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Project Summary
CORE Group Country Collaboration Model:

Scaling up Community Case Management Efforts in Bolivia

Overall Objective: To expand the scale and impact of community case management programming for children under-five without good access to health facilities
Cost:  $30,000 (CORE Group funded by USAID); Staff time

$22.000 Save the Children (Staff Time and HQ TA)
Timeframe: 16 months (July 1, 2006 – September 31, 2007)

PVO Partner: Save the Children

Other Partners: Health Reform Unit Bolivian Ministry of Health, BASICS/USAID, Christian Children’s Fund, CARE, PROCOSI
Outcome:

Save the Children (SC), with support from the CORE Group, undertook an advocacy effort with the Health Reform Unit at the Bolivian Ministry of Health to improve the quality of and access to community pharmacies with trained health promoters in rural areas.  Developed as a parallel structure to the government health system, SC sought to better link the “botica” (pharmacies) to the MOH service system for drug supply and refilling and developed a three-tiered training approach to ensure that botica promoters were better trained and supervised.  By the end of the project time period, the botica manual was aligned with national IMCI guidelines and simplified for low literacy workers, refilling forms were adapted to be compatible with health system information needs, a training course was piloted in five municipalities, and training of trainer sessions were conducted in seven of the nine departments in Bolivia.
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Background on ‘Boticas Comunales’ in Bolivia

Bolivia has a long history of providing case management through community extension workers, or auxiliary nurses, paid by the government and placed in Health Posts to provide basic drugs.  Most drugs for childhood illnesses, including cotrimoxazole for childhood pneumonia, dysentery and otitis media, are free of charge to the public through the financing package “Seguro Universal Materno-Infantil” (SUMI).  Due to the extreme dispersion of the population, however, more than 60 percent of the rural population, live more than one hour’s walk from services providing standard case management for childhood illness.  
As a result of this lack of access to health services, the World Bank started funding the Extensa program in 2005 through the Health Reform Unit of the Ministry of Health.  The Extensa program was designed to reach those communities without health posts or health centers.  It was made up of two components: 1) mobile brigades of physicians, nurses, and dentists who would visit communities every two months bringing preventive and curative health services; and 2) boticas comunales, or community pharmacies that would provide a source of drugs and basic treatment at the community level.  The botica was supposed to be administered by a community volunteer (botica promoter), supervised by a community committee, and provided with technical and administrative assistance from the mobile brigades and the health posts.  In reality, however, there was very little connection between the health system and Extensa at the national level, and virtually none at the local level.  In essence, the Extensa program created a parallel structure to the government health system in an effort to reach rural communities.  (See Figure 1)
The issue came to a head with the anticipated ending of the World Bank grant in 2007.  As a result of the parallel structure, the end of the funding would herald the end of the system for refilling the boticas and ensuring local drug supply.  There was no system in place to manage the supervision and logistics for the boticas from the formal health system.  Additionally, since the government health system had not been actively involved in the botica system, they had a limited understanding of it or interest in maintaining it.  
On the positive side, the political environment for community case management in Bolivia was favorable.  Provision of oral drugs including oral antibiotics through non-formal providers was authorized in Bolivia through Drug Law 1737 and Supreme Decree 26873.  These provided legal authorization for community volunteers to operate community pharmacies and dispense medications.  Additionally, the new socialist government in Bolivia, elected in 2006,  was focused on improving health care for the least advantaged.  
An additional opportunity at the start of this effort was the USAID Mission support for “Proyecto de Salud Comunitario”.  USAID previously provided approximately $15 million to PROCOSI, the network of 36 NGOs working in public health, to implement primary health care programs in some of Bolivia’s poorest and most remote municipalities.  At the beginning of this effort, NGOs were aligning in bids to compete for an additional 3.5 years of funding through PROCOSI.  While these projects could not fund boticas comunales (due to USAID restrictions related to drug purchases), a number of NGOs were interested in supporting the boticas through training and supervision with a MOH match for the drugs.  It was anticipated that the Proyecto de Salud Comunitario funding through PROCOSI would be an opportunity to align and expand CCM efforts conducted through the CORE subgrant to Save the Children.  However, this did not happen as anticipated due to political and administrative difficulties between USAID and PROCOSI.  
Figure 1:
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Save the Children and CORE Group Involvement

In February 2006, the CORE Group issued a competitive solicitation to identify a country effort where PVOs, working collaboratively, could expand the scale and impact of community case management programming for children under-five without good access to health facilities.  The subgrant was intended as seed money for strategic efforts that could result in increased support and funds for CCM program implementation in the future.

Save the Children submitted a proposal, in collaboration with CARE and Christian Children’s Fund, to expand and institutionalize boticas comunales in Bolivia.  Save the Children (SC) has been in Bolivia since 1985 and is known for social programs in rural and periurban areas.  SC fosters development of the indigenous population through education and health with a focus on community mobilization.  At the start of this project, SC ran health programs in eight rural municipalities with a total of 120,000 inhabitants in addition to working in education, adolescent programming and integral food security.
In July 1, 2006, CORE signed a subgrant agreement with Save the Children and activities commenced in Bolivia.  With one no-cost extension, the project efforts ended September 31, 2007.
The CCM Process


The objective of this effort was to ensure that boticas had improved service quality, especially for children under five through: 1) better linking the boticas with the MOH service system for drug supply and refilling; and 2) ensuring that botica promoters are better trained and supervised.  

The advocacy goals are depicted in Figure 2:

Figure 2:   





Table 1 provides a summary of the steps in the process. 

Table 1: Project time line

	Time Period
	Activities

	June 2006 – October 2006
	Developed formal relationship with Health Reform Unit 

Studied botica manuals and compared them to the national version of Community-based IMCI and Community-based neonatal IMCI national guidelines  

Selected municipalities for diagnostic study of the boticas

Developed survey instruments for the diagnostic study

Initiated the assessment phase 

	November 2006 – January 2007
	Completed the diagnostic study in five municipalities

Presented results to the Health Reform Unit

Developed structured training outlines for local health staff, municipal and other local authorities, and Botica promoters

Defined pilot testing sites in each of the five municipalities

	February 2007 – June 2007
	Conducted field visits for MOH staff to witness and speak to promoters

Presentations by Dr. David Marsh to several audiences

Revised “Manual para Boticas Comunales”
Developed and piloted training packages for local health staff, municipal and community authorities, and botica promoters

	July 2007 – September 2007
	Completed trainings in a total of 5 municipalities for 229 individuals
Conducted Training of Trainer sessions in 7 departments for 318 individuals


A key effort in the first two quarters focused on developing and formalizing the relationship between Save the Children and the national and departmental units of the Health Reform (Extensa) unit.  This effort resulted in a letter of agreement signed by the Director of the Health Reform and enabled Save the Children to work closely with the government, a relationship generally not enjoyed by NGOs.  

After building relationships with the government, the next step in the advocacy approach was to conduct a local diagnostic review of the botica system in order to document how the system was currently working and identify key problem areas.  Focus areas included access, level of training, presence of SUMI drugs, cost and refilling issues, and collection of local case histories.
SC worked closely with the Extensa unit and with the two NGO partners, CARE and CCF, to select the municipalities for the study and finalize the study instruments.  The initial intent was to select municipalities distributed across coverage areas for the three NGOs in order to lead into future training efforts supported by each of the partners.  Unfortunately, early efforts identified that the Extensa units tended to implement boticas in municipalities without an NGO presence.  As a result, San Pedro de Curahuara, where CCF had programs, and Sopachuy, where CARE was located, were not included in the study design.  
The study took place in five rural municipalities located in three of Bolivia’s nine departments.  See Table 2 for locations and Table 3 for methodology.  SC interviewed health staff including auxiliary nurses or physicians closest to the botica community along with municipal health directors.  At the community level, SC interviewed local authorities or members of the health committee, where they existed, and a convenience sample of community members. The interviews with the botica promoters and botica observation checklist were based on supervision and follow-up forms developed by Extensa and modified for the study.  Additionally, SC conducted a knowledge test with Botica promoters based on the guidelines in the Bolivian community-based IMCI module (version 2003) and the Bolivian community-based neonatal IMCI module (version 2004).  

Table 2: Diagnostic study locations
	Department
	Municipality
	Total Boticas
	Botica promoters

	
	
	
	Male
	Female
	Total

	Oruro
	Caracollo
	10
	9
	2
	11

	La Paz
	Yaco
	5
	5
	0
	5

	
	Calacoto
	14
	11
	3
	14

	
	Corocoro
	8
	5
	3
	8

	Chuquisaca
	Tarvita
	9
	8
	1
	9

	Total
	
	46
	38
	9
	47

	Percentage
	
	
	81%
	19%
	100%


Table 3: Summary of diagnostic study methodology

	Type of interview/observation
	Number

	Interviews with Botica promoters
	36

	Botica observations
	22

	Knowledge test with promoters
	56

	Interviews with health staff and local authorities
	24

	Interviews with community health committees
	3

	Interviews with users
	34


SC presented the results of the diagnostic study of the boticas to major stakeholders at the national level.  The Health Reform Unit staff received the report well, stated that it was understandable and clear.  It confirmed some of their initial perceptions, but also highlighted some new information.

The conclusions of the report highlighted the achievements of the botica program of the Health Reform Unit including:

· Response to a great need of indigenous populations without access to drugs

· General approval of the local population, its authorities and local governments

· General approval of the local health staff

· Effective focus on very poor and vulnerable communities

· Reaching needed population groups (children under five and school age children.)

It also highlighted major challenges, both technical as well as administrative.  The biggest technical challenge was the absence of training for promoters, the volunteers who manage the community pharmacies (See Figure 3).  Training was not part of the design of the original botica program.  As a result, knowledge and implementation of CCM was found to be weak.  On the administrative side, the report highlighted structural issues such as the relationship between local health staff, municipal health directorates, mobile brigades and community pharmacies.  These problems contributed to the lack of integration of subsidized medicines.  In exploring the source for refills to the boticas, 55% listed the health center, 23% listed the mobile brigades, more than 10% listed private pharmacies, and 10% did not know from where they would get refills.  In Bolivia, there is significant concern for the quality of drugs accessed from the private pharmacies.

The report expressed the following recommendations:

· Strengthen the role of the local health staff, including the municipal health directories, so that these institutions gain ownership over the botica strategy and assume its implementation.

· Redesign the social control aspect of the botica strategy, possibly relying more on administrative personnel of municipal governments rather than creating an additional and top-down designed community volunteer position.

· Establish or strengthen refilling mechanisms through municipal public pharmacies rather than relying on mobile brigades, as the latter are potentially not sustainable.

· Incorporate subsidized medicine schemes (SUMI or SuSalud) into the boticas.

· Train botica promoters (community volunteers) with emphasis on bacterial infections of childhood.

· For new boticas, select communities according to population criteria, and select botica promoters to ensure community acceptance.  If possible, rely on volunteers with previous training in health.

· Start with training, which culminates in receiving the drug kit, instead of vice versa as in the past.  Request approval of a minimal knowledge test in health before handing out the drug kit.

· Reduce number of drugs from 20 to 4 and include antibiotics, fever and malaria drugs in endemic areas.  Include basic wound dressing kit.

· Design a curricular plan for botica managers which allows for gradual increment of responsibility and drug management, until reaching the original 20 drugs.

The results of the diagnostic study and the recognition of the gaps in training, provided an opening for SC to support the MOH in updating materials and developing a series of trainings.  SC created a multi-tiered training design (see Table 4) starting with developing an enabling environment for the boticas and culminating in training the botica promoters on operational issues of drug management.  The training started with a six-hour session for local health staff.  Designed to develop their buy-in, ownership and support, the training focused on systematic supervision of the botica strategy.  This was followed by a 4-6 hour training session for local authorities and municipal government staff (usually the Human Development Officer) on the botica strategy and mechanisms for social control.  The training concluded with an 18 hour training course for botica promoters.  The promoter training focused on the IMCI module for community volunteers for infectious childhood diseases and the administrative aspects of drug handling.  The competency-based training package was piloted in the five study municipalities and adjusted based on training evaluations.
The training sessions were led by the SC trainer and co-facilitated by local, departmental, and national health staff of the MOH and Health Reform Unit.  Involvement in the training developed ownership for the mid-level and local staff over the botica strategy – the missing link in the Extensa botica implementation so far.  Through organization and facilitation of training events, MOH staff got to know the botica promoters in their areas, could assess their strengths, needs, and weaknesses, and could start to build their own confidence in conducting trainings in the future.  
Table 4: Training design  

	Cadre
	Content
	Duration
	Total Participants

	Local health staff: physicians, nurses and auxiliaries
	CCM strategy, drug refilling, forms, monitoring and evaluation
	6 hours
	64 (33 male; 31 female)

	Local municipal and community authorities
	CCM strategy, social control mechanisms
	6 hours
	81 (50 male; 31 female)

	Promoters
	CCM strategy, administration, IMCI, wound dressing
	18 hours
	84 (66 male; 18 female)


Following the pilot training sessions, SC expanded the training to seven of the nine departments in Bolivia through two-day Training of Trainer (TOT) sessions (see Table 5).  TOT sessions included municipal physicians, nurses, and auxiliary nurses in addition to administrative and pharmaceutical staff.  Of the two excluded departments, Pando was omitted since the MOH felt that the Health Reform Unit was not adequately set up; in Chuquisaca, the Health Reform Unit participated in the municipal pilot training in Tarvita and were able to replicate trainings without SC support.

Table 5: Training of Trainers

	Department
	Number trained in TOT 

	La Paz (2 courses)
	80

	Santa Cruz
	75

	Cochabamba
	60

	Potosí
	40

	Oruro
	28

	Beni
	20

	Tarija
	15

	Total
	318


As a complement to the training strategy, SC supported the Health Reform Unit to improve the technical accuracy and accessibility of the “Manual para Boticas Comunales”, the guidebook for botica promoters (see Table 6).  Since the Extensa team had funds available to reprint the material, it was an opportune time to influence the content and style of the document.  SC focused considerable effort on comparing the manual to the national C-IMCI standards and addressed a number of technical and stylistic issues.  
Table 6: Manual para Boticas Comunales revisions

	Dimension
	Problem with previous manual
	Correction in the new edition

	Drug use
	Dosage of cotrimoxazole and acetaminophen for children was incorrect, leading to insufficient drug intake and therefore promoting drug resistance.  It did not follow national IMCI and SUMI guidelines.
	Corrected and aligned with national guidelines



	
	Several potentially dangerous drugs, such as anti-cough medicines and metronidazole, were included.
	It was not possible to take those drugs out of the list for bureaucratic reasons.  However, the new manual mentions several contraindications and caveats.

	Language
	Highly technical and not understandable for promoters with low literacy skills
	Simplified

	Forms
	Insufficient data for refilling mechanisms through SUMI
	Birth date added

	
	Promoters did not receive the forms, only the format, and had to copy the format onto other papers with consequent errors.
	3,000 form books printed for two years worth


Additionally, SC assisted the MOH to develop a complete training package (Table 7) with which a CCM program manager can adequately train and supervise community botica volunteers.

Table 7: CCM training package

	Product
	Status
	SC’s input

	Supervision manual for boticas
	Text and design concluded
	Development, writing, editing and design

	New textbook for botica managers
	Text and design concluded
	Revision and correction of content and style

	Administrative form book
	3,000 printed and distributed to the MOH
	Design and printing

	IMCI pictorial patient referral slips for botica promoters
	10,000 (each for 20 patients) printed and distributed
	Reprinting

	250 IMCI training videos (DVD)
	220 distributed to departmental MOH
	Editing of the WHO clinical IMCI video and reproduction


Outcome

A major focus for this project was addressing the refilling issues for the boticas and connecting the boticas with the SUMI drugs at the health facilities.  There were several issues involved with this mechanism – providing a sustainable source of drugs for refilling the boticas and addressing both the equity and cost recovery issues involved with selling medicines in the boticas.  
The SUMI drugs available at the health facilities were subsidized by the government and therefore distributed free of charge.  Additionally, the SUMI-supported free drugs available at the health posts, were not the same drugs in the botica kits.  The boticas were intended to be set up as small business with revolving drug funds and a 5% margin on top of the drug price for the promoter.  Many promoters reported resistance from community members to pay the botica volunteer for drugs that are given for free at the health center.  

MOH officials and donors (World Bank) acknowledged the fact that they had not taken subsidized medicines into account when designing the strategy for community pharmacies.  SC reported that once MOH officials acknowledged this flaw in strategy design, there was a strong commitment to integrate subsidy packages into the boticas.

One strategy used by SC was to search and prize local “positive deviance” experiences, which showed that  a successful refilling mechanism was possible to achieve despite the lack of national policies.  SC used the example of the Yaco municipality in trainings for health service administrators at the local and departmental level. SC fostered dialogue between the Yaco health staff and health staff from other areas during training so that sharing and learning from peers could take place.   

One barrier that was overcome was found in the administrative forms.  The SUMI drug supply system relies on rather complex reporting, which feeds into the administrative and financial accounting system of each municipal government.  SC found that part of the information requirement to get a SUMI drug reimbursed was to report the date of birth of the patient who received the drugs.  The original botica administrative forms did not report this information, and thus the health staff could not reimburse SUMI drugs to a botica promoter.  SC helped redesign the forms so that now promoters can report the necessary information (birth date) of their clients, to get SUMI drugs refilled.  

Challenges and Lessons Learned


The major focus of this project was advocacy with the Ministry of Health.  Initially, SC proposed to focus on developing the legal framework of CCM through a “supreme decree” of the MOH or other appropriate legal measure to integrate the boticas in to the SUMI package in order to ensure the refilling mechanism.  

They faced several initial challenges with a changing political environment:  

· The director of the technical unit of the MOH for drugs and technology committed her full support to the initiative.  However, by the start of this project, she was no longer in her position at the MOH.  

· The MOH and its Health Sector Reform program underwent substantial restructuring under the new Bolivian administration.

· The World Bank’s future financial support to the Health Reform Unit was uncertain.  The Health Reform Unit staff spent substantial time during this project period justifying previous work and writing proposals for future work.

· With changes in the Bolivian government and the acceptance of Cuban doctors in the country, the relationship between the Bolivian and US government changed significantly.  

· The BASICS staff person tasked with heading the advocacy efforts, was originally housed within the MOH.  With political changes, the Government of Bolivia felt that no one paid by a US cooperating agency should be working inside the MOH. While she continued to provide TA to the MOH from the SC, this weakened SC’s positioning. 
· The project initially intended to incorporate the Proyecto de Salud Comunitoria, USAID’s community health branch implemented through PROCOSI, in the botica program.  Based on political considerations, however, the USAID Mission changed its geographic selection.  There is no longer any overlap in departments covered.  

· The old SUMI (essential care package for women and children under five) was planned to change to SuSalud (essential care package covering the above plus school age children, adolescents and youth up to 21).  This broader package would increase difficulties for botica volunteers to recover costs of medicines.
In the changing political environment, the goal of a supreme decree was determined to be too ambitious.  The advocacy goal was adapted to improving connections between the Extensa program, the regular MOH service structure, and the SUMI in order to improve access to community case management for children under five.    
Collaboration with the Ministry of Health

At the beginning of the project, SC formalized their relationship by securing a letter of agreement from the Director of the Health Reform Unit.  They then sought to involve the government in all aspects of the program.  Health Reform staff were engaged in selecting the study municipalities, approving the study instruments, reviewing the final report, and facilitating training efforts.  

High-level MOH staff who were generally not aware of severe implementation failures in the field were taken to the field and provided with opportunities to speak to promoters and other actors directly.  During these visits, the MOH officials heard for themselves that botica promoters had not received training, could not read the manual and did not understand the complex medical terms used.  

Presentations from outside experts was also an effective strategy.  In the Spring of 2007, Dr. David Marsh, Senior Child Health Advisor of Save the Children visited Bolivia.  A well-known advocate for CCM, Dr. Marsh delivered speeches on CCM programming focusing on implementation worldwide as well as in Nicaragua.  Audiences included the Ministry of Health, PROCOSI, representatives from USAID, and faculty and medical students at the University San Mayor in La Paz.

In addition to the permission received from the government to adapt training materials and guides, SC identified as a significant success the fact that the President of Bolivia talked for about 15 minutes during his inaugural speech about boticas and how this strategy brings health to very remote communities, such as the one where he grew up. SC believed that this significant commitment of time in a critical speech came about as a result of their positioning of the boticas as an important strategy with the Director of the Health Reform and her close relationship with the Minister of Health.  

Traditionally, NGO development professionals tend to be more comfortable with constructing a high-quality local pilot, demonstrating results, and then showcasing the effort with the government.  This approach attempts to get government buy-in to an effective strategy, but, lacking engagement along the way, does not engender real ownership.  Despite the fact that SC was more comfortable with this approach, they decided that it was important to have the government involved from the beginning.  SC felt that it was a significantly slower and more difficult process and stated that the challenges were those involved with working with any political partner - political interference, instability of staff, slow bureaucracy, inefficiency and competing interests between the central Health Reform Unit and departmental MOH administration.  However, they believed that the gains, such as being able to influence policies, improve nationwide available instruments, and training materials, far outweighed the difficulties. 

A key strategy employed by SC was taking a low profile approach in the relationship with the government and foregoing any need for logos and organizational acknowledgement.  SC offered their services to the government and agreed to serve as a “ghost writer” for the government materials.  This approach required a change, especially for the USAID branding policy, but they were able to negotiate this through ensuring that they stayed firm on the technical issues including content and training methods.

Collaboration with NGOs:

An important consideration for CORE Group in funding this effort was to demonstrate the added advantage of NGOs collaborating together at the country level in order to accomplish more than one organization could accomplish by themselves.  A collaboration among at least three CORE members was a prerequisite for the subgrant award.  

Save the Children submitted the proposal in collaboration with Christian Children’s Fund (CCF) and CARE.  CCF and CARE submitted letters of support indicating their interest in having their existing community health volunteers develop into botica promoters with training in community case management and the establishment of community pharmacies.

During the first couple months of implementation, SC developed letters of agreement signed by the directors of SC, CARE, and CCF assigning specific personnel to the project.  These representatives formed a quasi-board in charge of making major decisions related to the project.  The board met three times at the beginning of the project, authorizing the hiring of the main program staff and approving the instruments of the assessment study.  After this time, however, involvement from CARE and CCF dropped off dramatically.  As mentioned earlier, a major contributor to this may have been that the municipalities in which CARE and CCF operated were not selected for the diagnostic study or subsequent pilot training.  
Save the Children felt that there were several reasons for the weak level of collaboration:  
1. The total amount of the grant was too small to allow for subgranting or subcontracting.  So, both partner NGOs (CCF and CARE) had no financial involvement in the program, which marginalized their participation as well as responsibility.

2. While head level staff had expressed interest in CCM and were therefore willing to cooperate, ground level staff were not allowed or able to act outside of funded program activities.

3. The MOH found it easier to work with one organization instead of several organizations with different cultures and work styles.  In an atmosphere where the MOH was critical of NGOs, international cooperation and especially US-based work, SC developed a trusting relationship with the MOH that did not include CCF and CARE.    
Additionally, SC initially proposed to diffuse their efforts to the broader NGO community through PROCOSI, the network of health NGOs.  This did not happen as planned, mainly due to the politically motivated changes of the USAID funded “Proyecto de Salud Comunitario”.  

Another focus of the collaborative effort for CORE was leveraging the efforts of BASICS and Rational Pharmaceutical Management Plus (RPM Plus/MSH) to extend the effectiveness and reach of the seed funding provided by CORE.  In Bolivia, the BASICS staff person was seconded from Save the Children.  She was working on complementary program efforts and was able to capitalize on her good working relationship with both SC and the MOH to support the overall advocacy efforts for this initiative. 

Unfortunately, the collaboration with RPM Plus did not come to pass.  During and after the subgrant award was made, CORE and RPM Plus met several times with SC/Bolivia to discuss opportunities for collaboration.  RPM Plus was interested in providing technical expertise related to addressing pharmaceutical delivery issues.  They discussed the opportunities of funding some efforts through the South America infectious disease initiative and received support from the board of this initiative to work together with CORE and Save the Children.  Unfortunately, despite multiple meetings, phone conversations and e-mails from CORE and RPM Plus, SC did not anticipate to have sufficient capacity with this grant to take on another project unless additional funds would have come along with this initiative.     
Diffusion of Experiences:

One of the goals of this investment from CORE was to enable cross-learning among organizations.  SC provided two Elluminate (web-based) presentations to CORE members and partners to explain the program design, results of the botica review, and future programming directions in CCM.  These sessions provided an opportunity to sharing of expertise and enabled others to ask questions about the Bolivian experience.  
SC staff involved in this experience also provided input into the CCM Essentials guide, specifically on chapters of training and supervision, monitoring and evaluation, building from their experience and providing input into the programming lessons learned that could be useful to other NGOs and countries.  

Current Situation (2008):

Since the end of the program, Bolivia has undergone severe structural crisis mainly affecting the relationship between the national government (and the MOH) with the departmental governments and their public health services.  This decentralized approach has resulted in different financing schemes depending on the department of the country, different age groups and illnesses .   To complicate things further, in some departments of the country,  services are provided for free without adhering to Bolivian national drug policies.  This situation precludes the scale up of a centrally designed administrative structure for community pharmacies at this time.  
What Do We Want to Happen?





Subsidized drugs in boticas and refill mechanism assured


Promoters trained


Correct information in training manuals


Promoters well supervised





Children get good treatment and survive





Figure 3: Training Reported by Promoters





“The community scolds me - Why are you selling the drugs?  They are free at the Health Center in Caracollo.”


Basilia, Botica promoter
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