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INTRODUCTION

1. It is with particular satisfaction that 1 am presenting the Proposed Program
Budget of the Pan American Health Organization, Regional Office of the World
Health Organization for the period 1996-1997. The health situation of the Region
of the Americas, its challenges, and opportunities have served as the foundation
for the preparation of this document. The point of departure must be an
understanding of the political, economic, and social conditions that, directly or
indirectly, affect the health and living conditions of the population. Below, 1
will briefly outline the regional situation, the specific health conditions, and
PAHO's response supported by the budget under consideration, and I will describe
the complementary measures that are being carried out to fulfill the purposes
established in this program budget.

CHALLENGES AND OPPORTUNITIES

The Regional Situation

2. The consolidation of democracy is a fact. It has been expressed in the signing
of peace accords between national factions in conflict for decades, changes in
administration in several countries without major incident, the forging of new
types of relationships between nations, and a new international environment of
harmony and cooperation that fosters understanding and consensus-building for
unified global efforts.

3. In this general political environment, the Summit of the Americas, held in
Miami in late 1994, is significant. At this Summit, the Leaders of the Hemisphere
assumed a commitment to eradicate poverty and discrimination and to work in the
social sphere, singling out health as a particular concern.

4. In the Plan of Action approved by the heads of State during the Summit,
specific responsibilities are assigned to the Secretariat of PAHO, such as the
monitoring of the health reform process, participation in the execution of some
projects aimed at preventing environmental pollution, and the preparation and
implementation of a regional program on AIDS. In addition, the First Ladies
emphasized the need to focus on activities that benefit children, such as the
efforts under way to eliminate measles and reduce maternal mortality. These tasks
entrusted to the Pan American Sanitary Bureau represent considerable challenges
but at the same time are inestimable opportunities for meeting the challenges of
today.

5. According to the reports of the international financing agencies, the general
trend in economics is toward continued moderate growth, sustained inflation
control, and a large and growing deficit in the balance of trade, in the context
of continued structural adjustment measures whose application has been less rapid
than proposed in the stabilization plans. ALI this has meant that savings for
investment in the social sector, the product of good economic performance as a

result of the adjustment measures, have not become a reality. This is very
fragile territory.

6. The marked interest in the social sector on the part of the governments and
international organizations has been expressed in several declarations, such as
the one issued by the World Summit for social Development, held in Copenhagen in
March 1995. Nevertheless, we have witnessed very little progress in the social
situation of the Region's population--a situation that is reflected in its health
and in the unjust differences in the distribution of the benefits of development.

7. Thus, in most countries in Latin America, the percentage of households living
in poverty is still higher than it was in the late 1970s. Moreover, the gap
between the rich and the poor continues to grow, not only between countries but
between population groups and regions within countries. According to ECLAC's
report "Social Panorama on Latin America" for 1994, while the general indexes of
poverty, critical poverty, and unemployment have been reduced, there is a lag
between the growth of remuneration for less-skilled wage earners and that of those
more qualified. Furthermore, there have been no significant changes in the
distribution of income, and progress in addressing poverty can be explained more
by the growth of household income.

8. Similarly, several countries are still experiencing outbreaks of insurgent
activity and social tensions. The ensuing violence produces death, disease, and
disability and makes it necessary to rethink the concepts of security and
stability as intimately linked with human development and the strategic value of
health.

9. This is the panorama that sets the stage for the deterioration of health in
nearly all the countries, especially in rural and marginal urban areas and certain
specific population groups, such as indigenous populations. It also explains the
unjust differences in living conditions and the existence of inequities stemming
from economic or social marginalization, also observed in many of the health
status indicators.

10. Although there are considerable variations among and within the countries,
life expectancy at birth has risen in the Region to 70.3 years, and the infant
mortality rate is estimated at 47 per 1,000 Live births. The reduction in the
total and specific mortality of the youngest groups has led to a relative increase
in the size of the economically active population; this, in turn, has decreased
the rates of dependency. As fertility has declined, so has the Region's total
demographic growth rate, and in its place a moderate growth rate has been
established.

11. Increased vaccination coverage among children under five has been one of the
greatest successes achieved in the Americas in recent years. The transmission of
the wild polio virus has been interrupted in the Region, and there has been a
marked reduction in the frequency of measles, diphtheria, and whooping cough.
Neonatal tetanus has declined markedly, and cases continue to occur only in a
small number of areas in 16 Latin American nations.

1
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12. Despite this fact, in most of the countries the reducible gaps in mortality
have not declined at all or have even increased. According to estimates published
in the 1994 edition of Health Conditions in the Americas, every year, 1.5 million
deaths in people under 65 years of age could be prevented. In the poorer countries
with lower levels of social development, more than 7OX of the preventable deaths
occur in children under 15.

13. The health situation reveals two key phenomena. First, it is clear that
success has been achieved in reducing mortality and increasing life expectancy,
and there has been a general reduction in the burden imposed by the traditional
communicable diseases. However new diseases Like AIDS are emerging, and others,
like tuberculosis, are reappearing. Second, every day, all the countries must
confront the ever-growing burden of chronic noncommunicable diseases and other
disorders related to behaviors harmful to health. Violence is an outstanding
example in this category.

14. Contrary to what we would expect in response to these circumstances, the
health care infrastructure in the Region has not been expanded, and there is
evidence that it has deteriorated as a result of the cutbacks in public
expenditure on health.

15. We are making little progress in ensuring that the health sector is viewed
holistically, that the activities of the different subsectors are coordinated and
complementary, not only in terms of caring for people but also environmental
protection. Efforts should be made to ensure that the activities in the areas of
health promotion, disease prevention, and treatment are interconnected.

16. Total spending on health in the Region is calculated at 5.7X of the gross
domestic product (GDP), or USS 122 per person a year. In the Lower-income
countries, per capita health expenditure is one-sixth that of the higher-income
countries. In Latin America and the Caribbean, the direct spending on family
health was higher than the expenditure corresponding to the public sector. The
data reveal en unequa: distriiution of this expenditure among the verionus income
groups in the countries--another sign of the inequities that exist in the Region.

PAHO'S RESPONSE

The Strategic and Programmatic Orientations

17. Based on the overall situation and the health situation in the Region, the
Organization has concluded that its foremost challenge is to eliminate the
inequities in access to health services and health service coverage and to target
the health conditions that stem from social differences, never losing sight of the
need to deal with certain diseases that still represent a serious public health
problem.

18. To respond to the challenge that I have just described and contribute to the
achievement of the goal of Health for ALL, the XXIV Pan American Sanitary
Conference, meeting in September 1994, approved the Strategic and Programmatic
Orientations (SPOs) for the Pan American Heealth Organization for the quadrennium
1995-1998.

19. The strategic orientations to be followed are five in number: health in human
development; health systems and services development; health promotion and

protection; environment development and protection; and disease prevention and
control.

20. In health in human development, the crucial function of health as both an
indicator and an objective of human development is emphasized. The reform of the
health sector and the role of the State in this reform are, together, the aspects
of key interest.

21. Through heaith systems and services development we will attempt to eliminate
the inequities in access and coverage that are part of the causes of the most
pressing health problems. The operational aspects that will be taken into account
are decentralization and the establishment of Local health systems.

22. Heaith promotion and protection addresses the need to target Lifestyles and
behaviors that generate a wide range of diseases. Methodologies will be developed
to put the foundations and basic concepts of health promotion into operation.
Three technical areas will be emphasized: human nutrition; the family and
reproductive health; and mental health and individual and community behaviors.

23. Through environmentdevelopmentand protection the Organization intends to meet
the global and regional commitments stipulated in the United Nations Conference
on Environment and Development (UNCED) to preserve, protect, and restore the
environment, emphasizing the link between the environment and well-being.

24. In disease prevention and control, the traditional communicable diseases will be
eddressed, as well es new problems and diseases that are making a reappearance.
The major noncomnunicable diseases will also be included under this effort.

25. The SPOs stipulate in detail the programmatic orientations that should be
followed in each of the strategic orientations cited. Each orientation covers the
principal areas in which the Organization as a whole--that is, the Pan American
Sanitary Bureau and the countries--is going to work and, in addition, spells out
the Lines of action that the Bureau will pursue to direct its technical
cooperation toward the Member States. The technical cooperation that the Bureau
can provide will make it possible to address matters of concern to the entire
Region, as well as some concrete problems of interest only to certain countries.

The Restructuring of the Secretariat of the Organization

26. The structure of the Pan American Sanitary Bureau has been modified to adapt
the functions of the Secretariat of the Organization to the new conditions and
demands generated by the SPOs. An advisory Cabinet for the Directorship of the
Bureau and a Program Committee have been created to help better coordinate
activities between Headquarters and the Representative Offices in the countries.
In addition, five Technical Divisions have been established that coincide with the
Strategic Orientations of the SPOs, as well as a Special Program on Vaccines and
Immunization, a program to ensure the development of health information systems
in the countries, and a support unit for the information needs of the Bureau.

2
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Renewing the Vision

27. ALthough the principles inherent in the goal of Health for ALI are still
valid, we need to recapture the spirit of Alma Ata and give a new impetus to the
overall health policy. We must renew the goal of HeaLth for ALL, a process that
demands serious reflection on the importance of the values inherent in health, the
challenges for the 21st century, and the real capacity of the countries of the
Region to meet them. This defining of philosophy, values, and Lines of action
constitutes the creation of a new vision of health and an exceptional opportunity
for us to explore new avenues and credibly plan ways to meet our common goal.

THE PROGRAN BUDGET AS PART OF THE RESPONSE

Recent Evolution of the Program Budget

28. One of the key foundations for effective technical cooperation is to utilize
an adequate system of programming. Hence, the Bureau is improving the American
Region Planning, Programming, Monitoring, and Evaluation System (AMPES) in order
to address responsibly and transparently the national and regional priorities for
technical cooperation.

29. In this regard, AMPES has already been modified to incorporate both the work
areas established in the SPOs and the Lines of action representing the Bureau's
commitment to achieve the goals for the quadrennium.

30. The methodology of the Logical Approach to Project Management in PAHO was used
in the preparation of the biennial projects. Each project includes a Purpose that
reflects the expectations about what will be modified in the countries and the
Region, as well as Expected Results that reflect the product of technical
cooperation and establish the level of responsibility assumed by the Bureau.
Indicators that will make it possible to provide follow-up and evaluation of the
technical cooperation are included for both the Purpose and the Expected Results.

31. This proposal is the product of a strategic planning process conducted jointly
with the countries to leay the foundations for monitoring and evaluating the work
of the Bureau and the Organization.

32. On adopting this new methodology in AMPES, the Bureau will be able to report
to its Governing Bodies on the achievement of the objectives set forth in the
SPOs, through the achievement of the Expected Results and Purposes of the biennial
projects.

33. In the identification of the annual activities, the content of the Bureau's
technical cooperation is organized under five main functional approaches that
include mobilization of resources; dissemination of information; training;
promotion of research; and assistance in the formulation of plans, policies, and
standards. Moreover, the Organization as a wihole will intensify its efforts to
take advantage of the enormous potential for technical cooperation among the
countries.

Priorities end Structure of the Program Budget

34. The priority of the Program Budget for the next biennium is centered on
technical cooperation to the countries. For this reason, the allotment for
activities carried out directly by the Representative Offices was increased from
38.3% in the current biennium to 40.0% for the bienniun 1996-1997. The total

resources allocated for direct technical cooperation activities to the countries
were increased fromn 82.7X to 83.1% of PAHO's total regular funds.

35. The Program Budget structure follows the structure of the new Classified List
of PAHO Programs. This new list has been prepared in order to incorporate the
guidelines of the WHO Ninth General Programme of Work and the SPOs for 1995-1998.
Thus, its seven sections include five corresponding to the five strategic
orientations established in the SPOs.

Conclusion

36. ¡ believe that this program budget of the Pan American Health Organization for
1996-1997 is an instrument for carrying out those activities that will give the
best chance of cooperating with Member States to make effective the strategic and
programmatic orientations approved by the Governing Bodies. It is presented in
as transparent a manner as possible, allows us to see continuity within its parts
and has the clear intention of focusing priority attention on the needs of the
countries. In spite of the difficulties that confront our countries and our
people, I am confident that together we can make even more progress and realize
some part of those timeless principles that underlie the goal of "HeaLth for All".
I Look forward to your support.

George A. O. Alleyne
Director

INTRODUCTION 3
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ANALYSIS AND STRUCTURE OF THE PROGRAM BUDGET

37. The original provisional draft of the 1996-1997 PAHO/UHO Regular combined
program budget was previously projected in Official Document No. 254 of May 1993.
The projected increase at that time was estimated to be 9.5% over the 1994-1995
budget. The current proposal for 1996-1997 is for an increase of 6.9% (an annual
increase of 3.4X), but it reflects a reduction of $6,230,000 from the original
provisional draft.

38. The WHO Regular portion of the 1996-1997 proposal, amounting to $87,016,000
and reflecting an increase of 9.0X (an annual increase of 4.4%), is subject to the
final approval of the World Health Assembly.

39. The PAHO Regular portion of the proposal, amounting to $174,206,000 and
reflecting an increase of 5.9% (an annual increase of 2.9%), requires the
recosmendations of the Executive Committee and the final approval of the Directing
Counci t.

40. The 1996-1997 proposal was discussed by the Subcommittee on Planning and
Programming this past April 1995. At that time, the PAHO Regular portion of the
proposal reflected an increase of 6.8% and amounted to $175,697,000. While the
Subcommittee viewed the proposal as reasonable, in general, some members requested
the Director to lower the increase further, if possible. Since the meeting of the
Subcommittee, the Director has again reviewed the proposal and made reductions of
$1,491,000. The PAHO Regular budget is proposed to increase 5.9% (an annual
increase of 2.9%), which is the Lowest increase in memory.

41. It is proposed to fund the 1996-1997 PAHO Regular budget of $174,206,000 by
Member Country contributions of $162,506,000 and estimated Miscellaneous Income
of $11,700,000, which is an increase of $2,000,000 over the 1994-1995
Miscellaneous Income estimate of $9,700,000. Draft appropriation and assessment
resolutions are included on pages 7 - 10.

42. The details of the proposal, how it was estimated and distributed, are
included in the explanations of the various tebles in the following paragraphs.

43. Table A on page 11 summarizes the PAHO and WHO Regular regional budget
history since 1970. The PAHO Regular portion of the total 1996-1997 proposal is
66.7%, while the WHO Regular portion is 33.3X.

44. Table B on page 12 is divided between posts on PAHO/UHO Regular funds and
those on extrabudgetary funds, as well as the Location of the posts. On the
PAHO/WHO Regular funds, there is an overall reduction of 21 posts even though two
posts were added to Country Programs. Over the six-year period, 1992-1997, 108
posts have been eliminated on the two regular funds. The decline in posts on
extrabudgetary funds is caused by the inability to predict commitments in future
years.

45. Table C on page 13 provides an analysis of the PAHO/UHO Regular budget by
location categories and by program increases and decreases and cost increases
related to inflation and increases mandated by the United Nations. Program
increases relate to those new items in the location categories which were not

included in the 1994-1995 program. A program decrease pertains to those items
which were included in the 1994-1995 program but were eliminated or reduced in the
1996-1997 proposal. Table C shows overall program decreases of $2,014,900,
although there is a program increase of $277,600 in Country Programs, which
increase from 38.3% of the total budget in 1994-1995 to 40.0X in 1996-1997.
Country Programs receive 63.9% of the overall increase. The program increase of
S1,629,500 under Multicountry Programs relates to moving funds from Regional
Programs related to PAHO's publications program. The program decrease of
$2,629,600 under Regional Programs relates to the shift in the publications
program plus a reduction of six posts. The program reduction of $828,400 in
Centers is related to the restructuring at the Pan American Foot-and-Mouth Disease
Center where 17 posts were eliminated. The portion of the budget devoted to
Technical and Administrative Direction continues to decline.

46. The cost increase factors used in the proposal change by location. ALl
posts in the proposal are costed based upon actual post costs by grade and
Location of the post. After the reduction in the number of posts, the overall
average cost increase for posts is 5.2% or Less than 2.6% annually. For general
elements in the budget such as supplies and equipment and general operating
expenses, the cost increase factor used for Canada and the USA is 5.1X or 2.5%
annually which, for the USA, is Less than the official Consumer Price Index. The
cost increase factors used for Locations other than Canada and the USA range from
14.7X to 15.6X% (an annual increase of between 7.1X and 7.5%). The annual regional
weighted average for inflation in Latin America and the Caribbean, excluding
Brazil, was 16.0X according to the 1994 report of the United Nations Economic
Commission for Latin America and the Caribbean (ECLAC). The cost increase factors
used in the proposal are less than half of that amount.

47. Graphs I and II on pages 14-15 illustrate the information provided in Table
C. Graph II shows the steady increase in Country Programs over the past several
years.

48. Table D on pages 16-17 is a summary of the various funds committed to the
Organization for 1994-1995 at this time. The 1994-1995 amount for extrabudgetary
funds, $194,525,000, is the most accurate estimate of these funds since future
commitments from external sources cannot be predicted for 1996-1997 and beyond.
For this reason, extrabudgetary funds beyond 1994-1995 decrease.

49. Table E-1 starting on page 18 presents the PAHO/WHO Regular proposal in the
new program classification structure. Basically, this is the classified List of
programs adopted by WHO with a few changes to reflect the situation in this
Region. PAHO has established a separate Part V for Environmental Protection and
Development. The WHO classified list of programs includes the environmental
programs under Promotion and Protection of Health. In the WHO list of programs,
the Procurement or Supply Office function has been moved from Administrative
Services to Health Policy and Management and the function is named Logistical
Support to Country Programs. PAHO has maintained this function under
Administrative Services which account for 10.7% of the total proposal in 1996-1997
compared to 11.0X in 1994-1995. When combined with the current level of
extrabudgetary funds, Administrative Services fall to 8.7% of the total.

INTRODUCCION 5



INTRODUCCION 6

50. Graph il on page 22 illustrates the seven main parts of the program.

51. Table E-2 contains the programs on PAHO/UHO Regular funds, with the program
increase or decrease and cost increase or decrease analysis between the base
period 1994-1995 and the proposed period 1996-1997.

52. Table E-3 contains the programs supported by extrabudgetary funds.

53. The various tables under Table F starting on page 31 show the budget in the
traditional object of expenditure allocations (personnel costs, duty travel,
fellowships, etc.). Table F-2 on page 32 shows the increases and decreases within
the expenditure atlocations.

54. Section II (yellow tab) of this document contains a description of the
classified list of programs. Each of the seven parts of the program budget has
a narrative description together with a presentation of the funds devoted to the
parts and the various programs within them.

55. Section liI (green tab) of the document contains subsections retated to the
main locations of the program (Country Programs, nutticountry Programs, etc.).
These subsections by Location categories are an elaboration of the overatl summary
shown previously under Table C on page 13.

56. Section IV (pink tab) provides the organizationat structure of the
Secretariat and the related funds.

57. It is the responsibility of the June 1995 Executive Committee to make
recommendations concerning the proposed program budget to the September 1995
Directing Council. Depending upon the recommendations of the Executive Committee,
this document may be revised after the meeting of the Executive Committee and
before its presentation to the Directing Council, which takes final action on the
1996-1997 PAHO ReguLar program budget.



PROPOSED APPROPRIATION RESOLUTION FOR THE PAN AMERICAN HEALTH ORGANIZATION FOR 1996-1997

THE DIRECTING COUNCIL,
RESOLVES:

1. To appropriate for the financiel period 1996-1997 en amount of $193,226,178 as fo(Lows:

Part 1 GOVERNING GODIES 2,349,700
Part 11 HEALTH IN HUMAN DEVELOPMENT 75,763,600
Part M1 HEALTH SYSTEMS AND SERVICES DEVELOPMENT 21,395,400
Part IV HEALTH PROMOTION AND PROTECTION 17,601,100
Part V ENVIRONMENTAL PROTECTION AND DEVELOPMENT 12,212,600
Part Vi DISEASE PREVENTION AND CONTROL 23,535,100
Part VI¡ ADMINISTRATIVE SERVICES 21,348,500

Effective Working Budget for 1996-1997 (Parts ¡-Vi¡) 174,206,000

Part ViUl STAFF ASSESSMENT (Transfer to Tex EquaLization Fund) 19,020,178

TOTAL - ALL PARTS 193,226,178

2. ~~That the appropriation shall be financed from:

(a) Assessments in respect to:
Member Goverments, Participating Goverrments and Associate Members assessed under the
scaLe adopted by the Organization of American States in accordance with Articte 60 of
the, Pan American Sanitary Code or in accordance with Directing Council and Pan American
Sanitary Conference resoLutions 181,526,178

(b) MisceLtaneous Income 11,700,000

TOTAL 193,226,178

in estabLishing the contributions of Member Governments, Participating Goverinents and Associate Members, their assessments shalL
be reduced further by the amount standing to their credit in the Tax EquaLization Fund, except that credits of those which Levy
texes on the emoLuments received from the Pan American Sanitary Sureau (PASS) by their nationaLs end residents shaLl be reduced
by the amounts of such tax reimbursements by PASS.

3. That, in accordance with the Financial Regulations of PAHO, amounts not exceeding the appropriations noted under
paragraph 1 shaL( be aveitable for the payment of obLigations incurred during the period 1 January 1996 to 31 December 1997,
inclusive. Notwithstanding the provision of this paragraph, obLigations during the financial period 1996-1997 shali, be Limited
to the effective working budget, ¡.e., Parta ¡-Vil.

4. That the Director shaLt be authorized to transfer credits between parts of the effective working budget, provided that
such transfer of credits between parts as are made do not exceed 10% of the part from which the credit is transferred, exctusive
of the provision made for transfers from the Director1s Devetopment Program in Part 11. Except for the provision made for the
Director1s Development Program in Part ti, transfers of credits between parts of the budget in excess of 10% of the part from which
the credit is transferred miay be níade with the concurrence of the Executive Committee. The Director is authorized to apply
amounts not exceeding the provision for the Director1s Development Program to those parts of the effective working budget under
which the program obligation will be incurred. ALL transfers of budget credits shaLl be reported to the Directing Councit or the
Pan American Sanitary Conference.

7PROPOSED RESOLUTION: AP`PROPRIATION



ASSESSMENTS OF THE MEMBER GOVERNMENTS, PARTICIPATING GOVERNMENTS AND ASSOCIATE MEMBERS OF THE PAN AMERICAN HEALTH ORGANIZATION FOR 1996-1997

PROPOSED RESOLUTION

Whereas, Member Governments appearing in the scale adopted by the Organization of American States (OAS) are assessed according to the
percentages shown in that scale, adjusted to PAHO Membership, in compliance with Article 60 of the Pan American Sanitary Code; and

Whereas, adjustments were made taking into account the assessments of Cuba, the Participating Governments and Associate Members; now,
therefore,

THE DIRECTING COUNCIL,

RESOLVES:

To establish the assessments of the Member Governments, Participating Countries and Associate Members of the Pan American Health
Organization for the financial period 1996-1997 in accordance with the scale of quotas shown below and in the corresponding amounts.

(2)

Scale Adjusted to
PAHO Membership

1996 1997

X X

(3)

Gross Assessment

1996 1997

USS USS

Credit from Tax
EquaLization Fund

1996 1997

US$ USS

(5)
Adjustment for
Taxes Imposed by

Member Governments on
Emoluments of PASB Staff

1996 1997

USS USS

(6)

Net Assessment

1996 1997

USS USS

Nrmber Goverrments:

Antigua and Barbuda 0.019993 0.019993 18,146 18,146 1,901 1,901

4.897907 4.897907 4,445,490 4,445,490

0.069971 0.069971

0.079965 0.079965

0.029987 0.029987

63,508 63,508

72,579 72,579

27,217 27,217

465,795 465,795

6,654 6,654

7,605 7,605

2,852 2,852

3,979,695 3,979,695

56,854 56,854

64,974 64,974

24,365 24,365

0.069971 0.069971 63,508 63,508

8.546348 8.546348 7,756,930 7,756,930

12.354723 12.354723

0.539769 0.539769

11,213,529 11,213,529

489,912 489,912

6,654 6,654

812,766 812,766

1,174,946 1,174,946

51,333 51,333

56,854 56,854

6,944,164 6,944,164

12,500

Colombia 0.939599 0.939599

12,500 10,051,083 10,051,083

438,579 438,579

763,452 763,452

(1)

Membership
......................

Argentina

Bahamas

Barbados

Belize

Bolivia

Brazil

Canada

Chile

16,245 16,245

PROPOSED RESOLUTION: ASSESSMENTS 8
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ASSESSMENTS OF THE MEMBER GOVERNMENTS, PARTICIPATING GOVERNMENTS AND ASSOCIATE MEMBERS OF THE PAN AMERICAN HEALTH ORGANIZATION FOR 1996-1997 (CONT.)
.........................................................................................................................................................................

(2)

Scale Adjusted to
PAHO Membership

1996 1997

X X

(3) (4)

Credit from Tax
Gross Assessment Equalization Fund

1996 1997 1996 1997

US$ USS USS USS

(5) (6)
Adjustment for
Taxes Imposed by

Member Governments on
Emo(uments of PASB Staff Net Assessment

1996 1997 1996 1997

USS USS USS USS

#mbeir Goverrments:

Costa Rica

Cuba

Dominica

Dominican Republic

Ecuador

El Salvador

Grenada

Guatemala

Guyana

Haiti

Honduras

Jamaica

Mexico

Nicaragua

Panama

Paraguay

Peru

Saint Kitts and Nevis

Saint Lucia

Saint Vincent & the Grenadines

PROPOSED RESOLUTION: ASSESSMENTS

(1)

Membership
......................

12,358

69,459

1,901

17,111

17,111

105,584

593,449

16,245

146,194

146,194

0.129945

0.730372

0.019993

0.179924

0.179924

0.069971

0.029987

0.129945

0.019993

0.069971

0.069971

0.179924

6.077403

0.069971

0.129945

0.179924

0.409825

0.019993

0.029987

0.019993

0.129945

0.730372

0.019993

0.179924

0.179924

0.069971

0.029987

0.129945

0.019993

0.069971

0.069971

0.179924

6.077403

0.069971

0.129945

0.179924

0.409825

0.019993

0.029987

0.019993

6,654

2,852

12,358

1,901

6,654

117,942

662,908

18,146

163,305

163,305

63,508

27,217

117,942

18,146

63,508

63,508

163,305

5,516,037

63,508

117,942

163,305

371,970

18,146

27,217

18,146

117,942

662,908

18,146

163,305

163,305

63,508

27,217

117,942

18,146

63,508

63,508

163,305

5,516,037

63,508

117,942

163,305

371,970

18,146

27,217

18,146

12,358

69,459

1,901

17,111

17,111

6,654

2,852

12,358

1,901

6,654

6,654

17,111

577,966

6,654

12,358

17,111

38,975

1,901

2,852

1,901

56,854

24,365

105,584

16,245

56,854

6,654

17,111

577,966

6,654

12,358

105,584

593,449

16,245

146,194

146,194

56,854

24,365

105,584

16,245

56,854

56,854

146,194

4,938,071

56,854

105,584

146,194

332,995

16,245

24,365

16,245

56,854

146,194

4,938,071

56,854

105,584

17,111

38,975

1,901

2,852

1,901

146,194

332,995

16,245

24,365

16,245

9
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ASSESSMENTS OF THE MEMBER GOVERNMENTS, PARTICIPATING GOVERNMENTS AND ASSOCIATE MEMBERS OF THE PAN AMERICAN HEALTH ORGANIZATION FOR 1996-1997 (CONT.)
,...................................................-- ...-- . ...... - -------- ? .................................

Scale Adjusted to
PAHO Membership

1996 1997

X X

Gross Assessment
.......................

(4)

Credit from Tax
Equalization Fund

.....................

1996

USS

1997

USS

(5)
Adjustment for

Taxes Imposed by
Member Governments on

Emoluments of PASB Staff

1996 1997

USS USS

(6)

Net Assessment

1996 1997

USS USS

Nenber Governments:

Suriname

Trinidad and Tobago

United States of America

Uruguay

Venezuela

Subtotal

0.069971 0.069971

0.179924 0.179924

63,508 63,508

163,305 163,305

6,654 6,654

17,111 17,111

59.444615 59.444615 53,953,768 53,953,768 5,653,236 5,653,236

0.259889 0.259889

3.198634

99.448227

3.198634

99.448227

235,884 235,884 24,716 24,716

2,903,179

90,262,283

2,903,179

90,262,283

304,193

9,457,615

304,193

9,457,615

56,854 56,854

146,194 146,194

3,000,000 3,000,000 51,300,532 51,300,532

211,168 211,168

7,500

3,020,000

7,500

3,020,000

2,606,486

83,824,668

2,606,486

83,824,668

Participating Governments:

France 0.289876 0.289876

Kingdon of the Nethertands

United Kingdom

Subtotal

0.08996! 0. 089961

0.059974

0.439811

0.059974

0.439811

263,100 263,100 27,567 27,567

81,651

54,435

399,186

81 651

54,435

399,186

235,533 235,533

73,096 73,0968,555 8,555

5,704

41,826

5,704

41,826

48,731

0 0 357,360
..............................-

Associate Nei~er:

101,620

101,620

101,620

101,620 O O

100.000000 100.000000
================

90,763,089 90,763,089 9,510,089 9,510,089
========== =======-=== ===== -====

3,020,000 3,020,000 84,273,000 84,273,000

(5) This column includes estimated amounts to be received by the respective Member Goverrments in 1996-1997 in respect of taxes Levied by them on staff members' emoluments
received from PASB, adjusted for the difference between the estimated and the actual for prior years.

(2)

Membership
......................

(3)

1996

US$

1997

US$

Puerto Rico

Subtotal

0.111962

0.111962

TOTAL

0.111962

0.111962

10,648

10,648

48,731

357,360

10,648

10,648

90,972

90,972

90,972

90,972

(1)



TABLE A

PAHO REGULAR AND WHO REGULAR REGIONAL BUDGET HISTORY
..........................................................................................................................................................................

TOTAL
PAHO REGULAR WHO REGULAR PAHO AND WHO REGULAR

BUDGET PERIOD
% OF % % OF % %

AMOUNT TOTAL INCREASE AMOUNT TOTAL INCREASE AMOUNT INCREASE

1970-71 30,072,422 68.2 14,053,685 31.8 44,126,107

1972-73 37,405,395 68.6 24.4 17,150,800 31.4 22.0 54,556,195 23.6

1974-75 45,175,329 68.8 20.8 20,495,900 31.2 19.5 65,671,229 20.4

1976-77 55,549,020 69.3 23.0 24,570,200 30.7 19.9 80,119,220 22.0

1978-79 64,849,990 67.8 16.7 30,771,500 32.2 25.2 95,621,490 19.3

1980-81 76,576,000 67.1 18.1 37,566,200 32.9 22.1 114,142,200 19.4

1982-83 90,320,000 67.2 17.9 44,012,000 32.8 17.2 134,332,000 17.7

1984-85 103,959,000 67.2 15.1 50,834,000 32.8 15.5 154,793,000 15.2

1986-87 112,484,000 66.0 8.2 57,856,000 34.0 13.8 170,340,000 10.0

1988-89 121,172,000 66.8 7.7 60,161,000 33.2 4.0 181,333,000 6.5

1990-91 130,023,000 66.7 7.3 65,027,000 33.3 8.1 195,050,000 7.6

1992-93 152,576,000 68.1 17.3 71,491,000 31.9 9.9 224,067,000 14.9

1994-95 164,466,000 67.3 7.8 79,794,000 32.7 11.6 244,260,000 9.0

1996-97 * 174,206,000 66.7 5.9 87,016,000 33.3 9.1 261,222,000 6.9

* THE PAHO REGULAR AMOUNT FOR 1996-1997 IS PROPOSED. THE WHO REGULAR AMOUNT FOR 1996-1997 WILL BE CONSIDERED WITHIN

THE OVERALL WHO REGULAR PROPOSAL BY THE MAY 1995 WORLD HEALTH ASSEMBLY.

11
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TABLE B

POST ANALYSIS - PAHO AND WHO REGULAR FUNDS
________ ________ _______-- _- - ------------------------ ____________

1994-1995 1996-1997 1998-1999

LOCATION iROFESSIONAL LOCAL TOTAL PROFESSIONAL LOCAL TOTAL PROFESSIONAL LOCAL TOTAL…_-… ---- __ -- -----

A. COOPERATION WITH COUNTRIES

A.1 COUNTRY PROGRAHS

A.2 CARIBBEAN PROGRAH COORDINATION

A.3 MULTICOUNTRY PROGRAHS

A.4 REGIONAL PROGRAMS

A.5 CENTERS

SUBTOTAL: COOPERATION WITH COUNTRIES

8. TECHNICAL AND ADMINISTRATIVE DIRECTION

C. GOVERNING BODIES

GRAND TOTAL
mmmmmmmmmmm

131

5

31

136

60

363

64

3

165

12

4

132

72

385

127

4

296

17

35

268

132

748

191

7

430 516 946
mmUmmmm mmmmlm mm mm

134 164 298

5 12 17

30 5 35

135 127 262

60 55 115

364 363 727

65 126 191

3 4 7

432 493 925
mlmlU …m *--- -- .-------

131 164 295

5 12 17

30 5 35

135 127 262

60 55 115

361 363 724

65 126 191

3 4 7

429 493 922
mmmmm m ....... .... mmm

POST ANALVSIS - EXTRABUDGETARY FUNOS

1994-1995 1996-1997 1998-1999

LOCATION PROFESSIONAL LOCAL TOTAL PROFESSIONAL LOCAL TOTAL PROFESSIONAL LOCAL TOTAL

A. COOPERATION WITH COUNTRIES

A.1 COUNTRY PROGRAMS 25 13 38 1 7 8 0 6 6

A.3 MULTICOUNTRY PROGRAMS 21 4 25 8 2 10 3 0 3

A.4 REGIONAL PROGRAMS 22 41 63 12 28 40 5 17 22

A.5 CENTERS 7 28 35 2 25 27 2 24 26

SUBTOTAL: COOPERATION WITH COUNTRIES 75 86 161 23 62 85 10 47 57

B. TECHNICAL AND ADHINISTRATIVE DIRECTION 10 30 40 10 30 40 10 30 40

GRAND TOTAL 85 116 201 33 92 125 20 77 97
mmmmmmmmmm mmmmm-m mmmmmmm *-om-- m *--mamm *-----m mmmlmm m mmmmlmm mmm~amm m sXN m

ilMMADV TARI FC



TABLE C

ANALYSIS OF PROGRAN AND COST INCREASES/DECREASES - PAHO/UHO REGULAR BUDGET BY LOCATION
…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - --_

1994-1995
APPROPRIATION

X OF
AMOUNT TOTAL

PROGRAM
INCREASE
(DECREASE)

COST
INCREASE

(DECREASE)

AMOUNT X AMOUNT X
...............................--

TOTAL
INCREASE
(DECREASE)

AMOUNT X

1996-1997
TENTATIVE PROPOSAL

X OF
AMOUNT TOTAL

A. COOPERATION WITH COUNTRIES:

A.1 COUNTRY PROGRAMS 93,524,400 38.3 277,600 0.3 10,556,800 11.3 10,834,400 11.6 104,358,800 40.0

A.2 CARIBBEAN PROGRAM COORDINATION 1,974,000 0.8 (38,500) (2.0) 251,100 12.7 212,600 10.7 2,186,600 0.8

A.3 MULTICOUNTRY PROGRAMS 31,406,000 12.9 1,629,500 5.2 1,908,200 6.1 3,537,700 11.3 34,943,700 13.3

A.4 REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM 2,686,300 1.1 (307,600) (11.5) 121,300 4.5 (186,300) (7.0) 2,500,000 1.0

A.5 REGIONAL PROGRAMS 45,387,200 18.6 (2,629,600) (5.8) 1,151,700 2.5 (1,477,900) (3.3) 43,909,300 16.8

A.6 CENTERS

Subtotal, COOPERATION WITH COUNTRIES

B. TECHNICAL AND ADMINISTRATIVE DIRECTION

C. GOVERNING BODIES

26,918,000

201,895,900

11.0 (828,400)

82.7 (1,897,000)

35,769,100 14.6

2,645,700 1.1

(3.1)

(0.9)

3,165,900

17,155,000

11.8 2,337,500

8.5 15,258,000

8.7

7.6

29,255,500

217,153,900

11.2

83.1

(117,900) (0.3) 1,513,900 4.2 1,396,000 3.9 37,165,100 14.2

0 0.0 106,600 4.0 106,600 4.0 2,752,300 1.1

D. CONTRIBUTION TO RETIREES' HEALTH INSURANCE 3,949,300 1.6 O 0.0 201,400 5.1 201,400 5.1 4,150,700 1.6

244,260,000 100.0 (2,014,900) (0.8) 18,976,900 7.7 16,962,000 6.9
===========..====..=========..====..=========.====..==========.====

261,222,000 100.0

SUMMARY TABLES

LOCATION
................................................

TOTAL
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GRAPH I
….…. . ...................................

PAHO/WHO REGULAR PROGRAM BUDGET BY LOCATION: PER CENT OF TOTAL
....-.....-..--.........

Country
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GRAPH II

COUNTRY PROGRAM BUDGET, 1988-1989 TO 1996-1997
..........................................................................................................................................................................

COUNTRY PROGRAMS

% OF TOTAL

TOTAL BUDGET

66,481 72,289 1 83,417 1 93,524 1 104,359 1
36.7 37.1 37.2 38.3 40.01~~ ~ ~ ~~~ 37. I 38.

SUMMARY TABLES
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TABLE D

ALL FUNDS

1994-1995 BIENNIUM INCREASE 1996-1997 BIENNIUM INCREASE 1998-1999 BIENNIUM
APPROVED (DECREASE) PROPOSED (DECREASE) PROVISIONAL

1996-1997 ------------------ 1998-1999 -
AMOUNT X OF OVER AMOUNT X OF OVER AMOUNT X OF

$ TOTAL 1994-1995 $ TOTAL 1996-1997 $ TOTAL

REGULAR BUDGET: 244.260,000 55.7 6.9 261,222,000 80.5 8.3 282,832,000 85.2

PR PAHO REGULAR BUDGET 164,466,000 37.5 5.9 174,206,000 53.7 8.3 188,601,000 56.8

WR WHO REGULAR BUDGET 79,794,000 18.2 9.1 87,016,000 26.8 8.3 94,231,000 28.4

EXTRABUDGETARY FUNDS: 194,525,000 44.3 (67.6) 62,972,000 19.5 (22.1) 49,060,000 14.8

PAN AMERICAN HEALTH ORGANIZATION 156,304,000 35.6 (64.4) 55,681,000 17.2 (17.9) 45,693,000 13.8

PA INCAP MEMBERSHIP AND MISCELLANEOUS FUNDS 1,200,000 .3 .0 1,200,000 .4 .0 1,200,000 .4

PN INCAP GRANTS AND CONTRACTUAL AGREEMENTS 13,000,000 3.0 .0 13,000,000 4.0 .0 13,000,000 3.9

PC CAREC MEMBERSHIP AND MISCELLANEOUS FUNDS 3,348,000 .8 1.6 3,400,000 1.1 .6 3,420,000 1.0

PJ CAREC GRANTS AND CONTRACTUAL AGREEMENTS 3,765,900 .8 (56.8) 1,628,000 .5 (49.9) 816,500 .3

PH CAREC BUILDING FUND 229,800 .1 (100.0) 0 .0 .0 0 .0

PB BUILDING FUND 2,335,300 .5 (42.6) 1,341,000 .4 .0 1,341,000 .4

PD NATURAL DISASTER RELIEF VOLUNTARY FUND 14,939,900 3.4 (100.0) 0 .0 .0 0 .0

PG GRANTS AND CONTRACTUAL AGREEMENTS 102,636,200 23.4 (72.2) 28,549,500 8.8 (33.9) 18,876,300 5.7

PK SPECIAL FUND FOR HEALTH PROMOTION 566,300 .1 (90.5) 54,100 * (100.0) 0 .0

PL SPECIAL FUND FOR ASSOCIATED AGENCY: UNDP 1,862,900 .4 (100.0) 0 .0 .0 0 .0

PP SPECIAL FUND FOR CHOLERA 1,032,700 .2 (100.0) 0 .0 .0 0 .0

PV SPECIAL FUND FOR MEASLES 750,000 .2 (100.0) 0 .0 .0 0 .0

PY SPECIAL FUND FOR PREINVESTMENT IN HEALTH & ENVIRON. 274,000 .1 (100.0) 0 .0 .00 .0

PU SPECIAL FUND FOR ANIMAL HEALTH 12,200 * (100.0) 0 .0 .0 0 .0

PX PROGRAM SUPPORT COSTS 10,350,800 2.3 (37.1) 6,508,400 2.0 8.2 7,039,200 2.1

SUMMARY TABLES 16



TABLE D (CONT.)

ALL FUNDS (CONT.)

1994-1995 BIENNIUM INCREASE 1996-1997 BIENNIUM INCREASE 1998-1999 BIENNIUM
APPROVED (DECREASE) PROPOSED (DECREASE) PROVISIONAL

------------------ 1996-1997 ------------------ 1998-1999 ------------------
AMOUNT X OF OVER AMOUNT X OF OVER AMOUNT % OF

$ TOTAL 1994-1995 $ TOTAL 1996-1997 $ TOTAL
....................................................................

WORLD HEALTH ORGANIZATION 38,221,000 8.7 (80.9) 7,291,000 2.3 (53.8) 3,367,000 1.0

DP

DR

FB

FD

FP

UNITED NATIONS DEVELOPMENT PROGRAM (UNDP)

UNDP SPECIAL PROGRAM RESOURCES

ASSOCIATE PROFESSIONAL OFFICERS

UNITED NATIONS FUND FOR DRUG ABUSE CONTROL

UNITED NATIONS POPULATION FUND

FX TRUST FUND FOR GLOBAL PROGRAM ON AIDS

ST SASAKAWA HEALTH TRUST FUND

VB VFHP - PREVENTION OF BLINDNESS

VC VFHP - DIARRHEAL DISEASES INCLUDING CHOLERA

VD VFHP - OTHER MISC. DESIGNATED CONTRIBUTIONS

VI VFHP - EXPANDED PROGRAM ON IMMUNIZATION

VW VFHP - COMMUNITY WATER SUPPLY

VY VFHP - YAWS PROGRAM

VT VFHP - TUBERCULOSIS

AS SPECIAL ACCOUNT FOR SERVICING COSTS

EF REAL ESTATE FUND

976,700

317,700

2,255,700

565,500

5,983,900

16,289,200

448,300

30,000

1,108,500

5,964,200

845,500

99,000

15,400

8,000

3,203,100

110,300

1

3

1

.2 (69.8)

.1 (100.0)

.5 (100.0)

.1 (100.0)

.4 (86.3)

.7 (100.0)

.1 (100.0)

* (100.0)

.3 (11.5)

.4 (31.7)

.2 (39.9)

* (100.0)

* (100.0)

* (100.0)

.7 (80.9)

* (100.0)

438,785,000 100.0 (26.1) 324,194,000 100.0
=========== -----

2.4
_----_-=

331,892,000 100.0

* LESS THAN .05 PER CENT

SUMMARY TABLES

295,500

O

O

O

819,100

O

O

O

981,200

4,074,700

508,500

O

O

O

612,000

O

.1

.0

.0

.0

.2

.0

.0

.0

.3

1.3

.2

.0

.0

.0

.2

.0

(100.0)

.0

.0

.0

(100.0)

.0

.0

.0

.0

(61.3)

6.7

.0

.0

.0

(56.2)

.0

O

O

O

O

O

O

O

O

981,200

1,575,400

542,400

O

O

268,000

O

.0

.0

.0

.0

.0

.0

.0

.0

.3

.5

.2

.0

.0

.0

.0

TOTAL BUDGET
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TABLE E-1
PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _--…__ _ ---- …_______- _ _ _----…-…- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

P OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997 1998-1999

%OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

1. GOVERNING BODIES
................

2,645,700

GOVERNING BODIES

GOVERNING BODIES

II. HEALTH IN HUMAN DEVELOPMENT

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAM DEVELOPMENT AND MANAGEMENT
STAFF DEVELOPMENT
REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM
EXTERNAL COORDINATION
PUBLIC INFORMATION

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS ANO ETHICS
RESEARCH POLICY AND STRATEGY DEVELOPMENT
WOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY ADO HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

2,645,700

GOB 2.645,700

89,849,400
...........

1.1 2,752,300
..... ...........

1.1

1.1

36.8
.....

2.752,300

2,752,300

97,087,500
i..........

19,218.,200 7.8 20,323.000

EXM 3 667 100 1.5 3,787,900
GPD 7,908,600 3.2 8,716,000
SOP 1,770,400 .7 1,867.700
DGP 2,686,300 1.1 2,500,000
ECO 1,118,600 .5 1,235,100
INF 2,067,200 .8 2,216,300

11,839,600

HSD 5.454 400
HLE 1,895,100
RPS 3,638 200
WHD 851.900

36,149,700

CPS 35,472 500
EHA 677:200

19,640,800

HST 10,009 700
HBI 9,631,100

3,001.100

TCC 3,001.100

4.8

2.2
.8

1.5
.3

15.0

14.7
.3

8.0

4.1
3.9

1.2

1.2

13,323,000

6,563,100
1,960,800
3 696 500
1 102.600

40,018,200

39, 312 500
705 700

19,984,800

10 035 800
9,9490,00

3,438,500

3,438,500

1.1
.....

1.1

1.1

37.3
._*..

7.8

1.5
3.3
.7

1.0
.5
.8

5.1

2.5
.8

1.4
.4

15.5

15.2
.3

7.6

3.8
3.8

1.3

1.3

2,901,100
...........

2.901,100

2.901.100

105,102,700
ll...........

21,458.600

4.000,800
9, 192 300
1,967 100
2,627,300
1, 302,600
2,368,500

14,235.100

7,106,200
2,058,600
3 ,890 700
1 179,600

43,932,200

43, 186 000
746 200

21,535,800

10,861 000
10,674,800

3,941,000

3, 941,000

1.0
1.0...

1.0

1.0

37.2
.....

7.6

1.4
3.3
.7
.9
.5
.8

5.0

2.5
.7

1.4
.4

15.6

15.3
.3

7.6

3.8
3.8

1.4

1.4



TABLE E-1 (CONT.)

PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)…

1994-1995 1996-1997 1998-1999

PROGRAM CLASSIFICATION
% OF I OF

AMOUNT TOTAL AMOUNT TOTAL
................................- -

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION
ORAL HEALTH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS

QUALITY OF CARE AND HEALTH TECHNOLOGY

UALITY OF CARE AND HEALTH TECHNOLOGY ASSESSMENT
CLINICAL, LABORATORY AND IMAGING TECHNOLOGY

IV. HEALTH PROMOTION AND PROTECTION
.... .......... mmm..........mmmm

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING
AOOLESCENT HEALTH
HEALTH OF THE ELDERLY

HEALTHVY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION AND CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH
SETTINGS FOR HEALTH PROMOTION
PROTECTION FROM VIOLENCE

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION
FOOD SAFETY

44,953,100
...........

28,622,300

UAH 27,526,500
DPR 407,400
ORH 688,400

13.765,800

HRH 13,765,800

1,577,500

EDV 1,577,500

987.500

Q$LT 987,500

22,499,400
...........

9,089.000

WCH 8,539.700
ADH 67.700
HEE 481,600

2,713.000

NED 631,700
ADT 420,300
MNH 482,800
STP 1,178,200
PRV O

10,697,400

NUT 7,890,400
FOS 2,807.000

18.4
.....

11.8

11.3
.2
.3

5.6

5.6

.6

.6

.4

.4

9.2
.....

3.7

3.5

.2

1.2

.3
.2
.2
.5

4.3

3.2
1.1

45,097,000

28,505.300

27,402,900
419 300
683 100

13,455,800

13.455,800

1,761,100

1,761,100

1.374.800

335,200
1,039.600

27,737.600
...........

10,137,400

9,166,500
443.500
527 400

5,641,200

2,696,200
520,000
810 100

1,490.000
124,900

11,959, 000

8,462,500
3,496 500

17.4
.....

11.0

10.5
.2
.3

5.2

5.2

.7

.7

.5

.1
.4

10.5
.....

3.9

3.5
.2
.2

2.1

1.0
.2
.3
.6

4.5

3.2
1.3

48.661,600
...........

30.922.300

29.758,200
442,300
721,800

14,346,900

14,346,900

1,920,400

1,920,400

1.472.000

377,300
1.094.700

30,320,600
... ....--.

11 1111,800

10 080,900
476 000
554.900

6,047,600

2.919.800
551 ,000
860 700

1,585 600
130,500

13,161.200

9,349 000
3,812,200

SUMMARY TABLES

AMOUNT
------- '---

X OF
TOTAL

-. - -

17.3

11.0

10.5
.2
.3

5.1

5.1

.7

.7

.5

1
.4

10.7

4.0

3.6
.2
.2

2.1

1.0
.2
.3
.6

4.6

3.3
1.3
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TABLE E-1 (CONT.)

PROGRAnM UDGET - PAHO ADN WHO REGULAR FUNDS (CONT.)

PROGRAM CLASSIFICATION
------------------------------------- …__ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

% OF
AMOUNT TOTAL

1996-1997

% OF
AMOUNT TOTAL

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
.................... mm.m m ........... m...

ENVIRONMENTAL HEALTH

WATER SUPPLY ANO SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
MANAGEMENT OF SOLID WASTE AND HOUSING HYGIENE
CHEMICAL SAFETY
WORKERS' HEALTH

VI. DISEASE PREVENTION AND CONTROL
.mm.. .... a.mm ..... mam ...... m

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTED DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
RESEARCH IN TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

VII. ADMINISTRATIVE SERVICES

PERSONNEL

PERSONNEL

19,526,100

19.526,100

CWS 12 084,600
ERA 6,243,600
MWH 581.800
PCS 0
OCH 616,100

38,021,200
.. mm.......

18,995,000

VIO 2,568,300
ARI 448,900
COD 1,317 300
GPA 618.500
STD 50,700
TUB 453,000
CTD 4,669,100
TDR 349,200
OCD 8,156.100
LEP 363.900

4,788,200

NCD 4.788,200

14.238,000

FMD 8,341.700
ZNS 5,896,300

26,765,100

4,025.300

PER 4,025,300

8.0 20,591,200

8.0 20.591,200

4.9 12.605.800
2.6 6,751,700
.2 642,800

63,100
.3 527,800

15.5 39,887.300

7.7 20,329,000

1.1 2,933,200
.2 690,500
.5 832,700
.3 755.800
.* 100 200
.2 443.200

1.9 4,845,800
.1 363,800

3.3 8,986,200
.1 377,600

2.0 4,955,800

2.0 4,955.800

5.8 14,602,500

3.4 8,800,100
2.4 5.802.400

11.0 28.069.100
..... ........... 201200

1.6 4,201,200

1.6 4,201,200

7.8
.....

7.8

4.8
2.6
.2

.2

15.2
.....

7.7

1.1
.3
.3
.3

.2
1.9
.1

3.4
.1

1.9

1.9

5.6

3.4
2.2

10.7

1.6

1.6

22,388,200
...........

22,388,200

13 749,600
7 338,400

678,800
66 400
555,000

43,648,300
...........

22,001,500

3,144,500
722,200
877,000
824 700
105,600
474,200

5,180,600
384,300

9,886,900
401 500

5,430,100

5,430,100

16,216,700

10 042. 900
6,173,800

29,809,500

4,460,500

4,460,500

1998-1999
_______________

AMOUNT
% OF
TOTAL

7.9
.....

7.9

4.9
2.6

.2

.2

15.4

7.7

1.1
.3
.3
.3

.2
1.8
.1

3.5
.1

1.9

1.9

5.8

3.6
2.2

10.5
.....

1.6

1.6
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TABLE E-1 (CONT.)

PROGRAN BUDGET - PAHO ANOD WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

%OF W OF 5 OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_- - - - - _ - - - - _- - - -_ - - - --_- - --_- - --_- - --_- - - --_- - --_- - --_- - - --_- - --_ _- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - --_- - - - - - - - - --_- - - - -

GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

BUDGET ANO FINANCE

BUDGET AND FINANCE

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

13,106,700

GAD 13.106,700

7,978,600

BF 7.978,.600

1,654,500

SUP 1,654,500

5.4

5.4

13.672 500

13.672.500

3.3 8,255.200

3.3 8,255.200

.7 1.940,200

.7 1,940,200

5.2

5.2

3.2

3.2

.7

.7

14,418,700

14,418,700

5.1

5.1

8,874,400 3.1

8,874,400 3.1

2,055,900

2,055, 900

.7

.7

GRANO TOTAL

.u.M.om.mm.

244,260,000 100.0 261,222,000
......... m m .... ...........

100.0 282,832,000
..... ...........

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - -- -

* LESS THAN .05 PER CENT

100.0

.....
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GRAPH III

PAHO/WHO REGULAR PROGRAM BUDGET BY APPROPRIATION SECTION: PER CENT OF TOTAL. -
.-.-.............

II. Health and
Human Development

,_ 36.8 %

III. Health Systems/
Services Development

18.4 %

IV. Health Promotion
and Protection

9.2 %
V. Environmental

Protection/Develop.
8.0 %

II. Health and
Human Development

. 37.3 %

III. Health Systems/
Services Developmen!

Governing 17.4 %
Bodíes
1.1%

VII. Administrative
Services
11.0 %

Vl. Disease Preven-
tion & Control

15.5%

I. Governing
Bodies
1.1 %

VII. Administrative
Services
10.7 %

V. Environmental
Protection/Develop.

7.8 %

VI. Disease Preven-
tion & Control

15.2%

1994-1995 1996-1997



TABLE E-2

PAHO/WHO REGULAR BUDGET ANALYSIS OF PROGRAM AND COST INCREASE/DECREASES BY LOCATION
..........................................................................................................................................................................

PAHO PROGRAM CLASSIFICATION
...............................................

1. GOVERNING BODIES

1994-1995
Appropriation

% of
Amount Total

1996-1997
Program Cost Total Tentative Proposal

Increase/Decrease Increase/Decrease Increase/Decrease --------
..........................-.............................. % of

Amount % Amount % Amount % Amount Total
.... ... ... ... ...................................................- ---

2,645,700 1.1 0
=========== ===== ===========

0.0 106,600 4.0 106,600 4.0 2,752,300 1.1

1.1 GOVERNING BODIES

GOVERNING BODIES

2,645,700

2,645,700

1.1

1.1

O

O

0.0

0.0

106,600

106,600

4.0 106,600

4.0 106,600

2. HEALTH AND HUMAN DEVELOPMENT 89,849,400 36.8 640,800
===========

0.7 6,597,300
===========

7.3 7,238,100
===========

8.0 97,087,500 37.2

2.1 GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAM DEVELOPMENT AND MANAGEMENT
STAFF DEVELOPMENT
REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM
EXTERNAL COORDINATION
PUBLIC INFORMATION

2.2 PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION, HUMAN RIGHTS AND ETHICS
RESEARCH POLICY AND STRATEGY DEVELOPMENT
WOMEN, HEALTH AND DEVELOPMENT

19,218,200

3,667,100
7,908,600
1,770,400
2,686,300
1,118,600
2,067,200

11,839,600

5,705,200
1,895,100
3,387,400
851,900

7.8

1.5
3.2
0.7
1.1
0.5
0.8

4.8

2.3
0.8
1.4
0.3

298,900

(17,400)
486,800

(700)
(307,600)
93,400
44,400

813,200

685,000
(6,900)
(76,200)
211,300

1.6 805,900

(0.5) 138,200
6.2 320,600
* 98,000

(11.5) 121,300
8.3 23,100
2.1 104,700

6.9

12.0
(0.4)
(2.2)
24.8

670,200

423,700
72,600
134,500
39,400

4.2

3.8
4.1
5.5
4.5
2.1
5.1

5.7

7.4
3.8
4.0
4.6

1,104,800

120,800
807,400
97,300

(186,300)
116,500
149,100

1,483,400

1,108,700
65,700
58,300
250,700

5.8 20,323,000

3.3 3,787,900
10.3 8,716,000
5.5 1,867,700

(7.0) 2,500,000
10.4 1,235,100
7.2 2,216,300

12.6

19.4
3.4
1.8

29.4

13,323,000

6,813,900
1,960,800
3,445,700
1,102,600

2.3 NATIONAL HEALTH POLICIES AND PROGRAM
DEVELOPMENT AND MANAGEMENT

DEVELOPMENT, MANAGEMENT AND COORDINATION
OF COUNTRY PROGRAMS

EMERGENCY AND HUMANITARIAN ACTION

36,149,700 15.0

35,472,500 14.7
677,200 0.3

204,400 0.6 3,664,100 10.1

200,400 0.6 3,639,600 10.3
4,000 0.6 24,500 3.6

3,868,500 10.7

3,840,000 10.9
28,500 4.2

40,018,200 15.3

39,312,500 15.0
705,700 0.3

2.4 BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

2.5 TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

SUMMARY TABLES

4.0

4.0

2,752,300

2,752,300

1.1

1.1

7.8

1.5
3.3
0.7
1.0
0.5
0.8

5.1

2.6
0.8
1.3
0.4

19,640,800

10,009,700
9,631,100

3,001,100

3,001,100

8.0

4.1
3.9

1.2

1.2

(675,700)

(563,700)
(112,000)

O

O

(3.4)

(5.6)
(1.2)

0.0

0.0

1,019,700

589,800
429,900

437,400

437,400

5.2

5.9
4.5

14.6

14.6

344,000

26,100
317,900

437,400

437,400

1.8

0.3
3.3

14.6

14.6

19,984,800

10,035,800
9,949,000

3,438,500

3,438,500

7.7

3.8
3.8

1.3

1.3
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TABLE E-2 (CONT.)

PAHO/WHO REGULAR BUDGET ANALYSIS OF PROGRAM AND COST INCREASE/DECREASES BY LOCATION (CONT.)
…......................................

PAHO PROGRAM CLASSIFICATION

1994-1995
Appropriation

% of
Amount Total

Program
Increase/Decrease

Amount %

1996-1997
Cost Total Tentative Proposal

Increase/Decrease Increase/Decrease -------------------

Amount % Amount % Amount Total
…...............................................

3. HEALTH SYSTEMS AND SERVICES DEVELOPMENT 44,953,100 18.4 (3,178,900)
===========- ----------- ===

(7.1) 3,322,800 7.4 143,900 0.3 45,097,000 17.3

3.1 ORGANIZATION AND MANAGEMENT OF HEALTH SYSTEMS
BASED ON PRIMARY HEALTH CARE

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION
ORAL HEALTH

3.2 HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

3.3 ESSENTIAL DRUGS

ESSENTIAL DRUGS

3.4 QUALITY OF CARE AND HEALTH TECHNOLOGY

QUALITY OF CARE AND HEALTH TECHNOLOGY ASSESSMENT
CLINICAL, LABORATORY ANO IMAGING TECHNOLOGY

28,622,300

27,526,500
407,400
688,400

13,765,800

13,765,800

1,577,500

1,577,500

987,500

0
987,500

11.8

11.3
0.2
0.3

5.6

5.6

0.6

0.6

0.4

0.0
0.4

(2,334,700)

(2,306,200)
(300)

(28,200)

(1,189,300)

(1,189,300)

22,300

22,300

322,800

298,600
24,200

(8.2)

(8.4)
(0.1)
(4.1)

(8.6)

(8.6)

1.4

1.4

32.7

2=5

2,217,700

2,182,600
12,200
22,900

879,300

879,300

161,300

161,300

64,500

36,600
27,900

7.7

7.9
3.0
3.3

6.4

6.4

(117,000)

(123,600)
11,900
(5,300)

(310,000)

(310,000)

10.2 183,600

10.2 183,600

6.5 387,300

- 335,200
2.8 52,100

4. HEALTH PROMOTION AND PROTECTION 22,499,400 9.2 2,770,800 12.3 2,467,400
===========

11.0 5,238,200
===========

23.3 27,737,600 10.6

4.1 FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH
HEALTH OF THE ELDERLY

4.2 HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION AND CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH
SETTINGS FOR HEALTH PROMOTION
PROTECTION FROM VIOLENCE

(0.5)

(0.5)
2.9
(0.8)

(2.2)

(2.2)

11.6

11.6

39.2

5.3

28,505,300

27,402,900
419,300
683,100

13,455,800

13,455,800

1,761,100

1,761,100

1,374,800

335,200
1,039,600

10.9

10.5
0.2
0.3

5.2

5.2

0.7

0.7

0.5

0.1
0.4

9,089,000

8,539,700
67, 700

481,600

2,713,000

631,700
420,300
482,800

1,178,200
O

3.7

3.5

0.2

1.2

0.3
0.2
0.2
0.5
0.0

900

(389,300)
355,300
34,900

2,583,600

1,858,200
85,200
295,600
224,800
119,800

(4.6)
524.8
7.2

95.2

294.2
20.3
61.2
19.1

1,047,500

1,016,100
20,500
10,900

344,600

206,300
14,500
31,700
87,000
5,100

11.5

11.9
30.3
2.3

12.7

32.7
3.4
6.6
7.4

1,048,400

626,800
375,800
45,800

2,928,200

2,064,500
99,700

327,300
311,800
124,900

11.5

7.3
555.1
9.5

107.9

326.9
23.7
67.8
26.5

10,137,400

9,166,500
443,500
527,400

5,641,200

2,696,200
520,000
810,100

1,490,000
124,900

3.9

3.5
0.2
0.2

2.2

1.0
0.2
0.3
0.6
*



TABLE E-2 (CONT.)

PAHO/WHO REGULAR BUDGET ANALYSIS OF PROGRAM AND COST INCREASE/DECREASES BY LOCATION (CONT.)
..........................................................................................................................................................................

PAHO PROGRAM CLASSIFICATION
...............................................

1994-1995
Appropriation

X of
Amount Total

1996-1997
Program Cost Total Tentative Proposal

Increase/Decrease Increase/Decrease Increase/Decrease -------------------
.......................................---- -. % of

Amount X Amount % Amount g Amount Total
.... ............................................................- ---

4.3 NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION
FOOD SAFETY

5. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
==================================

19,526,100 8.0
====~======= =====

(329,000)
~===========

(1.7) 1,394,100 7.1 1,065,100 5.4 20,591,200 7.9

5.1 ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT AND

MANAGEMENT
MANAGEMENT OF SOLID WASTE AND HOUSING HYGIENE
CHEMICAL SAFETY
WORKERS HEALTH

6. DISEASE PREVENTION AND CONTROL
==============================

38,021,200 15.5 (1,985,200)
5=========== ===== ==5=========

(5.2) 3,851,300
~===========

10.1 1,866,100 4.9 39,887,300 15.3

6.1 CONTROL OF COMMUNICABLE DISEASES

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTED DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
RESEARCH IN TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

6.2 CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

18,995,000

2,568,300
448,900

1,317,300
618,500
50,700
453,000

4,669,100
349,200

8,156,100
363,900

4,788,200

4,788,200

7.7

1.1
0.2
0.5
0.3
0.0
0.2
1.9
0.1
3.3
0.1

2.0

2.0

(294,000)

167,700
225,600
(512,000)
75,600
44,700
(25,700)

(279,100)
4,200
5,100
(100)

(300,600)

(300,600)

(1.5)

6.5
50.3
(38.9)
12.2
88.2
(5.7)
(6.0)
1.2
0.1
*

(6.3)

(6.3)

1,628,000

197,200
16,000
27,400
61,700
4,800
15,900

455,800
10,400

825,000
13,800

468,200

468,200

8.6

7.7
3.6
2.1

10.0
9.5
3.5
9.8
3.0

10.1
3.8

9.8

9.8

1,334,000

364,900
241,600
(484,600)
137,300
49,500
(9,800)

176, 700
14,600

830,100
13,700

167,600

167,600

7.1

14.2
53.9
(36.8)
22.2
97.7
(2.2)

3.8
4.2

10.2
3.8

20,329,000

2,933,200
690,500
832,700
755,800
100,200
443,200

4,845,800
363,800

8,986,200
377,600

3.5 4,955,800

3.5 4,955,800

SUMMARY TABLES

10,697,400

7,890,400
2,807,000

4.3

3.2
1.1

186,300

(175,200)
361,500

1.7

(2.2)
12.9

1,075,300

747,300
328,000

10.1

9.5
11.7

1,261,600

572,100
689,500

11.8

7.3
24.6

19,526,100

12,084,600

6,243,600
581,800

0
616,100

11,959,000

8,462,500
3,496,500

8.0

4.9

2.6
0.2
0.0
0.3

4.6

3.2
1.3

(329,000)

(340,700)

(22,200)
40,900
60,100
(67,100)

(1.7)

(2.8)

(0.4)
7.0

(10.9)

1,394,100

861,900

530,300
20,100
3,000

(21,200)

7.1

7.1

8.5
3.5

(3.4)

1,065,100

521,200

508,100
61,000
63,100
(88,300)

5.4

4.3

8.1
10.5

(14.3)

20,591,200

12,605,800

6,751,700
642,800
63,100
527,800

7.9

4.8

2.6
0.2

0.2

7.8

1.1
0.3
0.3
0.3
*

0.2
1.9
0.1
3.4
0.1

1.9

1.9

25
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TABLE E-2 (CONT.)

PAHO/UHO REGULAR BUDGET ANALYSIS OF PROGRAM AND COST INCREASE/DECREASES BY LOCATION (CONT.)
….........................................................................................................................................................................

PAHO PROGRAM CLASSIFICATION
...............................................

1994-1995
Appropriation

% of
Amount Total

Program
Increase/Decrease

Cost
Increase/Decrease

Total
Increase/Decrease

Amount X Amount % Amount %
................................................- --

1996-1997
Tentative Proposal

% of
Amount Total

6.3 VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

7. ADMINISTRATIVE SERVICES
=======================

26,765,100 11.0
=========== -----

66,600
===========

0.2 1,237,400
===========

4.6 1,304,000
=====5======

5.6

3.4
2.2

4.8 28,069,100 10.7

7.1 PERSONNEL

PERSONNEL

7.2 GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

4,025,300

4,025,300

13,106,700

13,106,700

1.6

1.6

5.4

5.4

(100)

(100)

(106,300)

(106,300)

* 176,000 4.4 175,900

* 176,000 4.4 175,900

(0.8)

(0.8)

672,100

672,100

5.1 565,800

5.1 565,800

4.4

4.4

4,201,200

4,201,200

7.3 BUDGET AND FINANCE

BUDGET AND FINANCE

7.4 LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

7,978,600

7,978,600

1,654,500

1,654,500

3.3

3.3

(4,900)

(4,900)

(0.1)

(0.1)

0.7 177,900 10.8

0.7 177,900 10.8

281,500

281,500

3.5

3.5

107,800 6.5

107,800 6.5

244,260,000 100.0 (2,014,900) (0.8) 18,976,900 7.7
=========== =====5

16,962,000 6.9 261,222,000 100.0
===========...===== =========== -

* LESS THAN .05 PER CENT

14,238,000

8,341,700
5,896,300

5.8

3.4
2.4

(1,390,600)

(816,200)
(574,400)

(9.8)

(9.8)
(9.7)

1,755,100

1,274,600
480,500

12.3

15.3
8.1

364,500

458,400
(93,900)

2.5

5.5
(1.6)

14,602,500

8,800,100
5,802,400

GRAND TOTAL

4.3 13,672,500

4.3 13,672,500

276,600

276,600

285,700

285,700

1.6

1.6

5.2

5.2

3.2

3.2

0=7

0.7

3.4

3.4

17.3

17.3

8,255,200

8,255,200

1 ¡940,200

1,940,200
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TABLE E-3

PROGRAN BUDGET - EXTRABUDGETARY FUNDS
…___ _ __ __ _ ___----- -- ------ - - - - - - - - - - - - - - - - - - - - - - - - - - _- - - - - -__ _ _ _ _ _ _ _ _ _ _ __------

PROGRAN CLASSIFICATION
_----_______ _________. _ __EN_ _ _ .. _____--_ _--_--_

I. GOVERNING BODIES
................

GOVERNING BODIES

GOVERNING BODIES GOB

II. HEALTH IN HUMAN DEVELOPMENT
o. ammmmm am.mm -- O mlS*mOmm-

1994-1995

% OF
AMOUNT TOTAL

138,000
138000........

138,000

138,1000

36,798,100

.1

.1

.1

19.0
mmmmm

1996-1997

% OF
AMOUNT TOTAL

0
..-..- l....

0

0

8,964,200
m........ll

1998-1999

% OF
AMOUNT TOTAL

O
mmmmm mmmmmmmmmml

_____- ___o0

- 0

14.3
.....

3,957,700
mm~mmmmmmmm

GENERAL PROGRAN DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAM DEVELOPMENT AND MANAGEMENT
EXTERNAL COORDINATION
PUBLIC INFORMATION

EXM
GPD
ECO
INF

2,143,100 1.1 1.490,500 2.4 1,610.000 3.2

110,000 .1 195,000 .3 210,000 .4
848,800 .4 629,000 1.0 682,000 1.4
780,100 .4 567 000 .9 610,000 1.2
404,200 .2 99,500 .2 108,000 .2

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS AND ETHICS
RESEARCH POLICY AND STRATEGY DEVELOPMENT
WOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

2,040,100

HSD 421,600
HLE 48,000
RPS 60 000
WHD 1,510,500

28,191,400

CPS 3 999.000
EHA 24 192,400

2,887,900

HST 284 900
HBI 2,603 000

1,535.600

TCC 1,535.600

1.0

.2

.8

14.7

2.1
12.6

1.4

.1
1.3

.8

.8

889,200

0
0

68,000
821,200

5,477,500

787,500
4.690,000

1,107.000

64,500
1,042.500

0

1.4

.1
1.3

8.7

1.3
7.4

1.8

.1
1.7

465,200

0
0

75,000
390 200

828, 500

828,500

1,054.000

1,054,000

~ 0

_ O

SUMMARY TABLES

8.0
.....

1.0

.2

.8

1.7

1.7

2.1

2.1

.....

27
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TABLE E-3 (CONT.)

PROGRAM BUDGET - EXTRABUDGETARY FUNDS (CONT.)
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

X OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997

% OF
AMOUNT TOTAL

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
........ a................................ a. -

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS

QUALITY OF CARE AND HEALTH TECHNOLOGY

CLINICAL, LABORATORY AND IMAGING TECHNOLOGY

IV. HEALTH PROMOTION AND PROTECTION
..--- mm....--...-.- -...m--..M..

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH
HEALTH OF THE ELDERLY

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION ANO CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION
FOOD SAFETY

25,845,400
...........

20,629,500

UAH 19.847,600
DPR 781,900

1,721,900

HRH 1,721,900

3,308,000

EDV 3,308,000

186,000

CLT 186.000

31,506,800
...........

13,654,800

WCH 13,262,700
ADH 302,800
HEE 89,300

303,200

HED 5,200
ADT 285 800
MNH 12,200

17,548.800

NUT 15 569,600
FOS 1,979,200

13.3
.....

10.6

10.2
.4

.9

.9

1.7

1.7

.1

.1

16.1

7.0

6.8
.2

.1

.1

9.0

8.0
1.0

4, 954 800
... 7...5...

4.750,700

4,750,700

54,100

54,100

150,000

150,000

O

0

19,627,600

2.167.600

2,167,600
Oo

O

O
oO

17,460.000

14,880,000
2,580, 00

7.8
.....

7.5

7.5

.1

.2

.2

31.1
.....

3.4

3.4

27.7

23.6
4.1

2,968,000

2,968,000

2,968, 000
o

Oo

o

O

O

o

0

18,206,000
...........

468,000

468,000
O

O

o

o

O

17.738.000

14 900.000
2,838,000

1998-1999

AMOUNT
___________

X OF
TOTAL
_____

6.0

6.0

6.0

37.2
.....

1.0

1.0

36.2

30.4
5.8



TABLE E-3 (CONT.)

PROGRAN BUDGET - EXTRABUDGETARY FUNDS (CONT.)
___________________________________________________________________________________________________________________________________

1994-1995

% OF
PROGRAN CLASSIFICATtON AMOUNT TOTAL

1996-1997

% OF
AMOUNT TOTAL

1998-1999

A OF
AMOUNT TOTAL

1, 963, 600 ---

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
*-- a ....... a................ ...

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS' HEALTH

VI. DISEASE PREVENTION AND CONTROL
........ ma..mm ...m...... ma m..m a

CONTROL OF COMMUNICABLE DISEASE
------_________________________

VACCINE-PREVENTABLE DISEASES AND INMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTEO DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

CONTROL OF NONCOMMUNICABLE DISEASES

CANCER
OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

VII. ADMINISTRATIVE SERVICES
... ma......mmm....m...

PERSONNEL

PERSONNEL

GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

11,726,400

11.726,400

CWS 5.590,800
ERA 5,862,200
OCH 273,400

81,897,800

68,959,900

VID 19,111,500
ARI 1,796.800
CDD 6,777,400
GPA 19,742.000
STD 15 400
TUB 8.000
CTD 14,009 800
OCD 6,962,500
LEP 536,500

1,059,800

CAN 267 000
NCO 792,800

11,878,100

FMD 7 961 300
ZNS 3,916,800

6,612.500

488,000

PER 488,000

2,900,700
- -- - -- -- -- -

6.0

6.0

2.9
3.0

.1

42.0
.....

35.4

9.8
.9

3.5
10.1

.*

7.2
3.6

.3

.5

.1

.4

6.1

4.1
2.0

3.5

.3

.3

1.5

2.576.900
. ma.. a. a.

2,576,900

754 500
1,822,400

0

21,771 100
...........

13.136,200

4,543,800
1 574,700
1, 504, 100

O
O
0

485.600
5,028,000

0

27,800

27,800

8,607,100

6,923 000
1 684,100

5,077,400

433,500

433,500

1,419.000
___________

4.1
.....

4.1

1.2
2.9

34.6
.-...

20.9

7.2
2.5
2.4

.8
8.0

.*

13.7

11.0
2.7

8.1

.7

.7

2.3

1,963,600
...........

1,963,600

781,800
1,181,800

O

16,583,000

7,569 500

776,400
1,575, 400

981,200
O
O
o

4,236,500

O
O

9,013,500

6,923,000
2, 090 500

5,381,700

471,000

471,000

1,426,000

GAD 2,900.700 1.5 1,419,000 2.3 1.426,000 2.9

SUMMARY TABLES

4.0
.....

4.0

1.6
2.4

33.8
.....

15.4

1.6
3.2
2.0

8.6

18.4

14.1
4.3

11.0

1.0

1.0

2.9

----

29



TABLE E-3 (CONT.)

PROGRAM BUDGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

........................................................................................................-- -------- - -

BUDGET AND FINANCE

BUDGET AND FINANCE

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

BFI

SUP

2,279,000 1.2

2,279.000 1.2

944,800 .5

944,800 .5

2,262,000 3.6

2,262,000 3.6

962,900

962,900

1.5

1.5

2,443,000 5.0

2,443,000 5.0

1,041,700

1,041,700

2.1

2.1

GRAND TOTAL

......... ............ _

194,525,000 100.0

-....... M..M .....

62,972,000 100.0 49,060.000

........... ..... ........ M..

* LESS THAN .05 PER CENT

100.0

SUMMARY TABLES 30



TABLE F-1

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…-- -- -- -- ---- -------

.------ PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AnOUNT POSTS POSTS AMOUNT
- - - -- - - - - - - - - - - - - - - - - - - - - - -

SHORT-TERM DUT.Y
CONSULTANTS TRAVEL

$ $

FELLOWSHIPS

$

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $
GRANTS OTHER

S $

164 466.000
79,794.000

244,260,000

100.0

174,206,000
87,016,000

261,222,000
.. mm..-....

100.0

188,601,000
94,231,000

282,832,000
00...........

100.0
_____- -

270
160

430

274
158

432

271
158

429
mmmmmmr

384
132

516
......

360
133

493
.--...

360
133

493
......

93,603,100
46,324,600

139,927,700

57.3

98.797,200
48 035,200

147,632,400

56.4

106 050,500
52,239,300

158,289,800

55.9

5,480 100
3,582 300

9,062,400
...........

3.7

5.943,600
4,131,600

10,075,200
......... m m

3.9

5,943,600
4 131,600

10,075,200

3.6
_____-

6,367,800
2,885,600

9,253,400
...... m...

3.8

6.903.500
3,133.500

10,037,000

3.8

7 562.200
3 457,500

11, 019,700

3.9
_____

2,770,000
2,824,000

5,594,000
...........

2.3

2, 511,200
3,113,100

5,624,300

2.2

2, 511. 200
3.113,100

5,624,300

2.0

12 341 100
6,909,600

19,250,700

7.9

13 544 700
7,277,600

20,822,300

8.0

15 114, 600
8,301.200

23,415,800
..........

8.3
_____

7.994,100
4,061,800

12,055,900

4.9

7,887,900
4 694,000

12,581. 900

4.8

8,805,600
5.347,100

14,152,700

5.0

2,815.600
38,500

2,854,100
..........

1.2

2,657 400
120 800

2,778,200
..........

1.1

2,807, 500
128,400

2,935,900

1.0
_____

33 094,200
13 167,600

46,261,800
...........

18.9

35,960,500
15,710,200

51,670,700

19.8

39 805,800
17,512.800

57,318.600
20...........

20.3
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TABLE F-2

ANALYSIS OF BUDGETARY ELEMENTS - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

8UDGET ELEMENTS

PERSONNEL:

POSTS

LOCAL CONOITIONS STAFF

RETIREES' HEALTH INSURANCE

TEMPORARY ASSISTANCE

TOTAL, PERSONNEL

1994-1995

X OF
AMOUNT TOTAL

131,405,200

1,259.700

3,949,300

3,313,500

139,927,700

SHORT-TERM CONSULTANTS

DUTY TRAVEL

FELLOWSHIPS

COURSES AND SEMINARS

SUPPLIES AND EQUIPMENT

GRANTS

OTHER:

CONFERENCE SERVICES

CONTRACTUAL SERVICES

EXTERNAL AUDIT COSTS

GENERAL OPERATING EXPENSES

HOSPITALITY

INTERNAL AUDIT COSTS

REGIONAL DIRECTOR'S DEVELOPNENT PROGRAM

REPAYMENT OF TEXTBOOK LOANS

STAFF RELATIONS

TECHNICAL COOPERATION

TOTAL, OTHER

9.062,400

9,253.400

5,594,000

19.250,700

12,055.900

PER CENT
INCREASE/
(DECREASE)
__________

53.8

.5

1.6

1.4

57.3

5.2

38.4

5.1

7.2

5.5

3.7

3.8

2.3

7.9

4.9

2.854.100 1.2

1.564,.900

19,211,300

492,200

18,802,000

52,000

167.300

2.686,300

216.200

68.500

3,001,100

46,261,800

11.2

8.5

.5

8.2

4.4

(2.7)

.6

7.9

.2

7.7

.1

1.1

.1

1.2

18.9

1.9

15.2

5.1

12.4

7.3

5.1

(6.9)

(75.0)

5.1

14.6

11.7

1996-1997

A OF
AMOUNT TOTAL

138,185,200

1,743,400

4,150,700

3,553,100

147,632,400

10.075.200

10,037 000

5,624,300

20,822,300

12,581,900

2.778.200

1,595,100

22,136,300

517,300

21,125,800

55,800

175,800

2,500,000

54,100

72.000

3.438.500

51,670,700

52.7

.7

1.6

1.4
56 . 4

3.9

3.8

2.2

8.0

4.8

1.1

.6

8.5

.2

8.1

.1

1.0

.*

1.3

19.8

GRAND TOTAL
mmmmmmmmmmm ... u...-...

244,260,000 100.0
mmmmmmmmmmm mmmmm

6.9
mmmmmmm

261,222,000
...-.-.-.-.

* LESS THAN .05 PERCENT

100.0
.....
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TABLE F-3

ALLOCATION BY OBJECT OF EXPENDITURE - EXTRABUDGETARY FUNDS
___________________________________________________________________________________________________________________________________

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ - - - - - - -

------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

S S

DUTY
TRAVEL

$
FELLOWSHIPS

___________

COURSES
AND

SEMINARS
__________

SUPPLIES
AND

EQUIPMENT
__________

GRANTS OTHER

$ $

1,200.000
13 000,000
3,348.000
3,765 900

229, 800
2,335 300
14,939.900
102.636.200

566 300
1,862,900
1.032 700

750 000
71 400
84 500
10 000

108,100
12 200

10,350.800
976,700
317 700

2,255 700
565 500

5.983.900
16,289.200

448 300
30 000

1.108.500
5,964 200

845 500
99 000
15 400

8 000
3,203 100

110,300

194,525,000

100.0100.0

O
0
3
o
O
O
o

0
0O
0O
0O
O

14
o
0

20
0
4

13
O
0
3
2
2
0
O
O
1

85

0
0
0
o
o
O
o

45

o
oOO

oO0
0
0

46
0
0
O
0

6
O
0
1
0
0
0
0
O

18
0

116
mmmmmm.

1,200 000
13 000 000
1.925,900

936.600
O
O

39,600
11.053.900

26 500
323,600
35,000
58,000

O
o

o00
3,100

5.592,900
68'600
89,700

1,901.900
84 700

1 231.800
3.214.200

0
313,500
464,900
370,000

1,542,400
O

43,481,800

22.4

O
O

80,00
140 000

o

396 700
7,161 900

98,000
33,300
25 000

195 500
o
O

2,300
O

148,000
53,500

o
o

188.100
864,000
51,900

O
230,800
613,300
173 000
6,200
8,600

o
635,700

0

11,105,800

5.7

o
o

131 200
259,600

O
o

12.100
2.709.200

17,600
O

15,000
10,000

O
O

3,000
0

26,900
21.000

112, 200
5,200

227,700
643,700
59,700

82,300
197,800
99,000

5,000
O

231,000
O

4.869,200

2.5

o
o
o
o
o
O

6,500
650.300

o
o
o
O
O
o
o
O
O
O

1334,00

o
o

18,300
o

O

2.500

. ..--....

O
O

26 000
249,900

O
O

568,200
13,156 000

59,600
595 200
198 800
230 000

o

o00
0

1,400

335 200
110.000

O
6,500

1.327.100
2, 103 400

88 000
26,500
87 000

1, 239,900
55 000

7,300

7,100
295,900

o

20,774,000

10.7
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1994-1995

PA
PN
PC
PJ
PH
PB
PD
PG
PK
PL
PP
PV
PW
PY
PW
PY
PU
PX
OP
DR
FB
FD
FP
FX
ST
VB
VC
VD
VI
VW
VY
VT
AS
EF

TOTAL

# OF TOTALOF TOTAL

0

711.400
539.000

O
O

10,660 400
26,498.700

31.000
251 300
456 600
145 500
71,400

0o
10,000

O
2,400

612 500
202,400

2,500
O

361 800
1.430,700
2,077 400

14 300

90.400
1,372,000

20,000
7.700
O

88,100
o

45,657,500

23.5

0
O
0
0
0

4, 743,500
296 000

O
45, 000

o
O

1800
0

o

O
O
0
0
0
0

118s400
30,000

0
0
0

5,00
267200

0
0

60,800

5,324,900
..........

2.7

o
O

473,500
1,640,800

229 800
2,335,300
3,256,400

36.662,700
37 600

659,500
257 300
111.000

o
84,500

O
108,100

o
4,145,400

62.600
41,000

241,600
107 300

1,441.800
7.356,500

110,200
3,500

304,500
2,048 800

102 300
72,800
1,800

900
349,200
110,300

62,357,000
32...........

32.0
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TABLE F-3 (CONT.)

ALLOCATION BY OBJECT OF EXPENDITURE - EXTRABUDGETARY FUNDS (CONT.)
…--…--_ _ _ _ _ - _ _ _ __ - __-- ----------- ---------------- -

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS

S $ $ S

COURSES
AND

SEMINARS

S

SUPPLIES
AND

EQUIPMENT

S

1,200,000 0 0 1 200,000 0 0 0 0 0 0 0
13,000,000 0 0 13,000 000 0 0 0 0 0 0 0
3,400,000 2 0 1, 860,000 90,000 150000 0 40 000 800.000 0 460,000
1,628,000 0 0 500.000 0 0 00,000 113,300 72,300 0 28,400 162.800 0 751,200
1 341,000 0 0 O O O O 0 0 0 341 000

28,549.500 10 38 7,255.500 1,902,900 709,300 0 2,238,200 4.008,200 369.200 12,066.200
54,100 0 0 0 0 0 0 0 0 54,100 0

6,508,400 4 44 6508400 0 0 0 0 0 0 0
295,500 0 0 60,000 104.000 0 0 70,000 0 61.500
819.100 3 O 542 000 10 000 2 000 O 119 000 8,000 35,000 103,100
981 200 1 1 248 000 231 800 84,600 0 60,700 63 300 0 292.800

4.074,700 0 0 130,000 340.000 167 ,500 0 688000 1,189,600 0 1.559,600
508,500 2 0 410.000 0 40,000 0 0 0 0 58'500
612.000 1 9 612,000 0 0 0 0 0 0 0

62.972,000 33 92 32,325.900 2,792.000 1.225,700 0 3,244,300 6.231,900 458,300 16,693.900
----.. ... .. . ... ... .......... ...... ............. .

100.0 51.4 4.4 1.9 .0 5.2 9.9 .7 26.5

1.200,000 0 0 1,200.000 0 0 0 0 0 0 0
13000.000 0 0 13,000,000 0 0 0 0 0 0 0
3,420.000 2 0 1,880.000 90 000 150 000 0 00 000 0 460 000

816,500 0 0 300,000 56 600 40 700 0 10 200 70.200 0 338 800
1,341.000 0 0 0 0 0 0 0 0 0 1 341.000

18.876.300 0 30 5.053.000 249.000 158.700 0 911,500 2,900.400 0 9,603.700
7 039 200 14 44 7 039,200 0 0 0 0 0

981,200 1 1 248, 000 231,800 84,600 0 60,700 63,300 0 292,800
i,75,400 0 0 ;130.000 3:0,000 ::5,000 0 463.000 39,600 0 417,800

542,400 2 0 430,000 0 50 000 0 0 0 0 62,400
268,000 1 2 268,000 0 0 0 0 0 0 0

49,060,000 20 77 29,548,200 937,400 599,000 0 1,485,400 3,973,500 0 12,516,500

100.0 60.3 1.9 1.2 .0 3.0 8.1 .0 25.5
_ . - - - - - - - . . - - - - - - - - - - - - - - - - - - - - - - - - - - - - --_

GRANTS OTHER

$ $

1996-1997

PA
PN
PC
P3
PB
PG
PK
PX
DP
FP
VC
VD
VI
AS

TOTAL

X OF TOTAL

1998-1999

PA
PN
PC
PJ
PB
PG
PX
VC
VD
VI
AS

TOTAL

X OF TOTAL
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PAHO CLASSIFIED LIST OF PROGRAMS
1996-1997

1. GOV GOVERNING BODIES

1.1 GOB Governing Bodies

1.1.1 GOB Governing Bodies Activities related to the preparation and convening of meetings of the Organization's Governing
Bodies (Pan American Sanitary Conference, Directing Council and Executive Committee); to such
subcommittees es may be set up by the Governing Bodies; and to external audit.

2. HHD HEALTH IN HUMAN DEVELOPMENT

2.1 PDO General Program Development and Management

2.1.1 EXM Executive Management

2.1.2 GPD PAHO/WHO Program Development
and Management

2.1.3 SDP PAHO/WHO Staff Development

2.1.4 DGP Regional Director's Development
Program

2.1.5 ECO External Coordination

2.1.6 INF Public Information

PAHO CLASSIFIED LIST OF PROGRAMS 1996-1997

Activities of the Offices of the Director/Deputy Director (D/DD); of the Chief of Acdministration
(AM); and of two units under D/DD: Legal Affairs (DLA) and Internal Audit (IA).

Activities of Anatysis and Strategic Planning Office (DAP); activities of information support
services (software development) for PAHO's management by Management and Information Support Office
(ACS); and activities of information support for national health services.

Activities of the Program of Staff Development and Training (APL/SD).

Budgetary provisions for innovative technical cooperation programs which cannot be specifically
determined at the time of the program budget approval.

Activities of a unit under D/DD: External Relations (DEC), including collaboration with United
Nations and inter-American systems in the Region, with other organizations, and with multilateral
and bilateral programs.

Activities related to the mobilization of public opinion in support of major health objectives,
including utitization of mass communication techniques in the promulgation of basic tenets of health
promotion.
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PAHO CLASSIFIED LIST OF PROGRAMS 1996-1997

2.2 PPH Public Policy and Health

2.2.1 HSD Health in Socioeconomic
Development

2.2.2 HLE Health Legislation, Human
Rights, and Ethics

2.2.3 RPS Research Policy and Strategy
Development

2.2.4 WHD Women, Health, and Development

Analysis of institutional aspects in health policies; articulation of state services, social
security, and the private sector in national health systems; strengthening of intersectoral action
in the formulation and implementation of health policies; and participation of the health system
in integrated programs to combat poverty. Analysis and search for alternatives for sectoral
financing; economic-financial management of the sector for greater equity and efficiency in its
benefits; and study of the impact of the adjustment policies on health and the relationships between
health and econony.

Analysis of the political dimensions of health; identification of relevant entities in defining
health policies; promotion of health goals in national and regional development agendas;
implementation of the Documentation System of Basic Health Legislation for Latin America and the
Caribbean; cooperation for the analysis, development, and evaluation of health legislation in the
countries; and support for PAHO/WHO programs for development of the legal aspects involved in the
respective health policies. Contributions to enhancing the quality of Life of the region's populace
by applying ethical principles to medical practice in general, biomedical research, and health
regulations. Particularly, to contribute to the development of knowledge in bioethics and to
cooperate with other countries in the establishment of rules and regulations for bioethics-related
issues.

Activities aimed at development of a conceptual framework and analytical, admcinistrative, and
evaluation tools applied to technological development in health. An essentiaL part of PAHO's main
strategy of management of knowledge, comprising overall coordination of biomedical end pubtic health
research, highlighting the functions of the regional Advisory Committee on Health Research, its
subcommittees and working groups; strengthening of national health research capabilities; promoting
biomedical, socioepidemioLogical, and health systems research methodology; managing health research,
incLuding ethical aspects; providing research information support; and promoting national and
international health research policies and development mechanisms.

Activities aimed at strengthening the capacity of the health sector to analyze epidemiological data
from a gender perspective so es to develop programs and policies aimed at reducing gender inequities
in health. Includes information dissemination on the health situation of women from a gender
perspective and the formulation of training and research initiatives that enhance the grasp of
gender differentials in the health-iliness process.

2.3 NHP National Health Policies and
Program Development and Management

2.3.1 CPS Support to the Development,
Management and Coordination
of Country Programs Promotion, initiation, and establishment of permanent functional mechanisms for the application of

the process of broad national health program development and training of national personnel.
Includes activities of the Office of Assistant Director (AD), Country Representative Offices,
Caribbean Program Coordination, and the Field Office on the US-Mexico Border, as well as the
activity of the Executive Secretariat for the Regional PLan for Investment in the Environment and
Health (PIAS).
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2.3.2 HPL Health Planning

2.3.3 EHA Emergency and Humanitarian Action

2.4.1 HST Health Situation and
Trend Assessment

2.4.2 HBI Health and Biomedical Information

Analysis of the constitution, organization, resources, and operation of the health sector in order
to give strategic orientation to health policies and sectoral development projects.

Activities related to disaster preparedness and emergency assistance, included in this program due
to their close relationship to the support of country programs.

2.4 BHT Biomedical and Health Information and Trends

Improving the capability for generating and utilizing knowledge related to: a) assessment of the
health status of the population, its determinants and trends, in order to contribute to the
definition of health priorities, policies and intervention strategies, and b) evaluation of the
impact of those policies, strategies, and interventions, so that they may be adjusted or redesigned
as necessary. The above includes enhancement of the availability, quality, and timeliness of
suitable data and the promotion of their appropriate utilization.

Production of publications and documents of the Organization. Development and promotion of health
bibliographic and documentation services, including Libraries and regional document centers.
Activities related to simultaneous interpretation during executive, technical, and administrative
meetings; and to translation of books, documents, and other publications of the Organization.

2.5 TCC Technical Cooperation among Countries

2.5.1 TCC Technical Cooperation among
Countries Promotion and support of activities of technical cooperation among countries, which would serve as

a catalyst in supporting the goverrnments' efforts in identifying, planning, and implementing
mechanisms of intercountry cooperation at bilateral, subregional, regional, and global Levels.

3. HSS HEALTH SYSTEMS AND SERVICES DEVELOPMENT

3.1 PHC Organization and Management of Health
Systems Based on Primary Health Care

3.1.1 UAH Universal Access to Health Care Technical cooperation activities for the reorganization of the sector on the basis of the primary
care strategy with a view to achieving equity, effectiveness, quality, and efficiency in the health
services. Support for the processes of decentralization and local health system development, the
intersectoral approach, and social participation. Incorporation within the network of services of
all health care resources, including those of the public sector, social security, and
nongovernmental and private organizations, as welL as hospital services and their accreditation and
quality assurance. Support for specific programs to address the needs of high-risk groups.
Development of local strategic administration and support for health services research.
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3.1.2 HSR Health Systems Research

3.1.3 TRN Traditional Medicine and
Indigenous Health

3.1.4 DPR Disability Prevention and
Rehabilitation

3.1.5 ORH Oral HeaLth

Research intended to identify mechanisms to make health services more effective and efficient, with
special focus on primary health care, decentralization, and community participation.

Activities including technical cooperation and resource mobilization directed at improving the
health and well-being of indigenous peoples of the Region. Development, implementation, and
evaluation of health development projects in areas with large indigenous populations; health
promotion efforts and projects addressing priority populations (indigenous women) and health
problems (safe water, nutrition). Special consideration is given to the area of traditional
medicine, including but not Limited to medicinal plants. In particular, work in this area is
directed at enhancing the articulation between traditional and occidental health systems,
principally at Local level, taking full advantage of all resources including traditional
practitioners and making health services more culturally acceptable to the population.

Support for the countries in their development of national policies and programs for disability
prevention and community-based rehabilitation which are integrated into the health services systems
as part of primary care.

Activities related to community prevention and control of oral diseases and to general promotion
of oral health.

3.2 HRH Human Resources for Health

3.2.1 HRH Human Resources for Health Activities to coordinate the fellowship and textbooks program as well as the didactic and
pedagogical development to ensure the continuing education of health services personnel. Promotion
of the institutional development for personnel management with emphasis in the analysis of the Labor
market, formulation of human resource policies, and advanced training in these fields.
Institutional and program development of education in the health professions with emphasis in
medicine and nursing, promotion of Leadership, and advanced education in public health.

3.3 EDV Essential Drugs

3.3.1 EDV Essential Drugs FormuLation and implementation of national drug policies to ensure quantification of needs,
procurement, production, distribution, and management of essential drugs, including assurance of
regular supply at the primary health care Level. Includes activities geared to development of
national programs for monitoring and maintaining the quality, safety, and efficacy of drugs.

3.4 QCT Quality of Care and Health Technology

3.4.1 QAC Quality of Care and Health
Technology Assessment Promotion of health technology assessment and health care quality assurance activities to improve

effectiveness and reduce costs through information dissemination, training, and a network of
collaborating centers. Support of national programs and cooperation among countries to exchange
information and develop common standards.
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3.4.2 CLT Clinical, Laboratory, and
Imaging Technology

3.4.3 DSE Quality, Safety, and Efficacy of
Drugs and Biologicals

Activities concerned with the determination of standards for clinical, diagnostic, and treatment
methods (including surgical) appropriate for delivery through primary health care and the immediate
supporting levels; and promotional activities in the field of health technology, including
radiological and health laboratory techniques and dissemination of relevant information.

Activities aimed at assuming the quality, safety, and efficacy of drugs and biotogicaLs, including
establishment of norms, standards, and regulations; quality control procedures; and sharing of
resources among countries.

4. HPP HEALTH PROMOTION AND PROTECTION

4.1 FCH Family/Community HeaLth and PopuLation Issues

4.1.1 WCH Women and Child Health,
and Family PLanning

4.1.2 ADH Adolescent Health

4.1.3 HEE Health of the Elderly

4.2 HYL Healthy Lifestyles and Mental Health

4.2.1 HED Health Education and Social
Communication

4.2.2 ADT Prevention and Control of Substance Abuse
(ALcohol, Drugs, Tobacco)

Activities oriented towards strengthening technicaL, managerial and operative national capacity to
design, implement, and evaluate programs and services for the reproductive health of the population
and the comprehensive health of women and children, using intersectoral approaches for health
promotion and protection to individuals, the family, and communities.

Activities intended to promote development of programs and human resources, to provide better care
for adolescent populations. Emphasis wiL be on intersectoral approaches to adolescent health
promotion and prevention of risk behaviors. DeveLopment of instruments to obtain data on adolescent
care, family health, and evaLuation of services.

Promotion of better understanding of the normal and pathotogical aging processes to provide a basis
for the establishment of comprehensive plans, policies and programs for this emerging social group.
Promotion of training in gerontology and dissemination of current knowledge.

Activities that will assist Member Governments in building and strengthening health sector capacity
to implement and evaluate health education and social communications programs at all levels,
particuLarly local health systems, schools, communities, and the work place. Involving people and
aLt sectors of society in the analysis of knowledge, behaviors, and Life styles that are associated
with health and disease, developing skiLLs and abilities to implement solutions to needs and
problems. Of particular importance are social communications activities in the mobilization of
society for the purpose of establishing healthy public policy. Also, the exchange of knowledge and
experiences within and between countries in support of traditional healing practices among different
indigenous cultures and ethnic groups.

Promotional and technical advisory services on the formulation of national policies and programs
for research on and prevention and treatment of problems resulting from substance abuse. Support
to countries' actions aimed at reducing the incidence and prevalence of substance abuse. Efforts
to educate societies and new generations to avoid substance abuse.
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Activities aimed at the development of policies, plans, programs, and standards for promoting and
improving mental health and risk reduction. Prevention and care of mental and neurological
disorders at the community level, with psychosocial determinants being taken into account.

4.2.4 STP Settings for Health Promotion

4.2.5 PRV Protection from Violence

Activities aimed at strengthening health promotion in families, schools, community health systems
and services, civil societies, cities, and municipalities. Mobilizing resources to formulate and
establish healthy public policies and to implement and evaluate health education and communication
programs for health action. Priority will be given to schools as privileged settings to develop and
strengthen health promotion and education programs and supportive environments for healthy behaviors
and lifestyles.

Activities intended to develop intersectoral public policies on health promotion and violence
prevention at national and Local Levels, establishing networks of healthy and non-violent local
action groups, establishing social comnunications programs at the community level in support of a
culture of health and non-violence, and assisting in the implementation of interventions at the
community Level.

4.3 NFS Nutrition, Food Security, and Safety

4.3.1 NUT Food and Nutrition

4.3.2 FOS Food Safety

Activities related to the improvement of food supply and its availability and nutritional quality.
Incorporation within the national and Local development plans of interventions for the promotion
of good nutrition and for reducing morbidity and mortality from malnutrition. Also included are
activities to promote exclusive breast-feeding practices at Least through the fourth month of Life.

Promoting activities for the development of national policies and programs to ensure quality and
inocuity of food, harmonizing international and national norms and standards to facilitate access
of food products to international markets, and developing inspection and integrated epidemiological
surveillance systems to prevent and control food-borne diseases.

5. EPD ENVIRONMENTAL PROTECTION AND DEVELOPMENT

5.1 PEH Environmental Health

5.1.1 CWS Water Supply and Sanitation

5.1.2 ERA Environmental Health Risk Assessment
and Management

Activities aimed at the implementation of programs of urban, peri-urban, and rural water supply and
sanitation, including aspects of quality, coverage, and reuse. Also includes aspects of planning,
legislation, community participation, and institutional development.

Activities concerned with the development of national capabilities for the protection, surveillance,
conservation, and use of natural resources, incorporating the health dimension into the processes
of evaluation, monitoring, and control of environmental impacts.
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4.2.3 MNH Mental HeaLth



5.1.3 MWH Management of Solid Waste and
Health in Housing

5.1.4 PCS Chemical Safety

5.1.5 OCH Workers Health

6. DPC DISEASE PREVENTION AND CONTROL

6.1 CCD Control of Communicable Diseases

6.1.1 VID Vaccine-preventable Diseases
and Immunization

6.1.2 ARI Acute Respiratory Infections

CDD

GPA

STD

TUB

CTD

TDR

OCD

Diarrheal Diseases

AIDS

Sexually Transmitted Diseases

Tuberculosis

Malaria and Other Tropical Diseases

Research in Tropical Diseases

Other Communicable Diseases, Including
Surveillance of Emerging Diseases and
Antibiotic Resistance

I )

Support of activities regarding the aspects of collection, transport and disposal of municipal solid
waste, including institutional development; promotion of activities related to the health aspects
of housing and its perimeter.

Support for activities aiming at the development of nationaL capacities for the evaluation of
environmental risk to health and for measures aimed at the management of environmental quality as
related to chemical substances, environmental contaminants, and natural and technological disasters.

Support for activities aimed at the development of national capabilities for the improvement and
protection of the health of workers and the quality of working environments.

Activities aimed at stimulating and supporting research on new vaccines, the organization of
vaccines trials with the Member Governments, and the evaluation of the results of introducing new
vaccines. Activities related to the Expanded Program on Immunization.

Activities related to prevention and control of acute respiratory infections and asthma and broncho-
obstructive syndrome in children, and prevention and treatment of the "sick child."

Activities related to diarrheal disease prevention and control, including actions against cholera.

Prevention and control of acquired immunodeficiency syndrome and HIV infection.

Prevention and control of sexually transmitted diseases.

Prevention and control of tuberculosis.

Activities oriented toward the promotion of the prevention and control of vector-borne diseases,
including malaria, arboviral diseases, American trypanosomiasis, schistosomiasis, filariasis
(including onchocerciasis), and the leishmaniases, including the integrated control of vectors.
Activities related to the prevention and control of the intestinal parasite infections.

Activities pertaining to and included in the special program only.

Communicable disease program planning and general activities, including administration of the
International Health Regulations; activities related to prevention and control of other communicable
diseases of major public health importance such as meningitis, plague, influenza, dengue and yellow
fever, viral hemorrhagic fevers, hantavirus pulmonary syndrome, and viral hepatitis.

PAHO CLASSIFIED LIST OF PROGRAMS 1996-1997

6.1.3

6.1.4

6.1.5

6.1.6

6.1.7

6.1.8

6.1.9
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6.1.10 LEP Leprosy Prevention and control of leprosy.

6.2 NDI Control of Noncommunicable Diseases

6.2.1 CAN Cancer

6.2.2 CVD Cardiovascular Diseases

6.2.3 NCD Other Noncommunicable Diseases

6.3 VPH Veterinary Public Health

6.3.1 FMD Foot-and-Mouth disease

6.3.2 ZNS Zoonosis

Operational research and development support for activities in cancer prevention and control, with
emphasis on programs for the prevention and early detection of cervical cancer and the development
of cancer registries. Epidemiologicat support for the primary prevention of tobacco-related
cancers, including dissemination of information and health promotion initiatives.

Support to strengthen prevention activities, with emphasis on the role of primary care and local
health systems, in order to reduce the prevalence of cardiovascular risk factors. Activities for
the detection and control of arterial hypertension. Training and support for the conduct of risk
factor surveys and the development of model intervention programs.

Operational research and development support for the improvement of diabetes case-finding and
quality of care. Support for health promotion initiatives addressing the prevention and control
of injuries, including demonstration projects and the dissemination of information on impact and
cost-effectiveness of interventions. Support for noncommunicable disease prevention and control
in the context of local health systems, health promotion initiatives, and environmental health, via
training, priority-setting, and consultation. Analysis of current and projected impacts of
noncommunicable diseases of public health importance, including economic burden and the projected
impact of selected interventions.

Prevention and control of foot-and-mouth disease.

Prevention and control of the major zoonoses and related food-borne diseases.

7. PAS ADMINISTRATIVE SERVICES

7.1 PER Personnel

7.1.1 PER Personnel

7.2 GAD General Administration

7.2.1 GAD General Administration

7.3 BFI Budget and Finance

7.3.1 BFI Budget and Finance

7.4 SUP Procurement

7.4.1 SUP Logistical Support to Country Programs

Personnel services.

Conference, office, and building services.

Budget, finance, and accounting services.

Procurement services.
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GOVERNING BODIES

The Pan American Health Organization is governed by the Pan American Sanitary Conference, which meets every four years.
The Directing Council acts on behalf of the Conference in the intervening years. By agreement with the WorLd Health
Organization, these Governing Bodies also serve as the Regional Committee of the Worid Health Organization. In addition,
the Executive Committee holds two regular meetings every year. Other subcommittees of these Governing Bodies meet every
year, as needed. The category "Governing Bodies," covers the cost of scheduled meetings and supporting staff, as well
as the cost of the external audit. The staff also serves other seminars and conferences as time aLlows.

GOVERNING BODIES

( )
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PROGRAn BUDGET DISTRIBUTION BY LOCATION

PAHO AND WHO REGULAR BUDGET EXTRABUDGETARY FUNDS

LOCATION 1994-1i95i---- 1;96-i;97 1998-1999 1994-1995 1996-1997 1998-1999

GOVERNING BODIES 2,645.700 2,752,300 2.901,100 138,000 O 0

TOTAL 2.645.700 2.752.300 2.901,100 138,000 O O
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HEALTH IN HUMAN DEVELOPMENT

REGIONAL CONTEXT

General Program Development

1. The general situation throughout the Western Hemisphere as the century draws
to a close is a rather complex mixture of true advances and setbacks, rises in
incomes and glaring iniquities. Throughout the Americas, societies have pulled
themselves together and are leaving behind the upheavals of the 1960s and 1970s,
as well as the socially and economically "lost decade" of the 1980s. Several
Member States of PAHO have made significant strides away from en inward-looking,
statist model of development, toward societies striving to Link with a
24-hour-a-day world of electronic interdependence, commercial competition, and
regional, subregional and global trading blocs.

2. The subregional integration efforts currently advancing in the Americas,
migration, new and explosive situations appearing within countries and among
countries, as well as the advances toward democratic experiences emphasizing
individual rights and guarantees, will inevitably have repercussions on the
mission and role of PAHO in the remaining years of the century. The ongoing
processes of reform of the state, making it smaller and more responsive to
individual and group needs, are affecting the way Member States expect PAHO to
cooperate with them, and how they weant it to be a part of widespread efforts to
reform the health sector.

3. Consequently, legal issues permeate the life of an international organization
such as PAHO, an special attention should be given to those to minimize the
potential for friction between the interests of the Organization, its personnel,
external agencies and the countries where technical cooperation projects are
executed. Particular attention should be given to the issues related to
intellectual property rights, human rights, ethics, and, more generally, on how
the law interacts with health and medicine.

4. in light of the overalL changes that have taken place and the impact they can
be expected to have on the Organization, it is important to renew the goal of
Health for All (HFA). To assist in arriving at en overall position in this regard,
the Secretariat will leed a process of highly participatory consultation on the
subject with the countries, which will be the theme of e world conference in 1997.

5. Given the continuing differences in health system access and coverage (inequity
in health), the Organization has adopted a new set of Strategic and Programnmatic
Orientations (SPOs) for the quadrenniumn 1995-1998, which tie in closely with the
Ninth General Program of Work (9GPW) adopted by the World Health Assembly, the
analysis of implementation of the Strategic Orientations and Program Priorities
during the quadrennium 1991-1994, and the findings reported in the 1994 edition
of Health Conditions in the Americas, as well as other studies undertaken by

various units in PAHO. The adoption of these new SPOs coincides with the election
of the new Director of PAHO, which means that starting in 1995 there are new
policy and management conditions for the delivery of technical cooperation.

6. In view of the above it is necessary to revise and update the Secretariat's
management process, particularly in relation to the planning, programming,
monitoring and evaluation of technical cooperation so that the scarce resources
available may be used efficiently and effectively to achieve the objectives
established in the SPO.

7. The American Region Planning, Programning, Monitoring and Evaluation Systems
(AMPES) should reflect how the biennial program budgets and annual programs of
work are established to achieve the goaels of the SPO Areas of Work and Lines of
Action.

8. The difficulties encountered in the preparation of programs of work in the
Secretariat are related mainly to the identification of the level of
responsibility of the Secretariat and the countries in the execution of technical
cooperation projects.

9. An important aspect of the managerial development of the Secretariat is the
management of timely and effective information to serve es the basis for the
decision making. In this respect, there are currently, 15 major corporate
information systems that need varying degrees of modifications and enhancements
to accomnodate changes in the way PAHO conducts its business, and to take
advantage of further labor savings made possible by advances in technology. In
particular, changes in the staff rules and procedures have made the Personnel and
Payroll systems increasingly difficult to maintain to accomnodate such changes.
Several studies in recent years have recommended replacing or re-engineering these
systems to improve their utility to the Organization.

10. Another aspect related with information is the information required by the
national health services. The deficient information systems in the countries of
the Region which makes it difficult the data entry, processing, analysis and
documentation. These difficulties were evident particularly for the Secretariat's
management in the process of evaluating the SOPP and HFA during 1994 es well as
in the preparation of "Health Conditions in the Americas".

11. The social, economic, and political changes in the Region demand the
development of a broader concept of health and new and more effective approaches
and solutions than the traditional modets and responses of the past. As a result,
new demands, problems and tasks are emerging, both for the countries and for the
Organization.
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12. Thus, the Organization will require a work force which is politically aware,
able to mobilize resources and effective in the use of mass media.

13. To assist the countries in the developmnent of integrated national health plans
and in the design and execution of sustainable projects, the Organization needs
to increase its competence in participatory development and project design and
execution.

14. The democratization of the countries in the Region has given rise to social
movements which support the democratization in health in a more forceful and vocal
way and to increased demand from ethnic and special groups to participate in the
process of attaining health in manners targeted to their oan culture and needs.
This situation demands awareness of the type of problems posed by culture, gender
and other diversities and requires new skills and disciplines.

15. The requirements posed by the priorities of the Organization in the areas of
investment in health and the environment have highlighted the need to strengthen
the institutional capacity to move and advise in the financial and investment
areas, as well as in the administration, control and evaluation of environmental
problems.

16. The new concepts which have emerged in the field of management emphasizlng
managerial behaviors based on a more humanistic-democratic approach have fueled
a push to humanize organizations and to replace the mechanistic conception of
authority and power with a new concept of influence based on collaboration and
reason.

17. The total quality approach, the enrichment of jobs, the use of the performance
evaluation process for development purposes, supervision with a coaching and
educational focus, continuing education, incentive programs, and increased
participation of individuals in the decisions which involve their work, are some
of the strategies which have been successful in promoting organizational
excellence and productivity.

18. Information technology management is critical to PAHO, both to provide the
necessary health information support for decision making and to increase the
operational capacity of the Organization. Training in these areas will be a
constant throughout the Life of the Organization to accompany the rapid
advancement of technology.

19. Another important aspect of the Organization's management is the capture of
external resources to complement the scarce regular budget funds available. In
this regard, the Interamerican System is showing increased sensitivity to the
needs of the most vulnerable populations. In this regard, emphasis is being placed
on issues relating to Human Rights, Democracy, the accommodation, repatriation and

participation of displaced persons in the civil society, the effect of violence
on women, services for children and matters relating to integral development and
coordination.

20. It is hoped that the increased political awareness of these issues will
accelerate the achievement of the development agenda to inprove the level of human
development in the Region. However, there also might be a tendency in certain
quarters to create other specialized institutions within the system, some of which
may result in duplication of work currently being carried out by other existing
agencies. This could present a particular challenge for PAHO. The Organization
should coordinate its activities, with the OAS in particular, in such a manner to
effect strengthened political comnitments to the health environment.

21. The new mandate from the Summit of the Americas of this hemisphere, held in
December 1994 has strengthened the role and responsibility of the OAS in bringing
about economic and development changes in the Region. PAHO has a significant role
to play in the health sector programs as the specialized health institution of the
system. Both organizations have new administrations, and the renewal and possible
expansion of collaboration efforts is foreseen.

22. The tendency to reformulate the modalities of intervention of the United
Nations Technical Cooperation system will continue. The trend has been towards a
more coordinated approach in each country. While the major instrument utilized for
this purpose is the Country Strategy Paper, ancillary matters such as joint
premises will continue being discussed on a country by country basis. On the other
hand, a welcome development is the "upstream policy dialogue" with the countries.
While PAHO has had such a contact with the Health Sector, the new approach may
help reach other sectors that influence Health directly or indirectly.

23. The traditional channel for multilateral funding in the UN system, UNDP, is
facing an erosion of its resources, particularly in medium income countries. This
affects funding for most countries in the Americas. In addition, it is expected
that there will be further competition for extrabudgetary funding between agencies
in the Region.

24. The tendency to focus development projects on more comprehensive themes such
es "Human Development" or "Sustainable Development" will also require special
efforts to project PAHO's comparative advantage among the countries.

25. The tendency towards "National Execution", where financial as wetl as
substantive responsibilities for projects is placed straight into national hands,
with UN System Agencies acting as consultants in their areas of expertise will
certainly increase, at least in general development projects. This will require
a high Level of coordination as well as a capacity to function administratively
under different arrangements from those currently held.
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26. TotaL Official Development Assistance (ODA) from the member countries of the
OECD's Development Assistance Conmittee reached US$60.4 billion in 1992.(1) This
figure represented an increase of 6.6X compared to 1991. Of this total, a World
Bank study (2) conducted in 1993 reported that wortldide approximately 7X was
directed to support health.

33. It also creates a need for continued cooperative ventures between PAHO and
Ministries of HeaLth, journalists' associations, television and radio networks,
and other groups which can benefit from PAHO's expertise in health and
communications.

Public Policy and Health

27. From total ODA flows, historicaLly about 10X (3) has gone to Latin America and
the Caribbean, reaching US$5.5 billion in 1992. In 1991, Last year for which
desegregated data Is available, 14X of total ODA went to health in the Americas,
compared to 7X worldwide. This difference could be interpreted as an increased
capacity of the health sector to mobilize resources in this hemisphere, and/or as
a reflection of an increased attention by donors to Latin America and the
Caribbean in the early 90s to the social sectors' needs, including health.

References

(1) OECD Report 1993. Table 36.
(2) World Bank "World Development Report", Investment in Health, 1993,
Chapter 7.
(3) Klinger, Irene. Cooperaci6n Internacional en Salud, Septetber 1992.

28. No data for 1993 is available yet. It is to be hoped that the renewed
international attention to the social sectors, investment in human capital and
health that emerged in the early 90s will continue and be consolidated in the
biennium 96-97. Paradoxically, this emphasis on health is occurring at the same
time as Official Development Assistance is being cutback, and redirected from
Latin America and the Caribbean towards new emerging democracies, end other
continents. Improvement of macroeconomic conditions in the developed world might
result in a reversal of this situation. It is also expected that the next biennium
will be characterized by increased lending to Latin America and the Caribbean.

29. An additional challenge is the increased attention and allocation of
international resources to humanitarian emergencies in detriment of support to
sustainable development efforts. General natural and political conditions will
determine whether this situation will continue.

30. Faced with the situation, consideration shoutd be given to the image of PAHO,
especially among decision-makers. ALthough the Organization is well-known and has
an excellent reputation in the public health community, many of its activities and
initiatives do not have as prominent a public image as we would like.

31. There is also an increasing need for information on health by the general
public and the mass media, by an increasing awareness of the importance of health
as a key component of devetopment, and by growing opportunities to use modern
electronic methods to disseminate information.

32. This increasing need for information creates a tremendous demand for timely,
well-conceived, and accurate health information programs that will reach as many
people as possible through television, radio, newspapers, magazines, other media,
and through interest groups.

34. The Region has reached a special point in its development, a time when the
macroeconomic adjustments applied to the national economies after the crisis of
the last decade are being consolidated. Today, the role of the State and society
in the Life of the countries is being redefined, as are the countries' relations
with the different development agencies. The regional integration processes,
moreover, are opening up opportunities for technical cooperation among the
countries, but at the same time are posing new challenges for this cooperation.

35. There is growing concern in the countries and the development agencies over
the persistent social inequities that have continued to grow. The heightened
awareness of these inequities has translated into commitments, such as those
assumed at the World Summit for ChiLdren, the International Conference on
Population and Devetopment, the Summit of the Americas, the World Summit for
Social Development, and the World Conference on Women, that attempt to respond to
the situation of the different population groups.

36. There is also recognition by the multilateral and bilateral cooperation
agencies that health is essential to human development. This recognition impLies
numerous challenges: the Limited ability of the health sector to play a
leadership role in determining the central focus of sectoral reform and in
defining and incorporating health activities into multisectoral programs to combat
critical poverty. This weak negotiating position is manifested in the limited
allocation of resources to the health systems and in the inefficient management
of the resources.

37. Strengthening the health sector's leadership capability in the reform of the
sector to correct the persistent inequities in health and human development first
demands systematic efforts to promote coordination with entities both outside and
inside the sector.

38. Outside the health sector, cooperation with the Executive and Legislative
powers at the national level is of critical iumportance for emphasizing the
promotion of individual and collective health as a key priority for the country's
development. Similarly, cooperation should be maintained with other national
entities, such as the agencies responsible for regulating scientific and
technological development in health and the nongovernmental organizations that
promote activities that facilitate health and human development with equity.

39. Within the sector, advantage should be taken of the opportunities created by
regional integration to implement and/or bring into line policies that regulate
the participation of the different public and private actors involved in the
production and consunption of health goods and services.
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40. Strengthening the sector requires relevant, up-to-date epidemiological
information on the health situation and living conditions, desegregated by sex,
ethnic group, geographical area, and social group. This information is essential
for development, since it is only through the analysis of these data that the
nature of the existing inequities in the different populations can be captured,
thereby making it possible to respond with efficient and effective interventions
that substantively help to reduce the inequities.

41. While there is a need to strengthen the ability of the health sector to exert
influence at the macro level, this cannot be achieved without improving the
sector's knowledge of the sociocultural mechanisms operating at both the macro and
micro level--mechanisms that hinder or facilitate access to and control of the
resources and benefits for protecting health. These mechanisms become clear, for
example, through gender analysis in health, which requires the disaggregation of
data by sex. Hence, it will be important to strengthen the capacity of the health
sector to utilize the gender perspective to correct gender inequities in health.

42. The possibilities for contributing to the analysis and appropriate use of the
information on health and living conditions increase in tandem with the countries'
technical and scientific capability for conducting research in public health.
However, despite the growing demand for knowledge related to health, several
countries of the Region have witnessed cutbacks by the State in the resources
allocated to this area. For example, the state agencies that are responsible for
regulating scientific and technological development have undergone organizational
and functional changes in recent years, within the context of the reform of the
State. These changes have undermined their political clout and reduced their hunan
and financial resources, contributing to the gaps in health policies and
development plans.

43. The increasing recognition of the importance of health by a variety of
entities demands coherent responses from the health sector, based on a deep
understanding of the multiple dynamics operating with respect to health and living
conditions in the countries. The Secretariat is prepared to support them in this
effort.

National Health Policies and Program Development and Management

44. All countries can improve some aspect of the management of health services and
more particularly of their infrastructure by carefully managing their human,
financial, organizational and material resources. The vast majority of these
resources are national in origin although a significant part is from external
sources. A major effort is required to coordinate these various resources to
ensure a comprehensive and cohesive program which addresses national health
development priorities. The Pan American Health Organization provides technical
cooperation to aid national health authorities in addressing these priorities. The
Office of the Assistant Director coordinates the Subregional Initiatives, which
saso provides the framework to strengthen technical cooperation among countries.

45. One of PAHO's basic tenets is to consider that the Country Offices are
fundamental to the ultimate success of any program of technical cooperation. While
there has been marked improvement in their physical facilities, data processing

and communications, attention needs to be focused on the strengthening of the
Country Offices. It is therefore critical to ensure that the Country Offices are
efficiently organized, managed and supervised.

46. Regional Plan for the Investment in the Environment and Health. The growing
need for improving health levels, increasing health service coverage, and
developing basic sanitation and control of environmental pollution is leading the
countries to allocate more and more economic resources to programs designed to
meet these goals. Structural adjustment and reform of the State have been carried
out in many of the countries in the Region, and this has been accompanied by a
decline in the resources devoted to social expenditure, particularly as regards
investment. During the period 1982-1992 there was only scant public investment in
the environment and health in practically all the countries in the Region. Despite
the diversity of investment levels, average investment for all the countries
declined: 0.38X of the GDP in the environment and 0.27% in health. These rates,
far from permitting expansion of the coverage of services in the Region, are
insufficient to cope with the deterioration of the infrastructure and with the
population increase. In most of the countries, the level of investment in health
and the environment has also been low as a proportion of total investment by the
public sector in the social areas. In recent years, interest has begun to be shown
in investing in the environment and health as one of the priorities of the new
concept of comprehensive and equitable development. Education and health have
emerged as fundamental pillars of sustainable human development, and to achieve
this development, it has become necessary to recover and even surpass the levels
attained by the countries prior to the 1980s in both the operation of health
services and in investment in the environment and health sectors.

47. In world and regional forums at the highest political level, the bases have
been set for the health area to receive a larger share of the existing resources.
Presidential summits, the declarations and programs of the international financing
and technicaL cooperation institutions, and the development plans of the countries
themselves are opening new and vast opportunities for investment in human capital.
However, this opening is coming up against obstacles and structural bottlenecks
that are preventing the potential flow of resources toward the historically
neglected sectors from being fully implemented. The absence of a consolidated
system for investment in the environment and health sectors, coupled with
institutional weaknesses in designing and carrying out investment plans and
programs and in managing projects, are the greatest problems the Region faces in
reconciling development of the environment and health sectors with overall
development. The problems described here are compounded by the lack of resources
available for preinvestment activities, since timely access to such resources is
problematic, given the rigidity of administrative mechanisms, their excessive
onerousness, and their frequent ties to specific investments.

48. Aware of this reality, the Pan American Health Organization, after
consultation with the Member Governments, launched the initiative for the Regional
Plan for Investment in the Environment and Health (PIAS). The Plan was eagerly
welcomed and approved by the countries and by the regional and subregional health
forums in the Hemisphere. The Regional Plan for Investment in the Environment and
Health is more than a plan. It constitutes an initiative and an opportunity for
participation in and reinforcement of the efforts of countries and organizations
to optimize the investment of the new resources earmarked for health and the
environment. In addition, the Plan provides a frame of reference for actions in
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the short, medium, and long terms in the area of investment. Urgently needed
activities, such as the carrying out of sectoral analyses, the design of National
Plans of Investment in the Environment and Health within the framework of sectoral
reform, the design and execution of specific investment proJects, institutional
strengthening for planning and managing the investments, and the training of human
resources, form the central core of the initiative.

49. Emergency and Humanitarian Action. Natural hazards-earthquakes, hurricanes,
volcanos, landslides among other emerging situations continue to threaten the
countries of Latin America and the Caribbean during the coming biennium. The
countries' vuLnerability to disasters will be exacerbated by socioeconomic
factors. For example, the accelerated rate of urbanization in Latin America
contributes to environmental degradation and to poverty, which in turn, lead to
inadequate land use or inappropriste construction techniques. Other factors such
as population growth and Low levels of education are slso related closely to the
problem of disaster vulnerability. Projections from the U.N. Population Division
indicate that both population and urban density in our Region will continue to
rise into the next century, making it imperative to step up efforts to mitigate
the impact of disasters.

50. Natural disasters are not the only hazard facing the Member Countries of Latin
America and the Caribbean. The threat of technological disasters is growing at a
rapid pace and may become the major concern in the 21st century. During the coming
biennium, efforts will intensify-in the form of training and dissemination and
exchange of information-to prepare health sector disaster professionals in the
Member Countries to face this threat.

51. A number of countries have already taken steps and will continue to intensify
disaster mitigation efforts to complement longstanding preparedness measures.
Member Countries have come to recognize that disaster mitigation for hospitals and
other health infrastructure is not a Luxury but an essential strategy for
safeguarding these facilities.

52. The implementation of disaster mitigation measures will require a national
commitment and the political will to do so. Although national, subregional and
regional parliamentary bodies are developing awareness of the effects of disasters
on development, of which health is an integral part, much remains to be done to
update or overhaul antiquated disaster legisleation which is based primarily on
response.

53. The current global communication and information revolution offers wide-
ranging opportunities for disaster management-prior to, during and following
disasters. Presently there are several global initiatives aimed at exchanging
hazard management and other disaster information electronically. They are,
however, directed more to the needs of developed, donor countries than to the
needs of disaster-prone developing countries. PAHO will intensify efforts to

ensure that this Region and the health sector benefit from an organized network
between and among researchers and emergency managers, the medical community and
Legislative bodies, and non-governmental organizations with bilateral and
multilateral agencies.

54. Disaster prevention and mitigation are not Likely to decrease, in the short-
term, the need for PAHO's operational involvement in humanitarian activities. The
experience in Haiti highlighted challenges to be addressed during the next
biennium, such as the need to improve resource mobilization, to fortify the
leadership position of PAHO in all health aspects of disasters, and to identify
and/or develop specialized expertise in the aspects unique to "conplex" disasters.

Biomedical and Health Information and Trends

55. Much of the progress in the Americas over the past 150 years, in human
development in general and in public health in particular, has been due to the
dissemination of knowledge resulting from basic and applied scientific research.
Publishing constitutes a critical phase in the scientific communication process,
and scientific publishing--which by definition implies review and validation by
peers--uhile not infallible, represents the most rigorous approach to assuring the
communication of reliable information.

56. The dissemination of information and, most especially, the publication of
health research results are critical to the principal thrusts of the SPO and the
9th. GPW of WHO. In this context, the purpose of publishing and information
dissemination is to: identify and set priorities among health problems; guide and
accelerate application of knowledge to solving health problems; develop new tools
and fresh strategies; and advance basic understanding and the frontiers of
knowledge.

57. It therefore behooves the Secretariat to determine the regional situation with
regard to health information dissemination--both needs and how best to respond to
them--in light of the Organization's strategic and programmatic orientations. The
general lack of access to scientific Literature--what WHO has described as the
"absence of vigorous and effective means of disseminating research"--is one of the
biggest problems health researchers in the Americas face. The decade past
witnessed an increasing difficulty on the part of institutions, students, and
researchers in both producing and gaining access to pubtic health literature, due
to the rising costs of books and journals in relation to dwindling Local
resources. By contrast, the developed world has been experiencing a powerful
information explosion on the subject, printed as well as electronic. Consequently,
the gap in technical and scientific knowledge continuously widens. Scientific and
technical journals on health have suffered financiel setbacks that have resulted
in the disappearance of some and the irregularity of others. Health Libraries
throughout the Americas have tikewise experienced declines in funding--a situation
that has forced them to reduce their atready modest collections and services.
Access problems related to reduced funding are conplicated in many countries by
the major obstacles of inefficient distribution and circulation of health
Literature, reducing the flow of critical information, which can Lead to the
duplication of research among other inconvenient effects.
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58. In addition to researchers, health workers at every level in the countries of
the Region--across the geographic, political, and socioeconomic spectrum--require
information that is validated, useful, and relevant to their local needs, be it
in the form of books, journals, documents, and in printed or electronic media.
Information is of strategic importance to the development and execution of health
policies and to manpower training, in part as a means to reduce dependency on the
developed world. At the same time, to solve the health problems directly related
to people's habits and lifestyles, it will be necessary to reach beyond academic
centers and officialdom to health service consumers and the community at large.
That outreach will require development of the tools and products of social
communication.

59. Publishing. The Latin American and Caribbean contribution to the international
scientific and technical literature has increased significantly in recent years,
although a disproportionate share of the literature originates in a few countries,
especially Brazil, Argentina, Nexico, Chile, and Venezuela. Nevertheless, the
citation impact, determined on the basis of how frequently articles reporting
research are cited in the literature, has remained relatively static (Garfield,
1995).

60. Of the 3,081 scientific journals on health and medicine that the U.S. National
Library of Medicine includes in Index Medicus, only 45 (1.46%) are from Latin
America and the Caribbean; of those, 68% cover clinical medicine, 26% biomedicine,
and only 6% (three journals) public health (Index Medicus, 1994).

61. A study of some 3,000 articles published in a sample of 51 Latin American and
Caribbean journais from 1988 to 1993 showed that 21% of the articles dealt with
communicable diseases, 15% with biological sciences and biochemistry, 12% with
internal medicine and surgery, 11% with pediatrics, 8% with food and nutrition,
6% with epidemiology, and 6% with heaLth services and systems. The same study
indicated that the coverage of certain topics that the Governing Bodies have
designated as priority--such as health promotion, environmental health, and women,
health, and development--was less than 5% (PAHO Publications Program, 1994).
Similarly, a study of research in Barbados, Jamaica, and Trinidad and Tobago from
1976 to 1990 showed that 63.8% of publications were in none of the seven priority
areas designated by the Caribbean Cooperation in Health initiative (Alleyne, et
al., 1995).

62. Of the 507 Latin American and Caribbean health journals included in LILACS
(Literatura Latinoamericana en Ciencias de la Salud) produced by BIREME, 74% deal
with clinical medicine, 14% biomedicine, and only 12% public health (BIREME,
LILACS, 1990).

63. In the last 20 years the number of Latin American and Caribbean journals
included in the Science Citation Index have never numbered more than a dozen,
there currentty being 11, distributed according to type of research into clinical
research (6 journals or 55%) biomedical research (4 journats or 36%) and public
health (1 journaL, Salud Publica de Mexico, or 9%).

64. A study of health research in five Latin American countries from 1987 to 1989
echoed this predominance of clinical and biomedical research, with public health

significantly less represented, as follows: Argentina, 12.4%; Brazil, 15.1%; Cuba,
30.4%; Mexico, 21.5X; and Venezuela, 12X (PAHO Scientific Publication 543, 1993).

65. It is evident that research carried out in the countries does not reflect the
priorities--in terms of subject matter--as set forth by national health
authorities. Individuals and institutions working on scientific research tend to
conduct their investigations primarily in the areas of clinical medicine and,
secondarily, of biomedicine. Public health in general is the subject of far fewer
publications, end the more specific priority health areas designated by the Member
Governments of the Pan American Health Organization over the past three quadrennia
are significantly underrepresented in the recent body of research originating in
the countries of the Region.

66. In effect, there is a major incongruity in the relationship between research
activities, and consequently of the scientific information that results from
research, and national health priorities. A regional need exists, therefore, to
surpass the gaps in information on general and specific matters of public health
and to provide health workers in the countries, at every level, the best health
information. This is the principal remit of the PAHO Publications Program.

67. Marketing, distribution, and sales. A number of existing factors in the Region
condition the effective penetration of health information in the countries: an
explosion of interest and demand for such information; the relative Lack, as seen
above, of public health information to satisfy that demand; the increased
availability and access of electronic means of communication; the limited
purchasing power of potential readers in some countries, difficulties in getting
books from Droducers to users, including the high costs of shipping and handling,
custom clearance problems, postal systemdeficiencies, and reductions in erstwhile
free franking privileges.

68. Information and documentation. Libraries and documentation centers today are
experiencing dramatic change in the nature of services and products they are to
provide, and the force of technology can be expected to radically alter their role
in the process of scientific and technical communication tomorrow. The widespread
use of computers and the growth in communications networks--yielding not anything
so neatly configured as an information superhighway, rather something more Like
en ever-accreting ocean of information--is forging a new mission for these
information centers: traditionally the physical "address" where information was
stored and from which it was retrieved, they are now challenged to become the
"brokers" of information in a "virtual" environment liaising between its producers
and its users and, amidst the vastness of available sources, serving as a
knowledgeable filter of what is relevant and opportune. It can be expected that
Libraries will: include data files and resources in electronic form; package
information and services with the convenience and specific needs of the users in
mind; take an increasingly proactive role in advising individuals and groups on
information processing; create "special desks" staffed by subject specialists to
rationalize and adapt responses to specific user communities; support and
participate in general education programs to create a base of information skills;
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and experience a decrease in the number of routine, clerical tasks, thus freeing
up library staff to engage in direct user services.

69. Among the principal problems identified in the area of information and
documentation, is the need for faster and more reliable communication in the
Latin American and Caribbean countries, which are faced with a serious
communications problem that is impeding the progress of the information network.
This makes communications a priority issue.

70. The current communications media have added the fax and electronic mail to the
transfer of electronic files. This type of comnunication transcends the barrier
of time zones, since computer-to-computer texts are held in readiness for their
addressee, who receives the message in his own time. Thus, the work site today is
uherever the person sits with his/her personal computer, modem, and telephone, and
the physical immobility, where the information was confined to collections, is no
more.

71. An analysis of the planning orientations and the evolution of information in
the Region as a whole, as well as the identification of the obstacles that must
be overcome to meet the established goats was carried out over the past 4 years
in Encounters organized by BIREME/PAHO. The goats are to provide good information,
as fast as possible, through the most appropriate mediun, on the most advanced and
current topics, preparing our professionals to compete with the best in the world.
In 1992, the topic was Information in the Health Sciences in Latin America and the
Caribbean: Current Situation and Prospects in the New Technologies. In 1994, the
topic was Challenges of the Information Era: Agents and Users, which dealt with
matters such as artificial intelligence, specialized information systems,
megatrends in information science in health, scientific output, and factors for
recognizing quality.

72. The analysis has revealed that there is support for the information policies.
However, with some exceptions, the national networks do not have the necessary
resources to build journal collections in an ongoing and systematic way nor obtain
qualified personnel and access the electronic communications and information
media.

73. Nevertheless, the Latin American and Caribbean System of Health Science
Information is a real, operational, concise, and successful network in terms of
its common goals and methodological practices, this is its only strength in a
hemisphere where regional integration is a difficult matter and where examples of
cooperation at the regional level are limited and sporadic. Thus, it can only
continue to advance in its projects and operations if it coordinates with the
governments and other entities and simultaneously moves toward new technological
conquests, fully utilizing the modern communications available today.

74. At the present time, the operations of the regional system can be expressed
in the following data: 23 countries with more than 160 cooperating centers and
more than 350 participating libraries belonging to the regional system; 15,000
records added annually to the LILACS database, which has a total of 135,000
records; 650 annual subscriptions to the LILACS/CD-ROM; 300,000 requests annually
for photocopies of articles; 2,200 users and libraries connected on-line to

BIREME; from 1992 to 1994, nearly 600 librarians received training in the LILACS
methodology and nearly 1,500 users in access to databases.

75. The challenge is to overcome the resistance to new ideas and practices and for
each member to accept the transfer of its know-how to all the other members of the
system. Sharing and mutual assistance should be bolstered and future prospects
clearly defined as a real purpose.

76. The use of the communications media in the service of information should be
unrestricted, and every effort should be made to eliminate dependency and the
privilege of the few who have access to information on an individual basis at the
expense of the many.

Technical Cooperation Among Countries

77. The PAHO Governing Bodies have approved the promotion of joint actions between
countries to address common problems as one of the key strategies for improving
the health of the people in the Americas. The area of Technical Cooperation Among
Countries (TCC) remains an important one for PANO and though, nuch has been done,
there is room for improvement.

78. TCC is an efficient way to provide technical cooperation between countries
with comnon problems and objectives. The Office of the Assistant Director acts as
the focal point for TCC which involves stimulating its use to satisfy the
technical cooperation needs of the countries. The usefulness of this form of
cooperation and the guidelines that govern the use of TCC funds are very clear.
The fact that some PWRs are more successful than others show what can be done.
However, some mechanism has to be found to spur even more interest in this area.

TECHNICAL COOPERATION STRATEGY

General Program Development and Management

79. The cooperation strategy of the Organization has been articulated in the
Strategic and Programmatic Orientations, 1995-1998. The strategy adopted by the
individual units in the Structure are as follows:

80. The Office of Legal Affairs will provide effective general legal services to
the Directorate, Governing Bodies, PWRs, Specialized Centers, and technical and
administrative units in matters affecting the legal status and general operation
of the Organization. Particular consideration will be given to the privileges and
immunities PANO enjoys in its Member Countries and the assurance that the Basic
Agreements granting PANO special status as a public international organization be
ratified and respected by the Member Governments. In this regard, DLA's general
legal services will be essential to the effective attainment of PAHO's strategic
orientations and program priorities.

81. The Office of Analysis and Strategic Planning (DAP) will promote
implementation of the SPOs and the 9GPW in plans and specific operational programs
that envisage the objectives proposed by the Governing Bodies and the priorities
set by the countries, and it will generate policies for the Organization based on
a strategic analysis of the situation in the Region, to be carried out with the
support of all regional and country units.
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82. During the biemnniun DAP will promote the planning (programming, monitoring,
and evaluation) of technical cooperation, build strength in the area of methods
and prospective techniques as well in the programming of AMPES, in alignment with
the 9GPW and the SPOs approved by the Pan American Sanitary Conference, and
propose institutional developmnent processes. The unit will continue to participate
in the development of the Organization's and national personnel disseminating the
methodology of logical approach to project management in PANO and its application
in the AMPES system.

83. DAP will elso promote a review of the concept and application of the subject
of international technical cooperation in health and a revisiting of the goal of
Health for ALI in Light of the new círcumstances in the Region and the
consideration of alternative future scenarios.

84. The Department of Management and Information Support (ACS) will actively
pursue inprovements to these systems in the 96-97 bienniun. FAMIS and ADPICS will
continue to need support to help AFI and APO obtain the best use of the investment
PAHO has made in these systems. ACS will continue to support the FFMS
installations in 35 field offices. The FFMS system will be continuously enhanced
to provide a better tool for management and staff in the field offices.

85. ACS will also focus on improving the accessibility of information to
management in the field and in headquarters offices, by pursuing better
integration of systems end information, and inproving the presentation of that
information. To this end, the AMPES and the OMIS systems in HQ will be
considerabty expanded.

86. Special enphasis will be given to the area of donor and grant related
infornmation. In addition, ACS will focus on integrating the various applications
in PAHO to permit them to better share information, thus reducing the workload of
users and enabling the information to be combined to create new computer science
products to better support PAHO's overall mission.

87. The Program of Information Systems (HSI) will promote and coordinate with the
countries the decision making process in relation to the development of
information systems, their organization and use for the health services.

88. HSI will manage the knowledge in relation to the experiences and existing
technology and will make it available for the countries utilizing the strategy of
technical cooperation among countries.

89. Staff Development and Training (APL/SDT). The overall strategy of the Staff
Development Program is to introduce programs that are sustained over time. This
implies that human resource development program approaches and activities are
integrated into the Organization's overall development strategy and that the Staff
Development Program's efforts ere coordinated with other organizational systems
and key actors.

90. Training design and delivery will incorporate and make better use of the
already existing knowledge, experience and capabilities of the Organization.
Outside resources will also be used to provide the latest concepts in the fields

of expertise of our staff members and to provide opportunities to study new ideas,
discuss experiences and solve problems. Activities will be developed in an
interprogrammatic manner with a work application focus.

91. Whenever possible, in programs carried out in partnership with the technical
units, training programs will incorporate nationais to provide for a unified point
of view with PAHO counterparts.

92. The program activities will include all staff members, regard[ess of contract
or duty station. These activities, while responding to specific Organization and
program priorities, will also attempt to offer opportunities for individual growth
and self-realization.

93. Priority will be given to support the needs of the field offices in a more
proactive and concentrated manner within the context of the program of development
of each Representation. Activities will be designed to respond to specific
sub-regional work needs and initiatives.

94. In the area of management development, emphasis will be given to the
development of the PURs, Center Directors and Senior Managers of the Organization.

95. Office of External Relations (DEC). During the bienniun 1996-1997 DEC will
continue to strengthen the Organization's presence and influence in the
international sphere, to ensure that health and development issues and the
regional and countries t health priorities are recognized, and that the necessary
resources are allocated for the improvement of the health conditions of the Latin
American and Caribbean populations.

96. The health sector reform processes taking place in the hemisphere present many
challenges. Foremost among them, the efficiency of the sector and en improved
capacity to make maximum use of scarce availabie national and external resources.

97. The Office of External Relations has the foremost responsibility to establish
contacts with donors, develop strategies, and make recommendations concerning the
development of policies and programs which may facilitate the acquisition of the
required external resources. It is to be hoped that the renewed international
attention to the social sectors described before, investment in human capital and
health that emerged in the early 90s will be consolidated during the next
biennium. DEC will seize every opportunity to use this potentially positive
environment for inproving health in the Region.

98. It is important to confront the challenges described before and to maximize,
hopefully, continued international interest in social and health issues calling
the attention of the international community to the need to sustain their support
to this region. Failure to do so will have en adverse impact on the progress
achieved to date.

99. Given these challenges the Organization will do well if it is able to maintain
current Levels of extrabudgetary support during the next biennium. DEC as the
gateway of the Organization for external relations will strengthen relationships
with the Inter-American system, the United Nations system, international lending
institutions, bilateral cooperation agencies and governments, NGOs, and the
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private sector. This collaboration should result in better mutual understanding,
increased influence on health-related policy making of other institutions, as well
as increased resources for the health sector.

100. In order to maintain the Levels of extrabudgetary funding as it is stated in
the Strategic and Programmatic Orientations, it will be necessary to pay special
attention to the process of preparing, managing, and evaluating development
projects in the health field so that during the next quadrennium, more external
financial resources can be mobilized, both on a concessionary and
non-concessionary basis, simed at transforming the national health systems.

101. Special attention will be given to strengthen national institutions dealing
with the management of the international cooperation in health.

102. Public Information Office (DPI). The strategy adopted by DPI wiL include alL
aspects of communication and information outlined in the strategic snd
programmatic orientations, using the best available technology and methods to
disseminate information both at headquarters and in the countries to essure that
it reaches those who need it the most at various levels.

103. DPI's cooperation strategy will center on improving PAHO's regional
information program to respond to the needs of the countries and technical units,
in collaboration with PWRs, Centers, and programs in Headquarters.

104. As part of this strategy, DPI will seek to make greater use of the mass media
from Washington headquarters, and from the country offices and the PAHO Centers.
It will provide technical support to, and seek to obtain financial backing for,
active press officers in each country office and center to help disseminate
crucial health information through the mass media and other means.

105. DPI will also seek to increase the use of information technologies to support
health improvement efforts, including videoteleconferencing, satellite
transmission of health information, electronic bulletin boards, greater use of the
Internet for transmission of information, use of the PAHO Gopher, and others which
can help make information dissemination more efficient, cheaper, and faster.

Public Policy and Health

106. To strengthen the ability of the health sector to assume a leadership role
in the reform of the sector, the Division of Health and Human Development will
concentrate its cooperation efforts in the following areas:

108. Supporting the countries in improving their ability to collect
epidemiological data, analyze it, and utilize it effectively to formulate policies
and set more equitable and efficient priorities in health. To this end, an attempt
wiLL be made to update the countries' information systems, with a view to
achieving greater and more appropriate utilization of the epidemiological
information and revealing the geographical distribution in each country of the
inequities in both the local and national health systems.

109. Likewise, the Division will attempt to work with various actors at the
country level to advocate gender equity, an issue generally not addressed in the
protection and promotion of personal and community health. For this purpose, it
will rely on epidemioLogical data on health and living conditions, desegregated
by sex, and uill seek to strengthen the ability of health entities to conduct a
gender analysis for the formulation of policies and programs that are sensitive
to the different health needs of men and women.

110. Strengthening the countries' ability to conduct health research, generate new
knowledge, and evaluate scientific and technological development policies in
health at the national and sectoral levels and in research institutes or centers.
This strengthening will be approached from several angles: public health research
promotion; the training of investigators from the Region; direct technical
advisory services; studies; and the dissemination of information on important
findings. It will also support the advanced education of investigators in public
health and will promote research, identifying and providing support to
investigators from the Region in coordination with the technical programs of the
Secretariat.

111. In all the aforementioned areas, the Division will continue to work in close
coordination with other technical units of the Secretariat and with the
Representative Offices to integrate and develop the various concepts that the
Division is concerned with, such es the reform processes, gender, and health and
development. There is a recognized need for integrating and developing the various
concepts related to the reform process to arrive at a common position for the
different programs. The Division has been given responsibility for coordinating
this activity, together with HSD and DSI. This wiLL involve organizing an internal
promotion and training stage, taking advantage of opportunities to meet with
Representatives and staff members of the Organization. Finally, as a fundamental
strategy, there will be emphasis on carrying out joint missions and analysis with
other agencies. The diversity of the situations and experiences in the different
countries make technical cooperation among them a highly valuable strategic tool
in PAHO's activities. The Division will attempt to identify sectoral reform
experiences and share them with the member countries.

National Health Policies and Program Development and Management

107. Creating end facilitating opportunities for intersectoral work between the
health sector and other national and international institutions whose activities
directly or indirectly impact on health. This includes other development
organizations, such as other agencies of the United Nations system, the
multilateral and bilateral institutions, the agencies of the Inter-American
System, and nongovernmental, international, and national organizations.

112. The Office of the Assistant Director oversees and supports the Country
Offices, the Office of the Caribbean Program Coordination and the Field Office in
El Paso. The Country Offices are directly responsible for the political, technical
and administrative functions that underpin the provision of technical cooperation.
As part of this process, the Assistant Director and staff monitor the
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implementation of the proposed program, analyze, recommend and act on suggested
changes during the course of the year and coordinate and implement in-depth
evaluations of the technical cooperation provided to the Governments.

113. Although all parts of the program contribute to strengthening the managerial
processes for national health development, there are different emphasis and
strategies. The Office of the Assistant Director coordinates the development,
implementation, monitoring and evaluation of the technical cooperation programs
in the Country Offices. This is done through monitoring visits to the countries,
analysis of proposed BPBs and APBs and coordination of the Joint Evaluation
Meetings and management of transfers of PWRs. Attention is also given to the
development of policy guidelines to facilitate program development.

114. Emphasis is placed on the understanding and proper utilization of the AMPES.
The AMPES serves as a tool to transfer proper planning, programming and evaluating
techniques to the national health authorities during discussions of the biennial
and annual program budgets.

115. The Program Committee, administered by the Office of the Assistant Director,
will provide the coordination that will ensure congruence of regional action with
activities at the country level.

116. The Assistant Director will also acts coordinate an interprograimatic group
that promotes technical cooperation activities in the area of health and tourism.

117. In November 1992 the Executive Secretariat of PIAS (DSI) was set up as a
unit under the Office of the Director of PAHO with a view to providing a
coordinating mechanism for promotion and implementation of the Plan. After two
years' time, it has proved to be as a suitable instrument for stimulating more
than 20 preinvestment operations, carried out jointly with the World Bank, the
Inter-American Development Bank, and other bilateral and multilateral
institutions. Piacing coordination of: nv ......t in heth ithin in a unit in the
Organization has been productive and has substantially improved the dialogue and
joint work carried out with the finance institutions.

118. During the biennium 1996-1997, DSI intends to improve the Organization's
capacity to provide technical cooperation for the design and management of
investment in the environment and health. For this purpose it will support the
countries, through the PAHO/WHO Representative Offices (PWRs), in improving
techniques and methodologies for performing sectoral analyses, formulating and
executing master investment plans, and making investment proposals.

119. The strategy of technical cooperation adopted by DSI during the biennium
1996-1997, directed toward solving the problems enunciated in the Situation
Analysis, will be founded essentially on the experience gathered during the two
years of existence of the unit and from its interactions with other units in the
field and at Headquarters. For this purpose, the available resources will be
organized in such a way as to yield maximum benefit. DSI will play a catalytic
role in promoting the mobilization of internal and external resources to support
the processes of investment in the countries.

120. These investment opportunities will be identified with the greatest
possibilities of success as a means of organizing projects with national or

international financing. In addition, work will be performed in countries that are
carrying out sectoral reform in which the possibilities will be considered of
formulating plans of investment in the medium and long terms. By the end of the
biennium, the preinvestment operations portfolio will be focused on investment
plans, project formulation, sectoreal reform, and institutional development with
joint participation by the countries and finance institutions. In addition,
mechanisms for the administration of resources will have been set up to assure
that the preinvestment required for priority projects has sufficient financial
backing. These activities will be carried out in close coordination with other
Headquarters units. In implementing this strategy, the strengthening of working
relations with the World Bank and the Inter-American Development Bank will be
essential, since these are the organizations that will provide the largest amount
of resources for investment in the environment and health sectors in the countries
of the Region. In addition, the dissemination of information and publications on
investment will be continued.

121. The purpose of the technical cooperation provided by PAHO's Emergency
Preparedness and Disaster Relief Coordination Program is to reduce the adverse
impact of natural and manmade disasters in the Organization's Member Countries.
Through the end of the 1980s, this was primarily accomplished by ensuring the
preparedness of the health sector in the Region. By the early 1990s, many
countries had already demonstrated a national commitment to disaster preparedness
and were assuming responsibility for many of the routine activities, allowing the
focus of the Program to gradually shift from preparedness to disaster mitigation.
In the coming bienniun the following strategies will be adopted to maximize
technical cooperation in disaster preparedness and mitigation and meet the needs
of the Member Countries.

122. Continue giving emphasis to promoting a culture of disaster mitigation in the
health sector by focusing on the adverse effects of disasters on health and health
infrastructure. This will necessitate enlisting the support and close
collaboration of other sectors and international agencies in the form of joint
cooperation activities.

123. Focus on preparing the Region's health sector disaster professionals by
exposing them to the latest concepts of disaster preparedness, mitigation,
prevention and management. This will also include keeping the Region up-to-date
in the use of information technology to promote cross-border and regional exchange
of disaster management data.

124. Obtain full advantage of the closing half of the International Decade for
Natural Disaster Reduction to further diversify the Program's target audience and
thus benefit disaster reduction in the health sector. This will include the
continuation of efforts with parliamentarians, Ministries of Foreign Affairs and
Planning, the mass media, non-governmental organizations, and other key sectors.

125. In light of present financial constraints, continue to actively pursue
extrabudgetary sources of funding not only for specific projects related to
hospital disaster mitigation or relief supply management, for instance, but also
core funding to sustain day-to-day disaster reduction activities in Latin America
and the Caribbean and permit increased activity in presently underserved
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geographical areas such as the Southern Cone and in technical areas such as
preparedness for chemical accidents and other technological disasters.

126. Reinforce efforts to mobilize resources for humanitarian activities and
adjust the Organization's operating rules and procedures to emergency situations,
where speed is of the essence. During this bienniumn, the capacity to provide
highly specialized services in the aftermath of disasters (such as the management
of relief supplies through the SUMA project) will be strengthened.

Biomedical and Health Information and Trends

127. The Pan American Sanitary Bureau has a fundamental constitutional role to
provide access to the health information produced by the Organization's technical
programs and to meet the health information needs of the Member Countries.

128. The Strategic and Programmatic Orientations for the Pan American Health
Organization, 1995-1998, declares that during the quadrenniun one of the principal
ways in which the Organization will express its technical cooperation is the
dissemination of information: "At the simplest level, work in this area will
involve collecting and distributing information to the Member States. At the most
sophisticated level, it will entail action by all parts of the Organization in
order to make maximum use of information as the most powerful instrument that it
is for bringing about the changes that can take place at the sector, community,
end individual levels."

129. UHO, in the Ninth General Program of Work, in each of its four policy
orientations, gives a prominent role to information dissemination: in the area of
integrating health and human development in public policies, a priority will be
to "disseminate information on the relation between health, human development and
socioeconomic development, and stimulate and support the development of methods
to better study that relation"; in the area of ensuring equitable access to health
services, action will aim to "stimulate increased development, dissemination of
and access to the results of research, relevant health information, and
appropriate learning and reference materials"; in the area of promoting and
protecting health, a priority will be to "collect and disseminate scientific and
technical information, and facilitate and encourage the international exchange of
ideas, experience, and technology"; and, finally, in the area of preventing and
controlling specific health problems, it will be attempted to "collect, anatyze,
and share information internationally on important health problems, on improved
health services, and on the results of research into the effectiveness of new
technology and its bioethicat and other implications."

130. In this context, the PAHO Publications Program will make readily available
to target publics up-to-date, relevant, validated, and authoritative information
on scientific, technical, and managerial matters related to health. In particular,
health information willt be used as an instrument to improve the health situation
of the peoples of the Region during a period of projected major epidemiological
shifts due to demographic changes, urbanization, and industrialization.

131. The Program comprises a Coordinating Office, which analyzes the Secretariat's
and the Member Governments' needs with respect to information and seeks the most
effective response to those needs, emphasizing the rational utilization of
resources and the progressive incorporation of emerging technological advances in
the information environment, drafts information policy and oversees the
implementation of policy mandates, and develops and orchestrates the publishing
and information dissemination activities of the Secretariat, in harmony with WHO
activities of a similar nature; the Editorial Service, which comprises a Books
Section that each year issues 20-25 books and a Periodicais Section that produces
three journals--the Boletin de la Oficina Sanitaria Panamericana (monthly), the
Bulletin of the Pan American Health Organization (quarterly), and Educacion medica
y salud (quarterly); Marketing, Distribution, and Sales, which seeks to ensure
that PAHO publications reach their target readerships, in such a way that the
Organization obtains a return on its investment in those publications, including
sales as appropriate, and to monitor the utilization of the Organization's
publications as a means of informing PAHO's future editorial decisions; and the
Headquarters Library, whose end is to make PAHO, WHO, and other health information
as accessible as possible in the interest of enhancing the excellence of the
Organization's technical cooperation.

132. Publishing. During the biennium, strategies will target: continued
improvements in the content end presentation of PAHO publications through quality
control measures; continued cost-savings, using competitively bided editorial and
typesetting services, including those available through vendors in the developing
world; utitization of electronic information technologies, to reduce the cost and
expand the reach of PAHO-generated information; coordination between the
Pubtications Program and the Administrative Support Unit, to assure the optimal
development and utilization of appropriate electronic information systems;
promotion of a greater awareness of PAHO publications through involvement of key
individuals and institutions in the Member Countries and expansion of marketing
efforts, to ensure that the publications reach their target audiences and that
potential users are made aware of their existence; exploration of the possibility
of partnerships with WHO Collaborating Centers and similar entities for the
production and promotion of PAHO publications; use of quantitative evaluations
of the impact of PAHO publications and analysis of the health information needs
of readers in the countries and of their opinions as to the usefulness of PAHO
publications.

133. Marketing, distribution, and sales. The Organization will make every effort
to assure the timely, efficient, and cost-effective distribution of PAHO
publications to the Organization's core constituency; to increase sales of PAHO
publications as a means of financing reprints and supporting new projects by
employing consistent and strategic promotional activities; and to monitor the
utilization of PAHO publications as a means of informing future editorial
decisions. To achieve those ends, the PAHO Publications Program will keep the
price of its products fair and reasonable; will develop PAHO Publications Centers
in each country so that ready access to its books and journais is widespread; will
identify and strike agreements with sales agents throughout the Region; will
promote bulk institutional purchases of specific tittes; wllt manage the
consignment of sales through the Country Representative offices; will decentralize
the production of select titíes as a means of reducing costs and increasing
penetration; will expand its promotional efforts to include electronic means of
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promotion and communication; and will assess the sales agreement with WHO and seek
complementary means of reaching readers outside the Americas.

134. Headquarters Library information and documentation. In light of the changes
underway in the information sector, the PAHO Headquarters Library will transition
from a print-based operation to increased reliance on electronic (including
networked) information acquisition, storage, control, retrieval, and delivery
mechanisms. To accomplish its two-fold purpose--namely to provide services that
permit efficient access to and dissemination of PAHO- and WHO-generated
information and to channmel the flow of information between its external producers
and potential internal users--the Library will pursue four strategies: reposition
itself es a provider of high-value products and services, using a reliable,
simplified information system; analyze and respond to user needs; upgrade staff
skilLs and reallocate staff to emerging services; and develop alliances internally
and externally.

135. Latin American and Caribbean Center on Health Sciences Information (BIREME).
The technical cooperation strategy to be adopted by BIREME is based on its role
as coordinator of the Latin American and Caribbean System of Health Science
Information of BIREME/PAHO and its responsibility for technical and scientific
information dissemination in the Region, which is geared basically toward
collaborating with the governments to strengthen the coordination and utilization
of scientific and technical information resources in the health sciences. The aim
is to serve the entire scientific community, in both quantitative and qualitative
terms, and to organize and train the PAHO documentation centers to participate in
this effort.

136. First and foremost, to implement this global strategy it will be necessary
to promote a better understanding of information management, integrated into the
development plans in health as a priority for the proper operation of the health
services. To accomplish this, it is essential to ensure that interventions in this
field are carried out with a technical orientation and by trained personnel.

137. More specifically, are identified:

138. To develop national capabilities for the organization and operation of
national health information systems as an integral part of a Latin American and
Caribbean health sciences information system;

139. To promote the development, harmonization, and use of technology (e.g.,
LILACS, CD-ROM) to achieve more effective Levels of indexing, processing, and
retrieval of scientific and technical information.

Technical Cooperation among Countries

140. The promotion of the Subregional Initiatives for Central America, the
Caribbean, the Southern Cone and the Andean Countries is a fundamental strategy
which facilitates technical cooperation from PAHO to the countries and among
countries to address priority areas through collaborative efforts. The subregional
approaches have proven useful to stimulate TCC and promote mobilization--both
national and international--of political, financial and technical resources for
national health development, taking advantage of the current trend for integration
and globalization.
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BIENNIAL PROYECTS

PROJECT DD/1 LEADERSHIP AND MANAGEMENT OF THE SECRETARIAT

PURPOSE

To provide leadership and management to ensure that Member States and the
Secretariat of PAHO adhere to and implement the Pan American Sanitary Code, the
Constitution, the Resolutions of the Governing Bodies, and the Strategic and
Programmatic Orientations, 1995-1998.

EXPECTED RESULTS

1. The Secretariat of PAHO will consistently apply the SPO 1995-1998 in all
planning and evaluation instruments and will comply with the resolutions of the
Governing Bodies and provisions of the Pan American Sanitary Code and PAHO
Constitution.

2. Meetings of the Governing Bodies will have all necessary support and
documentation such that they may provide comprehensive guidance to the
Secretariat.

3. The financial status of the organization will remain sound.

PROJECT DD/2 REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM

1. All Member States will have incorporated the SPO 1995-1998 into their planning
instruments prepared during the biennium and will have initiated programs to
address priority areas identified in the SPO and in resolutions of the Governing
Bodies.

2. A significant proportion of projects supported by other international and
bilateral organizations will deal in issues of health and development, health
promotion, health services, disease prevention, and environment and health which
have been identified as priorities by PAHO.

1. All BPBs, APBs, PTCs and evaluation instruments prepared by the Secretariat
will utilize the logical framework approach such that there is transparent
relationship between the SPO and AMPES.

2. Technical cooperation projects of the Secretariat will respond fully to the
resolutions of the Governing Bodies.

1. All documents for the Governing Bodies will be of appropriate length and
content and will be submitted to Member States in a timely manner, as specified
in PAHO regulations.

1. All external audit reports will be unqualified.

1. The funds for the Program will have been fully utilized to support projects
consistent with the SPO 1995-1998.

PURPOSE

The Regional Director's Development Program will support projects which enhance
the capacity of health services and other sectors to deal with priority health
issues in the Region.

EXPECTED RESULTS

1. The Regional Director's Development Program will support projects which deal
with opportunities and needs throughout the Region and which are consistent with
the SPO 1995-1998.

1. At the end of the biennium, a report to the Governing Bodies will have been
submitted describing fully the use of the funds and assessing the Program's
accomplishments.
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Obiectives

PROJECT DLA/1 LEGAL ASSISTANCE

PURPOSE

The Organization wilt meet its Constitutional mandate and compty with alt of its
legal commitments, while ensuring that its status as a pubLic internationat
organization is duly recognized both at the internationat and nationat levels.

EXPECTED RESULTS

1. DLA responds to alt consultations of a legal nature from HQS and Field Offices.

2. Reduced potential for conflict.

3. OLA represents and successfutly defends the Organization.

4. DLA coltaborates with technical units in specific areas of the law.

5. DLA uorks c[osely with external legal counsel.
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Indicators

1. Successful comptetion of technicatl assistance projects and a corresponding
increase in extra-budgetary resources.

2. Reduced number of contractual disputes and cases brought before the
Administrative Tribunal of the International Labor Organization.

3. The Organization wiltt have enjoyed increased respect as a pubtic international
organization.

1. Responds promptty and effectively to requests for legal advise in all matters
related to the work of the Organization.

2. Participates in the Project Review Process.

3. Participates in direct negotiations with donors.

1. DLA participates in consultation with the Administration prior to
decision-making, particularty in matters affecting emptoyment relations.

2. DLA advises the Administration in contractual relations with private sector.

1. Prepares cases presented before the Administrative Tribunal of the
International Labor Organization.

2. Represents the Organization before other judicial and quasi judicial fora.

1. Support on specific issues related to the Lau and medicine

2. Support provided to PWR, Centers, Special Programs and HQS technical Divisions

1. Review work of external counset to safeguard PAHO's interests.
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PROJECT DAP/1 ANALYSIS AND PLANNING

PURPOSE

To ensure that the policies which guide the Organization and its planning process
are designed to respond to the needs of the countries and to the regional
situation within SPO framework.

EXPECTED RESULTS

1. Policies will be being developed and planning and evaluation will be being
carried out in coordination with other units.

2. Strategic analyses of the situation will be being based on the monitoring of
regional and national trends and conditions and the evaluation of policy
fulfillment.

3. Draft policies and institutional development proposals will have been
formulated for adapting the Secretariat to the requirements posed by the policy
orientations and the overall changes.

4. AMPES will be being updated with a view to fulfillment of the policies.

5. AMPES will provide the basis for the assessment of technical cooperation.

Indicators

1. Guidelines will have been developed to orient the technical cooperation
provided by the Secretariat.

2. The planning process will take into account the objectives of the SPOs, the
goals for the Region, and the respective countries' priorities for cooperation.

3. PAHO will have adapted to the policies so that its organizational structure and
its operations will be directed toward fulfillment of the proposed policy
objectives.

1. The proposed policies will reflect the SPOs and express them through ptans and
projects based on the AMPES methodology.

2. Meetings of the SPP and the Office of the Director will be held, the decisions
emanating therefrom will be carried out, and DAP will be monitoring the process
through mechanisms established for the purpose.

1. A regional analysis uill be produced each year.

2. The Annual Report of the Director will be prepared on the basis of the AMPES
evaluation, and the SPO policies will be evaluated in 1996 and 1997.

1. The drafting of policies will be based on an analysis of the situation in each
case.

2. The structure and functions of the Secretariat will respond to the technical
cooperation needs of the countries and the Region, and they will be flexible
enough to adapt to the overall changes.

1. All the AMPES components will be hierarchically related to one another.

2. The BPB projects will be broken down by annual activities for 1996-1997.

3. AMPES will be being used as the basis for the Organization's program and
management information system.

4. AMPES will guide the management of the Organization, as well as its budgetary
and financial execution.

5. The planning system for the Bureau will strictly follow the SPOs.

1. The Four-Month Progress Reports and the annual evaluation will include the
necessary elements for preparing the evaluation reports, which will be based on
the responsibilities assuned through the Expected Results contained in the initial
formulation.

2. The Annual Reports of the Director for 1996 and 1997 will inform the Governing
Bodies about the execution of the BPB, and it will also update the evaluation of
the SPOs.
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Obiectives

6. By the end of 1996 a policy witL have been devetoped for guiding PAHO technical
cooperation.

7. By the end of 1997 a proposal will have been developed for the Region of the
Americas on "Renewal of the Strategies of Heatth for All."

Indicators

1. The technical cooperation policy wiLL be derived from a review of other studies
conducted on the subject of international technical cooperation in health and from
an analysis of policy.

2. The policy wiLL guide the operation and management of the Organization's
program.

1. The proposal will have been developed with the participation of the countries
and the Secretariat.

PROJECT ACS/1 SYSTEM SUPPORT

PURPOSE

Maintain and enhance and correct existing systems, es appropriate, and rewrite,
re-engineer, and develop corporate systems when required.

EXPECTED RESULTS

1. Fully functional information systems that facilitate the work of the users,
with a minimum number of outstanding critical task orders.

PROJECT ACS/2 INFORMATION TECHNOLOGY SUPPORT

PURPOSE

Maintain the computing and communications infrastructure in PAHO and ensure that
it is available to support the various applications that use it.

EXPECTED RESULTS

1. AvaiLability of quality computer and communications services.

PROJECT ACS/3 END USER SUPPORT

PURPOSE

Resolve the problems reported by end users of standard hardware and software.

EXPECTED RESULTS

1. The corrective action taken without delay, and a minimum number of outstanding
problems in a tog.
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Obiectives

PROJECT APL1 STAFF DEVELOPMENT PROGRAM

PURPOSE

To enable staff members to respond in a more effective and efficient mamnner to the
demands posed by the delivery of the technical cooperation of the Organization.

EXPECTED RESULTS

1. Management Development Program delivered

2. Technical Updating Program del ivered

3. Administrative Skills Development Program del ivered

4. Comiunication SkiLLs Program delivered

Indicators

1. Staff Development Program designed and delivered in the following areas:
Management Development, Technical Updating, Administrative Skilis Development,
Communication SkitLs Development, University/School Assistance.

1.Staff updated at all levels on organizational policies, strategies, programs and
procedures

2. Staff have increased co~petencies in participatory development, programming and
project design and execution

3. Senior staff politically aware and increasingly using leadership and managerial
behaviors, internally with cotteagues and externally with partners and.
beneficiaries.

4. Staff enabled to manage issues relating to personaL estate issues and
preparation for retirement

1. Improve substantive knowledge of staff me~bers in their area of expertise

2. Improve skitis in cultural, gender and special-group issues

3. Develop skitls in health promotion areas (formulation of healthy policies and
behavior modification)

4. Update staff skilis in computer technology

1. Administrative/office staff using up-to-date supervisory and office tools and
procedures and able to improve administrative operations and practices

2. Acdninistrative/office staff knowledgeable of PAHO admcinistrative and office
policies, operations and practices

1. Staff use second work language correctly in the workplace, with counterparts
and other key actors.

2. Language proficiency for GS post selection assessed

HEALTH IN HUMAN DEVELOPMENT 61



HEALTH IN HUMAN DEVELOPMENT

Obiectives

5. UniverstylSchool Asseitance Program de ivered

6. Staff Reltions Program de ivered

PROJECT DEC/1 PROGRAM MANAGEMENT

PURPOSE

The programming of activities within DEC will be in accordance with PAHO's
policies and priorities contributing to the achievement of the Organization's
mission.

EXPECTED RESULTS

1. APBs and other administration instruments wiLL have been completed on schedule.

2. External cooperation strategies to facilitate the imptementation of the
Strategic and Programmatic Orientations will have been developed.

3. As a member of the Cabinet of the PAHO Director have contributed to decisions
and policy development for the Organization.

4. Team work and staff devetopment activities in DEC will be promoted and
imptemented.

Indicators

1. Staff obtain first or second degree or speciatlized certificate,
professionalize performance and broaden perspective of own work

2. Study Leave program implemented

3. University network and long distance program imptemented

1. Administer Staff Awards Program including Staff Awards Ceremony at HQO

1. Approval of APBs and other administrative instruments.

2. Provision of adequate budget to accomplish the annual program of work by
January 1996 and January 1997.

1. Production and delivery of planning and evaluation documents according to the
schedute and guidelines estabtished.

1. Strategies for resource mobilization, and external coordination will be
formally reviewed and/or developed for at least two donors/agencies each year.

1. Position papers, notes, or significant issues reviewed and utitized by Cabinet
col eagues.

1. All of DEC staff will be familiar with the overallt work of the unit and able
to substitute and supplement each other when needed.

2. Monthly unit meetings wittll be conducted.
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Obiectives

5. Membership by DEC staff in PAHO standing committees will have been
accomplished.

6. Appropriate equipment available to enable DEC's operations.

PROJECT DECI2 RESOURCE MOBlIZATION

PURPOSE

PAHO's and countries ability to generate funding for priority programs and
projects witl be increased.

EXPECTED RESULTS

1. PAHO's value and capabitities for successful heatth delivery in Latin America
and the Caribbean will have been promoted.

2. Training of PWRs in interaction and in negotiation skills with Member
Governments, Donor Governments, and Development Agencies, Banks, UN Agencies, NGOs
will have been conducted.

Indicators

3. At least 50X of the staff will have participated in a significant staff
development program.

4. Analysis of PAHO strategies and DEC's work at least once every year.

5. Performance appraisal reviews will be carried out in a manner which will
enhance staff productivity and individual growth.

1. DEC staff having participated and contributed to PIAS, CAH, HEAP, Career
Appointment, Cholera, and Indigenous Health Committee meetings during 1996-1997.

1. At least 20X of Unit's equipment updated.

1. At least half of senior staff at headquarters and country level will have been
exposed to training in international cooperation in health.

2. External resources mobilized will at least reach past biennium level.

1. Member governments will utilize PAHO as advisor or for execution of new
projects during 1996-1997.

2. Documents of PAHO success in technical cooperation will be produced and
distributed to Banks, Government, United Nations, NGOs, Foundations by December
1996.

3. Special meetings and small group strategy sessions, briefings, or working
lunches will be held each year with selected representatives from Banks, Member
Governments, Donor Government, parliamentarians, NGOs, Foundations, Corporations
during 1996-1997.

1. Training about interaction and negotiation strategies will have been included
in PWR orientation programs during 1996-1997.

2. Handbook and reference lists on political strategies and development issues
will be produced and distributed to PWRs.
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Obiectives

3. AnaLytic papers on ODA trends and priorities of member governments, UN
Agencies, Banks, Bilateral Goverrnment and Development Agencies, NGOs and
Foundations will have been developed and disseminated.

4. Projects and/or programs consistent with PAHO and donor priorities will be
developed and funded.

5. Mechanisms for efficient (deiivery) and moñitoring of projects will have been
implemented.

6. Training of nationals in the management of international cooperation in health
from bilateral agencies, Banks, Foundations, UN Agencies and NGOs will have been
conducted and offices of external relations in Ministries will have been
strengthened.
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Indicators

1. Analytical papers on at least two bilateral agencies and/or other type of
development agencies will be produced each year.

2. Status reports on UN coordination activities and proposais will be produced and
disseminated.

3. Annual OOA information update will be analyzed and distributed to technical
units, PWRs.

4. Position papers on cooperation with at least two Foundations will be produced
by December 1996.

5. Status report and policy recommendations on Government, PAHO/NGO partnership
programs will be produced and disseminated.

1. At least a similar number of agreements compared with earlier biennium from
PAHO's traditional donors will be signed.

2. Major donors' headquarters will have been visited at Least once each year by
DEC staff.

1. NGO strategy planning and project development wuorkshops will be completed in
countries by December 1997.

2. DEC's Extrabudgetary Monitoring System (EMS) wi[l be operational.

3. Acceptance of the PAHO Monitoring Instruments by external agencies as projects
are funded.

4. DEC will assist in ensuring the utilization of the PAHO Monitoring Instruments
during 1996-1997.

1. Six follow-up national seminars in the management of international cooperation
in health will be completed by December 1997.

2. Results of study on Offices of External Relations will be implemented during
the biennium and recommendations followed up.
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Obiectives

7. New sources of funding from member countries, bilateral agencies, foundations,
NGOs, corporations, and international banks will be targeted.

PROJECT DEC/3 EXTERNAL RELATIONS COORDINATION

PURPOSE

Have PAHO's SPOs and policies known among other international, national
institutions, and local organizations and increase in-house awareness of processes
taking place in the international community.

EXPECTED RESULTS

1. Having participated in relevant meetings and conferences and presented PAHO
positions as applicable.

2. UN structural and policy changes ctosely followed and influenced from PAHO's
point of view.

3. Contacts with Boards of Devetopments Banks to ensure the knowledge and
understanding of PAHO's policies.

4. Contacts with ambassador Level representation at OAS will have been held to
ensure PAHO views included in policy discussions.

Indicators

1. New and different sources of funding identified by December 1997 from non
traditional donors (foundations and private).

2. Increased Government-NGO collaboration and understanding of Government-NGO
partnership initiative.

3. Involvement of NGOs in execution of technical cooperation programs.

1. PAHO's SPOs presented to international community and incorporated in relevant
international agreements.

2. DEC will be actively involved and participate in international and other
meetings representing the organization.

3. Headquarters and PWRs will receive periodic and timely information on
international environment and its impact on health cooperation.

1. PAHO's positions on crucial issues developed and presented to desired meetings.

1. Preparation-distribution of information material for offices.

2. PAHO internal seminars as needed.

3. Preparation-discussion of positions.

4. Meetings attended and positions presented as needed.

1. At least one meeting with the Board of each relevant Bank.

1. At least one meeting with each subregional group of ambassadors.
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Obiectives

5. Efforts to facilitate understanding of PAHO special characteristics and
increased coordination with WHO headquarters and retevant regions will be
supported.

6. DEC will be acting as the gateway of PAHO to other institutions and will be
informed of all exchanges.

7. Contacts will be established with relevant authorities and technical units in
the development banks.

8. Process of improving policy, operational and administrative articulation with
institutions: public, private and NGO will be continued.

9. Programmning, planning and coordination meetings with international institutions
such as the OAS, World Bank, IDB, UN Agencies will be held.

10. Technical and other units will have been supported in negotiations for
regional arrangements to execute special programs.

11. A program to increase awareness of PAHO success and potential among public
policy influencing parties unfamiliar with the organization will be prepared and
implemented.

Indicators

1. Constant exchanges with UHO and other regions' counterparts.

2. Yearly visit to WHO to discuss work with ECO, NA and relevant offices.

1. Proposals for cooperation with outside organization will be forwarded or at
Least cleared by DEC.

1. Distribution of project pipelines twice per year.

2. Information material prepared as needed.

3. Projects promoted and funded.

4. Agreements with Bank Boards made operational.

1. Different players witl have been approached in at Least three donor countries
and three member countries each year.

2. Agreements signed.

1. At Least one formal meeting a year will take place with each agency.

1. Joint programs operational in countries for execution of global or regional
agreements such as AIDS, measles, follow up to Children's Summit, WSSD,
Interamerican Summit, etc.

1. Implementation of plan prepared in 1995.

2. Evaluation of implementation.
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Obiectives

PROJECT DPIIl DPI COORDINATION

PURPOSE

Achieve efficient supervision and coordination of the work of DPI in compliance
with alt rules and in line with good management prectices.

EXPECTED RESULTS

1. ALl sectors of the unit will attain en ideal level of performance and the unit
will make a significant contribution to PAHO goals.

2. Functional links with key program areas will be expanded and effective
coordination with PWRs and Centers will be strengthened.

PROJECT DPI/2 INFORMATION DISSEMINATION

PURPOSE

Project a more comprehensive image of PAHO and its work in the Member Countries
to achieve greater awareness of the work of the Organization, the importance of
health and development and the goals of Health for All.

HEALTH IN HUIMAN DEVELOPMENT

Indicators

1. Management responsibilities will be hand[ed and the unit wilL not only perform
its essigned functions, but strive to excel.

1. Managerial duties will be handled on time, in accordance with procedures, in
en efficient manner.

2. Productivity will remain high or increase through continuing education and
training for staff.

3. Proper records of purchases of goods and services will be maintained, and
payments made on time.

1. DPI professional staff will maintain close links with appropriate technical
units at Headquarters.

2. Regional and inter-departmental cooperation will be reflected in APBs, PTCs,
and reports.

3.Level of coordination wilL rise through frequent contacts, and will be reflected
in APBs, PTCs, and reports.

1. The number of journalists who receive information from PAHO will increase.

2. Pertinent PAHO reports, publications, and other information will be utilized
by media personnel in 50% of the countries of the Americas.

3. More people will request the use of PAHO services in information, photography,
visual aids, and video.

4. More support will be provided to fietd offices to work with journalists.
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Objectives

EXPECTED RESULTS

1. The active network of journalists in each country will be expanded and use of
mass media will be increased.

2. The media in Washington will become more involved in PAHO activities.

PROJECT DPI/3 ELECTRONIC COMMUNICATIONS

PURPOSE

Provide technical cooperation to support health improvement efforts, making the
most efficient use of communications technotogies.

EXPECTED RESULTS

1. Health improvement efforts which make use of communications techniques wittll
increase in use in Washington and in the fietd.
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Indicators

1. Media contacts will be increased and the number of journalists uho seek
information from PAHO will rise significantly.

2. Distribution of news reteases, PAHO reports, publications and other pertinent
information witll be expanded.

3. More support witl be provided to field offices in their work with national and
tocat journalists in newspapers, television, and radio.

4. The number of journalists receiving training in health reporting through PAHO
witll increase.

5. The number of pubtished articles covering the activities of the Organization
witll show an increase.

1. The number of news organizations which cover PAHO events and meetings in
Washington will increase.

2. The network of health journalists will be strengthened, including more
U.S.-based journalists.

3. Requests for television, radio and newspaper interviews with PAHO personnet
witl go up.

1. A weekty television program on health will be provided by satellite to alt
Latin American countries.

2. Use of the Internet and electronic mail to transmit information will be
increased.

3. Significant support will be provided to field offices in the use of advanced
technologies for communications and information purposes.

1. Alt countries in Latin America wiLL receive a weekly health television program
produced by PAHO via Hispasat and Canal Saude.

2. The use of electronic mail and Internet to reach more journalists will increase
significantly.

3. The provision of support to field offices in terms of equipment and technicat
cooperation will be increased.
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PROJECT HDPI1 RESEARCH AND TECHNOLOGICAL DEVELOPMENT IN HEALTH

PURPOSE

To promote scientific and technological development in health, with special
emphasis on scientific research applied to the solution of the priority public
heatth problems of the Region, in accordance with the guidelines of the
Organization's Strategic and Programmatic Orientations (SPOs).

EXPECTED RESULTS

1. To have placed the knowledge, information, and tools necessary for formulating
and evaluating policies on scientific development in health at the disposal of the
science and technology institutions and managers of scientific activity in health.

2. To have placed up-to-date information on the Organization's science and
technology activities at the disposal of the regional scientific community, making
maximum use of electronic communication networks through the Internet.

3. To have institutionalized the advanced training of public health and
biotechnology researchers as a technical cooperation activity of the Office.

Indicators

1. Proposals for science and technology policies in health at the sectoral and/or
institutional Level in at Least eight countries of the Region, in accordance with
the guidelines of the SPOs, by the end of the biennium.

2. A 5X increase in the publication of scientific articles by researchers from the
Region, particularly the share of the research publications in public health
related to the priorities established in the SPOs.

3. Increased budget allocations for the advanced training of public health
researchers at centers of excellence in at Least 15 countries of the Region by the
end of the biennium.

4. Evaluations of the development and utilization of the health technology, with
special emphasis on the health services, in at least five countries of the Region
by the end of the biennium.

1. Two publications distributed by the end of the bienniun on the studies and
methodologies developed and applied in the countries.

2. At Least eight managers of scientific and technological activity in health
trained every year in the planning and management of scientific activity in
health.

1. Directory of scientific institutions and researchers in health, published and
distributed by the electronic networks by the end of the biennium.

2. Bibliographic catalogue on science and technology, published and distributed
by the end of the biennium and incorporated into the LILACS database.

3. Two publications on RGP research, both in progress and concluded, distributed
by the end of the biennium and promoted by the specialized electronic networks.

1. At Least 20 researchers will have completed the program for advanced training
in public health by the end of the biennium.

2. The awarding of at least 15 grants to researchers that have returned to their
countries after study abroad by the end of the biennium.

3. At least six researchers will have completed research training in biotechnology
by the end of the biennium.

4. Arrangements for additional extrabudgetary funds by the end of the biennium to
provide continuity to the cooperation activities.

HEALTH IN HUMAN DEVELOPMENT
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Obiectives

4. To have formulated and launched a technical cooperation project in support of
research on health systems and services, particuLarly on the topics related to
sectoral reform, in coordination with HSS/PAHO and HRS/WHO.

5. To have mobilized, encouraged, and supported the Region's scientific community
in presenting competitive research projects to obtain financing from both the RGP
and other financial sources, in accordance with the priorities defined in the
SPOs.

6. To have placed the knowledge, information, and tools necessary for formulating
and evaluating policies and standards in this field at the disposal of the
institutions and managers responsible for the development and utilization of
health technology, .

PROJECT HDP/2 WOMEN, HEALTH AND DEVELOPMENT

PURPOSE

Focus attention on the importance of women's health, the interaction among women,
health and development and the development of gender awareness at all levels.

EXPECTED RESULTS

1. Increased awareness of gender issues on the part of national and local
organizations working in health as reflected in the development of projects,
programs and policies.
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Indicators

1. At Least 20 researchers trained in research on health systems and services by
the end of the biennium.

2. A regional meeting on research on health systems and services held in 1996 and
a multicenter study in execution in 1997.

3. Arrangements for extrabudgetary and/or WHO resources to support the program by
the end of the bienniun.

1. A 5% annual increase in the receipt and review of grant applications in the
RGP's priority areas.

2. A 15X increase in project approvals by the end of the biennium.

3. A 20% increase in final reports on concluded projects, by the end of the
bienniun.

1. An intercountry technical cooperation project for the harmonization of models
and standards for health equipment and health products implemented by the end of
the biennium.

2. Periodic information on evaluation of technology, disseminated annually.

3. Financing for at Least five research projects on technological processes in
health.

4. At Least 20 managers and planners trained in decision-making and policy
regulation in health technology by the end of the biennium.

1. The results of this activity will be expressed by the number of studies and
research projects developed in the Region.

2. Number of collaborative events with other agencies.

3. Degree of execution of specific projects related to gender.

1. Between 1996 and 1997, projects submitted to DEC/PRP which include gender
components will be increased.

2. Between 1996 and 1997, projects submitted to Internal Advisory Committee on
Health Research (IACHR) which include gender components will be increased.

i i
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3. Based on monitoring system set up in selected countries, in collaboration with
ministries of health, changes in health policies, programs and projects will be
detected that reflect increased gender awareness.

2. Strategies developed to increase the participation in health policies and plans
of groups that advocate for gender equity.

3. In collaboration with medical and social scientists and organized local groups,
generation, production and dissemination of information on gender differentials
in health increased.

1. By 1997, in each sub-region (Caribbean, Southern Cone, Andean and Central
American), there will be countries inplementing projects that draw upon the close
collaboration with national and local organized groups that work in areas of
gender equity.

2. By 1997, at Least three collaborative efforts to address gender equity concerns
will be in place with other organizations of the UN system, the inter-american
system and/or the multilateral system.

3. Between 1996 and 1997, mechanisms for formalizing technical cooperation
agreements between PAHO and National Office for Women's Affairs in Member
Countries uill be in place.

1. By 1997, mechanism for the collection, reporting and utilization of information
in women's health and gender differentials in health in place in selected
countries.

2. By 1997, system of information on women's and gender differentials in health
in place as demonstration projects linking selected countries to the Regional
Office.

3. Finalized research protocols in areas related to women's health and gender
issues in health submitted to PAHO for presentation to internal and external
funding sources.

PROJECT HDP/3 HEALTH AND HUMAN DEVELOPMENT

PURPOSE

Strengthening the commitment of the different sectors of the State and society to
a more significant role for health in sustainable human development and to a
reduction in the inequities in health status and access to care, within the
framework of the SPOs and HSECPP.

1. Expanded role of health in the presidential cabinets, resulting in
intersectoral policies geared toward a reduction in health inequities.

2. Greater national capacity to understand and monitor the relationship between
development policies and health.

3. Greater cooperation between the executive and legislative powers in the
improvement of health legislation, particularly in the setting of health
priorities in national budget legislation.

4. Harmonization of national health legislation within the framework of regional
integration.
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Objectives

EXPECTED RESULTS

1. To have prepared proposals on the most relevant topics of the SPOs--and
monitored their implementation--so that they will be incorporated into the agendas
of the integration agreements, the summits of heads of State, and the subregional
ministerial meetings.

2. To have identified and mobilized the most important political and social actors
in each country around the national health priorities, within the framework of the
SPOs and HSECPP.

3. To have promoted and supported the holding of cabinet meetings on health and
human development, within the framework of the SPOs and HSECPP, and to have
monitored the implementation of their recommendations.

4. To have supported cooperation between the executive and legislative branches
to strengthen equity in health es a human right in the preparation of health
legislation, particutarly the national budget taw.
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Indicators

5. Incorporation of the priorities emphasized in the SPOs into the agenda of the
regional integration pacts, the summits of heads of State, and the subregional
ministerial meetings.

6. Incorporation of the priorities emphasized in the SPOs into the agenda of the
most important political actors and citizen representatives of each country.

1. Proposats prepared and monitored for the regional integration agreements:
NAFTA, MERCOSUR, Andean Pact, CARICOM, and SIECA.

2. Proposais prepared and monitored for the summiits of regional and subregional
heads of State held during the biennium.

3. Proposals prepared and monitored for the subregional ministerial meetings
(Caribbean, Central America, Andean Area, MERCOSUR) during the bienniun.

1. Most important political and social actors identified in at least 12 countries.

2. Databases on the executive and legislative powers, updated annually and
disseminated on-line.

3. National forums on health and human development held in at teast 12 countries.

1. Cabinet meetings promoted, supported, and monitored in 10 countries.

2. Material on health and human development prepared and disseminated for alt the
countries in support of intersectoral collaboration in health.

1. The LEYES database and applicable bibliography updated every three months and
disseminated through BIREME's CD-ROM in addition to on-line.

2. Model legislation prepared and disseminated with regard to the SPOs.

3. Training of 40 staff members from the executive and legislative branches in
health legislation.

4. Support for the formulation, approval, and regulation of draft legistation of
interest to health in at Least 12 countries.



Obiectives

5. To have cooperated toward the harmonization of the countries' health
legistation within the context of regionaL integration and the framework of the
SPOs.

PROJECT HDP/4 HEALTH FINANCING IN SECTORAL REFORM

PURPOSE

To achieve greater equity in aLlocating the resources of the State, social
security institutions, and the private sector to the health system, es well as
more efficient management of these resources, within the framework of the SPOs,
HSECPP and the Summit of the Americas.

1. Frameworks prepared and disseminated harmonize the health legislation of the
countries of NAFTA, MERCOSUR, the Caribbean, Central America, and the Andean Area.

2. Workshops on legislative harmonization in health held with groups of countries
from the different integration agreements.

1. At Least six countries monitoring the equity and efficiency of their health
systems, as well as the inpact on the health situation of the changes introduced
by the sectoral reform.

2. At least 12 countries implementing schemes that ensure more equitable
allocation and more efficient management of the resources assigned to the health
system.

3. Greater and more effective participation of the social security institutions
in health sector reform in the Region.

4. Greater ability among the countries to regulate the participation of the
national and subnacional governments, the social security system, and the private
sector in the nationel health systems.

5. At least six countries monitoring the relationship between the strategies to
coimbat poverty and the health situation.

6. Greater coordination and complementarity among economic and social sectors to
improve the impact of health-related strategies to reduce poverty.

EXPECTED RESULTS

1. To have supported the national governments in the implementation and
maintenance of databases and information systems on equity and efficiency in
health financing.

2. To have supported the development and implementation of more efficient economic
and financial management schemes for the health sector in 18 countries, with the
collaboration of the Inter-American Network for Economics and Financing in Health.

3. To have promoted and supported the participation of the social security
institutions in the reform of the health sector in the Region.

1. Project on databases and information systems carried out in 18 countries.

2. Study on health expenditure and health financing conducted in 18 countries,
using a validated protocol promoted jointly by PAHO, the IDB, and the World Bank.

1. Training of 180 national staff members in economics and financing in health.

2. Direct technical cooperation to the 18 countries.

1. Framework for aelternative social security schemes in health, prepared and
disseminated.

2. Ongoing support for the subregional social security agencies: COCISS, CONASS.
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Objectives

4. To have promoted and supported the strengthening of the countries' capacity to
regulate the participation of the various public and private actors in the
production and consumption of health goods and services.
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Indicators

3. Oirect technical cooperation and indirect technicat cooperation through other
programs and the PWRs to support incorporation of the social security institutions
into the national health systems of 16 countries.

1. Regulatory framework prepared and disseminated.

2. Training of authoritíes and staff members of the health regulatory agencies of
12 countries.

3. Direct cooperation in strengthening the systems and regulatory mechanisms of
12 countries.

5. To have cooperated in strengthening the capabilities of the countries and the
Secretariat in the formulation, implementation, and evaluation of health programs
and projects focused on poverty reduction.

6. To have supported the development of en Inter-American database and en Inter-
American network on health reform for self-training, information dissemination,
and the exchange of data on sectoral reform in health.

7. To have participated in the promotion and interdivisional support for health
sector reform in the Region.

8. To have monitored the evolution and the results of health sector reform in the
Region, within the framework of the Summit of the Americas.

1. Identification of the principal health dimensions to be considered In the
intersectoral strategies for reducing poverty.

2. A methodology defined, validated end available for formulating and evaluating
health programs and projects focused on poverty reduction.

3. Training of 40 national staff members and PAHO staff in that methodology.

4. Direct cooperation or indirect cooperation through other units with programs
or national projects in 12 countries.

5. Database on poverty and health established and available on-line.

1. Meaintenance and updating of the database, es welt es its on-line dissemination.

2. Continuing incorporation of governments, legislatures, universities, the
private sector, NGOs, and other actors interested in the network.

1. Ongoing support for the Division of Heatth and Human Development in the
fulfillment of its function of coordinating PAHO cooperation for the reform.

1. Monitoring scheme and instruments defined, validated, and disseminated in the
countries.

2. Annual analytical reports on the evolution and the results of the reform.

3. Joint missions carried out with the IDB, World Bank, and others, for review and
monitoring of the reform processes.
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PROJECT HDPI/5 HEALTH SITUATION ANALYSIS

PURPOSE

Develop the practice of Epidemiology and Health Information Systems in determining
policies, priorities and population needs, programming activities of prevention,
promotion and control, and evaluation of the impact of health and social
interventions.

EXPECTED RESULTS

1. A profile of health conditions by country established.

2. Health information systems developed and/or improved and operational within the
decision-making process.

3. The information requested from countries for the production of regional reports
standardized.

1. ALL countries will increase their capability to generate, disseminate and
utilize health information at the local level to assess their health situation and
trends.

2. Fifteen member countries will reorganize their epidemiology units to facilitate
the use of health situation analysis for monitoring the health inequities of
different population groups.

3. At least ten member countries will use the analysis of health situation in the
formulation of their health policies at the national, regional and local level.

1. All regional programs and PWRs have the HDA Core-Data Standards and
Recomnendations document to be used in the country profile.

2. A PAHO Monitoring Information System for Country Profiles is operational in all
PWRs.

3. All PAHO Country Offices maintain a health situation date base.

4. A set of basic data that should be available throughout PAHO and up-to-date,
were defined, jointly with technical programs and PWR Offices.

1. A revised PAHO Guidelines on utilization of heatth information systems in the
decision-making process at the local level was elaborated an disseminated in all
countries.

2. All countries have access to the Secretariat's date base (on-line or by
electronic means).

3. At least six member countries have PAHO assessment studies of their
epidemiology/statistics or health situation analysis units to orient their
structural and/or functional reorganization.

4. At least fifteen countries have received technical guidelines aimed at
inproving the coverage of death and birth registration and the quality of cause-
of-death certification.

1. Guideline for information request developed.

2. Twenty five countries have the tools necessary to maintain an up-to-date
mortality database (by cause, sex, and age), and these data are being made
available to PAHO and other users.
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Obiectives

4. Methodology and indicators for determining the inequities in the health
situation of different population subgroups developed.

5. Health regional reports produced and published.

6. Plan of action for the production of Health Conditions of the Americas
developed and operational.

7. Health personnel trained in health situation analysis, and the principies and
methods of epidemiology and statistics and intermediate epidemiotogy.

8. Health personnel trained in the ICD-10
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Indicators

1. Two documents providing analytical guidance in support of health situation
analysis were prepared and disseminated.

2. Five countries and att PWRs have the document on "Frameworks, Methodotogies and
Indicators for Determining Health Inequities", developed by HDA.

3. HDP/HDA and five countries have studies on "Health Inequities on different
population groups".

1. Publication of "Monitoring of HFA."

2. Publication of Heatth Statistics from the Americas."

3. Pubtication of two numbers of the "Epidemiological Bulltetin."

4. Publication of five reports of "Monitoring of Health Inequities."

1. Five subregional PWR/country health situation analysis workshops were held (one
per subregion).

2. Country reports received from alt countries.

3. Chapter on the global health situation assessment and on population prepared.

1. Six countries with training programs established.

2. A set of training modules of Principles and Methods of Epidemiotogy and
Statistics are used in 20 countries.

3. Sixty health professionals received training in Intermediate Epidemiology.

1. ALL countries have the new ICD-10 collection

2. Four workshops on ICD-10 (by subregion/participants of alt countries.
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PROJECT B1011 REGIONAL DEVELOPMENT OF BIOETHICS

PURPOSE

To promote the development of bioethics policies and programs In the countries of
the Region.

EXPECTED RESULTS

1. To stimulate awareness, disseminate information, and promote action in
bioethics in Latin America and the Caribbean, and to have the programming defined
for the Region.

2. Improved knowledge and training of professionats in bioethics.

3. Technical advisory services in bioethics provided to the countries of the
Region; the network of bioethics centers maintained and new centers identified.

4. To have made access to information on bioethics in health at the regional and
world Level availtable to the Member Governments, professionals, and interested
institutions and to have offered a database on bioethics in Spanish and
Portuguese.

5. To have improved dissemination of knowledge about bioethics in the Region.

Indicators

1. Bioethics policy proposats at the end of the biennium in at least seven
countries in South America, two in Central America, Mexico, and three in the
Caribbean.

2. All PAHO Representative Offices and Centers wilt have information and knowledge
about the Regional Program on Bioethics and will have defined a focal point to
support its activities.

3. Institutions and groups of national experts will be identified in most of the
Meiber Countries.

4. At the end of biennium there will be a basic information structure and a
database.

1. Two meetings of the International Scientific and Technical Council.

2. Support for the national programs delivered through two experts.

1. At least four seminars, four research projects, and three courses conducted in
bioethics.

1. Visits to at least 10 countries of the Region conducted and 8 National Centers
supported.

1. Database on bioethics available and the Information Service on Bioethics fully
utilized at the end of the bienniun.

2. New titíes incorporated in the Information Service.

3. Technological advances incorporated into the Information Service.

1. Production and distribution of 8 issues of the information sheet, "Bioética
Médica en América Latina."

2. Publication of six issues of "Cuadernos de Bioética en Salud."

3. Increased publication of documents by members of the network of centers.
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PROJECT AD/1 DEVELOPMENT, MANAGEMENT AND COORDINATION OF COUNTRY
PROGRAMS

PURPOSE

Each Country Office is adequately prepared and supported to perform its po itical,
technical and administrative responsibilities effectively and efficientty.

EXPECTED RESULTS

1. PAHO Management supported.

2. Approved APBs address national priority needs and SPO.

3. Country programs monitored to ensure implementation of approved APB

78

Indicators

1. Each Office is implementing an approved Development Plan.

2. By the end of the bienniun each PWR will have been trained end briefed, as
necessary, on his/her responsibilities.

3. Technical missions are appropriately coordinated through the Program Committee
from the programnatic point of vieu.

1. ALL AMPES instruments for AD and PED reviewed, approved and executed.

2. Ministers of Health visits to Headquarters organized in a timely fashion.

3. ALl briefing books for Director's participation in Governing Bodies of WHO and
PAHO prepared on time.

4. Program activities for Health and Tourism coordinated.

5. The Program Committee will have met at Least four times annuaLly.

1. 1996-1997 BPBs from all countries reviewed, analyzed and presented to DAP by
20 February 1995.

2. Final approval of the 1996-1997 BPBs for aLL countries, taking into account the
Director's decision, will be obtained by 28 February 1995.

3. The 1996 APB's reviewed and summaries presented on time to the D's Cabinet for
final approval.

1. Each Country Office visited by the corresponding CPA at Least once a year.

2. Feedback to PWRs within one week of receipt of Progress Reports.

3. ALI briefing books requested for visits of the Director and Assistant Director
to the countries be submitted on time.

4. Supervisory visits to all the PWRs by the Assistant Director by the end of the
biennium.
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4. PAHO's technical cooperation with the countries evaluated

5. Capacity of the country offices to formulate and manage the technical
cooperation program increased.

PROJECT DSII1 GENERAL DSI COORDINATION ACTIVITIES

PURPOSE

To collaborate in increasing investment in the environment and health sectors in
the countries of the Region by coordinating actions and managing resources
directed toward the realization of sectoral analyses, the development of
investment plans associated with sectoral reform, and the formulation of
investment proposals in the environment and health in the countries of the Region.

Indicators

1. PAHO'S technical program jointly evaluated with the authorities in at Least 20
countries.

2. Technical Cooperation achievements in the countries reviewed by corresponding
CPA for accuracy of content for the Director's Annual Report.

3. Conclusions and recommendations of Joint Evaluation Meeting presented to
Program Committee for necessary adjustments to Regional Technical cooperation
programs.

1. Concepts and content of Logical Framework Approach updated and delivered to
Country Offices during monitoring visits.

2. Briefing notes/guidelines for PWRs to brief Ministers of Health for Meetings
of Governing Bodies prepared and delivered on time.

3. Annual Managers' Meeting in Washington satisfactory, as expressed in post-
meeting questionnaire.

4. ALI transfers of PWRs completed according to established guidetines.

5. Each Country Office has an approved Development Plan.

1. Design and implementation of general DSI management systems in terms of: a)
Situation analysis; b) Design of regional and country strategies; c) Distribution
of resources, d) Allocation of tasks and activities; e) Monitoring; and f)
Evaluation.

2. Design of mechanisms to coordinate objectives and actions with field and
Headquarters units in order to make PIAS activities viable.

3. Design of strategies to achieve an effective and more productive working
relationship--"strategic alliance"--with multilateral and bilateral financing
institutions.

HEALTH IN HUMAN DEVELOPMENT 79



HEALTH IN HUMAN DEVELOPMENT

Obiectives

EXPECTED RESULTS

1. Planming, programming, and managing the resources assigned to DS! in order to
ensure, in the shortest possible time, the promotion, implementation, and
permanence of the basic concepts of PIAS, as weLL as its strategies, technical and
methodological instruments, and interprogram articulation and support mechanisms
for the countries.

PROJECT DSI/2 SECTORAL ANALYSES IN THE ENVIRONMENT AND HEALTH SECTORS

PURPOSE

To develop sectorat analyses in the environment and health sectors in the
countries of the Region through the use of methodologies prepared in coordination
with other units in the Organization and in finance and technical cooperation
institutions that wilIt make it possible to diagnose investment needs in the medium
and Long terms.

EXPECTED RESULTS

1. DeveLopment and application of a sectoral health analysis mnethodology and of
a sectoraL analysis methodology in the area of environmental pollution.
Application of aeready devetoped sectoral anaLysis methodologies for water supply,
sanitation, and solid waste disposal in the countries of the Region.

PROJECT DSI/3 PREPARATION OF MASTER INVESTMENT PLANS IN THE
ENVIRONMENT AND HEALTH SECTORS

PURPOSE

To implement master investment plans in the environment and health sectors in the
countries of the Region at the national, state, provincial, or local levels as a
means of managing investment in these sectors over the mediun and long terms.

EXPECTED RESULTS

1. Preparation of methodologies for the formulation and execution of master
investment plans. Formulation and execution of master investment ptans in
countries of the Region at the national, state, and local levels. Monitoring and
evaLuation of plans already developed in countries of the Region.
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1. Implementation in the countries of 25 preinvestment operations and formulation
of methodological guidelines that involve the regional programs and other
bilateral and multilateral institutions.

2. Production and dissemination of 30 technical documents relating to investment
plans and proposals, sectoral anatysis, reform of the environment and health
sectors, and human resources training.

1. Promotion and formation of a working group for the preparation of a sectoral
health analysis methodology, using Organization resources articutated with
resources from banks and other institutions.

2. Testing and application of the methodology of sectoral health analysis in
selected countries requiring this kind of study as a step to be taken prior to
implementing sectoral reform or formulating health investment plans.

1. Formation of working groups for the preparation of methodotogies for sectoral
health analysis and sectoral analysis of environmental pollution.

2. Preparation and dissemination of the basic and component methodological
guidelines for sectoral health analysis and sectoral analysis of environmental
pollution.

3. Application of each of the methodoiogies in at ieast five countries.

4. Execution of sectoral anatysis of drinking water supply, sanitation, and solid
waste disposal in at least 15 countries.

1. Design of strategies aimed at stimulating the formulation of investment ptans
in the environment and heatth.

2. Apptication of the methodologies designed in selected countries in which
investment processes are being developed.

1. Publication of a methodology for the formulation of master investment plans in
the environment and health sectors.

2. Application of the methodologies designed in at Least 10 countries of the
Region.
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PROJECT DSI/4 PREPARATION AND SUPPORT FOR THE EXECUTION OF INVESTMENT
PROPOSALS

PURPOSE

To support the countries in preparing and formulating investment proposals in the
environment and health sectors.

EXPECTED RESULTS

1. Development of methodologies for the formulation of investment proposals in the
environment and health sectors in ccordination with other units in the
Organization (Headquarters), PWRs, specialized centers, banks and bilateral and
multilateral technical cooperation institutions.

2. Development of preinvestment operations with banks and institutions aimed at
formulating investment proposals in the environment and health and strengthening
institutional development for investment management.

PROJECT PED/1 DISASTER PREPAREDNES AND MITIGATION

PURPOSE

Provide the necessary financial resources and managerial expertise to execute a
disaster preparedness and mitigation program in Latin America and the Caribbean.

EXPECTED RESULTS

1. PAHO staff will increase their knowledge of disaster preparedness and
mitigation and will improve their disaster management skills.

2. Funding from extrabudgetary sources will equal or exceed the previous biennium.

1. Design of methodologies for the formulation of investment proposals in the
environment and health sectors compatible with those employed by national and
international finance institutions.

2. Application of the methodologies developed to investment with national and
international financing.

3. Evaluation of the methodologies applied in specific cases of investment.

1. Design and evaluation of methodologies for investment proposals in the
environment and health directed toward obteining both national and international
financing.

2. Application of the methodology designed to at least four countries in which.
investment proposals are being developed.

1. Support provided for the formulation of at least 25 investment proposals in the
environment and health during the biennium.

1. The extrabudgetary funding available to the Program.

2. The improved skills of disaster managers in the Region.

1. The number of training opportunities offered on new areas-both technical and
managerial.

2. The presence of a well-trained disaster focal point in each PWRs office.

1. The ratio of extrabudgetary funding to funding from the PAHO regular budget
will remain constant.

2. The number of visits made to bi- or multilateral funding agencies.

3. The number of proposals submitted to and funded by external sources.
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3. The moral and technical leadership of PAHO in health disaster reduction will
be recognized at the international level.

4. Disaster managers will have greater access to electronic sources of disaster
information and a greater ability to exchange information.

PROJECT PED/2 STRENGTHENING NATIONAL PROGRAM ON DISASTER MITIGATION
AND PREPAREDNESS

PURPOSE

To strengthen disaster mitigation and preparedness programs in the health sector
of Member Countries so as to reduce their vulnerability and enhance the ability
to respond efficiently to all disasters.

EXPECTED RESULTS

1. The health sector and other professionals working to reduce the effects of
disasters in the health sector will have been provided greater access to technical
information and training opportunities.
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Indicators

1. The number of presentations by PAHO staff at conferences or meetings on the
role of PAHO and its emergency preparedness program.

2. The number of PAHO or health sector disaster specialists from the Region
serving on Steering Committees or other high-level boards of multisector disaster
initiatives.

3. The involvement of PAHO in global initiatives of the United Nations system.

4. The nature of the relationship and PAHO's credibility with OFDA, CIDA, ECHO and
other major agencies.

5. The relationship with WHO/EHA, Geneva and other regions.

1. The number of sites in Latin America and the Caribbean linked through the
Internet or other electronic gateways.

2. The number of nationals exchanging information on a regular basis through an
organized electronic network.

3. The number of person/training days.

1. Budgetary and manpower commitments of Member Countries to national health
sector disaster programs.

2. After-action assessments of response to disasters.

1. The number of disaster preparedness, mitigation and prevention training
workshops, meetings and seminars held annually, both national and inter-country,
and by topic.

2. The number of universities that have included a component on disasters in their
undergraduate and graduate-level curriculum.

3. The amount of technical material collected, cataloged and disseminated by the
Regional Disaster Documentation Center.
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4. The technical training material and public information produced by the program
in the field and at headquarters.

5. The Report of Activities of the UHO Coltaborating Center.

2. National health sector disaster programs will have received both technical end
managerial support to carry out disaster reduction activities.

3. Countries will have received the necessary tools and the know-how to inventory,
classify, store and distribute relief supplies.

PROJECT PEDI3 HEALTH NEEDS RESPONSE FOLLOWING DISASTER

PURPOSE

To improve the Organization's capacity to assist the Member Countries to respond
efficiently to health needs following disasters.

EXPECTED RESULTS

1. PAHO, in cooperation with national authorities, will issue an objective and
prompt diagnosis of genuine health needs resulting from disasters.

2. PAHO and the Member Countries will improve their ability to mobilize and manage
post-disaster health assistance.

1. The satisfaction of the national counterparts (the customer).

2. Technical cooperation visits by subregional staff.

3. Support provided to subregional or inter-regional collaboration initiatives.

4. Funds decentralized to countries for national disaster reduction programs.

1. The number of SUMA training courses held.

2. The number of nationals in Latin America and the Caribbean trained in the SUMA
methodology.

3. The updated software produced to include modules for the control of stock and
distribution.

4. The use of SUMA software and methodotogy outside the health sector.

5. The use of SUMA software and methodology outside the Region.

1. Accurate reflection of health sector needs in situation reports of the
international community.

1. Holding after-action evaluation meetings.

HEALTH IN HUMAN DEVELOPMENT
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Obiectives

3. Trained SUMA team members will be on site in disaster-stricken countries to
classify, inventory and manage incoming relief supplies.

PROJECT DBI/1 COORDINATION AND MANAGEMENT

PURPOSE

To coordinate and manage PAHO publishing, information, and documentation
activities in such a way that those activities respond effectively both to the
technical programs' information dissemination objectives and to the Member
Countries' needs for health information.

EXPECTED RESULTS

1. The Secretariat will approve a PAHO Publications Policy that wilt stipulate the
establishment of a Pubiications Committee that wiit review issues ard proposals
affecting the dissemination of published information carrying PAHO's imprimatur.

2. The Secretariat will achieve an understanding--in specific, measured, topicat
terms--of the countries' needs in the area of health information.

3. The Publications Program will select and acquire publication titles that
respond to health information needs as determined by assessments conducted by the
Secretariat.
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2. The proportion of funds dedicated to health priorities by bilateral and
multilateral donors.

3. The recognition by other agencies of the Leading role of PANO in the management
of post-disaster health relief.

1. The mobilization of national or subregionaL SUMA teams.

1. Drafting and implementation of the PAHO publications policy.

2. Periodic assessments of health information needs.

3. Appropriate selection and acquisition of tit[es.

4. Regular consuttations with WHO's Publishing, Languages, and Library Division.

5. Optimal utilization of resources, including electronic means of communication
and copublishing agreements.

1. The Policy will have been drafted, cleared, and issued in 1996, and the
Publications Committee witt have been constituted and wiLt have convened at teast
four times each year.

1. Heatth information needs assessments, covering all Levels of health workers,
will have been carried out once a year in every Latin American and Caribbean
country.

1. The topics, languages, level of target readership, and presentation of works
published each year by the Organization will reftect the health information needs
of the countries, and the full product line will represent systematic and
comprehensive coverage of the Strategic and Programmatic Orientations--as
indicated by yearly sales, demand, reprints, and requests for authorization to
reproduce and translate.



Obiectives

4. The PAHO and WHO publishing programs will coordinate their respective
activities so that their work is complementary and in order to avoid the wasteful
duplication of efforts.

5. The Publications Program will make optimal use of resources available to it.

PROJECT DBI/2 PUBLISHING

PURPOSE

To publish timely, up-to-date oublic health information that contributes to the
Organization's and the Member Countries' strategic and programmatic orientations,
particularly to their efforts to safeguard and promote the health of peoples in
the Region, through the issuance of the monthly "Boletin de la Oficina Snitaria
Panamerican", the quarterly "Bulletin of the Pan American Health Organization",
the quarterly "Educación Medica y Salud" as well as of titles in the Scientific
Publications, Official Documents, Technical Papers, and Communicating for Health
Series as well as other publications.

EXPECTED RESULTS

1. Books issued will support the technical programs' cooperative activities and
will be of relevance to the health sector in the countries of the Region.

1. The PAHO Publications Program will have sent its counterpart in WHO quarterly
reports of program activities, will have regularly consulted regarding the
possibility of cooperative projects (e.g., translations and electronic
productions), and will have participated in the annual WHO Interregional Meeting
of Publications Policy and Program.

1. At Least once a year, every staff member in the Program will have participated
in a staff development and training activity aimed at enhancing job performance
skills.

2. Production costs will have continued to drop at least 5%/year.

3. The use of contractual services will have increased at least 5%/year.

4. All publication texts will have adhered to new standardized formats.

5. The Program's MIS will have increased production staff efficiency, as measured
by a 5X/year reduction in turnaround time.

6. The use of electronic means of communication will have resulted in all Official
Documents and selected Scientific and Technical Publications being delivered
online and in the production of two titles/year on CD-ROM. In addition, all
PAHO/HQ documentation will have been readied full-text on CD-ROH.

1. Annual production of 20-25 peer-reviewed tities, some in both English and
Spanish, on the wide range of subjects relating to PAHO technical cooperation.

2. Regular issuance of PAHO's three main periodicaLs,

1. Requests from the technical programs for collaboration in the issuance of
publications will have increased 5X/year.

2. Positive reviews of PAHO books will have increased 5%/year.

3. Five titles will have to be reprinted each year.

HEALTH IN HUMAN DEVELOPMENT
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4. Requests for permission to reprint and to translate PAHO titles in part or in
toto will have increased 5X/year.

5. Demand for gratis and for-saLe copies of PAHO titles will have increased
5X/year.

2. The journals will support of general policies favoring health through the
dissemination of positive experiences in the health field and emphasis on health
as a basic component of development.

3. The journais wiLL stimuLate biomedical and public health research in the
Region, giving methodological guidelines and support to authors and serving as a
vehicle for the validation and publication of their work.

4. The journals wiLL promote public health activities in the Region through the
publishing of new scientific knowledge.

5. The journals wiLL promote better use of health resources and systems through
the communication of experiences that favor their optional use.

1. References to PAHO journal articles by policy-makers and researchers and in the
media will be quantified, and once a baseline has been established, will be shown
to have increased 5%/year.

1. Dissemination of the Boletin's and the Bulltetin's "Instructions to Authors"
will increase 5X/year.

2. Geographic representation of authors in the journats will cover 50X of
countries in the Region.

3. Citation impact will improve 5X/year.

4. The editorial decision Lag time will shorten by one month by year-end 1997.

1. Requests for authorization to reprint will increase 5X/year.

2. Requests for authorization to transtate wiLL increase 5%/year.

3. The journals will be included in one additional international bibliographic
database by the end of the biennium.

4. Reference to PAHO journal articles in the media wiLL have increased by 5X/year.

1. Reference to PAHO articles in research and in policy and program documentation
wiil increase 5%/year.

2. Requests for reprints will increase 5X/year.

Obiectives
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PROJECT DBII3 MARKETING, DISTRIBUTION, AND SALES

PURPOSE

To assure timely, efficient, and cost-effective distribution of DBI publications
to PAHO's core constituency; expand awareness of, and accessibility to, PAHO's
publications among its target readerships; increase sales of HBl's publications
as a means of financing reprints and supporting new projects by employing
consistent and strategic promotional activities; and monitor the utilization of
PAHO publications as a means of informing future editorial decisions.

EXPECTED RESULTS

1. A reduction in costs associated with shipping, claims of non-receipt, and order
processing.

2. Timely and assured deliverability of all PAHO publications.

3. Sales and revenue will increase by 10% by the end of the biennium.

1. Distribution coverage will be tracked and, once a basetine has been
established, will be shown to have increased 10% by end of the bienniun.

2. Sales wi L be tracked and, once a baseline has been established, will be shown
to have increased 10% by end of the biennium.

3. Delivery wi[l improve, reducing claims by 10% and times by 10%, by end of
biennium.

4. Operational costs will drop by 10% by the end of the biennium.

5. Systematic feedback regarding user opinion of PAHO scientific and technical
publications will be obtained for 100% of all titíes issued.

1. Mailing and handling expenditures wi[ drop 10% by the end of the biennium.

2. Claims witll drop by 10% by the end fo the biennium.

3. Half of alí order process witl be decentralized.

1. Turn-around time using a mail distribution schedule information system will
improve by 10% by the end of the bienniun.

2. The number of invoices handled and of acknowledgments and customer responses
dispatched in a day and a week will have increased by 10% by the end of the
biennium.

3. Information gathered using "quality check" cards wi[l indicate 75% customer
satisfaction with delivery time, packaging, and customer service.

1. For all products, sales comparisons wilt have been measured by month, quarter,
year; country; type of customer.

2. ALI revenues by month will have been measured.

3. Sales performance of alt individual promotional activities will have been
tracked.

4. The performance of individual booksellers and agents will have been tracked.
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4. Awareness of the work of PAHO and of its specific technical cooperation
programs will, through publications, have signficantLy increased.

5. Customer service and relations with PWRs and constituents will have improved
signficantLy.

6. AccessibiuLity to PAHO publications wil have increased by 25% by the end of the
bienniun.

7. A reduction in costs associated with shipping, claims of non-receipt, and order
processing.

PROJECT DBI/4 INFORMATION AND DOCUMENTATION SERVICE--PAHO

HEADQUARTERS LIBRARY

PURPOSE

To provide services that permit efficient access and dissemination of
documentation generated by PAHO and WHO and to channel the flow of information
between external producers and internal users in response to specific, identified
needs for appropriate, validated, and timely information related to the
Organization's strategic and programmatic orientations.
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1. The effectiveness of information dissemination through PAHO Publications
Centers will have been measured, and, once a baseline has been established, wiil
have increased 5%/year.

2. Bibliometric citations will have increased 5%/year.

3. Requests for copies, reprints, and authorization to reproduce and translate
will have increased 5%/year.

1. Return customers wilt be measured and, once a baseline has been established,
wiLL increase by 5%/year.

2. Expressions of customer satisfaction willt be measured and, once a baseline has
been established, wiLt increase by 5%/year.

3. The processing of orders by PWRs wiLL increase by 10X/year.

1. PAHO Publications Centers wiLL have been designated in at least 15 countries
in the Region by the end of the biennium.

2. Sales outtets and agreements with booksellers will have increased 10% by the
end of the biennium.

3. Promotion of the product list in the general Literature, in PAHO PWR
newsletters and in national publications will have increased 10%/year.

1. Mailing and handling expenditures will have been reduced 10% per year.

2. Claims wiil drop by 10% per year.

3. One half of all order processing will be decentralized.

1. At least a 5% increase each year in the number of references services provided
and 5% reduction in the turnaround time of such services, including those handted
as part of the weekly Selective Dissemination of Information service (Current
Contents).

2. At Least a 5% increase each year in the amount, increase in the quality, and
reduction in the turnaround time required for document delivery services,
including photocopies and inter-library Loans.

3. Incorporation of at least two relevant databases to the Library's "collection"
and full access to Internet and WorLd Wide Web.



Indicators

4. Institutionalization of quality controts for the issuance of all PAHO
documentation.

5. Electronic production of all documentation in full-text according to
established standards.

6. Indexing of all PAHO and WHO and Region-related information and documentation,
including preparation of select records for inclusion in BIREME's LILACS CD-ROM.

EXPECTED RESULTS

1. Management, promotion, and strengthening of PAHO and UHO documentation es wetL
es that from other sources that is of direct relevance to PAHO's strategic and
programmatic orlentations.

2. Enhancement of access to external sources of information in the health sciences
and related subject areas

1. Processing and dissemination of allt of the technical documentation received by
the Library and of relevance to the PAHO institutional memory during the period,
including the production of that documentation on CD-ROM.

2. Dissemination of all of PAHO's new publications on the LILACS CD-ROM.

3. Creation of three program desks in the Library to liaise with the five
technicat programs by the end of the biennium.

4. Identification and integration of at teast two efficient and economical
approaches to working in a modern library environment, such that 80% of requests
are satisfied by 20% of resources.

5. Conduct of one workshop each year for PAHO personnel on emerging information
technology.

1. Identification of at least two of the most representative electronic sources
of information per year, especially via Internet.

2. EstabLishment of at Least one agreement/year to access information and aquire
new printed and electronic-based information source

3. Development of three focal points in the Library in specialized electronic
communication service.

4. Provision of updated information to PAHO personnel, responding to 90% of
requests with a maximum turnaround time of 10 days.

PROJECT BIR/1 COORDINATION OF BIREME'S ACTIVITIES

PURPOSE

To develop and support the National Coordinating Center and the other centers of
the Latin American and Caribbean System of Health Science Information, BIREME/PAHO

HEALTH IN HUMAN DEVELOPMENT

Obiectives
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EXPECTED RESULTS

1. An increese in the number of users and individuais participating in the System.

2. Creation of a regional system that is both operational and compatible.

3. Updated cooperative databanks produced by BIREME with regional contributions.

4. Sharing experlences and providing training in new technotogies.

5. Strengthening of the journal collections of both BIREME and the network through
a programmed acquisition plan and statistics on use.

Indicators

1. 25 National Coordinating Centers.

2. 500 libraries.

3. 2 years.

1. Technical visits to the centers and PWRs that still require assistance.

1. Receipt of 15,000 records a year for LILACS.

2. Sale of 700 subscriptions to the LILACS CD-ROM.

3. Contribution of 60 cooperating centers to the SeCS database.

1. Preparation of the Second Regional Congress on Health Sciences Information--
main topic: Convergence--to be held in 1996.

1. Acquisition of 1,300 journal titLes.

2. Reception of 4,700 journal titLes through exchange.

3. 300,000 copies of artictes.

PROJECT BIR/2 DISTRIBUTION AND TRAINING

PURPOSE

Distribution of LILACS, Medline, WHOLIS, and PAHOlnfo on CD-ROM and the training
of users and professionals in their use.

EXPECTED RESULTS

1. Better knowledge and management of the health information tools.

2. Expansion of BIREME's electronic communications network with the inclusion of
the documentation centers of the PWRs and specialized centers.

1. Acquisition of databases by the System's centers.

2. Access to databases through the Internet.

3. Electronic transmission of photocopies of articles.

1. Inclusion of all the centers in electronic mail and the Internet.

2. Use of the electronic mail of the centers to request articles, send files, and
carry out general correspondence with BIREME.

3. Opening of BITNIS accounts with BIREME for alt the specialized centers and PWRs
for use by consultants and professionals.



Obiectives

3. Production of LILACS and Medline on CD-ROM. 1. Production of three LILACS disks a year

2. Production of Medline for 5, 10, and 25 years, with monthly updates.

3. Sale of 100 subscriptions to Medtine/CD-ROM

PROJECT BIR/3 NEW TECHNOLOGIES

PURPOSE

To study and develop software for the application of new technologies stilt not
in use in the System, with a view to a broad utilization that benefits the other
members of the System.

EXPECTED RESULTS

1. Use of the BIREMEIs greater computer capacity to handle LILACS, Medline, and
other databases more efficiently.

2. Application and marketing of the new interfaces in CISIS under C++.

3. Increased capacity to produce multimedia CD-ROMs.

4. Apptication of research done in 1995 on futl texts and factual databases, with
international assistance.

HEALTH IN HUMAN DEVELOPMENT

1.

2.

Training of 1,000 users.

Questionnaire to evaluate the quality of response to the user.

1. Application of the new interfaces in the System.

2. Training of the professionals and users of the System.

3. Preparation of manuals.

4. Inclusion of the standards and procedures in the CD-ROM.

5. Marketing.

1. Use of the multimedia station for marketing projects.

2. Test in Novetll and LAN Manager networks for multiuser use in Windows.

1. Application and expansion of speciat software for the recording of fult texts.

2. Creation of factual envirormental databases for decision-making, with the aid
of the IDRC and in collaboration with CEPIS/ECO.
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PROJECT BIRI4 SUB-REGIONAL COOPERATION

PURPOSE

To expand subregional cooperation in the training of BIREME's monitors and, at the
same time, continue training for the creation of terminology study groups in
PAHO's work areas.

EXPECTED RESULTS

1. Expanded publication of the DeCS--Descriptors in Health Sciences.

1.

2.

3.

2. AppLication of the Local automation system model for libraries and databases.

3. Expansion of graduate courses developed for the EPM on the search strategy for
information in the health sciences.

1.

2.

Inclusion of new terms from the annual updates of MeSH.

Meeting of the topical discussion groups in 1996.

Third 1997 edition of the updated DeCS.

Transfer of the model to three countries of the Region.

Case study of the model in those countries.

1. Preparation of the model for the Spanish-speaking countries.

1.

2.

4. Application and training of the System Libraries to collaborate with the
Regional CataLog of Periodicais in HeaLth Sciences.

5. Updating of the LILACS methodology in PAHO centers and PWRs.

PROJECT AD/2 TECHNICAL COOPERATION AMONG COUNTRIES (TCCI

PURPOSE

Increase the use of Technical Cooperation Among Countries (TCC) and strengthen
Subregional Initiatives as strategies to address national health priorities.

EXPECTED RESULTS

1. Technical cooperation among countries promoted and coordinated

Training of 30 cooperating centers.

Training of 500 users in accessing the SeCS database

1. Updated applications in the centers trained in 1995.

1. All countries have at Least one TCC project in each years of the bienniun.

2. Ninety per cent of the funds are executed.

1. Information on TCC guidelines and procedures disseminated to PWRs.

2. All proposals reviewed, and recommendations forwarded to D for all TCC requests
from the countries within two days of receiving complete information.

Indicators
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2. Andean cooperation in health (ACH) coordinated in collaboration with Hip6Lito
Unanue Secretariat

3. Caribbean cooperation in health (CCH) coordinated in colLaboration with CARICOM
Secretariat.

4. Southern cone initiative (INCOSUR) coordinated in collaboration with secretario
pro tempore

5. Central America HeaLth initiative (CAHI) coordinated in collaboration with
RESSCA.

1. Annual work plan developed jointly with the Secretariat and approved by the
Ministers.

2. Eighty per cent of the programmed PAHO activities in support of the ACH
implemented.

3. At least eight issues of the Bulletin published and distributed.

4. Initiative activities reviewed at Least twice yearly at PWRs meetings.

1. Annual work plan developed jointty with the Secretariat and approved by the
Ministers.

2. Eighty per cent of the progranned PAHO activities in support of the CCH
implemented.

3. At least six issues of the CCH Updates published and distributed by the en d
of the biennium.

4. Initiative activities reviewed at Least twice yearly at PWRs Meetings.

5. Caucus of Caribbean Ministers of Health supported.

1. Annual work plan developed jointly with the Secretariat and approved by the
Ministers, including support for Secretario Pro Tempore.

2. Eighty per cent of the programmed PAHO activities in support of the INCOSUR
implemented.

3. At least six issues of the Newsletter published and distributed.

4. Initiative activities reviewed at least twice yearly at PWRs Meetings.

5. INCOSUR annual Technical Meeting and biennial Ministers' Meeting supported.

1. Annual work plan developed jointly with the Secretariat and approved by the
Ministers.

2. Eighty per cent of the programmend PAHO activities in support of the CAHI
implemented.
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3. At least eight issues of the Bulletin published and distributed.

4. Initiative activities reviewed at Least twice yearly at PWRs meetings.

5. Annual RESSCA meeting supported.

6. Implementation of the Third Phase of the Central American Health Initiative
(1995-2000), with emphasis on Regional exchange of experiences.

7. Support and monitoring the Central American Health Initiative, including
preparatory work for regional agreements on health in the context of the Central
American Integration System.

1. Health agreements among countries in areas included in the approved document
for the Third Phase of the CAHI.

2. All regional and country activities included in the plan of action have been
coordinated between the PWR and regional technical programs. National staff are
trained in the development and management of projects.

3. National action plans for the 5 year period for every country.

4. At least 6 project proposals for each country in the defined priority areas.

5. Project proposals are negotiated by cooperation agencies and/or they are
financed with national resources.

1. Signed cooperation agreements between the SG-SICA and ST-CRAS in the area of
health cooperation.

2. The annual project evaluations and annual project proposals are elaborated and
processed.

3. Two preparatory e.etings for end two RESSCA meetings have taken place.

4. 6,000 issues of the Boletin Salud y Paz para el Desarrollo y la Democracia are
prepared and distributed in the Region.

5. Publication of at least two documents of analysis of macro tendencies affecting
the health of the Region (including political, economic, social and technological
issues).

Obiectives
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PROGRAM BUDGET DISTRIBUTION BY LOCATION

PAHO AND WHO REGULAR BUDGET EXTRABUDGETARY FUNDS

LOCATION 1994-1995 1996-1997 1998-1999 1994-1995 1996-1997 1998-1999

DIRECT COOPERATION WITH COUNTRIES 55,572,600 64,116.100 70.157.400 30,929.500 5.489.700 1.067,200

REGIONAL PROGRAMS 24.110,000 22,578,900 23,884,500 3,096.000 1,743.500 1.095.500

CENTERS 1,162,800 1,296,500 1.455,600 2.057,900 900,000 900.000

TECHNICAL AND ADMINISTRATIVE DIRECTION 9,004,000 9.096,000 9.605,200 714.700 831.000 895.000
........... a......... ............ ........... ........... u -....--...

TOTAL 89.849,400 97.087,500 105,102.700 36.798.100 8.964,200 3,957,700

.. . ........................ ................................................................ ... -

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

--------PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

1994-1995

PAHO - PR
WHO - WR

TOTAL
.... OF TOTAL

% OF TOTAL

69,325,600
20,523,800

89,849.400
.... 00.0....

100.0
_____

108
41

149
......

180
49

229

39,940,800
12,979,400

52.920,200
59...........

59. 0

SHORT-TERM DUTY
CONSULTANTS TRAVEL

$ $

1,665.200
417 100

.... u......
2,082, 300

2.3

2,581.900
466,800

3,048,700

3.4

FELLOWSHIPS

$_ _ _ _ _

262,000
224,000

486,000

.5

COURSES SUPPLIES
AND ANO

SEMINARS EQUIPMENT

S S

3, 794 000
1, 044, 500

4,838,500

5.4

3,143,500
1,070,900

.... .....
4,214,400

4.7

GRANTS OTHER

$ $

2,371,700

2,371,700

2.6

15,566,500
4,321,100

19,887,600

22.1

75 763,600
21,323,900

97,087.500
.... 100.0...

100. 0

111
39

150
mm mm

181 42,657.800 1,837,800 2,733,900 128,100 4,658,500 3 372,600
46 12,904.000 286,400 492.800 249 400 1 002 000 1:150,400

227 55,561.800 2,124,200 3,226.700 377,500 5,660,500 4,523,000

57.2 2.2 3.3 .4 5.8 4.7
_ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - -

2,426,400

2,426,400

2.5
_____

17,948,500
5,238 900

23,187.400
2......3...

23.9

1998-1999

PAHO - PR 81,975,700
WHO - WR 23,127,000

TOTAL 105,102,700
..... OF TOTAL 100.0...

X OF TOtAL 100.0

108
39

147
mmmmmm

181
46

227
mmmmmm

45,545,800
13,758,800

59,304,600

56.5

1,837.800 2.982.500
286,400 530,300

........... ..........
2,124,200 3,312.800

2.0 3.3
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1996-1997

PAHO - PR
WHO - WR

TOTAL
.... OF TOTAL

X OF TOTAL

128 100
249,400

377,500

.4

51057,0000
1155,800

6,212,800

5.9

3,672,100
1,302,300

4,974,400

4.7

2,561,300

2,561,300
... 2......

2.4

20,191,100
5,844,000

26,035,100
24...........

24.8
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -- - - - - - -- - - - -.--------------- …---------....

1994-1995
__________________

PROGRAN CLASSIFICATION
________----______----____________________________________--------____

Il. HEALTH IN HUMAN DEVELOPMENT
mmmmmmmmmmmememmmmmm-mmmmmm

AMOUNT

89,849,400
mmmmmmmmmtm

% OF
TOTAL

1996-199

AMOUNT
_- - - - -

100.0 97.087,500

17 1998-1999

% OF % OF
TOTAL AMOUNT TOTAL

.....................-

100.0 105,102,700
…m m…mm m m mmm

100.0
llmm~

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAN DEVELOPMENT AND MANAGEMENT
STAFF DEVELOPMENT
REGIONAL DIRECTOR'S DEVELOPMENT PROGRAN
EXTERNAL COORDINATION
PU8LIC INFORMATION

EXM
GPD
SDP
DGP
ECO
INF

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONONMC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS ANO ETHICS
RESEARCH POLICV AND STRATEGY DEVELOPMENT
WOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AhD HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION ANO TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

19,218,200 21.4 20,323,000 21.0 21,458,600 20.4

3.667.100 4.1 3,787,900 3.9 4,000,800 3.8
7 908 600 8.8 8,716,000 9.0 9,192.300 8.7
1,770,400 2.0 1,867,700 1.9 1,967,100 1.9
2,686,300 3.0 2.500,000 2.6 2,627,300 2.5
1,118,600 1.2 1.235.100 1.3 1 302 600 1.2
2,067,200 2.3 2,216,300 2.3 2,368.500 2.3

11,839,600 13.1 13,323,000 13.7 14,235.100 13.6

HSD 5 454,400 6.1 6,563,100 6.8 7 106,200 6.8
HLE 1,895,100 2.1 1,960,800 2.0 2,058,600 2.0
RPS 3.638,200 4.0 3 696,500 3.8 3,890,700 3.7
WHD 851,900 .9 1,102,600 1.1 1,179,600 1.1

36.149.700

CPS 35,472,500
EHA 677,200

19,640,800

HST 10 009,700
HBI 9.631.100

3.001,100

TCC 3,001,100

40.4

39.6
.8

21.8

11.1
10.7

3.3

3.3

40.018.200

39.312,500
705,700

19.984,800

10,035,800
9,949,000

3, 438.500

3, 438,500

41.3

40.6
.7

20.5

10.3
10.2

3.5

3.5

43.932.200

43,186,000
746,200

21,535,800

10,861,000
10,674,800

3,941,000

3,941,000

41.8

41.1
.7

20.5

10.3
10.2

3.7

3.7

GRAND TOTAL

...........

89,849,400

...........

100.0 97,087,500 100.0 105,102.700 100.0

mmmmm= m55=5 =mm m m m m m m m
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PROGRAM BUDGET - EXTRABUDGETARV FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAM CLASSIFICATION

______________________________________________________________________

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

1998-1999

% OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT
…*m-mmmm- mmm mmm m.... --..m

36.798 100
...........

GENERAL PROGRAN DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAM DEVELOPMENT ANO MANAGEMENT
EXTERNAL COORDINATION
PUBLIC INFORMATION

EXM
GPD
ECO
INF

2,143,100 5.8 1,490,500 16.6 1.610,000 40.6

110.000 .3 195.000 2.2 210,000 5.3
848,800 2.3 629,000 7.0 682,000 17.2
780.100 2.1 567 000 6.3 610.000 15.4
404.200 1.1 99,500 1.1 108,000 2.7

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS AND ETHICS
RESEARCH POLICY ANb STRATEGY DEVELOPMENT
WOMEN, HEALTH AND DEVELOPMENT

2.040.100 5.5 889,200

HSD 421,600 1.1 0
HLE 48,000 .1 0
RPS 60.000 .2 68,000
WHD 1,510,500 4.1 821,200

10.0

.8
9.2

465,200 11.8

O -
O

75 000 1.9
390,200 9.9

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCV AND HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

GRANO TOTAL

........ M..

28,191.400 76.6

CPS 3 999,000 10.9
EHA 24,192.400 65.7

2,887.900

HST 284,900
HBI 2,603,000

TCC

1,535,.600

1.535.600

36.798,100

mmmmmmmmmmm

7.9

.8
7.1

4.2

4.2

100.0

mmmmm

5,477,500

787.500
4.690.000

1,107,000

64 500
1,042,500

O- - -- - - - - -
__________

8,964,200 100.0

aaamm..am m......

61.1

8.8
52.3

12.3

.7
11.6

828,500

828.500

1,054,000

1,054,000

- O0

- 0

3,957,700

a*a-.......

HEALTH IN HUMAN DEVELOPMENT

100.0
.....

8,964,200
..---..---.

100.0 3,957,700
mmmmmmmmmmm

100.0

20.9

20.9

26.7

26.7

100.0
...-.
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HEALTH SYSTEMS AND SERVICES DEVELOPMENT

REGIONAL CONTEXT

1. The organizational end financial aspects of health services systems and reform
processes continue to be influenced by the general political, social, and economic
trends existing in most countries of the Region and by the epidemiological and
demographic changes that are under way.

2. In the sociopolitical field, the main priority of the reform processes based
on democratization, participation, and decentralization is the achievement of
equity in health, as manifested in universal access by the population to basic
comprehensive and quality care services. These processes are aimed in particular
at the marginalized groups exposed to greater risk, such as people living in
critical poverty, mothers and children, women, adolescents, the disabled, and the
indigenous population.

3. In the economic sphere, there is a clear need to improve the administrative
capacity of the sector in order to achieve maximum efficiency in the utilization
of human, technological, and economic/financial resources, as an prerequisite for
the development of adjustment processes.

4. In the organizational sphere, within their plans for reform of the sector, the
health systems have responded to the policies for democratization of the State and
society, while maintaining and expanding decentralization measures and the
development of local health systems. The most significant characteristics have
been the heightened decision-making at the local level, the search for a
comprehensive approach that emphasizes community participation and an
intersectoral approach, promotion and prevention, and coordination and linkage
between public and private resources. The participation of nongovernmental
organizations in this process in terms of the health service delivery is also a
significant feature of the change that is under way.

5. According to 1994 data, 33 countries have defined policies to reform the State,
adopting decentralization as a key strategy; 28 countries are implementing these
policies in the health sector and 32 have indicated the existence of local systems
in operation.

6. In turn, the subregional and regional integration processes under way and the
initiative put forward at the December 1994 Summit of the Americas, calling for
the incorporation of health as a component of development, required the
coordination of aspects related to the organization of services and the regulation
of human resources, drugs, and technology.

7. In this context, the sectorel reform processes are taking into account the
implications of decentralization measures in terms of the responsibility for
providing the Leadership that is to be assuned by the central levels, whether they
are ministries or departments of health. There is growing interest in reviewing
and adjusting the functions for which these Levels are responsible in order to
ensure equity and the coordination of health care systems that have a plurality
of functions. Among such functions are policy formulation and developnent,
investment, regulation, the standardization and control of activities, the
identification and selection of financing mechanisms, technology development, the
supply of drugs, staff development, and professional practice.

8. In addition, reform of the sector based on democratization and decentralization
requires a precise definition at the central Levels of policies that foster
community participation end the training of the population at the local level in
order to identify and analyze problems and needs in the programming,
implementation, and evaluation of activities.

9. At the same time, the transfer of political, technical, and administrative
responsibilities to the Local level has brought to light the existing constraints
in their organization and financing. Development of Local health systems continues
to include the broad concept of health as a social product, based on an
intersectoral and interdisciplinary approach. In this regard, the Local political
and administrative levels of countries, municipios, cities, and provinces are
those that are adopting very important initiatives in the comprehensive management
and control of health.

10. ALL these organizational changes are being instituted with a commitment to
give priority to achieving equity, efficiency, and quality in the context of
significant financial constraints. Hence, management training is being promoted
in the public and private sectors, with strategic administration being one of the
most significant and necessary activities, requiring the reorganization of
resource structures to achieve the objectives.

11. These changes are also evident at the level of the health establishments. The
nearly 15,000 hospitals that provide approximately 1 million beds are being
reorganized on the basis of regulations governing training, accreditation, and
categorization. Moreover, organizational measures are aimed at responding to new
demands related to quality, management, and financing, based on decentralized
models of self-management in public hospitals and on practical models of managed
care and shared risk with the financing systems in private establishments. The
existence of health care systems that have a plurality of functions requires the
coordination of public and private resources and the building of services networks
at the local level, with the coordinated inclusion of ambulatory care facilities,
health centers and posts, and referral establishments.

12. The deteriorated condition of physical infrastructure and equipment,
particularly in the public sector, due to the failure on the part of institutions
to adopt conservation and maintenance measures, will require an investment of
approximately US$64 billion over the next 10 years in order to improve management
and to expand, readapt, and restore physical infrastructure and equipment. It will
not be inmpossibte to obtain this amount if current social investments in the
majority of countries of Latin America and the Caribbean are reoriented. Since
1986, the seven countries of the Central American Isthmus have been conducting a
project to strengthen the engineering services and the maintenance of the health
establishments of the ministries of health and social security. As a result of the
project, of the 67,000 pieces of medical and industrial equipment at 217
hospitals, the figure went from 51X out of order or operating under unsafe
conditions to 72% operating under good conditions. This experience has begun to
begun to be replicated in other countries of the Hemisphere. The Latin American
and Caribbean Directory of health establishments atready established by the
countries, represents an inportant step in the assessment of the situation and may
facilitate the upgrading of the services network in the future.
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13. As a result of the changes in the demographic and epidemiological structure
in some countries, the need has arisen to adapt health care profiles to the
elderly and disabted poputation, to the needs of large cities, and to emerging
health problems such as violence, drug addiction, mental itness, accidents, and
AIDS. The profile of health care needs becomes more complex if it is taken into
account that these new demands exist side by side with problems that are still
unresolved, such as attention to basic needs and promotion and prevention
activities.

14. In this context, the current problem of human resources devetopment is
characterized by imbatances in the Labor market and deficiencies in training and
education.

15. Imbalances persist in the structure and composition of personnel with regard
to health care modeis, with a deficit in some categories of personnel and a
surptus in others, as well as constraints in the geographic and institutional
distribution of personnel. Generally speaking, there are deficiencies in
high-priority professional categories such as nursing, public health, general or
comprehensive medicine, and some critical medical specializations.

16. Complex and sometimes antagonistic labor relations are changing as a result
of the reforms in the sector. Staff career patterns based on stability and
seniority, collective bargaining by branch or federation, and fixed systems of
incentives are being defined. In many cases, this hinders fulfillment of the
mission of the service and/or improvements in the quality, effectiveness, and
efficiency of care. Situations occur that reflect a low level of staff performance
owing to a lack of knowledge imparted in basic training, failure to keep abreast
with rapid scientific, technological, and regulatory changes, or the improper
piacemTent of workers. This situation indicates that a significant narber of the
training programs (refresher courses, remediat training, or skilts adaptation) are
oriented towards a small group of professionats and are not meeting the needs of
the particular health care situations. They frequently emptoy methodologies that
do not promote the intellectual and technical development of the worker and, in
most cases, are not evaluated.

17. The new functions and models of health care require changes in the way nursing
is practiced, particularly in decision-making power, leadership, and
implementation of these changes, in order to improve the situation of these
services at atl levels of care.

18. The shortage of this type of personnel in many countries continues to affect
the quality of health care, which Limits its potential for providing services to
individuals and communities. Due to deficient working conditions, Low pay, tlack
of policies for professional advancement, and few possibilities for increasing
recognition of the rote of nursing personnel in the health professions, it is
difficult to resolve the problem of human resources shortages in the short term,
which makes progress in the strategic use of existing resources indispensable. At
the same time, community participation in atll aspects of health development
requires changes in education, in professional practice, and in the attitudes of

health workers towards community participation. The adoption and appropriate
utilization of new technologies and health care methods pose an ongoing challenge.

19. The improvement of many problematic situations related to work and personnel
performance requires an adequate capability for managing human resources, which
currently does not exist in most health institutions.

20. With regard to professional training, there has been growing interest and
concern in recent years over the issue of educational quality--that is, the
technical and social relevance of the training. The current situation has imposed
financial constraints on training institutions, especiallty universities, which has
exacerbated Long-standing problems such as inadequate academic structure, lack of
research, deterioration of the educational infrastructure, low pay, and the
shrinking of the Labor market for teachers.

21. It is becoming increasingly clear that institutional efforts to modernize or
partially change educational processes through curricula modifications or the
integration of the teaching and service function are inadequate. A narrow concept
of curriculum exists, uhich attaches greater importance to the formal aspect of
objectives and schedules than to content and the cognitive model. Schools are
currently faced with the challenge of responding to the need for quality based on
a comprehensive training evaluation process.

22. If the number of programs for public health training has increased, so has
concern over the relevance and quality of those programs. Programs usually repeat
traditional patterns (with the exception of some that emphasize institutional
management), involve little or no research, and fail to take into account the
changes occurring in the sectoral context. Thus, both public health education and
its practical side are faced with a situation characterized by transition and
adjustment due to the sectora! and scientific changes that are occurring.

23. Another important element in ensuring quality and efficiency in health care
is an adequate supply of essential drugs. In this regard, the State's reform
processes and the decentralization and opening of markets are decidedly changing
pharmaceutical policies. This has demonstrated the need for changes in legislation
and in the registration and marketing of drugs in order to ensure the availability
and accessibility of the all the population to high-quality, effective, and safe
products.

24. For this purpose and as part of subregional integration activities, it is
important to point out the efforts of the governments of the Andean Area
countries, which have succeeded in defining a common policy on pharmaceuticals in
order to adapt to the overall changes in the economy. This new approach appears
promising for other economic blocs such as the countries of Mercosur, Central
America, and the Caribbean.

25. Although most countries have defined their priority drugs and have prepared
the lists and corresponding formularies, their distribution and application need
to be improved, especially at the local level. As a result, human resources
training in the rational use of drugs is a priority that the countries have set.
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26. The organization of pharmaceutical services, incorporated into support for the
administrative management of hospital institutions and Local health systems,
represents a clear improvement in the supply systems and is having a positive
impact on the availabiLity of drugs at the institutional Level. In this regard,
the development of pharmaceutical care and the definition of good pharmaceutical
practices have gained momentum in the Region as a strategy for incorporating the
rational use of drugs at the level of those who are prescribing, dispensing, and
consuming them.

27. In the area of pharmaceutical services, special attention should be paid to
strengthening human resources training. Both service and teaching institutions are
participating in this effort. The countries have given priority to these aspects
and there are programs under way that need to be bolstered and more wideLy
applied.

28. Public health Laboratories, clinical Laboratories, and blood banks are also
working on their technical end organizational components. Technologicat progress
and changes in epidemiological profiles, as well as decentralization and the
developnent of local health systems require ongoing review of standards,
methodologies, and quality assurance systems. An important task is defining the
decision-making profiles of the diagnostic and transfusion services available at
the different levels of care.

29. The reform processes are also affecting diagnostic imaging and radiation
therapy services. Of the 50,000 X-ray units (excluding dental), the 400 cobalt
radiation therapy units, and the existing 140 Linear accelerators for radiation
therapy in Latin America and the Caribbean, many are obsolete and the technical
personnel operating them are inadequately trained. The existence of national
quality control programs in some countries suggests that significant proposals for
change are in the offing.

30. The regulatory function of the ministries of health in the area of radiation
safety is weak, since only 2 of the 19 countries have a recognized authority
responsible for guidelines within the ministry of health. In most countries,
responsibilities are shared with nuclear or atomic energy agencies, which receive
greater political and economic support and, as a result, are better equipped and
have more trained staff. It is hoped that the situation will improve through the
adoption of the "International Basic Safety Standards for Protection Against
Ionizing Radiation and for the Safety of Radiation Sources", approved by the XXV
Pan American Sanitary Conference. With regard to the development of diagnostic
services, progress has been made in defining services networks with the necessary
leveLs of complexity, although there are still constraints to the use of basic
radiology equipment in improving coverage and the quality of care.

31. The oral health situation as a component of comprehensive care is being
included in administrative organization considerations. There is a high incidence
and prevalence of dental caries and periodontal disease, which continue to be the
most common oral health problems among children in the Region. However, it should
be pointed out that several countries have registered improvements in the oral
health indicator as a result of the widespread adoption of prevention programs
involving salt or water fluoridation, and thus, there is a growing interest in

continuing and expanding this very cost-effective strategy. Other diseases are
also acquiring importance, such as oral infections related to HIV/AIDS, Hepatitis
B, and oral and pharyngeal cancer.

32. The coverage indicators for odontological services suggest significant
deficits at all levels, which Limit the countries' ability to make adequate
progress. One strategy used to resolve this situation consists of formulating
dental practice in a more efficient manner and at a higher standard by
coordinating the resources of teaching and service institutions and professional
associations, particularly in the local area.

33. Care for the disabled population remains a component that is given piecemeal
consideration in health policies, given the insufficient information on the
problem. This has led to the sLow evolution of rehabilitation services, with the
resulting Limitations on coverage and access to it, particularly among the Low-
income disabled population. Despite this, the overaLl efforts of some countries
to develop programs for care of the disabled, with community participation and/or
incorporated into the Local heaLth systems on the basis of epidemiological
criteria and the stratification of services, represent an important strategy to
be emulated in terms of the quest for equity in health.

34. In many local projects in municipios, cities, and provinces, the development
of health has been a unifying focus for social development, coordinating
intersectorat heaLth promotion strategies and attention to the environment in
order to meet the specific needs of the population. Progress in the Local health
systems has not taken place only in the political and conceptual spheres.
Important social management tools have aLso been developed, among them strategic
administration and information systems. The widespread application of these
management tools at the Local Level and the expansion of local systems in
geographic areas with more disadvantaged populations can facilitate the objectives
of equity in health.

35. Both organizational and health care resources are ultimately reflected in the
delivery of health services at the Local Level. In this regard, there is guarded
optimism over the progress made in the management of local health systems
(municipios, cities, provinces) that have been able to respond adequately in terms
of the implementation of prevention programs, despite financial constraints, with
public and private efforts being coordinated with community participation.
Examples of this include the eradication of the wild poliomyelitis virus, the
extension of coverage in maternal and child care programs, and the control of the
recent cholera epidemic.

36. Despite the progress mentioned above, constraints produced by the
indiscriminate use of highly complex technology stiLL persist, which in many cases
diminish the quality and efficiency of the sector. In this regard, there is
justification for the countries' decision to apply health care models aimed at
improving quality through the efficient use of resources. Research on health
services, which has bareLy begun in most of the 21 countries, shoutd be
strengthened in order to obtain the information needed to support policy decisions
aimed at improving quality and efficiency.
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37. With regard to the definition of specific actions, the priority granted by the
countries to the health of their indigenous populations should be mentioned, with
health care models being proposed within the local health systems that respect
cultures and traditional practices and with maximization of the potential of
services provided by traditional health practitioners. This initiative is aimed
at facilitating the comprehensive development of health, in view of the fact that
the indigenous population is estimated at approximately 55 million, spread out
among the more than 400 ethnic groups in the Region.

TECHNICAL COOPERATION STRATEGY

38. Technical cooperation of the Division is based on the strategic and
programmatic orientations defined for the quadrennium. In particular, those
pertaining to the development of health systems and the organization of services
in the context of sectoral reform will be carried out in two specific areas:
through the central levels of health management, in order to favor progress toward
the achievement of equity and efficiency in the sector; and at the decentralized
local levels of governments, municipios, cities, and provinces, emphasizing
cooperation to promote the development of Local health systems based on an
intersectoral end interdisciplinary approach, since it is here that achievements
in terms of health care are seen. As part of the development of the Local health
systems, priority is being given to coordination with other units in order to
support health strategies and development, health promotion, attention to the
environment, and disease control. In addition, a priority component of Local
health systems will be direct cooperation in the organization of the services
network for providing care at the Local Level. National resources will be
mobilized, together with external resources to help make Local entities better
able to manage the coordination of activities with a view to ensuring greater
efficiency in the utilization of the resources. In this regard, there will be
coordination through the ministries of health, universities, and other study
centers, in order to share experiences inside and outside country.

39. As a result of this effort to provide training at the central and Local
levels, experiences on achievements related to the accessibility of health
services and organizational and management methods will be assembled, analyzed,
and shared. This will be reflected in assistance to countries so that they can
develop and improve their information and analysis systems at the national and
Local Levels, in the publication and dissemination of information on experiences
with national and Local reforms, and in the promotion of the sharing of
experiences through support for technical cooperation among countries and the
organization of activities related to evaluation and analysis.

40. Considering human resources development a priority for the organization and
management of health services, there will be cooperation related to the
strengthening of national capabilities in terms of regulation and management, the

promotion of leadership and management, the reorientation of in-service training,
particularly at the local level, and human resources education. To this end, the
following strategic components will be emphasized:

41. Coordination with the different agencies involved and extension of technical
cooperation activities to all relevant actors, with emphasis on an
interdisciplinary approach.

42. Promoting and strengthening new methods, styles, and instruments of
regulation, and management of human resources development, with a view to
fostering adequate performance at the different Levels of the health system.

43. Giving priority to the teaching of problem-solving as a theoretical and
methodological basis for continuing education, geared towards changing performance
and improving the quality and efficiency of the management of services, including
the implementation of the methodology for analyzing the performance of local
health teams.

44. Integrating education and service at the various Levels, including social
services, and specialization and improvement of educational quality as a strategy
for the comprehensive transformation of training institutions.

45. Another cooperation strategy involves the promotion of health systems research
and services. Support will be provided to the countries to identify and analyze
their national capabi Lities and to develop research proposals aimed at determining
the impact of reforms in the sector at the national and Local Levels and in the
health services, as well as their implications in terms of equity, quality, and
efficiency. Assistance will be provided to the countries in the devetopnent of
evaLuative research methodologies related to the local health systems and their
basic components, namely an intersectoral approach, community participation,
training, and the effectiveness and efficiency of programs.

46. As part of this cooperation strategy, assistance will be provided to
universities and research centers in training educators and health systems
personnel in the formulation, execution, and evaluation of research projects.

47. Support for the formulation of plans and policies to develop health systems
constitutes the fifth cooperation strategy geared towards both national management
and the execution of plans and policies at the Local Levels.

48. Finally, these cooperation strategies have been formulated to facilitate the
integration and strengthening of the other strategic orientations of health and
development, health promotion and protection, environmental protection and
development, and disease prevention and control, through the development of joint
programs and coordinated activities related to the organization of health
services.
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Objectives

PROJECT 1: ORGANIZATION OF THE HEALTH SYSTEMS IN THE CONTEXT OF
SECTORAL REFORM

PURPOSE

To strengthen management and leadership at the central levels within the sectoral
reform processes, taking into account the processes of decentralization,
modernization of the State, democratization, and plurality in terms of functions,
particularly with respect to the management capability of the ministries of
health, in order to achieve equity and universal access to comprehensive health
care for the more disadvantaged population groups and the special development of
dental health and rehabilitation.

EXPECTED RESULTS

1. Case studies prepared and disseminated on the progress of decentralization and
the strengthening of management at the central level, with an evaluation of equity
and efficiency in the overall development of health. In collaboration with HDP,
DSI.

2. The development of administrative tools for management and information systems.
In collaboration with HDP.

3. Development and dissemination of the contents and methodologies of continuing
education in strategic administration in the health services.

4. The formulation of appropriate methodology for the gradual incorporation of
information on the disabled into health registries, and services for the disabled.
Coordinated with HPP.

BIENNIAL PROJECTS

1. Eight countries of the Region in the process of decentralization and
modernization of the State, whose ministries or departments of health are being
strengthened with a view to assuming management and leadership responsibilities
in order to achieve equity among the neediest population groups--in particular,
the poor and the marginaLized, the indigenous population, women, and mothers and
children.

2. Six countries with defined standards for the development of programs providing
care to the disabled.

3. Seven countries with fluoridation and epidemiological surveillance programs in
dental health.

1. Six case studies prepared on decentralization and the strengthening of the.
central, provincial, and municipal levels, with an evaluation of equity and
efficiency in the comprehensive development of health.

2. Four publications on case studies of the organization of health systems,
decentralization, and strengthening of the central level, with an evaluation of
equity and efficiency.

1. Validation of the mechanism for the formulation and development of policies
related to the identification, selection, and redistribution of resources in
priority groups.

2. Identification and validation of the mechanisms for the development of
management information systems.

3. Formulation and validation of management tools aimed at increasing the
decision-making capability and productivity of the health services.

1. Identification and dissemination (publication) of information on continuing
education in strategic administration and methodology for the health services.

2. Two publications with information on continuing education in strategic
administration.

3. Three international courses for the education of trainers in leadership and
management.

1. Registry of the disabled, classified.

2. Methodologies and materials published and disseminated.

HEALTH SYSTEMS AND SERVICES DEVELOPMENT

Indicators
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Obiectives

5. The development of preventive oral health and fluoridation programs, including
epidemiological surveillance systems.

6. Management by the Division of the programming, coordination, and evaluation of
technical cooperation programs, dissemination of information, and refresher
training for Division staff.

PROJECT 2: ORGANIZATION OF LOCAL HEALTH SYSTEMS IN THE CONTEXT OF
SECTORAL REFORM

PURPOSE

To strengthen the management and research capability of Local health systems at
the municipio and provincial levels and in the health services network in order
to ensure the efficiency, quality, and avai LabiLity of services in response to the
priorities of population groups with the greatest needs, through the application
of comprehensive models of care in urban and rural areas, with full community
participation and with emphasis on heaLth promotion, disease prevention, recovery,
and rehabilitation, with health being used as the main element of Linkage in terms
of local social development.

EXPECTED RESULTS

1. The development of methodologies for assessing management and inpact in terms
of the mobiLization of resources to strengthen activities in local health systems
with high-risk, poor, andmarginalizedpopulations, indigenous populations, women,
and mothers and children.
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3. Two experiments published and disseminated on the development of programs to
provide care to the disabled in rehabilitation services.

4. Three research projects conducted at the Level of services and the disabled
community.

1. Documentation on development and extension of coverage of water and salt
fluoridation programs.

2. Documentation on the impLementation of oral health and epidemiological
surveillance systems.

1. Countries that have completed the process of joint evaluation.

2. Participation of personnel in training activities and refresher training in
their specific areas of specialization.

3. Analytical reports, published and circulated, on programming, execution, and
evaluation of the management of the Division.

4. Refresher training for HSS personnel in the management and development of
instruments and techniques.

1. National programs to improve the managerial capacity of the local health
systems, formulated in 10 countries.

2. Programs to improve access by the neediest sectors of the population by means
of Local social deveiopment imoels, applied in identified Local health systems in
10 countries, with particular emphasis on the poor and the marginalized,
indigenous populations, and mothers and children.

3. National programs designed in 10 countries for the improvement of health
services management, quality, and efficiency.

4. Ten countries of the Region that have compiled, produced, and disseminated
information on the activities of health services systems with regard to the
equity, efficiency, coverage, and quality of these services.

5. Six countries with research activities in health services at the university and
services levels.

1. Methodologies developed and disseminated for the evaluation and analysis of
organizational options.

2. Protocol completed for the preparation of projects for the mobilization of
resources at the Local level.

3. Eighty local health systems of various countries supported in the formulation
of projects for the mobilization of resources, particularly the neediest
populations.



Obiectives

2. Conceptual approaches prepared and disseminated on the strengthening and
development of management and municipal financing geared toward social production
in health. In coordination with HPP, HDP.

3. Publications on local management tools applied to the development of the local
health systems.

4. The development and dissemination of protocols for the design of research on
systems and services geared toward the evaluation and analysis of quality and
efficiency, including the training of health workers in the design of these
protocols.

5. The development and dissemination of methodologies for the evaluation of the
quality, efficiency, accessibility, and coverage of public, private, and social
security health establishments, including the analysis of the services and
information systems network.

6. Methodologies and mechanisms defined to improve programs for preventive
maintenance and conservation and maintenance of physical infrastructure and health
services equipment, guaranteeing the hospital safety and efficiency in the use of
energy and liquid resources. Coordinated with HEP and PED.

1. Document on conceptual approaches to the strengthening and development of
management and municipal financing geared toward social production in health.

1. Three publications prepared and distributed in the Region on local management
toots applied to local health systems.

1. Protocols on the design of research on health systems and services geared
toward the evaluation of quality and efficiency.

2. Personnel of the countries trained in the preparation of protocols for the
design of research on health systems and services.

3. Three studies completed and published on research on health systems and
services.

1. Methodology developed and published for the evaluation of the quality and
efficiency of pubtic, private, and social security health services.

2. Ten case studies on the application of the methodology for the evaluation of
quality and efficiency.

3. hethodotogy developed and published for the determination and analysis of the
costs of public health, social security, and private health services.

4. Four case studies conducted on the analysis of costs in the health services.

5. Methodology developed and published for the design and evaluation of the
information system for public and private and social security establishments.

1. Methodology developed to assist in the definition of national conservation and
maintenance policies.

2. Development and publication of methodologies for the application of maintenance
programs.

3. Countries incorporating methodologies to improve their maintenance programs.

4. Subregional engineering and maintenance initiatives under way.

HEALTH SYSTEMS AND SERVICES DEVELOPMENT

Indicators
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Obiectives

7. Development of a conceptual document on the nursing profession and health care
modeLs.

8. The developnent and application of management methodologies and information
systems that strengthen the capacity of local health systems, permitting the
incorporation of oral health services on an ongoing basis, with provisions for the
inclusion of HIV/AIDS programs and other diseases evaluated.

9. Coordination of the implementation of the plan for improving the health of the
indigenous peoples.

10. Model on comprehensive care developed that includes rehabilitation programs
and services, based on epidemiological criteria and the stratification of
services.

PROJECT 3: DEVELOPMENT OF INFORMATION SYSTEMS
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Indicators

1. Document prepared and circulated on strategies to improve the quality of care
and increase the supply of services.

2. Development and validation of the proposal on adaptation of the nursing
profession in health care.

3. Proposal regarding the adaptation of continuing education in nursing based on
the results of validation of the comprehensive care model.

1. Publication and dissemination of the methodology for incorporating oral health
services into Local health systems.

2. Protocols on the prevention of AIDS/HIV, Hepatitis B, and oral cancer developed
in institutions providing educational and professional services.

1. Ten new projects in local health systems with indigenous populations in six
countries, including three multicountry projects and five projects aimed at
improving Linkage between traditional medicine and Western medicine.

2. Document published and circulated on the health situation of indigenous peoples
and experiences in the implementation of the initiative.

3. Annual progress reports on the implementation of the initiative.

4. Five interagency activities aimed at improving the health of indigenous
peoples.

5. Four research projects aimed at problem-solving, health priorities, and
evaluation of activities in indigenous communities.

1. Proposal developed and disseminated on comprehensive care that includes
rehabilitation services programs.

1. Ten countries with active programs for the formulation and implementation of
information systems within the sectoral reform processes.

PURPOSE

To have information systems at the intermediate central and Local Levels that
facilitate achievement of the objectives of equity, quality, and efficiency.



Obiectives

EXPECTED RESULTS

1. Information systems for local management that permit the management,
programming, execution, and evaluation of health activities in local health
systems and institutions, with data compi Led, analyzed, and made available to the
Ministries of Health.

2. Guidelines and standards for the development, acquisition, and maintenance of
information systems networks.

3. To increase the training of health personnel in the use of information systems.

4. Four more countries uiLl be applying the computerized system for the
registration of medication (SIAMED) and three wilL have instalLed the software for
monitoring inports and exports of narcotics and psychotropic substances, based on
INCB requirements.

5. Oral health information system developed, including oral health data base and
linkage into WHO Global network of oral health science education and Worldwide
Web.

Indicators

1. Information systems in local health systems defined and in operation.

2. Six documents prepared and circulated on experiences in the application of
information systems in locaL health systems.

1. The development and circulation of guidelines and standards for information
systems.

2. The inplementation of computational modules to support operation and decision-
making in local health systems.

3. Health personneL with managerial responsibiLity in continuing education
programs reLated to information systems.

1. The formutation of training proposais on information systems.

2. The implementation of training processes.

1. Greater implementation of the SIAMED system, instaLled and adapted to national
needs, and assistance to countries in the creation of SIAMED database systems.

2. Countries with an installed moduLe on the control of psychotropic and narcotic
substances, based on INCB requirements and databases in the process of creation.

3. Countries with information system modules in operation on the purchasing,
warehousing, and distribution of drugs.

4. Validated computerized system on the quality control management of drugs in
control laboratories.

1. Regional Oral Health database (ROHDB) available and including analitical
information of oral health from Caribbean Countries.

2. Scientific publication of "Application of the International clasificatin of
disease to Dentistry and Stomatology" in Spanixh.

3. Final document "System Analysis of Oral Health" for Caribbean Countries
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Objectives

6. Use of electronic networks and information systems for human resources
development, research, dissemination of information, and coordination of
educational and health policies, and for the monitoring of the health situation
at the local level.

PROJECT 4: ESSENTIAL DRUGS AND THE ORGANIZATION OF SERVICES

PURPOSE

Definition, application, end ongoing evaLuation of drug policies end programs
using the criteria of equity and universal access, in the context of sectoral
reform, including their standardization and control and the continuing search for
efficiency in systems for the supply and application of rational prescription,
dispensing, and utilization practices.

EXPECTED RESULTS

1. Proposals and support for programs and projects for drugs in their design,
inplementation, and evaluation, within the context of the sectoral reform.

2. System for the registration, inspection, and sanitary surveillance of drugs and
medical inputs, with preparation and assistance provided in terms of their
inplementation and evaluation at the national, subregional, and regional levels.
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Indicators

1. Promotion activities in countries for the integration of the local health
systems into the Internet, through national academic communications networks.

2. Identification of mechanisms so that WHO Collaborating Centers can cooperate
with countries of the Region in the exchange of programs and services.

3. Countries with the Grateful MED system (developed by the U.S. National Library
of Medicine), in order to access the 30 scientific databanks produced by this
institution.

1. Five countries with drug policies and programs established and evaluated on the
basis of their particular pharmaceutical status, as part of the organization of
their services.

2. The circulation of guidelines for the development of national programs for the
regulation and control of drugs, with the development of regulation and control
programs for specific drugs for four countries.

3. Improvements of the supply systems for drugs in four countries at the level of
the different structures of the health services: national, local, and
institutional.

4. Rationalization practices for the prescription, dispensing, and utilization of
specific drugs and implementation thereof, with the evaluation of drug utilization
in five health institutions.

5. The review and updating of standards, regulations, or regulatory administrative
structures in six countries, with the preparation of proposals for updating and
with the establishment of harmonization schemes for standardization, regulation,
and control in two subregions.

1. Countries that have formulated a master plan for drugs and two countries that
have completed their evaluation of the implementation of this plan.

2. Countries applying diagnostic indicators of pharmaceutical status at the
national, local, and institutional levels.

3. Eight national drug projects and programs evaluated in terms of implementation,
with the formulation of proposals for monitoring.

1. The design, implementation, and evaluation of comprehensive national policies
on drugs and formulation of program proposals.

2. The preparation and circulation of technical reports on progress in the
harmonization of drug registration and control practices in two subregions.

3. The design and establishment of programs for the post-marketing monitoring of
drugs.

4. Number of controlled substances (drugs) increased from 10% to 30% in four
countries.



Obiectives

3. Systems for drug supply organized in Local health systems, service networks,
and institutions.

4. Access by health personnel to programs for continuing education in technical
aspects and the management of drugs.

5. The dissemination and application of concepts and the rational practices in
prescribing, dispensing, and using drugs.

1. Six countries that have formulated plans and programs in specific areas for the
administration of the drug supply (selection, programming, procurement,
distribution) for selected local health systems and hospitals.

2. Guide for the implementation and evaluation of hospital pharmaceutical services
developed and circulated throughout the Region.

3. Proposals for the organization of pharmaceutical services in selected
hospitals.

4. Proposal for studies on the utilization of drugs according to therapeutic
group, formulated and applied.

1. Eight educational activities (courses/workshops) conducted on technical aspects
and the management of drugs, broken down by area of training, including four
courses on good practices in the manufacture of drugs (national/subregional).

2. Curriculum change/conceptualization processes of study programs for
pharmaceutical and medical professionals, identified for the purpose of
integrating the concepts of essential drugs, the rational use of drugs, and
pharmaceutical care.

3. Development of educational proposais for health workers and patients on the
rational use of drugs.

4. Formulation of good pharmaceutical practices standards at the national level.

1. Regular contributions of articles providing pharmacological information to the
Boletin de La Oficina Sanitaria Panamericana.

2. Circulation of documents on strategies for the development of information
centers and services on drugs, with evaluation (diagnosis of progress) of their
application.

3. Provision of responses to 100X of the requests for information on drugs.

4. The circulation in the Region of three technical/regulatory docunents and
updated drug formularies, including medicinal plants and technical and scientific
literature.

HEALTH SYSTEMS AND SERVICES DEVELOPMENT

Indicators
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Obiectives

PROJECT 5: THE TECHNOLOGY USED IN CLINICAL LABORATORIES, DIAGNOSTIC
IMAGING AND RADIATION THERAPY, RADIATION PROTECTION AND THE
ORGANIZATION OF SERVICES
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Indicators

1. At least 10 countries that have defined policies and systems for quality
assurance and safety in cLinicaL Laboratories, blood banks, and transfusion,
diagnostic imaging, and radiotherapy services.

PURPOSE

Reorganization and modernization of the network of clinical taboratory, diagnostic
imaging, and radiation therapy services and of programs for radiation protection,
as part of the sectoraL reform processes, in order to achieve equity and quality
in the health care model and to guarantee the safety of health workers and
patients.

EXPECTED RESULTS

1. Definition of and assistance with systems of quality assurance and personnel
protection, in terms of their application and evaLuation in Laboratories and bLood
banks.

2. Technical guidelines for the establishment or updating of national programs for
radiation protection, management of radioactive waste, and radiological
emergencies, prepared and appLied in accordance with "International Basic Safety
Standards for Protection Against Ionizing Radiation and for the Safety of
Radiation Sources."

3. "Basic package" for diagnosis and/or screening to assist Laboratory services
at each defined Level of care, and assistance with its development,
implementation, and evaluation.

4. The preparation of programs for quality control in diagnostic imaging and
radiation therapy.

1. Public health, clinical diagnosis, and epidemiological surveillance
taboratories and blood banks that provide information on a national basis,
identified in 10 countries.

2. Specific methodologies deveLoped on Laboratory diagnosis, blood bank screening,
and epidemiological surveitleance at the Local level.

3. GuideLines drawn up for the imrplementation of Local, national, and regional
quality assurance systems.

1. Additional countries with Legislation/regulations on radiation protection
introduced for approvaL.

2. Preparation and formulation of nationa! tlans for radiologica! emergencies at
the country level.

3. Preparation of national plans on the management of radioactive waste.

4. Two projects conducted jointly with national and international scientific and
professional organizations.

1. Inventory completed on "diagnostic Laboratory and/or screening tests available
at each Level of care."

2. The preparation and dissemination of a basic package of Laboratory and/or
screening tests at the Local Level.

3. The dissemination of the methodology for the evaluation of the basic package
at the Local level.

1. Definition of national programs for quality control in diagnostic imaging and
radiology established as part of the hospital accreditation program.

2. Completion of the regional database on radioLogical equipment and personnel of
the radiology services.



Indicators

3. Support to ten institutions in the implementation of the protocols developed
by the Centers for Radiological Physics.

4. Two postal dosimetry comparisons of high-energy radiation units carried out.

5. Completion of the regional database on the quality of imaging and radiation
dose in the most frequent radiological examinations.

6. Two projects defined jointly with scientists and national and international
professionaLs.

5. The development and application of methodologies for preparing evaluation
standards for diagnostic radiology services, equipment, and treatment, in order
to determine and improve the quality of services.

PROJECT 6: HUMAN RESOURCES DEVELOPMENT AND THE ORGANIZATION OF
SERVICES

1. Publication and dissemination of methodologies for the preparation of
evaluation standards for WHO basic radiology equipment.

2. Application of methodologies for the preparation of evaluation standards for
basic radiology equipment in the Local health systems.

3. Identification of two manufacturers with a view to the development of basic
radiation therapy equipment.

4. Two new techniques proposed for the diagnosis and monitoring of diseases.

1. Ten countries that have developed regulatory frameworks for human resources
development and sectoral reform.

PURPOSE

To adapt human resources development in the context of the sectoral reform, in
terms of training and utilization, with a view to greater equity, productivity,
and quality in meeting the priority health needs of the population.

EXPECTED RESULTS

1. Development of conceptual guidelines for strengthening the leadership promotion
and the training of personnel atready working in the services, taking into account
the quality and performance goals required for reform of the sector.

1. Support for 10 national continuing education programs and application of
conceptual tools based on the principal health needs of the population, geared
toward leadership and management and the administration of social investment
projects.

2. The involvement of a minimum of 150 professionals from various countries in
training programs related to the assumption of a leadership role by specific
programs, the development and organization of services, human resources management
using en interprogram approach, and training in international health and specific
priority health care subjects.

3. National fellowship committees established and operating in countries of the
Region.

HEALTH SYSTEMS AND SERVICES DEVELOPMENT

Obiectives
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Objectives

2. Development and circulation of docunents for the development of national
policies and plans based on an interagency and interprogram epproach, in the
context of sectoral reform and a greater decision-making capability of the
services.

3. Support for the reorientation of the regulation and management of human
resources development, in order to improve the integration, distribution, and
productivity of personnel within the context of health reforms.

4. The deveLopment and dissemination of mnethondological proposals for the
reorientation of professional and technical training in health, with a view to
improving its social relevance, in keeping with the changes in practice and in the
regulatory processes.
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Indicators

1. Ten programs and processes for the formulation of national plans prepared on
an interprogram basis and in coordination with agencies and institutions from the
sector.

2. At least 20 agencies, NGOs. and Collaborating Centers recognized by PAHO/WHO,
acting in the field of human resources, with support and cooperation in the
programs' tines of work.

3. Production of 10 new tittes, and distribution of the PALTEX publication.

4. Publication and distribution of eight issues on Medical Education and Health,
four publications of the series Human Resources Development. Four issues of the
PASCAP technical publications series.

1. Specific sectoreal studies that include information systems at the institutional
level, personnel administration units, and human resources and management
information systems, aimed at understanding, evaluating, and reorienting human
resources development policies.

2. Establishment of frameworks and instruments for human resources regulation,
produced by intersectoral bodies for negotiation and political consensus-building.

3. Twenty local health systems with processes for analyzing the performance of
local health teams, as a key component of the sectoral reform process.

1. A mini.,.nn of six joint activities conducted between institutions that train
personnel and the health services, for the purpose of strengthening the decision-
making capability of the services and knowLedge of the health situation at the
national level, within the context of sectoral reform.

2. Universities, departments, schools, and programs of six countries have reviewed
and/or modified their models for the generation and transfer of knowledge on
priority health needs.

3. Countries that have evaluated and/or reoriented their training activities with
respect to the integration of teaching and service delivery, modes of professional
practice, residency and specialization systems, and systems for the training of
mid-tevel technicians.

4. A minimum of six research projects carried out at the national and regional
levels, with the support of the research program, in order to increase knowledge
about the field of human resources in health.

5. Support to a minimum of eight departments, schools, and educational programs,
with emphasis on public health, with a view to the implementation, self-
evaluation, and management of quality, in response to national or international
accreditation trends.
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HEALTH PROMOTION AND PROTECTION

REGIONAL CONTEXT

1. In five years' time, the period agreed upon in Alma Ata by the countries of the
Region for meeting targets that will help them to guarantee better living
conditions for their peoples will draw to a close. Although significant progress
has already been achieved, the commitments assumed will remain unfulfilled unIess
current efforts are intensified and enhanced.

2. In view of the demographic, economic, political, and sociocultural changes that
the countries of Latin America and the Caribbean have undergone in the past
decade, great challenges lie ahead for providing technical cooperation in the
areas of health promotion and protection to find new ways of improving the health
and well-being of the people.

Demographic Changes

3. The demographic changes taking place in most of the countries may be
characterized by three salient phenomena: rapid urbanization, an increase in the
elderly population, and growing numbers of adolescents and young adults.

4. At the present time, the Region's population is estimated at nearly 800
million, and the projected increase for the year 2005 will be almost 100 million.
This means that, despite a steady decline in recent decades, the overall rate of
the population growth in the Region is still high compared with that of the
developed countries: by the year 2000, Latin America will have four cities with
a population of over 10 million.

5. Vertiginous and chaotic urbanization, especially in Latin America, has led to
an increase in the proportion of the urban population of from 41.5% in 1950 to
71.5% in 1990, and this figure is predicted to surpass 76% by the end of this
century. This process, accentuated by heavy migration from rural areas to the
cities, has caused the emergence of megalopolises surrounded by enormous belts of
poverty and insecurity, in which millions live without basic services, the ability
to attain an acceptable quality of life, or the possibility of developing healthy
lifestyles.

6. In addition, the increase in both absolute and percentage terms in the
population over 65 years of age--which is estimated at 95 million (12.2% of the
total population) in 1995 and at 112 million (12.7% of the total population) for
2025--presages serious challenges for the social and economic sectors. To a large
extent, the increase in life expectancy at birth in most of the countries is
attributable to the decline in infant mortality, largely due to immunization
programs and the control of diarrheal diseases and acute respiratory infections.

7. A significant contribution has also been made by the decline in fertility,
which is related, among other factors, to increased contraceptive use by women,
which rose from 11% in 1960 to 60% in 1992.

8. During the same period, between 1990 and the year 2000, the nunmber of
adolescents and young adults in Latin America and the Caribbean will increase from
134 million to 150 million, the result of high birth rates and a decline in infant
mortality in very recent decades. The inplications of these numbers of young

people, on the one hand, are negative in terms of the growing needs and demands
of this group for policies and programs related to education, health, and
employment; on the other hand, however, they are very positive in terms of the
potential of this productive group for the economic development of the Region in
the medium term. (ECLAC).

Economic and Political Changes

9. The economic changes wrought have centered on the post-crisis effects of the
1980s and the adjustment policies applied to speed up recovery from the crisis.
This gave rise, inter alia, to initiatives to reduce the size of the State,
thereby adversely affecting social policies and programs, which, in turn, affected
the social sectors. This situation is correcting itself at the present time
through the new pressures on the part of the development agencies toward
increasing investment in these sectors.

10. The increase in poverty in absolute numbers is the most serious consequence
of the changes in the economic policies, since social expenditure in most of the
countries declined as a percentage of GDP, thereby causing even greater
inequities. According to ECLAC, in Latin America and the Caribbean, the 1990s
began with 70 mil ion more poor people than there had been 20 years before. This
same source points out that urban poverty is the most critical problem facing the
countries of Latin America today in their attempts to reactivate their
development.

11. Nevertheless, the efforts to emerge from economic stagnation have had some
positive effects, notably in the form of a trend toward curbing centralized
authority and hence, strengthening the local levels. These changes have also
resulted in benefits for the health sector. In addition, the political changes
that have taken place in most of the countries have tended to strengthen
democratization and community participation.

Sociocultural Changes

12. As a consequence of the changes described above, particularly with regard to
rapid urbanization and the economic policies of integration and globalization,
significant changes are occurring in the societies that are being reflected in the
family structure and new ways of life.

13. Urbanization and rising industrialization have had powerful repercussions on
the structure and functioning of the family. Family structure is undergoing
visible changes in the developing countries, and although such changes affect
society as a whole, their most harmful effects are found among the poorest sectors
of the population.

14. Despite the great heterogeneity observed among and within the various
countries, there is a growing proportion of unwed mothers, consensual unions (the
highest, in fact, in all the regions of the world), and households headed by
single women. This situation signais a breakdown in social ties, and, in view of
their potential negative inmpact, not only on women but on the growth and
development of children and on mental health in the Region, these considerations
must consequently be taken into account by the health sector.
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15. In addition, the extraordinary advances in communications technology is
contributing to the spread of high-risk behavior patterns, the loss of cultural
values, and the adoption of other values that have both negative and positive
implications for health. Among the most harmful effects is the emergence of
increasingly violent cultures. Both television and motion pictures are replete
with scenes of violence that are accessible to children and adolescents; the
press, too, with few exceptions, presents health subjects in very negative terms.
The influence of the media on areas such as diet, consumerism, and substance abuse
is growing. On the other hand, however, the technological progress in
communications offers the potential for creating populations that are better
informed and consequently better prepared to make changes in their Living
conditions and Lifestyles.

Epidemiolosical Situation

16. Recent decades have witnessed modifications in the epidemiological profile,
chiefly with regard to the relative importance of the various causes of disease
and death in the different age and sex groups in the developing countries of the
Region. Some call these changes "the epidemiological transition," pointing to the
increase in chronic noncommunicable diseases, accidents, and traumas and the
decline in the diseases most characteristic of underdevelopment, such as
infectious and deficiency diseases. However, in most of the countries, diverse
problems affecting the different social strata, such as communicable diseases,
diarrhea, acute respiratory infections, cholera, measles, tuberculosis, malaria,
dengue, and the like, exist side by side with cardiovascular diseases, malignant
tumors, accidents, and mental disorders, even among the most disadvantaged groups
in society. To this listing may be added other increasingly widespread problems
in today's world, such as AIDS and violence.

17. With regard to violence, it should be pointed out that deaths and traumas from
violence have increased to an alarming extent. The number of victims claimed by
violence, the significant percentage of potential years of life lost to it, and
the extent of the impairments it produces have made violence a priority public
health problem. Indeed, accidents and violence are already the Leading causes of
death in a sizable number of countries, the extreme cases being Colombia, uhere
homicides are the Leading cause of total mortality, and Sao Paulo, Brazil, where
this cause of death surpasses that of traffic accidents in males between the ages
of 10 and 70.

18. The epidemiology of psychiatric disorders and psychosocial problems in the
Region indicates that their magnitude is overwhelming.

19. While many studies have been carried out using various methodologies, all
coincide in demonstrating that the prevalence rates for psychiatric disorders are
relatively high in adults. A multicenter research project conducted in Brazil
(1993) reported prevalence rates ranging from 19% to 34% for a complex of
psychiatric disorders requiring specific care. In Chile, the Lifetime prevalence
rate estimated in a study done in 1993 (still unpublished) was 33.7%. It should
also be noted that such disorders are not distributed randomly but show a distinct
inverse relationship between socioeconomic strata and the aggregate rate of mental
disorders.

20. In addition, addiction to harmful substances is a growing problem among all
age groups. Thus, for example, according to some community epidemiological

studies (1989), the prevalence of alcoholism in the Region ranges betueen 4.4 to
24 per 100 population, with a lifetime prevalence rate of 12.2 for both sexes.
Smoking in some population groups is as high as 30% in men, and the trend also
shows an increase in smoking among young women. Marijuana use has a prevalence of
between 1X and 7.7% for both sexes.

21. Most of the problems described have a very distinct relationship to behavior
and lifestyle, and it is therefore of prime importance to focus on them in order
to bring about changes in the epidemiological patterns.

Situation of Children and Adolescents

22. Despite the dramatic decline observed in al. the countries, communicable
diseases still represent one of the leading causes of disease and death among
children. Depending on the countries and age groups analyzed, houever, it may be
observed that these diseases have ceded first place to perinatal diseases closely
associated with tow birthweight or external causes.

23. The infant mortality rate, a social indicator, shows that the Region of the
Americas exhibits marked differences from one country to the other.

24. While countries such as Barbados, Bermuda, Chile, Canada, Cuba, Costa Rica,
Jamaica, and the United States report an infant mortality rate (IMR) of under 15
per 1,000 Live births, others, such as Bolivia, Haiti, Nicaragua, and Peru,
present rates of over 70 per 1,000 Live births. This gap becomes more marked uith
regard to the extreme values, since the IMR in Haiti (94 per 1,000 Live births)
is 15 times higher than that of Canada (6.4 per 1,000 Live births). (Health
Conditions in the Americas, 1994). Similar differences in infant mortality may
be observed in all the countries of the Region and are closely Linked to
sociodemographic variables such as ethnic group, sex, age, and level of education
of the mother, intergenesic interval, place of residence, housing conditions,
social class, and occupation of the head of household.

25. With respect to adolescents and young adults, the greatest problems have to
do with risk behavior, such as smoking, excessive consumption of alcohol and
psychoactive substances, and activities associated with sexual and reproductive
health. In addition, these behaviors expose the group to health impairments
derived from factors such as teenage pregnancy, which is becoming increasingly
alarming; sexually transmitted diseases, including AIDS; and suicide, accidents,
and other forms of violence.

Reproductive Health

26. In women of childbearing age (15 to 49 years), it has been observed that
mortality from obstetrical causes--maternal mortality--has declined in recent
years. Nevertheless, it is estimated that approximately 20,000 women die each
year from causes related to the reproductive process, and wide gaps persist among
and within countries with regard to maternal mortality, one of the clearest
indicators of inequities. It is likewise estimated that approximately three
million episodes of morbidity occur in the Region each year from causes related
to pregnancy, delivery, and the puerperium, one third of which are not attended
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in any health service. Within the gender perspective and the strengthening of
family support it is important to take into account the responsibilities of men
not only with regard to reproduction, but also to the growth and development of
children and adolescents.

27. #ortality from malignant neoplasms in women has remained almost constant in
recent decades. This is due basically to the limited impact of the programs to
control cervical cancer. It should be noted in this regard that more than 40X of
these deaths are caused by this form of cancer and by breast cancer.

28. Finally, sexually transmitted diseases, including AIDS, must be aedded to those
mentioned above, all of which represent severe health risks for women.

Nutrition Situation

29. One of the most serious consequences of the rise in poverty is the
difficulties encountered by marginalized populations in obtaining access to an
adequate and sufficient diet, the result of both a decline in their income and an
increase in the price of food products. In order to respond to the decline in the
purchasing power of the poorest sectors, which is compounded by deficient food
security and the tendency to promote production for foreign markets, compensatory
social policies wilt be needed to mitigate and correct this situation.

30. Nutrition problems extend beyond the customary framework of protein-energy
deficiencies, expanding to form a broader set of manifestations that includes
obesity and micronutrient deficiencies such as iron, iodine, and vitamin A. By
way of example it may be noted that perhaps some 7 million children are affected
by some degree of malnutrition. Seven countries in the Region report a percentage
of obesity in women ranging from 40X to 50X.

31. Micronutrient deficiencies, mainly iodine, iron, and vitamin A, constitute a
priority problem for the formulation of policies and programs in the field of food
and nutrition. In accordance with available information, iron deficiency is
highly prevalent in pregnant women and in children under three years of age, with
the reported prevalence figures for this deficiency as high as 40X and 50X.

32. The various prevalence studies carried out on iodine deficiency between 1983
and 1994 show that localized areas stilt exist with prevalences as high as 50X.
Although the great majority of the countries of the Region have established legal
provisions that make the iodization of salt for human consumption compulsory, many
violations of this healthy policy stilt occur.

33. It has been observed that despite the significant efforts to promote
breast-feeding, this practice has not increased as much as desired. Although the
proportion of children wiho have been breast-fed at some point has increased, the
duration of lactation has remained practically constant or even declined slightly
in some of the countries studied. Furthermore, although sufficient information
is unavailable, it may be stated that the greatest decline has taken place in the
practice of exclusive breast-feeding, which is recommended for 4 to 6 months.

Reform of the Health Sector and AdaDtation of the Health Care Model

34. Most of the countries of the Region, for the above-mentioned reasons related
to the economic crisis, have sought to adopt a series of measures aimed at
recovering growth and stability. The cornerstone of this transformation process
has been the reform of the State and, in parallel manner, of the health sector.

35. For the purposes of this analysis, some of the problems arising in the reform
process may be noted from the perspective of Health Promotion and Protection. The
first of these is the development of local health systems and decentralization of
the health services, which must be accompanied by vigorous community participation
to ensure greater integration between the technical and the social considerations
involved in such development. Participation must be ensured, starting with the
identification and study of problems and needs continuing through the programming
and formulation of action strategies and mechanisms. Finally, there is the
challenge of devising permanent mechanisms for community participation and
developing instruments for monitoring and evaluating participation.

36. Reform additionally presents a unique opportunity, as in the case of the
municipalities, to propose and implement changes in the development of public
health and in the health care model that not only take into account the Region's
socioeconomic, demographic, and epidemiotogical profile, but at the same time
strengthen actions and programs for health promotion and protection. This
implies, inter alia, providing an impetus to intersectoral actions, the expansion
of coverage, improvement of the quality of the services and their preventive
practices, an increase in the capacity of the local health systems to carry out
education and health communication programs--all of which are possible only as
components of models that assign special importance to health promotion.

37. Another consideration to be taken into account with regard to health promotion
and protection is the incipient development of indicators that will make it
possible to characterize the population groups in terms of health. There is also
a general lack of available information on the impact of promotion actions on the
economy and, in particular, on the costs of providing care for disease.

Perinatology

38. Demography. The Growth of Populations Exposed to Reproductive Risks in the
Latin American and Caribbean Countries.

39. Even in the event of a reduction in the birth rate, the population exposed to
reproductive risks by reason of the increase in the Latin American population,
which is estimated at 600 million by the year 2000, would increase by 25X.

40. The population exposed to reproductive risks is growing and recurrent every
year in every country, with the exception of a few.

41. Latin America and the Caribbean are facing the challenge of expanding the
coverage and effectiveness of health care at a faster pace than that of their
populations and resources.
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Maternal Mortaltty Patterns.

42. Mortality in Latin America has been declining in all the countries in the
Region, showing appreciable differences from one country to another. There is a
direct relationship with infant mortality and fertility rates. The highest
fertility rates are associated with the highest maternal and child mortality, and
there is also a direct relationship with the kind of delivery care provided.
Maternal mortality is the health indicator that reveals the greatest differences
as compared with the developed countries, and it is related to the coverage and
quality of health care provided and to prevailing social characteristics. For
example, one of the Latin American countries has a maternal mortality rate almost
100 times higher than that of Canada.

43. The relative weight of the causes of maternal mortality varies according to
the degree of development of the countries. ALthough institutional delivery
coverage has increased in the last 10 years, it is estimated that approximately
40% of babies are still delivered at home outside the formal care system. These
deliveries are performed for the most part by insufficiently trained lay midwives,
with limited supervision and without any connection with the health services.
Most of the deaths occur in the home. Another problem is the persistent low
coverage of care provided during the prenatal period and the puerperium, coupled
with the lack of access to family planning services.

Patterns of Infant Mortality

44. Analysis of infant mortaelity in the Latin American countries shows consistent
reduction in the postneonatal component (28 days to 1 year of life). Neonatal
mortality (0O to 27 days of life) has demonstrated Less change than postneonatal
mortatity owinn to a reduction in the late neonatal con-mnent (7 to 27 days of
life), with few or no changes in early neonatal mortality (0O to 6 days of life).
The favorable decline in postneonatal mortality is the result of improvement of
ecologic sanitation, control of vaccinepreventable diseases, and control of the
diarrheal and acute respiratory diseases. Reducing late fetal and neonatal
mortality during the first week of life--uhich has shown less change in the past
decade--as well as reducing incapacitating sequelae in infants during that period,
requires new strategies for the perinatal period, accompanied by actions to
develop and strengthen the health services, especially as regards the use of
proven procedures and technologies accepted by both users and suppliers. The
health-disease concept and its legitimate and mindful adoption by the communities
has so far been wanting and consequently requires renewed efforts.

associated with pathology, iatrogenic causes, induction, or cesarean section; e)
chronic hypertension or pregnancy-induced hypertension (toxemia, with or without
premature release of the placenta or placental infarction); f) dystocial delivery
and iatrogenic complications during delivery (injury, oxytocins, anesthetics,
analgesics, and other drugs, amniotomy, abuse of cesarean sections, etc.); g)
fetal-neonatal hypoxia (as, for example, umbilical cord accidents, meconium
aspiration); and h) congenital anomalies.

46. Apart from acute fetal hypoxia, prematurity, iatrogenesis and the serious
problems it implies for the child, birth injuries brought on by incorrect delivery
care, and congenital anomalies in the fetus, the causes mentioned above are mainly
the result of low birthweight (premature newborns and those with retarded fetal
growth), and are responsible for the great majority of neonatal deaths in the
first week of life, growth and development disorders, and neurological sequelae
that may remain in the child.

47. Importance of Low Birthweight (LBW) in Perinatal Problems

48. Incidence of Low Birthweight and Its Relation to Perinatal Mortality

49. Latin American research coordinated by CLAP on the basis of more than 300,000
consecutive births showed a 9X incidence of LBW, between 4.6% and 14.8%, and a
1.2% incidence of very low birthweight (VLBW) (<1,500 g), between 0.6X% and 2.6%.
These figures are double those of the developed countries. Early neonatal
mortality is also higher in the Latin American and Caribbean countries. In the
maternal and child centers in Latin America, 78% of early neonatal deaths (in the
first week of life) are associated with LBW and 47% with VLBW. In most of the
countries this situation has remained without change. The significant
contribution of LBW to neonatal mortality indicates that preventive actions to
diminish it will impact strongly on the reduction of mortality from this cause.

50. Asphyxiation at Birth, Respiratory Disorders, and Alterations in Neuropsychic
Development

51. A relationship exists between LBW, perinatal asphyxiation, and neuropsychic
development with incapacitating sequelae in the child. The quality of care has
played an important role in creating these problems. The use of complex
technology for the specific care of newborns with VLBW has produced a gradual
reduction of neurological sequelae when access to such technology is available.

52. The Financial Costs of Special Care of Low Birthweight Babies

Leading Causes of Perinatal Mortality and of Incapacitating Sequelae in Infants

45. In addition to the significant effects on morbidity and mortality of
environmental, socioeconomic, and educational factors, it may be stated that a few
causes deriving from the perinatal stage are responsible for most of the diseases
and deaths occurring during this period. These causes are closely related to
certain generalized factors: a) maternal and fetal malnutrition; b) ovular,
fetal, and neonatal infection; c) premature rupture of membranes (with or without
ovular infection); d) prematurity by reason of spontaneous premature delivery,

53. Because of its high cost, the technology employed for this kind of care means
that only a small group can benefit from it in the underdeveloped countries. The
Latin American and Caribbean countries have limited resources for training
personnel in sufficient numbers for this kind of care, and they are even less
equipped to acquire the expensive technologies employed by the developed
countries. It is commonly observed in the world that technologies are routinely
applied in the area of reproductive, maternal, perinatal, and child health that
have not yet been fully evaluated, are consequently of doubtful effectiveness, and
need to be verified by means of rigorous, controlled testing.



Food and Nutrition in Central America

54. Over the past three decades, Central America has been chaercterized by rapid
population growth and dynamic urbanization, combined with a diminishing trend in
fertility and en increase in life expectancy. This has brought about not only en
increase in the total population of the region, but has aiso increased the
proportion of the adult population and of those living in urban areas.

55. Central America has a population of more than 32 million, and if present
growth rates ere maintained, it is estimated that by the year 2000 the population
in this subregion will reach 38 million.

56. In addition to demographic changes, the Central American countries have
experienced processes of transformation promoted by the governments uith a view
to overcoming the problems derived from the political, economic, and social
crisis, common to alt the countries, es well es to developing favorable conditions
for the economic growth and human development of the subregion.

57. In atl the countries, the economic measures of stabilization and of adjustment
that have been imptemented have led to en increase in poverty and extreme poverty
in the urban fringe and rural populations, so that in four countries of Central
America the population classified es poor amounts to more than 60%, and those
considered to be living in extreme poverty represents more than 40%. This has a
decisive sffect on the population's food and nutrition situation, since it is
directly related to the education situation, as the two together determine what
people est.

58. The violence, armed conflicts, and sociopolitical and economic problems of the
past years have had adverse effects on the levels of well-being of the Central
American population and eare defining the epidemiotogicel patterns of the present
and future society of the subregion.

MorbidítY and Mortality

59. Total and infant mortality varies from one country to the other, and is higher
in Guatemala, Honduras, and Nicaragua. In the period 1985-1990, total mortality
resched values of between 4.0 and 8.9 per 1,000 population, end infant mortality
rates between 19.4 and 59.7 per 1,000. The lowest infant mortality corresponds
to Costa Rica and the highest to Honduras.

60. In most of the countries, a reduction has been detected of the relative
predominance of infectious diseases as a cause of death, as well as an increase
in mortality from chronic noncommunicable diseases. However, despite the downward
trend of the infectious diseases, the absolute nutber of deaths from this cause
will continue to be high due to the grouth of the population.

61. In all the countries, with the exception of Guatemala--where the causes of
death sre mainly attributable to infectious diseases and malnutrition--diseases
of the heart, malignant neoplasms, and cerebrovascular diseases are among the five
leading causes of death. Actually, intestinal infections are still among the
first five causes of total mortality in recent years, but the proportion of deaths
attributable to cardiovascular diseases and malignant neoplasms has increased.
In eddition to the aforementioned causes, accidents and deaths by violence have
assumed greater importance in allt the countries.

Food Situation

62. In 1990 the availability of protein-energy food was inadequate in Nicaragua,
Guatemala, Honduras, and Panama, and only marginally adequate in El Salvador.
Only in Costa Rica was the average availability at the national level
significantly higher than the demand. The trend in food production during the
past decade was negative in all the countries, except for Costa Rica. In the case
of Nicaragua, the reduction in food production was epproximately 40X, while the
increase in Costa Rica was on the order of 25X.

63. The situation of food insecurity is more serious if the dependency of
Nicaragua, Guatemala, Honduras, snd especially El Salvador, on food assistance
programs is taken into account. In all these countries there has been a marked
increase in the food assistance provided during the previous decade, which in the
case of El Salvador, amounted in 1990 to approximately 500 calories per capita per
day. Without such essistance, El Salvador would also be suffering a food
shortage. This situation is cause for concern if the current tendency to diminish
donations of food to the Central American region is taken into consideration.

Food and Nutrition Deficiencies

64. In the Central American countries, except for Costa Rica, protein-energy
malnutrition is still a serious public health problem, which is merely a
reflection of a series of social, economic, political, and cultural factors that
extends, among others, to sanitation problems, the prevalence of infectious and
parasitic diseases, and food shortages. The most affected groups are small
children and mothers in the rural and urban fringe areas.

65. Malnutrition is evidenced by the high retes of infants with tow birthweight
and the high proportions of preschool and school children with physical growth
retardation. Unfortunately, no complete and comparable information for alt the
countries is available that would make it possibte to provide a regional profile
of the nutrition situation.

66. The prevalence of infants with tow birthweight, an indicator closely
associated with nutrition and maternal health, varies from one country to the
other: The figure is quite tow in Costa Rica (6.7%) and high in Honduras (20%);
in the case of Costa Rica, an increase is foreseen in this indicator due to the
increase in teenage pregnancies.

67. Growth retardation in preschool children is a manifestation of the
deterioration of family socioeconomic conditions, of inappropriste practices
during weaning, and of the prevalence of infectious diseases at this age, mainly
diarrheal end respiratory diseases. The problem of weight-for-age deficit (W/A)
is more severe in Guatemala, where the prevalence of children under 5 with this
deficit is more than 30%, which means that a high number of children suffer or
have suffered malnutrition.
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Soecific Deficiencies

68. Vitamin A deficiency in the diet continues as one of the specific nutrition
problems affecting the Central American population. This vitamin is the nutrient
most lacking in the diet of the population; thus, in the last dietary surveys
carried out in Panama, Honduras, and El Salvador, it was found that more than 70X
of the families studied ingested less than 50X of the recommended quantity. To
this must be added the fact that in most surveys it has been found that the diets
of small children are more deficient that those of the rest of the family.

69. Updated information is lacking on the prevalence of low serum levels of
retinol (20 #g/dl) for all the countries of the Region, but it is assumed to be
high, given the low intakes of vitamin A. With regard to the prevalence of
retinol serum levels, it was found that in El Salvador in 1988 more than 35% of
the children under 5 years of age presented low levels, and in Nicaragua, in 1989,
nearly 20% of pregnant women surveyed had low values. Several countries in the
subregion have taken measures to reduce this deficiency, such as the fortification
of sugar with vitamin A, the massive distribution of megadoses of this vitamin to
small children, and the delivery of fortified milk.

70. The ingestion of iron in most of the Central American population comes from
foods of plant origin, Whose absorption, given the meager ingestion of animal
protein, is limited. This dietary deficiency is one of the factors that favors the
prevalence of anemia, mainly in pregnant uomen and small children. In El Salvador
more than 10% of children under 5 years of age suffer from iron-deficiency anemia,
and in Honduras the proportion is 16%, values that lead to considering the
situation as a public health problem.

71. In the case of pregnant women, it was found in 1990 in Costa Rica that nearly
30% suffered from anemia. Although updated and standardized information on this
deficiency is lacking, the figures indicated deonstrate the severi:ty of the
problem.

72. Another of the deficiencies, which by virtue of their magnitude continue to
be a public health problem, is the lack of iodine in the diet of the Central
American population, manifested by the prevalence of endemic goiter. In the last
five years this deficiency in schoolchildren in Guatemala has increased
significantly through failure to control the iodination program. Other countries
with high prevalences in schoolchildren are El Salvador (24.8%, 1990) and Panama
(18.0%, 1990).

Food and Nutrition in the Caribbean Region (CFNI)

73. CFNI provides technical assistance to 17 countries in the Caribbean region
from Belize to Guyana. The total population is about six million.

74. The past few decades saw a rapid decline in infant mortality in the Region
uhich is reflected in the aging of the population uwith a large proportion in the
working age group of 15-64 years.

75. During these decades the Region also experienced significant changes in the
pattern of health and disease. As undernutrition and communicable diseases come

under control, with resultant increase in life expectancy, and with progressive
urbanization, chronic, non-communicable diseases have dominated the public health
problems. Nutritional factors play an important role in most of them.

76. These diseases include hypertension, diabetes, heart disease, cancer and
mental illness, among others. These are the diseases we have to grapple with now
and in the foreseeable future in the Caribbean. The situation becomes even more
disturbing when it is realized that the inpact of these diseases is most striking
in the economically productive age groups.

77. In some populations there exists wasting among children as well as obesity
among the adults. Little recent data exist on obesity prevalence because of the
lack of a surveillance mechanism for its measurement in the peripheral health
delivery level in countries. However, surveys done more than a decade ago reveal
a significant prevalence of obesity particularly among women. Observations of
recent lifestyles and dietary habits suggest that the problem is increasing.

78. Lifestyle is a strong determinant of several of these chronic diseases which
are triggered by such factors as an unbalanced diet, smoking, excessive alcohol
consumption and low physical activity. Though some of these conditions are beyond
the capabilities of households to solve, some can be improved by household and
individual knowledge and changed lifestyle practices.

79. The nutritional status of the Caribbean people is generally good. However,
in some countries and in parts of others there are nutritional disorders of public
health concern. The spectrum of malnutrition shows a continuum of diseases
including both diseases of inadequacies and imbalances. In some cases there may
be overall over consumption. ALthough the availability of food appears adequate,
a disaggregation of these data reveals a deficiency in fo^-d security in cer…in
defined comnmunities.

80. Infant and child mortality has declined due to the use of oral rehydration
fluids and an improvement in the Living conditions in the Region. However, the
incidence of certain diseases such as gastroenteritis has not decreased to the
same extent as deaths from them. These infectious diseases continue to be a
source of concern in vulnerable communities because of their strong synergism with
undernutrition.

81. Some micronutrient deficiencies still persist and iron deficiency is the most
common problem in the Caribbean. Overt clinical signs of Vit. A deficiency are
rarely reported. The introduction of iodine enriched salt in the past few decades
has undoubtedly led to the control of iodine deficiency syndromes. In a similar
way the fortification of salt with fluorides in some countries is an effective
preventive measure against dental caries.

82. The problem of iron deficiency anaemia persists particularly in the case of
pregnant uomen, preschool and school age children. The Long-term solution appears
to be in the fortification of some of the commonly consuned foods. Further
research is needed to evaluate the efficiency and effectiveness of this approach.
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83. ALthough countries of the Caribbean no longer face a shortfall in their total
calorie and protein requirements, further analysis of the data reveals a
disturbing trend which may be partially responsible for the increase in non-
communicable diseases. This trend shows increases in the energy availability due
to increases in food from animals e.g. fats and oils. Thus the total fat
consumption has been increasing. The consumption of complex carbohydrates has
consistently declined in most countries.

84. Contribution to the diet by roots, tubers, pulses, fruits and vegetables which
most countries can produce has been low. In some countries energy consumption
from fat has reached twice the level recommended by WHO, and none of the CARICOM
countries at present meet the requirement of complex carbohydrates. The tower
consumption of complex carbohydrates and higher consumption of total fat,
particularly saturated fat, along with other risk factors, are strongly associated
with higher prevalence of some of the chronic diseases.

85. While undernutrition has declined considerably there is need to find ways to
eliminate existing pockets and to establish or strengthen a surveillance system
to detect the emerging new diseases as well. Accordingly as the situation changes
the countries wilt be ready to take corrective action.

86. Many Caribbean countries are progressively moving away from the regulated
markets involving strict state intervention in food marketing activities and price
controls on basic foodstuffs to more liberalized marketing systems. These changes
in the marketing and food price policies will impact on price levels of basic
foods, change the purchasing power of consumers and their consumption patterns.
Changes in consumption patterns will result in changes in the nutrition and health
status of the population which may be positive or negative. Price controls will
also impact on the food production and food import systems thereby changing the
range of available foods.

87. In non farming communities there is often a disadvantageous relationship
between food prices and household incomes. More research is required on the
coping mechanisms employed by households. The high price of food is largely due
to the high level of food importation and/or the importation of agricultural
components. In some instances food choices have aggravated the health risk. Most
of the CARICOM region consumes too much sugar and salt, too much fats and too
little complex carbohydrates, fruits and vegetables. The way food is prepared is
of vital important. Frying, which is much more hazardous to health than steaming
is gaining popularity in urban settings where "fast-foods" are in demand.

88. Because the problems of diet-related chronic diseases have assumed increasing
importance in the Region, CFNI, in response, will focus on health promotion and
disease prevention in these areas. Clearly therefore the research strategy
presented places major emphasis on developing new and innovative approaches to
prevention of chronic diseases. Efforts will be made to develop multifaceted
programs as the nutritional problems form part of a lifestyle mosaic which require
a holistic approach for effective behavioral change. Solutions lie in the

individual, household and comxunity, national and regional levels. To omit any
level is to make the impact less effective.

TECHNICAL COOPERATION STRATEGY

Background

89. The global strategy for technical cooperation in health promotion and
protection may be broken down essentially into the five work areas of the
Strategic and Programmatic Orientations, 1995-1998 (SPOs): i) formulation of
healthy public policies for the development of healthy communities; ii)
implementation of strategic interventions designed to create healthy options for
the population and strengthen the sector's capacity to mobilize other sectors in
promotion actions and strengthen their role in prevention and protection actions;
iii) use of health promotion and protection approaches to families and communities
in order to improve the health conditions and well-being of children and
adolescents, as well as the reproductive health of the population; iv)
information, education, and mass communication as instruments for social and
individual change; and v) continuous improvement of the nutritional status of all
population groups.

90. Also orienting the cooperation strategy are other pertinent mandates of the
PAHO/WHO Governing Bodies related to: Health Promotion in the Americas (CD37/17);
Regional Plan of Action for Health Promotion in the Americas (CE113/15); Violence
and Health (CD37/19); Health and Violence: Regional Plan of Action; Declaration
of the Inter-American Conference on Society, Violence, and Health (CISOVIS); Plan
of Action for the Reduction of Maternal Mortality in the Americas (CSP23/17);
Family Planning, Reproductive Health, and Population (CD37/18); and Comprehensive
Health of Adolescents (C036/16). The strategy is also reaffirmed in documents
deriving from consensus and international commitments, such as the World Summit
for Children, New York, 1990; The International Conference on Nutrition, Rome,
1992; the International Conference on Population and Development, Cairo,
September, 1994; and the Summit of the Americas, Miami, December 1994. This
documentation constitutes the frame of reference for the concrete action of
technical cooperation.

Geopolitical Units

91. The democratization of societies, combined with decentralization, makes the
municipalities favorable geopolitical units for technical cooperation. The fact
that they are being assigned special importance does not mean that work will be
performed exclusively at that level. Nevertheless, pursuant to the mandates of
the Governing Bodies, priority should be assigned to strengthening the local
levels for health promotion activities during the period 1996-2000.

92. The needs of the people are expressed most fully and most accurately at the
level of the municipality, where citizenship is molded and government-citizen
relations are strengthened. The local level offers the best conditions for
developing concrete health promotion and protection experience in which community
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participation, the intersectoral approach, and political support may become
reality, all within a Local health system framework.

93. Important scenarios other than the national Levels, such as schools, work
environments, and universities, are also capable of influencing behavior and
creating a culture of health. Special attention will be given to areas in which
adolescents--a prime priority group--may be approached, not only as the object of
promotion and prevention, but also as participants in activities to develop
health.

Functional Approaches

94. Actions to promote and protect health extend beyond the scope of health
sector activities, thereby making it necessary to adopt a multisectoral work
method that essentially seeks the empowerment of the population and a political
commitment to guaranteeing government actions that will generate healthy options.

95. The functional approaches are broken down in the following manner: The first
area of work will emphasize the development of policies, plans, and standards and
the mobilization of resources. The second area will prioritize the promotion of
research and training. The third area will rank the development of policies,
plans, and standards, the promotion of research, and the mobilization of
resources. The fourth area assigns special inmportance to the dissemination of
information and the provision of training. The fifth area will emphasize the
development of policies, plans, and standards, the mobilization of resources, and
the promotion of research.

96. The dissemination of Information is an essential functional approach in the
strategy of cooperation in all areas.

Latin American Center for Perinatology

97. Priority needs requiring CLAP action to help reduce maternal, perinatal, and
child morbidity and mortality.

98. In order to obtain good results in the reproductive process it is important
that: a) future mothers be healthy and couples be able to plan having their
children within the optimum ages of the fertile period; b) pregnancies be properly
controlled on a timely basis; c) deliveries be performed non-iatrogenically in
appropriate institutions; and d) the children be born with adequate birthweight
and at term, ensuring them the possibility of immediate care and control of their
growth and development.

99. As regards perinatal considerations, many of the interventions applied in the
developed countries in the past decades to reduce perinatal morbidity and
mortality have been more of a reparative than preventive nature, in addition
characterized by high cost. Essentially, these countries have engaged in: a) the
development and application of new techniques to diagnose fetal well-being,
regardless of cost and with no attempt to evaluate their true effectiveness; b)
increased practice of cesarean section; and c) the development of special neonatal
care units, sophisticated technology, and of systems to transport at-risk newborns
to such units.

100. This predominantly reparative approach to perinatal care has produced, for
example, in the United States of America, a favorable change in specific neonatal
mortality from LBW, particularly in infants weighing less than 1,500 g; but
obviously it has not succeeded in modifying the range of birthweight or reducing
the proportion of those born with intrauterine growth retardation.

101. As has been mentioned, one of the leading causes of high neonatal mortality
in most of the countries of the Region is the high incidence of infants born with
low birthweight. It has been pointed out that these births are due mainly to
fetal malnutrition and to premature delivery, or a combination of both. A more
correct strategy, in particular for these countries, would be to orient the health
policy so as to provide pregnant women with good nutrition and extensive coverage
with emphasis on the quality of care during the prenatal period. The
decentralization of perinatal care with the early detection of pregnant women with
avoidable risk factors and their appropriate and prompt referral is one of the
strategies that should be inplemented. In addition to promoting conservative,
normal delivery (avoiding uterine stimulation with oxytocins, anesthesia, early
amniotomy, iatrogenic cesarean section complications, etc.), the imnediate care
of newborns is fundamental for the future development of the child.

102. This points to the urgent need for intensification of the training of
personnel and, whenever possible, the use of technologies of proven effectiveness
to control perinatal risks derived mainly from retardation of fetal growth and
pre-term delivery, among other priority causes. The general approach should at
all times be one of increasing the coverage of pregnant women, accompanied by
adequate controls, and using risk criteria and providing appropriate delivery and
care for newborns in a system ordered by Levels of complexity. Above and beyond
the fact that many of the actions mentioned above will have a favorable influence
on maternal morbidity and mortality, the detection and control of known
biological, economic, social, cultural, ecological, and even health service risks
for maternal mortality, are priority prevention-oriented tasks.

103. CLAP will develop technologies to increase the coverage of institutional
delivery by providing appropriate assistance, the most important factor in
preventing maternal death.

104. Support will be given to the creation of birthing centers and to timely
discharge in order to increase the availability of beds. Activities with health
workers and community Leaders will be encouraged in integrating the health
services and communities.

105. Cooperation and coordination with the specialized institutions to assist in
strengthening and extending the perinatal network;

106. Development of decentralized maternal, perinatal, and pediatric care of
increasing complexity, using the risk approach in referring patients;

107. Development and implementation of adequate registry systems and the
generation of information that will make it possible to update the diagnosis of
maternal, perinatal, and child health, provide continuous epidemiological
surveillance, and ensure permanent supervision and evaluation of maternal and
child services;
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108. Development of state-of-the art documents on regulations and procedures for
the various maternal, perinatal, and child health topics to serve as a guide for
their discussion, preparation, and adaptation to the health services in the
countries of the Region of the Americas;

109. Training of human resources, emphasizing the use of appropriate technologies,
general administration of health services, and research and training in
perinatology. Management of knowledge will be employed as a strategy to increase
the development of human resources to strengthen the health services;

110. Health services research and the development, evaluation, use, and impact of
technologies. The topics and priorities in this area will derive from
identification of the maternal, perinatal, and child health problems recognized
by the countries and from formal and informal diagnoses of the perinatal
situation. Accordingly, the following will be taken into account: a) the
importance of the problem, measured essentially by the extent of the harm to be
avoided; and b) the possibilities of finding feasible, viable, and cost-effective
solutions in the Region. In the health services, emphasis will be placed on
research on primary health care and community ethnography.

111. Lines of research will focus on: a) improvement of the national maternal,
perinatal, and child information systems as a basis for the use of epidemiology
in planning health programs at the intermediate level, and basically at the local
level; and b) the contribution of scientific bases for the transformation of the
local health services through projects to promote improved and extended
application of previously evaluated technologies to reduce iatrogenesis derived
from unnecessary and onerous application of procedures and techniques of doubtful
effectiveness. Some of the CLAP priority programs in this regard are the
epidemiology of cesarean section, evaluation of prenatal care and delivery models,
evaluation of models for early discharge of puerperae and newborns, evaluation of
technologies for determining fetal risk, epidemiology of low birthweight, habits
and use of drugs during pregnancy, and the development of instruments for
evaluating postnatal growth and development.

112. Promotion and dissemination of information on reproductive, maternal,
perinatal, end child health. CLAP will provide the countries of the Region with
bibliographic information on perinatology, gynecology/obstetrics, neonatology, and
pediatrics; reproduce and distribute printed material; and prepare articles and
produce audiovisual teaching materials for the dissemination of information on
reproductive, perinatal, and maternal and child health. Most particularly, the
Center will strengthen the periodic publication and distribution of the bulletin
Salud Perinatal in several languages, containing material directed toward all
members of health teams.

113. The Center's publications will be delivered to a broad network of libraries
and documentation centers in the countries of the Region. In this regard, high
priority will be assigned to the preparation and publication of regulatory
guidelines that analyze the effectiveness and safety of the available technologies
as a means of collaborating in analyzing and transforming the health services in
light of the Region's technological development. CLAP will also provide special

support through these activities to the national nuclei that make up the regional
perinatal network.

Central America Nutrition Institute

114. A description follows below of the strategies identified by INCAP for the
biennium 1996-1997, oriented to health promotion and protection of the population
through interventions concerning food and nutrition security, and closely linked
to the Strategic and Programmatic Orientations approved by the Organization for
the quadrennium 1995-1998.

115. Advocacy with Leaders and decision-makers.

116. Promotion of health and nutrition using a multisectoral approach.

117. Mobilization of national, bilateral, and multilateral resources.

118. Promotion of local development and community participation.

119. Promotion of applied and operational research.

120. Strengthening of the institutional capacity of the Central American
countries.

121. Strengthening of the technical and administrative capacity of INCAP.

Caribbean Food and Nutrition Institute

122. The overall goal of CFNI is to attain optimal food and nutrition security for
the entire population of all member countries. In striving to achieve this the
Institute will undertake research and provide training, public education and
advisory services in food and nutrition to governments and peoples of member
countries that will lead to household food security and nutritional well-being.

123. The strategy of CFNI for 1996-1997 is based on the realities of:

124. A changing epidemiologic pattern of nutritional disease.

125. An expected reduction in the Institute's scientific staff complement (from
eight in 1993 to three in 1996).

126. An increasing demand by member countries for information and advice on the
management and control of diet-related chronic diseases.

127. In response to these challenges CFNI will need to adapt new approaches in
human resources, financial management and program planning. The Institute will:

128. Focus on a reduced but coherent set of program activities.

129. Aggressively seek extrabudgetary funded projects and staff to address the
priority needs of the countries.

130. Increase collaboration with regional institutions, NGOs and UN agencies.

HEALTH PROMOTION AND PROTECTION 125



HEALTH PROMOTION AND PROTECTION

131. Increase the use of nationat professionats, STC and local contract staff.

132. Continue to urge n~meer governments to pay their quota contributions on time.

133. Increase the earning power of the Institute by actively marketing its
products and facilities.

134.The imptementation of this strategy calts for an aggressive mobitization of
resources - human and financial, and a judicious management of those resources.
This strategy aIso entails the following actions:

135. Increase awareness at the highest Levels of government about recent
scientific knowtedge concerning diet and disease relationships, especialty the
role of diet in the non-communicabte diseases, and their consideration in national
food and nutrition poticy.

136. Using the media in all its diversity will be a key aspect of information
dissemination. In addition, materials production and distribution will play an
important rote. In addition, the Institute will maintain a mix of interpersonat
communication channels to disseminate nutrition messages.

137. Using the network of the Region's nutritional coordinators and expose them
to the relevant in-service training exercises to promote a subregional response
to common problems.
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HPP

PROJECT HPP/1 HEALTHY COMMUNITIES

PURPOSE

To promote and contribute to the development of healthy communities in the Member
States.

PROYECTOS BIENALES

1. That by the end of 1997, the principles, concepts, and methods of health
promotion and protection wuil have been applied at the national and Local areas
of the countries of the Region.

2. That by the end of 1997, movements for the development of healthy communities
will be under way in most of the countries.

EXPECTED RESULTS

1.The formuLation of heatthy public policies and the development of methodologies
for their analysis, taking the processes of negotiation and intersectoral
consensus-buiLding into account.

2. The formuLation of food and nutrition policies will have been expressed in
national plans and completed, in compliance with the commitments assumed at the
International Conference on Nutrition, 1992.

3. Dissemination of the basic planning methodology for the development of food and
nutrition policies and plans, within the context of healthy
municipios/communities, prepared by PAHO.

4. Implementation of public policies for the well-being of the elderly at the
national and/or local Level, in accordance with guidelines disseminated by
PAHO/WHO.

5. Formulation of heaLthy public policies at the national and Local Levels, taking
into account community participation, negotiation, and intersectoral consensus-
building.

1. That by 1997, 50% of the countries will have begun the formulation of healthy
public policies.

2. That by 1997, 15% of the countries will have developed and/or employed
methodologies to study health promotion and protection, emphasizing poticies drawn
up in accordance with guidelines proposed by PAHO.

1. That by 1997, 95X of the countries will have completed the formulation of
national food and nutrition plans.

2. That by 1997, 30% of the countries will have begun inplementation of national
food and nutrition plans.

3. That by 1997, 50% of the activities of the Regional PLan of Action for
Technical Cooperation in Food and Nutrition will have been carried out.

1. That by 1997, 15% of the countries will have applied the basic methodology
recommended by PAHO for the development of food and nutrition programs, within the
context of healthy municipios/communities.

1. That by 1997, 60% of the countries will have developed programs and acquired
concrete experience in comprehensive care of the elderly.

2. That by 1997, 50% of the countries will have developed programs and acquired
concrete experience in comprehensive care of the elderly.

1. That by 1997, 30% of the countries will have done studies on healthy public
policies at the national Level with regard to food and nutrition; family,
community, and national health; and lifestyles/behavior/mental health.

2. That by 1997, 15% of the countries will have formulated new healthy public
policies in the areas of food and nutrition, etc.

3. That by 1997, 50% of the countries will have implemented healthy
municipio/community activities and formutated documented heaLthy public policies.
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Objectives Indicators

PROJECT HPPI2 HEALTH PROMOTION AND RISK PREVENTION

PURPOSE

1. That by the end of 1997, 10 countries will have incorporated health promotion,
protection, and prevention priorities as part of the reform of the health systems.

To emphasize promotional and preventive interventions to reduce risk and protect
the health of communities by reorienting the health services and strengthening the
activities of other sectors.

EXPECTED RESULTS

1. Development of sectoral and extrasectoral activities and programs that promote
the adoption of healthy lifestyles and improve physical and social environments.

2. Design and execution of research on knowledge, attitudes, and practices related
to behaviors that influence health conditions and well-being.

3. Developnent of prevention and control programs aimed at chronic noncommunicable
diseases, in addition to mental, neurological, and eye diseases.

4. Strengthening of the health sector's negotiating capacity and ability to enlist
support to promote the essential intersectoral action required for implementing
health promotion and protection; each program area will have strengthened ties to
the sectors most important to its particular area (for example, education,
communications, justice, economy, and legislation for actions pertaining to
violence and health).

5. Reorientation and quantitative and qualitative adaptation of the resources
allocated to health promotion and protection.

1. That by the end of 1997, 50% of the countries will have developed programs to
promote healthy Lifestyles and improve the physical and social environments
through information, education, and mass communication.

2. That by the end of 1997, 30% of the countries will have identifiable
infrastructure and resources for programs to promote healthy lifestyles and
improve the quality of life.

1. Ten studies will have been carried out on behavior related to the determinants
of health and well-being.

2. Two publications will have been produced on interventions in behavior related
to health and well-being.

1. That by 1997, 80% of the countries will have completed studies of their
epidemiological and demographic profiles with regard to the most prevalent
pathologies.

2. That 50% of the countries wiul have reformulated their programs for the control
of cancer in women.

3. That 60% of the countries of the Region will have reoriented programs for the
control of noncommunicable, mental, and eye diseases.

1. That 90% of the countries will have completed at Least one identifiable and
documented process of negotiation and/or consensus-building between the health
sector and other relevant sectors, in accordance with the problem at hand.

1. That 90% of the countries will have carried out training activities to orient
the health services toward health promotion and protection.
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PROJECT HPP/3 MATERNAL AND CHILD HEALTH

PURPOSE

To increase and inprove the national, regional, and local technical and
operational capability for updating and improving diagnosis, in addition to
designing, operating, monitoring, and evaluating the policies, laws, plans,
programs, and services related to population and sexual and reproductive health,
in addition to the health of women, children, and adolescents, in order to meet,
in a timely manner, the regional and national goals agreed upon in the
international and regional forums of Alma Ata, 1976; Washington, 1977; The World
Summit for Children, New York, 1990; the Plan of Action on Population and
Development, Cairo, 1994; the Summit for the Americas, 1994; and those adopted by
the Governing Bodies of the Organization and the countries.

EXPECTED RESULTS

1. Based on the proposals of PAHO, all the countries of the Region will have
analyzed and discussed epidemiological surveillance policies, laws, plans,
programs, services, and systems and will have adopted or adapted them to
integrated approaches to community sexual and reproductive health services and
women's health.

2. PAHO will have proposed and the countries will have discussed and adjusted
their policies, plans, programs and services for comprehensive child development
and treatment of the prevalent diseases so as to increase the opportunities for
attaining full human development.

1. That by 1997, 80% of the countries and 65% of the population of the Americas
will have reduced infant mortality to 30 per 1,000 registered live births.

2. That by the end of 1997, 70% of the countries will have reduced their maternal
mortality to Levels 40% lower than those prevailing in 1990.

3. That by the end of 1997, the prevalence of contraceptive use in the Region will
be 65% of the women of childbearing age in the Region of the Americas.

4. That by the end of 1997, 70% of the countries will have launched national
adolescent care programs and differentiated programs will be in expansion.

5. That by the end of 1997, the plans and programs for community health care,
reproductive health, and the health of women, children, and adolescents will have
formulated explicit intersectoral actions and objectives to increase the quality
of life of these groups.

1. That by the end of 1997, the Region of the Americas will have legitimized the
concept of reproductive health through the Governing Bodies and national policies,
rejecting abortion as a family planning method, but approaching it as a public
health problem.

2. That by the end of 1997, PAHO will have proposed and 70% of the countries of
the Region will have adjusted their explicit policies on sexual and reproductive
health and women's health.

3. That by the end of 1997, PAHO will have developed, and at least 50% of the
countries will be initiating the dissemination, testing, and acceptance of the
models for evaluating the quality of reproductive health care.

4. That by the end of 1997, PAHO will have proposed information and
epidemiological surveillance systems for reproductive health.

5. That by the end of 1997, at least 150 schools of health sciences will have
improved reproductive health teaching through prospective analysis.

1. That by the end of 1997, PAHO will have proposed and 80% of the countries will
have in place updated and explicit policies and programs to promote comprehensive
child development.

2. That by the end of 1997, PAHO and 80% of the countries of the Region will have
established standards for comprehensive treatment of the prevalent pathologies of
childhood.

3. That by the end of 1997, PAHO will have proposed and 70% of the countries will
be carrying out actions to promote comprehensive child development through their
health and education sectors.

HEALTH PROMOTION AND PROTECTION

Indicators
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Obiectives

3. PAHO will have proposed and the countries will have Launched plans, programs,
and services for the comprehensive care of adotescents and young people and will
be developing areas and standards for their differentiated care.
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Indicators

4. That by the end of 1997, at Least 50% of the countries wittll have standardized
promotion of comprehensive child development and will have established treatment
for the prevalent pathologies within the parameters established by PAHO/WHO.

5. That by the end of 1997, at Least 50X of the schools that train human resources
for health will have included essential courses in growth and comprehensive child
development and the treatment of the diseases prevalent in childhood.

1. That by the end of 1997, PAHO uwil have proposed and 70X of the countries will
have updated their mandates and policies for comprehensive and reproductive health
care of adolescents.

2. That by the end of 1997, PAHO witt have devetoped and 70X of the countries wiLL
be using programming and information instruments pertaining to the history of
adolescents, evaluation of the quality of their care, and to criteria for
comprehensive adolescent care.

3. That by the end of 1997, 70% of the countries wiLL have expanded the
differentiated services they provide for comprehensive health care of adotescents.

4. That by the end of 1997, 80% of the countries will have access to the
information network of professionals, institutions, and programs engaged in the
comprehensive care of adolescents.

5. That by the end of 1997, an information system will exist on programming,
services, and publications that will be at the disposal of the professionals who
work with adolescents; and four CD-ROMS produced by BIREME will have been
published.

PROJECT HPPI4 SOCIAL COMMUNICATION

PURPOSE

Empowerment of the population through information, education, and
communication in heaLth to enable it to transform its health conditions.

1. Strengthened communities wil be participating in health promotion activities.

mass

EXPECTED RESULTS

1. Development of a system to monitor health information and communication
programs through the mass media.

2. Establishment of regular programs in the Region, supported by PAHO, for the
dissemination of health information utilizing the mass media and other
communications channets.

1. That by the end of 1996, a system wiLL be in place for monitoring health
information programs that use the mass media.

2. That by the end of 1997, data on heatth information witl be available through
the mass media of some countries.

1. That by the end of 1997, 10 new regular programs (newspapers, radio,
television, etc.) wiLL regularly present duly structured health information that
will encourage behavioral changes in the population.



Indicators

2. Ten regular health information programs will be in place using traditional
community-based channels.

3. That 50% of the countries wilL have carried out activities to train journalists
in health.

3. nodern theories, methods, and practices of mass communication and education
witL have been applied to the field of health and incorporated into the structures
of the ministries of health and the institutions that train human resources.

PROJECT HPPI/5 FOOD AND NUTRITION

1. That 15 training programs in mass communication in health will have been
organized in five countries.

2. That 25% of the governmental institutions, including the ministries of health,
will have established specific mass communications policies and programs.

3. That 25% of the ministries of education wiLL have incorporated health promotion
contents into the school curricula.

1. Implementation of the Regional Plan of Action in Food and Nutrition.

PURPOSE

To implement the Regional Food and Nutrition Plan to help to improve food security
and the nutrition situation of the population.

EXPECTED RESULTS

1. Incorporation of promotion and protection interventions regarding food and
nutrition into national and local policies and programs in order to improve
coverage and reduce morbidity and mortality caused by problems related to
nutrition.

2. Implementation of integrated programs that take Legislation, education,
communication, and gender issues into account, in addition to others related to
the extension of breast-feeding.

1. That by the end of 1997, 90% of the countries will demonstrate some reduction
in the prevalences of vitamin A, iodine, and iron deficiencies over the 1994
figures through the application of technical orientations disseminated jointly by
PAHO, UNICEF, and FAO.

2. That 50% of the countries with healthy municipios/communities projects will
have included specific actions to improve the food and nutrition status of the
population.

1. That 30% of the countries will have designed and begun implementation of a
comprehensive breast-feeding plan, in accordance with guidelines containing
intersectoral and gender-based elements developed by PAHO and disseminated in
1995.

HEALTH PROMOTION AND PROTECTION

Obiectives
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CLAP

PROJECT CLAP/1 REPRODUCTIVE HEALTH

PURPOSE

To provide technical cooperation to the countries of the Region for the
development of national capacities aimed at improving the coverage and quality of
reproductive, maternal-perinatal, and neonatal care, and of improving the
surveillance of growth and development.

EXPECTED RESULTS

1. To have provided direct technical cooperation in 18 countries of the Region by
installing 10 appropriate technologies, contributing six regulatory guidelines,
and providing training in the countries to 1,500 individuals in the health
services and their communities.

2. Training in CLAP of 160 professionals from 12 countries in the Region.

3. Initiation of three collaborative multicenter/mutticountry research projects
in eight countries and 10 Local research projects in four countries.

4. Preparation of 43 scientific publications in the maternal, perinatal, and
pediatric areas: a) 20 articles submitted to peer review published in periodic
journals; b) 20 articles or chapters in technical books; and c) three periodic
bulletins published by CLAP

5. Completion of evaluation of the comprehensive maternal and perinatal health
model for the basic services integrated into eight program areas in four
countries.

INCAP

PROJECT INCAP/1 FOOD AND NUTRITION SECURITY

PURPOSE

To develop a subregional strategy for Food and Nutrition Security in Central
America.
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Indicators

1. The number of countries visited.

2. The number of technologies and regulatory guidelines adopted.

3. The number of people trained in the countries

1. The number of people trained in CLAP.

1. The number of multicenter/multicountry coltaborative research projects
coordinated by CLAP.

2. The number of research projects carried out by the countries with the
assistance of CLAP.

1. The number of publications in periodic journals, books, or bulletins.

1. The number of areas evaluated.

1. Incorporation of food and nutrition security into policies, plans, Legislation,
and economic and social development programs in Central America.

2. Implementation of national programs for prevention and control of macro- and
micronutrient disorders in the countries.

3. Adoption of programs for health promotion and healthy lifestyles by the
countries.

4. Training of human resources and plans for mass education and communication in
food and nutrition security implemented in the countries.



Indicators

5. Existence of mechanisms for evaluation, analysis, and monitoring of the food
and nutrition situation in the countries.

6. Implementation of study and research initiatives to support food and nutrition
security in the countries.

EXPECTED RESULTS

1. Implementation under way of national policies, plans, and projects that include
food and nutrition security.

2. Integrated programs under way for the prevention and control of disorders due
to micronutrient deficiency.

3. Legislation and national programs on food quality and safety reviewed and/or
updated.

4. Strengthening of the surveillance of the food and nutrition situation for
decision-making.

5. Incorporation of the food and nutrition security strategy into local
development processes in the countries.

1. Incorporation of food and nutrition security goals into national economic and
social development plans in the seven countries.

2. Formulation and/or negotiation of food and nutrition security projects under
way and 10 in execution in the seven countries.

1. Legal framework and technical standards reviewed and/or formulated for the
prevention and control of disorders due to micronutrient deficiency.

2. Personnel trained in the use of techniques and procedures for quality control
of fortified foods.

3. Support for national and subregional commissions on specific micronutrients for
the unification of criteria on procedures, technical standards, and monitoring and
control of fortification processes.

1. Establishment of legal food protection framework in the subregion.

2. Formulation and/or review of national food protection in the seven countries.

3. Incorporation and/or review of legal aspects related to the nutritional
labeling of food in each country.

4. Experiences of Surveillance of Foodborne Diseases (SVETA) systems in a local
health system in each country.

1. Technologies and methodologies transferred for the coltection, analysis,
dissemination, and use of information.

2. Updating of the market basket of food at the national level in the seven
countries in accordance with the methodology proposed by INCAP.

3. Updating of information on the food and nutrition situation and on food and
nutrition security programs and projects in the seven countries.

4. Identification and definition of basic indicators to monitor and evaluate food
and nutrition security.

1. Promotion of methodologies to establish food production and processing at the
local level in two communities in each country.
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Objectives
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Obiectives

6. Promotion of technologies and educational methodologies to improve the
popuLation's decision-making capacity with regard to food, nutrition, and health.

7. Strengthening of national and subregional science and technology initiatives
concerned with food and nutrition security in the seven countries.

8. Operation of the new INCAP organizational model.

9. Administrative processes functioning consonant with the new organizational
model.
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Indicators

2. IncLusion of the food and nutrition security component in the Local planning
of seven Local health systems in the countries.

3. Existence of food and nutrition security systematized and documented at the
local Level in each country.

1. Inclusion of the food and nutrition security component in the curricula of
primary, secondary, and university studies in the seven countries.

2. Training of political, technical, and operational personnel in food and
nutrition security in the seven countries.

3. Preparation of dietary guidelines, taking into account the avai abiLity of and
access to food, dietary patterns, and knowledge of optimal combinations of food
for their efficient biological use.

1. Development and transfer of knowledge and technologies in support of food and
nutrition security.

2. lnmplementation by the seven countries of operational research projects to deal
with the principal problems of food insecurity.

3. Development of basic research projects to assist in generating information on
feeding, nutrition, and health at Headquarters and/or collaborativeLy with the
countries.

4. Dissemination and transfer to the countries of the results of research carried
ou: by, H 4eauaters.

1. Approval of the new institutional organization model by the Council of INCAP.

2. Decentralization of technical cooperation to the countries in support of the
strategy of food security, with emphasis on Local development.

3. Organization and functioning of Science and Technology, Technical Cooperation,
and Transfer.

4. Formulation and operation of functions, responsibilities, strategies, Lines of
action, and organic structure.

5. Operation of an institutional information system.

1. INCAP human resources development plan in execution.

2. INCAP plan for the development of financial resources in execution.



Obiectives

3. Availtability of budgetary, financial, and accounting information on a timely
basis in accordance with execution of the programs.

4. Adaptation of the equipment and physicaL infrastructure and the general support
services to the new organizational model.

CFNI

PROJECT CFNII1 RESEARCH

PURPOSE

To undertake research on food and nutrition poticies and practices particularly
with regard to chronic nutritional disease risk reduction and health promotion.

EXPECTED RESULTS

1. Six major research projects willt have been initiated (some conplteted) on the
ways to reduce micronutrient deficiencies and various risks for diet-retated
chronic diseases.

2. Programs developed to instill positive healthy Lifestyles in population groups
(particularly school children) and institutionalized in two to four countries and
a systematic approach devetoped to implement them in allt the other Caribbean
countries.

3. Establishment of a monitoring/surveiLLance system on food access, affordabitity
and consumption patterns in selected countries.

4. Development of strategies to control selected micronutrient deficiencies
through fortification and other supplementation schemes.

1. Devetopment and implementation of studies on diet-retated non-communicabte
diseases for the improvement of health through the promotion of healthy eating
habits, regular exercise and other healthy LifestyLes.

2. Investigation of the relationships between Caribbean food consumption patterns
and diet-related chronic diseases.

3. AnaLysis of food acquisition policies and programs and their effects on
nutritional status at the househotd level.

4. Investigation of the impact of micronutrient deficiencies (e.g. Vit A, Iron)
of food fortification and better management of supplementary programs.

1. Development of protocols to investigate chronic diseases, progress reports on
the on-going work, and documentation of findings for compteted studies.

1. Reports on the outcome of the healthy Lifestyle projects and the development
of programs of social communications and skill training in nutrition in schools
and at the community Level.

1. Preparation of Reports on analyses of basic foodstuff prices and their effects
on nutrient availability at household level.

1. Documentation of research results elaborating control measures required to
reduce selected micro-nutrient deficiencies.
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Indicators
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Obiectives

PROJECT CFNI/2 SOCIAL COMMUNICATION

PURPOSE

To develop and strengthen CFNI's social communication programmes aimed at
improving food and nutrition situations.

EXPECTED RESULTS

1. Member countries will have included a nutrition component in the health
education programs with special reference to diet and disease relationships.

2. Member countries will have a stronger and Larger network of personnel to
disseminate food and nutrition resource information.

3. Member countries will have established baseline information systems for
developing appropriate communication strategies and learning theories.

4. Member countries will have audio-visuaL packages on nutrition communication.
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Indicators

1. Provision of updated information to influence decision-makers including private
sector communities to influence food and nutrition policies.

2. Updated and produced materials on food and nutrition in relation to chronic
diseases.

3. Continued program of nutrition promotion by identifying and utilizing a mix of
mass media channels and social marketing techniques.

4. Strengthened national communication outreach programs in food, nutrition and
health in keeping with the Caribbean Health Promotion Charter.

1. Establish an advisory link with Ministries of Health and Education.

1. Annual meetings of Heads of Nutrition Units held.

2. Identification of relevant comnunity outreach groups and organizations with
which to collaborate in implementing nutrition intervention strategies.

1. Developed method for gathering baseline information from targeted community
groups.

2. Targeted population groups for communication intervention strategies.

3. Developed moduLe for undertaking health promotion including human resource
development activities in nutrition surveillance and social communication.

1. Audio-visual materials developed.

2. Communication strategies for food and nutrition interventions developed.
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PROJECT CFNI/3: HUMAN RESOURCE DEVELOPMENT

PURPOSE

To support member countries in the training and utilization of personnel with
regard to the recent developments in diet and chronic disease relationships,
proper diet for healthy living.

EXPECTED RESULTS

1. Member countries will have developed a policy for training workers to utilize
the updated dietary guidelines.

2. Nutritionists and health care personnel wilt be trained to utitize the updated
dietary guidelines particuLarly to prevent and control non-communicabLe diseases.

3. Curricula, teaching modules, training and other supportive materials for
undergraduate training will have been revised and strengthened in 5 courses.

4. Increased capability of food and nutrition personnel in research and
programming.

PROJECT CFNII4: DEVELOPMENT OF POLICIES, PLANS AND NORMS

PURPOSE

To create awareness among decision-makers leading to a re-examination and revision
of the food and nutrition poLicies in light of the emerging nutritional diseases.

Indicators

1. Application of recent advances in nutrition in the development of more
effective health care modeis for prevention and control of non-comnunicable
diseases.

2. Strengthening of the human resource potential in countries through a range of
in-service training courses and supporting food and nutrition programs in
Caribbean universities and colleges.

3. Development of a network of resource persons and institutions to support and
implement policy and programming on food and nutrition.

1. Assistance for developing policies for training workers provided.

1. Systematic program to train health workers in healthy dietary practices
designed and implemented.

1. Materials and curricula developed, provided and utilized.

1. Nutritional Epidemiology Course focused on diet-related diseases conducted in
the Eastern Caribbean.

1. Assistance provided to various governments and non-governmental organizations
in planning food and nutrition policies and plans of action in pursuit of
household food and nutrition security.

2. Coordination of subregional meeting and preparation of materiats to inform
policy makers of the need to modify the nutritional policy in the countries.

3. Increased emphasis on need for Linking the food and agriculture policy to
nutrition and health concerns, the need for establishing priorities and setting
targets, and the need to upgrade the food marketing system to stimulate
production.
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Obiectives

EXPECTED RESULTS

1. Member countries wiLL have developed food and nutrition plans and strategies
consistent with the changing food consuiption patterns.

PROJECT CFNI/5: ADVISORY SERVICEIDIRECT CONSULTANCY

PURPOSE

To meet the requests of goverrments, NGOs, institutions and agencies in research,
training policy development and programning related to food and nutrition.

EXPECTED RESULTS

1. Member countries wiLL have nutrition surveiLLance systems to identify those at-
risk of PEN and other diet-reLated diseases.

2. Metmber countries wiLL have programs and activities designed to prevent and
control diet-reLated chronic diseases.

PROJECT INCAPI1 FOOD AND NUTRITION SECURITY

PURPOSE

To deveLop a subregional strategy for Food and Nutrition Security in Central
America.
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Indicators

1. TechnicaL support provided in drafting and promulgation of National Policies
and PLans of Action.

2. Provision of appropriate materiais on current developments in food and
nutrition to guide the preparation of nationaL strategies and Ptans of Action.

1. Assistance to countries in the establishment of food and nutritionaL
survei L Lance systems.

2. Provision of support to the private sector and NGOs in food and nutrition
activities.

1. Food and Nutrition Surveillance systems established in member countries.

1. Technical assistance provided to member countries in the development of such
programmes and activities.

1. Incorporation of food and nutrition security into policies, plans, Legislation,
and economic and social devetopment programs in Central America.

2. Imptementation of nationat programs for prevention and control of macro- and
micronutrient disorders in the countries.

3. Adoption of programs for heatth promotion and heaLthy Lifestyles by the
countries.

4. Training of human resources and ptans for mass education and communication in
food and nutrition security imptemented in the countries.

5. Existence of mechanisms for evaluation, anatysis, end monitoring of the food
and nutrition situation in the countries.

6. Implementation of study and research initiatives to support food and nutrition
security in the countries.



Indicators

EXPECTED RESULTS

1. Implementation under way of national policies, plans, and projects that include
food and nutrition security.

2. Integrated programs under way for the prevention and control of disorders due
to micronutrient deficiency.

3. Legislation and national programs on food quality and safety reviewed and/or
updated.

4. Strengthening of the surveillance of the food and nutrition situation for
decision-making.

5. Incorporation of the food and nutrition security strategy into local
development processes in the countries.

1. Incorporation of food and nutrition security goals into national economic and
social development plans in the seven countries.

2. Formulation and/or negotiation of food and nutrition security projects under
way and 10 in execution in the seven countries.

1. Legal framework and technical standards reviewed and/or formulated for the
prevention and control of disorders due to micronutrient deficiency.

2. Personnel trained in the use of techniques and procedures for quality control
of fortified foods.

3. Support for national and subregional commissions on specific micronutrients for
the unification of criteria on procedures, technical standards, and monitoring and
control of fortification processes.

1. Establishment of Legal food protection framework in the subregion.

2. Formulation and/or review of national food protection in the seven countries.

3. Incorporation and/or review of Legal aspects related to the nutritional
labeling of food in each country.

4. Experiences of Surveillance of Foodborne Diseases (SVETA) systems in a local
health system in each country.

1. Technologies and methodologies transferred for the collection, analysis,
dissemination, and use of information.

2. Updating of the market basket of food at the national level in the seven
countries in accordance with the methodology proposed by INCAP.

3. Updating of information on the food and nutrition situation and on food and
nutrition security programs and projects in the seven countries.

4. Identification and definition of basic indicators to monitor and evaluate food
and nutrition security.

1. Promotion of methodologies to establish food production and processing at the
Local Level in two communities in each country.

2. Inclusion of the food and nutrition security component in the Local planning
of seven local health systems in the countries.

3. Existence of food and nutrition security systematized and documented at the
local level in each country.
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Objectives

6. Promotion of technologies and educational methodologies to improve the
population's decision-making capacity with regard to food, nutrition, and health.

7. Strengthening of national and subregional science and technology initiatives
concerned with food and nutrition security in the seven countries.

8. Operation of the new INCAP organizational model.

9. Administrative processes functioning consonant with the new organizational
model.
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Indicators

1. Inclusion of the food and nutrition security component in the curricula of
primary, secondary, and university studies in the seven countries.

2. Training of political, technical, and operational personnel in food and
nutrition security in the seven countries.

3. Preparation of dietary guidetines, taking into account the availability of and
access to food, dietary patterns, and knowledge of optimal cambinations of food
for their efficient biotogicat use.

1. Development and transfer of knowledge and technologies in support of food and
nutrition security.

2. Imptementation by the seven countries of operational research projects to deal
with the principal problems of food insecurity.

3. Devetopment of basic research projects to assist in generating information on
feeding, nutrition, and health at Headquarters and/or collaborativety with the
countries.

4. Dissemination and transfer to the countries of the results of research carried
out by Headquarters.

1. Approval of the new institutional organization model by the Council of INCAP.

2. Decentralization of technical cooperation to the countries in support of the
strategy of food security, with emphasis on local development.

3. Organization and functioning of Science and Technology, Technical Cooperation,
and Transfer.

4. Formulation and operation of functions, responsibilities, strategies, lines of
action, and organic structure.

5. Operation of an institutional information system.

1. INCAP human resources development pLan in execution.

2. INCAP plan for the development of financial resources in execution.

3. Availability of budgetary, financial, and accounting information on a timety
basis in accordance with execution of the programs.

4. Adaptation of the equipment and physical infrastructure and the generaL support
services to the new organizational model.
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ENVIRONMENTAL PROTECTION AND DEVELOPMENT

REGIONAL CONTEXT

1. The development model adopted by the countries of the Region has Led to
significant environmental imbalances that directly or indirectly affect the health
and quality of life of the people. The developed countries demand vast amounts of
energy and generate waste that, by virtue of its magnitude or nature, threatens
the ecological balance. The developing countries tend to over-exploit their
natural resources. Both trends seriously jeopardize human health and welfare.

2. The United Nations Conference on Environment and Development (UNCED, Rio de
Janeiro/1992), the United Nations Conference on the Sustainable Development of
Small Island Developing States (SIDS, Barbados/1994) and the Summit of the
Americas (Miami/1994) show that the preservation and protection of health and the
environment are central concerns of the new development model to be promoted by
the countries of the Region. This model, called "Sustainable Human Development",
is defined as sustainable development with a special emphasis on the human
dimension--development focused on the people.

3. Rapidly increasing rural-urban migration in Latin America has led to a sharp
rise in the number of urban poor, which now represents 40X of the total urban
population. For the most part, this population has no urban public services or,
at best, such services are unreliable. CLose to 279 million urban inhabitants (89%
of the total) have water supply service. Of this 279 million, 80% (79% of the
total) is served by household connections, and 12% (11% of the total) by public
standpipes. In the rural sector, 69 million inhabitants (55% of the total) have
water supply service, which, combined with the urban population, means that 348
million (73X% of the total population) are supplied with water. This figure does
not include systems that operate erratically or intermittently. The quality of the
water supplied is, by and large, a serious problem due to the inadequacy or lack
of disinfection and the degradation of the quality of the sources. According to
studies conducted, less than 25% of community water supply systems in Latin
America and the Caribbean are reliably and continuously disinfected. Some 249
million urban inhabitants (71%X) have seuerage and sanitation services, and 41
million rural inhabitants (32%) are covered. This means that a total of 290
million inhabitants (61% of the total population) has seuerage and sanitation
services. It can be inferred that a total of 162 million people do not have proper
excreta disposal systems (73 million in urban areas and 89 million in rural
areas). A critical problem in all the countries, mainly in the large cities, is
the discharge of untreated wastewater. Less than 10% of the wastewater collected
receives somne treatment, which is frequently inadequate.

4. The 370 million urban inhabitants of Latin America and the Caribbean produce
an estimated 264,000 tons of refuse daily, of which about 75% is collected. A
survey in 22 cities of Latin America and the Caribbean indicates that 87% of the
refuse generated is collected. Fifty-seven per cent of the refuse is disposed of
in sanitary landfills, 25% in controlled fills and 20% in open dumps. The

municipal governments are responsible for refuse collection in 60% of these
cities, and public utility companies in the remaining 40%. The presence in urban
solid waste, in the form of toxic, carcinogenic, mutagenic and teratogenic
chemicals, is a growing concern. As yet, few countries of the Region promote the
recycling of waste. The general population must become more actively involved in
the various aspects of the refuse cycle and urban sanitation activities.

5. The substandard conditions of human settlements and housing, mainly in rural
and marginal urban areas, contribute significantly to the prevalence of certain
vector-borne diseases and acute respiratory infections. According to estimates,
more than 100,000 children under the age of 1 die from ARI each year in the
Americas, while Chagas' disease ranks fourth among communicable diseases.
Moreover, the housing conditions have a major impact on degradation of the quality
of family life.

6. Intensive mining and logging, construction of dams and roads, installation of
industrial parks, urbanization, and settlement of land to expand the agricultural
and Livestock frontier, have increased the number of people in the Region at risk
of contracting diseases caused by environmental degradation. These diseases range
from those transmitted by biological vectors to acute and chronic intoxication
caused by exposure to chemicals. Growing air pollution in the urban environment,
caused by industrial activities, motor vehicles, and electricity generation,
indicates that maximum priority should be assigned to controlling these sources.
In several Latin American cities, the average outdoor concentration of air
pollutants is above the maximum level recommended in WHO guidelines. Despite the
countries' efforts in conjunction with international support, the problem of
surface and ground water pollution remains. More than 220,000 hectares are
estimated to be irrigated with wastewater in Latin America. However, the
uncontrolled use of untreated wasteuwater for irrigation and other purposes entails
major health risks, due especially to the high content of pathogens and possibly
to toxic substances and heavy metals. Groundwater pollution with nitrates and
pesticides is cause for concern, since these waters are the source of supply for
almost 50% of the population of Latin America and, furthermore, the
decontamination process is arduous. Although most of the countries of the Americas
have regulations governing the discharge of industrial waste, they are not
effectively enforced, and industrial water pollution is a critical factor in
environmental degradation in several countries.

7. The quantity and variety of chemicals in the Region's environment (air, water,
soil, and food) continue to rise. Their effects on health are increasing in
severity and frequency. Some of these substances, which are being used in vast
amounts and for different purposes in the Region, pollute more than one
environment at the same time and give rise to multiple exposure of the population.
In the smaller countries of the Region, it is estimated that there are at Least
1,000 to 2,000 cases pesticide poisoning each year, and in the Larger countries,
a proportionately greater number. The concentrations of pesticide residues in
several foods can range from 3% to 50% of the values (or standards) indicated in
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estabLished guideLines. Historically, heavy metals have been the focus of public
health concerns in the Region. In recent years, the exposure of populations to
arsenic, Lead, and mercury has attracted the attention of the health authorities.
Exposure to arsenic usuaLLy occurs through drinking the water supply, which is
naturally polluted in concentrations higher than 0.200 mg of arsenic per liter.
Reports of exposure by inhalation are Less frequent. However, copper smelting
releases inorganic arsenic and other elements into the air. The principal means
of human exposure to lead in Latin America and the Caribbean are inhalation and
ingestion. The combustion of Leaded gasoline and the emissions of foundries,
factories, and battery workshops, as welL as paint factories, are the main sources
of Lead in the atmosphere. In the case of mercury, gold mining is the major source
of environmental pollution and causes human exposure and toxic effects. The
better-documented studies have been carried out in the Amazon region of Brazil,
but this problem has also been reported in Peru and Venezuela. In Brazil, gold
mining is currently carried out on 16.7 million hectares, and approximately
500,000 people--scattered over 1,300 isolated locations where health services are
not easily accessed--are involved in this activity. The production and use of
solvents is estimated to have increased considerably in Latin America and the
Caribbean in recent decades. As a consequence, occupational and environmental
exposure to organic solvents has increased, especially in the petrochemical
industry.

8. In 1995, the labor market in Latin America and the Caribbean comprises an
estimated 226.5 million people. The most common occupational diseases are:
hearing Loss; intoxication by metaLs, pesticides, and organic solvents; silicosis,
byssinosis; and dermatological occupational diseases. Quantification is difficult
because only an estimated 1X of cases of occupational diseases are reported in
Latin America. Of particular concern is the large number of economically active
children under 15 years of age; at present there are an estimated 150 million
child workers in the Region. Another cause for concern is the growth of the
informal sector, which in some countries employs more than 40X of the economicaLiy
active population. These workers are not usually covered by sociaL security health
care programs and often have no other coverage.

9. Sanitation and environmental services in the countries are provided by a broad
range of agencies that do not constitute a single formal sector, since in several
countries, the water, sanitation, and solid waste management subsectors and the
promotion and control of environmental quality are separate. During the current
decade, the countries have begun a reorganization and restructuring of the
environmental sector and its institutions. As a result of this process, there is
a new trend among governments towards private sector participation and
decentralization (municipalization) in the management of basic community services
and the preservation of environmental quality. This new trend has opened up
opportunities for nongovernmental organizations and encourages community and
citizen participation.

TECHNICAL COOPERATION STRATEGY

10. The technical cooperation provided by the Division of Health and Environment
during the bienniun will conform to the Strategic and Programnatic Orientations,

1995-1998, the Ninth General Programme of Work of WHO, and the mandates of UNCED
and SIDS. In addition, mandates issuing from the Governing Bodies of PAHO will be
duly taken into account. Full use will be made of all the strategic elements of
direct technical advisory services, human resources education, research
development, policy-making, and fundraising. However, the e~phasis will vary in
accordance with the requirements of each area of activity.

11. Efforts will be made in the area of water supply and sanitation to cooperate
in the development of sector institutions through projects and programs to
strengthen their organizational, legal, technological, and human resources. There
will an emphasis on all aspects affecting water quality and the proper operation
of the systems. Particular attention will be paid to service expansion. To this
end, HEP will work resolutely to promote the PIAS in the countries and external
support agencies. Sector studies will continue to be conducted as a basis for
identifying investment opportunities. In addition, the concept of integrated rural
sanitation will be promoted, for which the development of research on appropriate
technologies, human resources education, and active community participation will
be encouraged.

12. The emphasis in urban solid waste management will be on developing
institutional managerial capacity and promoting appropriate technologies for
sorting and final sanitary disposal. Particular attention will be paid to the
collection and final disposal of contaminated hospital waste.

13. Activities to foster healthy housing wiLL be linked to the control of vector-
borne diseases. in addition, hulan resource education centers wll be set up
specializing in health and housing issues. One strategy used will be the
incorporation of WHO Collaborating Centers.

14. In accordance with Agenda 21, HEP will support the strengthening and
development of national capabilities in environmental epidemiology, data
management, human resources development and administration, intersectoral
coordination, and community mobilization to pave the way for the formulation and
implementation of appropriate policies and programs to protect human health from
environmental risks. HEP will also work closely with health and national
development agencies to ensure that the population and the different sectors,
especially the industrial sector, become aware and have a better understanding of
the health risks associated with a degraded environment. In this regard, special
attention will be given to the quality of work environments, as part of the
process for monitoring the promotion of worker's health initiated in previous
bienniums. The mass media will become an important tool in several activities in
this field. Coordination with the specialized Cooperating Centers will be one of
the strategies to be used. Another strategy will be formal establishment of the
International Program on Chemical Safety in the Americas. Through this Program,
emphasis will be placed on aspects related to the toxicity of substances,
management of the risk that these substances represent, and the setting up of a
network of Poison Control Centers in the countries of the Region.
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15. Another important line of action of HEP will be to support government agencies
and nongovernmental organizations in promoting community involvement in the
identification and resolution of environmental problems. Uhenever possible, this
involvement will take place within the framework of Local health systems and
"Healthy Municipios", atways in the spirit of primary environmental health care.

16. HEP will focus on the production and dissemination of specialized information
during the biennium. It will move to set up an integrated system of technical
information on health and the environment and witll promote its Linkage with
existing systems in other Regions. HEP will become involved in PAHO's efforts to
upgrade knowledge of the countries' heatth profiles.

17. HEP uill continue to support and promote the environmental dimension of
subregional initiatives. In Central America, the MASICA program wiLL be continued;
in the Andean countries, the environmental actions of Andean Cooperation in Health
(ACH); in the southern region, attention witt be paid to some of the health and
environment issues raised by MERCOSUR. The Caribbean subregion will receive
cooperation to address envirornmental issues in Caribbean Cooperation in Health.
In addition, the environmental health considerations of activities in the United
States-Mexico border region will continue to receive special attention, using
support for the "Sister Cities" initiative as one of the strategies.
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BIENNIAL PROJECTS

PROJECT 1: ENVIRONMENTAL RISKS

PURPOSE

To reduce environmental risks associated with diarrheal diseases by increasing
access to water and sanitation services, improving water quality, and
strengthening sector institutions.

EXPECTED RESULTS

1. Policies and guidelines established for sector devetopment, working together
with national and international agencies and the countries.

2. Jointly with DSI, support for national efforts to improve the managerial and
institutional capacities of sector agencies.

3. Promotion of the optimav and efficient use of existing water and sanitation
services infrastructure.

1. A one-third reduction in the percentage of the population that does not receive
water and sanitation services by the year 2000.

2. A 20X increase in the population receiving disinfected water and 50X of the
countries introduce national quality standards.

3. A 10X increase in the number of companies operating efficientty in each
country.

1. Creation of a Committee to set regional sector policies on financial matters,
water resource management, water quality, increasing the coverage of the rural and
periurban population, and developing sector institutions and their human
resources. Jointly with the WorLd Bank, AID (EHP), IDB, AIDIS, and others.

2. Production of a policy document that identifies regional priorities and
establishes guidelines for action.

3. Promotion and dissemination of the policies in various Inter-American forums
and congresses, such as those of AIDIS.

1. Support and advisory services provided for the dissemination of methodologicat
guidelines and the preparation or updating of 10 sector studies.

2. A handbook on the development of companies in the sector revised and/or
prepared with the involvement of other international agencies.

3. Support provided to eight institutions responsible for the sector in the
preparation of national plans.

4. Support provided for the preparation of proposals and execution of 10
institutional development projects of operating agencies or water and sanitation
utilities, including extrabudgetary projects.

1. Collaboration with 10 companies to evaluate their operations and establish
plans and projects for efficient use and control of Losses. Includes the
evaluation of purification and treatment plants.

2. Support for the holding of two subregional events to promote efficient use and
control of Losses.

3. To facilitate the efficient use of infrastructure, support instruments--such
as pubLications, appropriate technologies, communityparticipation guidelines, and
health education--made avaiLable to all the countries.



Indicators

4. The expansion of drinking water and sanitation infrastructure supported and
promoted, with an emphasis on marginalized urban, rural, and indigenous groups.

5. Joint projects carried out with HCP to provide safe water and basic sanitation,
including health education and community participation, to priority localities in
areas with the highest rates of incidence and mortality from diarrheal diseases.

6. The mechanisms for development and technological exchange strengthened and
integrated, and cooperation between countries facilitated.

7. Methodologies and programs for environmental education and community
participation made available to the countries.

8. The a monitoring and evaluation system for the water and sanitation sector made
available to all countries and its implementation promoted (SIMAS).

1. The realization of a mid-decade regional evaluation.

2. Ten companies supported in the preparation and financial management of projects
for the expansion and installation of infrastructure, including purification and
treatment plants and wastewater disposal.

3. Support instruments--such as publications, conventional and appropriate
technological activities, community participation guidelines, and health
education--made available to all the countries for the expansion of coverage.
Support and participation in conducting courses and seminars.

4. The Central American countries supported in the development and implementation
of projects for universal coverage of water and sanitation in rural areas.

1. 10 demonstration projects carried out.

2. Assessment of the benefits of the cholera projects executed and the number of
beneficiaries.

3. A study carried out on the impact of four of these projects on health.

1. Annual support for the formulation and management of three TCC projects.

2. Support for the organization of an international forum on appropriate
technology in water and sanitation.

1. Three promotion programs or methodologies similar to that for school sanitation
developed for other centers of public activity such as hospitals and barracks.

2. A regional handbook published on community participation and community
management activities in the countries of the Region and a regional seminar held
in collaboration with other agencies.

3. Four draft proposals for requesting financial support drawn up, submitted, and
executed.

4. Annual promotion of the regional and national events of the Inter-American
Water Day and Environment Day.

1. The latest version of the SIMAS Software and/or that of other systems developed
and promoted.

2. A system for evaluating and monitoring the coverage and quality of drinking
water, excreta disposal, and the disposal and reuse of wasteuater established in
25 countries.

3. Preparation of the progress report in 1997.
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9. Promotion of the 10-year Water Quality Plan in the countries.

10. The adoption of water quality standards promoted in the countries as part of
the 10-year plan; support for the strengthening of the analytical capacity of the
laboratories.

11. Promotion of recyciing, research on the effects on health, and the adop.tion
of standards on wastewater reuse.

PROJECT 2: SOLID WASTE DISPOSAL

PURPOSE

To improve the health conditions and quality of life of urban inhabitants by
enhancing and increasing the coverage of the municipal services for the collection
and final disposal of solid waste, including that of health institutions.

EXPECTED RESULTS

1. National efforts supported to improve the managerial and institutional
capacities of agencies in the municipal solid waste sector, including hospitals.
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4. Promotion of a research project on the impact of water and sanitation projects
and health education on health through the use of environmental epidemiology.

5. Sharing of experiences between the countries promoted to strengthen the
information systems, mainly through subregional initiatives.

1. Final version of the Plan finished and presented to the Governing Bodies of
PAHO.

2. Promotion and dissemination of the Plan at the regional Level initiated.

3. Promotion and support for the preparation of six national plans.

4. Development and promotion of specific parts of the 10-year Plan, such as the
protection of drinking water sources.

5. Promotion of two studies on the effects of this type of intervention on health.

1. WHO guidelines on drinking water quality disseminated through one Regional and
two subregional workshops.

2. Establishment and dissemination of a regional evaluation system for
laboratories; testing in six Laboratories.

3. Development of a program to strengthen the analytical capacity of the
laboratories and train personnel.

1. The adoption of standards on was:ewater reuse in agricuLture pro t:ed in six
countries.

2. Support for WHO and FAO negotiations to establish a research center in Mexico.

1. Five percent increase in collection coverage.

2. Five percent increase in the coverage of proper final disposal.

3. The launching of studies or projects to improve management of health
institution wastes in 10 large cities.

1. Support and advisory services for the preparation or updating of six sector
studies.

2. Support for eight institutions responsible for national coordination of the
solid waste sector.



Indicators

3. Support for 10 sanitation companies in upgrading their managerial, financial,
and planning systems.

4. Improvement in interagency coordination with the IDB, World Bank, AID, and
others in the area of solid waste, through the activities of an Interagency
Steering Committee.

5. Preparation of the subject content of a course on the formulation of solid
waste projects. Course implemented as a pilot project in two countries.

2. Promotion and advice to the countries for the preparation of proposals and the
monitoring and implementation of projects to increase or improve the
infrastructure and management of solid waste services.

3. Provision of methodologies and instruments to strengthen the countries'
technological capabilities.

4. Solid waste issues supported and strengthened at various national and
international events, such as congresses, symposia, etc. and horizontal
cooperation between countries facilitated.

5. Instruments for incorporating the solid uaste component into comprehensive
health and envirorment projects made available to the countries.

6. Information systems and monitoring of the coverage and efficiency of solid
waste services made available to the countries.

1. Four courses offered on proposal preparation, based on a curriculum prepared
jointly with other international agencies under PIAS.

2. Four proposals and/or ongoing projects prepared and promoted, including
extrabudgetary projects.

1. New technologies related to the generation, classification, laboratory testing,
storage, collection, transportation, disposal and recycling of municipal solid
waste, including that of hospitals, disseminated or transferred from other
countries and their implementation promoted.

2. Support for the holding of six national courses and four international and
national courses on solid waste.

3. Provision of technical assistance of a specific technological nature to 10
national or local agencies.

4. Promotion of research and development in technologies that protect the
environment and health and achieve greater efficiency and productivity of
services.

1. Support for four national and two international events in the area of solid
waste.

2. Horizontal cooperation promoted through the preparation of four horizontal
cooperation proposals and projects under the subregional initiatives.

1. Instruments such as publications and methodologies on community participation
and environmental health education and on technologies that can be appropriated
by the community, prepared and disseminated.

2. Four advisory services provided to the countries in integrated envirornmental
health projects, such as "Healthy Municipios", local health systems, etc., and on
projects that deal with specific issues, such as those of race, indigenous
populations, and other vulnerable groups.

1. Number of information centers and solid waste management institutions Linked
to REPIDISCA.

ENVIRONMENTAL PROTECTION AND DEVELOPMENT

Obiectives

151



ENVIRONHENTAL PROTECTION AND DEVELOPMENT

Obiectives

PROJECT 3: HEALTH AND HOUSING

PURPOSE

To improve the capacity of the countries' institutions to respond to problems
related to health and housing.

152

Indicators

2. Provision of the sector monitoring systems developed to the institutions
responsible for the solid waste sector in each country.

3. A subregional course offered to promote the use of monitoring systems.

1. Implementation of health and housing programs in the institutions of six
countries.

2. Six Health and Housing Centers operating in Latin American and the Caribbean.

EXPECTED RESULTS

1. Working with other PAHO units, the importance of healthy housing will have been
promoted in the countries, and demonstration projects will have been set up,
preferably together with other agencies and international banks.

2. A Network of Health and Housing Centers operates in the Region with the support
of the UHO Collaborating Center in Buffalo.

3. Methodologies for the sanitary improvement of housing, including health
education end community participation, developed and made available to the
countries.

PROJECT 4: CONTROL ENVIRONMENTAL IMPACT

PURPOSE

To improve the protection, surveillance, conservation, and use of natural
resources in the countries by incorporating health considerations into the
assessment, monitoring, and control of environmental impact.

EXPECTED RESULTS

1. Production of instruments and methodologies to pave the way for establishing
national and regional mechanisms to evaluate the health risks stemming from the
degradation of water and air quality.

1. Methodologies, audiovisual aids and other promotional instruments developed and
made available to the countries.

2. Two demonstration projects launched in countries considered priorities because
of their high rates of incidence of diseases associated with poor housing
conditions.

3. Preparation of two financing proposals for a promotional plan in Latin America
and the Caribbean.

1. Support for the creation and development of six health and housing centers.

1. Number of promotional publications, methodologies and instruments produced and
made available to the countries.

2. Working together with other PAHO Divisions and other international agencies to
promote the sanitary improvement of housing.

1. Health considerations incorporated into the legislation of the countries in the
compulsory environmentat impact assessments of development projects.

1. Promotion of mechanisms in six countries to identify health risks, based on
epidemiological and water and air quality data.

2. The ability to characterize sources of health risks using specific biological,
physical, and chemical parameters promoted in six countries.
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2. Methodologies and technologies disseminated that enable the countries to
conduct reliable monitoring of the health hazards stemming from degradation of
water and air quality.

3. Guidelines and manuals developed for the control and management of health
hazards stemming from the degradation of water quality, water resources, and air
quality that incorporate information and orientation for the population on the
importance of their involvement in the process.

4. Incorporation of the countries of the Region into the GLobal Environmental
Monitoring Systems for water and air (GEMS/Uater and GEMS/Air) promoted.

5. Methodology developed for the evaluation of sector studies and environmental
profiles (water and air) in all countries of the Region under PIAS.

6. Training, regulation, and technical and scientific information activities in
the area of environmental and health impact assessment, with the participation of
technical or academic institutions of recognized excellence.

PROJECT 5: ENVIRONMENTAL POLLUTANTS

PURPOSE

To improve the countries' ability to evaluate environmental health risks and
introduce measures to manage environmental quality pertaining to chemical
substances, environmental pollutants, and natural and technological disasters.

EXPECTED RESULTS

1. Techniques and methodologies disseminated in three priority areas of the
International Program on Chemical Safety in the Americas: toxicology, risk
management, and technical and scientific information activities.

1. Two countries with environmental monitoring systems in operation for their
water resources (biological, physical and chemical parameters) and air quality
(fixed and mobile sources and biological sensors).

2. Processes for epidemiological monitoring of the defined control parameters
established in two countries.

1. The adoption of policies, laws, standards and regulations to control the
pollution of their water resources and air quality in four countries.

2. In two countries, the incorporation of policies, guidelines, and manuals for
reducing pollutants to a minimum in the various industrial processes.

3. In three countries, the promotion of guidelines and manuals on the protection
of surface and ground water and control of the mobile sources of air pollution
(reduction of traffic, emissions, and harmful substances).

1. Eight countries of the region incorporated into the GEMS/Water and GEMS/Air
systems.

1. Testing of the methodology in two countries.

2. Sector studies and environmental profiles prepared in two countries.

1. Development of environmental and health impact assessment courses.

2. Development of courses on interpretation of the environmental and health impact
assessment by the health sector in six countries of the region.

1. Agreements established in six countries for development of the International
Program on Chemical Safety in the Americas (IPCS).

2. Six countries will have joined the Pan American Waste Management System.

1. The Region will have contributed to four international meetings of the
International Program on Chemical Safety (IPCS).

2. The FTP will be able to access 34 HEP publications through the Internet.

3. Agreements established with five medical associations and three hospitals for
the dissemination of toxicological information.
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2. Under the Regional PLan for Special Wastes and Health, the folLowing will have
been developed, a) a rapid risk assessment methodology for hazardous waste sites,
and b) the mechanisms for operation of the Pan American Waste Management System.

3. Training, information, and regulatory activities promoted and disseminated in
the area of assessment and management of environmental risk factors for health.

4. Methodologies adapted and used in the assessment and management of
environmental risk factors and impact on health, as part of the regional
technology exchange.

5. Instrunents and methodologies that help strengthen natural and technological
disaster preparedness in the national water and environmental health institutions
promoted and disseminated.

PROJECT 6: WORKER'S HEALTH

PURPOSE

To strengthen comprehensive workers' health care in the countries with a
preventive and promotional approach and guarantee the basic rights of workers to
a healthy and sustainable environment.

EXPECTED RESULTS

1. The regional strategy to support implementation of PLANSATs in the context of
emerging markets, promoted and disseminated.

2. An information systems methodology developed for conprehensive analysis of
uorker's health conditions, working environments, and the implementation status
of the programs.

1. The Uaste Management System in operation in two countries, and four more
countries with have plans of action.

2. Publication of a manual on Methodologies for Risk Assessment in Hazardous Waste
Sites, in collaboration with the IPCS.

1. Agreements established with 24 national technical and academic institutions of
recognized excellence.

2. The Support System for Management of Environmental Risks in Industrial Areas
tested in two countries.

1. Two agreements established for cooperation and technical and scientific
exchange among countries.

2. An analytical model developed for the environmental and health data available
in the countries.

1. Agreements signed with two academic institutions to incorporate that area into
their curricula.

2. Four studies conducted on the vuLnerability of the water supply systems in the
Region.

1. National workers' health plans (PLANSAT) established in six countries.

2. A regional assessment of workers' health conditions and their working
envi ronments.

1. In two subregions, adoption of the regional strategy and identification of the
priority sectors to be implemented.

1. Publication of a document on information systems published, including protocol
and guidelines.

2. Three subregional workshops held on strategies and models for information
systems.

3. Creation of a databank on workers' health.
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3. Review and updating of the database on labor Legislation in the course of the
regional exchange.

4. Cooperation in human resources development and training for workers' health at
different levels of training.

5. Mechanisms for coordination with other divisions and programs of the
Organization established to implement the priority areas of the "Plan of Action:
Worker's Health Initiative."

6. Implementation of the "Network of Workers' Health Reference Centers."

PROJECT 7: INTEGRATED ACTIVITIES TO DEVELOP INSTITUTIONAL AND
ORGANIZATIONAL CAPABILITIES IN HEALTH AND ENVIRONMENT

PURPOSE

Strengthening of the institutions and organizations responsible for health and
environment issues in terms of organizational, financial, human, legal, and
information resources, as well as with the necessary intersectoral mechanisms for
management of environmental health matters.

EXPECTED RESULTS

1. Holding of meetings and production of materials to promote the central role of
health in decision-making and in the inplementation of environment and development
projects.

1. Harmonization of labor legislation, working with HDP.

1. The applicability of educational modules for primary, secondary, and technical
education tested in four countries.

2. Twenty courses held for workers and 10 for employers on safety and prevention
in work environments.

3. A regional teleconference will have been conducted on Uorkers' Health, with the
participation of four undergraduate and postgraduate institutions.

1. Preparation, publication, and distribution of a document on extending coverage
to the informal sector and incorporating workers' health at the level of the local
health systems, working together with HSP.

2. Production of a document on the problems of child labor, with HDP, through the
Program of Women, Health, and Development.

3. A pilot project developed on an information system that addresses the issue of
Unemployment, Violence and Public Health, in conjunction with HPP.

1. Approval of the Matrix Plan of Activities--HEP, PWRs and PLANSATs--and
mobilization of resources for its operation.

2. Four interinstitutional agreements and two interagency agreements established
to support operation of the Network.

1. In the countries of the Region, institutions of both the health and the
environmental sector will be conducting projects that promote practices conducive
to environmental health in the context of sustainable human development.

2. Mechanisms for cooperation among countries in environmental health activities
set up in the Region, incorporating the intersectoral mechanisms established by
each country.

1. Meetings held in each of the subregions.

2. Three handbooks produced on methodologies to manage environmental health
problems.

3. Production of guidelines on the assessment and development of environmental
health units in the ministries of health.
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2. Promotion of the incorporation of environmental health, within the context of
,"Healthy Municipios", Local health systems, and other similar initiatives and
preparation of the necessary instruments.

3. Promotion of a greater awareness and understanding of the interactions between
health and the environment on the part of Leaders and the public. Stepped-up
community involvement and activity.

4. PAHO information systems and documentation on environmental health and
connections to other similar national or international systems.

5. Support for the deveto.pment of courses of stryv emn nrfnrarm in the
preparation of materials, and in the training of instructors for human resources
education in the area of health and environment.

6. Support for fundraising for national projects and programs.

7. Support for the health and environment components of the subregional health
initiatives.

8. The APB and PTC of HEP, HES, HEQ, ECO and CEPIS drawn up and executed.

1. A minimum of 10 countries participating in the incorporation of communication
activities and community participation in health and environment programs.

2. Fifteen countries utilizing the "Model Program for Physician Care" in the
context of local health systems and "HeaLthy Municipios".

1. Two parliamentary meetings held.

2. Two regional campaigns to promote environmental health carried out.

1. The ECO and CEPIS information systems operating in all countries, in
conjunction with LILACS.

2. Environmental health profiles of 10 countries available.

3. A 10X increase attained and an improvement in the quality of the data compiled
and made available to users.

4. FormuLation and management of three TCC projects supported annually.

5. Support for the organization of an international forum on appropriate
technology in water and sanitation.

1. Three university programs proposed.

2. Ten textbooks prepared.

3. Twenty technical manuals produced.

1. Twenty new bilateral or international cooperation projects successfully
negotiated.

1. Six subregional meetings held.

2. Three new subregionaL projects successfully negotiated and under execution.

1. ALL activities carried out.

2. Managerial and support activities futly executed.



PROGRAN BUDGET DISTRIBUTION BY LOCATION

PANO AND WHO REGULAR BUDGET EXTRABUDGETARY FUNDS

LOCATION 1994-1995 1996-1997 1998-1999 1994-1995 1996-1997 1998-1999

DIRECT COOPERATION WITH COUNTRIES 11,404,400 12,179,800 13,263,900 8,467,100 259,000 0

REGIONAL PROGRANS 2,662,800 2,612,000 2,759,200 368,400 203,500 220.500

CENTERS 5.458.900 5,799.400 6,365.100 2.890.900 2,114.400 1.743.100

TOTAL 19.526,100 20,591,200 22,388.200 11.726.400 2,576,900 1.963.600
1111115 e…e.e.3.60.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

POF % OF X OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

-- .-- -N-- -R --- --NTAL-- ----- ---- ----N--ANO--- --V---O--M- --------- 00 -0-.0 ----------- 1---- ----------- --0 -0

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
.mm ..... m m ............................

ENVIRONMENTAL HEALTH

WATER SUPPLY ANHD SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & NANAGEMENT
MANAGEMENT OF SOLIDO WASTE AND HOUSING HYGIENE
CHEMICAL SAFETY
WORKERS' HEALTH

19,526,100 100.0 20.591.200 100.0 22,388,200 100.0

19,526.100 100.0 20.591.200 100.0 22,388,200 100.0

CWS 12.084.600 61.8 12.605.800 61.2 13.749.600 61.4
ERA 6,243,600 32.0 6.751,700 32.8 7,338 400 32.8
MWH 581.800 3.0 642,800 3.1 678.800 3.0
PCS o 63,100 .3 66,400 .3
OCH 616.100 3.2 527,800 2.6 555.000 2.5

GRAND TOTAL 19.526.100 100.0 20.591.200 100.0 22,388,200 100.0

*........... .............. .....

----------------------------------------__ __ __ __ __ __ __ __ __ __ __ __ __ __ __ _--_--_____------__------- ------ ----- ___---_ - _________

_____ _____ ____ _____ ____ _____ _____ ____ ___ _ ___----------------- -- _--- - -- _____----______________

PROGRAN BUDGET - EXTRABUOGETARY FUNDS
_______________________________________________------__----------------_-------_--_-----_---__---------------------------____-_____

1994-1995 1996-1997 1998-1999

__OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL
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V. ENVIRONMENTAL PROTECTION ANO DEVELOPMENT
*-...-..- a, ............................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS m HEALTH

11,726,400 100.0 2,576,900 100.0 1,963,600 100.0

11.726,400 100.0 2.576.900 100.0 1.963,600 100.0
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ERA 5;862,200 50.0 1.822.400 70.7 1,181,800 60.2
OCH 273,400 2.3 0 - O -

GRANO TOTAL 11,726.400 100.0 2.576.900 100.0 1.963.600 100.0
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HEALTH SITUATION

1. During the last four decades, there have been marked demographic and
epidemiological changes in the Region of the Americas and the magnitude and
severity of Noncommunicable diseases also increased. As fertility, infant
mortality and mortality fraom infectious and deficiency disease continue to
decline, Life expectancy at birth, urban migration and the size of the population
are on the rise, resulting in aging of the population structure. Additional
determinants are the exposure to environmental factors and especially changes in
Lifestyles.

2. Changes in lifestyle, have resulted in increased prevalence of risk factors for
noncommunicable diseases, such as hypertension, obesity, elevated serum
cholesterol, tobacco and excessive alcohol consumption. It is not then surprising
that diseases of the circulatory system (also known as cardiovascular disease),
malignant tumors, diabetes mellitus and other chronic disease of major public
heath importance, generically referred to as "non communicable disease" have
experienced a striking increase. Currently, cardiovascular disease is the Leading
cause of death in thirty-one, out of thirty-five countries reporting mortality
statistics in the Americas. Malignant tumors are the leading cause of death in
four countries and are among five Leading causes of death in another twenty-five.
In addition, it has been documented that noncommunicable disease are also among
the leading causes of desability, utilization of hospital services, loss of
productivity end deterioration of the quality of life. It should be noted that the
upsurge in proportional mortality attributable to noncommunicable diseases does
not necessarily reflect a higher individual risk of dying from these diseases.
Such a risk is better expressed as age specific mortality rates, some of which
have experienced a consistent decline in the last decade, thus demonstrating that
noncommunicable diseases can be prevented and controlled.

3. The upsurge of noncommunicable diseases has also resulted in the increase, of
both the demand and the cost of health care services, which now require
increasingly complex and expensive technologies. Since this demand is exceeding
the response capability and the existing resources of health care systems, it has
become obvious that the noncommunicable disease problem cannot be confronted by
relying exclusively on a traditional, purely curative approach. There is a need
to utilize innovative approaches that would prevent the causes, rather than
attenuate the consequences of noncommunicalbe diseases. Fortunately, there is
evidence that most noncommunicable diseases of major public health importance are
casually associated with common risk factors, most of those risk factors are
amendable to a favorable modification through individual and community
interventions, national projects in some countries demonstrate that
noncommunciable diseases can be prevented and/or controlled.

4. To interrupt the sequence of events that is initiated by the adoption of
unhealthy Lifestyles, and in the development of precursor risk factors which lead
to disease and death, there is not a single preventive measure. However, a
combination of the "population risk approach" with the individual risk approach
has been advocated and used successfully.

5. As of 31 December 1994, a total of 1,025,073 cases of Acquired immunodeficiency
Syndrome (AIDS) had been reported throughout the world, and of this total, 526,682
(51.4X) were in the Region of the Americas. PAHO estimates that the true number
of AIDS cases is four times the reported figure and that in the Americas there are
more than 2.5 million persons infected with HUMAN IMMUNODEFICIENCY VIRUS (HIV).
More than 1 million in North America and around 1.5 million in Latin America and
the Caribbean. Until recently in the Americas, HIV transmission occurred mostly
in homosexual and bisexual males, but this pattern is now changing and the
epidemic is rapidly spreading to the heterosexual population. Epidemiological data
indicate that new infections are occurring mainly in persons between the ages of
15 and 25 and that adolescent girls are especially vulnerable. In addition, there
is a growing tendency for HIV to be associated with poverty and Lack of access to
basis health and education services. Type 1 human immunodeficiency virus (HIV-1)
is the causal agent in most of the AIDS cases in Africa, Asia, Latin America and
the Caribbean, Europe and the United States of America. Although the presence of
the more virulent HIV-1 subtypes C and F has been detected in Brazil, prectically
all the epidemic waves of HIV in the Americas, where the subtype has been
investigated, have been caused by subtype B of HIV-1.

6. In several countries of the Region, the available data suggest that HIV
transmission has still not reached the general population to any great extent.
However, this does not rule out the possibility that conditions might be
propitious for the rapid transmission of HIV in the short term in some or all of
these countries. On the other hand, HIV infection, by reducing the patient's
defenses, magnifies the impect of other diseases, such as tuberculosis, which
occurs more frequently and in more serious forms. It is estimated that in Latin
America in 1992 there were already 330,000 individuals with both HIV and
tuberculosis infection.

7. AIDS has an enormous economic impact because most of the people affected are
in the most productive age groups. This problem is especially serious given the
fact that many of the countries face severe economic problems, which in turn makes
it more difficult to import drugs and other supplies that may be needed to combat
the disease.

8. WHO estimates that every year there are approximately 250 million new cases of
Sexually transmitted diseases in the world. In the Americas, it is estimated that
each year betueen 40 and 50 million men and women acquire a Sexually transmitted
disease.

9. Official statistics seem to indicate that the principal sexually transmitted
diseases are on the decline in most of the countries in the Region. Many factors
may be contributing to this apparent trend, such as fear of AIDS, the impact of
campaigns to promote the use of condoms, and educational interventions. However,
the quality, quantity and consistency of the data are far from satisfactory. The
incidence rates of primary syphilis, secondary syphilis, serologically detected
syphilis, and congenital syphilis are from two to five times higher than in the
industrialized countries. The real incidence of gonorrhea is not known because of
the large degree of underregistration, but it would appear that reported cases
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are on the decline. On the other hand, the appearance and wide dissemination of
gonococcal strains that are resistant to penicillin--mainly
penicillinase-producing Neisseris gonorrhoeae--impair the work of STD control
programs. Sequential information on nongonococcaL urethritis in the Americas is
only available from a few of the countries, showing and increase in chlamydia
infections. There are wide variations in the figures on chancroid in the Americas,
with rates ranging from a Low of 0.1 per 100,000 population in Cuba to a high of
1,228.9 per 100,000 in the Bahamas. It is worth noting that these are the same
countries that present the lowest and the highest incidence rates, respectively,
of AIDS. Of the 15 countries in the Region that submitted reports on cases of
cancer of the uterine cervix in 1991, 11 showed increases in incidence. It is
important to stress that one of the main factors in the etiology of this disease
is the human papillomavirus, which is a sexually transmitted agent. Genital
herpes, another viral STD, has also registered an increased incidence in nine
countries.

10. In summary, although information is scarce, it can be said that the
epidemiology of sexually transmitted diseases is changing and taking on unique
characteristics. Because of the AIDS epidemic, there is new concern and new
awareness about sexual transmission of disease, and advantage should be taken of
this situation to strengthen prevention programs end campaigns against sexually
transmitted diseases. For the moment, it is considered more effective for the
countries to use a simplified algorithmic approach to manage syndromes of sexually
transmitted diseases (for example, urethral secretion, vaginal discharge, genital
ulcer), rather than attempting to establish an etiologic dianosis in the absence
of adequate Laboratory support.

Communicable diseases

11. Communicable diseases are widespread in the Americas, and some of them are
significant public health problems. They are generally more prevalent in rural
areas where high morbidity is frequent, affecting productivity and engendering
large economic losses. The opening of new areas to agriculture, mining, and/or
lumber production has Led to epidemics in areas in where these diseases were
aiready prevalent, thus Limiting the expansion of potentially rich rural areas.
The incidence and prevalence of these diseases in urban areas has increased, and
this development, as well as the emigration of infected people from rural to urban
areas, has increased the burden on the health services and aLso contributed to the
non-vector transmission of certain diseases in urban areas.

12. Although technical knowledge and tools are available to reduce the
transmission of most communicable diseases, the strategies and methodologies
needed to implement prevention and control programs at a realistic cost are still
inadequate. Prevention, diagnosis, and treatment alternatives are employed only
in a limited way owing to economic, organizational, and operational barriers.

13. Nearly 250,000 new cases of Tuberculosis (TB) are recorded in the Region
(excluding the United States and Canada), however the actual incidence may be up
to 500,000 annual cases. Nost of the cases and deaths occurr in adults of
productive age, representing an important socioeconomic impact.

14. Leprosy remains endemic in nearly all the countries of the Region, where there
are an estimated 300,000 cases. Brazil accounts for more than 85% of the incidence
and 70% of the regional prevalence. In five countries, the prevalence is around
1 case per 10,000 inhabitants. In 7 countries, the high incidence and prevalence
affect almost the entire national territory. The traditional isolation of leprosy
control programs from the general health services Limits the expansion of the
coverage of control measures, which have been insufficient to reduce the
prevalence of the disease. The main challenge is in the large urban centers, where
early diagnosis, the coverage of multiple drug therapy (MDT), and the regularity
of the treatment are not satisfactory.

15. Malaria is endemic in 21 countries, uhere 204.8 million people live in areas
with ecological conditions that favor transmission. An overall reduction in the
annual parasite index (API) has been recorded in these countries, falling from 5.7
per 1,000 inhabitants in 1992 to 4.8 per 1,000 inhabitants in 1993. However, this
development has not been uniform. For example, the Amazon subregion registered
high rates of transmission caused by the uncontrolled settlement of new areas to
exploit natural resources such as minerals. Thus, in 1993, an API of 25 per 1,000
was reported for Brazil, 80 per 1,000 for French Guiana, and 233 per 1,000 for
Guyana.

16. Dengue and hemorrhagic dengue remain serious in the Region. Hemorrhagic dengue
has been detected in 16 countries or territories of the Americas. As of 1993,
24,002 cases and 357 deaths had been reported. Reflecting the growth of the
problem, there were hemorrhagic dengue epidemics in Brazil and Nicaragua in 1994.
in addition to serious dengue epidemics in Costa Rica, Mexico, and Puerto Rico.
The recent introduction of dengue-3 in the Americas (Nicaragua and Panama), after
a 17-year absence of this serotype, constitutes a serious threat of widespread
epidemics, since an estimated 80% of the 200 million people living in areas
infested by Aedes aeqypti are susceptible to dengue-3. The increasingly wide
dispersion of the Ae. albopictus in Brazil, as well as its presence in the
Dominican Republic and Mexico, has potential implications for the transmission of
dengue, as well as the urbanization of yellow fever.

17. Infection with T. cruzi affects 12-16 million people in the Region. Although
most transmission takes place in the periurban environment by means of the
triatomid vector, transmission through blood transfusions, especially in the
cities, is also important. From 1% to 3X% of infected mothers transmit the
infection to their newborns. As a result of migration, there is also the potential
for the transfusion of infected blood in countries where the possibility of vector
transmission is remote, as in Canada and the United States.

18. In the past decade, there has been increasing recognition of the importance
of intestinal parasitic diseases, which primarily affect the school age population
in the poorer countries. While specific information on the prevalence of
intestinal parasitic diseases is available only on certain areas of most of the
countries of the Region, it is estimated that from 20% to 30% of the population
is infected. In hyperendemic areas, prevalences of up to 60-80% in the general
population have been described, and severe helminthiases (with very high
concentrations of parasites) have been found in children under 14 years old, who
suffer from physical and mental retardation.
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19. Onchocerciasis is endemic in only six countries of the Region. In Mexico,
26,314 cases were recorded in 1994 and 19,685 were treated. In Guatemala, 55,535
treatments were administered in 1993, and it is anticipated that 125,000
treatments will be administered in 1994. Recognized endemic foci also exist in
Ecuador, Colombia, Brazil, and Venezuela, for a total of approximately 100,000
cases throughout the Region.

20. Leishmaniasis is underreported in the countries of the Region at a rate of
1:4/5 cases. In 1993, nearly 20,000 new cases were reported in Brazil and almost
1,000 in Costa Rica, Guatemala, Honduras, Nicaragua, and Panama. The number of
cases of visceral leishmaniasis has increased, especially in Brazil (1,300 cases
reported in only two states), as well as in Honduras, Nicaragua, Mexico, and
Guatemala.

21. Viral hepatitis, particularly Hepatitis B and C, are major public health
problems, and outbreaks of fulminating hepatitis associated with the Delta
hepatitis virus have been reported. The three types of hepatitis are the causes
of chronic hepatitis and cirrhosis. Viral respiratory diseases are a major cause
of morbidity and case-fatality and have shown up in endemic or epidemic forms.
These are the epidemics especially associated with Influenza viruses A and B. The
viral gastrointestinal diseases are also the cause of diarrhea and case-fatalities
among children. The emergence or reemergence of viral disease in the past two
years, as well as the lung syndrome caused by Hantavirus-HPS (Argentina and
Brazil) and Hemorrhagic fever in Bolivia, both with high case-fatality rates, and
the recent introduction of dengue-3 in the Americas, illustrate the severity of
the problem. The possibility of a resurgence of Urban yellow fever represents a
potential threat, while the current spread of resistance to antibiotics is
responsible for huge economic losses and an increase in morbidity and mortality.
In addition, the low screening coverage for infectious agents in bLood donated for
transfusions, mainly Chagas' disease and hepatitis B and C, is a challenge that
requires an immediate solution.

Acute respiratorv infections

22. Acute respiratory infections (ARI), mainly pneumonia, are among the leading
causes of death in children under 5. Each year, nearly 100,000 deaths from
pneunonia occur in children under 1 year of age and 40,000 in children aged 1 to
4 year; this represents almost 400 deaths a day in children under 5. ARI are also
one of the leading causes of health consultations and hospitalizations of children
under 5 in the developing countries. They also account for 30%-60% of the
consultations and 20X-40X of the hospitalizations of children under 5 in the
pediatric health services. Diarrheal diseases are stilt among the five leading
causes of death in children under 1 year of age, and they are the leading cause
of death in children between 1 and 4 years of age in many countries.

23. From 1991 to 1994, some 955,902 cases and 9,927 deaths from Cholera were
reported to the Organization. To date, this disease has infected 21 of the 36
Member Countries, including the United States. Fortunately, the total case
fatality rate has remained around 1X.

Inmunization

24. Between 1985 and 1994, PAHO implemented an accelerated immunization project,
in coordination with other international agencies and the Member States, with a

view to increasing the coverage for vaccine-preventable diseases in the Region's
child population by eradicating indigenous transmission of wild poliovirus and
increasing the control of measles and neonatal tetanus. In September 1994, the
International Certification Commission on Poliomyelitis Eradication declared that
indigenous transmission of wild poliovirus had been interrupted in the Americas.
Vaccination coverage for EPI biologicaels in 1993 was as follows: OPV3, 84%; DPT3,
81%; measles, 80%; and BCG, 81%. In all the countries, there are certain groups
of children whom the immunization services have not been able to reach, and in
some countries the target of increasing national coverage for poliomyelitis and
measles to 80X has not been met. These results are reflected in a historic decline
in the incidence of these diseases--for example, the measles rate is 10 per 100
population, the lowest ever attained.

25. The Region of the Americas has almost attained the World Summit for ChiLdren's
target of eliminating neonatal tetanus by 1995. This result validates the use of
the strategy of identifying high-risk areas in each country and assigning priority
to the areas where most of the cases occur. If current resources are maintained,
this disease may cease to be a public health problem in the Region.

26. The success of the campaign to eradicate polio, combined with the interagency
and intersectoral coordination achieved, has promoted the establishment of other
goals. In September 1994, the Pan American Sanitary Conference adopted a
resolution to eliminate measles by the year 2000, to strengthen and develop the
health services, and to target actions toward high-risk groups as part of the
framework of the Strategic and Programmatic Orientations for the next quadrenniun.
Despite the significant progress made by the immunization programs in the
countries in the Region, much remains to be done to achieve the goal of 95%
coverage for all EPI vaccines and elimination of neonatal tetanus and measles.

27. In Latin America and the Caribbean, more than 20,000 preventable deaths from
measles, whooping cough, and neonatal tetanus are estimated to occur every year.
Many deaths attributed to diarrhea or acute respiratory infections are actually
caused by measles or whooping cough. In addition, 90% of the children who contract
neonatal tetanus die, and more than 25% of those infected by measles may die as
a result of complications. These figures vary in accordance with the living
conditions of the population, especially the social, geographical, and
epidemiological factors that affect specific risk groups.

28. Other components of the program should be strengthened to improve the
effectiveness and efficiency of the national immunization programs and ensure
their sustainability within the framework of the development and strengthening of
the local health services. Among these components are the development of local
strategies to eliminate missed opportunities for vaccination in the health
services, ongoing training of health workers, coordination and mobilization of
national inter- and intrasectoral resources, and decentralization and financial
deconcentration toward high-risk areas and groups.

29. As a result of the immunization programs' achievements in the eradication and
control of vaccine-preventable diseases in the Region, there was a substantial
increase in the interest in and demand for activities related to the technological
development, production, and quality control of the vaccines employed in the
immunization programs. In order to meet these demands in an organized and planned
manner, the Regional system for vaccines (SIREVA) was established in the countries
of Latin America and the Caribbean.
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30. The variety of activities implemented by SIREVA in recent years in this
context awakened great interest in several countries and institutions devoted to
research on vaccines, their production, and quality control, thereby permitting
the development of multicountry projects for the development, production, and
quality control of vaccines of interest to the Region.

31. The results already achieved made it possible to present SIREVA in the
Directing Council of PAHO and eventually to the Pan American Sanitary Conference
in September 1994, which adopted a resolution to accelerate regional activities
related to vaccine research, development, and production.

Food protection

32. The control and prevention of foocborne diseases (FBD) are a challenge today
at the world level, since the real Incidence of FBD is unknown. The World Health
Organization has estimated that, depending on the country, from 15% to 79% of the
cases of diarrhea in children under 5 are attributable to contaminated food. In
the developed countries of the Americas, it is estimated that there are between
5 and 10 million cases of gastroenteritis, including some 200,000 to 1 million
cases of salmonellosis. In the United States, national projections indicate that
more than 1 million people fall ill and 8,000 die annually as a result of poor
food handling in food service establishments.

33. Sixty percent of the outbreaks of FBD are of unknown etiology. A great
quantity of food prepared commercially or in domestic kitchens is implicated in
outbreaks of FBD, but raw materials of animal origin, such as chicken, eggs, meat,
fish, and milk, are those that appear to be the most frequently involved. Most
cases of FBD are due to the presence of bacteria. "Travelers' diarrhea" affects
from 20% to 50% of the foreign tourists who travel to Latin America and the
Cariman.

34. The long-term effects on people of food contaminated by pesticide residues are
unknown, especially for the most vulnerable groups, such as the infant population.
In many countries of the Region, the use of pesticides, including compounds that
are not permitted in the developed countries, is widespread. In addition, the
intensity and severity of the health impairments produced over the long term by
other contaminants, such as residues from drugs used in veterinary practice, are
unknown. However, the food-buying countries demand that their concentrations be
Limited.

35. The epidemiological surveillance system for foodborne diseases is inadequate
in most of the countries. The little information available becomes known only
after a lag of several years, and hence, the implementation of timely control
measures is not possible.

36. Moreover, the reporting of the diseases is inadequate for several reasons:

37. Patients do not admit the problem; cases of gastroenteritis that are not
serious or fatal are not reported by the health services; it is difficult to
obtain evidence of the origin of the FBD, since only voluntary reports are
obtained; and the food industry fears legal action, which leads to cover-ups of
cases or outbreaks.

38. In the United States, the country with the best information system in the
Region, it is estimated that only 20% of the cases of foodborne diseases are
reported.

39. The human resources allocated to epidemiological investigations of cases or
outbreaks are also Limited, and when investigations are conducted, the results are
frequently partial, incomplete, or sometimes, imprecise.

40. Both technological development in the food industry and eating habits have
changed rapidly; however, similar changes in the systems for food control have not
been observed.

41. Most of the food control programs are based on "in situ" observation of
unhygienic practices related to food handling, visual inspection of related
establishments, and the granting of a license to produce. These approaches and the
resulting decisions are not sufficient to ensure real food protection, since the
inspection of raw materials is more difficult and expensive in the processing
stage and is Limited or deficient in the production areas.

42. To the factors listed above for the situation in Latin America, others should
be added that also contribute to the prevalence of FBD. Among them the following
may be cited:

43. The absence of national programs of food protection and Lack of continuity as
well as lack of articulation of those that do exist; lack of up-to-date
legislation; and inadequate training of the personnel in charge of food
protection.

44. Deficient infrastructure for the storage, transportation, and distribution of
food and food products.

45. Deficiencies in sanitation and urbanization with the formation of shantytowns
without basic water and sewerage services.

46. Deterioration in the socioeconomic situation of broad segments of the
population, with a growing nunber of food vendors on the streets that do not
submit their products to any type of control.

47. Cultural factors that influence the preparation and preservation of food.

48. Inadequate information provided to the population at Large and to tourists in
particular on the measures to be taken to reduce the risk of contracting a
foodborne disease.

49. ALthough manufactured foods are quite safe because of the quality control
measures adopted by organized industry, it should be emphasized that this type of
food can also present a risk of disease transmission if the respective good
manufacturing practices (GMP, HACCP, ¡SO 9000) are not followed. In the
production, transformation, and transportation sequence there are numerous
opportunities for bacterial contamination.
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50. In addition, the lack of rapid, economical microbiological diagnostic methods
increase the difficulty in controlling food safety.

51. The Ministries of both Health and Agriculture in the countries of the Region
have national reference Laboratories for controlling the sanitary quality of
Locally produced and imported food. Some of these laboratories are adequately
equipped but do not have sufficient staff for full operation.

52. Others possess inadequately trained staffs and Lack modern equipment. Very few
countries have their Laboratories linked in a network to allow for more dynamic
participation within the framework of integrated food protection programs.
Laboratories that guarantee the quality of their results and those participating
in joint studies with other laboratories are rare.

53. In Latin America and the Caribbean, it is difficult to obtain certified
reference standards for the analysis of biological and chemical food contaminants.

54. Most food inspection services in the countries of the Region still do not
utilize objective inspection methods (HACCP) and eack appropriately trained
personnel.

55. There is a general lack of articulation among the inspection services,
analytical activities, and regulatory and control activities.

56. The 5 years of the 1991-1995 Plan of Action for technical cooperation in food
protection will come to an end this year; the evaluation and consequent
reprogramming remain to be done.

Zoonoses

57. Migration and the urbanization of populations are increasing the risk to human
beings of exposure to zoonotic infections and the contaminants originating in the
organic waste of Livestock and pets.

58. The incidence of zoonoses in man has also increased as a result of the
appearance immunosuppression. Thus, the zoonoses and the communicable diseases
common to man and animals continue to present high incidences in the countries,
causing morbidity and mortaLity in the populations, as well as considerable losses
to the livestock economy.

Rabies

59. Rabies remains a significant public health problem in most of the countries
of the Region. The countries can be grouped into three categories in this regard:
those in which rabies has never been reported or that have succeeded in completely
eradicating it from their territory (most of the English-speaking countries and
territories of the Caribbean and Uruguay); those that have succeeded in
controlling or eliminating rabies in household pets, especially dogs and cats, but
continue to have enzootic rabies in wild animaLs (Argentina, Canada, Costa Rica,
Cuba, Chile, Grenada, Guyana, French Guiana, Panama, Suriname, Trinidad and
Tobago, and the United State); and those in which canine rabies continues to be

significant, and the principal reservoir of transmission is the dog (Bolivia,
Brazil, Colombia, the Dominican Republic, Ecuador, El Salvador, Guatemala, Haiti,
Honduras, Mexico, Nicaragua, Paraguay, Peru, and Venezuela).

60. In 1983, a regional plan for the elimination of canine rabies in the principal
cities of Latin America was put into effect, and since then, a decline in the
number of human cases has been observed in the Region. The annual average declined
from 315 during the period 1980-1984 to 212 for the period 1985-1989; however, a
slight increase was observed in 1990, 1991, and 1992 and a decline again in 1993
and 1994.

61. From 1990 to 1993 three countries (Brazil, Mexico, and Peru) accounted for
63.6X of the total number of cases of human rabies reported in the Americas.

62. The annual average number of cases of canine rabies reported has also fallen
in Latin America from 17,562 for 1980-1989 to 13,832 for 1990-1991 and 6,020 for
1992-1993.

63. Contrary to the situation in the countries of Latin America, rabies in
domestic animals in the United States remains at very low Levels, while rabies in
wildlife has increased.

64. Hematophagous bats are a problem of economic importance and a public health
hazard in Latin America, especially Brazil, Guyana, French Guiana, Peru, Suriname,
and Trinidad and Tobago. Of the three known species, the principal vector of
rabies in the Americas is Desmodus rotundus, which ranges from Mexico to northeast
Argentina. In the areas at risk of attack by vampire bats, the human population
has been estimated at some 20 million and the cattle population at 50 million. In
the past five years, human rabies transmitted through vampire bats has demanded
special attention because of the appearance of outbreaks in human groups exposed
to rabies on moving to wild ecosystems. From 1989 to the first six months of 1994,
86 human deaths from rabies transmitted by vampire bats have been recorded. With
respect to bovine tuberculosis, cattle and their products, such as milk and meat,
are a source of infection by Mvcobacterium bovis in humans, which underscores the
need for protecting the population through programs to eliminate the disease in
the cattle. In addition, tuberculosis is responsible for direct and indirect
losses and for reductions in the amounts of meat and milk produced by herds. In
Argentina alone those losses amount to some USS 70 million a year.

65. Information on the impact of this infection on public health is scarce in the
countries of the Region, since the bacteriological diagnosis of tuberculosis in
human beings is Limited to direct microscopic examination, which does not allow
for differentiation between M. tuberculosis and M. bovis.

66. However, in a study done in San Diego, California in the United States, it was
determined that 3X of the tuberculosis cases in man diagnosed between 1980 and
1991 were attributable to N. bovis. Noreover, in Santa Fe, Argentina, it was
determined that 2.5X (from 0.7X to 6.2X) of the 3,144 cases of human tuberculosis
analyzed in the past 10 years were due to M. bovis. It has also been determined
that bovine tuberculosis is an occupational disease associated with working in
contact with cattle and their byproducts.
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67. The increase in human tuberculosis, related to endemic HIV/AIDS, also includes
an increase in tuberculosis cases due to M. bovis aend the consequent risk of its
spread asnd reinfection of Livestock in disease-free or controlled areas.

68. In the Americas, of the aimost 420 million cattle, fewer than half are in
countries free of tuberculosis in this animal species or where the levels of
infection are very low (Less than 1X), namely, Canada, Colombia, Costa Rica, Cuba,
the Dominican Republic, Honduras, Jamaica, Panama, Paraguay, the United States,
Uruguay, Venezuela, and other countries in the Caribbean. Prevalences of greater
than 1X are observed in Argentina, Bolivia, Brazil, Chile, Ecuador, EL Salvador,
Guatemala, Guyana, Hexico, Nicaragua, aend Peru, although in some of those
countries there are disease-free areas.

69. In 1991, approval was granted for the Plan of Action for the Eradication of
Bovine Tuberculosis in the Americas, Phase 1, which has been used to review and
update the programs of several countries. Mexico, several Central American
countries (PARSA/OIRSA Program), and others in South America, such as Argentina,
Colombia, Chile, Paraguay, Uruguay, and Venezuela, already have plans or programs
with regulations for control and eradication under way.

Brucellosis

70. Currently, six species of the genus Brucella are recognized: B. melitensis,
B. abortus, B. suis, B. canis, B. neotomae, and B. bovis. The human infection is
frequently contracted through the ingestion of milk and cheeses infected with B.
melitensis, especially from goats, and occupationally through socioeconomic
aspects and customs of nomadic goat-herding. Contact with cattle infected with B.
abortus and B. suis affects rural workers aend those in the meat industry, leading
to a serious occupational disease.

71. The countries most affected by caprine brucellos-is are Argentina, Mexico, and
Peru. Since in this disease medical practice is usually oriented toward ambulatory
care and there is no compulsory reporting, the official figures on morbidity are
too lou. However, this zoonosis is considered endemic and regionalized in the
countries named, as evidenced by the following figures: Argentina had 242 cases
of food origin during the first 6 months of 1994 and it is estimated that the
number may double. In 1967, there was an epidemic outbreak in Peru, with 2,456
cases of malta fever. In Mexico, 3,906 cases of brucellosis were reported in 1992.

72. In animals, this disease chiefly affects Livestock: cattle, pigs, and goats.
In cattle (Brucella abortus), the greatest prevalences are found in animals raised
for dairy production, with values ranging from 0.1X to 20.3X in the South American
countries and from 0.2X to 2.3X in Central America. In affected countries, 20X or
more of the herds have positive reactors.

73. In pigs (Bruceliea suis), the infection is focalized; however, it can be
estimated that the overall prevalence of positive reactors is between 0.5X and 2X,
with a very marked varistions depending on the type of exploitation aend the
technology employed.

74. Based on the frequency of bovine brucellosis reported by the countries, three
epidemiological categories can be constructed:

75. Category A consists of the brucellosis-free countries snd represents the
countries that had no confirmed cases of the disease in their territory. These

include the Bahamas, Belize, Bermuda, Canada, Dominica, Grenada, Guyana, the
Falkland Islands, the British Virgin Islands, Monserratt, Puerto Rico, Saint Kitts
and Nevis, Saint Vincent and the Grenedines, Saint Lucia, and Trinidad and Tobago.

76. Category B includes countries reporting either suspected cases without
definitive confirmation or the occurrence of isolated cases and countries
indicating that significant portions of their territories are free of bovine
brucellosis as a result of the activities carried out under their eradication
plans. This group is comprised of Antigua and Barbuda, Cuba, French Guiana,
Jamaica, the United States of America, and Uruguay. The bovine population covered
by this category amounts to 25X of the total in the Americas.

77. Category C covers countries with reports ranging from rare and sporadic
occurrences up to a high occurrence that is either localized or extends to the
entire territory. This category includes Argentina, Bolivia, Brazil, Chile,
Colombia, Costa Rica, the Dominican Republic, Ecuador, El Salvador, Guatemala,
Haiti, Honduras, Nexico, Nicaragua, Panama, Paraguay, Peru, Suriname, and
Venezuela. The bovine population in these countries represents 71X of the cattle
in the Region.

Eauine Encephalitis

78. Eastern equine encephalitis (EEE), western equine encephalitis (WEE), and
Venezuelan equine encephalitis (VEE) are important communicable diseases from a
health and economic standpoint in the countries of the Americas. They are
currently a major concern in the Americas, particularly because epidemiological
surveillance has gradually declined in Latin America over the past 10 years.

79. Despite the Limited information provided by the countries, between October
1989 aend June 1993 it was possible to confirm the existence of endemic areas of
clinical episodes compatible with encephalitis in Brazil, Colombia, El Salvador,
Guatemala, and Venezuela.

80. VEE was confirmed for the period 1992-1993 in Colombia, El Salvador, Mexico,
and Venezuela.

81. The data point to the existence of numerous endemic areas of diverse
arboviruses pathogenic to horses end man, as well as the need to strengthen the
epidemiological surveillance systems for equine encephalitis and activities
related to diagnosis, prevention and control in order to prevent another epizooty
like the one that occurred between 1968 and 1970.

Other Zoonoses

82. Trichinosis, plague, leptospirosis, taeniasis/cysticercosis, hydatidosis,
distomatosis, psittacosis, and toxoplasmosis, along with other zoonoses, have
variable significance for health asnd the economy, depending on the area, country,
or group of countries.

83. The epidemiological status of zoonoses is different for each country and,
moreover the strategies for control are not adequate because of the deterioration
in the veterinary services in most of the countries.
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84. Furthermore, ecological changes and growing urbanization have increased the
risks of emerging zoonoses from the possession of pets or livestock species.

Foot-and-Mouth Disease

85. Compared with the rest of the world, livestock-raising in Latin America and
the Caribbean is characterized by very substantial animal populations,
particularly of large grazing animals. In recent years, the poultry population has
grown, and the same is true of bovines. The swine population has shown the same
growth trends as in the rest of the world. On the basis of this potential, and in
response to the incentives to free trade provided at the international Level,
several of the countries of the Region have mapped out strategies to increase
their share in the world market for livestock products, especially beef.

86. Animal health underlies most of the restrictions that threaten comnpetitiveness
in the international trade of livestock products. One of the most serious
limitations in this regard is foot-and-mouth disease, since it has to do primarily
with the marketing of meat.

87. Livestock production in the Region represents more than one-fourth of the
production of the agricultural and livestock sector. The greatest increases are
in poultry production; in meats, pork is also growing. However, products derived
from bovines continue to represent the most profitable portion of annual
production. The highest yields in beef per bovine are found in the countries of
the Southern Cone, and the same is true with regard to poultry and pork.
Nevertheless, a structural obstacle to the growth and development of the livestock
sector in the Region has been the weak demand generated by the process of
adjustment to the economic crisis, since there is a strong historical relationship
between growth in per capita income and the consumption of Livestock products:
Demand increases when the poorest populations benefit from an increase in income.

88. Poor animal health is among the most serious operational obstacles to meat and
milk production, and foot-and-mouth disease continues to be a noteworthy factor
in this regard.

89. When the programs to control foot-and-mouth disease in South America began,
the entire sub-continent was affected, except for Guyana, Suriname, and French
Guiana. There were periodic acute epidemics, serological variants of the virus
developed, and the frequency of the disease was 200-300 bovine cases per 10,000
and 13-20 affected herds per 1,000. The animal health services had weak
structures, narrow coverage, and poorly-trained professionals, and the control
strategles were uniform in all regions, with no consideration given to the
epidemiological variations of the disease stemming from the regionalization of the
system of animal production and trade.

90. Between 1988-1989, upon initiation of the Hemispheric Plan for Eradication of
Foot-and-mouth Disease (PHEFA), the results of control action had stabilized the
levels of morbidity to approximately 5 per 10,000 head of cattie, and the rate of
affected herds to 1 per 1,000

91. The official services had been organized, and their geographical and
population coverage reached 68X and 85X, respectively. However, es a partial
effect of the adjustment to the crisis, their sanitary management capacity had
deteriorated significantty.

92. In the last biennium, the situation of foot-and-mouth disease in the
Hemisphere has undergone major changes as a consequence of the aggressive policy
undertaken in this regard by the countries with exportable supplies of meat,
especially the Southern Cone countries, which are attempting to eliminate this
animal health barrier, encouraged by the favorable trends produced by both the
Uruguay Round of GATT and the international environment with regard to the
elimination of non-tariff barriers. Procedures more in Line with these
positions--especially more rational and flexible procedures--have been introduced,
such as regionalization and risk analysis, while at the same time greater
importance is being given to the principles of transparency and equivalence. The
most important advances in eliminating the disease and infection have taken place
in assessing the epidemiological situations of countries or subregions.

93. In the Southern Cone, the following areas have been added to the already
existing disease-free areas in Chile and southern Patagonia in Argentina:
Uruguay, which has gone for four additional years without cases of the disease,
and which suspended vaccination seven months ago; the Argentine Mesopotamia, with
more than two years without foot-and-mouth disease; and the western region of
Argentina, where there are provinces with even longer periods without
foot-and-mouth disease. Argentina has not reported the disease since May 1994. In
Brazil, the states of Rio Grande do Sul and Santa Catarina have gone for more than
one year without the disease, and Paraguay has shown a marked reduction in
reported cases. This is the result of these countries' diligence in implementing
programs aimed at creating disease-free areas by providing continued support to
sanitary measures through active participation, execution, and evaluation of the
programs, organizing the strategies in accordance with the regional
characteristics of the ecosystems of the disease, and decentralizing decisions and
actions through local commissions, in conjunction with broad and diversified
participation of the private sector, especially producers, private-sector
veterinarians, producers of Livestock inputs and products, and other social actors
economically interested in livestock raising.

94. The Andean area, however, presents a less favorable situation, and in some
subregions and countries there have been unmistakable signs of deterioration in
the programs. It has not been possible to implement the six subprojects making up
the Program for Eradication of Foot-and-mouth Disease in the Andean area. There
have been distinct declines in the animal health services, a Lack of attention to
field work, and damages to the surveillance systems. In some countries, reform of
the State has affected the veterinary services, and it has had counterproductive
effects on sanitary activities concerned with foot-and-mouth disease. There has
been a reduction in official organizations, whose social and economic functions
have not been assumed by any entity in the private sector. In not a few cases, no
previous negotiation was undertaken with the production sectors or other social
sectors concerned with Livestock raising, and consequently an "attention gap" was
created. From the criteria of the goals specified by the PHEFA, the prevalence of
the disease continues to be high in the Region, and there are even countries
reporting the disease in areas that were formerly disease-free. In Colombia, the
Urabá Antioquefo and Chocoano regions were maintained disease-free; however foot-
and-mouth disease occurred in some areas of the northwestern Atlantic Coast region
where it had not been reported in recent years.

95. The Amazon region of Brazil continued to present a stabilized situation in a
Large part of its territory. Guyana, Suriname, and French Guiana are disease-free.
Brazil's political transition played its part in the failure to attain more
significant results. The Livestock circuits in the central-western and
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southeastern portions of the country, which have the Largest populations and
economies and supply the large cities, have maintained a stabilized situation with
respect to foot-and-mouth disease.

96. The programs in the Amazon region also failed to register any progress,
thereby posing a threat to the epidemiological situation in the border areas.

97. North America, Middle America, and the Caribbean countries have continued to
be free of foot-and-mouth disease. Intensification of the comnercial ties between
countries and economic and commnercial blocs may likely increase the risk of
introducing the virus into these regions. The same is true with regard to tourist
flows, and hence the importance of reconsidering prevention and emergency
programs. The efforts of the countries of the English-speaking Caribbean in this
direction have been noteworthy.

TECHNICAL COOPERATION STRATEGY

98. Technical cooperation for disease prevention and control shouId be considered
within the strategy of Primary Health Care (PHC) and guided by the quadrennial
strategic and programmatic orientations (SPO). Within this frame, the Division of
Disease Prevention and Control will conduct activities to promote, coordinate,
support and strengthen national capacity according to the following functional
approaches:

99. Resource mobilization. Efforts wiill be undertaken to promote and support the
collaboration/cooperation among governmental, nongoverrnmental, national,
international and other development agencies to mobilize resources for the
prevention and control of communicable and noncommunicable diseases. For this
purpose, special emphasis will be placed in the establishment of intervention
demonstration projects in the various subregions in relation to the different
diseases which are the focus of the Division's activities.

100. Training. Training activities will be promoted and supported for the
development of human resources and for the establishment of a Regional network,
aimed at disease prevention and control. Emphasis will be placed on epidemiology
and prevention and control of communciable and noncommunicable diseases.

101. Dissemination of information. The production, collection and analysis of
information relevant to the distribution and determinants of diseases will be
supported. In addition, selected dissemination wiLL be conducted by participanting
in Regional meetings and international scientific congresses and conferences.

102. Promotion of research. The Division will promote, sponsor and coordinate
research directed to obtaining information on the status and trends of relevant
diseases and their risk factors throughout the Region. In addition, enphasis will
be placed on the support of operational research, evaluation of selected
interventions, including cost-benefit and cost-effectiveness analyses; diagnostic
methods, and treatment schemes.

103. Policies, plans and norms. The thrust will be placed in the formulation,
implementation and evaluation of policies and programs for the prevention and

control of communicable and noncommunicable disease and their risk factors.
Cooperation will also be provided to strengthen surveillance systems, and to the
develop, implement and conduct periodic reviews of technical and/or administrative
guidelines and norms.

104. Direct technical cooperation. Support wil be provided to strengthen national
efforts to develop disease prevention, control, elimination and/or eradication
activities, by providing advice and assistance in areas such as management and
evaluation of intervention programs; epidemiology and preventive management of
relevant diseases and their risk factors.

Special Program on Inmunizations

105. Promotion of systematic vaccination in the health services, with emphasis on
eliminating missed opportunities for vaccinations.

106. Use of a variety of vaccination tactics (mass campaigns, house-to-house
vaccination, mobile equipment, etc.) that will make it possible to increase the
access of different populations and geographic areas to vaccination.

107. Strengthening of local programming at the level of local health systems and
decentralization of resources based on epidemiological risk.

108. Expansion of the surveillance network for acute flaccid paralysis to include
eruptive febrile disease and the private sector.

109. Expansion of the diagnostic laboratory network for vaccine-preventable
diseases.

110. Organization of a regional network for quality control of vaccines.

111. Certification of vaccine-producing laboratories in the Region.

112. Organization of vaccine production consortia among producers in Latin
America, North America, Europe, and Japan, facilitating biotechnology transfer.

113. Use of epidemiology to set priorities in the utilization of available
resources at the national and international levels.

114. Interagency coordination to rationalize use of the resources.

Caribbean Epidemiology Center

115. The vision and scope of CAREC, on behalf of CMCs, is... "To emerge as the
premier regional health institution in the Caribbean in the fields of disease
prevention and control". CAREC's mission is... "To improve the health status of
Caribbean people by advancing the capability of mmbeer countries in epidemiology,
laboratory technology, and related public health disciplines through technical
cooperation, service, training, research and a well trained and motivated staff".

116. In relation to disease prevention, four main health challenges exist for
CMCs:
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117. To sustain commitment and expertise to support and advance proven and
potential initiatives in disease prevention and control.

118. To recognize the power of societal and personal choice in influencing health
and disease occurrence (CD and non-CD).

119. To augment classical DP methods via the development of behavioral and health
promotion strategies (including healthy public policy) to address lifestyle and
environmental factors.

120. To develop the health policy, human resource and managerial infrastructure
in order to implement the above activities.

121. Inherent to small scale and limited resources, it is very difficult for most
CMCs to develop national epidemiological capacity sufficient for policy
improvement. Therefore, CAREC can increasingly make itself avai lable to Ministries
to assist in identification and measurement of national health needs, population
risk factors, priority areas where interventions uiLL be more cost-effective, and
in their evaluation. In the international arena also, CAREC could assist CMCs in
strengthening their health science capacity to design and implement effective
policies and programs. This will empower Ministries to be more effective at both
national and international Levels in the mobilization of resources for rational
health policies and effective disease prevention and control.

122. In the bienniun 1996-1997, CAREC will utilize the 6 modes of technical
cooperation advocated by PAHO: resource mobilization; development of policies,
plans and norms; training; research; dissemination of information; and direct
technical cooperation. These will be applied to the Lines of Actions (LOAs) for
the Areas of Work Listed in the BPB/Ampes guidelines for DP.

123. Establish and sustain programs of immunization for effective vaccination
against diseases of major public health importance: CAREC's role, reflecting
PAHO/WHO generally, has been mostly secondary to EPI while providing
administrative, laboratory and epidemiology support in the field. Most support
will continue to come as direct technical cooperation, with research commitment
to areas not formally addressed by EPI (eg., rubella, hepatitis B).

124. Eradicate or eliminate certain health problems, including poliomyelitis,
Leprosy triatoma infestans. Poliomyelitis eradication falls within EPI also (see
DP1.1), but CAREC's role in post-eradication surveillance for AFP will continue
to be critical. For both polio eradication and measles elimination (targeted for
the end of 1995 in CMCs), the main modality will be direct technical cooperation.
For leprosy, CAREC's responsibility is direct and comprehensive, involving a
commitment to all 6 modalities.

125. Develop a more complete understanding of the causes and risk factors
responsible for foodborne and diarrhoeat disease and methods for their prevention:
this involves CAREC'S established capacities for surveillance, investigation, end
laboratory identification, and will involve all six modalities.

126. On the basis of improved knowledge, implement simple and cost-effective
measures in comunities and families to maintain food and water free of infectious

agents, in order to reduce mortality from diarrhoeal diseases: CAREC's role in
this line of action, subject to need, may involve the conduct of KAPB and
laboratory studies and could include all six functional approaches.

127. Strengthen national capacity to organize and develop integrated food
protection and epidemiological surveillance systems for food-borne diseases: See
DP2.1

128. Support national efforts to coordinate activities for control and prevention
of HIV/AIDS and for reducing its inpact on populations and on infected persons:
All six modalities will be applied as CAREC has the Lead role in sub-regional
coordination.

129. Strengthen Local capacity to prevent, diagnose, and treat STDs especially in
primary care settings. See DP3.1

130. Improved capacity to detect changes in the occurrence of infectious diseases
and to assess potential impact on the public's health, so as to inplement timely
and effective prevention and control: This is the most generic of the disease
surveillance lines of action Listed, and will entail all six modalities.

131. Support national efforts for the control and eventual eradication of
prevalent zoonoses and other infectious diseases that threaten human health or
conpromise agricultural activity: This will involve only limited activity at CAREC
(eg., Laboratory studies in the areas of leptospirosis and yellow fever).

132. Enhance national and Local capacity to assess the social and economic impact
of violence, injuries, and chronic diseases, so as to establish priorities and
secure resources for interventions: As addressed by CAREC, all six modalities will
apply to the group.

133. Promote the integration of disease control programmes into health services,
particularly at district and Local levels, with appropriate decentralization of
authority and resources: this is the only DP LOA that is sufficiently close as
to identify a place for CAREC's rapidly developing QA role (a better fit within
HS), and will require all six modalities.

134. Collect relevant information about the distribution and determinants of
health problems as an essential prerequisite for the planning, execution and
implementation of programs: this is the most generic epidemiology LOA (also a
good fit within HD) and will involve all six modalities.

135. Target programs to known risk groups and risk factors, employing the basic
approaches of risk analysis and stratification: this applies to all areas of DP
(eg., injury prevention, cervical cancer options appraisal, AIDS/STD programning
etc) es a generic epidemiology approach (also within HP as a behavioral
intervention/health promotion approach) and will entail all six modalities.
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Interamerican Institute of Food Control and Zoonosis

136. The global technical cooperation strategy is framed within the strategic and
programmatic orientations (SPOs) of the Organization, namely:

137. Health in Development, Health Systems Development, Health Promotion and
Protection, Environmental Protection and Development, and especially Disease
Prevention and Control and its areas of work, such as:

138. Prevention and control of foodborne diseases and the improvement of the
inspection systems for production, processing, and safe handling of food and
water;

139. Improvement of livestock productivity and animal health, as well as of the
quality and safety of food of animal origin, and the development and application
of international standards for the trade and marketing of such products;

140. Strengthening of the information and epidemiological surveillance system on
FBD;

141. Promotion of research and the formulation of science and technology policies
applied to control of the hygienic quality of food and the priority zoonoses;

142. Promotion of social development based on the principles of equity and the
right of the people to health and well-being, through the formulation and
application of public policies oriented toward protecting the consumer and the
supply of food suitable for consumption;

143. Establishment or strengthening of programs for the production, development,
and quality control of effective vaccines and diagnostic materials for foodborne
and zoonotic diseases;

144. Cooperation in areas of work and lines of action for the control of vector-
borne diseases and other parasitic, viral, and bacterial infections of zoonotic
importance, within the framework of Disease Prevention and Control.

145. The principal lines of action to which INPPAZ' technical cooperation will be
directed in the biennium are:

146. Strengthening national capabilities in organizing and formulating integrated
food protection programs;

147. Strengthening national epidemiological surveillance systems to decrease the
impact of foodborne diseases;

148. Strengthening inspection and analytical systems for the hygienic control of
foods;

149. Supporting national efforts for the control and definitive eradication of
sone prevalent zoonoses and other infectious diseases that threaten human health
or endanger agricultural production, such as: Elimination of canine-transmitted

rabies. Eradication of bovine tuberculosis. Control and elimination of other
zoonoses, such as brucellosis, hydatidosis, and equine encephalitis, that affect
certain population groups.

150. Cooperating in the strengthening of control and quality assurance systems for
biologicals and reagents, especially those used in the analysis of food quality
and the prevention of zoonotic diseases of significance for public health;

151. Carrying out the mandates of the INPPAZ charter, which clearly established
its mission to provide the Member Governments of the Organization, as well as
their initiatives for integration, with services in the form of technical
cooperation, reference, and research for the solution of problems related to food
protection, zoonoses, and the strengthening of health laboratories in order to
fulfill the functions of: international reference, applied research, training,
direct technical cooperation, and dissemination of information.

152. Within the previous context, INPPAZ will centralize technical cooperation
among other activities, in the following areas:

153. International reference: Reference analysis of the most important
contaminants in food. Reference quality control of biologicaLs and reagents.
Reference laboratory diagnosis. SeLective production of reference biologicals and
reagents. Selective production of laboratory animals. Development of information
systems.

154. Applied research: Collaborative studies, with country participation, in
situations involving the sanitary protection of food--such as the social and
economic impact of foodborne diseases, improvement and application of analytical
and control methodologies--as well as the application of technologies for
diagnosis and the production of biologicals for the prevention and control of the
priority zoonoses and FBD.

155. Training: Through courses, workshops, and individual training on food
protection and zoonoses, at INPPAZ and within the countries. The training subjects
will basically be administration of programs and laboratories, diagnostic
techniques and analytical systems, methodologies for production and quality
control, administration of programs, systems for epidemiological surveillance and
disease control, safety, biosafety, and equipment maintenance.

156. Direct Technical Cooperation: This will be applied primarily through the
Institute's qualified personnel to strengthen national veterinary public health
services, health and agricultural laboratories, and national information and
epidemiological surveillance systems, and to support the harmonization of
standards for customs unions and common markets. Attention will also be given to
problems involving the effects of animal populations on health.

157. Dissemination of information: Databanks will be organized and scientific
technical information will be disseminated on priority areas, with special
attention to the publishing of manuals on production, quality control, and
diagnosis.
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158. Development of Policies, Plans, and Standards: Cooperation will be provided
to the countries in the formulation of programs, standards, and technical
procedures with regard to food protection and the control of zoonoses, and on the
evaluation of such programs, standards, and procedures.

159. Mobilization of resources: Drawingup of agreements with countries, national
institutions, and other multilateral or bilateral technical cooperation entities.

160. In accordance with the recommendations issued by the International
Coordinating Council and the Technical Scientific Committee of INPPAZ, special
attention will be given to:

161. Prioritizing technical cooperation response, with emphasis on the sanitary
protection of food, with respect to the programs approved and the personnel and
resources available.

162. Intensifying efforts for the mobilization of the existing human resources in
the countries, as a strategy to maximize the technical cooperation capability and
as an instrument for training and instruction.

163. Coordinating the implementation of harmonized programs for the regional
control and surveillance of the zoonoses.

Pan American Foot-and-Mouth Disease Center

164. Mobilization of resources: To promote the mobilization of political wilLs and
of resources through events at the hemispheric level as RIMSA and COHEFA, at the
subregional level such as COSALFA in South America, and the subcommissions of
disease-free countries for North and Central America, as welt as the subcommission
of the countries of the English-speaking Caribbean.

165. To support the countries in bilateral or multilateral coordination,
accompanled by the mobilization of resources, through subregional programs and
border agreements. To collaborate with the countries in the acquisition of
external resources for the strengthening of health services delivery systems in
the fields of prevention, control, or eradication of foot-and-mouth disease.

166. To support the countries in incorporating programs for the eradication of
foot-and-mouth disease into the processes of economic and commercial integration,
whether hemispheric or subregional.

167. To cooperate with the countries in promoting mechanisms for organizing the
delivery of services under foot-and-mouth disease programs in the field,
including: joint management between the public and private sectors; and the strong
participation of various private social actors with interest in livestock raising
who can take on commitments and responsibilities in all phases of it.

168. To collaborate in and encourage horizontal technical cooperation among
countries in order to support the programs.

169. Dissemination of information. To provide the countries with reliable
epidemiological and timely information on national end international occurrences

of the disease through occasional communications (alerts) and periodic ones
(regular epidemiological reports).

170. To exchange scientific technical information regularly with leading
international institutions concerned with foot-and-mouth disease at the
international level and to make such information comprehensible and accessible for
use by the field staff participating in the programs. To publish and disseminate
bulletins or periodic reports, monographs, technical and teaching manuals,
specific bibliographic reviews, audiovisual material, and other resources to
support the staff of the national programs.

171. Personnel training. To help the countries of the Region establish programs
for the ongoing training of their human resources, considering the different
fields of knowledge and the participation of segments of the private sector in the
program activities.

172. To continue supporting the countries in developing seminars, courses and
workshops in priority subjects related to the improved prevention, control, and
eradication of the disease.

173. To lend continuity to the regular courses on the Development of Animal Health
Programs and the Diagnosis and Control of Vaccines that PANAFTOSA offers at its
headquarters, as well as to in-service training across a wide range of disciplines
that are useful in enhancing the technical quality and effectiveness of the
programs.
174. To cooperate with the countries in developing mechanisms for integrating
universities and scientific/technical institutions into the programs against
foot-and-mouth disease, both for training the human resources of the programs and
for promoting the use of the field units as teaching and research units by these
institutions.

175. Definition of policies, plans and standards. To define priority regions in
order to begin creating disease-free areas, giving consideration to traits of
endemism (primary foci of infection), the economic differentiation of the
producers (uho set the prices of the products), contiguity with disease-free
areas, and others.

176. To provide technical support to the countries in order to implement the
actions for the eradication of foot-and-mouth disease through local programs that
are duly articulated and consonant with the proposals and standards established
in a national master plan.

177. To help the countries free of foot-and-mouth disease prepare prevention plans
in light of an analysis of the risk of the foot-and-mouth disease virus being
introduced into their territories through international trade or tourism.

178. To give technical advice to the countries in preparing standards designed to
harmonize diagnostic tests, direct and indirect tests, and the decision-making
rules used for the quality control of the vaccines. In addition, to help them in
preparing standards for the control of foci and the movement of animals, the type
and specifications of vaccines, and the collection of samples and epidemiological
data, and in the international marketing of breeding stock and genetic material.

179. Direct technical assistance. To collaborate with the countries in the
organization and development of the local committees at the level of the field
units, with broad community participation, by constituting in each of them a
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program administration committee at the local Level and a technicaL-operational
committee to work in the field, interrelated with the regional units, the central
unit, and other local units.

180. To cooperate with the countries in the development of systems of
geography-based systems of epidemiological surveillance at the Local Level with
active community participation, so that each local field unit becomes a hub of
disease-prevention intelligence. In accordance with the prevailing characteristics
of production, the type of trade in animals, the profile of the local economy, the
cultural Levels and power structures, the history of the disease, and the coverage
and intensity of the sanitary measures applied, these units should define the risk
levels of vulnerability and receptivity for each microarea.

181. To collaborate with the countries in preparing systematized field work
consonant with the prevailing epidemiological characteristics, with the type of
producers involved, and with the degree of community participation.

182. To help the countries change their outlook on programs against foot-and-mouth
disease in order to create attitudes conducive to eradication.

183. To assist the countries as they make headway toward eradication so that
prevention activities are added gradually to control measures, until a conplete
change is achieved.

184. To cooperate with the countries in maintaining a bank of vaccines, antigens,
sere, and cell Lines and to provide them with the necessary reagents.

185. To advise the countries in the transfer of new diagnostic techniques (ELISA
antigen and antibodies, monoclonal antibodies, sequencing, EITB, RNA probes).

186. To assist the countries in emergency situations.

187. Research. To collaborate with the countries of the region in research into
the patterns of foot-and-mouth disease so as to facilitate and enhance the
capacity to solve the problems of controlling and eradicating the disease.

188. To collaborate with the countries in pursuing research on the role of the
different social actors in the ereadication programs in order to prepare strategies
for making these programs feasible.

189. To promote molecular studies of field strains relevant to Latin America, thus
contributing to a more thorough knowledge of the disease's epidemiology.

190. To conduct research together with the countries so as to bolster the use of
indirect vaccine control tests.

191. To promote studies on the use of physical-chemical methods for determining
the viral mass and integrity of the protein as alternative methods of controlling
the quality of the foot-and-mouth disease vaccine.

192. To continue the field studies and applications on the role of the carriers
of foot-and-mouth disease in different stages of their evolution.

193. In collaboration with the countries, to conduct research projects on the
mechanisms of transmission of vesicular stomatitis.

194. To do research jointly with the countries into the identification and
characterization of the factors responsible for post-vaccinal reactions to
foot-and-mouth disease immunization.

195. To cooperate with the countries or regions that are eliminating
foot-and-mouth disease, in order to conduct studies into the risk of disease
transmission from exports of animal products into disease-free countries.

196. To continue coiiaborating with the AiEA/FAO and the Foot-and-Mouth Disease
World Reference Laboratory-Pirbright (U.K.) in the development of ELISA antigen
kits.
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BIENNIAL PROJECTS

PROJECT HCP/I1: CONTROL OF COMMUNICABLE DISEASES

PURPOSE

To develop or improve the countries' ability to eliminate certain problems caused
by communicable diseases, especially teprosy, onchocerciasis, transfusion and
vector transmission of T. cruzi, non-venereal treponematosis, diarrheal diseases,
and acute respiratory infections.

EXPECTED RESULTS

1. Guidelines and instruments will have been developed for establishing or
improving national and subregional pLans for the prevention, elimination, or
eradication of priority communicable diseases, as well as the training of human
resources at various levels and support for research.

2. Cooperation in the formulation of national and subregional plans, including the
Information dissemination and staff training at various levels, in order to
support the prevention of diarrheal diseases and acute respiratory infections.

PROJECT HPC/2: FOODBORNE DISEASES

1. National plans, based on standards and instruments provided by PAHO, in
operation at various levels in at Least 20 countries of the Region.

2. In the Southern Cone countries and at Least 10 countries of other subregions,
implementation of standards and instruments to prevent the transmission by
transfusion of American trypanosomiasis and other communicable diseases.

1. The adoption of standards and the creation of legal instruments for the
surveillance and serological screening of btood promoted in at least 20 countries.

2. In at Least 20 countries, 100% screening for HIV and more than 90% for T.
cruzi, hepatitis B, hepatitis C, syphilis, and American trypanosomiasis and
participation in national seroLogy training programs for blood banks.

3. Guidelines and/or manuals (one per disease), staff resources at various tevels
(at least 20 per country), as well as the products of operations and field
research (at least 20 publications). SeLective dissemination of the available
information to the countries of the region.

4. EvaLuation of the programs for the prevention, control, and/or elimination of
diseases in 16 countries.

1. Information on CDD and ARI control disseminated and adoption of standards for
CDD and ARI control promoted in at least 20 countries.

2. Staff resources available at various teveIs to support appropriate case
management and prevention activities in most of the countries of the Andean Area,
Central America, and Panama.

3. Implementation of interdivisional activities promoted to improve the safety of
water and basic sanitation in high-risk areas in at least 10 countries.

1. National and Local food protection plans with intersectoral participation in
at Least 10 countries.

PURPOSE

To promote the adoption of practical methods to prevent foodborne diseases and
prevent food Losses stemming from deficiencies in quality and hygiene.

2. Review and standardization of food protection norms in 15 countries, and
implementation of a database.

3. Nationat Laboratory networks and a subregional network organized in the
countries of the Andean Area and Central America.

DISEASE PREVENTION AND CONTROL

Indicators
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Obiectives

EXPECTED RESULTS

1. Ten countries will have been supported in their efforts to formulate national
and/or local food protection programs with intersectoral participation.

2. The Central American and Andean Area countries will have been supported in
establishing national and subregional networks of food analysis laboratories.

3. The HACCP method will have been disseminated and support provided for its
application in the inspection of meat, fish, and shellfish in Latin America and
the Caribbean.

4. FBD information and surveillance systems will have been implemented and will
be in operation in the Region.

5. National or local consumer protection programs will have been promoted in at
least 10 countries of Latin America and the Caribbean.
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Indicators

4. The HACCP method applied to the inspection of meat, poultry, fish, and
shellfish in the countries of South America and the Caribbean.

5. Consumer protection programs in operation in at least five countries.

1. Five countries assessed for an inventory of institutions with food protection
functions.

2. National or local intersectoral committees promoted and in operation in 10
countries.

3. Plans of action reviewed, revised, and formulated in 10 countries.

4. Databases on food protection standards at a Pan American center.

1. Publication and distribution of a manual on microbiological analytical
techniques and chemical residues in food.

2. Interlaboratory analytical quality assurance system in operation for chemical
and microbiological food contaminants.

3. Laboratory staff trained in the chemical and microbiological analysis of food
in at least seven countries.

1. Manual on the HACCP method prepared and distributed to all the countries of
Latin America and the Caribbean.

2. Training of at least 100 professionals in the inspection of meat, fish, and
shellfish in Latin America and the Caribbean.

3. Five countries supported in the development of food control and reporting
systems.

1. Review and updating the GUIAVETA.

2. Training in epidemiology and surveillance of FBD for no less than 1,200 staff
members in 18 countries.

3. Regional information system on toxi-infections in operation in INPPAZ.

1. Proposal for a consumer education program developed and distributed in no less
than 10 countries.

2. Consumer education models applied and evaluated in three countries.
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1. By the end of 1997, 80X of countries in the Americas will have a national plan
of action for AIDS/NIV prevention and care in full operation.

Develop national technical executive and decision-making capacity to plan, execute
and evaluate appropriate and timely activities to prevent and control HIV/STD
transmission and its consequences.

EXPECTED RESULTS

1. Interprogramatic and intersectoral Linkages strengthened to ensure a
multisectoral response.

2. Information system and instruments developed for collection, analysis and
dissemination of epidemiological and programnatic data necessary for
decision-making, strategic planning, and evaluation.

3. By the end of 1997, social communication, marketing, and other HIV/STD
preventive and care interventions promoted for their integration into primary
health care systems.

1. By 1997, management training for representatives of the several sectors
involved with HIV/STD prevention and control will have been conducted for 15
countries.

2. By 1997, Operational Interagency Coordinating Committees, established at the
regional Level and in at least 10 countries to support national prevention and
control efforts.

3. By 1997, technical cooperation will have been provided to 20 countries to
assist in the development of multisectoral national plans of action for the
prevention and control of HIV/STD.

1. By 1997, yearly bulletins will have been distributed to all countries
containing updated national AIDS/HIV/STD information.

2. By 1997, training on situation analysis will have been conducted for 15
countries.

3. By 1997, a programmatic situation assessment tool will have been developed, and
made available through training to 10 countries.

4. By 1997, impact evaluation of preventive activities conducted in six countries.

1. By 1997, training on condom programming will have been conducted for at least
15 countries.

2. By 1997, technical cooperation for the development cultural specific
interventions will have been provided to 15 countries.

3. By 1997, training on HIV diagnosis, management, and prevention of opportunistic
infections will have been conducted for at least 9 countries.

4. By 1997, training on syndromic approach for the clinical management of STD's
will have been conducted for at Least 10 countries.

DISEASE PREVENTION AND CONTROL

PROJECT HCP/3: STDIAIDS

PURPOSE

Indicators
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4. Design and foster the implementation of national plans for the elimination of
congenital syphilis.

PROJECT HCP/4: INFECTIOUS DISEASES

PURPOSE

To develop or improve the countries' ability to detect and analyze changes in the
frequency and impact of infectious diseases, making it possible for them to target
the implementation of prevention and control measures in a timely and effective
manner.

EXPECTED RESULTS

1. There will have been collaboration in the development of comprehensive
activities geared toward the prevention and control of infectious and vector-borne
diseases in the endemic countries.INDICATORS

2. Collaboration in the establishment or improvement of epidemiological
information systems that are decentralized and adequately standardized.

3. Technical cooperation will have been provided for the establishment or
strengthening of national plans for the prevention of communicable diseases (as
well as some emerging diseases); activities will include the formuLation of
policies and strategies for local implementation, with an intersectoral approach
and community participation.
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Indicators

1. By 1997, technical cooperation for the development of national strategies and
guidelines provided to 10 countries.

2. By 1997, training in surveillance and prevention guidelines for use in public
antenatal care services conducted for 20 countries.

1. Timely and efficient action by all the countries of the Region in the control
of epidemics in 1996.

2. A 5OX reduction in cases resulting from epidemics by the end of 1997, in
conparison with 1995 data.

1. Epidemiological surveilLance activities and control activities in all countries
for priority infectious diseases in the Region, pursuant to improved standards and
procedures resulting from the technical cooperation provided by HCP/PAHO.

2. Infestation levels of Ae. aegyvti 5X lower in 1997 than in 1995.

3. In four Central American countries (HON, GUT, ELS, end NIC), use of
international cooperation resources to maintain STD control measures at the local
leveL, and in BRA, PAR, VEN, GUY, and HAl, promotion of the implementation of the
GLobal Malaria Control Strategies.

1. In at least 10 countries, availability of trained staff at various levels who
will perform epidemiological analysis and evaluate the health services.

2. In at least 20 countries, promotion of the implementation of standards and
procedures on effective management, both clinical and therapeutic, pursuant to
guidelines prepared by PAHO/WHO.

3. Collaboration in strengthening the epidemiological surveillance and information
systems for leprosy, tuberculosis, and onchocerciasis; improved diagnoses, as welt
as full and sustained treatment, in the 10 most affected countries of the Region.

1. Promotion of the adoption of standards and technical and legal instruments for
the strengthening of plans in 10 countries.

2. Development of the capacity to implement the GLobal Malaria Control Strategy
in 8X of the countries.

3. Guidelines that include the specific therapy to be applied (one per disease)
for the proper clinical management of priority diseases, as well as certain
emerging diseases.
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PROJECT HCP/5: VETERINARY PUBLIC HEALTH

PURPOSE

To maintain maintained and consolidated the countries' Veterinary Public HeaLth
programs designed to improve animal health and livestock productivity through the
control and eradication of priority diseases and the generation of knowledge about
other risks deriving from animal production and pet ownership.

EXPECTED RESULTS

1. There will have been collaboration to maintain the policy decision and to
strengthen the national programs to etiminate rabies.

2. There will have been collaboration with rabies-free countries to maintain their
status.

3. Strengthening of the national and subregional programs to eradicate bovine
tuberculosis and to control and eliminate hydatidosis.

1. Reduction in the number of cases of human and canine rabies to less than 150
and 3,000, respectively in the Region, and in countries declared disease-free,
maintenance of their status.

2. Participation by all the countries in the hemispheric epidemiological
surveillance system for rabies transmitted by dogs and wildlife.

3. National and subregional plans to eradicate bovine tuberculosis implemented in
countries of the Andean Area, Central America, and Southern Cone.

4. Plans to control and eliminate hydatidosis in operation in six countries.

5. Information and epidemiological surveillance systems on equine encephalitides
in operation in the countries of the Andean Area, Central America, and Mexico.

6. National and Local plans to control parasitic zoonosis in operation in at Least
eight countries.

1. Planning and mass implementation of dog vaccination campaigns in at Least 10
countries.

2. Organization and coordination of eight bilateral meetings to define border
activities.

3. Training on epidemiological surveillance provided to at least eight countries.

4. Maintenance of the monitoring of diagnostic quality.

5. At least 700 staff members from health centers trained in the provision of care
to people at risk for rabies.

1. Preparation and distribution of the methodology to assess the risk of rabies
in disease-free countries and areas.

2. Support for six rabies-free countries in their efforts to carry out risk
analysis and prepare contingency plans.

1. National plans to eradicate bovine tuberculosis revieued and updated in the
countries of the Southern Cone and Central America, as well as plans to control
or eliminate hydatidosis in two countries.

2. Courses provided in the epidemiology and control of tuberculosis.

3. Laboratory staff of the countries of Central America trained in the diagnosis
of tuberculosis.

DISEASE PREVENTION AND CONTROL

Indicators
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4. Implementation of the regional epidemiological surveillance system for equine
encephalitides.

5. Cooperation in the preparation and implementation of national and/or local
plans for the control of taeniasis and cysticercosis.

6. Support for countries that are free of foot-and-mouth disease (North, Central
America, and the Caribbean) to enable them to maintain their status through the
strengthening of quarantine systems, and for the countries of South America to
enable them to maintain their control programs and expand the areas in the process
of eradicating this disease.

7. Cooperation on risk analysis studies and collaboration on the preparation of
national or local plans for the prevention and control of emerging zoonoses.
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Indicators

4. New technique for diagnosing echinococcosis will have been developed and
dissemi nated.

5. Support for training in the epidemiological surveillance of hydatidosis in four
countries.

1. Implementation of diagnostic referral techniques in Nexico, Colombia,
Venezuela, and Brazil and of serological techniques in four more countries.

2. Plan of Action reviewed and distributed to all the countries of the Region.

3. Human resources trained on the epidemiological surveillance of equine
encephalitides in four countries.

1. Taeniasis and cysticercosis control plans operating in eight countries.

2. Diagnostic study of the fascioliasis situation conducted in at least four
countries.

3. Diagnostic techniques for humans implemented in four countries.

4. Proposal for fascioliasis surveillance and control prepared and distributed.

1. Convening of committees from disease-free countries and strengthening of the
policy decision to maintain quarantine measures.

2. Two simulations carried out to operationalize the quarantine and emergency
systems.

3. Collaboration for a 20% expansion in the number of local veterinary care
committees, with the participation of producers.

4. No less than 300 staff members of the epidemiological surveillance services and
program management services trained.

5. At least eight border meetings organized and coordinated.

6. Annual national and subregional plans reviewed and adapted through COSALFA.

1. In at least in five countries, preparation of national and/or local plans for
the prevention and control of emerging zoonosis.

2. In at least three countries, risk studies conducted of emerging zoonoses in
cities and/or ports.
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8. Animal health services and veterinary public health services of Latin America
and the Caribbean will have been supported in their administrative and technical
development.

9. Integrated activities for the conservation of natural ecosystems and the
environment for the production and raising of animals will have been promoted in
countries of South America and the Caribbean.

PROJECT HCP/6: PREVENTION AND CONTROL OF NON-COMMUNICABLE DISEASES

PURPOSE

1. Seven countries supported in managing the transformation of the sector and the
modernization of public services.

2. Four countries supported in the technical and managerial strengthening of
animal health laboratories and veterinary public health.

3. Veterinary public health education strengthened in 10 schools of veterinary
medicine.

1. Programs for the conservation and rational use of laboratory animals
implemented in six countries, and programs for the sustained management of natural
fauna and flora resources in two countries.

2. Collaboration on studies to assess risks to health and the environment in five
cities and in various livestock operations.

3. Programs for the control of pesticide use, harmful fauna, and animal waste
production in operation in five countries.

1. Adoption by member countries of noncommunicable disease prevention and control
policies, strategies and programs and initiation of technical cooperation to
achieve their implementation.

Support the adoption by member countries of feasible and cost effective policies,
strategies and programs for the prevention and control of noncommunicable diseases
of major public health importance (eg., cardiovascular disease, selected cancers,
diabetes mellitis, hypertension and injuries).

EXPECTED RESULTS

1. A limited network of specialized resource centers for information and data
collection, analysis and dissemination is established.

2. Capacity to assess and prioritize noncommunicable disease problems at the
national and local levels is strengthened.

3. Policies, programs and/or demonstration projects for prevention and control of
noncommunicable diseases formutated and identified/initiated.

1. Regional resource network established for noncomnmunicable diseases of major
public health importance.

1. Priority setting capacity assessed, measures to enhance capacity identified,
and technical cooperation to strengthen capacity (where justified) underway in 3
countries.

1. Policies and programs formulated and demonstration projects
identified/initiated in 5 countries.

DISEASE PREVENTION AND CONTROL

Indicators
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Objectives

4. Training activities to strengthen the capacity for formulation, implementation,
and evaluation of noncommunicable disease prevention and control programs designed
and initiated.

5. Integration of noncommunicable disease prevention practices initiated in
clinical practice and health systems.

PROJECT SVII1: IMMUNIZATION

PURPOSE

To reduce morbidity and mortality from diphtheria, whooping cough, tuberculosis,
neonatal tetanus, hepatitis B, rubella, and measles (in addition to other vaccine-
preventable diseases of regional or Local epidemiological importance) and foster
self-sufficiency among the countries in the delivery of efficient and effective
immunization services against these diseases for the child population.
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Indicators

1. Training activities implemented for 5 countries.

1. Reorientation of clinical practice underway with projects in 5 countries.

1. Maintenance of polio eradication in the Americas.

2. Control/elimination of neonatal tetanus.

3. Reduction in the incidence to fewer than 10 cases per 100,000 population by
1997 and elimination of measles in the Americas by the year 2000.

4. Establishment of information and surveillance systems for vaccine-preventable
diseases in all the countries of the Region.

5. Introduction of new or improved vaccines into the routine of vaccination
programs, provided that such vaccines are available and their supply in the health
services is ensured.

6. National self-sufficiency in the supply of vaccines.

EXPECTED RESULTS

1. Availability of norms and manuats on policies and strategies for vaccination
and control of vaccine-preventable diseases in the context of the general health
services.

(Interprogram coordination with DAP and the Divisions of Health and Human
Development, Health Systems and Services Development, and Health Promotion and
Protection).

2. Formulation of epidemiotogical parameters to determine priorities for the
introduction of new vaccines into national vaccination programs.

(Interprogram coordination with the Division of Health and Human Development and
the Division of Health Systems and Services Development).

1. In each municipio, coverage of at least 85X of chiidren under i year of age
with DTP, measles, OPV, and BCG vaccines, and 80% of women of childbearing age in
neonatal tetanus risk areas.

1. Vaccines against hepatitis B introduced into the risk areas and/or population
groups at risk for this disease.

2. Identification of the magnitude of the epidemiological problem of rubella and
Haemophilus influenzae B in the countries.

3. Introduction of the yellow fever vaccine into risk areas and populations.
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3. Availability of manuals and norms for the organization of national information
and epidemiological surveillance systems for the management of national
vaccination programs.

(Interprogram coordination with the Divisions of Health and Human Development and
Health Systems and Services Development).

4. Availability of manuats and standards for laboratory diagnosis of vaccine-
preventable diseases and coordination of the regional network of reference
Laboratories.

(Interprogram coordination with the Division of Health Systems and Services
Development).

5. Preparation of operations research protocols to promote the improvement of the
national programs (diagnostic methods, elimination of missed vaccination
opportunities, application of resources).

(Interprogram coordination with the Divisions of Health and Human Development,
Health Systems and Services Development, and Health Promotion and Protection).

6. Operation of the Revolving Fund for the purchase of vaccines.

(Interprogram coordination with APO and AFI).

7. Interagency coordination in matters related to technical and financial
cooperation for nationat vaccination programs.

(Interprogram coordination with DEC).

8. Availability of an epidemiological risk-basedmethodology for assessing the use
of available resources in vaccination programs.

(Interprogram coordination with the Division of Health Systems and Services
Development).

Indicators

1. ALL the countries will have developed their information and surveillance
systems for vaccine-preventable diseases.

2. Availability of the computerized surveillance and information systems in alt
the countries.

3. Information on vaccination coverage and on morbidity and mortality from
vaccine-preventable diseases for municipios in every country.

4. Publication of weekty and bi-monthly bulltetins with up-to-date information on
vaccine-preventable diseases.

1. Operation of the regional network of diagnostic Laboratories for vaccine-
preventable diseases.

1. Surveys of missed vaccination opportunities in eight countries.

2. Field survey to determine the use of diagnostic tests for measles.

3. Surveys in six countries on the distribution of national resources with regard
to the highest risk areas.

1. Self-sufficiency in national financing for the purchase of good quality
vaccines.

1. Improved utilization of national and external resources in national programs.

2. Interagency Coordinating Committees functioning in all the countries.

1. Distribution of resources in accordance with the needs of each municipio.

2. Vaccination coverage in each municipio.

3. Morbidity and mortality from vaccine-preventable diseases for each municipio.
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9. Availability of field manuals and guidelines for the training of human
resources in the planning, implementation, and evaluation of national immunization
programs.

(Interprogram coordination with the Division of Health Systems and Services
Development).

PROJECT SVII2: VACCINE QUALITY CONTROL

PURPOSE

To promote and strengthen vaccine-related activities: epidemiological studies;
technological research and development; and vaccine production and quality
control, with emphasis on the vaccines included in the national and regional
immunization programs.

EXPECTED RESULTS

1. Development of a methodology for epidemiological studies and the preparation
of technological development projects to improve current vaccines and develop new
vaccines.

(interprogram coordination with the Division of Heatth and Human DeveLopment).

1. Development of 25 individual, institutional, and multi-institutional projects
for vaccine research and development in the Region.

2. To establish an operations routine for the network for laboratory quality
control, with the participation of all the national control laboratories in the
Region.

(Interprogram coordination with the Division of Health Systems and Services
Development).
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Indicators

1. Holding of training workshops at the country Level.

2. Subregional meetings for information exchange on the progress of the national
programs.

1. National and regional self-sufficiency in vaccines utilized in the Expanded
Program on Immunization in three countries.

2. Existence of 10 projects with interinstitutional and interregional articulation
of research and technological development, in order to improve existing vaccines
and develop new vaccines of regional and interregional interest.

3. Existence of five laboratories for the production of biologicals with the
implementation of a program for certification and the organization of the
vaccine-producing laboratories into a consortium in the Region.

4. Participation of nine national quality control laboratories in the organization
of a regional network for vaccine control in the Region.

2. Development of an information system to support activities related to the
program on vaccine research and development.

3. Organization of four meetings for evaluation and monitoring of the projects
implemented.

1. Participation of nine national control laboratories in the program for the
regional network for quality control of vaccines.

2. Eighty percent of the vaccines utilized in the region subject to control by the
Laboratory quality control network.

3. Development and establishment of 10 regional reference standards for the
control of vaccines in the national interest.

4. Development of an information system to connect the laboratories of the network
with those of the quality control network.

5. Organization of three workshops in the area of quality control.
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3. To establish a program for certification of the DPT vaccine-producing
Laboratories in the Region.

(Coordination with the Division of Health Systems and Services Development).

4. To establish a consortiun of pubtic DTP vaccine-producing Laboratories in the
Region.

Indicators

1. Participation of nine producing laboratories in the program for certification
of DPT vaccine-producing laboratories in the Region: five laboratories will have
received certification.

1. Participation of five producing Laboratories in the program for a consortium
of public DTP vaccine-producing laboratories.
CAREC

PROJECT CEC/1: COORDINATION OF CAREC

PURPOSE

Efficient and effective management of the Centre's resources.

EXPECTED RESULTS

1. Improved end efficient Administrative Services.

2. More efficient management and use of finances.

3. Human resource policies, norms and systems fully institutionalized and
implemented. Staff compliment rationalized; productive and satisfied.

1. Alt procedural and systems manuaLs completed and in use by 100% of staff.

1. Integrated financial management system fully implemented and used by 80% of the
staff.

2. Cost recovery mechanisms fully institutionalized and operational.

3. Cash ftow for operating budget built to 90X.

4. Positive growth of the Working Capital Fund.

5. Maintenance of extrabudgetary funding at 50% of total budget.

1. Manpower & succession planning system operational by February 1996.

2. HR/Payroll automated system operational and used by 100X of HR personnel by
July 1996.

3. Classification/compensation system reviewed and updated in 1997.

4. Training opportunities provided for all levels of staff.
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4. Optimal aveiLability and use of physical plant.

5. Comprehensive materias management service implemented.

6. Responsive and up to date health information services.

7. Integrated Systems Support services.
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Indicators

1. Equipment down time reduced by 1997.

2. Upgrade of infrastructure ongoing.

3. Master PLan reviewed and implemented as resources permit.

4. Preventive Maintenance system fully evolved (by JuLy 1996) to inform management
decisions.

1. Automated warehousing and inventory system in fuLL operation.

2. Procurement system fully interfaced with Accounts by March 1996.

3. The provision of management reports on a monthly basis or as required to guide
decision makers.

4. The reduction of turnaround time on Local purchases by 50X.

1. Public health journals and core collection maintained.

2. CD-Rom collection developed.

3. Networking tinkages expanded and access via eLectronic maiL available to users.

1. The provision of programming services to all CAREC units.

PROJECT CECI2: AIDS

PURPOSE

Cost-effective communication and behavioral intervention strategies imptemented
by NAPs in CMCs.



Obiectives

EXPECTED RESULTS

1. Closer relationship between NAPs and nationat/regionat media developed.

2. AIDS/STD information services of NAPs upgraded.

3. Community involvement in AIDS/STD prevention increased.

4. Nationat and regional communication campaigns and targeted behaviorat
interventions implemented.

1. At least 2 information packages prepared and disseminated to the media annually
by 12/98.

1. Technicat support to improve/establish AIDS/STD information services provided
to at Least 10 NAPs by 12/97.

2. Three editions of AIDS WINDOW newsletter published per year by 12/97.

1. At Least 6 nationaL NGOs supported to implement AIDS/STD interventions by
12/97.

2. At least 4 NAPs assisted by CAREC to identify partners among NGOs and community
groups and mobilize them to support HIV/STD prevention efforts by 12/97.

1. Capacity to utilize the social marketing process to develop AIDS/STD
communication and behavioral interventions established in at least 9 CMCs by 12/97

2. Comprehensive analysis of risk behaviors in at Least 6 CMCs carried out by
12/97.

PROJECT CEC/3: STDIHIV DIAGNOSTIC AND CLINICAL MANAGEMENT

PURPOSE

Appropriate and effective HIV/STD diagnostic and clinical management services
provided in CNCs.

EXPECTED RESULTS

1. HIV/STD diagnostic services in private and public Laboratories strengthened.

1. Appropriate quality control charts, graphs and logs routinely prepared and
monitored for all tests in at least 8 CMCs by 12/97.

2. 905 of samples received in pubtic tabs in at least 7 CMCs, turned around in
time specified by 12/97.

3. 95X of proficiency test samples correctty identified by public tabs in at Least
13 CNCs by 12/97.
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Obiectives

2. HIV/STD research and development supported.

3. HIV/STD diagnostic services in private and public laboratories strengthened.

PROJECT CEC/4: EPIDEMIOLOGICAL SURVEILLANCE

PURPOSE

The countries will have strengthen their national epidemiotogical surveillance
programs.

EXPECTED RESULTS

1. Surveillance capacity strengthened in CMCs.

2. Databases for vital and health statistics improved and used in CMCs.
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Indicators

1. Results of periodic evaluation of HIV/STD test kits, with appropriate
recommendations disseminated to CMCs.

2. N. gonorrhoea surveillance network implemented in at least 4 CMCs by 12/97.

1. Appropriate quality control charts, graphs and logs routinely prepared and
monitored for all tests in at least 8 CMCs by 12/97.

2. 90X of samples received in public labs in at least 7 CMCs, turned around in
time specified by 12/97.

3. 95X of proficiency test samnples correctly identified by public labs in at least
13 CMCs by 12/97.

1. CARISURV system for communicable disease surveillance installed in at least 10
CMCs by December 1997.

2. Communicable Disease Reporting procedures revised and updated in each CMC by
December 1997.

3. Hospital-based injury surveillance system integrated within the hospital
information system in 4 CMCs by December 1997.

1. Registration procedures for mortality data reviewed and revised in all CMCs by
December 1997.

2. MORTBASE software upgraded and implemented in all CMCs by December 1997.

3. ICD-10 training provided to registration personnel in all CMCs by December
1997.

4. Annual reports of Chief Medical Officers in all CMCs routinely prepared by
December 1997.



Obiectives

3. CMCs capacity for outbreak Investigation and disaster response strengthened.

4. Improved knowledge and skill in epidemiology, surveillance and biostatistics
among staff in all CMCs.

5. Disease control activities improved in CMCs.

6. Research/Development programs initiated in CAREC/CMCs.

Indicators

1. Rapid and timely CAREC staff participation in requested CMC field
investigations by December 1997.

2. Procedures for outbreak investigation and disaster response reviewed and
revised in atll CMCs by December 1997.

1. Training in epidemiology and biostatistics provided to selected staff in all
CMCs by December 1997.

1. Improved Leprosy surveillance and control activities in those CMCs where the
disease continues to be a problem by December 1997.

2. Improved tuberculosis surveillance and control activities in all CMCs by
December 1997.

3. Improved dengue surveillance and control activities in all CMCs by December
1997.

4. Improved surveillance of STD/HIV in all CnCs by December 1997.

5. Improved surveiltance of the EPI diseases in all CMCs by December 1997.

6. Improved surveitllance of diarrheal diseases in alt CMCs by December 1997.

1. At least 4 CMCs assisted in the preparation of research proposal for funding
by December 1997.

2. At least 4 proposals submitted by the Division for funding by December 1997 in
the areas of behavioral risk factor surveillance, chronic disease prevention and
control, and HIV seroprevalence.

3. Appropriate methods for surveillance of emerging infections developed in
collaboration with other international public health agencies.
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PROJECT CECI5: CONTROL OF COMMUNICABLE DISEASES

PURPOSE

To strengthen National Laboratory capabilities for surveillance and control of
communicable diseases.

EXPECTED RESULTS

1. Diarrhoeas Disease and Foodborne Illness Surveillance Strengthened in CMCs.

2. Mycobacterial infections control initiated.

3. Vectorborne disease controL improved in CMCs.

1. Timely reference and referral laboratory services provided for CMCs by 1997.

2. At Least 4 CMCs receive training in Diarrhoeal Diseases/Foodborne illness by
December 1997.

3. Laboratory Surveillance of Diarrhoeal Diseases/Foodborne Illnesses initiated
in at Least 2 countries by December 1997.

4. Funding obtained for study on Travellers diarrhoea and its impact on tourism.
(CDC/CAREC/CMC)

5. Proposal submitted for funding on "Shellfish Industry" UWI/CAREC.

1. Timety reference and referral laboratories services provided for all CMCs by
January 1997.

2. Surveillance of Multiple antibiotic resistance MTB and MAI initiated in all
CMCs by December 1997.

3. Safety training and appropriate cost effective safety measures devised for CMCs
by September 1996.

4. Appropriate technology for MTB control initiated in CMC countries by December
1997.

5. Strengthening 3 CMC MTB Laboratories for reference activities by June 1997.

6. Quality assurance systems in plan for MTB and M. Lepra for all CMCs by June
1997.

1. Timely reference and referral lab services provided to CMCs.

2. Training program initiated for Laboratory and clinical professions in at least
6 CMCs by December 1997.
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4. HIV/AIDS/STD control programnes supported.

5. Laboratory Quality Assurance program implemented in all CMCs.

6. Research/Developnment/Training programs initiated in CAREC/CMC.

7. Emerging Infections Monitored.

Indicators

3. Appropriate techniques for vector management devised and demonstrated to at
least 10 countries by December 1997.

4. Communication strategies developed in collaboration with CPC/EPID unit for CMCs
by the end of 1996.

5. Project proposals submitted on Malaria and Dengue.

1. Timely reference and referral laboratory services provided.

2. CMCs assisted to implement alternative testing strategies and OA systems by the
end of 1996.

3. Project proposal on diagnosis of paediatric HIV infections and Immune
monitoring of HIV/AIDS submitted by 1995 and funds obtained.

4. N. gonorrhoea antibiotic surveillance program implemented in alt CMC by 1996
and funding obtained.

1. At Least 12 CMCs receive training and promotion for QA from CAREC by the end
of 1997.

2. 6 month follow-up evatuations of training conducted to monitor implementation
in all CMCs.

1. At least 3 CMCs assisted in the preparation of Research proposals for funding
by June 1997.

2. At Least 4 laboratory workshops per year conducted on cost a recovery basis by
December 1996.

3. Appropriate technology for diagnosis of emerging infection developed in
collaboration with other international public health agencies.

1. Timely reference and referral services provided for emerging infections of
public health importance.

2. Dissemination of information on emerging infections on a timely basis as
necessary to all CMCs.
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PROJECT PAZI1: FUNCTIONAL MANAGEMENT AND DEVELOPMENT

PURPOSE

To ensure that the countries receive the technical cooperation services of INPPAZ.

EXPECTED RESULTS

1. Effective and efficient allocation of the hunan, technological, physical, and
financial resources of INPPAZ.
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Indicators

1. Number and type of reference services provided.

2. Number and type of direct technical cooperation services provided.

3. Number of information services provided to the countries.

4. Number and type of staff members trained.

1.

2.

3.

1.

2.

3.

2. Coordination of research activities with the technical areas of the
Organization and national institutions, within the framework of the regional
programs for food protection and control of zoonoses.

3. Continuing institutional development of INPPAZ.

4. Increased harmonization of regulations to facilitate the international trade
in food.

5. Agreement with the countries on mechanisms to acconpany the initiatives for
articuLation anong the national institutions responsible for regulatory functions,
supervision and evaluation of analytical services, sanitary inspection,
epidemiological surveillance of FBD, and consumer protection; this shoutd involve
the persons in charge of nutrition and food security.

Report on budget execution.

4-month Progress Report.

Annual report of activities.

Number of research projects programmed and state of execution.

Number of results transferred to the countries.

Quantity of resources mobilized.

1. Updating of the staff.

2. Number of staff members trained.

3. Incorporation of technologies with methodological and operational innovation.

1. Functioning databank with legislation of the MERCOSUR countries.

2. Number of regulations proposed.

3. Number of regulations harmonized.

4. Participation in multilateral or bilateral meetings.

1. Number and percentage of countries that have conducted surveys of institutional
inventories.

2. Existence and updating of a database developed for information on the resources
and activities of the national food protection programs.
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3. Number of countries to which the database was distributed and that utilized it.

4. Number of staff members trained.

5. Preparation of alternative models of intra- and intersectoral articulation.

6. Implementation of the regional program to guarantee the quality of the analysis
of chemical and microbiological food contaminants.

7. Dissemination of HACCP methodology for the inspection and control of food of
animal origin in the countries of the Southern Cone and the Caribbean.

8. Implementation of the regional information system for epidemiological
surveillance of FBD.

9. Models developed for education and mass communication on food hygiene and
quality for the protection of the consumer.

1. Number of countries that implemented the quality assurance program in the
national microbiological reference laboratories.

2. Number of staff members trained.

3. Standards prepared and provided, by country.

4. Number of countries that implemented the program for quality assurance in the
national reference laboratories for chemical residues.

5. Number of regional interlaboratory tests.

6. Number of Collaborating Centers that have participated.

1. Number of countries instituted changes in their legislation, incorporating the
HACCP system.

2. Number of staff members trained.

3. Number of countries with information.

1. Number of papers published on the epidemiological surveillance of FBD.

2. Number of staff menbers trained in epidemiological surveillance of FBD.

3. Number of countries served.

1. Guide for community participation in the programs for food protection, in the
intersectoral committees, and in the local health systems.

2. Number of countries provided with informative material.

3. Completed studies on the knowledge and behavior of the community.

4. Number and type of training events promoted and supported.

DISEASE PREVENTION AND CONTROL
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10. Improvement in intersectoral articulation, especially among Agriculture,
Health, and Tourism.

PROJECT PAZI2: INTEGRATED PROGRAMS

PURPOSE

To have national and Local food protection programs in operation in the countries
that are integrated intra- and intersectorally.

EXPECTED RESULTS

1. Provision of reference services to the countries for the programming,
evaluation, and execution of the campaigns for the elimination of rabies; for
diagnosis; and for the production and quality control of biologicals and reagents.

2. Maintenance of the regional information system on epidemiological surveillance
of rabies.

3. Provision of reference services to the countries for the programmning,
evaluation, and execution of the campaigns for the elimination of tuberculosis and
brucellosis; for diagnosis; and for the production and quality control of
biologicais and reagents.
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Indicators

1. Number of national workshops conducted to facilitate the evaluation and
programming of joint activities for the control of FBD of common interest
(hydatidosis, trichinosis, cysticercosis, and brucellosis).

2. Number of direct technical cooperation services and countries served.

1. Number of countries with intrae- and intersectoral management systems in
operation that include planning, evaluation, and periodic information.

2. Number of countries with approved policies, plans, and regulations.

1. Number and type of direct consultations provided to the countries through
INPPAZ.

2. Number of staff members trained.

3. Number of diagnoses and reference quality controls carried out, by country.

4. Technical material prepared and distributed.

1. Number of countries that participate actively in the information system (urban
rabies and sylvatic rabies) divided by the total number of member countries.

2. Number of countries with risk assessment studies.

3. Number of countries that received ATD and utilized characterization with
monoclonal antibodies as one element of epidemiological surveillance.

1. Number of countries that received technical cooperation for the programs for
the eradication of tuberculosis divided by the total number of countries selected.

2. Number of countries that received technical cooperation for the programs for
eradication of brucellosis divided by the total number of countries selected.

3. Number of countries with laboratories for diagnosis and the production and
quality control of biologicals for tuberculosis and brucellosis control.

4. Number of reference services for diagnosis and quality control.

5. Number of staff members trained.



Obiectives

4. Provision of reference services to the countries for the programning,
evaluation, and execution of the campaigns for the elimination and control of
hydatidosis and encephalitides; for diagnosis; and for the production and quality
control of biologicaLs and reagents.

5. Implementation, jointly with the countries, of processes to modernize the
veterinary public health and animal health services.

6. Scientific information available and human resources and institutions
(Collaborating Centers) mobilized.

PROJECT PAZ/3: ANALYTICAL AND INSPECTION SERVICES

PURPOSE

To ensure that the countries have the capacity to analyze chemical and
microbiological contaminants in food and that most of them apply modern standards
and inspection procedures.

PROJECT PAZI4: EPIDEMIOLOGICAL SURVEILLANCE OF FBD

PURPOSE

To ensure that the countries have information systems and epidemiological
surveillance systems for FBD and strategies for care and control.

1. Number of countries that received technical cooperation for the programs for
surveillance and control of hydatidosis divided by seven (the nunber of countries
affected).

2. Number of countries that conduct epidemiological surveillance divided by the
number of countries affected.

3. Number of reference diagnoses.

4. Number of staff members trained.

5. Guantity of information provided.

1. Number of countries that received advisory services for the updating of the
instruction in medicine, veterinary public health, and public health.

2. Number of countries with processes for strengthening the veterinary public
health services.

3. Number of staff members trained.

1. Number of countries that received technical cooperation.

2. Amount of scientific information disseminated.

3. Number of Collaborating Centers participating.

1. Number of countries with national reference laboratories organized in a
network.

2. Number of countries with inspection services adapted to modern systems of
inspection and sanitary quality control that include the ISO 9000 and HACCP
standards.

3. Number of countries with national networks of food laboratories and number of
institutions incorporated in them.

1. Number of countries with national systems for epidemiological surveillance of
FBD.

2. Number of epidemiotogical investigations carried out.

3. NHuber of countries with information bulletins on epidemiotogical surveillance
of FBD.

4. Number of countries with systems for intersectoral articulation, especially
among the agricultural, health, and tourism sectors, for the control of FBD.
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PROJECT PAZIS: CONSUMER PROTECTION

PURPOSE

To Inform the countries' populations about FBD.

PROJECT PAZIS: ZOONOSES

PURPOSE

To control and/or eliminate rabies, tuberculosis, brucellosis, and other zoonoses
in the countries.

PROJECT AFT/I1: AREAS FREE OF FOOT-AND-MOUTH DISEASE

PURPOSE

To create new areas free of foot-and-mouth disease and to protect those already
existing.

EXPECTED RESULTS

1. Support for the strengthening of the national programs and of the River Plate
Basin Project.
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1. Number of nongovernmental organizations participating in the programming and
evaluation of the national food protection programs.

2. Nunber of nongovernmental organizations participating in the programming and
evaluation of the local food protection programs.

3. Number of outbreaks of FBD reported by communities.

4. Number of countries with consumer protection regulations.

5. Number of countries with mass media campaigns for the control of FBD.

1. Nunber of countries with control programs for each of the zoonoses of regional
or national inportance.

2. Number of countries with managerial structure for the execution, evaluation,
and preparation of periodic reports on the control programs.

3. Reduction in specific morbidity and mortality.

4. Number of countries with veterinary public health programs adapted to the new
technological and socioeconomic models.

1. An increase in disease-free areas or areas free of clinical cases in each of
the subregions in accordance with the continental delimitation established by the
PHEFA. Southern Cone: 100% of the animal popuiation. Andean Area: 1i5 of the
animal population. Amazon Basin and parts of Brazil outside the Amazon region,
except for the southern region: 20%

2. Maintenance free of foot-and-mouth disease of 100% of the animal population of
the subregions in North and Middle America and the Caribbean, as well as in the
countries of South America that are already disease-free

1. Eighty technicians trained in the new methodology for field work in the
Southern Cone for the formation of local committees.

2. FONPLATA will have contributed resources to support the River Plate Basin
Project.

3. One hundred and twenty-five participants in seminars to redesign
epidemiological surveiltance systems in field and laboratory units in the region
of the River Plate Basin.

4. Eight border meetings will have been held to promote specific programs.



Indicators

PROJECT AFT/2: ANDEAN AREA

PURPOSE

To implement foot-and-mouth disease programs in Bolivia, CoLombis, Ecuador, Peru,
and Venezuela, within the framework of the Hemispheric PLan.

EXPECTED RESULTS

1. To assist in strengthening national veterinary care systems in the Region.

PROJECT AFT/3: AMAZONE AREA

PURPOSE

To support execution of the eradication program in Brazil and in Amazon areas
outside BraziL.

EXPECTED RESULTS

1. A contribution to strengthening the foot-and-mouth disease program in Brazil
and Amazon areas outside BraziL.

PROJECT AFT/4: MIDDLE AMERICA AND CARIBBEAN

PURPOSE

To maintain Middle America and the Caribbean free of foot-and-mouth disease and
the South American countries and areas free of the disease.

EXPECTED RESULTS

1. Support for strengthening systems to prevent the introduction of foot-and-mouth
disease and other exotic diseases.

1. A 10X increase in Local commissions with the participation of producers.

2. Twenty or 25 participants in seminars to redesign the epidemiological
surveillance systems in field and Laboratory units.

1. One hundred and twenty-five technicians and comunity agents trained in the new
methodology of field work for the formation of Local committees.

2. Eighty joint evaluations with the countries of the epidemiological surveillance
systems.

1. A 20% increase in the local veterinary care committees with the participation
of producers

2. Joint evaluation with the countries of the epidemiological surveillance
systems.

1. Eight border meetings will have been held to promote foot-and-mouth disease
programs.

2. One hundred and sixty comnunity technicians and agents participating in
services for the formation of local comnittees with the new work methodology.

1. Risk analysis carried out in the areas free of foot-and-mouth disease.

1. Eighty participants from disease-free countries in subregional seminars on the
prevention of foot-and-mouth disease.
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PROGRAM BUDGET DISTRIBUTION BY LOCATION

PANO ANO WHO REGULAR BUDGET EXTRABUDGETARY FUNDS

LOCATION 1994-9 ii 99 -1iii 7 1998-1999 1iii-1iiS 1996-1997 1998- i99

OIRECT COOPERATION WITH COUNTRIES 20,360,900 22.198,000 24.137,100 58.797.500 6,362,400 2.818.,800

REGIONAL PROGRAMS 6.129,800 5.868.500 6.203,000 4.424.600 1.957.600 712.700

CENTERS 11.530,500 11,820,800 13.308.200 17.774.700 13.451.100 13,051.500

TECHNICAL AND ADMINISTRATIVE DIRECTION 0 0 0 901.000 0 0

TOTAL 38.021,200 39,887.300 43.648.300 81.897.800 21.771.100 16.583.000
1m1 e~ …cmmmmmcmm mcmmcmcmme1mm~~mmmmmmmmm

___________________ _____________AA-N-- ------ -- O____T O-- ---- _A_ - - ---O-----R UN --.-.-.------ ___ ___ ...

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
______________________________________________--_______------------------------ ___---- -----------___-----_-----------______________

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNOS AnOUNT POSTS POSTS AnOUNT CONSULTANTS TRAVEL FELLOWSHIPS

- $ S S S

COURSES SUPPLIES
ANO AND

SEMINARS EQUIPMENT

S S

GRANTS OTHER

- -

1994-1995

PAHO - PR 22.987,400 45 62 14,112,900 768.900 1.025.000
WHO - WR 15.033,800 37 16 9,365.300 790 400 839.400

TOTAL 38.021.200 82 78 23,478.200 1.559,300 1.864,400

X OF TOTAL 100.0 61.7 4.1 4.9
_____ - - - - - - - - - - - - - - -

1996-1997

PAHO - PR 23.535,100 43
WHO - WR 16,352,200 35

TOTAL 39,887.300 78
... OF TOTAL 10mm 0.. ......

X OF TOTAL 100.0
_____
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16

59
mmmmmm

14.371.700
9.687.900

24,059,600

60.3
_____

770.600
1,0190900

1.790.500

4.5
_____

1.233.500 552 800 2 637,500 1 440,800 39.900
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5.5 2.3 10.6 6.3 .2
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10,320,100 1,019,900
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59.9 4.1
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2.4
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_____

1998-1999
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

PROGRAM CLASSIFICATION
-------- …-----------------------------

VI. DISEASE PREVENTION AND CONTROL
*..........-........S.S.......

1994-199

AMOUNT

95 1996-1997

X OF A OF
TOTAL AMOUNT TOTAL

38,021,200 100.0
....... m... .....

39,887,300
...........

1998-1999

% OF
AMOUNT TOTAL

100.0 43,648.300
.---- *.-..--....

100.0

CONTROL OF COMNUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMHUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTED DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
RESEARCH IN TROPICAL DISEASES
OTHER CONMUNICABLE DISEASES
LEPROSY

VID
ARI
CDD
GPA
STD
TUB
CTD
TDR
OCD
LEP

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCONMUNICABLE DISEASES

18,995,000 50.1 20.329.000 51.0 22.001.500 50.5

2,568.300 6.8 2.933,200 7.4 3,144,500 7.2
448. 900 1.2 690,500 1.7 722.200 1.7

1,317.300 3.5 832.700 2.1 877.000 2.0
618.500 1.6 755.800 1.9 824,700 1.9
50.700 .1 100,200 .3 105,600 .2

453 000 1.2 443 200 1.1 474,200 1.1
4.669,100 12.3 4.845.800 12.1 5.180,600 11.9

349.200 .9 363.800 .9 384.300 .9
8,156,100 21.5 8,986 200 22.6 9.886,900 22.7

363,900 1.0 377,600 .9 401.500 .9

4.788,200

NCD 4.788,200

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSiS

14 238,000

FMD 8.341 700
ZNS 5:896,300

12.6

12.6

37.3

21.8
15.5

4,955,800

4.955.800

14.602.500

8.800,100
5,802.400

12.4

12.4

36.6

22.1
14.5

5,.430,100

5,430,100

16,216,700

10 042.900
6 173 800

GRAND TOTAL

....--...-.

38.021.200

...........

100.0 39,887.300

..... ...........

100.0 43.648,300
..... ...........
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PROGRAN SUDGET - EXTRABUDGETARV FUNDS
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PROGRAM CLASSIFICATION
______----________________---_________--______________________________

VI. DISEASE PREVENTION AND CONTROL
m.mmmm.m.....................

1994-1995

% OF
AMOUNT TOTAL

81,897,800 100.0
mmmmmmmmmmmmmm

1996-1997 1998-1999

% OF % OF
AMOUNT TOTAL AMOUNT TOTAL

….. …_ _ - - - - - - - - - - - - - - -

21.771,.100 100.0 16.583,000 100.0
…...…...... m.m..

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES ANDO IMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES

SEXUALLY TRANSMITTED DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COnMUNICABLE DISEASES
LEPROSY

CONTROL OF NONCOMnUNICABLE DISEASES

CANCER
OTHER NONCOMnUNICABLE DISEASES

68.959,900 84.2 13,136,200 60.3 7.569,500 45.6

VID 19,111.500 23.3 4.543,800 20.9 776,400 4.7
ARI 1,796,800 2.2 1,574,700 7.2 1,575,400 9.5
COD 6777,400 8.3 1.504,100 6.9 981,200 .9
GPA 19 742000 24.1 0 o0 -
STO 15,400 . 0 0 -
TUB 8.000 .* 0 0 -
CTD 14.009 800 17.1 485,600 2.2 0 -
OC 6.962.500 8.5 5,028 000 23.1 4.236,500 25.5
LEP 536,500 .7 0 - O -

CAN
NCD

VETERINARY PUBLIC HEALTH

FOOT-ANO-MOUTH DISEASE
ZOONOSIS

1,059,800

267 000
792 800

11,878,100

FMD 7 961 300
ZNS 3,916.800

1.3

.3
1.0

14.5

9.7
4.8

27,800

0
27,800

8.607,100

6.923 000
1,684 100

.1

.1

39.6

31.9
7.7

0

o00

9,013,500

6,923,000
2,090,500

GRAND TOTAL

mmmmmmmmmmm

91.897,800

.......... m

100.0 21,771,100

..... ...........

100.0 16.583,000
..... ...........

* LESS THAN .05 PER CENT
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ADMINISTRATIVE SERVICES

CURRENT SITUATION

1. The Office of Administration provides the fullt administrative support
activities for both the Headquarters and Field Offices. It includes the
formulation of policy for and the functions and operations of the several
departments assigned to Administration.

2. The Department of Personnel is responsible for the overall management of human
resources within the Organization. The Department oversees some 1100 regular
staff memibers assigned to the duty stations in the Hemisphere. In addition, it
also oversees consultants, temporary advisors, short-term staff, and national
professionals as well as personnel hired under the local conditions of employment
and other types of contractual mechanisms.

3. The Chief of Personnel represents the Organization before inter-organizational
meetings of the United Nations and its specialized agencies. The Chief of
Personnel and the staff of the Department travel to field offices to assist the
latter and to ensure coordinated personnel program activities throughout the
Organization.

4. The Office of the Chief has broad supervisory responsibilities over the
functioning of the Units, which are as follows: Classification, Salaries and
National Systems; Staff Recruitment; Consultant Staffing; Personnel Operations;
Staff Development; Norms and Procedures

5. The Office of the Chief and the above-mentioned unit also respond to the need
of the Organization by undertaking a number of special projects. In the biennium
1996-1997 special focus willt be placed on activities in order to further develop
the Personnel Co~puter System on the one hand and, on the other, refine policy
guidelines on the use of various contractual mechanisms at the Centers and PWR's
Offices, bearing in mind strategic orientations and program priorities for the
Organization. Additional budgetary allocation may be called for, particularty
with respect to the nmplementation of the Personnel Computer System.

6. Budget Department: ABU is responsible for formulating and maintaining budgetary
policies and procedures required for the implementation of PAHO program activities
in accordance with mandates of Governing Bodies and instructions issued by the
Director. The Office supports planning, development, and preparation of the
Biennial Program Budget and Annual Operating Program Budget documents. It
controls and analyzes financing of the biennial program budget and annual
operating program budget by monitoring inflow of funding and utilization of these
resources.

7. Finance Department: Since the latter part of 1993, the focus of the Department
of Finance has been directed to the imptementation and stabilization of the new
computer/accounting system, FAMIS. During the balance of 1995, attention will be
given to the development and enhancement of FAMIS functions which have already

ADMINISTRATIVE SERVICES

been identified. Current procedures within the Department will be reviewed in
order to effect payments in an efficient manner and to provide accurate and timely
accounting information. It is foreseen that the Oepartment will need to up-grade
a number of its computers and printers. New software witl have to be purchased
or at least up-graded. The desk procedure manual for FAMIS witll be ready for
final review and printing in 1996. Part of these costs have been met by
decreasing temporary assistance and increasing GOE.

8. Department of Conference and General Services: (ACG) provides conference,
office, and building services as well as translation and interpretation services
in support of all PAHO programs. It deaes, among others, with the meetings of the
Governing Bodies, the maintenace and insurance of PAHO properties, the provision
of communication services, etc. These are essentiea organization-wide services
which could not be contracted out or decentralized. ACG is aLso the focal point
for the management and accountability of funds for general operations and the PAHO
Building Fund.

9. Procurement Department: APO is responsible for the cost-effective purchase and
timely delivery of equipment, supplies, and services for PAHO Headquarters, field
offices, and PAHO/WHO projects, as well as to Member Governments under the
Reimbursable Procurement Program and the Expanded Program on Immunization (EPI).
APO's total procurement in 1994 amounted to $39.5 million, and oversaw procurement
by field offices and by other headquarters departments as well. Total procurement
in 1993 amounted to $63.5 miltion.

WORK STRATEGY

10. The Office of Administration provides the full administrative activities for
both the Headquarters and Field Offices. It includes the formulation of policy
for and the functions and operations of the Departments of Budget, Finance,
Personnel, Conference and General Services, Procurement and Corporate Services.

11. Personnel Department: The overall objective of the Program/Project of
"Personnel" is to render support services to the various programs and activities
of the Organization at Headquarters and field offices, in areas of personnel
administration and human resources management.

12. Budget Departament: Establish and formulate budgetary policies and procedures
to provide basic budgetary infrastructure for the implementation of program
activities of the Organization and to continue to maintain a sound budgetary
management system for the Organization.

13. To continue and maintain the integration of the computerized program budget
planning system with the overall financial management system.
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14. Supervision of the analysis and forecasting of dellvery rates and make
recommendations to top management as to whether the program budget should be
increased due to projected savings or cut due to projected deficits in order to
insure maximum deployment and utilization of funds.

15. Operation, control and analysis of the monetary portion of the annual
operating program budget, including extrabudgetary funding, In order to insure
efficient and effective utilization of the available funds to the programs.
Determination of the status of the APB delivery in order to prepare supporting
documentation and recommendations for periodic budget reviews and potential
adjustments. Rephasing and closure of extrabudgetary projects. Constant analysis
of the funding situation and delivery in order to advise the Director on the
efficient and effective utilization of funds.

16. Finance Department: Establish and maintain sound financial management policies
and procedures for the effective implementation of program activities of the
Organization and continue to comply with the financial rules and regulations of
the Organization. To continue to maintain and improve the Department's
computerized accounting and payments system within the overall financial
management system. Maintenance of books and records which accurately reflect the
financial transactions of the Organization and provision of financial reports
thereon which meet generally accepted accounting principles and standards.
Establish and maintain a sound financial payment services system in support of the
Organization's programs and projects.

17. Department of Conference and General Services: As a group supporting the
actions of the various units at Headquarters, ACG is prepared and is flexible
enough to meet the challenges of changing situations. In this regard, matters
dealing with building, communications, and translations will continue to be very
important for Headquarters and FieLd operations.

18. It is expected that a final decision on the construction of a new Headquarters
Building will be taken within a few months. Regardless of the actual decision,
during the next two to four years ACG will expend a considerable amount of time
and effort in building matters. If PAHO is to stay in the present building, we
must also decide for how long and proceed accordingly. As of August 1997, the
Organization has the right to rent additional space at 2121 Virginia Avenue at
commercial rates. At present staffing rates, the Organization will have to rent
at Least an additional floor to move back the staff from the Watergate and to
aliviate the overall office space situation. Maintenace of PAHO-owned buildings
in the Field, as well as the long-term lease, purchase, or construction of new
facilities in the Continent, will also demand attention in the following years.

19. Another area of concern is Communications. So far ACG has been able to keep
up with the pace of technological change using its own resources. For the future,
much closer colaboration and input will be needed from the organizational unit
dealing with corporate information and technology. Full implementation of
Internet access for Headquarters and Fleld Offices, where avallable, should be a
priority. This will enable ampLe interchange of messages and data at minimal cost.
The present ccMail system, or something similar, should be preserved and enhanced
to access those field stations where Internet is not yet available, to serve as

a channmel for the financial programs and as a backup to the Internet. ACG will
continue to manage the administrative side of the system while a strong technical
assistance will be expected from communication specialists.

20. In the area of Translation, ACG will continue to istall ENGSPAN and SPANAM in
the Centers and Field Offices which have large amount of materials for
translation. The efforts to License the programs to outside institutions will
continue. We look forward to participating in an evaluation of MT software in the
European Union. Their aim is to make available different MT packages to their
members. If PAHO's programs are selected, as we expect, it will require a Large
MT support effort, but it should also mean an inlux of funds from royalties. The
combination of MT and free-lance translators with a minimum central core of
in-house translators has worked well for the Organization. The introduction of
French and Portuguese versions of the working documents produced for the Governing
Bodies has trebbled the work Load of this unit. It is expected that new
translators and support staff posts will be made available to meet this new
requirement. Further support staff might be necessary.

21. In terms of Conference activities the emphasis will be in the search of
technology in an attempt to reduce the additional manpower needed during the
meetings of the Governing Bodies and other large meetings. We will explore the
application of voice recognition and automatic transcribing technologies for the
production of the precis and other documents. A special effort witl be made to
create a database with all PAHO conference documents and resolutions.

22. In the last few years the travel business has become much more competitive.
At Headquarters we have taken advantage of this environment. This situation has
not yet extended to the Continent. However, the Liberalization of the markets
taking place in most countries should enhance competion in the near future. ACG
will be working with Field offices to re-examine their contracts with travel
agencies to obtain the best conditions for PAHO.

23. Procurement Department: APO implemented a new computerized procurement system,
ADPICS, in late 1993, in conjunction with the implementation of a corresponding
financial accounting system, FAMIS. Full implementation has been stow because of
hardware and software problems, because of the complexity of the system and
because of complications concerning communications with FAMIS and with a new FFMS
Field Procurement Module.

24. System challenges for 1995, and into the 1996-7 bienniumn, will be to expand
distributed data processing from the Procurement Department to its client
departments (requisitioners) in headquarters, and with the use of electronic
communication with field offices; and to improve the system's accuracy,
responsiveness and output reports to assist management in improving the
procurement process itself.
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25. Apart from ADPICS, the Procurement Department was instrumental in providing
emergency supplies and transportation services to Haiti during the OAS/UN embargo
in 1994, and in providing supplies for a majority of health services in Haiti
since the reestablishment of the Aristide Government. Major procurement
activities for Haiti are expected to continue into the 1996-7 biennium.

26. The procurement department will also continue efforts to improve and simplify
procurement procedures through commodity by comnodity evaluations, through
evaluating new procurement strategies, and through participating in the training
of headquarters and field staff in the conduct of responsible procurement
activities.

BIENNIAL PROJECTS

PROJECT AM/1 ADMINISTRATIVE SERVICES

PURPOSE

The AM Program will respond to the Program Priorities established by the Governing
Bodies and the Director by providing required administrative support to the
programs established by the Headquarters technical units and country offices and
by supervising the administrative support activities of the Organization.

PROJECT APLU3 STAFF RECRUITMENT

PURPOSE

Administration of manpower resources with emphasis on recruitment of staff in the
Professional and General Services categories; search for candidates, and
development and monitoring of candidate roster.

EXPECTED RESULTS

1. The effective delivery of technical cooperation and staff satisfaction.

PROJECT APLU4 CONSULTANT STAFFING

PURPOSE

Administration of manpower resources with emphasis on use of short-term
consuttants, temporary advisors, and contractual service agreements; guidance to
the staff on pension entittements; participation in the development of the
Personnel computer system.

EXPECTED RESULTS

1. The effective delivery of technical cooperation and staff satisfaction.

PROJECT APU1 OFFICE OF THE CHIEF
PROJECT APLI5 PERSONNEL OPERATIONS

PURPOSE

Overall management of PAHO's personnel administration, including the formulation
of personnel policies, coordination of personnel operation and maintenance of
uniform standards and practices at Headquarters and in the field; coordination of
the work of committees such as gender and other pertinent issues.

PURPOSE

Administration of statutory entitlements, personnel records and salaries for
payroll input; guidance to the staff concerning their entitlements.

EXPECTED RESULTS

1. The effective delivery of technical cooperation and staff satisfaction.
EXPECTED RESULTS

1. The effective delivery of technical cooperation and staff satisfaction.

PROJECT APU2 CLASSIFICATION. SALARIES AND NATIONAL SYSTEMS (APUC)

PURPOSE

Administration of PAHO's post classif ication standards/procedures and compensation
schemes; hunman resources management with emphasis on special employment
arrangements.

EXPECTED RESULTS

1. The effective delivery of technical cooperation and staff satisfaction.

PROJECT APUI NORMS AND PROCEDURES

PURPOSE

Development and monitoring of guidelines concerning new or revised conditions of
service; guidance on interpretation and application of Staff Regulations and
Rules; preparation of the Administration's position before the Board of Appeal;
participation in staff/management consultations.

EXPECTED RESULTS

1. The effective delivery of technical cooperation and staff satisfaction.
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PROJECT ACG/1 GENERAL SERVICES AND HEADQUARTERS OPERATING EXPENSES

PURPOSE

Contlnue efforts to make efficient use of the resources allocated to this program
by keeping abreast of technology changes and adopting those which are appropriate
for PAHO. A strong input from the corporate information unit will be necessary
to continue to offer up-to-date communication services, with special enphasis on
electronic communications with the field. ACG will participate actively to ensure
an administratively efficient and cost-effective electronic communication system.
Provide mailing, pouch, transportation, and printing services to Headquarters
units. Link the Field Inventory program with the FFNS. Building matters will
demand extended periods of attention in the next two to four years, no matter if
PAHO decides to stay in this building or not. The maintenace of PAHO owned
buildings in the Region, as well as the construction or purchase of new
facilities, will also take up ACG's efforts. Review of contracts with travel
agencies in the Field.

EXPECTED RESULTS

1. Delivering effective translation services to Headquarters units and enhancing
the SPANAM AND ENGSPAN software.

PROJECT ACG/3 CONFERENCE SERVICES

PURPOSE

To coordinate and execute all activities related to the meetings of the Governing
Bodies and their subcommittees, and other meetings as may be required. Explore the
use of modern technology in conference services.

EXPECTED RESULTS

1. Provide satisfactory Conference support services to Headquarters units and the
EXPECTED RESULTS Field es necessary.

1. Satisfactory and effective support services to Headquarters units and to the
Field as necessary.

PROJECT ACGI2 TRANSLATION AND TERMINOLOGY

PURPOSE

Provide translations of technical and administrative documents into the four
official languages of the Organization, in response to the requirements of the
Headquarters offices. This includes now the translation into Portuguese and
French of the working documents for the Governing Bodies. Transtate into spanish
the WHO Technical Reports Series. Continue updating and improving the
microcomputer version of the MT programs, including a change of platform to
Windows and WordPerfect 6. Licensing the software to interested institutions and
installing it in Headquarters and Field offices.

PROJECT ACG/4 EXTERNAL AUDIT

PURPOSE

The program of External Audit is estabtished by the External Auditor appointed by
the PAHO Governing Bodies. The Chief of Administration coordinates with the
External Auditor to facilitate audits and cover costs. Financial Regulations
require the Director to provide the External Auditor the facilities he may call
for in the performance of his duties.

EXPECTED RESULTS

1. Facilitate the required external audits of the Organization.
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PROGRAM BUDGET DISTRIBUTION BY LOCATION

PAHO AND WHO REGULAR BUDGET EXTRABUDGETARY FUNDS

LOCATION 1994-1995 19996-1997 1i8-l - 1i6-17 1998-1999

TECHNTCAL AND ADMINISTRATIVE DIRECTION 26.765.100 28,069,100 29,809,500 6,612,500 5.077,400 5.381,700

TOTAL 26,765,100 28,069,100 29,809.500 6,612,500 5,077,400 5,381,700

................................ ALLCATN T F PNTURE - ............................AO A HO REGULAR FNDS
___________________________________________________________________________________________________________________________________

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ - - - - - - -

-------- PERSONNEL-------- COURSES SUPPLIES
PROF. LOCAL SHORT-TERM DUTY AND AND
POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS SEMINARS EQUIPMENT

$ $ S S $

GRANTS OTHER

S

1994-1995

PAHO - PR 20 347 200
WHO - WR 6,417,900

TOTAL 26,765,100

- OF TOTAL 100.0
_____

32
7

39
mmmmmmr

80 13,510 400
22 3,534 400

102 17,044,800

63.6
_____

0 109.800 0 0 48 700
0 52.400 0 0 18,400

0 162,200 0 0 67,100

..................... 3
_ _ _ _ _ - - - - - - - - - - - - - - - - - - - -

14,133,900
3,651.100

17,785,000

63.3

15,020,000
3,985,600

19,005,600

63.8

0 115,700 0 0 51,200
0 55,100 0 0 19 300

0 170,800 0 0 70,500

.0 .6 .0 .0 .3
_ _ _ _ _ - - - - - - - - - - - - - - - - - - - -

0 121,500 0
0 57,800 0

..-........ ...................... *--0 179,300 0
mmmmmmmmmmm aa mmmmmmmm m m m mmmma m ma

.0 .6 .0

0

0

.0

53 700
20 300

74.000
....... 2..

_ _ _
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1996-1997

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.. OF OTAL

X OF TOTAL

21 348 500
6,720,600

28 069 100

100.0

22,599,200
7,210,300

29,809,500
100...........

100. O

34
7

41
mmmmmm

34
7

41
mmmmmm

o
o

0
..........

. 0
_ _ _

78
23

101
m..---

78
23

101
mmmmmm

6,678,300
2,812,700

9,491,000

35.5
_____

o
o

0
..........

. 0
_____

7 047 700
2 995 100

10,042,800

35.8
_____

7,404.000
3,146.600

10,550,600

35.4

o
o

..........

.0
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PROGRA UGET - PAHO AN----------------------------------------D O REGULAR FUNDS-PROGRAM BUDGET - PANO AND WNO REGULAR FUNDS
--------------------------------------------------------------------------------------

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAN CLASSIFICATION

VII. ADMINISTRATIVE SERVICES
m ............ mm..m....

26,765.100 100.0
.......... .....

1996-1997

% OF
AMOUNT TOTAL

28.069.100 100.0
mmmmmmmmmmm mmmmm

1998-1999

X OF
AMOUNT TOTAL

29,809,500 100.0
........... .....

PERSONNEL

PERSONNEL

GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

4,025,300 15.0

PER 4,025,300 15.0

13,106,700 49.0

GAD 13,106,700 49.0

BUDGET AND FINANCE

BUDGET AND FINANCE

7.978,600 29.8

BFI 7,978.600 29.8

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

LOGISTICAL SUPPORT TO COUNTRY PROGRA"S

1,.654,500

SUP 1,654,500

GRAND TOTAL

m.umm..mm.m

26,765 100

..... l...

100.0 28.069.100 100.0

..... .. ........ .....

4.201,200

4,201.200

13,672,500

13,672.500

15.0

15.0

48.7

48.7

4,460,500

4.460,500

14,418, 700

14,418.700

15.0

15.0

48.3

48.3

8,255,200

8,255,200

29.4

29.4

6.2

6.2

8,874,400

8,874,400

1,940,200

1,940.200

29.8

29.8

6.9

6.9

2,055,900

2.055 900

6.9

6.9

29,809,500 100.0
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-199

AMOUNT
___________

PROGRAN CLASSIFICATION
----------------------------------------______________________________

S5 1996-1997

% OF X OF
TOTAL AMOUNT TOTAL
_ _ _ _ _ - - - - - - - - - - - - - - - -

1998-1999

% OF
AMOUNT TOTAL

6,612,500 100.0
.... ........... *

VII. ADMINISTRATIVE SERVICES
a- .a … a a a am --- - -

PERSONNEL

PERSONNEL

2,900,700

GAD 2,900.700

GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

BUDGET AND FINANCE

BUDGET AND FINANCE

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

6.612.500 100.0

mmmmmmmumtt .....

GRAND TOTAL

m..........

ADMINISTRATIVE SERVICES

5,077.400
...........

PER

488.000

488,000

100.0 5,381,700
mmmmmlmmllm

100.0
.....

7.4

7.4

43.8

43.8

34.5

34.5

14.3

14.3

BFI

433,500

433,500

1,419.000

1,419.000

2,262.000

2,262 000

962,900

962.900

5,077.400

=m.mmmmmm~m

2,279,000

2,279,000

944,800

944,.800

8.5

8.5

27. 9

27.9

44.6

44.6

19.0

19.0

100.0

m~mmm

SUP

471,000

471,.000

1,426,000

1,426.000

2,443.000

2,443,000

1,041,700

1.041,700

5,381,700

8.8

8.8

26.5

26.5

45.3

45.3

19.4

19.4

100.0

m~mm*
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COUNTRY PROGRAMS

HEALTH SITUATION

1. The country programs continue to be the central focus of the proposed
program and budget for 1996-1997 and this philosophy represents a further
strengthening of the key principie underlying the managerial strategy of PAHO/WHO
uhich emphasizes the country as the basic unit of production. Alt the resources
of the Organization, whether or not they are applied primarily at the country
level serve to strengthen the technical cooperation at that level.

2. The process for formulating the country program is rooted in discussions
and agrement with national authorities. These discussions take account of the
national economic and social situation, the prevailing priorities in the health
sector, the priority needs for technical cooperation, and ultimately the
identification of those needs for which technical cooperation is required from
PAHO/UHO.

3. The development of the country programs also takes account, where
pertinent, of the recommendations of the Joint Evaluations of the PAHO/WHO
technical cooperation at the country level. This process involves an examination
by the national authorities and PAHO/WHO of the effectiveness of technical
cooperation given nd determination of the adjustments needed in terms of strategy
or resource allocation.

4. The country programs reflect not only the peculiarly local situation, but
aiso the collective Regional mandates and recommendations agreed upon by the
Governing Bodies of the Organization. The programs have also been cast in such
a mmnner that the technical cooperation from PAHO/UHO falthfully reflects the
Strategic and Programmstic Orientations for the Quedrennium 1995-1998 uwhch were
adopted by the XXIV Pan American Sanitary Conference in September 1994. These
Strategic and Programmatic Orientations give emphases and directiona appropriate
to new realities and provide continuity vith similar directions accepted by the

previous Sanitary Conference in which particular stress was laid on technical
cooperation to strengthen and transform the health system infrastructure,
particularly through the development and/or improvements of the local health
systems. This focus on local health systems will permeate allt the country
programs. Particular attention will be given to that strategic orientation which
deals with Health in Human Development, in particular to the national expressions
of the activities which PAHO/WHO will carry out to promote the acceptance of
health as an indicator of and an instrument of human development. The country
program will siso reflect the local operations of the Regional Plan for investment
in the Envirorment and Health.

5. In addition to indicating the key results areas to which the PAHO/WHO
technical cooperation can best be applied, the country programs also reflect the
strategic approaches to be used in delivering such cooperation. Among the most
important of these is the mobilization of resources to address the identified
problems. In this context the technical cooperation among countries will assume
greater importance and the country programs will also indicate the participation
in the various subregional health initiatives. Considerable attention has been
given to identifying results to be expected, and the indicators for achieving
these results, thus enhancing the capacity of the Organization to monitor and
evaluate the technical cooperation.

6. The process of preparing the country programs involves discussion with
national authorities, as mentioned above, formulation of a program and budget
within the framework of a series of projects, examination of these by the
appropriste technical units and final review by the Director and his Advisory
Committee. The results of this iterative and participatory process are found in
the following section.
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COUNTRY PROGRAHS: TOTAL

PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
_____- ____--- ------

1994-199

AMOUNT
___________

PROGRAM CLASSIFICATION
______________________________________________________________________

II. HEALTH IN HUMAN DEVELOPMENT
.Mmm..M......m.............

35,467,300
.,.........

)5 1996-1997

TOTAL AMOUNT TOTAL
TOTAL AMOUNT TOTAL

37.7 40.558.300
,,, .. ..... . ...-

1998-1999
__________________

% OF
AMOUNT TOTAL

- - - - - - - - - - - _ _ _ _ _

38.7 45.287,700
…~~mmmm

GENERAL PROGRAn DEVELOPMENT AND MANAGEMENT

PUBLIC INFORNATION

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
RESEARCH POLICY AND STRATEGY DEVELOPMENT
WOMEN, HEALTH ANOD OEVELOPMENT

1.797.100

HSD 1,411 600
RPS 223,800
WHD 161,700

1.9

1.5
.2
.2

39.2

.2

.2

2.985.200 2.8 3,359,300 2.9

2,646,200 2.5 2.976,300 2.6
127.300 .1 142.100 .1
211,700 .2 240,900 .2

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEnENT & COORD. OF COUNTRY PROGS.
EMERGENCY AAD HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION ANHD TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.... ........... - -.-. S---...............

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION
ORAL HEALTH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

24,522,500

CPS 24,469,600
EHA 52.900

6,267,200

HST 5.586,200
HBI 681 000

2,704,700

TCC 2,704.700

29,049,800

22,366.800

UAH 22,214,900
DPR 75.800
ORH 76,100

5,827,900

HRH 5,827,900

26.0

25.9
.1

6.7

6.0
.7

2.9

2.9

27.732,300

27.668.600
63 700

6,516 300

5.651 400
864,900

3,126,900

3,126,900

31.1 29.579,300
..... ...........

24.0

23.8
.1
.1

6.2

6.2

22.595,100 21.7

22,460 300 21.5
81,400 .1
53,400 .1

5,621,600

5,621,600

26.5

26.4
.1

6.2

5.4
.8

3.0

3.0

30,876,000

30,805 000
71 000

7.210,500

6,222,200
988 300

3.613.500

3,613.,500

28.4 32.385,500

24.695,500

24.548.200
87,900
59,400

6,.161.700

6,.161.700

5.4

5.4

206

175 800

175,800

.2

.2

197,600

197,.600

.2

.2

228,400

228,400

26.7

26.6
.1

6.3

5.4
.9

3.1

3.1

28.1
.....

21.5

21.3
.1
.1

5.3

5.3
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PROGRAM CLASSIFICATION

ESSENTIAL DRUGS

ESSENTIAL DRUGS EDV

QUALITY OF CARE AND HEALTH TECHNOLOGY

QUALITY OF CARE ANO HEALTH TECHNOLOGY ASSESSMENT
LINICAL, LABORATORY AND IMAGING TECHNOLOGY

AC2 LT

1994-1995

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

855,100

855,100

.9

.9

0

0
0
o
o

1996-1997

% OF
AMOUNT TOTAL

1,000,000

1,000,000

362,600

335,200
27,400

1.0

1.0

.3

.3

. *

1998-1999
______________ _~-

% OF
AMOUNT TOTAL

1,120,900

1.120,900

407,400

377 300
30 100

IV. HEALTH PROMOTION AND PROTECTION
- --a --.....-.--- m--.-.- a---

6,642,700 7.2
.....

9.487,700
mmmmmmmmmmm

9.3 10,501,400
*---- ..........

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN ANO CHILO HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH

HEALTHV LIFESTYLES ANO MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION ANO CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH
SETTINGS FOR HEALTH PROMOTION

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION
FOOD SAFETY

5.013,900

WCH 5.013,900
ADH 0

HED
ADT
MNH
STP

NUT
FOS

59.500

59,500
o
0

1,569.300

652 700
916.600

V. ENVIRONMENTAL PROTECTION ANO DEVELOPMENT
1~1111~1 1~11~1~111111111~~~1~111m mm mm

10, 362, 800
am mammamam

11.1 10,956,700 10.5 11,975,900 10.4

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS' HEALTH

10.362,800 11.1 10.956,700

CWS 8 397 300 9.0 8,995 300
ERA 1,898,800 2.0 1,961,400
OCH 66,700 .1 0

COUNTRY PROGRAMS: TOTAL

1.0

1.0

.3

.3

9.2
m....

5.4

5.4

.1

.1

1.7

.7
1.0

5,614.400

5,495,200
119.200

2.177.400

1,756,300
78,200
181.600
161,300

1,695,900

703.700
992,200

5.4

5.3
.1

2.2

1.7
.1
.2
.2

1.7

.7
1.0

6,221.400

6.085,800
135,600

2.386.300

1,918,500
87,700

197 600
182,500

1,893,700

797 400
1,096,300

5.4

5.3
.1

2.2

1.7
.1
.2
.2

1.6

.7

.9

10.5

8.6
1.9

11,975,900

9,808 700
2,167,200

o

10.4

8.5
1.9

.-
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COUNTRY PROGRANS: TOTAL

PROGRAn BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)
_ _ _ _ _ _ - - - - - - --__ _ _ _ _ _ _ _ _ _ _- - - - - - - - - - - - -_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __-- - - - - - - - - - - - - - - -

1994-1995

# OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAN CLASSIFICATION

______________________________________________________________________

VI. DISEASE PREVENTION AND CONTROL
.. .- - - --..a................

12,001,800
...........

1996-19q

AMOUNT

12.9 13,776,800
. …m ......... m...

17 1098-1999

% OF % OF
TOTAL AMOUNT TOTAL

13.1 15,307,000 13.1
…mmmm …mmmm mmmmm m. ..

CONTROL OF CONMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND INMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTED DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

6,877,300

VID 524.200
ARI 0
CDD 117.600
GPA 241,700
STD 0
TUB 0
CTD 631.200
OCD 5.362.600

3,509,700

NCD 3,509,700

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

1,614,800 1.7

FMOD 0
ZNS 1,614,800 1.7

GRAND TOTAL

.. ........

93,524,400
...........

100.0 104,358,800
..... ...........

100.0 115,457,500
..... ...........a R

* LESS THAN .05 PER CENT
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7.4

.6

.1

.3

.7
5.7

3.8

3.8

8,270,500

700 300
27,400

362,500
48,900
22.000

764 500
6,344,900

3,832.200

3,832,200

7.8

.7

.3

.7
6.1

3.7

3.7

9,217,000

783,700
30.100

413,500
53,400
25,400

845 200
7,.065 700

4,249,800

4,249,800

7.9

.7

.4

.7
6.1

3.7

3.7

1,674,100

45,800
1,628,300

1.6

1.6

1.840,200

53.000
1,787,200

1.5

. *

1.5

100.0
mm:amm

f 1 >



PROGRAn BUDGET - EXTRABUDGETARY FUNDS…

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997 1998-1999

% OF
AMOUNT TOTAL AMOUNT

II. HEALTH IN HUMAN DEVELOPMENT
.,._.......................

PUBLIC POLICV AND HEALTH

HEALTH LEGISLATION HUMAN RIGHTS AND ETHICS
WOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEnENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS ANDO SERVICES DEVELOPMENT
S.555=* = =5555 = === mmmmm...m- .- m -M.-

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASEO ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS

QUALITY OF CARE ANO HEALTH TECHNOLOGY

CLINICAL, LABORATORY ANO IMAGING TECHNOLOGY

18,784,800
...........

1,107,100

HLE 17,400
WHD 1,089,700

17,396,200

CPS 3,553 100
EHA 13,843,100

202.900

HST 202,900

78.600

TCC 78,600

22,154,900

19,046,900

UAH 18,265,000
DPR 781,900

62.300

HRH 62,300

2,910,700

EDV 2,910,700

135,000
--------- _

CLT

20.7
.....

1.2

1.2

19.2

3.9
15.3

.2

.2

.1

.1

24.4

21.0

20.1
.9

.1

.1

3.2

3.2

.1

135,000 .1

3,806.200 41.3

697,700 7.6

O -
697,700 7.6

3,044,000 33.0

544.000 5.9
2,500,000 27.1

64,500 .7

64,500 .7

O -

O -

4.746,700 51.4
........... .....

4,596,700 49.8

o -
4,596,700 49.8

0o -

O -

150,000 1.6

150,000 1.6

O

O

COUNTRY PROGRAMS: TOTAL

% OF
TOTAL
_ - -

23.5

8. 1

8.1

15.4

15.4

76.5

76.5

76.5

860,200
....-... _..

295,200

O
295,200

565,000

565,000
O

O

o

O
o

0

2,800,000

2,800,000

2,800,000
o

O

o

o

O

_ _ _ _ _ _ _ _

o
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COUNTRY PROGRAMS: TOTAL
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS (CONT.)
…__ ------------- - … --------- _----------------

1994-1995

% OF
AMOUNT TOTALPROGRAN CLASSIFICATION

1996-1997 1998-1999
% OF

AMOUNT TOTAL AMOUNT
-__ _ _ _ _ _ _ _ _ _ _ _

IV. HEALTH PROMOTION AND PROTECTION
.mm......................mm....

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILO HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL CONMUNICATION
PREVENTION ANO CONTROL OF SUBSTANCE ABUSE

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLV ANDO SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS' HEALTH

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
ODIARRHEAL DISEASES
AIDS
TUBERCULOSIS
MALARIA ANO OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

CONTROL OF NONCOMMUNICABLE DISEASES

CANCER
OTHER NONCOMMUNICABLE DISEASES

8,293,400
...........

7,901 200

WCH 7,836.000
ADH 65,200

265,400

HED 5.200
ADT 260,200

126,800

NUT 126,800

7. 151.900

7.151,900

CWS 4 094.900
ERA 2,905.800
OCH 151,200

34 192 000

33, 512,600

VID 2-716,900
ARI 243,200
CDD 3,489,400
GPA 12,790,300
TUB 8,000
CTD 13,290,700
OCD 790.500
LEP 183,600

523,100

CAN 234,600
NCO 288,500

9.2
.. u..

8.8

8.7
.1

.3

.3

.1

.1

7.9

7.9

4.5
3. 2

.2

37.8

37.1

.3
3.9

14.1

14.7
.9
.2

.6

.3

.3

616,100

616,100

616,100
O

O

O
O

O

o0

28.00

28,000

28.000
o
O

27,800
...........

0

0
O
O
o
o0

27,800

0
27, 800

6.7

6.7

6.7

O
...........

O
--------___

0
O

O

O
o

_ _- _ O

.3 0

.3 0

.3 0

.3 O
_ O

_- ~o

.3 O0

_ _- _ _ O
O

_ O

_-~ O

0O
o

.3

.3

O
- -- -- -

O
o
o
o

% OF
TOTAL
_ _ _

.....



PROGRAM BUDGET - EXTRABUDGETARV FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

. ... .... .... ... ... ... ... ..............................................................................................- - -

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

GRANDO TOTAL

mmmmwmmmmmm

FMD
ZNS

156,300 .1 0 - 0 -

44,900 .*0 - 0
111,400 .1 0 - 0 -

90,577,000 100. O

mmJmm

9.224,800 100.0 3.660,200 100.0

* LESS THAN .05 PER CENT

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS

S $ $ S $

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ S

GRANTS OTHER

$ $

53,996.500
39,527,900

93,524.400
e.........

100.0

64
67

131
......

119 22 042 000 2 428,600 1 631 900 2 400.000 6,801,600
46 16,894,400 2,657,400 1.294,900 2,824,000 5,827,000

165 38.936,400 5,086,000 2,926,800 5.224,000 12,628,600
..... e.. ....... .......... .. .... ... ... ... ... ..... ...

41.7 5.4 3.1 5.6 13.5
_ _ _ _ _ - - - - - - - - - - - - - - - - - - - -

60 391,700
43,967,100

104,358,800
10......0..

100. 0
_____

67
67

134
......

115
49

164

24 130 500
18.806 000

42,936,500

41.1

2,725,000
2,917,500

5,642,500
...........

:- -

1.836,000 2 079 600
1400 100 3:113,100

.......... ...........
3,236,100 5,192,700

3.1 5.0
_ _ _ _ _ - - - - -

7.731,600
6,201,900

13,933,500

13.4
_____

4,088,000 560,500
3,730,200 13,200

7,818.200 573,700
.. ... m7.5 .. 5

7.5 .5
_ _ _ _ _ - - - - -

67 125 700
48 331, 800

115.457.500

100.0

64
67

131
......

115 26 021,100
49 20,191,300

164 46,212,400

40.2
_____

2,725,000
2,917,500

5,642,500

4.9
_____

2.122,600 2 079,600
1,618,700 3,113,100

3.741.300 5,192,700

3.2 4.5
_____ - - - - -....___

COUNTRY PROGRAMS: TOTAL

1994-1995

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

3,975 200
3,229,800

7,205 000

7.7
_____

613,200
11,400

624 600

.7
_____

14,104, 000
6,789,000

20,893,000

22.3
_ _ _

1998-1999

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

17 240,500
7,785.100

25,025,600

24.0

8.936,800
7 166 900

16,103,700

13.9

4,723,800
4,311,200

9,035,000

7.8

592,800
15,200

608,000

.5

19,924,000
8,997,900

28,921,.900

25.0
_____
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ANTIGUA AND BARBUDA

HEALTH SITUATION

Demography

1. The population census conducted in Antigua and Barbuda in mid year 1991 showed
that the population was 65,080, with Antigua having 32,767 females and 31,113
males. A ratio of 1 mate to 1.07 female. This total figure is lower than the
1960 census and the 1988 estimated mid year population of 81,000. As a result,
many of the health and socio-economic indicators will have to be re-calculated and
data which depend on demographic characteristics should be interjected with
extreme caution. The difference in population figures cannot be explained solely
in the basis of migration. The population figures show that 30.4% are children
under the age of 15 years, with the elderly (65 years and over) constituting 8.3X
of the total population. Life expectancy at birth was 68.6 years per male and
71.9 for females. The number of registered live births has varied little (1256
in 1992, 1178 in 1991 and 1288 in 1990). The birth rate in 1989 was 14.5 per 1000
population compared to 14.0 in 1987. Infant mortality rate remained constant at
21.22/1000 live births between 1988 and 1990.

2. The leading causes of mortatity in 1992 were malignant neoplasms, heart
diseases, hypertension and cerebro-vascular diseases, diabetes mellitus, digestive
diseases, injuries and poisoning, with the rank showing only slight variations
from one year to the other. Motor vehicle accidents have been on the increase.
Of the 26 deaths occurring in under 1 in 1990, 22 occurred in the perinatal and
neonatal periods, the most frequent cause of death being prematurity. Hospital
data indicate that of 1158 births in 1992, 47 were premature and 17 were
stillbirths. Child abuse, domestic violence and substance abuse especially
alcohol, are contributing to morbidity, hence attempts to quantity chitd abuse are
now being made.

Factors affecting health status

3. The management and administration of environmental health program is a main
concern. The program areas of solid waste, liquid, biomedical and hazardous waste
require improvement in management. The problem of poor management of liquid waste
and waste water is compounded by the absence of a sewerage system which is
especially acute in the commercial sector of St. Johns and in the hospital where
an inadequate waste water treatment system discharge sewage through several
suburban coimunities. Although some attempts have been made at improving basic
sanitation in Barbuda, the problem is still serious.

4. The area of food safety and control will continue through training of food
handlers in hotels, restaurants and itinerant vendors.

5. Antigua and Barbuda depends primarily on tourism for its economic growth with
tourism and related services accounting for 60% of the Gross Domestic Product
(GDP). The Government's strategy is to further develop tourism, manufacturing and
agriculture. The per capita GDP in 1990 was US$4,984 compared to US 3,400 in
1987. The decline in economic growth which started in 1988 continued into 1992.
The annual average growth which was 9.0% in 1988 slowed down to 2.8 in 1990 and
2.1% in 1991. To address the external debt efforts have been undertaken to bring
about a phased reduction of the overall public sector deficit to a level where it
can be financed over the medium term.

6. A network of health services provide reasonable access to health care, but
management and leadership needs to be inproved in order to provide efficient and
effective services. A study with recommendations for reorganization of the
management structure of the Holberton Hospital is in process.

7. With the thrust in economic development towards diversification plans for
occupational health and safety in agricultural and manufacturing areas are absent.
Attempts are underway to address the problem of the district health systems to
reorganize boundaries to reflect the population served and services available.
Psychiatric/mental health services which are predominantly community based, needs
to be evaluated for further strengthening and expansion. Training of all levels
and categories of health personnel continues to be a priority need.

8. Environmental protection and development: Basic sanitation services have been
addressed through the OECS solid waste management program funded by World Bank.
Some training in environmental health has taken place. The management of the
environmental health program is a major concern as the Goverrnent attempts to
rectify some of the problems of management of liquid, biomedical and solid waste
and providing potable water.

9. Disease prevention and control: Immunization program against the six EPI
diseases continued to be enforced, resulting in a high percentage of coverage.
The prevention of food borne and diarrheal diseases have been approached through
training of food handlers in hotels, restaurants and itinerant vendors.
Surveillance for the eradication of measles and poliomyelitis has been part of the
control of the infectious diseases program.

10. Health in development: The Government has articulated that health is a high
priority since it is a pre-requisite to any developmental strategy. A health
policy statement has been developed which facilitates the implementation of such
social policies related to the prevention and control of substance abuse and AIDS.
The national economic commission was revised inn 1994 and developmental planning
for the period 1996 - 2000 has started. Information Systems have been established
at the community level with the assistance of the CHIS project funded by IDB and
implemented by PAHO.

11. Health systems development: The Government with the assistance of PAHO/WHO
has undertaken a study with recomnendations for the reorganization of the
management structure of the Holberton Hospital and the Cabinet has taken the
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decision that the hospital should be managed by a Board. Training in leadership
and other areas to support health services has occurred, as the country continues
to seek resources through PAHO Fellowship programs end other agencies. Approaches
for the development of health teams and the establishment of local health systems
have been made. Health care programs to vulnerable groups such as mothers,
children, adolescents and youths have focussed on reproductive health, perinatal
care and adolescent health.

12. Health promotion and protection: Representatives from the country participated
in the development of the Health Promotion Charter followed by dissemination of
the Charter and sensitization at the national level. Psychiatric/mental health
programs have been in operation to include focussing on the mental health problems
of the adolescent. Activities related to Cancer of the Cervix Project, and a
survey of obesity in children have been undertaken whereby baseline information
is now available for planning and programming. Programs related to the prevention
and control for STD/AIDS have continued to be in operation.

13. National health development, plans and priorities: The Ministry of Health has
the central authority for health. The Government has a stated commitment to
primary health care approach and the Caribbean Cooperation in Health with its
seven priority areas and the SPO . Within these priorities the programs
identified are: Development of Health Services; Mental Health; Health Promotion;
Environmental Health; Maternal and Child Health.

14. The Ministry plans to deliver efficient health services through the
development of district health systems, appropriate training of personnel,
research and Health Information Systems to support the local health system.

15. Mental Health program wilt be evaluated to improve plans and programming based
on revised legislation and human resource development.

16. Healthy lifestyles to be promoted through national consultation on health
promotion and education of workers to the implications of health promotion to
their work in chronic non-communicable diseases and the use of the media.

17. Environmental regulations and policies to be reviewed and operational manuals
developed as part of the reorganization of the health unit. Training of teams in
pilot areas in communication for social mobilization.

18. The health status of women and adolescent to be addressed through studies to
determine factors contributing to perinatal mortality and morbidity, expansion of
EPI program and adolescent services developed.

TECHNICAL COOPERATION STRATEGY

19. The functional approaches that PAHO/WHO will take in providing the technical
cooperation will be Development of Policies, PLans and Norms, Dissemination of
Information, Training and Research.

20. Health Systems and Services: In order to assist the country in providing a
more efficient and effective health service, a number of training activities will
take place. Workshops and seminars will be conducted for health workers to
develop the health teams and designing the local health systems. Resources will
be mobilized through PAHO fellowship program for overseas training of appropriate
health personnel to support the district health system.

21. A small technical group will be convened to develop the protocol for health
services research and training in the logical framework as a project development
tool to enhance planning and management capacity. Training will be carried out
locally and sub-regionally. In-country follow-up and local training to support
the health information system will be carried out.

22. Mental Health: Resources will be mobilized for conducting the evaluation of
the mental health services and reviewing of mental health legislation. Technical
advise will be given for the updating and expansion of this service based on
recommendations. Discussion of results of the evaluation will be provided at a
workshop for health workers.

23. Health Promotion: Health Promotion concept will be promoted through a
national consultation with representatives from various sectors at a workshop
followed by several seminars to first educate health workers about health
promotion. Health and FLE Curriculum for the high school level will be developed
for introduction into the high schools with assistance from the Health Educator,
and mobilization of resources for identified manpower needs in this area.
Technical assistance in designing a Cancer Registry will be provided and*
in-country training for use given. Technical support will be given to the
national consultation on use of media in health promotion.

24. Environmental Health: Resources for training overseas will be provided for the
numbers of personnel to be trained in the various topics of environmental health.
A workshop to discuss the reorganization of the Environmental Health Unit and
development of operational manuals. In-country training and technical assistance
social mobilization training for vector control.

25. Maternal and Child Health: Technical assistance and resources will be
provided to conduct a retrospective study in perinatal mortality and morbidity
development and dissemination of ARI/Asthma protocol through short workshops.
Technical assistance will be provided for the expanded schedule of the EPI program
and the development of the adolescent health services.

NATIONAL PRIORITIES FOR TECHNICAL COOPERATION IN PAHO

1. Evaluation of Mental Health Services to include review of Mental Health
Legislation.

2. Training in Health Education.

3. Understanding of Health Promotion concept by all groups.

4. Implementation of Plan of Action for population and development in particular
Reproductive Health.

5. Strengthening youth and adolescent health services.

6. Setting up of Cancer Registry and National Cancer program.
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7. Establishing health teams in community services and strengthening community
participation.

8. Social marketing strategies for condom use.

9. Strengthening management of persons with AIDS.

10. Use of media in Health Promotion.

11. Strengthening management at all levels of health care systems.

12. Development of tool for nursing utilization at hospital and community levets.

13. Planning for health services.

14. Health Services research.

15. Organization and development of Environmental Heatth Services.

16. Manpower training and management in Environmental Health.

17. Revision and updating of Environmental Health Legislation.

18. Development of manuals of operations for Environmental Health.

19. Strengthening Health Information Systems.

20. Developing a program to inmprove perinatal care.

21. Formulating protocols to manage ARI/asthma.

ANTIGUA AND BARBUDA 215



ANTIGUA AND BARBUDA

Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: DEVELOPMENT OF HEALTH SERVICES

PURPOSE

1. Service targets for primary and secondary care Levels developed by 1996.

2. Productivity of selected health manpower increased by 2% in 1997 over that of
1995.

Delivery of health services made more effective and efficient

EXPECTED RESULTS

1. Health teams established

1. Composition and geographic responsibilities of health teams defined by 1996.

2. All teams trained to jointly plan and manage district program by 1996.

1. Blueprint for establishment of LHS in Antigua designed and discussed by 1996.

3. Manpower trained

4. Health Services research promoted

5. Health PLanning and Management capacity increased

6. Health Information Systems strengthened

PROJECT 2: Mental Health

PURPOSE

Delivery of Psychiatric/Mental Health Services efficient and effective.

EXPECTED RESULTS

1. Psychiatric/mental health program in hospital and the community established.

2. Mental Health Legislation reviewed and updated.

1. Nationais trained in selected areas to meet new demands and maintain current
gains in health services: Hospital Administration and general management; Health
Education; Medical Records; Family Nurse Practitioner; Public Health Nurse;
Pharmacology; Epidemiotogy.

1. Protocol for at least 2 health services research projects developed in
collaboration with project heads by 1996.

1. 50X program managers trained in detailed planning and use of LFA by 1996.

1. Health Information System modules in place and policy developed by 1997.

1. Less hospital re-admissions of persons with psychiatric/mentael health problems
by 1997.

2. An increase of 10X treatment of persons with psychiatric/mental health
conditions at the community level in 1997 over that of 1995.

1. Psychiatric/mentael health services evaluated with recommendations for
improvement by 1996.

2. Programmatic approach to psychiatric/mentael health developed and manpower
training needs identified by 1996.

1. Legislation pertaining to Mental Health known by health workers and used for
program development by 1997.

2. Local Health Systems designed
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PROJECT 3: Environmental Healh

PURPOSE

Environmental conditions improved

EXPECTED RESULTS

1. Manpower trained

1.Reduced levels of sewage discharge in public drains in St. Johns and its
environs by 1997.
2. Aedes Aegypti household index reduced by 4% in 1997 over that of 1994.
3.No visible accumulation of solid waste in St.John and selected areas reported,
except on collection days by 1996.

1. At least 10 persons trained in food protection management by 1997.

2. 10 persons trained in HACCP by 1997.

2. Environmental reguletions revised.

3. Reconmendations for reorgenizetion of the Envirormental HeaLth Unit mede to
MOH.

4. ManuaLs Developed

5. Cepecity for social communication for Vector Control improved.

PROJECT 4: Matemal and child health

PURPOSE

Improve health status of women, adolescent and children

1. Contributory fectors to perinatal mortelity end morbidity determined.

2. ARI Management capacity improved

3. EPI Program supported

4. Youth and Adolescent health services strengthened

3. 1 person trained in Public Health by 1997.

4. 10 persons trained in impact assessment by 1997.

1. Environmental regulations review to ensure adequacy of legal framework for
monitoring and enforcement and draft legislation developed by 1996.

1.Assessment conducted of the organization and management of the Unit by the end
of 1996.

2. Recommendations based on the assessment developed and presented to MOH by end
of 1996.

1. Operational manuals for at least two selected environment health program
developed and discussed with MOH by 1997.

1. Health teams in two pitot areas trained in communication for social
mobilization by 1996.
2. Teachers in 1% of schools in at least two pilot areas trained to use curriculum
in EH1 by 1996.

1. Perinatal mortality and morbidity decreased.

2. Admissions to hospital due to asthma reduced.

3. Rate of teenage pregnancy, obesity, substance abuse reduced by 5% betueen
1994-2000.

4. Reproductive health indicators improved between 1994 and 1997.

1. Retrospective study completed to determine factors contributing to perinatal
mortality and morbidity and recommendations made for improvement of program by
1996.

1. Protocols for Management of ARI/Asthma developed and discussed with health
personnel in community hospital and private practitioners by 1996.

1. Expanded schedule for EPI, Hepatitis, BCG and Haemophylis recommended, and
management and annuaL plan reviewed by 1997.

1. Program developed for adolescent health services and implemented by 1996.

ANTIGUA AND BARBUDA

Obiectives Indicators
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PROJECT 5: Health Promotion

PURPOSE

Healthier Lifestyles Adopted

1. Less STD occurring in the population by 1997.

2. Less smoking and aLcohol among persons in the population by 1997.

3. Persons screened for Cancer of the Cervix increased by 10X in 1997 over the
period 1994.

EXPECTED RESULTS

HeaLth Promotion concept promoted.

1. National consultation on Health Promotion held by 1996.
2. ALL HeaLth workers educated to understand HP impLication for their work by
1996.

2. Heatth and family Life Education program established.

3. Cancer control program strengthened

4. Media in HeaLth Promotion strengthened.

1. Programmatic approach to health and family Life education developed and
manpower training needs identified by 1997.

1. NationaL program with targets detailed by 1996.

2. Cancer Registry designed by 1996 and operationalized by 1997.

1. National consultation on use of media in Health Promotion held by 1996.

Objectives Indicators
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAM CLASSIFICATION

_________--__--_______---__---------__________________________________

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

1998-1999

A OF
AMOUNT TOTAL

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
-....................................... -- -

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

128,300 70.2
aaeaflacaaaaaacai

UAH

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

128,300
--- 128-.300

128,300

70.2

70.2

18,300 10.0
........... ....................

WCH

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
MENTAL HEALTH

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

GRAND TOTAL
........... i

HED
MNH

18,300

18,300

10.0

10.0

0

0
0

36,100 19.8

CWS

36,100

36,100

19.8

19.8

182,700 100.0
I........... .....

125,800
...........

125,800

125,800

50,100
...........

19,500

19,500

30,600

20 400
10 200

23,400

23.400

23,40023,.400

63.2
.....

63. 2

63.2

25.1

9.8

9.8

15.3

10.2
5.1

132,800
...........

132,800

132,800

56,300

21,900

21,900

34,400

22 900
11 500

11.7 25,900
..... ........... .... ,..

11.7

11.7

199.300 100.0
........... ... I

25,900

25,900

215.000
mmmmmmmmmII

61.8

61 8

61.8

26.2
10.2.

10.2

10.2

16.0

10.7
5.3

12.0

12.0

12 .0

100.0
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PROGRAN BUDGET - EXTRABUDGETARV FUNDS
----------------------------__---------______--___ __ ------------ __-------------- _____--------____________________

1994-1995 1996-1997 1998-1999

N OF % OF % OF.
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ -_ _ _ _ _ --- _ _ _ _ _ _ - _ -_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

VI. DISEASE PREVENTION AND CONTROL
...................... m.......

69,000 100.0 0 0 -
mmmmmmmmmmm mII mmm1111 m11 mmmmmmmmmL mmmmmm~m mmmwm

CONTROL OF COMMUNICABLE DISEASE
___A ____________ --___S _ _-- -- PA

AIDS GPA

69,000 100.0

69.000 100.0

GRANO TOTAL 69,000 100.0 0 100.0 0 100.0

______________________________________________--------------------------------------------------------------------------------

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
----------------------------------------__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - - _ _ -- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AnOUNT

-------- PERSONNEL -------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

S $

DUTY
TRAVEL

_ _ _ _ _

FELLOWSHIPS

$_ _ _ _ _

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$S

GRANTS OTHER

$S

164 400
18.300

182.700

100.0

179,800
19,500

199,300
m..mm ... m

100.0
_____

0
0

0

.. ....

o

0
0

------

0

0

------

.....

1,400
o

1,400

.8

0O

.a .... a ...a.a

_____

29,200
11,100

40,300
...........

22.1

23,000
4,000

27,000

13.5
_____

193,100
21,900

215,000

100. 0--o-a

0
0

0
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0
0

0
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0

0

O

.0

0

0

-_ O0 -
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1994-1995
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WHO - WR
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1996-1997

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

10,500

10,500
..........

5.7

11.600

11,600
..........

5.8
_____

66.000

66,000

36.1

71,300

71,300
...........

35.9
_____

19,800
5,800

25,600

14.0

27 100
6 :00

33, 100

16.6
_____

1998-1999

PAHO - PR
WHO - WR

TOTAL
... OF TOTAL

% OF TOTAL

11.800
1 400

13.200
..........

7.2
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3.700
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0
0

0
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0
O

0
..........
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0
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o

o

.0
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HEALTH SITUATION

1. Argentina is a democratic federal republic made up of 23 provinces and the
Federal Capital. These potitical-administrative units have, by constitutional
mandate, the responsibility for protecting and caring for the health of the
population.

Demography

2. Argentina has an estimated population of 33,700,000 inhabitants, according to
projections made on the basis of the 1991 census, with a natural annual growth
rate of 1.5%. The urban population makes up an estimated 86% of the total
population, with the vast majority concentrated in seven urban centers. An
estimated one third of the country's population lives in the Federal Capital and
surrounding metropolitan area. The age distribution shows a trend toward growth
in the population aged 60 and over (13.9%) and a reduction in the groups aged 0-24
(46.0%) and 25-51 (40.8%).

Health status indicators

3. Reductions in infant mortality (from 33.2 to 25.6 per 1,000 live births) and
general mortality (from 8.6 to 8.0 per 1000 population) in the period 1980-1990
helped to raise life expectancy at birth, which in 1990 was estimated at 68 years
for the men and 75 for women.

4. Analysis of the causes of death between 1980 and 1990 shows a progressive
increase in the percentage share of diseases of the heart, malignant neoplasms,
and cerebrovascular disease. In children under one year of age mortality from
pneumonia and influenza and from intestinal infectious diseases diminished,
although these causes continue to account for a substantial percentage of
avoidable deaths.

5. Death by homicide has risen significantly in the 15-49 age group.

6. There is concern over the increase in cases of alcoholism, drug addiction, and
accidents among adolescents and young adults. The incidence of AIDS has
increased, and it is currently estimated that an average of 3 new cases and 15-45
new infections are occurring every day. As of November 1994 the total number of
reported AIDS cases stood at 5,303. The epidemic has been most severe among drug
addicts, who become infected through blood (34%).

7. Generally speaking, the incidence of vaccine-preventable diseases has shown a
steady decline, although there are marked differences between provinces due to
differences in living conditions.

8. Cholera, which has affected essentially only the provinces of Salta and Jujuy,
has declined, the number of cases dropping from 2,008 in 1993 to 889 in 1994.
Reported cases of diarrheal disease tripled and higher incidence was registered
in the provinces of the northeast. Cases of animal rabies declined 99X over the
decade, but in 1994 one case of human rabies was reported-thefirst since 1985.

9. Chagas' disease continues to be the country's most serious endemic disease,
although the serological prevalence continues to decline. The most important foci
are located in the provinces of Salta and Jujuy.

10. In 1990, 727 cases of Argentine hemorrhagic fever were registered, which
signified a doubling of the incidence from 1988 to 1989. In 1992 the number of
reported cases declined to 92. Malaria occurs mainly in the northeastern
Argentina, although fewer than 100 cases per year are reported.

11. Maternal mortality is estimated at 5.2 per 10,000 live births, which is
considered high, given that 85%-95% of deliveries take place in health care
institutions. In the regions of the northeast, northwest, and Cuyo, average
maternal age is Lower than the national average, fertility is higher, and maternal
mortality is also higher (8.0 per 10,000 live births).

12. Accidents rank fourth as a cause of death for all ages and although a slight
downward trend has been noted, the accident rate is still cause for serious
concern, owing to the avoidability of accidents and the number of years of
potential life lost due to this cause. Four times more men than women are killed
in accidents. Mental illness accounted for 5X of all hospital discharges in 1990.

13. Environmental conditions are deficient in urban fringe areas and in regions
that show accelerated economic development. In some areas, development activities
have resulted in serious damage to forest ecosystems, and there has been
significant erosion and sedimentation in the River Plate basin. Increasing
degradation of water resources and the environment in general has been noted. It
is estimated that motor vehicles produce 70% of alí air pollutants. Poisonings,
floods, and terrorist attacks are other risk factors that detract from the quality
of tife and endanger the safety of the country's citizens.

14. In regard to basic sanitation and drinking water supply, 1991 census figures
indicate that, overall, 66% of the Argentine population is served by public water
systems, but there are marked disparities between the provinces (96% in Catamarca
province but only 44X in Misiones province). The same census data indicate that
only 36% of the population is being served by sewerage systems and, again, there
are large geographical differences (the Federal Capital has 58% coverage, uhile
Misiones has onty 6%).

15. Protection of water resources is a serious concern, especiatty as relates to
treatment of wastewater. A large percentage of facilities provide only primary
treatment, either because they were designed only for that purpose, or because of
lack of maintenance, or because their capacity has been exceeded. On average,
only 10% of the sewage collected is treated before being discharged, which is
generating a growing problem of environmental pollution and represents an
increasing potential risk to public health.

16. According to the first National Congress on Housing and Community, organized
by the Interprovincial Union of Housing Entities (UNIDEVI) and held in 1992,
Argentina has a serious housing deficit that is growing steadily. The estimated
deficit as of the date of the Congress was 2,500,000 housing units. This
statistic indicates that a significant portion of the population is living in
deficient housing conditions, a situation which poses serious health risks.
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Factors Affecting Health Status

17. Beglning in 1989, following a period of consolidation of the democratic
system restored in 1983, a process of structural reform of the economy and the
government was initiated. Fiscal adjustment and the plan for conversion of the
national currency resulted in several positive developments, including the control
of Inflation, stability of macroeconomic indicators, and economic revival.

18. However, structural problems persist. The most serious include the growth of
pockets of critical poverty; the decline in formal employment; deterioration of
the operating capacity of the public sector; Loss of efficiency, effectiveness,
and equity in public social spending; and reduction in the coverage of public
benefits.

19. By the beginning of 1993, the cost of a basic market basket of food for a
typical family had increased 56%, whereas industrial wages had risen only 27%.
Over the last five-year period the open unemployment rate increased from 6.1% to
7.0X of the economically active population (EAP). In the greater Buenos Aires
area, where one third of the country's population lives, unemployment has doubled
since 1980.

20. The pension system, which has undergone an acute financial crisis, provides
a minimum monthly allowance of about US$ 200.00.

21. The housing shortage persists and has become an important health and social
risk factor. It is estimated that even if 100,000 dwellings were constructed per
year, it would still take more than 30 years to eliminate the deficit. One of the
phenomena that has resulted from this situation is the proliferation of so-called
"emergency communities"-shantytownsand slums, which in the Federal Capital alone
are home to 60,000 people.

22. As concerns education, although no changes have been noted in the trends
registered during the decade 1980-1989, there are important interprovincial
differences: the percentage of the first grade cohort completing the seventh
grade is 62.9% for the country as a whole, with extremes ranging from 20.0% for
El Chaco province to 80.6% for the Federal Capital.

23. The only information available on quantifiable differences comes from certain
indicators for the provinces, which reveal that, although some progress has been
made, there continue to be major differences in health status related to living
conditions. Especially telling are the statistics on infant mortality, which in
1990 was 16.8 per 1,000 Live births in the Federal Capital but was twice as high
in the provinces of Salta (32.3 per 1000), Jujuy (35.8), Formosa (33.2), Chaco
(35.8), and Catamarca (34.6).

Status of the Strategic and Programmatic Orientations (SPO)

24. Health in development: The country is engaged in a process of sweeping
political, social, and economic reform. The Government is continuing to promote
a series of structural changes in the economy and in the State, as well as in the
relations of the State with society in general, and in relations between the
central government and the provincial governments.

25. The principal objectives of the economic model are to foster economic recovery
and control inflation through the deregulation of economic activities. As a
consequence of the strategies of deregulation, privatization, and economic

liberalization applied over the last several years, important changes have
occurred in labor markets, union activity, and public services. The accumulation
model has changed radically and market incentives have become the basis for the
allocation of resources.

26. Although the economy has continued to recover, public goods such as health,
education, and social welfare, in which the State has traditionalLy played a key
role, have experienced change, with losses in operational efficiency,
effectiveness, and distributive equity. Public sector financing has suffered since
1982 as a result of economic instability, inflation, and the adjustment process.

27. In the area of social services, privatization of the financial resources of
the social security system is currently being consolidated and political action
is pending on the deregulation of the social welfare system and the conversion of
provider institutions to a system of free choice, which would result in a health
system with a substantial degree of individual responsibility for financing.

28. The concept of health is restricted to the model of service delivery and
medical attention. There is little community participation and social
organization in matters related to health and in the public debate for the
formulation of laws and standards designed to promote health rights, the adoption
of healthy public policies, and consumer protection.

29. Argentina has a rich tradition in health research, especially in the
biomedical area. However, recent studies have indicated a decline in such
research.

30. In the years between the first national survey of scientific and technical
resources (1969) and the Latest survey (1988), research on human health declined,
both in terms of the number of human resources involved and the number of research
projects, although health research continues to constitute 30% of all scientific
research. Most of the institutions engaged in health research are State
dependencies (most are universities), with limited participation by the private
sector.

31. Seventy percent of the health studies conducted concern biomedical subjects
and 10% have to do with chemistry. The social sciences account for only 2% of all
studies, although 4% of the investigators have social science backgrounds. Between
25% and 30% of the studies are of diseases-especiallyneoplasia, diseases of the
digestive system, and parasitic diseases (90% of this category corresponds to
Chagas' disease), while 25% are related to biology (cellular and molecular) 18%
to techniques, and 11X to public health.

32. Health systems and services development: The restructuring of the health
system is guided by two basic strategies: decentralization and, to a certain
extent, deregulation. These strategies form the political and economic basis for
the principal health reforms underway: reform of the social welfare system,
redefinition of the way in which public health care services will operate, and
redefinition of the role of the Hinistry of Health.

33. Within the framework of State reform, the Ministry of Health has transferred
the medical services still remaining under its jurisdiction to the provinces and
municipios. The Ministry maintains a group of national institutes and managerial
units which are responsible for policy-making and coordination of functions with
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the provinces, regulation, control, standardization, and technical support in
regard to the critical elements and strategical orientations of the health care
system.

34. National health policies were issued in July 1992. The fundamental objectives
of these policies are: improvement of the accessibility, efficiency, and quality
of health care; strengthening of health promotion and protection activities,
targeting specific population groups; and redefinition and reorientation of the
processes of federalization and decentralization. Human resource development is
considered crucial to this process, as is enhancement of the capacity for
«regulation and control of drugs, technology, food, and critical inputs. The
National Drug, Food, and TechnoLogy Administration (ANMAT) has recently been
created for that purpose.

35. An intense debate is currently under way on the future of the health services
system, the main focus of which is health care financing. Economists and health
technicians whose foremost concern is cost-efficiency are the most prominent
participants in this debate, which consequently is revolving around the relative
merits of "subsidized supply" and "subsidized demand."

36. In this framework, various public and private initiatives aimed at addressing
the critical situation of health services have appeared in the sector over the
past three years. Among the mechanisms intended to bring about a more rational
allocation of resources is the application of standardized classifications of
services and fee schedules, decentralization of the public hospitals remaining
under the central level, programs of accreditation and classification for health
care facilities, deregulation of fees in social security institutions, and wider
dissemination of the national formulary. Other important initiatives recently
implemented are the application of a self-management model for public hospitals
and a program for health care quality assurance.

37. Progress in the actual implementation of primary health care has been rather
limited, and in most of the jurisdictions in which it has been promoted, it has
been organized more as a "program" at the primary care level.

38. With regard to human resources, up to now it has been educational, medical
care, and labor institutions that have set the criteria for human resource
development. With the major macrostructural changes taking place in the country,
significant changes are also occurring in medical practice as a response to
changes in the organization of medical care. There is a strong trend toward
specialization in all areas, owing to the incorporation of technologies and their
influence on the value placed on certain practices. At the same time, a decline
in the remuneration of health personnel is being observed, which has had negative
repercussion in terms of performance, increased dependency, multiple jobholding,
underemployment, and unstable employment conditions.

39. The number of practicing physicians in 1992 was estimated at approximately
90,000. They are unequally distributed geographically, both among and within
regions and between urban and rural areas.

40. Since 1980 no schools of medicine have opened in new geographical areas, and
during the period no policies aimed at promoting or providing incentives for
relocation of professionals to underserved areas have been applied.

41. With regard to nursing, there is an approximate total of 69,000 professionals,
of which 18,000 are nurses (including university graduates), 26,000 nursing

auxiliaries, and 25,000 practical nurses. ALthough the total number has increased
about 5% in the Last three years, the increase has not been sufficient to keep
pace with population growth during the same period. The number of nurses in the
highest category-nurses with university training-appears to have decreased in
absolute terms as some of these nurses have responded to better employment
opportunities outside the country.

42. The shortage of nursing personnel has thus intensified, and the ratio of
doctors to nurses has increased. The country currently has five physicians for
every nurse, which contrasts sharply with the figure of three nurses per doctor
considered to be acceptable. The number of nurses per 10,000 population was 5.2
in 1992.

43. Generally speaking, the development of human resources for health in Argentina
can be said to be at a critical juncture as a result of severe cuts in government
funding for most of the universities and public institutions that train around 95%
of the country's health professionals.

44. Spending on drugs in Argentina is high. At the fifth Argentine Congress on
Drugs (1990), the amount spent per capita was reported to be USS 80.

45. A decree was recently promulgated that regulates the prescription of drugs by
their generic name and is intended to promote greater transparency and competition
in the drug market in order to make drugs more affordable for the population.
With intensive negotiation and reformulation of standards, headway has been made
toward establishing a new national registry, which includes 8,000 drugs and
provides for compulsory generic Labeling.

46. Health promotion and protection: The reform of the State has entailed not
only technical and political restructuring of the Ministry of Health, but also a
reorientation of the strategies and programs of the various central-level
technical units. In addition to setting policies and standards, and regulating
and controlling resources and services (in the broad sense), they have been given
responsibility for technical cooperation with the provinces as a consequence of
the decentralization of the provincial units responsible for health programs, and
they have acquired greater vitality and importance.

47. A particular effort has been made to strengthen the maternal and child health
program. A national commitment to maternal and child health has been
established-whichsets national goals and strategies and for which action by the
provinces is essential-andthere has been a significant increase in national funds
for the execution of provincial programs, which are gradually stepping up their
Level of activity.

48. With external financing, a maternal and child health and nutrition program is
being carried out with a view to developing and improving a network of
comprehensive care services and programs at the primary Level. The program is
applying a strategy of focusing on socioeconomic risk groups and is expected
initially to cover 25X of the provincial jurisdictions.

49. The Ministry of Health has taken measures to support health promotion and
protection through the establishment of programs on health communication, health
education, human resources training, and reorientation of medical practice in
health services systems, and promotion of the healthy communities strategy.
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However, the cultural, political, social, economic, and intersectoral culture does
not appear to favor the adoption of legislation aimed at developing healthy public
policies that might foster changes in the lifestyle of the population.

50. Moreover, the prevailing institutional culture is not propitious for
integrated, Intersectoral approaches to the resolution of problems.
Organizational and structural issues have made it difficult to achieve the
coordination and agreement needed to carry out intersectoral projects aimed at
improving the health and well-being of the population.

51. A few provinces and nongovernmental organizations have undertaken initiatives
in the area of safe communities, which were initially aimed at preventing
accidents but over time have been expanded to encompass prevention and health
promotion activities as well.

52. With regard to noncomnmunicable diseases, despite the relative importance of
cardiovascular diseases, malignant neoplasms, accidents, mental illness, and other
noncommunicable causes of death and demand for services (which can be expected to
increase as the country undergoes demographic transition), no concrete measures
have been taken to encourage lifestyle changes among the population with a view
to preventing such pathologies.

53. The country has not yet developed a dynamic or appealing strategy of social
communication and health education capable of motivating the population and health
professionals to become actively involved in trying to prevent the principal
health problems. In practice, the health care system continues to be more oriented
toward curative care than health promotion and protection.

54. Development and protection of the environment: As regards basic sanitation,
following the application of the law on privatization, private concessions now
serve 50X of the total population that has access to water and sewerage services
in the provinces of Corrientes, Greater Buenos Aires, Tucumán, and Mendoza.
Cooperatives are operating in cities with populations ranging from 20,000 to
150,000 inhabitants and serve approximately 9% of all users. There are more than
1,000 community organizations.

55. Considerable headway has been made in the process of privatization of water
and sewerage services. In several provinces the transition to privatization is now
well advanced and, as a result, in a relatively short time, 21X will be added to
the total population served by private concessions. Responsibility for providing
services to around 20X of the total population currently being served will remain
in State hands. Considering the size of the unserved population and the expansion
of services, significant changes in the role of the State are expected.

56. Throughout the privatization process, it has been the provinces, especially
the provincial ministries of finance, public works, and public services, that have
made the decisions. In all the provinces that have opted for privatization-or
partial privatization in some cases-regulatoryentities have been created. These
entities are responsible for regulating services and monitoring compliance with
the specifications and goals established under the concession contracts.

57. In general, in the area of basic sanitation, there has been a lack of global
planning, reliable Information (owing to the lack of an adequate Information

system), and delegation of functions to the appropriate agencies. The recent
creation of the Department of Water Resources, within the Ministry of the Economy,
Public Works, and Public Services, should alleviate this problem, since preparing
a national sanitation plan and developing a sectoral information system are among
the Department's principal objectives.

58. In regard to environmental protection, there are growing problems and
structures have only recently been put into place to address them. The
coordination that would make efforts in this area more systematic does not yet
exist. At the national level, in addition to the Department of Natural Resources
and Human Environment, the Ministries of Health and Social Action, the Economy,
the Interior, Defense, Foreign Affairs, and other departments under the Office of
the President of the Republic all maintain agencies that are directly concerned
with the environment. In addition, various provincial and municipal institutions
also have very broad responsibilities, since relatively few functions in this area
were delegated to the central level. This fragmentation is not necessarily a
problem, but the lack of coordination makes planning and implementation of actions
much more difficult. The provinces do not even adopt all the standards and
procedures established at the central level.

59. Disease Prevention and Control: With regard to vaccine-preventable diseases,
the imnunization program has achieved high levels of coverage and surveillance for
the EPI vaccines and has improved the coordination of its efforts with those of
the provincial programs. The program has also undertaken a national campaign to
eliminate measles. Nevertheless, despite these efforts, large disparities in
coverage between provinces persist. For example, DTP coverage among children
under 1 year of age in Tucunmán is 52% but for Tierra del Fuego it is 104.5X.
Efforts have been made to strengthen the program for vaccination against neonatal
tetanus among women of childbearing age in the most affected provinces.

60. The latest information reveals a worsening of the tuberculosis situation in
terms of an increase in the number of cases and a decline in preventive measures
and bacteriological diagnosis.

61. Reports of commnunicable diseases increased 75X during the last decade, mainly
as a result of the appearance of cholera and the increase in meningitis.

62. Report cases of meningoencephalitis from all causes have increased every year
since 1988. There has been an appreciable increase in the occurrence of cases
caused by N. meningitidis in recent years with respect to previous years. It has
been impossible to plan for primary prevention of this pathology due to the low
rate of bacteriological confirmation and typing. During 1994 a field test using
the Cuban-made meningococcal BC vaccine was carried out.

63. Other noteworthy programs at the national and provincial levels are the AIDS
and cholera control programs. The occurrence of cholera cases during two
consecutive years (beginning in February 1992) prompted an intensive mobilization
effort to address the situation. Programs were established to provide public
information, health education, personnel training, and staffing of services, and
in the affected areas (mainly the northeastern and northwestern regions)
investments in basic sanitation were made.
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64. The Ministry of Health, through the National Program to Combat Human
Retroviruses and AIDS is particularly concerned with reducing the spread of HIV
infection in order to attenuate the biological, physical, social, and economic
impact of the HIV/AIDS epidemic on the population and to coordinate the timely and
efficient execution of activities in relation to HIV/AIDS.

65. Almost all the provinces are collaborating in the national AIDS control
program, which supports and carries out efforts to improve diagnostic
laboratories, medical care for AIDS patients, and information and education
programs for the general public and for specific risk groups. There is also
active involvement by nongovernmental organizations and interest groups, which are
carrying out independent activities and support programs.

Plans and priorities for national health development

66. The Argentine government, through Presidential Decree 1,269 of 20 July 1992,
has set the following health policies:

67. Achieve full recognition of the population's right to health with a view to
attaining the goal of health for all in the least possible time through the
implementation and development of a system based on equity, sotidarity,
effectiveness, efficiency, and quatity. Health will thus become an essentialt
element in the consolidation of democracy.

68. Improve the accessibility, efficiency, and quality of medical care, through
the effective extension of coverage to the entire popultation, providing services
of the highest possible quality at the least economic and social cost.

69. Diminish avoidable risks of illness and death, through sustained and concerted
health promotion and protection activities, aimed especially at marginalized and
impoverished populations and at biological, psychological, and social situations
that are considered potentially hazardous.

70. Redefine and reorient the role of the central level in the health sector, so
that it plays a regulatory and leadership function within the overall political
framework and can efficiently fulfill the functions entrusted to it, strengthening
the process of decentralization, coordinating its action with that of the
provincial goverrnments and the municipal government of the City of Buenos Aires.

71. For each of the policies, a series of strategies has been defined with a view
to strengthening the role of the health in the development process; promoting
inter- and intrasectoral coordination for health promotion and protection;
redesigning the health system and restructuring the management of health
institutions; and mobilizing human and financial resources to help improve health
levels and services.

National Priorities for Technical Cooperation in Health

72. In its budgetary policy for the year 1995, the Ministry of Health has
reiterated the health policies approved in Decree 1,269 of July 1992 and has
identified two complementary dynamics: the structural reforms in the health
sector and the responses for addressing the challenges confronted daily by
Argentine society.

TECHNICAL COOPERATION STRATEGY

73. PAHO/WHO technical cooperation, in response to the priorities identified for
the country, will be oriented toward supporting the provincial and nationat
ministries of heatth in strengthening the role of health in the development
process, promoting inter- and intrasectoral coordination of the actions proposed,
and mobilizing strategic human and financial resources to help improve health
levets among the population.

74. Resources will be mobilized, information will be disseminated, and research
will promoted among various social and institutional actors with a view to
encouraging the organization and participation of society in defense of citizens'
rights and fostering human development and social justice in the framework of the
macroeconomic situation.

75. Special importance will be attached to actions aimed at strengthening the
managerial capacity of the Ministry of Health to enable it to better fulfill the
new regulatory and subsidiary role it is called on to play in accordance with the
State reform process, through the reformulation of laws, regulations, policies,
plans, and standards and the improvement of information management and analysis.

76 It is considered necessary, in addition, to substantially expand technical
cooperation between neighboring countries, mobilizing common national and
international resources in order to progressively consolidate the Southern Cone
and MERCOSUR initiatives.

77. Significant attention will be given to the processes of training, research,
and information management and dissemination in the field of epidemiology in order
to strengthen and modernize the country's capacity for epidemiological analysis
and monitoring and evaluation of the health situation and living conditions of the
population. An effort will be made to apply a gender perspective in these
activities.

78. At the same time, efforts will be made to strengthen training for a critical
core group of leaders and strategic human resources in order to prepare them to
undertake health sector reform. The activities to be carried out in this
connection will include resource mobilization and promotion of policies, plans,
and standards intended to revamp the structure and relationships between the
system that trains human resources and the users of those resources.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

Bearing in mind these priorities and the availability of national funds, the
goverrnment has requested external technical and financial cooperation for the
following priority areas:

1. Strengthening of the managerial and regulatory capacity of the Ministry of
Health

2. Regional integration in the Southern Cone

3. Promotion of human and social development

4. Improvement of health surveillance

5. Health system reorganization and management
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6. Strengthening of public infrastructure (investment)

7. Regulation and control of food, drugs, and technology

8. Strategic human resources development

9. Health promotion and protection programs

10. National Maternal and Child Health and Nutrition Program (PROMIN)

11. Programs for the control of epidemic and endemic diseases

12. Programs for the prevention and control of chronic diseases

13. National AIDS Control Program

14. Environmental protection programs
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BIENNIAL PROJECTS

PROJECT 1: HEALTH, EQUITY AND CITIZENSHIP

PURPOSE

To mobil2ze the participation of society in raising the value placed on health,
in both economic and cultural terms, within the development process and using
health es en instrument to increase equity and improve the Living conditions of
the population.

EXPECTED RESULTS

1. Integration of organized groups representing civil society-especially the
Parliament, the human rights defense groups, consumer rights groups, NGOs, and
research Institutions-intothe regular PAHO technical cooperation process in the
country. PAHO will provide technical support for resource mobilization,
organization of activities, dissemination of information, training of leaders,
research, and formulation of social and health policies, aimed at promoting equity
and improving living conditions.

2. Implementation of strategies for the review and analysis of conceptual
scientific, political, legal, end inetitutional frmeworkse for the development
process and transfer of health technology.

3. Imnplementatlon of a plan for institutional strengthening of the Ministry of
Health to enhance its capacity for analysis and formulation of policies and
programs on population and reproductive health.

. Inplnemntation of a plan for institutional strengthening of the Ministry of
Health to enable it to more effectively carry out its role in improving working
conditions end environments within the franmeork of the new law on occupational
safety.

1. By the end of 1997, health issues will have been widely debated by organized
civic groups and incorporated into politicaL agendas and government plans.

1. By the end of 1997, a general survey of the various categories of organized
groups in Argentina will have been completed and the information will have been
made available to the public.

2. By the end of 1997, at least one representative group from each category will
be conducting a comprehensive pilot project with technical cooperation from PAHO.

3. By the end of 1997, a network for exchange and coordination between the
different categories of groups will have been put in place with support from PAHO.

1. By the end of 1997, groups will have been formed to develop the proposals for
policies and strategies on science and technology in the health sector, to be
distributed for discussion among the authorities and intersectoral leaders
involved.

2. By the end of 1997, at least two health technology transfer projects will have
been selected and submitted for discussion by the pertinent authorities and
institutions.

1. By the end of 1997, national end provincial authorities will have agreed on en
analysis methodology.

2. By the end of 1997, population and reproductive health enalysis groups will
have been formed at the national and provincial levels.

1. By the end of 1997, at least 50X of the work force of the workers' health
agencies of the Ministries of Health, Labor, and Social Security will have
participated in specific training activities to enable them to carry out plans for
the improvement of working conditions and environments.

2. By December 1997, a proposal will have been finalized for the implementation
of en information system to facilitate implementation of the law on occupational
safety and provide information on workers' health issues in Argentina.

3. By December 1997, eight meetings on the subject will have been held, involving
at least 10 provinces.
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5. Review and analysis of the conceptual, legal, and institutionaL frameworks for
the process of involving women in the area of health.

228

Indicators

4. By the end of 1997, at least 10 companies should have developed and implemented
plans for the improvement of working conditions and environments.

1. By the end of 1997, it is expected that technical cooperation will have
contributed to the formation/consolidation of at least three research and analysis
groups on the health situation of women at both the national and provincial
levels.

2. By the end of 1997 it is expected that technical cooperation will have made it
possible to study and develop two health programs aimed at reducing gender
inequities.

PROJECT 2: DEVELOPMENT OF NATIONAL HEALTH SECTOR MANAGEMENT

PURPOSE

Strengthening of the new regulatory role of the Ministry of Health within the
process of State reform currently under way in Argentina.

EXPECTED RESULTS

1. Implementation of the process and strategies for providing technical
cooperation to the Argentine Government, in particular the Ministry of Health, for
the development and implementation of national health policies and programs.

2. Implementation of a plan for restructuring the PAHO/WHO Representative Office
in Argentina with a view to enabling the Office to respond more efficiently and
effectively to the country's requests and needs for technical cooperation in the
health field.

3. Institutional consolidation of the technical cooperation program of the PWR/ARG
in the area of health science information.

4. Institutional consolidation of the technical cooperation program of the PWR/ARG
in the field of scientific and technical information and documentation.

5. Laying of the groundwork for the formation of the Joint National Committee on
Emergency and Disaster Response and establishment of a plan of action for
prevention and health promotion.

1. By the end of 1997, the mission and functions of the Ministry of Health will
have been redefined and an organizational and technical strategy to enable it to
exercise overall management of health activities throughout the country will have
been devetoped.

1. By the end of 1997, 80X of the strategic objectives of the plan for
institutional transformation and strengthening of the Ministry of Health-aimedat
giving it the technical capabilities to lead the health development process-will
have been implemented.

1. By the end of 1997, the development plan for the PWR/ARG, with emphasis on
quality management, will be fully implemented.

1. By 1997, the information science unit of the PWR Office will possess the
technological know-how and operating capacity necessary to respond to the Office's
health sciences information needs and to fulfill its role as a reference center
for the national health information network.

1. By 1997, the Information and Documentation Center of the PWR/ARG will have the
technological know-how and operating capacity necessary to support the priority
PAHO technical cooperation programs in the country and to serve as a reference
center for the collection and selective dissemination and distribution of
scientific and technical health materials.

1. By December 1997, at least 30% of the work force of the agencies directly
concerned with emergency and disaster response within the Ministry of Health,
Ministry of the Interior, and Ministry of Defense and Civil Defense will have
received training in prevention.

2. By December 1997, a proposal will have been finalized for the implementation
of an information network on emergencies and disasters in Argentina.
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PROJECT 3: HEALTH SURVEILLANCE

PURPOSE

Improvement of epidemiological knowledge and analysis of the health situation in
the country, with emphasis on differentials related to Living conditions.

EXPECTED RESULTS

1. Coordination and provision of technical support for groups to undertake the
analysis of information and trends related to living conditions.

2. Implementation of an institutional development plan for the National Health
Statistics Program of the Ministry of Health.

3. Formulation of a methodological proposal for monitoring indicators that reveal
the impact of macroeconomic policies on health.

4. Establishment of health information system within the PWR/ARG.

5. FormuLation and implementation if a plan for the development of national
capacity in the field of epidemiology.

Indicators

3. By December 1997, four meetings will have been held on the subject, involving
at Least six provinces.

1. By the end of 1997, the capacity for epidemiological analysis in the country
will be sufficiently developed to become recognized as a reference source at the
national, regional, and international Levels.

1. By the end of 1997, groups will have been formed at the national Level and in
at Least four provinces and will be capable of carrying out analysis of
information related to living conditions and health.

2. By the end of 1997, at least one analysis document will be produced yearly by
each of the groups formed and trained in health situation analysis.

1. By the end of 1997, a development plan for the improvement of vital and
hospital statistics will have been inplemented within the National Health
Statistics Program.

2. Annual publication of the Boletin de Estadfsticas en Salud [Health Statistic
Bulletin].

1. By the end of 1997, a minimum of four innovative experiences will have been
undertaken at the local Level for the study of health differentials related to
Living conditions.

2. By the end of 1997, information stratified according to socioeconomic and
demographic differentials that reflect changes in Living conditions and health
will be available for at Least four provinces.

1. By the end of 1997, a data system will be functioning within the PAHO/UHO
Representative Office in Argentina that will make it possible to monitor the
evolution of the country's principal health indicators.

1. By the end of 1997, a core group of multipliers in epidemiology will have been
selected and trained in at least five provinces.

2. By the end of 1997, a coordinated network of research and training in
epidemiology will have been established through the multipliers trained.
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PROJECT 4: REGIONAL INTEGRATION OF TECHNICAL COOPERATION

PURPOSE

Strengthening of national capacity for the mobilization of external resources for
the processes of sustainable development and regional integration.

EXPECTED RESULTS

1. Establishment within the Ministry of Health of a system for analysis,
development, execution, and evaluation of bilateral technical cooperation and
investment projects.

2. A strategy to promote the process of harmonization of policies, legislation,
regulations, and standards related to health within the scope of MERCOSUR will
have been developed.
(SPO/LA: HDZ.1)

PROJECT 5: HEALTH SYSTEMS DEVELOPMENT

PURPOSE

Implementation of the process of health system reform in Argentina.

EXPECTED RESULTS

1. Review and analysis of the legislative, institutional, and financial frameworks
for sectoraL reform.

2. Implementation of a plan for institutional strengthening of COFESA and for
technical cooperation between the central Level and the provinces.

3. Design of a system for monitoring health service management and quality
assurance at the central level.

4. Transfer of integrated local programming methodology for priority programs to
provincial and municipal jurisdictions.

PROJECT 6: QUALITY CONTROL OF HEALTH-RELATED PRODUCTS AND SERVICES

PURPOSE

Strengthening of national capacity for regulation and control of health-related
products and services, vith emphasis on products for human use and consumption.
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Indicators

1. By the end of 1997, at Least three bilateral technical cooperation projects
will have been implemented within the framework of the Southern Cone Initiative
and the Health Group of MERCOSUR will have been formally established and will be
fully functional.

1. By 1997, training will have been provided and responsibility for application
of the methodology for planning and evaluation of technical cooperation and
investment projects will have been transferred to the central level of the
Ministry of Health.

1. By 1997, information wiLl have been compiled and analyzed and proposais for the
harmonization of legislation and standards on drugs and food will have been
completed and will be available to health authorities.

1. By the end of 1997, a health system will have been designed that guarantees the
equity, effectiveness, and efficiency of health services, with emphasis on the
optimization and federatization of available resources.

1. By the end of 1997, the legal and regulatory blueprint for health system reform
and the institutional configuration of the central State regulatory body wiLL have
been developed and submitted for debate by health sector authorities and Leaders.

1. By 1997, four provinces and four municipios will be executing pilot projects
in a global and comprehensive fashion and carrying out horizontal technical
cooperation with the other provinces and municipios.

1. By 1997, a system for ongoing monitoring of health resources and a system for
the accreditation of health services will have been developed and discussed and
placed at the disposal of health authorities.

1. By 1997, 50% of the technical professional personnel of the programs on
maternal and chiLd health, the elderly and the disabled at the central Level will
have mastered the methodology.

1. By the end of 1997, the National Drug, Food, and Technology Administration
(ANMAT) will have attained a sufficient Level of institutional development to
implement and monitor structured programs for quality control of products.
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EXPECTED RESULTS

1. Strengthening and broadening of the plan for development of the institutional
and technical components of the National Food Protection and Control Program of
ANMAT.

2. Formulation of a plan for the reform, restructuring, and modernization of
Argentina's National System for the Regulation and Control of Biologicals.

3. Formulation of a plan for the development and institutionalization of the
technology regulation and control activities of ANMAT.

4. Formulation of a plan for the development ANMAT activities relating to quality
control and rational use of drugs.

PROJECT 7: HUMAN RESOURCES DEVELOPMENT

PURPOSE

1. By 1997, in coordination with ANMAT and the provinces, legislation and
regulations relative to food protection and control will have been revised and
harmonized.

2. By the end of 199797, a modern program for quality control and monitoring will
have been implemented in three selected provinces.

1. By 1997, in coordination with ANMAT and the Malbrán Institute, the redefinition
of policies and standards for the registration, production, inspection, and
quality control of biologicais will have been completed and brought into line with
international standards.

1. By 1997, the plan for the development (legislative, regulation, organizational,
and programmatic) of a system of technology assessment and regulation will have
been prepared and placed at the disposal of governmental and ANMAT authorities.

1. By 1997, in coordination with ANMAT and the provinces, a plan for the physical
and functional rehabilitation and institutional development of the national
network of drug quality control laboratories will have been prepared and submitted
to external financing agencies.

1. By the end of 1997, the Ministry of Health will possess the technical and
administrative capacity to plan, regulate, control, and oversee the needed reforms
in the system that trains human resources and the system that employs them.

Qualitative and quantitative restructuring of the process of human resources
development for the strategic purpose of adapting it to the objectives of State
and health-sector reform.

EXPECTED RESULTS

1. Review and analysis of the legislative, institutional, and financial frameworks
for labor reform in the health professions, especially the medical profession.

1. By the end of 1997, the legal and regulatory aspects of the reform will have
been addressed and the institutional configuration of the central control entity
of the State will have been designed and presented for discussion by the health
sector authorities and other concerned parties.

2. By the end of 1997, a proposal will have been formulated and methodology for
a national system of accreditation of training institutions and certification of
professionals will have been developed and will be ready for implementation by
accreditation and certification agencies.

3. By the end of 1997, multicenter research involving various research centers and
groups will be under way; studies will be conducted of the prevailing hiring and
compensation conditions for medical professionals, organization of labor markets,
the public-private mix, managed competition, State intervention and deregulation
of human resources.
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4. By the end of 1997, a comprehensive, decentralized information system on human
resources that will facilitate policy-making, planning, and better management of
human resources wiLL have been designed and wiLL be in the pilot test phase.

2. Strengthening and broadening of the plan for strategic development of health
human resources and training of sectoral Leaders.

3. Design of a system for assessing the quality of medical education.

1. By the end of 1997, at least 10 public health professionals wiLL have received,
through Long-term fellowships, graduate training abroad in fields considered to
be strategic.

2. By the end of 1997, at Least five Argentine centers of recognized excellence
in public health wilL have restructured their graduate degree programs in public
health and will have begun to offer high-caliber courses with emphasis on
research.

1. By the end of 1997, the methodology for assessing the quality of medical
education will have been placed at the disposal of AFACIMERA and the appropriate
authorities.

2. By the end of 1997, at least half of the schools of medicine of the public
system wiLl be carrying out pilot experiences in assessing the quality of medical
education.

4. Review and analysis of policies and strategies for the development of hunan
resources for health, especially nursing professionals and mid-level technicians,
to be submitted to the appropriate sector authorities and Leaders.

5. Consolidation of the technical cooperation program in scientific end technical
information management of the PWR/ARG and preparation for its transfer to the
country.

PROJECT 8: PROMOTION OF INTERSECTORAL ACTION ON HEALTH

1. By the end of 1997, a national plan for the development of nursing personnel
and mid-level technicians will have been prepared.

2. By the end of 1997, the plan for the development of nursing personnel and mid-
level technicians will have been implemented in four selected provinces.

1. By the end of 1997, at Least five centers engaged in the production of
knowledge in specific areas will be accredited and operating regularly in
coordination with the information management program of the PWR/Argentina.

2. By the end of 1997, it is expected that all provinces uilL be receiving, at
least three times per year, packages of selected information related to the
priority programs of PAHO in the country.

1. By the end of 1997, public policies on health promotion and prevention of at
Least two risk factors considered important by the government wiLL have been
formulated.

PURPOSE

DeveLopment of intersectoraL strategies to promote the implementation of healthy
public policies designed to induce changes in sociaL, institutional, and
individual values and practices and oriented toward health promotion and
protection and human development.

Obeiectives
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EXPECTED RESULTS

1. Implementation within the PWR/ARG of a strategy for the formation of groups to
undertake intersectoral strategic planning for the formulation and execution of
policies and programs designed to promote improvements in health conditions and
quality of Life.

2. Revieu and analysis of the Legal, regulatory, institutional, and financial
framework for the structural and institutional reform of the State, with a view
to promoting human development and intersectoral action on health.

3. Formulation of a Large-scale plan for health communication, with emphasis on
health promotion and protection.

4. Formulation of a strategy for the development of pilot plans oriented toward
the promotion of a culture of health.

PROJECT 9: HEALTH AND ENVIRONMENT

PURPOSE

Development and strengthening of policies related to the national plan for
environmental sanitation and protection in Argentina, with emphasis on
intersectoral action and the Linkages between environment, health, and
development.

EXPECTED RESULTS

1. Design of a plan for the institutional development of the national agency
responsible for overseeing programs of drinking water and sanitation.

Indicators

1. By the end of 1997, the political-institutional, political-acdministrative,
political-technical, and political-operational configuration of the groups will
have been established and will be in the process of being institutionalized by the
Ministry of Health.

2. By the end of 1997, intersectoral studies and analyses of issues related to
education, violence, drug addiction, and accidents uiLL have been carried out and
made available for dissemination.

1. By the end of 1997, the regulatory, legal, and organizational structure of the
central agency responsible for planning, management, and oversight of
intersectoral action on health will have been analyzed and reviewed and the
results will have been made available to the appropriate authorities and leaders
in the various sectors concerned.

1. By the end of 1997 a survey of information sources will have been conducted,
a methodology for accrediting such sources will have been developed, the process
of delegation and distribution through the communications media will have been
determined, and pilot tests on selected issues will be under way.

1. By the end of 1997, at least three decentralized and intersectorally integrated
projects for the promotion of healthy Lifestyles at the Local level will have been
developed.

1. Finalization of the national plan for environmental sanitation and protection.

2. Finalization of the proposal on health, environment, and sustainable
development.

1. By December 1997, a study will have been conducted and a document will have
been published on the results of privatization of basic sanitation services.

2. By the end of December 1997, the plan for implementation of a sectoral
monitoring system will have been completed.

3. By December 1997, fifty technicians will have been trained in institutional
development projects.

4. By December 1997, sixty technicians will have been trained in the use of
information systems for sectoral monitoring.

5. By December 1997, a study on sectoral regulation and the performance of basic
sanitation regulatory entities will have been completed and proposals will have
been made for institutional development.
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2. Development of basic instruments for programs for the assessment and management
of environmental health hazards.

3. Strengthening and expansion of the plan for the development of the
institutional management component of the programs on housing and health and
control of environmental contamination by solid waste.

4. Preparation of the plan for the implementation of the national chemical safety
protocol.

5. Completion of sectoral analyses of investments made under the Regional Plan for
Investment in the Environment and Health (PIAS) in 3 provinces.
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1. By December 1997, a proposal for a project to incorporate assessment of
environmental health hazards in the activities of the sector will have been
formulated.

2. By December 1997, fifty technicians will have been trained in measurement and
control of atmospheric pollution.

3. By December 1997, the plan for the establishment of a sectoral information
network, aimed at promoting the development of instruments and mechanisms for the
assessment of environmental health hazards, will have been finalized.

4. By December 1997, studies will have been carried out in more than two cities
utilizing the PAM (Programa de Atención al Medio lEnvironnental Protection
Program]) methodology and proposals for future work will have been developed.

1. By December 1997, discussion of the issue of solid waste management at the
municipal Level will have been promoted, with participation by representatives the
most important Argentine cities.

2. By December 1997, an assessment of the situation of solid waste management in
Argentina will have been carried out, considering the proposal for an
institutional development program.

3. By December 1997, 10 meetings of the environmental waste management network
(REMAR) will have been held, incorporating more than 20 users/participants.

4. By December 1997, a study on housing and health will have been carried out and
proposals for a program of intersectoral work will have been formulated.

1. By December 1997, efforts will have been made to identify conmon interests with
regard to chemical safety, involving government, private firms, and NGOs.

2. By December 1997, 50 technicians will have been trained in programs of chemical
safety.

3. By December 1997, a proposal for a national chemical safety network will have
been prepared.

1. By December 1997, 50 technicians will have been trained in utilization of the
instruments for sectoral analysis of investment under PIAS;

2. By Oecember 1997, agreements will have been concluded regarding the
participation of various municipal, provincial, and national actors in
preinvestment for sectoral analysis, with emphasis on the provinces located along
the borders with MERCOSUR countries;

3. By the end of 1997, a monitoring system will have been established for the
implementation of recommendations with regard to the integration of health, the
environment, and development (SAD).
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PROJECT 10: CONTROL OF AIDS AND STDs

PURPOSE

Reduction of the spread of human immunodeficiency virus through the various forms
of transmission: sexual, blood-borne, and perinatal; mitigation of the personal,
social, and economic impact of the AIDS epidemic; and mobilization and unification
of national and international efforts in the struggle against AIDS.

Indicators

1. By the end of 1997, the National Program, in coordination with the
institutions mentioned, will have institutionalized a program of quality assurance
in blood banks, improved case-reporting to include 80% of the cases diagnosed
within the year, and decentralized control activities in 15 provinces.

EXPECTED RESULTS

1. Development of a strategy for reduction of HIV transmission through blood
transfusions and blood products, invasive procedures, and injectable drug use.

2. Implementation of a strategy to support the development of programs for the
prevention of sexual end perinatal transmission of HIV and other STDs in high-risk
populations, involving NGOs in this effort.

3. Development of a strategy to improve systems of epidemiological surveillance
and the capacity for analysis of the available information with regard to cases
of AIDS, HIV infection, and sexually transmitted diseases, enhancing the capacity
of the personnel of the respective programs to estimate epidemic trends and
utilize the information to plan national programs.

4. Development of a strategy to strengthen the institutional capacity of the AIDS
and STD programs and improve the coordination of activities and mobilization of
resources with multilateral, bilateral, nongovernmental organizations and other
United Nations agencies.

1. By 1997 the program for quality assurance in the diagnosis of HIV and other
STDs will be operational in 50% of government laboratories and blood banks.

2. By 1997, 90X of the country's hospitals will have received the biosafety
standards and promoted the adoption thereof.

3. By 1997, 50% of drug users who go to rehabilitation centers will receive
information about the risks associated with drug use and HIV infection through
blood and sexual contact.

1. By 1997, a national program will have been developed and implemented and at
least 10 provinces will be conducting educational activities aimed at promoting
safe sexual practices that will reduce the chances of acquiring sexually
transmitted infections in high-risk populations.

2. By 1997, a minimum of five NGOs will have been involved in these programs.

1. By 1997, sentinel health posts will be continuously supplying data that will
make it possible to determine the prevalence of HIV infection in the population.

2. By 1996, 70% of AIDS cases will be reported at least within the year of
diagnosis.

3. By 1997, national and provincial plans for prevention, diagnosis, and treatment
of AIDS and STDs will be formulated on the basis of estimates of the trend of
these infections in the various regions.

1. By 1997, at least 50% of the provincial directors of these programs will have
been trained in the management of AIDS and STD programs.

2. By 1997, programs for HIV and STD control will have been coordinated with
national and international agencies, strengthening national control efforts.
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PROJECT 11: COMMUNICABLE DISEASE PREVENTION AND CONTROL

PURPOSE

Reduction in morbidity and mortality due to the communicable diseases prevalent
in certain areas of the country.

EXPECTED RESULTS

1. Achievement of institutional strengthening of the Ministry of Health for
operational decentralization of the EPI.

2. Development of a methodology for certification of the eradication of neonatal
tetanus and measles.

3. Development of a plan for institutional strengthening and reinforcement of the
strategies for communicable disease control and prevention, focusing on priority
problems, areas, and groups.

4. Transfer of local programming methodology to provinces for utilization by local
comnissions for the prevention of cholera and diarrheal diseases.
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Indicators

1. Annual publication of official statistics (bulletin).

2. Downward trend in the incidence of comnunicable diseases in the affected areas.

1. By the end of 1997, a system of monitoring witll have been designed that wilt
make it possible to strengthen the interventions, in priority geographical areas
and population groups, of the national immunization program.

1. By the end of 1997, the National Commission for the Eradication of Measles and
Neonatal Tetanus will be utilizing the methodology developed.

2. By the end of 1997, provincial plans for the eradication of measles and
neonatal tetanus will have been formulated.

1. By the end of 1997, a plan for large-scale training on a decentralized and
multicenter basis for national and provincial officials responsible for
epidemiology will have been designed.

2. By the end of 1997, an effective system for epidemiological surveillance and
monitoring of comnunicable disease programs will have been devised.

1. By the end of 1997, a process of technical cooperation between the central
level and the provinces will have been designed, with enphasis on the coordination
of intersectoral and comprehensive action for the control of cholera and diarrheal
diseases.

2. By the end of 1997, at least two projects for the improvement of environmental
conditions in areas affected by cholera wíll have been developed and will be in
the execution phase.

5. Implementation at the national level of the Regional initiative for the
elimination of the Triatoma infestans and interruption of the transmission by
transfusion of T. cruzi.

PROJECT 12: PREVENTION AND CONTROL OF CHRONIC DISEASES

PURPOSE

Strengthening of national and local capacity to develop programs for the
prevention and control of chronic diseases.

1. By the end of 1997, the national commissions for certification of the
elimination of Chagas' disease will be functioning regularly.

2. By the end of 1997, the provincial plans for the elimination of Triatoma
infestans and the interruption of transmission through transfusion of Trypanosoma
cruzi will have been prepared.

1. By the end of 1997, at least two comprehensive, integrated, multticenter,
decentralized programs-considereda priority by heatth authorities-wilLhave been
developed and discussed at the national level.
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EXPECTED RESULTS

1. Methodologies for the development of programs for chronic disease prevention
end control will have been developed and wiLL be ready for application by national
authorities.

2. Strengthening and transfer of responsibility to national authorities for the
process of coordination and integration of the various institutions involved in
chronic disease control.

3. Development and transfer to national authorities of decentralized and
integrated strategies and projects for the prevention and control of chronic
diseases.

1. By the end of 1997, the principal methodologies available abroad will have been
examined and discussed among health sector authorities and Leaders.

2. Bt the end of 1997, at Least one analysis and research group will have been
established for the principal diseases.

1. By the end of 1997, a national network of analysis and research on non-
communicable diseases will be in place, under the coordination of the PWR/ARG.

2. By the end of 1997, an information system on chronic diseases will be in the
experimental trial stage.

1. By the end of 1997, at Least three pilot projects for the control of prevalent
non-communicable diseases will have been implemented at the local Level.
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PROGRAN BUOGET - PAHO ANO WHO REGULAR FUNDS
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HEALTH SITUATION

Demography

1. The Commonwealth of the Bahamas is an archipelago of some 700 islands. About
22 were determined to be inhabited at the 1990 census, but 96.4% of the population
live on just 7 islands. Nassau, the capital city, is located on New Providence
island on which some 67.4% of the population live. A further 16% reside on Grand
Bahamas, the second most developed island. The population of the Bahamas was
estimated at 273,000 in 1994. About one-third of the population is under 15 years
and approximately 5% over age 65. The annual population growth was estimated at
1.97% between 1980-1990, while urban growth increased at 2.35%. The excess of
female over male population is noted from the 15-19 age group and the overall
ratio is 1.04:1. The population of New Providence and Grand Bahamas (83.5%) are
considered to be urban. Only about 3.6% of the population live in localities of
less than 2000 inhabitants.

Health status indicators

2. Life expectancy at birth (1994) was 68.8 for men and 75.9 for women. The
leading causes of mortality for all ages and both sexes (1992) were diseases of
the heart, malignant neoplasms, and AIDS and AIDS related complex. For the 15-44
age group however, among males the top two causes were AIDS and its related
disorders and accidents/violence, end among females, AIDS and its related
disorders, and diseases of the heart, in that order.

3. As of 31 December 1994, 1729 cases of AIDS had been reported with 1014 deaths,
3447 are known to be HIV positive. The Bahamas has one of the highest reported
incidences of AIDS in the region. The disease occurs primarily among
heterosexuals, with a mate:female ratio of 1.6:1.

4. The coverage achieved by the Expanded Program on Immunization (EPI) in children
under one year of age, has shown a steady increase since 1989. At the end of 1993
this was 91% for DPT and OPV and 88X for measles, (a slight decrease compared to
1992).

5. The infant mortality for 1993 was 19.2 per 1,000 Live births. Maternal
mortality in 1992 was 0.2 per 1,000 live births. The principal causes of infant
deaths are usuallty perinatal conditions, congenital anomalies, pneumonia, with
AIDS and its related problems and accidents/violence. Perinatal causes and
congenital anomalies account for approximately 75% of the deaths.

6. Accidents and acts of violence are on the increase and are the second most
common cause of admission at both acute care government hospitals, after
complications of pregnancy and childbirth.

7. The National Health & Nutrition Survey (1988-1989) demonstrated that
undernutrition was not a problem in the Bahamas, but that obesity, diabetes, and

hypertension were major causes of morbidity. The same survey showed 8.7% of
children <5 years to be obese and 84% of normal weight for age while 28% of adult
females and 13.9% of adult males were moderately to severely obese.

Factors affecting health status

8. The entire population is within 1 hour's travel of local health services,
nevertheless the wide geographical dispersion of the Bahamas presents necessary
logistical problems for the organization and delivery of those services.

9. The major causes of mortality and hospital admissions are related to diseases
which are largely preventable by life-style changes.

10. The predictable aging of the population, and its concomitant burden of chronic
diseases, is going to consume a significant proportion of the budgets allocated
for both health and social services.

11. Ilegael immigrants represent an estimated 15% of the population. Their effect
on the health conditions is reflected primarily in terms of their contribution to
infectious diseases, TB (32%), typhoid (32%), AIDS (25%). This may be a
reflection of their substandard housing and living conditions.

12. Alcohol and other substance abuse (mainty crack cocaine) remain unacceptably
high. The relationship between this and the high incidence of accidents/violence
has not been determined.

13. The recent advances in the environmental situation are being challenged by a
diversifying economy and the rapid demands for water and disposal services. Solid
waste management as a problem has proven somewhat intractable and increasing
policy initiatives for further industrialization are bringing up for consideration
issues of pollution, industrial hygiene and occupational health.

14. The percentage of households without piped water, in 1989, was 19.4 and 14.2%
used pit latrines with a further 1.6% with no method of disposal.

15. Approximately 15.5% of the government budget was spent on health in 1994 with
a per capita expenditure of S361. There are 14.4 physicians, and 23.8 nurses (in
the public sector) per 10,000 population. The population is well served with 3
acute hospitals (600 beds), 1 specialty hospital (450 beds), 25 health centers,
and 90 clinics.

16. At the secondary and tertiary levels, the public sector operates three
hospitals. Two of these are located in New Providence (The Princess Margaret
Hospital - providing general acute care and specialized services; the Sandilands
Rehabilitation Center - providing joint psychiatric and geriatric care). The
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third institution, Rand Memorial Hospital, is in Grand Bahamas. There are also
two small private hospitals in New Providence, with 72 and 12 beds respectively,
the former providing specialty care and full diagnostic services.

Status of the Strategic and Programnatic Orientations (SPO)

17. Health in hunman development: The Bahamas is heavily dependant on the tourism
sector for its economic survival, therefore sustained tourism development is
vital. The interrelationship between environment and health and health and human
development is well established and the Bahamas Government cognizant of this fact
has established a Conmission on Environment, Science and Technology to address the
issue of sustainable development. An analysis of the investment process in
Environment end Health has been completed.

18. A Political decision has been made to strengthen the system of Local
Government giving the Family Islands autonomy in their administration. This will
facilitate the establishment of Local Health Systems in a service which is already
being provided throughout the Commonwealth. A good health service would be a good
selling point for boosting tourism to the Family IsLands.

19. This move is being facilitated through the strengthening of information
systems and the capacity for effective use of the system, development of strategic
health plans, and the strengthening of administration and management capabilities.
Project management has also been strengthened through training in use of LFA.

20. The economic planning unit has recently been instituted in the Ministry of
Finance and Planning with responsibility for coordinating and facilitating
planning at the national level and strengthening the planning process within
Ministries and Departments. The Ministry of Health and Environment (MOH&E) is
currently restructuring itself to formalize its division for planning. Effective
use has been made of the expertise of other countries through ehe TCC process and
due cognizance has been taken of the role of women in development through the
establishment of a Bureau of Women's Affairs now within the Ministry of Foreign
Affairs.

21. Health systems and services development: The people of the Bahamas already
enjoy universal access to health care. The emphasis now is on improving
managerial capacity end quality of care, and intersectoral coordination for
development of Local health systems. Within this context the groundwork has been
set for the developnent of strategic health plans in three (3) target Family
Islands. Development of human resources has been promoted particularly in the
maternal and child health services, health inspectorate, hospital administration
and safety and other critical areas within the hospital, disease
surveillance/epidemiology and infection control.

22. A Human Resource Development Unit has been established to facilitate a more
comprehensive approach to coordination and integration of training and developnent
of human resources for the health services.

23. The government has put in place a system of procurement and distribution of
pharmaceuticals that will ensure access of the population to essential drugs, and
has extended basic laboratory services to target Family Islands specifically to

facilitate the diagnosis of STDs/AIDS. The laboratories at the Princess Margaret
Hospital and the Rand also participate in various WHO quality control programs,
and makes full use of CAREC facilities in monitoring of its blood bank and
transfusion services.

24. Political commitment to disaster preparedness is evidenced by its placement
within the Office of the Prime Minister. The disaster team has been trained in
the SUMA strategy.

25. Health promotion and protection: Health has already been recognized as a
resource for and an investment in development and during 1995 the Bahamas will be
putting in place the mechanism for developing a healthy public policy. Health
promotion initiatives will focus on development of a food and nutrition policy and
modifying dietary patterns. A 3-year National Plan of Action for Nutrition is
being drafted and is scheduled to be effective by July 1995. These initiatives
will complement the efforts already being made in the areas of alcohol and other
drug addiction, STD/AIDS, teenage pregnancy and self esteem.

26. Within these areas particular attention is being paid to adolescents, women,
and persons at risk of STD/AIDS. Interventions aimed at promoting healthy choices
among adolescents have been developed and in collaboration with the Ministries of
Education and Social Services, the needs of pregnant teens are being addressed
coordinating reproductive health with health promotion. The Here's to Your Health
Bahamas project Launched in 1994, and aimed at addressing the non-communicable
diseases particularly obesity, diabetes and hypertension, will form the basis of
continuing efforts in this direction.

27. NGOs play a significant role in the prevention and control of drug abuse and
HIV infection and this partnership will continue to be encouraged in these and
other fields.

28. With assistance from UNICEF an extensive program for promotion of breast
feeding has been initiated, wuith formation of breast feeding groups and training
of staff in lactation management.

29. Through the Italian Funded CCH CBR Project health personnel and community
members are being trained in the care and rehabilitation of the disabled within
the community.

30. Environment protection and development: The government, through the Uater and
Sewerage Corporation has continued to increase the coverage and quality of water
supply to New Providence and the FamiLy Islands, and en agreement has been signed
with the IDB for a study for restructuring of the solid waste disposal system,
with a view to possible privatization.

31. Although a successful TCC project was carried out in relation to ground water
risk assessment, more work is required in this area, and in the areas of Coastal
Zone Monitoring, and industrial waste output assessments.

32. Institutional strengthening of the Department of Environmental Services has
been facilitated through training and drafting of relevant Legislation, and
corputerization of the information system.
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33. Disease prevention and control: There is a well established immunization
program providing all the vaccines within the EPI and Hepatitis B. The issue of
foodborne diseases, particularly sea-food is being addressed by the government
through the improvement of physical facilities and water supply for vendors.
Health monitoring of food vendors is wetl institutionalized and training of health
inspectors in meat and poultry inspection continues. More needs to be done
however in increasing public awareness.

34. Oral rehydration is an integral part of the management of diarrhoeaL diseases.

35. With the assistance of funding through the Italian Funded CCH Vector Control
Program, comunity based activities have been initiated to control insect and
other vectors.

36. A mechanism exists for national coordination of the AIDS program, which
includes involvement of a wide range of governmental agencies. Activities are
mainly educational and focus primarily on prevention of sexual transmission.
Special attention is being paid to the creole and incarcerated communities. NGO
participation (though growing) is Limited to counselling services and fund
raising.

37. The capacity to diagnose, treat and manage STDs has been extended to some
FamiLy Islands through provision of basic equipment and training of physicians in
their use and in the management of STDS.

38. This wilt be further enhanced by universal training in the use of the
syndromic approach to STD management.

Plans and priorities for national health development

39. Operationalization of the concepts of privatization and decentralization
nationally, has now become the government's challenge; the primary
decentralization focus in health being for hospital services.

40. The recent restructuring of the Ministerial functions saw the inclusion of a
Minster of State within the Ministry of Health and Environment, with specific
responsibility of overseeing the devolution process, and environmental issues.
With this and other restructuring efforts of the health services, changes in
health Legislation become a must and this is to be addressed in the ensuing
biennium. Additionally, it must be noted that the need for such Legislation is not
confined to developments leading to the devolution of hospital services, but is
also required for strengthening other critical areas such as the operation of
private health facilities and the regulation of health professionals.

41. Recognition of the links between population and development has led this
government to a commitment to establish a population policy as early as possible.
The Ministry of Health & Environment (MOH&E) has been given the mandate to
coordinate activities that will lead to such a policy; and to ensure that
population issues take priority on the development agenda.

42. Environmental matters will continue to be a priority with special erp~hasis on
efforts to eliminate serious environmental threats and hazards.

43. Efforts aimed at strengthening primary health care will be increased,
including further development of Local HeaLth Systems. Integration of services at

the community level will be pronmoted and a greater degree of responsibilities will
be directed to the operational level.

44. Within the health services priority will continue to be given to those at risk
- pregnant women, infants, and adolescents. These services are being strengthened
through national coordination.

45. Health promotion as a means of addressing priority health issues will be
accelerated with due attention being paid to non-communicable diseases.

46. Increasing the capability in the development and maintenance of systems for
information collection, and disease surveillance and control will continue to
receive special attention.

47. In an effort to ensure an orderly development of the health services, emphasis
will continue to be placed on development of the information system, and its
utilization in the planning process.

48. Human resources will continue to be developed to improve the efficiency and
quality of the services both at the managerial and technical Levels.

National priorities for technical cooperation

49. Updating of health Legislation to permit effective functioning of new
administrative and
personnel structures; and for the operation of health facilities (public and
private) and regulation of health professionals.

50. Institutional and management strengthening to facilitate the devolution of the
health care system with particular attention to hospitals. Emphasis is to be
placed on the efficient management of resources, development of Local health
systems further expansion of the community health services, and
institutionalization of the planning process; and further inprovement in the
management of supplies and equipment.

51. Promotion of collaboration between Health, Local Government, private sector
and community in the development of programmes/projects aimed at inmproving the
health status of the community.

52. Reliable information is an essential part of the managerial process therefore
attention will be paid to development of an appropriate information system for aLl
aspects of health with a view to strengthening the process of planning, budgeting,
programme implementation and evaluation. Efforts will continue in increasing the
capabilities in disease surveillance and control, (including communicable and
non-communicable diseases).

53. The continued development of a human resource database to guide human resource
development, for the administrataive/management, technical and support areas, and
for strengthening of the Family Island Services.
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54. Support for the further development of the health promotion programme
particularly as it relates to lifestyle changes. Nutrition has been singled out
as an area of emphasis and has been added to the other priority areas of AIDS,
drug and alcohol abuse, and violence.

55. Efforts will continue to be focussed on Maternal and CNid Health Services
with e~phasis on perinatal/neonatal care. To this will be added the pre-and
inter-conceptual health of adolescents and women. Adolescents are being targeted
as a high risk group because of the continuing problems of teenage pregnancy, AIDS
and escalating violence especially among young people.

56. Cooperation will continue to be required in the areas of potable water supply,
development of wastewater disposal systems, establishment and improved regulatory
and enforcement capabilities in solid waste sector, marine ground water,
industrial pollution and industrial health and the information system to support
these. This has particular importance given the dependance on tourism and the
interrelationship of tourism and the environment.

57. Maintenance of the control of vaccine preventable diseases is essential.
Other disease prevention aend control priorities are in the area of prevention of
food borne and diarrhoeal diseases, HIV infectin and tuberculosis, and vector
borne diseases. Support for the development of a population policy and a Plan of
Action for sustained economic growth and sustainable development in terms of
population and demographic goals with particular attention to urbanization issues.

TECHNICAL COOPERATION STRATEGY

58. Within the area of Health in Development, direct technical assistance will be
provided to Ministry staff to encourage the utilization of the LFA to project
planning management and evaluation. Dissemination of information and advocacy will
be utilized in promoting the consideration of gender issues in the development of
health programs. Resources will be mobilized for support to TCC projects. In the
area of information systems the main focus will be on training and direct
assistance in evaluating the effectiveness of the training. Equipment will also
be provided to strengthen the capacity of the HCIS.

59. The health systems development project will address the strengthening of the
capacity and capability of the Ministry to provide quality care at hospital and
community level and to respond to emergencies.

60. The bulk of the resources will be devoted to training both at the local and
international level. Direct technical assistance will be provided for the
development of policies aend norms, particularly in the area of quality
assurance/improvement. Some equipment will be provided for strengthening the
capacity of selected Family Islands in planning and programming. Consultancies
will be used to facilitate the updating of legislation particularly those that
regulate the functioning of pubic and private health institutions and health
professionals, food vendors and establishments.

61. Within the area of health promotion and protection the strategy is to promote
the development of a healthy public policy and the development of a health
promotion plan of action. Direct technical assistance will be provided to
facilitate this effort. Local aend international training opportunities will be
provided to health professionals and workers in other Ministries and Media in the
development and evaluation of promotional materials and intervention programs; and
the Health Education Unit will be provided with equipment to facilitate the
production of educational materiais for the intervention program. The
involvement of NGOs in these initiatives will be promoted. The focus in the
project dealing with family health and population issues will be on women and
adolescents.

62. Training and the development of educational materials will be the main
strategies. Training will be directed towards health personnel in preparing them
to deal with adolescent health problems, particularly counselling. Non-pregnant
women and women in special circumstances for example the mentally ill will also
be targeted. Educational materials will be developed and disseminated and
workshops conducted, to address issues (including domestic violence) of importance
to women's health. Educational materials will also be developed, targeting
adolescents, dealing with the issues of accidents, violence and substance abuse,
the commonest problems affecting this group.

63. Environmental protection and development will focus on maintaining the
integration of the water supply, waste management, and updating of legislation
relating to environmental matters. The main strategies to be used will be training
of staff and provision of equipment to strengthen the capability of the DEHS, and
provision of direct technical assistance, to ensure incorporation of environmental
health consideration in national plans, and in advancing environmental protection
and sustainable development. Direct technical assistance will also be used for
development of a Solid Waste management plan.

64. in the area of communicable diseases a wide range of issues will be addressed.
In children under 5 years of age the focus will be on the reduction of morbidity
from respiratory and diarrhoeal diseases. The strategy will be to train community
clinic staff in these areas, and the development and the dissemination of policies
and norms. The other priority area is in food safety which will be addressed
through the training of itinerant vendors and food service workers, the production
and dissemination of educational materials addressing food safety, and the
development of monitoring instruments for food establishments.

65. Environmental Health staff will be trained to deal with rodent and mosquito
problem, both a nuisance and potential hazard.

66. In the area of non-co~mnnicable diseases the focus will be on the development
and dissemination of policies and protocols, and the training of community teams
in the management of hypertension and diabetes.

67. The AIDS program will continue to focus on the reduction of transmission of
HIV through the dissemination of educational materials and training in diagnosis
and management of AIDS and TB. Direct technical assistance will be given to the
National AIDOS program and the promotion of norms end protocols in the care and
traeíning of health care personnel. The involvement of NGOs in these initiatives
will be promoted.
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MATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Development of Legislation to support the strengthening of the Health Services.

2. Fostering a culture of investigation and Local Information utilization, to
facilitate the plaming process. Strengthening of epidemiological practices.
Promotion of gender awareness in the development of programmes and projects.
3. Utilization of the TCC process for solution of priority technical or
adminstrative problems.

4. Institutional strengthening of hospitals and Family Island health services to
provide the necessary skitls for efficient decentralized, decisional and operative
responsibility. Continued development of policies, norms and procedures for
operation of priority areas within the service.

5. Human resource development for improved quality of care.

6. Support for the development and implementation of healthy public policy, and
for the implementation of the food and nutrition policy.

7. Development of a Social Communication programme to address the priority health
issues.

8. Further strengthening of services aimed at women, children and adolescents.

9. Increasing awareness of health end envirornmental issues in different sectors,
and among the population.

10. Promoting the role of the health sector in planning for sustainable
development.

11. Finalization of comprehensive regulations to support the environmental ACT of
1987.

12. Improvement in the monitoring and control of water quality and coastal zone
pol ution.

13. Promote research in the development of dependable technological measures to
control the discharge of effluents to the ground water system.

14. Bahamas will continue to participate in the EPI Revolving Fund and will need
to maintain training for operation and monitoring of the programme.
15. Strengthening of the COD/ARI programmes.

16. Support for the development of community based programmes for insect vector
control.

17. Continued support for the development and maintenance of programmes aimed at
the reduction of transmission of HIV, and other STDs, and impact of AIDS on the
population.

18. Development of appropriate regulations and standards for controlling the
preparation and processing of foods.

19. Strengthening survei L Lance systems, and the management of the non-communicable
diseases.
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Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: CONTROL OF COMMUNICABLE AND NON-COMMUNICABLE DISEASES

PURPOSE

To reduce mnorbidity and mortality from the most common communicable childhood
diseases, food and vector borne illnesses, and common chronic diseases.

EXPECTED RESULTS

1. Capability for the management of ARI and Acute DO improved.

2. Itinerant food vendors and other food service uorkers, trained in safe food
handling practices

3. Public education program sinmed at reducing the morbidity from food and water
borne i lLnesses launched.

4. Improved capability of the Environmental staff in the control of vectors,
specifically rats and mosquitoes.

5. Management of hypertension and diabetes at hospital and community leves,
standardized.

1. Hospital admission for ARI among children 0-5 years reduced by 25X by the end
of 1997.

2. Hospital admission for acute diarrhoeal diseases reduced by 50X by end of 1997

3. Incidence of food borne iltnesses reduced by 25X by the end of 1997.

4. Aedes aegypti index not to exceed 7.5% by the end of 1997.

5. Acdmissions to hospital for hypertension and diabetes reduced by 10% by end of
1997.

1. All teams responsible for the health care of children at the community tevel,
trained in the management of ARI and acute DD by the end of 1997.

2. Protocols for the management of ARI and CDD disseminated to alt users by end
of 1997.

3. At least 90% comptiance with above management protocols by the end of 1997.

1. 50% of known itinerant vendors trained in safe food handling practices by end
of 1997.

2. 25X of fixed establishments have in place a system for monitoring food handling
practices in their establishment by end of 1997.

1. Program to educate the public on how to identify those factors that contribute
to the contamination of food and water meant for consumption, designed by the end
of 1996.

2. Audio-visual materials for education program developed by the end of June 1997.

1. At Least 20 persons trained in rodent and/or mosquito control by the end of
1997.

1. Protocols for the management of hypertension and diabetes developed and
disseminated by the end of June 1996.
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Indicators

2. Teams responsible for the care of persons with chronic diseases, trained in the
utilization of the management protocols by the end of 1996.

3. At Least 90X compliance with management protocols by end of 1997.

6. Improved capability of the Environmental staff in the control of Vectors
specificaLly rats and mosquitoes.

PROJECT 2: UNIVERSAL ACCESS TO HEALTH CARE

PURPOSE

To enhance the capacity of the health services to provide quality care at both
hospital and community Levels.

EXPECTED RESULTS

1. Capacity of health personnel to plan, manage and supervise areas critical for
the efficient functioning of the health services, further enhanced:

2. Biomedical Equipment Naintenance Program further strengthened.

3. Skills and tools avaiLable in three (3) more Family Islands for implementation
of LHS.

4. Hospital Quality Assurance/lmprovement development and implemented.

1. At least 20 persons trained in rodent and/or mosquito control by the end of
1997.

1. At least 80% hospital units and 50% Local health systems being managed by
appropriately trained personnel by the end of 1997.

2. Equipment downtime reduced by 25% of the 1995 figure by the end of 1997.

1. At least 20 persons trained in technicaL, administrative and management
priority areas, in the community and hospital services, by the end of 1997.

1. System of inventory control for equipment and spares in place by end of 1996.

2. Preventive maintenance plan developed and implemented by end of 1996.

3. At least 10 persons trained in maintenance of selected equipment by the end of
1997.

1. Technical and administrative health staff and personneL from other agencies and
NGOs oriented to the functioning of LHS by end of 1996.

2. Relevant computer hardware and software in place by mid 1997.

3. Strategic health plan developed for at least 2 more of the Family IsLands by
the end of 1997.

1. Indicators and other measures established for measuring quality of care by end
of 1996.

2. Plan for monitoring results of QA/QI activities developed by end of 1996.
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Obiectives

5. Capacity of health end other relevant sectors in the areas of disaster
preparedness, prevention and mitigation strengthened.

6. Health legisleation updated to support strengthening of heatth services.

PROJECT 3: HEALTHY BEHAVIOR, DENTAL AND MENTAL HEALTH

PURPOSE

To change dietary exercise and other lifestyles habits in the community to deal
with nutritional and stress related illnesses.
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Indicators

3. 75X of heaLth workers at all levels oriented to QA/Ql program by mid 1996.

1. Disaster Response PLan, including inputs from Family Island, updated by end of
1996

2. At least 25 persons trained in disaster management by the end f 1997.

1. Review of current Health Legislation completed by mid 1996.

2. Drafting of new legislation started by mid 1997.

1. 10% reduction in consumption of fats and 10% increase in use of carbohydrates
by the end of 1997.

2. 10X increase in proportion who report exercising at least 3 times a week by end
of 1997.

3. 15% Improvement in the DMF index by the end of 1997.

EXPECTED RESULTS 1. Policy submitted to Cabinet by end of 1996.

1. Healthy Public Policy developed

2. Capacity of health professionals and other stakeholders, to develop and
evaluate health promotion intervention strategies, strengthened.

1. At Least 50 persons trained in development and evaluation of intervention
strategies,by the end of 1996.

2. At least 10 community based intervention programs designed and implementation
initiated by the end of 1997.

3. Funds mobilized for at least 2 NGOs to implement health promotion interventions
by the end of 1997.

1. Plans submitted to Ministry of Health by the end of June 1996.3. Nealth Promotion PLan of Action developed.



Obiectives

4. Capacity of Health Education Unit to generate, evaluate, disseminate and use
informetion for the promotion for healthy lifestyles, strengthened.

5. MentaL Health Program at institutional and community Level strengthened.

Indicators

1. At least 12 persons trained in community diagnosis techniques by the end of
1996.

2. Health Education Unit equipped with relevant hardware and software to
facilitate production of educational materials for public distribution, by the end
of 1997.

1. At Least 20 persons trained in the management of mentally ill persons by the
end of 1997.

2. Mental Health Education program aimed at community intervention and support,
developed by the end of 1997.

PROJECT 4: AIDS PREVENTION AND CONTROL

PURPOSE

Decrease rate of new infection and enhance care capability for persons affected
by HIV/AIDS.

EXPECTED RESULTS

1. The capacity for HIV prevention further strengthened in the Heatth and
educational system and within NGO community.

2. The capability for the management of persons with STD/HIV disease at the
community clinic Level enhanced.

3. An envirornment of non-discrimination and social well being for persons affected
and infected promote.

1. HIV infected newborns reduced by at least 10% by the end of 1997

2. The rate of increase of new infections in the vulnerable groups of young
persons (12-18 years) and women 15-44 years) reduced by 5% by the end of the
bienniun.

3. Reduction of 10% in the number of new HIV seropositive pregnant woman by the
end of 1997.

1. Social comnunication canmpaign promoting safe sexual behaviors developed and
inplemented by early 1997.

2. Family Life Education program revised and cadre of teachers prepared in the
delivery of the program by the start of the school year 1996-1997.

3. At least one NGO stimulated to address the educational/prevention needs of
women by the end of 1996.

1. Approximately 50 healthcare personnel working within the primary heatthcare
services trained in the full range of out patient care, inclusive of supportive
counselling by the end of the biennium.

1. National policy protecting the rights of the disabled with regard to reasonable
accomnodation in the workplace, fair housing and participation in the educational
system drafted by the end of 1997.

2. Direct participation in the NAP by the private sector, civic organization and
business houses increased by 50% by end of 1997.
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4. The capability of heatthcare personnel for the clinicaL management and contact
tracing of TB strengthened.

5. Management support provided to the NAP in the development, implementation and
evaluation of the program.

PROJECT 5: HEALTH SITUATION AND TREND ASSESSMENT

PURPOSE

To improve the quatity and availability of data for the effective use of the
Health Information System.

EXPECTED RESULTS

1. System established for more effective levels of indexing, processing and
retrieval of scientific and technical information, with facility for Linking with
Latin American and Caribbean HSIS.

2. NationaL capability in epidemiological practice further developed.

3. System for monitoring the accuracy of coding of medical records and death
certificates established.

4. Cancer Registry established
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Indicators

1. At least 3 persons trained in TB detection and management by the end of 1997.

1. By the end of 1996 Level of implementation of the MTP II reviewed.

2. Core management group meets at least quarterly to monitor imptementation of the
program throughout the bienniun.

3. At Least 3 persons trained in sentinel surveillance methods and assessment
techniques by the end of 1996.

1. National level indicators available within six (6) months of the end of the
target year by the middle of 1998.

2. Justification for program plans at the service delivery Level supported by
up-to-date data/information by the middle of 1997.

3. No more than 5X error in coding of medical records and death certificates by
the end of 1997.

1. System installed and in operation by the end of 1997.

1. An integrated automated national and community level information system in
place in Neu Providence, Grand Bahamas and selected Family Islands, by the end
of 1997.

1. An analysis of a sample of medical records, and death certificates, to verify
the accuracy according to ICD 10 coding carried out by the end of 1996.

1. Location of Cancer Registry and dedicated staff identified, and operational
procedures determined, by end of 1997.



Obiectives

PROJECT 8: ENVIRONMENTAL PROTECTION

PURPOSE

To improve water quality and strengthen national capacity to monitor sanitation
sector.

EXPECTED RESULTS

1. A national framework established to improve levels of water quality and enhance
protection of water resources.

2. Environmental Protection and Sustainable Development significantly advanced.

3. Legal mechanisms established for more effective enforcement of National
environmental regulations and standards.

4. Improved capacity to plan, manage, and implement waste management systems.

Indicators

1. National water quality guidelines meet minimum WHO standards by mid 1997.

2. Joint water and sanitation monitoring systems established by end of 1996.

1. National water quality standards and guidelines adapted by the end of 1996.

2. Integration of UASM (Water and Sanitation nonitoring Systems) into national
water quality and contingency plan achieved by mid 1997.

3. By end of 1996 pilot program to reduce loading of septic tank effluents on
ground water developed and tested.

1. Country Level strategies for Health and Environment in Sustainable Development
completed by mid 1996.

2. National consultation for private sector and NGO participation convened by end
of 1996.

3. Preinvestment fund for PIAS established by early 1996.

4. Environmental framework for Local HeaLth Systems adapted by end of 1997.

1. Supporting policy, institutional and regulatory reform completed by mid 1996.

2. Environmental health regulations completed and adapted by end of 1996.

3. Food protection and quality control standards for processing and preparation
drafted by end of 1996.

4. Mechanisms for implementing and enforcing environmentalt regulations established
by mid 1997.

1. Draft of country specific coastal zone and reef monitoring network completed
by end of 1996.

2. PoLLution and risk assessment plan developed by mid 1997.

3. Comprehensive Solid Waste Management Plan completed by end of 1996.
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5. A national framework established to inmprove levels of water quality and enhance
protection of water resources.

PROJECT 7: TECHNICAL COOPERATION SUPPORT

PURPOSE

To foster a culture of enalysis of options, forward planning and evaluation within
the Ministry of Health and Environment, through the provision of managerial
support for the technical cooperation programs.

EXPECTED RESULTS

1. Capacity for the development and management of projects in the health sector
strengthened.

2. Efficient and effective management of the office in support of Technical
Cooperation.

3. Technical Capability of Profession staff enhanced.

4. Attention to gender issues in program planning and implementation, promoted.

5. Documentation Center strengthened.

PROJECT 8: FAMILY/COMMUNITY HEALTH AND POPULATION ISSUED

PURPOSE

To reduce the morbidity and mortality from diseases/conditions, common among
women, infants and adolescents.
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Indicators

1. National water quality standards and guideLines adapted by the end of 1996.

2. Integration of WASM (Uater and Sanitation Monitoring System) into national
water quality and contingency plan achieved by mid 1997.

3. By end of 1996, develop and test pilot program to reduce loading of septic tank
effluent on ground water.

1. By January 1997 meetings to determine the work program for the year would take
place within the first 2 weeks of January, and at Least 2 weeks before the end of
each subsequent PTC period.

2. The number of ad hoc requests reduced to two (2) or Less during each PTC
period.

3. Progress of implementation of programs discussed at Least twice during each
year.

1. At least 12 department heads and middle managers exposed to the utilization of
the LFA for project management.

1. Budget executed in keeping with programmed activities.

2. At least 80% of requests for assistance, not requiring non-programmed finances,
honored each year.

1. Professional staff attend at Least one (1) training program during each year.

1. All materials, related to gender issues, disseminated to national focal points,
and relevant women's organizations, throughout the biennium.

1. Technology available for retrieving scientific introduction from national and
international data basis.

1. Infant mortality rate reduced by 25% over the 1995 figure by the end of 1997.

2. Maternal mortaLity no greater than 1.0 per 10,000 live births by the end of
1997.



Indicators

3. 25X reduction in admission to hospital of persons 15-25 years of age for
conditions related to accidents, violence and substance abuse.

4. 25X reduction in complications of pregnancy and child births.

EXPECTED RESULTS

1. Adolescent health program further strengthened.

2. Policies related to population issues developed.

3. Program aimed at improving the health of women developed end initiated.

PROJECT 9: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To promote the sharing of technology among countries for the solution of priority
health or management problems.

EXPECTED RESULTS

1. TCC projects identified and submitted for funding.

1. Educational materials reLated to the issues of accidents violence and substance
abuse developed and disseminated to selected schools by the end of 1997.

2. Community health care providers in selected istands trained to provide
counselling including reproductive planning to adolescents attending clinics, by
the end of 1997.

1. National popuLation policy document completed and submitted to cabinet by the
end of 1996.

1. Educational materials relating to personal and reproductive health, fertility
regulation and domestic violence developed and disseminated by the end of 1997.

2. At Least 2 community fora/workshops addressing women's health issues conducted
by the end of 1997.

1. At Least one TCC project funded by August each year.

1. At Least one area for TCC identified each year and discussions initiated among
countries by the middle of each year.
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PROGRAn BUDGET - PAHO ANO WHO REGULAR FUNDS
…"" " " "" " " " "

1994-1995
_________---______

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAM CLASSIFICATION

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1996-1997

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

IH. HEALTH IN HUMAN OEVELOPMENT
.... m.m....................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
._._.I.............__ ... __............

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOnEN AND CHILD HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
*- - ---. … - a..a.............

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

565,000
...........

512.900

CPS 512.900

29.300

HST 29.300

22,800

TCC 22,800

210.500

210,500

UAH 210.500

40,300
_..........

40,300

WCH 40,300

o

HED 0

286,200

286,200

CWS 286.200

49.7
.....

45.1

45.1

2.6

2.6

2.0

2.0

18.5

18.5

18.5

3.5
__...

526,100
...........

470,800

470,800

28.900

28,900

26,400

26,400

221.200

221,200

221.200

65,400

3.5 44,400

3.5 44.400

21,000

21,000

25.1 295,900
25.1 295.........00

25.1 295,900

25.1 295,900

1998-1999
._____________

AMOUNT

45.6

40.8

40.8

2.5

2.5

2.3

2.3

19.2

19.2

19.2

5.6
.8...

3.8

3.8

1.8

1.8

25.6

25.6

25.6

% OF
TOTAL

45.7
.....

40.7

40.7

2.6

2.6

2.4

2.4

19.2
i....

19.2

19.2

5.9
4.0...

4.0

4. 0

1.9

1.9

25.0
1 . m

25.0

25.0

578.500
.. __... ...

515.600

515,600

32,400

32.400

30,500

30,500

242.500

242,500

242,500

75,100

50.800

50.800

24,300

24,300

317,200

317,200

317.200



PROGRAM BUOGET - PAHO AND WNO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

__OF _ OF _ OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - ~ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - T - - - -A

VI. DISEASE PREVENTION AND CONTROL
-- m...........................

36,700 39.2 46,400 4.0 53,000 4.2~~~~~~~~~~~~~~~~.2s s

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

36,700 3.2

36,700 3.2

46.400

46.400

4.0

4.0

53,000 4.2

53.000 4.2

GRAND TOTAL 1,.138,700 100.0 1,155,000 100.0 1,266,300 100.0
......... a .......... . ... .. .a................

PROGRAM BUDGET - EXTRABUOGETARY FUNDS
----------------------------------------___________________________________________________________________________________________

1994-1995 1996-1997 1998-1999

X OF % OF X OF
PROGRAM CLASSIFICATIONT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ O _ _T _ T O _ _L _ _ M _ _ N T _ T O _A _

28,500 7.6 0 O -
mmmmmmmmmmm .i... ........... ..... ... ... .. ....s m

II. HEALTH IN HUMAN DEVELOPMENT
…...............… - -......- .

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.
EVELOPMENT, ----------------------------------------AAGEET & COORD. OF COUTRY ROG. C

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS. CPS

28,500

28.500

7.6 0

7.6 0

0

_- -O- --

344.900 92.4 0 0 -
mmmmmmmmmmm mmmmm mmmmmmmmmmm mmmmm Immmmmmm~mm nmtmm

VI. DISEASE PREVENTION AND CONTROL
........... .................

CONTROL OF COMMUNICABLE DISEASE

AIDS GPA

344.900 92.4 0

344,900 92.4 0

- O -

_- -O-- --

GRANO TOTAL 373,400 100.0 0 100.0 0 100.0
... ........................ ..... ................
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ALLOCATION BV OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNOS
-__ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ __ _ __ _ _ _ _ _ _ _ _ _ _ _

-------- PERSONNEL ---_---
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL
_ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

1994-1995

PAHO - PR
WNO - WR

TOTAL
.....

# OF TOTAL

463,900
674,800

1,138,700

100.0

1
1

..---. 2
a ....

0
1

1

317 100
373, 000

690,100

60.7

16 700
73,700

90,400

7.9
----

24.500
13 600

38,100
.... 3.3...

3.3
_____

FELLOWSHIPS

s

0
32,000

32,000

2.8

COURSES SUPPLIES
AND ANO

SEMINARS EQUIPMENT

$ $

40,200
31,300

71 500

6.36__:_

23.900
25,000

48,900

4.3

243,200 12,000 20,300
411,400 12,500 16,100

654,600 25,400 36,400

56.6 2.2 3.2
_ _ _ _ _ - - - - - - - - - -

12,900
12, 500

25 400
mBmmmmmmmmm

23,400
18,600

42,000
mmmmmmmmmm

2.0 3.3

0
81,000

81,000

6.4

103 .500
42,800

146.300
11..........

11 .6
_____

26 700
32,700

59,400
_M .......

o
0

0
mmmmmmlmmll

48,800
158,800

207,600
mmmmm mmmm.

4.7 .0 16.4

1996-1997

PAHO - PR
WHO - WR

TOTAL
.. OF TO..AL

X OF TOTAL

GRANTS

$

431.400
723,600

1,155,000
...... mm..100.

100. 0
_ _ _

1
1

2
mmmm...

0
1

1
ImamI...

OTHER

$

41.500
126,200

167,700

14.7
_ _ _

0
0

-------___

..-...... 0

_____

1998-1999

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

473,00
792,400

1, 266,300

100.0

0
81,000

81,000

7.0
_____

1
1

2
l......

0
1

1

89,600
37,000

126.600
....... 11.0

11.0
_____

23 200
28,300

51,500
.. 4.......

4.5
_____

258,600
446,000

704.600

55.6
_ _ _

O
0

o

.0

42,200
137,300

179 500

15.5
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HEALTH SITUATION

Demography

1. Barbados had a population of 257,082 in 1990 census. Population growth over the
decade of the 80s has been influenced by migration and the population is expected
to remain relatively stable during the biennium and growing at an annual rate of
0.2X. Rates of natural increase are slowing, with the crude death remaining fairly
stable between 1988 - 1990 and registering 8.7/1000 in 1990 and the crude birth
rate falling (from 19.3/1000 in 1982 to 16.8 in 1990. The population is ageing,
with 11.8X being over the age of 65 in 1990, when 1.2 was very old (aged 85 and
over). Less than 25 of the population is Less than 15 years old.

Health status indicators

2. Total Life expectancy at birth was 75.1 years in 1990. Age-specific death rates
have fallen during the decade of the 80s, except for the age groups 15-44, where
the death rates have increased.

3. The principal causes of mortality continue to be noncommunicable diseases and
accidents - paramount among these are: heart disease, cerebro-vascular accidents,
hypertension, diabetes mellitus and cancer. Hypertension is frequently a
predisposing factor to both heart disease and cerebrovascular accidents and the
available evidence indicates that there is en increase in prevalence of diabetes.
Nutritional factors - obesity, increasing fat consumption - are believed to
underlie the increasing prominence of the chronic noncommunicable diseases
mentioned.

4. Mortality in childhood has continued to decline to 15.3 in 1990 with perinatal
causes, congenial anomalies and accidents now constituting the main cause of death
in childhood. Asthma is becoming increasingly prominent as a cause of morbidity
and mortality in childhood. In 1990 AIDS was the often leading cause of death in
children under the age of 5, but the numbers were very small (3).

5. AIDS is now a significant cause of death in adult males, and mortality from
external causes and violence has increased. Morbidity and mortality from breast
cancer in women is increasing and has now overtaken cervical cancer as the main
cause of cancer mortality in women.

6. Problems affecting adolescents have been more prominent than previously: police
data and statistics from the psychiatric hospital indicate increasing use of
crack/cocaine in young males and consequent antisocial behavior, including violent
crime.

7. Age-specific fertility for women aged 15-19 increased from 46.9/1000 in 1987
to 65.6/1000 in 1990, en increase of 40X.

8. In Barbados, the AIDS pandemic continued to spread, with heterosexual
transmission becoming increasingly important. The male to female ratio of AIDS
cases shifted from 7:1 In 1987 to almost 3:1 in 1992. The incidence of AIDS is

increasing more rapidly in females. Just under 1% of asymptomatic persons tested
for the HIV virus (blood donors, antenataLs, and US Visa applicants) were
positive.

Factors affecting health status

9. The Barbados Labor Party now forms the Government and there is representation
from three parties in Parliament. While there is no Health Council or Committee
in Parliament, health issues are often given high profile within Parliament. The
economy of Barbados peaked in 1989, when Barbados recorded the highest per capita
gross domestic product in its history. After contraction of the economy during the
period 1990-1993, there has been positive growth rates of 2% in the years
1993-1994.

10. In September 1991, the then Government entered into a Structural Adjustment
Program agreement with the International Monetary Fund, which is still in
progress. The program has e~phasized maintenance of exchange rate parities and
providing the conditions for the resumption of sustainable economic growth. Public
sector expenditures have been rigidly controlled and there has been a Loss of some
3000 jobs in the public sector; this has contributed to a further increase in
unemployment. which now stands at 23.6% of the work force. Unenployment rates are
particularly high among the school Leavers, where it approaches 61X.

11. The recovery on the whole tourist industry followed improvements in the
economy of the US and other important markets for Caribbean tourism. Such has been
the recovery that there is significant investment in the rehabilitation and
expansion of the physical tourism product. Significant growth has also been
registered in the off-shore banking and informatics industry.

12. The future of the sugar industry, which has been an inportant earner of
foreign exchange, continues to be uncertain because of the possible Loss of
preferential markets in the European Community. The manufacturing sector has
improved with the penetration of products into the United States.

13. As part of the Structural Adjustment Program, Government is negotiating
projects with the World bank es well as the Inter-American Development bank.
Significant investment from the IADB is expected in the environmental sector for
sewerage, water, coastal conservation and solid waste disposal. While
environmental health conditions on the whole remain good, with 98% of the
population having access to potable water, Barbados continues to be plagued with
the chal enge of solid waste disposal and the need for a properly managed landfill
has engaged the attention of the Government and population.
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14. The economic difficulties have not to date impacted severely upon the health
sector and the whole population has access to health care. However there has been
an increasing shift from the private to the public sector for primary health care
and the latter is experiencing some difficulty in coping with the demand. A
shortage of nurses has impeded the operation of the hospital theaters at QEH at
an optimal level. Further the demands for mental health services, in particular
for drug abuse, now outstrips the capacity. Worrisome are the signs of increasing
violence especially against children.

Status of the Strategic and Programmatic Orientatlons (SPO)

15. Health in human development: The contribution of health and other social
sectors to national development is well recognized in Barbados. This country is
now often cited for its progressive social policies in health and education and
was one of the case studies presented at the Social Summit. Also Barbados is one
of the few Caribbean countries with strategies for incorporating environmental
health issues in the national sustainable development plan. Health research is
conducted mainly in support of capital proJect proposal development and little
health services research for management is carried out; research skills and
financial resources are limited. There is a vibrant women's affairs program which
has received substantial funding from IDB for institutional strengthening, but
efforts to establish WHD programs in the Ministry of Health have not been
completely successful. Barbados has benefitted fraom training in gender analysis.
The need to strengthen the capacity for health situation and trend assessment is
well recognized and the Ministry of Health is working to computerize its Health
Information System in hospitals, polyclinics. Epidemiology needs to be lined to
the health planning initiatives. The Ministry of Health is placing emphasis on
training in planning. Disaster preparedness plans for institutions are updated and
those for the community services are in progress. Disaster mitigation is not given
high priority.

16. Health systems and services development: Barbados has universal access to a
high quality of primary and secondary care through a network of polyclinics and
a referral hospital. Recent development plans have increased the number of
vulnerable groups to include the elderly, disabled and mentally-ill and an IDB
project is underway to rationalize services for these groups. Uhile the government
has stated that Barbados constitutes a Local health system, efforts are being made
to strengthen the communlty participation for planning and managing
community-based services. Barbados has completed its assessment of the investment
processes for health and the environment and has committed financial resources for
supporting the next step in the cycle.

17. The model used in the Barbados Drug Service is recognized worldwide and PAHO
continues to collaborate with the BDS to strengthen its information systems. A Lot
more needs to be done to improve the management of the laboratory and diagnostic
imaging services. Technologies available at the referral hospital can be compared
with any modern teaching hospital, but little is done to evaluate the efficiency
or efficacy of these.

18. Barbados continues to train nationals in clinical specialty areas and in
management. The Ministry of Health continues to need a rationalized human resource
development policy and plan.

19. Health promotion and protection: There has been a slow start to establishing
mechanisms for institutionalizing health promotion. At times, opportunities are
seized to introduce the health education aspects into related programming efforts.
A KAPB survey on the risk factors for chronic diseases is in the final stage of
analysis. Among the health problems given new priority of eye disorders, mental
illness, and adolescent health problems. Barbados has expanded its family planning
program to incorporate the many aspects of reproductive health. While maLnutrition
is not a problem, the need for a survey to establish the current epidemiotogy of
nutritional disorders including obesity is recognized. This should be facilitated
by the automated surveillance system now being installed.

20. Environmental development and protection: Attention has had to be given to
solid waste disposal and the systems for management will need to be strengthened.
Significant capital projects for sewage systems, are being funded by IDB.
Universal access is the guiding principle to the goverrnment's policy for provision
of environmental infrastructure.

21. Disease prevention and control: Having achieved 87% for all its current EPI
components, the Ministry of Health is investigating expansion of the scope of the
program to include hepatitis B and Hemophilus Influenza.

22. Food borne disease surveillance needs to be improved and the food protection
programs remains fragmented.

23. AIDS prevention and control is a priority. Government worked with two NGOs to
support need of PWAs, including provision of shelter. IEC activities remain the
backbone of the government's program.

24. The aedes aegpyti index has not been reduced to the national target and the
government is involving more participation from the community through clean-up
campaigns. The reliance on insecticide by fogging needs to be reduced.

Plans and priorities for national health development

25. The major health policies are: the continued provision of health care to the
nation through the polyclinics; development of programs and provision of increased
services for the disabled, elderly, and adolescent; development of programs for
rehabilitative care in institutions and in the home; improved health care in the
Queen ELizabeth, Psychiatric, and Geriatric Hospitals; strengthening of all levels
of mental health care; increased emphasis on family Life development; corrective
action to enhance and protect the environment; increased use of HP strategies in
all areas; establishment of health promotion programs for the management of
chronic noncommunicable diseases; improvement of management of services and the
required information systems; continued rationalization of the use of all
resources, manpower, building, finance and equipment especially at the secondary
care level of their main priorities.
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TECHNICAL COOPERATION STRATEGY

26. The 1992 Joint Country Evaluation of Technical Cooperation established the
priority areas for Technical Cooperation with PAHO. These areas are fully
consistent with the priorities of the Organization, as set out in the SPO, and
with the Goals and Targets of the Caribbean Cooperation in Health Initiative,
which is fully supported by the Government of Barbados. Technical cooperation with
other countries will be supported for provision and receipt of services. The
Barbados Drug Service, a WHO Technical Collaborating Center will be supported.

27. Based on the review, it was agreed that PAHO would extend Technical
Cooperation to the Goverrnment to increase the operating capacity of the health
services to deliver services to the whole population, emphasizing the Local Health
Systems approach; the development of efficient and effective information systems;
epidemiological systems; human resource development; health promotion, the control
of the chronic noncommunicable diseases; environmental health, emphasizing
protection of the water supply and improvement of solid waste disposal; maternal
and child health, emphasizing adolescent and perinatal care and universal child
immunization; disaster preparedness; vector control; food safety and protection;
and AIDS. Mental Health programs has been introduced to support of the change in
priority from communicable disease control.

28. PAHO will continue collaborating with the Government in the development of its
health services. Continued emphasis will be placed on the training for
strengthening of the planning process, including the use of the Logical Framework
Approach in project development. Cooperation will be extended to assist the
Government in achieving greater efficiency in the health services; a major focus
will be the further development of management information systems at all Levels
of the health services, including the QEH and the polyclinics. Collaboration with
CAREC will be sought in strengthening the epidemiological services, emphasizing
improved surveillance and utilizing epidemiological techniques in planning,
monitoring and evaluating health services' performance. CLoser collaboration will
be sought with IDB projects for the rationalization of health sector.

29. In human resource development, the emphasis will be on human resource
development planning and more effective utilization of available manpower.
Collaboration will be extended to the training institutions in bringing about the
appropriate changes needed to prepare manpower to meet the changing needs of the
health services of Barbados. The Fellowship Program will continue to supplement
local training. The development of appropriate health promotion policies and
strategies will be vigorously promoted: increasing emphasis will be placed on
social comrnication, including the use of the mass media and the involvement of
NGOs.

30. PAHO will promote and support an increasing role for NGOs in Health.
Continuing support will be provided for the development of structured programs for
the control of chronic noncommunicable diseases, in particular cancer of the

cervix. Special emphasis will be placed on the improvement of surveillance systems
to provide the information needed for planning, monitoring and evaluating these
programs. In this regard, there will be collaboration with CAREC and CFNI.

31. In environmental health, a mejor focus of the Technical Cooperation will be
to support implementation of the plans for environmental health and sustainable
development and to use the Regional Plan for Investment in Health and the
Environment as a tool for efficient resource mobilization. Further development of
information systems to permit continuous monitoring of the quality of the water
supply and the monitoring of the environmental impact of lead and air pollution
on Health will continue. Food protection, especially as it impacts on the
hospitality industry, will continue to be emphasized. With respect to vector
control, the strategy will stress the further development of community-based
vector control programs, emphasizing social participation. PAHO's strategy will
complement that of FAO (Food Protection) and CFNI (Water Pollution Monitoring).

32. In Maternal and Child Health, guidelines will be provided for the development
of services for the adolescent and research will be required to determined
non-attendance of post natal women within a comprehensive Maternal and Child
Health Program. Health professionals will be trained in new technology for the
improvement of perinatal care and other research will be undertaken in support a
policy to expand immunization programs for the elimination of measles and for
other vaccine preventible by diseases. PAHO will collaborate with UNICEF in
adolescent health Leaving the breast feeding initiatives to that organization.

33. With respect to AIDS, emphasis will be placed on the development of
comprehensive STD control programs. Continued support for the management of the
HIV/STD programs will be provided; these will be in close collaboration with CAREC
in this regard.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Strengthen the capacity to manage Solid waste Disposal and monitor the quality
of water and selected environmental risks.

2. Reorient health programs to health promotion strategy and ensure comprehensive
programs for the control of Cancer of the Cervix and other selected
non-communicable diseases.

3. Efficient management of PAHO/WHO Technical Cooperation.

4. Improved management at all Levels of the Health services.

5. The strengthening of human resources development planning.

6. The development of Management Information systems.

7. Protection of the coastal, marine and atmospheric environment.
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8. The development of Environmentat Heatth Information Systems.

9. Improvements in perinatal care.

10. Continued emphasis on childhood immunizations.

11. Development of adolescent heatth care programs.

12. Strengthen the management of AIDS/STD.

13. Improved vector control programs.
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Obiectives

BIENN
PROJECT 1: ENVIRONMENTAL HEALTH

PURPOSE

Improved effectiveness and efficiency of Environmental Health Programs

EXPECTED RESULTS

1. Manpower trained

2. Capacity of the Ministry of Health to cooperate at governmental and
non-governmental levels for inclusion of health and environment in sustainable
development plans increased

3. Capacity for water quality monitoring and pollution risk assessment
strengthened

4. Management systems developed

5. Vector Control program strengthened

BARBADOS

Indicators

NIAL PROJECTS

1. No toxic funes emanating from landfills and garbage collected in accordance
with schedules; recycling program initiated by 1996.

2. Water quality routinely monitored as per protocol and results reviewed weekly
by central level by 1996.

3. All food-bourn disease outbreaks investigated within 24 hours of reports and
Aedes aegypti index reduced to national target set for 1997.

1. Nationals trained in managing landfills; Food technology, institutional
hygiene, food hygiene
and epidemiology by 12/31/97.

1. Private sector/public sector dialogue for sustainable environmental health and
tourism
activities facilitated by 12/31/96.

2. Plan of Action from Pan American Conference on Health and the Environment
initiated by 6/30/96

3. Use of Regional PLan of Investment for Health and the Environment in the future
health sectoral analyses promoted through 1996 and 1997.

1. Protocols for pollution risk assessment and ground water quality monitoring
completed by 1996.

2. Assessment of impact of leachate from disposal sites on ground water quality
completed by 1996.

3. Analysis of Lead in the environment including air conpleted by 1997.

1. Management and information systems for landfi LI management designed by 1996 and
produced by 1997.

1. Integrated Vector control project expanded at Least to 2 more communities by
1997 and environmental health curricula institutionalized at the primary school
Level.
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Objectives

PROJECT 2: MENTAL HEALTH

PURPOSE

Quality of mental health services improved

EXPECTED RESULTS

1. Manpower Trained

2. Management Systems evaluated

3. Social Communication Program designed

4. Research Conducted

264

Indicators

1. Re-admissions to Psychiatric Hospital for selected diagnoses reduced by 12/97.

2. Available programs for drug rehabilitation socially acceptable to the
population by 12/97.

3. Diagnostic, therapeutic and support mental health services available in
selected community districts by 12/97.

1. Alt social workers trained in principles of psychiatric/mental health treatment
by 1997 and persons trained in other selected areas as identified in national
plan developed in 1995.

1. By 1997, management systems in psychiatric services evaluated with
recommendations for
improvement made, including definition of specific policies and procedures

1. Campaign to improve population's perception of mental health/iLLness designed
using mass media and appropriate strategies for various target groups by 1996 and
funding sought.

1. Research protocol to determine knowledge, attitudes and practices related to
mental health
designed, with team of mental heal:th personnel, by 1997.

PROJECT 3: HEALTH PROMOTION AND PREVENTION OF CNCDS

PURPOSE

More healthy behaviors

EXPECTED RESULTS

1. Health Promotion program established at national level

1. 50% if all women over 35 have pap smears in accordance with protocol by 1997.

2. Consumption of saturated fats, salt and sugar by population reduced by 1997.

3. 50X of adults exercising 3 times per week by 1997.

1. Health promotion program for improvement in selected health behaviors designed
and discussed with wide cross-section of nationals and sectors and resources
mobilized by 12/96.
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2. Heatth messages designed 1. Health messages aimed at changing lifestyles related to diabetes and
hypertension designed and
tested by 6/97.

3. NGO involvement in priority problems increased.

4. Capacity of Ministry of Health to implement programs for control of chronic
diseases increased

PROJECT 4: DEVELOPMENT OF HEALTH SYSTEMS

PURPOSE

Improve effectiveness and efficiency in health services.

EXPECTED RESULTS

1. Management and Information Systems Improved

2. Manpower trained

3. Public Heatth Services marketed.

1. Develop new community base NGOs in collaboration with Ministry of Health by
12/97.

1. KAPB post test in Cervical Cancer conducted and health promotion strategies
revised by 6/97.

1. Waiting time and length of waiting lists for selected services reduced to
targets set for 1997.

2. Increased availability of PHC services at times convenient to working people
by 12/97.

3. Consumer Satisfaction Index for hospital and communicating services increased
by 12/97.

1. Organizational structure of health services and selected departments evaluated
to ensure appropriations for parties practicing team-based management by 6/96.

2. Hardware provided; Software for managing programs and Logisticat support
designed and maintained and users trained by 12/97.

1. Manpower trained in selected technical areas and middle managers in hospital,
community services and centraL Level trained by 12/97.

2. District Management Teams sensitized to communicate and cooperate with
commnunity by 12/96.

1. Image building campaign for MOH facilities in particular hospital designed and
implemented by 12/97.
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Obiectives

PROJECT 5: LOGISTICAL SUPPORT FOR TECHNICAL COOPERATION

PURPOSE

PAHO technical cooperation efficiently delivered.

EXPECTED RESULTS

1. PAHO/WHO technical cooperation activities in Barbados supported.
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Indicators

1. At Least 90X of the BAR program budgets executed each year

1. Administrative support provided for technical cooperation activities in
Barbados as per Basic Agreement including secretarial services and utilities
during 1996 and 1997.



PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
- - - - - - - - - - - - - - - - - --_-_-_-_-_-_-_

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

1996-1997 1998-1999

OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
-aun. -a. a _..............a

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASEO ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
a......aa m ............... aaa .

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
MENTAL HEALTH

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
. . a.s- ........ asa.- a a-as ,. .

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL
.- m...-_.-m..----_mmmmmmmmmmmm

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

207, 500
...........
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CPS 207,500

445,100

445,100

UAH 445,100

21,200

21,200

WCH 21,200

o

HED 0
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUDNS (CONT.)

1994-1995 1996-1997 1998-1999

PRGRAOF OF OFPROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…~~~~~~~~~~~~~~~~~~~~~~~~~~~~~AON OA

CONTROL OF NONCONMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

35,400

35,400

4.4 8,300

4.4 8,300

1.0

1.0

GRANO TOTAL 799.900 100.0 865.200 100.0 939,600 100.0

------------------------------------------------------------------

PROGRAn BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…...........................................................

VI. DISEASE PREVENTION AND CONTROL 460.800 100.0 0 - o -
…......=….. . . =. . . . .. . . . . . .m… m m-

CONTROL OF COMnUNICABLE DISEASE

AIDS GPA

460,800

460,800

100.0 0 - O -

100.0 0 - o

GRANDO TOTAL 460.800 100.0 0 100.0 0 100.0
__ _ _ _ _ _ _ __ _ _ _ _ _ _ __ _ _-- _ _ _ --------- _______________________________________________________

1.0

1.0

9,600

9,600



ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS

-;.---- PERSONNEL-------- COURSES SUPPLIES
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OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS SEMINARS EQUIPMENT
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o
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o
O
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O
o

..........

.0
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........... ..........
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30.9 13.2
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60,000
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95.100
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61 700
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.-.M.......
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..........
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_____
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33.300

77 100
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HEALTH SITUATION

1. Belize is an independent nation since 1981. It is a sovereign and democratic
state ruied by e parliamentary system with a Prime Minister es Head of Goverrment
elected in free, direct and universal elections. The territory has en extension
of 8,868 square miles (22,978 Kms2). Administratively the Country is divided into
six districts: Corozal and Orange Walk in the North, Belize in the East, Cayo in
the West and Stann Creek and Toledo in the South. The new capital Belmopan, with
more than 6,000 inhabitants, is located in the Cayo District. There are good
communications by road with Mexico and Guatemala and daily flights to and from the
United States and Central American Countries.

2. According to the World Bank, Belize's gross domestic product (GDP) per capita
in 1991 was estimated at US$2,010, as compared to US$1,120 in 1985. The country's
economy grew by en average of 8% per year during the period 1985-1990. The
fastest-growing industries (construction and tourism, for exanple) were in the
secondary and service sectors, although the export crop industry has also expanded
in recent years. Agriculture currently provides some 65.0% of the Country's total
foreign exchange earnings and employs approximately 30.0% of the labour force. The
agriculture sector is dominated by the sugar industry which is concentrated in the
northern districts. The second major contributor is the citrus industry in the
south; bananas, also in the south is the third largest export crop. Over three-
quarters (76%) of the total population completes at least primary school; in urban
areas the proportion of the population with a secondary education is 14% overall,
22% in urban areas, and 6% in rural areas. The 1991 census revealed differences
between districts in terms of educational levels.

3. Despite the rapid expansion in production, it is reasonable to assume that at
least 14% of the Belize population exhibit poor health practices as a consequence
of poor educational background. This plus the conditions of poverty and crowding
under which they Live, compounded by the high fertility rate, creates a situation
that is ripe for the growth and proliferation of health problems. If added to this
is the fact that a great percentage are economic migrants resulting in substantial
population mobility, then there is a definite strain on the existing social
services which strive to meintain a certain standard. Already scarce resources are
diluted within the framework of the prevailing social conditions.

Demography

4. The census conducted in 1991 put the population of Belize at 189,392, with a
population density of 8.2 inhabitants per Km2. The demographic profile is one of
a "young population" with 44.0% below the age of 15 years, 3.0% under one year of
age, end 4.2% 65 years and over. Of total population, 49.1% were women and 50.9%
were men. The percentage of rural population has increased in recent years owing
to en influx of immigrants from EL Salvador, Guatemala, and Honduras, which is
calculated at approximately 30,000. This represents about 14% of the total Belize
population. Those who immigrate to Belize are mainly rural inhabitants with tow
Levels of education, whereas those who emigrate heve generally completed secondary

school or have professional training. The average annual growth rate between 1980
and 1990 was 2.75%X per year. The total fertility rate (TRF) is around 4.5 children
per woman (1993) considered high when coqpared with CARICOM sister states. Life
expectancy at birth averages 69.85 years for males and 71.78 years for women.
There is a range of ethnic groups that make Beli2e ethnically diverse. The
population defined as "Creole" (of mixed African and European heritage) makes up
30% of the total population, and "Mestizos" (persons of mixed heritage descended
from Spanish colonists and indigenous people) constitute 43.6%. In the past the
creole population was the majority. Other ethnic groups include the Garifunas
(6.6%), the Ketchi Mayas (4.3%), the Mopan Mayas (3.7%), and several smaller
groups.

Health Status indicators

5. General mortality rate has been stable during the period 1980-1989 varying
between a rate of 4.9 per 1000 population in 1980 and 4.2 in 1989; there was a
slight increase to 6.6 for 1992. ALso during this period mortality rates remained
essentially unchanged in the various age groups, with the exception of the group
aged 0-4 years, in which the rate decreased from 10.8 to 5.5 per 1,000 population.
The Leading causes of death also remained basically unchanged over the past
severel years, although in some cases the rates have increased. Between 1983 and
1990, heart disease ranked first, with the highest rates. Certain conditions
originating in the perinatal period ranked second. These were followed by diseases
of the respiratory system, cerebrovascular disease, and hypertension, all of which
showed a rising trend in recent years. Malignant neoplasms, accidents and diabetes
also figured among the 10 Leading causes of deaths. Chronic diseases as a group
were responsible for an increasing percentage of total mortality during the period
1976-1988. The same diseases registered as the leading causes of death at the
national level also figured among the six leading causes in each district, with
the exception of Toledo and Cayo. In Toledo, the four leading causes were
intestinal infectious diseases, nutritional deficiencies, "other diseases of the
respiratory system", and congenital anomalies. In Cayo, they were "other diseases
of the respiratory system", certain conditions originating in the perinatal
period, "other accidents", and motor vehicle accidents.

6. Use of Oral Rehydration Salts and the successful immunization program has
eliminated diarrhoeal diseases and the immunopreventable diseases as the principal
causes of infant mortality. The problems now facing Belize relate to Conditions
originating in the Perinatal period and Respiratory Infections. According to
estimates based on 1991 census data, infant mortality was 35 per 1,000 Live
births. Toledo & Stann Creek showed the highest rates, at 54 and 43 respectively.
In 1991 among children ages 1-4, more than 50% of the deaths were due to
respiratory diseases and dehydratation, with accidents, sepsis and
meningoencephalitis accounting for the rest. Medical Statistics indicate that 5.5%
of children born countrywide in 1991 weighed under 2,500grs. Undernutrition
affects 25X of clinic attending children under five-years of age by the weight-for
age indicator, end over nutrition affects 15.4%. Data by district shows Toledo
with the highest prevalence of undernourished and Belize the highest for
overnourished children.
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7. The principal causes of hospitalization, alt ages, according to a total of

14,173 discharge diagnosis in 1989, were: normal birth delivery (13.4X), direct

obstetric causes (8.1X), other diseases of the respiratory tract (7.5%), diseases

of other parts of the digestive system (6.9%), abortion 5.8X), intestinal

infectious diseases (5.0X), endocrine and metabolic diseases, immunity disorders

(4.2X), certain conditions originating in the perinatal period (4.1%),

hypertensive diseases (4.0X) and ill defined conditions (3.8%).

8. In 1990 a maternal mortality rate of 19.9 per 10,000 ive births was recorded 
-

the highest since 1979-.Corozal District had the highest rate (34.7) and Belize

the Lowest (8.9). The leading cause of maternal mortality was found to be

postpartun hemorrhage. The 1991 review revealed a rate of 14.7 and showed the

leading causes to be preeclampsia and post-partum hemorrhage. As measured by WHO

standards, 40.2% of the pregnant women seen at prenatal clinics were anemic. The

District of Toledo and Cayo showed the highest prevalences, at 47.3% and 47.1%,

respectively, and Stann Creek had the lowest, at 24.3%. The districts of Belize,

Corozael and Orange Walk had almost identical levels: 38%, 39%, respectively.

9. In 1993, 8,482 malaria cases were reported, an increase of 63% from 5,200 
cases

in 1992. This reflects a trend of gradual increase which has been occurring since

1985 end was identified since 1992. The rate of morbidity varies from district to

district and is 41.4 per 1000 inhabitants. Cayo is epidemiologically important in

that, it is responsible for 37% of the total number of malaria cases. Over 30% 
of

reported cases in Belize district were directly linked to migratory movements from

Cayo and Orange Walk districts.

10. Communicable diseases constitute an imnportant cause of morbidity in the

country. The five most frequently reported communicable disease in 1994 were:

malaria, gastroenteritis, gonococcel infections, syphilis and Tuberculosis. The

incidence of Tuberculosis has increased in the last year. It was 3.3 per 10,000

inhabitants in 1992. Since 1986, 119 AIDS cases have been documented and 98 of the

cases have died. The majority of cases (80%) were in productive age groups

(20-44). The number of reported cases continues to increase steadily. In 1993 the

incidence rate of 13.5 per 100,000 population approaches the average for the

Caribbean region of 14.9 per 100,000 population and show that apart from Honduras,

Belize has the highest rate in Central America. The incidence rate increased from

a Low of 1.7 in 1987 to a high of 13.5 per 100,000 population in 1993. The

male/female ratio of reported cases has declined from a high 13:1 in 1989 to a low

1.2:1 1993. The accumulative male/female ratio for the period 1987 to 1994 is

2.5:1. This reflects an increased number of female cases due to heterosexual

transmission of HIV. Most transmission of the HIV virus is occurring through

heterosexual contact, even though some of the AIDS cases (27) have reported

homosexual and bisexual activities. Over the period of 1985 to 1994 (5) pediatric

cases have been reported, two (2) were attributed to perinatal transmission

(mother to child), and three (3) to blood transfusion.

Factors affecting Health Status

11. The Government of Belize is the main provider of health services. Government

Heaeth services are practically free, funded by central government including the

provision of pharmaceuticals. The basic structure for health care delivery is

provided by a national network of 7 districts hospitals (388 beds in the country
which gives 2.1 beds per 1000 inhabitants) 34 health centers (1.8 per 10,000
inhabitants) and 17 health posts. Coverage for prenatal care and immunization is
high in Belize (95% and 81-90% respectively), but coverage for other types of
modern care is much Lower. Moreover, coverage data based on household surveys
include services sought in Mexico and Guatemala, meaning that actual coverage by
providers in Belize is lower. Coverage by Social Security is very low because it
is restricted to work-related injuries and workers in the modern sector of the

economy.

12. Although both the public and the private sectors contribute to the production
of health care services there is no clear definition of their respective roles.
No formal coordination exists at the sector level, even though the MOH is
responsible for the design of health policies and informal arrangements between
public and private institutions and providers -such as the utilization of
government hospitals by physicians in their private practice- exist. Institutional
capacity for policy making and implementation is low, especially in the area of
public health, preventive and community services. The resources of the Ministry
of Health in many instances meet curative over preventive needs; respond to
personnel enployment over programming; and are hardly sufficient to project new
directions in response to emerging public health needs. Furthermore many ongoing
priority programmes rely heavily on grants and other allocations from donor
agencies, both Locally and regionally. This process does not fully pursue
sustainability, and to some extent does not secure full convergence of the
different agenda. The international trend in the 1980's of reduced investments in
health and the environment also affected Belize. Spending in health as a
percentage of total public spending decreased from 15% in 1984 to 7% in 1992, and
spending in the environment (including water and sanitation) decreased from 17%
to 8%. Expressed as a percentage of the GDP, the spending in health decreased
from 5.1% till 2.8% and in environment from 6.8% to 3.4 %.

13. These continuous reductions led to an increase of the share of personnel
related expenses, decreasing the funds available for maintenance. operations and

programs. It also permitted a worsening of some health and environment indicators
such as rise in malaria cases and the advent of cholera. The present economic
situation and the expected further increase of operational costs related to the
new Belize City Hospital would lead, without a change in direction, to even
further reduction of operational capacity of country wide programs and possible
deterioration of the health situation in the rural areas.

14. About 29% of MOH budget is concentrated in the Belize City Hospital alone and

more than 2/3 of MOH expenditure and personnel is concentrated in Belize City,

which counts only 30% of the country's population. Personnel consumes over 2/3 of
total MOH expenditure and this proportion has been increasing in recent years;
drugs and medical supplies take up between 20 and 30%. Over 2/3 of the MOH capital
expenditure is covered by foreign aid, and very little funding is available for

routine maintenance. Several factors contribute to the inefficiencies in resource
allocation and management of existing resources resulting in low productivity such

as: centralization of decision-making and management, poor management practices,
weak information systems,and Inadequate procurement and supply procedures. Other
problems identified are the deteriorated infrastructure and equipment, and

difficulty in attracting and reteining personnel.
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Plans and priorities for national health development

15. The Government of Belize recognizes health as en essential part of the
development process and acknowledge its own role in ensuring that all citizens
have access to the best possible health care, regardtess of ethnic origin,
religion, socioeconomic level, or jurisdictional or geographic area of residence.
It is understood that providing access to health care is en intersectorial
undertaking and that health services themselves cannot improve health conditions,
which depend heavily on other social and economic programs. The Ministry of
Health has embraced the primary health care strategy and accordingly it has
crested en infrastructure of district health teams, which are organizations that
work toward common health related goals. Health education and participation are
recognized as the basis for all community oriented programs.

16. To achieve the necessary structural changes that will allow the sector to be
organized end operate so as to effectively carry out the policies defined, the
ninistry of Health has initiated the Health Sector Reform which includes the
Health Policy Reform and the reorganization-decentralization of Ministry of
Health.

TECHNICAL COOPERATION STRATEGY

17. The Pan American Health Bureau Belize Office provides technical cooperation
according to WHO framework stressing programmes of work which facilitate the
attainment of national health goals in line with agreed global goals and
strategies. Specifically technical cooperation is guidedbystrategic orientations
and Program Priorities approved by the Pan American Sanitary Conference for
1995-1998.

18. The PAHO principal strategies for delivering technical cooperation are primary
Health Care and Local Health Systems and healthy districts. These strategies
shall be implemented following the principle of provision of minimum health care
for ill. This shall be accomplished by defining specific target groups with
emphasis on vuwnerability, equity, socioeconomic, and geographic profiles. In
addition, other priority areas for technical cooperation shall be determined by
compromised health situation of particular regions.

19. The PAHO Belize office will rely on the expertise of four consultants, support
staff and the country representative to execute the Biennial Programme Budget.
It shall utilize regional and subregional consultancy expertise and actively
access the PAHO Technical centers. Furthermore PAHO shall aggressively become
involved in seeking intersectoral and interagency coordination and cooperation.

20. The fundamental instrument, to execute and manage the technical cooperation
shall be the development, activation and evaluation of the Biennial Programme
Budget, the Annual programme Budget and the PTC. A strategic approach to monitor
the activities of the BPB shall be the joint planning and supervision of PAHO and
the Ministry of Health.

21. PANO Belize shall concentrate its energies in the following areas of technical
cooperation: Training; Dissemination of Information; Research; Mobilization of
Resources; Development of Plans, Policies and guidelines; Technical Cooperation
among countries;

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Reorganization of Ministry of Health to promote decentralization through Local
health system.

2. Health Policy Reform and the development of Human Resources.

3. Indroduction of Cost Recovery Initiatives -Health Financing Management
improving budget allocation to preventive services.

4. Quality assurance hospital and laboratory strategies including training for New
Belize City Hospital.

5. Maintain and reinforce MCH services especially ARI, Perinatal Care, Infant
Mortatity and Maternal Morbidity.

6. Chronic Diseases emphasizing nutrition.

7. Strengthen the Environmental Health Programme.

8. Communicable Diseases emphasizing STD, AIDS and Malaria.

9. Development of clear strategy for health education, health promotion and
community participation.

10. Technical Cooperation among countries especially Mexico, Central America, the
Caribbean and Cuba.

11. Ensure a minimum package for the following age groups: 5-9, Adolescents, Men
and Women in reproductive age and the elderly.

12. Strengthening of the Health Information System.
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Objectives

BIENN

PROJECT 1: PUBLIC POLICY AND HEALTH

PURPOSE

To implement the health sector reform in order to improve health conditions
emphasizing vulnerable groups.

EXPECTED RESULTS

1. Strengthened capaclty of the Ministry of Health to conduct health sector
reform.

2. Strengthened Ministry of Health capacity to coordinate, mobilize resources, and
sustain national, international cooperation.

Indicators

IAL PROJECTS

1. Ministry of Health planning unit established and functioning by the end of
1997.

2. National Plan of Health is being implemented by Ministry of Health by the end
of 1997. First evaluation conducted.

3. Ministry of HeaLth Programme managers utilizing gender analysis planning in
annual programming by the end of 1997.

4. Health Policy reform being implemented by Ministry of Health by the end of
1997. Public Health Legislation reviewed and updated by the end of 1997.

5. Reproductive health policy approved by the end of 1997.

6. Health Information and Epidemiology System introduced by the end of 1997.

1. Ministry of Health planning unit proposal reviewed, approved and initiated by
the end of 1997.

2. HeaLth Policy reform proposal by end of 1997.

3. National plan of health developed by the end of 1997.

4. Plan for investment in health and the environment defined by the end of 1997.

5. Government of Belize decision makers and Ministry of Health programme managers
sensitize/trained in gender analysis planning by the end of 1997 (100X).

1. Interagency coordination mechanisms defined and evaluated by the end of 1997.

2. Health Commission comprised of Ministry of Health, Social Security and PAHO
representatives, established and functioning by the end of 1997.

3. Intersectorial coordination mechanisms defined by the end of 1997.
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3. Strengthened Ministry of Health Information and Epidemiological Surveillance.

4. Established health information network countrywide.

5. Strengthened Ministry of Health Disaster Comnittee's capacity to coordinate and
carry out disaster preparedness, prevention and mitigation activities.

4. Ministry of HeaLth programme managers trained in Logical Framework Methodology
by 1996.

1. Technical information produced and disseminated on a quarterly basis through
PAHO/WHO bulletin.

2. Health Information system designed with emphasis on vulnerable groups by the
end of 1997.

3. Methodologies and instruments for gender sensitive Health Situation assessment
defined by the end of 1996.

4. Personnel trained in Medical Information System for Hospitals by the end of
1996.

5. Medical Information System evaluation conducted periodically.

6. Local Health Information and Epidemiological System defined by the end of 1997.

1. Ministry of Health/PAHO HeaLth Documentation Center established in the new
Belize City Hospital by the end of 1996.

2. One documentation center established in each of the six districts of health by
the end of 1997.

3. Mechanisms for national and international information network, and databases
established by the end of 1997.

4. Documentation Center users training conducted countrywide by 1997.

5. Ministry of Health/PAHO bulletin published and distributed countrywide on a
quarterly basis by the end of 1997.

1. Ministry of Health Plan for disaster
preparedness, prevention and mitigation developed by the end of 1997.

2. Ministry of Health Hurricane preparedness plan completed, reproduced and
disseminated by the end of 1997.

3. Disaster prevention manual reproduced and distributed by the end of 1997.
Ministry of Health Personnel trained in the use of the manual and simulation
exercises developed.
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PROJECT 2: WOMEN HEALTH AND DEVELOPMENT

PURPOSE

To imnprove the heaLth situation of women, reducing gender inequities end providing
comprehensive prevention and control health services with emphasis on domestic
violence.

RESULTADOS ESPERADOS

1. improved Ministry of Health Capability to conduct gender sensitive Health
PoLicy Development, Health planning, end Health assessment.

2. Improved quality of women and meternal services.
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Indicators

4. Border Plan for disaster preparedness, prevention and mitigation developed by
the end of 1997.

5. PAHO-BLZ Plan for disaster preparedness, prevention and mitigation developed
and applied by the end of 1997.

6. PAHO Staff trained in disaster preparedness, prevention and mitigation
response.

1. Gender planning methodology introduced into Ministry of Health by the end of
1997.

2. Methodologies and instruments for Gender Sensitive Health Assessment introduced
into Ministry of Health by the end of 1997.

3. Gender specific cancer screening programme introduced and evaluated by the end
of 1997.

4. Domestic violence prevention and management integrated into health services by
the end of 1997.

1. 100% of Government of Belize decision makers introduced to concept of gender
planning, and Ministry of Health programme managers and District medical officers
trained in gender analysis planning by the end of 1997.

2. Gender, Health and development training materials disseminated by the end of
1997.

3.Gender Sensitive health Assessment methodologies and instruments designed and
disseminated by the end of 1996.

4.District level key personnel trained in Gender Sensitive Health Assessment by
the end of 1997.

5. Data collection desegregated by sex produced by Medical Statistics Office by
the end of 1996.

6. District Level key personnel trained in gender analysis planning instruments
designed and disseminated by the end of 1996.

1. Cancer screening programme and plan of action for implementation designed by
the end of 1997.

2. Guidelines for women and maternal quality assurance program defined and
distributed by the end of 1997.



Obiectives

3. Strengthened capability of Ministry of Health and Non-Government Organizations
to prevent and.manage domestic violence.

PROJECT 3: SUPPORT TO THE DEVELOPMENT, MANAGEMENT AND COORDINATION
OF COUNTRY PROGRAMS

PURPOSE

To contribute to health development through international technical cooperation.

EXPECTED RESULTS

1. Increased participation of national authorities in planning programming and
executing external cooperation by the end of 1997.

2. Strengthened PAHO/WHO Belize capacity to support national health efforts.

3. Maternal care personnel trained in maternal quality assurance guidelines by the
end of 1997.

1. Comprehensive women's health canmpaign executed by the end of 1997.

2. Domestic violence prevalence study conducted by the end of 1996.

3. Mechanisms defined for detection of domestic and related morbi-mortality by the
end of 1997.

4. Protocol for management of domestic violence developed and introduced by the
end of 1997.

5. Coordinating network for the prevention of domestic violence established by the
end of 1997.

6. Number of Key Personnel trained in the application of domestic violence.

1. National and international consultants working together as one team, with the
authorities and technicians of the Ministry of Health, by the end of 1997.

1. National Authorities satisfied with PAHO technical cooperation.

2. 100X of PAHO funds executed by the end of 1997.

3. Obtention of and optimal utilization of extrabudgetary funds by the end of
1997.

4. BPB, APB and PTC planned executed and evaluated together by the Ministry of
Health and PAHO by the end of 1997.

1. PAHO/WHO belize personnel programme implemented and evaluated by 1997.

2. PAHO/WHO Belize technical cooperation, functions and administration procedures
manuals developed and introduced by the end of 1997.
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3. Mechanisms for interagency coordination implemented and evaluated by the end
of 1997.

PROJECT 4: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To improve the health of Belizeans through technical cooperation among countries.

EXPECTED RESULTS

1. Technical cooperation between Betlize and other countries, in the frame of the
CARICOM and Central American health initiatives and the Trinational Association
BELIZE-MEXICO-GUATEMALA, improved and expanded.

PROJECT 5: PRIMARY HEALTH CARE

PURPOSE

To achieve the reorganization of the Ministry of Health through decentralization
increasing equity, quality, cost-efficiency and sustainability.

EXPECTED RESULTS

1. Strengthened capacity of the Ministry of Health to conduct reorganization and
decentralization.

4. HeaLth Life Style project for PAHO personnel introduced and evaluated by the
end of 1997.

5. Gender approach introduced in all internal activities at PAHO/WHO by the end
of 1997.

1. Trinational Association BELIZE-MEXICO strengthened by the end of 1997.

2. CARICOM health initiative strengthened by the end of 1997.

3. Central America health initiative strengthened by the end of 1997.

1. TCC between Belize and Cuba executed by the end of 1997.

2. TCC between Belize and Mexico in reproductive health implemented by the end of
1997.

3. TCC in accordance with Trinational Association BELIZE-MEXICO-GUATEMALA
implemented by the end of 1997.

4. TCC in accordance with CARICOM and Central America Health initiatives
implemented by the end of 1997.

1. Ministry of Health financing mechanisms defined and being applied by the end
of 1997.

2. Ministry of Health reorganized and decentralized into 6 SILOS by the end of
1997.

3. Referral System established and functioning by the end of 1997.

4. Hospital, Laboratory and Health Centers quality assurance programs introduced
and first evaluation conducted by the end of 1997.

5. Policy on essential drugs approved and mechanisms for implementation
established by the end of 1997.

6. Human Resources Development Policy approved by the end of 1996 and Human
Resources Development Programme introduced by the end of 1997.

1. Ministry of Health reorganization proposal reviewed and plan of action defined
by the end of 1996.

Obiectives
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2. Ministry of Health financial mechanisms defined by the end of 1996.

3. Ministry of Health programme Managers trained in strategic planning and health
programmes administration by 1997.

4. Manual of Administrative procedures and functions for central and local level
developed by the end of 1997.

5. Mechanisms for decentralization defined by the end of 1996.

2. Strengthened capacity of District Health personnel to plan and manage health
services and care at the local level.

3. Strengthened Ministry of Health capacity to ensure quality care.

4. Improved Ministry of Health capacity to maintain and retain adequate number of
qualified persomel according to demands and needs.

1. Six district health teams personnel (100%) trained in planning, execution,
monitoring and evaluation of heaLth programmes by the end of 1997.

2. Mechanisms for Local health districts development defined and documented by the
-end-of-1996.

3. District plan of Action for SILOS development designed and introduced by the
end of 1997 with emphasis on Healthy Districts strategy.

4. Manual of Administratives procedures and functions for local level developed
by the end of 1997.

1. Health Centers and laboratory quality assurance programme defined by the end
of 1997.

2. Hospital accreditation manual developed by 1996.

3. Proposal for formation and development of Bioethics Committee in New Belize
City Hospital developed by the end of 1996.

4. Policy on essential drugs and plan of action for implementation defined by the
end of 1997.

5. Referral system and plan of action defined by the end of 1997.

6. Belize City hospital and relevant personnel trained in management and
maintenance by the end of 1997.

1. Human Resources development policy proposal devetoped by the end of 1996.

2. Ministry of Health Human Resources Development Programme designed by the end
of 1997.
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3. PAHO fellowship guidelines revised and redefined by the end of 1996.

4. Local HeaLth Teams development programme designed and implementation initiated
by the end of 1997. (PASCAP)

PROJECT 6: FAMILY HEALTH AND POPULATION ISSUES

PURPOSE

To promote and provide comprehensive family health care with emphasis on specific
vuLnerable groups.

EXPECTED RESULTS

1. Strengthened under five year child health programme with emphasis on health
promotion.

2. Strengthened 5-9 child health services with emphasis on school programmes.

3. Strengthened adolescents (10-19 years) health services with emphasis on health
promotion.

4. Developed expanded and improved health services for women and men 20-44 years
by the end of 1997.

1. Reduced maternal mortality from 161/100,000 in 1993 to 110/100,000 in 1997.

2. Reduced the infant mortality from 33/1000 to 23/1000 by the end of 1997.

3. Reduced the Neonatal nortality from 17/1000 to 13/1000 by the end of 1997.

4. Comprehensive family planning services incorporated into fami ly health services
by the end of 1997.

5. Health promotion activities incorporated into family health services by the end
of 1997.

1. Comprehensive programme for chiLdren under five developed and introduced by the
end of 1997.

2. Integrated under five child health guidelines developed by the end of 1997.

1. Comprehensive health and sports programme for 5-9 children developed and
introduced by the end of 1997.

2. Integrated 5-9 children health guidelines developed by the end of 1997.

3. Health and sports promotion package for schools defined by the end of 1997.

1. Comprehensive health and sports for adolescents developed and introduced by the
end of 1997.

2. Integrated adolescents health guidelines developed by the end of 1997.

3. Reproductive health component defined and introduced by the end of 1997.

1. Comprehensive women and men health programme developed and introduced by the
end of 1997.

2. Reproductive health conponent defined and introduced by the end of 1997.
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3. Integrated women and men health guidelines developed and disseminated by the
end of 1997.

4. Training in maternal care conducted for nurses and TBA's during 1996-1997.

5. Mother and Child package introduced by the end of 1997.

5. DeveLoped health programme for 45 or more by the end of 1997.

6. Strengthened capabitity of Ministry of HeaLth and Non Government Organizations
to promote good mental health and a drug free and safe environment.

PROJECT 7: NUTRITION FOOD SUCURITY

PURPOSE

To improve food and nutritional status of the vulnerable groups in Belize.

EXPECTED RESULTS

1. Strengthened national capacity to introduce the food and nutrition security
strategy to economic and social sectors.

1. Health promotion programme for men and women 45 or more developed and
introduced by the end of 1997.

2. Integrated health promotion guidelines for men and women 45 or more developed
and disseminated by the end of 1997.

1. Ministry of Health Mental Health Programme revised and updated by the end of
1997.

2. Drugs, tobacco and alcohol prevention campaign design and implemented.

3. Road Safety campaign design and implemented by the end of 1997.

4. Street violence trends study conducted and results disseminated by the end of
1996.

1. Undernutrition prevalence reduced by 25%.

2. Prevalence of anemia on pregnant women reduced by 30%.

3. Prevalence of non-communicable chronic diseases related to diet and life style
reduced by 10X.

4. Eradication of vitamin A and lodine deficiencies.

5. Food and Nutrition security initiative incorporated to social and economic
policies, plans, programmes and projects developed in Belize.

6. Poverty percentages reduced by 2X.

1. Food and nutrition poLicy revised and updated by Cabinet by the end of 1996.

2. Food and nutrition plan of action completed and introduced by the end of 1997.
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Obiectives

2. Strengthened national and local food and nutrition programnes with enphasis on
vulnerable groups.

3. Strengthened national capacity of qualified hunan resources on food and
nutrition according to demands and programme needs.

4. Developed a food and nutrition monitoring and surveillance system by the end
of 1997.

5. Strengthened food and control and safety programnes.

282

Indicators

3. Nutrition unit proposal reviewed and introduced by the end of 1996.

4. National multisectoral food and nutrition committee proposal approved and
introduced by the end of 1997.

5. Food and nutrition security initiatives designed and introduced to economic and
social policies. plans, programmes and projects by the end of 1997.

1. A comprehensive local, multisectoral and integrated food and nutrition
programme developed and introduced by the end of 1997.

2. Nutritional interventions: promotion of breastfeeding, growth and development
monitoring, child feeding and iron and folic acid supplementation programmes
evaluated by the end of 1997.

3. Eradication of lodine and Vitamin A deficiencies programmes designed by the end
of 1997.

4. Food and Nutrition school programme developed by the end of 1997.

1. Nurses, teachers and agriculture technicians curriculum revised and updated by
the end of 1997.

2. Number of key personnel from various sectors trained on relevant food and
nutrition concepts by the end of 1997.

3. A conprehensive food and nutrition training programme developed and introduced
by the end of 1997.

1. Food and nutrition monitoring and surveillance system designed by the end of
1996.

2. nechanisms for analysis and decision-making defined by the end of 1997.

3. Mechanisms for dissemination of food and nutrition information defined by the
end of 1996.

1. Food safety programme evaluated by the end of 1997.

2. Food inspection and procedures evaluated and updated by the end of 1996.

3. Database programme for inspectors of food estabtishments maintained throughout
1996-1997.



Objectives

PROJECT 8: ENVIRONMENTAL HEALTH

PURPOSE

To improve planning, implementation and monitoring of water, sanitation, solid
waste and other environmental health operations to ensure a healthy,
environmentally sustainable development.

EXPECTED RESULTS

1. Strengthened capacity of Environmental health personnel to provide services.

2. Improved capacity to monitor the national water and sanitation situation.

3. Strengthened capacity to manage solid waste.

1. National Uater Commission established and meeting at least quarterly by the end
of 1996.

2. Water and Sanitation Monitoring System established and functioning by the end
of 1997.

3. Uater and Sanitation Sector Study and Action Plan approved by the end of 1997.

4. Drinking Water Quality is monitored for 90X of approved water sources and
within health
guidelines for 90X of samples by the end of 1997.

5. National Solid Waste Management Plan approved by the end of 1997.

6. Project on appropriate use of pesticides completed by the end of 1997.

1. Eight Public Health Inspectors completed basic training at the University
College of Belize by the end of 1996.

2. One Water Analyst trained to Bachelors level by the end of 1997.

3. One Sanitary Engineer trained to Masters level by the end of 1997.

1. Water Sanitation Sector Study formulated by the end of 1996.

2. Water and Sanitation Action Plan formulated by the end of 1997.

3. Water and Sanitation Monitoring System defined and operational by the end of
1997.

4. Action Plan to implement the Effluent Limitation Standards defined by the end
of 1996.

1. Suitable project proposal for the Solid Waste Management Authority formulated
by the end of 1996.

2. Draft National Solid Waste Management Plan defined by the end of 1997.

4. Enhanced capacity for intersectoral coordination. 1. Action Plan to implement the National Water Comnission defined by the end of
1996.
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2. Evaluation of the National Envirormental Appraisal Committee completed by the
end of 1997.

5. Increased capacity of workers to handle pesticides safely.

PROJECT 9: DISEASE PREVENTION AND CONTROL

PURPOSE

To prevent communicable and non-communicable disease with emphasis on vulnerable
groups through decentralized services.

EXPECTED RESULTS

1. Strengthened capacity to prevent morbidity end mortality caused by Vector Borne
diseases.

2. Strengthened the Expanded programme of immunization.

1. Pesticide project and Action PLan defined by the end of 1996.

2. First Evaluation of pesticide project completed by the end of 1997.

1. Halaria morbidity rate reduced from 49.3/1000 in 1995 to 8/1000 in 1997.

2. A universal child/maternal immunization coverage increased from 85X in 1993 to
95X in 1997. Eradication of measles and neonatal tetanus by the end of 1997.

3. ARI, CDD and Tuberculosis programme expanded to alt Levels of health care by
the end of 1997.

4. Non-communicable chronic diseases prevention programme introduced by the end
of 1995.

5. Dental Health programme expanded to new target population by the end of 1997.

6. Zoonosis Programme implemented by the end of 1997.

1. Malaria and dengue health education plan of action designed and introduced by
the end of 1996.

2. Vector Control component evaluated by 1996.

3. Monitoring and surveillance component of the Vector Control programme revised
and updated by the end of 1997.

4. Biological vector Control strategy designed and introduced by the end of 1997.

5. Malaria Case management protocols revised by the end of 1996.

1. Rubella and Hepatitis B vaccines introduced to the immunization scheduLe by the
end of 1996.
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3. Strengthened Tuberculosis Prevention and Control program.

4. Strengthened ARI Programme.

5. Strengthened CDD programmes.

6. Strengthened national capacity to prevent non-communicable diseases.

7. Strengthened Dental Health programne.

8. Strengthened National capacity for prevention and control of Zoonosis.

Indicators

2. Special strategy for Universal child/maternal immunization coverage designed
and introduced by the end of 1997.

3. Management of immunization supply and storage system maintained through
1996-1997.

4. EPI monitoring and surveillance system evaluated by the end of 1996.

5. Strategy for social mobilization evaluated and documented by the end of 1997.

1. Comprehensive Tuberculosis prevention and control program designed by the end
of 1997.

2. TB case-management guidelines developed by the end of 1997.

1. ARI programme revised and updated by the end of 1997.

2. ARI case-management guidelines introduced by the end of 1997.

3. ARI health education component designed and introduced by the end of 1997.

1. Private and public health personnel trained on CDD case management by the end
of 1997.

2. Health education on CDD plan of action developed and introduced by the end of
1997.

3. Monitoring surveillance and supervision system developed by the end of 1997.

1. Non-communicable diseases related to diet and Life style preventive programme
designed by the end of 1997.

2. Cervical and breast cancer screening programme designed by the end of 1996.

3. Dental Health services expanded by the end of 1997.

1. Dental auxillary training programme developed by the end of 1996.

2. Dental health education programme evaluated by 1996.

1. Comprehensive zoonosis prevention programme designed by the end of 1997.
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2. Integrated zoonosis guidelines developed and documented by the end of 1997.3.
Monitoring and surveillance system for rabies designed by the end of 1996.

3. Monitoring and surveillance system for rabies designed by the end of 1996.

PROJECT 10: STD'S and AIDS

PURPOSE

To prevent the transmission of HIV/AIDS/STD and reduce the socio-economic impact
in individuals and communities.

EXPECTED RESULTS

1. Strengthened national capacity for AIDS/STD policy development and management.

2. Strengthened National Capacity to design end implement AIDS/STD intersectoriaL
education programmes.

1. Nationat Policy for AIDS/HIV/STD prevention and control approved by Cabinet and
implemented by relevant
ministries and Legal instrument submitted by the end of 1997.

2. National AIDS/STD programme decentralized and horizontalized and Coordination
mechanisms with Non-Governmental Organizations implemented by the end of 1997.

3. Youth in School AIDS/STD Education Programme established countrywide through
Ministry of Education by the end of 1997.

4. STD/AIDS services integrated into primary health care country wide at the end
of 1997.

5. National Transfusion Service and Quality assurance programme for HIV testing
established by the end of 1997.

6. STD/AIDS SurveiLLance, monitoring and evaluation system estabLished by the end
of 1997.

1. Plan of Action for decentralization and horizontalization defined and evaluated
by 1996.

2. Medium Term PLan, APB, PTC and Progress Report developed District Health Team
by the end of 1997.

3. Policy proposal submitted to Cabinet for approval by the end of 1996.

4. Legal Instrument developed by the end of 1996.

5. ReLevant staff (Government of BeLize and Non Governmental Organizations)
trained on standard planning, monitoring and administrative procedures by the end
of 1996.

6. DecentraLized budgeting planning and execution mechanisms evaluated and
docunented by the end of 1996.

1. High school education programme on sexuality and AIDS established country wide
by the end of 1996. First evaluation conducted by the end of 1997.
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2. Youth out of school education intervention established countrywide by the end
of 1997. Coordinating mechanisms defined with Belize Family Life Association by
the end of 1996.

3. Condom logistic system evaluated by the end of 1997.

4. Educational materials designed, reproduced and distributed to support education
plan during 1996-1997.

5. Education plan evaluated by the end of 1996 and AIDS Education activities
implemented to increase awareness in general public.

6. Impact of gender inequities on HIV/AIDS/STD transmission study conducted by the
end of 1996. AIDS education programmes modify based on the results by the end of
1997.

3. Improved provision of AIDS/HIV/STD comprehensive care at local level.

4. Improved HIV testing and Safe Blood supply nationally.

1. Mechanisms for delivery of STD/HIV/AIDS comprehensive care at local level
evaluated by the end of 1997. Mechanisms of coordination with Belize Family Life
Association defined by the end of 1996.

2. Referral System for STD/AIDS/HIV designed by the end of 1996.

3. Qual ity assurance programme for AIDS/STD/HIV management designed and introduced
by the end of 1996.

4. Heatth care providers updated in STD/AIDS/HIV comprehensive care countrywide
by the end of 1997.

5. Clinical information system developed and introduced country wide by the end
of 1997.

6. STD services promotion programme designed by the end of 1996 and implemented
by the end of 1997.

1. Plan of action for development of National Blood Transfusion service finalized
by the end of 1996 and project proposal submitted for funding by the end of 1997.

2. Quality Assurance Programme for HIV testing evaluated by the end of 1996.

3. Use of blood guidelines developed and introduced by the end of 1997.

4. Role of voluntary donors association and Red Cross and mechanisms of
coordination with National Transfusion Service defined by the end of 1997.
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5. Strengthened HIV/AIDS/STD surveillance and monitoring system.

Indicators

1. Sentinel surveillance expanded country wide by the end of 1996.

2. STD surveillance system evaluated in 1996.

3. AIDS cases quarterly reports and HIV sentinel surveillance results avaiLable
nationally and internationally during 1996-1997.

4. Monitoring and evaluation system design by 1996. Priority prevention and care
indicators availabLe by the end of 1997.
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS
_______-___________________________________ -------- _____________________

PROGRAM CLASSIFICATION

II. HEALTH IN HUMAN DEVELOPMENT
*- . -- ......... -.--....

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.
-- ------EVE -------- ANAGE--ND. F ------------- ---- RG.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS. CPS

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH HRH

IV. HEALTH PROMOTION AND PROTECTION
_.-._.--_mmmmmmmmmmmmm _ _ __.m

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILV PLANNING WCH

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION NUT

1994-1995

S OF
AMOUNT TOTAL

589,500 54.8
-.... …... .....

490,200

490,200

18,800

18,800

80,500

80,500

289. 800
...........

175.000

175.000

114,800

114,800

67,200

39,200

39,200

28,000

28,000

45.6

45.6

1.7

1.7

7.5

7.5

27.0

16.3

16.3

10.7

10.7

1996-1997

AMOUNT Ti

625,900
...........

512,500

512,500

20,300

20.300

93,100

93,100

311.700

188,300

188,300 1

123,400 ]

123,400 1

6.2 73,800 6.4

3.6 42,700 3.7

3.6 42,700 3.7

2.6 31,100 2.7

2.6 31,100 2.7

1998-1999

OF X OF
OTAL AMOUNT TOTAL
-- - _ - - - - - - - - - - - _ _ _ _ _

54.1

44.2

44.2

1.8

1.8

8.1

8.1

27.0

16.3

16.3

10.7

10.7

691,300
...........

561,900

561.900

21.900

21,900

107,500

107,500

336.800

203,600

203,600

133,200

133,200

81,300

46,700

46,700

34,600

34,600

54.7
.....

44.5

44.5

1.7

1.7

8.5

8.5

26.6
..lm =

16.1

16.1

10.5

10.5

6.4

3.7

3.7

2.7

2.7
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PROGRAN BUDGET - PAHO ANO WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

P OF % OF A OF
PROGRAN CLASSIFKCATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
-a.... a...... a.....a......... a.......

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

VI. DISEASE PREVENTION AND CONTROL
.... m mo.....l........m...a....

CONTROL OF COMNUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

47,300 4.4 52,600 4.6 56,300 4.4
…,,,,,, mmmm ... …mm m ..... …!! .

47,300 4.4

47.300 4.4

52.600

52,600

4.6

4.6

56,300

56.300

4.4

4.4

81.900 7.6 90.200 7.9 99,600 7.9
......... ..... ........... ..... ........... .. =

40,200 3.7

40.200 3.7

44.600

44.600

3.9

3.g

49,500

49.500

3.9

3.9

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMnUNICABLE DISEASES

41,700

41,700

3.9

3.9g

45.600 4.0

45.600 4.0

50.100 4.0

50.100 4.0

GRAND TOTAL 1.075.700 100.0 1.154.200 100.0 1.265.300 100.0
,,,,_,,_,,_ ........... .... ......... ..... -..== ==== =
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PROGRAn BUDGET - EXTRABUDGETARY FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAM CLASSIFICATION

1994-1995

X OF
AMOUNT

1996-1997

X OF
TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _

II. HEALTH IN HUMAN DEVELOPMENT
*m -..... m ..S.......an....

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
,,,,,,,,,,,. , ,,,,,,,,,,,........ -m-...a

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
....... m................ _.mmmm

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
. . naa...-a .-..-.. a--.-a-.0.-....a.-.-.-..

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF CONMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
MALARIA AND OTHER TROPICAL DISEASES

12,900
...........

8.800

WHD 8.800

4. 100

TCC 4.100

325,900
...........

325.900

UAH 325.900

30.100

30,100

WCH 30,100

183.600

183.600

CWS 108.100
ERA 75 500

CDD
GPA
CTD

1.2

.8

.8

.4

.4

31.2
.....

31.2

31.2

2.9

2.9

2.9

17.5

17.5

10.3
7.2

495.500 47.2

486,700 46.4

83 900 8.0
249.500 23.8
153 300 14.6

o
... s.......

o
-----------

o

0

0

o

o
-----------

...........

O

o

o

o

o
Oo

o

0
0

_- ~O

- O

_ O_-m m m O

- O

- O

- O

..... .....aaaaa......a

- O
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-_ - - - -O
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PROGRAN BUDGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF X OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ - - _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

8,800 .8 0 - 0 -

8,800 .8 0 - 0 -

GRANO TOTAL 1,048,000 100.0 0 100.0 0 100.0
, e ... ............... .....- ........... ..... ........... .....

---------- ----------------------------------------------

ALLOCATION BV OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNDOS
- - - - - - - - - - - - - - - - - --_-_-_- - - - - - - - - -

SOURCE TOTAL
OF FUNDS AMOUNT

-

-------- PERSONNEL--------
PROF. LOCAL SNORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

a $ $

FELLOWSH PS

$

COURSES SUPPLIES
AND ANO

SEMINARS EQUIPMENT GRANTS

$ $ $

556.700
519 000

1,075,700
mm a a.a00 a .a

100.0

604,300
549,900

1,154,200
a....u.00.0

100. 0

1

1
mmmmmm

1

1

1
1

2
..-...

341,600 12.000
20,400 119,900

362.000 131,900
..........a ..*..3.....

33.7 12.3
_____ - - -_ ___

2 364,300
o o

2 364,300
.aaea a. ..... M...

31.5mmmmm mmmm m -mmm

12,000
121 900

133,900

11.6
_____

658,400
606,900

1,265,300

100.0

1

1
mmmmmlm

2
0

2
......

390,600

390.600

30.8

12,000 43,800
121,900 8,800

.....................
133.900 52.600

10.6 4.2

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

% OF TOTALOF TOTAL

OTHER

$

32 300
6,600

38.900

3.6

38,000
7,600

45,600

4.0

13.600
73,500

87,100
...- 8.1...

_____

48.000
60,000

108,000

10.0

48,000
60.000

108,000
...........

_ _ _

o
0

..........

.0

13 200
92,700

105,900

9.8

15 300
107 300

122,600
..- 10.....

10.6

1998-1999

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

96,000
145 900

241.900

22.5
_ _ _

111,000
168.700

279,700
24...........

24.2
_____

15,700
84,400

100,100

8.7
:- -

O
0

0o

.0

48,000
60,000

108,000

8.5

17 600
123,700

141,300
11..........

11.2

18,200
97,600

115,800

9.2

0

O

..........

.0

128,200
194.900

323,100
2...........
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BOLIVIA

HEALTH SITUATION

Demography

1. The 1992 National Population and Housing Census called attention to two
demographic phenomena that have been predominant in recent years: internal
migration and urbanization. The country's average annual population growth rate
was 2.11X during the most recent intercensus period, namely 1976-1992. As of 1995,
Bolivia has 7,413,834 inhabitants and a population density of 5.59 inhabitants/
km', ranging from 0.67 per km2 in the Department of Pando to 22.49 per km2 in the
Department of Cochabamba. The urban population represents 58% of the total, and
the female population is 50.6%. The age distribution reflects a high proportion
of children and a very small proportion of elderly: the popuLation under 15 years
of age is 42% of the total and those aged 60 and over represent only 4X.

Health status indicators

2. Life expectancy at birth is 57.7 years for males and 61.0 for females.

3. The total fertility rate, according to ENDSA 1994, was 4.8 children per woman,
or 3.8 in the urban areas and 6.3 in the rural population. Among women without
schooling, the average figure was 6.5, compared with an average of 2.7 children
per woman among those with average or higher education.

4. Estimates based on the 1992 census indicate that national infant mortality is
75 per 1,000 Live births, and there is a sizable difference between the average
for rural areas, which comes to 94 per 1,000, and urban areas, where it is only
58 per 1,000. According to ENDSA/94, the principal components contributing to
infant mortality are diarrheal diseases (36%), respiratory difficulties (26%) and
the problems associated with delivery (13X). Mortality in children under 5 is 113
per 1,000, ranging from 146 per 1,000 in rural areas and 85 per 1,000 in urban
areas. The crude death rate is 18.5 per 1,000 population, at 16.7 per 1,000 in
urban areas and 21.3 per 1,000 in rural areas. Maternal mortality is estimated at
332 per 100,000 live births, and it is largely attributable to inadequate
attendance at delivery (hemorrhages, toxemia, infections).

5. Tuberculosis is the most significant communicable disease in adults. Other
important diseases are South American trypanosomiasis (Chagas' disease), malaria,
and mucocutaneous leishmaniasis. More than 50% of the population Lives in areas
at risk for transmission of the Chagas vector. In addition, there are the risks
of transmission by transfusion (50% of all blood donors are serologically
positive) and also congenital transmission. Malaria is on the rise, and the P.
falciparum foci are spreading. Leishmaniasis is also being observed in areas where
recent migration and colonization have taken place. Human cases of rabies continue
to occur in the large cities. Every year there are epidemics of jungle yellow
fever in areas of internal migration, where large susceptible populations are
arriving. In 1994, after almost two decades of apparent epidemiological silence,
the country again experienced outbreaks of Bolivian hemorrhagic fever, with high
case-fatality rates.

6. Despite significant progress in the last decade, the country continues to have
a prevalence of iodine deficiency disorders, particularly in rural areas, where

the consumption of iodized salt is still quite low. Twenty-eight percent of the
children under 3 years of age suffer from chronic height-for-age malnutrition: in
rural areas the rate is 37%, and in urban areas, 21%; it is 46% among children
whose mothers have not had any schooling and 15% among those whose mothers have
had average or higher education.

7. Increases have been seen in injuries, accidents, and violence, which rank among
the five Leading causes of hospitalization in the principal cities. ALcoholism
continues to be a serious social and public health problem.

Factors affecting health status

8. Uater is distributed to 84X of the homes in urban areas, while health services
are available to about 63% of them. In rural areas, however, water only reaches
24X of the homes, and health services are only available to 17%. Eighty-seven
percent of urban dwellings have electricity, whereas the proportion is only 15%
in rural areas. Average occupancy is 3.3 persons per dwelling unit in rural areas
and 4.3 in urban areas. Urban growth is rapid and haphazard, characterized by the
formation of large metropolitan areas and precarious habitats.

9. The illiteracy rate for the country as a whole is 20 among the population aged
15 and over, with large variations between the departments. The rates are
consistently higher for women and in rural areas. Fifty percent of the population
7 years of age and over are in the labor market, a majority of them in the
informal sector (58%).

10. Breast-feeding is widely practiced: more than 90% of the children are breast-
fed during the first 6 months of life and almost 80X through the first 12 months.

11. Health service coverage is Low; only 44X of the population has access to
institutional care of some form-47% in urban areas and 39% in rural areas.
Consultations per inhabitant average 0.7 per year (0.4 in the public sector and
1.7 in institutions under the social security system). The average bed occupancy
index is 48X. There are 3.6 physicians per 10,000 population in the public sector
and 10 per 10,000 in institutions under the social security system, with a ratio
of 0.5 nurses per physician in the public sector and 1.1 nurses per physician in
the social security system. There are problems in guaranteeing quality care, and
supplementary services, such as Laboratories and blood banks, are insufficient.
Prenatal care reaches half the population of pregnant women, uhile deliveries
attended in health institutions represent 25% of total expected deliveries.
Eighty-four percent of the women of childbearing age have knowledge of at least
one contraceptive method; reported contraceptive use is 45.4%, of which 17.8%
corresponds to modern methods.

Status of the Strategic and Programatic Orientations (SPO)

12. Health in human development: Because of its geographical position, Bolivia
takes part in the Andean Cooperation in Health, the Southern Cone Health
Initiative, and the Amazon Cooperation Treaty (Special Health Commission-CESAM).
Within this framework, there are several draft Laws under consideration, primarily
relating to drugs and blood transfusion. In addition, Bolivia assumes the
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presidency of the American branch of the International Organization of
parliamentary Physicians, a forun for the discussion of public health issues.

13. The creation of the Ministry of Human Development, (MHD) which brings
together all social sectors within the goverrnment, makes it easier to integrate
the participation of the health sector in programs to combat poverty. The
articulation of public services with health insurance programs continues to be a
subject of debate. The fact that there is a Social Policy Analysis Unit in the MHD
makes it possibte to study the relationship between health and political,
economic, and social policy.

14. The NationaL Health Secretariat has a National Health Information System that
provides data on both the services of the Secretariat itself and those provided
under health insurance schemes. However, the system mainly provides data on the
production of services and does not permit an analysis of the health situation and
its trends.

15. Despite the fact that Bolivia has a National Council of Science and
Technology, the country continues to have only limited and fragmented capacity in
terms of scientific and technological production. Nevertheless, there are some
centers that carry out research, especially in the areas of tropical diseases and
nutritional deficiencies.

16. The PWR documentation center has played a dynamic role in organizing the
Bolivian Health Sciences Information Network, which Links up 35 centers in all
parts of the country and offers access to several electronic data bases.

17. The creation of the Undersecretariat for Gender Issues within the Ministry
of Human Development bears out the importance being given to gender in the
planning and programming of activities in all the sectors.

Health systems and services Development

18. Bolivia has assumed a commitment to overall decentralization of the State,
which is being materialized through a series of laws that are transforming the
State, the government, and Bolivian society itself. Of this LegisLation, the
Popular Participation Law (PPL) has contributed the most toward transformation of
the health sector, with the definition of new roles at all levels (details given
under point 5).

19. The PPL provides the elements for the democratization of health, with
emphasis on the local Level (the municipality). In this vein, there is an
interinstitutional effort to define a new health care model which will creates
space for Local consensus-building, comanagement, intersectoral action, and
adaptation of the services to Local culture and needs.

20. There is a strong liketlihood that sizable investments will be made in health
and the environment during the course of the biennium, given the current
circumstances in Bolivia: enactment of the PPL and the law reforming the
Ministries, the emphasis being placed on social investment in 1995-1997, the
attention being given to rural areas and pockets of extreme poverty, and the
comnitted support being given by the international cooperation agencies (based on
Advisory Group 94), especially the IDB and the World Bank.

21. The National Health Secretariat, working with the Congress of the Republic,
has drafted a new law that wilt regulate in the pharmaceutical industry, including

the marketing and prescription of essential drugs. The municipalities have
included revolving funds for essential drugs in their plans of operation, and the
regulations governing the transfer of health infrastructure to the municipalities
specifically recommend that the essential drugs initiative be adopted. The
programs that govern the accreditation of services and the quality of care have
included a component dealing with radiation protection. Laboratories and blood
banks still lag somewhat behind in terms of both their capacity and the quality
and biosafety of their services.

22. The most serious natural disasters have been droughts and freak weather
patterns, which have caused heavy crop Losses in the altiplano with consequent
malnutrition and serious accidents on the highways. The responsible sector ltacks
organizational capacity.

23. The country has had difficulty finding the funds with which to increase its
ranks of human resources, distribute them better, and provide for retraining. A
civil service program has been inaugurated that seeks to ensure that public sector
personnel are highly qualified, stable, and motivated to regularly improve
themselves through training.

24. Health promotion and Protection: The Government's lines of political action
provide for exercising the right to health with a view to reducing mortality and
ensuring that the population has access to knowledge about health promotion and
food and nutrition safety. Laws have recently been enacted against violence,
especially violence against women and children.

25. As part of the "Healthy Municipios" initiative, joint activities have been
initiated in three large cities and in four smaller cities near the national
borders. A program at the University of La Paz for the strengthening of mental
health services will be extended to the country's eight other universities. The
National Health Secretariat has activities under way for controlling the
consumption of drugs, alcohol, and tobacco, and it attempts to coordinate with
other institutions that are carrying out similar efforts. The Government also has
other areas in which it works and has developed technical, administrative, and
legal instruments for prohibiting the production and marketing of drugs.

26. The Government's basic plan includes activities for promoting the health and
nutrition of women, children, and adolescents.

27. The policy on use of the mass media in the area of health it is not clearly
spelled out, although the media are already being enlisted in some programs and
for certain specific problems.

28. The Food and Nutrition Policy Unit and the Food Safety Council have developed
strategic guidelines for a Food and Nutrition Plan that focus on the surveillance
and control of deficiency diseases; on promotion and on prevention; and on
interventions that will have a positive impact on nutritional status.

29. Environmental development and protection: In the area of basic sanitation,
the main national undertaking is the implementation of the National Basic
Sanitation Plan, which has been updated for the period 1995-2000. This Plan gives
priority to extending coverage, especially in the rural sector; improving the
quality of services; and significantly increasing the treatment of solid and
liquid waste. There is a recognized need for human resources education and for
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increased preinvestment capacity. It is also necessary to institutionalize and
strengthen the sector under the reorganization of the Government in which
municipalities play a much more important role.

30. It has not been clearly defined which agency is responsible for the management
of environmental health within the government structure.

31. Disease Prevention and Control: The country has a strong vaccination program
built into the health services, which supports the population. The program is
extending its epidemiologicat surveillance of diseases preventable by vaccination,
especially poliomyelitis, in order to ensure that the wild poliomyelitis virus
remains eradicated, and measles and neonatal tetanus, with the aim of eliminating
these latter two diseases. The goal is to strengthen vaccination programs within
the services. Priority targets within the Plan VIDA are acute diarrheal diseases
and acute infections. The country has not yet assumed sufficient control of
leprosy, given its commitment to the goal of eliminating this disease by the year
2000. Bolivia's commitment to the elimination of T. infestans in the Southern Cone
still remains to be translated into concrete control strategies. The country is
in the process of approving a law on blood and blood products and recently took
the first steps toward ensuring that there are blood banks in all the principal
regions of the country.

32. The regional program on food protection emphasizes the epidemiological
surveillance of food-borne diseases (FBD). Its main strategy is to support the
development of programs at the departmental and/or municipal level.

33. In the national program on STD/AIDS there continues to be difficulty in
contextualizing the problem within society, given the many actors involved, as
well as within the health area, where efforts have not yet been fully successful
at getting the services to take on the job. An Interagency Coordinating Committee
on STD/AIDS has been established, which is starting to coordinate actions and set
priorities. The country has a Medium-Term Plan of Action in this area.

34. With regard to malaria, priority is being given to control activities in the
northern part of the country, where, in addition to the high risk, there is active
transmission P. falciparum and deaths from malaria have occurred. In addition,
priority is being given to EL Chaco, where the disease is has been resistive to
concrete control measures. Tuberculosis is the most serious and universal
communicable disease problem in adults. The country continues to depend entirely
on external resources for controlling it, although it has a program that is well
integrated into the regular health services.

35. Bolivia is committed to eliminating the transmission of rabies by domestic
animals, and there is a possibility that this goal will be attained. The country
carries out surveillance activities and offers health care and vaccination to
individuals within the network of services. Work has barely begun on the
subregional commitment to bring taeniasis/cysticercosis under control: a plan has
been drafted, and work is getting started on the establishment of demonstration
areas. In the area of animal health, Bolivia has subscribed to the goal to
eradicate foot-and-mouth disease.

Plans and priorities for national health development

36. The Popular Participation Law of 20 April 1994 calls for transferring
ownership of all personal and real property in the health infrastructure to the
municipallties, which are now responsible for administering and maintaining it;
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providing all the necessary equipment, furniture, and supplies; and supervising
the corresponding personnel.

37. This same law also creates Surveillance Committees, or units set up in the
community to convey the needs expressed by grassroots organizations within the
context of participatory municipal planning, social surveillance of municipal
administration, and the channeling of initiatives and actions that benefit the
community.

38. Responsibility for administrative and medical management of the health
services remains at the national level, as does the recruitment of personnel, the
administration of national research and reference centers, and the provision of
drugs for priority health programs.

39. Finally, the regional development corporations are responsible for regional
planning and for coordination with the national planning process, for departmental
investments in physical infrastructure, and for municipal strengthening.

40. The Goverrnment, through the National Health Secretariat, has confirmed the
overall picture and the changes in the health sector that were identified in 1993,
which basically means that it must establish alL the mechanisms and processes that
will make it possible for every inhabitant of Bolivia to exercise his or her right
to health through universal access to health care. Moreover, it has pledged to
change the collective financing system, transform the health system, and develop
popular participation as an means of infusing dynamism into the process of social
and democratic transformation of the health system within the framework of
sustainable development, in which health is regarded as both one of the goals and
one of the determinants of development.

41. Naturally, the Government hopes to rapidly reduce the country's main health
problems, and it is focusing attention on maternal and child morbidity and
mortality in particular.

42. In the area of maternal and child health and nutrition, the government has
prepared Plan VIDA and given it top priority in its social policy. The Plan
constitutes an all-out effort to reduce Bolivia's maternal and infant mortality
rates-amongthe highest in the Region-withinas short a period as possible. The
strategies for achieving this aim include grassroots participation, the
decentralization of operations and programming to the Local level and
strengthening local health systems, and emphasis on the gender-based approach when
it comes to the quality of care and the expansion of coverage.

43. The programs provided for under the Plan are women's health, children's
health, and food security.

44. The first of these programs, namely women's health, consists mainly of the
following projects: reproductive health (UNFPA/PAHO), perinatal health (DESAPER),
control of breast and uterine cervical cancer, "women, health, and development,"
upgrading and training empirical birth attendants, epidemiological surveillance
of maternal deaths, prevention of teen-age pregnancies, and comprehensive
adolescent health care.

45. The second program, children's health, has addresses the areas of growth and
development. This overall program includes projects on diarrhea and cholera, acute
respiratory infections, the Expanded Program on Immunization, the promotion of
breast-feeding, and epidemiological surveillance of chiLd morbidity and mortality.
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46. The third large program under Plan VIOA corresponds to a chapter of the
National Food Security Plan that envisages food and nutrition self-sufficiency in
Bolivia. The main objective of this chapter is a health goal-namely,to reduce the
high prevalence of infant mainutrition through comprehensive care for preschool
children, including, inter alia, breakfast in schools, nutritional supplements for
pregnant mothers and malnourished children, the promotion of breast-feeding and
the Code of Breastmilk Substitutes, micronutrient fortification of certain widely
consumed foods (iodized salt, vitamin A-enriched sugar) and iron supplementation
for pregnant women.

47. The Ministry of Human Development, through the National Health Secretariat,
has declared the importance it attaches to the development of human resources and
the integration of these resources into the programs. It emphasizes the goal of
rationalizing the distribution of health personnel in urban and rural areas
through the implementation of civil service and administrative career programs.
it also proposes to implement managerial policies for human resources development
through support for basic training; through the reform and introduction of quality
management in professional, technical, and auxiliary career programs; through the
strengthening of continuing education; through improved motivation of personnel;
and through the dissemination of scientific knowledge and the development of
Library facilities within the health services.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. To structure the decentralized National Health System and integrate it with
health insurance schemes and other institutions.

2. To strengthen relations with municipalities, grassroots territorial
organizations, and development corporations within the framework of the Popular
Participation Law.

3. To implement a coltective financing scheme that will improve access to the
health services for the entire population.

4. lo build up technical, policy-making, and administrative capacity at the
central and regional levels of the National Health Secretariat in order to be able
to support development at the local level.

5. To irmprove the capacity of the services, including the subsystem for the
provision of essential supplies.

6. To strengthen the policy on health human resources so that it will be in
alignment with the new care model, the institutional restructuring, and the
decentralization of health services.

7. To develop legal instruments that will guarantee exercise of the right to
health.

8. To rapidly reduce maternal mortality and mortality in infants and children
under the age of 5 years.

9. To reduce the prevalence of malnutrition and other deficiency diseases and
promote food security.

10. To reduce morbidity and mortality from tuberculosis, cholera, leprosy,
malaria, Chagas' disease, STD/AIDS, rabies, foot-and-mouth disease, and other
diseases.

11. To increase the coverage of water supply and basic sanitation services, as
well as systems for the control of water and food quality.

12. To reduce risk factors related to conditions of the environment, habitat, and
workplace.

13. To guarantee that the entire population has adequate knowledge regarding
health promotion and health care, as well as regarding the utilization of health
services.

14. To support the Ministry of Human Development and its Secretariats in the
mobilization of resources, the coordination of international cooperation, and the
reorientation of projects, in order to ensure that they are consistent with
national priorities, as well as in the improved efficiency of resource
utilization.
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Indicators

PROJECT 1: PUBLIC AND HEALTH POLICY

PURPOSE

1. To develop capacity in policy analysis, research, pLanning, and formulation
within the framework of health sector reorganization and financing.

EXPECTED RESULT

1. Proposals will be being executed for articulation with health insurance
programs and other alternative collective financing schemes.

2. The national health system will have been reorganized.

3. The rote of other actors in the definition of health policies will be
clarified.

4. The Health Science and Technology CounciL (CONCITES) witL have consolidated its
participation on the National Science and Technology Council and in the National
Science and Technology Fund. Departmental Committees on Heatth Science and
Technology will be in operation in seven departments of the country.

5. University-Level educators and health services professionat will be trained in
research methodoLogy.

BIENNIAL PROJECTS

1. By 1997 there will be explicit policies and proposais for reorganization and
financing of the sector in terms of equity and efficiency.

2. By the end of 1997 a Health Science and Technology System will have been be
formed and be in operation.

1. By the end of 1997 health insurance programs will be articulated in at Least
four health regions.

2. By the end of 1997 at Least two alternative experiments in collective health
financing will have been evatuated.

1. Support will have been found for drawing up a Legal instrunent that will
provide backing for the health reform.

1. Technical support will be given in 1996 and 1997 for two reports on the
management of the LegisLature's Health Commission.

2. The National Health Secretariat in the Ministry of Human Development will have
developed an information system on the NGOs working in Bolivia in the area of
health.

1. CONCITES will be part of CONACYT by 1997 at the Latest.

2. CONCITES will have developed explicit policies by the end of the period which
will orient priorities for health research in the country.

3. PLans of work for the Departmental Committees on Health Science and Technology
in seven departments will have been defined by 1997.

1. A graduate-level course on research methodology will be being taught in at
Least one university in 1997.

2. Between 1995 and 1997, 50% more of the upper management in the health districts
of the National Health System will be trained in operations research methodology
as applied to health services.

3. Between 1995 and 1997, 50X more health and municipal personnel will be trained
in participatory action-oriented research and community participation.
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Objectives

PROJECT 2: DEVELOPMENT AND MANAGEMENT OF HEALTH POLICIES AND
PROGRAMS

PURPOSE

To strengthen the management of international cooperation in health and the
mobilization of national resources that contribute to acceleration of the
necessary transformations in Bolivia. Strengthening of the system of disaster
prevention, mitigation, and response.

EXPECTED RESULT

1. A management information system in the area of cooperation will have been
developed.

2. There will be an increase in the amount of funds mobilized from other United
Nations agencies and bilateral sources.

3. There will be an improvement in counterpart administrative and financial
management capacity with regard to the utilization of international cooperation
resources.

4. PAHO/WHO prestige and leadership in international cooperation in health will
be consolidated.

5. Response to disasters by the Civil Defense System and the National Health
Secretariat will have improved.

6. Personnel from the Civil Defense System involved in disaster prevention,
mitigation, and response will have been trained in public health aspects.

PROJECT 3: BIOMEDICAL AND PUBLIC HEALTH INFORMATION AND TRENDS

PURPOSE

To extend the base of health and scientific and technical information and ensure
its widespread circulation among the academic, services, and research sectors,
thus generating interinstitutional groups with capacity for analysis and decision-
making.

EXPECTED RESULTS

1. There will be stronger national capacity for health situation analysis.
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1. The structural and functional organization of the Representative Office will
have been improved.

2. There uill be a public health network in place for responding appropriately and
comprehensively, and the subject of disasters will be included in the curricula
of universities and normal schools throughout the country.

1. Manuais of procedure will have been prepared and implemented for the handling
of cooperation requests, finances, purchases, transportation, trips, seminars, and
communications.

1. Ratio of regular/extrabudgetary funds and number of financing sources used.

1. Acdministrative and financial reports of the counterpart accepted/rejected by
the donors and Comptroller of External Resources.

1. Number, diversity, and levels of the national institutions reached by PAHO/WHO
cooperation.

1. By the end of 1997 a health sector policy wilI have been defined and a hospital
network with response capacity will be in operation.

1. By the end of 1997 technical material on disasters will have been incorporated
in the curriculun of three schools of medicine and four upper-level normal
schools.

2. Facilitators at the level of OTBs will have been trained in four priority areas
of the country through the training program of the Civil Defense System.

1. Interinstitutional groups will have been trained in health situation analysis
and be functioning at the national, regional (5), and local (30) levels by 1997.

2. Analysis reports will be regularly and increasingly used by decision-making
levels during the course of the biennium.

3. Twelve regional libraries will be strengthened in the areas of technical
advisory services, with the provision of technical materials and implementation
of the LILACS technology, by 1997.

4. Scientific and technical information technology will be being utilized by four
universities and research centers by the end of the biennium.

1. By the end of 1997 the following training activities will have taken place:
three fellowships, studies abroad; 60 professionaes, intermediate training; 200
other personnel, basic training).
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2. Information systems will have been strengthened and will be being used at the
regional level within the framework of the Popular Participation Law (five regions
in 1996; eight in 1997).

3. Capacity for health situation and trend analysis will have been strengthened
in five health regions and 20 municipalities and communities by 1997.

2. The Bolivian Health Sciences Information Network will have expanded and be
partially self-financing (up to 60X).

3. The PALTEX Program will have expanded its national and intersectoral coverage.

PROJECT 4: TECHNICAL COOPERATION BETWEEN COUNTRIES

PURPOSE

To promote and support the country in the development of policies, strategies, and
technical and scientific actions betueen countries at the subregional Level (ACH,
INCOSUR, Amazon Treaty initiatives) and bilaterally.

1. By the end of 1997, 50% more documentation centers will have been established
in health institutes and health schools and in regional and specialized hospitals,
with the responsible staff having been trained and connected to REBICS over the
period 1995-1997.

2. Material will have been disseminated and the REBICS rates will have been
standardized at the national level by the end of 1997.

3. There will have been a 50% increase in national scientific production reported
to BIREME in 1996, plus another 50% by the end of 1997.

4. The documentation center of the PWR will have begun to offer instruction in
1997, and there will be a 50% increase in the total number of bibliographic
consultations by the end of 1997.

1. PALTEX units will be in place at Least in cities that have universities with
professional schools in the health sciences or regional or specialized hospitals
by the end of 1997.

2. Agreements with major booksellers will be in effect by the end of 1997.

3. There will be a 100% increase in the volume of sales between 1995 and 1997.

1. By 1997 the country will have developed the capacity to promote, prepare, and
present TCC proposals involving the National Health Secretariat, the Social
Security system, universities, scientific societies, and the municipalities within
the framework of the Andean, Southern Cone, and Amazon Treaty subregions, as well
as with other countries.

EXPECTED RESULTS

1. The National Health Secretariat will have promoted and negotiated TCC proposals
in the region.

2. The National Health Secretariat and other institutions will have mobilized
resources for TCC within the framework of Andean Cooperation in Health, the
Southern Cone Initiative, and the Amazon Treaty.

1. By 1997 the existing capacity to present TCC proposats backed by resource
mobilization will have doubled in the region.

1. By the end of the biennium there will be an annual TCC program coordinated by
the National Health Secretariat in concert with other institutions, using its own
resources, for supporting the subregional initiatives.
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PROJECT 5: ORGANIZATION AND MANAGEMENT OF PHC-BASED HEALTH SYSTEMS

PURPOSE

To support transformation of the national health system pursuant to the guidelines
contained in the Popular Participation Law, which guarantees the population
universal access with equity.

EXPECTED RESULTS

1. Financing and management schemes will have been designed and implemented which
will guarantee delivery of a universal basic health package.

2. A process will have been developed and implemented for the assessment of
health, as well as the instruments used therefor, in order to evaluate access,
equity, the overall health situation, and the effectiveness and efficiency of
services.

3. A methodology and its instruments will have been developed for participatory
planning in health, in keeping with the parameters of the PopuLar Participation
Law.

4. Support will have been provided for the development of a municipally-based
health information system.

5. Assistance will have been provided for inplementing ea quality assurance program
for the health services.

6. The country will be applying policies, strategies, and concrete health actions
that give priority to the indigenous populations in the Chaco, Oriente, and Amazon
regions, including the development of educational methods and cooperative health
practices, based on intercultural dialogue and the exchange of knowledge and
experiences.

PROJECT 6: HUMAN RESOURCES FOR HEALTH

PURPOSE

To train professionals and highly qualified technicians with a view to
strengthening the reforms under way in the sector and in the Bolivian State,
stabilizing the corps of personnel covered by the Civil Service regulations, and
ensuring an equitable distribution of human resources throughout the national
territory.

EXPECTED RESULTS

1. The process of reform and quality management in professional and technical
health careers will have been initiated.
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1. By the end of the bienniun a surveillance system will be in operation for
monitoring equity and expenditures on health, and the care and health management
model wiLl have been revised once again so that it wiLL guarantee universal access
by the entire population.

2. By the end of the biemiun a new role for the National Health Secretariat will
have been defined, and mechanisms will have been developed for ensuring its
adequate operation.

1. By the end of the two years we will have supported a 50% increase in the number
of municipios that have incorporated changes in their financing scheme and their
care model and will be delivering the basic care package.

1. By the end of the two years the evaluation scheme, the instruments used, and
the corresponding operational mechanisms will be in place, and at Least one
national evaluation will have been carried out based on this new scheme.

1. Between 1995 and 1997 a methodology and wi L L have been designed and there will
be valid instruments making it possible for an additional 50% of the
municipalities and UBAGES to draw up a health plan that takes them into account.

1. Municipally-based information systems will be implemented in 50% of the
country's municipalities between 1995 and 1997.

1. The hospital accreditation program wiLL be being applied in at least 50% of the
health regions and the regional hospitals.

1. By 1997, 80% of the indigenous peoples of the Chaco, Oriente, and Amazon
regions will be covered by bilingual trainers/facilitators in health education.

2. Fifty percent of the health districts of the Chaco, East and Amazon regions
that have a majority of indigenous population will have prepared and developed
health plans with community participation.

1. The system for training health personnel wilL have been inproved through the
ongoing practice of quality management.

2. The National Nealth Secretariat and the health services will have been
strengthened through implementation of the administrative career path (Civil
Service Program).

3. The country's human resources for health wiLL be being developed based on
explicit guidelines through the National and Departmental Councils of Human
Resources.

1. By the end of 1997 the technical and administrative aspects of career programs
will be subject to quality guidelines.

2. The National Continuing Education Program will have been approved.
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2. A Civil Service career program in public health will have been approved and be
in effect in the public health subsector.

3. Top-level leaders will have been trained and/or retrained at all Levels in
scientffic and technological innovations and in the reform policies that have
been adopted for the State as a whole and for the sector.

4. National policies on hunan resources will be in effect, and the capacity will
have been developed to democratically regulate the labor markets in the developed
health sector.

PROJECT 7: ESSENTIAL DRUGS

PURPOSE

To expand the coverage and rational use of essential drugs throughout the country.

EXPECTED RESULTS

1. A national policy on drugs will be implemented, and periodic monitoring thereof
uill be under way.

2. Provision and distribution of basic essential drugs by the municipalities and
the National Health System will be permanently ensured for nonprofit health
establishments.
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1. By the end of 1997 it is expected that imptementation of the competitive Civil
Service will have caused income to double from the highest levels on down.

1. By the end of the biennium, 75% of the directors of regional and specialized
hospitats will have taken a refresher course.

2. By the end of the biennium, 75% of the epidemiologists at the national,
regional, and district level will have taken a refresher course.

3. By the end of the bienniumn, 75X of the regional and district directors will
have taken a refresher course.

1. The health sector's human resources information system, to be articulated with
the SNIS, will be in operation in 1997.

2. An intersectoral and interinstitutional National Council on Health Human
Resources will have been created.

3. Regional Human Resources Councils will be functioning at least four health
regions by the end of 1997.

1. By the end of 1997 the most basic essential drugs will be on hand at all times
in 50% more health establishments than at the end of 1995.

1. By the end of 1997, documents and standards relating to the national drug
policy will have been disseminated widely in the nine departments of the country.

2. By the end of 1997, mechanisms for monitoring application of the main aspects
of the policy wiLL have been discussed, and the monitoring process will have been
initiated in five departments.

3. Procedures for the sanitary registration of drugs will have been computerized
by the end of 1997.

1. By the end of 1997, 100X of the country's departments will have an autonomous
regional unit (either exclusive or shared) that is responsible for ensuring the
adequate supply and distribution of essential drugs and suppties.

2. By the end of 1997, essential drug coverage in the health establishments will
have increased by 50% over the status as of the end of 1995.

3. By the end of 1997 an up-to-date list of essential drugs and basic medical
supplies will be available to be stocked at the different levels of care.

4. By the end of 1997 the number of municipalities having managerial capacity
developed specifically for the handling of essential drugs will have doubled
relative to the number at the end of 1995.
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3. Essential drugs will be being used more rationally, especially in nonprofit
health establishments.

4. Mechanisms and opportunities for regional eand subregional cooperation with
regard to drugs, especially in the Andean area, will be strengthened.

PROJECT 8: FAMILY AND COMMUNITY HEALTH

PURPOSE

To strengthen the development of policies, strategies, and specific plans for
health promotion and the prevention of risks and health impairments for women,
children, and adolescents, with the participation of a number of institutions and
the organized community.

EXPECTED RESULTS

1. A system for the monitoring, surveillance, and evaluation of maternal and
perinatsl death and mortality in children under the age of 5 years will have been
implemented and be up eand running at the national, regional, and local Levels, and
plans of operation for the reduction of morbidity and mortality will have been
prepared, with the participation of the people, aimed at inproving the
accessibility, quality of care, and production of the health services.
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1. At the end of 1997 the status of the application of ethical standards to the
promotion of drugs will have been evaluated vis-&-vis the situation in 1995.

2. 8y the end of 1997 an updated national drug formulary and uniform standards for
treatment in the four basic disciplines used as reference points will be being
applied in 50% more health establishments than in 1995.

3. In at least one school of medicine in the country the subject of generic
prescribing and use of the list of essential drugs and standardized treatments
will have been discussed and introduced by the end of 1997.

4. Information for the general public on the rational use of drugs will be being
regularly disseminated via two major national communications media (one newspaper,
one radio).

1. By the end of 1997 the delegates of Bolivia will be participating regularly in
the various meetings of the Andean Advisory Commission on Drugs and its technical
groups.

2. By the end of 1997 ethical standards for the promotion of drugs in the Andean
area will have been discussed and approved.

3. By the end of 1997 an updated list of common essential drugs will be available
for the Andean area.

4. By the end of 1997 there will be direct mechanisms for regular communication
and exchange of information between Bolivia and the other countries of the Andean
ares uith regard to drugs.

1. By 1997 maternal mortality will have been reduced by 30% relative to 1995;
perinatal mortality, by 20%; and infant mortality, by 30%.

2. By 1997 strategies and actions to promote health and prevent risks and damages
will be being applied in the National Health Secretariat, local jurisdictions, and
universities.

1. By 1997 an institutional and community network for the epidemiological
surveillance, detection, notification, and analysis of maternal and perinatal
death will be in place in at least 80% of the district health systems and in 100%
of the second- and third-level hospitais.

2. By the end of 1997 the figures on the production of services and the
satisfaction of user needs in terms of care for women and children will have been
improved by 50% relative to the baseline established in 1995.

3. By the end of 1997 plans of operation for the reduction of maternal and child
death will have been prepared jointly by the health services, the municipalities,
and grassroots organizations in at least 12 regional and 100 health
district/territorial systems.
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2. Family planning education end services will be being provided in all the health
establishments of the country in accordance with their respective levels of care
and degrees of complexity.

3. All communities based in rural municipalities will have the methodology in
place for monitoring the growth and development of children under the age of 5
years, and in at least two departments of the country a comprehensive care model
for adolescents will have been developed and implemented.

4. The gender-based approach will be being applied in the formulation of health
policies.

5. Policies, programs, and strategies specifically oriented towerd the health of
urban and rural workers will have been deveLoped.

PROJECT 9: HEALTHY BEHAVIOR AND MENTAL HEALTH

4. By 1997 models for self-evaluating the quality of care will have been prepared
with the participation of both the providers and the users, including quality
criteria and indicators for every attribute, and applied in at Least 100 health
district/territorial systems and in 100X of the second- and third-level hospitals.

5. By the end of 1997, 80% of all referral hospitals and maternities will have the
necessary appropriate technology and technical and human resources capability to
perform essential obstetric and perinatal functions to meet common obstetric and
pediatric emergencies.

1. By 1997 good-quality family planning services will be available in all the
health establishments of the country in compliance with national standards.

2. By 1997 the needs for family planning identified as being unmet in the ENDSA/94
will have been reduced by 50%.

1. By the end of the biennium the health personnel in at Least 50% of the rural
municipalities will be using the child health card and correctly interpreting it.

2. By the end of the biennium an interdisciplinary and intersectoral comprehensive
care model for adolescents will be available and being applied according to the
standards in at least two of the regional health secretariats.

1. By the end of 1997 a Legal provision enforcing the gender-based approach,
designed to guarantee equity in the care of women, will have been introduced.

2. By the end of 1977 women's access to reproductive health services will have
increased by 30%.

1. By the end of 1997 at least four departments of the country will have specific
workers' health programs that have been put into operation-throughthe Regional
Health Secretariats and the Local health systems for workers in rural areas, and
through the Local jurisdictions in the case of urban and periurban workers.

1. By the end of 1997 five important cities will have programs in place for health
promotion and disease prevention.

PURPOSE

To increase awareness of practices that prevent disease and impairment of
individual and collective health by strengthening health services, health
educeation, and other new initiatives within the framework of the new concepts of
health promotion.
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EXPECTED RESULTS

1. The technical and aedinistrative instruments will be available for building up
the health services, the mass media, and other avenues for disseminating
information, providing health education, and communicating for health.

2. Service delivery capacity will have been strengthened in the specialized
institutions that address the problem of drug dependency.

3. The hospitals will have developed training in user-oriented mental health
services.

4. Programs for healthy cities and healthy university environments will be in
place in the principal cities of the country.
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1. By the end of 1997 the leaders in the mass media will have signed an agreement
that ensures periodic dissemination of I.E.C. material for health.

2. By the end of 1997, specialized journalists on at least 5 TV channels, 10 radio
stations, and 8 newspapers will have been trained in the dissemination of I.E.C.
for health.

3. By 1997 there will be a person available at the Level of the regional hospitals
and the eight health regions who has been trained to coordinate actions for health
promotion.

1. By December 1997, 50X of the COPREs will be fully trained to provide care in
this area.

1. As of December 1997 the regional hospitals of the Regional Health Secretariats
wiLL have completed the training of their specialized personnel.

2. By 1997 the psychiatric centers and institutes will have organized LAFMA groups
(Local Association of Family nembers in Action).

1. By 1997 "Healthy Cities" programs will be under way in five major cities.

2. By 1987 programs for healthy university environments will be in place in five
universities.

5. Community organizations, working together with specialized national
institutions, will have developed a plan of activities for reducing violence in
all its forms.

PROJECT 10: NUTRITION AND FOOD SAFETY

PURPOSE

To assist in the development of actions for preventing the consequences of
malnutrition end the risks of food-borne diseases.

1. By the end of 1997 legal measures for the reduction of violence will have been
approved.

1. By the end of 1997 there will be at Least three municipalities with nutrition
and food protection programs functioning intersectorally and with grassroots
participation.
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EXPECTED RESULTS

1. The methodology of hazard analysis and critical control points (HACCP) for the
inspection of food will have been implemented.

2. An Epideniological Surveillance System for Food-borne Diseases will have been
developed.

3. Personnel of the National HeaLth Secretariat and other agencies will be trained
in the inspection, epidemiological surveiLlance, and investigation of FBD
outbreaks.

4. Cooperation will have been provided in the dissemination of technologies and
methodologies that support implementation of the strategic guidelines for the
National Food and Nutrition Plan of the Food and Nutrition Policy Unit.

1. By the end of 1997 the personnel involved in food protection programs at the
central and regional Level will be familiar with and applying the HACCP
methodology.

1. By the end of 1997 the epidemiological surveillance system for FBDs uwil be in
place in all the health regions of the National Health Information System.

1. By the end of 1997 an additional 100X of the personnel under the National
Health Secretariat at the central and regional Levels will have been trained, and
50% more personnel in the health districts will have been trained compared with
the figures for 1995.

2. By the end of 1997 the municipal personnel responsible for this area in cities
with more than 100,000 inhabitants will have been trained.

1. The Regional Health Secretariats will have developed plans of operation for
1996-1997 that wiLL include specific activities for the control and/or elimination
of micronutrient malnutrition.

2. By the end of the biennium, 50% of the municipalities with a high prevalence
of malnutrition will have obtained documentation on technologies and guidelines
for improving the nutritional status of children and uomen at risk.

5. The system for the surveillance, control, and monitoring of the nutritional
status of vulnerable groups and micronutrient deficiencies will have been
improved.

6. The permanent mechanism supporting the National Food Plan will have been
strengthened through training institutions.

1. By the end of 1997, 50% of the high-priority municipalities will have organized
local groups to monitor child growth and development.

2. By the end of 1997, 20% of the local groups in the high-priority municipalities
will have joined together in networks to care for children at risk for acute
malnutrition.

3. By the end of 1997, sentinel centers on breast-feeding and malnutrition will
be in operation in municipalities of more than 100,000 inhabitants.

1. By the end of the biennium 50% of the high-priority municipalities will
receiving human resources support provided by undergraduate and graduate students
of nutrition in their area of influence.

2. Annual reports will be being prepared on the community outreach activities of
the nutrition students.

BOLIVIA
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PROJECT 11: ENVIRONMENTAL HEALTH

PURPOSE

To strengthen managerial capacity, technical and financial planning, and
development of hunan and technological resources in the institutions operating the
basic environmental health services so as to guarantee the coverage specified in
the Basic National Sanitation Plan for 1995-2000 and equity in the delivery of
services to the urban and rural population, and to strengthen national capacity
in the area of environmental health, with focus on regulatory institutions and
agencies, service operators, and society in general, in order to protect and
ensure an environment that will make it possible to attain adequate health levels
and quality of life.

EXPECTED RESULTS

1. Environmental techniques will be being used at the intermediate level in the
different Institutions, as well as by engineers trained in undergraduate and
graduate programs in environmental engineering.

2. Low-cost technologies wilL have been implemented jointly with DINASBA and the
University.

3. The National Bureau of Basic Sanitation (DINASBA) will be strengthened to
assume its position as the sector's lead agency in the monitoring and fulfillment
of the National Sanitation Plan 1995-2000.

4. The Water and Health Investment Plan (PIAS/FOPAS) will be adopted in the
country.

5. Personnel from institutions at the central and regional levels will be trained
in risk assessment and environmental epidemiology.

6. The methodology of the Environment Care Program (ECP) wiLL be being applied in
the country.

7. The "Healthy Cities" strategy will be being applied in the country.

8. The Association of Sanitary Engineering (ASE) will be strengthened with a
permanent executive secretary.
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1. By the end of 1997, the targets proposed in the National Plan will have been
attained with regard to coverage of: urban water supply (93%), urban sewerage
(76%), rural water supply (44%), rural sanitation (39%), and households with
sanitation service (66X).

2. By the end of 1997, the Environmental Health Unit at the central Level and five
regional committees will be organized and functioning.

1. During the biennium there will be 40 middle-level technicians trained in
environmental sanitation, as well as 40 civil engineers with concentration in
environmental engineering and 20 specialists at the graduate level.

1. Prototype chlorine generators, pol Lution-resistant drums, handpumps, fiberglass
latrines, and containers for the collection and storage of refuse will have been
introduced in at least 10 projects in cities bordering on Argentina and in at
least department capitals.

1. The ABYSSES information system will be up and running in DINASBA/SAV.

1. At Least 10 preinvestment projects will be inplemented in conjunction with the
FNDR.

1. At Least eight courses and four advisory service missions will have been
carried out in different cities of the country during the course of the biennium.

1. The ECP will have been implemented in at least three municipalities.

1. At least five municipalities will be applying the "Healthy Cities" strategy.

1. A Permanent Executive Secretary of ASE will have been designated.
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PROJECT 12: DISEASE CONTROL

PURPOSE

To strengthen the capacity of the services and the population in the prevention
and control of communicable and noncommunicable diseases and their risk factors
under the terms of the Popular Participation Law.

EXPECTED RESULTS

1. Intensive surveillance and vaccination will have advanced the campaign to
eliminate neonatal tetanus (NNT) and measles by the end of 1997.

2. By the end of 1997 a national system will have been organized for the weekly
surveillance of febrile-eruptive diseases, NNT, and acute flaccid paralysis (AFP).

3. Standardized management will be being applied to cases of ARI/diarrhea in the
health services and in the community.

4. Efforts will have contributed in the achievement of 80% access to ORT and ORS.

INDICATORS

1. By the end of 1997 the health services and other actors and organized entities
representing the population will be working in a coordinated manner on
surveillance and control of the prevalent diseases in areas at greatest risk.

2. By the end of the bienniun, morbidity and mortality in children under the age
of 5 years will have been reduced by 80%.

3. By 1997 mortality from malaria wiLL have been reduced by 80X in the northern
region.

4. Vector- and transfusion-borne Chagas' disease will have been reduced during the
bi enniun.

5. By the end of 1997 tuberculosis case-finding will have increased 10%, and
treatment courses completed will have increased by 75%.

1. More than 90% of the districts will have a implemented a highly sensitive and
specific surveillance system.

2. Vaccination coverage will be being analyzed monthly and will exceed 90% for
DPT, BCG, OPV, and measles in children under 1 year and tetanus toxoid in women
of childbearing age.

1. The status of weekly reporting of cases of febrile-eruptive disease and
indicators of AFP will meet the following criteria: (a) more than 80% of the cases
will be being reported each week on a timely basis; (b) more than 80% of the AFP
cases will be being investigated within 48 hours; (c) two adequate fecal samples
will be being taken in more than 80% of the AFP cases; (d) the rate of AFP will
be Lower than one per 100,000 children under 15 years of age.

2. More than 90% of the outbreaks of measles occurring in the country will be
being investigated on a timely basis.

3. In the investigation of measles, more than 80% of the blood samples will be
being adequately obtained and transported by the end of 1997.

4. More than 80% of the reported cases of NNT will be investigated through the
system during the biennium.

1. By 1997, 40% of the National Health Secretariat personnel will be trained in
the management of ARI/diarrhea cases.

2. By the end of 1997, 40% of the mothers and famities in the districts of Potosf,
Chuquisaca, Santa Cruz, Tarija, Cochabamba, and Tupiza will have knowledge about
preventing and treating diarrheal diseases.

1. By the end of the biennium, 2,000 OR units will be equipped and operational.

2. By 1997, 1,000 pharmacies in the country will be serving as OR units and
selling ORS.

BOLIVIA

Indicators
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5. Malaria control activities will be being carried out with the participation of
municipalities and the population.

6. The National Tuberculosis Program will be strengthened both technically and
financially.

7. Programs to eliminate leprosy and vector- and transfusión-borne Chagas' disease
will be in operation in priority regions.

8. The health services will be carrying out surveillance and control activities
to combat STD/AIDS, while other actors will be participating in information,
education, and communication campaigns within the framework of the Medium-Term
Plan of Action.

9. Surveillance, prevention, and control of the prevalent diseases will have been
implemented at the regional and/or Local level, depending on the epidemiotogicalt
situation.
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1. Municipalities and OTBs will be participating in comprehensive antimalarial
actions; the general health services will be performing malaria diagnosis,
treatment, monitoring, and control-by1996 in Pando, Riberalta, Guayaramerfn, and
by 1997 in El Chaco and La Paz.

1. Technical standards will have been reviewed in Light of operating capacity and
dissemninated in 1996.

2. By 1997 control activities will be being expanded with the participation of
municipalities/OTBs in the high-risk area of Tarija, Pando, and Riberalta.

3. Three demonstration areas will be in operation by 1996 to promote the
mobilization of resources.

4. By 1997 resources will have been mobilized to support the program, especially
to guarantee the supply of drugs.

1. Integrated activities for the control of vector-borne Chagas will have been
carried out by the end of 1996 in Tupiza, Chuquisaca, Potosi, and Tarija, and by.
the end of 1997 in Santa Cruz and Cochabamba, with the participation of multiple
actors.

2. The law on blood and blood products will have been approved and regulated and
will be being applied by regional blood banks already in place and in operation
as of 1996, and in two additional ones in 1997.

3. The Leprosy control program will be being implemented and applied in the
general health services in Pando, Riberalta, Beni, and Chuquisaca by 1996, and in
Santa Cruz, Cochabamba, and Tarija by 1997.

1. By the general hospitals, clinics, and physician's offices in the six most
epidemiologically important cities will have available trained teams and the
equipment and supplies with which to perform diagnosis, treatment and/or
reference, epidemiological surveillance, and notification of STD/AIDS cases.

2. By the end of the biennium, 80% of the population will know about STD/AIDS and
how it can be prevented.

1. By 1997 teams from the municipal health services and teams of community Leaders
will have been trained in the surveillance and control of priority health problems
in four of the country's health regions (25 municipalities).

2. By 1997 epidemiological surveillance with community participation will have
been implemented at the local level in five of the health regions.

3. Rapid response teams will be operative at the local Level in 25 municipalities
of the country by 1997.



Indicators

4. The extent and severity of cardiovascular disease will be being investigated
in three of the health regions by the end of 1996.

5. By 1997 surveillance of noncommunicable diseases will be in place in three of
the health regions, and sentinel services will have been introduced in five
hospitals.

PROJECT 13: VETERINARY PUBUC HEALTH

PURPOSE

To strengthen veterinary public health services for zoonosis control and the
eradication of foot-and-mouth disease.

EXPECTED RESULTS

1. Canine-transmission rabies wilL be eLiminated.

2. A program for taeniasis/cysticercosis control uiLL have been implemented.

3. A program will have been implemented for the control of snakebite poisoning.

4. A program for the eradication of foot-and-mouth disease will be formulated and
in operation.

BOLIVIA

1. There will be active surveillance of human rabies in the health services by
1997.

2. The program for the eradication of foot-and-mouth disease will be in full
operation by 1997.

3. A system for responding to snakebite accidents will be in place in five high-
risk districts by the end of 1996.

1. A system for the epidemiological surveillance of rabies will have been
implemented in all the municipalities by the end of 1997.

2. The municipalities' annual coverage with canine rabies vaccination will be 70%
higher in 1997 than it was in 1995.

1. Areas at risk for transmission of taeniasis/cysticercosis will have been
identified in six departments by the end of 1997.

2. A system for the epidemiological surveillance of swine cysticercosis and human
taeniasis wilt have been implemented and be in operation in nine departments by
the end of 1997.

3. Communities positive for taeniasis will have been identified and deparasitized
in six departments by the end of 1997.

1. An information system on snakebite accidents will have been inplemented at the
regional and national level by 1997.

2. By 1997 the areas at greatest risk for snakebite accidents will have been
identified, and antivenom sera will have been made available in those areas.

3. By the end of 1997 a national snake collection center will have been
established, and steps will have begun to collect snake poison for the production
of specific sera by the end of 1997.

1. A national plan will have been approved and financing obtained by June 1996.

2. The program will be being executed in the eastern part of the country by the
end of 1996.

3. By the end of 1997 a system will be in operation at the national level for
controlling the transportation, quarantine, and vaccination certification of
animals.
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5. A program for the control of bovine tuberculosis and brucellosis will be in
operation.

6. The Bolivian primatology program will be in operation.
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1. Studies on the prevalence of bovine tuberculosis will have been completed in
the dairy basins of six departments by the end of 1996.

2. Fietd and laboratory staff in the public and private sector of six departments
will have been trained in the techniques of tuberculosis and brucellosis control
in cattle by 1997.

3. The prevalence of bovine tuberculosis will have been reduced to Less than 1%
in the dairy basins of three departments by 1997.

4. Starting in 1996, 100% of all female calves under 6 months of age wiLL be being
vaccinated in the dairy basins of three departments.

1. A primate population census wiLL have been conducted in the protected areas of
the country in 1997.

2. Studies of reproduction and nutrition in captivity wiLL have been initiated by
the end of 1997.
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- ~o0

- 0

- O

- 0

11.7 0

11.7 0

11.7 0

_ O
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PROGRAN BUOGET - EXTRABUDGETARV FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

X OF X OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -_

VI. DISEASE PREVENTION AND CONTROL
,.-- .. .............. -----.-. …

1,062.800 20.1 0 - 0 -
*-mmlmlm- lm .... ... ... .. .. . ... ...L . -==--

CONTROL OF CONMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND INMUNIZATION
DIARRHEAL DISEASES
AIDS

VID
COO
GPA

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCo

1,054,100 19.9 0

11.600 .2 0
876.800 16.6 0
165,700 3.1 0

8,700

8.700

.2 0

.2 0

~- 0~O

- 0~- 0~O~- ~O0

_____- ___O0

- 0

GRANO TOTAL 5,288,400 100.0 269,500 100.0 101,100 100.0

.......-- ---- --------------------------- "---'--
…__ _ _ _ _ _ _ _ _ _ _ _ _ - _ … _
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ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

….----- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
..... OF TOAL

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

2.487,600
1,970,800

4,458,400

100.0

2,689,900
2,331,100

5,021,000
..... 00.0...

100. 0
_ _ _

3, 034,600
2,591.900

5,626,500

100.0

3
2

...---
5

3
2

5a~l~

3
0

3

3

ana a

3
2

5

3
0o

3
mmmmmm

826,700
406,200

1,232,900

27.6

919,100
447,400

1,366,500

27.2
_ _ _

1,001,700
475,200

1,476,900

26.2
_____

SHORT-TERM
CONSULTANTS

_ $_ _ _ _

118,700
179,400

298,100
...........

6.7

70,400
302,700

373,100

7.4
_ _ _

70 400
302,700

373,100

6.6

DUTY
TRAVEL

129,300
13,600

142,900
..........

3.2

94,500
12,700

107,200

2.1
_____

109,400
14.700

124.100

2.2

FELLOWSHIPS

_ _ _ _ _ _

60,000
114,000

174,000
...........

3.9

19,200
84.100

103,300

2.1
_____

19,200
84.100

103,300

1.8

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

372,700
566,000

938,700
..---.....

21.1

470, 500
601,900

1,072,400

21.4
_____

543,800
695,500

1,239,300

22. 0

244,600
322,200

566.800
..........

12.7

177.300
427.100

604,400

12.0
_____

GRANTS OTHER

S$

0
0

0
..........

.0

.0
____

205 100
493,600

698.700

12.4

O
o

0

.0

735,600
369,400

1,105,000
...........

24.8

938,900
455,200

1,394,100

27.8
_____

1,085,000
526 100

1.611,100
.. 28.........

28.8
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BRAZIL

HEALTH SITUATION

Demography

1. The total population of Brazil, es eastimeted in 1994, uas 152,800,000
Inhabitants, uith 43X in the southeastern region, 29X in the northeastern region,
15X in the southern region, 7X in the northern region, and 6X in the
central/western region. In terms of absoluta population, Brazil ranks sixth in
the world. Population denslty for the country es a whole is 17.3 inhabitants per
square kilometer, a low figure in comparison with the world average
(38 inhabitants par km`), with this indicator ranging from 2.7 per km2 in the
northern region to 67.8 pop. per km2 in the southeastern region.

2. The average rate of population growth was 1.93X for the 1980-1991 period. It
is estimated that by the year 2000, the total population will be 179.5 million.
The average total fertility rate was 2.8X in the 1980-1990 period, practically
one-third of what it was from 1960 to 1970. The decline In the mortality and
fertility rates has been a factor in the aging of the population. It is estimated
that by the year 2000, there will be 14 million inhabitants over the age of 60.

Health status indicators

3. The leading causes of death in 1990, according to the information evailable,
were cardiovascular diseases (28.1X), external causes (12.3X), malignant neoplasms
(10.2X), diseases of the respiratory tract (8.3X), and infectious and parasitic
diseases (5.1X). Poorly defined causes accounted for 18.2X of total deaths. With
regard to morbidity, in 1993, high retes of prevalence continued for endemic
diseases such es Chagas' disease (4.2X) and achistosomiasis (12.1X). In that same
year, there were 488,200 confirmed cases of mnilaria, 95X of which were
concentrated in the Amazon region. The past 20 years have witnessed high rates
of prevalence for leprosy; in 1993, the figure was 12.39 ceses per 10,000
population. There were 22 cases of human rabies in 1994. The incidence of
tuberculosis, with all forms Included, was 41,949 cases in 1992. As of June 1993,
8 cases of AIDS par 100,000 population had been reported. The nationwide average
for maternal mortality is 140 deeaths par 100,000 live births, with wide variations
among the regions (70 par 100,000 live births in the southeastern region, end 313
per 100,000 live births in the northern region). The leading causes of maternal
death ere complications of pregnancy (64X), coanplictions of the puerperium
(17.9X), abortion (10.7X), end conplications of childbirth (5.4X).

4. Infant mortallty has been on the decline, though with extreme variations among
regions. From 113 par 1,000 live births natiaonide in 1970, infant mortality
declined to 80.2 par 1,000 live births in 1980, and 56.54 per 1,000 live births
in 1990. The lesading causes of infant mortality registered in 1990 were the
following: diseases of the perinstel period (39.9X), Infectious and parasitic
diseases (14.6X), diseases of the respiratory tract (11.3X), birth defects (6.4X).

Factora affecting health status

5. Despite the Intense economic grouth achieved by Brazil between 1950 and 1980,
regional disparities continua to be of major proportions. The northeast contains
29X of the population and yields berely 13X of GDP. In 1990, lliteracy rates
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were 11X in the southern and southeastern regions, 36% in the northeastern region,
and 17X in the central/western region.

6. Some segments of Brazil's rural population utilize modern technology, with high
productivity, generating good incomes and employment capacity and promoting
susteinable agriculture, while in other segments, poverty is self-perpetuating,
with low productivity, low incomes, en inability to generate employment, and
environmental degradation.

7. Energy sources are limited and scarce, producing various types of environmental
impact. The economic geography for which most of Brazil's transportation system
wes built has changed a great deal in recent years.

8. In 1994, the number of unemployed workers was estimated at nearly 3.4 million,
with a 70% increase in the 1981-1994 period.

9. Violence has become a problem of some concern. On the periphery of the
nation's major cities, violence is one of the leading causes of death. The
shortage of housing is another problem affecting health status; "favelas" or slum
areas, lacking in essential urban services, continue to proliferate in most
cities. Overall, it is estimated that approximately 30 million people are
affected by poor housing conditions. Only 31X of the population has solid waste
disposal services, and 67X has water supply services; this has become a serious
problem, inasmuch as the lack or shortage of such services is found mainly in the
"favealas" of the large cities.

10. The persistence of social values related to femnininity and masculinity have
promoted and established patterns of differential risk with respect to the
physical and emotional well-being of men and women at the various stages of their
life cycles; the impact on women's health has been unfavorable, and the result has
been a concrete manifestation of inequity in health.

Status of each of the Strategic and Programnatic Orientations (SPOs)

11. Health in human development: In recent years, there has been a decline in
Brazil's capacity to analyze, plan, and formulate health development policies and
strategies. It is recognized that the design and implementation of macroeconomic
policies should take health sector problems and priorities into greater
consideration, and that there is a need to promote a more integrated and
coordinated approach. Although significant advances have been made in the
enactment of health legislation, the capacity of legislative bodies must be better
utilized to allow for the more effective exercise of citizens' rights and
responsibilities. Brazi 's expertise in practical epidemiology should be improved
through better integration with the health services. Existing information systems
are not adequate for the task of monitoring changes and trends in the population's
living conditions and health conditions, or addressing inequities among population
groups. The country needs to become more sensitive to concerns related to
bioethics, as well as to those related to development, harmonization, and use of
technology. It is important to continue efforts aimed at giving greater
recognition to the role women play in human development. It is also essential to
continue efforts to develop and strengthen health research capabilities to deal
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with the principal problems identified at the national level, redoubting efforts
to promote appropriate mechanisms for the incorporation of research 

findings into

health practices.

12. Heaeth systems development: There has been a clear and persistent trend in

recent years to work within a health system model that is, for alí practical

purposes, exhausted, with attempts to introduce measures of relative efficiency

rather than begin the construction of a new system for which the conceptual

frameworks are in place. The current model faces administrative structuring

problems and technical and financial constraints, as well as a wide gap between

the political/administrative levels and the civil society. Leadership and

managerial capacity at the central level of the Ministry of Health should be

strengthened, in tandem with institutional development of the State and 
municipal

health departments. The need to achieve equity and universal access to health

care for the neediest population groups, within the framework of decentralization

and the local development processes, demands a renewed, updated, pragmatic effort,

as well as a political commitment and determination. Satisfactory results have

been obtained in human resources development; however, in the coming years, there

will be a need for special involvement in this area, targeted at greater

developnent of these resources in all the fields of key importance to the

effective operation of health services.

13. Health promotion and protection: Major efforts have been made to promote the

recognition and assimilation of the concept of health as a social and individual

good and as a resource for investment in development. Even greater efforts should

be made, with a view to designing and implementing health policies 
in the areas

of food and nutrition, drug addiction and smoking, and violence control. Health

services should develop more effective models for the treatment of noncommunicable

diseases. In the areas of population, reproductive health, fertility control, 
and

the health problems of adolescents and children, progress has been made and

significant results achieved; nevertheless, a reduction in infant mortality in the

most seriously affected regions and a reduction in maternal mortality continue to

be major priority objectives.

14. Environmental protection and development: The country has made considerable

progress in recent years in the coverage of water supply services and in water

quality. In addition, waste and excrete disposal services have become more

extensive. Efforts in this field should continue in the future. The resources

of the Regional Plan for Investment in Environment and Health (PIAS) should be

better utilized to deal with the country's health problems and priorities. There

are still major challenges to be addressed in improving the quality of the

environment, such as the achievement of environmentally sustainable 
development

in accordance with the agreements signed at UNCED, including human health risks

present in work environments.

15. Disease prevention and control: It should be noted that poliomyelitis has been

eradicated, that other vaccine-preventable diseases have declined, and that work

continues for the control of leishmaniasis, yellow fever, malaria, dengue,

schistosomiaesis, leprosy, onchocerciasis, and rabies. Ongoing efforts are being

made to maintain effective vaccination programs for the major diseases affecting

public health. The transmission of Trvypanosoma cruzi by blood transfusions and

by Triatoma infestans remains a health problem, mainly in the country's southern

border territories. There continues to be a high incidence of diarrheal diseases,
including cholera. AIDS continues to have an impact, but is declining, as is

tuberculosis, the Latter at a slower rate. Major efforts are being made in the

veterinary public health field, geared at improving animal health and agricultural

and Livestock productivity, in close coordination with the border countries of the

Southern Cone. More work is being done on food quality and food safety, although

greater efforts are still needed in this area.

16. PLans and Priorities for National Health Development: PLans and priorities for

national health development are an integral part of the health agenda, which has

been guided in recent years by the documents drafted by the Unified Health System

(UHS), whose guidelines and principles are as follows: universal care,

comprehensive care, preservation of personal autonomy, health care equality, the

right to information, use of epidemiology establish priorities, availability of

resources and program orientation, community participation, one-way 
political and

acdministrative decentralization in every sphere of government, decentralization

of services at the municipal Level, regionalization, intersectoral approaches, and

the stratification of the health service network.

PRIORITY NATIONAL AREAS FOR TECHNICAL COOPERATION IN HEALTH

17. To expand and consolidate the Unified Health System (UHS). To restructure

health-related institutions and processes, with a view to facilitating their

decentralization and inproving their performance: strengthening the federal

government's role as a regulator and auditor; implementing training programs,

certifying and evaluating health servers; transferring management to municipios

that demonstrate competence in planning, providing, contracting, paying for,

monitoring, and evaluating the activities of the health services; implementing

programs of comprehensive health care for women.

18. To upgrade the efficiency of the Unified Health System. To have public

authorities, with the assistance of the health councils, monitor and evaluate the

results and quality of health services; to define and implement 
management systems

in the incorporation and utilization of technology, especially where such

technology has a major impact on the cost of medical care; to design an

information system with a view to informing the population about 
where their tax

money goes in the area of health; to increase efficiency in the state units,

especially those of Less complexity and proven competence, through mechanisms of

self-management; to adopt systems for the evaluation and control 
of in-patient and

out-patient costs.

19. To improve the quality of care under the Unified Health System. To promote

a culture of quality, based on respect for health service users; to implement a

national health quality program in both state and charitable 
in-patient and out-

patient units; to promote the adoption of a voluntary hospital accreditation

system, coordinated by nongovernmental institutions; to review and implement a

system of accreditation of health units that incorporates criteria on quality,

with a view to their recognition by UHS; to encourage the municipios to establish

health districts, so that technical personnel may join efforts with the population

in identifying and solving problems.
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20. To democratize the Unified Health System. To institutionalize a democratic
process of mass communication, providing for transparency at atl levels of the
UHS; to strengthen the national, state, and municipal health councils; to promote
the formation of health district councils; to regulate the private supplementary
medical care system, with broad participation by alt segments concerned.

21. To implement a pharmaceutical care policy. To define clearly the areas of
jurisdiction of the three levels of government in pharmaceutical care; to update
the basic list of essential drugs adopted by the states and municipalities; to
publish prescription and treatment standards for the diseases with the highest
incidence; to decentralize the programming, procurement, distribution, and
rational use of drugs and immunobiologicats at the state and municipio levels; to
promote the prescribing of generic drugs by means of public information campaigns
and coordination among the government, universities, health councils, and the
public network of services; to modernize the national health surveillance system,
with a view to ensuring the efficacy and quality of the drugs available to the
population; to strengthen the national program of self-sufficiency in
immunobiologicals and btood derivatives.

22. To reduce the incidence and prevalence of the principal communicable diseases;
to reduce infant mortality and maternal mortality, focusing attention on the most
seriously affected areas. To promote efforts for the reduction of the principal
noncommunicable diseases. To continue the process of national psychiatric reform.
To reduce the Incidence and prevalence of the principal zoonoses and foodborne
diseases. To reduce childhood malnutrition.

TECHNICAL COOPERATION STRATEGY

23. To strengthen scientific and technical cooperation with the Ministry of
Health, as an expression of goverrnment authority at the central level, and with
the other state and municipal levels, as well as with other state authorities.

24. To promote the mobilization of national (human, financial, and material)
resources as an accompaniment to PAHO/WHO scientific and technical cooperation,
not only within the official sector, but with other public and private
institutions, as well as NGOs, universities, and study and research centers
associated with health and human development.

25. To support the development and strengthening of the national institutional
capacity for the design and implementation of health development policies and
strategies, so that the delivery of PAHO scientific and technical cooperation may
rest on solid bases, meeting clearly established policy objectives, needs, and
priorities in the field of health.

26. To develop and strengthen the institutional capacity of the PAHO/UHO
Representative Office in Brazil, in order to furnish scientific and technical
cooperation with efficiency and effectiveness.
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27. To develop working relationships with the three principal branches of
governmental authority (the Executive Branch--including the Office of the Public
Prosecutor--the Legislative Branch, and the Judicial Branch).

28. To promote coordination activities with other international, bilateral, and
multilateral organizations present in the country, with a view to optimizing the
technical cooperation resources available for health, in coordination with the
Brazilian Cooperation Agency (BCA).

29. To place priority on managerial training activities as one component of
ongoing efforts in the development of management and Leadership capacity at the
central level and in the state and municipal health departments.

30. To develop scientific and technical cooperation, pursuant to the policy of the
Ministry of Health, with state and municipal health departments, since these
departments are considered government institutions where interinstitutional and
intersectoral coordination activities to improve the health situation at the local
level would be fruitful.

31. To promote cooperative relations with the state governments, after obtaining
the consent of the central authorities in the Ministry of Health, prioritizing
states where political and technical opportunities ensure that our activities for
the improvement of health conditions among the population will have the greatest
impact.

NATIONAL PRIORITIES FOR PAHO's TECHNICAL COOPERATION

1. To develop Brazil's institutional capacity for the formulation of health
policies and health strategies. To promote intersectoral and interinstitutional
coordination. To take advantage of possibilities for cooperation arising from the
Regional Plan for Investment in Environment and Health (PIAS).

2. To promote the institutional development and strengthening of state and
municipal health departments and to cooperate in defining the responsibilities,
functions, and jurisdiction of the various levels of the Unified Health System.

3. To strengthen the ability of the Ministry of Health and, in particular, the
National Health Foundation, to perform analyses of the health situation and health
trends, and to strengthen the National Health Council and the national capacity
to coordinate international cooperation in health.

4. To strengthen technical cooperation among countries, prioritizing relations
with the member countries of MERCOSUR and the other countries bordering Brazil.

5. To implement a new health care model that is decentralized and participatory,
prioritizing the organization and development of the in-patient and out-patient
health service network. To implement a system for the technological development
of biomedical equipment and for prevention and recovery in the health services.

6. Together with the Ministry of Health, to carry out activities to help increase
the availability and rational use of drugs and other essential critical supplies,
and to improve the drug quality control system.
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7. To actively promote the development of the epidemiological analysis capability
in state, municipal, and district health service systems, and to develop the
national health surveillance system.

8. To develop human resource education and training programs that will respond to
national needs and to the priorities of the Unified Health System, prioritizing
training in local management at the state and municipal levels.

9. To implement job, career, and salary plans in public health institutions.

10. To strengthen the national program for health promotion and protection, as a
key element in the program content of the Unified Health System.

11. To increase coverage and improve the quality of disease prevention programs
and health recovery programs for women, mothers, children, and adolescents, and
to improve surveillance and control of potiomyelitis, measles, and neonatal
tetanus.

12. To develop training programs in epidemiology and management of Integrated care
for the prevention and control of noncommunicable chronic diseases.

13. To improve programs and activities for the prevention of malnutrition and the
promotion of a food and nutrition surveillance system.

14. To improve the coverage and quality of water and sanitation services, focusing
mainly on the rural populations and the poverty belts surrounding large cities.

15. To improve programs for the control of the environmental impact on health,
especially with regard to mercury poisoning and toxic agricultural contamination.

16. To strengthen programs for the prevention and control of the principal
communicable diseases affecting the population (malaria, dengue, Chagas' disease,
schistosomiasis, leprosy, and cholera), and to strengthen the national program for
the control of AIDS and other sexually transmitted diseases.

17. To strengthen the decentralization of activities for the control of zoonoses
at the municipal level, and to standardize laboratory techniques for the diagnosis
of prevalent zoonoses.

18. To decentralize activities for the sanitary surveillance of food at the
municipal level, and to institute a national network of laboratories for sanitary
food control.



Oblectives

BIENNIAL PROJECTS

PROJECT 1: WATER AND SANITATION COVERAGE

PURPOSE

To assist in increasing water and sanitation coverage, especially among rural
poputations and those on the periphery of the large cities, taking into
consideration community participation and the processes of decentralization,
privatization, and mediation.

EXPECTED RESULTS

1. Institutional strengthening of the companies of the water and sanitation
sector, defining criteria for the concession of services so as to allow for the
participation or coparticipation of private enterprise in the sector.

2. Making goverrnmental authorities, civil organizations, and the and population
in general aware of the need to conserve natural resources and utilize them
rationally.

3. Conduct of sclentific and technological research and human resources education
in the area of environmental sanitation.

4. Encouragement and recognition of the establishment of consortia resulting from
the association of municipios belonging to a single watershed, to solve problems
of common concern relating to sanitation, the environment, and health.

5. Setting of criteria and priorities for atlocating the resources of the Federal
Economic Fund to sanitation programs of the state and municipal governments, to
ensure that these criteria serve the policies and planning established by the
sector.
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1. By the end of 1997, water supply and sanitation coverage will show an increase
over 1995; and by the end of 1997, the role of the three spheres of government
(Union, states, and municipalities) in designing and implementing a national
sanitation policy will be reversed, keeping the establishment of policies and
standards within the federal goverrnment but promoting a radical process of
decentralization in the implementation of the programs.

2. By the end of 1996, progress uill be reported in the implementation of the
GEMS/WATER and GEMS/AIR programs.

1. By mid-1996, comprehensive nationwide information will be available on the need
for research projects on institutions of the sector, and this information should
then be utilized to formulate and inplement programs and projects in this field,
as well as to meet the companies' modernization needs.

2. During 1996-97, participation of private services in the water and basic
sanitation sector that meet defined criteria for such participation will probabty
be achieved.

1. Overall monitoring actions for 1996 and 1997 regarding the conservation of
natural resources and their utilization will reveal advances that are
qualitatively higher than those in 1995.

1. In the course of 1996-97, two research projects, at the very Least, will be
conducted in the area of environmental sanitation, with PAHO/UHO support.

2. By the end of 1997, at the very Least, two programs or courses for human
resources education/training in the area of environmental sanitation will be
supported by PAHO, covering approximately 40 professionals and technicians at the
national level.

1. With PAHO participation, the formation of at Least three consortia resulting
from the association of municipios belonging to a single watershed will be
recognized.

1. In 1996, criteria will be established for the allocation of the resources of
the Federal Economic Fund to sanitation programs.
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PROJECT 2: ENVIRONMENTAL QUALITY

PURPOSE

To cooperate in the improvement of control over environmental impact on health,
prioritizing the development and implementation of environmental quaLity norms and
criteria.

EXPECTED RESULTS

1. Awareness on the part of government, civil institutions, and the population
about environmental quality and the risks that environmental degradation poses to
human health.

2. Development of technology, research, and human resources training in the
evaluation and control of environmental risks, including human health risks
present in work environments.

PROJECT 3: UNIFORM HEALTH SYSTEM

PURPOSE

To contribute to the development, strengthening, and implementation of the Unified
Health System, the reformulation of the state health departments, and the
development of municipal managerial capacity.

EXPECTED RESULTS

1. Consolidation and strengthening of the Unified Health System.

2. Redesign of the state health departments.
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1. With PAHO cooperation, by the end of 1997, alliances will be created with
commercial companies, industries, nongovernmental organizations, and the community
to increase awareness about the envirornmental impact of development activities.

2. By the end of 1997, meetings and workshops will be conducted that wiLL result
in the production of docunents that will enable the Goverrnment of Brazil to
establish a position on a series of regulatory matters; they will also produce
awareness with regard to the quality of the environment and environmentally
sustainable development, in accordance with the agreements signed at UNCED.

1. In the course of 1996/97, decisions will be made by the Executive and
Legislative Branches (goals, Laws) that foster the action to improve environmental
quality.

2. By the end of 1977, progress wiLL have been made in fulfiLLing the comnitments
made by Brazil as a result of the findings of the Pan American Conference on
Health, Environment, and Sustainable Human Development (1995).

1. Training and instruction of at least 90 national professionals and technicians
in the formulation of policies and norms regarding the environment and its impact
on health.

2. By the end of 1997, a set of policy and regulatory provisions wiLL be avaiLable
that will allow for decisions to be made in the environment and health sector.

1. By the end of 1997, the Unified Health System will be stronger and more
consolidated than in 1995.

2. The managerial capacity of state and municipal health departments will be
improved in the course of the 1996/1997 bienniun.

1. Periodic evaluations by PAHO/WHO, at the end of 1996 and 1997, will demonstrate
progress in the consolidation and strengthening of the UHS, through an increase
in the production of services, a greater number of municipios with authorization
for the decentralized management of their activities, and greater articulation and
coordination between the federal, state, and municipal levels.

1. By the end of 1996, at Least three state health departments will receive
support from PAHO for their structural and functional reorganization, and their
experiences will serve as a reference for cooperation with other state health
departments.

2. In the course of 1996, the PAHO Representative Office in Brazil wilt develop
and submit a new model of (service and managerial) organization and operation for
the state health departments for the consideration of the government.
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3. Training of the health management teams of eight state health departments in
management topics.

PROJECT 4: ESSENTIAL DRUOGS

PURPOSE

To assist in the formulation and implementation of a national drug policy, and to
promote the correct and appropriate use of drugs in accordance with the
development of pharmaceuticat services.

EXPECTED RESULTS

1. Formutation and implementation of a national drug policy, with precise,
attainable objectives.

2. Design of a new health surveillance model that incorporates legislation,
regulations, production, quality, marketing, and surveillance of the use of drugs.

3. Improvement of national pharmaceutical services, in accordance with the
development and strengthening of the Unified Heatth System.

PROJECT 5: FOOD PROTECTION

PURPOSE

Improvement of policies, plans, and national programs for food protection.

EXPECTED RESULTS

1. Strengthening of the epidemiologicaL surveillance system for FBD.

Indicators

1. By the end of 1997, at Least eight state departments wiLl carry out programs
for the training of the members of their management teams with support from PAHO.

2. By the end of 1997, at Least 30 municipios willt carry out programs for the
training of the members of their municipal health councils.

1. In the course of the 1996-1997 biennium, PAHO will furnish cooperation in the
formulation and eventual implementation of a national drug policy, depending on
the decisions and political witt of the national health authorities with regard
to this objective.

2. The state pharmaceutical services of at Least 10 states in the country will
receive technical cooperation from PAHO for their development and strengthening.

1. A national drug policy document, officiaLly approved by the goverrment, wilL
be drafted, and its contents wilt be enforced.

2. The policy will spell out the responsibilities and functions of the various
parties involved (the UHS, states, municipios, professionats, and commnunity).

1. In the course of 1996-97, a new health surveillance system witt be implemented,
in accordance with the expected results.

1. In 1997, a new comprehensive and intersectoral model for the financing of
pharmaceuticats witll be imptemented.

2. The new pharmaceutical services model will be extended to at Least 10 more
states than in 1995.

3. By the end of 1997, programs and campaigns to provide patients with information
and educate them wiLl be applied in a greater number of states and municipios than
in 1995.

1. During 1996-97, PAHO wiLL cooperate with the government in establishing a
National Plan of Action for Food Protection, with harmonized regulations and the
implementation of the national network of food control Laboratories and the
epidemiological information and surveillance system for foodborne diseases.

1. During 1996/97, there will be progress in implementing the epidemiotogical
surveilltance system and information system for FBD. Progress witL measured by the
official adoption and application of these systems in at least 12 states in the
country.
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2. Preparatlon and lnplementetion of a National PLan of Action for Food
Protection.

PROJECT 6: PUBUC POUCIES

PURPOSE

To contribute to the formulation of public policies in support of improved health
care.

EXPECTED RESULTS

1. Availabllity of studies for the strategic plamnning of the Unified Health System
and its models for institutional development, intersectoral coordination, and
system for health situation analysis.

2. Availability of a regular and adequate supply of information for: Analysis of
the health situation, its trends, influences, and determinants; Evaluation of
infrastructure and sectoral financing; Evaluation of health activities and
services; Evaluation of quality, costs of services, and use of technologies;
Guidance for the population about health promotion.

3. Design of instrunents and mechanisms for a national science and technology
system for health.
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1. In 1996, the Government will have a National Plan of Action for Food
Protection.

2. By the end of 1997, there will be satisfactory evaluation of the implementation
of the Plan of Action, based on the indicators adopted for the Plan in the design
and approval phase.

3. In 1996-97, PAHO will collaborate in the development of integrated food
protection programs.

4. During 1996 and 1997, progress will be noted with the incorporation of new
methodologies and procedures to improve food inspection and control.

5. In 1996-97, there will be satisfactory qualitative progress in the promotion
of comnunity and private sector participation in food protection.

1. Greater institutional capacity in the UHS for the formulation of health
development policies and strategies.

2. Strengthening of the National Health Council as a UHS management mechanism.

3. Gradual adjustment of the health care model and the foundations of UHS.

1. By the end of 1996, instruments and methods will be available for UHS strategic
planning.

2. By the end of 1996, a new UHS institutional model, together with its management
and intersectoral coordination mechanisms, will be at the practical application
stage.

3. By the end of 1997, conflicts over the jurisdiction and functions in the area
of the UHS wilt be resolved.

4. By the end of 1996, a health situation analysis system will be in place in the
UHS.

1. By the end of 1997, a system of regular and timely information will be
available for policy-making and implementation of program activities.

1. By the end of 1996, a national science and technology system for health will
be established.



Indicators

4. Continued mobilization of relevant players for the discussion and analysis of
public policies of interest to health.

5. Availability of studies on health law and bioethics.

6. Availabillty of studies for the strateglc planning of the Unified Health System
and of its models for Institutional development, intersectoral coordination, and
a health situation analysis system.

PROJECT 7: HUMAN RESOURCES DEVELOPMENT

PURPOSE

To cooperate in the formulation and implementation of policies and plans for human
resources development in health.

EXPECTED RESULTS

1. Strengthening of the UHS decentralization process through the development of
managerial capacity in the health service production units of the basic and
hospital networks.

2. Strengthening of the technical and operational capacity of the UHS member
institutions in the area of human resources devetopment.

1. In the course of 1996 and 1997, four meetings with relevant players will be
held, organized into an advisory forum for PAHO cooperation in the country.

1. By the end of 1997, there will be at Least six health lau centers in the
country.

2. In the course of 1996, various documents on bioethics will be disseminated as
the product of approximately six high-level seminars to be conducted in the course
of 1995-1996.

3. In the course of 1996, there will be a census of institutions, groups, and
professionats working in bioethics, and advanced knowledge will be available on
their capacity to develop and strengthen bioethics.

1. By the end of 1996, instruments and methodologies will be available for UHS5
strategic planning.

2. By the end of 1996, a new UHS institutional model, together with its mechanisms
for management and intersectoral coordination, will be at the practical
application stage.

3. By the end of 1997, conflicts over the jurisdiction and functions of the UHS
will be resolved.

4. By the end of 1996, a health situation analysis system will be established in
the area of the UHS.

1. During the 1996-1997 biennium, policies, plans, and programs for human
resources development in the Ministry of Health and related sectoral institutions
will be strengthened, and the results will represent en improvement in the
situation prevailing in the 1994-95 biennium.

1. The Project for the Managerial Development of Basic Health Units (GERUS) will
be extended at the national level during the 1996-97 bienniun to at least 10
states, in addition to those that have the Project in 1995.

1. In the years 1996-97, PAHO cooperation resources will contribute to the
preparation and evaluation of human resource development projects at all levels
of the Unified Health System (central, state and municipal).
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3. Expansion and consolidation of the system for educating health service
personnel who lack specific skills. (professionalization).

4. Expansion of the process for reviewing paradigms and university training
programs for health professionals.

PROJECT 8: MALARIA

PURPOSE

To provide technical cooperation for the prevention and control of malaria,
especially in the Amazon Region, with emphasis on decentralized action and
integration with local health services, for the diagnosis, treatment, and referral
of patients.

EXPECTED RESULTS

1. Improvement in the malaria information system.

2. Strengthening of malaria control activities.

3. Increased knowledge on surveillance, prevention, and control of malaria.
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1. During the 1996-97 biennium, the structuring of centers/schools will be
expanded, and free courses will be conducted in at least six states for the
training of unskilled health service personnel.

2. By the end of 1996, at least six integrated curricula will be designed for the
instruction of mid-level personnel and for the training of instructors and
supervisors, based on the government plans.

1. In the course of 1996-97, PAHO will support the implementation of development
projects in six university centers for health sciences, based on the philosophy
of total quality management in education.

1. During 1996-97, PAHO will collaborate with the Goverrnment of Brazil, within the
framework of its capabilities and potential, in the prevention and control of
malaria, especially in the Amazon Region, and incidences will decline with respect
to 1995.

1. In the course of 1997, the Government of Brazil wilt have an automated
information system at its disposal, thus helping to facilitate epidemiological
stratification and surveillance at the national Level.

1. In 1997, there will be at Least nine states in the
Amazon Region in which Local health services will be conducting malaria control
activities.

2. During 1996-97, more human resources will be trained, with PAHO support, in the
prevention, diagnosis, treatment, and control of malaria, with respect to fiscal
year 1994-95.

1. The communities most affected by malaria will be given the opportunity to
become better informed about prevention, treatment, and control of malaria, as
will the health professionals and technicians responsible for addressing this
problem.
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PROJECT 9: WOMEN AND CHILDREN's HEALTH

PURPOSE

To contribute to the promotion of health in women and children and to the
reduction of morbidity and mortality, cooperating in the development of the
national capacity to carry out interventions to improve the quality of care and
increase the commitment of reproductive, perinatal, child, and adolescent health
services.

EXPECTED RESULTS

1. Expansion of services for the promotion of, training in, and clinical, out-
patient, and in-patient care of reproductive health.

2. Dissemination of knowledge and methodologies to promote child health, with
emphasis on psychosociat development, in the network of services and health
personnel training schools.

3. Implementation of basic perinatal and newborn care services for disadvantaged
populations and those at greatest socioeconomic risk.

4. Extension, based on knowledge, methodologles, and measures for the
comprehensive care of adolescents in all states.

5. Implementation of methodologies to evaluate and monitor conditions for the
efficiency and quality of care at the various levels.

PROJECT 10: TECHNICAL COOPERATION COORDINATION

PURPOSE

To improve the policy, technical, and leadership management of the PWR in order
to facilitate PAHO/UHO cooperation with the country and make its delivery more
effective.

BRAZIL

Indicators

1. In 1997, the country will have better indicators with regard to the health
problems of women, children, and adolescents than it did in 1995.

2. The national programs of the Ministry of Health responsible for dealing with
problems of women, children, and adolescents will be strengthened, as will their
institutional managerial capacity.

1. By 1997, increase in coverage levels over 1995 for the care of women, children,
and adolescents.

1. In 1997, methodologies will be utilized to measure psychosociat development in
children, and a case referral system will be organized.

1. In 1996-97, PAHO will collaborate with more than three states, and there will
be increased access to the network of basic perinatal, newborn, and infant care
services for the population in the disadvantaged states at the greatest
socioeconomic risk.

1. By 1977, a program for comprehensive care of adolescents will be implemented
in all states.

1. In 1977, a service evaluation methodology will be systematically utilized to
make appropriate modifications.

1. By 1997, the PAHO Representative Office in Brazil will have achieved the
following as part of a programmed process for development of its institutional
capacity for the effective delivery of technical cooperation to the country: a)
Organization of its staff roster from a legal and operational standpoint;
b) Establishment of agreements and health conventions with all national
institutions with which it maintains working relationships; c) Enhancement of the
civic infrastructure.
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EXPECTED RESULTS

1. To increase managerial response capacity of the Representative Office to health
problems brought to its attention at the federal, state, and municipal levels.

2. To have manuats on administrative norms and procedures that incorporate changes
made in this subject area at Headquarters.

3. To organize and consolidate the delivery of PAHO scientific and technical
cooperation to the country, in accordance with cooperation-related demands and
needs, as well as the PAHO SPOs.

4. Strengthening of the capacity of the Representative Office to respond
administratively to the needs brought before it internally and externally.

PROJECT 11: HEALTH PROMOTION
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1. The PWR will have established policy in its technical and scientific
cooperation agreements with the country.

2. Reports will be issued on the policy management of the PWR.

3. The Representative Office, together with the Ministry of Health and the
Ministry of Foreign Affairs, will establish an adaptation of PAHO's basic
agreement with the country.

1. Up-to-date manuals, validated by PUR personnel, distributed and in use.

1. At the end of 1996-97, the national authorities will have carried out
satisfactory joint evaluations on the activities of the Representative Office and
its capacity for scientific and technical response to the principal problems
posed.

1. Resolution of staff labor probtems, providing satisfactory responses, insofar
as feasible, to all compLaints.

2. Solution to the legal problems identified in 1995.

3. By 1996, a comfortable work environment will have been achieved for all staff
of the Representative Office.

1. Improvement in the level of human development measurable through this indicator
of the United Nations System.

PURPOSE

To improve the standard of Living and the level of health of the population,
cooperating in the development and implementation of public policies designed to
promote healthy Lifestyles in the individual, family, and community.

EXPECTED RESULTS

1. Systematic utilization of mass communications (mass media, and public and
interpersonal communication), as tools for promoting healthy lifestyles,
preventing violence and accidents, and combatting alcoholism, drug addiction,
smoking, and STDs.

2. Development and implementation, in all states, of activities directed toward
preventing domestic violence and violence against vulnerable groups.

3. Extension of the "Healthy Municipios" Initiative with a view to making health
a real priority.

1. Educational material will be prepared, and the mass media will be utilized to
promote health in an ongoing fashion.

1. In 1997, informational and educational materials will be distributed for the
prevention of domestic violence.

1. By 1977, a minimum of 20 municipios will have adopted the healthy municipios
policy, which will have been implemented to some extent.
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4. Increase in epidemiological knowledge about the phenomenon of violence in the
country.

PROJECT 12: NUTRITION

1. In 1997, two epidemiological studies on violence will be carried out with PAHO
cooperation.

1. By 1997, food and nutrition policies will be applied nationuide.

PURPOSE

To cooperate in the development of national nutrition policies, especially as they
relate to the Gosas of the World Summit for Children, and the National Pact for
ChiLdren.

EXPECTED RESULTS

1. Increase in coverage, with basic health activities, of municipios considered
at the "highest risk" and at "high risk" for malnutrition.

2. Reduction in vitamin A deficiency.

3. A national policy will be designed and implemented to combat iron deficiency
anemia in the population groups at highest risk (children under 5 year and
pregnant lactating women), as wilL a national policy for healthy nutrition
guidance.

4. lnplementation of the "Baby-friendly Hospital" initiative.

BRAZIL

1. By the end of 1997, with PAHO support, there will be an increase in the
coverage of basic health and nutrition services in at teast 200 of the 500
municipios identified as being at the "highest risk" for malnutrition.

1. In 1996, the municipios at risk for vitamin A deficiency in the northeast will
be identified and mapped out.

2. In the course of 1996-97, massive doses of vitamin A wiLL be distributed in alt
northeastern municipios identified as at risk.

3. At the end of 1997, a comparative measurement (1997/1995) will be made of
vitamin A deficiency in the northeastern municipios where there has been PAHO
cooperation, and the findings will show a decline in this condition.

1. In the course of 1977, a national policy to combat iron deficiency anemia will
be designed and implemented.

2. By the end of 1997, there will be a decline in the levets of iron deficiency
anemia in at Least 200 municipios that have had support from PAHO for this
purpose.

1. By the end of 1997, due to support from PAHO coordinated with that of other
international cooperation agencies, at least one hospital in each state of the
Federation wiLl have received accreditation as a "Baby-friendly Hospital", and ali
university hospitals wilL at Least be candidates for such accreditation. Moreover,
advertising about, and distribution of, baby food will be eliminated in major
hospitals and maternity clinics.
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5. Implementation of the Food and Nutrition Surveillance System at the
EpidemiologicaL SurveilLance Center (SINAN), with reporting of serious and severe
cases of nmanutrition.

6. Articulation of the coordinators of extension projects for the agricultural
frontier nd urban popuLation settlements to dlscuss the introduction of health,
nutrition, and education components.

PROJECT 13: COMMUNICABLE DISEASES

PURPOSE

To help strengthen the capacity of the national programs for the prevention,
treatment, and control of communicable diseases.

EXPECTED RESULTS

1. Strengthening of the national programa for the prevention and control of the
principal communicable diseases.
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1. In 1997, more than 80% of serious cases of malnutrition will be systematically
reported and treated.

1. Promotional activities will be carried out through agricultural extension
projects in at Least three states.

1. By the end of the 1996-97 biennium, PAHO scientific and technical cooperation
will be able to demonstrate an outstanding contribution to the strengthening of
the capacity of national programs for the prevention, treatment, and control of
communicable diseases.

1. In the course of the 1996-97 bienniun, PAHO will collect and disseminate
important up-to-date scientific and technical information on the diagnosis,
treatment, and control of communicable diseases, including guidelines, norms, and
procedures produced by PAHO/UHO and other institutions, and the validity and use
of the information in support of the strengthening of the national programs will
be confirmed.

2. Approximately 25% of national and state managers of programs for the
communicable disease prevention and control will have had some type of
administrative or managerial training and instruction for the proper management
of the programs.

3. By the end of 1997, PAHO will have furnished some effective cooperation for the
enactment of laws and/or decrees that support the development and strengthening
of programs for the prevention and control of communicable diseases, especially
in regard to the procurement and use of blood and blood derivatives.

4. There will be collaboration in at least five states to support the development
and strengthening of their capacity to make early diagnosis, provide full
treatment, and provide for effective prevention and control of the principal
communicable diseases.

5. During 1996-97, PAHO will have collaborated effectively to consolidate the
process for epidemiological stratification of communicable diseases.
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2. Improvement of the national capability for research and human resources
education in comunicable diseases.

PROJECT 14: ZOONOSIS

PURPOSE

1. By the end of 1997, PAHO will be able to present the results of at Least ten
research operations related to country priorities in the prevention and control
of communicable diseases.

2. With PAHO resources, there will be direct or indirect participation in the
development of at least three academic programs for human resources education in
the prevention and control of communicabLe diseases, mainly in the bio~edical,
epidemioLogical, ethnological, and social realms.

3. PAHO will cooperate in the updating of collections of teaching materials in
epidemiology and entomology as they relate to the communicable diseases with the
greatest impact on the health situation of the population.

1. By the end of 1997, the incidence and prevalence of the principal zoonotic
diseases will have decreased, and the national programs wiLL be strengthened with
respect to 1995.

Improvement of control measures for the most prevalent zoonoses and strengthening
of the national programs, within the framework of national decentralization and
integration of activities.

EXPECTED RESULTS

1. Improvement in the inplementation of the plans for the eradication of
tuberculosis and brucellosis.

Z. Consolidation of plans for the control of taeniasis, cysticercosis, and
hydatidosis, and characterization of the emerging zoonoses.

3. Consolidation of gains in the elimination of canine rabies.

4. Training of human resources in zoonoses.

1. Reduction in the rates of brucellosis and bovine tuberculosis in 1997 with
respect to the official 1995 figures.

1. Reduction in the rates of taeniasis, cysticercosis, and hydatidosis in the
1996-97 biennium, and a description formulated of the principal emerging zoonoses.

1. In 1997, at least three states will be declared free of canine rabies.

2. The rabies epidemiological surveillance system will be strengthened between
1996 and 1997 in comparison with the 1994-95 biennium.

1. By the end of 1977, a proper evaluation wi L be conducted on PAHO participation
in the training of personnel in the control of zoonoses, and the teaching of VPH
will be strengthened in some of the country's academic institutions.
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PROJECT 15: TECHNICAL COOPERATION AMONO COUNTRIES

PURPOSE

To promote Brazil's technical cooperation with other countries, mainty the member
countries of MERCOSUR and other bordering nations.

1. In 1996 and 1997, Brazil's cooperation in the field of health with other
countries of MERCOSUR and bordering territories will be strengthened.

2. One hundred percent of Brazil's TCC budget will be used in the 1996-97
bienniun, with satisfactory progress in the results obtained.

EXPECTED RESULTS

1. Strengthening of cooperation in the health sector between Brazil and other
countries of MERCOSUR for priority problems that require support from PAHO with
TCC funds.

2. Consolidation of gains In cooperation In health under the Southern Cone
initiative, and promotion of other priority projects and activities for Brazil and
other countries of the Region.

1. Use of 100X of TCC funds in 1996 and 1997, with results evaluated as
satisfactory by the participating governments.

1. The PAHO-Brazil commitments, as part of the agreements of the Southern Cone
initiative, will be fuLfilled satisfactorily.

2. In 1996-97, TCC in heatth will be extended to other countries in addition to
those of MERCOSUR and the Southern Cone.
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PROGRAN BUDGET - PAHO ANO WHO REGULAR FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAM CLASSIFICATION

II. HEALTH IN HUMAN DEVELOPMENT

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT HSD
RESEARCH POLICYV AND STRATEGY DEVELOPMENT RPS

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

1994-1995

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

3,669,300

661,400

558.300
103,100

2,.354,600

CPS 2,354,600

HST

TCC

509,300

509.300

144,000

144.000

39.5
.... _

7.1

6.0
1.1

25.3

25.3

5.5

5.5

1.6

1.6

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

4,406,300
...........

1,212,500

1,212. 500
O

3,027.300

3,027,300

0

0

166.500

166 500

40.8

11.2

11.2

28.1

28.1

1998-1999

Y OF
AMOUNT TOTAL

5,139.900

1,.356.200

1,356,200
0

3,591,300

3,591,300

41.7

11.0

11.0

29.1

29.1

O

1.5

1.5

192,400

192,400

ITT. HEALTH SYSTEMS AND SERVICES OEVELOPMENT
............................ m..........

1,.714.700
mri lir

18.5 1,991,900
.,,.. ...... :....

18.4 2,259,600
um mmm mmmtn

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS
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UAH

1.6

1.6

HRH

980,000

980,000

262.500

262,500

472,200

472,200

10.6

10.6

2.8

2.8

5.1

5.1

1,156.900

1,156.900

301,600

301,600

533,400

533,400EDV

10.7

10.7

2.8

2.8

4.9

4.9

1,328,700

1,328,700

346,700

346,700

584,200

584,200

18.3

10.8

10.8

2.8

2.8

4.7

4.7
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__________________________________________ ----- -- ___------

1994-1995

% OF
PROGRAn CLASSIFICATION AnOUNT TOTAL

1996-1997

A OF
AMOUNT TOTAL

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ - - - - - -_

IV. HEALTH PROMOTION AND PROTECTION

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION
FOOD SAFETY

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSnENT & MANAGEMENT

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES ANDO IMMUNIZATION
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

CONTROL OF NONCONMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH
___-____________________

ZOONOSIS

GRAND TOTAL
...........

1,322,300
...........

821 800

WCH 821.800

500. 500

NUT 88,700
FOS 411,800

832,400

832,400

CWS 449.000
ERA 383,400

1.711.900
...m._.....

1.362,300

VID 239,300
CTD 302.000
OCO 821.000

138.100

NCD 138,100

211.500

ZNS 211.500

9.250,600
...m..:....

14.4
8.9....

8.9

8.9

4.5

1.

4.5

9.0

3.3

4.9
4.1

18.6
.....

14. 8

2.3

3 .3
8.9

1.5

1.5

2.3

2.3

100.0

1 528,400

947.700

947.700

580,700

102.700
478.000

955,600
...........

955.600

519.700
435,900

1.957.700
..........m

1,568.400

275 600
339 600
953.200

154.500

154,500

234.800

234.800

10.839.900
mmmmmmmmmmm

14.0 1,698,300
8.7 .049..G=400

8.7 1.049.400

8.7 1,049,400

5.3 648.900

.9 118,400
4.4 530.500

8.8 1.054,600

8.8 1,054,600

4.8 577,500
4.0 477,100

18.0 2,178.300

14.4 1.743,000

2.5 297,900
3.1 382.800
8.8 1,062,300

1.4 173.500

1.4 173,500

2.2 261.800

2.2 261,800

100.0 12,330,700
.m... ...........

13.8
.....

8.5

8.5

5.3

1.0
4.3

8.6

8.6

4.7
3.9

17.6

14.1

2.4
3.1
8.6

1.4

1.4

2.1

2.1

100.0
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1994-1995
__________________

PROGRAM CLASSIFICATION
......................................................................

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
mmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmm.

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

V. ENVIRONMENTAL PROTECTION ANO DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

VI. DISEASE PREVENTION AND CONTROL

AMOUNT
___________

376,000

376,000

376,000

47.500

47,500

47,500

10,031,300

t OF
TOTAL

3.6
.....

3. 6

3.6

.S
.....

.5

1996-199

AMOUNT

o
...........

o

o

o
m..m.mmmm m-

0

0

_ _ _ _ _ _ _ _ _

95.9 0
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CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

10,028.100 95.9 0

CDD 168,100 1.6 0
GPA 836.200 8.0 0
CTD 8,873.300 84.9 0
OCD 150,500 1.4 0

ZNS

3,200

3,200

o
._ * 0

0

GRAND TOTAL 100.0 0
mmmmm m mmmm mmmm

---------------------__--------_------------__________________________________________

* LESS THAN .05 PER CENT
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0
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O
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ALLOCATION 8Y OBJECT OF EXPEODITURE - PAHO AND WHO REGULAR FUNOS
------------------------------------------------------------------

-. .... PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS

............... _ ______ _ ......... _ ........ __
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3,828,200
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.... MM. ....
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4,582,200 352,300 449,700 232.000 527,000
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49.5 3.8 4.9 2.5 5.7

3,349,800 125 100 291 700 84,000 452 100
2,198,200 175 200 228.200 116,000 224,800
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.....................-.

3,871,100
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CANADA

HEALTH SITUATION

Demography

1. Canada's population was 27,296,859 in 1991, which represented a growth rate of
7.9X since 1986; 20.8X were under the age of 15 and 11.6X were aged 65 and over.
According to the tatest census, 60.5X of the population reported EngLish as their
mother tongue, 23.8X French, 13X had a mother tongue other than English or French
and 3X reported having more than one mother tongue. The metropolitan areas
account for 61.1X of Canada's population.

Health status indicatora

2. Canadians enjoy one of the highest standards of Living in the world. Infant
mortality has declined to six deaths per thousand Live births (1991). Canadian
life expectancy for newborns In 1990-1995 reached 74.2 years for men and 80.7
years for women. Infectious diseases now account for 1.3X of total deaths; heart
disease and cancer, among the leading causes of death, account for 14.9X and 33.3%
respectively. According to years of potential Life lost before the age of 65, the
five leading causes of death for women in the years 1984-88 were breast cancer,
heart disease, Lung cancer, motor vehicle traffic accidents and stroke. For men,
the five Leading causes of death were heart disease, Lung cancer, motor vehicle
traffic accidents, suicide and stroke.

3. The health and activity limitation survey conducted in 1991, demonstrated that
15.5X of the population experienced some Level of disability. For the population
64 and over, the prevalence increased to 46X.

4. Canadians have access to a broad range of health services. The health care
system emphasizes the importance of well-being and the quality of Life, health
promotion and disease prevention. Canadians have access to an extensive network
of health services from community based primary heaLth care to hospital services
provided in 1,239 general, teaching end specialty hospitals with a total of
approximately 7 beds per 1000 population. Over 5,200 special care facilities
offer nursing care, care for the elderly and other services.

5. Health personnel in 1991 Included 60,559 physicians (1 per 450 residents). In
1990 there numbered over 256,000 nurses «nd 14,000 dentists. Primary care
physicians accouint for about 63X of *ll active physicians in Canada. About 8 out
of 10 primary cara physiclans are family physicians and general practitioners.

6. HeaLth expenditures reached CANS66.8 billion in 1991 or CAN$2,474 per capita.
This represents 9.9X of the GDP. Half of these expenditures 50.8X) were for
institutional and related services. Expenditures for drugs and appliances account
for 16.1X of the total.

CANADA

Factors affecting health status

7. In September 1992, federal, provincial and territorial health ministers met to
begin discussions on a national approach to health designed to strengthen the
Canadian health care system in the face of continued high growth in health care
expenditures coupled with sLow economic growth. ALI ministers agreed that reforms
could be achieved in ways that are fully consistent with preserving the principles
of the Canada Health Act and further agreed to initiate a coordinated national
process, a Blueprint for Action, to consider health services in terms of
effectiveness and appropriateness. In particular, the ministers agreed that
Canada's health care system would continue to emphasize disease prevention, health
promotion and lifestyle choices; pursue community-based alternatives; improve
accountability within the system; and improve the planning and management of
health human resources, institutional services and technologies. The ministers
also approved in principle, the creation of an Institute for Health Information,
and the support of a nation wide survey which, by measuring the health status of
Canadians, will provide governments, communities, providers and consumers with
information to develop future directions for health care reform.

Status of the Strategic and Programmatic Orientations (SPO)

8. Heatth in human development: Health is a very public issue in Canada and is a
regular feature of public discussion in the media. System policy is currently
determined by government and health providers. There is extensive use of
community members on boards of hospitals, other health service agencies, and
district and regional coordinating and planning bodies. ALL provinces are
currently attempting to increase public involvement in the design of the delivery
system, system governance and coordination, and priority setting, including
resource allocation. Additionally, the North American Free Trade Agreement
provides a new framework and impulse to the possibility of health sector
coordination and cooperation at the Level of North America.

9. Health systems and services development: Health care is the shared
responsibility between the federal and provincial governments. At the federal
LeveL, the Department of Health is the principal agency concerned with health
matters. The Department provides preventive health services, occupational and
environmental health services and emergency health services. It also funds
applied health research, including health services research, while the Medical
Research Council primarily funds biomedical research. Federal laboratories are
concerned with regulatory functions to safeguard the quality and safety of foods,
cosmetics, pesticides, drinking water and air, and the safety and effectiveness
of drugs and medical devices. The direct delivery of health care services by the
federal government is Limited to native Canadians Living on reserves, the
military, federal prison inmates, and the Royal Canadian Mounted Police.
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10. Gfven the decentralized nature of the Canadisn system, there are actually 12
health systems: 10 provincial and 2 territorial. The principal role of the
goverrment la financing. Canada's health system development has evolved into a
publicly financed health Insurance scheme with a private system of health service
delivery which Is highly decentralized toward the provincial and local levels.
This degree of decentralization has led to concern about coordination, leading
soma provinces to Increase the degree of central menagement of coordination and
Integration, uhlle some other provinces are attempting to enhance coordination at
the local level also.

11. Health promotion and protection: In the 1990s, the health care system
continues to focus on disease prevention, heelth promotion, and community-based
care. Since the beginning of the 1980s, virtually all new federal health
initiatives have been directed toward health promotion and prevention within the
broader framework of health es a social phenomenon. These initiatives have
specifically dealt with reducing tobacco use, combating substance abuse, creating
mnd maintaining healthy environments, strengthening community services and
preventing the spread of AIDS. In addition, much effort has been directed at
improving the overall socioeconomic status of specific target groups, including
native Canadians, disabled persons, children and seniors.

12. Environment development and protection: Because of the Importance of the
environment, Canadians are turning Increasingly to the idea of sustainable
development, which integrates the need for both a prosperous economy and a clean,
healthy environment. Sustainable development is the underlying principle of
"Canada's Green Plan" (1990).

13. After the Earth Summit" a Rio de Janeiro, Canada was the flrst industrialized
country to ratify the conventions Issuing from UNCED: the Convention on
Biological Diversity and the Framework Convention on Climate Change. Canada has
moved quickly to Implement UNCED's Agenda 21, a blueprint for sustainable
development, and is a member of the United Nations Commission on Sustainable
Development (UNCSD). Canada ls working wfth verious international organizations
to assist developing countries In formulating national plans for sustainability.

14. Dlsease prevention and control: Nealth Canada programs protect and improve
Canadlans' well-being by defining, advising and managing risks to human health.
These programs require cooperation with provincial authorities, health
professionals and their associations, academia and international health agencies.
Among other things, since the early 1980s public health officials have become
increasingly concerned about the incfdence of AIDS. In Cenada, most persons with
AIDS have been exposed to HIV through sexual contact with infected individuals;
the remainder have been Infected from using contaminated needles while injecting
drugs, and through blood transfusions from donors infected with the virus.

Plans and priorities for national health development

15. Stimulated in part by increased financial constraints, all elements of the
health care system are under review or actual reform. There is a major shift in
emphasis underway from a health care system to a health system emphasizing the
profound interrelatedness of health and income, education, environment, housing,
nutrition and so forth, and that this relationship may be more crucial to the
Long-term health of populations than medical and hospital care. However, this
reform is taking place with continuing adherence to the principles of the Canada
Health Act (i.e., public adninistration, universality, comprehensive services,
accessibility and portability). ALI provinces are attempting to shift care from
institutions to communities and to enhance the components of the health system,
as well as between health care providers and the providers of social services.

TECHNICAL COOPERATION STRATEGY

16. PAHO-Canada cooperation rests principatlly upon a relatively new arrangement,
by which a non-goverrnmental organization, the Canadian Society for International
Health (CSIH) acts as PAHO's "technical representative" in Canada. This
arrangement is unique for PAHO in the sense that en NGO is representing its
technical and promotional interests in a Member State. Under this arrangement,
the objective of the CSIH is to increase Canadian participation in the program
activities of PAHO/WHO. The cooperation strategy also involves the use of 17.
Canadian expertise to support health development in other countries of the
Americas. Conversely, Regional experience and resources could be applied to
issues in the health sector as well es health problems encountered in selected
populations in Canada. Additionally, it entails provision of fellowships to
professional to receive training in settings outside Canada. Mobilization of
resources, dissemination of informaetion, training, and direct technical
cooperation are the basic functional approaches that wiLL be used.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. To increase Canadian Participation, particularly on the part of
non-governmental entities, in the program activities of PAHO, while enhancing
Canadian awareness of PAHO, its programs end activities.

2. To cooperate in public health and development issues in the Americas by making
available Canadian support and expertise.

3. To provide specialized training to Canadians in health issues of relevance to
public health in Canada and to its international interests.

4. To utilize experience and knowledge gained in Latin America and the Caribbean
to address health system issues and health problems in selected populations in
Canada.



Obiectives

BIENNIAL PROJECTS

PROJECT CODE 1: PAHO'8 TECHNICAL REPRESENTATION

PURPOSE

To mobilize financial, technical, and institutional resources fromn Canada to
support PAHO/tWiO's program of activities in the Americas; to increase Canadian
participation in those program activities; to enhance Canadian awareness and
knowledge of PAHO/WHO; to promote the exchange of information about health and
health care between Canada, other Member States and the PAHO Secretariat; and to
facilitate and strengthen commniucation and networking regarding international
health and development.

EXPECTED RESULTS

1. The Canadian Society for International Health (CSIH) will increase awareness
by the Canadian public and private sectors and NGOs of PAHO/WHO and its programs
and projects in the Region.

2. CSIH will have mobilized technical, institutional and financial resources from
the Canadian private and public sectors and NGOs to support PAHO/WHO programs and
activities.

3. Greater exchange of information about health and health care systems between
Canada and other Member States.

CANADA

1. An increase in resources from Canadian public, private and non-goverrnmental
organizations (NGOs) to support Regional projects and activities in the biennium.

2. A greater number of Canadian professionals participating in health projects and
activities in the Region.

3. Better recognition by Canadians of PAHO/WHO and ihat it does.

4. An increase in exchange between Canada and other Member States of information
about health system models in the Region.

1. The number of seminars and workshops in Canada which involve PAHO/UHO staff or
materiais, including dispLays of PAHO publications.

2. The number of Canadian institutions in the pubLic and private sector which are
aware of PAHO/WHO and know its functions and work.

3. The number of contacts with Canadian professional and educational institutions.

1. The number of Canadian institutions participating in PAHO/WHO projects and
activities.

2. The amount of Canadien financial resources available for PAHO/MHO projects and
activities.

3. The number of Canadian professionaLs participating in PAHO/WHO projects and
activities.

4. The number of Canadian NGOs working with Latin American and Caribbean NGOs.

1. The nunber of Canadian experts participating in Regional meetings about heatth
care systems and health care reform.

2. The number of professionals from Latin America and the Caribbean participating
in Canadian meetings about health and health care systems.
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Obiectives

PROJECT CODE 2: CANADIAN GOVERNMENT AND FELLOWSHIPS

PURPOSE

To promote the direct presence of Canadian professionasta in PAHO activities and
in International health matters, including such issues as health promotion and
health sector reform, wuile bringing experience from other parts of the Region to
address selected health concerns in Canada, such es indigenous and women's heatth.

EXPECTED RESULTS

1. Canadian institutions and professionals participating in areas of work defined
by PAHO's SPO 1995-1998 will increase during the biemnnium.

2. Participation by Latin american and Caribbean professionals in Canadian fora
and health sector activities will increase during the biennium.

3. Canadian professionals wull increase their awareness and knowledge of
International health Issues in settings not available in Canada.

340

Indicators

1. The number of consultants and temporary advisers from Canada involved in
projects in Latin America and the Caribbean within the areas of work of the SPO
1995-1998.

2. The number of Canadian institutions involved in and contributing to PAHO
programs and activities.

3. The number of Canadian who have been expose to international health issues
through their participation in the PAHO/WHO Fellowship Program.

1. The number of Canadian consultants and advisors in PAHO projects and
activities.

2. The number of Canadian institutions contributing human or other resources to
PAHO projects and activities.

1. The number of professionats from other PAHO Member States who participate in
Canadian meetings and projects within the Areas of Work of the SPO 1995-1998.

1. At Least 20 Canadian fellowships will have been awarded during the biennium
within the Areas of Work of the SPO 1995-1998.



PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT 521,500 61.5 525,400 58.9 552,200 60.1
.. aaaa .... a. S aa … a " ........ fa... ..... - =........ - .. S........=.. ...

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT. 521.500 61.5 525,400 58.9 552,200 60.1

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS. CPS 521,500 61.5 525,400 58.9 552,200 60.1

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT 326,300 38.5 365,600 41.1 365,600 39.9
* .................. a.................... ........... ..... . .......... . ... .... e ... =.

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC 206,300 24.3 239,400 26.9 239,400 26.1

UNIVERSAL ACCESS TO HEALTH CARE UAH 206,300 24.3 239,400 26.9 239,400 26.1

HUMAN RESOURCES FOR HEALTH 120,000 14.2 126,200 14.2 126,200 13.8

HUMAN RESOURCES FOR HEALTH HRH 120,000 14.2 126,200 14.2 126,200 13.8

GRAND TOTAL 847,800 100.0 891,000 100.0 917,800 100.0
ANADA. .4.1. . ,;. * * . . = . =-,-, , = = = = = , , , , = =,,= = == .=. = = = = = = =
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_______________________________________________________________-- _----__________- :_-__-..----_---- .------------------------
ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
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CARIBBEAN

HEALTH SITUATION

Demography

1. The English-speaking Caribbean had a population of approximately 6 miIllion in
1990. Details of the population census conducted in 1990 and 1991 are not yet
available from all countries, but preliminary analysis indicate that the rate of
population growth has been heavily influenced by migration, which appeared to have
been underestimated in the preparation of population estimates of 1981-90.

2. The population of the subregion is expected to grow at about 1%X per annum. As
a whole, the populations are relatively young, with 35X being under the age of 15
in most countries. However, the period of demographic transition has commenced and
the populations of Barbados, Montserrat and Dominica are becoming increasingly
mature, with more than 9X of the population being 65 and over.

Socio-economic conditions

3. The English-speaking Carfbbean has continued to demonstrate its leadership in
maintaining political stability through its vibrant democratic institutions and
practices. The Caribbean Community, recognizing the implications of the global
trend touards free market blocks for its fragile economies, has intensified
efforts towards establishing common markets and individual countries have been
trying to diversify their economic portfolio. Trinidad and Tobago, Barbados and
Guyana and Antigua are among those countries which have registered increasing
growth rates in the last two years and the exchange rates in Guyana, Jamaica and
Trinidad have remained relatively stable. The economies of the banana-producing
countries (Grenada, St. Lucia, Dominica and St. Vincent) continue to be threatened
by the potential loss of preferential marketing arrangements in the European
Community. Tourism has now become the major industry among the countries but this
vital industry, while registering growth in most countries, remains under threat
of the fluctuating economies of its major markets and the continued penetration
by the cruise ship and all inclusive hotel sector which do not result in
significant contributions to the economy. In spite of incentives for the growth
of the informatics and finance industries in many countries, and the exploration
of new tourism niches like eco and health tourism, the immediate economic future
of the subregion continues to be at best uncertain. As the countries move to
knowledge based activities in order to rapidly increase productivity, the social
partners have to prepare for the impact of disruption of job security and work
routines.

4. The service sector has taken on an Increasingly important role (70%
contribution to GDP in some countries). Unemployment rates are as high as 25X in
some countries and the continued non-performance of the male population in
education system is of major concerns to the countries.

Factors affecting health status

5. Life expectancy at birth has increased steadily during the 1980s in most
territories. In 1990, Life expectancy ranges from a high of 76.1 in Dominica to
a low of 64.0 in Guyana. In seven territories, life expectancy exceed 70 years.

6. The rates of most communicable diseases have declined and, in part due to the
aging population, chronic noncommunicable diseases ICNCD) such as cardiovascular
disease, cancer, hypertension and diabetes have become the leading causes of death
in almost all countries. Obesity is on the increase in alt countries.

7. Perinatal mortatity remains high and is the number one cause of mortality in
the under 5 age group for many countries. In addition, morbidity due to perinatal
causes, which is to a great extent unrecorded, poses a challenge for countries in
the region. ARI/Asthma is increasing and now ranks among the first three causes
of death and morbidity in children, wuith poor identification and aetiology. The.
management of this condition leaves much to be desired in some areas and loss of
school hours/time at work is significant but not greatly recognized. In the
Caribbean the pattern of ARI/Asthma is in transition and programs need to be put
in place to address these changes.

8. The health status of the adolescent population is largely unknown, but has
gained increasing attention in the Caribbean due to a high number of adolescents
involved in violence, drug abuse and homicide. The social and health status of
this group is not investigated routinely atthough it is known that there is
proportionately high levels of unemployment and decreased educational achievement
among males. Resources have not been comnitted by Government to the development
of the integrated programs required.

9. Within the Caribbean, countries are at varying stages of the AIDS epidemic, but
the sub-region, taken as a whole, appears to be midway along the projected disease
curve and the epidemic is expected to have a serious impact, with persons in the
20-39 age group being most at risk. HIV transmission continues to be primarily
through heterosexual contact in the Caribbean, with increasing numbers of women
infected and a growing incidence of perinatal transmissions.

10. International funding is on the decline and there is a need to make AIDS a
higher priority on the political agenda and to elicit a greater commitment and
tangible support on the part of governments as countries grapple with the
prevention and treatment of people with AIDS. Steps have been taken in most
countries to integrate HIV/AIDS into the Sexually Transmitted Diseases (STO)
Programs. However, data on conventional STDs are inadequate and under-reporting
is a problem. Moreover, the management of STD programs needs to be integrated
more fully into the Primary Health Care Services and not to be regarded as
vertical programs.
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11. However, while there has been a significant decrease in the mortality from
diarrhoeal diseases in children, there remains pockets of the population with high
incidences of diarrhoeal and other water related diseases. Cholera appears to
have become endemic in rural Guyana and there has been water borne Typhoid in
Jamaica, Dominica and Grenade. The incidence of Schistosomiasis in St. Lucia is
slouly increasing.

12. The combination of high indices of Aedes Aegypti infestation in the majority
of the Caribbean countries, the presence in early 1995 of all four serotypes of
the dengue virus and 4th high morbidity of the populations, make Dengue and its
consequences a threat to the health and economies of the Caribbean countries.
While there have been no case of yellow fever, dengue fever is now endemic to the
region. The epidemics in Spanish-speaking Caribbean in 1994 were accompanied by
Dengue Hemorrhagic Fever in two countries. Malaria is endemic in Guyana, Suriname
and French Guiana, while the vector for Fibrariasis is present in most of the
countries, it is endemic only in Guyana.

13. Causes and risk factors underlying the occurrence of food borne and diarrhoeaL
diseases are not well known. Food-borne diseases outbreaks poses a threat to the
tourist industry, with increasing occurrences in the all inclusive hotel sector.

14. The Caribbean remains free of Foot and Mouth Disease and urban rabies but
Bovine rabies, transmitted by bats is endemic in Guyana, Suriname, Trinidad and
Tobago and the wild rabies is endemic in the mongoose population in Grenada. Some
sylvatic foci are a risk to the human population. Prevalence of bovine Tb is Less
than 1% in all countries, except for Guyana where an increase of the prevalence
has been registered recently. Except for Jamaica which is in the process of being
declared free of these zoonosis, there is no information on the prevalence of
brucellosis. Leptospirosis is endemic in the region. EpidemiologicaL evidence
indicates an increase of the incidence of leptospirosis associated with the rodent
population. Human outbreaks of Leptospirosis has been reported in economically
depressed areas of Paramaribo, Suriname and of increasing concern in Jamaica,
Trinidad and Tobago, Barbados and Dominica.

15. The continuing economic problems and the implementation of structural
adjustments programs have focussed attention on the management of health services
and the need to reform the sector in order to improve efficiency and address the
increasing health needs. Management deficiencies persists and as the thrust to
decentralization is pursued, the need to strengthen this capacity at all levels
has become urgent. The lack of plant and equipment maintenance result in
significant loss of operating capacity. Significant strides have been made in the
Eastern Caribbean to establish health information units and design software
specific to the needs of those community based services. The challenge for the
next four years is to make these operational, and foster a culture of
decision-making based on information/data.

16. Structural adjustments in public sector have resulted in reductions in force
which threaten the quality of services provided. Few countries have
institutionalized the planning process and therefore the strategic interventions

tend to be fragmented and unsustainable. The mix of health personnel has changed
very little to reflect new health problems.

17. On a positive note, the nursing profession has pioneered the implementation
of a common registration examination for all its Caribbean trained professionals
- an approach which the Caribbean Health Ministers are promoting in order to
facilitate the sharing of resources among countries.

18. The vulnerability of the Caribbean territories to the natural disasters of
hurricanes and earthquakes is very high and is not well known by the general
public. With the exception of five territories, most of the other islands do not
have an enforced building code. The absence of preventive maintenance makes
health facilities easy victims to natural disasters. In the recent past, threats
of chemical spills and minor social unrest have reminded that the Caribbean is not
immune to man-made disasters.

19. The capacity of health sectors to prepare for disasters has improved but
greater multisectoral coordination at the national level at the time of Mass
Casualty events must be buttressed by legal reform. The coordination among
international and regional organizations remain critical, specially for the Large
Antilles.

20. Environment: The goals of the International Water Supply and Sanitation
Decade were not completely achieved and the portion of the population with access
to safe potable water varies from 75 to 100% with the lower figures particularly
in the rural areas. The capacity of the fresh water resources in many Caribbean
islands is Limited and is very vulnerable to over-extraction and droughts.
Furthermore, demand beyond production capacity, operational problems, water Losses
and waste make many systems function only intermittently. Frequent water
shortages have been experienced in, among others, Barbados, St. Lucia and Grenada.
The threat of cholera has in general resulted in an increase of the disinfection
of piped water, reducing risk of bacteriological infections through drinking
water, but in rural areas where water is obtained from remote communities this
basic treatment is ineffective. In addition, there is a founded concern about the
chemical and physical quality of the drinking water, where catchments are at
increasing risks of contamination from onsite sanitation (nitrates), agricultural
activities (causing nitrates and pesticides), industrial developments (s.a.
solvents, heavy metals) and Leached from solid waste disposal sites (s.a nitrates,
solvents, heavy metals, toxins).

21. The coverage of adequate sanitation facilities has lacked behind and varies
in the region from 70-98% for the urban and rural areas. An area of great concern
is the low coverage of urban sewer systems, varying from 0-70% in the region.
Only 10% of the wastewater collected in sewer systems is reached, and a recent
study has indicated that 80% of the wastewater treatment plants do not meet basic
technology-based effluent criteria. Many reports exists on the pollution of
rivers, streams and coastal bathing waters as a result of disposal of wastewater.

22. Less than 80% of the population is served with a collection system for solid
waste, resulting in illicit dumping. Disposal remains a major concern as
landfills are poorly Located, designed and operated, resulting in frequent
burning, stench, rodent and insect infestation as well es high risks of
groundwater and coastal pollution. Solid waste master plans are in preparation
in seven countries with funding from the World Bank and IDB, but the

344



implementation of the plan remains problematic due to the high investment and
operational costs involved. It is estimated that about 3-4X of industrial waste
is toxic and/or hazardous, but there are virtually no facilities to safely
eliminate and dispose of this waste.

23. Air-pollution has not manifested itself as a major problem in the Caribbean.
Although objective data are not available, there is increased concern especially
in the urban areas, where the Caribbean is following the global trend of increased
cases of asthmatic complaints.

24. A special area of consideration is worker's health, although baseline data do
not exist, there is founded concern of increased exposure to pesticides, spray
paints, dust, smoke, heat stress.

Status of the Strategic and Programmatic Orientation

25. Health in human development: The Caribbean has one of the most well developed
subregional, Integration processes with inter-linkages at the highest level.
Furthermore these Commonwealth countries are grounded in a legislative framework
which ensure that the rights of citizens are protected. The challenge remains
strengthening the subregional institutions to carry out collective mandates
including that for epidemiological analyses. The involvement of health in the
development dialogue at the sub-regional level is not yet routine.

26. No regional health research institute exists. Much of what is available has
been completed by persons in academia and little is fed to the policy making or
management process. The University library is linked to the BIREME project but
there is inadequate capacity for sub-regional health information systems.

27. Within the CARICOM Secretariat, a major collaborating partner with PAHO, there
exists a women and development program with strong links to NGOs. The Caribbean
Women NGO's provided the most significant integration of preparatory activities
for recent global development conferences.

28. Health systems and services development: While countries have developed
services based on primary care to address individual country needs there are
linkages for the provision of specialists secondary and tertiary care - more often
than not without formal agreements.

29. Through strategic planning common services are now to be developed in order
to ensure accessibility by SIDS.
While the regional plan for investment in the environmental and health has been
endorsed by the CARICOM Conference of Heads of Governments, its use has not been
integrated at the national level.

30. PAHO needs to assist the CARICOM Sub-regional institutions to improve capacity
for monitoring the quality of drugs and develop with the Barbados Drug Service and

the Eastern Caribbean Drug Scheme a program for rational drug prescription and
use. The development of diagnostic services is usually accomplished through
capital development projects but PAHO assists with policy framework, quality
assurance and boisafety (CAREC).

31. The sub-regional disaster preparedness program plays a key role in
coordinating health disaster response and preparedness building capacity in
countries.

32. While sub-regional workshops are a cost effective way of addressing community
training needs in the countries, PAHO needs to work more with sub-regional
education institutions to match needs with products and develop a fellowship
program to strategically develop nationals with capacity to serve the region.

33. Health promotion and protection: The Caribbean Health Promotion Charter
approved by the Ministers of Health was developed by a wide cross section of
sectors including media. This needs to be followed by successful project
implementation in order to seal the support for the strategy/approach. The need
to focus on lifestyle related problems provides fertile ground but implementation
has been slow.

34. The MCH issues are in general well addressed but the new problems of
adolescent health and perinatal care require strategic approaches.

Environment protection and development:

35. The capacity for solid waste disposal and its management should be given a
boost when the WB/OECS Project is funded. The Caribbean Environmental Health
Institute continues to collaborate with PAHO to raise the consistency with which
one might expect to have potable water available to the total population. PAHO
has been focussing its contribution to the environmental quality debate through
its link with the environment, health, tourism and sustainable development
project.

36. Disease prevention and control: The EPI program continues to be orchestrated
from headquarters with support from CAREC and CPC.

37. In light of limited VPH services emphasis has been placed on public education
for food safety, and strengthening surveillance systems.

38. Support for STD/HIV/AIDS programs is provided through CAREC and CPC. Emphasis
is placed on the GPA strategies. There is a need to reduce incidence of STDs
through education, early diagnosis and national treatment approaches. Much is left
to be done in this area. CPC has taken the lead in the AIDS program management,
NGO s' collaboration and counselling and family life education approaches.

39. Integrated control of vectors has been the approach to address the aedes
aegypti problem. Surveillance is adequate. VPH progress continues to be the
emphasis of the health sector and closer ties with the agriculture sector is
needed.
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40. Surveillance of TB has been given high priority in recent years by CAREC.

41. Non-communicable diseases of interest include diabetes, hypertension, cancer
of the cervix and non violence. Countries are building the programs around
community based services but new help to essess impact and design programs based
on information for planning and evaluation identification of high risk groups not
used to target/focus programs as yet.

Plans and priorities for national health development

42. The Caribbean Cooperation in Health Initiative remains the framework of health
development in the subregion. The Conference of Ministers Responsible for Health
has formally adopted the following goats and the achievements of these constitute
the priorities of the subregion:

43. Environmental Protection, including Vector Control to reduce health risks
associated with environmental conditions through the promotion of environmental
health programs aimed at the provision of safe water supply and appropriate
excreta disposal, the control of pollution, the safety of food, proper disposal
of solid wastes and the control of toxic chemicals.

44. Chronic Diseases and Injury Prevention: The development and implementation
of comprehensive programs for the prevention and control of the chronic
non-communicable diseases prevalent in the Caribbean, including primitive,
curative and rehabilitative aspects.

45. Strengthening of Health Systems: To increase the operating capacity within
all CARICOM countries, to deliver efficient and effective health services to the
total population, emphasizing the local health systems approach.

46. Maternal and Child Health: To ensure the provision of a wide range of
preventive, curative, rehabilitative and supportive services to meet the basic
health needs of mothers, children and adolescents, giving special attention to
high risk individuals and groups.

47. Human Resource Development: To plan for, train and optimally utilize the
appropriate types and numbers of health personnel required to implement the
national strategies for achievement of improved health status.

48. Food and Nutrition: To prevent malnutrition in all its forms and to prevent
and control those diseases conditioned by nutrition practice and behavior.

49. AIDS Prevention and Control: Increase the capacity of countries to prevent
and control Sexually Transmitted Diseases (STDs.). An evaluation of the status of
achievement of the targets selected will be undertaken in 1995 and a reformulation
of these can be expected.

TECHNICAL COOPERATION STRATEGY

50. PAHO witt seek to work in six of the seven CCH priority areas in this project,
Leaving the CFNI project to focus on the Food and Nutrition priorities. A new
project for the Control and Prevention of AIDS is being established in
anticipation of the reduced extra budgetary resources which will be provided to
the sub-region and in recognition of the continuing need to strengthen program
management and foster the evolution of NGOs as key service delivery agents. While
the area to strengthen the health systems remains the highest priority for PAHO's
Technical Cooperation, a new approach will be taken to consolidate previous
projects for planning, management and human resource development in order to force
complementarily of the multi-disciplinary inputs.

51. PAHO technical cooperation wilt continue to focus upon full implementation of
the CCH Initiative in collaboration with CARICOM. The second evaluation of CCH
will be conducted to among other things, determine the direction and targets which
shoutd be incorporated to the year 2000. In addition, the CAR projects will
ensure that key objectives of the plans or declarations approved at recent global
conferences (SIDS, Population and Development, Social Summit are addressed. As the
large CCH extra budgetary projects are coming to an end, efforts will be made to
mobilize resources from non-traditional sources. For example, in the area of
rehabilitation PAHO will team up with an NGO to mobilize funds from an
international NGO. This approach will be important in sustaining technical
cooperation in the newer areas. The strategy of technical cooperation among
countries will be infused in all the CAR projects especially those for the
expansion of coverage of health services in particular, the dental and mental
health sectors.

52. Interagency collaboration will remain important strategy in order to maximize
this scarce resources. This will be complemented by the use of tailoring of
technical cooperation activities to fit the varying Levels development among the
countries served. Appropriate levels of technology will be used in the delivery
of technical cooperation including the remote maintenance of software and distance
education programs. Such collaboration will be the backbone of the AIDS and
Disaster Management Programs but will be reflected to some degree in nearly all
projects - UNIFEM for women health and development and UNICEF for adolescent
health/family life education.

53. Training will be used in all the projects. Fellowships overseas will be
supported in those areas not available within the subregional, while PAHO will
collaborate with national and sub-regional institutions to develop innovative
approaches to address the need to train large numbers of persons in the priority
areas of health and hospital planning and management.

54. In this biennium education of the community/public will be given greater
emphasis in support of the health promotion approach. Modern social communication
approaches will be applied and the partnership with the media will nurtured in
light of the key role that this social partner must play in the in putting health
on the public agenda and coeplementing strategies which are critical to the
improvement in the prevalence of chronic diseases and AIDS.
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55. An important contribution of this program will be the development of norms,
policies, procedures and systems. The development of information systems and
management policies and procedures will underpin PAHO's cooperation for the use
of strategic administration in Local health systems including hospitals.
Guidelines will be critical for development of programs in new areas of adolescent
health end chronic disease control programs.

56. Dissemination of information, critical to all the projects, will go beyond
transmittal of documents. National managers/technical officers will be guided by
the reviews of documents which will highlight the relevant sections and modern
technology will be introduced to Link the database at/through the CPC Office more
directly to Ministries of Health. In this way the Documentation Center will
become integral to all cooperation projects. The use of the CCH Update or another
appropriate vehicle will be explored to provide a forum for the sharing of
national experience on public health matters.

57. Research will be promoted in those SPO areas which are relevant to the
Caribbean goals and targets in particular epidemiological analysis for health
planning, simplified method for prioritization and testing of new approaches to
management of the health sector in small island states. In this biennium support
will be provided for the development of human resources for health services
research. In conjunction with CCMRC training in bioethics and its application to
research will be pursued.

CARIBBEAN

58. The provision of supplies and equipment will be de-emphasized particularly in
the Health Information Systems Project. Supplies and equipment will be provided
where the logically support the achievement of expected results. This approach
will be negated in the case of disasters or epidemics.

59. In environmental health, the focus of the program will be providing assistance
to countries to strengthen their capacity to integrate environmental health issues
into the sustainable development plans.

60. The Regional plan for the investment in the environment and health will form
the key framework for this process. Collaboration with CEHI will strengthen the
environmental health information systems.

61. The MCH area reflects the new priorities of perinatal care, control of asthma
and adolescent health. Research and development of plans wilt be the key
functional approaches. The Veterinary health program will focus on promoting the
development of comprehensive food and protection program and in collaboration with
CAREC the development of surveillant systems for zoonotic diseases.

62. The new area of mental health will be incorporated into the chronic disease
program and every effort will be made to mobilize funds for technical cooperation
in the areas of workers health and women health and development.
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Obiectives Indicators

BIENNIAL PROJECTS

1. In 50% of countries in the Caribbean quality of all drinking water can be
PROJECT 1: ENVIRONMENTAL HEALTH guaranteed to WHO standards by year 2000

PURPOSE

Environmental standards for hunan health attained.

EXPECTED RESULTS

1. Training programs established

2. No Legal or illegaL accumulations of solid waste occurring in the cities and
vilLages in at least 50% of countries in the Eastern Caribbean.

3. Selected health indicators of workers in 2 industries are within norms of the
population and environmental conditions maintained in accordance with
international standards.

1. Program for training in Landfill management and other solid waste management
areas established in a Caribbean institution by 1997, in collaboration with CEPIS.

2. Occupational Health Programs strengthened

3. Environmental Health (EH) programs monitored.

4. Implementation of regional and global plans of action promoted

1. Sub-regional Plan for Workers' Health finalized in 1996 and at teast one
recommendation imptemented by 1997.

2. Selected doctors and nurses in two (2) countries trained to recognize
occupational health diseases in 1996 and inspectors trained to monitor work
conditions in 1997.

1. Managers of EH programs woutd have discussed progress in imptementation of
programs and agreed on new CCH targets by 1996.

1. Nationat requirements for implementation of plans of action of UNCED, SIDS,
PAHO Conference on Health and the Envirornment, and Summit of the Americas merged,
distributed to all countries and framework used to develop annual country programs
by 6/96.

2. Regional PLan for Investment in the Environment and Health used in four (4)
countries during development of nationaL health and development plans.
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Obiectives

PROJECT 2: MATERNAL AND CHILD HEALTH

PURPOSE

Heatth status of selected poputations improved.

EXPECTED RESULTS

1. New approach to perinatal care promoted

2. Manpower trained.

Indicators

1. Death rate due to perinatat causes decreased by 10% between 1994-1999

2. Prevalence among one (1) year old infants with physical or developmental
disabilities due to perinatal causes reduced by 5%, 1996-2000

3. MortaLity due to asthma in school aged population and adult population aged
19-44 decreased by 10% between 1994 to 2000.

4. Number of asthma cases admitted to WR decreased by 10% between 1996-1998.

5. Heatth trends among adolescent population would have shifted towards targets
agreed to by the Caribbean countries for: rates of violent assaults, drug abuse,
pregnancies, STDs and obesity.

1. CLAP system of integrated management of pregnancy adapted to meet needs of at
teast two (2) countries in each year of biennium.

2. Simnplified Perinatal Care Record SPCR introduced into four (4) countries by end
of 1997 and analysis of data discussed in at Least two countries.

3. Health messages for mass media, to encourage first trimester booking for early
ante-natal care developed and disseminated by 1996.

1. Medical and nursing staff in hospitals and community services in six (6)
countries trained in resuscitation, thermal management and intrapartummonitoring
of tabor utitizing Low cost technotogies by 1997.

2. Health practitioners in three (3) countries trained to used Denver Development
Screen to monitor high risk neonates by 1997.

3. Epidemiologicat situation with respect to ARI, asthma and adolescent health
ascertained.

1. Etiotogical causes and other epidemiotogy characteristics of asthma determined,
data analyzed from at Least 3 countries using ISAAC method by 1997.

2. Surveillance programs for ARIs established in alt countries and analysis of
situation provided to countries annually.
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Indicators

3. Epidemiotogy of adolescent health and related problems in at Least eight (8)
countries ascertained, using standard Caribbean instrument and results discussed
uith nationais by 1997.

4. Capacity for ambulatory management of ARI increased.

5. Adolescent health programs developed and capacity for health family Life
training increased.

PROJECT 3: CONTROL OF NON-COMMUNICABLE DISEASES

PURPOSE

Chronic Diseases programs established

1. Guidelines for managing asthmatics in their communities including school and
home, disseminated to all relevant practitioners and specific policies and
procedures developed with three countries by 1996.

2. ARI/Asthma treatment protocols made available to 80% GPs, Pediatricians,
Interns and Nurses in hospitals and community services by 1997.

3. Public education modules developed and disseminated by 1997.

1. Integrated multi-sectoral adolescent health programs formulated in at least
three countries with inputs from the beneficiaries and other sectors by 1997.

2. Curriculum for training teachers in health and family Life to educators
finalized and available to alt Teachers' Colleges in the Eastern Caribbean by
1997.

3. A cadre of tutors from the Eastern Caribbean Colleges trained to use the
curriculun as part of the teacher training programs by 1997.

4. Proposal for sub-regional projects developed and submitted to relevant funding
agencies by 1996.

1. National programs for the prevention and control of at least cancer of the
cervix, hypertension, diabetes, and if possible cancer of the breast and prostate
and TB and Oral Health detailed for all countries by end of 1997 and resources for
implementation of programs for the control of Cancer of the Cervix, Hypertension
and Diabetes approved within national budgets for 1998.

2. Sixty percent staff in the community services and hospitals trained in current
approaches to diagnosis and treatment of Cancer of the Cervix, Diabetes and
Hypertension by 1998.
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EXPECTED RESULTS

1. Epidemiologicat tools developed

1. Tools for qualitative and quantitative assessment of high risk groups and risk
factors that contribute to selected chronic diseases, designed and distributed to
all countries by 1996.

2. Tools for identification and socio-epidemiological determinants of violence
developed by the end of 1996.

2. Program guidelines developed and users trained.

3. Mental health programs strengthened.

PROJECT 4: HEALTH PROMOTION PROGRAMS

PURPOSE

Health promotion internationalized as strategy for health developnent.

1. Guidelines for cancer and other chronic disease registries developed and
networking between
countries supported by 12/97.

2. Persons in alt laboratories in countries trained to use revised cytology forms
by 12/96.

3. Guidelines for the development and execution of national programs for the
prevention and control of selected NCDs including oral health problems discussed
with national program managers by 12/97.

1. At teast three of the recommendations from the 1995 Mental Health Meeting, for
technical
cooperation in support of community-based mental health programs in the Caribbean,
implemented by the end of 1997.

1. At least 25X adult population in the Caribbean can describe three (3) of the
strategies in the
Health Promotion Charter by end of 1996.

2. Selected lifestyles and conditions important to priority diseases improved in
target group by
1998.

3. National Health Programs in at least five (5) countries developed through
application of Health promotion strategies by 1997.

CARIBBEAN

Indicators
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Obiectives Indicators

EXPECTED RESULTS

1. Health Promotion Charter promoted

1. Objectives of project for promotion of Health Promotion Charter in public,
private and NGO sectors and community achieved by end of 1997.

2. Capacity to implement Health Promotion increased. 1. Influential persons in health and other sectors including NGOs and private
sector trained to apply at Least three (3) of the strategies in their specific
programs with the aim to effect behavioral change by 1996.

2. Health Promotion curriculum component designed and tutors of public heatth
training programs trained starting with public health nursing by 1997.

3. Information on Health Promotion shared

4. Health citles/islands programs promoted

PROJECT 5: HEALTH EDUCATION AND SOCIAL COMMUNICATION

PURPOSE

Key pubtics are aware of health situation

1. Identified mechanisms for inter-change of information on health promotion
established in
collaboration with the Health Promotion Resource Center by 1996.

1. Health Promotion interventions designed in support of CNCD prevention and
control, violence prevention and the identified community needs in at Least three
(3) countries by end of 1997.

1. No examples of irresponsible health journalism detected in the media through
1996-1997.

2. Ministries of Health and other related sectors, selected NGOs, public and media
aware of current health status and health and development issues throughout
1996-97
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EXPECTED RESULTS

1. Media and Health Partnership nurtured

2. Health promotion media projects developed an evaluated

3. Capacity for management of knowledge improved

4. Communications strategies for technical projects identified.

CARIBBEAN

1. Annual Media Award program executed in 1996 and 1997 and co-sponsorship
finalized

2. Senior technical officers in Ministries of Health and PAHO in the Caribbean,
trained to master media and communications environment by end of 1996.

3. Sustainable training program for health communications established at a
regional institution in the Caribbean by end of 1997.

1. Programs based on themes of annual commemorative days (e.g. World Health Day)
and for other selected issues, developed and executed with the MOH throughout
1996-1997.

2. Selected communication program and products evaluated and results shared with
countries by end of 1997.

1. Documentation Center able to respond to all literature search requests in a
timely fashion through CPC databases and Links to all major international
databases by 1997.

2. Information disseminated to countries packaged to increase readership at
appropriate user Levels in 1996 and 1997.

1. Communications strategies developed and executed for relevant subregional
projects by 12/97.
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Obiectives

PROJECT 6: STDIAIDS CONTROL

PURPOSE

STD/AIDS Control STD/AIDS situation improved

EXPECTED RESULTS

1. Capacity to plan and manage programs increased

2. NGO groups supported

3. Capacity for implementing strategies for behavior change increased

PROJECT 7: VECTOR BORNE DISEASES

PURPOSE

Management of communicable diseases and their risk factors improved.
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Indicators

1. Incidence of priority STDs as defined by CAREC, and AIDS decreased.

2. Health and social needs of PWAs in all countries met in humane way

1. By the end of the biennium, 80X AIDS/ STD programs managers trained to manage
programs effectively and to facilitate multisectoral collaboration

2. Managers taught to apply gender analysis methodology and policies programs and
projects for AIDS prevention and control by 1997.

1. By the end for 1997, the Caribbean component of the Global Network of HIV + and
People with AIDS (GNP+) will have been established in three countries.

2. By the end of 1997, NGO and MOH in two countries will have planned and executed
activities using NGO project model introduced in Saint Lucia and Grenada in 1995.

1. Wide range of personnel in health and NGO sectors trained to counsel for
behavior change by 1996.

2. Gender sensitive messages for mass media to promote health sexual behaviors,
developed and disseminated to countries in 1996.

1. Indices of infestation by Aedes aegypti reduced by 10% by 1997.

2. Zero case fatality rate of Dengue Hemorrhagic Fever if it occurs



Oblectives

EXPECTED RESULTS

1. Environmental Health Curricula available in sectors

2. Increased community participation in vector control

3. Communications instruments developed.

4. Project evaluated.

1. Environmental Health Curricula for primary schools avaitable in at Least five
(5) territories of the region and teachers trained in its use by end of 1996.

1. Involvement of at least to (2) communities in each of five (5) countries
obtained for ptanning and execution and monitoring for mosquitoes and other
vectors by 12/97.

1. Communication materiaLs, aimed at improving and maintaining knowledge of vector
borne diseases and promoting positive behavior change towards the environment
developed, distributed and use evaluated in at Least three (3) countries of the
region by 6/97.

1. External evaluation of the impact of the Integrated Vector Control Project
initiated, completed and discusses with countries by 12/96.

5. Surveillance systems in place 1. Procedures and software for surveiltance system for vector borne diseases
installed in at Least five (5) countries and sub-regional trends monitored based
on information received by 12/97.

6. Capacity for managing Dengue improved 1. Doctors and public health nurses in at teast five (5) countries trained in
diagnosis and treatment of Dengue and DHF especially at primary care Level by
10/97.

CARIBBEAN

Indicators
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Obiectives Indicators

PROJECT 8: DISASTER MANAGEMENT

PURPOSE

lnpact of Disaster on HeaLth facilities and services minimized

EXPECTED RESULTS

1. Capacity for Disaster Management improved at national level

2. Subregional Support in place

1. Main hospital and identified strategic Health Facilities able to be in
operation 24 hours after disaster

2. Surveillance for disease and water quality uninterrupted as a result of
disaster

3. Technical expertise and supplies received post-disaster and distributed to
points of most need.

4. Health response to national disaster effectively coordinated as part of
national disaster management.

1. At Least five countries wiLL have a health sector disaster management program
with components for preparedness and response integrated with Emergency Medicine
Program and each holding annual simulation exercises by 12/96.

2. Guidelines for mitigation of impact on health facilities and water outlets
disseminated to senior health managers in all countries by 12/96.

3. Teams of doctors and/or nurses and/or emergency system personnel trained in
modern techniques of disaster management or emergency medicine in 1996 and 1997.

4. Model laws for effective functioning of National Disaster Program drafted and
distributed to countries by 6/97.

1. Caribbean SUMA team able to be operational within 24 hours of re-establishment
of air transport Links after disaster and use SUMA version 5.0

2. SatelLite communication in working order 365 days per year and readied to be
in place in country of disaster either immediately before or at least as soon as
air transport is technically possible after disaster.

3. Radio communication maintained with all countries of Caribbean in presence or
absence of disaster.

4. PAHO Disaster Response Manual updated and its Team mobilized within 24 hours
of disaster to assess needs.

5. In collaboration with other donor agencies, efforts to mobilize resources
initiated after disaster.
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PROJECT 9: FACIUTY AND TECHNOLOGY MAINTENACE

PURPOSE

Availeability of and accesslbility of technologies improved

EXPECTED RESULTS

1. Development of shared services supported

2. Capacity for maintenance improved

Indicators

1. Down time of 20 selected pieces of equipment in the hospital and comnunity
services reduced by 20% by 1998.

2. Selected technologies available to Eastern Caribbean population (100%) at
affordable costs.

1. ImpLementation of shared radiologicaL OECS services supported as, approved by
Ministers of Health in 1996.

2. FeasibiLity studies for at Least one other service conducted and discussed with
OECS national authorities by end of 1997.

3. Second edition of Directory of specialist and technologies in Caribbean
published and distributed in all countries by 1996.

1. Available computerized programs use for preventive maintenance adapted and
disseminated with manual by 1997.

2. Ninety percent personnel working in related departments trained in the repair
and maintenance of Leve. ! biomedical equipment, 1996-1997.

3. At least one person from each of the six (6) Eastern Caribbean States trained
at advanced Level in equipment maintenance by end of 1997.

4. Vulnerability of health facilities and selected equipment assessed and
mitigation measures recomnended to Ministry of Health in three countries by 6/97.

3. Capacity for training established 1. In collaboration with Sir Arthur Lewis Colltege and UWI by end of 1997, basic
and advanced levels of maintenance training programs designed and faculty trained.
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Obiectives

PROJECT 10: VETERINARY PUBLIC HEALTH

PURPOSE

Zoonotic risk factors reduced and food conditions safer

EXPECTED RESULTS

1. Capacity for Food Protection and Prevention if Food-Borne and Diarrheal
Diseases increased

2. Capacity for zoonosis control strengthened
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Indicators

1. No food-borne outbreaks would have occurred in 1997 and beyond

2. Prevalence of selected zoonosis reduced in accordance with CARICOM's five-year
plan

3. Caribbean maintained free of Foot and Mouth Disease

1. Integrated food protection programs promoted in at Least six (6) countries
focussing on food-borne diseases surveillance and legislation in the first
instance by 1997.

2. Public health inspectors from several countries trained in food protection
(meat and poultry inspection) with en~hasis in HACCP tailored to the needs of the
Caribbean sub-region in place, developed in cooperation with UWI, HCF/HQ and
INPPAZ by end of 1996.

3. Epidemiology research proposals in food protection and food-borne diseases
developed in collaboration with national institutions by end of 1996

4. Sub-regional social communication and education project in food protection and
prevention of food-borne diseases developed and indicated in 1997.

1. Comprehensive program for prevention and control of rabies in identified risk
areas in: Grenada, Guyana, Suriname and Trinidad developed by end of 1997.

2. Quality assurance program for rabies diagnosis (Laboratories: Trinidad,
Grenada) developed in Cooperation with INPPAZ by end of 1996.

3. Epidemiological situation of brucellosis in all countries assessed by mid 1996.

4. Jamaican model for being certified free of bovine tuberculosis and brucellosis
used in other Caribbean countries during 1996 -1997.

5. Resources mobilized to implement the five-year strategic plan for the
development of Veterinary Public Health and Animal Health in the Caribbean
sub-region, in cooperation with CARICOM by 12/97.
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3. Capacity to maintain Caribbean free of Food and Mouth Disease (FMD) increased 1. Use of risk assessment models to estimate probability of introduction of FMD
virus promoted in all countries by 1997.

2. Emergency preparedness plans and a manual for animal diseases emergency to
prevent the introduction of FMD virus and other exotic animal diseases developed
by end of 1997.

PROJECT 11: HEALTH INFORMATION SYSTEMS

PURPOSE

Information based planning and management in effect

1. National Health situations analyzed every four (4) years using data no more
than two years old

2. Monitoring of efficiency targets for health facilities including hospitals done
at Least three (3) times a year using information, no more than three (3) months
previous

3.Sub-regional trends in health assessed by Office of the CPC every four (4)
years, using current data from countries

EXPECTED RESULTS

1. Capacity for operating Community Health Information Systems strengthened 1. In the two-year period the following applications installed, operations
supported, software maintained and staff trained:
Communicable Diseases System - all countries
Non-communicable Disease System - 5 countries
Nutritional Surveillance System - 6 countries
Maternal and Child Health System - at least 6 countries
Immunization System - 2 countries
Drugs and Medical Supplies System - at Least 4 countries
Environmental Health Management System - at least 5 countries
Equipment Maintenance System - at Least 2 countries
CLinical Cost Tracking System - at least 1 country
Human Resources Management System - at Least 7 countries
Health Indicators System - at least 2 countries

2. Formulation of Health Information Policies promoted at meeting of National
Advisory Comnittee in Health Information Systems in 1996.

3. Senior health professionals in at least two (2) countries trained in analysis,
interpretation and utilization of health information by 1997.

CARIBBEAN

Indicators
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Obiectives Indicators

2. Hospital Information Systems (HIS) improved 1. Computerized HIS for areas of patient registration; admnission and discharge
(ADM), finance, pharmacy, laboratory and x-ray installed; software maintained and
relevant persons trained by 1997.

2. PAHO/MIS linked to HIS adapted to meet level of hospital development in the
Eastern Caribbean and its use supported in three (3) countries; Software for
automation of hospital operations in 2 departments developed and linked to
PAHO/MIS for implementation in 3 East Caribbean countries.

3. Patient classification system automated and linked to ADM and daily census
report and tested in one country by 1997.

4. Software for preventive maintenance of equipment in Level I referral hospital
developed and introduced into Eastern Caribbean Countries by 1997.

PROJECT 12: HEALTH MANAGEMENT IMPROVEMENT

PURPOSE

Health systems operating more effectively and efficiently.

1. Unit costs of services in main hospitais in the Eastern Caribbean maintained
within set targets and revenues collected from these institutions increased by
100% in at Least four (4) countries

2. Coverage of persons for selected health problems increased and required basic
laboratory and radiotogy procedures available within targets time set in quality
improvement procedures program.

3. Essential drugs available to at least all children, elderly and persons with
priority chronic diseases, when required, at an affordable cost.

EXPECTED RESULTS

1. Manpower trained
1. Several groups of hospital personnel trained in financial management/resource
allocation cost containment; management of selected departments; and personnel
management emphasizing using of information from PAHO Information Systems by end
of 1997.

2. Persons with responsibility directly or indirectly for management of community
based services trained to use information from CHIS as basis for strategic
management in 1996.
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ObJectives

3. CMOs trained annually in areas for updating technical knowledge and/or current
international health issues.

4. Cadre of person trained to maintain basic
inventory and preventive maintenance software;
necessary for hardware (as defined in project

2. Model policies/procedures and programs developed

3. Appropriate training program developed or strengthened and development of
common registration supported

CARIBBEAN

(level 1) equipment and in use of
effort made to mobilize resources

document) by 1997.

1. Set of policies/procedures for planning and managing ten (10) hospital
departments completed, published and distributed by 1996.

2. Guidelines for improving equity in access to diagnostic and therapeutic
services population developed by 1996.

3. Norms for staffing 200 bed hospital, based on workload measures, and applying
innovative mixes of personnel of appropriate technology, published and
disseminated by 1996.

1. Training programs based on strategic administrative concepts, developed in the
priority areas of:

a) hospital administration
b) health services administration
c) health planning including manpower planning, in collaboration with UWI, in such
a way as to facilitate the training of large numbers of persons in 3-4 years.

2. Project for establishment of training programs in health informatics in at
least two (2) levels submitted to funding agencies and execution initiated in
1996, if resources mobilized.

3. For National and sub-regional educational institutions - selected programs
evaluated; selected curricula revised and faculty trained during 1996 and 1997 to
ensure programs address new approaches and technologies and emerging health
problems.

4. Common exams and systems for registration/training of at least one more
category of personnel established in collaboration with relevant sub-regional
professional bodies and educational institutions by 1997.
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Obiectives Indicators

4. Capacity for effective drug management strengthened

PROJECT 13: COMMONISHARE SERVICES

PURPOSE

Health Care Programs Developed

EXPECTED RESULTS

1. TCC projects identified and developed

2. TCC projects implemented

1. Project for strengthening network of the Barbados Drug Service, Eastern
Caribbean Drug Service and the Caribbean Regional Drug Testing Laboratory executed
in accordance with plan during 1996-1997.

2. Elements of program for rationalization or drug use identified and circulated
to at1 countries and execution supported in at least four (4) countries by 1997.

1. Coverage of Dental Care Services in SAL and SCN increased

2. Selected quality of Mental Health Care inproved in at least three countries

3. Availability of radiology services in Eastern Caribbean increased

1. New areas of TCC identified collectively by national program managers and CMOs
during 1996 and 1997.

2. DOM/TCC Dentat Health project with at least one other EC country developed and
funding sought in 1996.

3. Outline of at least 1 TCC project between Central America and Caribbean
developed by 1996.

1. EC/Radiology services project implemented as approved by OECS Ministers of
Health by end of 1996.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-199

AMOUNT
___________

PROGRAM CLASSIFICATION
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ -_ _ _

95 1996-1997

% OF % OF
TOTAL AMOUNT TOTAL
_ _ _ _ _ - - - _ _ - - _ _ _ _ - - - - -

1998-1999

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

II. HEALTH IN HUMAN DEVELOPMENT
m....m.._..................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS.

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

CPS

TCC

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
… m....___ ._ m ........ .…...._ ....... __a_

ORGANIZATION/NGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

431.400
m mmmrir

O

0

431,.400

431,400

1,814,800
mmmmmmmmmmm

1,479,800

UAH 1.479,800

HRH

QUALITY OF CARE AND HEALTH TECHNOLOGY

CLINICAL, LABORATORY AND IMAGING TECHNOLOGV CLT

IV. HEALTH PROMOTION AND PROTECTION
...................-.. .........

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILV PLANNING
ADOLESCENT HEALTH

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION ANO SOCIAL COMMUNICATION

335,000

335,000

O

316.500

WCH
ADH

HED

301,600

301.600

o

O

10.4
m~mml

552,200

____- 53.500

- 53,500

10.4

10.4

43.5

35.5

35.5

8.0

8.0

498.700

498.700

1,964,400

1,687,600

1,687,600

249,400

249,400

- 27,400

- 27,400

7.6 945,700

7.2

7.2

310,800

283,400
27,400

634,900

- 634.900

12.0

1.2

1.2

10.8

10.8

39.3
.....

33.8

33.8

4.9

4.9

.6

.6

18.9

6.2

5.6
.6

12.7

12.7
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5.1
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)
____________-____________________--______

PROGRAN CLASSIFICATION

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION NUT

V. ENVIRON#ENTAL PROTECTION AND DEVELOP#ENT
* - - - a..-.- - .................. - - -

ENVIRONqENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

VI. DISEASE PREVENTION AND CONTROL
....... m. .... mmm...............

1994-19g

AMOUNT

14,900
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mmmmmmmlmm~

95 1996-1997
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TOTAL AMOUNT TOTAL
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.4
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29.3

0

o
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8.0
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O
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423,400
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CONTROL OF COnMUNICABLE DISEASE
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MALARIA AND OTHER TROPICAL DISEASES
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O
400 7
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G mmm
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CONTROL OF NONCOMMUNICABLE DISEASES
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VETERINARY PUBLIC HEALTH
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6.9
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7.9
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m-.m.m..mm.

100.0
.....
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PROGRAM 8UDGET - EXTRABUDGETARY FUNDS------------------------------------- …----- - -_ _ _ _ _ _ _ _ _ _ _ __-------------------------------------------___

1994-1995

A OF
AMOUNT TOTALPROGRAM CLASSIFICATION

1996-1997

% OF
AMOUNT TOTAL

1998-1999

X OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

EMERGENCY AND HUMANITARIAN ACTION

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
* .....................................
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19.9
.....

19.8
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PROGRAN BUDGET - EXTRABUDGETARV FUNDS (CONT.)

1994-1995 1996-1997 1998-1999
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PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL
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VI. DISEASE PREVENTION AND CONTROL
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S S S

2
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1
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4
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O
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O
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4
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CHILE

HEALTH SITUATION

Demography

1. In 1993 Chile had a population of 13,771,187. Based on the currently projected
annual growth rate of 1.7X, the population witl reach 14,418,864 by the end of the
biennium. In the ten-year period between 1983 and 1993, the percentage of the
population in the 15-to-65 and the over-65 age groups expanded, accompanied by a
proportionate drop in the percentage of children under 14.

Health status indicators

2. In 1970 life expectancy at birth was 65.1 years for men end 67.2 for women; by
1993 these indicators had risen to 68.5 years for men and 75.6 years for women.

3. In 1994 the leading causes of general mortality were cardiovascular diseases,
cancer, and accidents and violence. Of special importance among these groups were
coronary disease, cerebro vascular accidents, cancer of the stomach and cervix,
head injuries, and metabolic diseases.

4. Among Infants, perinatal causes have surpassed all other causes; in 1993 they
represented the number one cause of Infant mortality, followed by diarrhea.

5. Among children aged 1 to 4 years, enteritis and other diarrhea-type diseases
continue to be the Leading cause of death. Nutritional diseases have become Less
prominent, es shown by a 1991 study on health status which indicated that 98% of
children under 5 presented normal nutritional status.

6. Accident-related deaths anong young males have increased significantly in
recent years.

7. A recent health study showed a prevalence of obesity on the order of 22X among
adults aged 14 to 65. There is evidence that the number of young smokers is on
the rise. A study conducted in schools in three urban centers Indicated that 32%
of chi Ldren under 18 had used alcohol or mari uana at least once a week during the
preceding two months.

8. Maternal mortality atands at 0.31 per 1,000 live births.

9. Cases of sexually transmitted diseases are reported.

10. A total of 1,060 cases of AIDS were registered through 1994, with 3% of them
amon women.

11. Serial studies on serum prevalence among STD patients show that rates have
remained relatively atable at 1%, and there has not been a significant increase
among pregnant women.

12. The rate of prevalence per 100,000 population was 8.2 for the period 1984-
1994.

Factors affecting health status

13. The state of the environment is good, especially as concerns solid waste
disposal. Around 1993, drinking water coverage stood at 88.5% of the total
population (97% of the urban population and 42% of the rural population).

14. In 1994, 86% of the population had access to sewerage services.

15. The last four years have seen an improvement in the country's economic
situation. Gross domestic product (GDP) grew an average of 6.7%. As part of the
structural adjustment program, the national currency was devalued roughly 17.7%,
while the consumer price index rose 20.1% during the period. Central government
spending on health as a percentege of overall expenditure hovered around 3.8%
during the period 1983-1993. Unemployment stood at an estimated 4.5% in 1994.

16. The public and private sectors both offer a broad range of health services.
In the public sector, health actions are carried out through the National Health
Services System (SNSS), which is made up of 27 health services that are Located
throughout the country and are linked to a complex network of hospitals and their
associated outpatient services, as well as a network of primary care
establishments that are run by Local municipal governments.

17. The public sector's health resources comprise 64,800 health workers in the
SNSS and some 16,500 at municipal primary care services.

Status of the Strategic and Programmatic Orientations (SPO)

18. HeaLth in human development: Chile has received support to strengthen its
capacity to respond to the new situations that have arisen as the result of
expanding regional and subregional exchanges. Cooperation activities have also
shored up its capacity to perform epidemiological situation analyses as input for
decision-making at the central Level, in addition to the decentralization of that
capacity. A "healthy city" project has been launched in Valdivia, and actions to
promote healthy borders are also under way. There has been more contact with the
National Congress, and technical support has been provided for sectoral
Legislative initiatives, accompanied by participation in subregionaL meetings.
The area of bioethics has also received support.

19. Health systems and services development: Support has been Lent for the
decentralization of health services at the regional Level (regional health
services) and the local Level (municipal primary care services) by means of
activities that focus on strategic management, organizational development, and
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promotion of management capacity at m.nicipal primary care services. SimiLarly,
innovative proposals are being formulated for the distribution and financing of
services and for defining the role of the Ministry in the production process,
using a participatory methodology to examine productivity, coverage, and quality.

20. Health promotion and protection: The Mfnistry's capacity for sectoral and
intersectoral coordination in the area of health promotion and protection is being
enhanced and strengthened. Support is provided for specific actions against
violence, drug addiction, end maLnutrition, end for the protection of adolescents.
Broad-based information campaigna are being promoted at the ministerial Level.

21. Environment development and protection: Support has been provided for
technological developnent, research, end training in the evaluation and control
of environmental risks, including those that exist in the work environment.
Intersectoral action in the area of institutional development for environmental
and natural resource menagement has been supported and efforts to coordinate these
activities have been promoted. Support has also been tent for the formulation of
a national plan for Investment in the environment and health.

22. Disease prevention and control: Support continues to be provided for the
development of national capacity to analyze, formulate, and manage control
measures for communicable diseases. Work is under way to decentralize control
activities for these diseases, which include zoonoses and AIDS prevention and
control. Support is being lent to consolidate and decentralize food control
actions, in addition to control actions for risks associated with chronic and
degenerative diseases.

Plans and priorities for national health development

23. Seginning in the early 1950s, the Chilean health system used to operate under
a centralized model that offered very broad coverage, *long the Lines of a
national health service. In the 1980s, however, the model shifted over to a mixed
system in which the State--through its 27 health services and municipal primary
care services--covers nearly 75X of the population, with the remainder covered by
social security and other systems (e.g., the military).

24. The government's health policies currently focus on: (a) reformulation of the
health care model, so as to define the roles of the various providers, flows of
resources, and the technologies utilized, as well as to integrate municipal
primary care services into the regional health services and ensure complementarity
between the public and private sectors; (b) promoting decentralized management,
which implies restructuring the Ministry, transferring per capita resources for
primary services and payments associated with diagnoses of those of greater
complexity that are regulated under management contracts; more automation and a

broad investment program underpinned by international loans; (c) reorientation and
prioritization of health programs along three Lines: adapting them to demographic
end epidemiological changes, regionalization, and decentralization; (d)
strengthening of the regulatory role of the Ministry of Health, which will mean
not only consolidating executive decentralization, but elso strengthening its
policy-making, regulatory, and supervisory roles, and enhancing drug control
measures and technology in general, intersectoral control actions for
environmental and occupational health, and a clear definition of the system's
sources of funding, its resources, and its target population.

TECHNICAL COOPERATION STRATEGY

25. Chile, as a country situated at an intermediete stage of development, needs
its health cooperation initiatives to be both focused end dynamic in order to meet
the country's progressive and changing needs.

26. The action strategy that PAHO has negotiated with the country includes:i)
Gradual channeling of cooperation resources toward support for development
processes rather than to specific short-term activities. ii)ldentification of
areas for negotiation and consensus on strategic issues that will make it possible
to mobilize public opinion and political and technical resources in order to
inplement health policies and thereby strengthen the Leadership of the Ministry
of Health. iii) Detailed programming of Chile's participation in the Governing
Bodies of PAHO, giving it a more proactive presence in the discussion of key
issues in international public health. iv) Promotion of horizontal collaboration
between Chile and other countries of the Region, whereby Chile would contribute
its accrued experience and technical capability, while studying other regional and
extraregional experiences that it could benefit from. v) Expanding ChiLe's role
in world and regional development is an issue of keen national and political
interest; this will be achieved from the health standpoint by participating in the
atandardization of regulatory frameworks, supporting comprehensive development
along border areas, and working to control diseases and environmental and
technological risk factors that could hinder such expansion. vi) Continued support
for specific programs of national interest that are aimed st replicating the
results obtained in terms of disease control and eradication.

NATIONAL PRIORITIES FOR PAHOIS TECHNICAL COOPERATION

1. Chile has en extensive five-year investment program totalling close to US$500
million. Since the 1980s, investments in the system have grown nearly tenfold.
A broad, multifaceted framework for intercountry cooperation is now in place and
covers interinstitutional cooperation (e.g., public health Laboratories),
investment in secondary services, and health services development.
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Obiectives

BIENNIAL PROJECTS

PROJECT 1: PUBUC HEALTH POUCIES AND COOPERATION BETWEEN COUNTRIES

PURPOSE

To enhance sector capacity for analysis end implementation of health policies and
provide support for intercountry initiatives that will have a strong impact on
development of the respective systems.

EXPECTED RESULT

1. lmplementation of a methodology to analyze the health situation and implement
policies. Formuation of a proposal on priority sreas and programs for subregional
integration. Formulation of a proposal for disseminating the country's experience
In the health sector and tapping relevant international experiences.

2. Proposel on priority areas and programs for subregional and International
tegration in health and the environment.

3. Proposal for dissemlinting nationaL experlence in the heatth sector and tapping
relevant International experience.

PROJECT 2: SUPPORT FOR MANAGEMENT OF NATIONAL HEALTH DEVELOPMENT

PURPOSE

To enhance the technicaL, political, and administrative capacity of the
Representative Office to enable it to support development of the national health
system.

EXPECTED RESULTS

1. Decentraltiation of cooperation actions to the regional Level and to municipal
health services.

2. Identification of other institutional alternatives for cooperation.

3. Incorporation of additional cooperation resources.

CHILE

1. Discussion and implementation of the methodology at four regional health
services.

2. Agreements reached on priority action programs at meetings of the Andean Pact
and Southern Cone countries.

3. Identification of priority areas, and a program for disseminating Chile's
experience in the health sector and identification of countries and priority
aspects of their health systems for evaluation and study.

1. Agreements reached on priority action programs at meetings of the Andean Pact
and Southern Cone countries.

1. Definition of priority areas, and a program for disseminating Chile's
experience in the health sector and identification of countries and priority
aspects of their health systems for evaluation and study.

1. Administration of 60X of cooperation resources at the regional and local
Levels.

1. Successful completion of strategicaLLy important cooperation activities with
all sector and nonsector agencies (FONASA, SUP. ISAPRES, ENVIRONMENT)

1. Extrabudgetary sources shoutd be providing 50X of the cooperation budget.
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Obiectives

PROJECT 3: HEALTH SITUATION ANALYSIS AND BIOMEDICAL INFORMATION

PURPOSE

To attein suitable national and regional capacity for health situation analyses
as input for decision-making.

EXPECTED RESULTS

1. Enhsnced epidemiological analysis capacity at the central and regional Levels.

2. The skills of epidemiology staff will have been enhanced at the regional and
central levels.

3. Continued expansion of the sclentific and technological information network.

PROJECT 4: ORGANIZATION AND MANAGEMETN OF REGIONAL HEALTH SYSTEMS

PURPOSE

To promote the organizational development of regional health services and their
Integration Into local municipal services.

EXPECTED RESULTS

1. Formulation of strategic proposals for all regional health services.

2. Participation in the preparation of proposals for organizational development
of selected health services.
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Indicators

1. Implementation of an ongoing, stable process of epidemiological analysis at 80%
of the regional health services.

1. Epidemiology training activities should be offered at least once a year to
staff representing all regional health services.

1. Connection (via fax or modem) of all health services and hospitals with more
than 100 beds to the scientific and technological information system.

1. Complete analysis of strategic proposals of the 26 regional health services.

2. Participation in the preparation of strategic proposals for six health
services.

1. Participation in the organizational development proposal for four regional
health services.

2. Dissemination of the experience of those services to the other regional health
services in the country.



Obiectives

3. Participation in selected projects to integrate municipal services into the
regional health service.

PROJECT 6: HEALTH PROMOTION AND COMMUNITY HEALTH

PURPOSE

To support health promotion and improve the quality of Life and care for priority
groups.

EXPECTED RESULTS

1. Replication of the "healthy cities" project and implementation of "heaLthy
neighborhood" and "healthy company" projects.

2. Innovative models for workers' health care and promotion.

PROJECT 6: ENVIRONMENTAL HEALTH

PURPOSE

To develop technical and management capability for identifying environmental
problems end analyzing and dealing with risks associated with the envirornment.

EXPECTED RESULTS

1. Support for national analysis and response capacity with regard to
envirornmental risks.

2. Decentralization of analysis and response capacity for environmental risks and
problems.

Indicators

1. Participation in four selected projects for municipal-regional health service
integration.

2. Dissemination of the experience with municipal integration to the remaining
regional services (three workshops).

1. Support for the implementation of two more "healthy city" projects by the end
of the biennium.

2. Support for the implementation of two "healthy neighborhood" and three "healthy
company" projects.

1. Development of a workers' health care model in six regional health services.

1. Creation, with support from PAHO, of an intersectoral analysis and response
network for environmental risks and problems.

2. Definition and support of the Ministry of Health's role in analyzing and
responding to environmental risks and problems.

1. Implementation of a system to respond to environmental risks and problems in
four health regions.

2. Dissemination of the experience gained in implementing the regional response
systems for environmental risks and problems to the remaining health services.
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Obiectives

3. Implementation of workers' health programs in regional health services.
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Indicators

1. lmplementation of workers' health programs in three regional health services.

2. Dissemination of the results of these regional programs to the other regional
services.

PROJECT 7: DISEASE PREVENTION AND CONTROL

PURPOSE

To reduce the occurrence of specific communicable diseases and increase the
control of noncommJnicable diseases and associated risks.

EXPECTED RESULTS

1. Cooperation toward eradlcating Chagas' disease and maintalning eradication of
measles and poliomyelitis.

2. Cooperation to support surveillance of the most prevalent communicable
diseases.

3. Implementation of actions to analyze and monitor the risk of chronic and
degenerative diseases.

1. Support for the consolidation phase of the Chagas' disease eradication program.

2. Support for continued surveillance of measles and polio in all municipios
across the country.

1. Support for continued surveillance of tuberculosis, hepatitis B, and typhoid
at all regional health services.

2. Support for control of meningococcal meningitis B at all regional health
services.

1. Implementation of risk analysis and standardization of monitoring activities
for coronary disease, cerebrovascular accidents, and diabetes at four regional
health services.

2. Support for implementation of a program to analyze risks and standardize cancer
monitoring activities at three regional health services.



PROGRAM BUDOGET - PAHO AND WHO REGULAR FUNODS
…__ _ _ _ _ _ _ _ _ _ __-- - - - - - -___…____ ___ ____ ____ ___ ---------- ---------

PROGRAM CLASSIFICATION
I__ _EL_ __N_ _--U __E__----E--LM ---EN

aI. HEALTH IN HUMAN DEVELOPMENT

NATIONAL HEALTH POLICIES L PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT L COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH ANO BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
mam aaaaaa..am...a aaa...... ............ a

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
..... m............m.........M..

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

1994-1995 1996-1997

%OF % OF
AMOUNT TOTAL AMOUNT TOTAL
_- - - - - - - - - - - - - - - - - --_ _ _ _

986,400

845,400

CPS 845.400

114.700

HST 69.300
HBI 45,400

26,300

TCC 26.300

1 059.900

911,000

UAH 911,000

148,900

HRH 148,900

40 800

40.800

WCH 40,800

41.4
.....

35.5

35.5

4.8

2.9
1.9

1. 1

1.1

44.4

38.2

38.2

6.2

6.2

1.7

1.7

1.71. 7

1,092,400

931,300

931.300

130.700

78.200
52,500

30,400

30,400

1,.192,500
.. _.._.____

1,026,000

1, 026,000

166,500

166,500

47 200

47.200

47,200

41.2

35.0

35.0

5.0

3.0
2.0

1.2

1.2

44.1

37.9

37.9

6.2

6.2

1.8

1.8

1.8

CHILE

1998-1999

% OF
TOTALAMOUNT

1,233.800

1,049,500

1,049,500

149.200

88.600
60 600

35,100

35 100

1,324,600
_.. .__ ___

1,137 700

1,.137,700

186,900

186.900

54.500

54,500

54.500

40.9
.....

34.9

34.9

4.9

2.9
2.0

1.1

1.1

44.7

38.5

38.5

6.2

6.2

1.8

1.8

1.8
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PROGRAM EUDGET - PAHO ANO WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

P OF A OF X OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
.... m...................................

132,700 5.6 153.400 5.7 177,300 5.9
mmmm~ 1 11 Immml 1m m m mm m~ mm m ~ um mm mm ~ ~

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT ERA

132,700

132.700

5.6 153.400

5.6 153,.400

5.7 177,300 5.9

5.7 177,300 5.9

VI. DISEASE PREVENTION AND CONTROL
... ........ a.......m....... .

CONTROL OF CONMUNICABLE DISEASE

OTHER CONMUNICABLE DOISEASES

164,200 6.9 186,000 6.9 211.400 7.0
a..a....... ... ................ ......a..... a

68,000

68,000

2.9 78,600

2.9 78,600

2.9

2.9

90,900

90,900

3.0

3.0

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMNUNICABLE DISEASES

96.200 4.0

96,200 4.0

107.400 4.0

107.400 4.0

120.500 4.0

120,500 4.0

GRANO TOTAL 2.384.000 100.0 2.671.500 100.0 3.001,600 100.0
, a.....a..... ... ......a a. ... - .... ==............ =

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

OCD

NCD



PROGRAM BUDGET - EXTRABUDGETARY FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __- -

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

_______________________----_____---___________________________________

1996-1997 1998-1999

% OF % OF
AMOUNT TOTAL AMOUNT TOTAL

................................- -

II. HEALTH IN HUMAN DEVELOPMENT
* -........................ ...

PUBLIC POLICY AND HEALTH

HEALTH LEGISLATION. HUMAN RIGHTS AND ETHICS HLE

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

EMERGENCY AND HUMANITARIAN ACTION

IV. HEALTH PROMOTION AND PROTECTION
mmmmmmmmmmmmmmmmmm~mmmmmmmmmmmm

HEALTHY LIFESTYLES AND MENTAL HEALTH

PREVENTION AND CONTROL OF SUBSTANCE ABUSE

VI. DISEASE PREVENTION AND CONTROL
mmma...%...a.............ABm..

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
OTHER COMMUNICABLE DISEASES

EHA

ADT

CDD
GPA
OCD

40,000
.-----. D--.

17,400

17.400

22,600

22,600

1 000
mm mmmmmm~

1,000

1,000

720,300
*--X==3a=-m

5.3 0
mmmmm ...........

2.3

2.3

3.0

3.0

0

0

_ _ _ _ _ _ _ _

_ _ _ _ _ _ _ _

.1 0

.1

.1

94.6
ó .=,,

0

o

0

0

0
0
o

720.300 94.6

67,800 8.9
480,100 63.1
172,400 22.6

0
- 0

- O

_-~ O
0

0

0

- 0

- 0

_ O
S===. ........ == .

_- ~ O

_ O

GRAND TOTAL
mmmmmmmmmmm

761,300
... w_......

100.0 0 100.0 0
..... ...........
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ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNOS
_____________________ ____ ____ ____ ____ ____ ____------________________..- --------- - - - - - ---- .------------------------ _

SOURCE TOTAL
OF FUNOS AMOUNT

_ _ _ _ _ _ _ - - - - - -

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

$ S $

FELLOWSHIPS

_

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ $

1,254 800
1,129,200

2,384,000

100.0

1,400. 00
1,270 700

2,671,500

100.0

1, 588.400
1,413,200

3,001,600
ammmmmama ammam

1
1

2
......

1
1

2

1
1

2
mmmm..

2
0

2
noo...

2

2

2

2
......

468,700
196,600

66, 300

27.9

495,900
227,800

_____----__

723,700

27.1

546 300
242 700

789.000
a a a aa aaa a

100.0 26.3
_ - - - - - - -_ _

0
177,100

177,100
...........

7.4

0
177,100

177.100
S....... .. --

6.6

177,100

177,100

5.9

17,500
17 000

34 500
..........

1.4

21,200
19,700

40,900

1.5

24 600

22,700

47,300

1.6

24 000
48,000

72.000
...........

3.0

24 000
48,000

72,000
...........

2.7

24,000
48,000

72,000

187,700
298,600

486,300
..........

20.4

216 900
345 100

562 000
..........

21.0

250,800
399 000

649,800

2.4 21.6

1994-1995

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

1998-1999

PAHO PR
WHO - WR

TOTAL
.... OF OTAL

X OF TOTAL

52.400
120,300

172.700

7.2

60 600
139 000

199,600
_.........

7.5

70,000
160,800

230 800
...... 7.7

7.7

.0

O
O

O

..........

.0

O

O

O

.0

504,500
271.600

776,100

32.7

582,200
314,000

896,200

33.6

672,700
362,900

1,035,600

34.5
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COLOMBIA

HEALTH SITUATION

Demography

1. Colombia had a total population of 32,287,231 in 1993, with 16,176,744 men and
16,693,482 women. Residents in cities and towns number 23,969,576 (73%) and in
rural areas 8,900,655 (27%). The population grew in the 1990-1995 period at an
annual rate of 1.9%. Total fertility is 2.9 children, and Life expectancy at
birth, according to 1993 estimates, is 69.3 years. Average years of education for
the population 24 years or older in 1993 was 5.9 years. The general illiteracy
rate for the population over 15 years of age is 11.1% (6.6% urban and 22.8%
rural).

HeaLth status indicators

2. The crude death rate was 4.9 per 1,000 population in 1991. The risk of dying
is higher for the youngest and oldest age groups than for the rest of the
population: 27 per 1,000 in children under 1 year of age and 36.6 per 1,000 in
adults over 60 years old. The birth rate is estimated at 25.8 per 1,000 for 1990-
1995. Even though registration of births is compulsory, underreporting was 41%
in 1989. Maternal mortality was estimated at 60.2 per 100,000 Live births in 1990.
An analysis of the specific causes of mortality indicates that the 15 Leading
causes account for 59.1X of all deaths. The five leading causes, in descending
order, are:

- homicide
- ischemic heart disease
- pulmonary circulation diseases
- cerebrovascular disease
- acute respiratory infection

13.1%
10.4%
7.2%
6.9%
3.6%

3. Violence and accidents constitute the leading cause of mortality in the
population between 5 and 60 years of age.

4. The total disease burden shows that after violence, which is the leading cause
of years of life Lost, conditions arising in the perinatal period are the second
most significant cause.

5. Maternal mortality is 60.2 per 1,000 live births. Approximately 200,000 women
give birth without trained personnel in attendance. Underreporting is very
widespread in the country, and the true maternal mortality rate could be double
the recorded rate.

6. In the age group of children under 1 year, 40% of deaths are from perinatal
causes Linked to maternal risk factors. Acute respiratory diseases are second,
with 12.3%, and diarrheal diseases, with 10.6%, are third.

7. In the 1-to-4 year age group, the leading causes of mortality in 1990 were:
pneumonia, enteritis, accidents caused by drowning, suffocation, or choking on
foreign objects, and malnutrition and motor vehicle accidents.

8. Violence and accidents predominate in the 5-to-14 year age group, representing
38% of the total. The second cause consists of homicides and injuries
deliberately inflicted by another person.

9. In the 15-19 age group, the five Leading causes of hospital discharge in women
are related to pregnancy, childbirth, or the puerperiun, together accounting for
88.2% of the total. The three Leading causes of discharge for males (46.4%) are
associated with accidents and violence.

10. In the group 15-44 year age group, homicide and deliberately inflicted injury
tend to predominate in both sexes. Chronic diseases are the second cause of
mortality. Cancer is the third cause of mortality and healthy years of Life lost,
accounting for 13% of the total. Cervical cancer causes 7.7% and breast cancer
3.5% of deaths among women of childbearing age.

11. The over-60 age group represents 6% of the total population, but 50% of the
deaths that occur.

Factors affecting health status

12. A full 52.9% of the total population has an income below the poverty Line, or,
46.4% of the urban sector and 70.4% of the rural.

13. Average years of education were 5.9 in 1993 for the general population and 3.2
years for the poor population (4.3 years in urban areas and 2.3 years in rural
areas).

14. Whereas 39X of non-poor heads of household are affiliated with social
security, in poor homes only 4% are.

15. Ninety-five percent of the non-poor population has access to drinking water
services, in contrast to 49% of the poor population. In the non-poor population,
92.6% has access to sewerage services versus 35% of the poor population.

16. The health situation of Colombians is undergoing a transition characterized
by a progressive but unequal improvement in health status and the presence of
communicable, chronic, and degenerative diseases that most severely affect the
most disadvantaged population. Trauma and homicides, moreover, have unprecedented
weight in the general epidemiological situation. The total disease burden--almost
150 years of healthy Life Lost per 1,000 population--is below the world average,
while the median age at death and life expectancy at birth have improved
significantly. However, the disease burden from trauma and violence has risen to
the point that it now represents 40% of the years of Life Lost.

17. Access to the health system is Limited and inequitable: 20% of the population
lacks access to health care from the public health system, mainly for reasons of
cost. Furthermore, 25X of public health system services, particularly surgery,
are provided to upper income groups. Only 20% of the people have social security
health coverage through the contributions plan, affiliation with the social
security institution, or insurance funds.
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18. State health institutions are characterized by Limited ability to act and
major constraints on their ability to address problems. Moreover, the supply of
personnel in certain areas is too scarce and its distribution tends to favor the
Larger cities. Opportunities and incentives for upgrading the skills of health
workers are limited.

19. Despite efforts to decentralize, tack of institutional capacity is still a
problem at different levels of the system, hampering technical assistance and
operational support activities for putting the standards and regulations into
effect. Most of the municipios and departments have not assumed their
responsibilities. Furthermore, there are problems in defining the legal status of
hospitals, which, coupled with the debt accrued, hinders decentralization and the
transformation of public hospitals into state social enterprises.

20. Physical, social, and economic conditions in much of Colombia foster
communicable diseases. In addition, health care coverage is tow, especially in
rural areas.

21. The environment presents a variety of problems that impact on health.
Although there is a wealth of water resources, they are not used properly. Changes
in the ecosystems that regulate water have created problems of scarcity. Overuse
of water, water pollution, and severe signs of desertification can be found in a
number of regions. Some 40X of the population does not have raw water supply for
domestic use. Groundwater use is inefficient, and overuse occurs in some areas
such as Bogotá, Guajira, and C6rdoba.

22. The environmental quatlity of major urban centers has deteriorated
significantly in past decades. The principal water quality problems are from
individual sources of pollution, such as the discharge of organic matter from
residential sources (chiefly human excreta) and industrial sources (chiefly
chemical). These have an impact on surface water quality and pose severe health
hazards to consumers.

23. Fewer than 5% of the 1,065 municipios in the country treat their wastewater
prior to discharge, and among the larger cities only Bucaramanga has a wastewater
treatment plant. The problems of water pollution from area sources have not been
studied appropriately in the country. Preliminary estimates suggest that
pesticides are used on 1.2 million hectares for the eight most highly consumed
crops. This level is on the order of 9 to 13 kg per hectare a year. Furthermore,
fertilizer use on 4.5 million hectares in the agricultural region ranges from 230
to 290 kg per hectare a year. The preliminary nature of these figures
notwithstanding, they suggest that some areas of the country have significant
problems caused by agricultural pollution.

24. Solid waste management is still rather inadequate for the approximately 13,500
tons that the country produces every day. Cities such as Santafe de Bogota,
Medellin, Cartagena, Soledad, and Manizales have sanitary landfils, but their
specifications and management are inappropriate. Storage, treatment, and disposal
of approximately 700 tons of hazardous waste, produced daily, cause critical
environmental problems.

25. The levels of air pollutants in some of the country's principal cities, such
as Barranquilla, Bogotá, Cali, Medell1n and Sogamoso, exceed existing standards.

Concentrations are elevated during thermal inversions, which are particularly
frequent throughout the country in the early months of the year. Mobile sources
contribute approximately 61% of the total volume of carbon monoxide, hydrocarbons,
nitrogen oxides, suspended particles, and sulfur oxides generated; stationary
sources contribute the remaining 39%. Nearly 5,600 significant sources have been
identified in the industrial sector, 80% of which are concentrated in seven
industrial corridors in major cities.

Status of the Strategic and Programmatic Orientations (SPO)

26. Health in human development: The 1991 constitution vested the state with the
obligation to organize health care services, in accordance with the principles of
universality, solidarity, and effectiveness. Law 100 of 1993 created the general
social security health system as a public service entitlement. In addition, Law
10 of 1990 and Law 60 of 1993 decentralized public health services in order to
improve health care for the population. Taken together, these laws create a new
operational, administrative, and financial framework for the health sector in
order to guarantee access to comprehensive health services and improved well-being
for the entire population.

27. The Leap Forward, the 1994-1998 National Development Plan, proposes social
strategies and sets as a goal an annual average GDP growth rate of 5.6%. Social
security in health is a fundamental comnonent of this plan. It created the
national social solidarity network as a compensatory social mechanism, the major
thrust of which is the plan for maternal and child care coordinated by the Office
of the President of the Republic. The Ministry of Health is responsible for
inproving the responsiveness of maternal and child health care services and for
assigning priority to primary health care in the poorer municipios. The Institute
for Family Welfare provides supplementary food to pregnant women and minors among
the more disadvantaged population.

28. Public spending on health has been increasing since 1990. Traditional
performance levels show the need to strengthen the management of institutions in
the sector. A 45.2% increase for the health sector is scheduled between 1995 and
1998, as the resources of the solidarity and guarantee fund will increase by
59.6%.

29. The country has arranged for Loans to improve the current health care
situation. Among the most important is an IDB credit to improve hospital
management and sectoral reform, and a World Bank loan for institutional
development at the municipio level. The first disbursements for these projects
were recently made.

30. Laws 10, 60, and 100 and their corresponding regulations identify the
following areas as priorities: Reviewing and adapting information systems;
establishing efficient management systems, with emphasis on cost effectiveness.
Upgrading the quality and numbers of human resources in the sector. Strengthening
decentralization.
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31. Health systems and services development: Decentralization began in the Late
1980s and in this 5-year period has seen its legal framework strengthened.
However, the process has still has not concluded in several departments of the
country. Local development is accelerating in the departments of Antioquia,
Cundinamarca, Valle del Cauca, Santander, and Caldas. The regulations for Law 100
(1993) are still incomplete. The managerial capacity of the Ministry of Health
and other institutions of the sector must be strengthened. Training has been
provided to national groups working on the design of plans for disaster prevention
and mitigation with regard to the country's most frequent natural catastrophes,
such as earthquakes, flooding, and deluges.

32. Health promotion and protection: Colombia has acknowledged this program
priority by allocating resources at the national, regional, and municipal Levels.
Major integrated development projects have been drawn up for some communities in
the coffee-growing and Pacific coast regions. The Ministry of Health possesses
the technical and managerial structure to engage in promotion, prevention, and
integrated project activities, such as "Healthy Municipios".

33. Environmental protection and development: Three recent developments are having
a critical impact on the sector: a) the creation of the Ministry of Environmental
Development in 1994; b) the development of a national environmental plan in the
same year; c) the Social Pact of the National Development Plan, 1994-1998, which
gives special recognition to environmental protection and lays out an investment
plan to promote it and support technological development, research, and training
in environmental control and risk assessment. The plan also considers
institutional development and local government and community participation.

34. Disease prevention and control: Vaccination coverage continued to increase
in 1994 for poliomyelitis (93%), diphtheria, whooping cough, and tetanus (DPT:
89%), and BCG (93%). Measles coverage was 82%, which did not meet the target
under a plan to eliminate the disease. May 1994 marked the third year since the
last case of poliomyelitis caused by the wild polio virus had been detected, and
the five indicators for the elimination of polio met the certification criteria
throughout the year. In 1994, there were 61 cases of neonatal tetanus reported--a
rate of 0.07 per 1,000 live births. Women of child-bearing age are being
vaccinated in municipios at high risk for neonatal tetanus.

35. Despite the absence of an epidemiological surveillance system for foodborne
diseases, epidemiological information indicates that at least 31% of outpatient
consultations were attributable to intestinal and parasitic infections, as were
6% of all hospital discharges.

36. Some progress in the prevention and control of zoonoses has been achieved;
cases of urban rabies in humans and animals have declined so notably they have
almost been eliminated from the country. The prevalence of positive tuberculin
reactors in livestock has been reduced; epidemic foot-and-mouth disease has broken
out in some regions; no equine encephalitis has been detected.

COLOMBIA

37. Sufficient national resources have not been budgeted for this program area.
Some efforts have been made to increase resources through special cofinancing
projects involving national and international agencies.

National priorities for national technical cooperation

38. The basic points of the National Plan of Development 1994-1998, the Leap
Forward, are summarized in the following priority health activity areas for
Colombia: a) Social security in health: Security for universal and equitable
access to preventive and curative health care; Improvement in the quality of
available public services; Decentralization of health organization and management.
Health care quality guaranteed; Science and technology for health; b) Programs for
children: Mobilization for children; Protection, development, and well-being of
children; Special programs for minors in irregular situations; Institutional
development; Old age; Prevention and care for disabilities; Strengthening of
social compensation funds; f) Water plan: Increase in the coverage and quality
of water supply; Institutional modernization; Strengthening of the financial
scheme; g) Disaster prevention and relief, rehabilitation of stricken areas; h)
Policy of gender equity and women's participation. i) - Advancement and
consolidation of the rights of indigenous peoples and black communities.

39. According to the health document COMPES-2756, DFNP-UFDS (4) of January 1995,
the objectives of the health plan and social security approved for this 4-year
period are: a) To improve health conditions such that there will be a 20% decrease
in the years of healthy life Lost, infant mortality will decrease by 15%, maternal
mortality by 50%, and life expectancy at birth will increase by 1 year; b) To
expand social security coverage, double current coverage of the contributions
system, and enroll 80% of the poorest and most vulnerable population in the
subsidized system, increasing overall social security coverage from 20% to 71% by
1998; c) To ensure health care for the unaffiliated population and the gradual
incorporation of coverage for this group into comprehensive health services
through the general social security system; d) To develop the technical,
administrative, and financial capability of state health sector institutions to
help them adjust to the new demands of the system, updating their infrastructure
and Level of care, where necessary, and improving working conditions for sector
personnel; e) To promote the scientific and technological development of the
sector, aimed at the improvement of disease prevention, diagnosis, and care, as
well as development of appropriate technology; f) To move ahead in the
decentralized management of public health services and adapt the public system to
the health care framework of the social security system; g) To put mechanisms in
place that will help improve the quality of the health services at all levels of
care.

40. The objectives will be achieved with the implementation of the following
programs: (a) universal and equitable access to preventive and curative health
services; (b) improvement in the quality of public health care; (c) decentralized
management and technical capabiLity in the sector; (d) assurance of quality care;
and (e) science and technology for health.
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TECHNICAL COOPERATION STRATEGY

42. The PWR in Colombia grants technical cooperation, understood as a mechanism
to transfer knowledge and expertise for the development of national health
systems, based on two strategies: a) Basing internal project organization for the
1995-1998 on the five 4-year strategic and programmatic orientations (SPOs). b)
Basing the substance of each project on national priorities, which are grouped
around the five SPOs.

43. Technical cooperation, which was originally only reactive, has now taken the
form of proposals for the entire country, with emnphasis on the Ministry of Health,
based on national interests end situation analysis.

44. Our programming is based on the taxonomy of technical cooperation, with its
functional approaches to support policies, plans, and standards; dissemination of
information; resource mobilization and training, and direct technical assistance
services in the context of cooperative projects with concrete results.

45. It is important to emphasize that first, the PWR staff in Colombia and
subsequently, senior officiats of the Ministry of Health, held workshops on the
Logical approach, which provided input for modifying our program proposals.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Disease Prevention and Control: a) To increase current vaccination coverage and
step up activities under the Expanded Program on Immunization to eliminate polio,
neonatal tetanus, and measles as well as increase hepatitis B vaccine coverage;
b) To improve epidemiological surveillance and implement an epidemiological
surveillance system for foodborne diseases; c) To decrease morbidity and mortality
from communicable and chronic noncommunicable diseases through specific health
activities among the population; d) To reduce the prevalence of zoonoses and
improve Livestock productivity by improving control of foot-and-mouth disease.

2. Health in Development: a) To promote the scientific and technological
development of the sector and thereby improve health, prevention, diagnosis, and
care, as well as the development of appropriate technology; b) To strengthen the
analytical capability of the sanitation sector with regard to information and
decision-making and help improve living conditions and citizen participation in
development processes.

3. Environmen development and protection: a) To expand the service coverage of
water supply and waste and refuse disposal, reduce environmental pollutants,
thereby fostering sustainable envirornmental development that guarantees a proper
balance between nature and society in municipal projects.

4. Health promotion and protection: a) To improve the quality of Life of the
population through the implementation of health promotion and disease prevention
programs that seek to instill a culture of health; b) To serve the disadvantaged
vulnerable population groups, especially children, adolescents, pregnant women,
and the elderly, including a basic package of services and nutritional and mental
health interventions.

5. Health Systems Development: a) To expand health care coverage for the
population, through the general social security system, strengthening
decentralization and the technical, administrative, and financial capability in
state health sector institutions; b) To promote accreditation for professional
health training programs; c) To ensure that essential drugs are available to the
population under a system that promotes rational use and that they meet standards
for quality; that this take place under a national drug policy and within the
institutional context of the new social security system.

6. To fulfill the agreements of REMSAAS and Andean Cooperation in Health (ACH) and
improve the health conditions of the population of the Andean region.

7. Management of technical cooperation that responds to national needs.4

382



Obiectives

BIENNIAL PROJECTS

PROJECT 1: CONTROL OF COMMUNICABLE AND NONCOMMUNICABLE DISEASES

PURPOSE

To strengthen program activities, increase coverage, and strengthen the
epidemiologicatl surveillance system. To consoLidate polio eradication, eliminate
measles and neonatal tetanus, and control hepatitis B. To decrease preventable
morbidity and mortality from communicable and noncommunicable diseases, foodborne
diseases, and zoonoses.

EXPECTED RESULTS

1. National personnel will be trained in epidemiological research methodology.

2. Recent methodologies will be disseminated in order to improve the sector's
information system.

3. Health personnel will be trained in the decentralization of programs and
services.

4. Health personnel wilL have been trained in areas related to disease prevention
and control.

5. The technical cooperation commitments of the Andean countries will have been
distributed in Colombia.

6. An educational methodology on the prevention of zoonoses will be developed and
distributed.

1. The 33 sectional health departments should have an information system for
epidemiological surveillance operating through the sateltite network.

2. Poliomyelitis cases should be absent from the national territory, the incidence
of measles should decline by 95%, and tetanus cases by 75X in 1995.

3. Morbidity from communicable diseases should decline by 10%; in particular: the
prevalence of Leprosy should decline to 1.8 per 10,000; onchocerciasis and yaus
should be eliminated; cholera outbreaks should be controlled.

4. Cases of human and animal rabies should be absent from the country's five
principal cities.

5. A plan for chronic diseases should be in operation in 50X of the sectional
health departments in 1997.

1. At Least one professional in each of the 33 sectional health departments,
social security institute sections, and universities will be trained in
epidemiological research methodology.

2. All of these institutions will have the manuals and protocols with which to
carry out epidemiologicat research.

1. ALl national technicians responsible for the information system wiLL be trained
in the latest developments in order to upgrade the information system.

1. At Least one professional from each of the 33 sectional health departments will
have been trained in the decentralization of programs and services.

2. At least one annual assessment of programs and services should be carried out
in the 33 sectional health departments.

1. At least one professional a year from each of the 33 sectional heatth
departments will be trained in areas related to disease prevention and control.

1. Alt national technicat groups witll be briefed on the technical cooperation
commitments of the Andean region and neighboring countries.

1. An educational methodology shoutd be developed in 1996.

2. At least one staff member from 20 local health systems in Bogotá wilL have been
trained in the use of educational materials for the prevention of zoonoses.

3. At least one staff member from each of the 33 sectional health departments will
have been trained in the use of educational materials for the prevention of
zoonosis.

COLOMBIA

Indicators
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7. Information and training will have been disseminated on epidemiological
surveillance of equine encephalitides, human and animal rabies, and bovine
tuberculosis.

8. Training activities and the sharing of experiences will take place to promote
epidemiological surveillance of vaccine-preventable diseases.

9. Training activities and information exchange will be held in order to promote
vaccination in critical municipios.

10. Training and dissemination of the latest information on sexually transmitted
diseases and HIV/AIDS will take place.

11. The creation of a national food control program will receive support.

12. Training will be provided to industry and public inspection services in
epidemiological surveillance of foodborne diseases and studies of risk from FBD;
the HACCP system (Hazard Analysis Critical Control Points) will also be
distributed.

13. Principles of sanitary food handling will have been distributed to primary
school teachers, consumers, and street vendors of food.

14. A quality assurance training program will be established for laboratories and
blood banks under the Ministry of Health, Social Security, and NGOs, with emphasis
on the most highly prevalent communicable diseases in the country (HIV, syphilis,
VHG, VHC, T. cruzi. etc.).

15. Technical staff of the sectional health and social security and departments
will be trained in techniques for design and operational planning for the care of
chronic diseases in their jurisdictions.
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1. At least one professional responsible for zoonosis in the 33 departments should
possess up-to-date information and should have been trained in the epidemiological
surveillance of encephalitis, human and animal rabies, and bovine tuberculosis.

1. At least one professional from each of the 33 sectional health departments will
be trained in the epidemiological surveillance of vaccine-preventable diseases.

2. All sectional health departments will receive scientific material on vaccine-
preventable diseases.

1. ALL critical municipios in the immunization program will have been evaluated.

1. Al( national technical groups responsible for the program will receive the
latest information on sexually transmitted diseases and HIV/AIDS.

2. All of the 33 sectional health departments will receive educational material
on sexually transmitted diseases and HIV/AIDS.

1. A proposal for a national integrated food protection program will have been
prepared.

1. Officials from four Departments will be trained in the epidemiological
surveillance system for foodborne diseases.

2. A risk assessment will be carried out in one locality by the end of 1997.

3. Fifty percent of the technicians in the fishing industry and meat processing
plants for export will have been trained in the HACCP system.

4. ALL official inspectors will have been trained in the HACCP system by the end
of 1997.

1. A manual on sanitary food handling for teachers and schoolchildren should be
published by late 1996.

2. A manual should be delivered to every sectional education department and to
consumer protection NGOs by late 1997.

1. All laboratories and blood banks in the country will receive training in a
quality assurance program by 1997.

1. At least one staff member from half of the sectional health departments and
Social Security will have been trained in planning for chronic disease care in
1997.
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PROJECT 2: SCIENTIFIC AND TECHNOLOGICAL DEVELOPMENT

PURPOSE

To promote the scientific and technological developnent of the sector through
implementation of Law 100 and sectoral reform; to ensure that 15 million people
have access to the contributions system and 12 million to the subsidized system
by no later than 1997 (goal of the Samper administration).

EXPECTED RESULTS

1. Technicians at the central level of the Ministry of Health and Social Security
will be trained on current international trends in information systems in 1996.

2. Staff from sectional health departments and the Social Security Institute (ISS)
will be trained in methodology to target priority health problems in 1996.

3. Technicians from the central level of the Ministry of Health and ISS will
receive training on design methodology for development programs targeting
underprivileged groups.

4. A quality assurance program will be set up in 1996 for vaccine production to
prevent communicable diseases.

5. A development program for biotechnology will be established in 1996.

6. A training program will have been set up on new techniques and methodology for
the dissemination of scientific information.

PROJECT 3: ENVIRONMENTAL HEALTH

PURPOSE

To improve the basic wuater supply and waste disposal services and reduce
environmental pollution in order to achieve levels of equity and universality
within the framework of health protection and sustainable development.

COLOMBIA

1. Actuarial studies should be conducted on the implementation of Law 100 at the
national, departmental, and municipal levels in 1996.

2. The educational conponent of Law 100 will be implemented at the national,
departmental, and municipal level in 1996.

3. A review of information systems for the health sector will have facilitated
their adaptation to the needs spelled out under the reform (Law 100) in 1997.

4. Research on cost-effectiveness in the application of Law 100 will be conducted
during 1996-1997.

5. Research on and training of human resources in the sector will have been
performed as proposed under the 1996-1997 sectoral reform.

6. National and local plans that include health strategies will have been prepared
to address priority problems in 1996-1997.

1. ALL staff from the Ministry of Health and Social Security will be briefed on
the methodology of information systems design by 1996.

1. Fifty percent of the personnel from sectional health departments and ¡SS
sections will have been trained in methodology to target priority health problems
in 1996.

1. ALL technicians from the central Level of the Ministry of Health and the ISS
will have been trained in the design methodology for development programs in 1996.

1. ALl technical staff of the National Institute of Health's vaccine production
area will have been trained in quality assurance programs in 1996.

1. Al( technical staff of the Ministry of Health will have been trained in
biotechnology program design in 1996.

1. ALL technical staff from the central Level of the Ministry of Health and one
professional from every school of medicine will have received training in the new
techniques and methodology for the dissemination of scientific information in
1996.

1. An 88% coverage level for the national population will have been achieved for
water supply and 76% for sewerage in 1997.

2. The proportion of unaccounted for water will have been reduced from 50% to 33%
by 1997.

3. Solid waste disposal systems will have been strengthened in 20 municipios.
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EXPECTED RESULTS

1. The techniques and methodologies for designing and implementing training
projects for water and sewerage service providers will have been disseminated.

2. Techniques will have been disseminated for metering at the source and user
level, controlling unauthorized hook-ups and leaks, and improving control of water
losses.

3. nethodologies for decentralization, functional specialization, and
competitiveness will have been disseminated to support the institutional
consolidation and modernization of water and sewerage services.

4. Educational materials will have been disseminated, applied, and promoted in
training courses for natural disaster preparedness in relation to drinking water
services, after a study on vulnerability.

5. New documents on improving environmental quality will have been disseminated.

6. Support will have been given to disseminating international guidelines on solid
and hazardous waste, noise and air pollution, dumping, effluents, and gaseous
emissions.

7. Colombia's inclusion in the International Program on Chemical Safety (IPCS)
will be promoted, as will the dissemination of IPCS documents on chemical
substances, particularly pesticides and heavy metais.
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1. Techniques and methodologies for project preparation will have been provided
to the 33 departmental health agencies.

2. Thirty-three environmental engineers in 33 departments will have been trained
in project preparation and supervision.

1. Thirty-three departmental health agencies will have received the latest
information by the end of the biennium.

2. Thirty-three engineers wilt have been trained in techniques for metering at the
source and user level and controlling unauthorized hook-ups and leaks.

3. Six municipios will have programs for water loss reduction.

1. All municipios should receive information on decentralization, functional
specialization, and comnpetitiveness in the area of water and sewerage services.

2. Thirty-three managers from water and sewerage will have been trained in
institutional modernization.

1. All municipios will receive educational materials for training in disaster
preparedness.

2. Thirty-three engineer managers in the water supply services of the 33
departments of Colombia will have been trained in disaster prevention,
preparedness, and mitigation with regard to drinking water.

3. Two ptlans wil be readied for natural disaster preparedness.

1. Thirty-three departmental health agencies will receive documents on
environmental quality by the end of the biennium.

2. At least one professional in the area of environmental quatlity from each of the
thirty-three sectional health departments will have been trained in areas of
environmental improvement.

1. The Ministry of Health will have received the international criteria for the
seven areas to be used in the preparation of national standards.

1. Colombia will have been included as a participant in the IPCS.

2. At least one professional from each of the 33 departmental health agencies will
have been trained and have participated in IPCS activities.

3. All documents distributed by IPCS will be in the hands of departmental health
agencies.
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PROJECT 4: HEALTH PROMOTION

PURPOSE

To carry out health promotion activities to improve the Living conditions of all
population groups; healthy municipios programs and intersectoral projects wi L be
promoted.

EXPECTED RESULTS

1. The country wi L l use maternal anthropometric techniques in the Sectional Health
Services.

2. Training and information will be provided to sectional health services to help
to consolidate the network of perinatal maternal care referrals.

3. Sectional health services will be briefed to enable them to consolidate
epidemiologicaL surveillance committees for perinatal maternal mortality.

4. Information will have been disseminated in order to develop a program of
comprehensive adolescent care in the health services.

5. informnation on aging wilt have been disseminated.

1. Fifty percent of the municipios will carry out health promotion projects by the
end of 1997.

2. Maternal mortality will have decreased by 50%, perinatal mortality by 20%, and
infant mortality by 15% between 1995 and 1998.

3. The prevalence of the use of contraceptive methods will have increased from 66%
to 70% in the 1995-1998 period.

1. Before 1996, maternal anthropometric techniques of proven effectiveness will
have been used in the sectional health services.

2. At Least 30% of the professionais in maternal and chi Id health in the Sectional
Health Services will be trained in the use of maternal anthropometric techniques
by the end of 1997.

3. The personnel from at least 30% of the institutions of higher education that
provide instruction in maternal and child health will have received training in
integrating these techniques into their curricula by the end of the period.

1. In January 1996, a document should be issued that makes maternal and child
health policy explicit and adopts the strategy of the perinatal maternal care
network.

2. The personnel from at least 30% of the sectional health services will have
received training in the strategy in order to integrate the perinatal maternal
care network into their services by the end of the period.

3. At least 30% of the professionals responsible for the delivery of maternal and
child health services in the hospitals at the highest complexity will participate
in the perinatal maternal care network in 30% of the sectional health services.

1. Two people from each Sectional Health Service (66 people) will have received
training on how to form epidemiological surveillance committees for perinatal
maternal mortality (COVES) in their departments.

2. All persons responsible for these committees will be trained in the analysis
of direct obstetrical deaths by the end of 1997.

1. By the end of the period, at Least one staff member from 50% of the 34
sectional health services will be trained to develop conprehensive care centers
for adolescents.

2. By the end of the period, 30%X of the university-level institutions in the field
of health will have become familiar with the teaching methodologies for
comprehensive adolescent health care.

1. At least one staff member from 50% of the departments (34) will receive
information to develop projects for the elderly.

COLOMBIA

Indicators
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6. Support will have been provided for the preparation and distribution of a
health promotion project in the work environment with the Social Security
Institute.

7. Preparation of an education and mass communication project wiLL receive support
at the local level.

8. Intersectoral coordination will be supported through the provision of
information to promote mental health projects connected uwith tobacco, alcohol, and
drugs.

9. Support wiLl have been given to evaluate the use of the budget in health
promotion activities in decentralized municipios.

10. Local intersectoral groups will have been trained in health promotion and
evaluation strategies in order to carry out health promotion at the local LeveL.

11. Training will have been provided on strategies to reduce violence, and a
violence surveillance program wiLL have been disseminated.

12. Training on nutritional education projects will have received support at the
local level.
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1. A project on health promotion in the workplace will have been prepared for the
central level of the Social Security Institute by the end of 1996.

2. At least 20X of the sections of the Social Security Institute will have
received training under the health promotion project by the end of 1997.

1. At least five local mass communication projects will have been prepared; three
for medium-size municipios and two for small municipios.

2. Two training activities in mass communication on health uiLL be provided for
at least 34 social communicators.

1. The two private companies that produce alcoholic beverages will receive up-to-
date information twice a year on campaigns for moderation in aLcohol consumption
and their influence in preventing motor vehicle accidents.

2. Scientific information on the health hazards of tobacco use will have been
provided to the tobacco committee (Ministry of Health, Institute of Onco(ogy, and
Colombian Cancer League).

3. Information on health hazards from tobacco and drug use wiltl be provided to
municipios involved in health promotion projects.

1. Financial audits will be performed in two decentralized municipios by the end
of 1998 and wiLL focus on expenditures in promotion projects with funds budgeted
under Law 60.

1. At least 25% of municipal health promotion projects will have been briefed on
health promotion evaluation techniques by Late 1997.

2. Twenty municipios should have health promotion projects under way by the end
of 1998.

1. Three municipios with high levels of violence will have learned about the
violence surveillance program carried out in Cali by the end of 1998.

2. A project document on intersectoraL strategies to prevent violence will have
been prepared and discussed with other sectors that work with priority groups.

1. At Least 40 health professionals will have received training, using manuaLs on
breast-feeding prepared by PAHO.

2. At least 10 municipios should have nutritional education projects under way.

3. Training in the assessment of the prevalence of iron, iodine, and other
micronutrient deficiencies wiLL have been completed by 1997.
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PROJECT 5: SYSTEMS DEVELOPMENT AND HEALTH SERVICES

PURPOSE

To extend heaLth care coverage through the comprehensive national social security
system, strengthen decentralization, guarantee the quality of care, and develop
effective, efficient, more just and egalitarian health services.

EXPECTED RESULTS

The activities of the Ministry of Health wiLt have been supported in the areas of
health systems organization and management based on primary care as the means to
achieve universal access to health care.

2. Support wilt have been given to Local health sector projects that target
priority population groups, including research on health services, traditional
medicine, and the health of the indigenous population.

3. The country will receive support in both the prevention of disabilities and
rehabilitation.

4. Efforts will be made in the institutions of the sector both to guarantee health
care quality to patients/consumers and to assess health technology.

1. Total coverage witl have increased by 23X% over current tevels by 1997, as
established by the government's solidarity network.

2. There will have been 100% compliance with the operational plan issued by the
health services bureau of the Ministry of Health.

3. A quality assurance system wilL have been established, as stipulated under Law
100.

1. At Least two staff members from three municipios will have been trained in
validating management and decentralization methodologies.

2. At Least one staff member responsible for primary care will have been trained
in supporting primary care policies, standards, and procedures in at least five
departments of the country.

1. At least two operations research efforts will have been made, based on the
Beneficiaries Selection System (SISBEN) for the implementation of the subsidized
system.

1. A rehabilitation policy wiLl have been formulated in the first year and wiLl
have been fully disseminated by the end of the second.

2. At Least one official from the sectional health department in at least five
departments of the country will have received training on how to put the
institutional standards in this area into effect.

1. System of accreditation for health care institutions formulated and presented
to national authorities.

2. System of quality assurance for primary care, including family care
applications, formulated and presented to national authorities.

5. Colombia will have received timely support for disaster preparedness,
prevention, and mitigation.

6. Coordination on human resource training wiLL have taken place with educationael
institutions so that they can assimilate the changes resulting from the reform of
the health sector.

7. The existence of generic essential drugs will have been publicized and their
use promoted.

1. Making use of manuals from PAHO Headquarters, training wiLL have been provided
to 100% of the officials responsible for these activities.

1. Human resources in at Least five universities will have been trained for the
area of medical care management.

2. Courses on strategic management wiLL have been established in at least three
departments.

1. A representative sanple of social security entities will have found that 70%
of prescribers have received some information or training on essential drugs
available under generic names.

COLOMBIA

Obiectives

389



390

Indicators

2. Att the sectional departments (34) will be aware of the proposal for hospital
cooperatives, and 100% of the cooperatives for the purchase of existing drugs will
have received technical assistance on the technical, administrative, and financial
aspects of their activities.

3. At least 80% of the schools of medicine in the country will have received
information on the rational use of drugs and on the inclusion of this topic in the
medical curricutlumn.

8. The capacity and quality of surveillance and controL of medicinal drugs will
have been improved.

PROJECT 6: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To fulfill the agreements of REMSAAS and Andean Cooperation in Health (ACH) to
improve the health conditions of the population of the Andean region.

EXPECTED RESULTS

1. Epidemiological information systems will have been established (jointly and in
a coordinated manner) in border areas.

1. At Least 80% of the staff members of INVIMA (Institute for Drug and Food
Surveillance) will have participated in training activities.

2. At least 80% of those responsible for the surveillance and control of medicinal
drugs in the (34) sectional departments will have participated in training
activities.

3. The automated drug registration system (SIAMED) will have been provided to
INVIMA, whose staff members will have been trained for its full utilization.

4. At least 100 pharmaceutical laboratories will have participated in training
activities on good manufacturing practices (GMP) so they may formulate adjustment
plans.

5. Contributions will have been made to the formulation of proposals for each
meeting to discuss Andean integration processes with regard to drugs, and
necessary resources will have been provided for Colombian delegates to
participate.

1. Resources will have been organized within the health systems in order to
establish quality services in the Andean area during 1996-1997.

2. Maternal mortality will have been reduced by 20% and comprehensive child health
uilt have been improved by increasing coverage in this population group by 15% in
the 1996-1997 period.

3. The epidemiological research and surveillance capability among national
technical groups in the Andean region will have been strengthened in the period
1996-1997.

4. The laboratory network of the health institutions will have been strengthened
in the 1996-1997 period.

5. During the 1996-1997 period, the coverage of basic sanitation services will
have been extended to 10% of the population that is currently unprotected.

6. Coordination mechanisms will have been established to continue articuiation of
intra- and intersectoral initiatives.

1. One hundred percent of the border areas of Colombia uill have a functioning
epidemiological surveillance system that will operate in coordination with
neighboring countries in 1997.

COLOMBIA

Objectives



Obiectives

2. An epidemioLogical survei lance system wi t have been developed and implemented
with neighboring countries in border areas of Colombia.

3. Promotion and prevention programs for priority health conditions in border
areas wil have been jointly developed and implemented with neighboring countries.

4. To have increased the coverage of basic sanitation services in border areas of
the country by 10X.

5. Technical cooperation willt be promoted with Ecuador in the area of maternal and
chitd care.

PROJECT 7: TECHNICAL COOPERATION COORDINATION

PURPOSE

Technical cooperation that responds to the needs of the country.

EXPECTED RESULTS

1. Strengthening of the Representative Office: To have an independent office and
headquarters adequate for the PWR.

2. PAHO will have highly qualified support staff.

3. Support personnel hired under the contract system (by agency) for the PWR will
be reduced.

4. Personnel will be quatified and well informed about the Latest administrative
techniques, network management, secretarial skills, and technicatl cooperation.

5. Greater efficiency and effectiveness in PWR coordination, contributing to image
building.

6. Improvement in the delivery of technical cooperation.

COLOMBIA

Indicators

1. One hundred percent of the border areas of Colombia shoutd have an
epidemiological surveillance system functioning in coordination with neighboring
countries in 1997.

1. At Least four priority health conditions witll have a program for binational or
muLtinational care in 1997.

1. Ten percent of the border area population not currently covered by basic
sanitation services will have them in 1997.

1. Maternal mortality witt have been reduced by 10% and coverage of comprehensive
child health care will have been increased by 15% in the border area between
Colombia and Ecuador in 1997.

1. At Least 90% of the activities proposed will have been carried out as
programmed.

1. Donation of Land.

2. Construction of headquarters.

1. Eighty percent of PAHO positions will be for management support.

1. At Least five support persons wiLL be contracted through national institutions.

1. Three courses will be held for 100% of the personnel in the Representative
Office to bolster administrative, computer, and secretarial and technical
cooperation skills.

1. Twelve internat meetings will have been held to review the coordination of
activities carried out in the PWR.

1. An annual meeting shouLd be held to analyze the delivery of technical
cooperation (for PWR staff).

2. A joint cooperation assessment meeting shouLd be held with national
authorities.
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

_____-_____________________________________---_________

1994-1995

A OF
AMOUNT TOTALPROGRAM CLASSIFICATION

1996-1997

AMOUNT TC

1998-1999

OF X OF
OTAL AMOUNT TOTAL
_ _ _ _ - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
….… lm.mml mm.........................….

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND OEVELOPMENT
. a - a. . .....a_ _ _ ....

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

1,538,000
...........

1,025,500

CPS 1,025,500

411,900

HST 411,900

100,600

TCC 100,600

1,171,300

1,113,600

UAH 1,113.600

57,700

HRH 57,700

82,600
...........

82,600

WCH 82,600

465,200

465 200
___________

37.3 1,893,500
24..... ........... 307300

24.9 1.307,300

24.9 1.307,300

10.0 469.900

10.0 469,900

2.4 116,300

2.4 116,300

28.6 1.324.500

27.2 1.262.700

27.2 1.262,700

1.4 61,800

1.4 61,800

2.0 93,600

2.0 93,600

2.0 93,600

11.3 528,600

11.3 528,600
_ _ _ _ _ - - - - - - - - - - -

39.3 2,049,900
27..... ........... 38200

27.1 1,398,200

27.1 1,398,200

9.8 517,300

9.8 517,300

2.4 134,400

2.4 134,400

27.5 1.481.800
26.2 1..415..500

26.2 1.415,500

26.2 1,415,500

1.3 66,300

1.3 66,300

1.9 106,400

1.9 106,400

1.9 106.400

11.0 582,400

11.0 582,400
_ _ _ _ _ - - - - - - - - - - -

528,600 11.0 582.400 ii.0

38.5
2.3m.

26.3

26.3

9.7

9.7

2.5

2.5

27.9

26.7

26.7

1.2

1.2

2.0

2.0

2.0

11.0

11.0
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNOS (CONT.)

1994-1995 1996-1997 1998-1999

__OF % OF % OF
PROGRAn CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

VI. DISEASE PREVENTION AND CONTROL
m.. m....m...................

857,800 20.8 977.000 20.3 1,095,000 20.6
mm mm mm mm mm mm ' m m mm m= m

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

OCD

NCD

ZNS

242,200 5.9

242.200 5.9

478,400 11.6

478.400 11.6

137,200

137.200

276,100 5.7

276.100 5.7

548,100 11.4

548,100 11.4

3.3 152,800

3.3 152.,800

3.2

3.2

315,200 5.9

315.200 5.9

608.,900

608.900

170,900

170,900

11.5

11.5

3.2

3.2

GRAND TOTAL 4,114.900 100.0 4,817,200 100.0 5,315.500 100.0
mmm . . . . ..... .. ..... ..... - - - - -~ 1 ---a
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PROGRAN BUDGET - EXTRABUDGETARY FUNDS
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PROGRAM CLASSIFICATION
…__ _ _ _ _ _ _ _ _ _ _ __-----------------------…--__

II. HEALTH IN HUMAN DEVELOPMENT
. am..m.m m....mmm mmm......

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGHT.
_________________________________________________

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS.

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
M..... .m.... ........ a...a ...... a.......

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC
____________-----------------------_____________

UNIVERSAL ACCESS TO HEALTH CARE

ESSENTIAL DRUGS

ESSENTIAL DRUGS

IV. HEALTH PROMOTION ANDO PROTECTION
.............................. ,

FAMILY/CONMUNITY HEALTH AND POPULATION ISSUES
______________-------------------------------

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONNENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

VI. DISEASE PREVENTION ANDO CONTROL
..............................

CONTROL OF COMMUNICASLE DISEASE

DIARRHEAL DISEASES
AIDS
OTHER COMMUNICABLE DISEASES

1994-1995
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AMOUNT TOTAL

217,400
...........

217,400

CPS 217.400

758,700
...........

509,800

UAH 509,800

248,900
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104,900
...........

104,900
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704,300
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818.900
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OCD 16,500

8.3
8.3....

8.3

8.3
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.....
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19.6

9.6

9.6

4.0

4.0

4.0
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3.0
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PROGRAn BUDGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAn CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

VETERINARY PUBLIC HEALTH

ZOONOSIS ZNS

241,600

241,600

108,200

108,200

9.3 27,800

9.3 27,800

4.2 0

4.2 0

15.6

15.6

_ O -

- 0 -

0

GRAND TOTAL 2,604,200 100.0 177 800 100.0 0 100.0

ALLOCATION O----------------------------------------ECT OF EXPENDITURE PAO AND WO REGULAR FUN
ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
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-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS
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DUTY
TRAVEL

__________-

FELLOWSHIPS
S-- - - -

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

S $

GRANTS OTHER

S S

1994-1995

PAHO - PR
WHO - WR
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....
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1996-1997

PAHO - PR
WHO - WR

TOTAL
O OTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
....

X OF TOTAL

1,822 200
2,292,700

4,114.900
m.... .....

100.0

1,930.200
2,887 000

4,817,200
........ 00.0

100. 0

2.102,700
3,212,800

5,315,500

100.0

703,800
732 500

1,436.300

35.0

649,900
1,128,800

1,778,700
36...........

36.8
_____

635,800
1,226,400

1,862,200

35.m135.1

600,600
498,200

1,098,800

26.7

694,300
576 000

1,270,300

26.4
_ _ _

802,200
665.600

1.467.800

27.6
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5
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4
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3
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4
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3
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4
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........... ri
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_____
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2.8
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..........

4.4
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4.4
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244, 900
..... 4.6..

4.ó

275 400
120, 100
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......... :
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138,800
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224.000
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O
0

o
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0
0

------____

0
..........
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o
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COSTA RICA

HEALTH SITUATION

Denmography

1. The estimated population for 1996 is 3,448,250, 1,706,885 of whom will be women
(49.5X) and 1,741,365, men (51.5X). Persons over 60 will represent 7.0X (241,378)
of the total population. Of those over 60, 53.1X will be women and 46.9X, men.
The demographic density in 1996 will be 67.5 inhabitants/km2; and this figure wiLL
reach 72.7 inhabitants/km2 by the year 2000.

2. Population growth during the 1995-2000 5-year pariod is estimated at 2.1X.
Population distribution for 1996 is expected to be: 11.9X for persons up to age
4, 22.6X for age 5 to 14, 58.5X for age 15 to 59, and 7.0X for age 60 and over.
The fertility rate la 3.0X and the birth rate, 2.4X.

3. In 1992, 80,164 births were registered, the product of 90,132 pregnancies, 10X
of which ended in abortions. Single mothers accounted for 36.3X of those births,
end adolescente (girls under age 19), for 19X of total births. 95X of deliveries
took place in CCSS hospitals, which represents 39X of the discharges from these
hospitals; and 20X of the pregnancies were classified as high-risk.

Health status indicators

4. Total mortality reported for 1992 (last year for which Information was
available) is 3.9 and it is expected that for the 1995-2000 5-year period, it wiLL
be 4.16. In this same 5-year period, Life expectancy will be 75.6 years, age 77
for women and 72 for men.

5. Infant mortality reported for 1993 is 13.67, with neonatal mortality being 8.7
per 1,000 live births and the remainder (postneonatal), 5.0 par 1,000 Live births.
Reported maternal mortality is 2.2 par 10,000 Live births.

6. The principal components of mortality for 1992: infants under 1 year of age
accounted for 8.9X of total mortality. The leading cause of death (based on the
17 big groups) are diseases during the perinatal period, with 521 deaths (rate of
6.5 par 1,000 Live births). In the second place are birth defects, with 126
deaths (a rate of 3.8X), and in third place, respiratory tract diseases, with 126
deaths (a rate 1.6 per 1,000 live births). The prevalence of low birth weight is
7.0X.

7. The 1 to 4 year age group contributed 1.7X to total mortality. First in the
main group of causes are injuries end poisonings, with 51 deaths (a rate of 16 per
100,000 population). In second place are birth defects, with 41 deaths (a rate
of 13/100,000 population). In third place, respiratory tract diseases, with 26
deaths (a rate of 8/100,000 population), in fourth place, tunors, with 24 deaths
(a rate of 8/100,000 population), and in fifth place, infectious and parasitic
diseases, with 23 deaths (a rate of 8/100,000 population).

8. The 5 to 14 age group contributed 1.8X to total mortality. First in the group
of causes are Injuries and poisonings, with 86 deaths (a rate of 12/100,000

population). In second place, tumors, with 42 deaths (a rate of 6/100,000
population), in third place, diseases of the nervous system and of the sense
organs, with 29 deaths (a rate of 4/100,000 population), and in fourth place,
infectious and parasitic diseases, with 11 deaths (a rate of 2/100,000
population).

9. The 15 to 49 age group accounted for 17.2X of total mortality. First in the
group of causes are injuries and poisonings, with 809 deaths (49/100,000
population). In second place are tumors, with 381 deaths (a rate of 23/100,000
population), in third place, diseases of the circulatory system, with 285 deaths
(a rate of 17/100,000 population), in fourth place, diseases of the digestive
system, with 149 deaths (a rate of 9/100,000 population), and in fifth place,
diseases of the endocrine glands, of the metabolism, and immune disorders, with
105 deaths (a rate of 6/100,000 population).

10. The 50 years and over age group accounted for 70.3X of total mortality. First
in the group of causes are diseases of the circulatory system, with 3,449 deaths
(a rate of 876/100,000 population). In second place are tumors, with 2,092 deaths
(a rate of 531/100,000 population), in third place, diseases of the circulatory
system, with 983 deaths (a rate of 250/100,000), in fourth place, diseases of the
digestive system, with 532 deaths (a rate of 135/100,000 population), and in fifth
place, injuries and poisonings, with 521 deaths (a rate of 132/100,000
population).

11. Principal components of morbidity: diseases that can be prevented through
vaccination, such as measles, have fluctuated markedly in recent years, since in
1989, the rate was 1.1/100,000 population, in 1991, 205.3/100,000 population, and
in 1993, it fell to 24.3/100,000. This year, a massive national vaccination
canpaign was conducted, which included, in addition to measles, other vaccines
such as DPT and polio. The preliminary results, which have not yet been
published, seem to point to a substantial increase in coverage by these vaccines.

12. Malaria continues to be a Local public health problem, although the incidence
has also fluctuated significantly, with a trend towards reduction, given the fact
that 1,142 cases were reported in 1990, 3,247 in 1991, 9,659 in 1992, and in 1993,
4,490 new cases were registered. The situation with respect to this disease has
been exacerbated by the strong intercountry migratory current, the reasons for
which are economic in nature.

13. In late 1993, there was an outbreak of dengue on the Pacific coast. In that
year, 5,998 cases were registered, although it is thought that there could have
been more due to the fact that the country did not have sufficient experience with
this disease and many cases were diagnosed es other febrile diseases while others
went undetected. As of July 1994, 5,740 cases of dengue were registered.
ALthough the clinicaL cases are Limited to the Pacific coast, it is feared that
en outbreak of the disease may occur in other regions of the country in view of
the fact that the Aedes aegypti has been detected in other areas of the country.

COSTA RICA
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14. During the first half of 1994, no cases of cholera were reported. Toward the
end of the year, nine cases nmported from the northern border region were
detected. No cases arising in the region were registered.

15. 35X of the children checked during the growth and development examination,
together with pregnant mothers, had iron deficiency anemia. In addition, the
Fourth hational Survey of lodine Deficiency and Endemic Goiter, conducted by the
Ministry of Nealth between 1989 and 1990, indicates that in the province of
Guanacaste, the prevalence of endemic goiter in the population is 11.3X, a figure
that reaches 55.0X among school-age children.

16. Hospital discharges: in 1991, the Last year for which figures were available,
301,014 discharges were reported. The first seven diagnoses of discharges were:
ill-defined intestinal infection with 5,503 discharges (a rate of 17.41/10,000
population), acute appendicitis 4,771 (a rete of 15.10/10,000 population), asthma
4,548 (14.39/10,000 population), diabetes mellitus 3,955 (a rate of 12.51/10,000
population), inguinal hernia 3,892 (a rate of 12.31/10,000 population),
bronchopneumonia 3,725 (11.79/10,000 population), and mental disorders 3,604
(11.40/10,000 population).

17. Maternal end child health: there were 3,602 discharges in children under age
1 due to acute respiratory infection; a rate of 44.93 per 1,000 Live births.

18. The five leading diagnoses of discharges by ARI were: bronchopneumonia caused
by en unspecified organism 1,629 (20.32 per 1,000 Live births), bronchitis and
acute bronchelitis 1,323 (a rate of 16.50 per 1,000 live births), acute upper
respiratory infections 179 (a rate of 2.23/1,000 Live births), suppurative and
unspecified otitis media 130 (a rate of 16.2 per 10,000 Live births), and
influenza 55 (0.69/1,000 live births).

19. Discharges related to perinatal diseases amounted to 10,632 with a rate of
12.98 per 10,000 Live births. The five Leading diagnoses of discharge were:
other forms of perinatal jaundice 2,944 (a rate of 35.93/10,000 iive births),
hemolytic disease of the fetus or newborn due to isosensitization 1,374 (a rate
of 16.77/10,000 Live births), infections characteristic of the perinatal period
1,178 (a rete of 14.38/10,000 live births), disorders related to the short
duration of gestation and to low birth weight 1,004 (a rate of 12.25/10,000 Live
births), and other infections of the fetus or of the new-born 852 (a rete of
10.40/10,000 Live births).

20. There were 48,499 normal deliveries, a rete of 591.89/1,000 live births.
Discharges related to abortion were 9,049, a rete of 110.44/1,000 live births.
The teading five diagnoses were: unspecified abortion 7,204 (a rate of
87.92/1,000 live births), apecified abortion 667 (a rete of 8.14/1,000 Live
births), other abnormal results of conception 487 (5.9/1,000 Live births), actopic
pregnancies 412 (a rate of 5.0/1,000 Live births), and hydetidiform mole 136 (a
rate of 1.7/1,000 Live births).

21. There were 20,988 discharges related to complications from pregnancy, a rete
of 256.14/1,000 live births. The three principal diagnoses were: premature
delivery or the threat of premeture delivery 11,266 (a rete of 137.49/1,000 Live
births), early hemorrhage during pregnancy 1,867 (a rete of 22.79/1,000 live
births), and hypertension producing complications during pregnancy, delivery, or
puerperium 1,845 (22.52/1,000 Live births).

22. There were 23,997 complications related to labor and delivery; a rate of
292.86/1,000 live births. The three principal diagnoses were: obstructed labor
11,257 (a rate of 140.42/1,000 Live births), injuries of the perineum and vulva
during delivery 5,959 (a rete of 72.72/1,000 live births), and complications
related to the umbilicaL cord 3,449 (a rate of 43.02/1,000 Live births). There
were 871 puerperiumn-related complications, a rete of 10.87/1,000 Live births).

Factors affecting health status

23. Political, economic, and social situation: the economy of Costa Rica has one
of the highest rates of GDP growth (7.2X in 1992, 6.1X in 1993). The overall
macroeconomic situation is manageable, with a low rete of inflation (9X in 1993,
5.5X in the first six-month period of 1994). UnempLoyment is Low (Less than 5%).
Poverty Levels have declined to 17.4X. The most vulnerable area of the economy
was the balance of payments which deteriorated significantly due to the trade
deficit, as foreign capital revenue decreased. In addition, the increase in
domestic public debt was not beneficial to priority investments. The breakdown
of macroindicators by region reveals en unequal distribution of benefits, with a
greeter negative inpect on the rural areas outside the Central Valley, the border
areas, and the poor urban areas.

24. The first months of the new government have been characterized by the focus
on public spending and matters related to meeting the basic needs of the
population, the formulation of plans and programs oriented towards intersectoral
actions, end the promotion of community participation. It is hoped that the rise
in the price of coffee, the increase in tourism, the improvement in the export of
non-traditional products, the growth in in-bond assembly, and economic and
administrative measures will favor economic stability. The redistribution of the
benefits, with emphasis on the groups that have the highest rate of social
exclusion, must be fundamental in the process of sustaining national development.

25. The expansion of the agriculturaL frontier, which contributed to the economic
growth of the country through the cultivation of bananas and non-traditional
products, produced environmental, economic, and migratory changes, which were
generally detrimental to the health of the population since new diseases have
surfaced in the country such as cholera and dengue, and others have appeared that
were considered to be under control, such as malaria.

26. According to the National Survey of Household Income and Expenditures for
1992, 51X of households are Located in rural areas, which represents a 2X
reduction in relation to the 1989 survey.

27. The rete of general illiteracy is 7.0X among persons over age 10 and in the
rural areas, this figure is 10%. In the urban area, the rate of illiteracy is
2.7X among men and 3.5X among women. 56X of the population has a primary school
level of education, 28X, a secondary school level, and 92, access to university
education.

28. At the national level, the rete of open unemployment fell from 5.5X in 1988
to 4.1X in 1992. During the same period, it fell from 6.3X to 4.3X in the urban
area, and from 4.7X to 3.8X in the rural area. In the period under study,
unenployment fell from 4.4% to 3.5% in men and from 8.0% to 5.4X in women.
According to information from the Office of the Vice President of the Social Area,
there were 136,000 households in the country Living in extreme poverty, that is,
20X of the households of the country; 45,000 (33X) of which are headed by women.
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29. HeaLth and the environment: the population that has water in the home or in
a reasonably accessible place ranges from 92.4X to 96.4X, depending on the
sources. In regard to the disposal of excreta, in 1993, 84.2X of the population
had sewerage or a septic tank, and 15.4X, Latrines. However, only a small
proportion of the wastewater, estimated at 4.7X, is treated before discharge into
receptors, end this source is therefore significant in terms of organic
contamination.

30. There is contamination by Industrial waste in most rivers. Some industries
dump their waste in the sewerage systems and others in the rivers, and In the
majority of cases, no treastment occurs. It is estimated that in the metropolitan
ares alone, 300,000 kg of industrial organic materials are dumped daily. Coffee
producing companies have the most significant poLLutants, with 275,000 kg of
organic matter per day.

31. According to the National Plan for Waste Management, in Costa Rica, 11,764
metric tons are generated daily: 96X is agroindustrial waste, 13.6X ordinary
waste, and the remaining 0.4X, hazardous waste (domestic waste, pesticides,
fertilizers, and hospital waste).

32. Air pollution la mainly concentrated in the metropolitan area of San José,
where 41X of the motor vehicles, 51X of the industrial establishments, and one
third of the population are located. The emission of automotive contaminants is
estimated at 67,860 tons/year, with carbon monoxide concentrations being 40X
higher than the permissible limits, and sulfur dioxide, 85X higher.

33. Workers' health: Costa Rica is one of the countries with the highest use of
pesticides in the world. The application of pesticides is 4.0 kg/person/year,
which is approximately double that of the average quantity per inhabitant in the
Central American region (2.1 kg/person/year), and almost seven times more than
annual average consumption per inhabitant in the world (0.6 kg/person/year). The
quantity of pesticides applied per cultivated ares in Central America is
approximately 12 kg/hectare, which is 4 times greater than world consumption (2.7
kg/hectare). The use of pesticides per hectare in Costa Rica is 6 times greater
than world consumption. The number of registered labor accidents has Increased
in recent years from 113,301 accidents in 1989 to 152,925 in 1993. Taking
accident rates by activity, it is important to point out that the agricuLtural
sector accounts for 50.0X.

34. In 1993, the INS disbursed more than US$29 million for direct expenditures.
Extrapolating these data to the working population, direct expenditures amounted
to approximately US$44 million. Including indirect costs, total expenditure for
labor accidents is approximately US$132 million. This amount would be even higher
if we add occupational and work-related diseases, which currently are not
registered as this type of expenditure.

35. Lifestyles: among the addictive substances, the prevalence of smoking in 1988
was 34X among men and 20X smong women, with the trend towards an increase among
younger women. With regard to aLcoholism, in a recent survey it was found that
there are 60,000 excessive drinkers, 10X of whom progress towards ascoholism each
year.

36. In regard to narcotics, it is estimated that 7.6X of the population uses
hypnotics, 6.9X tranquilizers, and 5.1X some other type of stimulant. Drug
consumption is estimated at 1.5X for marijuana and 0.5X for cocaine.

COSTA RICA

37. Health service network: in 1993, the Ministry of HeaLth had 1,428 health care
establishments: 93 (6.5X) were health centers, 545 (38.2X) health posts, 602
(42.1X) centers for comprehensive care, 76 (5.3X) odontological school clinics,
68 (4.8X) odontologicsl mobile units, and 44 (3.1X) medical mobile units.

38. In addition, the Costa Ricen Social Security Fund (CCSS) had a total of 170
establishments: 29 (17X) hospitals and 141 (83X) clinics. Among the hospitals,
9 (31X) are national, 7 (24.2X) regional, 6 (20.7X) peripherals 1, 4(13.8X)
peripherals II, and 3 (10.3X) peripherals lil.

39. Among the clinics, 14 (9.9X) are type IV, 13 (9.2X) type 111, 28 (19.9X) type
II, and 86 (61X) type 1.

40. The CCSS has 6,544 beds: 4,299 in the national hospitals, 1,379 in the
regional hospitals, 223 in peripherals 1, 297 in peripherals 1I, and 529 in
peripherals 111.

41. Of the total beds, 1,337 are assigned to internal medicine, 1,499 to surgery,
738 to gynecology, 1,142 to pedistrics, 179 to pediatric surgery, 1,739 to chronic
diseases, and 30 to intensive care. Private sector beds rose to 155 in 1992.

Status of Strategic and Programmatic Orientations (SPOs)

42. Health in human development: a) the Economic and Social Development PLan for
1994-1998 has defined policies and priority programs oriented towards the social
production of health, where the institutions of the sector participate fully in
national development by means of intersectoral actions.

43. The health information system, which is in full development, will permit the
exhaustive analysis of the health situation, conditioning factors and
determinants, and the various scenarios and problems, thereby permitting
appropriste interventions at the various levels of the system of services.

44. The institutions of the health sector are participating actively in the
National Plan to Combat Poverty, which mobilizes al state and private resources.

45. The Ministry of Health and Social Security are coordinating their efforts.
The ninistry of Health is transferring the care of individuals to the CCSS with
a view to generalizing access to health services with comprehensive actions geared
towards the entire population.

46. Development of health systems and services: the Ministry of Health plays the
leading role in the sector, and encourages participation by multiple social
actors, with programs for decentralization, conmJnity participation, end various
multisectoral activities.
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47. Human resources development is a fundamental strategic action, with emphasis
on primary care technical personnel and professionals from the entire spectrum of
health sciences.

48. The country's policy on essential drugs is adequate, and efforts are being
nade to inprove use and management in the system of services.

49. The health sector participates actively in disaster preparedness efforts. The
National Council of Emergencies has done significant work among disaster groups
of the Ministry of Health and CCSS, which coordinate actions on an ongoing basis.

50. Health promotion and protection: the strengthening of healthy Lifestyles
constitutes a health policy priority of Costa Rica.

51. Efforts are being mede to improve the nutritional status of the population,
reproductive health, a gender approach in the processes of care, mental health,
and to increase actions among infants, adolescents, women, workers, and older
adults.

52. Work is being done to prevent and control violence, drug dependency,
alcoholism, smoking, and to control cervico-uterine cancer.

53. Development and protection of the environment: the formulation of a Plan for
Investment In the Environment end Health is under way, with the participation of
the institutions of the sector, national planning, end other state and private
(NGO) groups.

54. The Ministry of Health is developing the environmental health priority
program, with a broad approach, which will be implemented with the participation
of comunities and Local governments.

55. Surveillance of environmental health will involve a broad approach in order
to guarantee good conditions in terms of water supply, waste disposal, control of
contamination, occupational health development, recovery of watersheds, and
inprovement In the imediate family environment.

56. Disease prevention and control: the prevention and control of diseases that
can be prevented by vaccination, melaria, dengue, the control of diarrheal
diseases, and acute respiratory infections constitute priority programs. The
strengthening of the management of STDs and HIV/AIDS is also a priority.

57. Important work is being done in food protection and in monitoring foodborne
diseases.

58. In 1995, neonatel tetanus is expected to be eliminated, and in 1997, measles,
leprosy, and the Aedes aegypti.

Plans and Priorities for National Development in Health

59. The Government has defined the Economic and Social Development Plan that seeks
sustainable development and equity. For the 1994-1998 period, the strategy will
be guided by five broad orientations or guidelines: to move from a society that
is based on exclusion and sla divided by poverty to a society that offers

opportunities; to advance from growth with waste toward sustainable development;
to advance from an inefficient and weak state toweards a strategic end coordinated
state; to advance from formal democracy towards advanced forms of participatory
democracy.

60. The development strategy lies in the process of consultation with civil
society and has been designed with a view to harmonizing the policies of
stabilization, growth, and economic development, through five strategic areas that
should be addressed simultaneously: the social area, whose challenge is to promote
a collective society that offers opportunities; the economic area, whose challenge
is to guarantee a process of economic integration; the sustainability aree, whose
challenge is to promote a process of sustainable development based on the rational
use of resources; the trensformation of the State area, whose challenge is to
promote a strategic, modern, flexible, and coordinated State; the governability
area, whose challenge is to promote advanced forms of participatory democracy such
as guaranteeing sociopolitical and economic stability.

61. The social area underscores health as a basis of well-being and makes it clear
that the challenges to the health services will be quality, actual coverage,
institutions providing service to users, and efficiency.

62. The policy aimed at the transformation of health services will be based on a
comprehensive health approach, in which the State will assume the central role in
order to ensure conditions that favor health improvement. A health model based
on comprehensive care and the continuum of the individual, family, community, and
environment will be promoted.

63. Universal access will take place by offering services that would fulfill basic
needs. To this end, 800 health sectors will be established and served by a basic
comprehensive health care team (EBAIS), forming areas or Local health systems
within a regionalized system.

64. The Ministry of Health has assumed the role of leed institution of the sector.
There will be special loans for the reform process of the health system (US$42
million from the IDB and USS65 million from the World Bank) that would facilitate
the institutional development of the Ministry of Health and the CCSS, in eddition
to the training of Leaders responsible for the changes, the development of an
integrated information system, and the training of the resources necessary for
implementing the process. The current posts and health centers of the Ministry
of Health would be transferred Later on to the CCSS, with a view to integrating
the delivery of services to persons in the country's social security system, with
the Ministry of Health remaining with strategic programs such es environmental
health, food and nutrition, and health promotion, within a national system of
services that are strongly Linked to the social sectors, with the active
participation of all sectors of Costa Ricen society. The IDB loan was not
approved by the Legislative Assembly in January 1994, although the first
disbursement is expected towards the end of year, after certain prerequisites are
met. The World Bank Loan is in the final stages of approval by the Legislative
Assembly.

65. The Ministry of Health will assume a Leadership role in the sector by
performing strategic functions of management end operations, surveillance and
regulation of health, and technological research and development. It is hoped
that in 1995, substantive progress in this process will be achieved.
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National areas for international cooperation

66. PAHO/WHO technical cooperation involving Costa Rica is based on support for
the national institutions responsible for the application of the National Health
Policy and the Strategic Plsan of the Health Sector for 1994-1998. The basic
components are the following:

67. Reorganization and strengthening of the Ministry of Health, so that the
institution can assume a leadership role, responsibility for the formulation of
policies, surveillance, regulation, and evaluation of the process of health
production. The areas of importance are Linked to legal reforms, human resources
development, studies on financing, implementation of national health promotion
programs, environmental health and food and nutrition, the development of a
comprehensive information system, and the implementation of a system of quality
assurance and accreditation of health services. The tasks mentioned above will
include responsibility for defining and establishing the processes and the
execution of the respective programs. Priority action will be financed with funds
from an IDB loan.

68. Institutional development of the Costa Rican Social Security Fund is aimed st
strengthening its functional and structural profile, which should permit rapid
decentralization, increased coverage of the population with comprehensive care
programs, and strengthening of the financial administration and of the pension,
disability, old age, and death systems. The efforts to achieve greater technical
and cdministrative autonomy at the regional and local levels, in conjunction with
the Ministry of Health, should permit the gradual development of 800
geographical/population sectors for which the basic comprehensive health care
teams (EBAIS) will be responsible, with technical support groups at the Level of
health creas (local health systems). This joint work would strengthen the CCSS
*o that quality, timely, and efficient services can be provided, based on the
principles of cooperation and universal care to the population. The World Bank
will contribute the resources for the priority areas.

69. Adaptation of the care model, with a view to generalizing access to health
through a basic basket of services, based on epidemiological profile, the
socioeconomic conditions of the population, and the efforts necessary for the
removal of the predisposing and determining factors of the health situation in the
country. That process is underway and it is hoped that 1995 will offer the
greatest opportunities for realization, thereby permitting the consolidation of
the Ministry of Health as the Leading institution of the sector and the
integration of comnprehensive health care into the CCSS decentralized system, with
programmatic, hdministrative operational, and financial self-sufficiency. The
psrticipation of ll the actors of the civil society in this effort must be one
of the main elements of the strategic guidelines for the universalization of
health. In the National PLan for Development, health is underscored as en element
fundamental to attaining the well-being of Costa Ricans in a collective and
democratic society.

70. Institutional development of the Costa Rican Institute of Water Supply and
Sewerage Systems (ICM), with a view to strengthening the systems of commercial
planning, financial and commercial management, decentralization of services,
improvement of the system of operations control, service to users, improvement of
the quality of the services, and enhancement of the efficiency and financial
autonomy of water supply and sewerage systems.
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TECHNICAL COOPERATION STRATEGY

71. The general strategy will be based on the guidelines established by the
Strategic and Programmatic Orientations of PAHO/WHO for the 1995-1998 period, and
in the 1994-1998 National Health Policy and Strategic PLan of the Health Sector
established jointly by the Ministry of Health, the Costa Ricen Social Security
Fund, the Costa Rican Institute of Water Supply and Sewerage Systems, and the
technical agencies assigned to the Ministerial Health Office.

72. The field office will intensify its efforts to mobilize national and
international resources in support of national priorities. The development of the
Master Plan for Investment in the Environment and Health (PIAS), as well as the
establishment of the Fund for Preinvestment in Environment end Health (FOPAS/COR),
es part of the PIAS, will constitute one of the basic cooperation tasks. In
addition, joint efforts with national authorities will be increased insofar as the
implementation of the third phase of the Central American Health Initiative is
concerned, with the support of Central American health and integration bodies
(RESSCA, COCISS, COMISCA, CRAS). This series of actions would serve to
consolidate technical cooperation efforts among countries and to integrate cross-
border collective actions.

73. The proposed program will be developed by means of technical cooperation that
emphasizes the training of national counterparts during the implementation and
development of projects, so that they can assume a Leading role with respect to
the implementation and support of these projects. The projects are designed so
that they are self-sustainable and promote equity and the improvement of health
conditions. The methods to be utilized to achieve cooperation include: advisory
services, workshops, seminars, consultancy services, and support in the efficient
and effective implementation of projects financed by other international
organizations.

74. The development of field offices, in line with SPOs and the principles of the
institutional mission will be most evident in the fulfillment of the political
functions, technical and scientific development, and the strengthening of
administrative management and managerial cooperation.

NATIONAL PRIORITIES FOR TECHNICAL COOPERATION INVOLVING PAHO

1. To develop the health surveillance system (ASIS) and research and
epidemiological surveillance in all health areas.

2. To avoid the spread of HIV/AIDS in the population in order to diminish the
psychosocial impact.

3. To strengthen human resource development in the area of the technical
capability of the human resources units of the five institutions of the sector
over the next two years, end of personnel with management potential and ability
in this area through strategic planning, with a view to the formulation of
consistent policies, and the development of a functional and organizational
profile of this area, within the framework of health sector reform.

4. To support community participation in integrated and unified communities, end
to provide information and education to citizens with a view to the achievement
of political sustainability and advanced forms of participatory democracy.

401



COSTA RICA

5. To make specific health policies the basis for welt-being, and for the
preservation and strengthening of primary care end to reduce to a minimum
communicable diseases that enable more effort to be devoted in the future to the
problems of noncommunicable diseases.

6. To consolidote the epidemiological surveillance system of occupational health.

7. To promote the health of the groups that are most vulnerable from an economic
and social perspective, through the strengthening of primary care end the
improvement of the quality of care.

8. To maintain the eradication of polio and neonatal tetanus. To eliminate
measles and to increase coverage with the Hepatitis B vaccine.

9. To serve the groups that are most vulnerable from an economic and social
perspective, especially children, adolescents, the elderly, the indigenous
population, end disabled people, with a view to guaranteeing real equality of
opportuni ties.

10. To guarantee comprehensive care to individuals, the fnami Ly, and the community,
in order to promote conditions favorable to improving the health of the
population.

11. To strengthen mental health work in the areas of promotion, prevention, care,
and rehabilitation in order to promote and protect the mental health of the
individual, the family, and the community.

12. To strengthen the program for environmental protection at the three levels
(central, regional, and local).

13. To strengthen the Costa Rican Institute of Yeter Supply and Sewerage Systems
in the areas of planning, finance, commerce, service to the public, and 0 & M.

14. To eliminate the non-sanitary conditions in poor rural and urban communities
in terms of drinking water and excreta disposal.

15. To strengthen waste management programs in order to increase coverage and the
management of solid waste and to protect public health and the environment.

16. To participate in the process of development of the institutions that comprise
the health sector.

17. To carry out health actions with border countries in priority programs.

18. To arrange cooperation with other countries of the ISCA and other subregional
health initiatives.

19. To strengthen the zoonosis programs of the Ministries of Health and
Agriculture at the three levels (central, regional, and Local).

20. To maintain the country free of urban rabies.

21. To strengthen the Leadership of the Ministry of Health through the performance
of sectorel functions related to orientation, management, surveillsnce,
regulation, research, and health promotion.

22. To modernize and develop the sector for health end substitutions, based on
principles of equity, universality, end cooperation, so that they assume their
roles with effectiveness and without duplication.

23. To strengthen the CCSS and Ministry of Health in the implementation of the
care model adjusted for the purpose of extending coverage and quality services to
the population.
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Objectives

BIENNIAL PROJECTS

PROJECT 1: HEALTH SURVEILLANCE SYSTEMS

PURPOSE

To help strengthen the health surveil lance systems with their subsystems of health
situation analysis (ASIS) end research and epidemiotogicae surveillance at the
level of regional and national health areas (Local health systems), in order to
assist with the reform of the sector, through decentralized and participatory
management, utilizing the store of institutional end community information.

EXPECTED RESULTS

1. Health situation et the level of regional and national health areas (Local
health systems) analyzed, interpreted, and structured in a decentralized and
participatory manner by December 1997.

2. Expeditious, flexible, and decentralized (proactive) system of epidemioLogical
surveillance used in health instruction (local health systems), and on a regional
and national basis by December 1997.

3. Strengthening of the ability to conduct operational scientific research at the
different LeveLs of management.

1. Health situation analyzed in 75X of the health areas by the end of 1997.

2. System of epidemiological surveillance reporting on time in 75X of the health
areas by the end of 1997.

1. Document containing the health situation analysis in health areas.

2. Health teams of the areas (local health systems) trained in health situation
analysis.

3. Document to be used for dissemination.

4. Data recording system and indicators of health situation anatysis to strengthen
the health information system.

1. Document reLating to the national system of epidemiological surveillance.

2. Health teams (Local health systems) trained in epidemiological surveillance.

3. One week devoted to epidemioLogicat matters, to disseminate in the areas of
health the use of epidemiological data in decision-making.

4. System for recording data and indicators of epidemioLogical surveillance to
assist the comprehensive health system.

1. Health teams trained in operational scientific research.

2. Document conteining research conducted, published, and circulated among the
institutions of the sector.

COSTA RICA

Indicators
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4. HeaLth situation at the area (local health systems), regionaL, and national
LeveLs analyzed, interpreted, and structured in a decentraLized and participatory
manner by December 1997.

PROJECT 2: SEXUALLY TRANSMITTED DISEASES

Purpose

To prevent and control the transmission of HIV/AIDS/STDs and their consequences.

EXPECTED RESULTS

1. Strengthening of the administrative management of the program.

2. Strengthening of STD/HIV/AIDS preventiva activities.

3. DeveLopment of the Leadership of the HeaLth Sector

Screening of 100X of the bLood and bLood products and promotion of the prevention
of blood-borne transmission.

4. Greater AIDS awareness by the different sectors of the society.
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1. Document that contains the health situation analysis of the health areas.

2. HeaLth teams of the areas (Local health systems) trained in health situation
analysis.

3. Document to be used for dissemination.

4. System for recording data and health situation analysis indicators to
strengthen the health information system.

1. At Least four high-LeveL meetings involving the sectors of the society
(private, religious, NGO, Government), on the prevention of HIV/AIDS/STDs by the
end of 1997.

1. More than 90X execution of activities and budget by the end of 1995.

2. Generation of four-month progress reports.

1. 10X Increase in condom distribution in the general population compared to 1994.

2. 10X increase compared to 1994 in the number of educational workshops for
specific population groups.

3. 10X increase compared to 1994 in educational radio and teLevision programs.

1. To keep the rate of seroprevalence in blood under 0.03X.

2. To maintain the same number of supervisory and training programs as in 1994 for
taboratory and blood bank personneL.

1. Works pLans of the Government, and private, NGOs, and religious sectors related
to activities in 1995.
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5. Strengthening of the system of epidemiological surveilLance of STD/HIV.

PROJECT 3: TECHNICAL COOPERATION AMONO COUNTRIES

PURPOSE

To participate in developing the leadership of the health sector, oriented towards
institutional development and the quality and efficiency of the system, with a
viei to the universalization of access to comprehensive health actions, with a
package of services that meets the fundamental needs of all Costa Ricans.

EXPECTED RESULTS

1. Technical cooperation aimed at the consolidation of the institutional
development and sectoral Leadership project, with the efforts of the various
projects end programs being integrated.

2. Consolidated development of the Representative Office in Costa Rica by
increasing scientific and technical achievement, policy-making capability of
health management, and efficiency in administrative manageriaL control.

3. Participation of the country in the development of SPOs, health forums, and
social integration entities in Central America.

4. Participation of Costa Rica in the PIAS, through the master plan on investments
and the in-depth development of preinvestment in health (FOPAS/COR).
Implementation of PIAS/COR.

PROJECT 4: HUMAN RESOURCES DEVELOPMENT

PURPOSE

To strengthen the process of Central American integration through joint action
with bordering countries, and to promote the technological transfer, human
resources training, and other subregionaL health initiatives with other countries
of the Central American isthmus.

COSTA RICA

1. A 10X increase in relation to 1994 in epidemiologicaL information on HIV to
groups and popuLation groups.

1. Leadership plan in execution, with priority programs being developed at all
levels of care.

2. PAHO/WHO technical cooperation oriented towards the consolidation of sectoral
Leadership and institutional development.

1. Adjustment and application of the institutional development plan for the health
sector.

2. Technical cooperation oriented towards the consolidation of
Leadership in execution at the national, regional, and local levels.

sectoral

1. PAHO/WHO technical cooperation evaluated jolntly with the country.

2. Administrative and managerial control exercised with a significant degree of
efficiency, timeliness, and decisiveness.

3. ConsoLidation of technological modernization and human resource training of the
PUR/COR.

1. Adequate participation of the country in the eleventh RESSCA, COMISCA, COCISS,
ISCA, PAHO and WHO Governing Bodies, and CRAS.

1. Master plan on investments in execution as an instrument for the mobilization
of national and international resources.2. FOPAS/COR under way.

1. Level of fulfillment of existing border agreements.

2. Agreements formulated and in execution with other countries and subregional
initiatives.
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EXPECTED RESULTS

1. Plans adjusted end in execution in the border areas, with emphasis on priority
care programs at the level of Local health systems and basic environmental health.
Provision of care to indigenous groups, transfer of technologies, and human
resources development.

2. Signed agreements that are in the process of implementation with Central
American countries and other health initiatives, with emphasis on human resources
training and technological transfer.

PROJECT 5: DEVELOPMENT OF HUMAN RESOURCES

PURPOSE

To help develop Leadership in the field of the human resources for health, in
order to promote policies that orlent the health of the country. The goal is to
obtain clear improvements in the technical capabi Lity of the hunan resources units
of health institutions in the process of the teaching/learning of public health,
In the training stage, in continuing education, and in the strategic planning and
acdninistration of health sector personnel.

EXPECTED RESULTS

1. To obtain greater Leadership in the area of human resources development in the
health sector institutions, within the framework of the health reform being
proposed by the current goverment.

2. To achieve better development of the pubLic health human resources, both at the
formative and continuing education Levels in their work environment.

3. To improve the provision of health services through the decentraLized
continuing education of its personnel, with the CLEPS, CREPS, and COCEP end the
impLementation at the local Level of performence methodoLogy and anaLysis, within
the framework of health sector reform.

1. Level of fulfillment of joint activities planned with Panama and Nicaragua.

1. Agreements formulated and being implemented with Central American countries and
other health initiatives.

1. To have a national plan for human resources development by the end of 1997,
which makes it possibte to plan strategically the technicaL-administrative actions
that will be developed in the health sector.

2. Existence, by the end of 1997, of a curriculum at each School of HeaLth
Sciences, which is in keeping with the health policies of the country, and is
cLosely tied to the reform that is being carried out in the sector.

3. To have, by the end of 1997, a continuing education program for the health
sector, which responds to the needs of the country in this area and is in keeping
with the reform taking place in the sector, specifically with regard to the
Leadership of the Ministry and the new CCSS model of care.

1. To have, at the end of 1997, human resource units in the five institutions of
the health sector, which plan personnel development correctly and strategically,
with a view to the formuLation of consistent policies, and in the interest of the
functional end organizational development of this area.

2. The existence in 1997 of an excellent human resource information system, which
serves as input for the five human resource units of the health sector, with a
view to the strategic planning of its personneL.

1. To have by 1997, health personnel in the five institutions of the health sector
with training and skiLLs development, in keeping with the needs for reform of the
sector.

1. To have, by 1997, a decentralized process of continuing education in the
Ministry of Health and CCSS, with the greatest possibLe coverage at the national
level and where the Local health team inplements the methodoLogy for performance
analysis, in order to respond to the need for health sector reform.
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PROJECT 6: HEALTH PROMOTION

PURPOSE

Activation of intersectoral initiatives with a view to: a) ~doption of healthy
behaviors, b) creation of healthy public policies, c) creation of healthy
environments through the strengthening of comnunity participation strategies,
formal education, and mass communication, and adaptation of health services.

Strengthening of the Ministry of HeaLth in the management of health promotion
leadership.

EXPECTED RESULTS

1. Increase In multidisciptinary and multisectorel health promotion actions,
programs, and projects.

2. Multisectoral end cross-disciplinary Local groups trained to deal with health
promotion camprehensively.

3. Establishment of a communication strategy at the Local, regional, and national
levels in support of educational activities and comunity mobilization.

4. Training of the basic teams in prevention and health protection.

PROJECT 7: COMMUNICABLE DISEASES

1. National program on health promotion in operation based on the criteria
established at the end of 1997. National projects, school health community
participation, and mass communication projects under way and evaluated in
accordance with established criteria at the end of 1997.

1. Twenty cantonal projects for health promotion under way, evaluated according
to the criteria prepared, at the end of 1997.

1. Twenty groups organized and trained by the end of 1997.

2. Twenty projects under way resulting from the initiative of the groups trained
by mid-1997.

1. Communication materiats and messages produced and disseminated by mid-1997.

1. Six workshops conducted with internal evaluation of their results by the end
of 1997.

1. Guidelines for promotion, prevention, diagnosis, and management, applied by
more than 90X of the basic care teams by the end of 1997.

PURPOSE

To provide comprehensive and timely care of a high technical and scientific
standard that Includes promotion, prevention, and treatment, so es to control and
eradicate communicabte diseases.
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EXPECTED RESULTS

1. Basic health teams, volunteer collaborators that are up-to-date with the
epidemiologicaL and clinicaL maneagement of communicable and priority diseases such
as TB, dengue, malaria, and Leprosy.

PROJECT 8: OCCUPATIONAL HEALTH

PURPOSE

To promote occupational health development by means of the active participation
of the sectors involved.

EXPECTED RESULTS

1. The adaptation of Legislation and standards in the field of occupational
health.

2. The development of human resources educatio In in matters related to occupetional
health at different Levels.

3. Promotion of the extension of occupational health services coverage.

4. Improvement of occupational health situation analysis.

408

Indicators

1. Seven workshops conducted and duly evaluated by the end of 1997.

2. 100X of the basic teams for health priority areas trained by the end of 1997.

1. Ten activities developed through the active participation of the sectors
involved by the end of 1977.

1. At Least two proposals prepared for the improvement of legislation and
standards before the end of 1997.

1. At Least 500 health professionais trained in the diagnosis, treatment, and
prevention of poisoning by pesticides.

2. 30 health professionals trained in occupational medicine.

3. 500 techniciens trained in the prevention of poisoning by pesticides.

4. The development of 4 academic courses in occupational health.

1. The implementation of two occupational health services in health centers.

2. The development of the occupational health care program for the staff members
of the CCSS.

1. Implementation of epidemiologicaL surveillance of pesticides in 8 cantons.

2. Implementation of the computerized information system.

3. Realization of 4 research projects related to occupational health.



Obiectives

S. Implementation of technological programs for the promotion of accident
prevent ion.

6. Promotion of intersectoral and international coordination.

PROJECT 9: HEALTH OF WOMEN, CHILDREN, AND ADOLESCENTS

PURPOSE

To contribute, in conjunction with governmental and nongovernmental agencies, to
health promotion for women, children, and adolescents.

EXPECTED RESULTS

All EBAIS will be promoting and meeting the health needs of women, children, and
adolescents, including family planning activities.

2. All EBAIS trained in health promotion and health care for women, children, and
adolescents.

3. Standards for monitoring infant deaths published and applied.

4. Accreditation atandards for maternal and child services prepared and applied
to the services.

5. Application of group prenatal care and growth and development checkups to
health services.

6. National application of the multiplier health strategy to adolescents.

Indicators

1. Eight activities conducted, related to the prevention of technological
accidents, within the framework of the Heredia Safe City project.

1. Ten coordinated activities carried out.

1. The execution of health promotion activities by 50X of the NGOs that are
involved in health activities.

1. The number of EBAIS with health promotion and services for women and children
at the end of 1997.

1. Number of EBAIS trained at the end of 1997.

1. Manual on standards published.

2. Percentage of infant deaths monitored at the end of 1997.

1. Manual on accreditation standards published.

2. Number of services accredited at the end of 1993.

1. Number of services to which the group care methodology has been applied at the
end of 1997.

1. Number of EBAIS and services that have implemented the strategy at the end of
1997.
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Obiectives

PROJECT 10: IMMUNIZATION

PURPOSE

To contribute with the national expanded program on imminization by strengthening
the system of epidemiological surveillance, maintaining polio and neonatal tetanus
eradication, eradicating measles, and improving coverage with the hepatitis B
vaccine.

EXPECTED RESULTS

1. To reach and maintain coverage higher than 95% in children 0 to 4 years and in
women of childbearing age.

2. To maintain the eradication of poliomyelitis and neonatal tetanus.

3. Revision of the iummuniation scheme, and its publication and dissemination.

4. Strengthened epidemiological surveillance system.

5. To strengthen the cold chain of the EBAIS and health services.

PROJECT 11: DOMESTIC VIOLENCE

PURPOSE

A model for detection, prevention, and attention to domestic violence is being
developed, with emphasis on womnen age 12 to 49, through plans, programs, and
activities at the levels regulation of the health sector and communities selected
with the participation of the state and civil society.
Indicators

EXPECTED RESULTS

1. Women's organizations and networks at the community level, which prevent and
work in the area of domestic violence, in particular violence towards women In the
communities selected.

410

Indicators

1. No cases of polio or neonatal tetanus are registered.

2. To reduce the incidence of measles by 25X.

3. To increase coverage with the hepatitis B vaccine by 25X.

1. Coverage equal to or greater than 95% of the vaccines included in the national
immunization scheme for children, women, and adolescents at the end of 1997.

1. Evidence of poLiomyelitis and neonatal tetanus eradicated from the country.

1. New immunization scheme published, disseminated, and in use at the end of 1997.

1. Reporting of cases by 100% of the EBAIS and heatth establishments at the end
of 1997.

1. Proportion of EBAIS and health establishments with an appropriate cold chain
in 1997.

1. Proposed care model functioning in a coordinated manner at selected local
Levels in 1997.

1. A diagnosis related to community organizations in the communities selected at
the end of the first six-month period.

2. Number of men and women interested in becoming part of the network on domestic
violence.



Obiectives

2. Nechanisma for the registry, processing, and analysis of data on domestic
violence, proposed for incorporation into the national health information system.

Indicators

3. Commnunities selected participating sctively in the project starting in 1996.

1. A baseline survey conducted during the first year, 1996, in the localities
selected.

2. Registration system defined at the begiming of 1996.

3. An input/output sheet for variables on domestic violence incorporated into the
information system at the local level in 1996.

4. Two technicians in the country trained to enter the cases of domestic violence
in 1997 in national registries.

3. There are validated proposals of national health policies *nd services at the
local level to prevent and meet needs related to domestic violence towards women,
in coordination with the different social actors.

4. Support for initiatives in order to adapt legislation in effect and to
confront domestic violence efficiently.

5. Existence of a management system for the project at the subregional and
national levels, end mechanisms for monitoring and evaLuation within the framework
of the Program on Women, Health, and Development in Central America.

1. At Least three Local levels preventing and serving needs related to domestic
violence towards women, starting in the second year of the project.

2. Community action program prepared jointly at the community Level at the end of
the first half of 1995.

3. Model of care approved by the different social actors at the end of 1995 and
beginning of 1996.

4. Access by female victims of domestic violence to comprehensive health care in
the Local system selected for 1997.

5. Team of multipliers trained at the comnunity level in the year of the project.

1. Legal proposals and amen~ments, presented and distributed to Legislators in
1995-1997.

2. 100X of the members of the commissions of female lanmakers trained at the end
of 1996.

1. Coordination and counterparts defined at the local level.

2. Ensured sustainability and support for at Least one local health system.

3. Annual plans for action and country evaluations.

4. Counterparts established at the local and national Levels.
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Indicators

5. Development of an attitude of positive cooperation by national staff members
regarding domestic violence.

PROJECT 12: ENVIRONMENTAL PROTECTION

PURPOSE

To continue the processe of strengthening the program for environmental protection,
so that its lesdership role is intensified in the social production of health at
the national level.

EXPECTED RESULTS

1. Program for protection of the human envirornment strengthened at the national,
regional, snd Local levels.

2. Environmental monitoring system supported by the national network of
laboratories operating at the national Level.

1. Existence of a national program and seven regional programs for environmental
protection, with assumption of a leadership role within the framework of the new
General Health Law.

2. Existence of a national environmental monitoring system supported by a
laboratory network.

3. Existence of trained professional and technical personnel performing leadership
functions throughout the country.

4. Community education and organization in order to support the corrective actions
related to protection of the human environment.

1. One national plan, seven regional plans, and 90 health areas for protection and
improvement of the human envirornment, by the end of 1996.

2. General Health Law amended to accommodate the new role of the program for
environmental protection approved by the legislative assembly and in application
at the national Level, by May 1996.

3. Use of the manual on standards for the design of processes of wastewater
treatment by consultants and in application by health entities for the review and
approval of sanitation projects, by March 1996.

4. Four regulations on standards (drinking water, wastewater, emission of gases,
and noise pollution) applied st the national level, by December 1997.

1. 90 envirornmental sanitation technicians trained in envirormental monitoring,
by June 1996.

2. Three regional laboratories conducting physical/chemicaL and bacteriological
analysis for the control of the risk factors and environmental conditions. A
central laboratory conducting analyses of physical/chemical, bacteriological,
heavy metal, dangerous and toxic substances. A reference and control laboratory
implementing the national accreditation program on the quality of the services of
environmental laboratories, by December 1997.

3. Quarterly and annual reports on the quality of risk and environmental factors
by December 1996.

4. Information system on the Environmental Monitoring System providing information
for decision-making snd general public information, by May 1996.
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3. Professional personnel, environmental sanitation technicians, and primary care
technical assistants trained to carry out their functions.

4. Envirornental education activities at the institutional and community levels
in execution.

PROJECT 13: WATER POLLUTION

PURPOSE

To reduce the incidence of waterborne diseases and to increase the well-being of
the rural and urban poor through the installation of equipment for the
disinfection of water, sanitary disposal of excreta, monitoring of water qualty,
*nd the education snd organization of the beneficiary communities in order to
improve health conditions in the short, medium and long term, and to improve the
quatlity of the services provided by the water supply and sewerage systems, to
enhence their efficiency, and to achieve their financial autonomy.

EXPECTED RESULTS

1. Disinfection system for priority rural water supply systems installed and in
operation, providing water that has good physical and bacteriological quality.

2. Systems of sanitary disposel of excreta installed and in operation in 100X of
national territory.

Indicators

1. 20 professionaLs trained in the use of the manual on standards of design of
sanitary works, by May 1996.

2. 20 professionaes trained in the interpretation and application of the General
Health Law and the four regulations, by June 1996.

3. 90 environmental sanitation technicians trained in health situation anatysis
and project management, by Septemter 1996.

4. 800 ATAPS with in-service training to perform environmental monitoring tasks,
by December 1996.

1. Two workshops for the celebration of World Environment Day, June 1996 and 1997.

2. Two round tables related to the Inter-American Water Day, October 1996 and
1997.

3. Two support workshops for the recycling campaign and two workshops for water
conservation, December 1996 end 1997.

1. 94X of the population receiving water that is safe for human consumption.

2. 100X of the population covered with a sanitary system for excreta disposal.

3. Monitoring of the water quality of 100X of the water supply systems of the
country (94X of the population).

4. 100X of the rural and urban poor receiving education end being mobilized with
regard to basic sanitation.

1. 300 disinfection systems installed in rural water supply systems, by December
1996.

2. 800 systems of s[ow filter treatment and disinfection for drinking water
installed in rural water supply systems, by December 1997.

3. Twenty workshops for training operators of drinking water systems, by December
1997.

4. A refresher workshop on disinfection for professionaLs of the water supply and
sewerage systems, by March 1996.

1. 15,000 latrines installed and in operation (with funds fron SANEBAR - 10,000
and national funds - 5,000), by the end of 1996.
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Indicators

2. 600 technical primary care assistants (ATAPs) trained in the installation,
operation, end maintenance of systems of excreta disposal, by June 1996.

3. A refresher workshop on the operation and maintenance of systems of excreta
disposal for basic sanitation technicians, by February 1996.

3. Network for monitoring the drinking water quality in ell rural arcas of the
country.

4. Educational and coaunilty organization activities carried out in beneficiary
coamunities through training workshops.

5. Drinking water and sewerage subsector, es a part of the health sector, created,
organized, and coordinated by the water supply and sewerage system. System of
comercisl planning implemented wlthin the water supply and sewerage system.
Systems of financial and comnercial management defined during the execution of the
preinvestment agreement designed in detail and partially implemented.

1. Four-month and annual reports on the water quality for human consumption in
rural communities, by December 1996.

2. Regional and national maps showing the location of the 1,578 drinking water
systems of the country, by June 1996.

1. A refresher and planning workshop on rural sanitation for social workers,
January 1996.

2. Nine regional workshops for reflection and updating of community development
workers on the subject of basic rural sanitation, February 1996.

1. Executive Decree formalizing the drinking water and sewerage subsector within
the Legal framework of sectoralization, by June 1996, and application of the
documents on organization and procedures to be used by the subsector in the
application of the policies set by the Goverrnment, by May 1996.

2. Model document for strategic planeming, by June 1996. Document on minagerial
planning, by June 1997. Preliminary document on the model of operational
planning, by December 1997. Model document of financial projections by March
1996. Physical planning docunent, by June 1997.

3. Detailed model document on accounting, by March 1996. Detailed model document
on financial analysis, by March 1996, and detailed model document on the
commercial system, by March 1996. Document on the design of information systems,
by September 1996.
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6. Decentralized and regionalized imdinistration and services contracted with the
private sector, system for the control of the operation partially implemented, snd
system for service to users developed and implemented.

1. Document of subprojects for decentralization and regionalization, together with
services contracted with the private sector, by March 1996.

2. Document for the design of the control of operations, including specifications
regarding equipment to be acquired, by October 1996.

3. Docunent defining the hardware necessary for the system of service to the user,
by March 1996.

PROJECT 14: ENVIRONMENTAL SANITATION

PURPOSE

To protect the environment and public health and to increase the well-being of the
population through the preparation and implementation of a plan that involves all
the components of the sanitation service, in order to preserve this basic service,
to give it an identity of its own, and to project it into the XXI century, and
thus achieve adequate collection, transportation, and disposal of domestic solid
waste, and industrial, commercial and agroindustrial waste.

EXPECTED RESULTS

1. Increase In the coverage and collection of solid waste at existing levels of
water supply and sanitation.

2. Improvement in the disposaL of solid waste through the installation end
operation of sanitary landfills with the recovery of gases in five regions of the
country.

3. Program designed and in operation to support the management of waste in the
rural area of the country.

COS1A P.ICA

1. 94X coverage in solid waste collection in the GAN and medium-sized cities.

2. 100X safe disposal of solid waste collected.

3. Program management document for solid waste in rural areas of the country.

1. Document on the comprehensive project of the system for urban sanitation, by
May 1996.

2. Five urban sanitation companies created and operating for the medium-sized
cities, by December 1996.

3. Cleaning, sweeping, and disposal services contracted to third parties, by
December 1996.

1. Five sanitary landfills operating in the regions in order to handle the solid
waste of medium-sized cities, by December 1997.

1. Document on the current status of the collection, transportation, and disposal
of solid waste in rural communities, by June 1996.

2. Document on technologies suited to the rural aree that are utilized Locally and
in other countries for the collection, transportation, and disposal of domestic
solid and agroindustrial waste in concentrated and dispersed rural areas, by
December 1996.

3. Document on the comprehensive project of the sanitation system for the rural
area, by December 1996.
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Indicators

4. Technical/economic feasibility document of urban sanitation companies, ihich
includes pricing structures, contracting with third parties for the provision of
services, and the operation and provision of service, by May 1997.

PROJECT 16: ZOONOSIS

PURPOSE

To continue the process of reorganization snd institutional strengthening of the
zoonosis programs of the Ministry of Health and Agriculture in order to intensify
the processes of surveillance of zoonosis and to continue to keep the country free
of urban rabies and brucellosis end to control tuberculosis, foot-and-mouth
disease, and Leptospirosis.

EXPECTED RESULTS

1. Zoonosis programs of the Ministry of Health and MAG strengthened in terms of
institutional epidemiological and comunity surveillance of bruceleosis,
tuberculosis, and leptospirosis.

2. Urban rabies program strengthened to maintain the country free of this disease.

1. Existence of coordination, interinstitutional cooperation, and communication
between the MAG and the Ministry of Health in the epidemiological surveillance of
zoonosis and corrective actions at the national, regional, and local levels.

2. Absence of rabies in the country.

1. Monthly and annual reports on epidemiological surveillance.

2. Data bank on the incidence of brucellosis, tuberculosis, foot-and-mouth
disease, and leptospirosis in the Ministry of Health information system.

3. Four reports on transborder meetings to plan activities related to zoonosis.

4. Annual reports of community surveillance of zoonosis under way.

1. Report on COR/PAN and NIC border workshops.

2. 20,000 rabies vaccines administered.

PROJECT 16: HEALTH CARE MODEL

PURPOSE

Assumption of the leadership role by the Ministry of HeaLth and of the CCSS model
of care readjusted for the purpose of raising the standard of health services and
extending the coverage of services to the entire population, in accordance with
the principles of equity, decentralization, end universalization and through the
primary care strategy; in the simultaneous quest for the effectiveness end
efficiency of the resources sssigned to the health sector, the impact of which
will be beneficial to the sustainable development of the society.

EXPECTED RESULTS

1. Leading role of the Ministry of Health at all levels of management. Priority
programs on nutrition, environmental health, and health promotion developed; and
the strategic functions of management, surveillance, regulation, and research and
technological development under way.

1. Adjusted health care model in operation in the entire country in accordance
with the National HeaLth Plan by the end of 1997.

2. Administrative decentralization for atll areas under way at the end of 1997.

1. Priority programs of the Ministry of Health (nutrition, environmental health,
and health promotion) functioning at all levels of management by the end of 1997,
in keeping with the Strategic Plan of the Health Sector.
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2. Strategic functions of the Ministry of Health (management, surveillance,
regulation, research, and technological development) functioning at all levels of
management by the end of 1997, in keeping with the Strategic Plan of the Health
Sector.

2. Adjusted health care model applied at all levels of CCSS management. EBAIS
functioning in the sectors; and in the areas, decentralization to the area team,
and peripheral, regional, and national hospitals; all within a suitable framework
of referrals and counterreferrals.

1. Health care programs for the sectors, aresas, and regions in operation in the
entire country.

2. 800 EBAIS functioning with personnel, infrastructure, materials, and procedures
established by the end of 1997.

3. 90 health areas functioning in a decentralized manner in accordance with the
procedures established by the end of 1997.

4. Nine level II and III hospitals functioning in accordance with the adjusted
heaLth care model by the end of 1997.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNOS

----------------------------------------__ _ _ __ _ _ __-___ _ _ _ __ _ _ __ _ _ __ _ _ __ _ _ _ __ _ _ __ _ _ __ _ _ __ _ _ _ --- _ _--- ------ _____________________

1994-1995

PROGRAM CLASSIFICATION
...................---------------------------------------............

AMOUNT
___________

% OF
TOTAL
_ _ _

1996-1997

X OF
AMOUNT TOTAL

1998-1999

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

11. HEALTH IN HUMAN DEVELOPMENT
m.................m........

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.
__________________----------------------------___

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS
---------------__---_----_--__----_----_____

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES
_______________--------____--__--_--_

TECHNICAL COOPERATION AMONG COUNTRIES

I1I. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
…............... ____ .................,

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH
____----__----_------_---_

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
. .............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES
_____________--------------------------------

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH
__________---------_

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

1,105,600
...........

802,200

CPS 802,200

243,200

HST 243,200

60,200

TCC 60,200

816.200

628,500

UAH 628,500

187,700

HRH 187,700

336,200

336,200

WCH 336,200

313,500

313,500

CWS 93,800
ERA 219,700

40.5

29.4

29.4

8.9

8.9

2.2

2.2

29.9

23.0

23.0

6.9

6.9

12.3

12.3

12.3

11.4

11.4

3.4
8.0

1, 274,300
.,. .-.....

929,200

929,200

275, 500

275,500

69.600

69,600

821.500

711, 700

711,700

109,800

109,800

345,900

345.900

345,900

335,600

335,600

95,100
240.500

41.8

30.5

30.5

9.0

9.0

2.3

2.3

26.9

23.3

23.3

3.6

3.6

11.3

11.3

11.3

11.0
.... _

11.0

3.17.9

1,425,800
...........

1,048.800

1.048,800

296.600

296,600

80,400

80,400

892.900

766,000

766,000

126,900

126,900

375,400
___.____...

375,400

375.400

364,100

364,100

106.800
257.300

42.2

31.0

31.0

8.8

8.8

2.4

2.4

26.6

22.8

22.8

3.8

3.8

11.2

11.2

11.2

10.8

10.8

3.2
7.6
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'- "-- -- -------------- "'- " --------- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

1994-1995 1996-1997 1998-1999

%OF OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

"-------'---'------------------------------- --- ~-~------ ----- -- ----- -- ----- --

VI. DISEASE PREVENTION AND CONTROL
…mmmmm*.mmm-mam-mmmam.-.. =mmm

163,900 5.9 276,400 9.0 308,400 9.2
…a…ammmm... ..... ........... ..... .......... ...

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMNUNIZATION
OTHER COMMUNICABLE DISEASES

VID
OCD

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMNUNICABLE DISEASES NCD

28,100 1.0 93,100

O - 62,600
28,100 1.0 30,500

105,300 3.8

105.300 3.8

3.0 102,600 3.1

2.0 69,300 2.1
1.0 33.300 1.0

154,900 5.1 174,300

154,900 5.1 174,300

5.2

5.2

VETERINARY PUBLIC HEALTH

ZOONOSIS ZNS

30.500

30.500

1.1

1.1

28,400

28, 400

.9

.9

31,500 .9

31,500 .9

GRAND TOTAL 2,735,400 100.0 3,053.700 100.0 3,366.600 100.0
a aa m m..... ........... ..... .......... m..... .. ........ .....

---- --- --- --- --- --- --- ----------------------------------------- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
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PROGRAN BUDGET - EXTRABUDGETARY FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ -- _ _ _ _ _ _ _ _ -- - -- _ -- - - -- - -- _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

________________________________.

1996-1997 1998-1999

%OF X OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

11. HEALTH IN HUMAN DEVELOPMENT
...........................

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.
----------------------------------------_________

EMERGENCY AND HUMANITARIAN ACTION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS SASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

ESSENTIAL DRUGS

ESSENTIAL DRUGS

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH ANO POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT. a = a aa = a a ............ ..........

ENVIRONMENTAL HEALTH
________________---_

WATER SUPPLY ANO SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS' HEALTH

676,200
...........

420,400

WHD 420.400

240,500

EHA 240,500

15,300

TCC 15,300

448.600
...........

251,700

UAH 251,700

196,900

EDV 196,900

78,500
...........

78.500

WCH 78,500

2,207,700

2,207,700

CWS 1.512,300
ERA 614 200
OCH 81,200

14.3

8.9

8.9

5.1

5.1

.3

.3

9.5

5.3

5.3

4.2

4.2

1.7

1.7

1.7

46.4
.....

46.4

31.7
13.0

1.7

O
.. m........

0

o

0

o

0

...........

0

0

0

o

o

O

O

...........

0

00

- - -- - - - - -

- -- - ----------

O

-- -- - - -O

- -

- O

_ O
o

o

- O
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- -----------
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PROGRAN BUOGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

%OF % OF I OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

VI. DISEASE PREVENTION AND CONTROL
tm. . . . . . .. . . . . . .

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
MALARIA AND OTHER TROPICAL DISEASES

GRAND TOTAL
*mmmm---mmm

1,328,500 28.1 0 - O
*...a. . .... ... i .......... !.. .. ......... - ... .--

CDD
GPA
CTD

1,328,500 28.1 0

113.100 2.4 0
614 200 13.0 0
601 200 12.7 0

4.739,500 100.0 0 100.0 0 100.0
........... ... ............ m ..... ......... M .. ...

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS

S $ S S $

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

S S

GRANTS OTHER

S S

36 000 74 500 64,500
52,000 203,100 88.700

88,000 277,600 153,200
....... m.... ...2 10.1 5.6.. ....

3.2 10.1 5.6
_ _ _ _ _ - - - - - - - - - -

112,200 81,100
199,300 79,900

311,500 161,000
10.......... ..........

10.2 5.3
_ _ _ _ _ - - - - -

129,700
230,200

359,900

10.7

93 700
92 400

186. 100

5.5

0 526,000
0 111,500

0 637,500
. ........ . 2.. ......

.0 20.9
_ _ _ _ _ - - - - -

0

0

.0
_____

607,900
128, 900

736,800

21.9
_____
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1994-1995

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1,712,900
1,022,500

2,735,400

100 .0

4
2

6
mmmmmm

4

4
mmmmmmm

1,067.600
424,400

1,492,000

54.7
_____

111,30011l.300

120,800

4.4
_____

35.600
17,700

53,300

1.9

4
2

6
mmlmml

4
0

4
......

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL
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CUBA

HEALTH SITUATION

Demography

1. The most striking feature of the demographic situation in Cuba is the trend
toward aging of the population. In 1993 the country had an estimated population
of 10,922,190 inhabitants, and 152,000 children were born that year, while in
1963, 250,000 children were born but the population numbered only 7.5 million. The
estimated population growth rate in 1993 was 0.66%. The age structure of the
population changed appreciably between 1970 and 1992. The proportion of the
population aged under 15 declined from 37.0% to 22.4%, whereas that aged 65 and
over grew from 5.9% to 8.9%X. The fertility rate per 1,000 women aged 15-49 was
74.4 in 1992.

2. Population density per square kilometer increased from 89.2 in 1993 to 97.6 in
1994. The proportion of urban population grew from 60.5X in 1970 to 69.0% in 1981
and 73.9% in 1992. The working-age population in 1993 numbered 6,549,192,
including persons of both sexes.

Health status indicators

3. In recent years Cuba has been immersed in an economic crisis that has impacted
on virtually all spheres of life in the country, health included. Nevertheless,
the principal health indicators have remained favorable. Infant mortality in 1994
was 9.9 per 1,000 live births and maternal mortaelity was 26.9 per 100,000 live
births. Life expectancy at birth is around 76 years for both sexes. However, an
increase in morbidity from some comnunicable diseases, such as tuberculosis,
leptospirosis, and acute diarrheal diseases, has been reported, as has an increase
in the rate of low birthweight.

4. Health authorities in the country have put forth considerable effort to
maintain the health levels achieved in earlier years. In its favor Cuba has an
extensive health service system built on a foundation of primary health care
through family medicine, which covers more than 90% of the population. The country
also has a large group of well-qualified health professionals and technicians.
Health authorities intend to maximize the potential of the health system, within
the framework of a policy aimed at strengthening decentralization and promoting
community invotvement in health.

5. One aspect of the health situation which has remained positive despite the
country's present difficulties and which bears witness to the effectiveness of the
Cuban health system is the situation of vaccine-preventable diseases, which have
declined enormously in recent years. Diseases such as poliomyelitis, neonatal
tetanus, diphtheria, rubella, measles, and mumps have essentially been eliminated.
These reductions can be attributed to the fact that the country has universal
immunization coverage at the national level. The vaccination scheme includes
immunization against hepatitis B with a vaccine developed in Cuba.
Factors affecting health status

6. Despite Cuba's economic difficulties-which,as was noted above, have begun to
impact negatively on the health situation-in 1994 significant agreement and
progress were achieved in some spheres of the economy, which is expected to favor
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economic recovery and help to improve the living conditions of the population in
the medium-term. One of the most significant economic results of 1994 was an
economic growth rate of 0.7X, which would appear to indicate that the economy has
stabilized after declining steadily since 1989. Also in 1994 tourism grew 14.4X,
non-sugar industrial production increased 8.5X, the budgetary deficit fell 72X in
comparison to 1993, the deficit declined to 7.3% of GDP, and exports of
pharmaceutical and biotechnological products surpassed USS 100 million.

7. Several noteworthy economic measures were adopted, including the reorganization
of State lands as cooperatives, which took place at the end of 1993; the
implementation of a new tax policy aimed at reforming the fiscal situation; and
other measures, such as charging for services which up to now have been
free-excludinghealth and education services. Another important change introduced
this year has been the restructuring of the central State apparatus, which has
entailed reductions in personnel and a redefinition of functions aimed at
achieving decentralization, debureaucratization, and rationalization of resources.
With a view to alleviating and eventually resolving food supply problems by
boosting current low levels of production, agricultural and livestock markets have
been opened up to participation by various private ventures, as well as
cooperatives and State food production entities, and the markets are being allowed
to function according to the laws of supply and demand. Similarly, the small-scale
industrial market has been opened up for the sale of articles for which there is
high popular demand.

8. In the social sphere, the political commitment to prioritize health and
education as inalienable rights of the population and responsibilities of the
State has been maintained. In the national political realm, the process of
enhancing State and government institutions continues with a view to maximizing
the effectiveness of both Local governnents and the National People's Assembly
(parliament).

PLans and priorities for national health development

9. Cuba has a single comprehensive and decentralized health care system. The
regulatory entity is the Ministry of Public Health (MINSAP), which exercises
normative, coordination, and control functions.

10. The cornerstone of the National Health System is the Family Doctor Program,
under which teams of doctors and nurses provide comprehensive care for the
population. The family is considered the core of this effort. Education,
prevention, and health promotion are stressed.

11. The evolution of the health situation and the development of the National
Health System prompted a proposal, in early 1992, for an important change in the
public health strategy contained in the document "Objectives, Aims, and Guidelines
for Improving the Health of the Cuban Population 1992-2000" (known by its Spanish
acronym as OPD-2000). OPD-2000 defines a public health strategy that emphasizes
health promotion and prevention of disease and health impairments, together with
enhancement of recuperative and rehabilitative activities.
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TECHNICAL COOPERATION STRATEGY

12. The strategy for the delivery of technical cooperation during 1996-1997 is
based primarily on the results of the evaluation of PAHO/WHO cooperation in Cuba
from 1989 to 1991 and the follow-up evaluations of 1992 and 1994. These exercises
were undertaken with the conviction that evaluation is as essential as programming
and is indispensable in order to improve implementation. Evaluation is considered
especially important in tight of the rapid and profound changes that have taken
place in the national situation in recent years, bringing new challenges and
opportunities.

13. Accordingly, an attempt will be made to clearly identify PAHO's commitments
with regard to the delivery of results, clarify the recommendations emanating from
the aforementioned evaluations in terms of the measures to be taken by PAHO or
MINSAP in order to be able to monitor and evaluate the fulfillment thereof, and
separate functional approaches from programs as such.

14. With these objectives in mind, the PAHO/WHO Representative Office in Cuba has
striven to improve technical cooperation in the framework of the changes that were
initiated in 1989.

15. Participatory action is one of the general principles guiding the work of the
Representative Office. It is of great importance from an operational standpoint
and is evident basically in three complementary and interrelated dimensions: In
the Office's relations with MINSAP and with other national agencies and
institutions involved in cooperation; In internal relations within the Office
between the Representative and the technical and administrative units; In
relations with the PAHO Regional programs and centers.

16. Participatory action takes place in three main areas: 1) joint programming by
the cooperation units; 2) ongoing coordination between the parties involved in the
cooperation process within and outside the Representative Office; and 3)
responsibility by functional area for technical cooperation activities (i.e., the
distribution of the Office's technical work by functional area).

17. With a view to creating favorable conditions for the delivery of cooperation
under the proposed model, key processes have been defined which will be carried
out as the activities develop in order to enhance the work undertaken by the
technical unit of the Representative Office in coordination with national groups
during the 1996-1997 biennium. These processes are:

18. Carry out within the Representative Office an ongoing situation analysis with
a view to more clearly revealing the complexities and nuances of the existing
situation and implementing a system for providing appropriate cooperation
responses.

19. Promote joint analysis with national groups of the conditions in which
cooperation will be carried out in 1996 and 1997, aimed at creating a consensus
that will facilitate the adjustment and adaptation of technical cooperation
activities.

20. Promote an ongoing dialogue with political authorities within MINSAP end lay
the foundations for generating dynamic responses in light of the alternatives
proposed.

21. Design and formulate plans, actions, and alternatives before anticipated
changes occur, rather than improvising solutions after the fact. The foregoing
implies planning for various scenarios and devising alternate responses through
a deliberate and ongoing process of analysis and planning.

22. Vigorously undertake to seek and mobilize fresh resources for cooperation,
focusing on promising sources such as projects in local areas (provinces,
municipios) and exchanges between peripheral institutions, taking into account
interdisciplinary, interprogram, and intersectoral priorities and actions.

23. Maintain continuous communication with the other organizations and agencies
of the United Nations system engaged in cooperation activities so as to share
complementary resources, maximize the capacity for mobilization of external
resources from new sources and better utilization of internal resources, and in
general increase efficiency and effectiveness.

24. Management in new areas will be carried out through continual coordination,
which will make it possible to carry out integrated cooperation activities with
the understanding that management will be oriented toward the mobilization of
national and external resources in the broadest possible sense.

25. Under this criterion collective work will include the conception, planning,
execution, and evaluation of cooperation activities foreseen under the rest of the
functional approaches.

26. Each group of activities planned under the functional approaches will respond
to the question of how to achieve greater mobilization of hunman, political,
institutional, financial, information, and physical resources through training,
research, information dissemination, or the development of policies, plans and
standards applying criteria of efficiency and effectiveness and monitoring the
suitability of each activity for achieving the objectives set.

27. Joint technical working groups comprising individuals from MINSAP and the
PAHO/WHO Representative Office will be formed to enhance the work and
effectiveness of the functional groups, the Advisory Comittee on Fellowships
(which is responsible not only for awarding fellowships but for activities aimed
at enhancing and multiplying knowledge at the country level), the Advisory
Committee on Health Research, and the Committee on Financial and Physical
Resources, which controls the procurement and utilization of supplies and
materials.

28. Under the functional approach of developing policies, plans, and standards,
the technical cooperation strategy is geared toward supporting decentralization
and strengthening municipal health systems.

29. Information dissemination wiul increase through the National Medical Sciences
Information System with a view to achieving the necessary coherence and
strengthening national capacity in this area.

30. Direct technical cooperation will continue to be a significant element in the
delivery of cooperation, which is oriented toward achieving the desired impact on
the policies and programs of the National Health System.
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ObJectives

BIENNIAL PROJECTS

PROJECT 1: EFFICIENCY AND QUALITY OF THE NATIONAL HEALTH SYSTEM

PURPOSE

1. The most innovative concepts, methods, and techniques in the fields of
economics and health will be incorporated in order to strengthen the economic
planning and management of the System.

To develop economic and financial concepts, methods, and techniques that will
produce appreciable gains in the efficiency and quality of the National Health
System.

EXPECTED RESULTS

1. Cooperation in updating economics and health concepts and in implementing new
economic and financial methods and techniques.

2. Contribution to the enhancement and expansion of the cost accounting systems
in the various units of the National Health System.

3. Contribution to the implementation of new methods of health plannming that wilt
respond to demographic and health status changes, with special e~phasis on the
local level.

PROJECT 2: MUNICIPAL HEALTH SYSTEMS

PURPOSE

To enhance the organizational structures and the managerial capacity of the
National Health System with a view to strengthening municipal health systems.

EXPECTED RESULTS

1. Cooperation in strengthening managerial capacity at the various Levels of the
System in order to contribute to the achievement of State policy objectives in the
area of health.

2. Contribution to monitoring, evaluation, and support at the provincial and
municipal level of the activities planned for the biennium under OPD 2000.

CUBA

1. By the end of the biennium, the human resources responsible for applying
economic and financiat methods end techniques at all levels of the System will
have been trained.

1. By the end of 1997, the health personnel in charge of imptementing and
expanding the cost accounting systems at the level of each province and municipio
will have been trained.

1. By the end of the biennium, new methods for human, material, and financial
resource planning in the health field will have been implemented, prioritizing
this activity at the Local level.

1. By the end of the biennium, human resources will have been trained and the
necessary technical and financial resources will have been mobilized to support
the nationat program for strengthening the managerial capacity of the provincial
and municipal levels, in accordance with OPD 2000.

1. The managerial knowledge and techniques of National Health System officials
will be updated, emphasizing provincial and municipal health leadership in
accordance with the agreed program of work for 1996-1997.

1. Hunmn resources will be trained and technical and material resources will be
delivered in order to furnish the system, at the national, provincial and
municipal levels, with the information and criteria necessary for monitoring,
evaluation, and support of the OPD 2000 activities during the biennium.
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Objectives

PROJECT 3: EPIDEMIOLOGY

PURPOSE

To introduce new knowledge in the fields of epidemiology, health statistics, and
health surveillance.

EXPECTED RESULTS

1. Contribution to the enhancement of recording, processing, analysis, and
dissemination of statistical information in order to adapt it to health
surveillance requirements and meet the information needs of the various Levels of
the National Health System.

2. Implementation of the Tenth Revision of the International Classification of
Diseases.

3. Collaboration in improving the capacity for evaluation of health programs.

PROJECT 4: HEALTH RESEARCH

PURPOSE

To collaborate in strengthening national capacity for health research at all
levels of the system.

EXPECTED RESULTS

1. Training of specialized national personnel for research in health economics and
assessment of technologies.

PROJECT 6: QUAUTY OF MEDICAL EQUIPMENT MANUFACTURINO

PURPOSE

To cooperate in developing the technical and managerial capacity of the medical-
pharmaceutical industry and State assessment, monitoring, and assurance of the
quality of medical equipment manufacturing.

1. By the end of the bienniun, 50X of existing statistical information systems
will have been improved.

1. By the end of 1997, personnel will have been trained and the Tenth Revision
will have been implemented in the processing of mortality and hospital morbidity
statistics throughout the country.

1. By the end of the biennium, the managerial and professionals teams in the area
of health statistics will have improved capacity for the evaluation of health
programs.

1. By the end of 1997, research teams for the study of health economics and
assessment of technologies will have been formed in the 14 provinces of the
country.

2. During 1996 and 1997, biomedical research groups wiLL be trained at the various
levels of the health system in the province of Matanzas and its 14 municipios.

1. During 1996, research groups in the areas of health economics and technology
assessment will have been organized in every province.

2. By the end of 1997, studies in these areas will have been designed and adapted
to the characteristics of each of the 14 provinces.

1. By the end of the biemiun, 60 executives and professionals will have been
trained in various technologies of production, administration of drugs, and
distribution in the pharmaceutical industry.

Indicators
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2. By the end of 1997, a program will be in place for the implementation and
monitoring of the regulations for evaluation and registration of medical
equipment, and personnel will have been trained.

3. By the end of 1997, the Spanish-language classification of medical equipment
will have been adopted.

EXPECTED RESULTS

1. Strengthening of national capacity for the implementation of the program and
master plan for the certification of pharmaceutical procedures.

2. Strengthening of national capacity for the development of drug technologies,
new drug packaging technologies, and administration.

3. Strengthening of national capacity for management.

1. By the end of 1997, the executives and members of the Technical Committee on
Certification will have been trained in two of the elements involved in
certification: documentation and personnel, in 8 pharmaceutical plants.

1. By the end of 1997, 30 professionats will have been trained in the production
of different drug forms, new methods of administering drugs, and packaging
technologies.

1. By the end of 1997, 30 executives from drug manufacturing plants will have been
trained.

4. Training of national personnel for the implementation of
evaluation and registration of medical equipment.

5. Strengthening of national capacity for monitoring and
medical equipment.

the regulations for

quality control of

1. By the end of 1997, 200 specialists from all the provinces will have acquired
the necessary technical-scientific knowledge and completed the training program.

2. During 1997, four testing laboratories in the country will be accredited.

1. By the end of the biennium, 100 specialists will have been trained in
monitoring of medical equipment that emits ionizing radiation and other relevant
techniques.

2. By the end of 1997, the revised Spanish version of the classification of
medical equipment will have been obtained.

3. By the end of the biennium, electronic information support for the evaluation
and quality control of medical equipnent will have been improved.

PROJECT 6: SCIENTIFIC AND TECHNICAL INFORMATION

PURPOSE

To raise levels of production and dissemination of scientific and technical health
information.

EXPECTED RESULTS

1. Enhancement of the capacity of groups engaged in information anatysis and
improvement of databases in order to ensure appropriate selective and general
dissemination of information to the National Health System.

1. By the end of 1997, 60X of technical personnel will have been trained in the
analysis of information, and the database on institutions of the National Health
System will have been updated.

2. By the end of the biennium, an information unit will have been created within
each of the municipios located in mountainous areas (Turquino Plan), and technicalt
personnel wilt have been trained in electronic information processing.

1. By the end of 1997, 60X of the technical personnel in this area will have been
trained, 12 medical updates and 6 informative packages will have been prepared and
distributed, and the database on the National Health System will have been
updated.

CUBA

Indicators
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Obiectives

2. Progress toward meeting the scientific and technical information needs of the
family doctors and nurses working in mountainous areas (Turquino Plan) and those
of local health systems without their own information units.

PROJECT 7: GENDER APPROACH

PURPOSE

To contribute to the incorporation of the gender approach in national public
health strategies.

EXPECTED RESULTS

1. Incorporation of the gender approach in municipal health promotion projects.

2. Studies of the problems affecting women at the national and local levels, their
determinants, and the most relevant social actors linked to these problems.

3. Strengthening of the gender approach at the decision-making levels of the
health sector and other related sectors.

PROJECT 8: HUMAN RESOURCES DEVELOPMENT

PURPOSE

To contribute to the improvement of the National Nealth System, focusing on the
family doctor and nurses within municipal health systems.
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Indicators

1. By the end of 1997, at Least one information unit, equipped with computers and
communications software to enable it to access electronic information, will have
been created in every municipio included under the Turquino Plan.

2. During 1996 and 1997, at least 2 technicians from selected municipios will be
trained in accessing scientific and technical information through electronic mail
and databases.

3. By the end of the biennium, at least one information unit will have been
created in local health systems that do not have one.

1. During 1996 and 1997, the incorporation of the gender approach will be
increased through participatory identification and intersectoral coordination and
research on formutation of policies and programs for health promotion oriented
toward the local level.

1. By the end of 1997, 100% of municipal health promotion projects will be
incorporating the gender perspective.

2. During 1996 and 1997, at least three municipal health promotion projects will
have the problems of women as their central focus for intervention.

1. By the end of the biennium, two action-oriented studies will have been
conducted.

2. By the end of 1997, participatory activities for the identification of problems
will have been carried out in all the provinces of the country.

1. By the end of 1997, national policy and strategy documents incorporating the
gender perspective will have been prepared.

2. During 1996 and 1997, a sectoral coordination group on the problems of women
will be formed and will begin functioning.

1. By the end of 1997, family doctors and nurses will have been trained in the
application of the epidemiological method and in health promotion and disease
prevention, through activities carried out at the local level. Results will be
evaluated at the end of 1997.

2. By the end of the bienniunm, the instruments selected for improving the quality
of hospital care and evaluating the country's hospitals and planning for their
development through the year 2000 will have been implemented.

3. By the end of 1997, the control process aimed at ensuring rational use of
laboratory tests in the National Health System and good practices in the use of
blood and blood products at the municipal health system level willt have been
instituted.



Obiectives

EXPECTED RESULTS

1. Application of the epidemiological method and evaluation of the automated
system for monitoring patients served through the family doctor and nurse system.

2. Training in the approach of health promotion and disease prevention for family
doctors and nurses.

3. Improve the documentation provided to family doctors.

4. Application of the instruments selected for developing the program to ensure
the quality of care in hospital services.

5. Evaluation of the network of hospitals and identification of their
organizational, technical, and investment potential from now until the year 2000.

6. Contribution to the establishment of a control policy designed to promote
rational use of clinical laboratory tests among the population with
noncommunicable diseases in municipal health systems.

1. By the end of the biennium, the epidemiological method will have been
implemented in 20 selected Local health systems and selected personnel will have
been trained.

2. By the end of 1997, the automated control methodology will have been evaluated
at the local health system Level and extended to 20 polyclinics.

1. Training needs will be identified and 40X of the famity doctors and 20% of the
nurses will be trained in health promotion and disease prevention.

2. A methodology that makes it possible to evaluate the results of the training
in disease prevention and health promotion will be developed and implemented.

1. By the end of 1996, the sample for carrying out a study of documentation will
have been selected, and a methodology for evaluating whether or not it is being
used correctly will have been developed.

2. During 1997, dissemination of the officially approved documentation will be
initiated.

1. By the end of 1997, the review of the program in 100X of the hospitals will
have been completed and the personnel participating in the implementation of this
program will have been trained.

2. By the end of the biennium, the application of the organization manuals in the
hospitals of the country will have been completed.

3. By the end of 1997, the accreditation of the country's general hospitals will
have been evaluated.

4. By the end of the biennium, the manual on accreditation of gynecological-
obstetric, pediatric, and specialized hospitals will have been completed and
implemented.

1. During 1996, evaluation instruments will be developed and personnel will be
trained in their application.

2. By the end of 1996, all hospitals in the network will have been surveyed.

3. During 1997, the potential and needs of the network will be determined.

4. By the end of the bienniun, the organizational, technical, and investment
potential of the network up to the year 2000 will have been determined.

1. By the end of the biennium, the quality of clinical diagnosis and its
correlation with the biochemical tests carried out, taking into account the
positivity and negativity of those tests, will have been evaluated in 5 local
health systems.

CUBA

Indicators

429



CUBA 430

Indicators

2. By the end of 1996, training will have been provided for the personnel
participating in the evaluation and preparation of the List of essential clinical
laboratory tests for patients with noncommunicable diseases.

7. Preparation of a manual on good practices in the use of blood and blood
products and development of a methodology for its implementation.

8. Enhancement of nursing technology to raise the quality of care at the primary
care and hospital Levels.

PROJECT 9: PHC TREATMENT GUIDE

PURPOSE

To continue collaborating in the dissemination of the new PHC treatment guide and
the establishment of reference centers for systematic updating of family doctors
and nurses.

EXPECTED RESULTS

1. Increase in technical training in medical treatment practices for PHC
professionals.

2. Contribution to the development of centers at the national and provincial
levels intended to update, by various means, the information in the health system
on appropriate use of drugs.

PROJECT 10: TRAINING IN PUBLIC HEALTH

PURPOSE

To help enhance the skilis of the health human resources uho make up the
managerial teams at the provincial and municipal levels and to upgrade
undergraduate and graduate training and advanced training in health research.

EXPECTED RESULTS

1. The Level of development of the school of public health will be increased.

1. By the end of the biennium, the manual will have been completed and the
methodology will have been developed.

1. During 1996 and 1997, nursing human resources will be trained with a view to
increasing the quality of care for patients.

2. By the end of 1996, a methodology will have been designed that will make it
possible to monitor and evaluate the contribution of nursing to the care of
patients, families, and communities.

3. By the end of the biennium, manuals on nursing techniques and procedures will
have been revised and updated.

1. The impact of the therapeutic guide on professional medical performance will
be evaluated.

2. At the end of the biennium, the therapeutic guide will be revised and enhanced.

1. During the biennium, 15 centers will be established throughout the country to
provide information on use of drugs in PHC.

2. ALL personnel linked to the PHC drug information centers will be trained.

1. By the end of 1997, the program for enhancement of the skills of managerial
personnel in priority areas will have been incorporated into graduate and
undergraduate training programs, as will advanced training in health research and
advanced training for teaching personnel emphasizing the school of public health,
CENAPEM, CENAPET and the local level.

1. By the end of the biennium, the training projects for managerial teams at all
levels of the National Health System and health services will have been evaluated,
and teaching personnel will have been trained in methodologies of the school of
public health.

Objectives
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2. Enhancement of the professional training of personnel at the centers for higher
education in medical and technical fields and personnel in the services.

3. The process of continuing education for health human resources begun under the
"Qualitative Leap" Project will be extended to the rest of the provinces.

4. Implementation and application of continuing education for selected PHC
personnel. Introduction of elements of long-distance and audiovisual education.

PROJECT 11: HEALTH PROMOTION

PURPOSE

To help strengthen the health sector's capacity to identify and Lead intersectoral
processes that will promote and protect health.

EXPECTED RESULTS

1. Strengthening of health promotion programs through the mobilization of
resources and the integration of Local health systems and "Municipios for Health"
networks and projects with a view to engendering a culture of health.

2. Formulation of intersectoral plans and execution of intersectoral projects
aimed at boosting social development es an indispensable element for promoting a
culture of health.

3. Mobilization of resources within the country in programs that influence the
determinants of health status and quality of Life as part of the development of
a culture of health.

PROJECT 12: MATERNAL AND CHILD HEALTH

PURPOSE

To help strengthen the actions of MINSAP in maternal and child health in
accordance with the national priorities set forth in OPO 2000.

1. By the end of 1997, a master's degree program in medical education and a plan
for research on in-service human resource training, especially at the local level,
will have been inplemented.

1. By the end of 1997, the necessary personnel will have been trained and material
support will have been obtained for the extension of the "Qualitative Leap"
Project to the rest of the provinces.

1. By the end of 1997, bibliographic, technical, and material support for the
extension of the project will have been provided according to the timetable
approved jointly with MINSAP.

1. By the end of 1997, human technical, political, and financial resources will
have been mobilized to support the National Network of Municipios for Health and,
through joint effort with MINSAP, 45 Municipios for Health will have been
incorporated into the Network.

2. By the end of 1997, a multimedia health communication strategy using national
and local communications media will have been implemented.

1. The necessary technical and political resources will have been mobilized to
have two "municipios for health" in each province by 1996 and three in each
province by 1997.

1. The necessary technical and political resources will have been mobilized to
ensure that one "market for health" and one "school for health" are operating in
each province by 1996 and that two are operating by 1997.

1. By the end of 1996, an intersectoral technical advisory group will have been
formed and will have begun to function for every Local project, and by the end of
1997, the work of the intersectoral groups will have been consolidated and the
first evaluation thereof will have been conducted.

2. By the end of 1996, a multimedia strategy for health communication using
national and local media will have been developed. By the end of 1997, the
strategy will have been implemented.

1. During 1996 and 1997, methodologies, programs, and standards will be developed
for application in services and at the local Level, and health personnel will
received training in regard to the following priority problems: low birthweight,
accidents, acute diarrheal disease, acute respiratory infections, and care during
the prenatal period, delivery, and the puerperium.

2. Technical and operational collaboration will be provided in order to update the
national program on maternal and child health care and the evaluation of research
on growth and development.
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EXPECTED RESULTS

1. Contribution to the implementation of the national program for the reduction
of low birthweight throughout the country.

2. Collaboration in the implementation of the program for prevention of accidents
in children under 15 years.

3. Contribution to the inplementation of the approved methodological and technical
document with a view to reducing morbidity and mortality from acute diarrheal
diseases, cholera, and acute respiratory infections.

4. Contribution to the application of approved care standards for the perinatal
period, delivery, and the puerperium, and to the .updating of the National Program
on Maternal and Child Health Care.

5. Collaboration in the development of a new version of the child health card.

6. Collaboration in the evaluation of research on growth and development.

PROJECT 13: NUTRITION

PURPOSE

To enhance intervention strategies in order to improve the nutritional status of
the population.
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1. By the end of the biennium, the medical and nursing personnel associated with
the program in all the municipios will have been trained.

2. During 1996 and 1995, periodic evaluation and supervision will be carried out
in order to permit monitoring of this program.

3. Sufficient copies of the program materiais will have been published and
reproduced to cover the needs of primary and secondary care facilities.

1. During 1996, medical and paramedical personnel up to the polyclinic level will
be trained in the fundamental aspects of the program.

2. By the end of 1996 a methodology for evaluating the program will have been
developed.

3. During 1996 and 1997, sufficient educational materiats to provide the
population with adequate information on accident prevention will be published and
reproduced.

1. During the biennium, human resources (physicians, nurses, auxiliary personnel)
will be trained at the level of the municipal health systems.

2. By the end of the biennium, periodic evaluation and supervision will have been
carried out at ell levels of the system, which will make it possible to monitor
and assess the effectiveness of this program.

1. By the end of 1996, the updated methodology for specialized perinatal care wi[l
be available.

2. During 1996 and 1997, a methodology for monitoring and evaluation of the
fundamental aspects of the program will be developed and applied.

3. At the end of 1997, the effectiveness of the proposed measures, in terms of
differences in indicators, will be assessed.

1. Technical and material resources witll have been provided to assist in the
production of a sufficient number of cards to cover the entire population aged 1
to 6.

1. By the end of 1996, the methodology for evaluating research on growth and
development will have been designed.

1. During the biennium, the personnel will be trained in nutrition and food
hygiene and in food security at the community level, and technical and material
support will be provided for the implementation and operation of the nutritional
surveillance system at the level of the municipios.



Obiectives

EXPECTED RESULTS

1. Enhancement of the nutritional surveillance system at the Local Level.

PROJECT 14: ENVIRONMENTAL PROTECTION

PURPOSE

To contribute to the national program for environmental protection, with enphasis
on the Local Level.

EXPECTED RESULTS

1. Enhancement of environmental monitoring at the municipal health system level.

PROJECT 15: IMMUNIZATION

PURPOSE

Indicators

1. By the end of the biennium, systems of nutritional surveillance will have been
imptemented and wiLL be operational in aLl the municipios of the country.

1. During the biennium, operational resources wiLL be obtained and personnel wiLL
be trained to support the establishment of an environmental monitoring system at
the local Level in all the municipios of the country.

1. By the end of 1997, personnel will have been trained and environmental
monitoring systems for the assessment of environmental impact and health hazards
wilL have been established in all the municipios of the country.

1. During the biennium, human resources wiLL be trained in diagnosis, management,
and evaluation in order to improve communicable disease control, strengthen the
immunization program, and enhance epidemioLogicaL surveillance.

To contribute to the national immunization program and to improve the diagnosis
and control of communicabLe diseases.

EXPECTED RESULTS

1. Contribution to the strengthening of national immunization programs at the
Local leveL.

2. Collaboration in the development of epidemioLogy, with emphasis on modern
techniques of diagnosis, management, and evaluation of programs and services.

PROJECT 16: VETERINARY PUBLIC HEALTH

PURPOSE

To contribute to the strengthening of veterinary public health with emphasis on
strengthening the system of epidemiological surveillance, zoonosis control, food
safety, and production of viral vaccines.

1. By the end of 1997, control systems for vaccine-preventable diseases wiLL have
been improved in allt poLycLinics in the country.

1. During the biennium, selected personnel from the national Level down to the
Local level from all 14 provinces will be trained in management and evaluation of
programs and services.

2. By the end of the biennium, systems of epidemiological surveilLance and
automated control of information on communicable diseases will have been
established in aLL 14 provinces.

1. By the end of biennium, the necessary human resources will have been trained
in order to extend throughout the country the experience in epidemiological
surveilLance accumulated during the 1994-1995 biennium.

2. Personnel wiLL be trained in the diagnosis of food-borne diseases and zoonoses.

3. CriticaL supplies for the production of viraL vaccines will be obtained.
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Obiectives

EXPECTED RESULTS

1. Improvement of the system of epidemiological surveillance and its adaptation
to new forms of agricultural and livestock production.

2. Incorporation of modern techniques of diagnosis of food-borne diseases and
zoonoses in the services.

3. Enhancement of the technologies for production of multiple vaccines for fowl.

PROJECT 17: CHRONIC DISEASES

PURPOSE

To contribute to the development and extension of the program for health
promotion, disease prevention, treatment, and rehabilitation in order to reduce
morbidity and mortality due to chronic noncommunicable diseases, and to enhance
the development of the health promotion program for the elderly.

EXPECTED RESULTS

1. Contribution to the enhancement of the control of essential arterial
hypertension as a risk factor in mortality from acute myocardial infarction and
its relationship to pre-coronary care units.

2. Contribution to the reduction of complications of diabetes mellitus.

3. Collaboration in the reorganization of mental health care in PHC settings
within the framework of local health systems.
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Indicators

1. By the end of the bienniun, the experiences of the provinces of Camaguey and
Las Tunas will have been extended to the rest of the provinces and the personnel
involved in their extension will have been trained.

1. During the biennium, programs will be revanmped and personnel will be trained
for the diagnosis of food-borne diseases under the current circumstances of family
or "backyard" livestock-raising.

1. Critical supplies for the production of vaccines will be obtained and the
analytical capabilities of the laboratory of the national institute of food
hygiene will be developed.

1. By the end of the biennium, control of arterial hypertension, treatment of the
complications of diabetes mellitus, care for asthmatics, and care for cancer
patients will have been improved.

2. By the end of 1997, alternative community-based models of mental health care
witl have been developed and a clinical- epidemiological mental health care model
will have been implemented.

3. By the end of the biennium, instruments will have been introduced that will
inprove the quality of care for the elderly and their families and communities.

4. By the end of 1997, a methodology for the control of prescriptions and rational
use of drugs to treat chronic noncommunicable diseases will have been implemented.

1. At the end of the biennium, the results of the methodology applied for the
control of arterial hypertension as a risk factor will be evaluated, and then
subsequently enhanced and extended throughout the country.

2. At the end of the biennium, the results of the methodology applied for the
evaluation of pre-coronary care units and its implementation throughout the
country will be available.

1. By the end of the bienniun, a methodology that makes it possible to evaluate
and enhance the control of complications of diabetes mellitus will be avaitable.

2. The National Program for Control of Diabetes Melltitus will be updated and
enhanced.

1. By the end of 1997, alternative models of mental health care centered in the
community and within its social networks will have been developed, these models
will have been introduced into eight municipal health systems, and personnel will
have been trained in their implementation.

2. A methodology for the reorganization of psychiatric care in PHC settings will
have been developed.



Obiectives

4. Implementation of a clinical-epidemiological mental health model and a
methodology for the rehabilitation of Long-term psychiatric patients in PHC
settings.

5. Development of an evaluation model to ensure quality care for psychiatric
patients.

6. Increased quality of medical care for patients with bronchial asthma.

7. Increased quality of care for the elderly and support for those who care for
the eLderly, as well as economnic evaluation at the local Level.

8. Support for actions geared toward increasing the quality of medical care for
cancer patients.

9. Strengthening of the national program for the control of cervical, breast, and
mouth cancer.

10. Increased quality of clinical research on cancer.

11. EstabLishment of a control model that makes it possible to assess whether the
pharmacologicaL groups utilized for the treatment of noncommunicable diseases are
being appropriately prescribed and rationaLLy used.

Indicators

1. By the end of the biennium, the clinical-epidemiological model will have been
introduced into the country's municipal health systems.

2. A methodology for assessing the rehabilitation of long-term psychiatric
patients will have been implemented.

3. The personnel who are to participate in the inplementation of the clinical-
epidemiological model will have been trained.

1. By the end of 1997, a List of the basic components of quality care for
psychiatric patients wilL have been formulated, taking into account the conditions
of the Cuban environment, and the evaluation model will have been developed.

1. During 1996, the national program for the care of asthmatics throughout the
country will be evaluated and enhanced.

1. By the end of the biennium, the results of the evaluation of research on the
effectiveness on various forms of care for elderly will be available.

2. New diagnostic evaluation techniques and methods for treating senile dementia
will be applied.

3. The Level of care of the family will be measured through methodology created
for the early diagnosis of senile dementia.

1. By the end of the biennium, a system for monitoring the quality of oncological
services, including those rendered at the PHC Level, will have been inplemented.
Selected personnel Linked to primary and secondary oncological care will have been
trained.

1. By the end of 1997, the new case registry system for cervical, breast, and
mouth cancer will have been implemented.

2. By the end of the biennium, a project for control of breast cancer in one
municipio of the country will have been finalized.

1. A methodology will have been developed that will make it possible to evaluate
the quality of clinical research on cancer.

2. By the end of the biennium, research on the hunman papilloma virus (HPV) wiLL
have been completed.

1. By the end of 1996, a national quantitative and qualitative study to evaluate
the use and effectiveness of psychoactive drugs, corticosteroids, bronchodi ators,
and other pharmacological groups will have been conpleted.

2. By the end of 1997, a methodology for monitoring the prescription and rational
use of drugs will have been developed and implemented.
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Objectives

PROJECT 18: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To promote, through technical cooperation among countries, the exchange of health
knowledge, experiences, and technologies in areas of common interest.

EXPECTED RESULTS

1. Contribution to the initiation of exchanges between Cuba and other countries
of the region in priority areas in the health field.

PROJECT 19: COORDINATION OF TECHNICAL COOPERATION

PURPOSE

To enhance the methods for executing and evaluating cooperation in accordance with
national priorities and to develop schemes for interprogram and intersectoral
cooperation.

EXPECTED RESULTS

1. Training of technical and administrative personnel from the Representative
Office and from the international relations section and the collaboration unit of
MINSAP Linked to the work of PAHO/WHO.

2. PLanning, execution, and evaluation of all activities included in the APBs and
PTCs for the biennium and adherence to the timetable established by Headquarters
for the delivery of cooperation.

3. Increased extrabudgetary funds to support national health programs.
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Indicators

1. By the end of the bienniumn, greater participation by the countries in joint
projects will have been achieved and the areas of technical collaboration will
have been diversified.

1. By the end of 1997, bilateral and multilateral coordination will have
increased, as will the participation of other agencies for the quantitative and
qualitative development of operational programs of work agreed between various
parties.

2. During 1996 and 1997, 90% of the agreed programs will be carried out, and 100%
of those carried out will be evaluated.

1. By the end of the biennium, the development program for personnel linked to the
international cooperation of the Representative Office and MINSAP will have been
completed.

2. During the bienniun, the formulation, execution, and evaluation of the annual
and four-month programs will be compteted.

3. The mobilization of extrabudgetary resources for the health sector will be
increased.

1. By the end of the biennium, the personnel development program agreed upon
between the Representative Office and MINSAP for 1996-1997 will have been
completed.

1. The APBs for 1997 and 1998 and the PTCs for 1996 and 1997, with their
corresponding evaluation reports, will be prepared on time and in the correct
format.

1. By the end of the bienniun, the mobilization of external and internal resources
to support health programs, mainly at the local Level, will have increased.



PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
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1994-1995

AMOUNT TOF
AMOUNT TOTALPROGRAM CLASSIFICATION

-------------------------_-------_-------_____________________________

1996-1997 1998-1999

X OF
AMOUNT TOTAL AMOUNT

_ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
RESEARCH POLICY AND STRATEGY DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
….…mmmmmmm...................m

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILO HEALTH AND FAMILY PLANNING

967, 300
...........
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HSD 213,200
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394.700

CPS 394,700

249,900

HST 137,500
HBI 112.400
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TCC 70,900

731,900
...........
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UAH 365,700
DPR 75,800

290,400

HRH 290,400

215,100

114,600

WCH 114,600
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8.7
1.6

16 .0
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5.6
4.6

2.9

2.9

29.8
..-.m

18.0

14.9
3.1

11.8

11.8

8.8
.....

4.7

4.7

1,060,600
...........

276,100

234,100
42,000

427,200

427.200

275,300

150,600
124,700

82,000

82,000

800,600
....-......

485,400

404 000
81,400

315,200

315,200

238,000

127,200

127,200

39.4
.....

10.3

8.7
1.6

15. 9

15.9

10.2

5.6
4.6

3.0

3.0

29.7
.....

18.0

15.0
3.0

11.7

11.7

8.8

4.7

4.7

OF
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39.1

10.2

8.7
1.5

15.4

15.4

10.3

5.6
4.7

3.2

3.2
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_....

18.1

15.1
3.0

11.6

11.6
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4.8
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...........
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258 100
45 800
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343,800
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264,600

141,700

141,700
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PROGRAM BUDGET - PAHO ANO WHO REGULAR FUNDS (CONT.)
---------------------------------------- ---------- --- _----------------------

PROGRAM CLASSIFICATION

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION ANDO SOCIAL COMMUNICATION HED

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
*...--.-mmm .............................

NUT

1994-1995

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

41,200

41,200

59,300

59,300

90,200

1.7

1.7

2.4

2.4

3.7

1996-1997
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AMOUNT TOTAL

45 900

45.900
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97,700
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1.7

1.7

2.4

2.4

3.6

1998-1999
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AMOUNT TOTAL

51 400

51,400

71,500

71,500

106,300

1.7

1.7

2.4

2.4

3.6

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT &

VI. DISEASE PREVENTION AND CONTROL
..............................

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

MANAGEMENT

CONTROL OF NONCOMMUNICABLE DISEASES

OTUER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

2,694,700 100.0
mmlmlmm11 mm m mm

ERA
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90,200

90,200

449,000

192,300

192,300

217,800

217,800

38,900
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3.7

3.7

18.3
7.8....

7.8
7.8

8.9

8.9

1.6

1.6

NCD
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97,700
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216....100

216,100

2169100
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3.6

3.6

18.5

8.0

8.0

8.9

8.9

1.6

1.6
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243,600

263,800

263,800

46,500

46,500ZNS

3.6

3.6

18.7

8.2

8.2

8.9

8.9

1.6

1.6
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995
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______________________________________________________________________

1996-1997 1998-1999
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_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCV AND HUMANITARIAN ACTION

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ESSENTIAL DRUGS

ESSENTIAL DRUGS

IV. HEALTH PROMOTION AND PROTECTION
.......Ie.....................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

VI. DISEASE PREVENTION AND CONTROL
..............................
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DIARRHEAL DISEASES
AIDS

GRAND TOTAL
... al......
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...........
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....... ...
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.....
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4.4
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immmI

o
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o
o

o
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0
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0

0
0
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-_~ O

_ O
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
-------------------------------------- - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - -

-------- PERSONNEL--------
TOTAL PROF. LOCAL SHORT-TERM DUTY
AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL

t t $ S
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1,398,300
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1
0

1
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o

o
......

283,300
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... 11.......

11.5
_____

73,600
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_____
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17, 100
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_____
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$

156.000
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_____
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AND AND
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........ 20

20 4
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27.0
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o

O

m..........
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_____
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,,...--0.9-
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11. 1
_____
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...........

9.8
_____
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..........

_ _ _
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........... ..........
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17.0 21.4
_ _ _ _ _ - - - - -

1998-1999

PAHO - PR
WHO - WR

TOTAL
.....
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1,701,300
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mmmmmmmmmmm

1

1
mmmmmm

o

0
mmmmmm

% OF TOTAL 100.0

315,300
O

315 300

10.6

73,600
190,500
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...........

8.9

24,000
O

24,000

.8

156.000
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15.4

198 500 301 500
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666,900 885,300
mammmmmmmm mmamammaaa

22.4 29.8

SOURCE
OF FUNDS

1994-1995

PAHO - PR
WHO - WR

TOTAL
OF TOTAL

X OF TOTAL

1996-1997

PAHO - PR
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TOTAL
.....% OF TOTAL

X OF TOTAL
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2,694,700
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1

1
......

O

O

......
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_____

o

.0
..........

.0
_____
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11.5
_____

o

O

..........

.0
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156,600

358,300
12...........

12.1
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DOMINICA

HEALTH SITUATION

Demography

1. In the 1991 census, the total population of the Commonwealth of Dominica was
estimated at 71, 183 compared to 73,795 in 1981. The figures further revealed
that 34X of the population is below 15 years of age, 545 below 25 and 76X under
the age of 44 years. The projected growth rate has been estimated et 0.5X. The
male to female ratio is approximately 1.1 with a slightly higher female
population.

2. Life expectancy has improved end has increased from 68 years at birth to 74
years for females and 61 years to 71 years for males, contributing to an
increasing prevalence of chronic health conditions. The infent mortality rete has
further declined from 15.1/1000 birth (1991) to 14.1/1000 births (1993), but there
still remains the problem of a relative high neonatal rate.

3. The leading causes of death are heart diseases, malignant neoplasms,
respiratory system diseases end cerebrovascuiar diseases. Among the age group 0-5
years, conditions originating in the perinatal period is the leading cause of
death.

4. Chronic diseases such es diabetes and hypertension contribute most
significantly to morbidity. The prevalence of diabetes in 1993 was recorded es
3-5X of the total population. An estimate of the nunber of persons suffering from
hypertension show that 18X of the population suffer from this condition.

5. In 1985 hypertensives accounted for 3.7X of the total admissions to hospital
which increased to 9.1X in 1992. Obesity in children is en upcoming problem. A
study in 1993 revealed that 8-9% of children were obese. The need for programs
directed to health promotion end lifestyle changes is evident. Communicable
diseases continue to compromise the health status of the population, but poor
reporting with ill-defined diagnostic criteria and limited laboratory
confirmation, all affect the proper essessment of the epidemiology of notifiable
diseases. The incidence of HIV Infection was under 20/100,000 population in 1987,
however ratio increased to 29/100,000 in 1992. The male to female ratio is 3.1
with the highest rate among adults aged 25-44 years. To sddress these problems,
programs directed to health promotion, community awareness and counselling, which
are aimed at the target group, should be further instituted.

6. Typhoid fever is en endemic problem especially among the 5-24 age group and
this has shown a downward trend, with 6 persons reporting per annum within recent
years.

concluded, however, the important element derived was the improvement in the
fiscal performance through taxation reform and expenditure in 1991. Wages and
salaries rose by 28% compared to an average of 7X. Goverrnment therefore continues
to seek to restrict growth in the civil service wages and salaries.

8. The problem of excrete disposal and solid waste continues to be of Importance.
Approximately 30X of the population still has no access to acceptable sewerage
disposal facilities, contributing to the high revalence of helminthiasis
Infestation and occasional outbreaks of typhoid fever. However, there has been
some improvement in solid, liquid and excrete disposal along the West Coast road.
The absence of a bacteriology laboratory makes it impossibble for the monitoring
of water quality. DOMWASA has estimated that 87X of the population has potable
pipe-borne water. Disposal practices for sewerage, solid waste and industrial
waste waters present potentially serious pollution problems. The liquid and solid
wastes currently generated by the local population, agriculture and industrial
production and tourism activities exceed the disposal capacity of the country.
This has given rise to insects, vectors and rodents in heavily populated areas and
increasing cases of leptospirosis. With the development of the cruise ship
industry, buildings for services will have an impect on the water, sewerage and
solid waeste programs. The ebsence of en occupational hazard surveillance program
especially in agriculture and chemical industries is of growing concern.

9. The health services coverage continues to be high throughout the country. The
management of the Princess Margaret Hospital (PMH) remains a major problem and has
been addressed through assistence from the French Cooepration. With the
functioning of the new hospital in Portsmouth (50X estimated occupancy rate) there
has been some relief in overcrowding of the PMH. It is of concern that the
problem of overcrowding in the maternity ward will continue inspite of the
construction of a new wing (with the same number of beds) due to little
decentralization of deliveries continuing. This is compounded by the majority of
women preferring to be delivered in a hospital. Efforts to improve the delivery
of health services at the district level continue. A community mental health
program has not been fully established even though there has been improved
conditions in psychiatric/mental health services in hospital e~iodying new
approaches to mental health, a day care occupetionel therapy program and a
psycho-social worker. Further dental health care is needed to be expanded to
pregnant women.

10. Health in human development: A situational analysis wuas completed in 1994,
following which a five-year Strategic Health Plan has been developed. The
Government has expressed commitment to the Caribbean Cooperation in Health
initiative end plans reflect the priority areas. Health Information Systems have
been installed for planning, programming and evaluation of health services at the
district level.

Factors affecting health status

7. The 1981 census figures revealed that the unemployment rete was 18.6%X while in
1991 the census figures showed a significant reduction to 9.9X. This was
attributed in pert to the parallel growths in the construction and tourism
sectors. The structural adjustment program which began in 1986/1987 has been

11. Health systems and services development: The Ministry has continued to support
the process of decentralization of health services and the development of local
health systems. Rural hospital (Portsmouth) services have been upgraded to
provide access to secondary care and reduce overcrowding at the referral hospital.
PLans for implementation for changing the organisationeal structure to improve the
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effeciency of the Princess Margaret Hospital are in progress. Training of various
categories of health personel to support the decentralized process has taken
place, including disaster and trauma management.

12. Health promotion and protection: Representatives from Dominica participated
in the development of the Health Promotion Charter followed by dissemination and
sensitization of the Charter at the national Level. Training in
psychiatric/mental health nursing has taken place to inprove coverage of these
services.

13. Disease prevention and control: Immnization programs for children against the
six EPI diseases have continued and coverage remains at a high percentege.
Surveillance for measles eradication and poliomylitus have been instituted with
assistance from CAREC. The national STD/HIV program has continued to be
implemented at the district level and remains a priority with counselling end HIV
testing es components of the program. Chronic diseases such as diabetes and
hypertension programs have been conducted at the community services Level. The
risk approach in management of maternal and child health at the community level
has continued with referrals to the secondary level.

14. Environment development and protection: Plans for incorporating health and
the environment nationally, have been in the process of development. Training in
environmental health which is an important aspect of this ares included in the
management of water, basic sanitation and solid waste.

PLans and priorities for national health development

15. The Ministry has identified the following for national health developnent;
Increasing the availability of health services with apeclal reference to
adolescents, the elderly and children; Strengthening management end planning to
lmprove the effectiveness and efficiency of health services to include development
of health information systems and manpower training in relevant areas;
Strengthening of selected programs such as dental health, commnunity mental health,
comprehensive eye care, disaster preparedness and phermacy Legislation; Health
promotion and protection directed to adoption of healthier Lifestyles, chronic
disease and implementation of the Health Promotion strategy; Providing a safer and
cleaner environment through management of solid waste, water and sewerage with
social communicaiton, training, adoption of food legislation and control of
vector.

TECHNICAL COOPERATION STRATEGY

16. In reponse to the national priorities the tecnicaL cooperation from PAHO will
require the following functional approaches: Development of Policies, PLans and
Horms; Information Dissemination; Training; Research.

17. The priority areas will be delivered under four projecta using the functional
approaches to achieve the expected results. The four projecta will be:

Development of Health Services; Health Promotion and Protection; Environmental
Health; STD/AIDS.

18. In strengthening the health systems with a focus on the adolescent and the
elderly, resources and technical assistance wtll be provided to develop individual
research protocols to identify the adolescent and elderly health needs, following
which, results will be disseminated to the relevant intersectoral groups. The
respective multisectoral groups will hold a workshop to develop the plans for
implementation using the Logical Framework Approach.

19. Technical support will be provided to ascertain the epidemiology of asthma and
Haemophytlus influenza in children, so that appropriate programs may be planned.

20. PAHO will also provide resources for a study to rationalise the use of health
centres for efficient use health services.

21. To assist the country in improving cost effectiveness and efficiency in the
health services, the focus will be on the management of information systems and
training Locally and overseas in the appropriate areas. PAHO will provide
training in health information systems for decision-makers, modules from the
PAHO/CHIS will be installed and staff trained Locally. For further development
of the Hospital Information System, PAHO will collaborate with the French Adviser
and select phases for implementation. Fellowships will be provided for overseas
training of nationals to improve the managerial capacity of personnel. Courses
will Include, nursing administration and education, biostatistics, management of
health and hospital services and death certification.

22. In selected programs such as dental health, mental health, eye care and
disaster preparedness, resources for training the appropriate personnel, will be
provided in the form of short fellowships for overseas training. For longer
training, the country w ll select the training needs according to the priority and
the available resources within the PAHO country's budget. Technical assistance
will be provided for the development of dental services for pregnant women, eye
care and community mental health, and protocols to standardize the management of
these areas to improve the quality of care.

23. Technical assistance and resources for local training such as vector control
which will be necessary for the expansion of the vector control project to two
communities and social comunication for composting will be provided. Resources
for overseas training will be directed to water quality management. PAHO will
facilitate the process of the adaptation of the model food legislation at a small
technical group meeting, which will be later disseminated for adoption by the
country.

24. PAHO will also provide resources for technical assistance in the revision of
pharmacy legislation by a short term consultant, in order to facilitate monitoring
for standardization end quality services of the sector. Technical and financial
resources wull be made available for one simuLtation exercise in disaster
management, and training to execute this activity.
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25. The concept of health promotion wi L be promoted through technical assistance
in a KAPB study of priority health problems in chronic diseases, fotlowing which
results will be disseminated, training of health personnel and HP strategy applied
to programs.

26. PAHO will assist the country to design a health promotion demonstration
project to prove to health providers and others the benefits of health promotion
strategies. Technical assistance will also be given for the development of
national programs for prevention and control of diabetes, hypertension and Cancer
of the Cervix and protocols disseminated to health workers for improved quality
of care.

NATIONAL PRIORITIES FOR TECHNICAL COOPERATION

1. Sensitization of alL groups to health promotion and plannming of programs to
control chronic diseases.

2. Replaning of maternity services and resources.

3. Strengthen management of AIDS\STDs program.

4. Improve health communication advertisements on TV.

5. Resources for implementation of solid waste management project.

DOMINICA

6. Strengthen capacity for recycling and compositing.

7. Evaluate and expand Vector Control Program.

8. Strengthen water quality management.

9. Manpoeer training for health services development.

10. Strengthen Community Mental Health Program.

11. Strengthen Eye Care and Dental Health Program.

12. Upgrade pharmacy and food legislation.

13. Strengthen Adolescent Health Program.

14. Expand coverage for Dental Health to pregnant women and clinical skills of
dentists in relation to AIDS and pre-cancerous Legions.

15. Use of information produced for management and planning of health services at
community and hospital leveLs.

16. Strengthen Disaster Management and Trauma Services.

17. Strengthen program for Cancer of the Cervix.
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Objectives

BIENN

PROJECT 1: HEALTH SYSTEMS AND SERVICES

PURPOSE

Increase the availability of services to population

EXPECTED RESULTS

1. Report on adolescent health needs available and utilized in planning national
health program for adolescents

2. Chronic diseases programs developed, personnel trained, programs end projects
implementation monitored.

3. Management of asthma Haemohylis influenza and perinatal care strengthened
through epidemiological surveys and program development.

4. Alternative use of health centres defined

5. Management capacity of health personnel increased through ability to use
information at aLt levels of health care system.

6. Hospital Information Systems utilized and expanded.

44U
Indicators

IAL PROJECTS

1. Health program addressing needs of adolescents, elderly women and children
developed resources identified and initiated by 1997.

2. Increased productivity in selected services in hospital and community services
by 1997.

1. Research to identify adolescent health needs completed by 1996.

2. National multi-sectoral program developed by 1996.

1. National programs for preventive and control of diabetes and hypertension
developed with targets and strategies and protocols by 1996.

2. Support for Cancer of the Cervic project continued in 1996 and 1997

3. Selected health personnel trained to use social communication approach and
develop project by 1997.

1. Epidemiology of asthma ascertained by 1996

2. Epidemiology of HaemophyLis Influenza viral infections ascertained end
recomnendations made recoverage in EPI 1996

3. Interventions to improve perinatal care based on survey designed and executed
by 19W6.

1. Rationalisation for use of health centres completed with recommendations by
1997.

1. District management teams, program managers, hospital sectional heads trained
to use information for decision-making by 1997.

2. ALL moduLes from PAHO\CHIS instaLed and staff trained to operate by 1996.

1. Plan for further deveLopment of Hospital Information Systems developed in
collaboration with French Advisor and selected phases implemented by 1996.
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7. Manpower trained in priority areas for support to health services.

PROJECT 2: DEVELOPMENT OF SELECTED HEALTH SERVICES -

PURPOSE

Improved coverage and quality of care in selected areas.

EXPECTED RESULTS

1. Dental Health Program designed and menpower trained in managing specific oral
diseases

2. Community Mental HeaLth Program developed and training in mental health
conducted.

3. Comprehensive Eye Care Program developed and training of personnel
accompl ished.

4. ranpower trained.

5. Management of Pharmacy program improved.

6. Disaster Management and emergency\ traumna response services in operation and
personnel trained.

1. Nationals trained during the biemium in the
following arcas: Nursing Administration and Education; Biostatistics; Management
health and Hospital services; Death certification.

1. All diabetics and persons over 45 years in Dominica screened annually for
ophthatmic sequalae and glaucoma by 1997.

2. Less re-admissions and selected diagnosis to psychiatric unit by 1997.

3. Oral health status of all pregnant women in 2 pilot areas ascertained by end
of second trimester by 1996.

1. Program for coverage of pregnant women by dental services planned and
protocols developed by 1996.

2. ALL dentists trained in identifying and managing specific oral diseases by
1997.

1. Community mental health program designed and protocols developed by 1996 and
program implemented by 1997.

2. Community health personnel trained for early diagnosis and management of
selected cases by 1997.

1. Comprehensive Eye Care Program developed with protocols by 1996.

2. Community-based personnel trained to screen for eye problems and manage
selected eye cases by 1997.

1. NationaLs trained in selected priority areas to upgrade technical skills in
1996 and 1997; Biomedical Engineering; Radiotherapy; Physiotherapy; HeaLth
Education; Management; Biostatistics; STD Management; Care of ELderly.

1. Pharmacy Legistation improved to facilitate monitoring of sector by 1996.

1. At Least one PED simulation exercises conducted by 1997 and PED trained to
execute same by 1996.

2. Emergency\trauma response services developed and persons trained (ambulance,
ER staff by 1997).

DOMINICA

Indicators
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PROJECT 3: HEALTH PROMOTION

PURPOSE

Heatthier Lifestyles adopted.

EXPECTED RESULTS

1. Capacity to imptement Health Promotion strategy increased.

2. Chronic diseases programs strengthened through program devetopment and training
of personnel

PROJECT 4: ENVIRONMENTAL HEALTH

PURPOSE

CLeaner and safer environment.

446
Indicators

1. PopuLation of adolescent and adult population over 35 years with obesity
reduced by 5X in 1997 over 1994 figures.

2. Adotescents and adults over 35 years and health workers exercising three times
per week increased by 10X between 1995 and 1997.

3. Less fat and sugar consumed by population by 1997.

1. KAPB study in re-priority of hetlath problems in chronic diseases compteted by
1996.

2. ALL community health teams program and hospital departments heads trained to
apply HeaLth Promotion strategy to their programs by 1997.

3. Health Promotion demonstration project designed by 1996.

1. Nationat programs for preventive and control of diabetes and hypertension
developed with targets and strategic and protocols by 1996 and operational by
1997.

2. Support for Cancer of the Cervix Project continued in 1996 and 1997.

3. Setected heatth personnel trained to use sociaL communication approach and
develop project by 1997.

1. No visabte sotid waste on roads and rivers in cities and vitllages of Dominica
by 1996.

2. Aegypti household index reduced to 10 by 1999.

3. No faecat matter evident on beachfront on north west coast of Dominica by year
1997.

4. ALL potabLe water guaranteed to at Least 50X of population by 1997.

EXPECTED RESULTS

1. Composting program designed.

1. Program for establishment of composting practices in two communites developed
and social communication process started by 1996.



Obiectives Indicators

2. Manpower trained

3. Vector Control project evaluated.

4. Food Legislation revised.

1. NationaLs trained in Water Quality Management one in 1996 and one in 1997.

1. Impect of Vector Control project in one and two communities evaluated and
recommendations made for expansion by 1996.

1. Model food legislation adopted to meet Dominica's needs by 1996.
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________-------------------__------------------__PROGRA_ BUDGET _PAHO ANO O REGULAR FUNOS
PROGRAM BUDGET - PAHO AMO WHO REGULAR FUNDS

1994-1995

P% OF
PROGRAN CLASSIFICATION AMOUNT TOTAL

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
... m.... --- ...... -- ... -.....mmmmml

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
...-.. m.....m ............ m.....

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN ANO CHILD HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
..... .......... a a.aa.ss...a..

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

GRANDO TOTAL
... mm.m...

222,900
...........

222,900

UAH 222,900

35,000
...........

35,000

WCH 35,000

HED 0

46.600

46,600

CWS 46,500

304,500
mmmmmmmmmmm

73.2
.....

73.2

73.2

11.5
.....

11.5

11.5

15.3

15.3

15.3

100.0
.....

250,900
...........

250,900

250,900

45,400
...........

45,400

45,400

34,200
... 4.....20

34,200

34,200

330,500
mmmmmmmmmmm

76.0 271,600

76.0 271,600

76.0 271,600

13.7 50,500

0O

_ O

13.7 50,500

13.7 50,500

10.3 38,400

10.3 38,400

10.3 38,400

100.0 360,500
m..... ..........

1998-1999

AMOUNT
-----------

% OF
TOTAL

75.3

75.3

75.3

14.0

7 . 3.

14.0

14.0

10.7

10.7

10.7

100.0
.....
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1099

% OF % OF OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF COMMUNICABLE DISEASE

AIDS

83,900 100.0 0 - O -
m.--.--..-. .l... ........... ..... ........... .....

83,900 100.0 0 - O

83.900 100.0 0 - 0

GRAND TOTAL 83,900 100.0 0 100.0 0 100.0
*---------- .. m... ... ..... ....................... ……i & - 'i :-.a- .. ... ...... .........

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

SHORT-TERM DUTY
CONSULTANTS TRAVEL

$ $

FELLOWSHIPS

$

COURSES SUPPLIES
AND ANO

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ $

6,600
O

6,600
.......... m

2.2

O

0

.0
_____

O

...........-

. O

40 400
8,300

48 700
...........

16.0

53,000

53,000
.. 1....6.0

16.0
_____

53,000

53,000
....... 14..

14.7

10,500
o

10 500
mm........

3.4

11,600

11,600
.. 3.......

3.5
_____

13,400

13,400

3.7

110,000
o

110,000

36.1

85,000

85,000

25.8
_____

85,000

85,000

23.6

37,800
15, 100

52,900

17.4

76,300

76,300

23.m123.1

88,200

88,200

24.4

23,700
11,600

35 300

11.6

35,800

35,800
..........

10.8

O
O

---_______

O
..........

.O

O

.0

41,400

41,400

11.5

O

..........

.0

40.500
O

40,500

13.3

68,800

68.800

20.8
_ _ _

79,500

79,500

22.1
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.....
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1996-1997

PAHO - PR

TOTAL
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PAHO - PR

TOTAL
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269 500
35 000
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100.0

330,500

330,500

100.0

360,500

360,500

100.0

0

0
mmmmmmm

o
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0

0
mmmmmm

o

0
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DOMINICAN REPUBLIC

HEALTH SITUATION

Demography

1. In 1995 the Dominican RepubLic had an estimated population of 7,915,000, with
a population denslty of 157.3 per km2: 64.6X of the population resides in urban
areas and 28X in the capital city, Santo Domingo. Of the total population, 36.3X
is made up of children under age 15 and 3.8X, age 65 and older. The population
is approximately evenly divided by sex and the median age is around 21.9 years.
For the period 1990-1995 the estimated annual average growth rate was 2.0X, with
a crude mortality rete of 6.2. The estimated infant mortality rate was 56.5 per
1,000 live births, the probability of dying before age 5 was 70 per 1,000, and
life expectancy at birth was 67.5 years. The country is subject to heavy
migration, mainly from Haiti, and significant number of Dominicans emigrate every
year, mainly to the United States. The migratory balance is considered to be
negative: -2.3X for 1990-95.

Economic and social situation

2. Information available for 1990-1994 shows that the country'a economy has grown
in recent years at en annual rate higher than 3X, and in some years higher than
7X. The principal sectora Influencing this growth have been tourism (hotels,
bars, end restaurants), construction, and free-trade industrial areas. Growth in
the mining and agricultural sectors has been smaller, and in some subsectors
negative. The rate of unemployment has tended to decline, although it still
remains around 19X. The foreign debt is slightly more than USS 4 billion and the
debt service represents approximetely 12X of the income from exports of goods and
services. The balance of trade has tended to improve, basically through a
tightening of imports. The high bank Interest retes in the country have
encouraged the entry of capital, which, though it has financed the balance of
trade deficit, has negatively affected Investment. Average inflation has been
maintained at approximately 5X.

3. The par capita domestic product, adjusted for inflation, ia around USS 3,080,
which ranks the country in the fourth of the five groups of countries established
by PAHO in the Americas. It has been estimated that more than 40X of the
population lives in poverty and at teast 33.7X of the dwellings are Lacking in
basic needs. Twenty percent of the highest-income population receives 13 times
more than the average income of the Lowest 20X. Around 1990, the Dominican
Republic had a value of 2.4 in the GLobal Index of Access to Cumulative Social
Development, calculated by PAHO, which places it in a low intermediate level among
the countries in the Region; and in 1994 the country was given a value of 0.638
in the Human Development Index calculated by the UNDP, placing it in 96th place
in the worid; only seven countries In the Americas ranked Lower. According to
this indicator, although there has been a alight improvement in terms of the
country itself, the relative position of the country with regard to the rest of
Latin America end the world has deteriorated in recent years. In 1992 the
Dominican Republic occupied 83rd place, with an index of 0.595. This means that
other countries obteined greater improvements in the same period.

DOMINICAN REPUBLIC

Health status indicator

4. The Dominican RepubLic has achieved significant progress in reducing infant
mortality and mortality of children under age 5, especially that caused by
diarrheal diseases and vaccine-preventable diseases. The coverage of children
under 1 year of age for oral polio, measles, and DPT has been higher than 80X, and
higher than 75X for BCG. More than 70X of pregnant uomen recelve TT vaccination.
In 1994 wild poliovirus was declared eradicated. For this same year only 717
cases of measles were registered, a rate of under 10 per 100,000 population; and
five cases of neonatal tetanus, a rate of (0.02 per 1,000 Live births).

5. Among the Leading specific causes of total mortality are the cardiovascular
diseases, malignant neoplasms, accidents and violence, acute respiratory
infections (ARI) and acute diarrheal diseases (ADD). Neverthetess, it is
estimated that 40X of these deaths are not registered, mainly among children under
age 5 and in the poorest population sectors.

6. The health profile is strongly influenced by the social inequities prevailing
in different regions and population sectors. In 1994, deaths of children under
age 5 represented more than 25X of all registered deaths. ADD and ARI represented
around 27X of the deaths in children aged 1-4. Twenty percent of primary
schoolchildren present tow height-for-age and 10.4X low weight-for-age; 30.7X of
the schoolchildren present iron-deficiency anemia, 23X vitamin A deficiency, and
more than 70X are at risk of iodine and fluorine deficiency. Fourteen percent of
Live births present Low birthweight and maternal mortality is estimated at around
10 per 10,000 Live births. Eighteen percent of women become mothers between the
ages of 15 and 19.

7. Notwithstanding the substantial investments made in water and sanitation
services, the total coverage of drinking water services is 59X (35X rural and 75X
urban). Sixty percent of the population has sanitary disposal of solid waste.
The deficits are greater among the poorest sectors. Vector-borne diseases are an
important public health problem. In recent years more than 1,500 autochthonous
cases of malaria have been registered each year, aLL from P. falciparum. Dengue
is endemic, and the risk of epidemic continues.

8. Although HIV infection continues to be low, it is tending to increase in the
most exposed groups. At the present time there are nearly 3,000 identified cases,
and it is estimated that 80,000 are infected. If current trends continue, by the
year 2000, 5X of the population of the country may be infected.

9. Tuberculosis is tending to increase among the poorest population. In 1994 the
incidence reached 60 recorded cases per 100,000 population.

10. The country has made a major effort to control urban rabies and other
zoonoses. The existence of wild and periurban foci presents the risk of localized
rural and urban outbreaks.

11. Deaths from accidents and violence are increasing and saome estimates show that
morbidity from diabetes and hypertension is higher than In many countries in the
Region. The profile of occupational risks has varied as the structure of the
economy has changed. The percentage reduction of the population occupied in
agriculture, especially in the cultivation of sugar cane, combined with the
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increase in those working in the free-trade industrial areas and the large-scale
incorporation of women into the work force, increases the need for better
knowledge of the pathological profile of the working population and for
strengthening programs for the prevention and control of occupational risks.
Programs of this nature are practically nonexistent in the country.

12. Because of these inequalities and the social inequities in the health
situation, the country presents notable reducible mortality gaps. PAHO/YHO has
estimated that for the last five-year period for which information is available,
the Dominican Republic had an excess of 42X of total deaths, in comparison with
the other countries of the Region with simi Lar economic Levels. More than 63X of
these excessive deaths were children under age 5. According to the values for
countries of similar economic Level, there was an excess of 76.6X of deaths of
children under 1 year of age and of 83.5X of those from 1 to 4 years of age. An
excess of 64.4X of deaths between the ages of 15 and 44 is noteworthy, since this
is precisely the age group in which the bulk of the country's working population
is Located.

13. The Dominican Republic has made significant efforts to buíld a health services
infrastructure. The network of hospital, ambulatory, rural, end urban services
has attained substantial coverage. More than 90X of pregnant women receive
professional care. Good vaccination coverage has been attained and the coverage
of other prevention and control programs has gradually been improved. Noteworthy
efforts have also been made to develop a national network of health information
and a network of hospital libraries to improve the access by personnel to updated
scientific informetion.

14. Hevertheless, considerable unsatisfied demand remains for ambulatory and
hospital services, manifested in a growlng feeling of dissatisfaction among the
users with the quality of the care provided and with the wages received by the
health workers. There are 1.5 hospital beds per 1,000 population. It is estimated
that 29X of the population does not have access to public and private services.
Social security coverage extends to slightly more than 10X of the work force.

15. As regards health professionals, technicians, and auxiliaries, there is a
great imbalance in the numbers of physicians and nurses in the sector. An
estimate mede in 1993 Indicates that the country has 10,646 physicians In the
public sector and 8.5 physicians per 10,000 population, (not taking into account
possible duplication in the public sector of a considerable nuiber of positions,
since some physicians work at more than one job), which points to a ratio higher
than that recommended by PAHO/WHO of 8 physicians per 10,000 population,
especially if it is borne in mind that the study cited excluded physicians working
exclusively in the private sector.

16. On the other hand, there are 10,885 nurses (gradate nurses and auxiliaries
combined), a ratio of 14.6 nurses per 10,000 population, less than the target
recommended by PAHO/UHO. Of the total number of nurses employed by the
Secretariat of Public Health and Social Welfare (SESPAS), for example, 1,085 are
professional end the remainder are nursing auxiliaries and technical high school
graduates in nursing, making a rate of only 2.2 graduate nurses per 10,000
population, whereas the requirement is 4.5. This situation points to an acute
shortage of graduate nurses, a priority problem in the sector.

17. Another imbalance observed is the distribution of professionals, technicians,
*nd auxiliaries by geographical areas, since the majority of the health personnel
is concentrated in the capital city.

18. Public spending on health represents less than 2X of the GDP, but total
spending on health is about 4.5X of the GDP. These values are lower than almost
all the countries in the Americas. Accordingly, there is a need for increasing
investment and expenditure in the sector. Many studies, however, have
demonstrated severe limitations in the use of the available resources.

19. Among the principal limitations identified in the public health sector are
problems deriving from administrative inefficiency, limited planning, excessive
centralization, deficient epidemiological capacity, and limited participation of
the population and of civil society.

Status of the Stratigic and Programmatic Orientations (SPOs)

20. Health in human development and health promotion and protection: There are
deficiencies in the country's epidemiological capacity to identify priority social
groups and analyze their needs and problems using an equity-oriented approach that
supports the formulation of policies and plans for intervention in health and
well-being. There is also a need for sectoral reform in order to overcome the
current Limitations on coverage and quality, advance toward a more comprehensive
and intersectoral approach to health, end strengthen institutional coordination
end integration. In this process it will be necessary to define new financing
strategies that will improve accessibility and reduce inequities and at the same
time ensure greater Long-term sustainability.

21. Environment development and protection: The principal priorities in this area
continue to be the provision of drinking water and sanitary disposal of excreta
and solid waste, particularly in the urban marginalized areas and in the rural
areas. In recent years concern has increased over the protection of bodies of
water from biological and industrial contamination, in addition to the
deterioration of certain ecosystems considered to be important in protecting the
country's principal rivers.

22. Disease prevention and control: The principal priority is coniiunicable
diseases, including ADD, ARI, malaria, tuberculosis, vector-borne diseases (VBD),
end sexually transmitted diseases (STD) and AIDS. The efforts made with respect
to vaccine-preventable diseases must be maintained. Among the noncommunicable
diseases the first priorities are the deficiency diseases, followed by
occupational diseases and accidents.

23. Health systems and services development: The principal priorities in this area
continue to be the need for further decentralization, the development of Local
health systems, end community participation. At the same time it is necessary to
strengthen managerial capacities, the autonomous response capacity of hospital and
ambulatory institutions, and intersectoral alliances in order to develop
leadership in the field of health.

Plans and priorities for national health development

24. More recently the country appears to be moving toward substantial reform of
the State and society, and partial reforms have been initiated in the educational,
taxation, and customs systems. Initial steps have been taken to reform the health
sector, including the formulation of a new General Health Law to replace the
current Health Code and the promulgation of Executive Decree No. 25-95
establishing a health commission to develop the first stage in reorganizing the
health sector, which would take place over one year's time starting in February
1995. Mention should also be made of the establishment of a National Institute
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of Epidemiology starting in this same year. Essentially, the reforms appear to
be aimed at deconcentrating the functions of the pubtic sector so as to favor
increased participation of the municipio snd Local Levels, the civil society
institutions, and the nongovernmental sector in the organization, financing, and
management of the public services. At the same time efforts will be msde to
strengthen mnangerial snd epidemiological capacities and to achieve greater
coordinstion or integration in the various institutions making up the public and
private health sectors. The reforms also include redefining the functions of
SESPAS and reinforcing its leadership of the sector.

TECHNICAL COOPERATION STRATEGY

25. In accordance with the PAHO technical cooperation priorities established by
the country, an attempt will be made to achieve greater integration and
articulation the PAHO/UHO Representative Office's (PWR) cooperation programs and
projects and the Regional Program, employing the following approaches.

26. Development of policies, plans and norms: Emphasis will be placed on
dvetloping national capabilities for the formulation of sectoral policies based
on a comprehensive health concept end on intersectoral plans and interventions
that stress promotion and prevention. In *the context of sectorl reform,
reformulation of the role of the central level of SESPAS will be promoted with
emphasis on the formulation of policies, preparation of standards, epidemiotogical
surveillance and control, and formulation and monitoring of health saws and
regulations.

27. Inpctus will be given to decentralization and consolidation of the local
health systems at the samine time that national Institutions and arrangemente will
be developed to strengthen the epidemiological, planning, regulatory, and
oversight functions of SESPAS es wuell s the operating capacity of the various
sectoral institutions.

28. Direct technical cooperation: Emphasis will be placed on maintaining snd
rsising the quality of direct technical cooperation and strengthening exchange end
coordination mechanisms between the various programs and projects. Cooperation
wllt prioritize support for processes directed toward expected results in
technical areas specified in the SPOs and for priorities deriving from specific
national problems and policies.

29. Training: Cooperation for the development of human resources will be
articulated to technical cooperation projects for the development of
epidemiological, administrative, and managerial capabilities with regard to
services and programs. Training of graduate students will be promoted in these
areas at the national level. Support will be given to the training of mid-level
technicians in priority fields for development of the health system.

30. Research: National capacities will be developed for the formulation and
execution of research projects and research on priority health problems in the
area of administration and msnagement of services and programs. Development of
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national capacities will also be promoted for the formulation of scientific and
technical policies and to strengthen the national scientific comnunity in the
field of health.

31. Exchange and interaction of national research institutions with centers of
recognized experience and international quality will be promoted to encourage the
formulation and execution of joint projects on problems of national interest.

32. Mobilization of resources: The developnent of cooperation and mutual support
mechanisms will be promoted among the institutions of the health sector and
between the training end research institutions and the health services with a view
to encouraging the establishment of institutional networks to provide technical
support for health interventions.

33. Emphasis will be placed on strengthening national capabilities for the
formulation, negotiation, and execution of investment and development proposals,
ss well as on promoting international cooperation for the country's priority
programs and projects.

34. Coordination will be promoted between agencies and institutions that provide
technical and financial cooperation in the health area in the country.

NATIONAL PRIORITIES FOR PAHO's TECHNICAL COOPERATION

1. Strengthening reform of the health sector and the Leadership role of SESPAS,
mphasizing the development of epidemiological and managerial capacities and the
formulation of comprehensive health policies, as well as improvement of health
registries and health and scientific-technical information systems.

2. Reinforcement of the health areas, consolidation of Local health systems, and
application of primary health care strategies for local development of the
services.

3. Support for interventions to increase coverage of safe drinking water supply,
sesersge, and solid waste dispossl in marginatized urban and rural areas.

4. Support for national and regional plans to fulfill the goals of the World
Summit for Children.

5. Strengthening of the programs for surveillance, prevention, and control of
priority diseases, and strengthening of nstional and local capabilities for the
detection, study, and control of epidemics.

6. Support for human resources education at the undergraduate and graduate Levels,
in addition to support for personnel training mphasizing epidemiology,
edministration, the management of services, and training for mid-level
technicians.

7. Strengthening of national capacities for the formulation and negotiation of
investment and development projects in environment and health within the framework
of the PLan for Regional Investment in the Environment and Health (PIAS).
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BIENNIAL PROJECTS

PROJECT 1: SCIENTIFIC AND TECHNICAL HEALTH INFORMATION

PURPOSE

To increase the access of heaLth personnel to high-quality specialized information
generated at the national, regional, and world levels.

EXPECTED RESULTS

1. Strengthening and expansion of the National Network of Health Information and
the National Network of Hospital Libraries.

2. Consolidation of the country'a bibliography and integration into regional
databases.

3. Consolidstion of a critical mass of users of the bibliographic information-
services provided with the elements necessary for bibliographic research.

4. Strengthening of the Dominican Association of Publishers of Biomedical Journals
(ADOERBIO) and improvement of the quality of regularly published health journals.

1. Access by health personnel to world, regional, and national health databases
through the comprehensive information units of the National Network of Health
Information and the Network of Hospital Libraries.

1. At least five national institutions integrated into the National Network of
Health Information and its personnel trained in the management of the
corresponding methodologies. Similarly, 27 public and private institutions will
have trained human resources and the teamn required for integration into the
Network of Hospital Libraries, which will be supplied with manuals, standards, and
guidelines for generating the economic resources necessary for their operation
when Agreement SESPAS/LOME IV/UASD/PAHO is finalized.

2. All bibliographic information units will be using the LILACS methodology and
the Coordinsting Center of both networks will have the technology required for
carrying out its activities.

1. The Coordinating Center of the National Network of Health Information will have
incorporated into the BIMEDO database (Dominican Medical Bibliography) all
articles published up to the second four-month period of 1997 in the journals
regularly published in the country.

2. The database on -LEYES will be integrated into the networks and the PAHO
Documentation Center will regularly send blbllographic references for documents
produced by the country's public institutions to LILACS.

1. The program to educate users will have been extended to professionals in
hospital residencies and to master's degree programs in the health area in the
country's universities.

1. Participants in the master's degree programs in public health will have been
trained in the drafting of technical articles, and journals that do not belong to
ADOERBIO will have joined the Association end will be published in accordance with
internationally established standards. ADOERBIO will be participating regularly
in the corresponding regional activities.

2. A program will be under way for dissemination of the bibliographic material
published in the communications section of the PAHO Bulletin.
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PROJECT 2: COMPREHENSIVE MATERNAL. CHILD, AND ADOLESCENT HEALTH CARE

PURPOSE

To develop the national capacity for implementing and evaLuating plans and
programs for the promotion and improvement of the comprehensive health of women,
children, and adolescents pursuant to the goals of the World Summit for Children.

EXPECTED RESULTS

1. Strengthening of the national ability to initiate implementation of national
activities to reduce maternal mortality.

2. Strengthening of the national ability to carry out the activities of the
program for comprehensive health care of adolescents at the national Level.

3. The health sector will be capable of carrying carry out health promotion and
protection activities in accordance with modern approaches.

4. Implementation of the proposal to analyre the health situation, focusing on
inequalities related to gender at the local level in a health area.

5. Hational capacity will have been strengthened for the design and application
of a mental health program at the local Level.

Indicators

1. Plans end programs will have been implemented for the promotion and improvement
of the comprehensive health of w ,oen children, and adolescents.

1. Start-up of operation of a maternal mortality surveillance system at the local
Level in two health regions.

2. Human resources at the first level of referral in regions III and VII will have
been trained in reproductive health.

3. Knowledge and community participation will have been Increased for risk-free
maternity, and the Perinatal Computer System will have been implemented in
selected regions.

4. Projects will have been formuLated for strengthening the first level of
referral with regard to the needs for equipment for physician's offices, homes for
pregnant women at high risk, and hospitals and childbirth clinics.

1. Fifty percent of the regions will have an interdisciplinary team (physician,
nurse, social worker, educator) of human resources for teaching and delivery of
comprehensive health services for adotescents and for the participation of
adolescents in comprehensive health promotion and care at the local level.

1. A national plan for heatth promotion will have been agreed upon and be in
operation.

2. A team will have been trained to analyze the health situation with a
gender-based approach integrated into epidemiology in three health areas.

1. Local teams will have been trained for health situation analysis using a
gender-based approach.

2. Instruments will have been prepared to make it possible to carry out situation
analysis with a gender-based approach at the local Level.

1. The application of mental health programs will have been prepared and initiated
in five health areas.

2. Personnel will have been trained for the preparation and application of the
programs.
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Obiectives

PROJECT 3: FOOD AND NUTRITION

PURPOSE

To contribute to deveLopment of the national ability to study and analyze the food
and nutrition situation end carry out the projects of the National Food and
Nutrition PLan.

EXPECTED RESULTS

1. ConsoLidation of the projects for a national plan for the prevention and
control of micronutrient deficiencies.

2. Consolidation of the projects of the Integrated National PLan for Breast-
feeding.

3. The adoLescents in two juvenile networks--one in Santo Domingo and one in
Santiago--will have been educated with regard to healthy dietary habits and
Lifestyles.

4. Human resources in food and nutrition will have been trained to creste a
critical mass for the sector.
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1. The country will have a national food and nutrition surveillance system in
place that permits decision-making at the Local, technical, regulatory, and policy
Level by the end of 1997.

1. A monitoring system for quality control of fortified foods by the end of 1996
will be in execution and the first evaluation will have been mede of the impact
of the national plan for the prevention and control of micronutrient deficiencies.

2. Infrastructure and resources conditions wiLL be appropriate for ensuring that
80X of sugar for human consumption is fortified by the end of 1996.

3. The National Micronutrients Commission will be meeting at Least six times a
year to coordinate activities.

1. A monitoring system will be in place to ensure enforcement of the Law on
Marketing of Infant Formulas.

2. Systematic information and education activities are being carried out to
educate the entire popuLation with regard to the advantages of breast-feeding.

1. Food and nutrition guidelines directed toward specific population groups will
be avaiLable by the end of 1996.

2. A communication strategy will have been organized to promote physical
activities and proper dietary practices by adolescents and aduLts in Santo Domingo
and Santiago by the end of 1996.

3. Two networks of young people wiLL have been formed on proper diet and physical
activity, one in Santo Domingo and another in Santiago, by the end of 1996.

1. A human resources education program in food and nutrition wiLL have been agreed
upon and approved by the institutions involved.

2. Modules wiLL exist with food and nutrition content for university study
programs in nutrition, medicine, nursing, agronomy, education, and economy.

3. A system of continuing education will have been set up in food and nutrition.
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PROJECT 4: REORGANIZATION OF THE SECRETARIAT OF HEALTH AND LOCAL
HEALTH SYSTEMS

PURPOSE

To strengthen SESPAS for management of the reform process and technical-
administrative management of the health sector.

EXPECTED RESULTS

1. SESPAS will be able to demonstrate its leadership in managing the health sector
in accordance with the achievements of the sectoral reform process.

2. SESPAS will be in a position to implement a new organizational structure at the
level of the health areas and the central level in accordance with the reform
process.

3. SESPAS will be in a position to strengthen institutional management and
management of the health services at alt levels.

PROJECT 5: HEALTH PROMOTION AND DEVELOPMENT OF THE SERVICES OF THE
NATIONAL HEALTH SYSTEM

PURPOSE

To inprove the response capacity and quality of care in SESPAS health services.

EXPECTED RESULTS

1. SESPAS will be able to improve the quality of the services in priority areas
of health care, including hospital accreditation.

1. Policies and basic legal and technical standards will be available to orient
development of the sector.

1. A General Health Law will have been approved by the National Congress.

2. Technical-administrative standards will be in place for the operation of
SESPAS.

3. Policies and technical-administrative standards will be in place on the
organization and operation of the health sector.

1. An approved reform plan will be in place.

2. The human resources required for implementation of the plan will have been
trained with regard to its contents and scope.

3. The plan is being implemented at the central level and in at least 15 health
areas.

1. Mechanisms and operational strategies will have been designed to intensify
development of the local health systems.

2. A management information system will have been approved and the necessary
personnel trained to implement the system in 15 local health systems.

3. A hospital management program will be in place and personnel will have been
trained for its implementation in SESPAS hospitals of greatest complexity.

1. Studies, plans, end operational programs will be available for developing and
strengthening the services based on the guidelines set forth in the national
health policy.

1. A study will have been made of the operating conditions of the health services
and of a proposal for action in accordance with defined priorities.
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2. The country will be in a position to implement the strategy of Community-based
Rehab i itation (CBR).

3. The country will be in a position to implement safety measures to protect
against ionizing radiation in accordance with international standards.

4. SESPAS will be able to improve the availability and quality of drugs on the
national market.

PROJECT 6: HUMAN RESOURCES FOR HEALTH

PURPOSE

To establish a comprehensive development process for all SESPAS human resources
to attain the goal of Health for All by the Year 2000 (HFA-2000) in accordance
with sectoraL reform requirements.
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2. An overell plan of action will be available for improvement of the services
approved by SESPAS.

3. Minimum personnel will be available for implementing the plan.

4. The manual on hospitals accreditation and quality assurance is being applied
in accordance with a plan of action by consensus.

1. A approved national CBR program and a plan for its execution will be place.

2. Health services personnel are trained for carrying out the activities of the
plan in five local health systems.

1. A safety program and a plan for its implementation will be in place at the
sectoraL Level.

2. Basic standards will have been drawn up and minimum personnel will have been.
trained to inplement the plan.

1. A national pharmaceutical policy will have been formulated, together with
regulations and basic manuals for its implementation.

2. A national quality control system for drugs will be in place, together with a
plan of operation for its development.

3; A manual of good laboratory practices will exist that reflects the
organization, administration, and operation guidelines set down by the Official
Drug Quality Control Laboratory.

4. All personnel of the Official Drug Quality Control Laboratory will have been
trained in good laboratory practices, analysis techniques, and standard
procedures.

1. Strategies for human resources development will have been formulated at the
various training levels and in the sectors regulating educational quality.

2. Training in the local health systems will be promoting the development of
decentralized teams.
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EXPECTED RESULTS

1. The training centers wiLL be in a position to train human resources at the
undergraduate and graduate Levels in scientific, technical, and social knowledge
that will assist in transforming and strengthening the Local health services.

2. Improved knowledge of the trends of the FTS and strengthening of the national
proposals to plan the supply and demand of humanen resources by the year 2000.

Indicators

1. New, dynamic models for the integration of teaching and in-service training
will have been designed and implemented in all provinces with universities and
schools of health sciences.

2. Research and action projects for human resources development will have been
carried out or be under way with the assistance of training institutions in five
health areas.

3. The number of continuing education programs for university educators will have
been increased to five to increase their expertise in public health.

1. Five studies will have been designed and implemented on the patterns of human
resources behavior and their integration into the current and potential future
Labor market.

2. Two studies will have been performed on the quality of training in the health
sciences and the quality of health management.

3. The results of research on FTS and operations research at the Local level will
have been published and disseminated.

3. Improvement of the performance of Local health teams through increased
scientific health knowLedge, comitment, and development of Leadership.

1. The number of projects for continuing education and evaluation of the
performance of local teams that contribute to transformation of the services will
have been increased to 20.

2. Specific training and research activities will have been carried out in 20
health areas previously identified by Local teams.

PROJECT 7: ENVIRONMENTAL HEALTH

PURPOSE

To strengthen the capacities of national and local institutions to formulate
policies, plans, and progrems and carry out actions to diminish environmentael
risks for health.

EXPECTED RESULTS

1. Through public, private, and especiaLLy comunity participation, environmental
problems will have been identified and proposals for their correction will be
being impLemented in response to the international commitments that the country
has assumed for the sector.

1. A national plan for health and the environment in sustainable human development
plan will have been formulated with joint institutional, sectoraL, and community
participation, and accompanied by proposals for short-, medium-, and long-term
actions.

1. An updated analysis wiLL be in place for the water and sanitation sector.

2. A national water and sanitation plan wiLL be in place for rural and urban
fringe areas, previously discussed and analyzed with all the sectoraL institutions
and organizations, including the community, and submitted for study and
consideration by the national authorities.

3. A plan for health and the environment in sustainable human development will
have been established as the product of institutionaL and community study
submitted to the Government of the Dominican Republic for inclusion in its
National Devetopment Plan.
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2. Reorganization of the sector and participation in its implementation and in the
devetopment of its humnn resources.

3. There wiil be promotion of and/or participation in the inplementation of
projects for integrated envirornmental interventions (local health systems, Healthy
Municipios, etc.).

4. The country will be in a position to take action in the face of health risks
associsted with environmental pollution and disasters in a structured and
systematic manner.

5. The health dimension wilt have been incorporated into environmental evaluation,
monitoring, and control to minimize the negative effects of development projects.
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1. A system will be in place to monitor the national situation with respect to the
drinking water, sanitation, and environmental sector.

2. A series of proposals for criteria, guidelines, standards, regulations, and
laws that can serve as a basis for updating Legislation for the sector will have
been submitted to the national authorities.

3. AIL administrative teams and area and provincial technicians will have been
trained in the principal functions of managing and programming environmental
activities.

4. Proposals for institutional reorganization of the sector will have been
submitted for consideration by the national authorities.

1. New basic sanitation projects wilt have been carried out with community
participation in the provinces as a contribution to strengthening the local health
systems.

2. The community will have been included in surveillance of water quality and in
activities concerned with the management, operation, and maintenance of drinking
water, sewerage, and urban sanitation companies.

1. Overall action plans will have been established.

2. Guidelines, standards, and criteria will have been established for the control
of drinking water quality and local health committees have been formed for its
survei llance.

3. Epidemiological surveiLlance of microbiotogical and toxicological occurrences
that permits timely action will have been established at the level of the health
regions.

4. Operational and preventive plans will be in existence for emergencies and
disasters related to health infrastructure works.

1. Standards and mechanisms for evaluation of the envirornmental inpact of every
development project wiLL be in place.

2. The principal sources of biological, physical, and chemical risks from
industrial wastes will have been characterized and identified.

3. Information will have been disseminated to inform the community of the
importance of the evaluation of environmental inpact and of control and mitigation
measures.
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PROJECT 8: EPIDEMIOLOGY APPUED TO POUCIES,. PLANS, AND PROGRAMS

PURPOSE

To strengthen nationasl epidemiology capacities and their application to the
services.

EXPECTED RESULTS

1. The capacity has been strengthened for analysis of the health situation and for
the study of social inequities in the field of health.

2. Strengthening of the national capacity for surveillance and control of
communicable diseases, including zoonoses and priority noncommunicable diseases.

3. Interventions in health and well-being are being carried out both in the health
services and at the intersectoral level within the framework of a comprehensive
conception of health.

4. Epidemiological capacity will exist to support sectoral reform.

1. Managerial and services personnel will have been trained in general and applied
epidemiology in accordance with needs.

2. Four epidemiological research projects applied to priority health problems,
policies, services, and programs will be under way.

3. At Least one national report on social inequities and the health situation wiLl
have been produced.

4. A national epidemiology institute will exist that acts as a national center for
research and advanced training of personnel.

5. A national epidemiology institute will have been organized and be operational.

1. At least 10 professionats will have been trained in applying methodologies for
the study of inequities at various levels of the technical/administrative
structure.

2. At least 50 technicians and professionals will have been trained in the use of
the Tenth Revision of the International Classification of Diseases and in
mortality and birth registries.

3. At least two applied research projects will have been carried out to reduce
underregistration of mortality in two regions of the country.

1. At least 20 health workers at different levels will have been trained in
epidemiotogical surveillance and control.

2. Surveillance and control programs for the priority health problems will be in
execution.

1. The greatest possible number of health workers will have been trained at the
services level in conceptual and methodological aspects of comprehensive health,
health conditions, and lifestyles.

1. Key personnel in the various institutions of the health sector will have been
trained in the use of epidemiology in the formulation and evaluation of policies
and plans.
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PROJECT 9: CONTROL OF ACUTE DIARRHEAL DISEASE lADD} AND ACUTE
RESPIRATORY INFECTIONS (ARI}

PURPOSE

To develop and support activities to prevent and effectively manage ADD and ARI
and reduce their consequent morbidity and mortality.

EXPECTED RESULTS

1. Improvement in the operating capacity of the regional teams for effective
management of cases of ADD and ARI.

2. Programs of study in universities and medical residencies are consonant with
the needs of the health services.

3. Strengthening of the capacity for epidemiological analysis and development of
the national health information system.

PROJECT 10: EXPANDED PROGRAM ON IMMUNIZATION (EPI)

PURPOSE

To assist in maintaining interruption of the circulation of the wild poliovirus,
eliminating measles and neonatal tetanus, and controlling diphtheria, whooping
cough, and tuberculous meningitis.

EXPECTED RESULTS

1. Existence of an effective vaccination program and of an epidemiological
surveillance system for the meintenance of the eradication of polio, elimination
of measles and neonatal tetanus, and consolidation of national hepatitis B
vaccination.

2. Allocation of national resources and a search under way for additional funds
for the plan to eliminate measles and for general development of EPI.

3. Increased participation of the collaborating agencies through the work of the
interinstitutional coordinating committees and surveillance of the action plans.
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1. By 1997 programs for the prevention of ADD and ARI wiLL have been strengthened
and will have ensured that most of the health workers effectively manage and
reduce mortality from these causes.

1. By 1997, regional training te:ms will have been organized in the eight health
regions to develop and implement their ADD and ARI education programs in
accordance with their particular needs.

1. By the end of 1997 the universities and medical residencies engaged in teaching
the management of ADD and ARI patients will have modified their study programs to
reconcile them with current guidelines for effective management of ARI and ADD.

1. A system will have been established in all the regions of the country of a
system for supervising, monitoring, and evaluating ADD and AR! throughout the
country.

2. A system of epidemiological surveillance in the country wuil have been set up
by the end of 1997.

1. Maintenance of EPI vaccine coverage in target population groups within the
ranges established for this purpose.

1. Transactions will have been carried out for the procurement of biologicais,
cold chain equipment, material for specimen-taking, and laboratory equipment for
the good operation of 707 health establishments in the country.

2. A training program will have been designed and carried out on the cold chain,
epidemiological surveillance, and maintenance for nursing personnel, health
promoters, supervisors, coordinators, epidemiologists, statisticians, educators,
pediatricians, maintenance technicians, undergraduate and graduate students, and
residents in pediatrics.

1. The plan for the elimination of measles will have been developed in the
country's 129 municipios according to programming.

1. By 1996 and 1997 the program will have been allocated US$ 85,000 in regular
funds, and extrabudgetary funds wilt be being negotiated.
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4. The planning, execution, and evaluation of the program will have been carried
out on the basis of the collection of pertinent information concerning
distribution and the factors underlying EPI problems.

5. A disease control program will have been integrated into the health services,
in particular at the municipio and province levels.

6. Determination of groups and risk factors through the use of basic analysis and
stratification methods.

PROJECT 11: ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDSi

PURPOSE

To strengthen the national and local capacity of SESPAS and the civil society to
prevent and control sexually transmitted diseases (STD) and AIDS.

EXPECTED RESULTS

1. Strengthening of interagency coordination.

2. Provision of technical advisory services for the evaluation and updating of the
medium-term plan for the prevention and control of STD/AIDS.

3. Training in epidemiology, prevention, care, and control of STD/AIDS.

4. Inprovement and expansion of epidemiological surveillance.

PROJECT 12: TECHNICAL COOPERATION AMONC COUNTRIES

PURPOSE:

To develop technical cooperation programs (TCC) in the Caribbean and Central
American countries in areas of common interest.

Indicators

1. Holding of four annual meetings of the Interagency Coordinating Committee and
meetings of provincial coordinating committees in eight health regions.

1. In 1996 and 1997 the five-year and one-year plans of action, in addition to
special projects, will have been carried out in order to solve the problems
identified.

1. Data and analysis of monthly information for decision-making will have been
provided to 129 municipios.

1. Technical personnel will be working at the national level capable of carrying
out the prevention and control of STD and AIDS.

2. Civil society will have made a commitment to participating in actions to
prevent and control STD and AIDS.

1. At least six annual coordination meetings will be held with the participation
of agencies that support prevention and control actions against STD and AIDS.

1. A medium-term updated plan for the prevention and control of STD/AIDS will have
been formulated and a continuous process of permanent and periodic evaluation will
be taking place.

1. Training will have been provided to 80% of the epidemiologists, physicians, and
psychologists who provide public and private services in clinical and
epidemiological aspects of STD/AIDS.

1. The necessary technical and resources infrastructure will have been established
to increase sentinel surveillance centers by 50%.

1. Agreements and general work programs will have been approved by the political
Levels of each country.
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EXPECTED RESULTS

1. A border health program will be under way with Haiti for the development of
joint activities in prevention and control of diseases, environmental health, and
development of health services.

2. Cooperation programs in execution with the countries of Central America and
Cuba for the strengthening of disease surveillance and control.

1. Programs will have been approved by the two countries.

2. Coordination groups will have been organized in each country.

3. Technical groups will be meeting periodically.

4. Activities prescribed in the agreements will be under way.

1. Work programs will have beeri approved by the countries in areas of common
interest.

2. Operation mechanisms for implementation of the agreements will have been
established.

PROJECT 13: MANAGERIAL SUPPORT FOR NATIONAL HEALTH DEVELOPMENT

PURPOSE

To sdapt the Country Representative Office's Technical Cooperation Program for the
country to national needs within the framework of the Organization's strategic and
programmatic orientations through the mobilization of resources, the
implementation of operational standards, and development of the Office's
technical-adninistrative infrastructure.

EXPECTED RESULTS

1. All technical cooperation projects are responding to national priorities and
resources are being applied to the areas of intervention where they will have an
impact.

2. Strengthening of the technical-administrative capacity of the Representative
Office for efficient management of the technical cooperation program.

3. Improvement of the performance of personnel with regard to relevant technical
and sdministrative matters.

DOMINICAN REPUBLIC

1. Formulation, implementation, and systematic evaluation of the cooperation
program jointly with the country.

1. A situation analysis will have been drawn up in every area of intervention that
identifies and ranks problems and needs for cooperation.

2. A mechanism will have been institutionalized for the definition, management,
and evaluation of the technical cooperation program.

1. An organizational structure will be in place that ensures timeliness and
efficiency in executing the program.

2. The technical/administrative management processes will have been systemized and
computerized, and will be functioning satisfactorily.

3. Periodic information on cooperation activities will be produced and
disseminated.

4. All stages in programming will have been carried out in accordance with AMPES
instructions.

1. A development plan will be in place for the Representative Office and its staff
in accordance with the needs of the cooperation program.

2. Basic training will have been provided to the staff in accordance with the
demands of the technical and managerial processes.
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----------------------------------------..........................-- -----------.............................................
PROGRAM BUDGET - PAHO ANO WHO REGULAR FUNDS

-__ _ _ _ _ _ _ _ _ _- - _ _ _ _ _

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
...........................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION ANO TRENOS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRSES

I2I. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
m.mme.......... ........... mme..........

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
FAMILY/COMMUNITY HEALTH ANa POPULATION ISSUES

FAMLY/COMMUN__TY HEALTH AND POPULATON ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION ANO DEVELOPMENT
a a.---- a a . a a a a.................. -

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

GRAND TOTAL
...... ....

1,573,000
...........

858,400

CPS 858,400

642.400

HST 534 600
HBI 107,800

72,200

TCC 72,200

892,700
...........

727,600

UAH 727,600

165,100

HRH 165,100

190,400

190.400

WCH 190,400

427,800

427,800

CWS 427,800

3,083.900
mmlmmmmmBmm

1998-1999

AMOUNT
--__________

50.9

27.8

27.8

20.8

17.3
3.5

2.3

2.3

29.0
.....

23.6

23.6

5.4

5.4

6.2
.....

6.2

6.2

13.9

13.9

13.9

100.0
.....

1,675,100
...........

929,200

929,200

662,400

529 900
132 500

83,500

83,500

930.300
...........

716,400

716,400

213, 900

213.900

303,500
...........

303.500

303,500

488,800
...........

488,800

488.800

3,397,700

49.3

27.3

27.3

19.5

15.6
3.9

2.5

2.5

27.4
.....

21.1

21.1

6.3

6.3

8.9

8.9

8.9

14.4

14.4

14.4

100.0
m=rl

% OF
TOTAL
_____

49.6

27.6

27.6

19.4

15.4
4.0

2.6

2.6

27.2

20.9

20.9

6.3

6.3

9.1

9.1
9.1

14.1

14.1

14.1

100.0

- -=- = -

1,866,700
.. . a ,w..

1,038,900

1.038,900

731,300

580 200
151 100

96,500

96,500

1,022,500

785,500

785,500

237,000

237,000

340, 400

340,400

340,400

530, 300

530,300

530,300

3,759,900r=oairrinr
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS
------ …_----------…-- ----------- ------ - -- --_- --_-_ _-__ _- -_- --_- - - - - - - - - - - --__ _ _ _ _ _ _ _

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

___ AH------UA--------------------N_------------_

1996-1997 1998-1999

% OF X OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
a=== ===.....=.=..... == ...

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL ANO HEALTH INFORMATION AND TRENDS

HEALTH SITUATION ANO TREND ASSESSMENT

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
… ammmmmm.mmmm.. ........ m....

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

ESSENTIAL DRUGS

ESSENTIAL DRUGS

IV. HEALTH PROMOTION AND PROTECTION

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

VI. DISEASE PREVENTION AND CONTROL
a......e m . ............. - M- .-

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS

GRAND TOTAL
!..--mm...m

27,800

10,400

CPS 10,400

17,400

HST 17,400

514,500
...........

468,300

UAH 468,300

46,200

EDV 46,200

75,300

75,300

NUT 75,300

309.200

309,200

CDD 19,200
GPA 290,000

926,800
...........

3.0

1.1

1.1

1.9

1.9

55.5
.....

50.5

50.5

5.0

5.0

8.1

8.1

8.1

33.4
..Ii.

33.4

2.1
31.3

100.0
m~mmm

o
.... S......

o

o

O
O

___----____

o

o

o

o

O
0

0

0

0
.... m......

0

O

- O

_ m m O

- O

_-~ O

_~ O

_~ O

_ O

..... ..... O

- O

- O

- O

- O

- O
- O

_ _ _ _ _ - - - - - - - - - - -

_- - -- - - - -

100.0 ommmmmmm mmm
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ALLOCATION BV OBJECT OF EXPENOITURE - PAHO AND WHO REGULAR FUNDS
__ _ _ _ __ _ _ _ __ _ _ __-------------- _ ___---_ _ _-- _______________________________________________________------------------_

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ _ - - - - - -

-------- PERSONNEL--------
PROF. LOCAL
POSTS POSTS AMOUNT

SHORT-TERM DUTY
CONSULTANTS TRAVEL

$ S
FELLOWSHIPS

$

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ $

628,700 95,900 115.200
516, 000 246,000 42,000

1,144,700 341,900 157.200

37.1 11.1 5.1

707,100 111,000 46,300
514,900 212,700 69.400

1,222,000 323,700 115,700
a .c.a6a . .. . .........

36.1 9.5 3.4
- - - - - - - - - - -

760,500 111 000
551 200 212,700

1,311,700 323,700

34.8 8.6

53,500
80 200

133.700

3.6

1994-1995

WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
OF TOTAL...

# OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... TOTA

X OF TOTAL

1. 631, 300
1,452,600

3,083,900
...........

100.0

1,847,900
1,549,800

3,397,700

100.0

2,053,800
1,706 100

3.759,900

100.0

2
2

4

2
2

4
mmmmm

2
2

4
......

3
1

4

3
1

4
mmmmmm

3
1

4
....-.

103.200
182.400

285.600
..........

9.3

152,200
215,200

367,400

10.8

32,000
42 000

74, 00
...........

2.4

50,000
50.000

100,000
...........

2 .9

50,000
50 000

100.000

2.7

0o
0

o0
..........

0o
.O

.0

164,300
203,400

367,700
.. _.......

11.9

180 000
174.100

354,100
10..........

10 4

208,000
201.200

409,200
1..........

10.9

492,000
220 800

712.800
...........

23.1

601,300
313.500

914,800
26...........

26. 9

694,900
362,300

1, 057.200

28.1

175,900
248,500

424,400

11.3

O
o

.0

468



EASTERN CARIBBEAN

HEALTH SITUATION

Demography

1. Anguilla, British Virgin Islands and Montserrat are three British Dependent
Countries with respective populations of 8,960, 16,644 and 10,444 (1991 census).
In the case of AnguiLta, approximately 50% of the population is under 20 years of
age with 33% of school age. In the general population, 10% is over 65 years of
age. The percentage of under 15 years of age in the BVI and Montserrat are similar
with 26.6% and 26% in the respective countries. In both countries approximately
59.6% of the population is between 15-64 years.

Health status indicators

2. The mortality rates among the three territories vary. Infant mortality rates
in 1991 were 21, 19.5 and 19.4 per 1,000 Livebirths, and the crude death rate
6.3,4.3, 13.5 per 1,000 population in Anguilla, BVI and Montserrat respectively.

3. Life expectancy for Montserrat, BVI and Anguilla respectively for females is
73, 71.8, 75.4 years and for males 71, 70.3, 65.4 years. The expanded program for
immunization in children under 1 year for Diphtheria, Pertussis, Tetanus, Polio,
Tuberculosis, Mumps and Rubella coverage has been consistently high in all three
territories ranging from 90% to 100%.

4. Among the adult population, the Leading causes of mortality are Cardiovascular
Diseases, Malignant Neoplasms, Pneumonia/Bronco -pneumonia, with Diabetes and
Hypertension being major contributors to Cardiovascular Disease, especially in
Montserrat and the BVI.

5. Among the 1-4 age group, Gastro-enteritis and Acute Respiratory
Infections/Asthma are the two principal causes of infant and child morbidity and
mortality.

Factors affecting health status

6. In all three countries, the environment continues to be critical from the
aspect of its relationship to the epidemiological profile and tourism. Vector
Control, Food Protection, Water Quality and Solid Waste management are priorities
with respect to the environment. The scarcity of human resources to address some
of the problems in health systems and services remain a concern. One example is
that of coverage for mental health services and other specialized services. The
limited capacity for management and planning of the health services has been a
problem. However, the British Government has embarked upon a reorganization of
the health systems in all three territories through a decentralized process, with
a view to improve the efficient use of resources so that services could be cost
effective, quality improved and access increased.

7. Health in development: Health Policies have been developed in each country.
Anguilla is in the process of developing a health plan. With the reorganization
of the health systems, policy formulation has taken place and a situational
analysis were conducted with recommendations prior to this reorganization. Health
information systems have been installed at the community Level and the Management
of Information Systems (HMIS) has been introduced in BVI
and Anguilla.

8. Health systems and services development: PLans for reorganization of the Health
System as a Local authority have been on-going in the three territories. Programs
have been developed geared to vulnerable groups such as women, mothers, children
and persons with disabilities including AIDS victims. A new hospital was built
in Anguilla. Political support has been given to the Disaster Reduction, and
mitigation program. Laboratory services have been provided Locally or through
referral to other facilities in the Region.

9. Health promotion and protection: Representatives from each territory
participated in the development of the Caribbean Charter for Health Promotion,
followed by dissemination of the Charter at the national Level. Efforts to
improve access to Psychiatric/mental health have been carried out by Anguilla with
special arrangements made in the BVI and Montserrat. Programs related to STD/AIDS
have been in operation and will continue.

10. Environment development and protection: Programs to improve the management of
water including coastal water, sewerage disposal and vector control have continued
to take place. The implementation of these programs will continue with the
expansion of the vector control community participation program.
Disease Prevention and Control

11. The immunization program against the six EPI diseases have met with success
as seen in the high percentage of coverage of the 1 year olds. Resource
mobilization from NGOs to control the spread of AIDS has been initiated, with
plans to increase this activity. The management of chronic diseases such as
Diabetes, Hypertension and Sexually Transmitted Diseases inctuding HIV/AIDS have
been integrated into the community system. The use of the risk approach in MCH has
been the approach to management with referrals from the district level to the
hospital.

Plans and priorities for national health development

12. The Ministry of Health in the three countries has the central authority for
health. Each Government has a stated commitment to primary health care approach,
the Caribbean Cooperation in Health Initiative with its seven priority areas. Of
the three territories, Montserrat is the only one which is formally part of
CARICOM.

13. Strengthening of the health systems: All three territories will continue
toseek to ímprove the utilization of resources by improved planning and management
throughout the health services. The reorganization of the health system to a
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local authority uill increase efficiency and effectiveness of the health services.
In the three territories, the health information system both at the community and
hospital levels are seen as important for the planning and programming for health
services delivery. Disease surveillance will be strengthened in all programs as
an important aspect of disease prevention and control. In Angui LLa, the strategic
health plan will be put into operation.

14. Human resources development: Human resources development in small territories
are important to the delivery of efficient services. The constant migration of
manpower demand an analysis of structure and utilization of manpower both at the
comnmunity and hospital Levels, so that training programs are geared to support the
health services.

15. Environmental protection and development: In the BVI, improvement of the
environment will be achieved through the use of the Environmental Health
Information System for management of environmental services. Solid waste
management critical to the tourist industry, will be improved through the
implementation of the solid waste plan with appropriate resources.

16. Health promotion: The improvement of STD/AIDS would be fostered through
greater community involvement, social communication and use of non-governmental
organizations. The Health Promotion strategy will be utilized by all health
programs. Increased surveillance and improved diagnostic capability of the
laboratories will continue to be a priority.

TECHNICAL COOPERATION STRATEGY

17. The Governments of Anguilla, British Virgin Islands and Montserrat have
identified eight major priority areas in which technical cooperation is required
to improve the health situation in the respective countries. PAHO/WHO is being
asked to provide technical cooperation in all areas. The Technical Cooperation
in the areas identified will be pursued in keeping with the spirit of the
Caribbean Cooperation in Health Initiatives Goals and Targets, and the Strategic
and Programmatic Orientations (SPO) 1995-1998.

18. The areas for Technical Cooperation with PAHO/WHO are: Health systems
development; health promotion and protection; environmental protection; maternal
and child health.

The functional approaches to be taken by PAHO will be:

19. The development of Policies, Plans and Norms Dissemination of Information,
Training and Research. In the area of Health Systems Development, training will
be an important component by the provision of overseas fellowships and in-country

training in identified areas to support the health services. These areas will
include disaster management and health information systems. A further focus will
be on the implementation of the strategic health plan for the three countries
which will come under the functional approaches of policies, plans and norms.

20. The functional approaches that PAHO will use in Health Promotion and
Protection will be training and dissemination of information to nationals in
interpreting and using health promotion strategies in sexually transmitted
diseases and chronic diseases.

21. In Environmental Health, training and dissemination of information will be the
approach used to expand the Integrated Vector Control Program with community
participation and policies and ptans to institutionalize the program. Training,
development of policies, plans and norms and dissemination of information, will
be the functional approaches in the utilization of the Environmental Health
Information System, and the implementation of the solid waste management plan.

22. In Maternal and Child Health, the functional approaches will be training in
the management of ARI asthma, information dissemination and training on the
expansion of the EPI program and Research on the epidemiological surveillance on
measles and poliomyelitis.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Institutionalize Health Promotion into programs.

2. Strengthen the capacity for mobilization of resources for health programs such
as AIDS.

3. Improve water quality management.

4. Strengthen basic sanitation.

5. Strengthen solid waste management.

6. Training of health persons in selected areas.

7. Strengthen social communication for Vector Control program.

8. Improve management of health services primary and secondary care levels.

9. Strengthen management of Disaster Preparedness and relief program.

10. Strengthen management of ARI/asthma.

11. Strengthen EPI program.

12. Strengthen information systems at community and hospital levels.
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Objectives

PROJECT 1: HEALTH PROMOTION

PURPOSE

Health Promotion strategy institutionalized

EXPECTED RESULTS

1. Health promotion concept promoted

2. Intersectoral mobilization and integration of AIDS program improves

PROJECT 2: ENVIRONMENTAL HEALTH

PURPOSE

Environmental conditions improved.

EXPECTED RESULTS

1. Water Quality monitoring improved.

2. Waste water collection and disposal improved.

3. Management of wastewater and basic sanitation strengthened.

4. Capacity for social communication for Vector Control improved.

5. Solid waste management improved.

BIENNIAL PROJECTS

1. All healtth programs at the national and regional levels voted for health
promotion content and approach by 1996.

2. Decrease in the number of new clients with STDS/AIDS by 50% in 1997 over 1994.

1. National consultation in health promotion held and health personnel trained by
1996.

1. NGO's and non-health sectors involvement increased by 20% by 1997 over that of
1995

2. Resources mobilized for implementation of AIDS program by 1996.

1. Potable water available on a continuous basis to 90% of the population by 1997.
2. Aedes Aegypti household indices reduced and less sites\sources for breeding,
including visible solid waste in urban areas reported by 1997.

1. Nationals trained in water quality management (Ang., Non., BVl)in 1996 and
1997.

1. Project for wastewater collection and disposal for the valley Anguilla funded
and in operation by 1996.

1. Nationals trained in wastewater management and basic sanitation by 1997 (Ang.,
BVI)

1. Integration Vector Control Project expanded to all areas in Ang., BVI and Mont.
with increased community participation by 1996 (Ang., BVI., Mon.)

1. Selected activities of Solid waste plan implemented in 1996 and 1997.

EASTERN CARIBBEAN

Indicators
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Obiectives

PROJECT 3: HEALTH SYSTEMS AND SERVICES

PURPOSE

Delivery of health services made more effective and efficient.

EXPECTED RESULTS

1. Manpower trained.

2. Management and information systems improved.

3. Management of health services improved.

4. Management of Disaster Prepared program improved.

PROJECT 4: MATERNAL AND CHILD HEALTH

PURPOSE

Improved health status of women, adolescent and children.

EXPECTED RESULTS

1. ARI Management capacity improved.

2. EPI Program supported.

Indicators 47

1. Health systems and management decisions at central, local and hospital level
made by teams of health professionals based on current information by 1997.

2. National health information system fully operational by 1997.

3. 100% of health professionaels appropriately trained and working in relevant
areas by 1997

1. All fellows nominated annually within budget ceiling placed in appropriate
training program in 1996 and 1997 (Ang., BVI., Mon).

1. Information systems for management of health services at district and\or
hospital levels installed and personnel trained to input data and use for
management decision-making by 1997 (Ang., BVI., Mon)

1. Strategic health plan in Anguilla operationalized and plans and programs
developed by 1996.

1. Disaster preparedness plans reviewed and nationals trained in 1996 and 1997
(Ang., BVI., Mon.)

1. Perinatal mortality and morbidity decreased by 10% by 1997 over that of 1994

2. Admissions to hospital due to asthma reduced by 5% between 1994-1997.

1. Nationals trained to use protocols for management of ARI/asthma by 1996

1. Expanded schedule for EPI, hepatitis and BCG recommended and management and
annual plan reviewed by 1997



PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

------------------------------------__--------------------------------- ----------- ----

1996-1997 1998-1999

% OF
AMOUNT TOTAL AMOUNT

_ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - -

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

GRAND TOTAL
...........

228,200
...........

228,200

UAH 228,200

8,300
...........

8.300

WCH 8,300

O

HED 0

36 400

36,400

CWS 36,400

272,900
.........- l

83.7 235,500

83.7 235,500

83.7 235,500

3.0 30,400

3.0 0

3.0 0

_ 30,400

30.400

13.3 30,400

13.3 30,400

13.3 30,400

100.0 296.300
..... ...........
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%OF
TOTAL
_ _ _

79.4
.....

79.4

79.4

10.3
.....

10.3

10.310.3

10.3
10.3

100.0

.-...

255,300
...........

255,300

255,300

34,200

34.200
34,200

34,200

34,100

34,100

34,100

323,600
mmmmmmmmmmm

78.9
.....

78.9

78.9

10.6
.....

10.6

10.6

10.5

10.5

10.5

100.0
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - --_ - - - - - - - - - - - - -- - - - - - - - - - - - - - _ _ _ _ _-

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.a.^.a*._......a.a - a...-............m

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

VI. DISEASE PREVENTION AND CONTROL
m m....... a maaam.m. ...........

11,000 4.0 0 0 -

11,000

11,000

4.0 0

4.0 0

260,700 96.0 0 - 0 -
mmtmmmmmmmm mssmm mmmmsmmmmmm tmmmn mmmmmmtmmm= mms=s

CONTROL OF COMMUNICABLE DISEASE

AIOS GPA

260,700

260.700

96.0 0 - 0 -

96.0 0 - 0

GRAND TOTAL 271,700 100.0 0 100.0 0 100.0 0 100.0
a... --- . a * --------- *---- *----------*---. .---------- ----.
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ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1994- 1995

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

8 300
264 600

272,900
...........

100.0

37 300
259,000

296,300
...........

100.0

41 100
282,500

323,600

100.0

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

$ $

O
0

o
......

0
O

.----.
0

0

0

O
O

o
......

o
O

O
......

O

0
.--...

o
2.400

2,400

.9

.0

o

o

.0

. O

0
0

...........

. 0

3,300
16 700

20,000

7.3

13,800
20 000

33,800

11.4

13,800
20 000

33,800
10..........

10.4
_____

DUTV
TRAVEL
$_ _ _ _

o
13,200

13,200
..........

4.8

o
16,200

16,200
.... m.....

5.5

0
18,700

18.700
..........

5.8
_____

FELLOWSHIPS

O
88,000

88.000
...-.......

32.3

88,000

88,000
...-...---.

29.6

88,000

88,000

27.3
_____

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

5.000
42,500

47,500
.--...--..

17.4

11,100
53,400

64,500
..-.......

21.8

12 800
61 700

74,500

23.0
_____

o
39,500

39,500
..........

14.5

4,000
27,700

31,700
..........

10.7

4,700
32,000

36.700
..........

11.3
_____

GRANTS OTHER

$ $

O
0

0

.0

0
O

O
..........

.0

o
0

0
mmmmmmmmmm

O
62,300

62.300
...........

22.8
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HEALTH SITUATION

Demography

1. The majority of the population of Ecuador is comprised of mestizos, but a
sizable proportion (between 25 and 30%) consists of indigenous peoples who live
mainly in the highlands and the eastern region, where they form well-
differentiated ethnic groups. The official national language is Spanish, but the
indigenous population speaks mainly Quechua.

2. According to the 1990 census (the Last available), Ecuador had a population of
9,648,189; the population estimate for 1995 was 11,300,000. Almost half (49.5%)
of the population tallied in the 1990 census was under 20 years of age, 4.3% was
65 years and older, and adolescents (defined as 10 to 19 years old) represented
23.5%. There were 2,436,564 women of childbearing age (from 15 to 49 years),
corresponding to 50.2% of the female population. In 1990 life expectancy at birth
was 66 years for the population as a whole, and 68.2 years for women. In that same
year the urban population represented 55.4% of the total. According to population
projections for 1996, the country will have an urban population equivalent to 61%.

3. Between the 1982 and 1990 censuses, the population grew at an annual rate of
2.2%. The birth rate declined from 35.8 per 1,000 population in 1974 to 25.0 per
1000 in 1990, and the total fertility rate dropped from 7.1 children per woman in
1965 to 3.7 in 1992.

4. During the 1982-1990 period, the rate of growth of the urban population was
3.6%, compared to 0.5% for the rural population. Urbanization tends to be
associated with migratory movement, which varies in accordance with the
geographical regions. The highland region (except for the province of Pichincha,
where the capital is Located) has the highest Level of emigration, with people
Looking for job opportunities in various sectors in different areas of the
country: export-driven agriculture on the coast, oil production or settlement of
newly opened Lands in the east, and construction, trade, and services--Largely in
the informal sector--in the metropolitan areas of Quito and Guayaquil.

Health status indicators

5. General mortality was 4.8 per 1000 population in 1992. The rate was highest
in the Amazon region and among the rural highland population.

6. In the last 25 years total mortality in Ecuador has fallen by more than half,
from 11.4 per 1,000 population in 1966 to 4.8 in 1992. Although the exact
magnitude of underreporting of mortality is unknown, it is estimated to be over
30%. In 1992 a total of 53,430 deaths were reported; 81.3% of these had medically
certified causes. In recent years ill-defined causes (ICD 9, 780-799) have
represented approximately 15% of all deaths.
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7. In 1992 the leading cause of death was intestinal infectious diseases, which
affected 30.2 per 100,000 population. It was followed by cerebrovascular diseases,
with a rate of 28.1, pneumonia with 24.8, ischemic heart diseases with 20.7 and
motor vehicle-related traffic accidents with 19.8, according to the abbreviated
list of 50 groups from ICD 9. However, a grouping more closely tied to risks or
causality indicates the three Leading causes of death are cardiovascular diseases,
malignant neoplasms, and accidents, which reveals a significant change In the
epidemiological profile.

8. In 1992 children under 5 accounted for 20.1% of total deaths.

9. According to the INEC, infant mortality fell from 76.6 per 1,000 live births
in 1970 to 28.1 per 1,000 in 1991. Marked differences in the pattern of infant
mortality exist between urban and rural areas and even within a single city.

10. In 1992 there were 12,582 deaths from all causes in the population under 15
years of age, which represented 23.5% of total deaths. In 1980, on the other hand,
the figure had been 25,127, or 44.1% of the total. The decrease was due mainly to
the reduction in mortality in the 1-to-4 year age group.

11. In 1990, the Leading causes of death in this age group were intestinal
infections, influenza and pneumonia, and accidents.

12. In the group of children under 1 year of age, the percentage of deaths, in
relation to the total, declined between 1980 and 1992 from 25% to 14%, due
basically to the decline in deaths from intestinal infection. Both in 1982 and
1992, the Leading causes of infant mortality were intestinal infections and
respiratory problems among newborns.

13. Neonatal mortality, from defined causes among children under one year of age,
increased from 29.8% of total deaths in 1980 to 36.6 in 1990.

14. In the 5-to-14 year age group, the percentage of deaths declined from 4.7X to
3.5X between 1980 and 1990. The leading causes of mortality in this group for
these same years were, in order of importance, accidents, influenza and pneumonisa
together, and malignant neoplasms.

15. A clear reduction in infant mortality from vaccine-preventable diseases was
made possible by substantially greater vaccination coverage, which in 1994 reached
100% for BCG, 80% for DPT3, 79X for PV03, and 100% for measles. The important
reduction in mortality from diarrheal diseases in children under 5 was
attributable to greater use of ORT and ORS and greater access to ORS (for 1993,
88.6X, 21%, and 60X, respectively).

16. However, the decline in mortality from pneumonia and other respiratory
infections was Less significant in the infant population; in 1993: mortality from
ARI in infants under one month was 500 per 100,000 and from pneumonia, 200 per
100,000; in children between 1 and 11 months it was 400 and 270 per 100,000; and
in children from 1 to 4 years, it was 50 and 30 per 100,000, respectively.

17. A far greater proportion of the indigenous population from the highland
provinces has died from both ADD and ARI.
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18. Poverty can be traced to unemployment and underemployment of heads of
household. These rates are twice as high in families with female heads of
households than in male-led households.

19. Women who have to take care of the home and earn wages outside of it, in
reality, have two full-time jobs. Such a situation affects women's physical and
mental health.

20. Among women aged 15 to 24 years, the two leading causes of mortality in 1990
were accidents and complications resulting from pregnancy, delivery, and
puerperium. These two causes together account for 29.7% of all deaths from defined
causes in this group; they are followed by suicide (9.7%X) and tuberculosis (8.0X).

21. The leading cause of death among women 25 to 44 years of age were malignant
tumors (mainly of the cervix, breast, and stomach, in descending order). They
accounted for 18.0% of all deaths from defined causes among women in this age
group. Accidents were the second cause of mortality, with 12.0%, and In third
place were complications in pregnancy, delivery, and the puerperium, at 10.5X.
Cardiovascular diseases were in fourth place, with 9.4%, and tuberculosis in fifth
with 7.8%.

22. In women from 45 to 64 years of age, the five leading causes of death in 1990
were: malignant neoplasms (29.8X), heart diseases (15.3%), cerebrovascular disease
(9.6%), mellitus diabetes (6.7%), and accidents (5.8%).

23. Mallgnant tumors occur most frequently in the cervix, breast, and stomach. In
Quito for the years 1985 to 1992, the incidence of Invasive cancer of the cervix
was 32.2 per 100,000 for all women and 71.7 for women from 35 to 64 years (the
group at greatest risk).

24. Maternal mortality declined from 230 per 100,000 LIve births in 1970 to 130
per 100,000 in 1992. The Leading causes were toxemia (31.1%) and hemorrhage
(17.2%). Of the pregnant women who sought prenatal care in 1989 at the Isidro
Ayora Maternity Hospital in Quito, 60X suffered from iron-deficiency anemia as of
their third month of pregnancy.

25. In 1992 institutional coverage for maternal deliveries reached 60.9%, with
many regional differences, while the prenatal coverage was 66.3X with a 2.6
concentration.

26. Among male adolescents (10 to 19 years), who constitute almost one-fourth of
the population registered by census, accidents (34.5% of mortality for 1990),
homicides and suicides are the leading causes of death; among female adolescents
additional causes include complications fraom pregnancy, delivery, and puerperium.

27. Other problems are associated with Lifestyles of growing urbanization and the
influence of the mass media. ALthough they do not necessarily affect mortality,
they have a significant impact on the physical and mental health of adolescents,
particularly from early pregnancy and all its consequences. (Between 20 and 25%
of all pregnancies and deliveries involve adolescents, and the principal cause of
hospital discharges of adolescent women are related to pregnancy.) Other
manifestations include the consumption of drugs (14.9% smoke tobacco, 0.01%
habitually consume marijuana, 0.11%X cocaine, and high prevalence of alcoholism.)

28. Among mate adults from 25 to 44 years of age, the leading causes of death are
accidents, malignant neoplasms, and homicide. Among women in this age group,
leading causes are malignant neoplasms, accidents, and complications from
pregnancy, delivery, and puerperium.

29. In the 45 to 64 year age group, the two Leading causes of death are malignant
neoplasms (26% of aLL causes) and cardiovascular diseases. Another inportant
cause among men are accidents and among women mellitus diabetes.

30. Tuberculosis, homicides, and cardiovascular diseases are other important
causes of death among the entire adult population. The foregoing data trace a
complex mixture of causes related to a basic decline in living conditions and to
new conditions arising from growing industrial development. The situation has been
defined as an "epidemiological transition."

31. This fact is also reflected in the growth of the elderly population group (64
years and more), which for 1990 reached 4.3% of the population. Several diseases
in this cohort are major causes of death: cardio- and cerebrovascular disease,
malignant tumors, influenza, pneumonia, diabetes, and accidents.

32. Among the Leading causes of consultation and admission of elderly people to
MPH and IESS hospitals are: prostatitic hyperplasia, cataracts, cardiac
insufficiency, inguinal hernia, arterial hypertension, mellitus diabetes,
tuberculosis, and intestinal infections.

33. Some surveys and research also reveal that solitude, abandornment, and various
mental health disorders are problems among elderly persons. The quality of
diagnosis of causes of death is significantly poorer for the elderly than the
younger age groups.

34. Morbidity from malaria showed its greatest historical incidence in 1990 with
71,670 cases. This representad an annual parasite incidence (API) of 11.5 per
1,000 population. The incidence in 1991 was 59,400 cases (API of 9.2 per 1,000
population) and in 1992 42,746 (API of 7.2 per 1,000 population).

35. Infections produced by Plasmodium falciparun increased from 13,869 in 1991 to
15,970 in 1992. P. falciparum caused 37.4% of alt malaria cases recorded in 1992.
Mortality in 1992 from P. falciparum malaria took an unexpected turn when it was
documented in the death of 21 people in the city of Guayaquil and six in the
province of El Oro. Studies of P. falciparun carried out before 1993 show that the
parasite has a proven first degree resistance to chloroquine. This disease has
a direct relation to greater prevalence of hemolytic anemia.

36. In 1988 the greatest epidemic in the country of type 1 dengue occurred in
Guayaquil; a total of approximately 800,000 cases was reported, but no cases have
been diagnosed as hemorrhagic dengue. However, outbreaks of classic dengue have
been reported in eight provinces, and viruses of dengue serotypes 2 and 4 were
detected among fever cases in 1992 in Manabf end Guayas provinces. In 1991 there
were 201 Localities where Aedes aegypti was present; in 1992, 226. In those two
years, A. aegypti spread toward the eastern region, posing the potential risk of
an urban outbreak of yellow fever. The Ministry of Public Health (MPH) has
launched an intense program of vector control with community participation.
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37. Jungle yellow fever is limited to eastern Ecuador. Fourteen cases were
reported (7 deaths) in 1990, 19 (12 deaths) in 1991 and 20 (13 deaths) in 1992.
The population most affected has included settlers, oil workers, road workers, and
merchants who frequently enter endemic areas without getting vaccinated.

38. An endemic area of onchocerciasis lies elong the Santiago and Cayapas rivers
in the northwestern part of Esmeraldas province, located along the northernmost
Pacific Coast. This area encompasses 192 communities wlth an estimated population
of 20,000; prevalence varies from 1.8 to 98.1X with an estimated 7.5X risk of
blindness in patients. A secondary foci of onchocerciasis has appeared outside
Esmeraldas as a result of the labor migration of asymptomatic people toward the
eastern provinces.

39. Until 1992, 18 of the 21 provinces reported cases of leishmaniasis. The
principal endemic areas are in the east of the country, where the rate of
prevalence was 87.9 cases per 100,000 population in 1990, 105.1 in 1991, and 146.6
in 1992. Cutaneous leishmanlasis is the predominant clinical form.

40. The last autochthonous case in Ecuador of poliomyelitis from a wild virus was
reported in 1990. The country has been declared free of polio since August 1994.

41. nortality from measles declined from 558 deaths (at a rste of 5.6 per 100,000)
in 1988 to 102 deaths (at a rate of 1.0 per 100,000 population) in 1991. In 1994
a massive vaccination campaign for children under 15 years was carried out that
resched a coverage level of 100X, except for the province of Pichincha.

42. Mortality from whooping cough and diphtheria has also decreased. Deaths from
whooping cough, which were 0.9 per 100,000 population in 1989, dropped to 0.6 per
100,000 population in 1991. In addition, diphtheria cases declined from eight
(0.08 per 100,000 population) in 1988 to zero in 1991. However, in Late 1993 and
early 1994 there was a diphtheria epidemic that largely affected the adult
population in several cities, particularly the capital, Quito, where 200 cases and
12 deaths were reported. New isolated cases of diphtheria have been reported in
Quito in 1995.

43. nortality from neonatal tetanus is increasing: from 0.3 per 1,000 Live births
in 1989 to 0.6 per 1,000 Live births in 1991. In 1995, an intensive vaccination
campaign is planned for women of childbearing age in the areas of greatest risk.

44. The cholers epidemic began in 1991; there were 46,320 cases reported that
year, 31,870 in 1992, and feier than 5,000 in 1994. The case fatality rate was 1.5
and 0.9X for the first two years, while presently it remains below 1X.

45. Cholers has mainly affected the broad population belts in urban fringe areas
of the coast and the scattered rural population, especially the indigenous
populstion of the highlands. The most significant sources of infection iere
untreated water, seafood, and food end beverages consumed at wakes for indigenous
community members who had died of cholera. The presence of tetracycline-resistant
strains has been verified and strains of Ogawa and Hikojima serotypes in serogroup
1 have been isolated.

46. In 1992 diarrheal diseases were the leading cause of morbidity among diseases
under epidemiological surveillance by the Ministry of Public Health; 153,347

consultations were recorded. Diarrheal diseases are the Leading cause of death
in children under one year of age and in those from 1 to 4 years.

47. Pneumonia was the third most significant cause of death in 1992 among the
general population, and one of the leading reasons for medical consultation among
both the general population and children under 5 (between 40 and 50X for the
latter).

48. Pneumonia is the cause of approximately 40X of all deaths from communicable
diseases. In addition, four of every ten deaths from pneunonia occur in children
under 5, and more than half of these are between 2 months and 1 year of age.

49. The epidemiological survey of the Ministry of Public Health Lists influenza
es the second cause of morbidity in 1991 end the reason for 23,106 consultations.
In 1989 pneumonia was the fifth cause of hospital discharge in units under the
Ministry of Public Health; in 1991 pneumonia cases accounted for 7,389
hospitalizations.

50. The 1993 household survey on ARI treatment found that the point prevalence of
ARI (for the last 24 hours) in children under 5 was 10.8X in the highlands and
31.9X on the coast, while incidence in the prior two weeks ranged between 46 and
43X in the different localities.

51. Human rabies is still significant. An incidence of 0.4 per 100,000 was found
in 1992, with the highest rate, 0.7 per 100,000, in the city of Guayaquil.

52. In 1992 the incidence of hunan cysticercosis was 1.0 per 100,000 population.
The proportion of epilepsy associated with the neurocysticercosis was estimated
at 4.6 per 1,000 cases.

53. Between 1988 and 1992, an annual average of 137 herds were affected by
vesicular diseases compatible with foot-and-mouth disease. This represented 0.5
per 1,000 herd, a morbidity of 6.8 per 10,000 head of cattle and case-fatality of
1.7X.

54. Date from a 1988 epidemiological study of the Andean Dental Institute showed
that 96X of the general population had dental caries. Persons older than 14 years
of age were missing on average 12.2 teeth as a result of extractions; 18.4X of
their teeth had a history of caries, and 41X needed a prosthesis.

55. nore than 95X of the 3,230 children examined uere affected by caries, and the
average value of teeth decayed, missing, or filled (DMF) was 0.7 for children at
age 6 and 5.0 at age 12. In addition, 98X of the children had some degree of
bacterial plaque, 23X had tartar, 38X gingivitis, and 19X suffered from some
degree of malocclusion.

56. Tuberculosis is another disease that continues to be a significant public
health problem in Ecuador. In 1992 the incidence of pulmonary tuberculosis was
45.1 per 100,000 population. The highest rates are found in the provinces Oriente
(115 per 100,000) in Sierra 42.5 and la Costa 41.6. However, the differences are
even more extreme in comparing the provinces of Carchi and Sucumbios, with 6.3 and
203.2, respectively.
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57. Mortality from tuberculosis in all its forms remains around 12 to 13 per
100,000 inhabitants.

58. The number of Leprosy cases has declined substantially in the past 10 years.
Its prevalence in 1992 was 0.5 per 10,000 population, which means the disease
should be considered to have been eliminsted as a public health problem, according
to WHO criteria. However, there remain foci of high communicsbility (prevalence
of 1 per 10,000 or more) in three provinces: la Costa, EL Oro, los Rfos, and
Guayas.

59. Low body weight and small size relative to age affects 37X and 50X,
respectively, of children under 5 years. This indicates that approximately one of
every three Ecuadorian children suffers frn some form of mainutrition, with about
500,000 children affected altogether. Of the children between one and two years
of age, 46X suffer from iron-deficiency anemia; approximately 70X of the children
between 6 months of age and one year suffer from the same deficiency, which
directly affects a population of approximately 200,000 children.

60. Approximately 60X of the pregnant women cared for in hospitals in Quito suffer
from anemia, which represents a high risk not only for pregnant women but for the
future children. According to several studies, low birth weight is estimated st
13X, but there are indications that in some rural areas it exceeds 25X.

61. Vitamin A deficlency sffects between 10X and 26X of sil children under 5 years
of age, who show some degree of retinol serum deficit. Thanks to the strategy of
fortifying salt with potassium iodide, approximately 90X of total iodine
consumption is from iodized salt. The strategy has Led to a reduction in goiter.

62. Micronutrient deficiencies, particularly of vitamin A and iron, constitute
significant public health problems in light of their functional implications.

63. These end other micronutrient deficiencies do not occur independently, but
rather coexist in the affected populations. ALthough each micronutrient has its
own general epidemiologicat characteristics , these deficiencies sffect the same
populations, which share many risk factors.

64. MortaLity from diseases of the circulatory system (cardio and cerebrovascular)
reached 10,003 in 1992, which amounts to 18.7X of all deaths and constitutes the
leading cause of death. Ischemic heart and cerebrovascuLar diseases account for
much of this mortality.

65. Arteriasl hypertension is perhaps the most significant problem, given its high
incidence among the sdult population. On the basis of surveys taken between 1977
and 1993, the incidence of hypertension is estimated among the national population
of 15 years of age or older at approximately 10X, but with important variations,
ranging from 3.5X In Indigenous populations of the highlands up to rates of 13X
or more In urban populations and the black population of Esmeraldas province.

66. Another vnportent pibllc health problem in the cardiovascule r category is
rheunatic fever which, despite a decline in sone regions of the country, persists

due to the high prevalence of streptococcal sngina (7X in the school population
in 1977, presently estimated at approximately 20X).

67. In the early 1990s, malignant neoplasms snd accidents were tied as the second
most common cause of death. Stomach snd prostate cancer produce the greatest
mortality in the mate population, while among women cancer of the stomach, cervix,
snd breast are the most significant.

68. Cancer records kept in Quito and just beginning in Portoviejo sllow an
estimate of the national Level of cancer In the mele population; men suffer most
from gastric tumors (about 30 per 100,000, more in the highlands), prostate (24
per 100,000), hematopoietic system (10) and Lung (9). Among women, cervical
cancer (50 per 100,000, in situ and invasive), breast cancer (27), and stomach
cancer (21) are most frequent.

69. According to a study carried out of three population groups in one province,
the prevalence of mellitus diabetes in persons over 12 years of age would be
around 22, which amounts to some 200,000 persons with diabetes, of whom nearly
20,000 would be insulin-dependent.

70. Among the causes of mortality associated with mental disorders are suicides
(5 per 100,000 for 1992), homicides (13 per 100,000) and other forms of violence.
Some effects are tied to alcoholism, such as cirrhosis and diseases associated
with stress or psychosomatic illnesses, such as ischemic heart disease, arterial
hypertension, and peptic ulcers.

71. Thirty percent of the popuLation over 15 years of age is estimated to have
suffered from some neuropsychiatric disorder, including alcoholism (7X in the male
adult population) and other drug addictions. Significant differences in
prevalence exist, with the greatest magnitude of these problems found in the
poorest population.

72. Among children under 15 years of age, the rate of mental health disorders is
siso significant, reaching 25X, including dyslexia, minimum central dysfunction,
neurosis, and mental retardation.

73. Tobacco may be the cause of approximately 5X of alL deaths. It is prevalent
among 21.6X of the adult population (with a 2.4: 1 male-female ratio) and 14.9X
among adolescents, without significant differences by sex. For other drugs,
including habitual consumption of opistes and tranquilizers sold without
prescription, rates are under 1X.

74. Accidents as a whole, including those involving motor vehicles, and those at
work and st hoame constitute the second or third cause of total mortality in the
1990s, accounting for 12X of defined causes of death. (These rates are similar to
those of malignant tumors, about 50 per 100,000 population.)

75. Traffic accidents are without a doubt the most significant kind of accident,
snd have the largest impact on the adolescent and young adult population.



76. Suicides (with a mortality of 5 per 100,000 in 1992) constitute 9.7X of the
defined causes of death among waomen between the ages of 15 to 24 years and 5.72
among men in the same age group. Homicides had a mortality of 13 per 100,000 in
1992; forms of violence related to law enforcement and war operations caused 12X
of all deaths among young people between 15 and 24 years of age.

77. It is estimated that 13X of the Ecuadorian population has some type of
disability or physical, sensory, mental, or other type of impairment, including
congenital and acquired, mild and severe.

78. Accidents and violence, in addition to chronic degenerative diseases, are the
most common causes of these disabilities.

79. Ecuador is passing through a stage that may be considered one of structural
and epidemiological heterogeneity. A number of basic problems remain unresolved,
such as the deficit in public services, especially environmental sanitation. In
1991, drinking water and sewerage coverage respectively reached 56.6X and 31.2X
of the entire population, while rural coverage with Latrines was 29.0X). Other
economic, social, and political conditions are associated with the high rates of
malnutrition, maternal and child mortality, and infectious diseases. At the same
time the country undergoes the impact of new risks from social development, which
cannot adequately be controlled due to economic deficiencies.

80. Problems from hazardous industrial chemicals, manual farm labor, and other
areas of production are all symptomatic of this heterogeneity.

81. Rivers in Ecuador are receptacles for effluent end solid wastes from cities
and industries. The Pestaza, Napo, Aguerico, end other rivers in the Amazon
region are contaminated with industrial waste, oil, and refuse. The Guayas,
Nachángara, and Monjas rivers are contaminated with effluent and sol d wastes from
the cities of Guayaquil and Quito. In addition, mining in the area of EL Oro
province has Left the rivers with high Levels of mercury and cyanide which are
above the permissible limits.

82. In Quito, lead content in the sir is double the acceptable maximum Limit.

83. Average national solid waste collection does not exceed 40X of the total
production. The most severe problem is in the city of Guayaquil where refuse is
only collected from 49X of the hoames among a population of a million and a half.

84. Ecuador is considered to be quite a seismically active country. The areas with
the greatest seismic levels include the north-western coast, the gulf of Guayaquil
end most of the inter-Andean platform, although earthquakes have occurred in all
regions of the country.

85. Flooding takes place annually in agricultural and populated areas of the
coast. The severity and geographical scope of the floods depend on the cold and
high salinity of the Humboldt current end EL Nifio phenoenon, which appears an
average of once every six years. (In 1992, the last time it appeared, coastal
provinces were affected.)

86. Landslides, as a result of continuous deforestation and improper use of soils,
have increased in the last decade, leaving annual average toll of 50 deaths.
Improper soil use and quarrying in the province of Azuay triggered a huge
landslide in late March 1993 that dammed the Cuenca and Jadán rivers, killing 35
people and causing multimillion-dollar losses in agriculture, industry, and roads.
Preventive measures held down the number of resulting deaths.

87. Half the Ecuadorian population lives under precarious conditions, while the
rate of construction does not meet ever-growing demand for housing units. Many
dwellings are constructed with dirt floors, asbestos ceilings, and adobe or cane
walls. There is a high degree of overcrowding.

88. According to the 1990 census, of 2,008,655 housing units in the country, an
important percentege did not have basic services: 37.2X were without water; 27.7X
had no sewage system; 56.8X tacked refuse collection; 25.8X had no available
toilet facilities; 22.3X, Lacked electricity, and 52.42 had no shower.

89. A Little over 30 and 70X of the respective populations in Quito and Guayaquil
live in slums (lodgings in densely populated areas of the city with a collective
leasing system), and marginal urban neighborhoods (settlements on the outskirts
of cities). These constitute environments conducive to the development of
violence and other urban phenomena with all their attendant consequences.

90. The health policy put forward would strengthen services by giving priority to
primary care and hospital service improvement. The Government has announced
strategies to decentralize services and focus on the regional development of local
health systems. Training and continuing education, research, and the introduction
of modern management and administrative systems have also been called for. In
general, the stated health policies of the present government (1992-1996) do not
differ greatly from the prior administration (1988-1992).

91. Community participation has been declared a priority policy. However, the
degree of community participation is limited to enlisting the population to
contribute physical labor and financial resources to build health care posts and
provide basic health services.

92. Health services are organized into three general areas: public, private for-
profit and nonprofit, and informal. The public health sector consists of the
Ministry of Public Health, the Ecuadorian Social Security Institute (IESS), the
Police snd Armed Forces Health Service, the Guayaquil Welfare Board, the National
Institute for Children and Fanily, and the Ministry for Social WeTfare, as well
as other institutions.

93. In 1991 there were 2,695 health establishments, of which 51.7X were under the
Ministry of Public Health, 34.1X IESS and Rural Social Security, and 14.2X other
public health sector institutions.
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94. Establishments with inpatient hospital services constitute 13.3X of all
functioning health units in the country; they include general hospitals,
specialized and county clinics, and private clinics. Satellite care stations,
health posts, and medical dispensaries constitute the other 86.7X.

95. Urban arcas have 73.7X of all establishments with inpatient services and 52.9X
of those which do not offer hospitalization; the rest are in rural arcas (26.3 end
47.1X, respectively).

96. In 1991 there were 17,324 hospital beds available. The largest number were
provided by the Ministry of Public Health with 7,637 (44.0X ), followed by the
Guayaquil Charity Agency with 2,881 (16.6X), and the Social Security Institute
with 1,699 beds (9.8X). The remaining 29.6X of all beds belonged to the Police and
Armed Forces health service, the Cancer Society, and the private sector.

97. In 1991, there were 11.3 physicians, 3.6 nurses, and 1.5 dentists per 10,000
population. Sixty percent of all health personnel were in Guayas and Pichincha
provinces, and 90X were concentrated in urban arcas. These same provinces had
67.4X of all physicians, 68.1X of the dentists, 68.2 of nurses, and 70.1X of the
obstetricians.

98. The number of graduates from professional health schools declined each year
during the 1980-1990 period. There were also high rates of attrition from medicine
(17.5X), dentistry (20.0X), nursing (18.4X), and obstetrics (27.6X), and los
proportions of students completing their studies in medicine (23.7X), dentistry
(26.8X), nursing (19.3X) and obstetrics (15.7X).

99. The quality of the education process has been impaired by both the continued
dominance of the curative care model and budgetary constraints. As a result, human
resources are trained with a focus on providing in-hospital care. The gap in the
country between supply end demand for human resources is illustrated by the fact
that in the 1980s, only 245 of over 1,000 candidates for a physician's medical
degree actually graduated, and only 75 of these were able to find a permanent
position in either the public or private sector.

100. The state sector, Social Security, and the Charity Board altogether provide
coverage for 67X of the Ecuadorian population, especially in terms of hospital
care. The Ministry of Public Health covers 50X of the population, the Social
Security Institute 10X, the Charity Board 7X, and different private entities 3X.
The remaining 30X do not receive formal medical care.

101. In 1991 there were 49.7 hospital discharges and 1.6 beds per 1,000
population--the same levels that had prevailed since 1988. The bed occupancy rate
that year was 53.0X, a decline with respect to 1990, when the figure was 57.4X.
The average stay declined from 7.0 days in 1990 to 6.2 in 1991, and the rate of
hospital deaths was 0.9 per 1,000 population, unchanged since 1987.

102. Total ambulatory consultations made by the Ministry of Public Health declined
from 7,812,575 in 1990 to 7,382,575 in 1991. Emergency consultations, however,
increased from 888,568 in 1990 to 901,913 in 1991. The number of surgical
interventions that were performed declined from 77,278 in 1990 to 68,254 the
following year.

103. There were 67,882 deliveries in health institutions in 1991. In 1994,
increased vaccination coverage reached effectiveness levela. Tetanus vaccination
coverage of pregnant women rose from 16.6X in 1990, to 18.8X and 19.1X in the
following two years.

104. The 1980s witnessed an explosive growth in the number of nongovernmental
organizations that work in health: In 1992 there were 160, of which 48 (32.9X)
had been created in 1989. The activities carried out by these Institutions are
basically geared toward community development, promoting women, health care,
research, and training. In all of these areas important experiences have been
gained that could support the development of a national health system.

105. In general, the activities of nongovernmental organizations are autonomous;
only 15X have ties to the work performed by the Ministry. Attempts are being made
to coordinate the activities of the nongovernmental organizations in order to
strengthen the health sector and rationalize the use of resources.

106. National expenditures on health include budgets of official and
semiautonomous institutions as well as those of autonomous institutions that carry
out health activities, but whose exact spending levels are not known.

107. The budget allocated for social sectors as a proportion of GDP was 5.05X
during 1980-1990. It showed a slight downward trend during the decade, falling
from 5.8X in 1980 and of 4.7X in 1990. In 1990, public spending on health
represented only 1.30X of the GDP.

108. The budget of the Ministry of Public Health for fiscal year 1993 rose to USS
91,939,962, which represented 4X of the States total budget. This budget
reflected a 47.4X drop relative to the Level for the previous year of 7.6X of GDP;
it was the largest decline in the nation's history. Ninety percent of the 1992
budget was earmarked for salaries and limited operating expenses; only 10X was
used for capital investment projects.

TECHNICAL COOPERATION STRATEGY

109. Direct technical assistance for health reform within the framework of the
modernization of the state, strengthening the leading role of the Ministry of
Health, political-administrative decentralization, local health system
development, community participation, focusing activities on priority groups,
demonstration efforts, use of risk analysis, gender-centered approaches, Local
strategic management, participatory-research methodologies,
analytical/experiential teaching methods that foster anticipated change, raise
care quality by upgrading and accrediting health service, and drafting and
implementing quality standards.

110. Support for laws and legal instruments--technical-administrative and
operational--to foster health sector reform.

111. Apply concept of technical cooperation among countries as a framework for
identifying national needs and measures that are effective and workable under this
cooperative mechanism with corresponding drafting and execution of agreements.
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112. Technical cooperation with municipal councils for the development of healthy
municipios, consensus-building, and the pertícipation of health institutions,
academics, and NGOs concerned with scientific and technical development in
nationwide projects to train and use human resources for health. Use information,
education, and mass communication to publicize activities involving priority
groups, indigenous coamrmunities, and border areas.

113. Reorient support for human resource development in health by consolidating
strategic thinking on health work in the context of health reform and as a policy
implementation mechanism that wouLd bui ld social consensus, preparatory education,
and continuing education for health personnel.

114. Support for sectoral and interinstitutional activities that raise coverage
and quality of drinking water services and sanitation in the context of
environmentally sustainable develtopment.

115. Promotion, dissemination, and selective distribution of technical, teaching,
and technologicaL materials, using documentation centers and exísting information
networks, strengthen health personnel performance, and develop service management
capacity, especiaLLy at the Local level.

116. Technical assistance directly for controlling disease and priority health
problems, emphasize clinical epidemiological management as well ss commitments
under Andean Cooperation in Health (ACH), coordinate interagency efforts with
agencies of international cooperation and other international institutions.

NATIONAL PRIORITIES FOR PAHO'S TECHICAL COOPERATION

1. Health in human development: Public policies and health policies; Management
support for National Health Development; Technical cooperation among countries;
Emergency preparedness and disaster relief; Biomedical and health information.

2. HeaLth systems and services development: Strengthening and expanding basic
health services; (FASBASE); Health service organization based on primary care;
Human resource development; Essential drugs; Health care and technoLogy quality.

3. Health promotion and protection: Family and community health; Nutrition and
food safety and security.

4. Environment development and protection: Environmental health; Institutional
improvement of the EP APG.

5. Disease prevention and control: MaLaria and other tropical diseases;
Tuberculosis and acute respiratory infections; Veterinary public health; HIV/AIOS;
Control of noncommunicable diseases.
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BIENNIAL PROJECTS

PROJECT 1: HEALTH SITUATION AND TREND ASSESSMENT

PURPOSE

The leadership of MPH, IESS, snd other relevant institutions in the health sector
will be promoted with greater epidemiological training for staff menbers in order
to improve management of local health systems snd care, especially of populations
with limited resources, underprivileged, indigenous populations, women, mothers,
and children.

EXPECTED RESULTS

1. Systems of specialized surveiliance for accidents and workplace health will be
functioning correctly based on monitor centers.

2. Training in applied epidemiology and non-traditional surveillance will be given
to personnel in health and public health master's programs. Emphasis will be
placed on diagnosis end control of malaria, alcoholism, and violence in the
indigenous population.

PROJECT 2: HEALTH POLICY ANALYSIS AND DEVELOPMENT

PURPOSE

To help to establish a permlnent system to review and develop policies, plans,
health sector standards, and legislation to foster delivery of health services for
the entire population end strengthen the right to health within a framework of
more equitable gender relations.

EXPECTED RESULTS

1. A national health system will be established that reconciles activities of
different civic sectors in order to meet the growing right to health. There will
be complementary development in the areas of human resources, technology,
management, users' rights, end sector organization.

2. There will be a new health care model and a funding proposal that will involve
contributions from the government, users, and donors.

1. At least one national training event per year will have been developed with
participation from personnel of MPH, IESS, universities, the Liverpool School of
Public Health, and French cooperation. The purpose is to promote better health
sector management by focusing on groups at greater risk with better use of
epidemiology.

1. An accident surveillance system and a workplace health surveillance system will
be operating in Pichincha province and will provide semiannual information
compiled by 20 monitor centers corresponding to each system.

1. Training in applied epidemiology should be provided to 60 staff members from
30 health areas with high rates of poverty; alternative surveillance of malaria
should be carried out satisfactorily in the canton of ELoy ALfaro, Esmeraldas. In
addition, direct technical assistance services should be provided a graduate-level
module for epidemiology studies in Quito, Loja, and Portoviejo.

1. In 1997 more than 50X of health institutions should function on the basis of
a comprehensive planning system and Legislation for sector management.

2. Establishment of a permanent system of review and formulation of policies,
plans, health sector standards, and legislation that foster health services
delivery to the entire population of the country and the strengthen the right to
health within a framework of more equitable gender relations.

1. In 1997 60X of a proposed Legal framework should be developed. It would define
the organization and operations of the national health system.

2. In 1997, there should be a detailed study of five key components of the health
system and a proposal for comprehensive reorganization of the system in order to
make it an efficient and effective operation.

1. In 1997 a study should be completed on a comprehensive health plan, with its
basic, supplementary, and public health programs, which are to be carried out at
the national level. The study should also examine a funding proposal through a
national health fund.
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3. A set of administrative and structural technical adjustments and innovations
should be mnade that will elevate the efficiency and effectiveness of social
security health programs.

4. To consolidate the integration of the gender process in health that will favor
Institutional strengthening and development in health with equity.

PROJECT 3: PROTECTION AND DEVELOPMENT OF THE ENVIRONMENT

PURPOSE

To help to increase the coverage and quality of drinking water and sanitation
services (PHC), through greater private sector participation in supply.
Achievement of environmentally sustainable development and the implementation of
the National Workers' Health PLan (PLANSAT).

EXPECTED RESULTS

1. Cooperation witL have taken place with the MPH in implementing activities under
the Program for Control and Monitoring of Drinking Water Quality.

2. Cooperation wiLL take place with agencies that operate drinking water systems,
in performing activities under the Program for the Control of Losses and Efficient
Use of Water.

3. Cooperation should occur with the CAAN and municipios in implementing the
environmental pollution program and sir quaLity control activities. (SPO: EP1.2)

4. There will have been cooperation with the MPN, IESS, and CnSO on activities of
workers' primary health care services for (APST), as part of PLANSAT
implementation.

1. An institutional development plan for the Social Medical Department of IESS
should be presented and three strategic areas developed in 1997.

1. In 1997 the gender perspective will be incorporated in 30X of the priority
areas and health programs sensitizing and training technical and operational
personnel.

2. In 1997, an advocacy study of public health policies from the gender
perspective will be carried out.

1. For 1997 by the coverage and quality of the Drinking Water and Sanitation
Services (PHC) and Primary Care Health for Workers (APST) will be increased by
20X.

1. In 1997, activities under the Program for Control and Monitoring of Water
Quality will have been carried out in 60X of the urban systems.

2. In 1997, activities under the Program for Control and Monitoring of Water
Quality will have been carried out in 30X of the rural systems.

1. In 1997, activities wiLL have been performed under the Program for the Control
of Losses and Efficient Use of Water, in 50X of urban drinking water systems.

2. In 1997, there will have been a 20X reduction in water Losses in urban systems.

1. In 1997, air quality control activities will have been carried out in cities
of more than 400,000 population.

1. Increase by 20X coverage of workers' primary health care services in 1997.
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PROJECT 4: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE
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Indicators

1. Establishment and operation of a permanent system of cooperation will in 1997
have facilitated the identification and exchange of assistance from one or more
countries, preferabty in the Andean area.

To improve national operating capacity in problem areas and develop priority
health activities through exchange of knowledge and resource transfers between
countries, particularly neighboring ones.

EXPECTED RESULTS

1. There will be mechanisms to effectively integrate TCC with projects and
activities under development and with national capacity in order to receive and
fulfill cooperation requests and define priority TCC areas that Lead to concrete
cooperation programs with NGOs and universities

2. A TCC Fund will be created, which will strengthen the system and finance
national counterpart expenditures for specific projects.

3. By the end of the biennium, 4 TCCS border-area projects will have been executed
in order to expand vaccination coverage for communicable diseases, maternal and
child care, disease control, and personnel exchanges to strengthen health
infrastructure.

PROJECT 5: HUMAN RESOURCES DEVELOPMENT

PURPOSE

1. There should be a comprehensive action plan that contains an exchange proposal,
specifying the corresponding supply and demand for cooperation.

1. A study should be carried out on a Legal framework for the creation and
operation of the Fund in 1997.

1. By the end of the bienniun more than 70X of the border health services should
provide integrated high-quality maternal and child care in relation to the
execution of 4 cooperation projects.

1. In 1997 a multi-institutional team should apply advanced understanding of the
human resource problem on the basis of demand and intervention measures.

To contribute effectively to a definition of a human resource development policy
for better resource management. The policy should have broad support within the
sector and put into effect proposaLs for education, training, continuing
education, research, and administrative systems consistent with the new
modernization requirements for health personnel.

EXPECTED RESULTS

1. By the end of the 1996-97 biennmium human resource education and use will have
been promoted through the organization of a national multi-institutional
intersectoral theory and practice exchange network.

1. In 1997 a national exchange network should be defined through an
interinstitutional group with representation from human resource training
institutions, service providers, and professional associations and labor unions.

2. In 1997 a study should be done to integrate undergraduate and graduate-Level
curriculun.



Objectives

2. By the end of the 1996-97 bienniun, the organization and implementation of
decentralized continuing education systems will be promoted.

2. In the 1996-1997 period the MPH will consolidate the strategic approach to
human resource management to promote the essignment of direct responsibilities to
health areas.

4. In the 1996-1997 period a human resources information system will be
implemented. It will include databases for plannming, administrative management,
and MPH human resource evaluation and supervision.

5. In the 1996-1997 period applied research will have been promoted in the area
of human resources with emphasis on knowledge of the national situation, its
implications, and prognosis geared toward setting national policies oriented to
the development of human resources for health.

6. To promote the organization of a national exchange network for theory and
practice involving personnel from many institutions and sectors.

PROJECT 6: NUTRITION AND FOOD SAFETY AND SECURITY

PURPOSE

1. In 1997 the plan for continuing education of NPH personnel will be under
systematic development in more than 60X of the priority areas: central offices,
provincial offices, and priority areas.

1. In 1997, 80X of the management systems should be prepared and decentralized in:
recruitment, selection, appointment and contracting, performance evaluation, and
MPH personnel incentives.

1. In 1997 80X of a national proposal for a human resources information system for
decentralized management shoutd be developed.

1. In 1997 research will have been carried out and results disseminated on:
"Analysis of Professional Practice in Health," "Public Health Education in
Ecuador," and "Human Resource Needs and Demand," according to guidelines for
applied research on human resources.

1. An interinstitutional group should be formed with representatives from resource
training institutions, service providers, and professional associations and labor
unions.

2. An integrated curriculum for undergraduate and graduate-Level education should
be proposed.

1. At the end of the biennium at Least 80X of the goals and objectives of the
National Food and Nutrition Plan (PLANAN) should be achieved.

To promote better nutritional conditions among the Ecuadorian population,
particularly among groups at greatest biological and social risk, identify
protein-energy and micronutrient deficiencies and also chronic noncommunicable
diseases associated with poor nutrition. Identify these as the three critical
problems of the country.

EXPECTED RESULTS

1. By the end of the 1996-97 biennium, the Integrated Investment Proposal for
prevention and control of nutritional deficiencies of vitamin A, iron and iodine,
should implement the follouing four strategies of intervention in 80X of the
priority areas: nutritional fortification, supplementation, dietary
diversification, and mass comnunication.

1. By Late 1996, 90X of the priority arcas of the country should have implemented
the four basic strategies of intervention under the Project: nutritional
fortification, supplementation, dietary diversification, and mass communication.

ECUADOR
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2. Specific food and nutrition activities wilL be incorporated by the end of the
1996-97 biennium into health promotion strategies and activities carried out at
the local Level.

3. Content, obJectives, and food and nutrition considerations will be defined and
incorporated by the end of 1997 into policies, plans, and development programs at
both the national and sector level.

PROJECT 7: COMMUNITY AND FAMILY HEALTH AND POPULATION

PURPOSE
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Indicators

1. By late 1997, 80X of the priority areas of the country will focus promotion
strategies and activities specificalLy on food and nutrition at the local health
LeveL.

1. By the end of 1997 at least 4 sectors (agriculture, education, planning, and
economy) will have defined and drafted food and nutrition contents, objectives,
and considerations into their policies, plans, and sectoral programs.

1. Increase in 1997 by 20X the coverage and quality of health care for women,
children, adoLescents, the eLderly, and workers.

To help to inprove the health conditions and Lives of vulnerable groups of women,
children, adolescents, and the eLderLy through comprehensive community and famiLy
health care and population activities, as well as occupational health.

EXPECTED RESULTS

1. By the end of the 1996-1997 biennium, 10 demonstration health areas will offer
family/community comprehensive care, population assistance, and workers' health
with local strategies, gender risk approaches, and use criteria for quality,
efficiency and effectiveness.

2. By the end of the biennium, comaunity and family health care, population
assistance, and workers' health will have developed a comprehensive approach and
technical-operational standards for most health units.

PROJECT 8: COMMUNICABLE DISEASE CONTROL

PURPOSE
To promote activities for prevention, awareness, control, care, and treatment of
principal diseases whose incidence or mortality constitute a national public
health problem.

EXPECTED RESULTS

1. An impect will be mode on the reduction of nationuide infant mortality through
vaccination of children under one year of age for BCG, DPT, measles, and polio
(oral vaccine) and TT vaccines for women of childbearing age in areas of risk.
There will be collaboration on the elimination of onchocerciasis under the
regional plan; and Ecuador will remain in the ranks of countries who have
eliminated leprosy. The country will be supported in efforts to eliminate urban
rabies end reduce incidence of foot-and-mouth disease.

1. In 1997 more than 80% of the ten demonstration areas should be functioning and
using comprehensive standards in providing health care in order to raise the
quality of services for community and family health and population.

1. In 1997 more than 70X of family and community health and population services
will use uniform technical standards.

1. By the end of the period activities to prevent, promote awareness, control,
care for, and treat will be satisfactorily carried out for alL principal diseases
whose incidence or mortality constitute a national public health problem.

1. By late 1997, vaccination coverage will have reached 80X for DPT3 and OPV3; 90%
for BCG and measles in children under 1 year; TT2 vaccination for women of child-
bearing age in 49 cantons at risk for NNT, in addition to cantons subsequently
included. Proper and timely notification end investigation will be performed in
80% of the cases of diseases preventable and eradicable by vaccination. Basic
information and control measures will be used in accordance with established
surveillance criteria.



Obiectives

2. By the end of 1997 treatment will have become available for more than 90X of
the endemic areas of onchocerciasis in the country.

3. By the end of 1997 support will have been given so that 70X of cases of Leprosy
contraction will be studied and all patients will be treated.

4. By the end of 1997, intensive canine rabies vaccination campaigns will have
been Launched in five cities of the country.

5. By the end of 1997 efforts to reduce foot-and-mouth disease will have been
supported through different health control strategies in the five coastal
provinces and in binational border areas under the Andean Project.

2. Malaria and dengue control will be supported as well as national and community
capacity to prevent and treat these diseases.

3. Diagnostic research and treatment will have been promoted for tropical
diseases, tuberculosis, leishmaniasis, Chagas' disease, ARI, and acute diarrheal
diseases.

4. Efforts will have been supported to prevent HIV infection and reduce the
personal and social impact of HIV/AIDS through social mobilization and integrating
national and international efforts against the infection.

5. Support will be given to the national effort to control
taeniasis/cysticercosis, brucellosis, and bovine tuberculosis; food quality and
safety.

1. By the end of the period a full diagnostic capacity for epidemiological
surveillance will have been developed at the National Reference Laboratory for
Dengue in the INHMT of Guayaquil; the national program for malaria control will
have been decentralized and developed in the four provinces of greatest incidence.

1. By the end of the 1996-97 biennium, efforts to improve diagnostic research and
treat these diseases in 80% of the areas of greatest risk will have been
supported.

1. By the end of the period, 5000 health sector and education professionals will
have been trained; 80% of the trainees will provide HIV prevention and control
education.

2. By the end of the period, epidemiological reports on the national provinces
will be made every four months based on data from the surveillance posts and
surveys of infected individuals.

3. By the end of the period 70X of the personnel who give medical and social care
to infected people will have been adequately trained.

1. Support will have been given to the program for activities to control
taeniasis/cysticercosis in Manabf, Loja, Cañar and Azuay, between January 1996 and
December 1997.

2. Cooperation will have been extended to the Ministry of Agriculture for a
program to keep farms free of brucellosis and tuberculosis in the areas under
binational agreement: Carchi, Imbabura, Loja and EL Oro.

3. By the end of the period, support will have been given to the integrated food
protection program and implementation of the epidemiological surveillance system
for food-borne diseases.

ECUADOR

Indicators
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6. Improvement in the ability of Laboratories to confirm communicable diseases of
greater epidemiological significance, particutarly in border areas.

PROJECT 9: NONCOMMUNICABLE DISEASE CONTROL

PURPOSE

To promote healthy lifestyles and habits in the general population, promote the
creation of Healthy Municipios and identify groups at greatest risk.

EXPECTED RESULTS

1. Support wiLL be given to incorporating two municipios of Ecuador into the
regional movement for heaLthy municipios.

2. Support will have been given to reinforce activities at the national level for
the controL, prevention, diagnosis, and treatment of hypertension, rheumatic
fever, cervical cancer, and meLLitus diabetes.

3. The devetopment of massive actions to prevent dentaL caries wiLL have been
promoted through a national program to fLuoridate salt and oral primary care, and
primary dental care programs will have been integrated into the regular
undergraduate and graduate education.

4. The national diagnosis of disabilities will be updeted, and activities wilL be
carried out to strengthen health care services for this population group.

5. The epidemioLogical surveillance systems for accidents and violence will have
been established end implemented in the province of Pichincha.

6. The primary mental health care system will be developed in priority areas;
promotion activities against smoking and alcoholism will have been strengthened
at the national LeveL.
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1. By the end of the period, the national reference Laboratories wiLL have
upgraded microbioLogical diagnosis of the communicable diseases that pose the
greatest risks.

1. By the end of the period, the country will have joined the regional healthy
municipios movement, and it will have promoted prevention activities among
indigenous populations, eLderly people, and disabled people in coordination with
the MPH, IESS, and NGOs. It will also have promoted mental health, substance abuse
prevention, and accident prevention.

1. By the end of period, support wiLL have been given for incorporating Rumiñahui,
Quito, or Cuenca into the healthy municipio movement.

1. By the end of the period, efforts by both the MPH and the IESS to implement new
national standards for hypertension, rheumatic fever, and meLtitus diabetes will
have been strengthened.

1. By the end of the period, the salt fluoridation program wiLl have been carried
out in at Least half of the 80 prioritized areas of the country.

1. Projects should be undertaken between January 1996 and December 1997 to
refurbish 20 units that provide rehabilitation services.

1. By the end of the period support will have been given for the operation of the
system for epidemioLogicaL surveillance of accidents and violence in 20 sentinel
hospitaLs in Pichincha province.

1. By end of the period the mental health program wiLL be working properly in 10
priority areas in the provinces of Pichincha, Guayas, and Azuay.
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PROJECT 10: DEVELOPMENT OF HEALTH SYSTEMS AND SERVICES

PURPOSE

To help develop the National Health System, and on the basis of sectoral reform,
strengthen the Leading role of the MPH, the local health systems, and improve more
complex services, with integration of different levels and appropriate
coordination among different health institutions.

EXPECTED RESULTS

1. By the end of the benniun, activities in priority areas and sll hospital
services for primary referral will be performed on the basis of Local programming,
with a risk and gender approach, using strategic management principles end quality
assurance. Special emphasis will be placed on nursing work.

2. By the end of the period interinstitutioneal accreditation comittees will be
formed within hospitals internally, at the national level, and in priority health
areas.

3. By the end of the period a situation snalysis will have been done of legal
standards bearing on sector reform. (SPO HS 1 and 2)

4. By the end of the biennium, the decentralized program for medical equipmnent and
infrastructure maintenance will have been prepared for secondary and tertiary care
hospitals, which will be functioning under decentralization.

5. By the end of the period, the NGOs, municipios, social security and other
institutions will have been incorporated into the health arcas (Local health
systems) and the muiticultural approach to indigenous health will have been
developed in the priority areas.

Indicators

1. In 1997, the national health system should be operating on the basis of a
sectoral reform proposal validated by interinstitutional agreements.

2. In 1997, 50X of NPH health services should be functioning as a network in a
decentralized manner.

1. In 1997, 80X of the priority areas should carry out activities based on local
programming, with risk and gender approaches, and apply strategic management and
quality assurance principles.

2. In 1997, 80X of the cantonal hospitals (primary Level) shouid carry out
activities based on strategic management and quality assurance principles.

3. In 1997, over 50X of the health services in priority areas and demonstration
hospitals will carry out nursing activities under the comprehensive intervention
plan (service, education, and unions or professional associations).

1. By 1997, an interinstitutional national accreditation committee should be
functioning permanently.

2. By 1997, an internal accreditation comnittee should be formed in 30X of all
public sector hospitals.

3. By 1997, all services in 20X of priority health areas should be accredited.

1. In 1997, at Least 3 administrative systems will have been studied in
preparation for the sector reform proposal.

1. In 1997, 50X of MPH secondary and tertiary care hospitals will have put
maintenance standards into effect.

2. Fifty percent of MPH secondary and tertiary care hospitals will be functioning
under decentralization.

1. In 1997, 10 health areas should be functioning as local health systems,
integrating the MPH, NGOs, municipal goverrnment, IESS, and other institutions.

2. In 1997, 5 health areas should be functioning under the muLticutturat approach
to indigenous health.
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6. By the end of the bennium, the continuing education methodology will have been
institutionaltized for service management and administration, unified among
different health institutions and NGOs.

7. By the end of the biennium, SINAFA (National System of Pharmacotherapeutic
Csre) will have been implemented in MPH work units and wiLL foster the regular
supply of drugs and coordinate record-keeping and health control.

PROJECT 11: DISASTER PREPAREDNESS

PURPOSE

To help to reduce the vuLnerability of the country to natural disasters by
strengthening institutions involved in this field, technical training for
personnel in prevention and mitigation and in disaster health response, and
building and training intra-and intersectoral operational networks to respond to
emergency situations.

EXPECTED RESULTS

1. By the end of the 1996-97 biennium a qualified human resource team will have
been availabLe in order to confront disaster-related health problems.

2. By the end of the 1996-97 biennium a professional staff will be trained in
emergency medicine at the university graduate Level; experience wiLL be broadened
to other disciplines.

3. By the end of the biennium assessments wiLL be concluded and published with
diagnosesof structural andnon-structural hospital vuinerabiLityandwiLL include
disaster operation pLans; a vulnerabiLity survey model wiLL be approved in order
to select hospitaLs at high risk.

4. By the end of the biennium, the Andean ParLiament (PARLANDINO) will have
structured a set of perliamentary initiatives for disaster prevention and response
in the subregion.
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1. In 1997, 4 regional support centers for continuing education in administration,
management, and other health aspects wiLL operate in an integrated fashion with
universities, NGOs, and IESS, and in coordination with the MPH.

1. By Late 1997, SINAFA should function comprehensively in 30% of the National
HeaLth System units.

2. By Late 1997, 60X of priority operational units (heaLth areas and hospitals)
should use rational management to controL drugs and drug stocks.

1. By 1997 a sector-wide disaster plan will be available, and disaster response
operating capacity will be consolidated in the 10 most important hospitals of the
country, with technical studies of physicaL and functional mitigation in eight of
them.

1. One hundred people will have been technically qualified in prevention,
mitigation, and disaster health response measures as well as health infrastructure
protection by the end of 1997.

1. Twenty resident physicians and 10 university educators wiLL have been trained
by the end of 1997.

1. Studies of physical and functional vuLnerabiLity for 8 hospitaLs wiLL have been
validated by the end of 1997, along with 10 disaster response plans.

1. A basic study for disaster LegisLation applicable in Andean countries will have
been conpleted by the end of 1997.
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5. In the biennium, within the Andean Cooperation in Health, Legal and operational
mechanisms will have been consotidated for cross-border cooperation on disaster
prevention and relief in the subregion.

PROJECT 12: SUPPORT FOR DEVELOPMENT. MANAGEMENT. AND COORDINATION
OF COUNTRY PROGRAMS

1. Health cooperation agreements for disaster response will be implemented at
borders between Colaombia-Ecuador, Chile-Peru, and Peru-BoLivia by the end of 1997.

1. In 1997 more than 80X of the activities of technical-achinistrative cooperation
will have been carried out within the framework of the technical cooperation
program.

PURPOSE

To provide managerial, technicaL, and administrative support for the delivery of
technical cooperation required for national health devetopment.

EXPECTED RESULTS

1. The organization snd operstion of the Representative Office wiLL be adapted to
the technical and dministrative duties Laid out under the 1995-1998 SPOs.

2. The provislon of scientific and technical cooperation will be enhanced in order
to strengthen the generation of ideas, open new areas, and foster coordination of
activities.

3. A capacity wilt have been developed to identify and analyze the sociopolitical
process and situations, assess their relative significance and direction, and
determine timely end efficient responses to give backiring to national players in
their efforts to fulfill health goals.

1. Structure and operation of the PWR in 1997 will be set on the basis of the
technical-programming approaches for the 4 defined work areas and their
corresponding Lines of activities.

2. By the end of 1997, more than 50X of PWR technical and administrative personnel
will have participated in continuing education progrems.

1. There wiLL have been a 20% increase in 1997 of extrabudgetary technical-
financial resources to respond to multi-institutional health sector needs.

1. In 1997 steady efforts should be made to set forth end carry out timely
intervention for appropriate solution to priority health problems.

2. In 1997 the presentation of time-sensitive situation reports will have been
systematized to facilitate the process of decision-making and lead to the
fulfilliment of health goals.
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_____--____-----------------_--___P ___- ------ A--___--______
PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS------------

PROGRAn CLASSIFICATION

Il. HEALTH IN HUMAN OEVELOPMENT
-.. a -= .................

PUBLIC POLICY ANO HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT HSD

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

CPS

HST

TCC

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.-.---...................----............... ----

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH HRH

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

1,022,400
...........

64,600

64,600

599,400

599,400

290,700

290,700

67.700

67,700

1,045.400

944,700

944,700

100.700

100,700

32.0
2.0....

2.0

2.0

18.8

18.8

9.1

9.1

2.1

2.1

1996-199

AMOUNT

1 161 300
.,. ... '...

74,700

74.700

695,500

695,500

312,800

312.800

78.300

78,300

32.8 1.138,500

29.6

29.6

3.2

3.2

1,032,500

1,032,500

106,000

106.000

97 1998-1999

%OF % OF
TOTAL AMOUNT TOTAL

-... - - - - - - - - - - - - - - - -

32.8 1,282,300
--- .. -= ... =.....

2.1

2.1

19.7

19.7

8.8

8.8

2.2

2.2

86,300

86,300

768,600

768,600

337,000

337,000

90,400

90.400

32.2 1,243,000
..... ...........

29.2

29.2

3.0

3.0

1.130,900

1,130,900

112,100

112,100

IV. HEALTH PROMOTION AND PROTECTION
mmmmmmmmmmmmmmmmmmmmmmmmmmmmmmm

289,800 9.2 325,200
.mmmmm .mmm m mmm

9.2 365.900

FAMILV/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

33.0

2.2

2.2

19.8

19.8

8.7

8.7

2.3

2.3

32.1

29.2

29.2

2.9

2.9

9.4

167,500

167,500

5.3

5.3

183,800

183.800

5.2

5.2

202,600

202,600

5.2

5.2WCH



PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)
__--___ _ ___- -- ---- _ -_-_-_- _- - ---- --- -- --- -- --- -- --- --- -- --- -- ----_--_-- --- --- --_-- ---_-_- -

PROGRAM CLASSIFtCATION

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION HED

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION NUT

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

VI. DISEASE PREVENTION AND CONTROL
..............................

1994- 1995

% OF
AMOUNT TOTAL
_- - - - - - -

18,300

18,300

104,000

104,000

388,600
...........

388.600

388, 600

440.600
mII -II

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES OCD

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

398,600

398.600

42,000

42,000

.6

.6

3.3

3.3

12.2
...-.

1 2.2

12.2

13.8

12.5

12.5

1.3

1.3

1996-1997

% OF
AMOUNT TOTAL

21,200

21,200

120,200

120,200

413,700
...........

413,700

413,700

499,700

452,100

452,100

47,600

47,600

.6

.6

3.4

3.4

1998-1999

% OF
AMOUNT TOTAL

24,400

24,400

138,900

138,900

11.7 441,000
11111 ~ mIIIII

11.7

11.7

441,000

441,000

14.1 545,000
- .. ... _... ! =b

12.8

12.8

1.3

1.3

490,900

490,900

54,100

54,100

.6

.6

3.6

3.6

11.4

11.4

11.4

14.1

12.7

12.7

1.4

1.4

GRAND TOTAL
mmmm~mi~i

3,186,800 100.0
............ ...

3,538,400 100.0 3,877,200 100.0
... _. .. ,,. .....
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__________________________----_____ ____ _____ ____-------------______---------_ -EXRU G-TA FU-------__ _ _ _
PROGRAM 9UDGET - EXTRABUDGETARY FUNDS

-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _-- _ _ _ _ _ _ _--- _ _ _ _ _

1994-1995
__________________

PROGRAM CLASSIFICATION
______________________________________________________________________

AMOUNT
___________

IX. HEALTH IN HUMAN DEVELOPMENT
...........................

423,400
riamiis

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT WHD

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY ADÑ HUMANITARIAN ACTION

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
m. - mma .....a- ...................... --

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

ESSENTIAL DRUGS

ESSENTIAL DRUGS

QUALITY OF CARE AND HEALTH TECHNOLOGY

CLINICAL, LABORATORY AND IMAGING TECHNOLOGY

CPS
EHA

114,500

114.500

308,900

20,300
288,600

3,334,900
mmmmmmmmmmm

2,574,700

UAH 2.574,700

EDV

CLT

625,200

625.200

135,000

135.000

141.700
...........

IV. HEALTH PROMOTION AND PROTECTION
... ............................

% OF
TOTAL

6.7
1.8...

1.8

1.8

4.9

.3
4.6

53.7

41.4

41.4

10.1

10.1

2.2

2.2

2.3

1996-1997

AMOUNT TI

221,900

221.900

221,900

0

o
o

2,800,000
...........

2.800.000

2.800,000

O

0

0

O
...........

1998-1999

OTAL AMOUNT TOTAL
._ _ _ _ - - - - - - - - - - - - - - - -

7.3

7.3

7.3

93 000

93,000

93,000

3.2

3.2

3.2

o

0
0
o
O

92.7 2,800,000
..... ...........

92.7

92.7

2.800.000

2.800.000

96.8

96.8

96.8

0

0

_m l m im O

_- 0O

_ . . . . .O

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

141,700 2.3

WCH 141,700 2.3

o
___________

o

O 0



PROGRAN BUDGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 19g96-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - - - - --_-_- - - - -_ _ - - - - - - -_ - - -_ - - - -_ _ - - - - - - -_ - - -_ - -_ _ _

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
…mmmm mmmmm mmmmm mmmmm mmmmm m mm mmmmm mmmmm

1,454,300 23.4 0 - 0
Bm rmmm m m mm mms n t m mmm t = mm m =

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

1,454,300 23.4

CWS 1.454.300 23.4

O O

_- - - - -O -

VI. DISEASE PREVENTION AND CONTROL
... m........... ..............

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS

CDD
GPA

863,100 13.9 0 - 0
mmmmmmmmm m ..... ........... ..... ........... .... =

863,100

298,600
564,500

13.9

4.8
9.1

0

o00

- O -

- 0 -
_~ ~ O~ -

GRAND TOTAL 6,217,400 100.0 3,021,900 100.0 2 893,000 100.0
.__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __._ _ _ _ _ _ _ _ _ _ _ _ -__…_ - - - - - - - - - - - - - - - -mm…m- m m - - - - - - - -
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ALLOCATION BV OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNDS
-"" " ' " "" " " "-

;--…--- PERSONNEL --------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

SHORT-TERM
CONSULTANTS

S

DUTY
TRAVEL

_ $__ _

FELLOWSHIPS
___________

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

S $

GRANTS OTHER

$ $

80,000
146,100

226 100

7.1

40 900 10,000
69,800 186,000

110,700 196,000 ........-. ...........

3.5 6.2

531,900 80,000 42,000
1,059,900 157,300 85,600

........... .....................
1.591,800 237,300 127,600

44.9 6.7 3.6
_ _ _ _ _ - - - - - - - - - -

10,000
150.000

160,000

4.5
_____

58,400
300,800

359,200
..........

11. 3

67,500
345,300

412.800

11.7

8.500
56,000

64.500

2.0

9,800
67,600

77,400

2.2

11,408011,400

11.400

.4

13,20013,200

13 200

.4

284,000
485 800

769.800

24.2
_ _ _

328,400
589.900

918.300

26.0
-_ - _ _ _

1998-1999

PAHO - PR
WHO - WR

TOTAL
.....

1,170 300
2,706,900

3,877,200
mIi~ii

% OF TOTAL 100.0

2
4

6
....-.

o
4

4
mmmmmm

563 000 80,000
1,126:500 157 300

1,689,500 237,300
mmmmmmmmmmm mmmmmmmmmmm

43.6
_ _ _

6.1
_____

48,700
99,000

147,700

3.8 12.3 2.3 .4 27.4

2
4

6
mmmmmm

0
4

4

1994-1995

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

% OF TOTAL

496,600
952,500

1,449,100

45.3
----

978,400
2,208,400

3.186.800

100.0

1.069,600
2,468,800

3, 538,400

100.0
_ _ _

2
4

6
e.----

0
4

4
m..mmM.

10 000
150,000

160.000

4.1

78,000
399 000

477,000

11 400
78 100

89,500
l..........

0
15,200

15,200

379,200
681 .800

1,061,000
m mmmmmmmmm
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HEALTH SITUATION

Demography

1. Based on the preliminary figures of the Population and Housing Census,
conducted in 1992, an estimated population growth rate of 2.8%, and zero net
migration, the projected population for 1996 and 1997 is 5,441,338 and 5,750,318
inhabitants, respectively, in a territory of 19,614.7 km2--that is, a population
density of 277 snd 293 inhabitants per km2, respectively. The urban population
is growing fsst snd now constitutes aLmost 50X of the country's total populastion,
a proportion expected to continue to grow over the next few years. This urban
population growth is particularly marked in the Metropolitan Area of San Salvador,
where 30X of the country's total population lives. There, the average annual
growth rate is 3.6%, which means that if current conditions in this urban area
continue, by 1997 the population density will be 3,175 inhabitants per km2.

2. Total fertility in women aged 15 to 44 has declined from 4.17 children per
woman in the period 1983-1988 to 3.85 children per womean in the period 1988-1993.
The Metropolitan Area of San Salvador has a total fertility rate of 2.69, while
in the rural ireas of the country the rite is 4.96. The highest total fertility
is observed in the poorest snd most marginal groups in society, where the rate is
5.62 children per woman. The chances of fertility continuing to decline in 1996-
1997 are not very high, because women st risk of unplanned pregnancy are found
mainly among the poorer social strata and in rural areas.

3. The crude mortality rite in 1990 was estimated as 5.3 per 1,000 inhabitants,
while in the dispLaced population the rate calculated at 21 per 1,000. The main
csuses are communicable diseases, diseases of the circulatory system, and external
csuses, with a strong upward trend in people over 15 years of age, for both sexes.
The infant mortality rate and that for children under 5 fell from 52 snd 16,
respectively, per 1,000 live births in 1983-1988 to 41 snd 12, respectively, in
the 5-year period 1988-1993. In 1992, infant mortality in former war zones was
estimated st 73.1 per 1,000 live births. Within these wide-ranging mortality
rates, the highest tend to be found in the lowest socioeconomic groups.

4. The high domestic snd international geographical mobility of the population is
one of its principal characteristics. It is estimated that more than one-third
of all Salvadorian families have sn average of 2.47 relatives in the United
States, where roughly 1 million Salvadorians are believed to be residing. Since
displacements within the country were not accompanied by any improvement in
socioeconomic conditions, those affected are going to add significantly to the
nurmbers of Salvadoriins living in extreme poverty. The gradual return of the
Salvadorians in the United States is expected to have a major impact on the
economically active population in terms of competition for work and wages, growing
urbanization, end in increased burden on public services.

Health Status Indicators

5. At the beginning of the decade, life expectancy was 63.5 years. Among men it
was 59.8 and among women 67.2. The birth rate in 1992 was 32 Live births per
1,000 inhabitants.

6. Part of the decline in infant mortality is reportedly due to a gradual
reduction in communicable diseases, which are now second to perinatal illnesses
as the main cause of infant deaths. Intestinal infections, pneumonia, and
external causes are now the main causes of death in the 1-4 age group.

7. Maternal mortaelity in 1993 was 1.19 per 1,000 live births, with 67% of maternael
deaths occurring among rural women. The leading causes of death were hemorrhage,
followed by toxemia and sepsis.

8. For 1992, the mortaelity rete in the population aged 65 and older was 55 per
1,000: 60.5 per 1,000 in men and 50.5 per 1,000 in women. The leading cause was
diseases of the circulatory system, which caused more deaths than communicable
diseases.

9. Protein-energy malnutrition remains prevalent in children (50.1X), end 15.2%
of children under 5 suffer from moderate to serious malnutrition. Children in the
same group also present specific deficiencies, including vitamin A deficiency in
36%. Growth retardation (height for age) is 30% in schoolchildren, 24.8 percent
of whom suffer from iodine deficiency.

10. Water is available to 96.2% of the urban population (77X from underground
sources) and 18.6X of the rural population (80% from surface sources).

11. With regard to excreta disposal, 81 municipios have ANDA sewerage system
connections, while the remaining 181 municipios do not; 92.2X of the urban
population has excreta disposal services, and 59.2% of the rural population has
latrines and septic tanks.

12. The ratios of health personnel attached to the Ministry of Public Health and
Social Welfare per 10,000 inhabitants are: physicians, 5; dentists, 0.4; nurses
and nursing auxiliaries, 3.0 and 4.1, respectively. The number of hospital beds
available is 8,585, or 17.0 per 10,000 inhabitants; of these, 64% belong to the
Ministry and 17% to the ISSS, while 19% belong to privately-owned autonomous
institutions.

13. In the past 10 years, the frequency of malaria has declined. The annual
parasite index (API) registered 0.6 cases per 1,000 inhabitants in 1994.
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selective spraying in ureas of persistent transmission, timely detection and
immediate administration of curative drugs, the application of larvicides, the
elimination of breeding sites, and key community participation are the basis for
current control.

14. The reported incidence of classical dengue is 15.0 per 100,000 inhabitants.
In 1990, the rate was 45.0. The viruses found so far are serotypes 1, II, and IV.
The rate of household infestation of Aedes sevyDti is 45X in the dry season and
68X in the rainy season.

15. Regarding Chagas's disease, the prevalence of TrVynosama cruzi infection in
humans is 20.5X, and the number of infected persons is estimated st 1.15 miLLion,
the bulk of them Living between 660 and 1,000 m above sea level. The rate of
household infestation by triatoma bugs ranges from 26.3X in urban areas to 100X
in rural areas. The main domestic reservoirs are dogs, with an infection rate of
21.5X. The infection rate in blood donors ranges from 5X to 14X.

16. In the past year, the country was declared free of poliomyelitis. The
causative agent of diphtheria was last isolated in 1987. Vaccination coverage in
chlldren under 1 year of age up to October 1994 was: DPT3, 89X; OPV3, 89X;
messles, 82X; BCG, 80X; and tetanus toxoid in women of childbearing age, 78X. The
Incidence of vaccine-preventable diseases per 100,000 population were: neonatal
tetanus, 0.04; tetanus in adults, 0.10; whooping cough, 0.2; tuberculosis, 43. No
cases of poliomyelitis, diphtheria, or measles were reported in 1994.

17. Since 16 August 1991, cholera has spread throughout the country. By November
1994, the number of cases had risen to 24,741: en cumulative prevalence rate of
471.3 per 100,000, with a case-fatality rate of 0.5X. The principal mechanisms
of transmission are: consumption of beverages outside the home, consumption of
food sold by street vendors, and consumption of rew vegetables.

18. In the 1985-94 period, there were 817 reported cases of HIV infection and 770
cases of AIDS. Of the comabined total, equal to 30.2 per 100,000 inhabitants,
75.0X are men and 25.0X women, a 3.1. ratio of men to women. The predominant form
of transmission is sexual contact (65.0X); blood transfusion accounted for 1X of
cases snd perinatal routes for 2X. As of 1994, HIV/AIDS cases in children under
4 years of age represented 0.7X of all cases registered. Among sex workers, the
prevalence of HIV infection is 2.2X, while the proportion is 0.6X smong prisoners,
0.11X among blood donors, 0.52X among women of childbearing age, 0.26X among women
giving birth, and 3X in patients with tuberculosis.

Factors affecting health status.

19. National development policy has shifted. During the last 5-year period (1989-
1994), governnent efforts focused on the peace accords and the country's economic
recovery. Despite the special circumstances of the transition to peace and
democracy, impressive advances were made in many sanitary indicators.

20. The current Government has established the consolidation of the economic
reforms, the modernization of the State, and the development of the social sectors
ss priorities for the coming 5-year period (1994-1999) . This new cephssis has
produced brought gains to the hesath sector, which has had its share of the budget
increased and now has access to substantial external financing, easily in excess
of US$100 million for this second 5-year period, especially for sectoraL reform.

Sectoral reform, especially with regard to the efficiency of the national health
system, will determine the impact of the additional funding on the health sector.

21. The Salvedorian economy has grown in recent years, with GDP increasing by 4.6X
in 1992 and 5.0X in 1993 and inflation declining from 12.1X in 1993 to 9.7X in the
first semester of 1994. An important contribution to the national economy stemmed
from the foreign exchange remitted by Salvadorians living abroad. In 1993, it
amounted to USS 823 miLLion and in the first semester of 1994, it totaled USS 519
million. However, there are no signs of an improvement in the situation of the
poorest strata of the population, and the social compensations programs do not
cover all the problems deriving from unemployment, underemployment, and
socioeconomic marginality. The family remittances received are mainly (85X) spent
on food and other consumer items.

22. There are two main demographic problems: the rapid growth of the population
end its uneven geographic distribution, with un excessive tendency toward urban
concentration. The principal health problems in cities derive from the breakdown
of family ties, overcrowding, smoking, aLcoholism, drug addiction, violence, and
accidents.

23. The housing shortage is estimated at around 43.8X, and 38.6% of all dwellings
are classified as inadequate. The mein materiaLs used in their construction are:
mixed 12X, mud and wattle 45X, adobe 32X, wood 4X and, metal sheeting, cardboard,
and/or other discarded materials 7X.

24. The illiteracy rate in the population 10 to 65 years of age is 23X, and for
every illiterate person in the metropolitan area there are five in the rural
areas. Of every 100 children who enroll in 1st grade, 32 manage to reach 6th
grade in the cities, but only 6 do so in the rural areas.

25. Only 13X of the country currently has any forest or scrub cover and, of that,
only 2 percent is thought to be original forest. Two-thirds of the land is
consequently subject to severe erosion, which means that the water table is not
being renewed and problems of water scarcity are arising.

26. Surface and ground waters are polluted by direct domestic sewage discharge and
industrial waste, as well as by improperly disposed of urban solid waste that is
carried by wind and rain to the nearest watercourses.

Status of each of the five orientations of the SPOS

27. Health in Development: The peace accords signed at Chapultepec Palace in
Mexico City, paved the way for a participatory environment of peace, while the
implementation of the National Reconstruction Plan helped to channel available
resources toward the country's reconstruction.

28. Execution of the Heatth Services Emergency and Maintenance Plan for
Concentrated Population Areas made it possible to provide medical, dental,
emergency, and specialized care to former combatants, thus contributing to the
consolidation of the peace process.

29. The Central American Health Initiative, signed by the country, testifies in
its different phases to a commitment to adopt a comprehensive, development-
oriented approach to action in the health sector.
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30. The "Trifinio" project demonstrates El Salvador's willingness to work Jointly
with Guatemala and Honduras in providing health care to the population groups
concentrated along their mutual borders, integrating their efforts in an overall
plan to enhance the economnic and social development of the so-called Northern
Triangle.

31. Holding the Course for Health Sector Managers ~sde it possible to train mid-
Level staff, with a view to lnproving efficiency in individual units and the
quality of health care.

32. The conclusion of the analysis of the investment processes in the environment
end health means that we now have the information necessary for financing
investments designed to expand coverage in environment and health as key factors
in development.

33. Development of the Project on Community Self-management will make it possible
to stimulate the organization of Local health systems, make community
participation effective, achieve a real decentralization effect, end strengthen
the Ministry of Health's managerial and leadership capacity.

34. A gender perspective has been introduced at top decision-making and some Local
levels of the health service in health situation analysis, the setting of
priorities, and resource allocation.

35. Health systems and services development: Health infrastructure covers five
public health regions: the Western Region, which includes the departments of
Ahuachapdn, Santa Ana, and Sonsonate; the Central Region, with 2 departments--
Chalatenango and La Libertad; the Metropolitan Region, which includes the
department of San Salvador; the Paracentral Region, with the departments of
CuscatLán, La Paz, Cabañas, and San Vicente; and the Eastern Region, which covers
the departments of UsuLutan, San Miguel, Morazán, and La Unión.

36. Current thinking is firmly in favor of structuring health administration along
a departmental basis, forming 14 departmental health bureaus. This will both
decentralize decision-making and achieve a better match between the problems to
be solved, on the one hand, and solutions and resources, on the other.

37. In order to implement the primary health care strategy, the Ministry of Health
is making organizing itself around the local health systems, conceived as sn
operational strategy for decentralization and community participation in the
decision-making process.

38. Local health systems have already been created in ltabasco, Juayúa, Apopa, and
Soyapengo; and they have been authorized for Nueva Concepción and Chalatenango.

39. Health promotion and protection: The Community Health Program is now in full
swing, as an exercise in health promotion and human development. Within this
framework, health education becomes the technical support factor that gets the
organized population Involved in helping to transform environmental conditions,
forma of collective Life, and patterns of behavior that are harmful to health.

40. A group of five journalists who participated in several international meetings
on journalism and health has been formed to try to motivate people and facilitate
participatory processes.

41. One canpaign currently underway is the Healthy Municipios idea. The Municipio
of Santa Ana, in the western part of EL Salvador, has already adopted this
approach. Consultations have been carried out with two more municipios, which
have expressly stated that they are prepared to take part.

42. Environment development and protection: Here, there is a Ministry of the
Environment, together with other environmental institutions that are ensuring
consistency between policy-making and environmental health interventions, based
on the information and analysis of environmental risks and inpairments to health.

43. The surveillance capability with respect to potentially dangerous
environmental factors and their impact on health is continuing to grow with the
strengthening of the state laboratory network, with which other autonomous and
private laboratories are integrated. ALL of this makes for a more dynamic
information-action process and encourages research.

44. Disease prevention and control: The analyses of the health situation at the
local Levels have been incorporated as keys that enable us to identify the
hardest-hit population groups, develop Local planning, and foster social
participation.

45. Interinstitutional epidemiological teams are now available at the national
Level, along with local research and disease outbreak control teams.

46. A unified epidemiological surveillance system is in place for the principal
health sector institutions, covering the more prevalent communicable and
noncommunicable diseases.

47. Vaccination coverage has increased, and efforts are under way to consolidate
eredication of the wild poliomyelitis virus. Uork has also begun on eliminating
measles and neonatal tetanus.

48. Efforts to fulfill the commitment to eliminate Trvyanosoma cruzi infection,
through blood transfusion, end Leprosy have led to a better understanding of the
situation and to some concrete steps in that direction.

49. At present, there is a laboratory for rabies vaccine production, and
expectations are that it will eventually produce enough vaccines for EL Salvador
to become self-sufficient in this respect and renew it efforts to eliminate rabies
in urban areas.

PLans and priorities for national health development

50. The environment for health and development has been altered by political
shifts, ihich include: (i) the priority assigned by the government to social
development; (ii) the strengthening of the national process to modernize the
State, which includes reform of the health sector; (iii) the subregional
agreements that have strengthened Central American integration.

51. Sectoral reform, with its strong emphasis on the efficient utilization of
resources, constitutes the Linchpin of national health policy. The Ministry is
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preparing to undertake far-reaching changes in the organization of the national
health system snd in the existing regionalization scheme, opening up opportunities
for broader and more effective decentralization and participation by local actors
from the political and social arenas.

52. The principle political object of the national government's 1994-1999
Government Plan is comprehensive human development for all Salvadorians. The
Ministry of Public Health and Social Welfare conceives of health as a social
product that derives from the interaction of various Salvadorian social actors,
ranging from state and public institutions to NGO's and even the private sector,
each of them helping to determine the health status of the population.

53. The basic strategies pursued in the General Health Policy are the
modernization of the sector, attention to the basic health needs of the population
as a whole, the provision of comprehensive care, and the targeting and development
of local health systems--all this within a general effort to make health care more
humane and geared toward greater community involvement.

54. In addition, the Ministry of Health coordinates the cooperation that various
governments and bilateral and multilateral agencies provide to the country in the
area of health, channeling contributions to priority programs and groups.

55. The guidelines governing action in the health sector are based on the
following criteria:

56. Participation, not competition, determines priorities and fair distribution
and efficient utilization of resources.

57. Clear definition of the levels of care in order to find comprehensive
solutions to health problems.

58. Incorporation of the gender perspective in health care, disease prevention,
and health promotion.

59. Priority status for primary health care, which typically uses decentralized
resources to meet specific targets.

60. Environmental rehabilitation and efforts to ensure sustainability.

61. Health promotion to develop an ingrained sense of responsibility for
individual and community health.

62. Prevention and control of comaunicable and noncommunicable disease on the
basis of protection factors and risk factors.

Plans and priorites for national health development

63. Through the health authorities, the national government intends to carry out
a thorough reorganization and modernization of the health sector in order to: 1)
provide universal access to health services; 2) improve human capital by providing
better nutrition, health, and technological training; 3) promote community and
target population participation in social control. Its priority is to achieve a
significant reduction in infant and maternal mortality by providing greater access
to qualified health care for pregnant women and greater attention to children
suffering from malnutrition.

64. Priority is to be accorded to decentralized, local, strategic self-management,
with a gender perspective; this involves regulation of the health services, human
resources development, the consolidation of management information systems,
greater decision-making powers for local services, and efforts to reduce specific
nutritional deficiencies and protein-energy malnutrition.

65. The health plan pays particular heed to reorganization and environmental
protection, the availability of adequate-quality water in sufficient quantityboth
in the cities and in rural areas, and to improvement of Local managerial capacity.
This includes concern for working environments and preparations to deal with
potential natural or technological disasters.

66. Considerable pressure to improve individual and collective health conditions
will be exerted through education, information, use of the mass media, community
participation, and the development of healthy municipios.

67. The comprehensive and decentralized epidemiological approach of the health
plan makes vigorous development of epidemiology possible, particularly in the
analysis of health situations and epidemiological surveillance, and allows
solutions to be based on risk factors and protection factors.

68. Amnong the priorities are prevention and control of prevalent communicable
diseases (dengue, malaria, Chagas' disease, cholera, AIDS, tuberculosis, acute
respiratory infections, acute diarrheal diseases, rabies, and other zoonoses),
with special emphasis on vaccine-preventable diseases.

69. The obvious impact on individual and collective health of domestic and
criminal violence means that these two problems must be dealt with as a matter of
urgency. Hence, the importance of developing and/or strengthening social
movements to prevent and tackle violence from an comprehensive, intersectoral, and
participatory perspective.

TECHNICAL COOPERATION STRATEGY

70. The Representative Office will assign special importance to the mobilization
of resources as a way: (i) to attract external resources to supplement the
sector's own resources and to finance, in particular. institutional
transformations for improving health care coverage in conditions of equity; and
(ii) to increase institutional efficiency and thereby raise the capacity of the
health systems to meet their coverage goals.

71. Financial cooperation, especially that directed toward the development of
health systems and services and concerned with the health situation and its
trends, will be used chiefly to help define policies, plans and strategies as key
elements in influencing the process of change in a way that will make it possible
to attain equitable, effective, and efficient coverage.

72. With regard to sectoral reform and to programs geared toweard meeting the needs
of marginalized groups, technical cooperation will promote end participate in
operational research projects on experiences with change that have the potential
to accelerate the process of change.

73. Within the framework of the institutional modernization program, emphasis will
be placed on the dissemination of information and the mechanisms to provide rapid
access to information sources that facilitate the strengthening of the health
services and sectoral transformation.
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74. Training will remain an essential component of cooperation, with special
Importance attached to programs dealing with problems associated with the
processes of change. Whenever possible, such training will be carried out in
situ, in the trainee's own working envirornment.

75. Technical cooperation anong countries will be strengthened, especially in
critical areas of sectoral transformation, such es decentralization and community
participation. In this regard, emphasis will be aiso placed on the associated
intercountry programa or programs that facilitate the integration of the area.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. To support the definition of political orientations and strategies regarding
the processes of sectoral transformation.

2. To support the Ministry and other organs of the state, especially the
legislative assembly, in the development of health legislation from a national
perspective, while bearing in mind Central American Integration.

3. To provide national support for the integration of Central American information
networks in areas of priority activity.

4. To develop the institutional capacity to assess situations (demography, health,
the economy, social conditions, etc.) and trends.

5. To promote a gender perspective at all decision-making Levels in the health
system.

6. To support the processes of institutional change in each subsector (Ministry,
ISSS, ANDA, universities), within the framework of the policy for sectoral
modernization. To strengthen the healthy municipios, within the framework of

local health system development. To support the formation and training of staff,
including health workers. To support Local development, especially in the
application of the market basket, as a strategy for providing rapid access to
primary health care services to all disadvantaged sectors of the population.

7. To promote the analytical capacity of the institutions of each subsector
(NSPAS, ISSS, Military Health) regarding the rational use of drugs. Quality
control pre- and postregistry. Implementation of the automated drug registration
system.

8. Health promotion, through education, information, use of mass media, community
participation, and healthy Lifestyles.

9. To support national prioritization of areas such as dengue, malaria, Chagas'
disease, cholera, AIDS, tuberculosis, acute respiratory infections, diarrheal
diseases, rabies, and other zoonoses. Emphasis on vaccine-preventable diseases.

10. To strengthen the control of occupational and environmental hazards by working
closely with the business health programs promoted by social security. To
strengthen the country's capacity to prevent, mitigate, and be prepared for
disaster.

11. Institutional strengthening to increase access to drinking water, with
emphasis on the population at greater risk.

12. Development, monitoring, and evaluation of intersectoral plans and policies
regarding food and nutrition.

13. Development of new models of reproductive care with municipal government and
community participation.

14. To develop the capacity of PAHO/UHO technical cooperation to respond to
specific situations and conditions.
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Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: HEALTH IN DEVELOPMENT

PURPOSE

To support the development of the health sector, in the context of the
modernization of the State and Central American integration.

EXPECTED RESULTS

1. Policies and national strategies for the development of a national health
system formulated and in the process of implementation.

2. Effective coordination of institutional, civil, and political actors in the
processes of sectoral reform.

3. Effective coordination of the technical cooperation agencies within the
framework of the sectoral reform.

4. An ongoing process of consultation with the Ministry of Public HeaLth and other
state entities, especialLy the nationaL congress, on topics related to health and
development that have implications for the Central American integration process.

5. Prioritization of investment in health and environment, based on optimization
of health in development and areas associated with Central American integration.

1. A properly defined sectoral reform policy and processes of change underway.

2. Formal events to organize intersectoral and interagency coordination.

3. Growing use of a Central American Information Network in at Least two important
health areas (i.e. Biotechnology and drug prices).

4. Foruns and draft Legislation in health and related fields in which congress
plays an active part.

1. An interinstitutional organ for politicaL coordination, in operation.

2. Institution commissions and working teams formed and in operation.

3. A national reform plan and institutional development plans adopted and in
execution.

4. An implementation plan adopted and in execution for the Project for the
Development of Community Self-management.

1. PrincipLes adopted in health policy, especially with respect to equity and to
the contributions of the health sector to integration.

1. Coordination events held.

2. Coordinated decisions taken.

3. Effective implementation of decisions taken.

1. Events and actions involving the subregion.

2. Actions involving the participation of other state organs (Legislative and
Judicial Branches).

3. Decisions taken with regard to topics that affect integration.

1. New investment proposals in health and environment.
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PROJECT 2: HEALTH SYSTEM DEVELOPMENT

PURPOSE

To expand health service coverage, with emphasis on the population at greater
relative risk.

EXPECTED RESULTS

1. ProJect for institutional reform in the Ministry of Health and in Social
Security adopted and in execution (articuLated with the sectoral reform).

2. Role of the central level of the Ministry strengthened in terms of leadership
of the heatth sector.

3. Capabilities of Local health systems strengthened.

4. Decentralized structure and new methods in operation in order to ensure
efficient/effective administrative and clinical management.

5. Institutional development in the Salvadorian Social Security Institute fully
underway, within the framework of the sectoral reform policy.

6. Response capability of national hospitals, developed and strengthened to deaL
with disaster situations.

7. Information on prevention and mitigation of disasters available for and
utilized by the universities and the population in generaL.

Indicators

1. Sectoral reform underway.

2. Participation of sectoral institutions in the reform of the National Health
System.

3. Redefined roles for the components of the National Health System (leadership,
local management, roles of the principal institutions of the sector).

1. Action Plans adopted.

2. Fulfillment of objectives and goats contained in the plans.

1. Planning, monitoring, and control functions strengthened, and operational
functions transferred to the local level.

1. Ten percent or fewer users in the respective areas of influence seek a solution
to their health needs at other levels of the system.

1. New structure at the central, regional, and Local levet.

2. The new structure institutionalizes decentralization and community
participation.

3. Basic Law governing the local health systems.

4. Management system, including managers in key positions working full-time.

5. New methods of management.

1. Sixty new models of service delivery (based on community clinics) created and
in operation during the period.

2. New operating systems functioning (drugs, management, etc.).

3. Projects to deliver joint services with the Ministry of Health.

1. Studies and plans for the prevention and mitigation of risks and disasters
prepared in 23 hospitats in EL Salvador.

1. Courses conducted for 15 university professors.

2. Two full-day seminars in connection with the Wortd Natural Disaster Reduction
Day.
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8. Emergency plans for deasling with disasters prepared st the Local Level, with
intersectoral participation in all Departments.

PROJECT 3: ESiENTIAL DRU8O

PURPOSE

To improve the quality of and access to essential drugs for the entire population,
especially for the lower-income groups.

EXPECTED RESULTS

1. Information processed and analyzed systematically in order to introduce
corrective action wuith respect to the rational use of drugs.

2. Legislation reviewed and gradual changes effected (from a national and Central
American perspective).

3. FormuLary revised in light of the patterns of use in Local units.

4. Increased efficiency in the health sector's registry of drugs and related
products.

PROJECT 4: HUMAN RESOURCES

PURPOSE

To strengthen the capabilities of human resources in the health sector in order
to improve the type of care provided end the regulatory function of the Ministry
of Health, within the context of the modernization of the sector.

EXPECTED RESULTS

1. Implementation of the methodology used to analyze the performance of Local
health teams In order to improve the quality of service delivery.
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Indicators

1. Ten days devoted to coordination for the formulation of plans.

2. Ten local organization projects draun up.

1. Change in drug use patterns.

2. Controls improved at several levels of the health system.

1. SIM installed and operating in most of the local units (SIM is computer
software developed by PAHO and already in use in several institutions).

2. Changes in drug use patterns (comparative/historical analyses).

1. Meetings held to discuss drug legislation.

2. Draft legislation discussed and/or approved.

1. Changes in the content of the basic list of drugs.

1. SIAMED in operation.

2. Products under effective control.

1. Improved decision-making and managerial capacity in the institutions of the
health sector, with emphasis on the local level, by the end of 1997.

1. 10 performance analysis processes in operation; 3 initiated in 1995,
strengthened; 3 initiated in 1996; and 4 in 1997.

2. Results of the evaluation for 6 of the above-mentioned processes.
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2. Continuing education process strengthened st the different levels of the health
service network, aimed at increasing managerial capacity in a way that is
compatibe wuith national health policies.

3. Development of health personnel policies and strategies based on technical
advice and consistent with the process of sectoral reform.

4. Education of health personnel based on the real needs of the population,
appropriate technology, and available resources.

5. Pertinent snd up-to-date bibliographical information on health topics in
general snd human resources in particular, available at all levels of the health
system.

6. Public health education strengthened at the technical and undergraduate levels
and promoted at the postgraduate Level.

PROJECT 5: HEALTH SITUATION ANALYSIS

PURPOSE

To strengthen actions geared toward guaranteeing access to health care, focusing
on groups at risk and on the search for equal opportunity, based on
epidemiological indicators that permit a reorientation of the health sector and
optimization of its resources.

EXPECTED RESULTS

1. Health situation analysis methodology being applied at the Local, departmental,
and national levels.

1. Continuing education plans drawn up, developed and evaluated in a participatory
manner at the different levels of the health services.

2. Decision-making and managerial capacity inproved in the health teams at the
Local Level in at least four priority departments designated by the Ministry of
HeaLth.

1. Health authorities involved in the development of human resource policies.

2. Working groups formed by the educational and employer sectors functioning and
striving to develop personnel policy consistent with the reform of the health
sector.

1. Processes to integrate training with service promoted and supported
technically.

2. Participation of the National University of El Salvador and of other
institutions of higher education in research activities, education, and training
in the health services.

1. One hundred percent coverage of the National Network of Information and
Documentation in Health (RENIDS) and of the Information and Documentation System
on Human Resources for Health (SIDORHS).

2. One hundred percent coverage at the regional Level with the Textbook Program.

1. Incorporation of the contents of courses on administration and strategic
management in the educational and training programs for health personnel.

2. Existence of a working group formed by representatives from public and private
entities in the higher education and services sector, defining Lines of action for
the teaching of public health at the postgraduate Level.

1. By the end of the biemnniun 1996-1997: the formulation, monitoring and
evaluation of health programs in the Local health services under the Ministry of
Public Health will be based on analysis of the health situation and its trends.

1. Local health services with stable medical personnel formulate end evaluate
health programs through an analysis of the health situation and trends, once risk
factors and risk groups have been identified.
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2. Local epidemiological surveillance geared toward the identification of risk
factors and risk groups.

3. Capacity to monitor and evaluate the impact of health interventions at the
Local and departmental level.

4. Human resources at the Local and departmental level applying the
epidemiological methodology for the monitoring, evaluation, and management of the
health services.

5. Pertinent epidemiological information shared at the transborder and Central
American Level.

PROJECT 6: HEALTH PROMOTION

PURPOSE

To strengthen interventions designed to develop healthy Lifestyles, self-care,
control and prevent chronic health problems, and contribute to the struggle
against violence, promoting and supporting policies and strategies geared toward
reducing social, environmental, and psychosocial risks, with special emphasis on
health promotion and protection and community participation.

EXPECTED RESULTS

1. Health services at the Local, departmental, and national level carrying out
health promotion and protection activities.

2. Local health services disseminating information on social, environmental, and
psychosocial factors that either protect the health of the population or expose
it to risk.

3. Multisectoral and multi-institutional interventions being carried out in
selected municipios, within the healthy municipios approach.

4. Humen resources at the Local and departmental Level applying methods and
techniques for mental health promotion and protection, surveillance and control
of chronic diseases, and healthy aging.

5. Health services at the local, departmental, and national level engaging in
health promotion and protection activities.

508

Indicators

1. The departmental health managers evaluate the impact of health interventions
using epidemiological tools.

1. Pertinent end coordinated epidemiological information is shared at the
transborder and Central American Level.

1. By the end of 1997, local health services are applying the epidemiological
methodology for the evaluation of health measures.

1. In the biennium 1996-1997, the border area population is conducting transborder
evaluations, analysis, and health measures.

1. The Local health services dependent on the Ministry of Health are taking steps
to promote healthy attitudes and practices based on health situation analysis and
its trends.

1. Eighty percent of the health services at the Local level and 100% of those of
departmental level carrying out health promotion and protection activities.

1. Six municipios using the healthy municipios approach.

1. Intersectoral commissions set up and in operation in the six healthy
municipios.

1. Norms available and being applied in mental health and the surveillance and
control of chronic diseases end old age.

1. Health services at the local and departmental level carrying out health
promotion and protection activities.
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PROJECT 7: DISEASE CONTROL

PURPOSE

To consolidate progress In animal health and the control and prevention of
communicable diseases and zoonoses, through environmental management and
protection and the fostering of healthy Lifestyles, in accordance with their
technological vulnerability and the feasibility of eliminating them with the
technical resources available.

EXPECTED RESUILTS

1. Local health services strengthened for epidemiological surveillance and the
execution of measures to prevent and control communicable diseases.

2. Activities to eliminate T.cruzi Infection through blood transfusions, leprosy,
and urban rabies being carried out in all the health services.

3. Increased coverage and effectiveness of prevention, surveillance, and control
activities designed to reduce mortality and morbidity from tuberculosis, and acute
diarrheal and respiratory diseases.

4. Epidemiological tems at the Local and departmental level working
interinstitutionally and intersectorally on the control of epidemic outbreaks.

5. Ability of the health sector to exercise surveillance and control of vector-
borne diseases (dengue, leishmnitesis) and application of the four guidelines of
the GLobel Malaria Control Strategy.

6. Safe blood being distributed through blood banks throughout the country.

7. Mational, regional, and departmental networks of Laboratories developed for
surveillance of communicable diseases.

8. Characterization of the zoonoses found in El Salvador, Including harmful fauna.

9. Ability of the local health services to exercise surveillance of foodborne
diseases.

Indicators

1. Improvement in the national situation with respect to comiunicable diseases
vis-&-vis the previous biennium, as a result of action designed to strengthen the
national ability to practice prevention, control, and the elimination of specific
diseases.

2. Improvement in the national situation with regard to prevalent zoonoses vis-a-
vis the previous biennium, as a result of progress in the elimination of urban
canine rabies and the eradication of bovine tuberculosis, together with food
protection activities.

1. The health services of MSPAS, ISSS, ANTEL, Teachers' Welfare, and Military
Health, together with NGOs, carrying out surveillance, prevention, and control of
communicable diseases.

1. The health services attached to the MSPAS, ISSS, ANTEL, Teachers' Welfare,
Military Health, and NGOs carrying out activities designed to eliminate T. cruzi
infection through blood transfusions, Leprosy, and urban rabies.

1. Mational coverage increased by 35X with respect to the previous biennium and
85% effectiveness by the end of the present biennium in the control of
tuberculosis, and acute diarrheal and respiratory diseases.

1. The local health services with epidemiological teams trained in the control of
epidemiological outbreaks.

1. The health services of the MSPAS, ISSS, ANTEL, Teachers' Welfare, and Military
Health carrying out surveillance and control of dengue and leishmaniasis, and
applying the four guidelines of the Global Malaria Control Strategy.

1. The blood banks in El Salvador follow standards for providing safe blood.

1. The laboratories of the MPSAS, ISSS, ANTEL, Teachers' Welfare, and Military
Health are linked up to networks for surveillance of communicable diseases.

1. Determination of the epidemiological status of rabies, bovine tuberculosis, and
brucellosis in EL Salvador.

1. Health services of the country carrying out surveillance, prevention, and
control of foodborne diseases.
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PROJECT 8: WOMEN, HEALTH. AND DEVELOPMENT

PURPOSE

A reduction In the incidence and prevalence of domestic violence, with enphasis
on women in the 12-49 age group, through plans, program, and activities at the
regulatory levels of the health sector and in selected comunities, with the
coordinated participation of the State and civil society.

EXPECTED RESULTS

1. Stronger woen's organizations and networks at the community level, preventing
and dealing with cases of domestic violence against women.

2. hechanisms for recording, processing, and analyzing data on domestic violence
recommended for incorporation into the national health information system.

3. Initial development of proposals for national health policies and services st
the Local level to prevent and deal with domestic violence toward women, in
coordination with the various social actors involved.

4. Support for proposals and modifications to Legislation currently in force, in
order to deal effectively with domestic violence.

5. Existence of a project management system at the national Level and mechanisms
for monitoring and evaluation, within the framework of the Program on Women,
Health, and Development.
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Indicators

1. A 50% increase in the access of women to services for the prevention and
addressing of domestic violence in selected localities in the 1995-1977 period.

2. A 30X reduction in the prevalence and incidence of domestic violence among
women from 12 to 49 years of age, in the Localities indicated, in the period 1995-
1998.

1. Creation of at least one self-help group in 1996 and 1997 for the care of
victims of violence in selected Localities.

2. At least one community organization carrying out prevention and training
activities related to domestic violence by the end of 1998.

3. A community network of women end men for the prevention of domestic violence
in operation as of 1996 in the Localities selected.

1. Input and output sheet containing the variables on domestic violence
incorporated into the information system at the Local Level in 1996.

2. Two technicians per country trained for incorporating cases of domestic
violence into the national registries.

1. At least one health service preventing and dealing with domestic violence
toward women, beginning in the second year of the project.

2. A Community Action Program prepared in concert with the community early in
1996.

3. Model approved by the different social actors during 1996.

4. Team of multipliers formed at the community level in the second year of the
project.

1. To formulate, present, and disseminate proposais and amendments to current
legislation on domestic violence, in coordination with NGOs and government.

2. One hundred percent of the men and women members of legislative women's
commissions trained by the end of 1996.

1. Coordination and counterparts defined at the local level in the seven
countries.
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PROJECT 9: WATER SUPPLY AND SANITATION

PURPOSE

To promote the development of measures for the control of risk factors in the
environment, as a complement to conprehensive health care, through reorganization
and environmental protection, supplying water in adequate quality and quantities,
and inproving local managerial capacity, expanding and strengthening surveil lance
and measures to control liquid and solid waste of domestic, industrial, and
agroindustrial origin, as well as other risks of chemical origin; and the
implementation of measures to ensure preparedness for natural and technological
disasters.

EXPECTED RESULTS

1. Enhanced capability of the national institutions involved in management of
water resources, in terms of technological development, strengthening of
administrative systems, and the setting of standards.

2. Strengthening of environmentsl sanitation services (provision of water,
collectionand disposal of solid waste), avaitable nationwide, especially in rural
and peri-urban areas.

3. Trained personnetl n the various institutions that deal with the environment
and working environments, guaranteeing better occupational health indices.

4. The creation of fora for the discussion and formiulation of plans and groups
(government/enployers/employees) that witl guarantee better occupational health
indices.

PROJECT 10: EXPANDED PROORAM ON IMMUNIZATION

Indicators

1. Risk factors in the envirornment, such as coverage of drinking water services
and urban end rural sanitation, coverage of systems for the surveillance and
control of water for human consumption and other environmental factors, and
coverage of solid waste collection and disposal services.

1. An education and training program in operation, with the participation of
personnel from the various institutions.

2. Organizational procedures demonstrating administrative efficiency at the
regional and local levels.

3. Standards of environmental quality formulated and adopted in El Salvador.

4. Establishment of an environmental quality surveillance system.

5. Existence of a Master Plan with intersectoral participation for the protection,
conservation, and management of water resources.

1. An increase in the coverage and quality of environmental sanitation services
for the population, especially in rural and peri-urban areas.

2. Systems established for monitoring water qualtity.

1. Physical evidence of the full day training courses.

2. Research in the field of occupational health.

1. Minutes and agreements signed at the meetings between the various sectors
identified.

2. Plans of action agreed upon, geared toward improving the working environment
and to reducing environmental contamination.

1. EPI activities under way in all the health services of the country, supported
by efficient technical and administrative resources.

PURPOSE

To support national efforts to keep El Salvador free of the wild poliomyelitis
virus, to consolidate progress in the elimination of measles and neonatal tetanus,
and to Increase vaccination coverage for diphtheria, whooping cough, and
tuberculosis.
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EXPECTED RESULTS

1. EL Salvador remains free of the wild poliomyeLitis virus.

2. EpidemioLogical information showing progress in the elimination of measles and
neonatal tetanus.

3. Vaccination with DPT and BCG, with high levels of coverage in children under
1 year of age.

PROJECT 11: FOOD AND NUTRITION

PURPOSE

To help reduce deficiencies of macro- and micronutrients in areas and populations
at risk.

EXPECTED RESULTS

1. Food and nutrition activities defined and under way in areas and populations
at risk.

2. Food fortified with micronutrients in accordance with established regulations
and standards.

3. Formation and training of national personnel in the areas of food and
nutrition.

4. Enhanced technical capability of comprehensive care services for chiLdren under
5.

PROJECT 12: MATERNAL AND CHILD HEALTH AND FAMILY PLANNING

PURPOSE

To help to improve the coverage and quality of institutional reproductive health
services, with emphasis on preventive activities in geographical areas with high
maternal and Infant mortality.
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Indicators

1. Indicators of 100% elimination persist in EL Salvador.

1. Vaccination coverage of over 85X in children under 1 and women of childbearing
age.

2. Epidemiological surveillance on the basis of the elimination indicators.

1. Vaccination coverage in excess of 85% in all municipios.

1. Two projects designed and under way in communities in EL Trifinio, municipios
in the northern part of the Department of Santa Ana.

2. Analysis of two fortified foods available on the national market.

3. Staff members of selected areas trained and working on food safety and
preventive activities in nutrition for children under 5.

1. Focd and nutrition security strategy incorporated into a National Intersectoral
Plan of Action for Feeding and Nutrition.

1. Updated technical standards and training programs for fortifying salt and sugar
with iodine and vitamin A.

1. Personnel registered in courses proposed by INCAP, and health professionals
trained.

1. One hundred percent of the operational personnel responsible for surveillance
of children's growth, development, and feeding will have been trained.

1. Implementation of standards and protocols for attending to the principal
obstetrical and perinatal emergencies and complications.

2. Community establishments end resources in two health areas of the country
equipped to serve the population at risk.

3. Personnel responsible for health care in 10 health establishments in the
Western and Eastern Health Regions trained to handle obstetrical and perinatal
emergencies.



Obiectives

EXPECTED RESULTS

1. Decision-making cspacity of the health services geared toward children under
5, adolescents, and women deveLoped in accordance with the functions assigned in
the network.

2. Provision of continuing education for institutional personnel and the community
on health care for Low-risk pregnant women and on how to manage the principal
obstetrical pathologies and compLications, in ddition to detection, referral, and
timely transfer of patients.

3. Community workers and groups trained in reproductive risks, seLf-care, and
identification and interpretation of signs and symptoms of obstetrical emergencies
and complications.

PROJECT 13: AIDS

Indicators

1. One hundred percent of the traditional establishments and community resources
provided with the equipment and materiaLs necessary for reproductive health care
according to established standards and Levet of complexity.

2. ImpLementation of a reproductive health program.

1. One hundred percent of institutional personnel responsible for perinataL
maternal care trained in health care for Low-risk pregnant women and in the
diagnosis and management of the leading causes of maternal morbidity and
mortality.

2. One hundred percent of specific supervisors and rural health promoters in the
geographical areas of the health services trained in reproductive risks.

3. Incorporation of 100X of untrained Lay midwives into the midwives training
program.

1. Detection and referral to the services network of 80X of pregnant women, women
in labor, and women post-delivery who have risk factors and/or complications in
the communities covered by the project.

1. Reduction in the incidence of HIV(+)

PURPOSE

To interrupt the chain of HIV transmission, through activities designed to
prevent sexual transmission of the virus, as weLL as perinatat transmission and
infection through blood and btood derivatives in the general population, in
addition to mitigating the impact of the disease on those infected and their
communities.

EXPECTED RESULTS

1. Promotion and education on the prevention and control of STD/AIDS carried out
among groups of parents, adolescents, and women of childbearing age.

2. Promotion activities on the prevention and control of STD/AIDS, through the
mass media (posters, bilLboards, pamphlets, radio, and television)

3. Periodic quaLity controls in bLood banks, conducted by the National Network of
BLood Banks.

1. Reduction in the number of HIV-infected adolescents (men and women).

2. Reduction in the number of cases of AIDS stemming from perinatal transmission.

1. Number of posters, bitLboards, pamphlets, and media spots designed and
published or broadcast.

1. Keeping the seroprevalence of HIV(+) in blood donors below 0.11%.

2. BLood banks screening for HIV 100X of the blood to be used in transfusions.
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Obiectives

PROJECT 14: DEVELOPMENT AND MANAGEMENT OF NATIONAL HEALTH POLICIES
AND PROGRAMS

Indicators

1. Nanagement processes being devetloped at all levels.

PURPOSE

To inprove the ability of technicaL cooperation to respond to the specific
conditions and requirements of the country.

EXPECTED RESULTS

1. A system for the evaluation of institutional and professional performance and
a system for the evaluation of output, yield, resources, and costs, both of them
based on the technlcal cooperation program (APB and PTC's) used in the
Representative Office. Selective human resource deveLopment activities, based on
the results of the application of the two previous systems.

2. Efficient utilization of the national and external resources allocated to the
sector.

3. Coordination of international cooperation for the fulfillment of the policies
nd programs considered of highest priority in order to raise the level of health

of the population. To promote the collection and dissemination of scientific and
technical information in the field of health.

4. Timely and efficient technical cooperation on the basis of national priorities
and the Organization's strategic guidelines.

PROJECT 15: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To strengthen cooperation with other countries, mainly with regard to the process
of Central American integration, through coordinated joint activities in the field
of health.

EXPECTED RESULTS

1. Border solidarity initiatives strengthened through epidemiological surveillance
and the training conducted for the formutation of plans of action for the
organization and execution of colltaborative programs.

2. Agreements to ashare experience with decentralization acqui red with at least one
country in the region.

1. IndividuaL, project, and institutional performance profiles, produced on a 4-
monthly and annual basis.

2. HoLding of regular 4-monthly evaLuation events, associated with individual and
collective initiatives to correct the probLems identified and complemented with
formal training activities whenever suitable.

1. An improvement in managerial capacity over the previous biennium.

1. National and external resources mobilized and directed toward the development
of management processes. Documentation centers at the national level established
in 80X of health sector institutions. Instruments to be used in dissemination
prepared.

1. Comprehensive health care activities under way in the most disadvantaged
segments of the population.

1. Intercountry agreements under implementation.

2. Joint planning sessions carried out at Least once a year.

1. Agreement on an epidemiologicaL information system between two countries
adopted and underway.

2. Ptans of action prepared and in execution (for the organization/execution of
collaborative programs).

1. Agreement to share experiences with decentralization (policies, Legislation,
processes, technology, etc.) reached with at least with one country in the region.

514



PROGRAn BUDGET - PAHO AND WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

_______________________.

1996-1997

% OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT
...........................

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL ORUGS

936 000
....r...s..

O

HSD 0

833.200

CPS 833,200

42,600

HST 42,600

60.200

TCC 60.200

831,300

762,700

UAH 762,700

68,600

HRH 68,600

o

EDV

36.5 1,112,600 39.0

-34,700 1.2

- 34,700 1.2

32.4 959,600 33.7

32.4 959,600 33.7

1.7 48,700 1.7

1.7 48,700 1.7

2.4 69.600 2.4

2.4 69,600 2.4

32.5 880.400 30.9

29 8 772,800 27.1

29.8 772,800 27.1

2.7 78,600 2.8

2.7 78,600 2.8

29,000 1.0

-29,000 1.0

1,248,700
=m=m===ms,=

40,100

40,100

1,072,000

1,072,000

56,200

56,200

80.400

80,400

957,000

832,700

832,700

90,800

90,800

33,500

39.7

1.3

1.3

34.0

34.0

1.8

1.8

2. 6

2.6

30.4

26.4

26.4

2.9

2.9

1.1_____
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1998-1999

AMOUNT
--__________

X OF
TOTAL

_____

33,500 1.1
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________________________---------------------------------------- RA T ~- AN - R A- F S .T---.
PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

V__ A_----------------------------__--T ---E

1996-1997 1998-1999

X OF
AMOUNT TOTAL AMOUNT

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - -

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL
............ m.................

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

GRAND TOTAL
...........

43,900
_..........

43,900

WCH 43.900

384.700
...I.m.....

384,700

CWS 384,700

364,200
.. _.._.....

304.200

OCD 304,200

38.000

NCD 38.000

22.000

ZNS 22.000

2,560,100

1.7 48,300

1.7 48,300

1.7 48,300

15.0 414,900

15.0 414.900

15.0 414,900

14.3 396 400

11.9 329,400

11.9 329,400

1.5 42.500

1.5 42,500

.9 24,500

.9 24,500

100.0 2.852,600
*---- ...........

1.7 53,900

1.7 53,900

1.7 53.900

14.5 453,000

14.5 453.000

14.5 453,000

13.9 436 100

11.5 360,500

11.5 30,.500

1.5 48.200

1.5 48,200

.9 27,400

.9 27.400

100.0 3.148,700
..... ...........

% OF
TOTAL

1.7
,....

1.7

1.7

14.4
3 ===

14.4

14.4

13.8
.....

11.4

11.4

1.5

1.5

.9

.9

100.0
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995

PROGRAM CLASSIFICATION
_______________________.

1996-1997 1998-1

% OF % OF
AMOUNT TOTAL AMOUNT TOTAL AMOUNT

...........................................- -

II. HEALTH IN HUMAN DEVELOPMENT

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.
_---------------_--_----_-----_---------_________

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY ADÑ HUMANITARIAN ACTION

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
m...mm.... ................

FAMILV/COMMUNITY HEALTH AND POPULATION ISSUES
----__---_-------_-------_________----------_

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
..... ..........- ............... -- ...

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

35,300

11,100

WHD 11,100

24.200

CPS 15,000
EHA 9,200

1,951,500
...........

1,9i0,500

UAH 1,910.500

41,000

HRH 41.000

158,100

158,100

WCH 158.100

ERA

319,300

319,300

319,300

1.0 0

.3 0

.3 0

.7 0

.4 0

.3 0

54.3 0

53.2 O

53.2 0

1.1 0

1.1 0

4.4 0
..... ...........

4.4 0

4.4 0

8.9 0
m1~ mmmmmmrm mm mmm mmm

8.9

8.9

0

0

_- ~O

_-m = = O

- o

- 0

- 0-mmmm m mmmmmO

- O

- O

- O

- O

- O

- O

- O

_- 0O

_- ~O
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X OF
TOTAL
_____
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _-- _ _- - -- - - -- - - - - - - - --- --- _ _ - - - - _ _ _ _ _ _ _ - - - - -

VI. DISEASE PREVENTION AND CONTROL
…Sus "^ -s sa sa ^" s" sm m

1,134,200 31.4 0 - 0 -
mSmmm.. 8 . ... ... .. .s.l .... .... D

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

CDD
GPA
CTD
OCD

1,129.300 31.3 0

238,200 6.6 0
522,100 14.5 0
353 700 9.8 0
15 300 .4 O

- O

- O
- 0
- O
_ O

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

4,900 .1 0 O

4,900 .1 0 0 -

GRAND TOTAL 3,598,400 100.0 0 100.0 0 100.0
0.0e....... ........0 .. ...0 . ........ ... 10... . . .. 0. .

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ …__ _ _ _ _ _ - - - - - - - - - - - - -- - _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - -
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT

-

1994-1995

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

1,129 400
1,430,700

2,.560,100

100.0
_____

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

S $

2
3

_ _ _ _ _ _

5
mmmmmm

1
3

4
mmmmmm

502 500
755 400

1,257,900

49.1
_____

22 800
41 700

64,500

2.5
_____

OUTV
TRAVEL
_ $__ _

72,900
46,300

119, 200

4.7
_____

FELLOWSHIPS

$

40 000
96 000

136,000

5.3

COURSES
ANO

SEMINARS
__________

225 600
78, 200

303,800

11.9_____

SUPPLIES
AND

EQUIPMENT
__________

80 400
114 600

195,000

7.6
_____

GRANTS OTHER

$ $

o

0
..........

.0
_____

185,200
298,500

483,700

18.9
_____

22,800
49 500

72,300

2.5
_____

22, 800
49 500

72,300

2.3

84 400 42,000 265,900 98,200
55,200 80,000 85,200 132,100

139,600 122,000 351,100 230,300

4.9 4.3 12.3 8.1
_ _ _ _ _ - - - - - - - - - - - - - - -

97,600
63.900

161,500

5.1

42,000
80 000

122,000

3.9

307 300
98,400

405,700

12.9

EL SALVADOR

2
3

______

5
......

1
3

_ _ _ _ _ _

4
......

1996-1997

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.... OF TOTAL

X OF TOTAL

1 266,500
1 586 100

2,852,600

100.0
_____

1,405 300
1,743,400

3.148,700

100.0

550,000
827,500

1,377,500

48.3
_____

587,400
886,800

1,474,200
46...........

46.8

2
3

_ _ _ _ _ _

5
......

1
3

______

4
......

o

_0
..........

. 0
_____

203,200
356,600

559,800

19.6
_____

234,700
412.100

646,800

20.5

113, 500
152.700

266,200

8.5

O
0

O
0
.0
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FRENCH GUIANA, GUADELOUPE, AND MARTINIQUE

HEALTH SITUATION

Demography

1. Martinique, Guadeloupe and French Guiana are French Regions as well as
Departments. Their population in 1992 were 387,000, 360,000, and 150,000
respectively and the population in the continental state of French Guiana is
concentrated along the coastal plains. Whereas French Guiena and Guadeloupe like
the neighboring English-speaking countries have a high percentage of the
population under 15 yrs (30%), Martinique trends towards an older population has
continued with more than 12X of the population over 60 yrs. While the mortality
rate in the three departments are quite similar (a on average of 6/1000
population), the birth rates differ substantially between 31/1000 population in
French Guiana and 19/1000 population in Martinique in 1992. Similarly, infant
mortality remains high in French Guiana at 24.6/1000, uith Martinique having a
rate of 8.6/1000 in 1991.

2. These departments share similar mortality patterns with the mainland of France
and the other English-speaking Caribbean countries, with the major causes of death
being circulatory systems, tumors and accidents. Perinatal mortality and AIDS are
aelso a major concern.

3. There is little information on the morbidity patterns. Chloroquine-resistant
malaria is on the rise, but it is recognized that dengue is endemic in French
Guiana, where diabetes and hypertension are also major causes of morbidity and
alcoholism is a major contributing factor to a large percentage of hospital
admissions.

Factors affecting health status

4. The three departments share similar social problems including unenployment and
development of marginal population settlements on the outskirts of urban centers
and remote rural areas. In eddition to serving their own population, Guadeloupe
administers health services on the Island of St. Maarten and French Guiana those
on the island of St. Laura du Maroni.

5. As a result of the 1982 law, the health services have been decentralized to
the regions with their state (central government level) retaining responsibility
for social security funds, public hospitals, environmental health including vector
control, mental health, alcohol and drug abuse, epidemics and student health.

6. Primary health care services are provided by private general practitioners
throughout the departments and public health clinics are primarily responsible for
the delivery of basic preventive care. Hospital services are provided by a mix
of public and private institutions with most of the tertiary specialists evailable
at the Regional Hospital Centers located in Fort de France (Martinique) Pointe a
Pitre (Guadeloupe). The medical emergency services in Martinique and Guadeloupe
has been developed to a sophisticated level, providing integrated multi-sector
service to the population in those islands, as welt as those in the neighboring
states.

7. The program for AIDS prevention and control is well developed in the island
departments with substantial participation of the non-governmental sector in the
preventive efforts and a model program for day treatment of HIV infected persons
in the main hospital in Martinique. The laboratory and therapeutic services for
the control of cancer of the cervix have been the foci of technical cooperation
to countries in the Eastern Caribbean and the success of these programs serve as
indices of the potential for further TCC between the francophone and anglophone
Caribbean states.

8. While the health services in the health department are well served by
specialists there remains the need to ensure that adequate numbers of persons are
trained in public health and to provide opportunities to professionals to be
exposed to centers of excellence in North America as welt as France.

9. Significant efforts have been made to introduce the strategy of health
promotion in any of the health program and one of the challenges is to produce
behavior modification and educational modules suitable for that portion of the
population that speaks Creole.

10. Like all other countries, strategies have been implemented to control health
expenditures. Health and demographic criteria, as well as differences in medical
and paramedic staffing must be considered when their departments' health sector
budgets are reallocated. French Guiana wi ll continue to be faced with particular
levels of challenge in order to re-address rapidly increasing population and
improve the health status to the level of the island territories.

TECHNICAL COOPERATION STRATEGY

11. PAHO/WHO strategies for providing technical cooperation would be to support
the involvement of health personnel from the French Territories within the
English-speaking Caribbean health activities and to facilitate encounters between
the French and Dutch health representatives in St. Martin and in Suriname.

12. In the area of health promotion, the technical cooperation uill be to assist
with the development of culturally relevant educational materials, specifically
for the immigrant population.

13. Training through Fellowships will form the major plank of the strategy and
would be provided in selected areas not available locally and technical
cooperation with neighboring English-speaking Caribbean states in order to improve
the coverage of secondary care services will be facilitated. Increasing use will
be made o the technical expertise available in the French Departments as Advisors,
Teachers and Researchers.
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FRENCH GUIANA, GUADELWUPE, AND MARTINIQUE

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Upgrade skills of health personnel.

2. Improve cooperation in health services and health research with
English-speaking Caribbean countries.

3. Improve capacity to promote health targeted at marginal groups.

4. Improve the maternal and child health care in French Guiana.

5. Improve the health status of the population in St. Maarten.

6. Expand coverage of AIDS prevention and control program.
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Objetives

PROJECT 1: DEVELOPMENT OF HEALTH SERVICES

PURPOSE

Increase similarities between FRG health system and its neighbors.

EXPECTED RESULTS

1. Manpower trained

2. Increased cooperation with the rest of the Caribbean

3. TCC projects developed

4. HeaLth Promotion supported

Indicators

BIENNIAL PROJECTS

1. Health information routinely required by PAHO/UHO available when requested.
2. At Least one (1) joint or common health program with EC established by 1997.

1. At Least two persons trained in each year in public health related topics

1. Medical Specialists and researchers develop joint research projects with
counterparts in English-speaking Caribbean and submitted to PAHO and other
agencies in 1996 and 1997.

1. At Least one TCC health systems project between the French and Dutch Saint
Marteen Communities or between French Guiana and Suriname developed and initiated
in 1997.

2. Project in support of EC/TCC Common Services developed and implemented by end
of 1996.

1. HP Charter translated into French and
distributed by 1996.

2. Information sent to the French Authorities on relevant health promotion
initiatives in the
English-speaking countries in 1996 and 1997.

3. Health information in Creole distributed to the French Departments in 1996.
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FRENCH ANTILLES AND GUIANA

PROGRAM SUOGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

X OF X OF % OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT 169,000 100.0 183,800 100.0 200,000 100.0 183.800 100.0 200,000 100.0

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC 169,000 100.0 183.800 100.0 200.000 100.0

UNIVERSAL ACCESS TO HEALTH CARE UAH 169.000 100.0 183.800 100.0 200.000 100.0

GRAND TOTAL 169,000 100.0 183,800 100.0 200.000 100.0

* _*--, .,.L....LA N ...................B O..... E......... R ..... A ........... =-

____________________----------------------------------------_________________O OD---------------- ------------- _-
ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS

__________________________________________________-----___-_-_----------------------------------_----------_-------________________

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

-------- PERSONNEL--------
PROF. LOCAL
POSTS POSTS AMOUNT

SHORT-TERM
CONSULTANTS

___________

DUTY
TRAVEL

_ $__ _

FELLOWSHIPS

5

COURSES
AND

SEMINARS

__________

SUPPLIES
AND

EQUIPMENT

$

GRANTS OTHER

$ t

14.200

14.200
...........

8.4

o0

.O

0

...........

8,300

8,300
...........

4.9

21,000

21,000
..-------..

11.4

21.000

21,000
mllmmmmmmlm

9.100

9,100

5.4

9.200

9.200
..........

5.0

10,700

10.700
mmmmmmmmlmmi

0 10.5 5.4

36,000

36.000
...........

21.3

60.000

60,000
...........

32.7

60,000

60.000

29.9

6 100

6 100
..........

3.6

40,500

40,500

22.0

46,800

46.800

4,500

4,500

2.7

9.200

9,.200

5.0

10.700

10.700
..........

o

o

.0

0

0

.0

0

0
mmmmmmmm m

90.800

90.800
...........

53.7

43,900

43,900
...........

23.9

50.800

50.800

23.4 5.4 .0 25.4

1994-1995

WHO - WR

TOTAL

X OF TOTAL

1996-1997

WHO - WR

TOTAL
il.....

% OF TOTAL

1998-1999

WHO - WR

TOTAL

X OF TOTAL

169,000

169,000
...........

100.0

183,800

183,800

100.0

200,000

200,000

100.0

O

o
......

o

0

OO

0
mmmmmm

o

O
......

O

O

o

......

-
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GRENADA

HEALTH SITUATION

Demography

1. The 1991 census indicated that in Grenada, Petit Martinique and Carriacou, had
a poputation of 94,806 persons which had increased over the period 1981 when the
population was 89,088.

2. The population is young with 13.1%X being under 5 years and 38.4% under 15 years
of age. The 65 year olds and over make up 7.9% of the population. Males exceed
females in each age group up to age 30 years, but there is an excess of females
at all ages beyond that, so that females constitute 50.8% of the population and
were 60.6X% of the elderly. (65 years and older).
Health status indicators

3. In 1991, the Crude Birth Rate was 25.5. The Crude Hirth Rates declined by 38%
since 1960, but the decline between 1981 and 1991 was 9.2%. The general fertility
rate has shown an increase of 5.4% between 1981 (117.84) and 1991 (124.19). The
total number of live births declined over the period 1985 to 1991 by 20.3% with
an even greater decline (34.0%) among the number of births to teenage women,
supporting the hypothesis that teenage fertility declined at a faster rate than
general fertility. The Crude Death Rate declined between 1970 (7.9/1000) and 1981
(6.9/1000) but showed an increase in 1991 when it was reported at 7.3/1000
poputation. Life expectancy at birth was 66.7 years and 73.1 years for males and
females respectively in 1980.

4. The infant mortality rate fluctuated between 1988 (21.5/1000)1989 (12.5/1000)
1990 (24.2/1000) and 1991 (10.7/1000). In 1992 it was reported as 15.5/1000 Live
births.

5. The leading causes of overall mortality in 1992 were diabetes mellitus,
diseases of the pulmonary circulation, acute myocardial infarctions, bronchitis,
emphysema and hypertensive diseases. Within the 0 - 5 age groups, perinatal
conditions, pneumonia, gastroenteritis are the principle causes of death. The
number of Low birth weight babies varies from 5 - 9 percent.

6.Factors affecting health status

7. The economy of Grenada is based mainly on Agriculture and Tourism. The gross
domestic product grew at a rate in excess of 5% for the period 1986 to 1990.

However, growth stowed in 1991 when the economy expanded by 3% only and there was
negative growth in 1992. The per capital income was estimated to be US S107.7 in
1991, but fell by more than 20% in 1992. The economic difficulties in 1992
prompted the adoption of a Structurat Adjustment program emphasizing reduction in
government expenditure and the achievement of a surplus on current account. These
measures have affected all developmental sectors including Health and created
difficulties in respect to manpower issues. One example is seen in the upgraded
Hiltsborough Hospital which is unable to provide adequate coverage to Carriacou
and Petit Martinique due to the lack of financial and human resources.

8. Environmental health continues to be a major concern especialty in the area of
sewerage disposal affecting the coastat marine environment which is essential to
the economy of Grenada. The Government has made attempts to rectify this problem
through installation of adequate sewerage systems in the city, but there still
remains the unknown extent of the problem of contamination of rivers and streams
by pesticides from the run-off from agricultural Lands. The disposal of solid and
hazardous waste, particularly in agricultural areas, has been identified as being
a major problem. Analysis of the systems in 1992 pointed to deficiencies in
collection systems as well as the absence of a sanitary landfiLt. Food protection
and food handling of itinerant vendors and food handiers in large institutions
continues to be a problem. Efforts are hampered by the inadequacy of legislation
and the scarcity of trained personnel.

9. The health system continues to maintain its coverage through a network of
health centers and referral hospitals. The delivery of health care at the St.
Georges hospital continues to be a concern not only in the physical infrastructure
but in the general management and availability and maintenance of equipment.

10. Pre-feasibility on hospital facilities and cost recovery studies on St.
Georges Hospital have been undertaken, but decisions have not yet been made. The
importance of planning and programming within the present economic environment is
critical to the extension and quality of services to be provided both at the
hospital and community levels.

Status of Strategic and Programmatic Orientations (SPO)

11. Health human development: The Ministry of Health has developed a Health Poticy
which endorsed the goat of Health for alt and has committed itself to building
health Services based on Primary Care. The Government has fully accepted the
goals and targets of the CCH. A Health Plan and policies relating to various
health sectors have previousty been developed.

GRENADA 525



GRENADA

12. Health systems and services development: Access to health care is provided
through primary and secondary care services. Health teams have been formed at the
district level and programs such as chronic diseases, STDs, and maternal and child
health are administered. A community based information system has been installed
end is fully operational. There is a national disaster preparedness plan.
Training locally and overseas has taken place in areas to support the health
services.

13. Health promotion & protection: Representatives from Grenada participated in
the development of the Caribbean Health Promotion Charter followed by
dissemination of the Charter and sensitization at the national level. Health
programs have focussed on the prevention of Diabetes, Hypertension and Cancer of
the cervix. Programs retated to the prevention and control of STD/AIDS have
continued.

14. Environment Development and protection: Basic sanitation services have been
addressed through the OECS solid waste management project. Sewerage systems have
been installed in St. Georges. Studies on the disposal of solid and hazardous
waste including agricultural have taken lace.

15. Diseases prevention and control: A Surveillance system is in place for
infectious diseases such as STDs, AIDS, measles and Poliomyelitis with assistance
from CAREC. The expanded program on Immunization has continued. The STD/AIDS
program has been in operation and managed at the community level. A pi ot project
in integrated vector control with community participation has been introduced.
Grenada is part of the Cancer of the Cervix project.

16. plans and priorities for national health development: The Ministry of Health
has the central authority for health of the people of Grenada. The Government has
a stated commitment to primary health care approach, the Caribbean Cooperation in
Health with its seven priority areas and the Strategic Programmatic Orientations
(SPO) 1995 - 1998. With these priorities the programs identified have been:

17. Development of Health Services Health Promotion Environmental Health. The
ministry plans to deliver effective and efficient health services through the
development of human resources especially in the area of management for senior
categories of health personnel from Hospital and Community HeaLth Services. To
improve the availability of access to services the Ministry will embark upon a
program to strengthen the Primary Health Care system with decentralization of
services and the expansion of health teams supported by a reliable health
information system.

18. The Ministry is cognizant of the fact that the chronic and other diseases
occurring in the population which are draining resources could be prevented to a
large extent, therefore plans to integrate health promotion approaches into
programs which will include public education and sensitization of nationals.

19. The Government will continue to utilize Regional efforts in support to the
health services and programs in all areas especially those related to
surveillance, diagnosis, treatment rehabilitation of specific pre-determined
cases. In particular, sharing of services among the OECS, through the proposed
OECS heaLth desk.

20. In the area of the environmental health and protection the Government will
continue to ensure that the physical environment is not destroyed through

development activities, and will enforce regulations to maintain a sanitary,
pollution controlled and healthy environment and strengthen national efforts at
coordinating and managing environmental initiatives.

21. Government re-affirms its commitment to Disaster Preparedness including the
design of buildings based on structural standards recommended by the Caribbean
Uniform Building Code (CUBIC).

22. Government wishes to continue to develop a functional and computerized Health
Information System that will support the management decisions related to "Health
for ALL".

23. The Government will continue to collaborate with efforts consistent with WHO
strategies and by mobiLization of financial, human and other resources from Local,
overseas and NGOs work towards the prevention and control of AIDS.

24. A multi-sectoral and multi-disciplinary approach to prevent and control
substance abuse especially among youths will be used as well as providing
treatment and rehabilitation services.

25. The Government will continue to give priority in providing health services to
vulnerable and high risk groups such as the poor, children, expectant and nursing
mothers, the elderly, the chronically ill, drug addicts and persons with
disabilities.

TECHNICAL COOPERATION STRATEGY

26. The priority areas for technical cooperation form PAHO during the biennium
(1996-1997) are the seven priority areas of the Caribbean Cooperation in Health
Initiative and the Strategic and Programmatic Orientations (1996 - 1997). The
Strengthening of Health Systems and Services, Health Promotion/Disease Prevention
and Environmental Health Programs have incorporated the other health priorities
of the Country.

27. In strengthening the health systems, the management plan for the institution
will be operationalized, the District health teams and the Health Information
Systems will be expanded. The functional approaches which will be utilized are
Development of Policies, Plans and Norms and Training for hospital and community
level personnel. The quality of maternal and child health services and adolescent
health services development and food protection will be addressed through the
functional approaches of policies, plans and norms and training.

28. Training will be necessary in addressing the human resources needs of the
health system such as in mental health, health promotion, solid waste management
and mobilization of resources for AIDS programs.

NATIONAL PRIORITIES

1. Strengthen the implementation of the solid waste master plan and sanitary
landfiLL.

2. Increase the coverage of potable water and sewerage.

3. Expansion of Vector Control Program.

4. Strengthening management at all levels of health care system.
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5. Development of a strategic health plan with the strengthening of the planning
process.

6. Training of health personnel in selected areas to support the health services.

7. Support the development of a heaLth promotion program with emphasis on
Lifestyle in relating to AIDS, hypertension, diabetes and cancer of the cervix.

8. Strengthen the mobilization of resources for the prevention and control of
Sexually Transmitted Diseases and AIDS.

9. Establishing health teams in community services and strengthening community
participation.

10. Training in health promotion.

11. Use of media in health promotion.

12. Strengthening youth and adolescent health services.

13. Strengthen Food Protection Program.

14. Strengthen Health Information Systems.

15. Strengthen the community mental health program.

16. Strengthen the Surveillance of the Communicable diseases program.

17. Improve the quality of MCH services.

18. Strengthen disaster Preparedness programs.
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Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: HEALTH SYSTEMS AND SERVICES

PURPOSE

Delivery of Health services made more effective and efficient.

EXPECTED RESULTS

1. Health teams established.

1. Service targets for primary and secondary care levels established by 1997.

2. Productivity of seclected manpower increased by 5% in 1997 over that of 1995.

1. Teams working in all defined areas at the district level by 1996.

2. ALL teams trained to jointly plan and manage district program by 1996.

3. Strategies for improving community participation fully implemented by 1997.

2. Manpower trained. 1. National trained in selected areas to meet new demands and maintain current
gains in health services: Disaster Preparedness; Public Health Nursing; Nursing
Administration; Health Education; Nutrition; Environmental Health; Epidemilogy;
Pharmacy, 1996-1997.

3. Health Planning and Management capacity increased.

4. Health Information Systems strengthened.

5. Management of St. Georges Hospital strengthened.

6. Organization and management of the Central Administration improved.

1. Fifty percent (50%) program managers trained in detailed planning and use of
Logical Framework by 1996.

1. Health information system in place at the General Hospital and personnel
trained by 1997.

1. Senior and mid-level staff trained in management skilLs by 1996.

2. Clinical management module of MIS operational by 1996.

1. Team building exercises conducted for groups of health personnel conducted in
1996 and 1997.

2. Doctors and nurses from primary and secondary care levels trained in planning
and programming by 1997.
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7. EPI SurveilLance program supported.

8. MCH services reprogrammed.

9. Adolescent heatth services improved.

Indicators

1. Elimination of measles certified by 1996.

1. MCH strategy used in developing plans and programs for personnel in 1996 and
1997.

1. Situational analysis of adolescent health services completed by 1996.

2. National adolescent health program and policies defined by 1996.

3. Adolescent health program implemented by 1997.

PROJECT 2: HEALTH PROMOTION

PURPOSE

Healthier lifestyles adopted.

1. An increase of 10% treatment of persons with psychiatric/mental heatth
conditions at the Connunity level in 1997 over that of 1995.

2. Persons screened for Cancer of the Cervix increased by 10% in 1997 over the
period 1995.

EXPECTED RESULTS

1. Health Promotion concept promoted.

1. National consultation on health promotion held by 1996.

2. ALL health workers educated to understand health promotion implications in
their work by 1996.

2. Control of Cancer of the Cervix program strengthened.

3. Ptans and programs for Mental Health developed.

4. Capacity for mobilization of resources increased.

5. Use of media in health promotion strengthened.

1. National program with target detailed by 1996 and imptementation started.

2. Implementation of national program on Control of Cancer by 1997.

1. Programmatic approach to mental health developed and manpower training needs
identified by 1996.

1. Nationals trained in mobilization of resources through NGOs in 1996 and 1997.

1. Nationats trained in the use of media in health promotion and social
communication by 1997.
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Objectives

PROJECT 3: ENVIRONMENTAL HEALTH

PURPOSE

Environmental conditions improved.

EXPECTED RESULTS

1. The Integrated Vector Control (IVC) program expanded.

2. Water quality capacity monitoring improved.

3. Food protection improved.
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Indicators

1. No visible accumulation of solid waste in St. Georges and selected areas by
1996.

2. Reduction in the indices of selected vectors by 1996.

3. Potable water available ona continuous basis to 90X of the population by 1997.

4. Non occurrence of food borne diseases outbreaks repeated over the period 1995
by 1997.

1. Technical assistance for I.V.C. Project expanded to five more communities by
1997.

1. National trained in water quality and resource management, waste water re-use
and Coastal Disposal Technologies by 1996 and 1997.

2. Pollution risk assessment and drinking water programs established by 1996 and
1997.

1. Policy on food protectin developed and program for fod handlers phased in by
1996 and 1997.

1. Solid waste master plan implemented and nationals trained by 1997.4. Solid waste management improved.
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PROGRAM BUDGET - EXTRABUOGETARY FUNOS
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GUATEMALA

HEALTH SITUATION

Demography

1. The estimated population of Guatemala for 1996 is 10,977,807 and is
predominantly rural (67%) and broadly dispersed. The indigenous population
accounts for 41.9% of the national total; its members speak a total of 23
indigenous languages with many dialects and are often monolingual. Chi Ldren under
15 years of age constitute 45% of the population, and women of childbearing age
21%. Demographic growth rates are among the highest in Latin America; total
fertility is 5.3 children per woman, the birth rate is 38 per 1,000, and the
natural annual increase in population is 3X.

2. An indigenous population of an estimated 900,000 seasonally migrates each year
from the altiplano region to the farms of the southern coast to work in the
harvests.

Health status indicators

3. Studies published by UNDP in 1994 rank the country 108th on the basis of the
Humaen Development Index and group it among the countries with low levels of human
development.

4. Guatemelan health indicators show less progress than most countries in Latin
America. In 1992, life expectancy at birth, was 62.41 years for men and 67.33
years for women.

5. Sixty-two percent of all mothers do not receive prenatal care, while one in
seven is vaccinated for tetanus. Statistics indicate that 70% of all births are
attended by midwives, a rate that is greater in the rural Mayan areas.

6. The crude death rate is 10 per 1,000 population; infant mortality is 54 per
1,000 live births; and maternal mortality is 10.2 per 10,000 live births. The low
level of health, as revealed by these indicators, is 50X more acute among the
predominantly indigenous population groups Living in poverty in rural areas.

7. Recent 10 studies found infant mortality rates of 120 per 1,000 live births
in areas located in the northern section of the department of EL Quiché (Ixcán and
Ixil).

8. The highest retes of mortality are among children under 5 (who account for 44%
of total mortality) and persons 65 years of age and older (19.5X). The leading
causes of death in 1992 were: Respiratory diseases (69.90 per 100,000); Intestinal
infectious diseases (45.33 per 100,000); Nutritional deficiencies (34.7
per 100,000).

9. These pathologies were also the principal causes of health service
consultations for that same year.

10. The following vaccination coverage was reported in 1994 for children under 1
year of age: polio, 73%; measles, 66X; BCG, 70X; DPT, 71X; and TT, in 15X of
pregnant women. No incidence has been reported of paralytic polio from wild

poliovirus since September 1990 or of diphtheria since 1991. Coverage has been
irregular due to labor strikes that have interrupted programs. Tuberculosis,
malaria, dengue, and onchocerciasis grew among the more vulnerable groups.
However, the relevant programs could attenuate their spread in the next few years.
Cholera has increased steadily in the frequency of cases due to the persistence
of its environmental risk factors. However, case-fatality has been declining as
the quality of rehydration treatment and access to it have improved. AIDS,
despite patient underreporting, has exhibited significant growth.

11. The food and nutrition situation is reflected in the prevalence of
malnutrition among 33.6% of children between 6 and 36 months, and chronic damage
among 37.4X of schoolchildren, manifested in stunted growth. Moreover, specific
nutritional deficiencies in iron, vitamin A, and iodine affect vulnerable groups,
such as school children and adolescents.

Factors affecting health status

12. One-third of the population is considered economically active. Levels of
poverty and critical poverty, 80% and 60% respectively, have doubled in the past
decade (INE/UNDP Profile of Poverty in Guatemala, National Sociodemographic Survey
for 1989).

13. Discrimination against women and indigenous groups persists as a factor in the
distribution of goods and services.

14. The population in critical poverty in Guatemala (without access to the basic
food basket) is classified according to risk groups as: migrants, refugees,
returning expatriates, displaced persons, the population in inpoverished urban
fringe settlements, street children, widows, and orphans. This particularly
affects women, children, Mayan families, and the families of salaried rural
workers.

15. Poverty is widespread throughout the country. Nevertheless, it is possible to
identify the municipios where the neediest population Lives: 76 of them are
considered to be first priority and 63 second priority; in Regions Vll
(Huehuetenango and EL Quiché), VI (San Marcos, Totonicapán, Sololá), II (Alta and
Baja Verapaz), V (Chimaltenango and Escuintlea) and in urban fringe areas, mainly
in the capital.

16. Armed conflict, which has persisted for 34 years, has almost ended. This makes
it possible to foresee a peace process, in which the fulfillment of an active
social agenda can create the conditions for concerted efforts to inprove health.

17. Only 42% of housing units have water, and 46% have latrines. A significant
housing deficit (in terms of both quality and quantity) units contributes to
water-borne infections that Lead to high morbidity and mortality.

18. Barely 5% of the wastewater is believed to treated at all. Solid-waste
disposal is deficient; the capital produces 1,000 tons a day that receive no
treatment. Municipalities lack urban sanitation systems. There has been growing
environmental degradation in metropolitan areas as a result of excess industrial
pollutants. Institutional weaknesses are critical and deserve special mention.
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19. The country has 50,000 people to provide health coverage, including personnel
for health training, health administration, and volunteers.

20. For 1993, the local pharmaceutical market was US$143.7 mitlion, according to
Local industry estimates; of this amount, 21.3% reflected public sector
procurement (MSPAS and IGSS). It can be inferred from this date that per capita
drug expenditures were US$14.60. However, there are large sectors of the
population that still do not have access to medications.

21. Although inprovement has been noted in the quality of the food sold and
consumed, adulteration of food remains a serious problem and constitutes the
Leading cause of a 65% rejection rate for the food submitted to chemical analysis.

22. In 1994, 12 cases of human rabies were reported (1.2 per million) and 237
cases of canine rabies (2.1 per 10,000 dogs).

23. The diagnostic Laboratory of the Ministry of Health interrupted the production
of rabies vaccines because conditions would not ensure product quality.

24. The diagnostic laboratory is in precarious conditions, which adversely affects
epidemiological surveillance of rabies and the quality of individual diagnoses.

25. In 1994, 32,681 cases of malaria and 4,324 cases of dengue were reported.
Circulation of dengue serotypes 1, 2 and 4 was confirmed. The appearance serotype
3 in the Central American Isthmus poses a greater potential risk to Guatemala of
severe clinical forms. There is no Laboratory with the capacity to isolate and
identify viruses and perform seroepidemiological studies.

26. Approximately 40X of the population lacks access to health services, and the
quality of the services available is quite poor. The average nuimber of medical
consultations per inhabitant is 0.5 annually, indicatfng a low utilization level
for the existing services.

27. The 1993 budget of the Ministry of Health was 8.3% of public expenditures and
1.2% of GDP. This is a lower proportion than most in Central American countries.
Annual per capita health expenditures are US$8, 60X of which is allocated for
hospital care and 40X at the health centers and health posts. On average, US$1.6
annually per person is spent on primary cere. Numan and financial health
resources are highly concentrated in urban areas, especially in the metropolitan
region of the capital city; 70% of the budget is for operating costs. Ministry of
Health resources are supplemented with contributions from multilateral and
bilateral agencies and nongovernmental organizations, amounting to more than half
of the expenditures for primary and preventive care.

28. Guatemeaals public sector has en installed hospital capacity of approximately
10,000 beds (8,200 in 36 hospitals under the Ministry of Health).

29. Capital investment by the Ministry of Health is calculated at USS600 million,
but the figure is learger when the country's health centers and health posts are
included.

30. Inattention to conserving the country's assets has led to an obsolete and
dilapidated physical plant, facilities, and equipment. There is not enough staff
or financial resources for adequate maintenance, and despite the achievements of
the past few years in improving engineering and maintenance services, the
maintenance allocation is no more than 2% of the Ministry's operating budget.

31. This information reveals the backwardness of the country in social policy.
The principal constraints on the efficiency of the health sector are: a) Inequity
of the system (40% of the population does not have access to basic services); b)
Concentration of power at the central Level, limited operational efficiency in the
principal institutions of the sector, and low managerial capacity; Inefficient
distribution and management of public sector financial resources; d) A health care
model that is no Longer effective.

32. Some achievements in the past biennium should be pointed out that have
indicated concern within the sector about strengthening its leadership and
managerial capacity in health.

Status of the Strategic and Programmatic Orientations (SPO)

33. Health in human development: A sectorael reform process is under way in which
structural changes are occurring within the framework of the modernization and
decentralization of the State. Democratization of service delivery will be pursued
by striking a balance between the public and private sectors, and health will be
linked to social development, sustainable social health production, and reform of
the water and sanitation sector.

34. In the sectoral reform process, some changes have been implemented and others
are being proposed at the central level of health sector institutions. However,
a strategy is also being promoted to begin actions at the level of health
districts and health areas so that the population at large may effectively
participate in the process of change and guarantee its democratization and
sustainability.

35. Health systems and services development: The country's health authorities and
national government have reaffirmed primary care as the fundamental strategy and
the organizational and operational tactic to extend and implement service coverage
and local health systems.

36. It is in this context that basic health care packages are being defined that
would also include traditional medicine in order to target the resources and have
en impact on the health situation, which is the underlying premise for the
modification of Guatemala's health care model.

37. Health promotion and protection: Health promotion and protection activities
are just beginning and use traditional schemes such as discussions at the health
service level. Some specific activities, such as special vaccination days and
cholera control, involve promotion activities that reach the community through the
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mass media, poster campaigns, and health worker participation. In some cases,
municipalities and schools participate. These activities depend to a large extent
on Local initiatives and external funds.

38. Important promotion activities in the areas of nutrition and hygiene are
conducted in communities under the direction of international NGOs. The Guatemalan
Association for Family Welfare (APROFAN), the National Commission to Promote
Breast-feeding (CONAPLAM), UNICEF, the School Health Program, the School Food and
Nutrition Program, the system for curricular improvement and implementation in the
schools (SIMAC), and others are all Likely to step up their participation in the
next few years in support of the anticipated peace process.

39. Implementation of sectorael reform and local health system development will
create opportunities to plan and coordinate health promotion among several sectors
at the local level. Leadership capacity must therefore be developed among
municipalities so that they may serve aes entities that coordinate and facilitate
resources for health promotion. The training of health workers is also important
to enable them orient technical content. Local entities, such as schools, civic
organizations, churches, NGOs and the mass media should also be provided basic
content and methodological guidelines so that they, in turn, can communicate with
the population.

40. Environment development and protection: The increase in the demand for basic
sanitation services will reach a critical point. Institutions and resources will
continue to be added to the sector--for example, NGOs, social compensation funds,
the services sector, municipios, and external support agencies, thereby increasing
the current sectoral disorder. The critical situation will be exacerbated by
climatic changes associated with the EL Niño phenomenon, which has been forecast
for the 1995-1996 period. The sector should be reformed and reorganized, and it
should formulate policies to manage sustained processes to extend coverage and
preserve and rehabilitate existing infrastructure and service delivery.

41. There is a trend toward the adoption of the basic concepts of sustainable
development--particularly the commitments of the Central American alliance for
sustainable development and the initiatives of IDB and IBRD--in order to promote
plans for environmental action. The proposal to strengthen national health and
environmental capacity for sustainable development, supported by PAHO, should be
integrated with these initiatives.

42. Disease prevention and control: Communicable diseases are still one of the
principal scourges of health in Guatemala. As a response to the needs of the
health sector in the area of disease prevention and control, there will be support
for the extension of diagnostic coverage of the principal communicable diseases,
including those that are emerging in the Region (TB, HIV, and dengue, the latter
because of the greater risk of hemorrhagic forms in the next few years after the
recent appearance of dengue III in Nicaragua). This support should take the form
of human resource training and the development of laboratory infrastructure.
Noreover, in order to respond in a more rational and focused way to the groups
most in need, an attempt will be made to increase the capacity to generate and
analyze information, mainly through epidemiological training of institutional and
community personnel. These activities will serve as the basis for a more
effective epidemiological surveillance system that will permit the selection of

control and treatment strategies in which, it is hoped, different sectors of
society will participate as a result of promotion and education. Activities to
control vector-borne diseases will be geared toward strengthening program
decentralization toward the general health services and toward adopting or
adapting Low-cost, effective strategies that are appropriate for the local
situation. These efforts should result in reducing severe morbidity and mortality
from these diseases. In this regard, regional initiatives will be supported to
control dengue, Leishmaniasis, and hemotransmission of Chagas' disease, hepatitis,
HIV, malaria, and others.

PLans and priorities for national health development

43. The 1994-1995 Government agenda includes several strategies, including one to
combat poverty as "a modelity of local care, through specific actions in which the
development of the individual and the community are the core of state action."
The agenda also emphasizes decentralization in order to promote greater equity by
involving the population in all its heterogeneity, in terms of both needs and
access to services. The deconcentration of resources and activities, in turn, is
tied to the search for more efficient forms of management and the promotion of
greater community participation. The current authorities have reneaed the
commitment to executing and consolidating this development agenda as an ongoing
regulatory policy of the health sector in the next biennium.

44. The agenda places special value to the respect and promotion of diversity in
traditions, religions, and cultures--the basis of the original structure of the
communities. This is of special significance in the development of the health
model, particularly in extending coverage.

45. The agenda highlights health and proposes that the Goverrnment gear its efforts
toward eliminating the basic causes of deterioration in the health situation and
toward expanding coverage of the population. It proposes focusing sector actions
on preventive health programs, primary health care, and programs for family health
education. It calls for increasing the efficiency of the health system in order
to improve the quality of the services to the population and ensure long-term
financial sustainability.

46. It declares that the expansion and improvement of drinking water services and
environmental sanitation are an integral component, a pillar, of preventive health
strategy and the fight against poverty, since deficits in these areas are among
the leading causes of infant morbidity and mortality.

47. The Ministry of Public Health and Social Welfare (MSPAS) has taken on as a
major objective the reduction in the persistence of disease and death from
preventable and controllable causes. This goal would be achieved through the
development of a health model characterized by equity, continual updating, and
sustainability, as well as the fostering of a preventive and epidemiological
approach. It would also be decentralized, participatory, and culturally adapted.

48. The specific objectives are to: a) Improve MSPAS capabilities; b) Extend basic
service coverage for personal health care and the environment; c) Improve the
treatment capacity and quality of services; d) Increase funding for the sector and
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promote efficient use of social investment to offset poverty; e) Strengthen the
managerial capacity of the sector at the nationaL, regional, and Local LeveL; f)
Develop national coordination and community participation processes; g) Develop
human resource capabilities and education; h) Promote the decentralization and
deconcentration of MSPAS, the health sector, and support sectors; i) Strengthen
the intercuLturaL ethnic focus in health care and environmental protection.

49. The decentralization and the development of the Local health systems, the
development of the health care model--based on family self-care with comunity
participation, human resource development, mobilization of financial resources,
and the establishment of bases on which to consolidate the nationaL health system-
-are the ways to achieve these objectives.

50. There is an awareness in the country that sectorae reorganization is required
in order to obtain broader coverage and satisfy the basic health needs of the
population. To achieve this, financial support from IDB and technical support
from PAHO/WHO are avaiLable, which foster the integration of the poLitical
processes to reform the State under way in the country and also disseminate the
tactic of Local health systems, based on an administrative division of the country
that would ensure that these systems become integraL parts of local goverrnment.

51. The Health Sector Program (PSS) is presented as an alternative response to the
problems of the sector, orienting the transformation of the current health care
model by strengthening primary health care as a strategy to help rationalize the
extension of service coverage and basic health programs.

52. The PSS defines 6 program areas: Women's Health, ChiLdren's HeaLth, AduLt
Health, Nutritional Inprovement, Disease Prevention and Control, and EnvironmentaL
Sanitation. Each of these program areas has set lines of intervention.

53. The scope of PSS is national, and it is programmed for development in two
stages. The first includes the reorganization of eight departments of the country
and wiLL be carried out in three phases: 1995 (Alta Verapaz, ChiquimuLa, and
Escuintla); 1996 (Huehuetenango, EL Quiché, and San Marcos); and 1997 (Jutiapa and
Suchitepéquez).

54. The priorities for cooperation provided to the country in the 1996-1997
biennium include health sector reform, at the Level of both overaLL sectoraL
management and inprovement in Local operating capacity. The purpose is to
strengthen health service functions in their customary tasks and orient and
contribute to the social production of health. Other targets include the control
and elimination of communicable diseases of social and economic importance, such
as: tuberculosis, maLaria, measLes, dengue, onchocerciasis, Leprosy, brucelltosis,
and bovine tuberculosis. Health promotion and protection activities are aLso
included, aimed at developing environmental conditions and Lifestyles that are
beneficial to health. The cooperation priority is also aimed at actions to protect
the environment and improve basic sanitation services. DeveLopment of human,
institutional, and community resources, with e~plhasis on training technicians and
aides in a decentralized manner is another key aspect.

55. Technical cooperation is among the priority areas for fuLfilling the country's
the commitments under the Central American HeaLth Initiative, Phase III and
supporting the role of health in the peace and development process.

TECHNICAL COOPERATION STRATEGY

56. MobiLization of resources: PAHO wiLL continue to cooperate with the government
in the mobilization of a broad range of resources, within the framework of the
integration processes, the Central American Health Initiative, and the national
work to combat poverty and consolidate peace. Efforts will continue in this way--
with the help of resources from WHO/ICO; Nordic goverrnents (SIDA), PASCAP/DANIDA;
and the governments of Italy (comprehensive and human development), and Mexico
(bilateraL agreements)--to support initiatives that help to guarantee an increase
in operating capacity and Local responsiveness. Moreover, necessary political
efforts will be made to channel resources from WorLd Bank and Inter-American
DeveLopment Bank loans in support of sectoral reform in health and water and
sanitation with a high level of cost effectiveness.

57. Dissemination of information: The cooperation will place special enphasis on
developing the capabilities of health situation analysis, trend anaeysis, and
practical epidemioLogy in order to intervene in a timely and effective manner in
the solution of public health problems with a high social and epidemiological
impact. The country wiLL receive support in implementing the SIGLO and ASIS
information system in the network of heaLth-related establishments in order to
facilitate the decision-making and sanitary management processes.

58. Training: The area of human resources will require special attention from PAHO
cooperation in order to support the health authorities in establishing framework
for human resource development within the context of sectoreal reform, policy-
making, and the human resources development plan under the health agenda for the
period 1996-2000. Cooperation wiLL also support the development and consolidation
of the School of Public HeaLth and Epidemiology of the University of San Carlos,
as a national think tank and research center, in order to promote the structurae
changes in health. Support will be provided to the education and training of
technicians and aides to extend coverage, based on the primary health care
strategy, training, and continuing education for the community and other social
actors in order to Link health and local development.

59. Development of policies, plans, and norms: The development agenda for
GuatemaLa in 1996-2000 wilL be guided by processes aimed at the elimination of the
poverty that directly affects 80% of the population. Attention will be paid to the
formulation and execution of policies, plans, and programs that guarantee
sustainable human development. In this context, technical cooperation will be
oriented toward supporting the health authorities and other sectors and branches
of the State in Linking health to the development policy agenda, to discussions
on macroeconomic resources and their orientation, to legisLation with a high
social impact, and to processes of state reform, modernization, and
decentralization.

60. Direct technical cooperation: PAHO/GUT will continue to consolidate the
process of decentralized cooperation (CTD) at the area and district levels--local
health systems--in order to coincide with the national processes of
decentralization and democratization in health and guarantee more direct and
timely delivery of cooperation that is responsive to the real needs of the
community.
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61. Research promotion: The technical cooperation will support two types of
research: the first will be oriented toward the search for new forms of
organization and acdministration in the health services; the other, operations
research, will help to identify and develop appropriate technology for the control
and elimination of diseases with a high social impact diseases and for
epidemiology with a cost efficiency and effectiveness consistent with local
development in Guatemala.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. The peace process in Guatemala demands the progressive elimination of the
causes of inequity that have given rise to internal conflict, and it must promote
the effective participation of society as a whole. The health authorities are
convinced that health can promote joint efforts that make it possible to transcend
ideological differences, build peace, and promote development. Such efforts
require the participation of PAHO/GUT technical cooperation in promoting a health
assessment within the political and economic arena that would resolve the causes
of inequity; formulating policies that foster more just health models and that
permit Guatemalans to exercise their rights and responsibilities to participate
in health programs to contbat poverty; and fostering investment in the environment
and health and the incorporation of the indigenous population and women into the
decision-making processes.

2. With the worldwide trend toward globalization and the formation of bloc that
promote joint efforts between countries, the Central American governments have
initiated actions through SICA. However, these should be complemented with
responses that are consistent with health needs at the national and regional
levels and that are geared toward developing a consensus of thought that fosters
a viable solution to the issue. In addition, at the IX RESSCA there was an
agreement to define the foundations for preparing Phase III of the Central
American Health Initiative, and a work agenda was prepared for the next 5 years.
In this context, the following were declared national priorities: a) to review and
strengthen mechanisms of coordination for health initiatives in Central America;
b) to implement macroeconomic and social policies within the framework of the
Central American integration; c) to support the Central American Parliament; d) to
strengthen cross-border cooperation among the local systems of neighboring
countries; e) to incorporate health care into the plans that emerge from the
Central American alliance for sustainable human development.

3. The sectoral reform process for a structural change in health in Guatemala, to
be executed in 1995-2000, will demand a series of changes in: health policies and
plans; the organization and management of systems, institutions, and health
services of the Ministry of Health, the Guatemalan Institute of Social Security,
the private sector, the military, and NGOs; as well as changing the financing and
development of human resources in adapting the health and health care models, in
decentralizing and strengthening local systems, and in fostering greater community
participation in the social production of health. The purpose of the sectoral
reform is to modernize the health sector and strengthen operational and treatment
capacity at the Local level through strategies to decentralize and develop Local
health systems. Sectoral reform constitutes the principal national priority to

make community participation effective, focus the services on the greatest social
and epidemiological problems among priority groups, and integrate programs for
health promotion, environmental protection, and disease control in integrated
models of care. These programs must be differentiated on the basis of the ethnic
and sociocultural heterogeneity that characterize the country, with a view to
increasing coverage, improving the impact of health on development, and generating
equity. PAHO cooperation requirements for the sectoral reform process during
1996-1997 are geared toward the different social actors committed to it in the
following areas: development of health services; human resources; financing;
drugs; diagnostic and therapeutic clinical services; intersectoral coordination
and coordination with other branches of government; development of information
systems; leadership capacity; and sectoral management and development of local
health systems; as well as development strategies for care and decentralization,
and greater managerial capacity in disasters.

4. The national health authorities are aware of the need for adequate
institutional and community/volunteer human resources to consolidate and support
the sectoral reform process. They have a special interest in promoting the
education of technical and auxiliary personnel in a decentralized fashion and in
training institutional and community personnel in basic priority content to foster
active participation in health promotion and in building society. In addition, the
need has been recognized for creating a high-level critical mass of health care
personnel, with the participation of the educational institutions and service
providers, to foster public health with a new effort on behalf of a national
school of public health. PAHO/UHO cooperation requirements for 1996-1997 center
on the development of policies, plans, and programs for education, training, and
the use of human resource for health, within the framework of sectoral reform and
with a prospective approach that is strategic, decentralized, and geared toward
human development. Teaching and learning methodologies that employ a work-study
strategy, problem-solving, research based on reflection and action, and other
information tools must be developed to improve human resources management.
Development of the national school of public health will require the mobilization
of technical cooperation among countries in order to foster the administration of
knowledge and develop high-level technicians for the comprehensive management and
development of national health. Technical cooperation is also required for the
development and consolidation of the national network of documentation and
bibliographic information centers that strengthen human resource development.

5. A reorganization of the epidemiological surveillance and health information
systems would better utilize the local level in the analysis of the health
situation in order to manage, plan, and examine the relevant political, social,
economic, and cultural factors.

6. Strengthening the sector's capacity to develop health policies would focus
attention on priority problems and the groups at greater risk, which constitute
the majority of the Guatemalan population, in order to spearhead intersectoral
processes that promote health and healthy lifestyles.

7. Improvement of technical and managerial capacity in the sector is needed to
guarantee adequate food and nutrition to the groups at greatest risk, mainly
women, children, and the uprooted population.
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8. The national ability to extend food control coverage needs to be strengthened
by introducing food protection activities into the regular programs of the health
areas and districts.

9. Reform of the water and sanitation sector is needed to guide sustained
investment for service coverage and the preservation and rehabilitation of
existing infrastructure and service delivery. PAHO/GUT cooperation is required in
the following areas: a) sectoral policy-making; b) resource management for the
reform and investment processes; c) use of appropriate technologies.

10. Strengthening the capacity of the environmental and health sector is needed
to integrate these elements into the process of sustainable national development
as proposed in the agreements signed by Guatemala in the UNCED and the Central
American alliance for sustainable developnent. Cooperation of PAHO/GUT has been
required in the following areas: a) advocacy for health and environment in the
national process for sustainable development; b) informed participation among the
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population in environmental health management; c) environmental impact assessment
with the implications for human health; d) environmental and epidemiological
surveillance.

11. The priority lines of program action in disease control are consistent with
the health problems of priority magnitude or importance, namely: control and/or
elimination of vaccine-preventable diseases; maintenance of coverage whose impact
entails acceptable administrative costs; continuation of surveillance and
prevention of diarrheaL and food-borne diseases (including cholera); elimination
of leprosy and onchocerciasis; and control of acute respiratory infections.

12. Continue implementation of a program to prevent and control cancer of the
uterine cervix.

13. Promote the elimination of canine rabies, bovine tuberculosis, and
brucellosis, as wetll as human infection.

14. Continue activities to control and prevent HIV infection, AIDS, and other
sexually transmitted diseases.
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BIENNIAL PROJECTS

PROJECT 1: SUPPORT TO THE DEVELOPMENT, MANAGEMENT, AND COORDINATION
OF PROGRAMS IN THE COUNTRY.

PURPOSE

Management and delivery of technical cooperation to support the country in
sectoral reform, control of risk factors for public health problems with a high
social and epidemiological impact; facilitation of policies that integrate public
health into the process of sustainable hunman development; strengthening of the
national processes related to the analysis and management of health services;
decentralization of technical cooperation in priority areas; and adninistrative
development of the PAHO Representative Office to support the delivery of
cooperation and its effective decentralization.

EXPECTED RESULTS

1. Technical cooperation will be integrated in terms of national policies and the
strategic end programmatic orientations of PAHO.

2. Orientation and mobilization of technical cooperation resources for national
health development processes that are focused, operational, and decentralized.
Processes should complement sustainable human development policies in accordance
with the primary care strategy and the development of the local health systems.

3. Technical and administrative capability of the Representative Office will be
duly strengthened and adapted to the demands of decentralized cooperation and
optimal resource utilization.

1. National health policy for 1996-2000 conducive to linking health to
comprehensive human development, combatting poverty, and consolidating peace by
late 1996.

2. Health areas of sectoral reform with operating capacity and responsiveness to
public health problems of high social, sociopolitical, and epidemiological impact
by the end of 1997.

3. Existence of a technical cooperation program that integrates the contributions
of the different technical components in terms of the sectoral reform process and
political and administrative decentralization in the bienniun.

1. Design of annual and 4-month programs will have been carried out and evaluated
during the biennium.

1. Existence of a strategy to formulate and periodically re-evaluate cooperation
during the bienniun.

1. PAHO/GUT offices in Huehuetenango, EL Quiché, Escuintla, Alta Verapaz, and
Chiquimula should deliver decentralized technical cooperation in health districts
or Local health systems by the end of 1996.

2. Administrative and financial systems in place for the redesigned and automated
PWR, to support decentralized delivery of technical cooperation by the end of
1996.

3. PWR administrative staff will have been trained to run acdministrative systems
efficiently by the end of 1996.

GUATEMALA
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Obiectives

PROJECT 2: HEALTH AND SOCIOECONOMIC DEVELOPMENT

PURPOSE

Substantially develop the process to consolidate peace and national
reconciliation, linking health to economic and social development to achieve
sustainable human development that impacts on the poverty that affects 80% of the
Guatemalan population. Efforts will be made through: surveillance and
participation in the macroeconomic and social policies in Guatemala and in Central
America within the ISCA framework; the formulation and management of policies,
plans, and projects; the strengthening of coordination among sectors and other
branches of government; the participation of the organized civilian population,
with priority given to women and the indigenous population in 1996-1997.

EXPECTED RESULTS

1. Health will be Linked as a conponent of anti-poverty progrems within the
framework of the process to consolidate peace and national reconciliation.

2. The framework will be defined for policy, methodology, and inplementation to
monitor and intervene in macroeconomic and social policies at the national Level
and as a contribution to Central America within the health framework initiative
(ISCA) by the end of 1996.

3. Health sector of the municipalities supported with decentralized technical
cooperation and the "Women, Health, and Development" project. Technical advice
will be incorporated from representatives of women's and Mayan peoples'
organizations for the design of an health care model, prevention of and attention
to family violence, and integration of information on these groups into the
national health information system for 1997.
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1. The proportion of health expenditures will have increased to 2% of GDP by the
end of 1997.

2. An economic and social development plan for 1996-2000 with high social content
and strategic health priority prepared by the end of 1996.

3. Organizations of Mayan peoples and women's groups participating in building the
health care model in the departments of the peace zone by the end of 1997.

1. Empowerment end participatory projects will have been formulated and carried
out by the civilian population linking health to anti-poverty programs in peace
zones (ZONAPAZ) by the end of 1996.

2. Surveillance and health planning project for the migrant population and
indigenous woman will have been carried out and evaluated by the end of 1997.

1. Staff members of the health and financial sectors should be trained within the
methodological and implementation framework (macrofine, microfine, ASIS/SIGLO) by
the end of 1996.

2. BilIs on health should be presented for debate and passage by the Guatemalan
legislature and PARLACEN by the end of 1997.

3. Leading health group trained in managerial and economic areas by the end of
1996.

1. Eight municipal goverrnments with sensitized institutional personnel to modify
reproductive health care for indigenous women, provide care in the health services
to women who have been assaulted and to the Mayan population by the end of the
biennium.

2. Nine agreements for coordination end joint work between the health services and
women and indigenous populations completed by the end of 1996.

3. An attempt made to implement the proposal to maintain a registry on violence
in a health area by the end of 1996.

4. A legislative proposal for a law on family violence will have been distributed
and promoted at the congressional Level by the end of the biennium.

5. A radio program series for the Local level, a videotape on gender and
ethnicity, and material on women's health produced in 1996.

6. Eight health councils for indigenous women with local recognition and
credibility established by the end of the biennium.



Obiectives

PROJECT 3: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To link health to political and technical Central American integration processes,
re-evaluate the current mechanisms of coordination between the different health
sectors of Central America, provide political support, mobilize resources for
ISCA, develop joint systems of surveillance and health regulation, and prepare and
execute projects among local systems at binational borders.

EXPECTED RESULTS

1. Systems of health surveillance and regulation in operation among the local
health systems near the borders with Mexico, Belize, El Salvador, and Honduras in
aspects related to communicable disease control and prevention, food safety, and
sanitary waste management.

2. The health component of Guatemala will have been incorporated into the Central
American alliance for human and sustainable development through the restatement
and strengthening of the participatory mechanisns in SICA, RESSCA, Phase !I1 of
ISCA, and PARLACEN.

PROJECT 4: INFORMATION AND BIOMEDICAL AND HEALTH TRENDS.

PURPOSE

To strengthen national capabilities in areas related to surveillance and practical
epidemiology that will make it possible to learn about and intervene in changes
in the health situation and living conditions, with special attention to the 80X
of the Guatemalan population living in poverty.

EXPECTED RESULTS

1. Priority districts and health areas (local health systems) will have the
capacity to monitor and intervene in changes in the health situation and living
conditions of the population living in poverty by the end of 1997.

1. Guatemala's health plan for 1995-2000 formulated and made compatible in terms
of policy and programming with the II1 ISCA guidelines by the end of 1996.

2. Diseases with a high social and epidemiological impact controlled in the cross-
border local health systems between Guatemala and Mexico, Belize, El Salvador, and
Honduras by the end of 1996.

1. Analysis of health situation carried out in the local health systems of the
border areas by the end of 1996.

2. Four plans of cross-border action formulated and in execution by the end of
1997.

3. Systems of surveillance and regulation functioning in border area local health
systems by the end of 1997.

1. A portfolio of projects for Phase III of ISCA by early 1996.

2. Proposals formally prepared and presented by the Guatemalan government on
alternatives for linking the Guatemala sector in the Central American alliance for
sustainable human development by the end of 1996.

1. Surveillance and interventions carried out to eliminate polio and leprosy,
control human and canine rabies, eliminate onchocerciasis, control malaria and
dengue, control and prevent AIDS, control and prevent cervical uterine cancer,
ARI, and diarrheal diseases by the end of 1996.

1. Health and epidemiologicael modules of the information system for local
management designed and implemented in the district services network in priority
health areas by the end of 1997.

2. System of health surveillance redesigned and implemented in the priority health
areas by the end of 1996.

3. Analysis of health situation prepared in the districts for priority health
areas by the end of 1996.

GUATEMALA
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Obiectives

PROJECT 5: ORGANIZATION AND MANAGEMENT OF HEALTH SYSTEMS BASED ON
PRIMARY HEALTH CARE

PURPOSE

To develop the operating capacity and responsiveness of local health systems for
problems with a high social and epidemiological inpact on priority population
groups, especially the poor, the disadvantaged, and indigenous populations, women,
mothers, and children through analysis and development of proposals for the
organization and funding of systems, services, and health institutions (strategic
adninistration), development of the information system for Local management
(SIGLO), and the management information system (ASIS); to improve maintenance in
all the network service establishments for the health areas; to develop a model
of comprehensive care in EscuintLa, Alta Verapaz, Chiquimula, Huehuetenango, EL
Quiché, and San Marcos; to prepare and develop plans for disaster preparedness and
imnprove the quality of care throughout the service network.

EXPECTED RESULTS

1. The priority health areas of EscuintLa, Alta Verapaz, ChiquimuLa,
Huehuetenango, EL Quiché, and San Marcos will. function as Local health systems
(strategic administration, comprehensive care for priority population groups,
broad community participation) by the end of 1997.

2. The Ministry of Health wiLL be organized and have a regulatory capability for
the social production of health in areas related to the definition of policies,
plans, and strategic mechanisms for health surveillance and regulation by the end
of 1997.
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1. The health areas of Escuintia, Alta Verapaz, ChiquimuLa, Huehuetenango, and EL
Quiché functioning in a decentralized fashion, with a significant increase in the
coverage of priority programs (vaccination, water and sanitation, maternal and
child health), service packages defined and provided to the community, and a 60%
increase in the operating and capital budgets by the end of 1997.

1. Local management information system (SIGLO), version 1.0, implemented in the
network of establishments for priority health areas by the end of 1996.

2. SIGLO, version 2.0, implemented in Huehuetenango, El Quiché, and the San Juan
de Dios, Arabela, and Pedro Betancourth hospitals by the end of 1997.

3. A management information system for priority health areas implemented and
utilized in strategic administration in health service network establishments by
the end of 1997.

4. Social response models defined and organized for the production of health in
priority areas by the end of 1997.

5. Health care models modified and defined at the local Level in priority health
areas by the end of 1997.

1. Ministry of Health reorganized at all its management Levels by the end of 1997.

2. Planning system redefined and implemented in priority health areas by the end
of 1996.

3. Health regulatory system designed and implemented in priority health areas by
the end of 1997.

4. A health code approved, Legally regulated, and implemented in priority health
areas by the end of 1997.

5. Leaders of the health sector trained in areas related to sectoral guidance and
management by the end of 1996.



Objectives

3. Social and service network wilL coordinate traditional and western medicine and
ensure comprehensive and differentiated care for the health of the Mayan
population in the four decentralized areas of technical cooperation.

PROJECT 6: HUMAN RESOURCES FOR HEALTH

PURPOSE

To achieve decentralized development among human resources in the health sector,
based on an ongoing analysis of the health situation and the new health model,
with the participation of all social actors, in order to strengthen responsiveness
to local health needs, chiefly in the eight health areas included in the program
for sectoral reform.

EXPECTED RESULTS

1. Human resources will be educated and trained in health areas of the sectoral
reform on the basis of the needs detected in the process of developing and
transforming the services.

2. The methodology of continuing education, health situation analysis, and
analysis of health team performance utilized in the rating of personnel and
transformation of services.

3. Public health sector training institutions will be training the human resources
required for the transformation of the health sector.

4. The school of public health will be engaged in the process of developing and
fostering the coordination and transformation of the training and service entities
of the health sector.

1. Innovative forms of care will articulate traditional medicine in the services
defined in each decentralized cooperation area by the end of 1997.

2. Successful and innovative experiences during 1996 and 1997 documented and
published.

3. Participation of Mayan population in the definition of the health care model
within the context of the Local health systems in the four decentralized areas of
technical cooperation in 1997.

1. Profiles for the qualitative and quantitative distribution of human resources
for the priority areas adapted to needs and compared with current profiles by the
end of 1997.

2. Continuing education program in place in all priority areas by the end of 1997.

3. Decentralized personnel management system functioning in the priority areas by
the end of 1997.

4. Community/volunteer human resources (among municipalities, teachers of
education, NGOs, and others) participating in programs for health promotion and
social construction by the end of 1997.

1. The eight health areas of the sectoral reform program will have executed
educational and training plans and programs among institutional and volunteer
human resources of the sectoral reform program, with special emphasis on strategic
management, environmental health policy and planning, epidemiology, drugs,
disaster preparedness, maintenance, information, ethnic and gender aspects, and
food and nutrition by December 1997.

1. Participation of 30X of human resources in the public health sector in the
rating and development processes, using the methodology of continuing education,
health situation analysis, and analysis of health team performance by the end of
1997.

1. Fifty percent of the training institutions of the public health sector will
have reviewed and adapted the curriculum to the guidelines and needs of the health
sector reform by the end of 1997.

1. Advanced training programs in public health, epidemiology, strategic
management, and environmental health in execution by the end of 1997.

2. Multi-institutional health sector participation among the faculty and
researchers of the school of public health by 1997.

GUATEMALA
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5. SIGLO human resources information subsystem in use among personnel managers.

6. The national network of documentation and bibLiographic information centers
will be functioning.

PROJECT 7: ESSENTIAL DRUGS

PURPOSE

To establish a national program of essential drugs that uses the national
pharmaceutical policy as a framework and coordinates areas related to Legislation,
access to effective safe, and good quality drugs. The policy should guarantee
pharmaceutical services at the national and Local Level and the rational use of
the drugs by users.

EXPECTED RESULTS

1. LegisLative proposals on drugs updated and presented to health authorities.

2. Effective, safe, and good quality drugs made availabLe and a List prepared of
the drugs used by the people who depend directly on the health services.

3. National pharmaceutical and Local services regulated and managing drugs
according to the criteria for proper selection, supply, and rational use.
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Indicators

1. The SIGLO human resource information module that supports health personnel
management in use in 50% of the health areas by the end of 1997.

1. 50X of the health areas will have had adequate information and documentation
on health and human resources development by the end of 1997.

2. 80X of local individuals responsible for the documentation and bibliographic
information centers participating in meetings for training, coordination and
development of the national network by the end of 1997.

1. National drug program established by the end of 1997.

2. Essential drugs available in health services network establishments in the
health areas of the sectoral reform by the end of 1997.

1. Regulations drafted for the registry and control of drugs by the end of 1996.

2. Regulations drafted for national and Local pharmaceutical services by the end
of 1996.

3. Regulations drafted for operation of the national drug program by the end of
1996.

1. List of drugs consistent with morbidity prepared, with a breakdown by levets
of care, in priority areas in 1997.

2. Selection criteria, beginning with the drug registration stage, established by
the end of 1996.

1. Local drug programs functioning in the priority areas of sectoral reform during
1996-1997.

2. National pharmaceutical services coordinating with the local Level by the end
of 1997.

3. Standards prepared and reviewed by the end of 1996.
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PROJECT 8: FAMILY AND COMMUNITY HEALTH

PURPOSE

Health policies imptemented by national institutions, under health sector
management, through the development of activities for health promotion and healthy
lifestyles for every citizen, focusing on the priority problems of children,
women, migrant workers, and the indigenous population.

Indicators

1. 50X of the local institutions--schools, municipatities, the mass media, and
health--of the four priority districts in each of the departments of El Quiché,
Huehuetenango, Escuintla, Chiquimula, and Alta Verapaz--will have been carrying
out concerted actions to promote health and healthy lifestyles by the end of 1997.

2. Ten mayor's offices in the priority health districts and health areas wilt have
launched health promotion activities in their respective municipatities by the end
of 1997.

3. Objectives and educational content on health and healthy lifestyles
incorporated into the preschool and primary school curricula by the end of 1997.

4. Forty percent of the national communications media and of priority areas--
press, radio, and television--with regularty disseminated information on health
and healthy lifestyles by the end of 1997.

EXPECTED RESULTS

1. Health workers responsible for the health promotion activities at the local and
central level able to direct activities to promote health and healthy lifestyles.

2. Municipal councils will have ability to lead local actions aimed at resolving
the principal health problems of their municipalities and promote a culture
characterized by a healthy environment and healthy lifestyles.

3. Staff members of the education sector in the priority health areas able to
promote hea(th activities and healthy lifestyles, with the participation of
schoolchildren, teachers, and parents.

1. Five heatth workers responsible for health promotion in the priority areas of
El Quiché, Huehuetenango, Escuintle, Chiquimula, and Alta Verapaz will have
carried out health promotion activities in collaboration with other institutions
by the end of 1996.

2. 100% of the health promotion personnel in the General Health Services
Directorate (DGSS) able to implement appropriate mechanisms to promote the
production and utilization of the health information to be conveyed to the
population by the end of 1997.

1. Ten health municipalities in the priority areas receiving periodic information
for study and analysis on aspects of health promotion and healthy lifestyles
beginning in 1996.

2. Ten municipal government councils in the priority health areas empowered to
make decisions on actions to prevent the principal health problemns of their
municipio by the end of 1997.

3. Ten municipios in the priority areas with health promotion projects developed
through the concerted action of various institutions and social actors by the end
of 1997.

1. Thirty percent of school staff members in priority districts receiving periodic
information on health promotion for its study, analysis, and application in the
school environment by the end of 1996.

2. Sixty percent of schools in the priority districts carrying out activities for
health promotion and healthy lifestyles by the end of 1997.
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4. Appropriate personnel from the mass media participating in activities to raise
awareness and increase the media's motivation in promoting health and healthy
Lifestyles.

PROJECT 9: FOOD AND NUTRITION

PURPOSE

National institutions and community groups with technical capabi L i ty for decision-
making and carrying out activities aimed at improving nutritional status and food
safety for populations at risk in priority areas.

EXPECTED RESULTS

1. Local health personnel of the priority areas of EL Quiché, Huehuetenango, High
Verapaz, EscuintLa and ChiquimuLa trained in the areas of control, treatment, and
surveillance of protein energy maLnutrition, hypovitaminosis A, anemia, and iodine
deficiencies.

2. Institutions at the local level of the heaLth, agricultural, and Livestock,
education, and planning sectors will have technical teams trained in aspects of
food and nutrition safety in the priority areas.

3. Community promoters--health, agricultural, and sociaL--in the priority
districts of EL Quiché and Huehuetenango trained to help address the food and
nutrition problems in their communities.
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Indicators

1. Forty percent of national mass media participating in activities to promote
health and healthy Lifestyles by the end of 1997.

2. The quantity and type of informative material for promoting health and healthy
lifestyles sent to the mass media by the end of 1997.

1. Fifty percent of staff in the priority health districts of El Quichéo
Huehuetenango, Escuintla, Alta Verapaz, and Chiquimula wiLl have adequately
controlled, treated, and monitored specific nutritional deficiencies by the end
of 1996.

2. Fifty percent of institutions at the Local Level in the health, education,
agricultural, and planning and developnent sectors will have coordinated actions
aimed at improving family food and nutrition and community security in the
priority health districts of Huehuetenango, ChiquimuLa, and EL Quiché by the end
of 1997.

1. All the material necessary for training health personnet in the control,
treatment, and surveillance of specific nutritional deficiencies prepared and
validated by mid-1996.

2. Five "focus teams" responsible for the development and monitoring of the
training process in the control, treatment, and surveillance of nutritional
deficiencies in the priority areas will have been educated and trained by the end
of 1996.

3. Eighty percent of the hospital and health service personnel in the priority
areas will have participated in learning experiences related to the control,
treatment, and surveillance of specific nutritional deficiencies by the end of
1997.

1. Twenty-five government employees in the areas of El Quiché, Huehuetenango, and
Chiquimula wilL have participated in tutorials of theory and practice regarding
aspects of food and nutrition safety by the end of 1997.

1. Methodology to train community promoters to address the community food and
nutrition problems prepared and validated by mid-1996.

2. Thirty percent of the NGOs and government institutions in Huehuetenango and EL
Quiché training community promoters to address food and nutritional problem during
1996 and 1997.

3. Eighty community promoters trained as faciLitators to address food and
nutrition problems by the end of 1997.
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4. Local plans and projects for food and nutritional safety developed in the
communities of priority districts in Huehuetenango, Chiquimula, and El Quiché with
the concerted support of community resources, local institutions, bilateral
projects, and social compensation funds.

PROJECT 10: FOOD SAFETY

PURPOSE

Proper handling and an edequate system of survei llance end control used to ensure
that good-quality food--unadulterated and free from chemical and microbiologicaL
contamination--is imported, exported, sold, and consumed.

EXPECTED RESULTS

1. Legislation improved with technical inputs on food quality and pesticides.

2. Personnel from food control institutions, the MSPAS, and other ministries and
institutions will have their technical capabilities bolstered.

3. Food protection activities incorporated and carried out in the programs of the
priority health areas and districts.

4. Health personnel trained to strengthen epidemiological surveillance system for
FBD and pesticide intoxication.

1. Four participatory and decision-making methodologies at the Local and community
Level documented by early 1996.

2. Twenty community projects in food and nutrition developed in the areas of EL
Quiché and Huehuetenango with social compensation funds by the end of 1997.

3. Four local development committees will have coordinated the development of
local plans for food and nutritional safety in communities of Quiché and
Huehuetenango by the end of 1997.

1. Seventy percent of the food samples analyzed meet the requirements related to
microbiological, physical, chemical, and contaminant quality by the end of 1997.

2. Ninety percent of the flour, sugar, and salt will have been fortified, 50%
within the legal limits, by the end of 1997.

3. Two hundred health districts will have incorporated food protection into their
local programmning by 1998.

1. Legislative proposals drafted to facilitate food protection activities and
interinstitutional coordination by the end of 1997.

1. Technical capability upgraded for food registry end inspection through
computerized systems at the central Level of the MSPAS by the end of 1997.

2. Five health areas with the technical capability to handle an information and
monitoring system for food protection activities by the end of 1997.

1. One hundred integrated plans of action prepared and inplemented in the priority
health districts by the end of 1997.

1. Epidemiological surveillance system for FBD implemented in five health areas
by the end of 1997.

2. The DGSS will have had an up-to-date system functioning for intoxication by
pesticides.

GUATEMALA
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5. Institutional human resources from different sectors trained in food hygiene
and handling and pesticide management in the priority health areas.

PROJECT 11: BASIC SANITATION

PURPOSE

To increase the coverage of basic sanitation services, including: a) extension of
coverage; b) rehabilitation and preservation of existing infrastructure; c)
provision of adequate services.

EXPECTED RESULTS

1. National program for investment in the environment and health established.

2. Reorganization of institutions in the water and sanitation sector carried out.

3. NationaL institutions will have gained ability to use appropriate wastewater
treatment end water disinfectant technologies.

4. Surveillance of drinking water quality established in the country.

PROJECT 12: ENVIRONMENTAL QUALITY

PURPOSE

To increase the environmental management capability of the environmental and
health sector, within the framework of sustainable development, including: a)
evaluation and control of environmental risks; b) regulation of environmental
quality; c) informed participation of the population.
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Indicators

1. Four hundred public employees at the institutional Level trained before 1998.

2. Six hundred dealers in agricultural chemicais trained before 1998.

3. Five thousand food handlers trained at the national level before 1998.

1. Rehabilitation of water services for 200,000 people in municipios and their
outtying areas by 1997.

2. Extension of water and sanitation coverage to 500,000 people in municipios and
their outlying areas by 1997.

3. Forty percent of the municipios with solid waste management by 1997.

4. Fifty percent of the new wastewater treatment plants with stabilization ponds
by 1997.

5. Chlorinated water in 75X of the municipios by 1997.

1. Preinvestment fund will have begun operations by 1997.

1. Resources for the reorganization project made available by 1996.

2. Reorganization program in execution by 1997.

1. INFOn personnel preparing stabilization pond projection in 1997.

2. Institutional and municipal personnel trained in disinfection by 1997.

1. Surveillance of water quality conducted by MSPAS in the 22 departments of
GuatemaLa by 1997.

1. Health and environmental considerations included in the national development
process, especially in the activities stemming from the Central American alliance
for sustainable development.
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EXPECTED RESULTS

1. Institutional personnel trained to Lead activities to evaluate and control
environmental risks to health.

2. Local Level personnel trained to conduct activities to control environmental
risks to health.

3. Informed mechanisms of participation among population to control environmental
risks to health prepared and implemented.

PROJECTS 13: COMMUNICABLE DISEASE CONTROL

PURPOSE

To develop and implement policies to strengthen the capabilities of Local health
systems so that they may assume responsibility for carrying out activities for
prevention, control, elimination and/or eradication of vaccine-preventable
diseases, acute respiratory infections, diarrheal diseases, tuberculosis, malaria
and other vector-borne diseases, leprosy, and AIDS.

EXPECTED RESULTS

1. Reduced morbidity and mortality fromvaccine-preventable diseases, maintaining
and achieving coverage of over 95% among children under 1 year of age and among
women of chiltdbearing age in the municipios at risk.

2. Local health personnel trained in the management of ARI cases, and community
personnel trained to carry out community health activities.

3. Central and local level personnel responsible for maternal and child health
trained in the use of instruments and procedures for the analysis, planning,
monitoring, and evaluation of activities to prevent, control, and eliminate or
eradicate communicable diseases.

1. Program to strengthen capabilities, supported by ECO/CEPIS/Ho, implemented in
1996.

1. Projects to control air pollution from indoor biomass combustion implemented
in EL Quiché and Huehuetenango in 1997.

1. Population participating in the management of environmental risks to health in
EL Quiché and Huehuetenango by 1997.

1. ELimination of measles and neonatal tetanus by the end of the biennium.

2. Elimination of leprosy and onchocerciasis in the country by the end of the
bienniumn.

3. Decrease in morbidity and mortality from respiratory infections by 50% by the
end of 1997.

4. Decrease in morbidity from malaria by 80%, and tuberculosis by 60%.

5. Decrease the mortality from diarrheal diseases by 40%.

1. Vaccination coverage with OPV wi L have risen to over 95% among children under
1 year of age in each municipio by the end of the bienniun.

2. Institutional vaccination with TT among pregnant woman having their first
contact with health services.

3. Vaccination of 100% of women of childbearing age in municipios with risk of
TNN.

4. Vaccination against measles in 95% of children under 15 years of age the end
of the biennium.

1. Seventy-five percent of health workers trained in the comprehensive approach
to ARI and other childhood diseases by the end of the biennium.

1. Instruments and procedures prepared to facilitate the management of maternal
and child care during the biennium.

2. Information on ADD/cholera avaiLable at the local level for ASIS and decision-
making by the end of 1996.

GUATEMALA
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4. Local health workers trained in the management of ADD/cholera cases, and
community personnel trained to carry out community health activities.

5. Prevention, education, and information activities, as well as assistance to and
control of NHV-infected people and people with AIDS implemented in public and
private health services and public and private education.

6. Local team with the managerial capacity to diagnose and treat the tuberculosis
cases registered.

7. Local teams able to diagnose and treat cases of malaria and analyze and
interpret the data recorded.

8. ELimination of onchocerciasis from all endemic areas by establishing a program
to distribute invermectin (mectizan) at local levels.

9. ELimination of leprosy as a public health problem.
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1. Sixty percent of the country's community health workers and midwives trained
comprehensively in aspects of care of ADD during the biennium.

2. Ninety percent of the country's health workers trained in the comprehensive
approach to DDC during 1997.

1. Coverage of information, education, and training activities extended to the
entire country, in coordination with the national program, by the end of the
bienniun.

2. Eighty percent of institutions, OGS, and NGOs at the national level in
coordination with the national AIDS program during the bienniun.

3. Seventy-five percent of health personnel in public and private maternal and
child health care and traditional medicine trained during the biennium.

4. One hundred percent of the public and private blood banks at the national level
coordinated with the commission of blood banks and the national health program
during the biennium.

5. Greater willingness on the part of public and private health workers and the
population at Large to accept people infected with HIV/AIDS.

6. Sixty percent of institutions reported cases of HIV/AIDS to the national
program of SANIDA during the bienniun.

1. One hundred percent of local services personnel able to treat the tuberculosis
cases by the end of the bienniun.

1. Ninety percent of local personnel trained in the epidemiology of malaria and
measures to control and treat the disease in 1997.

1. Invermectin coverage will have risen to 95X in the endemic areas during 1996,
1997, and 1998.

1. Proportion of multibacillary cases registered and treated with MDT.

2. Proportion of cases that have completed treatment with MDT during the year.

3. Reduction in the prevalence of cases during the year.

4. Proportion of multibacillary forms among the cases detected during the year.
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5. Proportion of children (0-10 years) among new cases detected during the year.

6. Proportion of disabilities among the new cases detected during the year.

PROJECT 14: STRUGGLE AGAINST NONCOMMUNICABLE DISEASES

PURPOSE

To support the start-up of promotion and prevention programs for noncommunicabLe
diseases.

EXPECTED RESULTS

1. Community mental health programs will have been developed.

2. Promotion and prevention programs for uterine cervical cancer developed, as
will the system for registering cases and definitions.

PROJECT 16: VETERINARY PUBUC HEALTH

PURPOSE

To foster the development of a national management process that makes it possible
to improve the conditions for eliminating human and canine rabies, control and
subsequently eliminate brucellosis and bovine tuberculosis, and foster prevention
to keep Guatemala be free of foot-and-mouth disease.

EXPECTED RESULTS

1. Improvement in the operations of the epidemiological system for rabies
surveillance.

1. Knowledge concerning the incidence of cancer cases in PIAS by the end of the
biennium.

2. All mental health patients treated in one specific area.

1. Mental health program applied in three municipios of a priority area by the end
of the biennium.

1. Existence of a national program for the prevention and control of cervical
uterine cancer by the end of 1996.

1. A 90% reduction in the number of cases of human and animal rabies by the end
of the biennium.

2. A 60X increase in the number of dogs vaccinated by the end of the biennium.

3. A 30X reduction in the prevalence of brucellosis and tuberculosis in livestock
by the end of the biennium.

4. Absence of foot-and-mouth disease in Guatemala.

1. Up-to-date information on weekly occurrence of human rabies people during 1996.

2. Up-to-date information on weekly occurrence of rabies among domestic animals
in 1997.

3. Twenty-four workshops on epidemiological surveillance of rabies in the country
by the end of the biennium.

4. Mational seminar on epidemiological surveillance of rabies in 1996.

5. One hundred percent of people with uniform criteria for the control of foci in
the country by the end of the biennium.
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2. Improvement in community health education aimed at achieving active
participation in the program to combat rabies.

3. Improvement of interinstitutional coordination to combat rabies.

4. The quality of laboratory diagnosis of rabies made by the DGSS will have
improved.

5. Reduction in the risk of human contraction of brucellosis and bovine
tuberculosis by eliminating these diseases in livestock.
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Indicators

1. Sixty-four talks given to teachers and schoolchildren on how to combat rabies
in the country by the end of the biennium.

2. Two hundred talks given to community groups on how to combat rabies in the
country by the end of the biennium.

3. One hundred percent of the people treined to report foci in the country during
the biennium.

4. One hundred twenty people trained in vaccination techniques in the country in
the biennium.

1. The existing agreement between the Ministries of Health and Agriculture becomes
effective on operations to combat rabies by the end of the biennium.

2. Four meetings of the national commission on zoonosis held in the country by the
end of the biennium.

3. 100% of the personnel of the Ministry of Agriculture wilt have participated in
epidemiological surveillance of rabies by the end of the biennium.

1. Necessary reagents made avaitable.

2. An imnunofluorescent microscope with epilumination and a freezer in good
operating condition available by 1996.

3. Two people trained in diagnostic techniques in 1996.

4. Thirty percent of samrples sent to INPPAZ for monitoring laboratory diagnosis.

1. One hundred percent of veterinarians in government and in private practice
trained in the criteria for the application of standards and procedures to combat
brucellosis and bovine tuberculosis by the end of the bienniun.
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PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
WOMEN, HEALTH ANO DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS
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TECHNICAL COOPERATION AMONG COUNTRIES
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III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
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HUMAN RESOURCES FOR HEALTH
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25,100
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TCC 133,000

990,800

781,000
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2.9
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O
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1.5
1.3

28.2
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3.4

3.4
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...............................
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...........
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........................................
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS (CONT.)
_ _ ________ __--------------------------_

1994-1995 1996-1997 1998-1999
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PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
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HEALTH SITUATION

Demography

1. Guyana's total population was estimated at 730,000 (50.8% female, 49.2% male)
in 1993. This total has fallen from 758,619 in 1980, reflecting much emigration
- principally to North America and the Caribbean.

2. The Ethnic make-up is diverse, with people of African descent constituting
35.6% of the population, people of Indian descent 49.5%, and people of Portuguese,
Chinese, Amerindian and mixed descent making up the remaining 15%. Of the latter,
the Amerindian population (concentrated in Regions 1,2,7,8 and 9) is estimated at
approximately 49,713,6.81% of the total population.

3. Due to the geography of Guyana, populstion distribution is very uneven. Some
seven-eights of the total poputation live on a 200 mile stretch of the 270
mile-long coastal strip, in villiges varying size from 2000 or 20,000 people.
There is a large concentration of population in the inland mining town of Linden,
but the remainder live in small communities dispersed throughout the riverain and
open savannah interior. In addition, the lack of any large-scale rural to urban
migration or urban population growth in recent years, means that the urban
population - in 1993 estimated to represent 31X of the total - has remained fairly
stable.

4. The age structure of the population has also shown littie fluctuation since
1985. The latest figures, from 1993, show that children under 15 years make up
34.9% of the total population, the economically active age group (those aged
15-64) accounts for 61.2% (up from 52.8% in 1985), and the 65 end over age group
makes up 3.9% (down from 4.7 in 1985).

Health status indicators

5. According to official data, Guyana's Crude Birth Rate was 26.5 per thousand and
Crude Death Rate 6.7 per thousand in 1993. Both have remained virtually unchanged
over the past nine years, meaning that Guyana's natural populeiton growth rate
1985-93 has been 17 per thousand, or 1.7%X per annum. A similar stability is shown
by the Total Fertility Rete, which has ranged only from 2.8 to 3.1 children per
woman aged 15 years and over. Life expectancy, however, has shown far more
variability. It has declined from 70 years in 1985 to 64.0 in 1993, reaching a low
point of 63 in 1986 and 1987. Figures for men and women have not been compiled
since 1987 when the GUJYREDEM survey put female life expectancy at 70.8 and mele
life expectancy at 65.8 years.

GUYANA

6. Infant mortality has followed a similar pattern. While the infant mortality
rate was 43.9 per thousand in 1985, it increased to 49 in 1987, recovering to 42.9
in 1992 and was reported as 34.9 in 1993.

7. The total nunmber of registered deaths for 1988 was 4021; in 1990 there were
4879 deaths; and in 1992 deaths nunbered 3853.

8. The ten leading causes were the same for all three years. The rankings do not
vary much either: Cerebrovascular Disease was always the leading cause of death,
Ishaemic Heart Disease was consistently second, and Other Accidents was tenth in
all years.

9. It is aLso clear that with only one exception (Intestinal Infectious
Diseases),all leading causes are non-communicable diseases. In addition, there are
obvious links among some of the causes: in particular, Cerebrovascular Disease and
Hypertensive Disease can, for all practical
purposes, be considered as a single entity.

10. Furthermore, in some cases a single disease is by far the most frequent cause
of death in a given group. Diabetes mellitus, for example, is unquestionably the
most inmportant cause of death in the "Endocrine and Metabolic Diseases, Immunity
Disorders" group.

11. With regard to morbidity data the ten most frequent diseases reported in 1993
were dental caries, malaria; acute respiratory infections; acute diarrhoeal
disease; hypertension; worm infestation; diabetes mellitus; rheumatism arthritis;
accidents and injuries; and scabies. Data showing changes over time is available
for malaria and, to a much more limited extent, for diarrhoeal disease. The number
of malaria cases has shown an upward trend since 1984, when only 3006 cases were
reported while in 1993 there were 33,172 cases. The number of diarrhoeal cases
fell from 22,510 in 1992 to 11354 in 1993 following the introduction of the
diarrhoeal disease control programme in 1991 and its strengthening after the
cholera outbreak in 1992. However, there is inportant variation for both these end
the other leading diseases among age groups and regions. The first diagnosed cases
of AIDS were reported in 1987. By 1993 a total of 496 cases of AIDS had been
reported of which 354 were males and 142 females. Of he 160 cases reported in 1992
78.8X were heterosexuals. The number of female cases have been increasing rapidly.
In all years it is the 20-35 years age group that is most affected.

Factors affecting health status

12. Problems of basic sanitation are widespread. This is especially true of
certain parts of Georgetown, where new housing schemes, factories, commercial
institutions and industries have been developed without compliance with the
existing land development plan. Furthermore, existing utilities such as sewage,
drainage, and solid waste collection and disposal have not been upgraded and
extended to accomodate such development patterns. Instead, inadequate and poor
quality water supply, stagnation of water in drainage canaes, indiscriminate
dumping of solid waste in canals and/or street parapets are all prevalent and
create an unsanitary environment. For example, certain housing schemes ave been
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developed without proper sewage systems, Leaving individual septic tanks and pit
Latrines as the only means of sewage disposal. Unfortunately, the Location of
these tanks and latrines is not always in keeping with the recommended distance
from the water supply, making water contamination a real possibility. Worse still
is the situation of squatters, many of whom have no hygenic means of waste
disposal. The actual quantity and internal characteristics of housing are also
clearly irmportant aspects of the physical environment that can have a significant
impact on health status: overcrowded buildings encourage the transmission of
obstructive pulmonary and other communicable diseases, while aLso creating a more
stressful environment for the people who Live in them. In Guyana, the current
housing stock is deficient, and this has encouraged the expansion of squatting
areas along the coast and along the embankment of the Lamaha Canal in Georgetown.
It has also made homelessness a reality for many people unable to afford anything
better. Although the government has embarked on a massive housing program, the
demand is far in excess of funds or facilities available in order to tackle this
problem rapidly.

13. Guyana is pursuing an Economic Recovery Programme (ERP) based on guidieines
provided by the International Monetary Fund (IMF) and supported by International
funding agencies such as the IDB, World Bank, and CIDA. This structural adjustment
of the economy is aimed at transforming the economy from state-dominated to a more
market-oriented system. As a result of these efforts there has been a steady
growth in the economy since 1989 with an increase of the real GDP of 8.3% in 1993
and estimated at 8% for 1994. The unemployment Level in 1993 was estimated at
11.7%. Nevertheless, the Human Development Indicators for 1993 (prepared by UNDP)
show that overall Guyana compares badly with neighbouring Caribbean countries. The
GNP per capita is only US$297. Guyana remains one of the most indebted countries
in the world; its US2.1 billion debt means that 49.5% of current government
expenditure must be used for debt servicing.

14. The Public sector and specifically the Health Sector is seriously affected by
these factors. There are serious shortages of staff caused by Low salaries and
inadequate conditions of employment resulting in lack of sufficient leadership
within the public sector to drive the administrative reform process. This shortage
also applies to supplies and equipment. Whatever resources exists are not used in
the most efficient manner and organization structures within the health sector are
inappropriate for the delivery of services. It is estimated that there are 60%
staff vacancies in the public sector.

Status of the Strategic and Programatic Orientation (SPO)

15. Health in human development: The Government recognizes the importance of
health as an essential element for the socio-economic development of the country.
To this end the Ministry of Health receives the second largest share (after
Education) of the national budget. This is seen by the government as an investment

in human capital for fostering economic development. The Government, with support
from International Funding agencies has established a Social Irmpact Amelioration
Programme (SIMAP) to address the needs of the most vulnerable sections of the
population such as women and children. It is also placing great emphasis on the
alleviation of poverty and improving the quality of Life of the underpriviledged.
Investment in Health is an important aspect of this development process.

16. Health systems development: There are a variety of institutions,
organizations, agencies, and individuals involved in health care delivery. These
include Government Ministries (i.e. primarily Ministries of Health, Public Works,
Communication and Regional Developemnt and Labour); other government agencies
(e.g. GAHEF, curently being integrated into the MOH); Parastatals (e.g. GUYSUCO,
LINMINE); National Insurance Scheme; Non-Governmental Organizations; the
Independent Private Sector; and International Donor Agencies.

17. Service delivery is provided at five different levels in the public sector in
Guyana: Level I Health Posts which provide promotive, preventive and some curative
care; Level II Health Centres which provide promotive, curative and rehabilitative
care; Level III District Hospitals which provide basic in and out patient care and
selective diagnosic services; Level IV Regional Hospitals which provide general
in and out patient services, diagnostic and specialist services in Obstetrics,
Gynaecology, General Medicine, General Surgery, and paediatrics; and Level V
National Referral Hospital and Specialty Hospitals which provide a wide range of
diagnostic and specialist in and out patient referral services.

18. A number of key issues affect the operation of this system at the present
time. These include: Inadequately trained and insufficient number of health staff.
Poor management of resources and Lack of accountability. Inadequate maintenance
of health facilities and equipment. A health information system with limited data
which is underutilised for the management of health services. Shortage of finances
for operating in health services. Inefficient system for the management of drugs
and medical supplies.

19. Health promotion and protection: The Health Promotion, disease prevention,
healthy lifestyles, inter-sectoral collaboration, and community participation
e~phasized in the primary Health care Approach (PHC) will have the most
significant impact on health status in the long run. However specific constraints
with the health system must first be addressed. Health Education is not fully
utilized by programne managers, there is inadequate emphasis on health education
in schools and health personnel are not adequately oriented/trained to be health
educators.

20. The inter-sectoral collaboration that is an essential aspect of the health
promotion approach needs to be strengthened particularly at the policy making
level of the public sector in relation to the impact on health of socio-economic
development projects e.g. mining industries. In additon there has been limited
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participation of the community in enlisting their support to address health
problems. These include issues in relation to nutrition, non-communicable diseases
and violence.

21. Environmental protection and development: The Government is concerned with
this issue and has recently approved an Environmental Protection Policy and plan
to ensure that the environment is not destroyed in the economic development
process. This is particularly relevant to the national developments in the fields
of Forestry and Mining where local and international agencies have been vocal in
their concerns about the destruction of the environment. The deterioration of
services in the field of water and sanitation is a major concern of the government
and huge financial investment loans from international funding agencies (such as
IDB) are being utilised to rehabilitate and expand the systems. Environmental
health services are in poor shape despite an increased recognition of the
inmportance of a healthy physical environment. Major constraints include lack of
sufficient coordination between environmental health agencies, lack of strong
enviromental health presence in the Ministry of Health and acute shortage of
environmental health staff and outdated environmental health legislation.

22. Disease prevention and control: The disease prevention and control programmes
inplemented by the government health services are in keeping with the morbidity
and mortality data collected. They address critical issues such as Vector Control
(including Malaria) Tuberculosis, Nutrition, STD/AIDS, Maternal and Child Health,
Mental Health and Dental services and the prevention and control of prevalent
health problems (such as diarrhoeal diseases, diabetes and hypertension). The
delivery of these services is done by a network of hospitals and health centres
that suffer from a shortage of staff, supplies and equipment. The quality of care
available at hospitals and health centres need to be improved through establishing
proper management systems, maintaining standards of care and inproving
availability of supplies and equipment. The emphasis in addressing these health
problems has been more on cure and rehabilitation of individuals affected. Greater
stress needs to be placed on promotive and preventive aspects of the health
problem including changing lifestyles, particularly of those at risk for
non-communicable chronic diseases, and sexually transmitted diseases.

Plans ens priorities for national health development

23. In the draft National Health Plan for Guyana (1995-2000) the Ministry of
Health has identified a number of priority areas that need to be addressed for
strengthening the health care system. One major issue is strengthening and
expanding the primary health care system through defining the organization
structure of the programme and management systems; defining the services to be
provided (including strategies to be used and quality of services); securing human
and financial resources for the delivery of programmes; involving communities in
this PHC approach and define systems for monitoring and evaluating the delivery
of these services.

24. Secondary care services will also be improved to increase the effectiveness
and efficiency of the hospital care delivery system. This will involve defining
the optimal distribution of facilities, developing and implementing strategic
plans for all hospitals, ensuring efficient and effective managemnt of the
hospitals, establishing and maintaining standards of care, recruitment and

training of staff with the skills needed for the job and improving staff attitudes
towards clients.

25. Considerable e~phasis will be placed on strengthening the general management
of the health sector. This will include leadership development at all levels of
the system, strengthening the organization structure of the Ministry based on an
evaluation of the current regionalized system of health services delivery, and
establishing better collaboration between public and private health sectors.
Mechanisms will also be instituted in order to ensure that accountability will be
matched by authority.

26. The focus will also be on human resource development through development and
implementation of a health manpower plan for the public sector. Issues of
salaries, conditions of enmployment and attitudes to work will also be addresses.

27. Health Information Systems will also be streamlined improving data collection
and reporting procedures, strengthening of the health statistical unit, utilizing
data for decision making and providing feedback to those who generate the data.
Transport, comunication and buildings will also be addresses through as
assessment of needs in these areas and ensuring better supply and maintenance of
these assets.

28. Other priority areas to be pursued will be improvement in Drug supply
management, creating and updating health legislation to support the services
delivery by the health sector. Finally health sector financing will be improved
through planning for the most effective and efficient allocation and use of
financial resources and examining alternative strategies for financing the health
sector.

National priorities for technical cooperation

29. The government is willing to accept external funding to address all aspects
of the plans and priorities for developing the national health system. At the
present time external funding agencies (such as E.E.C., IDB, CIDA and ODA) have
given considerable financial assistance for strengthening water and sanitation
programmes in urban and rural communities. The Japanese Government, 1DB and World

Bank have also indicated interest in funding projects for strengthening hospital
services, local health systems, and management improvement of the central
administration of the Ministry of Health. The Canadian Public Health Association
(CPHA) has provided USS300.000. for implementation of Phase II (1992-1995) of the
Expanded Programme on Immunization (EPI) with good impact on the Level of coverage
for EPI diseases. In addition the Global Programme on AIDS has provided continuous
support to the AIDS/STD programme for the past 9 yars and should continue to do
so. UNFPA has pledged US$300,000 to support a Reproductive Health Programme for
Guyana.
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TECHNICAL COOPERATION STRATEGY

30. A combination of strategies will be used by PAHO/WHO in delivering this
technicaL cooperation. Considerable emphasis will be placed on the development of
policies, norms and standards and in their implementation. In-service training and
fellowships will also be provided to address the issue of a shortage in skilled
manpower. In this regard Management and Supervisory training to establish improved
management systems wiLL be given high priority. So too will curriculun design and
improved teaching methodologies for health professional. Collaboration with the
government agencies in Resource mobilization for the implementation of projects
in keeping with national priorities will also be a basic strategy employed.
Operations Research and the use of these results for service development and
training of staff will also be pursued. Information disseminatin and public
education to inform, empower and mobiLize communities to promote and sustain their
own heaLth wiLI aLso be an important strategic approach. The provision of supplies
and equipment to introduce sustainable technologies will form part of the
technical cooperation programme. In aLL of the programme areas opportunities for
technical cooperation among countries will be maintained and expanded for the
mutual benefit of Guyana and the participating country/countries.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Increase coverage of Environmental Health Services throughout Guyana focussing
on selected aspects of basic sanitation and environmental quality.

2. FaciLitating the planning, implementation and evaluation of PAHO/WHO Technical
Cooperation Programme in Guyana.

3. To improve the epidemiological service at both the central and local levels to
improve surveillance of, and to reduce morbidity and mortality associated with
specific communicable diseases.

4. To reduce morbidity and mortality associated with malaria, dengue and other
vector borne diseases such as leishmania through the provision of facilities for
prompt diagnosis and treatment of the disease and promotion of activities to
prevent its spread.

5. Development of an integrated prevention and control programe of chronic
non-communicable diseases.

6. Development of teaching and research capabilities at Faculty of Health Sciences
and Ministry of Health.

7. Supporting the implementation of the National Plan of Action for Nutrition with
special emphasis on strengthening capacity to develop and execute an integrated
Food Safety Programme, Veterinary Public Health Programmes directed at the Control
and eradication of prevalent zoonoses and programmes aimed at improving young
child nutrition in high risk areas.

8. Improve the planning, inplementation and evaluation of MCH/FP programmes.

9. Strengthening the managerial capacity of the Ministry of Health at central,
hospital and regional levels.

10. Establish Technical Cooperation Projects between Guyena and other countries
so that they can learn from the Guyana experiences and provide support for the
development of the Guyana Health Services.
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Indicators

PROYECTOS BIENALES

PROJECT 1: ENVIRONMENTAL HEALTH SERVICES

PURPOSE

Increase coverage of Environmental Health Services throughout Guyana focussing on
selected aspects of basic sanitation and environmental quality.

EXPECTED RESULTS

1. Water supply systems strengthened through development and implementation of
projects funded by PAHO/WHO and external agencies.

2. Improved sewage/excreta disposal systems established in selected small
communities through the formuLation and implementation of projects funded by
PAHO/WHO and external agencies.

1. Selected rural communities have accepted and are using water supplied and
programme for improved management of these rural wuater suppty systems in place.

2. Sewage and excreta disposal facilities in selected small towns and rural areas
improved based on established criteria.

3. Solid waste management in Georgetown and selected small towns improved based
on established criteria.

4. Capacity of Occupational Safety and Health staff to manage programme
strengthened and health of workers improved by implementation of Health and Safety
Committees in selected industries and Workers Health Projects in selected areas.

5. Management of Environmental Health Services at Central and Regional levels
strengthened.

6. Management systems in place within government structure for control of
hazardous waste.

1. By December 1997 6 water supply projects being implemented.

2. By December 1997 10 rural communities have access to permanent and good quality
water.

3. By December 1997 training programmes completed and management of water supply
systems improved.

1. By December 1997, 5 sewoge/excreta disposalt projects being implemented.

2. By the end of 1997 using VIP latrines as a main source of excreta disposal.

3. Agencies responsible for sewage/excreta disposal functioning in all small
towns.

1. By December 1997, 3 Solid waste Management projects being implemented..

3. Solid waste management in selected communities improved through the formulation
and implementation of projects funded by external agencies and PAHO/UHO.

2. By the end of 1997, 80X of generated solid waste disposed of in a sanitary
menner in Georgetown and small towns.
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Obiectives

4. Health of workers inproved through the formulation and inplementation of
externally and PAHO/WHO funded projects addessing occupational health and safety
issues in selected small communities.

5. Workers health programmes functioning in workplaces throughout Guyana.

6. Monitoring and control capacity of the Ministry of Labour enhanced.

7. Monitoring and control of environmental health at
central and regional Levels enhanced.

8. Evaluation end control of hazardous materials improved.

PROJECT 2: MANAGERIAL PROCESS FOR NATIONAL HEALTH DEVELOPMENT

PURPOSE

Facilitating the planning, inplementation and evaluation of PAHO/WHO Technical
Cooperation programme in Guyana.

EXPECTED RESULTS

1. Efficient and effective delivery of PAHO/WHO technical cooperation programme
in keeping with the agredd priorities utilizing the PAHO/WHO planning,
programming, implementation and evaluation process.

2. Promotion of CCH initiative, including the development of viable projects under
the CCH initiative, and provision of support for securing funds for these
projects.
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1. By the end of 1997, 3 workers health projects being inmplemented in small towns
and rural areas.

1. 80% of workplaces have functioning health and safety committees by end of 1997.

1. Information system for planning, implementation and evaluation of occupational
health and safety programme installed and utilized by December 1997.

1. Regional Environmental Health Officers in place and functioning in all regions
by end of 1997.

2. Ministry of Health Environmental Health Staff structure at 100% complement and
functioning by end of 1997.

3. Environmental Health Information System utilized by Ministry of Health to guide
management of Environmental Health Services by December 1997.

1. Agency/Unit established with responsibility for hazardous waste management by
end of 1997.

2. By December 1997 Management Systems in place and utilized for evaluation and
control of hazardous materials.

1. Efficient and effective delivery of PAHO/WHO Technical cooperation programme
including the projection of the organization's role as an international
organization.

1. Implementation of APB activities scheduled for 1996-97 with any changes fully
justified.

2. Programming meetings for the biennium planned and executed.

3. Submission of PTCs/evaluations as scheduled.

4. Government staff thoroughly acquainted with and involved in the programming
process.

1. Consultant support provided whenever sought for development of CCH projects in
1996-97.
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2. CCH goals and targets used by health sector to guide the planning process.

3. CCH projects presented to appropriate agencies for funding.

4. Funds provided under the programme of intensified WHO cooperation in Health to
support alt prior programmes and health legislation.

3. Efficient and effective support to the PAHO/UHO Guyana technical cooperation
programme through streamlining of office procedures and trained and capable staff
in adequate numbers to support programme delivery.

4. Provision of high quality documentation and reference centre for use by health
professionals, students, and members of the public in pursuit of technical
excelLence.

5. Maintenance of a high profile by PAHO/UHO as an international heaelth
organization in the pursuit of improved health services in Guyana.

PROJECT 3: STRENGTHENING OF EPIDEMIOLOGICAL SERVICES

PURPOSE

To improve the epidemiological service at both the central and local levels end
to reduce morbidity end mortality essociated with specific communiceble diseases.

1. Timely submission of accounting/other reports during the biennium.

2. Maintenance of FFMS to provide accurate account of data.

3. Extension of LAN to provide ready access to data.

4. Utilization of APB/PTC documents to guide the administrative functions of the
office so that programs are implemented on a timely basis.

5. Highly motivated and informed staff.

1. All books catelogued using MICROISIS.

2. Increasing number of persons using facility.

3. Displays of health themes mounted by documentation centre.

4. Monthly bulletins on new articles/documents.

1. Media coverage at least once per month or whenever newsworthy activities take
place.

2. Average Guyenese knows what PAHO is and what it is doing.

3. Media Programme for excellence in journelism implemented.

1. Epidemiologicael surveillance services at central and regional levels improved
and morbidty and mortality reduced for specific communicable diseases.

GUYANA
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obiectivesObjectives

EXPECTED RESULTS

1. A system of surveiltance, analysis and use of date on specific communicable
diseases established at the central and regional Levels.

2. mlnproved capability in diagnosis and treatment of Tuberculosis in local health
system.

3. Improved capabi L ity in the surveit Lance, diagnosis and treatment of cholera and
other acute diarrhoeal diseases.

4. improved knowledge and awareness to facilitate behavioural modification aimed
at reducing the incidence and prevalence of communicable diseases.

PROJECT 04: MANAGEMENT AND CONTROL OF VECTOR BORNE DISEASES

PURPOSE

To reduce morbidity and mortality associated with malaria, dengue and other vector

borne diseases such es lieshmania through the provision of facilities for prompt
diagnosis and treatment of the disease and promotion of activities to prevent its

spread.

EXPECTED RESULTS

1. Core group of vector control officers treined in surveillance, diagnosis and
treatment of malaria end other vector borne diseases.

568

Indicators

1. By the end of 1997, guidelines for norms and procedures for surveillance of

communicable diseases will be developed and distributed to the local health
services.

2. By the end of 1997, an annual epidemiological buttlletin utilizing data collected

by health workers at the central and regional levels will have been prepared and

distributed.

3. By the end of 1997, profiles of communicable disease patterns in at least three

regions witl be available and utilized for improved management of programmes.

1. By the end of 1997, laboratory facilities for diagnosis and health workers

trained in treatment of Tuberculosis wit be functioning in at least three

regions.

2. By the end of 1997, data on the incidence and prevalence of Tuberculosis will

be available and analyzed in at least three regions of the country.

1. By the end of 1997, data on cases of acute diarrhoea and suspected cases of

cholera in at least Regions I and II will be routinely collected, analyzed and

used for planning intervention strategies.

1. Printed and electronic media presentations on communicable diseases witll be

produced and disseminated by the end of 1997.

2. Comparison of data from a KAP study undertaken in 1997 and study of 1994 to
measure impact.

1. The indices of infestation by Aedes aegypti and cutex quinquefasciatus reduced.

2. The morbidity and mortality associated with epidemics of Dengue and the

negative health effects of filariasis and other vector borne diseases reduced.

1. By the end of 1997, a core group of vector control officers capable of

functioning as facilitators in training of trainers will have been formed and wilL
be functioning at both the central and local levels of the health service.



Obiectives

2. Community based participation in reduction and control of indices of Aedes
aegypti and cutex quinquefasciatus achieved and maintained in at Least three
regions.

EXPECTED RESULT

3. Communication materiaLs, aimed at improving and maintaining knowledge of vector
borne diseases and promoting positive behavioural change towards the environment,
developed, distributed and evaluated in at aleast three regions of the country.

4. Improved surveillance system for vector borne and other diseases functioning
in at Least four regions and active participation of private health sector
personnel achieved.

5. Improved capacity for diagnosis and treatment of vector borne diseases,
especiaLly Malaria, Filaria, Dengue and Dengue Haemorrhagic Fever established and
functioning in the Local Health Service in at Least five regions.

6. Improved capacity for diagnosis and treatment of leishmaniasis established in
Region IX.

PROJECT 05: NON-COMMUNICABLE CHRONIC DISEASES

1. By the end of 1997, community groups actively involved in source reduction wilL
have been formed.

1. By 1997, educational materials developed and distributed and health promotion
activities maintained in accord with needs identified through KAP survey carried
out in 1994.

1. By 1997, 60X of health workers in Regions I, II, VII and IX will have been
trained and functioning in surveillance of vector borne and other diseases.

1. By 1997, 60% of halth workers in Regions I, II, VII and IX will have been
trained in clinical diagnosis and treatment of Malaria.

2. By 1997, 30% of medical practitioners in the private sector wilt have been
trained in clinical diagnosis and surveillance methodology for dengue and other
vector borne diseases.

1. By, 1997, capacity for diagnosis and treatment of leishmaniasis established and
functioning in Region IX.

1. Integrated prevention and control program for Chronic non-communicable diseases
established.

PURPOSE

Development of an integrated prevention and control program of Chronic
Non-communicable Diseases.

EXPECTED RESULTS

1. Methodology for control of CND oriented towards controlling the risks of
illness and protection of high risk groups developed and tested.

2. A surveillance system for Chronic non-communicable diseases functioning at
Least in one region of the country.

1. Before September 1996, a methodology witl have been presented and discussed by
the region and central Level authorities.

2. By the end of 1996, 50% implementation of the CNDCP has been established in
selected regions, providing intensive care to the high risk group through health
education treatment and follow-up.

1. By the end of 1996, 50X of standards and procedures for data collection have
been established at Local and tested at Least in one region of the country.

2. By the end of 1996, 70% of guidelines regarding norms and procedures for
surveiLLance prepared and distributed to health units.

GUYANA

Indicators
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Obiectives

3. A strategic intervention program relative to CND particularly cardiovascular
diseases (hypertension among others) diabetic, breast and cervical cancer es
priority inmproving living condition, promoting healthy Life styles end community
involvement developed.

4. A national health education programm relative to CNDCP established.

5. Social participation for the prevention and control of CND achieved.

PROJECT 6: HUMAN RESOURCES EDUCATION

570

Indicators

1. By the end of 1997, 70% of en intervention programne through action research
relative to CND developed in selected region of the country.

2. By the end of 1996, 70% of en intervention programme of health education
estabLished and developed. materiais on nutrition, exercise and other healthy tife
style factors.

3. By the end of 1996, 80 X of health workers and relevant members of the
community receive end discuss materials on nutrition, exercise and other healthy
tife style factors.

4. By the end of 1997, 85% of necessary information and training of health
workers, medical students and community members relative to current knowledge
about CND devetoped.

1. By the end of 1997, a systematic national health education programme through
television, radio, newspapers among others established.

2. By the end of 1997, 70% of the national education system provide or disseminate
knowledge relative to CNDCP through teachers and health workers to the students
of primary and secondar schools and university.

1. By the end of 1996, methodology for the promotion of social participation
developed.

2. By the end of 1997, 70% of an intervention programne through multidisciplinary
and intersectoriaL resources with community participation established.

1. Teaching and research capabilities of Faculty of Health Sciences and Ministry
of Heatth strengthened in priority fields.

PURPOSE

DeveLopment of teaching and research capabilities at Faculty of HeaLth Sciences
and Ministry of HeaLth.

EXPECTED RESULTS

1. Appropriate conditions for practical classes, laboratory investigations and
muLtidisciplinary community oriented research, developed in setected training
programnes at FacuLty of Heeath Sciences.

1. By the end of 1997, selected Leaboratories at Faculty of Heatth Sciences have
been properly organized and equipped.

2. By the end of 1997, all Programmes of Faculty of Heaeth Sciences participating
in Multidisciplinary community oriented research projects.



Obiectives

2. Tutor's teaching skiLls developed in selected training programmes of the
country.

3. Postgraduate plan for Paediatrics established in the Medical Programme.

4. The Medical Technology and Pharmacy Programmes of Faculty of Health Sciences
developed and updated.

5. Technologists from all over the country trained in Basic Imnmunology and tests
for the diagnosis of blood coagulation disturbances, leukaemias, lymphomas and
haemolytic anemias.

6. A quality control system implemented in blood chemistry and haemotology
sections of medical laboratory of the country.

PROJECT 7: FOOD AND NUTRITION

PURPOSE

Supporting the inmplementation of the National Plan of Action for Food and
Nutrition with special eaphasis on strengthening capacity to develop and execute
an integrated food safety programme, veterinary public health programmes directed
at the control and eradication of prevalent zoonoses and programmes aimed at
improving young child nutrition in high risk areas.

EXPECTED RESULTS

1. Key components of the Food safety plan implemented; i.e. surveillance of
food-borne diseases operational at national Level; capacity for laboratory
analyses and food inspection enhanced; and information on safe food
processing/handling disseminated.

Indicators

1. By the end of 1997, 70% of health science tutors trained in relevant aspects
of the teaching/learning process.

2. By 1997, 50X of nursing tutors trained in relevant aspects of the nursing
teaching process.

1. By he end of 1996, the plan has been approved and implemented.

2. By 1997, three local physicians have been incorporated to the plan.

1. Direct teaching support provided in Haemotology, Immunology, Physiolocical and
Organic Chemistry, Chemical Pathology, and other selected courses, during both
1996-1997 academic years.

1. By 1997, a 100% of the technologists of the Central Medical Laboratory of
PubLic Hospital Georgetown and a 70% of those from the rest of the country,
trained in Basic Immunology and tests for the diagnosis of blood coagulation
disturbances, luekaemias, lymphomas and haemolitic anemias.

1. By 1997, a 100% of the technologists of the Central Medical Laboratory of the
public Hospital Georgetown have been trained in quality control.

2. By 1997, a programme/system of internal quality assurance functioning at the
sections of blood chemistry and haemotology of the Central Medical Laboratory of
the Public Hospital Georgetown.

1. National Plan of Action for Food and Nutrition implemented with special
emphasis on Food Safety, control and eradication of prevalent zoonoses and
improvement of young child nutrition in high risk areas.

1. Health personnel incoastal regions trained in FBD surveillance and standardized
reporting procedures for FBDs by December 1996.

2. Annual and special surveillance reports on FBDs prepared and utilized on an
on-going basis by December 1997.
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3. 50% of major food processors trained in HACCP system by end of 1997.

4. Equipment/supplies purchased for analytical inspection and surveillance
services by December 1996.

5. Informative/educational materiais for public education wil have been prepared
and disseminated through the mass media and community-based organizations. by
December 1997.

2. Operational coverage of surveillance systems for bovine tuberculosis and foot
and mouth disease increased and information available for timely decisions on
control measures.

3. Capacity of planning and implementation of control programmes to address bovine
tuberculosis; rabies and FMD strengthened.

4. Methodology for community based intervention to improve young child nutrition
developed and implemented.

5. Capacity for assessing, analyzing and monitoring nutrition situation and
utilizaion of findings for decision-making strengthened at national and regional
levels.

1. Abattoir surveillance for TB conducted country-wide by end of 1997.

2. Cattle testing will have commenced in Regions 2°3,4 and 5 by December 1997.

3. Surveillance activities for FMD will be ongoing in Region 9 by December 1996.

4. Surveillance reports prepared regularly and information used in planning
control measures.

1. VPH staff trained in planning end implementation of control programmes for
bovine TB and FMD in designated areas by December 1996.

2. Supplies of rabies vaccine purchased for vaccination of cattle and veterinary
staff by December 1996.

1. Methodology developed and intervention programme implemented in 2 high-rsik
communities by end of 1997.

1. Personnel in relevant agencies trained in data analysis and presentation and
information dissemination by December 1996.

2. Planners and technical personnel in Government and NGO trained in
interpretation and use of data in assessing impact of current and proposed
policies/programs onnutritional status of vulnerable households byDecember 1997.

3. Annual workshops conducted for policy makers and planners and media personnel
at national and regional levels to increase awareness and understanding of food
and nutrition problems and causes by December 1997.

Obiectives
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PROJECT 08: MATERNAL AND CHILD HEALTH

PURPOSE

Improve the planning, implementation and evaluation of MCH programmes.

EXPECTED RESULTS

1. Perinatal information system implemented at Public Hospital Georgetown and
information used in decision-making.

2. Capacity of health teams and community-based organization for planning and
implementing educational programmes for safe motherhood strengthened.

3. Information on actions for improving maternal and child health disseminated
through public education programnes.

4. Health Workers at regional and health centre Level trained in the
interpretation and use of MCH/FP service data and the planning and management of
MCH/FP services improved.

PROJECT 9: HEALTH SERVICES DEVELOPMENT

PURPOSE

Strengthening the managerial capacity of the Ministry of Health at Central,
Hospital and regional levels.

EXPECTED RESULTS

1. Health Managers have the knowledge and skiLLs to function as a team and are
assisted to use information/data in decision-making consistent with stated
policies.

GUYANA

1. Planning, implementation and evaluation of selected MCH programmes improved
through the use of data for decision-making, of appropriate norms and standards
for delivery of services, and public education programs for empowering people.

1. Medical and nursing personnel trained in collection, analysis and use of
information by end of 1996.
2. By the end of 1996, quality and effectiveness of perinatal care at this
institution will have been assessed twice to determine level of improvement.

1. Training programmes for health workers and representatives of community-based
organization conducted in Regions 3,4,10 and 1 by end of 1997.

1. Educational mesages on safe motherhood and child health developed; educational
materials pretested and produced and disseminated by end of 1997 as part of
community education programmes.

1. Training of trainers (regional supervisors) programme conducted by the end of
1996.

2. Workshops for health workers conducted in 4 regions by end of 1997.

3. Review/planning meetings held utilising MCH/FP data in decision-making by
December 1997.

1. Managerial capacity strengthened through team-building, improvement in the
health planning process, systems development in the Public Hospital Georgetown,
utilization of data for decision-making at central and local Levels, and improved
delivery of health education programmes.

1. Managers use date bases in assessing issues and making decisions by December
1997.

2. Managers plan their work in teams and in the field, collaborate in
implementation by December 1997.
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2. In accordance with the National Health Plan, the Planning Unit has been
trengthened and has assisted Line Directors in monitoring and evaluating
performance in the field and in formulating plans.

3. Georgetown Public Hospital has a trained hospital manager and management
systems have been established to ensure accountability and programme control.

4. The local Health system has improved capacity to deliver needed health
services.
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1. By 1996, the Planning Unit has working relationship with Directors in helping
them to monitor and modify their work programmes.

2. By 1997, The PLanning Unit has assisted the Directors in Strategic up-dating
of their programmes within the NHP and in extending the five year rolling plan.

1. Training provided for hospital managers (a manager has been appointed and
trained) by December 1996.

2. Management Information Systems are in place by December 1997.

3. Meetings are conducted in which managers and heads of department are held
accountable and have the authority and responsibi ity for taking corrective action
by December 1997.

1. By 1997 the LHS has reliable data collection, data processing, planning and
decision making.

2. By December 1997, The LHS's decision making includes consultations with the
community.

3. By December 1997 the LHS interfaces with the Ministry of Health regarding and
shifts in priorities.

5. CLients at health and community centres regularly receive a high quality
audio-visual information about a range of preventable diseases.

1. Health centres have increased their delivery of health education by 400X by
December 1977.

2. In conjunction with MOH/PAHO, health centres have collaborated in the
development of audio-visual educational material suitable for any special
conditions in Guyana by 1997.

PROJECT 10: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

Establish Technical cooperation projects between Guyana and other countries so
that they can learn from the Guyana experiences and provide support for the
development of the Guyana Health Services.

EXPECTED RESULTS

!. Established arrangement between Guyana and Cuba maintained for strengthening
Guyana Health Services in Priority areas.

2. Technical cooperation programme between Suriname and Guyana developed and
implemented to address priority program areas defined by the two countries.

1. On-going technical cooperation programmes established between GUyana and
countries willing to collaborate in the Health Development process (e.g. Cuba,
Venezuela, Brazil, Suriname etc.).

1. By 1997 critical aspects of the health services in Guyana strengthened with
Cuban support.

1. Technical cooperation program between Guyana and Suriname developed and
implemented by December 1997.



Obiectives

3. Joint planning and implementation of vector control programs established for
border regions involving Guyana, Venezuela and Brazil.

4. Technical cooperation process between Guyana and other countries expanded for
the mutual exchange of experiences and development of national health systems.

GUYANA

1. By December 1997 collaboration in border regions established between these
partners for control of vectors.

1. Expansion of TCC project between Guyana and at Least one additonal country
(e.g. Jamaica) by December 1997.
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PROGRAn BUOGET - PAHO AND WHO REGULAR FUNDS
…__ ___-----…--_________ --- --- --.-- ____________________

1994-1995

6 OF
AMOUNT TOTALPROGRAM CLASSIFICATION

1996-1997 1998-1999

%OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
.... m........ mmmmmmmmmmmm

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS.

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
.......... m......................... .- -

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

531,300

474,000

CPS 474,000

57,300

TCC 57,300

465,100
...........

360,500

UAH 360,500

104,600

HRH 104,600

118,400
...........

56,200

WCH 56,200

62,200

NUT 62,200

337,700

337,700

CWS 337,700

34.1 626,300

30.4 560,.100

30.4 560,100

3.7 66,200

3.7 66,200

29.8 454.100

23.1 343,700

23.1 343.700

6.7 110,400

6.7 110,400

7.6 133,400

3.6

3.6

4.0

4.0

21.7

21.7

21.7

66,900

66,900

66,500

66.500

350,900

350,900

35.9
.....

32.1

32.1

3.8

3.8

25.9
19.6....

19.6

19.6

6.3

6.3

7.6

3.8

3.8

3.8

3.8

20.0

20.0

20.0

694,600
618...000..

618,000

618,000

76,600

76,600

488,900

368.........400

368.400

120,500

120,500

148.200
...........

74,500

74,500

73,700

73,700

376,800

376,800

376,800

36.2
m....

32.2

32.2

4.0

4.0

25.5
.....

19.2

19.2

6.3

6.3

7.7

3.9

3.9

3.8

3.8

19.6

19.6

19.6
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PROGRAN BUOGET - PAHO AND WHO REGULAR FUNOS (CONT.)

1994-1995 1996-1997 1998-1999

..OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __-- - - - - - - - - _ _ _ __-- - - - - - - - - - - - -_ _ _ _ _ _ _ _ _ _ _ _ -_ _ _ __-- - - - - - - - - - -

VI. DISEASE PREVENTION AND CONTROL
.................... e.........

106,700 6.8 185,700 10.6 211.000 11.0
mmmmmmmmmmm mmmmm mmmmmmmmmmm mmmmm mmmmm mmmmm m mm

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DZSEASES OCO

106,700

106.700

6.8

6.8

116.400

116,400

6.6 130,900

6.6 130.900

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

0 - 69.300

0 - 69,300

GRAND TOTAL 1,559,200 100.0 1,750,400 100.0 1,919,500 100.0
a__ _ _ _ __ ___ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __s_ _ _ _ _ _ _ _ _ _ -_

GUYANA

6.8

6.8

4.0

4.0

80. 100

80.100

4.2

4.2
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__ __--- __ __---- _ _----- - - - -- RGA -UGTETAUG-------_TAR-F-S---------------_ _ _ _ _ _
PROGRAM BUDGET - EXTRABUDGETARY FUNDS

…___ ____ ___ - ________…-- __ _ _ _

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997
__________-_------

AU OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

II. HEALTH IN HUMAN DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS.

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
AIDS

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

GRAND TOTAL
...........

20,900 4.1
mmmmmm mm mmmm

20.900

CPS 20,900

22,900
.--........

22,900

WCH 22.900

102.100

102,100

CWS 102.100

367,400

366,300

VIO 208,000
GPA 158,300

1 100

NCD 1,100

513,300
mmmmmmzmmmm

4.1

4.1

4.5
4.5m8

4.5

4.5

19.9
.....

19.9

19.9

71.5

71.3

40.5
30.8

.2

.2

100.0

O - O

O - O

O - O

O - O

O - O

O o

O - O

O - O

O - O

O - O

O - O

O - O

O - O
O O

0 100.0 0
mmmmmmmmlmm mmmm~ mmmmmmmmm__

1998-1999

AMOUNT
% OF
TOTAL

100.01 0 .
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

….----- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

8 $

SHORT-TERM DUTY
CONSULTANTS TRAVEL

----- ----

COURSES SUPPLIES
AND AND

FELLOWSHIPS SEMINARS EQUIPnENT

_ _ _ _ _ _ _ _ _ _$ _ _ _ _ _ _ _ _ _ _
GRANTS OTHER

S S

8,300 15,100
90,400 28,300

98,700 43,400
*--..---... ..........

6.3 2.8

8 500 25.700
63,500 17,100

72,000 42,800

4.1 2.4
_ _ _ _ _ - - - - -

8,500
63,500

72,000

3.8

29 800
19,800

49,600
..........

2. 6

16 000 18,000
96,000 82,100

.......... ..........
112,000 100,100

7.2 6.4

12,000 42,800
97,700 139,200

109,700 182,000

6.3 10.4
_ _ _ _ _ - - - - -

12,000
97 700

109,700
iimim lmlmi

49 400
160 800

210,200

5.7 11.0

GUYANA

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WUO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

413,400
1,145 800

1.559,200
...........

100.0

547,100
1,203,300

1,750.400

100.0
_____

602,800
1,316.700

1,919,500

100.0

1
2

3

1
2

3
mmmmml

1
2

3
......

0
4

4

O
4

4
mmmmmm

0
4

4
......

235 600
508,500

744. 100
...........

47.8

304 700
592,200

896,900

51.3
_____

325,700
635,500

961,200

49.9

31, 200
108,300

139,500
..........

8.9

59,200
117,800

177,000

10.1

68,500
136,200

204,700

10.7

O
O

0

.0

0
O

0

.0

_ _ _ _ _ _ _

0
0

.0

89,200
232,200

321,400
...........

20.6

94,200
175,800

270,000

15.4

108,900
203,200

312,100

16.3
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HAITI

HEALTH SITUATION

Demography

1. The popuLation of Haiti is currently estimated over 7 million es conpared with
5.0 million in 1982. The average annual rete of increase is estimeted at ZX
(UNFPA). With 68.5X Living in rural zones, rural population density per squere
kilometer of arable Land is about 820. This rate of urbanization is repid; with
Port au Prince marginal areas growing at 8.6X annually, its populeation will reach
2 million by the year 2000. A strong movement of external migration increased
rapidly during 1992 and 1993 but came to a halt by the end of 1994 after the
return of the constitutional goverrnment. The crude birth rete is about 36 per
1,000 population with only about 10% of women found to be using some form of
modern contraception. Children under 15 years of age make up 40X of the
population, 17% are under 5 years of age. The elderly (over age 64) make up about
5X of the population.

Health status indicators

2. Life expectancy at birth is estimated at 55 years (1985 - 1990). The crude
death rete is 13 per 1,000 population. Infant mortality is estimated at 94 per
1,000 live births although individual studies range from 35 to over 200 depending
on the socio-economic group and access to medical care. Data from the 1991
maternal mortality survey showed a mortality retio of 4.5 per 1000 life births.

3. The maJor causes of childhood mortality are diarrheal diseases and acute
respiratory infections and malnutrition. Chronic malnutrition (stunting) is
reported in one third of the child population, and 17% of newborns weighing less
than 2,500 kgs at birth. With en estimated annual tuberculosis incidence rete of
5 ceses per 1000 inhabitants, Haiti has one of the highest rates in the world. The
problem is highly complicated by the appearance of the AIDS/tuberculosis disease
correlation. Since the discovery of Acquired Immune Deficiency Syndrome (AIDS) in
1981, this disease has become a public health concern along with other sexually
transmitted diseases. 1993 and 1994 surveys and data reported with an estimated
7 to 10% of the sexually active population seropositive for Hunan Immune
Deficiency Virus (HIV) in urban areas, and increased rete (2-5X) in rural areas.

Factors affecting health status

4. Three years of political crisis have worsened the economic conditions of the
country. With a very high unemployment rete and an annual GNP per capital of $228,
Haiti remains asone of the poorest countries in the world. Rural farmers have en
estimated annual income of less than $100 and, in the capitael, the formal
unemployment rate for the active population has increased to over 50X. Illiteracy
is high, reaching 62.7% among adults males and 67X among eadults females (UNESCO,
1990). In 1993 potable water was available to 55X of the urban population and 33X

only of rural zones. Only 16X of rural population have Latrines as compared with
43X in urban zones. UNDP estimated the human development index for 1992 at .354,
and Haiti was classed 137th in 173 countries listed.

5. About 660 facilities, run by the Government and/or the private sector provide
the institutional base for the national medical services. The State University
Hospital (HUEH) in the capital is often filled to overflowing, while many rural
hospitals, even with a relatively Low number of beds vis-a-vis their catchment
areas, do not attain 50 X occupancy rates. The number of health professionals
remains extremely limited: 1.6 physicians; 0.2 dentists; 1.3 nurses; 3.7
auxiliaries; end 6 matrons per 10,000 population.

6. In 1994, an estimated 60% of the population had geographic access to modern
care. In 1991, 1992, 1993 and 1994 the public sector was almost paralysed, but the
non goverrnmental sector which benefitted from humanitarian assistance remained
stable, continued to deliver services to an increasing segment of the population
through its institutions and community health programs.

7. Virtually everyone in rural as well as marginal urban areas uses traditional
healers, be it birth attendants, herbalists or voodoo priests. There are also
thousands of "piquristes" providing injections of altopathic medicine, a form of
indigenous medicine.

8. Indicators of primary health care (PHC) services suggest that one of two
pregnant women receives at Least two prenatal visits. 50% of deliveries are
attended by personnel with modern training (30X by professionet medical personnel
and 20X by traditional birth attendants with upgraded basic skills and a cord
cutting kit). Immunization coverage of children was greatly improved through en
expended Program on Immunization, but in September 1991, military coup has been
followed by drastic faels in coverage. The complete immunization coverage was
estimated at 30% in 1991 and 35X in 1993. Paralytic poliomyelitis has been
declared eradicated in August 1994 end in neonatal tetanus cases have dramaticalLy
decreased since 1985.

9. The Government recognizes the need to prioritize and increase the coverage
provided by its health services. At present urban curative services continue to
be favored both in the allocations of budget and the assigrnent of personnel.
Port-au-Prince with 20X of Haiti's population routinely receives over 60% of the
health budget end is served by 50% of the health personnel. For 1990-1991 the
budget of the Ministry of Public Health and Population (MSPP) was set at around
189 million Gourdes, representing 15% of the Goverrnment's total budget and 1.3%
of Haiti's GDP. Over 90X of the budget was routinely required to cover salaries,
leaving no room for operating expenses.

Status of the Strategic and Programmatic Orientations (SPO)

10. Health in development: Three years of crisis have left the health sector in
shanmbles. Universal coverage and access to health care to the population
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represents a long term objective. The concept of Health as an indicator and
objective of human development will be of utmost relevance to address the
mainhealth issues during the biennium. Reform of the health sector will be among
the main priorities in order to strengthen the capacity of the country to analyses
and formulate health policies and plans that must be part of end consistent with
national strategies for human development. In this respect end keeping in mind
that health sla not only en indicator but also an obJective of human development,
efforts aimed at guaranteeing universal access to health care to the population
shall seek and ensure the participation of all groups and government institutions.

14. Disease prevention and control: The burden of traditional communicable
diseases such as diarrhea, food-borne diseases, acute respiratory infections and
malaria and the resurgent problems of AIDS and tuberculosis as well as vaccine-
preventable diseases constitute the main challenge for the bienniun. The
respective programs will be maintained and strengthened in order to control end
prevent the spreading of these diseases. Emphasis will be made in maintaining the
country free of poliomyelitis and at eradicating measles and neonatal tetanus.

Plans and priorities for national health development

11. Health systems and services development: Health services to the Haitian
population are provided roughly in equal perts both by government institutions and
by non-governmental organizations. The increased participation of bilateral and
multilateral agencies in the financing of the health sector, NGO included
presents the challenge of ensuring access to health services for all, while
maintaining quality and efficiency. Key to facing this challenge is the
decentralization process Introduced by the Constitutional Government which is
aLready being implemented and serving as the base for the establishment of local
health systems. Other related issues will need to be considered such as health
service research to gain end register the experience from the decentralization
process; training of personnel to maintain quelity and adequate Levels of
productivlty of health services; strengthening the capacity of the country in
regard to disaster management and finally the need to mobilize national and
international resources that will be needed to maintain and Increase health
coverage to the population.

12. Health promotion and protection: Individual and community behavior and Life
style issues, disease risk factors (poverty and malnutrition, demography and
social change are of little concern to the population suffering from poverty and
severe unemployment. The main challenge is the extension of coverage of essential
health services (curative and preventive). However, wuthin the preventive efforts
aimed at the preservation of health, health promotion activities to encourage
healthy attitudes and practices constitute a high priority, the goal being the
development of a culture of health in urban es well as in rural areas.

13. Enviroiment development and protection: Environmental health infrastructure
and services during the past biennium suffered In quality, coverage and physical
deterioration by lack of sustained financing and technical support. Less than 30X
of the solid weaste generated In the capital is being collected and water supply
services are availabLe only to 35X of the population. With restored international
travel, aLL the conditions exist for the easy introduction of cholera into the
country. Attention will be given to environmentel management measures almed at
ensuring safe drinking water and adequate sanitation services. The Regional Plan
for Investment in the Environment and Health and other sources of funds will be
approached to obtain additional resources required to rehabilitate and expand
environmental health infrastructure and services.

15. The principles of Primary Health Care that evolved from Alma-Ata in 1978 have
been supported in national planning exercises. In 1982, the MSPP issued a major
policy document: " New Orientations", reaffirming health es en individual right
end calling for a reform of the health delivery system, involving planning and
identification of priority programs aimed at the most vulnerable groups, improving
decision-making and efficiency through decentralized management, and encouraging
communities to share responsibilities for the health of their members.

16. The last National Program and Budget for the development of health services,
(1987-1991), contains two major elements. The first is the inprovement and
extension of health facilities to increase access to services and decentralization
of decision-making. The second element is the definition of seven priority health
programs: the control of diarrheal diseases; an expanded program on immunization;
a nutritional program for children under five; improved maternal and child care
and family planning services; the control of endemic diseases (maelaria), the
control of tuberculosis; the fight against sexually transmitted diseases,
particularly AIDS. Leprosy, acute respiratory infections and prevention of
blindness were later included ad hoc in the priority program approach, as outlined
above.

17. There are three major components of the diarrheal diseases control program:
oral rehydration, encouragement of breastfeeding, potable uater end sanitation.

18. The government has followed WHO guidelines for the expanded Program on
Immunization (EPI) since 1979 and officially lunched a national program in 1985.
The Program objective is universal immunization, with measles eradication and
elimination of neonatal tetanus.

19. Nutrition surveillance for early detection of problems is being increased,
with the adoption of a Road to Health-growth chart as a monitoring instrument for
all priority programs. There is a consensus that a better understanding of
mainutrition and its determinants is necessary to orient en integrated nutrition
program.

20. By end 1990 an initiative was developed to present en integrated maternal and
child health program focusing on coverage and quality of care using the risk
approach. The objectives of the MCH program called for reducing infant and
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maternal mortality and increasing the percentage of couples using some modern way
of contraception. Since 1993, the "sick child" comprehensive approach has been
developed and is being tested.

21. A main endemic disease of concern is malaria, with at Least 60% of the
population Living in malarious zones. Malaria control, with UNDP support, is being
integrated in Primary Health Care Services and executed in a decentralized
fashion, with first attention to appropriate diagnosis and treatment followed by
epidemiological analysis of available data.

22. In the area of sexually transmitted diseases, AIDS is of particular concern.
The objectives and strategies adapted since 1988 will be pursued. They aim to:
a) reduce sexual and perinatal transmission; b) have a safe blood supply; c)
install standardized case definition, menagement and treatment; research on
transmission; d) reduce social and economic impact of AIDS on Haitian communities,
e) strengthen epidemiological surveillance and research on transmission, f)
reduce Sexually Transmitted Diseases Transmission. A major pert of the Control
Program relies on information and education campaigns aimed at specific high risk
groups, and training for better case management and psycho-social support.

23. For tuberculosis the objective is to improve case treatment rates and to
establish en aggressive case detection and treatment program, through a well
established scheme of short term chemotherapy, relying on a network of private and
public Institutions.

24. No formal control programs are yet in place for Leprosy and/or acute
respiratory infections but they are being addressed es priority health problems.

25. As in other Caribbean countries with morbidity and mortality due to infectious
diseases being reduced, cancer, diabetes and hypertension have become more
prominent. No formal strategies, except those evolving in non-governmental
organizations, have been adopted.

26. Most of the major external donors are involved in varying degrees in one or
more of the priority program areas. In addition, within Haiti, there are numerous
nongovernmental organizations, some indigenous, others linked with foreign parent
groups, working in priority areas. The need for more effective mechanisms for
coordination is gradually being addressed, es it is estimated there are 300 HGO's
active in the health fields alone.

27. Cooperation between the Government and several non-governmental organizations
will be strengthened. There are already positive experiences of goverrnment
contracting NGO's to take full responsibility for the management state-owned
health institutions and delivery of health services to defined populations. As
part of these agreements the NGO's commit themselves to execute the national
priority health programs.

28. Since 1991 PAHO/WHO initiated a Health Interagency Coordination Committee
(HICC) where National Authorities, NGO's and Donor agencies are heavily
represented. A Technical Committee of the HICC has been created in 1993 and
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several specific working groups have been developed fromn this Technical Committee
in response to program planning and implementation needs of different national
priorities (Immunization, Sick Chi ld management, Nutrition, Communicable Diseases
prevention and control, Reproductive Health, Water and Sanitation).

29. Those committees replace the former interagency coordinating committees (CCI).
The comnon goal is to oversee general policy, programming, operations and
evaluations for each national priority areas by using a coordinated and
multisectoral approach. An additional goal is the channeling of information on the
execution of technical cooperation to donor agencies which is expected will
facilitate future resource mobilization efforts.

30. PLans to address the stated priorities will be based on the decentralization
process, training, resource mobilization and collaboration with NGOs which are
responsible for the delivery of nearly 50% of health services.

National priorities for technical cooperation in health

31. The following health priorities have been identified: Integration of malaria
and tuberculosis control into the general health services in line with the PHC
strategy; Prevention and control of HIV infections and development of en overall
strategy for STD prevention and control; Accelerate the decentralization process
and strengthen PHC through the implementation of Health Communal Unit;
Establishment and implementation of an essential drugs policy; Implementation of
an efficient information and epidemiological surveillance system in support to the
decentralization process at the communal, departmental and central Levels for
national policies and decisions; Design and implementation of a comprehensive and
integrated Maternal and Child plan; Managerial and administrative support to MOH
restructuration and resource mobiLization for a National Heaelth investment plan;
Improvement of the environment and significant increase in safe water and basic
sanitation coverage; Control of immuno-preventible diseases; Institutionalization
of multisectorael coordination mechanisms at central and local level to alLeviate
nutritional distress at individual, household and community Level.

32. Based on the mejor priorities identified, the goverrment has decided to ask
for technical cooperation in the following priority areas:

33. Institutional strengthening, managerial and administrative support to MOH
restructuration; Support to health personnel management; Support for the
decentralization process in the areas of gathering and analysis of information and
management of Local health systems and services.

34. Analysis of the health sector and further development of policies and
implementation aiming at increased efficiency in the use of resources and
identification and mobilization of a higher level of resources from national and
international sources.
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35. Support for the process of coordination and, where possible, integration of
the different institutions that comprise the health sector including, the Ministry
of Public Health, other national institutions, Non-governmental Organizations and
international cooperation to achieve increased coverage, better quality of
services and better use of resources.

36. Strengthening the capacity for epidemiotogical analysis, aiming at identifying
causes, establishing reliable surveillance systems and contributing to the design
of priority program interventions to reduce inter alia: maternal mortality;
STD/HIV infection, AIDS and other communicable diseases as tuberculosis and
malaria ; infant and perinatal mortality; as well as focus on priority vulnerable
groups.

37. Analysis of the health work force (structure, distribution, utilization) and
development of national policies pertaining to their formation and utilization.

38. Support the development of appropriate policy and adequate legislation on
essential drugs. Support the supply of essential drugs and other medical supplies
as well as the promotion of local production of generics and the use of medicinal
plants. Promote the rational use of drugs and medical supplies. Support the
training of health workers in the field of essential drugs and in pharmacy in
general.

39. Improvement of the environment through increased coverage of potable water and
particularly sewerage. Implementation of national policies regarding environmental
health including design of training and introduction of appropriate technology;
establishment of norms and standards for solid waste disposal; coordination of
international support to the Environmental Health sector.

TECHNICAL COOPERATION STRATEGY

40. To adequately support the national plan for health development, the
Organization will direct its technical cooperation to reinforce and further
develop current national efforts towards the decentralization of health services
and the increase of health coverage, support training activities and human
resources development derived thereof and Last but not least intensify efforts
towards resource mobilization within the framework of the UN system emergency
economic recovery program for Haiti (EERP).

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Analysis of health sector and development of policies and to increase efficy
in the use of existing resources and identification and mobilization of a higher
level of resources from national and international sources TCC included.

2. Support for the decentralization process in the areas of data gathering and
analyzing of information and management of local health systems and services.

3. Support for the process of coordination in integration of the different
institutions that conprise the health sector.

4. Improve the management, financing and planing capacity of the sector and its
institutions in the area of drinking water supply, and sanitation, solid waste
disposal and protection of water sources in urban and rural areas.

5. Support the formulation of policies on essential drugs regarding legislation,
regulation, products marketing and rational drugs.

6. Support the development of policies and programs relating to population issues,
reproductive health, fertility regulation and health of adolescents and children.

7. Improve the nutrition status of all population groups promotion breast feeding
as an inportant strategy for ensuring childhood nutrition.

8. Establish and sustain programs of immunization for effective vaccination
against diseases of major public health importance.

9. Strengthen local capacity to prevent, diagnose, and treat sexually transmitted
diseases, especially in primary health care services.

10. Inmprove capacity to detect changes in the occurrence of infectious diseases
and to assess potential inmpact on the public's health, so as to implement timely
and effective prevention and control.

11. Support the development of national capabilities in epidemiological
surveillance for the implementation of an efficient information and
epidemiological surveillance system in support to the decentralization process
at the communal, departmental and central levels for national policies and
decisions.
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BIENNIAL PROJECTS

PROJECT 1: LOCAL HEALTH SYSTEMS

PURPOSE

Foster the development of leadership end managerial capacity in the Ministry of
health and NGOs to implement the decentralization process and develop local health
systems.

EXPECTED RESULTS

1. Nor'ms and procedures for the functioning of local health systems developed and
tested.

2. Health personnel (department managers) trained for the execution of the health
plan wuthin the framework of local health systems.

3. Norms and procedures for the functioning of local health systems developed and
tested.

PROJECT 2: POPULATION ISSUES

PURPOSE

Promote the development of policies and programs relating to population issues,
reproductive health, fertility regulation, and the concerns of adolescents and
children, and enhance the coordination of health promotion activities and
reproductive health services.

EXPECTED RESULTS

1. A comprehensive MCH/RH National program integrated into the activity of the UCS
in Haiti.

HAITI

1. Health Coammunal Units implemented and operational by 1997 in the nine
Departments.

1. 20 pilot local Health System (UCS) functioning by early 1996. Norms and
procedures prepared by end of 1996.

2. Implementation of norms and procedures initiated by early 1997.

1. Each one of the nine departmental health managers and administrators wiLl have
attended at least one formal management course by end 1996.

1. 20 pilot Local Health System (UCS) functioning by early 1996.

2. Norms and procedures prepared by end of 1996.

3. Implementation of norms and procedures extended at a broader scale early 1997.

1. Increase of the quality and the coverage of the services delivery of MCH/RH
program in each UCS in order to be utilized by at Least 80% of the population by
1997.

1. By the end of 1997 a national MCH/RH plan and the corresponding manual of
procedures implemented in 12 UCS.
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Obiectives Indicators

2. A nationaL information system on MCH/RH developed. 1. By 1997 the epidemiological monitoring of MCH/RH activities established in 12
UCS.

2. A surveiltance committee on Maternal Mortality irplemented and functional in
12 UCS.

3. The institutionaL capacity for the implementation and services delivery of the
MCH/RH program reinforced, especially at the Local Level.

4. LocaL health personnel trained on MCH/RH activities.

5. Extrabudgetary financiat resources for the MCH/RH program mobitized.

PROJECT 3: STD

PURPOSE

Strengthen local capacity to prevent, diagnose and treat STD, especially in

primary heaLth care services.

EXPECTED RESULTS

1. A comprehensive STD/HIV program developed and integrated into heaLth care
activities at UCS levet.

2. A national information system on STD syndromic approach developed and
operational.

1. By 1997 a manual about Reproductive Health available and utilized in 12 UCS.

2. Essential drugs (including contraceptives) materiats and equipment for the
MCH/RH activities available in 12 UCS.

3. Comprehensive IEC activities about MCH/RH conducted at 12 UCS level.

1. By 1997, 80% of health services workers trained in 12 UCS.

2. By 1997 the new Guidelines and new curricula about midwives training (PAHO-SOE
Project) developed and operational in 12 UCS.

1. By 1996 the MCtH/RH extrabudgetary projects (UNFPA, and UNDP) renegotiated and
approved.

1. ALt communal Health Units (SYLOS) MJKK be executing comprehensive activities
to reduce the HIV trends at the end of 1997 utilizing the MTP2 reference document.

1. By 1997, 80X of the UCS in Haiti are executing integrated STD/HIV activities.

1. By 1997, the simplified epidemiotogical surveillance system is used in 90% of
the UCS.
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3. Case management regarding STD improved and STD referral system operational.

4. Local health providers are trained on STD syndromic approach for patients
referral.

S. Local STD programs management is improved.

PROJECT 4: WATER SUPPLY AND SOLID WASTE

PURPOSE

To Increase the coverage of potable drinking water supply, excreta disposal and
solid waste services in the country, with a special emphasis on marginal urban
areas and remote rural zones.

EXPECTED RESULTS

1. A second decade national plan of investment in potable water and basic
sanitation (N. plan) established and its implementation undertaken.

2. Managerial, financial and planning capacity of national institutions in potable
water and basic sanitation sector developed

3. Watersheds of drinking water sources and punping station fields protected
against animal and human pollution.

1. At Least 70% of STD patients are properly treated and received proper
counseling in 90% of the UCS by the end of 1997.

2. Referral system among health institutions STD management exists at least in 90%
of the UCS by 1997.

1. At least 70% of local health providers can describe the 4 major STD syndromes.

2. By 1997, a STD manual in creole is developed and used at 80% of the UCS.

1. By the end of 1997, 80% of the UCS are using process indicators to monitor STD
programs execution.

1. Water and Sanitation services deteriorated following in September 1991 date of
Coup diEtat will be restored and strengthened end the plan of investment in
Environment and Health established.

1. By the end of 1996, a second decade national plan of investment in potable
water and basic sanitation approved by the Government.

2. By the end of 1997, 20% of the N. Plan achieved.

1. By the end of 1997, 60X of high rank staff of sectorial national institutions
trained in managerial, financial and planning fields.

1. By the end of 1997, all drinking water sources and pumping stations
environmentally protected.

2. By the end of 1996, a national quality control network of water sources and
ground water established.

HAITI

Indicators
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4. Drinking water and basic sanitation services expanded in marginal urban areas
and remote rural zones

5. Rural water committees (CAEP) reinforced end effectively integrated in "Unites
Communales de Sante (UCS)".

PROJECT 5: IMMUNIZATION

PURPOSE

To reach and maintain 80% of immunization coverage in children at age one
strengthening the surveillance system for control and eradication of immuno
preventable diseases.

EXPECTED RESULTS

1. To improve the planning and execution of vaccination activities at the local.

2. To reinforce the health institutions and decentralize the EPI program by
training the health personnel working at this Level on EPI norms and procedures.

3. To reinforce the delivery system of vaccines and retated materials and the cold
chain system in general.
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1. By the end of 1997, 50% of marginal urban areas and 50% of remote rural zones
covered with potable water and basic sanitation services of good quality.

1. By the end of 1996, 120 CAEP's equipped with plumbing tools and integrated in
UCS.

2. By the end of 1997, 400 rural plumbers and 500 operators in water chlorination
trained.

1. Vaccination coverage for children under 1 year for the following vaccines: BCG,
DTP3, POL0I3, measles and for child bearing age women: TT2.

1. Number of health facilities performing daily vaccination activities by the end
of 1997.

2. Vaccination coverage for the whole country for DPT3, Polio3, measles and BCG
for children under 1 year old.

1. Number of health institutions responsible trained on EPI norms and procedures
by the end of 1996.

2. Number of health facilities using the vaccination coverage monitoring chart
recommended by WHO, by the end of 1977.

1. Number of Storage and Distribution Units (USD) installed in the whole country
by the end of 1996.

2. Number of health institutions being provided by those USD in vaccines and
related materials.

4. To maintain the polio free status until the world is certified as being free
of polio.
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5. To implement the measles epidemiological surveillance system in order to
eliminate this disease by the year 1995.

PROJECT 6: EPIDEMIOLOGICAL SURVEILLANCE

PURPOSE

Strengthening of the national capacity for epidemiological surveillance and
effective use of information system.

EXPECTED RESULTS

1. Methodology for analysis for health planning developed, using a simplified
surveilltnce system.

2. Management information system reactivated.

3. Integrated analysis of epidemiological surveillance and MIS established for
epidemiologists and health managers.

4. National and Departmental Health Workers trained in IS and epidemiological
analysis for planning.

PROJECT 7: TUBERCULOSIS

PURPOSE

Prevention and Control of Tuberculosis.

HAITI

1. Number of fever and rash cases reported by the end of 1977.

1. A simplified information system implemented at the central level, in nine (9)
Departments, and 18 local health systems and utilized regularly by 100% of public
institutions and registered NGO's by 1997.

1. A methodology will have been implemented at Central and Departmental level by
the end of 1996.

2. Epidemiological bulletin and Health Situation Analysis published regularly.

1. Management information system functioning in 50% of the departments by the end
of 1996.

1. Group for integrated information analysis established by early 1997 in 50% of
the departments.

1. By 1997, 100% of the Health Workers in a managerial position trained in IS
analysis.

2. By 1997, 100% of epidemiologist trained in epidemiological analysis including
EPI INFO.

3. By the end of 1996, 3 months displome course integrated to the faculty of
Medicine.

1. Cure rate at Least 80% of diagnosed cases by 1997.
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EXPECTED RESULTS

1. TB Epidemiotogical Surveillance increased and expanded to all HeaLth.

2. Strengthening of case finding and case holding capacity establish.

3. Management and evaluation capabilities of TB program will be improved.

PROJECT 8: MATERNAL AND CHILDHOOD MALNUTRITION

PURPOSE

Reduce maternal and childhood mainutrition and maLnutrition- related outcomes.

EXPECTED RESULTS

1. Infant and child feeding practices inproved.

2. Nutritional care during pregnancy and lactation improved.
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1. By the end of 1996, twenty seven (27) health uorkers at departmental level will
be trained on TB Epidemilogical Surveillance.

2. By the end of 1996, 100% of Institutional personal will be trained on TB
Epidemiological Surveillance.

3. Research on TB patient defaulter in six (6) Community HeaLth Unit (UCS)
completed by the end of 1996.

1. Extension of 20% of case finding will be completed by the end of 1996.

2. Reinforcement of the case holding in 100X of TB Center by the end of 1996.

1. By the end of 1996, 100% of health workers trained on TB program management.

2. By the of 1996, the Central Laboratory of Mycobacteriology will be able to
perform test on TB drug resistance.

1. A nutrition communication strategy, basic nutrition curricula, and an effective
nutrition management information system implemented and operational by 1997.

1. Mean Length of exclusive breastfeeding by the end of 1997.

2. Mean length of breastfeeding extended to 24 months of age by the end of 1997.

1. Prevalence of low birth weight babies reduced to 7.5% by the end of 1997.

2. Prevalence of anemia in pregnant women reduced to 30% by the end of 1997.
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3. Clinical manifestations of iodine deficiency drastically reduced.

4. Methodologies for appropriate nutrition planing developed.

5. Nutritional concerns included in food assistance programs.

PROJECT 9: MALARIA

1. Goitre prevalence in high risk Departments reduced to less than 5% by the end
1997.

1. Nutritional surveillance system for policy, planing and evaluation established,
used and appreciated at central and Departmental level by the end of 1997.

1. Nutritional objectives included in the workplans for 75% of the major food
distributing agencies by the end 1997.

1. By 1997 all general health service institutions will be providing malaria
control services as part of PHC.

PURPOSE

Strengthening of the capacity of general health services to control melaria as
part of PHC.

EXPECTED RESULTS

1. Methodologies for the control of malaria within the general health services
developed and operational.

2. Epidemniotogical norms and procedures for malaria surveillance by public and
private (NGO) health institutions established.

3. Health personnel trained for malaria control and prevention.

HAITI

1. By the end of 1996 a methodology with have been developed and tested for
implementation in all institutions.

1. By 1996 a technical malaria Unit at Central level established and operational.

2. By the end of 1996 the nine Departmental Health Offices will be gathering and
reporting monthly mataria epidemiological gate.

1. By 1996 at least 95% of all health service workers trained in malaria control
and prevention with the general health services.

2. By 1997, 50% regional epidemiologists would have received specialized training
in the epidemiology of malaria and other vector born.. diseases.
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PROJECT 10: ESSENTIAL DRUGS 1. An approved essentiat drugs List and technical documents used by at least 50X
of the country health institutions.

PURPOSE

A considerable increase of the quality of the pharmaceutical sector with a direct
impact on the accessibility of medicines and the quality of the prescribing and
the use of the drug treatments.

EXPECTED RESULTS

1. A pharmaceutical service operational at central and departmental level.

2. The implementation of essential drugs policy completed at national Level.

3. The curriculum of all health workers updated at the pharmaceutical level.

4. A correct drug information system.

5. An increase in dependency on the imported drugs.

PROJECT 11: COORDINATION OF TECHNICAL COOPERATION

PURPOSE

Provide the necessary support to national authorities for the MOH restructuration
and decentralization process including resource mobilization.

1. The number of departments with a pharmaceutical service established along the
national standards.

2. The existence of an inspection service on drug imports by 1996.

1. Over 90X of the health institutions with a stock carrying at 80% of drugs from
the national list of essential drugs for their Level.

1. The updated curricula introduced and evaluated by the end of 1997.

1. The existence of a drug info system by the end of 1997.

2. The number of issues of the "drug info bultin" during this two-year period. (at
least 6 programned).

3. The absence of unethical TV publicity on pharmaceuticals.

1. A 100% increase of the Local production purchases at PROMESS after 2 years.

1. By 1997 the technical cooperation strategy and health investment needs for the
country revised, adjusted an implemented to meet post-crisis national health
priorities.
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Obiectives

EXPECTED RESULTS

1. Close cooperation and policy dialogue between Health authorities and PWR.

2. PAHO's coordinating role between NGOs agency active in Health sector
strengthen.

3. PAHO/UHO data bank accessible for nation Health professional.

PROJECT 12: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

Promote technical cooperation with DOR and Caribbean.

EXPECTED RESULTS

1. Agreement between DOR and health authorities inplemented.

Indicators

1. Working relationship between PAHO Representation and Health authorities.

1. Functioning Interagency Health Committee involving Ministry of Planing, women
affairs and environment, MOH NGOs and agencies by the end of 1997.

1. PAHO/WHO updated data bank including maps available at least at the MOH and at
PUR documentation.

1. Agreement with Dominican Republic obtained for communicable diseases control
at the border area.

1. At least joint activities on measles eradication, malaria and rabies control
implemented by the year 1997.
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PROGRAn BUDGET - PAHO AND WHO REGULAR FUNDS
…-_ -_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_ _-_-_-_-_ _-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_- _-

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

_- _ - -_ - -_ - -_ - -_ - -_ - -_ - -_ - -_ - -_ - -_ - -_ -_ _ -_ _ -_ _ -_ _ -_ _ -_ _ -_ _ -_ _ -_ _ -_ _ -_ _ -_ - -_ - -_ - -_ - _ -_ - -_ - -_ - -_ - -_ - -_ - -_ -

1996-1997

% OF
AMOUNT TOTAL

_ - - - - - - - - --_ _ _ _ _

II. HEALTH IN HUMAN DEVELOPMENT
....... m...................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS ANO SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
............ m..................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
... .... .m... .. am= m mma..............a

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL
.. m0......... .. M.............

CONTROL OF COMMUNICABLE DISEASE

AIDS

GRAND TOTAL
mm.m...m.mm

1,929,600
...........

777.700

CPS 777,700

962,500

HST 962,500

189,400

TCC 189,400

908.300
.m....m....

908,300

UAH 908,300

713,100

713.100

WCH 713,100

905.400
...........

905,400

CWS 905,400

224,000
...........

224,000

GPA 224.000

4,680,400
...........

1998-1999

AMOUNT
_ - -_ - - - --_ _ -_ _

41.3
.....

16.6

16.6

20.7

20.7

4.0

4.0

19.4

19.4

19.4

15.2

15.2

15.2

19.3
.....

19.3

19.3

4.8
.....

4.8

4.8

100.0
sllm m

2,072,300
.--. _......

802,800

802,800

1,050,600

1,050,600

218,900

218,900

1,.003.500
_..._.___._

1,003,500

1,003,.500

792,500
"..-.......

792,500

792,500

1,002,600
...........

1,002,600

1, 002,600

253,800

253,800

253.800

5,124,700
mmmmmmmmlmm

40.3
.. l..

15.7

15.7

20.3

20.3

4.3

4.3

19.6

19.6

19.6

15.5

15.5

15.5

19.6

19.6

19.6

5.0

5.0

5.0

100.0

OF
TOTAL
_ _ _

40.5
.. w..

15.8

15.8

20.3

20.3

4.4

4.4

19.7

19.7

19.7

15.6
.....

15.6

15.6

19.2
.....

19.2

19.2

5.0
.....

5.0

5.0

100.0
iI a: .

2,318,000
_...._..=..

903,900

903,900

1,161.100

1,161,100

253,000

253,000

1.124.800

1,124,800

1,124,800

889,800
889...........800

889,800

889,800

1,098.900

1,098,900

1,098,900

288,000

288,000

288.000

5.719,500
mmmsmmmmmzm



PROGRAn BUDGET - EXTRABUDGETARY FUNDS
-__ __ __ __ ___________

1994-1995
__________________

PROGRAN CLASSIFICATION

II. HEALTH IN HUMAN DEVELOPMENT
*..........................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGHT.

DEVELOPMENT nANAGEMENT & COORD. OF COUNTRY PROGS. CPS
EMERGENCY AND HUMANITARIAN ACTION EHA

AMOUNT

12,443 700

% OF
TOTAL

65.9

12,443,700 65.9

10 400 .1
12,433,300 65.8

1996-1997

A OF
AMOUNT TOTAL

2,500,000 81.3

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ - - - - -

O
...........

2,500,000 81.3

O -
2,500.000 81.3

o

oo0

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
a......................................

ORGANIZATION/MGNT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

IV. HEALTH PROMOTION AND PROTECTION
...............................

1,000
...........

1,000

1,000

2,952.600
...........

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

2,952,600

WCH 2.952.600

.*

-.

15.6

15.6

15.6

o

O

O

...........

576,500

576,500

0
tmtmm mmmmmmmmmmm

- O0

- 0

18.7

18.7

18.7

o

O

0

VI. DISEASE PREVENTION AND CONTROL
..............................

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND INMUNIZATION
AIDS
MALARIA AND OTHER TROPICAL DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

GRAND TOTAL
...... s....

3,512,200
...........

3,509,400 18.5

VIo 2,216,300 11.7
GPA 803.100 4.2
CTD 490,000 2.6

2.800

2,800NCD

18,909,500

18.5 0
..... ...........

O

O
o

O

3,076,500
... _.......

.t

100.0
mmmmml

- O

- 0

- 0
- 0
_ O

O

O -

0 100.0
mmmmmmmmmm mm*m

100.0

* LESS THAN .05 PER CENT

HAITI

.=.,,r

.....

595



HAITI

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…________o D -_____ ____ ____- - - -- - - -- ______

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

--------PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

S S

FELLOWSHIPS
___________

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

S S

GRANTS OTHER

....._ _ _ _ _ _ _ _ _ _ _ _ _

3.193,100
1,487,300

4,680,400

100.0
_____

5
2

..... 7

5
1

6
......

1.319,400 83 400
468,200 116,800

..... ... ... ...... ......
1.787,600 200.200

38.2 4.3
_ _ _ _ _ - - - - -

104.000

104, 00

2.2
_____

100 000 356 900
40,000 485,200

140,000 842,100

3.0 18.0
_____ - - - - -

5
1

6
......

1,342,900
490.600

1,833,500

35.9
_____

50,000
150 200

200.200

3.9
_____

5 1,443,800 50,000
1 525,400 150,200

................. ...........
6 1,969,200 200.200

34.5 3.5
_ _ _ _ _ - - - - -

1994-1995

PAHO - PR
WHO - WR

TOTAL
mmc..

X OF TOTAL

2.928 100
2 196 600

5,124,700
.... 100.0...

100. 0
_____

5
2

7
......

1996-1997

PAHO - PR
WHO - WR

TOTAL
.. O.. AL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOAL

X OF TOTAL

309 000
207 400

516.400

m11.011.0

0
0

a - .- .. -- - -

.0
_____

920.400
169,700

1.090.100

23.3

3,252,400
2,467,100

5.719.500

100.0
_____

5
2

7
......

120,100
o

120.100

2.3
_____

138.800
0

138,800
..........

2.4
_____

238 200
357,600

595,800

11.6
_____

100 000
40,000

140,000
...... m-2.7

2.7
_____

100 000
40 000

140.000

2.4
_____

0
0

0

.0

190,500
784,400

974 900

19.0

220,200
906.400

1.126,600

19.7
_____

886.400
373.800

1,260,200

24.6
_____

1.024.400
431,900

1,456,300

25.5

275,200
413.200

688,400
12..........

12.0
_____

0
O

m.........

.0
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HONDURAS

HEALTH SITUATION

Demography

1. Based on the projections of the 1988 hational Population and Housing Census,
Honduras had an estimated population of 5,317,831 in 1994 and an annual growth
rate of 2.8%, one of the highest in the Region. An estimated 30X of the country's
population Lives in the two main cities of Tegucigalpa and San Pedro Suta, white
53X live in towns having fewer than 1,000 inhabitants. With 25,533 hamlets and
3,742 villages and a population density of 47 persons per square kilometer,
Honduras has a highly scattered population and presents a very slow pattern of
urban development.

2. Broken down by age, the population shows a predominance of the younger age
groups. According to census estimates for 1994, 3.4X of the population are
chlldren under 1 year of age, 12.9% are children aged 1 to 4 years, and 27.9% are
children aged 5 to 14 years, which means that children under 15 account for 44.2X
of the country's total population. By adding to that percentage the 3.4X of the
population that is over 65, it can be seen that 47.7% of the total population fall
in the category of dependents. The remaining 52.3% of the population falls in the
15 to 64 age group.

3. Population size and distribution are also affected by migration flows. The
1988 census showed a net negative flou of migration out of Honduras (-1.4 per
1,000 population). Internal spatial mobility during the Last intercensus period
(1974-1988) was estimated at 20X; the areas with the greatest draw were the
departments of Cortés and Francisco Norazán, which showed intercensal growth of
70.6X and 77.3X, respectively, owing mainly to the fact that the cities of San
Pedro SuLa and Tegucigalpa are located in these departments.

Health status indicators

4. Mortality has been declining. The crude death rate was estimated at 13.62 per
10,000 population for the five-year period 1970-1975 and at 6.2 for 1994.
Although this indicator is influenced by the population's age distribution, the
downward trend in mortality is also reflected in the figures for life expectancy
at birth, which rose from 54 to 67 years during the same period.

5. The increase in life expectancy at birth--estimated at 65 for men and 69 for
women in 1993--indicates a drop in mortality. This drop has been evident in
mortality rates among children under 5 as well as in the other age ;Ioups. For
instance, in the under-1 age group, mortality fell from 72.6 to 50 per 1,000 live
births in the period 1980-1990, and among children aged 1 to 4 it dropped from 7.3
per 1,000 population in the five-year period 1980-1984 to 6.4 per 1,000 in the
fotlowing five-year period.

6. Beginning in the period 1965-1969, a significant decline in mortality from
communicable diseases was noted in all age groups. Between the periods 1965-1969
and 1980-1984, the rate decreased from 63.1 to 46.6 per 1,000 live births among
children under one year of age, from 14.9 to 5.3 per 1,000 population in the 1-4
age group, and fraom 13.9 to 9.0 per 1,000 population in the 65-and-over age group.
In 1990 communicable diseases accounted for 18.4X of all deaths from defined
causes among men and 22.2X among women.

7. That same year, 5.8% of malte deaths and 11X of female deaths were attributed
to malignant neoplasms. Mortality from malignant neoplasms is higher among women
than men, particularly in the 45-64 age group. In the five-year period 1980-1984
(the last one for which data are available), tunors were responsible for 103.0
deaths per 100,000 men and 223.4 per 100,000 women.

8. External causes, however, were more frequent among men. In 1990 this group of
causes accounted for 28% of all deaths from defined causes, making them the
leading cause of death in this area. For women, external causes represented only
8.1X of deaths. In 1980-1984, mortality per 100,000 population from external
causes for the 14-55 group was 212.1 for men and 26.7 for women; for the 45-64
group it was 273.8 for men and 41.3 for women; and for the 65-and-over group it
was 302.8 for men and 41.3 for women.

9. In 1990, diseases of the circulatory system accounted for 23.1% of deaths from
defined causes in men aged 65 and over. In the period 1980-1984, these diseases
were responsible for 1,964.3 deaths per 100,000 population in that age group. In
the same five-year period, they were responsible for 301.2 deaths per 100,000
population in the 45-64 age group.

10. Surveys conducted in 1988 and 1992 (covering a sample of 5X of the demand for
outpatient services registered at UPSs) identify infectious and parasitic diseases
as the Leading causes of demand for health care, having risen from 13.3% to 17.2%
during the period. The second biggest cause was acute respiratory infections and
pneumonia and influenza, which increased from 10.8% to 15.0% and from 1.8% to
2.5X, respectively. Nutritional deficiencies and anemias were the third biggest
cause, increasing from 5.4X to 6.1X. The demand produced by diseases of the
urinary tract increased from 2.1% to 2.9%, while infections of the skin and
subcutaneous cellular tissue rose from 2.2X to 3.0X. As these figures show,
communicable diseases clearly represent the greatest share of the demand for
outpatient care.

11. In terms of hospital discharges, services related to pregnancy, childbirth,
and the puerperium showed the highest levels (42.9% in 1992 and 45.0% in 1993),
followed by communicable diseases (25.8% in 1992 and 34.7% in 1993). Tumors
accounted for the third highest rate of discharges in both years (3% and 2.8X),
disaggregated into malignant tumors (64X and 67.7%), in situ carcinomas (4.5 and
4.7%), cancers with undefined development (1.3X and 1.5%), cancers of unspecified
nature (6.4X and 6.0%), and benign tumors (23.3% and 20.2X). These were followed,
in order of importance, by conditions originating in the perinatal period (3.6%),
nutritional deficiencies (1.6%), infections of the skin and subcutaneous cellular
tissue (1.4X), diseases of the urinary tract (0.9%), anemias (0.5X), and
hypertensive disease (0.5%).

Status of the Strategic and Programmatic Orientations (SPO)

12. Health in development: ALthough community participation plays a significant
role in health problems at both the rural and urban Levels, social and economic
issues have a direct impact on the state of health and use of services. standing
in sharp contrast with the significant levels of vaccination coverage that have
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HONDURAS

been attained, the "new" epidemics of AIDS and cholera point up the weaknesses of
society and the system. The population does not have the trust it should have in
its executive, legislative, and judicial institutions. Still, there are some
encouraging points for the tasks at hand, such as the existence of dynamic agents
within each function.

13. Health systems and services development: The international trend toward a
smatter rote for government, coupled with health sector reform, has ted to a
financial crisis in the state sector that has not only paralyzed infrastructure
activities but has also frozen staffing levels.

14. Health promotion and protection: Community participation has been a key
element in the process of forming a new health mentality, one in which problems
such as violence are analyzed individually.

15. Environmental development and protection: The country has identified drinking
water supply, waste disposal, and environmental conservation as its main
challenges.

16. Disease prevention and control: The control of vaccine-preventable diseases,
diarrheal diseases, respiratory diseases, vector-borne diseases, and sexually
transmitted diseases has been identified as the main objective of the state health
services.

TECHNICAL COOPERATION STRATEGY

17. In its document "Honduras: Health Situation and Priorities 1994-1997", the
Government has identified the following priority areas:

18. Rapid extension of access to services: a) Effectively reorganize services at
all care levels; b) Review and update the facilities, decision-making capacity,
and delivery formats of the various services c) Prioritize efforts at the local
Level Promote subregional proJects; d) Support the development of special national
plans and programs.

19. System organization: a) Decentralize public health institutions (Ministry of
Health and the Honduran Social Security Institute [IHSSI); b) Strengthen the
regional level by transferring resources and responsibilities to it; c) Shore up
the local level, by adopting an approach based on local health systems.

20. Financing: a) Adopt the system used at the INSS and extend it rapidly to the
rest of the country, as set forth in the respective legislation; b) Design, make
the necessary arrangements, and implement a national health insurance system; c)
Continue to increase the contribution of the central government; d) Identify other
sources in keeping with the economic model adopted.
21. Human resources development: a) Review and update the functions and
responsibilities of sector staff at all Levels; b) Review and update the normal
procedures for health manpower training; c) Support the development of civil
society and the population as a whole in terms of their interest in and ability
to analyze end participate in dialogue on health problems and service delivery.

22. Coordination of International cooperation.

23. The environment and health.

24. Food safety: a) Formulate and promote food and nutrition policies; b) Provide
food and nutrition surveittllance; Ensure widespread distribution of information on
food, nutrition, and consumer guidance; c) Strengthen local capacity to promote
food production and consumption at the family level; d) Treat dietary
deficiencies.

25. Critical problems requiring immediate attention.

Action proposal

26. Critical supplies: National pharmaceutical policy, Legislation and
regulation, development of pharmaceutical services in the service network,
promotion of domestic production and marketing of generics, promotion of rational
use, broad-based public information campaigns.

27.
Decision-making capacity of hospitals and the service network: ensure maximum
access to health services, maximum effectiveness of the health services system,
maximum social efficiency of the system, end fair and participatory administration
of the service networks; strengthen national-level coordination among
institutions; strengthen the capacity of the Ministry of Health.

Joint strategy

28. In the joint evaluation undertaken by the Government and PAHO, five
recommendations were agreed on that define the strategies discussed by the
Organization and the Ministry of Health: a) PAHO technical cooperation with
Honduras over the next four years should focus on reform of the health sector (in
keeping with the proposal that is ultimately approved), aimed at greater access
to health services, decentralized operation of services, and development of the
Local Levels; b) Given the absence of a master investment plan for the health
sector that would define the priorities for international cooperation from the
various sources, efforts should center on implementation of the PIAS, tailored to
the demands and needs of the Ministry of Health, as a tool for ensuring coherence
in a health investment plan that would embody the goverrnment's policy objectives
for the period 1994-1997; c) PAHO/WHO cooperation should be the point of
convergence for cooperation provided by other agencies to the Ministry of Health.
This type of interagency coordination is especially crucial in projects that
involve cooperation from several different agencies, which are often addressing
different priorities and interests; d) The processes outlined in recommendations
1 and 2 should be part of the new human resources development strategy that the
Ministry has established as a priority, since any proposed reform of the sector
will require a new approach to human resources, which is ultimately the only Link
in the process capable of carrying out the reform; e) The lines of cooperation
proposed by the Organization in its document "Strategic and Programmatic
Orientations" and by the Ministry of Health in its document "Honduras: Health
Situation and Priorities 1994-1997" should continue to be observed.
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NATIONAL PRIORITIES FOR PAHO's TECHNICAL COOOPERATION

1. To achieve the highest possibte level of sociatl efficiency under the system
(Heslth in Development).

2. To ensure maximum access to heatth services and maximum effectiveness of the
service system (Health Systems Development).

3. To strengthen national-levet coordination among institutions for health
promotion and protection (Health Promotion and Protection).

4. To ensure greater fairness and participation in the acdministration of service
networks (Disease Prevention and Control).

5. To strengthen national-level coordination among institutions for environmental
protection (Water and the Environment).
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Objectives Indicators

BIENNIAL PROJECTS

PROJECT 1: ENVIRONMENTAL HEALTH AND PROTECTION 1. A more efficient and comprehensive approach to environmental health probltems.

PURPOSE

To enhance institutional and community-based capacity in Honduras in order to
address and find solutions for the environmental health problems that affect the
urban and rural populations.

EXPECTED RESULTS

1. Better training that will allow the country to expand coverage of wuater supply,
sewerage, and waste disposal services. Acceptable water quality wiLl need to be
guaranteed appropriately.

2. Greater ability of sector agencies to address and find solutions for
environmental protection problems in Honduras. Support will be provided for
environmentally sustainable development and better monitoring of human health
problems caused by environmentasl pollution.

1. Sanitary infrastructure projects that are carried out within the framework of
the Regional Plan for Investment in the Environment and Health.

2. Enhanced management, planning, and seLf-financing capacity in the agencies that
work in the environmental health sector.

1. Technological development, research, and training of human resources in basic
sanitation and evaluation/control of envirornmental risks, including those in the
work environment.

2. Institutional strengthening of the various agencies that administer
environmental health resources.

3. Special consideration and support for municipalities, local communities, and
OPDs.

1. Better preparedness for emergency situations.PROJECT 2: DISASTER PREVENTION

PURPOSE

To enhance institutional and community-based capacity in Honduras in order to
handle emergency and disaster situations in terms of their impact on human and
environmental health.

EXPECTED RESULTS 1. Stronger health sector in terms of disaster prevention and mitigation.

1. Successful conpletion of efforts to enhance the capacity of the respective
agencies to prevent and mitigate the impact of both natural and technological
disasters.

2. Significant institutional and community participation in attaining better
disaster preparedness.
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Obiectives

PROJECT 3: HEALTH SERVICES DEVELOPMENT

PURPOSE

To expand community access to health services by developing local health systems
and emphasizing equity.

EXPECTED RESULTS

1. Better equity, efficiency, effectiveness, quality, and community participation
In the priority health problems that affect the population in the 39 health areas.

PROJECT 4: DISSEMINATION OF SCIENTIFIC AND TECHNICAL INFORMATION

PURPOSE

To create a framework at the national level for organizing health information
services, including the Health Information Network of Honduras, in order to
provide users with access to information sources by making maximum use of
available technology and resources.

EXPECTED RESULTS

1. Organized and automated health information network.

HONDURAS

1. Coverage of marginalized groups.

2. MortaLity among marginalized groups.

3. Mortality among prioritized groups.

4. Rejection of patients.

5. Participatory ASIS according to living conditions.

6. Anatysis of access.

1. Better coverage under priority programs.

2. Lower infant and maternal mortaltity.

3. Better indicators of quality of care.

4. Increase in service production under priority programs.

1. Organization and automation of the network's information centers.

2. Standardization of the operation of the network's centers by level of
complexity.

3. Training for network center staff in the use of available technology for
managing information.

4. Timely and effective service for users at network centers.

1. Automated regional and IHSS documentation centers that are interconnected
through the network.

2. Standardized operation of hospital libraries and documentation centers.

3. Documentation center staff trained in the use and development of databases.

4. Detailed user programs in place at the documentation centers.

5. Effective hardware and communications systems in place at regional
documentation centers.
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Obiectives

2. Flow of scientific and technological information between the PAHO Documentation
Center and the Health Information Network.

3. Scientific and non-scientific publications distributed to the national and
international community.

PROJECT 5: COMMUNICABLE DISEASE CONTROL

PURPOSE

To reduce the transmission of the major infectious diseases in the country through
prevention and control measures, including community participation.

EXPECTED RESULTS

1. Epidemiotogical studies on priority infectious diseases.
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Indicators

1. DC/PAHO and National Coordinating Center users who are trained in data search
and retrieval techniques.

2. Up-to-date bibliographic collections from the various documentation centers.

3. Network staff who are trained in the use of LILACS.

4. Coverage of the demand for information at DC/PAHO and the information centers
of the network.

1. Publication of nationally produced scientific and non-scientific works.

2. Participation of national investigators in scientific meetings.

3. Scientific and non-scientific publications on health distributed to the
network's information centers.

1. Formulation, dissemination, and execution of a national program.

2. Inclusion of communicable disease surveillance and control activities in allt
areas.

1. Stronger laboratory network in the areas at greatest risk.

2. Completely overhauled blood bank system that guarantees the quality of donated
blood by screening for infectious diseases that can be transmitted by
transfusions.

3. A stronger central level capable of developing integrated strategies for
controlling epidemics.

EXPECTED RESULTS 1. A drop in incidence to 40 per 100,000 population.

2. Lower incidence of tuberculosis.



Objectives

PROJECT 6: VECTOR-BORNE DISEASES 1. Greater coverage of care services for malaria, dengue, and other VBDs.

PURPOSE

To increase the capacity of local health systems in terms of vector-borne disease
(VBD) control.

EXPECTED RESULTS

1. Enhanced surveillance and control at the local level.

2. Stronger management capacity In the health areas.

3. Increased community participation.

4. More technical cooperation for research and project preparation.

5. Establishment and promotion of epidemiological stratification.

PROJECT 7: CONTROL AND PREVENTION OF SEXUALLY TRANSMITTED DISEASES
AND AIDS

PURPOSE

To prevent and control the sexual transmission of HIV and STDs and their
consequences.

EXPECTED RESULTS

1. Lower transmission Levels through blood and blood derivatives.

1. Full coverage of allt areas with epidemiological priority for malaria, using
computerized equipment, and timely processing of data.

1. 50% increase in management capacity in the regions.

1. Community participation Level of 85% in prevention and control activities.

1. Quality control system in place at the country's btood banks.

2. Performance of two annual surveys on dengue serology.

1. Identification of all areas at greatest risk for malaria.

2. Complete updating of epidemiological data in the national epidemiological data
system.

1. National program that is coordinated through the Interagency Committee.

1. All blood banks provided with reagents in order to control diseases that can
be transmitted through blood transfusions (AIDS, hepatitis).

HONDURAS

Indicators
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Obiectives

2. Lower perinatal transmission.

Indicators

1. 10% increase each year in the use of condoms.

2. 20X increase in the coverage of educationaL centers.

3. 10X increase each year in the detection of syphilis and gonorrhea in priority
areas.

PROJECT 8: ZOONOSES

PURPOSE

To eliminate canine rabies from the main urban centers.

EXPECTED RESULTS

1. Stronger surveiliance and control in priority areas.

PROJECT 9: HUMAN RESOURCES DEVELOPMENT

PURPOSE

To reorient health manpower development with a view to strengthening--both
quantitatively and qualitatively--sector reform and national health strategies.

4. 20X increase in the coverage of women of childbearing age.

1. Full surveiltance and control in areas at risk.

1. 80% increase in the coverage of dog vaccinations.

2. No human cases in the two-year period.

3. All areas at risk provided with biologicais.

4. Joint work by zoonosis programs of environment and health agencies working in
areas at risk.

5. A broad-based -information campaign in the areas of greatest established risk.

1. Continued professional development of all staff, with en~hasis on the Local
levels.

2. FormuLation and development of nationat human resource plans, based on
community needs and national strategies.

3. Development of pubtic health information within the framework of health sector
reform.

4. Development of human resource management processes, emphasizing work-based
Learning and situationatl anayses.

5. Reformulation of the training of professionat and technical staff.
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Indicators

EXPECTED RESULTS

1. Contribution to the institutional development of the Ministry of Health through
the reorientation of the staff management, training, and utilization processes.

PROJECT 10: IMMUNIZATION

PURPOSE

To support the vaccination program by maintaining coverage levels at over 95% and
epidemiotogical surveillance of whooping cough and tubercutous meningitis, in
order to reduce infant mortality within the framework of health service
modernization and decentralization and the development of epidemiology.

EXPECTED RESULTS

1. Nationwide coverage with all EPI biologicaels through the basic strategies of
vaccination and inclusion of municipios within the framework of primary heatth
care and service decentralization.

1. Nationwide implementation of professionat development methodologies that are
based on identified needs.

2. Implementation of continuous monitoring of training processes at services in
the eight health regions.

3. Staff trained in health service management, especially administration and
epidemiotogy, in all the health regions.

4. Updated curricula for allt health professions at the intermediate and advanced
Levels.

5. Increased national bibliographic production.

1. DPT and BCG coverage of over 95% in all health regions.

2. Whooping cough incidence beltow 1 per 100,000 population.

3. Deaths from complications of whooping cough kept at zero.

4. BCG administered to newborns at atl hospitals.

5. Drop from 1 to 0.75 in mortality from tuberculous meningitis among children
under 15.

6. Incidence of tuberculous meningitis kept at less than 1 per 100,000 population
among children under 15.

1. Coverage of over 95% in all municipios in the nine health regions.

2. Monitoring of all areas at risk where the basic strategies of the EPI have been
implemented.

3. Investigation and documentation of all cases of whooping cough and tuberculous
meningitis, and implementation of control measures.

4. Monitoring of all areas at risk owing to low coverage or the occurrence of
cases of vaccine-preventable diseases.

5. All Links of the cold chain are working properly.

6. Vaccination coverage of 37 municipios at risk owing to low coverage.
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Obiectives

PROJECT 11: POLIO ERADICATION AND ERADICATION OF NEONATAL TETANUS AND
MEASLES

PURPOSE

To consolidate and maintain certification of polio eradication, and to eradicate
neonatal tetanus and measles.

EXPECTED RESULTS

1. Consolidation of polio eradication at the national level, snd eradication of
neonatal tetanus end measles.

PROJECT 12: ESSENTIAL DRUGS

PURPOSE

To promote access to drugs that are safe, effective, and of suitabte quatity for
the Honduran population.
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Indicators

1. Nationwide rates for flaccid paralysis kept steady at 1 per 100,000 population
among children under 15.

2. Incidence of neonatal tetanus kept betow 1 per 1,000 live births.

3. Mortality from neonatal tetanus reduced to less than 0.02 per 1,000 live
births.

4. Incidence of measles kept below 1 per 100,000 population.

5. Mortality from conplications of meastes kept at zero.

6. Nationwide coverage with Sabin and measles vaccines kept at over 95% among
children under 1 year of age.

1. Full attainment of the five surveillance indicators for polio eradication.

2. Full attainment of the parameters for epidemiotogical surveitllance of neonatal
tetanus.

3. Full attainment of the parameters for epidemiological surveillance.

4. Laboratory diagnosis of all cases of messles.

5. 90% of the population under age 5 has received an additional dose of Sabin
vaccine during two national vaccination days.

6. Virotogy taboratory created and fully equipped for diagnosis of eruptive
febrile diseases.

1. Automation of the heatth registry.

2. Development of an ongoing program for sanitary inspection of the national
pharmaceutical industry.

3. Establishment of a plan for periodic sampling and analysis of drugs after they
have been registered.

4. Up-to-date, revised manual on standards and procedures for the national
subsystem of supplies.

5. Devetopment of hospital pharmaceutical services, within the context of local
health systems in the Ministry of Health and the IHSS.

6. Institutionalization of ongoing drug training programs for the health team and
the community.



Obiectives

EXPECTED RESULTS

1. Authorization and implementation of pharmaceutical policy on drug regulation.

2. A plan to upgrade good manufacturing practices for the national pharmaceutical
industry.

3. Plan for control of psychotropics and stupefacients implemented and coordinated
among the Pharmaceuticals Division, government agencies, Mental Health Division,
and others.

4. Stronger and reformulated supply systems at health institutions.

1. Regular support from the Pharmacological Advisory Comnittee of the Health
Registry.

2. Manual of appropriate laboratory practices in use at the official laboratory.

3. Formulation of policy on pharmaceutical regulations.

4. Health registry information system in operation.

1. Nationwide implementation of a manual of good manufacturing practices.

2. Establishment of a plan to coordinate inspections by the Ministry of Health and
the Ministry of Economic Affairs.

3. Trained staff at the Health Inspection Department.

4. Plan for control and evaluation of points of sale for drugs.

1. Regulations for control of psychotropics and stupefacients.

2. Information program on the use of psychotropics and stupefacients.

3. Standards for prescribing psychotropics and stupefacients.

4. Hospital research projects on the use of stupefacients and psychotropics.

1. Work begun on process to harmonize basic institutional frameworks.

2. Drug procurement performed through a special office of the Ministry of Health.

3. Regional pharmaceutical and treatment committees operating properly.

4. Pharmaceutical services in place at health institutions.

5. Program of continuing education in pharmacotherapy formally in place in the
country's service network.

HONDURAS

Indicators
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Obiectives

PROJECT 13: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To strengthen technical cooperation between Honduras and countries of the
Caribbean and South America by means of technological and scientific exchanges in
areas of mutual interest.

EXPECTED RESULTS

1. Exchanges of technologies and processes for addressing health problems.

PROJECT 14: MATERNAL AND CHILD HEALTH AND ADOLESCENT HEALTH

PURPOSE

To strengthen the application of attack strategies that will help to reduce
maternal and chlld mortality and adolescent mortality.

EXPECTED RESULTS

1. Stronger institutional process wherein the risk approach is being applied to
reproductive health at all UPSs under the Ministry of Health.
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Indicators

1. Projects in execution.

2. Impact on technological processes.

1. Technologies in place.

2. Suitability of technologies.

3. Sustainability of processes.

4. Cooperation agreements in progress.

1. Maternal mortality of 145 per 100,000 live births or less.

2. Infant mortality of 45 per 1,000 live births or less.

3. 30X drop in neonatal mortality from the current level.

4. At least a 20% increase in the coverage of family planning.

5. 30X drop in specific mortality from pneumonia.

1. Application of the Standards for Comprehensive Care for Women at all UPSs.

2. All traditional birth attendants trained in participatory methodologies and the
risk approach.

3. 10 birthing centers in operation.

4. Application of post-delivery and post-abortion technology at all state
hospitais.



Objectives

2. Enhanced technical capacity of the Ministry of Health and the communities to
ensure that the Standards for Comprehensive Care for Children Under Five are being
app ied.

3. Support for the national program to ensure standardized management of cases of
pneumonia at the institutional and community level.

4. Contribution to application of breast-feeding support strategies at the
institutional and community Levels.

5. Successful completion of efforts to encourage the country to develop a strategy
for addressing adolescent health problems.

1. Application of the Standards for Comprehensive Care for Children at the
institutional and community level at 50% of the UPSs under the Ministry of Health.

2. Modification of the Ministry of Health's normal information system in order to
monitor child growth and development trends.

3. In each community not covered by a UPS, community promoters should be
participating in child growth and development monitoring.

1. Application, at all UPSs under the Ministry of Health, of the Standards for
Standardized Management of Cases of Pneumonia.

2. For all communities not covered by a UPS, community promoters should be trained
in standardized management of cases of pneumonia.

3. 50% drop in hospital case-fatality from pneumonia at all hospitals.

1. 15% increase in exclusive breast-feeding up to the sixth month.

2. Baby-friendly initiative in place at all hospitals.

3. AppLication of breast-feeding standards at all UPSs under the Ministry of
Health.

1. Creation of an official adolescent heaLth program.

2. Two clinics for adolescent health care in operation.

3. Standards for comprehensive care for adolescents.

HONDURAS

Indicators
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Obiect ives

PROJECT 15: HEALTH SITUATION AND SURVEILLANCE

PURPOSE

To develop health situation analyses and health surveitllance as a basis for
decision-making in health regions and areas.

EXPECTED RESULTS

1. Stronger national epidemiologicat capacity at health services.

2. Establishment of a health surveillance system that includes both
epidemiologicaL surveitlance and surveillance of the impact of macroeconomic
poticles and health care costa at the regional level.

3. Joint work with national agencies to formulate health research policy.

4. Inclusion of gender issues in situation analyses, research policies, and
formulation of public policy.

PROJECT 16: HEALTH PROMOTION

PURPOSE

To strengthen intersectoral coordination in order to promote health policy and
imptement health protection programs at the municipal and departmental levels.

EXPECTED RESULTS

1. Dissemination of information and training in health promotion to social agents
in political and technical areas inside and outside the health sector.
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Indicators

1. Creation of a health analysis and trends unit at the central level, to
coordinate the regional and area Levels.

1. Development of ASISs at 39 health areas by 1996.

2. Development of epidemiological surveitlance systems at 39 health areas by 1997.

1. Production of information in the country's nine health regions.

1. Preparation of a proposal for health research policy.

1. Availabitity of health statistics by sex.

2. An ongoing program for training in gender issues.

1. Establishment of a health protection program or comnission to coordinate inter-
institutional efforts by 1997.

1. Intersectoral discussions on health in the 19 departments.

2. Presentation of health plans by one half of the municipios.



Obiectives

2. Stronger institutions that promote prograns against violence, particularly
domestic violence.

3. Support for broad-based public information strategies aimed at promoting
healthy lifestyles.

PROJECT 17: MANAGEMENT OF NATIONAL HEALTH DEVELOPMENT (NHP!

PURPOSE

To strengthen the Ministry of Health, as the country's regulatory agency, to bring
about closer cooperation in the health sector between agencies and sectors.

EXPECTED RESULTS

1. Training included as part of evaluation of projects under way.

1. A working document describing the problem of violence in Honduras by 1996.

2. Control strategies for problems related to violence in place by 1997.

1. Broad-based public information canpaign under way in three health regions.

1. Specific projects for national health priorities.

2. Development of a human resources plan.

3. Processes of coordination for international cooperation.

1. Trained uorking team.

2. Production of documents.

3. FolLow-up meetings.
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PROGRAN BUDGET - PAHO ANO WHO REGULAR FUNDS
…_- - - - __ - - - - - --_- - - --__ _ _- -- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

1994-1995

PROGRAM CLASSIFICATION

11. HEALTH IN HUMAN DEVELOPMENT
...... ......... m......... M.

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
WOMEN, NEALTH ANO DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AAD HUMANITARIAN ACTION

SIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS

1996-1997

AM OF OF
AMOUNT TOTAL AMOUNT TOTAL AMOUNT

…-- - - - - - - - - - - - - - - - - - -

1,262,500
...........

103,900

HSD 51 600
WHD 52.300

668.400

CPS 652 600
EHA 15.800

452,600

HST 315.500
HBI 137.100

37,600

TCC 37,600

763,800
6.35,100-em

635,100

UAH 635,100

128,700

HRH 128,700

41.3
.-...

3.4

1.7
1.7

21.9

21.4
.5

14.8

10.3
4.5

1.2

1.2

24.9

20.7

20.7

4.2

4.2

o

1,309.700
...........

88,300

30.500
57,800

712,800

694,600
18.200

465,100

321,600
143.500

43,500

43,500

784.700

611,800

611,800

139.200

139,200

33,700

40.0

2.7

.9
1.8

21.8

21.2
.6

14.2

9.8
4.4

1.3

1.3

24.0

18.7

18.7

4.3

4.3

1.0

33,700 1.0 38,000 1.1

1998-11 999

% OF
TOTAL
--____

40.3

2.7

.9
1.8

22.0

21.4
.6

14.2

9.7
4.5

1.4

1.4

23.8

18.5

18.5

4.2

4.2

1. 1

1,457,300

97,900

33,600
64,300

797,400

776, 300
21,100

511,800

350,500
161 300

50,200

50.200

855,600

666,100

666,100

151,500

151 .500

38,000

EDV 0



PROGRAM BUOGET - PAHO AND WHO REGULAR FUNOS (CONT.)
- -_ _ - - --_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

AMOUNT TO
AMOUNT TOTALPROGRAM CLASSIFICATION

____________________________________________________

1996-1997 1998-1999

%OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

IV. HEALTH PROMOTION AND PROTECTION
*-m.............m ---- mmmmmmmmm

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILO HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
....................................... ---

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL
…l…...... … m............. =_

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
AIDS
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

GRAND TOTAL
i..i.......

85,600
...........

85,600

WCH 85,600

0

HED 0

433 100
...........

433.100

CWS 433,100

517.300
.,...,,.m.m

365,000

VID 0
GPA 0
TUB O
CTD 36.800
OCD 328,200

128.000

NCD 128,000

24,300

ZNS 24.300

3,062,300
mmmmmmmmmmm

2.8 140,700
..... ........... 86,000

2.8 86,000

2.8 86,000

- 54,700

- 54.700

14.1 458,500
4..... .......... 500

14.1 458,500

14.1 458,500

16.9 579.900

11.9 412,300

26 500
23,100

- 22.000
1.2 40,400

10.7 300,300

4.2 140,300

4.2 140.300

.8 27,300

.8 27.300

100.0 3,273,500
..... ...........

4.3 157,000

2.6 96,900

2.6 96,900

1.7 60,100

1.7 60.100

14.0 499,900
..... ...........

14.0 499,900

14.0 499,900

17.7 638,000

12.6 452.800

.8 30,700

.7 26 700

.7 25 400
1.2 44.600
9.2 325,400

4.3 154,600

4.3 154,600

.8 30.600

.8 30,600

100.0 3,607,800
.m-* ......... _m.

HONDURAS

4.4

2.7

2.7

1.7

1.7

13.9

13.9

13.9

17.6

12.5

.9

.7

.7
1.2
9.0

4.3

4.3

.8

.8

100.0
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _--- _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

P OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ - - - - -

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
...........................

PUBLIC POLICY AND HEALTH

WOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

EMERGENCY AND HUMANITARIAN ACTION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
.. a.. .... mam ...... . ... mm..mm .....

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

42,600

11.500

WHD 11 500

21,700

EHA 21,700

9,400

TCC 9,400

372.100
372.100....

372.100

UA 372144.600

144,600

144,600

WCH 144,600

270,400

270,400

CWS 49,400
ERA 221,000

1.5
.....

.4

.4

.8

.8

.3

.3

13.8

13.8

13.8

5.3

5.3

5.3

10.0

10.0

1.8
8.2

0O

O

O

o

o

o

0

0

0

-----------

__________

_- ~O

_ O

_ O

_ O

- O

- O

_ O

_ O
_ O

_ _ _ _ _ m _ _m _ _ _ _ _ _ _

_- - - - --- ------

_____ ...........

_-- - - - - - - - - - - - -
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PROGRAN BUDGET - EXTRA8UDGETARY FUNOS (CONT.)

1994-1995 1996-1997 1998-1999

% OF ' OF % OF
PROGRAn CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

CDD
GPA
CTD
OCD

1,875,800 69.4 0 - 0
----ee … - .. . ... ... .. e.n.... *... .se...... =....

1.875,800 69.4 0

243,700 9.0 0
678.800 25.1 0
859,600 31.8 0
93,700 3.5 0

O

O

OO
O _

GRAND TOTAL 2,705,500 100.0 0 100.0 0 100.0
........ M... ...ee …c................ .... . ...... .................... .

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNOS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _-

SOURCE TOTAL
OF FUNOS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

-------- PERSONNEL -------
PROF. LOCAL SHORT-TERN
POSTS POSTS AMOUNT CONSULTANTS

s t

DUTY
TRAVEL

__________

FELLOWSHIPS

s

COURSES SUPPLIES
AND AND

SEMlNARS EQUIPMENT

$ $

GRANTS OTHER

$ $

775,800
395,800

1,171.600

38.3
_ _ _ _ _-

133.500
60,900

194,400

6.3
_____

71,100
14,500

85,600

2.8
_____

106,000
68,000

174,000

5.7
_____

369,700 257 100
246,200 98.300

615,900 355,400

20.1 11.6
_ _ _ _ _ - - - - -

2,331,700
941,800

3,273,500
.... 100.0.....

100.0
_____

2, 581,200
1,026,600

3,607.800
e..c.......

100.0

3
2

5
....-.

3
2

5
mllm...

6

..--..
......

6
O

6
mmmmmM.

784,800
397,400

1,182,200
.... e36.. 1

36.1
_____

175,700
64,000

239,700

7.m3_7.3

842,200 175,700
423.400 64.000

1,265.600 239,700

35.1 6.6

-----HO_ _ _ __DURAS6 $__

HOMDURAS

1994- 1995

PAHO - PR
WHO - WR

TOTAL
... OF TOTAL

X OF TOTAL

2,125.100
937,200

3,062,300

100.0
_____

3
2

5
.m- e..

5
0

5
emme.a

1996 -1997

PA8O - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
OF TOTAL

X OF TOTAL

O
0

.0
_ _ _

411,900
53,500

465,400

15.2

70,800
32.600

103.400

3.2
_____

81,800
37,700

119,500
..... 3.3..

3.3

193,800
95 500

289,300

8.8
_____

136 000
104,000

240,000
... 7.......

7____

136 000
104 000

240.000

6.7

0
_---_--___

0

.0
_____

371 500
154.300

525,800
..... m6.1.

16.1
_ _ _

429,300
178,300

607.600
..........

16.8

599,100
94,000

693,100

21.2
_____

692,400
108 800

801 200

22.2
_____

223 800
110,400

334,200

9.3

O
0

0

.0
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JAMAICA

HEALTH SITUATION

Demography

1. At the end of 1993 the estimated population of Jamaica was 2,482,900. This
showed an increase of 0.9% over the previous year. Overall there was a net gain
of 22,200 in the population in 1993. Resulting from decrement due to death and net
external movements and a decrease in the number of live births, the crude birth
rate and the crude death rate for 1993 were 23.2 and 5.6 per thousand
respect ively.

2. Problems of under-reporting and under-registration urges the necessity of
exercising caution in the utilization of some of these data as reliable indicators
of national vital events.

3. Approximately 45% of the population is 18 years and under. The aged 60 years
and over is 10.16% of the population. The dependency ratio is 726 per 1,000
persons in the labor force age group. This is slightly less that it was in 1992.
This scenario impties that the narrowing base of the population pyramid still
continues, suggesting a dectining fertility and ageing population. The
implications for policy and programmes therefore persist.

Health status indicators

4. In 1993 there were no major epidemics and the incidence of most notifiable
diseases among young children remained low for the adolescent and older
population. Sexually transmitted diseases.

5. Visits for psychiatric disorders increased but there were no increases or
decreases of chronic diseases, for example where the coverage for polio in 1992
was 74.2% of the target . This increased to 93.3% in 1993. In respect of measles,
coverage was 63.3% of the target in 1992 and 72.0% in 1993.

6. The rate of malnutrition among children less than three years who were severely
mainourished remained the same as in 1992 when the malnutrition preventive rate
was 8.6%. Stunting however appeared to have increased among this group.

7. The morbidity data showed that comptications of pregnancy accounted for 107.9
per 10,000 population, followed by injury/poisoning (55.9); genito-urinary
disorders (27.0); and cardiovascular disorders (24.1). The crude death rate was
5.6 per 1,000 for 1993.

8. In 1993 Life expectancy at birth was 69.1 years for males and 72.7 years for
females. Immunization coverage of the major childhood diseases improved
significantly during 1993. For exampte whereas the coverage for polio in 1992 was
74.2X of the target this increased to 93.3% in 1993. In respect of measles,

coverage was 63.3% of the target in 1992 and 72.0% in 1993. Coverage not only
regained ground lost since 1991 but 100% coverage for BCG was achieved for the
first time in 1993.

9. During 1993, a total of 236 cases of AIDS, (156 men and 80 women) were
reported, bringing the number of reported AIDS cases since 1982 to 699. The new
cases reported in 1993 were 174% increase over 1992 when only 86 cases were
reported. Of these 462 or 69% have died. Included in this number are 54 children.
Transmission remains predominantly heterosexual. Cancer of the breast and cervix
are among the leading causes of death in women. In an effort to counteract this,
the Jamaica Cancer Society is relenttess in its task of screening and educating
the public about high risk behavior and early detection in relation to cancer. In
1993 the society screened 7,302 patients compared to 6,480 patients screened in
1992. 1851 mamograms were done which was more than double that which was achieved
during 1992. 23 cases of cancer were diagnosed i.e. 3 more than in 1992.

Factors affecting health status

10. Under financing of services continued to be a problem within the Health
Services in 1994, in spite of increases to the budget. This was due to the
unavailability of adequate funds to meet the needs of the health care detivery
system. Of significance is the rise in cost of pharmaceuticals medical supplies
and other basic commodities which contributed to the inadequacy of the budget. The
average exchange rate moved from US$1:00 = JAS22.96 in 1992 to US$1:00 = JA$25.68
in 1993 to USS1:00 = JAS33.2 in 1994 an increase in depreciation of 44.5X. However
the Government's Policy of cost sharing/recovery has been going reasonably well
and hospitals have been permitted to keep all the fees collected.

11. Scarcity of human resources continued to be a problem in 1993. However some
areas were subject to new recruits. For example the category of Chief Executive
Officer was introduced within the management staff through the Health Sector
Initiatives Project. With the exception of one, they worked only in those
hospitals included in the Health Services Restoration Project.

12. The divestment of cleaning and portering services at the Spanish Town
Hospital, impacted positively thereby reducing the manpower required for these
services. Also, the Registered Nurses group made relatively small gains of 7% in
recruitment. Adequate members of nursing staff still continues to be a concern
despite the 7% increase in recruitment.

13. Included among other Health Personnel which remain affected by shortages are
the Pharmacists and the Public Health Inspectors. This adversely affects the
delivery of services offered by these groups. Diseases retated to poor
environmental conditions still persist. However a greater awareness of the
relationship between the two is evident, in that members of the public often
agitate against environmental conditions such as poor sewage facilities in some
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communities which affect their health. However in some areas, members of the
public liso need to take responsibility for some of the poor environmental
conditions such as afforestation and air pollution. In the case of the Latter the
burning of coal is a contributing factor. The need for less stressful life-styles
continue as is evidenced by the high incidence of motor-vehicle accidents, cardio-
vascular diseases, diabetes, psychiatric disorders and drug/alcohol abuse.
Breathlayser tests are soon to be introduced by the Government in an effort to
curb the high incidence of motor-vehicle accidents due to alcohol abuse.

Status of the Strategic and Programmatic Orientation (SPO)

14. Health in human development: Health Sector reforms continues to be a priority.
The attempts made to address health in development have included. Primary Health
Care strategies which have been aimed at making health accessible for the most
vulnerable sectors of the population.

15. Reorganizing the Health sector has been attempted through activities and
initiatives such as the Health Sector Initiatives Project which is funded by USAID
and administered by PAHO. This is an exanple of how external funds can be
channelled into reorganization of the health sector. An important component of
this is decentralization. The development of management skills is essential to
this process. Training at the local level has therefore been effected. Of
importance to the reorganization of Hospital services is the establishment in 1993
of the position of Chief Executive Officers which continued to function in 1994.
Focus has also been placed on areas such as financial management to deal with cost
recovery in relation to hospital services. Individuals who are unable to meet
costs have been assessed and have had fees waived. Interventions for focusing
action on high risk groups have continued to be made. An example of this is the
intervention made in respect of Public Education or Prevention of STDS/AIDS among
prostitutes and Informal Commercial Workers who frequently travel aboard.

16. Health systems and services development - Planning & Management: The need for
an effective management information system is evident as is included in the above
mentioned Corporate Plan for 1985-86. Training of health personnel in techniques
in respect of conmputerizing data has been provided with PAHO support and needs to
be expanded.

17. Health Promotion and Protection: The Intersectoral Health Promotion/Social
Communication Committee has been responsible for promoting health through various
strategies to effect healthy lifestyles. Public awareness is also effected on
themes for world Health Day and No Tobacco Day annually. The concept of healthy
lifestyles is also being promoted as a means of attaining healthy practices
including mental health.

18. The Social Marketing component of the Health Sector Initiatives Project has
also focused on promoting better lifestyles and living conditions.

19. Environment Development and protection: Emphasis has been placed on
environmental Protection and Development through the creation of enhanced Public
awareness on the subject especially through the mass media. The Italian Government
has given support for an Envirornmental Sanitation project. The building of
latrines is identified as a key component of this project.

20. A Vector Control Project has also been in effect and technical assistance for
community water supply and sanitation has been sought and provided, Support for
an environment sanitation project in an innercity community has been given.
Worker's Health has also been a topical issue. Public awareness on the subject
needs to be strengthened.

21. Disease prevention and control: Epidemiological surveillance has been
identified as a key component of Disease Prevention and Control.

22. In the area of STD/AIDS prevention and control programmes are effected mainly
through Public education also. Health staff have been trained in management of
HIV/AIDS.

Plans and priorities for national health development

23. The Ministry of Health is responsible for the operation of the Government
Health Services. The 1990-95, five year plan ends in March 1995. PAHO support is
being provided for a new Health Plan for 1995-2000. For the period 1995-96, a
corporate plan has been drafted, which enunciates the following mission statement.

24. "To ensure adequate Health Care which will contribute to the Physical, Social
and Emotional well-being of the Jamaican people through the provision and
monitoring of cost-effective primitive, preventive, curative and rehabilitative
services and in so doing improve/maintain the health of the nation."

The major priorities are:

25. Health Sector Reform: Decentralization - The decentralization process has not
materialized as planned. One of the constraints of this is the failure to effect
a decentralization action plan. The USAID funded, PAHO administered, Health Sector
Initiative Project (HSIP) will therefore only be able to achieve one of the
strategic objectives by the end of the project. This will be strengthening of
management systems in hospitais.

26. Strengthening management and other systems in the CEO hospitals is another
area of priority enphasis which is necessary to support the area of emphasis.

27. Cost Recovery - is another key component of the project. The Ministry of
Health has put in place strategies for collection of fees for hospital services
for example Divestment of selected hospital services has been effected.

28. Divestment is an area in which the project has made important progress.



29. Private Sector participation is another key priority area' in Health Sector
Reform. Priority needs to be given to implementing and evaluating the prepayment
scheme and to fostering public -private sector partnerships to enhance revenue
generation in the hospitais.

30. Cost Containment: Progress has been made in the area of the pharmaceutical
rationalization element with respect to cost containment.

31. Social marketing strategies are being employed in health sector reform in
order to mobilize public support and promote healthy practices.

32. Maternal & Child Health; Disaster preparedness; Eqphasis on Primary; Health
Care; Protection of the Environment and promotion of sustainable development;
Commitment to Health Promotion and prevention of illness; Provision of access to
diagnostic, curative and rehabilitation health care; Support change in values and
attitudes in respect of perception of Health Care Workers and increased
productivity Pursuance of strategies to reform the Health Sector; Commitment to
development of the HeaLth Sector through research and strengthening of
partnerships for health care delivery; Cooperation with International Agencies.

33. The major strategies proposed to achieve these are through Public
Education/Health Promotion, Intersectoral Collaboration, DeveLopment of Human
Resources, Management of Information, Decentralization and Reorganization of
Headquarters, Epidemiological Surveillance and Revision of Appropriate
Legislation.

34. Public Education will be effected particularly for increasing immunization,
enhancing nutrition and food safety as well as dental health.

35. Health promotion witll focus on prevention of diseases and emphasis on family
life, nutrition, sexuality, general safety, conflict resolution, environmental
protection, and SAD/HIV prevention. Intersectoral collaboration will be continued
in areas such as Nutrition/Food Safety through existing channels such as the
National Food Protection Comnittee and the National Food & Nutrition Coordinating
Committee and Environment Health. New areas will also be identified for such
collaboration. It will be fostered through adherence to legal ramifications
governing health care delivery. Also, Management of information will be enhanced.

National priorities for technical cooperation

36. Based on the priorities outlined in the draft plan for 1995-96 External
Assistance is being sought by the Ministry of Health having analyzed its own
resources.

37. External funding has been obtained from the Italian Government for Nutrition
and EnvironmentaL Health. This evaluates vector control, solid waste management,
approved monitoring of water quality, waste water management and sanitary
excretary disposal.
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38. Strengthening of the Family Life Education/Family Planning Programmes were
made possible through the UNFPA and USAID.

39. Development assistance form the IBRD/World Bank is also being made available
under the US Public Law 480. Assistance is being provided to the Ministry of
Health for infrastructural work. UNICEF provides assistance for MCH.

40. Attention has also been given to: Planning and Management; Workers Health;
Dental Health, Prevention of communicable diseases; Prevention of non-communicable
diseases -including emphasis on promotion of healthy lifestyles, mental health,
oral health and nutrition; Maternal and Child Health - including elimination of
measles, reduction of morbidity and mortality.

TECHNICAL COOPERATION STRATEGY

41. Technical cooperation from PAHO/WHO in response to these national priorities,
wiLL require information dissemination activities which focus on the use of mass
media to enhance public awareness on topical subjects; training activities which
focus on fellowships and participation in local and overseas seminars for
development of human resources and enhancement of manpower capabilities in the
health sector; mobilization of activities will facilitate the participation of
NGOS, community leaders, professionals and other international agencies to
increase the Level of resources and external financing for the implementation of
projects and activities; development of norms, plans and policies willt entail
providing assistance for collaboration between relevant parties to effect these
measures including Legislation and regulations, research in areas such as violence
prevention and epidemiology will be implemented in the biennium.

42. Reserved efforts for the promotion of technical cooperation among countries
wiLL be made through inceased dialogue among countries and appropriate resources
indentified to enable jamaica to become a beneficiary of the subregional
initiative.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Emphasis on PHC programmes to sustain/foster gains in human resource
development with specific emphasis in: HeaLth Sector Reform
Decentralization/Cost Recovery; Development of PLanning and Management; Human
Resource Development; Dental Health; Prevention of Comnunicable Diseases;
Prevention of Non Communicable Diseases; Maternal and Child Health;

2. Pursuit of strategies to protect the environment and promote health for
sustainable development with emphasis on monitoring of water quality, solid waste
management, excreta disposal, vector control and workers health.

3. Commitment to the concept of health promotion and prevention of illness.

4. Ensure access for Jamaican people to basic diagnostic, curative and
rehabilitative health care.
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5. Support for national efforts to change values and attitudes.

6. Pursuit of strategies to reform the heaLth sector.

7. Commitment to the development of the health sector.

8. Cooperation with international agencies.
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BIENNIAL PROJECTS

PROJECT 1: COMMUNITY WATER SUPPLIES

PURPOSE

1. By the end of 1997 ECD will possess appropriately trained manpower for
execution of its mandate for environmental monitoring and will possess basic
equipment for measurement of the major parameters of environmental quality.

To strengthen the units of the Ministry of Health tMOH) which have responsibility
for the Environmental Sector with a view to improving monitoring capability
through development of the human resources base and critical to the delivery of
service, and to foster inter and intra-agency collaboration for environmental
protection.

EXPECTED RESULTS

1. Improved methodology for collection, analysis and dissemination of information
for planning and evaluation in the environmental sector.

2. Personnel trained in environmental monitoring and evaluation techniques with
particular emphasis on working environments and workers' health; and on management
of wastes.

3. Policies and norms developed for standard setting of environmental quality
parameters and as tools for enabling improved environmental management.

4. Research aimed at measuring/assessing the impact of wastes on the receiving
environments and for aiming at techniques which can be applied for preventive
and/or corrective interventions.

1. By the end of 1997 appropriate data collection instruments for environmental
quality monitoring throughout the Island of Jamaica will have been developed and
utilized.

2. The application/utilization of computer technology for up-to-date record
keeping of environmentat information by MOH, NRCA, Health Oepartments will be in
place by the end of 1997.

3. Incorporation/utilization of environmental data in into the environmental
management process at all levels of the health system wiLL have been effected by
the end of 1997.

1. Training programmes for personnel in environmental monitoring in water/waste
water management, solid waste/toxic/hazardous wastes management, working
environment assessment/monitoring and in workers' health evaluation wi L have been
implemented by the end of 1997.

2. Appropriate technology for environmental monitoring following relevant training
will have been applied by the end of 1997.

1. By the end of 1997 Workshops/seminars for 50% of the environmental health
personnel in the review of existing norms & standards, will have been implemented.
The formulation of new norms and standards as the dynamics of the environment may
dictate will have been effected by the end of 1997.

1. Monitoring/Measuring of the impact of wastes on air, water and soil. NRCA etc
will have been effected by the end of 1997.

2. By the end of 1997 scientific investigation of data wilt have been collected
relative to the impact of wastes on the environment with a view to determine: a)
the effect on environmental quality; b) human and animal health; c) measures for
preventive or corrective intervention.

3. Intersectoral collaboration for environmental quality research and management
wilt have been effected by the end of 1997.

JAMAICA

Indicators
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5. Members of the pubLic wiLL be sensitized to protect their environment.

6. Extension of coverage of water supply and basic sanitation services to ensure
that a targer proportion of the population receives water of good quality and has
access to adequate sewage/excreta disposal facilities.
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1. By the end of 1997 various Public Education Progranmes will have been designed
and implemented to raise the level of Public Awareness with regards to the
importance of friendly relationships between people and their environment, with
focus on Water/Waste Water Management, Solid Wastes disposal and Hazardous Waste
Management.

2. Public education programmes on envirornental protection will have been
implemented by ECD by the end of 1997.

1. Extension of water supply systems to serve previously un-served communities and
improvement to existing supplies to ensure better quality will have been effected
by the end of 1997.

2. Provision of adequate sewage/excreta disposal facilities for populations with
unacceptable status by the end of 1997.

3. Active efforts aimed at securing aid for provision of better water supply and
sanitation by the Government via the agencies responsible for environmental
quality wiLL have been effected by the end of 1997.

4. Monitoring to ascertain the current status and potential need for better water
and sanitation services throughout the population island wide will have increased
by the end of 1997.

7. Strengthening of agencies and institutions responsible for training of
Environmental HeaLth Personnel, and for Environmental HeaLth Services delivery.

PROJECT 2: MENTAL HEALTH

1. Provision of documentation and equipment for institutions/agencies responsible
for environmental health personnel training by the end of 1997.

2. Provision of scholarship, fellowships etc. to enable advanced training of
personnel in specialist areas as indicated by M.O.H. by the end of 1997.

3. By the end of 1997, 50% of health personnel will have attended conferences,
workshops, seminars etc. which address relevant environmental health concerns.

1. Enhanced management systems in place in respect of the delivery of mental
health services.

PURPOSE

Improve the delivery of the Mental Health Services

EXPECTED RESULTS

1. Management of the community mental health services improved.

1. By 1997, procedure manuals will be developed and distributed to all parishes.
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2. Patient care skiLls of nurses, physicians and other mental health staff
improved by 1997.

3. Management of the Bellevue Hospital improved.

4. Human Resource capabilities of communities mental health services improved.

PROJECT 3: PROTECTION FROM VIOLENCE

PURPOSE

Reduction of violence and the development of healthy communities.

EXPECTED RESULTS

1. Plan for the growth of healthy communities developed.

2. Standards for healthy communities established.

3. Conflict resolution skills among teaching staff in primary schools improved.

PROJECT 4: HUMAN RESOURCES FOR HEALTH

PURPOSE:

Stregthening the capabilities of NOH for the human resources development manpower
planning, training capacity of tertiary institutions, and programme planning.

EXPECTED RESULTS

1. Manpower planning established within the regional bodies of the MOH.

JAMAICA

1. 40 person trained by 1997.

1. Senior Nurses Trained in ward management by mid 1997.

1. 40 Mental Health nurse practitioners trained by 1997.

1. The nunmber of reports of violent incidents wilL have been reduced in
communities by the end of 1997.

1. Inter-Sectorat meeting held by the end of 1996.

1. Reports of meeting presented by the end of 1997.

1. 200 Primary schoot teachers trained in conflict resolution by the end of 1997.

1. By the end of 1997, manpower planning/Staffing mix data system will be
established and functioning in type A hospitals.

2. Support for tertiary institutions through technical assistance woutd have been
provided by the end of 1997.

3. Coordination mechanisms in respect of planning all programmes effected in the
Ministry of Health.

1. By the end of 1997, the human resource planning task force will be functional.

2. Manpower planning/staff mix data system will be established and functional by
the end of 1997.

3. The human development plan wiLL have been finalized and wiLL be circulated to
all regional bodies, by the end of 1997.
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2. Tertiary institutions supported and strengthened in human resource development.

3. Management of hospitals inmproved.

4. Alternative financing for health services provided.

5. Manpower planning established within the regional bodies of the MOH.

6. Planning Capabilities of staff strengthened.

PROJECT 5: PRIMARY HEALTH CARE

PURPOSE:

Identify options which are cost effective in achieving equity and universal access
to health care, together with decentralization of health services with emphasis
on parish systems.
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1. The new curricula for the midwifery, nurse practitioner and mental health
practitioner's courses would have been evaluated and
institutionalized by the end of 1997.

2. Delivery of programmes at tertiary institutions strengthened through faculty
support, by the end of 1997.

3. Five man months of faculty support provided by 1997.

1. Quality assurance programme developed and operational by the end of 1997.

2. 70% of middle level managers trained in management by 1997.

3. Patient Registration system developed and installed by 1996 in type A
hospitals.

1. Varied approaches to national health insurance services developed by 1996.

2. Cost recovery options for primary care developed by the end of 1996.

1. By the end of 1997, the human resource planning task force will be functional.

2. Manpower planning/staff mix data system will be established and functional by
the end of 1997, resulting in improved utilization of staff.

3. The human resource development plan will have been finalized and will be
circulated to all regional bodies, by the end of 1997.

1. Workshops held for staff at the central and district level in planning and
Program Budgeting by the end of 1996.

2. Data collection and analysis improved by the end of 1996.

1. By 1997 regional boards will have been established and the role of central
level identified.

2. By 1997, LHS would be functional at the parish levei.
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EXPECTED RESULTS

1. New structure of decentralization formulated and an iplementation plan
prepared.

2. New role for central level at the MOH, identified and plan of action prepared.

3. Management at operational level strengthened with regards to the new
responsibilities.

4. Increased public awareness of generic drugs and prescribers and providers
encouraged through seminars to use generic drugs.

5. Operational capacity of the BIO-Medical maintenance equipment of type A
hospitals improved.

PROJECT 6: BIOMEDICAL AND HEALTH INFORMATION TRENDS

1. By 1997, regional boards will have been established.

2. By 1997, LHS would be functional in all 14 parishes.

1. The new functional units at the central level of NOH will be established by the
end of 1996.

1. 60% of the personnel within the LHS trained in strategic management by the end
of 1997.

2. 20% of the key NGOs exposed to the strategic management process by the end of
1997.

3. 10 fellowships provided for enhanced delivery of health services by the end of
1997.

1. Numerous public sessions held with respect to generic drugs by the end of 1997.

2. By the end of 1997 at least 8 regional seminars held for prescribers and
providers of generic drugs.

1. 5 technicians trained in CUBA by 1997.

2. 4 Management training workshops conducted for staff of Biomedical units of type
A hospitals by the end of 1996.

1. By the end of 1997, the HIU & RGD of the MOH will have in place an effective
mechanism for data management.

PURPOSE

Strengthening of the capacity of the health information unit and the Registrars
General Department of the Ministry of Health, to collect, analyze and effectively
utilize data.

EXPECTED RESULTS

1. Data management mechanism established for the effective utilization of data
collected.

1. By the end of 1997, all aspects of hospital data,PHC data, Mental health data,
environmental data wilI have been computerized.

2. The hardware and software capacity for the collection of data will have been
upgraded by the end of 1997.

3. The research capability of the HIU & RGD of the MOH would have been
strengthened through acquisition of reference material by the end 1996.
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2. Staff development at HIU and RGD strengthened through appropriate training
opportunities.

PROJECT 7: HEALTH EDUCATION

PURPOSE

To empower individuals of community groups to take responsibility for their own
health, and that of their family and community, resulting in improved health
status of the nation and to improve care of the elderly.

EXPECTED RESULTS

1. Heatth personnel and community members will develop skills to effect improved
health status.

2. Health services reorganized to accommodate the elderly in selected health
centers.

PROJECT 8: WOMEN HEALTH AND DEVELOPMENT

PURPOSE

To create awareness in respect of gender sensitivity and support programmes
designed for the betterment of women.

EXPECTED RESULTS

1. Knowtedge base of policy makers with respect to gender territory in development
projects enhanced.
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1. By 1997, 60% of staff trained in at Least one of the following areas:
Data management; Medical records; ICD 10; Registration of births and deaths etc,
through fellowships, workshops, seminars.

1. Healthy Lifestyles being practiced by individuals and families.

2. Establishment of services for the care of the elderly.

1. 30 health personnel will receive training in social marketing strategies by
1997.

2. Members of the community will be mobilized to effect health education
strategies by 1997.

3. Health education projects will be implemented through intersectoral
collaboration by 1997.

1. GuideLines to address the special needs of the elderly developed by mid 1996.

2. By the end of 1997, special services to the elderly have been instituted in at
Least 3 health centers.

3. Community awareness on the special needs of-the elderly has been improved by
the end of 1997.

1. Health programmes include components which address gender sensitivity and
health needs of women.

1. 40 Policy makers trained in gender sensitivity and strategies implemented to
increase public awareness of the subject by the end of 1997.

2. Women's health included in operational plans of 60% of parishes by 1997.
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PROJECT 9: NUTRITION

PURPOSE

To enhance nutrition status in the communities particularly among high risk
groups.

EXPECTED RESULTS

1. Nutrition status in communities particularly among high risk groups enhanced.

PROJECT 10: TECHNICAL COOPERATION AMONG COUTRIES

PURPOSE:

To improve national response to problems of violence in the society.

EXPECTED RESULTS

1. Peace and Love initiative project in schools evaluated.

PROJECT 11: FAMILY/COMMUNITY HEALTH

PURPOSE

Strengthening the capabilities of the MOH to reduce maternal and perinatal
morbidity and mortality by empowering the target population to become agents of
their own health care.

EXPECTED RESULTS

1. Strengthening the capabilities of the MOH to improve services to mothers and
infants affected, through staff development.

2. The capabilities of select groups of adolescents have been strengthened to
encourage healthy attitudes, behaviors and practices.

JAMAICA

Indicators

1. Reduced incidences of maLnutrition among children and other high risk groups.

1. Formation of groups in communities to effect public education for promotion of
healthy eating habits and breast feeding practices by the end of 1996.

1. National Inter Sectoral Committee formed by the end of 1996.

1. Caribbean teachers involved in the evaluation of PALs initiative by the end
1997.

2. National PLan of action to respond to violence developed by end 1997.

1. Reduction of maternal and perinatal mortality by 15% by the end of 1997.

2. Reduction of perinatal and maternal morbidity by 10% by the end of 1997.

1. At teast 4 regional workshops held for staff in use of MCH manuats and policies
by the end of 1996.

2. Revised MCH policies and manuals distributed to all parish staff by mid 1996.

3. Two workshops for upgrading staff in perinatal care by the end of 1997.

4. By the end of 1997 high risk pregnancy clinics established in all parishes for
an attempt to reduce maternal morbidity and mortality.

1. Policy on adolescent issues distributed by the end of 1997 in all parishes.

2. By the end of 1997, workshops held for PHC staff trained in providing services
for adolescents.
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3. Number of adolescents trained in peer counselling by the end of 1997.

4. Educational material developed on adolescent issues by the end of 1997.

PROJECT 12: CONTROL OF COMMUNICABLE DISEASES

PURPOSE

Strengthening the capacity of the Ministry of Health (MOH) to sustain high levels
of immunization; to reduce mortality due to diarrheal and respiratory diseases;
and to control leprosy and tuberculoses.

EXPECTED RESULTS

1. Ministry of Health supported to maintain high immunization coverage for infants
under 1 year old and women at antenatalt clinics supported.

2. Support for strengthening CDD and ARI programmes effected.

3. Surveillance system strengthened through epidemiological analysis and staff
development.

1. By the end of 1997, the immunization coverage in the under 1 year age group
will be 100%

2. The case fatality for respiratory infections will be maintained below 1% by the
end of 1997.

3. By the end of 1997, surveillance investigations will be completed in a timely
manner and reporting of 100% of sentinel sites.

1. Quarterly Imnunization from all parishes submitted by the end of 1997.

1. Promotional activities for the prevention of diarrhoeal diseases, including
typhoid and cholera will have been interrupted by the end of 1997.

2. The asthma treatment guidelines would be implemented in 70% of the PHC
facilities by the end of 1997.

3. Exclusive breastfeeding at six weeks will be 80X and at 4-6 months 50%, by the
end of 1997.

4. By the end of 1997, 50% of hospitais will be part of the BFHI.

1. By the end of 1997, all sentinel sites and HAS units will be reporting in a
timely basis.

2. By the end of 1997, there will be prompt investigation of all class 1 diseases
and outbreaks.

3. Epidemiological bulletin and annual reports published regularly.

4. By the end 1997, 80% of epidemiological clerks will have had their skills
upgraded.

5. Seminars/Workshops and fellowships used to upgrade skilts of personnel in
surveillance, vector control, epidemiological analysis, etc.

Obiectives
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4. Integrated Tubercutosis/leprosy programme strengthened.

PROJECT 13: HIV/AIDS/STDS

PURPOSE

Reduction of the spread HIV/AIDS/STDs.

EXPECTED RESULTS

1. Prevention of transmission of HIV/AIDS/ STDs through promotional activities,
public awareness activities and production of material.

2. Laboratory capabitities strengthened with respect to SAD testing/ diagnosis.

3. Programme planning and management strengthened.

4. Programme monitoring and evaluation effected.

5. Strengthening of surveillance activity for HIV/SAD/ AIDS supported.

Indicators

1. Guidelines for implementation of the integrated programme will be used by alt
parishes by the end of 1997.

2. Skilts of 50% of the staff upgraded through workshops, seminars and fellowships
by the end of 1997.

3. Prompt investigation of cases and improved surveillance activities implemented
by the end of 1997.

4. Support provided for drugs supplies, rehabilitation activities and public
awareness activities by the end of 1997.

1. Efforts to promote behavior of modification intensified and maintained by the
end of l997.

1. Wortd AIDS Day activities supported yearly.

2. Production and reprinting of material annually.

3. Community meetings held every six months.

1. Quality assurance measures implemented in major labs by the end of l997.

2. Support provided for laboratory supplies and reference material annually.

3. By the end of l997, 70% of laboratory staff wilt have had skilis upgraded.

1. By the end of l997, atll parish managers and teams will have been trained in
programme planning and management.

2. National HIV/SAD planning workshop held annually.

1. National Annual Programme held.

2. Quarterly review meetings supported at parish level.

1. All parishes cotlecting and analyzing data by the end of 1997.

2. National annual report on HIV/ AIDS/STDs prepared regularly.

3. Monthly reports prepared.
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Obiectives

PROJECT 14: CONTROL OF NON-COMMUNICABLE DISEASES

PURPOSE

Strengthening the capabilities of the Ministry of Health in the control of non-
communicable diseases through staff development, institutional strengthening and
primitive activities.

EXPECTED RESULTS

1. Management of chronic diseases and cervical cancer screening enhanced.

2. Promotional activities on healthy Lifestyles.

3. Dental Auxiliary School supported.

4. Delivery of Dental Services strengthened through staff devetopment and
promotional activities.
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Indicators

1. Surveillance system in place for Chronic Diseases and cervical cancer by the
end of l997.

2. Monitoring of Salt Fluoridation improved by the end of 1997.

1. Policy/guidelines on management of chronic diseases and cancer screening
implemented in attest to fifty (50) PHC facilities by the end of L997.

2. 60% of staff in PHC facilities trained in proper use of the guidelines by the
end of L997.

3. At least 4 cytotechnicians trained by the end of L997.

4. Registries/surveiLLance system in place for chronic diseases and cervical
cancer and being kept current by the end of l997.

1. Sessions held for 60% of non-health care provides within the health services
by the end of L997.

2. Production, reprinting and distribution of material on chronic diseases and
cervical cancer by 1997.

3. Community sessions and networking with NGOs effected by the end of 1997.

1. ALl tutors at the school supported to attend updates by the end of L997.

2. Teaching aids and service material acquired by the end of L997.

1. Fellowships awarded, workshops/seminars held for staff by the end of L997.

2. Quarterly newsletter printed regularly.

3. Educational material reprinted by the end of 1997.

4. Reports on the community discussion groups submitted every 6 months.
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5. Continued monitoring of the salt fluoridation programme.

PROJECT 15: NATIONAL HEALTH POLICIES

PURPOSE

To developed skiLLs of staff members for a more effective and efficient operation
of the PAHO local office and to enhance delivery of technical assistance.

EXPECTED RESULTS

1. Improved and increased use of the Local area network.

2. Skills of secretaries upgraded.

3. Use of FFMS by all Technical and Senior Admin staff improved.

4. Access to information in document center more user friendly.

5. Management of APB areas improved.

PROJECT 16: FOOD AND SAFETY

PURPOSE

Strengthening the national capacity for food-bourne disease surveillance and for
food safety and protection at all levels throughout the food trade/industry, and
for the promotion of Animal Health.

JAMAICA

1. Concentration of Fluoride in salt is consistently within the range of
international standards by the end of l997.

2. Surveillance system established by the end of 1997.

1. Improved use of computer technology within the office in place.

2. Communication process in respect of usage of the spanish language facilitated
by the end of 1997.

3. Vacancies for professional staff filled.

1. 10 members of staff will be trained in the use of computer programs such as
Lotus & Wordperfect by end of 1997.

2. Computer programs developed and implemented to cover additional administrative
areas by the end of 1997.

1. 4 secretaries wiul have received advanced training in secretarial ski Ls by the
end of 1997.

1. Ten members of staff awarded with access and utility of FFMS by the end of
1997.

1. The number of persons exposed to ISIS increased to 60 by 1997.

1. Six quarterly meetings between staff of representation & MOH staff held by the
end of the 1997.

1. Research aimed at identifying weaknesses in the food safety & protection
programme.

2. Increase in food safety monitoring activity at all levels in the food industry.

3. Improved Animal Health promotion/protection activities.
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EXPECTED RESULTS

1. Increase in the number of Personnel trained in Food Safety monitoring and
surveillance methods

2. Decrease in the incidence of outbreaks of food related illnesses among the
population in general and Tourists in particular.

3. An integrated program of Food Safety and Protection.

4. Preparation of Food Safety policies plans and norms for the country.

5. Further reduction in Leptospirosis cases during the Biennium.

6. Jamaica to be dectared free of Brucellosis. The end of the Biennium.

7. Jamaica to remain free of Foot and Mouth Disease.

8. Reduced incidence of Bovine Tb in the total Bovine population island wide.
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Indicators

1. Workshops, seminars, and other training programmes for personnel responsible
for monitoring and surveillance of the Food Trade. Public Education Programmes for
Food Handling Personnel by the end of 1997.

1. Surveillance reports from EPI unit every 6 months.

1. Research into the conditions under which food is being produced and the
possible causes and avenues of Disease Transmission via food.

1. Review of existing Food Safety Law & Regulations and preparation and
promulgation of appropriate revisions of the legal framework.

1. Intensification of research for Leptospirosis control increase in Brucellosis
Surveillance and control activities.

1. Maintenance of brucellosis surveillance/control activities.

1. Maintenance of the Foot and Mouth Prevention/Surveillance Programme.

1. Maintenance of Bovine to Control/Eradication Activities.



PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS
______-____________________________________________________________________

1994-1995

A OF
AMOUNT TOTALPROGRAN CLASSIFICATION

_________________________________-----________________________________

Il. HEALTH IN HUMAN DEVELOPMENT
....................... m...

1 024, 900
mmmmmm =~=m

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

CPS

HST

TCC

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
_._ _ . _ _ _. _ _ __ _ _ _ _ _ _

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
...............................

UAH

HRH

787,500

787.500

142,600

142,600

94,800

94,800

904.600

796,200

796,200

108,400

108,400

197,600
._.____....

37.4

28.7

28.7

5.2

5.2

3.5

3.5

33.0

29.0

29.0

4.0

4.0

1996-1997

% OF
AMOUNT TOTAL

1,121,300 37.5
86s= 1,=300 28.8 D

861,300 28.8

861,300 28.8

150,400 5.0

150 400 5.0

109,600 3.7

109,600 3.7

975,300 32.6

852,900 28.5

852,900 28.5

122,400 4.1

122,400 4.1

7.2 222,200

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - -_

1.256,400

960,100

960.100

169,600

169,600

126,700

126,700

1.060.200

921,600

921,600

138,600

138,600

7.4 250,300
_a,.. ..... w .....

38.1

29.2

29.2

5.1

5.1

3.8

3.8

32.1

27.9

27.9

4.2

4.2

7.6

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES
--_WOMEN ANO CHIL HEALTH AN FAMLY PLANNING

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

NUTRITION, FOOD SECURITY AND SAFETY

FOOD SAFETY
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WCH

145,.900

145,900

51,700

51,700FOS

5.3

5.3

1.9

1.9

164,500

164.500

57,700

57,700

5.5

5.5

1.9

1.9

185.600

185,600

64,700

64,700

5.6

5.6

2.0

2.0
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNOS (CONT.)

1994-1995 1996-1997 1998-1999

O OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT 333,100 12.2 356.300 11.9 385,000 11.6

ENVIRONMENTAL HEALTH 333,100 12.2 356,300 11.9 385.000 11.6

WATER SUPPLY AND SANITATION CWS 333.100 12.2 356.300 11.9 385,000 11.6

VI. DISEASE PREVENTION AND CONTROL 279,300 10.2 318,000 10.6 353,500 10.6
Mma a...... . .. m...m.......... ..... ..==.. .... ==-s...... ..... S .SS..SS. ==-= -

CONTROL OF COMMUNICABLE DISEASE 160,400 5.9 177,200 5.9 196,600 5.9

OTHER COMMUNICABLE DISEASES OCD 160,400 5.9 177.200 5.9 196,600 5.9

CONTROL OF NONCOMMUNICABLE DISEASES 118,900 4.3 140,800 4.7 156.900 4.7

OTHER NONCOMMUNICABLE DISEASES MCD 118,900 4.3 140,800 4.7 156.900 4.7

GRAND TOTAL 2.739,500 100.0 2,993,100 100.0 3 305 400 100.0
a0s..m... -==== == -; === ...... ===== -.= . == ===_=

___________________________________- --- --- --- --- ----__-_ _-__ _-_--- - -- --- --_ -- ---- ----- _ --- _- --- --- _- _ _--- _ _ _-- __________



PROGRAM BUDGET - EXTRABUDGETARY FUNDS
-__ _ __ _ _ __ ___________

1994-1995

AMOUNT TOF
AMOUNT TOTALPROGRAN CLASSIFICATION

______________________________________________________________________

1996-1997
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AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT
-.. m .............-........

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/HGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

V. ENVIRONMENTAL PROTECTION ANOD DEVELOPMENT
.................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL
........... ..- = - - .---- a----
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AIDS
LEPROSY
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.... 1....5m
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...........
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6.4
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5.7
.7
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o
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O

o
o

o

O

0

0
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0

0

0

0
0

0
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o
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o

o
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1998-1999
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--__________
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100.0
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....................... ALLOCATIONi BY OBJECT OF EXPENDITURE --PAHO AN. .HO REGULAR FUNDS--- --- --- -...
…"" " " " "" - " - --

… . .... PERSONNEL --------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

SHORT-TERM
CONSULTANTS

$

DUTY
TRAVEL

$
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$

COURSES
AND
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$

SUPPLIES
AND

EQUIPMENT

$
GRANTS OTHER

.....................-
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2,739.500
u... mmmmm.

100.0
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100.0
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1
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4
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1
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6
------
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39.800
43,500

83, 300
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...........
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O
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MEXICO

HEALTH SITUATION

Demography

1. Estimates for 1993 indicated a total population of 88,465,000, with 38.32 under
15 years of age and 5.0% over 65. The annual growth rate for 1992 was 1.92X.
Estimates for 1990 put the total fertility rate (women 15 to 49) at 2.5 children
per 1,000 women of childbearing age.

2. For 1995, the estimated total population wi L I be 92 million, assuming an annual
growth rate of 1.9X during the present decade.

Health status indicators

3. Life expectancy was 67.0 years for men and 73.7 for women in 1992; this
represents an increase of 3.5 years for men and 4.0 years for women, coapared with
the 1990 values.

4. The total death rate in 1992 was 472.3 per 100,000 population. In this group,
the Leading causes of mortality were diseases of the perinatal period, followed
by pneumonia and influenza, birth defects, intestinal infectious diseases, and
nutritional deficiencies.

5. Mortality in the 1-4 year age group uas 129.6 per 100,000 in 1992, the leading
causes being accidents, intestinal infectious diseases, measles, pneumonla,
influenza, birth defects, and nutritional deficiencies.

6. In 1988, the overall prevalence of malnutrition in children under 5 years of
age (Waterlow Index, National Survey of Nutrition) was 29.22, ranging widely from
17.1X in Mexico City to 30.9% in the central region of the country.

7. Nortality for 1992 in persons of reproductive age (15-64 years) was 301.2 per
100,000 population in this group--393.92 for men and 207.62 for women. Accidents
are the Leading cause of death among the men in this group, followed by homicides
and injuries purposely inflicted by other persons, cirrhosis and other Liver
diseases, heart disease, and malignant neoplasms; while for the women, the leading
causes are malignant neoplasms, followued by heart disease, diabetes mellitus,
accidents, and cerebrovascular disease.

8. With respect to the mortality patterns of the 1970s, it wuas observed that in
the 1980s chronic and degenerative diseases displaced communicable diseases as a
cause of death among adults, but not among children.

9. Mortality data from the states for 1992 reveals a List of causes of death
similar to the national list, although in 1 of the 32 federative entities,
accidents are the Leading cause of death in the general population; in another
state, homicides; and in the two states with the poorest populations, intestinal
infectious diseases are the Leading cause.

10. Maternal mortality in 1992 was 5.0 per 10,000 registered Live births, caused
principally by hemorrhages and toxemia of pregnancy and childbirth and
complications of the puerperium.

11. With regard to morbidity from communicable diseases, according to information
from week 37 of 1994 and the same week in 1993, cholera declined from 9,655 cases
in 1993 to 2,566 in 1994; the number of AIDS cases, from 3,387 in 1993 to 2,475
in 1994 (Mexico has the second highest number of cases of this disease in Latin
America); the number of measles cases, from 515 to 113. For the fourth straight
year no confirmed cases of polio or diphtheria were reported. Rabies cases dropped
from 18 to 16. For diarrheal diseases, the number of cases fell from 2.2 million
cases to 1.4 million, and the number of cases of acute respiratory infections
(ARI), from 9.5 million to 6.5 million. Regarding malaria, the number of cases
rose from 7,720 to 8,405.

12. Chronic diseases are not subject to systematic national surveillance, but
given their growing importance in the public health picture, a household survey
was begun in November 1991 that included interviews of persons 20-69 years of age
and taboratory tests in order to ascertain the true magnitude of high blood
pressure (23.6%); obesity (21.5X); hypercholesterolemia (8.8X); proteinuria
(11.7%); renal pathology (3.5%); diabetes mellitus (4.9%); and cerebrovascular
disease (1X) (survivors). The National Nutrition Survey of 1988 shoued that 24.8%
of nonpregnant women aged 12-49 were overweight, with 14.6% characterized as
obese.

13. According to the National Addictions Survey of 1990, 28% of the respondents
aged 12-65 stated that they were smokers, and 25% said they had smoked at some
time but no Longer did. The prevalence of smoking among men is more than twice
that of women. Regular heavy drinkers were found among 6.8X of the respondents,
14.2% among men and Less than 1% among women. A total of 4.8% of the interviewees
said they had consumed drugs at some time, but only 1% admitted use during the
past month.

Factors affecting health status

14. According to the 1990 census, occupied private dwellings had an average of 5
inhabitants; 10.5% of the duellings consisted of a single room, with the
consequent problems stemming from overcrouding.

15. The percentage of dwellings with nondirt floors rose from 50% in 1970 to 80%
in 1990. Running water coverage increased from 61% in 1970 to 79.4% in 1990, while
that of sewerage rose from 45.5% to 63.6% in that period. Electric power supply
rose from 58.9X to 87.5%. The populations not covered by these services live in
rural areas, chiefly widely scattered localities that also have Less access to
formal health care.

16. The indigenous population is estimated at close to 6 million, some of whom do
not speak Spanish. The authorities are very concerned about ascertaining in detail
the health- and services-related problems of this group, so that action to meet
their specific needs can be taken.

17. The potential coverage of health services is 94% of the Mexican population.
The population not covered by formal services resorts to traditional therapists
(healers, herbal healers, bonesetters, lay miduives, faith healers, etc.), who
have been recognized by the official sector and received the corresponding
credentials. There has been progress in experiments to bring these therapists into
the formal systems to carry out primary health care activities.
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18. Environmental pollution is severe in the most heavily industrialized urban
areas, particularly in Mexico City, where it reached critical danger levels in
1992. Studies were conducted among schoolchildren and the elderly to detect the
effects of pollution on health, and preventive measures were programmed.

19. tlltteracy in the population over the age of 15 stood at 12.4X in 1990; the
rate was lower among men (9.6X) than among wamen (15X), a fact that should be
taken into account in programs for health promotion.

20. The economy showed gradual improvement from the beginning of the 1990s;
inflation was close to 7.2X in 1993. The fiscal deficit disappeared, and the

econon~ was in surplus. Rapid growth was observed in investment and exports.

21. The negotiations with Canada and the United States on the North American Free
Trade Agreement (NAFTA) were concluded. The initiative of the Ibero-American
summit in Guadalajara was consolidated, with progress toward integration with
Latin America, Spain, and Portugal. There were gains in trade relations with
Chile, Colombia, Venezuela, Bolivia, and Central America. Discussions were
initiated with the Southern Coainn Narket (MERCOSUR).

22. The rate of unemployment in urban areas stood at around 3.72 in April 1994.
Decentralization processes have been strengthened, privatization has continued,
and the State has assumed growing regulatory responsibility.

23. The economy is following a market-oriented model. Devaluation of the currency
in early 1995 sharpened a political and social crisis that was already discernible
in 1994.

24. Social expenditures grew despite the contraction in general public spending,
most vividly expressed in the National Solidarity Program, which extended its
coverage to thousands of lou-income comunities and districts around the country
with actions benefiting more municipios and families and support for the
development of community services and enterprises. Property rights to eiidos, or
community lands, were defined.

25. Despite these advances, income distribution is unequal, and maejor gaps still
exist between the marginalized rural and urban population sectors and those that
have benefitted the most from economic growth. Consequently, there is a need for
measures to achieve greater equity in the health services by strengthening action
at the level of the local health systems, decentralizing services, and
implementing the agreements established at the World SuTmit for Children.

Status of the Strategic and Programmatic Orientations (SPO)

26. Health in human development: The Mexican Senate has a health commission that
analyzes and presents projects of public interest in this field. The commission
is in the process of incorporating the health component into the National Pact to
Combat Poverty. At the same time, it is expected that the health system will
continue to satisfy the legitimate aspirations of the remainder of the population.

27. Policies are being designed for universalization, regionalization, and
decentralization of the services that will make it possible to deal more
efficiently and equitably with health problems through the establishment of a
National Agreement for Modernization of the Health System.

28. The Agreement envisages far-reaching reform of the health and social security
systems by focusing on the lag that affects the health and nutritional status of
the poor population, especially indigenous and rural communities, and
reconsidering and further exploring the strategy of decentralization, which will
make it possible to adapt health care models to local realities in order to deal
with the problems at hand in clearly defined geographical terms. The existence of
national regulatory and financial bodies will make it possible to promote equity
among the states. Community participation is a key element of the reform, with
effective mechanisms that will make it possible to incorporate community
representation at the state and national levels. The reform also entails
increasing the reliability end timeliness of health information, especially
epidemiology, through modern information tools; accurately estimating the unit
costs of services in order to reduce the wide variations currently observed; and
strengthening managerial capacity at all levels of the system. The health system
seeks to strengthen institutional scientific intelligence; to create incentives
for technological innovation and balanced development of human resources, together
with scientific and technological research, including Local production of
vaccines, thereby making it possible to keep the system up to date, grounded in
the concepts of bioethics; to expand the health sciences information network in
every state in the country; and to increase the exchange of documentation with
other countries through international electronic information networks.

29. Health systems and services development: The area of Health Systems and
Services Development has developed considerably, especially in light of the
inplementation of the National Strategic Project to Develop Model Health Districts
as part of the development of local health systems and of activities to expand the
health services network. Thus, from 1993 on, the project was able to achieve
national coverage in the 220 districts in the country through development of its
nine components. It increased its technical and administrative capacity, both in
providing medical care to the uninsured population and in promoting community
participation and interinstitutional and intersectoral coordination at the Local
Level, through actions to promote the development of methodologies and the
training of personnel in resource management, supervision, and evaluation.

30. With regard the secondary and tertiary Levels of care, Mexico has intensified
activities aimed at improving the management and quality of care through the
national program for accreditation of hospitals and clinical laboratories,
enlisting the participation of the entire sector, including the private sector.
In addition, activities have been extended to include the preparation of plans and
programs to deal with disaster situations.

31. In recent years, this area has been strengthened through the establishment of
the National Office of Health Promotion in both the Ministry of Health (SSA) and
the Mexican Social Security Institute (IMSS). The principal aim has been to
replace the concept of health education with the more comprehensive concept of
health promotion, which through the inculcation of positive values, seeks the
optimum maintenance the population's health status. Three strategies make this
effort viable: mass utilization of the communications media, the intersectoral
approach, and community participation.
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32. The production of materisas for mass communication is profuse and covers a
varlety of subject matter, stressing the most common diseases or those that have
been assigned special priority. Television and radio, which produce the greatest
impact, are the media most commonly. A great deal of graphic materiais and
videotapes produced at the national and state level is also available.

33. The program's intersectoral approach is manifested in the joint activities
carried out with the Ministry of Education for the execution of the school health
program; with the ministries of the environment, ecology, and housing for the
development of programs related to sanitation and basic services; and with the
municipios, assisting them in their commitment to the health and well-being of
their populations. Mexico was the first Latin American country to formn a network
of Healthy Municipios.

34. Activities in this ares are aimed at enlisting community participation and
promoting the organization of grass-roots comnittees of health workers and
mothers. The Maternal and Child Department is carrying out a broad-coverage
program called Health Besins at Home. Significant efforts have also begun to
develop self-help or self-care groups, such es, for example, Youth Integration
Centers, ALcoholics Anonymous, and AIDS.

35. Environment development and protection: The area of Envirorinmental Protection
and Development has shown great progress In the country with regard to the
expansion in the coverage of drinking water services, control of the
bacteriological quality of drinking water, and wastewater treatment. A program is
under way for the installation of 1 million latrines to serve high-risk
populations, and a project is being carried out with international financial
support for the sanitary collection and disposal of solid waste, both domestic and
hazardous, in the principal cities.

36. The Mexican Goverrnment, with the participation of the private sector and the
communities, is making considerable efforts to construct new dwel L ings and improve
existing ones in view of the fact that in the states in the southeastern part of
the country, half of all dwellings still have dirt floors.

37. Under the leadership of the health sector and with the participation of other
sectors, especially the environmental and education sectors, programs are being
carried out to identify, evaluate, and control health risks to the population and
workers stemming from sir, water, and soil pollution, and from pesticides,
fertilizers, end toxic substances.

38. Disease prevention and control: Within the epidemiological transition
process, which has signified an important change in the epidemiological pattern
of Mexico, the National Health System programs are oriented not only toward
consolidating the achievements to date, such as the reduction in mortality from
the infectious diseases of childhood, the elimination of poliomyelitis, and the
reduction in the frequency of malaria, but also toward other goals, such as
eliminating measles, neonatal tetanus, congenital syphilis, and leprosy as public
health problems, and interrupting the transmission of onchocerciasis and, in

general, reducing the frequency and distribution of infectious and parasitic
diseases. In addition, given the increasing importance of the chronic
noncommunicable diseases, and in response to the change in the epidemiological
behavior of diseases among the Mexican population, for several years now programs
have increasingly been oriented toward preventing and controlling these diseases.

PLans and priorities for technicat cooperation in health

39. The National Health System is made up of the health and social welfare
services of the public sector agencies; it includes federal, state, and municipal
services, in addition to those provided by the social and private sectors
incorporated into the system through inducements and consensus. Under Mexican Law,
the Ministry of Health (SSA) coordinates the system and is invested with
regulatory functions, providing advisory services snd evaluation. The potential
coverage of the health services is 94% of the Mexican population. The Ministry of
Health covers 34.4%; the Mexican Social Security Institute (IMSS), 46.9%; and the
Social Security and Services Institute for Goverrnment Employees (ISSSTE), 10.5X.
The new health authorities, who took charge of the administration for the next six
years in late 1994, have undertaken to adapt the system to Mexico's new social,
political, and economic realities through changes that witt consolidate advances,
overcome deficiencies, and respond to the health conditions of the population.

40. The persistence of what may be termed pre-transitional diseases refers to the
need to extend basic and primary care services to all sectors and to marginalized
areas that are not served at the present time, particularly rural areas. Emerging
problems associated with chronic noncommunicable diseases and injuries require a
strategy to reorganize the services and foster intersectoral coordination capable
of coping with these new challenges, emphasizing the use of educational eand mass
communications programs, which are essential for bringing about positive
behavioral changes, adopting healthy Lifestyles, and promoting a culture of
health. These strategies will be strengthened if accompanied by a comprehensive
improvement in the environment and in public safety programs.

41. The unequal distribution of health and disease, as well as sectoral resources,
makes it necessary to act decisively for the establishment of policies to
universaliza, regionalize, eand decentralize the services so that better quality
health care may be provided on a more timely basis.

42. On the most operational Level, the Ministry of Health seeks to effect
far-reaching reform of the health and social security systems, considering again
the strategy of decentralization as a solution for problems at the local level.
For this purpose, increased investment in health, efficient management of
resources, and the organization of the health system by functions instead of
social groups must be promoted, thereby strengthening the principles of plurality
and universality. In Like manner, the Ministry of Health should redefine its
regulatory mission with regard to the three components of the system: the
government, the social security system, and the private sector. Uhile seeking to
separate financing from service delivery, new forms of financing will be explored
to provide coverage for the uninsured.

43. In the interests of efficiency and extending coverage more rapidly, a
comprehensive package of services will be designed that includes health promotion,
prevention activities, and some curative services.
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44. In order to improve the quality of the services and benefits provided,

community participation will be promoted, thereby enabling it to be represented
at the decision-making and management levels. The intersectoral approach is

another key strategy that will make it possible to solve problems more effectively
and more efficiently. In this regard, the municipalities will play a fundamental

role, which means that attempts will be made to promote the development of Healthy
Municipios, which are expected to confront and provide the solution to basic
problems of sanitation, the provision of services, and the improvement of
LifestyLes.

45. In these efforts to better the Living conditions and health of the population,
improving the skiLLs of the available human resources will be considered at all

times, thereby ensuring that efficiency, proper management of resources, quality
care, research, and technological innovation accompany the modernization and
reform the Ministry of Health.

46. (The present Biemieal Program Budget (BPP) was prepared during the transfer
of power to a new government administration. The administration is presently
involved in a complete reorganization, and as yet, no national plan has been

established. The information and guidellnes presented here have been obtained from
various alternative sources).

TECHNICAL COOPERATION STRATEGY

47. The cooperation provided by the PAHO/WHO Representative Office (PWR) in Mexico
uwill be based on the policy lines set forth in the Organization's principal
programming docunents. The World Health Organization's Ninth General Programme of

Work Covering the Period 1996-2001 and the Strategic and Programmatic Orientations
of PAHO, 1995-1998, are the strategic documents that vill provide the framework

for directing Mexico's national programs toward fulfillment of the country's
priorities, which, during the present reorganization of the Ministry of Health,

may be summarized as follous: broader coverage of the services; increased budget
allocations to the social sector, particularly the health sector; timely and

equitable care of health problems, which means increasing the efficiency of the
system as a uhole and of the health services in particular; timely attention to

local problems, which involves increasing decentralization efforts in the

geopolitical sphere and regionalizing the services; addressing unsolved problems,

with special attention to infectious diseases, vector-borne diseases, those
affecting women and children, and nutritional diseases that are controllable if

assisted by technology and sufficient resources; dealing with new challenges, with

special reference to injuries and to chronic noncommunicable diseases, which are

among the leading causes of death; and the provision of basic services, either
directly or wuith the participation of other sectors or agencies--mainly the

municipios, which are directly involved in the delivery of these services. Health
care for women will also be provided, as uelt as health care in border areas, in

light of the inportance to national development of the North American Free Trade
Agreement signed with the United States and Canada.

48. In meeting these objectives, the PWR will promote the development of plans,
policies, and norms compatible with national realities and consistent with the

intent of the Government of Mexico to improve the population*s health indicators

end extend coverage. In this regard, efforts will continue to promote the
strengthening of the Local health systems in response to Local needs. The
municipio comes to the fore at this level as a key protagonist in health actions

and should be taken into consideration, chiefly with the objective of promoting
health in a positive sense through support for the Healthy Municipios Program
being launched by the Ministry of Health. Efforts will be made to improve disease
control programs, particularly with regard to diseases whose prevention methods
are both known and verified as cost effective.

49. Parallel with the Government's efforts to fashion a basic health care package
for the entire population, the PWR will endeavor to concentrate its own programs
so as to avoid any dispersion of efforts and resources. The prioritization of
primary health care will not mean neglect for strengthening the role of the
second- and tertiary-level hospitals in the health system, whose comprehensive
role should be consolidated through patient referral and counterreferral, as well
as their nursing, pharmacy, and Laboratory support systems.

50. Another important component of health care is environmental health, whose
surveillance, together with the promotion of projects in this field, is a constant
concern of the PWR. The country's advanced scientific and technoloagical knowhow
in this area will assuredly be strengthened and viewed more favorably in light of

the commitments assuned in NAFTA with the United States and Canada, whose
environmental standards are more stringent and require a greater degree of

adaptation as well as competitive trade conditions.

51. Nevertheless, the ambitious objectives being pursued demand not only the

efficient mobilization of human and material resources. The PWR considers
financial support for them important for triggering or stimulating processes

favorable to the fulfiLLment of the objectives established for the biennium, since

the use of regular and extrabudgetary funds will be added to the considerable

national resources in strategic areas and programs. The effectiveness and

efficiency of the system should be supported by an adequate system of supervision,
evaluation, and the management of administrative and managerial information.

52. Only in extreme cases will resources or materials not produced in the country
be imported.

53. Maximum use will be made of national human resources with high levels of skill

and excellence, and support will continue to be provided for the training of new

human resources in critical areas. Special attention wiLL be given to the training

of administrative staff assigned to the health districts.

54. The PWR wiLL systematically employ mass communications and provide regulatory
and technical information on an ongoing basis at all Levels of the National Health

System, as well as information on epidemiological events relevant to

epidemiological surveillance and internaetional health. In order to expand this

work and increase efficiency, efforts will be made to inprove the dissemination
of scientific and technical information by developing the PAHO/WHO network of

information and documentation services, in addition to developing and applying new
technologies for the transfer of information to local health care levels.

55. Finally, research will be promoted at all Levels of the system, particularly

with regard to operations research in the health services, uhere methodologies
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must be developed in order to consolidate the local planning of health actions and
the development of medical technotogy. In order to better carry out this function,
the ability of investigators to promote the proposal and execution of appropriate
research protocols wiLL be developed. In addition, the number of research projects
and the amount of financing for them will be increased.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Extension of the coverage of primary care services.

2. Investment in health.

3. Timely and equitable care.

4. Comprehensive approach to problems.

5. Improving the efficiency of the services.

6. Timely attention to local problems.

7. Attention to unsolved problems.

8. Attention to unsolved problems.

9. Provision of basic services.

10. Women's health.

11. Heatth in border areas.
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Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: HUMAN RESOURCES FOR HEALTH

PURPOSE

To improve the balance, quality, training, and working conditions of human
resources for health, consistent with the needs of Nexico's National Health
System.

EXPECTED RESULTS

1. UnIform regulations will have been prepared for assisting in the training of
professionals and technicians, geared both qualitatively and quantitatively to the
needs of the country.

2. Existence of a model for a nursing information system and a scientific and
technical documentation system to fuel the planning and decision-making processes.

3. Higher education associations will be involved in courses of study related to
health and other professions for the exchange of knowledge and shering of
experiences at the undergraduate and graduate levels; redesign of the curricula
for staff training programs.

1. The imbalance in the market for human resources will be corrected in the
medical, paramedical, and other related areas.

2. Accreditation systems will be established for courses of study in medicine and
nursing.

3. Guidelines and working conditions will be developed in accordance with the
needs of the country.

1. A program for the training of professionals and technicians and for human
resources developnent prepared and in operation by 1996.

2. A document designed to detect the need for standards and guidelines for the
training of undergraduates and heatth technicians by 1996.

3. Guidelines and technical, regulatory, and academic materials for professiona(
and technical training prepared in accordance with needs by the end of the
biennium.

1. Nursing information systems set up in the country by 1996.

2. A human resources information system under imptementation as a by-product of
the aforementioned project.

3. New tities and issues of journals and books acquired in each year of the
bienniun for the libraries of the Department of Health Education.

1. Seven higher education associations (schoots and departments of medicine,
nursing, dentistry, veterinary medicine, nutrition, psychology, and social work),
engaged in coordinated academic work within 2 years' time.

2. Support for the academic development of six professional associations end
participation in the regulation of their activities.

3. Four schools and 24 teaching programs in public health implemented in 2 years'
time.

4. Two courses in human resources planning and management with updated curricula
in the National Institute of Public Health (INSP), developed and given.
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4. Access of health students to textbooks and instructional materiais to improve
their education.

5. Expanded dissemination of scientific and technical information to health
workers.

PROJECT 2: CONTROL OF COMMUNICABLE DISEASES

PURPOSE

To diminish the frequency and distribution of tropical parasitic diseases and
deaths from acute respiratory infections (ARI), acute diarrheal diseases (ADD),
and cholera.

EXPECTED RESULT

1. Strengthening of the capacity of the National Health System to surpass the
achievements attained with regard to control of maLaria, onchocerciasis, dengue,
ARI, ADD, and cholera.

2. Training of those in charge of the health districts in the diagnosis and
management of leprosy patients and their disabilities.

3. Training of those responsible for state tuberculosis programs and the education
of patients and their families.

1. Full operation of 181 PALTEX promotion and sales centers that have received
advisory services and auditing in the country's educational institutions and
extended insofar as possible to the institutions of the health sector.

2. Participation in promotional events and dissemination of scientific and
technical information, with 100X coverage in accordance with demand.

1. Sale of PAHO scientific publications increased by 15%, and 100X participation
in promotional events with promotional stalls.

2. PAHO/WHO information and documentation network functioning in Mexico with six
collaborating centers operating at full capacity for required data gathering and
inputs.

1. Fewer than 10,000 annual cases of malaria.

2. Treatment of 90X of cases of onchocerciasis.

3. Fewer than 2,000 cases of cholera.

4. Annual mortality from ARI less than 60 per million (rate <0.67).

5. Annual mortality from ADD less than 40 per million (rate <0.44).

6. Fewer than 20 deaths from cholera (case-fatality <1X).

1. Thirty-two state and 350 district staff responsible for vector-borne disease
control programs trained on an ongoing basis, thereby ensuring that the recycling
of technical personnel does not influence program implementation.

2. Training of 20 professionals in management, epidemiology, and vector-borne
disease control.

3. Training of 16 technicians in entomology.

4. Training of 32 persons for the states and the Federal District to be in charge
of the programs for control of ARI, ADD, and cholera.

5. Two national and intersectoral seminars on the control of cholera.

1. Training of those responsible at the state level for the 10 priority states.

2. Training of 30 persons responsible for the leprosy program in 50 health
districts.

1. Training of 32 state heads of tuberculosis programs.

2. Four training courses to educate tuberculosis patients and their families to
ensure adherence to prescriptions for treatment and avoid abandornent of the
treatment provided.

MEXICO

Indicators
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4. To improve understanding of national legislation and basic knowledge about the
prevention of HIV/AIDS through specialized workshops.

5. Participation in the Interinstitutional Comnittee for the Prevention of
Sexually Transmitted Diseases and, with the national authorities, in the
preparation of the epidemiological surveillance model pertaining to sexually
transmitted diseases, the use of the new system, and the diagnosis, management,
and treatment of patients.

6. Periodic and ongoing advisory services will have been provided to the Expanded
Program on Immunization (EPI)

7. EPI will provide appropriate and timely information in accordance with Mexico's
commitments to regional (PAMHO) and global (WHO) programs. Monitoring of the
progress of EPI will have been carried out.

PROJECT 3: CONTROL OF NONCOMMUNICABLE DISEASES (NCD)
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1. To train the 31 State Commissions for the Prevention and Control of AIDS
(COESIDA) in the technical standardization and use of educational packages for
specific groups, designed by the National Commission for the Prevention and
Control of AIDS (CONASIDA).

2. Preparation and distribution of the epidemiological surveillance model to all
institutions of the National Health System, the national levels, the 31 states,
the Federal District, and the delegations of the Social Security Institutes.

1. Holding of one national and five regional seminars for the training of
managerial personnel in the 31 states and in the Social Security delegations.

1. Participation in the 12 annual meetings of the Interinstitutional Committee of
the Expanded Program on Immunization.

1. Five visits to states that, on the basis of reported information, appear to be
having problems in implementing their programs.

1. One hundred percent of the states will have programs for the control of chronic
NCD.

PURPOSE

To have a national program for control of the principal chronic NCDs and in force
and operating in every state in the country.

EXPECTED RESULTS

1. Strategies and programs will have been established to control the principal
risk factors--smoking, alcoholism, sedentary Lifestyle, and diet--related to the
most frequent chronic NCDs in the epidemiological profile of the country.

2. Secondary prevention standards will have been disseminated for the control of
diabetes, cervical cancer, hypertension, and cardiovascular diseases.

1. Improvement of anti-smoking Legislation in five states.

2. Holding of at least two national campaigns to improve dietary habits, increase
exercise, and reduce alcoholism.

3. Publication and dissemination of material related to the three risk factors of
tobacco use, poor diet, and sedentary lifestyle.

1. Information on and application of the care standards for the control of
diabetes, cervical cancer, hypertension, and cardiovascular diseases disseminated
to 100% of the health districts.

2. Activities under way in 50% of the health districts to combat cervical cancer
and hypertension.
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3. Inmprovement in the efficiency end quality of the program to control cervical
cancer.

4. The efficiency end quality of the national program for control of hypertension
will have been improved.

5. Human resources will have been trained in the field of epidemiology and public
health.

PROJECT 4: HEALTH CARE QUAUTY AND HEALTH TECHNOLOGY

PURPOSE

To support sectoral end institutional activities to develop and strengthen the
national network of health care services in order to achieve efficiency,
effectiveness, quality, and equity and to strengthen the national diagnostic and
analytical laboratories and contribute to inmproving the production and quality
control of the biologicals and reagents required by programs for disease control.

EXPECTED RESUWLTS

1. Consolidation and implementation of the components of the quality assurance
program end its legal and operational instruments at the national level.

2. Start of activities aimed at defining the role of hospitals, within the newly
reorganized sector and the new health care model.

1. Improvement in the efficiency end quality of the program to control cervical
cancer.

2. The proportion of examinations of women over 35 years of age will be 3 to 1
vis-a-vis women under 35.

3. A quality control laboratory for Pap tests with the capacity to supervise 100%
of the health districts will be available.

1. Coverage of the program in 100% of the districts.

2. Population coverage of 70%.

3. Patient referral, with coverage of 70% of cases diagnosed in screening.

1. Six fellowships granted to health workers in epidemiology and public health.

2. Two hundred technicians and health workers trained in subjects related to the
control of chronic NCD.

1. Inmprovement in the quality of care (specific certification program) and in
hospital management in the public services and social security network of 1,500
hospitals.

2. Definition of the role of hospitals in the new health care model.

3. Strengthening of research on health services.

4. Completion of hospital plans for disaster situations.

1. Legalization and start of activities to certify the health services of 10X of
the establishments at the national level.

2. Attendance by national health workers at four international meetings on the
accreditation of health services.

1. Two national workshops to define the role of hospitals in the new health care
model.

2. Structuring and provision of services to a program for research on CIESS/PAHO
health services.

MEXICO
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3. Increased cooperation in drawing up plans and programs for disaster
preparedness.

4. The security and biosafety of the country's laboratory network will have been
strengthened; improvement in reconciling the international information procedures
of the U.S. Food and Drug Administration (FDA) and the Office for the Control of
Heatth Inputs (DIGECIS) for implementing supervision of pharmaceuticals in Mexico.

5. Technical support in developing and implementing new diagnostic techniques at
the national reference laboratory.

PROJECT 5: HEALTH PROMOTION AND HEALTHY ENVIRONMENTS

PURPOSE

To have devised a health promotion policy to strengthen primary care and bring
about positive changes in lifestyles through education, mass coamunication, and
the participation of state and munnicipality authorities in health issues within
a multisectoral context of community participation.

EXPECTED RESULTS

1. The strategy of health promotion will have been strengthened through
educational activities and comnunity participation, using communication as a
conmponent for the solution of health problems.

2. Communicating for Health campaigns will have been supported to promote changes
in harmful habits and publicize healthy lifestyles.

3. Low-cost educational and mass communications methods will have been
disseminated to inform and guide the population on matters related to self-care
and the conservation of health.

4. Coordination between the health sector and the education sector will have been
nimproved in the interest of developing joint training strategies to promote health
at the basic education tevels (preschool, primary, and secondary).
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1. Preparation of hospital plans for disaster situations in the SSA and the IMSS
(20X of hospitats).

1. Foreign laboratories and/or specialized institutions will provide advisory
services and technical support for the central laboratory and the five regional
laboratories (100X).

1. National reference laboratory will have increased new diagnostic techniques by
70X.

1. Implementation of health promotion policies in 100% of the health districts.

2. Creation of a Healthy Municipios movement in which at least 200 municipalities
participate in the 32 states of the country and serve as modeis for replication
in the remaining municipalities.

1. Six courses in health promotion and mass comnInication at the national level.

2. Health promotion and mass communications programs carried out in 220 districts.

3. Ten schools of public health provided with courses in health promotion.

1. Two national campaigns to promote healthy lifestyles carried out.

2. Five videotapes on health issues produced and widely disseminated in all the
districts.

3. Improvement and evaluation of the materials produced using Knowledge,
Attitudes, and Practices (KAP) surveys.

1. Training of 220 community participation coordinators in six communication
workshops.

2. Dissemination of bibliography on methods and techniques of Communicating for
Health in the 32 states and 220 districts of the country.

1. Holding of four coordination meetings between the health and education sectors.

2. Five thousand teachers trained in health issues.

3. Five thousand health guidelines for teachers republished.
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5. The HeaLthy nunicipios movement wi L have been strengthened, and there wi L L be
increasingly committed participation by municipio presidents in public health
issues, particularly with regard to the environment and Lifestyles.

6. Health promotion projects will have been Launched to create healthy
environments in workpLaces and universities.

1. Existence of a national network of Healthy Municipios consisting of 200
municipios.

2. A coordinating office in operation.

3. Eight state networks organized and in operation.

4. Wide dissemination of six national bulletins.

1.

2.

7. The fundamental policy lines for the restructuring of psychiatric care and for
a national program for the elderly will have been promoted and disseminated.

1.

2.

3.
in

PROJECT 6: DEVELOPMENT AND MANAGEMENT OF NATIONAL HEALTH POLICIES
AND PROGRAMS

Two projects for healthy workplaces in operation.

Two projects for healthy universities in execution.

Five projects carrying out basic activities to reorient psychiatric care.

Five seminars conducted on health issues in old age.

Four fellowships granted for the training of psychiatrists and geriatricians
public health.

1. Execution of 100X of the APB's 1996 and 1997 activities.

PURPOSE

To optimize the managerial capacity of the PWR and execute technical cooperation
through the coordination and articulation of its component projects.

EXPECTED RESULTS

1. To optimize the PWR's material resources and improve managerial capacity by
providing training for its human resources.

2. Fulfillment of the plans, projects, and activities enumerated in the PWR's
plans.

1. The extent of fulfillment of the PWR's development plan.

1. The extent of fuLfilLment of the APB 1996-1997 in each of its projects.

nEXICO

Indicators
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PROJECT 7: FAMILY/COMMUNITY HEALTH AND POPULATION MATTERS

PURPOSE

To assist in reducing maternal and child morbidity and mortality in the country
and to promote the comprehensive health of women, using education and community
participation as the essential core of primary care, which will make it possible
to adopt appropriate decisions to protect the health of these population groups.

EXPECTED RESULTS

1. Health workers will have been trained in reproductive health at the state,
district, and Local Levels.

1. Improvement in the coverage and quality of the care provided in maternal and
child health programs in the 10 priority states.

2. Reduction in maternal mortality from 50 per 100,000 (1993) to 40 per 100,000
by 1997.

1. Training provided to 220 districts in the maternal and child area.

2. The personnel responsible for reproductive health in the 32 federal entities
of Mexico are familiar with and apply the official Mexican standards for growth,
development, the care of women during pregnancy, childbirth, and the puerperium,
and the care of newborns.

3. The 220 community participation coordinators are coordinating reproductive
health activities.

2. Women with children under the age of 5 will have been provided with health
promotion skills and abilities, in addition to information about nutrition,
breast-feeding, diarrheal diseases, vaccination, respiratory diseases, and the
like.

3. PLans of action will have been organized to provide continuity to the goals set
by the World Summit for Children.

1. Training provided to 150 health agents and 1,000 health promoters through the
Health Begins at Home program.

2. Two hundred physicians, social workers, nurses, etc. trained in breast-feeding.

3. Three hundred additional hospitals in the country classified as "baby-friendly
hospitals," where not only are the 10 steps for successful lactation taught, but
are also considered to have comprehensive maternal and child health programs.

1. Plans of work organized in the northern, central, and southern regions of the
country that will assist in achieving the goals of the World Summit for Children.

2. Inmlementation of the problem-solving methodology by local health teams in
eight states in the country, thereby strengthening the local health systems.
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PROJECT 8: DEVELOPMENT OF LOCAL HEALTH SYSTEMS

PURPOSE

To expand the coverage of maternal and child care, family planning, vaccination
for children under the age of 5, and control of endemic diseases in the health
districts.

EXPECTED RESULTS

1. Improvement in the technical, administrative, and managerial capacity of the
health districts or the local health systems.

1. Coverage of at least 80X of the following primary care activities at the
district level: prenatal care; childbirth; monitoring of healthy children; family
planning; access to clean water; adequate excreta disposal; oral rehydration; and
supervised treatment of leprosy.

2. At least 90X vaccination coverage.

1. Training provided to 220 heads of districts in the management of health
services at the local level.

2. Training provided to 1,540 district coordinators to administer the programs
under their responsibility.

3. Training provided to 470 zone teams to carry out general supervision of health
programs.

4. Existence of 220 management information systems for decision-making at the
Local level.

2. The health districts
operational planning of
health, family planning,
of endemic diseases.

3. The health districts
coverage with respect to
vaccination for children

will have been trained to carry out all stages of the
the substantive health programs: maternal and child
vaccination for children under the age of 5, and control

will have achieved at least 80X primary health care
programs for maternal and child care, family planning,
under the age of 5, end control of endemic diseases.

PROJECT 9: ENVIRONMENTAL HEALTH

PURPOSE

To carry out actions to protect and develop the envirornment, emphasizing water
supply, sewerage, solid waste, and household sanitation sand to assess and control
of health risks due to envirornental problems.

1. Annual updating of 220 comprehensive district health diagnoses.

1. Coverage of at least 80X of the following primary care activities at the
district level: prenatal care; childbirth; monitoring of healthy children; family
planning; access to clean water; adequate excreta disposal; oral rehydration; and
supervised treatment of leprosy.

2. At least 90X vaccine coverage.

1. An increase in the coverage and quality of basic sanitation services by at
Least 20X, focusing on the most vulnerable groups.

2. Establishment of three programs for the control of envirornmental health risks,
especially with regard to air quality in the Federal District, Guadalajara, and
Monterrey, and certification of the materials and equipment employed in water-
related activities.

MEXICO 649
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3. Support for the operation of 10 plants for final sanitary disposat of solid,
domestic, industrial, and hospital waste.

4. A 20% reduction in chemical and industrial pollution of the principal water
resources in five of the largest cities.

EXPECTED RESULTS

1. Technical cooperation and information will have been provided for the
formulation of the Mexican Drinking Water and Sanitation Plan for the period 1995-
2000, which will be geared toward optimizing drinking water, sewerage, and
wastewater treatment services, emphasizing the least protected populations in the
perlurban and rural areas.

2. Technical cooperation, information, and training witl have been provided to
strengthen the programs to control health risks and air pollution in the Federal
District, Monterrey, and Guadalajara and to institutionalize the national program
for certification of the quaelty of the materials and equipment used in water-
related activities.

3. PAhO uitl have carried out direct technical cooperation, training,
dissemination of information, and promotion of national policies so that the
country can formulate and implement a health program for uninsured workers.

1. Technical cooperation and information provided in order to expand drinking
water and sewerage coverage, emphasizing the Least protected areas.

2. Four events carried out to promote consolidation of the operating agencies in
all 32 federative entities.

3. Technical cooperation and training provided so that all 32 federative entities
have programs for certification of the adequacy of the operators of treatment
plants.

1. The program to control air pollution will have been strengthened in Mexico,
nonterrey, and Guadalajara through direct technical cooperation, training, and
information .

2. Four courses on air pollution will have been provided.

3. The units responsible for the control of air pollution in Guadalajara and
Monterrey will be strengthened and in operation as a result of two PAHO technical
consultancies.

4. Through the mobilization of resources of INTA, the State Basic Sanitation
Technology Company (CETESB), and North American and European organizations, the
Government of Nexico uill have received support for institutionalizing
certification of the quality of the equipment and materials used in water-related
activities.

1. Through three short-term consultancies, six motivational meetings, training,
and distribution of information, formulation of the health program for uninsured
workers will have been promoted for the period 1995-2000.

2. Four meetings will have been held at the state level to promote the health care
of domestic workers, the indigenous population, farmers, and street children.

MEXICO
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4. Technical cooperation and information witt have been provided to promote the
safe treatment of hazardous waste, emphasizing chemical substances and hospital
waste in five cities in the country.

5. Establishment of a housing reference center to promote greater attention to
family health as it relates to housing.

6. PAHO Cooperation will have promoted national programs aimed at strengthening
actions to impede increased pollution of water resources.

7. The preparation of diagnostic studies and the execution of investment programs
will have been promoted as part of the approach and strategies of the Regional
PLan for Investment in the Environment and Health.

1. Technical cooperation will have been provided for five sanitary landfill
projects in the country.

2. Two training courses and research will have been conducted and information will
have been provided to promote safe treatment of hazardous waste, ephasizing
chemical substances and hospital waste in five cities in the country.

1. A consultancy on community education for improvements in hygiene end sanitation
in present-day housing will have taken place.

2. A housing-related health hygiene center will have been set up and, with PAHO
support, will have performed five diagnostic studies of the housing situation in
areas with the most vulnerable populations.

3. Five courses on hygiene and sanitation in the home will have been provided.

4. Based on information received, the National Autonomous University of Mexico
(UNAM) housing hygiene center will have reviewed five regulations.

1. Through resource mobilization and training, local capacity to develop programs
for surveillance and monitoring of the quality of bodies of water will have been
strengthened in 32 states and 100 municipalities.

2. Through direct technical cooperation and information, a national program for
the control of water pollution from industry, chemical substances, and wastewater
from the principal cities will have been promoted, end this program will form part
of the 10-year Plan for Water Quality in the Americas.

3. Mexico's ten principal bodies of water will have been incorporated into the
Global Environmental Monitoring System (GEMS).

1. Five diagnostic studies of the environment and health situation at the state
level will have been prepared.

2. Master plans for investment in the environment and health will be under way in
at Least three states in the country.

MEXICO
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PROJECT 10: BIOMEDICAL AND SANITARY INFORMATION AND TRENDS

PURPOSE

To strengthen the response capacity of the National Health System through dynamic
Information systems geared toward decision-making.

EXPECTED RESULTS

1. Publications will have been produced containing standardized information on
health impairments and health services for all the institutions of the National
Health System, for use in progranming and evaluation.

2. There will general use of the Tenth Revision of the International Statistical
Classification of Diseases and Related Health Problems (ICD-10) for processing and
analysis of mortality by cause and hospital morbidity.

3. Decision-makers in the health sector will have been supplied with information
on the disease and death burden.

4. The scientific and technical network of information centers in health will have
been set up in all the states in the country.
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1. Health information, broken down by priority Levels and groups, will be used for
programming and evaluation of state and Local action aimed at reducing mortality
and morbidity in these groups.

2. Information on the causes of mortality will have been processed in accordance
with the Tenth Revision of the International Statistical Classification of
Diseases and Related Health Problems and will be available at the level of the
municipio, with a breakdown by age group and sex.

3. The information on the disease and death burden and on the cost and
effectiveness of interventions will provide the input for the formulation of a
universal package of health services.

4. The computerized network that links national and international scientific
databases will have been extended to all health institutions.

5. The leadership of the National Health Information and Documentation Center will
be strengthened within the health sciences information system in the Region.

1. By March 1996, a document will be used in all the institutions containing
uniform criteria for the production and presentation of information on
epidemiology, mortality, and health activities at all Levels of the services.

2. By July 1996, a "single information window" will exist in the Secretariat of
Health that will provide the necessary inputs to sectoral decision-makers.

1. By mid-1996, training will have been provided to 90 state coders of the cause
of death and 230 coders of morbidity for hospital establishments.

2. By the end of 1996, a CD-Rom will be available that contains the Spanish
version of the lCD-10 for use in medical libraries and the documentation centers
of health establishments.

3. By the end of 1996, information on mortality by municipio will be available on
diskette, compatible with basic geostatistical information on socioeconomic
determinants of health for use by local health managers.

1. By the end of 1996, a document wilL exist that contains information on years
of healthy Life Lost to premature death, disease, and disability, with a breakdown
by sex and geographical area, accessible to decision-makers who are not
specialists in statistics.

1. By the end of 1997, at Least, all the states in the country will have a
scientific and technical information center Linked through the Bidnet and Internet
networks to the MEDLARS and MEDLINE international databases.



Obiectives

2. Beginning in 1997, an information network will exist to link information on
medicinal plants and traditional medicine with nodes in the principal universities
and in the PWR-Mexico to facilitate consultations by investigators in this area.

5. The National Health Information and Documentation Center will have been
strengthened to provide for international consultations and collaborate in the
education of experts in documentation in the Latin American countries.

PROJECT 11: DEVELOPMENT FOR HEALTH

PURPOSE

To consolidate the participation of academic fnstitutions, professional
associations, community programs, and nongovernmental organizations in initisatives
of the National Health System for the management of projects on social
development, bioethics, research, and health of priority groups viewed from the
gender perspective.

EXPECTED RESULTS

1. The struggle against poverty wilt have been intensified and its inpact on
health reduced through intersectoral coordination and social collaboration.

2. Bfoethlcs legistltion wilt have been reviewed.

3. The capability of the states for research on priority health areas and
technologlcaL development wilL hayve been strengthened.

1. Three international courses int information technology for the health sciences
will have been conducted during the biennium, in which 75 national and foreign
professionals will have been trained in the processing and retrieval of
computerized technical health information.

2. A congress on scientific information will have taken place under the auspices
of BIREME and the Mexican authorities in one of the health research institutes,
attended by 100 international experts.

1. The National Pact to Combat Poverty will have as a fundamental component the
Social Pact for Health, beginning in the second quarter of 1996.

2. The response capacity of the National Health System will have been strengthened
through interinstitutional agreements and agreements with other sectors, based on
the principle of universality and equity that will have been formalized in the
middle of the bienniun.

3. Health research and technology development will have extensively incorporated
the bioethics policies and programs designed throughout the bienniun.

4. At the end of the biemiun, health analysis by sex will be a basic input in the
planning and programming of all intersectoral activities.

5. By December 1997, there will have been a significant decrease in deficiency
diseases and diseases attributable to the lack of uwater and sanitation compared
with the values estimated in the 1994 maternal and child health survey.

1. By the end of 1996, two intersectoral meetings will have been held to evaluate
the impact of the joint activities against poverty.

1. The National Commission on Bioethics, an intersectoral and interinstitutional
organization, will have published and disseminated at the national level a summary
of legal instruments on health technology, human rights, and biomedical ethics.

1. At the end of the biennium, five new state health research nuclei oriented
toward priority regional and state issues will have been organized.

2. The results of essential research projects on health designed and developed in
the biennium will have been disseminated at a national congress attended by
approximately 800 national and regional scientists.

MEXICO

Indicators
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3. A formal mechanism will be under way for national technological innovation and
the evaluation of national and imported health technology.

4. Three international courses will have been completed in Mexico on training in
laboratories for the development and control of vaccines within the framework of
SIREVA.

4. A gender-based health program will have been designed to study health
differentials by sex.

PROJECT 12: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To share experiences for the joint resolution of health problems common to Mexico
and other countries of the Region, emphasizing border regions and neighboring
geographical and social areas.

EXPECTED RESULTS

1. Joint activities will have been organized to combat the flow of communicable
diseases with high epidemiological potential between Mexico and Guatemala.

2. Environmental health activities will have been strengthened on the
Mexico-United States border within the framework of NAFTA, with e~phasis on water
quality.

1. By July 1996, a surveillance system for health differentials by sex will be
operating in the entire country.

2. Programs for degenerative disease control (particularly cervical cancer) will
have been inplemented in the National Health System establishments, taking into
account the specific gender needs of women.

3. An interinstitutional program to reduce accidents will have been inplemented,
based on the analysis of risk factors induced by behaviors traditionaltly
considered masculine.

4. A methodological document will have been produced for gender training in
reproductive health for marginalized population groups.

1. The transmission of diseases in the Mexico-Guatemala border area will have
diminished by 30X.

2. The cities on the Mexico-United States border witll have displayed inmproved
levels of environmental health, as measured by NAFTA criteria.

3. By the end of 1997, a significant reduction in the morbidity and mortality
attributable to reproductive health problems in the Mexico-Belize border area witl
have been recorded with respect to the indicators estimated in 1994.

4. Biomedical communications and the exchange of health information will have been
facilitated between Mexico and Cuba by the middle of the biennium.

1. By December 1996, a joint epidemiological surveillance system for dengue,
malaria, cholera, and AIDS will be in operation.

2. By March 1997, control measures for dengue and malaria based on joint
surveillance will have been inplemented in the Mexico-Guatemala border area.

1. In mid-1996, the criteria for quality control of water and air will have been
defined for the sister cities on the border between Mexico and the United States.

2. At the end of 1997, joint activities will have been organized between the two
countrles based on joint education on damages and risks.

Obiectives

654



ObJectives

3. A comprehensive reproductive health program will be in place in the
Mexico-Belize border area.

4. The computerized health network between Mexico and Cuba will have been
strengthened.

5. The Mexico-Beltze-Guatemala Public Health Border Association wiLL have been
organi zed.

6. Participation of the Mexico-United States Public HeaLth Border Association in
health matters Linked to NAFTA.

PROJECT 13: ZOONOSES

1. A reproductive health program will have been designed for the various ethnic
groups in Mexico and Belize.

2. By the end of 1997, all health units in the Mexico-Belize border area will be
conducting priority reproductive health activities consistent with the needs of
the population.

1. Two binational meetings of experts in computerized health information,
biomedical networks, and transmission of statistical information, will have been
held (one in 1996 and the other in 1997), each attended by 100 participants.

1. Four tri-country meetings of high-level public health and PAHO officials will
have been held to discuss strategies to eradicate comunicable diseases.

1. Two annual border meetings will have been held with 40 experts from both
countries on the commercial opening of health services between Mexico, the United
States, and Canada.

1. To achieve reporting of 90X of rabies cases in the country and provide medical
care for 80% of the people exposed to this disease.

PURPOSE

To contribute to the organization of a regional program for the control of rabies
and bovine tuberculosis on the northern border, to provide support for state
programs for the control of caprine brucellosis and the taeniasis-cysticercosis
complex, and strengthen veterinary public health education.

EXPECTED RESULTS

1. Intersectoral coordination mechanisms will have been jointly agreed upon by the
Ministry of Health, the Ministry of Agriculture and Uater Resources (SARH) and
municipal authorities to accelerate and increase the coverage of the rabies
program.

MEXICO

1. To attain 80X vaccination coverage of dogs in the highest-risk areas.

2. Ten million doses of rabies vaccine for animals acdministered in 1996, and 9.5
million in 1997; capture and selective elimination of 150,000 dogs each year.

3. A total of 29,300 persons vaccinated in 1996 and 28,000 in 1997; laboratory
examination of 13,000 specimens each year.

4. A total of 18 cases of human rabies presented in 1996 and 16 in 1997; of these,
3 in urban areas and 15 in rural areas in the first year and 2 in urban and rural
areas in the second year.
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2. A epidemiological surveillance system for rabies and the principal zoonoses
wilt have been organized.

3. Intersectoral activities will have been carried out and the active
participation of the community will have been promoted to significantly reduce
brucellosis, cysticercosis, and taeniasis.

4. Activities till have been carried out in high-risk areas to reduce cases of
rabies transmitted by vampire bats by at least 20 and cases of bovine rabies by
30X.

PROJECT 14: NUTRITION, FOOD SECURITY. AND FOOD SAFETY

PURPOSE

To formulate and carry out a national food protection program in order to reduce
the prevalence of diseases from food contaminated microbiologically or by
physical-chemical substances harmful to health.

EXPECTED RESULTS 1

1. An integrated national food protection program vill have been approved.

2. The national programa for epidemiologicaL surveillance and for control of the
principal food-borne diseases will have been implemented.
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1. At least 80% implementation of the epidemiological surveillance system in the
country.

1. Dissemination and establishment of standards for brucellosis patients at the
first level in 100X of the centers providing this service.

2. A total of 8,114 cases of brucellosis controlled and detected in 1996 and 9,005
in 1997, with 30 deaths in 1996 and 28 in 1997.

3. A total of 21,136 taeniasis patients detected and treated in 1996 and 9,298 in
1997, with laboratory confirmation of 6,341 in 1996 and 2,801 in 1997. A total of
1,277 cases of cysticercosis studied and attended 1996 and 485 in 1997.

1. A 70% expansion of the program for epidemiological surveillance in high-risk
areas.

2. Holding of a meeting every year with the supervisors of the epidemiological
surveillance program for evaluating and updating activities.

3. A total of 29,300 persons vaccinated in 1996 and 28,000 in 1997; laboratory
examination of 13,000 specimens each year.

1. Implementation of the national food protection program in 31 states (100%) in
the country and training of four officials at the central level in the area of
sanitary inspection of food.

2. Reduction by 20% or 30X of food-borne diseases and an increase in the
capability of the national public health laboratory for microbiological, physical-
chemical, and waste analysis.

1. A national food protection program will have been organized to respond to the
needs and be operating in 80X of the 31 federative entities of the country.

2. Food-borne diseases reduced by between 10% and 20X,

1. An 20% to 30X increase in research on outbreaks of food-borne diseases in the
country and full observance (100X) of the program and standards for food
protection in the 20 most important tourist areas in the country.

2. 30X increase in Mexican foodstuffs exported to the United States and Canada.

3. Support for the organization and operation of 50X of the 20 intersectoral
committees; epidemiological surveillance of food-borne diseases adopted and
applied in 50X of the states and 80X of the tourist areas.



Objectives

3. The capacity of the epidemiotlogicaL laboratories for analysis and diagnosis of
food-borne diseases wuill have been strengthened, increasing their effectiveness
in surveillance of the problem.

MEXICO

1. Two experts trained (graduate degrees) each year in sanitary inspection of food
and an increase in the capability for microbiological, physical-chemical, and
waste anatysis.

2. An 60% increase in the ability of five regionat laboratories to improve their
capability and the quatity of their services.

3. Five regional laboratories ,till attain 80X coverage of quality control of
anatyses.
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

PROGRAM CLASSIFICATION
________________________

1996-1997

AMOUNT OF AMOUNT TOTALF
AMOUNT TOTAL AMOUNT TOTAL

1998-1999

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ - - - - _ _ _-

II. HEALTH IN HUMAN DEVELOPMENT
...... m....................

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.... m......m..........................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

QUALITY OF CARE AND HEALTH TECHNOLOGY

QUALITY OF CARE AND HEALTH TECHNOLOGY ASSESSMENT

1,902,800
...........

O

HSD O

1.519.900

CPS 1,519,900

242,500

HST 242,500

140.400

TCC 140,400

1,330,500

974.300

UAH 974,300

356,200

HRH 356,200

0

QAC O

32.9 2,347,600

100,600

- 100,600

26.3 1,739,700

26.3 1,739,700

4.2 345,000

4.2 345,000

2.4 162.300

2.4 162,300

23.1 1.258.000
16..... .......... 700

16.9 646,700

16.9 646,700

6.2 387,500

6.2 387,500

- 223,800

- 223,800

35. 6

1.5

1.5

26.3

26.3

5.3

5.3

2.5

2.5

19.2
.....

9.9

9.9

5.9

5.9

3.4

3.4

2,631,900
...........

112,900

112,900

1,958,000

1,958,000

373,400

373,400

187.600

187,600

1,397,300
...........

711,700

711, 700

434,500

434,500

251.100

251 100

36.1

1.5

1.5

26.9

26.9

5.1

5.1

2.6

2.6

19.2

9.8

9.8

6.0

6.0

3.4

3.4

-----



PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)
___________________________________________________________________________________________________________________________________

1994-1995

X OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997

X OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN ANO CHILD HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION AND CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH

NUTRITION, FOOD SECURITY AND SAFETY

FOOD SAFETY

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
* -a ....... - ... ...a. - a .......

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

VI. DISEASE PREVENTION AND CONTROL
........... a..................

CONTROL OF COMMUNICABLE DOISEASE

OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

GRAND TOTAL
. ... ... .

670,500
...........

571,000

WCH 571.000

0

HED 0
ADT 0
MNH 0

99.500

FOS 99,500

532,500
...........

532,500

ERA 532,500

1,.335,000
...........

645 400

OCD 645,400

397.300

NCD 397,300

292,300

ZNS 292,300

5,771,300
mmmmmmmmmmm

11.6 936,200
..... ...........

9.9 591,900

9.9 591,900

- 234.700

- 78 200
- 78 200

78.300

1.7 109.600

1.7 109,600

9.2 594.800

9.2 594,800

9.2 594.800

23.2 1,427,700

11.2 715,100

11.2 715.100

6.9 378.700

6.9 378,700

5.1 333,900

5.1 333,900

100.0 6,564,300
..... ...........

14.3
.....

9.0

9.0

3. 6

1.2
1.2
1.2

1.7

1.7

9.1

9.1

9.1

21.8
10.....

10.9

5.8

5.8

5.1

5.1

100.0
m/emil

1,036,700
...........

650,200

650.200

263,500

87,800
87 700
88 000

123,000

123.000

653,200
...........

653.200

653.200

1, 574,200
...........

802,100

802,100

411,.100

411,100

361 000

361 000

7,293.300
...........

MEX CO

1998-1999

AMOUNT
___________

X OF
TOTAL
_____

14.2
8.9..

8.9

8.9

3. 6

1.2
1.2
1.2

1.7

1.7

9.0
.....

9.0

9.0

21.5

11.0

11.0

5.6

5.6

4.9

4.9

100.0
mmmmm
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS
…____ ____ ____ ____ ____ ____ __-- -- _- __ __-------------_

1994-1995

.A..OUNT TO-_AL-
AMOUNT TOTALPROGRAN CLASSIFICATION

______________________________________________________________________

1996-1997 1998-1999

% OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_… - - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
m.............m......m.....

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS.

IV. HEALTH PROMOTION AND PROTECTION
u...... a...*..... anua........ - - -

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
mma a.................a...........M.....

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

VI. DISEASE PREVENTION AND CONTROL
........ a .n . . ...........

CONTROL OF COMMUNICABLE DISEASE

AIDS

GRAND TOTAL
.a.. n.n.m- a-

118,200

118,200

CPS 118,200

608,800
...........

608,800

WCH 608,800

314,500
...........

314.500

CWS 314,500

697.900
...........

697,900

GPA 697,900

1,739,400

6.8
6.8....

6.8

6.8

35.0
.- m..

35 .0

35.0

18.1
.....

18.1

18.1

40.1

40.1

40.1

100.0
ammmm

O
...........

o

o

o
*---.......

o
0

28,000
.---.......

28,00

28,000

O
.- 0........

0

0

28,00
...........

0

_-- ---------- O

_ aam- a m am O

0

_ O

_ O

100.0

100.0

100.0

0
._.,_.....o

0----------

- O

O

_ O

100.0 oamammmgmm 100.0
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ALLOCATION BY OBJECT OF EXPENOITURE - PANO AND WHO REGULAR FUNOS
__ _ __-- - - - - - - - - - - - - - - - - - - - - - - - - - - -

… . .... PERSONNEL --------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL

S $ S S

FELLOWSHIPS

$

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

S S

1,835,300
660,900

2,496,200
m..M .. mm..

43.2
_____

197 900
9,800

207,700

3.6
_____

81,800
66,300

148,100

2.6

322, 00
10,000

332,000
...........

5.8
_____

1,172,600
50.200

1,222,800
..... 21.2...

21.2
_____

370,100
13,600

383,700
..........

6.6
_____-

0 908,400
0 72.400

.....................
0 980,800

.0 17.0
- _ _ -_ __-_ _- -

4
3

7
.m-...

4
3

_____7

7
..-...

15 2,104,000 231,900 110,800 324,600 1.305 200 401,900
0 766,800 15,000 58,900 21,000 86,700 26,000

15 2,870,800 246,900 169,700 345,600 1,391,900 427,900
,......... u.0.. ............ m....m .m. ......... ....... .…..-.....*

43.7 3.8 2.6 5.3 21.2 6.5
_ _ _ _ _ - - - - - - - - - - - - - - - - - - - - _ _ _ _ _

15
o

15
mmmmam

2,297,900
819,300

3,117,200

42.7

231,900
15,000

246,900

3.4

128,000
68.100

196.100
..........

2.7

324,600
21.000

345,600

4.7

1, 508600
100 200

1,608,800

22.1

464,400
30.000

494,400
..........

6.8
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1994-1995

PAHO - PR
WHO - WR

TOTAL
M....

% OF TOTAL

4,888,100
883,200

5,771,300

100.0
_ _ _

4
3

7
mm...m

15

15
mmmmmm5

1996-1997

WNO - WR

TOTAL
.... OF TOAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.... OF AL

X OF TOTAL

5,534,400
1,029,900

6,564,300
..... mm100.0..

100.0

, 175.600
1,117 700

7,293,300

100.0

o
0

..........

_ _ _

1,056,000
55,500

1,111 500
....... 16.9.

16 9

1,220,200
64,100

1,284,300

17.6

o

o

.0
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NETHERLANDS ANTILLES

HEALTH SITUATION

Demography:

1. In 1992, the Netherlands Antilles had an estimated population of 191,311
inhabitants, not including a large population of illegal immigrants, estimated at
between 20,000 and 30,000, on the island of St. Martin.

2. Aruba has an estimated population of 77,898 inhabitants and an illegal
population estimated at 10,000.

3. In the Netherlands Antilles, 26% of the population is under the age of 15; in
Aruba, 8% of the population is over 65 years of age, while in the Netherlands
Antilles only 6.9% are over 65.

Health Indicators

4. The life expectancy of the population of Curacao has been estimated at 71.13
years for men and 75.75 years for women. In the Netherlands Antilles in 1990 the
birth rate was 19 per 1,000 and the mortality rate 6.4 per 1,000.

5. In the Netherlands Antilles, cancer is the primary cause of death, at 25%,
cardiovascular diseases account for 20%, and cerebrovascular accidents are in
third place with 10%. Diabetes has an incidence of 4.9X.

6. A national health survey conducted in Aruba in 1990 found the most prevalent
diseases to be hypertension, with an estimated incidence of 9.8%, and diabetes,
estimated at 4.3%. This is consistent with another study which found that 60% of
Arubans between 15 and 75 years of age were overweight. Excessive alcohol
consumption was estimated at 10%.

7. Preliminary results of the health survey in Cura;ao show that there are
differences in the health status of the various socioeconomic groups, since job
prestige, average income, and access to a vehicle are related to the incidence of
health problems. For example, chronic diseases are more common among individuals
with Low incomes (1%X) than among those with high incomes (0.5%), for men and women
alike.

8. Some results of the pilot study point to a high prevalence of obesity, with the
average weight of adults estimated at 75 kilograms, with a standard deviation of
14.42 kilograms. The average for women is 74 kilograms and for men 76 kilograms;
the standard deviations are 16.28 for women and 11.89 for men. Obesity has en
incidence of 50% among women and only 20% among men. Obese women exercised more
than those who weighed Less, which would indicate that they are conscious of being
overweight.

9. Annual mortality in Aruba is an estimated 6.3 per 1,000. There were 401 deaths
in 1990, 136 from cardiovascular problems, 70 from cancer, 43 from ill-defined
causes, 38 from accidents, 26 from endocrine problems, and 22 from respiratory
ailments. Infant mortallty is 9 per 1,000, and the birth rate 16 per 1,000.

10. In 1993 there were 60 registered cases of dengue in Curacao, one of which Led
to the death of a child. In the Netherlands Antilles, there have been 623 cases
of HIV infection from 1986 to September 1994: 355 men, 268 women, and 43
children. The number of infected persons on the French side of St. Martin is
unknown. In Aruba, 128 cases of HlV infection have been reported, 64 foreigners
and 64 Arubans; 14 of the latter have died. Currently, some 50 Arubans are HIV-
positive, 3 of them children.

Factors affecting health status

11. Per capita income in Aruba rose USS 6,000 in 1986 to an estimated USS 8,000
in 1989; by 1990, this figure was about USS 11,000, and by 1992, USS 12,900. This
resulted in an annual population growth rate of 10%, in contrast to the
Netherlands Antilles, where the growth rate on most of the islands, except for St.
Martin, is negative.

12. The same phenomenon is occurring on St. Martin, where the flourishing tourist
industry is estimated to have drawn between 20,000 and 30,000 illegal immigrants,
which may result in an upsurge in communicable diseases. This would require St.
Martin to strengthen the Expanded Program on Immnunization and facilitate access
to services, which is difficult for immnigrants to obtain because of their illegal
status.

13. The flow of tourists to Aruba has grown from 280,000 in 1988 to 500,000 in
1993, causing revenues from this industry to rise from f.9 million (guilders) to
f.20 million. Curaçao hopes to add 3,700 hotel rooms in the next few years in
order to bring on a tourist boom, as it did in Aruba and St. Martin. This will
Lead to what happened in St. Martin and what recently began to occur in Aruba--the
spread of overcrowded, unhealthful living conditions due to the inability of
public services and urban infrastructure to keep up with this rapid growth.

14. The tourist flow and the heavy movement of people among the Caribbean islands
has also led to a high incidence of AIDS cases reported in recent years. The
results of the health survey in Aruba show a high incidence of chronic diseases,
such as diabetes, which has a 4.3% incidence in Aruba in contrast to 1.9% in
Holland. The correlation between this problem and the very high prevalence of
obesity is an identified priority.

15. Oil refineries are causing environmental pollution on Aruba and Curacao, and
in St. Eustatius, where an oil deposit storage tank has been set up to supply the
nearby islands with fuel, rapid development accompanied by unchecked modernization
has Led to the degradation of the marine environment, the atmosphere, and the
soil.

16. The literacy rate in the Netherlands Antilles is estimated at 95%, with equal
access to all schools and equal educational opportunity for men and women. The
highest rate of unenployment is on CuraCao (24.4%), followed by Bonaire (10.8%),
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St. Martin (8.4%), St. Eustatius (10.7X), and Saba (1.6%). The educational level
of the unemployed population is below that of the working population.

17. In Aruba, the health care budget is estimated at between f.75 and 80 million,
or 6% of GDP.

18. In the Netherlands Antilles, investment in health in 1982 was f.200 million,
or 8.6X of GDP, with 80% of the budget allocated to medical care. In 1991, the
proportion remained the same, but investment in health was f.300 million, and for

1994, it will be an estimated f.400 million or 14% of GDP.

19. The Government of Curacao invests US$ 89 million dollars (4.7X of government
expenditure), with 8% of this budget spent on administration, 11% on primary
health care, and the remaining 81% on medical care. Since 93% of Aruba's
hospitalizations occurred on this island, it is estimated that per capita health
expenditures in both the Netherlands Antilles and Aruba ore very high, and the
pathologies of underdevelopment still prevail, which means that health care
spending must be made more effective.

20. With respect to social security and the use of medical services, in Curacao

a sample of 2,247 adults was studied by the Central Bureau of Statistics, with the
following results: 42X of the population was protected by the pro-poor program
(PP), 9% recovered 90X of their health expenditures, 11% were covered under the
banking social security system, 12% by company insurance, 7% belonged to two major
insurers, 7% to other insurance companies, end 11X of the population had no
insurance.

21. Social security provides medical care to people whose income is below f.600
and partial medical coverage to those whose monthly income is between f.600 and
f.1,500. In addition, social security provides assistance to the elderly, the
homeless, the disabled, unemployed young people, and pregnant teens. For this
last group, special courses are being offered through community centers. In
Curacao, these centers are highly organized, which enables them to make community
decisions at the local level that have succeeded in solving problems, as, for
example, in the Cerro Fortuna neighborhood, which had a high incidence of drug
addiction.

22. In Curacao, over 90X of the population has access to drinking water and

electricity, and the vast majority of dwellings are connected to a sewerage
system, where wastewater goes through treatment plants before being discharged.

23. The Windward Islands (St. Martin, Saba, and St. Eustatius) are located in the
path of the Caribbean's hurricanes and have suffered serious material and human
losses on different occasions owing to these natural phenomena. St. Martin has
developed fairly good emergency plans.

24. In Aruba, 97.7% of housing units have adequate excreta disposal facilities;
7.4% of households use wells or rainwater deposits as a source of water, white the
rest receive their water through the public supply system. One hundred percent
of dwellings have electrical wiring. The final disposal of solid waste is a

difficult problem, since space is very limited on the island and the population
density it must support is relatively high.

25. In the Netherlands Antilles, between 89% (St. Eustatius) and 97% (Curacao)
of homes have piped drinking water, but only 64X in St. Martin do. Excreta
disposal facilities are adequate for between 97% to 98% of the dwellings on the
other islands, but only for 79% on St. Martin.

26. The study of ionizing radiation sources and their inpact on public health, as
well as the transportation of plutonium through the Caribbean, are current
concerns of the Netherlands Antilles and Aruba.

Status of the Strategic and Programmatic Orientation (SPO)

27. Health in Development: In 1994, the Foundation for International Promotion,
Research, and Cooperation in Health Care (ISOG 2000) conducted a study on the
health situation in Curaçao using a sample of 3,000 people. The preliminary
results of this survey revealed discrepancies in the health status of the island's
different socioeconomic groups, since job prestige, average income, and access to
a car correlated with the incidence of health problems. It was therefore proposed
as goal of social justice that equity in health be obtained by reducing the health
gap among the different socioeconomic groups by 25%.

28. The tourist industry, a principal source of revenue, is very vulnerable, and
its prosperity is correlated with increases in communicable and social diseases,
which could seriously affect the health of the countries. This has resulted in
increased use of drugs, a higher incidence of AIDS, rising violence within
society, and an increase in a series of diseases resistant to different drugs.
The emphasis on the health and tourism strategy is a priority, which is why in
1995, a technical cooperation program will be launched jointly with the Ministry
of the Environment of Venezuela to monitor and control marine and coastal
pollution.

29. Health systems and services development: From 1987 to 1992, health costs
increased by more than 100%; health care accounts for more than 20% of annual
government expenditure, 70% to 80% of which is attributable to hospital care; this
is why there are plans for stricter inspection of the costs of health institutions
and the establishment of measures such as price controls on pharmaceuticals.

30. Community organization and participation in decision-making is very important
in Curacao. Work was begun on duplicating this experience on the island of St.

Martin; Bonaire has also had interesting experiences in this regard.

31. Health promotion and protection: The results of Curaçao's health survey, which
were similar to those obtained in Aruba, reveal a high prevalence of obesity. The
high rates of diabetes, chronic diseases, and accidents, as well as growing
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violence, the rising transmission of AIDS and dengue, and the high costs of health
care have forced the Netherlands Antilles to give priority to health promotion and
protection.

32. In this regard, the GGD of Curacao has had staff members trained in health
promotion in Jamaica and has Joined with journalists in conducting very important
media activities to mold public opinion toward assigning special importance to
health promotion and disease prevention as public health activities. The
governments have made it their goal to achieve a health system based on universal
coverage, social justice, humanity, and equity. The health system of the
Netherlands Antilles is also characterized by a very well organized public health
system and a large sector devoted to health recovery.

33. Care for the elderly, for psychiatric patients, and for disabled and other
patients also constitutes an important component of health policy in the
Netherlands Antilles and Aruba. The prevention of risk factors (smoking,
alcoholism, drug addiction, and obesity) is a priority concern.

34. With regard to AIDS prevention, educators in Aruba have been trained as
faciLitators in sex education and the prevention of HIV, and the prevention of the
spread of AIDS is being established as an educational objective in school
curricula, in a joint effort with the Ministry of Education.

35. Since 1994, Aruba's food protection program has been under the purview of the
veterinary public health department, and both Aruba and the Netherlands Antilles
have trained personnel to establish an information system on food protection.

36. Environment development and protection: The governments of Aruba and the
Netherlands Antilles are concerned about water supply and excreta disposal; given
the space constraints on the islands, the final disposal of solid waste represents
an acute problem.

37. Rapid population growth on St. Martin and Aruba has given rise to overcrowded
and unhealthful living conditions, since public services and urban infrastructure
have not kept up. In St. Eustatius, water supply is a serious problem, for the
system is very old and there is cross-contamination with septic tanks.

38. In Sabo, due to the intensity of rainfall, landslides also constitute a
serious problem. The presence of the refineries and the oil tank on Aruba,
Curacao, and St. Martin, also create problems of environmental pollution.

39. Disease prevention and control: The certification process for the eradication
of poliomyelitis has begun. Vaccination coverage against diphtheria, whooping
cough, tetanus, polio, rubella, and measles is to be increased to 95X of the
population. St. Martin has decided to carry out these programs jointly with the
French side of the island and include the population of children Living there
illegally.

40. Dengue epidemics have hit both Curacao and Aruba, which is why efficient
programs for vector control have been organized, with very successful results in
Bonaire and Aruba.

41. With regard to AIDS, activities in training human resources, serological
research, dissemination of information, and supplying condoms have been undertaken
with community participation.

Plans and priorities for national health development

42. Health in Development: The governments of the Netherlands Antilles and Aruba
have decided to continue using tourism as a fundamental development strategy.
Recognizing that this could widen the gap between the different socioeconomic
strata, they intend to continue the national health studies conducted in Curacao
and apply them successively on the other four islands of the Netherlands Antilles.

43. Aruba is seeking to develop an adequate epidemiological surveillance system
through its project to develop and manage an epidemiology unit. The creation of
an epidemiology unit on St. Martin will make possible an analysis of the health
situation, and progress there will enable the islands to better define health
policy.

44. An important concern is the monitoring and control of marine and coastal
pollution to permit the early detection of any incipient environmental
degradation, the purpose being to provide healthy beaches for the inhabitants of
the islands and for occasional visitors.

45. Health Systems Development: The strengthening of the health services to meet
the needs and demands both of residents and tourists, the start of the services
accreditation process, and the analysis of sectoral financing and health
expenditures, together with the promotion of the rational use of drugs in the
Netherlands Antilles and Aruba, will serve to enhance the quality, efficiency, and
effectiveness of services.

46. The planning and management of human resources development to strengthen the
interprogram groups in the GGD will enable them to strategically formulate,
implement, and monitor plans and policies for human resource development.

47. The Ministry of Health and Environmental Hygiene of the Netherlands Antilles
is charged with inspecting and supervising the quality control of public health
on the different islands. Hence, it must facilitate and coordinate policies
between the central government and the islands, through a policy of cooperation
and advisory assistance.

48. Health Promotion and Protection: The Ministries of Health and Environmental
Hygiene of the Netherlands Antilles and Aruba have identified their priorities as
chronic diseases, drug addiction, handicaps and disabilities, problems related to
environmental protection, the high cost of health care, and the utilization of
epidemiological information. In all these areas, high priority is given to the
strategy of primary health care, which helps to improve the quality of life, focus
action to reduce risk, and prevent disease, with special emphasis on disease
prevention and health promotion, bearing in mind the gender approach.
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49. In the area of maternal and child health, the priorities are to develop and
establish standards for monitoring the growth and development of the child, reduce
maternal mortality, inprove coverage and care for pregnant women, and promote
corprehensive care for adolescents.

50. In the area of food protection, the priorities are to establish an information
system and conduct epidemiological surveillance of foodborne diseases.

51. Environmental Protection and Development: This area of endeavor will involve
the use of an investment plan in the environment and health, developed in the
Netherlands Antilles to promote a master investment plan, with emphasis on basic
sanitation in the islands of St. Martin, Saba, and St. Eustatius. The intent is
to control health hazards through the efficient supply of potable water, in terms
of both quantity and quality, as well as the sanitary disposal of wastewater and
solid waste.

52. Chemical hazards will be controlled through a national plan for occupational
health and hygiene in the work environment, and operational programs will be
designed for vector and rodent control.

53. Aruba will inplement its environmental and health investment plan to promote
the master plan, e~hasitzing drinking wuater, wuasteuater and solid uaste disposal,
environmental pollution, occupational health, and vector and rodent control.

54. Disease Prevention and Control: The goals are a reduction in HIV infection
among the population of the Netherlands Antilles and Aruba, the integration, uith
full community participation of all governmental and nongovernmental agencies that
uork in the struggle against AIDS, and greater knowledge of infection trends.

55. The goals of the Expanded Program on Immunization are to certify the
eradication of poliomyelitis, eliminate measles and neonatal tetanus, and attain
minimum vaccination coverage, while supporting the development of the
epidemiotogical surveillance system to evaluate trends in vaccine-preventable
diseases.

National priorities for technical cooperation:

56. Based on the priorities identified during 1994 and en analysis of its oun
resources, the government has requested external assistance in the areas described
in the list of priorities.

57. In 1991 the goverrnment of the Netherlands Antilles formulated a health policy
in uhich it set forth its general strategies and priorities. The national health
plan is based on the principles of efficiency, effectiveness, and coherence of the
system. In addition, the system must be accessible to the entire population, with
high quality services guaranteed by the governments.

58. Cooperation with other sectors that have an impact on health is also deemed
necessary.

59. Most of the supplies and resources for coping with health problems come from
the Government of the Netherlands.

60. The government of Aruba has signed an agreement uith the United
NationsDevelopment Program (UNDP) and the Pan American Health Organization, uhich
is acting as the executing agency, for the development and management of Aruba's
epidemiology unit. The organization has provided USS 250,000 for the execution
of the agreement with funds from the Goverrnment of the Netherlands. This program,
launched in 1994, will cover the 1996-1997 biennium.

61. CAREC will also participate actively in the development of Aruba's
epidemiology unit, and CLAP will take part both in the formation system on grouth
and development, established in Curacao for application in the rest of the
Netherlands Antilles, and the use of the child grouth information system on Aruba.

62. Similarly, there is strong bilateral support from Venezuela to the Netherlands
Antilles and Aruba in areas of mutual interest; and, in addition to the regular
resources that PAHO/WHO allocates for the Netherlands Antilles, the Organization
also devotes a great deal of time and resources from its program in Venezuela.

TECHNICAL COOPERATION STRATEGY

63. During 1994, a periodic meeting betueen the directors of GGD of the
Netherlands Antilles and the director of public health of the Netherlands Antilles
and the minister of health was established, at which PAHO functions as secretariat
through its Representative Office in Venezuela. These meetings discuss technical
cooperation needs, identify uhat support and cooperation PAHO can provide to meet
these needs, and plan an exchange of experts and/or sharing of experiences betueen
the islands, holding a series of training sessions consistent uith the development
of the programs and their priority on each one of the five islands of the
Netherlands Antilles. Aruba was incorporated in 1995.

64. Through the leadership of the Ministry of Health and Environmental Hygiene of
the Netherlands Antilles in the inspection and supervision of the quality of
public health on the islands, technical cooperation will be guided on the basis
of national priorities, through the development of policies and plans to optimize
spending on quality health care through the accreditation of services and the
analysis of sectoral financing and health expenditure.

65. Training uill emphasize research and human resources development to support
the process of reducing the differences in health, disease, and death that are the
result of socioeconomic differences. special importance uill be assigned to
health promotion and the prevention of priority health problems through a
strengthening of the epidemiology units, which will continue their research
projects to analyze the health situation and its trends.

66. The mobilization of resources among the islands and betueen the islands and
Venezuela will be a function of the expertise developed by each of the programs
and/or services in the countries, and the Netherlands Antilles and Aruba uill be
encouraged to participate in the Andean and Caribbean subregional initiatives.
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NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. The organization will provide technical cooperation for aLL five nationally
identified priority areas requiring such cooperation in order to achieve greater
equity in health and in the detivery of services during the biennium.

2. Development of Aruba's epidemiology unit and an analysis of the health
situation and its trends in the Nethertands Antilles.

3. Strengthening of health services, accreditation of services, anatysis of
sectorae financing and health expenditure, essential drugs, and human resources
development.

4. Promotion of public health poticies, with a focus on gender and equity, health
promotion, disease prevention, and child care.

5. Basic Sanitation.

6. Tourism, and Health.
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Obiectives

BIENNI

PROJECT 1: EPIDEMIOLOGICAL SURVEILLANCE SYSTEM

PURPOSE

To develop the epidemiological surveillance system and improve information systems
and analytical capacity, thus making it possible to monitor the factors related
to health and disease; this is a necessary element for establishing priorities,
programming, and intervening in accordance with prevention, control, and
etimination or eradication strategies.

EXPECTED RESULTS

1. To have reliable, expeditious, and timely information systems.

2. To have adequate epidemiological surveillance systems.

3. Improved Laboratory diagnostic capability as support for epidemiological
surveillance.

4. Conducting of research, with emphasis on the health situation as it relates to
living conditions, as part of the comprehensive strengthening of epidemiotogy.

5. Greater national competence in epidemiotogy.

6. National health studies conducted in St. Martin, Bonaire, St. Eustatius, and
Saba.

Indicators

AL PROJECTS

1. Implementation and effective use the surveillance system to keep on top of the
health situation and its trends.

2. Reduction in disease-related morbidity and mortality.

1. Eighty percent of the technical personnel involved in operating the information
system trained by the end of 1996 .

2. Information systems for epidemiological surveillance restructured and operating
in the first 4-month period of 1997.

1. Necessary material resources for the automation of the surveilltance system
obtained by the end of 1996.

2. Eighty percent of the human resources that carry out surveillance through the
use of computers, statistics, and epidemiology trained by the end of 1996.

1. Seventy percent of laboratory personnel trained in diagnostic techniques by the
end of 1996.

2. Material resources needed for the improvement of the laboratory network secured
by the first half of 1997.

1. Research projects that respond to the country's needs designed and carried out
by the end of 1997.

2. Increased scientific and technical output in epidemiology by the end of 1997.

1. Technical staff responsible for the epidemiology unit trained in epidemiotogy
and related matters by the end of 1996.

2. A documentation center uith up-to-date information on epidemiology and related
matters ready by the end of 1997.

3. The epidemiologicat service updated and consolidated by the end of 1997.

1. Human resources needed to carry out national health studies trained by the end
of 1996.

2. Results of the nationaL health studies available by the end of 1997.
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Indicators

PROJECT 2: HEALTH SYSTEMS AND SERVICES DEVELOPMENT

PURPOSE

To improve the quality of the health systems and services so as to increase their
problem-solving capability, provide organized responses to the health needs of the
population, promote the rational use of essential drugs, and develop hunan
resources adhering to the principles of equity and quality.

1. By the end of the 1996-1997 biennium, the health systems of Aruba and the
Netherlands Antilles will have incorporated procedures for guaranteeing the
quality of their health care services.

2. By the end of the 1996-1997 bienniur, a program for the rational use of safe,
high-quality essential drugs will be established.

3. By the end of the 1996-1997 bienniun, the GGDS management groups from Aruba and
the five islands of the Netherlands Antilles will have incorporated a strategic
approach for human resources development.

EXPECTED RESULT

1. The health systems of Aruba and the Netherlands Antilles will be integrated
into the public policies related to the development of healthy tourism.

2. Public and private health services on Aruba end the Netherlands Antilles will
be properly guaranteed through quality assurance standards adapted to their
national situation.

3. An analysis of the sectoral financing system and health expenditure in the
Netherlands Antilles and proposais for alternative action will be made.

4. A national program on the marketing and rational use of essential drugs in
Aruba and the Netherlands Antilles, operating with regulatory and quality control
mechanisms.

5. Policies and plans for the development of health manpower will be formulated,
developed, and monitored strategically by the interprogram management groups from
Aruba and the Netherlands Antilles.

1. Up-to-date information on health and tourism, compiled and analyzed by top-
level health authorities.

2. Capacity for analysis, planning, and formulation of public health policies,
developed at the administrative levels of government.

1. Preparation and dissemination of an up-to-date national directory of health
services on Aruba and the Netherlands Antilles.

2. Compulsory and noncomputsory standards of quality, established by national
service accreditation commissions, both in Aruba and the Netherlands Antilles.

3. At least 80% of public and private health services properly guaranteed by
national standards.

1. Preparation and analysis of up-to-date information on different sources of
financing, health expenditure, and cost system.

2. Preparation and dissemination of a working document on mechanisms for financing
the health sector in the Netherlands Antilles.

1. Lists of essential drugs prepared in accordance with the epidemiological
profiles of Aruba and the different islands of the Netherlands Antilles.

2. A continuously operating regional drug information center with trained
personnel.

3. Preparation of a therapeutic formulary based on the list of essential drugs for
the region.

1. Up-to-date information on the quantity and quality of health manpower, prepared
and analyzed using a strategic approach.

2. Preparation and dissemination of proposed human resources development policies
for Aruba and the islands of the Netherlands Antilles.

3. Programs for continuing education and management training, strategic
monitoring, and performance evaluation, in operation.
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Obiectives

PROJECT 3: HEALTH PROMOTION AND PROTECTION

PURPOSE

To create and inmlement coordinated initiatives for health promotion and
protection, with a gender approach, to achieve equity, promote responsible sexual
behavior among the population, and inprove the coverage and quality of
reproductive health care.
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Indicators

1. Local intersectoral initiatives on health promotion and protection with a
gender approach, and the establishment of a community health network aimed at
reducing the gap in health between social groups by 25%.

2. Proper reproductive health care in the operational units, with a comprehensive
care program for teenagers and women of childbearing age.

3. Training of 50% of the sexually active population in the prevention of HIV and
other STD's.

4. Establishment and implementation of a system of coordination between the
institutions that work in the struggle against AIDS and other STDs.

EXPECTED RESULTS

1. Design and application of health promotion and protection programs with a
gender approach, at the community level, in the health sector, and in other
sectors, in a way that will promote a positive culture of health in Aruba and the
Netherlands Antilles.

2. Development of a plan to promote and protect women's health, with a gender
approach, so as to diminish differences in health between socioeconomic groups,
reduce maternal mortality, and improve the coverage and quality of care for
pregnant women.

1. Six workshops to raise consciousness and provide training in health promotion
and protection and the gender approach directed toward the community, the health
sector, and other sectors in Aruba and the Netherlands Antilles.

2. Implementation of existing plans regarding mental health and the prevention of
drug addiction and alcoholism.

3. Design and implementation of a maternal and child health plan.

4. Health promotion plan, with a special focus on women, that recommends changes
in habits and lifestyles aimed at reducing obesity and diabetes by 20%.

5. Establishment of a network of neighborhood centers.

1. Design and implementation of the women's health promotion plan, with a gender
approach, in the Netherlands Antilles.

2. Project on health and self-care of women with grass-roots organizations
participating in its design and execution in Curacao.

3. Situation analysis of the health of working women in the Netherlands Antilles.

4. Local initiatives on health promotion and protection, with a gender approach,
and establishment of a community health network to diminish the gap in heatth
between social groups by 25%.

5. Proper care of pregnancy and delivery in the units uhere the program for the
proper monitoring of child growth and development has been inmplemented, and
operational units with a comprehensive care program for teenagers.



Obiectives

3. Promotion of responsible sexual behavior through an educational media campaign
targeting 50X of the sexually active population.

4. Coordination of public and private institutions by means of a joint activities
plan.

5. Training of health workers in the NGO's that work in HIV/AIDS.

PROJECT 4: HEALTHY AND ENVIRONMENTALLY SAFE TOURISM

PURPOSE

To promote healthy and environmentally safe tourism.

EXPECTED RESULTS

1. Personnel from governmental organizations, organized civil groups, and the
tourist industry will be trained to act appropriately with regard to the STD risk
factors on the islands.

2. Operation of an information and epidemiological surveillance system for food
safety and FBD (SIPAL, SVETA).

3. Operational plans for the evaluation and control of chemical hazards.

4. To have a national plan for occupational health and hygiene in the workplace.

5. To reduce shortages in basic services (drinking water and sanitation) and
develop projects, within the framework of the plan for investment in the
environment and health.

1. Implementation of the plan to teach responsible sexual behavior.

1. Coordination plan established and in operation.

1. At least 70% of the health workers and NGO staff who work with HIV/AIDS will
have been trained in the proper care of both HIV infection and AIDS cases.

1. Research on outbreaks of FBD during 1996-1997.

2. Systems of programs to evaluate and control pollution in operation within the
environmental services.

3. Quality control of food in the principal places where it is sold to the public.

1. Fifty percent of the personnel from government organizations, civil society,
and industry from the principal tourist areas trained.

1. Installation of the system in the principal tourist areas.

1. A map of chemicalt hazards on the islands.

2. A database of chemical substances in the environmental service.

1. Establishment and development of the national plan for occupational health and
hygiene in the workplace in Aruba and the Netherlands Antilles.

1. The islands or areas with shortages in basic services witl have 90X of the
needed supplies.

2. In Aruba and the Netherlands Antilles, basic sanitation works were carried out
within the framework of the plan for investment in environment and health.
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Indicators
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS
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HEALTH SITUATION

Demography

1. The population of Nicaragua in June 1993 (the last available figure) was
estimated at 4,252,382. By the end of century, it is estimated that it could reach
5.4 million. The urban population is 61.6% of the national total, and the annual
growth rate is 3.5%. The Pacific region contains 61.4% of the population, even
though it accounts for 15% of national territory. Age distribution reflects a
largely young population, with approximately 45% of the total under 15 years of
age.

Health status indicators

2. Life expectancy at birth is increasing, having grown from 48.5 years in the
1960-1964 period to 66.2 years for 1990-1994. Life expectancy at birth in rural
areas has been estimated as being some 10 years less than in urban areas. A
little more than 20% of total deaths registered in 1993 were due to communicable
diseases, and analyses show a slight, but sustained decline between 1990 and 1993.
However, chronic degenerative diseases, especially those related to the
circulatory system and tumors, have increased in relative frequency in the same
period. Infant mortality has declined in the last 5 years; it is estimated at
58.5 per 1,000 live births for 1990-1994, which is still very high in comparison
with other countries. Leading causes of infant mortality are perinatal
conditions, acute diarrheal diseases, and acute respiratory diseases, which
altogether are responsible for 80% of total deaths among children under 1 year of
age. Among children 1 to 4 years of age, the leading causes of death are acute
diarrheal diseases, acute respiratory infections, and malnutrition. The very high
maternal mortality Level was estimated in 1990 (the last figure available) at 159
per 100,000 live births. The leading causes are hemorrhages, sepsis, and
hypertension in pregnancy. Diseases preventable by vaccination have declined
quickly in recent years due to an increase in vaccinations. The country certified
the elimination of polio in 1994.

3. The most frequent reportable diseases are acute respiratory infections,
intestinal infectious disease, gonococcal infection, pulmonary tuberculosis, viral
hepatitis, and syphilis, while increases in malaria and Leishmaniasis have been
observed. In 1993, hemorrhagic dengue appeared in the country, and in 1994 the
circulation of serotype 3 dengue was verified and determined to be growing quite
significantly among causes of morbidity and mortality. The number of AIDS
patients and HIV carriers is increasing, and the prognosis is for it to grow even
more rapidly.

Factors affecting health status

4. In recent years, significant levels of malnutrition have been revealed by
studies, some of which indicate that 50% of the population is affected. Food
intake per person and corresponding daily calories and proteins have declined in
recent years, averaging 83% of recommended levels, while the population in
conditions of extreme poverty onty consumes 45% of its daily requirements.

NICARAGUA

5. Drinking water systems provide insufficient coverage. Supply was calculated as
reaching 53% of the national population in 1993; the situation is more alarming
in rural areas, where coverage was estimated at 21% . There are 20 sanitary
sewerage systems that cover 31% of the urban population and which for the most
part, discharge wastes directly into lakes and rivers without any type of
treatment. Only 16X of the rural population has adequate access to sanitary
disposal of excreta. Most inductrial waste water is not treated prior to final
disposal. This and the uncontrolled use of pesticides is causing serious damage
to ecosystems. Only 56 of 143 municipalities have regular refuse collection
systems, covering 45% of the refuse generated. Final waste is dumped in the open
air, and no efforts are made to treat, reclaim, or recycle it. The housing
shortage was estimated at 509,000 units in 1993. Plans exist for low-income
dwellings, however the current situation is expected to last for quite some time.

6. Illiteracy affects 30% of the population. An estimated 70% of children repeat
a grade or drop out of school between the first and fourth grades of primary
school, and only 23 of 100 who enter finish it. A study carried out in 1994
indicated that 74.8% of the households displayed some condition of poverty and
that 43.6% are in indigent poverty (that is, they lack 2 of the 4 basic needs).
In urban areas, 65% of the homes are poverty-stricken, as are 87% in rural areas.
The performance of gross domestic product (GDP) has stabilized amidst economic
stagnation. There is a significant fiscal deficit that is covered by grants and
contributions of international cooperation. Imports are four times greater than
exports.

7. There is an extensive public health care network with acceptable levels of
coverage. However, some rural areas lack direct assistance, and the demand for
services in some urban underprivileged areas is overwhelming. There is a chronic
deficit of basic inputs and significant levels of shortages of medications in the
facilities, which lead to frequent dissatisfaction among patients and health
workers. Many public hospitals have waiting Lists for surgeries and specialized
treatments, and there are no establishments in the country for tertiary care.
Health budget restrictions limit the contracting of new technicians and health
professionals; in addition, the wages are very low, generating dissatisfaction and
complaints from workers and frequent work stoppages. There is an acute deficit
of nursing personnel at all levels of the health system.

Status of the Strategic and Programmatic Orientations (SPO)

8. Health and human development: The country participates actively in
organizations of Central American integration, and the nation's president has
signed agreements for sustainable development and environmental conservation. The
Ministry of Health (MINSA) has signed cross-border agreements with Costa Rica and
Honduras in the area of communicable disease control. The government has proposed
a social development strategy that accords special importance to investment and
development in the health and education sectors. Based on this strategy, MINSA
has formulated and is implementing nine health policies, with the backing of the
principal actors in the sector. The aim is to strengthen and devetop
decentralization, improve the quality of services, primary care, hospital care,
the legal framework, new models of care, and community participation. The
information systems are undergoing considerable technical delays, and the
demographic and health indicators handled in the country are incomplete and often
unreliable. The development of connections to world networks of electronic
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communication has recently begun in the country, and access to public health
information and health data bases is targely limited to the National Medical
Library, where there are operational limitations on expansion and meeting user
demands. The study of the condition of women in Nicaraguan society and their
participation in national development processes are being promoted mainly by
nongovernmental organizations. Health is one of the subjects that is accorded
greater importance.

9. Health systems and services development: Local health administrative units are
responsible for health guidance, programming, and management, and they have
autonomy to make decisions and coordinate intersectoral activities, as well as to
negotiate and implement cooperation projects. Twenty-five percent of the health
budget is decentralized, and there are plans to increase it in 1995. MINSA
continues to be responsible for serving, free of charge, everyone who seeks health
services, and for general health promotion and protection as well as environmental
protection and improvement, sector regulation and the exercise of sectoraL
leadership for health development. The repair, maintenance, and construction of
government health estabtishments is basically dependent on funds obtained from
international cooperation, the Worid Bank, and the Inter-American Development
Bank.

10. A national policy for drugs is being formulated to give special importance to
the marketing and use of generic drugs, and the rational use and quality control
of pharmaceutical products. Its implementation will be a priority task in the next
few years.

11. Health promotion and protection: Developing a health culture through the
adoption of healthier lifestyles is accepted as a strategy of sectoral
development. Regular "health days" are held in order to foster social
mobilization and disseminate information to the most uninformed segments of the
population. Special importance is accorded to topics related to children and women
and to improving the quality of information that reaches the population.

12. The subject of abortion and family planning is a source of considerable
national controversy, and arguments frequently crop up among NGOs, groups from
society, the Church, and health authorities. Nicaragua was among the countries
at the 1994 World Summnit on Population in Cairo that had the most conservative
positions and reservations concerning the agreements that were adopted.

13. There is a tradition of joint work between health care establishments and
community organizations through their base homes, health workers, and midwives.
For their part, health authorities show renewed interest in working in this
direction.

14. The government is investing in the supply of specific micronutrients in order
to control some of the deficiency diseases in the country. Toward this end, it is
creating legal, commercial and sanitary conditions. A great quantity of
supplementary food and nutrition projects are being implemented by civil society,
NGOs, and international cooperation.

15. Breast-feeding is still not practiced at desired Levels, and its promotion is
a priority.

16. Environment development and protection: It is anticipated that the quality
of water supply systems will be improved and that in Managua increased coverage
will reach 60 to 70% of the population through projects financed by the Inter-
American Devetopment Bank and Japanese cooperation. In rural areas, drinking water
quality will also be improved through the installation of community and household
filters. Under community development projects linked to basic health training for
the population, more latrines are being installed and are expected to improve
living conditions in rural areas.

17. PAHO/WHO and the government have signed a preinvestment agreement to develop
the institutional capacity of MINSA in investment systems. The effort includes
information management and the management and identification of priorities and
strategies. MINSA is working, in collaboration with PAHO/WHO, in the area of
toxic emissions and environmental pollution caused by the use of chemical
products. This work is taking place under a two-year project intended to
contribute comprehensive solutions to problems brought on by the use of pesticides
and other environmental pollutants.

18. Disease prevention and control: Vaccination is a top priority of health
programs, and international cooperation contributes important resources in this
area through PAHO. Work is being performed to eradicate measles by 1998, and the
prognosis is that the incidence of the principal diseases preventable by
vaccination will decrease.

19. Food processing and handling is recognized as a severe health problem in the
country, and it is being dealt with through mass education and greater mass
communication on the health risks and simple measures, which can be taken in homes
and food shops, in order to maintain water and food free from infectious agents.
The work of the base homes is considered fundamental in this area, and MINSA is
investing in improving the conditions and resources on which they depend.

20. MINSA targets resources on fighting epidemic diseases--particuLarLy diarrhea,
malaria, dengue, and cholera--by carrying out prevention and control measures
within a framework of interinstitutional and intersectoral coordination,
promotion, and development of base homes, community education, and timely
dissemination of information. All the comprehensive Local health systems have
goals that have been set to reduce morbidity and mortality from these diseases.
As a development strategy, MINSA is creating National Centers for specialized
patient care and staff training. Work has begun on a Rabies Center, a Perinatal
Development Center, and an Ophthalmology Center. The AIDS problem is being
addressed through dissemination of information on the disease to youth and
children and by encouraging abstinence from sexual relations until marriage. In
addition, numerous NGOs are carrying out projects that work with groups at risk
that teach prevention and safe sex. One hundred percent of the blood and blood
derivatives processed in the country are screened for HIV.

Plans and priorities for national health development

21. In 1994, a process of institutional modernization was undertaken that led to
the preparation and implementation of health sector reforms, which ratified the
decision to step up the decentralization, begun in 1992, toward comprehensive
local health systems. Three strategies were proposed for the ensuing 3 years:
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22. Democratization of management through the operation of the National Health
Council and the creation of Governing Boards in alL the conprehensive Local health
systems and hospitals.

23. Comprehensive health actions stepped up in national campaigns, development of
comprehensive care models for women and children, more work in basic sanitation,
and health education of the population to fight epidemics.

24. Development of differentiated care, Levying charges for provisional services
to people affiliated with social security and retiree services in hospitais.

25. For 1995 and 1996, the executive management of MINSA reaffirmed its commitment
to these three strategies, stepping up efforts to combat epidemics, develop a
comprehensive care model for women and chiLdren, and extend provisional services.
The implementation of the comprehensive care model for women and chi Ldren requires
health establishments to change the organization of medicat care, remodel
infrastructure, modify the occupational profile of physicians and nurses, and
consequently train them for this purpose. The Governing Boards are expected to
be fully constituted in 1995 for comprehensive Local health systems and hospitals
of the country, thereby increasing social control over institutional management
and resource management.

26. On the other hand, the central Level of MINSA will strengthen its regulatory
and supervisory capacity over the network of services. The training and
development of local Level personnel in strategic administration of health is an
area that will be given priority in the next few years. The use of a performance
analysis methodology has gained acceptance and, based on several successful
experiences, will be extended to the greatest number possible of primary level
estabtishments.

27. DeveLopment of procedures to guarantee the quality of care in both public and
private services is a priority for MINSA. A structure is being created at its
central level, which wilL operate in conjunction with people delegated by trade
groups and associations from the sector, in order to boost the technicaL,
regutlatory, and legal aspects that allow health estabtishments to be qualified,
hospitals accredited, and other procedures performed, such as audits and the work
of self-evaluation committees. Last year, provisional kinds of health services
began to be developed for workers affiliated with social security. Currently,
there are 17 establishments that give this type of attention, and two of them
belong to MINSA. It is predicted that they will be extended to departments in the
interior of the country.

28. The strategy of healthy municipios is being promoted in order to increase
health investment and orient intersectoraL development processes, and these
efforts have been well received by institutions and social groups. They have been
initiated in two municipios, and the intention is to extend it as rapidly as
possible.

29. Using mass communication, special attention will be given to increasing the
access of adolescents to clear and timely information on drug addiction, AIDS and
other sexually transmitted diseases, and family planning. Total vaccination
coverage will continue to be a priority in the next few years, and steps will be
taken in order to institute systematic vaccination and graduallty replace the
strategy of campaigns in the health campaign framework.

30. There is preliminary acceptance to carry out, within the PIAS framework, a
nationat sectoral study of the water and sanitation situation that would then
facilitate negotiation of collaborative projects in this field.

31. The executive management of MINSA wishes to coordinate better with cooperation
agencies that carry out health projects in the country, both internally and with
the technical units at its central level, and it hopes to take advantage of these
opportunities for better intersectoral coordination. The creation of interagency
committees is a strategy that was useful in the maternal and child area and the
executive management of MINSA intends to use them in new areas.

32. Among the critical areas and general guidelines of the National Health Policy
and MINSA work strategies for 1995 and 1996, eight priority areas are identified
for technical cooperation, as described in Table No.1.

33. Currently, important cooperation projects are being carried out that support
MINSA decentralization and the development of comprehensive Local health systems.
The World Bank (IBRD) is providing US$6 million to improve primary care in six
comprehensive local health systems, strengthen information systems on essential
drugs, and support hospital reconstruction. The Inter-American Development Bank
(IDB) is providing US$3.5 million to improve hospital management, management of
international cooperation, and for sectoral studies. The United States Agency for
International Development (USAID) is providing US$3 miLlion to strengthen
assistance to women and children in five comprehensive Local health systems and
for MINSA institutional development. USAID is also providing US$2 million under
PL-480 for the development of a comprehensive care model for women and children
in five comprehensive local health systems, for which PAHO/WHO will act as the
executing agency. The Suedish International Development Authority (SIDA) is
providing US$3 million for a project, to be carried out under PAHO/WHO and UNICEF
for the development of primary care in six comprehensive local health systems. The
German Agency for Technical Cooperation (GTZ) is contributing to the comprehensive
devetopment of a comprehensive local health system. In addition, the Nordic
countries, Japan, Germany, France, Italy, Holland, the European Economic Commnunity
(EEC), and Spain are financing projects in different areas of health such as
pesticides, water quality, maternal and child heaLth, cholera, malaria,
maintenance and repair of equipment, and hospital construction.

34. PAHO/WHO will provide technical cooperation in 7 of the 8 national priorities
established by MINSA in its poticy documents. These priorities are closely linked
to the Strategic and Programmatic Orientations for the Pan American Health
Organization, 1995-1998.

35. In priorities 2, 3, 6, and 7, there will be projects that utilize regular
funds of the organization and extrabudgetary funds from other agencies of
cooperation, for which PAHO/UHO will be the executing agency. The collaboration
in priority 6 will have an important component from the MASICA project.

TECHNICAL COOPERATION STRATEGY

36. The strategy of territorial technical cooperation (CTT) will continue to be
implemented with Agreements of Cooperation between the Representatiive Office of
PAHO and the Governing Boards of the comprehensive Local health systems. These
agreements will specify the technical areas and cooperation activities that will
be handted jointty for health sector development. A PAHO consultant will be
assigned to every comprehensive local health system in order to monitor the
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agreement and work as a consultant to the process and as an expert in the specific
program under his or her responsibility in the Representative Office.
Coordination between programs will be fostered within the framework of national
development processes in the country, and technical support will be provided for
the work of the Governing Boards of the comprehensive Local health systems, the
National Council, and the municipal office jurisdictions.

37. Interagency coordination will be another important strategy, given the great
quantity of important projects in the country. Collaboration with the central
level of MINSA will focus on the three institutional development priorities set
for the next biennium: implementation of the model of comprehensive care for women
andchildren; control of epidemics, geared toward reducing morbidity and mortality
from comrunicable diseases; and extension of health provisional services.

38. The formulation of standards, plans, and policies and human resources training
will be the functional approaches that will receive special importance in the
strategy of cooperation at this management Level. Another functional approach will
be the dissemination of information directed at general health promotion and
protection, which will be taken up in alt the cooperation programs.

39. The economic situation of the country makes it necessary to continue to
mobilize additional internal and external resources for the health budget. MINSA
capacities at the central and local Level for the formulation, monitoring, and
evaluation of projects and the analysis of investment priorities will be
strengthened. Work will continue with both the National Assembly and MINSA to
strengthen the legal framework of the national health sector and facilitate access
to information on health legislation in other countries.

NATIONAL PRIORITIES FOR PAHO'S TECiNICAL COOPERATION

The following are the national priorities for PAHO'S Technical coorperation:

1. Sectoral analysis for the development of national health policy and the
mobilization of national and international resources for the institutional
development of the health system.

2. Development of MINSA capacity to formulate standards, regulate and provide
technical assistance to public and private services, and inprove coverage and
quality of care, with emphasis on services for women and children.

3. Support for comprehensive local health systems for strategic health management,
especially the analyses of health problems and information management, development
of the staff service network, and performance analysis.

4. Formulation and development of a national policy for drugs, their most rational
use, the greatest efficiency of supply systems, and qualitative development of
pharmaceutical services.

5. Development of health promotion and protection based on community
participation, information, education, and the promotion of healthy practices.

6. Promotion of a more propitious environment for health, by improving the
institutional capacities for the protection of ecosystems and provision of basic
sanitation services.

7. Improvement of capacities for analysis and implementation of comprehensive
actions for the control of epidemics, especially of vector-borne diseases,
diarrheal diseases, cholera, and AIDS.
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Obiectives

PROJECT 1: PUBLIC POLICIES AND HEALTH

PURPOSE

To strengthen MINSA capacities to formulate and evaluate health policies.

EXPECTED RESULTS

1. National health policies will be debated with the civilian population and
incorporated into the health plans of comprehensive local health systems.

2. The main areas of a legal framework for health policies wilL be developed.

PROJECT 2: DEVELOPMENT AND MANAGEMENT OF NATIONAL HEALTH POLICIES
AND PROGRAMS

PURPOSE

Contribute to the development of programs and projects to improve health and the
environment within the framework of national policies and SPOs.

EXPECTED RESULTS

1. A national action plan for phase III of ISCA will be executed.

2. Sectoral studies will be performed within the framework of the national plan
of environment and health investments.

CTOS BIENALES

1. A methodology will have been applied in 1996 to monitor and evaluate MINSA
health policy performance.

1. National annual meetings will have been held to analyze policy implementation,
problems, and alternative solutions.

2. Local planning and programming methodology will have been reformulated in 1996.

3. Annual meetings will have taken place to analyze women's health policies and
problems.

1. A general health law and rules of procedure will have been prepared in 1997.

2. A technical information system on health legislation will have begun operating
in 1996.

1. The Representative Office and MINSA will have put a functioning system in place
to control and monitor projects.

2. MINSA will have prepared and circulated a national health plan.

1. At Least 4 cooperation projects will have been presented and negotiated with
cooperation agencies.

2. Coordination and monitoring mechanisms of ISCA will have been in operation and
evaluated annually (RESSCA, COMISCA and COCISS).

1. Health investment systems will have been operating under defined standards and
procedures.

2. The sectoral study on water and sanitation in the country will have been
completed.

NICARAGUA

Indicators
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Objectives

3. The technical and administrative capability of PWR will be strengthened in
relation to the global strategy of cooperation.

PROJECT 3: BIOMEDICAL AND PUBLIC INFORMATION AND TRENDS

PURPOSE

680

Indicators

1. Automated technical and administrative systems for the control of the
Territorial Technical Cooperation will have been functioning in the
Representation.

2. A project formulation and evaluation system will have been functioning on the
basis of sector priorities.

3. Annual agreements of cooperation will have been established with every
co<mprehensive Local health system.

1. Social health indicators to monitor changes in the health condition of the
population will have been used in the comprehensive Local health systems in 1996.

To have effective information systems for epidemiological analysis, surveillance
of changes in the population, and health hazards.

EXPECTED RESULTS

1. Methodology of epidemiological analysis will be developed and witl be operating
systematically at the Local level.

2. The scientific technical information network will be developed.

PROJECT 4: TECHNICAL COOPERATION AMONG COUNTRIES

1. One hundred percent of the situation rooms in the comnprehensive local health
systems will have been operating with a methodology for epidemiologicaL analysis
by the end of 1997.

1. ALL the comprehensive Local health systems and hospitals will be connected to
the INTERNET by 1996.

2. Semiannual and annual publication of epidemiological surveillance records will
have taken place.

1. Morbidity and mortality of communicable diseases will have been reduced in the
comprehensive local health systems, especially at the borders.

PURPOSE

Improve prevention and control of communicable diseases at the borders and
increase the capacity of laboratories to diagnose tropical diseases.

EXPECTED RESULTS

1. Epidemiological information will be exchanged and systematic joint programming
of communicable disease interventions will take place with Honduras and Costa
Rica.

2. New diagnostic techniques of virology, bacteriology, and immunohematology will
be established and routinely practiced in MINSA laboratories.

1. A bulletin of epidemiological information will have been regularly published
by both countries in 1996 and 1997.

2. Channels of communication will have opened between the local health management
of Nicaragua and its neighbors Honduras and Costa Rica during 1996 and 1997.

1. Diagnoses of Dengue with serotype isolation will have been carried out in the
country.

2. There will have been an increase in the reliability of laboratory diagnosis of
principal tropical diseases.



Obiectives

PROJECT 5: ORGANIZATION AND MANAGEMENT OF HEALTH SYSTEMS BASED ON
PRIMARY CARE

PURPOSE

Development of MINSA capacities to regulate the sector within the framework of
decentralization and Local development processes.

1. Local level management personnel will master instruments of strategic health
management.

EXPECTED RESULTS

2. A quality assurance program wilt be functioning in the health system.

3. Knowledge of health service coverage and service network regulation in the
comprehensive Local health systems will be completed.

4. Access of the indigenous population to health services and to sanitary
information will increase.

PROJECT f: ESSENTIAL DRUGS

PURPOSE

The country will have uith a national drug policy that promotes the use of generic
drugs in coordination with the other Central American countries.

EXPECTED RESULTS

1. A review of the Registry of Drugs will remove from the market unnecessary,
ineffective, or unsafe drugs, and eliminate improper associations.

NICARAGUA

lndicators

1. Standards and regulations for the reorganization and operation of service
networks based on decentralization will have been put in place in every
comprehensive local health systems by 1997.

1. Seventy percent of local management personnel will have been trained in
strategic management.

2. Priority health problems and intervention plans for 60% of the municipalities
will have been defined.

1. Qualification standards for different types of establishments wfill have been
made available.

2. Fifty percent of the hospitals of the country will have initiated the
accreditation process.

3. ALL the comprehensive local health systems will have prepared a plan of total
quality for health services.

1. A study on the coverage of public and welfare services uill have been carried
out and published in 1997.

2. MINSA health establishments will be registered in 1996.

1. Educational materials in the Miskito Language on principal Miskito health
problems will have been prepared and distributed.

2. A model of comprehensive care for women and children wilt have been inplemented
in 1996 in health centers that serve the indigenous population.

1. A national policy of generic drugs will have been approved and published in
1997.

1. An automated system of drug registration, SIAMED, will have operated with up-
to-date registries connected through the Central American Network in 1997.

2. Central American pharmacologicaL standards will have been published in 1996.
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Objectives

2. Standardization criteria for the network of pharmaceutical services will be
available and used in public and private sector establishments.

PROJECT 7: HUMAN RESOURCES FOR HEALTH

PURPOSE

Contribute to the ongoing inmprovement in the quatity of health services through
the development of human resources in Health.

EXPECTED RESULTS

1. Methodology for applied institutional analysis and operational groups will be
created.

2. The national system of education of health personnel will be reformulated and
mltidisciplinary groups will carry out the analysis of human resources
devetopnent.

3. The School of Public Health will improve the courses in education, training,
research, and technical assistance offered to the institutions of the sector.

PROJECT 8: HEALTHY BEHAVIOR AND MENTAL HEALTH

PURPOSE

Contribute to the development of a sustained policy of health promotion focusing
on healthy lifestyles.

EXPECTED RESULTS

1. Coordination among actors concerned with health work will improve at the local
level through the commitment of healthy municipios.

2. Increase in actions for prevention, education, treatment, and rehabilitation
of addicts.

Indicators

1. The criteria for the accreditation, organization, and operation of the network
of pharmaceutical services will have been discussed in 1996 in the 19
comprehensive local health systems.

2. The methodotogy for using indicators to monitor and evaluate pharmaceutical
services will have been published and utilized by MINSA by the end of 1997.

1. Human resources policies of MINSA will have been debated in national forums by
1991.

2. Multidisciplinary groups will have been formed and undertaken work on the
transformation of health services and human resources by 1977.

1. A methodology will have been presented and discussed in the MINSA in 1996.

2. Operational groups will have been established in every conprehensive local
health system and in 50% of the institutions of the sector in 1997.

1. Fifty percent of teaching personnel will have been trained in human resource
management by 1997.

2. Fifty percent of the curricula will have been oriented toward current and
future needs of corresponding public health by 1997.

1. Ad hoc interdisciplinary groups of the School of Public Health will have been
formed and will function systematically by 1997.

2. The availability of services in education, training, research, and technical
assistance will have increased by 50%.

1. Morbidity indicators related to healthy lifestyles wiil have fallen by the end
of 1997.

1. Thirty percent of the municipios will have been incorporated into the strategy
by the end of 1997.

2. Self-help groups will have begun to function in 50X of the municipios by 1997.

1. A proposed National Health Act with articles clearly advocating healthy
Iifestytes wilL have been prepared.
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Indicators

2. A reference center for problems of addictions will have been created at every
comprehensive Local health system.

PROJECT 9: COMMUNICABLE DISEASE CONTROL

PURPOSE

Local management will increase its resolvent capacity to analyze and control the
principal communicable diseases.

EXPECTED RESULTS

1. Programs to treat malaria and other tropical diseases will be integrated into
the comprehensive Local health systems and information systems and epidemiological
surveillance will be developed.

2. Prevention and control actions based on the intersectoral approach and
community participation will increase.

3. Programs for tuberculosis, Leprosy, and other communicable diseases will be
integrated into comprehensive local health systems and the cure rate will improve.

4. Health personnel will manage more appropriately the rabies cases and zoonosis
control.

PROJECT 10: ENVIRONMENTAL HEALTH

PURPOSE

Make the sanitation inspection system an effective means of reducing health risks
derived from inadequate basic sanitation and environmental contamination.

1. The rates of morbidity and mortality of communicable diseases will fall by
1997.

1. Standards and procedures of control and epidemiological surveillance will have
been put in operation in 100X of the priority comprehensive Local health systems
in 1997.

2. An information system for malaria and other tropical diseases will have been
incorporated into the national system of epidemiological surveillance in 1996.

1. One hundred percent of the priority municipios will have been trained in case
management and control and monitoring of malaria and other VBDs every year.

2. Four-month programming by objectives, costs, and evaluation will have been done
in 70% of the municipios in 1997.

1. Supervision will have shortened the first phase of treatment for new
bacilliferous cases for patients with serious forms of tuberculosis.

2. Standards and local procedures of control and epidemiological surveillance will
have been developed and put into operation in 100X of the comprehensive Local
health systems.

3. An information registry system for tuberculosis, Leprosy, and rabies will have
been incorporated into the national system of epidemiological surveillance.

1. A national rabies center will have begun functioning in Managua.

2. One hundred percent of the conprehensive Local health systems and priority
municipios will have received training in appropriate management of rabies and of
zoonosis cases.

1. MINSA will have signed work agreements in the area of environmental
conservation with other institutions and these will have been evaluated regularly.

2. Legal enforcement of widespread standards of sanitation will have taken place.

NICARAGUA

Obiectives
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Obiectives

EXPECTED RESULTS

1. Framework for an environmental protection program (Program of Sanitation) wiLL
be prepared and wilt function systematicaLly at the Local Level.

2. Information on sanitation wiLL be incorporated into the epidemioLogicaL
analyses done at the Local and national Levels.

Indicators

1. AlL the sanitation offices of the comprehensive local health systems wiLL have
received training and will have applied orientations, strategies, and actions
within the framework for the environmental protection program.

2. Regulations will have been in place for at least 6 areas of the Law of Basic
Sanitary Provisions (Decree Law 394).

1. The sanitation information system will have been validated in three
comprehensive Local health systems.

2. The methodology to use information on sanitation in epidemiological analyses
wiLL have been introduced into all of the comprehensive Local health systems.
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NORTHERN CARIBBEAN

HEALTH SITUATION

Demography

1. BERMUDA: The estimated population at the end of 1991 was 58,460. The annual
growth rete is approximately 1X and 67% of the population is over age 21.

2. CAYMAN ISLANDS: The Cayman Islands are comprised of three islands with a
combined population of 32,700 (mid year 1994). These islands are located about
500 miles south of Miami, Florida. Life expectancy at birth is 77.1 years. In
1994 the birth rate was 16.3 per l,000 population.

Heelth status indicators

3. BERMUDA: In 1992 the infent mortelity rate for Bermuda was 8.8 per 1,000 with
a life expectancy of 78 years for females and 70 years for males. 90% of infants
weigh over 2,500 grams at birth and 90% of all children are on or above weight for
age.

4. Road traffic accidents are a major cause of morbidity and mortality, although
the occurrence of these are on the decline. In en effort to lower the accident
rate, safety campaigns are being launched and alcohol analyzers introduced.

5. In 1983 the mortality rate per 1,000 live births was 10.9. Obesity is
recognized as a public health problem.In 1992 the infant mortality rate per 1000
live births was 8.8.

6. CAYMAN ISLANDS: The leading cause of death are diseases of the circulatory
system, malignancy accidents and poisoning and diseases of the respiratory system.
The exact prevalence of diabetes and hypertension is not known but it has been
estimated that l in every 4 adults attending clinics has either one or both of
these conditions. In 1994 there were 150 deaths in Grand Cayman and Cayman
Islands, of whom 25 were visitors.

7. The overall number of accidents occurring in the country is not known. It is
estimated thet most ere due to increased road traffic accidents, many of which are
alcohol related.

8. Increasingly alcohol and drug abuse are recognized es related factors in mental
health cases.

9. Sexually transmitted diseases - particularly gonorrhoea and syphilis are a
significant problem. The incidence of gastroenteritis in children under 5 years
of age is very high.

10. In 1993 98% of children were immunized for diphtheria, whooping cough and
tetanus. The immunization coverage were for 97.2X% for MMR, 99.3X for BCG and
92.6.1% for Haemophilius, Influenza B Vaccines.

Factors affecting health status

11. BERMUDA: A quality of life survey conducted in 1984 indicated en overall
satisfaction with the health services. The impact of these services is evidenced
by the low infant mortality rate indicated above and the life expectancy rate.

12. In the area of environmental health, there is growing concern over oil
pollution of beaches, ground and water pollution by pesticides and automobile and
airplane emissions.

13. Drinking water is obtained from individual roof catchment water collection and

storage systems -other sources of water are the Government-controlled fresh water
reservoirs end hotel desalination plants.

14. Individual household cesspits, septic tanks and aeration plants are the main
types of excrete disposal systems. Pollution control regulations are under
review.

15. Collection and disposal of solid wastes are cerried out by the Public Uorks
Department.

16. Nutrition education programs are at present being instituted in primary and
secondary schools. A preventive dental care program provides fluoride treatment
for children.

17. The health services are considered to be adequate, available and accessible
to all the population. Hospital insurance is compulsory for all employed persons.
Costs are borne equally by employers and employees. Health care is provided by
the Government and the private sector. Population groups designated for special
attention include mothers and infants, school-age children and the elderly.
School children receive free treatment and hospitalization of persons over age 65
is 75-100% subsidized.

18. Following identification of areas of need, the Government initiated a program
to provide services for the elderly end evaluated the public schools program.

19. CAYMAN ISLANDS: In the area of environmental health, a collection and disposal
of solid waste system is in operation. Sewage treatment plants for large scale
establishments and septic tanks for similar units are the methods used for excreta
disposal.

20. Sanitary conditions and water quality in restaurants and other food handling
establishments are routinely monitored. Animals slaughtered for local consumption
are examined ante- and post-mortem.
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21. In the areas of maternal and child health, the Government carries out a
rigorous immunization programne offering EPI, oral polio MMR and Haemophilius
Influenza B vaccines. Health education on immunization is given at pre - and
post-natal clinics as well as through the media.

Plans and priorities for national developnent

22. BERMUDA: The National Health Policy emphasizes maternal and child health,
health of the school-age child, community nursing for the elderly, dental health,
control of communicable diseases, mental health and the treatment and control of
alcohol and drug abuse. The Ministry of Health and Social Services has adopted
Health For All By The Year 2000 as a major goal and is pursuing policies congruent
with the regional strategies for attaining this goal.

23. The Ministry of Health and Social Services has responsibility for health
planning, programming, budgeting and evaluation. A Ministerial Joint Planning
Committee reviews aell major expenditures for public health hospitals and social
services programs. There is, however, no central planning agency. The budgeting
process has been decentralized to involve program managers more fully.

24. The Department of Health is responsible for public health, disease prevention
and health promotion services. There is a significant private and semi-private
sector consisting of general practitioners and hospital services.

25. The health information system is being expanded and attempts are being made
to integrate all information sub-systems, including the development of central
case registers.

26. The Department of Health has participated in a number of inter-disciplinary
comnittee activities on health education, water supply, sewage, health care costs
and program development. Inter-Ministry projects on youth, health education and
child development are ongoing.

27. The strategy of community participation still needs to be developed more
significantly.

28. The Government supports technical cooperation among countries.

29. CAYMAN ISLANDS: At the end of L993 the law governing the health services
Authority to have responsibility over government health care was repeated. This
reverted the health services to departmental status. The health policy of the
country is based on the recognition that access to good health is a fundamental
universal right. The objective is to provide adequate, available and appropriate
health services to the entire population by the year 2,000. Strategles to attain
these goals include expanding primary health care services and enphasiting
preventive services, community care and health education, and increasing the
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levels of training for health personnel. Priority will increasingly be given to
care of the elderly, the mentalty ill and those with alcohol and drug probtems as
well as to the acutely ill. All this is carried through a vigorous national
health promotion programme which is quite pervasive.

30. Although there is no social security system in the Cayman Islands, within the
Oepartment of Social Services there is a general welfare system that provides free
medical care for welfare cases. Services are geographically accessible to all,
through an integrated primary-secondary care network that includes a central
hospital and outreach clinics in each district.

31. A wide variety of community groups are involved in health programs.
Similarly, health education activities in the communities are arranged in
consultation with church groups, voluntary agencies and community groups.

32. The Government gives some attention to health manpower development by granting
ad hoc training scholarships and making assistance available to employees seeking
further education.

33. Alternative methods of financing the public health services now being
considered are direct payment by patient or a national health insurance plan, or
a combination of both. Presently the Goverrnment has embarked upon strategic
planning for Health Services as well as Drug Abuse Prevention and Rehabilitation.

TECHNICAL COOPERATION STRATEGY

34. BERMUDA: The capacity for epidemiological surveillance in Bermuda will be
strengthened through the development of policies, plans and norms and the
upgrading of skills of investigation and monitoring disease trends with technical
support from CAREC.

35. Manpower development will be strengthened through training of health personnel
locally and overseas and by way of attachment to services in other countries,
utilizing the Technical Cooperation among Countries approach.

36. Health information systems and disaster preparedness will be strengthened
through consultations from local PAHO staff specialists.

37. CAYMAN ISLANDS: Technical cooperation from PAHO in response to the country's
national priorities will require direct technical cooperation for technical
support from CAREC and increased promotion of CCH and TCC assistance, as well as
direct support from country staff.

38. Mobilization of resources will entail utilization of TCC resources for
attachment in the areas of food microbiology. Training of health staff will cover
areas such as food safety, public health nursing and management.

39. Development of policies, plans and norms will relate to environmental health
and health promotion.



NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. (Bermuda) Strengthening of epidemioLogicaL surveillance.

2. (Bermuda) Strengthening of manpower development.

3. (Bermuda) Improving the efficiency of the Health Information System.

4. (Bermuda) Supporting preparation of disaster preparedness planning.

5. (Bermuda) Supporting environmental health.

6. (Cayman) Strengthening detivery of pharmaceutical services.

7. (Cayman) Support HIV/STD Prevention and Control.

8. (Cayman) Strengthening of manpower devetopment.

9. (Cayman) Improving efficiency of H.l. System.

10. (Cayman) Strengthening of the capacity for epidemiologicaL surveillance.
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Obiectives

694

Indicators

BIENNIAL PROJECTS

PROJECT 1: DEVELOPMENT OF HEALTH SERVICES

PURPOSE

(BERMUDA): Improve the efficiency and effectiveness of the health service delivery
in the priority areas identified.

EXPECTED RESULTS

1. (BERMUDA) Management of the information system improved.

2. (BERMUDA) Monitoring of water quality improved.

3. (BERMUDA) Disaster preparedness plan reviewed.

4. (BERMUDA) Delivery of geriatric care/services enhanced.

5. (BERMUDA) Increased immunization coverage.

6. (BERMUDA) Public awareness re prevention of STD/AIDS enhanced.

1. Programme Budgeting Approach used by 1997.

1. (BERMUDA) 10 Programme managers of the primary and secondary health care
trained in the management of Information.

1. (BERMUDA) Water quatity standards developed by 1997.

1. (BERMUDA) By the end of 1997 Disaster preparedness Plan reviewed and
recommendations provided.

1. (Bermuda) Management plan for lefroy house developed by 1997.

1. (Bermuda) CCH targets achieved by 1997.

1. (Bermuda) Measures re prevention & control of STD/AIDS in place by end 1997.

7. (BERMUDA) Efficiency of dental health services improved. 1. (BERMUDA) Operationat plans for 1996197 developed.



Obiectives

PROJECT 2: DEVELOPMENT OF HEALTH SERVICES

PURPOSE

1. A number of fellouships awarded in Environmental Health, Dental Health and
Health Promotion by 1997.

(CAYMAN) To strengthen Health Services Development in the areas of Technical
Expertise, Environmental Health, Dental Heatth and the Health Promotion Approach.

EXPECTED RESULTS

1. (CAYMAN) Delivery of Pharmaceutical services enhanced.

2. (CAYMAN) Human resource capabilities strengthened.

1. (CAYMAN) Procedures/Guidetines developed in respect of delivery of
pharmaceuticat services, primary and secondary health care by 1997.

1. (CAYMAN) 10 Fellowships awarded in EPI surveiltance HIV/STD prevention, Food
safety, Nursing, Midwifery and Health information by 1997.

NORTHERN CARIBBEAN: BERMUDA, CAYMAN ISLANDS

Indicators
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_______________________________________________-- ___________________ ---- -- --- --- ____------____- _-- ___ __ ___ ___--------_______

PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_____________________ ________ ----__ _ _ _- ______ -- - -- - -- - -- --- --_------ _ _ _ _-- - - - - ---- ----__ _ ---__ _-- ---__ _ _-__-___ _ _ _ _ _

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
mmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmm

95,300 100.0 104,500 100.0 114,900 100.0
.......mm mm.... .....m ..... mm ........... .....

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

95,300

95.300

100.0 104,500

100.0 104,500

100.0 114,900 100.0

100.0 114,900 100.0

GRAND TOTAL 95,300 100.0 104,500 100.0 114,900 100.0
..................................... ..... ................................................

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

X OF X OF X OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

VI. DISEASE PREVENTION AND CONTROL
.................. ...........

37,300 100.0 0 - 0
mmmmmmmmmmm mw11 mm ~ 3~1P mmm tmmmn mmBmm11 I mm mm m m

CONTROL OF COMMUNICABLE DISEASE

AIDS GPA

37,300 100.0 0

37,300 100.0 0

GRANO TOTAL 37,300 100.0 0 100.0 0 100.0
m_ _ _ _ _ _ _ _ _ _ s a- _-n a _ _ -5 a * - _ --5 - ---. --- -- -- _ _ _ _ _ _ _ _ _ _

…~~~~~~~~~~~~~~~~m m m m m m m m m m m m m m m m m m m m m m

0O -

O _
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ALLOCATION BV OBJECT OF EXPEÑNITURE - PAHO ADN WHO REGULAR FUNDS-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL.
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1994-1995

PAHO - PR

TOTAL

X OF TOTAL

1996-1997

PAHO - PR

TOTAL
.....

X OF TOTAL

1998-1999

PAHO - PR

TOTAL

X OF TOTAL

95,300

95,300
mm..........

100.0

104,500

104.500
iiiiiiiii...........

100.0

114,900

114,900
1.........0

100. O

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

$ $

0

......

O

o

o

......

O

O

...-..

0

o
0

......i

O

O

.0

0

0
...........

.0

...........

.0

15,300

15,300
m..........

16.1

15,000

15,000

14.4

15,000

15,000

13.1

17, 300

17,300

18.2

19,700

19,700

18.9

22,700

22,700

19.8

FELLOWSH PS

$_ _ _ _ _

20,000

20,000
...........

20.9

22,000

22,000
...........

21.1

22,000

22,000

19. 1

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

19,800

19,800

20. 8

22,900

22,900
..........

21.8

26,500

26,500

23.0

8,100

8.100
..........

8.5

90,400

9,400
..........

9.0

10,800

10,800
..........

9.4

GRANTS OTHER

$_ _ _ _ $_ _ _ _ _

O

O

.0

O

.0

O

O
.___..__.0

.O

14, 800

14, 800

15.5

15,500

15,500
...........

14.8

17,900

17,900

15.6
_ _ _
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PANAMA
HEALTH SITUATION

Demography

1. Panama has an estimated population of 2,631,013 in 1995, with an annual growth
of 1.9%, and by the year 2000 it will have close to an estimated 3 million
inhabitants. Fifty-four per cent live in urban areas and 51% in the Province of
Panama. The country has an area of 75,512 km2, and its population density is 34.8
inhabitants/km2. The average number of people per household is 4.69; for each 102
men there are 100 women, 22% of whom are heads of household. The median age of
the population is 22 years, 33.0% is under 15 years and 3.3 over 65 years.

Health Status Indicators

2. Life expectancy at birth was 72.8 years in 1993. For that year, registered
infant mortality was 24.7, with a neonatal rate of 15.2 and a postnatal rate of
9.5. Mortality in children 1-4 years of age is 1.4 per 1,000. Maternal mortality
is 0.5 per 1,000 births. Total mortality is 5.2 per 1,000. In 1992, severe
malinutrition affected 7.1% of children 1-5 years of age, and 31.1% suffered from
some degree of malnutrition; 24.4% of first-grade schoolchildren exhibited
physical growth retardation. Micronutrient deficiencies are also a serious
problem; the prevalence of nutritional anemia is 18.6% in preschool children and
between 22% and 38.6% in pregnant women. Endemic goiter affects 13.2% of the
population and there is one region where this figure is 23.2%. Vitamin A
deficiency (< 30 mcg/dl) is 29.4%. The leading causes of infant mortality are:
perinatal causes, congenital abnormalities, diarrhea, pneumonia, and malnutrition.
Cardiovascular problems, myocardial infarction, arterial hypertension, accidents,
cancer, and other chronic problems are the most prominent on the list of 10
leading causes of death in the general population. As of 1994, 759 cases of AIDS
have been diagnosed, and there has been an increase in AIDS among heterosexuals
in recent years. Of the total cases, 438 have died.

3. In the final months of 1993, an epidemic of classical dengue broke out in the
area of San Miguelito. Since the rainy season of 1994, the national indexes of
Aedes aegypti infestation have been confined to around 2.3%. There were a total
of 784 confirmed cases up to mid-October 1994, limited to the Province of Panama.
As of 1992, there was an increase in cases of malaria with two principal foci:
one in the Region of Darién, with 593 cases, and another one in the Region of
Bocas del Toro, with 589 cases. In the latter region there has been an epidemic
outbreak of whooping cough.

4. Cholera broke out in September 1990, causing nearly 800 cases and 20 deaths in
1991 and some 2,300 cases with 48 deaths in 1992. No cases have been reported
since February 1993.

Factors Affecting Health Status

5. In 1990, around 85% of homes were served with drinking water and 86% had at
least basic sanitary infrastructure. In rural areas, in communities of less than
1,500 inhabitants, the coverage of those services was 62% and 72% respectively.
The quality of these services is poor: there are frequent service breakdowns and

water quality is not monitored; wastewater is not properly treated. Solid waste
management faces problems of lack of human and financial resources.

6. One out of every four children shows significant growth retardation by the age
he or she enters school. Unemployment is 20%. With regard to nutrition,
information contained in the food balance sheets shows the growth of caloric and
protein availability from 1960 to 1985 to be even higher than international
recommendations. Between 1986-89 this trend was reversed, with a drop in the
availability of calories (-20%) and of proteins (-15%). The basic food basket has
a monthly average cost of $214 for a family of five, a figure which exceeds the
minimum wage ($175.00). This means that basic needs for food, housing, education,
health, etc. are not being met for 50% of the population, and that for 27% not
even dietary needs are being covered (critical poverty level).

7. Following the restoration of normal relations with the IFIS, the previous
Government announced an unprecedented economic growth of 9.5% per annum, but no
positive changes have yet been reported in the social indicators, such as
unemployment and poverty.

8. Maternal and child programs have shown low coverage especially among
preschoolers, school-age children, adolescents, and in prenatal care. There has
been little participation of the community or of the nongovernmental sector, and
limited coordination with other public sector institutions.

9. Health service coverage is on average high (approximately 50% of the population
is covered by Social Security Fund services). However, due to lack of resources
and problems in the organization of services, the quality of care is far from
ideal. The same is true of the coverage of water supply and excreta disposal
services.

10. Plans and priorities for national health development: The health policy and
strategy guidelines document drawn up by the Government for the period 1994-1999
establishes the basic principIes of the health system within the general framework
for action. These relate to: interaction between the individual and the
environment and health as a basic right of every citizen; maintenance and
improvement of health depends on a balance between the responsibilities of
individuals, the family, communities, the public authorities, and society as a
whole; equity in health, in which the State guarantees that the health model will
reduce the inequalities generated by economic, geographical, cultural, and ethnic
exclusion through adequate access to health services; and health as a common
cause, through involvement of the people, communities, organizations, and public
and private institutions.

11. The objectives of the health system are: to reduce the health hazards of
population groups and individuals, seeking gradual universalization of health
services; to diminish existing inequities in health care; to ensure the production
and productivity of health services; and to develop policies and strategies
designed to protect the physical and biological environment.
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12. Starting from the general framework for action, its basic principies and
objectives, a series of Lines of work have been identified that will chart the
course of health management and technical cooperation.

13. Sector reform and development will include sectoral analysis, the
comprehensive network of local services, management and information, the training
of leaders and managers, and linkage of the University to the health of the
population.

14. In disease prevention and control, the struggle against dengue, control of
rabies and tuberculosis, and actions to prevent HIV/AIDS will take priority.

15. In the promotion and protection of the environment, actions will focus on the
conponents of water and solid waste, as well as workers' health.

16. Special attention will be paid to the health of indigenous peoples.

17. In health promotion and protection, priority will be accorded to the "Healthy
Municipios" initiative, the prevention of hypertension and cardiovascular
diseases, mental health, health education, maternal mortality, nutrition, oral
rehydration units, and salt fluoridation.

18. The information media will be activated as a strategy to support all technical
cooperation initiatives and programs.

19. Furthermore, the active participation of the country in subregional
initiatives at alt Levels and in all institutions wiLL continue to be promoted.

National priorities for technical cooperation

20. The government has identified the following priority areas: strengthening of
the Leadership of the Ministry of Health; development of the primary care strategy
and promotion of the Local health systems proposal; consideration and development
of environmental health programs; promotion of health programs among specific
population groups; development of individual capacity and responsibility for a
better quality of Life; strengthening of community participation; improvement in
the use of budgetary sources; human resource development; promotion of health
research.

TECHNICAL COOPERATION STRATEGY

21. The epidemiological, demographic and socio-sanitary characteristics of the
country that are most important in defining the priority areas for technical
cooperation are the following:

22. In social adaptation, the increase in violence and abuse against women,
adolescents and children; the increase in accidents, injuries, and other causes
of violence among the young and young adult population; and the increase in
alcoholism, drug addiction, and mental health disorders.

23. In physical health, the persistence of high rates of perinatal, infant, and
maternal morbidity and mortality; the increase in unwanted pregnancies among

adolescents; and the increase in cardiovascular and degenerative diseases and
cancer in the adult population.

24. With regard to public health, the increase in sexually transmitted diseases,
especially AIDS; the increase in occupational accidents; the persistence of high
rates of malnutrition; the increase in tropical diseases, especially dengue and
leishmaniasis; the increase in incidence of tuberculosis; and the high indexes of
oral morbidity, especially in the school-age population.

25. In environmental health, the increase in water pollution; air pollution; and
inadequate solid waste management.

26. With regard to the organization of services, there has been a decline in the
installed capacity of the system; lack of integration and, as a result,
duplication of services by the Ministry and Social Security; limited integration
of medical training; lack of active and critical involvement of the community;
insufficient production and contribution of research; and lack of health promotion
and prevention actions.

27. In terms of institutional development, there is a clear lack of managerial
capacity and inadequate advancement of the decentralized model; insufficient
expansion of health education; and limited development of an information system.

28. The National Government that came to power for the period 1994-1999 identified
the priorities for social development accompanied by economic growth, with a view
to entering the 21st century with better standards of Living for the population,
and guaranteeing adequate health conditions for the people and the environment.

29. As a result, the technical cooperation strategy will be geared towards several
aspects that represent priorities for the health of the Panamanian population:

30. With regard to society, the environment and development of health services,
strengthening of the leadership of the Ministry of Health and modernization of the
National Health System will be supported to ensure that the health plans and
programs are carried out, promoting coordination within and between sectors, as
well as incorporation of the health issue into matters of national concern.

31. Emphasis will be placed on the development of Primary Care as the central
strategy of the model, based on promotional and disease prevention actions
targeted to individuals, the family, the community, and the environment. The
national proposal for development and strengthening of the Local Health Systems,
at the Level of districts and commissioner's offices, will be promoted, and areas
of consensus with the Social Security Fund and other sectors involved in the
process will be sought.

32. The consideration and development of environmental health programs will be a
fundamental paert of the cooperation, in order to achieve, jointly with other
sectors, the conservation of natural resources and preservation of the
environment. Within this line, different approaches must be developed for the
adoption of technologies that are appropriate to the Local sociocultural and
economic conditions. They will be based on the guidelines of UNCED-92 and uill
be geared to promotion of a Sustainable Development Model in PIAS.

33. Another priority feature of the strategy will be the promotion of health
programs among specific population groups, including workers, the elderly,
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adolescents, children, and women. As a result, the development of healthy
behaviors will take priority over disease control in advancing the concept of
quality of life.

34. The participation of civil society and governmental and nongovernmental
institutions is deemed imperative to develop the democratic character of health
system management. Therefore, community participation in health promotion,
prevention, care, and management will be stepped up. In addition, within these
guidelines, the information media will become a fundamental tool for the entire
process.

35. The achievement of greater equity, based on the concept that a healthier
population can yield positive results for the national economy, entails support
for inmprovement in the use of ordinary and extraordinary budgetary sources, as
well as improvement of the cost-effectiveness of health institutions. Moreover,
PAHO will actively participate in the planning and implementation of projects
arising from loans or donations for the sector. Cooperation will be important to
ensure the availability of an information system that meets the needs of the
health system.

36. With regard to human resource development, the new roles to be performed by
personnel will be considered, particularly in the context of sector reform, as
will the Ministry of Health's new role in order to strengthen its Leadership
capacity. The country needs a new critical mass of Leaders. Hence the University
as a whole will receive attention to mobilize its scientific and technical
potential in relation to the health of the population.

37. Another aspect to consider in the cooperation is the promotion of research in
the field of health and the dissemination of information and scientific and
technical knowledge pertaining to health. There will be an emphasis on training
research personnel.

38. Cooperation through the TCC and active participation in the subregional
initiatives will be a priority.

39. In order to tailor the technical cooperation to the needs and priorities of
the country, the Representative Office has been organized into three areas,
namely: Sector Reform, Environment and Health, and Protection and Promotion. In
this way, we consider that the strategic response will result in coherent support
of the health sector and advancement toward its transformation over the next 5-
year period.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION FROh PAHO

1. Development of the national health plans and programs.

2. Strengthening of the Leadership of the Ministry of Health and structuring of
the national system, guaranteeing appropriate development of human resources,
scientific-technical research, and a new financing model for the health sector.

3. Consideration and development of envíronmental health programs aimed at
sustainable development.

4. Strengthening of commnunity participation, healthy Lifestyles, and health
programs among specific population groups.

5. Chronic and communicable disease prevention and control.
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Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: HEALTH IN DEVELOPMENT

PURPOSE

To cooperate with the National Government in the development and management of
national health policies and programs, also supporting scientific research and
information, health surveillance, and the Women, Health, and Development
initiative.

EXPECTED RESUTLS

1. National scientific and technical health information system that contributes
to the compilation and dissemination of scientific data within the framework of
the Health Sciences Information System of Latin America and the Caribbean.

2. To have initiated the organization and academic training of a critical mass of
researchers who are capable of comiíng to grips with world scientific and technical
developments and adapting them to resolve the country's priority health problems,
and who in turn act as promoters of scientific research.

3. To have supported the working process between the Ministry of Health and the
Legislative Body in order to promote the active participation of the latter in the
national health debate, review of current legisLation, and enactment of laws
consistent with sector modernization, health promotion, and development.

1. PLan of operation of the Scientific and Technical Health Information System
approved.

2. Scientific and technological research policies approved to support health
development.

3. Health Legislation approved in the Legislative Body to support the process of
transformation of health in the country.

4. PLan of Action document agreed between the State and civiL society to intervene
in problems affecting the health of women, as a specific and deprived population
group.

5. National policies formulated and approved to render health policies viable.

6. Local planning and programming model based on the analysis of the local health
situation (ASIS) being implemented in the health systems at the district Level.

1. Statistics of participating centers: degree of user satisfaction, use of a
single data processing methodology, information exchange within and outside the
center.

2. Human resource training workshops on use of the LILACS methodology, maintenance
and quality of databases, use of new technologies for accessing information
networks.

3. Analysis of the bibliographic output in health sciences of the national system
at the end of the biennium.

1. Register of researchers in priority areas of health knowledge in the country.

2. Number of young researchers trained in the social, biomedical and basic area.

3. Number of research projects (protocols) submitted for approval to the Research

Program at headquarters in Washington.

1. MINSA-Health Commission of the Assembly Working Group that acts as an advocate
of heaLth-retated Laws.

2. Number of meetings of the health commissions of the Parlacen and Parlatino in

which the Health Commission of the Assembly has participated.

3. Nunber of hemispheric and worldwide databases on healtth LegisLation accessed
by the Assembly at the end of the biennium.
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Obiectives

4. A model for the detection, treatment, and prevention of domestic violence
developed with a focus on women aged 12-49 years, through health regulation
activities and communities selected with joint participation of the State and
civil society.

5. ASIS methodology incorporated as a working instrument for identifying risk
factors and population groups in the local health systems and ranking them by
priority.

Indicators

4. Assembly-BIREME agreement operating so that the Health Commission is
cooperating with the Regional Scientific and Technical Health Information System
during the first year of the biennium.

1. Thirty workshops with their respective agreements and actions taken at the
regulatory Level.

2. Four consultancies and reports prepared and at Least one advisory service for
monitoring and evaluation of project progress.

3. Draft law prepared and reviewed at the end of the biennium.

4. Plan of Action formulated and available for execution in the bienniun.

1. No less than 80% of the health establishments of the MS and the CSS have been
provided with the guidelines on local health situation analysis before the end of
1996.

2. Seventy-five per cent of the MS and CSS personnel responsible for managing,
coordinating, or supervising health services and programs at the regional and
local Level have received training in implementing the guidelines and conducting
health situation analyses before the end of 1996.

3. At Least 80% of the districts considered deprived have carried out their first
health situation analysis, based on the guidelines, before the end of 1996.

4. ALL Health Regions (SIS), implementing the guidelines, have carried out the
health situation analyses of their respective areas-population before the end of
1996.

5. Eighty per cent of the health establishments located in the district capital
and in commissioner's offices of the capital area, in coordination with the MS-
CSS-community and other sector institutions, have drawn up their local planning
and programming of services based on the results of the respective ASIS at the end
of the biennium.

6. Ninety per cent of the MS and CSS establishments meet the weekly reporting
requirement (positive or negative) on diseases under surveillance before the end
of the biennium.

PROJECT 2: SECTOR MODERNIZATION

PURPOSE

To support the development of technical and political processes of negotiation and
consensus-building aimed at the modernization and consolidation of the health
sector, the design and organization of the National Health System and of the
Integrated Municipal Health Systems and their respective models of care, and the
strengthening of the leading role of the Ministry of Health.

1. Political and Legal framework that guides and sanctions the process of
modernization and consolidation of the health sector coordinated and approved
before the end of 1996.

2. Policy directives and strategic guidelines that govern the design and
organization of the National Health System and of the Integrated Municipal Health
Systems defined and concluded before the end of 1996.

3. Basic principles and strategic guidelines on which the models of comprehensive
health care wiLL be based and developed have been agreed upon and established by
the end of the first year of the biennium.

4. National plan of human resource training to strengthen the sector leadership
prepared and agreed upon before the end of 1996.
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Indicators

5. National plan for the development and implementation of the Integrated
Municipal Health Systems approved and concluded by the end of the biennium.

EXPECTED RESULTS

1. The Ministry of Health and Social Security Fund have designed, agreed upon, and
implemented the process of administrative and executive
decentralization/deconcentration within the framework of service integration,
integral response to health problems, community participation, and development of
the Integrated Municipal Health Systems (SISMU).

2. The Ministry of Health and the CSS are part of the process of modernization of
the health sector and, in the course of decentralization and strengthening of the
managerial capacity of the health services, have institutionalized, as a minimum,
the computerized management information systems SIG, SIGLO and SLIM.

3. The National Consolidated Basic Table of Drugs (MS and CSS) by Levels of care
and complexity has been prepared and approved and the plan for strengthening
pharmaceutical services at the local level has been implemented, as an element of
the decentralization and strengthening of the Integrated Municipal Health Systems
(SISMU).

1. Sector analysis reports carried out at the national and regional level
(provincial) available before the last third of 1996.

2. Legal instruments that foster, facilitate, and sanction the process of
decentralization/deconcentration of the health sector (MS and CSS) avaiLable
before the end of the biennium.

3. At least 70% of the MS and CSS personnel responsible for managing health
services and health programs, administering resources, and executing the budget
have received training in strategic planning, administration, and management by
the end of 1996.

4. Methods and strategies for ranking population groups in order of priority and
implementation of specific responses appropriate to their needs available before
the end of the first year.

5. Legal instrument (agreement between MS and CSS) that establishes the terms of
reference and regulates the integration of services and mechanisms of coordination
available by the third semester of the biennium.

1. The Management Information System (SIG) has been installed and is being used
routinely in 80% of MS and CSS hospitals before the end of the biennium.

2. At least 15 modules of the Local Management Information System (SIGLO) have
been installed and are being used in 100% of the SIS and at the central level of
the MS and CSS before the end of the biennium.

3. The Engineering and Maintenance Information System has been installed and is
being used in 80% of the MS and CSS hospitals before the end of the biennium.

4. At least 300 staff members in positions of management, authority, and
administration of hospitals at the regional and central Level have been trained
in the application, use, and interpretation of results of the SIG and SIGLO
systems by the third semester of the biennium.

5. At least 100 staff members of hospitals at the regional and central level have
been trained in the use, application, and interpretation of results of the SIIM
before the end of 1996.

1. National Consolidated Basic Table of Drugs (MS and CSS) prepared and approved
before the end of the bienniun.

2. National Consolidated Basic Table of Drugs by levels of care and complexity and
its respective drug formularies available in 100% of the MS and CSS health
establishments.

Objectives
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4. The Health Contingencies Coordination Office of the Ministry of Health is duly
organized and itsmission, purpose, objectives, responsibilities, jurisdictionand
mechanisms of internal and interinstitutional coordination clearly defined.

5. National Human Resources Program included in the process of health sector
modernization, formulated and available for execution.

PROJECT 3: ENVIRONMENTAL HEALTH

PURPOSE

To strengthen the national abilities to provide adequate basic services of
sanitation, water supply, waste and excrete disposal as well es to improve and
preserve environmental conditions that affect human health as part of the
sustainable development strategy, monitoring the commitments stemming from UNCED-
92 and specifically the principIes set forth in Agenda 21.

3. At least 500 central, regional and local staff members have been trained in use
of the basic tables before the end of the biennium.

4. The shortage of drugs in national and regional hospitats and health centers and
polyclinics has been reduced by at Least 50% before the end of the bienniun.

5. In at Least 90X of the hospitats and health centers and polyctinics there is
a program of education to promote the rational use and prescription of drugs.

1. Pertinent legal instrument (Resolution, Agreement, or other) that officially
creates the Health Contingencies Coordination Office adopted and in effect before
the end of 1996.

2. Standards and Procedures Manual of the Office prepared and approved before the
end of 1996.

3. Human team of the Office duly organized and its respective functions and powers
clearly defined before 1996.

4. Health Sector Contingencies Plan designed, agreed upon and approved by the end
of the biennium.

1. Sub-program of Continuing Education for health sector personnel operating at
the district Level, with em~hasis on management training, health situation
analysis, and information systems, during the first year of the biennium.

2. Local and regional health teams in the 12 health regions trained and app(ying
the performance analysis methodology as a work method in health during 1996.

3. University and Health of the Population sub-program operating in 6 of the 38
extremely poor districts during the biennium.

4. Intra-university working group acting as an advocate of university leadership
in health, promoting the refresher training of teaching staff and review of the
plans in the context of sector modernization.

5. National Information System on Human Resources in Health operating during 1996.

1. Number of projects under execution to support the country in environmental
health: drinking water, construction of latrines, collection of solid waste and
excreta, colltection and treatment of wastewater.

2. Number of instances of interinstitutional coordination functioning
appropriately for achievement of the purpose.

PANAMA

Indicators
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Obiectives

EXPECTED RESULTS

1. Strengthening of the managerial capacity of sector institutions involved in the
areas of drinking water supply, sanitation, solid waste disposal and the
protection of water sources.

2. Strengthening of national decision-making and management capacities in the
field of environmental health.

3. Support for enhanced knowledge and management of problems arising from exposure
to hazardous substances that affect human health, both in natural and work
envi ronments.

4. Incorporation of the organized community into integral environmental management
processes to preserve human health.

5. FolLowing a sectoral analysis, initiation of the formulation, management and
execution of investment projects in water supply, basic sanitation and
environmental protection consistent with the objectives of the Regional Plan for
Investment in the Environment and Health (PIAS).
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3. Establishment of a Permanent Management Training Plan, including areas such as:
information systems, decision-making, evaluation of the technical-administrative
processes, negotiation, leadership, sectoral reforms and manageability, in the
areas of basic sanitation and environmental quality.

4. Increase in the capacity of the Ministry of Health to convene meetings, provide
leadership and guidance in the area of Environmental Health.

5. Formulation and implementation of the National Plan of Investments for the
Environment and Health Sector under the Initiative of the Regional Plan for
Investment in the Environment and HeaLth (PIAS).

1. Working together with the various sector agencies, a proposal prepared and in
execution for a Permanent Management Training Plan.

2. Number of management training courses and/or seminars, participants, and
institutions represented therein.

3. Number of environmental health projects formulated, arranged and approved.

1. Sectors, areas, and interprogram coordination activities of the following
institutions in matters of basic sanitation and environmental quality: MINSA,
CSS, IDAAN, DIMA, INRENARE, IRHE, CONAMA, Universities and NGOs.

2. Number of projects formulated with the support of PAHO, CYASMA and NGOs, and
the outcome of their negotiations with various international cooperation agencies.

3. Activities for monitoring commitments stemming from the Pan American Conference
on Health and the Environment in Sustainable Human Development, with the
involvement of the various sector institutions.

1. Mobilization of technical cooperation from CEPIS, ECO and HEP, in terms of
consultant/months and bibliographic support.

2. Number of courses, participants and institutions on environmental and
occupational toxicology.

3. Establishment of the National Plan for Prevention of risks from hazardous
substances.

4. Development of a National Poison Control Center, combining the efforts of
sector institutions, namely: MINSA, MIDA, CSS, Universities, etc.

1. Nunmber of environmental health activities carried out in the biennium with
community participation.

1. Establishment and operation of the preinvestment fund (FOPAS) with a national
contribution at least the doubte the current level; use by sector agencies and
number of United Nations agencies involved in the operation.
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PROJECT 4: HEALTH PROMOTION

PURPOSE

To help develop the health promotion strategy, by means of increased
dissemination, understanding and incorporation at the Level of the national and
Local authorities, .health workers and the population, that encourages the
development of healthy Lifestyles based on the information media and community
participation, as well as the formulation of public health policies and Laus.

2. Conducting of the sector study on drinking water and sanitation and its
adoption as a regulatory document of sector policy.

3. Interrelationship and coordination of sector agencies in dealing with the
health and environment needs identified.

4. Establishment of a portfolio of basic sanitation investment projects duly
ranked according to priority, with financing and under execution.

5. Establishment and development of the Master Plan of Investments in Environment
and Health with the participation of all sector institutions and under the
Leadership of the Ministry of Health.

6. Number and type of support activities for the sanitation project in the bay of
Panama and its metropolitan area.

1. Percentage of municipios, Localities, or cities with health promotion plans for
individuals and the environment.

2. Number of initiatives developed on policies and/or laws on health promotion.

3. Definition of national reproductive health policies, preparation and
implementation of a program for that purpose.

EXPECTED RESULTS

1. To have formuLated and be in the process of implementing public heaLth policies
on drug addiction, smoking, prevention and control of violence.

2. To have stimulated the statement by municipal authorities of goaLs to improve
Lifestyles and increased community participation.

3. The Ministry of Health coordinating comprehensive health actions with
governmental and nongovernmental sectors to resolve general problems.

4. Degree of development and execution of the National Program of Food and
Nutrition.

5. Consolidation and implementation of the National Workers' Health Plan.

6. Formulation and implementation of national health communication policies.

1. Number of Laws formulated and in the process of execution.

2. Intersectoral plans and programs under way.

3. Database and analysis on drug addiction and violence.

1. Health education program under execution.

2. Types of behavior modified.

3. Declaration of "Healthy Municipios" according to indicators.

4. Community committees functioning.

1. Number of sectors or institutions participating in comprehensive health
actions.

2. Types of coordination established.

PANAMA

Indicators
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4. To have incorporated components for the improvement of nutritional status into
the health promotion plans developed in the country.

5. National Workers' HeaLth Plan consolidated and in execution.

6. To have disseminated and promoted mass communication as a component of the
health plans and/or programs of both the Ministry and Social Security; as well as
placing the health issue on the Local and national political agenda.

7. To promote the implementation of national policies that lead to the formulation
and impLementation of a National Reproductive Health Program with special emphasis
on the adolescent population.

PROJECT 5: DISEASE PREVENTION AND CONTROL

PURPOSE

To support the strengthening of preventive actions and to avoid the outbreak and
spreading of communicable diseases through the incorporation of preventive
techniques and inputs into the different health programs and the community; as
well as of the so-called chronic degenerative diseases.

EXPECTED RESULTS

1. Satisfactory coverage is expected to be obtained with the different biological
agents for diseases that can be prevented by vaccination. Measles and neonatal
tetanus are expected to have been eliminated.
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1. Forty per cent of healthy municipios, cities or communities with food and
nutrition components in execution.

2. Eighty per cent comptiance with the food and nutrition components of the plan
in execution.

1. To have a National Workers' Health Plan consolidated and in execution.

2. Dissemination of the plan and training of personnel in occupational health.

1. Number of programs that have incorporated the component of mass communication.

2. Number of interprogram activities to design local communication activities.

3. Number of training activities in mass communication.

4. Increase in the coverage of health in the mass media during the biennium.

1. Enactment of a law governing the national reproductive health policy.

2. Creation and implementation of a number of Model Adolescent Reproductive Health
Centers.

3. Increase in the use of safe contraception by adolescents.

4. Reduction of the number of unwanted pregnancies among adolescents.

5. Number of young people trained in community Leadership for reproductive health
among their peers.

6. Number of multidisciplinary groups trained in adolescent reproductive health
in the 12 regions of the country.

1. Number of programs consolidated at the local level geared to chronic
degenerative and communicable diseases.

2. Coverage of the programs or actions for communicable disease prevention and
control in regions and specific groups.

3. Number of operational research and practical preventive techniques included in
the programs to control diarrheal diseases, cholera and food-borne diseases.

1. Number of districts with low coverage.

2. Ninety per cent of vaccination sessions carried out.
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2. To have a national AIDS-STD program structured with different governmental and
nongovernmental sectors for the prevention, control and surveillance of HIV-AIDS
and STD.

3. A program to combat tuberculosis with higher Levels of coverage nationwide and
a consolidated vector control program supported by a system of epidemiological
surveilLance that enables management by levels of action.

4. Operational research conducted to develop knowledge of practical and
appropriate methods in food end water hygiene as well as the control of outbreaks
and surveiLLance of diarrheal diseases, cholera and other food-borne diseases, at
the family and community level.

5. By the end of the period, the country has a national program for the prevention
and control of zoonosis that is participatory, responsive, expeditious, objective
and broad, and that leads to the adoption of appropriate and timely measures, and
evaluates their impact.

PROJECT 6: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To cooperate with the national government to mobilize human and scientific and
technical resources for the exchange of knowledge and experiences with countries
of the Central American, Andean and Caribbean subregions.

EXPECTED RESULTS

1. Mechanism of technical cooperation among countries in operation, within the
Central American initiative and with other countries of the Caribbean and Andean
Area, with an emphasis on the areas of sector reform end tropical diseases.

1. Seventy per cent of the population at risk reached by radio, television and
graphic messages.

2. Ninety-five per cent of condoms planned distributed in the health regions.

3. AIt tests carried out according to planning and sentinel sites.
1. Number of health workers trained in the program.

2. Number of program registration modules implemented in the health units.

3. Number of personnel trained in the program.

4. Number of priority localities or communities.

5. Number of epidemiological surveilltance reports.

1. Number of studies carried out with knowledge, attitudes, and personal and food
hygiene practices that are used by mothers in rural areas.

2. Number of participatory studies (focus groups) on food stores or street
vendors.

3. Training and dissemination of practical personal and food hygiene methods with
suppliers and users of institutional services.

1. Design and approval of a national program.

2. Degree of implementation nationwide.

3. Degree of participation of private professionats.

4. Local committees set up.

1. Technical cooperation among countries incorporated systematically into the
development of bilateral and subregional initiatives.

1. COR/PAN TCC agreement under execution for epidemiological control and
surveillance in the border area.

2. Intracountry initiative on the network of tropical disease research centers
operating between PAN, ECU, COL, CUB, and VEN.

PANAMA

Indicators
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PROJECT 7: SUPPORT FOR THE DEVELOPMENT, MANAGEMENT AND COORDINATION
OF PROGRAMS IN THE COUNTRY.

PURPOSE

To support the execution of the technical cooperation program of the
Representative Office in accordance with the established strategic and
programmatic orientations.

EXPECTED RESULTS

1. Technical cooperation program executed efficiently to support the country's
health plans and programs.

710

Indicators

3. Process of monitoring and exchange of experiences on reform of the sector
established and functioning within the Central American initiative and with other
countries of the Caribbean and Andean Area.

4. Number of staff members trained in the research centers and number of projects
formulated and in execution.

5. Six meetings for epidemiological monitoring and surveillance on the COR/PAN
border held in the biennium.

6. Four meetings for monitoring and exchange of experiences on sector reform held
in the biennium.

1. Technical cooperation program for 96-97 formulated and approved.

1. Efficient execution of 85X of the biennial programming.

2. Thirty-six professional and general support staff members up-dated in the
technical cooperation management process.

3. Twenty-four continuing education courses and activities in the areas of
information science, languages, human relations and scientific and technicat
updating.



PROGRAM BUDGET - PAHO A-D WHO REGULAR FUNOS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __A_ _T_ _ _ _HU 
A N_ 

_EP M

1996-1997

X OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT…amm. a. - = -. a...... - a

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
..... mmmmmmmmmmmmsmmmmmmmmmmmmmmmmmmmmm

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
WORKERS' HEALTH

801,100
...........

747,500

CPS 747.500

0

HBI 0

53,600

TCC 53,600

1 038.100

952.300

UAH 952,300

85,800

HRH 85,800

O..........

0

HED 0

107, 00
...-.......

CWS
OCH

107, 000

74,400
32.600

38.6 942,600
36.0 836..........700

36.0 836,700

36.0 836,700

43,900

43.900

2.6 62,000

2.6 62,000

50.0 851.600

45.9 769.500

45.9 769,500

4.1 82,100

4.1 82,100

- 98,600

98,600

- 98,600

5.2 306,900

5.2 306,900

3.6 306,900
1.6 0
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1998-1999

AMOUNT
--__________

X OF
TOTAL
_____

41.6

37.0

37.0

1.9

1.9

2.7

2.7

37.6
..m..

34.0

34.0

3.6

3.6

4.4

4.4

4.4

13.6

13.6

13.6

1,035,800
...........

913,400

913,400

50,800

50,800

71,600

71, 600

913.800

818,900

818,900

94,900

94,900

110,800

110,800

110,800

328,600

328,600

328,600

42.0
.....

37.0

37.0

2.1

2.1

2.9

2.9

37.2

33.3

33.3

3.9

3.9

4.5

4.5

4.5

13.4

13.4

13.4
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1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - -_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - -_ _ _ _ _

VI. DISEASE PREVENTION AND CONTROL
....... m...................M..

128,200 6.2 62,500 2.8 72,200 2.9
e....…...... ... … - ..... - .... ..... ........... .....

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

OCD

NCD

59,800

59,800

68,400

68,400

2.9 62,500

2.9 62.500

3.3 0

3.3 0

2.8

2.8

72,200 2.9

72.200 2.9

_-- ------- -O -

o

GRAND TOTAL 2,074,400 100.0 2,262,200 100.0 2.461,200 100.0
m-mmmmmamm. ......... . ................... -- ... *.... . .......

___________________________________________________________________________________________________________________________________

712



PROGRAM BUDGET - EXTRABUDGETARY FUNDS…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAM CLASSIFICATION

II. HEALTH IN HUMAN DEVELOPMENT
....wl......... -.... mtBmmm

PUBLIC POLICY AND HEALTH

WOMEN, HEALTH AND DEVELOPMENT WHD

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AhD HUMANITARIAN ACTION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

CPS
EHA

TCC

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

62,700
...........

13,800

13,800

30,700

25,000
5,700

18, 200

18,200

3.5
.....

.8

1.7

1.4
.3

1.0

1.0

1996-19S

AMOUNT

0
._.........

o

0

oO

o0

0

0

97 1998-1999

%OF % OF
TOTAL AMOUNT TOTAL

-- 0 -

_- O -

-- 0 -
-- O -

_ O -

0

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.............. m m . . . ............. a......

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

IV. HEALTH PROMOTION AND PROTECTION
am... mm...maaam. -.. a. a a a.

714 200
..... a.....

714,200

714,200

155,600
..... u.....

39.0 0
mmmmm mm m m m m

39.0

39.0

o

0

8.6 0
mmmmm mmmmmmmmmmm

0

_ O

_ O

_-~ O
mmmmm mmmmmmmmmmm

FAMILY/COMMUNITV HEALTH ANDO POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH

WCH
ADH

155,600 8.6

90 400 5.0
65 200 3.6

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
..................... a..................

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS' HEALTH

ERA
OCH

218,700
... M.t.....

218,700

148, 7 00
70,000

12.0 O
..... ...........

12.0

8.2
3.8

0

0
0

- 0

O

_- ~o
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O -00
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O -
O _
0
0
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.....
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PROGRAn BUDGET - EXTRABUDGETARV FUNOS (CONT.)

1994-1995 1996-1997 1998-1999
N----------------; -----------------; -----------------

__OF _ OF % OF
PROGRAM CLASSIFICATIQN AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

VI. DISEASE PREVENTION AND CONTROL
.....m..........m - -- ... _ - -

672,100 36.9 0 - 0
..... ^.... ... *-.-..----- .---- ...-.- .... .....

CONTROL OF COMnUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
MALARIA AND OTHER TROPICAL DISEASES

CDD
GPA
CTD

672,100 36.9 0

61.800 3.4 0
407,000 22.3 0
203 300 11.2 0

- 0

0
_ O
_ O

GRAND TOTAL 1.823,300 100.0 0 100.0 0 100.0

____________________-- - __--_________--__--____ ___ ____ ___ ____ ___ ____ ___ ____ __

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _---- _ _ _ -_ -_ _ _ -- _ -- _ _ -- _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

--------PERSONNEL--------
PROF. LOCAL SHORT-TERN DUTV
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

$ s $

FELLOWSHIPS
$_ _ _ _ _

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ S

911,000 1
1,163.400 3

2,074,400 4
. ss.. ... M.0. ... m

100.0

1.238,400
1,023,800

2,262,200

100.0

1, 350 300
1,110 900

2, 461 200

100.0
_____

2
2

4
......

2
2

4

0 270,400 83,700
4 890,700 22,200

4 1,161,100 105,900

55.9 5.1
_ _ _ _ _ - - - - -

0
4

4

0
4

4
mmmmmm

528,900
704,000

1,232,900

54.6

553,200
744,600

1,297,800
52...........

52.7

82,000
20,800

102,6800

4.5

82,000
20,800

102.800

4.2

1994-1995

PAHO - PR
WHO - WR

TOTAL
m-...

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
M....

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
. ...

% OF TOTAL

17.700
25,500

43,200

2.1
_____

0
O

.0

15 900
21 100

37,000

1.8
_____

24.200
24,400

48,600
.......... u

2.1

28,100
28.200

56,300

2.3

122,000

122.000
...........

_____

66,000
0

66,000
...........

2.9

66.000

66,000
...........

Z.7

187,200

187.200

9.0_ . O_

279,400
0

279,400
.-........

12.4

323,100

323,100
13..........

13.1

214,100
203 900

418,000

20.2
_____

242 800
207,600

450,400

19.9

280,500
239,900

520.400

21.1

15, 100
67 000

82 100
......... :

3.6

17 400
77,400

94,800
..........

3.9

0
0

0

.0

0

0

.0
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PARAGUAY

HEALTH SITUATION

Demography

1. The population of Paraguay climbed from 3.03 milLion in 1982 to 4.1 million in
1992, according to the 1992 census. The population is young, with persons aged
0-15 making up 40.1%, the 15 to 64 year group accounting for 56.2%, and the over
65 group for 3.7%. Women of childbearing age make up 24.2% of the population.
The estimated birth rate for 1995 is 33.04 per 1,000 population and the fertility
rate is 4.34 children. The urban population rose from 43.0% to 51.0%. The
estimated population in 1995 is 4.5 million and by the year 2000 is expected to
rise to 5.1 million.

Health status indicators

2. The epidemiological profile is typical of a transition period, marked by
morbidity and mortality stemming from infectious and parasitic diseases and
nutritional deficiencies in the young, and chronic and degenerative diseases in
adults. Life expectancy at birth for 1994 was 67.3 years.

3. Estimated underregistration of 47.1% for general mortality in 1992 should be
kept in mind when Looking at the mortality statistics.

4. For 1993, the estimated general mortality rate was 6.4 per 1,000 and the
estimated infant mortality rate for the same year was 47.0 per 1,000 Live births.

5. In the 1-4 year age group, the Leading causes of death in 1993 were acute
respiratory infections and diarrheal diseases. The leading causes of maternal
mortality in 1993 were abortion complications, hemorrhage, and toxemia.

6. In 1992, 7.6% of all general causes of death were attributed to "signs and
symptoms and ill-defined conditions".

7. Diarrheal diseases, acute respiratory infections, and vaccine-preventable
diseases are the leading causes of morbidity and account for most of the
hospitalizations in the under 5 age group.

8. Paraguay has one area with high incidence of malaria (Department of Alto
Paraná), but the disease declined from 1.2 per 1,000 in 1988 to 0.2 in 1993.
Leishmaniasis, with 1,392 cases registered in 1992, declined to 300 in 1993 and
is concentrated in departments where new agricultural lands are being settled
(Alto Paraná, Canindeyú, and San Pedro).

9. Several surveys on Chagas' disease indicate that the infestation rate is as
high as 80% in some parts of the eastern region and serologic prevalence is also
high, at over 20%. The seroprevalence of this infection among Paraguayan blood
donors ranges from 2.8% to 11.5%.

10. With regard to AIDS, cumulative cases up to June 1994 numbered 78 but by
August the figure had risen to 347.

11. As for zoonosis, canine rabies continues to be widespread in the country.
Control measures have not been as successful as anticipated and between 1990 and
1993, 13 cases occurred in humans. Foot-and-mouth disease, brucellosis, and
bovine tuberculosis are particularly significant owing to their adverse impact on
income and the national economy. Between 1990 and 1993, 115 outbreaks of foot-
and-mouth disease were registered, all of which were treated. In addition,
systematic perifocal vaccinations were carried out throughout the year, with close
to 12 million doses of vaccine administered annually.

Factors that affect health

12. The principal factors that affect the health of Paraguayans do not differ from
those affecting the health of the citizens of most other countries in the Region.

13. From the environmental standpoint, the Low coverage of water and sanitation
services, and inadequate or nonexistent sewage treatment and refuse disposal are
responsible for the predominance of diarrheal and parasitic diseases in children
and adults. In urban areas, just 37% of the population has running water and 25%
is served by sewer systems. In the rural area the situation is more serious.
Just 12% of the population has access to drinking water and 33% to Latrines or
septic tanks.

14. Water and soiL pollution is a growing problem owing to the indiscriminate use
of toxic agricultural chemicals, poor control over industrial waste disposal
systems, and the contamination of watercourses by refuse and untreated wastewater.

15. Substandard housing and a cumulative housing deficit of more than
300,000 dwellings -growing at 5% a year - contribute to overcrowding and
unhygienic conditions that are conducive to high rates of comnmunicable diseases,
especially respiratory infections, which are among the leading causes of death in
infancy (it is estimated that in the Asunción area alone 50,000 families live in
squatter settlements).

16. Another significant factor is the deficit in primary and health education.
Illiteracy stands at over 20% and the estimated rates of functional illiteracy are
high, since young people must go to work in agriculture and other occupations at
an early age. The national primary school dropout rate is 52%. Protein and
calorie deficiencies and the Lack of micronutrients (iron and iodine) continue to
be problems, with 24% of children aged from 12 to 23 months suffering from chronic
malnutrition, and a national average of 48.6% of schoolchildren aged 6 to 16
suffering from goiter. These factors, added to those mentioned previously, are
sufficient to explain the high infant mortality rates. In 1992, acute respiratory
diseases, diarrhea, and malnutrition accounted for 22% of that rate.
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17. It is estimated that just 35% of the population has access to health services,

and health programs have not been able to deliver basic care to all groups at

risk, particularly underprivileged rural, urban, and indigenous groups.

Furthermore, health care personnel are not properly trained to manage the services

and there is a shortage of trained workers, particularly service staff in the

interior of the country.

18. These and other factors are underscored by the poverty and indigence in which

large numbers of people live as a consequence of the uneven distribution of wealth

and the economic problems besetting the country. It is estimated that 10% of the
population controls 42% of the country's total wealth, and the most recent

agriculture and livestock census suggests that in 1991, 351 landowners owned

almost 10 million hectares, i.e. just under 50% of the country's arable land. Ten

percent of the economically active population (EAP) is unemployed and the

estimated underemployment rate is 50% of the EAP.

19. According to a recent study carried out by the National University of Asunción

and the IDB, one out of three Paraguayans Lives in poverty.

Status of the Strategic and Programmatic Orientations(SPO)

20. Environmental development and protection: Health status is strongly

influenced by the low coverage of water and sanitation services and the dearth of

final sewage and refuse disposal. In the urban area, just 37% of the population

has running water and only 25% has sewerage services. In the rural area, just 12%

of the population has access to drinking water and 33X to latrines or septic

tanks. Water and soil pollution is a problem that is continually growing as a

consequence of the indiscriminate use of toxic substances, especially in the

agricultural sector, and to lack of control over industries.

21. The 68,364 km' of forests that the country had in 1945 had been reduced to

35,000 through deforestation by the year 1992. Deforestation has led to erosion

and destruction of natural ecosystems and the impending extinction of several

animal species. This primordially affects the native groups who Live on

ecological reserves. Wastewater is discharged into watercourses, particularly

into the Paraguay and Paraná Rivers, where the country's main cities lie.

Sanitation service coverage is Low and the possibilities of increasing it

significantly are limited by budget constraints and inefficient administration of

the services. There is a cumulated deficit of 310,000 dwellings, that is growing
at the rate of 15,000 per year, and not even 50% can be covered. In the

metropolitan area of Asunción alone, an estimated 50,000 families are Living in

squatter settlements.

22. Health systems and services development: Segmentation of the sector has

created unnecessary duplications that have not been corrected despite the efforts

being made through the National Council and the Regional Health Councils. It is

estimated that only 35% of to the population receives direct health care services.

Health programs have not managed to extend basic health protection, promotion, and

recovery activities to all the groups at risk and community participation is very
Limited. The health model is basically targeted to curative care, and promotion

and prevention have not received the necessary political support or funds. Health

care personnel is not adequately trained to administer services and there is a

shortage of trained nursing assistants and technicians, particularly in the

interior of the country. Undergraduate and postgraduate programs are not geared
to the public's health problems and in-service training is still in its infancy.

23. Health in human development: Other factors of importance are the shortcomings
in primary and health education. Functional illiteracy is rife owing to the early

age at which young people must go to work in agriculture. The Ministry of Public

Health's budget has risen sharply over the last three years in real terms, but the

purchasing power of the guarani, the national currency, has declined

significantly. Personnel costs account for more than 80.6% of current operating

expenditures which limits the amounts of critical supplies that can be procured.

The foreign debt, although not as large as it once was, and the world economnic

recession have affected the country's economic situation, generating moderate but

sustained inflation (20% a year) that has been particularly hard on low-income

groups. The government is following a neoliberal policy that has not succeeded

in reducing central government spending or the need to borrow abroad.

24. Health promotion and protection: the country presents, as has been noted, a

mixed epidemiological profile in which problems that are closely linked to poverty

are compounded by problems linked to the risks created by rapid and haphazard

urbanization, demographic changes, harmful habits and behavior, etc. For example,
the high infant mortality rate due to acute respiratory diseases and diarrhea, and

high maternal mortality resulting from abortion complications, hemorrhage, and

toxemia are compounded by deaths from diseases of the circulatory system,

cerebrovascular diseases and tumors, that constitute the three leading causes of

mortality, accounting in 1993 for 47% of all registered deaths. Accidents and

homicides in that same year accounted for 8.5% of registered deaths, ranking fifth

and ninth, respectively, among the causes of death.

25. In light of this situation, the Ministry of Public Health has been carrying

out educational and mass communications activities in support of programs for the

prevention and control of AIDS, cholera, drug abuse, alcoholism, family health,

child survival, adolescent health, and others.

26. Cigarette advertising is required by Law to carry warnings about the effects

of smoking on health and sports-related events are banned from tobacco and alcohol

advertisements. A program for the prevention of the drug addiction and a healthy

schools project have been launched, although no evaluations have as yet been made

of the scope and impact of those programs on the national Level.

27. However, there is no national health promotion program that establishes

objectives and strategies which would confer consistency on these and other

activities and, as a result, their coverage is narrower and their impact weaker

than they should be. Mass communications and training activities are carried out,

the process of community participation is in its infancy, and information and

research activities are limited, as are intersectoral actions and actions to spur

the design of healthy public policies.

28. The lack of clear policies in this field make it difficult to obtain funding

for programs and to ensure that their continuity can weather political and

administrative change.
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29. Disease prvention control: Morbidity and mortality are seriously
underregistered. However, the data compiled by the Ministry of Public Health show
a marked predominance of infectious and parasitic diseases, which can largely be
controlled or reduced through preventive actions.

30. During the year 1992, the Ministry recorded approximately 246.000 cases of
respiratory infection, 88,000 dental consultations, 76,000 anemias of all kinds,
66,000 cases of parasitic diseases, 50,000 cases of diarrhea, 19,000 cases of
arterial hypertension, and 14,000 cases of accidents. These figures are for new
cases registered during the year. No data were available on cases of mental
illness.

31. In the same year approximately 2,100 cases of sexuaLly transmitted diseases
(chiefly syphilis), 2,066 cases of measles, 1,927 cases of pulmonary tuberculosis,
436 cases of malaria, and 405 cases of Leprosy were registered.

32. Leishmaniasis, with 1,392 cases registered in 1992, had fallen to 300 in 1993,
and was centered in three departments with new agricultural settlements.

33. Several surveys on Chagas' disease indicate that the infestation rate is as
high as 80X in some parts of the eastern region and serologic prevalence is also
high, at over 20%. The seroprevalence of this infection among Paraguayan blood
donors ranges from 2.8X to 11.5X. With regard to AIDS, cumulative cases up to
June 1994 numbered 78 but by August the figure had risen to 347.

34. As for zoonosis, canine rabies continues to be a cause of mortality, with 13
human deaths reported in the period 1990-1993.

35. Protein and calorie deficiencies and the Lack of micronutrients (iron and
iodine) continue to be country's main nutritional problems. Chronic malnutrition
affects 24X of children from 12 to 23 months of age. A national survey on endemic
goiter conducted in 1988 indicated a national average of 48.6% among
schoolchildren aged 6 to 16.

36. Vaccine-preventabLe diseases show a downward trend. No cases of poliomyelitis
have been reported since 1986 and 26 cases of neonataL tetanus were registered in
1993. However, measles presented an epidemic peak in 1993 with 2,066 cases.

37. The Ministry of Public Health has been carrying out a variety of programs in
the field of disease control. One of the most successful is the Expanded Program
on Immunization (EPI) that succeeded in 1986 in breaking the chain of transmission
of poliomyelitis. Measles and neonatal tetanus have not still been completely
controlled owing to insufficient coverage.

38. The Tuberculosis Control Program, which continues to be centralized and
underfunded, is in the process of being strengthened, with enphasis on
standardization, training, supervision, and review of the treatment plan.

39. The Program for Control of Acute Respiratory Infections (ARIs) is being
implemented, but not at all Levels of care since personnel has not been trained.

40. The MaLaria Control Program obtained a considerable reduction in the number
of registered cases, which dropped from 1,289 in 1992 to 436 in 1993.

41. It is necessary to bolster the programs to control acute respiratory
infections and diarrhea, which are the Leading causes of child morbidity and
mortality, and to strengthen the epidemiological surveiLLance system. It is also
important to step up blood bank testing in order to prevent the transmission of
Chagas' disease and HIV by transfusion.

Plans and priorities for national health development

42. The country has a broad health service network, structured by levels of
complexity and divided between two principal institutions, the Ministry of Public
HeaLth and the Institute of Social Welfare, which together cover 80% of the
population. The National HeaLth System was established under the Constitution of
1992 and all future endeavors will be aimed at developing and consolidating that
system.

43. The policy guidelines of the new government that took office on August 15,
1993, establish the following main lines of action: boosting the response
capacity of the service network through decentralization of the technical and
administrative processes to the health regions, while strengthening the
regulatory, supervisory, and evaLuative capacity of the central level;
strengthening health promotion and implementing it extensively on all levels;
impLementing the PHC strategy in a unified sectoral model (local health systems);
interinstitutional coordination; focusing on the principal health problems that
affect the population, especiaLly underpriviLeged groups in rural and urban areas;
improving the quality of health care; fostering environmental health; and
improving management in the sector. These lines of action wiLL be put into effect
operationally on the Levels of the local health systems and the National Health
System. Community participation wiLL be promoted through different strategies in
an effort to improve the quality of Life and social well-being.

44. To develop these Lines of action, it is necessary to enhance the
administrative systems, train personnel, develop a management information system
which is a high priority, consolidate Local programning, develop systems to
evaluate processes and inpacts and the quality of care, promote environmental
health, and improve the management of the sector. These Lines of action will be
put into effect operationally on the Levels of the Local health systems and the
National Health System. Community participation will be promoted through
different strategies in an effort to improve the quality of life and social well-
being.

45. The priority risk groups are the indigenous and rural populations, mothers,
children, adolescents, workers, and the elderly, and health actions focusing on
them will be stepped up. It is very inportant to extend the program to combat
vaccine-preventabLe diseases to cover the entire population under 14 years of age,
and particularly to maintain the negative incidence of poliomyelitis end to
drastically reduce the incidence of measles.
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46. Increasing water and sewerage coverage is a high priority for the Ministry of
Health, which intends to obtain national and external funds to step up actions in
this regard.

47. Special attention will be paid to cooperation between countries, especially
within the framework of MERCOSUR, as well as receptiveness to the agencies of the
United Nations System and to other multilateral and bilateral agencies.
Increasing emphasis is being placed on the participation of grass roots
organizations and NGO's in actions for the overall improvement of the health.

TECHNICAL COOPERATION STRATEGY

48. Technical cooperation for 1996 and 1997 will focus on the Strategic and
Programmatic Orientations for 1995/1998, the Ninth General Program of the Work of
WHO, and the national priorities for technical cooperation defined in the most
recent joint evaluation performed in March 1994.

49. Respecting the established priorities, the Organization will focus its
technical-cooperation programs on the areas with the greatest potentiaL for making
a positive impact on health in the country.

50. For that purpose, the participation and coordination of all national resources
involved in health witl continue to be promoted, especially support for the
implementation of the regional plan for investments in environment and health in
eight health regions. National efforts to identify and obtain additional funding
for the improvement of the infrastructure and the dissemination of relevant
information regarding health promotion and protection will be supported; support
will continue for the formulation of standards, policies, plans, and programs to
tackle the principal health problems, particularly those affecting the popuLation
at greatest risk, in addition to the promotion of research.

51. Promotion and support will be continued for the fulfiltment of national
commitments under regional and subregional agreements, especially those connected
to MERCOSUR, particularly the border health programs and the focuses agreed upon
at the Meeting of Ministers of Health of the Southern Cone.

52. The strategies of using local health systems to transform health services at
the local level and of developing the National Health System will continue to be
promoted, dissemination of the new health promotion approach witl be stepped up,
and actions will be fostered under the Regional Plan for Investment in the
Environment and Health.

Cooperation activities will chiefly focus on the following areas:

53. Training: This is an ongoing, basic activity that takes up a large share of
the resources of the Representative Office. A start will be made on channeling
it on a priority basis through the new National Institute of Health, which is

responsible for the instruction and training of professional, technicat, and
auxiliary human resources.

54. Development of policies, plans and norms: One key aspect of our cooperation
will be centered on support for national health policy, nationaL programs of
essential drugs, prevention of maternal and perinatal mortality, extension of
basic sanitation coverage, and the prevention and control of prevalent diseases.

55. Dissemination of information: By building up the documentation center of the
representative office, its relations with BIREME and REPIDISCA, and coordination
with the various areas and technical programs of the Organization, we will
continue to identify and/or generate and disseminate technical and scientific
information in support of national programs and education and training for the
sector's human resources.

56. Resources mobilization: This is an important activity performed by the
Representative Office and centers on mobilizing political support in the
Paraguayan Congress for health initiatives and cooperation with projects
undertaken by the Ministry of Health, the World Bank, IBRD, and JICA in the areas
of health services, basic sanitation, and maternal and child health.

57. Research promotion: Although the scarcity of funding limits our actions in
this field, we will cooperate in research on oral health, living conditions of the
elderly, epidemiological studies and support for the development and strengthening
of the Human Resources Research Department of the National Institute of Health.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. To devetop the National Health System and start a process of decentralization
to the local health systems (health regions).

2. To develop managerial processes through local programming, assimilation of the
concept of strategic management, and the design and implementation of a
computerized managerial information system.

3. To strengthen the organization of health services and improve their
infrastructure in order to increase the efficiency and effectiveness of actions
geared to maternal, child, and adolescent health care.

4. To inprove programs for disease control with emphasis on AIDS and the most
prevalent vaccine-preventable diseases, diarrhea, acute respiratory infections,
and vector-borne and chronic degenerative diseases.

5. To strengthen veterinary public health with emphasis on the control of the
principal zoonosis and food quality.
6. To carry out studies to learn more about the reallocation and better use of
institutional and sector resources.
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7. To improve programs for the education and on-going training of human resources.

8. To extend health and social security coverage to unprotected groups.

9. To increase the coverage of basic water, sewerage, and refuse collection
services.

10. To promote health through community participation, primary health care, and
education on how to improve lifestyles and living conditions.

11. To develop the capacity to use epidemiology in the diagnosis, planning,
management, and evaluation of health programs and actions.

12. To improve the registry, surveilltance, and quality controt of drugs,
biologicaLs, and similar products.
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Indicators

BIENNIAL PROJECTS

PROJECT 1: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To ensure adequate programming and delivery of PAHO technical cooperation to the
country in accordance with the areas of work and lines of action of SPO 95/98 and
national priorities that require PAHO technical cooperation.

EXPECTED RESULTS

1. To have held annual meetings to monitor and update cooperation activities.

PROJECT 2: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To strengthen national capacity to make and fulfill commitments acquired under
bilateral and multilateral agreements for health actions in areas of shared

interest -especially in border areas -with the other countries of the Southern
Cone.

EXPECTED RESULTS

1. The Ministry of Public Health and Social Welfare will be capable of carrying

out coordinated actions for the prevention and control of communicable diseases
in areas of Paraguay that border on other countries.

2. The Ministry of Public Health and Social WeLfare will be in a position to carry
out coordinated actions with the MERCOSUR countries in health sector labor

activities and the quality control of food and drugs.

PARAGUAY

1. To have held three annual meetings, one at the end of every four-month period,
in order to monitor and update cooperation activities.

2. By the end of the biennium, to have held a joint meeting of PAHO and Paraguayan
officials to evaluate technical cooperation.

1. To have held at least 3 meetings a year to monitor and analyze cooperation.

2. By the end of the biennium, to have held a joint meeting of PAHO and Paraguayan

officials to evaluate technical cooperation.

1. Coordinated actions in border areas have been carried out with MERCOSUR

countries for the prevention of communicable diseases and the quality control of
food and drugs.

1. By the end of the biennium, the Ministry of Public Health and Social Welfare

has plans of operation to coordinate and step up health care services along

Paraguay's borders with Argentina and Brazil.

1. By the end of bienniumn, the Ministry of Public Health and Social Welfare has
a program for health sector labor activities and for the quality control of food

and drugs, subscribed by the MERCOSUR countries.
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Obiectives

PROJECT 3: HEALTH SYSTEMS AND SERVICES DEVELOPMENT

PURPOSE

To develop the capacity of the Ministry of PubLic Health and Social WeLfare to
formulate and evaluate policies, plans, and programs that are coherent with
national strategies for human development, and to operationalize the National
Health System giving universal access to efficient and effective basic services,
including a policy on essential drugs.

EXPECTED RESULTS

1. The local health systems in at least six health regions have been provided with
instruments and standards for the operation of basic services.

2. The Ministry of Public Health and Social Welfare will have the capacity to
launch a program for essential drugs.

PROJECT 4: DEVELOPMENT OF HUMAN RESOURCES

PURPOSE

To develop and bolster planning and managerial skills to improve the education,
training, and utilization of human resources on the various Levels of the Health
System, especially the professional practice of public health.

EXPECTED RESULTS

1. The National Institute of Health will obtain methodological bases, trained
human resources, and appropriate technologies for the development of a national
information system on human resources for health.

2. The Polytechnical and Postgraduate Departments of the National Institute of
Health have the capacity to train human resources in specialized areas.
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1. The Ministry of Public Health and Social Welfare has the capacity to coordinate
the process of decentralizing health services and creating the conditions for
universal access to services through the implementation of the National Health
System, which will be fully operative in a minimum of six health regions.

1. By the end of the biennium, at Least six health regions will be in a position
to operate Local programmning and information subsystems.

1. in the first year of the bienniun, a national program of essential drugs has
been designed.

1. By the end of the biennium, the human-resource training institutions of the
Ministry of Public Health and Social Welfare are able to formulate policies,
undertake planning and administration, and use an information system in decision-
making.

1. By the end of the biennium, the National Institute of Health has designed a
national information system on human resources for health.

1. By the end of the bienniumn, the National Institute of Health will have capacity
to train 70 specialists in public health, and 120 technicians and auxiliaries in
different health fields.



Obiectives

PROJECT 5: EPIDEMOLOGIEX ANALYSIS

PURPOSE

1. The Ministry of Public Health and Social Welfare is able to utilize the
epidemiological method and the information system to guide programming and monitor
the health situation and the quality of life of the population.

To strengthen the Ministry of Public Health and Social Welfare in its capacity for
epidemiological analysis end the appropriate use of information systems for
monitoring health conditions.

EXPECTED RESULTS

1. Health personnel from the different programs and levels of the National Health
System will have the capacity to improve epidemiological surveillance, analyze
health data, and pinpoint areas and populations at risk.

PROJECT 6: ENVIROMENTAL SANITATION

PURPOSE

To help strengthen the technical and operational capabilities of the principal
national institutions responsible for the provision of water, sewerage, and refuse
disposal services, with the objective of increasing coverage.

EXPECTED RESULTS

1. The managerial and technical capabilities of the National Environmental
Sanitation Service (SENASA) have improved.

2. The capacity of the municipalities to dispose of solid waste in sanitary
Landfills has been enhanced and nonbiodegradable materials are being recycled.

1. By the end of the biennium, 60 professionals from the central, regional, and
local levels of the National Health System will have been trained in the use of
the epidemiological method.

1. ALt the national institutions involved in environmental sanitation have
inmproved their capacity and are delivering the services they are responsible for
providing.

1. In the first year of the biennium, a National Environmental Sanitation Plan
(PLANASAM) has been designed.

2. In the first year of the biennium, a national training plan for human resources
in the field of environmental sanitation has been designed.

3. By the end of the biennium, 60 technical and administrative enployees on the
central and local Levels of SENASA have been trained in the management of
sanitation systems and programs.

4. By the end of the biennium, 60 SENASA supervisors have been trained in simple
environmental sanitation techniques.

1. By the end of the biennium, 40 municipal employees have been trained in
techniques for refuse collection, sweeping and cleaning, and final disposal.
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PROJECT 7: INMUNIZATIONS

PURPOSE

To continue to keep poliomyelitis at bay and to control other vaccine-preventable
diseases.

EXPECTED RESULTS

1. The EPI will have been strengthened, particularly with regard to the
elimination of neonatal tetanus and the control of measles and tuberculosis, and
polio will not reappear.

PROJECT 8: CONTROL OF COMUNICABLE DISEASES

PURPOSE

To strengthen the process of decentralizing the vector-borne disease control
program and make headway in eliminating Triatoma infestans and halting the
transmission of Chagas' disease through blood transfusions.

EXPECTED RESULTS

1. The prevention and control of vector-borne diseases is being integrated into
general health services and operating capacity has been improved for their
diagnosis, treatment, and epidemiological analysis.

2. The Program for the Control of Chagas' Disease has plans of action that include
vector control and participation in the quality control of blood banks.

PROJECT 9: CENTRAL HEALTH SERVICES

1. Laboratory support and the vaccines supplied under the revolving fund continue
throughout the biennmium.

2. By the end of the period, no wild polio virus has been isolated and the
incidence of other vaccine-preventable diseases is lower.

1. By the end of the biennium, at Least 250 employees of the different levels of
the National Health System have been retrained in the contents of the EPI.

1. The management levels of the Ministry of Public Nealth and Social Welfare have
standards for the supervision and evaluation of disease control activities.

2. By the end of the biennium, certification indicators are in use for the
eradication of T. infestans and the program to monitor blood banks is able to
screen 100% of blood for transfusions.

1. In the first year, plans and standards for vector control have been prepared
and disseminated.

2. By the end of the bienniun, 50 professionals on the regional and local Levels
have been trained in techniques for the diagnosis and treatment of prevalent
vector-borne diseases and in epidemiological stratification methods.

1. By the end of the biennium, at least 36 professionals have been trained in
aspects related to the elimination of T. infestans.

1. Existence of national and local annual plans for the eradication of foot-and-
mouth disease within the framework of the Cuenca del Plata ProJect.

PURPOSE

To strengthen animal health services, with emphasis on the eradication of foot-
and-mouth disease, and improve the administrative and managerial capacity of
veterinary services on the central, regional, and local levels.
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EXPECTED RESULTS

1. Existence of annual pLans for the eradication of foot-and-mouth disease within
the framework the Cuenca del Plata Project.

2. Existence of Local plans to control tuberculosis and bovine brucellosis in
dairy farming areas.

PROJECT 10: ZOONOSIS CONTROL AND FOOD QUALITY

PURPOSE

To strengthen national capacity for surveiLLance and control of the principal
zoonosis and to improve the quaLity control of the food.

1. By the end of the first year, a foot-and-mouth disease vaccination program has
been prepared.

1. In the first year of the biennmium, the status of tuberculosis and bovine
brucellosis has been determined and annual plans for control have been drawn up.

2. By the end of the bienniun, 40 field professionals have been trained in
tubercuLinization and blood sampling techniques.

3. By the end of the biennium, 60 meat inspectors have been trained in the
identification of tubercular lesions.

1. By the end of the first year, technical standards have been designed for the
epidemiological surveiLLance of human and canine rabies, bovine tuberculosis, and
the food-borne diseases.

EXPECTED RESULTS

1. By the end of the biennium, a national system of epidemiologicat surveillance
and control of the principal zoonosis has been designed.

2. A national system of quality control of food has been designed.

1. By the end of the biennium, at least 40 professionals from various institutions
(health, agriculture, universities, and municipalities) have been trained in
surveillance, prevention, and control of the prevalent zoonosis.

2. Sixty health agents from the health regions have been trained in
epidemiological surveillance and control of foci of rabies.

1. Technical standards have been published, the program for epidemiologicat
surveillance of food-borne diseases is in operation, and capacity has been created
for investigating outbreaks of food poisoning.
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PROJECT 11: MATERNAL AND CHILD MORTALITY

PURPOSE

To have developed a national plan for the reduction of maternal and child
mortality, with emphasis on primary health care.

EXPECTED RESULTS

1. A national plan for reduction of maternal and child mortality has been prepared
and seven health regions have the capacity to apply the plan.

PROJECT 12: HEALTH PROMOTION

PURPOSE
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1. By the end of the first year, a national plan for the reduction of maternal and
child mortality has been prepared and 80X of the personnel of maternal and child
care services on the central, regional, and local levels has been trained.

1. A program and standards for maternal, child, and perinatal care have been
prepared in the first year of the biennium.

2. By the end of the biennium, 80% of the personnel of the seven health regions
have been trained in maternal and child care and in the principal pathologies that
are the causes of maternal, child, and perinatal morbidity and mortality.

1. The Ministry of Public Health and Social Welfare has a status register on
violence, injuries, and chronic diseases, and has established priorities and
interventions for prevention and control.

To foster recognition and understanding that health is a social good, seeking to
improve living conditions and to promote healthy communities, disease prevention,
and health actions targeted to the control of risks, and actions for early
diagnosis, treatment, and rehabilitation of prevalent chronic and noncommunicable
diseases.

EXPECTED RESULTS

1. General information and mass communication programs that promote healthy
practices and attitudes, with emphasis on prevalent diseases such as
cardiovascular problems, cancer, and diabetes.

2. Improvement in the efficiency and response capacity of the national health
program and of oral health services.

1. By the end of the biennium, 80 employees of the 18 health regions have been
trained in health education and promotion techniques and general health
information and mass communication programs have been prepared.

1. By the end of the first year, the Oral Health Department has the capacity to
carry out a national survey on the incidence of caries and 40 professionals on the
central and regional levels have been trained in the organization of dental
services and new preventive techniques.
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3. The National Program for the Prevention of Blindness witt have prepared its
standards and trained regional personnet in the contents of the program.

1. The standards of the Occutar Health Program have been prepared and distributed,
and 60 regional emptoyees have been trained in basic aspects of blindness
prevention.
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------------------------------------------------.--- '--'--- .............................................
PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

-"" " _ _ -- __ ---

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

-- - ~ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

1996-1997

X OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT
m.m.._m....__s"Xmmmmmmmmmmm

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
___..__._-m ....________..___.__.__....

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
…mmmmmmm-…mmmmmm..…ammmmmm..m.m

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
m.. .___....mm........ _m m_ ..... amm mm ....... _

ENVIRONMENTAL HEALTH

WATER SUPPLY ANO SANITATION

688,300
...........

626,200

CPS 626.200

62,100

TCC 62,100

774,000
6640......

664,600

UAH 664,600

109,400

HRH 109,400

48.800
..._.____..

48,800

WCH 48,800

325,300

325,300

CWS 325.300

1998-1999
_________________

AMOUNT

30.2
.....

27. 5

27.5

2.7

2.7

34.1

29.3

29.3

4.8

4.8

2.1
2.1.

2.1

2.1

14.3

14.314. 3

823.100
...........

751,300

751,300

71.800

71,800

839,000

717,200

717,200

121.800

121.800

56,400

56 400

56,400

350,600

350.600

350,600

32.0
.....

29.2

29.2

2.8

2.8

32.9
.__..

28.1

28.1

4.8

4.8

2.2
2.2....

2.2

2.2

13.7

13.7

13.7

% OF
TOTAL

_____

32.8
_._..

29.8

29.8

3.0

3.0

32.3
_....

27.5

27.5

4.8

4.8

2.3
.....

2.3

2.3

13.4

13.4

922 100
._ mmm.....

839,100

839,100

83,000

83,000

909,400
.___...._._

773,300

773,300

136,100

136,100

65,200

65,200

65 200

377,300

377,300

377,300



PROGRAN BUDGET - PAHO ANOD WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…~~~~~~~~~~~~~~~~~

VI. DISEASE PREVENTION AND CONTROL
........ m..........m..........

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND INMUNIZATION
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES

VID
CTD
OCO

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

441,900 19.3 487.500 19.2 537,900 19.2
,,,mmmmmm m ..... .......... ..... ..... .

331,100

O
o

331.100

37.100

37.100

14.5 360.700 14.2 392,600 14.0

- 32.300 1.3 37.400 1.3
- 55.500 2.2 64.100 2.3

14.5 272.900 10.7 291.100 10.4

1.6

1.6

42.900

42,900

1.7 49.500

1.7 49.500

1.8

1.8

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

FMD
ZNS

73,700 3.2 83,900

O - 32 000
73.700 3.2 51.900

3.3 95,800 3.4

1.3 37.000 1.3
2.0 58.800 2.1

GRAND TOTAL 2,278,300 100.0 2,556,600 100.0 2.811,900 100.0
......... _. ......... .... . .... m ... ..... ..... .m .

-- -- -- - -- -- - -- -- - -- -- - -- -- - - m -- - -- -mmmm-- - -- -- - - m - - -- -- - -- -- - -- -- - -- -- - -- -- - -- -- -
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PROGRAM BUOGET - EXTRABUDGETARY FUNOS
-----------------------------------------

1994-1995

X OF
AMOUNT TOTALPROGRAM CLASSIFICATION

…__ _ _ _ _ _ _ _ __--------------------…---__ ___

1996-1997 1998-1999

OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
...........................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
a............ m........................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

VI. DISEASE PREVENTION ANDO CONTROL
....-.........................

CONTROL OF CONMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS

CONTROL OF NONCOMMUNICABLE DISEASES
--------------__---_---___-------__

OTHER NONCOMMUNICABLE DISEASES

GRAND TOTAL

272,400
...........

272,400

CPS 272.400

248,200
...........

248,200

UAH 248,200

84,900
...........

84.900

WCH 84,900

286,700
...........

285.700

CDD 67,800
GPA 217,900

1,000

NCOD 1,000

892,200
m~mm~mm~mmm

30.6
.....

30.6

30.6

27.8

27.8

27.8

9.5
.. 5..

9.5

9.5

32.1

32.0

7.6
24.4

.1

.1

100.0
.....

o
...........

O

oo

O
.... w......

o

o

o

...........

O

o

o0
0

0

... ... ..

- 0

_ O

- 0

- O

0

- ~o0

_-... O
.... 5 ...... mmmm*

o

o

o
0

100.0
.....

O
mmmi ri i

100.0
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
…_________________________________________________________________________________________________________________________________

SOURCE TOTAL
OF FUNDS AMOUNT

$

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

S S

DUTY
TRAVEL

s

FELLOWSHIPS

$

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

s s

GRANTS OTHER

$ $

1,485,400
792,900

2,278.300
m.m ..... m

100.0

1,787 600
769:000

2,556,600
100...........

100.O

1,979 500
832,400

2.811.900
........ 00.0

100. O

3
2

5

3
2

5

3
2

56ri~

2
0

2

......

2

2

2
ii......ii

722 000
422,200

1,144,200

50. 1

818,100
444.000

1,262,100

49.4
_____

867 600
464 600

1,332,200

47.4
_____

54,300
73,400

127,700
*..........

5.6

37,400
20, 100

57.500
2.........2

2.2
_____

37,400
20,100

57,500
...........

2.0
_____

47,500
9,500

57,000
..........

2.5

57,800
12.700

70,500
..........

2.8
_____

38 000
52:000

90.000
...........

4.0

18,000
30,000

48,000

1.9

165 100
172 400

337,500
..----....

14.8

275,300
193,800

469,100

18.m318.3

66,800 18,000 318,200
14,700 30,000 223,900

81,500 48.000 542,100
mmmm mmmm m mmm mmm m mmmm mmm

2.9
_____

1.7
_____

19.3
_____
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1994-1995

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

106 300
29 400

135,700
..........

6.0

123,900
o

123,900

4.8
_____

O
0

o
..........

.0

0

o

.0

352 200
34,000

386,200
...........

17.0

457 100
68,400

525,500

20.6
_ _ _

528 300
79 100

607,400

21.6

143,200

143.200
..........

5.1
_____

O

o

.0
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PERU

HEALTH SITUATION

Demography

1. According to its latest census, conducted in 1993, Peru had 22,048,356
inhabitants, of which 37% were under 15 years of age and 4.6% were 65 and over.
Seventy percent of the population resides in urban areas, and Metropolitan Lima
has attracted 30X of the total population in the country. It is a relatively young
population, with approximately 48% under 20 years of age and only 3.9% over 65.
The birth rate is 29.1 per 1,000 population, total fertility is 3.5 children per
woman, and population growth is 2.22% per year-all these figures on the
decline-andlife expectancy at birth is 62 years for men and 66 years for women.
The process of rural-urban migration has led to the rapid development of human
settlements in the outskirts of the large cities, and this phenomenon has changed
the spatial distribution of the population. The proportion of rural population
registered in the 1993 census was 29.6%. Lima, the capital, has 6.4 million
inhabitants in its metropolitan area, representing 29% of the national population.

Health status indicators

2. The total death rate uas estimated at 7.6 per 1,000 population for 1992. The
infant mortality rate in the last 20 years has declined by 50%, and in 1993 it was
estimated at 58.3 per 1,000 live newborns, elthough the spatial distribution
reflects a wide sociodemographic range across the various regions of the country.
Lima and Arequipa have the lowest rates. However, the low mortality in newborns
is offset by mortality later in life from such causes as diarrheal diseases,
diseases preventable by vaccination, and acute respiratory infections, which,
although they have declined considerably, continue to rank among the leading
causes of child mortality. Vital statistics suffer from serious problems of
underregistration, which in the case of mortality is estimated at 50%. Of the
deaths reported, only an average of 64% are certified by a physician. For adults,
the mortality data shou that external causes, tuberculosis, and malignant
neoplasms are the leading causes of death, although diseases of the circulatory
system elso are important. Sixty-four percent of the women of childbearing age
receive specialized care during pregnancy, although the indicators for the quality
of this care are not very impressive. Only 46% of all deliveries occur in health
service institutions. Maternal mortality is estimated at 30.3 per 10,000 live
births. Of the women between 15 and 19 years of age, 11% are mothers or pregnant
for the first time, while nearly 15% of all maternal deaths occur In pregnant
teenagers, as do approximately 20% of all deaths from abortion.

3. With regard to nutrition, the country's principal problem is malnutrition in
children under the age of 5 years, especially in the first two years of life. It
is estimated that 48% of all schoolchildren suffer from chronic malnutrition. The
highest rates of malnutrition are found in rural areas in the mountains end the
jungle.

4. Vector-borne diseases are the number one cause of morbidity. Malaria, dengue,
yellow fever, leishmaniasis, plague, Chagas' disease, and human bartonellosis are
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serious public health problems and have been cause for concern especially in the
last two years, which have seen a recrudescence both in the number of cases and
in mortality.

5. Tuberculosis is also a serious problem. With a morbidity rate from all forms
of 250 per 100,000 population and an incidence of pulmonary tuberculosis with
positive sputum smear of 163 per 100,000 inhabitants, Peru has the highest
frequency of the disease in the Region of the Americas.

6. Cholera has unquestionably settled in as an endemic disease in Peru,
underlining the persistence of poverty and serious structural deficiencies in
basic environmental sanitation as well as the quality and safety of the food that
is consumed. Diseases preventable by vaccination are definitely on the decline,
although there continue to be cases and deaths. The outstanding development in
1994 was the certification that wild poliovirus had been eliminated in Peru and
consequently in the Region of the Americas. It is estimated that there are 20,000-
40,000 persons infected with HIV, and the cumulative total of AIDS cases is
betueen 3,000 and 5,000. At least 60% of recent HIV infections have been in women,
and there has been a rise in the number of cases in young persons.

7. The zoonoses of greatest importance for public health are rabies, plague,
caprine brucellosis, distomatosis, cysticercosis, and hydatidosis. Cases have
increased for all these diseases except urban rabies, which has declined thanks
to periodic mass vaccination of dogs.

Factors affecting health status

8. The current health situation in Peru reflects the socioeconomic crisis
experienced in recent years, in which some of the important determining factors
have been political violence, hyperinflation, reduced social expenditure, drug
traffic, and migration. Inflation reached a peak in 1990 and has been on the
decline since then. In 1993 the economy was stabilized internally, thanks to the
fact that inflation was brought under control, and externally, thanks to the
return of confidence in Peruvian capital and investments once more being made in
Peru by the international financiea system. By 1994 inflation was down to 15.4%.
In recent years there has been a marked deterioration in living conditions for
most of the Peruvian population, with a sizable increase in the population living
in extreme or critical poverty. According to the final results of the 1993 Census
and the poverty maps based on these data, 53.9% of all households have at least
one unmet basic need. In terms of population affected, this means that, of the
inhabitants counted in the 1993 Census, 12,374,000 were suffering from poverty in
some form.

9. The principal health risks for the Peruvian population stem from problems in
the physical environment: water for human consumption, sewerage systems, air
pollution, use of chemical products in agriculture, trash accumulated from public
cleanup, and the ultimate disposal of solid wastes. According to the 1993 Census,
90.3% of urban dwellings had electricity, but it reached only 19.6X of rural
households, for an overall average of 70.1X. The availability of piped water in
the home was 75.2% in urban areas but only 18.0% in rural areas (58.9X overall).
Ninety-one percent of all urban dwellings and 63.4X% of those in rural areas (24.6%
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overaLL) were without access to health services in any form, whether exclusive or

shared. With regard to the type of flooring in the dwellings, 21.3% of those in

urban areas and 74.9 of those in rural areas (36.6% overall) are earth or sand.

10. Illiteracy has gone down 12.8%, but there are still inequalities between the

population living in urban areas, where the illiteracy rate is 6.7%, and the rural

popuLation, where the rate is 29.8%. By the same token, differences are noted in

distribution of the rate by sex (7.1% in men; 18.3% in women). Workers in Peru are

at risk not only for traditional conditions such as silicosis, lead poisoning, and

arsenic poisoning, but also for new risks resulting from technological progress

and the increasingly widespread use of chemical substances, mainly in the

manufacturing and processing industries, generated in the production of plastics,

pesticides, etc.

11. The country is located in a seismic area and there also is the risk of

droughts or floods. As a result of the poor quality and safety of the food

consumed by the population, the incidence of food-borne diseases has been steadily

increasing-a situation that is aggravated by culturaL factors and by the

socioeconomic crisis that the country is going through. There is no evaluation or

control of the production, distribution, storage, transportation, marketing, sale,

industrialization, or export of food in the country. The socioeconomic crisis

mentioned earlier has made the problem worse and facilitated the appearance of an

informal industry and the uncontrolled vending of food in the streets.

Status of the Strategic and Programmatic Orientations (SPO)

12. Health in human development: The legislative branch has only limited capacity

to address public health matters. Even though there is a Commission on Health,

Population, and the Family, several important bills have not yet come to debate

or been formalized (the Organic Health Sector Law, the Social Security Reform,

etc.). A concerted effort has been made in the case of the Law on Blood Banks.

Policy development is gaining momentum, as is the formulation of a Basic Health

for All Program-agood example of an attempt to improve access to health services

for the less advantaged population groups. Studies on the health impact of

macroeconomic policies and the economic value of health production and consumption

are being carried out partly by institutions outside the Ministry of Health, and

coordination between the Ministry and the Social Security Institute is only

formal. EpidemiologicaL practice is focused mainly on the analysis and

investigation of outbreaks and the description of pathologies and their risk

factors; there is insufficient analysis and evaluation of health from a population

perspective, and coordination is lacking between the various groups responsible

for planning.

13. There is only limited research under way on the social, anthropological,

demographic, and economic aspects of health. Access to bibliographic information

is notably deficient, as is the dissemination of information, although steps have

been initiated and proposals are being made for the establishment of networks

(PAHO, Peruvian Social Security Institute, Cayetano Heredia University, etc.). The

NationaL Drinking Water and Sewerage Information Network (RENIAPS) has been

disbanded.

14. Health systems and services development: The process of health service

strengthening has followed two fundamental lines of development: the first

consists of reforming the sector and reorganizing its institutions, which depends

on the political situation that the country is going through and is not clearly

defined and without a timetable for the work to be done, and the second consists

of rebuilding the response capacity of the health establishments, which is
currently being done through specific projects, some of them funded by

international agencies (IDB, the World Bank, AID) and others financed at the

national level (the Basic Health for All Program).

15. The care model that has been adopted is based on the delivery of comprehensive

care to the peopte. It is organized into basic care modules according to

population groups and the particular risk profile that characterizes each of them.

Both the human resources profile and the profile of equipment in the health

establishments are geared to meeting the needs of the basic care modules.

16. Another aspect of the model involves offering longer hours at health centers

and health posts, especially those located in depressed areas, border regions, and

marginal urban settlements. The delivery of basic drugs is yet another aspect of

the model, which will make it possible to support a sizable increase in the demand

for services provided by the health centers and health posts, as indicated in the

evaluations of the Basic Health for All Program.

17. Health promotion and protection: Many of the problems affecting family health

are associated with unhealthy practices, habits, and behaviors and, in general,

with the state of poverty in which a large percentage of the popuLation is living.

Malnutrition, violence, accidents, substance abuse, consumption of contaminated

food, and unhygienic practices are all major problems, especially for women,

children, adolescents, the eLderly, and formal and informal workers. Perinatal

maternal mortality and child mortality continue to be indicators pointing to

inequities that affect these unprotected groups, in part because actions to

promote and protect general and reproductive health are inadequate, and also

because the problems of specific population groups are not always recognized as

public health problems.

18. The PWR's Mass Media Program coordinates efforts to promote appropriate use

of the media and education, which are regarded as tools for protecting health and

creating a health culture and a spirit of self-care. This initiative needs to be

strengthened. The "Healthy Cities" strategy, now in its early stages, would make

it possible to rationally and efficiently articulate the work being done by the

Government, community organizations, and the population in general toward

achieving a better quality of life.

19. Environment development and protection: Most of the basic sanitation services

are deteriorating, not only in terms of their installations but also in their

institutional capacity. The Government is currently taking steps to address this

situation, and, specifically, it is making investments in drinking water and

sewerage systems. Water supply reaches two-thirds of the urban population but

barely one-fourth of the rural population. There is a very high incidence of

interruptions in service, leaks, and the quality of the water is poor. The

sewerage services, which offer only minimal coverage in terms of quality, do not

have systems for final treatment. In many places sewerage runoff is used to

irrigate food crops. The management of urban solid waste is a major public health

problem that is especially acute in Large cities-MetropolitanLima being a case

in point. Street cleaning and waste collection is inadequate; waste is usually

disposed of in open air dumps or watercourses.

20. The problems of air pollution come mainly from mining, fishing, and the steel

industry. However, in addition to these traditional environmental health 
problems

there are also problems generated by the process itself of industrial development.
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21. Disease prevention and control: Peru has made some progress in the area of
disease control (tuberculosis, cholera and diarrheal diseases, and diseases
preventable by vaccination), but various socioeconomic and ecological
circumstances, coupled with the shifting demographic profile, have caused certain
problems to recrudesce (malaria, plague) and others to emerge (accidents).
Communicable diseases continue to be a priority both because of the magnitude of
the damage they cause and because of their social and economic importance. The
Ministry of Health has prepared a national strategic plan for conmprehensive
control of the priority communicable diseases, but it will be necessary to
strengthen the links between the various sectoral components involved, including
health services for individuals, epidemiology, Laboratories, and environmental
health; to establish intersectoral coordination; to promote a risk-based approach
at all levels, as well as ecological, social, and operations research; and to
promote and disseminate information about experiences involving community
participation.

Plans and priorities for national health development

22. As a goal for 1995, the Ministry of Health is looking to resume its regulatory
role by irplementing and strengthening its administrative and health management
capacity, introducing improvements in its organization, coordinating with other
institutions in the health sector, and channeling resources effectively,
efficiently, and with equity. It is aLso taking a serious look at public health
spending while at the same time guaranteeing that the population will receive good
quality basic care. This initiative is priority-based and places special emphasis
on prevention, health promotion, and recovery and rehabilitation of the population
groups at greatest risk. At the same time, the decentralization of health
management will be promoted through innovative approaches both at the economic
level and in regard to the administration of services. Decentralization will be
made viable by giving greater autonomy to the local Level.

23. The Ministry of Health intends to modernize its administrative procedures with
a view to developing a management approach that is goal-oriented and focuses on
meeting the needs of the user. Services for individuals will be organized at
different levels of comnplexity through the establishment of health service
networks in which the hospitals assume the role of providing specialized care with
efficiency. The health services financing system, inter alia, will be redefined,
and a system will be implemented for controlling and recovering costs in the
health establishments, which will make it possible to set differential rates.

24. The strengthening of health human resources will be another policy line, to
be implemented through the recovery of technical and scientific excellence,
professional qualification, and the improvement of working conditions for health
personnel in establishments at the first level of care. The Ministry of Health
will promote the active participation of women in health actions both for their
own benefit and for their families and communities. In addition, the Ministry will
promote universal access to a basic health package, especially in rural areas and
marginal urban settlements, which will make it possible to control infectious and
communicable diseases as well as the principal causes of maternalt and child
mortality.

25. Steps will be taken to strengthen community participation, consensus-buiLding,
and intersectoral articulation in health actions directed toward the people and
the environment through the identification of problems and needs, the preparation
of proposals, and the promotion of consensus-building in the decision-making
process.

26. Priorities for national development in health have been established in the
following areas: a) Promoting investments in health and environment that are
closely tied to sectoral policies and programs; b) Restructuring the Ministry of
Health; building capacity in standardization, supervision, applied research, and
health program evaluation; and inplementing decision-making at the local Level;
c) Ensuring access by the population, especially children and mothers, to a basic
services package through the control of spending and the strengthening of Local
health systems; d) Developing new organizational modets for health care
establishments at the institutional and sectoral Level, with emphasis on social
management; e) Strengthening the capacity to analyze research and the evaluation
of the heatth situation and its trends; f) Developing health human resources in
the context of the restructuring and decentralization processes, with emphasis on
the dissemination of knowledge and the development of capacity at the regional and
local levels; g) Promoting and developing environmental health interventions based
on Local, regional, and national social and epidemiological profiles, with
emphasis on education and the surveillance of environmental quality; h) Promotion
of healthy habits for the promotion of health and the prevention of disease,
disability, and death through the mass media and health education programs; i)
Prevention and control of chronic communicable and noncommunicable disease.

TECHNICAL COOPERATION STRATEGY

27. Within the basic frame of reference of the national priorities established by
the Ministry of Health, the Strategic and Programmatic Orientations of PAHO for
the quadrennium 1995-1998, Ninth General Program of Work of the World Health
Organization covering the period 1996-2001, and the recommendations emanating from
the joint evaluation undertaken in November 1994, the following strategies have
been proposed for the delivery of technical cooperation during the biennium 1996-
1997 in order to contribute toward attainment of the national health objectives
and goals in Peru:

28. Comprehensive support for decentralization, from the political definition
thereof, all the way up to full technical and administrative development at all
levels. This will involve building up the Ministry of Health's managerial capacity
to analyze the health situation throughout the country in order to characterize
and identify the principal areas of risk; adequate administration and management
of physical and economic resources, including programs for maintaining the health
infrastructure; internal coordination and articuLation; and ongoing comprehensive
supervision at the different levels in order to ensure normal execution and
evaluation of the various programs, with the introduction of modifications for
permanent strengthening.

29. Priority will be given to the development of modern methods and procedures of
surveillance, as well as to analysis and evaluation of the health situation and
the social, economic, political, and environmental factors that bear on it, with
a view to improving the generation and channeling of resources allocated for
health care, and to priority-based access to the services, in order to ensure
maximum efficiency and effectiveness in their management.

30. Special importance will be given to the geographical areas in which there are
populations that are living in extreme poverty and or are highly vulnerable to
health risks. Consequently, PAHO staff in Peru will give direct attention to the
Basic Health for All Program, the definition of a basic health package tailored
to the needs of each of the country's political and administrative regions, and
the development of comprehensive models that wilL include prevention, health care,
and health promotion.
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31. The development of human resources will focus on gaining more accurate
knowledge about their number, distribution, and utilization at the national level,
with the participation of all the sectors responsible for their formation and
utilization. Support will continue to be given for the training of health
personnel in all specialties, with emphasis on personnel at the regional and Local
Levels.

32. PAHO will support the health and agriculture sectors at the national,
regional, and local levels in initiatives leading to the establishment of systems
for financing the programs, analyzing the cost-benefit of medical care, preventing
disease, and promoting health.

33. Continued collaboration with the Government's central level will be aimed at
strengthening managerial and operational capacity at the regional and local levels
in the health and agriculture sectors with a view to mobiLizing regional and local
resources to support the various programs involved in providing comprehensive care
for the populations in greatest need and at greatest risk.

34. To promote intersectoral consensus-building, support will be given to Peruvian
authorities for the formulation and execution of training programs for personnel
at the regional and local levels who are responsible for carrying out programs and
activities for protection of the environment, improvement of housing, development
of the health and sanitation infrastructure, education, and agricultural and
Livestock production, which will cover the formulation, execution, and evaluation
of projects, especially projects financed from national resources.

35. Support will continue to be given to efforts aimed at coordinating and
integrating the health, social security, agriculture, and private sectors at their
respective national, regional, and local levels, and to identifying and mobilizing
internal and external resources for priority national programs.

36. Health promotion and the organized end active participation of the community
should be regarded as key components of the support being provided. Accordingly,
new approaches to promotion and participation will be incorporated that make
maximum use of the mass media and coordination with nongovernmental organizations
(NGOs).

37. Support will continue to be given to promote international cooperation,
especially with international technical cooperation agencies of the United Nations
system and governments that have traditionally provided the country with technical
cooperation.

38. The direct technical cooperation of personnel assigned to the regional
programs, the Pan American Centers and Institutes, and the PAHo and WHO
Collaborating Centers will be mobilized to support the various national
institutions. Particular attention will be given to the cooperation of CEPIS,
which is based in Lima. In this same vein, priority will be given to promoting
technical cooperation among countries, especially countries that share borders
with Peru, with a view to actively maintaining current bilateral cooperation
agreements in the area of health and promoting cooperative research, bilateral
support for the training of personnel, and joint activities for building up the
health infrastructure. Cities located along the country's borders will receive
support for the promotion of programs that provide for broad-based participation
by the community and all the sectors.

39. The dissemination of scientific and technical information, especially at the
local level, will constitute another priority approach. This will entail
consolidation of a national network of information centers with the participation
of the health services, universities, institutions of the sector agriculture,
trade unions and professional associations, and the private sector.

40. Cooperative interinstitutional and intersectoral research, especially that
which envisages strengthening the health sector, improving access to health
services, and preventing and controlling infectious and parasitic diseases, will
be a priority area for commitment of the Organization's resources.

41. The Government will continue to be supported in the formulation of health
policies, plans, and projects at the local level and in the preparation and
official implementation of health standards, especially those designed to improve
the quality of the services, drugs, food products, biologicals, and other inputs
that affect the quality of life and health of the population. National and
international resources will be mobilized for this purpose.

42. Since the Peruvian population is at high risk for natural disasters, priority
will be given to support for maintaining contingency plans and training and
informing the community with a view to promoting preparedness.

43. Special attention will be given to cooperation for supporting Government
programs aimed at combating poverty and violence, increasing basic food
production, and implementing the National Food and Nutrition Program at the
national level.

44. Finally, support will continue to be given to the decisions of the Governing
Bodies of WHO and PAHO, especially those concerned with improving the quality of
life and the HEALTH of the Peruvian population.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. To strengthen actions under the Basic Health for ALL Program with a view to
improving and developing health service delivery and ensuring that the population
has universal access to a basic set of services and programs that include health
promotion, disease prevention, recovery and rehabilitation, and access to
essential drugs. These actions should support the strengthening of local health
systems and coordination between programs, and they should also strengthen
intersectoral coordination in urban and rural areas.

2. To strengthen the health information and analysis systems for setting
priorities at the national, subregional, and local level, and to support the
programming, surveillance, and evaluation of health actions, projects, and
programs while at the same time reinforcing studies on the role of women in the
development process and the relationship between women, health, and development.

3. To maintain and strengthen policies, programs, and services for the control and
eradication of diseases preventable by vaccination, especially efforts directed
toward keeping the country free of poliomyelitis and eliminating measles and
neonatal tetanus.

4. To formulate and implement a national strategic plan for the prevention,
control, and treatment of the common communicable díseases, with priority given
to actions for the control of diarrheal diseases and cholera, tuberculosis,
malaria, plague, acute respiratory infections, sexually transmitted diseases, and
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AIDS, and to strengthen veterinary public health programs through support for
local actions and coordination between programs, es well es intra- and
intersectoral coordination in urban and rural areas.

5. To promote investments in the health and environment sectors by articulating
intra- and intersectoral policies and programs that recognize health as an
essential social benefit of development, as well as policies and programs for the
development of a health culture, reproductive health, and population, and to
promote the implementation of health policies and programs in the areas of food
and nutrition, prevention of drug abuse, prevention and control of violence, and
improvement and care of the human environment.

6. To strengthen the capacity to develop and maximaLLy utilize the sector's human
resources potential through the reformuLation of current training processes and
the utilization of health personnel, as well es the analysis of education for
health professionals, in order to generate appropriate articulation between the
training, service, and community components that will respond to national,
subregional, and local needs.

7. To enlist the mass media to generate en informed demand for health services;
to facilitate the deveLopment of a health culture; to promote individual and
social responsibility for creating and nurturing a healthy human environment; and
to strengthen education programs in the areas of self-care, health promotion, the
adoption of healthy LifestyLes, and the prevention of disabilities, health
impairments, and avoidable deaths.

8. To update current Legislation with a view to strengthening the actions of the
Ministry of Health designed to support the process of reforming and decentratizing
the Sector, including the transfer of decision-making authority and the shared
administration of Local health services, in addition to supporting the analysis
and formulation of social and public health policies designed to inprove Andean
SubregionaL integration through the adoption of common standards and regulations.

9. To contribute toward promoting the development of science end technology,
including the generation and distribution of scientific knowLedge, the
dissemination of information, and the incorporation of science end technology, in
order to improve the effectiveness and efficiency of health services delivery at
the national, subregional, and Local Level, while at the same time supporting the
modernization and financing of a network of clinical Laboratory services and the
incorporation of new techniques for diagnosis and treetment.

10. To support the preparation of, and seek financing for, a national plan that
wiLL make it possible to prevent or mitigate the repercussions of disasters and
emergency situations, as weLl as the generation of agreements and political
commitments, broader popular participation, the strengthening of intra- and
intersectoral participation, and collaboration between countries.

11. To strengthen national, subregionaL, and Local capacity to design and set up
services for the prevention and care of noncommunicable diseases, with priority
given to control measures and the treatment of cancer of the uterine cervix,
diabetes, and the prevention of blindness and other prevalent pathologies,
depending on Local needs, and aeso to community participation at the district and
municipal level.

PERU
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BIENNIAL PROJECTS

PROJECT 1: REPRODUCTIVE AND ADOLESCENT HEALTH

PURPOSE

To strengthen national capacity for executing actions geared toward improving life
expectancy and quality of Life for men and women of any age, making use of
available resources at the national, regionaL, and local Level, thus contributing
to the goal that people are born equal and have equal opportunities.

EXPECTED RESULTS

1. The public sector will be developing a comprehensive set of standards and
programs in the areas of population and comprehensive reproductive health care for
men and women in aLL the health subregions.

2. Eighty percent of the health subregions will be offering a basic package that
includes the promotion and care of reproductive health at allt stages of Life.

3. PLans and programs for the prevention and detection of abuse in childhood and
adolescence wiLL have been devetloped in the priority areas of the country.

1. By the end of the biennium, no less than the 80% of the health subregions will
have inplemented concerted actions in the area of reproductive health care.

2. By the end of the biennium, no fewer than 5 of the 33 health subregions willt
have doubled their coverage of reproductive health care.

3. By the end of the biennium, at Least 60% of the health subregions will have
institutionalized the monitoring of child and adolescent growth and development
in their establishments.

4. By the end of the biennium health topics will have been institutionalized in
school curricula in at Least 50% of the health subregions.

5. By the end of the biennium at Least 10 of the 33 health subregions wiLL have
services that offer guidance and assistance for young people.

1. ALL the subregions will have standards and programs for reproductive health
care.

2. At Least 30% of the health workers involved in care delivery wiLL have been
trained, depending on their occupational profite.

3. By the end of the bienniun the various programs associated with the
reproductive health of the population will have been functionally integrated.

1. By the end of the biennium there wiLL be a 50% increase in the coverage of
reproductive health care for men and women of all ages.

2. By the end of the biennium no fewer than four health human resources training
schools wiLL have programs for the promotion and prevention of reproductive health
at the level of the university community.

3. By the end of the biennium there will be a reduction of at Least 50% in the
indicators of maternal and perinatal morbidity and mortality in the areas of
intervention, and institutionaL delivery will have achieved 80% coverage in 5 of
the 33 subregions.

1. By the end of 1996 activities for the prevention and care of abused children
and adolescents will have been established in the principal cities of the country.
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4. Standards for the comprehensive care of children and adolescents, including the
monitoring of growth and development, will have been implemented in all the health
subregions.

5. The health sector will have strengthened its capacity to guide the
conprehensive incorporation of material relating to health in the national
educational system.

PROJECT 2: DISASTER AND EMERGENCY PREPAREDNESS

PURPOSE

To improve the health sector's capacity to respond to emergencies and disasters,
with the participation of other sectors, through fulfillment of the Strategic PLan
for Disasters and Emergency Preparedness for 1996 and 1997.

EXPECTED RESULTS

1. Sectoral plans will have been produced for responding to disasters and
emergencies in Peru, and they will be being executed.

2. Personnel in the various institutions, especially in the vulnerable
geographical areas, will have been trained in emergency and disaster preparedness.

3. The structureal and nonstructural vulnerability of hospitals and heaLth centers
in less advantaged areas witl have been assessed.

4. Entities wiLL have been operationally integrated so that they can give a timely
and adequate institutionaL response in the event of a mass emergency or disaster.

1. ALL the health subregions will have standards for the comprehensive care of
children and adolescents by the end of 1996.

2. By the end of the biennium at least 80X of the health establishments wiLl have
personnel trained in comprehensive care, including the monitoring of growth and
development.

1. By the end of the biennium at Least half the health subregions will have
incorporated health topics in their school curricula.

1. A multisectoraL strategic plan will have been developed for dealing with
natural disasters and emergencies.

2. INDECI wilt have been strengthened as the institution that has brought together
and formulated the Plan.

1. A sectoral plan for disaster preparedness will have been implemented and will
be in operation at the national Level.

2. Institutional plans for disaster preparedness will have been implemented in all
the hospitals, the Ministry of Health, and the Peruvian Social Security Institute.

1. Adequate training in emergency and disaster preparedness wiLL have been given
to 3,000 workers in the health services, the Fire Department, the Red Cross, and
INDECI in vulnerable areas.

2. Manuals on emergency and disaster preparedness wiLl have been prepared for use
at the local, regional, and national Levels, respectively, and wilL be being fully
used.

1. Studies on structural and nonstructural vulnerability will have been conducted
in all the hospitals located in Lima, Callao, Tacna, Arequipa, Ilo, San Martin,
Cusco, Trujillo, and Piura.

1. An operational network will have been implemented in each of the six units
identified in the vulnerable border areas.

2. Adequate institutional response will have been achieved in the six units
located in the vulnerable geographical areas.

PERU
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5. Information and education on preparedness for natural disasters and emergencies
will be being developed on a sustainable basis at the local, regional, and
national Levels.

PROJECT 3: FOOD AND NUTRITION

PURPOSE

To implement a multisectoral, decentralized National Nutrition Plan that will
incorporate strategic lines of action: targeted interventions, information-
education-communication, a comprehensive approach to micronutrient deficiencies,
the development of nutritional surveillance, and the articulation of regional
plans for the Regional Food and Nutrition Councils during 1996-1997.

EXPECTED RESULTS

1. The National Food and Nutrition Plan will have been implemented and will be
gaining dynamic impetus through multi-institutional interdisciplinary work sites.

2. Regional plans will be in operation, promoted through the Regional Food and
Nutrition Councils (CRANs), which include the strategies of targeted
interventions, grassroots planning, and participatory education in the area of
nutrition.

3. There will be a Food and Nutrition Surveillance Network in operation which will
be articulating the regional processes.
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1. Adequate audiovisual materials on disaster and emergency preparedness at the
local, regional, and national level will have been produced and will be being
utilized.

2. Graduate-level studies in emergency and disaster preparedness will have been
strengthened at the Universidad Nacional Mayor of San Marcos, and educational
materials for professionals will be being produced.

1. A National Nutrition Plan will have been discussed and approved, 'and it will
be in operation.

2. Regional Food and Nutrition Plans, developed through the Regional Food and
Nutrition Councils (CRANs), will be in operation in La Libertad, Arequipa,
Iquitos, Puno, and San Martfn.

1. Five work sites will have been set up and will be publishing technical and
political documents on the subjects of micronutrients, infant feeding, nutritional
surveillance, food safety, quality control, lifestyles, and diet.

2. The National Nutrition Plan will have been disseminated at the national level
in three macroregional workshops (Chiclayo, Lima, and Arequipa).

1. Five regional plans will have started up and will be being executed in
Arequipa, La Libertad, Puno, Iquitos, and San Martin.

2. The personnel on the CRANs will have been trained in grassroots planning,
participatory education, and targeted interventions on the part of the CRANs.

1. A database on food and nutrition will have been developed by the INS and the
National Food and Nutrition Center, which will be serving as a central information
link.

2. Local nutritional surveillance will have been strengthened at local, regional,
and national level.
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4. A Ministry of Health program now being developed on micronutrient deficiencies
and the fortification of food with specific micronutrients (iodine, iron, vitamin
A) will be in operation.

5. Mass media and education methods will have been developed and wiLL be being
used to support the Ministry of Heatth's nutrition programs and projects, wuith
emphasis on maternal Lactation and infant feeding.

6. Urban and border populations will have been identified and characterized
socially, economically, culturally, and in terms of chronic diseases related to
lifestyles and diet.

PROJECT 4: TECHNOLOGICAL RESEARCH AND DEVELOPMENT

PURPOSE

To increase national capacity in technological research and development by
promoting intra- and intersectoral coordination, disseminating the knowledge
generated, and promoting the application thereof.

EXPECTED RESULTS

1. Under the Leadership of the Ministry of Health, a policy on health research and
technological development will have been defined.

2. Research will have been integrated as a component in the strategic plan for
each of the programs of the Ministry of Health.

3. The co-financing of a list of applied research projects, to be designated by
the Ministry of Health, wiLL have been agreed to and promoted.

4. The Ministry of Health's National Reference Laboratory Network will be
supporting programs at the subregional level for the detection and treatment of
prevalent pathologies.

1. The plan called for in the National Nutrition Plan to address micronutrient
deficiencies, a table of micronutrient values, and a national plan to combat
iodine, vitamin A, and iron deficiency will have been prepared and will be in
execution.

1. Training manuais with guidelines for the feeding of infants and women uilli have
been devetoped for health workers, health personnel, educators, and undergraduate
students in medicine, nutrition, nursing, and obstetrics.

2. Responsible personnel at the local level will have been trained in the Local
level management of food aid programs (programming, evaluation, management).

1. People Living in the cities bordering on Chile, Ecuador, and Bolivia will have
received training on the new epidemiological nutrition profile in which overweight
and obesity have been added.

2. A national study on the prevaltence of overnutrition and its trends will have
been conducted in border cities.

1. By the end of the biennium the Ministry of Health will have established a
system for coordinating the identification of needs, the raising of funds, and the
application of results from technological research and development, which will be
incorporated in at least 50X of the regions in the country.

1. By the end of the first year the sector will have prepared a document on
policies and strategies for health research, and this document will have been
endorsed at the institutional level.

1. By the end of the biennium the Ministry of Health will have formulated
strategic plans that explicitly provide for research, obtained the endorsement
thereof, and implemented them.

1. By the end of the bienniumn national and multilateral financing agreements will
have been established in the health sector which will make it possible to channel
internal and external funds into medium- and Long-term financial commitments.

1. By the end of the biennium the Ministry of Health will have the benefit of
being connected to, and receiving technical assistance for, its National Reference
Laboratory Network, consisting of no fewer than 20 laboratories at the subregional
level.

2. By the end of the biennium 100X of the responsible personnel in reference
laboratories will have been trained.
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PROJECT 5: ENVIRONMENTAL HEALTH

PURPOSE

To promote and develop environmental health interventions, with priorities
corresponding to the principal health problems that affect the population as
defined by Local, regional, and national socioepidemiologicaL profiles, as well
as to promote investments in water and sanitation and the fulfillment of
international commitments assumed by Peru with regard to the environment.

EXPECTED RESULTS

1. In addition to the specific environmental health programs being carried out by
the Ministry of Health, environmental health interventions will have been
incorporated in its regular health programs.

2. The Ministry of Health will have assuned the role of adviser and participant
in national decisions regarding the relationship between the human environment,
health, and development in order to ensure that the activities of the various
sectors and organizations are making a positive contribution to health promotion
and protection.

3. Research will have been promoted and programs will have been developed for
trying out unconventional solutions to address problems relating to water supply,
elimination of excrete, and sewerage services in marginal urban and rural areas.

4. In fulfillment of Peru's international commitments in regard to the
environment, efforts will be being made to promote and support the investment
programs that the country is developing and negotiating in the area of the basic
sanitation services.

5. The corresponding local, regional, and national institutions will have
developed the capacity to monitor and control the quality of the drinking water
and the treetment and reuse of wastewater, as well as to protect water sources.

1. By the end of 1997 environmental health interventions aimed at vulnerable
groups will be being carried out under the programs of the health regions in the
context of PIAS and the commitments assumed in Agenda 21 of UNCED-92.

1. By 1997 the basic health programs of the Ministry of Health will include
environmental health actions.

2. The professional and technical personnel in the basic health programs will have
been trained in environmental health by the end of 1996.

1. The health concerns of the Ministry of Health will be being taken into account
in all national decisions relating to the human environment, health, and
development.

2. An awareness of environmental health problems will have been created in the
ministries, public and private institutions, and the population, and modifications
in the environment will have been promoted that will have positive effects for
health.

1. With the collaboration of CEPIS, research programs will have been undertaken
based on unconventional solutions appropriate to marginal urban and rural
realities in the coastal area, the mountains, and the jungle of Peru.

2. A program of unconventional solutions in the area of water supply and
sanitation will have been carried out in a selected region of the country.

1. Within the framework of PIAS, efforts will being made to promote and support
investment proposals in the water and sanitation sector.

2. Efforts will have been made to promote and support development of the health
and environment component (Agenda 21) and to implement the Environmental Health
Plan 94/97 set forth by ACH.

3. With the collaboration of CEPIS, programs will have been carried out to improve
management of the environment and health in two localities in the interior of the
country.

1. With the collaboration of CEPIS, the program for improving water quality in the
entities that provide drinking water and sewerage services will continue.
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2. With the collaboration of CEPIS, a program will be being executed for the
surveillance and quality control of water for human consumption in the 10 cities
with that have drinking water services with the most extensive coverage.

3. With the collaboration of CEPIS, an adequate program for controlling the reuse
of wastewater in agriculture will have been executed.

6. Urban sanitation capacity wilt have been developed in the responsible
institutions.

PROJECT 6: ZOONOSIS AND ANIMAL HEALTH

PURPOSE

To increase activities aimed at improving the zoonosis and animal health programs,
the comprehensive food protection program, and the program for the establishment
of areas free of foot-and-mouth disease (FMD), and at strengthening veterinary
public health education.

EXPECTED RESULTS

1. Modular programs will have been developed for the control of parasitic zoonoses
(distomatosis, cysticercosis, hydatidosis) and bacterial zoonoses (plague,
brucellosis, tuberculosis) of interest for public health and Livestock production.

2. The agricultural sector, universities, local governments, armed forces, and the
community will be participating actively in the surveillance system under the
national rabies control program.

1. Guidelines and criteria for the organization of self-financing public
sanitation services wilt have been developed and disseminated.

2. Public cleanup services will have been organized in five major cities of the
country.

1. There will have been declines in the cases of parasitic, bacterial, and viral
zoonoses.

2. Economic losses will have been reduced through animal health control.

3. There will have been a reduction in food-borne diseases.

4. Orientation criteria wilL have been proposed for the field of veterinary public
health in the graduate programs of schools of veterinary medicine.

1. A plan of action will have been prepared for the control of parasitic zoonoses,
with the participation of the health and agriculture sectors, the universities,
and the community in the region of Arequipa and the subregions of Cajamarca and
Puno.

2. Regulations governing the local committees (03) responsible for execution of
the plan of action will have been drafted and put into effect.

3. A plan of action for areas free of brucellosis and bovine tuberculosis will
have been drafted and put into effect in five dairy basins.

4. Regulations governing the local committees (05) responsible for execution of
the plan of action will have been drafted and put into effect.

1. The quality of laboratory diagnosis of rabies will have been improved through
use of the immunofluorescence method in four selected cities.

2. The production of cell-cultured canine rabies vaccine will have increased to
2 million annual doses, and quality control will have improved.

PERU
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3. There wilt have been increased efforts to achieve FMD-free areas.

4. There will have been improvements in the anaLyticaL and diagnostic capacity of
Laboratory services for the microbioLogical and toxicological control of food.

5. The hazard anatysis critical control point (HACCP) methodoLogy wiLL have been
applied in the inspection services.

6. Social communication models for food handLing wiLL have been developed with a
view to improving hygiene in this area.

7. The content of the veterinary public health curricula in the schools of
veterinary medicine wiLL have been improved.

PROJECT 7: ESSENTIAL DRUGS

PURPOSE

To give the population more equitable access to essential drugs of adequate
quality.

1. An animal health diagnosis will have been conducted and the situations
favorable for declaring FMD-free areas wiLL have been identified in the regions
and subregions where South American camelids are most intensively raised.

2. A plan of action wiLL have been developed for the progressive declaration of
FMD-free areas, which offer benefits for the export of Livestock products and by-
products.

3. The production of oit-based FMD vaccine by the INS wiLL have increased to 1.5
million doses a year and quality control will have improved.

1. Twelve food microbiology Laboratories wiLL have been identified and accredited
by the National Institute of Nutrition and Food Quality ControL.

2. Training wiLL have been given to 24 professionals or technicians in accredited
laboratories over a three-month period in the INANC.

1. The importance of using the HACCP methodology in the sanitary inspection of
food will have been promoted by Local government authorities (district
municipalities in the provinces of Tumbes, Piura, Arequipa, and Tacna).

2. Training in the HACCP methodoLogy wiLL have been given to environmental health
technicians in the subregions of Tumbes, Piura. and Tacna and the region of
Arequipa.

3. Training will have been given to the inspectors in the district municipalities
covered by the project.

1. Training wiLL have been given on sanitary and hygienic food-handling practices
in food production centers and open kiosks.

1. Two seminar-workshops will have been given on the importance of veterinary
public health in the curricula of the schools of veterinary medicine.

2. Changes wiLL have been introduced in the professional curricula so as to give
greater weight to veterinary public health.

1. Support will have been given to consolidation and maintenance of the national
drug supply program for the Level of care in at Least 70% of the subregions during
the biennium.

2. The system for evaluation of the quality of drugs wiLL have improved
significantly during the biennium.

3. A national policy on drugs wiLL have been defined, with emphasis on the
marketing, supply, accessibility, quality, and use of essential and generic drugs.
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EXPECTED RESULTS

1. Mechanisms will have been established and will be being used to strengthen the
national drug supply program at the first level of care.

2. The coverage and efficiency of programs for the inspection, investigation, and
analytical control of pharmaceutical products will have increased.

3. Information and education programs on drugs will have been promoted for
professionais, technicians, and the general public at the national level.

4. Proposals for a national drug policy that gives priority to essential drugs,
for legislation, and for leadership strengthening in the Ministry of Health in the
pharmaceutical area uiLL have been formulated and discussed.

1. Training in management of the program for professional and technical staff will
have been maintained and strengthened in at least 22 health subregions.

2. Automated systems for the handling of drugs will have been implemented at the
level of subregional and national distribution centers.

3. A system for evaluating the program on the basis of objective, appropriate, and
reliable indicators will have been prepared and validated.

1. A system will have been adopted for the more effective and efficient
investigation and analytical control of drugs (on the basis of a technical
proposa ).

2. The guidelines for the inspection of pharmaceutical production establishments,
distributors, and inporters will have been reviewed and inmproved.

3. The training of human resources in the areas of inspection, investigation, and
quality control will have been strengthened during the biennium.

4. A more effective system of penalties will have been instituted for infractions
committed in the manufacture, distribution, storage, and dispensing of drugs.

1. Consultations addressed to the CENAIM will have increased by at least 200X.

2. At Least three information centers will have been established at the
macroregional Level.

3. Proposals for teaching the concepts of rational use and essential drugs will
have been prepared and discussed with at least two schools of pharmacy and four
schools of medicine.

4. Training for professionals and technicians in the area of drugs (PACFARM) will
have continued in at Least 22 subregions.

1. At least two events will have been held at the national leve( to discuss
aspects of a national pharmaceutical policy.

2. A proposal for a national drug policy that gives priority to essential drugs
will have been drafted and made available to the authorities in the Ministry of
Health.

3. Contributions will have been made to the formulation and discussion of draft
codes, Laws, and regulations related to drugs in general and essential drugs.

4. The DIGEMID will have developed a proposal for the strengthening of Ministry
of Health Leadership in the area of drugs.
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PROJECT 8: SOCIAL COMMUNICATION

PURPOSE

To promote the use and teaching of social communication in health so as to permit
the participation and use of the mass media in health promotion.

EXPECTED RESULTS

1. The mass media will have been enlisted and will be developing a master
production model on health promotion and disease prevention in ongoing
coordination with PAHO/Peru and the programs of the Ministry of Health.

2. Personnel in the mass media will have been briefed, motivated, and trained in
regard to health and communication techniques in order promote the use and
teaching of social communication in health in Peru.

3. The mass media will be developing programs and themes for the promotion of
health.
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1. Sustained activities wilt be being carried out with 25 mass media producers in
the country, which will have made it possible to support the priorities of the
health sector.

2. Appropriate model information kits will have been produced for the press,
radio, and television.

3. ALL comnmunicators and journalists working in the area of health will have been
motivated and will have received adequate training.

1. A total of 96 weekly supplements ("Vida") on various subjects will have been
coproduced with the Diario de la República by the end of the biennium.

2. A total of 290 short programs, "Hablemos de salud," will have been co-produced
with Pan American Television's Channel 5, to be aired three times a week on the
program "Agrovisión," which reaches 14 countries in the Cadena Sur, by the end of
the biennium.

1. Each year information kits will be produced and distributed to 30 media
producers on a regular basis through a press service.

2. Each year regular reports of events and special celebrations tied to specific
health topics will be supplied to 25 mass media producers.

3. By the end of the biennium training will have been given on health issues and
message delivery techniques to 50 journatists representing press teams from each
of the media.

4. Every month throughout the biennium a total of 2,000 copies of the supplement
"Vida" will have been delivered to the Press Office in the Ministry of Health .

5. Information on the techniques of communicating for health will be being
disseminated to the Ministry of Health, universities, NGOs, and journalists on an
ongoing basis throughout the biennium.

1. By the end of the first year a cooperation agreement will have been reached
with Radio Programas of Peru, a national chain that broadcasts throughout the
Andes, for the production of model programs on the general health issues involved
in abuse and violence and on general issues and healthy cities, and joint work
will be under way in the second year.

2. A cooperation agreement will have been reached with Antena 1 Radio for the
production of short programs on the health of schoolchildren and adults by the end
of the first year, and joint work will be under way in the second year.
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4. A televised show on health issues will be produced in conjunction with the
HISPASAT project for distribution via satellite throughout Latin America.

5. Communicating for health will have been incorporated in the curricu(a of the
medical schools and the schools that teach social communication.

PROJECT 9: EPIDEMIOLOGY

PURPOSE

To improve the rote of epidemiology in the health services, with emphasis on the
subregional and local levels.

EXPECTED RESULTS

1. The capacity for analyzing the health situation and utilizing the results will
have been improved at the different levels of the health system.

2. There will be an epidemiological surveillance network, which will have been
improved and evaluated.

Indicators

1. Videotapes commissioned by DPI will be being produced regularly throughout the
biennium.

1. By the end of the biennium, three medical schools and three schools that teach
social communication will have incorporated regular courses in communicating for
health in their curricula, with emphasis on program development.

1. A methodology for the analysis and surveillance of health will have been
developed and implemented in the offices of epidemiology, statistics, and planning
at the central level.

2. Epidemiology units with functions of analysis, surveillance, research, and
evaluation will be set up each year.

1. The analysis of the country's health situation will have been updated each year
at the central level.

2. Each year methodologies and instruments for analyzing the health situation will
have been developed in the 10 health subregions.

3. An annual report will have been prepared on the analysis of the health
situation in each of the subregions.

4. The health information system will have been evaluated each year at the central
and subregional level.

5. The number of local health services that are conducting a health analysis wilt
have increased.

6. The number of intervention strategies for populations/areas in extreme poverty
carried out each year wilt have increased.

1. The epidemiological surveillance system will have been evaluated each year in
the 32 subregions.

2. By the end of the biennium the units reporting to the network will have
increased to 100% in the case of hospitals and health centers and 90% in the case
of health posts.

3. The units submitting reports on a timely basis will have increased to 98X of
the total by the end of the biennium.
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3. Personnel at the central, subregional, and Local level will have been trained
in epidemiological principles and methods and in the procedures for applying ICD-
10.

4. EpidemiologicaL research will be being carried out and disseminated in the
health system throughout the country.

5. The country's biomedical and public health information network will have been
expanded and updated.

PROJECT 10: DISEASE PREVENTION AND CONTROL

PURPOSE

To improve national capacity for prevention and control of priority comnunicable
diseases within the framework of a comprehensive strategic national plan.
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Indicators

1. A strategic plan for the ongoing training of human resources will have been
deveLoped and put into effect in 20 subregions by the end of the biennium.

2. A total of 10 subregional health teams will have been incorporated into the
training process each year.

3. A sufficient number of teaching kits, selected/prepared by area of utilization
(anaLysis, surveillance, evaluation) and by level (central, subregional, local),
will have been produced each year.

4. A total of 12 epidemiologists at the central and subregional level will have
been trained each year in accordance with their areas of specialization.

1. A hational Epidemiology Day will have been held with success each year.

2. Steps will have been taken to ensure that all epidemioLogical research is
published in national and foreign journals each year.

3. Steps will have been taken to ensure that all institutional and collaborative
multicenter research projects are submitted for subsidies each year.

1. A total of 50 institutional users wilt have been given access to scientific and
technical health information by the end of the biennium.

2. There will have been selective dissemination of bibliographic information to
32 health subregions in the print media and by telecommunication (Internet, RCP,
etc.)

3. Four macroregional information units, including two in border areas, will have
been identified and strengthened each year.

4. Three training courses will have been given each year on serial publications
in the health area and on LILACS for responsible personnel in the REPEBIS
Cooperating Centers.

5. A total of 30 responsible officers in the REPEBIS Cooperating Center will have
been trained in information technology each year.

1. A strategic plan for the prevention and control of communicable diseases will
be in operation in the 32 health subregions of the country.
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EXPECTED RESULTS

1. A national strategic plan for the control and prevention of communicable
diseases will have been implemented and uill be undergoing evaluation.

2. The National Laboratory Network for the diagnosis and surveillance of
communicable diseases will have been strengthened.

3. Health services personnel uill have been trained and will be working in the
area of epidemiotogy, management, and Laboratory diagnosis.

4. Research will have been carried out on the treatment and prevention of
communicable diseases.

1. A national meeting will have been held each year to evaluate the national plan.

2. Technical standards for the surveillance and control of priority comnunicable
diseases will have been developed and applied in the 32 subregions.

3. A system of supervision will have been established and be in operation by the
end of the biennium.

4. Models will have been produced and local experiences of community participation
in health (dengue, malaria) will have been disseminated at the national level,
with emphasis on endemic areas.

1. The National Institute of Health will have established a system for supervision
and quality control established, which will be in operation by the end of the
biennium.

2. Each year three intermediate laboratories with standardized diagnostic tests
for the communicable pathologies of highest priority in the area uill have been
placed in operation.

1. Each year a total of 10 subregional health teams wiil have been trained in
epidemiology, management, and laboratory diagnosis.

2. Each year health personnel will have received training in epidemiological
stratification.

3. Each year an analysis to identify the risks for priority pathologies will have
been conducted in 10 subregions.

4. Each year a total of 20 biologists/entomologists uill have received training
in vector control.

5. Selected bibliography uill have been sent out on a timely basis to the 32
subregions.

1. Operations research uill have been carried out on the effectiveness of
treatment for TB and malaria in the priority subregions.

2. The incidence of malaria will have been reduced in the areas, and steps will
have been taken to adopt the risk stratification approach.

3. Collaborative research uill have been conducted both in vivo and in vitro on
resistance to tuberculosis and malarial treatment.

PERU
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5. The National Program for AIDS/STD Control will have developed the necessary
interprogram, multisectoral and interagency ties to allow and maintain the
effective coordination of the campaign against AIDS and sexually transmitted
diseases in the country.

6. At Least seven priority health regions will have gathered documentary evidence
of the implementation of effective interventions for reducing the spread of NIV
and other sexually transmitted pathogens in specific target groups, as uell as
evidence of the repercussions of AIDS on the individuals affected and the
population in general.

7. The personnel in the health establishments will have been adequately trained
in the management of cases of diarrhea, cholera, and acute respiratory infection.
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1. By the end of the biennium the National Program will have a medium-term plan
in place for 1996-1999 that will address the control, prevention, and care of
HIV/AIDS/STD.

2. By the end of the biennium an interagency committee wiLL have been established
to support the coordination and mobilization of resources for the campaign against
AIDS/STD.

1. By the end of the biennium the priority regions wilL have achieved 100%
coverage with screening at least for HIV and T. palLidum in blood and blood
transfusion components, as well as at least 30% coverage of the implementation of
syndrome-based management of sexually transmitted diseases in the health centers.

2. By the end of the bienniun the priority regions will have a program under way
for the education of partners in at Least two specific population groups
characterized by high-risk behavior for the spread of HIV/AIDS/STD, and in at
least 50X of their educational centers specific course content on the prevention
of AIDS/STD will have been incorporated in the curriculum.

3. By the end of the biennium the priority regions will have executed at least one
program for promotion of the self-care, mutual assistance, and home care for
individuals affected by HIV/AIDS in coordination with at Least one NGO or Local
mutual assistance group (MAG).

4. By the end of the biennium the priority regions will have increased their
capacity to analyze the situation and its trends by having participated in at
least the regular reporting of AIDS cases, the sentinet surveillance of HIV
infection in at teast one specific group (with emphasis on the female and young
population), and in application of the impact evaluation survey developed by
PAHO/WHO through the measurement and validation of at least three of the eight
prevention indicators.

1. By the end of the biennium there will be assurances that 25% of the cases of
diarrhea/cholera and acute respiratory infection are being managed correctly.

2. Deaths from pneumonia in children under 5 will have been reduced by one-third
relative to the figures for 1990 by the end of the biennium.
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8. The people in the commnunity will be informed and will be practicing early and
adequate management of cases of diarrhea/cholera and respiratory infection at
home.

PROJECT 11: MENTAL HEALTH

PURPOSE

1. By the end of the biennium oral rehydration therapy will be being used for 80%
of the cases of diarrhea/cholera in the conmunity.

2. By 1997, 50X of the cases of diarrhea and ARI wi have access to standard case
management.

3. By the end of 1997 attention wiLl have been sought for 30% of the cases of ARI
for which it is warranted.

1. An area of agreement will have been found for the articulation of programs
promoting healthy lifestyles, and such programs will have been articulated,
formulated, and approved.

To create an area of agreement for groups working on various aspects related to
mental health, substance abuse, and chronic degenerative diseases so that programs
promoting healthy lifestyles may be included as part of the comprehensive care of
individuals.

EXPECTED RESULTS

1. Working groups will have been set up and will be seeking areas of agreement in
regard to mental health, substance abuse, cancer, cardiovascular diseases and
other noncommunicable diseases.

2. Steps will have been taken to cooperate with the working groups in setting up
guidelines and procedures for the formulation and execution of comprehensive
programs.

PROJECT 12: HEALTH SYSTEMS DEVELOPMENT

PURPOSE

1. During the two years activities will have been progranmecd around the areas
associated with healthy lifestyles will have been executed during the two years.

1. Steps will have been taken to ensure that the working groups obtain approval
for their guidelines and procedures for the formulation and execution of
comprehensive programs.

1. Fifty percent of the health establishment networks will have management levels
capable of supervising the operational units.

To raise the levels of management in the health establishment networks, es well
as the response capacity of their operational units.

EXPECTED RESULTS

1. The health establishment networks will have been identified in each of the
subregions.

2. The management levels in the health establishments networks will have installed
and implemented an information system for operational monitoring and supervision.

1. The health establishment networks will have been defined and implemented in
each of the health subregions.

1. An information system for operational monitoring and supervision will have been
implemented in 50% of the management levels in the health establishment networks.

PERU

Indicators
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3. The health centers and posts will be running basic health packages and their
personnel will be trained in the operation thereof.

4. The nursing personnel in the health centers and posts will have been trained
in the management and monitoring of basic health packages.

5. The health establishments will be equipped to operate the basic health
packages.

6. The references hospitats in the health establishment networks will have been
incorporated in the program for accreditation of the quality of care provided.

PROJECT 13: IMMUNIZATION SERVICES

PURPOSE

To reduce morbidity and mortality from measles, diphtheria, whooping cough,
tuberculosis, neonatal tetanus, and hepatitis B, and promote the health sector's
self-sufficiency in the delivery of efficient and effective immunization against
these diseases for the infant population.

EXPECTED RESULTS

1. The incidence of measles in the country will have been reduced.
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1. The basic health package will have been placed in operation in 50% of the
health centers and posts.

1. Fifty percent of the nursing personnel will have been trained in the management
and monitoring of basic health packages.

1. All health establishments will have adapted their equipnent and supplies to the
specifications of the basic health packages.

1. All the reference hospitals in the health establishment networks will have been
incorporated in the program for accreditation of the quatity of care.

1. The cases of poliomyelitis in the country will have remained at zero.

2. Neonatal tetanus wiLl have been brought under control and eliminated.

3. The incidence of meastes will have declined to less than 10 cases per 100,000
population in 1997, and the disease wiLL have been eliminated by 1998.

4. The system for epidemiological information and surveillance of diseases
preventable by vaccination will have been maintained in all the health
establishments of the country.

1. Weekly notification of 100% of eruptive febrile cases wiLL have been achieved
during the biennium.

2. There will be assurances that 100% of eruptive febrile diseases have been
investigated at the country level.

3. There will be assurances that the National Institute of Health and the
subregional laboratories have the supplies they need in order to process blood
samples from probable cases of measles.

4. At Least 90% of the children under 1 year of age in each of the country's
districts will have received the measles vaccine.
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2. In the districts of risk, 100% of the women of reproductive age will have been
vaccinated with tetanus toxoid for protection against neonatal tetanus.

3. The health sector will be receiving support for the maintenance of polio
eradication throughout the country.

4. Standards and manuals on vaccination strategies and the control of diseases
preventible by vaccination will have been made available in all the health
establishments of the country.

1. Coverage with of women of childbearing age with tetanus toxoid vaccination will
have been evaluated monthly of the districts at risk for neonatal tetanus.

2. During the biennium 100% of the probable cases of neonatal tetanus will have
been investigated.

1. Efforts will have contributed to the investigation of 100% of the cases of
acute flaccid paralysis (AFP) during the biennium.

2. The units reporting to the network will have increased to 100X of the
hospitals, health centers, and posts.

3. In each district, at least 85X of the children under 1 year of age will have
received the OPV vaccine.

1. In each municipality at least 85% of the children under 1 year of age wiLL have
received three doses of DTP and OPV vaccine plus one dose of BCG and measles
vaccine.

2. Through the Revolving Fund, adequate supplies of the biologicals and syringes
needed by the Ministry will have been made available.

3. Each month during the bienniumn, 100% of the data on the types of vaccine
applied will have been evaluated by age and district.

4. Surveys of missed opportunities for vaccination will have been conducted at the
subregional level.

5. Epidemiological parameters will have been defined for setting priorities in the
introduction of new vaccines in the national vaccination program.

PROJECT 14: HUMAN RESOURCES DEVELOPMENT

PURPOSE

To improve the training offered in pubtic health and services in coordination with
human resources development agencies, training establishments and institutions of
higher education concerned with public health, universities, and other training
centers.

1. Activities to control hepatitis B will have been carried out through the
vaccination of groups at risk in the endemic areas of the country.

1. A document proposing a decentralized comprehensive plan for the training of
health personnel will have been prepared jointly and in agreement with five
universities, health authorities at the national and regional level, and three
training centers, in accordance with local needs.
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EXPECTED RESULTS

1. Support will have been given for the creation of regional councils on human
resources, which have functioned as nuclei for research and ongoing training.

2. Decentralized and regionalized plans for the continuing education of
interdisciplinary health professionals will be in place.

3. Agreements between universities and health services will have been reached and
will be being implemented to strengthen the regional Levels and reopen subject of
integrating education-assistance.

4. The production, utilization, and distribution of scientific information and
textbooks will have been promoted.

PROJECT 15: HEALTH PROGRAM PLANNING
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1. Regional councils on human resources uill be in operation in five regions of
the country.

2. Five research projects will be under way to investigate the training needs of
in-service personnel.

1. Bibliographic material and scientific publications on specific subjects will
have been assembled for the development of 20 courses.

1. Four agreements will have been reached on the integration of education-
assistance, and they will be in effect in training institutions and the health
services in four regions.

2. A plan of action for the implementation of 10 agreements will have been
prepared and implemented.

1. Teaching materials will have been provided to all the universities in the
country that have schools of the health sciences.

2. Precise mechanisms uill have been implemented for the distribution of
scientific publications and technology.

1. Documents on management and planning methodologies will be in effect at the
national and regional level.

PURPOSE

To ensure that the Ministry of Health has sufficient Leadership and political
management capacity in health to transform the system and meet the criteria of
equity and social effectiveness, including the gender approach, in the planning
of health programs at the national Level.

EXPECTED RESULTS

1. Current health legislation will have been analyzed with a view to developing
the capacity to propose national laus that spell out citizen rights and
responsibilities, both public and private.

2. Support will have been found for development of the regulatory role of the
Ministry of Health through the use of strategic planning in the formutlation of
policy and projects for the health sector.

1. A document uill have been produced containing draft laws uhich will have been
discussed in interinstitutional debates.

2. Legislative proposals on the subject of sanitary regulation uill have been
produced and will be being executed with high political and economic visibility.

1. Ptans and programs uill have been strategically formulated and will be in
execution in all the regions and subregions of the Ninistry of Health.
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3. With a view to proposing appropriate policies, the analysis of health service
costs and demand on the basis of social groups will be being promoted.

4. Coordination will have been promoted between the institutions that provide
health services in the social security system, under the aegis of community
organizations, in the municipal and private sectors with a view to optimizing the
use of resources and improving the quality of services.

5. The development of methodologies for calculating the burden of morbidity, the
cost- effectiveness of intervention strategies, and social efficacy will have been
promoted.

6. There will be a plan for joint action with the Women's Network and NGOs working
with organized women's groups, and this plan will be being implemented.

7. Gender-based policies for health protection uill have been published and
disseminated at the various administrative and technical levels in the health
sector as well as among community groups.

PROJECT 16: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To inprove integration betueen countries through joint analysis of problems,
identification of priorities for cooperation and project formulation, and
development of joint actions with emphasis on border areas.

1. As a management tool, a costing system will have been provided to the first-
level health establishments, and this system will be being used.

2. To improve access to the health services, a study of the demand for them will
have been conducted, with operational proposals.

1. Interinstitutional agreements will have been reached and will be being
fulfilled.

2. Regional and subregional consensus-building mechanisms will be in place.

3. There will be evidence that community groups are participating in the
management of health services of the first level.

1. The development of cost-effectiveness studies at the national Level will have
been promoted.

2. Priority will have been given to interventions identified at the national Level
on the basis of the cost-effectiveness studies carried out.

3. A standardized methodology will have been devetoped for the surveillance of
inequities in the social groups at greatest risk.

1. The joint action plan will be being executed in 10 regions of the country.

1. A total of 10,000 copies of informative and educational documents will have
been produced and distributed to health personnel and community groups (10,000
copies).

1. A number of agreements will have been signed between countries.

2. Border health policies will have been developed and be being executed.
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EXPECTED RESULTS

1. Projects wiLt have been developed and started up in cooperation with Ecuador,
Bolivia, Colombia, Brazil, and Chile.

2. Exchanges of experts, technologies, supplies (including biologicats), and
professional training wiLL have been carried out with a view to strengthening
specific health actions bilaterally.
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1. Each year projects will have been agreed upon and started up in each of the
five border countries.

2. An epidemiological surveillance and information system will have been
established at the Level of the five borders.

3. Each year at Least one bilateraL meeting will have been held at each of the
five borders.

4. Joint intervention strategies will have been developed each year for the
control of priority communicable pathologies, by area of action, along each one
of the five borders.

1. Each year there wiLL have been an exchange of experts, by specialty, with the
five border countries.

2. Each year there wiLL be an increase in the number of in-service professionats
who have been trained.

3. Each year it will have been possible to increase the number of actions
involving the transfer of technology and/or supplies with each of the five
countries.

PROJECT 17: TECHNICAL COOPERATION COORDINATION

PURPOSE

To ensure that the technical cooperation provided to the country is timely,
effective and of good quality, and in alignment with national priorities and the
strategic and programmatic orientations of the Organization.

1. A health policy wiiL have been formulated, with specific plans, strategies, and
objectives incorporated within the area of health as a strategic component of the
national development process.

2. Adequate coordination will have been established between aLl the subsectors and
public and private institutions involved in the process of health and improvement
of the quality of Life, especiaLly of the more disadvantaged population.

3. National participation wiLL have been inmproved, in particular that of the
Ministry of Health, within the regional and subregional initiatives with a view
to achieving better results in addressing common problems and strengthening the
development of human, technologicaL, and financial resources.

4. The PWR's cooperation programs will have been carried out totally, and it will
have promoted joint action with national institutions, intensively mobilizing
human and material resources.

5. Capacity wiLL have been generated in the diagnosis, preparation, management,
and inplementation of projects under way, particularly in disadvantaged Local
communities with Limited resources.
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EXPECTED RESULTS

1. A contribution wiLl have been made to the formulation of national health policy
that will make it possible to establish a care system in which there is focus on
improving the quantity and quality of services, especially those for the more
vulnerable groups of the population and the more unprotected sectors.

1. A document on national health
inplemented.

policy will have been completed, approved, and

2. High Levels of coordination will have been achieved between the subsectors and
between public and private institutions on the rational use of resources and the
improvement of conditions in the health services as well as the quality of Life
of the population.

3. Active national participation in the regional and subregionaL initiatives will
have been achieved.

4. The technical cooperation programs will be being carried out efficiently.

5. Local capacity will have been promoted for identifying needs as well as for
developing and impLementing projects that wiLL help to improve health conditions
and the quality of life.

1. Documents and standards that promote and establish effective coordination uilt
have been developed and approved.

1. The sector wiil have adopted the regional and subregional initiatives, as well.
as the allocation of permanent resources for initiatives aimed at monitoring and
controlling diseases and high-priority health problems.

2. Intercountry cooperation will have been promoted through the exchange of human
and technological resources, as well as through other actions directed toward the
same end.

1. Each program will have executed 100X of the funds allocated to it.

2. Joint action with national institutions and personnel will have been
strengthened.

3. The expected results will have been achieved under each of the cooperation
programs.

4. The administrative and management processes of each program and of all the
programs together wiLL have been improved and facilitated with a view to ensuring
they are the means toward achieving action and that they wilt directly benefit the
population.

1. For a total of 10 local development projects, particularly projects for
depressed populations, all the steps will have been accomplished: preparation,
approval, financing and startup.
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PROGRAn BUDGET - PAHO AND WHO REGULAR FUNODS
-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

ORGANIZATIONH/MGMT OF HEALTH SYSTEMS BASED ON PHC
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316,600
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130,600
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0
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS
_ _ _ - - - - - - - - - --__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - --- - --_ _ _ _ _ _ _

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

______________________________________------------------------________

1996-1997

X OF
AMOUNT TOTAL

1998-1999

1 OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _- - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
.. ml.......................

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

782.600
i..........

WHD

CPS
EHA

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
m..mm.. mm........ mm ..... mm..m. .....

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC
_-----------____-----__------_--_--_---_________

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION

ESSENTIAL DRUGS

ESSENTIAL DRUGS

IV. HEALTH PROMOTION AND PROTECTION
a.aammmmammm......m.....a.....

UAH
DPR

EDV

122,500

122.500

660,100

621,800
38 300

1,968.400

1.879.800

1.874.100
5 ,700

88,600

88,600

241.000
...........

19.8
.....

3.1

3.1

16.7

15.7
1.0

49.7
.....

47.5

47.4
.1

2.2

2.2

6.1
.....

781,900
...........

237.900

237.900

544.000

544,000
0

380,300

380,300

380,300

O
o

O
mmmmmmmmmmm

67.3 666,100
..... ...........

20.5

20.5

46.8

46.8

32.7

32.7

32.7

101,100

101,100

565,000

565,000

O

O

o
o

0

~~- 0~o_-t .......... O

_ O

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES
--------WOMEN AN-- CHIL---------------------- HEALTH AND FAMILY PLANNING--

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

HEALTHY LIFESTYLES AND MENTAL HEALTH

PREVENTION AND CONTROL OF SUBSTANCE ABUSE

NUTRITION, FOOD SECURITV AND SAFETY
FOO AN NUTRITION----------------

FOOD AND NUTRITiON

WCH

ADT

NUT

118,900

118,900

70.600

70.600

51.500

51.500

3.0

3.0

1.8

1.8

1.3

1.3

O

O

o
o

O
00

___________-

0O

0O

0

-

- O
- O

- o

100.0
...mm

15.2

15.2

84.8

84.8
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PROGRAN BUDGET - EXTRABUDGETARY FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF % OF
___ __ __ __ ___ __PROGRA__ CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
…*mmmmmm _.. mmm.m. . … a - - = -- - ...

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

VI. DISEASE PREVENTION AND CONTROL
m...u....... m ....... ......... .m--. -....

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS

CDD
GPA

4,500 .1 0 - 0
mmBmmmmmmmm mmmmm lmmmmlmlll m~01 mm~mm11 mmm~mm~ mm~

4,500 .1

4,500 .1

960,800 24.3 0 O
IIIIII Is X*=1 I1III I seas1 lllIPl sllisae o-aaXs3X-*-

960,800 24.3

481,100 12.2
479,700 12.1

GRAND TOTAL 3,957,300 100.0 1,162,200 100.0 666,100 100.0
........... ........... . ........... ..... ....-...... .....

___________________________________________________________________________________________________________________________________
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
----------------------------------------

--------PERSONNEL -------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL
_ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

FELLOWSHIPS

$

COURSES SUPPLIES
ANOD ANO

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

S s

42,000 688,500
82,000 309,300

.....................
124,000 997,800

2.4 19.2
_ _ _ _ _ - - - - -

228 300
100 900

329,200
... 6......

6.3
_____

O
0

.0

0
0

0.

_____

100,500 539,200 269,900
82,100 209,900 113.900

182,600 749,100 383,800

3.1 12.9 6.6
_ _ _ _ _ - - - - - - - - - -

940 000
290.800

1,.230.800

23.6

1,393,300
240,300

1,633,600

28.1
_____

1 759,900
1,015,300

2.775.200

129 700
73,300

203,000
...........

103.500
59,100

162.600
..........

100,500
82 100

182,600
m........m-

42.5 3.1 2.5 2.8

623 500
242 700

866,200
mmmmmmmmmm1

311,800
131,600

443,400
..........

o
o

..........

1,610,100
277.800

1.887,900

13.3 6.8 .0 29.0

1994-1995

PAHO - PR
WHO - WR

TOTAL
..... OF TOAL

X OF TOTAL

1996- 1997

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

3,711,800
1,495,200

5,207,000

100.0

4.112,200
1 708,400

5,820,600
...... 100.0

100. O
_____

4
2

6
i......

3
3

6
..... l

11
3

14
mmmmmmi

11
3

14
Iimimmi

1,682 200
624, 200

2,306,400
44...........

44.3
_ _ _

1,590,000
937 800

2,527,800
43.........

43.4
_ _ _

83 400
57,000

140,400
2.......7..

2.7
_____

129,700
73,300

203,000

3.5
_____

47,400
31,000

78,400

1.5
_____

89,600
51,100

140,700

2.4
_____

1998- 1999

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

4 639,000
1.881 900

6,520,900

100.0
_____

3
3

6
......

11
3

14
mmmmmm
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PUERTO RICO

HEALTH SITUATION

Demography

1. According to the 1990 population census, of the total population of 3,522,037
inhabitants, 1,705,624 (48.4%) were males and 1,816,395 (51.6X) were females. In
terms of age distribution, 27X of the population was under 14 years old, 17.5% was
between 15 and 24 years old, 45.6X was aged 25 to 64, and 9.7X was 65 or over.
The median age was 28.5. In 1991 it was estimated that the population had
increased by 0.6X.

Health status indicators

2. Life expectancy at birth (1990-1995) is 71.7 years for men and 78.2 for women.
In 1990 infant mortality was 13 per 1,000 live births.

3. Diseases of the heart and malignant neoplasms were the two leading causes of
death, together accounting for 37.5X of aell mortality. Diseases of the heart
continue to be the leading cause of death, and in 1992 some 5,868 deaths were
attributable to this cause.

4. In 1992 diabetes mellitus was the third leading cause of death, as it had been
in 1990 and 1991. The toll from this cause in 1992 was 1,836 deaths, or 6.7X of
atl deaths. In 1991 there were 1,668 deaths from this cause.

5. In fourth place uas mortality from HIV infection/AIDS. A total of 1,420
deaths were reported from this cause: 1,162 (81.8X) in males and 258 (18.2X) in
femeles.

6. Cerebrovascular disease ranked fifth, with 1,285 deaths (4.7X) of the total.

7. The most marked increases were in mortality from AIDS (11.5X), diabetes
(9.1X), chronic obstructive putmonary diseases (10.3X%), and septicemia (13.1X).
Deaths from diseases of the heart did not increase in real terms, since the
adjusted rate was 163.2 per 100,000 population both in 1991 and 1992.

8. In proportional terms the most prevalent conditions are arthritis and
rheumatism, hypertensive disease, esthma, diseases of the heart, and diabetes,
which together represent almost one-third (30.9X) of all chronic conditions.

9. The greatest incidence of acute diseases during 1989 were diseases of the
respiratory tract, with a rate of 81.5 per 100 population. These are followed by
infectious and parasitic diseases, lesions, and diseases of the digestive system,
with retes of 28.8, 17.2 and 11.3 per 100 population, respectively.

Factors affecting health status

10. Puerto Rico has experienced a social transformation in the last 50 years that
has brought with it a significant increase in longevity and tife expectancy. It
is expected that this pattern wiLL continue and that by the year 2030, 15% of the
population will 65 years of age or older. This and other trends, such as the
passage from en agricultural and rural society to en urban and industrial one,
have entailed changes in morbidity and mortality. Uithin the new epidemiological
profile, acute infectious tropical diseases coexist alongside chronic degenerative
diseases, and the prevalence of cardiovascular diseases and cancer is high.
Alcohol abuse and smoking are common, the population is sedentary, the diet
contains too much fat and proteins, and drug consumption is on the increase.

Status of the Strategic and Programmatic Orientations (SPO)

11. Health in human development: In 1992 the Commonwealth of Puerto Rico became
en Associete Member of the World Health Organization and of the Pan American
Health Organization. This decision has served as a motivating force to revitalize
the relationship between Puerto Rico and the Region of the Americas. Starting
with the elections held in the Commonwealth in 1992, a process has been
inplemented through which a new model for delivery of health services to uninsured
patients is providing a better quality of health services and will eliminate the
barriers to access to primary, secondary, and tertiary care services.

12. A number of health-related laws are presently being studied to provide the
sector with greater flexibility in order for it to be able to incorporate new
approaches end care models into the system as the process of reform continues.
The model of managed care is being encouraged so that interventions undertaken
through private health care centers will be emphasized to further health promotion
and protection, as well es the rational use of new technological resources.

13. As part of the reform process, draft legislation on medical meapractice is
being prepared that will aim at protecting patients against medical error and at
the same time avoid the abuse of lawsuits that oblige the health system to incur
exorbitant end inflationary conmpensatory settlement costs.

14. There is an increasing trend is taking place toward the formation of ethics
committees in both public and private hospitals in order to deal seriously with
matters such as brain death and euthanasia.

15. Progress is being mede in requiring ell health professionals to obtein
additional university credits by means of continuing educetion in order to
maintain their licenses to practica.

PUERTO RICO
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PUERTO RICO

16. HeaLth systems and services development: In order to achieve equity and
universal access to high-quality health care in the framework of effective
decentralization at the Local level, particuLarly for the uninsured, Puerto Rico
is undertaking far-reaching restructuring of its health sector. The fundamental
goal of this reform is to slow the rapid increase in costs and ensure that all
inhabitants obtain quality health care at a reasonable cost.

17. Progress is being made toward privatization of the health system, region by
region and cautiously but steadfastly, making adjustments along the way as needed.
In the regions where the process has been inplemented, governmental health
facilities have been privatized. One insurance company per region has been
contracted by bidding to organize local health resources interested in serving the
uninsured population in managed care centers that will provide a full range of
services, including those concerned with health promotion and protection. Private
professionals and hospitals, in addition to those that have been privatized, are
obliged to be organized in the managed care centers if they wish to participate
in the care of the medically indigent, who are provided with a card that gives
them access to all the services in a managed care center. The Department of
Health, in collaboration with the Health Insurance Administration (ACES), sees to
it that the insurance companies and the private suppliers adhere to the guidelines
prescribed by the Government for providing services to the medically indigent.
The coverage stipulated in these guidelines should include all services required
for maintaining the population's optimum physical and mental heaLth--namely,
medical, surgical, and laboratory services, hospital and dental care, and drugs.

18. Health promotion and protection: The Department of Health has begun to
evolve from its role as the provider of health services, most especially for the
indigent population, to a regulatory function that emphasizes health promotion and
protection. The strategic priority consists of converting the aLready established
public policy into an integral part of the Department of Health's operational
processes. Activities in this field consist of preparing, organizing, and
disseminating information and educational materials on preventing the most
prevalent diseases in Puerto Rico, eimphasizing the chronic diseases and
lifestyles. Aggressive television campaigns have begun with regard to illegal
drugs, alcohol abuse, sex education, and, most particularly, condom use.

19. The new managed care system is expected to provide better care coverage for
children, mental patlents, and drug addicts.

20. Environment development and protection: Drinking water is delivered to 97.3%
of Puerto Rico's population by the Water Supply and Sewerage Authority (AAA). The
remaining 2.7% get their water from smaller systems outside the Authority, which
lacks the capacity to deliver water service to certain areas, frequently because
they are inaccessible or because of high cost. There are some systems in the
Authority, however, that still do not use filtration in their treatment process.

21. The Government has launched a program for reconditioning the water and
sewerage systems that includes, inter alia, the construction of a large-scale
water supply system.

22. With PAHO support, a comprehensive study of Puerto Rlco's environmental
problems is under way to determine the investment required in envirowment and

health, particularly in view of the risks represented for health, tourism, and the
economy from accidents involving the transport of fuel and certain industrial and
commercial products.

23. Disease prevention and control: The new model of managed care centers
emerging from reform of the health sector stresses the prevention of disease using
a risk approach. Campaigns are being carried our for the control of hypertension
and diabetes, among other diseases. HIV/AIDS is the focus of extensive
legislation, and new programs are being developed through the managed care centers
and in the communities. Alt health workers must now be vaccinated against
hepatitis B. In veterinary public health, renewed surveillance is being practiced
to guarantee the protection of foodstuffs originating in the dairy and meat
industries. Attempts are being made to eradicate measles, and vaccination
canpaigns are being carried out to this end.

PLans and priorities for national health development

24. The fundamental plan aims at comprehensive reform of the health sector,
prioritizing access by all, especiaLLy those with limited resources, to
high-quality health care and to health promotion and protection services. The
plan also seeks to halt the uncontrolled increase in health costs in conjunction
with a policy whose purpose is to reduce the role of the State in the economy and
society of Puerto Rico.

National priorities for technical cooperation

25. Based on the priorities identified by the Government, Puerto Rico-PAHO
cooperation wiLL be carried out in the areas described under Technical Cooperation
Strategy and National Priorities.

TECHNICAL COOPERATION STRATEGY

26. The strategy of cooperation between Puerto Rico and PAHO is founded on using
and strengthening Puerto Rico's role as a Link between North and South America in
the health area. PAHO will cooperate with the Goverrnment of Puerto Rico in
consolidating reform of the health sector, emphasizing decentralization and health
promotion, in order to expand the use of Puerto Rico's installed capacity for
research and the training of health personnel. The dissemination of scientific
and technical information, the generation of policies and plans, research, and
direct technical cooperation constitute the functional approaches that will
characterize this strategy.

NATIONAL PRIORITIES FOR PAHOIS TECHNICAL COOPERATION

1. To obtain PAHO support in order to achieve better understanding, and to expand
and disseminate Puerto Rico's experiences in transforming the health sector and
in training, research, health promotion and protection, and decentralization.

.4
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Indicadores

PROJECT 1: DISSEMINATION OF EXPERIENCE IN HEALTH SECTOR REFORM

BIENNIAL PROJECTS

1. Broader dissemination of Puerto Rico's experience and capacities will have
been achieved, especially in the Caribbean basin.

PURPOSE

To assist Puerto Rico in expanding and disseminating reform of its health sector,
emphasizing equity and placing the Installed capacity of the Commonwealth in the
service of the subregion and the Region of the Americas.

EXPECTED RESULTS 1. By the end of 1997, studies, consultancies, forums, symposia, and visits will
have been carried out aimed at disseminating Puerto Rico's experience and
installed capacity.

765
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
----------------------------------------- --- ------- ------- _________________

1994-1995 1996-1997 1998-1999

% OF OF OFPROGRAn CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL
-----------_--------------------_--------- - -- -- _ - _ -

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT 199,000 100.0 230,000 100.0 230,000 100.0

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC 199,000 100.0 230.000 100.0 230,000 100.0

UNIVERSAL ACCESS TO HEALTH CARE UAH 199.000 100.0 230,000 100.0 230,000 100.0

GRANO TOTAL 199.000 100.0 230,.000 100.0 230,000 100.0

..--...........------ "-- . --- [----:'--"-' ............... DD-- ------- --- -
ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __-- -- -_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ _ - - - - - - -

-------- PERSONNEL -------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

- - -- - - - - - - - - - - - - - - - - - - - -
FELLOWSHIPS
___________

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ $
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SAINT KITTS AND NEVIS

HEALTH SITUATION

Demography

1. The 1991 census of Saint. Kitts and Nevis showed a population of 41.826 with
the population of St. Kitts being 32,696 and Nevis 9,130. The total population
is comprised of 20,692 males and 21,134 females. The population has declined
between the 1980 census which recorded a population of 43,309 and the last census
of 1991. Reasons for the decline has been attributed to the possibility of
emigration in the age group 25-44 years. This points to the need for research to
find out the real reasons for the decline in population.

HeaLth status indicators

2. Life expectancy is 66.4 years and 75.4 for males and females respectively. The
crude death rate has decreased over the period 1988 when it was 10.5 to 9.0 in
1992. The infant mortality rate was 22.2 in 1989, 27.3 in 1990 and 16.3 per 1000
Live births. Neonatal deaths still account for a high proportion of infant
mortality. The ranking of major causes of mortality in children under 1 year in
1990 were conditions originating in the perinatal period, showing a rate of 27.3
per 1000. Among the 1-5 year old gastroenteritis and malnutrition Linked to
hospital data in some communities, continue to present problems. However, there
has been a decline in gastroenteritis. Maternal mortality and morbidity has
continued to be low. Notification for sexually transmitted diseases is required
however, contact tracing is not always enforced. Data on injuries, poisoning and
external causes at the Casualty and Emergency Department reveal that there has
been an increase between 1991 (5764) and 1992 (6307) with five deaths in 1991 and
seven deaths in 1992. The number of registered mental health patients have
steadily increased between 1988 (187) and 1992 (249) with the improvement of
Psychiatric/Mental Health Services.

3. The Leading cause of mortality have shifted from communicable diseases to
chronic and non-communicable diseases. There are cerebrovascular diseases,
hypertensive disease, endocrine and metabolic diseases, ischemic heart disease,
malignant neoplasms of genitourinary organs and nutritional deficiencies in the
over 65 years old which call for the investigation of the quality of care for the
elderly.

Factors affecting health status

4. The Gross Domestic Product (GDP) continued to have an upward trend and was at
6.8% in 1991. Inflation (1991) was at 4.3X reflecting steep increases in the cost
of food and clothing. The economy is based on agriculture (sugar) Light
manufacturing and tourism.

5. The environment continues to be an area of concern to the Ministry of Health
and Women's Affairs in the lack of treatment of rural water system and excreta
disposal in rocky terrain, causing difficulty in constructing pit latrines. The
open drains in the city of Basseterre contribute to the pollution of sea water
with adverse effects on the tourism industry, fishing and health of the
population.

6. The area of food safety and control has created cause for concern especially
among increasing numbers of itinerant vendors. A pilot project in Vector Control
has strengthened the capacity to deal with vectors on a small scale, the need to
expand the program to other areas following the analysis of data from the KAP
study is necessary.

7. The health services is provided by a network of health centers, clinics, two
district hospitais and one main referral hospital in St. Kitts and one in Nevis.
Access to services is adequate with the exception of some specialized services at
the JNF Hospital. ALthough there is a policy statement re the district health
services, there needs to be a rationalization of boundaries to permit an improved
concentration of services and better utilization of health personnel.
Psychiatric/mental health services have improved with the building of a
psychiatric ward and the thrust towards a community-based program as seen in the
clients treated as outpatients, the training of nurses in psychiatric mental
health and the availability of a psychiatrist. Recommendations regarding training
Locally and overseas, arising from the study on causes of perinatal mortality have
been implemented and will continue. In the area of STD/HIV management,
notification cards have been devised but contact tracing is not always being
enforced. Surveillance and support to persons with AIDS is urgently needed.

8. The Managerial capacity at all Levels of the health services need to be
strengthened. The avaiLability of the number, mix and levels of trained manpower
to deliver programs is seen as a problem. Human resources and infrastructure for
certain specialty services at the main secondary care institution are lacking,
giving rise to costly overseas referrals for treatment. The Government has
introduced a health insurance for all government employees.

Status of the Strategic and Programmatic Orientations (SPO)

9. Health in Development: The Ministry of Health developed a draft Health Policy
in 1989 which speaks to objectives of development to assist people to Lead
economically-productive and socially-satisfying lives and subscribes to the
provision of health care for all by the year 2000. The Government has articulated
that health is a high priority in the development of the country. Information
Systems have been established at the community level through the implementation
of the CHIS Project executed by PAHO and funded by IDB.

10. Health systems and services development: The Ministry has supported the
process of decentralization of health services and the development of Local health
systems as seen in the availability of services such as maternal and child health,
family planning, dental health, mental health, environmental health, control of
diabetes and hypertension, hoame visiting and food and nutrition surveillance at
the community level. The Ministry has instituted user fees for private patients
and continue to look for ways to finance the health services. The Ministry
participates in the essential drugs program of the ECDS. The Government is
committed to disaster preparedness and mitigation and country plans have been
developed and training provided.
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11. Health promotion and protection: Representatives from St. Kitts and Nevis
participated in the development of the Health Promotion Charter.
Psychiatric/mental health programs have been in operation to include training of
health personnel and directing the program to comnmunity-based services. The
protection of high risk groups has been geared to upgrading facilities for
geriatric population, substance abuse in adolescents and prevention of teenage
pregnancy through family life education and family planning programs.

12. Environment developement and protection: Basic sanitation services have been
addressed by the Ministry which continues to try finding solutions for the
problems of excreta disposal and water treatment in rural areas.

13. Disease prevention and control: Immunization programs for children against the
six EPI diseases have continued with a high percentage of coverage. Plans for
extending coverage to include Hepatitis B vaccine are underway. Surveillance for
measles and eradication of poliomyelitis have been in operation with assistance
from CAREC. Chronic diseases such as hypertension and diabetes have been managed
at the community level. St. Kitts has been participating in the prevention of
Cancer of the Cervix project for the Caribbean.

Plans and priorities for national health development:

14. The Ministry has identified the following for national health development

15. Improving the management of health services through training, operational
norms and standards, adolescent health and biomedical equipment maintenance.

16. Reducing the prevalence of chronic diseases through health promotion
strategies which will include appropriate manpower training, screening programs
and KAPB studies.

17. Improving the quality of Environmental Health through appropriate training of
personnel.

TECHNICAL COOPERATION STRATEGY

18. Priority areas under the CCH will be addressed and operational plans to meet
the goals and targets 1996-1997 will be developed. Technical Cooperation among
countries will be encouraged as one strategy to strengthen health services
delivery.

19. The functional approaches under which the technical cooperation will be
acministered are: Development of Policies, Plans and Norms; Training; Research;
Dissemination of Information.

20. The program will be divided under four projects: Health Systems and Services;
Health Promotion/ Chronic Diseases; Environmental Health; Maternal and Child
Health.

21. The functional approaches in the area of Health Services Development will be
training for categories of health personnel in such areas of epidemiology, Health
Information Systems, Nutrition and bio-medical engineering to support the health
services.

22. With the increase in ARI/asthma, public education materials will be developed
and the approach from PAHO will be dissemination of information to the health
workers.

23. A new focus in MCH is adolescent health. A functional approach will therefore
be researched to gather baseline data to be used in the development of a program
based on the identified needs of the adolescent. Such an approach will help to
ensure that program planning will be realistic.

24. Health promotion concept will be promoted nationally. In order to achieve
this, health educators will be appropriately trained to carry out this function
so that health personnel can incorporate health promotion strategies in their
individual programs.

25. To strengthen the Cancer of the Cervix program, the functional approach by
PAHO will be a KAPB study will be completed to determine the situation in the
country. Information derived from the study will also be of use in developing a
Cancer Registry.

26. The incidence of hypertension and diabetes warrants that an effective
prevention program is established, therefore plans, policies and norms and
training will be the functional areas for
PAHO's technical cooperation.

27. With the Environmental Neatth Program the functional approach wiLt be training
in aspect of veterinary public health to include Vector Control and in Solid Waste
Management.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Management skills at all levels.

2. Strengthen health information systems.

3. Use of information for health planning and management.

4. Training in selected technical areas.

5. Planning community participation for Vector Control.

6. Strengthening management of liquid waste.

7. Solid waste management.

8. Training in solid waste; landfill and program management.

1
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9. Improving training in water quality control.

10. Training of nurses in nursing education, management and other specialist
areas.

11. Management of STD/NIV AIDS.

12. Train Health Educators in health promotion.

13. Screening and treatment program for Cancer of the Cervix.

14. Strengthen screening and education program in asthma, hypertension in women
and diabetes.

15. Strengthen adolescent health program.

16. Strengthen nutrition program for health promotion.

17. Strengthen health and family life education program for secondary schools.

18. Setting up of NGOs for persons with AIDS.

19. Counselling training for health personnel, churches and other NGOs.

20. Strengthen technology in selected technical areas.

21. Capacity for biomedical engineering.

22. Provision and maintenance of equipment for Vector Control.
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Objetivos

PROJECT 1: HEALTH SYSTEMS AND SERVICES

PURPOSE

Management of health systems made more effective and efficient.

EXPECTED RESULTS

1. Manpower trained.

2. Operational norms and standards developed.

3. Information system further developed.

4. Capacity for surveillance improved.

5. Capacity for epidemiotogical assessment increased.

6. Management of AIDS\STDs Program improved.

PROJECT 2: HEALTH PROMOTION

PURPOSE

Prevalence of chronic diseases reduced.

770

Indicadores

BIENNIAL PROJECTS

1.CLient oriented health services operational by 1997.

2. Productivity of selected health manpower increased by 2X in 1997 over that of
1995.

1 Agreed numbers of nationais trained by 1996 and 1997 in:
a) Hospital management b) Generel management c) Nursing specialists and other
technical areas such as nutrition d) Biomedical equipment maintenance.

1. Operational norms and standards for senior nursing staff, DMOs, dietician
developed and discussed with Ministry of Health by 1996 and fully operational by
1997.

1. At least three other HIS moduies installed and persons trained to use by 1997.

1.Nurses from community and hospital and DMOs and private practitioners trained
in surveillance methods for AFP and fever with rash iltness by 1997.

1.By 1996 at teast twenty nurses, physicians and DMOs wiLL have compteted three
weeks CAREC's in-country workshop.

1. Strategies for resource mobilization and coordination at local and
international levels developed by 1996 and fully operationalized by 1997.

1. Increased proportion of diabetic and hypertensives under control according to
national
norms in 1997 over that of 1994.

2. Reduced mortality due to cancer by 10X of 1994 level and proportion of stages
111 and 1V of cancer of the cervix by 1997.

*j



Obiectives

EXPECTED RESULTS

1. Chronic diseases situation determined.

2. Cancer of the cervix program strengthened.

3. Manpower trained.

4. Health Promotion concept promoted.

5. Personnel trained in AIDS Counselling.

6. Nutrition programs improved.

PROJECT 3: ENVIRONMENTAL HEALTH

PURPOSE

Improved Environmental conditions.

Indicators

3. 50% population describes health promotion strategies by 1997.

4. Majority of Ministry of Health programs developed and executed using Health
Promotion
strategies by 1997.

1. KAPB re cancer of the Cervix completed by 1996 with recommendations and
implementation by 1997.

2. Screening program and protocots in identification and management of
hypertension and diabetes designed by 1996 and implemented by 1997.

1. Screening program for Cancer of the Cervix devetoped in 1996 and health
personnel at the
community tevel trained by 1997.

2. Outline of phases of Cancer registry delivered by 1996 and operationat by 1997.

1. ALt heaLth educators appropriately trained in health promotion by 1996.

2. One Colposcopist trained by 1997.

3. Two nutrition and dietetic aides trained by 1996.

1. National consuttation on HeaLth Promotion held by 1996.

2. Allt health workers educated to understand health promotion implications by
1996.

1. Health and care givers trained in counsellting skilLs by 1996.

1. Health promotion strategies for nutrition programs developed by 1996 and
implemented by 1997.

1. Aedes aegypti Breateau household indices lowered to 6 by 1997.

2. Entire population has access to safe potable water within 100 meters of
household.

3. Twice weekly colltection of househotd refuse to entire population by 1997.
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Obiectives

EXPECTED RESULTS

1. Landfill management and planning improved.

2. Water quality management program improved through development of standards and
training

3. Manpower trained.

4. Vector Control project evaluated.

PROJECT 4: MATERNAL AND CHILD HEALTH

PURPOSE

Improving health services for adolescents, mothers and children.

EXPECTED RESULTS

1. Asthma management improved.

2. EPI Program supported.

3. Adolescent Health Program developed.
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Indicators

4. Incidence of food and water borne diseases reduced by 50% in 1997 over that
of 1994.

5. Sanitary facilities available to 95% of population by 1997.

1. At Least 2 persons trained in landfill management by 1996.

2. Landfill plan fuLLy operationaL by 1997.

1. Water quality program with standards and procedures designed by 1996 and
implemented by
1997.

2. At least four persons trained in Water Quality Control by 1997.

1. By 1997 nationals trained overseas in: a) Meat and Other Food Inspection b)
Vector Control equipment maintenance c) Solid waste management.

2. In-service program for Vector Control for Public Health personnel completed by
1996 and fully implemented by 1997.

1. Impact of Vector Control project in one or two communities evaluated by 1996
and expansion of project by 1997.

1. Increased immunization coverage by 1996.

2. Adolescent health program installed by 1996.

3. Admission to hospital due to ARl\Asthma reduced by 5% between 1994 -1997.

1. Doctors and nursing personnel at district and hospital levels trained in
ARI\Asthma management by 1996.

2. Public education materials on ARl\Asthma developed by 1996.

1. Expanded schedule for EPI and Hepatitis recommended by 1996 and management
annual plan reviewed by 1997.

1. Situational Analysis completed by 1996.

2. National adolescent health program and policies defined by 1996 and implemented
by 1997.

3. Curriculum for continuous teaching in health and family life education in
secondary schools developed and tested by 1996, and introduced on a phased basis
by 1997.
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SAINT LUCIA

HEALTH SITUATION

Demography

1. The 1991 Population Census showed that Saint Lucia had a population of 135,975
persons, and based on current projection, the country will have an annual growth
rate of 1.2 percent. Fifty six percent of the population is under 25 years of age
and approximately 47.8X under the age of 19 years make it a young population.

Health Status indicators

2. The Life expectancy increased from 65.1 years in 1978 to 68.3 years in 1989 for
males, and from 73.0 years to 73.9 years for females. Crude mortality rates have
fluctuated between 6.5 and 5.9 per 1,000 in 1987 and 1990. The ten principle
causes of death are heart disease and disease of pulmonary circulation, cancers,
cerebra vascular disease, conditions of perinatal mortality, accidents,
hypertensive disease, pneumonia and influenza, diabetes mellitus, intestinal
infectious disease, chronic liver disease and cirrhosis.

3. Among the age group 0-5 years, the principle causes of death are conditions of
perinatal mortality, congenital anomalies, accidents, intestinal infectious
disease, pneumonia and influenza. Conditions of perinatal mortality account for
about 50% of the deaths in the under 5 years of age.

4. Maternal mortality is low, but iron deficiency anaemia among pregnant women and
women in general, continues to account for problems.

Factors affecting health status

5. The disposal of solid waste has been identified as a problem contributing to
rodent problems. The completion of the Roseau Dam and the implementation of a
surveillance system for schistomiasis control remains a problem. Thirty five per
cent of the population has no approved means of faecal waste disposal. The
Government will create a Body to deal with Solid Waste Management in Castries and
its environs of which the collection system will be privatized. The pilot project
for landfill management has received funding from GTZ and CEHI is executing this
project.

6. The economy of Saint Lucia continues to grow. In 1991 the country had a growth
rate of 2.5%, even though the banana production declined by 26% with a concomitant
drop of 18% in exports. The economy is based on agriculture and tourism with
tourism being the major focus for development strategy. A four prong approach to
national development has been mede by the country with the environment as an
integral part of the developmental plan. In 1991, the debt service ratio is
estimated to be 31% and debt service payments estimated at 6% of Central
Government's current revenue. Despite the good economaic performance, unemployment
continues to be at 20%, due to the large proportion of unskilled workers in the
labor market.

7. Health services are available and accessible and are provided by a network of
health centers and referral hospital. To improve the management of the Victoria
Hospital the Government has decided to establish a Hospital Board and has phased
in the inplementation of a cost recovery system at the hospital. Human resource
needs continue to be a problem and Government is exploring all sources for
training. The demand for special services in Saint Lucia is a growing concern for
the Ministry, however, the Goverrnment is actively perusing ways to fill this need.

Status of the Strategic and Programmatic Orientations (SPO)

8. Health in human development: The Government has affirmed that health is a
priority in the development of the country. A health policy has been enunciated
and a ten-year health plan (1995-2004) is in the process of being developed.
Training in the development of health policies, plans and programs will be
critical to supporting the health plan geared to new directions of the health
sector. Information systems have been established at the community level with the
assistance of the Community Health Information System project funded by IADB and
PAHO.

9. Health systems and services development: The Government has focussed on the
development of the infrastructure both at the hospital and community levels. The
main hospital has been upgraded with funding from the Government of France, and
Castries Health Center from the Italian Funded Maternal and Child Health Project
executed by PAHO\WHO to increase accessibility to services. Training of health
personnel in identified priority areas to support health services development has
occurred, as the country continues to seek resources through PAHO fellowship
program and other agencies. Health care programs to vulnerable groups such as
mothers, children, adolescents and youth have focussed on reproductive health,
perinatal care and adolescent health.

10. Health promotion and protection: Representatives from the country
participated in the development of the Health Promotion Charter which was widely
disseminated to the population in Saint Lucia. The management of the
Psychiatric/Mental Hospital program have been increasingly addressed by the
Government. Information and education about chronic diseases such as diabetes and
hypertension has formed part of the prevention program at the district level.

11. Environmental development and protection: In the area of basic sanitation
services, the Government has addressed this mainly through the OECS Solid Waste
Management Program which is funded by the World Bank. To improve the management
of water, the building of the Roseau Dam was instituted, but the completion
suffered a setback due to island-wide floods in 1994. Plans have been made to
privatize the collection system in the management of solid waste. Faecal waste
disposal continues to be a problem.

12. Disease prevention and control: Immunization programs against the six EPI
diseases have been enforced and sustained with a high percentage of coverage to
the population. The country has been free from poliomyelitis and has carried out
measures to eliminate measles. The Government plans to introduce food protection
programs in the prevention of food borne and diarrhoeal diseases through training
of food handlers in hotels, restaurants and itinerant workers.
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13. The Surveillance System for the prevention and control of Schistomiasis
continues.

Plans and priorities for national health development

14. The major health policies are: The continued provision of health care to the
nation through clinics, health centers and district hospitals. The development
of programs and provision of increased services to adolescents. Establishment of
health promotion programs for the management of chronic non-communicable diseases;
The integration of HIV/STD into the health services; Improved care at the Victoria
Hospital; The development of a Dental health policy to assess care through to age
15 years islandwide; Strengthening all levels of mental health; Strengthening
interministerial collaboration; Improvement of management services and the
required information systems; Continued care for the disabled at the community
Level; Strengthen family Life education by introduction into the school system.

TECHNICAL COOPERATION STRATEGY

15. The priority areas for technical cooperation from PAHO during the biennium
(1996-1997) are the seven priority areas of the Caribbean Cooperation in Health
with its goals and targets and the strategic end programmatic orientations
(1996-1997) of PAHO/WHO.

16. The areas of Technical Cooperation with PAHO/WHO will be: Health systems
services; Health Promotion and Protection; Environmental Health; Maternal and
Child Health.

17. The functional approaches that PAHO will take are: MobiLization of Resources;
Development of Policies, PLans and Norms; Training; Dissemination of Information
Research.

18. In the area of Health Systems and services, training will be an important
approach in which health personnel will receive training Locally in defining the
new direction of the health sector and implementation of the strategic management
of the Local Health systems. Overseas training will be directed to appropriate
area. Continued support will be given for the improvement of perinatal care
through training of personnel in the use of a simplified Perinatal Care form and
to ensuring that Universal child immunization coverage for the elimination of
measles and other diseases preventable by immunization.

19. Needs of the health system to include such areas as biomedical maintenance and
prevention.

20. The functional approaches that PAHO/UHO will use in the area of Health
Promotion and Protection will be: training of nationals to acquire new skills in
social communication and the use of the media in health promotion; information
dissemination to nationals in promoting changes in lifestyles to prevent the
occurrence of infectious and chronic diseases; and the development of policies,
plans and norms and research in strengthening the mental health and adolescent
health programs.

21. In Environmental Health, the approach that PAHO will take under training will
be in Food Protection, Vector Control to decrease food borne diseases and support
the eradication of vectors. Dissemination of information will be crucial to the
strengthening of the Vector Control Program. In the program for water quality
control, policies and plans will be developed to give direction to the program.

22. The Maternal and Child Health Strategy will emphasize the quality of services
for women and children through the research process and plans for program
development based on findings.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Strengthen monitoring of water quality.
2. Expansion of Vector Control program.
3. Redefinition and strengthening of Environmental Health Unit.
4. Food Protection and Safety.
5. Health Sector Reform.
6. Improved quality of MCH Services, evaluation and use of SPCR forms.
7. Surveillance of measles and poliomyelitis.
8. Improve management of asthma.
9. Strengthen HIV/STD programs.

10. Use of health promotion strategies.
11. Use of the media in health programs.
12. Strengthen adolescent health program.
13. Expand and improve mental health services.
14. Strengthen Cancer of the Cervix and diabetes program.
15. Training.
16. Strengthen maintenance services at hospital and community levels.
17. Pilot of Local health systems.
18. Strengthen dental health program.
19. Strengthen management of solid waste.
20. Provide information technology for health, Solid waste and liquid management,
family planning and family life education community approach.
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Obiectives

PROJECT 01: HEALTH SYSTEMS & SERVICES

PURPOSE

The Mission of the Ministry of Health redefined and known by all population of
Saint Lucia.

EXPECTED RESULTS

1. Manpower trained.

2. Capacity for monitoring biomedical equipment established.

3. Direction of health sector reform finalized.

4. Local Health Systems piloted.

5.

6.

Management and information systems developed.

AIDS\STD program strengthened.

PROJECT 2: HEALTH PROMOTION & PROTECTION

PURPOSE

Health promotion strategy institutionalized.

EXPECTED RESULT

1. Sensitize population about health promotion strategy.

CTOS BIENALES

1. Health systems and management decisions at central, Local and hospital Levels
made by teams of health professionals based on current information by 1997.
2. NationaL health information system fully operational by 1997.

3. 80X of health professionals appropriately trained with practical skiLLs and
working in relevant areas by 1997.

1. AIl fellows nominated annually within budget ceiling and placed in appropriate
training programs by 1997.

1. Manpower trained for maintenance biomedicaL equipment by 1996.

2. Preventive maintenance program in place by 1997.

1. Key health personnel from all levels define new direction of health sector by
1996.

1. Project for resource mobilization for Local health system in PiLot area
developed by 1996.

2. Personnel trained for implementation of strategic management of LHS and team
based strategic management by 1996.

1. Information systems for management of health services at central, local and
hospital levels installed for selected services by 1996.

1. Further development of AIDS/STD program supported by Local agencies and NGOs
by 1996.

1. ALl health programs at the national and regional levels vetted for health
promotion content and approach by 1996.

1. Health personnel trained in use of new ski Ls for social communication by 1996.

mSAINT LUCIA
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Objectives

2. Social factors related to diabetes identified.

3. Cancer control program developed.

4. Mentael Health Program supported in policy development, training and
feasibility study.

5. Community Dental Health Program developed.

PROJECT 3: ENVIRONMENTAL HEALTH

PURPOSE

Improved enviromentat conditions.

1. Landfill management and planning improved.

2. Water Quality Management Program inproved through developed standards,
training and re-definition of Environmentat Health Unit.

7T8

Indicators

1. Social and related factors of diabetes researched and strategies orientations
designed by 1996.

1. Further development of Cancer of the Cervix control program supported by 1996.

2. Epidemiology of other Cancers elucidated by 1997.

1. Mental Health policies, legislation and program drafted in collaboration with
community by 1996.

2. Manpower trained in relevant training; psychiatric nursing, community-based
mental health, substance abuse, etc. by 1997.

3. Feasibility study for improved psychiatric institution completed and proposal
for resource mobilization developed if necessary by 1997.

1. Community-based Dental Health status of population ascertained by 1996.

2. Baseline fluoridation study conducted by 1996.

1. Less household garbage per capita collected from communities and landfill
managed effectively by 1997.

2. Potable water available on a continuous basis to 70% population by 1997.

3. Aedes household index reduced to <1X by 1997 in selected communities.

4. Non-occurrence of foodborne diseases by 1997.
EXPECTED RESULTS

1. At least four persons trained in landfill management by 1977.

2. Engineering design for landfill on selected site completed by 1996 and project
proposal completed.

1. Programs with standards and procedures designed by 1996.

2. Persons trained in water quality control.

3. Recommendations made to MOH by 1996 for redefinition and strengthening of
Management of Environmental Health Unit for Water Quality Control Management.



Obiectives

3. Food Protection Program designed and personnel trained.

4. Vector Control. Integrated Vector Control program strengthened.

PROJECT 4: MATERNAL AND CHILD HEALTH

PURPOSE

Quality of care among the health of women and children improved.

EXPECTED RESULTS

1. Quality of MCH services evaluated.

2. Use of SPCR introduced.

3. EPI program monitored and supported.

4. Epidemiology of Asthma ascertained and program designed and implemented.

5. Adolescent health program developed.

SAINT LUCIA

Indicators

1. Integrated food protection program designed focussing on surveillance and
legislation. All PH Inspectors trained in HACCP by 1997.

1. Primary School Teachers in 9 other communities trained in support of Vector
Control Education by 1997.

2. Comnunication and social participation strategy for environmental clean up
designed 1996.

1. 40% of women seeking antenatal care by the 12th week by 1997.

2. Perinatal mortality reduced by 10 X in two years.

3. Elimination of measles certified by 1996.

4. Morbidity due to asthma reduced by 10X of 1994 level by 1997 especially in
children.

1. Evaluation of MCH services completed using PAHO protocol and recommendations
made for improvement to MOH by 1997.

1. Persons trained to use SPCR form and how to analyse data by 1996, and in full
use by 1997.

1. Epidemiological analysis of Haemophilus Influenza B and Hepatitis B completed
by 1996.

2. Economic analysis of inclusion in EPI performed by 1997.

3. EPI Manager participates in annual meetings to present reports on EPI
diseases and plans.

1. Survey of asthma using ISAAC protocol completed and analysed by 1996.

2. Comprehensive asthma control strategy developed and introduced by 1996.

3. Persons in health related services trained in management of asthma by 1997.

1. Adolescent health needs assessed with recomnendations for development of
program by 1996, and program implemented by 1997.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
…___------…-- - - --_-___ ______ _____
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HEALTH EDUCATION AND SOCIAL COMMUNICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
.m.. E;, , _mmmmmmmms3ms~nm..mmmmmmmlmmm

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

GRAND TOTAL

156,800 82.8
mBmmwmt mm mmmm

UAH

156,800

156,800

82.8

82.8

11,000 5.8
nmmm- w-mm z .....

WCH

HED

11,000

11,000

O

5.8

5.8

130,700

130.700

130 700

54.100

22,100

22,100

____- 32,000

- 32.000

21.500 11.4
a =.8a=--- =...=

CWS

21,500

21,500

11.4

11.4

189,300 100.0
........... .....

21,500

21.500

21,500

206,300
mmmmmmmmmmm

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

..........................................................__ . . . . . . .... ----------- ----- ----------- . . . . . .- ----------.

VI. DISEASE PREVENTION AND CONTROL
..............................

133,900 100.0 0 0
…tm =m mm = ~ = =

CONTROL OF COMMUNICABLE DISEASE
.A...S G ...-- ........ ______PA_

AIDS GPA

GRAND TOTAL 133 900 100.0 0 100.0 0 100.0
mmmmmmmmmmm ~ ~ ~ ~ ~ ~ ~ ~ ~ 1 11 11 1 mmm mmm mm mmmmmI~I mmmmmm mm mBmm m~ mum um ==

63.4
.....

63.4

63.4

26.2
m....

10.7

10.7

15 5

15.5

10.4

10.4

10.4

100.0

139.800
...........

139.800

139,800

60 900
..... ==:..,

25,000

25,000

35.900

35.900

24,200

24,200

24.200

224,900
mmmmmmmmmmm

62.1
.....

62.1

62.1

27.1
=..==

11.1

11.1

16.0

16.0

10.8

10.8

10.8

100.0
.....

133,900

133,900

100.0

100.0

0O -

n

0

0

780



ALLOCATION BY OBJECT OF EXPENOITURE - PAHO AND WHO REGULAR FUNDS
…_- - _- -_- -_--_- - _--_--_- -_- -_-_--…--_----------- -- --…----…

- ------ PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

S $

COURSES SUPPLIES
SHORT-TERM DUTY ANO ANO
CONSULTANTS TRAVEL FELLOWSHIPS SEMINARS EQUIPMENT

$ S $ $ $

GRANTS OTHER

$ $

0 0 4.000
20.900 10,500 66,000

20.900 10,500 70,000
........... .......... ...........

11.0 5.5 37.1

10.000 0 0
17,300 6.900 60,000

........... .....................
27,300 6.900 60,000

13.2 3.3 29.1

10,000 0
17.300 8.000

27,300 8.000
........... ..........

12.1 3.6

o
60,000

60,000

26.6

SAINT LUCIA

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.... OF OTAL

X OF TOTAL

0
0

o
......

0

0

0

o
1, 900

1.900
...........

1.0

ao

...........

.:

21 500
167 800

189.300
...........

100.0

53,500
152,800

206,300

100.0
_____

60,100
164.800

224,900
100...........

100.0

0
0

0

0

0

....

0
o

0
mmmmmm

o

O0

5 600
29,700

35.300
..........

18.6

19 100
27,700

46,800
...... 22.7...

22.7
_____

22,100
32, 100

54,200
24..........

24.1

6,600
12,000

18,600
..........

9.8

9,900
11,700

21,600

10.5
_____

11, 300
13 600

24,900

11.1

O

mmmm_ _ m _ _ _O

.0

0
0

0
..........

.O

0
0

..........

_____

O

0.

. 0

5.300
26 800

32.100
...........

17.0

14,500
29 200

43,700

21.2
_____

16 700
33 800

50,500

22.5
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SAINT VINCENT AND THE GRENADINES

HEALTH SITUATION

Demography

1. The population of St. Vincent and the Grenadines at the last census in 1992 was
107, 598. Of this population there were 52,977 (50.1%) males and 52,621 (49.83%)
females. The population has increased steadily (9.12%) over the 12 year period
(1980-1992) when it accounted for 98,604 persons. The ratio of males and females
has changed from 94 males per 100 females in 1980 to 101 males to 100 females in
1992. Factors contributing to these changes need to be researched.

Health status indicators

2. The health indicators have been steady and in some cases significant
improvements have occurred in several components of the health sector. The Infant
mortality rate was at an all time low of 14.5 per 1000 Live births in 1993, crude
birth rates held in check at 24.6/1000 population and maternal mortality has
continued to be officially recorded at zero (1992-1993). Life expectancy at birth
among males was 69 years and females 72, years in 1991. The over 65 age group at
6.5% of the population are claiming Larger stakes in the health care system.

3. Among the Leading causes of death are diseases affecting the heart and
cerebrovascular system (23%), hypertension (11.9%), metabolic diseases (7.1%),
accidents and injuries (5.9%) betueen 1988 and 1992. These are categories in
which prevention through health promotion and lifestyle modification could
exercise a favorable influence. The decline in the 1-4 year mortality from
29.4/1000 in 1988 to 11.2 in 1992, has left perinatal mortality and morbidity as
the outstanding challenge in child health. The adolescent group has problems of
child abuse and drug related behavior that are not easily quantifiable, but are
mounting numerically.

Factors affecting health status

4. Environmental conditions of concern include water quality, solid waste disposal
and vector control. As a result of the preparations for the World Bank Solid Waste
Project, three Landfill area remains a problem. Monitoring of water quality is
Limited due to the Lack of equipment and trained personnel. While there are a few
recorded outbreaks of food borne diseases, the ability to manage this area
continues to be of concern in view of the increasing number of food handling
establishments, and in particular, the itinerant vending sector. The existing
pattern in the health sector fits into the broader picture of national development
with a stable political environment, and an economy based on Agriculture, mainly
bananas, with an increasing focus on tourism which is considered to be one of the
four economic planks of the country. At present, the country is in transition
with a shift of the economy towards diversification to include tourism and the
informatics industry. The Health Development Plan (1996-2000) coincides with that
of the National Development PLan. However the capacity for planning in the
Ministry of Health is Limited.

5. The health system provides accessibility and coverage to the population through
a network of health centers, a psychiatric and general hospital. Health care

facilities are undergoing refurbishing to improve the quality of services offered,
especially since the Ministry of Health is exploring alternative methods for cost
sharing and recently introduced extensive cost recovery measures. The private
sector has increased services and the challenge for the Ministry now is to monitor
and regulate these services.

6. The lack of a comprehensive approach to mental health has left the country
unable to deal with increasing deviant behavior, due to substance abuse and
violence, thus making adolescent health
a new area of concern.

Status of the Strategic and Programmatic Orientation (SPO)

7. Health in human development: The five year strategic plan (1996-2000) of the
Ministry of Health is in the process of development. The Government has expressed
commitment to the Caribbean Cooperation in Health initiative and plans reflect the
priority areas, goals and targets. The Community Health System has been installed
for use in planning, programming and evaluation of health services at the district
Level. A joint evaluation review of the health services was carried out (1994)
and results used for planning health programs.

8. Health systems and services development: The Ministry has continued to support
the decentralization of health services and the development of Local Health
Systems. Efforts have been made to strengthen the health teams and services at
the district Level. The strengthening of the management of the referral hospital
has been in the team approach and introduction of Information Systems for
decision-making. Training for various categories of health personnel has taken
place in subjects needed to support the health system.

9. Health promotion and protection: Representatives from St.Vincent and the
Grenadines participated in the development of the Caribbean Health Promotion
Charter. Sensitization to the concept of health promotion among health personnel
has begun.

10. Environment development and protection: A plan for the development of solid
waste and identification of Landfill sites has taken place. Environmental health
personnel have received training in basic sanitation, water quality control, food
inspection and quality control of meat and other foods.

11. Disease prevention and control: A joint review in the Immunization Program
against the six EPI diseases was implemented, resulting in a high Level of
coverage to children. The surveillance for measles eradication and poliomyelitis
continued with assistance from CAREC. Chronic diseases programs such as diabetes
and hypertension have been integrated into the District Health Services. The risk
approach for target groups such as pregnant women and children have been utilized
in management with referrals from the district Level to the Hospital Integrated
Programs for Vector Control and Rodent Control have been implemented.
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Plans and priorities for national health development

12. The Ministry has identified the following plans and priorities for national
health development.

13. Improving the efficiency and effectiveness of health services through relevant
training of various categories of health personnel.

14. Improving the effectiveness of the mental health program in St. Vincent and
the Grenadines through manpower training, evaluating and re-designing of program.

15. Improving the health status of mothers and children through continued
surveillance of communicable diseases and maternal morbidity, planning and
programning for MCH services to include school health.

16. Health promotion and chronic diseases directed to the adoption of healthier
lifestyles by the population using the Health Promotion Strategy.

17. Creating a cleaner, safer and healthier environment through management of
solid waste, water and sewerage and training.

TECHNICAL COOPERATION STRATEGY

18. The functional approaches which PAHO will use in technical cooperation in
response to the national priorities are: Development of Policies, Plans and Norms;
Information Dissemination; Training and Research.

19. The priority areas will be delivered under five projects using the functional
approaches to achieve the expected results. The five project areas will be :
Development of Health Systems and Services; Mental Health; Maternal and Child
Health; Health Promotion/Chronic Diseases; Environmental Health.

20. Health systems and services: To assist the country in providing a more
efficient and effective health service, training of various categories and levels
of health personnel is necessary. Program managers will be provided with training
in the logframe to have a Logical approach to planning, programming and
evaluation. In addition, health services research will be promoted so that plans
are based on accurate data. Other training to support the management capacity of
the health services will consist of in-service training to health personnel. A
strategic plan for the development of the nursing school will be supported using
the functional approach of policies, plans and norms.

21. Mental health: The development of the comnunity mental health program will be
research oriented to find out the status of the program and the directions when
planning that should be taken in redesigning the program. Training of health
personnel in Mental Health will be important to support the upgraded program.

22. Maternal and child health: Plans and programs for the improved quality of MCH
services will be directed to the use of the MCH strategy as a tool in developing
the program. The school health program plan will be extended to meet the health
needs of school age groups which are presently underserved. Functional approaches
will be the development of plans, programs and policies.

23. For the prevention of teenage pregnancies the functional approach will be
development of policies and plans and disssemination of information to adolescent.

24. Health promotion/chronic diseases: To increase the capacity for health
promotion training of health workers will be the key to incorporation of health
promotion activities in their daily activities. Specific to this project is the
control of Cancer of the Cervix, diabetes and hypertension. Dissemination of
Information through media and the application of social marketing strategies will
be part of the information and communication system, relevant to health promotion
activities relating to healthy Lifestyles.

25. Research will be supported to determine the factors contributing to the
reduced quality of Life in the elderly as a basis for program planning. In order
to operationalize the health plan (1996-2000), the functional approach will be the
development of policies and plans.

26. Technical assistance will be provided to the expansion of the Community Health
Information System to the hospital services and training and dissemination of
information to health personnel will be the approach.

27. Environmental health: PAHO's functional approach to the environmental health
program will training, in water and landfill mgmt, dissemination of information
in the expansion of the Vector Control program and planning in designing the water
quality system.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Strengthen the national capabilities of staff in the use of the Logical
Framework Methodology in the evaluation of the 1991-95 Health Plan.

2. Review the organizational development required to further strengthen the
decentralization of the health systems.

3. Develop the national capabilities for research and epidemiological analysis.

4. The development of an intermediate management program for health personnel
using existing resources within the Nursing School.

5. The development of strategic options for the future role of the School of
Nursing.

6. Continued strengthening of manpower planning capabilities.

7. Strengthening the administrative procedures of the Ministry of Health.



8. Further development and strengthening of the Information System at both the
hospital and community levels to include a country specific project to address
needs.

9. The general strengthening of the hospital management with a focus on the
development of systems and training of staff in this area.

10. Sensitization of senior management in the area of Disaster Preparedness.

11. Management of acute respiratory infection\asthma in children and adaptation
of the MCH strategy locally.

12. Conduct a study in Maternal Mortality and Morbidity.

13. School Health Program expanded.

14. Surveillance of EPI diseases.

15. Expansion of the Integrated Vector Control Program.

16. Training in sanitary landfill management and Water Quality monitoring.

17. Training for nurses, psychiatrists and other health personnel.

18. Counselling and management of substance abuse.

19. Conducting of a Situational Analysis and development of a Community Mental
Health Program.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Strengthening of Occupational Therapy Department.

Application of the Health Promotion Approach.

Management of AIDS\STD.

Research in AIDS\STD.

Development of educational materials for low level literacy.

Development of interventions for behavioral changes.

Conducting of a Situational Analysis on nutrition.

Analysis of data from the Chronic disease surveys.

Upgrading of staff in data analysis and community nutrition.
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Obiectives

PROJECT 1: ENVIRONMENTAL HEALTH

PURPOSE

Create a cleaner, safer and healthier environment.

EXPECTED RESULTS

1. The Integrated Vector Control Project (VCP) expanded.

2. Water Quality capacity monitoring improved.

3. Sanitary Landfill Management capacity improved.

PROJECT 2: DEVELOPMENT OF HEALTH SERVICES

PURPOSE

More efficient and effective health services.

EXPECTED RESULTS

1. Logframe used for health planning, programming and evaluation.

786

Indicators

BIENNIAL PROJECTS

1. Reduction in the indices of selected vectors by 1996.

2. Less visable solid waste in the environment by 1996.

3. Potable water available on a continuous basis to 90% of population by 1997.

4. Non-occurance of food borne diseases outbreaks reported over the period 1995
to 1997.

1. Technical assistance for IVC project expanded to five more communities by 1997.

1. Water quality system designed and persons trained to implement and monitor
system by 1997

1. At least three persons trained in landfill management by 1977.

1. Increased coverage of total population for primary and secondary care services
by 1997.

2. Less people leaving St. Vincent for health services locally available by 1997.

3. Unit cost of selective services maintained or reduced and productivity
increased by 1996.

4. Client oriented health services operational by year 1997.

1. All program managers provided with skilLs in the use of logframe for planning,
programming and evaluation by 1997.

2. Health services research undertaken in selected areas by 1996



Obiectives

2. Training of health personnel provided through Local and overseas programs.

3. Organizational development activities supported

4. Health information available and used.

5. Administrative procedures for managing the Ministry of Health improved.

PROJECT 3: MATERNAL AND CHILD HEALTH

PURPOSE

Health status of MCH improved.

Indicators

1. In service management training programs designed and implemented for all
categories and levels of staff by 1997.

2. Strategic plan for development of nursing school completed and implementation
started by 1997.

3. NationaLs trained in selected areas 1996, 1997.

1. Selected organizational and development objectives of proposed 1996-2000 health
plan developed.

1. CHIS installed in all community-based services and compatible with hospital
services by 1997.

2.Information systems with Links to CHIS designed to automate operations of
hospital departments and personnel trained in use by 1997.

3. MIS for resource allocation established and persons trained to use information
routinely for management of hospital by 1996.

1. Organizational structures and procedures revised by 1996.

1. No measles reported and incidence of other EPI diseases reduced by 5% of 1994
figure by 1997.

2. Reduction of reported pregnancies in the under 19 age group by 5% of the 1994
figures by 1997.

3. Maternal morbidity and mortality status determined by 1996.

4. MCH strategy used in planning and programming of services directed to mothers
and children by 1996.
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS
…__ ___ ___ ___ ___--…---__- ___ ___ _

PROGRAM CLASSIFICATION

I11. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
m......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

1994-1995 1996-1997 1998-1999

OF % OF % OF
AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL …__ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

142,Z00

UAH

IV. HEALTH PROMOTION AND PROTECTION
*-..m..........................

142,200

142 200

17,400

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING WCH

HEALTHY LIFESTYLES AND MENTAL HEALTH

MENTAL HEALTH MNH

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

17,400

17.400

0

o

25 800

25,800

25,800

76.7

76.7

76.7

9.4

9.4

9.4

143,200
...........

143. 200

143 200

37,600

16,700

16.700

- 20,900

-20.900

13.9

13.9

13.9

22.000

22,000

22.000

70.7
.m...

70.7

70.7

18.5
.....

8.2

8.2

10.3

10.3

10.8

10.8

10.8

154,100
...........

154.100

154,100

42 600
... ,..:.,=.

19.200

19,200

23.400

23.400

24,600

24.600

24,600

GRAND TOTAL 185,400 100.0 202,800
..... ...........

100.0 221.300
..... ...........

PROGRAM BUDGET - EXTRABUDGETARY FUNDS
------------------------------_________________________-----______-________________________________________________________________

1994-1995 1996-1997 1998-1999

PROGRAM CLASSIFICATION A OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -..

VI. DISEASE PREVENTION AND CONTROL

CONTROL OF COMMUNICABLE DISEASE

AIDS

56,600 100.0 0 - 0
,,,,mm ,,, , ..... ........... ..... ........... .=..

GPA

56,600 100.0 0 0 -

56.600 100.0 0 0 -

GRAND TOTAL 56,600 100.0 0 100.0 0 100.0
amama ma a ma ammmmm.mm m m ammmm ammmmmmmmmm ammmm am mmm mma a

…~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

69.6
..ir..

69. 6

69.6

19.3

8.7

8.7

10.6

10.6

11.1
=====

11.1

11.1

100.0

788



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ -_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

159 600
25,800

185,400

100.0

180,800
22.000

202,800
...........

100.0

196,700
24 600

221,300

100.0

-------- PERSONNEL --------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

s s s

0
0

o
..--..

0
O

.---..
0

0
0

0
......

0
0

O

.. a...

0
0

0

0

0

2,200
O

2,200
...........

1.2

0
o

0

o

O
O

.0

.0

16 700
8.300

25.000
...--..---.

13.5

17,100
5,100

22,200

10.9

17 100
5 100

22.200

10.0

10,500
0

10 500

5.7

10,200
o

10,200
... M.......

5.0

11,800
O

11,800

5.3

FELLOWSHIPS

S

60,000
12,000

72,000
...........

38.8

60.000

60,000

60,000
0

60,000
...........

27.2

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

22,700
4,700

27,400
*.........

14.8

42,500
6.900

49.400

24.4

49,200
8,000

57.200
25..........

25.8
_____

15,000
800

15,800

8.5

20,900
3.500

24,400
..........

12.0

24,000
4.000

28.000

12.7
_____

GRANTS OTHER

$ $

O
o

Oo

.0

o
o

o
..........

.0

0
0

0
..........

.0

32,500

32,500
...........

17.5

30 100
6 500

36,600
...........

18.0

34 600
7,500

42 100

19.0
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SURINAME
HEALTH SITUATION

Demography

1. Suriname is located on the Northeast coast of South America. It is a country
that is closer to the Caribbean community than South America as it shares many
characteristics such as the multi-cultural composition of the population.

2. Mountainous rain forest covers about 80% of the country, and most of the people
live in the ftat coastal area. Suriname has an area of 63,037 square miles and a
population of about 404.000 as of 31 december 1992. Two-thirds Live in or near
Paramaribo, the capital, largest city and principal port.

3. Paramaribo, the capital, with its suburbs has a population of 200.000. Due to
large scale emigration, predominantty to Holland, approximately 200.000 Surinamese
are Living outside their country.

4. The Netherlands ruled the country during most of the period from 1667 until
1975, when Suriname gained its independence. The official language of Suriname is
Dutch. In addition, Sarnami, Japanese, Chinese and Sranan are spoken.

5. The population is composed of many ethnic backgrounds. Hindustanis, who are
descendants of people from India, make up more than a third of the population.
Creoles with mixed European and Black African ancestry make up about a third of
the population. The rest of the population are Indonesians, Japanese, Chinese,
Lebanese and Europeans. Each ethnic group has kept its own culture, religion and
language. The annual growth rate was 1.9% in 1990 1.8% in 1991.

Health status indicators

6. The incidence of violent acts resulting in deaths and injuries has been rising
steadily in recent years in Suriname.

7. Infant mortality rates and the vaccination coverage rate improved during the
eighties, but the vaccination rate decreased in recent years, even in certain
urban areas. The extraordinary efforts to maintain high coverage rates during the
eighties are failing as a result of continued and increased losses of trained
personnel from the public health service.

8. Crude mortality rates have remained fairly constant in the past decade. Crude
mortality rate was 6.9 per 1.000 in 1990 and 6.4 per 1.000 in 1991. Roughly one-
third of medically certified mortality is attributed to heart disease, vascular
disease, and diabetes mellitus.

9. Infant mortality was estimated at 20.9 per 1.000 live births in 1990. Major
causes of infant mortality are prematurity and obstetric complications.
Malnutrition is increasing according to surveillance figures of the B.O.G. In 1991

B.O.G. found malnutrition in 28X of children 0-4 years of age in Amerindian
villages near the Brazilian border. In Bushnegro villages in Brokopondo district
11% of children had malnutrition (being below P3 of weight-for-height and/or
height-for-age standards). The majority of cases in both groups were classified
as acute. In both groups malnutrition was mainly seen in the 1 and 2 year old. In
the school year 1989-1990 first graders of 33 schools in Paramaribo were weighed
and measured: 14% of first graders 5-8 years had a weight-for-height below P3. In
certain neighborhoods this percentage reached highs of 18% 38% and 39%. Among
children 1-4 years of age the leading causes of death are diarrhoeal disease,
acute respiratory infections and accidents.

10. Accidents, homicide and suicide are important causes of death among adults.
Substance abuse and alcoholism are major causes of morbidity in adults. Suriname
has high prevalence rates of cigarette smoking, much higher than Holland or the
U.S. High incidence rates of sexually transmitted diseases, as reported by the
STD-Clinic (Dermatologische Dienst) illustrate one of the dangers threatening the
health of young adults in Suriname.

11. Malaria is endemic in the Interior and thousands of people are being infected.
In 1992 -1993 a major malaria epidemic developed along the Suriname-river.
Schistosomiasis is still active in rural areas in the Saramacca district. The
incidence of Leprosy is declining but there are still a few trouble spots in the
Interior. Typhoid fever epidemics are still common in the Interior, but the
national number of reported cases has been going down since 1986, when the bush
war started. In February 1992, 3 confirmed cases of cholera were reported all from
the Interior. The cases were limited to a few villages along the Marowijne river.
Since this episode, no additional cases have been reported. Migration of people
from the Interior into Paramaribo has not resulted in recognized cholera
transmission in urban areas, despite the bad sanitary conditions in many
neighborhoods. PLague and yellow fever have not been reported for decades, but
Leptospirosis and dengue remain important infectious diseases.

Factors affecting health status

12. After a decade of serious socio-economic decline, Suriname has entered the
stage of reconstruction, which is characterized by three processes: 1) The
democratization of politics and government resulting in free elections for
national and Local governing bodies in May 1991; 2) The peace process, resulting
in Peace Treaty of August 1992, bringing formal end to the bushwar; 3) The
structural adjustment of the economy.

13. These processes have not resulted, however, in a reversal of the downward
trend in the economy. Inflation was 26% in 1991 and much higher in (46%) in 1992;
and estimated at 125% in 1993.

14. The peace process has brought 7.000 refugees back from French Guyana. This has
placed extra demands on the government and the people to rebuild the destroyed
Marouijne District. The construction of all government infrastructure in the
Interior is a national priority, but is hampered by lack of consensus among policy
makers and donor agencies, and by lack of mechanisms to engage local communities
in the process.
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15. At the end of 1992 the government had to take a number of painful measures
which will result in even higher prices in 1994 and subsequent years.

16. The parallel market rate for USS 1 rose from Sf 25 in 1992 to Sf 40 in
February 1993, to Sf 83 in October 1993, 185 in July 1994 and 500 in December
1994. Financial aid from the Dutch for the productive sector has not been able to
stop the decline in productivity and exports. The end of 1992 and the beginning
of 1993 were marked by increased unrest in the Labor market. Unions were demanding
huge salary increases or even payment in US dollars.

17. In the health sector, external aid has already helped to ease the shortages
of essential drugs and some medical supplies, but the problem of skilled personnel
Leaving the hospitals and public health institutions has become even more acute
in 1993.

18. In many parts of the Interior, especially in the east, reconstruction of any
government institutions is not keeping pace with the needs of returning refugees.
Mainly because of the high cost, low wages and Low morale, water and sanitation,
vector control and malaria eradication programs have not been able to reach
adequate coverage rates. This Leaves large sectors of the populations vulnerable
to epidemics as is evidenced by the 1992 -1993 dengue and shigella epidemics. So
far, the displacement of people from the interior into city slums has not caused
the feared epidemics of such diseases as typhoid fever and cholera, but the danger
still exists.

Status of the Strategic and Programmatic Orientations (SPO)

19. Health in human development: National health policies and plans are being
adopted in response to the deteriorating socio-economic situation.

20. The health sector has enormous financial problems. These problems are caused
by inflation, open-ended financing of health care, and the lack of mechanisms to
control quality and costs of health care.

21. A major element of the national health strategy is the strengthening of the
Ministry of Health as the central coordinating body in the national health care
system, while at the same time decentralizing services to private and semi-private
institutions, such as the Regional Health Services (RGD) and the foundations
running the former state hospitals.

22. The Primary Health Care Strategy and the goals "Health for all" are the
guiding principles of Health policies and strategies. There are a nunmber of
strategies that are essential elements of the Health policy such as:
Strengthening of Local health systems and particular of Local committees and
institutions in the planning and implementation of health care services;
Intersectoral collaboration at the Local and national level through activities in
the areas of nutrition and food production, drinking water supply, sanitation,
solid waste disposal, education, etc.; Strengthening of preventive services such
es vaccination, mother and child care, promotion of breast feeding, good nutrition
for children and family planning.

23. Health systems and services development: Programs are being designed to
rationalize the entire delivery system using the primary health care approach. To
deliver a full range of health services, institutions must be strengthened, human
resources must be properly utilized and the entire delivery system be financed.
These programs see the need for a systematic approach to planning and programming
especially at the local level to ensure full coverage of priority and vulnerable
groups in the community, uhile also guaranteeing adequate secondary and tertiary
care, through a national referral system. Since all health resources are
particularly in Suriname now, particular emphasis will be placed on improved
management; administrative decentralization; availability (and maintenance) of
appropriate technology and supplies, especially essential drugs.

24. The development of a sound financial base for the RGD through cost-benefit
studies, budgeting and negotiation with financing institutions (State Health
Insurance, Ministry of Social Affairs) will have top priority in 1996-1997

25. Activities are being programmed to bridge the gap between theory versus
practice in Primary Health Care by focussing on the strengthening of local health
systems in defining the role of the intramural sector in PHC, in addition to
improve coordination of health planning at the regional and the national levels
and the integration of BOG, RGD, Medical Mission, COVAB and other institutions in
the planning process for the formulation of the BPB, APB and PTC plans in the
technical cooperation with PAHO, end an important element of health services
development.

26. Health promotion and protection: Family health is considered essential to the
success of the Primary Health Care approach. A major activity in 1996-1997 will
be the development of the so-called "consultatiebureau's" for under-fives into
real under-fives clinics with a wider scope of services that the present bureaus.
This will entail the further development of growth and development monitoring
systems and extensive training activities for health workers. These activities
have started in 1995 and will be continued in 1996-1997.

27. Another important activity in 1996-1997 will be the establishment of formal
cooperation Links between the programs for the development of under-fives clinics
and the Child Development Bureau, the school health program, the program for
development of day care centers, the nutrition program and EPI.

28. Crucial elements in this improved cooperation are the joint activities aimed
at inproving health information systems and supervision"in the field". Development
of standards especially operational standards for day care centers, and for
perinatal care, are an integral part of these activities. Also special survey will
be conducted to clarify aspects of the health situation of under fives, women, and
school children.

29. Environment protection and development: Large quantities of pesticides
including highly toxic compounds are used in agriculture, posing a threat to the
health of many farmers due to improper use of these chemicals. The residue of
pesticides in food crops for local consumption is usually not known. There are

792



strong indicators however that the amount of these residues form a threat for the
health situation in the country. Studies in this field are hampered by
organizational weaknesses and lack of research equipment. Moreover, the use of
pesticides lead to pollution of swampy areas and thus endanger fishstocks and
wildLife.

30. Disease prevention and control: Activities are being plamnned with the aim to
establish effective information systems and networks and strengthening Prevention,
Control and Treatment services. These activities include control of infectious
diseases such as Sexually Transmitted Diseases, Tuberculosis, and other Vector-
Borne Diseases such as Malaria, Leptospirosis, Filariasis, Leishmaniasis, Dengue,
etc... .Leprosy control is elso an integral part of the program. Included also, are
the non-communicable diseases such as hypertension, diabetes, hypertension or
cancer control. Malaria is transmitted only in the interior. Yellow fever is no
longer a priority public health problem, yet the ever present fear of Dengue makes
control of Aedes Aegypty a must. These activities also deal with Schistosomiasis
and other soil-transmitted helminths with the focus on adequate detection and
treatment in health centers in endemic-areas.

Plans and priorities for national health development

31. The national development strategy of Suriname is based on the principles of
democracy, national dependance and social justice. Recentralization of the
governmental system and participation of local communities in regional government
have been specifically formulated as important interventions in the strategy for
national development. In defense of the principles of equity and universality the
provision of essential basic health care services in, poor urban neighborhoods,
rural areas and in the interior, has become more important than ever before. The
strengthening of local health care facilities has top priorities in the coming
years. The expansion of the State Health Insurance Plan for civil servants to
include the majority of the population, especially workers and the poor, is an
indispensable element of this strategy. All health care programs must develop
efforts aimed at special risk groups such es the urban poor, rural populations,
tribal communities in the interior, women and children. The development of an
occupational health program will support the national goal of increased
productivity. The anti malaria campaign has also economic significance.

32. The policy of the ministry of Health for the years 1996-1997 is aimed at
integrating health care strategies and national development, since the socio-
economic crisis demands a coordinated national response.

33. Participation of local comnunities in the planning and implementation of
health care programs through the establishment of districts health councils and
the organization of district health congresses to formulate district health plans,
will receive continued and increased attention.

34. Through increased cooperation with the Ministries of Agriculture, Social
Affairs, Regional Development and Natural Resources, and other organizations, MOH
will support efforts to improve nutritional status and living standards of the
population.

35. Health education programs will be strengthened through cooperation with the
Ministry of Education and the media. Environmental protection will be another
major area for intersectoral cooperation.

36. Cost reduction, increasing cost-benefit ratios and rationalization of health
care programs are corner stones of the strategies of the NOH. Measures related to
budgeting and (especially for hospitals) are highlights in this area.

37. To be able to coordinate the different policies within the health sector and
those in other sectors, the manpower capability of the MOH and other institutions
in the health care system must be strengthened against continuous erosion by
"brain drain" (qualified health workers leaving public services, for private
practices or emigration to foreign countries) and increase negative effects
impacting on the health care system as result of the structural adjustment
program.

38. Steps are being taken to: Prevent further weakening of the health care system;
Stop the brain drain of the trained health workers, both from the country and into
the more profitable private sector; Replace the lost personnel and train new
health worker personnel; Improve management, efficiency, cost control and
intersectoral coordination in the health care system.

National priorities for technical cooperation

39. The goverrnment has highlighted the following priorities in its "1995 yearly
plan".

40. More emphasis than ever before on "Health for all by the year 2000" and the
strategy of Primary Health Care; the provision of essential health care to all
inhabitants of Suriname, especially to marginalized populations, and social
justice.

41. Continuation of the policy of decentralization of services and privatization
of governmental institutions; cooperation and specialization among hospitals.

42. Stimulation of health care at home and in the community and discouraging
unnecessary referral to costlier levels of care.

43. Cost control measures related to subsidies and tariffs; development of
legislation in support of cost control measures.

44. Development of community involvement and intersectoral cooperation are crucial
especially in the areas of food and nutrition, drinking water supplies, sanitary
facilities, garbage collection and education.

45. Strengthening of preventive services, such as immunization programs and
integration of preventive services and curative services.

46. Strengthening of health information systems and epidemiological surveillance
to provide with information on health situation and trends.
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47. Development of training programs for health workers to increase their
capabilities for implementation of primary health care strategies.

48. Once again, the major strategy to be used to implement the above priorities
is: the strengthening of local health systems. Given the existing
political/electoral districts in Suriname, intersectoraL cooperation, coordination
and communication is part of parcel of daily life. There is also a long and
accepted history of vigorous community participation through non-government
organization.

49. In spite of overwhelming difficulties, 1994 brought the goal of strengthening
of local health system much closer to fruition, with the very advanced stages of
negotiation with the Dutch government for USS 1.1 million to strengthen the
Regional Health Services. Already the document "Toward a Strategic Orientation of
Primary Health Care" has been accepted by the government and forms the basis of
the project proposal under consideration for financing by the Dutch Government.
This project is expected to reap enormous benefit for the nation.

50. Even though the population is small there are several hundred vocal and active
NGO's flourishing in the country which have always shown a historical willingness
to participaete. Alt these will be mobilized through the district health congresses
in an attempt to deliver the best quality mix of services to the community.

TECHNICAL COOPERATION STRATEGY

51. In response to the National Priorities areas for Technical Cooperation in
Health, PAHO within its scope of work, will assist in resource mobilization
activities which facilitate the participation of universities and professional,
organizational and local leaders; increase the level of financial support from
outside the country; information dissemination activities focussing on the use of
the mass media to raise public awareness on critical health issues and seminars
to inform local, political and professional leaders; training activities to
improve the technical and administrative capacities of supervisory and operations
personnel in the health sector; and activities involving the development of norms,
plans and policies will entail providing assistance in the preparation of
legislation and regulations and the decentralization process, studying the use and
distribution of trained health professionals, standardizing data gathering and
processing procedures. There will be some need for research promotion in human
resource development for this biennium. In view of the present economic position
of the country, resource mobilization will be a very important aspect of
PAHO/WHO's efforts. Attention will be placed both on the consolidation of
commitments already being received from other sources, and to the identification
of other resources both nationally and internationally. in all of the above
program areas particular attention will be given to promotion of technical
cooperation among countries and the appropriate resources will be identified to
permit OURLAND to participated fully in the subregional initiative.

52. PAHO will assist in every aspect of training of District Managers and Local
staff members, in developing the necessary policies, plans and norms, for
efficient and effective delivery of services and for the integration into the
intramural sector as an essential part of the PHC strategy.

53. PAHO will assist by supporting activities which will be concerned with the
maintenance of adequate and acceptable levels of health care services in per and
post natal care and the care of children, through immunization, control of
diarrhoeal diseases and acute respiratory infections, nutrition, perinatology, and
by early detection and treatment of developmental disorders through the Bureau of
Child Development (MOB), the under-fives clinics (of RGD and other organizations),
and the school health program (of BOG and RGD).

54. Within its mission, PAHO will cooperate in the development of policies, plans
and norms for the MCH program as a whole and particularly for those priority
component areas. Since immunization coverage has declined particular enphasis will
be given to restoration of EPI coverage levels. The declining economic and
environmental situation has made large sectors particularly vulnerable, and
therefore it will be necessary to identify vulnerable groups with respect to
nutrition. Work relation with intersectoral groups and agencies to pool resources,
conduct research into the nutritional value of locally grown foods and promote
food demonstration and preparation projects will have to be coordinated.

55. Since diarrhoeal diseases, including shigellosis are major problems, along
with respiratory infections, PAHO will cooperate in an ambitious program of
training physicians, nurses and other health workers throughout the country.
Mobilization of resources witll be aimed at securing financing for the future
development of the MCH program.

56. PAHO will assist through national activities aimed at the control of diseases
of national importance through identification of those factors which have a direct
bearing on the cause, spread, magnitude, severity, etc. of the disease in a given
time and a given community. This will be accomplished by strengthening the
capacity for epidemiological surveillance and outbreak control. The major diseases
and health conditions under surveillance encompass the scale of health problems
and described in the national health development situation, and solutions based
on epidemiological assessment will be short, medium and long term. This
necessitates the collection and analysis of large amounts of data not just on
diseases per se but on changes in disease patterns. This is a continuing and
dynamic process and involves constant diagnosis and prognoses of the health
situation. Seen in this light, the epidemiological program plays an essential
support role to all other health problems.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Establish a National health Information System.

2. Prevention of transmission of vector-borne diseases and food-borne diseases.

3. Improved environmental quality.

4. Improved water supply, sewage and solid waste management.
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5. Establish an efficient OccupationaL Health and Safety Administration in the
country.

6. Reduction of transmission and impact of microbacterial infections.

7. Provision of basic health care services to the population based on principles
of equity and accessibility.

8. Adequate manpower for the health care system.

9. Reduction of morbidity and mortality due to ARI and Diarrhoea.

10. To strengthen cooperation between Suriname and neighboring countries and other
countries in the region.

11. To contribute to the reduction of nutritional problems in vulnerable segments
of the population.

12. Reduction of maternal and perinatal mortality

795
SURINAME



SURINAME

BIENNIAL PROJECTS

PROJECT 1: ENVIRONMENTAL PROTECTION AND DEVELOPMENT

PURPOSE

1. A more efficient Occupational Health and Safety administration will be in place
by the end of 1997.

Strengthen occupational health and safety administration and management within the
Ministry of Labour.

EXPECTED RESULTS

1. Statistical data on occupational hazards, injuries and diseases availabte and
effectively used for managing Health and Safety in the country.

2. Occupational health and safety comnittees established and fully functional in
selected large industries.

3. New occupational health and safety policy and tegislation prepared.

PROJECT 2: COMMUNITY WATER SUPPLY AND SANITATION

PURPOSE

Improve the management efficiency of Public Water Supply and Sanitation Services,
through improved coverage and upgrading of manpower skills.

EXPECTED RESULTS

1. Water supply systems and basic sanitation facilities upgraded in two marginal
urban areas of Paramaribo, through mobilization of funds from different sources.

2. Setected communities of the Amazon basin witt have access to drinking water and
basic sanitation services as planned by the Government.

3. More skilled labours will be available in the areas of plant operation, well
drilling and development, and water quality control as requested by the Suriname
Water Company.

1. A computerized occupational health and safety database information system
strengthened and fully operational by 1997.

1. At least 20 committees will be established by the end of 1997.

1. Existing policy reviewed to include informal working sector and draft proposal
submitted to the Government by the end of 1996.

2.New occupationat health and safety legislation finalized and presented before
Parliament for approval by the end of 1997.

1. Coverage will increase by 1X, drinking water of good quality available at least
12 hrs/day and solid waste collected and properly disposed of once a week.

1. About 400 families of Pontbuiten and Sophiaslust will have easy access to
drinking water and pit latrines facilities by the end of 1997.

2. Comnunity-based solid waste collection systems established in these two
communities by the end of 1997.

1. Existing water supply systems would have been rehabilitated and new ones
constructed by the end of 1996 and;

2. Pit Latrines would be made available to the population.

1. By the end of 1997, knowledge of 40 Water Treatment Plant operators will be
upgraded.
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2. Ten technicians will be trained in well drilling and development operations by
the end of 1996.

3. By the end of 1996, about 10 technicians will be trained in laboratory
techniques for water analysis.

PROJECT 3: ENVIRONMENTAL QUALITY 1. Safe drinking water, sewage and waste water disposal, availabte to at least 60%
of the population.

PURPOSE

Ensure a healthy living environment within the coastal communities.

EXPECTED RESULTS

1. An integrated Public Health Inspectorate within the BOG as proposed by the
Government.

2. Drinking water in Paramaribo and other selected districts, will meet
established standards with regards to coliforms and iron content as a minimum
standard established by the Government.

3. Improved water quality in Commewijne, District rivers and Suriname River.

4. Better EH norms and standards being developed and new EH legislation adopted
as programned by the Government.

5. Implementation of more integrated Health and Environmental projects as
identified by PIAS.

1. By the middle of 1996, Food inspection activities will be integrated in mitieu
inspectie for better environmental quality control.

1. In Paramaribo, 40 water samples will be analyzed every month and comptiance
measures implemented by 1996.

2. In selected other Districts, at least 10 water samples will be analyzed and
compliance measures implemented by 1997.

1. In Paramaribo, sewage lagoons would have been adopted for disposal of faecal
wastes from pit Latrines and septic tanks cleaning by mid 1997.

2. By the end of 1996, existing solid waste dunps along the Surinam river would
have been abandoned and new sanitary landfill site available and fulty
operational.

3. Concentration of mercury and cyanide will be regularly monitored in selected
Commewijne Districts rivers and compliance measures implemented.

1. Existing EH norms and standards will be reviewed, new ones established and
draft proposal submitted to Government by the end of 1996.

2. EH legislation will be reviewed and draft proposal submitted to the Government
by mid 1997.

1. National Plan of action in Health and the environment completed and approved
by the Government by mid 1996.

2. Funds for its implementation mobilized by the end of 1996.

SURINAME

Indicators
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PROJECT 4: DISEASE PREVENTION AND CONTROL

PURPOSE

To strengthen national and local capacities to prevent and respond to outbreaks
of vector and food borne diseases.

EXPECTED RESULTS

1. Statistical and analytical capacity in the vector control and food safety
programs strengthened.

2. Laboratory equipped according to international standards to support
surveillance and research activities.

3. Protocols and procedures for collaboration between institutions developed.

4. The establishment of Central Programme Office for Control of Food-borne
Diseases supported.

5. Capacity to develop research projects increased.
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1. Current indices for food borne and vector borne diseases established.

2. Current indices for morbidity and mortality rates of foot borne and vector
borne diseases decreased by 2X.

1. Mid-level Public Health workers in the Vector Control program utilizing EPI
info by December, 1996.

2. Database for food borne disease in place by February, 1996.

3. Surveillance reports published by December, 1997.

1. Three Laboratory Technicians trained in specific methodology by December 1996.

2. Certified Laboratory in place by the end of 1997.

3. Quality Assurance programne implemented by June 1997.

4. Biosafety standards developed.

5. Laboratory equipment and supplies procured by December, 1997.

6. Preventive maintenance program developed and operational by December, 1997.

1. Intersectoral committee established and functional by June, 1996.

2. Joint projects developed by December, 1997.

1. At least five training sessions and three workshops for programme office staff
and health center personnel conducted by the end of 1997.

1. Research evaluation committee installed by June, 1996.

2. Documented procedures end protocols for research fees in place by August, 1996.
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3. At least two research assistants trained in Entomological Research Methods,
Leptospirosis Field Survey and Laboratory Diagnosis by December, 1996.

4. Research project within the BOG conducted by December, 1996.

6. Special education programs for Food HandLers developed.

PROJECT 5: TECHNICAL COOPERATION AMONG COUNTRIES

PURPOSE

To develop formal systems for cooperation between Suriname, Barbados, Guyana,
French Guyana and other regional countries.

EXPECTED RESULTS

1. Formal systems for information exchange and development of joint programs by
Suriname, Guyana and French Guyana established.

2. Joint activities in relation to control of Malaria and EPI-diseases in
migrating and border area population developed.

3. Formal agreement of Regional cooperative links in the area of human resource
development and training established.

PROJECT 6: EPIDEMIOLOGY AND BIOSTATISTICS

PURPOSE

Improve access to health information.

SURINAME

1. 100% of food handlers trained by the end of 1997.

2. National Health Education Campaign on Food Safety conducted by the end of 1997.

1. Establish plans of work with the regional countries and determine additional
funding resources

1. Yearly border meetings conducted.

2. Protocols for cooperation between health care delivery organizations in border
areas and in dealing with migrant populations established, by December 1997.

1. Congress on health care in the Guyanas held, by June 1997.

2. Development of malaria control program in the Guyanas, with the support of
Rotary International, by December 1996

1. Protocols for regional technical cooperation in nursing training programs,
developed by December 1996.

2. Implementation of a nurses exchange program between Suriname and Guyana, by
December 1997.

3. Project formulated for joint development of MPH curriculum at University of
Suriname, by UWI, University of Guyana, University of the French AntiLLes, and the
University of Suriname, by December 1996.

1. The national health information system operational in at least 2 districts by
the end of 1996.
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EXPECTED RESULTS

1. Available data on health care shared among health care providers.

2. Development of data bank on health care system established.

3. Capacity in epidemiological analysis at central and peripheral levels improved.

4. Formal communication channels on epidemiological surveillance between Suriname,
Republic of Guyana and French Guyana established, as a result of the ongoing
negotiations.

PROJECT 7: DISEASE CONTROL

PURPOSE

To develop a national mycobacterial control program with a central coordination
office and the capacities of health centers to deal with prevention, case
management, and case finding, and epidemiological surveillance.

EXPECTED RESULTS

1. Written mycobacteria control program officially proclaimed by MOH.
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1. Protocol for collaboration with NGO's and community groups on special programs
established and effectively implemented by the end of 1996.

1. Epidemiological and biostatistical data from all regions and health care
systems providers available at MOH by the end of 1997.

1. Specific biostatistics locality with 2 high memory-computers developed by the
end of 1996.

2. Central lab capability for testing TB, Leptospirosis, Dengue, Rubella
strengthened by the end of 1997.

1. Protocols developed on pilot projects evaluated by the end of 1996.

2. Results achieved on chronic diseases programs disseminated among the other
Guyanas by the end of 1997.

1. National program office equipped and skilled program staff in place.

2. Laboratory capacity in place for diagnosis and sensitivity testing.

1. Task force for formulation of a national program and initiation of the
organizational base of the program, established by January 1996.

2. Draft national program presented to MOH, by March 1996

3. Official proclamation of national program by MOH, by June 1996.

4. Establishment of program office by December 1996.

2. Information on the prevalence of mycobacterial infections available and
disseminated.

1. Data of 1993, 1994 and 1995 evaluated on ethnicity, age distribution,
male/female ratio, demography and relation with other illnesses by February 1996.
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2. PPD study conducted among 10.000 inhabitants of Saramacca by December 1996

3. Serological study on mycobacterial antibodies in 20.000 inhabitants of the
interior conducted by June 1997.

3. Increased awareness among general population about mycobacterial infections.

4. CLinicians skitls for timely recognition, referral and appropriate treatment
of mycobacteriat infections improved.

5. Information system in place to monitor treatment, fotlow-up and timely
recognition of resistance patterns.

PROJECT 8: DEVELOPMENT OF HEALTH SERVICES

PURPOSE

Provision of basic curative and preventive services to the population of the
coastal area and the interior, with special emphasis on underserved populations.

EXPECTED RESULTS

1. Information on cost benefit characteristics, efficiency and efficacy of health
care activities avaiLabte to management.

1. A folder designed, pre-tested, published and disseminated by December 1996.

2. TV and radio programs developed and broadcasted by December 1996.

3. A poster designed, printed and disseminated by June 1997.

4. Educational visits to specific target groups conducted from January - December
1997.

1. CLinical manual published and disseminated among clinicians by June 1997.

1. Computers installed at Laboratory and Lung clinic by March 1996.

2. Data Base developed and installed by June 1996.

3. Network established between epidemiology, Laboratory and lung clinic by August
1996.

1. A financially sound, well-managed system of health care centers, polyclinics
and pharmacies for basic health care in the coastal area of Suriname.

1. Contract with University of Suriname and other research agencies signed by
February 1996.(To conduct operational research on health care activities).

SURINAME

Indicators
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2. Management procedures developed for continuous monitoring of costs and finding
solutions.

3. Formal structures developed for regular exchange of information and joint
actions between RGD, BOG, MZ, Stichting LOBI, JTV, and COVAB (intersectoral
cooperation) and similar structures for intersectoral cooperation between RGD,
Water Company and Ministry of Natural Resources.

4. Community participation in designing and implementing community health programs
promoted.

5. System for collection and utilization of epidemiotogical care at the rayon
Level and in the head office of RGD developed.

6. Emergency Disaster Preparedness promoted in Suriname.

7. Increased community awareness and participation in relation to security,
protection and maintenance of Local health care facilities and support
infrastructure (electricity, water supply, sewage systems, waste disposal,
cleaning).

8. Managerial and planning capacity for service delivery, at both central and
peripheral Levels improved.
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1. Cost monitoring commnittee in place by February 1996.

2. Selected personnel of financial department trained in doing cost-benefit
analysis.

1. Workshops on establishment of formal Links conducted by March 1996.

2. Provisional structures established by June 1996.

3. Formal structures established by Governmental decree or by law by June 1996.

1. Establishment of rayon boards with multi sectoral representation to coordinate
the rayon activities, by December 1996.

2. Organizing yearly multi sectoral rayon congresses to establish health
priorities and cooperative links between sectors.

1. Consultant contracted by January 1996 and his/her report/proposal completed and
submitted to Ministry of Health by June 1996.

1. Coordination of efforts among the various agencies involved by July 1997.

2. Workshops organized by July 1997.

3. Workshop on emergency measures including vaccination, immunization, water
supply organized by September 1996.

1. Routine public relation program in place by February 1996.

2. Neighborhood communities established in support of office facilities
maintenance and security by March 1996.

1. Formal structures established for continuous evaluation of the role of the
Medical Mission in the Light of the rapidly changing socio-economic situation in
the Hinterland as a result of the "gold rush" and investments in forestry and
mining and policy paper published by December 1996.

2. Reorganization of Medical Mission and PAS(Pater Albrinck Stichting) by June
1996.
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3. Management and health information system in place by June 1997.

4. Restructured referral system in place by June 1997.

5. Every health facility stocked with a three months supply of the essential
drugs, by December 1997.

9. Proposal for a sound financial base of Medical Mission and physical
infrastructure of health care in the Hinterland developed.

PROJECT 9: DEVELOPMENT OF HUMAN RESOURCES

PURPOSE

To strengthen human resource development utilizing the Central School for Nursing
and Allied Professions(COVAB) and the University of Suriname.

EXPECTED RESULTS

1. Human resource needs of MOH, BOG, RGD, Medical Mission, BGVS, JTV, COVAB,
Medical School and other health care organizations updated.

2. Organization and management of the educational system of COVAB, hospitals, RGO,
Medical Mission añd University of Suriname reinforced.

1. A National Health Insurance policy which includes coverage for health care
delivery in the Hinterland developed by December 1996.

2. Multisectoral congress on establishment of cost recovery schemes and revolving
fund for Medical Mission by December 1996.

3. Joint project of Medical Mission and Ministry of Education formulated for
construction of houses for health workers, by December 1996.

4. Joint project formulated by Medical Mission, Ministry of Education, and other
organizations working in the Hinterland to establish a common transport service,
by December 1996.

5. Establishment of communication links by radio and telephone with selected
health centers, by December 1996.

1. COVAB, the nursing school and the University of Suriname addressing at least
10% of the training needs for the Health Care System.

1. Assessment reports for RGD produced by February 1996 and for Medical Mission
by December 1996.

2. Protocol to assess the training needs of nursing personnel developed and
implemented, by May 1996(COVAB).

3. Database for nursing human resources developed by December 1996(COVAB).

1. By December 1996, three seminars organized in Paramaribo, and one Nickerie, on
organizationat aspects of nursing training program.

2.Manpower information system for COVAB implemented, by December 1997.

SURINAME

Objectives
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Indicators

3.Programs and project proposal for technicaL cooperation between COVAB and
PAHO/WHO, UNESCO and other intersectoral organizations, developed by December
1996.

3. Strengthen the curriculum for nursing through appropriate methodologies.

4. Cooperation between COVAB, University of Suriname and health care delivery
organizations promoted.

5. Specific training modules and curricula developed or identified for personnel
of RGD, Medical Mission, BOG, and other health care organizations.

PROJECT 10: ACUTE RESPIRATORYINFECTIONICONTROLOF DIARRHOEAL DISEASES

1. Curriculum monitoring committee established, by April 1996(COVAB).

2.Two training programs of COVAB established and reports published by December
1997.

3. By the end of 1997, procedures and structures developed for participation of
head nurses and unit managers of hospitals in design and implementation of COVAB
training programs.

1. Participation of the users (i.e. hospitals, private clinics, university) in the
preparation and evaluation of completed nursing curriculum.

2.Formal agreement on cooperation between COVAB and nursing association,
established by December 1996.

1. Training modules and curricula for RGD, Medical Mission and BOG personnel
developed, in the following areas: community participation; communication;
management; health education; PHC program development; investigation of outbreaks
and cases of selected health problems.

2. Training modules and curricula developed for key persons in local communities,
in the following areas: planning and programming, by the end of 1996; community
participation, by mid of 1997; communication by the end of 1997.

1. Reduced indicators for hospitalization and mortality due to ARI by 5% and
diarrhoeal diseases by 5X, by December 1997.

PURPOSE

To develop a control program for ARI with a central coordination office and the
capacity to manage cases in health care centers; and improve management of
diarrhoeal diseases through health care facilities.

SURINAME
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EXPECTED RESULTS

1. ARI program office reinforced.

2. ARI information system developed.

3. Health centers personnel trained in case management.

4. Awareness among general population concerning ARI strengthened.

Indicators

1. ARI program manager trained, by March 1996

2. One assistant manager trained, by March 1996.

3. One administrative assistant trained, by March 1996.

4. Equipped office in place, by March 1996.

5. National Advisory committee on ARI established, by June 1996.

1. Reporting and feedback procedures in place, by July 1996.

1. Five workshops held by September 1996 for personnel health centers.

1.

2.

5. System of local reporting and feedback on ARI developed. 1.

2.

3.

4.

6. Health workers knowledge on diarrhoeal diseases up graded.

7. Integrated packages of information on growth and development developed and
disseminated at national and local Levels.

PROJECT 11: MATERNAL AND CHILD HEALTH

PURPOSE

Improve delivery and utilization of antenatal, intranatal and postnatal health
care services with focus on the under-fives.

Two surveys done by January 1996 and by December 1997.

Health education materials developed by June 1996.

Computer program in place by March 1996.

Local and central staff trained in use of system by June 1996.

Pilot project evatuated by December 1995.

Adapted system operational, by January.

1. Five workshops on management of diarrhoeal diseases for health workers held by
July 1996.

1. Survey on knowledge of mothers on development of under-fives completed by March
1997.

1. All health centers of Regional Health Service (RGD) and Medical Mission (MZ)
having local programs aimed at early detection, prevention and treatment of health
problems related to pregnancies and births, as well as under-fives in day care
centers.

2. 99X coverage of pregnancies by national and local health care programs.
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Objectives Indicators

EXPECTED RESULTS

1. Local perinatotogy programs with defined goals, strategies and activities for
use in local health centers proposed.

1. Survey among midwives and gynecologists completed by June 1996.

2. Standards and Protocols for perinatal and obstetric care developed, by July
1996.

3. Five workshops held by December 1996.

2. Increased auareness among general population and special target groups(women
aged 15-44 years, especially in rural areas and in the interior), about health
care during and after pregnancy.

3. Project proposal for establishing "under-fives" clinics developed.

4. The implementation of established norms and standards for child health
preventives services supported.

1. Survey on knowledge, attitudes and behaviors in relation to care during and
after pregnancy conducted, by July 1996.

2. Health education materials developed for mass media and for use in local
communities and health centers, by November 1996.

1. Project proposal developed by March 1996.

2. Curriculum developed for training of personnel of seven model under-fives
clinics in cooperation with COVAS and the university by June 1996.

3. Program developed for expansion of model under-fives clinics by December 1996.

1. Manual for under-fives clinics printed by the end of 1997.

2. New growth charts printed and available by June 1996.

3. ALL technical personnel of under-fives clinics trained in devetopmental
monitoring and early detection of developmental disorders and health education
skilis by March 1997.

5. Collaboration between community based organization and under-fives clinics on
health education promoted.

PROJECT 12: FOOD AND NUTRITION

1. Integrated community health education program implemented by December 1997.

1. Morbidity and mortality rates due to malnutrition reduced by 5X by the end of
1997.

PURPOSE

To improve the nutritional well-being of vulnerable segments of the population.
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EXPECTED RESULTS

1. Management information system and management committees established.

2. Establishment of National Food and Nutrition Council promoted.

3. Nutrition inpact assessment and evaluation of policies and projects conducted.

4. Reports on nutritional status of under fives and school children coapleted and
available for dissemination.

5. Food security assessment and nutritional surveillance system implemented.

6. Information on infant feeding and care on uhich to base future programs
available.

7. National staff witl have access to information on international developments
in nutrition programs and technical cooperation with international organizations
and regional countries.

PROJECT 13: MANAGEMENT SUPPORT FOR NATIONAL HEALTH DEVELOPMENT

PURPOSE

Within the general framework of the Strategic and Programmatic Orientation (SPO),
establish an effective and efficient managerial and administrative support for the
delivery of the Technical Cooperation activities.

EXPECTED RESULTS

1. The Administrative and Financieal management units of the Representation
reorganized and strengthened.

SURINAME

Indicators

1. Structure and procedures for communication and cooperation among units of BOG
developed by the end of 1997.

1. National multi-sectoral congress on food and nutrition conducted by June 1996.

2. Provisional intersectoral council established by August 1996.

3. Officiat National Food and Nutrition Council established by taw or government
decree before December 1996.

1. Workshops with policy makers, planners and others, conducted by December 1996.

1. Nutritional status surveys conducted among under fives and school children by
June 1996.

1. Nutritional value of food consumed by socio-economically vulnerable groups
established.

2. Incidence rates of night blindness and anemia established.

1. Applied research on infant feeding practices undertaken by the end of 1996.

1. Staff of nutrition unit participating in annual meeting of Caribbean
Association of Nutritionists and Dieticians.

2. Staff of nutrition unit participating in annual conference on food and
nutrition.

1. Satisfaction of the Health authorities with PAHO Technical Cooperation.

2. Objectives set up in the BPB are achieved.

3. Computerization of sub-systems such as Filing, Personnel, Procurement, payments
by checks.

1. Desk manuals, systems and procedures are developed and implemented by end of
1996.

2. Additionat training in FFMS and AMPES systems during 1996-1997.
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Objectives

2. Support of technical activities increased.

3. Managerial data are produces and utilized, and technicat information are
assembled and disseminated.

4. Recommendations made at the transfer of the Representation to the incoming PWR
are realized.

5. Knowledge and skitLs of the staff of the Representation improved.

Indicators

1. Achievement of at Least 80% of APBs activities.

2. Good quality, data and manageriat information are obtained on time.

3. Monitoring the APB and PTC activities through existing and newly established
mechanisms.

1. Preparation and utilization of Technical Reports, Reorganization of
Docunentation Center, and establishment of a quarterly newstetter.

1. Reorganize the office Layout, and improve Locality by December 1996.

2. Re-assignment of staff in duties according to their potential and knowledge by
March 1996.

3. Install a computer network and provide necessary training by June 1996.

4. Purchase office furniture by March 1996.

1. Training staff in their respective duties and in management by June 1996.

2. Recruit office secretary and other needed staff (Documentation Center, Typist
clerk, etc...) by March 1996.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-1995

PF O F
PROGRAn CLASSIFICATION AMOUNT TOTAL

1996-1997 1998-1999

%OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
...........................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION

680,900
...........

607.400

CPS 607,.400

47 200

HST 47,200

26,300

TCC 26.300

181,100

103. 200

UAH 103,200

77,900

HRH 77,900

55,800

55,800

WCH 55,800

365,600

365.600

CWS 365,600

48.5
.....

43.2

43.2

3.4

3.4

1.9

1.9

13.0
.. e..

2

2
2
2

595,400
...........

511,900

511.900

53,100

53,100

30,400

30,400

195.300
me8_emmmm_

7.4 115.900

7.4 115,900

5.6 79,400

5.6 79,400

4.0 63,100

4.0 63,100

4.0 63,100

6.1 345,800

6.1 345,800

6.1 345,800

44.9

38.4

38.4

4.1

4.1

2.4

2.4

14.8

9.1

9.1

5.7

5.7

4.9

4..

4.9

25.3

25.3

25.325. 3

SUR INAME

44.8

38.5

38.5

4.0

4.0

2.3

2.3

14.7

8.7

8.7

6.0

6.0

4.7

4.7

4.7

26.0

26.0

26.0

647,000
552...........300

552,300

552,300

59,600

59,600

35,100

35,100

212.800

131,000

131,000

81,800

81,800

71, 100

71,100

71,100

365,100

365,100

365,100

::
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___________________________________-------------________
PROGRAN BUDGET - PAHO AND WHO REGULAR FUNOS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF A OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

VI. DISEASE PREVENTION AND CONTROL
... m.... --- m...... ----------

117,300 8.4 130.100 9.8 145,800 10.1
…m......... .... ... ... .. .. . . .....

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES OCD

117.300

117,300

8.4

8.4

130,100 9.8

130.100 9.8

145,800

145,800

GRAND TOTAL 1,400,700 100.0 1,329,700 100.0 1,441 800 100.0...................................... ..... ................................................

_ _ _ _ _ _ _ _ a__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _a__ _ _ _=-- - -- - -- _- - - -- -- -_a-- - -_ _- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAM BUDGET - EXTRABUDGETARY FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _-_-_- - - - - - - - - - - - - - - - - - - - - - - - - - - -------------_- _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

10.1

10.1

1994-1995

OUNT OF
AMOUNT TOTALPROGRAM CLASSIFICATION

______________________________________________________________________

1996-1997 1998- 1999

A OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
...........................

25,700

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

CPS

UAH

VI. DISEASE PREVENTION AND CONTROL
... _..........................

25,700

25.700

334,900
mmmnmtmmmmm

334,900

334.900

688.300
...........

2.5
2.5....

2.5

2.5

31.9

31.9

31.931.9

65.6

O

o
0

845.000

845,000

845 000

...........

0

- O

0O

100.0
.....

100.0

100.0

0mmm mm mmsz

0

0

0
..... ...........

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
DIARRHEAL DISEASES
AIDS
LEPROSY

VID
CDD
GPA
LEP

688,300 65.6 0

281.000 26.8 0
37 100 3.5 0
351 100 33.5 0
19.100 1.8 0

845.000 100.0 0 100.0
mmmmmmmmmmm mmmmm mmmmm mmmmm m mmm

O

o
O
0

0

810

.....

GRAND TOTAL
...........

1 ,048, 90 0 100.0
.....
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ALLOCATION BV OBJECT OF EXPENDITURE - PANO AND WHO REGULAR FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __-- - - - - - -_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - - - - - - - - - - - -- - - - --__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ _ _ _ _ _ _ _

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

S S S

FELLOWSHIPS

S

COURSES
AND

SEMINARS

S

SUPPLIES
AND

EQUIPMENT

$

GRANTS OTHER

S $

463,500 30.600 25,900
295,500 33.300 18,400

........... .......................-

54.0 4.6 3.2
_ _ _ _ _ - - - - - - - - - -

64,000
28,000

92,000

6.6

80,600
41,000

121,600
..........

8. 7

36,300
72,300

108,600
..........

7. 8

345,200 30,500 28,900 64,000 93,200 42,000
266,800 33.700 21,300 28,000 47,400 83.600

612,000 64,200 50,200 92,000 140,600 125,600

46.1 4.8 3.8 6.9 10.6 9.4
_ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - -

30,500
33,700

64.200
..---. 4.5..

4.5

33,400
24,600

58,000

4.0

64,000 107.700
28,000 54.700

........... ..........
92.000 162,400

6.4 11.3

48,500
96.700

145.200
10..........

10.1

SURINAME

1994-1995

PAHO - PR
WHO - WR

TOTAL
....% OF TOTAL

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.... OF OTAL

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.... OF AL

% OF TOTAL

893,200
507,500

1,400,700

100.0
_ _ _

822,800
506.900

1,329,700

100.0
-- -- -

897,800
544, o00

1,441,800
100...........

100. 0

1
1

______

2
......

1
1

2
mmmmmmm

1
1

______

2
......

1

1
mmmmmm

1
0

1
......

1
O

1
mmmmmm

O
o

O

.0

o

O

.0

359,700
276 200

635,900

44.0

192.300
19, 000

211,300

15.1_ _ _ _

219,000
26 100

245,100

18.4

254,000
30,100

284.100

19.7

O
o

mmmml mmmm
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TRINIDAD AND TOBAGO

HEALTH SITUATION

Demography

1. The 1990 census reported a population of 1,234,388. The growth rate of the
population fell from 15.9% (1970 to 1980) to 14.3% from 1980 to 1990, indicating
a slowing trend. This was partly due to declines in the birthrate (from 27.6 in
1980 to 19.5 in 1990) combined with a stable crude death rate (6.9 in 1980 and 6.7
in 1990) as well as a substantial out-migration between 1984 and 1989.

2. Despite a change towards a more transitional age structure, about 30% of the
population are still under 15 yrs and there will be minimal change before 2015.
Between 1990 and 2010, the most significant growth will be in the age group 35 to
55 years. The over 65s make up 5.6% of the total population and whereas there will
be little change in the percentage change by 2015, the real size of the over 65
years population will double by 2010. Consequently, the dependency ratio of 60.9
will decrease very slowly.

3. Two ethnic groups, African and East Indian, together comprise over 75% of the
population in almost equal proportions. Preliminary data from a 1994 survey
(Health Status Pilot Survey) suggests a marginal increase in the proportion of
East Indian over the African, and a more significant increase in people of mixed
ethnicity. The clustering of ethnic groups by geographical location is also
notable, with the trend that the East Indian population predominating in rural and
more agriculturally oriented localities. Tobagonians are predominantly of African
descent (>90%).

Health status indicators

4. Health in Trinidad and Tobago has shown progressive improvements since the
1940s. In 1991, expection of life at birth has increased to 71.6 years for males
and 72.8 years for females. However the gain at age 65 over the period 1950-1990
was only 3 years for both men and women.

5. Declines in mortality rates have occurred mainly in the under 15 population and
particularly in the under 5 years old age group (from 13.2 in 1960 to 2.8 in
1990). There has been little change in mortality among females over 15 over the
past 10 years but mates have shown improvements in the 45 and over age groups
(from 16.0 in 1960 to 10.4 in 1990). Nearly 50% of the population still dies
before they have reached the age of 65 years and many of these deaths are
avoidable. Over 50 in every 100 deaths are due to diseases which are caused by the
lifestyles that people choose - with the leading causes of mortality in descending
order (1992): Heart disease, cancer, diabetes, cerebrovascular disease and
injuries.

6. As indicated by years of productive life lost below age 65, the commonest
causes in 1992 for males are injuries and heart disease (11%): and for females,
cancer (15%X). It is to be noted that AIDS now contributes more to infectious
disease deaths than any other cause.

7. The infant mortality rate was reported by the Central Statistical Office to
have falten dramatically to 12.7 per 1000 live births in 1990. However, two
surveys have suggested that the infant mortality rate may be higher. Perinatal
mortality in Trinidad and Tobago is high (19.7 per 1000 live births and
stillbirths). Disaggregated statistics indicate that there may be differences
between rural and urban parts of the country. Major causes in 1992 are related to
low birth weight, congenital abnormalities and high-risk antenatal conditions.
For the under 1 year age group, the main causes of morbidity reported from the
health centres are respiratory tract and skin infections. The estimated annual
diarrhoea incidence (episodes/child/year) has shown Little change in the last 3
years ranging from 1.6 in 1992 to 1.5 in 1994.

8. Inmprovements in mortality in the 1-4 years group have to a large extent been
responsible for the improved life expectancy. In 1990-1992, 27.3% (male) and
21.7% (female) deaths in this age group were caused by injuries. Congenital
conditions, infectious diseases and cancers are also inmportant. Morbidity reports
emphasize skin and respiratory illness.

9. Injury causes 39.5% (male) and 30.4% (female) deaths in the 5-14 years age
group for 1992. As in younger children morbidity reports from Ministry's health
centres indicate skin and respiratory infections.

10. Injury is the most important cause of death in the young adults 15-24 years
(1992). Two thirds of male deaths and one third of female deaths are due to
injuries in this age group. AIDS is now causing 6.8% of male deaths. In women,
Cancer causes 10.8% of deaths. Morbidity reports are lacking for this age group.
Sexually transmitted diseases are increasing and risk factor studies indicate a
high prevalence of risk factors that could result in morbidity from the chronic
diseases later on.

11. In the 25-34 years age group, nearly 41% (male) and 11.2% (female) deaths are
due to injury in 1992. AIDS causes 21% of male deaths and 10% of female deaths.
Cancer causes 14.1% of female deaths.

In adults 34-44 years for 1992, injury (25.2%) is still the major cause of death
in males but is closely followed by circulatory disease (20.6%) and Cancer (8.6%).
In females cancer (27.1%) and diabetes (10X) are predominant.

12. For the older adults 45-64 years (1992), heart disease dominates the mortality
profile in both males (30%) and females (26.7X). Diabetes ranks second for both
males (15.9X) and femates (23.8%). Cancer ranks third (12.9X) in mates and (20.1%X)
in females. Although stroke ranks fourth, the retes are higher in females
120.9/100,000 compared with males 106.6/100,000. It is to be noted that the injury
rates are three times higher in males than in females.
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13. Although the elderly represents only 6%X of the population currently, they are
a growing proportion. Their numbers are expected to double by 2010. The accuracy
of death certification is less in this age group. The principal causes of death
are circulatory, diabetes and cancer. (It is to be noted that significant numbers
die of avoidable causes e.g., pneumonia and malnutrition.)

14. There is no reliable data available on oral health status. Generally, data on
morbidity are inadequate except that received through the surveillance system for
communicable disease which shows that gastroenteritis, scabies and gonorrhea are
the leading reportable communicable diseases. AIDS and TB continue to be of
concern because of rising incidence. The threat of dengue hemorrhagic fever is
also emerging. To date, TRT has remained cholera free and no endemic cases of
malaria have been reported.

Factors affecting health status

15. Socially deprived subgroups within the population may be affected by a
declining health status but the information system is not able to detect these
changes because there is little disaggregation of data by locality or urban/rural
split. Whereas 98% of the population are served with potable water, a recent
cholera KAP survey conducted in specially high risk areas found that over 90% of
households which were connected to a pipeborne water supply also found it
necessary to store water in tanks, bottles and drums thereby increasing the risk
of exposure to water-borne and vector-borne diseases. Proper storage of those
sources of water is a concern.

16. Except in unplanned developments, collection of solid waste has been generally
adequate. Increasingly however, garbage is uncollected due to industrial action
on the part of collectors. Attention is however required to the potential health
and environmental impacts associated with disposal sites and lack of adequate
controls for the disposal of hazardous wastes.

17. Data are not sufficient to quantify the magnitude of air, water and soil
pollution in a scientific manner. Nonetheless, widespread environmental pollution
is certain on the basis of several rapid assessments and the heavy industrial,
manufacturing and agricultural infrastructure that exists with little real control
of pollutant discharges.

18. The main provider of health care services is Government which spent TTS 594m
in 1992 (TT$ 574m recurrent plus TTS 20m capital development). Average annual
public expenditure per capita on health has declined from around TTS 525 in the
period 1981-86 to TT$ 280 in 1987-92 (in constant 1985 dollars) although the
sector has increased its relative share of total Government expenditure from an

average of 6.5% to 7.7% over this period. In 1993 and 1994, Government expenditure
in health increased significantly because of increased expenditure for capital
development - the implementation of the sector improvement programme, the Arima
District Hospital, the San Fernando General Hospital Extension and the GOTT/IDB
Health Sector Reform Programme. However, there is a notable decline in actual
recurrent expenditure to TTS 541m in 1993 and TT$ 535m in 1994 while at the same
time an increase in the inflation rate over 1992 to 11% due to the floatation of
the TT dollar in April 1993.

19. It is estimated by the GOTT/IDB studies that approximately another TT$ 550m
is spent in the private health sector, mostly in the area of drugs and doctors
visits. There is little regulation of private health facilities, with the
exception of private hospitals and pharmacies, and no requirement for continuing
accredition by either a facility (includes hospitals, laboratories) or a
practitioner.

20. An investigation of the births and death registration system within hospitals
has demonstrated anomalies in classification and completeness of registration
which impacts on the reliability of health status indicators. Further the
registration of vital statistics is slow, dependent on untrained registrars and
the records are not computerized. It is imperative that registration offices are
set up at the major hospitals where over 90% of births occur and the majority of
deaths. This has major significance for the reporting of infant deaths and the
improvement of overall availability of mortality data.

21. The distribution of human resources in health between hospital and primary
care is a concern. The nursing situation in hospitals has been improved with the
first nursing class since 1989 graduating in 1993 but because of the long career
path to Community Services there are many vacancies among Health Visitors and
generally Primary care shortages are critical. Further many of the Health Visitors
are over 45 years - so the supply/training plan for Health Visitors must take into
account the absolute need as well as the loss due to retirement - now estimated
at about 10% per annum. The Faculty of Medicine graduated its first class in
Medicine and Dentistry in 1994 and preliminary projections indicate a potential
situation of oversupply in these two areas by the year 2000. Shortages in the
professions ancillary to medicine are the chief concern particularly given the
increasing incidence of chronic disease and injury.

Status of the Strategic and Programmatic Orientations (SPO)

22. Health in development: With the decline in economic resources in Trinidad and
Tobago and the concomitant policies to address the negative debt burden through
structural adjustment policies, it has become increasingly important to ensure
that policies are sensitive to alleviating the burden of poverty and addressing
equity issues. Given the limited resources in institutions, it is necessary that
the health sector participates actively in the formulation of plans for the
alleviation of poverty and improvement of equity.

23. It is to be understood that in keeping with its new role and function arising
from the decentralization exercise, the Ministry of Health has developed a Mission
statement for the new organization which states: "The Ministry of Health is in the
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business of promoting wellness and ensuring the availability of quality health
care to the people of Trinidad and Tobago in an affordable, sustainable and
equitable manner."

24. Health systems and services development: The history of the health sector
reform process in Trinidad and Tobago, comprises a series of consultations
recommending the administrative decentralization of the Ministry of Health -
starting some 38 years ago with the Julien Commission Report and culminating in
the most recent recommendations in the 1992 Decentralization Plan of the MOH and
the work of the GOTT/IDB Health Sector Reform Programme design phase which started
in January 1993.

25. The most fundamental structural change is the decentralization of the Ministry
through the creation of new autonomous agencies that will function as the
principal providers of health care services. These Regional Health Authorities
(RHAs) are being set up by statutory instrument -the Regional Health Authorities
Act 1994 that has been passed by Parliament. RHA operations will be phased in from
January 1, 1995 with plans to be fully operational by January 1996.

26. The national policy framework will be developed on the principles of Health
Gain and Health Needs Assessment, and RHAs budgets will be negotiated based on
agreed targets and health priorities as determined by health needs of the Local
population. The RHAs will be responsible for providing a continuum of health
services to a defined population within national policy guidelines. The RHAs will
be the employers of staff and will own and manage the land, buildings and
equipment of the Region. They will operate according to negotiated annual service
agreements or contracts with the Ministry.

27. The Ministry of Health will become the 'purchaser' of health care services.
Free of operational responsibilities, it will develop strong policy and planning
capabilities and will achieve better national health outcomes by a combination of
mechanisms which will entail sponsoring and regulating the 'quality environment'
in which the RHAs and the private sector will have to perform.

28. Health promotion and protection: The major cause of mortality and morbidity
in TRT are preventable and are lifestyle related diseases namely chronic diseases,
injuries, and AIDS. Changes in Lifestyle and formulation of policy issues to
effect behavior change will demand close collaboration with a number of agencies
including health.

29. The major challenge for health promotion is establishing effective mechanisms
for intersectoral collaboration between public and private sectors, NGOs and other
agencies impacting on health. The Health Sector Reform coupled with the
decentralization of the social services will facilitate more effective planning
with local Goverrnment in the Healthy Communities initiative and formulation of
healthy public policy.

30. Developing care models with other sectors e.g. social services in identifying
the most appropriate options to improve the quality of life for the mentally ill,
the disabled and special groups will need to be addressed.

31. Indicators for maternal and child health have shown improvement over time in
TRT. The new thrust of the decentralization of the health service in this area is
to improve quality of reproductive health care and provide consumer-oriented
services to the population. In order to achieve this, there will be an increasing
need to ensure that health personnel are sensitive to the needs of their clients
and appropriate services are provided to increase effective utilization of
services in reproductive and adolescent health.

32. Environment development and protection: Although Trinidad and Tobago enjoys
relatively high coverage of water supply and sanitation services, service
expansion is not keeping up with population growth in rural and peri-urban areas
and drinking water quality is deteriorating. These concerns take place against the
backdrop of the on-going process of privatization of the Water and Sewerage
Authority. The key issue relevant to the management of WASA is the need to
increase investment in the sector while simultaneously enhancing project
development and management.

33. National Legislation has been developed which, when enacted, will create an
Environmental Management Authority, control pollution sources, and improve natural
resource management. In 1994, a national study team was formed to develop a plan
for the integration of health and environment in national planning for sustainable
development. This plan will be finalized after a national consultation in April
1995 and will be presented at the Pan American Conference on Health and
Environment in Sustainable Development, in Washington D.C. in August 1995. What
is lacking however, is the existence of a formal coordinating body to coordinate
among the health, environment and development sectors. In parallel with the
process of integrating the sectors, the health sector itself is undergoing a
reform process by which many currently centralized functions, including some
environmental health functions, will devolve to the local Level.

34. The absence of adequate Legislation and enforcement in the past has led to
widespread industrial pollution. Hazardous wastes, notably Lead, are a particular
concern since the country Lacks a hazardous waste disposal facility and wastes
therefore have been disposed indiscriminately, at times resulting in toxic
exposures to vulnerable groups - notably the poor. Exposures in work places,
especially in industry, are also a concern. There is a need to develop risk
assessment and risk communication abilities in this regard.

35. Disease prevention and control: The major cause of mortality and morbidity in
Trinidad and Tobago are non-communicable diseases due to cardiovascular diseases,
diabetes and cancer. More work needs to be undertaken in developing health care
modeLs for managing populations at risk and evaluating programmes for their
effectiveness. During the 1996-1997 biennium, the focus will be on improving
information systems for monitoring the impact of these programmes on reducing
avoidable morbidity from non-communicable diseases.

36. As a result of the cholera epidemic in Latin America, training and public
education for prevention of food borne illness were carried out in 1994-1995
biennium. In the coming biennium, the focus for food safety will be on improving
epidemiological surveillance. With respect to vector borne diseases, equal
emphasis will be given to promotion of community participation as well as the
improvement of epidemioLogicaL surveillance. In veterinary public health, emphasis
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in the past bienniun was on the improvement of survei LLance systems. Less priority
was assigned to training farmers in disease prevention, however this aspect will
be intensified in the 1996-1997 biennium.

37. Between 1983 and December 1993, 1470 cases of AIDS have been notified to the
National Surveillance Unit (NSU) with annual incidence rates rising from Less than
one per 100,000 in 1983 to 21 in 1993. Mortality rates soared from Less than 1 per
100,000 in 1983 to approximately 13/100,000 in 1993. A total of 947 deaths have
been reported.

38. As at December 1993, 3585 persons have tested positive for the HIV with
seroprevalence rates rising from 1.4 infected persons per 100,000 in 1984 to 53.4
in 1992. Additional supporting evidence indicates an expanding pool of HIV-
positive among antenatal clinic attenders. Seropositivity rates doubled here from
0.28% in 1990/91 to 0.6 in 1992.

39. The major mode of spread in Trinidad and Tobago is through sexual activity.
Heterosexual contact now ranks as the principal mode of transmission; 46.9% of the
cases notified were reported due to heterosexual contact.

40. By 1990 AIDS was the 2nd ranking cause of death in men aged 25-34 and 5th
ranking for women in the same age group. 70.2% of all cases are in the 20-40 age
group. The Internal Review of the AIDS Programme suggest that more emphasis should
be placed on public education and development of mechanisms to increase
involvement of NGOs and other agencies in the AIDS programme.

Plans and priorities for national health development

41. The Government remains committed to its stated policy of (1) enhanced fiscal
discipline (2) reliance on the private sector for incremental investment and (3)
exports as a major source of growth and employment and (4) the strengthening of
the social safety net and the need for improved programmes in education, health,
housing, unemployment insurance and retirement benefits.

42. Since the floatation of the TT dollar in ApriL 1993, the currency has remained
fairly stable due to the adherence to the fiscal discipline with respect to
recurrent expenditure. In 1993, proposals have been presented for the reform of
the Ministries of National Security, Education, and Health. Plans are ongoing for
proposals for the Ministry of Social Development and the Ministry of Community
Development, and for implementation of projects in Local Housing and the Water and
Sewerage Authority (WASA).

43. The problems with WASA have particular relevance to National Health
Development because of the critical dependencies of health status on a good supply
of safe water. The present situation is such that although the level of production
exceeds the estimated demand, water shortages are widespread - with the
corresponding sequel of increased shortage of water in most domestic dwellings -
creating different potential public health problems. The shortage is mainly due
to Losses in the distribution system, estimated to be around 50% of production.

WASA estimates that it requires TT$ 300m for repairing and improving the water
distribution infrastructure, and the Government is currently negotiating
facilities for this as a priority for 1995.

44. Fundamental to all these reforms is the Public Sector Reform initiatives which
involves the transformation and restructuring of Ministries along programme lines
and the introduction of commercial and management practices in the interest of
improving the efficient delivery of high quality services. Critical to the overaLL
reform process are the human resources systems and behavioral issues that surround
change and the Public Sector Reform Unit is actively addressing these issues.

45. The reform initiatives in the Ministry of Health are considered to be
comparatively advanced with respect to the other Ministries. For the most part
this has been due to the implementation of the 1992 Decentralization Plan of the
MOH and the GOTT/IDB Health Sector Reform Programme in January 1993. The most
fundamental structural change is the creation of new autonomous agencies that wiLL
function as the principal providers of health care services. These Regional Health
Authorities (RHAs) are being set up by statutory instrument -the Regional Health
Authorities Act 1994 which was proclaimed on 19 December 1994. ALI five RHA Boards
have been appointed and plans are in place for the appointment of the Chief
Executive Officers and the Executive Directors by the middle of 1995. RHA
operations will be phased in from January 1, 1995 with plans to be fully
operational by January 1996.

46. The Ministry of Health wiLL become the 'purchaser' of health care services.
Free of operational responsibilities, it will develop strong policy and planning
capabilities and will achieve better national health outcomes by the combination
of sponsoring and regulating the 'quality environment' in which the RHAs and the
private sector will have to perform. The Ministry will set the nation's health
priorities based on objective assessment of needs. By influencing the provision
of care by the RHAs through service contracts, the Ministry wilt regulate supply
and demand to achieve high quality, value-for-money services in both the public
and private sectors. In addition the Ministry will promote new national public
health activities aimed at achieving behavioral change towards more healthy
lifestyles in the population at large. These witl include working with other
ministries in areas of major health concern such as injury prevention.

47. In keeping with its new rote and function, the MOH has developed a Mission
statement for the new organization which states: "The Ministry of Health is in the
business of promoting wellness and ensuring the availability of quality health
care to the people of Trinidad and Tobago in an affordable, sustainable and
equitable manner."

48. In order to support the activities required to accomplish this strategy of
administrative decentralization and reorganization, the Health Sector Reform
Programme 1995-1999 has been developed out of the GOTT/IDB Project 1993-1994 which
has as its main components: (1) Rationalization of public and private health
services including (a) strengthening primary care with a system of health care
teams, polyclinics and chronic disease prevention and management programmes (b)
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reducing hospitals from 13 to 7 and overaLL bed capacity by 400 beds; (2)
Decentralization of ownership, employment and management of services by devolving
all operational responsibilities to 5 regional organizations under contract with
the Ministry of Health to provide a cost effective balance of public and private
services within global budgets; (3) Reforming the Ministry of Health into a
sponsoring and regulatory body concerned with promoting services (public and
private) based on health needs assessment and value-for-money; (4) Undertaking
further practical studies on the merits and feasibility of user charges and a
national health insurance system and completing essential steps for bringing the
latter into effect; (5) Developing new management systems at all levels including
management development training and technical training to achieve the new
orientations and services required.

49. The main objectives of the health sector reform programme (HSRP) are to
strengthen health sector policies and planning, to ensure that public and private
health sector expenditure shifts to services aimed at reducing high-priority
health problems, to promote lifestyle change and other social interventions aimed
at reducing preventable morbidity and mortality, to achieve a high level of cost
effectiveness in the public and private services consuned and to develop a high
level of public awareness of the relationships between behavior, payment for
services and health outcome. The HSRP will be financed through en IDB Health
Sector Loan over the period 1995-1999, but it is recognized that many of the
changes required will have a Longer time frame for implementation and overall a
10 year planning horizon was used.

50. The programme has been structured into 2 phases -Phase I (1995-1999)' and Phase
11 (2000-2004). Explicit criteria were used in the identification of the priority
components for Phase 1 based on the relative contribution each makes to: i)
achieving the institutional reforms and structures- MOH, RHAs, financing
alternatives; ii) achieving the shift to primary care, ambulatory care and
community care: strengthening key primary care infrastructure and services;
training and transferring hospital staff to primary care; iii) containing
recurrent costs: allowing the reduction in hospital costs; iv) improving quality
and equity, achieving an appropriate balance of services at all times and in all
RHAs.

51. In general terms, the application of these criteria indicate the following
priorities for Phase 1 (1995-1999): human resources support to implement and
develop the new institutional structures; management development and training
activities; technical support to implement new operational systems including
information systems and primary care development (including private sector),
quality assurance, medical audit and clinical protocol development; specific small
studies to facilitate decision making in key areas including national health
insurance; primary care infrastructure particularly the key polyclinics and
associated health centres; community care services to allow certain hospital

closures and to achieve appropriate services; new chronic disease programmes;
selected expenditure at hospital to allow closures of the smaller hospitals, to
increase ambulatory services and to maintain regional balance in service capacity,
quality and efficiency; ambulance service to facilitate access to fewer hospitals;
communications activities promoting the reforms and the effective use of services.

National priority areas of technical cooperation

52. In effect therefore, the HSRP is the strategic plan of the new Ministry of
Health and in order to support its implementation, the Government of Trinidad and
Tobago will seek external assistance in those areas described in Chart 1 based on
the priorities which have been agreed on with the IDB and an analysis of its own
resources.

TECHNICAL COOPERATION STRATEGY

53. In view of the planned implementation of the HSRP to be funded by an IDB
Health Sector Loan, collaboration and integration of activities with the HSRP will
continue to be a critical aspect of PAHO's strategy for technical cooperation in
1996-97. As the Ministry is being restructured, the new MOH remains in a major
organizational change programme; 1996-97 will be important years for developing
the new skills required for the MOH to become an informed "purchaser" and for
strengthening the capacity of the RHAs as the service providers. For the most
part, the activities of the PAHO Technical Cooperation programme will be conducted
jointly with the resources of the HSRP in order to work towards successful
implementation of both programnes. Training will form a major part of the approach
in order to support the implementation of the new structures and to accomplish the
rationalization programme on which containment of health care costs is dependent.
Mobilization of resources will be important to develop support for many of the
reform initiatives including health promotion and protection, and will be closely
tied to the dissemination of information. Development of plans and policies for
the new Ministry to guide the allocation of resources towards health gain will be
a crucial foundation stone for the future. In all the above programme areas
particular attention will be given to promotion of technical cooperation among
countries and the appropriate resources will be identified to permit Trinidad and
Tobago to participate fully in the subregional health initiative.

NATIONAL PRIORITIES FOR PAHOIS TECHNICAL COOPERATION

1. Health promotion through health education and community participation aimed at
modification in lifestyles and early detection of the diseases that affect health
status and contribute to the Leading causes of mortality and morbidity.
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2. Strengthening the capacity for epidemiological analysis and health services
research aimed at the improvement of the allocation of resources to the
achievement of health gain.

3. Support for Human Resources Development aimed at development of policies and
procedures for implementing the new institutional structures in Ministry of Health
and the RHAs, management development, supporting the shift to primary and
ambulatory care.

4. Support for the development and implementation of management systems at Central
and Regional levels which include financial, information, human resource, quality
assurance and accreditation.

5. Support for the implementation of the National Health Services Plan to include:
strengthening of the referral system within primary care and between primary and
hospital services and the strengthening of the support services including
diagnostic and pharmacy services.

6. Support to the development of an integrated programme to disease prevention and
control which sims at control of communicable diseases such vector borne
diseases.

7. Support to the development of non-communicable disease programme.

8. Support to the development of the EPI programme.

9. Support to the implementation of the second Mediun Term Plan for HIV Prevention
and Control, paying special attention to programme management, integration with
the STD Programme and behavior approach.

10. Support activities aimed at extending water and sanitation services to
vulnerable groups addressing problems associated with intermittent water supplies,
poor sewage disposal and alteviation of air, water and soil pollution in critical
areas.

11. Support the development of health sector agencies and intersectoral partners
to assess and control environmental health risks.

12. Develop the capacity of the Ministry of Health, with particular emphasis on
Veterinary Public Health, in Food Borne Disease Prevention and Control and Food
Protection.

13. Support the improvement of reproductive heatth, health of adolescents and
children.

14. Strengthening of health programmes as they relate to uomen's health which wilL
include: analysis of the gender issues in health and the relationship of women's
health and devetopment; implementation of programmes targeted to improving women's
health and education.

15. Identification and mobilization of government and nongovernmental resources
at national and international levels to assist in the delivery of quality health
services and the more efficient use of resources.
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Obiectives

BIENNIAL PROJECTS

PROJECT 1: PUBLIC POLICY AND HEALTH

PURPOSE

To strengthen the capacity of the public sector, NGO's and other agencies to
incorporate elements for improving health and addressing issues of gender and
equity in their social devetopment plans and policies.

1. By the end of 1997, at least a 20% increase in the number of policies developed
by the health and other sectors which address issues of gender and equity.

EXPECTED RESULTS

1. Health plans and policies developed at the national and regional leveLs to
address the impact of resource allocation in health with particular reference to
equity issues.

2. Awareness of the interaction of gender, health and development increased.

3. Mechanisms developed to facilitate intersectoral collaboration in developing
ptans and programmes.

PROJECT 2: SUPPORT TO THE DEVELOPMENT, MANAGEMENT AND COORDINATION
OF COUNTRY PROGRAMS

PURPOSE

The effectiveness and efficiency of the Representation improved as a sequel to the
delivery of the technicaL cooperation program.

EXPECTED RESULTS

1. Development, management and coordination of projects strengthened.

TRINIDAD AND TOBAGO

1. By the end of 1997, 50% of personnel responsible for policy-making at national
and regional Levels sensitized to the impact of resource allocation in addressing
equity in health.

2. By the end of 1997, at Least 2 programmes developed between health and other
sectors for reducing the impact of poverty on heatth.

1. By 1997 at least a 10% increase in routinely reported information disaggregated
by age and gender.

2. By the end of 1997 at least 20% of heaLth sector staff exposed to gender
sensitization workshops.

3. By the end of 1997, at least 25% of health and other agencies receive regular
information gender issues.

1. By 1997, at teast 20% increase in intersectoral policies and programmes
developed for reducing the impact of poverty on health.

INDICATORS

1. Marked increase in the programmatic execution of all projects of the technical
cooperation programme by the end of 1997.

1. By the end of 1997, 100% of selected personnel trained in: project development,
management and evaluation; mass media communications; computer applications.

2. Procedures for execution of programmed activities reviewed and revised to
respond to the needs of the decentralized Ministry of HeaLth and Regional HeaLth
Authorities by the end of 1996.
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2. Caribbean Cooperation in Health (CCH) Initiative, Goats and Targets enhanced.

PROJECT 3: HEALTH SITUATION AND TREND ASSESSMENT

PURPOSE

The purpose of this project is to strengthen the capacity of epidemiological
analysis in a decentralized system.

EXPECTED RESULTS

1. nethodology for linking nationael epidemiological data to resource allocation
established.

2. Information system on health operational within the health planning system at
national and regional Levels.

3. Health and management personnel trained in the concepts of health needs
assessment and contracting for health gain.
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3. Information systems in the Representation enhanced and 70 per cent of the staff
trained in the usage by end of 1996.

1. At least one CCH project formulated and completed by the end of 1997.

2. CCH mailing list updated and CCH updates distributed to larger population by
the end of 1996.

3. Notable increase in New items on health issues by end of 1996.

1. At Least two RHAs using common data for planning by end of 1996.

1. At Least 70% of planning staff trained in the use of the methodology by end of
1997.

2. Methodology developed by end of 1996 and operationalized by end of 1997.

1. By 1997, at least two health status targets are included in the annual service
agreements.

2. By end of 1997, integrated databases established at national and regional
levels.

1. By 1996, at least 5 regional workshops held to sensitize management on the
concepts of health priorities and cost effective interventions.

2. At Least 60% of health personnel updated on Health Needs Assessment.
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PROJECT 4: HEALTH SYSTEMS AND SERVICE DEVELOPMENT

PURPOSE

The purpose of this project is to strengthen the managerial and technical capacity
of the Ministry of Health, RHAs and other institutions that impact on the health
sector to support the achievement of the HSRP objectives.

EXPECTED RESULTS

1. Managerial development for the new MOH provided in key areas of health care
financing, social marketing, health economics, health promotion.

2. Quality assurance systems developed and implemented.

3. National policy and protocols developed for oral health, radiotherapy and
clinical laboratory services.

4. National Drug Supply system streamlined.

5. Technical training supported in key areas of primary care and ambulatory
services.

6. Joint policy on Human Supply in health devetoped with UWI and NIHERST.

1. By mid 1997, at least two management workshops held for senior managerial and
technical staff at Ministry of Health Central headquarters and RHAs.

1. At least 70% of the management staff of the Ministry of Health completed new
management development programme by 1997.

1. At least 2 RHAs have operational quality assurance systems by 1996 and at Least
3 RHAs by end of 1997.

1. National poticy and protocols developed for radiotherapy at EWMSC by end 1996
and in use by mid 1997.

2. Clinicat Laboratory policy and protocols developed by end 1996 and in operation
in at least 3 hospitals by end 1997.

3. oral health Strategy and action plans developed by 1997.

1. On-going support provided to improve the rational use of drugs by mid 1997.

1. At least 80% of primary care staff participate in quarterly technical training
programmes by end 1997.

2.Technical training provided in ambulatory surgical techniques for at least 2
hospitals by end 1997.

1. Policy developed and presented to MoH and Ministry of Education by mid 1997.

2. Postgraduate programme in Family Medicine established by end of 1997.

3. Manpower plan for selected support services developed by end of 1996.
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7. Disaster preparedness programs established in Regional Health Authorities.
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Indicators

1. One hundred percent (100X) disaster preparedness plans completed for five (5)
RHAs by the end of 1997.

PROJECT 5: HEALTH PROMOTION AND PROTECTION

PURPOSE

To strengthen the capacity of the health and other sectors to formulate and
evaluate sectoral and intersectoral plans and programs for the development of
healthy communities.
1. By 1997, at least a 15% increase in healthy public policy development.

EXPECTED RESULTS

1. Institutional mechanisms developed which encourage development of strategic
interventions to create healthy communities.

2. Capacity of RHAs strengthened to Lead intersectoral processes.

3. Information strategy in health promotion developed for personnel in the public
sector as wellt as communíty groups.

1. gy 1997, at least 60% of Regional Authorities will have reported to national
authorities on the achievement of goats.

2. By 1997, at least 60% of Regional Authorities will have intersectoral plans to
address priority issues.

3. By 1997, Information systems for monitoring achievement of goals will have been
implemented in at least 60% of Regional Authorities.

1. By 1997, at Least 40% of health personnel in the public sector and the
community will be trained in health promotion skills.

2. By 1997, at least 60% of RHAs utilize health promotion strategies in programme
planning and implementation.

3. By 1997, at least 60% of Regional Authorities will have intersectoral plans to
address priority issues.

4. By 1997, at Least a 20% increase in NGOs working collaboratively with the
public sector on health promotion initiatives.

1. By 1997, at Least 20 of personnel in the health sector and community groups
will receive information updates on health promotion issues.

2. By 1997, a 15X increase in NGOs and other agencies aware of achievement of
national health promotion goals.

3. By 1997, a 30X increase in NGOs and other agencies actively participating in
health promotion seminars.
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PROJECT 6: FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

PURPOSE

The capacity of the health sector strengthened to provide quality services in
reproductive heatth.

EXPECTED RESULTS

1. Quatity of reproductive health services improved.

2. Effective mechanisms for monitoring and evaluating policies relating to
children, adolescent health, and reproductive health operational.

PROJECT 7: VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION PURPOSE

To strengthen the capacity of the health sector to reduce the incidence of vaccine
preventable diseases in Trinidad and Tobago.

EXPECTED RESULTS

1. Programme for the control of vaccine preventable diseases strengthened.

Indicators

1. By 1997, at Least 30% of existing reproductive health programmes evaluated
against defined quality indicators.

1. By 1997, at Least 30% of RHAs using defined indicators for monitoring quality
of reproductive health care.

2. By 1997, 40X of staff in each RHA trained in skilis to assess quality of
services.

3. By 1997, 30% of technical and administrative staff exposed to information on
relevant technologies.

1. By 1997, a 10% increase in the number of quality assurance groups established
to monitor programmes in reproductive health.

2. By 1997, 40% of technical and administrative staff trained in using information
systems to monitor and evaluate quality of reproductive health.

3. By 1997, at least 20% of existing policies relating to children and adolescent
health evaluated.

1. By 1997, a 5% reduction in incidence of vaccine preventable diseases.

1. By 1997, an increase of 10% in vaccine uptake of preventable diseases.
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PROJECT 8: ENVIRONMENTAL HEALTH RISK ASSESSMENT AND MANAGEMENT

PURPOSE

To develop the institutionat capacity to assess and control health risks
associated with environmental hazards.

EXPECTED RESULTS

1. National Commission on Health, Environment and Development established to
promote intersectoral collaboration.

2. Institutional strengthening plans for environentat health services (EHS) in
the Regional Health Authorities (RHAs) developed to support health sector reform
at the local level.

3. Capacity of the health sector to assess and control hazardous waste
strengthened.

4. A national comnunityparticipation program in uater andsanitation established.

PROJECT 9: FOOD SAFETY

PURPOSE

Develop the capacity of the Ministry of Health in Food borne disease prevention
and control.
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1. National Commission of Health, Environment and Development established by the
end of 1997.

2. Environmental health services programs functioning in five Regional Health
Authorities by end of 1997.

3. A national hazardous waste management program established by end of 1997.

1. A plan for the establishment of the Commission presented to the Ministry of
Health by end of 1996.

2. First meeting of the Commission held by the end of 1997.

1. Evaluation of EHS in the five RHAs completed by the end of 1996.

2. Institutional strengthening plans for EHS in the five RHAs completed by the end
of 1997.

1. At least 24 health sector personnel trained in a short-course on risk
assessment, and 24 in a workshop on risk communication by the end of 1996.

2. Plans developed for epidemiological surveillance of occupational illnesses by
the end of 1997.

3. A national hazardous waste management plan developed by the end of 1997.

1. A plan for a national community participation program presented to the national
authorities by the end of 1996.

2. At least one community participation pilot project executed by the end of 1997.

1. Food borne diseases surveillance system in compliance with international norms
by end of 1997.
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EXPECTED RESULTS

1. Programmes for epidemiologicat surveillance of food-borne diseases
strengthened.

PROJECT 10: AIDS PREVENTION AND CONTROL

PURPOSE

To increase the capacity of the health sector to monitor intersectoral activities
and implement programs to prevent, diagnose and treat sexually transmitted
diseases.1. By 1997, at least a 2X reduction in the reported cases of STD and
AIDS.

EXPECTED RESULTS

1. Mechanisms developed to promote liaison among health agencies involved in AIDS
prevention.

2. Information dissemination capabilities of the National AIDS Programme
strengthened.

3. Diagnostic capabilities of the Trinidad Public Health Laboratory enhanced.

PROJECT CODE 11: MALARIA AND OTHER VECTOR-BORNE DISEASES

PURPOSE

Support the development of information systems to detect changes in vector-borne
disease patterns.

Indicators

1. By 1997, the GUIVETA system operational at the national level.

1. By 1997, a 10% increase in the number of projects jointly planned and
implemented between the pubtic sector and NGOs.

2. By 1997, at least 25% increase in active participation of non-health sector
agencies on the National AIDS Committee and its sub-committee.

1. By 1997, an increase by 50% in the number of non-health sector agencies
included on the distribution list for activity and epidemiological reports of the
National AIDS Programme.

2. By the end of 1997, at Least 20X increase in the number of previously-trained
AIDS educators actively involved in NAP education activities.

3. By 1997, an increase by 20% in health sector staff exposed to information on
the clinical management of STDs and AIDS.

4. By 1997, at teast 50% of recommendations of the revised AIDS education strategy
implemented.

1. By 1997, 99% of requests for laboratory diagnosis met on a timely basis.

1. Vector control information system established by the end of 1997.
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TRINIDAD AND TOBAGO
Obiectives

EXPECTED RESULTS

1. Programmes for epidemiological surveillance of vector-borne diseases
strengthened.

PROJECT 12: TUBERCULOSIS

Indicators

1. By 1997, a data management system for vector control operational.

1. By 1997, a 10X reduction in tuberculosis transmission achieved.

PURPOSE

To strengthen the capacity of the health sector to prevent and control
tuberculosis in Trinidad and Tobago.

EXPECTED RESULTS

1. National information system on tuberculosis control operational.

PROJECT 13: NON-COMMUNICABLE DISEASES

PURPOSE

To strengthen the capacity of the health and other sectors in disease prevention
and control.

EXPECTED RESULTS

1. Strategies for reduction of risk factors for non-communicable diseases
implemented using an intersectoral approach.

PROJECT 14: WATER SUPPLY AND SANITATION

PURPOSE

To promote increased investment in the water and sanitation sector and to support
directly, improvement of drinking water quality and community participation in the
sector.

1. By 1997, at least a 50% improvement in case-detection, reporting and follow-up
of tuberculosis cases.

1. By 1997, at least a 5% reduction in the incidence of communicable and non-
communicable diseases.

1. By 1997, an increase of 15% increase in programmes aimed at risk reduction of
NCDs at the National and Regional levels implemented.

2. By 1997, an increase in 20% of staff in primary health care trained in using
evaluative methods to assess the impact of intervention programmes aimed at
reducing NCDs.

1. Investment in the water sector increased by 25 per cent by the end of 1997.

2. Universal disinfection of drinking water achieved by the end of 1997.

3. A 10 per cent increase in the number of comnunity participation projects in the
water/sanitation sector by the end of 1997.
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Objectives

EXPECTED RESULTS

1. A sectoral analysis and nationaL investment plan developed in the water sector
to promote increased investment in the sector.

2. Drinking water quality inprovement plan established.

3. A national community participation program in water and sanitation established.

1. A sector analysis in the water sector completed by mid 1996.

2. A national investment plan in the sector completed by the end of 1996.

1. Drinking water quality surveilLance and control programs assessed by end of
1996.

2. A drinking water quality inprovement plan prepared by end of 1997.

1. A plan for a national community participation program presented to the national
authorities by the end of 1996.

2. At Least one community participation pilot project executed by the end of 1997.

TRINIDAD AND TOBAGO

Indicators
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TRINIDAD AND TOBAGO

PROGRAN BUDGET - PAHO ADO WHO REGULAR FUNDS
…-__ --_ -- …-_________ _---_--…-- - - - - - - --______-- - - -_____-- -

1994-1995

% OF
PROGRAM CLASSIFICATION AMOUNT TOTAL

1996-1997 1998-1999

% OF A OF
AMOUNT TOTAL AMOUNT TOTAL

…...............................

II. HEALTH IN HUMAN DEVELOPMENT

PUBLIC POLICY AND HEALTH

WOMEN. HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION
...............................

NUTRITION. FOOD SECURITY AND SAFETY

FOOD SAFETY

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

919,600
...........

48.800

WHD 48.800

753,300

CPS 753.300

50,100

HST 50,100

67.400

TCC 67,400

746,800
...........

746,800

UAH 746,800

27,000

27.000

FOS 27.000

314,000

314.000

CWS 255.900
ERA 58,100

4

3

mm

3

3

3
3

3

1

1!

14.2
m...

980,000
mmmmmmmmmmm

2.3 55.100

2.3 55.100

6.3 791,400

6.3 791,400

2.4 55,600

2.4 55,600

3.2 77.900

3.2 77,900

5.9 800 ,00
... ...........

5.9 800,000

5.9 800,000

1.3 29,900

1.3 29.900

1.3 29,900

5.1 347,100

5.1 347,100

2.3 281,300
2.8 65.800

43.8
.....

2.5

2.5

35.3

35.3

2.5

2.5

3.5

3.5

35.7
.....

35.7

35.7

1.3

1.3

1.3

15.5
.....

15.5

12.6
2.9

1.095,000
...........

62.400

62.400

880.600

880,600

62,000

62,000

90.000

90,000

851,800
...........

851,800

851,800

33,300

33,300

33.300

380,900

380,900

306,000
74,900

44.5
2.5..

2.5

2.5

35.8

35.8

2.5

2.5

3.7

3.7

34.7

34.7

34.7

1.4

1.4

1.4

15.5

15.5

12.5
3.0
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF X OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

VI. DISEASE PREVENTION AND CONTROL 73.000 3.5 83,500 3.7 95.800 3.9
mmmmmm=mmmm ..... ........... ..... .=......... ... A

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

73,000 3.5

73.000 3.5

83,500

83,500

3.7

3.7

95,800 3.9

95,800 3.9

GRANO TOTAL 2.080,400 100.0 2.240,500 100.0 2,456.800 100.0
............ .. ..... -........s--==a

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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TRINIDAD AND TOBAGO

PROGRAN BUDGET - EXTRABUDGETARY FUNDS
…________________________ -…_-… _--…-_- _- _____________

1994-1995

; OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAM CLASSIFICATION

1996-1997 1998-1999

% OF _ OF
AMOUNT TOTAL AMOUNT TOTAL

…......... ----- ----------- ----

II. HEALTH IN HUMAN DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

EMERGENCY AND HUMANITARIAN ACTION

IV. HEALTH PROMOTION AND PROTECTION
asa. as a. a......... a aa..

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

VI. DISEASE PREVENTION AND CONTROL
..............................

CONTROL OF COMMUNICABLE DISEASE

AIDS

GRAND TOTAL
...........

11.900
.... "t.....

11,900

EHA 11,900

3,200

3,200

WCH 3,200

6,800
mmmmmmmmmmm

6.800

6,800

340,800

340,800

GPA 340,800

362,700
mmmmmmmmmmm

ERA

3.3
3...3

3.3

3.3

.9
.-...

.9

.9

1.9

1.9
1 .9

93.9

93.9

93.9

100.0
.....

0
...........

O

0

O
m..........

O

o

0O

o

O

o
.- m..-.....

0

0

O
..-..-.....

_ O
II- 0

- O

- O

- 0

- O

- O

O

O

..... ...........

o

o

...........
100.0
.....

.. 100..

100.0
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNOS-~~~~~~~~~~~~~~~~~~~~~~~

SOURCE TOTAL
OF FUNDS AMOUNT

$

-------- PERSONNEL--------
PROF. LOCAL
POSTS POSTS AMOUNT

--- - - - - - -

SHORT-TERM
CONSULTANTS

s

DUTY
TRAVEL

$

FELLOWSHIPS

S

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

S $

547,000 1 0 242,500 33 200 32 900
1,533,400 3 5 864,200 68,100 13,100

2,080,400 4 5 1.106,700 101,300 46,000

100.0 53.2 4.9 2.2
_ _ _ _ _ - - - - - - - - - - - - - - -

2
2

4
......

2
2

4
meNmeN

0 464,800 21,000 38,400
5 667,700 43,000 18 400

...... ........... .....................
5 1,132,500 64,000 56,800

50.5 2.9 2.5
_ _ _ _ _ - - - --__ _

0
5

5
mmmmmm

492.400
724.500

1,216.900

49.6
_____

21,000
43,000

64.000

2.6
_____

44 400
21 400

65,800

2.7

0
176,000

176 000

8.5
_____

0
200,000

200,000

8.9
_____

O
200,000

200,000

8.1

51,300
85,900

137,200

6.6
_____

41.800
137,300

179,100

8.0
_ _ _

48 400
158,900

207,300

8.4

40,500
70 700

111,200

5.3

0 146 600
0 255 400

_ _ _ _ _ _ _ _ _ _ - - - - - - - - - - -

0

.0
_____

33,400
82 100

115,500
..........

_____

38, 800
94,800

133,600

5.4

0
0

..........

_____

0

_0
..........

.0

402,000

19.3
_____

202,400
290.200

492,600

22.0
_____

233,800
335,400

569,200

23.2

TRINIDAD AND TOBAGO

1994-1995

PAHO - PR
WHO - WR

TOTAL
.... OF OTAL

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

801 800
1,438 700

2,240,500
... .100....

100. 0
_____

878,800
1,578.000

2,456,800

100.0
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TURKS AND CAICOS ISLANDS

HEALTH SITUATION

Demography

1. At the time of the 1990 Census 12,350 persons were present in the country, of
which 11,465 were residents (other were visitors). Of those 7,901 or 69% were
classified es belongers. The population is comprised of persons from the Turks
and Caicos, nationals from Haiti, the Dominican Republic, Jamaica, East Caribbean
States, the United Kingdom, and the United States of America. The age distribution
of the population has been assessed as follows: Under 5 years - 17.7%; 5 to 16
years 31.25, and 15 years, there having been a considerable inf ux of workers from
Haiti, and the Dominican Republic. Since that time there has been a shift of
population from the outer islands to the two main islands of Providenciales and
Grand Turk, the former growing at a more rapid rate.

HeaLth status indicators

2. The crude birth rate for 1992 was 21.0/1000 population and the crude death rate
was 3.6. The infant mortality rate for 1991 was 11.69 per 1000 Live births.
Maternal mortality has been zero since 1984. The leading causes of death between
1990-1992 was recorded as cardiorespiratory failure and other significant causes
of mortaLity include conditions originating in the perinatal period, pneumonia,
AIDS and accidents. The Leading causes of morbidity are cardiovascular disorders,
hypertension and Diabetes Mellitus. Since 1986, there has been a decline in the
rate of sexually transmitted diseases, specifically gonorrhoea and syphilis.
However, as of September 1993, 39 cases of AIDS have been notified, of these 30
have died.

Factors affecting health status

3. The Turks and Caicos Islands comprise a large number of uninhabited cays and
eight islands of which six are inhabited. Turks and Caicos is the largest British
Dependent territory in the Caribbean. It has a Land mass of 193 square miles
spread over an area of approximately 200 square miles, consequently the coverage
of services to a population scattered among several islands is a challenge to the
Public Health system. The mainstay of the economy is tourism. The majority of
persons are employed by the industry, government services, fishing and a small but
growing financial sector. The growing tourism sector has created a corresponding
demand on the supply of water and waste water services. Additionally, the
complementary pressure for development in the coastal zone has emerged as the most
critical constant in the Environmental Health in the Turks and Caicos.

4. The Health Services function under the office of the Permanent Secretary for
Health Services is responsible to the Minister of Health and Social Services. It
is composed of Medical, Dental, and Environmental Health and Social Welfare. The
Chief Medical Officer who is responsible to the Permanent Secretary, is
responsible for the Medical Department, the nucleus of which is the Hospital (36
beds) which is also the administrative base situated on Grand Turk. There are 10
clinics throughout the islands. CLinics are staffed by a trained nurse,

nurse/midwife and a public health nurse, and visited regularly by a physician,
except for Providenciales and South Caicos where there are resident medical
officers in addition to the nursing staff. The Chief Dental Officer is
responsible for the Dental Department. In addition to the Chief Dental Officer,
there are three dental nurses who are all based in Grand Turk, however they travel
to the outer islands on a frequent basis to provide their services at island
clinics. The Chief Environmental Officer is responsible for the Environmental
Health Department. He is responsible for the Chief Medical Officer. In addition
to the Chief Environmental Health Officer who is also based in Grand Turk there
are three Environmental Health Officers along with other Environmental Health
personnel based in outer islands.

5. Due to the economic and political problems in Haiti there has been a
considerable flow of nationals from Haiti to the Turks and Caicos Islands which
in turn creates an added burden for the health services.

Plans and priorities for national health development

6. At the present time the Ministry of Health and Social Services is taking part
in a Health Sector Adjustment Project, aimed at improving the health services of
the four the British Dependent Territories (BDTs) within the Caribbean. The
project is being funded by the British Government. At the end of this project, the
management structure is expected to be changed allowing for a separation of the
functions of the management of the services from the technical responsibilities
for the hospital. A National Health Plan is also expected to be completed which
will more clearly define what the national priorities should be. Three priority
areas within the Adjustment Project are the development of an integrated
information system, a human resources development plan and the definition of
financing strategies.

7. Given the importance of tourism to the economy of the TCI maintenance of the
environment for sustainable development is an imperative. The need for stricter
attention to food safety is also relevant to the tourism industry. The major
development continues to be on Providenciales, with the fastest growing
population, and therefore priority is being given to the improvement in the range
and quality of services (including in-patient care) on this island. Substance
abuse, AIDS, cardiovascular disease, hypertension and diabetes are all leading
causes of morbidity. Given their relationship with lifestyle issues, the
operationalization of a health promotion policy (expected to be avaiLable in 1995)
becomes important.

TECHNICAL COOPERATION STRATEGY

8. Within the Environmental Protection project direct technical assistance wiLL
be the main strategy used. This wiLL be given in the areas of protection of the
ground water sources, impact of septic tank effluents, solar potable water systems
and coastal zone management.
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TURKS AND CAICOS ISLANDS

9. Training wiLt be offered in environmental impact assessment to meet the demands
of the rapid development in Providenciales.

10. In the strengthening of the Health Service a combination of training and
direct technical assistance will be used. Training will be provided to help
personnel to strengthen the management and technical capabilities, and to food
handlers to reduce contamination of food and water for human consunption.

11. Direct technical assistance will be provided for the development and
impLementation of these training programmes, and for the development of policies
and norms in the management of key health areas.

12. Educational materiais wilL be developed and disseminated to support the health
promotion and food safety programmes.

13. Equipment wiLL be provided to strengthen the capacity of the HeaLth
Information System.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Given the small size of the country, its Limited human resources, and current
dependence of expatriate, technical cooperation wiil continue to be required in
all the priority areas within its health development thrust.

2. PAHO has been asked to provide technical cooperation to support and complement
the Health Sector Adjustment Project. What this will mean in 1996-97 wiLL not be
clear until the health plan and services restructuring have been completed.

3. However PAHO will continue to provide technical cooperation in the
implementation, and effective use of information systems and the strengthening of
national capabilities in epidemiological practice.

4. In the area of Health Systems Development support will be given to
institutional strengthening of the hospital and community health services, human
resources development for improved quality of care and disaster preparedness.

5. Support wiLL be given for the development of a healthy public policy and for
the implementation of a health promotion programme. Assistance will also be given
in the development of a Social Communication programme to address priority health
issues.

6. In the area of Environmental Protection and Development support wiLL be given
for improvement in the monitoring and control of water quality and coastal zone
pollution, and the management of solid and hazardous waste. Assistance has also
been requested in the area of reforestation and resource conservation.

7. Technical ccoperation in disease prevention and control will be provided for
improving the understanding of the causes and risk factors associated with food-
borne diseases. TCI will continue to participate in the CPI programme with PAHO
support.
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Obeictives

BIENNIAL PROJECTS

PROJECT 1: ENVIRONMENTAL PROTECTION

Overatll improvement in environmental protection programne.

EXPECTED RESULTS

1. Nationat water quality guidelines and monitoring standards adapted.

2. Improved Environmental and Development controls in coastal zone.

3. Reforestation and Resource conservation launched.

1. Water quality meets minimum WHO standards by the end of 1997.

2. Etimination of exposed Litter and fires at disposal sites by the end of 1996.

3. Reforestation of 5% of exposed Land by mid 1997.

1. National Policy on protection of groundwater sources adopted by end of 1996

2. Water quality monitoring system WASAM modified and implemented by the end of
1996.

3. Solar potable water systems introduced in small communities by mid 1997.

4. Pilot programme to test impact of septic tank effluent on ground water sources
initiated by end of 1997.

1. Coastal water quality and pollution assessment completed by end of 1996.

2. Two (2) nationals trained in Environmental Impact Assessment by mid 1997

3. National consultation on Public Sector/Private Sector development in Coastal
Zone early 1997.

1. Private sector consortium developed to mobilize local resources in
Reforestation by end of 1996.

2. Local species selected and propagated to launch project by mid 1997

4. Management capacity in Solid and Hazardous waste improved. 1. Solid Waste Master Plan Outline for Grand Turk and Caicos completed by mid
1996.

2. Hazardous and Hospital Waste Assessment completed by end of 1996.

3. Integrated Solid Waste Master Plan initiated by early 1997.
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TURKS AND CAICOS ISLANDS

Obeictives

PROJECT 2: UNIVERSAL ACCESS TO HEALTH CARE

PURPOSE

To improve the management of the Health Services so as to reduce morbidity and
mortality from common conditions/diseases.

EXPECTED RESULTS

1. Technical and management capability of health personnel enhanced.

2. Capacity and capability for analysis and retrieval of data for planning and
evaluation, enhanced.

3. Capacity of Health Personnel in the area of Disaster Preparedness enhanced.

4. Food Protection Programme strengthened.

5. Health Promotion Programme strengthened.
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Indicators

1. Agreed upon health indicators available in 3 months of the end of the reporting
period, by the end of 1997.

2. Reduction in hospital acdmission for
complications of hypertension, diabetes and drug abuse related illnesses, by the
end of 1997.

3. Incidence of food-borne ilLnesses reduced by 25% of the 1995 figure by the end
of 1997.

1. At least 20 persons in priority areas within the health services trained both
Locally and internationally by the end of 1997.

2. Norms and procedures for management of key areas developed by the end of 1997.

1. Appropriate technology of the management information systems available in two
more islands than at the end of 1995, by the end of 1997.

2. Health personnel on the above two islands trained to use the technology by end
of 1997.

1. Disaster response plan for each island updated by the end of 1996.

2. At Least 15 persons trained in disaster management by the end of 1997.

1. 80% of food service workers trained in safe food handling practices, by the end
of 1996.

2. Education programme developed to educate the public on how to identify those
factors that contribute to the contamination of food and water meant for
consumnption, design and initiated by the end of 1997.

1. At least 20 persons trained in development and evaluation of intervention
strategies by the end of 1996.

2. Healthy public policy developed and accepted by mid 1997.

3. Social communication programme, addressing priority issues developed and
initiated by the end of 1997.



PROGRAM BUDGET - PAHO ANOHD WHO REGULAR FUNDS

L994-1995 1996-1997 1998-1999

% OF A OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
m--mmmmmmmmmummmm~m= s mmmmmmmmmmmlm mmam»,

47,000 74.5 65,000 80.7 69,400 80.9
ammmmmlmmem mmm m a mm mIll l mml m 1 1 m= II~I mlmm em

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

47,000

47,000

74.5

74.5

65.000 80.7

65,000 80.7

69,400 80.9

69.400 80.9

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
...... .................... -._.............

16,100 25.5 15,500 19.3 16.400 19.1
ml.. a .. . .a. .- ... ea...e. .... ....sa .san. s . a. .a

ENVIRONMENTAL HEALTH

WATER SUPPLY ANO SANITATION CWS

16,100 25.5

16,100 25.5

15.500

15,500

19.3

19.3

16.400 19.1

16.400 19.1

GRAND TOTAL 63,100 100.0 80,500 100.0 85,800 100.0

PROGRAN BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

PROGRAM CLASSIFICATION AMOUT OF OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

....................................... - - - - - - - - - - - - - - - - - - - - - - - - - - - -. - - - - - - . . . - - . - - - - . . . - - . . . - - - . . . . . . . . . . . . . . . . . . .. - - - - -

VI. DISEASE PREVENTION AND CONTROL
........ m.....................

171,500 100.0 0 - 0 -

CONTROL OF COMMUNICABLE DISEASE

AIDS GPA

171,500 100.0

171,500 100.0

- O -

- -

GRAND TOTAL 171,500 100.0 0 100.0 0 100.0
ma--------- --- a --- -a-- - - - - - - - - - - =------------ - - - - a------ --- a
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
---------------------------------------- --- _--__________________

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ _ - - - - - - -

-------- PERSONNEL--------
PROF. LOCAL
POSTS POSTS AMOUNT

COURSES SUPPLIES
SHORT-TERM DUTY AND AND
CONSULTANTS TRAVEL FELLOWSHIPS SEMINARS EQUIPMENT GRANTS OTHER

S $

12,000 19,300

12.000 19.300

19.0 30.6

23,600 12,800
O O

........... ..........
23.600 12,800

29.4 15.9

O

O
...........

11 600
12,000

23,600

6,400
O

6,400
mmmmmmmmmm

.0 27.5 7.5

23,600

23,600
27...........

27.5

14,800
O

14,800
..........

6,700

6,700
..........

o

0
mmmm mmmm

17.2 7.8 .0

1994-1995

PAHO - PR

TOTAL

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

63 ,100

63.100
...........

100.0

68 500
12 000

80,500
100...........

100.0
_____

o

0

o
0

0

0
0

o

.0

o
O

0

.O
__--_

18,100

18.100
...........

28.7

11,600
12.000

23,600

29.3

0
o

..........

.0

5,500

5,500
..........

_____

1998-1999

PAHO - PR
WHO - WR

TOTAL
O..... TOTAL

X OF TOTAL

8,000

8,000
..........

12.7

5,800
O

5,800

7.2_7.2

73.800
12 000

85,800

100.0

0
0

0
mmmmmmm

O

0
.........m

.0
0

.-........

_____

o

O

......

5,700

5,700

9.0

9,200
O

9,200

11.4
_____

10,700

10 700....... 12.5

_____



UNITED STATES OF AMERICA

HEALTH SITUATION

Demography

1. The United States of America will have an estimated resident population of
263.1 million in 1995. In 1990 the resident population of the United States
totaled 248.71 million, 10% greater than in 1980. Between 1980 and 1990 the
elderly population and certain minority groups in the United States grew faster
than the general population. The BLack population increased by 15% to 30 million,
and the Hispanic population increased by over 50% to 22 million. The Asian and
Pacific Islander population more than doubled, reaching 7 million.

6. Minority populations incur a disproportionate share of death, illness,
disability and adverse health conditions. Commonly used health indicators such
as Life expectancy at birth and infant mortality rates show the continuing
widening differences between minority and majority populations. Violent behavior
in the United States is at en all time high. Every year, over 20,000 people die
from homicide and two miliion persons are injured. It is the second Leading cause
of death for young peoples ages 13-24 and is the leading cause of death for both
young African American men and women in that age group.

Factors affecting health status

Health status indicators

2. The Life expectancy at birth for the period 1990-1995 was 72.6 years for males
and 79.3 for females. The nation's infant mortality rate for 1993 dropped to en
all time low rate of 8.3 deaths per 1000 live births. However, each year in the
U.S. almost 39,000 babies--about 1 percent of those born--die before they are one
year of age. Leading causes of infant death include (1) congenital anomalies, (2)
sudden infant death syndrome, (3) disorders related to short gestation and Low
birth weight, (4) respiratory distress syndrome, and (5) complications at birth.

3. Between 1980 end 1990 the age-adjusted death rate for heart disease, the
Leading cause of death for men and women, declined 24 percent. In 1990 heart
disease mortality was almost twice as great for Caucasian men as for women, and
more than 60 percent greater for African American men than for women.

4. As deaths from heart disease have declined, since 1987 cancer has become the
Leading cause of death for people aged 25 through 64. In 1989 there were 290.9
deaths per 100,000 for persons aged 45-64 as a result of cancer. It is estimated
that 30 percent of cancer deaths is linked to smoking and another 35 percent is
Linked to diet. Since 1987, Lung cancer has been the leading cause of death in
women. Deaths among African American and Caucasian women due to lung cancer
increased by 41-46 percent between 1980 and 1990. Likewise, death rates increased
11 percent for African American men (91.0 deaths per 100,000) while remaining
stable for Caucasian men (59.0 per 100,000 population). Breast cancer has become
the second leeding cause of cancer deaths among women.

5. The AIDS pandemic continues to threaten the health status of millions of U.S.
citizens. An estimated 1 million persons are currently infected with the MIV.
As of June 1993, 315,390 AIDS cases had been reported. African American children
account for 55% of all reported pediatric AIDS cases.

7. By the Late 1970s Lifestyle and environmental factors gained national
recognition for their role in the promotion of health and prevention of disease.
Despite advances in mortality rates for stroke and coronary heart disease as welt
as overall Life expectancy, more than half of U.S. citizens die prematurely. In
the United States, these deaths carry a heavy toll in economic as well as human
terms. The cost of health care and Lost productivity for some of the country's
Leading health problems run es high as an estimated $135 billion for heart
diseases and $158 billion for injuries.

8. Other factors affecting health status include the fact that every two months
about 2 million people tose their health coverage. It is estimated that by 1996,
one in four U.S. citizens will have been without health coverage at some time.
United States health costs have nearly quadrupled since 1980. Without some type
of health care reform, it is estimated that one of every five dollars in the U.S.
GDP will go to health care by the year 2000. It is aeso projected that 25 cents
out of every dollar on a hospital bill goes to administrative costs and does not
buy any patient care.

9. ALthough a comprehensive health care reform plan did not pass Congress in 1994,
as initially predicted, issues such as health care reform and welfare reform are
expected to remain at the forefront of national and Legislative debate, with
important implications for the health status of the U.S. population.

Status of the Strategic and Programmatic Orientations (SPO)

10. Health in human development: The federal Legislative branch has become a
central player in the national health system reform debate. The effect of
macroeconomic trends on health is being monitored by the press, the government and
the society at Large, particularly in regard to the effects of business downsizing
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on the health insurance coverage of individuals. National epidemiological
capabilities have reached such a Level of development that it is possible for the
country to monitor rigorously health status according to biological and social
characteristics, including age, sex and lifestyle. Bioethics is receiving renewed
attention, particularly in the light of advances in health care technology and
genetic engineering.

11. Health systems and services development: The need to achieve equity and
universal access to health care for the neediest population groups is closely
related to the issue of the U.S. health system's heavy reliance on the provision
of payment for medical care through private insurance. About three-quarters of
the population is covered by private insurance provided by employers or purchased
individually; 14% of the population has no health insurance coverage.

12. A major problem facing the United States is how to develop a health care
system that will cover all persons in need of health care at a reasonable cost.
Because of the rising cost of health care and the large number of persons not
covered by health insurance, health care reform has become a priority for the
nation.

13. The government operates two large public financing programs, Medicare and
Medicaid. The programs funded 30.8% of all spending for personal care in 1990 and
accounted for 74.5% of the public share of heaLth care financing. Medicare
provides services to people 65 and older, to the disabled and to people with
end-stage renal disease. Medicaid is a conmbined state-federal program intended to
provide services to the poor. The Federal Government determines broad eligibility
guidelines and mandatory services. Individual states have the option of expanding
the basic coverage package by offering additional services. Medicaid is the
Largest third-party payer of Long-term care expenditures, financing 45.4% of
nursing home care in 1990.

14. Health promotion and protection: National health objectives depend heavily on
educational and community-based programs to promote health and prevent disease.
Health promotion and protection programs are aimed at reaching the public and
improving health conditions outside traditional health care settings. The
national strategy has three interrelated components: assessment, intervention and
Leadership. The use of various intervention methodologies is being promoted among
federal, non-federal, public and private organizations. The U.S. Public Health
Service (PHS) provides national leadership for health promotion activities,
stimulating the formation of coalitions and working to develop stronger Leadership
at the state and Local Levels. PHS supports the implementation and improvement
of health education for young people through cooperative agreements with relevant
national state and Local education agencies, universities and health departments.
These cooperative agreements are intended to help prevent risk-taking behaviors
associated with important health problems, including HIV infection.

15. Diet-related diseases such as coronary disease, cancers, strokes and diabetes
mellitus are leading causes of death and disability in the U.S. Improvement of

maternal and child nutrition is especially critical to improving national health.
National nutrition objectives relate to obesity, diet and disease relationships,
the application of "Dietary Guidelines for Americans" to food service operations,
dietary counseling, food labeling, nutrition education in schools, maternal and
infant health and feeding of older people.

16. Environmental development and protection: Environmental factors play a central
role in the process of human development, health and disease. The most difficult
challenges for environmental health in the U.S. today come from uncertainties
about the toxic effect and ecological ramifications of the use of natural and
synthetic chemicals, fossil fuels and various physical agents. An estimated 82%
of major industrial chemicals have not been tested for toxic properties or links
to specific diseases, and only a small proportion of chemicals have been
adequately tested to determine whether they might cause or promote cancer.

17. Coordination of environmental health services requires the participation of
the Department of Health and Human Services, the Environmental Protection Agency,
the Department of Agriculture, the Department of Transportation as well as state
and local agencies, the private sector and community groups.

18. Disease prevention and control: Goverrnment authorities have targeted meastes,
tuberculosis, HIV/AIDS, behavioral disorders, substance abuse, oral health and
foodborne diseases, among others, in their prevention and control efforts.
Prevention programs directed toward changing behaviors continue to be the main
strategy in the struggle against HIV/AIDS. Massive education and prevention
programs have been undertaken to reduce injection drug use, decrease high-risk
sexual behaviors, and increase the use of condoms. Efforts to develop creative
prevention programs, improve care of AIDS patients, and conduct research on care
have been initiated throughout the country. In regard to substance abuse, the
government seeks to increase individual knowledge of the adverse effects of drugs
in order to reduce the loss of Life and deterioration of health caused by alcohol
and drugs. The Department of Agriculture and other government agencies carry out
a range of activities to prevent diseases affecting animal health from being
introduced into the U.S. territory.

Plans and priorities for national health development.

19. One of the most comprehensive U.S. policies currently in place to improve and
prevent disease is a strategic plan called "Healthy People 2000." Central to this
plan is the goal of increasing the number of people uho live Long and healthy
Lives; inherent in that notion is that long Life must be accompanied by an
increase in disability-free years. The second overreaching goal of the plan calls
for the elimination of disparities in health among population groups, and the
third goal calls for achieving access to preventive services for all people.
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20. In support of these three goals are 300 measurable objectives in 22 priority
areas. Twenty-one of these priority areas fall into three broad categories:
health promotion, health protection, and preventive services. One additional
priority area cuts across all categories and addresses surveillance and data
systems. Many of the objectives aim specifically at improving the health status
of high-risk groups who bear a disproportionate share of disease, disability and
premature death compared to the total population.

21. This policy initiative is built upon the belief that medical care alone will
not solve the health problems of society, but responsible behavioral choices on
each individual's part will enable people to enjoy the benefits of a healthy Life.

TECHNICAL COOPERATION STRATEGY

22. Technical cooperation between PAHO and the United States in response to the
national priorities will entail the use of considerable expertise available in the
United States to support health development in other countries of the Americas
with particular attention to disease prevention and health promotion.
Mobilization of resources, dissemination of scientific and technical information,
training, and direct technical cooperation will be the main functional approaches.
Efforts will be concentrated on areas such as communicable disease control,
chronic disease control, reproductive health, women's health and family health,

promotion of primary health care, promotion of environmental health, management
of information systems, management in public administration, among others.
Additionally, it will involve the provision of fellowships to professionals to
receive advance training in settings outside the United States.

23. A new strategy will involve the identification of opportunities to apply
expertise gained in Latin America and the Caribbean to solve problems in the
United States, especially in minority and disadvantaged populations where only
limited resources can be applied. This will allow the United States to benefit
other Members' experience and become a full partner of the Organization.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Cooperate in public health and development issues in the Americas by making
available U.S. support and expertise with particular attention to disease
prevention and health promotion.

2. Provide specialized training to citizens outside the U.S. in health areas of
importance to U.S. authorities.

3. Utilize expertise in Latin America and the Caribbean to identify possible
solutions to health problems in selected populations in the U.S.
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Obiectives Indicators

BIENNIAL PROJECTS

PROJECT 1: INTER-AMERICAN EXCHANGE

PURPOSE

To promote the work of PAHO, especially in areas defined by the SPO 1995-1998; to
facilitate the presence of U.S. expertise in inter-American health relations; and
to benefit public health in the U.S. by using experience and knowledge available
in Latin America and the Caribbean.

EXPECTED RESULTS

1. Support by the PAHO/USA BPB of the Areas of Work of the SPO 1995-1998 will be
sustained and the presence of U.S. expertise in projects and activities will be
maintained during the bienniun.

2. Latin american and Caribbean professionals wiLL work with U.S. counterparts to
help address selected health issues in U.S. populations.

PROJECT 2: FELLOWSHIPS

1. Amount of critical support provided to setected projects within the areas of
work of the SPO 1995-1998.
2. Nunber of U.S. institutions and health projects exposed to approaches and
methods of addressing health issues in Latin America and the Caribbean.

1. The number of consultants and advisors from the U.S. who participate in PAHO
projects and activities.

2. The amount of financial support provided to projects developed within the SPO
1995-1998.

1. The number of projects in the U.S. which have involved professionals from Latin
America and the Caribbean.

2. The amount of support to U.S.-Mexico border activities.

1. The number of professionais with training and expertise in areas of uork
relevant to the U.S. Public Health Service and PAHO wiLl have increased.

PURPOSE

To support feLlows and interns from the United States for training in areas
relevant to the SPO 1995-1998 which are not available domestically.

EXPECTED RESULTS

1. U.S. professionals wiLL be more aware of and knowledgeable about health issues
which are relevant to PAHO.

1. At Least 20 fellowships or internships will have been provided to U.S.
professionals in areas of work of the SPO 1995-1998 during the biennium.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

_ OF % OF _ OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

. ... ... ... ... ... ... ... ... .............................................................................................- - -

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.. _....................................

396,400 100.0 416,600 100.0 416,600 100.0
*---------- ..... .. . . ...s. . . . . . ..... as an

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

UAH

HRH

278,400 70.2

278.400 70.2

118,000

118,000

29.8

29.8

292.600

292,600

124,000

124,000

70.2

70.2

29.8 124,000

29.8 124,000

GRAND TOTAL 396,400 100.0 416.600 100.0 416,600 100.0
........... ........... .......... . . ..

UNITED STATES OF AMERICA

292,600

292,600

70.2

70.2

29.8

29.8
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ALLOCATION 8Y OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
____---------____------------------------------_

SOURCE TOTAL
OF FUNOS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

$ $

DUTY
TRAVEL

-

FELLOWSHIPS

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ $
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PAHO - PR
WHO - WR
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.....
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1996-1997
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TOTAL
.....

X OF TOTAL

1998-1999
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WHO - WR
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.....
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_____
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O
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0
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0
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0
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0

.0
_ _ _
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70,900
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292,600
0
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O
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URUGUAY

HEALTH SITUATION

Demography

1. In 1992 the total population was estimated at 3,130,500 inhabitants, of whom
1,366,331 (43.6%) Lived in Montevideo and 1,764,169 in the rest of the country
(56.4%). Of this population, 89.3% uas urban and 10.7% rural. Between the 1975
and 1985 censuses the rural population shrank (a trend that continued in the years
follouing 1985), with a net decrease in the population in the country's central
departments and an increase in the population of border areas.

2. The age structure shows a clear trend toward the aging of the population, with
a high and rising proportion of persons aged 65 and older and a decreasing
proportion of persons under 15. This trend becomes obvious in the changes
observed since the 1963 census, when 28.0% of the population was under 15 years
of age, 59.7% fell in the 15-59 age bracket, and 12.3% was 60 years old and older.
These proportions were 27.7%, 58.2%, and 14.1% in 1975 and 26.8%, 57.6%, and 15.6%
in 1985. Later projections indicate that the trend has continued.

3. Between 1963 and 1985 the ratio of potentially active population to dependent
population over the age of 65 went from 8.4 to 5.5, which is indicative of the
tremendous pressure being placed on the country's social security system. The
dependent population is made up primarily of elderly dependents, and this group
can be expected to grow with the decline of fertility and the increase in Life
expectancy.

4. Fertility, which decreased during the first half of the century, remained
stable from 1950 to 1975, and then began to decline again. The fertility rate was
estimated at 2.43 in 1985-1990, and is projected to be 2.33 for the 1990-1995
period. This trend is due to a fall in gross and net of reproduction rates of
close to the replacement level; estimates put the net reproduction at 1.14 for
1985-1990 and 1.02 for 1990-1995.

Health status indicators

5. In 1991, 100% of deaths were medically certified. "Signs, symptoms, and ill-
defined conditions" accounted for 7.2% of the deaths overall, 10.0% in Montevideo
and 2.4% in the rest of the country.

6. An analysis of proportional mortality by age for 1980, 1984, 1987, and 1991
shows a clear trend toward the relative reduction of mortality among children
under age 5 (from 7.6% in 1980 to 4.3% in 1991); stabilization of the group aged
5-44 (7.0% in 1980 and 6.4% in 1991); Lower proportional mortality in the group
aged 45-64 (from 22.2% in 1980 to 20.0% in 1991); and a sustained rise in the
proportion of deaths among those aged 65 and over (from 63.2% in 1980 to 69.0% in
1991). The under-5 age group registered the greatest proportional reduction in
mortality (43%X) between 1980 and 1991.

7. The analysis of specific mortality rates published by PAHO for the period
1960-1989 shows a slight decrease in deaths from diseases of the circulatory
system, infectious and parasitic diseases, and accidents, and a marked increase
in mortality from malignant neoplasms. Infant mortality continued to decline
between 1988 and 1991, but did so at a slower rate. In 1992 the rate was 18.7 per
1,000 live births. The decline has been accompanied by a huge reduction in the

death rates from intestinal infectious diseases (3.8 in 1980 to 0.7 in 1991),
acute respiratory infections, perinotal conditions, and nutritional deficiencies.
The number of deaths from accidents and violence increased from 33 in 1980 to 67
in 1991.

8. A comparison between infant mortality rates among Montevideo residents who use
the services of the Ministry of Pubtic Health (MPH) and those among users of the
collective health care institutions (CHCI) reveals that in 1991, the risk among
users of the Ministry services was 2.5 times higher. In the case of postneonatal
mortality, this difference is even greater--the rates among users of Ministry
services are 4 times higher than among CHCI users. At the national level, the
difference is smaller. In 1991, the infant and postneonatal mortality rates were
25.0 and 9.6 at Ministry establishments and at the university teaching hospital,
compared with 13.8 and 4.1 at CHCI establishments.

Factors affecting health status

9. An evaluation of Living conditions prepared by the General Bureau of
Statistics and Censuses, using the index of unsatisfied needs and 1985 census
information, showed that 27.6% of the national population Lived in dwellings
lacking in basic needs, with a higher percentage in the interior (34.5%) than in
Montevideo (19.0%).

Status of the Strategic and Programmatic Orientation (SPO) ORIENTATIONS (SPOs)

10. Since its earliest beginnings, Uruguayan society has shown concerned for
health care. However, planning of the health sector's development was Limited at
best, and so it may be described at present as made up of public, semipublic, and
private agencies, varying in both form and quality. Essentially, it is made up
of the mutual aid subsector providers and the public subsector under the MPH.
Health policies are formulated in accordance with the principal health problems.
Current health management holds that the State should redefine both its own
responsibilities in health services delivery and those that correspond to the
private sector, and at the same time encourage participation by the civilian
population. To this end it should abandon outmoded centralist, paternalistic, and
client-oriented policies in favor of opening the way to participation, ultimately
aiming at transferring administration of part of its infrastructure to the
organized community without, however, renouncing its responsibility to regulate,
guide, and set priorities.

11. The MPH carries out its activities through a variety of organizations,
particularly the General Health Directorate and the State Health Services
Administration (ASSE). Additional medical services are supplied by numerous
other agencies in thecentral administration, autonomous entities, decentralized
services, and municipal governments.

12. The private sector is made up mainly by the Collective Health Care
Institutions (CHCls) and by companies that provide partial care services,
essentially mobile emergency units, sanatoriuns, private hospitals, and clinics
of various kinds. At the present time, 52 CHCls provide comprehensive medical
care to approximately 1.5 million people.
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13. Organization of the services shows a trend toward decentralization, although
very little has been accomplished so far in this respect. The local health

systems have not been developed, and no policy has been formulated on human

resources. The excess number of physicians and privatization policies have led

to the appearance of a variety of modalities of medical practice and to the

emergence of the figure of the physician as entrepreneur. However, the shortage

of nursing professionals persists. Spending on health is not increasing

appreciably and consequently the public subsector is not growing.

14. The programming proposal prepared by the new heaLth management notes that

overall, lifestyles are linked to living standards, integrating the socioeconomic

end culturaL context of society and being molded in turn by this context. The

challenge lies in bringing about changes in personal behavior and in cultural

patterns that are harmful to health and in transforming them into others that

protect health. The objective of the program is to develop behavior and culturaL

patterns that promote health in the population by means of a series of strategies,
and to this end it proposes actions concerned with education, health-related

matters, the workplace, the community, and the physicaL environment. In addition,

the program recommnends that policies concerning the production and pricing of

tobacco, alcohol, and food be consonant with and actively support the health

policy.

15. The treatment generally accorded health topics by the communications media
is characterized by soundness of content and seriousness of method.

Sensationalism is the exception. The ties between the health and educational

institutions are well established and provide for good coverage of health topics

by the formal educational system. The need for reorienting the health services

toward preventive practices is sufficiently well disseminated and a movement of

public and private institutions is under way in this regard, including

consideration of the possibility of providing remuneration for preventive
activities.

16. Uruguay finds itself in a situation in which the profile of the most

prevalent diseases is changing in a manner similar to that of the more developed

countries. Degenerative diseases and accidents are assuming greater importance.

Addictions and sexually transmitted diseases will continue to rise in the

foreseeable future. The health of workers faces greater challenges, and the same

is true of the elderly.

17. With a markedly urbanized population, approximately 85% of Uruguay's

inhabitants have access to drinking water and 50% of dwellings are connected to

sanitation networks. Municipal management of solid waste requires coordination

and restructuring. Other areas that aLso require further development are the

provision of safeguards for hazardous chemical substances, environmental quality,

occupational health, and the training of human resources. The sector's reference

institutions are the Ministry of Housing, Territorial Management, and Environment

(MVOTMA), the MPH, the State Sanitary Works (OSE) and the municipal governments.

The large-scale environmental projects carried out in recent years have required

external financing, and it will be necessary to integrate the health and

environment component into national development projects.

18. The general objective of the new health policy is to provide the poputation

with universal, equitable, comprehensive, timely, accessible, and essentially

humanitarian medical care, bearing in mind the dignity of the hunan being as the
core of all health care activities.

TECHNICAL COOPERATION STRATEGY

19. The health authorities have prioritized five main objectives: 1) reduction
of infant mortaLity; 2) improvement of the health of adolescents and young people;

3) improvement of the health care of those over 65 years of age; 4) effective

decentralization of the State Health Services Acministration (ASSE) and

improvement of the quality of its services; and 5) support for the Collective
Health Care Institutions. Three groups of health impairments have also been

prioritized: a) cardiovascular diseases; b) malignant neoplasms; and c) AIDS.

Special efforts will be made to prevent AIDS, including intense campaigns through

the mass media and coordination with formal education institutions.

20. The Uruguayan Government has indicated its intention of protecting the

environment, expanding sanitary coverage, and enhancing the quality of sanitation.
The cooperation strategy aims at attaining the first three objectives through the

formulation of policies and standards, training, and the dissemination of

information. Collaboration for attainment of the fourth national objective

includes the formulation of policies and standards, the dissemination of

information, and a strong training component. In Departments that accept
responsibility not only for the provision of services but aLso for health

promotion and prevention, mass communication will be used to attain healthy
cities/municipios and strengthen local health systems through training,

dissemination of information, and mobilization of resources.

21. With regard to the fifth objective, cooperation will be limited to the

dissemination of information and training. Health impairments considered to be

of a priority nature will form the core of support for health promotion
activities, including cooperation for the enhancement and intensification of mass

communication. National efforts for the improvement of environmental health will

be supported through training, dissemination of information, and mobilization of

resources.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. To establish health policies directed toward disadvantaged population groups.

2. To link the formal health system to the family nucleus and to the communities.

3. To develop the human resources necessary for reform of the health sector.

4. To introduce the environmental dimension into the overall policies.

5. To assign priority to enhancing programs for prevention and control of the

most prevalent diseases in the country.

6. To strengthen administrative management of the health sector.

7. To improve the sector's physical infrastructure.

8. To procure essential technology, regulated by the State.

9. To ensure adequate second- and third-level medical care
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10. To improve working conditions in the sector and attempt to reverse the need
to hold more than one job at a time.

11. To promote adequate quality control of drugs and monitor their pricing.

12. To provide comprehensive medical care to approximately 550,000 users of ASSE.

13. To implement a workers' health program in coordination with the Ministry of
Labor.
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Oblectives Indicators

BIENNIAL PROJECTS

PROJECT 1: DEVELOPMENT OF HEALTH POLICIES

PURPOSE

To implement health policies appropriate to the needs of the population, and to
assign priority to the most vulnerable population groups, those who are
marginaLized or Living in poverty, and those who do not have easy access to health
services.

EXPECTED RESULTS

1. By means of a time schedule for meetings and the dissemination of pertinent
information, channels of communication will have been set up jointly with the MPH
to coordinate the health activities of the social security institution, community
organizations, Local governments, and the private sector.

2. A proposal for the effective use of the information systems as support for
political decision-making in health will have been prepared, including the
improved use of technology in scientific information.

3. A pluri-institutional group will have been set up to perform a situation
analysis of women in carrying out human development activities.

4. Support will have been provided to the formation of a multi-institutional
nucleus for the study of public health policies and the formulation of health
proposais and projects.

1. PLans of action will have been completed in the first four months of the
period.

2. Alt the expected results of the 1996 and 1997 activities of the APBs will have
been realized.

1. Six annual meetings of coordination will have been held.

2. The evaluations and recommendations of the coordination groups will have been
published and distributed to all the Departments in the country.

1. Achievement of effective utilization of information systems during the biennium
in the preparation of analyses of the health situation in at Least five
Departments in the country.

2. The Departments in the country will have been linked up to Internet in
coordination with the MPH and the University.

3. The number of users of the PWR Documentation Center will have been increased
by 20%.

1. The members of the analysis group wilt have been identified and convened during
the first six months of the period.

2. The analysis documents will have been prepared and disseminated during the
period.

1. The training of the departmental members of the analysis nucleus wi L have been
completed through the holding of four workshops in the first year of the biennium.

2. Documents on the study and formulation of health policies will have been
obtained from at Least nine Departments in the country by the end of the period.

PROJECT 2: HEALTH PROMOTION

PURPOSE

To develop health promotion programs aimed at bringing about behavioral changes
in the population, in addition to ensuring health protection and proper use of the
health services.

1. A 20% increase will have been obtained in the promotional and preventive
practices of the health services by the end of the period.
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EXPECTED RESULTS

1. A plan to assist in implementing a culture of health based on a healthy
environment and the adoption of lifestyles conducive to good health will have been
prepared jointly with the National Health Office.

2. The State Health Services Administration and the National Health Office will
have identified the areas of concentration of technicalt cooperation with respect
to programs on reproductive health and the health of children, adolescents, and
the elderly.

3. Information on the means of systematically mobilizing local resources to
improve the health and well-being of the population will have been delivered to
all Departments in the country.

PROJECT 3: DEVELOPMENT OF HUMAN RESOURCES

1. The plan of action for health promotion in at least six Departments in the
country will have been implemented during the biennium.

2. Departmental information will have been obtained on the prevalence of health
determinants in the first year of the biennium.

1. Four documents on situation analysis and proposals for actions will have been
completed during the bienniun.

2. Six workshops will have been held during the period on strengthening the
managerial capacity of those responsible for health care programs for children,
adolescents, and the elderly.

1. At least three Departments in the country will have been linked to the healthy
communities movement during the biennium.

2. The literature on healthy communities in Latin America will have been augmented
and distributed to all 19 Departments in the country.

1. Six training workshops for high-level educators (grades 4 and 5) will have been
held during the biennium.

PURPOSE

To act on health care through human resources training.

EXPECTED RESULTS

1. Guidelines will have been formulated for systematic analysis of the options
for organizing and financing the health systems, services, and institutions.

2. Support will have been provided to the MPH in identifying groups and
interventions for the development of programs specifically focused on priority
population groups.

3. A plan to promote the managerial capacity of the institutions of the sector
within the framework of decentralization and intersectoral coordination at the
local level will have been prepared jointly with the MPH, the Bank of Social
Welfare, and the University.

1. A document will have been prepared during the first year of the period to
review options for local strategic administration for local leaders, covering four
regions of the country during the biennium.

2. A national meeting and discussion of options will have taken place the second
year of the period.

1. Groups selected for receiving aid will have been identified and plans of action
will have been prepared during the first six months of the period.

2. Work meetings will have been organized to analyze and select the measures to
be applied to vulnerable population groups.

1. Support will have been provided for the holding of five workshops on Local
strategic administration for local leaders, covering four regions of the country
during the biennium.

2. The conclusions of the workshops in the 19 Departments in the country will have
been published and distributed during the bienniun.

URUGUAY

Indicators
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PROJECT 4: ENVIRONMENTAL HEALTH

PURPOSE

To promote the growth of the health and environment sectors through intersectoral
and interinstitutional coordination at the national Level that will make it
possible to take actions with a view to achieving sustainable development and
apply the necessary solutions to the environmental problems identified.

EXPECTED RESULTS

1. The National Environment Office (DINAMA) of MVOTMA will have been strengthened
in its role as manager, supervisor, and environmental evaluator of national
projection.

2. The MPH will have been strengthened in its role as coordinator of
environmental health.

3. Precise and updated diagnoses will have been made of various sectors of the
health and environment area.
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1. A Least five initiatives will have been carried out as part of the coordination
referred to in the purpose of the project by the end of the period.

2. By the end of the period, training will have been completed of human resources
in the MPH and MVOTMA technical groups in order for them to interact with regard
to managerial and sectoral aspects of the health and environment areas.

3. At Least one joint plan of work will have been formulated by the end of the
year by the MPH, MVOTMA, municipal governments, and educational institutions in
priority health and environment areas: a) solid waste, b) hazardous substances,
c) water and sanitation, d) environmental quality.

1. The number of initiatives per year in the area of health and environment
produced by MPH-MVOTMA coordination.

2. A National Solid Waste PLan will have been developed and executed, coordinated
by DINAMA/MVOTMA with the participation of all the municipios in the country by
the end of the period.

3. The Drinking Water and Sanitation Monitoring System (SIMAS) will have been
introduced and adopted by MVOTMA, OSE, and the Municipal Government of Montevideo
by the end of the period with the provision of technical cooperation for updating
the management and planning of the sector's activities.

4. DINAMA/MVOTMA, as part of interinstitutional coordination, will have developed
no fewer than two regulations and two procedures per year on the protection of
health and the environment from hazardous substances.

5. By the end of the period, a DINAMA/MVOTMA technical working group will have
been formed and trained in the health and environment area, with special emphasis
on environmental quality.

1. By the end of the period, technical human resources in environmental sanitation
throughout the entire country will have been trained in environment and health
topics that have national priority.

2. No fewer than four diagnostic activities will have been carried out by the end
of the period, in addition to the formulation of four environmental health
projects under the Environmental Health Division (DSA) of the MPH with PAHO
technical cooperation.

3. At Least one joint project in environmental quality will have been developed
between MPH/DSA and MVOTMA/DINAMA by the end of the first year.

1. The number of environmental diagnoses made per year.
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4. Technical support will have been provided to the initiatives of OSE and other
institutions (municipios, etc.) in drinking water and sanitation, with e~phasis
on assistance to rural and marginal urban areas and systems for monitoring
execution and management.

5. Surveillance systems will have been developed for safety in the management and
production of hazardous chemical substances.

6. A national system for management, processing, and final solid waste disposal
will have been developed with specific technical and legal regulations for the
protection of health and the quality of the environment.

7. Occupational health will have been strengthened and developed with a priority
focus on intersectoral and interinstitutional promotion and prevention.

8. Support and cooperation will have been provided for the development of
strategies and actions aimed at raising the environmental quality of urban,
suburban, and rural areas within regional development plans.

PROJECT 5: HEALTH SERVICES DEVELOPMENT

PURPOSE

To develop programs for control of the principal health impairments through
intersectoral collaboration and for the reorientation of the services by
enphasizing preventive practices.

URUGUAY

1. The number of water and sanitation projects supported per year.

2. Implementation of SIMAS.

1. The number of human resources trained.

2. The number of plans implemented for the management and disposal of hazardous
chemical substances.

1. A specific technical-legal regulation will have been instituted.

2. Municipal solid waste management and execution will have been coordinated on
a national scale.

3. The number of human resources trained per year.

1. The number of occupational activities carried out per year.

2. The number of human resources trained per year.

1. The number of environmental quality activities carried out per year.

2. The number of human resources trained per year.

3. The number of environmental quality projects imnplemented.

1. A precise measurement of the prevalence and incidence of the priority diseases
will have been made in all the Departments in the country by the end of the
period.
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EXPECTEO RESULTS

1. Technical and financial support will have been provided for the formation of
working groups to prepare standards for noncommunicable disease prevention and
control, especially cancer, cardiovascular diseases, and mental illnesses with
representation of all geographical areas of the country.

2. The managerial capacity of the MPH will have been strengthened with the aim of
reducing and controlling sexual, blood, and perintatal transmission of HIV
infection and other sexually transmitted diseases in Uruguay.

3. Support will have been provided the MPH in activities designed to make progress
in the goals of eradicating and/or controlling urban rabies, Chagas' disease
through transfusion and T. infestans, and vectoral transmission of Chagas' disease
and other zoonoses.

4. The effectiveness of the national vaccination program will have been maintained
through updated dissemination of pertinent information and timely measures for the
purchases of vaccines; the training of health workers so that they can detect and
treat cases of diarrheal diseases in a timety manner; an increase in human
resources trained in the management of acute respiratory infections; and training
of the personnel required for strengthening or advancing the eradication of urban
rabies, T. infestans, Chagas' disease through transfusion, and measles.

1. A plan of action to comaat noncommunicable diseases will have been formulated
and approved in at least five Departments in the country during the biennium.

2. Standards will have been developed during the first year of the biennium for
preventive medicine practices regarding breast cancer and ischemic heart disease
in the principal medical, public, and mutual aid institutions.

1. By 1997, 85% of the population will know how to prevent sexually transmitted
infection.

2. By 1997, 100% of the laboratories in which blood specimens are taken will have
counseling services.

3. By 1997, the transmission of sexually transmitted diseases will have been
reduced by 20%.

4. By 1997, the underregistration of cases of AIDS will have been reduced by 20%.

5. By 1997, transmission of HIV by transfusion will not exceed 0.06%.

6. By 1996, all of the country's blood banks and laboratories will have been
linked up with the quatity control network.

1. Maintain zero incidence of cases of human and animal rabies.

2. Serological screening for Chagas' disease will have been maintained in 100% of
the volumes donated in atl the blood banks in the country.

3. Sustained interruption of vector transmission of T. cruzi with total
elimination of T. infestans from the endemic Departments in northern Uruguay
(Rivera, Tacuarembó, Salto, Paysandu, and Rfo Negro).

4. Nineteen systems for surveillance and control of zoonosis will be functioning
by the end of the period in all the Departments in the country within the
framework of the Agreement between the MPH and the Ministry of Livestock-Raising,
Agriculture, and Fishing.

1. Coverage of almost 100% in immunization of target populations.

2. Timely detection and adequate treatment of all cases of diarrhea and
respiratory infections will have been achieved by the health services.

3. Systems of surveillance will have been set up for eradicable diseases in all
the Departments in the country.
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PROJECT 6: MANAGEMENT OF HEALTH SERVICES 1. A Least 70% of the programming witt have been executed during the biennium.

PURPOSE

To improve the operating capacity of the sector through the strengthening of
administration and management.

1. Support will have been provided for the development, management and
coordination of the technical cooperation progrems in the countries.

1. All transactions necessary wilt have been carried out for adequately
implementing 100% of the activities programmed for the biennium.

URUGUAY

Indicators
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_______________________________..---.--.;,---'-- - , - f- _.;--' - -, --...........--.----- ___----_--______---------------------_.
PROGRAM SUDGET - PAHO AND WHO REGULAR FUNDS

----------------------------------------- ----

1994-1995

PROGRAM CLASSIFICATION AMOUNT
___________

1996-1997

%OF
TOTAL

_____

1998-1999

AMOF % OF
AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ - - - - - _ _ _ _ _ _ _ _ _ _ _…-_ _ _ _

II. HEALTH IN HUMAN DEVELOPMENT
.m........................m

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

IV. HEALTH PROMOTION AND PROTECTION

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

778.200
...........

623,000

CPS 623.000

105,600

mBI 105,600

49,600

TCC 49,600

199.900

129,500

UAH 129,500

70,400

HRH 70,400

52, 100

52.100

WCH 52,100

30,500

30,500

53.4
.....

42.8

42.8

7.2

7.2

3.4

3.4

13.7

8.9

8.9

4.8

4.8

3.6

3. 6

3.6

2.1

2.1
_____

962,800
776,100...........

776,100

776129,4100

129,400

129,400

57,300

57 300

220.700

143,200

143,200

77,500

77,500

58,900

58.900

58,900

33,300
milmmmmmlmm

33.300
___________

55.0 1,093,000
..... ...........

44.3 874,200

44.3 874,200

7.4 152.500

7.4 152,500

3.3 66.300

3.3 66,300

12.6 244.900

8.2 159.100

8.2 159.100

4.4 85.800

4.4 85,800

3.4 66,800

3.4 66.800

3.4 66,800

1.9 36,700

1.9 36,700
_ _ _ _ _ - - - - - - - - - - -

55.8
44.6....

44.6

44.6

7.8

7.8

3.4

3.4

12.5

8.1

8.1

4.4

4.4

3.4

3.4

3.4

1.9

1.9

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

G OF OF OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…------------------------------ - -- --- - -- - - -- - -

VI. DISEASE PREVENTION AND CONTROL
…a…=mmmmmmmmmmmmmmmmmmmmmmmmmm 397,300 27.2 475,400 27.1 516,400 26.4

aesaammm m m m mm m m m m m m m mm m m

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES NCD

397,300 27.2

397,300 27.2

475,400

475,400

27.1

27.1

516.400 26.4

516,400 26.4

GRAND TOTAL 1,458,000 100.0 1,751,100 100.0 1,957,800 100.0

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

OF N OF K OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT
...........................

121,200 16.0 0 - 0
mmmmmmmmmmm ... m ---------- *---- mmmmmmmmmm ... .

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT. MANAGEMENT & COORD. OF COUNTRY PROGS. CPS

121,200

121,200

VI. DISEASE PREVENTION AND CONTROL
..............................

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS

CDD
GPA

635,200 84.0 0 - -
mmmmmtmsmmm mmmmm .......... m ... m. .......... mm *--

635,200 84.0

67.800 9.0
567,400 75.0

GRAND TOTAL 756,400 100.0 0 100.0 0 100.0

----------------------------------------
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16.0
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0O -
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o
0O

0

o -
0
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
---------------------------------------------

SOURCE TOTAL
OF FUNDOS AMOUNT

_ _ _ _ _-__ _ _ _

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

S S S
FELLOWSHIPS

S

COURSES SUPPLIES
ANO ANO

SEMINARS EQUIPMENT

S S

GRANTS OTHER

13,200
0

13,200
..........

.9

16,300
0

16,300
..........

.9

18,800
0

18,800
mmmmmmmmmm

36,000
16,000

52,000
...........

3.6

36,000
16,000

52,000
...........

3.0

36,000
16,000

52,000
mmmmmmmmmmm

1.0 2.7

111,200
11,400

122,600
..........

8.4

128,500
13,200

141 700
..........

8.1

148,600
15,200

163.800

8.4

55 600
7.900

63,500
..........

4.4

64 300
9,100

73,400

4.2

74,200
10,600

84,800

4.3

o
O

O
..........

.0

O

o

O0

0_ _ _ _ _

.........

452,400
26,400

478,800
...........

32.8

521,800
30,500

552,300
...........

31.5

603,300
35.300

638,600
...........

.0 32.6

1994-1995

PAHO - PR
WHO - WR

TOTAL
...-.

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.... m

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
... O AL

% OF TOTAL

1,346,200
111,800

1,458.000
...........

100.0

1.632,200
118,900

1,751,100

100.0

1,830,600
127,200

1,957,800

100.0

2
0

2

2
0

2
mmmmmm

3
0

3
mmmmmm

3
o0.

3
0

------

3

33
......

644,500
0

644,500
...........

44.2

832,000

832,000
...........

47.5

916,400

916,400
46...........

46.7

33,300
50,100

83,400

5.7

33,300
50,100

83,400
...........

4.8

33,300
50,100

83,400
4.........3

4.3



VENEZUELA

HEALTH SITUATION

Demography

1. According to its 1990 census, Venezuela had a population of 19,352,222
habitants as of 30 June of that year. Official projections estimated the
country's population to be 21,345,470 inhabitants on 30 June 1994, and 21,644,000
by 30 June 1995, indicating a crude growth rate of 2.5% a year.

2. The population, concentrated mostly in urban areas (84.1%), is young, with an
age distribution of 13% between 0 and 4 years, 24.3% between 5 and 14 years,
20,01% between 15 and 24 years, and only 4% over 65 years.

3. Health in human development: The implementation of neoliberal policies at first
produced an increase in the gross domestic product; in 1994 it declined by less
than 3.3%. Simultaneously, extreme poverty has risen: in 1982, it was estimated
that 5.5% of the population was distributed among social strata 1 and 2. This
increased to 8.16%, by 1993, at the expense of the growth in stratum 5, which rose
from 38% in 1982 to 40% for that same period. (FUNDACREDESA, 1994).

4. The estimated percentage of unmet basic needs of the Venezuelan population was,
according to the 1981 social survey, 47%. For the year 1991 this reached 63%.

5. The socioeconomic deterioration observed in 1993 and 1994 was caused by
inflation and a reduction in public spending, initiated in the 1980s. In addition
to the consequences and current effects of recent adjustment programs, economic
and social readjustments increased inequalities and accentuated the concentration
of income. To the ever-expanding poverty and obvious inequality were added the
growing evidence of corruption and the lack of confidence in the economic policies
implemented by the government.

6. Poverty affects 76.8% of rural homes as compared to 34.3% of urban homes, and
that extreme poverty in rural areas affects 51% of the homes, as compared to 14.2%
in urban areas.

7. The year 1994 started with the crisis of the Venezuelan banking system, which
sharpened the inflationary process, showing signs of recession and social
dissatisfaction. However, as of December 1994, estimated figures for the dollar
reserves and the foreign debt are at USS 11,960,000 dollars USS 33,000,000,
respectively.

8. The health situation anelysis, according to Living conditions (UCV/PAHO, 1993),
have shown a correlation between the percentage of unmet basic needs of the
populations and the general mortality rate, infant mortality, mortality from
diarrheal diseases, tuberculosis, obstetric causes, communicable diseases,
diseases preventable by immunization, including neonatal tetanus and death from
unknown causes; thus the most vulnerable populations in Venezuela are in the rural
area and the urban-fringe communities.

9. Another consequence of the socioeconomic situation is the increase of violence
in larger cities. Among its causes are the growing marginality and the expansion
of unemployment, currently estimated at 9%.

10. Poor nutrition, inadequate housing conditions, and lack of psychosocial
incentives have generated a serious problem of mental retardation.

11. There are several determining and conditioning factors to the nutritional
problem: the cost of the basic food basket, which in 1983 was estimated at 1,100
Bolivars a month and is currently estimated at 28,000 Bolivars (equalling two
urban minimum wages). Another factor is the increasing number of previously
cultivated hectares which were left unfarmed in the rural areas. In 1988,
cultivated land was estimated at 2,200,000 hectares. By 1993, these figures had
dropped to 1,700,000 hectares, while the total number of people Living off
agricultural activities fell from 812,000 to 762,000 as a consequence of economic
policies.

12. There has been an exodus of indigenous populations toward the Larger cities,
in recent years. This, coupled with the expanding exploration along the borders
with Brazil and Guyana, will continue to be important risk factors for the
increase in the incidence of endemic diseases, such as malaria.

13. In the education sector, the estimated rate of primary school drop-outs is 9%
and 13.4% for high-school. The estimated rate of illiteracy is 7.8% among those
15 years or older, though this rate may vary, from state to state, between 12 and
17%. There have not been any estimates as to functional illiteracy, although it
is believed to be quite high due to the fact that only 40% of the population
completed elementary school.

14. Increasing social inequalities translate, for the most part, into health care
inequities as reflected by traditional indicators of the health situation: in
1990, life expectancy at birth was close to 70 years --more specifically 67 years
for men and 73.3% for women. Recent studies of FUNDACREDESA point out that this
is not uniform, since the average Life expectancy (drawn from average age at
death) is 70 years for stratum 1 and 2, but 62 years for stratum 3, 61 for stratum
4, and 58 years for stratum 5.

15. The Leading causes of deaths are heart disease, cancer and accidents. Among
the 10 leading causes of death, only two are infectious, i.e., pneumonia, and
enteritis and other diarrheal diseases.

16. The characterization of mortality according to the potential years of Life
lost show that diseases developed during the perinatal period account for 21.6%
of the total and accidents account for 13.7%.

17. In the above-mentioned studies, 32.6% of deaths are of unknown causes in those
parishes where unmet basic needs range between 80 and 100%, as compared to 2.6%
in parishes with a range between 0 and 20%.

VENEZUELA 857



VENEZUELA

18. Communicable diseases are three times more frequent in parishes where unmet
basic needs range between 80 and 100X, as compared to those where this range is
0 to 20%. Infant mortality is twice more frequent in the first group as compared
to the second group.

19. Among other indicators, child mortality is estimated at 27,4/1,000. Actual
maternal mortality has remained at the 60/100,000 Live births ratio. One of the
recognized conditioning factors of this situation is the fact that the 1992 social
survey recorded Low qualitative coverage in prenatal care, with only 7.1% of
pregnant women having had 4 or more medical consultations, while it is estimated
that the institutional coverage is 90X.

20. Health systems and services development:The health sector is made up of
several health care entities (approximately 127 institutions), which have become
increasingly inoperative, inefficient and unequitable, in both the public sector
and the private sector.

21. The public sector includes various agencies, among them, the Ministry of
Health and Social Welfare which covers 49% of the demand; the Venezuelan Institute
of Social Security which covers 32%; the Institute of Social Uelfare of the
Ministry of Education (IPASME) 3X; the military health services, and the Federal
District government. There is a striking Lack of coordination among these public
agencies, which translates into a growing duplication of resources and an
unsatisfactory provision of services. A Department of Public Health was recently
formed for the Caracas area which aligns the infrastructure of the Ministry of
Health with that of the Federal District government.

22. The private sector has been growing progressively but is fragmented and
uncontrolled. Some of its agencies are inefficient, costs are increasing and there
is a Lack of equity in health care.

23. The budget of the Ministry of Health and Social Welfare which, in 1994,
amounted to 87 billion bolivars, allocated the following expenditures: 71% for
hospital care; 12.6% for outpatient care; 5.6% for environmental health; 10.7% for
programs and 0.3X for social promotion (Rondon, R., 1994). The approved budget
for the Ministry of Health, for 1995, amounts to 193,681 million bolivars, i.e.,
7X of the national budget.

24. Overall, the investment in health in 1994 is estimated to be 442 billion
bolivars, which gives an approximate per capita investment of more than 100
dollars per person.

25. In light of a situation characterized by limited resources and the urgent need
for reorganizing the health services delivery, the current trend is to emphasize
the need for local level analysis of the health care situation. Consequently,
several tasks integrating the gathering and use of epidemiological and general
health care data from various sources (FNSS, morbidity and mortality, living
conditions, services and demography, etc.) have been instituted to prioritize
health problems and population groups for the allocation of critical resources.

26. National level policy priorities were defined, during the quadrennium 1990-
1993, to promote the decentralization process started in October 1994. This

process is to encompass 7 states in 1995, while three other states are being
considered, and a fourth just signed the agreement to transfer capabilities and
responsibilities.

27. Social security is currently being restructured and has signed 10 agreements
with various states. Joint commissions have been created to formulate studies and
recommendations in order to achieve the final transfer of the services concerned.

28. There is political will to promote the decentralization of the states, which
should be achieved by the year 2002, aimed at establishing 23 autonomous
administrations to develop a regional health care system.

29. Venezuela has had interesting experiences with respect to local health care
systems throughout its 26 health care districts, and 10 municipios have started
the process that is to make them "healthy municipios".

30. Health promotion and protection: The general strategy for primary health
care, recognized as the solution of the essential problems that communities face,
is identified as one of the most effective responses in the face of the complex
health situation of the country, priority being given to health promotion and
prevention.

31. In the area of women, health, and development, a study of Living conditions
and health care in Venezuela has shown that the binomial woman-poverty is one that
has received the least attention in the country, the main reason being that teen-
age pregnancies (under 15 years of age) and pregnancies of women between the ages
of 45 and 49, are more frequent in parishes with high percentage of unmet basic
needs. New projects have been developed on the abuse of women while maintaining
the initiatives on the prevention of and attention to the violence against women.
Leadership of women in local initiatives was given further emphasis and new
priority was given to training of women to promote social development at the local
level.

32. Local experiences are under way in matters of promotion and prevention, such
as the response to risk factors of noncommunicable chronic diseases in the Baruta
and Hatillo municipios, with full community participation; the tobacco and health
program, which succeeded in imposing non-smoking policies on domestic flights and
in health centers and schools, among others; the new restructuring of psychiatric
care, with the incorporation of 5 regions of the country and the closing of some
psychiatric wards; mental health diagnosis and plan of action, and the proposal
of a more up-to-date information system; and the setting up of a system for
epidemiological surveillance of drug-addiction.

33. The project Commitment to Life, is a Venezuelan project led by the Ministry
of Health, with specific priorities for 1995 aimed at reducing infant mortality,
maternal mortality, mortality from accidents and from cervical cancer.

34. At the same time, a national health care promotion project is being conducted
in the schools. This project will integrate on-going actions to provide
widespread education in areas of oral health, AIDS, taeniasis and cysticercosis,
and other urgent health problems identified at the national level and in each of
the regions.
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35. The fluoridation and salt iodination program for the prevention of caries and
of iodine deficiencies and the program of food protection were started on the
Island of Margarita, to promote health care strategy and tourism.

36. The Health Communication Program is also worthy of mention. This program,
which benefitted from PAHO's cooperation, achieved the opening of 2 tenure
positions in health education, at the Journalism Schools and, at the national
level, a health care supplement, consisting of one or more pages, is regularly
published in the main mass media and press, within each state.

37. From a budgetary standpoint, these activities have very limited resources.
Nevertheless, they are being stressed at the local levels in order to obtain full
community participation.

38. Environment development and protection: Venezuela has significantly expanded
the coverage of its environmental health services but inequalities are still
reported in urban-marginalized areas and in rural areas. There is a process of
regionalization and decentraelization of the entities that provide these services,
and the responsibility for solid waste management is being transferred to the
municipios.

39. Water supply and excreta disposal coverage is 85% and 61X, respectively, in
the urban areas, and 80X and 15%, respectively, in the rural areas. This coverage,
however, has deteriorated due to unchanged rates, to the inefficiency of the
centralized entities, and to inadequate maintenance.

40. The enactment of environmental legislation has resulted in the allocation of
considerable resources--by both the oil and petrochemical industries--, in an
effort to avoid any risks connected with their production. This, in turn has
promoted environmental epidemiology.

41. The National Institute of Occupational Health and Safety was created and there
is a proposal for the formulation of a basic occupational health plan.

42. The fact that cholera affected basically the indigenous, rural and urban-
fringe populations revealed the need to develop appropriate low-cost technologies
and enalysis methodologies, which have just recently begun to be adopted by
national universities.

43. Some nongovernmental organizations (NGOs) and some mayoral offices are using
appropriate technologies in critical areas. Unfortunately, however, public
institutions have not yet developed any actions that might have some impact in
these areas.

44. Disease prevention and control: The most important accomplishments in this
area are the certification of the eradication of Poliomyelitis, the lest case of
which occurred in Venezuela in 1990; the Program for Meastes Eradication that, in
1994, reached a coverage of 97X of the population under 15 years of age; and the
Program for the Elimination of Neonatal Tetanus which, upon focusing its actions
in the most underprivileged parishes of the country, succeeded in reducing the
incidence of that disease to Less than a dozen cases per year.

45. Malaria has been targeted in its ecoogical niches using an early detection and
early treatment strategy, epidemiological stratification and territorial
management. The number of cases was reduced to 10,000 per year, while, in previous
years their number had reached up to 50,000 cases per year.

46. Between 1989 and 1990, an epidemic of hemorrhagic dengue was detected in the
central part of the country, with 12,220 cases and 73 deaths. New epidemics
occurred in 1993 and 1994, which means that dengue can be considered an endemic
disease in Venezuela.

47. In 1992, cholera extended to practically all the country, affecting 18 of the
23 Federal sections, with a total of 2,852 notified cases, 1,226 hospitalizations
and 68 deaths. This disease tapered off in 1993, and no cases were detected in
1994.

48. Leprosy is still present in 5 states, and is actually expanding in 2 of these.
The highest rate of detection is among children under 15 years, due to delayed
diagnoses. Since 1984, a clinical experiment is being conducted using the vaccine
in three states of the country.

49. With respect to tuberculosis, coverage and resolution capabilities have been
expanded within the Program to control this disease. With respect to AIDS the
National Program has been reinforced with intra and extramural training,
production of printed material for the dissemination of information, minimizing
the rejection shown to those affected by the disease and the patients, monitoring
blood banks and Laboratories, ensuring timely notification and use of e registry
of infected persons, and research on health care costs, have leid the bases for
the mediun-term plan for the prevention and control of HIV/AIDS, for the period
1995/1997.

50. Rabies has remained restricted to the city of Maracaibo and surrounding areas.
As concerns animal health, projects for the eradication of the foot-and-mouth
disease and of bovine tuberculosis and for the control of paralytic rabies have
been formulated.

Priorities and plans for national health development

51. Health in human development: The government of Venezuela intends to achieve
an economic development with equity. To that end, it is making every effort to
proceed with the reconstruction of the country, with a firm redistributive will
in order to progress towards social justice and, thus, ensure that Venezuelans
may benefit from a more equitable development. This implies, in accordance with
the Government's Commitment toward Social Solidarity, the formulation and
implementation of social policies that include improved access to health care
services, education, housing, personal safety, environment, recreation and
justice.

52. Some of the highlights of the objectives of the program for economic
stabilization and recovery are the enhancement of the quality of life of the
population and the achievement of significant progress in the reform of the state.
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53. The greatest problems and the most consequential social challenges are the
deterioration of the health indicators and the considerable inequalities in health
conditions and nutrition that exist among various groups of population.

54. The health care sector policies are guided by the basic principles of equity,
solidarity, universality, democracy, honesty and efficiency.

55. Priority has been given to the development of new models of health care in
order to improve access and coverage of the network of services, strengthening
epidemiology by using Life opportunities and the risk approach to direct resources
toward priority health problems, emphasizing the heatth situation analysis, the
studies on the impact of strategies of intervention, and epidemiological
surveilLance.

56. Health systems and services development: A reform of the health sector has
been proposed, aimed at achieving a satisfactory Levels of health for the
Venezuelan population, based on the following strategies:

57. Integration of the health sector: with the intent of redefining the social
mission of the various health care institutions, in order to achieve full
integration under the management, regulation, and Leadership of the Ministry of
Health and Social Welfare.

58. Restructuring of the institutional structure of the Ministry of Health and
Social Welfare in the organizational, functional, financial, physical and human
resources areas, so that the regional health care administrations and health care
districts may take on their new roles in the context of the decentralization.

59. Decentralization of health services: promoting a political-administrative
transformation, aimed at shifting capabilities and services to the state level
government, and subsequently, to the municipios and parishes, by way of new
legislation and Local agreements, while maintaining, at the central level, all
constitutional regulatory functions regarding policies, standards, techniques and
the supervision of the decentralized services.

60. Updating health legislation: enacting new taws on national health care, that
would contemplate the new Leading role of the MSAS, thus making it possible to
adjust current health legislation: for exanple, the 1930 organic taw on public
health; the 1987 organic Law on the national health care system; the 1946 Law on
social security; and article 8 of the 1973 law on the practice of medicine.

61. Health promotion and protection: Efforts will be made to give greater
relevance to preventive services, strengthening and promoting the general strategy
of primary health care, in order to provide the most poverty-stricken population
groups with increased coverage, quality and frequency of contact, with services
ensuring a more equitable and effective distribution of human and economic
resources, through a more active participation of the population. and by
empowering it with greater control of its health through community participation,
with a view to an intelligent and collective use of the services, in order to
intervene in the management and in this way function as mechanism of social
control.

62. The definition of the prioritized services and programs will be done on the
basis of the epidemiological profile of the populations and in accordance with the
levels of poverty of the communities.

63. Environment development and protection: A Plan for investments in the
environment and health has been formulated, which includes several projects,
namely: the Project for the protection and preservation of water resources, with
a component on the quality of potable water, through the Ministry of the
Environment; the Fund for social investment, for technical support for the
municipios for local water systems; a Central Coast Sanitation Project, with
components on provision of sewers and ducts services to capture and provide
natural treatment of the wastewater. The intent is to significantly increase the
efficiency of the basic services of environmental sanitation, as well as to
establish a national health care plan for workers' health and a safe working
environment.

64. Disease prevention and control: With respect to disease prevention and
control, the certification and eradication of poliomyelitis, the elimination of
measles and of neonatal tetanus, as well as the expanded coverage of immunization
against other diseases of the EPI.

65. Project for the control of endemic diseases, which places the enphasis on
epidemiology, ecology, and control of vector-borne diseases such as malaria,
Chagas, schistosomiasis, onchocerciasis, leishmaniasis, dengue, yellow fever,
leprosy, tuberculosis, intestinal parasitic diseases by helminths, as well as the
prevention of cholera.

66. The reduction of the incidence of the HIV infection and the reduction of the
social and economic irmpact of this disease, raising political and citizenry
awareness, preventing the infection, reducing the inpact at the individual and
social levels, through the consolidation of community efforts and resources.

67. The elimination of urban rabies, the Project for the control of taeniasis and
cysticercosis, and its expansion to other endemic regions, the elimination of
foot-and-mouth disease and other zoonosis of economic relevance for the country.

National priorities for technical cooperation:

68. Based on the priorities identified during 1994 and the analysis of its own
resources, the goverrnment has requested external assistance in the areas described
in Table 1.

69. With respect to the projects directly related to the health sector, the
Ministry of Health and Social Welfare has proposed the implementation of the
following projects: a) Disease control; and Health Projects: reform of the health
care system and strengthening and modernization of the health sector.

70. The first projects, with World Bank funding in the amount of US $94,000,000,
have the following components: Development of epidemiological surveillance,
entomological, and vector-borne disease prevention activities; health education
and uater treatment, es well as the institutional strengthening through staff
training activities; development of information systems and construction of new
bases of operations.
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71. The second type of projects (reform of the health care system), with World
Bank funding in the amount of US $54,000,000, are aimed at improving governmental
health care services in the states of Aragua, Trujillo, Zulia and Falc6n, and has
the following components: Policies and reform of the health sector;
Decentralization end institutional development; Physical rehabilitation and
equipment of the health care institutions (4 hospitals and 427 outpatient
facilities).

72. Lastly, the Project for the strengthening and modernization of the health
sector, Inter-American Development Bank funding in the amount of US $150,000,000
has the following components: Restructuring, strengthening and modernization of
the Ministry of Health and Social Welfare; Policies and reform of the health
sector; Decentralization of services.

TECHNICAL COOPERATION STRATEGY

73. PAHO/WHO technical cooperation, in response to the identified national
priorities, will support the formulation of policies and plans aimed at protecting
the right to health as a right of every Venezuelan, bolstering the restructuring
and decentralization process, and relevant policies to achieve equity in health
care and the universality of care for the health problems.

74. The recovery of a role of leadership and authority by the Ministry of Health
and Social Welfare, the dissemination of information on the development of new
management and financing models and the updating of the health legislation in
support of this process, are of decisive importance. Research and the proposal
to develop a new conceptual model expanding the scope of public health,
strengthening primary health care and its ambulatory network, as well as the
formation of its human resources.

75. Technical cooperation intended to provide support by mobilizing national
resources and direct technical advisory services, the contingency plan to face the
health care crisis, the Commitment to Life, popular participation and primary
health care, giving special importance to promotion and prevention. The rational
use of essential drugs and the re-establishment of programs and short-and mediumn-
term plans.

76. The framework of technical cooperation will include: reform of the health care
sector; the implementation of health care projects with multilateral financing;
the decentralization and transfer of responsibilities by strengthening the healthy
municipios and Local health systems--giving priority to indigenous, rural and
urban-fringe populations; the implementation of the primary health care strategy--
giving special emphasis to promotion and prevention activities; staff training in
order to set up integrated systems of information with new models of
epidemiological surveillance and monitoring -- enabling local level actions
considering criteria of life and risk opportunities so as to target vulnerable
groups in an integrated fashion, efficiently and effectively, in the context of
the various programs.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Evaluation of the social projects.

2. Greater level of health and quality of life, through the proposal of new health
care models.

3. To reduce the gender gap in health.

4. Management and coordination of the technical cooperation program for Venezuela,
Aruba and the Netherlands Antilles.

5. Organization and development of healthy municipios and Local health systems in
indigenous, rural and urban-fringe areas, focusing actions on underprivileged
groups and groups at risk at the local Level.

6. Restructuring, decentralization and transfer of responsibilities; comprehensive
reform of the health sector; implementation of the health project; and formulation
of the master plan for investment in the environment and health.

7. Development of contingency plans for emergencies and disasters.

8. Research and development of human resources.

9. Establishment of integrated systems of information. and of new systems of
epidemiological surveillance and monitoring.

10. Essential drugs.

11. To give special emphasis to health promotion and prevention, and to actions
at the local Level emphasizing life opportunities and the risk approach, through
efficient integrated and effective programs.

12. Primary health care and community participation; implementation of the project
Commitment to Life.

13. Basic sanitation.

14. Formulation and development of the national plan for workers' health and a
safe working environment.

15. Disease prevention and control and implementation of the project for the
control of endemic diseases.
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ObJectives Indicators

BIENNIAL PROJECTS

PROJECT 1: EVALUATION OF SOCIAL PROJECTS

PURPOSE

To promote and support an ongoing evaluation of social projects.

EXPECTED RESULTS

1. The country carries out periodic evaluations of social projects.

2. The national authorities have a database on social projects.

3. Evaluation of plans is done with broad participation of the regional and local
Levels.

4. The national authorities receive technical assistance for the evaluation of
social projects.

PROJECT 2: INTERANGENCY AND COUNTRY COORDIANTION

1. That the country has the necessary methodological instruments to evaluate
social projects.

1. There is an evaluation program for social projects.

1. There are basic indicators for social projects.

1. Meetings for the evaluation of social projects are held at the regional and
local Level.

1. Technical assistance is identified and prioritized and cooperation is provided
for the evaluation of social projects.

1. Operation of 10 self-sustainable integrated state projects, with community
participation, and which receive Local and external resources.

PURPOSE

Formulation of integrated, participatory and sustainable strategies intended to
increase household income in order to help achieve greater equity, greater food
security and better Levels of health care at the rural and urban-fringe Levels in
10 states.

EXPECTED RESULTS

1. Implementation of integrated development proposals and strategies to foster
better family living conditions, in at Least 2 municipios in 10 states.

2. Strengthening of community organizations to carry out the strategic design and
implementation of Local and regional projects, at the rural and urban-fringe
Level.

1. Implementation, by the end of 1997, of 10 state development projects designed
and planned with interagency and community coordination.

1. By the end of 1997, community groups will have been consolidated in 10
communities of 10 states, and will be capable of planning, implementing and
evaluating projects, and of mobilizing financial and human resources.

2. Women will have greater participation in the productive process and in health
activities.

3. Participatory systems to monitor and evaluate community Living conditions will
be operational.
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3. Adjustment and optimization of the production process in at least 10
communities in 10 states, in order to provide the elements of the food safety.

4. Programs of continuing education and promotion of a participatory comprehensive
health care model will be functioning in 10 states.

5. Development of projects for basic sanitation and rational use of agrochemicals
intended for the control and prevention of health impairments in at least 10
states.

PROJECT 3: WOMEN, HEALTH AND DEVELOPMENT

PURPOSE

To strengthen all actions simed at empowering women by giving them decision-making
capabilities, promoting their self-esteem and fostering individual and social
awareness to protect and defend their rights to health, to curtail the abuse and
violence against them and to promote policies and actions geared towards
eliminating gender inequalities in health.

EXPECTED RESULTS

1. To promote new knowledge and the adoption of policies and plans of action on
the health situation of women and the gender gaps that exist, emphasizing life
opportunities at the national and Local levels.

2. To start implementation of at least 4 local projects on women's health, using
the gender approach, targeting the more underprivi eged groups.

PROJECT 4: TECHNICAL COOPERATION COORDINATION

PURPOSE

To direct, coordinate, and administer the Organization's technical cooperation
programs; search for new funding sources for projects of cooperation; and
development of local standards and procedures to be applied to cooperation and
management.

1. Alternative food production processes will have been considered and developed.

2. ALternative financing and marketing systems to achieve continuous food supply
will have been researched and developed.

3. Dietary habits will have changed with a view to a more welt-balanced family
diet.

1. Active presence of Local committees to work on health and education issues in
at least 10 communities in 10 states.

1. Establishment of a plan for the rational use of agrochemicais.

2. Systems of epidemiological surveillance to monitor the presence and levels of
agrochemical residues in products and people.

1. Implementation of 6 local initiatives that prioritize the strengthening of the
organizational capabilities and of leadership of women, in order to monitor,
promote and protect their health.

1. The gender approach and health living conditions of women included in the
health care work done through experiences at the municipal level.

2. A policy on gender in health formulated and inplemented in the MSAS.

1. Consolidation of women's community groups on health, in at least 4 local
communities.

1. Increase in the ratio between extrabudgetary resources and regular resources
handled by the Representative Office.

2. The impact of technical cooperation is to be measured according to an overall
weighted percentage of achievement of the expected results of each project.

3. Development plan of the Representative Office has been implemented.

4. A plan has been provided for physical improvements and the extension of
cooperati on.

5. Increase in the percentage of interprogrammatic and interagency actions
provided for the various projects.

VENEZUELA

Indicators
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EXPECTED RESULTS

1. To manage, coordinate, and administer the Representative Office in Venezuela,
including support for all the technical cooperation programs.

2. To provide coltaboration to the development of the Andean Cooperation in Health
(CAS) and to the PLan for Investment in the Environment and Health (PIAS).

3. To further strengthen the Representative Office by means of courses,
management techniques, and in-service training; and establish a system to assess
the ffectiveness of the services provided.

PROJECT 5: DECENTRALIZATION OF HEALTH SYSTEM

PURPOSE

To strengthen the decentralization process of the health sector according to
criteria of equity, effectiveness, efficiency as applied to the development of the
healthy municipios, Linked to the local health systems as catalysts of the health
promotion strategy, in order to help achieve a better quality of life.

EXPECTEO RESULTS

1. Development of at least one area of validation of Healthy Municipios and Local
health systems in each of the states of the country.

2. The health promotion and protection strategy will have been integrated into
regional and local services levels, and at least one area of validation of Local
health systems/healthy municipios will have been developed in each of the 22
states and the federal district.
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1. To increase by 10% the coefficient of correlation between the percentage of
expenditures and the percentage of delivery of technical cooperation, reached in
1995.

2. To increase by 10% in 1995 the amount of extrabudgetary resources managed.

3. To increase by 10% the number of projects implemented in 1995, that involve
interagency coordination.

1. Existence of a monitoring system for health in development with a view to
achieving equity within the framework of the Andean Cooperation in Health (CAS).

2. Information on the total resources invested in environment and health wi Lt have
been gathered.

1. Development plan for the Representative Office 90% implemented.

1. By the end of the 1996-997 biemium, each of the 22 states and the federal
district will have at Least one Healthy Municipio effectively organized,
integrated with the local health system, and operational.

1. Twenty-three municipios are operating as Healthy Municipios and have been
integrated to the local health systems.

2. A national network of Healthy Municipios has been set up.

3. The technical evaluation covers at Least 80% of the experiences of the local
management and the Local health systems/healthy municipios.

4. The new model of integration of health districts and municipios, including a
social foundation for health and better quality of life, wiLL have been designed
and implemented in 100% of the areas of validation of the Local health systems.

5. Participation has been assured, at least once a year, in subregional meetings
of the Andean cooperation in Health (CAS) on focal points regarding modernization
and reorganization of health systems.

1. At least 23 Local health systems are functioning with specific programs of
health promotion and protection.

2. At least 23 healthy municipios are functioning with specific programs of health
promotion and protection.

3. Ten conferences uill have been held, at the zone Level, on the restructuring
of psychiatric care with a community approach.
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3. The elements of health promotion and protection uill be included in the health
sciences curricula at the undergraduate and graduate Levels.

4. To optimize the quality of the information systems at the regional and
municipal level.

5. The Healthy Community uill be considered an area of prioritized development;
it will be intersectoral and multidisciplinary; its approach will be focused on
health promotion.

6. Leadership and management capabilities will be available to the Ministry of
Health.

7. Five experiences of social management integrated in Local health
systems/healthy municipios Located in indigenous, rural and urban-fringe areas
will have been systematized and circulated.

8. Local strategic administration training instruments will have been prepared,
validated and distributed among 23 federal entities of the country.

1. International advisory services specializing in the following specific areas:
community mental health, restructuring of the psychiatric, geriatric and
accidents.

2. Ten workshops on health care issues to be included in curricula, chiefly health
promotion and protection.

1. At least ten states and two municipios will be using the international
Disabilities Codifier.

2. States and municipios will have been incorporated in the system of
epidemiological surveillance of drug addiction.

3. At least six states and six municipios will have been incorporated in the
system of epidemiological surveillance of traffic accidents.

1. Communications plans for health promotion will have been formulated, developed,
and supervised both at the central level and in at least four states and two
municipios.

2. Broadcasting time slots will have been allotted to health promotion on at least
85X of the national and regional communications media.

3. Health communications tenured positions will have been created and supervised
in 100% of the schools of communication in the country.

4. A public health communications program will have been instituted at the
postgraduate Level.

1. Accreditation of 90% of public and private health services in the country.

1. Systematization and evaluation of at least one experience of a local health
system has been Linked to the healthy municipio, in two indigenous and two rural
areas and in one urban-fringe area.

2. Periodic publication on "social management in health" serving as a means of
dissemination of technical information between different regional and local health
systems.

1. Local strategic administration training will have been prepared, validated and
distributed among 23 federative entities of the country.

2. Workshops on local strategic administration, programming and management will
have been developed in 80% of the operational local health systems.

3. At least 30% of educators in schools and colleges offering subjects on health
sciences will have been trained in local strategic administration.

VENEZUELA
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9. The Food and Nutrition Surveiltlance System (FNSS), will have been integrated
and operational at the local levels.

1. Local integrated food and nutrition surveillance systems will have been
organized and made operational in at Least one municipio in each of seven of the
country's states.

10. The policies which target the reduction of food and nutrition inequities, both
for individuals and groups, with speciae emphasis on the promotion of breast-
feeding and the supply of necessary nutrients lacking in the area, wilL have been
adopted and implemented.

11. Human resources of organized civil society, whether at the local political
Level or within the health team, will have been trained and given an update
concerning food safety and nutrition.

1. In at least one municipio in each of seven of the country's states, decrees,
ordinances and/or resolutions have been adopted to fight dietary inequities.

2. At Least 10% of organized civil society in these municipios is sensitized and
participates in the decision-making process end in the control and supervision of
adopted policies.

3. Creation of a committee to promote breast-feeding in each of the municipios
concerned.

1. A multidisciplinary local and interagency workshop is to be conducted, twice
a year, on food safety and nutrition, and breast-feeding, in each of the targeted
municipios.

2. At least two members of each one of the civilian organizations, ten at the
local political level and ten in the local health team, will have received
training in each of the targeted municipios.

3. Seven local food safety councils wilt have been established.

12. An adequate nutritional heaLth promoted by the comnunity and through health
education.

1. Nutritional health components have been included in 90% of the local mass media
activities, in each of the targeted municipios.

2. Nutritional health aspects have been included in the curricula, at allt levels,
in the basic schools.

3. Eighty percent (80%) of teachers who teach health promotion. wuil have received
training in food and nutrition, in the targeted municipios.

13. The information systems on food protection (SIPAL) and the epidemiological
surveillance of food-borne diseases (VETA) will be operational.

1. SIPAL and VETA are operating in 7 regions of the country.

Indicators
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PROJECT 6: HEALTH SECTOR REFORM

PURPOSE

To promote the comprehensive restructuring of the health sector, in accordance
with the national policy on development and health, based on the strategies of
sectoral integration.

To carry out the ministerial restructuring, the decentralization of services and
the updating of the health legislation, targeting the reduction of inequities in
health.

EXPECTED RESULTS

1. The health legislation will have been updated in accordance with the Executive
proposal on the reform of the health sector and the agreements reached in the
Parliament.

2. The proposal of a comprehensive reform of the health sector, which is to
include, at least, any relevant aspect pertaining to the regulatory and financial
functions, and to the provision of accredited services, will have been formulated
and disseminated to 100% of the public institutions and 70% of the private
institutions of the health sector.

3. The coordinating unit of the health care project of the Ministry of Health and
Social Welfare, which has multilateral financial support, is able to provide the
required analysis, preparation and management of projects needed for the
restructuring, strengthening and modernization of the health care sector.

4. The government of Venezuela will have a master plan for investment in the
environment and health.

1. By the end of the 1996-1997 biennium, the reform of the health sector will have
been initiated, starting with the phases aimed at strengthening public management
and consolidation of decentralized public services, including the development of
the regulatory, control and leadership functions of the Ministry of Health.

2. By the end of the 1996-1997 biennium, a new framework legislation on the health
sector, in Venezuela, will be in effect.

1. Senatorial and congressional commissions on health care will have received an
update on matters regarding current health legislation in the country, in Latin
America and in the Caribbean, and in other selected countries of the world.

2. At least three (3) forum-debates on the sectoral reform will have taken place
at the national level.

3. Mew health legislation will have been promulgated in the "Gaceta Oficial."

1. The proposal for a comprehensive reform of the health sector, ratified and
approved by the authorities of the central government.

2. The project of a sectoral reform, will have been promoted and disseminated
through techniques and instruments of education, comnunications and the social
market.

1. The relationship between the Ministry of Health and PAHO/WHO has been duly
institutionalized by way of official agreements.

2. A working document on the applicability of studies and legal provisions
required for the health care models, management, and funding has been prepared and
circulated.

3. The participation, at least once a year, in subregional meetings of the Andean
cooperation in Health (CAS) on focal points regarding the priority area of "health
in development."

1. The evaluation of Venezuelan investments in environment and health has been
carried out and circulated.

2. The government request to be included in the multilateral preinvestment fund
in the environment and health, has been sent and approved.

3. A document on guidelines for the formulation of the master plan on investment
in the environment and health has been prepared and circulated.
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PROJECT 7: EMERGENCY AND DISASTER PREPARENESS

PURPOSE

1. Existence of the national system for civil defense and emergency and disaster
relief which develops contingency plans and carries out simulation exercises with
the communities and institutions.

To have, at the national level, pertinent contingency plans to respond to
emergency and disaster situations.

EXPECTED RESULTS

1. Hospitals, at the national level, will have emergency and disaster contingency
plans.

2. Prevention and relief activities, in cases of emergency or disaster, will be
coordinated at the national level.

3. Institutions qualified for emergencies and disasters will have up-to-date
information.

4. Venezuelan institutions (Hinistry of Interior Relations, Civil Defense, Red
Cross and Fire Department) will have teams of experts in the various areas related
to disasters.

5. Three (3) hospitals located in seismic areas will have done (1) one study of
functional and structural vulnerability.

6. The institutions of primary, secondary and higher education will have include
topics on emergency and disasters in their curriculum.

PROJECT 8: HUMAN RESOURCES DEVELOPMENT

PURPOSE

The human resources component will be object of participatory planning between the
different actors in this area.

EXPECTED RESULTS

1. The 23 health regions and at least 75X of the Local Levels have ongoing
strategic training and qualified instruction plans.

1. Hospitals located in the seismic areas will have contingency plans for
emergencies and uill carry out simulation exercises.

1. Institutions with emergencies or disasters capabilities will be formulating
joint contingency plans for cases of emergencies or disasters.

1. The institutions (MRI-MSAS) will have the Desindex databases.

1. Trained teams will be available and will be duly evaluated, and specialists
will be located in various areas related to disasters.

1. Hospitals located in the seismic areas (the Andes, the central area, the state
of Sucre), will undergo a functional and structural evaluation and the regulatory
institution will have initiated actions of mitigation in the hospital
installations.

1. All (100X) of the population that receives formal education will have knouledge
of topics on emergencies or disasters.

1. Information systems on human resources are being developed, updated and
utilized for decision-making process.

2. Training and qualified instruction policies and priorities have been defined
and used by the different institutions for their planning.

3. Human resources have comprehensive response capabilities to face a health
problem.

1. Regional and local training centers are being reinforced.

2. The training and qualified instruction monitoring system is operational in all
(100X) of the regions.
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2. Education in at Least 50% of Health sciences colleges correspond to the
nationaL and regional health situation.

PROJECT 9: LEADERSHIP IN PUBLIC HEALTH

PURPOSE

To rectaim the role of leadership, the Level of priority and the technical and
political potential of the public health sector.

EXPECTED RESULTS

1. All (100X) of the health sciences colleges and university level schools wiil
have included topics on public health in their curriculum, and increased the
quantity and quality of public health research.

2. The health promotion program is being implemented at the school and community
level.

3. At Least 60% of the states are devetoping plans to reinforce epidemiotogy and
health care management.

Indicators

1. At least 50X of the curricula are designed, carried out and evaluated by groups
which also involve universities and health care services.

2. Indicators on quality management of education have been defined and are
providing information used to implement adjustments and re-orientations.

1. Health care managers will use socio-epidemiological analysis as the preeminent
criterion for decision-making.

2. AlL health promotion and prevention actions will be given greater programmatic
and budgetary allotment, at least 60% above current levels.

1. Four (4) research projects in public health are being developed.

2. At least 50X of the health sciences educators have been trained in public
health.

3. Attll (100%) of the health sciences colleges have consolidated their public
health documentation and information centers.

4. At least 70% of the colleges have included health care education in their
curriculum and carry out participatory monitoring and evaluation.

5. Opening of at Least one (1) additional Master's degree program in public
health.

6. Twenty schools of 5 universities carry out joint activities with the Local
services and governments.

1. The National Commission and the regional interagency commissions for health
promotion are conducting and developing joint plans.

2. At least 50% of the schools at the national level have been integrated into the
program.

3. Health communications ptans, at the mass and alternative levels, are being
developed in at Least 60% of the states.

1. Six graduate courses in health management are being conducted by joint groups
from health care services and universities.

2. Regional and district training plans in epidemiology are being developed in at
Least 60% of the states.
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PROJECT 10: TECHNOLOGICAL DEVELOPMENT

PURPOSE

To strengthen the production, circulation, exchange and utilization of knowledge,
technologies and practices pertaining to health, institutional and
nonconventional, in accordance with the health situation of the Venezuetan
population.

EXPECTED RESULTS

1. International cooperation in health matters will correspond to policies and
priorities participatorily and strategicatLy defined by the MSAS.

2. Monitoring of the health care technology field in at least 50% of the states.

3. Public health research policies and priorities have been defined nationally and
in at Least 50% of the states.

PROJECT 11: ESSENTIAL DRUGS

PURPOSE

To promote the establishment of a national pharmaceutical service that will
guarantee accessibility and rationaL use of essential drugs of a verified quaLity,
especiaLly for the most underprivileged communities.

EXPECTED RESULTS

1. To have an integrated, modern and efficient drug supply program.

2. To have an action program in order to promote and foster the rational use of
drugs.
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Indicators

1. The health care model will combine, at a political-informative level,the
knowledge, technologies and nonconventional practices pertaining to health that
have positive impact on the health situation of the population.

2. Research on public health priorities will be increased by at Least 40%.

3. ALL (100X) international cooperation in health will be oriented toward
strategically defined priorities.

1. The interagency Committee on grants and fellowships has been established and
is inplementing strategic plans.

2. Monitoring of all (100%) of technical cooperation in health matters.

1. Design and implementation of information systems on technology.

2. Monitoring groups (hea(th care services-university) have been consolidated in
at Least 50% of the states.

1. Public health research management groups (health care services-university) have
been consolidated in at least 50% of the states.

2. The technical and financial support (national and internationaL) granted to
public health research will be increased by at Least 40%.

1. That the State has a national pharmaceutical service, functioning efficiently.

1. By the end of 1997, 4 new drug supply cooperatives will operate in an equal
number of federal entities.

2. Pharmaceutical services in at Least 50% of the country's health care districts
have been restructured.

3. Half (50%) of the staff involved in the institutional pharmaceutical services
have been trained to handte drug supply and simplified pharmacy, at the national
level.

1. By 1997, the second version of the FTN and version 2.0 of SAFTEN will have
been circulated and distributed at the national tevel.

2. By 1997 Committees on therapeutic drugs wi L L have been created and wi [ L operate
in each regional health care administrations (23) and in 50% of the health care
districts of the country.



Objectives

3. To have an expeditious and effective system for the post-registration control
of drugs.

PROJECT 12: REPRODUCTIVE AND ADOLESCENT HEALTH

PURPOSE

To promote the comprehensive health protection of women, the growth and
development of the child and the comprehensive health of the adolescent.

EXPECTED RESULTS

1. To support the implementation of a plan for the promotion of women's health.

2. To develop proposals on comprehensive reproductive health care for women in the
operational units.

3. These will foster the use of standard control and growth criteria for children
under 7 years of age.

4. This will promote the use of updated school manuals on health care by the
teachers.

5. Control and adequate management of diarrheal cases.

6. Control and adequate management of ARI cases.

7. To implement the comprehensive adolescent health care program.

Indicators

3. By 1997, the INH "R.R." national program of pharmaceutical surveillance will
be functioning at the level of each regional health care administration.

4. By the end of 1996, the topic of Rational Use of Drugs will be offered in all
schools of public heatth.

1. A post-registration control program will extend to 50% of all pharmaceutical
specialties in the country.

2. An annual training course will be offered on the production and quality control
of biological products.

1. To have a conmprehensive plan for the promotion of women's, children, and
adolescent health.

1. To have a national plan for the promotion of women's health.

1. The national authorities have a plan of reproductive health care.

1. The health care institutions are applying standards of growth and development
and their staff is trained in order to apply these standards.

1. The teachers have a school manual on health care and have been trained in order
to utilize it.

1. Mortality from diarrhea has been reduced by 20%.

1. Mortality from IRA has been reduced by 20%.

1. Four (4) states will have and implement adolescent comprehensive health care
plans and programs.
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PROJECT 13: ORAL HEALTH 1. By the end of the 1996-1997 bienniun, dentistry will have strengthened its
capabilities and leadership in at Least 60% of the regional health care systems.

PURPOSE

To improve the oral health conditions of the population most at risk, giving
special emphasis to promotion and prevention, and to the readjustment of the
scientific- technical and social response of Venezuelan dentistry to the needs of
the community.

EXPECTED RESULTS

1. The oral health care component uill be incorporated in the regional and local
health systems.

2. The national program of flouridation of salt for hunan consumption, for the
massive prevention of dental caries, will be consolidated in a national strategic
plan.

3. A new oral health care strategy, involving the health care services, education
sector, and the community, will be implemented in Local health systems in
indigenous, rural and urban-fringe areas, with cooperation from six of the
country's schools of dentistry.

PROJECT 14: ENVIRONMENTAL HEALTH

2. By the end of the 1996-1997 biennium, at least 80% of the operating local
health systems will have incorporated comprehensive oral health care services in
their health promotion strategies.

1. A comprehensive oral health care proposal, with enphasis on promotion and
prevention, will have been prepared and approved by the high-level public health
authorities.

2. A strategic surveillance system of oral health care will be in operation, in
at least 80% of the local health systems located in 12 decentralized states.

1. Updated information on the coverage achieved in the first stage of the program
will be collected and analyzed with a strategic approach.

2. A working document on the strategies to expand coverage and consolidation at
the national level of the salt fluoridation program will have been prepared and
circulated.

1. In at least 12 states, regional oral health care groups will have been
developed with regional participation of public health services, schools of
dentistry, academic associations and unions.

2. In at least 12 states, integrated oral health care services will have been
organized and made operational, mainly oriented to priority groups in indigenous,
rural and urban-fringe areas.

1. The efficiency of the basic environmental health services will have increased
significantly, as verified in official data on coverage and quality.

PURPOSE

Basic environmental health services will be provided efficiently and in adequate
quantity and quality.
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EXPECTED RESULTS

1. The quantity and quality of water supply et the national level will comply with
current legal regulations.

2. The areas scheduled to undergo implementation of comprehensive rural
development projects will have proposals in environmental health.

3. The solid waste collection and disposal services will have operational offices.

4. Updated information on the sector will be made available to the public
organizations linked to the basic services.

5. National level hospitals and health care centers will implement all required
procedures to comply with Decree 2218.

6. Projects will have been developed within the framework of the Plan for
investment in the environment and health.

PROJECT 15: WORKER'S HEALTH

PURPOSE

A national health care plan on workers' health, occupational safety and health and
the working environment will be formulated and implemented.

EXPECTED RESULTS

1. Development of the national health care plan for workers' health.

2. Parameters for the control of workers' and occupational health will have been
tested and instituted.

3. Programs on chemical safety will have been inplemented in the main
establishment that produces hazardous chemicals.

Indicators

1. The quantity and quality of water supply in the 10 largest cities of the
country, will comply with current legal regulations, as reflected in the official
efficiency report.

1. The project for the control of environmental health hazards will be included
among comprehensive rural development activities conducted within 5 municipios.

1. The waste compression and final waste disposal services of the 10 largest
cities will be at least 70% operationally efficient.

1. Technical information on basic services, at the national level, will be
available at MARNR executive office on environmental quality.

1. Competent staff will have been trained, in all the health care centers at the
national level, on the regulatory issues that govern disposal of special waste.

1. At the national level, basic sanitation activities will be carried out within
the framework of the plan for investment in the environment and health.

1. A national health-care plan for the workers' health will have been implemented
at the national level.

1. The participating institutions (MSAS, Ministry of Labor and the Venezuelan
Institute of Social Security) will join in a coordinated manner in the
implementation of the national plan.

1. The instituted parameters will be observed by the 5 states with the most
industrial activity.

1. The 10 states with the greatest concentration of chemical industries, will have
prepared maps of their technological hazards.

2. Emergency and information services on chemical hazards in 5 states with the
greatest industrial activity.

VENEZUELA 873



VENEZUELA

Obiectives

PROJECT 16: PREVENTION AND CONTROL OF CUMMUNICABLE DIEASES

PURPOSE

To strengthen the technical, administrative and managerial capabilities of the
national health care system for the prevention and control of comnunicable
diseases, with eaphasis on the decentralization, epidemiological stratification,
and active participation of the community.

EXPECTED RESULTS

1. Training of human resources, and more specifically local level staff, to
strengthen the actions aimed at communicable disease prevention and control.

2. Establishment, support and ongoing adjustment of epidemiological surveillance
for the various strategies of action on communicable diseases.

3. Integration, at the local and regional levels, of activities of the
communicable disease prevention and control programs.

4. New knowledge related to the prevention and control of communicable diseases
will have been obtained and consolidated.

5. The national capability to develop prevention and control activities based on
community participation will be intensified.

6. Increased coverage with available immunobiologicals and standardized
management.

874

Indicators

1. Policies, plans and regulations will be implemented in accordance to the
principles of decentralization.

2. The coverage and applicability of integrated prevention and control activities
will have increased.

1. Twenty federal entities will have received support for Local training
activities.

2. Twenty federal entities will have received support for intermediate-level
management training activities.

1. Epidemiological surveillance will have been strengthened and adjusted to the
various strategies of action in 20 federal entities.

2. AL gathered information will have been processed, consolidated and analyzed
in a single system of epidemiological surveillance.

1. Activities of integrated diagnosis.

2. Integrated programming.

3. Onset, implementation, and evaluation.

1. Research projects related to communicable diseases will have been formulated
and incorporated.

1. Activities involving community participation uill have been promoted and
implemented in the area of communicable disease prevention and control, in the
context of the local health systems. (healthy municipios)

1. Availability of guaranteed minimun inputs.

2. Individual health care programs implemented in a timely and efficient way.



Objectives

7. Intra-and intersectoral coordination among the various health care institutions
and governmental and nongovernmental agencies for the prevention and control of
communicable diseases.

PROJECT 17: INFORMATION SYSTEMS

PURPOSE

1. Programs and activities will be carried out in a coordinated manner among the
various agencies.

2. The activities of the interagency coordinating committees and of the NGOs will
have been updated and expanded.

1. Information systems and epidemiotogical analyses have been made operational and
are being used to establish policies and plans, and for the purposes of monitoring
and evaluation, at the national, regional, local, and border levels.

To improve the information systems and to strengthen analysis capabilities, at the
national, regional, local and border levels, of factors related to the health-
disease process as a necessary aspect for the establishment of priorities,
programming, surveillance, intervention, and evaluation.

EXPECTED RESULTS

1. Information systems have been updated, implemented, and standardized with
regards to epidemiological surveillance, according to levels of care and for the
border region.

2. To improve the diagnostic laboratory network, in the country and along
international borders, to support epidemiologicaL surveillance.

3. The data processing network will be made operational to support epidemiological
surveillance.

4. The analysis capability on the factors related to the health-disease process
will have been intensified at the national, regional, local levels and border
areas.

1. By the end of 1996, information systems will have been updated and implemented
for the purpose of epidemiological surveillance (national and regional and 60% of
the municipal levels), according to levels of care for the border region.

2. By the end of the first semester of 1997, 70X of the human resources involved
with the information systems will have been trained.

1. Laboratory diagnostic techniques uill have been standardized in the course of
the first semester of 1996, to support epidemiological surveillance.

2. By the end of 1997, 70% of the human resources will have been trained in
diagnostic techniques.

3. The minimum material resources necessary for the equipment of the selected
laboratories will have been obtained in the course of the first semester of 1997.

1. By the end of 1996, 50% of human resources uill have received computer training
and will be able to use software applicable to epidemiologicael surveillance.

2. By the end of 1997, computer equipment wiLL have been acquired and installed,
enabling the use of the minimum necessary techniques to support epidemiological
surveillance.

1. By the end of 1997, 60% of the human resources involved in epidemiological
surveillance will have been trained in epidemiological analysis techniques.

VENEZUELA

Indicators

875



VENEZUELA 8768?6

Obiectives

5. The health situation analysis projects, including epidemiotogical
stratification, wittll have been developed in the context of national, regional,
local, and border projects.INDICATORS

6. To implement the ICD-10

Indicators

1. 1996, the health situation analysis projects, including epidemiological
stratification, wiLL be carried out at the national Level and within each regional
administration.

2. Local heaLth situation analysis projects wilt be conducted, according to living
conditions, in at least 3 municipios of every region.

1. Implementation of the ICD-10 by the end of 1996.

2. Human resources that utilize the ICD-10 witl have been trained.



PROGRAn BUDGET - PAHO ANO WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ __-- - - - - - - --…-----__ _ _

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -
PROGRAM CLASSIFICATION

______________________________________________________________________

1996-1997

A OF
AMOUNT TOTAL

1998-1999

% OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT
...........................

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
WOMEN. HEALTH AND DEVELOPMENT

HSD
WNHD

89.800

54,300
35 500

2.3

1.4
.9

103.800 2.5 119,900

62 800 1.5 72,500
41,000 1.0 47,400

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
mm.ammmmmmmmmmmmmmmmmm mmmmm..........

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
ORAL HEALTH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS

1,022,500

CPS 1,022,500

HST

UAH
ORH

417,600

417,600

122.300

TCC 122,300

1,230,700
wmmmlmmllmm

617,300

541 200
76, 100

517,200

517.200

96.200

96,200

HRH

EDV

26.1

26.1

10.6

10.6

3.1

3.1

1,052,200

1,052, 200

434,500

434,500

141 400

141,400

31.1 1,166,100
...m ..... _....._

15.6

13.7
1.9

13.1

13.1

2.4

2.4

632,500

579.100
53,400

422,800

422,800

110,800

110,800

25.6

25.6

10.1

10.1

3.4

3.4

27.5

15.0

13.7
1.3

9.8

9.8

2.7

2.7
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1,652,200 42.1 1,731,900 41.0
m m mm

1,971.100
.,..,,.... ==

41.6
óós.=

2.5

1.5
1.0

24.8

24.8

10.3

10.3

3.4

3.4

27.8
.....

15.1

13.8
1.3

10.1

10.1

2.6

2.6

1,207 000

1,207,000

480,800

480,800

163.400

163.400

1, 298,400
...........

706,700

647,300
59 400

464.100

464.100

127.600

127.600
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PROGRAn BUDGET - PAHO ANO WHO REGULAR FUNDS (CONT.)
___-____--- _________----------___-______---------

1994-1995

A OF
AMOUNT TOTALPROGRAM CLASSIFICATION

______________________________________________________________________

1996-1997

AU OF
AMOUNT TOTAL

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ - - - - -

IV. HEALTH PROMOTION AND PROTECTION
..mmmmmmmmmmmmmmmmmsammmmmmmmmm

270,900
...... ....

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING WCH

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION NUT

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
mmmmmmmmmmmmmtmmmmmmmmmmmmmmmmmmmmmmmmmm

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

VI. DISEASE PREVENTION AND CONTROL
m.=a= mea s a am a aa .. a..sl a s . .e

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

ERA

OCO

NCD

FMD
ZNS

179,200

179,200

91,700

91,700

170,400

170,400

170.400

619,900
=,..,. .=,

202,200

202,200

123,500

123,500

294,200

294,200

6.8 415,300
..... ...........

4.5

4.5

2.3

2.3

254,600

254,600

160,700

160,700

4.3 192,500

4.3

4.3

192.500

192, 500

15.7 699,500
.a== .. =..mm.....

5.1

5.1

3.1

3.1

7.5

7.5

231 400

231,400

140.900

140.900

327,200

13.800
313,400

9.8
=.0=a

6.0

6.0

3.8

3.8

4.6

4.6

4.6

16.5

5.6

5.6

3.4

3.4

7.5

.3
7.2

3,944,100 100.0
mmmmm mmmmm m mm

GRAND TOTAL
m..........

9.9

6.1

6.1

3.8

3.8

4.6
.....

4.6

4.6

16.7

5.5

5.5

3.4

3.4

7.8

.3
7.5

466,300
...........

283,800

283,800

182,500

182,500

218,200
...........

218.200

218, 200

787,300

267 400

267,400

160,800

160,800

359,100

16 000
343, 100
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4.205.300 100.0
........... .....

4.741.300 100.0
....... ... ...
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PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OFPROGRAM CLASSIFICATION ~~ ~~~~AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT 49,500 5.1 O - O -

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT. 49,500 5.1 0 - O -

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS. CPS 49,500 5.1 0 - 0 -

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT 77,100 8.0 0 - -- -. - … -. SS=S*S..... == S...S... .. ,-.-- . -............ ..... ........... ..... ........... -

ESSENTIAL DRUGS 77,100 8.0 0 - 0

ESSENTIAL DRUGS EDV 77,100 8.0 0 - -

VI. DISEASE PREVENTION AND CONTROL 838,300 86.9 0 - -
..... m* ......................... . .......... ..... ................ ........... .....

CONTROL OF COMMUNICABLE DISEASE 793.400 82.2 0 - 0 -

DIARRHEAL DISEASES CDD 53,100 5.5 0 - 0
AIDS GPA 477.100 49.4 0 - 0OTHER COMMUNICABLE DISEASES OCD 109,100 11.3 0 - o
LEPROSY LEP 154,100 16.0 0 -O -

VETERINARY PUBLIC HEALTH 44,900 4.7 0 - 0

FOOT-AND-MOUTH DISEASE FMD 44.900 4.7 0 - 0

GRAND TOTAL 964,900 100.0 0 100.0 O 100.0... VENEZ. UELA.......... -. 87....
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______________------A_ _ _'-------- _--__iTUE-P-AH-O- NOU--O --REGULAR ... UN______
ALLOCATION BY OBJECT OF EXPENDITURE - PANO ANO WHO REGULAR FUNDS

_--- ________________--- --- _______________

--….---- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT
- -- - - - - - - - - - - - - - -

SHORT-TERM
CONSULTANTS

S

DUTY
TRAVEL

__________
FELLOWSHIPS

S

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

... - - - -..
GRANTS OTHER

~

940,200 75,100 129,300 98,000
748,400 23,600 33,800 46,000

1.688,600 98,700 163,100 144,000

42.8 2.5 4.1 3.7
_ _ _ _ _ - - - - - - - - - - - - - - -

873,100 58,400 119 000
767,400 80,300 65,000

1,640.500 138,700 184,000

39.0 3.3 4.4
_ _ _ _ _ - - - - - - - - - -

984,900 58,400
834,800 80,300

1,819,700 138.700
3........... ...........

38.4 2.9

137.700
75,100

212,800

4.5

58,000
76,000

134,000

3.2
_____

58,000
76,000

134,000
...........

2.8

1994-1995

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

# OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

2,685,700
1,258.400

3,944.100

100.0

2.558,000
1,647,300

4,205,300

100.0

2,914,100
1,827,200

4,741,300

100.0

2
3

- - - - - -

5
......

2
3

5
mmmmmm

2
3

5
mmmmmm

9
3

12i lZi

9
3

12
mmmmmm

9
3

12
mmmmmmi

371,700
137,800

509,500
12..........

12.9
_____

301,700
274,900

576,600

13.7

348 700
317 600

666,300

14.1

200.700
91.700

292,400
.... 7.4...

7.4
_____

191,400
132.400

323,800

7.7

221.000
152.900

373,900

7.9

15,400
0

15,400

.4

17,800
0

17,800
..........

20,600

20,600
..........

.4

855,300
177,100

1,032,400
26..........

26 2

938.600
251.300

1,189,900
28..........

28 3

1.084.800
290,500

1,375.300

29.0

880



CARIBBEAN PROGRAM
COORDINATION (CPC)



CARIBBEAN PROGRAM
COORDINATION (CPC)

Y



CARIBBEAN PROGRAM COORDINATION

TECHNICAL COOPERATION STRATEGY

1. The strategy will emphasize the further development of the Office of the
Caribbean Program Coordination to enable it to carry out its functions of
coordination of the use of PAHO resources assigned to the Caribbean and to provide
direct support to the Technical Cooperation activities carried out in Barbados,
the Eastern Caribbean, the French Departments of the Americas and the British
Dependent Territories.

2. Enmphasis will be placed on the use of the LFA to improve programming, and
ensure framework for evaluation of both process, output and outcomes. The
development of purpose indicates jointly by PAHO and countries, impact evaluation
will be feasible in the future. Joint country evaluations will be undertaken in
selected countries to ensure that target of at Least one per quadrennium for each
country is maintained.

3. Linkages with the CARICOM Secretariat and sub-regional institutions such as the
University of the West Indies will be strengthened so as to implement activities
of the Caribbean Cooperation in Health Initiative. Technical cooperation uill be
intensified, and the coordination of the CCH improved by regular meetings with
national program managers and CMOs. For the CCH Secretariat resource mobilization
efforts will have to be stepped up and the reprogramming of CCH efforts after
evaluation is completed.

4. Increasing the capacity for the management of knowledge will continue to be
emphasized. The Documentation Center will be further developed to become a main
repository of information on health and health conditions of the Caribbean, from
which information can be retrieved in a timely fashion by and for the various

Obiectives

publics. Increased effort will be placed in maintaining the database developed;
using available technology for effective dissemination of information, including
direct computer linkages established with the mass media and MOHs. PAHO wilL size
windows of opportunities, to advocate for inclusion of health and development
issues in the development process of the Caribbean, such as will necessitate
participation in high Level fora of international and regional institutions and
promotion among national sectors.

5. WhiLe awaiting the completion of the new office building in 1996, emphasis will
be placed on staff and systems development, especially computer and spanish
training. So as to improve the effectiveness of cooperation, all technical staff
will be trained in Project Management, adult education training and consulting
skills. Further decentralization to project teams will be supported and selected
organizational development undertaken to improve the effectiveness of the
administration.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. Improved management and information systems of delivery of technical
cooperation.

2. Strengthening the linkages and mechanisms for closer monitoring of sub-regional
initiatives.

3. Development of programs for the effective management of knowledge.

4. Promoting relevant health and development policies including women, health and
development, and of health/social policies for poverty alleviation.

Indicators

BIENNIAL PROJECTS

PROJECTS 1: SUPPORT FOR THE MANAGEMENT OF TECHNICAL COOPERATION.

PURPOSE

Efficiency and effectiveness of delivery of cooperation improved.

1. Average unit cost of subregional workshops maintained or reduced

2. Supplies e.g. Rabies Vaccines, supplied to countries in timely fashion.

3. Appropriate Short term Consultants matched to requests from countries within
one month.

4. PAHO Fellows placed in relevant training programs in a timely fashion at
affordable cost.

CARIBBEAN PROGRAM COORDINATION
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Obiectives

EXPECTED RESULT

1. Physical facilities improved

2. Manpower trained

3. Mechanisms for monitoring delivery of Technical Cooperation in place

4. Management systems in Place.

5. CCH Initiative redeveloped and monitored.

Indicators

1. New building constructed in 1996 and equipment purchased and installed
according to phased plan for 1996-97 and current facility maintained to ensure no
further deterioration of working environment.

1. All staff trained in Spanish conversation, telephone communications, and
individual staff training needs identified at performance appraisal met, no Longer
than two years later.

2. Selected personnel trained in D-Base and Desktop Publishing, and in operations
of new software for inmproved MIS.

3. Manual of Organization and Procedures of the Pan American Health Organization
(MOPP) and style Manuals augmented to meet the needs of CPC.

1. At least one (1) Joint Evaluation Review conducted per year in the Eastern
Caribbean.

2. Instruments of AMPES prepared by CPC Teams and submitted in a timely fashion.

3. Retreat for Strategic Planning held in preparation of BPB 97-98.

1. LAN Administrator with responsibility for development of CPC/MIS by beginning
of 1996.

2. Annual Plan for continuing organizational development discussed and integrated
into AMPES.

3. Additional management systems including document handling, automated and
operational under LAN administrator by year end of 1997.

1. CCH Evaluated and reprogranmmed by Conference of CARICOM Health Ministers in
1996.

2. 1997 CCH Work plans developed to address if necessary, new strategies, priority
areas and targets and executed jointly with CARICOM.

3. CCH monitored by CMOs, National Program managers and Joint CARICOM/PAHO
Secretariat throughout the biennium.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

................................................................................ ----- -----------....................

II. HEALTH IN HUMAN DEVELOPMENT
...........................

1,974,000 100.0 2,186,600 100.0 2,406,900 100.0
mm m ~mmmm ~m mm =m m~ m = ~ ====

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

HSD

54.200

54,200

1,919,800

CPS 1,919,800

2.7

2.7

97.3

97.3

62,100

62,100

2,124,500

2,124,500

2.8

2.8

97.2

97.2

71,000 2.9

71.000 2.9

2,335,900

2,335,900

97.1

97.1

GRANO TOTAL 1,974,000 100.0 2,186,600 100.0 2,406,900 100.0
..... .......... ------ ---------- ...............- -------------...

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ m-- -- _ _ _ _ _ _ _ _

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

X OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…...........................................................

69,600 100.0 0 - o11. HEALTH IN HUMAN DEVELOPMENT
...........................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.
_________ A____________F-------------------- ___--_

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS. CPS

69,600

69,600

100.0

100.0

O - O -

- -

GRAND TOTAL 69.600 100.0 0 100.0 0 100.0
S. = 5 SS.. Si.Si.... =....=.....3. . -=S == == .= . =.-==

-mmmm m
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
-__ _ _ _ _ _ _ _ __ _ __ __ __ __ __ _

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS
.............................................

DUTY
TRAVEL
_ $__ _

FELLOWSHIPS

$

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

S S

GRANTS OTHER

S S

1994-1995

PAHO - PR
WHO - WR

TOTAL
.-...

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
mmmmm

938 100
1,035 900

1,974.000
...........

100.0

1,080,700
1,105,900

2,186,600

100.0

1:171 000
1,235,900

2.406,900
mmmmmmmmmmm

% OF TOTAL 100.0

2
1

3
......

2
1

3
.--...

2
1

3
......

5
3

8

3

8

5
3

8
......

792 300
512 000

1, 304,300

66.2

904.900
541,600

1,446.500

66.1

969 ,900
590.200

1,560,100
mmmmmmmmmmm

O
o

.0

o

O

...........

.0

o

0

0

0

mmmmmmmmmmm

39 500
26,300

65 800

3.3

35,200
23,500

58,700

2.7

40 300
26.900

67.200
mmealmm fm

0
0

o
.. m........

.0

0
o

. O

o0

mmm
m mmmmms

64.9 .0 2.8 .0

4,400
0

4,400
..........

.2

20,800
o

20.800

1.0

23.900
o

23.900

1.0

39.500
0

39.500
..........

2.0

38,900
0

38,900
..........

1.8

44,500
o

44.500

1.8

54,200

54,200

2.7

62,100
o

62,100

2.8

71,000

71,000

2.9

8,200
497,600

505,800

25.6

18,800
540,800

559,600

25.6

21,400
618,800

640,200
.s.....26.6

26.6
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HEALTH SITUATION

Demography

1. The border betueen Mexico and the United States is not just a geographicaL line
but rather en interdependent region linking twuo cultures with different Levels of
economic development. In 1990, the 10 border states (4 in the United States and
6 in Mexico) had a total populatíon of 65.1 million, mnd they are expected to
number more than 78 million in 1997.

2. In the 1980s, the population living in the border area--that is, those who Live
in the counties and municipios on either side of the border, increased by 32.2X.
In 1990, approximately 9 milltion people lived in this srea, and it is estimated
that there will be more than 12 million by 1996. The population growth rate for
the border region is much higher than the growth rates of either country, since
It is 3.1X for the United States--double the national rate--and for 3.4X for
Mexico--58X higher than that of the rest of the country.

3. In 1990, nearly 8.5% of the total U.S. population resided in the four southern
border states, and 1.8X in the border counties. In Mexico, 25.5X of the total
population Lived in the six border states and 4.2% in the municipios bordering on
the United States.

4. Uith regard to the ethnic origin of the U.S. border population, in 1990. 42.8%
were of Hispanic origin; if San Diego County in California is excluded, this
proportion rises to 72X.

5. In the United States, 56.7% of the border population lives in San Diego, the
city with the highest population density, 228.1 inhabitants per km2; on the
nexican side, Tijuana has the greatest popuLation concentration sand density, with
22X end 536.8 inhrbitants per km2, respectively.

Health status indicators

6. In 1990, Life expectancy at birth in the United States was 71.8 years for men
and 78.8 years for women, and in Mexico, 66.5 years for men and 73.1; in the U.S.
border eres, Life expectancy at birth was 72.2 years for men and 79.3 years for
women, and for the Mexican border area, 68.5 years for men and 74.2 years for
wumen.

7. The leading causes of mortality for the period 1989-1991 in the border counties
of the United States were heart disease, malignant neoplasms, cerebrovascular
diseases, and accidents. In the Wexican border municipios they were heart
disease, melignant neoplasms, accidents, and diabetes. The causes of mortality
for the United States are primarily chronic diseases. Mexico is evidencing a
pattern of epidemiological transition, since infectious diseases persist. With
regard to the infant population, in the border counties of the United States,

perinatal conditions were the Leading cause of death, followed by congenital
abnormalities, sudden infant death syndrome, accidents, and pneumonia and
influenza. In the Mexican border municipios, the Leading causes of infant
mortality were perinatal conditions, followed by congenital abnormalities,
pneumonia and influenza, and intestinal infections.

8. In the preschool age group, in the border counties of the United States the
three Leading causes of mortality were accidents, birth defects, and malignant
neopLasms. On the Mexican side, they were accidents, pneumonia and influenza, and
intestinal infectious diseases.

9. In the school-age group, accidents and malignant neoplasms were the Leading
causes of mortality on both sides of the border, followed by homicides in the
United States and birth defects in Mexico.

10. The leading causes of mortality in the economically active population were
similar in both countries. In the United States counties, malignant neoplasmsa,
heart disease, and accidents were reported; and in the Mexican municipios,
accidents, malignant neoplasms, and heart were reported.

11. In the population aged 65 and older, the leading causes of death are similar
on both sides of the border--heart disease and malignant neoplasms--but the third
Leading cause on the U.S. side was cerebrovascular diseases, while on the Mexican
side it was diabetes.

Factors affecting health status

12. Heavy migration over the past 40 years has overburdened the ability of the
communities in the border area to provide adequate delivery of basic public
services, such as drinking water, refuse disposal, and health services.

13. These conditions are visible in the poor neighborhoods known as colonias,
especially in south Texas and New Mexico in the United States, and in the
shantytowns in almost all of northern Mexico. A significant proportion of homes
in these areas do not have adequate excreta and solid waste disposal services.

14. Contamination by human waste is a source of concern in the border area, since
it has resulted in substantial degradation of the surface water that supplies the
border communities.

15. Mexico has been buffeted by a severe economic crisis for the past 15 years.
During this time, the population has seen a decline in its purchasing power and
the elimination of certain basic food subsidies; this has resulted in a decline
in certain inmportant economic, social, and health indicators, despite the efforts
of the Mexican Government to increase its resource allocation to public health in
areas such as child vaccination and latrine-building.
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16. Joint implementation of disease control measures has not been carried out in
the broadest sense of the word, although international epidemiological
surveillance has improved as a result of epidemiological information exchange.

Status of the Strategic and Programmatic Orientations (SPO)

17. Health in human development. The appearance of new technologies and their
application in the border area has made it possible to promote development of the
regional capacity to operate information systems, as exemplified by the
construction of electronic databases on health profiles and the Computerized
Border Epidemiological Surveillance Network (EPI-Net). In similar manner, the
PAHO/UHO Field Office in El Paso has promoted the sharing of experiences and
scientific and technical knowledge through its own publications and those of
PAHO/UHO.

18. The development and use of information, considered a basic instrument for the
planning and evaluation of health plans, policies, end programs, has been promoted
between state and local authorities on the border between the two countries. In
addition, the development of capacity for analysis, planning, and formulation of
binational health policies has been promoted through the use of various technical
tools, including epidemiology.

19. Disease prevention and control. The Field Office has worked for more than 50
years in disease prevention and control on the U.S.-Mexican border, promoting
joint efforts by the local authorities, especially with regard to programs on
infectious diseases, such as sexually transmitted diseases, including AIDS,
vaccine-preventable diseases, and tuberculosis. Special mention should be made,
for example, of the promotion of coordinated activities to vaccinate children on
both sides of the border, together with binational surveillance and response for
the control of outbreaks of these diseases and the vaccination program Nuestros
Niños (Our Children), which has been operating since 1992 in Chihuahua, Texas, end
New iexico and is nou slated for adoption by the governors of the 10 border states
as one of their health priorities. Mention should also be made of the
Epidemfologfcal Center for the Border Region on HIV/AIDS Studies, established by
the Field Office in Nexicali, Baja California, to bring together epidemiologists
from California and Baja California. With regard to tuberculosis control, mention
should be made of the binational program between California and Baja California,
in addition to the JUNTOS program in Chihuahua and Texas and the Dos Laredos
program, both of which are local in scope. The prevention and control of acute
respiratory infections and diarrheal diseases have been successfully promoted, as
demonstrated by the absence of cholera outbreaks in the border region.

20. As for noncomunilcable diseases, the struggle to combat cancer has been
promoted, especially in women, as well as oral health programs, one of principal
topics discussed at the meeting of the U.S./Mexico Border Health Association
(USMBHA) in 1994.

21. Health systems and services development. This area has been promoted, since
the governments of Nexico and the United States have undertaken efforts aimed at
reforming the health services and establishing healthy municipios along the
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U.S.-Mexico border. In order to carry out these activities, the health service
network has been extended, thereby expanding health care coverage and increasing
the number of research projects on health systems. In addition, there has been an
increase in health resources, since there is already a trend toward developing
training systems through the establishment of schools of public health on both
sides of the border. The human resources working to solve health problems have
been increased with the opening of border health offices on the U.S. side of the
border and a proposal for the establishment of the Border Health Commission. As
for the Mexican side, the Government of Mexico has assigned priority status to the
border area, which means that sufficient resources will be channeled to develop
health systems and services in the border area.

22. Environment development and protecion. In December 1990, when the negotiations
for the North American Free Trade Agreement began, environmental concerns took on
particular importance along the U.S.-Mexico border. The federal governments of
both countries, jointly with the authorities and the inhabitants of the region,
have prepared what is known as the Comprehensive Environmental Border Plan, whose
goal is the protection of public health and the ecosystems in the area. The
priorities defined for this Plan are: 1) environmental quality (water, air,
soil); 2) control of the sources of pollution; 3) hazardous material and waste,
and solid urban waste; and 4) contingency plans/response mechanisms in the event
of chemical disasters. Two structures were designed for execution of the Plan:
one for project development (Border Commission on Ecology), and another for the
financing of viable projects (North American Development Bank). Within this
framework, the PAHO Regional Plan for Investment in the Environment and Health
(PIAS) fills a void by offering a practical strategy for the implementation of the
binational work in environmental protection and health.

23. Health promotion and protection. In recent years, the health institutions
Mexico and the United States have placed greater emphasis on developing programs
for disease prevention and health protection. This change represents a
significant advance, since the approach had previously emphasized disease control
and the repair of damages to health.

24. Disease prevention and health protection activities have centered on modifying
lifestyles that adversely affect community health in the border region. Among the
activities promoted are those related to the programs for AIDS/HIV, diabetes,
alcohol, tobacco and other drugs, sanitary food handling, control and prevention
of tuberculosis, and maternal and child health, including immunization, cervical
cancer, and control of diarrheal diseases and acute respiratory infections.

National priorities for technical cooperation

The United States:

25. The United States has formulated three national health targets to be met by
the year 2000: To increase the life expectancy of the population; To reduce the
health gaps between various population groups; To ensure that the entire
population of the United States has access to preventive medicine services.

26. To be able to reach the aforementioned targets, 22 priority areas have been
identified, grouped into the three general categories of health promotion, health
protection, and prevention services.



27. HeaLth promotion includes activities related to individual lifestyles that
have a substantial influence on health--for example, smoking.

28. Health protection is focused on strategies related to the environment or on
regulatory measures that promote the protection of the population.

29. Prevention services include counseling, screening, immunization, and
chemoprophylactic interventions for individuals in the clinical environment.

30. For these strategies to be carried out, they must be based on elements such
as shared responsibility among the family, the community, the health
professionals, the communications media, and the government.

Mexico:

31. The health priorities for Mexico during the period 1994-2000 are directed
toward implementation of a far-reaching reform of the health and social security
systems, based on the principles of universality, solidarity, and pluralism.

32. Taking political priorities as a frame of reference, eight strategic health
priorities have been proposed, to: Decentralize the health services; Develop and
provide a package of essential services for the entire population; Strengthen
primary health care, giving due importance to hospital services; Raise the quality
and effectiveness of all the health organizations; Create entities to regulate
professional practice and the accreditation of educational instftutions and health
units; Strengthen institutional scientific knowledge for technological innovation
end the balanced development of humaen resources; Promote community participation
for the reform of the health system; Establish a pluralistic and participatory
mechanism for the design and evaluation of the reform alternatives.

33. At the same time, the following program priorities were established: a)
prevention and control of infectious, parasitic, and chronic degenerative
diseases; b) epidemiological surveillance; c) health promotion and protection; d)
health regulation; and e) specific projects, such es 1) border regions, 2) healthy
municipios, 3) basic sanitation, 4) reproductive health (incorporated into
maternal and child health and family planning), 5) vulnerable groups, 6)
development and reorganization of services, 7) support for research, and 8) human
resources training.

Binational health priorities

34. The conditions under which the PAPHO Field Office/U.S.-Mexico Border provides
its technical cooperation demand that it be carried out on a binational basis,
since the Office's sphere of influence includes the U.S.-Mexico border area, which
includes six Mexicen border states (Baja California, Chihuahua, Coahuila, Nuevo
León, Sonora, and Tamaulipas) and four U.S. border states (Arizona, California,
New Mexico, and Texas). These states contain a total of 39 municipios and 22
counties that share a common border, and consequently, it was necessary to define

binational health priorities for the border area jointly. Accordingly, in 1991,
on the initiative of the federal governments of Mexico and the United States, the
Office, as Executive Secretariat of the U.S./Mexico Border Health Association
(USMBHA), identified six general binational health priorities together with their
respective strategic areas of action to respond to border needs, as follows
(listed alphabetically): Drug Addiction; Health promotion/disease prevention;
Environmental Health; Maternal and child health; Occupational health; Primary
health care

35. These general border health priorities have served as a framework for design
of the Binational Health Strategy (BHS), whose purpose is to promote en
improvement in the quality of Life of the population on the U.S.-Mexico border.
In implementing the BHS, it was agreed that the Field Office, as Executive
Secretariat of USMBHA, would undertake a assessment of the border health situation
(health profiles) and would support binetional health projects based on the
binational priorities for each pair of sister cities.

TECHNICAL COOPERATION STRATEGY

Binationael Priority Areas for Technical Cooperation in Health.

36. A Joint Evaluation Meeting on the technical cooperation provided by the Field
Office was held in September 1993, attended by representatives from Mexico, the
United States, end PAHO. During the Meeting, it was agreed that the technical
cooperation provided by the Office should be based on the Binational Health
Strategy and channeled through the following four priority work areas (listed
alphabetically): Health Profiles; Publications; Sister Cities Projects;
U.S./Mexico Border Health Association.

37. The mission of the Field Office es Executive Secretariat of USMBHA and as a
part of PAHO is to improve the quality of Life of the border population by
promoting cooperation in binational activities, including dissemination of
information, training, mobilization of resources, and the development of health
policies, plans, and standards. In order to achieve these objectives, the Field
Office is supported by the central structure of USMBHA, made up of its governing
bodies, the Binetional Health Councils, the Technical Sections, and the Conference
Groups.

38. The objective of the health profiles, as the basic working tool of the Local
health authorities, is to perform a health assessment of the sister cities in the
U.S.-Mexico border area to enable them to define binational health priorities and
evaluate the changes resulting from the ensuing joint actions.

39. Regarding the Sister Cities Projects, the Field Office aims to set up a
cooperation structure that will creete firm ties between the Local health
authorities on both sides of the border to carry out joint activities through the
planning of binational strategies to reduce the impact of the health problems
identified through the health profiles.

40. The dissemination of information has been identified es one of the Field
Office's four principal tasks, which means that Border Health, the Boletin
Epidemiológico Fronterizo. Noticias/News, and Health Profiles of the Sister
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Communities of the U.S.-Mexico Border will continue to be published, as well as
other reports and documents related to health on the border.

41. The Field Office publications are simed at improving knowledge and
understanding of the border region, in addition to serving as a forum for
information exchange between health workers and health investigators in the two
countries.

42. Based on these four priorities, the Field Office will continue to provide
technical cooperation to improve the health situation of the border population,
collaborating with the governments of Mexico and the United States at the federal,
state, and local Levels in the solution of health problems.

43. In order to respond to the needs specified in the binational health
priorities, the Field Office will undertake activities in the five work areas of
PAHO: Health in Development (HID), Health Systems Development (HSD), Health
Promotion and Protection (HPP), Environmental Protection and Development (EPD),
and Disease Prevention and Control (DPC).

United States/Mexico Border Health Association (USMBHA)

44. The goverrnments of the United States and Mexico, together with PAHO, view
USMBHA as a fitting channel for the Field Office to provide technical cooperation
in the U.S.-Mexico border area, since the Association brings together the local,
state, and federal health authorities of both countries, the institutions of
higher education, various governmental and nongovernmental organizations (NGOs),
and health workers in the border area.

45. The two governments and PAHO accordingly decided that USMBHA was one of the
Field Office's four work priorities.

46. USMBHA's mission is to improve the quality of Life of the border population
through binational activities that include the dissemination of information, the
training of human resources, mobilization of resources, and the formulation of
health policies, plans, and standards.

47. USNBHA's objectives are to: 1) Bring together health professionals from both
sides of the border to discuss health matters of common concern, and 2) Make
recommendations to the governments of the United States and Mexico on binational
health issues.

48. In order to support USMBHA in carrying out its mission and its fulfilling its
objectives, the Field Office collaborates directly with the Association's
governing bodies, the Binational Health Councils, the Technical Sections, and the
Conference of the Association.

Health Profiles

49. The Health Profiles are one of the four priorities established by the health
authorities of Mexico and the United States as a result of the Joint Evaluation
Meeting held in September 1993 to enable the Pan American Health Organization to
inplement its technical cooperation through USMBHA within a mutually beneficial
binational framework.
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50. The goal of the health profiles is to provide health authorities with a basic
tool for analyzing the health situation of the sister cities. This will allow them
to formulate binational border health priorities for the planning of joint
activities to reverse the common health problems, provide them with a tool for
evaluating the binationaL health programs, and put them in a position to monitor
changes in the quality of Life of the border population.

51. The basic purposes of the health profiles are to: a) serve as the basis for
knowledge about both the health situation of each border city and of the symbiotic
relationship between the sister cities; b) based on the analysis of this
situation, formulate binational health priorities to develop joint activities for
improving the quality of life of the border population, within a framework of
mutual cooperation; and c) support the processes of decision-making and evaluation
of the health action taken by the sister communities.

52. The Profiles' principal areas of action are the technical programs of the Pan
American Health Organization.

53. To achieve the results outlined above, it will be necessary for the technical
cooperation to be delivered through direct assistance to the health authorities
of the border Localities and agencies of both countries; participation in
workshops, seminars, conferences, and meetings; the promotion of research; the
dissemination of information; and the mobilization of resources.

Sister Cities Projects

-54. The Sister Cities Projects are one of the four priorities established by the
health authorities of Mexico and the United States in the 1993 Joint Evaluation
Meeting to provide a framework for the implementation of PAHO's technical
cooperation through USMBHA within a mutually beneficial binational framework.

55. The Sister Cities Projects are aimed at establishing an operational structure
that will produce solid ties between the local health authorities on both sides
of the border, cemented on the basis of joint efforts to identify binational
health problem,, and to plan and organize strategies for their resolution.

56. The key purpose is to involve the communities on both sides of the border in
the Sister Cities Projects, tackling their common public health problems that can
be dealt with under a single plan of action, within the functional framework of
the health profiles.

57. Technical cooperation will be provided through direct assistance, workshops,
seminars, conferences, the dissemination of information, research, and the
mobilization of resources.

Publications

58. The publications of the Field Office/U.S.-Mexico Border are one of the four
priorities established by the health authorities of Mexico and the United States
in the 1993 Joint Evaluation Meeting to provide a framework for the implementation
of PAHO's technical cooperation through USMBHA within a mutually beneficial
binational framework.



59. These publications are aimed at promoting the technical and scientific
development of both human resources along the border and individuals involved in
intercountry health activities by disseminating information on experiences in
carrying out health activities in the U.S.-Nexico border area, sharing the
methodologies employed and the results obtained. These publications also
disseminate information generated by the Pan American Health Organization and the
World HeaLth Orgenization.

60. The Field Office produces various bilingual publications in Spanish and
English to disseminste information relative to PAHO's five technical programs.
Among the publications produced by the FieLd Office are the following periodicals,
briefly described below: a) Border Health is the only scientific and technical
journal that deals with border health issues. It has been published quarterly for
11 years and has a current circulation of 1,650. It is directed toward workers,
investigators, and a broad group of universities interested in border health
activities, as uell as toward USNBHA members.

b) The Boletfn Epidemioló6ico Fronterizo is directed toward epidemiologists and
health workers interested in epidemiological survei L Lance activities on the border
between Mexico and the United States. Some 700 copies have been printed and
distributed every two months for the past 22 years.

c) Noticias/News, a quarterly publication with a circulation of 1,500, is an
informational publication produced by USNBHA for its members.

d) Health Profiles of the Sister Communities of the U.S.-Mexico Border, the first
issue of an annual or biennial publication containing statistical information on
the border between both countries.

61. The Field Office also publishes technical reports and reports on specific
meetings. These publications are prepared on the basis of the commitments assuned
by each program with the state, local, and federal authorities.

NATIONAL PRIORITIES FOR PAHO'S TECHNICAL COOPERATION

1. U.S./Mexico Border Health Association.

2. Health Profiles.

3. Sister Cities Projects.
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Obiectives

PROJECT 1: USMBHA

PURPOSE:

To encourage community participation (members of USMBHA, LocaL, state, and federal
health authorities in both countries, NGOs, and research and higher education
institutions) in the incorporation of health in development and its utilization
as an tool for improvlng equity and Living conditions in the border areas.

EXPECTED RESULTS

1. The members of USMBHA wiLL have discussed various topics of binationaL interest
and will have formuLated poLicies and plans for cooperation between Mexico and the
United States at the border level.

PROJECT 2: SISTER CITIES PROJECT

PURPOSE

To promote binational activities in the medium term that will lead to the forging
of firm ties between locale! health authorities of both sides of the border,
supported by joint efforts to identify health problems and to plan, organize, and
implement of strategies that will Lead to improvement of the Living conditions of
the population.

EXPECTED RESULTS

1. Projects will have been formulated and carried out in the sister cities to
reflect the priorities defined by the Binational Health Strategy.
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Indicators

BIENNIAL PROJECTS

1. By the end of 1997, the membership of USMBHA will have increased by 10X.

2. By the end of 1997, the 25 Local and 10 state health authorities will have
carried out joint health activities.

1. During the biennium 1996-1997, two annual meetings, six meetings of the
Executive Committee, and two meetings of the Nominating Committee of USMBHA will
have been held.

2. During the biennium 1996-1997, at Least 60 meetings of the 12 Binational Health
CounciLs will have been held; information wiLL have been exchanged, and programs,
plans and activities simed at disease prevention and control will have been
formulated.

3. During the biennium 1996-1997, USMBHA will have prepared a Medium-term
Development PLan for 1996-2000, based on PAHO's strategic orientations, to be
inplemented through the Binational Health Councils, the Technical Sections and the
Governing Bodies of USMBHA.

1. Technical cooperation wi L have been provided to the sister cities by the Field
Office.

2. BinationaL health programs wiLL have been implemented based on prioritization
of the problems of each pair of sister cities.

1. During the biennium 1996-1997, the health authorities of the 14 pairs of sister
cities and the 10 Binational HeaLth Councils will have been involved in
implementing Sister Cities Projects through the provision of training in the
design of projects and use of the Logical approach methodology.

2. During the biennium 1996-1997, the formulation and preparation of at Least 15
proposais for Sister Cities Projects wiLL have been promoted.

3. During the biennium 1996-1997, at Least five joint binationaL collaborative
projects wiLL have been promoted in the sister cities.

4. During the biennium 1996-1997, the local U.S.-Mexico border health authorities
will have defined their binationaL health priorities and wiLL have presented at
least one project for each pair of sister cities.
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Objectives

2. Ipltementation of the Environment and Health Pre-lnvestment Fund (PIAS) will
have been promoted on the U.S.-Nexico border.

3. United States-Mexico cooperation will have been promoted on the border to
protect and improve the health of the sister cities, protecting the binational
ecosystems and natural basins.

4. The participation of local, state, and federal authorities, NCOs, comunities,
and research and training institutions concerned with border matters between
Mexico and the United States will have been promoted for the control and
prevention of the spread of HIV/AIDS and other sexually transmitted diseases
(STD).

5. Participation of the governmental agencies and the NGOs on both sides of the
border will have been promoted in the prescription of common lines of action to
strengthen technical cooperation, the dissemination of information, and the
training of leaders and investigators in the prevention and control of diarrheal
diseases, cholera, and acute respiratory infections.

FIELD OFFICE: UNITED STATES/MEXICO BORDER
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Indicators

1. During the biennium 1996-1997, at least one proposal will have been made for
the implementation of PIAS on the border through a binational action mechanism and
sent to the Nadbank and to federal environmental authorities in both countries for
evaluat ion.

1. During the biennium 1996-1997, six local binational meetings will have been
held with the appropriate authorities.

2. During the biennium 1996-1997, at least one article and one monograph will have
been prepared and disseminated on environment and development issues in the border
area.

3. During the Biennium 1996-1997, the health and environment component will have
been prepared for the Joint Evaluation Meeting.

1. During the biennium 1996-1997, the topics of the prevention and control of STD
wilt have been discussed by the members of USMBHA, COBINAS, and the governmental
organizations of both countries es part of a binational system.

2. During the bienniun 1996-1997, the local and state border health authorities
of both countries will have shared information on, and defined the profile of,
HIV/AIDS infection and other sexually transmitted infections in at least three
pairs of sister cities.

3. During the biennium 1996-1997, the local health authorities of the U.S.-Mexico
border area witl have prescribed collaborative lines of action for the control and
prevention of STD in at least three pairs of sister cities.

1. By the end of 1997, local binational comittees will have been set up in at
least six pairs of sister cities for the prevention of diarrheal diseases,
cholera, and acute respiratory infections.

2. By the end of 1997, at least two Knowledge, Attitudes, and Practices (KAP)
research studies will have been promoted on both sides of the border on the
prevention and control of diarrheal diseases, cholera, and acute respiratory
infections.

3. By the end of 1997, leaders of governmental agencies and NGOs on both sides of
the border will have been trained in strategies for the prevention and control of
diarrheal diseases, cholera, and acute respiratory infections.

4. By the end of 1997, a network will have been formed for the exchange of
epidemiological information for the control of diarrheal diseases, cholera, and
acute respiratory infections on the U.S.-Mexico border.
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ObJectives

6. Cases of tuberculosis in the area of El Paso, Texas, and Ciudad Juárez,
Chihuahua, will have been detected and treated.

7. The participation of governmental and nongovernmental health institutions will
have been promoted in the design of binationel health programs aimed at- the
prevention and early detection of substance abuse.

8. Support will have been given to the efforts of border commuinities in the
control of some of the important zoonoses and other infectious diseases that
threaten human health or jeopardize agricultural and Livestock production.

9. Local and state border capabilities will have been strengthened for organizing
snd fornulating food protection progracs- and epidemiotogical surveillance systems
to combat foodborne diseases.

PROJECT 3: HEALTH PROFILES

PURPOSE

To improve the living conditions of the border population through the analysis of
health information and the implementation of prevention and control activities.
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Indicators

1. During the biennium 1996-1997, at least 200 cases of tuberculosis will have
been treated in the area of Ciudad Juárez.

2. During the biennium 1996-1997, at Least six training workshops on tuberculosis
will have been conducted for health workers in El Paso, Texas, and Ciudad Juárez,
Chihuahua.

3. During the biennium 1996-1997, at least two pa~phlets will have been prepared
on tuberculosis for the general population in the border area.

4. During the biennium 1996-1997, four border workshops on tuberculosis will have
been organized.

5. During the biennium 1996-1997, an assessment will have been concluded of the
tuberculosis situation on the U.S.-Mexico border.

1. During the biennium 1996-1997, evaluation of the requirements of programs for
the-treatment and prevention of addiction will have been concluded on the
U.S.-Mexico border.

2. During the biennium 1996-1997, at least two border meetings will have been held
on addiction.

1. By the end of 1997, the people involved in public health on the U.S.-Mexico
border will have been provided with updated information on the zoonosis situation
in the border region.

1. By the end of 1997, the health departments of all the border cities
participating in a Binational Health Counci! uilL have incorporated a program for
proper food handting in their structures.

2. By the end of 1997, the health departments of all the border cities
participating in a BinationaL Health Council will have incorporated an
epidemiologicaL surveillance system on foodborne diseases.

1. By the end of 1997, binational health priorities will have been established in
at least 10 pairs of sister cities.

2. The exchange and analysis of health information wilt have been systematized in
the 12 pairs of sister cities and in the 10 border states.



Oblectives

EXPECTED RESULTS

1. Community participation will have been promoted in the analysis of information
and trends regarding the health situation on the border between the United States
and Mexico.

2. The health profiles of the sister comnunities on the U.S.-Mexico border will
have been updated.

Indicators

1. During the biennium 1996-1997, Local and state border health authorities will
have shareddemographic, socioeconomic, and health information on health profiles.

1. During the biennium 1996-1997, the Local, state, and federal authorities of
both governments will have outlined the contents of two new chapters for Health
Profiles of the Sister Communities on the U.S.-Mexico Border.

2. During the biennium 1996-1997, a databank on basic sanitation and environmental
quality will be available for each of the sister cities for the planning and
development of binational projects and programs.

3. During the biennium 1996-1997, at least one new issue of Health Profiles of the
Sister Coammunities will have been produced, published, and distributed.

3. The local and state capability of the health authorities of the U.S.-Nexico
border area will have been strengthened to permit an adequate response to
epidemiological risks through the promotion of epidemiology as a decision-making
tool.

4. Comuniity participation will have been promoted in health situation and trend
analysis on the border between Mexico and the United States to support improvement
of the living conditions of the border population.

PROJECT 4: PUBUCATIONS

PURPOSE

To collect and disseminate scientific and technical information in the field of
health to strengthen the technical capabilities of health, research, and
educational institutions on the border between the United States and Mexico.

1. During the bienniun 1996-1997, the epidemiological skills of local and state
health personnel will have been developed through the holding of at least four
courses/seminars along the border.

2. During the biennium 1996-1997, at least five binational meetings will have been
held on the substantive areas of epidemiology, environmental health, addiction,
and local health systems.

1. During the-bienniun 1996-1997, health topics will have been discussed by the
members of-USMBHA, COBINAS, and the governmental organizations of both countries
as part of a binational plan.

2. During the biemium 1996-1997, at the very least, the Local and state
authorities of Chihuahua, New Mexico, and Texas will be sharing information for
international epidemiological surveillance through an electronic computerized
information network (EPI-Net).

1. By the end of 1997, the Boletin Epidemioló¢ico Fronterizo will have been
distributed to all border health authorities, and Noticias/News and Border Health
to alt members of USMBHA.

2. By the end of 1997, PAHO/WHO scientific and technical material will have been
distributed to all border health authorities.
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obiectives

EXPECTED RESULTS

1. The diaseination of health informatlon generated by health workers nd border
Investigators wilt have been promoted.

1. During the biennium 1996-1997, 8 issues of Border Health, 12 of the Boletfn
Epidemiolóaico Fronterizo. and 8 of Noticias/News will have been produced,
published, and distributed.

2. During the biennium 1996-1997, the various scientific and technical
publications produced by PAHO and WHO will have been distributed to the members
of USMBHA.

3. During the biennium 1996-1997, at least six special health reports on the
U.S.-Mexico border will have been produced, published, and distributed.

4. During the bienniun 1996-1997, three special technical docunents will have been
prepared on the situation of alcohol, tobacco, and other drugs, in addition to
diabetes and violence, on the U.S.-Mexico border.

5. Health promotion material provided by PAHO and WHO headquarters will have been
distributed to the health authorities on the U.S.-Mexico border.

Indicators
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAM CLASSIFICATION

II. HEALTH IN HUMAN DEVELOPMENT
...........................

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT

CPS

HST

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
............................ mmmmmmmmmmm

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

IV. HEALTH PROMOTION AND PROTECTION
8 m mD , , ,; , s S D zn =ma

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING WCH

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION HED

1994-19S

AMOUNT

1,189,200
.... ,.,.= =~

904,100

904,100

285,100

285,100

44 100
...........

44,100

44,100

61,200

61,200

61,200

O

95 1996-1997

% OF % OF
TOTAL AMOUNT TOTAL
_ _ _ _ _ - - - - - - - - - - - - - - - -

84.4

64.2

64.2

20.2

20.2

3.1
.....

3.1

3.1

4.3

4.3

4.3

1,226,000

964.500

964,500

261,500

261,500

O

m137mm300

o

O

0

_ 137.300

137,300

1998-1999

% OF
AMOUNT TOTAL

80.0 1,347,500
*... = ..... =... =5

62.9

62.9

17.1

17.1

1,057,600

1.057.600

289,900

289,900

0

0- 0

_ O

9.0
i====

157.100
= == = = ==

_ _ _ __- _ _ _ _ _ _0

- ~o0

9.0

9.0

157,100

157,100

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
m. .mmm lmm..............................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

CWS
ERA

45 200
mmma~mmmmmm

45,200

45,200O

9.3

9.3

3.2 169,300 11.0 193.600 11.4
.ma.m .mmmmmmmmmm m.mmm .mmmmmmmmmm

3.2

3.2

169. 300

40.100
129.200

11.0

2.6
8.4

193.600

45,800
147.800

11.4

2.7
8.7
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79.3

62.2

62.2

17.1

17.1

9.3
=_= = =
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PROGRAN BUDGET - PARO AND WHO REGULAR FUNDS (CONT.)

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

..................................................................................................................

VI. DISEASE PREVENTION AND CONTROL
..............................

70,500 5.0 . 0 5 0
....... =... ..... ........... ..... ........... .....

CONTROL OF COMMUNICABLE DISEASE

OTHER COMMUNICABLE DISEASES OCD

70,500 5.0

70,500 5.0

GRAND TOTAL 1 410,200 100.0 1,532,600 100.0 1,698,200 100.0
=.=.....== . . . . ... == .. . . . . ... = . .. s = ...... -===

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - _ _ - _

IV. HEALTH PROMOTION AND PROTECTION
mm mmm ~m m mmmm 1m ~mmm O"sgssS Sw=D

15,600 100.0 0 0 -
a s a a s 5- =. - .. . . = -- - --- = - = = = = --- =,=, , ,_=, ========_

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING WCH

15,600 100.0 0

15.600 100.0 0

- O -0

- O -

GRAND TOTAL 15,600 100.0 0 100.0 0 100.0
.......................................... ........... ............................. ....==

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

0O -

O _

O

O -
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ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM
POSTS POSTS AMOUNT CONSULTANTS

S S

DUTY
TRAVEL

__________
FELLOWSHIPS

S

COURSES
AND

SEMINARS
_ $__ _

SUPPLIES
AND

EQUIPMENT
$

GRANTS OTHER

$ $

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WNO - WR

TOTAL
.....

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

1,027,100
383,100

1,410,200

100.0

1,187,400
345,200

1,532,600

100.0

1,320 900
377 300

1,698.200

100.0

3
1

4
......

3
1

4

3
1

4
mmmmmm

425,700
215 700

641.400
.. u ...... aa --.--

45.5

445,000
207,900

652,900
iii...........i

42.7

471 600
220,200

691.800

40.7
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1
1

2
......

1
1

2
......

1
1

2
mmmmmm

0
0

0

.0

0
0

...........

.0

o
o

o
...........

.0

28,700
o

28,700

2.0

32,900
0

32,900
..........

2.1

37,500
o

37,500

2.2

0
0

0

.0

o

O

O

.0

0

0

.0

83,900
42.200

126,100
..........

8.9

62,000
22,900

84,900

5.5

70,800
26 200

97,000

5.7

60 500
O

60,500

4.3

69.200
0

69,200

4. 5

79,200

0

79,200

4.7

132,000
o

132,000

9.4

63,800
o

63,800

4.2

73,100

73,100

4.3

296 300
125 200

421,500

29.9

514,500
114,400

628.900

41.0

508,700
130,900

719.600

42.4
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
_ _ _ _- __ __ __ __ __ __ __ __ __ __---------- ------ -_ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1994-199

AMOUNT
___________

PROGRAM CLASSIFICATION
______________________________________________________________________

II. HEALTH IN HUMAN DEVELOPMENT
.. .. s , s................

10,306,500

15 1996-1997

% OF % OF
TOTAL AMOUNT TOTAL

_ _ _ _ _ - - - - - - - - - - - - - - - -

34.5 13,494.500
. =. ...........

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

40.4 14,125,900
---, = , ,,. ........

40.6

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

PROGRAM OEVELOPMENT AND MANAGEMENT
STAFF DEVELOPMENT
EXTERNAL COORODINATION
PUBLIC INFORMATION

GPO
SOP
ECO
INF

1,730,500 5.8 2.473,900 7.4

236,900 .8 521,300 1.6
1,284,300 4.3 1.349,100 4.0
209,300 .7 216,600 .6

0 - 386 900 1.2

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS AND ETHICS
RESEARCH POLICY ANb STRATEGY DEVELOPMENT
WOMEN, HEALTH ANO DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION ANDO TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

5,445,400

HSD 1,756,700
HLE 1,305,300
RPS 2,174 900
WHD 208,500

18.3

5.9
4.4
7.3

.7

5,693.800 17.1 5,957,000

1,852.500 5.5 1.939,600
1,358,400 4.1 1,421,200
2,265,400 6.8 2,368,800

217,500 .7 . 227,400

1.463,300 4.8 1.510.600

CPS 1,212 400 4.0 1,249,300
EHA 250,900 .8 261,300

HST
H8I

TCC

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
aa.......... a.........................

1,370,900

1,370,900

296,400

296.400

7,431,500
iimmalwmair

4.6

4.6

1.0

1.0

4.5

3.7
.8

1.564.9 800

1,292,500
272.300

3,504,600 10.5 3.682,800

1,629,700 4.9 1.713.900
1,874,900 5.6 1,968.900

311,600

311,600

24.6 7,355,000
..... .......... .

.9

.9

21.8

327,500

327,500

7,633,800
mmmmmmmmmmi

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION
ORAL HEALTH

2,863,600

UAH 2.428.500
OPR 117 700
ORH 317 400

2,593,800

544,800
1,417,200
225,200
406.600

7.5

1.6
4.1

.6
1.2

17.2

5.6
4.1
6.8

.7

4.5

3.7
.8

10.5

4.9
5.6

.9

.9

21.6
.lmsmm

9.6

8.1
.4

1.1

2,743,300

2,292.500
122 300
328,500

8.3

6.9
.4

1.0

2,878.300

2,407,300
127,300
343,700

8.3

6.9
.4
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS (CONT.)
_ _ _ _ _------ ----__---__ _ _----_ ------__ _ _ _-- - ------ - - - - -_ _ _ _ _ _ _

1994-1995

A OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

PROGRAM CLASSIFICATION
......................................................................

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

4,016,500

HRH 4,016,500

ESSENTIAL DRUGS

ESSENTIAL DRUGS EDV

QUALITY OF CARE AND HEALTH TECHNOLOGV

CLINICAL, LABORATORV AND IMAGING TECHNOLOGV CLT

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH
HEALTH OF THE ELDERLY

WCH
ADH
HEE

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION AND CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH
SETTINGS FOR HEALTH PROMOTION
PROTECTION FROM VIOLENCE

HED
ADT
MNH
STP
PRV

NUTRITION, FOOD SECURITV AND SAFETY

FOOD ANO NUTRITION
FOOD SAFETY

NUT
FOS

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

203,800

203,800

347,600

347,600

2,972,800
... =,= .. ..

888.900

671,400
67.700
149.800

13.1

13.1

.7

.7

1.2

1.2

4,040,100

4,040,100

210,800

210,800

360,800

360,800

9.9 3,086,600
... = .......... =

11.8

11.8

.6

.6

1.1

1.1

9.3
,w,,.

4,161,200

4,161,200

218,700

218,700

375.600

375 600

3,240 500

2.9 1.045,200 3.1 1.106,700

2.2 743,800 2.2 792,200
.2 108,700 .3 113,300
.5 192,700 .6 201.200

1,156,200 3.9 1,223,100 3.8 1,276.700

277,300 .9 285,800 .9 298.400
169,500 .6 192,700 .6 201,200
137,800 .5 192,700 .6 201,200
571,600 1.9 427,000 1.3 445,400

0 - 124,900 .4 130,500

927,700

762. 300
165.400

996,400
.,.,..,,. -

3.1

2.5
.6

818.300

647,700
170,600

2.4

1.9
.5

857,100

680 300
176 800

3.3 1,053,800 3.2 1,094,400
..... ..... ..... ..... .... .....

11.6

11.6

.6

.6

1.1

9.4

3.2

2.3
.3
.6

3.8

.9

.6

.6
1.3

.4

2.4

1.9
.5

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
MANAGEMENT OF SOLID WASTE AND HOUSING HYGIENE
CHEMICAL SAFETY
WORKERS' HEALTH

MULTICOUNTRY PROGRAMS (MCP: REGIONAL)

CWS
ERA
MWH
PCS
OCH

996,400

317,900
373,400
87,500

2 17600

3.3

1.1
1.2

.3

.7

1,053,800

297, 100
333 700
133,300
63,100

226,600

3.2

.9
1.0
.4
.2
.7

1,094,400

304,700
348, 600
138,400

66 400
236 300

3.2
.= ==

3.2

.9
1.0

.4
.2
.7

899



MULTICOUNTRY PROGRAMS (<CP: REGIONAL)

_ _ _ _ _ __-------------------------_ _ __-------------______ _________________-- -- -POR ______ ______ ______ _____
PROGRAM BUOGET - PAHO AND WHO REGULAR FUNOS (CONT.)

___---_________________________-__----____________-------------------------------___

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

1996-1997 1998-1!

% OF
AMOUNT TOTAL AMOUNT

_ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - _

VI. DISEASE PREVENTION AND CONTROL
, --~~~m

8,288,600 27.7 8,421,200
nnnnn rim

25.3 8.830,100 25.2
=-á=* ...==. .. ... i

CONTROL OF COMMUNICABLE DISEASE
___________----------------____

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTED DISEASES
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
RESEARCH IN TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

CONTROL OF NONCOMMUNICABLE DISEASES
OTHER NONCOMUNICABLE DISEASES-----------------------------------

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

VID
ARI
CDD
GPA
STD
TUB
CTD
TDR
OCD
LEP

NCO

FMD
ZNS

6,671,800 22.3 6,476,500 19.5 6,847,200 19.6

1.012,100 3.4 1,079,800 3.2 1,142,000 3.3
198,100 .7 414,000 1.2 430,000 1.2
773,700 2.6 396,900 1.2 415,100 1.2
282,600 .9 292,200 .9 303,000 .9
50,700 .2 51,300 .2 52,200 .1
372,000 1.2 421,200 1.3 448 800 1.3

3,263,700 10.9 3,294.200 9.9 3,502,100 10.0
255,000 .9 47,100 .1 49 000 .1
181,000 .6 187,800 .6 195,100 .6
282,900 .9 292,000 .9 309,900 .9

120,000

120.000

1,496,800

501 000
995,800

.4

.4

5.0

1.7
3.3

376,300

376.300

1,568,400

496,900
1,071,500

1.1

1.1

4.7

1.5
3.2

394,000

394.000

1,588,900

528 500
1.060 400

1.1

1.1

4.5

1.5
3.0

100.0 34,924,700 100.0D. ..... w=. 1.. 0-

g99

% OF
TOTAL

900

29,995,800
.. _...m ...

100.0 33,411.100GRAND TOTAL
rr.l..liir.



PROGRAM BUDGET - EXTRABUDGETARY FUNDS
---------- …__----…_--_--_ -- _-- _ _ _ _ -------- __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAN CLASSIFICATION
….......---…----_______-----…--_---___________________________________

II. HEALTH IN HUMAN DEVELOPMENT
...........................

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

PROGRAM DEVELOPMENT AND MANAGEMENT GPD
EXTERNAL COORDINATION ECO
PUBLIC INFORMATION INF

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS AND ETHICS
WOMEN, HEALTH AND DEVELOPMENT

HSD
HLE
WHD

1994-1995

A OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

12,075,100

470,400

100,000
299.600
70,800

662,500

421,600
30.600

210 300

27.0

1.1

.2

.7

.2

1.5

.9

.1

.5

1996-1997

AMOUNT TOT

1,683,500 18
.. = = = ==

o

o
000

O

55,000

0
0

55,000

1998-1999

F A OF
AL AMOUNT TOTAL

_ _ _ - - - - - - - - - - - - - - - -

B.5
===

207,000 6.9
,= ==

o

o

.6

.6

20.000

O

20,000

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH AND BIOMEDICAL INFORMATION

TECHNICAL COOPERATION AMONG COUNTRIES

TECHNICAL COOPERATION AMONG COUNTRIES

9,284,700

CPS 262,700
EHA 9,022.000

HST
HBI

200,500

82 000
118.500

1,457,000

TCC 1,457.000

20.7

.6
20.1

.2

.3

3.2

3.2

1,628,500

173,000
1,455,500

o

o
o

O

0

17.9

1.9
16.0

187,000

le7, 000
o

0O

O

o

~- 0O

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _

_ _ _ _ _ - - - - -_ _ _ _ _ _ _

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
.... ............--- -.-.-.--...........................-

3,550,000
mm--7_....

7.9 54,100

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASEO ON PHC

UNIVERSAL ACCESS TO HEALTH CARE UAH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

1,442.100

1,442,100

1.659.600

HRH 1,659,600

MULTICOUNTRY PROGRAMS (MCP: REGIONAL)

.7

.7

6. 2

6.2

.6
!m..--.

0
...........

3.2

3.2

3.7

3.7

o
---_--_____

54,100

54,100

O

.6

.6

0------- --

901



MULTICOUNTRY PROGRAMS (MCP: REGIONAL) 902

PROGRAn BUDGET - EXTRABUDGETARY FUNOS (CONT.)

1994-1995
__________________

PROGRAM CLASSIFICATION
…----------------------------------------…-------------.-.............

ESSENTIAL DRUGS

ESSENTIAL DRUGS EOV

QUALITY OF CARE ANO HEALTH TECHNOLOGY

CLINICAL, LABORATORY AND IMAGING TECHNOLOGY CLT

AMOUNT

397,300

397 300

51,000

51,000

X OF
TOTAL

.9

.9

.1

.1

1996-1997

% OF
AMOUNT TOTAL

0

0

0

0

1998-1999

% OF
AMOUNT TOTAL

0

_ O

- 0

- ~O0

3,447,800
m~mm ~m~rr

IV. HEALTH PROMOTION AND PROTECTION
... m...... e, e e --_e…m.-ee

7.7 779,500
srrror

8.6 0
mrr rirriml

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH ANO FAMILV PLANNING
ADOLESCENT HEALTH
HEALTH OF THE ELDERLY

HEALTHY LIFESTVLES AND MENTAL HEALTH

PREVENTION AND CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

3,353,300 7.5

WCH 3,040 800 6.8
ADH 237,600 .5
HEE 74,900 .2

ADT
MNH

NUT

37,800

25,600
12,200

56,700

56,700

1,315,200
mmmmmmmrm mi

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
mmmemmmmmmmmmafmm.mmmmmmmmmmmmmmmm.mmm..

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
WORKERS' HEALTH

CWS
ERA
OCH

.1

.1

.1

.1

3.0
.....

1,315,200 3.0

434.000 1.0
759 000 1.7
122,200 .3

779,500

779,500
O
o

o

0
0

0

231 C000...........

231,000

o

2

8.6

8.6

0

o

o

0

_ O -

- 0 -
- O -

- O -

_- O -

2.5 0 -
*._e ........... e e.....

2.5 0 -

_ 0~ -

2.5 0
o



PROGRAn BUDGET - EXTRABUDGETARY FUNOS (CONT.)
…____________________________________- -- -- --- -- -- -- -- -- -- -- -- -- -- -----------------------------------

1994-1995

PROGRAM CLASSIFICATION

VI. DISEASE PREVENTION AND CONTROL
mm. ......................mm=

1996-1997

%OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

24,605,500 54.4
m.===,. ... 8 =----

6,334,600
=,,.,,===

69.8
.=t m

1998-1999

% OF
AMOUNT TOTAL

2,818,800 93.1
.==, , == - ====

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS
SEXUALLY TRANSMITTED DISEASES
MALARIA AND OTHER TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

CONTROL OF NONCONMUNICABLE DISEASES

CANCER
OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

23.157,600 51.1 6,334,600

VID 14.437,800 31.7 3,050,400
ARI 1,466 900 3.3 1 574,700
CDO 2,759,900 6.1 1,223,900
GPA 3,408.000 7.6 0
STD 15,400 .* 0
CTD 719,100 1.6 485,600
OCD 28,300 .1 0
LEP 322,200 .7 0

CAN
NCD

FMO
ZNS

386,700

32 400
354,300

.9

.1

.8

1.061,200 2.4

520,100 1.2
541 100 1.2

O

Oo

O

o

_ _ _ _ _ _ _ _ _

GRAND TOTAL
l...........

44.993,600
...........

100.0 9.082.700
mm fm mmr~

100.0
.. ,..

3.025.800 100.0
…........... …

* LESS THAN .05 PER CENT

MULTICOUNTRY PROGRAMS (MCP: REGIONAL)

69.8

33.7
17.3
13.5

5.3

93.1

17.9
52.0
23.2

2

2,818.800

542 400
1.575,400
701,000

O
o
O
o
o
O

o

oo

o

903



MULTICOUNTRY PROGRAMS (MCP: REGIONAL)

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNOS
- - - - - - -- - - - - - - - - - -- -- - - - - - - - - - - - ~ - - - - - - - - - - - - - - - - - - - - - ~ - - - - - - - - ~ - - - - - - - - - - - - - -

SOURCE TOTAL
OF FUNHDS AMOUNT

- - - -- - - - - - - - - -

1994-1995

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

20, 951,400
9,044,400

29,995,800
..-........

100.0

22,090,300
11,320,800

33,411,100

100.0
_ _ _

22 980 200
11 944,500

34.924.700

100.0

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL FELLOWSHIPS

$S $S

8
23

31
......

9
21

30
......

9
21

30
mmmmmm

1
3

4
......

1
4

5
......

1
4

5
......

2,707.400
5,133 400

7,840,800
...........

26.1

3,209,400
5,370,800

8,580.200

25.8

3, 338 900
5,746.300

9,085,200

25.9

2,408,900
826,100

3,235,000
...........

10.8

2,692,700
1,098.000

3,790,700

11.3

2,692,700
1,098,000

3,790,700
.. 10.........

10.9

2,864,900
1,Z10,200

4.075,.100
..--..-...

13.6

3,176,000
1.371,900

4.547,900

13.6

3, 333,700
1,443 900

4,777,600

13.7

150,000

150,000

.5

o
0

0
...........

. 0

O
o

0
- - - - -

COURSES
AND

SEMINARS
__________-

4,842.600
1,016,400

5,859,000

19.5

4,985,900
1,031 .400

6,017,300

18.0
-_ - _ _ _

5,238,100
1,083,600

6 321.700

18.1

SUPPLIES
AND

EQUIPMENT
S-- -- -

1.379 400
378,300

1,757,700

5.9

1,.775.600
628.700

2,404,300

7.2

1,866 200
660,500

2,526 700

7.2

GRANTS OTHER

$ $

2.016,200
27 100

2.043,300

6.8

1,971,000
107,600

2, 078600

6.2

2,070 600
113,200

2,183,800

6.3

4,582,000
452,900

5,034,900

16.8

4.279,700
1.712,400

5,992,100
.... ==,17.9

17 9

4,440,000
1,799,000

6,239,000
.... 17.9...

904
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
-------___________________________________________________________________________________________________________------------_____

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT 2,686,300 100.0 2.500,000 100.0 2.627,300 100.0

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT 2,686,300 100.0 2.500.000 100.0 2,627,300 100.0

REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM DGP 2.686.300 100.0 2.500,000 100.0 2.627.300 100.0

GRAND TOTAL 2.686.300 100.0 2.500.000 100.0 2.627.300 100.0

m m ls----- m m----m ~ m ms---m---- ---------------------- -- -- -- -- - -- -- -- -- - -- -- -- - -- - -- --*- -** -=-S

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS______---------____________________________________________________-----------------------------------UNDS

SOURCE TOTAL
OF FUNDS AMOUNT

S

------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

S $ $

FELLOWSHIPS

$

COURSES
AND

SEMINARS
$

SUPPLIES
AND

EQUIPMENT GRANTS

$ $

O O
O o

O O

.0 .0

2,380,000
120,000

2,500.000
....-......

100.0

2, 501 300
126 000

2 627 300

100.0

o
O

O

o
O

O

....

O
0

O-mm---

0
O

O
---- mm

0

.. ..

O
O

o

.0

o
O

O

.0

- - - :-m

.O

o
o

-----------

o

.0

o
O

...........

.0

O
O

O
..........

.0

O
O

.0. 0

o
O

.0

...........

.0

o
Oo

0..........

.0

.0

O O
O O

O O

.0 .

O O
O O

O O

.O .O

REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM

1994-1995

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

2,566,300
120,000

2,686.300

100.0

O
0

0
Om m

O

o

0
mmmmmm

o
o

__--------_

0

. 0

O
o

O

.0

o

O

..........

.0
_____

o

o0

.O

OTHER

$

O

O
o

.0
_____

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

Z,566,300
120.000

2,686,300

100.0

2, 380.000
120.000

2,500,000

100.0

2.501,300
126.000

2,627.300

100.0

905
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PROGRAN BUOGET - PAHO AND WHO REGULAR FUNDS-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

PROGRAM CLASSIFICATION
______--____------_________----_____--_--_____________________________

II. HEALTH IN HUMAN DEVELOPMENT
mmmmmmmmmmmm…mmmemmmm…-mmme

1994-19Ç

AMOUNT

24.110,000

95 1996-1997

% OF % OF
TOTAL AMOUNT TOTAL
_ _ _ _ _ - - - - - - - - - - - - - - - -

53.1 22,578,900
..... ...........

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

51.2 23,884,500
- .. .. .= =. .n

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

PROGRAM DEVELOPMENT AND MANAGEMENT
PUBLIC INFORMATION

PUBLIC POLICY AND HEALTH

HEALTH IN SOCIOECONOMIC DEVELOPMENT
HEALTH LEGISLATION HUMAN RIGHTS AND ETHICS
RESEARCH POLICY AND STRATEGY DEVELOPMENT
NOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT MANAGEMENT & COORD. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

7.515.700

GPD 5.624.300
INF 1.891.400

16.6

12.4
4.2

8,043,900

6,412. 100
1 631,800

17.9

14.2
3.7

8,505,500

6,772,000
1,733.500

4,542,900 10.0 4,581,900 10.5 4,847,800

HSD 2,231,900 4.9 2,002.300 4.6 2.119,300
HLE 589.800 1.3 602,400 1.4 637,400
RPS 1,239,500 2.7 1,303 800 3.0 1,379 800
WHD 481,700 1.1 673,400 1.5 711.300

1.496.600

CPS 1.123 200
EHA 373,400

3.3

2.5
.8

1,547,200

1,166.500
380,700

3.6

2.7
.9

1,634,200

1,231.300
402,900

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH SITUATION AND TREND ASSESSMENT
HEALTH ANO BIOMEDICAL INFORMATION

10,554,800

HST 2 767 500
H8I 7.787.300

23.2

6.1
17.1

8,405,900 19.2 8,897,000

2,493 200 5.7 2,635,000
5,912,700 13.5 6,262.000

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT
. ......................................

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE
DISABILITY PREVENTION AND REHABILITATION
ORAL HEALTH

HUMAN RESOURCES FOR HEALTH

HUMAN RESOURCES FOR HEALTH

ESSENTIAL DRUGS

ESSENTIAL DRUGS

3.347,800 7.4 3,.166,900 7.2 3,348,500

UAH 2,839,000 6.3 2,650,100 6.0 2,802,700
DPR 213,900 .5 215,600 .5 227 100
ORH 294,900 .6 301.200 .7 318,700

3,921,400

HRH 3.921.400

EDV

518,600

518.600

8.6

8.6

1.1

1.1

3.794.100

3.794,100

550.300

550,300

8.6

8.6

1.3

1.3

4,024,000

4,024,000

580,800

580,800

REGIONAL PROGRAMS

51.1

17.8

14.1
3.7

10.5

4.6
1.4
3.0
1.5

3.6

2.7
.9

8,427,700
m~mmlrrmmmr

18.5
.....

8,162.700

19.2

5.7
13.5

18.6
mm.=m

8,642,300 18.7
,.=,=

7.2

6.0
.5
.7

8.7

8.7

1.3

1.3

907



REGIONAL PROGRAMS

PROGRAM BUDGET - PARO AND WHO REGULAR FUNDS (CONT.)
____________-----------------------_

1994-1995

% OF
AMOUNT TOTALPROGRAM CLASSIFICATION

.______________________

1996-1997

% OF
AMOUNT TOTAL

QUALITY OF CARE AND HEALTH TECHNOLOGY

CLINICAL, LABORATORY AND IMAGING TECHNOLOGY

IV. HEALTH PROMOTION AND PROTECTION
........ ................... -.

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES
--------------------____--__-------__________

WOMEN AND CHILD HEALTH AND FAMILY PLANNING
ADOLESCENT HEALTH
HEALTH OF THE ELDERLY

HEALTHY LIFESTYLES AND MENTAL HEALTH

HEALTH EDUCATION AND SOCIAL COMMUNICATION
PREVENTION AND CONTROL OF SUBSTANCE ABUSE
MENTAL HEALTH
SETTINGS FOR HEALTH PROMOTION

NUTRITION, FOOD SECURITY AND SAFETY
--------_---_--------_------_---___

FOOD AND NUTRITION
FOOD SAFETY

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
... ….... --... - -......= - -- …...….…

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
MANAGEMENT OF SOLID WASTE AND HOUSING HYGIENE
WORKERS' HEALTH

VI. DISEASE PREVENTION AND CONTROL
…iii…i…l.. llllllllll!_11___

CONTROL OF COMMUNICABLE DISEASE
------___----__----____-----___

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AZOS
TUBERCULOSIS
MALARIA AND OTHER TROPICAL DISEASES
RESEARCH IN TROPICAL DISEASES
OTHER COMMUNICABLE DISEASES
LEPROSY

639,900

CLT 639,900

4,056,900
,..l._B....

1,410.900

WCH 1.079,100
ADH 0
HEE 331.800

1,497.300

HED 294.900
ADT 250.800
MNH 345.000
STP 606.600

1,148,700

NUT 853,800
FOS 294.900

2,662,800

2,662,800

CWS 964.100
ERA 1,116,100
MWH 250,800
OCH 331.800

6,129,800

4,080,600

VID 1,032,000
ARI 250,800
CDD 426,000
GPA 94,200
TUB 81,000
CTD 774,200
TDR 94,200
OCD 1,247.200
LEP 81,000

1998-1999
_---_------------

AMOUNT
x OF
TOTAL

1.4

1.4

8.9

3.1

2.4

.7

3.3

.6

.6

.8
1.3

2.5

1.9
.6

5.9

5.9

2.1
2. 5

.6

.7

13.6

9.0

2.3
.6
.9
.2
.2

1.7
.2

2.7
.2

651,400

651,400

4,687,200

1,415,600

865 300
215 600
334,700

2,103,400

516,800
249,100
435,800
901 700

1,168,200

867,000
301 200

2,612,000

2,612.000

802.900
1,258,800

249 100
301, 200

5,868,500

4.187,200

1,153 100
249 100
435,800
101,100

787,100
316,700

1,058 700
85,600

1.5

1.5

10.9

3.3

2.0
.5
.8

4.9

1.2
.6

1.0
2.1

2.7

2.0
.7

6.0

6.0

1.8
2.9

.6

.7

13.3

9.5

2.6
.6

1.0
.2

1.8
.7

2.4
.2

689,000

689,000

4,955,700

1 493,400

912,600
227,100
353,700

2,227,500

545,800
262.100
461 900
957 700

1,234,800

916 100
318.700

2,759.200

2,759,200

848,500
1,329 900

262,100
318 700

6,203,000

4,430,600

1,218,800
262 100
461,900
108,200

833 300
335 300

1,119 400
91,600

1.5

1.5

10.9

3.3

2.0
.5
.8

4.9

1.2
.6

2.1

2.7

2.0
.7

6.0

6.0

1.8
2.9

.6

.7

13.3

9.5

2.6
.6

1.0
.2

1.8
.7

2.4
.2
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PROGRAn BUOGET - PAHO AND WHO REGULAR FUNOS (CONT.)

1994-1995 1996-1997 1998-1999

% OF 9R OF % OF
PROGRAN CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - ~ - - - - - - - - - - ~ - - - - - - - - - - O - - - - T O T A - - A - - - - - - T O T A L

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

ZOONOSIS

NCD

ZNS

1,158,500 2.6

1,158,500 2.6

890,700 2.0

890,700 2.0

747,300

747,300

934,000

934,000

1.7

1.7

2.1

2.1

786,300 1.7

786,300 1.7

986,100

986.100

2.1

2.1

GRANDO TOTAL 45,387,200 100.0 43,909,300 100.0 46,444.700 100.0

909
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PROGRAn BUDGET - EXTRABUDGETARY FUNDS -----------------
…_________________________________________________________________________________________________________________________________

1994-1995

PROGRAM CLASSIFICATION
______________________________________________________________________

AMOUNT
-----------

% OF
TOTAL

_____

1996-1997

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - -

II. HEALTH IN HUMAN DEVELOPMENT

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

PROGRAM DEVELOPMENT AND MANAGEMENT
PUBLIC INFORMATION

PUBLIC POLICY AND HEALTH

RESEARCH POLICY AND STRATEGY DEVELOPMENT
WOMEN, HEALTH AND DEVELOPMENT

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGNT.

DEVELOPMENT nANAGEMENT & COORO. OF COUNTRY PROGS.
EMERGENCY AND HUMANITARIAN ACTION

BIOMEDICAL AND HEALTH INFORMATION ANO TRENDS

HEALTH AND BIOMEDICAL INFORMATION

III. HEALTH SYSTEMS AND SERVICES DEVELOPMENT

ORGANIZATION/MGMT OF HEALTH SYSTEMS BASED ON PHC

UNIVERSAL ACCESS TO HEALTH CARE

IV. HEALTH PROMOTION AND PROTECTION

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN ANO CHILD HEALTH AND FAMILY PLANNING
HEALTH OF THE ELDERLY

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

3,096,000

1,006.900

GPD 673 500
INF 333,400

270,500

RPS 60,000
WHD 210 500

1,392,000

CPS 64,700
EHA 1,327.300

426,600

HBI 426.600

140,500

140,500

UAH 140,500

1,241,500

1,212,300

WCH 1,197,900
HEE 14,400

29,200
___________

33.4

10.9

7.3
3.6

2.9

.6
2.3

15.0

.7
14.3

4.6

4.6

1.5

1.5

1.5

13.4

13.1

12.9
.Z

.3

1,743,500

659,500

560,000
99,500

136,500

68,000
68,500

805,000

70 500
734,500

142,500

142,500

154,000
...........

154,000

154,000

572,000

572,000

O

o

37.7

14.2

12.1
2.1

3.0

1.5
1.5

17.4

1.5
15.9

3.1

3.1

3.3

3.3

3.3

12.4

12.4

1,095,500

715,000

607,000
108,000

150,000

75,000
75,000

76,500

76,500
0

154,000

168,000
...........

168,000

168,000

268,000
2 6 .= 0 0 =.

268,000

268,000
O

o

ONUT 29,200 .3

1998-1999
---_--_-------_

AMOUNT
--__________

% OF
TOTAL

_____

44.4

29.1

24.7
4.4

6.0

3.0
3.0

3.1

3.1

6.2

6.2

6.8

6.8

6.8

10.9

10.9

10.9

0



PROGRAn BUDGET - EXTRABUDGETARY FUNDS (CONT.)
___________________________________________________________________________________________________________________________________

1994-1995
__________________

PROGRAM CLASSIFICATION

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
........................................

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION CWS

VI. DISEASE PREVENTION AND CONTROL
..............................

AMOUNT

368,400

368,400

368,400

4,424,600
........ =..

CONTROL OF COMMUNICABLE DISEASE

VACCINE-PREVENTABLE DISEASES AND IMMUNIZATION
ACUTE RESPIRATORY INFECTIONS
DIARRHEAL DISEASES
AIDS

CONTROL OF NONCOMMUNICABLE DISEASES

OTHER NONCOMMUNICABLE DISEASES

4,102,600 44.2

VID 1,956,800 21.1
ARI 86,700 .9
CDD 266 100 2.9
GPA 1.793,000 19.3

NCD

VETERINARY PUBLIC HEALTH

ZOONOSIS

GRAND TOTAL
mmmmmmmmmmm

ZNS

150,000

150,000

172,000

172,000

9,271,000

1.6

1.6

1.9

1.9

100.0
. g"z.

% OF
TOTAL
_____

1996-1997 1998-1999

% OF % OF
AMOUNT TOTAL AMOUNT TOTAL

................................- -

4.0 203,500
..... .... =... " ,-===

4.0

4.0

203,500

203,500

47.7 1,957.600
--.=.

1,773,600

1,493,400
O

280,200

0

O

184,000

184,000

4,630,600

4.4

4.4

4.4

42.2

38.2

32.1

6.1

220,500

220,500

220,500

712,700

514,200

234,000

280,200

0

- ~~~o

4.0

4.0

100.0
mmmmn

198,500

198,500

2,464,700
.._ ........

911
REGIONAL PROGRAMS

8.9

8.9

8.9

29.0

20.9

9.5

11.4

8.1

8.1

100.0



ALLOCATIO 8VY OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNOS
-------__ __ _ __ _ ___ --------- _------------- 

--- _____________--

----- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS
…__ _ _ _ _ _ _ …

S S S

DUTV
TRAVEL FELLOWSHIPS

S

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $
GRANTS OTHER

$ S

1994-1995

PAHO - PR 29,101 600
WHO - WR 16,285,600

TOTAL 45,387.200

% OF TOTAL 100.0

87
49

136
mmmmmm

85
47

132
......

26 649,800
14.910,900

41 560 700

91.6

9,500
-----------

9.500

.0
_____

249 900
16 500

266,400

.6
_____

0

...........

.0

28,101,000 84
15,808,300 51

43,909,300 135
........... ......

100.0

29 ,726 800 84
16,717,900 51

46,444,700 135
…mmmmmmmmmm mmmmmm

84
43

127
......

84
43

127
mmmmmm

26 623,800
15,178,100

41,801,900
...........

95.3

28,175 200
16,055,800

44,231,000
mmmmmm.mmmm

100.0 95.3

0
0

__----_----

0
...........

.0

O
0

-----------

.O

18,300

18,300
_.........

. 0

_2_600

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

1 560 000
249,300

1,809.300

4.0
_7900

o

O

. 0
_____

641,900
1,081,100

1,723,000
...........

3.8
3 .000

52,600

52 600
..........

.1

55,200
0O

55,200

.1

O
O

0...........

.0

0

.0

52, 600

52,600

.1

55,200
0

55,200

.1

979,000
o

979,000

2.2

1,028,400

1,028,400

2.2

o
O

0
... m....m.

0
0

0
..........

. 0

393,000
630 200

1,023,200

2.3

412,800
662,100

1,074,900

2.3
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
___________________________________________________________________________________________________--------------------------------

1994-1995

% OF
PROGRAn CLASSIFICATION AMOUNT TOTAL

1996-1997

X OF
AMOUNT TOTAL

II. HEALTH IN HUMAN DEVELOPMENT
...........................

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH AND BIOMEDICAL INFORMATION

IV. HEALTH PROMOTION AND PROTECTION
...............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION
FOOD SAFETY

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
..... m..........____m...............__._

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
MANAGEMENT OF SOLID WASTE AND HOUSING HYGIENE

VI. DISEASE PREVENTION AND CONTROL
m....m-...-.....-...u.........

CONTROL OF COMMUNICABLE DISEASE
-----__----____------_---_----_

OTHER COMMUNICABLE DISEASES

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

GRAND TOTAL
u..-u.....u

1,162,800

1,162,800

H8I 1.162,800

8,765,800

1,714,100

WCH 1,714,100

7,051, 700

NUT 5,621.600
FOS 1,430,100

5,458,900

5,458.900

CWS 2,360,100
ERA 2,855,300
MWH 243,500

11.530,500
...........

1,294,800

OCD 1.294,800

10,235,700

FMD 7.840,700
ZNS 2,395,000

26,918,000

4.3 1,296,500
4.3 ..... 96500

4.3 1,296,500

4.3 1,296,500

32.6 10,338,800
6.4 2,062,200

6.4 2,062,200

6.4 2,062,200

26.2 8,276,600

20.9 6,244,100
5.3 2,032,500

20.3 5,799,400

20.3 5.799,400

8.8 2,470,400
10.6 3,068,600

.9 260,400

42.8 11.820,800
4.8 1,394,800...........

4.8 1,394,800

4.8 1,394,800

38.0 10,426,000

29.1 8,257.400
8.9 2,168,600

100.0 29,255,500
... ....... ...........

4.4 1,455,600

4.4.... 1.,455.600

4.4 1,455,600

35.2 11,465,900
7. 0 2,290,300.=

7.0 2.290,300

7.0 2,290,3C0

28.2 9,175,600

21.3 6,955,200
6.9 2,220,400

19.8 6,365,100

19.8 6.365,100

8.4 2,741,900
10.5 3,344,900

.9 278.300

40.6 13.308,200
..... ...........

4.8 1,506.700

4.8 1.506.700

35.8 11,801,500

28.4 9,461,400
7.4 2.340,100

100.0 32.594.800
..... ...........

CENTERS

1998-1999

AMOUNT
___________

% OF
TOTAL

4.5

4.5

4.5

35.1

7.0

7.0

28.1

21.3
6.8

19.6

19.6

8.4
10.3

.9

40.8

4.6

4.6

36.2

29.0
7.2

100.0

913



CENTERS 914

_____ _____-- ___ ____---____________________-___ _ _ _- ___--- _ ROA----_- _ _ _ _ _-- _________ _--- _- ---- __---------
PROGRAM BUDGET - EXTRABUDGETARY FUNDS

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ -- - --- -_ - _ _ _ _ _ _ _ _ _ _

1994-1995 1996-1997 1998-1999
__________________

PROGRAM CLASSIFICATION
_______________________________________________________

% OF % OF
AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - -

II. HEALTH IN HUMAN DEVELOPMENT

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH AND BIOMEDICAL INFORMATION

IV. HEALTH PROMOTION AND PROTECTION
.m ............................

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

NUTRITION,. FOOD SECURITY ANO SAFETY

FOOD AND NUTRITION
FOOD SAFETY

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

VI. DISEASE PREVENTION ANO CONTROL
..............................

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES
AIDS
OTHER COMMUNICABLE DISEASES
LEPROSY

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE
ZOONOSIS

GRAND TOTAL
.a..... M..

2,057,900
...........

2,057,900

HBI 2,057,900

18,508,500
...........

1,172.400

WCH 1,172,400

17,336,100

NUT 15 356 900
FOS 1,979,200

2,890,900
...........

2,890,900

CWS 693 500
ERA 2,197,400

17,774,700

8,.187,100

CDD 262,000
GPA 1,750,700
OCD 6.143,700
LEP 30,700

9,587.600

FMD 7,396,300
ZNS 2191,300

41.232,000
mmmmmmllmmm

5.0

5.0

5.0

45.0
.....

2.8

2.8

42.2

37.4
4.8

7.0

7.0

1.7
5.3

43.0
.....

19.8

.6
4.2

14.9
.1

23.2

17.9
5.3

100.0
.....

900,000

900,000

900,000

17,660.000

200,000

200,000

17,460,000

14 880,000
2,580,000

2,114,400

2,114,400

523.000
1,591,400

13,451,100

5,028,000

0
o

5,028.000
o

8,423,100

6,923,000
1.500,100

34.125,500
..... = ........ ,t,

2.6 900,000
m~umm =mum===as==

2.6 900,000

2.6 900.000

51.8 17,938,000

.6 200,000

.6 200,000

51.2 17.738,000

43.6 14,900,000
7.6 2.838,000

6.2 1,743,100

6.2 1.743,100

1.5 561,300
4.7 1,181,800

39.4 13,051,500

14.7 4,236.500

0
0O

14.7 4.236.500
0O

24.7 8,815,000

20.3 6,923,000
4.4 1,892,000

100.0 33,632,600
a = = = i

AMOUNT
--__________

% OF
TOTAL

2.7

2.7

2.7

53.3

.6

.6

52.7

44.3
8.4

5.2

5.2

1.7
3.5

38.8

12.6

12.6

26.2

20.6
5.6

100.0



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
--------------------------- ------ -

---.--- PERSONNEL--------SOURCE TOTAL PROF. LOCAL SHORT-TERM OUTY
OF FUNDS AMOUNT POSTS POSTS AnOUNT CONSULTANTS TRAVEL

............ $ . ........... .....i.....
FELLOWSHIPS
___________

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT.....-- -----.....-...

23,045.600
3,872 400

26,918.000

100.0
_____

24,510,700
4,744,800

29,255.500
.. 1....00..

100. 0
_ _ _

27,345.900
5,248,900

32,594,800

100.0

51

60
......

66
6

72
mmmmmm

51

60
......

51

60
mlmmmm

49
6

55
..mmlm

49
6

17,439,100
2,639,300

20,078,400
74...........

74 7

324,900
89,300

414,200

1.5
_____

18,738,700 268,100
2,850,200 116,100

21,588,900 384,200
.. 73........ . ........

73.7 1.3
_ _ _ _ _ - - - - -

20,843 ,00
3,098,600

23 941 600

73.4
_ _ _ _ _

268,100
116,100

384,200
1...........

1.2

CENTERS

1994-1995

PAHO - PR
WHO - WR

TOTAL
... OF OTAL

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.. O TOTAL

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
... OF TOTAL

X OF TOTAL

GRANTS
_ _ _ _ _

OTHER
_ _ _ _ _ _ _ _ _ _

1,013.400
149,500

1,162,900

4.3
_____

1,201,400
140.300

1. 341 700._...4.6..

4.6
_____

1,374.700
160,300

1,535,000

4.7

220,000

220,000
...........

.8
_____

431,600

431.600

1.5
_____

431,600

........... 431.600

1.3

587,600
5,700

593,300

2.2
_ _ _

670, 100
21,400

691, 500

2.4
_____

767 000
24,500

791 500

2.4

892.000
125.900

1,017.900

3.8

846,200
252,600

1,098,800

3.8
-----~·i

967 900
288,800

1,256,700

3.9

O

.0

.0

_ _ _ _ _ _ _ _ _O

0

.0

O
O

......... o

.0

2,568.600
862,700

3,431,300
.... 12.7...

_ 2 _ 7

2,354,600
1,364,200

3,718,800

12.7
_ _ _

2,693,600
1,560,600

4,254, 200

13.1

915





LATIN AMERICAN AND CARIBBEAN CENTER ON HEALTH
SCIENCES INFORMATION (BIREME)

1. The Latin American and Caribbean Center on Health Sciences Information (BIREME)
is located in Sao Paulo, Brazil. BIREME carries out its activities under the
direction of the division of Health and Development (HDP) and within the Strategic
Orientations and Program Priorities of the Pan American Health Organization.

2. The objectives of BIREME are: i) to coordinate and support the development of
the components in a global health information network under PAHO which includes
the specialized Pan American Centers, the documentation centers of the PAHO/WHO
Country Representative Offices, the technical programs, and the PAHO Headquarters
Library as participants; ii) to support the development and strengthening of
national scientific and technical health information systems, and the integration
of these systems into the Regional Health Information Network of PAHO/BIREME,
emphasizing their use for effective decision-making by health services personnel,
researchers, and academics; iii) to promote the revision of policies on scientific
and technical information in health sciences to take into account the current
situation of health services, research, and education, as well as the influence

of computer and telecommunications technology on the development of information
systems, and on the training needs of the personnel involved in this process; iv)
to promote training opportunities for users and technicians who work with national
scientific and technical health information systems so that it will be possible
to meet the growing demand for information among health professionals which is the
result of the changing situation and new trends with which they must deal; v) to
promote participation by educationaL and scientific development institutions
(national scientific and technological research councils; e.g., CONICIT) in
providing guidance and support for any changes considered necessary in the area
of scientific and technical health information; and vi) to support the development
of health Leadership by distributing relevant scientific and technical information
through educational institutions, health services, and research establishments.

3. The areas of responsibility of BIREME include scientific and technical
information, development of information systems, medical information science, and
development of multimedia technology.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
------------------------------_---------

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…_ . ................... . .. . . . . . . . . . . . . -- - - - -- - -- - - - - -- - - - - -- --

II. HEALTH IN HUMAN DEVELOPMENT
._ ... mmmmmmmmmm..........

1,162,800 100.0 1,296,500 100.0 1,455,600 100.0
.mm ..mm m~=m .... .. . . . . .. . . . . .m

BIOMEDICAL AND HEALTH INFORMATION ANDO TRENDS

HEALTH AND BIOMEDICAL INFORMATION

1,162,800 100.0

HBI 1,162,800 100.0

1,296,500 100.0

1.296,500 100.0

1,455,600 100.0

1,455.600 100.0

GRANO TOTAL 1,162,800 100.0 1,296,500 100.0 1 455,600 100.0
asan...... .......... .-- :-'............................... .......

____________________________ _---_______----- __- ---------- __ ------ ---------- _______________________

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

--------------------------------------- - - -- -

2,057,900 100.0 900,000 100.0 900,000 100.0
= = . . = = ... == = ==== =====

II. HEALTH IN HUMAN DEVELOPMENT

BIOMEDICAL AND HEALTH INFORMATION AND TRENDS

HEALTH AND BIOMEDICAL INFORMATION HBI

2,057,900

2,057,900

100.0 900,000

100.0 900,000

100.0 900,000

100.0 900.000

GRAND TOTAL 2,057,900 100.0 900,000 100.0 900,000 100.0

m _------------------------------
-~~~~~~~~~~~~~~~~~m m m m m m ~ m m m m m a

100.0

100.0
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERM DUTV

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL
_ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

1994-1995

PAHO - PR

TOTAL
.....

X OF TOTAL

1996-1997

PAHO - PR

TOTAL
.... _

X OF TOTAL

1998-1999

PAHO - PR

TOTAL

# OF TOTAL

1,162,800

1,.162,800
...........

100.0

1,296,500

1,296,5001,296, 5m00

100.0

1,455,600

1,455,600

100.0

5

5

5

5

5

5

5

0

oO
..---.

0

0

o

0~ri

.. ..

953,400

953,400
...........

82.1

1,057,000

1,057,000
...........

81.5

1,181,500

1,181,500

81.2

o

0
...........

.0

O

o
...........

.O

0

............

.0

67,900

67,900

5.8

77,700

77.700
..mmmmm...

6.0

88,900

88,900

6.1

FELLOWSHIPS

S

0

o

.0

0

o

.0

0

.0

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

66,700

66,700

5.7

76,300

76,300

5.9

87,400

87,400

6.0

0

O
......... m

.0

O

O

.0

.0

GRANTS OTHER

$ S

O

0

.0

0

0

.0

.0

74,800

74,800

6.4

85,500

85,500
mmm...:...m

6.6

97,800

97,800

6.7
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CARIBBEAN EPIDEMIOLOGY CENTER (CAREC)

1. The Caribbean Epidemiotogy Center (CAREC) is located in Port-of-Spain,
Trinidad. CAREC carries out its activities under the direction of the Division
of Communicable Disease Prevention and Control (HPC) and within the Strategic
Orientations and Program Priorities of the Pan American Health Organization.

2. The major areas of work at CAREC for the biennium 1994-1995 are as follows:
In Administration Division, complete the strategic planning process; update
personnel norms, policies and plans; put cost recovery activities into operation;
implement efficient program monitoring; renew the physical plant as resources
permit; and revise the multilateral and bilateral agreements.

3. In Epidemiology Division, upgrade surveillance activities at CAREC and in CAREC
Member Countries; insure emergency response capacity for disasters and disease
outbreaks; pursue specific control of nosocomial infections, diarrheal disease and
EPI diseases consistent with regional mandates; implement epidemiology training
initiatives in Member Countries; develop health economics capacity related to
diseases of importance in the Caribbean; promote health situation analysis
capacity at the Center and in the countries; and continue existing chronic and
infectious disease studies.

4. In Laboratory Division, maintain and expand proficiency testing in support of
national laboratories; establish biosafety expertise to promote safe laboratory
practices; install the Public Health Laboratory Information System and the
Laboratory Isolate Tracking System in CAREC and participating countries; fully
implement the Immunology Section; and develop specialized work in microbiology of
enteric diseases, leptospirosis, mycobacteria and vector control.

5. In Leprosy Control Coordination, develop efficient coordination of financial
and technical support; implement leprosy eradication as a CCH and PAHO goal; and
continue emphasis of national programs on sound management and multidrug therapy.

6. In the Special Program on Sexually Transmitted Disease, promote fu[l
implementation of Guidelines for CLinical Management in Member Countries; actively
support use of Guidelines for Counselling; enhance surveillance of HIV infection,
AIDS and other sexually transmitted diseases; strengthen national taboratory
capacity for testing and confirmation of HIV and diagnosis of opportunistic
infections; increase involvement of NGOs; support school-based education
initiatives; and promote interventions targeted to high-risk groups.

7. During the biennium 1995-1996, on-line planning and budgeting information
systems will be fully operational to facilitate optimal use by program managers.
Surveillance will include periodic reviews and evaluation in Member Countries.
Health situation analysis and chronic disease epidemiology wilt be we[L-
established activities at the Center. Epidemiology training wilt be restored as
a major function. Computer-based and linked laboratory information systems wiLl
be extended to all Member Countries. CAREC's laboratories will play primarily a
referral and support function, emphasizing proficiency testing, biosafety,
training, research and development. There wittll be improved clinical and
laboratory capacity in HIV/AIDS and sexually transmitted diseases. The Center
will work more closely with NGOs. Social and behavioral science expertise at
CAREC will have been secured and expanded to disease problems other than HIV/AIDS
and STDs.
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------------------------------------------------- _______________

PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL
PROGRAM-CLASSIF---ICATIOH------------------- ----------------- ---------------- ----------------

VI. DISEASE PREVENTION AND CONTROL 1.294.800 100.0 1.394,800 100.0 1,506.700 100.0

CONTROL OF COMMUNICABLE DISEASE 1,294,800 100.0 1,394.800 100.0 1.506.700 100.0

OTHER COMMUNICABLE DISEASES OCD 1.294.800 100.0 1.394.800 100.0 1,506.700 100.0

GRANO TOTAL 1.294,800 100.0 1,394,800 100.0 1,506,700 100.0
.......................... ........... .................-- --

PROGRAM BUDGET - EXTRABUDGETARYV FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

--------------------------------_---------__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ -- -------- - ----- ----------- ----- ___________ _____

"s =Xs==WsS "s NW= = = ====== ==== =s== -.............................. ==.=== = ... = = =-= =
VI. DISEASE PREVENTION AND CONTROL 7,925,100 100.0 5,028.000 100.0 4.236,500 100.0

CONTROL OF COMMUNICABLE DISEASE 7,925,100 100.0 5,028,000 100.0 4,236,500 100.0

AIDS GPA 1,750,700 22.1 0 - 0 -
OTHER COMnUNICABLE DISEASES OCD 6,143,700 77.5 5,028,000 100.0 4,236,500 100.0

GRANO TOTAL 7.925.100 100.0 5.028.000 100.0 4,236,500 100.0
LEP RO S - ___

-~~~~~~~~~~~~~~~~~~E 070.



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS

….----- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

SHORT-TERM
CONSULTANTS

DUTY
TRAVEL FELLOWSHIPS

$ $

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

S $

O

O
...........

.0

0

0
...........

_ _ _

o

0

129,700 0

129,700 0
.......... ...........

10.0 .0

149,300 0

.......... ...........
149.300 0

10.7 .0

171,000

171,000

.0 11.3

O

0
...........

. O

O

o
..........

.0

,..... . 0..

.0

o_

.O

54,700

54,700
,.........

4.2

61,800

61,800

4.4

70,700

70,700
..........

4.7

0

.0

o. O

..........

- - - - _

o

.0. O

67,100

67,100

5.2

76,700

76,700

5.5
- - - - _

87 600

87 600

5.8
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5

5

_ mmm

5$· i I

1994-1995

PAHO - PR

TOTAL

X OF TOTAL

1996-1997

PAHO - PR

TOTAL

X OF TOTAL

1998-1999

PAHO - PR

TOTAL

X OF TOTAL

O

o

0
mmmm

1,.043.300

1,043,300
...........

80.6

107 , 000

1,107,000

79.4

1,294,800

1,294,800
...........

100.0

1,394,800

1,394,800

100.0
_____

1,506,700

1,506,700

100.0

5

5
-mm-mm

0

0
mmmmmm

1,177,400

1,177,400

78.2





PAN AMERICAN CENTER FOR SANITARY ENGINEERING AND
ENVIRONMENTAL SCIENCES (CEPIS)

1. The Pan American Center for Sanitary Engineering and Environmental Sciences
(CEPIS) is located in Lima, Peru. The activities that CEPIS will carry out, under
the direction of the Division of Health and Environment (HEP) of PAHO/WHO, are
related to those areas of specialization that have a direct or indirect impact on
health. Priority will be given to inplementation of the Organization's Regional
Plan for Investment in the Envirorment and Health, which will contribute to: i)
Reform of systems, institutions, and services for envirornmental protection and
control; ii) Decentratlization and community participation processes, with
identification and promotion of private sector support for the delivery of
sanitation services; iii) Strengthening of operating efficiency in systems,
institutions, and services; iv) Promotion of the use of appropriate technologies
to expand and rehabilitate sanitation services; and v) Improvement of information
systems.

2. The principal areas of work of the Center are described in the following
paragraphs:

3. Control of environmental health hazards: Institutional capacity will be
strengthened with a view to decreasing environmental hazards caused by pollution
through the dissemination of methodologies developed by the Center for rapid
classification and assessment of environmental situations related to: i)
management and control of hazardous waste; ii) reduction of polluting industrial
waste; and iii) control of biological and organic contamination of surface and

ground water. Efforts will also be made to promote the establishment of a
Regional Laboratory network for training and investigation of methodologies, as
well as for implementation of effective analytical programs. There will also be
collaboration in the improvement of capabilities to perform chemical and
microbiological analysis.

4. Public water supply and sanitation services: Efforts will be made to enhance
drinking water production capacity in the countries of the Region, and to develop
broader goals for improving potable water quality by: i) optimizing production
centers through the use of appropriate technological solutions for water
treatment; ii) increasing wastewater treatment coverage; iii) launching the Pan
American network for correct environmental waste management; iv) improving the
infrastructure of the national networks in REPIDISCA; and v) using computer
programs to produce training modules.

5. Solid waste and sanitary housing: Efforts will be made to improve the
efficiency of services for the collection, transport, treatment, and final
disposal of urban solid waste, as well as sanitary conditions and protection
against occupational risks, through: i) formulation and execution of management
plans for urban sanitation and public cleaning; ii) development of new
nonconventional technologies that can be used with community participation; and
iii) provision of instruments for efficient management of hospital waste.
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PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…...........................................................

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT
MANAGEMENT OF SOLID WASTE ANO HOUSING HYGIENE

3,563,800 100.0 3,637,000 100.0 4,001,600 100.0

3,563,800 100.0 3.637.000 100.0 4.001.600 100.0

CWS 2.360,100 66.3 2.470,400 67.9 2,741,900 68.5
ERA 960,200 26.9 906Z200 24.9 981,400 24.5
MWH 243,500 6.8 260,400 7.2 278,300 7.0

GRAND TOTAL 3,563,800 100.0 3,637,000 100.0 4,001,600 10C.
........... ........... .. * .......... , ..... ,:,,',,.....

PROGRAN BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

PROGRA CLASSIFICATION AMOUNT OF OF OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL….....................................................................................................................

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
iImmmImI.....mm...IIIImmDPPI==sIIm.I=mm

ENVIRONMENTAL HEALTH

WATER SUPPLY AND SANITATION
ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

1,031,300 100.0 1,033,200 100.0 561,300 100.0
=-===== ===== = = === ===== ==== ==-===

cws
ERA

1,031,300 100.0

693,500 67.2
337,800 32.8

1,033,200

523,000
510,200

100.0

50.6
49.4

561,300

561,300
o

100.0

100.0

GRAND TOTAL 1,031,300 100.0 1,033,200 100.0 561 300 100.0
-~~~~~~~~~~~~~~~~~~~~~~~~~i i



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
_______________________________________________________________________________________________________________________________----

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

$ $

SHORT-TERM DUTY
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$ $

FELLOWSHIPS
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$ $
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$ $
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o

o
...........
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.0

o
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. O

. O

O
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o
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o
O

O

..........
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_ _ _ _ _ _

8Ss9 X"»

0 12.6
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1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.... OF TOTAL

X OF TOTAL

2 026 100
1,537,700

3.563,800
...........

100.0

2, 067 800
1,569 200

3,637,000
...........

100.0

2,257,000
1.744,600

4,001,600

100. O

6
3

9

6
3

9
......

6
3

9

9
6

15
......

9
6

15
......

9
6

15
mmmmmm

2 024 800
1,108,500

3,133,300
...........

87.9

2,037,000
1.107.200

3,144,200
...........

86.5

2,221 700
1,216,300

3,438,000

85.9

1,300
383 900

385,200
...........

10.8

1,400
439,400

440,800

12.1

1,500
502,600

504.100
...........
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CARIBBEAN FOOD AND NUTRITION INSTITUTE (CFNI)

1. The Caribbean Food and Nutrition Institute (CFNI), as part of the PAHO's
program technical cooperation in Food and Nutrition, collaborates with the
Caribbean governments to improve the nutritional status of their populations.

2. The program strategy employed by CFNI remains consistent with its mission
statement and general objective: "To collaborate with member governments in their
efforts to achieve a Level of nutritional well-being and adequate food security
through the identification, adaptation, development, implementation and evaluation
of appropriate programs which will permit the promotion, establishment and
maintenance of an optimal nutritional status for the whole population consonant
with the Primary Health Care Strategy."

3. In most of the Caribbean countries, the nutrition problems of highest
significance have to do with chronic non-communicable nutrition related diseases
such as obesity, diabetes, hypertension, coronary heart disease and some cancers.
ALthough the CARICOM strategy emphasizes these concerns, undernutrition evidence
shows that problems persist especially in Guyana and Jamaica. Iron deficiency
anemia inmost countries, particularly among the physiologically vulnerable groups
such as pregnant and lactating women and young children are also present.

4. The strategy of CFNI, therefore, addresses the total nutritional continuum from
undernutrition in young children, micro-nutrient (iron) deficiencies, particularly
in the more vulnerable groups (pregnant and nursing women and chi Idren) to persons
who are currently in nutrition equilibrium but who are at risk because of the
dynamism of the nutrition environment and adults exposed to the risk of non-
communicable diseases and nutrition-related cancers.

5. To meet PAHO's priorities, two program areas were established: Nutrition,
Promotion and Protection and Food Availability and Consumption. The focus of
activities to be carried out during the next five years are presented in the
following paragraphs.

6. Nutrition promotion and protection: In keeping with its surveillance
objectives, the Institute will continue to mobilize the assistance of Nutrition
Coordinators in gathering and improving data at the Level of primary care.
Emphasis will remain on the implementation of school interventions such as
"Projects Lifestyle" ongoing in Jamaica. The First Caribbean Conference on health
that will facilitate the coordination of efforts of the different sectors,
institutions, and groups, to develop specific action-oriented programs on health
promotion and Life-style changes.

7. Food availability and consumption: CFNI will continue to support Member
Countries in collecting data to ascertain food access, as well as revising food
and nutrition surveillance indicators. The food access analysis and household
food consumption data is part of CFNI's work to help policy-makers assure food
accessibility to various population groups.

8. Among the most important goals of CFNI for the period under review are: that
all CARICOM countries will have developed a national food and nutrition policy as
part of their national health police and that they will have significantly reduced
health risks from food contamination and implemented measures to protect
consumers.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNOS

1994-1995 1996-1997 1998-1999

PROGRAM CLASSIFICATION AMOUNT TOAL AMOOTAL AOUNT TOTAL
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ -…- - - - - - - - - - - - - - - - -

IV. HEALTH PROMOTION AND PROTECTION
m.mlm..........................

2,159,900 100.0 2.343,200 100.0 2.546,400 100.0
.==........ ..... =s...=.= =- = .= . ...... ==, ==--

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION

2,159.900 100.0

NUT 2,159,900 100.0

2,343,200 100.0

2,343.200 100.0

2,546,400 100.0

2,546,400 100.0

GRAND TOTAL 2.159.900 100.0 2,343,200 100.0 2,546,400 100.0

----------------------------------------_____-----------------------------------------------___________________________

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

IV. HEALTH PROMOTION AND PROTECTION
...............................

1,111,100 100.0 680,000 100.0 700,000 100.0
======== ==== ==== ========== =====

NUTRITION, FOOD SECURITY AND SAFETY

FOOD AND NUTRITION NUT

1,111,100 100.0

1,111,100 100.0

680,000 100.0

680,000 100.0

700,000 100.0

700,000 100.0

GRAND TOTAL 1,111,100 100.0 680,000 100.0 700,000 100.0
a aam.m.. . .. ....s.. ....... .....a a . .... .. aa m, =

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - -- - - - _- _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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ALLOCATION BY OBJECT OF EXPENDITURE - PANO ANO WHO REGULAR FUNDS
…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __- -…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1994-1995

PAHO - PR
WHO - WR

TOTAL
m....

X OF TOTAL

1996-1997

PAHO - PR

TOTAL
.....

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

1,235,300
924,600

2. 159,900

100.0

1 333,400
1,009,800

2,343,200

100.0

1,447 900
1,098,500

2,546.400

100.0

-------- PERSONNEL--------
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_ $ -

4
3

7

4
3

7

......

4
3

7
mmmmmm

3
0

3
.--...

3

3

0

3

......

......

891,200
557,600

1.448,800
...........

67.1

935 100
596,000

1,531,100

65.3

992,300
631,000

1,623.300

63.8

0
40,600

40, 600
...........

1.9

o
40,200

40,200
...........

1.7

o
40, 200

40,200

1.6

FELLOWSHIPS

-- - i - -

31,800
29,000

60.800
..........

2.8

40,900
33,200

74,100

---3.2

46,800
37.900

84,700

3.3

0
0

..... m.....

.0

0

0
0

...........

. O

o
o

...........

.0

COURSES
AND

SEMINARS
S-- -- -

SUPPLIES
AND

EQUIPMENT

_ _ _ _ _ _ _ _ _ _
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o
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o
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.........
.0
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.0

0
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.0

GRANTS OTHER

$ $

O
0

.0

0
0

o
.. m.......

.0

0

.0

312,300
297,400

609,700

28.2

357,400
340,400

697,800

29.8

408.800
389 .400

798,200

31.3
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LATIN AMERICAN CENTER FOR PERINATOLOGY AND
HUMAN DEVELOPMENT (CLAP)

1. The Latin American Center for Perinatology and Human Development (CLAP), a
specialized center of the Pan American Health Organization, is financed through
a tripartite agreement between the Ministry of Health (Government of Uruguay), the
University of Uruguay, and the Pan American Health Organization, and constitutes
the Organization's response to the need to improve the perinatal health of the
Region.

2. The objectives of the Center are: 1) To help the Region of the Americas improve
reproductive health, cooperating with the countries, particularly in the
identification and solution of their principal maternal, perinatal and infant
health problems; ii) To cooperate in the design, execution, and evaluation of
programs to provide care during the antenatal period, delivery and the puerperium,
newborn care and monitoring of the child growth and development; iii) To promote
and support local multidisciplianary and collaborative multicenter research and
the development of appropriate technologies for use at the different levels of
maternal and perinatal health systems; iv) To mobilize cooperation resources and
support national capacities in the area of personnel training in order to produce
a critical mass of professionals who form a Regional network; and v) To encourage
decision making in local health systems by inplementing information systems on
perinatal, pediatric, and adolescent health; vi) To strengthen local health care
and community-based resources for the development and delivery of reproductive
health services.

3. Lines of action for the Center include technical cooperation with the
countries; human resources development; research and development of appropriate
technology; information promotion and dissemination; and resource mobilization.
These will be based on: a) inprovement of national perinatal health information
systems as a basis for epidemiological planning of health programs at the
intermediate and especially the local Level; and b) the use of more effective and
extensive use of previously evaluated technologies in an effort to cut down on
iatrogenic ilLness resulting from unnecessary and indiscriminate use of procedures
and techniques of questionable effectiveness. Some of the Center's priority
programs in this areas include epidemiology of cesarean section; evaluation of
models for antenatal and delivery care; models for early discharge of the puerpera
and newborn; evaluation of technologies for detecting fetal risk, epidemiology of

low birthweight; drug use and habits during pregnancy; and development of
instructions to evaluate postnatal growth and development.

4. CLAP will implement a teaching program to train professionats in health workers
at different levels of specialization during the 1996-1997 biennium, through their
graduate courses, as well as through different short courses at the Center and the
countries. These activities tend to facilitate the incorporation of the
appropriate technologies in the guidelines and standards of care of the countries,
as well as in their teaching programs.

5. With regard to the promotion and dissemination of information on perinatal
health, CLAP will provide the countries of the Region with bibliographic
information on perinatology, gynecology and obstetrics, and neonatology; reproduce
and distribute printed materials; and prepare articles and produce audiovisual
teaching materials to disseminate knowledge of perinatal and maternal and child
health. In particular, the Center will strengthen the periodic publication and
distribution in several languages of its newsletter on perinatal health
(circulation: 20,000 in spanish) which contains material aimed at all members of
the health team.

6. All of the Center's publications wit be delivered to an extensive network of
libraries and documentation centers in the countries of the Region. High priority
witl be given to the production and publication of standard guidelines for
analyzing the effectiveness and safety of the technologies available for
collaborating in revision and changes in the health services that are associated
with technological development in the Region.

7. There will be continued mobilization and coordination of resources with INCAP,
CFNI, and other centers of the Organization, as weLl as ongoing efforts to obtain
resources from the CDC, the Canadian International Development Agency, and other
funding institutions.

8. CLAP will atso provide special support through these activities for the
national nuclei that comprise the Regional Perinatal Network in 22 countries of
the Region.
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----------------------------------------------- ____________________-_

PROGRAN BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

PROGRAM CLASSIFICATION O--------------- ------- ---------- AOUT TOTAL
….................................................................... ----------- ---

IV. NEALTH PROMOTION AND PROTECTION
.m...m.........................

1,714,100 100.0 2,062,200 100.0 2,290,300 100.0
S=aO m~m~ = mm~m m~mD» t U* = = *s= s ^ 3 a

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

1,714,100

WCH 1,714,100

100.0 2,062.200

100.0 2.062.200

100.0

100.0

GRAND TOTAL 1,714,100 100.0 2,062,200 100.0 2,290 300 100.0................ == = ... .... ........... .. =- ... ........... .. ==.

PROGRAM BUDGET - EXTRABUDGETARY FUNOS

1994-1995 1996-1997 1998-1999

P OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

IV. HEALTH PROMOTION AND PROTECTION
.............................. =

FAMILY/COMMUNITY HEALTH AND POPULATION ISSUES

WOMEN AND CHILD HEALTH AND FAMILY PLANNING

1,172,400 100.0 200,000 100.0 200.000 100.0
-==- -=-=--= == =======0==o= ===== ====-===== == ===

1,172,400

WCH 1,172,400

100.0

100.0

200,000

200,000

100.0

100.0

200,000

200,000

100.0

100.0

GRAND TOTAL 1,172,400 100.0 200,000 100.0 200,000 100.0
_ _ _ _ _ _ _ _ _ _ -_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _- -- ---_--.- -

…mm m m m m m m m m m m m m m m m m m m m t J

100.0

100.0

2.290,300

2.290.300



ALLOCATION BV OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
- - - --__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

SOURCE TOTAL
OF FUNDS AMOUNT

_ _ _ _ _ _ _ _ - - - - - -

-------- PERSONNEL -------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

$ $ $

FELLOWSHIPS

$

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

GRANTS OTHER

$ $

31.100 57 500
0 21,800

31,100 79,300
........... ..........

1.8 4.6

0 59,600
27,700 22 600

27,700 82,200
........... ..........

1.3 4.0
_ _ _ _ _ - - - - -

0
27 700

27,700
mmmmmmmmmmm

68,200
25 800

94,000

1.2 4.1
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2
1

3
......

2
1

3
mmmmmm

1994-1995

PAHO - PR
WHO - WR

TOTAL
..m..

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
... OF L

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

1
0

......

1

......

0

1
m.....

1.472 300
241,800

1,714.100
...........

100.0

1.232 900
829.300

2,062,200
100...........

100. 0
_____

1,367,800
922 500

2,290,300

100.0

767 600
220,000

987,600
...........

57.6

995 200
278,000

1,273,200

61.8
_____

1,095 700
295,900

1. 391,600
60...........

60.8

O
0

O
...........

.0

0
0

0.

_____

95,500
0

95,500
..........

5.6

109.300

109,300

5.3

2
1

3
......

0
0

0

..........

. O

1

1
......

34,000

34.000

2.0

o
14.900

14,900

.7
_____

o
17.100

17,100
..........

.7

486,600
o

486,600
...........

28.4

178,100
376,800

554,900
.... 26.......

26. 9

203,900
431,000

634.900
2...........

27.7

o
o

0

. O

0
125.000

125 000

5.5

O
0

......... 0

.0
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PAN AMERICAN CENTER FOR HUMAN ECOLOGY AND HEALTH (ECO)

1. Within the framework of technical cooperation of the Division of Health and
Environment (HEP) of PAHO, the American Center of Human Ecotogy and Health (ECO)
has been responsible for cooperation with the member countries and order to
improve the health status of human population though prevention or reduction of
the adverse health effects of envirornmental changes and contamination that
accompany economic developmnent and industrialization. The Center's original
mandate was revised in 1983 by the Directing Counsel of PAHO, which entrusted ECO
with the following functions: i) To collaborate with the member countries of the
Organization with regard to the epidemiological and toxicological aspects of the
health effects of the principal chemical contaminants of industrial and Region to
promote training, the exchange of information, and programs of applied research
in the area of human ecology and health.

2. In 1986 the Governing Bodies of PAHO approved the creation of the Regional
Program on Chemical Safety, in which ECO is actively involved.

3. Mexico was selected as the host country of ECO, and in 1980 the national
authorities made available to PAHO the physical plant that the Center currently
occupies in Meptepec, in the State of Mexico. ECO is located 64 km from Mexico
City on federal highway 15, which connects Mexico City to the city of Toluca.

4. The Pan American Center for Human Ecology and Health has applied the following
global strategies for technical cooperation: i) To promote the formation of a
Regional Network of Collaborating Centers Linking institutions of technical
excellence in areas related to the assessment of health risks; ii) To mobilize
external resources to support the development and implementation of Regional

subregional, national, and international initiatives in priority areas related to
environmental health; iii) To expand coordination within the Division of Health
and Environment of PAHO, as well as with other divisions and programs of the
Organization, in order to further the programs and projects related to assessment
of the health risks resulting from exposure to environmental pollutants; iv) To
strengthen the technical and administrative operating capacity of ECO, with a view
to develop methodologies in areas related to risk assessment, epidemiotogy,
environmental toxicology, and quality control of laboratory analysis through
coordinated efforts with the collaborating centers; v) To strengthen ties between
the national and international institutions devoted to risk assessment; and vi)
To strengthen mechanisms for incorporating the discussion of local problems
solutions to problems of environment and health through Local health systems.

5. The biennial goals of the Center are: i) To consolidate the work of the Center
through the formation of a Regional Network of Collaborating Centers in
environmental health problems; ii) To adapt and transfer methologies for risk
assessment that are appropriate to the technical conditions prevailing in the
countries of the Region and to provide technical support for studies of priority
problems, especially on atmospheric contaminants, heavy metals, pesticides, and
hazardous waste; iii) To support graduate-level programs in risk assessment,
environmental epidemiology, and toxicology, in addition to publishing educational
and teaching materials (criteria, manuals, guidelines) to support normative and
regulation processes; v) To promote access to an interpretation and use of
information on toxicology and assessment of health risks; vi) To promote programs
of quality control and biosafety in toxicological laboratories at local and
regional levels; and vii) To promote the development of a regional program for
chemical emergency prevention and preparedness.
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______________ ______________-- --- -- ______________________---------________ ------- _--------------------__

PROGRAN BUDGET - PANO AND WHO REGULAR FUNDS
_________________ _-------------------_

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

-------------------------------------- --

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
…ammmmmmmmm~mmmmm~mmm~.mmm~mmmmm~mmmmmm

1,895,100 100.0 2.162,400 100.0 2,363,500 100.0
….. . . . . . . . - . . . = . . - .

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

1,895.100

ERA 1.895.100

100.0

100.0

2,162,400 100.0

2,162.400 100.0

GRAND TOTAL 1.895.100 100.0 2,162.400 100.0 2,363.500 100.0
* = = a.... ... =- ................ ........ ......... ==a =... .===.

PROGRAM SUDGET - EXTRABUDGETARY FUNDS
--------------------------------_----___ - _-_----___ ---------_- -- --- _-- ___----_- __________________________

1994-1995 1996-1997 1998-1999

%_OF - OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

. ... .... .... ... ... ... ... ..............................................................................................- - -

V. ENVIRONMENTAL PROTECTION AND DEVELOPMENT
aaaaaaa...aaaaaa =........=.=........=..

ENVIRONMENTAL HEALTH

ENVIRONMENTAL HEALTH RISK ASSESSMENT & MANAGEMENT

1,859,600 93.9 1,081,200 100.0 1,181,800 100.0
= D == = -=== ==== =..= =-=-= =--== = ====

1,859,600

ERA 1,859,600

120,000 6.1 0 - 0 -
mmmmmmmmmmm mmmmm mmmmmmmmmmm mmmmm m~mmmmmmmmm m mmmm

VI. DISEASE PREVENTION AND CONTROL
mm...a mmmmm..................

CONTROL OF COMMUNICABLE DISEASE

DIARRHEAL DISEASES CDD

120.000

120,000

6.1 0

6.1 0

- O0

- O0

GRAND TOTAL 1.979,600 100.0 1,081,200 100.0 1.181.800 100.0

_________________________- _---------------_---- - ---- _-.__--------------------------------

2,363,500

2,363,500

100.0

100.0

93.9

93.9

1,081,200

1,081,200

100.0

100.0

1,181,800

1,181,800

100.0

100.0
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS-__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

............ - - ...... ...... ------...-------

1994-1995

PAHO - PR
WHO - WR

TOTAL
... m.

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

X OF TOTAL

1998-1999

PAHO - PR
WHO - WR

TOTAL
.... OF AL

% OF TOTAL

1,039,400
855,700

1,895,100
...........

100.0

1,183,700
978,700

2,162,400
...........

100.0

1,289,400
1,074,100

2.363.500
00...........

100. 0

3
2

5
......

3
2

5

3
2

5
mmmmmm

O
o

0

......

0

0

0

0

0

764,400
440,600

1,205.000
...........

63.5

869 000
511 200

1,380,200
...........

63.8

929 300
546,200

1,475,500

62.4

SHORT-TERM
CONSULTANTS

O
48,700

48.700
...........

2.6

0
48,200

48,200
.-.........

2.2

48.200
48.200

48,200
...........

2.0

DUTY
TRAVEL

__________

60,200
60,200

120,400
,.........

6.4

68,900
68.900

137,800

6.4

78,800
78,800

157,600
...... 6.7.

6.7

FELLOWSHIPS

S

0
O

0

.0

0
0

...........

.0

0
o

O
...........

.0

- --

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

S

5,700

5,700

.3

o
6.500

6,500
..........

.3

7.400

7,400

.3

O
119,100

119,100
..........

6.3

o
136,300

136,300

6.3

o
155.900

155,900
..........

6.6

GRANTS OTHER

$ S

0
0
O

0

O

..........

.0

0

0

O

o
.0

0
0

0

.0

214,800
181,400

396,200

20.9

245,800
207,600

453,400

21.0

281,300
237.600

518.900

22.0
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INSTITUTE OF NUTRITION OF CENTRAL AMERICA AND PANAMA (INCAP)

1. The Institute of Nutrition of Central America and Panama (INCAP), is located
in Guatemala, under the Division of Health Promotion and Protection.

2. It focuses its efforts on the priority programs of the Central American
countries, taking into account the strategic orientations and program priorities
of the Pan American Health Organization (PAHO) and especially its role as a
fundamental component of the Regional program for technical cooperation in food
and nutrition.

3. Information available in the Central American region confirms that there have
been sizeable improvements in the nutritional status of several population groups.
Infant and preschool child mortality rates have declined markedly in all the
countries and protein-energy matnutrition has improved in four of them. However,
in addition to the population of families uho experience chronic problems with
obtaining enough food to meet the nutritional needs of their members, there is now
also the group that has been affected by the current socioeconomic crisis in
Central America.

4. Most of the nutritional problems in this region are the result of chronic
deficiencies in protein-energy and micronutrient intake and, to a Lesser degree,
of excesses associated with obesity and unhealthy lifestyle. However, because of
the precarious Living conditions a present--as noted above--there is a clinical
pictures of acute malnutrition due to Lack of food in some population groups.

5. INCAP has prepared a strategic plan for institutional development 1991-2000
which Lists the guidelines for developing its technical cooperation activities and
policies on human resources education, research, communication, and information,
as uell as for obtaining the financial resources the Institute needs in order to
guarantee sustained operation.

6. In accordance with this plan, the principal activities that INCAP will
implement during the next years will be along the follouing Lines: i) Promotion
of food, nutrition and health care for disadvantaged groups, promoting food
nutritional deficiencies, especially of micronutrients identified as being in
short supply in the Central American region, including iodine, iron, vitamin A,
and, to a Lesser extent, fluoride and zinc; iii) Prevention and treatment of
infectious diseases that affect nutritional status; iv) Food protection and
consumer education; v) Promotion of adequate diets and healthy Lifestyles in an
effort to reduce nutritional problems resulting from deficiencies and excesses,
as uell as promotion of physical activity in sedentary groups; vi) Surveillance
of food and nutrition situation and provision of support for the incorporation of
nutritional objectives in all social development programs; vii) At the same time,
INCAP will continue to strengthen national capacities in each of the countries so
that they are prepared to conduct epidemiological and operational research.
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF %OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

IV. HEALTH PROMOTION AND PROTECTION 3,461,700 100.0 3.900.900 100.0 4,408,800 100.0

NUTRITION, FOOD SECURITV AND SAFETY 3.461.700 100.0 3.900,900 100.0 4.408.800 100.0

FOOD AND NUTRITION NUT 3,461.700 100.0 3,900.900 100.0 4.408,800 100.0

GRAND TOTAL 3,461,700 100.0 3,900,900 100.0 4.408,800 100.0

PROGRAM BUDGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

IV. HEALTH PROMOTION AND PROTECTION 14,245,800 99.0 14,200,000 100.0 14,200,000 100.0
.= ... =...... == . s.. =.. == = ====== ==== == = = ===== === ==

NUTRITION. FOOD SECURITY AND SAFETY 14,245.800 99.0 14,200.000 100.0 14,200.000 100.0

FOOD AND NUTRITION NUT 14,245,800 99.0 14,200.000 100.0 14.200,000 100.0

VI. DISEASE PREVENTION AND CONTROL 142,000 1.0 0 -0 -

CONTROL OF COMMUNICABLE DISEASE 142,000 1.0 0 - 0 -

DIARRHEAL DISEASES CDD 142,000 1.0 0 - O -

GRAND TOTAL 14.387,800 100.0 14,200,000 100.0 14,200,000 100.0
-m s s m m



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO ANO WHO REGULAR FUNDS
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - - - - - - - - - - - - - - -

.------ PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERN DUTY

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS TRAVEL

$ $ S S

FELLOWSHIPS

$

COURSES SUPPLIES
ANOD AND

SEMINARS EQUIPMENT

$ S

GRANTS OTHER

$ $

0 2,308,300
0 312,600

0 2,620.900

75.7
_____

O
O

0

0

0
......

2,597,300
357,800

2,955,100

75.8

2,932,800
409,200

3,342,000

75.7

INSTITUTE OF NUTRITION OF CENTRAL AMERICA AND PANAMA (INCAP)

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1998-1999

PAHO - PR
WO - WR

TOTAL
..... OF TOTAL

X OF TOTAL

3,149,100
312,600

3,461,700
...........

100.0

3,543 100
357.800

3,900, 900

100.0

3.999 600
409.200

4,408.800

100.0

2
O

2
O

2

......

mmmmmm

68,700
O

Iiiiiiiiiii
68. 700

2.0

68,000

68,000

68,000

...........
68.000

174,400
O

IIiiiiiiii
174,400

5.0

199,600
O

199,600
..........

5.1

228,300

228,300

5.2

38,000

1.1

37,600
o

37,600

1.0

37,600
O

37,600
...........

.9

0

96, 100
...... ....

2.8

110,000
o

110,000
..........

2.8

125,800

125.800

2.9

110.800

3.2

126,000
O

126,000

3.2

144,200
0

144,200
..........

3.3

o
o

o
..........

.0

o

.0

U

o

o
. 00

.0

352,800

352 800

10.2

404,600

404,600

10.4

462,900

462,900

10.5
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PAN AMERICAN INSTITUTE FOR FOOD PROTECTION AND ZOONOSES
(INPPAZ)

1. The Pan American Institute for Food Protection and Zoonoses (INPPPAZ) was
created in 1991 and has its headquarters in Buenos Aires, Argentina. From an
organizationa( standpoint, the Institute comes under the Division of Communicable
Disease Prevention and Control (HPC) and is an integral part of the Veterinary
PubLic Health Program (HCV).

2. The Institute's mission is to provide technical cooperation to the member
countries of the Organization, and support the integration initiatives of those
countries , through reference and research services for the solution of problems
retated to the sanitary protection of food, zoonoses, and strengthening of health
laboratories.

3. INPPAZ carries out functions of international reference, applied research,
training, direct technical advisory services, and dissemination of information.

4. The Institute's global strategy of technical cooperation for the bienniums
1994-1995 and 1996-1997 is framed within the agreement establishing INPPAZ and the
Strategic Orientation and Program Priorities of the Organization in the fietd of

veterinary public health, namely: the Regional Program for Technical Cooperation
in Food Protection, the Regional Program of the Elimination of Rabies, and the
Regional Program for the Eradication of Bovine Tuberculosis.

5. Within this context, INPPAZ will focus its technical cooperation on the
following activities. Analysis of residues; quality of biological and reagents;
harmonization of standards and procedures; diagnosis of diseases; production of
reference standards; production of Laboratory animals; support for basic manuals
on production of biological; applied research; support for studies on the social
and economic impact of zoonoses and losses caused by failures in food protection;
improvement of knowledge of the health/disease process of food-borne diseases
(FBDs) and zoonoses in different ecosystems; studies of FBDs and their impact on
tourism; organization and support for courses, seminars, and workshops at lHPPAZ
headquarters and in the countries; in-service training at INPPAZ; training program
for resident professionals; formulation and evaluation of programs; strengthening
of national information systems and epidemiotogical surveillance, strengthening
of programs for the prevention of exotic diseases; strengthening of national
veterinary public health services, support for subregional integration initiatives
in the health field and the agriculture and Livestock trade; dissemination of
technical and scientific information.
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PROGRAM BUDGET - PAHO ANO WHO REGULAR FUNOS
------------------------------------- _____________

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

-------------------------------------- -

IV. HEALTH PROMOTION AND PROTECTION
...............................

1,430,100 37.4 2,032,500 48.4 2,220.400 48.7
..... .... .. . . . . . .. . . . .= - ---mm= - -;:

NUTRITION. FOOD SECURITY AND SAFETY

FOOD SAFETY

1,430,100

FOS 1,430.100

37.4

37.4

2,032.500 48.4

2.032,500 48.4

VI. DISEASE PREVENTION AND CONTROL
m.............................

VETERINARY PUBLIC HEALTH

ZOONOSIS

2,395,000 62.6 2,168,600 51.6 2,340,100 51.3
........... . --- . . .== ..... . .= .

2,395,000

ZNS 2,395,000

62.6

62.6

2,168,600

2,168,600

51.6

51.6

2,340,100

2,340,100

GRANO TOTAL 3,825,100 100.0 4,201,100 100.0 4,560,500
........... ................ ................ ...........

_ _ _ _- - - - - - - - - -_ _ _ _ _ _ _ _ _ _ _ _- _ _ _ _- _- _- _ _- _ _- - - -…11 1 1 1

51.3

51.3

100.0

PROGRAM BUDGET - EXTRABUOGETARY FUNDS

1994-1995 1996-1997 1998-1999

%OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ T _ _ _ _ _ _ _ _ _ _ T _ _ O _ _

IV. HEALTH PROMOTION AND PROTECTION
.. = m =S.== .. ==..========

1,979,200 47.5 2,580,000 63.2 2,838,000 60.0
==.=====.. == ======= = == ===== =========== =====

NUTRITION, FOOD SECURITY AND SAFETY

FOOD SAFETY FOS

1,979,200 47.5

1,979.200 47.5

2,580,000

2,580.000

63.2

63.2

2,838,000 60.0

2,838,000 60.0

VI. DISEASE PREVENTION AND CONTROL
mmmm.mmmmmm… mm.. ..............

2,191,300 52.5 1,500,100 36.8 1,892.000 40.0
…mm m m mm m mmm

VETERINARY PUBLIC HEALTH

ZOONOSIS

2,191,300 52.5

ZNS 2,191,300 52.5

1,500,100 36.8

1,500,100 36.8

GRANO TOTAL 4.170.500 100.0 4,080,100 100.0 4.730,000 10G .
…_________- _- m--…- -____- _____…iriili~mmm

2,220 400

2,220,400

48.7

48.7

1,892,000

1,89z,000

40.0

40.0
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1994-1995

PAHO - PR

TOTAL

X OF TOTAL

1996-1997

PAHO - PR

TOTAL
..... OF TOTAL

X OF TOTAL

1998-1999

PAHO - PR

TOTAL

% OF TOTAL

3,825,100

3,825 100
...........

100.0

4,201,100

4.201,100
100...........

100. O
_____

4,560.500

4.560.500
100...........

100. O

-------- PERSONNEL --------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

_ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

9

9

9
......

9

mmmmmm

0

o

......

0

0

0
mmlmmmm

2,232,800

2,232.800
...........

58.4

2,438,600

2,438,600

58.0

2,599,400

2.599.400

57.0

123,100

123,100
...........

3.2

99,100

99,100
...........

2. 4

99, 100

99.100

2.2

188,600

188,600
..........

4.9

228,900

228 900
........ 5.4

5. 4

261,800

261,800

5.7

FELLOWSHIPS
_ $_ _ _ _

72,000

72.000

1.9

285,100

285.100

6.8

285,100

285 100

6.3

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT GRANTS

$ $ $

268,700

268.700
..........

7.0

343,300

343,300

8.2

392,800

392 800
.. ==......

8.6

455,000

455,000
..........

11.9

457,800

457,800

10.9

523,800

523,800

11.5

o

0
..........

. O

o

0

. O

O

.. ~..m=..0

. O
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OTHER

$

484,900

484 900

12.7

348,300

348,300

8.3

398,500

398,500

8.7





PAN AMERICAN FOOT-AND-MOUTH DISEASE CENTER (PANAFTOSA)

1. The Pan American Foot-and-Mouth Disease Center (PANAFTOSA), located in Rio de
Janeiro, Brazil, initiated its activities in 1951. The Center is under the
responsibility of the Division of Communicable Diseases Prevention and Control
(HPC) and is an integral part of the Veterinary Public Health Program of the Pan
American Health Organization (PAHO).

2. The Center's fundamental mission is to provide technical cooperation to the
nationat programs of the member countries of the Organization for the prevention,
control, and eradication of foot-and-mouth disease and other vesicular diseases;
to serve as a Regional reference Laboratory; to promote and maintain a Hemispheric
system of information and epidemiological surveillance; to promote collaboration
between countries, and to train human resources.

3. The V Inter-American Meeting, at the Ministerial Level, on Animal Health
(RIMSA V), held in 1987, entrusted PAHO and the South American Commission for the
Control of Foot-and-mouth Disease (COSALFA) with the task of preparing the
established the Hemispheric Committee for the Eradication of Foot-and-mouth
Disease (COHEFA). The Committee includes a representative of each of the
Governments and a representative of the producers in each subregion; Southern
America. The eradication of foot-and-mouth diseases is one of the Strategic
Orientation and Program Priorities of PAHO.

4. In the coming years, PANAFTOSA's technical cooperation wilIL be oriented toward
strengthening the efforts at the national and subregional level to achieve the
objectives of the Hemispheric Program for the Eradication of Foot-and-mouth
Disease and the Strategic Orientation and Program Priorities of the Pan American
Health Organization during the Quadrenniumn 1991-1994, one of the targets of which

is: "To reduce animal morbidity from foot-and-mouth disease during the
quadrennium, in keeping with the efforts aimed at eliminating it from the
Hemispheric by the year 2000."

5. The major thrust of the Hemispheric programming approved by the member
countries during the most recent meeting of COSALFA, COHEFA, and RIMSA are:
epidemiological regionalization of foot-and-mouth disease on the basis of systems
of production and the flow of trade in order to target control measures, the
achievement of disease-free areas, decentralization, the creation of local
eradication of foot-and-mouth disease, community participation, and
differentiation of producers.

6. The overall target for the bienniums 1994-1995 and 1996-1997 is to cooperate
with the countries affected by foot-and-mouth disease in South America to assist
them in intensifying and adapting their programs in order to achieve an advanced
stage of control and free some areas of the disease, within the framework of the
Hemispheric Program for the Eradication of Foot-and-mouth Disease (PHEFA).

7. In the disease--free countries of North and Central American, the Caribbean,
Guyana, French Guina, Suriname, Chile and Uruguay the goal is to cooperate so as
to strengthen the programs for prevention, with emphasis on the quarantine systems
at the borders, ports, and airports of these countries and their systems of
epidemiological surveilltance.

8. The activities for each subregion will vary depending on the current status
of their programs.

PAN AMERICAN FOOT-AND-MOUTH DISEASE CENTER (PANAFTOSA) 949
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

.%.OF %-OF OFPROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…-- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

VI. DISEASE PREVENTION AND CONTROL
.am.-.-._mmmmmmmmmmmlmlmmlmsal

8,341.700 100.0 8,754,300 100.0 9,989,900 100.0
,, , = = = D== 5 = = =... . . .. = = =====

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE

8,341,700

FMD 8.341,700

100.0

100.0

8.754,300

8.754.300

100.O 9,989,900

100.0 9,989,900

100.0

100.0

GRAND TOTAL 8,341,700 100.0 8,754,300 100.0 9,989,900 100.0
---------------------- *===- - ----- = * = = ====- = -=-== =====s-== ==-

PROGRAM BUOGET - EXTRABUDGETARY FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - - - - - - - -- _ _ _ _ _ _ _ _- - - - - - - - --_ _ _ - - - - - - - - - - - --__ _ - - - - - - - - - - - --__ _ _ _ _

VI. DISEASE PREVENTION ANO CONTROL
....... .......................

VETERINARY PUBLIC HEALTH

FOOT-AND-MOUTH DISEASE

7,916,400 100.0 6,923,000 100.0 6,923,000 100.0
=~ s= = sDX = =. .=. = = ..=..= . .A =.== === =

7,916,400

FMD 7,916,400

GRAND TOTAL 7,916,400 100.0 6,923,000 100.0 6,923,000 100.0
.__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _- - - - _ -- -.- --___ - - - - - - - - - - - - - - -

100.0

100.0

6.923,000

6.923.000

100.0

100.0

6,923,000

6,923,000

100.0

100.0



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
...................................................................................................................................

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL SHORT-TERN

OF FUNDS AMOUNT POSTS POSTS AMOUNT CONSULTANTS
_ _ _ _ _ _ _ _ _ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

DUTY
TRAVEL

$
FELLOWSHIPS

_ _ _ _ _ _

COURSES
AND

SEMINARS

$

SUPPLIES
AND

EQUIPMENT
__________

GRANTS OTHER

$ $

1994-1995

PAHO - PR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR

TOTAL
.....

% OF TOTAL

1998-1999

PAHO - PR

TOTAL

% OF TOTAL

8,341,700

8,341,700
.. _........

100.0

8,754,300

8,754,300
...........

100.0

9,989,900

9,989,900

100.0

53

53
......

36

36
......

36

36
mmmmmm

6,908,500

6,908,500
...........

82.8

7,199,400

7,199,400

82.2

8.241,400

8,241,400

82.5

PAN AMERICAN FOOT-AND-MOUTH DISEASE CENTER (PANAFTOSA)

17

17
......

17

17

17

17

102,000

102,000
...........

1.2

101,000

101, 000
...........

1.2

101.000

101,000
...........

1.0

346,500

346,500

4.2

347,100

347,100

4.0

397,100

397,100

4.0

110,000

110,000
...........

1.3

108,900

108,900

1.2

108,900

108,900
.=m..._1.1.

1. 1

122.100

122,100
..........

1.5

140,500

140,500

1.6

161,000

161, 000

1.6

178,600

178,600

2.1

200,600

200,600

2.3

229,200

229,200

2.3

0

.. ,.._....

.0

o

o

o

.0

574,000

574,000

6.9

656,800

656,800

7.5

751,300

751.300

7.5
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS
...................................................................................................................................

1994-199

AMOUNT
___________

PROGRAM CLASSIFICATION
______________________________________________________________________

II. HEALTH IN HUMAN DEVELOPMENT
...........................

9,004,000
mm~innr

95

% OF
TOTAL

25.2

1996-1997

% OF
AMOUNT TOTAL

9,096,000 24.5
3 =

1998-1999

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ _ - - - - -

9,605,200
=--..====.

24.4
.= = ==

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAM DEVELOPMENT AND MANAGEMENT
STAFF DEVELOPMENT
EXTERNAL COORDINATION

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

7.109,900 19.9 7,107,600 19.1 7,503,600

EXM 3,667,100 10.3 3,787,900 10.2 4,000.800
GPD 2,047,400 5.7 1,782,600 4.8 1,875,500
SDP 486,100 1.4 518,600 1.4 549,900
ECO 909,300 2.5 1,018,500 2.7 1.077,400

CPS

1,894,100

1,894,100

5.3

5.3

1,988,400

1,988,400

5.4

5.4

2.101,600

2,101,600

VII. ADMINISTRATIVE SERVICES
mmmm~mmmmm mmmmmmm mmm

26,765,100 74.8 28,069,100
.,m m. .r.........

75.5 29,809,500
..... ...........

PERSONNEL

PERSONNEL

GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

BUDGET AND FINANCE

BUDGET AND FINANCE

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS

4,025.300

PER 4.025,300

13,106,700

GAD 13,106,700

7,978 600

BFI 7,978,600

1,654.500

SUP 1.654,500

GRAND TOTAL
mmmmmmmmmmm

35,769.100 100.0 37,165,100
.,. ..... ...........

100.0 39,414,700
... tm ..... u....=

953
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19.1

10.2
4.8
1.4
2.7

5.3

5.3

75.6

, = 3,

11.3

11.3

36.6

36.6

22.3

22.3

4.6

4.6

4,201,200

4,201,200

13,672,500

13,672,500

8,255,200

8,255,200

1,940,200

1,940.200

11.3

11.3

36.8

36.8

22.2

22.2

5.2

5.2

4.460,500

4.460,500

14,418.700

14,418.700

8,874,400

8,874,.400

2 055.900

2.055.900

11.3

11.3

36.6

36.6

22. 5

22. 5

5.2

5.2

100.0



TECHNICAL AND ADMINISTRATIVE DIRECTION
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---- --- ---- ----- ---" - -- ~--- - --- -- --- - - - - - - - - - - - - - - - - - - - - - - -- - - - - - - - - - - - - - - - - - - - - - -
PROGRAM BUDGET - EXTRABUDGETARY FUNDS

-- ---------------------------------------------------------------------

1994-1995

% OF
AMOUNT TOTAL

_ _ _ _ _ _ _ _ _ _ _ - - - - _

PROGRAM CLASSIFICATION

II. HEALTH IN HUMAN DEVELOPMENT
mmmmmmmmmmmmmmmmmmmmmmmmmmm

714, 700
.mmms= m;=

1996-19!

AMOUNT

8.6 831,000
m= = l...........

97 1998-1999

% OF T OF
TOTAL AMOUNT TOTAL

14.1 895,000 14.2
. =-=--==-=== ====-

GENERAL PROGRAM DEVELOPMENT AND MANAGEMENT

EXECUTIVE MANAGEMENT
PROGRAN DEVELOPMENT AND MANAGEMENT
EXTERNAL COORDINATION

EXM
GPD
ECO

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

VI. DISEASE PREVENTION AND CONTROL
..............................

VETERINARY PUBLIC HEALTH

ZOONOSIS

CPS

ZNS

VII. ADMINISTRATIVE SERVICES
mmmmmmmmm mmmmmm mmmmmm

665,800 8.0 831.000 14.1 895.000

110,000 1.3 195,000 3.3 210,000
75,300 .9 69,000 1.2 75,000

480,500 5.8 567,000 9.6 610,000

48,900

48,900

901,000

901.000

901,000

6.612,500
mmmm mm mi

.6

.6

11.0

11.0

11.0

80.4
.. D ..

0

o

0

o

5, 077,400
D= 3awFs s

O---------

- 0

_- ~O

85.9 5.381,700
..... .. .. ....

14.2

3.3
1.2
9.7

PERSONNEL

PERSONNEL PER

GENERAL ADMINISTRATION

GENERAL ADMINISTRATION

488,000

488,000

2,900,700

GAD 2,900,700

BUDGET AND FINANCE

BUDGET AND FINANCE

2,279.000

BFI 2.279,000

LOGISTICAL SUPPORT TO COUNTRY PROGRAHS

LOGISTICAL SUPPORT TO COUNTRY PROGRAMS SUP

944,800

944,800

5,908,400 100.0
…1 1 11mm

7.5

7.5

22.7

22.7

39.0

39.0

16.6

16.6

8,228,200 100.0
mmmmmmmmmmm mmmmm

6.276,700 100.0
mmi~li l r mmmm

85.8
====

5.9

5.9

35.3

35.3

27.7

27.7

11.5

11.5

433,500

433,500

1,419,000

1,419,000

2.262,000

2,262,000

962,900

962,900

7.3

7.3

24.0

24.0

38.3

38.3

16.3

16.3

471.000

471,000

1,426,000

1,426,000

2,443,000

2,443.000

1, 041,.700

1, 041.700

GRAND TOTAL
...... a....



ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

-------- PERSONNEL--------
SOURCE TOTAL PROF. LOCAL

OF FUNDS AMOUNT POSTS POSTS AMOUNT

s-- - - - - -- - - - - - - - - - - - - - -

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL

% OF TOTAL

27,927,500
7,841,600

35,769,100
...........

100.0

29 330,100
7,835,000

37,165.100

100.0

54
10

64
...-..

57
8

65
_mmmmm

101
26

127

99
27

126
mmmmmm

20,049,900
4,718.900

24,768.800

69.2

21,098,000
4,514,300

25,612,300

68.8
_____

SHORT-TERM DUTY
CONSULTANTS TRAVEL

$ $

317,700
0

317,700

.9

257,800
O

257,800

.7
_____

FELLOWSHIPS
_ $_ _ _ _

539,500
188,200

727,700

2.0

569 400
197 700

767. 100

2.1
_____

O
0

o
...........

.0

o
0o

.0

COURSES SUPPLIES
AND AND

SEMINARS EQUIPMENT

$ $

21,000
O

21,000

.1

21,700
o

21,700

.1
_____

87 500
78 500

166,000

.5

91,000
82,500

173,500
m..m.....5

.5
_____

GRANTS OTHER

$ $

O
o

O
..........

.0

0
O

O

.0

6,911,900
2, e56, ,00

9.767,900

27.3

7,292,200
3,040,500

10,332,700
27...........

27 8

22 389 400
4 901 300

27,290,700

69.2

257,800 598.200
0 207 700

........... ..........
257,800 805,900

.7 2.0
- _ _ -_ __-_ _- -

TECHNICAL AND ADMINISTRATIVE DIRECTION

1998-1999

PAHO - PR
WHO - WR

TOTAL

X OF TOTAL

31 024.700
8,390,000

39,414.700

100.0

57
8

65

99
27

126

o

O

.0

22,800
o

22,800

.1

95,600
86,600

182,200

.5

0
0

O
0
.0

7,660,900
3,194,400

10,855,300

27.5

955





PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

% OF _ OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL…~~~~~~~~~~~~~~~~~~~~~~~~MUTTTLAON OA

II. HEALTH IN HUMAN DEVELOPMENT
mmmmmmmmmm................m

3,949,300 100.0 4,150,700 100.0 4,362,100 100.0
........... ..... ........... ..... _ ........... ==.

NATIONAL HEALTH POLICIES & PROG. DEVELOP. & MGMT.

DEVELOPMENT, MANAGEMENT & COORD. OF COUNTRY PROGS.

3,949.300 100.0

CPS 3.949,300 100.0

4,150,700

4,150,700

100.0 4,362,100

100.0 4,362.100

GRAND TOTAL 3,949,300 100.0 4,150,700 100.0 4,362,100 100.0

…__ ___...........… ................------ - .................... =....._....

ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
___________________________________________________________________________________________________________________________________

SOURCE TOTAL
OF FUNDS AMOUNT
_ _ _ _ _ _ _ _ _ - - - - - - - - - - -

1994-1995

PAHO - PR
WHO - WR

TOTAL
.....

% OF TOTAL

1996-1997

PAHO - PR
WHO - WR

TOTAL
.....OF TOTAL

X OF TOTAL

2,649,300
1,300,000

3,949,300
.--........

100.0

2 784.400
1 366,300

4,150,700
100...........

100. 0
_ _ _

-------- PERSONNEL--------
PROF. LOCAL SHORT-TERM DUTY
POSTS POSTS AMOUNT CONSULTANTS TRAVEL

S S $

o
O

O

0
O

......

0
0

o
......

0
......

2,649 300
1,300 000

3,949,300
..... .. _.

100.0

2 784,400
1 ,366.300

4,150.700

100.0
_____

O
oo

0
...........

o

.0

FELLOWSHIPS
$_ _ _ _ _

o
o

0
..........

.0

0
o

..........

.0

COURSES
ANO

SEMINARS

0
0

0
.......... m

.0

0
0

0
_ _ _ _ _ _ _ _

SUPPLIES
AND

EQUIPMENT

o
0o

o

.0

.0o

o

.o

_ _

o
0o

0
..........

.

o

o
..........

.0

GRANTS OTHER

$ S

0
0

0
..........

.0

0

0

.0

O O
O O

O O

0 .0

0
O

O

.0

O O
o o

0

.0

0

.0

CONTRIBUTION TO RETIREES' HEALTH INSURANCE

100.0

100.0

1998-1999

PAHO - PR
WHO - WR

TOTAL
..... OF TOTAL

# OF TOTAL

2,926,500
1,435.600

4,362,100

100.0

0
0O

O0
mmmmmm

o
O

mmmmmm

o
o

o
...........

.0

o
o

m..........

.0

2,926,500
1,435,600

4.362,100

100.0

O
o

..........

. 0

o
o

0

.0

957
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PROGRAM BUDGET - PAHO AND WHO REGULAR FUNDS

1994-1995 1996-1997 1998-1999

X OF X OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

. ... .... .... ... ... ... ... ..............................................................................................- - -

I. GOVERNING BODIES
................

2,645,700 100.0 2,752,300 100.0 2,901,100 100.0
........ mm . ..... ........... ..... ......... . mm =

GOVERNING BODIES

GOVERNING BODIES

2,645,700

GOB 2,645,700

GRAND TOTAL 2,645,700 100.0 2,752,300 100.0 2.901,100 100.0

___-____________________----------------_____________________________________________________--- ____

__--------------------------------------___________________-----------------------------------_____________________________________

PROGRAM BUDGET - EXTRABUDGETARV FUNDS

1994-1995 1996-1997 1998-1999

% OF % OF % OF
PROGRAM CLASSIFICATION AMOUNT TOTAL AMOUNT TOTAL AMOUNT TOTAL

…__ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ L _ _ _ O U _ _ _ T _ T _ _ _ _ _ _ _ _

1. GOVERNING BODIES
mmmm~mmmmmmm=...
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GOVERNING BODIES GOB

138,000 100.0 0 - 0
.. .. . .. .. i . . .. . . . ... . .. . .. . - .
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100.0

100.0

0O -

O _

O

O -

GRAND TOTAL 138,000 100.0 0 100.0 0 100.0

_____________GOVER_-I_ _---_ _--- BOD------ -------- -----
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ALLOCATION BY OBJECT OF EXPENDITURE - PAHO AND WHO REGULAR FUNDS
--------------------------------------------- _

SOURCE TOTAL
OF FUNDS AMOUNT
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ORGANIZATIONAL STRUCTURE

Introduction

1. The organizational structure of the Pan American Sanitary Bureau was modified
as of 1 March 1995 in order to reflect the functions established by the Strategic
and Programmatic Orientations for the Quadriennium 1995-1998 and to improve the
Secretariat's capabitities to respond and execute its technical cooperation
program in an efficient and effective manner that benefits the member countries.
The adjustments made to the structure atso seek to strengthen the managerial
process of the Bureau improving communication and coordination among the various
levels to promote decision making based on adequate and timely information.

2. The SPO establish five orientations for the Bureau's work and consequently, the
organizational structure maintains the five divisions which have responsibility
for those orientations, namety:

3. Division of Health and Human Development with four programs: Pubtic Policy and
Health; Health Situation Analysis; Research Coordination and Women, Health and
Development.

4. Division of Health Systems and Services Development with four programs:
Organization and Management of Health Systems based on Primary Health Care; Human
Resources Development; Essential Drugs and Technology; and Information Systems.

5. Division of Health Promotion and Protection with three programs: Healthy
Lifestyles and Mental Health; Family Health and Population; and Food and
Nutrition.

6. Division of Health and Environment with two programs: Basic Sanitation and
Environmental Quality.

7. Division of Disease Prevention and Control with four programs: Noncommunicable
Diseases; Communicable Diseases; Veterinary Public Health; and Acquired
Immunodeficiency Syndrome and Sexually Transmitted Diseases.

8. One special program of Vaccines and Immunization has been established to
promote accomplishments in the prevention of vaccine-preventable diseases and in
the development of new vaccines.

9. The Staff Offices remain the same with the addition of one: the Publications
and Editorial Services Office. The reason for this change is the commitment of
the Secretariat with the importance of information, which should be of the highest
Level. The main focus of this office will be guaranteeing the best quality
publications that the Organization can produce, not only the information presented
through the printed page, but also other formats for making information available
to the general public.

10. A unit to support the information needs of the Bureau has been established
under Administration.

11. Other functional mechanisms have been established to support the Directorship,
such as the Director's Cabinet for the decision making process regarding policy,
structure and management of the Organization; and the Programs Committee for the
integration of regional and country actions.

Functional Descriptions

OFFICE OF THE DIRECTOR/DEPUTY DIRECTOR

12. The primary function of the Office of the Director/Deputy Director is to
provide overall leadership to the Organization in order to insure that the
mandates of the Organization's Constitution are met, that the resotutions and
recommendations of the Governing Bodies are adhered to, that the strategic and
programmatic orientations are carried out, and that the Secretariat functions in
the most efficient and effective manner possible. The Office has specific
responsibility for representing the Organization in all legal and official
capacities, serving the Governing Bodies during their meetings, and assuring the
sound financial management of the Organization.

13. The Office of the Deputy Director is responsible for relations and program
activities in Canada, the United States of America, and Puerto Rico.

14. Offices under DD are defined as follows:

Analysis and Strategic Planning Office (DAP)

15. The Analysis and Strategic Planning Office advises the Director on policies
concerning technical cooperation and is responsible for the process used to
formulate the strategic and programmatic orientations for the technical
cooperation of the Pan American Sanitary Bureau. Its functions consist of
planning for technical cooperation and evaluation of the fulfillment of the
policies, plans, and programs; maintaining, and applying the American Region
Planning, Monitoring, and Evaluation System (AMPES) for technical cooperation; the
preparation of the annual and quadrennial reports of the Director; acting as
technical secretariat for the Subcommittee on Planning and Programming of the
Executive Committee; coordinating the necessary institutional adjustments in the
Secretariat; serving as Secretariat of the Director's Cabinet and for monitoring
compliance with the Cabinet's decisions; and developing.

External Relations Office (DEC)

16. The External Relations Office coordinates the external relations of the
Organization, the mobilization of resources for health, and the provision of
technical support in the management of international cooperation; strengthens the
relationships with the Inter-American system, the United Nations system,
international lending institutions, bilateral cooperation agencies, NGOs, and the
private sector; coordinates the Project Review Process and provides technical
support to PAHO's regional, country offices and to member countries to strengthen
the acquisition and management of international cooperation in health.
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Legal Affairs Office (DLA)

17. The Legal Affairs Office provides Legal advice and counsel to PAHO's
Directorate, Governing Bodies, Administration, PWRs, and Specialized Centers in

all legal matters, including the application of national and international law to

the Organization's programs and activities, as well as constitutional,
administrative and proceduratl matters; represents and defends the Organization
before the Administrative Tribunal of the International Labour Organization and

other judicial and quasi-judicial fora; and drafts, reviews and/or negotiates
contracts, treaties, agreements, resolutions and any other type of instrument
which has legal implications for the Organization.

Executive Secretariat of the Regional Plan for Investment in the Environment and

Health (DSI)

18. The functions of the Executive Secretariat of the Regional Plan for Investment
in the Environment and Health are to design, promote, and coordinate the

implementation of the Regional Plan for Investment in the Environment and Health
(PIAS). For this purpose, DSI coordinates with multilateral lending institutions,
bilateral and multilateral technical cooperation agencies for building a strategic
alliance aimed at promoting the implementation of the PIAS.

Public Information Office (DPI)

19. The Public Information Office, handLes the use of mass media and advanced
communications techniques for PAHO's communications activities; provides training

for journalists and personnel from PAHO and other organizations in communications;
produces non-technical publications; and serves as a reference center for alt
communications materials and methods.

Publications and Editorial Services Office (DBI)

20. The Publications and Editorial Services Office responds for the Secretariat's

and the Member Governments' information needs, emphasizing the rational and

progressive incorporation of emerging information technologies. DBI comprises

editorial services; marketing, distribution and sales of books and periodicals;
the Headquarters Library; and to channel the flow of information between external

producers and internal users in response to specific identified needs.

Internal Audit (IA)

21. The Internal Audit Office is responsible for ensuring maintenance of the
internal financial controls in the Organization; safeguarding the proper receipt,

deposit, and disbursement of all funds and other resources of PAHO/WHO; examining
financial operations in order to ensure that the commitments, obligations, and

expenditures related to budget allocations or other financial authorizations

conform to the established objectives, regulations, and other provisions; and

safeguarding the economical use of the resources of PAHO/WHO.

OFFICE OF THE ASSISTANT DIRECTOR (AD)

22. The Office of the Assistant Director coordinates the activities for the
Country Offices, CPC and FO/USMB, and provides them overall technical and
administrative supervision. The Assistant Director chairs the Program Committee
which coordinates activities between Headquarters Units and the Country Offices
and is directly responsible for technical cooperation activities among countries
(TCC), the Subregional Initiatives, the Health and Tourism Initiative, and the
Emergency Preparedness and Disaster Relief Coordination Program. The AD is
assisted by the Country Program Analysts (CPA), who provide support to the Country
Offices, CPC and FO/USMB in the preparation and execution of the Biennial and
Annual Program Budgets; participate in the development of PAHO's planning,
programming, budgeting and evaluation processes; serve as focal points for the
PAHO/WHO-Government Joint Evaluations, as well as for the PWRs Transfers; monitor
and facilitate the implementation of country programs; maintain relevant
information with regard to the overall country situation and the implementation
of the country technical cooperation programs; coordinate the activities related
to the Subregional Initiatives, the Subregional PWR Meetings and the PAHO
Managers' Meeting; follow-up on the decisions made by the Program Committee;
coordinate activities relevant to the development of country offices; and provide
operation support and coordination between regional and country level offices.

Emergency Preparedness and Disaster Relief Program (PED)

23. The Emergency Preparedness and Disaster Relief Program (PED) is responsible
for improving the countries' capabilities to prevent or reduce the damage caused
by disasters, respond to emergencies, and coordinate humanitarian assistance in

the health sector.

24. For this purpose, PED cooperates with all national or international

organizations able to contribute to a reduction in health risks or to provide
support for the countries in emergency situations.

DIVISION OF HEALTH AND HUMAN DEVELOPMENT (HDP)

25. The Health and Human Development Division promotes, coordinates, and

implements technical cooperation activities directed toward increasing equity in

health and improving the health sector's contribution to human development.

26. The Programs and Regional Centers under HDP are defined as follows:

Public Policy and Health Program (HDD)

27. The Public Policy and Health Program supports countries in strengthening the

role of health in human development, improving and harmonizing their health
legislation and securing the support from relevant political actors to health

objectives. In addition, it cooperates for achieving more equity and efficiency
in health care financing, as well as abetter coordination between public, private

and social security health care providers.
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Health Situation Analysis Program (HDA)

28. The Health Situation Analysis Program strengthens the national epidemiological
capability in support of health administration and includes situation analysis,
the formulation of health and human development policies, and action related to
epidemiological surveillance, disease prevention, and health promotion. It also
supports the development of national epidemiological information systems and
programs for training in epidemiology, as well as the implementation of the
International Classification of Diseases.

Research Coordination Program (HDR)

29. The Research and Technological Development in Health Program seeks to
strengthen the ability of the countries to define policies and set priorities in
health science and technology and to develop the research infrastructure, through
institutional support, the training of investigators, and support for research
projects. In addition, it coordinates the efforts of PAHO's Divisions, Technical
Programs, Representative Offices, and Regional Centers in support of the
generation of knowLedge and the dissemination and use of research findings in the
Organization's priority areas.

Women, Health, and Development Program (HDW)

30. The Women, Health, and Development Program is responsible for promoting and
supporting national and regional programs that attempt to respond to the challenge
of gender equity in health and human development.

Latin American and Caribbean Center on Health Sciences Information (BIREME)

31. The Latin American and Caribbean Center on Health Sciences Information,
coordinates and supports the Latin American and Caribbean System of Health
Sciences Information, which includes national and PAHO documentation centers, and
other specialized networks; develops and promotes the use of tools for technical
data bases; supports training and research activities in countries; produces,
updates and promotes the Latin American and Caribbean Health Sciences Information
database (LILACS) for managing health science information in the Region.

DIVISION OF HEALTH SYSTEMS AND SERVICES DEVELOPMENT (HSP)

32. The Health Systems and Services Development Division promotes, coordinates,
and implements activities in the reorganization of health systems and services
within the framework of health sector reform in order to achieve greater equity,
social justice, quality, efficiency, and universal access to the health systems
and services.

33. The programs under HSP are defined as follows:

Organization and Management of Health Systems based on Primary Health Care Program
(HSO)

34. The Organization and Management of Health Services based on Primary Health
Care Program is responsible for strengthening leadership and management of the

health systems; providing support for the process of decentralization of the
health services; strengthening health activities in population areas with the
greatest need; incorporating oral health, nursing, and care of the disabled into
the comprehensive care models; strengthening hospital organization and
administration; strengthening the capacity to preserve and maintain the physical
infrastructure and equipment of the network of health establishments; and
strengthening research on health systems and services.

Human Resources Development Program (HSR)

35. The Human Resources Development Program is responsible for strengthening the
national continuing education processes; promoting the comprehensive formulation
of national human resources development plans and policies; developing the
management of human resources; promoting the reorientation of public health
education and of professional and technical education in health; updating the
theoretical, methodological, and operational bases of comprehensive human resource
development; optimizing the production, distribution, and utilization of good
quality educational materials; and strengthening the Organization's grants
program.

Essential Drugs and Technology Program (HSE)

36. The Essential Drugs and Technology Program is responsible for supporting the
formulation of comprehensive policies in order to ensure the availability of
essential drugs and rational use of pharmaceutical products; improving the
management procedures, technology, and biosafety of the laboratory and blood bank
services; and strengthening diagnostic imaging services, radiation therapy, and
nuclear medicine, including radiation protection, radiological emergencies, and
the management of radioactive waste.

Information Systems Program (HSI)

37. The Information Systems Program promotes, coordinates and supports the
development of information systems for health management; and provides guidance
to countries about health information systems technology.

DIVISION OF HEALTH PROMOTION AND PROTECTION (HPP)

38. The Health Promotion and Protection Division is responsible for disseminating
the principles, strategies, and mechanisms for action related to health promotion
to facilitate its implementation in the technical cooperation programs of the
Organization.

39. The Programs and Regional Centers under HPP are defined as follows:

Healthy Lifestyles and Mental Health Program (HPL)

40. The Healthy Lifestyles and Mental Health Program is responsible for promoting
understanding of the interrelationships between social and behavioral factors and
health, as well as in carrying out interventions aimed at improving conditions and
lifestyles; formulating and implementing healthy public policies; strengthening
preventive and promotion activities; promoting and developing programs and
activities related to information, education, and mass communication in health;
and strengthening community participation.
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Family Health and Population Program (HPF)

41. The Family Health and Population Program is responsible for promoting better

living conditions and child and adolescent development, as well as the

reproductive health of the population; and for seeking to strengthen the national
capability in health promotion and protection and comprehensive health care for
the family and the community.

Food and Nutrition Program (HPN)

42. The Food and Nutrition Program is responsible for promoting the mobilization
of diverse resources to satisfy the demand for food security; and supporting the
programs geared toweard solving the problems of poor nutrition.

Institute of Nutrition of Central America and Panama (INCAP) and Caribbean Food

and Nutrition Institute (CFNI)

43. INCAP and CFNI are responsible for providing technical cooperation to the
countries of their jurisdiction in the area of food and nutrition, respecting the
special epidemiological characteristics of each country; and disseminating
information and knowledge about food and nutrition.

Latin American Center for Perinatology and Human Development (CLAP)

44. The Latin American Center for Perinatology and Human Development essists in

improving maternal and child health in the Region, cooperating in the design,
execution, and evaluation of programs for prenatal care, delivery, puerperium, and

reproductive and newborn health; and adapting technologies to improve the quality
of care and the training of human resources.

DIVISION OF HEALTH AND ENVIRONMENT (HEP)

45. The Health and Environment Division supports the strengthening of national and
local institutional capabilities to set their policies, establish their plans and

programs, and carry out the activities necessary for eliminating or controlling
the environmental risks to human health and helping to improve the quality of
life.

46. The Programs and Regional Centers under HEP are defined as follows:

Basic Sanitation Program (HES)

47. The Basic Sanitation Program is responsible for strengthening sectoral,

institutional, national, and local capabilities; supporting the development and
dissemination of technologies; and promoting research and information exchange in

the areas of water supply, wastewater and excreta disposal, solid waste

management, and housing hygiene and sanitation.

Environmental Quality Program (HEQ)

48. The Environmental Quality Program is responsible for promoting and developing
the national capability to identify, assess, and control the chemical,
environmental, physical, end biological risk factors in human health; performing
studies on environmental impact and its consequences for the quality of life;
protecting and preserving natural resources; ensuring environmentel quality and

controlling environmental pollution; improving the quality of the work environment
and workers' health; and promoting research and information exchange on risk
factors and the solution of environmental problems related to human health.

Pan American Center for Sanitary Engineering and Environmental Sciences (CEPIS)

49. The Pan American Center for Sanitary Engineering and Environmental Sciences
is responsible for strengthening national capabilities in the control of
environmental risks to human health through the application of the principles of
engineering and the environmental and social sciences; improving the basic and
environmental sanitation services; developing specialized human resources;
developing and adapting technologies for the protection and promotion of
environmental quality; and disseminating specialized technical and scientific
information.

Pan American Center for Human Ecology and Health (ECO)

50. The Pan American Center for Human Ecology and Health is responsible for
strengthening national capabilities in the identification and assessment of
environmental impact and health risks; developing specialized human resources;
disseminating specialized information; maintaining on-line systems to provide

access to the available bibliographic and toxicologic databases; adapting
methodologies for risk assessment; and promoting research projects.

DIVISION OF DISEASE PREVENTION AND CONTROL (HCP)

51. The Disease Prevention and Control Division promotes and supports the

strengthening of national capabilities related to the development of technically
feasible, economically viable, and socially acceptable programs for the

prevention, control, elimination or eradication of communicable diseases,
noncommunicable diseases, zoonoses, and foot-and-mouth disease.

52. The Programs and Regional Centers under HCP are defined as follows:

Noncommunicable Diseases Program (HCN)

53. The Noncommunicable Diseases Program is responsible for preventing and

controlling noncommunicable diseases (cardiovascular diseases, cancer, and

injuries) through the application of feasible, cost-effective policies, programs,
and strategies.

Communicable Diseases Program (HCT)

54. The Communicable Diseases Program is responsible for promoting the prevention
of communicable diseases, especially "tropical diseases," and acute respiratory

and diarrheal diseases, including cholera, tuberculosis, parasitic diseases and
leprosy; cooperating in epidemiological surveillance and the control of emerging
viral, bacterial, and parasitic diseases; promoting tropical disease research; and
supporting improved knowledge of the integrated control of vectors and vector-
borne diseases.
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Veterinary Public Health Program (HCV)

55. The Veterinary Public Health Program is responsible for the control and
surveil Lance of foodborne diseases; the struggle against zoonoses; the control and
eradication of foot-and-mouth disease, and surveillance of vesicular diseases and
other economically important livestock diseases; the development of biomedical
models, including the conservation and reproduction of nonhuman primates; the
strengthening of research and laboratories; and the strengthening of veterinary
public health, including the modernization of the teaching of this discipline.

Acquired Immunodeficiency Syndrome and Sexually Transmitted Diseases Program (HCA)

56. The Acquired Immunodeficiency Syndrome and Sexually Transmitted Diseases
Program is responsible for preventing and controlling the transmission of HIV and
other sexually transmitted diseases; strengthening the national programs and
promoting surveillance for the control of HIV/AIDS and other STDs; and supporting
research to advance knowledge about these diseases.

Caribbean Epidemiology Center (CAREC)

57. The Caribbean Epidemiology Center is responsible for disease surveillance and
evaluating the health status of the population in the Caribbean; identifying
causal relationships and cooperating in the implementation of public health
interventions; providing reference services in microbiology and immunology; and
promoting the strengthening of the national laboratories.

Pan American Foot-and-Mouth Disease Center (PANAFTOSA)

58. The Pan American Foot-and-Mouth Disease Center provides technical cooperation
to the national programs for the prevention, control, and eradication of foot-and-
mouth and other vesicular diseases.

Pan American Institute for Food Protection and Zoonoses (INPPAZ)

59. The Pan American Institute for Food Protection and Zoonoses provides the
Member Countries of the Organization and their integration initiatives with
technical cooperation, reference, and research services for the solution of
problems related to the sanitary protection of food, the control of zoonoses, and
the strengthening of health laboratories.

Special Program of Vaccines and Immunization (SVI)

60. The special Program of Vaccines and Immunization (SVI) supports national
efforts for planning, implementation and evaluation of immunization programs,
including the organization of epidemiological surveillance systems; facilitates
the operation of a revolving fund for vaccine procurement; promotes the use
epidemiology and epidemiological surveillance to monitor diseases, to measure the
impact of vaccination programs on the control, elimination and/or eradication of

diseases preventable by vaccination; and provides technical cooperation for
regional self-sufficiency on vaccine production and quality control and in the
delivery of immunization programs through national health services.

OFFICE OF ADMINISTRATION (AM)

61. The Office of the Chief of Administration provides administrative support of
PAHO through HQ units that are entrusted with the overall supervision and
execution of administrative policy and the application of regulations, rules and
standard procedures in the fields of personnel, finance, budget, general services,
procurement and corporate services. Departments under AM are defined as follows:

Budget Department (ABU)

62. The Budget Department formulates and maintains budgetary policies and
procedures required for the implementation of PAHO program activities in
accordance with mandates of Governing Bodies and instructions issued by the
Director. It supports planning, development and preparation of the biennial
program budget and annual operating program budget documents. It also controls and
analyzes financing of the biennial program budget and annual operating program
budget by monitoring inflow of funding and utilization of these resources.

Finance Department (AFI)

63. The Finance Department oversees financial management and accounting policies,
rules and procedures, and the control, disbursement and reporting of regular funds
and funds from external sources. It is also responsible for the operation of the
health insurance program, banking and investments, monitoring the field offices
financial administration, and for processes involved in pension and income tax
reimbursement.

Personnel Department (APL)

64. The Personnel Department is responsible for recruitment and assignments, post
classification and salary systems, performance appraisal system, staff
entittements, staff rutes and personnel policies and procedures, as welt as for
personnel records and files, and for the development and consolidation of training
needs of the various units in the Organization into an overall operative program.
APL manages PAHO Directives, General Information Bulletins, Delegations of
Authority, PAHO Organizational Chart, Manual of Organization and Procedures (MOP),
and acts as Secretariat for the General Committee on Communications (GCC) and
Administrative support for the GCC.

Procurement Department (APO)

65. The Procurement Department provides procurement and shipment of supplies and
equipment for PAHO operating programs; and purchases on behalf of Member Countries
and WHO offices.
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Conference and General Services Department (ACG)

66. The Conference and General Services Department supports conference
arrangements and records, language services, building management, administrative
supplies and equipment, communications and mait, transportation, inventory
records, in-house text processing and document reproduction services.

67. Management and Information Support Department (ACS)

68. The Hanagement and Information Support Department maintains and develops all
corporate computer systems of PAHO; Organization-wide electronic communications,
including electronic mail and Internet; end-user support, including
troubteshooting, maintenance of standard hardware and software; computationat
services to technical and administrative programs; and information technology for
use by HQ units and field offices, inctuding advocacy, maintenance of recommended
hardware and software and advisory services.
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PROGRAM BUDGET BY ORGANIZATIONAL STRUCTURE - PAHO AND WHO REGULAR FUNDS
….......................................................................................................

1994-1995

AMOUNT %

1996-1997

AMOUNT %

1998-1999

AMOUNT %

GOVERNING BODIES 2,645,700 1.1

DIRECTOR/DEPUTY DIRECTOR
........................

15,484,100 6.3

D/DD OFFICE OF THE DIRECTOR/DEPUTY DIRECTOR
DAP ANALYSIS AND STRATEGIC PLANNING
DBI PUBLICATIONS AND EDITORIAL SERVICES
DEC EXTERNAL RELATIONS
DLA LEGAL AFFAIRS
DPI PUBLIC INFORMATION
DSI EXECUTIVE SECRETARIAT OF THE REGIONAL PLAN FOR INVESTMENT IN THE

ENVIRONMENT AND HEALTH
IA INTERNAL AUDIT

1,550,300
2,047,400
4,965,200
1,118,600
1,054,000
1,891,400

0.6
0.8
2.0
0.5
0.4
0.8

2,335,600 1.0
521,600 0.2

2,752,300 1.1

15,787,600 6.1

1,597,100
1,782,600
5,125,900
1,235,100
1,073,000
2,018,700

2,901,100 1.0

16,647,700 6.0

0.6
0.7
2.0
0.5
0.4
0.8

2,415,800 0.9
539,400 0.2

1,693,200
1,875,500
5,413,700
1,302,600
1,129,900
2,140,100

0.6
0.7
1.9
0.5
0.4
0.8

2,523,800 0.9
568,900 0.2

ASSISTANT DIRECTOR 2,814,800 1.2

AD OFFICE OF THE ASSISTANT DIRECTOR
PED EMERGENCY PREPAREDNESS AND DISAS7ER RELIEF

2,190,500 0.9
624,300 0.3

ADMINISTRATION 37,573,200 15.3

2,942,000 1.1

2,300,000 0.9
642,000 0.2

38,671,900 14.6

3,104,300 1.1

2,429,100 0.9
675,200 0.2

41,005,800 14.5

OFFICE OF ADMINISTRATION
BUDGET
CONFERENCE AND GENERAL SERVICES
MANAGEMENT AND INFORMATION SUPPORT
FINANCE
PERSONNEL
PROCUREMENT

ORGANIZATIONAL STRUCTURE

AM
ABU
ACG
ACS
AFI
APL
APO

553,400
1,091,300

15,916,600
5,674,400
6,887,300
5,795,700
1,654,500

0.2
0.4
6.5
2.3
2.8
2.4
0.7

591,000
1,149,300

16,321,600
5,495,000
7,105,900
6,068,900
1,940,200

0.2
0.4
6.2
2.1
2.7
2.3
0.7

622,200
1,316,100

17,222,500
5,803,200
7,558,300
6,427,600
2,055,900

0.2
0.4
6.1
2.1
2.7
2.3
0.7

969



PROGRAM BUDGET BY ORGANIZATIONAL STRUCTURE - PAHO AND WHO REGULAR FUNDS (CONT.)
..........................................................................................................................................................................

1994-1995

AMOUNT X

1996-1997

AMOUNT %

TECHNICAL SUPPORT PROGRAMS
..........................

80,153,900 32.9 84,106,600 32.2 90,260,300 31.9

DIVISION OF HEALTH AND HUMAN DEVELOPMENT
DIVISION OF HEALTH SYSTEMS AND SERVICES DEVELOPMENT
DIVISION OF HEALTH PROMOTION AND PROTECTION
DIVISION OF HEALTH AND ENVIRONMENT
DIVISION OF DISEASE PREVENTION AND CONTROL

SPECIAL PROGRAM OF VACCINES AND IMMUJNIZATION
............................................

2,044,100 0.8 2,232,900 0.9 2,360,800 0.8

93,524,400 38.3 104,358,800 40.0 115,457,500 40.8

CARIBBEAN PROGRAM COORDINATION
..............................

1,974,000 0.8 2,186,600 0.8 2,406,900 0.9

FIELD OFFICE: USA/MEXICO BORDER
................................

1,410,200 0.6 1,532,600 0.6 1,698,200 0.6

REGIONAL DIRECTOR'S DEVELOPMENT PROGRAM
.......................................

2,686,300 1.1 2,500,000 1.0 2,627,300 0.9

CONTRIBUTION TO RETIREES' HEALTH INSURANCE
..........................................

3,949,300 1.6 4,150,700 1.6 4,362,100 1.5

282,832,000 100.0244,260,000 100.0

HDP
HSP
HPP
HEP
HCP

1998-1999

AMOUNT X

15,289,500
16,046,000
13,905,100
9,118,100
25,795,200

COUNTRIES

6.3
6.6
5.7
3.7

10.6

15,695,100
16,956,100
15,608,300
9,465,200
26,381,900

6.0
6.5
6.0
3.6

10.1

16,609,300
17,789,700
16,946,200
10,218,700
28,696,400

5.9
6.3
6.0
3.6

10.1

ORGANIZATIONAL STRUCTURE 970

261,222,000 100.0TOTAL
=====



PROGRAN BUDGET BY ORGANIZATIONAL STRUCTURE - EXTRABUDGETARY FUNDS
-.........................................................................................................................................................................

1994-1995

AMOUNT X

1996-1997

AMOUNT %

1998-1999

AMOUNT X

GOVERNING BOOIES 138,000 0.1

DIRECTOR/DEPUTY DIRECTOR
........................

3,354,100 1.7

OFFICE OF THE DIRECTOR/DEPUTY DIRECTOR
ANALYSIS AND STRATEGIC PLANNING
PUBLICATIONS AND EDITORIAL SERVICES
EXTERNAL RELATIONS
PUBLIC INFORMATION
EXECUTIVE SECRETARIAT OF THE REGIONAL PLAN FOR INVESTMENT IN THE
ENVIRONMENT AND HEALTH

30,000
75,300
482,100

1,766,800
672,500

1,166,500 1.8

0.2
0.9
0.3

327,400 0.2

69,000
142,500
567,000
144,500

1,210,500 2.4

0.1
0.5
0.9
0.2

243,500 0.4

75,000
154,000
610,000
108,000

0.2
0.3
1.2
0.2

263,500 0.5

ASSISTANT DIRECTOR 10,890,800 5.6 2,190,000 3.5

AD OFFICE OF THE ASSISTANT DIRECTOR
PED EMERGENCY PREPAREDNESS AND DISASTER RELIEF

541,500 0.3
10,349,300 5.3 2,190,000 3.5

ADMINISTRATION 8,488,300 4.4 5,832,400 9.3 6,198,700 12.6

OFFICE OF ADMINISTRATION
BUDGET
CONFERENCE AND GENERAL SERVICES
MANAGEMENT AND INFORMATION SUPPORT
FINANCE
PERSONNEL
PROCUREMENT

ORGANIZATIONAL STRUCTURE

D/DD
DAP
DBI
DEC
DPI
DSI

AM
ABU
ACG
ACS
AFI
APL
APO

1,142,800
457,600

2,860,200
733,500

1,821,400
488,000
944,800

0.6
0.2
1.5
0.4
0.9
0.3
0.5

195,000
507,500

1,419,000
560,000

1,754,500
433,500
962,900

0.3
0.8
2.3
0.9
2.8
0.7
1.5

210,000
548,000

1,426,000
607,000

1,895,000
471,000

1,041,700

0.4
1.1
2.9
1.2
3.9
1.0
2.1

971



PROGRAM BUDGET BY ORGANIZATIONAL STRUCTURE - EXTRABUDGETARY FUNDS
..........................................................................................................................................................................

1994-1995

AMOUNT X

1996-1997

AMOUNT %

1998-1999

AMOUNT %

TECHNICAL SUPPORT PROGRAMS
..........................

64,783,000 33.3 40,059,500 63.6 37,214,200 75.9

DIVISION OF HEALTH AND HUMAN DEVELOPMENT
DIVISION OF HEALTH SYSTEMS AND SERVICES DEVELOPMENT
DIVISION OF HEALTH PROMOTION AND PROTECTION
DIVISION OF HEALTH AND ENVIRONMENT
DIVISION OF DISEASE PREVENTION AND CONTROL

SPECIAL PROGRAM OF VACCINES AND IMMUNIZATION
............................................

16,208,600 8.3 4,498,800 7.1 776,400 1.6

90,577,000 46.6 9,224,800 14.7 3,660,200 7.5

CARIBBEAN PROGRAM COORDINATION

FIELD OFFICE: USA/MEXICO BORDER
................................

69,600 *

15,600 *

194,525,000 100.0
======z==== =====

62,972,000 100.0
=========== -=====

49,060,000 100.0

* LESS THAN .05 PER CENT

HDP
HSP
HPP
HEP
HCP

3,228,800
3,690,500
21,487,700
4,694,500
31,681,500

1.7
1.9

11.0
2.4

16.3

COUNTRIES

1,091,500
208,100

16,431,500
2,548,900
19,779,500

1.7
0.3

26.1
4.0

31.4

1,070,000
168,000

15,368,000
1,963,600
18,644,600

2.2
0.4
0.4
4.0
38.0

TOTAL

ORGANIZATIONAL STRUCTURE 972


