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“Building sustainable primary healthcare systems in rural Latin America through community partnerships”†��†
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A. Executive Summary †


Andean Health & Development (AHD or Saludesa in Spanish) is a U.S.-based non-profit organization which has been working for six years in Ecuador, South America, creating a sustainable primary health care system to serve a poor, tropical, rural area of 70,000 residents called Pedro Vicente Maldonado. AHD’s Board and Officers, including Theodore Hesburgh, C.S.C., President Emeritus of the University of Notre Dame; Julius Richmond, M.D., former U.S. Surgeon General and Assistant Secretary of Health; Michael Heisler, M.D., M.P.H., and Barnett Cline, M.D., have extensive experience in international development, primary care, public health, and tropical disease in the developing world. †


There are currently no models of rural primary health care in Ecuador that provide coverage to the poor and that are financially sustainable. Although there are many organizations dedicated to providing healthcare to the poor, they are dependent on long term external funding. Comprehensive primary health care clearly decreases morbidity and mortality through, for example, vaccine delivery, maternal/child health care, health promoter training, access to medications, and health education. The challenge lies in creating sustainable ways to provide these services at the local level with. Any long term, sustainable changes in healthcare in Ecuador and throughout the developing world will be achieved through the creation of structures and systems that work in partnership with the Ministry of Health (MOH), provincial, and municipal governments, and most importantly with the community. This coalition must, over time, assume responsibility for managing its health care system and for generating sustainable in-country and local funding through innovative methods of cost-recovery. †


In broad, economic terms, AHD organizes the demand for healthcare services, identifies healthcare providers, and creates sustainable ways to finance the health delivery system. In addition to providing in-patient and out-patient clinical services, AHD staff serve as a catalyst and resource to communities to assist is designing a model of care that:†


·	categorizes patients based on socio-economic status into user groups with family ID cards to be presented at network clinics 


·	creates a network of quality, accredited physicians that provides permanent, quality, cost-effective healthcare services to rural populations 


·	establishes a local governance structure (in this instance called the Northwest Health Council of Pichincha Province) comprised of equal representation from the community, from AHD, and from the Ministry of Health 


·	provides capacity for consultation between practitioners locally with colleagues at referral centers in Seattle, Milwaukee, and Atlanta via telemetry. 


·	acknowledges the link between quality of life, health, and economic development by serving as a catalyst for a micro-credit lending program. The model of the Grameen Bank and the lessons provided by the 1993 World Bank World Development Report, Investing in Health, have served as guidelines for AHD’s initial discussions about this component of the Saludesa initiative. 


·	generates a creative strategy for sustainable funding via a combined fee-for-service and pre-paid health packages plan for defined groups such as artisans, teachers, truck drivers and hacienda employees 


†


AHD has the potential to be sustainable with all costs supported by the community with some assistance from the national government. Many primary health care health centers in the developing world generate revenues through a sliding scale “fee for service”/cost recovery program. Per capita expenditures for health services in many of these communities is $5 to $7 per year with per capita incomes of less than $200. It is no surprise that “fee for service” rarely meets true operating expenses. †


Dr. Gaus and the AHD /Saludesa community board in Pedro Vicente Maldonado had an important idea. They recognized what many who have worked in the developing world know but failed to capitalize on: even in the poorest communities, there are sources of wealth and potential revenue with a vested interest in a healthy community and a healthy work force, for example - pineapple plantation owners, coffee cooperatives, and regional government. The basic assumption, based on a 1997 community survey, is that these groups (as well as a number of individuals) will be willing to purchase prepaid health coverage plans on an annual basis for their workers and perhaps worker’s families as a means of decreasing lost days of productivity and non-capped health care expenditures. Willingness to purchase plans required a hospital, a reliable health care team, support from the government, and the belief that the hospital and the related primary care services would be in place reliably over time. All of those components are now or soon will be in place. †


Aware of the absence of hospital services in the entire catchment area (a three hour drive to the nearest hospital), and based on priorities established by the community, AHD and its partners have completed the construction of a 17,000ft_ hospital which provides outpatient care, hospitalization, diagnostic lab, pharmacy, maternity, operating room, emergency department, dental services, and a training center. The hospital will serve as the referral center for the area, providing both primary and secondary level healthcare services. Tertiary care services are transferred to Quito, the capital. It will also serve as the administrative center for the provider network that will include public and private sector facilities in the region. Support for the construction of the facility came from private donors, the Ecuadorian Government, and the World Bank†


The financial summaries that follow in sections D, E, and F support AHD’s proposition that innovative financing, when combined with genuine community leadership, can create sustainable primary health care systems. In the current pilot underway in Pedro Vicente Maldonado, the community health system will be financially self-sufficient by 2007. AHD, will have transferred full responsibility for the project by that time.†


Long-term goals are to apply this model of community-based/community funded primary health care within the context of Ecuadorian reality so that it is sustainable financially, administratively, and technically. The President of Ecuador, Dr. Gustavo Noboa, now refers to the AHD/Saludesa project as “the model for primary health care delivery in Ecuador.” If he is correct and if AHD/Saludesa succeeds, this model may then be replicated in other sites in Ecuador and beyond. †


†


B. History of AHD in Ecuador†


The alarming realities of daily existence in the countryside of Ecuador are many: 


o	Ecuador’s maternal mortality rates are among the highest in the Western Hemisphere. 


o	Less than half of pregnant women receive prenatal care and nearly half suffer from anemia. 


o	Only 25% of all births are attended by health personnel. 


o	The infant mortality rate is almost five times greater than that of industrialized countries. 


o	One of the poorest nations of the hemisphere, over half the population lives in extreme poverty. 


o	In rural areas, income is half that of urban areas. Twice as many people live in poverty, and malnutrition is markedly higher. 


†


Amidst tropical diseases, extreme poverty, and high infant and maternal death rates, Andean Health & Development launched its primary healthcare project in the jungles of Ecuador in 1997. †


Ecuador and, more specifically Pedro Vicente Maldonado, was selected by AHD for several reasons: 


·	Commitment by AHD’s Executive Director and founder: David Gaus, M.D. a physician trained in primary care, public health, and tropical disease, had extensive experience in Ecuador and saw the need and opportunity for strengthened health services in the region. 


·	Commitment by an Ecuadorian partner: AHD discovered a highly motivated Ecuadorian physician employed in the Ministry of Health’s (MOH) health center in Pedro Vicente Maldonado (PVM) with years of experience. Dr. Carlos Burneo displayed a unique understanding of the problems in the health sector along with a vision of how it needed to change. 


·	Commitment by the community: AHD conducted a feasibility study with CARE-APOLO in 1996 to look at the community’s health needs, behaviors, expectations and values regarding healthcare services as well as the potential for sustainable funding via pre-paid health packages. The study also assessed the providers of healthcare services to determine if a network of providers could be created. The results were favorable. 


†


At the same time, the government of Ecuador began to recognize the need to reform a fragmented, inefficient, ineffective, inaccessible health care system that emphasized curative instead of preventive services - this in the face of rising health care costs and a shrinking percentage of the national budget committed to health (among the smallest in the hemisphere). Through the help of Rev. Theodore Hesburgh, an agreement was signed with the Ministry of Health (MOH) in 1997 to expand, equip, and administer the MOH’s health center in PVM with financing obtained from the Minister of Finance. The MOH subsequently decided it was not ready for decentralized health care reform, so AHD joined forces with the Municipal government in PVM. An agreement was signed in December of 1997 which provided for the: †


·	Creation of a local health committee composed of members from civil society and various public/private institutions to define county health policy. 


·	Construction of a much-needed clinic, as none existed in the area. 


·	Opening of a provisional clinic to put to the test what the community had stated in the feasibility study - they would pay for health care if it were quality care. 


†


Within one year, coverage in the provisional clinic was skyrocketing, the construction of the hospital was well underway, and the local health committee was fully functional. The project had taken off.†


In 1998, the success of the project caught the attention of the now reform-minded MOH. They asked that AHD’s project serve as a demonstration model of primary healthcare for the rest of the country. At that time, there was no model of primary healthcare in Ecuador that targeted both the poor and financial sustainability. AHD was in the process of creating the model.†


The MOH also asked that the project be extended to the neighboring two counties (San Miguel de Los Bancos and Puerto Quito), enlarging the catchment area to 70,000 inhabitants. AHD created local health committees in these counties and a larger inter-county Health Council with its corresponding technical team.†


With three municipal governments now involved, the provincial government of Pichincha began to assume their new responsibility in health by providing an ambulance to the hospital for patient mobilization, and by providing three mobile health units to provide primary care to the most remote communities in the area. †


Funding from the Ministry of Finance for the hospital construction ended in April 1999. AHD obtained additional funding from various donors in July of 1999 to complete construction and the building was inaugurated in March 2001. †


†��†��†��†��†��†


†��C. Andean Health & Development Work Plan 2001-04 


I.	September 2001- March 2002 


o	Area census completed 


o	Data analysis completed, including population mapping 


o	Design, printing, and distribution of health identification card 


o	Development and Costing of Healthcare Packages 


A.	Primary Care: 


§	Maternal/child health 


1.	prenatal visits 


2. 	well child visits


§	Family planning/ cervical cancer screening 


§	Curative outpatient services for uncomplicated morbidity 


§	Preventive dental care 


§	Routine management of uncomplicated chronic disease 


B. Secondary Care: 


§	Obstetrical services (e.g., Vaginal deliveries, Cesarean Section)


§	Basic In Patient Hospital Services 


§	Basic Surgical Services 


§	Specialist outpatient consults 


§	Uncomplicated Trauma 


o	Organization of the Provider Network 


o	Provision of basic primary health care services 


†


II. April 2002 - March 2004 


o	Design, Sale, and Implementation of Prepaid Packages 


A.	Identify potential user groups with an ability to purchase pre-paid packages 


(e.g., commercial farmers, schoolteachers, milk producers, municipal govt. employees, farmer’s market association, etc…)


B.	Negotiate with these groups or their employers to create prepaid healthcare packages for employees with significant contributions coming from employers.


C.	Negotiate with the National Social Security Healthcare system so that AHD provider network becomes a provider of services for SS members who otherwise have no access to services, yet are contributing 10% of their check each month to the SS fund. 


o	Monitor/evaluation 


o	Strengthen and expand institutional partnerships 


o	Stimulate partnership for economic development including potential microcredit lending program 


o	Expansion of the tele-medicine system with formal linkage to university centers in Seattle and Atlanta.


o	Explore potential of expanded web-site and direct mail initiative to disseminate information about AHD and generate revenues 


o	Continue full provision of regional primary health care serves 


†


D. †AHD/Saludesa Annual Operating Budget†


I.†Hospital Monthly Operating Budget†


Physicians†††(750.00)(6)††4,500.00


Nurses††††(220.00)(10)††2,200.00


Auxiliary Nurses††(120.00)(1)†† 120.00


Pharmacy†††(150.00)(2)†† 300.00


X-ray††††(375.00)(1)†† 375.00


Dietary††††(150.00)(2)†† 300.00


Social Worker†††(220.00)(1)†† 220.00


Receptionist†††(120.00)(1)†† 120.00


Cashier†††(150.00)(2)†† 300.00


Statistics†††(150.00)(1) 150.00


MIS††††(300.00)(1) 300.00


Hospital Administrator†(600.00)(1) 600.00


Maintenance†††(150.00)(4)†† 600.00


Equipment Maintenance†(200.00)(1) 200.00


Security†††(125.00)(4) 500.00


Accounting (175.00)(2)†† 350.00


Health Package Sales††(300.00)(2) 600.00


Medications†††††† 3500.00


Linen Service 200.00


Utilities††††† 100.00


Medical/administrative Supplies 1450.00


Dietary††††††† 1000.00†


Monthly Total †††† 18,000.00†


Annual Total††††† 216,000.00†��†��†��†


†��II.†AHD Annual Budget


On Site Technical Team


David Gaus, M.D.††† 30,000.00


Carlos Burneo, M.D.††† 30,000.00†


Augusto Maldonado,M.D. 30,000.00† †† 


US Office†††† 10,000.00


Fundraising††††† 


US††††† 6,000.00


Ecuador†††† 2,000.00


Airfare†(dom./intnl. for fundraising, etc.)† 8,000.00


Education Allowance - AHD Director† 12,000.00


Living Allowance - AHD Director†† 14,000.00 †††


Insurance (health)†††† 3,000.00


Vehicle Maintenance†††† 10,000.00†


Total†††††† 155,000.00†


III. †Mobile Clinics (Provincial Govt.)†† 126,000.00†


IV.†MOH Clinics ††††† 75,000.00†


Total Annual Operating Budget††† 


For Area-wide Provider Network† †† 572,000.00†


†�†��†


E. Revenue/Expenditure Summary†





�Table I. Revenue Sources 2002-2007 (USD)†


1. Year † 2.Fee Fo†r Service 3. †Prepaid Packages † 4. AHD Funds†  5. Provincial  Govt  6. MOH†† 7.TOTAL


__1.___2.____3._____4.______5.______6.____7.______


2002†40,000††60,000††120,000 126,000† 75,000   421,000


2003†50,000† 105,000††120,000 126,000† 75,000†476,000


2004†60,000† 150,000††120,000 126,000† 75,000†531,000


2005†70,000† 195,000††120,000 126,000† 75,000†586,000


2006†80,000† 240,000††120,000 126,000† 75,000†641,000


2007†90,000† 270,000††120,000 126,000† 75,000†681,000†


(See Graph One and Graph Two Below)








†


†


Table II. Required External Support (USD)†


1. Year † 2. Annual†Operating Expenses* † 3. Total†Funding†††4. External††Revenues††Required†





_1.______2.__________3.__________4.____________________


2002†† 572,000†††  	421,000†††	151,000


2003†† 592,020†††	476,000†††	116.020


2004†† 612,740†††	531,000††† 	81,740


2005†† 634,186†††	586,000††† 	48,186


2006†† 656,382†††	641,000†† † 	15,352


2007†† 679,355†††	681,000††† 	00.00 †


*Assumes 3.5% annual inflation rate


��†��†





Table III. Summary of Recurring Annual Revenues/expenditures 


Required for Saludesa to be Self-sufficient†


Referring to Table I and II above, the following assumptions apply: 


·	Annual expenditures include hospital operating costs, the cost of staffing and providing services through two MOH clinics ($75,000), and the on-going in-country costs currently covered by the AHD budget that by the year 2007 will be assumed by the recurring Saludesa budget (salaries of two national associate directors/physicians plus the annual vehicle operating expense=$70,000). 


†


·	Annual revenues include sustainable in-country funds available via fee-for-service, pre-paid packages, and the annual $75,000 provided but the MOH to meet expenses of two clinics. 


·	The cost and revenues for the mobile clinics is not included. The mobile clinics are a component of the over-all Saludesa service provision to the community, but are funded directly by the Provincial government and do not generate specific fee for service revenue. 


·	The Andean Health and Development Foundation will phase out its responsibility to the Pedro Vicente Maldonado project by 2007 with full responsibility and authority for the community health initiative vested in the local board and local staff. 


†Year†††Recurring Operational Costs † ††† Annual Sustainable Revenues_________†





2002†††		361,000††††			175,000


2003†††		371,830††††			230,000


2004†††		382.985††††			285,000


2005†††		394,475††††			340,000


2006†††		406,310††††			395,000


2007†††		418,500††††			435,000†





Projected revenues exceed costs in 2007 by 16,500.00. These projections (which are based on conservative estimates of costs with annual inflation adjustments -and - reasonable estimates of revenues that do not include annual increases) objectively support the presumption central to AHD’s mission that sustainable health services are possible in communities in developing countries via creative and innovative financing and project design.†


��†��†��†��†�


F.†Computations of Projected Revenues from Fee for Service and the Sale of Prepaid Healthcare Packages†


Primary Goal: Finance the majority of service provision operating budget through user fees to guarantee long term sustainability.


Primary Objective: Recover from user fees the following % of annual service provision operating budget ($579,000 - $162,000 = $417,000) †��†


Year 1(2002):††20%


Year 2:†††30%


Year 3:†††40%


Year 4:†††50%


Year 5†††60%


Year 6 (2007)††70%


†





Assumption #1: Regional and community data including the AHD 1997 Needs Assessment Survey indicate the distribution of “ability to pay” as follows:†


5% of the population can pay 100% =† 5.00


15% of the population can pay 75% =†11.25


40% of the population can pay 50% =†20.00


20% of the population can pay 25% =† 5.00


15% of the population can pay 5% =† 0.75





This represents the total theoretical percentage recoverable from fee for service. Historically, during the first full year of operation of the hospital, this is approximately the amount actually being recovered through fee for service.†


Assumption #2: One half of the patients seen will cover costs via fee for service and half will have purchased prepaid healthcare packages.†��†��†


†��STEP ONE: Projected revenues via Fee for Service†


Assumption # 3: A certain % of the population will pay fee for service each year.†


Projected Patient Volume


By Department and Year†





Outpatient/Dental†


Year	     	1(2002)†	2††          3††	       4††	        	5


Hospital††	18,750 †	25,000††31,250††     37,500††	43,750


2 MOH Centers †18,750 †	18,750††18,750††     18,750††	18,750†


Maternity


Hospital ††	200 ††		250††	  300††	       350††	400


2 MOH Centers†100 ††		110††	  120††	       130††	140†


Hospitalization †250††	350††	  450††	        550††	650


Emergency


Hospital††	1,000 ††	1250††   1500††	        1750††	2000


2 MOH Centers †1,000 ††	1000††    1000††         1000††	1000†��†


The average cost of these services has been calculated, yielding the following prices:†


Price for Service by Area:


Outpatient visit: $4


Delivery: $30


Hospitalization (3 day Length of Stay avg.): $30


Emergency: $8†��†


†��Based on these prices, the following annual revenues through user fees are projected:†��†


Potential Income (USD) through User Fees


By Department and Year†





Outpatient/Dental†


Year       	1††	       2††	         3††	4††	  5


Hospital† 	75,000 † 100,000† 125,000† 150,000 175,000


2 MOH CTrs 75,000 	   75,000†   75,000    75,000† 75,000†


Maternity


Hospital † 	6,000 †     7,500†     9,000†    10,500† 12,000


2 MOH Centers 3,000 †   3,300†     3,600     3,900†    4,200†


Hospitalization 7,500† 10,500†    13,500†  16,500†   19,500


Emergency


Hospital† 	8,000 † 10,000†      12,000†   14,000† 	16,000


2 MOH Ctrs   8,000 † 8,000†        8,000†      8,000†     8,000†


Total†          182,500† 214,000     246,100    277,900   309,700†


Given assumption number one and two, we know that 50% of patients will pay fee for service, and given their socio-economic category, 42% will be collected. Therefore, approximately 25% of each of the above totals will be collected through fee for service, yielding:†


Annual Projected Income (USD) 


Through Fee for Service†


Year††Amount †† Rounded Estimate


2002††$45,625†††  	40,000


2003††$53,575 †	50,000


2004††$61,525 ††	60,000


2005††$69,475 †	70,000


2006††$77,425 †	80,000


2007††††††		90,000 (calculation not shown)†


†��STEP TWO: Projected revenues via Prepaid Healthcare Packages†


Assumption #5: A certain percentage of the population is interested in purchasing a prepaid healthcare plan which is priced lower than if the services were paid for by fee for service.


Objective: Sell a prepaid package to 2,000 people in year one, with annual increments of 1500 packages each year during 5 and then 1000 in year six to reach a target of 9000 by 2007.. †


The targeting of defined user groups is the appropriate initial step in marketing and selling prepaid packages. Andean Health & Development has already identified and begun negotiations with 30 user groups, including: †


o	Dairy farmers 


o	Cattle ranchers 


o	“Hearts of palm” farmers 


o	Macadamia nut, pepper, and pineapple growers 


o	Schools teachers associations 


o	Association of small businesses 


o	Municipal government employees 


o	Ministry of Health employees 


o	Ministry of Agriculture employees 


†


These user groups represent 17,500 potential consumers or 25% of the 70,000 base population in the project catchment area. AHD will sell prepaid packages to individuals as well. The following projections of potential annual sales of pre-paid packages are extremely conservative based on the 1997 regional survey. For example, 9000 pre-paid packages sold in year six (2007) only represent approximately one-half of the already identified 17, 500.†��†


Prepaid Package Income By Year†


Year†††††††† 				Income


2002†††2,000 people @ $30/package†††$ 60,000†


2003†††3,500 people @ $30††††		$105,000


2004†††5,000 people @ $30††††		$150,000


2005†††6,500 people @ $30††††		$195,000


2006†††8,000 people @ $30††††		$240,000


2007†††9,000 people @ $30††††		$270,000†��†


†


Combined Annual Revenues from Fee for Service and Prepaid Packages †��


Year††Fee for Service†	Pre-paid Package††	Total __


2002††40,000†††	60,000††††		100,000


2003††50,000†††	105,000†††		155,000


2004††60,000†††	150,000†††		210,000


2005††70,000†††	195,000†††		265,000


2006††80,000†††	240,000†††		320,000


2007††90,000†††	270,000††		360,000†


��†��†


†��Attachments†


I . Board of Directors†


Rev. Theodore Hesburgh, C.S.C. - Chairman of the Board; President Emeritus, 


University of Notre Dame, Notre Dame, Indiana. †


Julius Richmond, M.D., Professor Emeritus of Health Policy, Harvard University; former U.S. Surgeon General and Assistant Secretary for Health†


Michael Breslin†


Barnett Cline, MD, PhD. - Professor Emeritus of Tropical Medicine and Former Chair of Tulane Univiversity Department of Tropical Medicine.†


Michael Hansen†


Michael Heisler, M.D, MPH- Associate Professor of Medicine, The Morehouse School of Medicine; Former Director of Programs for the Task Force for Child Survival and Development†


Lou Nanni - Vice President, University of Notre Dame; Past 


Director of the Center for the Homeless, South Bend, IN.†


David Nelson, PhD - 35 years of Development experience in Ecuador.†


Alberto Maspons - Former Ecuadorian Ambassador to the US; President, Chamber of 


Commerce, Guayaquil, Ecuador.†


Beth Toomey†


Adam Wiensch - Legal Counsel; Attorney, Foley Lardner, Milwaukee, WI†


II. Major Donors 


o	World Bank: $70,000 towards the completion of the hospital. 


†


o	Mr. Daniel Meehan: $150,000 towards the construction of the Hospital as well as more than $150,000 in donated medical equipment/furnishings for the hospital, including transportation costs. 


†


o	CARE - Ecuador: financed the initial feasibility study and operating budget in 1997 for $50,000. Also provided technical assistance during that period. 


†


o	Rotary Club Wisconsin, District 6270: donated $44,000 for the purchase of a 4-wheel drive vehicle for extension work in rural communities and emergency patient evacuations. 


†


III. Institutional Relationships†


o	The University of Wisconsin School of Medicine: Sends fourth year medical students and Family Medicine residents from around the State to Pedro Vicente Maldonado for experiences in international and tropical medicine. 


†��


o	Tulane University Department of Tropical Medicine: Sends students/residents for experience in Clinical and Investigative Tropical Medicine. 


†��


o	The University of Notre Dame: Sends undergraduate students for summer international social service projects. 


†��


o	The University of San Francisco of Quito: Sends fourth year students for experiences in clinical, laboratory, and community medicine in exchange for technical support. 


†��


o	The Northwest Health Council of Pichincha Province: founded by AHD (SALUDESA) to oversee and coordinate all health activities in the three county area. Members include: Mayors from each of the three counties; representatives the Ministries of Health, Education, and Social Security; Various organized groups from civil society. AHD is the chief consultant to this group. 


†��†


IV. CV - David Gaus, MD†


DAVID P. GAUS, M.D., M.P.H. & T.M.


e-mail: dgaus@impsat.net.ec†��†


Date of Birth:††04/18/62†


Marital Status:†Married†


Children:††2†��†


UNDERGRADUATE EDUCATION 


·	University of Notre Dame††††BA - Accounting 1984† 


South Bend, Indiana†


·	University of Notre Dame††††Post-baccalaureate premedical 


South Bend, Indiana††††No degree conferred 1986-1988†


MEDICAL EDUCATION†


·	Tulane Medical School††††MD 1992 


New Orleans, LA†††††


·	Tulane School of Public Health†††MPH & TM 1992 


& Tropical Medicine†††


·	University of Wisconsin††††Family Practice Residency Training 


St. Luke's Hospital, Milwaukee††1992-1995†


HONORS & AWARDS†


·	AOA - Tulane Medical School 


·	Thomas Dooley Award, University of Notre Dame, 1999 


·	Capovitz Medical Award for outstanding Senior Student in the Discipline of General Internal Medicine (Tulane Medical School) 


·	Spirit of Ignatius Award, Marquette University High School, 1999 


†��†


RESEARCH GRANTS & SCHOLARSHIPS†


·	Mellon Grant - Tulane Graduate Latin American Studies (in Guatemala) 


·	Bristol-Myers Scholarship - Tulane Medical School 


·	Merit Scholarship - Tulane Medical School 


·	Tulane Public Health Fellowship 


†


EMPLOYMENT†


·	Executive Director, Andean Health and Development, 1994-present 


·	Assistant Clinical Professor of Medicine, University of Wisconsin, 1995-present 


·	Health Consultant - World Bank, 2000 


·	Executive Director - Hospital Pedro Vicente Maldonado, Ecuador, 2000-present 


·	Adjunct Professor - Tulane University Dept. of Tropical Medicine, 1998-present 


·	Adjunct Professor - Universidad de San Francisco de Quito, 2000-present 


·	Emergency Dept. Staff Physician - St. Luke's Hospital, Milwaukee 1994-present 


·	House Officer - St. Francis Hospital, 1994-1995 


·	Teacher - Family Development Program, Quito, Ecuador, 1984-1986 


·	Assistant Rector - University of Notre Dame, 1986-1988 


†


LANGUAGES 


·	Spanish - fluent, written and spoken 








