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PREFACE 

This repor't pl't~sl-~nts a summary of consultant observations 

and r~c()mmendations fl'oln ;,) llIiclter"m evaluation of the Ecuador 

Int~grated Rural Health Delivery System Project lAID Project 

518·0015 and Loan 518-U-0401. Visits were made in various 

parts uf Ecuador to observe activities at project sites 

during March 1984. The consultant had participated previously 

in the 1980-81 ~esign activities for this project as leader 

of a management analysis team. 

The \oJork under t.h i s cunsul tanc~' was conducted for 

PR I TECH, as member 0 f a thl"ee - person te8m for eV311li:1 t ion 

of the project. The team also included: Patrick J. H. 

~tarnalle, Team Leader: who was con t I"ac ted to the USA I D/ Ecuador 

Missioll, and Hugo Corral. M.D .• who was contracted to the 

Ecuadur :-tini:-:tl"l': of Health. The -consultant wishes to extend 

thanl,s to the lIIan~' individuals who provided ideas auel assist.ance 

for" this l:onslIlt;:lncy: Dr. Kenneth Farr, USAID/Ec1I3clor 

Health Officer; Linda Morse and Paula Feeney. AID/\oJashingt.on 

Bun~i:1u fOl' Latin America ami the Caribbean; and Dr. Anthony 

~Ieyel·. r\ [D/Wash i II!Jton Bureau for Sc i ence and Techno logy. 

The AID Pl"ojec:t Manager for the PRITECH contract is Dr. 

Tina 3anghvi. Lfficp of Health. While in Ecuador, the 

suOgp.st ions of· seven.tl publlc heal th special ists made a 

valuable contrilJI.ltion to my wurk: Dr. Audrey White and 

I 

III
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Dr. David Nelson, contracted to the USAID/Ecuador Mission:' 

Dr. Reynaldo Pareja~ Academy of Educational Development; 

and Dr. Frederick Hartman, Management Sciences for Health. 

The many Ecuadorean culleaglles who participated in 

the original effort to design this project were again of 

!Jreat help dUI'ing tlli:::; \/i:::;it. Special thanks are clue also 

to Eduardo Navas, M.D .. consultant to tile Minister of Health 

for Regionalization of Services. and GU:::;lavo Estrella. 

Ph.D .. consultant to the Minister of Health for Services 

Integration. 

Lastly. many thanks are due to colleagues at PR ITECH , 

under \lIhose contract this wor'k was cOlllpleteu: John Alden, 

PRITECH Director. Jeremiah Non·is. Betty Bouth. and Danielle 

Gl'an t . The i r, new 0 rgan i za t i 011 has begun work ina fine 

wa~·. and I ex tend my best wishes for the i r con t i .nued success . 

The opportunity in this assignment to revisit old 

friend:::; who hac. labored to develop the pr'oject plans in 

Ecuador was an especially enjoyable one. It is hoped that 

the work reported here contributed positively to that of 

the many field workers participating in project implementation. 

To these above name people and the many others who now 

are engaged in the various worldwide efforts to expand 

and improve basic health services, I extend my encouragement. 

Robert Emrey 
Management Counsel 

Montgomery Village, Maryland
30 March 1984 



EVALUATION OF ECUADOR INTEGRATED
 

RURAL HEALTH DELIVERY SYSTEM PROJECT
 

REPORT OF CONSULTANCY. ECUADOR. 11-24 MARCH 1984
 

Bacl,ground and M~ t hor.to.1..Q.gL 

This report presents the observations and recommendations 

from one cunsultant in the 198L~ midterm evaluation of the 

Ecuador rnte!Jrated Rural Heal th Del ivery System Pr'oject 

(ArD Project 518-0015 and Loan 518-U-040). This report 

~lIili be cOlllbineLi I\lith th~! findinys Of other evaillation 

team members for presentatio~ of the 1984 ~valuation results. 

The official project purpose,is: "To develop a model 

low-cost health services delivery system. which can be 

replicated nationwide. in three Integrated Rural Development 

(rRD) areas." The project is being implemented by the 

ECllador Ministn/ of Health (MOH). the Ecuadorean Institute 

for Sanitary Works (rEOS). and the Integrated Rural Development 

Secretariate (rRDS). Technical assistance is provided 

to the project by the Center for Multidisciplinary Investiyations 

in Development <CIMDER) of the Universidad del Valle in 

Call. Colombia. under host country contract with the MOH. 

The project began with initial obligations on 29 Septemb~r 

1981, and project assistance wi 11 continue unti I :31 December' 
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1986. 

The consultant was assigned the tasks of reviewing and 

making recommendations on the management and program develop­

ment aspects of the project activities within the MOH and 

lRDS. This report does not contain observations for the 

water supply ~nd sanitation improvement areas of the project, 

nor does it present findings concerning the work of lEOS. 

as these areas are being evaluated by other participarlts 

in the midterm evaluatipn effort. 

Background 

This report cgntains findings for the portions of 

the project aimed at developiong institutional capacity 

for del ivery o·f ('ural heal tl1 services and fOI' establishment· 

of a model decentralized management arrangemenX'within 

the MOH. The project was rtesigned to strengthen delivery 

of services fo." three sections of rural Ecuaclor: Jipijapa 

on the coast. and QIJimiac-Penipe and Salcedo in the Sierra. 

During project design in 1980. Government of Ecuador 

(GOE> officials insisted that two design features were 

to be considered essential elements in the project: Fir'st. 

the integrate.1 rural development scheme of the government 

was to be the vehicle for accomplishment of project activities 

anu second. project implementation plans were to include 

support for the MOH decentralization and regionalization 

program. The importance of these two premises should not 
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be overlooked in any review of the ptoject implementation 

process and of project aChievements. A brief review of 

both these design elements is provided in the following 

paragraphs. 

lnteqrated Rural Development. The Ecuador integrated 

I'ural development program was desi~Jned in the late 1970s 

using the best ~odels and resources available from worldwide 

experience at that time. All of the 17 integ!"'ated rural 

c!evelopment areas in Ecuador wp.re selectp.ct on the basis 

of both technical. and political criteria after extf?nsive 

studies. The IRD areas were planned to r~ceive sp~cial 

treatment from public and private agencies for the purpose 

of raising their agricultural and industrial productivity 

and their social. cultur"al, and health statlls. The areas 

splected wer'e al I of 10\11 income populations, but. they were 

areas that als') had some promise of improvement. That 

is, regions having extreme, seemingly hopeless development 

problems were not included among the lRD areas. 

Implempntation of the development interventions in 

the IRD areas was to be coordinated through a new, high 

level agency: the lntegrated Rural Development Secretariate 

lIRDS>. The agency was to be freed from slow-paced, restrictive 

practices and procedures used typically by regular cabinet­

level ministries. The structure and policies of the IRDS 

were being developed at the time this project was under 
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design. Initial staff members were being selected also. 

at that time so there was not an operating IRDS in place 

to observe in ~cuador at the time the project was presented 

and approved by the participating governments. Various 

plans and treatises on development in Ecuador (including 

notably papers by then Vice President Osvaldo Hurtado> gave 

the only available indicatiun of how the scherne for fRD 

was going to be implemented. The health project being 

implemented here. then, grew up at the same time as the 

formal integrated rural ~evelopment arrangement was coming 

into existence. ,<The lRDS was created with participation 

from AID ullder A[D Project 518-0012 and Loan 518-T-038, 
~ 

Which was approved in June 1Y80.) 

Decentralized Health Administration. A number of 

international st\ldies and many Ecuadorean experts in the 

1970s had urgeu the government to adopt decentralization 

as a means of moving public systelns to be more effective 

and responsive in delivery of services. Decentralization, 

of course, can mean many different things dependiny on 

local circumstances. [n his several international stUdies 

of decentralization prucesses, Dennis Rondanelli, Syracuse 

University, identified the following distinct forms of 

decentralization ("Administrative Decentralization and 

Regional Planning for Rural Development," Unpublished, 

November 1979>: 
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1.	 D(:?concl~ntrat.ion--redi::;tritJutionof pli:lIlnin~l. df!ci'Sion­

mal,ing or management responsibilities among levels 

of c~ntral government through shifting of workload. 

creation of field agencies or establishment of 

local administration: 

.')	 Deleqat.iu[l--transl'er uf responsibi I i t~1 Lo perform 

planning dnl! i:1liminist.r-ative functions to onmnizat.ions 

not wholl~' contr-olleo b~" t.he cent.ral !:lovernment 

such as purJlic: corporations. reuional development 

and plannina authoritie::;. mUlt.i-purpose or single 

purpose fUllctional authorities. or- project implementation 

ullit.s. over' which t.he gover'nrnl-!nt maint".!ills super'visory 

powers: 

3.	 pevolution--allthorit.~,. fl)r pl.:lIlning and mi:1naql~rnent 

of functions lS tr-ansferTNI entirely to autonolllous 

uni t.s of government \oJj th cor'porate statu::; over 

which the central government raintains little or 

no direct control, 

These distinctions ar'e of assistance in distinguishino the 

purposes aud approaches found in decentralization p.fforts. 

r\ model for dl::c'centralizatiun of administration for the 

heal ttl sp.(~t.or ·in tlle for'm of "decuncentr-al. ion" \lias debaU~d 

during the IlJ70s in Ecuador. then introduced slowly during 

the years 197~-1980. The needs of urban versus rural populations 

were considered in these plans as were the different requirements 

for service programs located in the three distinct geographic 
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areas of Ecuador: Sierra, coast, and Amazon. The key element 

in the decentralization model was the provincial health office 

The advisors to the MOH at that time had drawn up elaborate 

plans for irnpr'oving the role of provincial office~ in supervision 

and support of service units. Ti1ese plans inclUded spp-cifications 

for a pattern of supervision and patient n~ferr'3ls from heal th 

posts up to higher facilities in the health services delivery 

system offer"ing more extensive levels of treatment. The 

levels were designated in the following order: 

• Health Post 

• Health 3ubcenter 

• Hospital Health Center
 

, Provincial Hospital
 

• Ter~iary Care Hospital 

Descriptions and specifications were given for pach level 
. 

in the service chain as they related to the roles of the 

MOH c~ntral office and the provincial health offices. 

It should be noted that at that time and over several 

~·p.ar"s the MOH was engaged in all l~xtensive faci 1 i ty construct ion 

effor"t. Construction of those units and administrative offices 

wa~ largel~" complete before development began 011 the present 

RUI'al Health s'ervice Project." However, a project with lnter­

Amel'iean Development Bank funding for construction of numerous 

additional health posts and health subcenters was started 

11uring the time this AID-supported project was lInder design. 

The supervisory and logistics elements in the facility 
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system was only partially implemented during that time period. 

The problem presentt!d to the project was to develop a responsive, 

locally active service system appropriate to rural populations. 

Of ke:.: i mpor tance for the proj ec t. the super\' i's ion 0 f 

health su~c~nters an~ health posts in m&ny places was not 

working well. These units were under the responsibility. 

sOllle\lIhat ClIllbiqllOllSly. of both the hospital slltlcenter (Iirectors 

and the rural health chiefs in provincial offices. The project 

designers were given details of proposed directives by high 

MOH offic~als concerning the next stages of decentralization 

plans fur the MOH. These plans were described t6 project 

designers as ~toH pol icies auout to be adopted, and they speci fied 

dn alTanoernent for super'vision cH service:.:; within provi'1ces. 

These plans contained the ideas for the sub-province districts 
. . 

that were to be called, microregions or simply areas. A 

new MOH official post was proposed to be created in these 

plans to supel'vis~ the lIlicl~oregion. The new post was to 

be eel I led: the Area Chief, The MOH officials agl'eed at 

the time that the first Area Chiefs to be appointecl wOlllcl 

be those in t.he three sites selected by the qovernrnent for 

the project. ~IOH officials pxpected that. by I inking the 

next staue uf 'their decelltralization effort to the project. 

they would gain appropriate resources neerled for design and 

execution of ihe initial training programs and related guidelines. 

The features in place or available to the MOH at the 

start of the project included a large array of facilities 
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and offices, many assigned h8alth workers, and a number of 

units providing somewhat uncoordinated logistical 

support. Missing from thl: model at the start of the project 

were: adequate numbers of health workers willing and able 

to provide services in deep rural ar<:?as, a supl~r'vi::;or'Y s~'stem 

for en::;uring quality services were being provided at low 

eost within rural al~eas, and an infor"mation handling arrangement 

for streamlining the assignment of resources and determining 

progl"am needs. A few additional facilities in the form of 

s\ll)cen ters and posts were a I so to be cons t. rue ted 

I"'here they were needed to fill voids within the project 

geoaraphic areas. 

In summary, the location of project ::;ites in rural sections 

~esignated to participate in the natiunal program of inteurated 

1"lIral development was mandateel b~" national policymakers at 

the highest levels. Furthermore. the arl~angement of the 

work as an element in the MOH decentralization scheme was 

mandated principall~' b~' ~IOH pul icymakers at the national level. 

Together. lhese two elements meant that the project design 

must take e:,tra measures during implementation to meet the 

demands of the.3e compl.e:< requirements. 

Implementation ~xperience. Two factors outside the 

control of the pruject implementation team have affected 

progress in the project: the changes in top-level administration 

in the MOH and the effects of the 1983 rainfal I on the project 

sites. 
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The time during ~hich the project ~3S being implemented 

thus far has seen a succession of five Ministers of Health. 

The peQpl~ selected for the post of Minister have all been 

of IJ["eat competence and interestingly each has come frl)m 

a di tfe['ent part of the p(\1 i tical spectrum of Ecuador. The 

significant factor here is that each ne',11 minister was obliged 

to learn about the project. anew f["OIll rhe implementation team 

and the AID health officers. A great deal of attention was 

given by project p<.lI'ticipants to ensur"e that the needed 

unde['stal1l:iing was given to each succeeding Minister. In 

one ·case. a [H~\II heal th minist.er and his deputies spent an 

extenljed pp.riod of time in intensive discussions with the 

implementation team and ACD I)fficials to ensure c.l SlIIooth 

transition suon after they touk office. 

Secondly. during the year 1983. an exceptional and extended 

period of rain and accompanying damage were experienced by 

Ecuadoreans and residents of the other western regions of 

South America. These rains continued for a period uf nearly 

1:1 ilion ths, The eva lua ti on t: earn was presen tin some 0 f the 

areas most affected by the rains and was able to see the 

Sl1 f fer i ng 0 f peop I e fo I low i ng these unp["eceden ted ra ins. 

Ecuador is speillJ i ng a gr"ea t dea I () fits own r<.?SOlirces CIS 

wei I as those I) t man~.. donur na t ions and agenc i es to PI.I t the 

services and operations of the country Dack into working 

order, 'fhe involvement of these many agencies has in many 

ways afFected the progress and results under the Inteyrated 
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Rural Health Delivery Systems Project. The extent of the 

delays and additional problems experienced throughout the 

rainy per~od are difficult to assess in any precise way. 

The consultant has provided. wherever possible. an indication 

in this report of unavoidable delays attributable to the 

1983 rains. 

Metl10dology 

The report which follows then is a presentation of the 

findings 3S they were observed during the month of March 

1QS4 in visits and interviews at various project sitps in 

Ecuador. The consultant studied also a variety of documents 

in English and Spanish that bear on the development and implemen­

tation of the project, inclUding a number.of spanish-langu.age 

~ontractual and project implementation documents which were 

studied following the consultant's return from Ecuador. 

During the field visits, the consultant attempted to observe 

at first-hand the present process for implementation of the 

project and to gather data from project participants and 

community members as to the progress and problems in the 

project. 

The work 'of the consultant was organized to follow the 

scope of work prepared by the USAID/Ecuador Mission in requesting 

these services. The work scope consisted of ten issues and 

questions (A-J>, which were to be addressed by the conSUltant. 

Each of the ten issues requested both an assessment and recom­

endations. The recommendations are presanted as tp.ntatlve 
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and i llustrat ive guidanc~. ba~ed on an mlmi ttedly shor't period 

of observations aad U far from complete under'standing of 

the many factors and forces affecting the work of the participRnts. 

The official visits and interviews as planned for the 

evall13tion team were pr"epared in an agenda by the evaluation 

leader', Palr-icK J. H. ~lar·nane. covering the period 7 March 

to 5 April 1984 <a copy of that document is contained in 

AflrH:':'\ 1.) The visi ts in the official agenda were supplemented 

I)~' additional intende\lIs conducted with former project par-ticipants 

and with members of the communities in which the project 

i~ being impLemented. The people contacted are listed in 

Annex 2. 

The remainder of the bod~" of the repor't rontains the 

cl)nsill tun t 's responses to the issues. r\nne:'\es are inc lucll:'d 

at the end of the report, containi'ng listings and r'~f8rence 

materials of use to the reader in studying the eV31uation 

findings. 
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A. Decentralized Service Deliverv Model 

What progress has been made in developing and implementing 
a model decentral ized heal th dl~l iver'y system which can 
be replicated nationwide? 

Response. Tht~ Ecuador Ministn: of Health <MOH) has made 

a continuing effort to develop great.er decentralization since 

the Ministry was founded in 1972. The approach used was that 

known as deconcentration. as was discussed above. The effort 

to decentralize has proven to be cumplex and at times seeminyly 

IInpopular with various officials. The present situation. 

after the project's contributi9ns over the last two years, 

cCln best be summar i zel.1 as shmll i ng modest signs I) f prOlJfl:'SS 

but with many elements of the decentralization program remaining 

unimplemented. 

Decentralizatiun of a cabinet-level ministry in any 

country is a process that r~quires attention to numerous 

featur"es of government-wide operation. fhe network of governmental 

procedures llsed in financiaL. logistical. and personnel admini­

stration transactions usuall~; cannot be chan!Jed uui laterall~' 

b~· a sinqle ministry. Ttle Government of Ecuador" pl[lce~ control of 

government financial tl"ansactions in the Ministry uf Finance 

and control of personnel transactions in the Civil Service 

Commission. The decision-making process for problems arising 

in field programs requires that decisions be reviewed at 

several levels up to the MOH Central Office. then often reviews 
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are made also at other government agencies. too. Decentralizing 

am.. NOH operat ions must then accomocla te these requ i I'ed l1ec i s ion 

points. This is not to say that decentralization cannot 

worl, but that its supporters must consider the effects of 

a single Ch8nQe in NOH procedurt~s on the mllltiplicit~' of 

related other Governmental processes. 

The present formal lll:!cision structur"e in the mJH operat.es 

under the authori ty of the Minister wi th un(lersecn~t<31'ies 

fa reach 0 f the twoma i n reg ions () f the cuun tn': coast and 

Sierra. Next .. t.he decision authorit~' passe:-5 dO\vn tlll'ol.lqh 

pr'u\'in('ial health chiefs. who are responsible for all hf.'alth 

activities in the province. These officials are nOll-permanent. 

pulic.ical appointees and have ;:Iur.horit~: o\"~r a l.I."ide range 

Llf local i-IOH financial and pel'::>onnel actions. Al though 

they prepare the proposed budgets for province heal th programs •. 
they ~o not exercise final authority over certain ~ey rpsources. 

such as the assignment Ilf most class~s of health workers 

and the arranyements for capital construction. These rlecision 

areas r~main uncler' :10H Centn:l1 Office control. rH the start 

of the project. then. many areas of action were assiyned 

t.u the provinci.:.tl offices. but. 1 ittle cuntrol in turn was 

given to operations below that Ip.vel. The project focused 

on strengthenillg the L1ecision-mal,lng and supervising authority 

and capacity at the sub-provillciol level. The principal 

manal;lement officials at the sub-provincial levE-l WP.I·e the 

hllspital l1irp.ctor and t.lle clirectors or hospital sub'=enters. 
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I n most cases.· these posts are fill ~U by non -pennanen t. 

political appointees. These people were given regular salan:, 

extra paid benefits. and were permitted also to hold private 

clinical services' in their hours outside government dut~'. 

The project. desiqn called for implementing a lonn-studied 

and L1l-!I)ated concept u f .:ldmi rdst.rat i ve di rec tor"ates at the 

slIb-provincial level, tl) be called "micrclreDions" 01" ::;imply 

·'areas." fhese new directorates \,'en~ to I'eceive some (If 

the authority previously vested in the province offices to 

plan and implement the health serv~ces. Under the project, 

attention was given to the remote. rural parts of the country 

\.dr.hin the fRO district.s. The mon? urbanizl?d sl:'ctions in 

~10H pr'olJrams \Ilere alre"ld~' pru\,iLled With sll~ervision fr'om 

tile local provincial uffice. TIIf? ke~: element in the chanqe, 

then. was tilat ('he "area" concept was.s. ,"'n as a means of 

improving effectiveness in rural services ~nd in muking those 

::;1 tes designated as "al"eaS" more responsive to local service 

needs. Oecentral ization unde~ the project's concept offerred 

pn.lmise of irnproviny iural cornmunit~· outreach for' services. 

The risk was high at the start of t.he P,"oject that cll?centr'al 

ization was not goinfJ to ti:lke place :.tuickly. The Man quest 

for c!f·!centralization had already taken ten years. [n fact, 

all previous efforts to establish a balance of control between 

central and provincial offices 1n the MOH had required 

very great energy by supporters. fhe debate on decentralization 

that emerged in the MOH during the early stages of proje~t 
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implementation focused on the post or 1\1'('11 Chhlf. The post 

of Area Chief became a rallying cry. or shiboletll. for much 

deeper. more entrenched values concerning the control of 

the system and its perquisites for ifdividual officials. 

Area Chiefs marked. among other things. an effort to give 

greater attention to MOH ~ural services, thereby threatening 

sume of those who sought to favor curative care facilities. 

The Area Chief represented a mabor incursion on the turf 

of some established officials in the MOH. and potentially 

would change the previous balance ;1f attention in the services 

sY3tem between urban and rural areas. 

The consultant believes. based on observations uver 

the past three ~'p.ars. t.hat the debates over c1ecentl-alization 
. . 

pol icy wi 11 continue for sevel'al more l-'ears. i"liSlJndel~stallctings 

over the decentralization plans will probably continue .to 

occur for a time also--such as the misinformation being spread 

Last year concerning Area Chiefs' salaries Wllich were claimed 

to be greater than provincial health chiefs' salaries. Those 

who support the intended ends of greater decentralization 

need not and should ~ot be deterred by these debates from 

continuing to make progress. If attention is given mainly 

to seeking outward and visible signs of expanded local "area" 

authority. then the progress likely will be very slow. These 

visible authority symbols often include such matters as: 

budget preparation, hiring and firing, and other procedural 

responsibilities. Instead; major emphasis can and should 
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be given to strengthening local supervision. where the emphasis 

is on teaching skills to rural health workers and obtaining rapid 

feedback of information about problems experienced by the 

workers. Technical assistance in the field should give priori t~· 

to improving supervisory performance in the "areas." 

The allocation of budgets to the rural health services 

activity remains a critical problem. Under the present circum­

stances of tight national government budgets and difficulties 

with the availability of posts. the most likelY situation 

over the coming two years is the cdntinuation of bUdet allocations 

in more or less exactly the same urban-to-rural proportions 

as were presen t over the pas t five ~..ears. These propor t ions 

cannot and will not be changed solely by technical arguments 

over the benefits of gr'eater community participation or the 

subjective benefits of greater involvements in the ~anagement 

of the health sector by rural specialists. Technical assistance 

to improve supervision in provincial offices and in field 

services can help improve service efficiency as well as to 

strengthen their effectiveness insplte of limited budgets. 

The present strategy of the project directorate is to 

act forthwith on recent top-level decisions in the MOH to 

permit a new-type of designation of Area Chief to be given. 

to the present Hospital Subcenter Directors. These people 

would also receive additional pay and benefits. This new 

policy replaces the never-enacted one proposed at the beginning 

of the project. which was to have new area chief posts created. 
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These hospital subcenter managers will b8 given responsibility 

for both curative and preventive health services throughout 

their catchment area. A special new post will then be assigned. 

within the present personnel structure for clinical physicians 

in the Civil Service. for a public health physician as specialist 

in the "technical affairs" to supervise the rural. community 

ht::alth s~rvices activities. This model is similar to the 

U.S. Public Health Service organizational arrangement in 

the programs of direct health services to rural Indian populations. 

This arrangement emphasizes the ovprall management of the 

geographic area health needs for thr 

hioher-ranked area official. Then. a separate specialist 

~n community health services is asstgned immediately beneath 

that person~ In the U.S. Public Health Service model. another 

person may also be put in charge of the operations of the 

hospital to oversee the day-to-day operations there. 

The selection and development of the Area Chief and 

the new Technical Director are discussed further below. under 

[:-5sue E. 
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B. Primarv Heal th Care in Integrated Rural Development .-\I"ea~ 

What proyress has been made in improving PHC delivery 
and in providing new. low-cost ser'vices in IRD areas? 

Response. The decentralized primary health care <PHC, d~livery 

system being dpveloped by the MOH aimed to provide services 

throughout the country on the basis of the needs of each region 

and area. These health needs differ greatly from Sierra 

to coast to Amazon. and t.here fore the approach was desi Oiled 

to accomoda te these d i f fer·~nces. The process 0 f deve lop i I1g 

t.hese services has t.o take many di ffil=1l1 t steps before a 

fully functioning PHC system can be achieved. 

The Pile system in Ecu"lc1or \liiJS establ isheet ill ':1 succession 

of l1evelopmental steps that peedate the founding of the NOH. 

beainnillO in the 19405. These steps to bui Id a PHC capacity 

included the early operations of the Servicios de Salud and 

t.he Plan Mldino. These former agencil:!s each gave attention 

t.o such system elements as buildings. public sanitation improve­

ments. and other simi lar reSOlIl~ces. The PHC system development 

per'iod included several recent ~!ears of relative prosperi ty 

for the country. During that time. man~; l"ey elements were 

put in place: staffing. transportation. and additional buildings. 

Oppressed int.ernational markets in petro!f?um haVI~ most recently 

put. a squeeze on resources for the health sector at a time 

when additional population growth is increasing demand for 

del i~en' ot' all types of health services. Amonu the remaining 
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elem~nts re4uired for establishment of a full operational 

PHC service in underserved areas include: supervision. infur'mation 

feedback. and logistics. 

The contribution of the Project toward this evolving 

model PHC delivery system l~es in the risk capital provided 

to experiment with methods for meeting service needs in remote 

areas and with dispersed populations, The concepts to be 

tried in this arranoement include a variety of service out.reach 

i:tctivi ties. various training arrangements for heal th promoter's 

and others. and a variety of management development devices. 

These various project components are intended to provide 

the missing elements for the effective del ivery of services 

to these unLlerserved populations. The project is to focus 

also on development er~forts a~ the lIIid-Ip.vel. hetween NOli 

Central Office and the field units, These intervention~ 

are inclUded under the improvements in planning and implemerlt~tion 

of service operations and supervision. The project design 

included resources for provision of transportation and follow­

up to per'mit close observation and early identification of 

problems in rural field services. 

The prespnt state of implementation in the proj~ct shows 

more evidence of progress wi th development of hardware (bui ldint:Js. 

equipment. vehicles) than of software (training. supervisory 

systems. information hundling). It is clear that many planned 

software elements will soon be in place. but at this time 

there can only be a series of presumptions about the future 

applicability of the model for replication to other parts 

of Ecuador. 
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There hus been a great dedI of debate already in the 

MOH as to the proper operation of th~ir PHC model and as 

to what consti tutes the "true" Ecuadorean model of PHC service 

delivery. With five different health ministers in the short 

history of the pc"oject. there ~las been a heroic effo["t expended 

just to keep the project on track and the f-rOH pol icy-level 

support for project implementation. The stability required 

for implelllentativl1 of a fairly complex series of reforms 

such those ill the project has been present only for limited 

periods of time during the Implementation period. 

The proposed model contains a series of reforms in the 

staffing of field level services and a number of changes 

In the arrangement of service provision. The staffing changes 

are to include the development of a c6mplete compl~nent of 

nurse auxi I iaries and heal t.h promoters for dl'!l iver"y of sec'vices 

in the various ruc"al areas. Then. a specially trained cadre 

flf other health workers--including rural physicians. dentists. 

nurses. health educators. and sanitarians--is to be made 

available for service in clusters of service areas. The 

supervision by physicians and nurses that is to strengthen 

the service delivery system under this plan is to be given 

\:l SPf.>C i a 1 emphas is. The pr inc i pa I Ioca I PHC Sllpe rv is i on 

was to come from some designated specialist in the delivery 

of effective rUral health services. experienced in the delivery 

systems of the MOH and knowledgeable in the cultural and 

health situation of the geographic area. These area technical 

officers. ~s they are now proposed to be called. will develop 
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the communi ty outn~ach that is missing from the present operation 

of services. 

To consider the possibility of replication for the FHC 

model, it is important to consider the afford8bility and 

cost-effectiveness of the model. The services cadre described 

in the paragraph above could be fairly expensive when put 

into place--both as investment to dl?velop Clnd as continuing 

cost for the delivery system. Up to now, however. there 

is little cost data available to analyze the model since 

the full complement of workers is not established or in place 

at any of the project sites. 

Opera t ion (J t' the proj ec t PHC mode I rests on 1:1 ser i es 

of assumptions about conditions in the service areas. The 

assumptions included an assessment of health and social needs 

of ru~al community and of the feasibility of giving logistical 

and technical support in IRD districts from the MOH Centl'al and 

provincial levels. These Project Paper1ssumptions about the neet1 

and feasibility of the model were examined. In the consultant's 

opinion. the available data still support those underlying 

assumptions. 

On the other hand. the level of reS0Ur"CeS required 

to focus and ceordinate PHC services into all IRD districts 

may eventually prove to be very high under the proposed resource 

mix. These relativelY small IRD sites have little in common 

with each other or with the rest of the country. The IRD 

districts were selected for a variety of reasons, and the 

main feature they seem to have in common is that the political 
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decision-makers and economic analysts could agree that these 

areas should be given special attention. Resources for 

the integrated rural development districts (DRI) ar~ coming from 

a variety of national and inter-nat.ional sources. Each e."ternal 

donor agency is participating in a selected set of project 

sites. The tl-'pes of interventions ·varies from onl::! IRD site 

to Clnother. 

fhe DRI areas are administered by the new Integrated 

Rural Development Secretariate (SEDRI). The secretariate 

did not e~ist at the time the health project was designed. 

and only conjecture was avai lable I.• ) guide project designers 

as to the presumed eventual shape and style of the auency. 

The organizar.ion that became SEDRI has Qr'own, l~ar'neu, and 

adjusted during the t\vO ~'ears that the l1ec:tlth pI'oject has 

been ope~a~ing. These adjustments by SEDRI were in many 

cases madl::! in response to problems and difficUlties experienced 

by project efforts in the health sector. The health sector 

became the main sgcial-sector element in the SEDRI operation. 

The SEDRI mandate is similar to the mandates given to integrated 

rural development agencies in various cuuntries during the 

19705. International experience in the meanwhile has shown 

that in many cases the social sector elements in many countries' 

integrated rural development schemes do not perform efficiently 

or effectively' when managed under the same procedures as 

are used in ayricultural or industrial sector programming. 

The situation in the worldwide IRD movement is beyond 
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the scope ot' thi~ inquiry. but many of the difficulties and 

obstac1es faced by the health sector participants in the 

Ecuador lRD activity are to b~ found also in many other countries' 

experience. Cabinet-level ministries participat~ng in [RD. 

such as the EC1~~:v~or MOH. must balance priorities within their 

legal mandates for services with the priorities set by the 

IRO agency. The fRO agency in Ecuador and often elsewhere 

as well finds the social sector ministries as not haVing 

sufficient responsiveness to the needs of their target populations. 

The canst ~ tuents of the Ecuador MOH throughout ehe countr·y 

demand that their needs be met RS always and the IRD agency 

becumes just another constituent demanding services. Only 

with continuous attention hy tup government officials to 

arbitrate the conflicting needs of the fRO agency and the 

cCtbine·t-level social sector ministries can either gruup perform 

effectively. Advice on how to accomplish this arbitration 

is outside the sphere of this report but seems crucial to 

long-term success of the lRD model being tried in Ecuador. 



C. Institutional Coordination 

What progt'ess has been made in coordinating t.he efforts 
of health service institutions? 

Response. There are over ten major public and private agencies 

active in the delivery or promotion of health services in 

Ecuador on a national sc~de and many uther-s l,yith more lilllP.ed 

Inandates. These agencies grew and flourished under a variety 

of historical forces and political motivations. The n~tional 

development pl':ln. enacted in the late 1970s. incilldeli a strong 

argument for the coordination of these agencies. The same 

document proposed the creation'uf a National Health Council 

(eNS> for the purpose of achivillU "Sollle de<;lI'ee of coordinated 

effort. efficient use of resources. and forward planning 

f)f EClladorean health services development efforts. 

The eNS was created prior to the implementation of the 

Inteal"ated Rural Health Services project. and the project hudget 

contained resources for stt-engthening the effectiveness of 

its operations. The Minister of Health is assigned to chair 

the CNS under the charter which led to its creation. Other 

cuor~inating mechanisms are in place for more limited purposes 

In the fields of health. population. and nutrition. Even 

the Integrated Rural Development Secretariate is. of course. 

an example of such a mechanism insofar as the 17 special 

development districts of Ecuador are concerned. Only the 

eNS. huwever. has the st.ature and mandate t.o pl-ovlde overall 
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coordination of services. 

During the life of the project, various arrangements 

are to be established to enhancd the eNS c~pacity 

for policy formulation. coordination. and implementation. 

The types 0 f coord i nat i on wh i ctl can be l~l1\ii s i oned \liOU I cj r'ange 

from the short-range schedlliing of disaster and epidemic 

relief efforts to the long-range considerations of research 

and development policies. 

A recent case history may help to illustrate the situation 

of coordil',ation at present. Of central importance to the 

rural health services needs of Ecuadgr is the present 

ex i stence 0 f t\IIO governmen ta I and severa I pr i va te sec tor 

efforts to provide rural primary care services. 80(.h the 

Ministry of Health and the Social Security Institute's Cnmpesino 

Program are providing a service and outreach scheme ill rural 

areas. These two efforts are in some cases pr'ovicling services 

to very nearly the same catchment areas or service populations. 

The service modalities differ conside~ably between the two 

governmental programs--the MOH emphasizing more disease preventive 

elements. including an arrangement for immunization of children, 

Which are not present in the Social Security campesino model. 

As a result. there has been some duplication of efforts. and 

a possibility exists for increasing public confusion and 

service problems in the future. Where is the coordination 

of these two service providers? Where is the sharing of 

operational experience to learn from each of the two agencies' 
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successes and failures? Up to now. there is little eVidence 

available to suggest that such sharing or coordination is 

occuring in practice. and the CNS has not found a way to 

r,lrsue this t~'pp' of cuordination, Instead. these two fairly 

we 1 L organ i zed efforts to pro\' i d(~ r'ura 1 :::"~I~V ices t.ha t operate 

wir.huur. benefit of Illuch inter··cOlllrTlUnicatioll, rhey u,se ,separate 

approaches to policymaking in competition to each other, 

as was the case also during the past ten ~'ears in ttleir cumpeting 

hospital programs, 

This concrete situation. and numerous ot.hp.rs, could be 

improved by use of a coordinating and deliberative mechanism 

such as the 015 for the 11eCllttl. populCltiun, and nutrition 

secturs. Such a IIH:!cll ...tnism wuuld a~~ist in tIle 11evelopment 

of plans and implementation efforts in these sectors. In expel'iellce 

t.hus· far; the CNS has fallen Par short of providing such 

leadership. In the space of two years, there have 

been five new Ministers of Health chairi~g the organization. 

leading to future discontinuities in CNS effor't':::L The need 

to balance technical and political consideration~ in setting 

sector priorities is aLways a difficult problem for an organization 

sllch uS t he eNS. ~~o such arr'angemen t has ~'e t been agr"eed 

on by CN~ participating agencies for setting such technical 

and pol itical priorities. Additional findings and recommendations 

concerning the CNS are provided below, under Issue I. 

A brief sumll.... r~· can be given of coordination efforts 

olltsicte the eNS framework. Most such coordination among 

agencies is dependent nn interpersonal relations of various 
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health professionals repr'esenting the agencies whose service 

programs over-I ap or art? in te rdependen tin use 0 f resources 

or share service populations. There is'some amount of such 

subsector' coordination. such as through the various committees 

established recently to coordinate immunization of children. 

There is also an improvement in the cooperative research 

effl)['ts established among participating agencies in the se.~tor. 

The list of such specific improvments could probably be 

maLie longer with some diligent study which was beyonLi the 

Scope of wnr~ reported here. The point to be made is that 

nat innal budgets ar'e l imi ted for heal th services. anLi the present 

budget situation for the NOH specifically cannot be expected 

to qrO\v t"JY an~: si'Jnificant amount in the near future. Duplication 

of effort is not a sui table si tuat ion for the Ecuador' heal t'h 

sector. Instead. the public and private sectors need a partnership 

to avoid dllpl ication and maximize the benefi ts of r·esources 

available to each. 

The consultant recommends that the eNS and the central 

Bank staffs ,jevelop careful analyses of the situation with 

respect to use of resources in the health sector. using project 

funds alr~adY proyrammed wherever possible. The analyses 

can give a clearer picture than is now available of the present 

r1~source source und use si tuatioll in the publ ic and private 

sectors. These data can help to create support for the eNS 

coordination efforts. 

Finally. the development of greater coordination 
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Is always a slow process and usually has a ceilina or limit 

beyond which the 8fforts to force coordination should not pass. 

There Inust be some room in health service to encourage experimen­

tation and diversity in approaches. [t would be disndvantayeos 

to Ecuador for coordinators to try to stnlflule such efforts 

by maximizing coordination in rural or other health services 

pr'ogl~ams. 
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D. Technical Assistance 

How effective has the technical assistance provided 
by the Universidad del Valle been? Do the procedures 
beinq developed to decentralize the delivery of health 
services seem reasonable and workable? Has the Universidad 
del Valle coordination with various levels of the NOH 
been effective? i.e., is their work wid~ly l,nown wi.thin 
the MOH; is it becoming SUfficiently accepted as a basis 
for the MOH's future regionalization plans? 

Response. The technical assistance in health services develop­

ment	 for the project was provided by Universidad del Valle. 

Cali, ColOmbia. under contract to the NOH and with funding 

provided through the AID project. The work is assigned within 

Universidact del Valle to the Center for Multidisciplinary 

Investigations in Development lCIMDER>. Their contract contains 

a scope of work which emphasizes certain task areas as follows 

las translated from the Spanish by the consultant>: 

"The Contractor will work directly for the Ministry 
of PUblic Health under the coordination of the Office 
of Regionalization COR) and agrees to implement the 
work plan as determined in Section B of this number. 

So that new strategies and other administrative 
and organic changes are intrOduced. the Contractor will 
give technical support to the OR in the following aspects 
and in those that have been determined necessary for 
said assistance: 

a.	 Development, implementation, and evaluation 
of the model for the microregion. I twill 
give assistance to the OR and the Provincial 
Directorates of Cotopaxi, Chimborazo, and 
Manabi for implementation of the model and 

for regionalization of services for Levels 
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1, II, and III. This objective will be o.ccom­
·plished through: l.a> development of a planning 
methodology for Devels I. I I. and I I I; (b) 
elaboration of norms and procedures for said 
Levels; (c) elaboration of schemes of organization. 
direction. coordination. and implementation; 
(ct) development of subsystems for information. 
supervision. and support resources; and (e) 
development of models for evaluation and control 
of interventions. 

b.	 Personnel development at the central and PI"oviucial 
levels. Give technical support for development 
of eight <81 seminars with the main purpose 
of improving inter-level coordination. homo~enizing 

the lines of authority. and introducing a 
method of deslgn. 

c.	 Integrated Primary Care (API>. Give coopen:ltion 
for implementing the program of API in the 
s~lected microregions. including: prepar~H.ion 

of implementation teams for development of 
the programs. preparation uf human resources 
for the API. and the establishment of a work 
plan and supervision scheme. 

d.	 Workshops in API. Give cooperar.ion ill t.hp. 
coordination and development of three (3) 
~eminars in API.~ 

For purposes of the contract with CIMDER. the concept of 

administrative level is defined as follows: 

o	 Level I--Health Post 

o	 Level II--Health Subcenter 

o	 Level III--Hospital Health Center 

The work under the contract is specified to extend from 1 

May 1982 to 30 April 1985. The contract contains a detailed 

schedule of work and a specification of the various written 

products to be produced during the life of the contract. 

The contractor began work on schedule. but Ecuadorean counter­

part	 participants were not provided to work with contractor 

~taff a~ required. causing delays in several part~ of the 



-31­

work. At the present time. the work scope for the remaining 

period from March 1984 to April 1985 gives priority for contractor 

staff to extend use of the various mpthologies to user officials 

and to evaluation of the results of their work. Due to delays 

at earl ier points in the \~'ork which lA/ere largely outside. 

the control of the contractor. several parts of the rnl~thodologies 

remain to b'.' completed. 

The effectiveness of CI~DER under this contract was 

e."tremely di ffieul t to determine due to the many externally 

caused delays and changes in MOH policy oceuring during their 

wor"I,. The va r i ous de Ia~'s were inmost cases caused b~' c i rcumstancp-s 

outside the contractor's cont.rol. Further. tile contract 

fundinq ~"?nvisioned no pe("manenl, r:esident contractor technicians 

stationed in Ecuador. but ("ather services were to be pl"ovided 

on an itinerant basis frum the C1MDER headquarters in Cali. 

rhus. the unexpected delays. changes in national and MOH 

policy, and various other circumstances Which required a 

certain speed of response were not easily handled by the 

contractor as it was coutr'acted to operate. On the other 

hand. the development of written materials and thl'> management 

trainina pr"ovided on campus in Cali <olltside the scope of 

the technical assistance contract) were accomplished with 

little apparent problem. 

A small note is needed at this point. The consultant 

believes that it is essential in a situation such as is under 

discussion here 101' p.V;::'u'lt1ng a contractual element wit.hin 
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a larger development project) to be certain that a clear 

distinction is maintained between the contractor's negotiated 

contractual responsibilities and the overall project objectives. 

If after the contract is being executed. it is found that 

the contractual responsibilities were inadequately specified 

to meet project needs or that the situation has changed to 

make some of those responsibilities appropriate, ttlen the 

needed action should be taken by the contracting agency (MOH) 

with the advice gf knowledgeable contractor personnel (CIMDER). 

The findings in this section are pr~sented. therefore. on 

the basis that CIMDER is obliged to execute the contract 

as it was negotiated. in the areas quoted at 'the beginning 

of this section. AS a knowledgeable contractor. C[MDER is 

responsible also for advising the MOH on prublems encountered 

.in execution of its work. This advice concerning obstacles 

and problems has apparently been given on a timely basis 

by the contractor. 

The CIMDER organization agreed to complete tlle work 

outlined above over a period of three years. [n fact, the 

contract was let on a sole-source hasis with the justification 

that CIMDER was knowledgeable both about the type work envisioned 

(,nDnagement regionalization and rural health service system 

development) and about the history and conditions of the 

Ecuadorean health sector. AS the contract states in part. 

it is the responsibility of the contractor to use knowledgeable 

s~nior professional staff to ensure that the complexities 
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of the work can be accomplished successfullY. In fac t, I'i ve 

well experienced experts were assigned and provided as essential 

personnel from CIMDER. UnfortunatelY, the in-cuuntry time 

assigned for each of these advisors was arranged in a rotation 

such tha t much - needed con ti nu i ty 0 f ass i stance was no t a I\vays 

available. The consultant recommends strongly that any future 

or additional technical assistance provided to the project 

be 31Tanged to permit either a resident advisor or lunger. 

more frequent visits by a small number of part-time advisors. 

The present situation with respect to the methodological 

documents required under the contract needs to be addressed. 

These documents were to include: operatin!;1 manuals. survey 

instruments. and other relate~ parts of the above regional 

ser'v ices mode I . Because these materials really have not 

been put fully into action in actual worksites as yet. it 

is difficult to as~ess at this point what will be their impact 

on services. The methodology manuals are now about half 

completed. and they have been field tested. The development 

of these manuals was envisioned from the earliest stages 

of the project design as an important contribution of the 

project. The operational usefulness of such manuals will 

b~ highly dependent on their capturing the various special 

needs and approaches to the work as conducted in the three 

provinces having project sites. There is no perfect approach, 

c~rtainly. to developing such planning and administrative 

procedures. There usually is a large payoff. however, from 

can~flll participant observations or other" careful analysis 
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of the actual administrative units wher~e the methods wi 11 

be used. The consultant was given the impression that a 

major emphasis by the CIMDER team thus far has been on the 

operations and prior"ities as seen by the MOH Central Office 

personnel. with less attention given to direct observations 

of day-to-day operations in provincial and area units. £t 

is strongly recommended that tfie CIMDER staff make an rffort 

to conduct more of its methodological development efforts 

in consultation with provincial and area personnel. The 

relatively low visibi lity of C£MDER staff in these field 

site locations during the earlier period of the project 

stLOuld be changed. even if this requi n~s less visibi 1 i ty 

b~ C£MDER staff in the MOH Central Office. 

Training and workshop activiti8s by C1MDER have been 

.presented ver~ effecti~ely in the various parts of the system­

natil?nal. pr·ovincial. and service uni t levels. On balance. 

the contractor has attempted to ensure that there was adequate 

understanding of the regionalization and PHC models anll that 

there was a level of coor'dination provided at all levels. 

The consultant recommends. however. that contact with provincial 

and area personnel is needed at the worksite beyond the meetings 

involved with the training programs. 

A special feature of the project is the combining in 

one program both multisectoral rural development and administrative 

regionalization. The contract required ClMDER to participate 

In the DRI rnultisectoral development effort. The CIMDER 
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cUlltr'act does not require their technical a~sistance specialists 

to participate. eitper in Quito or in the field. in any direct 

relations with the ORI agencies, The contract does specify. 

howevel" , that the MOH will be given assistance in its efforts 

to develup Integratl~d primary care in the pr'oject 5i tes. 

Tile consul tant could nut find evidence that this n~~ponslbi I i ty 

was ~/E't being carried-out b~' the contractor. The responsibilit~' 

tu participate in PHC development depends on the availability 

of staff members in each planned post where trailling or direct 

Illteractlon is to be provided. Health personrad in the ORI 

areas have not as yet been provided by the MOH in the quantities 

planned for the project nor have the various disput8s over 

the role and posting of a sub-provincial rural health sllpervisor 

(r~ferred tu as Area Chiefs) bpen resolved in a manner that 

permitted the contractor to perform properly. 

The summary findings with respect to technical assistance 

are trlat CIMDE~ has been highly effective under difficult 

circumstances that were not predictJble by them in advance. 

Their work at the MOH Central Office level has been given 

emphasis over observations and assistance at provincial and 

service uni t levels. The remaining needs for t.echnical assistance 

in management. logistics. information systems. and various 

clinical health services activities cannot be provided under 

t.he present contract structure of visits. The project managers and 

directors will need to give careful attention to establishing 

i:I mon~ l!ffer.tive \lIa~' to provide those services and to make 

!loud lise of tile l:,xp"~rtise that CINDER has in this and its CfJl6mbia 
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projp.cts shown it is able to provide. 
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E-1. Preparation of He~lth ~rea'Chiefs 

Have (health area chiefs) been delegated sufficient 
authoritl-' in areas of planning. budgeting. personnel, 
and other technical!administrative matters to playa 
central role in the health affairs of their' areas'? 
Have the area chiefs been adequately trained? Do they 
have a clear understanding of their function? What 
is their formal and informal authority relationship<s) 
with provincial health chief. regional health center 
huspital director.and rural doctors in their areas? 

Response. Please note: The consultant has taken the liberty 

of reordering the questions given in Issue E. These in Part 

E-l concern the pr'eparation of health area chiefs'\l/hile those 

beluw in Part E-2, af"t.~ focused on in-pr'aetiee e.,perierlce of 

those in the new posts. 

Preparation to establ ish the new administrative layer 

in tl1e :10H structure \vas started several ~.'ears before the 

project was planned. The definitions of roles alld authority 

relationships ~ere developed in the mid-1970s as part of 

a laroer effort to establish a more responsive delivery of 

services outside the capitol, Before the decision in the early 

1970s to l~st.ablish a national health ministry, all health 

services were operated through provincial boards and their 

related hospitals and clinics. As the new administrative 

struct.ure was brought into being with the formal establishment 

of the MOH. more uniform procedures and reporting arrangements 

were put into place. At the same time. provincial health 

chiefs were placed under the technical authority of the Minister. 
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The focus of the project area chief concept was on the 

ct~velopment of a ca~acity to supervise and direct the non-. 

hospital services under the provincial chiefs. The. pr'oject 

designers intentionally left flexible the exact arrangem~nt 

of reporting and authority for the area chiefs, expecting 

that each provincial chief would parti"~ipate with their staffs 

in the dev!?lopment of the final arrangement with t~lI? project 

participants. 

It became clear at the time of project design that provincial 

chiefs had Known about the concept of the new sub-provincial 

administrative level but were not necessarily enthusiastic 

al)uu t t he Who I e concept. Nune then less. the concept' s mer its 

were explained to each ;:'1"0\'inci31 ch.ief of health. and evp.ntually 

the three provincial chiefs with project sites accepted 

the pruject experiments with this new administrative layer. 

The project implementors have pursued actively a dialogue 

with various officials in the MOH to establish the dimensions. 

roles. and activities of the chief of the SUb-province rural 

services. now Known as an "area." The immediate problem 

in pr'eparing a wor'king arrangement for the new al'ea chief 

was that the existing physician hosital sUbcenter directors 

in the project areas grew uneasy about the possibility that 

their jobs and perhaps their pay and benefits was redundant 

with the proposed new area chiefs, At the time the project 

was implemented in 1982, the expectation was that the MOH 

wnllirl complete arrangements for formal area chief posts. 
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fund the posts from new budgetary allocations immeltiately. 

and provide the new' Job-holders with a decree defining their 

authorities and responsib(lities. 

The experience during implementation was that various 

changes were 1Il3de in the group d i rec t i ng de\'e 1opmen t 0 f the 

concept at the Central MOH Level. Various other agencies 

became invoLved in arguing OVI~r the issue of creating the 

area chief post, there was a guvernment-wide hiring freeze. 

anti several other individual officials r'aised questiuns as 

to spec i fic detai Ls of the new post's arTangelllents. At the 

same time. the first three designated area chiefs were being 

sent fur training under the terms of the pr'oject for the 

purpose of developing theil~ sid lis in planninq and lIIanalJI-?ment 

of services. The tr-::lining program the people attended was 

:3 months. conducted by the technical assistance coutractor. 

outside their project contract. as an executive developmenc­

type arrallgement for health services managers. There was 

nu request for and no arTangemen t for t he three to r'l~ce i ve 

any special traininy or to coordinate their training with 

additional provincial officials with in the provinces where 

they would be working. 

The trainees were given training without ther'e being 

posts established by the MOH. This step was taken early 

in the project in an effort to ensure rapid proyress in implemen­

tation. Assurances were made by the government that such 

new posts would soon be arranged. but various impediments 
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~ere raised by the national personnel agency. AS of March 

1984. the new post~ have as yet not been approved. and a 

new set of decisions has been taken recently by the MOH to 

I:ease fur"ther pursui t of these new posts. [t sllLluld be nutt:'d 

that a total of seven people have now held the three area 

chief posts under various contractual arrangements. The 

people were given office space and vehicles under the project 

funds to per'm i t ttlem to cnnduc t the i r worl, in an e f fee t i ve ' 

manner. 

Rather than trace further the difficulty of authuriziny 

and arranginc,J for this new post. which is mostl~· an interesting 

al"ti fact of rnc'nagement development at tllis point. let us 

turn tu the proposed new B1Tanyement of allt.llOri t:-" and responsibi 1 i ty 

as defined in the latest accorus. The diaQr-am in Annex '3 

shows the proposeu new organizational str'lIcture of the-MOH, 

as of March 1984. from the Minister at the top to the operating 

units. 'rhe MOH Central Office specialists in decentral ization 

and regionalization are recluster-ed, and the area officials 

are at the bottom of the diagram. The diaqram in Anllex 4 

gives then the structure uf the proposed new area chief Which 

is proposed to be combined with the post of hospital subct:'nter 

director position. A new deputy for technical support wi 11 

be created for community health respollsibilities and hospital 

management. The proposed new nrr"angement in this second 

diagram is not yet implemented anywhere in Ecuador", but it 

is expected to hI-'> l'~ecllted in the next few months onl~" in 

the t.hl'l:'P. pl'ujel;t. ~i tl':'S. 
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Under the proposed arrangement in Annex 4, the person 

who formerly held the post of chief of the hospital health 

center would assume the area-wide responsibilities for health 

services. The post was designated previously as a political 

appointment with the added option for the office-holder also 

to operate his or her own private clinic after ~ours. The 

proposed new arrangement would eliminate the political status 

and the option for private practice for the chi!:'f uf tile 

Ilospital health center. Instead, additional pay and emoluments 

would be added to those already paid for that post. 

Al I the arguments and counter-arguments that passed 

c1uriny tile two y'ears since the project started were. in the 

opinion of the consultant. extremely important to developing 

a concensus definition for the community health service 

in the MOH. In fact. the process was apparently successfuL 

in he I ping MOH comlllun i t~· Ilea I t h advoca tes to iden t i f~' i nd i v i dua 1s 

whose vested ir.terests <.lnd priorities ied them to oppose 

the increased role fur l:olllmunity and rural health in MOH 

programs. It now is quite clear thut 1 ittle if any forward 

movement was I ikely to occur in strengthening rural health 

services activity if those changes would threaten the interests 

of the haspi tal service staff memhers or their pri\'atr~ medical 

colleagues. Furthermore, illspite f)f the priorities expressed 

by high-level ~overnment officials favoring improvement of 

PHC services. lJUvernment. r"eUlIlations were not changed to 

per'mi t adoption uf the new "area" level communi ty heal th 

post:s. 
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The crucial underlying matter in the ~ebates that was 

missed apparently by many of the participants in the two 

years of discussions is that close supervision and active 

outreach of MOH services can be arranged successfully 

without threatening the success 0f the hospital program. 

This staff member must have the aut"ority 

to direct the work of rural physicians. nurses, sanitarians. 

and others. Since the time this project was under design, 

it as mattered not at all what titlp or level is assigned 

to that supervisory position. The debates over who is to 

be on top--hospital ~irector or area chief--were apparently 

a srnokesc reen to i rnpede proge'ess toward the under l~' i I1q purpose 

of st.rengthening community health ctelivery systems. The 

added burden of planning. budgeting. personnel relations. 

and other adminis~rative functions CUll be added in the future 

as the potential benefits are permitted to materialize. 

[n the meantimE.. the main idea all along was to ensll.'·e the 

close supervision by a pl~rson not afraid to act In the field 

with technical competence and <.l !Jenuine concern for rural 

populations--while probably also having to get involved 

~irectly in goiny to work with the health workers in the 

field. 

Finally. the place for training these people responsible 

for making community health :-;ervicps work in the field should 

be located as clo~e a:::; possible t.o ttw eVf~ntual worl,sit,e. 

The cunsul tant wa.... ol'iqinally an advocate during the project 

design phase for the out-of-country training arranyemf.mt 
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as executed thus far in the project for area chiefs and now 

accepts part of the blame for the jealousies that have arisen 

in their' relations with often less-well trained prov.incial 

uffice personnel. Tile lucul jt-~alolJsies o\o"l:or pay. st.atus, 

ami au thor i ty can be I'educed IN i th t ra ill i ng done closer t.o 

home. and there wi II I)e less 1 il.;.el ihood that the t.raining 

wi II make t,lle jot) 'hulul?rs qui te as mobile as the~' orE-'! at 

present. The al'en chief::;' fOI€~iOIl education. amonl.~ uther 

factors. ~eems to be mnldng rhem especially mUf"ketable for 

acquiring posts in other parts of the EClladon~an health syst.em. 

The ~ontent of training for these people ~huulct be based 

in the future on the ~ame bCJ~ic cuncept.~ being taught to 

preVIUI.lS L1rf~a clliprs ill LIIP IWOW',1II1 at. CIl i. In~orar as 

pu~s i b 1e, howevul·. till' PI'O~)I":I;lI,'; ::;lIuu I d be arTanged CJ~ on­

the-jub t.ruil1in~l, Ttl(·~ cUI'I'iculum shuuld be made up of i.l 

cumbination 01' tupics in: pr'illlCJl'Y cal'e. rural sociology. 

and slIp.:.-rv i sory sk i I Is. The manua 1s be i ng prepared under 

the technical ussi:-;tancl:? cOllll'uct shuuld be used t.o ~llpplement 

and t-'Xt.l;~IIl.1 the t?ffectivl:!llesS ur the training uiven t.o I:lw 

urea per'soll. 
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E-2. Practices of Health Area Chiefs 

What role are health area chiefs playing in the planning, 
implementation. and evaLuation of health p~ograms in 
IRD areas? To what extent is their role constrained 
pending completion of UV's work noted above? Are they 
effectiveLy coordinating health programs with the IHD 
executive units"? 

Response. The project is being impl~mented at one site on 

the coast and at two sites in the Sierra. A permanent health 

area chief post was to be created by the MOH at each site, 

working as regular MOH staff members. These posts were never 

created due in part to a government-wide hi~iny freeze. 

Contract posts with AID funding are being used to hire people 

as an interim measure. The instability or work arrangements 

and the uncertainty of the salary. which was Sllpplied under 

three-month contracts from project funds, are the reasons 

most often cited for turnover of the people in these posts. 

To date. there have been seven holder of these three posts. 

The consultant was above to interview five of the seven past 

and present health area chiefs. 

The health area chiefs have had little success thus 

far in exercising much supervisory authority over MOH staff 

members. owing in part to their impermanent. contractual 

attachmenl to the MOH. They have in many cases been successful 

as planners and expeditors for services offered within the 

project areas. The impurtance of continuing to pltrsue a 

strengthening of the sllpervisory. service improvement role 
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~t the "area" level cannot be over-emphasized. The working 

relationships established by some of the area chiefs have 

extended to local officials. IRD executive units. and the 

provincial MOH staffs as well. 

Each of the three project provinces has offered their health 

ar~a chiefs a different degree of support for extending 

rural health services and provided them with a dafferent 

working environment within which to operate. In the most 

hospitable and supportive case. the area c'ief ,was provided 

with an excellent opportunity to develop services and gain 

resources for their local service populations. The less 

slIpportive case demonstrates how easily 'the needs of rural 

pupulations can be ignored and how local MOH staff members 
. 

can place resources to assist hospital servi~e programming 

ahead of those in primary health care. 

The CIMDER rol~ in furthering ~he role of the area chief 

cannot be expected to precede the MOH policymaking process. 

That is. until the MOH develops a concensus and policy as 

to the ('ole of the area technical chief. area chief. and 

hospital health subcenter director. CIMDER technical assistance 

work cannot successfully be completed. It is inappropriate 

and in the long-term dysfunctional for the foreign technical 

assistanc~ team to enter the debate as advocates on one side 

or the other of a largely political issue such as that involving 

the area chief. To their credit. the CIMDER staff has managed 

to assist the process of the dehate without being sucked 
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into the center of the argument. Unfortunately. the CIMDER 

role in on-the-ground assistance to the Area Chiefs has also 

been hampered by this necessary arms-length relationship. 

Documentation of procedures and concepts was intended 

to lay a permanent foundation for improving rural service 

supervision, The documents that are being prepared by CIMDER. 

such as manuals and training materials. can help to strenathen 

the work of the -community health supervisor--whoever that 

person eyentually is. Delays in completing preparation of 

the pl;lnned document series as scheduled has been somewhat 

detrimental to development of effective action roles by the 

;lrea chiefs. The delays were. however. largely due to factors 

outside the control of the contractor. AS the m8t'PorLals 

are now being brought into their final form. it is recom~ended 

that the preparers and editors should be especially careful 

to ensure th~t they are all given a practical. applied point 

of view. All examples and illustrations used in the documents 

should be drawn from the immediate local situations being 

faced in rural Ecuador. 
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F. Health Area Concept Acceptance 

Do provincial and national authorities understand and 
support the area concept? What support or training 
do they require to be able to replicate the area model 
outside of IRD areas? 

Respunse. The area concept, a~ it is now understood by the 

consultant, is proposed to be made up of both a structure 

and a process whose aim is to ensure cost-effective rural services 

are delivered by MOH. The strllcturFll features of the area 
+­

concept are contained in the idea that services covering 

an en tire prov i nce 0 f Ecuador canno t be kept at ·top e f fl?C t i veness 

and within budget from a single management service delivery 

location in the capitol. Experience in Ecuador during the more 

than ten years sihce the founding'of the MOH bears out the 

accuracy of such a finding. Services have varied greatly 

from Dne rural area to another, and there is reason to believe 

that rural services have not received sufficient manaoement 

attention or other resources needed to permit cost-effective 

delivery of services in all rural areas. The process features 

of the area concept are embodied in the idea that supervision 

must be given regularly, close to the worksite, and by people 

knowledgeable about the immediate area where the workers, 

such as rural physicians and nurses, are practicing. Furthermore, 

the process of conducting area-wide (i .e., subpr'ovincial) 

services is to include provision for efficient referral of 

patients needing more elaborate services. 



The present attitude concerning the area concept among 

many provincial and national health officials seems to be 

that the status quo is acceptable in a time of tight budgets. 

The status quo in this case means that the provision of services 

is to continue as an arrangement favoring hospital-based 

care. There is no hard data to support this opinion. but 

the consultant's impression is that not many more MOH officials 

now support the idea of strengthening area-level supervision 

and service operations than did five years ago. 

The problem here of course is that there Is a lack of 

hard data to demon.strate the need for" a change. Often it 

is only epidemics and disasters that cause officials to see 

existiny public services--particularly primary health care 

ser'v i ces- - ina new way. There' was a dec 1 i ne in support re Iat i v~ 

to inflation for the various vertical disease control and 

environmental health services during the past ten years. 

There \IIClS to have been a coun terae t i ng strengthen I ng 0 f the 

community health and local sanitation programs of the MOH. 

The MOH seemingly has lacked an urgent reason for diverting 

resources from other priorities to the work of the primary 

health care services and therefore to the area concept. 

A change may be on the way to force a change in those policies. 

There is at present an overwhelming problem of malaria outbreaks 

in the coastal zones since the 1983 rainfall. This increased 

disease incidence may provide some additional motivation 

for considering a stronger non-hospital senlice delivery 

system. 
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In any event. there is a need to provide documentation 

of the cost-effectiveness of services delivered by the MOH. 

It is recommended that studies be conducted of cost-effective­

ness under the various organizational models now in place 

for sUb-provincial service. including a compar-ison of the 

NOH and Social Security campesino program models. The MOH 

officials who are in a position to study and use such data 

are well-trained and knowledgeable about health policy analysis. 

It seems unlikely that action for national 

replication of 3 strengthened sUb-provincial primary lIealth 

care program will occur without such studies and well-organized 

c1ata. The consllltant recommends that a health economist. 

knnwled«J~able al)out tile Ecuadorean hE'alth s~·stp.m. prepare 

data for use in further development of the ~ystem afld for 

orientation of MOH officials. 
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G. Food Policv Studies 

What has constrained the design of food policy studies 
and pilot food/nutrition activities by the IRDS? Should 
funds for this activity be reprogrammed? 

Response. The situation with the food policy studies and 

pilot activities is somewhat confusing. The Integrated Rural 

Development Secretariate (IRDS) takes the general perspective 

that wathout an emphasis on food the work of the other health 

activities in integrated rural development are of lesser 

value. On the other hand, the IRDS has repeatedly refused 

tu move forward with the planned food policy studies and related 

activities in the project. 

A workshop \lIas held during June 1983 to discuss nutrition 

and primary health care, during which a number of food policy 

issues was presented. The expectation by most observers 

after those sessions was that the IRDS would soon begin to 

move forward \lIith the development of these stUdies in conjunction 

with Ecuadorean researchers. Up to nuw, there has been little 

additional effort shuwn in developing the studies. The only 

available explanation for the lack of progress was the suggestion 

that the host government's portion of the funding for the 

studies and for the pilot activities might not be immediately 

available to pay the matching costs. AID requirements for 

satisfying the counterpart contribution aspects of the funding 

are quite flexible, though. so other reasons must be affecting 

progress. 
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The recently arrived contract nutrition advisor in AID/Ecuador 

is attempting to uricover the cause of the delays and should 

be encouraged to continue the pursuit for a time to get an 

explanation for the seeming lack of action with respect to 

this project element. Unfortunately. during the short time 

in country. the consultant was unable to uncover much new 

information of value in understanding this problem. If n 

prolonged additional delay appears to be likely in development 

of t~is work. the funds definitely should be reprogrammed. 
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H. Supplementarv Feeding Program 

What activities should be programmed. in conjunction 
with a separately funded evaluation. to improve the 
supplementary feeding program? How can the local admin­
istration of thi s program and broader nutri tion Cl\nCerns 
be integrated within the area model? 

Response. The supplementary feeding program in Ecuador dates 

back many years. using a food suppLement product known as 

leche avena. The product contains oats (70%). mi lk (15%). 

and defatted soy flour <15%). An effort hus been made, with 

AID assistance. to shift the mix of ingredients to ones which 

are locally produced. thereby reducing or el iminating a future 

demand on foreign exchange to sustain the program. The redesigned 

product consi~ts of: rice <70%-65%), milk (15%-17%). and 

soy (15~-18%). This product i~ .called leche arroz. 

Many factors have affected the logistical and administrative 

aspects of the MOH program for supplementary feeding. Most 

recently. the 1983 rains caused destruction of rice and soy 

crops. There is no doubt about the political popularity of 

the pl'"ogram. In a broader perspective. the effectiveness 

of the program in economic or nutritional terms has never 

been confirmed. A series of special evaluations was designed 

with AID funding during the past year for the purpose of deter'ruining 

the effectiveness of supplementary feeding progr~ms in Ecuador. 

Progress has been very slow in completing the al"rangements 

for the evaluation research. The central questions of the 
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studies are ones such as: What is an adequate ration per 

month (in kilos> for the target population? Is it better 

to target the distribution to specially selected. high risk 

population groups rather than the prsent broader distribution 

arrangement? Are there discontinuities in the distribution 

chain that are affecting the effectiveness of supplementary 

feeding? 

Several olJtions are being considered for the final design 

of the evaluation research. These options actually would 

produce quite different types of research findinns and are 

likely to require quite diffe~enl amounts of time to complete 

properly. Without getting int9 the details of the research 

designs. one school of thought iS,that the evaillations should 

aim to det~rmine the effectiveness of tile prog'ram by use 

of extensive national surveys that will require a number 

of years to produce results. Another approach to the design 

being considered would instead aim to produce valid but less 

exhaustive findings about key variables which will affect 

the near-term operation of the supplementary feeiding pr'ogram. 

The consultant recommends adoption of this latter approach. 

because it offers much greater utility within the time and 

funding constraints for results to be produced that are useful 

to policymakers. 

With this background information. the supplementary 

feeding program as it has evolved can and should become an 

Integral part of the area model fur p~imary care services. 
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The local units in the MOH system. including health posts 

and health sUbcenters. are already distribution points for 

the food products. Their involvement in nutritional education 

can be strengthened by additional training for the local 

nurse auxiLiaries and for other service provider staff members. 

The eventual resolution of how the sUb-province or "area" 

wiLl be supervised for MOH programs shouLd contain an al"runge­

ment for supervising nutritional education. surveillance. 

and supplementary feeding responsibilities. 
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I. 1"lat i ona I Hp.:1 1th Counc i 1· 

What has been the National Health Council's role in 
formulating national health policy? How might this 
role b~ strengthened? What studies/workshops has the 
NHC condllct\~d? \vhat impact hav~'! t.hey had? \vhat future 
s t lid i eS/\\lorkshops are needed or planned'? 

Response. The Na tiona 1 Hea I th COl.lnc i I 11as a manda tl-~ to prov i de 

the govp.rnment with policy studies and a forum for re~olution 

of po 1icy prob 1ems in the hea 1 th sec tor'. The Counc i 1 was 

created under the terms suggested in the last national development 

plan with membership from the major health service provider 

agencies. The Minister of Health chairs the Council and 

the MOH has recently arranged for a secretariate to provide 

support in addition to the small professional staff that 

was hired at the time of its creation. 

During the last two years, there have been three stUdies 

and workshops r.onducted by the Council: 

1.	 Priurities for health research (1982>. The final 

that seminar was pUblished in early 1984. Attendees 

included members of the Association of Medical 

Faculties and others from the Council's mernbership. 

The meeting recommended approaches to strengthening 

health research of all typ~s and proposed establishing 

two ~wards for research excellence--clinical research 

and socio-cultural re~~Rrch. 

.,	 Un i form serv i ce norms wor~·.shop (1983 > 

:3.	 Training of allxi 11 iary I\ur'ses workshop (1983> 
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The Council proposes in the coming year to conduct studies 

and workshops in the areas of: revising the national sanitary 

code. development of health planning information systems. 

supply and demand studies of human resources in health. supply 

and demand for health services. and further studies of service 

systee norms (including geographic service levels. facility 

coverage. and other resource levels). 

The operations of the CI)uI1cil arr~ hampered by difficulty 

in reaching concensus on he procedures to be 11sed in reDolving 

conflicting views amofg members and the exact relationship 

between Council actions. and those of the member organizations. 

The discussion of complex issues \vhich affect the Counci l's 

member organizations in various different ways is bound to make 

the operations difficult. The council has had its greatest 

success as a fcrum for communicating upcoming actions and 

identifying cross-cutting problems shared by members. The 

Council has not had much ilnpact to-date in getting adoption 

of government-wide policy that involves compromises for 

member organizations. 

A key role of the council. which has as yet remained 

unused. is that of broker for adminstering policy studies 

in Which several agencies have an interest in the results. 

The workshops held thus far provided some opportunity for 

sharing of information and opinions among participants. 

Council-directed research has yet to move forward. The agenda 

of policy studies planned for the future. as outlined above. 
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can provide a valuable service to member organizations if 

the studies are conducted with a view to the practical application 

of their results. It Is recommended that the secretarlate 

of the council do all in its power to avoid further delays 

in the initiation of these studies and the rapid distribution 

of their findings (including interim findings) to ensure 

that members do not lose interest in the Council's activities. 
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.J. programming Changes Recommended 

In accordance with experience realized thus far within 
the components of the project. what changes are recommended. 
if an~·. in programming funds or modifying the project 
agrel~ment? 

Response. The project was designed to meet several objectives 

whi~h in some ways are in conflict with one another. Many 

agencies were brought to admillister the project on a joint 

basis. The result has been an understandable difficulty 

in keeping the pruject schedules and in maintaining complete 

cooperatiun among the participating agencies. To begin any 

discussion of programming changes or modifications to the 

project agreement. it is necessary to establish a clear. 

up-to-date picture of the ~arious objectives being sought 

and their present merits. There may be a need to simplify 

and sh&rpen the objectives of the project with respect to 

the MOH and SEDRI responsibilities which are discussed above 

in this report. The objectives as interpreted by the consultant 

are now as f 0 I Iows : 

•	 Create a regional administrative model for the 

MOH 

• Develop a primary health care model for rural areas 

• operate health services within the Integrated Rural 

Development Scheme of the national government 

Because only a few interested people apparerttly know about 

and understand all three objectives. often the participants' 
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policies and perspectives have tended to focus on one or 

at most two of the objectives. For example. the lengthy debate 

over proper roles and employment rules for area cl.iefs of 

health appears to have been prolonged due to a tendency for 

different participants to hold one or another of the objectives 

as a higher priority than the others. 

The consultant wouLd advise the reduction from three 

to at most two of the above objectives if the present ggvernment 

poLicy directions will so permit. This would permit the 

concentration of funds and attention on a le~s contentious 

set of activities. It is not appropriate for the co~sultant 

to take a decision here in favor of one or another of the 

objectives. It is appropriate to say that the present team 

of host country project directors has demonsrated a competence 

that should permit excellent progress to be made in pursuit 

of such a mor~ sharp.y focused set of project objectives. 

The proposals being discussed at this time for redirection 

of work ill general terms would focus project implementation 

activities on other IRD areas or on full provinces Where 

there now are project sites. Either of these arrangements 

clJuld be appropriate. depending first on the decision of 

project participants as to the specific objectives that they 

are trying to reach. Reprogramming of funds and effort should 

flow from decisions taken with respect to the objectives 

and sites to be given attention. These decisions should 

be taken as soon as possibLe. 
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The next step in considering reprogramming options 

is to determine the resource requirements and potential benefits 

from the options. These analyses will require 

review of present project costs and expected recurring costs 

of the elemtns in the delivery system models. A preliminary 

cost assessment should be prepared in the immediate future 

by a financial analysis specialist. 

There is a problem that will inhibit the completion 

of such an anaysis. however. A considerable lag is being 

experienced in clearing vouchers to cover expenditures under 

the project fn ~ll components and with all participating 

ayencies. In general. the flow funds requests runs from 

participating entities through the SEDRI central office 

.to AID. There are severa~ present problem~ and several underlying 

diffiCUlties in the present arrangements. 

There were advances of funds ~rovided to several project 

components for use in implementing the project. The use 

of the advanced fUlIds is then to be followed-up by expense 

vouchers documenting their expenditures. In several large­

scale spending units of the project. such as water supply. 

the advances are processed so slowly in SEDRI that the operating 

agencies nearly or actually run out of money. AID officials 

have been very diligent in tr.acing each step in the processing 

of financial papers to detect where there are delays. but 

the delays persist. 

Another problem in other parts of the 
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project, including the i10H activities, has been that financial 

pdpers are not processed by the implementing agencies to 

document expenditures until long after the spending action 

is completed. In some cases this delay was found to be caused 

by multiple rejections of vouchers submitted by them to SEDRI 

for processing. 

SEDRI officials have adopted iIl their operations a very 

strict. rigid process for approving the submitted financial 

vouchers for all their international projects. including 

the healt~ project. The result is that large amounts of 

documentatign are being required from implementing agencies 

{much more than is required by A1D), and often the entire 

package of voucher papers is returned to the sUbmitting agency 

for lack of a single receipt. The effect of this procedure 

has 'been tha t agenc i es are re I uc tan t to subm it paper's on 

a timely basis. Classes have even been held to train personnel 

responsible for preparing and processin~ financial documents under 

this and other A1D integrated rural development projects, 

but the problem persists. It is claimed. perhaps with some 

Justification. that the regular routines followed by cabinet­

level ministries such as the MOH are much sluwer and complex 

for processing financial papers than are those of SEDRI. 

These commentators suggested that slow administrative procedures 

of all types in ministries were one of the bases for justifying 

the establishment of a freestanding SEDRI. Which is permitted 

to develop its own administrative processes. 
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The result of this set of procedures used during the 

first two years is that. while many improvements in processing 

were already accomplished, it is very difficult to determine 

precisely what is or is not spent by participating agencies 

from project funds. The consultant recommends that a brief 

meeting be held with all implementing agencies. to explain 

again the nature of the problem and its consequences. The 

meeting should be followed by a thorough joint USA[D-Ecuadorean 

review of the present spending levels and budgeted amounts 

to determine the exact situation with respect to each project 

component. 

The reprogramming can then be considered un the basis 

of concrete financial information. rl1e repn.Jgramrn i ng shoul d 

be conducted to give a high priority to needs for aqditionaJ 

technical assistance as described above ctlJring the remaining 

2.5 years of the project. Attention should be given especially 

to ensure that provincial-level technical oper'ations are 

strengthened. 



ANEXO No. 1 

PROYECTO S18-0015 Y S18-U-040 

EVALUACION 

AGENDA DE TRABAJO 

Marzo 7 - Abril S, 1984 

Mdrtes 6 de marzo 

1-1afiana 
08:00	 - 12:00 Reunion prepa:atoria:
 

Aproba~i6n de la Agenda de Trabajo
 
Discusion y aprob~cion de la metodologta y de los
 
instrumentos para reco1eccion de datos.
 

Tarde 
12:30 - 16:30	 Estudio de 1a documentacion disponible~ .. 

/'iiiercoles 7 

08:00 - 11:00	 Prenaracion de entrevistas 
11:00	 - 12:00 Vislta de corte3ia al Ministerio de Salud 1 autcridA­

des del Ministerio. 
12:30	 - 16:30 Entrevistu con el C.N.S.: 

D~. F~ust0 Andr=de 
Dr. Eduardo NavJs 
Dr. Oswaldo Egas 
Dr. Crnl. Guillermo Iturralde 

.Juev,,~s 8 
00:00 - 12:00	 E!\trevista con autoridadcs del Ministcrio de Saluti p~­

blica	 - Nivel central. 
Subsecretaria de Salud: Ora. Guadalupe P6rez ric 
Sierra 
Director General de Salud: Dr. Mauro Riv~d~neic~ 

12:30	 - 16:30 Di:~ctor del ININ~S: Dr. Julie Alvear 
Director de Pla~ificacion: Dr. Zntiqu~ Vera 

I'.n!:~::ior: Dr. Fausto Altdrade 
Director de .'?rogr~ma5 pi:io=itarios:~'" ! , 

Director de ~ervicios Medicos: 0r. Ri~ardo Freir~ 
Lcda. Isabel Sand0~~1 

Viccn~s 9 

03:00	 - 14:00 Jefe del ~rograma de ccntrul rl0 diartoan: D~~. Lt ­
g ia Sal'"m~o;: 
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Jefe del PAr: Dr. 
Anterior: Dr. Humberto Baquero 

eoordin~dor con Proyecto DRl - Dr. Edgar Moncayo 
Jefe de Educacion para la Sa1ud: Ledo. 

14:00 - 16:30 L~trevista eon personas de la OPS/OMS. 
Representante: Dr. 
Asesor: Dr. Merlin Fernandez 

Sabado 10 P1alisis de la informacion obtenida. 

Lunes 12 

08:00 

12:30 

- 12:00 

- 16:30 

~ntrevista con funcionurios de SEDRI 
Director Ejecutivo: 

Anterior: Econ. Fausto Jordan 
Funcionarios: Jaime Borja -~~.~; 

Lcda. Susana Larrea 
Econ. Rodrigo Ricaurte 

'CAr~ ~,.o~~ 
Entr~vista con per-soneras de en-mER: 

Director: Jorge Saravia 
Ezmer~lda Burbano 
Lcda~ Yo1~nda Romero 
Ora. Dian~ Zapata 

Nartes 13 

08:00 - 12:00 Analisi~ de la informacion obtenida. 

12:30 - 16:30 Preparar visita de campo Area DRl-JIPIJAPA 

07:00 Viaje a l-1ANTA - TAME vuel0 no. 

09:00 - 12:00 Entre~istas y discu~i6n sobre el Area DRl-JIPIJAPA con 
funclunar105 de la Oir.l':ccion J?rovincial de Salud de 
~lANl\B r. 

Director J?rovinci~l: Dr. Vil1acr~s 
JeEe ae Programas Prior.itarios: 
,Jefe de Fir•.:mzas: 

12:30 Viaje a JlPIJAPA 

14:00 - 16:30 cntrevi~ta co~ f.uncionarios d~l Area DRI 
Jefe du Ar~a: Ura. Maria Elena Gonz61az 

An tel: 10 r : Dr. Abela rdo Andl:' adp. -(.t.;·, .~il;;'l ~.",,":-~.; 
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Jue'/es 15 

U8:00 - 10:00 Entrevista con: 
Jefe del Proyecto SEDRI: Ing. Angel Orlando 
Director de CSH: Dr. 

10:00 - 16:30	 Visita a Subcentros de Salud y Puestos da Salud entre­
vistando	 a: 

Medicos de 3ubcentros 
Pco~otores de Salud 
Dirigentcs de V~OCAM 

Otros lideres de 1a comunidad y autoridades civiles. 

(Los evaluadoces se dividir~n en grupo5 segdn SU inte­
res. ) 

(S~ pernoctar&	 dos noches en MANTA- - Hotel GAVIOTA) 

Viernes 16 

08:30	 Viaje da regreso MAN?A-QUITO, Vuelo TAl·IE No. 

10:00 - 16:30	 Analisis de la informacion obtenida. 

S6bado 17	 f...ndlisis de 1a inforlnaci0n obtenida. 

Lunes 19 . 
. 

08:00	 - 14:00 Preparar visi~u de campo Are~s DRI QUI~lIAG-PENIPE y 
SALCEDO. 

14:00	 ViaJe a Riobamba - via terrestr~ - Hotel Ga1pon. 

Martes 20 

08:00 - 10:00	 Entrevista con autoridades provincia1es de 5a1ud de 
Chimborazo: 

Director Provincial: Dr. Gualberto Marino 
Jefe de Program~s Prioritarios: Dr. 

10:00	 - 16:30 Visita al DRI QUIMIAG-PENIPE y ~ntrevista con: 
. ,Jefe de Ar€:a: Dr. 

Anterior: Dr. Marco Quin~ana 

RE'present:ailtt-~ Je Direr::tor Provincial en ;..rmA DiU: 
Jefe del ?ro~ucto SEDRI: 

-	 . ~~dicos de Suocentros y ~vestos de Sa1ud: 
Prornotorcs de S.11ud: 
Lid~res Comunitarios: 

. ((p.)
 
I 
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Autoridadcs Civiles: 
Miembros de 1a Comunidad: 

(Los cva1uadores se dividiran en grupos segun su int~­
res. , 

17:00 
.

Viaje de regreso a LA! 
Rumipamba de las Rosas 

~UNGA, via terrestre - Hotel 

~1ie.rcolcs 21 

08:00 - 10:00 Ent~evista con autoridades provincia1es de Salud de 
Cotopaxi 

Director Provincial: Dr. Ramiro Parreno 
Jefe de Programas Prioritarios: Dr. Barrezuete 

10:30	 - 16:30 Visita al Area ORr SALCEDO y entrevista con: 
Jefe de Area: Dr. 

Anterioc: Dr. Jaime Valencia 
Jefe de Proy~cto SEDRI: Ing. Oscar Esc01a 
Edllcador: Lcdo. Jaime Arias 
Director d~l CSn d~ Salcedo: Dr. 
~edicos de los Sub~entros y puestos de Salud 
Prolllotorf~S de 3~'l1ud 

Li~eres cnmuni~2rios 
Autoridades civiles 
Miembros de la comunidad 

(Los evaluadorcs se dividiran en grupos segun su inte­
res. , 

17:00	 Viaje de regreso a QUITO. 

Jue'les 22 An~li3is de la infocmdci6n obtenida. 

Viernes 23 ..v S~bado 24 

pre~aracion del borrador del documento 

Lunes 26 - Viernes 30 

Di~cusi6n del borradoI y reddccion final del documento 
en esp~~cl c ingles. 

Lune~ lro de abri1 

Precentaci6n de Ins concl~3ionen y ~~comendacicnes al 
Se~or Ministro de Saluda 
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Jueves 4 - Viernes 5 

Seminario para analisis del documento y busqueda de 
nuevas estrategias para a~roximadamente veinte funcio­
narios responsables del Proyecto del MSP-SEORI-CIMDER 
y el grupo de Evaluacion. 



-68-

Annex 2. 

LIST OF PEOPLE CONTACTED 

National Health Council 

Fausto Andrade, MD. Deputy Director 

Mini8tr'v of Health. Central Office 

Guadalupe Parez de Sierra, MD. Subsecretary
 
Edgar Muncayo. MD, Planning
 

Ministrv of Health, Province of Manabi 

.julio Villat'reses Colmont. MD, Province Director
 
Maria Elena Lopez, ~D, Jipijnpa Area Chief (Contractor)
 
Alvarado ..-\nqrade, ~1D, Former Jipijapa Area Chief (Contractor)
 

~tinJstrv of Health. Prt)vince uf Chiml:>orazo 

'Province Director AI)sent) 
~Iarco CHiintana, i'tD, Former uuillliac-Penipe Area Chief 
Alfredo Naranjo. MD, QUlmiac-Penipe Area Chief (Contractor) 
JOI'ge Araujo. Engineer, Quimi.ac-Penipe DRI Area 
G, Vilema, Nurse, Ouimiac-Penipe DRI Area 
Jill io Cesar' PI'oC:lrio, lEOS 

Ministrv of Health, Province of Cotopaxi 

Ramiro Parrenu, MD, Province Director
 
Jaime Arias, Health Educator
 
Dr. Ji jon, Salcedo Hospital
 
Dr. Malasareas. Rural Physician
 
Max Arias, MD, Salcedo Area Chief
 

lnteqrat.ed Rural Development, Secretariate CSEDRI) 

~Iaillle Bo(' ia, Engineer
 
Susana Larrea. Nutrition
 
Carmen Caraseo, Finance
 

Inteqrated Rural D.!?velopment. Jipi lapa 

Angel Or'iundo, Engineer, Chief 
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Integrated Rural Development, Salcedo 

Oscar Escola. Engineer. Chief 

Universidad del Valle, Cali. Team <CIMDER) 

Jorge Saravia. Ph.D.
 
Yolanda Romero
 

j.lSA [D,' Ecuador 

Paul Fritz. Ph.D .. D~puty Mission Director 
~enneth Farr. Ph.D .. Chief. Health 
Robert Jordan, Ph.D .. Capital Development 
Herbert Caudill, Sanitar~ Engineer 
:"lanuel Rizzo. Population 
Jean Audrey White. Ph.D .. Nutrttion <Contractor) 
Edu<:1nto Navas. MD. Health Aclvisor <Contractor> 
Gustavo Estrel La. Ph.D .. Hedlth Pr0j~ct Coordinator 

(Contractor> 

Pro j ec t. Eva I lip t i 011 Tenm 

Pat.rick J. H. Narnane. Team Leader
 
Hugo Corral Ruivola. MD. MPH
 

Others 

Reynalcto PareJa. Academy for Educational Development 
Frederick Hartman. MD. MPH. Management Sciences for 

Healt' 
David Nelson. Ph.D .. Nutrition Advisor (Contractor) 

Fac i lit i es 

Ouimiac Health Subcenter. Chimborazo Province 
Cinco de Julio Healt~ Post. Manabi Province 
Penipe Health SUbcenter. Chimborazo Province 
Cusubamba Health Subcenter. Cotopaxi Province 
Province Health Office. Cotopaxi 
Province Health Office. Chimborazo 
Province Health Office. Manabi 
Integrated Rural Development Office. Jipijapa 
Int.egrated Rural Development Office. Ql.limiac-Penipe 
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PREFACE 

This report provides background on the DRI-Health project and 

a discussion of the evaluation strategy including its assumption and 

expectations. It also addresses concerns not elsewhere covered by 

the other outside evaluators. 

Initially, the plan for this report was to have a single document 

incorporating the observations, analyses and conclusions of three 

consultants. Because of the exigencies of other commitments and the 

physical separation of the consultants following, our work in Ecuador 

we have prod~~ed three documents. This is the third of the set. 

Additionally, during our evaluation visit there was another special 

evaluation of the diarrheal disease and immunization program conducted 

by Dr. Fred Hartman of PRITECH. Dr. Hartman has provided another se­

parate report. 

During the conduct of the field work the three consultants worked 

together on a daily basis. While we focussed in part on separate concerns 

there was close cooperation and persistent sharing of observations. There 

was also general concurrence on concerns we had the opportunity to consider 

mutually. 

Because of different experiences and different perspectives, however. 

there were necessarily some differences as well. Some of these differences 

are a matter of emphasis others stem from the specialized interests and 

skills of the evaluators. 
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It is not the purpose of this document or the three reports to 

generate absolute consistency and agreement. That was less the point 

of this evaluation exercise than was identifying issues. illuminatin~ 

problems of both plan and implementation and to sugr,est possible wavs 

of altering the program to i~prove its effectiveness in doing what the 

GOE, project administrators and the people being served want it to do. 

This perspective will be elaborated more fully below. 

We want to acknowledge the spirt of full cooperation and help on the 

parts of these with whom we worked incarrying out this evaluation. With­

out their openness, their willingness to point out problems, ~istakes, and 

lessons learned and their insight, the entire process would have been 

considerably less valid. 

With negligable exceptions, busy people with important jobs to do 

graciously rearranged schedules, offered resources and assistance, and 

otherwise responded with alacrity to what should probably be considered 

inconvenient requests. Even these without continuing vested interests in 

this particular project graciously gave of their knowledge, insight and 

time. Their kindness, intere~t and patience are warmly appreciated. 
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INTRODUCTION 

The overall purpose of the Project is to develop a nationally 

replicable low cost health service delivery model in three Integrated 

Rural Development are~of Ecuador. To do this the Project has establish­

ed three integrated objectives that form the basis for project design 

and implementation. ~~ile they have in some places been spelled out 

slightly differences, the goals these have enjoyed dre the following: 

1.	 To create a reBional (decentralized) organization for the 

administration of health services. 

2.	 To develop a model for the provision of primary health care. 

3.	 To incorporate health services into the integrated rural develop­

ment sector. 

The basic elements of the Project model are, briefly stated: 

1.	 Establishment of area chiefs 

2.	 Expansion of primary care 

3.	 Extend coverage of pure water supply and sanitation 

4.	 Nutrition activities to improve availability and
 

distribution of basic foods.
 

The expected outcomes of these include 

•	 Extend health services delivery and provide additional 

resources in high priority rural areas. ­

• Promote	 the utilization of lower cost primary care service 

Rationalize health service delivery by coordinating efforts 

of health services institution in geographic areas. 

•	 Facilitate extension of low cost water and sanitation services 

by using low cost technologies. 
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Incorporate nutrition concerns in program design and 

implementation. 

- Decentralize decision-making responsibility and facilitate 

community participation in the decision-making and implement­

ation process. 

Background 

The Rur~Hea1th services project emerged out of the interest of the 

Ro1dos-Hurtado administration which was concerned with rationalization and 

expansion of government services aimed at the rural poor of Ecuador.AIDs 

strategic focus during the 1970s was also concerned with providing better 

services to the poor majority, with the aim of improving health and well­

being and enhancing the ability of the poor to meet their own needs in 

AID assisted countries. This correspondence of interests first became 

manifest in Ecuador in the funding of a pilot project for integrated 

Rural Development. 

This health project was viewed as a one that would have its own 

integrity, but would also be part and parcel of an overall scheme 

for integration of development efforts. Health was considered to be a 

specialized concern that could not be totally subsumed under fully in­

dependent local development agencies. It required special links to 

more sophisticated and broader health service facilities and administrative 

system. At the same time a need was seen for decentralization of that 

administrative structure for purposes of regional and micro-regional 

adaptation to special circunstances. The regiona1ization plan allowed 

for the development of close ties with other regional programs and 
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local conditions while maintaining a rational vertical support system 

as well. 

Decentralization was viewed as institution building in the health 

sector of Ecuador. The new position of Area Chief was viewed as the 

keystone of the revised institutional arrangement. Area chiefs were to 

be given intensive training in health administration and then they would 

have primary responsibility for all extra-hospital health concerns infue 

selected micro regions. 

The already existing positions of Provincial Chief was also to be 

strengthened under this project. They were to be given greater autonomy 

and control over a pyramidal health service/facility system that had as 

its base the local health promotor and health posts building through 

ever increasing level of sophistication to health subcenters, hospital 

health centers and provincial hospitals. Tertiary care hospital were 

located only in major urban areas, i.e. Quito and Guayaquil. Rationalized 

referral mechanisms would channel patients to appropriate care facilities. 

This hierarchical referral structure had been developed during the 
, 

1970s. Although many facilities had been constructed. The operational 

mechanisms and administrative personnel were lacking. The regionalization 

plan was an attempt to put major administrative responsibility at the 

provincial level, closer to the level of operations and thus more responsive 

to local concerns. 
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At the time the health services program was initiated the 

seventeen areas (or micro-regions) in which the Integrated Rural 

Development Project was to be implemented had already been selected. 

The criteria for selection of the seventeen were largely economic and 

agriculturally based. A major criterion was anticipated cost per­

capita for implementation. They are scattered among several provinces 

in Ecuador. 

From the original set, the health project decided on three in which 

to implement its plan. These were selected so as not to conflict with 

health projects supported by other international donors and as represent­

ative of the two most popular regions of the country the coast and the 

sierra. Jipijapa in Manabl was chosen as a coastal area. Quimiaz-

Penipe in Chimborazo and Salcedo in Cotopaxi were selected in the sierra. 

The health project has involved not only the Integrated Rural Develop­

ment secretariat but draws on the Ecuadorian Institute for Sanitary 

works(IEDS) as well. IEDS has major responsibility for 1etrinization, 

water support system development and health service facility c00struction 

and refinishing. 

It should be mentioned that IRD and the Integrated Rural Health 

Delivery projects are not Ecuador's only experience with integrated de­

velopment schemes. Mision Andina was the most notable recent experience. 

This was a program that was developed and operated during the 1960s and 

incorporated developments of agriculture, health, manual arts, sanitation, 

(, 

~~ 
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water supply. The present health project has been able to draw on the 

experience of some who were involved in Mision Andina. Some community 

programs begun under that program were continued under other local and 

provincial auspices. 
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Evaluation Assumptions and Setting 

At our initial meetings the evaluation group agreed to an evaluation 

strategy that would involve program personnel from all levels in a fully 

participatory manner. We also agre~d that the prcce8s of evaluation and 

the exchange of information regarding ideas, perspectives, experience, 

problems, conclusions and recommendations among program personnel would 

constitute the major contribution of the evaluation process. The documents 

that were to be written by the outsiders were of importance largely to the 

extent that they reported and introduced systematic focus to those concerns. 

We also agreed that our success should be measured in terms of the fullness 

of debate and elaborati~~ generated on the parts of those responsible for 

continued project operation. It was infuis spirit that we tried to work. 

It is to the credit of all those with whom we worked that they 3howed 

genuine openness and awareness to one another and to us as outsiders. 

Project le~ders are to be tiBnked for having engendered an environment 

which support:3 such openess. 

The evaluation considers the program in terms of its plan and stated 

goal, but has the benefit of being able to see contextl'al conditions more 

fully than was possible in the planning phase. We tried to take into 

account the limiting contextual factors and to understand better how the 

program hael influenced its environment, its impact on political, social 

and health awareness. 
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Necessarily, an evaluation is a critical process. This does not 

mean that it is wholly negative, however. It means that we look at 

criteria and standards and try fairly to find where program have not 

met expectations. It also means that problems that have emerged both 

within the program and in its context will be identified. Much of this 

was simply not anticipated prior to program implementation and increased 

awareness on the parts of those involved. Evaluation then is at least 

partly a matter of assessing the extent to which planned activities can 

work in a world of limits, of competing expectations, of resource 

availability and of changing needs and awareness. 

Viewed this way, evaluation is not only a matter by which quantitatively 

measured achievements. It is more a reflective process of reconsidering 

performance, (expected or not), plans and goals, resource capacity, and 

the needs of policy makexs and of those who are expected to benefit from 

the services system. 

Although this project, as any other organizational systems, is viewed 

here as a means of checking prior assumptions and hypotheses and an 

opportunity for revising these, it is not evaluated as a tightly controlled 

"scientific" experiment which offers a chance for looking only at a few 

neatly measured variables. We consider the program a system of considerable 

complexity which operates in a complex environment. 

Our evaluatio~ was both intensive and extensive~still, the analysis 

represents only a partial view: We observed operations for a relatively 

c\'\ 
\) 
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short period in March 1984; We visited only a few service sites: We 

talked with and observed only a few of the program personnel a few 

members of the communities served and a few of those whose decisions 

immediately or ultimately will have effects on the program. ~lany 

persons who had been key in the earlier phases of design and implementation 

had moved to other jobs. The tragic weather conditions of 1983 had left 

immeasarab1e impact on the s~rvice areas and their populations, especially 

Jipijapa. 

These evaluation reports must therefore be treated as tentative, 

suggestive, partial. Perhaps it is not possible to have a definitive 

analysis. In any case, the reports do not stand alone. They are part 

or a process, points of departure. These more fully involved can and 

should add considerably to the analyses of conclusions presented in 

these reports. 

The evaluation lacked what is elsewhere identified as a problematic 

concern of the project itself, the involvement of many persons whose 

communities one exptected ultimately to benefit from its implementation. 

Although we think we did cover as much as possible in the time available 

and we were given good guidance by program persons we do feel that we may 

have overlooked the needs of the people and served more the bureaucratic 

interests. Although we did not cov~r fully ~very level of the program, 

we tried to make contact and to have open the possiblity for project 

personnel to work more closely among the other workers, policy and 

decision-makers, people from other programs and agencies and those in 

the communities to be served. 
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Evaluation, however, is not a neutral activity, we are interested 

in seeing the project achieve its goals, to succeed in its regionalization 

strategy. to combine realistically the rationed and indeterminate in 

ways that exploit technical knowledge and human resources to the fullest, 

at the same time leaving the Program open to further exploration and 

evaluation. 've wanted to see what is working, to see what is not working 

and to increase understanding in each case. 



- 12 -

Community Participation-Primary Health Care 

In the planning of this Project community participation was considered 

essential feature, formal involvements of the communities in primary health 

care, facility construction and maintenance and water supply and sanitation 

developmen~ were considered critical aspects of goal realization. It was 

implicit also that the process of decentralization would reach the community 

level, offering a greater influence to the people and expecting their assist­

ance to make the system operate. 

Water supply and sanitation will t~ covered by another group. Here I 

will focus on the participation of communities in the primary health care 

aspects of the Project. 

Promotores: The PHC system plan calls for the training of health promotors 

who will serve the communities from which they are selected. It also 

specifies the creation of a special program for school children who will 

become health communicators, encouraging,better health habits and identifying 

problems. At the time of our observations neither of these activities 

seems to have been carried out by the Project. 

In Manabi 24 promotors were trained and 19 of them were posted in the 

area of Jipijapa. Whether this was happensatance of the product of Project 

influence was not clear. Only one promotor wa~ identified as working in 

the other two Project areas. 

Although the project budget allocated funds for promotor training and 

salary, it was not clear that the Project was expending its meney on these 

items. Funds continued to come from MOH proper and from FODERUNA. Since 
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the Project does have funds it would seem that it should be more aggressive
._ - .0_.•. _._ 

in O~aining cooperation of other responsible offices in the MOR and would 
_. .. ._0 .-_._ --- _.--.--- -_0_­-~---

'~-----_._._.-. __._- -' .."-."
 

provide more training for promotors in the DRI-Realth Areas.
 

The MOR had scheduled training for 120 promotors during 1984 but at 

the time we talked with the MaR respresentative they did not know for sure 

when and if that training would take place. They had apparently given no 

thought to giving special consideration to DRI-Realth Project areas and were 

not aware that the Project could provide funds for the training or had the 

means for supervising promotors and following up on their work. 

If PRC is going to be a realizable goal of the Project there will have 

to be a concerted__eJfqrt .. to .obtain. the cooperation of others in the MaR and 
,. _---_... -. --------- ­

means for working with other promotor_.sponsoI:ing..a&.encies will have to be
 . - -.---- _.. _--_._._ _--_ .•...__._-_._-----_... . _---- ­

.develo,ped. 

Rural Physician Orientation: It will also be necessary to work more closely 

with the rural physicians and to provide them training ~nd 8c~ervision aimed 

at getting them more fully involved with the communiti~s in which they live. 

In Salcedo some community health education of rural doctors is being"- .. _-_.__._--_ .. 

conducted at the provincial level and it seems to have stimulated ~ome to 

undertake more community ootreach activities but I could not determine that 

this outreach was 'systematic or monitored in any way by the Project. The 

physicians were unaware that their efforts might have in any way been guid2d 

by project goals. In fact, the three physicians with whom I spoke in the 

Salcedo area were not aware of Project goals beyond the establishment of the 

post of Area Chief. 
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Rural physicians in the other areas seemed less aware of possibilities 

for working with communities apart from their clinic activities. 

The effectiveness of all health service people in generating a good 

PRe program will depend on early orientation continuing training and serious 

supervis~on and motivation of area chiefs who are themselves motivated to 

work with communities and to promote preventive health care. 

Botiquines: Although 40 community supported pharmaceutical botiquines were 

sClleduled to be installed by the program, none had been established at the 

time of our observation. In two health posts we observed there had been 

such botiquines in the past and auxiliaries indicated that they had been 

successful but had faltered for lack of funds in recent years. 

Oral Rehvdration Therapy: A separate report by Dr. Hartman deals with the 

ORT program in considerable detail. As an important contextual element, 

however, some comment is appropriate here. 

The ORT program has seriously involved communities in the selection of 

persons to be trained in ORT education and electrolyte distribution. The 

or~gT~m has ronnucted several training sessions in the DRI areas. It seems 

to have met with marked ~uccess in making communities aware of the benefits 

of oral rehvdration and in aoorooriatelv diqtributing material to be uRed 

by families. Community interest in the program is notable. Everyone asked 

knew of its existance and knew where to secure electDiyte materials distributed 

by those trained. 

Health workers in Salcedo and in Quimia .-Penipe have participated in the 

ORT training and are participating in distributional and promotional activities. 



- 15 -


The training and promotion efforts of the ORT program could be used 

as a model by the Projects in efforts to address other health concerns 

of the DRI-health areas as we11. todized salt distribution, immunization 

promototion, and general health education could be addressed in similar 

fashion. Pherhaps this method of dealing with those problems would sho~ 

less dramatic short run results but their overall health benefits could be 

significant. Possibilities for employing the model to deal with these 

other important health problems should be given high priority in considering 
.. _-- ---..._----_.__._-_ ..__ .. 

-future Project design and prospects for working with communities . 
• •• •• 4·' ~ • • •• __ ••• _ •• - •• • __._._ 

Save the Children: An ancillary aspect of the Project has been the support 

of the Save the Children Foundation as an agency interested in fomenting 

community level leadership in development and health related activities. 

Save the Children has been operating in two of the Project areas for the 

past year. There is evidence that several small, community level projects 

have been implemented and that Save the Childre~ has been working closely 

with campesino groups and leaders to create more interest in community 

development and self-help activities. It did not appear, however, that 

communication and cooperation with health people had been significant. 

Assistant Health Educators: The position of Assistant Health Educator has 

not yet been approved by the GOE Personnel Office. In Salcedo we found 

the Provincial Health Educator did participate in training of all levels 

of health workers and was sensitive to the special interests of the Project. 

His staff piayed principle roles in the ORT training activities. 
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Using the Salcedo situation as possible model it would appear that the 

special title of Assistant Health Educator along with its need for complicated 

bureaucratic approval would be superfluous. It would be more appropriate to 
•••• ~_. __••..••. _ • ._ w __ - •• - - _.- •••--~-_._-. • 

use funds to fortify the existing staff and to use that staff as appropriate 

and needed by the Project. 

Drawing on Provincial Office capabilities to support community (and Project) 

activities should help to increase their awareness of the special focus of 

the Project and potential advantages of cooperation, it should also be less 

threatening to the provincial administrators, a very desirable condition at 

this'point in Project development. 

Goiter Control: The Project has not yet given attention to implementing 

goiter control activities although goiter and associated health problems 

rank as severe in the two DRI-Health areas in the Sierra. This lack is 

often attributed in part to assumption that there is no agreement between 

two camps of goiter control strategists in Ecuador~ those who favor in­

suring distribution of high quality iodized salt and those who want to 

provide iodized-oil injections. 

In fact, discussions with goiter specialists and MOH staff suggested 

that there was less conflict than outsiders thought. As a long term solution 

all'recognize the'need for, appropriate iodized salt consumption and all 

recognize that iodized-oil has considerable short-run advantages for health. 

The question is a matter of what can be afforded. 

But it is not a simple question. It is evident that all things being 

equal, assuming availability of high quality iodized salt and high quality 
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iodized oil, the ongoing use of the salt would be cheaper and more effective 

as a national strategy. There seems, however, to be some question of whether 

existing government and commercial mechanisms can insure the quality of the 

salt. Secondly, distribution techniques often involve so many middle-men that 

the relative prices of iodized salt makes it inaccessible or, at least, un­

attractive tume consumers who \~uld benefit most from using it. 

Because none of the evaluatiors are expert in goiter control we canno: 

ourselves assess the benefits of oils and salt on the incidence and severity 

of goiter and other iodine deficiency problems. It would appear, however, that 

promotion of the use of iodized salt, especially in goiter endemic areas, would 

be a possible and appropriate aspect of PHe educational activity. This assumes 

that quality is insured and that consumers would actually receive efficacious 

substances. 

If Ecuadorian producers "~e unable to provide salt of efficacious quality 

and importation is not possible, the only available alternative appears 

to be iodized-oil injections. 

The iodized oil treatment program that was conducted in Ecuador was 

reported to have produced significant, positive results in goiter control 

and the reduction of congenital problems. We do not know the complexity 

of that project and what is required to administer such a project effectively. 

Because the local level aspects of the DRI-Heaith Project are not yet 

well coordinated it might be appropriate to stretgehenthat component prior 

to embarking on another complex activity. Certainly, however, the prevalence 

of iodine deficiency within the Project areas does justify addressing the 
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problem as a priority concer~and the treatment should be incorporated into 

the service system. 

CONCLUSIONS 

Lack of attention to PHC cnd CP has been far from absolute. It has been 

a goal toward which the project has been striving. Our critical emphasis 

here is more to encourage the persistence of this concern and to insure that 

they are maintained as a high priority within the Project. 

It has been largely because of overall Project strategy and some difficult 

obstacles imposed externally that community level, service.leve~ concerns 

have been addressed less forcefully up to this point. ~any of these have 

resulted from conflict over what decentralization will mean within the MOH 

and at the Provincial level. Certainly the difficulty in establishing 

formally the role of Area Chief and in retaining these who had been hired 

and trained have been serious impediments to Project implementation. 

If the revised roles of CSH director and technical field director can 

be worked out, community level operations should be easier. Permanency of 

these positions is critical for the Project. 

Until the time of our observation most of the attention of Project 

implementers and of CIMDER technical assistance group had focussed on 

higher levels of administration and on the formal aspects of regionalization, 

giving less attention to local level implementation and monitoring field 

operations, necessarily leading to less concern for participation. Up to 

that time, then, this lack of attention may be considered less a fault 

than a matter of experimental st~ategy that involved strengthening 
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the administrative super structure prior to creating a strong local element. 

It would be worth evaluating further,on a comparative basis, to assess 

whether this strategy reduces the probability of undercutting PRe projects, 

many of which have been left foundering after external support has run 

out and the host country government has no means of responding to service 

and support demands. 

We judge the ~oal of providing PRe and attendant community participation 

to be appropria te aspec ts of t~e__ prClgram- designed to decentralice health 

service adninistration. Indeed, if health programs are to meet changing 

demands and interests--of the people they are intended to serve, then those 

people must be full: involved. ?rovicial officials. area chiefs, rural 

physicians, other health workers and Ministry officials all must be 

concerned for administering their technical skills in terms that are desired 

and accepted by those they expect to serve. 
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RECO~~mNDATIONS REGARDING REPROGRk~ING OF FUNDS 

Due to cumbersome accounting procedures and failure to report expenset 

and incumbrances as they occur it is not possible to determine just how 

Project funds have been spent. This concern is addressed more fullv in 

Rob~rt' E~rey's reports. 

The lack of ~OH attention to the training of promotors for the CRI-Health 

areas suggests that the Project is not using its financial strength to in­

fluence this MOH activity. The training of such promotors is. however. a 

primary immediate concern as set forth in its plan. 

The inability of the National Health Council to set forth a clear set 

of research priorities suggests that another mechanism for deciding on 

research needs would be appropriate. Operational research studies suggested 

by and assisted by AID contracting organizations such as PRITECH and PRICOR 

should be given serious attention as candidates for Project support. These 

would focus research more directly on project capabilities and avoid the 

conflicting political interests of the CNS representatives some of whom 

are only marginally concerned with this particular project, 

Training costs for seven area chiefs who have since abandoned the Project 

are sunk and cannot be retrieved. Part of the reason for failure to retain 

those persons in the Project was ~he weak contracting arrangements they had 

with MOH. It is expected that this will be overcome under the planned 

restructuring of the role of the CSH Directors who will also act as area 

chiefs. Although these persons in the new role will be expected to have 

already administrative, social and service skills to justify their assuming 

this broader responsibility they would doubtless benefit from additional 

\v
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training that is consistent. for all Area Chiefs. Such training should 

be provided with mEcuador rather than in Colombia or elsewhere. The 

CIMDER staff and the use of the CI~ER technical manuals should provide 

the core of this training. It should be supplemented with additional 

theoretical and practical instruction in administration, focusing on the 

needs of the Project. Such training should be provided as soon as the 

roles of Area Chief and the technical assistance unit have been formalized 

by the GOE and longer term ~ontracts for area chiefs have been signed. 

Given that iodine deficiency is considered a major concern of the 

project and the known effica~y of iodized salt. for long term solution 

an inves~igation should be made of quality control in the production of 

such salt. The Project cannot itself undertake a quality assurance program 

but it can support a technical team to investi?-ate and to make recommendation 

for improving conditions if they are indeed found lacking. 
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EXECUTIVE SU~~ARY 

This consultancy was developed as a promotional visit for 

. PRI'rECH to assess current Oral Rehydration Therapy (ORT) and 

Expanded Program in Immunization (EPI) activi t~es in Ecuador 

and to identify areas of future collaboration for PRITECH. An 

additional task, evaluation of the ORT/EPI activities in the 

Integrated~ Rural Health Project, was requested to assist the 

Mission develop strategies for effective use of their resources 

in these programs. 

The Diar rheal Disease Control Program of the MOH has ex­

isted for five years and is quite impressive. All health per­

sonnel have been trained in ORT and adequate stocks of oral re­

hydration salts exist at all levels. Communi ty participation 

is a key component •. Over 9,000 Ijteracy educators (25% of 

"lhich speak Quichua) have been trained ~n ORT, as have been 

community leaders in some Provi~ces and all ORI areas. h 

health education and promotion campaign began last year utiliz­

ing radio spots, printed material, and training of communit.y 

leaders. These efforts have received considerable support from 

the ST/IIealth project on communicaticns and mass media and the 

presence of ::m advisor from the Academy for Educational Devel­

opment. Ciba-Geigy plans to produce ORS in the same packets as 

the MSP, but market it through private sources, thus assisting 

in national coverage. 

The EPI program, on the other hand, has not achieved good 

national coverage, even though it has existed since 1977. For 

OPT and polio there is a profound drop-off in coverage from 

first to third doses from 60~ to 28~. Coverage rates for mea­

sles are appruxlmately 32%. Morbidity and mortality from the 

immuno-preventible diseases has not changed in ten yeaJ:s. 
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For both ORT and EPI programs, the health education and 

promotion activities are most important. The Mission should 

·.consider providing funds and negotiating with AID/Wand the AED 

to extend services of the advisor to assist in expansion of 

this campaign nationwide for both programs. Management support 

systems wi thin the MSP need strengthening, especially supervi­

sion, information, and operations research. Vaccine logistic 

and cold chain effectiveness, especially in rural areas, needs 

further investigation. Promotion of breast-feeding needs rein­

forcement. Cost-effectiveness "nalysis of ORT/EPI programs 

compared to other MSP services, such as Hospi tal Health Cen­

tars, may be useful in assisting the MSP make decisions about 

resource allocations. PRITECH can provide consultants in all 

these areas, if requested. 

The AID Integrat·ed Rural Health Project has existed for 

two years and made impressi ve gains in ORT and communi ty or­
ganization. On the other hana, administrative problems with 

the Area Chief; competition between SEDRI and MSP personnel and 

programs (in some areas); and the improvement in MSP capabili ­

ties dur ing this time have produced a situation where there is 

little difference in OR'l' and EPI activities between DRI areas 

and other areas of the Provinces. The Nission might con~ider 

expanding the project to include the entire Province (and pos­

sibly expand to more Provinces) and channeling Project funds 

directly to the MSP to support these expanded efforts. By fo­

cusing on improving ORT/EPI programs in the activities noted 

above, the Mission could assist the MOHproduce significant im­

provements in morbidity and mortality within the next few years •. 

Several non-governmental agencies show promise for e:>:pan­

sion of these programs and may benefit from additional support. 

Seguro Social Campenino, MAP Internutional, C}{f" and the Peace 
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Corps are all willing to participate and have a substantial na­
tional presence. Future analyses should identify ways of as­
sisting these agencies. 
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[. Introduction 

A. Scope of Work 

1. Promote' PRITECH project to AID f.Ussion, MOH, and 

:>ther agencies. 

2~ Identify current ORT/EPI actaivities in public and 

non-governmental agencies and analyze achievements and con­

straints. 

3. Examine the Integrated Rural Health Project in 

::onj unction wi th the Project Evaluation Team to assess ORT/EPI 

:lctiv i ties. 

4. Identify key personnel in public and non-govern­

nental agencies who can influence ORT/EPI activities. 

5. Develop strategy for future PRITECH collaboration 
. . 

and develop scopes of work for future consultants. 

6. Submit this report. 

B. Activities 

This t .....o \\'eek consultancy was ini tially developed as a 

promotional visit for the PRITECH Project to assess current 

:>RT/EI'I activi ties in Ecuador and to identify areas of future 

:ollaboration. However, an additional task in the scope of 

work added another level of complexity to this visit, that was 

the request to eVilluatc ORT/EPI activities in the Integrated 

Rural HeLllth Project. This was approi;>r i.ate since AID/Ecuador 

heal th resources can signi f ican tly advance these prog rams, and 

i 
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PRITECH resources should be complementary. The project evalua­

tion did, however, significantly add to the work load in the 

short time available. 

During this time period, the following activities were 

oompleted • 

• 

1. Interviews \"ith key personnel in the -l>1SP. at the 
Central and Provincial levels. 

2. Review of pertinent documents available in AID and 

the MSP, including results of previous EPI and aRT evaluations. 

3. Interviews with key personnel in agencies other 

than the MSP. The results of this are presented in Section VI. 

4. Field visits to: 

a. Province of Cotopaxi and the project area of 
Salcedo, March 15-16. 

b. Province of Chimborazo and the Project Area of 
Quimias-Penipe March 20-21. 

Annex I is a list of people intervie\"ed and places 
visited. 



- 6 -

ANNEX 1 

PEOPLE INTERVIE~ED 

MSP, Central Level 

L.	 Ora. Magdalena Banoni, Director of Priority Programs •. 
2.	 Dr. Humberto Baquero, Chief, Divisi6n de Fomento y Protec­

. ,
Clon. 

3.	 Ora. Ligia Salvador, Chief, Division of Frequent Morbidity. 

4.	 Dr. Oswaldo Barrezueta, Chief, EPI. 
5.	 Dr. Edgar Moncayo, Chief, Programming and Planning. 

6.	 Lcdo. Eduardo Salazar, aealth Educator assigned to D.D.C. 

7.	 Ora. carmen Laspina, pnysician assigned to Respiratory In-' 

fections. 

8.	 Lcda. Teresa Tapia, Nurse in charge of Oral Rehydration 
Units. 

MSP, Province of Cotopaxi 

9.	 Dr. Parrefto, Director. 
10.	 Lcdo. Jaime Arias, Chief, Health Education. 

11.	 Lcda. Lola Alban, Provincial Educator. 

12.	 Lcda. Villag6rnez, Nurse for Rural Health. 

13. Director of Department of Epidemiology. 

l4~' Provincial Statistician. 

15.	 Director of EPI programs. 

MSP, Province of Chimborazo 

16.	 Dr. Puslio Escobar, Chief of Priority Program. 

17.	 Dr. Max Santill~r, Chief of Epidemiology. 

lB.	 Dr. Harco QU in ,:ana, Ch ief of HCH (forme r Chief of Al:ea, 

Quimiug-Penipe). 
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'19. Lodo. Hector Alvarado, Educator. 

20. Provincial Statistician. 

Integrated Rural Development Area, Salcedo 

21. Ing. Oscar Escola, Chief, Executive Unit, IRO, Salcedo. 

22. Dr. Max Arias, Area Health Chief, IRD. 

23. Lcda. Susana Larrea, Health Representative from SEDRI. 

Integrated Rural Health Development Area, Quimiag-penipe 

24. Dr. N~ranjo, Area Health Chief. 

25. Lcda. Vilena, Area Nurse. 

26. Ing. Araujo, Sanitary Inspector. 

AID/Ecuador 

, , 

27. Dr. Kenneth Farr, Chief, Health Office. 
28. Dr. Jean Audrey Wight, Nutrition Advisor. 

29. Dr. Juan Londo~o, Population Advisor. 

30. Dr. Eduardo Navas, Advisor in Regic~alization. 

31. Dr. Gustavo Estrella, P=oject Coordinator. 

Evaluation Team 

32 •. Mr. Patrick Marnane, Team Leader. 

33. Mr. Robert Emrey, Management Consultant. 

Other Agencies 

34. Dr. Nancy Andrade, Health Advisor, UNICEF. 

35. Mr. Brian Cavanagh, Director, CARE. 

36. Dr. Miguel Artola, Ilealth Officer, Peace Corps. 

37. William Senn, Director, MAP International. 
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38. Dr. Galo Corde~o, Seguro Social Campesino. 
39. Dr. Jose Torres, Ciba Geigy • 

.,40. Dr. pettigiani, Representative of PAHO. 

41. Dr. Alvaro Rueda, Epidemiology Advisor, PAHO. 

42. Dr. Merlin Fernandez, Management Advisor, PAllO. 
43. Lcdo. Roberto Unda, EPI/DDC Advisor, PAHO. 

SITE VISITS 

Hospital Health Center, Salcedo.
 
Sub-Centro de Salud, Cusubamba.
 

Sub-Centro de Salud, Mulalillo.
 

Sub-Centro de Salud, Panazallo.
 
Sub-Centro de Salud, Quimiag.
 
Sub-Centro de Salud, Penipe.
 

Provincial He~lth Office, Cotopaxi.
 
Prov incial He.al th Of f ice, Chimborazo.
 

IRD Headquarters, Salcedo.
 
IRD Headquarters, QUimiag-penipe.
 

Ciba-Geigy Production Facility, Quito.
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I I. BACI<GROUND 

A. The Setting 

1. General 

Ecuador is a country of contrasts. Although one 

of the smallest South American Countries with a territory of 

only 284, aoo km 2, it contains enormous geographic and cultur­

al differences. The Cordillera of the .lI.ndes bisects the coun­

try, from the Columbian border in the North to Peru in the 
South, and h~s many peaks ranging up to 6,000 mts. This moun­

tainous zone, called the Sierra, has numerous pockets of popu­

lation located between 2,800 and 4,000 mts. elevations. Nearly 
3,000,000 people in this area speak Quichua, a dialect of Que­

chua. 

To the east of the Andes is the Oriente, that 

forms part of the he,adwaters of the Amazon River. This is 
spar sely populated with a high percentage of Amer indians who 
have retained their traditional way of life. To the west of 

the Cordillera lies the Pacific Coastal plain, which frequently 

receives heavy rains and sUbsequent flooding. The largest city 

of Ecuador (and its principal port) Guayaquil is located here. 

Politically, Ecuador is divided into twenty Prov­

inces. Each Province is divided into Cantons, and Cantons are 
further divjded into parroquias. 

2. ~emographic Indicator~ 

Approximately 49't of the population lives in the 

COilst, 47lt in the Sierril, and 4% in the Oriente. During the 

l~st ten ye~rs, an accelerated migration of the population has 
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occurred to urban areas, as shown by the differences between 

the census of 1974 and one recently completed in 19821 

Population 

URBAN (%) RURAL(~) TOTAL (NO.) 

1974 41.4 59.7 6,830,000 

1982 49.7 50.3 8,072,000 

Current growth (based on the 1982 census) is 2.7%, 

down from the 3.3% rate found in the 1974 census. Approximate­
ly, 40% of the population is indigenous, 40% mestiza, 10% cau­

casian, and the rest of African and Asian descent. 

Obv iously, a country with such geog r aphical and 

cultural diversities, difficulties with transportation and com­
munication and limited infra-structure poses a tremendous chal­
lenge for development. 

In 1982, the per-capita GNP was U5$1,337. The 
literacy rate has improved substantially, reflecting a national 

commitment to improved education. In 1974, 24.6% of people 

over age 12 were classified as illiterate, compared to 14.5% in 

1982. Rural areas have four times the illiteracy rate of urban 
areas (26% vs. 9.3% in 1982). 

3. Health Indicators 

Data on health status have shown similar improve­

ments, but mortality rates are still high: 
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Age 1955-59 1975-79 1982 

- 1 ..122.4 84 72 

1-4 22.3 9.8 * 
Total 14.0 7.9 * 

Rural areas have 50% greater mortality rates than 

urban areas. Nearly 50% of mortality occur in children under. 

five years old. Nearly 1/3 of the deaths are attributed to in­

fectious diseases. 

The first six causes of morbidity recorded by the 
MOH are what one would expect of a country in this stage of de­

velopment: 

1. Diarrheal Disease. 
2. Respiratory Diseases. 

3. Immuno-preventib1es. 

4. Endemic Goiter (Sierra). 

5. Malnutrition. 

6. Malaria (pacific Coast). 

Nearly 80% of births are attended by parteras em-
L 

plricas or other untrained people. Only 10.3% of the rural 

population has access to potable water. 

-
The burden of providing services for these diverse 

heal til problems falls on the MOB for 85% of the population. 

The Ecuadorean Social Security System provides services to 7.5% 

of the population, and the private sector to 7.5%. 
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B. The Health System 

1. History Ot Public Health Services 

The MOH is the youngest institution of its kind in 

South Amer ica, since it was officially created in 1972. From 

1942 to 1964, a joint U.S./Ecuadorean effort developed the 

Ecuadorean Public Health Services. With generous financial as­

sistance from the U.S., tremendous strides were made in public 

health. However, after 1964, u.s. financial assistance was 
withdrawn, and the Government of Ecuador could not provide suf­
ficient support to continue this centralized Public Health 

Service. From 1964-1972, 'the responsibility for organized 

health services fell on the provinces. Thus, each province de­
veloped their own programs according to their perceived needs 

and the resources available. This, of cour se, created marked 

ir regular i ties in the quanti ty and quality of health serv ices. 
Recognizing these inequities, the GOE created the current NSP 

in 1972. 

2. MOH Structure 

The first National Health Plan was developed in 

1973, and created the structure of health services presented in 

Figure 1. 

From 1973 to 1978, MOIl employees doubled from 

6,000 to 12,000. Few of the new personnel had any formal 

training in public health or administration. Given this rapid 

gro\olth, multiple charges in administrative structure are the 

rule. The most recent reform occurred in late 1983, and is 

presented schematic~lly in Figure 2. 

\~
 



- 13 -


PYRAMID OF SERVICES
 

MSP, ECUADOR
 

Nac. 

Centros de 

1-6 MD's 

27 

49 

1 

760 

83 

221 

610 C.V.R. 

'315 prolTlott 

No •. (1984) 

II Hosp. de 

Base 100-~00 Be s 

IV Sub-Centro de Salud 

- MD 

- Aux. de Ellf. 

III Centros de Salud Hosp. 
4-5 MD'S 15 beds 

-? RN's -? Aux~de Enf 

. 
V - Puestos de Salud con Auxiliar de 

Enferrneria 

Nivel Comunitario (Informal) 

CAPITAL 

LOCALE 

PHOVINCIA 

ChNTON 

t>1ETHOPOLITAN 

AREAS 

ALDEA 

PI\RROQUIA 

PUEBLO 

1. ColDborndora Voluntario rural (Partera Empirica) 

2. Promotores = Trained VHWS. 



FIGJRE 2
 

ORGA.~IZATICNAL S'ffiUC'IURE
 

~S?;roJ1\IX)R, Co1l\F:cH, 19a4
 

lImazon Reg.
 

4 Provinces Planning
--------f IMinister
,

II . 
SU!>. 5ec<etaty 1 •
 

Region 1 I-~-D-ir-ec-to-r General I.
 
Sub Secretary 
Region 2 .I,.

IlV1n::es 

(8) OOEJElOrJ O~ 
I 

( Finar¥;e I 
[@ .

•
Ftxnento y 1~.ilt./Inf.. 1 
Prarocion IProg. de Atim.. 1 

IC.E.O.! 
MJIbilidad I­ ~ 
Frecuente II.R.A·l 

Salud Rural 

lliuacacion 

Org .. Cim. 

-- . ----_._-_._-------------------.-._---_._-- - --_.. ------:-.--_._--- .-_. --- -.. ­
- . ...-.. 



- 15 ­

3. Other Agencies 

a. Instituto Ecuatoriano de Seguridad Social 

Histor ically, the lESS has covered only 7.5% 

of the population, basically workers in urban areas. However, 

in the past two years several new initiatives have developed 

that could
• 

have a major impact on extension of services. Con­

venios have been established with cooperatives to provide serv­

ices near the work place. In addition, 1% of the cuota of the 
insured urban popl:lation goes to the Seguro Social Campesino 

for services in rural areas. Conversations with field workerz 
for this agency indicate interest and enthusiasm for extending 

oral rehydration and immunization programs through' Campesino 

organizations. These efforts definitely merit further investi­
gation and, if feasiole, support. 

b. Private Sector' 

Private health services cover ;:mother 7.5% of 

the population, mostly in urban areas. One interesting factor 

is the overproduction of physicians. Ecuador produces 1000 new 

physicians per year, many of whom cannot find effective employ­
ment. Thel:e is an organization of unemployed physicians that 

exerts a major influence on the design and acceptance of any 

new health initiative. This is one reason why the HSP has 

based its health system on Sub-Centros de Salud with physicians 

(760 exist) instead of Puestos de Salud with Auxiliares (220). 

Ciba-Geigy maintains a production facility in 

Ecuudor, and has announced its intention to produce and market 

ornl rehydration s~lts. 'l'his is discussed more completely in 

Section III. 
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c. Secretaria de Desarrollo Integral (SEDRI) 

The current National Development Plan for 

Ecuador is based on a concept of integrated rural development 

i.n agrlculture, education, and health. SEDRI was formed in 

1980, and 17 areas .of the country were selected as Integrated 

Rural Development Areas (Areas del DRI). These areas contain a 

total of appr.oximately 500,000 people and are designed to serve 

as a model for development efforts in other parts of the coun­

try. Since AID health funds are channeled through SEDRI, this 

project is dis=ussed more fully in Section v. 

d. PVO's 

Nunterous PVO' s exist in the country. C,l\RE and 

CRS, by virtue of participation in supplementary feeding pro­

grams, cover large areas of the country. Smaller PVO' shave 

traditionally served specific segments of the population. ~'he 

more promising of these PVO's are discussed in Section VI. 

C. Constraints 

1. Limited Coverage o~ Health Services 

The MOH is responsible for health services for 85~ 

of the population, and has focused most of its attention on de­

velopmenc of physician oriented services to the Health 

Sub-Center (parroquia). Services are quite limited beyond this 

level, and even these at the Sub-Centers need strengthening. 

'l'he lESS has traditionally focused on urban areas, but recent 

initiatives with cooperatives and campesino organizations sho\·} 

potcntial. PVQ's h.:lve filled some of the gaps in coverage, and 

could complcmcnt \-/113 t ex i.s ts wi thin the MSP. 
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2. Relative immaturity of MSP Management Systems 

The MSP has formally existed only since 1972, and 

lid not consolidate as an institution until the late '70' s. 

~apid growth in personnel and frequent organizational changes 

lave strained their capacity to respond. Thus, critical man­

1gement s~steJTIs, such as supervision, information and evalua­

:ion, and logistics are weak. This has negative effects on all 

1SP programs. 

3. Conflicting Policies 

As identified in the organizational structure of 

:he MSP in Figure 2, both immunizations and diarrheal diseases 

lave been included as priority programs. Yet the MSP continues 

:0 pur sue development of services through Centro de Salud Hos­

)itales with only 15-20 beds. Financial analysis in other 
:ountr ies have consistently sho\'m this type of services to be 

:he least cost-effective and a drain of resources from other 

)rograms that could be substantially more cost-effective. 

It would be wise to explore with the MSP their in­

:erest in completing a cost-effectiveness analysis of various 

lealth programs and levels of services. 

4. Competition Between Agencies 

-
In the limi ted time available to this consultant, 

It became abundantly clear that a fair amount of competi tion 

!xists between the MSP and SEDRI at. all operati.onal levels, 

;rom the Central fl1SP through the Provincial Headquarters do\o.'n 

:0 Centros de. Salud. (I\ppar~ntly, there does exist common 

19reemcnt at the policy-making and SecretC'lria levels, but this 

las been difficult to translate into operational tcr'l]Is.) This 

v\) 
~ 
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::ompetition does not exist in all Provinces but does tend to 
;>roduce limited coordination and joint planning, duplication of 

afforts, inefficient use of resources, and raises questions 

about building long-term institutional capacities. Even where 
relationships are good and decisions are reached about location 

and types of services, Seguro Social Campesino locates its 

facilities wherever it pleases, thus disrupting the established 
• 

;>attern. 
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CII. Expanded Program in Immunization (EPI) 

A. Background 

1. History 

Ecuador was the first Latin American Country to 

)fficiall~'establish an EPI in 1977. Originally implemented in 
)nly three provincias, the program progressively extended to 

)ther areas, and by 1980 it was implemented in all Provincias. 

3etween 1978-1981, the principal immunization strategy was 

10use-to-house visits by auxiliaries or health inspectors. 

:io\oJever, this strategy proved too costly to implement, espe­
::ially in dispersed populations, and the MSP gradually shifted 

:>ver to locating immunization services in areas of population 
:oncentra tion (e. g., Sub-Centros de Salu ..i). The l-1SP then could 

focus resources on making immunization services available as an 
integral part of health services. 

In addition to this latter emphasis, the MSP ini ­
tiated in 1982 a national strategy of "fases intensivas". Each 

"rase intensiva" lasts one weel~, and all health personnel 'are 
requested to simultaneously participate in EPI activities. Na­

tional promotion campaigns through radio and the printed media 

support these intensive periods. In 1982, three "fases inten­

sivas ll were implementca. However, in 1983 only one was imple­
mented due to natural disasters that focused attention and re­

source~ on relief activities, and the lack of vaccines. These 
are discussed more fUlly in the "Problems" section. 

Ecuador also has a unique resource related to 
EPI. The Instituto Nacional de Higiene de Guayaquil produces a 

limi ted qUi:l.n t i ty of BCG in 1 iquid form, DPT, and TT. These 
quantities are not sufficient to meet all the needs of the MSP, 
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)ut apparently the quality of production is high and could be 

~xpanded. 

In 19B1 and 1982, the MSP conducted two extensi?e 

~valuations of the EPI with PAHO assistance. These evaluations 

rlere very thorough and provided important information for this 

:malysis. 

2. Structure of the EPI 

As illustrated in Figure 2, the EPI is assigned 

to the Division of Priority Programs, which is a clear policy 

statement by the MSP. However, implementation of EPI activi­

ties at the Provincial Level and beyond are the responsibility 

of the Minister in the Nnazon Reg ion and the Sub-Secretar ies 

for Regions land 2. Thus, organizational linkages between the 

~~rmative (Central) and Operational (provincial) levels at 

times are difficult. 

The functions of the Central EPI staff fall into 

five main categories: 

Establish norms and procedures for EPI acti­

vities. 

Training of personnel in application of the 

norms. This usually occurs on a national basiz, but the staff 

does travel to provinces to assist at that level. However, 

since there are twenty provinces, they obviously cannot reach 

all of them. 

Supervision of provincial staff. They try to 

combine this with training and evaluation activities, but again 
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coverage is limited by lack of personnel, per diems, and trans-' 

portation. 

Vaccine management from Central to Provincial 

level. This includes purcbasing, importation, central storage, 
and distribution to the provinces. 

• Information and evaluation, including col­

lecting of routine statistics and preparation of reports. Up 

to now, staff have been unable to implement special studies or 

operations research projects due to lack of resources. 

Central staff appeared highly motivated, and 

were actively seeking ways to improve these functions. 

The Provinces duplicate the central struc­

ture, so th~t under the Provincial Chief you will usually find 
a physician in charge of BPI activi ties, plus other staff re­
sponsible for rural health services. The provinces distribute 
vaccines to the Centros de Salud, who in turn distr ibute to 

Sub-Centers and Puestos. In the limited time available for 
:ield visits to this consultant, I \olas favorably impressed with 

wh~t exists in the field. Centros de Salud have excellent cold 

storage equipment, including freezers tor making ice for ship­

ment to facilities without refrigerators. To my amazement, I 

often found, both in Centers and SUb-Centers, community maps 

(croquis) marking each house with pins identifying the children 

under 1 year of age and pregnant women, and flags on each pin 

representing the number of doses ~ach child/pregnant woman had 
received. This was found in enough health facilities to indi­

cate it has resulted from concerted Provincial EPI efforts and 
not from individuals \.dthin the health centers. These effortn 

are commende:tLJle and deserve reinforc~ment and expansion. 
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~learly, in the Provinces I visited (see Annex 1), EPI activi­

I:ies were receiving pr ior i ty attention, staff were in place, 

~rained, and motivated. 

3. External Assistance 

Obviously, EPI activities have received signifi­

:ant resource allocation from the MSP. It is difficult to 

;Iuantify this, since routine immunization activities are part 

:>f general health services and included in the regular opera­

tional bUdget. Nevertheless, external assistance often pro­

~ide's supplemental resources important for program implementa­

tion. 

a. PAHO 

i. Technical Assistance: PABa provides a 

full-time technician just for the EPT (a sanitary engineer) 

plUS an MD Epidemiologist, who generally works with the Divi­

sion Ot Epidemiology. 

ii. Cold chain equipment, specifically foroa 

cold room in Region 2. 

iii. Assistance with national evaluations in 

1981/1982. 

iv. Vaccines through the PABa Rotating Fund. 

b. UNFPA bought 250 electric refrigerators in 

1980. 

c. UNICEF has a~sisted in pr.omotion of BPI ac­

tivities through educational material, radio spots, and movie..
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shorts. proposals for 1984 include thermos containers for vac­
cine transportation, thermometers, and twenty loudspeakers for 

promotion at the local level. 

d. A.I.D. 

The AID Integrated Rural Health project is 

described ~in detail in Section v. 

It does identify EPI activities as a priority 

program, and funds are available for them in each of the ORI 

areas. However, MSP/EPI staff have the very strong feeling 

that AID has provided no resources at all to the EPI, even 

though the project officer has apparently put considerable ef­
fort into assisting them to understand the resources available. 
In my 0plnlon, this problem reflects the competition that 

exists among agencies descr ibed in Section 11. C. of this re­
port, since t-1SP staff \olould have to go to SEDRI for these re­

sources. Apparently, this does not seem feasible at this time. 

B. Experience to Date 

1. Vaccination Coverage 

Figure 3 shows the percentage of coverage for 

children under one year of age since 1972 for the six vaccines 

included in the EPI. Children under one have been selected as 
the priority target population for EPI activities. In addi­

tion, the coverage rate of this age group is a good indication 
of continuous activities, since a new population has to be im­

munized each year. 

Analysis of Flgure 3 shows several in~ortant 

trends. The first is that significant increases in coverage 
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Figure 3
 

Cobertura de la ibblaci6n rrenor d~ Wl af"ioa con las
 

vacunas previstas en e1 Pl\I 'I tasas de ccsercion
 

Ecuador, 1972-1933
 

OPT Antipoliomielitica 

• 
Ira :4la 3ra \ de lra 21a 3ra ,de Antisara:n­

dosis dosts dosts deserci6n dosis dosis dosis desercl6n pl0n0sa b 

1972 10.5 6.7 1.0 90.4 12.3 16.3 2.5 79.9 16.5 

1973 8.6 4.5 1.8 78.5 19.4 

1974 10.4 6.7 1.2 88.4 4.6 4.6 4.1 li.3 .. 23.8 

1975 9.8 6.0 1.7 82.3 11.9 13.3 6.6 45.1 19.7 
c ,1976 17.3 10.8 .. 30.0 17.0 li.1 . 62.8 2.1 29.5 
c • 

1971 21.5 1l.G .. 18.0 10.5 10.9 41.8 6.0 37.8 

1978 24.9 15.9 c .. 22.0 11.9 6.9 68.6 10.6 (1.8 

1973 34.1 21.2 c .. 37.0 21.8 11.0 70.2 20.8 41.7 

1980 33.1 19.9 6.8 79.3 3;.3 26.2 13.4 64.1 16.8 52.5 
1981 45.1 30.0 18.0 60.1 43.7 26.3 18.6 57.4' 21.9 57.3 

1932 87.9 58.2 35.2 87.0 59.2 34.8 44.5 103.6 

1983 59.8 39.7 28.1 .. 63.2 41.6 32.2 JO.7 79.3 

a calculo de la poblacion meoor de un af'iO (Division Nacional de Estadisticas). 

b La vaC'.L"\il antisarar.pl.onosa se comenzo a aplicar en 1974; no existen datos por edad para 1974 y 1975. 

C Se rec::ocUenda una dosis de refue~zo (tercera OOs15) despuP.s de los J2 rreses de ec1ad. 

IXltos 00 d;.sponibles 

FUente: Division Ibcional. de Estadisticas, l-lSP 

---- .... - .. _- .. -_.. _.- ... _--~-~----_._._--~ .._--_._. __ ... 
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have occur red wi th initial doses, but a profound drop-off in 

coverage occurs in 2nd and 3rd doses. While a common problem 

. in most developing countries, Ecuador may have some specific 

cultural constraints that are discussed in the problems sec­

tion. It is of interest to note that measles, which requires 

application at nine months of age, has not shown a dramatic 

rise, whereas BCG, WhlCh can be applied at birth, has. Ecuador 

also requires proof of BCG immunization to register a birth, 

another factor stimulating BGG coverage rates. 

Another point is the apparent dramatic rise be­

tween 1981 and 1982. There are probably two reasons for this: 

the first is the implementation of three "fases intensivas" in­

creased coverage rates in 1982, whereas the implementation of 

only one in 1983 caused a fall-back in coverage. This explana­

tion has merit, and lends support to the strategy of the "fases 

intensivas". 

However, a second factor is that a national cen­

sus was completed in 1982 that showed a growth rate of only 

2.7~, as opposed to the 3.3~ growth rate found in the 1974 cen­

sus. Thus, the denominator in coverage rates (i.e., the number 

of children under age 1) was adjusted downward to reflect the 

revised population figures. This most certainly contributed to 

the "spurt" in coverage in 1982. This is important, since the 

MSP should rationally assess the cost-effectiveness of the 

strategy of "tases intensivas" and not just assume that it has 

produced a dramatic rise in coverage. 1983 rates muY reflect a 

more realistic coverage rate given current resources available. 

2. Incidence of Immuno-preventible Diseases 

Figures 4-9 show morbidity and mortality rates 

for the major immuno-prevcntible diseases from 1972 to 1982. 
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Measles, pertussis, and tetanus have shown little change over 

~en years. ·In fact, in 1983 the highest rate of measles ever 

was recorded, indicating a major outbreak. Diptheria has shown 

a downward trend until 1980, with a sharp rise since. Polio is 

an epidemic waiting to happen. Clearly even though immuniza­

tion rates have shown a steady rise over the past ten years, 

they have not yet reached the. level necessary to produce de­

creased morbidity. This is probably due to the drop-off in 

coverage between first and third doses, but I did receive some 

informal observations from field staff about measles occurring 

in previously immunized children. These r~ports came from ru­

ral health personnel, and may indicate a break-down in the cold 

chain. This may also explain some apparent resistance to im­

munizations, since families will obviously be reluctant to im­

munize their children when they have seen failures wilhin their 

community. This problem deserves further study. 

c. Problems/Constraints 

1. Community Education/Promotion of EPI 

With almost everyone I taked to, this is ci~ed as 

the number one problem and the major reason for drop-offs be­

tween ii.rst and thrid doses. Patien~s will often bring their 

ne\vbcrns in for an initial check-Up, but have not been ade­

quately motivated to return. Resistances to immunizations seem 

to be present, and mothers in particular cultural gl:OUpS are 

reluctant to bring children in again for another "shot that 

made their child sick when it was supposed to make them 

healthy". The connection between immunizations and long-term 

health has not been made. Nearly 3,000,000 Ecuadoreans spea~: 

Quichua, and e~uc~tional programs need to be developed in th~t 

language. Community level research needs to be done to identi ­

fy tne l:oots of "resistdnce," and programs desi9ned'~o amelio­

rate it. 

\lJV
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2. Vaccine Logistics/Cold Chain 

Mention has been made that some .. resistance" to 

immunizations may well be due to cold chain failur~s. The 

links between Centro de Salud and Sub-Centros/Puestos appear to 

be particularly weak. Several years ago, the MSP decided to 

eliminate kerosene refrigerators, so locations without elec­

tr ici ty must rely on weekly shipments in iced thermos. These 

are usually timed to coincide with market day, the day of 

greatest use, so vaccines will have their greatest potency. 

~owever, the cold chain and vaccine viability requires more in­

vestigation. 

A second related problem is with the availability 

of vaccines in the country. In 1983, the 1-1SP did not have 

enough vaccines to cover everybody due to a breakdown in the 

rotating fund of Pl-\HO. Apparently the bureaucratic procedures 
related to purchasing vaccines and use of foreign exchange de­

layed arrival of vaccines. Strategies need to be developed to 

increase vaccine availability. 

3. Extension of Coverage 

Frankly, it is not quite clear to this consultant 

where the major gaps in coverage are. Evidence suggests thut 

there is limi ted coverage beyond the immediate pueblo of the 

Sub-Centros. Puestos de Sulud appear very weak in the MSP 

structure, and there is no extension .at the communi ty level 

where no formal MSP services exist. However,. coverage with 

measles is only 30t. Since the country is 50% urban, then 

there must be obvious gaps in urban coverage. I was not able 

to pinpoint the source of these gaps, since the urban heal th 

centers visited seemed remarkably well-organized fo covering 

their immediate catchment area. Perhaps this small sub-sample 
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toes not represent the rest of the country. It is not clear if 

lore effective use of auxiliary personnel, more Puestos, and 

~rained community volunteers are needed, or if more emphasis 

;hould be placed in urban health centers. Identifying the gaps 

~n coverage will require some additional investigation. 

4• Management Support Systems
• 

As previously described, the relative youth of 

:he 1-1SP and' frequent organizational changes have delayed de­

7elopment of effective support systems. This is most notable 

In two areas: Supervision and Information/Evaluation. 

a. Supervision appears generally weak. Starting 

:rom the per iphery, although Health Centers supply Sub-Centers 

~nd Puestos with vaccines, they have no responsibility, nor the 

~esources, to do follow-up supervision activities. No national 
nodel or guidelines for supervision (in general) exist. Super­

lision f::-om the Provincial Office to Centros de Salud appear~ 

~ood, but each Province has developed their own system. Thi~ 

nakes it difficult for the Central Level to compare provinces 

;md identify problems. The Central Level is limi ted in staff, 

::>Ut lack of viaticos and vehicles seems to be a greater' re­

~tr iction to improved supervision at all levels. In shor~, 

supervision seems to be an empirical process without specific 

3uidelines, policies, activities, and resources. 

b. Informa t ion/E"valua tion' . 

This can be separated into two components: 

.\'Vf
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i. Management Information System 

This is generally weak wi thin the MSP, 

but some specific weaknesses apply to EPI. For example, in 

trying to identify the gaps in coverage, I asked for coverage 

rates by level of service. These are not, however, available 

at the Central level. Each Province keeps their own records. 
It will be difficult to make sound management decisions without 

more precise information. 

ii. Operations Research 

It would be helpful to identify the 

causes of "resistance" to immunizations; specific brealcdowns i.n 

cold chain; vaccine viabili ty; cost-effectiveness of al terna­
tive immunization strategies; etc. Each of these studies would 

provide valuable information for decision-making, but resources 
are quite limited in this regard. 

5. Training 

Training activities in EPI for MSP personnel have 
been well-developed in the past.· However, with const~nt 

turn--over of personnel, especially at the sub-center level, a 
process of continuing education is required. This is restrict­

ed by lack of funds for training mater ials and viaticos for 
participants. Limited training activities translate into lim­

ited motivation of personnel for EPI activities. 

D. Recommendations 

Wi th the infrastructure alrev.dy. in place in the ~1SP 

health servic~s, coverage rates could be signific~ntly improved 

in the next two to three years with appropriate strategies and 
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)me essential external support. These recommendations are de­

igned to achieve that purpose. 

1. Implement National Community Based Health Educa­

ion/promotion Campaign for EPI Activities 

This program can build on experience already 

ained in ·EPI promotion wi th UNICEF support, and the highly 

uccessful effort in promotion of oral rehydration should be 

xpanded to include EPI. The word community-based is used to 

.ifferentiate this from an ad campaign. Communi ty-based im­

llies initial research into such issues as the causes of II re­

~istance"i the types of messages must likely to be successfully 

lccepted by the target population; the appropriate use of lan­

luage, music, etc., and evaluation of the results. 

A successful methodology for this strategy has 

)een developed by the Academy for Educational Development for" 

jiar rheal control and EPI activities. \'Ji th assistance from 

~ID~~ Health Office, this strategy has been implemented in 

~cuador for ORT only. These efforts should be expanded, and 

the scope of work of the A. E. D. advisor, Dr. Reynaldo Pareja, 

should be amended to include EPI activities. This will require 

some negotiation between AID/Ecuador, A. E.D., and AID/W Health 

Office, since the cur rent agreement limi ts the amount of time 

Dr •. Pareja can spend in Ecuador (almost all of the original 

seven months of T.A. al~otted under this agreement has been ex­

pended. A minimum of six additional" person-months will be 

needed to get this effort underway). This appears to be the 

most cost-effective way to assist the development of this na­

tional health education activity. 

Activities in this campuign should include radio 

spots and programs in t\>,'o languages, pr inted educational mate­
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rials Ior distribution; training of provincia~ health personnel 

and community leaders; and community-based direct educational 

activities. This latter activity "lill require, in addition to 

training of personnel, vehicles, loud-speakers, and tape re­

cording equipment. There is some feeling that direct educa­

tional activities (e.g., vehicles with loud-speakers touring 

the community,. tape-recorded messages in waiting rooms of 

larger health facilities) will be more successful than radio 

spots in Sierra communities where radio penetration is limited 

and people respond to a more personal approach. Obviously, the 

direct approach is more expensive, so it should initially be 

implemented in those provinces where serious gaps in coverage 

have been identified (see recommendation No.3) • 

Funds for this campaign can come from a variety 

of sources', including the l>1SP itself, UNICBF, and AID Inte­

grated Rural Health project funds for replication activities 
(or other line item, if appropriate). If this recommendation 

is accepted in pr incipal and an ag reemcnt is reached \'.'1 th all 

parties concerned regarJing the use of Dr. Pareja, then he can 

assist the MSP to develop a work-plan and budget for this pro­

gram that can be shared among the participating agencies. 

2. Vaccine loqistics/cold chain improvements 

Efforts to improve the supply of vaccines and im­

prove cold chain performance should include the following: 

a. Analysis of the per ipheral cold chain belo\'l 

the Centro de Salud (i.e., Subcentro, Puestos, and Comunidad), 

identifying gaps, suggesting alternatives, and assistance with 

purchase of equipment. The issue of non-electric refrigerators 

(kerosene, gas, solar) shou~d be re-examined. 
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b. Vaccine viability, including some operations 

research activities with the recently developed time-ternpera­

~ure indicators to identify break-downs. 

c. Training of Maintenance technicians at both 

the Provincial and Health Center levels in maintenance of re­
Erigerators, including provision of tool kits. Initial train­

ing of Provincial personnel has been planned by PABO and bud­

3eted at $30,000, but has not been implemented due to lack of 

funds. This training should be expanded to include health cen­
ters, who should also play a stronger support role to the 

Sub-Centers. If other forms of refrigeration are adopted 
(e.g., kerosene, refrigerator), then training of health person­

nel i~ preventive maintenance will be needed. 

d. Increased production of biologicals by the 

Instituto Nacional de l~giene in Guayaquil, especially OPT and 
a lyophilized form of B.C.G. This will require an initi~l 

needs assessment and some investment in e9uipment and train­
ing. I understand fro~ conversations with PABO officials that 

the Insti tuto has purchased the equipment necessary to expand 

production but has been unable to install or operate it. This 

deserves further investigation. 

e. Technical Assistance 

Analysis of these alternatives and design of 
interventions will require the services of a specialist in cold 

chain and vaccine production, who will work with MSP staff and 

existing PAHO advisors. PRITECH can provide such a consultant. 

This is described more completely in Section VII, strategies. 

q

'1I
\ 
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3. Identify gaps in coverage 

This is an essential activity given current re­

source restrictions. With low rates of vaccine coverage, it is 

hard to argue against a rational strategy' of "fases intensi­

vasil. However, experience has shown that these are costly, and 

when national prioritiez are directed elsewhere (e.g., disaster . 
relief), they do not occur. If gaps in coverage have been 

identified, then focused "fases intensivas" can still continue 

in the areas identified, and coverage rates can continue to im­

prove. 

Given the current state of the information sys­

tem, this will require review of the records available only at 

the Provincial level, starting first with those Provinces who 

show the lowe~c coverage rates. The end result should be a 

lizt of specific priority geographic areas, and/or population 

groups, for intensive EPI activities. The previou£ two recom­

mendation for health education and cold chain improvements can 

also be focused in these areas. 

The recommendation can be implemented by current 

MSP/EPI staff with assistance from PABO. 

4. Management Support Systems 

a. Supervision 

A complete analysis of the HSP health struc­

ture \dll be necessary, inclUding a task ar.alysis of health 

personnel and review of job descriptions. Based on this, Cl 

model for supervision should be developed, identifying specific 

responsi bil i ties for superv 15ion by level of service and ca te­

gory of personnel. The model should also include norms, proce­
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dures, and guidelines for supervision, so that some standard­

ization between Provinces occurs. Training of personnel in 

modern concepts of supervision will be needed, as will bUdget­

ary supplementation for vehicles and viaticos. These can be 

phased by Provinces selected for expansion of AID integrated 

Iural health activities (see sections V and VII). 

PRITECH can'provide a consultant to assist in 

the design of supervision activities. 

b. Information/Operations Research 

A thorough review of the current information 

system for primary care and EPI activities is needed, and in­

forlllation selected for "flow and analysis" based on some of the 

priorities presented above. Needs for operations research 

should be identified and the resources required to implement 

them elaborated. The HSP does have a division for investiga­

tions that could play an important role in O.R. activities, but 

time did not permit a thorough evaluation of this unit or its 

capabilities. 

Although some work has been done in informa­

tion system development, more needs to be completed. PRI,TECH 

can provide an information systems/operations research special­

ist,to assist in this analysis. 

5. Traininq. 
'J.'echnical training in EPI activities seems to be 

well developed, although some adustments will need to be mnde 

after the previous analyses have been completed. Financial 

support for development of materials, payment of vi6ticos, and 

evaluation of results could be provided by AID ifl. the n0.xt 
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stage of expanded integrated rural health activities. The con­
sultants described above, plus PAHO advisors, can help develop 
a training budget. 
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IV. Diarrheal Disease Control (DOC) 

A. Background 

1. History 

As in other countr ies at a similar stage in de­
velopment,' the pr imary cause of mortality (Doth general and in­

fant) is diarrhea. In recognition of this situation, the MSP 
inaugurated in early 1979 its program for control of diarrheal 

diseases. Initially, the DDC program was part of the Division 
of Epidemiology. In 1982 it was re-assigned to the Directorate 
of Priority Programs, in the Division for Control of Frequent 

~orbidity. 

The original objectives are still valid toda~'. 

rJi thin the overall goal to reduce morbidi ty and mortality in 
:hildren under four years of age due to diarrhea, the following 

specific objectives were developed: 

Promote oral rehydration to prevent severe 

dehydration and/or death. 

Promote breast feed ing as a preventive meas­

ure for diarrhea. 

Establish a surveillance system for diarrheal 
::iiseases. 

Involve the community in the DOC vrogram. 

The basis of this program was,and remains, dis­

tribution of oral reh~'dration salts (ORS) through the health 

sys tem and commun i. ty lt~ader s. Hea 1th education and promotion 
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of ORT, as well as environmental sanitation and personal hy-· 

giene, is viewed as an integral part of this effort., and re­

ceived a substantial reinforcement with the arrival in August, 

1983, of an advisor from the Academy for Educational Develop­

ment, Dr. Reynaldo Pareja. Dr. pareja had previously worked in 

the successful national health education effort in DOC in Hon­

duras, and this experience has advanced the program consider­

ably in Ee.uador. 

The MSP program was implemented in stages, with 

five provinces added each year since 1979. By 1982, the pro­

gram was implemented in all provinces. Personnel at all levels 

were trained and supplied with ORS. Although initial problems 

with ORS supplies were encountered, this has now been .resolved. 

In addition, the program developed relationships \'/ith the Fa­

cultad de l-1edicina, so that training in DOC and ORS is now an 

integral part of the curr iculum for physicians and nurses. In 
a rather creative approach to DOC, the program also developC'C: 

relationships with the national literacy program, and to date 

has trained over 9,000 literacy educators in basic DDC/ORT, 25~ 

of which speak Quichua. Programs for training community lead­

ers began in 1982, with support from the AID Integrated Rural 

Health Project and the aforementioned A.E.D. project. 

Thus, a wide-ranging, multi-disciplinary, mul­

ti-level program for DOC has been implemented on a national 

basis over the past rive years. 

eiba-Geigy has recently announced plans to com­

mercially produce ORS in Ecuador using the same formula and 

packaging as the HSP. Conversations with officials at 

Ciba-Geigy indicate a desire to market this product through 

private phy~icians, pharmacies, and small stores that sell sim­

ple medication5. They are willing to use the same .promotional 
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strategies as the MSP via radio and printed material, but with­

out the community component. The ORS will sell for approxi­

mately S/. 25/packet, (US$27), considerably cheaper than other 

diarrheal medicines on the market and affordable by most Ecua­

doreans. Obviously, Ciba-Geigy feels they can make a pr.ofit at 

that price, or they would not try to develop the market. Ci­

ba-Geigy ,has also offered to hold national ORT seminars for 

physicians" and students and pay for radio promotion in urban 

areas. This initiative offers an exciting opportunity to de­

velop a truly national DOC program with both public and private 

sector' involvement, wi th a capacity for being self-sustaining 

in the future. 

2. Structure of the MSP Program 

As mentioned, the program for DDC is currently 

assigned to the Priority Programs Directorate, a clear policy 
statement of its importance to the t·1SP. Central staff consists 

of an'MD chief and a nurse in charge of establishing Oral Rehy­

dration Units (ORU's) in hospitals and Centros de 
, 

Salud. 

The functions of this central unit are similar to 

the counterparts in EPI: 

level. 

Establish 

Training 

norms and'procedures; 

and supervision at the provlncla~ 

programming activities and supplies for each 

year. 

, Evaluation. 

Coordination with other programs and agencies. 

At the provincial level, DDC activities are su·· 

pcrvised by a physiciun epidemiologist, as well as b¥ personnel 
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in the rural health division. They have the same functions, 
plus program implementation at sUb-provincial levels. 

The DR! project has created a new position - Area 
Chief - that is paid for by project funds. In the DR! areas 

where the AID project is functional the areas chiefs have taken 

a strong rple in DDC activities and provide direct supervision 
to sub-centers and community personnel, who are also supplied 

directly by the DR! office. This system has in some respects 

developed in parallel to MSP efforts, even though substantial 

efforts have been put int.o project coordLiation and organiza­
tional linkages. This is discussed more fully in Section v. 

3. External Assistance 

a. PABO 

i. Technical Assistance 

The technician assigned to EPI also 

shares some .!lctivi ties wi th DDe, as does the physician - epi­

demiologist. 

ii. Assistance procuring ORS. 

b. UNICEF 

Initially, UNICEF also provided ORS, but this 

has been taken over by the MSP. UNICEF currently provides 
$120,OOOjyear in two areas: 

Establishment of ORU's. 
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Training of personnel, including flip 

charts, posters, and plastic bags with printed instructions for 

distribution of the DRS. 

c. AID 

1. Integrated Rural Health Project (Mission 

funded) 

Significant advances have been made 
through this proJect by providing financial support for he3lth 

education/promotion activiti~s via radio and printed material 
and for training of community personnel in DRI areas. Both of 

these activities are well developed and have had substantial 
impact on acceptance and utilization of DRT. The Proje.ct has 
also procured some DRS packets. 

ii. Mass Media and Communication Project 

(AID/N funded) 

This project provides the technical 

services of Dr. Pareja in design, implementation, and evalua­

tion of the activities described above. 

B. Experience to Date 

These will be presented by the objectives outlined in 

the section on History. 

1. Promote oral rehydration to prevent severe dehy­

dration and/or death. 
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a. Training 

By now, all personnel at all levels of the 

health system have received training in the epidemiology of 

diarrhea, ORT, and education of the mother. The capacity no\'/ 

exists to continue re-training on a yearly basis in each Prov­

ince. Our ing the two days I ~'as in Cotopaxi province to at­

tend a training session for community leaders that was support­

ed by ORI funds, the Province held one day of training for all 

physicians (with exception of MO I S previously trained by DRI), 

and a second day f~r nurses and au~iliaries. The Province used 

their own funds and staff for this effort, and invited one of 

the best kno\'ln pediatr icians (an advocate of ORT) in the coun­

try to participate in the training. 

b. Supplies of ORS 

Ecuador currently has 2.5 million ORS packets 

in-country i 1.5 million are already in the system, and 1 mil­

lion are in reserve at the central level. This should cover 

all needs for one year. Apparently, the MSP bought these with 

their own funds. 

Field visits confirmed the presence of ORS at 

all levels. The provincial warehouses at Cotopaxi had 10,000 

packets well organized and stacked on shelves. Each health 

facility visited had ad~quate stocks of saJ's, also well main­

tained on shelves. Health personnel noted that they used the 

sal ts a g rea t deal a:1d had no problem obtaining re-suppl ies. 

In th DRI area, DRI health staff provided ORS directly to 

sub-centros and communi t:y personnel. 
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c. Oral Rehydration Units 

ORU's were originally developed as a concept 

:or larger hospitals, and many have now been established and 

ipparently are functioning. However, the MSP now considers 

:.his concept applicable to all health units, and has made spe­

:ific met~l plaques with the logo of the ORT program unit for 

)ermanent display. Radio spots reinforce this concept by tell­

Lng people they can get "suero oral n for diarrhea wherever the 

?laque exists. There plaques are now available only in DRI 

ireas, but will be expanded nationally. 

visits to health centers and sub-centers con­

Eirmed the existence of ORU' s. Every facili ty visited had a 

~mall area set aside where mothers could rehydrate infants un­

:ler supervision, complete with posters and other educational 

nater ials outlining the procedure in understandable terminolo­
JY. Only in one heal th center visited (Salcedo) was the ORU 

lon-functional due to lack of ORS, although all other elemer.ts 

f/ere available. 

d. Health Educationa(promotion 

As described before, each ORI area now ha~ an 

intensive health education campaign to promote ORT through 

radio spots, pr inted mater ial, and communi ty leader s. These 

efforts are impressive, .and" deserve assistance for expansion on 

a national basis. 

e. Impact of ORT 

Given thut personnel are trained, ORS are 

readily available, and each health 'Jnit now functions as an 

ORU, \.;hut hus been the impact? We really don't know,. since, as 
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described previously for EPI, the M.I.S. is not well developed. 

If anything, the number of diarrhea cases treated is rising, a 

good sign. In one Province visited, the number of children un­
der five years of age treated by oral rehydration in 1983 was 

1/2 the population in that age group. Not enough time has 

passed to measure changes in mortality. 

However, it is worthwhile rel~ting an in­

teresting vignette. In late 1983, PJl.HO/~'J DOC staff visited 

Ecuador with a video team to make a movie on Ecuador's program. 
As part of this, they wanted to film a severely dehydrated 

child (Grade III) being successfuly rehyrlrated by the mother. 

During two weeks, they visited all the major hospitals in four 

different prov inces and could not find a child \oli th anythi.ng 
greater than 3% dehydration. Although it is difficult to mal~e 

any association with program services, it is a positive sign. 

2. Promote Breast Feeding 

Some effo~t has been put into educational activi­
ties related to breast feeding, but no true organized national 

campaign exists for this. This is understandable, since the 
program descr ibed above has required enormous commitment, and 

resource allocation; however, promotion of breast feeding on a 

national basis will prob~bly require additional resources. 

3. Surveillance System for Diarrheal Disease 

In January, 1984 the NSP implemented a new infor­
mation system for treatment of diarrheal disease and included 

diarrheal diseases in the list of notifiable diseases. How­
ever, implementation has not been completed' in all health units 

in all provinces. 

l/
\1../ 
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4. Community Involvement 

In this consultant's oplnlon, this component of 

the program has been tremendously successful. Mention was pre­

viously made of the training of 9,000 communi ty-based li teracy 

educators. This required 1,590 courses, a phenomenal effort. 

In addition, training of c.ommuni ty leaders has occurred in DRI 

areas supp,orted by the AID integrated rural health project and 

the AEO advisor. This consultant attended a re-training ses­

sion of one of the or iginal groups and was favorably impressed 

at the retention of knowledge and the reported level of use of 

DRS by the participants. Some even reported that they had 

trained other s through 101other' s Clubs,' an unexpected mul tiply­

ing effect (institution building, even where no institutions 

exist). A reporter from a local radio station that specializes 

in community news showed up spontaneously, and conducted inter­

views with participants in Quichua, asking such questions as, 
",,,,hat does suero oral' mean fOr" the campesino". I must say II 

have never seen such spontaneous community interest in my 

career. 

Each community leader "",as given a plaque desig­

nating them as an ORU, and sufficient packets for three to six 

months. This effort shows ~very sign of being self-sustaining 

with appropriate supports from the MSP. 

c. Problems 

1. Management Support Systems 

The same problems identified in EPI apply here. 

However, DOC activities have an additional problem in DR! 

areas. Here, DRI saff provide direct supervision and DRS to 

sub-centros and community leaders, thus by-passing regular MSP 
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channels. This probably allowed ORT activities to get off to a 
quick start, but raises questions about long-term continuity. 

The first area chief left in December after only one year on 
the job. A new one was not appointed. to March, with a 2.5 

month hiatus in supervision/re-supply activities. The new 

chief is contracted for only three months, and it is not clear 

what will happen after that. 

Opera~ions research is an important activity that 

needs strengthening. It would be nice to investigate why no 

severely dehydrated children were found at the hospitals, since 

this could help focus DDC activi ties. Unfortunately, the re­
sources do not exist. 

2. Health Education/Promotion 

This is not a problem now. Quite the contrar~', 

it is going remarkably well. However, the AED advisor is con­
tracted for only a relatively short period of ·time (described 
in EPI section), and funds for radio spots and educational ma­

terials will eventually run out if not replaced. MSP funds are 

not sufficient for a national program. Therefore, other 

sources of funds and T.A. may need to be found to continue. this 
apparently successful effort. 

3. Resistance exists among medical staff, especially 

rural doctors. This should be reduced overtime with constant 
training and experience. 

D. Recommendations 

The DDC program appears to be doing very ....'ell on a 

national basis, and shows promise to be self-sustaining. None­

I 
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theless, some adjustments can be made to improve program per­

formance. 

1. Improve Supervision and Information/Evaluation 

Activities 

This is described in more detail in the EPI sec­

tion and "is equally applicable here. The suggested PRITECH 

Consultants in Supervision and Information/Operations Research 

should also investigate the DDC program and make specific rec­

.ommendations for it. 

A specific recommendation that can be implemented 

now is to integrate the trained community leaders into the MSP 

system. A simple way to do this would be to establish the 

Sub-Centro or puesto as the re-supply point (rather than DRI), 

and give only enough packets (e.g., 25/1eader) to l... st t\<.,o 

months. When the leader goes to the sub-centro for re-supply, 

and informal type of supervision will occur. This will also 

strengthen the referral. system. 

2. Health Education/Promotion 

These AID assisted activities should continue. 

AID should consider liberating funds from DRI projects and pro­

vide them directly to the MSP for national education efforts. 

The aforementioned comments on the use of the AEO advisor apply 

equally here. 

3. Training 

This apP~3rs to be going well, but some investi­

gation is needed into the causes and patterns of resistance by 

rural MOls, and specific training program~ de~i9ned to meet it. 
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4. Breast Feeding Promotion 

signed for 
evaluation, 

ing. 

This deserved further analysis, and a 

national coverge. PRITECH can provide 
if desired, and help develop a PIO for 

program de­

an initial 
AID/W fund­
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v. AID Integrated Rural Health Delivery System, project No. 

518-0015 

~. Background 

1. Goals and Objectives 

• The AID Integrated Rural Health Project was devel­
oped under the framework of the previously described Ecuadorean 

Plan for National Cevelopment that stresses integrated develop­

ment in rural areas. The project's overall goal is to improve 
the health of Ecuador's rural poor. The purpose of the Project 

is to develop a model for a low-cost rural health delivery sys­
tem that is being implemented in three integrated rural devel­

opment areas (DRIs) of the country-Jipijapa in the Pacific 
coast, and Salcedo and' Quimiag-Penipe in th~ Sierra. Together, 

all three DRI areas contain approximately 100,000 people. The 
model is based on developing area level (Sub-provincial) inte­

grated services that could then be replicated on a larger scale. 

The specific objectives of the Project are: 

Improve existing health services delivery. and 

provide new integrated services in high priority rural areas. 

Improve utilization of low cost primary health 

care services through p~omotion and increased demand. 

Rationalize health services by coordinating 

efforts of all health institutions within the geographic area. 

Extend rural water and sanitation services. 
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Incorporate nutrition concerns in programs. 

Decentralize decision-making and facilitate 

community participation. 

2. Activities 

Four major activity areas have occurred in the 

project. 

a. Cr.eation of the Area Chief 

This is a new management post, designed to 

provide technical and administrative coordination 'for health 

service in DRI areas. Although ~ssigned to work with DRI area 
staff, this new position is theoretically technically responsi­

ble to the Province Chief. The project has provided three 
months of training to candidates selected for the post, plus 
technical and material support for imp~oved man~gement systems. 

b. Expanded Primary Care 

The emphasis was to be placed on priority pro­

grams, suu~ as DDC, EPI, and goiter control, that increase com­

munity participation and utilize community personnel. Funds 

were provided for training both I1SP and comml' ity personnel .. 

inclUding educational ~aterials and health promotion (radio 
spots), supplies (ORS), equipment for health centers, and vehi­

cles were provided, and SUb-centers have been constructed. 

Technical assistance has been provided by the 
project for management support, and by the aforementioned SIT 

Health/AED project for Health Education and Promotion. 
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c. Water Supply and Sanitation projects, to ex­

tend coverage. 

d. Nutrition activities, including supplementary 
feeding programs and activities to increase the availability of 

basic foods. 

These last two activities are not covered in 
this analysis. 

3. project Implementation ArrangPoments 

Four major Ecuadorean institutions are involved in 

implementation of project activities: the National Health 
Council (NHC); Ministry of Public Health (MSP); Ecuadorean In­

stitute of Sanitary Works (lEOS); and the Secretariat for Inte­

grated Rural Health Development (SEDRI). Project activities 
designed to strengthen the cap~cities of each of these institu­
tions to support integrated rural health are managed by each 

institution. Funds for these activi ties include $2.5 million 
in loan and $475,000 in grant. 

Funding for all field activities, including proj­
ect implementation in the DR! areas, is channeled th~ough 

SHURI. These include almost $4 million in loan and $205,000 in 

grant funds. A contingency fund of $715,000 does not have any 
specified channel for i~plementation. 

The analysis that follows was requested in my 
scope of work, and is limited to DOC. and EPI activities, plus 
those management activities, or constraints, that support, or 

hinder, those' programs. As presented in Annex I, I visit.ed 

only t\o,'O DIU areus (Salcedo and Qllimiag-Penipe), so this analy­
sis is based on those visits, plus conversations wi~h MSP per­
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sonnel from the Provinces of Cotopaxi and Chimborazo and at the 

Centra~ level. 

B. Experience to Date 

1. DevelJpment of the Area Chief 

Posts were created, personnel assigned as Health 

Chief to each of the DRI areas, and three months of public 

health administration training was provided to the initial can­

didates., 

a. Salcedo. The first area chief left after one 

year of work, in December, 1983, to study in Israel. A hiatus 

of 2.5 months occur red before the appointment of a new chief, 

who has a contract for only three months and arrived the day of 

my visit to Salcedo (March 16). No other health personnel had 

been assigned to this DRI area. Therefore, no one at the Sal­

cedo DRI office was able to give me an accurate description of 

activities completed. However, review of records and conversa­

tions with personnel in Sub-Centers (see Annex I) give me the 

impression that the original Area Chief was quite dynamic and 

made repeated visits to the field to supervise Sub-Centers and 

hold community meetings. He seemed to focus in on two main'ac­

tivi ty areas: direct medlcal services and community organiza­

tion/health promotion. He resupplied both sub-centers and com­

munity personnel wi th o~S when needed. However, all these ac­

tivities stopped with his departure. 

Conversations with MSP personnel, both at the 

Provincial office and at the Centro de Salud Hospital in Salce­

do, indicate. confusion over the role of the Area Chief and a 

fair dcg ree of resentment. 'llhera appc:arcd to be limi ted joint 

planning and coordination, and both the Provincial "Chief and 
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director of the Health Center professed not to be aware of the 

Area Chief's activities, except as noted in periodic reports 

. sent to the Jefatura after the fact. Both expressed concern 

that the Area Chief was providing direct supervision to health 

centers without coordinating efforts with nursing staff at the 

health center and Provinical offices, who also have this re­

sponsibili ty. A major source of resentment arose from a mis­

understand"ing widely held that the Area Chief was paid almost 

50% more than the Provincial Chief, even though he was consid­

erably younger, less experienced, and was theoretically subor­

dinated to him. This set of factors plac~d considerable strain 

on the relationships between the two people, and they apparent­

ly did not work well together. Concerns were also expressed 

about the relatively short per iod of time the Area Chief spent 

on the job and the ability of the new chief to improve rela­

tionships and coordination. 

The Salcedo DR! office admitted that these 

problems existed~ but felt they were due' to personality differ­

ences and expressed hope that they could be resolved. 

b. Quirniag-penipe 

Quimiag-Penipe is now on its third Area Chief. 

The first left before receiving training. The second was dele­

gated from the Provincial Office, where he had been the head of 

Family Health. He rec~ived training in Cali, functioned for 

one year as Area Chief, then resigned to return to the Provin­

cial Office as Chief of MCH Services. He apparently left be­

cause as an MSP employee he received his usual salary and felt 

the extra work (field trips, communitJ' organization, etc.) was 

not worth the pay. A third physician was appointed in JanuQry, 

a young medical graduate doing his requi.red year of obligatory 
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social service, which he will finish in August. This will then 

require a fourth person. 

In contrast to Salcedo, this DRI Office had a 

complete staff, with the physician chief, a nurse, and a sani­
tary inspector. Their co~~itment and enthusiasm for their work 

was readily apparent. Frequent trips were made to the field by
. 

all, once 
~ 

again focusing on direct medical care and communi ty 
health promotion. They had trained five nursing auxiliaries in 
the past year; however, none of them had been offered posts, 

and .so were not functioning, with except~on of one auxiliary 

who apparently volu~teered as a distributor of O.R.S. The 
nurse indicated that she was trying to spend more time super­

vising auxiliaries and community personnel, but she had been 
there only three month~ and likewise was serving her year of 

social service. Therefore, she was just learning what the 
needs were and how to solve them. 

Since the previous "Area Chief had been (and 

once again is) a member of the Provincial staff with close ties 

to the Director, I saw none of the problems encountered in Sal­

cedo with resentment and coordination. However, a very inter­
esting dynamic developec: \oJhen both the present and previous 

Area Chiefs expressed the opinion that their boss was the head 

of the DRI office, an Agricultural Engineer. The project Co­

ordinator and Regionalization Advisor (who had accompanied us 

on this evaluation trip~ appeared irritated at this opinion and 

spent considerable time convincing the health staff that their 

"boss" was the Provincial Director, and they were supposed to 

"coordinate" efforts \'lith the DRI Chief, with whom they worked 

daily. 

In my opinion, this puts the Area Chief in an 

almost impossible position, und may be one of the '.il1tangible 
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factor s responsible for rapid turn-over. It points out the 

confusion that still exists (after two years of project imple­

'mentation) over the role of the Area Chief. This was also ap­

parent in Salcedo, even setting aside the issue of resentments. 

Does the Area Chief provide health services and promotion, or 

superv1s10n, management support, and overall guidance? Who su­

pervises ~he Area Chief - the DRI Chief or the Provisional Di­.. 
rector? In both Salacedo and Quimiag-Penipe, it appeared to 

this consultant that the Area Chiefs reported to the DRI Chief, 

a fact which may account for a focus on curative services and 

community organization. These seem to be activities that DRI 

itself stresses. 

2. Expansion of Primary Health Services 

One of the stated objectives of the Project is to 

expand low-cost, highly effective servi.ces, such as EPI and 
ORT. This analysis looks only at those, and does not address 

the number or type of consultations or referrals provided by 

the A"'~a Chief. 

a. !E.! 

To this observer, there did not appear to be 

any special emphasis on EPI activities. As part of equiping 

health s~b-centers, some refrigerators have been provided where 

electricity was availab~e. When staff went out to visit commu­

nities they often took vaccines along, but only visited about 

1/3 of the communities a second time, so coverage was limited. 

Support \~as provided to the "fase intensiva" in 1983, and one 

recently completed in February, 1984, but no special education 

or promotion campaign for BPI activities was readily apparent. 

This is reflected in the rates of cQverage for 

children less than one year of ag(~. i.... igure 10 sho\oo's the rates 
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for the Salcedo DRI area; a neighboring canton, Pujili, that is 

similar in its rural demography but with normal MSP services, 

.and the provincia as a whole for 1982 and 1983. Figure 11 

shows rates for Quimiag-Penipe (they are really \.wo separate 

Parroquias) compared to the Province of Chimborazo for 1983. 

Time did not permit analysis of another area in Chimborazo. 

These rates were taken from the basic monthly 

summary of immunizations recorded by each institution, and sev­

eral hours were required in each Province to develop them. 

They. were not prepared in advance, so there is no bias evident 

in them. 

The data show no clear difference between 

ei ther ORI area and the rest of the Provinces. This probably 

translates into no difference in morbidity rates for the six 

immuno-preventible diseases, although that data is not readily 

available, and it is really too early to expect any chang~s. 

This does, however, reflect the national pattern. 

b. D.D.C. 

In contrast to the EPI program, DOC activities 

have received considerable emphasis. All DRI health staff, 

plus Provincial staffs, and MO's at Sub-Centers in DRI areas, 

were trained in DOC activities and ORT in a Seminar in Riobamba 

held in September, 1983. 'l'raining of community leaders in OR'l' 

and promotion were conducted in both DRI areas vizited. I at­

tended an evaluation of community leaders six months after 

training, and their retention of knowledge was remarkable. 

Some of them had needed resupply from the DR! office, and were 

doing up to 6 - 10 ORT's!month. Considerable effort has been 

put into prol1lotion and education, as descr ibed previously. 

Since October, radio spots in each ORr area has st.rc::;sed OH'l' 
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FIGURE 10 

PROVINCE OF COTOPAXI 

COVERAGE OF CHILDREN 1 YEAR 

1982 

Salcedo 
pujil! 

Provincia 

BCG 

5·1 9% 

57.3% 

67.8 

DPT (3°) 

9.4~ 

16.0% 

10.2% 

Polio (3°) 

9.2% 
14.2% 

9.8% 

Sarampion 

20.4% 

17.4t 

16.2% 

Salcedo 
pujill 

Provincia 

BCG 

70.8¥. 

50.4% 

143.5~ 

1983 

DPT(30) 

12.2% 

12.8% 

22.3~ 

Polio (3°) 

12.5\5 

13.3~ 

22.4% 

Sarampion 

16~9% 

16.3% 

29~8\\ 

Population: Salced(' 

pUJi1! 

Provincia 

= 

= 
= 

45,606 

77,145 

279,622 

f',

"')
(ti)
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FIGURE 11 

PROVINCE OF CHIMBORAZO 

COVERAGE OF CHILDREN 1 YEAR 

1982 

1983 

Quimiag 
(1983) 

penipe 

(1983) 

BeG 

83% 

92% 

100% 

71% 

DPT (3°) 

25% 

30% 

14% 

23~ 

Polio (3°) 

30% 

31% 

17% 

23% 

.. Sarampi6n 

27% 

28% 

3% 

12% 
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and early treatment, and the community leaders, spontaneously, 

reported that the radio spots considerably reenforced their ef­

forts and elevated their stature in the community. 

Every Sub-Center visited had adequate stocks 

of ORS and educational materials, including the sign announcing 

the o. R. U., posters, and plastic envelopes with instructions 

for ORS distribution. 

As mentioned in the general discussion of DOC 

activities, there is a sense of momentum in this program with 

ever-expanding activities designed to increase the use of ORT. 

As aforementioned, these efforts 'have received considerable re­

inforcement from the AED advisor, who helped design both the 

promotional campaign and training of community leaders. More 

importantly, he has involved both Central and Provincial 1'1SP 

staff in these efforts, not just DR! staff. Both Cotopaxi and 
Chimborazo have now completed training programs for community 

leaders in other cantons of the provinces without DR! assist­

ance. However, limitation of funds have prevented expansion of 

the health education and promotion campaign. 

What has been the result of this effort? In 

1983, the Province of Chimborazo reported 12,380 children oral­

ly rehydrated. This is impressive, since census figures report 

a total of 56,043 children 0 - 4 years of age. Quimiag-Penipe 

reported 366 children rehydrated in 1983, or 3% of tbe total. 

Since Quimiag.-Penipe contains 4.3% of the population of chil­

dren in this age group in the Province, no increased effect of 

the DR! project on the number of children rehydrated can be 

demonstrated. In all fairness, the intensive activities de­

scribed nbovc huve beg~n only in the last half of 1983, and it 

may be too (~arly to sho,... an effect. Better results should be 

anticipated for 1984, if the problems with the Area Chief Gnn 

be solvQd. 
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c. Community Organization 

Since the EPI and DOC programs are most effec­

tive if community-based, ,it is worthwhile examining Project ef­

forts in this regard. I am frankly most impressed wi th them, 

and they may be the most concrete result of integrated rural 

development. 

The DRI strategy for communi ty development is 

based on three stages. 

Stage I activi ties involve ~eveloping an or­

ganization within each cOJIlinunity with members responsible for 

each specific component, i.e., health, agriculture, education, 
etc. DRI staff provide support and training to improve the ca­

pacities of this organization, plus funds and supplies for com­
munity - initiated activities once the organization is func­
tional. As stated previously, 'after medical consultations this 

is problably the largest activity for the Area Chief. 

Stage II activities involve creating a federa­

tion of community organizations within each parroquia. 

Stage III involves creating a canton-wide co­

operative of community organizations. 

Stage II organizations now exist within some 

Parroquias. DRI hopes to reach Stagc III by the end of Project 

in late 1985. DRI staff feel that once Stage III organizations 

are functional, community-based activities will be able to con­
tinue on their own, supported by the larger cooperatives. 

\'lllile my heart would like to agree with this .concept, experi­

ence suggests community organizations involved in servi.ce-ori­
ant.cd activi ties (such as heal th), as opposed to produc t.-or i­
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ented activities (such as agriculture or handcrafts, where the 

product can be sold outside the organizational area), will re­

'quire continual support, supervJ.sJ.on, and supplies. This can 

only be provided over the long-term by the M$P. 

Within each stage of organization people are 

responsible f::>r health. They usually become the people select-, 

ed for specific training. Various types of training does oc­

cur: the aforementioned training in ORT; training as a promot­

er, ''lho receives a small stipend; or training in managing a 

"Botiquln Comunal". The first type of training is going well. 

The last two have run into some difficulties, usually with 

lines of authority. Physicians have not readily accepted pro­

moter s, nor do promoters appear to function well wi thout clde­

quate supervision. In Quimiag-Penipe none of the programmed 

"rlotiquines Comunales ll \o;ere implemented because the Area Chief 

did not feel the strategy was well developed as to· how they 
should be managed, and he did not want to waste the resources. 

However, even given these constraints, the 

process of community organization to support health sevices is 

impressive and would not exist in its present form without sup­

port from this project. It is this type of communi ty struc­

ture, combined with private initiatives and l1SP efforts, that 

allows rr,e to feel enthusiastic about Ecuador's prospects for 

natlonal coverage of both EPI and DDC. 

c. Problems 

Most of the problems are self-evident from the pre­

vious discussion. 
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1. Araa Chief 

The Area Chief is the lynchpin around which all 

project activities resolve, yet a series of problems have de­

veloped: 

a. Frequent turnover wastes fnvestments in train­

ing. 

b. Relative youth of chiefs, plus' turn-over, re­

sults in inexperience and limited productivity. 

c. L«ck of definition of role (i.e., direct 

health services vs. supervision/management) produces confusion. 

d. lack of clear lines of authority likewise 

creates confusion. 

e. Resentments towards Area Chief for collateral 

issues (e.g., salary) hampers coordination and cooperation with 

MSP staff. 

2. Duplication of Effort 

The project design and MSP dir.ectives stipulate 

that all DRI health activities are f>lSP activities and super­

vised by them. However, this consultant has observed several 

activities that appear to be duplication of efforts. 

a. Supervision 

Health Centers provide vaccines and supplies 

to Sub-Centros, yet DR! 5taff provi.de direct supervision to 

Sub-Centros iJnd communities. \~ould it not be better to 
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strengthen the capacity of health centers to supervise sub-cen­

tros (since they provide supplies), and sub-centros to communi­

. ties, rather than create a parallel system? Should not the 

Area Chief, if there is to be one, work out of the Health Cen­

ter rather than be independent? Should not the rural Health 
project strengthen the existing supprvision structure to insure 

long-term continuity? 

b. Training 

The Project provided ORT training to all phy­

sicians working in the DRI areas visited. The Provinces subse­

quently trained the rest of their staff but without participa­

tion of the previously trained ORI staff. Would it ~ot be more 
efficient and effective to do all the training on a Prov­

.tnce-wide basis, thus .reenforcing patterns of referral, and the 

chain of supervision and administrative authority? 

c. Two Bosses 

As discussed before, a horse with two riders 

does not perform well. There is evidence to suggest that even 
though Area Chiefs are supposed to be under the supervision of 

the Provincial Chief, the types of activities they complete 

seem to respond to DRI initiatives. 

3. EPI Ac t i v i tie s are weak , especially in education, 

promotion, and extension of coverage. The project needs to fo­

cus attention in these areas. 

4. Limited Coverage 

Given the amount of resources invested in this 

project, the coverage in the three areas combined is only 
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100, 000 peo~le. Given the analysis presented above, it would 

be appropriate to rethink ProJect strategy and reprogram the 

~resources to achieve a much greater coverage in terms of popu­

lation. The unexpended resources, wisely used, should catalyze 

a dynamic process of expanded health interventions that could 

significantly reduce morbidity and mortality in the next five 

years in Ecuador. This is discussed more fUlly in Section VII. 

D. Summary 

It appears to this observer that whatever gains have 

been made in priority primary health activities (EPI and DOC) 

through the Integrated Rural Health Project, could hav~· been 

made just as easily by working directly wi thin the MSP struc.:­

ture. 

In fact, evidence suggests the t for : 'I and or al rehy­

dration activities, the Provinces of Cot'opaxi and Chimborazo 

have achieved similar succe~s in Cantons outzide DRI areas, but 

without the additional resources. This raises questions about 

the cost-effectiveness of the DRI project and the channeling of 

AID implementation funds in health through SEDRI. 

One are~ of major project achievement is in commu'ni ty 

organization. 1t does not appear that the MSP structure is 

sufficiently developed to achieve much in this area. There­

fore, this is one activity that deserves continued support 

through SEDRI. 
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VI. Other Agencies 

A. CARE-
1. Contact 

Mr. Brian Cavanagh, Director 
• 

2. Activities 

CARE is currently phasing out -of supplement~ry 

feeding programs and i~; focusing more on development of rural 

water supplies. They work in communities 300-500 population, 

usually in conjunction with Provincial Development Councils. 
In each site, they assist in developing community organizetions 

for assistance with installation and maintenance. Each year 35 

new sites are implemented. CARE has a staff of t\al0 interna­
tional advisors and twelve nationals. 

3. Potential for CRT/EPI Involvement 

The director expressed interest in having his 

staff participate in training s(~ssions. They, in turn, could 

train others on the Provincial Councils and community leaders. 

Although their overall coverage is not very large, over time a 

la·rge number of small communities could be incorporated into 

the program. 

B. Peace Corps 

1. Contact 

Dr. Miguel Artola, Health Officer. 
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2. Activities 

The Peace Corps currently has 250 volunteers in 

Ecuador, of which 32 are assigned to the MSP. These health 

PCV's work pr incipally in Sub-Centros de Salud in seven Prov­

inces and barrios marginales of Quito and Guayaquil. ~'orty 

percent of.. activities are spenty within the Sub-Centros de Sa­

lud and sixty percent outside. Priority activities are in the 

areas of community organization, health education, and frequent 

morbidi ty. Wi thin these large areas, the PCV usually picks 

more specific projects appropriate to their locale. Thus, a 

wide range of activities occurs with variation between sites. 

3. Potential Involvement in ORT/EPI activities 

Dr. Artola appeared enthusiustic about assisting 

health PCV's to focus in on specific priority programs to re­
duce mortality. In addition, he feels it would be possible to 

identify other PCV's (who are not necessarily directly involved 

in the health sector) to receive training to serve as ORT/EPI 

promoters at che Area Level. Training of personnel, education­

al materials, and supplies will be necessary for this strategy 

to function well. 

C. MAP Internntional 

1.	 Contact 

Mr. William Senn, Director
 

Dr Ren~ Manang6n, Chief of Health.
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2. Activities 

MAP International started thirty years ago to 

distribute donated medicines and equipment. They still do 

this, but ten years ago, they started a program for interna­

tional development with a health component. MAP works with 

church organizations, both missionary and indigenous. Their 

major effort is directed at thirteen Christian-Indian organiza­

tions developed on a province-wide basis. Each provincial or­

ganization belongs to a national federation. 

Each Province tends to develop its program ac­

cording to need, working with local community groups. In Chim­

borazo, as an example, 11AP has assisted these organizations to 

implement a series of programs. Starting with increased agri­

cultural production, the Provincial organization then developed 

a savings and loan association for credit and an agricultural 
store. Using the communi ty organizations developed in these 

programs, communi ty personnel were then trained as water tech­

nicians and solid-waste disposal technicians to assist villages 

with potable water and latrines. Currently, an intensive ef­

fort is underway to develop women' s leader ship training to fo­

cus on MCH issues and nutrition. 

In Chimborazo there are currently 180 co~nunities 

active in the program representing 10,000 fmailies. In addi­

tion, each Christian-In~ian organization has its own radio sta­

tion with health programs. 

MAP has a staff of six, including a physician and 

nutritionist. They are able to obtain additional staff for 

special projects through their network of' contacts with mis­

s~onary groups. They stress self-reliance of local groups i:1nd 



- 73 •.
 

basically train community train~rs. For this reason they pro­
mote suero casero, so isolated villages do not have to depend 

'on unreliable logistics systems. If adequate and consistent 

supplies of ORS would be available, they would integrate into 

the national program. No programs exist for EPI activities, 
but they would like to start them. 

3. Potential Involvement in ORT!EPI Activities 

With its extensive network of grassroots communi­
ty organizations and contacts with other campesino-oriented 

groups, MAP Internatio;nal offers an opportunity to expand the 
community base of thesJ programs. Like the other agencies, MAP 

would require funds for training, materials, and supplies. 

D.	 Seguro Social Carnpesino 

1.	 Contacts 

Dr. Galo Cordero, Director
 

Dr. C~sar C6rdova, Chie~ of Family Health.
 

2.	 Activities 

Seguro Social Campesino is financed by a cuota of 

1% . of the payrnenst by the ur ban insured, and notably payments 

by each campesino fami~y of 1% of the minimum salary. These 

latter payments are oEten irregular. SSC currently covers 

250,000 campesinos through u network of 239 Dispensaries. By 
December, 1984, they plan to have 375 Dispen:;aries covering 
400,000 campcsinos. Each Dispensary has ~t least one full-time 

nursing au>~iliary, plus an itinerant doctor. Depending on de­

mand, the doctor may work one day a week or full-time. 

\ \d\ 
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SSC services are mostly curative, although they 

do offer MCR services, immunizations, and supplementary feed­

'ing. They use MSP guidelines for thesl~ programs, but the lack 

of vaccines in the country has seriously hampered this program. 

They would be willing to vaccinate anybody, even children of 

uninsured families, if they had enough vaccines. They have no 

health promotion campaign, and would be willing to wor k wi th. 
the 1-1SP in this regard. SSC also has weaknesses in their pe­

ripheral cold chain, supervlslon, and operations research. 

Thus, the previously proposed consultants from PRITECH can ana­

lyze sse problems as well. 

One interesting problem is that the Director of 

Family Health is strongly opposed to ORS, feeling that the mix­

ture becomes contaminated and adds to the disease load of the 

child. In the di.spensar ies they use venoclysis, and recommend 

rice water or similar mixtures for use in the home. 

3. Potential for .Participation

with their extensive network of dispensaries the 

coverage of rural populations wi th EPI activi ties is possible 

(although a number of dispensaries are located in communi'ties 

with Sub-Centros). Since the current national effort in DDC is 

based on ORS, it does not appear the sse would. be willi ng to 

participate in this program at this time. However, ways could 

be found to integrate their concepts of home rehydration into 

the national program. The needs of SSC 'for ~xpanded EPI acti ­

vities must await further analysis. 

E. Catholic Reli~f Services 

1. Contact 

Mr. Vernon Picklin, Director. 
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2. Activities 

eRS is heavily involved in distr ibution of food 

supplementation and participates in over 400 Mother's Clubs 
around the country. Time did not permit personal investigation 
before this report went to press. 

F. Ciba-Ge i91' 

1•. Contact 

Dr. Jose Torres, Medical Advisor. 

2. Activities 

eiba's plans to market ORS have been described in 
detail previously. They currently have sold 500,000 packets in 
the country. Their major efforts in education are directed at 

reducipg resistance in physicia~s. As an interesting side­

light, Dr. Torres used to be the chief of the pharmacology com­

mittee of the MSP, and is very interested in the production of 
basic drugs in the country. This is worth investigating fur­

ther. 

3. Potential for participation 

Ciba seem~ to be covering the private sector very 

effectively. The major assistance PRITECH could provide would 
be technical experts for national seminars. 
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VII. Strategies 

A. AID Rural Integrated Health project 

1. Expansion 

Where do we go from here? Experience and the re­
• 

sults of this analysis, suggest that expansion of project ac­

tivities to Provinces is a natural progression. The three 

Provinces of Cotopaxi, Chimborazo, and Manabi contain 25% of 

Ecuador's propulation, and re-enforcing MSP provincial activi­

ties, focusing in on EPI and DOC programs, could produce sig­

nificant changes in morbidi ty and mortali ty patterns in the 

next few years in a good portion of the population. As the 

economic c1 ima te improves, the MSP may we 11 be able to expand 

into other provinces wi th their own resource, thus aChieving 

more national coverage. 

Given this type of expansion, the concept of a 

separate Area Chief does not seem viable, un~.ess the HSP is 

willing to create the posts and fund them wi th their own re­

sources. A more viable strategy would be to strengthen the 

Health Centers to turn the Directors into functional Area 

Chiefs. This could be done by in-country public health manage­

ment training; the addition of more cost-effective personnel, 

such as a nurse, administrator, and sanitary inspector; and ve­

hicles and vi'ticos for supervision. with the exception of the 

personnel, the other components could be supported by AID. 

2. Suggested Project Activities 

Given the analysis presented in their previous 

six sections, activities in the folloyllng area \·/ould consider·· 
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ably strengthen national-level efforts in EPI and DDC~ The 

exact budget for each activity must await further analysis. 

a. Health Education and Promotion 

The successful experience in DRI project 

areas should be expanded to both include EPI activities and the 
wider geographic area of the Provinces. 

The Project could fund radio spots, educa­

tional m(~terials, and training and evaluation of both MSP and 
community personnel on a Province-by-province basis. Continued 

technical assistance from the AEO advisor, Dr. pareja, would be 

an important adjunct to this process, and would considerably 
accelarate implementation and, thus, overall project success. 

The Mission should in1 tia te neg9tiations \011 th SIT Health and 

the A.E.D. in regards to the availability of Dr. Pareja. 

b. Supervision 

Supervision needs considerable stengthening 

for both EPI and DOC activities. PRITECH can provide so~e 

technical assistance in analysis and design of the system. The 

project can provide training in supervision; materials, suc~ as 

manuals, guides, a~d check lists I vehicles, e.g., one for each 

Health Center in Project Provinces; and funds for perdiems and 
gasoline for supervision •. 

c. Information/Evaluation 

i. M.I.S. 

Although good basic informution e>:ists, 

and the M.t.S. has just gone through a recent re-design, attcn­
• 
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tion needs to be paid to the collection, formating, flow, and 

use of this information. PRITECH can provide a technical anal­

ysis. The project could provide some m:i c.ro-computers in key 

areas, such as the Divisions of Planning and Epidemiology, and 

the projE!ct provincial Offices. Micro-computerizing has ad­

vanced so rapidly that for $5,000 one can bUy the automated 

processins~ capacity that would have cost $100,000 three years 

ago. Automated processing is essential if the MSP system is to 

provide timely and useful information. Funds could also be 

used for i:raining, not only in the technical aspects of han­

dling micro-computers, but in the use of the information pro­

duced in decision-making. Observational trips are often useful 

in this regard. 

ii. Operations Research 

The current capacity to do special 
studies in a short period of time oriented towards identifying 
and solving bottlenecks that prevent effective program imple­

mentation is limited. Analysis is needed to identify needs for 

this activity. The Project could fund field teams1 data annl­

ysis or a mini-computer; training of per.sonnel; and semina:: sl 
symposiums for presentation of results. 

d. Vaccine Logistics/Cold Chain 

It is. unclear exactly what is needed unt i 1 

the recommended analysis is complete, but the project could 
contemplate buying non-electric refrigerators or cold boxes; 

thermometers; time-temperature indicators; tools for refrigera­

tor mn intenance; and, if needed, special vehicles for vacc i.nc 
transportation. Training of Provincial and Health Center main­

tenance personnel in refrigerator repair, and all health system 

personnel in preventive maintenance would significantly improve 
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cold chain function. It may be necessary to send several cen­

tral maintenance personnel for advanced trai'ning in refrigera­

tion for maintanance of cold rooms and large freezers. Stand-by 

generators at the Provincial level may be important. 

Investment in the increased production of 

vaccines (l~ophilized BCG and OPT) by the Instituto Nacional de 

Higiene in Guayaquil may be cost-effective, and deserves analy­

sis. 

3. Sources of Funding 

The project currently has $715,000 in unpro­

grammed contingency funds, plus whatever unexpended loan fundG 

remain that could be reprogrammed for this effort. This con­

sultant sees no advantage in channeling these funds through 

SEDRI,· and recommends they be channeled directly to the MSP for 
use in Project Provinces. 

PRITECH has a limi ted amount of funds available 

for specific activities designed to "bridge the gap" until the 

Pro Ag is amended or a new project developed. Use of these 

funds, of course, depends on the next stage of analysis. Ecua­

dor could also be selected as one of the six final countr ies 

selected for intensive assistance. This I strongly support. 

B. PRI'fECH 

On the basis of this analysis, I believe that Ecuador 

has one of the best chances I have ever seen to implement na­

tional EPI and DOC programs, provided the country gets sorae 

critical support. This is not just rhetoric. 'llhe political 

nnd policy-lev0l cOj~lmitmcnt existsl the physical infra-struc­

ture is in excellent conditionJ staff is in placeJ'osuccessfl1l 
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and somewhat unique experiences have been obtained, especially 

in DOC, private sector initiatives through Ciba-Geigy and the 

-.Seguro Social Campesino show promise of achieving coverage 

through alternative systems, and the human resources I have met 
appear enthusiastic, capable, and coromi t ted. For these rea­

sons, I recommend that PRITECH proceed with the next stage of 

analysis, and that Ecuador be given careful consideration as 

one of the final six countr ies selected for intensive assist­

ance. 

PRITECH should provide consultants in the following 

areas (oriented towards improved EPI and DDC programs): 

1. Supen..·ision 

a. Scope of Work 

Work with counterparts within the MSP and 

other agencies to: 

i. Review current supervision patterns. 

ii. Assist in design of a task analysis of 

key .personnel. 

iii. Review and suggest changes in job de­
scriptions of key personnel to improve supervision. 

iv. Suggest a basic model for supervision 
with guidelines for improved, supportive supervision; specific 

responsibilities and activities, check lists or supervision 
forms; and provide samples. 
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v. Identify needs for improved supervision 

in project Provinces, including but not limited to: 

Training. 
Supplies. 

Vehicles. 

Per diems. 

Gasoline. 

Further technical assistance. 

vi. Develop work plan fer implementation: 

vii. Coordinate activities in CIMDER, host 

country contractor in management. 

Work with AID/Ecuador health staff to: 

Design project amendments. 
Develop budget. 

Submission of PIO to PRITECH for com­
plementary support. 

b. Length of Time 

Eight to ten weeks in divided visits. 

c. Reguirements 

i. Minimum master's leo"el in management or 
social sciences or MD-MPH with experience in pUblic health ad­

ministration. 

iie Exper ience in design and implementut.ion 
of primary health sup~rvision systems in LDC's. 
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iii.	 FSI-3 in Spanish. 

2.	 Information/Evaluation 

a.	 Scope of Work 

Work with appropriate counterparts to: 

i. Identify specific indicators for EPI and 

DDC program performance important for management decision-mak­

ing. 

ii. Review current primary health management 
information systems with regard to EPI/ODC activities. 

iii. Assess appropriateness of curren~ MIS 

for producing indicators and suggest improvements (if needed) • 

iv.	 Identify needs -for improved information 

processing	 with the possibility of micro-computers in key areas 

(provinces/Cent~al Level). 

v. Identify training needs for MIS and al ­

ternative processing. 

vi Identify needs for operations research 

or special studies in EPI/DDC programs. 

vii. Identify resources needed to implement 

O.R" projects. 

viii. Develop work plun for both MIS and 0 R. 

cctivities. 
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ix. Coordinate activities with CIMDER, 

host-country contractor in management systems. 

Work	 with AID/Ecuador hea~th staff to: 

i. Design project amendments. 

iio Develop budgets. 

iii.	 Prepare PID for sUbmission to PRITECH. 

b.	 Length of Time 

Four to six weeks. 

c.	 Reguirements 

i. Minimum master's, preferably doctorate 

in management, pUblic health or social sciences, with emphasis 

in evaluation. MD-MPH with appropriate experience acceptable. 

ii. Experience in LDe's in design and imple­

mentDtion of information and evaluation systems, with particu­

lar emphasis on EPI/DDC activities. 

iii.	 FSI-3 in Spanish. 

3.	 Vaccine Logistics/Cold Chain 

a.	 Scope of Work 

Work with counterpart to: 
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i. Review cold chain, especially from 

Health Center to Sub-Centro, puesto and community. 

ii. Identify potential failures, and suggest 

alternatives for: 

Equipment (non-electric refrigerator, 

cold boxes, thermos, etc.). 

Strategies for vaccine delivery. 

Temperature indicators. 

iii. Identify needs for operations research 

in cold chain and vaccine viability or effectiveness. 

iv. Identify needs of Instituto Nacional de 
Big iene in Guayaquil for incre"ased production of DPT, TT, and 

lyophilized BeG. 

v. Analyze strategies for vaccine procure­
ment and suggest alternatives (if needed). 

vi. Recommendations for improved cold-chain 
maintenance, including: 

Personnel by level.
 

Training.
 

Tools and equipment.
 

b. Length of Time 

Four to six weeks. 
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c. Requirements 

i. Minimum master's in management or public 

health, or MD-MPH, with appropriate experience in cold chain/ 

vaccine logistics. 

ii. Experience in EPI's in LDC's with empha­

sis on cola chain devalopment. 

iii. FSI-3 in Spanish. 

Note: after initial assessment of lnsti tuto 

Nacional de Higiene, a second consultant with specific training 

and exper ience in vaccine production may be needad. ~'his de­
pends on what level of assessment has already been completed by 

the Instituto. 

4. Financial Analyst 

This consultant is suggested if the MSP and AID 

together decide that a cost-effectiveness analysis of various 

health programs would be useful to help resolve issues in im­

plementation of policy. 

a. Scope of Work 

Work with appropriate MSP counterparts to: 

i. Complete a cost-effectiveness analysis 

of investment~ in expanded EPI/DDC efforts compared to invest­

ments in other programs. 

ii. Within DDC/EPI programs, assess cost-ef­

fectiveness of var ious alter:native strategies for implementa­

tion. 
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iii. Do financial projections of recurring 

costs of completed construction of planned Centro de Salud Hos­

·.pitales. 

iv. Discuss results with policy-level per­

sonnel within MSP and identify methods of dissemination of re­

sults for improved decision-making. 

b. Length of Time 

Four to six weeks; additional time may be 

needed. 

c. Requirements 

i. Minimum master's, preferably doctorate, 

in management, economics, or other social science with emphasis 
in financial analysis. 

1i. Experience in cost-effective analysis in 

LDC's. 

iii. Fsr-3 in Spanish. 

6. Promotion of Breast Feeding 

a. Scope of Work 

1. Analyze exisiting information about 

breast-feeding patterns in urban and rural areas1 

ii. Identify institutional responses to 

problems in breast feeding. 
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iii. Suggest· alternatives to Ecuadorean agen­

cies and AID/Ecuador for development of national program for 

'promotion of breast feeding. 

iv. Assist in development of project amend­

ments, proposals, budget, and PID as needed. 

b. Length of Time 

Four weeks. 

c. Requirements 

i. Minimum master' s in public health, nu­

tritio~, nursing, or social sciences. 

ii. Experience in national level breast 
feeding promotion in LDC's. 

iii. rSI-3 in Spanish. 

7. General 

All consultants need to touch ba.se with the othe r 

agencies identified in this report to identify their. needs for 

expanded EPI/DDC activities. This includes lESS, the Pea~e 

Corps, MAP lnternationa.l, and eRSt They can then assist the 

Mission develop strategies and projects to re-enforce theze 

agencies. 

In addition, Mission requests a separate training 

report with truining needs prioritized by component. 
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iii. Suggest alternatives to Ecuadorean agen­

cies and AID/Ecuador for development of national program for 

promotion of breast feeding. 
" 

iv. Assist in development of project amend­

·rnents, proposals, bUdget, and PlD as needed. 

b. Length of Time 

Four weeks. 

c. Requirements 

1. Minimum master's in public health, nu­

trition, nursing, or social sciences. 

i1. Experience in national level br.east 
feeding pronlotion in LDe IS. 

iii. rSI-3 in Spanish. 

7. General 

All consultunts need to touch base with the other 

agencies identified in this report to identify their needs for 

expanded EPl/DDC activities. This includes lESS, the Peace 

Corps, MAP International, and CRS. They can then assist the 

Mission develop strategies and projects to re-enforce these 

agencies. 

In addition, Mission requests a separate training 

report with trainjng needs prioritized by c6mponent. 
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The consultants identified above are placed in 
order of priority; in case resources are not sufficient for all 

·.of them. Dr. Pareja of AID should also participate wi th the 

survey team, since the major support the other agencies will 

need are in the area of health education and promotion. He can 
assist them to identify their needs and develop budgets. Be­

cause of his knowledge of these agencies and field conditions,. 
probably two weeks of his time will be sufficient. 

Addendum: Time did not permit inclusion of my analysis 
..of CRS, but they seem the most promising of - the PVO' s. Not 

only are they in contact with 400 Mother's Clubs, CRS officials 
feel that the Cardinal, who strongly supports t-lCH programs, 

~lould encourage participation of the 2, 000 parochial organi za­
tions in the country. CRS would need some staff support to do 

this, and is very enthusiastic about this program. 
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I. INTRODUCCION 

A. Objetivos y Estrategias del Proyecto 

- La provision en areas rurales de alta pr ior idad de 

nuevos servicios de salud integral y el mejoramiento de los 

servicios existentes mediante la provision de recursos adicio­

nales. 

- La promocion e incremento de la demanda para la me­

jor utilizacion de servicios primarios de salud. 

- La coordinacion de esfuerzos con otras instituciones 

de servicios de salud, dentro de areas geograficas especificas, 

a fin de racionalizar la entrega de servicios. 

- La provision de agua potable y servicios sanitarios 

basicos a traves de tecnologias apropiadas y de bajo costo. 

- La incorporacion e incremento de aspectos nutricio­

nales dentro del dise~o y ejecucion de programas de salud. 

- La descentralizacion de la gestion administrativa y 

del ptoceso de toma de decisiones en relacion a los programas 

de salud; y, la promocion de la participacion comunitaria en 

dicho proceso y en la implementacion misma de las actividades 

(Modelo de Regionalizacion). 
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B. Antecendentes 

Para cumplir con una de las prioridades del Plan Na­

cional de Desarrollo 1980-1984, se creo la Secretaria de Desa­

rrollo Rural Integral (SEDRI), como dependencia de la Presiden­

cia de la Reoublica, mediante Decreto Ejecutivo No. 637 publi­

cado en el Registro Oficial No. 305 del 29 de octubre de 1980, 

asignandole funciones de programar, organizar y cooI'dinar la 

formulae ion' de los proyectos de Desarrollo Rural Integral; a 

su vez, a las "Unidades Ejecutoras" conformadas por funciona­

rios de los organismos publicos y privados se les responsabili­

za por la ejecucion de los Proyectos. 

CO~ esta finalidad, el CONADE que segun el Decreto ci­

tado tiene funciones de formular el "Programa Nacional de Desa­

rrollo Rural Integral" y la SEDRI, seleccionaron 17 Proyectos 

DRI distr ibuidos en todo cl terr i tor io Nac ional. De estos 17 

proyectos, la SEDRI escog~ tres: Jipijapa, Salcedo y Quimiag­
• 

Penipe, en los que se dara enfasis a un componente de salud, 

con financiamiento externo por parte de la A.I.D. 

Hay que anotar que p.n la seleccion de estas ar~as no 

intervino el MSP. Los paranletros de selecci6n que inspiraron 

el decreta ya referido, es decir 1a marginalidad y ~1 apoyo a1 
, .campesinado de menores recursos, no fueron los unlCOS que 
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sirvieron para la eleccion de las areas, pues hubieron muchos 

f.,.ctores circunstanciales que obligaron a escoger estas areas 

espccificas~ 

Cumpliendo con esta disposicion legal, el MSP estable­

cio en coordinacion con la SEDRI el componente de salud que de­

bia ser desarrollado en las area seleccionadas para apoyar al 

Programa DRI. Con esta flnalidad solicito y obtuvo de la 

A. I. D. la financiacion parcial y el apoyo tecnico necesar io 

para llevar adelante este Proyecto. 

La colaboracion del Gobierno de lo~ Estadcs Unidos de 

America, a traves de A.I.D. se concreto con la firma de los 

Convenios A.I.D. 518-0015 y A.I.D. 518-U-040 de Pondos No Reem­

bolsables y Prestamo, reepectivamente, firmados el 29 de Sep­

tiembre de 1981. El Convenio tendra una duracion de 5 anos, es 

decir hasta el 30 de septiembre de 1986. 

Las actividades del Proyecto no se iniciaron en la 
• 

practica sino en los primeros meses de 1982 y a la fecha, ha­

biendose cumplido los 2 pr imeros aCios d(~ ejecucion, el MSP y 

A.I.D. han convenido en realizar una evaluaci6n a mediano plazo 

que con el analisis de los resultados hasta hoy obtenidos, per­

mita una reformulacion de algunos de sus componentes y una re­

programacion financiera que facilite el cumplimiento de los ob­

jetivos iniciales. 
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C. Componentes del Proyecto 

1. Fortalecimiento Institucional. Incluyendo acti ­

vidades de apoyo al CNS y al MSP, especialmente para el desa­

rrollo del Modelo de· Regionalizacion de Servicios y Capacita­

cion de Personal. 

2. Coordinacion, Investigacion y Promocion de Tecno­

logia encar9~do a SEDRI y al MSP, instituciones que se conside­

ran las con mayor responsabilidad en la ejecucion del Proyecto. 

3. Actividades de campo, a desarrollarse en las tres 

Areas DRI previamente seleccionadas y que se relacionan princi­

palmente con actividades promocionales y entrega de servicios 

de Atencion Primaria dentro de los programas drEinidos como 

prioritarios por el MSP y que son: Cont~ol de Diarreas, Pro­

grama Ampliado de Inmunizaciones (PAl), Control del Bocio (Qui­

miag -Penipe), Educacion para la Salud y ActividC'\des de Alimen­
• 

tacion. Tambien se incluye aqui un subcomponente de mejora­

miento de la Infraestructura para construccion y equipamiento 

de Subcentros y Puestos de Saluda 

4. Administracion del proyecto que incluye la crea­

cion de una Oficina de Coordinacion de DRI en el MSP y la eje­

cucion presupuestaria que se rea:iza a traves de la SEDRI. 
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D. Actividades del Proyecto 

1. Desarrollo de un Modelo de Regionalizacion con 

sus modulos de: 

Determinacion del Sujeto de Trabajo 

Diagnostico 

Toma de Decisiones 

Programacion 

'Organizacion
 

Ejecuci6n y Direccion
 

Evaluacion
 

Supervision
 

Sistema de Informacion
 

2. Aplicac ion del modelo de Reg ionalizacion en las 

Areas DRI de Jipijapa, Salcedo y Quimiag-Penipe dentro de los 

lineamientos establecidos en la politica Nacional del Desarro­
• 

110 Rural Integral. Esta actividad puede ampliarse a otras 

areas por decision de las Autoridades del MSP. 

3. Fortalecimiento de los Servicios de Salud de las 

Areas DRI construyendo y equipando convenientemente unidades 

operativas del MSP. 
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4. Apoyar a la Administracion Provincial mediante' la 

contratacion de consultores en los campos especlficos de los 

programs prioritarios de salud. 

5. Desarrollar actividades de investigacion, espe­

cialmente de tipo operacional, para mejorar la entrega de Ser­

vicios de Salud Primaria a base de tecnologlas de bajo costo. 

6. Proporcionar entrenamiento al personal que labora 

en los niveles Central, Provincial y de Area para mejorar la 

administracion y la entrega de los servicios. 

7. Coordinar las actividades de salud con las Unida­

des Ejecutoras del Programa de Desarrollo Rural Integral a ni­

vel de las Areas en los Proyectos DRI. 

8. Colaborar con los Proyectos DR! en las activida­

des de organizacion y participacion comunitaria como medio para 

conseguir la extension de cobertura de salud. 

E. Metodoloqia de la Evaluacion 

1. Concluidos los dos primeros afios de ejecuci6n del 

Proyecto, las Partes han acordado realizar una evaluacion del 

desarrollo del Programa para 10 que se ha conformado una Comi­

si6n compuesta por tres expertos extranjeros contratados por la 
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A. I. D., (un Sociologo, un iv1edico y un Administrador), venidos 

especialmente al Pais con esta f inalidad y un t'Hcer miembro, 

Medico Salubrista, designado por el MSP de una cerna elaborada 

para el objeto. 

Esta evaluacion, ae acuerdo con el Articulo 6 -

Seccion 6.1 del documento del Convenio debera refer irse espe­

cialmente a los siguientes puntos: 

a. Evaluacion del progreso alcanzado en la conse­

cucion de los objetivos del proyecto (Situacion Actual). 

b. Indentificacion y evaluacion de las areas con­

flictivas 0 limitaciones que pudieren obtaculizar dicho progre­

so (Analisis). 

c. Apreciacion de la forma en que puede usarse 

dicha informacion para ayudar a superar dichos problemas (Con­

clusiones y Recomendaciones). 

d •. Evaluacion en la medida factible, del impact'.) 

general producido por el Proyecto, (Evaluacion del Impacto), 

dif ic il de r.ealizar cuando, apenas se ha terminado la fase de 

preparacion y recien se inician acciones de prestaci6n de ser­

vicios. 

\~7 
I 
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2. En el transcurso de tres semanas se han realizado 

entrevistas con funcionar ios de los distintos niveles involu­

crados en el ?royecto y pertenecientes a las siguientes insti­

tuciones: Consejo Nacional de Salud (CNS), Ministerio de Salud 

Publica (MSP) - (Nivel Central), Secretar ia de Desarrollo Rural 

Integral (SEDRI), Instituto Ecuatoriano de Obras Sanitarias 

(IEOS), Fondo de Desarrollo Rural, Urbano y Marginal 

(FODERUMA), Centro de Investigaciones Multidisciplinarios en 

Desarrollo (CIMDER), Direcciones Provinciales de Salud de Mana­

bi, Chimborazo y Cotopaxi, Unidades Ejecutoras de los Proyectos 

DRI Jipijapa, Salcedo y Quimiag-Penipe. Jefes y Ex-Jefes de 

Area de Salud de dichos Proyectos. Directores y personal de 

las Unidades Operativas de las Areas DRI1 Lideres comunitarios 

y de organizaciones campesinas y promotores de salud. En total 

se han entrevistado 62 personas con quienes se ha discutido es­

pecialmente los siguientes aspectos generales: Conocimiento 

sobre el Proyecto que se evalua y las funciones que desempeffan 

en relacion al mismo 1 Cumplimiento de los plane~ y metas del 

Proyecto y su participaci6n en el mism01 Identificacion de 

problemas, limit?ciones y dificultades encontradas en la rea­

lizacion del Proyecto; Situaciones conflictivas relacionadas 

especialmente con la coordinacion entre las distintas institu­

ciones que laboran en las Areas DRI; Situaciones favorables 

que se presentan para la continuacion del Proyecto y que permi­

tiran un mejor cumplimiento de planes y metas en el futuro; 
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Relaciones de dependencia, subordinacion y supervision que se 

han establecido entre los distintos niveles e instituciones que 

laboran en las Areas DRI; Otras de tipo local y que se intro­

ducian en cada caso particular. (Ver Anexo No.2). 

3. kecoleccion, revision y estudio de documentos re­

lacionados con el Proyecto y que permitan conocer documentada­

mente el avance del Proyecto, especialmente se han revisado 

planes, programas, infocmes y documentos especificos elaborados 

como parte constitutiva de las acti~;idades del Proyecto. (Ver 

Anexo No.3). 

4. Visita de campo a los t·res Proyectos DR! obser­

vando directamente la re~lizacion de las actividades del perso­

nal de salud, promoviendo reuniones de trabajo con los grupos 

involucrados y haciendo entrevistas personales a funcionarios y 

empleados de las Areas. 

sei'\alada, 

5. 

el 

Poster iormente a 

Grupo de Evaluacion' 

la obtenci6n 

realiz6 

de la informacion 
• 

muchas sesiones de 

trabajo para analizar toda esa informacion, establecer su cri ­

terio sobre el progreso del Proyecto y sei'\alar las conclusiones 

y recomendaciones que formaran parte de este documento. 

6. Terminada esta pr imera fase, el grupo hizo una 

exposicion verbal y resumida ante el sei'\or Ministro de Salud 
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Publica, sobre sus observaciones y el criterio que como evalua­

dores se habian formado en el transcurso del estudio, 10 que 

formarla parte del documento final. 

7. Como complemento de! estudio y u~a vez que el do­

cumento haya sido terminado se espera presentarlo a discusion 

en un Taller de Trabajo con las principales autoridades del MSP 

y 1a SEDRI, para poder estructurar en forma definitiva las 

recomendacione3 finales qua deberan implementarse en el fu­

turo. 

II. SITUACION ACTUAL 

Resumiendo las actividades seftaladas en el Anexo 1 del Con­

venio A.I.D. 518-0015 Y 5l8-U-040 se puede ver la situacion ac­

tual de cumplimiento de las actividades proyramas: 
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CDr1PONENTE: A - FORTALECIHIENTO INSTITUCIONAL 

ACTIVIDAD Y 
ENrIDAD FJEX:U'IORA 10 OBSERW\OO 

I. 

1. 

FOIU'ALOCL\1IEN'ro INSTI'IUCIONAL 

ms-
a. Estudios 

-Implicaciones de la extension 
de cobertura del lESS. 

-Sistema Nacional oara la 
provision de medic~ntos. 

-Participaci6n de la comunidad. 

-Factibilidad del S.N.S. 

b. Seminur~~ y Visitas de 
Observ'lci6n 

c. Equipo y s~~inistro 

1­

2. 

3. 

4. 

5. 

-

.. 

Apoyo al "Serninario 'raIler Nacio­
nal sobre Lineas de Investigaci6n
en Ciencias de la Salud (Nov. 
25-26, 1~82). -

Elaboraci6n de un Convenio entre 
ellESS y el MSP sobre Seguro del 
Campesinado, 1983. 

Seminario Nacional para el desa­
rrollo e implementacicn de l1J1 sis­
tema Nacional de Vigilancia Epide­
mio16~ica de las Enfermedad8s In­
munoprevenibles. 

Actualizaci6n: .Diagn6stico de la 
Situacion Epiderniol6gica del Bocio 
en el pais ININ-1S, 1983. 

Preparaci6n del Nuevo C6digo de la 
Salud, 1983. 

Se han suministrado varios equipos 
de oficina y una cop~adora xerox• 

. . ' 

I.-------....&.--------.-\C\~
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2. t-ftSP 

a. Ejecuci6n del M6dulo 

Sub~ontrato C]}IDER 

- Delimitaci6n del sujeto de 
trabajo, mayo, 1982. 

- Oiagn6stico, agosto, 1982. 

.- Toma de decisiones (Acciones
legales y tecnico 
administrativas. 

- programacion: (MOdulo), 
enero, 1983. 

- MOdulos de Organizaci6n, 
Oirecci6n y Ejecuci6n, abril, 
1983. 

- seminarios 4 + 5 Talleres ­
2. 

- MOdulo del Subsisterna de 
informacion, agosto, 1983. 

- MOdulo de Supervision, 
octubre, 1983. 

- MOdulo de Eva1uaci6n, enero, 
1984. 

.~' 

- Infor.mes de Progreso: 
Trimestrales. 

IDOBSERVAOO
 

1. Documentos elaborados: 

-Manual sobre recopilacion resumi­
da y clasificada de politicas, 
Norrnas y procedimientos de interes 
al Sector Salud en los programas 
de ORI, octubre, 1982. 

-Sintesis de la Metodologia de Re­
gionalizacion de 5erviL'ios de Sa­
IUd, junio, 1983. 

-Metodologla de Diagnostico (in­
cluye celimitacion del sujeto de 
trabajo) terrninado marzo, 1984 ­
Preliminar junio, 1983. 

-MOdulo de Organizacion, documento
preliminar,. junio, 1983. 

2. Reuniones y Semdnarios 

- Nive1 Ministro: mayo, 1982; 
jUlio, 1983; noviernbre, 1983. 

- Nivel Oirectores ~SP: octubre, 
1982; noviembre, 1982; mayo, 
1933; enero, 1983. 

- Interinstitucionales: febrero, 
1983; marzo, 1983; julio, 1983; 
noviembre, 1983• 

- A nive1 de Areas DR!: mayo, 
198t, abril, 1983, agosto, 1983; 
marzo, 1984. 

3. Informes Trimestrales - Enviados. 

L.- -L..----:--=-:.:-- --..~ 
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_._------------,...---------------,
 

b. capacitacion 

(1) A NIVEL DE AREA: 

-Jefes de Area (CDmER). 

-30 Medicos, Enfermeras y 
Obstetrices 

-30 Auxi1iares de Enfermeria 

-Formacion 10 Auxiliars de 
Enfermeria. 

(2) A NlVEL PROVIN:IAL: 

-Jefes Provinciales 
-otro personal administrativo 
-Provision de asesores 

-.... 

ID OBSERVAOO
 

Antes de iniciarse el Proyecto:
 
Drs. santelices, Valencia y Del
 
SaIto.
 
Con el Provecto:
 
Drs. ~arti~ez, Andrade, Quintana y
 
carrion.
 

Seminarios de induccion para el
 
DRr, 2 dias - mayo, 1982.
 
seminarios svbre promoci6n del
 
Programa de Control de Diarreas,
 
jUlio-agosto, 1983 - con experto.
 
Un curso de entrenamiento para me­

dicos en Salcedo, octu~re, 1983.
 

Aprobado Proyecto para entrena­

miento de Auxiliares de Enfermeria
 
Cornunitaria con la PUCE, abril,
 
1983.
 

Formacion de 5 amd1iares de en­

fermeria para e1 Proyecto Qui­

miag-Penipe.
 
Formaci6n de auxi1iares de
 
enfermeria, Manabi.
 

Seminario taller de Prograrnacion 
de Servicios de Salud para capaci-. 
tacion a Jefes de Atea "i,' Directo­
res de SCS de los Proyectos OR!, 
noviembre, 1982. 
seffiinario de Control de Enfermeda­
des Diarreicas en Riobamba, sep­
tiembre, 1983. 
Curso sobre Control de Enfermeda­
des Diarreicas en 1a Oireccion 
Provirx::ia1 de Salud de Manabi, oc­
tubre, 1983. 
Consultor para promocion del Con­
trol de Diarreas, asignado a los 
Proyectos DR! por 6 rneses - Dr. R. 
Pareja, 1983. 

L-----------L-----------.-&...,;z,ol
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PCrIVIDPD Y 
ENl'IDAD EJEX:O'IOPA 

(3) A NIVEr. N~.cIONAL 

-5eis Funcionarios MSP. 
-Dos de Universidades. 

. 

MAESTRIA: 

I 

-~. 

to OBSER\TAOO
 

- Dr. Jose Avecilla del MSP partici ­
pO en curso de Maestria en Salud 
PUblica en Puerto Rico. 

- 5eminario Taller sobre Metodolo­
gia de Admdnist~aci6n de Servicios 
de salud - AJAVI, julio, 1983. 

- participaci6n del Dr. Jose castro
 
en el 5eminario de Alta Gerencia
 
organizado por I~ en Ibarra,
 
agosto, 1982.
 

- participaci6n de los Drs. Mauro 
Rivadeneir.a, Gustavo Estrella y 
Eduardo Navas, en el curso inten­
sivo sobre Gerencia para Directo­
res de Programas de Salud a Nivel 
Ejecutivo en Boston, octubre, 1982. 

- participaci6n de 2 enfermeras de 
la Oficina de DR! al 5eminario Re­
forma CUrricular de CUrsos de 
Auxiliares de enfermeria del area 
rural. Los Chillos, Hotel Holi­
day, abril, 1983• 

• - Curso en Administraci6n, Buenos 
Aires• participaci6n del Director 
del Hospital Baca Ortiz. 
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COMPONE~T~: B - COORDINACION, INVESTIGACION Y PROMOCION DE TECNOLOGIA 

ACTIVIDADY 
FNrIDAD EJEOJ'IOPA IIJOBSERVAOO 

II. COOPJ)INlI.cION, INVE'STlGACION 
Y PRG1CCION DE TErNOLCGIA 

L SEDRI 

a. Investigacion en Politicas de 
Ai imentaci6n: 

- Estudios en marcha. 
- Consultoria. 

- No se han realizado actividades a 
traves del Proyecto. 

b. Promoci6n de Tecriologia a bajo 
Costo: 

- Para la salud. 
- Producci6n alimentos. 

2. MSP-
a. Investigacion biomedica y 

socio-nutricional: 

- Eneuestas a nivel de area 
para-diagnostico biomedicos, 
sociales y nutricionales. 

b. Investigaciones Qperativas:
i 

- Evaluaciones peric5dicas. 
- ~ 

-

-

-

No se han realizado actividades 
con fondos del Proyecto pero se 
conoce de actividaes de este tipo 
que SEDRI esta desarrolando es­
pecialmante para la industrializa­
cion del pescado. 

No se han realizado con fondos del 
Proyecto aunque hay varios estu­
dios en marcha con el ININ-tS• 

• 

No se han reportado. 
Sin embargo, cabe anotar que se 
esta desarrollando una evaluaci6n 
sobre promotores de salud. 
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COMPONENTE: C - ACTIVIDADES DE CAMPO
 

~y 

ENl'IDAD FJEOJIOPA ID OBSERVAOO 

III. AC'lVIDADES DE CAMPO 

1. Am~ION PRIMARIA - MSP 
a. Prornoci6n: 

(1) 30 Promotores (Adrninistra­ ­ 2 cursos de entrenamiento para 24 
cion y salario). promotores en Jipijapa. 

1 promotor que trabaja en Tailin 
(Salcedo) • 
El MSP no ha C:.3umido el pago de 
bonificaci6n a Promotores. to si ­
gue realizando FODERtJ.1A. 
El ~.sP ha programado para 1984 en­
tr~nar a 120 promotores con sus 
propios fondos. 

(2) Botiquines manejados por No se han instalado con el Proyec­
la comunidad. to. Hay algunos que funcionaban 

desde antes. 

(3) Respaldo a comadronas. Se realiza a traves de los Direc­
ciones Provinciales, no con fondos 
del Proyecto. 

(4) Voluntarios de salud en Se realizan muchas reuniones de 
las Escuelas. entrenamiento y prornoci6n en las 

Escuelas de las Area DR!. 
b. programas Prioritarios 

(1) COntrol de diarreas. - La provision de sales orales se 
- Sales orales realiza normalmente por parte del 
- Material educative MSP. 
- seminarios - Se ha preparado material educativo 
- Visitas ce observacion como rotafolios, cuf'las radiales y 

ot~os, gracias al asesorarniento 
..' . del Consultor de A.I.D., Dr • 

Reynaldo Pareja. 
- Se han realizado muchos seminarios 

y reuniones sobre el Programa en 
las Areas DR! y en las Direcciones 
provinciales, con el apoyo del 
Asesor Dr. Pareja. Solo en Sal­
cedo se han realizado 30 reuniones. 

- Se conoce que en el Area de QUi­
miag-Penipe se han rehidratado 366 
nincs con una tasa aproximadarnente 
igual a la de toda la provincia. 
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(2) P.A.I. 

- F..quipos 
- capacitacion 
- Provision de vacunas 

(3) Control del Socio (Q-P) 

- Aceite yodado 
- Estudios relacionados 

(4) Educacion para la Salud 
- Asistente Educador en cada 

Area DR! 
- Vehiculos 
- Equipo Educativo 
- Stuninistros 

. .
" 

Las Areas DR! han sido las mejor 
dotadas en cuanto a cadena de 
frio, sin embargo existen defi ­
ciencias que deben ser inventaria­
das. 
La capacitaci6n de personal para 
el manejo del programa centro de 
las actividades usuales del MSP. 
La provision de vacunas ha side ... 
regular con algunas excepciones en 
el tiempo y tipo de vacunas. 
Las estaditicas no se~alan un me­
joramiento de la cobertura en las 
Areas DFI en relaci6n al resto de 
las Provincias 0 del pais. 

- No existe problema en cuanto a la
 
provision de aceite yodado que 10
 
hace el MSP.
 

- Con algUn retrazo se ha irx:iado un 
estudio apoyado por el rns y el 
INI~. 

- En Peni~ se maneja este Proyecto 
a traves de la Olria. 

- No se han contratado los Asisten­
tes de Educaci6n para las Areas 
ORI, por no existir el personal 
con esa calificaci~n ni los 
correspondientes cargos. tDs ins­
pectores de salud cumplen sus fun­
ciones en forma parcial• 

- El Programa proveyo de 4 vehlcu­
los,tipo Jeep Bronco de los cuales 
solo uno en Quimiag-Penipe se en­
cuentra prestando servicios en el 
Programa, dos han sufrido acciden­
tes y no han sido reparados y uno 
fue destinado a otras funciones en 
el MSP. 

- Se ha provisto de algUn equipo 
educativo menor y suministros de 
acuerdo a los requeLimientos. 

l---------------~---1-----------------__'7./.
 

'}0>
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lCrIVIDAD Y 
ENrIDAD EJFX:11IOPA 

c. Infraestructura 

(I) COnstruccion
 
- 6 Sui:x:entros
 
- 7 Puestos
 

(2) Equiparniento
 
- 6 Sui:x:entros
 
- 19 Puestos
 

. 

. 

." 

(3) Red de Radio 

(4) Gastas de operaci6n 

(5) Medicinas 

IDOBSERVAOO 

- El SCS de 5 de Julio (En Jipijapa) 
no ha side terrninado por retrazo 
en la asignacion de los fondos por 
parte de SEDRt. 

- Se han construido dos SCS en el 
area de Q-P en las poblaciones de 
Qu imiag y Penipe ter1llinados pero 
sin funcionar. - Uno en la localidad de Holguin en 
e1 Area DR! salcedo que esta fun­
cionando. 

- Esta autorizada la construccion de 
un sr-s en rJ.atus {Area de Q-P} • 

- Los PS de acuerdo con SEDR! se 
insta1an en las "casas Comunales lt 

algunas de las cuales estr1.n siendo 
corepletadas <:n las tres Areas DRI. 

- En Jipijapa se encuentra autoriza­
da e1 equipamiento de los SCS de 5 
de Julio, La Union, Vargas TOrres, 
Comuna Sucre y Las De1icias• 

- En Salcedo se ha equipado el SCS 
de Holguin, que esta funcionando y 
esta previsto el equipamiento de 
otros cuatro SCS y diez PS. - En Quimiag-Penipe se encuentra en­
bodegado en la Direccion Provin­
cial el equipo para los tres 3 SCS 
de Qui'lliag, Penipe y Matus y para 
los PS de LLucut, Naguso y Palita­
gua• 

- No se ha programado ni estudiando 
su instalaci6n. 

- Los provee el MSP. 

- Dificultades en la adquisicion por 
parte de las Direcciones Provin­
ciales por incumplimiento de los 
distribuidores que deben entregar 
lo~ medicamentos de bajo costo. 
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PCl'IVIOAOY 
ENl'IDAD EJECt1IOPA 

2. AC"!'IVIDADES DE ALIMENTACION: 

a. MSP-
AP9Yo al Programa de Asisten­
cia Alkentaria 

- Educacion para la salud 
- Administracion 
- Logistica 

b. SEDRI 

Programas Piloto 
(En base a los estudios del 
Componete B) 

- Puestos de expendio comuni­
tarios 

- Procesamiento local 
- utilizacion de la produ~Gion 

local 
- Alimentacion Escolar y Ma­

terno-Infantil 
- Otros 

. 

I.OOBSERVAOO 

- Las actividades de nutricion los -desarrolla el MSP de acuerdo· con.... 

su propia programacion. En las 
Ar(~as DR! el equipo de salud den­
tro de sus POA realizan alguna ac­
tividad de este tipo de acuerdo a 
sus recursos. - AID tiene un proyecto (separado 
del qu~ esta'OOs evaluando) para un 
estudio de evaluacion del PAAMI en 
tres Provincias. - El PAA~I ha dotado a las J1.reas DR! 
del equipo completo que comprende 
balanzas y un equipo da demostra­
cion. 

- No se ha realizado· el Programa pi­
loto a traves del Proyecto, sin 
embargo el ININ-1S ha realizado un 
Proyecto piloto sobre nutricion en 
las tres Areas DRI. 

- Se han instalado (con fondos de 
SEDRI) algunas tiendas comunita­
rias: 18 en OJimiag-Penipe y 2 en 
Salcedo, ademas se ecnuentran en 
construcci6n dos centros de acopio 
para esas Areas• 
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M:TIVIDAD Y 
EmIDAD FJroJ'IDPA 

-. 

ID OBSERVAOO 

D/. AI:t1INISTRACION DEL PROYEClO 

l. Oficina de Coordinacion del 
proyecto DR! 

-organizacion 
-Funciones 

-

2. Ejecucion presupuestaria 

-Ver'cuadros demostrativos en las 
sigui.entes paginas. -... 

- Coincidiendo con la inici~ci6n del 
Proyecto, se contrata un Asesor 
ecuatoriano a tiempo completo, el 
Dr. Gustavo Estrella, un ano des­
pues se completa con un Asesor 
Tecnico, Dr, Eduardo Navas y per­
sonal de Secretarla. 

- Tiene a su cargo desarrollar el 
modele de Regionalizaci6n de Salud 
para 10 que cuenta con el grupo 
asesor de CL."IDER. 

- Planificar y organizar las activi­
dades de investigacion y entrena­
miento. 

- Manejo Administrativo-Financiero 
del Proyecto en 10 que se refiere 
al componente de Desarrollo Insti ­
tucional canalizando los fondos 
provenientes de AID para las dis­
tintas actividades. 

• 

. _.. ­ .- ..... 
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(2) 
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fJ\l,oos 
(5=1-4) 

PHfSU­
PUl~ro 

(1) 
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(2) (3) 
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(01) 
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(1) (2) 
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~:.Jclonal 

~ 
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!!:1 
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!!:1 
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~ 
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ill.:! 

90.6 

1,940".0 
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1,246.1 

383.6 

1,151.9 

303.6 

!Q!h§. 

46.5 

.1. 133• 4 

563.5 

2.390.0 

710.0 

N .... 

b. Ac:tividades a Nive1 
Provincial "75.0 U.O 13.0 6.0 69.0 1,330.0 862.5 768.3 760.1 569.9 1,680.0 

B. N.~IVJ[w)ES DE JNVl:STJGA-
CIOl Y I'\On:IOO DE 'rEDO-
UXilAS 

1. A cargo de SEDRI 

a. Invest. de Pol{ti­
cas de Alimentaci6n 

ill.:! 
.!ll:Q 

175.0 

~ 

~ 

0.0 

~ 

~ 

0.0 

1'.& 
0.0 

0.0 

!1!:! 
ill.:..!! 

175.0 

255.0 

225.0 

100.0 

0.0 

£.& 

0.0 

O.O~ 

£.& . 

0.0 

0.0 

0.0 

0.0 

255.0 

225.0 

100.0 

~ 

200.0 

125.0 

b. PCOIOOCicm de Tecnolo:­
g{as a Bajo Costo 125.0 0.0 0.0 0.0 125.0 75.0 

2. A cargo del t-1SP 

Investig. Blaned1ca 
, (p!raclona1 

!:! 

!:! 

0.0 

0.0 

~ 

0.0 

£:!! 

0.0 

4.4 

4.4 

30.0 

30.0 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

lQ.:.Q. 

30.0 

~ 

30.0 

~ 

O~ 
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III. ANALISIS DE LA INFO&~ACION 

A. Fortalecimiento y Coordinacion Institucional 

El proposito general del Proyecto que estamos evaluan­

do es el de apoyar al MSP en el fortalecimiento de su capacidad 

institucional mediante el desarrollo de un Modelo de Regionali ­

zacion de Servicios que aplicado inicialmente en las tres Areas 

DRI, Jipijapa, Quimiag-Penipe y Salcedo y poste=iormente repli ­

cado a nivel nacional, permitira el mejoramiento de las condi­

ciones de salud del sector rural, expandiendo los Servicios de 

Atencion Primaiia de Salud a las areas rurales, dando 'nfasis a 

los programas definidos como prioritarios por el MSP (Control 

de Diarreas, PAl, Educacion para la Salud y Mejoramiento de las 

Condiciones Alimentar ias) y basandose en una activa participa­

cion comunitaria, tanto para el disef'lo de los Programas como 

para la entrega de servicios. 

Las actividades mas sobresalientes que se han desarro­
• 

llado en los dos pr imeros af'los del Convenio para cumplir con 

este proposito han side: 

Desarrollo del Modelo de Regionalizacion de Servicios. 

Nombramiento de Jefes de Area 0 Mic:oregion. 
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Inicio de la aplicacion del Modelo de Regionalizacion.
 

En el proceso se han identificado algunas limitaciones 

y dificultades que podrlan resumirse en los siguientes puntos: 

1. Mediante un subcontrato con el Centro de Investi ­

gaciones Multidisciplinarias en Desarrollo ae la Universidad 

del Valle (CIMDER), firmado el 19 de marzo de 1982, se inicio 

la preparacion del "Modelo de Regionalizacion" que seglJn el 

cronograma fijado, debio estar terminado para enero de 1934; 

sin embargo, el cronograma fue cump1ido solo hasta finales de 

198? con la e1aboracion de los cuatro primeros modulos (Delimi­

tacion del Sujeto de Trabajo, Diagnostico, Toma de Decisiones y 

Programacion)r luego falto la aprobacion por parte del MSP que 

no nombro personal permanente de alto nivel como contraparte y 

al hacer la revision se sugirieron muchos cambios que han obli ­

gado a rehacer var ias veces el trabajo. El documento debia 

prepararse con la participacion de un equipo de tecnicos del 

MSP, pero la falta de recursos humanos tecnicos ha impedido que
• 

se cumpla este requisito. Al momento, se encuentra aprobado 

solamente el Modulo de Diagnostico que se integro con el de 

Delimitacion del Sujeto de Trabajo, y que luego de la ultima 

reunion en el MSP con funcionarios del "as alto nivel, 

realizada en diciembre de 1983, se resolvio autorizar su apli ­

cacion no solo en las provincias de las Areas DRI, sino en tres 

provin~ias adicionales: Guayas, El Oro e Imbabura. Esta quiza 

es la decision mas importante en todo el proceso. 
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2. A pesar de conocerse la existencia de estudios 

anteriores de regionalizacion realizados por otras institucio­

nes, estes no fueron puestos a disposicion de CIMDER, 10 que 

impidio utilizar dichos trabajos para evitar duplicacion de es­

fuerzos. Este es el caso del documento para extension de co­

bertura de OPS/BID. Se espera que por 10 menos el modulo del 

Sistema de Informacion pueda aprovecha~se en el futuro. 

3. El diagnostico de salud de las Areas DRI fue pre­

parado por CONADE, lao seleccion de las areas 10 hizo la SEDRI 

sin participacion del MSP en ninguno de los dos casos. Los pa­

rametros de seleccion usados por la SEDRI fueron mas bien rela­

cionadop con las facilidades de financiamiento, proyectos ini­

ciados, etc. Es por esto, que las tres Areas DRI no pueden ser 

consideradas como una muestra representativa que permita imple­

mentar el Modelo de Regionalizacion a nivel nacional. Feliz­

mente el MSP ha resuelto probarlo en una muestra muy amplia de 

seis provincias, 10 que si permitira sacar conclusiones de tipo 

general. 

4. En cumplimiento con la disposicion legal que or­

ganiza las Unidades Ejecutoras de los Proyectos DRI, el MSP con 

suficiente anticipacion selecciono los Jefes de Area para las 

tres Areas DRI quienes fueron entrenados en un curso de Admi­

nistracion de tres meses en Cali, aun antes de firmarse el 

'J \)I). 
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Convenio, utilizando para ello fondos extra-proyecto de la 

A.I~D. 

Se sOlicito luego la creacion de los cargos para 

"Jefes de Area", perc la Direccion Nacional de Personal y el 

Ministerio de Finanzas no dieron tramite a estas creaciones por 

tratarse de una nueva escala en la clasif icacion de cargos • 

. Esto obligo a contratar a los Jefes de Area, creando inseguri­

dad en el trabajo que dio como consecuencia el abandono de los 

puestos. Fue necesario entrenar a siete personas en Cali para 

Jefes de Area y sin embargo al momento (marzo de 1984), ninguno 

de ellos se encuentra en esas funciones, aunque vale la pena 

anotar que cuatro ex-Jefes de Area estan prestando servicios en 

otras funciones del MSP y as! no se ha perdido su entrenamien­

to, solamente uno de :os siete medicos entrenados esta defini­

tivamente fuera del MSP, los dos restantes se encuentran rea1i­

zando cursos de salud de mayor nivel en Belgica a Israel y se 

espera sean contratados a su regreso. 

5. La falta de Jefes de Area estab1es ha sido otro 

factor negativo para la aplicacion del Modelo de Regiona1iza­

cion, por Ie· menos del Modulo de Diagn6stico que se encuentra 

listo, conocemos de la ultima resolucion del MSP de encargar 

las funciones de Jefe de Area al Director del Centro de Salud 

Hospital (CSH), reforzando el nivel admini~trativo de esta Uni­
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dad Operativa. 5i es as!, sera necesario preparar urgentemente 

una clara definicion de funciones para este personal. El cri­

terio casi unanime de los entrevistados a nivel del MSP excepto 

la Direccion de Servicios de Salud, coincide en reconocer que 

este no es el mejor sistema y que 10 ideal habria sido la crea­

cion de los Jefes de Area. Sin embargo, considerando las limi­

taciones presupuestarias, creemos que· el sistema adoptado tiene 

mejores probabilidades de llegar a la practica; pero nos pare­

ce conveniente iniciar cuanto antes una prueba del sistema, por 

10 menos, en Salcedo y Jipijapa, nombrando Je.fes de Area a los 

respectivos Directores de los C5H, previa coordinacion con las 

Unidades Ejecutoras y el conveniente refuerzo tecnico en el CSH 

con un medico, en 10 posible Salubrista, que colabore con el 

Director del CSH, una enfermera y un estadistico. 

6. Creemos que la nominacion del Director del CSH 

como Jefe de Area facilitara la coneccion indispensable de los 

niveles superiores e inferiores de atencion. En la actualidad 

esta situacion se ha visto aificultada por el nqmbramier.to de 

medicos muy jovenes e incluso medicos rurales (cemo en el 

Proyecto QUimiag~penipe) en donde a pesar del entusiasmo demos­

trado por el medico, la supervision a los SCS y al CSH no se 

realiza por falta de autoridad de quien ejerce funciones de Je" 

fe de Area. 

./ 
J'\~ 



• - 28 ­

'Esta misma situacion a dado lugar por otro lade a 

que el medico nombrado Jefe de Area sea absorbido por la Unidad 

Ejecutora y trabaje aisladamente de la Direccion Provincial de 

Salud preparando sus programas sin la debida subordinacion a la 

programacion provincial con grave detrimento de la integralidad 

de las acciones de salud en la Provincia. Aunque el Convenio 

entre el MSP y la SEDRI senala la dependencia del Jefe de Area 

de la Direccion Provincial de Salud, formando incluso parte de 

su Comite Tecnico, en la realidad esto'no se da. 

7. Otro aspecto que juzgamos esta incidiendo en el 

avance del proceso de regionalb:acion, ~s el de no contar con 

una definicion sobre la regionalizacion geografica de las areas 

de salud; se han definido algunos cr~terios al respecto, como 

el mantenimiento de la division politico-territorial del Pais y 
, 

que el CSH debe ser considerado como la cabeza del area, perc 

hay casos en que esto se ve dificultado por problemas de acce­

sibilidad como en algunos SCS. y PS de Jipijapa ~que no pueden 

derivar sus casos al Hospital de esa localidad, sino que tie­

nen que hacerlo al CSH da Pajan. En otros casos como Quimiag-

Penipe no tienen CSH. Creemos que es urgente conformar una 

comision que estudie este problema, para establecer un cri­

terio de coordinacion entre provincias. 
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8. La dependencia y relaciones entre la SEDRI y el 

MSP en sus diferentes niveles, aunque son cordiales, en la ma­

yoria de los casos no han sido claramente establecidos a pesar 

de existir dos Convenio bilaterales entre estas dos institucio­

nes. El flujo de la informacion especialmente a nivel de area, 

por esta razon, no ha tenido la fluidez necesaria que permita 

acciones correctivas inmediatas. Esta situacion podria mejorar 

al encargar las funciones de Jefes de Area a los Directores de 

los CSH. 

B. Actividades de Investigacion 

El Proyecto que estamos evaluando, considera un impor­

tante componente de investigacion que debi6 completarse median­

te la realizacion de varios estudios medico-sociales de tipo 

general y otros de tipo operacional referentes a nutricion, 

provision de medicamentos, etc. Estos estudios, en el Pr.oyecto 

han sido encargados para su ejecucion a tres en~idades: eNS, 

~lSP y SEDRI. 

No puede negarse la importancia que un eficiente y 

oportuno completamiento de este componente tendra para la pro­

gramaci6n y reajuste de las actividades de entrega de servicios 

que desarrolla el Proyecto y su eficacia va 'a permitir conocer 

con exactitud las perspectivas y necesidades de la comunidad, 
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los recursos con los que se cuenta, y las facilidades de imple­

mentacion de tal 0 cual actividad, mediante encuestas y estu­

dios en el terreno que permitan establecer definitivamente el 

tipo de actividades que le conviene a una u otra comunidad en 

particular. 

En el caso que nos ocupa, y ref ir iendonos a los dos 

primeros af'ios de ejecucion del Proyecto, encontramos que se 

consideraban los siguientes estudios como necesarios y facti­

bles para desarrollarse: 

1. A cargo del CNS: (A-l-a.) 

Asuntos relacionados con politicas de salud 

como: (1) las implicaciones de la extension de cobertura pre­

vista en el programa del Instituto Ecuatoriano de Seguridad So­

cial (LESS), en 10 que se refiere al Seguro Campesino, a la ex­

tension de la prestacion de servicios medicos a los familiares 

y a la incorporacion de nuevos contingentes de a~iliados; (2) 

la factibilidad de desarrollar un sistema nacional para la pro­

vision de medicamentos; (3) la participacion adecuada del 

usuario en la entrega de servicios de Atencion Primaria de Sa­

lud y de agua potable; (4) la factibilidad para la organiza­

cion y desarrollo del Sistema Nacional de Salud y otros que si 

bien no estan especificamente definidos, podrlan ser considera­

dos por el CNS. 
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2. A cargo de la SEDRI: (B-1-a.) 

Investigacion en politicas de alimentacion. 

3. A cargo del MSP: (B-2-a-b.) 

a. Investigaciones Biomedicas y socio-nutriciona­

les a traves del ININMS y en coordinacion con las Unidades Eje­

cutoras de los Proyectos DRI, que realizaran encuestas para ac­

tualizar los diagnosticos de .. salud de las tres Areas DRI. 

b. Investigaciones operativas para evaluar la im­

plementacion del modulo de area. 

En este caso hay que hacer notar que el programa 

piloto nutricional que debia desarrollarse, basaba su ejecucion 

en el resultado de los estudios de investigacion previos. 

Hasta la fecha de la evaluacion (marzo de 1984), los 

estudios 0 actividades previas que se han realizado para dar 

paso al componente de investigacion del Proyecto y que se en­

cuentran descritos en el Numeral II, Situacion Actual, demues­

tran un considerable retrazo en su realizacion. 
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Sin embargo, es necesario considerar las dificultades 

y limitaciones que han existido en el camino para que este com­

ponente haya tenido un desarrollo tan modesto en los dos prime­

ros afios del Proyecto: 

1. Al iniciarse e1 Proyecto a fines de 1981 y co­

mienzos de 1982, el CNS se encontraba en fase de organizacion, 

y no disponia por tanto de los instrumentos administrativos ni 

tecnicos que le permi tieran iniciar estudios de investigacion 

por su propia cuenta, ni movilizar fondos para subcontratarlos. 

2. La SEDRI, segun la filosofia de su creacion es la 

encarg~da de programar, organizar y coordinar la formulacion de 

los Proyectos de Desarrollo Rural Integral y controlar la eje­

cucion de los programas a cargo de las Unidades Ejecutoras. 

Por tanto, al nivel central, la SEDRI no est' en ca~acidad de 

desarro11ar (por 10 menos hasta el momento) por su propia cuen­

ta proyectos de investigacion multisectoriales; • las Unidades 

Ejecutoras de acuerdo a su conformacion actual, tampoco tienen 

la capacidad op~rativa para desarrollar estudios de investiga­

cion ni de tipo operativo, ni de tipo formal como se propone en 

el Literal B. 1 del Convenio. 

3. El ININMS que puede considerarse como la Unidad 

Ejecutora de proyectos de investigacion en el MSP, hD. tenido 
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copada su capacidad en los dos ultimos ai'los; pudo ampliarla 

utilizando los recursos del Convenio que nos ocupa pero no hubo 

la decision ni el mecanismo adecuado para canalizal: los estu­

dios hacia el Instituto. Sin embargo, esta colaborando con un 

estudio sobre bocio en el Area de Quimiag-Penipe. 

4. La iniciativa de los estudios operacionales debia 

haber nacido de los niveles de ejecucion de los Proyectos, para 

asegurar s~ aplicacion practica, perc al no existir los instru­

mentos indispensables de diagnostico y programacion, que recien 

a principios de este ano estan siendo aplicados, no existieron 

esas iniciativas. 

Las condiciones actuales (marzo de 1984) han cambiado 

fundamentalmente y se ha reconocido por parte de las autorida­

des, la necesidad de iniciar cuanto antes los estudios. de in­

vestigaciones medico sociales que permitan una mejor programa­
, .

cion y utilizacion de los recursos. Para esto, sera necesar 10 

tomar algunas medidas como las.que nos permitimos ~ugerir: 

1. El eNS debe escoger entre las muchas alternativas 

que tiene definidas en su programa para 1984, aquellos estudios 

que sean de mas rapida aplicacion practica y resolver su reali­

zacion ya sea encargando a una de las Instituciones que confor­

man el Sector Salud, subcontratando con el ININMS 0 con alguna 

otra agencia especializada nacional 0 extranjera. 
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2. La SEDRI, de acuerdo con su filosofia y el crite­

rio expresado por su Director Tecnico de Proyectos, Lcdo. Jaime 

Borja, esta dispuesta a delegar la actividad de investigacion 

constante en el Proyeeto (B-1) al MSP, el eual podra estableeer 

las prioridades y eneargar al ININMS 0 a otra agencia espeeia­

lizada la realizacion de los mismos. 

3. El ININMS, por intermedio de su Director, el Doc­

tor Julio Alvear, ha expresado su disposieion para aeeptar al­

gunos de estos encargos del MSP y ha demostrado contar eon in­

fraestruetura sufieiente y la posibilidad de ampliacion de sus 

grupos tecnicos para inieiar cuanto antes el trabajo que se le 

asigne. 

4. La decision del sefior Ministro de Salud, para 

iniciar la aplicacion d~l Modulo de Diagn0stico en seis provin­

cias del Pais da la oportunidad a los niveles nacional, provin­

cial y de area, para def inir los campos pr ior i tar ios para los 

proyectos de investigacion general y 
•

operacional que lleven a 

una acertada toma de decisiones. 

c. Entrenamiento de Personal 

El Proy~cto incluye un importante componente de entre­

namiento de personal como parte de su apoyo al desarrollo ins­
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titucional que es el objetivo de mayor beneficio para el Sector 

Salud. Podemos decir que este componente es uno de los que 

mayor desarrollo ha tenido en los dos af'ios de ejecucion del 

Proyecto. 

Efectivamente, como se puede ver en el Numeral II. 

(Situacion Actual), el MSP especialmente con el apoyo del Pro­

yecto y de CIMDER ha realizado 0 auspiciado una ser ie de cur­

sos, cursillos, seminarios, talleres, etc. que se han desarro­

llado en todos los niveles. 

Sin embargo, es necesario puntualizar algunas dif.icul­

tades y limitaciones que se han aebido afrontar: 

1. Aun antes de iniciar el Proyecto, la A. I. D. con 

fondos fuera del Convenio consiguio entrenar en Administracion, 

a traves de un curso de alta gerencia en Cali, a tres medicos 

que deblan ser nombrados como Jefes de Area de los Proyectos 

ORI. Posteriormente, fue necesario entrenar en ~l mismo curso 

a cuatro medicos mas, por cuanto los primeros hablan dejado sus 

funciones y al momenta como se anoto anteriormente, ninguno de 

ellos presta sus servicios en el Proyecto. 

Con la decision del sef'ior Ministro de Salud de 

encargar las funciones de Jefes de Area a los Directores de los 

CSH, es necesar io pensar urgentemente en el entrenamiento de 



- 36 ­

estos funcionar ios y tambien de quienes colaborar ian con los 

Directores de CSH en las acciones de regionalizacion. Conside­

rando que se ha decidido es la implementacion del Modelo, no 

solo en las Areas DR! sino en un buen sector del Pais, es nece­

sario pensar en la necesidad de organizar a nivel nacional, con 

,la presencia de un grupo de asesores internacionales, uno 0 va­

rios cursos disefiados especialmente para cubrir las necesidades 

del Plan de Regionalizacion en que se hal1a empenado el Minis­

terio. Esto significaria un considerable ahorro al Pais al no 

enviar muchas personas a cursos en el extranjero, a 1a vez que 

aseguraria que las ensefianzas impartidas seran de inmediata 

aplicacion en el medio de trabajo en que desarrollaran sus ac­

tividades. 

2. La extension de cobertura, politica vigente en el 

MSP, exige la creacion de nuevos puestos para trabajadores de 

la salud, especialmente en el area rural en que este personal 

es muy escaso 0 no existe. La creacion de SCS y PS exige para­

lelamente contar con elemento preparado en el niv~l de auxilia­

res, ya que el medico es solamente un eslabon del equipo de sa­

lud. La situacion economica por la que atravieza el Pais hace 

que la solucion a este problema sea dificil, pero habra que 

buscar la solucion para poder cubrir las necesidades de este 

personal. En el Area de Quimiag-Penipe se entrenaron cinco 

auxiliares de enfermerla para cubrir un numero igual de PS, la­

mentablemente al no ser contratadas por falta de presupuesto, 
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se carre el peligro de perder el esfuerzo de entrenamiento 

que sean contratadas por otras instituciones. 

3. EI esfuerzo que ha realizado el Pais en la prepa­

raci6n de 350 promotores de sa Iud es otro aspecto que requiere 

una definicion sobre su utilizacion y especialmente sobre su 

r.emuneraci6n; posteriormente haremos un analisis mas detenido 

sobre este punto. 

"4. Del inventar io y anali.sis de' las actividades de 

entrenamiento llevadas a cabo con el proyecto, creemos que el 

nivel intermedio (Directores Provinciales y Funcionarios Tecni­

cos de las provincias), son los que menos se han beneficiado de 

esta accion. Considerarnos que un amplio conocimiento de este 

personal sobre los pormenores del Sistema de Regionalizacion y 

de la filosof£a del Proyecto DR! es fundamental para conseguir 

el apoyo nec~sario de este nivel y evitar que las Area DR! se 

vayan convirtiendo en islas dentro de las provincias. 

D. Servicios e Infraestructura 

El Proyecto provee (C-l) la realizaci6n de "Activida­

des Demostrativas de Atencion Primaria de Salud (APS), con el 

fin de proporcionar servicios mas eficaces, para incrementar la 

demanda con una participaci6n activa de la comunidad", mediante 

tres tipos de actividades: 
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- Actividades de promocion de la APS. 

- Programas prioritarios de APS. 

- Dotacion de infraestructura para la APS. 

,
1. La Programacion de estas actividades, segun e1 

Convenio que traduce la filosofia de 1a descentralizacion admi­

nistrativa y la participacion comunitaria, estaria a cargo del 

Jefe de Area dentro de las politicas generales y la programa­

cion de la provincia (Direccion de Salud) y coordinando con 1a 

Unidad Ejecutora del respective Proyecto DR!. Justamente en 

este punta es en donde han surgido a nuestro parecer las mayo­

res dificultades por falta de una definicion clara de las rela­

ciones ~ntre la SEDRI y el MSP, las Unidades Ejecutoras de los 

P~oyectos DRI y las Direcciones Provinciales de Salud. 

En la realidad la programacion a nivel de Micro­

l:egion (POA), se realiza de acuerdo al criterio del Jefe de 

Area de Salud bajo la direccion del Jefe de la URidad Ejecuto­

ra, sin una base tecnica adecuada y a veces fuera de la Progra­

macion de la provincia, 10 que ha hecho que dichos programas no 

se cump1an en su totalidad. 

Para normar estas relaciones, se hiln firmado dos 

Convenios entre la SEDRI y el MSP. El pr imer Convenio es de 

tipo general y el segundo especifico, para el desarrollo de ac­
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tividades de salud en las tres Areas DRI: Salcedo, Quimiag-

Penipe y Jipijapa. 

En el primer documento-convenio firrnado el 2 de 

julio de 1981, en sus antE:cedentes, se reconoce que segun el 

decreto de creacion del MSP, este es el "responsable"de las po­

l£ticas, pla~es y programas de Salud" del Gobierno Nacional, a 

continuacion, en el Literal b. Propositos del Convenio, se dice 

textualmente: "Definir la "participacion" del MSP en la pro­

gramacion, organizacion, implementacion, ejecucion, seguimiento 

y evaluacion del componente de salud y saneamiento ambiental de 

los Proyectos de Desarrollo Rural, como dejando entrever que 

dentro de estos Proyectos, el decreta de creacion del MSP no 

tiene completa vigencia. 

El segundo convenio firmado entre el MSP"y SEDRI 

el 8 de febrero de 1982 para regular las actividades de los 

Proyectos DRI: Salcedo, Quimiag-penipe y Jipijapa, establece 

concretamente en su Tercera cLiusula que las "aR~edichas pro­

formas (se refiere a los Planes Operativos Anuales (POA) de Sa­

lud en las Areas DRI) seran discutidas con los niveles nacio­

nal, provincial y operativo del MSP contando con la participa­

cion activa de los beneficiarios, que tendran voz y voto en las 

discusiones. Al final, debera elaborarse un informe 0 documen­

to adjunto." 
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Mas adelante, en la Clausula Cuarta se establece 

que "los Jefes de Area de Salud asumiran funciones de Oireccion 

Tecnica y Administrativa sobre todos los Servicios de' Salud 

comprendidos. dentro del area asignada al respectivo Proyecto 

ORI ••••• ". 

Estas disposiciones no se han cumplido a cabali­

dad en ni1Jguna de las Areas DRI, en Quimiag-Penipe por ejemplo 

el POA de 1984 no era conocido en el nivel provincial, a la fe­

cha de nuestra visita. 

Los Jefes de Area en ningun caso han ejercido la 

Jefatura tecnica y administrativa de los Servicios de Salud del 

area, ni siquiera de los SCS, peor de los CSH y esto, porque la 

preparacion y juventud de quienes ejercen estas funciones, es­

pecialmente en Salcedo y Quimiag-Penipe, no les da el soporte 

tecnico suficiente para ejercer esa autoridad. 

Estas circunstancias han incidido en la presta­

cion de Servicios de Atencion Primaria de Salud que ha impedido 

cumplir con el objetivo de "Expansion de los Servicios Prima­

rios" senalado en el Convenio. Efectivamente la recopilacion, 

aunque incompleta, de algunos datos estadisticos extra-oficia­

les pero recolectados de los informes que reposan en las oi­

~ecciones Provinciales, nos permiten concluir que la cober­ ~ 
/\ I,{> 

....\1 
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tura de esos servicios no tiene un mejoramiento importante en 

las Areas DRI con re1acion al resto de la Prov incia 0 areas 

simi1ares. Adjuntamos algunos datos que confirman nuestra im­
. ,

preslon. 

COBERTURA DE VACUNACIONES EN MENORES DE 1 ANO - 1983
 

EN LA PROVINCIAS DE CHIMBORAZO Y COTOPAXI
 

BCG Sarampion DPT( 3a) Po1io.( 3a) 
Chimborazo 92% 28% 30% 31% 
-Quimiag 100% 31% 14% 17% 
-Penipe 71% 12% 23% 23% 

Cotopaxi 143.5% 29.8% 22.3% 22.4% 
-Salcedo 70.8% 16.9% 12.2% 12.5% 
-Puji1i 50.4% 16.3% 12.8% 13.3% 

Si comparamos e1 n~mero de ninos .rehidratados en 

1a Provincia de Chimborazo que en 1983 suman 12.380 ninos meno­

res de un af'io, con los 366 de Quimiag-Penipe encontramos que 

estas corresponden a1 3% de las rea1izadas en toda la Provin­
• 

cia, mientras que la Poblacion de esta area equiva1e a1 4.3% de 

1a Provincia. ( Datos obtenidos por e1 Dr. Freder ick Hartman 

Asesor d~ A.I~D.). 

Estamos concientes que estos datos no son defini­

tivos y ademas ~stan sujetos a una serie de variables que deben 

ser ana1izadas exaustivamente antes de emitir un criterio defi ­
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nitivo, pero los consignamos para crear la inquietud en las au­

torid~des de establecer un mecanisme idoneo que de aqui en ade­

lante permita ir evaluando el "impacto" del Programa, .unico 

medio de establecer 5U efectividad. 

Transcurridos los primeros dos arios, cuando los 

funcionarios del MSP han cornprendido mejor la filoso~ia del De­

sarrollo Rural Integral y la SEDRI empieza a concederle a la 

salud el si tual preponderante que tiene en el bienestar del 

hombre, 'las posibilidades de una rnejo, cornprension se han hecho 

presentes en las tres provincias, quiza con mayor enfasis en 

Cotopaxi, en donde los problemas iniciales se han superado con 

la buena voluntad de sus directivos. 

2. Actividades de Promocion 

a. Promotores de Salud 

-El Proyecto asume que se capacitar ian por 10 
• 

menos 30 promotores de salud que serian entrenados y empleados 

en las tres areas. Durante el periodo que evaluamos se han en­

trenado 24 promotores en dos cursos realizados en Manabi y 19 

de ellos se encuentran trabajando en el Area de Jipijapa. En 

el Area de Salcedo hay un promotor trabajando en Tailin y en 

Quimiag-Penipe no hay ninguno. El MSP tiene programado para 
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1984 entrenar a 120 promotores aunque, se anticipa que tendra 

dificu1tades economicas para cumplir con esta meta. 

-Segun un convenio existente entre a1 MSP y 

FODERUMA, se conoce que esta ultima institucion asumio e1 pago 

de bonificaciones a los promotores en 1980 con el 100% de su 

valor, en los afios siguientes el MSP debio asumir paulatinamen­

te el pago, de manera que en 1984 el MSP debia estar pagando el 

80% y FODERUMA el 20%. Sin embargo, hasta 1) fecha esto no se 

ha cumplido por falta de financiamiento en el MSP, problema que 

debera ser solucionado 10 antes posible para evitar la para1i­

zacion del Programa en los pr6ximos afios. 

-Debe considerarse ademas que el exito de los 

Promotores de Salud se basa en un buen control y supervis ion 

realizado por los niveles tecnicos correspondientes y una opor­

tuna referencia de casos a los servicios formales de atencion 

medica. 

-En e1 Area de Jipijapa en donde pudimos ob­

servar este prog~ama, encontramos que no existe una conveniente 

referencia de casos ni una supervision adecuada por parte de 

los medicos Jefes de los SCS. En Puerto Cayo, por ejemplo, el 

medico rural nunca recibio una referencia de pacientes por par­

te de sus promotores, tampoco realiza visi tas de supervision 

porque la organizacion campesina a la cual pertenecen (UPOCAM) 
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exige que cualquier trami te con los promotores se real ice a 

traves suyo, inclusi~e para citarlos a la Jefatura de Area 

tienen que hacerlo con previa solicitud a UPOCAM. 

-El nivel de Area y Provincial tiene igualmen­
. .,te problemas para realizar la supervlslon, por dificultades 

financieras y de movilidad. Algunos promotores han abandonado 

sus puestos por falta del incentivo econ6mico adecuado. Quiza 

deberia pensarse en la posibilidad de utilizar ~ algunos de es­

tos promotores como auxiliares de enfermeria de comunidad, 

cuando haya deficiencia de este personal y previa el entrena­

miento adecuado. 

-Es necesar io que el MSP realice una evalua­

cion integral del programa de Promotores de Salud, por 10 menos 

en algunas areas 0 provincias, para reorientar sus actividades 

y normalizar sus funciones de manera que se constituyan en 

valio- sos elementos de apoyo al sistema formal de salud como 

10 han demostrado en muchos paises del mundo y de~aparezca el 
• 

peligro de convertirlos en ejercitantes de un empirismo 

legalizado con el consiguiente peligro para la salud de la 

comunidad. 

b. Botiquines 

No se han instalado con el Proyecto, se aduce 

que aunque existe un reglamento expedido para su funcionamien­
~11'7/ 

"1/ 
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to, se han detectado muchos problemas en la administracion por 

parte de la comunidad. Se dice tambien que al tratar de adqui­

rir los medicamentos de "bajo costo" que por ley estan obliga­

dos a producir ciertos laboratorios farmaceuticos, estos se 

niegan a vender los, aduciendo que no les resulta rentable. La 

soluci6n podria ser instalarlos como parte de las "Tiendas Co­

munales" que se estan organizando en los Proyectos DRl. 

c. Respaldo a Colaboradoras Voluntarias Rurales 

(CVR) Parteras Ernpiricas y Voluntarios de Salud. 

De acuerdo con las regulaciones del MSP, esta 

activldad se ha desarrollado en las Area DRl y tal vez con ma­

yor exito debido a que el personal de salud se beneficia de la 

organizacion comunitaria que realizan los Proyectos DRl. 

3.	 Programas Prioritarios de Atencion Primaria de 

Salud 

a. Control de Diarreas 

Aunque el incremento de cobertura en las Areas 

DRl no ha podido ser probado, este programa ha tenido un impor­

tante avance especialmente en 10 que a promocion se refiere con 

la asignacion de un asesor de A.I.D. a tiempo completo, el Dr. 

Reynaldb pareja, con quien se han realizado reuniones, semina­
~ .. 

'I ) 
~) 
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rios y se esta preparando abundante material audio-visual como 

rotafolios, (se ha preparado un rotafolio en tela que 10 consi­

deramos muy practico tanto por el material empleado como por su 

contenido) I cunas radiales y otros materiales interesantes. Se 

nos ha hecho conocer que no existe problema en la provisi6n de 

las sales de rehidrataci6n poe parte del MSP a las Areas DRl, 

aunque se distribuyen casi exclusivamente a nivel de SCS, pues 

no se ha podido contar aun con la comunidad para su distribu­

ci6n por la falta de los botiquines comunitarios. Los fondos 

asignados en el Proyecto han sido utilizados en un alto porcen­

taje. 

b. Programa Ampliado de lnmunizaci6n (PAl) 

Este programa ha mantenido sus activid~des 

dentro d~ las Ar~as DRl como parte ae su actividad· normal. 

Parece que existi6 desconocimiento de las autoridades de la po­

sibilidad de utilizar fondos del Proyecto para incrementar sus 

acciones a nivel de esas areas. 

Se han detectado algunas deficiencias, espe­

cialmente en la cadena de fr ioy en entrenamiento de personal 

que podria ser solucionado a corto plazo con la utilizaci6n de 

fondos del Proyecto. A este respecto y considerando que existe 

aun una deficiencia de la red de fri6 en todo el pais que llega 

a un 30% a 40%, es indispensable considerar un fortalecimiento 
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del nivel provincial para obtener la conveniente continuidad de
 

la cadena de frio, 10 que pooria hacerse si es aceptada una re­
. ,

programac10n en este sentido. 

c. Control del Bocio 

-Este subcomponente se encuentra desarrollan­

dose a traves de un proyecto independiente que 10 realiza la 

Curia de Riobamba y que tiene avanzada la implementacion de un 

Centro Vicar ial del Campesino -CEVICAN - que se encuentra en 

·construccion. 

-El Proyecto esta financiando el estudio sobre
 

control del bocio en el area de Quimiag-Penipe que 10 realiza
 

ININMS.
 

d. Actividades de Nutricion 

-Como acciones realizadas a traves de los Pro­

yectos DRI se debe citar la instalacion de "Tien4as Comunales" 

de las cuales se han instalado con buenos resultados 18 en el 

Area de Quimiag-Penipe y 2 en Salcedo, ademas se esta implemen­

tando un "Centro de Acopio" en cada una de dichas areas. Estas 

tiendas tienen financiamiento de SEDRI, y colaboran ENPROVIT, 

SENDIP Y el Instituto Nacinnal de Pesca que esta probando tec­

nologias baratas para la industrializacion del pescado. Hasta 

la presente fecha no se han utilizado fondos del prestamo para 

~.~) 
l 
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esta actividad, debido a que dentro del nivel ae decision de la 

SEDRI se ha considerado que las tiendas son mas bien un proyec­

to de comercializacion antes que un programa de nutricion. 

-El Programa PAAMI (Programa de Asistencia 

Alimentaria Materno-Infantil), ha dotado con sus fondos a las 

Area DRI de los equipos requeridos para la realizacion del Pro­

grama a todos los SCS y que consiste de: balanzas con tallime­

tro, balanzas de campo, equipo de demostracion con cocineta y 

menaje de cocina. 

-EI proyecto piloto que tiene programado la 

SEDRI para realizarlo en las Area DRI no se ha cumplido como 

tal, pero la Direccion del PAAMI desarrollo un Proyecto pilote 

en las tres area que fue financiado por el ININ~IS y cuyo in­

forme final ha sido ya presentado. 

e. Educacion para la Salud 

-La contratacion de un Asesor para el Programa 

de Control de Diarreas ha permitido un avance significativo en 

las actividades de Informacion, Educacion y Comunicacion. El 

MSP ha designado la correspondiente contraparte que con el ase­

soramiento del consultor se encuentra desarrollando su propia 

metodologla, especialmente en la elaboracion de material audio-' 

visual y el contacto directo con la comunidad. Se espera que 

estos logros puedan luego ser replicados a nivel nacional. I 
'/ 

"\,. ) 
\tl 
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Convendria considerar la continuacion de este asesoramiento 

para apoyar a otros programas prioritarios especialmente el PAl. 

-El Proyecto incluye tambien la contratacion 

de un "Asistente Educador para la Salud" para trabajar en cada 

Area DRI, esto no ha side posible por no existir ni el cargo, 

ni la "categorla" en el Manual de Clasificacion de puestos de 

la Administracion Publica, creemos que podria suplirse esta ne­

cesidad prestando un adecuado entrenamiento a los demas miem­

bros del equipo de salud que laboran en las Area DRI, especial­

mente al Inspector Sanitario. 

-Los informes de los Proyectos coinciden en 

confirmar la realizacion de una intensa actividad educativa en 

las escuelas de las comunas pertenecientes a las Area DRl con 

el apoyo de los medicos de los SCS, el personal de Salud de las 

Area DRI y los educadores para la salud provinciales. La ac­

tividad educativa con lideres de la comunidad y organizaciones 

campesinas tambien ha side informada. 

-En 10 referente a preparacion de material au­

dio-visual ya quedo sef'ialado 10 que se ha realizado para el 

Programa de Control de Diarreas. 

-Un aspecto que debe ser considerado como li ­

mitante en este subcomponente de Educacion para la Salud cons­

'tituye la falta de vehiculos para la movilizacion. 
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El Proyecto dota con la deb ida oportunidad los 

cuatro vehiculos considerados en el Convenio, los que fueron 

distribuidos aSl: 

Uno para la Oficina de Coordinacian DR! del MSP (1). 

Uno para cada una de las Areas DRI (3). 

El vehiculo de la Oficina de Coordinacian fue 

asignado a ctras funciones en el MSP. De los tres vehiculos 

asignados a las Areas DR!, solo se encuentra funcionando el ·del 

Proyecto Quimiag-Penipe, los otros dos a poco de haber sido en­

tregados sufrieron accidentes graves que los han mantenido inu­

tilizables por mas de un a~o. Los vehiculos no han sido 

matric~lados hasta la fecha y 'por 10 mismo no han sido asegura­

dose Las Direcciones de Salud de Manabi y Cotopaxi no han que­

r ido asumir los gastos de reparacion por no haber los asignado 

reglamentariamente y porque existen problemas judiciales por 

dilucidarse sobre la culpabilidad de los accidentes. 

Parcce que al momento existe ya la formula 
. 

para solucionar este problema y debe darse el tramite adecuado 

para eliminar esta limitante que impide, a no dudarlo, 'un nor­

mal avance del programa. 
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Debe prepararse, en coordinacion con la SEDRI, 

las normas para utilizacion y conservacion de estos vehiculos. 

f. Participaci6n Comunitaria 

-La filosofia misma del ORI hace de esta con­

dicion la principal estrategia para lograr los objetivos y me­

tas del Proyecto y hay que reconocer que las Unidades Ejecuto­

ras han dado gran impulso tanto a la organizacion como a la 

participacion comunitaria. Practicamente todos los aias se es­

tan desarrollando actividades tendientes a lograr ezte obje­

tivo. Creemos que esta actividad de los Proyectos ORI es el 

mayor aporte que han hecho al Sector Salud que esta benefi­

ciandose de la motivacion de la comunidad y su . . ,organl.zacl.on 

para introducir los programas de salud. 

-Sin embargo, no se puede desconocer que han 

habido problemas derivados en su mayoria de las relaciones con 
.. 

las organizaciones campesinas como es el caso de Manabi que ya 

quedo sei'ialado. 

3. Infraestructura de Salud 

Como quedo sei'ialado en el Numeral II. Situacion 

Actual, este componente ha tenido un progreso que puede consi­
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derarse bueno, con ciertos aspectos que deben tomarse en cuenta 

para el futuro. 

a. Construcciones 

-Los SCS de· Quimiag y Penipe se encuentran 

terminados desde hace varios meses y su equipo listo en la Di­

reccion Provincial. Sin embargo, no se ha puesto a servicio de 

la comunidad por detalles de menor importancia que han impedido 

la entrega-recepcion definiliva entre el lEOS y el MSP. Seria 

conveniente que estas situaciones administrativas menores no 

entorpezcan y retracen la prestacion de un servicio deseado por 

la comunidad. 

-Hay otras construcciones que estando progra­

madas y contando con la financiacion respectivas no se inician 

o no se terminan como es el caso del SC5 de Matus (en Quimiag-

Penipe) y el de 5 de Julio en Jipijapa. 5i el lEOS no tiene 

capacidad operativa para realizar estas obras, 
• 

deberian ser 

subcontradas con empresas especializadas para evitar el incre­

mento de los costos con el pasar del tiempo y sobre todo que se 

priven a las comunidades de un servicio al que tienen derecho. 

,
-Hemos conocido que segun un acuerdo con la 

SEDRI los PS seran instalados en las "Casas Comunales", no es­

tamos en desacuerdo con este criterio, al contrario 10 apoya­
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mos, pero hasta la fecha son pocos los PS instalados a pesar de 

haber muchas Casas Comunales que han sido terminadas y existir 

el correspondiente equipo en las Direcciones Provinciales. La 

razon ya fue identificada anter iormente y se relaciona con la 

falta de la auxiliar de enfermeria comunal que no ha podido ser 

contratada por los motivos conocidos. 

b. Equipamiento 

. -La adquisicion de equipos para SCS y PS ha 

sido cumplida quiza con ventaja sobre las metas programadas, 

lamentablemente no se puede decir 10 mismo de la utilizacion de 

esos equipos, pues la mayor ia se encuentra enbodegado en las 

Direcciones Provinciales, con la misma justificacion de falta 

de personal idoneo para hacerse cargo del equipo, especialmente 

a nivel de PS. 

-La eficiencia de un sistema de salud depende 

de la capacidad operativa de todos sus niveles. No se puede 
• 

mejorar la salud de una comunidad con una buena Atencion Prima­

ria si no se cuenta paralelamente con una nidad bien dotada en 

el siguiente nivel de complejidad para atender la patologia re­

ferida de los niveles inferiores. Algunos csa, especialmente 

el de Jipijapa tiene importantes deficiencias que no han podido 

ser solucionadas por el nivel Provincial, como es la falta de 

equipo de Rayos X. Se debe ?ensar con la colaboracion de la 
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A.I.D. en una repro\]ramacion de estos fondos, para ayudar a 

nivel de area en los csa y en algunos casos a nivel provincial 

como en la dotacion de la cadena de frio ya expuesto. 

E. Administracion del Provecto « 

1. Oficina de Coordinacion DRI 

-Consideramos un acierto la creaci6n, por parte 

del MSP de la "Oficina de Coordinacion de DRI" que est4 en ~on-

diciones de cont~ibuir a la eliminacion de la mayor parte de 

las dificultades seffaladas. 

-Las principales funciones que ha venido desempe­

ffando esta oficina se resumen asi: 

-Manejo financiero de los fondos del Proyecto 

asignados al componente de Desarrollo Intitucional permitiendo 

cumplir con las estrictas normas administrativas y. de reembolso 

de fondos de la A.I.D. 

-Practicamente ha constituido la contraparte per­

manente del MSP en la elaboracion del Modelo de Regionalizaci6n 

de Servicios que se realiza con el asesoramiento de CIMDER y 

constituira el elemento indispensable en la aplicaci6n del mo­
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delo en las Provincias mediante el adiestramiento oportuno del 

personal encargado de aplicar el Modelo. 

-Ha tenido parte activa en la seleccion de perso­

nal para entrenamiento, asi como en la 0:ganizaci6n de cursos, 

seminarios 0 reuniones para la discusion de los diferent~s m6­

dulos del Modelo de Regionalizaci6n. 

-Debe const! tuirse, debidamente reforzado, en el 

elemento tecnico de apoyo para las Areas y las provincias en la 

seleccion de temas y en algunos casos inclusive del disef'io de 

las investigaciones operacionales que se programen de acuerdo 

con la re~omendaci6n que estamos haciendo. 

-Debera intervenir, de acuerdo con el convenio 

entre el MSP y la SEDRI en la elaboraci6n anual de los POA, por 

10 menDs en los aspectos generales, constituyendo el lazo de 

union entre los Proyectos DR! y las Direcciones Provinciales de 

Salud. 

-U~a funcion inherent~ a esta oficina debe ser la 

supervision tecnica y evaluacion continua de las actividades de 

salud en las Areas DR! para suger ir a los niveles respectivos 

los reajustes necesarios y la reprogramacion respectiva. Esta 

funcion no ha podido cumplirse a cabalidad por la falta de me­

dios de informacion oportuna y de recursos de movilizacion, 

v\''I.:> 
11 
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pues como dejamos aclarado, el vehiculo asignado para el Pro­

yecto fue destinado a otras funciones por el MSP. 

-La resolucion del MSP de crear una Division de 

Regionalizacion basada en la estructura de la actual Oficina de 

Coordinacion creemos que dara estabilidad y continuidad a las 

actividades del Proyecto. 

2. Sistema de Informacion, Supervision y Evaluacion 

-El Convenio no especifica en forma concreta los 

mecanismos de control del Proyecto porque se supone que los 

mismos van ~ formar parte del Modelo que esta siendo elaborado 

como componente del Modelo de Regionalizacion. De todas mane­

ras, se han elaborado informes mensuales de los tres Jefes de 

Area que han sido analizados en la Oficina de Coordinacion DR! 

del MSP. Se espera que en los proximos perlodos se pueda con­

tar con informes concentrados, tanto descriptivos como estadls­

ticos, que faciliten la labor de evaluacion. 

-Las actividades de supervision se han visto di­

ficultadas por dos razones fundamentales, la una es la falta de 

una definicion clara de las dependencias tecnico-administrati­

vas a nivel de area de salud, y la segunda las dificultades £i­

nancieras y de movilizacion que han af.ectado a varios programas 

del MSP. 
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-Las actividades de evaluacion per iodica tambien 

se han visto limitadas por las consideraciones anteriores y se­

ria de desear que en aaelante se realice una evaluacion anual 

incluyendo ya, en 10 posible, algunos aspectos de la evaluacion 

del impacto en la morbilidad 0 por 10 menos en la cobertura de 

los servicios, como unica forma de verificar el verdadero ren­

dimiento del programa. 

3. Administracion Financiera 

Se ha detectado algun retrazo en el tramite de 

los fondos, especialmente en aquellos que se manejan a craves 

de la SEDRI con la intervencion de FONADRI, como en el caso de 

los fondos asignados para infraestructura de salud (construc­

ciones y equipamiento) seguramente atr ibuible a la demora en 

enviar los comprobantes de gastos para ser reembolsados por la 

A.I.D. (Se adjunta un informe detallado, elaborado por el Sr. 

Robert Emrey). 

IV. CONCLUSIONES Y RECOMENDACIONES 

El MSP considera que la salud es el bien supremo 

del hombre y asi 10 reconoce nuestra Constitucion al considerar 

que el derecho a la salud es uno de los derechos fundamentales 

de todo ecuatoriano. El desarrollo integral debe pues conside­

/ 
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rar a la salud como un fin primordial y no como un media 0 in­

centivo para desarrollar programas economicos 0 agricolas, por 

importantes que estos sean. 

Bajo este pr incipio expondremos las conclusiones
 

y recomendaciones de nuestro estudio.
 

1. -La incoordinacion detectada entre las autor ida­

des de los Proyectos DRl y l~s del MSP, especialrnente del nivel 

provincial, esta ocas i0r:'-ando un frac~ionamiento de los Progra­

mas de Salud de las Areas DRl que se escapan de la unidad y 

coherencia necesaria que debe primar en la programacion de 

salud. 

-Se sug iere una revision del Convenio entre el 

MSP y la SEDRl de manera que se establezca la jerarquizacion 

justa del sector salud, establecienoo los puntos de convergen­

cia de las instituciones y permitiendo que la programacion y 

ejecucion de las acciones de salud se encuadren dentro de sus 
•
 

pol!ticas y planes nacionales y provinciales.
 

2. La organizacion y participacion comunitar ia, es­

trategia fundamental de la SEDRl, constituye para la salud un 

valioso elemento para el cumplimiento de sus objetivos. 

-El MSP deberia apoyar y participar en todas las 

.acciones que conduzcan a ese fin, perc estableciendo normas 1\( 
.()'-\ ' 
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claras y pr.ecisas especialmente para la utilizacion de los pro­

motores de salud, ta'nto para su remuneracion como para· sus 

funciones y obligaciones, desarrollando un sistema de supervi­

sion directa e indirecta que verifique su utilidad como colabo­

radores del sistema y no se favorezca e1 empirismo. 

3. El desarrollo del Modelo de Regionalizacion, que 

significara la descentralizacion administrativa de las Areas 0 

Microregiones puede convertirse en el mayor logro del Proyecto 

cumpliendo asi una de las mas antiguas aspiraciones del MSP. 

-5e sugiere iniciar cuanto antes con la aplica­

cion del Modulo de Diagnostico en las areas que sean escogidas 

pero sin descuidar que paralelamente se aprueben los modulos de 

organizacion y programacion que son los que definitivamente Ie 

daran forma a las Microregiones. La cupula tecnica del MSP de­

beria estar directamente comprometida con esta labor. El Pro­

yecto, mediante una reprogramacion adecuada debera apoyar las 

actividades de entrenamiento y de supervision en.el proceso de 

implementacion del Modelo. 

4. La decision del 1'-lSP de nombrar Jefes de Area de 

Salud a los Directores de los CSH parece ser la unica alterna­

tiva factible de llevarse a cabo. 
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-Sera necesar io establecer un cronograma para el 

ingreso de las provincias al nuevo sistema, encontra~ la formu­

la legal y economica para poder fortalecer a la Jefatura de 

Area con la inclusion de personal tecnicu de apoyo para la 

Administracion de la Microregion: por 10 menos un medico y una 

enfermera, con preparaci6n en administracion de servicios y un 

estadistico. 

-Se va a requerir ademas proporcionar entrena­

miento al personal de las Areas incluyendo al Director del 

CSH. Creemos que la mejor alternativa sera organizar cursos en 

el Pais para una 0 var ias Provincias paralelamente con la in­

corporacion al sistema. Los fondos del Proyecto podrian refi­

nanciarse para esta actividad. 

5. La condicion politica de mantener la division 

territorial politico-administrativa del Pais, no puede cum­

plirse a totalidad en muchos casos por problemas
• 

de accesibi­

lidad. 

-El Proyecto podr ia ayudar en el establecimiento 
,

espacial 0 geografico de las areas, estudiando un mecanismo 

idoneo para solucionar los casos en que este principio tendr ia 

que ser alterado en beneficio de la eficiencia de la atencion y 

la coordinacion a establecerse entre provincias. 
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6. Un pequeno muestreo estadistico de las activida­

des de APS ha demostrado que la labor de eaucacion y motivacion 

de las comuniades no h~n ~esultado en un incremento significa­

tivo de la cobertura y el verdaciero impacto del Proyecto solo 

podra ser juzgado cuando obtengamos una disminucion en la 

morbi-mortalidad de la patologia que atacamos. 

-Un desarrollo paralelo de la capacidad provin­

cial para apoyar con los insumos necesar ios el aumento de la 

demanda de la poblacion es indi3penable, solo asi se evitara el 

peligro que significa dejar insatisfacha una ciemanda que noso­

tros hemos originado. 

-As! mismo se requiere mediante entrenamiento 

adecuado crear en el nivel directivo provincial una clara con­

ciencia de apoyo al Proyecto, demostrando los beneficios tecni­

cos y administrativos que se derivaran para su propia adminis­

tracion provincial. 

-El fortalecimiento y equipamiento adecuado de 

los niveles de referencia de pacientes, en este caso de los eSH 

es otra necesidad que hay que preveer para evitar el deterioro 

de la cadena de referencia de pacientes. 
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-El Proyecto podra considerar en su reprograma­

cion algun apoyo de este tipo. 

7. Las activ idades de investigacion han tenido, du­

rante el periodo de la evaluacion un desarrollo modesto. Las 

dificultades detectadas explican suficientemente su escaso de­

sarrollo pero concientes del papel que ellas desempenaran en el 

futuro del Programa, nos permitimos sugerir que una Comision 

especial quiza con el asesoramiento adecuado (provisto por el 

Proyecto) deberia analizar a fonda los requerimientos y facti­

bilidad de estudios concretos y de inmediata aplicacion practi­

ca, de manera que la reprogramaci6n del Proyecto en esta area 

pueda hacerse sobre una base cierta. 

8. El subcomponente de Nutr icion durante el per iodo 

no revela ninguna actividad nueva 0 preponderante en las Areas 

DR!, excepto la realizacion de un programa pilote del PAAMI. 

-Considerando que los Proyectos DRI le dan una 

especial importar-cia a estas actividades, es necesario en coor­

dinacion con las autoridades respectivas del MSP y de SEDRI 

buscar el mejor campo de apoyo en que pooria intervenir el Pro­

yecto. 
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9. El PAl 'ha hecho conocer algunas deficiencias de 

su red de frio incluso en las provincias de las Areas DRI, 10 

que esta disminuyendo la eficacia del programa. El Proyecto 

deberla apoyar en la soluci6n de esta deficiencia para que las 

Areas DRI puedan ser realmente "Areas de Demostraci6n ll a co­

piarse posteriormente en otras'regiones del Pais. 

10. Los botiquines comunitarios no han podido ser im­

plementados por problemas administratiyos, pero se ha reconoci­

do su conveniencia especialemte en sitios alejados de los SCS 0 

de dificil accesibilidad. 

La sugerencia seria aprovechar la infraestructura 

de las "Tiendas Comunales" que ya se encuentran funcionando y 

han superado el problema administrativo. 

11. La falta de recursos de movilizaci6n ha dificul­

tado el cabal cumplimiento de las actividades programadas de .. 
educaci6n para la salud. 

-Es urgente que a cu?~quier costo se proceda a la 

reparaci6n de los vehiculos averiados sin perjuicio de las ac­

ciones legales que deben continuar para establecer responsabi­

lidades. 
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-Los vehiculos deben ser entregados a las Jefatu­

ras de Area a traves de las respectivas Dirpcciones Provincia­

les, pero estableciendose clararnente las actividades a curnplir, 

las disposiciones para rnantenirniento y las responsabilidades 

consiguientes. Se irnpone la contratacion de un seguro. 

-Nos permi t irnos suger ir que el vehiculo asignado 

a la Oficina de Coordinacion de DRI sea devuelto a sus funcio­

nes, especidlmente ahora que se iniciaran las actividades de 

campo en la aplicaci6n del Modelo de Rcgionalizaci6n. 

12. Todo 10 anterior nos hace conc1uir que sera nece­

sario realizar una reprogramaci6n importante del Proyecto, 

orientando los recursos hacia las areas que se juzgan priorita­

rias y mas relacionadas con los objetivos del proyecto. 

-Esta repr00ramaci6n debera hacerse previo un es­

tudio detallado realizado con la participaci6n de las institu­
• 

ciones comprom~tidas. 

-Una evaluaci6n anual a partir de la fecha en que 

entre en vigencia la reprogramaci6n sef"lalada, debera ser pre­

vista, la misma que debera incluir un estudio de profundidad en 

las areas para determinar el incremento de cobertura de las ac­

ciones de salud que en definitiva es 10 que requiere el MSP. 
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13. Para que esta evaluacion que se propone sea efec­

tiva, la reprogramacion debera incluir mecanismos de control 

mas adecuados. El Sistema de Informacion del Modelo de Regio­

nalizacion faci1itara esta acci6n, pero se debe establecer en 

el Proyecto requer imientos concretos de informes per iodicos y 

concentrados que estudiados y ana1izados por la Oficina de 

Coordinacion DRI facilitaran, a su tiempo, 1a labor de los eva­

luadores. 

.. 



ANEXO No.1
 

PROYECTO 518-0015 Y 518-U-040
 

EVALUAClON
 

AGENDA DE TRABAJO
 

Marzo 7 - Abril 6, 1984
 

Martes, 6 de marzo 

08:00 - 12:00 Reunion Preparatoria: 
- Aprobacion de la Agenda de Trabajo 
- Discusion y aprobacion de 1a metodologia 
y de los instrumentos para recoleccion de 
datos. 

12:30 - 16:30 Estudio de la documentacion disponible 

Mi~rcoles, 7 de marzo 

08:00 
11:00 

-
-

11:00 
12:00 

Preparacion de entrevistas 
Visita de cortesia al senor Ministro de Sa­
lud y Autoridades del Ministerio 

12:00 - 16:30 Entrevista con el C.N.S.: 
- Dr. 
- Dr. 

Fausto Andrade, Director Ejecutivo
Eduardo Navas, Ex-Coordinador 

- Dr. Oswaldo Egas, Delegado del lESS 

Jueves, 8 de marzo 

08:00 - 12:00 Entrevista con Autoridades del Ministerio 
de Salud Publica - Nivel Central 
- Ora. Guadalupe Perez de Sierra, 
taria de Salud de la Region I 

Subsecre­

- Dr. Cesar Troncoso, Direc~or Tecnico de 
la Subsecretaria - Region I 
- Dr. Mauro Rivadeneira, Director General 
de Salud 

12:30 - 16:30 - Dr. Julio Alvear, Director del lNINMS 
- Dr.. ,
Clon 

Enrique Vera, Director de Planifica­

- Dr.. ,
Clon 

Edgar Moncayo, Director de Programa­

- Ora. Magdalena Vanoni, Directora de Pro­
gramacion Prioritarios 
- Dr. Ricardo Freire, Director de Servicios 
Medicos 
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Viernes, 9 de marzo 

08:00 - 14:00 - Dr. Humberto Baquero,
de Fomento 

Jefe de 1a Division 

- Dra. Ligia Salvador, Jefe de la Division 
de Morbilidaa mas Frecuenta (Encargada del 
Programa de Control de Diarreas) 
- Dr. Alfredo Jara, Jefe de la Division de 
Desarrollo Comunitario. 
- Dr. Oswaldo Barrezueta, Jefe de PAI 
- Lcdo. Carlos Rosero, Jefe de ~iucacion 
para la Salud 

14:00 - 16:30 Entrevista con personeros de la OPS/OMS 
- Dr. 
- Dr. 

Carlos Pettigiani, Representante 
Merlin Fe:nandez, Asesor 

Sabado, 10 de marzo Analisis·de la informacion obtenida 

Lunes, 12 de marzo 

08:00 - 12:00 Entrevista con funcionaros de la SEDRI 
- Lcdo. 
- Lcda. 

Jaime Borja, Director Tecnico 
Susana Larrea, Nutricion 

- Sra. Carmen Carrasco, Contabilidad 

12:00 - 13:30 Entrevista con funcionarios de FODERUMA 
- Dr. Miguel Almeida, Jefe de Salud 
- Lcda. Alicia Bals~ca, Enfermera 

14:00 - 16:30 Entrevista con personeros de CIMDER 
- Dr. Jorge Saravia, Director 
- Srta. Esmeralda Burbano, Asesora 
- Lcda. Yolanda Romero, Con~raparte 

Dr. Luis Vasconez, Contraparte 

Martes, 13 de marzo 

08:00 - 12:00 Anali~is de la informacion obtenida 

12:00 - 16:30 Preparar visita de campo Area DRI-Jipijapa 

Miercoles, 14 de marzo 

07:00 Viaje a Manta - TAME Vue10 No. 131 

!" ,i 

(. ~ 

~J 
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09:00	 - 12:00 Entrevistas y discusion sobre el Area DRI­

Jipijapa con funcionarios de 1a Direccion
 
Provincial de Salud de Manabi
 
- Dr. Julio Vil1acres, Director Provincial
 
- Sr. Pub1io Villavicencio, Jefe ae
 
Finanzas
 
- Dr. Juner Falfan, Jefe de Programas
 
Prioritarios
 

12:30	 Viaje a Jipijapa 

14:00	 - 16:30 Entrevista co~ funcionarios del Area DRI 
- Ora. Maria Elena Gonzalez, Jefe de Area 
- Dr. Abelardo Andrade i ex-Jefe de Area 

Jueves, 15 de marzo 

08:00	 - 10:00 Entrevista con: 
- Ing. Angel Orlando, Jefe del Proyecto 
SEDRl 

10:00	 - 16:30 Visita a Subcentros de Salud y Puestos de 
Salud entrevistando a: 
- Director del CSH 
- Medicos de Subcentros 
- Promotores de Salud 
- Dirigentes de UPOC~~ 

- Otros lideres de la comunidad y autorida­
des civiles 

(Los evaluadores se dividiran en grupos se­
gun su interes). 
(Se pernoctara dos noches en Manta - Hotel 
Gaviota) 

Viernes, 16 de marzo 

08:30	 Viaje de regreso Manta-Quito, Vuelo TAME 
No. 130 

10:00 - 16:30	 Analisis de la informacion obtenida. 

Sabado, 17 de marzo	 Analisis de la informacion obtenida. 

tunes, 19 de marzo	 Preparar visita de campo Areas DRI 
Quimiag-Penipe y Salcedo 

14:00	 Viaje a Riobamba via terrestre - Hotel 
Galpon 
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Martes, 20 de marzo 

08:00 - 10:00 Entrevista con autoridades provincia1es de 
Salud de Chimbora~o 

- Dr. Gualberto Marino, Director Provincial 
- Dr. Pub1io Escobar, Jefe de Programas 
Prioritarios 
- Dr. Marco Quintana, Jefe de Materno In­
fantil 
- Ing. Milton Silva, Director Provincial 
del IEOS 

10:00 - 16:30 Visita al DRI Quimiag-Penipe y entrevista 
con: 
- Jefe de Area 

Jefe del Proyecto SEDRI 
Medicos de Subcentros y Puesto de Salud 
Promotores de Salud 
Lideres Comunitarios 
Autoridades Civiles 
Miembros de 1a Comunidad 

(Los evaluadores se 
segun su interes). 

dividiran en grupos 

17:00 Viaje de regreso a Latacunga, via 
- Hotel Rumipamba de las Rosas 

terrestre 

Miercoles, 21 de marzo 

08:00 - 10:00 Entrevista con autoridades provincia1es se 
Sa1ud de Cotopaxi 
- Dr. Ramiro Parreno, Director Provincial 
- Dr. Arturo Ortiz, Jefe de-programas 
Prioritarios 
- Ing. Julio Cesar Proano, Jefe IEOS 

10:30 - 16:30 Visita a1 Area DRI Salcedo y entrevista con: 
- Dr. Max Arias, Jefe de Area 
- Ing. Oscar Esco1a, Jefe de Proyecto SEDRI 
- Lcdo. Jaime Arias, Educador 
- Director de CSH de Salcedo 
- Medicos de los Subcentros y Puestos de 
Sa1ua 
- Promotores de Salud 
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- Lideres Comunitarios 
- Autoridades Civiles 
- Miembros de la Comunidad 

(Los evaluadores se dividiran en grupos 
segun su interes.) 

17:00 Viaje de regreso a Quito.
 

Jueves, 22 de marzo Analisis de la informacion obtenida.
 

Viernes, 23 a Miercoles, 29 de marzo
 

Preparacion del borrador del documento 

Jueves, 29 de marzo 

18:00 Presentacion de conclusiones y recomenda­
ciones al senor Ministro de Salud 

Viernes, 30 de marzo a Viernes, 6 de abril 

Discusion del borrador y redacci6n final 
del documentos en espa~ol e ingles en Quito 
y Washington. 

NOTA: Cuando el documento 
autoridades, 
Seminario pa
vas estrategias 
en los vario
CIMDER. 

se 
ra 

s n

haya sido completado y entregado a las 
establecera una fecha para realizar un 

el analisis del documento y busqueda de nue­
con funcionarios reJponsables del Proyecto 

iveles, pertenecientes al MSP, SEDRI, AID Y 
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LISTA DE PERSONAS ENTREVISTAS
 

Dr. Luis Sarrazin Davila 

Ora. Guadalupe P. de Sierra 

Dr. Mauro Rivadeneira 

Dr. Gustavo Estrella 

Dr. Eduardo Navas 

Dr. Cesar Troncoso 

Dr. Fausto Andrade. 

Dr. Enrique Vera 

Ora. Magdalena Vanoni 

Dr. Ricardo Freire 

Dr. Julio Alvear 

Dr. Edgar Moncayo 

Dr. Edmundo Betancourt 

Dr. Humberto Baquero 

Ora. Ligia Salvador 

Dr. Oswaldo Barrezueta 

Dr. Alfredo Jara 

Ministro de Salud Publica 

Subsecretaria de Salud Region I 

Director General ~e Salud 

Director de la Oficina de Desa­
rrollo Rural Integral - Salud 

Director Tecnico de La Oficina 
de Desarrollo Rural Integral ­

Salud
 

Director Tecnico de la Subse­

cretaria de Salud - Region I
 

Director Ejecutivo del Consejo
 
Nacional de Salud
 

Director de Planificacion, MSP
 

Directora de Programas Priori ­

tarios 

Director de Servicios de Salud 

Director del INlNMS 

Jefe de Programacion MSP 

Jefe de la Division de Nutri ­
cion, MSP 

Jefe de la Divi-sion de Fomento 
para la Salud 

Jefe de la Division de Morbili ­
dad mas Frecuente 

Jefe del PAl 

Jefe de la Division de Desarro­
llo Comunitario 



Ledo. Carlos Rosero 

Dr. Oswaldo Egas 

Dr. Miguel Almeida 

- 'teda. Alicia Balseea 

Ledo. Jaime Borja 

Leda. Susana Larrea 

Sra. Carmen Carrasco 

Dr. Kenneth Farr 

Dr. Frederick Hartman 

Dr. Reynaldo pareja 

Dr. Carlos Pettigiani 

Dr. Merlin Fernandez 

Dr. Jorge Saravia 

Srta. Esmeralda Burbano 

Leda. Yolanda Romero 

Dr. Luis Vaseonez 

Leda. Nelly Gallardo 
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Edueador para la Salud de la
 
Direeeion de Programas Priori ­

tarios
 

Funeionario de la Direccion Me­

dico Social del lESS, pelegado
 
a CONADE
 

Jefe de Salud de FODERUMA
 

Enfermera Salubrista FODERUMA
 

Director Teenieo de SEDRI
 

Nutrieionista de SEDRI
 

Funeionaria de Contabilidad de
 
SEDRl
 

Jefe de Salud de A.I.D.
 

Asesor de A.I.D.
 

Asesor en IEC para el Programa

de Control de Diarreas
 

Representante de la OPS/OMS
 

Asesor de la OPS/OMS
 

Director de CIMDER
 

Funcionaria de CIMDER
 

Funeionaria de ia Division de
 
Estadistica, MSP. Asignada a
 
CIMDER 

Funeionario de la Division de 
Desarrollo Comunitario. Asig­
nado a CIMDER 

Enfermera de la Division de De­
sarrollo Comunitario. Asignada 
a CIMDER 



Lcda. Marcia Gordillo 

Dr. Julio Villacres 

Dr. Juner Falfan 

Sr. Julio Villavicencio 

Dr. Abelardo Andrade 

lng. Angel Orlando 

lng. ~oberto Gonzalez 

Medicos y Odontologos Rurales 

Personal de Salud, Lideres 
Comunitarios y Promotores 

Dr. Publio Escobar 

Dr. Marco Quintana 

!ng. Milton Silva 

Ing. Alfredo Naranjo 

Enf. Grimaneza Vilema 

Sr. Jorge Araujo 
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Enfermera de la Division de De­
sarrollo Comunitario. Asignada 
a ClMDER 

Director de Salud de Manabi 

Jefe de Programas Prioritarios 
de Manabi 

Jefe de Finanzas de la Direc­
cion de Salud de Manabi 

Funcionario de la Subsecretaria 
de la Region II, ex-Jefe del 
Area DRIJipijapa 

Jefe de la Unidad Ejecutora del 
Proyecto DRI, Jipijapa 

Consultor de (ICCA) 

Area DRI, Jipijapa 

Area DRI, Jipijapa 

Jefe de Programas Prioritarios 
Direccion de Salud Chimborazo 

Jefe de Salud Materno Infantil 
de la Direccion Provincial de 
Salud Chimborazo - ex-Jefe de 
Area DRI, Quimiag-Penipe 

Director Provin~ial del lEaS 
Chimborazo 

Medico Rural, Encargado de la 
Jefatura del Proyecto DRl Qui­
miag-Penipe 

Enfermera Rural. Asignada al 
Proyecto ORI, Jipijapa 

Inspector Sanitario de la oi­
reccion Provincial de Salud 
Chimborazo. Asignado al Pro­
yecto DRI, Quimiag-Penipe 



Sra. Judith Manzano 

Medicos Rurales, Personal de 
Salud y Lideres Comunitarios 

Dr. Ramiro Parreno Vega 

Dr. Patricio Miranda 

Dr. Arturo Ortiz P.
 

Dr. Enrique Villarroel C.
 

Dr. Julio Vizcarra V.
 

Dr. Fabian Jijon F.
 

Sra. Teresa Vega E.
 

Lcdo. Jaime Arias B.
 

Dr. Max Arias
 

Ing. Oscar Escola
 

Inf. Julio Cesar Proaffo
 

Medicos Rurales, Personal de 
Salud y Lideres Comunitarios 
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Auxiliar de Enferrneria Palitagua 

Area DRI, Quimiag-Penipe 

Director Provincial de Salud de 
Cotopaxi 

Jefe de Servicios de Salud de 
Cotopaxi 

Jefe de Programas Prioritarios 

Jefe de control de Tuberculosis 
y del Dept. de Enferrnedades 
Diarreicai de Cotopaxi 

Jefe de Salud Bucal de Cotopaxi 

Director del Centro de Salud 
HOtipital de Salcedo 

Jefe de Enferrneras de la Pro­
vincia de Cotopaxi 

Jefe de Educacion para la Salud 
de la Provincia de Cotopaxi 

Medico del DRI Proyecto Salcedo 

Jefe del Proyecto DRl, Salcedo 

Director Provincial del lEOS de 
Cotopaxi • 

Area DRl, Salcedo 



Anexo No. 3 
Pag. 2 de 3 

Curso sobre conocimientos basicos de salud. (Una experien­
cia de capacitacion en el Proyecto Salcedo). 

politicas y Normas de Atencion Primaria de Salud. (Reunion
de fin de semana) y forlnularios (Prornotores). 

Contrato entre el MSP y CIMDER para el Diseffo e Implementa­
cion de un Sistema de Servicios de Salud reglonalizado en 3 
microrcgiones de 103 Proyectos DRI con una estrategia de 
extension de cooertura, 19 de marzo, 1982. 

Enmienda al Contrato anterior del 23 abril de 1982. 

Decreto Ejecutivo No. 637, que establece el subsistema de 
Desarrollo Rural Integral dentro del Sistema Nacional de la 
Administracion Publica, Presidente Jaime Roldos - 29 de oc­
tubre, 1980. 

Metodologia de Diagnostico para Areas DRI. (Metodologia y 
2 Anexos). Documento preliminar, junio, 1982. 

Diagnostico de la Situacion de S~lud ell aLcas DRI: Salce­
do, Quimiag-penipe y Jipijapa, agosto, 1982. 

~1anual sobre recopilacion resumida y clasificada de Politi­
cas, Normas y Procedimientos de Interes al Sector Salud en 
los programas de Desarrollo Rural Integral. Documento pre­
liminar, octubre, 1982. 

Modulo de Programacion. Primera version, noviembre 1982. 

Manual sobre Recopilacion Resumida y Clasificada de Politi­
cas y Normas de Interes al Sector Salud en Areas de Desa­
rrollo Rural. Revision documento preliminar, ~arzo, 1983. 

Metodologia de Diagnostico para areas de Salud. 
- Revision documento preliminar - junio, 1983 
- Revision d9cumento prelimiuar - noviembre, 1983. 

Modulo Deliminatacion d~l Sujeto de Trabajo - Documento 
preliminar, junio 1983. 

Sintesis de la Metodologia de Regionalizacion de Servicios 
de Salud - Documento preliminar, junio 1983. 

Modulo de Toma de Decisiones. Documento preliminar, junio, 
1983. Revision documento preliminar, diciembre, 1984. 
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Documento de Regiona1izacion de Servicios de Sa1ud - Docu­
mento pre1iminar, agosto, 1983. 

Modulo de Organizacion. Documento pre1iminar, junio 1983. 
Revision documento pre1iminar (Direccion Provincial y Areas 
de Salud) diciembre, 1983. 

Metodologia de Diagnost~co (Metodologia y 2 Anexos), narzo, 
1984. 

Proyecto Piloto de Programa de Asistencia Alimentaria Ma­
terno Infanti1 en su Primera Fase para las Zonas DRI de 
Salcedo y Quimiag-penipe - Dr. Guillermo Troya, MPH ­
JUNAC, 1983. Anexos - JUNAC, 1983. 

Anuario de Estadistica, Programa de Asistencia Alimentaria 
Materno-Infantil, Division Nacional de Nutrici6n, ~iniste­
rio d~ Salud, 1982. 
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DOCUMENTOS 

Programas Operativos Anuales (POA): 1982 y 1983 de las
 
tres Areas DRI.
 

Informe de Reuniones de CIMDER.
 

Informe de Aciiestramiento de Cn-1DER.
 

Informe de Reunioes e Investigacion CNS.
 

Convenio Proyecto A.1.D. 518-0015 - A.1.D. 518-U-040 Y SllS
 

Anexos.
 

Informe de Consultor sobre Promotores de Salud, Sr. Sam
 
Haight -A. I.D.
 

Convenio entre el MSP y SEDRI - (Convenio General). 

Convenio entre el MSP y SEDRI para la ejecucion de activi­
dades de campo para APS en las Areas de los Proyectos DRI: 
Salcedo, Quimiag-Penipe y Jipijapa. 

Programa del Seminario Taller sobre Lineas de Investigacion 
en Ciencias de la Salud. AF~lE 25-26, noviembre, 1982. 

Informe del anterior - septiembre 1983.
 

Directorio y Codificacion de los Establecimientos de Salud,
 
30 junio, 1980 MSP.
 

Proyecto de Desarrollo Rural Integral - Quimiag-Penipe, vo­

lumen I - Diagnostico.
 

Programacion para 1984 de la Division de Desarrollo Comuni­
tar io MSP. •
 

Juego de Formularios para Informe de Promotores de Salud.
 

Encuesta Nacional de Salud Materno-Infantil y Variables De­

mograficas - Ecuador, 1982.
 

Informes trimestrales de Progreso del Proyecto preparado
 
por A.I.D. desde septiembre, 1982 a diciembre, 1983.
 

Extension de Cobertura Medica (una experiencia en el Pro­

yecto Salcedo.
 


