prepared for this level
 
of health worker in rural areas. A better approach would be to integrate
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shorter but more directed training within the regular (and more regional
ly-adapted) rural normal schools, hence to instill in all rural teachers
the more general purpose of promoting community health. This approach
should also include practical experiences in community organization and

development. 

4. The National Community Development Service
 

The National Community Development Service was established
in 1965 as an alternative means to achieve development purposes. 
Its
basic philosophy entails the provision of material and technical assistance at the community level in response to community's felt needs.
It involves the promotion of community organization and participation
in self-help projects towards the solution of common and pressing pro
blems. 
The process of community learning and human development is a
fundamental objective. 
Without a doubt, the community development
process is
a vital complement to national economic development activities,
given that human welfare is 
not only the ultimate goal of socio-economic
development and that the people are the country:,s most valuable resource.
 

a. Activities to date
 

Projects involving construction of one type or another
always have comprised the bulk of the Service's activities. Education
projects, and specific2lly the construction of rural schools, have been
the most frequently cited community problem and thus the first priority
of investments. (See Table 7.25). 
 From the beginning, however, healthhas been a major concern of the population. Health projects include
the construction of small ri~al hospitals, health posts and potable
water systems; these have commanded 13.5 percent of the Service's

project budget. The construction and improvement of roads, bridges
and, lately, irrigation projects have also been high priorities. Overall, the communities involved have contributed two-thirds of the total
project costs. These contributions have taken the form of labor, ma
terials, services, land and some money.
 

In addition to individual project assistance, the Service
has engaged in training community level workers. During its early
years, over 300 village level workers were trained and employed by the
Community Development Service. 
Their training consisted of both methodological concepts and practices as well as basic technological aspectsof the various potential project areas. However, there now are fewer
than 50 of these workers and they receive only a partial stipend. The
training programs have concentrated more on the preparation of voluntary
workers during recent years, about 1,000 of which are currently associated with the Service. In all, it is estimated that the Service has
trained more than 16,000 villagers since its conception.(13) One of the
 



Table 7.25 - Summary of National Community Development Service Expenditures by Type of Project, 
1965-1973* (in thousand pesos bolivianos)
 

Type of Number of Community Support Program Support Total Percent Cost per
 
Project Projects Amount Percent Amount Percent Costs Invest, Project
 

ment
 

Educationa 577 7,942 57.0 5,980 43.0 13,922 42.9 24.1
 

Healthb 176 2,723 62.4 1,641 37.6 4,364 13.5 241.8
 

Engineeringc 332 10,624 77-T 3,054 22.3 13,678 42.1 1.2
 

Agricultured 174 388 78.4 107 21.6 495 1.5 2.8
 

Total 	 1,259 21,677 66.8 10,782 33.2 32,458** 100.0 25.8
 

* Through September 1973 
** Does not total due to rounding 

a Includes construction of schools
 
b Includes hospital and medical post constructionand potable water systems

c Includes irrigation projects and construction of roads, bridges, etc.
 
d Includes agriculture and livestock construction
 

Source: 	Servicio Nacional de Desarrollo de la Comunidad, Divisi6 n de Control de Proyectos,
 
unpublished data, 1974
 



main reasons for the shift was the .high demand for technical and
financial assistance caused by employees who were charged with promot
ing projects to which the Service was unable to respond.
 

The Community Development Service has had good results
in terms of its human development objective, but has produced "little
 
or no results" toward economic development: the rural population

continues to exist on a subsistence economy and on the margin of
 
society.(1 4 ) To deal more effectively with this problem, it 
was
 
decided in 1972 to focus on areas of direct economic impact and to

coordinate community development activities more closely with regional
and national development plans. This approach has not taken hold,

however, due to the lack of clear, specific objectives, an effective
 
organizational adaptation, adequate planning and technical and financial
 
resources, and to continued community pressure for the social (health

and education) projects.(15) Other problems faced by the Service have
 
been the lack of adequate follow-up on trainees and the inability to

obtain the necessary coordination with other Ministries. 
Many of those

trained have had no further contact with the Service. Some of the better

trainees have, however, been recycled into later training programs.

The second problem--coordination--is more difficult, since for the
 
most part it depends on the interest of other agencies. A typical
construction project includes a written agreement with the appropriate

Ministry to provide personnel and equipment. This has not been a

serious problem with the Ministry of Education,. but the Ministry of
 
Health, for example, has almost never lived up to its share of the
 
bargain and has not participated In the planning stages.
 

b. Current plans
 

The Community Development Service is presently undergoing
several significant changes. 
The most important concerns the implementa
tion of the 1972 decision to concentrate on projects having an economic

impact. This basically means greater promotion and support of engineer
ing and agricultural projects rather than health and educational activi
ties. 
This shift was strongly restated in early 1974.,(16) but the
budget for 1974. does not reflect the stated intent. A comparison ofall previous project investments (Table 7.2) with the $b. 43 million
 
project budget for 1974 (Table 7.26) shows that the percentage invest
ment for health as well as agriculture would increase considerably,

engineering would remain about the same, but education would decrease.

Actual expenditures for the year, however, are not yet available, so

the validity of the comparison cannot yet be confirmed. The budget

for 1975 may confirm the shift more clearly.
 

Under the new emphasis, the project budget will make
percentage allocations to the various types of projects (health and
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Table 7.26 - General Budget of the National Comunity'Development Service by

Source of Financing and Type of Project, 1974
 
(in thousands of pesos bolivianos)
 

Type of External Community Govern- Total 
Project Financinga Supportb ment Amount Percent 

Supportc (1) (2) 

School construc
tion 5,422 6,160 - 11,582 19.3 26.8 

Hospital construc
tion 2,157 2,500 - 4,657 7.8 10.8
 

Water systems 2,041 2,200 - 4,2i 7.1 9.8 
Irrigation 4,622 2,950 - 7,572 12.6 17.5
 
Roads 1,285 3,200 - 4,485 7.5 10.4
 
Bridges 1,240 1,200 - 2,440 4.1 5.7 
Agriculture 2,510 2,600 - 5,110 8.5 11.8 
Other Economic 1,527 1,600 - 3,127 5.2 7.2 
Research 100  - 100 0.2 -
Training 800 - - 800 1.3 -
Administration 2,685 - 1,584 4,269 7.1 
Salaries *674 - 10,865 11,538 19.3-

Total 25,063 22,410 12,449 59,922* 100.0 100.0
 

Percent 41.8 
 37.4 20.8 100.0
 

* Does not total due to rounding 

a USAID Loan
 
b Includes labor, materials, money, services and land
 
c Includes salaries, benefits, and some office materials and supplies
 

Source: Servicio Nacional de Desarrolio de la Comunidad, "Plan General de 
Actividades y Financiamiento Programado para el afo 1974", March
 
1974, p. 13.
 

(1)Percent of total operating budget.
 

(2)Percent of project budget (excluding research, training, administration
 
and salaries).
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education together, for example, are not to receive more than 4.0 percent
of the budget) and will set limits on the funds available to each region.
Apparently, when any project type or regional allotment has been allocated, no new projects will be accepted. These prior determinations
might be justified in terms of limited resources and the economic impactobjective. Nevertheless, they seem to compromise the Service's goal
and "indirect" approach of responding to community felt needs as a means
of developing the human potential. 
Under the new plan, the human development goal is maintained and community contributions are expected to beworth over 60 percent of the project costs. A danger, however, lies

in the tendency of the agency to become more directive and less responsive concerning which projects will be funded and which will not. If
the human developmen'; aspects cf the Service are allowed to slip, then
the agency will become more of an economic development or public worksorganization than a community development service. The result wouldbe the loss of a vital and unique institution but would add little to thealready existing pool of economic development agencies. Health and

educational programs, which part rely onin community awareness and

promotional activities, would particularly suffer.
 

The second major change concerns and administrative
reorganization of the Community Development Service. There now are
regional offices in most Department capitals (8) and eight zonal offices. To achieve better management of both technical r:.sources and
projects, the number of regional offices will be reduced to four and
the zonal offices will be increased to 25 in 1975. Figure 7.3 indicatesthe location of these offices. The five training centers will continue
 
at their present sites. 

Table 7.27'shows the proposed staffing pattern to support thereorganized structure. The reduction in the number of regional offices
will allow a concentration and, hopefully, better utilization of
specialized technical staff. The lack of good transportation systems,however, may limit the effectiveness of this plan. On the other hand,the Service has recently installed a radto system; it has considerablyimproved communications with regional offices. In all, the agencyproposed to have over 550 employees, almost 60 percent of whom (315)
will be technical"field personnel. This compares with about 480 employeesat present. One current problem facing the Service is the result of itsrapid expansion. The administration management systems have to beadjusted to accommodate the new structure and emphasis as well as to.handle the increased persounel, financial and project loads. 
Finally,
the Service recognizes the need and plans for more economic specialists

to meet the demand of the new emphasis. 

5. Health Education Programs 

To date, only the Ministry of Health has made any systematicattempts at health education. 
Even these, however, are seriously
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Table 7.27 - Proposed Staffing Pattern of National Community Development Service
 
by Position and Location, 19M3 

Adminis- Area AuxiliaryOffice trative Technical Super- Social Total 
Staff 
 Staff 
 visors Workers
 

La Paz (R) 
-uarina(Z) 

Patacamaya (Z)P'a,.a(z 
Pillapi (Z)
Calacoto (Z)
Carabu z) 
caznav z) 

12 
4 
14'5 
3 
3 
3 
4 

114 
5 

14 
Ii, 
1& 
6 

-26 

14 
3 
3 
3 
14 

I. 

3 
3 
3 
14 

IT 

I 
17 

1 
13 
13 
18 

Oruro (R) 
Toledo Z) 
saaca R)Llica (Z) 

2 
3 
3
3 

114 
14 
344 

.3 
''3 
3 

-26 

3 
3 
3 

13 
13 
13 

potoil (R)
Sucre (Z) 
Tar1ja (Z)
Betanzos(Z) 
Tupiza (Z)
Monteagudo (Z)
Villamantes (Z) 

12 
14 
4 
3 
3 
3 
3 

114 
5 
5 
4 
4 
4 
14 

-

1.T 

3 
3 
3 
3 

14 
3 
3 
3 
3 

26 

T 
13 
13 
13 
13 

Cochabamba (R) 
Paracaya (Z)
Aiquile (Z) 
V, .erande (Z) 
ontero (Z)
,illaTunar (Z)

Maragua (Z)
San Inacio (Z) 

3.2 
34 
3 
3 
14 
3 
3 
3 

3.4 
5i 
14 
11. 
5 
4 
3 
3 

3 
3 
4' 
3 
3 
3 

14 
3 
3 
14 
3 
2 
2 

26 
17 
13 
13 
17 
13 
U 
11 

Trinidad (Z)b
Cob ja (Z)b 
Rberlta (Z)b 

3 
3 
3 

3 
3 
3 

2 
2 
2 

2 
2 
2 

10 
10 
10 

Total 	 130 1590 79 7T 44d 

a 	R,= regional office; Z - zonal officeb Depedent on he central ffice in La Paz 
€ Includes the following specialities: construction (), agriculture (14), veterinary 
medicine (4), cooperatives (28), economists and credit (24), social work (33), research (8)
d 	Does not'include administrative and technical personnel of the central office in La Paz(80-100) nor the teaching staffs of the five training centers (approximate 25). In
addition, .theService provides minimum stipends to about 50 village level workers and

benefits fro the services of about 1000 c-
 luity volunteers. 

Source: Servicio Nacional"de.Dearrollo de la Comunidad,.Jefatura Nacional de Operaciones,
and USAI/CDD, unpublished data, 1974. 



limited, despite the lip service given to the importance of health 
education by almost every program. The extremely tight budget of the
 
Ministry as a whole is obviously one reason for the limitations.
 
Another reason is that concepts vary among health educators and
 
service program staff as to the function and methodology of health
 
education and the role of the health educator. The resultant amn'..4ity 
has caused a certain amount cf conflict within the Ministry; it un
doubtedly has contributed to general ineffectiveness of health educa
tional activities.
 

a. The Division of Health Education
 

The Division of Health Education is a unit of the Depart
ment of Technical Services, under the National Directoratore of Public
 
Health. Nineteen professional health educators have been trained
 
under Ministry sponsorhisp, but only seven are currently employed by
 
the Ministry of Health. The central office has only a director and one
 
secretary. Other health educators work with the Institute of Occupa
tional Health, the Institute of Communicable Diseases and four of
 
the regional health offices (La Paz, Cochabamba, Tarija and Trinidad).
 
The background of these professionals is surprisingly extensive. All
 
are required to have a university degree and at least three years of
 
experience in a health-related field, plus completion of the basic public
 
health course offered by the School of Public Health.' In addition,
 
all hold the equivalent of a master of public health degree in health
 
education. Their primary specialties include dentistry, social work,
 
teachers and bio-chemists.
 

The high turnover of health educators is primarily due to
 
the low salaries they are paid. A health educator in the field current
ly earns $b.1,600 per month (US$80) and the national director earns
 
slightly more than $b.4,Oo0 (US$200). These salaries compare extremely
 
unfavorably with the preparation required as well as with the earnings
 
of other health professionals. An environmental sanitation technician,
 
for example, earns about $b.2,000 per month.
 

The Division has three primary areas of activity. The
 
first is the preparation of educational norms for each service program,
 
e.g., maternal and child health, communicable diseases, and environ
mental sanitation. Norms and guidelines also have been prepared for
 
school health programs but these have not been incorporated into teacher
 
training programs. The second area involves the provision of technical
 
assistance for health education activities. In addition to supervising
 
Ministry personnel, the Division also works with voluntary workers and
 
other agencies. Unfortunately, the Division has had no travel funds
 
for at least six years. "Supervision" therefore is accomplished by
 
corrt=sondence. The Division also produces a- limited amount of 
educational materials, mainly pamphlets and posters. The budget makes 
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no provision for these publications, and most are paid for by soliciting private industry. 
The third set of activities involves in-service
training of other Ministry program personnel. The health educatorsdo no actual consumer education, but work with the doctors, nurses,
social workers and other personnel involved 
in the delivery of healthservices. In practice, health educators are often utilized for the
compilation of statistics, public relations and a series of other
and sometimes menial tasks desired by program directors. 

b. Other Ministry activities 

Through ito School. *of Public Health, the Ministry trainsabout 200 health workers per yea:. with short courses in envirommentalsanitation, basic public health orientation and basic health statistics.
(See Chapter VI.D for more detail). The Institute of OccupationalHealth has provided seminars for mining supervisors and labor leadersand CENAFA reaches an estimated 25,000 people per year with seminars on demography and family planning. An equal or larger number ofwomen are reached with nutrition and related information through the
mother's clubs spodsored by the Department of Nutrition. Very littlecoordination exists between the Ministry and the university faculties 
of health sciences.
 

In practice, the Ministry accomplishes very little interms of the ultimate educational objects of changing health attitudes
and behavior. An inadequate number of personnel and unclear defini
tions of the appropriate role of the health educator are primarydeficiencies. Budget allocations for research and materials preparation also are sorely needed to improve health education programs. 
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CHAPTER VIII
 

GOVERNMENT PLANS FOR THE HEALTH SECTOR 

A. Summary 

In 1974 the Government of Bolivia carried out its first major 
attempt at comprehensive planning for the health sector. This effort 
was accomplished simultaneously with USAID's.Sector Assessment. Prior
 
to this time, the few planning efforts realized in the sector were done 
by individual institutions and could hardly be considered comprehensive
 
nor sectoral.
 

In 1972-3, the Ministry of Health prepared its National Health 
Plan (or Five-Year Plan, as it has become to be known). At the same 
time, the National Economic and Planning Council (CONEPIAN), which was 
later incorporated into the Ministry of Coordination and Planning, pre
pared a regional development plan for Chuquisaca and Tarija. This plan 
includes the GOB's objectives and strategy for regional development
 
efforts and also details a specific role for health activities. In 1973 
the Ministry of Health also outlined its position regarding the coordi
nation of foreign assistance. 

Several smaller planning activities have been carried out for 
isolated purposes within the sector. CONEPIAN has sponsored a confer
ence aimed at defining a national population policy which focused on 
the permissible extent of family planning activities. The Bolivian 
Social Security Institute (IBSS) has been developing a plan to extend 
medical services to the large campesino population. The sum of all 
these planning efforts, while not necessarily cohesive nor indicating
 
definate outcomes, does nevertheless provide a picture of the general 
directions government health programs could take in the future. 

The Five-Year Plan of the Ministry of Health originally proposed 
the inclusion of other health service agencies in the planning and 
development of future programs. When no such participation was forth
coming, the resulting document described only the activities of the 
Ministry itself. The Plan consists for the most part of statistical 
tables, with very little devoted to analytic discussions. It is never
theless a good descriptive document of the health situation in Bolivia, 
and correctly analyses the priority problems facing the sector com
municable diseases, infant mortality and malnutrition. 
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The plan proposes that greater attention be given to providing

health services to the rural sector and to administrative reform. It 
proposes a very ambitious program to be accomplished within five years,
but lacks depth- in its programming aspects. The Five-Year Plan does,

however, mark the Ministry's first attempt at program budgeting. 
Its

major limitations are that it applies only to Ministry of Health activ
ities and that no attention is given to a methodology for implementa
tion. The Plan has been accepted by the government, but adequate
financing has not been allocated for implementation. 

The program for Chuquisaca and Tarija is the GOB's first attempt

at integrated regional development. The effort involves both economic
 
and social activities through multisectorial participation. UNICEF is 
financing the social development component, of which over one-third 
of the budget is designated for public health and environmental sani
tation. 
The Ministry of Health is the executing agency for these activ
ities. The program reflectsthe MOH's intent to stimulate the region
alization (decentralization) of health services administration. 
This
 
objective, together with the promotion of intra and intersectorial
 
coordination, is also included in the MOH's position regarding the
 
role of foreign assistance. This position, which was developed in
 
1973, reiterates the priorities stated in the National Health Plan.
 
It also emphasizes the need to develop a single health development

policy and to coordinate foreign assistance through the Ministry of
 
Health.
 

The Bolivian Social Security Institute (ILBSS) contemplates anincreased coverage and upgrading of existing primarily urban and
 
curative services through its present system of cajas. 
 It also con
templates the establishment of a new social security system to bring

health services to the campesinos. These 
plans are not in conflict 
with the Ministry of Health. 
 In fact a major step towards reconcilia
tion and coordination was recently taken when the IBSS was transferred
 
from the Office of the President back to the Ministry of Health.
 

The Interministerial Commission has spent the better part of 1974

in analyzing statethe of the health sector. It has reaffirmed the 
inclusive goal of increasing life expectancy which has been stated in 
the National Health Plan. Communicable disease control, infant mor
tality and malnutrition were identified as the primary factors influ
encing this goal. 
In order to solve these problems the sector would

need considerably more financial resources, improved comprehensive

planning and better trained personnel in addition to an increased
 
coverage of environmental sanitation and realistic administrative
 
reform measures.
 



355
 

The Commission's major recommendation is the creation of a single 

National Health Service. Its characteristics would include a reorgan

ization of all existing health programs under the Ministry of Health 
to achieve effective coordination; the regionalization of health services 

for more efficient administration and planning; and the general applica

tion of the social security systems to meet the financial and integra

tion requirements of providing medical and hospital services. Priority 

attention would be given to the provision of comprehensive rural health
 

services. Systems would be developed on a regional basis and would
 

stress intersectorial coordination and the simultaneous development of
 

effective administrative and technical support systems. However, the
 

Commission emphasizes its concern for geographical balance in terms of
 

health development activities.
 

The final report of the Commission has not yet been released nor
 

accepted by the Government. It is felt, however, that its comprehen

sive, in-depth approach, as well as the wide interagency participation,
 

give considerable weight to its recommendations. The GOB is currently
 

preparing an overall development plan which will cover the period
 

through 1980. It is felt that the commission's recommendations will 
provide the basis for a national health policy as part of this plan. 

B. Ministry of Social Welfare and Public Health 

The Ministry of Health is the government agency charged with the 

promotion, protection and recuperation of the health of the population.
 

To date the Ministry has been able only partially to fulfill this man
date. The major limiting factors have been insufficient financial re

sources and the fragmentation of service providers within the sector.
 

The planning office of the Ministry is well aware of these as well as 

other programatic deficiencies concerning the sector and, in spite of
 

inadequate statistical data, has correctly prioritized the country's 
major health problems. It also recognizes that meaningful solutions 
to these problems will require substantially increased attention to the 

rural population, effective inter and intrasectorial coordination and a 

realistic transformation of the present administrative systems. 

The demands placed on the Ministry of Health, both technical and 

political, in terms of projects or activities to be executed, have al
ways outweighed its capacity to supply. As a result, the more visable 

needs, personnel and urban health services, have traditionally commanded 

the bulk of the Ministry's budget and constitute a very difficult pat
tern to break without considerably increased resources. In short, the
 

health planners know what has to be done but for all practical purposes 
their hands are tied by factors out of their control.
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1. The National Health Plan, 1973-1978 

a. Background
 

The Ministry's plan of activities for the five year period

1974-1978 was developed in 1972-3 and published as the National Health
 
Plan. The Five-Year Health Plan had its origins in the meeting of the
 
Latin American Ministers of Health sponsored by PAHO in 1972 and in the
 
desire of the Ministry of Health planners to develop a working document 
which would guide pro, mming activities within the sector in Bolivia.
 
It originally was int 
 ed that all major health service agencies in
 
Bolivia would participute in the analysis and development of the Plan.
 
This intra-sectorial participation, however, was not forthcoming. 
The
 
document was, therefore, prepared by the planning office of the Ministry
 
of Health, based on information provided by the Ministry's regional and
 
programatic sub-divisions, with limited assistance from CONEPLAN. 
As a
 
result the document presents only those activities directly dependent
 
on the Ministry of Health.
 

However, this document has been approved by the C0'vernment
 
and remains as the Ministry's guide for progrmming activities. It is
 
basically a descriptive document, the bulk of which consists of statis
tical tables which detail both existing and proposed levels of service
 
outputs. 
 Both financial and statistical information are questionable,
 
however, due to the inadequate reporting systems for Ministry activities.
 
Furthermore, very little attention is devoted to analysis, and nothing
 
is mentioned regarding a proposed methodology for implementation. The
 
objectives of the plan are, however, in accord with the Panam 
 can
 
Health Organization's "Ten Year Health Plan for the Americas"-
 and 
financial requirements are expressed by program budgeting.
 

b. Priorities and objectives
 

The overall goal proposed in the Plan is t92ncrease the 
average life expectancy at birth by three years by 1978.t ) This goal 
is primarily directed at increasing the productive capacity of Bolivia's 
population. It recognizes that the achievement of the goal would depend 
on the reduction'of infant mortality and the prevalence of infectious 
diseases and malnutrition. It also implies the provision of more serv
ices to the rural sector, which makes up the majority of the population, 
and the necessary coordination with simultaneous development in the 
areas of education and agriculture in order to increase the economic
 
wJell-being and nutritional status of the population.
 

The Ministry Plan identifies six major programs. In order
 
of priority they are: i) the control of communicable diseases;
 
ii) the extension of maternal and child health activities; iii) an
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increase inapplied nutrition programs and nutritional research; iv) in
creased coverage of environmental sanitation systems; v) expanded cover
age of medical, hospital and 4e~tal services; and vi) the improvement 
of the health infrastructure.(3) Table 8.1 summarizes the objectives and 
program emphasis as well as suggested measurable indicators and the in
crement in resources estimated to be necessary to implement the programs.
 
The Plan lacks internal consistency; and,is weak in specifying measurable
 
objectives. Only three of the objectives .e qaontifiable, and many of
 
the measurable indicators do not appear to be realistic. 

The programatic activities inelude a number of semingly 
non-priority areas. Communicable disease control and environmental sani
tation programs are perhaps the most well-defined and complete areas.
 
Maternal and Child health programming is weak in terms of the attention
 
given to infant and preschool mortality and morbidity. The nutrition
 
programs make no mention of the need for intersectorial coordination 
(without which the likelihood of success is extremely limited). The 
inclusion of program to increase medical and hospital services probably
 
is the result of demand pressures rather than a benefit to cost analysisof 
its potential to reduce the major causes of death and disease. The pro
gram for improvement of th_ infrastructure is an absolute necessity for 
the success of the asove program areas. As proposed, however, it seems 
to be considerab y overweighted in favor of construction projects, and 
little is mentioned regarding the specifics of improving the administra
tive and information systems. There also is very little connection 
demonstrated between the general objective of intersectorial coordination 
and the activities proposed. In spite of these deficiencies, tha Plan 
is a valuable document in and of itself. For the first time the Ministry 
has made an attempt at long-range planning and program budgeting. 

c., Budget
 

The proposed budget increases for each program are expres
sed in terms of 1972 Bolivian pesos (12 to the dollar) and reflect costs 
at that time. The total budget increment for these new programs over 
the five-year period is $b.600 million. (See Tables 8.2 and 8.3). 
Almost two-thirds of these funds are designated for capital investment 
projects, with one third of the total budget going for new urban con
struction and equipment' These expenditures considerably increase the 
amount proposed for infrastructure programs, and as a result decrease 
the percentage allocation to communicable disease control, maternal and 
child health and nutrition programs. 

It is well recognized, however, .that public health inter
ventions required considerably less investment than medical services 
and construction activities in order to achieve significant results, 
i.e., benefit to cost ratios are higher in terms of lowering mortality. 
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SkbIl 0.2 - S'wm" of Propmued Imith Upad1two Dwaasae of the *Wa~tzry of 3ealt. by
P'opsa, 19T4 - 1978.
 
(ZA xLUn pews bollviaene b4se on 192 rate of 12 $b.: lun.)
 

Prosm Personnel Operations 1 Znveuiaw Tframn Total 

Commnicable Disises 0.5 22.5 - " 23.0 (23.8%) 

Noternal and Child Health 16.9 17.1 .439-4 6-60) 
k .Rit.on 0.9 21.7 2.3 24.9 (4.1%) 

-bvi-menta3,Sanitation 2.7 27.0 65.4 95,.(15.9%) 

Medical Services 20.8 46.1 T.8 74.T (12-5%) 

Xntrastrutu=-e T.5 10.2 313.l* 11.7 342.5 (7.1%) 
T",otal. 49.3 (8.2%) 144.6 (24.1%) 394.0 (65.T) LI.7 (2.0%) 599.6 (2.0.0%) 

• Zncludes $b.40.1 million for urban construction and equipment projects presently in progress (6.7%)of total expenditures), ,b.201.3 million (33.6%) for proposed urban construction projocts and 
4b.49-6 -illion (8.3%) 'Or rural conettruction projects. 

Source: 	 141M sterlo do Previsi Social y Salud Pablics, Plan Nacional do Salud, .q73 - 19T8. La Pat,
1973, pp. 172. 

ta.le 8.3 - Sumry of Proposed Health Pinancing of the Minlstrr of Hel-th by Progra, 1974 - 1978. 
(Zn m.lion pesos boliLlaos based on 1972 rate of 12 $b.: 1.us. 

i'grVA fNtional MEctnal Toce Deficit Total 

Communicable Dimaes 2.0 6.3 144 23.0
 

M 'teral Ilalth 23.7
and Child 11.2 L.5
 

fttrition 	 l2.8 2.0 9.2 0.9 1 4.
 

,virosan tal Sanitation 29.2 41.3 24.1 0.5 95.1
 

Medical Services 66.9 T.8 " "4.T
 

'afst ructure e65.4 18.9 34.T 23.5 342.5 

Total 387.3 (64.6%) 100.0 (16.4%) 68.0 (11.3%) 44.1 (T.4%) 599.6 (oo.o%) 

SIncludes comunity, S=D, 13C, civic actions I and Depaertamntal development committees.
 

Smurce: Min1starlo do Previsido Social. y Salud "iblica, Plan keonal. de Salud. L.973 198
- La Paz, 
19 pp.- 173 -1T4. 

Table 8.4 - Sunmrvy of 1Poposei Health Personnel Increases of the MInist.r of 
Health by Progs., 19T4 - 19 . 

Program Professional Au Jilary/Tachnical Total 

0ammicable Diseases 45 9 (0.5) 
Matemnal and Chi Id H,.Lath Is
 

trition 
 20 20 (1.0) 

9xvlomaactal Sanitation 15 140 155 (79) 
Medical Services 685 807 1.492 (7..) 

Int:structure 53 i31 	 284 (14.5) 

Total 	 TT (38.6) 1.203 (61.4) 1.960 (100.0) 

Is IncUded in Medical Services. 

Soure: NIniterio it Prevlsido Social y Silud Thbllca, Plan cional doSalud, 19n7 
= La rest, 1973, PP. 169 - 170. 
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In addition, it is much easier for the Ministry to secure international 
funding for public health programs than for curative services and build
ings. Although it has been shown that budgetary allocations are not 
good measurements of the relative program priorities, the proposed budg
etary allocations, nevertheless, do not appear to give adequate weight
 
to 	the Minist y's stated priorities. The breakdown of proposed person
nel requirements (Table 8.4) reflects this resource-priority imbalance. 

d. Implications of the budget
 

In order to carry out the programs proposed in. the National 
Health Plan, the Ministry estimated that it vould need a total additional 
budget of $US.48.2 million by 1978. This would represent an increase of 
423 percent over its 1973 budget of $US.ll.5 million. This is a very 
ambitious, and probably unrealistic, projection. For instance the pro
posed increment for 1974 amounted to a 100 percent increase over 1973; 
while in fact, the Ministry was only allowed g nine percent increase. 
The budget would have to be increased by 41 percent annually compared 
to 	the tentative al!cations to the Ministry for 1975 of only a 16 per
cent increase. Table 8.5 and Figure 8.1 compare the Ministry's request
 
with the trend in actual allocations. The Ministry received 3.0 percent 
of the national treasury budget in 1970 and 4.3 percent in 1974. It 
would~hve to receive 18 percent in 1978 to be allocated $US.58.7 milion.( 4 

The budget projections for the Five-Year Plan were based 
entirely on 1972 prices. They did not take into consideration inflation 
nor were the addition of supernumerarios* an . adjustments to existing 
salaries contemplated. Assuming an annual rate of inflation of 10 per
cent, the real buying power of $US.58.7 million ii,1978 would be reduced 
to $US.36.3 million. Thirty-eight percent ($US.22.4 million) of the 
proposed budget would be eaten up by inf2ation. Thus if the Ministry 
wished to carry out all the activities in the Plan, it would need a 
$US.94.5 million budget by 1978, or an annual increase of 55 percent 
over its 1973 budget. 

Thus,one would have'to question the ability of the MDH to 
do any of the programs it projected. The Ministry has developed a re
vised budget request of $US.5.5 million for 1975. (See Table 8.6). 
In effect, the Ministry has been forced to revert to year-by-year, non
systematic planning. If the Ministry does not get its $US.5.5 million, 
the traditional pattern will be perpetuated, i .e. salaries will claim 
the bulk of the budget. 

* 	 Personnel hired on local funds which are to be absorbed into the 
Ministry's budget. 
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Table 8.5 - Comparison of Proposed and Actual Health Budgets of the Ministry of Health,

Per Capita Expenditures and Percentage Allocations of the National Treasury,

1970-1978,. 

Year Proposed Budgeta Actual Budgeta Per Capita Percent ofIncrease 
 Total Increase Total Expenditures National
 
Treasury 

1970 NA 7.2 NA 6.3 1.30 3.0
 

1971 1.7 
 8.0 0.8 7.1 --

1972 1.6 
 8.7 0.0 7.1
 
1973 4.4 11.5 3.4 
 10.5 ....
 

1974 10.5 
 21.ob 0.9 11.4 2.15 4.3
 
1975 9.7 
 30"7b (1.8) (13.2) --

197,6 9.7 40. b 

1977 8.9 49.3b
 

1978 9.4- 5 8-7b 
 (Tooo) (18)c 

aIn millions of US dollars. 
 blitional (Five-Year)_Health projections.

CUSAID/Bolivia/EON 
 ( ) Estimates
 

Source: Ministry of Social Welfare and Public Health, Planning Office, personal communication.
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Figure 8.1 - Comparison of Requested Ministry of Health Budgets for 
Health Programs, 1970-1978, with Actual National Treasury 
Allocations, 1970-1975 * 

60
 
,/ (58.7)

/ 
- National Tressu:y Allocations a b 

55 ...... 	 Requested MOH Budget, 1970-1973 b
 
Requested MOH Budget, 1974-1978 cb
 
Revised MOH Budget Request, 1975 b
 

50 * Excluding budgets for social welfare,( S(49.3)
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Sources: a Table 6.4, Chapter VI.C. 
b Ministry of Health, Planning Office, unpublished data, 1974 
c Ministerio de Previsi6n Social'y Salud Pblica, Plan Nacional 

de Sblud, 1973-1978, La Pez 172 
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Table 8.6 - Tentative Health Budget Increase as Compared with the 
Fiscal Needs of the Ministry of Health for 1975. 
(In million pesos bolivianos at 20:1) 

Tentative Budget Increase Projected Budgetary Needs 
Item Amount Item Amount 

Personal Services 12.9 Personal Services 28.5
 
Chuquisaca-TariJa 5.1
 
Other departments 8.6
 
Central level 4.2
 
Increased hours 
 0.7
 
Increased salaries 5.0
 
Supernumerarios* 4.9
 

Non personal services 1.3 Non-personal Services 6.4
 
Benefits 
 57
 
Food 	 1.0
 

Materials and supplies 3.6 Materials and supplies 

Capital investment 19.0 Capital investment 61.1
 
Continuing projects 6. 
New projects: 14.5 

Total 36.8 Total 	 109.4 

* Consists of personnel, previously paid from loca.J<-raised institu
tional funds, which are to be incorporated .- the national budget. 

Source: 	 Ministry of Social Welfare and Public Health, Planning Office,
 
personal communication.
 

At present, the National Health .an remains in force as 
the Ministry's guiding document. Conce! !ually it states what the MOH 
is trying to do. In practice, however, the lack of sufficient funds
 
have all but prohibited any substantial progress toward the stated goals.
 

2. Regional Plan for Socio-Economic Develooment, Chuquisaca-Tarija
 

Since 1972 the government of Bolivia has placed emphasis in
 
improving its systems of regional planning and programming. The imple
mentation of this strategy falls primarily on the Ministery of Coordination
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and Planning and specifically with CONEPLAN. Their activities are close
ly coordinated with the Departmental Development and Public Works Commit
tees and the other sectorial Ministries of the Government. International
 
.technical and financial support of these efforts has been obtained from
 
the United Nations Development Programme (UNDP), in economic development 
aspects, and from UNICEF, in social development aspects. The first
 
phase of the program concentrates on regional programming for Chuquisaca

and Tarija and the improvement of the regional planning capacity of 
CONEPIAN during the period l 9T4-19TT. It is contemplated that the second 
phase (beginning in 1978) will extend the process to the Department of 
Potosf.
 

a. Regional development objectives and strategy
 

The Government's objectives and strategy for regional
 
development and its relationship to overall national development are
 
summarized in Table 8.7. The developmental goals are expressed primari
ly in economic terms. It is recognized, however, that social development
 
must be accomplished simultaneously to achieve a balanced improvement 
in the quality of life. This is directly expressed in terms of improving
 
the living conditions in rural areas and in the promotion of family
 
welfare, both of which require health interventions. The regional develop
ment objectives include the achievement of a just society based on family
 
development and the restructuring of population centers in order to ef
ficiently provide necessary social services. The regional development 
strategy and immediate objectives place high priority on the extension 
of social services at the community level, including specifically the
 
improvement of nutritional status. 

Three of the twelve programmatic areas of involvement are:
 
i) health, with emphasis on improving preventive services, ii) nutri
tion, and particularly the elimination of nutritional deficiencies, and 
iii) environmental sanitation, concentrating on rural areas. Specific 
health activities in the Chuquisaca-Tarije region are to focus on re
search on tL' biostatistics system and communicable disease problems. 
Program in, .:L .tions are to include construction and equipment, person
nel traini.z, municable disease control, maternal and child health 
and healtt ,:tion. Specific nutrition activities are to be defined 
through reA_. bhand the formulation of a nutrition and food policy. 
Environmental sanitation projects would consist of the provision of 
potable water and excreta disposal systems and of the construction of 
adequate laundry facilities in medical posts.(5) The organizational 
restructuring and proposed methodologies necessary for implementing 
these programs are not described in the CONEPIAN document, possibly
 
because regional planning is a novelty and many of the details have yet 
to be worked out.
 



Table 8.1 - Sumary of National and Regional (Chuqulsaca-Tarija) Dave olment Objectives and Strategies. 

Natiornal Development Strategy 

Regional Development Strategy - Chuquisaca and Tarija 

General Objectives Strategy for 
 General Objectives 
 Regiooal Strategy 
 Immediate Objectives Prograzwtic AreasRegional lYevelornent 
Pora_-__t____re__ 

- Increase per capita 
 - Adequate treatment to Obtain full employ- General
income; - Increase income levels,
high developmaent zones; - Agriculturev livestock, foment in order to In-
 especially In rural areas, 
 restry, and fishing;
 
- Promote physical' - crease consumption - Universalization of social ser-Pronote internal migra- capacity; vices; in order to improve living


conditions;

economic and social - lining and petroleum;tion to zones of lowintegration; population density and Develop Industries to - Expansion of construction acti-

high economic poten-
- Extend social services to - Industries: food, non-foodfuxplolt natural re- vities;- Decrease Interns- tial; the community and improve and"jources; foundries;

tional dependency; nutritional status sod- Modification of urban-rural 
 educational level of the
- Pro ate the concen- - Health, with emphasis onObtain a just socie- relationship;- Improve utilization -tration of the dis- Individual family and the preventive services;
ty bused on the in-
of natural resources; persed population; society.tegrul family; - Integration of complementary - Hutrition, with empnasis on
 
- Improve utilization -zones;
- Special treatment'for. Develop a regional eliminating major deficienof human resources; planned colonization structure of hier- eles;

Creation of centers of demand;activities; 
 archical population
- Obtain optimum pro- centers which support - Environmental sanitation,- Localization of Industrialductivity; - Preferential treatment ccr.centratini In ruraleconomic activities activities; 

areas; 

- Promote scientific to high economic and and offer necessarysocial priority zones; social services. - Reorganization of regionalanad technologic re- - Education, fccuslr 3 on the 
search; administration.- Create an economic and ccczunity and york-orientedasocial structure cap- aspects;

Improve rural living ble of countering cen- Econmic Development apcs- Housing and urbanizatica;conditions; 
 tralism end permiting
adequate inter and 
 - Develop an appropriate techno-- Promote regional and intra-regional Inte- - Transportation;

sub-reglon l Into- gration. logy, concentrating on labor
Intensive activities; 


- Communications;gration (polos de dedesarroflo); 
" Restructure supply and demand - Energy, -with empnesis on 

- Proote family wel-fare. patterns; rural electrification;
Promote specialized production - Technical training end data 
according to ecologic-economic processing.
sub-regiors. 

Social Development 

- Tranformation of social, eco
uomic and political power 
structure; 

- Stimulate comunity partici
pation in the development
 
process.
 

Source:1 Consejo Nacional de Economic y Planlficacl6n, et. al., Plan Regional deDuuarrollo Economic-Soclal Chuqulaacs-Taiija: Ensayo de Planlflcci6n Region-]J renta Tupac Catari, Sucre, 1972, pp. 108-159. ' 
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The Chuqulsaca-Tarija program budget for 1973-1974 called
 

for an investment of $US.16.3 million; $US.10.5 million (64.4 percent) was
 

to come from national sources and the remainder from international
 
donors. Health programs were to claim 17.7 percent ($US.2.8) of the
 

total budget, the financing of which would be in about the same propor

tions. Only $US.0.2 million (1.2 percent was programmed for nutrition
 
activities, with 70 percent of these coming from external sources.
 
Environmental sanitation would require $US.0.7 mill'.n (4.3 percent),
 
57.1 percent of which would be financed nationally.k) Budget figures 
for 1975-1977 are not provided in the document, and will probably depend 

on the progress made du-rLng 1973-1974. 

b. Social develooment and health
 

UNICEF is financing the social development aspects of the 

regional program, and will emphasize the provision and improvement of 
services to rural areas. Table 8.8 summarizes the objectives and activi
tiee programed for the period 1974-1977. Strong emphasis is given to 

comprehensive regional planning and intersectorial coordination. UNICEF 
is working at both the national (CONEPIAN) and regional (Departmental 
Development Committees) levels in this respect. Program coordination
 

and financing will be channeled through the Development and Public Works 

Committees of Chuquisaca and Tarija. As with the overall development
 

plan, significant attention is given to employment and family income 
aspects. Improvement of nutritional status is also one of the sector 
objectives.
 

The UNICEF participation contemplates a wide range of 
aciivities to be implemented. For the most part the proposed activities 
are considerably well-detailed as to what the program plans to do. The 
overall program and specific activities aia very much oriented to the 
family level, and contemplate the active participation of the campesino 

in most areas. Health and agriculture together will receive almost two

thirds of the proposed budget. (Table 8.9). However, the combination 
of the large number of activities plus a relatively small three-year 
budget has apparently left some gaps and limited interventions in many 
of the program areas. Also the provision of technical assistance, with 
the exception of vocational training, is hardly mentioned. Finally, no
 

comprehensive study was carried out prior to the formulation of the 
plan to determine whether these largely traditional activities are in 
fact the most effective interventions to achieve the program's goals. 

The Ministry of Health, through its Departmental health 
offices (Unidades Sanitarias) will be the executing agency for the 
health, environmental sanitation and nutrition components of the program. 

As with other sectors, a wide range of activities is contemplated. 
Environmental sanitation, however, will receive about 60 percent of the 



Table 8.8 -'Summary of UNICEF Social Develoeut Objectives and Activities for the Chuquisaca-Tarija Regional Develop
at Prograa. 

Program Objectives 

- Establish an aggregate of 
inter ectorial activiLles 
In which social services 
su'.ort the develop-at 
of a basic develo;ment 
nfrastructure; 

- Achieve an aggregate of 
immediate operatiowal do-. 
cial obJectives In ordnr 
to i P--eant long-raue 
regional development; 

- Consolidate the region 
into a planiAng unit and 
the Depa.rtenta into ad-
ainiatrative and decision-
making unit, establishing 
adequate intersectorial 
coordination mechanisms; 


- fatmze the utilization 
of local recources as a 

source of financlng social 
services; 

- Create the conditions for 
a rapid increase of fami-
ly Income and the ex-
tension of social serv-

icec; 

- Generate e=ployment, es-
peclally among the rural 
young population; 

- Improve nutritional level 
by stimulating local food 
production. 

Program 

-	 Administration: 
• Uantrol level 


(CO-,EPLAR) 
. D'apart.ental level 

(D.velc.=nt Ca-
-itteen), 

- Region l food and nu-

trition plcy: 

. Aerculture produc-
tion, 

E-ducation, 

Health 


.	 Nutrition; 

Vocational treining: 
FWO 

• International tech-
mical assistanca; 

- Rural housing and re-
creqtion: 
• Research, 

• 	 Co--truction, 
• 	 Rural urbanization, 

Playrounds and 
spor-ts fecilitics; 

-	 Road improvement: 
.	 Secondsry roads, 
• 	 1,126 am. serving 


56 caounitles; 


Cooperatives (Chuqui-

sacs): 

Production, 

mMarketing, 

• 	 Food processing, 
.	 Weaving; 

Source: 
 UNICEF, Bolivia: Programs pars1n Cooperscln de 
pp. 15-Cal. 

Objectives for iNealth andActivities Environmeutal Sanitation 
Activitiles 

-	 Public health and environ- Improve the level of 
mental sanltatIon: health of urban and rural
 
.	 Administrative reorgani- populations, especially
zation, 
 for motl:ers and children; 
Regional office of supply 
and maintenanze, Organize, Lmprove and 
Ebtension and irovement extend health services;

of basic health services 
(construction, equipment, Develop regional health 
personnel), programs, promoting, 

.	 Urban madicl attention, intra-sectorial coordi

.	 Rural medical attention nation; 
(supervision),
 

* Dental attention, Adinigtrative reorgani
. Blostattstcs, zation of regonl serv
. Personnel trainingl ice, giving particular 
. Oommunicable disease importance to the gradual

control, integration of SUE4 vith 
. Nutrition, other services; 
.	 Health education, 
.	 Environmental sanitation; Improve environmental 

sanitation conditions, 
Education: 
 vith special priority 
. Rural educ"' ion (25 nu- to schools and heal.h 

clear areas), facilities; 
• Research,
 
• 	 Administrative reorganai- improve the nutrition 
zation, 
 level of the population,

• 	Pre-vocational ann va- vith emphasis on mothers 
cational training,. and children. 

. Adult education, 

. School lunch, 
• 	 Teacher training, 
.	 Techitoal supervision,
 
M education
Non-formal 
including literacy,
 

.	 Construction, equipment,
 
books and teaching ma
terials,
 

. Reproduction facilities;
 

Agriculture and livestock: 
* Nutrition (family gar
dens),
 

Cooperatives and credit,
 
Research,

Irrigation,

Family porcine projects.
 

UNTC-",'Junto l974-MaY 1977, Tao EU, La Paz, 19T3, 



Table 8.9 - Sumary of Social Development Financing for the Chuquisaca-Tarija Regional Deelouent Proram by Program and Year. (In U.S. dollars).
 

First Year Second Year Third Year Sub-Total Total 

Programs National UNICEF National UNICEF National UNICEF National UNICEF Amount Percent 

Administration 9,780 ,8,400 10,720 42,960 13,860 39,120 34,360 139,780 174,140 6.3 

Vocational traihing -- 20,000 -- 30,000 -- 20,000 -- 70,000 70,000 2.5 

Rural housing and 
recreation 10,000 4,000 15,000 10,000 15,000 I0,000 40.,000 24,000 64,000 2-3 

Road Improvement 80,073 13,000 82,173 9,000 70,223 9,000 232,1469 31,000 263,"9 9.6 

Public health .nndenviron
mental sanitation 205,077 192,792 224,883 1&,285 200,709 33,642 630,669 390,719 1,021,388 37.0 

Education 61,102 25,000 19,890 hO,000 19,890 75,000 100,882 140,000 2kO,882 8.7 

Agriculture and livestock 175,560 60,29 193,490 67,380 196,435 58,370 565,485 186,179 751,664 27.2 

Cooperatives 28,980 28,790 42,367 39,310 19,259 18,505 90,598 86,605 177,203 6. 

Sub-Totals 570,572 402,411 588,523 402,235 535,368 263,63 1,694,463 1,068,283 2,762,746 100.0 
Percent (by year) 58.6 41. 59.4 40.6 67.0 33.0 61.3 38.7 

Source: UNICEF, BoliVia: Programs para la Cooperaci~n de-UNICEF. Junio 1714-Mayo 197, Tcmo III, La Paz, 1913, p. 203. 
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budget (Table 8.10), followed by nutrition (16 percent) and the improvement of service facilities (15 percent). Only nine percent of the budget
(or about $US.30,000 per year) is left for the other nine programs.
 

The commitment of the Ministry of Health to this program
is significant in several -ways. 
Foremost is the consistency of objec
tives suong the Ministry's proposed regional activities, the UN.CEF
social development and COiEPLAN regional development program, and the
Ministr-'rz Five-Yea_- Health P12n. Undoubtedly 
 this is partly due to the
influence of CON.IIZ in the different planning efforts. The proposed
health budget for Cuquisaca-Tarija marks a notable shift, however, as
compared with the Five-Year Plan. For the first time the vast majority
of resources is being allocated to preventive programs as opposed to
coistruaction projects and curative medicine. 
Finally, the Ministryt's

planned activities are well detailed.
 

However, it is questionable whether the Ministry will beable to meet its full commitments. As planned, the Chuquisaca-Tarija

program, would require 15 percent of the total tentative budget allocations for 1975. Even then the proposed budget would be very limited

for the nmjority of activities and therefore leave many 
gaps in terms ofits effective implementation. Thus the Ministry would like to complement
this budget with an additional $,s3.5 million (mostly for malaria control);
but that would mean that the program would require one-forth of the ten
tative 1975 budget. At the present time, the Chuouisaca-Tari-a program

remains In the programming stage; little has been advanced terms
in of 
-the implementation of projects.
 

3. The coordination of external assistance 

In February of 1973, the Ministry of Health participated in ameeting uhich outlined the government's position regarding international 
cooperation. Representatives from the Interamerican Commission for the
Alliance for Progress, the Interamerican Development Bank, the World Bank
and various government agencies were present. 
One of the purposes ofthe meeting was to stimulate the government to design a global country
development plan which would serve to guide the utilization of foreign
assistance. One of the overriding concerns of the Ministry of Health 
was the difficulty it faced in developing a national health plan due tothe lack of this global development plan. The Ministry also stressed
the need to promote the integration of the various government agencies
working in the health sector and to concentrate on regional development
through mutisectorial coordination.
 

Table 8.11 summarizes the Ministry's objectives for the health
sector and priorities for technical cooperation as prepared for the 1973

meeting. For the most part, the objectives coincide with those stated
 



Table 8.10 - Sumary of Health Financing for the Chuquisaca-TarLja Regional Development Program by Project and Year. (In U.S. lollar.). 

First Year Second Year Third Year Sub-Total Total 
Proj ects National UNICEF National UNICEF National UNICEF National UNICEF Amount Percent 

Administrative organization 2,800 -- iiOO -- 4,200 -- A20 

Supply and maintenance 4,200 -- 2,100 ...... 6,300 -- 6,300 0.6 

Improvement of services i1,I8 57,555 17,016 37,985 13,985 19,89 41,922 115,432 157,354 15.A 

Urban medical attention 622 -- 1;275 -- 1,911 -- 3,808 -- 3,808 0.A 

Rural medical attention 270 -- 270 -- 270 -- 810 -- 810 0.1 

Dental attention -- -- - -- -- -- 0.0 

BiostatLatica 1,000 2,000 1,300 -- 1,350 -- 3,650 2,000 5,650 0.6 

Personnel training 560 13,337 560 2,150 560 U-1,750 - 1,68O 27,237 28,917 2.8 

Commncable diseases 7,572 1,000 7,7TT 1,500 8,195 2,000 23,544 ,500 28,01 2.T 

Nutrition 52,195 100 '53,175 4,000 54,155 -- 159,525 4,400 163,925" .1 

Health education 2,300 1,000 3,700 1,150 7,200 -- 13,200 2,150 15,350 1.5 

Environental sanitation 122,510 117,506 136,310 117,500 113,210 -- 372,030 235,000 607,030 59. 

Sub-totals 205,077 192,792 224,883 16,285 200,709 33,642 636,669 390,719 1,021,388, 100.0 
Percent (by year) 51.5 48.5 57.8 42.2 85.6 14.4 61.7 28.3 

Source: UNICEF, Bolivia: Programa para Is Cooperaci6n do UNICEF, Junio 1974-Mayo 19T7 Tomo III, La Paz, 1973, p. 67. 



Table 8.11 - Scxury or Objectives and Priorities for xternal cooperation In the health sector. 

Policy ltaula 
 Sector ObjectLvesj 
 Priorities for 
 Special Considerations
 
TectiniaJ. coooperation

- Develop b a1.4le and bouaic Increase lire exptatancy und
helrh ucvlo.-oL policy 	 - ,iJih~ot priority areas:work cupucity: 	 No technical assistance hascmmincable diaeases,
for all ii .ui.., puulic .urradIcutlo/control 	 been received for drug controlof con-
 .• 	 Lulariaand prilvutu, bujied 	 nor health legislation;on a mWilcubledlueun.s,global country developuent 	 .- Vaccinations . 1rpruv,- eut of work environ-plan; 	 .. helorrihglc fever and Little technicali.ort, 	 end financialChagas'; 
 ueaistanc 
has been received
Sliaprove nutrition tatum,
- Concuntr.e on tla .	 .Iucre preventivu attou for stutibtics, luborbtorles,.a 	 - Nutrilton,axparuJou or rurel services 	 traiiing and healthInclualuI 	 education;health cluculoa,arnd rehir.nil pro 	 .. er~delca,'u..'inN, 	 goiter. in.. turuul and cLild child aldIntatarauq y coordination, 	 mother feeding; - All external cooperationhualth "urvlcia;
materital 
.rid child health 	 should be chauneled throughHural sanitation,and comawaicable 	 the Ministrydlssse -	 of Health;Hduce mrbidity, eSdpclully ascoutrol; 	 •. potable waterrelated to the labor force: .. 	 "xcrete disposal; - Nutrition, health education - Concetrate 	 . lijprov racility uLilIibtboa,on rugioaul .	 .\Lend covera64 of serviceu . Health services, and ervironmectal Sanitationsocial Lad ecZQlMlUn 	 tire arebs vhichto r'ur~l :reu., 	 should 
dcvalofd;.ant 	 .. factlItleuthrugh mul"ti- . 1nco.-;Nretc JL:Ulth ciQ-	 recelve special considerationoucwt ... aaternel and childsccLorlbl 	 Incordination. 	 terms of lntersectorialJi -,11. d,:vcloljnt projectu, health;

* Iprove c' .	 
coordination;

tcLy urd effic eacy Or health fcllitteu, . iostattica; 
Iincrease reu.arci 

-	 L ternal cooperation shouldnd ,cat na-tionel atandurds; 	 be coordirnted :at both thelboratories; aectorlal sad global levels;
 
- Strvelth, a, I mnrovu a.,i extend . Drug supply and control. - Public adminitratloahealth s.-rvlcu eOveraf* 	 sy3

* aiqu~tu hIalth pl.l.ukiuJ 	 tets should Le improved to- Secondary priorities: reduce obstacles and maximizetou:rd4 th IrnLegrutica of . Facility maintenance and
aervic u, 

external assistance. 
renovation of equipment;


* revla n.iup-date health
le.;islatlon, 

Hlealth planning;
* 	 btreng't|hui the normutive
 

'ulictlo,,j of the ilniftry 
 of - Paruonnal training; 

- .n, tI, trainli,d and IzL- . Health legialation. 
1.r1ve thl- quality Of h.-alth 
purdontnel, 
I
increase the utLIlitation of 
e'XLernal tcchulcal asioetance 

In 	 critical ur. u,. 

Source: Unlt.rlo de Prev/qion Sociul y slud piblic, 'Coordin.cIgn de is Cooperuclde Eternaboliv. - CIAP, BID, BIRF, Sector Salud, 	
a .olivia' eunda Conjunta;La Pz,z February 19-22, 1913, pp. 3, 11-15. 
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in the Five-Year Plan, but the priorities are understandably oriented 
to those aspects more likely to gain external support. The extension
 
of health 3ervices to rural areas, espe-tally concerning maternal and
 
child health and communicable disease control, remains the major con
cern. Nutrition and environmental sanitation are also high priorities.
 
Improvement in the biostatistics and reference laboratory systems and
 
an increased supply and better control of drugs complete the list. To 
improve the efficiency and effective utilization of foreign assistance
 
the Ministry recommended the improvement of administrative systems and
 
better coordination of external assistance through the Ministry of
 
Health.
 

No concrete policies regarding the utilization of foreign 
assistance have evolved from this meeting. Nevertheless, some inter
national donors --PAHO and UNICEF, in particular -- have taken the 
Ministry's position into consideration and have programmed subsequent
 
activities accordingly.
 

C. Other Sector Agencies
 

With the exception of the Ministry of Health, the government agen
cies involved in the health sector have not carried out any comprehen
sive planning efforts. Several limited plans have been developed, most
ly dealing with specific aspects of an agency's scope of activities. 
Until the formation of the Intersectorial Commission for the Health
 
Sector in early 1974, no attempt had been made at comprehensive secto
rial planning. However, several of the independent studies which proba
bly will influence future developments within the health sector are 
summarized below. 

1. CONEPIAN - population problems
 

In July of 1974, CONZ IAN sponsored a conference to analyze
 
and provide a base for a rational national policy regarding population 
problems. The conference was attended by 62 people representing 21 
government, private, voluntary and religious organizations. The partic
ipants concluded: i) that a population policy should not be established 
independently but rather within the context of integrated development 
and exempt from foreign pressures which interferewith national sovereign
ty; and ii) that on a national level, bolivia does not have an accel
erated population growth, but rather a maldistrtbttion of its popula
tion with resulting pressures in certain aress.(7) 

The recommendations of the conference included a rejection 
of a birth control program which would necessarily be oriented towards 
altering demographic parameters. Nevertheless, it was recognized that 
a couple has the right consciously and freely to determine the timing 
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and number of pregnancies, without pressure from any source, in order 
to alleviate negative social consequences such as high rates of abortion 
and moternal mortality. Due to the lock of adequate demographic stati7
tics 	and the isolated activities of some organizotions it was also re
commended that a national population council be established. Finally, 
the conference recommended that the proposed notional census be corrid out 
urgent ly. 

As an official docunent of the 'finis-:ry of Coordination, it 
is felt that these recommendations will have a considerable influence 
on a forthconing national population policy. A second seminar has 
been 	 scheduled for early 1,75 to further define specific recommendations 
w.ich w.ould then be submitted to the government for consideration. It 
iz; likely that te GOB will try to avoid at2:ingany official policy 
s tat.e.nt regarding fsmily planning; but rather will continue its lais
sez f3ire position cf responsible parentncod. 

'2. 	 The Eoli':in Sncsil Security Institute =_ESS) - uraLj. social. 
security 

Since at least ea'3 j 1973, the posZibility of a SeCuro Social 
C r3c2:no has been men:ioned frequently in the nazional press. In Sep
tem!zer of 1971 a co~issi n was formed to carry out the appropriate 
feSsi! ility zudies. Unfcrzunetely, these studies and the resulting 
project propcsal -ere not available for review by the Health Sector 
AsZes-me~n- personnel. Tne following analysis is based on discussions 
wi. IBSS 3rd inistrj of Health officials and the propoqd Supreme 
Decree for he creatior, of the Seguro Social Csoiesino.(O) 

a. Servic es 

The Seguro Social Campesino (SSc) would function as a 
separate entity or 2aJ ?uiaer the supervision of rae IBSS. and in coor
dination with other 2 . In contrast, however, the SSC would offer 
only medical services for sickness, maternity and accidents (prestacio
nes en especie), and would not include old age, disability nor death 
benefits. The specific services would include curative medicine, general 
surgery, hospital1 and limited dental attention 3nd the provision of basic
 
drugs. Preventive health services would also be offered, but would be 
provided by the inistry of Health. 

b. Beneficiaries 

The beneficiaries of the SSC would be: i) all indepen2dent 
agricultural wor..rs who posoess legal title to their land, ii) employed 
agricultural workers who would be transferred from the present social 
security system (c,"SS), and iii) non-a9riculturol rural residents on 

http:tat.e.nt
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a voluntary basis. De-pendents of the above workers would also be in
sured. At present no provision Ls made for the large number of inde

pendent agricultural workers who do not possess legal title to their
 

land. PresLimably this group could join voluntarily but the financial
 

arrongementz have not been determined.
 

c. Financing
 

Financing for the system is contemplated from several
 

sources: i) mcnthly pyr.ents by tcje head of household at $b.30.00 per 
housenold per month; ii) speciol taxes on certain agricultural products, 
partciculgrly coce (10 percent) anld chicha ($b.l.30/bottle); iii) a 
percentage of taxes nov: collecte. from agricultural enterprises end on 

aAricultural lands; and iv) 70 percent of the taxes paid for register
inz rural land titles. In the absence of an employer (catron), no 

r.:stching funcz are to be provided, nor will the government directly 
match premiums w.ith the campesino by formula. 

Analysis of health financing amcng the campeEsinado in 

Bolivia shovs an of ' " out an faMilythat everoe 6us.6.00 of annuLai in
come of $US.300 is spent on health (traditionsl and modern), amounting 
to t-,o percent of income. This totals 4b.l0.00 monthly, as compared to 
the monthly pr-eaium orojected for the SSC of tb.30.O0. Assumaing that 

all monies non," srent by the canmpesino on traditional and modern medicine 

were transfe__-_dto the pcyment of premiums, an estimated three-fold in

crease w:ould still be necessary. Hovwever, experience in a fairly effi
cienT health program of preventive and curative services with good rua'l 

coverage * -- among a population more receptive to social. change -

shoved that the campesino spent on the average $b.l.O0 per person per
 

month, or about $b-b.00 to $b.7.50 per family per month for health.
 

The campesino also contributed his labor and cash for the 
construction of local health posts. However, in this same health pro
gram each local psowas more than matched with outside assistance (the 

National Institute of Colonization provided some salaries and the Metho

dist Church provided salaries, equipment, drugs and technical advisors). 

d. Organization
 

The organization of the SSC would be much the same as 
other cajas. At higher service levels, contracts would be made with 

other hospitals (CNSS, Ministry of Health, etc.). At lower levels(pos
tas sanitarias and puestos mdicos) the SSC would take over existing 

• Yapacani colony in Santa Cruz sponsored by the Methodist Church.
 

http:tb.30.O0
http:4b.l0.00
http:6us.6.00
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Ministry of Health rural facilities using these as a for morebase extensive coverage. Remodeling and additional construction is contemplated.T-lis transfer has not been approved by the Ministry of Health, and it isunlikely that this would occur without resistance. Primary care wouldthen be provided directly by the SSC with its own personnel. Some innovation is possible in the training and use of paramedical personneldeliveinng pri--r, ccre (preventive and curative) and the training ofpbysician's assistants and/or traditional practitioners (e.g. curanderos).In addition, an administrative system for the collection of premiumsand medical fees is anticipated but at present undefined. 

e. Implementation 

It is envisioned that the SSC gradually would assume allresponsibility for rural and small town populations from the Ministryof Health, the Institute of Colonization and other decentralized agencies.The Ministry of Health tends to favor the system, but with certain reservations regarding implementation, basically as meansa of financing medical (curative) attention in rural areas. Programtic areas have beenselected for the fixst year of operation: the Lake region, the ValleAlto of Cochabamba, snd the northern provinces of Santa Cruz. (SeeFigure 8.2). In subsequent years, coverage would be expanded to adjoin
ing Provinces and to the Department of Tarija. 

Even though the SSC has been studied and a plan of actionprepared, it has not yet been approved by the government. Many of thedetails have yet to be worked out. In October 197 the IBSS was transferred back to the Ministry of Health. This action is obviously a necessary first step to secure a coordination of activities between the twoinstitutions, and could pave the way for eventual implementation. 

C. The Interministerial Commission on the Health Sector 

In late 1973, the Ministry of Health undertook to rectify two majordeficiencies within the health sector: the government agencies providing health services were seriously fragmented and there was no comprehensive health plan that could be considered truly sectorial in nature.In an effort to develop such a plan, which in turn would serve to stimulate intrasectorial coordination, the Government decided form Into anterministerial Commission to carry out dn evaluation of the health sector. More than 60 persons representing 12 agencies were assigned temporarily to the task of analyzing the current status of health problemsand programs in Bolivia and of formulating recommendations to improvethe present conditions.* The Commission was assisted throughout by USAID
and PAHO technical consultants. 



Figure 8.2 - Areas of Implementation 
for the Proposed Cam
pesino Social Security
 
System by Phases.
 

.PAND.. Source: Instituto Boliviano de 
------_Seguridad Social, Divisi6n
~Programatica. 

, -1 V -% 
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T.4RiJA - Province boundaries
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At the time of writing this Assessment, the Commission's final
 
report was being drafted. It is to be submitted to the appropriate

authorities in early 1975 for discussion and formal adoption. The fol
lowing analysis is based on the reports of the various working groups
and conversatidois with the coordinating committee which was preparing

the final draft.
 

1. Sector priorities 

The Commission members were assigned to eleven working groups.
These sub-commissions analyzed five progmmtic areas (medical and hos
pital attention, maternal and child health, communicable diseases, nu
trition, and environmental sanitation) and six areas comprising the
 
health infrastructure (administration, financing, human resources, fa
cilities and equipment, information systems, and pharmaceutical supplies).
Over 160 recommendations were presented by the sub-commissions aimed at
improving various aspects within the sector. Many of these, of course, 
were overlapping. The heads of each working group then met several 
times for the purpose of integrating the work of the sub-commissions
 
into a single document and to determine sector priorities from the nu
merous recommendations presented. This group reaffirmed that 
increasing
life expectancy at birth was the most adequate and inclusive sector goal.
It also recognized that the major health problems influencing life ex
pectancy in Bolivia were the high rates of infant mortality, malnutri
tion and communicable diseases.
 

The group decided that sector priorities, or recommendations

forprimary attention, should focus on those factors which determine
the effectiveness of the programs which were designed to overcome the
 
major health problems. This factor analysis approach is illustrated in 
Figure 8.3. The 160 recommendations presented by the working groups
were consolidated into principle conditioning In the disten factors. 
cussions that took place, it was intrinsically recognized that the health 
sector could not be considered an independent entity, but rather inter
related with other aspects of socio-economic status. Of particular im
portance were the general levels of education and family income, com
munications and transportation systems and agricultural production.
Whil2e simultaneous advancement in these areas ,roul.d be imperative to 
progress in health it was decidedthe field, that the Commission's scope
of action could only realistically deal with those aspects related to
and dependent on interventions within the health sector. Finally it 
was recognized that to achieve a significant impact on the major health 
problems, primary attention must be given to the rural population. 

An attempt was made to quantify and rate the ten factor inter
ventions identified by the Commission. This exercise, it was felt, was 
necessary in order to focus on those problems deserving most attention 
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in light of limited financial resources. The nominal group process was 

employed for this purpose. (The results are shown in Figure 8.4). It 

was of little surprise that increased financial resources for the health 

sector was the first concern of the Commission members. This was close

ly followed by an improved comprehensive planning capability. Upgrading 

the competence of health personnel was the third priority. As a first 

attempt to quantif health priorities, it was felt that the results were 

highly significant although subsequent refining would be necessary. It 

was difficult for health professionals to try to isolate individual as

pects of very complex problems. The tendancy throughout was to consider 

multiple factor inputs, which of course is imperative in increasing the 

efficiency snd effectiveness of health programs. 

2. The National Health Service 

The major, and more innovative, recommendations of the Inter
of providing healthministerial Commission focused on the broader issues 

services in Bolivia. The most significant recommendation was for the 
becomeestablishmeut of a National Health Service. The Service would 

the sole provider of public sector health services in Bolivia. While 

many of the issues currently being discussed have a sound technical basis, 

experience dictates extreme caution in trying to predict what form, if 

any, the Service will eventually take. As tentatively conceived, however, 

the Service would have the following caracteristics. 

a. Institutional reorganization 

All health programs and facilities currently serving the 

general public and sponsored by different government agencies would be 

consolidated and centralized under the Ministry of Health. These would 

include the IBSS, the National Social Development Council (JNDS), the 

Institute of Colonization, the health facilities planning unit of the 

Ministry of Urbanism and Housing and others. The government has, in 

fact, moved in this direction with the recent transfer of the IBSS back 

to the Ministry of Health-- an action partly based on the preliminary 

reports of the Interministerial Commission. Studies would be made to de

termine whether current non-health activities sponsored by these agencies 

such as death and old-age benefits and pensions, would oe transferred 

to other, more appropriate Ministries. 

Various plans for the organizational restructuring of the 

Service are being considered. Strong attention is being given to innova

tive arrangements based on a more rational and functional approach which 

would fully integrate both curative and preventive services as well as 

provide a psychological reorientation for existing personnel. A more ap

propriate distribution of health personnel would be facilitated by the 

mandatory civil service system. The integration of all health and vital 

statistics systems is also contemplated. 
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b. Regionalizetion of health services 

The regionalization, or decentralization, of health serv
vices' administration would be another major characteristic of the Na
tional Health Service. This trend has lately achieved increasing impor
tance among health professionals within the Ministry of Health, other 
service agen 4 e s an the .,niversity fa ties of medicine. It was also, 
the central theme of the last (May 1974) congress of the Bolivian Public 
Health Society. Most likely the present Unidades Sanitarias (Health
 
Units) of the Ministry of Health, which correspond in all but two cases
 
to entire Departments, would be renamed Regional Health Services. Several 
more innovative plans which would relate health districts more closely 
to social, geographic and ecological factors, however, have also been 
proposed. 

As contemplated, a significant amount of administrative 
decision-making would be transferred to the regional level; this would 
include executive functions of personnel hiring, budget administration 
and resources management. Regional planning activities would also be 
supprted. "-c national level wou.ld be strengthened in the are a of 
global planning, the setting of norms and standards, technical assistance 
and the administration of certain national programs. The major barrier 
to the implementation of regional administration is the present lack of 
sufficient and adequately trained personnel.
 

c. Universal social security coverage
 

The role of the Social Security System would be greatly 
increased under the National Health Service, primarily for its ability 
to finance costly medical and hospital attention. Social security cover
age would be extended eventually to all of Bolivia's inhabitants. The 
implementation of the Seguro Social Camoesino would be an important link 
in this strategy for reaching the rural population. The physical loca
tion of tht SSS within the National Health Service would facilitate the 
functional integration of curative and preventive services at the local 
level.
 

It is racognized that this integration would require sig
nificant changes with:.n the present administrative and planning systems. 
The result, however, should be the more efficient utilization of health
 
resources. Particular benefits would be derived in terms of hospital
 
utilization, health information systems and pharmaceutical supply systems. 
The major problem concerns the development of precise and realistic fi
nancing mechanisms, especially for the provision of medical services to 
the rural population.
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3. Rural health services 

It was apparent to the Commission that major attention would 
have to be placed on increasing the coverage of health services (pre
ventive and curative) to rural areas. The Ministry of Health's Five-
Year Plan and the Government regional development strategies stressed 
these needs. As it now stands, over three-fourths of the population
reside in rural areas, while existing health resources are heavily con
centrated in urban areas. 

The Commission decided to define and analyze potential rural 
areas and determine which of these comprised the highest priority for 
the implementation of comprehensive health programs. Given the personnel 
and financial limitations of the government, it was obvious-that all of 
rural Bolivia could not be approached simultaneously. USAID consultants 
assisted the Commission in developing a methodology by which potential 
health regions were defined, primarily on the basis of geography, popu
lation density and accessibility. A set of criteria for comparing the
 
relative merits of each region in term of it potenti! for ..v 1.i^ 4g 

and sustaining a rural health program was also formulated.
 

Based on personal knowledge, available data and site visits, 
the Commission evaluated and selected six priority regions. (See Fig
ure 8.5). These were the Department of Tarija, the northern provinces
of the Department of Santa Cruz, the Yungas-Alto Beni area, the central 
Cochabamba valleys, the northern Altiplano, and northern Chuquisaca. 
Four of these areas concide with those selected for the SSC. Secondary
ar.as for future consideration included northern Potosi, the Camri-mon
teagudo region, and central Beni. It was felt that these areas should 
be studied further in depth to determine the appropriate methodologies 
for implementation. One factor which gained favor was to make the areas 
coincide with political (at least Province.al) demarcations. While the
 
selection of priority areas would influence the allocation of limited 
resources, the Commission emphasized the importance of promoting a bal
anced (geographical) development throughout the country. 

4. Conclusions and implications 

The Commission's report is scheduled to be completed by early

1975. Some sections, primarily programing and budget aspects are at 
present being discussed and therefore the specifics are unknown. The 
report will be presented as a supplement to the NVH's Five-Year Plan 
and will reflect the basic goals and program priorities stated therein: 
communicable disease control, maternal and child health, nutrition and 
environmental sanitation. As indicated above, the recommendations of 
the Interministerial Commission will primarily focun on those factors
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which presently constrain the effectiveness of these progams: insuffi
cient financing, the lack of comprehensive sectorial planning and inter
sectorial coordination, inadequately trained personnel, etc. Priority
attention will be given to the need for developing a realistic "system"
which can effectively reacb the majority of the rural population. 

The final report is to be presented to the appropriate GOB

authorities --
the Minister of Health, the Ministry of Coordination and
 
Planning, the Ministry of Finances and, ultimately, the Presidency -
in late February or March for consideration. At the present time the
 
GOB is formulating a new Five-Year Global Development Plan (1976-1980).

The Commission believes that their report and recommendations could very
well form the basis for the national health policy which is to be in
cluded in this Global Development Plan.
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CHAPTER IX
 

THE ROLE OF FOREIGN ASSISTANCE IN THF HEALTH SECTOR 

A. SummarY 

A private American organization, the Rockefeller Foundation (RV), 
was the first foreign agency to provide technical anr financial assist
ance to the health sector in Bolivia. Tis effort began in 1932 ibefore 
the existence of the Ministry of health, which was create., on 20 August 
1938. The RF brought the first Vistages of mooern public health meas
ures to the Bolivian population even though its original scope of activ
ities was limited to the control of yellow fever, and later malaria, 
typhus, smallpox, bubonic plague and hookworm. Its participation von
tinued through March 1953. In addition to being very effective in the 
eradication of yellow fever, RF also developed a cadre of highly capable 
and experienced epidemiologists (a brand new discipline in Bolivia at 
that time) who later became key figures in the malaria eradication 
program. 

The RF span of existence was abouttwo decades, with an appreciable 
over-lap in service with the official U.S. government program which 
started operations as a consaquence of a meeting of Latin American
 
•Ministers of Foreign Relations held in Rio de Janeiro on 15 July 1942. 
At that time U.S. Ambassador Pierre de Boal offered the Government of 
Bolivia (GOB) technical assistance in health and sanitation plus LJS$ 
one million to establish and operate these programs for a two-year 
period. The Supreme recree creating the Inter-American Public Health 
Cooperative Service in Bolivia, better known as the Servicio Cooperati
vo Interamericano & Salud Ptiblica or SCISP, was signed on 2 0ctoler 
1942. The first American Co-irector was General George C. Dunhem, who 
shared his administrative responsibilities with a Bolivian counterpart. 
General runhem was also the Chief of the American field party group 
sponsored by IIAA. Initially, the overall goal of the SCISP war to 
provide sanitation assistance to the rubber workers or gomeros in north 
eastern Bolivia, anO more specifically, the intention was to attenuate 
and eventually eliminate the drastic negative impact which malaria hac: 
on the health of the gomeros. Concomitant objectives were to ctimulate 
the output of a strategic material (rubber) as a contribution to the 
U.S. World War II effort anc to establish a cooperative mechanism in 
the southern hemisphere for continental defense. Using hospital launches, 
some of which were provided by the GOB, the merican health officials 
and their Bolivian counterparts provided free medical treatment to 
thousands of malaria victims along the river routes of the Beni an. 
Pando 1epartments, working from temporary bases established in Magdalena, 
Santa Ana, Trinidad, La Esperanza, Abun' and Cobija. 
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tlthough the SCISP was preceeded in its work by the Rockefeller
 
,'oun,.ation, it is generally recognizecL that the health Servicio laid
 
the groundwork for and developed the first modern public health serv
ice in "'olivia. Turing its era, technical and inancial assistance
 
were provided by the SCISP for the establishment of health centers,
 
training of personnel, communicable disease control (especially mala
ria), sanitary engineering programs, and industrial hygiere. The 
health Servicio operation was phased out in 1962, with the simaltaneous 
phase-in of the Alliance for Progress, the predecessor agency Co the
 
modern USAID operation. 

From 1962 to 1966, Mission efforts in the health sector were 
limited to some budget support for malaria eradication and '.he creation 
of four entities: the National Institute of Occupational Health, the 
National Institute of Communicable Diseases, the Planning rivision of 
the Ministry of Health, and CORPAGUAS (water supply serice). From 
1966 to date, USAID has provided financial and technical support in 
Family Care, an umbrella-type program designed to discretely promote 
responsible parenthood programs as integrated into a Maternal and 
Child Health network and organization. 

At various times during the period of 1940's to 1950's, other 
international donors established programs in Bolivia to provide finan
cial ano technical assistance in the health sector. Among these, and 
more or less in order of importance as well as magnitude of contribution 
are: the World Health Organization (WtO), through its operating branch 
the Pan-American Health (rganization (PAHO) starting in 1949, and the 
Unied Nations Children Fund (UNICEF) in 1953. 

The PAHO was essentially involve6 in communicable disease control,
 
environmental sanitation activities, training, health administration, 
occupational health and radiation monitoring plus the provision of 
related advisory services. Many of these activities were carried out. 
in cooperation with other members of the U.N. family of international 
donors including UNICEF, UNrP and UNESCO; as well as with USAII anu 
it predecessor agencies. The UNICEF was principally involved in malaria 
eradication, institutional development, communicable disease control,
 
environmental sanitation, training, nutrition, ana in recent times, in
 
the development of a regional socio-economic development plan - with
 
some of these activities interrelated with those of PAIIO.
 

The major private voluntary organization in Bdlivia has been
 
Catholic Relief Services (CRS) who started their operation in 1955.
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Their major past activity has been in the field of nutrition. by 
channeling PL 480 Title II comodities to maternal, child and other 
institutional feeding programs t-hrough a Bolivian couterpart. (Caritas). 
More recently, CRS has become involved in socio-economic development
 
projects which are oriented to improving the soci.l status of the
 
common man in Bolivia. 

Finally, some of the ne,4-comers in the health discipline have 
been the United Nations Fund for Population Activities (UNFPA), the 
International Planned Parenthood Federation (IPPF) and Pathfinder Fund, 
all o2 whom have just re:rntly planned or made rather limited finan
cial assistance available for family planning activities in Iolivia. 
Bilateral assistance in health has been very limited, focussing on 
isolated projects. 

Until 1.973, there appears to have been little or no coort-ination
 
or even dialogue among the international donors and USAID or predeces
-or agencies, excepting that between the Mission and CRS. As a con
sequence, the*impact of foreign assistance may have been less than 
optimal, and in general the assistance has been provided on the basis 
of fragmentary data and has not aadressed the sector problems in a
 
comprehensive manner - a shortcoming which the Health Sector Assess
ment is expected to resolve. 

B. General Role of Foreign Assistance
 

Quite simply, it can be stated that foreign assistance brought 
public health practi es to Bolivia, created the related institutional 
mechanisms, and developed the cadres of quite well trained health 
professional personnel which were an essential pre-requisite to 
staffing the health facilities currently operating in Bolivia. Con
comitantly, there were also negative impacts. The GOB reduced its 
financial inputs in the health sector from an average of six percent 
of the GrP in pre-SCISP days to about two percent in the early sixties. 
The proportional contribution has barely recovered from that low to
 
date. Modern medicine and public health practices combined with
 
improved nutrition undoubtedly influenced the population growth, but 
not tc the extent as witnessed on a world-wiae basis in the under-de
velope l and developing countries. Nevertheless, on balance the 
contri )ution was positive in that it established the institutional 
facilities and capabilities for the coming era in which the common 
man in Bolivia, the rural dweller or campesino would have access to 
preventive medicine and be given the opportunity to determine the size 
of his family. This was a critical step toward a better, more pro
ductive life for himself, his progeny and his country. 
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Interectinely enough, the need for providing technical and fi
nancial assistunce in the aeoltn uec.tor was tirst recognized by an
 
American philonthropic organization (RF), with an appreciable delay
before the TY.S. and otner governmenxs, as well as other international
 
donors and voluntary agencies become involved. Unfortunately, the
 
involvement :sor planned picce-meal by tlie individual institutions for
 
short ternm o.iviLieu, usually oriented to tne solution of o specific
health problem L.rou(hi a technological approach and uncoordinated, by
and large, witli other donors. It was never based on a methodological
 
evaluation of tbe inter-locking factors or possible cost-effectivc
 
interventions.
 

This was cne general role of foreign assistance until early 19T3
 
when GOB called a meeting of international donors to stimulate the
 
coordination of technical and financial assistance. 
Almost simul
taneously, AID demonstrated considerable interest in and promoted the 
utilization of the sector assessment approach for health development, 
with priority attention to Bolivia, among other Latin American coun
tries. This technique provides an in-depth evaluation of the require
ments in the health sector, from the institutional, human and financial 
resources, and perhaps more importantly, the individual and communitypoints of view. 
The resulting and hopefully realistic Bolivian health
 
plan that will emerge should be of a design and scope that shall permit
the international donors to select ihe facet of greatest interest to 
them for their financial support. Also it may provide a real possibil
ity for a coordinated effort with a high benefit to cost ratio and 
hence a new, positive role for future foreign assistance to the health 
sector in Bolivia.
 

C. Predecessor U.S.G. Agencies and Present USAID Programs
 

i. SCISP, 1942-62 

As was true in the education end agriculture sectors, the
 
first direct, official U.S. Government assistance to Bolivia in the
 
health sector was provided through a mechanism later denominated a
 
"Cooperative Service" - in this case, the Interomerican Public Health
 
CooperatLive Service, or Servicio Cooperotivo Interomericano dc Salad
 
Puiblics, better known by its Spanish acronym of SCISP. This entity
 
was originally sponsored by and received technical assistance from
 
the Institute of Inter-American Affairs (IIAA). SCISP operated with
 
counterpart contributions from the Government of Bolivia. It had a
 
basic objective of supporting the U.S. World War II effort by increas
ing the production of rubber (and later tin) through an improvement
 
in the health status of the related workers.
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The original agreement, signed between GOB and the IIAA, 
stipulated that the SCISP wouJld operate for a period of two yeors, 
at the end of which time it was believed that en independent, viable, 
GOB health organization would be established. This proved to be an 
optimistic goal since it lasted 20 years. Fundamentally and philo
sophically, the prirAary objectives were the: 

i. promotion of health; end 

ii. prevention of diseases which cause human suffering
 
and economic woes. 

Its specific godls were to:
 

i. establish a cooperative effort for the identification
 
and solution of public health problems in their order
 
of importance;
 

ii. assist the GOB to collaborate with neighboring coun
tries end international agencies in resolving health 
problems of common interest; 

iii. develop demonstration public health programs; 

iv. train cadres of specialized public health personnel 
to staff demonstration and operational programs; and 

v. carry out studies to evaluate the results of the 
SCISP operations in order to facilitate the planning 
of future health programs.(l) 

The activities of the SCISP between 1942 and 1955 may be
 
categorized as a mix of project and personnel development. The major
 
aspects were Public Health Nursing and Administration, Health Centers
 
(construction), Health Education, Sanitary Engineering, Ststistics,
 
Industrial Hygiene, and Nutrition. Malaria Eradication did not
 
formally begin as an independent activity until February 1956. By
 
1959, the Servicio mechanism had crystallized into five well defined
 
basic divisions, namely Medical, Sanitary Engineering, Malaria Eradi
cation, Industr'ial Hygiene, and Administration.
 

During its existence of somewhat more than 20 years, i.e., 
from 1942 to 1962, the SCISP expenditures amounted to the equivalent 
of US$6,829,960, of which 94.6 percent or US$6,457,833 wes contributed 
by the U.S. (52.4 percent) and GOB (42.2 percent) with thL remainder 
(5.4 percent) coming from earnings (unspecified but believed to be 
interest, 2.6 percent) and also unidentified third parties (2.8 per
cent). Annual disbursements averaged US$341,498 per year from 1942 
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to 1962, with a high of US$476,024 in 1957 and a low of US$5,118 in 
the pasem-out. y'ear of 10,42. The- fy+ bcFA, .... -.. 

time to a local currency value of 28 billion pesos for which only
16.7 billion can be accountec': for by existing documentation. Never
theless, a rough breakdown, as of 30 June 1972, by official SCISP 
project titles is provided in Table 9.1. These figures do not include 
malaria eradication costs which amounted $b.50,590,550 (or approxi
mately US$ four million) for the period of 1959-1968.
 

Only fragmentary data exists as to the total number of U.S. 
and Bolivian personnel involved in the SCISP operation. It is conser
vatively estimated, however, betwcen -to 150 Americanthat 125 health 
specialists served two-years (or more) tours of cuty in Bolivia and 
that a maximum of 853 Bolivians were employed by the SCISP in 1959
 
during its apogee. The majority of these Bolivians were involver: in
 
the malaria eradication programs.
 

Thumb-nail sketches of the SCISP component programs are as
 
follows:
 

Medical rivision
 

This unit was responsible for two basic operations, namely
 
Health Centers and communicaLle uiscases (excepting malaria) control.
 

The construction of health centers began in the earlier 
days of the SCISP. Starting in La Paz in 1943 and terminating with 
San Ignacio de Mojos in 1960, 15 health centers were eventually built. 
In addition two mobile units were made operational (one in Potosi 
and the other in Tarija) and a laboratory was established in Cocha
bamba. Although it is virtually impossible to estimate the scope of 
coverage provided by these health centers and even more difficult to 
determine a breakdown by category into curative and public health 
services, it is conservatively estimated that between 300,000 and 
500,000 persons (or 10 to 15 percent of the total population during 
that era) received fairly modern medical attention from these facil
ities. Interestingly enough, all the health centers are still func
tional, with the exception of the La Paz unit which moved to a new
 
locale, leaving the original structure to serve as the headquarters 
for the Ministry of Health.
 

The Medical rivision was also responsible for the control, 
and in some cases the eradication, of communicable diseases. 
The
 
major efforts were the following: 
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i. by 1959, 2,606,000 individuals were voccinated against
imul pox, a T-7percent coverage of the estimated popu
lation;
 

ii.a brief campaign against yaws, which is endemic in the
 
Yungas (Provinces of La Paz Department), was carried
 
out in 1958-59. This activity was relatively successful
 
in that 170 locales, out of 319 originally infected,
 
were freed of this disease. However, yaws remains a
 
communicable disease problem because of a hiatus in
 
the control process and the heavy travel on the roods
 
leading into the Beni combined with the epidemiological
 
similarity of the two regions;
 

iii. yellow fever was also brought under control, dt least in
 
the urban areas, by 1942 when the sedes egypti mosquito
 
was eliminated - rural epidemics continued until 1950
 
when 1,806 cases were reported and at present only the
 
sylvatic variety exists in Bolivia;
 

iv. prior to the creation of the SCISP, there were 4,623

registered cases (2,260 deaths) of bubonic plague dur
ing the period of 1921-1938 as compared to 40 outbreaks
 
in the next 20 years involving 252 cases and 134 deaths;
 

v. less success was obtained with leprosy, venereal diseases,
 
leishmaniasis, and tuberculosis;(2) And
 

vi. among the non-transmissible diseases, malnutrition was
 
recognized as a problem, but of unknown dimension in
 
1959; whereas goitre was known to be endemic in various
 
areas of Bolivia. (To combat this problem, two salt 
iodizing plants were imported by the SCISP but no data
 
was found on their utilization or success in the reduc
tion of this problem).
 

Sanitary Lgineering Division
 

These activities began in 1947, and carried out about 50
 
projects in most of the Departments of Bolivia. Essentially, this
 
Division provided the design (and, in some cases the construction)

of potable water and sewage disposal systems, health centers, hos
pitals, and other health services related buildings, including the
 
Ministry of Health, Nursing School and the sanitary engineering

laboratory at the University of Oruro. It also provided in-service
 
and other types of training for Ministry of Health personnel as yell
 
as technical consultations.
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flvislon of Ind,.ustril~ Hygiene 

This unit, which established the basis for the later
 
creation of the USAID supported National Institute of Occupotional 
Health (INSO), started in June 1953 as a Joint SCISP/Ministry of
 
Labor operation. Bach entity contributed US$5,000 to reoctivate n
 
Ministry of Labor industrial hygiene program that had started to
 
operate in 1946 as the result of an ILO study(3). This study
 
recommended that the GOB invite U.S. Government "specialists in
 
safety engineering and industrial hygiene, to advise as to safety
 
and industrial hygiene methods in the mines" and alzo thtt the 
"Government of the United States invite the Bolivian Government to
 
send suitable persons to study safety engineering and industrial 
hygiene at educational institutions in the United States." As a 
consequence of the study, the United States Public Heaith Service
 
provided some sporadic technical assistance in industrial hygiene
 
between 1946 and 1950. From 1954 to 1962, the SCISP provided all
 
the financial support in the amount of Bolivianos 387,783,558,. 
(which cannot be converted into dollars because of the fluctuating
 
rate of exchange during this period).
 

The basic objectives of the Division were to:
 

i. evaluate the industrial environmental to ascertain
 
what risks it presented to the laborers involved,
 
especially the miners; and
 

ii. carry out the required atmospheric and biological
 
analyses to identify the types and degrees of risks 
associated with a given industry.
 

In 1954, the first industrial survey was finished. It
 
involved 523 plants employing 60, ,60 workers in industries, mines,
 
manufacturing, transportationmand allied services. It was found 
that Bolivian workers were exposed to 39 potentially toxic substances 
but in varying degrees of exposure. The most important problem found 
was that of silicosis among 60,000 miners, of which 27,000 underground 
laborers were exposed to serious risk. During the 11 year period of 
1936-1947, the Caja Nacional de Seguridad Social (CNSS) had paid 
indemmization to 14,300 miners for silicosis and complications. In
 
1969 alone, it was estimated that 6,000 ex-miners received pensions,
 
worth about US$ four million, with unknown hidden costs for loss of
 
production and medical attention. Although the magnitude of the
 
problem was established, the SCISP program was not able to mount an
 
effective program to deal with it. 



Malaria Eradication Liviosin (SiM) 

This pioneering effort of the SCISP was undoubtedly its most
 
successful undertaking both technically and in terms of socio-econcmic 
impact. Malaria control, through the distribution of anti-malarial 
drugs, started in 1943 in the Beni and Pando £epartments. Chemical 
control by spraying od DLT officially started on a small scale in 1956. 
The 	SCISP and successor agen9 s (USAID) provided US$ four million
 
toward these efforts; UNICEF )donated materials worth US$879,293; and 
advisory services from PAHO, which cannot be quantified, are believed
 
to be about US$250,000 to US$50,000. 

During the preparatory phase (lasting 15 months from April
1956 to June 1957), 92 percent of the malarious area of Bolivia, or
 
824,600 square kilometers of territory, were evaluated. These included
 
the 	lowlands or plains of the Departments of Beni, Pando, Santa Cruz, 
La Paz, Tarija, Cochabamba, Potosi and Chuquisaca. The attack phase

started simultaneously oa a country-wide basis in September 1958. 
In
 
four years 260,000 houses in two-thirds of the areas had been sprayed.
 
As a consequence, the transmission of malaria had been interrupted in
 
619,540 square kilometers having 1,119,144 inhabitants. This was equi
valent to having 70 percent of the Bolivian malarious areas in "conso
lidation" by 1962. However, due to financial problems continuous
 
spraying was not effected and by September 1969 between 5,000 and 7,000 
new cases of malaria occurred, with the area under "consolidation" reduced
 
to 52 percent.
 

Still, through sustained effort the SCISP had brought malaria
 
under relatively good control and had opened malarious areas 
(especially

Santa Cruz) for economic development. The most important beneficiaries 
were the petroleum industry in the Santa Cruz area, rubber industry in 
the Beni and Pando areas, as well as the lumber industry in those three 
areas. 

Administration Division 

This division grew, from the embryonic SCISP counterparts in 
La Paz, Cochabamba, Riberalta and Guayaramerin, into six branches,
employing 68 persons. These included legal, personnel, property and 
supplies, accounting, printing, and maintenance. Its objectives were to: 

i. 	establish administrative standards and procedures to better
 
service the SCISP operation;
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ii. 	 advise (and cooperate with) the Ministry of Health 
in %he implementation or new efficient administroiV e 
procedures, and 

iii. train personnel.
 

As mentioned by Tbuchard et al., the SCISP was.the first 
public health organization in Bolivia which established a technical
ly sound administrative system and developed a personnel administra
tion plan which contributed to the establishment of the Bolivian 
civil service plan. Furthermore, it made an important contribution 
to the development of hitherto unavailable public health specialistr 
From its inception to 1964, SCISP (through the IIAA mechanism), 
provided 203 scholarships. A partial breakdown of the disciplines 
involved is as follows: 

Public Health Physicians 77 
Sanitary Engineers 31 
Public Health Nurses 25
 
Laboratory Technicians U.1
 
Social Workers 	 7
 
Industrial Engineers 7
 

The 	1957 Evaluation Report, previously cited, concluded
 
among other things that the SCISP had: i) "introduced public health 
to Bolivia"; ii) "prevented a significant volume of infectious 
diseases"; iii) "reduced maternal and child mortality"; and iv)
"prepared technicians'" This Report also recognized the lack of 
definite plans and constant reorientation of the program which 
occurred with each change of Minister and/or Chief of the IIAA 
Mission. In retrospect, what it overlooked was the super-structure 
effect whereby the SCISP was a second, and at times more important, 
Ministry of Health. It also made no mention of the relati,4e free
dom the SCISP enjoyed from piltical interference in its program 
planning or selection of personnel. As a consequence, SCISP obtain
ed the very best professional potential available. Many of them 
have served as advisors for other international donors, notably W1O, 
and an appreciable number are still employed by the present Ministry 
of Social Welfare and Public Health - an en ,ieble record of continu
ous 	 professional services to the Bolivian population. 

2. The Alliance for Progress and USAID, 1962 to 1973 

The major efforts of the Alliance im:.the health sector 
were in occupational health (1962-67) and family care (1968 to date) 
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A financially minor but somewhat strdtegically important technical 
input was also made in communicable diseases and health plan-ing, 
both 	in 1965-66. Potable water projects were considered to be engi
neering projects tnd were sponsored by the Engineering Transportation 
Division. 

a. 	Occupational health
 

In view of the socio-economic problems generated by

silicosis in Bolivian mines, it is.rot surprising that occupational 
health was the major Bolivian "health" project financed by the Alliance 
in the early sixties. In late 1962, Supreme recree 06278 was promuLl
gated creating the Bolivian Institute of Occupational Health (INSO).
 
During the five year span of 1962-66 approximately US$ one million 
(60 percent UOAID) was invested in the creation and operatiQn of INSO.
 
This included the construction of a building, which was especially
 
designed for an occupational health program, the purchase of the latest
 
engiyneering, chemical, and medical equipment, including US$30,000a 
self-contained mobile X-ray unit complete with generator and dark room 
facilities.
 

The innovative objectives of the program were to scien
tifically:
 

i. identify the type and quantity of toxic air-borne
 
constituents, especially free silica, in the workers 
ambient atmosphere, to permit the implementation of
 
corrective ventilation measures and thereby reduce
 
or eliminate the generation of more silicotics; and
 

ii. 	evaluate differentially the additional physiological
 
stress caused by silicosis, when imposed on a high
 
altitude miner, to assure the correct diagnoses of
 
disability and fair adjudication of related pensions.
 

Although these objectives were met completely, it did not prove feasi
ble, 	 for political and financial reasons, to implement fully the further 
objectives, which were to:
 

iii. 	 improve the ventilation in the major tin mines of 
Bolivia and concomitantly reduce the prevalence of 
silicosis from its world recore high of 20 percent; 
and
 

iv. 	recover a significant number of incorrectly adjudicateu
 
disability pensions. 
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.. .. U... -&AQ J6.6 UJALOi O V&L tnolun muccures were 
concerned, only one mine (Potod) did so using natural procedures.
 
The high cost of mechanical ventilation systemt, coupled with decreas
ing mineral prices and low value attached to the human element mJti
gated against the more widespread utilization of ventilation systems
 
as well as the "unhealthy working conditions bonus" to be paid to the
 
miners. In any case, ntursl ventilation techniques, which were rel
atively inexpensive and production-re.ated, were neve used to maximum
 
advantage.
 

Some of the major achievements of the occupational
 
health project included:
 

i. a massive four-year tuberculcsis case-finding and
 
treatment campaign carried out by IMSO among 24,955 
miners and a total of ,20,420 persons, including the 
families of the workers;(5) ( As a result of the INSO 
tuberculosis control campaign, the prevalence of 
tuberculosis in the Potosi mining community was re
duced from 3.67 percent in 1964 to 0.68 percent in 
1969 with a similar reduction from 1.38 percent to 
O.54 percent in Oruro.)(6)
 

ii. the design end production by INSO, as well as the
 
utilization by the miners, of an "industrial health 
card" which helped in the relocation of potential
and actual silicotics to avoid exacerbation of theIr 
disability and facilitate the future tabulation of 
disability due to silicosis for compensation end 
pre-employment purposes; and 

iii. the demonstrated feasibility and desirability of 
using Food-for-Peace to complement other health
 
activities, experimental, prototype medical equip
ment in field projects, and the team approach in 
attacking and solving a public health problem.
 

In summary, USAiD created a health institution which, 
although 3t present Is not hihly productive for political reasons,is 
still vi;ble - as judged by the fact that PAHO assigned an zdvisor 
and some financial support tc it in 1974 - and permit- the provision 
of real, but limited, public health Eervices to Bolivia's miners. 
They comprise a small select group representing about four percent of 
the Industrial population but an element that still produces more than
 
half of Bolivia's foreing exchange.
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b. Family care 

This program began in FY-1967 and provided financial

and technical assistance to three major organizations: the National
 
Family Center (better known by its Spanish acronym, CENAFA), the
 
University. Departments of Preventive Medicine, ard the Ministry of
 
Health's Maternal 
 and Child Health Division. The three-pronged

approach to catalizing the creation of a Bolivian family planning

program 
was based on a strategy(7) which is synthesized-in the diagram
illustrated in Figure 9.1. CENAFA, as the umbrella organization is
 
basically responsible for conducting research in family planning and

population dynamics for dissem-nati n to .OB decisLon-makers. Train
ing of medical personnel in family planning aspects was the responsi
bility of the three major Bolivian universities. Originally, family

planning clinics vere to have been incorporated into the University
 
Health Center mechanism (as implemented in Colombia), but it was later
decided that it would be better to utilize' the Maternal and Child
 
Health clinics of the Ministry of Health.
 

During the period of June 1968 to Jur,1974, Ail has
 
provided US$1,367, 000 for the Family Care ProjectA0) An approxi
mate breakdown of that amount by activities is shown in Table 9.2.
 
Beginning in FY-1972, the GOB has provided periodically increasing

financial support for: CENAFA (ten percent in FY-1972 with 100 per
cent planned for FY-1976); the Maternal Child Healthand Department

(25 percent in FY-1973 and terminating with 100 percent in FY-1976);

and Ayo Ayo (50 percent in FY-1975 rising to 100 percent 
in FY-19775. 
To date the amount contributed by the GOB has been approximately
uS$.17, 000. 

A description of the operation of each of the major
 
components 
 of this project and their accomplishments follow: 

CENAFA 

The Bolivian Center for Population Studies (Centro
Boliviano de Estudios de Poblaci6n), or CEP, may be considered as the 
embryonic structure from which CENAFA emerged because carriedit outthe pioneering population studies in Bolivia. During 1.967, USAID
entered into a contract with CEP to carry-out population studies under
the supervision of CELADE, the Centro Latinoamericano de Demograffa.
On 27 November 1967, Resolution No. 524 was promulgated by the 
Ministry of Health creating an inter-ministerial committee charged
with the responsibilities of studying current problems related to
family planning and proposing the appropriate course of action which 
should be taken by the GOB. In 1968, the inter-ministerial committee 
recommended the creation of a National Family Center, and Supreme
Decree 08562 of 20 November 1968 implemented the suggestion by creat
ing CENAFA. 
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Figure 9.1 - The Three-Prong Approach to Responsible Parenthood in Bolivia. 

I. 

/o 	 CENAFA
 
Information, 

Publications and Research
 

Ayo Ayo Epidemiological
 
MCH Clinic Study of Abortion!
 

Family
 
and
 

' Population 
Dynamics 

"..... 

Ministry of Health "' University 
Division of Maternal -" Preventive Medicine 

and Child Health Personnel Programs 

//
 
//
 

Source: 	 Landry, Amedee S., USAID/Bolivia, Humanitarian Assistance Division,
 
unpublished, 1974.
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Table 9.2 - Sumary of USAID Family Care Project 
Expenditures by Activity, 1968-1974 

Activity 
Expenditure

(Thounds Trr$) 

Continuing activities 1 215 
CENAFA 
MOH/Maternal and Child Health 

Division 285 
University Preventive Medicine 

repartments 335 
Ayo Ayo MCH Center 108 
Bolivian Association for Sex 

Education (ABES) 40 

One time grants 152 
Lake Titicaca Hospital. Barge
National Census (equipment, etc.) 

z 
50 

University Health Center 
construction 60 

Total 1,367 

Source: 	 "Economic Assistance to Bolivia, 1942-1974", U.S.G. 
Briefing Paper, USAID, May 1974, p.10. 

CENAFA is a semi-autonomous institution operating under 
the tuition of the Ministry of Health and has been assigned the respon
sibility of providing "advisory services and coordinate programs related 
to the family and Boliri'an population matters by promoting and carrying 
out research, as well as education and training. "[9) Originally, 
CENAFA was governed by a Board of Directors, with an Executive Director 
who was administratively responsible for the operation. However, in
 
1970 the new Ley de Bases permitted the Minister of Health an opportu
nity to dissolve the Board (unofficially) and name the Executive 
Director. A year later USAID was able to obtain a commitment from the 
GOB to make proportionally increasing contributions to this project, 
with a total phase-out of USAID funding in FY-1976. 
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Structurally, CENAFA is composed of a Library, Adminis

trative Section and a Livision of Population Studies (rPS). The latter
 

is the backbone of the institution. More specifically, the Chief
 

remographer (who is the rirector of the rPS), has been the intellectaal
 
author and promotor of the following accomplishments:
 

i. carrying out research on "Induced Abortion and 
Contraceptive Practices in La Paz, Cochabamba
 
and 	 Santa Cruz", abortion in mining areas, anc 
mortality tables for Cochabamba and Santa Cruz; 
(These data resulted in a basic publication en
titled "Condicionamientos Socio-Culturales de 
la Fecundidad en Bolivia."), 

ii. 	 implementing, between 1971 and 1973, seven courses 
and two seminars on sex education in various cities 
of Bolivia, plus one on Sex Education, Family Plan
ning and Demography; (These activities had a direct 
impact on the creato. i.n- 197- o_ th oL A 

Association of Sex Educators, of which the CENAFA 
Demographer was one of the founders.) 

iii. -holding, during 1972 and 1973, three seminars on 
Population and Labor for union leaders and others; 
(As a consequence, 23 of the major Bolivian labor 
leaders signed a declaration endorsing the need
 
for 	family planning in Bolivia and calling upon 
GOB 	to provide such services.)
 

iv. 	stimulating the founding, in 1973, of the Bolivian 
Association of Communicators in Demography (ABCODIE); 

v. promoting the creation of the Ayo Ayo Maternal and
 

Child Health Center, a joint GOB/USAIr financed 
project with a significant community contribution; 
and
 

vi. catalyzing the formation of a private family planning 
organization, PROFAM, which has obtained Pathfinder Fund 
and IPPF support to start clinical operations. 

In conclusion, through the seminar activities and the
 
dissemination of information to GOB decision-makers, the medical 
profession and the population in general, CENAFA brought about a 
turn-around situation. In 1970 family planning when mentioned in the 
press was always from a pro-natalist point of view. Today, press treat
ment is more balanced. Sex education seminars have been held on various 
occasions and the subject is about to be taught in Bolivian schools. 
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Maternal and Child Health 

At the request of GOB, the USAID reprogrammed $b. 868,341
.(about US$72,000) to finance the creation of the Ministry of Health's 
Department of Family Protection (LFP). The objectives, as stated in
ProAg 10053, were to "create action areas for the implementation of 
Maternal and Child Health standards and research which will assist the 
rFP to develop a policy on family well-being and planning." This 
established family planning within the maternal and child conhealth 
text. The above mentioned funds were used for budget support and to 
provide some equipment.
 

The central office of the program whose name was changed
to the rivision of Maternal and Child Health (MCH) in 1972, was estab
lished in La Paz. Four regional offices were subsequently created in

La Paz, Cochabamba, Santa Cruz, ann Chuquisaca. Although uevelopment 
was rather slow, the status of MCH programs and requirements was
 
evaluated in each area, with the preparation of documents to serve as
 
the basis for future activities. More importantl, and due mainly to
 
the dynamic approach of the MCH rirector, COB officials at the highest

level were convinced of the need for responsible parenthood programs.
 

As a consequence, the President and Cabinet approved ant 
submitted to the United Nations Fund for Population Activities (UNFPA)

a request for a US$1.3 million extended maternal and child health 
project, with a heavy family planning component.
 

The Ministry of Health gave its full support to the
 
creation of PROFAM, a private family planning organization anrd reached
 
a written agreement with this group for setting up a family planning
clinic. It also submitted an official request to USAL for a one-time 
financial contribution to start five family planning clinics under

MOH. The total investment by USAID in this project was US$285,000. 

University Preventive Medicine Programs
 

Three major Bolivian universities, namely San Andris,

San Simgn and San Francisco Xavier, have modified their curriculae to
 
include demography and family planning related courses. Further, for
 
the first time students prepared theses based on actual field work
 
and saw the negative impact of large families on the socio-economic
 
development of the country as well as the families.
 

Based on prior agreements, the University of San Andres
 
(UMSA) and USAIr have contributed the equivalent of US$40,000 and 
US$60,000 respectively towards the construction of a University Health
 
Center on grounds donated by the Ministry of Health. .This will permit
UMSA to strengthen its undergraduate medical training program - including 
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family planning techniques. ruring the life of the project, US$335,000 
has been provided by USAIr of which approximately US$4O,000 was for 
equipment with the remainder for budget support, in conjunction with 
the universities involved.
 

Ayo Ayo Maternal and Child Health Care 

As an outcome of promotional activities by CENAFA, the
 
Ministry of Health received a written request from Ayo Ayo officials
 
for the provision of family planning services through the mechanism 
of an MCH center in that locale. Since this was a rural campesino 
area of about 35,000 inhabitants and readily accessible from La Paz, 
the USAID concurred on the establishment of the project on a "pilut
demonstration" basis for providing maternal child health-attention,
 
including family planning services, to the inhabitants of Ayo Ayo and
 
sarrounding areas. A breakdown of the planned use of the US$108,000 
provided by USAID consisted of US$62,000 for the construction of the
 
building, US$15. 500 for equipment and US$32,500 for a mobile unit. 

Inauguration of the center is expected to occur in 
February 1975. The mobile unit associated with the clinic already is 
operational. It has a built-in generator, refrigerator and sink with 
sources of hot and cold water, complete audio-visal equipment and a 
dental chair which converts into a gynecological examination table
 
with supporting laboratory and medical equipment to provide femily 
planning services. It is the first unit of this kind in Bolivia. By 
travelling from its base to neighboring open-air markets, held period
ically in the area, the mobile unit should service a large group of 
otherwise unreachable campesinos with preventive and curative medical 
procedures. 

The Bolivian Sex Education Association (ABES) 

The Mission has made a one-time grant of US$40,O00 to 
catalyze the creation of ABES, which will receive in-kind and other 
support from the Ministries of Education and Health. The objective 
is to train normal and secondary school teachers in sex education 
pedagogical procedures and to collaborate with Ministry of Health 
professionals in the dissemination of sex education information at 
the family planning clinics. The major portion of the funding 
(US$35,000) is in local currency for budget support. The remainder 
(US$5,000) is for office equipment. Financial support for operations 
in the future is to be provided .by other international donors. 
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c. Institute of Commuz6icable riseases an' the National 
Health Planning Of'ice 

As a continuation of it- institutional aevelopment pro
gram, the USA:D (in 1965) promoted the creation of, and provide,- -ome 
financial support for, the Instituto Nacional de Enfermedades Trans
misibles (INET) and the Oficina Nacional de Planificaci6n ce Salu. 
Both still operate as viable entities fully financed by the GOD. 

Unfortunately, I0TET has never attained the originally 
stipulated goal, namely assuming ful operational responsibility for 
all communicable disease control programs in L'olivia, inclucing 
malaria eradication (SIM-4), ana to improve efficiency and reduce 
administrative expenditures. Further, it did not make effective use 
of a mobile X-ray unit donated by USAID for tuberculosis control 
purposes and its communicable disease operational methodology is of 
questionable efficiency.
 

Insofar as the Health Planning Office is concerned, the
 
output has been quite satisfactory, including several Five Year Health 
Plans and up-dating modifications. However, limited travel funds have
 
contributed to a somewhat theoretical approach to the design of these
 
plans. In any case, this office has played an important role in the
 
development of the Bolivian facet of the Health Sector Assessment.
 

d. Potable water projects, USAID/ETr-CCRPAUAS 

As a spin-off from SCISP-initiated activities, the
 
USAIr office of Community Potable Water Supplies (ETD PWO) was creat
ed on 1 April 1963. The objective was to provide potable water to 
Bolivian communities with populations between 500 anU 10,000 inhabit
ants. To initiate the operation, USAID provided 100 percent of the 
budget support for 1963 with a phase-in of GOB funcing in increments 
of 20 percent starting in 1964 and complete phase-out of USAII fun.
ing scheduled for 1968. These financial inputs were supplementec; by 
obtaining a 50 percent contribution from each community where the 
ETD/PWO projects were implemented. Table 9.3 gives a breakdown on 
activities from 1963 through 1967. 

In addition to the these projects, ETr/PWO also carrieu 
out 43 water supply feasibility studies and perforated 150 wells in 
different areas of Bolivia. On 8 March 1967, by Supreme Eecree No. 
07942, the Corporaci6n de Agua Potable y Alcantarillado (CORPACUAS) 
was created. This institution, a decentralized agency, was assigned 
the responsibility for planning, implementing and/or monitoring the 
development of all Bolivian potable water and sewerage disposal systems. 
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Table 9.3 - Summary of USAID/ETD-FWO Projects, 1963 - 1967 

Locale Department Popul3tion Cost
 
Served
 

Rurrenabaque Beni 1,500 140,601.31 
San Ignocio de Moxos " 2,200 99,272.70 
Sorats • Le Paz 2,800 188,831.71 
Csrane vi 2,500 154,447.1 
Achecachi 4,003 441,610.38 
Chorobamb" 500 88.814.58 
Ville Rosa 250 27,958.00 
Batall6n Ingenieros 500 29,604.60 
Peias 492 137,422.60 
San Jos6 de Alcoche 542 105,069.89 
Collana 1,500 184,628.07 
Caquieviri 981 .170,700.50 
Viache 7,579 934,322.37 
Villa Irpavi 2,500 449,613.25 
Coripata 2,615 512,586.46 
El Paso Cochabamba 907 129,313.83 
Pasorepa 990 71,226.lO 
Aiquile 14,542 451,107.96 
Tarat" 3,090 477,032.96 
Mizque H ,562 270,314.30 
Sacaba " 3,826 391,129.23 
Pojo 1,1i00 216,725.97 
Portachuelo Santa Cruz 4,363 882,624.80 
Warnes 2,500 89,349.90 
Los Negros 60 99,828.19 
Montero 9,000 1,131,707.01 
Buena Vista " 2,375 514,39'.05 
Robore' 3,980 506,838.43 
Gen. Saavedra 1,164 357,511.86 
Cotoca 1,335 405,531.16 
Vallegrande " 6, i3 528,008.85 
Samaipsta 1,987 580,807.34 
San Ignacio de Velsaco 3,473 755,832.62 
Cobija Pando 1,957 591,026.00 
Padcaya Tarija 1,100 79,355.00 
TariJa 16,604 i,094,617.15 
San Lorenzo 1,053 142,521.50 
Vilacaya Potos( 305 76,391.50 
Tupiza 9,062 762,064.24 
Atocha 3,695 465,450.30 
Vitichi 1,430 165185.27 

Total (42) 118,032 $b.14,895,879.35
 

Source: CORPAGt1AS, personal communication, November 1974.
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In summary, the bilateral cooperative approach in the
 
public health sector produced some major accomplishments. The-e
 
include: institutional building, the uevelcpment of well trainci
 
cadres of health professionals, the construction of modern facilities,
 
and perhaps more importantly, the introduction of public health 
measures which made a significant contribution to the development of
 
economically valuable territory in Bolivia. Concomitantly, some
 
important lessons should be learned from the U.S. bilateral public
 
health exaDerience in Bolivia which deserve replication in future
 
programming. Undoubtedly, the most noteworthy is the "team approach",
 
supported by modern technology and involving COB financial participa
tion in ever increasing proportions with a finite USG phase-out date.
 
Secondly, by establishing technical rapport with high, as well as
 
middle level, GOB officialt and appropriate "listening" procedures to
 
stimulate and assure counterpart leaderships in joint undertakings,
 
political constraints can be significantly reduced and project conti
nuity can be expected in spite of volatile political changes.
 

D. Tntprnationl ronrs, 1949 c date
 

Unfortunately, the local offices of the international agencies

have a rather limited "memory" of their activities even in the fairly 
recent past. Nevertheless, the limited quantitative data available, 
which in most cases is more detailed than for past USAII, activities,
 
is presented as background for evaluating future programming. 

1. Pan American Health Organization (PAHO) 

Early historical descriptive data on the impact of this 
organization's programme, i.e., from 1931 to 1964, are virtually
 
non-existant in Bolivia. However, a resum6 of PAHO activities, which
 
has been compiled from Annual Reports obtaineb from the PAHO Country 
Representative, is shown in Table 9.4. This summary gives the scope, 
probable duration, and objectives of PAHO programs and identifies the 
collaborating U.N. or other agencies. Table 9.5 shows some of the 
outputs in terms of communicable disease control. 

As may be noted from the latter tabulation, reporting on
 
accomplishments decreased notably each year from 1965 to 1972, the
 
latest report available. This is understandable for smallpox, since
 
eradication was virtually obtained in 1968. Tuberculosis control 
appears to have suffered a procedural change; only BCG vaccinations 
were administered on a rather continuous basis. Insofar as malaria 
eradication is concerned, the reports keep mentioning the lack of
 
adequate funding and the data reflect the results. These include
 
decreasing spraying activities and ever increasing positivity from
 
0.4 percent in 1965 to an alarming 5.1 percent in 1971, followed by 
an improvement in 1972 and a relapse in 1973 with the positivity 
reaching 5.4 percent and 7,00-cases of malaria-reported. 
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Table 9.5 - Summary of PAHO Communicable Disease Control Interventions, 1965-72a 

Control Program 
1965 1967 

Program/Calendar
1968 1969 

Year 
197o 1971 1972 

Malaria Eradication 

Houses sprayed
Blood smeara taken 

(positivity) 

Smallpox Eradication 
(OZ.S/Ul-T)
Vaccinations 

Primary
Revaccination b615 

Vaccination, totalb 

31,O13 
187,395 

(0.4) 

410,839 
115,917 

1,365,751 c 

54,987 
214,537 

(0.7%) 

935,040 
319,642

398 
3,135,79, c 

53,214 
187,635 

(1.1%) 

191,503 
43,535
147,968 

968 

1 3 ,I 0 5d 
167,287 

(2.4%) 

295,355 
........ 
.. 

63,673 

--

--

.... 

(5.1%) 

638,576 

--

(3.2%) 

.. 

-

Puberculosis Control 
(Unicky) 

Tuberculosis teat
administered 

BCG vaccination
given 
X-ray films taken 

9,88 

3,199 
7,735 

.... 

--
--

349,565 
.......... 

349,55 

349,565 

-

-" 190,6 e 15T,691 f 

aNo report available for 1966. 
bsince inception of program in 196-. 

By vaccinating 200,000 persons in 1967, an 82% coverage had been 
(expected.
55% of number programmed. 
e 3% of target. 
1-3%of target. 

Source: Compiled from Pan American Health Organization, Annual Reports of the Director. 1965, pp. 14T-149;158-161; 1968, pp. 177-181; 1969, pp. 162-166; 19TO, 1967, pp.pp. 190-193, 1971, pp. 191-195; 1972, pp. 166-170. 
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Thy above descriptive material is complemented by 
Picardils(1- paper which gives some background information 
on PAHO an'], more importantly, attempts an evaluation of the 
influence that PAHO programs had on domestic public health 
services. This paper also gave computer rea6out information 
on tht GOB annual expenciturcs for the health sector in 1931 
pesos, and the PAMO yearly expenditures in 1966 dollars. These 
data were compiled and are given in Table 9.6. 5rom the latter 
it may.be seen that the C02 input was negligable from 1931 to 
1934, ro: to a peak in 1942, declined to a low in 1956, rose 
again to an all time high in 1967, and dropped to a somewhat 
lower level in 1968 to remain constant 'antil1971. Concomitantly, 
the PAHO contribution rose rather steadily from 1949 to 1963 where 
it reached a plateau, and then moved up slightly to a maximum in 
1970. The combined effedt, which unfortunately does not take U.S. 
inputs into consideration, is better understood and more easily 
interpreted by presenting the data on a cumulative per capita basis, 
even though relatively accurate population data are not available 
beyond 1950.. Nevertheless, Picardi used such an approach. Figure 
9.2, constructed from his graphs (5and 6) shows an interesting and
 
rather significant phenomenon. As the cumulative PAHO contribution
 
per capita began to have an impact, i.e., in 1951, the counterpart
 
GOB financial effort reached a plateau and in effect stagnated for
 
the next twenty years.
 

Picardi noted that there had been a'"dramatic increase
 
of average lifetimes since 1930," from approximately 20 years in
 
1934 to 50 years in 1971, which may be attributed to two influen
ces alone, that of the GOB and PAHO. According to the author,
 
'"orldHealth Organization projects commenced in Bolivia in 1949
 
with a typhus control program and have since included maternal health
 
care services, malaria eradication, tuberculosis control, nutrition
 
education, and milk supplements for infants and primary school educa
tion. Beginning in 1964, a sanitary engineering training program
 
was initiated and in the early 1960's construction was started on a
 
number of urban sewerage systems and urban and rural water supply
 
systems." In order to evaluate the impact of the above mentioned
 
PAHO/GOB health programs, Picardi regressed his average lifetime
 
curve as a linear function of international agency and local govern
ment per capita expenditures, and found that "each of the independent
 
parameters is correlated fairly well with the average lifetime."
 
Finally, he stated that "many of the countries with high average
 
lifetimes and low health expenditure rates have received high infu
sions of World Health Organization health services which, as shown
 
in the above analysis, are extremely effective in small amounts in
 
raising the average lifetime."
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Table 9.6 

Calendar 
Year 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 

1944. 

1945 

1946 

1947 

1948 

1949 

1950 

1951 


Source: 

- A Comparison of PAHO and GOB Expenditures in the 
Bolivian Health Sector, 1931 
- 1971
 
(in thousands of monetar-y units) 

GOB PAHO Calendar GOB PAHO
1931 Pesos 196 ilars Year 1931 Pesos 196-E!3.1rs 

190  1952 2,900 90.34 
80  1953 2,960 90 34
12 
 - 1954 2,770 94.98 
TO  1955 2,050 94.98
 
70  1956 2,400 94.98
820 - 1957 i, 860 94.98
 

2,410  1958 2,600 94.98

2,760 - 1959 2,950 92.72
2,760  1960 3,640 139.35
3,300 - 1961 3,350 251.75

3,910 - 1962 3,530 210.36
4,700  1963 3,46o 168.55
3,430 - 1964 3,760 168.55
2,960 - 1965 3,640 168.553,000  1966 4,860 153.253,200 - 1967 5,100 125.82 
2,800  1968 3,500 301.10
3,060 - 1969 4,240 301.10 
3,200 10.56 1970 
 4,500 180.6o
3,170 18.82 1971 4,4OO 180.6o
 
2,900 18.82
 

Picardi, AC., "A Two Sector Population Growth Model for
 
Bolivia", MIT, Cambridge, Mass., 1972, P.55.
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Figure 9.2 - A Comparison of Cumulative per Capita Expenditures by 

WHO (PAIID) and GOB, 1931 - 1971 

0.30	 

iI
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WHO cpenditures
 

0.20
 

'.4 

0.10 	 _________ 

/ 

15 
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GOB Expenditures
 

10
 

..-4 0 

r-4 P.4
0 

5 

1931 1941 	 1951 Years 1961 1971 

Source: 	L.3ndry, A.S., USAID/Bolivia, Humanitarian Assistance Division, based 
on data published by A.C. Picordi, "A Two Sector PopNltion Growth 
Model for Bolivia" MIT, Combridge, Moss., 1972, pp. 10-15 
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Hence it seems reasonabli to conclude that PAHO's role in
 
providing health services to Bolivia was reasonably effective, even 
if undifferentiated from other significant health sector inputs from 
UNICEF, CRS and USAID predecessor agencies. No doubt, these other 
organizations made contributions to increasing the average life span.

Insofar as 
future PAHO activities are concerned, these are stated in
 
Table 9.7, which is self-explanatory. Details of individual programs 
were given previously in Table 9.4, with the exception of several 
programs for which no descriptive information was available. 

Until the very recently, USAID had seen no evidence that
PAHO was planning its future health interventions by using an inte
grated and comprehensive health planning technique. However, perhaps 
as a consequence of a concerted USAID effort to establish and maintain 
close liaison with international donors (with special emphasis to
 
discussing and revie-,irng Health Sector Assessment material), it now 
appears that PAHO has developed a planning strategy. This is discus
sed in more detail in Chapter X, but in broad terms it includes what

PAHO categorically calls protection of health, promotion of health 
and the development of educational institutions. The coverage is 
wide in scope but with rather limited financial inputs for given indi
vidual projects. The largest of these is in Family Health and Popu
lation Dynamics for which U3$123,375 has been budgeted for CY-1975.
 
Consequently, the technical 
support and administrative modernization 
impact may be somewhat diluted. Nevertheless, the PAHO effort should 
favorably complement rather than compete with USAID's health sector 
activities.
 

More concretely, PAHO has recently defined four basic

programmatic areas of concentration from which specific projects are
 
determined. 
As may be seen in Figure 9.3 these are environmental
 
improvement, communicable disease control, health services anc human
 
resources develooment - all of which are represented as interlocking

interventions. However, the supporting descriptive material seems 
to be project oriented with a technological solution rather than 
ixtually supportive approach. Given the relatively long lead time 
req;Ired for PAHO to plan and implement its future programming and 
their icmmitment to the long term support of on-going activities
 
(67 percent of the projects in Table 9.4 have received PAHO support

for five years or more and 21 percent are at least ten years old),

it seems unlikely that any substantial change in the program's

profile shall occur in the near future. However, very recent reorgani
zational moves in the Ministry of Health might conceivably change the 
picture to a degree which is unpredictable at this time.
 



Table 9.7 - PAHO Proposed Program and Budget £stimtes for 1973-76 

Category Calendar Year 
19T3 .19T4 19T5 1976 

i. Protection of Health 341,042 328,041 s 294,012 $ 346,167 

A. Co-nicable Diseases 209,493 177,027 165,795 204,011 
0100 General 
0200 1blaris 
0300 Smallpox 

49,139 
73,o9O 
6,265 

39,865 
58,529 
7,481 

31,740 
60,657 
6,758 

43,820 
64,263 
7,102 

040 Tuberculosis 20,522 16.17j 13,209 22,4TO 
0500 Leprosy 
060o Venereal Diseases* 

4,937 
-

7,188 
320 

4,471 
176 

5,510 
it 54 

0700 Zoonoses 
0900 Other 

42,711 
12,536 

43,311 
2,880 

43,901 
3,431 

52,954 
4,458 

1000 Parasitic Diseases' 293 1,280 1,452 1,380 

B. Hav-onurntal 
2100 General 

Health 131,549 
8,814 

151,014 
72,496 

128,217 
71.983 

142,1.56 
82,842 

2200 Water Supplies ",955 75,827 53,184 "56,097 
2300 Aedes Aegypti Eradi

cation* 383 638 646 691 
2400 Hcusior 
2500 Air Pollution* 

925 
472 

1,133 
920 

1,431 
973 

1,504 
1,022 

11. Promotion of Health 6,793 462,950 558,64T7 582,331 

A. General Servicas 
3100 General Public Health 
3200 Nursing
3300 Laboratory 

254,212 
116,090 
38,737 
22,973 

193,267 
95,240 
44,084 
13,174 

199,365 
96,637 
44,902 
20,463 

217,219 
107,485 
48,42 
22,854 

3400 Health Educstion 
3500 Statistics 

8T2 
42,*997 

1,271
9,880 

1,159 
10,064 

1,417 
11,351 

3600 Administrative methods 12,968 15,638 14,862 15,638 
3700 Health Planning* 19,575 .13,980 11,278 10,032 

B. Specific Programs 
4200 Nutrition 

192,581 
L27,179 

269,683 
106,501 

359,282 
100,331 

365,.12 
107,732 

4300 Mental Health* 
4400 Dental Health 
4500 Radiation and Isotopes
4, 0 0 Occupational Health 

-
4,994
1,918 
5,549 

4,688 
. 1,740
34,503 

4,8 
3,940
3,685

61,510 

7,208 
.5,675
2,317 

52,374 
4700, Fbod and Drug' 2,707 4,962 6,232 7,283 
4800 Medical Care 27,702 45,969 52,877 52,964 
4900 Family Health and 

Pop. Dynamics 20,092 68,582 123,375 126,439 
5000 Rehabilitation* 2,161 1,768 1,848 2,002 
5100 Cancer and other 

Chronic Diseases' 279 950 1,076 1,118 

Inf. *Deve 
l o p ment of Educational 

Institutions 83,873 96,811 97,624 120,872 

6100 Public Health' 4,646 3,796 3702 4,271 
6200 Medicine 
6300 Nursing
6400 Environmental Sciences 
6500 Veterinary Medicine 

52,525 
5,339 

13,057 
4,801 

44,600 
14,11 
17,083 

7,754 

44,188 
12,036. 
18,007 
7,438 

49,608 
23,169 
19,748 
9,418 

6600 Dentistry 1,500 4,079 4,372 5,425 
6700 Bostatistics' 2,005 5,388 7,881 9,233 

Grand Total 87,708 $ 887,802 $ 950,283 41,049,370 

I No descriptive data given in reference, vwhich is latest information available. 
For other projects, see Table 9.4 

Source: 1AHO Official Documnt #129, June 1974, p. 421 
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Figure 9.3 - PAHO Programatic Areas of Concentration, 1974 and beyone.
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Source: 	 Aguilar, Oswaleo, WHO/PAHO Representative to Bolivia, based on 
a seminar given at the Institute of Occupational Health, La Paz, 
October, 1974. 
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2. 	 Unite6 Nations Childr'n Pund (UNxC',"') 

Accordling to a ilesFf':riptive pap,..r(- (from which a4r I ) 
part of this section hac been eytractu), thi in::titutioLI br'gn iL. 
programs in : olivia in 1949 by e:.tending thri work o1' the RockeC'ClUl 
Vounc-ation in the era, icnLion of malaria and other vcrtical-type 
communical le ,ic.a:: control progrumc, inchuc:i.ng tuL er!:ulof:iz, typhus 
an tetanuz. Latcr, th. in; bcCRIamCe involve in in:-tibutiunal t-v,-l-. 

,opment and certain aLopec.L,; of nuzrition. . brea'kown o U:.' 
activitie.,; an(; relate: ,xpenuiturrs from 194 9 to 1966 i,: summariz(..; 
in Table 9.8. 

xaule 9.8 - Summary of MUICEF .EpendituruL by Program, 1949-1966 

Program 	 Amount (US$) 

Malaria Eradication 	 879,293 

Communicable liseases
 
Control (Typhoid, TB) 121,177
 

Institutional 1Ievelopment
 

Public Health Infrastructure 282,846
 

Fnvironmental Sanitation 195, 194 

Nutrition
 
Infant (provision of milk) 47,235 
Applied 72,588
 

Equipment/materials (PIL Plant) 182,718
 

Transportation 231, 559
 

Total 	 2,012,610 

Source: 	 "Asistenciia "el UNICEF al Sector Salu, en 1olivia," 
UNICEF, Lima, March 1973, P.5. 

Starting 	in 1967, ant. at the average rate of approximately

U.lOO, 000 per year, the Fund9 provided cooperation to the C01 in the 
implementation of the First Health Plan of Bolivia.
 

http:inchuc:i.ng
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The principal objective of the plan was to raice the health 
status of the Bolivian population through: i) the improvement of the 
basic rural health services, ii) environmental uanitation activities,

iii) training of personnel, iv) health education, v) the promotion

and formation of Mothers' Clubs and vi) vaccination campaigns. -rom
 
1967 to 1973 inclusively, .,TICEF invested approximately US$ two
 
million. It continued to support the development of the Health Plan
 
and certain communicable disease control programs by providing LET,

laboratory materials for hospitals, health centers, medical and sani
tary posts, laboratories, nurseries and Mothers'Clubs, as well as
 
radio equipment, vehicles and drilling equipment for environmental
 
sanitation projects (including latrines and wells).
 

Up to 1971, the above services were provided in the Depart
ments of Beni, Cochabamba, Chuquisaca, Pando, Potosi, Santa Cruz and 
Tarija with an extension in 1972-73 to Ortro and La Paz. The total
 
number of facilities equipped is given in Table 9.9. Insofar as
 
training activities are concerned, the Fund supported the School of
 
Public Health and equipped in-service traihing centers in eight of
 
Bolivia's Lepartments (all but Pando). 
 The SPH in La Paz programmed

aid executed courses for professional, technical and auxiliary

personnel of the Ministry of Health. 
The number of health workers
 
benefiting from these activities are also found in Table 9.9.
 

Table 9.9 - Results of UNICEF Support for Training and Provision of
 
Equipment, 1967-1973 

Training Equipment

riscipline Number Facility
i Number i 

Public health nurses 20 ' Health centers 78 I 
;Nursing instructors 20 Medical posts 86
 
.Auxiliary nurses 310 I Sanitary posts 348 
Sanitary technicians 155 Training centers 8 
Statisticians 92 'Mothers' clubs 67

_Health planners 28 rental clinics 676
 

Source: 
 "Acci6n del UNICEF en Bolivia, !I UNICTF, unpublished 
document, 1974. 

In support of the GOB Environmental Sanitation program,

UNICEF has financed some training and the purchase of supporting

equipment. 
The latter included well drilling equipment, reinforcing

steel, cement, pumps and accessories for latrines and wells, tools
 
for the related workshops and a water analysis laboratory. As a
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consequence, UNICEF estimated that by 1973 water anu sanitary facil

ities hal been provided to 190,000 persons by drilling 774 wells and 
constructing 11,888 latrincs. This exceeded their original projec
tions. UNICEF has also provided appreciable transportation support 
to the Ministry of Health programs. As shown in Table 9.10, it has 
donated: 179 vehicles and 152 other transportation equipment items in
 
addition to a Central Automotive Workshop (Cochabamba) and four
 
satellite units, complete with tools and machinery.
 

Table 9.10 - A Resum6 of Transportation Equipment icnated by UKNICEF
 
to the Ministry of Health by Program Category, 1950-71 

Outboard Motor-
Program Vehicles Motors. Boats cycles Total 

Malaria 104 56 15 30 205 
Health Services 42 3 3 45 93 
Sanitation 12 - - - 12 
Communicable 
Lisease Control 

Tuberculosis 7 " - - 7 
Typhus 12 - - - 12 

Nutrition 2 - - - 2 

Total 179 59 18 75 331
 

Source: "Annual Report", UNICEF, Lima Area Office, 1971, P.51. 

In nutrition, the Fund was involved in two basic areas: 
the provision of protein-rich foods followed by equipment for the 
PIL milk plant in Cochabamba and the development of a multisector 
applied nutrition program.(12) The latter was carried out in 
coordination writh the Secretariat of the National Economic and 
Planning Council (CONEPLAN, which has become a section of the recent
ly created Ministry of Coordination), and in cooperation with PAHO, 
FAO, UNESCO, and CFPAL/ILPES. To complement this effort and help
resolve the endemic goitre problem, UITICEF provided funds for a 
feasibility study on the iodization of salt.
 

Insofar as the nutrition projeet iL con:erned, only te 
"riagnostic" or evaluation has been terminated and publishec13) in 
two volumes. However, the U.N. report indicated that COB actions 
in this discipline have been very limited because of the lack of a 
nutritional policy and even more importantly that of the qualified 
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personnel required to take a concerted and broad scope action.
 
Nevertheless, the COB is carTying out a survey covering the
 
anthropometric and biochemical aspects of nutrition, in coordina
tion with UNICEF and PAHO.
 

*According to the same U.N. publication(14) this organiza
tion had been involved in assistance designed to extend and improve

health and education services in Bolivia until 1970. 
However, in
1971 the goals and scope of the UNICEF operation were changed radi
cally. The new orientation and emphasis were towards social devel
opment as related to health, education and nutrition. The strategy

stipulated closer cooperation with other donors and identified
 
CONEPLAN as the new Bolivian counterpart agency. The UNICEF objec
tives were:
 

i. to promote social development by innovative techniques

which could have a multiplier effect in solving

"bottleneck" social problems; and
 

ii.to support integrated regional development including

social development projects.
 

Consequently, for the period of 1974-77, UNICEF plans an
 
investment of US$514,000 (see Table 9.11). A total of US$432,000

is to be provided to support the implementation of the National
 
Health Plan. These funds are designated for:
 

i. the purchase of equipment and materials for rural
 
health facilities throughout Bolivia, including

28 medical posts, 126 sanitary posts, 12 mothers'
 
clubs, 40 basic laboratories and 1 reference labo
ratory; 

ii. the preparation of health personnel, including 38
 
health educators, 150 home economists, 90 auxiliary
 
nurses, 180 vaccinators, 25 physicians in public

health and 90 environmental sanitation tethnicians
 
and inspectors;
 

iii. the publication of three manuals on public health; 

iv.the installation of 246 wells, 9 water systems, 300
 
septic tanks and 4,800 latrines, which will provide

potable water to 34,400 persons and excretion dispos
al for 47,1400 individuals; and
 

v. field work, including an anthropometric, clinical and
 
nutritional survey, treatment.of 8,000 persons for
 
gaitre and the installation of an iodizing plant in
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Table 9.11 - A Resum of Proposed UNICEF Assistance to Bolivia, 
1974-1977, (in US. dollars) 

Activity 1974 1975 1976 1977 Total 

Social Planning 

Training 6,900 14,500 7,000 4,000 32,4O0 
Researcn 13,100 27,500 10,000 2,000 52,600 
Seminar, (foamily, 
children and youth.) -- 10,000 10,000 5,000 25,000 
Advisory Services .-- 7,000 -- 7,000 
Local Support for 
Programming -- 5,000 5,000 -- 10,000 

Subtotal 20,000 57,000 39,000 11,000 127,000 

National He!lth Plan 

Equipment end Materials: 
Maternal & Child Health 
& Environ. Sanitation 35,000 124,000 122,000 9,900 290,900 

Transport3tion 7,000 30,000 37,400 6,8oo 81,200 
Training -- 24,000 24,6Q0 11,300 59,900 

Subtotal 42,000 178,000 184,000 28,000 432,000 

Social Development Project (Integrated Services) 

Equipment and Materials: 
Health & Environmenta 1 
Sanitation 127,200 132,800 17,400 15,700 293,100 
Agriculture 23,400 53,500 43,000 27,400 147,300 
Improvement of Housing 3,600 8,900 8,900 -- 21,000 
Education 9,000 20,000 20,000 11,4OO 60,0 
Manpower Development -- 22,200 22,200 8,800 53,200 
Administrative Costs 12,200 1,800 1,800 1,200 17,000 

Transportation 34,900 42,100 16,000 17,200 110,200 
Troining 30,500 39,200 33,700 8,100 111,500 
Administrative Costs 28,200 47,500 44,000 21,200 14o,oc 

Subtotal 269,000 368,000 207,000 111,000 955,000 

Total: 331,000 603,000 430,000 150,000 1,514,000 

Source: Naciones Unidas, Consejo Econ6mico y Social, E/ICEF/P/L. 1602,
 
29 morzo 1974, p. 26.
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It is anticipated that national sources will Drovir:e
 
counterpart funds in the amount of US$2,128,812 to reach the goala

which are outline6 in Chapter VIII, (Table 8.1). The program shall
 
be implemented under the supervision of the rirecci6n Nacional de

Salud by the Regional Health Offices with the active participation

of community organizations. Special effort is to be given to the
 
integration of vertical programs such as the Malaria Eracication
 
Service (SNEM).
 

UNICEF has allocated US$127,000 for the improvement of

CONEPLAN's social planning activities. This amount covers a three
 
year period, during which time UNICEF will reimburse the GOB for

local training costs, support related research, a national seminar
 
and short term advisory services for the development of a social
 
planning methodology. Emphasis shall be given to family, infancy

and youth aspects. CONEPLAN's contribution shall be in the amount
 
of US$150,000 and the International Development Bank (IDB) will
 
provide advisory services valued at US$4172,150. The ultimate
 
objective is to.develop the Bolivian infrastructure required for
 
institutional and personnel development. 
These are believed to be

pre-requisites to the effective programming, coordinating, executing

and evaluating of social projects.
 

The Fund shall also provide US$955,000* in support of theregional social development project in the Departments of Chuquisaca

and Tarija. This project will cost US$2,649,663 'of which US$1,694,463
 
or 64 percent is 
to 	be provided by the GOB and local contributors

(communities, US$367,760 and committees US$590,150) with 36 percent,

.or US$955,000, from UNICEF. The scope and objectives are multi-dis
ciplinary, including sub-projects inpublic health, agriculture,

education, housing and recreation, manpower development and others.
 
The program objectives, a summary of activities and specific objec
tives for the health sector are given in Chapter VIII, (Tables 8.7

and 8.8). The projects,will be administered jointly by the Regional

Health Offices and the evelopment Committees of each repartment.

This is a new approach which decentralizes the planning and execution

of regional projects, with advisory services to be provided by a
 
Regional Planning Office, and coordinated by a Regional Coordination
 
Council.
 

* 	 This figure is US$ll3,283 luwer than that given in the previous
chapter (Table 8.9). Upon review by the UNICEF Executive
 
Directorate, several items in the proposed budget were reduced:
 
the Chuquisaca porcine project (US$32,795) and transportation
 
costs (Us$80,488).
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Finally, UNICEF has assisted the MOI/livision of Environ
mental Saiitation to develop a National Rural Potable Water Plan. 
The execution of this plan, during the period of 1975-1977, will 
provide benefits to 64 communities with a population of 87,741 in
habitants, at a cost of US$1,943,978. Of this amount, the COB will 
contribute US.505, 434 or 26 percent, with US$388,796 or 20 percent 
to come from the communties and the balance of 54 percent or 
Us$1,o4o, 748 expected to be provided by the Government of Canada. 
These funds will be channeled through U-NICEF, and for this reason 
they are not included in the 17.ICEF budget. The money will be used 
for equipment, materials and related transportation costs in select
ed Departments other than Chuquisaca and Tarija. 

3. UNFPA, IPPF and Pathfinder Fund 

These international donors have just recently (1974)
 
become involved in providing somewhat limited financial and techni
cal support for family planning operations in Bolivia. UNFPA seems
 
to have the"greatest potential for future assistance, but to date
 
only about US$43,000 has been positively allccated to Bolivia for
 
the dcvelopment of a more comprehensive family planning program.
 
IPPF (International Planned Parenthood Federation) and Pathfinder Fund 
have provided some family planning commodities to PROFAM in an 
amount estimated at US$20,000. Prospects for future assistance 
depend on GOB and PROFAI4 capability for starting and operating 
more clinics.
 

E. Private Voluntary Agencies
 

1. Catholic Relief Services
 

Using Title II commodities provided by USAID and its
 
predecessor agencies, and working through its counterpart organiza
tion (Caritas Boliviana), Catholic Relief Services (CRS) started 
its Food for Peace (FFP) program in 1955 and Food for Work (FFW) 
component in 1965. During FYs 1969-73 inclusively, CRS had dis
tributed- 53, 445, 897 pounds of food valued at US$8, 512, 000. A 
breakdown is given in Table 9.12. The commodities (including
 
various combinations of powdered milk, wheat flour, rolled oats,
 
cornmeal, vegetable oil, bulgur, CSM and WSB), as summarized in
 
Table 9.13, fed an average of 400,000 recipients per year. They
 
were distributed through Maternal Child Health, Rural and Urban
 
School Breakfast/Lunch, Other Child, and Institutional Feeding,
 
Food for Work and Health Cases programs. 

As may be seen from Figure 9.4, a phase-over trend is in 
progress with a shift in emphasis from school feeding to Maternal 
and Child Health (MCH), which now has the highest USAID priority. 



Table 9.12 - Food and Other Comoditiec Distributed by CathoAc Relief 
Saylrves by Wei4nt, Dolar value and Fiscal Year of Operation
(In 000's POUnda and'OO's U.S. 1*loars) 

Foo d 0 t be4
 
FT Pounds Value Pounds vWan 

1969 m,21o 895 1,22r 453 

1970 7,899 1,248 232 445 
197l 11,659 1,576 3T4 1,015 

1972 13,963 2,391 16 311 

1973 14,715 2,402 292 32 

Total 53,1"6 8,512 2,141 2,76 

* 	 Includes used cIatmlng, hospital quipmpnt, sedical equipnmt and
aupplies but exclusive of Ocoan f reight nd inland transportation. 

Source: CM Fical Year Reporma'aid p-sroal commnlcations. 

Tbe 9.13 - tholic Relief Svtces Title 11 Pood Assistance by (o1dit7 and Value for riscal Years 
1969-T3 
(Zn 000's Pounds and 000's U.S. Dollars) 

Comdity POUnds Value 'Pounds Value Pound$ Val~ue Pounda Value Pounds. Value 

WIulk 1,928 197 2,479 847 2,581 859 2,942 1,339 2,807 1,297 
Ihaat flour 1,093 62 2,917 167 4,057 234 4,008 253 3,425 195 

Dorm1 284 13 97 k 776 38 856 60 9L 53 
c 300 30 116 I 685 68 1,051 119 2,623 305 
oLled ono 1,160 108 1,T26 124 2,18T 153 2,523 228 2,076 148 
Ws whost 9 . - 45 3 380 23 913 53 

mm- " 22km 1,277 148 973 105 
IsgoI 436 814 558 914 906 177 926 221 987 2146 

Des* - 6 1 * - . 

Total 5,210 895 7,899 1,248 11,659 1,576 13,963 2,391 ,715 2,402 

Souie: cm Fscal rear Repors and Pmsoal caomnications. 



FY73 Recipients
 

Figure.9.4 -lumber of Fbod for Peace Recipients by Category, Area Percentages ARFA Percent
 
and Fiscal Years
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Figure 9.5 demonstrates the plarined general phase-down in the
provision of Title I commodities because of world-wide shortage

and greatly increased acquisition costs for the food which have

led to greatly reduced availability. School Breakfasts will be
completely phased out by FY-1977, with the urban comonent terminated in FY-1975, and the MCH facet increasing in FY-1974 to aplateau in Ffs-1976-77. 
Food for Work was phased out in FY-1974but Other Child Feeding has remained at a fairly constant level. 

During the same five-yeai, span mentioned above, CRS alsohad distributed US$2,755,658* worth of used clothing, hospitalequipment and medical supplies (2,141,091 pounds) to various insti
tutions, orphanages and clinics. In addition, US$48,039 donatedby OXFAM (England) were utilized for socio-economic projects that are expected to expand appreciably in the future. In 1972, CRS
created its Socio-Economic repartment, with the objective of prom tiyg more just and better conditions of life for the Bolivian 

A rotating fund and scholarship program will be estab.L
lished to make loans (not exceeding US$1, 000 each for maximun
periods of two years) to communities or cooperatives and to traintheir personnel. The goal of this program is basically the promotion of social changes. The specific objectives are: i) to identify the best possible project for a given region and disseminate
promotional information to the different organizations working in
that area; ii)to strengthen regional organizations by searching

for a system that responds to the needs of that zone; iii) to
discover potential leaders through concrete projects followed by
the future development of these leaders through scholarships orin-service training; and iv) to train people to design, plan and
 
execute projects.
 

These objectives are an outgrowth of earlier projectan
which established a rotating fund of US$6,000 in late 1972 to makeloans to the Alto Beni Development and Coordinating Committee

(DCC). These funds were used to: i) modify existing production
systems or improve agricultural output; ii) introduce new typesof agricultural products; iii) promote small industries; and iv)
stimulate responsibility and participation in decison-making forthe utilization of credit. The Alto Beni DCC has a broad base and

is composed of representatives from Heifer Project, the Catholic
and Methodist churches, the Federation of Colonizers, the Association of Small Farmers, Cooperative Promotion and Agricultural
 

* Exclusive of ocean freight and inland transportation. 



Figure 9.5 - Comparison of Food Commodities Approved Versus Quntities Actually 
Distributed and Future Program-.Levels 
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Extension. The group is committed to the development of the 
colonization area. One specific, smaller project is the
 
commercialization of coffee by cooperation with MINK'A and
 
CIPCA.
 

During the second half of 1973 an additional US$6,783 
was added to initiate the second, or coordination, phase among
the other programs working in rural areas. As of August 1974,
the rotating fund was still in operation to promote the social
 
changes required to improve the life style of the Bolivian

campesinos, but present funding levels were felt to be insuffi
cient. The financial requirements for the Socio-Economic repart
ment for the period of 1974-77 are expected to amount to 
US$201,452, of which US$84,780 are expected to come from local
 
sources 
with the remainder to be provided by CRS (US$39,900) and
the Inter-American Foundation (US$76,772). Luring the next three 
years the project plans to expand its activities to include the
 
North Altiplano, Chapare and North Santa Cruz areas. 
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CHAPTER X
 

THE MISSION'S PROPOSED " ALTH SECTOR PROGRAM 

A. Summary 

For the lack of a census since 1953 and because of rather unreliable
 
vital statistics, the Bolivian health "indicators" have to be interpreted 
with some degree of caution, and through qualified professional judgment 
as is the case in this Assessment. Nevertheless, the inescapable conclu
sion is the.t the health status of Bolivia is markedly deficient.
 

Mortality rates are high, both for children and mothers, undoubtedly 
as the syne-gistic effect of a variety of unhealthly conditions including 
the primary effect of diseases compounded by malnutrition and inadequate
environmental sanitation. Managerial and financial short-comings have 
further complicated the health delivery picture which is heavily oriented
 
towards curative medicine and services to the urban areas.
 

This Assessment has identified the major constraints which have
 
inhibited progress -inthe health sector, and has categorized them as
 
managerial, institutional, economic and cultural. . These, and certain 
specific negative aspects of important health activities, have been 
evaluated in some detail and recognition has been made of a number of 
favorable factors which can be expected to facilitate the implementation 
of measures to improve the health situation.
 

There exists a broad, if not completely quantifiable, concensus among 
international donors that health is an essential pre-requisite to the 
sccio-economic development of any countwy. Using a U.S. Department of 
Health, Education and Welfare methodology, this Assessment has tried to
 
use benefit to cost analyses for evaluating the impact of a health sector
 
investment in Bolivia. Although this calculation had to be quite crude 
in nature because of the lack of data, it is believed that reaching the
 
total rural Bolivian population with over 60 percent effective programs
would have produced direct and indirect benefits uorth over US$100-million 
in 1974. 

Although recent Government of Bolivia planning documents recognize 
the importance and scope of the above existing health problems, the con
tinued limited financial and technical resources will delay remedial 
measures unless there is external assistance in implementing a compre
hensive, fully integrated and well-coordinated health services delivery 
system. Such an approach also could provide the vehicle for expanding 
family plarling services in Bolivia. 
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A rationale and strategy for potential USAID assistance in the healthsector has been defined. The strategy involves grant funding to start an experimental-development project (EDP), in a relatively small area.
Approximately one would beyear later it followed by full scale health
and rural sanitation activities in selected high valleys and lowland 
 areasto be supported by both grant and loan funding. The target population

has been defined, quantified, and potential international donor participa
tion has been taken into consideration. 
The basic premise is that imnroved

rural health depends fundamentally on achieving improvements in four
interrelated health areas: a lower incidence of communicable diseases,

reduced maternal and child morbidity and mortality, better nutritional
levels and access to potable water and minimal sanitation; and that those

investments will not be achieved except as components of a low cost,

comprehensive rural health delivery system in 
 FY1977.
 

We should continue our current programs in family planning and
supplemental feeding II.
under Title The former program will be the
subject of a separate strategy paper. The latter, which has 
 a national
geographic focus and the potential for building country programs somewhat
faster than the achievement of similar coverage by the comprehensive rural
health delivery system would be used as one element of a national nutrition 
plan to be developed and supported by a later AID loan. 

B. Program Framework 

1. 
 Resumi of sector's salient characteristics-and performance
 

a. 
Health status of Bolivia's population
 

In Bolivia, there has been no census since 1950, and the
available vital statistics are incomplete, as well as unreliable. As a consequence, Bolivian health indicators should be considered as rather"soft" data needing a strong element of professional judgment. 
In the
 case of this Health Sector Assessment (HSA), that judgment has been pro
vided by personnel both with long-term, first-hand knowledge of the
country, and with extensive experience in other countries (see list of
participating personnel in the Preface). 
 They all agree, as mentioned

in Chapter I, that: 
"the health status of the Bolivian population is

possibly one of the worst in Latin America." This came as no great

surprise because UNICEF reached a similar conclusion in 1973--namely:
"the indicators universally accepted to establish the health situation
of a particular country or group show that in Bolivia this situation is 
markedly deficient." 

In any case, an overall picture of the Bolivian healthstatus and facilities may be gleaned from the following resume: 
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i)	Hospital discharge data, although partial and therefore
 
limited, isprobably the most accurate measure of mor
bidity available in this country. It shows that the
 
major causes of morbidity for all ages in urban and 
rural areas are very similar in nature and do not vary
significantly in degree. In rural areas, the first 
three causes are respiratory illnesses, gastro-intestinal
 
disturbances, and trauma; whereas, the order of the last 
two are reversed in the urban population. Tuberculosis 
is undoubtedly the number one problem in rural areas, but 
its true prevalence rate is unknown as is the case of the
 
diseases mentioned above.
 

Relative to mortality, there is no breakdown available 
into rural/urban categories. However, it is believed
 
that the Crude Death Rate is 19 per thousand--one of the
 
highest in Latin America (Chapter I). The major causes
 
for adults are: "poorly defined", respiratory and gastro
-intestinal. For children below age five, diarrheal diseas
es were the basic cause of mortality with a rate of 
1,074.6 per 100,000 followed by measles at 748.3, whocp
ing cough at 119.4, and tuberculosis with a rate of 29.9. 
Taken as a group, the above infectious diseases had an
 
overall rate of 1,970.1 per 100,000; whereas, nutritional
 
deficiencies were the first associated cause of death for
 
infants one year old or less.
 

ii) In general, it may be said that most communicable diseases 
are geographic specific. Those of the tropics are Malaria, 
Yellow Fever, Hemorrhagic Fever, Leprosy, Leishmaniasis, 
Hookworm and Chagas' disease. In the valleys, there are 
Chagas' disease and Leprosy. Typhus and Scabies are more 
typical of the Altiplano. Malaria again became a major
problem in 1973 with more than 7,000 cases reported. 

iii) The environmental sanitation related enteric disease. i.e.,

bacterial (Typhoid, Shigella, Salmonellosis) and parasitic 
(Amoebiasis, Hookworm) cause significant morbidity and 
mortality in Bolivia. Although overshowed by Influenza,
 
Tuberculosis, Malaria and Measles, and undoubtedly under
stated for lack of adequate laboratory facilities, the 
enteric diseases were among the first half of all the commu
nicable diseases reported to the Ministry of Health (MOH) 
in 1971. Of the 4,595 cases, 8.1 percent were diarrheal. 
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iv) 	A 1969 study done on the consumption habits of Bolivians
 
revealed a 15 percent deficit in calories and a 40 per
cent deficiency in protein in the average diet. 
No break
down was given by urban/rural areas; however, most
 
observers agree that deficiencies are greater in the rural 
areas. During 1967-1970, the per capital availability to 
the Bolivian population of protein and calories has decreas
ed from 59 grams of proteins to 49 with a concomitant drop

in calories from 2,108 to 1,834. The protein-calories
malnourishment rate in the age group one-six years is 
about 50 percent. 

v) Not unexpectedly, fertility rates are higher in rural areas

with the average number of children per women 45-49 years

of age ranging from 4.98 to 6.83, as compared to 4.41 to

5.30 for urban areas. Under current mortality rates this 
results in a population growth rate of between 2.4 and 
2.8 percent per year. The abortion rate is conservatively
estimated to be one pregnancy termination out of every
four conceptions.
 

vi) 	The MOH's rural system, as of 1973, consisted of 88 health 
center hospitals, 50 medical posts and 304 health posts,
with the major effort being directed to curative medicine,
which is supplemented by about an equal input from the 
folk medicine system. The rural network also includes 
four large CMIBOL hospitals which provide good, princi
pally curative, service to a geographically concentrated
 
population, the miners and their dependents. Finally,
the 	Caja Nacional de Seguridad Social (CNSS) also operates 
a few rural outpatient clinics and health posts.
 

The 	caja system (CNSS, other c such as the petroleum,
railroad, chauffers, etc.) and the military provide out
patient and inpatient curative medicine to about 630,000 
urban residents. An additional 600,000 persons use MOH 
facilities, some of which are specialized: Tuberculosis,
Children's and Psychiatric hospitals plus General Hospitals
in each Department capital.. Finally, the MOH has health 
centers in the urban areas. Most centers have a special
outpatient service for patients with Tuberculosis. From 
the above, it is evident that there is considerable inter
twining of services and facilities. However, there is not 
a well-defined division of labor or programmatic integra
tion.
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vii) Environmental sanitation and potable water supply systems 
are virtually non-existent in rural Bolivia, and less than
 
adequate on a country-wide basis. In 1973, 11RD/IDA O 
estimated that only four percent of the rural inhabitants 
(or approximately 151,000 Bolivians) versus 55 perccnt 
(1,000,000) of the urban dwellers had access to pipe
distributed water supplies; whereas about three percent 
of the rural inhabitants (112,000) had some type of indi
vidual waste disposal compared to 34 percent of the urban 
counterpart, who were served by public sewerage facilities. 
It should come as no surprise, therefore, that diarrheal 
diseases were a primary cause of the high mortality rate 
among Bolivian children under five years of age, and they 
also caused serious problems in the school age group. 

viii) Disease patterns in Boliyia are closely interrelated with
 
its population composition, and are characteristic of
 
developing countries. Since 41.2 percent of the popula

•tion 	 is 14 years of age or younger, it follows that the 
majority of illnesses occur among young people and infants. 
The infant mortality rate is very high, fluctuating between 
150 and 250 per thousand depending on the area of the 
country, i.e., urban or rural. This compares to 52 and 62 
for the neighboring countries (with similar cultures) of 
Paraguay and Peru respectively. A contributing factor in
 
infant mortality is malnutrition which causes otherwise
 
minor childhood diseases to become killers. Nutritional
 
deficiency was found to be the number-one associated cause
 
of mortality for Bolivian children one year of age or under,
 
with a rate of 1,44o.4 per 100,000. Furthermore, although 
conclusive proof for some health interactions are yet to 
be obtained, malnutrition appears to have serious societal 
consequences in that it adversely affects mental develop
ment, physical development, and the span of working years 
all of which significantly influence the economic potential 
of man. There is a highly negative comulative effect of 
malnutrition, poor environmental sanitation, coupled with 
the additional stresses of inadequate communicable disease 
control measures and limited maternal and child health 
services. The synergistic linkages of these four major 
Bolivian health problems are better understood by refer
ring to Figure 10.1. 

In sum, the health status of the Bolivian people, in general,
is not equal to that of neighboring countries with similar cultures anti 
life styles. Infant mortality is significantly higher as are communicable 
disease rates. Malnutrition is getting worse, and environmental sanitation
 
facilities are woefully lacking.
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b. 	Effect on economic and social development
 

There is a broad consensus among international donor
 
agencies that good health is an essential ccmponent of' socio-economic
 
development. The Inter-American Development Bank (IDB) has concluded
 
that:
 

"lack of adequate health has a direct (negative) economic
 

impact on the work force by causing loss of workers as
 
economic units through death, and loss of work time and
 
productive capacity while at work through disability and
 
debility; failure to apply adequate preventive measures
 
means invariably higher socio-economic costs for curative
 
services."
 

In assaying the impact of health programs on socio-economic
 
development in Bolivia, we should understand the costs of the 
current
 
health status, and the benefits that may be expected by certain levels
 
of intervention.
 

The Office of International Health in the U.S. Department

of Health, Education and Welfare, has provided a brief out1ine of the
 
costs of disease to society:
 

i) the direct cost of diagnosis 4nd 64re;
 

ii) 	the indirect cost of lost wages and lor. productivity
 

iii) the indirect costs attributed to increast. caloric
 
needs of the population, working and non-working;
 

iv) 	the indirect costs attributed to investment in ind;.
viduals who die as a result of disease; and 

v) the indirect costs to the government through social
 
security payments.
 

Given the current status of statistical information in
 
Bolivia, a quantified determination of all of these costs is imtDossible.
 
However, by making certain assumptions our consultants have estimated
 
that the current health status in Bolivia entails a cost of over US$772
million per year. 
Although this is a highly theoretical calculation, it
 
is a startling figure. Using alternative assumptions, the Mission ccn
cluded the sum might be in the vicinity of US$2O-miliion. Fven this
 
lower limit calls attention to the posiibly significant losses of produc
tion asrvcciated with poor health. Nevertheless, it is believed that the
 
EDP may throw some light on this subject. A breakdown of this ccst is
 
displayed in Table 10.1 below. (For details see Chapter III). 



Table 10.1 - Summary of Estimated Costs of Disease in Bolivia - 1974 

(US$ 000) 

Cost Category 	 Urban Rural Total 

1. 	 The direct cost of diagnosis and 
care 36,823 10,101 46,924 

2. 	 The indirect cost of lost wages
and lost productivity 563,500 162,500 725, o00a 

3. 	 The indirect cost attributed to
 
increased caloric needs of all
 
population working and non-working b
 

4. 	The indirect costs attributed to
 
investment in individuals who die 
as 	a result of disease 
 b 

5. 	The indirect cost to the government
 
through Social Security payments 	 (8,500) c 

Total 	 600,323 172,601 772,924 

a. This figure represents an upper limit calculation. Using alternative 
assumptions concerning absenteeism and productivity, the amount of
 
US$260-million was derived as a lower limit.
 

b. Insufficient information in Bolivia to make quantitative estimates.
 
c. Financial cost only, not true economic costs. Not added into total.
 

In any case, it is generally agreed that the magnitude of 
indirect costs are greater, both in number and value, than those of 
direct costs. Direct costs can be reduced by conscious decisions to 
ignore a problem, or by taking measures to improve efficiency. Indirect 
costs, however, remain the same or iucrease, if the disease is ignored. 
Thus, inaction may prove to be more costly (through indirect costs) than 
action (through direct costs). 

Preventive health programs would reduce the prevalence of 
diseases that now consume resources for diagnostic and curative services. 
Also healthier workers would be more able and more highly motivated to 
produce than those who are debilitated. The impact of these benefits
 
should be greater in labor-intensive industries and agriculture.
 



Improvement in health also would support the more efficient 
utilization of funds expended for other social services. Health and educa

tion are especially related. Studies have shown a relationship between 
nutrition and the mental development of young children; thus, public funds 
expended in education would be more efficiently utilized when directed at 
more intelligent and more attentive student populations. Also health 
centers, olong with 3chools, are among the first channels of acceptance 
for innovative ideas in rural areas since not only do the accomplishments 
of medical sciences in their curative and rehabilitative aspects have an 
expanding effect on the future horizon of these people, but also there is
 

engendered through successful medical treatments a respect for the possi
bilities of other technological suggestions that may come from the agri
cultural or educational sectors. 

Finally, an investment in the development of the health
 
sector in a country would be an expansion of an important industry. The
 

health sector is one of high labor intensity. Particularly with the
 

development of a rural health service through the extensive use of suxil
iary personnel, an increased demand for semi-skilled workers would be
 

created. This demand would have not only direct employment advantages but 
also an important educational advantage as the program develops skills
 
which are transferable to non-health markets.
 

c. Conclusion
 

A Ministry of Health study has indicated that about 33
 
percent of all diseases seen in their outpatient clinics were at least
 
.partially reducible by preventive health, dental, and environmental
 
sanitation programs. If it is assumed that such preventive programs
 
were 60 percent effective on the populations reached, it can be seen
 
that the potential benefits for a nation-wide comprehensive preventive
 

health benefit approaches US$152-million in 1974; or, as might be more
 

realistic for such a preventive health investment, if 70 percent of the
 
population were reached with the 60 percent effective programs, the
 
benefits anticipated would be close to US$107-million. With a similar
 
analysis, we could conclude that the potential 1974 benefit for the rural 
eireas alone could have been almost US$24-million. (See Chapter III for
 
complete discussion). From this analysis of the benefits of preventive
 
health in Bolivia, we are provided with the basis for projecting the
 

magnitude of program costs that one could consider while still returning,
 
in the simplest form, an advantageous benefit-to-cost ratio. 

2. Major constraints which influenced the current status of the
 
health sector's performance 

The following is a resum6 of the most significant shortcomings 
that hove been identified. The factors mentioned are interrelated, but 

for presentation ore broken down into five major categories, namely:
 
managerial, institutional, specific program components, economic and
 

cultural.
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a. Managerial constraints

(1) Administrative
 

The annual budget presentation of the Ministry has
been 	extensively delayed; suffers from being overly complicated anddetailed; and does not provide information necessary for informed policydecision-making in part because operational units of the Ministry make
very little input into budget fo.-mulation since there is no systematic
effort to solicit proposals or estimates from the field units.
 

Estimates of expected income have been consistentlyhigher than could realistically be expected.
 

Overcentralization 
 of administrative decision-makling,at the central Ministry and other related institutional levels, greatlyreduces the interest of the field personnel in the implementation of
health plans. 

(2) 	 Personnel management 

Recruitment of personnel often has been influencedheavily by political considerations with 	the result that the availabletechnical personnel are not utilized with maximum efficiency. 

Supervision and evaluation of personnel is,very 	fragmentary and often completely lacking, 
at best,

with 	the most obvious
problems existing in the rural areas. 

(3) 	Health resources
 

(a)Manpower
 

Although scarce by any standards, the compositionand distribution of Bolivian health manpower is 6o geographically distortedthat 	-there isgeneral inefficiency in its use and deficient attentiot 
to
the 	rural areas. There is 
an oversupply of educated professionals such
as physicians and pharmacists and 	 a lack of middle manpower, includingtechnical, maintenance and administrative personnel. Notably lacking arehealth promctors, outreach workers and auxiliary nurses at the grassroots
level of operation, and mid-level technicians such as mid-wives, health
educators and nutritionists.
 

A realistic health manpower inventory is notavailable, nor is there data on professional work habits, health manpower
migration and attrition or population utilization patterns. Traditionalpractitioners and sanitarios, who have smalla degree of medical training,are 	believed to provide a majority of the medical needs of the rural 
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population; and yet, no data exists as to the numbers involved, their
 
technical proficiency or the degree of interest they might show in
 
receiving training for incorporation into a rural health system.
 

(b)Facilities 

Most facilities are under-utilized. In part this
 
is due to a lack of supporting elements such as paramedical personnel,

drugs, vaccines, supplies and an outreach mechanism.
 

Fragmentation of responsibility for the provision of

health services has resulted in unnecessary and wasteful duplication of 
facilities, in weak maintenance, and in deficient equipping.
 

No "systems analysis" approach is used in planning
health facilities; and, therefore, little or no consideration is given
 
to function programmin6, prototype design and/or planning norms for the 
varing needs of differing climates and sub-cultures. Preventive main
tenance techniques are not employed.
 

(c) Biochemical supplies
 

Drugs and vaccines are not used in an effective way
 
nor available for the general populace because of the high cost of im
ported material and the inefficient, high-cost internal distribution
 
system.
 

(4) Health planning 

Planning is done from the top down without field 
personnel participation.
 

A variety of independent and autonomous agencies

control their own planning processes, almost totally without consulting 
the MOH.
 

Too many activities within the public health sector 
occur solely because of an historical accretion of resources which have 
been organized in an institutional response to a direct demand from the 
community, recipient of patronage or even the patient. 

(5) Health information system
 

There are no reliable census data.
 

The system for notification of communicable diseases
 
is deficient, and epidemiological surveillance is virtually non-existent.
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Deficiencies in the vital statistics system result
 
from the submission of partial statistics by untrained registry officials
 
who receive appointments without examination and are remunerated on a

fee-for-service basis. The problem is exacerbated by archaic definitions
of terms; poor identification of the causes of death--more often than not 
without medical attention--much less autopsies; and with the use of clan
destine cemeteries, especially in the rural areas, which results in 
severe under-registration of infant and child mortality. 

b. 	Institutional
 

A pattern emerges consisting of inadequate and maldistributed
funding, a paucity of planning and epidemiological data, a lack of in-depth,
adequatelytrained personnel; and, perhaps more significantly, an apparent

ad-ho uncoordinated, non-integrated approach to the solution of Bolivian
 
public health problems--with too much emphasis on the curative aspects.
 
This situation is due to the:
 

i) 	 fragmentation of agencies; 

ii) g.'owth of decentralized or "tecnico" agencies; and 

iii) 	 uncertainty concerning a future division of labor
 
between the MOH, the Junta Ncional de Desarrollo 
Social (JNDS), and the Bolivian Social Security 
system (so-called cajas). 

Translated into end results and illustrated in Fibure 10.2,

the'above short-comings result in:
 

i) 	exceedingly little coordination among the public

agencies in the sector and too much ambiguity con
cerning spfteres of responsibility; 

ii) a tendency to organize semi-autonomous, single-service

agencies, when the demand for the efficient provision

of a given service becomes sufficiently powerful; and
 

iii) 	 the provision of facilities and services by the cajas
 
to the urban sector, which excludes campesinos or
 
rural dweller participation.
 

c. Specific negative aspects of important pro:-sm activities 

(1) Inadequate communicable disease control: 

National surveillance data is incomplete, and no

information is gathered from the private sector.
 



Figure 10.2 - Institutional Considerations: Some Aspects 6" the Bolivian Adminis
trative Jig-saw Puzzle and Impact on the Provision of Health Services 
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!!he ability to confirm diagnoses is severely limited
by the scarcity of laboratory resources and the under-utilization by
physicians of those few resources that are available. 

The supervision of and technical support for field 

personnel is inadequate.
 

The Vaccine Bank is underfunded. 

Vaccination programs in general are too highly
 
centralized.
 

The Malaria Eradication project is virtually paralized
for a lack of commodities, especially DDT. 

The true prevalence of and/or population-at-risk for
 
certain diseases with potentially serious economic impact are unknown.
 
Among these are Chagas' disease, cutaneous leishmaniasis and leprosy.
 

The National Reference Laboratory (INIASA) does not
 
carry-out periodic serological 
 surveys to gather badly needed epidemio
logical data.
 

(2) Poor maternal and child health services 

There is a lack of integration with other preventive
medicine programs such as communicable disease control, nutrition, and
 
environmental sanitation.
 

Provision of services is too dependent on professional

personnel with the result that the costs of health services are high.
 

(3) Xpiautrition
 

The GOB has no national nutrition policy and has
developed no programs to address the deteriorating nutritional status 
of the population. 

(4) Lack of environmental sanitation services 

Only four percent of the Bolivian rural population
have access to water supply coverage including services by house connec
tions and public standpipe; whereas, three percent have waste disposal 
services such as septic tanks, sanitary latrines, etc. Comparable

figures for the urban areas are 55 and 34 percent. 
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(5) 	 Limited family planning services 

Although a few clinics have been started by GOB,
 
the ncope and coverage is extremely limited - with virtually no
 
service offered in the rural areas.
 

Not all elements of Bolivian society are convinced
 
of the need for a population program which would be oriented towards
 
a rationalization of the birthrate for demographic, social and devel
opment reasons.
 

d. 	Economic
 

Public health sector expenditures in 1974 accounted for
 
approximately four percent of the Central Government's Budget and two
 
percent of GDP, or roughly US$6 per capita. This is about half of
 
what might be required to provide "minimal adequate" health services
 
for the Bolivian people.
 

Budget allocations are strongly oriented towards salary
 
payments, leaving insufficient funds for travel and per diem--and a
 
resultant lack of supervisory and evaluation activities.
 

The extremely low average per capita income in 1967 of
 
US$224 (with 63 percent of the labor force, or agricultural sector,
 
earning US$84) virtually prohibited the rural dweller from obtaining
 
adequate professional medical attention--because it is estimated that
 
yearly minimal attention would cost him 12 percent of his income.
 

e. 	Cultural
 

A strong, self-perceived linkage between an individual's
 
health status and Aymara or Quechua magical-religious concepts may
 
limit the effectiveness of a modern rural health delivery program unless
 
a satisfactory "bridge" can be built between the divergent cultures.
 

3. 	 Factors which should favorably influence health sector
 
developments
 

Although the positive aspects which are expected to influence
 
health sector development are relatively few in numbers, they are of
 
significant importance. They are:
 

i) 	the active participation of a diversified group of Bolivian
 
professionals from various disciplines (health, social
 
securitv,, GOB sectorial planning, etc.) in the national
 
Health Sector Assessment which was carried out in a parallel
 
but highly coordinated manaer with the USAID effort;
 



ii) 	the formulation by the BMlivian Inter-14inisterial Com
mission of 161 recommendations in the major areas of interest, 
including: financial aspects, facilities and equipment, com
municable diseases, systems of information, medical atten
tion, maternal and child health, biochemical products, 
nutrition, environments l sanitation, occupational health, 
human 	resources, and administration;
 

iii) 	 a concerted effort by %IFHto plan the decentralization of 
health services systemz by a regionslization process; 

iv) 	 the interest of the ZH in an administrative reform process 
which is expected to centralizc ll responsibilities for 
health services, including those of social security, within
 
the N'fH; and
 

v) 	the existence of a regional structure such as Unidsdes 
Sanitarias, mothers' clubs, volunteer workers, and a highly
structurel melaria eradication systen, which can provide 
the backbone for an improved rural health system. 

C. 	 Goals, Plans, Priorities and Interrelationships 

1. 	 GOB
 

The first phase of health program planning by the GOB, which 
terminated in 1973, involved an empirical approach which resulted in 
1973 in the latest M3H's National Health Pln and, somewhat independently,
also in 1973 in the Ntional Economic and Plahning Council's (CONMIAN) 
Five Year Plan for Development which included a health sector component. 

The MOH's National Health Plan (NHP) is, in essence, a descrip
tive document. The analytical facet is very limited, perhaps as a conse
quence of the virtual non-e.xistence of epidemiological and other program
ming data; and the Plan does not provide a coherent, methodological frame
work for solving Bolivian health problems. At most it is a collection 
of semi-quantified health goals based on the extrapolation of Bolivian 
data which are tied to recommendations made at the 1972 Third Special 
Meeting of Ministers of Pablic Health of the Americas. The general objec
tives of the Plan are to: control and/or eradicate communicable diseases 
which have an impact on children and other vulnerable groups; reduce 
child mortality and morbidity; decrease the prevalence of malnutrition; 
provide excreta disposal systems end/or potable water - with emphasis on 
the urban component; increase outpatient visits; and, most importantly, 
obtain the effective coordination of intersectorial programs and activ
ities for achieving the complete integration of health services. 

The NHP is still relevant, aLl it is anicipated that it will 
be implemented. However, the sources of the financial support required
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are 	not fully identified and the requirements stated, although realistic,
 
may 	 exceed GOB capacity - unless health is given a higher financial 
priority. Currently the MOIl is preparing an appendix to the NW as the
 
result of its additional anolytical work. This document is expected
 
to coincide almost completely with the conclusions of this Assessment
 
relative to health sector programs.
 

CONEPLAiN sponsored a meeting in 1973 of international donors
 
to promote the coordination of all external assistance to Bolivia. The
 
health policy framework for that meeting was defined as the need to:
 

i) 	develop a single and basic health development policy for 
all agencies, public and private, based on a national 
development plan; and 

ii) 	 concentrate on the expansion of rural services and region
al programming with interagency, and multisectorial coor
dination.
 

The 	sector objectives of CONEPLAN's health plan, which were broader
 

than 	but essentially included in those of the NHP, are to: 

i) 	 increase life expectancy and work capacity; 

ii) 	 reduce morbidity, especially as related to the labor
 
force, and
 

iii) strengthen, improve and extend health service coverage. 

This 	plan is still in the final planning process with no actual imple
mentation to date.
 

The above plans jointly laid the groundwork and institutional
 
supporting basis for the second phase of the Bolivian health planning
 
process which began in 1974. Early that year, an Inter-Ministerial
 
Commission (IC) was created by the GOB to develop, to the extent possible, 
a comprehensive evaluation of the health sector, including service 
institutions, personnel, facilities, budgeting, and future requirements
 
for all the identifiable resources. The IC required most of 1974 to
 
carry out its analyses of the health sector. Its final report has not 
yet been completed. Nevertheless, based on the close contact which has 
been maintained with the IC by USAID personnel, we believe we can state 
with some assurance that the goals and priorities stated in the NHP and 
CONEPLAN documents will be reaffirmed in the IC's report; and that the 
report will contain the major recommendation of the creation of a single
 
national health service. This would involve: a complete reorganization of 
MOH's functions to permit effective coordination; the regionalization of
 
all health services as a means for attaining more efficient planning and
 
administration; and the assumption by the Social Security System (rather
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than the MOH) of managerial responsibilities for the provision of 
curative services. It is also anticipated that the IC's report -will 
identify program and related budget requirements. The report should 
be presented to relevant GOB authorities for discussion by March 1975 
and serve as an appendix to the existing MOH's National Health Plan. 
It is strongly felt by the IC coordinating committee that the 'epqrt
will form the basis for a national health policy and will be incorpo
rated into the National Development Plan (1975-1980) which the GOB is 
presently preparing. The IC's membership and modus operandi established 
a favorable precedent in that it was the first time that an interagency/
 
inter-ministerial group had jointly studied the health sector in a
 
systematic and comprehensive manner, and had travelled in composite 
groups to look at health problems in the field. 

Figure 10.3 was designed to facilitate an understanding of 
the relationships of the various goals and priorities stated in the
 
documents previously mentioned i.e., the NHP, CONEPLAN's Five Year
 
Development Plan and the IC's recommendations. 

2. International Donor Plans
 

As described in detail in Chapter IX, the Pan American Health 
Organization (PAHO), the United Nations Children's Fund (UNICEF) and 
the United Nations Fund for Population Activities (UNFPA) are, or will 
be, active in programs in the Health Sector. 

a. PAHO 

During CYs 1975 and 1976, PAHO will provide US$1, 999,653 
worth of advisory services related to three basic activities: 

i) protection of health, essentially related to com
municable diseases, such as malaria and zoonoses, 
and environmental sanitation, i.e., water supplies; 

ii) promotion of health, including general services, 
broken down into general public health, nursing, 
laboratory, etc., and specific programs, with the 
major inputs for family health and population 
dynamics, nutrition, and occupational health; and 

iii) development of educational institutions, with the 
major emphasis to be given to medicine, nursing 
and environmental sciences. 
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PAHO is concentrating on a "technological solution" tc
 
Bolivian public health problems whereby advisory services are provided to
 
individual health programs as entities rather than ccnsidering them as
 
components of a complex health status.
 

b. UNICEF
 

This international donor has conceptualized its social
 
development planning for Bolivia, effec-ted 
jointly with CONEPLAIT, in a
 
rather comprehensive and integrated manner. The health component, how
ever, is quite limited both geographically and programmatically. For
 
the period of 1974 inclusively, UNICEF's developmental criented assist
ance to Bolivia is expected to reach $1,514,000. Of that amount $665,200

(or 43.9 percent) is allocated to health sector activities, with the
 
major share to go for the purchase and transportation of materials and
 
supplies--namely $243,100 for environmental sanitation in the Departments

of Chuquisaca and Tarija, and $372,100 for maternal and child health
 
activities in the same Departments.
 

UNICEF also is actively engaged inpromoting the design and
 
implementation of a national environmental sanitation project, at a cost
 
of $1,943,978. Of this amount, GOB would contribute $505,434 (or 26
 
percent), with $388,796 (20.percent) to come from the communities involved.
 
The balance of 54 percent, or $1,049,7h8 is expected to be provided by an

international donor, probably the Canadian Government. 
 It is expected

that the funds will be channeled through UNICEF whicd will monitor all
 
phases of the implementation. During the period of 1975-1977, the project

is planned to provide potable water and excreta disposal to 64 communities
 
(with 500 to 2,000 inhabitants in several Departments of Bolivia) and
 
reach 87,741 persons, or 2.1 percent of the estimated rural population of
 
4,061,035 individuals. 
 In Bolivia, there are an estimated 457 communities
 
with populations of 200 to 2,000 individuals.
 

c. UNFPA I 

This UN ennrity is negotiating with the GOB for the develop
ment of a family planning component to the MOH's Maternal and Child
 
Health program. The assistance would include advisory services, training

and equipment. No ccmmltments or plans of action have yet been concluded.
 
It is likely that any progrm would concentrate on the urban areas--at
 
least in the early stages.
 

D. Rationale and Strategy of USAID's Assistance
 

1. Reasons for attention to health problems
 

There are a variety of motives for directing concerted attention
 
to the soluftioa of Boliviaa health problems. .These can be divided suc
cinctly into three m.ajor categories, namely.:
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a. 	Soclo--econimic development
 

Unless certain communicable diseese are virtually eradi
cated and enteric infections drestically attenuated, in concert with a
 
realistic reduction in malnutrition and maternal child mortality, Boli
via 	will not be successful in developing the human and institutional
 
resources which are pre-requisites to the accelerated socJo-economic
 
development It desires. In particular, it is unlikely that an accel
erated population growth beyond whath Bolivia's likely development can
 
absorb will be avoided unless the rate of survival of children is im
proved so that parents will be prepared to accept the use of family
 
planning services in support of responsible parenthood.
 

b. 	Technical efficiency of U.S. and international donor
 
assistance
 

Poor health is a drain on human energy and financial re
sources, which precludes the most efficient utilization of technicsl/
 
financial inputs into the agricultural, educational and industrial sec
tors of Bolivia. Thus, health interventions complement those in the
 
agricultural and education sectors by making the USAID's and interna
tional donors' development assistance efforts more effective. More
 
specifically, the full utilization of new lands will require the solu
tion of health impediments; and the achievement of a better educated
 
rural youth will require ,lention to their nutritional and health
 
ststus to encourage atter21nce and alertness. Furthermore, the conti
nued budget constraintc facing the GOB's development efforts would be
 
alleviated if the inevitable, increasing demand for the health services
 
can 	be met, at least in part, by more efficient, less costly delivery
 
systems.
 

c. 	Humanitarian concern
 

Good health is an integral pert of man's well being in the
 
physical, mental, psychological senses. It is a goal which is sought
 
by all nations and cultures. Involvement in support of the GOB's pro
grams to improve the health status of Bolivia's people would be the
 
clearest, most direct expression of the concern the U.S. people have
 
for the Bolivian people's well being. It would be in conformity with:
 
the Congressional mandate that AID programs reach the poor with effective
 
programs geared to their human problems.
 

2. Key development problems to be addressed by USAID
 

The overall sector goal of the USAID is to improve the stand
ard of health of low income groups in rural Bolivia, particulary the young
 
This Health Sector Assessment has identified several key development
 
problems related to achieving this goel.. They are need for:
 



8. Improvec manegement and comprehensive health olanning--to 
implement a comprenensive, integrted and coorainated health sector 
policy, with appropriate emphasis on the rural areas.
 

b. Personnel development--to train a broad spectrum of present
ly unavaiLable public heaith ond related personnel including cadres of 
outreach workers, midlevel health p'-ofessionols plus supporting staff 
such as paramedics, and mainteaance workers. 

c. Reorqanizing the public heolt~h technical infr-structure-
to convert sin3e obiective ..c .tninstitutions (e.g., malaria eradics
tion progrom) into multifaceted, integrated and highly coordinated 
operations. 

d. Rural health institt-or31 development--to create the 
framework for and implement a low cost, public health outreach system 
aimed st rural areas. 

e. Sanitsry facilities imcrovement--to expand substantially
 
the availability of potabole water and sanitary waste disposal facilities.
 

f. Nutrition imsrove'nent--to prepare and implement a national 
program involvimg the efforts of the agriculture, education end health 
sectors. 

g. Expanded family C1lanning services--to adopt a demographic 
strategy to avoid the sdvrse economic and social consequences of an ac
celerated growth in pop_.:ation. 

h. Criticel disease abatement--to devote adequate resources to 
campaigns to save past investments (e.g. malaria eradication) and to 
achieve substantial savings at small cost (e.g. malabsorption of foods
 
because of enteric disease). 

Since the problems mentioned above are closely inter
related, and even though scme positive benefits could accrue from a 
single intervention (e.g. environmental sanitation) the most effective 
approach would be to establish a comprehensive health delivery system 
that will address the eight problems mentioned above. 

Admittedly Juzt providing environmental sanitation facilities 
would make a significant contribution to reducing infant and child morta
lity due to diarrheal diseases. However, the combination of communicable
 
diseases ond intes tinal parasites was the first basic cause for the 
mortality of Bolivian children five years age and younger, with a rate 
in 1968-to of 1970.1 per 100,003. Therefore, it is self-evident that 
solving the environmcntal sanitation proble'm without that of the com
municable diseases would result in a partial,and less than adequate solution. 
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Silicosis and silicotuberculosis are two occupational 
hea*lth problems of great significance in Bolivia because they involve 
the miners, who produce a large portion of the foreign exchange. 
Although, an estimated 20 percent of these miners have silicosis, the 
Mission will not invest in resolving their health problems because PAIIO 
is actively assisting C-OR reorient the activities and re-equip the 
responsible entity, or Institute of Occupational Health. Similarly, 
the majority of long te. , out of the country training, if done at oll, 
will be effected by other international donors.
 

3. Progrem focus 

It is clear that, given the magnitudes involved in mounting a
 
comprehensive health improvement program, it would not be possible to
 
seek national coverage immediately. Thus there is a need for careful
 
program focusing.
 

a. Concept of comprehensive and integratea health services 
approach
 

Our assistonce strategy for the health sector proposes to
 
concentrate on the-development of an integrated, coordinated and low-cost
 
but comprehensive rural health delivery system (CRHDS). All facets of 
the CRHDS planning would be based on a methodoloGy involving a system's
 
analyses approach. An example of the procedure is shown in Figure 10.4,
 
as a "milestone diagram". Essentiolly, the first seven steps (or boxes 
in the diagram) are related to the Health Sector Assessment itself, and 
the remaining ones would be related to the preparation and implementa
tion of the CRMDS, including the evaluation and feedback loop. 

The basic reason for this choice is that improved rural 
health depends fundamentally on achieving improvements in four inter
related health conditions--i.e., a lower incidence of communicable 
disease, reduced maternal/child morbidity and mortality, better nutri
tional levels and more potable water-- and that these elements cannot 
be achieved except as components of a low cost, comprehensive rural 
health delivery system. Such a system requires realistic epidemiological 
data, and up-to-date vital statistics and the use of outreach workers, 
malaria eradication personnel, traditional practitioners, teachers and 
agricultural extension agents. The relationship of these elements is 
shown in Figure 10.5. 

b. Geographic and inter-sectorial relationships 

In order to complement our activities in the Agricultural
 
and Education Sectors, as well as those of international donors, we should 



Figure 10.4 
-
A Milestone Diagram for the Bolivian Health Sector Assessment and Possible
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Figure 10.5 - USAID Methodology for Planning and Implementing
 
a Comprehensive Rural Health Delivery System
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plan 	to concentrate our Health Sector assistance initially in the central
 
high valleys and eastern lowlands of Bolivia. This includes the valleys 
in the Department of Cochabamba and parts of Chuquisaca, plus the lowlands 
in the Department of Santa Cruz. The target areas mentioned were select
ed because of the fact that 33 percent of the population is concentrated
 
in these Departments and that the health problems of these rural residents
 
have not been, nor will be, addressed in any substantial way by any other
 
international dcnor programs. The implementation of the comprehensive
 
health programs should materially contribute to the attainment of the
 
following multisector objectives: 

i) 	 Provide communicable disease control (CDC), maternal 
and child health services (MCHS), and improve nutri
tional education (INE)--as a first step in-improving
 
nutritional intake from the greater availability of
 
agricultural outputs--in areas with potable water/waste
 
disposal systems, and with populations ranging from 
100 to 2,000 persons. If environmental sanitation 
facilities do not exist, use the outreach mechanisms 
to create a demand but in the meanwhile start the CDC, 
MCHS aud INE to establish a health status impa.ct, which 
should be followed by that of sanitation. 

ii) 	 Increase small farmers' productivity in the central 
valley region, which is overpopulated and is one of 
the 	poorest in Bolivia.
 

iii) 	 Provide adequate services for migrants into the lowlands 
which have the capacity for absorbing them and the great
est potential of any region for rapidly increasing agri
cultural production. 

iv) 	Effect a reduction in the incidence of malaria in the
 
valleys and lowlands which is essential to the proposed
 
increase in the production of crops required to improve
 
the 	nutriticnal status of the Bolivian population; and
 

v) 	Raise the health status of Bolivian children in the 
valleys and lowlands to permit t,--ir assimilation of 
the educational opportunities o~..red them by the GOB/ 
USAID inputs into that sector. This would include pure 
health sector aspects too, essentially nutritional and 
general health education. 
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c. 	 Target groupns 

The 	majority of the rural residents in the central valleys 
and lowlands mentioned above, or "target persons", are poor health-wise,
 
as described earlier in this Chapter, as well as economically. As a
 
general rule, they have limited access to health and educational facil
ities. Subsistence level farming, based on traditional agricultural
 
techniques, is the way of life, as is the extensive utilization of family
 
labor for crop production. It is estimated that 50 percent of the
 
1,338,000 rural dwellers or campesinos live in conglomerates of 100-2,000 
people. Therefore, approximately 669,000 persons would be the primary
 
targets in the Departments of Cochabamba, Chuquisaca (five provinces) and
 
Santa Cruz. This would coincide with the rural sanitation loan coverage,

which proposes to reach 420,000 of these people with potable water and
 
waste disposal facilities. The Rural Sanitation Loan has a lover limit
 
of 100 individuals because of technical and economic constraintS that
 
would prohibit the extension of services to population clusters below
 
that level. Insofar as the comprehensive rural health delivery system
 
is concerned, it is believed feasible to reach an additional secondary
 
target of 134,000 persons for a total of 803,000 individuals (or'a

maximum of 60 percent), by the rural outreach mechanism. 

For two fundamental reasons, the Health Sector assistance 
would be directed, as a first priority, to the 400, 000 mothers and children 
who populate the above mentioned geographi --as: 

i) 	the age structure of the y ation means that almost 
half of the health problems are associated with the 
youth or younger children; and 

ii)	the importance of materially reducing infant mortality
 
as a positive stimulus to the adoption of responsible
 
parenthood.
 

Finally, concerted efforts would be directed to the rural 
sector because:
 

i) the greatest mass of population without adequate
 
health coverage is in that section;
 

ii) 	 AID's Congressional mandate is to provide services 
to 	the poor and deprived; and
 

iii) the health sector effort complements those in agri
culture, education and other international donors'.
 

d. 	Time frame and phasing
 

The 	bazic thrust of our proposed assistance to the health 
sector is the .creation of a system to deliver comprehensive public health
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services to important rural areas 'f Bolivia, while assisting the
 
Ministry of Health to improve its ability to analyze problems, set
 
policies for the sector and effectively implement programs. This will
 
be somewhat time consuming because of the innovative modifications
 
required, the dispersed nature of the rural population and the rather 
difficult terrain.
 

We should plan to begin in FY-1975 with a US$300, 000 grant
f-inanced Accelerated Program Development (APD) hereinafter called an 
Fxperimental-Development Project (EDP) whose basic objectives would be 
-he development of a methodology for the design and management of a low
 
cost, comprehensive, rural health delivery system. This would involve
 
technical assistance; in-service, on-site training; selected public

health services; plus the collection, evaluation and storage of related
 
data for management decision-making. It would be directed. at a specific

geographic area within the target areas described above insofar as the
 
provision of services and collection of data is concerned; but it also
 
would include assistance to the central MOH to begin training of central,
 
regional, and local health managers and planners. 

Although the EDP would contain within it elements of family

planning and food supplements, we should continue our current programs in
 
family planning and Title II which have a wider geographic focus and the
 
potential for building national programs somewhat faster than the achieve
ment of a similar coverage by the comprehensive rural health delivery
 
systems. The degree of support to family planning would depend on the
 
rapidity with hich other dcnors provide resources in support of the
 
programs the GOB may adot. At the moment we should anticipate the need
 
tor our continued involvement through the DAP period. The degree of
 
support to the Title II program would depend on the progress made by the
 
GOB in preparing and adopting a national nutrition program. 

Assuming that the EDP shows progress, in FY-1976 we should
 
plan to undertake a Health Resources Development (HRD) grant project to 
improve the capacity of the MOH in the formulation and implementation of 
effective and comprehensive policies for the implementation of integrated
rural health delivery services and a Rural Health Delivery Services Loan 
(=iDSL) to develop an integrated, comprehensive, low cost health service 
for the target areas described previously .andto enhance the administrative 
capability of MOH. Complementary to that package would be a Rural Commu
nity Sanitation Loan to provide potable water and waste disposal systems
 
to reduce enteric and communicable diseases in the same target areas. 

In FY-1977 we should hope that the GOB would have prepared 
a National Nutrition Program to provide the institutional framework for 
reducing malnutrition among target people and that we could support it 
with a loan. Finally, in FY-1977 technical and financial suppoxt would 
continue to be provided, if necessary, to complement other international 



donor activities to assure the full fledged operation of a national scale
family plannin program. More in-depth information on these on-going or 
projected activities is given in the following part. 

4. 	 Program units of implementation 

The following descriptions seek to give the basic components of 
each activity and how it would address one or more of the Key Development 
Problems identified in subpart D.2 above. 

a. Experimental-Development Project (ED) grant (FY-197s) 

This project, supported by USE300,000 of FY-1975 grant funds 
and two long term advisors, would have the following objectives: 

i)	to provide the GOB with an experience base for determin
ing the planning and development pre-requisites and 
systems necessary for implementing low-cost, replicable,
comprehensive rural health delivery systems in Bolivia; 

ii) 	to facilitate the training of Bolivian administrative 
and planning personnel in comprehensive health planning 
techniques; 

iii) 	 to identify related planning information requirements 
as well as data collection, processing and utilization 
systems;
 

iv) 	to obtain baseline information and indices for future
 
program development and evaluation; and 

v) 	 to provide early feedback information on the methodology 
utilized for justification and implementation of an 
expanded Departmental scope in the rural health delivery 
program. 

A major portion of the EDP funds would be used to initiate 
an 	experimental demonstration project, expected to last 15 to 18 months. 
During this period the Bolivian and contractor staff would be gaining
the 	experience and implementation feedback which would be used to refine 
the 	methodology for implementation on a department-wide basis in Cocha
bamba, Santa Cruz and Chuquisaca. 

It 	is proposed that these activities be carried out in the
 
eastern lowlands of the provinces north of Santa Cruz, with the adminis
trative center being at Montero. The reasons for this choice are multiple, 
but 	principally due to the facts that the: 
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i) area is readily accessible and has great development 
potential;
 

ii) area is the site of AID supported colonization project;
 

iii) loc-1i public works committee and an eucumenical church
 
organization wish to invest in such a health project;
 
and
 

iv) existing health infrastructure would give the experimen
tal-development project a head start unavailable else. 
where. 

The Montero area and environs include about 150.000 "target 
persons" of whom an estimated 62,000 are under 14 years of age. The 
experimental comprehensive health measures would reach approximately 60 
percent of the targets and be effected at MOH clinics. Potable water 
exists in some cases, and this coupled with improved communicable disease 
control and nutrition would provide some base-line and feedback data very 
early on the progress of the EDP.
 

Since the implementation cf a comprehensive rural health
 
system has not been attempted in Bolivia, constant evaluation will be
 
required for informed managerial decision-making on EDP itself and for
 
the expanded program. This will require a defined strategy involving 
the selection of management and planning personnel who are aware of 
program goals and objectives, with access to a continual flow of timely, 
systematic, and relevant information. This wil be accomplished by 
financing the in-service training of central* MOH personnel at the 
Montero site.
 

Concomitantly involved would be officials and personnel of 
the Seguro Social Campesino, Junta Nacional de Desarrollo Social, Comitg 
de Obras Ptiblicas de Santa Cruz. Instituto de Colonizaci6n, and United 
Church. This group would be able to participate, as members of a joint 
committee, in and contribute to the comprehensive planning and evalua

.tion of the activity which would include an in-depth analysis, including 
the determination of specific health and related indicators (mortality 
and morbidity rates, etc.) and the identification of existing resources. 
On the basis of these indicators specific program interventions, func
tional activities and organizational structures would be determined by
 
which the major local health problems could be alleviated.
 

The USAID has developed a functional approach for the above 
mentioned activities. It is shown in schematic detail in Figure 10.6. 
While these activities would have obvious immediate benefits for the area
 
itself, the primary purpose would be to establish a planning and develop
ment methodology which can serve as a model for similar efforts on a 
national scale. 
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In order to obtain a replication effect in other areas of
 
Bolivia, it will be necessary to develop an administrative and technical
 
support system at the national, regional and local levels. Therefore,
 
the EDP also would finance specific in-service training and seminars for
 
MOH personnel, with the following goals:
 

i) for key central MOH and EDP administrators, it would 
involve them for the first time in problem-solving
 
exercises based on comprehensive health planning tech
niques, and the Joint participation of national, regional, 
and local cou.nterparts in on-site planning; and 

ii) 	 for MOH heath planners, it would develop problem-solving 
capabilities by the implementation of comprehensive health 
plannifng procedures, and analytical capability by the 
identification of information requirements coupled with 
the design of data storage and retrieval systems--which 
are pre-requisites to comprehensive health planning. 

Finally, EDP would carry out epidemiological and vital
 
statistics research in %..nteroand surrounding areas that partially would
 
fill the considerable need for adequate, up-to-date, and reliable informa
tion on the health status of the Bolivian population. PAHO and UNICEF 
would be invited to participate in the project as observers and/or provide 
advisory services if they so desire. The Public Works Committee of Santa 
Cruz is expected to contribute about US$60,000 to the project. 

b. 	 Rural Healt.h Delivery Services (RHDS) grant and loan 
FY-1976 

The 	purpose of these projects would be to implement in the 
area of geographic focus the program set up under the EDP grant and to 
continue the program to irmrove the central MOH's ability to analyze and 
plan. The relationship between the EDP grant and potential Health Sector 
Grant and Loan is given in Figure 10.7. The operational concepts are 
illustrated in Figures 10.8 and 10.9. The program would be undertaken 
only after some experience had been gained from the EDP. 

(1) Delivery system component:
 

The heart of the program would be a mix of services 
composed of the Integrated School-Comunity Center (ISCC), Health Center 
Hospital (CSH), Medical Posts (PM) and Sanitary Posts (PS), and mobile 
units, with the Unidad Sanitaria being responsible for their coordination 
and supervision. (For a description of the Unidad Sanitaria and its 
place in the MOH system see Chapter V). This would require the prepara
tion or retraining and deployment of a cadre of rural outreach workers 
composed of: malaria eradication personnel, health promotors, practical 
mid-wives, and the traditional practitioners. Supporting elements would
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Figure 10.7 - Schematic outline of Mission's Rationale and Strategy 
for Health Sector Interventions 
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Figure 10.8 - The Relationship Between USAID Iziputs to the GOB Health 
Hierarchical Structure and Expected Health Outputs 
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Figure 10.9 - GOB Inputs Required for a Comprehensive and Integrated Rural Health Dlivery System 
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include 'commodities (such as a health *kit, simple audio-visual materials,
and limited transportation facilities, i.e., bicycle or motorcycle), and 
a financial input for training, deployment (per diem and travel costs 
with salaries supplies by the GOB) and supervision (namely, per diem and 
transportation). 

The operational unit and chain of command is shown
 
in Figure 10.8. It comprises the central level, regional health units,

medical and sanitary posts--with the latter three components 1i±n:ed by
 
a mobile unit. The latter, in addition to providing serices in commu
nicable disease control, maternal and child health (family planning,

nutrition and health education), would also serve as a transportation

unit for supervision and evaluation--elements which are virtually non
existent at present.
 

The 	 system would address its efforts to the 803,000
target persons (60 percent) who live in the Departments of Cochabamba,
 
Santa Cruz and Chuquisaca (five Provinces) or 18.9 percent of the rural
 
population of Bolivia. It would focus on the youth component by bring
ing some public health services, such as communicable disease control,
 
to approximately 334,000 children under 14 years of age, which represents
 
41.6 percent by this target group. 

(2) Key development problems to be addressed: 

(a) 	 Improved management and comprehensive health 
planning 

The experience gained by the MIH's national, regional

and.local managerial, as well as planning staffs, would be in the context
 
of systems management. S;ecifically, this means a broad range of func
tions, the major components of which are MOH enti:ties' coordinated and
 
other health institutions' integrated planning and budgeting activities,
 
This would be followed by joint institutional participation, as. a com
mittee, in the organizational, operational and evaluation phases to 
permit wide geographic implementation in an efficient manner. These
 
experiences would be reinforced by the grant and loan activities of 
this projezt.
 

(b) 	 Personnel and rural health institutional 
development 

An 	 extension of and complementary action to the devel
opment of the managerial/planning staffs mentioned would be the creation 
of a rural health outreach mechanism. Health outreach workers (essentially 
females) would be selected and trained and malaria eradication tecl.nicians 
would be retrained in health delivery services. These two elements would 
form the basic outreach team, but community development promoters, rurml 
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extension agents, and traditional practitioners would be added whenever 
and wherever feasable. This team, operating out of the Unidad Sanitaria 
would provide health, nutritional and family planning education, plus 
some services (such as vaccinations) to the population, in coordination 
with the Postas Mdicas and Sanitarias. 

(c) 	 Reorganization of technical infrastructure 

The basic thrust would be the conversion of the
 
Malaria Eradication program into a broader operation to include the
 
control of other communicable disease (plague and perhaps Chagas'
 
disease), the implementation of mini-vaccination campaigns, and the
 
dissemination of health, nutritional and family planning information. 

(d) 	 Sanitary facilities improvement 

The health outreach mechanism would stimulate local 
activities in simple environmental sanitation measures, in the areas not 
served by existing facilities. Elsewhere, it would provide the health 
education component to the rural sanitation systems. 

(e) Nutrition improvement
 

In conjunction with agricultural and educational 
loan outputs health sector activities would be oriented to the reduction
 
of protein and calorie malnourishment. An example would be support for 
school gardens and small animal production (rabbits, guinea pigs, etc.) 
to facilitate protein and calorie intake. 

The disseminati6n of nutrition education would be
 
expanded by the outreach mechanism and educational sector efforts.
 

(f) 	 Expanded family planning services, and better 
maternal and child health 

The dissemination of iformation and provision of 
contraceptive services throughtout the hierarchical structure of the MOH 
(Unidades Sanitarias, Postas M~dicas and Sanitarias) supported by the 
mobile units which would perform similar functions would contribute 
materially to an expansion of family planning activities to the rural 
areas.
 

Improved maternal and child health would include 
well-baby clinics, postpartum control and referral services from the 
outreach workers mechanism.
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(g) Critical disease abatement 

Expanded malaria eradication efforts, and the controlof infectious diseases (e.g., mini-vaccination campaigns for measles, ortreatment of tuberculosis) would receive priority attention. 

(3) AID inputs: 

(a) The grant of about US$1.77-illion would finance
the provision of technical assistance in FYs 1976 to 1979." 

(b) The loan of approximately US$5.0-million wouldfinance technical assistance, the renovation of construction of healthfacilities, the provision of supporting commodities and supplies (drugs,

vaccines, laboratory/medical equipment, and mobile an
units, important
component). 

I" 

It is expected that these inputs will permit the MOH
to convert its planning and management operation from the purely central

level to the regional. This can be more readily and quickly 
attained
by focussing on the central highland and lowland Departments which have

the highest population density for the technical impact but are progres
sive oriented (as in the case for Cochabamba, Santa Crum and parts of
 
Chuquisaca) for 'he managerial impact.
 

Finally, the advisorr services, training of personneland some commodity support to be provided by PAHO and/or UNICEF wouldmaterially complement the USAID efforts in the geographical regions mention
ed.
 

c. Rural Sanitation loan - FY-1976 

One of the essential components of a comprehensive publichealta delivery system is environmental sanitation because the potential
beneficial effects of reduced comunicable diseases, improved maternal

and chi.d 
health and better nutrition could be neutralized or undone by

poor environmental sanitation.
 

Consequently, our proposed strategy includes a loan ofabout US$6-million which is expected to reach rural communities of 2,000inhabitants or less. The target group consists of somewhat more than700,000 individuals or 50 percent of the population at risk, in the
Department of Cochabamba and the more populated parts of the Departmentof Santa Cruz, and the northern provinces of the Department of Chuquisaca. The areas of implementation coincide with agricultural, education,
and health sector major efforts. The coverate would be limited to 
centers of population with no than 100 toless persons obtain a favorable 
density impact. 
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Ideally the Rural Sanitation and Health Delivery Services
 
loans Chould be implemented in the same areas, but there will be cases
 
where the mobile unit or outreach system can reach groups too isolated
 
for the cost efficient provision of potable water services. Probably
 
40 percent of the population will not be reached by either health
 
services or environmental sanitation; and, of the remaining 60 percent, 
there will be an overlap of both facets in 50 percent of the cases.
 

The MOH would be the executing agency for the loan with the
 
National Community Development Service (NCDS) as a participating institu
tion. The operating arm of the MOH would be the Division of Environmental
 
Sanitation (Divisi6n de Sanidad Ambiental, DSA) which has had appreciable
 
experience in designing, and installing small scale water systems in 
Bolivia. These activities will be complemented by health education 
measures included in the program. PAHO will provide advisory services 
in environmental sanitation (water supplies) and UNICEF will finance 
some training and ccmmodities including a water analysis laboratory.
 
The Canadian government is expected to donate US$1-million for water
 
supplies for 64 communities, with 87,741 inhabitants and UNICEF will 
monitor this operation.
 

d. National nutrition program - FY-1977 

Another important component of the USAID design for an 
effective health delivery system is nutrition. The CRHDS program has 
taken this into consideration, but in rather limited ways--i.e., the 
dissemination of nutrition education and possibly the sponsoring of 
local school gardens. 

However, this is not intended to be nor is it a substitute
 
for the formulation of a national nutrition program involving the coor
dinated efforts of the agriculture, education and health sectors. Such
 
an effort would require a more complete study to provide substantial
 
data for the appropriate design of the program. Thus, the latter cannot
 
be defined fully at this time. However, the major element probably would 
be an investment in nutritional institutional development. This would
 
require a loan possibly in the order of magnitude of US$3 to US$4-million 
to design and develop an Institute of Nutrition. The objective would be 
to establish a GOB institutional capability for the clinical and nutrition
al assessment of the maternal, infant and child component of the popula
tion and for the implementation of remedial measures. An example of the 
latter would be to promote the regional development of flour enrichment 
by the addition of soya or quinua--which have high protein contents.
 

In 1973, UNICEF sponsored research to help GOB define a
 
national nutritional policy; but, excepting for the publication of the
 
study, no additional action appears to have been taken.
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e. Title II - 1975-1977 

Food for Peace (FFP) has been active in Bolivia for 20
 
years. Catholic Relief Services, with its counterpart Caritas, has 
distributed approximately 177,027,000 pounds valued at US$21, 327,000. 
Of this quantity, 53, 445,897 (worth US$8, 512,000) were distributed 
during the half decade, 1969-73. The recipient categories were, in 
order of numerical importance: rural school feeding--breakfasts, which 
have been in a phase-down status since FY-1971 with terminaticn planned 
for FY-1975 and lunches which have reached increasing levels, since 
FY-1971--national child health care, and two relatively small components, 
namely Food for Work and Other Child Feeding.
 

In the beginning, the FFP operation was strictly of a 
humanitarian nature as a supplementary feeding device. However, about 
four years ago, the nutritional education aspect attained importance 
and was incorporated into the program. The mechanism was the creation 
of Mothers' Clubs, wherein the Title Il commodities which were provided 
served as the essential ingredient or cement that held the groups togeth
er. This facilitated the dissemination of health and nutritional eduda
tion to rural women, in conjunction with the provision of rather limited 
public health services. However, the potential of the mechanism has not 
been fully recognized nor adequatly utilized. It is intended in the 
CRHDS to capitalize on the'potential of the Mothers' Clubs by augmenting 
the number of existig units and tieing them, insofar as possible, to 
the projected Integrated School-Community Center units. This would
 
create a more cohesive entity which could serve as a base for the rural 
outreach system and receive and transmit technical inputs from the 
agricultural, educational and health sectors--e.g., agricultural exten
sidn agents for home economics type of advisory services; rural teachers 
for hygiene and limited helth education; plus the outreach workers for 
malaria eradication, community development and responsible parenthood 
information.
 

At this point in time, the vagarities of commodity prices 
and degree of availability do not permit prognostication on the scope 
of Title II inputs for the future. However, we do believe that the size 
and duration of the program should be tied closely to the development 
and implementation by the GOB of a national nutrition improvement program. 
We believe such a program is feasible and that there is a good chance of 
its adoption. Therefore, we are projecting that the value of the commod
ities required for this program to be about US$5.5-million for the next 
three fiscal years. 

f. Family planning programs - FYs 1975-1977 

Since 1968, the Mission has provided approximately US$1. 4 

million to promote institutional development in family planning. The 
basic objectives of the program have been to:. 
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i)make the GOB decision-makers aware of the negative
 
impact of accelerated population growth on the 
socio-economic development of Bolivia; and 

ii) promote the development of a Maternal and Child 
Health Department in the MOH to be a base for 
family planning services--in the anticipation the
 
GOB would eventually become involved. 

The mechanisms used in this program have been the National
 
Family Center (Centro Naciona. de Familia or CENAFA); the MOH's Maternal
 
and Child Health Department (MCH), and the Preventive Medicine Departments
 
at three major Bolivian universities.
 

CENAFA's basic responsibilities were and are, to carry out 

research on Bolivian demographic and family planning questions for dis

semination to GOB decision-makers and the population at large. It also 

has become the coordination agency for all family planning international 
assistance offered to the GOB.
 

The MCH Department was created in 1971. It became operational 
in a very limited way in 1974, and has been given financial assistance for 
starting five family planning clinics in urban areas and for the support of 
maternal and child health clinics in which fnily planning services eventu
ally should be made available. 

The University Preveive Mdicine De-p-rtments attained 

our objectives by nwodifying their curriculae to include demographic/ 
family planning subjects in order to prepare young physicians who were 
community-medicine oriented to serve in the future in GOB and/or private.
 

family planning clinics. 

PAHO and UNFPA have been involved in the planning of future 
UNFPA participation in Bolivia's family planning operations. Two short-. 
term PAHO advisors recently helped the GOB prepare a proposal for a project 
which would begin in 1976. It would include: financial assistance for 
in-service training for para-medical personnel and volunteer workers; pro
vision of contraceptive materials and audio-visual, statistical, and 
office equipment; and technical assistance from the UNFPA. However, it 
is not yet clear whether that project will be accepted by the UNA. 

International Planned Parenthood Federation (IPPF) and the 
Pathfinder Fund jointly have assisted PROFAM, (a private Bolivian family 
planning institution), to establish two demonstration family planning 
clinics in La Paz. No information is available presently as to the 
coverage, but it is conservatively estimated to be less than 1, 500 fertile 
females. 
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Given the efforts described in earlier chapters, we
 
believe the stage is now set for a substantial increase in the provi
sion of family planning clinical services. The basis strategy of our
 
activities in favor of family plarning from their inception has been
 
to assist the GOB to develop a solid base for family planning services
 
within a Maternal and Child Health context. We believe that strategy
 
.is still valid. Thus, we shall continue through FY-1975 our limited
 
financial support for five MOE Maternal and Child Health Clinics which
 
provide family planning services in order to assure the continuity of
 
the operation until the proposed UNFPA program can be initiated. We
 
shall provide addition funding if that program does not go forward.
 
We shall prepare with t-he GOB a more detailed strategy paper for family
 
planning once the position of the UNFPA in future activities in Bolivia
 
is clarified.
 

5. Role of women
 

The Foreign Assistance Act of 1973 calls for action which will
 
stimulate the integration of women into national economics. It specifi
cally states that "thc right to exercise control over one's fertility-
whether and when to have a child-- is essential to improve the status of
 
women and to enable them to participate equally in the social, economic
 
and political life of their family, community and nation. Family plan
ning information, education and services should be available to women to
 
allow them to exercise this right." The 1W{ component of the CRHDS will
 
meet the above requirement by providing information and services to
 
the rural population, at the regional health units, medical and sanitary
 
posts. The Family Planning Program will reinforce those efforts. 

Since one of the outreach mechanismr will be the projected
Integrated School-Community Center entity, with a Mothers' Club component,
this will provide a med±um for continuing the promotion of female par
ticipation in health related activities. In addition, it is anticipated 
that most of the rur.l health outreach workers will be women. Then too,
the program will promote the development of female physicians, and 
family planning/health educators for incorporation in the rural health 
service by offering participant training, both short-term and long-term 
to selected candidates from among the GOB health employees. It will
 
also encourage MOH to hire promising female medical and health studies
 
students for incorporation into the normal and outreach structure-- with 
the future goal of training these persons. 



475
 

6. Financial plans and resources 

The USAID and GOB inancial inputs are expected to be as 
follows: 

(Us$ 000)_ 

FY-1975 
USAID GOB 

FY-l976 
USAID GOB 

FY-197 
USAID GOB 

TOTAL 
USAID GOB 

Loans: 

(1) Rural Health Delivery 
- 5,000 2,600 - - 5,000 2,600Services 

(2)Rural Community
 
- 6,oo0 1,200 - - 6,003 1,200Sanitation 

(3) National Nutrtion 
- - 3,0 800 3,000 800 -Program 

Sub-total - 11,000 3,800 3,000 800 14,00 4,600 

Grants: 

(1) Exnerimental Development 
- 306 120
Project 150 60 150 60 

550 1,000(2) Family Planning 	 250 200 150 300 150 500 

(3)Health Resources
 
100 760 200 1,080 300Develonment 	 - - 320 

50 200 -(4) 	 Technical Support 100 5 - 

500 260 670 460 960 700 2,130 1,42oSub-total 

PL 480 Title II (FF)
 

(1)Maternal and Child Health 
and Other 1,020 230 1,420 260 1,470 2 3,910 780 

1,520 490 13,090 4,520 5,430 1,790 20,040 6,800Total all projects 

in the year theThe above table represents the 	full amount of each loan project 
The grant and PL 480 projects 	show t.ta1disbursements aqe scheduled to begin. 

obligations expected in the years indicated. 



7. Commitments to be sought from the GOB
 

a. 	Managerial
 

In support of the effective utilization of programs in the
 
health sector, the GOB should take appropriate corrective measures to
 
reduce and/or eliminate insofar as possible certain managerial and tech
nical constraints. Consequently, we shall seek commitments from the
 
Ministry of Health to use a "systems analyses" approach to health plan
ning and concomitantly to:
 

(1)achieve an agreed upon division of labor among all
 
GOB entities active in the sector;
 

(2)streamline its budgetary documentation by developing 
a design that will provide the data required for 
informed policy decision making; 

(3)recruit its administrative and technical personnel
 
b a merit system technique;
 

(4)greatly strengthen and broaden in scope its supervi
sory and evaluation processes;
 

(5) 	 develop a health manpower policy with emphasis on the 
requirements for implementing a low-cost, rural health 
delivery system, including: 

(a)the promulgation of the required legislation or
 
decrees to permit the incorporation of traditional
 
practitioners and outreach workers into the system;
 

(b)the establishment of a manpower planning unit for
 
the sector in the Planning Office of the MOH;
 

(c)the development of health resources' inventories
 
for personnel; and
 

(d)the incorporation of rural health outreach workers
 
into the health delivery system.
 

(6)reduce the under-utilization and duplication of health
 
facilities by:
 

(a)the establishment of a sector-wide facilities plan
ning unit in the Planning Office of the MOH;
 



(b) 	 the development of health resources' inventories 
for facilities and equipment; and 

(c) 	 the application of strategic standardization 
techniques including climate, cultural and 
infrastructure analyses. 

(7) give high priority to the development of a health
 
information system, with emphasis on:
 

(a) 	 the definition and integration of vital statistics 
requirements; 

(b) 	 the prompt reporting and processing of epidemiolo
gical data, with priority attention to diseases
 
with a potentially severe socio-economic impact; 
and
 

(c) the centralization of all health and vital statistics
 
within the sector.
 

b. 	 Budget 

To complement the removal of 	the managerial constraints 
the GOB take remedial measuresmentioned above, it will be important that 

to reduce and/or eliminate to the greatest extent possible certain budget
ary constraints. Therefore, we shall seek commitments from the GOB to: 

(1) 	 increase the MOH budget'by 17 percent of the 1974 
level by 1980; 

(2) 	 give emphasis to the health requirements of the rural 
areas;
 

(3) 	 establish balance between expenditures for preventive 
and curative measures which reflects the program 
strategy adopted; and 

(4) 	 take into consideration the need for better remuneration 
for trained personnel. 

c. 	 Technical program emphasis 

To assure an efficient operation of the programs proposed 
we shall seek commitmenta from the MUH to employ certain technical 
innovations and concomitantly to: 
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(1) 	 develop and expand epidemiological surveillance 
systems; 

(2) 	 convert its malaria eradication organization from 
a single-facet orientation to a multi-facet ccmu
nicable disease control unit; 

(3) 	 effect an integration of co=municable disease, 
maternal and child health, nutrition and environ
mental sanitation programs; and 

(4) 	 expand the dissemination of nutritional education 
through the lowest levels of rural health delivery 
infrastructure. 

8. Fiscal implications of proposed programs 

The total GOB counterpart to the proposed programs (including 
grant program) during the years CY1975-CY1979 amounts to about 
USt 6.8-million. Of that amount we should estimate that approximately 
US$3.75-million would be additional to the level of the 1977 budget, 
and would be required over the six year period CY1975 through CY1980. 
The bulk of the counterpart would be needed in CY1977 through CY1979. 

The following table projects the increase in the Treasury 
budget in real terms from a 1973 base. The Ministry of Health's 
budget is projected to maintain the same percentage of the total as in 
1974. The increased budgetary requirements associated with the propos
ed sector program would be roughly 38 percent of the cumulative 
incremental increases in the years 1975 through 1979. In no year would 
the increase in budget support required for the program exceed five 
percent of the Ministry's budget. 

The 	projection of the Treasury revenues through 1979 assumes 
the 	following factors:
 

(1) 	 volume of petroleum products and exports will triple by 
1978 to 150,000 bairrels per day for petroleum, and con
tinue to grow thereafter at an average annual rate of 
20 percent; 

(2) 	 production and export of minerals will maintain an 
average annual increase of ten percent; 

(3) 	 price of petroleum will be US$13 per barrel, gas about 
US$0.70 per cubic feet and mineral prices will be about 
ten percent lower than 1974 levels; and 
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(4) present tax structure or rates will not be modified but 
rather, there will be continued improvement in tax adminis
tration. 

The projection of GOB expenditures is made, in real terms at 

an average annual rate of 15.1 percent, reflecting increases in: 

(1) salaries of ten percent (also in real terms); 

(2) external public debt amortization of two percent; and 

(3) current 	account items of Six percent. 

Assumptions 	governing expenditures are somewhat problematical with 
deficits implied in 1977-78 which may be unreasonable.substantial 

However, it is not unreasonable to expect that the GOB would meet 
its investment and development goals through tax measures by 1977. 

GOB Treasury and MOHa 

(MillionS-of constant 1973 pesos) 

Project Percentage 

Year Revenues Expenditure MOH Requirementsb of Total 

1973 2'425 2,822 220 - 8 
1974 3,625 3,600 334. - 9 
1975 3,700 4,032 351 - 9 
1976 3,980 4,556 410 - 9 
1977 4,438 5,148 463 20.0 9 
1978 5,116 5,817 524 25.0 9 
1979 5,700 6,loo 549 30.0 9 

a 	 This estimate is made on basis Treasury Resources only. The
 
MOH budget as derived from this data is distinct from Table
 
6.3, Chapter VI which excludes decentralized agency budgets
 
which are governed by the MOH.
 

b 	 Estimate of GOB (Treasury) Budget allocations to carry out 
programs in Rural Sanitation and Health Services Delivery 
projects not included in 1974 MOH allocations. Excluding grant 
related expenditures by GOB which will be extremely small. 

Source: 	 USAID/Bolivia, Economic Office, based on unpublished data 
of the National Treasury, 1974. 
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The Uc$6.8-million GOB contribution represents o'nly the
 
aounts to be provided through the GOB budget process and does not
 
include commxnity nrr in-kind contributions. Of the total GOB con
tributicn, a.ppzz_-ately US$3.75 (in 1974 dollars) is to be provided
 
as new budget appropriations in support of USAID projects. The
 
remaining S$3-milion will be covered by current budget appropria
tions (adjusted for iLnflaticn). 

Of the US$3.75-rn4I4on to be provided as new budget support 
of the health projects aPprzximatey US$1-mllion will be provided 
for the costs of meeting the GOB's commitments during the period
 
CI975-CY17T9 (as distinct from direct project support). We estimate 
that the continu_4ng cost of the commitments after the disbursement 
period will be US$0.5-million additional per year. That would be an 
increase in the MOH budget of am-roi-mately two percent over the 
budget for 1970. The increase for the MOH budget to the level shown 
as achieved in CY1979 would be made a commitment in itself. 

Should the assumptions lying behind our overall revenue 
figures prove to Ie optimistic or should the GOB not take the fiscal 
measures necessary to maintain the level of expenditure anticipated, 
the GOB might have to increase the relative share of the budget going 
to the heal.th sector in order to carry cut the proposed programs.
However given the relative small amounts involved, any such shift 

by reason of the proposed programs irould be under one percent. In 
vi4w of the foregving we believe that it is well within the fiscal 
capacity of the GOB to provide proper support to the programs proposed. 
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