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I,

INTRODUCTION
A. Background -~ VISISA Project

In the summer of 1983 a project paper was written called "The
Health Systems Vitalization Project” (519-6291). It was origin-
ally conceived to be a $9 million project with three components:
health supplies management, public health infrastructure maint-
enance and management information systems, Subsequently thae
project was expanded to $25 million and a fourth compunent was
added because of the neced to increase the procurement levels

of medicines, equipment, supplies and to improve emergency medi-
cal services,

The purpose of the project is to:

1. "Increase existing levels of primary health care and
emergency medical services by meeting the initial
short-term needs of the Ministry for essential goods
and services,

2, Vitalize the institutional capacity of the Ministry to
more effectively execute their existing systems in
health supplies management, maintenance and information
management, "

In order to handle this large influx of commodities, AID was to
provide technical assistance, training, supplies and construc-
tion/refurbishing of warehouses to restore the MOH logistical
supply system. The objective of the Technical Assistance was "to
provide technical assistance to key areas addressed by the Pro-
ject, which is designed to rapidly (emphasis added) restore and
revitalize the health system in El1 Salvador." The four compo-
nents of the VISISA project are:

1, The first component is Health Surmplies Management, The
Project Paper concluded that "MOH has not developed a
coherent distribution strategy. Operative Services has
no administrative support staff. Central warehouse
operation is antiquated, cumbersome, and inefficient,
(Ar estimated one million colones were lost last year
due to inefficiencies in this system e,g. the expira-
tions of drugs due the lack of an effective inventory
control program), Information regarding inventories,
product movement, warehouse personnel is not organized
or easily accessible., In brief, current procurement
practices, warehousing and distribution management, are
the most serious constraints to the vitalization of the
MOH logistics system. MOH does not establish in-
Ventory, warehouse, transportat.on strategies, set
implementation targets, or conduct evaluation of pro-
gress and results, Management of the logistics system
is diffuse, operating units are loosely related and
there is no continuous and reliable information flow to
support management of products." (p.25) 1In order to
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remedy this situation, there are three subcomponents:
1) to facilitate the early acquisition of critically
needed commodities for infusion into the health sup-
Plies delivery system and to restore the management and
administrative capability and effectiveness of the sup-
ply management functions of the MOH including pro-
curement, inventory control, storage and distribution
and to institutionalize this capability; 2) to support
and increase the capability of the mational and opera-
tional areas services to effectively control malaria;
3) to establish a drug quality control program and
establish guidelines for shipping, trzansportation,
warehouses, storage, and dispensing conditions to as-
sure the distribution of efficacious and safe drugs of
high quality.

The second component deals with upgrading the public
health infrastructure maintenance and repair in trans-
portation and biomedical equipment, AID is to support
the Transport Department to rapidly improve the vehicu-
lar fleet and develop a systematic maintenance and
repair program for MOK vehicles. The project will

also help MOH develop the capacity to perform maint-
enance and repair of biomedical, electrical, and elect-
romechanical equipment and to establish a preventive
maintenance program,

The third component is to provide tke MOH with the
necessary resources to develop a comprehensive data
base to support MOH activities in procurement, sup-
plies and maintenance management and to implement a
distributed data processing systen vihich responds to
the Ministry's decentralized administrative system,

The fourth component is to improve XOH emergency
medical services as a result of the high rates of
civilian trauma. A medical assessment made four recom-
mendations relating to human resource development which
will be covereu later and relates to the establishment
of mobile surgical teams, intermediate trauma manage-
ment: wound stabilization, primary level trauma manage-
ment: first aid and patient handling techniques, Re-
commendations were made with regard to the acquisition
of emergency equipment and supplies and doing a special
trauma study,

Purpose of Evaluation

The general objective of this evaluation is to provide the United
States Government anc the Government of El Salvador (GOES) with a
current assessment of the status of the health of the Salvadoran
population, human resources for health, health services deliverv
in El Salvador, pharmaceutical logistics and biomedical and ve-
hicle maintenance as they relate to the project in progress.

I-2
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The health administrator is to:
1, Examine changes in service delivery levels:

a. Determine the facilities in operation at the time
of the evaluation in comparison with levels found
by the Rlassen Committee in February 1984.

b. Determine the number of consultations provided by
the MOH in 1984 by level of facility and reason
for consultation, and compare to target numbers
for 1984 and to services provided in 1983.

c. Describe the way in which targets are set for
services by facilities and recommend needed
changes.

2. Include in the full mid-term evaluation report the
contributions of all team members, including Kraus'
work covering indicators for vehicle maintenance, bio-
medical maintenance and materials management.

3. Evaluate progress toward project indicators contained
in the logical framework of the project paper using the
above findings and the findings of other team members
(including Kraus) including:

a, The provision by both GOES and AID of projects
inputs in a timely and effective manner;

b. Whether the inputs are causing the project
outputs;

C. Progress toward reaching end of project status
indicators.

4. Make global recommendations for change in project im-
plementation to improve performance with :cespect to
project indicators,

C. Evaluation Issues and Questions

It is important to objectively study the following items that
were given as a charge to an independent oversight committee: a)
examine the overall health needs of the people of El Salvador; b)
review and avaluate existing and proposed AID health programs; c)
make recommendations pertaining to the provision of health ser-
vices in El Salvador and the AID health program; and d) agsess-
ment of the need to train new paramedics and upgrade the skills
of nurses and other health personnel.
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Concerns have been raised concerning che MOH and the VISISA
project such as:

1, Deterioration in the health status of the population at
large such as an increase in vaccine-preventable and
other diseases, increases in infant mortality, malnu-
trition and malaria.

2. That medicines and supplies brought in by the VISISA
project have not arrived or heen distributed,

3. That health establishments believed to be open are
closed,

4. That social service physicians have not received train-

ing in outpatient medicine, public health, sanitation,
and nutrition,

5. That the number and distribution of health care workers
is insufficient and their ability to function in the
field is impaired.

This evaluation will attempt to respond to these questions,
However, it should be emphasized that these concerns go far
beyond the scope of the VISISA project to the effectiveness of
the entire health care system in El Salvador. These concerns
address changes in morbidity and mortality, changes in delivery
levels and health manpower as well as those items under the scope
of the project such as pharmaceuticals and supplies, and logisti-
¢.l and maintenance systems. Shortcomings in the health care
system or deterioration in health status does not indicate the
failure of a project that was limited in scope to begin with,
There are many other factors involved. The problems are very
complex and there are nc easy answers or "quick~fix" soilutions.

This report addresses those legitimate global and specific ques-
tions that have been raised concerning the health care system in
general and the VISISA project, in particular. The "emergency"
nature of the VISISA project presents a special problem since
there were immediate needs as well as the need for long-term
infrastructure development. The "emergency nceds" for supplies
identified by the project paper did, in fact, Yeqin flowing into
the country within 6 weeks of the Government's compliance with
conditions, Deliveries were completed within four months. There
were delays, however, in regular procutements, for reasons to be
described later. The overall "emergency” status should never
have becen applied to reqular procurements and technical asgis-
tance, This evaluation will sort out the many factors which make
up this mosaic, evaluate the performance of the VISISA project
and make recommendations for future directionc for AID health
initiatives in El Salvador,
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1. Accomplishments

The two general purposes of the VISISA Project were to get
needed drugs and commodities into the country and to revit-
alize the health systenm, Although there have been delays,
nearly all ol the major goals of the project have been
accomplished (except in Emergency Medicine training). All
of the money has been committed and most of the goods have
arrived in country and have been distributed. The .VISISA
project reinforced the health budget and bolstered a weak
and inefficient system. There have been improvements but
there is still a long way to go. If anything, this evalu-
ation has reinforced the dictum which is even more true in
the developing world, "The problem is not money or materi-
als, but men."™ The lack of people with the skills and
expertise to do the job and who will stay with it (rather
than going to a better paying position in the Frivate sec~
tcr) is the greatest problenm.

2. Impact to date

From reading all five reports, it is possible to say that
the project has accomplished 95 percent of what it set out
to do. Medicines and supplies are flowing in the system and
improvements have been made. But, it is more difficult to
say ‘thether the VISISA project has made a significant
impact on morbidity, mortality, manpower, and health facili~-
ties. Perhaps there will be measurable improvements in a
year or so but it is not possible now. Even then, because
of the limited scope of the projact in relation to the whole
health care system, the overall social, economic, and mili-
tary situation, it is not possible to draw direct causal
relationships,

3. Institution Building.,.Infrastructure Building

One of the two major purposes of the VISISA project is to
"vitalize the institutional capacity of the Ministry." 1In
the original Project Paper it was noted that there was a
problem finding and keeping skilled people and there still
is. By definition, revitalization of infrastructure is a
long-term problem with no simple, inexpensive solutions,
Below are a few of the more glaring problems:

a, Changes in Ministers and Vice Ministers meant
delays in making decisions while options are under
study, and lower level appointments are being
made.

b, Low salaries in the MOH make it very difficult to
recruit and kecep employeces, whether mid-level
managers, technicians or mechanics, because they
can get better paying jobs elsewhere in the go-
Vernment or in the private sector. As is typical
in many developing countries, the government is
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the training ground but continually lose person-
nel. How do you transfer skills and technology to
& system where key leaders, managers and workers
are constantly leaving? It is cumbersome and time
consuming to get the government to shift its pri-~
orities in terms of personnel and budget.

C. The civil service system is rigid. It is diffi-
cult to fire government employees, or to add new
or upgrade existing positions,

d. MOH personnel at the managerial level are ex-
tremely busy, and often have multiple responsibi-
lities making it difficult for them to focus on
tasks that AID may deem to be high priority.

e. There is still a tremendous need to develop ma-
nagement information and information systems,
forms, flows, standard operating procedures, manu-
als, etc, in all areas of the Ministry in order to
streamline and rationalize the process.

The training of counterparts, transfer of Ltechnology, and
the development of systems that fit the local situation and
are appropriate to the local technology, and human and
financial resources is a long-range project at best. The
frustration of AID and the project advisors relates to the
crisis nature of working in El Salvador and the intense
pressure from Washington. The biggest single problem is the
failure of some to distinguish between the initial emergency
need for commodities, the subsequent medium term need for

commodities, and the long-term infrastructure building
needs,

4. Implications

This evaluation highlights some of the problems that have
been encountered, the accomrplishments made, and sheds some
light on future directions., It was interesting to see how
many divergent people and organizations were moving in simi-
lar directions - more of an emphasis on communit, oriented
Primary care, integrated rural development, human resources
development and systems development. The problem is still
one of policy and priorities, including budget allocations,
There are sparse local resources to implementc new programs,

Methodology

The methodology employed for this evaluation utilized a combina=-
tion of analysis of documents, on-gsite visits, interviews and a
review of the results of various surveys., These include:

1, The Project Paper provides the basis for evaluating
VISISA with its goals, purposes, outputs, and inputs,
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3.

4.

6.

7.

The Klassen Committee Report resulteg from a survey
conducted in February, 1984 of 63 facilities, This
survey covered three areas: adminjstrative, logistic,
and clinical. It provides the on.y base line data as
such for the project,

The results of various surveys completed in the last
few months: the Klassen survey was repeated in February
and April of this year. A more comprehensive survey
was conducted in May and June of this Year as a part of
the Management Evaluation by Kraus International.

Numerous government documents such as the Five Year
Plan, the Budget and up-to-date statistics on utiliza-
tion, morbidity, and mortality were analyzed comparing
1983 and 1984 figures.

Three reports form the basis for evaluating the
VISISA project: The Nichols Report, a comprehen-
sive report that assesses "the overall health
status of the Salvadoran population." (August
1984) ; the Autotte Report on Human RBegourceg (July-
August 1984) and theRraug Report on Management
Evaluation (Sept-oct 1984),

Section 7.2 lists the interviews and on-site visits
that took place. Those interviewed were cooperative
and dedicated and provided all of the information at
their disposal.

The most definitive study used in the evaluation is
that done for the Rraus Management Evaluation., Thirty
health facilities, selected as a pilot for a complete
census in the future, included hospitals, health cen-
ters, and health units and posts in all five regions,
Information was obtained from facility administrators,
nurses, warehouse and pharmacy supervisors, and office
personnel. Data was gathered regarding hours of opera-
tion, possible closures, volume of patients, morbidity,
treatment patterns, avajlability of pharmaceuticals and
monthly movement statistics over a two and a half year
period for gelected drugs,

Quarterly reports and work plans by the Westinghousge
technical assistance team were analyzed in relation to
the original Project Paper, Project Agrecment, and
contract, Each tecam member was interviewed extensively
regarding their role, problems encountered, and recom=-
mendations for the future,
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EL SALVADOR HEALTH CARE DELIVERY SYSTEM
A. El Sclvador Health Status

In August, 1984, the MOH published a document called "Priority
Health Needs in El Salvador" and summed up the situation as
follows: "The health situation of the country has been experien-
cing profound difficulties as a consequence of a complex combina-
tion of political, economic and social factors that have been
getting worse since 1979." (Necesidades Prioritarias de Salud en
El Salvador, p.2). The health of the Salvadoran has been dimi-
nishing as a consequence of the economic social and military
crisis. "The resources assigned to the health sector, especially
those belonging to the Ministry of Health, have remained without
significant change in the lact five years. That has resulted in
a decline in the levels of health, especially among the most
vulnerable groups. Iafant mortality shows an elevated level as
has malnutrition and undernutrution. Internal migrations have
aggravated the situation throughout the country, creating an
increase in demand for health that cannot be attended to, consi-
dering the situation, Mobility for transmissable diseases,
including malaria, have increased during the last five years.,"
(Necesidades, p.2).

"The principle indicators of development show the deterioration
of conditions in the country. The real gross national product
fell 22 percent in the last four years. The reduction of ex-
ports, the increase of internal debt, added to the flight of
foreign currency and trained human resources have contributed to
the worsening prognostication." (Diagnostico Epidemiologico de
Salud, p. 6) From 1979, El Salvador has been in an armed con-
flict that has disrupted economic activity, destroyed productive
capacity, and undermined confidence of investors. World economic
recession, increase in oil and gas prices, and the reduction of
world market prices for principle export crops of El Salvador,
has resulted in a weakening of the economic structure that sus-
tained growth and financial stability for many years,

This has meant that health care must be delivered in disruptive
circumstances, if at all, The amount that can be allocated for
health care suffers a net decrease in real terms in the face of
more pressing needs., "The situation of violence which has af-
flicted the country the past five years, has dircctly diminished
the health of the population.... In the same way, this situation
has decreased the delivery of services: difficulty of access,
closing and destruction of health establishments, scarcity of
medications and equipment, difficulty of transportation, the
restriction and limitation of the budget, loss of lives of health
Previders and difficulty of doing business in the conflict area."
(Necesidades, p.23)
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B. El Salvador Health Care System

The following institutions form the Health Sector: The Ministry
of Health and Social Assistance; The Salvadoran Institute of
Social Security, The salvadoran Red Cross; Health Services of the
Ministries of Defense and Public Security; The Minister of In-
terior through ANTEL Hospital (Telecommnunications); The Minister
of Education, and the health services of the private sector.

There are approximately 326 official health establishments: 10
general hospitals, 4 specialty hospitals (childrens, maternity,
psychiatric and pulmonary) 12 health ceaters, 98 health units,
159 health posts, 34 community posts and 9 dispensaries. The
health centers are small hospitals with 75 to 180 beds. The
health units are manned by a permanent physician, and the health
posts are attended by an auxiliary nurse and visited two or three
days a week by a physician, nurse, or dentist, The hospitals
have a tot1l of 6,202 beds which represents an average of 1.33
beds per 1,860 inhabitants. The distribution of the beds is not
even but concentrated in the metropolitan region. This network
of health services takes care of 85 percent of the population,
Social Security 8 percent and the private sector the rest. The
Social Security System has 40 Health Centers including hospitals
and a total of 1,101 beds.

C. The MOH Budget

The Ministry of Health is responsible for the care of approxi-
mately 85 percent of the population or 4,256,900 people., For the
past several years the total budget has remained at 200 million
colones. According to the document, "Necesidades," the MOH
budget has suffered irreqular changes from one year to another.
It does not follow a predetermined plan because it is subject to
the prevailing conditions in the country since there are always
insufficient resources for the growing demand of services (p.21),

The following Figures present the MOH budget from several
perspectives:

1, Figure 1 shows the operational budget for the hospitals
which are autonomous and the other health establish-
ments which are managed by the regions. The budget has
remained nearly constant since 198l. Since the purcha-
s8ing power of the currency is down significantly (up to
50 percent less than it was five years ago), this
represents a serious decrease in budget expenditu-aos,
The lower part of Figure 1 briefly summarizes the total
Ministry budget, the number of pecople served, and per
capita expenditure. It then compares the MOH expen-
ditures with Social Security.

2. Figure 2 shows 1985 budget by sovurce of funds and
budget category. The 14 hospitals dominate expendi-
tures with 44 percent of the total funds. Together,
the facilities consume 70 percent of the budget (llecalth

I-9
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Services and Hospitals), administration 11l percent,
construction (expansion of the network) 14 percent,
leaving only 5 percent for important preventive ser=-
vices (technical services and latrines) and rural
health,

3. Pigure 3 allows a detailed analysis uf the budget by
program and category. Since hospitals are autonomous
institutions, they are the single largezt lire item.
The Health Services category represents the amount
allocated to the regions, 95 percent of which is sala=
ries. Most of the construction and equipment are going
to the new hospital being constructed in San Miguel.

4. Figure 4 gives a breakout of the total and percent of
budget by category for hospitals and the other health
facilities, A full 98 percent of the budget goes for
full or part~time salaries and contract labor. Such a
small amount is budgeted for operations, materials, and
supplies, it emphasizes the importance of the "patro-
nato®™ in health facility operations. The "patronato"
is a small donation people pay each time they come
to the clinic, or in essence a co-payment,

S. The detailed budget for each hospital is shown in
Figure 5 and is broken down into the major budget
Categories for General Administrative Expenses and
Medical Expenses, Again, salaries represent 85 percent
of the expenditures and small amounts are allocated for
medical supplies, equipment and other costs normally
associated with running a hospital,

6. Figure 6 shows the cost per patient day at cach of the
hospitals. The fact that there is such an unexplained
variance from one hospital to another would suggest
that budgeting is not based on any rational criteria.
According to the head of MOH administration, budgets
for the hospitals are figured as a percent of the
previous year, .

Analygis:

An examination of the MOl budget would indicate the need to
consider reordering priorities from the curative to the preven-
tive, and from the institutional care to community-based primary
care. This is especially crucial congidering {t will cogst an
extra 12 million colones in operatioral expenses alone if and
when the new hospital in San Miguel opens. Even though 23,38
million dollars in loans were made through the VISISA project,
the total MOH budget stayed the same,

I-10
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D. Changes in Service Delivery Levels in 1983 and 1984

Detailed data is available only for hospitals and health . centers.
Health units and heaith posts data and budgets are handled at the
regional level., A number of tables illustrate changes in deli-
very levels between 1983 and 1984:

1,

3.

4,

5.

Data for each hospital and health center are shown in
Figure 7: available beds, total admissions, percent
occupancy, average length of stay, total patient days,
outpatient visits and prescriptions written.

Figure 8 summarizes the inpatient statistics for hospi-
tals and health centers by service (medicine, surgery,
etc.) and shows the percent change in admissions, dis-
charges and beds available. There is no significant
change,

Figure 9 deals with three basic indicators of utiliza-
tion: patient days, outpatient visits, and prescrip-
tions written. It shows the totals and percent
change for 1983 and 1984, All three indicators

are up from 1983,

Finally, Figure 1@ summarizes a number of procedures
and statistics for 1983 and 1984: the number of deaths,
births, outpatient visits including medical, dental and
emergency visits, prescriptions written, major and
minor surgery, number of general and local anes-
thesia procedures, radiology procedures, electro-
cardiograms, number of injections, physiotherapy
treatments and laboratory tests, In nearly all
instances, the numbers have increased.

Appendix A summarizes all of the activities of the
Ministry of Health for 1983 and 1984: vaccinations,
transmissible diseases, tuberculosis, maternal and
child care, family planning nutrition, laboratory,
environmental health, etc. A detailed analysis of the
data indicates that in some categories, more services
have been delivered than the previous year, and in
other categories less have been delivered. It is dif-
ficult to draw any firm conclusions from the deta
and too soon to tell even if direct relationships can
be made with the VISISA project inputs,

Appendix B summarizes epidemiological data for the
incidence of over 50 diseases in 1983 and 1984. Again,
it is difficult to draw any conclusions., Reports indi-
cate that typhoid, paratyphoid and measles are up sig~
nificantly, but Rubeola , and Dengue Fever are down
significantly, Other figures changed less dramatically
in one direction or the other,
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Analysgis:

Utilization rates, number of services delivered, and incidence
rates for different diseases have not changed sufficiently from
1983 to 1984 to determine if there is a trend. It is interes-
ting, however, that in most instances, the MOR is providing more
services with the same budget or less in constant dollars.

Health facility utilization, the number of services delivered and
rates of morbidity and mortality are affected by two major fac-
tors: the budget - money available for health care which has had
a net decrease in constant dollars, and the military situation
wvhicb has had such a disruptive influence throughout the entire
country and certain parts in particular,

All that can be done is to creatively get more money into the
public system, reorder priorities and try to make the present
system more efficient with improvements in the health infrastruc-
ture. These issues will be dealt with in the section on recom-
mendations,

E. Facilities in Operation

The number of facilities in operation during 1983 and 1984 can be

looked at in terms of gross government statistics or the findings
of surveys conducted by AID.

1. According to government statistics comparing December
1983 with 1984 (Figure 11), the total number of facili-
ties closed increased in 1984, and most of those are
the rural health posts in contested military areas in
the east and central regions, During the same
Period, five additional facilitjes were opened.

2. The Klassen Committee visited 63 health facilities,
Among the 63 facilities visited, only one had been
closed since June 1983, Fifty-six reported no closings
during that period; four were unable to answer, and two
had been closed due to staff training or local holi-
days. The Klassen Report concluded, "Our findings and
impressions clearly indicate that to the maximum extent
possible, given the situation in E1l Salvador, MOH faci-
lities are open and operating. Which facilities are
open changes rapidly..." Subsequent surveys conducted
in February and April of 1985 found that the percent of
facilities in full operation had increased from 95 to
38.4 percent., A census conducted in May and June of
1985 began with 30 facilities. The facilities were
open for outpatient visits an average of 23 days a
month, Every region but one (the Occidente) was ahead
of their goal for outpatient visits whether a hospital,

I-12



health center, unit or post (see Table No. 4), Thir-
teen percent of those surveyed said that they had been

closed briefly since June, 1984 and that was principal-
ly for training or the vaccination campaign,

Analysis:

Based on the data provided by the Ministry, and surveys by
Klassen, AID and Kraus, the author of this report agrees with the
conclusions of the Klassen Committee in terms of the commitment
to keep facilities open. Facilities that are closed or show
lower activity is directly related to the military situation.
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111, THE VISISA PROJECT

A. Project Summary

The original Project Paper accurately describes the project and
the situation as follows: “"The project is designed to improve
the health status of the Salvadoran population. The purpose is
to increase existing levels of primary health care and emergency
medical services to the Salvadoran population by meeting the
critical need for essential goods and services and by assisting
to develop the institutional capacity of the MOH. The project
will consist of four major components: (1) health supplies man-
agement, (2) public health infrastructure maintenance, (3) man-
agement. information systems, and (4) emergency medical services.
Health facilities throughout the country are generally well
staffed with competent, dedicated health professionals. What is
lacking in the system are pharmaceuticals, medical supplies and
equipment to deliver health services. Under the first component,
AID will provide the Ministry with an adequate supply of criti-
cally needed commodities to sustain existing levels of primary
care..,.The second project component is intended to upgrade

MOH' existing capablility to plan, manage, and implement their
maintenance system for medical equipment, vehicles and health
infrastructure, spare parts, tools, and training supplies for
immediate repairs and establishment of a preventive maintenance
system, Under the third project component, MOH capabililty to
collect, process and store data to produce reaningful management
information will be augmented. The final component addresses the
MOH's capacity to provide emergency medical services, specific-
ally for war-related trauma., (extracted from original Project
Paper, pp. 4-5).

B. Project Background

In 1978, a health assessment revealed a serious situation with
high infant mortality, malnutrition and morbidity led by diar-
rhea, respiratory diseases and malaria complicated by burgeoning
population growth. Subsequently, the country's health

status deteriorated due to violence, the declining economic
situation, a decrease in budgetary resources and the growing
number of displaced persons. The purchase of drugs, equipment
and medical supplies was reduced. Maintenance suffered and
the MOH began to experience severe shortages of drugs and
medical supplies, The problem was even more severe in the
eastern regions where the military conflict was worse and
resulted in the closure of some facilities. Unable to mcet
its needs, MOH requested and was given $25 million in
loan/grant assistance to address these priority arcas,
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c. Planned Project Outputs

The "Planned Project Outputs®™ listed below come directly from the
Logical Framework of the Project Paper. These were modified
slightly by the Project Agreement (See Appendix C) which is the
working document for the VISISA project. These have been further
refined by the work plans developed by Westinghouse,

1.

2.

3.

4.

5.
6.

Increased availability of drugs/medical supplies in MOH
facilities. 1Increase of 20 percent in pharmaceuticals
and medical supplies located in hospitals, health cen-
ters, health units, and health posts.,

Additional medical equipment installed/functioning in
hospitals, health centers, and health units, All fac-
ilities will have medical equipment purchased under the
project installed and functioning.

Additional warehouse space available. Construction of
an additional 1,508 sq. mt. at Matazano Central Ware-

house and upgrading of 1,000 sq.mt. at the 5 regional
warehouses.,

Completion of the nation-wide cold chain. Construction
of two cold rooms, one at Matazano and the other at San
Miguel. One refrigerator truck in-country and operat-

ing, 20 refrigerator units and 7 freezers installed and
functioning.

MOH printing/reproduction equipment capability improved.

Incidence of malaria in most prevalent areas reduced.
Decrease of 5 percent in incidence of Malaria in places
which contain 85 percent of the Malaria cases.

Improvement in MOH drug quality regulatory capacity.
Movement of responsibility for drug quality control to
the MOH, Establishment of a small drug quality control
lab in the MOH and five lab personnel trained in-
country by Drug Quality Control Specialist and Labora-
tory Management Analyst.

Mai.tenance/repair capability for the MOH improved for
vehicles, physical plant, medical and equipment., Four
additional positious in the MOH Division of Transporta-
tion, Average cost of repair and maintenance per car
reduced. Reduction to 15 percent of the number of
deadlined vehicles in the first project vyear,
Reduction to 10 percent at the end of the project,

Improvement in maintenance/capability for medical elec-
tro-mechanical, sanitation cquipment and physical
Plant. Incrcase in 40 percent in maintenance vigsits by
MOH Department of Maintenance personnel to health cen-
ters, units and posts,
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10.

11.

Efficient and effective procurement, maintenance, and
supply management systems, developed and established
for the Ministry. MoH information needs to be as-
sesged, a management information 8ystem designed, com-
puter and software procured and installed; and develop-
ment of subsystem packages for procurement, maintenance
and supply management.

Improve Ministry's capacity to provide emergency medi-
cal services, specifically for (but not limited to)
war-related trauma for El Salvador's civilian popula-
tion. Three mobile surgical teams trained and equipped
with surgical kits, drugs and other supplies, will be
established and operating, Approximately 1,158 medical
personnel, including surgeons, general medical offi-
cers, nurses, auxiliary nurses and ambulance drivers/at-
tendants, will be trained in wound stabilization,
first-aid skills, and patient handling techniques,
Ground casualty transport system strengthened by addi-
ticn of 27 ambulances, some of which will be radio
equipped. Power and water supply systems improved in
hospitals, centers, units,
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Planned Project Inputs

1.

3.

4.

5.
6.

Supplies Management
Commodities
Technical Assistance
Training
Executive Supply Mgmt Group
Construction/upgrading
Commercial Transport/Warehousing

Rublic Health Xnfrastructure
Maintenance

Commodities
Technical Assistance

' Information
Commodities, local maintenace contract
Technical Assistance
Training

Medical Serviceg

Commodities

Technical Assistance

Training

Special Studies

Emergency Transportation Costs

Evaluation

Contingency

GRAND TOTAL
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($ 000)

14,363.4
732.5
60.4
58.1
626.6

—23.0
15,866.9

2,184.0

—293.1
2,479.0

853.0
391.0

—_d51.0
1,395.0

2,552.9
55.0
95.8
29.5

3,823,2
83.0

—2.153.8

25,000.0



v,

QUANTITATIVE ACHIEVEMENTS

A.

Project Inputs

l. Commodities.

Nearly all of the $20 plus million for commodities has been
earmarked committed. Approximately 50% of all commodities
under procurement have been received and distributed.

The only exception is in computer hardware and soft-
ware, and some of the biomedical equipment where there
have been delays that are out of the control of the
project. There have also been delays in getting vehicle
parts., See the reports by Kraus and Leroy for details

on shipments and distribution of goods.

2. Technical Asgistance.

Most of the nearly $1.5 in technical assistance has been
provided by Westinghouse and other short term technical
assistance. This will be discussed in detail later since
there are long-term needs for health infrastructure
building.

3. Iraiping.

The $300,000 budgeted for ttaining has been done or is in
process. Most I the training called for in emergency
medical care has not been done pending completion of the
national trauma study and design of a program suitable to
the Ministry.

4. Conatruction/uparading.

Funds amounting to $626,000 have been committed and con-
struction is in progress or completed. This applies speci-
fically to the main warehouse in Matazano and the two
regional warehouses. Sece the Kraus report for detail.

5. Miscellaneous.
Support for the EMG, special studies, emergency transport

costs and commercial transport/warchoucing amounting to
$400,000 has been committed and is underway or completed,

6. Local Currency Contributions.

The Government of El Salvador is providing the equivalent of
$12,430,700 to the project.
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B. Project Outputs

(See Project Ajreement, Appendix C)

1. Component I: Health Supplies Management System
a, Subcomponent I-A has five parts:

1.

The MSPAS will maintain inventories of medi-
cines, medical supplies, and equipment at
optimal levels. This subcomponent has been
studied intensively, beginning with the sur-
vey done by the Klassen team and followed up
recently by AID surveys in February and Ap-
ril. The question is whether the medicines
are getting out into the field where they are
needed? Some progress is indicated by the
following table which compares the avail-
ability of drugs compared to the original
survey done by the Klassen Committee in Feb-
ruary, 1984 with April, 1985:

COMPARISON OF SURVEY RESULTS ON COMMODITY
AVAILABILITY IN THE HEALTH SYSTEM

Feb./85 April/85 Percent

Item Results Results Results
Penicillin 47.47% 93.50% 97.0%
Chloramphenicol 60.00% 60.20% ¢33%
Oral Rehydration Salts 67.90% 90.87% 348
Xylocaine 54.43% 79.33% 46%
Anti Malaria Drugs 47,.90% 76,00% 59%

Tetanus Toxoid
Syringes
Sutures
Surgical Suppli

52.23% 67.63% 29%
84.223% 94.37% 12%
70,.10% 77.90% 11t
es 67.77% 92,.60% 37

2,

Also, please refer to the Management Evalu-
ation by Kraus International. The problem
with surveys of this type is that it depends
on when the survey was taken. There is a
natural ebb and flow of stocks, There may be
very little of a particular product just
before the arrival of a new shipment, A new
syotem of regular monitoring of the flow of
product has been implemented and should eli-
minate the carlier problems,

The Exccutive Management Group is monitoring
the construction of a new warehouse, is deve-
loping invcntory and management systems (in
conjunction with Westinghouse), training per-
gonnel and producing manuals, They are be-
hind schedule {n completing some of these
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2.

tagks., The reasons will be covered in the
next section, There is still room for
improvement in systems and the need for more
technical assistance,

3. The project has built two cold rooms and
developed an excellent cold chain for the
entire country.

4. Management Information Systems are behind
schedule because of delays in the MOH., Con-
flicting studies recommended two different
types of MIS systems. A compromise has been
reached. AID will be requesting bids for
hardware, software, and technical assistance
for the hardware., PAHO will provide techni-
cal assistance in specialized areas (health
statistics, etc.).

5. A workshop was held with representatives from
warehouses throughout the country to deter-
mine the training needs and provide the basis
for developing a more complete training pro-

gram, Again, this activity is behind schedule,

b. Subcomponent I-B

This relates to malaria control: $1.3 million in insec-
ticides and equipment was brought in and training pro-
vided. See Nichols Report on epidemiology. It may be
too soon for results to show up in the morbidity data.

c. Subcompopent I~C

This sub-component relates to drug quality control.

The technical assistance site inspection was complcted,
specifications have been written for equipment, and a
final report is due July 22, 1985,

Component IX: Public Health Infrastructure Maiptepance
a. Yehicls Maintenance/Repair

Most of the vehicles have arrived or havec been ordered.,
There have been delays in getting spare parts which has
made it difficult to reduce down times, However, sig-
nificant improvements have been made. Since January
1985, the number of vehicles operating has incrcarned
from 59,6 percent to 75 percent, and the percent of
vehicles decadlined has gone from 40 percent to 25
percent, These rates would be better if gpare parts
were available, A preventive maintenance program has
been designed and implemented. Significant construce-
tion has taken place and numerous trainingy programs
have been conducted, For more detail, see the Kraus
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report and Appendix D (the Westinghouse workplans).

b. Biomedical and Electro Mechanical Eguipment

Again, detail may be found in the Kraus Evaluation
report. There have been some delays in procuring
equipment, but these related to changes in personnel in
the Ministry and the time taken to decide on what
equipment they want, writing the specifications, get-
ting approvals and going about the lengthy and time-
consuming bidding process. Equipment that has been
ordered hus been installed. A management systewn has
been developed to track all phases of biomedical main-
tenance, Since September 1984, productivity has risen
from 66 percent to 82 percent. A human resources
assessment has been completed and training programs
were planned for the period from June 25 to July 21 for
biomedical technicians, An inventory of all “iomedical
equipment was just completed and an analysis of equip-
ment and spare parts needed will be ready by the end of
July. Besides all of the planned activity, the bio-
medical advisor provided considerable assistance to the
MSPAS in procurement, structuring specifications, etc.
This 18 an example of the kind of "hands on" help the
government likes and expects,

3. Compopent III: Management Information Systems

This is the component that has been delayed because the
Ministry received conflicting recommendations on a computer
syatem: one, a $1.5 million system using a main frame and
the other, a less expensive system, based on micro compu=-
ters, A compromise has been reached and will soon go out to
bid. This has caused delays in the MIS part of the other
components, It is vital to the success of the overall
project, since little data is available and what is, is hand
tabulated,

4. Component 1IV: Improvement of the Emeraency Medical
Servicesg

a. Subcompcnent IV-A - Development of Human Resourceg
for Emergency Serviceg

Consensus could not be reached by the new administra-
tion as to the need for the three mobile surgical teams
and their equipment, The number of peoplc to be
trained was also considered by the administration to be
overly ambitious and will not be undertaken on the
scale proposed. Training is planned for ambulance
drivers, general medical officers and nurses.
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b.  Subcomponent IV-p - Fauipment and Material for
Emergency Servicres

Supplies and equipmeni—itemized in the Project Agree-
ment have been purchased: the 52 medical stabilization
kits, 26 emergency surgical lamps, 249 emergency surgi-
cal kits and 97 first aid kits. Emergency generators
have been procured and expected incountry by September
1985, The 12 X~Ray machines are ordered. The 26
suction machines have arrived and are installed. The
27 ambulances have arrived and been distributed. The
radio communication equipment is incountry and is ex-
pected to be installed over the next few months. The
108 water pumps have been ordered and will be installed
as soon as they arrive,

c. Subcomponent IV-C - Spegial Studies

A national trauma study was added to the Westinghouse
Health Planner's Scope of Work and will be completecd by
the end of September. This is a major study and will
provide valuable data regarding the future planning for
tr;uma management and primary care programs in El Sal-
vador.

c. Project Effects and Impacts

Before the VISISA project, there were severe shortages of basic
supplies and medicines., The institutional capabilities were
deteriorating and there were no modern management systems,
VISISA represents a small but significant proportion (about 20
percent) of all of the drugs brought into the country. AID
research indicates that a significant amount is spent by people
in the private sector because of the lack of availability of
drugs in the public sector inst.tutions. Drugs and equipment
also come f-om private sources, but may be of limited use, e.q.
drugs tha-. are not that useful w.th upcoming expiration dates,
Donated equipment may be old, obsclete, and difficult if not
impossible to repair, VISISA has brought in biomedical equipment
and supplies that are installed and in use.

It i8 unrealistic to expect a project such ac VISISA to have an
immediate, measurable impact on morbidity and mortality, health
manpower and facilities when there are so many other factors
involved and the project represents such a small part of the
total hecalth system., Nor can health care be evaluated in a
vacuum without considering other national priorities, and the
overall political, military and economic situation. If onc con-
siders the fact that the MSPAS is doing the same job today, and
in some cases more than it did five years ago with the same
budget (which is 508 less in rcal buying power), they are doing
an amazing job, Although we cannot claim that VISISA soived all
of their problems or made tremendous improvements in the health
care system, the deterioration has been halted, and mcasurable
improvements have been made is some arcas,
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V.

QUALITATIVE ASSESSMENT

A, The Conu:odity System

Nearly all of the commodities purchased under the VISISA project
have arrived. Some components of the project are running behind,
but there are a number of reasons for these delays:

1.

2,

3.

4.

There have been changes at the Minister and Vice Minis-
ter level within the last year in MSPAS. Every timec a
change occurs, new appointments are made at the depart-
ment level. According to "Necesidades," "frequent
changes in the government between 1979 and 1984 affect-
ed the continuity of activities such as planning, exe-
cution of programs, supervision, and evaluation. This
has been aggravated by the flight of professional and
technical personnel to other national and international
institutions in search of economic and personal securi-
t{.' (Necesidades, p.20). Currently, a major reorga-
nization is underway in the Ministry, The new admin-
istration wants time to review the decisions. This has
caused significant delays in decisions regarding the
purchase of equipment and commodities while new speci-
fications are written and approvals are sought in both
bureaucracies and the bidding process takes place,.

It is also difficult to get a decision made since there
is so little delegation of authority below the vice
minister level,.

Although we may think of this $25 million program as
U.S. aid, the Salvadorans are aware of the fact that 95
percent is a loan, their money, that must eventually be
repaid. They have their own ideas and priorities as to
what they want,

It is one thing to get commodities into the country and
another to get them out to the end users. There were
serious problems in the warehousing and supply systems
before and there still are. Progress is being made but
this i3 a long range problem with no easy solution.
Infrastructure building, "strengthening institutional
capabilities,” is by definition long-range., It would
be unrealistic to expect quantum gains in just one
year,

Success of the technical assistance depends on the
identification of a counterpart who has the time, in-
tarest, and talent. It depends on the commitment of
time and resources by the Ministry. It has been ob-
gerved many times that the Ministry is a training
ground, but pays very low salarics for comparable jobs,
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People are constantly leaving for better paying jobs on
the outside. The head of cne of the warehouses, ror
example, with a multi-million dollar operation, is paid
the equivalent of about $300 a month,

Due to the constraints on the availability of grant funds,

the technical assistance was decreased considerably
from that proposed in the original Project Paper. The
original project called for 11 long term advisors but
ended up with only 6 (two at AID in procurement and the
four Westinghouse advisors).

B. Biomedical and Vehicle Maintenance

These two activities are nearly completed as pointed out previ-
ously. The counterpart to the biomedical advisor left just
before the project started., Both have had difficulty finding and
working with counterparts that have the background and ability to
do the job, especially in the bio-medical area. Both areas are
glagued by low salaries, and the inability to get and keep quali-

ied people., The Ministry likes people who will roll up their
shirt sleeves and work along with them (rather than "advisors"),
Both of these advisors gained the considerable respect of the
Ministry staff. The biomedical advisor spent two months helping
the ministry rewrite specifications for biomedical equipment
which differed sharply from decisions made by the prior Adminis-
tration,

c. Health Planning and Trauma Management

A health planner was brought on to the technical assistance tecam
at the last minute at the request of the Ministry. By the time
he arrived, the Minister had changed and the new planning coun-
terpart at the Ministry, trained in Health Planning, was unco--
operative with the Planning Advisor. This made it difficult to
fulfill his scope of work. The contract was rencgotiated and the
Planning Advisor, a physician, began the national trauma study,
which is a significant undertaking and will become the basis for
the design of a national trauma program, Another major role of
the health planner is in the area of management information
systems (MIS). He has worked with the Supply Management, Biome-
dical and vehicle Maintenance Advisors in identifying management
information needs. Tn the area of vehicle maintenance, the MIS
is up and running despite the limited computer capability of the
MOH. Once, and if, a decision is reached on the hardware confi-
guration for the MIS and the equipment procured, the areay of
Supply Management and Biomedical Maintenance can be rapidly ad=~
ded., The Planning Advisor has also provided assistance to short
term technical advisors who have, or are carrying out studies in:
rehabilitation needs, cost sharing options, recurrent costs of
the MOH and tcaching/learning materials needs for health worker
training., Finally, becauce of the difficulty in identifying
congultants to develop the trauma training modules, the

Planner has assumed a lcadership role in delivering thcoe
products,
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D. Health Facilities

As the health administrator on the team, the author visited a
number of the facilities. The health unit and health centers
were functionally laid out and adequate for their needs. San
Bartolo was exceptional for the developing world (although not by
our standards) because it was appropriate to the local needs and
resources. Rosales, the main tertiary hospital for the country,
was antiquated but seemed to have everything. It was under-
staffed by our standards with 900 beds, 115 percent occupancy and
only 1,400 employees (less than two per bed). Although the
existing hospital is 0ld and run down, the new hospital will be
expensive to operate, costing the Ministry another ten to twelve
million colones a year., It will probably cost even more than
projected.

In the developing world, one cannot expect the same level of care
at the secondary and tertiary level. It is too expensive and
diverts scarce resources from primary care and preventive pro-
grams. One cannot use our standards to evaluate health care in
the third world., Further, it is well known that it is more cost
effective, though less personal and dramatic, to invest in basic
primary care and preventive programs. There is some support for
this in the Ministry but it is not unanimous by any means, nor is
it reflected as a priority in the health budget.

As stated before, there is no rational system for setting goals
or determining budgets, The Ministry should be able to begin to
determine standards and do performance budgeting once the MIS
system is in place,

No hospital, not even the largest tertiary hospital, Rosales, was
run by a person trained in hospitali administration. The practice
of physicians running hospitals, and having key administrative
positions in the Ministry of Health, is common in the developing
world and should change if modern management practices are to be
introduced.

E. Financing the Health Care System

The sitnation in El Salvador is typical of the developing world,
The public system has the least amount of resources and the
pPrimary responsibility for the health care of the great majority
of the people (in this case, 85 percent). The system is plagued
by a shortgage of drugs and supplies, and manpower. Physicians
do their public service ("social year") and get out into private
practice as soon as the year is over, In the case of most Latin
countrics, there are three systems: the public (85 percent),
Social Security (8 porcent) and the private system (7 percent).
It is perceived that the quality of care ascends in that order as
well. The bulk of the resources falls into the 15 percent, The
problem {38 one of either getting more money into the public
gystem or getting more people into the other two in order to take
the pressure off the public system,
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1. Privatization of the Public Sector?

There is a lot of talk these days about the privatization of
the public sector and experimentation with alternative deli-
very systems such as Health Maintenance Organizations
(EHMOsS). This has been tried with some success in Chile,
Brazil and other countries but depends on a large, insured
working population, a strong middle cl-ss and a fairly
healthy economy. The government may turn over public hospi-
tals to the private sector to manage or allow the public to
apply the amount of their tax dollar allocated for health
care to purchase a private insurance plan,

This does not seem to be practical for El Salvador at this
point in time. That leaves two alternatives: 1) Improve
the existing system or 2) Get more money into it. An in-
depth study should be done of the hospital system. Techni-
cal assistance could help them improve specific systems:
administrative, maintenance, ancillary support services,
dietary, laundry, purchasing, housekeeping, etc. Considera-
tion should be given to contracting out specific services to
the private sector. Charts 1 and 2 show the range of op-
tions availahle to the MOH. Given the situation in E1
Salvador, some of the options are not applicable.

2. The "Patronato"

Currently the system is financed by two mechanisms: funds
directly from the government and the "patronato”, a small
donation that people make each time they come in (unless for
preventive care)., The fact is, people with different finan-
cial resources use the public system., Some come in on an
emergency basis but the public system has no way to recoup
charges for the care. The "patronato" works well because,
for the most part, the money is kept at the local level
giving them an incentive to collect it. It is a very impor-
tant source of revenue for purchasing supplies and medi-
cations. The amount is very small, from two colones for a
visit, to fifty centavos for a test., The "patronato” is, in
essence, a co-payment,

3. Suggestions to Expand the Co-Payment

One way to inject more money into the system is to increase
the co-payment according to a person's ability to pay or
have people who can't afford care perform some kind of work
for the care that is provided. The idea of "in-kind" con-
tributions through work has worked in numerous countries
such as Mexico and Bolivia. Another problem that is common
to the developing world where health care is essentially
free is abuse of the system - too many visits and the expec-
tation of prescriptions when they are not needed. Co-
payments and "in kind" contributions such as work are a
deterant against over utilization.
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EXHIBIT 1: POLICY ANALYSIS GRID

PRIVATIZATION OPTIONS: TO STRENGTHEN SERVICE DELIVERY

STRATEGY

PRO

CON

MORE RADICAL

A

|

LESS RADICAL

ALL MOM HOSPLTALS ANO HEALTH
FACILITLES SOLD TO PRIVATE
ORGANIZAT IONS

++.LEASED TO PRIVATE ORGANIZATIONS

SELL/LEASE SELECTED FACILITIES
OECENTRALIZED TO STATE
STATUTORY EOOLES

+« MANAGED BY CONTRACT
WIYH PRIVATE COMPANLES

s PROVIOE BO'US TO RELOCATING
DOCTORS TO UNDERSERVED

«+.ALLOM PRIVATE DOCTORS TO
USE PUBLIC FACILITIES AT FEE
CHANGE INCENTIVES

«o.MOM BUYS SELECTED CARE
FROH PRIVATE FACILITIES

APPOINT SPECIAL ADVISORY
G0ARDS TO OVERSEE OPERATIOC!HS

COMTRACT WITH PRIVATE CORPANLES

OIETARY  CLEANING  SECURLTY

HOM TO IMPLEMENT? MANOATE BY FIAT

STIMULATE BY THREATS

STIMULATE BY REWARD
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EXHIBIT 2A: POLICY ANALYSIS GRID

PRIVATIZATION OPTIONS: TO STRENGTHEN HEALTH FINANCING

STRATEQY OPTION

PRO

CON

LESS TRADITIONAL

A

|

MORE TRADITIONAL

ALL HEALTH FINANCING
OFFERED BY PRIVATE
INSURANCE COMPANIES ,
POOR HAVE POLICIES
PURCHASED FOR THEM BY
GOVERNNENT

COVERNMENT PAYS FOR CARE
VIA YOUCHERS, ALA CHILE
PEOPLE CUY VIA SLIDIKG
FEE SCMEDULE ON ABILITY
10 PAY

GOVERSENT PAYS PRIVATE
PROVIDERS FOR CARE OF 00
OM FEE BASIS ALA HEDICARE
NEOICALD

COVERMPENT ALLOCATES 10
PUILIC HOSPITALS vIX
CAPITATICN BASIS RATHER
GLOBAL BUDGET APPROACH
OF EXISTING

MON INSTITUTES MATE REYICEW
TO MONITOR PRIVATE COSTS
PRIVATE INSURANCE COMPANIES
ENCOURAGED Y0 EXTEMD
COVERAGE AT EITMER PUSLIC
OR PRIVATE AT FULL COST

SOCIAL SECURITY ADDS SELECTFO
NEALTH GEMEFLTS FOR EXPLOYED
GOVERNMENT CONTIMUES TO
FINANCE PUSLIC VIA EXISTING
ALLOCATION BT STRESSES COSY

COMTAINMENT AMO LITTLE CGLLECTION |
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4. Keeping Qualified Physicians in the Public Sector

Another major problem is keeping qualified physicians and
other health professionals in the public system. Poor pay
and working conditions often discourage these professionals.
The possibility of the doctor keeping a portion of the co-
Payment could be an inducement. Also, it is common practice
for a physician to have a clinic in the morning for his
public patients and then go to another place to see his
private patients in the afternoon or evening, The possibi-
lity of allowing the physician to see private patients in
the public clinic in the afternoon and pay for that use,
should be studied. This would allow for more efficient use
of the facilities, get more money into the system and induce
physicians to stay in the public sector.



VI.

RECOMMENDATIONS

A.

c.

Technical Assistance is needed to continue the revital-
ization of the Salvadoran health infrastructure.

1.

2.

3.

4.

S.

Continued long-term technical assistance is needed in
Health Supply Management. Progress has been made but
this is still an area that needs . lot of improvement,
The advisor should work closely with EMG counterparts
in the move to the new warehouse in Matazanos, in
streamling requlations and procedures, and in instal-
ling the MIS System. The advisor should have a team of
local people capable of doing inventory and expediting
and training staff in the health centers and posts.

Short to medium term technical assistance is stili
needed in the biomedical area to consolidate gains,
reinforce technology transfer and continue to build
MSPAS capabilities in training, maintenance and repair
and to help in developing specifications for new equip-
ment, installation, etc.

Short term assistance in Vehicle Maintenance is needed
to keep up the momentum and make sure that the MOH con-
tinues to properly use the systems that have been set

up.

The health planning function should change into a fol-
low=up on the Trauma Study in developing trauma manage~-
ment and primary care programs. A team consisting of a
physician, nurse, sociologist, and specialist in traima/
emergency medicine could carry out the project.

One organization should be responsible for ordering,
writing the specifications, installing and implementing
the systems. 1In the past one group would make recom-
mendations, another group would add their own items to
be procured, AID would order the materials, and yet
another organization woud be responsible for installa-
tion and implementation.

Primary Care, and prevention should become a major focus of
future programs. Although some of the Ministry of Heal:h
people see the value in this, many have no idea what primary
care Leally is and can't see beyond the traditional curative
approaches to health care.,

Develop national program in trauma management based on the
recommendations from the national trauma study.
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D.

F.

G.

Commodities are still needed but emphasis should be on those
drug, supplies and equipment that are absolutely essential
(see Leroy report). Emphasis should also be on long-term
infrastructure building, helping MSPAS continue to develop
the expertise to control and manage the logistics of getting
goods out into the field.

The Ministry of Health should coummit the human resources
required to make the project work and realize the need for
mid-level mnnagers who can be trained and will stay. This
means allocating the time and financial resources to a
project. It also indicates the need for a major management
evaluation of the ministry, their personnel needs at cach
level (e.g. fewer people but higher salaries to attract and
keep better, more qualified personnel), salary levels, job
descriptions, etc.

Now that a decision has been made regarding Management
Information Systems, A.I.D, should provide technical assis-
tance to make sure that the systems are developed and imple-
mented.

Facilities and Health Care Financing

1. MSPAS should condu-t a study of the health financing
system and explore options discucsed in this paper:
making one system, privatizing part of the system,
encouraging alternative care systems in the private
sector, increasing local (health facility) income by
expanding the patronato either according to ability to
pay or through the establishment of ®in-kind" payment
for services. They should examine ways to create incen-
tives to keep physicians in the system, The study
should examine policy implications aszd practical ways
to make the changes within the Ministry.

2. MSPAS should establish a performance bascd budgeting
system in all health facilities so that the budgcet
relates directly to the need and the actual services
delivered. Cost per service or unit delivered; stan-
dards and criteria should be developed.

3. The MOH should get professional (ratder than physician)
management for the hospitals and witdin the ministry
itself.

1-31 a
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FIGURE 1

RESOURCES ASSIGNED TO THE OPERATION OF HEALTH ESTABLISHMENT.
(CCLONES)
19481 1982 1,983 1984

OPERATIONS 113,636, 370 109, 420, 340 109, 420, 160 109, 243, 480
Regions 42,727,800 41,940,470 41,522,290 41,74S, 610
Hospitals 70,928,570 67,479,870 67,497,470 67,497,870

INVESTHENT 10,208,000 21,134,990 27,986,000 48, 459,930

TOTAL 123, 864, 370 130, 555, 330 137, 406, 160 137,703, 410
MSPRS is responsible for 4,230, 000
Representing X of Populatio ad3x
1983 budget 200, 000, 000
Per Capita Expenditure 47
Consults per person per ysa 0.3
Rdaissions per 100 consults 3

Social Security

Number served 202, 000
Budget a2, 000, 000
Per Capita Expenditure 406
Consultants per year 3.3

Source: Five Year Plan, MSPAS, 1985
McGeriff, July 1985



cC-I

FIGURE 2

1985 MSPAS BUDGET BY SOURCE OF FUNDS AND BUDGET CATEGORY

(COLONES)
GENERAL INTERNAL FORE IGN PERCENT OF
CATEBORY FUND LOANS LOANS TOTAL TOTAL
muumuu--u-u--u-----n.--------:nxacnu-----------.---z-..-z--.----cnz-.-
Higher administration €77, 900 677, 900 0. 3%
General Admin Services 21,248, 310 21,245,310 10. 8%
Plannaing 2,699, 690 2,629,690 1. 4%
Health engineering 768,770 768,770 O. 4%
Technical services 1,379,620 1,379, 620 0. 7%
Health Services 30, 902, 460 S0, 02, 460 235. 8%
Hospitals and other 0. 0%
autonomous institutior.a 86, 929, 280 86,929, 280 &4.0%
Expansion of Health Network 4,312,060 23,576,250 27,888,310 14, 1%
Construction, Renovation 100, 000 100, 000 0.1%
Rural Health 3,123, 920 3, 128, S20 1. 6%
Latrinas 447,980 447,980 0. 2X%
Branch Investment 1, 3E6, 040 1, 366, 040 0. 7%
TOTAL 1€4, 603, 630 S, 335,000 23,57€,250 197,534, 280 100%
Percent 83. 3% 4. 7% 11.9% 100. 0%
Source: Di. No. 286, 1983 Budget, February 2, 1985.

McGraff, Ju
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FIGURE 3
TOTAL BUDGET BY MAJOR PROGRAM AND EXPENSE CATEGORY

EL SALVADOR MINISTRY OF HEALTH FO™ 1985

{COLONES)

RINOA TOFCRNY OEBERD
SIS @©IcT  aasss

CSTELTIGN TWoFeRs = :
SISIDIES AXRTIIATION A

RIERIAS EMIRDT EIALsS

Nighar aninistration L, NS 3%, 40 2,00 13,320 2,420 €77,%0
Geraral ALzin Services LT N0 1,117,990 412,000 1K,573,610 1,540 21,248, 310
Plasaing 2,123,620 148,80 £,1M 145,530 2,632,529
Mealts e=3ircoring 15,0 27,640 S,£2) 21,180 1,£30 728,770
Techaical sarvices 1,298,310 31,62 5,7 12,70 1,379,620
Mealtay Services ATH, 70 9,133,000 Ol,80 2,2595% 11,790 30,902, 460
Moepitals and other ¢

&fcaccoes st itukbens 85, 523,20 85,529,280
Espursix of Falth Rstwork 1,40 1,555,000 3,000 16,274,860 7,100,000 2,193,900 27,203,310
foxtretion, Exxovation 102,020 100,63
Beral Muaith 2,973, %0 35,000 40,000 80,000 3,128, %0
Latrir=s M7, W7,%0
Fixh Ircitent £20,69 706, X0 4,000 15,000 1, 366, 040

DA 0,614,000 16,435,730 2,657,223 19,183, 7) 15,230,650 7,200,50 &,947,20 2,239,930 197,334,260

Sowen: Biarso Oficial - Toeo Mo 206, 1923 Busoot, Fetruary 2, 1995.

Reiriff, July 1363
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FIGURE 4

TOTAL AND PERCENT BUDGET BY CATEGORY FOR MAJOR PROGRAMS, 1985

(COLONES)
HOSPITALS OTHER FACILITIES ALL FACILITIES
BUDGET CATEGORY TJOTAL PERCENT TOTAL PERCENT TOTAL PERCENT
Wmmm:uaanxa.:...-u-.--.-.-xa-..acx:::a:3..:....8::.:.-.:.-:83:.-
Permanent Salaries 63, 940, 180 81.0x 38,795, 780 76.2%X104, 735, SEO 79. 2%
Temporary, contract 4,213,210 S.2% 9,353,080 18. 4% 13,568,290 10, 3%
Overhead 1. 749, 000 2. 1% 431,830 0.9% 2,200,830 1.7%
Materials 9, 462, 400 11.6% 2,289,980 4.5% 11,752, 380 a.9x%
Remodeling & Construction 0. 0%
Hospital transfers, 0. Ox%
subsidies, etc. 0. 00% 11,790 0. 02% 11,790
Dedbt Amoritization 0. 0%
TOTAL 81,366, 790 100% 30, 902, 460 100%1 32, 269, 250 100%

Source: Diario Oficial - Tomso No. 266, 1985 Budget, Faebruary 2, 198S.

McGriff, July 1983
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FIGURE 5
ADMINISTRATIVE AND MEDICAL EXPENSES

8Y HOSPITAL AND CATEGORY

(COLONES)

EM. MMSTERTIVE EIFOSES IEDI0AL EXFOESTS

waT-TIE AN RAT-TINE IDICHES  ENOL e
TR SUMIES SNIOS OERED WENAS SEIGIA SYUMIES SIVIES (VRED SOAIS  SBTOTR WA
w
Fracisce Mesentez 60,1 3040  M,I0 000 8610 2,219,300 121,840 2,50 M40 2,854,020 3,670,%0
Son Jum de Bies, SR L6050 IMT™ 1,50 5,20 2,030,59 610,40 327,120 6,59 201,430 2,352,50 9,437,30
San Jumn de Bies, Son. M550 640 14,100 14,00 70,170 2,113,450 115,220 305,350 2,535,230 3,235,450
Br.L Edomde Vasqus: SI,%0  A2,1% 7,200  9%,10 781,830 1,553,700 86,100 Z0 193,600 1,035,630 2,627,480
San Rafasl %10 040 T,00 12,30 604,00 2,421,210 123,30 6,000 30,970 2,914,500 3,550
Rosales 2,203,000 404910  2MLE 65,6 2,%5,M0 10,165,020  STRA10 33,440 1,515,230 12,330,550 15,277,540
Benj:3in Blooe LU0 RSO AL HUKT0 1,550 65650  IES 2,00 115,650 8,247,650 9,534,420
Naternidad ® LOKWMO  TREN 165,30 27,430 1,Z81,30 5,572,910 254,550 120,600 1,022,200 7,011,3%0 8,272,530
Migitrice 015,10 1260 23,20 64,00 1,000,000 3,451,090 X5, 14,30 678,80 4,M9,%10 S, 39,950
Reumologice M2,710 12,00 50,10 W00 533,00 2,053,030 117,600 15,000  AI2,110 2,643,560 3,612,650
Sasta Teresa 63,3 50,20 103,600 133,90 973,830 2,133,630 120,340 1,500 28,160 2,591,650 3,%7,5%
Senta Gortredis 660,120 7,43 40,630 9,130 €190 2,101,160  113,€20 3,509 208,73 2,507,210 3,346,150
Saa Fodre N6 ST 103,050 21,650  S23,20 2,100,530 132,60 2,600 LAY 2,563  3,631,5%0
San Juan do Bics, S.R W, 70 64,0 3,00 14,50 1,055,C0 3T2,00 187,450 10,650 633,810 4,483,9%0 §,523,620
WA 13,257,010 1,803,320 1,357,010 430,410 16,859,300 2,622,370 2,611,850 381,190 8,631,990 64,507,840 1,36, 790
Nercant of total s L s s 10008 6.7 W 0.63 1348 10008
Percent of Total Dudget 2.7 nn 1008

8 Iacludes Clinica Gissologia

Soace: hario Oficial - Too No. 206, 1983 Budget, February 2, 1XS.
Kbriff, July 1385
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FIGURE 6

EL SALVADOR COST PER PATIENT DAY BY HOSPITAL

( COLONES)
TOTAL COST PER
TOTAL TOTAL PATIENT
HOSPITAL BUDGET PATIENT DAYS DAY

RBE ualum“uu-------:aaaaaa SEIRER IS IS IR IR FEEITHERENRIEE XSS

Francisco Menendez 3,670,560 435, 154 a1

San Juan de Dios, S.A. 9,437,570 148,617 64

San Juan de Dios, Son. 3,235, 450 57,923 56

Dr.L. Edmundo Vasquez e, 627, 480 29, 345 90

San Rafael 3,998, 550 45,587 79

Rosales 15,277,540 208, 765 73

iy Benjamin Bloom 9, 924, 470 69,917 143
e Maternidad » 8, 272, Seo 95,847 86
Pasiquitrico 3, 390, 950 149, 582 36

Neumologico 3,612, 650 105, 312 34

Santa Teresa 3,567,520 S4,470 65

Santa Gertrudis 3, 346, 150 36, 381 91

San Pedro 3,801,500 59, 457 64

San Juan de Dios, S.M. 5,523,020 a8, 009 63

TOTAL 81, 3€€, 7390 1,195, 369 €8

Source: Resumen de RActividades Hospitalarias, MSPAS, 1983 and 1984
Diario Oficial - Tomo No. 2686, 1985 Budaect, February 2, 1985.
McGriff, July 1985



FIGURE 7

EL SALVADOR HOSPITAL AND HEALTH CENTER UTILIZATION STATISTICS, 1983 AND 1984
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FIGURE 9
EL SALVADOR HOSPITAL AND CLINIC UTILIZATION PERCENT CHANGE, 1983 AND 1984
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FIGURE 10

SUMMARY STATISTICS EL SALVADOR HOSPITALS AND HEALTH CENTERS, 1983 AND 1984

HOS2ITAL MEALTH CENTERS TOTARL
132 11
CATEGCRY 1943 1% 1543 1554 193 1904 onzx
w
laber of deaths N9 5,650 - 1) 324 6,093 6174 1.3
Beath Late as M) i3 lu 1.6 1.3 20 a0
Live Birtks 2,251 a,97 6,916 1,011 49,167 43,318 L3
Total Butpaticat visits 1,293,114 1,X0,504 IMEW /N3 1,654,704 1,739,207 its
Kadical Consults 912,01 949, N2 241,400 &B%15 1,153,741 1,213,498 ia
Dertal Consuits 60,516 33,438 1,638 1,59 98,14 5,438 .7
Ezorgoncics by Peysiel 326,257 352, 704 75,632 76,367 402,609 423,21 65
E=rgzecics by Karse R,876 39,034 £3,031 2,70 5,27 91,C0 iy -
Prescriplions 3,855,166 4,083,449 964, 207 2,20 4,820,373 5,040,719 LW -]
Total Surgery 114, 113 130,420 15197 19,052 133,232 149,472 1’
Kinor 22,255 163,314 14,673 14,470 5,91 114,704 .48
K jpor 3,620 3,105 4,482 4,522 I, 82 3,528 4.4
Total Anesthesia 112,081 113,482 16,567 18,699 129,048 134,184 LY ]
Goneral 2,732 2,629 3,721 625 43,43 43,953 .18
Local 69,49 2,84 11,2¢6 12,264 £3,553 45,218 in
hadiology Procedures 131,853 179, 10 2,807 16,452 154, 660 195,73 5.6
Elactrocardiogras 9,612 14,078 0 0 9,612 14,078 L &
Rater of Injections 5,011,357 2,241,208 413,161 M8, 723 2,425,718 2,630,011 a2
Mrysiotherapy '
Hucher Treated 5,220 57,058 % S 37,33% 57,109 0.4
Kaabor of Treataamts 1C3,E54 105,742 1,716 1,3 110,570 163,039 22
Laboratory 1,239,158 1,317,721 22,437 28,789 1,451,635 1,5%2,510 S

Source: Resuecn de Actividades Hospitalarias, 1SS, 1981 and 1584
KG-:ff, Juiy 1985



FIGURE 11
Ministry of Public Health and Social Assistance

Health Establishments According to Type Region, Closed as of December 1984

14 L

OCCIDENTAL CENTRAL METROPOLITANA PARACENTRAL ORIENTAL TOTAL
1983 1984 1983 1984 1983 1984 1983 1984 1983 1984 1983 1984
HOSPITALS
Closed - - - - - - - - - - - -
Total 3 3 2 2 S 5 2 2 2 2 14 14
Centros de Salud
Closed - - - - - - - - - - - -
Total 2 2 1 1 1 1 3 3 S S 12 12
Unidades de Salud
Closed - - - - - - - - - - - -
Total 21 21 14 14 23 23 12 14 28 28 98 100
Puestos de Salud
Closed - - 12 15 1 1 2 4 13 17 28 37
Total 29 29 39 39 4 4 39 37 53 €2 164 171

Puestos Comanditarios

Closed - - 1l - - - - - 3 2 4 2
Total 9 10 7 7 8 8 2 2 8 8 3 k 13
Dispensarios de Salud

Closed - - - - - - - - 3 2 3 2
Total - - - - 3 3 - - 6 6 9 9
Closed - - 13 15 1 1 2 4 25 26 41? 46?
Total 64 64 63 63 44 44 58 58 102 111 ' !
Sources: Departamento de Estadisiticas de Salud

1/ Lista de Establecimientos de Salud (Actualizada)
2/ Informes Mensuales de Los Establecimientos de Salud



Dene McGriff

SCOPE OF WORK
(May-June, 198%)

For up to IS working days in San Salvador and 9 working days in Washington,
DC, Mr. McGriff will work with the Government of El Salvador and the USAID
Mission to analyzo the health facilities system, Specifically:

A,

C.

Examine changes in service dolivery levels:

1. Determine the facilities in operation at tho time of the
evaluation in comparison with levels found by the Klassen
Committee in February 1984.

2. Determine the number of consultations provided by the MOH in
1984 by level of facility and reason for consultation, and
compare to target numbers for 1984 and to scrvicass provided in
1983.

3. Describe the way in which tacgets are set for sorvices by
facilities and recommend needed changes.

Include in the full mid-term evaluation report the contributions of
all team members., including Kraus' work covering indicators for
vehicle maintenaince, bio-medical maintenance. and materials
management.

Evaluate progress toward project indicators contained in the logical

framework of the project paper, using your above findings and the

findings of other te:™ members (including Klaus), including:

1. The provision by both GOES and AID of project inputs in a timely
and effective manner:

2. Whether the inputs are causing the project outputs: and

3. Progress towvard reaching end of project status indicators.

Make global recommendations for changes in project implementation to
improve performance with respect to project indicators.

I-43 \\\ﬁ



A,

SUMMARY OF INTERVIEWS AND SITE VISITS

Interviews

1.

2,

3.

Ministry of Health

Dr. Gonzalo Beltran Castro (Acting Vice Minister)
Lic. Miguel Interiano (EMG)

Oscar Ogorio (EMG)

Dr. Adan Montes (Dir. Dept. Operativos & Normativos)

Dr. Christian Amaya (Dir, of Administration)

Dr. Sagastume (Dir. of Statistics)

Hax Corleto (EMG)

Director of Rosales Hospital

Director of the Centro de Salud San Bartolo
Director of the Unidad de Salud Mejicanos

Lic. Belarmina de Enriguez (Chief of Procurement)
Warehouse Managers (Matazanos and Social Security)
Westinghouse Team

Raul vasquez

Scott Brandon

Carlos Pereira

Dr. Eduardo del Castillo

George Kraus

Sites visited

Matazanos Warehouse

Social Security Warehouse

Hospital Rosales

Centro de Salud Ssan Bartolo

Unidad de Salud Mejicanos

I-44
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I. INTRODUCTION

The current consultation is the second which looks at Health Status Assessment
and Health Policy and Program Review for AID/El Salvador (AID/ES) under the
sponsorship of University Research Corporation. As noted in the initial report
carried out in August, 1984, this consultation resulted from concern regarding
the directions of current efforts by AID/ES and the need for an independent
health saector program and policy review, The objective was to focus on new
directions for AID/ES programming, leaving the evaluation of current wcrk
(VISISA, etc.) to others.

As was the case with the previous study, the present effort has at its core
epidemiologic data obtained from the Ministry of Public Health and Social
Assistance (MSPAS) and elsewhere. These data form the basis of what is to
follow. In addition, however, there are multiple other inputs, including
companion evaluation projects carried out for AID/El Salvador. Most
importantly, there are the opinions of the real experts in this setting--the
Salvadoran health workers, who live with the situations described in the
report on a daily basis.

The purpose of AID assistance to El1 Salvador and of this consultation is to
further the cause of improved health and to meet the challenge of the World
Health Organization (WHO), as cited in the previous report: to achieve
"Health for All by the Year 2000." Activities which move El Salvador in this
direction are therefore consistent with the purpose of the consultation; those
which are ineffective or move in the opposite direction are not.

Because this is a follow-up report to the more comprehensive study carried out
in August 1984, that initial report (dated April, 1985) should be read in
conjunction with the present remarks. Every effort will be made not to repeat
what was said before except insofar as it i3 necessary to reference current
data or to evaluate progress toward meeting a stated goal. (Section III
provides a brief summary of the prior documents.) The present report is
therefore a supplement to the previous report and should be read in that
context.

II. PURPOSE OF CONSULTATION

The previous consultation was designed to complement a companion document
entitled, Health Resource Assessment and Projections for the Future in El
Salvador. The two studies were carried out at roughly the same time in 1984,
the lHealth Resource Assegssment having been published in January, 198%. It is
proposed that the current follow-up activity tie together with a follow-up
Health Resources Report, a Pharmaceutical Congultant Report, and with an
evaluation of the VISISA Project to the end that all four may be combined into
a single final report.

The current gsegment of that report has a Statement of Work consisting of four
elementa. They arn ag follows:

A, “Collect current data on mortality and morbidity for the ten mont

common causes in the general population, mothers, and children under
five, differentiating the urban and rural residants.
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B. “Analyze changes in mortality and morbidity data (as available) since
mid-1984 baseline study.

c. “Relate any changes found in mortality and morbidity data to project
inputs, if possible.

D. "Evaluate progress toward policy and program reorientation and
changes in resource allocation recommended in the August, 1984 study
of the health system."

The current consultation is a mid-term effort designed to review health sector
policy and program efforts by AID/ES. For both this and the final review, it
was requested that there be an updating of statistical information which could
be obtained from epidemiologic reports available at the time of these visits,

It should be noted that the initial work order stated that the recommendations
in the first report were to be of a "tentative" nature. The ordaer went on to
establish that: "These recommendations can subsequently be confirmed,
reordered in priority or discarded by the mid-term and final evaluation plan
for the health systems vitalization project. Understanding that AiD/ES may
wish to exercise its auathority in modifying or ignoring any of the
recommendat ions made, one of the opportunities presented in this mid-term
report is to carry out the above mandate. hccordingly, each of the original
recommendations will be reviewed. (See Section VIII-C in this report.) In
addition, more information will be proviced, when available.

II1  REVIEW OF PREVIOUS REPORT

The report entitled Health Status Assessment and Health Policy and Program
Review, dated April, 1985, presented a collection of subatantial amounts of
data obtained from a variety of sources both in El Salvador and outside the
country. This material was gathered prior to and subsequent to the site visit
of August, 1984. That accumulated information continues to provide the baais
for the present report, although the extensive bibliographic references will
not again be cited. (Citations may be found in tha April, 1984 report on
pages 82 to B85.)

That report, as is the present, was divided into ten differunt sections, The
first Section, "Context of Site Visit," has been alluded to in the
Introduction. Basically, it reviewed the "Health for All by the Year 2000"
theme and put this in context of the requeat of the AID/LI Salvadour Miasion
for assistanco.

The second section, titled "Statement of Work,” mot the stags for Jdata
collection, noting sources to be used--particulacly thore in the MSPAS, In
addition, the section dealt with the nature of the rocommendations epected
and how they would look beyond the current VISISA Prorect,

The third section, "Health Status and Population Demographice in 11 Salvador,”
forms a background for much of what is to follow in the current report, That

section looked at mortality, morbidity and population demoyraphica data, both

from the MSPAS and external data gources.
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The fourth section, on "Health Organization in El Salvador," dealt extensively
with organizational structures for both governmental and non-governmental
entities. Since little attention was given to private voluntary organizations
working in El Salvador and since their input is potentially significant to the
outcome of the present consultation, a brief review of selected PVO activities
is recorded in Section VI of the present report. Also, because one of the
significant events which has taken place since the previous report has been
the reorganization of the MSPAS, that reorganization will be dealt with in
Section IV-B of this report.

The fifth section of the April, 1985 report addressed the various activities
in the MSPAS and provided a brief background on the data reporting system of
the Ministry. It is important to stress again the dedication which the MSPAS
has for collection of data and the care with which these data are treated and
reported. While lacking computerization and even sufficient health manpower
to carry out the assigned tasks, there is cooperation throughout the Ministry
dedicated to producing meaningful statistical reports on a weekly, monthly and
annual basis.

The sixth section of the earlier report relied heavily on site visits to areas
throughout the country. As noted in that report, these site visits were as
"random" as they could be under the circumstances and demonstrated certain
consistent themes as the result of travel to all five regions served by the
MSPAS. Findings of these site visits generally were that there was a shortage
of drugs and equipment, but that a dedicated staff appeared to be functioning
in most, if not 11, locations where they were said to be at work. The basic
conclusion was that there is a functioning Ministry of Health in El Salvador
serving a substantial percentage of the Salvadoran population.

The seventh section of the earlier report concentrated on health priorities
and resources and introduced the first draft of the proposed Five Year Plan.
In essence, the section concluded that resource allocation was oriented more
toward secondary and tertiary health facilities than toward primary care. It
further noted that the key concern of providers interviewed in a variety of
settings was for supplies and equipment, but that there was a strong desire to
see more programmatic effort focused on primary health care problems, such as
control of diarrheal diseases, sanitary improvements, provision of improved
maternal and child health services, and better health education. (Further
discussion of the Five Year Plan will be presented in Section IV-A of the
present report.)

Finally, the ninth--and longest--section of the previous report was that
related to recommendations. Sixteen basic recommendations--nearly one fourth
of the total report--were made for reorienting AID/El Salvador program
directions. Since most of the recommendations presented were derived from
data and other inputs received from the MSPAS, it is felt that they are
consistent with MSPAS objectives and therefore appropriate guidelines for
AID/ES policy initiatives. (These recommendations will be reviewed in Section
VIII-C and IX-A of the present report.)
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The report concluded with two brief sections, one a Summary and Conclusions
Section and the other a Footnotes and Bibliography Section. The report then
went on to present a series of tables, most of which were derived from MSPAS
reports and designed to demonstrate trends over a number of years. Finally,
there were ten basic appendices, the most substantial of which was a
compilation of Daily Activity Reports for the site visit to El Salvador of
August 13-25, 1984.

There are two additional AID-sponsored reports which have become available in
1985 and are relevant to the current study. The first is the previously
mentioned Health Resource Assessment and Projections for the Future in El
Salvador (the Autotte report) and the management evaluation of the second
phase of the VISISA project (the Kraus report). These are dated January, 1985
and June, 1985, respectively. Other work carried out during the first six
months of 1985 that relates to the present report is included in the final
compilation, of which this is a part.

IV. SIGNIFICANT EVENTS SINCE PREVIOQUS REPORT

There have been a number of changes in the health situation in El Salvador
since August, 1984--some significant, and some less significant. Due to
changes in the administration of the Ministry of Health, several individuals
have departed and others have come. As will be seen in Section V, certain
conditions used to measure health status have increased in frequency while
others decreased. In general, however, the most significant changes involving
the MSPAS are in three areas. These are:

A, The completion of the Five Year Plan;
B. Reorganization of the MSPAS; and
C. Completion of a vaccination campaign throughout the country.

Each of these will be discussed in turn.

A. Five Year Plan

The completion of the Five Year Plan for the Ministry of Health (Plan de
Salud 1985 to 1989), effective September, 1984, marks a major step for the
Ministry. The reason for the significance of this undertaking is that the
Plan will be used by the new government of President Napoleon Duarte to
guide the activities of the MSPAS over the projected tenure of his
administration. With the reconfirmation of the Minister of Health, Dr.
Benjamin Valdez h., effective June, 1985, there is every reason to feel
that the plan will be implemented by the Ministry of Health and its
employees.

As noted in the previous report, this plan engages in substantial
gelf-criticism before proposing an agenda for the future. Examples of
passages taken from the plan are as follows:
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"Through 1983, through the four years before that, through the
dacades up to these last four or five years, that which defines our
situation is that which, in total accuracy, ought to be called 'The
Agony of a People.' Many Salvadorans die from complex and varied
circumstances; (they die) without hope of resurrection. We note that
peoplae and nations that die are never reborn...

"Health services from the currently poorly organized system of health
in El Salvador are not accessible to all in the country, are not
integrated, nor continuous, nor much less are they available from
concaption to death for all Salvadorans."

The report then goes on to issue a call for change:

“"We all need to make a great sacrifice for democracy: We need to
acquire a new social conscience that impells the birth of a new
internal social organization, which will permit us to suffer the
presence of dependency or external domination in a less pernicious
form; that will require us to begin walking together, to learn that
we are part of the Salvadoran community and that only through
struggle and the rewards that it brings will we be able to start the
march toward our definitive liberation. 1If we do this, we will be
able to hope for an improved health condition and arrive at the goal
of "Health for All by the Year 2000."

With these resounding words of hope, the Five Year Plan goes on to provide
nearly 80 pages of background information on the health situation in El
Salvador. (Many of these same facts were noted in the Health Status
Asgsessment and Health Policy and Program Review Report dated April, 1985.)

The plan then lists the five basic policies which it says will guide
health policy directions from 1985-1989 in El Salvador. These are as
follows:

1. “To structure the primary level of health care in a form that
satisfies the basic necessities of all the population in the
most efficient manner.

2. "The modality selected to structure the primary level of health
care ought to put emphasis in the growth of community
participation and contribute to the strengthening of the local
level as the center of inter-sectorial cooperation and
integration of growth and development activities.

3. "To develop a solid, although gradual process of
decentralization that commits the making of decisions and
administration of resources at regional and local levels. For
this there will be implemented a reorganization of the MSPAS and
growth of a training program in how to serve people,

4, "To promote the harmonious growth and rational utilization of
human resources and technology.
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S, "To create mechanisms with other institutions involved in the
health sector 2nd to orient changes in the same with the goal of
structuring, over a long period, a national system of health in
accord with the Judicial-Administrative organization of the
nation and the use of its resources."

In view of the recommendations contained in the previous report, it is of
interest that the proposed recommendations of the Five Year Plan stress
primary health care, community organization, decentralization, more
rational use of human resources and coordination of effort by multiple
agencies. These general policies would appear to be in accord with the
recommendations made in April, 1985, as a result of the August, 1984 visit
to El Salvador. (It should be noted that the recommendations appearing in
the April, 1985 report were written in August, 1984 and that the Five Year
Plan, although unofficially available, is yet to be approved and released
for distribution, even within the MSPAS. Accordingly, the policies noted
above were not available at the time that the previous report was written
and are still technically unavailable as of this writing.)

The basic strategy called for in the plan is to emphas‘ze primary health
care and to realign resource distribution to this end. As noted in the
objectives, organization at the community level and decentralization from
the central level will be key to this process. The plan is based on the
belief that improvement in basic health indices will come only with a more
comprehensive community-based primary health care system in El Salvador.

Some of the more specific activities proposed are: to improve community
sanitation through a continuing expansion of the drinking water and rural
latrine construction programs; to promote maternal and child health
programs, as well as an integrated health care program for adults, to
assure improved health indices; and to develop more resources through
better planning, increased efficiency and improved use of what resources
are already available. A number of sub-programs are eclaborated from thesa
basic concepts. Finally, an evaluation of the plan i3 called for and the
outline of this evaluation specified.

If followed, the Five Year Plan can only be considered a major step
forward in promoting improved health care for El Salvador. An extansive
“action plan" is included as part of the report, together with a nwnber of
specific objectives for environmental and health service delivery
improvement.

While a very preliminary version of tha Five Year Plan wan available at
the time of the August, 1984 congultation, nothing approach:ing tho detail
or spacificity of the current plan could he obtained. It i3 significant,
therefore, that there is so much congruency between the "Health Status
Assessment and Health Policy and Program Review" and the recomnendations
to be found in the Plan, This ghould suggest a direct:ion for AID/E]
Salvador funding as plans for the next funding cycle are doveloped.
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B. Reorganization of the MSPAS

The Plan do Salud 1985-1989 concludes with four specific steps that need
to be followed. That conclusion is as follows:

"It is therefore indispensable, in order to improve the level and
structure of health at the community level: first, reorganize the
Ministry of Public Health and Social Assistance: second, implement
the national system of health; third, make effective the
intersectorial participation; and fourth, make effective the active
participation of the community."

It is the first of these that is the concern of this Section--
reorganization of the MSPAS. In the previous report several alternative
organizational schemes were suggested, along with a review of the then
current organizational diagram., The latter shows seven operating programs
reporting directly to the Minister and Vice-Minister of Health through the
Director General of Health. These programs include Administration,
Engineering, PLANSABAR, Operating Services, Normative and Technical
Services, VISISA, and executive units representing such projects as those
of the Interamerican Development Bank. In addition to the foregoing are a
number of staff lines also reporting in the same manner, these including
Internal Audit, Judiciary., Public Relations and Planning. It was the
belief of all those contacted in the Ministry that this structure was
outmoded, unwieldy and needed to be streamlined.

The structure which has emerged as the provisional organizational chart
for the MSPAS achieves this objective without question. As may be seen
from Figures I and II, the new proposal allows for only three operating
lines that report through the Director General of Hcalth to the Minister
and Vice-Minister, The three lines provided for are the Administrative
Division, the Regional Health Offices, and the Normative, Technical and
Operating Services Division. (This latter represents a combination of
Normative and Technical Services with Operating Services, plus others.)
Staff functions reporting directly to the Director General are the
Divisions of Human Resources Development, Health Engineering, VISISA and
Interamerican Development Bank projects.

The new Administrative Division contains departments devoted to General
Maintenance, Personnel., and Financial/Accounting, among others. The
Technical, Normative and Operating Services Division is subdivided into
two main parts: a Division of Attention to the Parson (Personal Services)
and a Division of Attention to the Environment (Environmental Services).
Under the former come programs such ag Nutrition, Dentistry, Maternal and
Child Health and Family Planning, Medical Assistance, and Mental Health.
Undor the latter come PLANSABAR, Malaria Control, and Environmental
Health. Health Education, Nursing, Epidemiology and Laboratory Services
are included as service divisions to both Personal Services and
Environmental Services.
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In this manner the MSPAS is being reorganized in the hope that it will be
more responsive to community needs. New appointments are being made at
the coordinator level to assure the smooth functioning of the new
structure. The new Director of Administration is Lic. Cristian Amaya and
the new Director for Technical, Normative and Operating Services is Dr.
Adan Montes Figueroa. Working under Dr. Montes in the Personal Services
Division is Dra. Guadalupe Raseghi and under the Environmental Services
Division will be Dr. Rolando Eduardo Hernandez Argueta (until now chief of
the Epidemiology Department).

Just how effective this reorganization of the Ministry will be in changing
service delivery patterns remains unclear. As in all reorganizations, it
has the advantage ot restructuring the leadership of the Ministry at the
operational level to bring this leadership more in line with the current
direction of the Ministry. It is clear that new and capable personnel are
being brought into positions of authority through the recrganization.

Reorganization alone, however, will not assure that program objectivaes are
to be met. This is the device typically most favored by administrators
because it is the easiest to accomplish. With the implementation of this
reorganization, the MSPAS has arrived at the "hard part"” of implementing
its Five Year Plan.

C. Vaccination Campaign

In terms of influencing eventual health statistics and public health, it
is clear that the most effective step taken since the last report is the
implementation of a country-wide vaccination campaign. A report
recommending the proposed outlines of this campaign was published as a
result of a meeting held October 8, 1984. Entitled Plan of Action:
Immunizations 1984-86 this document has become the bible to the
Epidemiology Division and others interested in the immunization campaign
and its evaluation. The document was published by the Pan American Health
Organization Office in conjunction with the MSPAS. Its purpose was to lay
out a plan for the vaccinztion campaign just concluded, with strong
participation by UNICEF.

Basically, the document recommended that a nationwide campaign be
undertaken during three days of 1985: February 3, March 3, and
April/21l. The objective would be to immunize against five infectious
diseases at the same time: measles, whooping cough, diphtheria, tetanus
and polio. An objective of immunizing 400,000 children less than three
years of age was recommended. The plan was to reach 80% of the children
in this group. In addition, in order to reach children over three years
of age whenever possible, it was suggested that provisions be stocked for
a campaign to cover 600,000 children. Finally, it was suggested that
vaccine against tetanus should be given to women from 15 to 45 years of
age whenever possible during the campaign.

In order to make the campaign possible, UNICEF and PAHO together agreed to
help identify the $450,000 naeded. A functioning cold chain was noted to
be among the more important support tools required for a successful
campaign. In addition, the importance which Rural Health Aides (ARS)
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could play in che implementation of the program was noted. The support of
cold chain development by VISISA and the Rural Health Aide program by
PL-480 funding provide two examples of AID/ES contributions to the

project. Indeed, the entire infrastructure for moving medicines and
supplies throughout the country (aided by VISISA) was essential for an
effective national campaign such as that proposed and ultimately conducted.

Another important feature of the campaign was its heavy dependence upon
commnity participation, including volunteer support. Once again, the
direction made clear by the Five Year Plan and previous recommendations to
build upon a community base finds expression in a particular program
implementation.

According to the Epidemiology Division of the Ministry, the program took
place on the dates specified much according to plan. Rather then focusing
on children under three, however, the MSPAS chose to target children under
five years of age. It is estimated that approximately 250,000 doses of
vaccine were given on each of the three days of the campaign. (Sce
Section V-B-2.)

It is significant that, for the first stage of the campaign, MSPAS
officials were allowed to enter all parts of the country, including those
held by guerilla forces. For the second and third dates, MSPAS
vaccinators had ready access to most of the contested zones, but were
required to use Red Cross personnel to go into thuse areas under the
complete control of guerilla forces. Whoever had recponsibility for
giving the vaccines, it is reported that an effective nationwide plan was
realized.

At the present time PAIIO is initiating an evaluation of the vaccination
campaign to see how successful it was. Utilizing a “cluster" technique of
identifying who did and did not receive which vaccines, PAHO proposes to
provide some insight into the ralative extent of coverage by campaign
workers. This analysis should ba completed by late summer, 1985,

While apparently simple in concept, an evaluation of a vaccination
campaign is more complex in practice. For example, the ovaluation should
distinguish whether one, two or three doses were taken by the subject of
the interview, Further, had the interviewce been vaccinated previously?
In other words, was this a redundant vaccination or was it a new
vaccination? Without thia kind of basic information the projocted effect
of the campaign cannot be estimated.

When there was a similar campaign in the early 1970s, a significant effect
was noted the following year in the diseases for which vaccination had
been given. It may reasonably be expected, therefore, that in the coming
year there will he a drop in the incidence of at least some of the five
diseases for which the under five year old population was vaccinated.
Should this be the case, there may also be some reduction in mortality
figures for these five diseases in 1986.
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At the present time the MSPAS proposes to continue the effort initiated in
the immunization campaign through periodic "mini-campaigns." The degree
to which this is successful will determine whether there is a significant
impact on the long term health status of Salvadoran children with respect
to the incidence of preventable infectious diseases.

V. CHANGES IN HEALTH STATUS

Health status measurements are imprecise and at best general indicators of
health. They ara useful only in global terms, particularly with large
Populations over long periods of time. They have little utility with small
popuiations in short time frames.

Among the most useful health status indicators are infant mortality rate and
death rates, generally. These give some indication of unnecessary deaths, as
defined in the more developed countries. Given the relationship between
mortality from acute diseases in less developed countries and mortality from
chronic diseases in more developed countries, mortality rates serve as an
indirect index for tha degree of development of a particular society.

Morbidity indices, on the othor haad, are more a reflection of the environment
and health care delivery systum prevalent at that particular time. Since they
are more open to interpretation and less definitive than mortality statistics,
they are generally considared less valuable in measuring the health of a
population. MNonetheless, they do have value and can demonstrate changes in
health care and unvironment over a shorter period of time than can mortality
indices. Once again, large populations are required for meaninqgful
intorpretation.

Because factors associatad with ill health and high mortality are well known,
thiir presence or absence may serve as indirect indicators of the likely
health of a population. For example, poor sanitation is generally associated
with ill health and a higher than necessary mortality, Lack of medical
attention is also associated with both of the foragoing. Efforts to improve
sanitation and incroase medical coverage may be used, therefore, as measures
of health and enviromment, even though they are more process than outcome
oriented.

In the section which follows, each cf the indicators mentionead will be used to
assess potential 11l health in the Salvadoran population and, in particular,
any changes in that health status since previoualy reported data wvere
available. Mortality, morbidity and oth.r indicators will be reviawod 1n
order. Following this, a summary statement concerning any changes which have
taken place in the last year in any of the above will then be noted,

A. Mortality

It should be noted that mortality data lagn morbidity data reporting in
the MSPAS by at least one year. One reason for this may he that morhidity
data are collected in the health centers througheut the country and
reported directly through the MSPAS, wherean mortality data are maintained
by municipalities and are reported through thia source to the qovernrent
and, ultimately, to the MSPAS, Accardingly, mortality daca reported in
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the April, 1985 study and collected in August, 1984 were from 1982. Such
data sets are typically first reported in the Salud Publica en Cifras, the
most recent edition of which (as of this writing) is Number 15, dated
1982. (Advance data for Number 16, to be published during the surmer of
1985, were made available for this report.)

1. Ten Most Common Causes of Death

Because mortality data are not kept by the MSPAS, but by the
municipalities, the reporting of those data is much delayed over
morbidity data. The most recent available published mortality data
are from 1981. (1982 data are available in draft form and will be
published after mid-1985.) Selected 1983 mortality data were obtained
from various data sources available through the Ministry of Health,
but are not yet organized in final form. These data are precented,
together with 1981 data, in Table I.

It is interesting to note that the total number of deaths reported in
El Salvador has declined by about 5,000 in the two year interval from
1981 to 1983. One classification which stands out for both reporting
periods and which has changed little is that pertaining to perinatal
mortality, constituting over ten percent of all deaths in both

years. The second largest number of deaths in 1983 and one which
stands out for both is "homicides and injuries intaentionally
inflicted by other persons.," This category, which had fallen in 1981
as compared to the two previous years, has now jumped to second place
among the 10 primary causes of deaths in Fl Salvador and constitutes
6.9% of total deaths reported. (This compares to 5.0% in 1981,)
Although absolute numbers have declined very slightly, intectinal
infections show a slight incrcase as a percent of total deaths in
1983 over 1981--6.9% or the same as for homicides. Motor vehicle
accidents, on the other hand, show a slight, almost imperceptiblae,
decline.

Perhapas the most interesting change in the ten primary causes of
death reported are the four new categories which appear for 1983 that
were not present in the top ten of 1981, These aro, in order: 1)
psychotic conditions: 2) cardiac dyschythmias:; 3) mental
dinturbances; and 4) pnewnonia. As may be seen, this list contains
two items which may be included under "mental health" (psychoscs and
other mental disturbances), one under "chronic illnesses " (cardiac
dyarhythmias) and one under "acute dizeases" (pneumonia). Indead,
pneumonia was on the list of the top ten discases for a number of
years and has now returned,

It is clear that, given the data just mentioned, no firm statoment
can be made about changing moctality, even in the two year period
from 198]1 to 1983. (Data for 1984 are currently totally unknown.)
The return of homicidaa and intentionally inflicted injuriaes to
second place on the liat in 198) and the appearance of mantal health
problemy are both conaistant with a chronic conflictiva social
vituation. (One question rained by the mental health catugories on a
mortality table is actual cause of deatn. Is it asuicide? The data
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do not make this clear.) The return of pneumonia to the list of the
top ten causes of death is not particularly encouraging, since this
is an infectious disease and should be controlled by a variety of
means before resulting in death.

2. Infant Mortality Rate

Data concerning mortality in children less then five years of age for
1983 are not available at this time. The infant mortality rate for
1983 (provisional) is, however, unofficially available. H#hen
compared with data for 1982 (see Table II) it becomes apparent that
there has been little, if any, significant change. The small
increase in rate is consistent with minor fluctuations in other
years, but does not reverse a longer term downward trend in this
rate. It is equally, if not mora., significant, however, that there
has been effectively no change in the infant mortality rate fou the
four year period from 1980 through 1983. The historic reduction in
infant mortality rate underway i.n El Salvador for many years has been
"on hold" since 1980.

3. Maternal Mortality Rate

Provisional data fnr 1983 indicate some distinct improvement in
maternal mortality rates. After a reversal of a previous downward
trend in maternal mortality rates in 1982, 1983 brought a substantial
reduction over the previous year (89 deaths in 1983 versus 133 in
1982 or a rate of 0.6 per 1,000 live births in 1983 versus 0.8 in
1982). Table III provides a six year listing of numbers and rates,

The foregoing may or may .ot relate to an active program for tha
protection of maternal health by thc MSPAS. This includes the
development of new norms publisiied by the Yinistry in 1983. These
norms, presumably now in use throuchout the country. specify level of
risk during pregnancy and prescribe certain activities for each of
these levels of risk. In addition, the Minigtry norms provide for
gpecific recording of pranatal data., so as to assure as much
information as possible will he available on the patient at the time
of delivery.

Data were taken from the maternal health program to demonstrate the

number of women being fcllowad by MSPAS facilities in 1983 and 1984.
The results are as follows:

I1-12



1933 1984
Pregnant women enrolled 61,135 64,737
in MSPAS facilities
Pregnant women enrolled 37.583 38,703
in first trimester
Percent coverage 31.3 32.6
Total number of pregnant women 196,655 198,489

Given these data, it would appear that there has been some small
improvement in maternal enrollment in the vear from 1983 to 1984.
The changes are sufficiently small that any changes in maternal
mortality in 1984 probably cannot be attributed to this increased
enrollment,

It is estimated that approximately one-third of all births in the
country are in MSPAS and other certified facilities. The remaining
two-thirds are outside of any organized facility., It is estimated
that more than half of all women who give birth outside of the system
are attended by empirical midwives. Therc are some 2,000 empirical
midwives in El Salvador, approximately 1,000 of whom have been
trained in a ten day theoretical course, coupled with a five day
practical course, provided by the MSPAS.

In summary, while one can hope for improved maternal mortality data,
the figures are reasonably low at the present time, given other
mortality data for E! Salvador. They could, hovever, be made lower
with proper support.

Morbidity
1. Ten Primary Causes of Transmigasible Illnesaes

As stated above, morbidity data can be presented in a more
contemporary manner than can mortality data. Once again, the reagson
is that morbidity data are maintained by the MSPAS, whercas mortality
data are not. Comparisons for 1983 and 1984 are available and aro of
some interest. Table IV showsa data for tha ten most common
reportable illnesses. It should be noted that unofficial, but
avallable, data from the Annual Epidemiologic Report for 1984 ave
slightly different than those reported in Table IV, The 1984 data
used for thia table are taken from the Weekly Eptdemiology Report for
Decembar, 1984,

Pechaps tha most significant difforance in the two yaars in that all
categories but one (amoebic dynentery) are higher both in rate and
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number in 1984 than in 1983. (If still unpublished data are used,
every category of disease shows deterioration in 1984 over 1983.) In
other words, of the 10 primary causes of transmissible illnesses in
El Salvador, the conditions have worsened in nearly every instance.

This statement should be interpreted with caution, in that the degree
of change in some cases is very slight and there may be subsequent
revisions in these figures, including the rate calculations. For the
moment, however, it may be tentatively concluded that there has been
some deterioration in reported rates for most, if not all, of the ten
primary causes of transmissible illnesses in El Salvador between 1983
and 1984. It is possible that these reported rates represent more
use of health facilities than more disease.

2. Diseases in Children Less than Five Years 0Old

A review of cases and rates of certain preventable illnesses
characteristic of children shows that there has been a marked
increase in the rate of measles, while there has been an equivalent
fall in the rate of poliomyelitis. Measles cases and case rates have
doubled during the year 1983 to 1984, while the number and rate of
polio cases in 1984 is approximately one-fourth what it was in 1983,
These data are charted for six preventable infectious diseases
(measles, polio, diphtheria, whooping cough, tetanus and
tuberculosis) in the previously cited publication of the Pan American
Health Organization/UNICEF and the MSPAS--Plan of Action:
Imnunizations 1984-1986. These graphs are reproduced as Figures
III-VIII. It is important to note that final) 1984 data are included
in the graphs and that adjustments have been made, as represented by
dotted lines to show final figqures for that year.

While the data on preventable infectious diseases are mixad, the
potential impact on the just-concluded vaccination campaign is
substantial., Although evaluation of the campaign is not yet
available, it appears that approximately one quarter of a million
Salvadoran children received the three required vaccinations over a
. three month period. These data, taken from infermation available at
the Epidemiology Sectior of the Ministry, are as follows:

First Round Second Round Third Round

Vaccination 2,285 2,132 2,132
Posts

No. of Childran 217,230 262,443 241,223
Vaccinated

Goal 312,000 312,000 302.0n0
Rate 69% 84% 79%

In addition, somn 19,000 mothers wyro vaccinatad againat tetanus in
this campaign in an effort to prevant taetanus neonatorwn,
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Assuming the goal to have been realistic, the campaign seems to have
been reasonably succasgsful, apparently having reached approximately
70% percent of those targeted on all three rounds.

As noted, experience with previous immunization campaigns indicates
that there may be a lowering of case rates for preventable infectious
illnesses for children five and under in the coming year. Should this
be the case, there is also the possibility that tne rate will rise
again unless the momentum of the immunization campaign is continued.

While 1984 may not have been a particula- 7y good year vis a vis 1983
with respect to morbidity for children uwurler five, it is significant
that most of the preventable infectious diseases have shown a general
pattern of decline in El Salvador over the past nine years. Several
of these diseases experienced rises in their rate of occurrence
during the period from 1981 to 1983, which may relate in some way to
the social upheaval created by the military conflict in the country.
The overall tendency, however, is for improved rates, while short
term changes in this pattern may occur. This is particularly true of
measles, which demonstrates a wide variability in case rates from
year to year.

3. Maternal Morbidity

Maternal morbidity should relate in some way to maternal mortality
data reported in Section V-A-3. It should be noted that maternal
morbidity data, at least in the reports currently available, are
normally included with overall morbidity data and are not reported
separately,

C. Other Indicators

When available, morbidity and mortality data provide the most direct
indices of the health of the population., Other indices, however, may be
used. While more process oriented or indirect in nature, they say
something about the efforts to improve health in a society,

Given the fundamental importance of life style and environment to health,
two indirect indicators which may be reviewed are general health education
and environmental sanitation. Health education is strictly a process
measurement, deacribing the effort made by health authorities to inculcate
more healthful behaviors. This behavior itself is axtremely difficult to
measure and requires many more interventions than are poasible in El
Salvador at this time.

Environmental sanitation, on the other hand, can be measured in two

dimansions, The first is the effort oxpended to improve sanitation (e.g.
ingpections of facilities, etc.) and the second is actual change in the
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ambient environment through improvement in drinking water, sewage
treatment, ctc. Together with health education and process interventions,
the latter is somewhat more concrete and clearly relatad to health
outcomes.

Still another approach for the indirect measurement of health is the
delivery of medical care. Here it is possible to assess the number of
vigits to a health facility, to analyze the level of intervention by the
health professional, and to comment on the comprehensiveness of this
approach, While health care must always be distinguished from health, the
presence of medical attention is normally associated with better health
than is its absence. This is particularly true in a sociaty where medical
intervention is frequently at the primary level; where diseases which
might otherwise prove fatal can be prevented.

In a more developed society medical intervention tends to occur near the
end of life and be associated with chronic illnesses. While significant
on an individual level, it is more difficult to relate the effectiveness
of this intervention to health outcomes in the population at large.

A final indirect measurement of health to be included here 1s the
distribution of health gervices. Health manpower distribution says
something about the level and intensity of care uvhich society is prepared
to offer its membera. For example, the number and distribution of
physicians and Rural Health Aides in El Salvador may make a comment on the
commitment of the country to provide higher level intarvention on the ona
hand and/or to take care of a larger number of 1its people orn the other.
The effective distribution of these¢ personnel throughout the country may
also be a factor in assessing that country's commitment to "Health for
All."

In this section such indirect indicators as the foregoing will be reviewed
for their potential relevance to health, particularly as they may have
changed over the last one to two yearws.

1. Sanitation and Education

Moasurements of sanitary improvements ave difficult to make in brief
periods such as one year. Sanitary improvements tend to como
gradually and, in the process, gradually influence health indices for
the better. For example. the alow decline in the morbidity and
mortality from tuberculosis in El Salvador (See Tablae VI), may rolate
in part to the BCG vaccination offort, but probably nora
fundamentally relates to slowly improving envirumsental conditions in
the country.

Available publishad data from tho Environmental Sanitatyon Dapactment
in the Miniatry of Health indicate that latrine promot;on and
construction has dropped ztaadily ovar the past saveral years--{rom
7,280 reported latrines inatalled in 1982 to 6,640 1n 1983 to 4,629
in 1984, These figures comparo wvith a high of neatly 20,000 in

1980. This decline could indicate a saturation of tha need for
latrines--or, moce likely, a funding shortage for the program,
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Elimination of breeding places for mosquitos declined from 29,094 in
1982 to 23,466 in 1983. This is a potentially significant indicator,
given the prevalence of malaria in low lying areas and coastal zones
of Fl Salvador. Perhaps the most fundamental method of controlling
the spread of malaria, elimination of breeding places, remains an
important public health objective and should not be allowed to
diminish so long as tnere remain areas in need of control.

Given the continuing prevalence of rabies in El Salvador, elimination
of stray dogs is considered to be an important comtrol measure. Due
to a campaign, results were markedly more favorable for 1984 than for
previous years. The number of stray dogs destroyed rose from 24,635
in 1982 to 29,235 in 1983 to 68,236 in 1984.

A still more indirect measure of ambient sanitation is the number of
inspections carried out by public health authorities for homes,
restaurants, etc. A total of 324,126 such inspections were recorded
for 1982, dropping to 313,184 in 1983 and 275,189 in 1984. While the
number of inspections for each of the areas measured declined in 1983
compared to 1982, the decline was small and of little significance.
Declines in 1984, however, were more pr cipitous. Indeed, until 1984
there had been little change in these figures over the previous six
years.,

Health education is more stable. When assessed in terms of lectures
given, personal interviews conducted, or classes held for mothers,
there has been little change over the years. Between 1982 and 1983
changes have been minimal, except for a 50% increase in the number of
classes given to mothers clubs. (This is of dubicus significance,
giveu the small numbers involved, a change from 209 to 309.) Perhaps
the most interusting downward trend in health education data provided
by the Ministry of Health is the decline in classes for empirical
midwives over ti.. years, dropping from a high of 844 in 1979 to a low
of 338 in 1983. (This might relate to the fact that a certain base
level of training has been achieved and that the Ministry feels it is
now in the maintenance phase.)

2. Medical Care

As previously indicated, a widely accepted indirect measure of the
commitment by a society to the health of its people is health care.
Perhaps the most significant measure of this attention for the
present report is the ambulatory attention provided over time by the
MSPAS. (It chould be remembered when looking at these figures that
MSPAS cata are referable only to the 85% of the population for which
the Ministry has responsibility. The remaining portion of the
population comes under the responsibility of Social Security or
others and is not included in these figures.)

As may be seen from Table VII, the number of medical consultations

provided between 1980 and 1984 has been remarkably constant, with
gome increase in 1984 over 1983, Perhaps the most significant
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figures are the number of consultations per hundred eligible
residents, based on the target population for which the MSPAS has
responsibility. This figure has varied from a low of 49 in 1983 to a
high of 60 in 1984--the same figure which was seen in 1981. Whereas
regular consultations by physicians have varied little, emergency
consultations by physicians have risen over 40% in the period from
1980-84. It is interesting to speculate to what extent this
represents a change in patterns of potential behavior and to what
extert it represents a change in case mix of problems presented for
attention.

The Five Year Plan takes note of this relatively low penetration of
ambulatory coverage in comparison with the 15% of the population
cared for by other delivery systems. For example, it is noted that
while the MSPAS offered approximately 0.6 consultations per eligible
patient in the period just mentioned, the Social Security System
offered more than 4. This inequity has frequently been cited by
MSPAS officials and has led them to call for "a single system of
health care” or "a national health care delivery system."

The difficulty of making projections is illustrated by the Five Year
Plan's medical consultations projected for 1985 through 1989. 1In
1985, the first year of the plan's projections, it is estimated there
will be 0.8 ambulatory consultations per eligible person. This is
anticipated to rise to 1.2 consultations per person per year in

1989. While it is possible that the objective of 1.2 consultations
per person per year in 1985 will be met, recent experience casts

doubt on the ability of the MSPAS to meet this target without
fundamental changes in MSPAS priorities or total budgetary allocation.

The number of out-patient medical consultations offered by hospitals
over the past five years roughly parallels the experience with
non-emergent ambulatory care services. That is, there has becn
little change over that period of time. The total number of recorded
medical visits was 2,195,945 in 1983 compared to 2,338,718 in 1982.
Perhaps of greater interest is the rise in the number of emergency

- visits seen both by hospitals and health centers (which are, in
effect, small hospitals) during this period. While part of this rise
may be attributed to the inclusion of three new centers in 1981, the
number of urgent care visits has grown from 295,687 in 1979 to
402,889 in 1983. Even in the last two years for which there are
available data, from 1982 to 1983, the number of urgent care visits
has grown by over 20,000. It may reasonably be asked if this was
related in some way to the hostilities currently underway in the
country. (A recent study of hospital emergency room use shows that
92% of all visits are for wounds, burns or fractures.)

While the activities of physicians are often used as the primary
index of medical attention, the activities of Rural Health Aides are
of particular interest to any study of primary health care in rural
El Salvador. As will be noted in Table VIII (for discussion see
Section VIII-C-13), there has been a considerable reduction in the
number of Rural Health Aides functioning in El Salvador over the past
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five years. As might be expected, there was a consequent decreasa in
the number of persons attended by the Rural Health Aides from 1979 to
'981 (from 479,669 to 226,819), only to see a gradual rise in perzons
attended in 1982 (284,218) and 1983 (302,364). The figure for 1984
(284,195) is almost identical to that for 1982. While actual service
delivery by Rural Health Aides to patients remained essentially
unchanged between 1982 and 1984, there was a very small increase in
their health education activities.

3. Health Manpower

Health manpower production and distribution is yet another indirect
guide to health services delivery. Treated more extensively
elsewhere, some selected remarks are appropriate in this context.

The issue of physician production is of some relevance. Until
1981-82, all medical school enrollees in El Salvador were in the
National University. In that year, 621 students matriculated in
private medical schools. The number matriculating in these schools
continued to grow in 1982-83 and 1983-84. With a substantial
increase in matriculation by the University of El Salvador in
1984-85, there was a corresponding decline in matriculation at the
private schools. These data include periods when there was no
matriculation in either the National University or private medical
schools, as shown in Table IX.

With an eight year curriculum, for example, the failure to enroll new
students in 1976~77 by the National Medical School should have
resulted in a relatively low number of students available for social
service year commitments in the current year. (Since the
relationship between matriculation and graduation times is not
precise, due to closures of the medical schools and varying times
required to graduate, such statements are only approximate.) This
problem should soon be addressed by the completion of educational
requirements for students matriculating in 1978-79 and 1979-80.
Assuning most students graduate on schedule, a real shortaye will
ocrur again in 1988-89 and 1989-90 when classes which should have
graduated from the National University will be absent due to the
closure of the school in June of 1980. This problem will be
partially alleviated by graduates of private medical schools in
1989-90, following which El Salvador may see an excess of medical
graduates for a number of years if present trends continue,

When physicians actually in practice are considered for the years
1983 and 1984 (1984 data being unofficial and in prepublication form
at this time), it is apparent that the major change in physician
staffing is with reference to the social service year of physicians
working within the MSPAS. 1In 1983 the number of such physicians was
175; in 1984 it dropped to 151. As a consaquence of this reduction,
several specialist positions were added to the. Ministry's budget for
medical personnel. The real impact, however, was a reduction of 14
percent in the numbar of social service students in the field.
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Based on information presented above, it may be predicted that thig
reduction will continue for the next couple of years. When
distribution of health positions generally in the Ministry is
reviewed between 1983 and 1984, it may be seen that there is little,
if any, effective change. As is shown in Table X, the actual number
of the personnel employed by the Ministry increased by five, with
virtually no change in distribution by region. Placement by urban
and rural location is not provided in Ministry statistics.

If specific medical services are reviewed by program it may be seen
that there have been some changes in the range of services provided.
For example, total consultations for children less than two years old
are reported to have increased from 391,419 in 1983 to 446.423 in
1984. The number of prenatal enrollees graw from 61,735 in 1983 to
64,735 in 1984. 1In the case of vaccinations, however, 1984 saw a
lowering in the number of people of all ages vaccinated for all
transmissible diseases with the exception of rabies and typhoid. In
these two cases there was an increase in vaccinations in 1984, (See
Table VI for comparative vaccination information.) Clearly, if
information provided for the current year proves to be correct, 1985
will witness a major upturn in number of people vaccinated,
particularly in childven under five.

The foregoing are simply a few of the indiract indices which may be
used in analyzing the comprehensiveness of the health care delivery
system. Examples cited in this section were in the area of
sanitation and health education, medical care delivery anc health
manpower. The ultimate test of any health care delivery system is
not in these or other indirect indicators, however, but in the
outcomes of health care. These may be found in the morbidity and
mortality data reported in Sections V-A and B.

VI. PRIVATE VOLUNTARY ORGANIZATIONS

A relatively new arrival on the scene in El Salvador are the privata voluntary
organizations concerned with health care. In August, 1984, there were
relatively few of these groups operating. (One group, Save the Children, was
discussed in the previous report.) A number of others have since appeared.
Still others have been in El Salvador but have adopted new missions to relate
to changing circumstances in the country. A reasonably current list of PVOg
working in El Salvador is included as Appendix I. The following saction
addresses all three of these areas.

A, Salvadoran Red Cross
The International Committee for the Red Cross (ICRC) was included in the
initial study of Health Status Agsessment and Health Policy and Program

Review for El Salvador. The Salvadoran Red Cross was only mentioned.
This organization has a long and succesasful history in El Salvador.

1I-20

[4®

A



Currently the Salvadoran Red Cross has taken a leading role in providing
emergency care for displaced persons. The problems have been great. It
is currently estimated that there are over one-half million Salvadoran
displaced persons in various settlements and dispersed around the country.

The role of the Salvadoran Red Cross is not to operate settlements, but to
provide emergency assistance to people who might need such shelter and
direct them to settlements operated by other agencies. An example of the
kind of problem faced by the Salvadoran Red Cross is the 103,000
Salvadoran expatriates brought back from Honduras after the war with that
country.

The Salvadoran Red Cross, like other Red Cross units around the world, has
as a goal the provision of services during the first forty-eight hours
after any crisis. They make every effort not to get invrlved in long term
problems and offer several traditional Red Cross services in the country.
These include a blood bank and the only truly viable ambulance system in
El Salvador. It is estimated that approximately half of the 80 to 90
ambulances operated by the Salvadoran Red Cross are functioning at the
presant time.

The Salvadoran Red Cross relies heavily on volunteers, with about
6,000-7,000 people available at any given moment. Only 3% of all Red
Cross workers are paid. Therve is a paid physician chief of staff, a
physician clinical head, and rotating physicians who have responsibility
for Red Cross programs. All rotating physicians are volunteers.

About 23% of the annual Red Cross budget is provided by the MSPAS. The
Salvadoran Red Cross can accept foreign acsistance, but must not give
evidence of direct collaboration with any foreign funding source. In all
cases it must maintain its independence as a Salvadoran agency.

Currently the Salvadoran Red Cross states that it is caring for emergency
needs of about 15,000 ersons each month. It has grown rapidly over the
last several years and has had to move to expanded offices in San
Salvador. This is one agency which provides assistance to displaced
persons outside of the established settlements.

(The Executive Director of the Salvadoran Red Cross is Mr. Oscar Morales;
the Chairman of the Board is Mr., Teofilo Siman. The address is 17 Calle
Poniente and Avenida, A.P. 2672, San Salvador, El Salvador. The telephone
number is 22-5155.)

B. Project Hope

Project Hope did not have a functioning Salvadoran project at the time
that the material for the August, 1984 Health Status Assessinent of El
Salvador was gathered. The program actually began operations in November,
1984, with the focus on regisctered displaced persons. At that time AID
support had been going to CONADES, a Salvadoran organization with
governmantal responsibilities for displaced persons,
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The basic concern of Project Hope is sanitary education, with an emphasis
on prevention and health education. The program participated, for
example, in the recent vaccination campaign carried out in El Salvador.
They are involved in nutrition, maternal and child health, family
planning, and other preventative activities. A major focus is on
community education and organization.

Project Hope is currently operating in 52 camps for displaced persons., At
present Hope has 102 employees in El Salvador; this number is programmed
to go to 200. Of these, 48 are being trained as medical auxiliaries, a
program which seems to be finding increasing acceptance in El Salvador.
(See Section IX-C).

The medical auxiliaries receive an eight week course in San Salvador.
Currently some 23 "Ayudantes Comunitarios de Salud" (Community Health
Aides) have been trained, with 100 more to be identified. The naxt coursae
will begin on July 15,

Community health aides are supervised by six nurses who are required to
make two visits per month to each dispensary. One of the tasks of Froject
Hope is to set up dispensaries, where needed, in each of the displaced
persons settlements in which the program is working. According to
informants with the project, Hope is now serving 43,000 Salvadorans, with
a goal of serving 80,000 persons when the project is mature.

Project Hope has a grant from AID of $6,000,000 over a three year period,
With this support, they have been able to set up a highly structured
organization in San Salvador, with radio communication and computer
support for their workers in the countryside. Through a signed agreement
with the MSPAS, all Hope programs and equipment will revert to the
Ministry of Health at such time as Hope ceases to operate the program,
(The agreement between Hope and the GOELS is currently being held up in a
committee of the National Assembly and has yet to be approved.)

(The Director of Project Hope in El Salvador is Dr. E. Croft Long: the
Deputy Director is Mr. George Weismuller; and the Medical Director is Dr.
Gerardo Mariona Vargas., The address of Project Hope is Apartado 26, San
Salvador, El Salvador. The telephone number is 23-7311.)

C. Social Secretariat of the Archbishopric of San Salvador

An internationally known relief organization in El Salvador is the
*rchbishopric of San Salvador. The social secretary of that Acchbisghopric
has responsibility for refugee work and other social service activities.

The Archbishopric cooperates with 1 number of displaced porsons
settlements throughout the country. In San Salvador, the San Jose
settlement has held up to 1,200 displaced persons, but has now been
reduced to 300 to 400 individuals (all with children under one year of
age)

so that the majority can be disparsed to other settlemnnts outsida of the
city. In the city, several of the remaining settlements are gxtraemely
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crowded, including La Basilica, with 42% displaced persons (originally
designed for 200), and another, with 650 displaced persons (originally
designed for 300).

The Archbishopric is particularly concerned with creating conditions for
independent living and not promoting dependency in their settlements.
They are currently exploring ways to assure that people stay in the
settlements for only a limited period of time and are then moved out into
a work environment, be it their original home or a new location.

The Archbishopric has a physician assigned to each site, some on a full
time basis and some intermittently, depending upon the population served.
A major focus of the program at present is the dovelopment of "Promotores
de Salud"--or health promoters. These local health promoters are selected
by their villages and trained by the Archbishopric in a program known as
CAPS. This program, the "Comunitaria Arzobispado Pastoral de la Salud,"
promotes health services for displaced personc. Among its activities is
the development of dispensaries and the training of health promoters.

At present, 120 "Promotores de Salud” are being trained in two groups,
with 17 courses scheduled during the current year. A sample of their
curriculum is included as Appendix 1I. Each group of trainees returns to
San Salvador from their rural areas for four stages of training to prepare
them for their work. They work in 30 dispensaries and 12 clinics operated
by local parishes. All of the promotores are volunteers,

The Health Promoter Program began in September, 1983, but is only now
completing the training of its first group of volunteers. Health
promoters are able to work in wide areas of the country, including zones
of conflict. An example cited was the community of Laguna in
Chalatenango. 1In this instance a priest remains in the community,
although it is contested territory. It is, therefore, a potential setting
for placement of the health promoter,

An oxtensive treatise on the subject of displaced persons was published in
Juna, 1985, by the Universidad Centroamericana "Jose Simeon Canas." The
title of this document isg SalanQKQQNQAEEQQEEQ_ggggggqmggg_gggggggs. A

conference was held July 16-17, 1985 to consider the findings.

(The director of the Social Secretariat of the Archbishopric of San
Salvador is Padre Octavio Cruz and the head of the training program for
health promoters is Sister Carmen Castillo, The address of tha
Archbishopric is Isidro Menendez and Calle San Jose at Avenida laa
Americas. The telephona number ig 26-1943,)

VII. RELATIONSHIP TO PROJECT INPUTS

It should be noted that the Statement of Work for this project mandated that
the final report “"relate any changes found in mortality and morbidity data to
Project inputs, if possmible" (emphasis added). The basic mansage of what
follows is that it is not possible to make this relationship. The roasons are
various and are listed below.
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The primary reason that a relationship between project inputs, from a project
such as VISISA, cannot be related to health indices is that it is extremely
difficult to tie specific activities to specific outcomes in health care.
There is no question that the establishment of a viable cold chain would have
beneficial impact upon the health of children, since otherwise an effective
vaccination program is impossible. VISISA is making this cold chain
possible. The difficulty is in explaining how the cold chain relates to the
vaccination program and how the vaccination program relates to the improved
health indices,

A second problem faced in meeting this objective is insufficient time. The
VISISA Project has, by its own admission and the admission of its evaluators,
been slower getting under wvay than had been hoped. Medicines and supplies are
now flowing into the countryside, as demonstrated by independent sampling.
What effect3 this will have on health outcomes remains to seen, but surely it
could not have happened by June, 1985. It will be hetter to use the occasion
of the final evaluation for this particular project to see if there have been
changes at that time. By then, 1969 data should be available in some areas.
This could relate to VISISA and other AID program inguts in 1934, Effactively
speaking, there was no input from VISISA in 1983 to be measured in 1984,

The final concern with all measurements of this type is the accuracy of the
measurements themselves. As stated in the initial project report, the !NSPAS
places great value on statistica and makes every cffort to collect reliable
information, Still, the accuracy of data obtained for so diverse a group as
the social service physicians and others working in health units around the
country must raise questions of accuracy and reliability, The base responce
to this concern is that the data are roughly compatiblo from year to year and
that any pronounced changes from one year to the next should represent a
change in health status, one way or the other. The direction of this change
is more to be relied upon than the absolute numbers themsalves,

There followa a brief commentary about each of three major health programs
spongsored by AID i1n El Salvador asg these might relate to project outcomes.

A. Displaced Poraons

Largely through ita work with Project Hope, AID ia making a major
investment in health care for diasplaced persons. By awarding llope
$6,000,000 over throo years, AID 1a making a commitment through Hope to
improve health services for these individuals, Aa has been notad, Project
Hope is placing health promoters in the field and entahliahing
dispensaries in ordar to attain its objectives.

Becauae Hopoe 18 monitoring details of 1ta work with two IBM computers at
its central office 1n San Salvador and maintains conatant contact with i1ta
field workars, theru is gome posaibility that preliuminary data will come
from this projact in time to make “pie-pozt” comparizons about health
status 1n the settlementa operated by Hope over a one year pariod from
early 1985 to early 1986, Cartainly, a program which only hocame active
in the field 1n early 1985 cannot offer any support for health status
change in June of the same year,
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An interesting possibility presents itself in that the Archbishopric of El
Salvador is providing similar kinds of services to displaced persons
through its own programs. With their cooperation, a comparative study of
impact by the two health programs at the end of 1985 might ba of

interest. For such a study to be conducted, it should spell out the
differences in approach between Hope and the Archbishopric, then look at
pre- and post-intervention health status indicators in communities served
by both groups. (If such a study were to be done, it would be necessary
to plan for it at this time by getting requisite baseline data.)

While AID worked previously with displaced persons in the field of health
through CONADES, the nature of this program is such that there is little
which can be evaluated at this time. Since the MSPAS docs not maintain
separate data sets for the health care and health status indicators of
displaced parsons, it would have been necessary for AID/ES to format its
own data collection in this area if it wished to answer questions
regarding changes in health status indicators as a result of its inputs,
In short, there is insufficient data at the present time to answer the
questions regarding changes in health status--either in a positive or
negative direction for displaced persons assisted by AIDS/ES.

B. VISISA

The major program effort for AID in El Salvador during the last saeveral
years has been the VISISA Program. VISISA has attempted to rebuild the
infrastructure for making supplies and equipment available to health
sarvices delivery components throughout the system. Although slow to get
underway, drugs, supplies and equipment now appesr to be flowing to their
intended targets. The question arises: "What impact has VISISA had or
will it have on health?"

As noted in the introduction to this section, there is no way to make a
clear statement about the impact of VISISA on the health care of
Salvadorans at this time. It may be noted from data presented elsewhure
in this report that for certain preventable discases the incidence rates
have risen over the past year (1984 versus 1983), On the other side of
this lasue is the fact that certain process indicators (which might have
been facilitated by VISISA) from the Ministry show improvement. These in
turn, should lead to positive changes in health status indicators in
aanother year.

As indicated above, there is always the problem ot how much credit to give
to VISISA (which, as noted, provided the cold chain mechanism for tha
recently concluded vaccination camgaign). If this campaign, as expected,
produces a reduction in morbidity rates over tha naxt. year for disrases
that may be prevented through vaccination, then how much of the credit
should be extended to VISISA for this reduction? At best, any such
statement must be general in nature and guarded in scopa.

A particular caveat needs to he extended with regard to VISISA and its
potential impact on health indices. The program was initially seen as an
emergancy response to an extraordinary daepletion of drugs, supplies and
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equipment in the MSPAS. That this problem is now being partially met only
implies a return to "normal,” not necessarily an improvement in MSPAS
support capability. If this were the case, then the best that might be
hoped for would be a continuation of whatever morbidity and mortality
trends were already in effect pre-VISISA. Whataver the case, it is even
premature to anticipate such a finding at the present stage of VISISA
implementation. In short, little can be said concerning the impact of
VISISA on health indices at this time.

C. Health Manpower Training

The impact of AID assisted health manpower training on health outcomes is
still more obscure. The presence of trained health manpower is normally
associated with improved health care delivery, which is traditionally
associated with improved health care. Clearly, the relationship lines are
distant and indistinct in this area, making it almost impossible to relate
project inputs to health outcomes.

Even more significant in this regard is the diffuse nature of support
extended to health manpower training thus far by AID/ES. It could be said
that the Rural Health Aide Program had its genesis in AID and any services
rendered by this program should be credited to initial AID support. As
has already been noted, the number of services rendered by Rural Health
Aides declined significantly from a high in 1979 to a low around 1981 and
has recently slowly increased (apart from some decline in 1984). What
impact these visits have had on health outcomes of the people treated can
only be considered a matter of conjecture. Furthermore, the ARS program
has been sufficiently well integrated into MSPAS activities that there is
some question as to how much credit should be given AIDS/ES for program
inputs at this time.

AID/ES assistance to nursing education and, in particular, medical
education has been so slight as to make any statement of association even
less meaningful. Professional education in El Salvador has basically
remained the province of the professional schools, which have requested
and accepted little AID support. In the case of medical education there
is even some conzccious separation between the proper role of the
university (now "universities"”) and the MSPAS, where most AID assistance
in health is directed. The result is that the segment of AID funding
dealing with health manpower training, with the possible exception of
Rural Health Aides, cannot be paid to have influenced health outcomes to
any measurable degree.

The difficulty of rolating medical inputs to health outputs is such that
the project should not be judged a success or failure based upon how
health indices change in El Salvador. Rathar, procens indicators are a
sufficient gauge of the effcctivencss of the program. Are there, for
example, more Rural Health Aiden as a result of AID/ES funding? Are these
Rural Health Aides properly trained, and how can this be documented? Have
they provided proventive and therapeutic services for a sizable numbar of
people in rural areas, and how does this compare with the previous years'
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data for the same health professionals? If all of these questions can be
ansvered positively, then it may be said that the program is worthwhile,
It is not necessary to demonstrate a lowering of infant mortality or
measles rates to arrive at this conclusion.

There are., hovever, programs which more directly impinge upon nealth
status indicators than those already listed. For example, AID has funded
and continues to support water and latrine projects in El Salvador. There
is a close and dramatic relationship between improved sanitation on the
one hand and lowered morbidity on the other. AID may have played some
role here, if these contributions can be sufficiently distinguished from
those of the BID and other donors.

In addition, AID has historically supported family planning efforts in El
Salvador. This may have had gsome effect on the birth rate, which has been
steadily declining, as has the overall populaticn growth (see Table XI).
As was noted in the previous report, since El Salvador has had one of the
highest growth rates in Central America, its reduction is important to the
growth of the economy and the health of the Salvadoran paople. AID may be
playing some role in this process.

Still another way in which AID/ES may challenge overly high morbidity and
mortality rates in El Salvador is to direct additional resources to
primary care programs. It is generally believed that an effective primary
care strategy, emphasizing praventive health measures and coupled with
environmental sanitation programs, can dramatically influence both
morbidity and mortality rates. Given the recomnendstions which follow,
this is an area which should be explored ia the tinal evaluation,

VIII. PROGRESS TOWARD PROGRAM AND RESOURCE REORIENTATICN

If therc were no changes made or contemplated with respect to the sivteen
recommendations made in the last report, the effort could only be said to have
been futile. However, those recomnendations must compete with many other
recomnendations facitng MSPAS and AID/ES. In addition, the lead tima on USAID
project development is substantial. A prugram suggestion reccived last winter
(1984) can only be suggested for consideration this winter (1985) for
inclusion in the FY '87 budgaet request. Timelines, then, are protracted and
this bureaucratic process must be respected.

It should further be noted that a good consultant identifies what the client
would like to do and assists the client in doing it better. To the degree
that the MSPAS 13 the ultimate "client" of this consultation, then a meaaure
of its success is how wall the congultation assisty AID/ES mova in directions
already being considered by the MSPAS. To the extent that this cccurs, there
is a better chance of congruence between GOES and AID/ES Program directicns in
the futuro. Some more specific comments on this subject follow.

A, Overall Direction of AID/ES and MSPAS

In thin section we shall review overall directions of the AID/ES program
in relation to the MSPAS, consider previous recommandationn in ralation to
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the Five Year Plan, and, finally, review these recommendations for current
applicability and priority.

It appears that AID/ES programming is already determined for FY 1986,
This means that there is likely to be a 10.2 million dollar extension of
the VISISA Project through late 1986. Any major alteration in AID/ES
strategy will have to await presentation of the FY '87 budget.

The overall direction of the MSPAS is clear as a result of the recently
published Five Year Plan. That is, the MSPAS is looking at a much
strengthened voice for community development and primary care. With these
two concepts in hand, the Government of El Salvador is prepared to attack
health care problems at their roots, hopefully minimizing them as problams
for the future (see Section IV-~A). These activities are clearly addressed
in the Five Year Plan and should form the basis for any future AID/ES or
other foreign assistance programs.

It is probable that the VISISA Project will not abruptly terminate, but
will progressively diminish as a percentage of overall health program
support in El Salvador. This is in keeping with the expressed desire of
more than one informant in the MSPAS, It is strongly suggested that, as
VISISA Project funding diminishes, any residual or supplemental funds be
directed toward community development and primary care. Within these two
areas come the usual programs favored by AID such as maternal and child
health, nutrition, sanitation, and family planning. It is to be hoped
that AID/ES and the MSPAS can focus on the general concept of community
oriented primary care as the vehicle for including othe' wore limited
emphasis areas in program planning for El Salvador in the future.

B. Thrust of Previous Recomnendations and Relationship to Five Year Plan

As has boen indicated, the Plan de Salud 1985-1989 is prohably the most
important document to emerge from the MSPAS in some time. It sets a new
courge for a new government. It calls for primary care, comnunity
development, decentralization, more rational use of human and technical
resources, and a procass which will lead to a "National Health System" at
some future time. The Plan putz a clear emphasis on rural health and the
need to redistribute resources in this direction,

Moat of the previous recommendationsa found in the April, 1985 report on
Health Status Assessment and lHealth Policy and Program Review are to be
found under three hroad categories. These are:

1. Community oriented primary health servicen;
2. Integrated rural development; and
3. Human resources dovelopment.

In theso three arcas may be found virtually everything that appears in the
Five Year Plan.
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Indeed, the congruence between the April, 1985 report (drafted in August,
1984) and the Five Year Plan (drafted in the summer of 1984 and still
under review) is remarkable. It is clear that the drafters of the
Ministry of Health plan agree with a basic concept of the April, 1985
report. That is, there must be a relative redistribution of resources by
the MSPAS away from secondary and tertiary care and toward community
oriented rural primary care if there are to be meaningful health
outcomes. While the Five Year Plan is clearly a step in this direction,
the outcome of this process remains to be seen.

C. Current Appraisal of Previous Recommendations

In this section we shall attempt briefly to address each of the sixteen
recommendations made in the original report and consider how each should
be revised or eliminated or laft unchanged. In the process, a summary
effort will be made to assign priority to the recommendations so that the
more important ones may be consicdered first. (In Section IX-A each
recommendation will be reviewed in terms of how well AID/ES is either
already carrying on the task in question or expressing a willinaness to
consider it as an element in the FY '87 work plan for El Salvador.) It
should be recalled that all references are to recommendations made in the
l{aalth Status Assessment and Health Policy and Program Review dated April,
1985.

l. Strengthening the "Patronato" System
The first recommendation read as follows:

"It is recommended that the Patronato system be strengthened by
whatever means are necessary, consistent with the culture and
compatible with the organization of the health care delivery
system in El Salvador."

The purpose of this recommendation was to icdentify a context within
Salvadoran law and customs for the implementation of a
community-based health carc system, As the MSPAS looks for means to
implement decentralization of ita functions, the potential of the
"Patronato" systam to decrease dependency upon government should not
he overlooked. Becausge "Patronatos" are part of Salvadoran law and
are generally wel! known and accepted at the community level, they do
not repregent a new or foreign concept.

As was indicated in the previoua report, changes may hava to be
sought in the "Patronato" law to make it more responsive to current
needs., This may result in allowing more i1ndependence of action and
fiscal accountability at the local lavel, Whatever tha case, it i3
strongly urged that this recommandation be headad and that attention
be given to idantifying succesaful and unsuccezaful "Patronatos" in
order to understand the elements of succeas or failura. The
recommandation is given a very high priority rating (4 on a scale of
3).
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2. Improve Local Volunteer Programs
The second recommendation read:

"It is recommended that a substantial effort be made to
identify, train, and support volunteers to work in MSPAS
facilities and as outreach workers."

The discussion relating to the previous recomnendation within the
context of the MSPAS noted the importance of this approach at the
present time. The Salvadoran Red Cross and other PVOs wore cited as
examples of the effective use of volunteers. as was an outreach
program in Mexico City involving over 50,000 women as health
promoters. Finally, the outs:anding exception to the currani limited
use of volunteer effort in the MSPAS was noted to be the Malaria
Control Program, which has mobilized thousands of voluntecrs over the
years throughout the country,

In view of these considerations, the recommendation was made for a
substantial effort to identify volunteers to work both in MSEAS
health care facilities and as outreach waorkers., This recomrendation
is now amended (see Section IX-C). That is, the eimphasis 13 now on
volunteer workers in areas whore no NSPAS facilities currantly
exist. In other areas voluntarism may be encouraged, but the
greatest need is for trained personnel who can oprwrate--without cost
to the govermment, other thar their traaning and anpplies--in remota
areas of El Salvador. These volunteers should operate 1n a highly
structured program and with strong support from SPAS, Specific
program suggestions congistent with this and the pravioun
recommendation, among others, will be offerad under Section 14-C,

The amended recommnendation row reads:

"It is reccommended that o zubstantial effort be made to
idontify, train and support volunteers to serve in arcas where
there are no MSPAS facilitiea, these volunteers to Lie selected
by their communities and to function as rural nealth proroters,
Other volunteer service. mcluding that in MSPAS facilitiag, is
also recommended,

In view of further information obtained on the prosent site visit,
this vecommendation has thy highast priority (5 on g acale of %),

3. Investigate Minimun Charges for Medications

In the previouz roport the third rucomnendation read:
“It is cocommanded that considoration bo Jiven to the
posusibility of instituting minimal eharges for medications
prodcribed and dispoensud by MEPAS facilities.”

In view of subsequent discussiona, thia Lopis remaing uxtremely

Important to the MSPAS and hwalth caie delivery an £ Jalvador. The
previous discuasions exprensod the unpovtance of 1natituting some
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charges in order to "share the cost" of providing health care
throughout the country. The idea was to identify that service most
valuad by the population and place scme small, but reasonable charge
upon it.

The advantages of doing so with reference to medications are as
follows:

a. Medications are perhaps the most valued part of the medical
encounter in El Salvador.

b. A small "hesitancy fee" or cost sharing arrangement might
discourage requests for less needed and less effective
medicines by consumeis,

c. Consumer cost awareness might lead providers to restrict
the numbec of medications which they prescribe to a more
limited number than at present (an average of over four
prescriptions per physician visit).

If all of the foregoing could be accomplished by the simple expedient
of instituting charges, then this would be an appropriate step.
Clearly, there are political implications to so doing and this area
must be approached with caution. As was stated in the previous
report, the new constitution of El Salvador does not prohibit charges
being made, assuming that services ara not denied to the medically
indigent in the process.

An analysis by AID/ES of the concept of cost and its potential in El
Salvador has been delayed from its original due date., That analysis
has now begun. As planned, the cost sharing study will review all
possible cost sharing options, including nominal payment for
mediciies, scaled fees for services based on the client's ability to
pPay., increases in the voluntary contribution to the "Patronato", and
others. Every effort should be made to see that this study is
concluded on schedule and that the report is promptly issued,

In summary, the recommendation for cost sharing with respact to
prescription drugs administered by MSPAS facilities is reiteraced
without change and given a high priority rating (4 on a scale of 5).

4. Conduct Commuhity Needs Assessment with Professional
Participation

The fourth recommendation in the previous report read:
"It is recommendad that a community needs assessment process be
instituted at the local level by health care providers under the

direction and leadarship of (the) MSPAS in coordination with
designated social scientists.”
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The purpose of this recommendation was to assure a full understanding
of the needs of any particular community where MSPAS personnel are
working. The intent is to do so in a multidisciplinary fashion
involving each of the various health disciplines working in that
area. It was noted in the report, for example, that El Salvador
already has a strong tradition of participation by environmental
sanitarians in its health facilities. One aspect of this
recommendation would be to encourage the coordination of efforts by
these health professionals and others in a comprehensive attack on
the causes of ill health in any given community.

A new aspect of this recommendation is the potential for combining it
with training of physicians during their social service year. Most
physicians who work in MSPAS ambulatory health care facilities,
particularly in the more isolated arcas, are carrying out the
regponsibilities of their social service year. One concern expressed
by the previous report and other analyses of the Salvadoran health
situation is the relative lack of training of these physicians during
their year of social service. Were it possible to institute a case
teaching methodology built around community health problems and a
multidisciplinary approach to those problems, with supervision from
the various faculties of medicine in cooperation with MSPAS
authorities, this would have the advantage of combining improved
services with improved training through physician participation in
the needs assessment process.

The recommendation is accordingly revised as follows:

"It is recommended that a community needs assessment process be
initiated at the local level by health care providers, including
social service year physicians with the supervision of their
medical school faculties, under the direction and leadership of
the MSPAS and in coordination with designated social scientists."

If the community needs assessment can be combined with a training
component through the development of organized case studies, it is
given a very high priority (4 on a scale of 5). If it is not to be a
supervised training situation, but simply an implementation of the
previous recommendation, it is still recommended (2 on a scale of 5).

S. Implement Program Evaluation at the Local Level

The fifth recommendation read as follows:
"It is recommended' that limited and appropriate program
evaluations be undertaken at the local level with the guidance
of the Ministry of Health, participation by local providers, and
with the asasistance of relevant gocial scientists."

Ahs have been all of the foregoing, this recommendation is consistent

with a focus on community oriented primary health care. Without
evaluation there can be no knowledge of what has been accomplished.
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Without some measure of these accomplishments, the program can easily
be misdirected or falter.

In this and other recommendations pertaining to community oriented
primary health care, it is suggested that social scientists be
included in the process. While this may seem a luxury for a country
such as El Salvador at this time in its history, it is possibly of
greater utility in this setting than in a more fully developed health
care system. This is because the impact of any interventions will
only be maximized when they involve the full community. Competent
social scientists should facilitate the process of meaningful
community participation. This can best be accomplished by assuring
their involvement both in program design and evaluation.

Discussion of the previous recommendation noted that any evaluation
would best focus on process measurements, rather than outcome
measurements. ("Clearly, in the context of El Salvador, evaluation
needs to focus on process primarily and on outcome in only the most
ultimate and global sense.") This counsel could well be taken by
AID/ES as it evaluates its own project interventions in-country. A
particular example cited in the previous report--the acquaintance of
the provider with current medical literature--leads to a possible
program implication. That is, AID/ES could, as part of its VISISA
Project, make medical literature available to health care providers
along with the drugs, supplies, and equipment which it is currently
providing. 1In so doing, it would offer both some assurance that
these commodities were well utilized and would participate in the
process of continuing education. Such an intervention would be
easily subject to evaluation by social scientists.

In short, the previous recommendation is reiterated and given a
standard priority rating for implementation (2 on a scale of 5).

6. Expand Health Education Programs
The sixth recommendation was as follows:

"It is recommended that there be a continuing expansion of
health education activities as an integral part of MSPAS
activities in El Salvador, that this include increased training
programs for nurses and nurse auxiliaries, and that the
potential involvement of volunteer wocrkers in the effort be
exploved.”

As may be noted from the last phrase in the recommendation, this
suggestion references the previous recommendation that there be
extended use of volunteers by the MSPAS, particularly in its outreach
effort. In addition, the recommendation focuses on the need for
continuing education of providers in the field and, as such,
coincides with prior comments concerning the importance of providing
training opportunities for physicians during their social service
year. Clearly, similar statements can be made about nurses, nurse
suxiliaries and other health professionals.
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It is important to distinguish health education for consumers and
continuing education for providers. The term "health education” is
normally used to signify education for consumers, where “continuing
education" is typically used in connection with education of )
providers. Both are needed, but it is important not to confuse the
two.

When health education for providers is mentioned in this
recommendation, it is directed to trained providers using health
education techniques so that they may extend these techniques to
their patients. This was, presumably, the rationale for transferring
the Rural Health Aide Program to the Health Education Department
within MSPAS. Continuing education for providers, as such. is
addressed as part of human resources concerns and is included in
recommendations 11 to 13.

Given that preventable disease is typically visualized in terms of
intervention at the biologic, environmental, life style, or
organizational level, it is most important not *to minimize that
aspect of the health care system which has the greatest potential for
changing life styles and, to some extent, the environment. Ilealth
education is such a vehicle. Suffice it to say that adequate tools
need be made available to the health educator so that this important
work may be accomplished most effectively.

In summary, the recommendation concerning health education is
reiterated, with the caveat that it be distinguished from continuing
education, and is given a high priority ranking (3 on a scale of 5).

7.  Strengthen Current Nutrition Programs
The seventh recommendation read as follows:

"It is recommended that the Rural Nutrition Center Program be
expanded in scope, including an emphasis on greater coordination
with Salvadoran agencies and more self-sufficiency in food
production, and that its target population of children and their
parents he broadened."

The recommendation went on to state that "wherever possible, use of
locally produced food must be encouraged."” This was based upon a
concern that the rural nutrition centers were largely dependent upon
imported commodities and that any interruption in this food chain
will cause serious problems for the program.

In the discussion, it was further noted that, while the program was
designed to work with rural cooperatives built upon agrarian reform,
the centers so situated have been less effective than those selected
by the MSPAS from already existing communities. The veasons for this
remain unclear, but perhaps relate to the relative lack of comnunity
organization and structure in the naw cooperativas. In this context,
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8. Install Additional Potable Water Systems
The eighth recommendation read as follows:

“It is recommended that the active development of potable water
supplies continue at the projected rate, including installation
in the zones of conflict and that AID be a participant in this
process."

This recommendation was based upon interview information obtained
from PLANSABAR, the agency responsible for constructing rural potable
water systems in the country. The continued and rapid development of
a network of potable water for El Salvador is critical to the future
of public health. Perhaps no single intervention is more important
in terms of affecting health indices than is establishing a truly
potable water supply system in a country or region.

It is of interest that the potable water system in El Salvador is
conceptualized and conctructed at a high level of sophistication. As
was noted in the previous report, the goal is not simply to put a
central pump in a town square, but to pipe water to individual

homes. This has clear cost implications, but is probably compatible
with the current state of economic and cultural development of El
Salvador. Theoretically, a functioning water system should generate
revenues for its maintenance and expansion.

Perhaps the most important comment that can be made about the
development of potable water systems in El Salvador is that this has
become the primary financial responsibility of the Banco
Interamericano de Desarrollo (BID)--the Interamerican Development
Bank. Relatively large amounts of money are channeled into El
Salvador for this purpose through BID. The program continues
unabated and shows every likelihood of further extending the network
of potable water to rural areas of the country.

Unfortunately, all is not well with PLANSABAR at present.
Irregularities in the use of funds have been alleged. The former
director has been replaced. It i3 said that a number of water
systems previously installed are dysfunctional and that mechanisms
for maintenance and revenue collection at the local level need
imprcvement.

In view of the foregoing, the recommendation is rovised as follows:

"It is recommended that active development of potable water
supplios continue at the projected rate, including installation
in the zones of conflict, that an emphasis ba placed on system
maintenance and revenue generation, and that AID ba a
participant in this process."
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it was previously noted that 30 centers now exist. At the present
time two of these have been temporarily "closed," leaving 28 in
operation.

A key concern of the MSPAS with this program, as with the Rural
Health Aide Program, is the continuing salary obligation which it
imposes upon limited MSPAS resources. In the previous report it was
noted that directors of rural nutrition centers received 100 colones
per month and their assistants 75 colones per month. Since then this
has been increagsed to 160 colones per month for all workars in the
centers. A quick calculation of the number of workers in each center
by the number of centers which are operational lead to a total salary
obligation on the Ministry of'something over one quarter of a million
colones per year--and this just to operate the current number of
centers.

Program originators must be sensitive to the problems they create for
the MSPAS when they establish activities with continuing salary
obligations. The ultimate effect of such obligations is to weaken
prospects for long term program survival. This is now apparent in
the Rural Nutrition Center Program. In short, this program has
several significant weaknesses. First, many of the centers already
established have not succeeded, particularly those located in the
cooperatives for which the program was originally intended. Second,
by relying heavily on imported food commoditias, as opposed to
locally grovn foods, the centers have created a dependency which
diminishes the prospect for self sufficiency. Third, by creating a
nevw "salaried class" in the MSPAS, the program has levied a burden
against the Ministry and its future flexibility in program
development,

The final concern about this program is the relatively small number
of children whom it impacts. More than one observer independently
noted that the program was a "drop in the bucket" in terms of total
needs in El Salvador. While extremely appealing to the casual
observer who walks in during a feeding session or when children's
hands are being washed for the noon meal, other azpects of the
program need to be seriously evaluated. In view of the foregoing
comments, this recommendation is now revised to read as follows:

"It is recommended that the Rural Nutrition Center Program bhe
evaluated with respect to its potential for self sufficiency in
the Salvadoran setting. To the degree that this is possible,
the program should be selectively continued in the future,
utilizing locally produced focds wherever possible: to the
degree that self gsufficiency to some degree is not possible, the
program should be combined with other efforts (such as the
proposed Rural Health Promoter Program) or terminated."

In relation to other priorities and the fact that the Rural Nutrition
Center Program is currently serving less than 1,500 children in need,
this recommendation, while important, is given a lower priority
ranking (2 on a scale of %),
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Clearly, this recommendation is important to public health, but is a
lesser priority for AID programming. This is simply due to the fact
that BID and the MSPAS, through PLANSABAR, have taken the major
responsibility in this area. Accordingly, the recommendation is
rvetained in amended form, but given a regular priority rating for AID
(2 on a scale of 5). ,

9. Construct Additional Latrines
The ninth recommendation read:

"It is recommended that an expanded latcrine construction program
be undertaken, with assistance from AID and in conjunction with

private voluntary organizations working in El Salvador utilizing
new and innovative designs."

When compared with potahble water, latrine construction must take
second place. This is simply because potable water has more impact
upon health than anything else that can be done for the environment.
However, latrine construction enjoys a close second place in this
heirarchy of values.

There are several advantages to latrine construction over water
system development. The first is simply a matter of cost. For very
little money a system of latrines can be built. In contradistinction
to developing a sewerage system, latrines simply require a minimum of
equipment and supplies, some planning, and local labor. Water
systems, on the othar hand, require vast investments of capital and a
high level of engineering expertige.

The second advantage of latrine construction in the present context

is that it corresponds nicely with community development objectives.
Private voluntary organizations or others interested in community
development can easily coordinate a program of latrine development
with their other efforts. Rural Health Aides, for example, are
expected to have their entire commnunity covered with latrines at the
.end of five years. Such a program, then, can coordinate with and
reinforce an overall effort at comnunity oriented primary health cara.

A necessary correlate of latrine construction--ag with the
development of potable water systems--is that there must be a
concomitant effort in health education. It doeg little good to build
latrines and have them used for storage of foods or supplies. Water
systems are more likely to be utilised simply because of their
convenience. Latrines can be inconvenient and even unplaeagant as
compared to previous patterns of behavior. This meann that health
education is an absolute "must" in conjunction with any program of
latrine development.

Because AID is doing relatively little in this area. at present:
because latrines can be built at a very amall unit cost; becausa the

latrine program fitas into the concept of rural community development;
and because it coordinates well with the projoctad health education
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activities recommended elsewhere in this report, latrine construction
programs for AID are given a very high priority rating (4 on a scale
of 9).

10. Eliminate Mosquito Breeding Areas
The tenth recommendation reads as follows:

"It is recommended that an aggressive program of eliminating
mosquito breeding areas be continued and enlarged in an expanded
effort to reduce the incidence of malaria in El Salvador."

This recommendation was derived from the fact that the most effective
means of controlling malaria in a country such as El Salvador at this
time is the elimination of breeding areas for the moscquito vector.
Drug control is an important adjunct, as is spraying of homes and
other sites where mosquitos are likely to rest. However, elimination
of the breeding places of the mosquito is the single best way to
minimize the problem.

As has been noted in the daily activity reports which provide the
background for this report, whatever opportunity El Salvador and
other developing countries in the region may have had to control
malaria through use of insecticides has probably now been lost. This
is due to the extensive use of insecticides in agriculture, which has
promoted substantial resistance in the mosquito population.

This recommendation is made onl]y because of the high level of malaria
seen in the country at the present time (see Table IV). Malaria
remains an extremely important cause of morbidity in El Salvador.

Malaria, like any other disease, cannot be controlled with a singla
aporoach., Fortunately, as has becn noted. one of the best organized
community involvement programs in the country exists in the malaria
volunteer worker program. Other aspects of control continue, with
medications being made available through the VISISA Prograim, What is
needed at this time 13 a renewed attack on the most vulnerable rpoint
in the malaria cycle~-elimination of breeding sites for the mosquito.

Accordingly, the recommendation concerning elimination of mosquito
breeding areas is given a very high priority (4 on a scale of 5).

11. Increasn Training Capacity for Physicians in Primary Health
Care, Nutrition and Diseane Provention

The eleventh recommendation read aa follows:
"It is racommended that training in primary care, nutrition and
diseane preventioun for physicians be markedly increasad,
possibly with USAID acnistance, and that the preventive medicine

and training capacity of the National University Maedical School
be restored.”
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Given the focus of the previous report on primary health care, it igs
essential that physicians and other health workers be adequately
trained in this discipline. It is sometimes forgotten that pPrimary
health care, like other specialties of medicine, is a collection of
organized information and approaches to problems and should be
treated as such. Just as one does not learn to teach a subject by
knowing it, neither does one become a primary care physician or
health provider by having an interest in the subject. It must be
taught,

While nutrition education and disease prevention are typically
considered to be part of primary care, they are mentioned
independently in the foregoing recommendation only for purposes of
emphasis. Once again, the potential exists for combining training
and service by using the physician social service year to make this
possible. For example, each social servica year physician could have
as a requirement that he or she participate in a nutrition study of
the community in which his or her facility is located and then adopt
measures to correct any deficiencies found. This would have the dual
advantage of providing the MSPAS with a meaningful follow-up study on
nutritional status of the population, on the one hand, and institute
a program of remediation, on the other.

Educational interventions can be made by the MSPAS acting by itaself,.
The ultimate success of any primary care education program centered
on physicians, however, will be related to the involvement of the
medical echools of El Salvador in this process. Ideally, each school
should &assure a full complement of primary care education througliout
the course of their students' learning process., While it is
important that this be done at all levels, the focus of this report
has been and will remain in the social sorvice year, when the program
can be addressed in conjunction with the service obligation. It is
strongly urged, therefore, that ways be found to support the
University of El Salvador and the private medical schools as they
follow their students into this part of their training., (It should
be noted that the vast majority of medical students matriculating in
El Salvador enroll in the National University Medical School.)

In accordance with the above, the previous recommendation for
training in primary care, with AID/ES ansistance, is creaffirmad.
This is particularly true with referonce to the National University
Medical School. The recommendation i3 given a high priority rating
(3 on a scale of 5),

12, Expand Continuing LKducation for Health Professionals

The twelfth recommendation read an follown:
"It iu recommended that continuing educstion be made available
to all health profesnionals in El Salvadocr in whatovar manner is
moat productive. Thins shall be accomplinshed by taking the

program to the people and reinforcing the structure already
avallable in the Ministry to achiave this purpora.”
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Without continuing education, professionals cease to perform
adequately in their disciplines. It is for this ruason that many
professional groups have estatlished continuing education
requirements for their members. In some (notably family practice),
certification is withdrawn if these requirements are not met,

A fundamental observation during visits to health units throughout El
Salvador was that there were few, if any, books available for
practitioners in the field. Previously referenced as a concern and
suggestion, this falls logically under the rubric of continuing
education. It will appear only logical to provide social service
year physicians and others working in scattered MSPAS sites with
basic texts which they might use in carrying out their practice. For
example, in the case of physicians, a useful minimal library might
consist of: 1) the PDR: 2) the Merck Manual:; 3) Control of
Communicable Diseases in Man, and, possibly, Conn's Current Diagnoses
and Treatment. This could be supplemented by a respected public
health toxt, preferably of Latin American authorship.

As a next step in continuing education, every effort must be made to
strengthen the human resour.es division of the MSPAS. They should he
encouraged to provide more and better continuing education activities
for various health professional:, both ot the regional level and in
San Salvador. With this, the possilkility of instituting a
certification process for continuing education should be consideread.

It should be noted that El Salvador is particularly fortunate to have
8 human resources division in its Health Ministry. Not all countries
do and the one in El Salvador has the tradition of providing
continuing educational experiences for its health professionals.

This tradition should be strengthened and encouraged.

As noted praeviously, a particularly opportun¢ time for continuing
education is also a time for basic education in the case of
physicians, when they are undertaking thair social service year in
MSPAS facilities. This provides an ideal opportunity for the medical
gschool in which they are studying to collaborate with the MSPAS in
offering case-baged educational opportunities. This could benefit
the MSPAS both through improved quality of services delivered and by
the collaction of information vital to an understanding of the
population being gerved.

The revised recommnendation should read:

"It is recommancded that continuing education ba made available
to all health profesaionalas in El Salvador in whatever manner isg
most productive and that a cortification process for those
meeting all requirementus be conasiderad. This should he
accomplinhed by taking the program to the pwople and reinforcing
the structure already available in the Miniatry to achieve this

purpose.”
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In summary, the previous recommendation for continuing education for
professionals is repeated, but with the additional proviso that a
certification process for those health professionals meeting
continuing education requirements be considered. This recommendation
is given a priority ranking (3 on a scale of 5).

13. Review and Strengthen the Rural Health Aide Program
The thirteenth recommendation of the report read:

"It is recommended that the Rural Health Aide training program
be reinstituted and that a large scale effort be undertaken to
identify and support acceptable candidates for the program."

This recommendation is based upon considerable investment by both
AID/ES and the GOES in this program. Now operating at half the
potential number of persons trained, the program has been
organizationally lodged in the Health Education Division of the
MSPAS. It was felt that this would be a more appropriate location
for the Rural Health Aides and would provide the Ministry an
opportunity to reassecss the program.

Initially planned for extension to 3,000 positions, the Program was
soon reduced in scope to a projected 1,000 positions. Then, with
budgetary exigencies, a still lower target figure of 800 was
considered. Currontly, the Technical, Norrative and Operating
Services Division is talking about a total of 400 Rural Health Aides
in the field. This compares with a total of 252 presently.

The Rural Health Aide Program reached a low in terma of numbers of
individuals involved and productivity of those individuals somotime
around 1981, Since that time new trainees have brought the total
number of Rural Health Aides up and this has resulted in greatar
number of people heing seon by the Aides. With the next training
program for Rural Health Aides delayed until September, 1985 (or
later), it remaina unclear what the long term commitment of tha MSPAS
is to the Program in ita prenent form,

It would seem appropriate at this point in history to carry out an
evaluation of the Rural Health Aide Program, but with a clear
objective. That objactive is to assure a restructuring of the
Program consigtunt with the financial capabilitics of the MSPAS to
maintain it. For example, the potantial relationship of Rural Health
Aides to a program of Rural Health Promoters. all of whom will be
volunteers, in an advisory or suparvisory role should be considerad,
In this way tha nunber of Rural Health Aides might have a rational
upper limit (such as 400 or %00), while the nunber of Rural Health
Promoters could be quite large--avaen numharing in the thousands.

With these comments in mind, the previous recomnendation is reviged
to read as follows:
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"It is recommended that the Rural Health Aide Program be
evaluated with a view toward coordinating it with a new program
of Rural Health Promoters, all of whom wouid be volunteers, and
then to expand the Rural Health Aide Program selectively so as
to provide supervision and diraction for Rural Health Promoters
in the field."

This recommendation is given the highest priority rating (S5 on a
scale of S).

14. Role of Medical Education/University of El Salvador
The fourteenth recommendation of the previous document was as follows:

"It is recommended that medical education in El Salvador be both
supported and constrained so that quality schools may survive,
but that this be accomplished in such a way that it does not
result in a serious oversupply of physician manpower."

This recommendation was based on visits to various medical schools by
both the Health Resource Assessment and Health Status Assessment
teams in the fall of 1984. Data gained since that time and included
in the present report indicates that matriculation in the private
medical schools has fallen more or less in proportion to an increased
matriculation in the National Medical Schonl. 1If this trend
continues, it is possible that the projected surplus of physiciang
previously anticipatad will not materialize. By the same token,
there will always be snme irregularity of physician production, based
upon the nature of tho educational system in El Salvador and the
occasional perioda where 1o students matriculate for one reason or
another.

Historically, medical education in E] Salvador has enjoyed a good
reputation in Central America. The !lational University Medical
School is known for the production of well educated physicians, Now
that the school has been restored to its campun, evory effort must be
mado to enable it to assume ita previous role in the country and in
the region. Tentative efforts by AID/ES in this regard zhould be
continued,

One observation is in order with reforance to the relationship
betwcen AID/ES and the Naticnal Univarsity Medical School.
Universitiea in Latin America have a cortain social role to play, onae
of these baing to serve asm a "social critic" of vhataver
administration is in power, Typlically, at least in racent history,
the univaraity position han bean arfociated with a “leftiat"
perapective and is seen as opposed to many positions of the U.S,
goverwmant. This has the potential for cruating friction betweon the
U.5. Embassy and the univeraity in question. Such a situation arose
recently with reference to the Mational University and the U.S5,
Mignion in El Salvador. It is recommended that evecy effort ba made
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to understand the historical context out of which Latin American
universities speak and not to allow these expressions of independence
to interfere with productive relationships at the operational level.

Whatever is done with the University of El Salvador, attention needs
to be paid to the private medical schools that are now a fact of life
in El Salvador. Once a determination can be made as to which ones of
the schools are likely to remain over a longer period of time,
explorations should then take place as to how cooperative
relationships can be established. For example, the Evangelical
University Medical School and the University of Jose Masfarrer
Medical School are likely candidates for this assistance. The
emphasis, however, should remain on the National University Medical
School and any work with private schools should be supplementary and
secondary to this,

In view of the foregoing, the previous recommendation is retained
with an emphagis on the need to relate to the University of El
Salvador Medical School. This recommendation receives a high
priority rating (3 on a scale of 5).

15, Loans Vecrsus Grants
The fifteenth recommendation was as follows:

"It is recommended that all future AID awards to El Salvador be
made as grants rather than loans for any health related project
other then those directly contributing to the productivity of
the Salvadoran economy."

The reason for this racommendation should be self evident. That is,
health sector improvement, while contributing tangentially to a
country's productivity, is not a direct capital investment. Capital
invastmenta are appropriate subjecta for loans; medical assistance is
not. Medical assistance should be in a form of granta with no
expectation of repayment,

To bae sure, a case can be made for certain anpects of the raceiving
program being treated as a loan. For example, the construction of
warchouna facllities in San Salvador and elsovhare could be justified
as an acceptable subject for a loan. The proviminn of drugu and
othor commodities can in nc senge be no justifaied,

If tho United Staten wishens to avoid increasing the debt burden of
developing countries to an unacceptable level, it smhould ruccnrtder
making loans to these countries for programs such ar health, Even
with an intereat rate of 3-4% and a loan term of 40 years. the fact
remaing that the money ia given an a loan and muat eventually be
repaid, Thare i8 no way in which El Salvador would he able tu repay
the kinds of debts repiesented by tha VIGIEA loan., Saveral
informante in the MSPAS said as much, In ensence, their feeling vas:
"Why worey? we are not going to pay it back anyway."
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Perhaps the only mitigating factor favoring a loan over a grant is
that the recipient country thinks of tha money involved as its own
and therefore exercises more independent judgment concerning the
expenditure of the funds committed. The other side of this
particular issue is that since the money is considered to be the
property of the debtor country and not the donor country, resentment
arises vhenever the donor country institutaes requirements such as a
preferential purchase of items made in the United States, Whatever
small psychological benefits may accrue from this dentor-lender
interaction, they are far outweighied by the negative conzequences of
such a relationship.

In summary, the previous recommendation that future awards to El
Salvador in the field of health be made as grants rather than loans
is reiterated and is given a very high priority rating (4 on a scale
of 5).

16, Schedule of Follow-Up Visiti--Mid-Term and Final Evaluations
The sixteenth recommendation read as follows:

"It is recommended that the two propcscd follow-up astudies be
performed as scheduled and that they be usad to acszess procram
progress, make recommandations for changes in projram direction
and prepare an independent evaluation of program success.”

This recommendation was designed to ensure continuity of effort with
regard to suggested changes in AID programming in El Salvador., It
was specifically structured to assure continued indepaendent input
into the AID/ES allocation process. This will assurce that the
project remains under outside review and is recspongsive to necds as
seen by non-AID evaluators and others.

As has been noted previously, the nnxt visit ncoded to complete the
requirementa of this recvmmendation would be the spring of 1986,
probably March. At that time a serious look should be taken at tho
degree to which previous recommendations have been accepted and
incorporatad into AID/ES program planning and implementation. %While
this is somevhac at variance with the Overasight Committae referenced
in the previous report and called for in a latter from Repreaentative
Clarence Long, the procedure asuggentad 18 conusiatent with AID policy
and should help to assure indopendent and critical review of AID
health policy in El Salvador.

In swnnacy, the previoun recommendation is rutained and given a high
priority rating (3 on a scale of 9),

IX. DIRECTIONS FOR THE FUTURE

It has been said that the pant i3 prologue., Indeed, the primary concern of
AID/ES and M5PAS. an waell as outside obasrvers of theno program efforts,
should rent in the future and not with the past. The MSPAS has taken a stand
on this issue by developing and premoting its Five Year Plan, In doing so it
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looked at the past in terms of what lessons it offered., but moved quickly
ahead to plan for the future.

AID/ES should do the same. There is no doubt that programs sponsored by
AID/ES have contributed greatly to reinvigorating and sustaining the health
services infrastructure of the MSPAS. Individual elements of these projects
have and will be criticized for their failure to develop in a timely manner
and for other shortcomings. These concerns are easily balanced, however, by
the program's successes.

Of more concern here, however, are future directions. What progress has been
made toward implementing the recommendations previously offered, what further
can be done to "vitalize" the AIN/ES program, and what are some suggested
sample programs that may be begun at this time? These questions form the
basis for the remainder of this section.

A. Progress in Implementing Specific Recommendations

This subject must be approached with caution, since the recemmendations in
question were only presented to the MSPAS in draft form in August, 1984
and in published form in April, 1985. Although provided with summary
conclusions and recommendations in August, 1984, and April 1985, some
members of the senior Ministry staff seem to have been unaware of them
until the current visit, which began with a meeting at the Ministry's
office on June 25, 1985. AID/LS, however, was well familiar with the
recommendations from the time of their development in Auqust, 1984.

The second word of caution concerning any interpretation regarding
implementation of the previous recommendations is in order. Tha: is, many
of the recommendstions were based upon observations of what the MSPAS
wanted to do and was intending to do anyway. While only those actions and
intended actions of the MSPAS which were consistent with the overall
thrust of the recommendations will b inccrporated in those
recommendations, it remains the case that the recommendations are
sensitive to the wishes of the MSPAS. Accordingly, because a particular
recommendation happens to have been implemented at the MSPAS level does
not mean that it is due to that recommendation, but may simply mean that
the recommendation "caught the spirit" of what the MSPAS was attempting to
do.

The recommendations also take into account the resource capacity of

. AID/ES. Theoretically, much more can be accomplished with a greater
resource base. That is not likely to be soon available. Accordingly,
recommendations have been couched in terms that are consistent with
potentially available support and are more modest than might otherwise be
the case,

Given the foregoing concerns, the following status report may be given
concerning the implementation of each of the sixteen recommendations:

1, Strengthen the "Patronato" System
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While there is more discussion concerning this recommendation,
nothing has been done to implement it. The cost sharing study, now
underway, may offer new information regarding how "Patronatos"
function--or fail to function. (See IX-A-3 below.)

2. Improve Local Volunteer Programs

Program planning is definitely moving in this direction, although
specific programs have not yet evolved. Action is clearly expected
on this item by the time of the next (and final) evaluation.

3. Investigate Minimal Charges for Medication

This study is now underway, after some delays. AID is providing the
economic study and the Ministry is definitely interested in the
results.

4. Conduct Community Needs Assessment with Professional
Participation

A draft proposal was presented to the Minister of Health by AID/ES
and the Westinghouse technical advisors to develop a prototype
"comnunity needs assessment" instrument with associated plans for
data analysis. Following review of the proposal by several offices of
the MSPAS, their conclusion was that, while the concept was sound, it
shoul< be subsumed under the Ministry's new initiative for training
and maintaining Rural Health Promoters (PROSAR). (See Section IX-C.)

5. Implement Program Evaluation at the Local Level

AID/ES has been carrying out its program evaluation of the VISISA
Project with various surveys. In addition, AID/ES has been promoting
establishment of a "Basic Drug Formulary." which is expected to
contain a limited number of pharmaceutical products and information
on their use by level of facility. However, the kind of program
evaluation contained in the recommendation has not been seriously
considered or impl:mented at this time.

6. Expand Health Education Programs

The Health Education Division in the MSPAS gives no indication of
having expunded any programs. If anything, they have contracted for
budgetary reasons.

7. Strengthen Current Nutrition Programs

There is little evidence that current nutrition programs have been

strengthened. The number of Rural Nutrition Centers in operation has
declined from 30 to 28.
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8. Install Additional Potable Water Systems

Water systems continue to be installed, but serious problems have
been uncovered in the PLANSABAR Division of the MSPAS. These
problems need to be resolved before this recommendation can be
carried forward in a meaningful way. AID/ES has provided the GOES
counterpart contribution to the recently signed $23.4 million BID
loan for additional potable water system development.

9. Construct Additional Latrines

There is little evidence that this recommendation has resulted in a
new impetus being given to the latrine construction program. This
program also currently falls under PLANSABAR and is therefore subject
to whatever review that program experiences. However, a 21 million
dollar loan with the IDB is expected to be signed in September, 1985,
a portion of which is for construction and installation of 75,000
latrines.

10. Eliminate Mosquito Breeding Arecas

Six engineering proposals have been put forward to the MSPAS by the
Malaria Control Division for engineering projects to eliminate
mosquito breeding areas. Consideration is currently underwvay at
AID/ES and it is likely that some funding, possibly out of PL480
money., will be forthcoming.

11. Increase Training Capacity for Physicians in Primary Health
Care, Nutrition and Prevention

Some progress has been made in this area by the respective medical
schools, although this direction was underway before project
recommendations were offered. Perhaps the most significant event was
the course given in Hawaii by the MEDEX Program for individuals
interested in bringing the presence of medical schools into the
social service year. Technical assistance from the MEDEX project
followed, to develop a series of modules on PHC and clinical
management of common morbidities. Training of Trainers took place in
June, 1985 and modules were reviewed, revised and provided to
Regional MSPAS Directors. Several regions have used the modules to
provide training for social year physicians.

12. Expand Continuing Education for All Health Professionals

The Human Resources Division of the MSPAS has been given increased
organizational status, but no additional funding by the Ministry.
There is little evidence of change in this area, with the exception
that AID/ES funds were made available for instructor training (5
workshops with 130 participants), and PL480 funds (slightly more than
1 million colones) were programmed for the reconstruction of the
sanitary training school, which was severely damaged in the June,
1982 earthquake.
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13. Review and Strengthen the Rural Health Aide Program

The Rural Health Aide Program has been organizationally moved within
the Ministry of Health, but has not necessarily gained stature as a
result of the move. The program is seriously being reviewed by the
MSPAS and 27 new Rural Health Aides were recently trained. This
recommendation has been partially implemented, but much remains to be
done.

14. Role of Medical Education/University of El Salvador

A good start was made in implementing this recommendation through the
provision of books and a proposed grant to purchase certain equipment
for the National Medical School. Unfortunately, this process is now
being interrupted and should be restored. The recommendation has
thus been implemented in a preliminary and sporadic manner.

15. Loans Versus Grants

The VISISA Program continues as a loan to El Salvador. The status of
this recommendation will be based on whether AID/ES requests future
funding as a loan or grant and whether the US Cengress and
Administration respond accordingly.

16. Schedule of Follow-Up Visits; Mid-Term and Final Evaluations

Tiie first part of the recommendation has been fully implemented with
the current consultation. Implementation of the second part is not
expected until the spring of 1986.

With reference to AID/ES, the time line for program change is a minimum of
one year and no substantial reorientation of the VISISA Project was
expected or possible. Rather, the test of AID/ES commitment to the
recommendations will come with the next program proposal to the Congress.
This will be drafted in the fall of 1985,

By the time of the next and final evaluation in this series, it should be
possible to make a clear statement regarding the responsiveness of the
MSPAS and AID/ES to the recommendations contained therein. At the present
time it is premature to attempt to do so and failure to have implemented
any of the foregoing recommendations by either the MSPAS and AID/ES should
not be taking as unwillingness or lack of intent to do so.

B. Conference on Community Oriented Primary Health Care

In what may be cuasidered a seventeenth or additional recommendation:
"It is recommended that there be held ir El Salvador a confereace on
Community Oriented Primary Care. This conference should bring

together all participants currently concerned about this subject in
El Salvador and be coordinated by the MSPAS. Funding should be
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sought from AID/ES and PAHO and the conference should be held prior
to the final development of the AID/ES Project Proposal for
implementation in FY 87.

Participants in such a conference should include not only the MSPAS, but
also other official organizations concerned with health care in El
Salvador such as the Social Security System (ISSS). 1In addition, PVOs
working in-country should be invited, as should various national and
international agencies concerned witn primary care. 1l: is particularly
important that there be a representative sample of "workers in the
vineyards"--or individuals who are actually carrying out primary care in
remote sites for the MSPAS and others.

It is suggested that leaders in the community oriented primary care
movement from Latin America and elsewhere be invited to participate in the
conference. Models from other nearby countries such as Costa Rica,
Nicaraguz and Mexico should be explored. Time and resources permitting,
selected international models outside the American Continent should also
be considered. This could include examples from the Middle East (e.q.
Israel) and elsewhers.

If such a conference is to be held in time to influence AID/ES Project
decisions for FY 87, the program planning must begin immediately. This
could be done directly by AID/ES Project staff in El Salvador or by an
external contractor in consultation with PAHO and ISPAS. Once again, it
is extremely important that an effort be made to involve the Pan American
Health Organization in this process and that the resources of other Latin
American states be mobilizéd for the meeting. Given the interest of the
MSPAS in developing a new program centered around rural health promoters,
this concept should have a central place in any such meeting.

In addition to stimulating AID/ES involvement and crystallizing MSPAS
thinking on the subject, the conference should have the effect of
mobilizing national attention around the issue of community oriented
primary care. An international and interinstitutional approach to this
subject could go a long way toward moving in El Salvador -loser to a
"National System of Health Care."” Should this ptrocess be accelerated, the
conference would more than have justified itself.

c. Rural Health Promoter Program
An eighteenth and fina. recommendation is as follows:

"It is recommended that there be developed in El Salvador a Rural
Health Promoter program ('"Promotores de Salud Rural"”), to be composed
of volunteer health workers selected by their communities. %rained
and supported by the MSPAS and other cooperating agencies, and
certified by the MSPAS."

Already suggested by the Planning Division of the MSPAS, this idea
coincides with both the theoretical direction of public health authorities
around the world and the economically resources available to El Salvador
at the present time.
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A program of Rural Health Promoters would aim at least to duplicate the
number of workers currently involved in the Malaria Control Program in El
Salvador. They will be identified by the communities from which they
come, trained by the MSPAS (and/or a consortium of the MSPAS with other
official and private voluntary organizations), then returned to their
communities to fulfill their service roles. Continuing education will be
a vital part of the program, as will supervision-—-provided by Rural Health
Aides in the case of the MSPAS. (See Section VIII-C-13). These Rural
Health Promoters will work on a strictly voluntary basis, maintaining
their own jobs and receiving supplemental assistance from their
communities for their health-related work.

The program will need to be carefully controlled so as to assure minimal
standards of quality and a guarantee of continuity. 1In lieu of salary, a
great deal of prestige and honor should attend the position of Rural
Health Promoter and adequate material support should ba provided. Such
suppert should consist, at the very least, of uniforms, credentials,
medicines, supplies, etc. More important is that there be gquality
training in the beginning and a strong program cof continuing education.
Health education should be a central focus of the Rural Health Promoter's
mission and advancement to become Rural Health Aide should be possible.

In other words, the Rural Health Promoter Program should be designed to
integrate with existing activities in the MSPAS and elsewhere. Consistent
with the rural health promoter concept currently being evolved by Project
Hope, CAPS (in conjunction with AESCALAEPIUS), CARITAS, Save the Children,
the International Rescue Committee, and others, this is an idea whose time
has come for El Salvador. A recent proposal prepared for the President of
El Salvador by the MSPAS for development of '"Promotores de Salud Rural"
(or PROSAR) is included as Appendix III. AID/ES should be an important
participant in this process and help facilitate its development. The
context and philosophical framework should be that of community oriented
primary care.

The next step beyond VISISA is becoming increasingly clear. That step is
PROSAR--or something like it--and this in the context of community
oriented primary care. The time to begin is now.

X. SUMMARY

This report, the second in a proposed series of three on "Health Status
Assessment and Health Policy and Program Review for AID/El Salvador," begins
with a review of the initial report dated April, 1985, which was based on data
obtained in August, 1984, Three significant events since that report was
written are noted. These include: A) completion of the Five Year Plan; B)
reorganization of the MSPAS; and C) conciusion of a major country~-wide
vaccination campaign.

Changes in health status from the prior period were reviewed insofar as
possible. Asg could be anticipated from the proximity of dates and the
slowness with which health status indicators normally change, no significant
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differences were found between data reported in the previous report and that
which is currently available. Indeed, in some areas their appears to be a
slight worsening of health status as measured by morbidity.

Indirect health status indicators were somevhat more positive. To the degree
that activities carried out by the MSPAS could be considzred consistent with

the future improvement of health, there is some reason for hope. A tendency

for small gains appears to be continuing in the areas of sanitation, medical

care and hecalth manpower development.

One new element on the scene since the previous report is the appearance of an
increasing number of private voluntary organizations. Three of these were
discussed in this report: A) the Salvadoran Red Cross; B) Project Hope: and C)
the Social Secretariat of the Archbishopric of San Salvador. Each in its own
way appears to be making an important contribution to the improvement of
health status in El Salvador.

As discussed, little relationship could be tound in this study between project
inputs and health status indicators. There does, however, appear to ke some
congruency on thinking as to what is needed in El Salvador in the field of
health at present--that is, concentration on primary health care at the
community level. The direction being taken by the MSPAS, private voluntary
organizations and others is totally consistent with the recummendations of the
previous report.

While few concrete results can be reported from implementation of the previous
recommendations, there is no reason to have expected any significant action at
this time. Two additional recommendations were suggested: A) a conference on
comnunity oriented primary care and B) the davelopment of a Rural Health
Promoter ("Promotores de Salud Rural" or PROSAR) program or something similar
for the extension of primary care throughout the country. Several previous
recommendations were revised and all were reviewed and prioritized.

Most of the sixteen previous recommendations were grouped under three broad
headings. These were: A) community oriented primary health services: B)
integrated rural development; and C) human resources development. It is of
more than passing interest that these three headings closely correspcend to the
mission of the major three operational components of the newly reorganized
Ministry of Public Health and Social Assistance. They also adhere closely to
the newly developed Five Year Plan of the MSPAS. It is recommended that these
be the areas where AID/El Salvador increasingly focus its attention in the
future.

The recommendations, in order of priority, are ranked as foilows:
A. Fighest Priority
1. It iz recommended that there be held in El Salvador a conferenrce
on Community Oriented Primary Care. This confarence should
bring together al) participants currently concerned about thig

subject in E1 Salvador and be coordinated by the MSPAS., Funding
should be gought from AID/ES and PANO and tha conference should
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be held prior to the final developmen: of the AID/ES Projact
Proposal for implementation in FY 87.

It is recommended that a substantial effort be made to identify,
train and support volunteers to serve in areas where there are
no MSPAS facilities, these volunteers to be selected by their
comrunities and to function as Rural Health Promoters. Other
volunteer service, including that in MSPAS facilities, is also
recommended.

It is recommended that there be developed in El Salvador a Rural
Health Promoter Program ('"Promotores de Salud Rural"), to be
composed of volunteer health workers sclected by their
communities, trained and supported by the MSPAS and other
cooperating agencies, and certified by the MSPAS.

It is recommended that the Rural Health Aide Program be
evaluated with a view toward coordinating it with a new program
of Rural Health Promoters, all of whom would be volunteers, and
then to expand the Rural Health Aide Program selectively so as
to provide supervision and directicn for Rural Health Promoters
in the field.

High Priority

It is recommended that the "Patronato" system be strengthened by
whatever means are necessary, consistent with the culture and
compatible with the organizaticn of the health care delivery
system in El Salvador.

It is recommended that consideration be given to the possibility
¢f instituting minimal charges for medications prescribed and
dispensed by MSPAS facilities.

It is recommended that an expanded latrine construction program
be undertaken, with assistance from AID and in conjunction with
private voluntary crganizations working in El Salvador utilizing
new and innovalive designs,

It is recommended that an aggressive program of eliminating
mosquito breeding areas be continued and cenlarged in an expanded
c¢ffort to reduce the incidence of malaria in E]l Salvador.

It is recommended that all future AID awards to El Salvador be
made as grants rather than loana for any health related project
other thaen those directly contributing to the productivity of
the Salvadoran economy,

Kigh Priority

IT-32



It is recommended that there be a continuing expansion of health
education activities as an intagral part of MSPAS activities in
El Salvador, that this include increased training programs for
nurses and nurse autiliaries, and that the potential involvement
of volunteer workers in the effort be explored.

It is recommended that training in primary care, nutrition and
disease prevention for physicians be markedly increased,
possibly with USAID assistance, and that the preventive medicine
and training capacity of the National University Med:ical School
be restored.

It is recommended that continuing education be made available to
all health professionals in [El Salvador in whatever manner is
most productive and that a certification process for those
meeting all requirements be considerecd. This should be
accomplished by taking the program to the people and reinforcing
the structure already 1ivailable in the ministry to achieve this

purpose.

It is recommended that medical education in El Salvacdor be both
supported and constrained so that quality schools may survive,
but that this be accomplished in such a way that it does not
result in a secious oversupply of physician manpower.

It is recommended that the final evaluation be performed as
scheduled and that it be used to assess program progress, make
recommendations for changes in program direction and prepare an
independent evaluation of program success,

Priority

1,

3.

It is recommended that a community nescs assessment process be
initiated at the local level by health care providers., including
gocial service year physinmiang with the supervision of their
medical school faculties, under the direction and leadership of
the MSPAS and in coordination with deasignated social

ccientists, (Note: Very high priority if real supervision is
possible.)

It is recommended that limited and appropriate program
evaluations be undertaken at the local level with the guidance
of the Minintry of Heaith, participation by local providers, and
with the eosistance of relevant social scientists.

It is recommended that the Rural Nutrition Center vroqgram he
evaluatod with respect tc ita potential for self aufficyency in
the Salvadoran setting. To thy degree that thia i3 ponminle,
the program should be selectively zontinuad 1n the future,
utilizing locally produced fooda wherever ponaibla; to the
degrae thit self sulficiency Lo some degine i3 not pounibla, the
program rhiould be combined with Sthar ef{forts (such a3 the
proposud Rural Hoalth Promoter Program) or termitatod.
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4. It is recommended that active development of potable water
supplies continue at the projected rate, including installation
in the zones of confliet, that an emphasis ba placed on system
maintenance and revenue generation, and that AID be a
participant in this process.

It should be stressed, as the rankings indicate, that all of the
recommendations are considered to be priority concerns. Beause they are
all basically concerned with community oriented primary care in one form
or another, they interrelate in such a way as to make joint implementation
not only feasible, but desirable. What is being proposed. in short, is a
primary care package of recommendations which are mutually supportive and
designed to improve the health status cf El Salvador's people,

If El Salvador is to eajoy "Health fc- Ail by the Year 2000." it must
vigorously pursue a strategy of primary h=zalth care¢ over the next 1%
years. It is suggested that, if it is to be successful, this be a
strategy of community oriented primary care. It is further suggested that
integrated rural development and human resource development provide the
context for thece changes. Finally, assuming the Government of El
Salvador shares in the perceptions and recommendations of this report, it
is suggested that AID/ES orient its future program and planning efforts
accordingly.
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TABLE I
TEN PRIMARY CAUSES OF DEATH
EL SALVADOR
1981 AND 19823
1981 Percent 1983 Percent
Medically Medically
Number Fercent Certificd | Number Percent Certificd

GRAND TOTAL 37,468 100 47.5 32,718 100 46.5
Certain conditions origin-
ating in the perinatal period 4,095 10.9 29.6 3,641 11.1 23.9
Homicides and injuries 1in-
flicted by other persons 1,881 5.0 86.7 2,266 6.9 14.9
Intestinal i{afections due
to specific organisms and
those which are {ll-defined 2,396 6.4 23.7 2,259 6.9 14.8
Psychotic conditions .- - — 1,320 4.0 8.7
Bronchitis, emphysema ~nd
asthma 1,003 2.7 15.9 970 3.0 €.4
Acute myocardial infarction 773 2.1 25.2 834 2.6 5.5
Cardiac dysrhythmius - - -- a0l 2.4 5.3
Mental disturbances - -- - 780 2.4 5.1
Motor venicle accidents 851 2.3 82.4 724 2.2 4.8
Pnewnonia -- -- -- 632 1.9 4.2

sub-Total for ten nrimary 14,971 39.6 51.2 14,228  43.4 -~

causen of death
Other causes 15,318 40.9 66.1 14,589 44,6 --
Other signs and symptomz inclug.
{1 1-dnfined morbidity acetes 7,179 19.2 7.6 3,898 12.0 25.0
fSource: General Office of Statistics and Census, M3PAS {(Note -~ Previously Unreported
Data; all 1983 Date Preliminary and Tentative)
‘1301 Sub-Total dees not equal number shown in Table c£ince uot all of the top ten causes
of Jdoath arn listed {or 1981
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T A B L E II
‘DEATHS "IN CHIIDREN LESS THAN FIVE YEARS OF AGE
:EL SALVADOR

1976-—:1983

‘Proportional Mortality in Children Less than five
Years of Age as a Percent of all Deaths
Infant Mortality Deaths
Year  Number 'Rater ‘Total ‘Al Ages Less than Five Years Percent
1976 9,154 55,2 e 12,676 b
1977 10,529 i59.3 — ‘13,958 42.3
1978 8,790 750.8 - 11,263 36.7
1979 9,232 53.0 32,936 12,094 36.7
1980 7,138 42,0 38,967 9,211 23.6
1981 7,183 44,0 37 468 10,269 27.4
1982 6,621 42,2 ‘33,309 8,931 26.8
1983 (P) 6,168  .42.8 37,715
Source: General Office of Statistics and Census

* Rate per 1,000 live births

P » Provicsional Data
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TABLE NI

MATERNAL MORTALITY

EL SALVADOR

1978-1983

Entire Country

Year Number Rate:
1978 132 0.8
1979 150 0.9
1980 120 0.7
1981 101 0.6
1982 133 0.8
1983 (P) 89 0.6
Source: General Office of Statistics and Census

*Rate per 1,000 live births

(P) Provisional Data
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T A B L E v

TEN PRIMARY CAUSES OF NOTIFICATION OF TRANSMISSIBLE ILINESSES

E L SA LVADOR

1983~ 1984

Number of Cases Rate per 100,000 Populatiof
C a u se s 1983 1984 1583 1984
1. Diarrheal Illnesses 120,483 137,731 2,304.1 2,881.7
2. lIntestinal parasites 120,483 123,010 2,304.1 2,573.7
3. Influenza and grippe 83,214 100,908 1,591.4 2,111.3
4. Malaria 65,407 66,844 1,250.8 1,398.5
5. Amoebic dysentery 13,739 8,692 262.7 181.9
6. Gonorrheal infection of
the genitourinary tract 5,957 8,580 113.9 179.5
7. Varicella 4,289 5,721 82.0 119.7
8. Syphilis 4,025 5,674 77.0 118.7
9. Dengue | 3,814 5,452 72.9 1141
10. Hemorrhaglic conjunctivitis 2,953 4,760 56.5 99.6
TOTAL 424,264 467,372

Source: Annual Epidemiolugy Report, 1933

Weekly Epidemiology Reports, 1984 (Preliminary)
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TA BLE V

PREVENTABLE ILINESSES IN CHILDREN
EL SALVADOR

1982 - 1984

1 9 8 2 i 9 8 3 1 9 8 4
I 1l lnesses N° Cases Rate| N° Cases Rate| N° Cases Rate
Diptheria 22 0.4 18 0.3 15 0.2
Pertusis 1,756 34.4 499 9.5 505 9.3
Tetanus 138 2.7 37 1.6 116 2.1
a) Tetanus Neonatorum 92 1.8 39 0.7 54 1.0
b) Other Causes L6 0.9 48 0.9 62 1.1
Polio 16 0.3 88 1.9 19 0.3
Measles 3,664 71.5 12,458 47.0 | 4,760 88.3

Source: Weekly Epidemiology Report, 1984
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EPIDEMIOLOG!IC REPORT OF PREVENTABLE INFECTIOUS DISEASES

EL SALVADOR

1978-1983

Year Measles | Diptharia | Tetanus :::::'ng Pulio T. B
Vaccinations

1978 170,714 1 221,051 366,506 146,555 148,355 282,273
1579 180,223 | 223,495 362,808 151,325 151,482 272,903
1980 117,345 | 142,659 25,237 103,487 103,068 192,777
1981 128,540 | 187,734 308,810 111,980 101,858 211,181
1982 130,663 | 218,233 360,531 115,841 115,830 215,580
1983 (P) 155,682 | 249,357 k43,992 144,443 143,126 245,133
lilnesses

1978 1,621 1 122 2,362 i0 2,449
1979 10,3N Vid 812 3 2,281
1980 2,315 2 98 1,005 £5 2,255
1981 12,554 H 122 3,932 52 2,09i
1982 3,664 22 138 1,756 16 2,161
1983 (P) 2,407 10 2 L97 34 2,053
Deaths™

1978 68 5 181 139 18 223
1979 511 5 181 80 10 209
1380 120 6 93 76 37 200
1981 - 611 6 50 150 26 199
1982 207 10 61 79 203
1983 (P) 153 10 ko 43 205 |
Source: Vaccinations, Cases and Deaths: MSPAS

" Reported draths in some cases exceed reported illnesses. This is due to

the fact that morbidity data came from MSPAS facilities only; mortality
data arc from the entire country.

{P) Provisional Data



t A DL

v 11

AMBULATORY COVERAGE ASSISTANCE

EL SALVACOR - 1930 - 1984
C 0O NCEPT S Y ; A R 5

1980 1981 1982 1983 1584
Medical Consultations 2,224,914 2,528,647 2,338,714 2,195,945 2,443,614
Consults per 100 population* 55 606 gL 49 60
Dental Consultations 336,832 335,285 355,055 341,112 346,021
Consults for (a+b+ctdte) 958,667 833,995 986,381 1,215,123 1,346,545
a) MHurses 491,399 491,881 537,545 639,309 601,266
b) thurse Auxillaries 155,589 153,714 222,572 228,573 175,925
c) Rural Health Aides # 311,619 188,500 226,263 229,976 222,044
d) Hidwives --- --- --- 77,983 103,662
e) Veolunteers -=- --- --- 39,283 237,648
Medical Emergenclies Attended
(a+bec) 304,456 338,384 388,175 419,642 438,144
a) Doctors 236,578 332,243 281,914 455,046 434,204
b) Nurses 3,367 2,801 2,695 2,988 1,538
c) VYolunteers 4,511 3,340 3,566 2,508 2,402
Medical Emergencies Attended
per 100 inhabitants = 7 8 9 9 n
Total Encounters 3,834,809 4,036,311 4,068 265 4,162,822 4,580,324
Encounters per 100 Inhabijt.* 94 96 93 93 112
% of Encounters by medical
£ dental personnel 74.9 79.6 75.6 70.7 70.5
Hurses 17.1 16.1 16.8 21.0 17.1
Rural Health Aides 8.1 k.7 5.6 h.9

Midwives and volunteers

~--

5.52

Source:

* Based on B5% of population served by MSPAS

Korthly reports from health facilities, 1984 and Malaris Bivision




T A B L E Vi
RURAL HEALTH AIDE ACTIVITIES
EL SALVADOR 1979-1984

R

PECRIPTION Y E A S
1979 1980 1981 1582 1983 1981
Total Persons Served k79,669 354,598 226,819 2¥u,318 s02Z,3b4 204,195
Morbidity Attendance* 271,142 196,870 116,829 133,470 134,335 133,123
Preventive Services
(atb+c+dte) | | 35,028 23,873 14,930 17,512 17,378 15,714
a) Pregnancies ' 8,712 5,908 3,613 b,351 4,245 3,914
b) After Childbirth " 3,694 2,298 1,528 2,012 2,176 1,996
c) Children less | year | 12,335 8,910 5,998 6,886 7,035 6,543
d) Malnourished Children 4,793 3,004 1,765 1,874 1,519 1,329
e) Birth Control 5,694 3,752 2,006 2,389 2,403 1,927
IV- Contraceptives Provided 13,128 10,293 6,388 8,557 8,114 5,932
V- Educational Activities ‘368.376 234,974 156,035 211,932 227,754 217,832
VI- Missed Appointmants i 3,331 6,684 3,559 3,834  4,4k0 4,271
Vi~ Dwelling Unit Visits 313,058 203,017 134,445 175,530 192,278 177,261

i

Source: Monthly reports subriitted by Rural Health Aides

* This refers to consultations given for diarrheal infections, conjunctivitis,

headaches and oti~ur problems requiring primary health services.
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TABLE IX
FATRICULATION OF MEDICAL STUDENTS
AND
GHRRDUATION OF PHYSICIANS

8L SALVADOR

Filve-Year Plan 1985-1989; M3pAs

University Educatior in Figqures, Octobzr 1984, Hihisiiy,OE.Edﬁcaiioﬁ

Figures in Paientheses from O:fice of the Dean; Univ. of El Salvador

Medi-al School

1974-1934

wateiculat fon 1 1974 1975 1376 1977 1978 1979 | 1580 | 1981 1982 | 1983 | 1934

Univ. of €l Salvador| 3,246 | 3,42 - 3,312 | 3,044 1,316 —-—— e 1,300 1,523 | 2,897
Other Universities 621 1,211 1,586 577
Totai Matriculated | 3,246 | 3,242 -— 3,312 | 3,044 | 1,315 -—- 621 2,511 3,109 | 3,474
Graduat ion 1974 1975 1976 1977 1978 1979 1360 1981 1982 1983 1984
Univ. of El Salvader 83 10 94 211 29 102 328 ias 273 24 N.A.
(293) (213) (90) (85) (90)

Other Universitles

Total Sraduated 83 10 94 211 29 102 328 145 273 24 N.A.




T A BLE X
DISTRIBUTION OF POSITICNS AND PERCENT CHANGE
MINISTRY QF PUBLIC HEALTH AND SOCIAL ASSISTAMNCE
ELL SALVADCR

1983 -~ 1984
REGIONS 1983 1984 3 CHANGE T
Total?™* 12,620 12,615 0.04
Western Region 2,180 2,180 -
Central Region 1,138 1,138 -
Metropolitan
Region 4,930 4,931 0.02
Paracer.tral
Pegion 1,342 1,340 -0.15
Eastern Region 2,277 2,238 -1.71

Sovrce: law of Salaries, 1982, 1984
* Includes Central Office Positions

Does not includas Contract Positions, Local Hires, Theose
Paid by International Organizations, aor These llized by
Decentrilized Organizations.
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TABLE X1
BIRTHS, DEATHS AND NATURAL GROWIH QF PCPULATION

EL SALVADOR

1979 - 1984

Year ; Blrths Deaths Population Growth

Number Rate* Number Rater Number Ratew =
1979 174,183 39.3 32,936 7.4 141,247 3.18
1960 169,930 37.7 38,967 8.6 130,963 2.91
1981 163,305 35.6 37,468 8.2 125,337 2.74
1982 156,807 3n.7 33,309 6.5 123,458 2.6%
1933 (R)| 144,193 30.5 32,697 6.9 111,436 2.36
1984 (P)| 141,011 29.5 28,937 6.1 112,038 2.34

Source: General Office of Statistics and Census

* Pate per 1,090 population
"Ratse per '00 population
R » Revised Figures

P = Provisional Figures
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FIGURE IIX

CASES OF MEASLES
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CASES OF DIPTHERIA
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FIGURE VI
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FIGURE VII

CASES OF NEONATAL TETANUS
PER 100,000 POPULATION ~-- 1975-84
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I. INTRODUCTION

Since 1978, El Salvador's health status as a whole has progressively
deteriorated. Violence, a declining economic situation, diminished government
budgetary resources, and an increasing displaced persons population have
contributed substantially to this deterioration. The Ministry of Public
Health and Social Assistance (MSPAS) has been experiencing severe shortages of
drugs and medical supplies. The Ministry, which provides health care for
approximately 85% of the population, has found it increasingly difficult to
meet its mandate to maintain the health of the population. In 1983, the MSPAS
sought AID assistance in meeting the most critical short-term health needs of
the country. In response to this request, AID developed the Health Systems
Vitalization Project (VISISA).

The overall objective of the Health Systems Vitalization Project in El
Salvador was "to assist the Ministry of Health to (1) increase existing levels
of primary health care and emergency medical services by meeting the critical
short-term needs of the Ministry for essential goods and services: and (2)
vitalize the institutional capacity of the Ministry to more effectively
execute their existing systems in health supplies management, maintenance, and
information management.” A loan of over 23 million dollars and a grant of 1.6
million dollars were made available to the Government of El Salvador to help
in fipancing foreign exchange and local currency costs for the project.

II. PURPOSE OF CONSULTANCY

The purpose of this assignment was to evaluate the current status of the
Salvadoran pharmaceutical logistics system, assess changes since the beginning
of the Health Systems Vitalization Project, determine the relationship of
project inputs (purchase of pharmaceuticals, technical assistance) to such
changes, and make recommendations for the focus of remaining efforts and any
potential future efforts.

Specific objectives for this consultant were to:

1. Assess the MOH basic drug list as it relates to prevalent morbidities
and the WHO Essential Drug List.

2. Assess the impact of donations to and purchases by or for the MOH
from all sources of pharmaceuticals in El! Salvador since project
inception.

3. Analyze the present decision-making procass regarding the selection
of pharmaceuticals to be prorured and how much to procure. This
analysis included assessing the relationship of procurement decisions
to current usage (satisfied demand) and unsatisfied demand for such
goods at service points,

4. Determine the average time required for delivery of pharmaceuticals
to the country once a decision to procure has been made.
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5. Review consumption of pharmaceuticals and requests to destroy such
items (representing losses, usually due to passing of expiration
date).

III. CONSULTANT ACTIVITIES

A variety of activitias were carvied out to perform this assignment. A
combination of direct interviews, on-site inspections, analysis of documents,
review of Delphi questionnaire results, and use of on-site surveyor interviews
for a4 pilot group of health facilities was utilized. (See Table 1)

A, Interviews and On-Site Inspections

The objective of the direct interviews and on-site inspections was to
obtain first-hand information regarding the MSPAS pharmaceutical supply
system. Specifically, information was obtained on the existing supply system,
its problems as perceived by the MSPAS personnel, and strategies to improve
the system. On-site inspections of the central MSPAS offices, warehouses,
hospitals, health centers, and health units provided this consultant with
subjective impressions regarding the status of the pharmaceutical supply
system, prevalent morbidities, level of training of health care workers,
availability of drugs of choice, and utilization characteristics. In all
cases, MSPAS persounel interviewed (see Appendix A for list of perscns
interviewed) were open, cooperative and dedicated. Their cooperation greatly
facilitated the flow of information requested.

B. Documant Analysis

The objective of the analysis of documents was to obtain aggregate
information to supplement interviews and on-site inspection information,
These documents dealt primarily with morbidity and mortality statistics from
the health regions, various editicns of the Ministry's basic drug lists,
procurement award records, procurement requlations, inventovy reports by the
Health Monitors from thair activities at the central and i1egional warehouses,
and various AID background reports. Many of these decuments were raviewed
prior to interviews and inspections when possible. Others were obtained
during the interviews. The analysis of these documents together with the
interviews and visits provided the basic framework for subsequent comments and
recommendations concerning the pharmaceutical supply system.

C. Raview of Delphi Quezstionnaire Results

The purpose of the Delphi queztionnaire was to obtain rankings on a scale
of 0-3, by health faciiity and health workers, regarding use &nd importance of
drugs listed on the 1978 edition of the MSPAS - basic drug list (Cuadro
Bazico). The objective of this ccnsultant's review of tha questionnaire
results was to identify thone products whose mean score was 2.0 and greater in
tither use or importance and make suggestions for the format of a second round
of rankings. The results of the second Delphi round will permit the MSPAS to
compare the perceptions of in-the-tiueld healtin wnrkers about essential drugg
with the WHO Easeritial Drug List, prevalent mocbidities, and the propougead
updated Cuadro Basico,
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L. Health Facility Surveys

The objective of the field survey of health facilities was to obtain
objective and subjective information regarding health facility activities and
their relationship to availability and use of pharmaceuticals. A surveyor-
administered quastionnaire and data collection instrument was devzloped by
Kraus and LeRoy by modifying the questionnaire previousiy used by Klassen and
Dabbs to focus on specific morbidity, patient load. and treatment issues
affecting pharmaceutical utilization (See Appendix/B).

The health facilities surveyed were not randomly swlected. They were
chosen to serve as a pilot group that will be included in a future survey of a
census of health facilities. The pilot group does include hospitals, centros
de_salud, unidades de salud. and puestos de salud in all five regions (See
Appendix C). The persons to be interviewed, or from whom information was
obtained, were facility directors, onfermera jefes, bodega or pharmacy
supervisors, and statistics personnel.

The questions asked on the questionnaire can bz grouped by subject as
follows:

1. General health facility information regarding facility hours, volume
of patients, type and numnber of personnel, unanticipated closures of
the facility, etc.

2. Morbidity information (types and numbers of cases).
3. General treatment patterns foi prevalent morbidities.
4. Opinions regarding availability of pharmaceuticols.

5. Review of Kurdex cr other records to obtain monthly movement
statintics for the eight study drugs.

The study drugs were selected because they are freguently used and of high
importance tor the prevalent morbidities (See Appendix D). Six of the drugs
were purchased with VISISA funds and two products were not. By comparing the
gources and relative availability of drugs, it may be possible to measure the
impact of VISISA products.

IV. DESCRIPTION OF CURRENT SYZTEM

The results obtained from the activitiag previously described are
presencted in terms of a detailed description of the current pharmaceutical
supply aystem in El Salvador. Inmights and observations were obtained in
every case through & synthosis of information collected from various gources
during thin conuultancy. In most cases, validation of impressions was
contingent upon obtaining confirmstion from various sources. This apprcach
minimizes the error introduced through subjectiva intaerview techniques
employed in potentially non-reprecentative samples.
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A, Dru Selection: Escential Drug Formulary (Cuadro Basico)

The procuvement of pharmaceuticals is dependent on the salection of what
to buy and how much. The World Health Orgarization has promoted the
davelopmerit of a formulary of essential drugs to be used as the basis for
pharmaceutical procurement and usz in public health systems.

The Government of El Salvador's Ministry of Health has been dlizing a
drug formulary (Cuadro Bisico) that was developed in 1978, as the basis of
Procurement, warehousing, distribution, and prescribing decisions. This list
includes over 800 products, many of which are obsolete. duplicative,
irrational combinations of drugs, or have a low benefit-to-risk ratio.

Although there is no official unit or division responsible for the
development and maintenance of a formulary of essential drugs, the head of the
Division of Asistencia Medica (Dr. Vitelio Rodriguez) has developed a draft
update of the Cuadro Basico in 1984. This Cuadro Bdsico has not yet been
officialized. The 1984 Cuadro Basico contains about 360 generic entities or
550 different pharmaceutical presentations. This number of products iz still
quuater than the ideal for a formulary of essential drugs. It contains a
number of non-essential products that could ba considered for eliminatien,
(See Table 2). Although there is opportunity for refinement, in general, this
Cuadro Basico was rationally developed.

The 1984 Cuadro Basico has baen reviewed by a nurber of proeminent medical
specialists on behalf of their specialty's professional society. These
fpecialists reviewed lists of products related to their specialties and based
on their experience recommended additions or deletionz to the lists. The
comments from these groups still need to be critically evaluated.

AID/E]l Salvador has contributed to the refinement of the drug selection
process, by the efforts of Dr. Jchn Masaey, who instituted an innovative
approach for obtaining in-the-field input regarding perceptions of a
pharmaceutical's use and importance. A Delphi process wasg initiated to
evaluate the 1978 edition of the Cuadro Basico. A quastionnaire was
distributed to 120 health facility directors, physicians, nurses, and/or
others. Each respondent was asked to rank each product on a scale of 0-3 in
torms of frequency of use and importance. The means, standard deviations and
variances were calculated for sach product for all facilities and by health
facility type. Additionai lists, by facility type, were compiled of all
products that received a mean rank of Z or qgreater in either frequency of usg
or importance and were distributcd for a second cound of rankingc,

To fully exploit the value of this Delphi procoss it may be useful fer
those products that consistently maintain a ranking of two or greater to be
Compared with the propoused 1984 Cuadro Basico, the WHO Essential Drug List,
the MSFAS rtatistics on prevalent morbidities, and this consultant's ,
therapeutic criteria for essential drugs. Where there ig agreemant among cach
of the sources on appropriateness of the selection of a given product, this
should provide strong suppoct for the inclusion of that product on the
formulacry of essential druos,
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The updated 1964 edition of the Cuadro Basico has not yet assignad
priority and level of use indicators to each pharmaceutical preduct. Piior
editicns of the MSPAS Cuadro Basico have included these elements and thare are
plans to assign priority and level of use indicators to each product. These
asgignment3, if carefully applied, will allow for the rational allocation of
limited funding to high priority drugs with greatest utility at the primary
health care level.

The current precess for determining the quantity of drugs to be procured
is being performed by procurement personncl based on previous year's
statistics on movement of drugs within the health care svystem and budgetary
limitations. The decision of how much of a pharmaceutical product to procure
is a critical component of the procurement and distribution processes and
dependent on the saelection of essential drugs. The quantily of each drug to
be procured must te based on number of cases of mortidities to be treated and
alternative drugs available. Inaccurate estimates of how much to procure have
led to shortages of essential drugs and overstocking (and waste) of other
products in the health systen. Additionally, the inability to identify
adequate quantities of pharmaceuticals to be allocated to each health facility
contributes to the maldistribution of pharmaceuticals frcm the central
warehouse,

Currently, there is no attenpt to correlate tyres and numbers of
morbidities treated with need for pharmaceuticals. As mentioned previously,
estimates of need for pharmaceuticals are supplied by each hospital and health
region, using the 1978 edition of the Cuadro Yiasico, btased on the previous
year's consumption statistics. Consumpticon patterns are influenced, however,
by availability of pharmaceuticals rather than real reed. The abszence of
appropriate pharmaceuticals in adequate quantities leads to the
under-treatment of diseases and the attendant secondary cherapeutic
ramifications,

In summavy, therefore, an official divicion or unit within the Ministry of
Health should be formed to assume the technical/therapeut:c responsibility for
the gelection of essential drugs, the assignment of priority status, the
worbidity-based estimation of quantities of drugs nceded at each health
facility, and the monitoring of drug use. This commitment by the MCH to a
technical and therapeutic basis fer the pharmaceutical logistics process is
essential to the satz and effective ure of pharmaceuticals in El Salvador.

B. Procurement Process

The procurement process beqgins in June of each year with the distribution
of the 1978 Cuadro Bisico to hospitals and health region directors. The
regions prepare thair requests of products and quantities needed for the year
(June to June) by consclidating requests fiom all the health facilities in the
region, Hospitals prepare their own requuesta, Theue rejuests arge based on
the provious years' information cn movement of drugs., Unsatisfied demand is
not taken into account. These requests sre scheduled to hu returnod by
Auguet, although many are not caturnad until September. The ptocuremant
office congolidatus tha requeats and calculatos total quantitics and coats.
This total cost must be adjusted to fit within the available budget,
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This past year, upon recommendation by the VISISA project., a procurement
commit.tee was formed consisting of the Director General, the head of
procurement. the chief of Medical Assistance, the chief of the Cperations, and
the Sub Director. This Committee recomvends which products can be cut back or
eliminated., In principle, products of lesser importance or those that can be
obtained lccally are those that are eliminated. Tha Minister of Health
approves the program for purchase.

After the Minister's approval, the procurement office prepares the
requests for bid. The "Ley de Proveeduria de Salud" de Abril 1932 governs the
procurcinent process. See Apvendix E for the Condiciones Generales del
Concurso (General Provisions for bids). !oteworthy provisions are: the
requirement IV-7 reqarding shalf-life: Provisions V1-b) and Vi-c; provid:ing
guarantees related %o compliance with contract terms and product quality, and
options afforded to the Adjudication Committee; Provision XVIII requiring
quality control analysis to be paid for by supplier and penalties for poor
quality: and Provision XIX establishing penalties for lark of compliance. In
my opinion the general provisions for bids are progrossive and if enforced,
adequitely protect the government of E) Salvador,

The requests for bids are published in the nawspapers. This biddina
period is generally 45 days. After bids are received thoy are opened and the
bidding data is transferred to a master bid analysis sheet. This proceuss
takes & minimum of 30 days. The bid analysis sheets are reviewed by the
Adjudication committee, consisting of the Chief of Procurement, the Dircctors
of various Ministry of Health programs, one or two pharmacists, two
physicians, and ad hoc specialists. This committee requires up to fifteen
days to adjudicate all bids for o particular procurement cycle.

The criteria for selecting successful bidders are:

1. Preference for producte produced nationally or in C-ntral America.
<. Lowest price.

3. Oniy bidde-.

4. Botter or accoptable quality,

3. Better nuited for specific needs or institution,
€. Better adapted to the bid specifications.

7. Good clinical and administrat:ve experiaence.

8. Good experience with previous supplies,

9. Better terms of delivery.

10. DlMore convanieat forms of payment,

11. Othars.

After the Adjudication Committea selacts *he successful hiddern they pasn
a resolution racommending that contracts ba nagotiated with theno bidders.
The resclution is dictributed to interestad parties and after 15 daye the
Contracting procoas beqins., Thin process may take batween {ifteen days and
four months to develop thwe contracts, The extreme variability in timag
required to develop thema contract? appears to be related to the manpouar
cupacity of the legal department. The “Corte de Cuantan” must certify each
contract. Product delivery timee range up to tweive rmonthe after the contract
sigring date.
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Inconsistent requirements for handling of shipping documents kave resulted
in significant delays in retrieval or less of pharmaceutical products,
Shipping documents have been sart either to the bank, the Minister of llealth,
the contracting office, or the procurement office. This lack of coordination
results in significant dalays in retrieving shipments from custcms while
trying to locate the necessacy documents,

A requirement of the "Corte de Cucntas™ is tnat aftec shipments are
received and withdrawn from customs they must be taken to the central
warzhouse and each individual unit of the product must te inspected and
counted. If several large thipments arrive at the same time. shipments may
not be eatered into stock for several days to weeks, This situation occurred
carly this year with shipments arriving from AID/VISISA purchases and from
Colombian-financed purchases. In the absence of the recorded receipt of a
pharmaceutical delivery into the stock. these products are rot available for
distribution and uge within the health care system.

There are no systematic procedures tor order tracking. Thers are two
employess in the Procurement Department that are respensible for order
tracking. Presently, this tracking i1s done on an ad hoe tasis when the Jdelay
of an order comes to the attention cf the procurement office, Routine
tracking of ordery would identify potential delays carly :n the procurcment
process and allow for more rapid resolution of problems,

The overall MSPAS procurement cycle can bo shortencd through autcmation
and systematic tracking procedures.

C. Harehouning

The Ministry of Hoalth's central varehouse is 1n 5 deteriorated facility,
It is divided into eight =mall atorage uepors, EFach derot i1a staffed with a
varchoase manager, a recordkeeper. and a stevedors, Thes: individuala follow
varyirg procedures for organiz:ing and opersting taeir Jdepots,  Scme depota had
no logical placement of preducts, no clear identification of product location,
the Kardexes wero not up-to-datae. and discrepancivs werv notaed,

Sevaral large shipmenta of drugw were eithar dateriorated, expived, or
lacking adequate 'abaling, 1lhesy items were taiing up coriderable varehouse
gpace. There was no clear policy for dispoastion of thede jtums,

The £illing of orders beging with a review by the chief of the warehguse
vho avaluates the quantitivi requested and authorizes the quantit.es of diugs
to be distributed, This eviluat.on 12 basad on egi1ating stocks and A4 Myster
Dirtribution Liat, The concept of a master dastribution (ist or system of
allocation of pharraceuticals based on morbidity and putbsr of pationts
treated ia an amportant tcol for managing the distribution cf pharma=-
csuticala, The warehouse's master list, however, i bazed un budyetary
considerations and prior year's consumption erperience, Therafore,
deficrencies and overastorking of drugs sceurs frequently, Gn-3ite visits to
hospitales and health centars revealud defirciencies of ngeded diuga and
sxcessive dllocakionz of amldomly used drugs,
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There has been no train‘:ig of warehoure personuel in scotk management,
inventory control, recordkeeping. and order £illing. Minimuw veworder points
are nct established for each product. Eence, dwindling stocks ave depleted
without any action,

A prevalent practice contributing to tha irratisnal managomont of
pharmaceuticals regarding orderirg of druys is characterized by a comment by a
¥SPAS official, “"thoy ask for tem ipo order to get two when they really need
one." This practice results in inflated requests, and either srockpaling of
grugr in some facilitiess (leading to =xpired grugs) and artificial depletion
at the central warehouse or arhitrary reductions in gquantitaes of drugs
digtributed from tha central warehouse and shortages of drugs at the health
facility level,

Donated drugs pose o problenm to the Ministry of Health for several
reasons. First of all the drugs that are donated are often not used for the
pruvalent diseases er.ountered. Health worksrs are not familiar wish sheir
use characteristics and adverse effects. Secondly, trece profurts are shizped
with relatively sturt shelf lives. They reach their expiration Jates pefore
being distributed. Tha princ:pal outcome of thece rmharacteristics is cthat tha
drugs are not used and thus remain in storage arcas telong up zerh needed
Tpdace. A more subtle ovtcome is that if a non-ezsmtial donated druy 15 uced,
the public health workers will become accustomed to using that Jdrug. Ideally,
all donations should be conrdinated cantrally to me=:mize the benefat of the
donation to be public health neceds.

In conclusion, 2o maintain the optimal effectivencra of plarmaceuticals,
they must be syetematically stored in o seoner that provides oppropripte
environmental (temperature and humidity) comditions arcd allows for easy
retrievabi)ity, Warehouse workera should Se formallr trainen in 2toci
manhgement, recordkeeping, and gpenific reguirwments rtelated to the hardling
af pharmaceutical produrts, A nastey distributiom avutem raged on thevapoulsc
conaideravions should be implemented. Donated drugs chculd be ceatrally
toordinsted and closely interfaced with tho syetem {or theraprut:c allocation
of pharmaceuticals. Togevher. those efforts wiil recult 1n a rore efficiens
and efficrive pharmaceut:cal supply syetom in El Salvador,

D. Distribution Procean

Rational selection of drugs. realistic ewtimates of guantities of drugs
novded, affic.ent procurement, adequate warshousing and accurate ianventory
control ave important components of the pharmaceuticnl logisties chain, but af
tha druga do not reach the patient wno nueds the drug then the rystem has
failed,

In £} Ralvador, there are sevwral levels of dastributicn—Syom he central
warahvuse to the health facility or etorape SejoL. from the storage depot to
the pharmacy, and {rom the phanracy to the parsent., Dietraibution from the
central and 1eqional level to the phatmacy is dependent on transport. lack of
raazportation is & major problem in L) Calvador, ag it is in other developing
countries. Howsvar, the current civil strife further impedes the routine
transport of drugs to vura! hualth facilitjes.
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Access to pharmaceutical orders in urban areas appears to be adequate as a
result of use of routine deliveries or use of health facility personnel in
retrieval of orders, The more remote areas of the country, however, were
experiencing more gporadic sccess to pharmaceutical shipments.

The most fcasible method for improving the distributior of pharmaceuticals
from the central warehouse to tha health facilities needs tc be carefully
analyzed. In some devaloping countries, it has been suggested that private
distribution firms be contracted to distribute Ministry of Health
pharmaceuticais. Pharmaceuticals for the private sector pharmacies seem to
reach remote areas, and certain foods, beverages, and sundries reach outlets
in the most ramote rural areas.

The most sigrnificant link in the pharmaceutical distribution chain is that
of getting the drug dispensed from the pharmacy to tke patient, Tha
dispensing process was observeéd in two unidades de salud and one centro de
salud. In wach case. the chief of the pharmacy was a “echnical secretary with
no formal training in pharmacy. These individuals had to make decisions
regarding which prescriptions and how much to dispense. For example. in
observing several patients' prescriptions being fillad, ugually. onz or two
wera filled completaly, one was not £illed due to lack of the drug, and the
fourth was partially filled. YUnfortun.tely, this decision process was made
without regard to therapeutics, Moat often, antibiotics were the taru-t of
rationing, so that a patient requiring seven to ten days of treatment for an
infection would be given three days worth of an antibiotic and be told to
return in three dayns or purchase more himsnl€., Chara::eristically, as
patients begin to feel better. thesr compliance with treatment diminishes.
This added inconvenience of having to return for addit.onal drug usually
prevents full treatment. For a drug such as an antibiotic where incomplete
treatment can Jead to cevelopmant of rosistant bacteria and sequelae of the
undertroated bacterial infection, this rationing of antibiotica is
counter-productive,

kegarding thy phyaical dispensing of s0lid dosage forinz of
pharmaceuticals, tr:a waa usually done by counting out the druqs in the
dispenner's hands, This practice i3 not hygenic and should ke replaced by
using a counting tray and spatula. Traditionally, U.S. manufacturers provide
pharmacies in the U.5. wath complimentary counting trays and spatulas. It
wonuld be worthwhile to attempt %o secure these items,

The lack of trained pharmacy workevs dispansing pharmaceuticals increasos
the tiak of dispensing errors und impedea the ability of the worker to provide
patients with adequate inatructionn on how Lo take their medication, poszible
drug and dicease interactiona, and other conasiderations fou. effectivy
therapy. Furthermore, there vare deficiencias noted in prescription
labeling. Instructions for uae were incomplets and not securaly affixad to
the medication containars.

The end-point dintribution of pharmaceuticals to the patient is the
distribution point of ultimate significance in A health care system,
Pharmaceuticales must reach the patient and be taken properly for a
pharmaceutical supply aystem to be A succens,
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E. Pharmaceutical Avail-bility

The avaiiahility of pharmaceuticals throughout the system was variable in
terms of types of products and quantity. However, in each of the health
facilities visited in the San Salvador area (two hospitals, one centro de
salud, two unidades de salud) adequate quantities of AID/VISISA drugs were
evident. The central warehouse had received nearly £0% of the AID-financed
products. Of 50 products selected for inspection, 44 (58%) showed movemen®
out of the central ware!iouse to hospitals and regions. Stocks of four
products were totally depleted at the central warehouse. although large stocks
of these products were available at several hospitals.

The VISISA products were in good condition in contrast to the recent
arrival of drugs purchased from Colombia. The Colombian products were of poor
quality, damaged in transit, and lacking adequate labeling., For example, when
vials of penicillin powder were reconstituted, they formed a hard, undissolved
precipitate at the bottom of the vial. a clear vellow liquid abteve it, and a
foamy layer on top. One product did not list any infcrmatioun on the
ingredients or strength. Many bexes arrived damaged.

In terms of time to procure the AID-financed products, the majority of
products (52%) arrived within 120 days of the PIOC date. An additional 22%
arrived within 210 d, and 26% has not arrived as of May 15th. This remaining
26%, however, had a PIOC date of February 22, 1985, thus as of May 15th, was
#till within 90 days of the PIOC.

In contrast, the Ministry of Health's pharmaceutical procurements take up
to seven and a half months to call for bids, adjudicate bids and award
contracts. Then up to twelve montha may pass by before the product is
delivered. The average procurement process takes eighteen mouths. This tima
measurement. does not include the 60-90 days associated with obtaining
estimates of need from hospitals and regione.

Although, the VISISA procurements have proceeded expeditiously, there had
bean delays agsociated with the Ministry's ident:fying the products to be
procured und the quantities. At one point, AID had received several lists of
druys to be procured. The Ministry of Health luadership changed, and thus the
selection process lacked organization. With assistance from the VISISA
project, a Procurement Committec was formed te decide on the list of drugs to
be procured and quantities. In October of 1984 a consensus was reached and a
formal request was presentad to AID. By the end of October 1984 a PINC was
icaued,

With respect to the emergency pharmacentical proucurement in 1983, the PIOC
wags issued November 28, 1983 and shipmentc arrived beginning in March of
1984, Similarly, these procurements averaged 120 dayas from PIOC to arrival in
ccuntry. The products procured weru primarily anesthetics and adjuncts to
anegthesia.

The VISISA products ust 1y entered into the Cantral Warehouse within days

of arvival in country. This is in apitae of tha GOES requirement that each
individva! unit of drug be inspected and counted.
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The types of drugs purchased are generally those necessary to treat the
prevalent morbidities in the MSPAS health system. The adequacy of quantities
of drugs pucrchased is difficult to assess without information on the number of
cases to he treated. There were two examples of the purchase of excessive
quantities of drugs. In one case, 18,000 vials of insulin was purchased,
supposedly in response to an extreme shortage of insulin., However, the actual
demand for insulin has not been sufficient to move the product quickly enough
to beat the expiration date. Whea this fact was brought to the attention of
the Ministry they did mobilize to -iistribute the insulin. In the second case,
180,000 vials of streptomycin were purchased. It entered the Central
Warehouse in March 1985 and has had no movement whatsoever. The demand for
this product is limited to treatment of tuberculosis at the TB Hospital and
additionally is now counsidered second-line treatment. These examples sarve to
underscore the need for an accurate assessment of actual demand for
pharmaceuticals.

Pharmaceutical availability is deperdent upon supply as well as demand.
Demand is a function of number of patients and the prescribing practices of
the health provider. An in-depth analysis of prescribing practices was not
feasible during this evaluation:; however, from limited observations, a
considerable amount of overprescribing is common. This is evident by the
three to four prescriptions generatec with each patient/health provider
encounter. Patients treated for common cold symptoms were being prescribed an
antibiotic {questionable efficacy and partially filied), an expectorant
(questionable efficacy), a decongestant (symptomatic treatment), and an
analgesic (symptomatic treatment). Patients with diarrhea are routinely
prescribed oral rechydration salts (only 1-2 packets), an analgesic
(symptomatic treatment), kaolin and pectin with or without an antibiotic
(ineffective),

These examplec of prescribing, if constant throughout the cystem. describe
a situation that will be agqravated by increased availability of drugs.
However, this is a complicated situation with underutilization of potentially
curative or sustaining drugs, overutilization evident by multiple, uymptomatic
treatment, and inappropriate utilization characterized by giving drugs when
none are needed. giving the wrong drug, and wrcng combinations of drugs. In
simple terms there should he "more of Jess"--sufficient quantities of
essential drugs--and continuous training of prescribers in rational drug
therapy.
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v.

SUMMARY LIST OF RECOMMENDATIONS

The foliowing is a summarized lizt of recommendations by major topic. A

detailed discussion of recommendations is presented in the next section.

Druy Selec+ion

Create a Pharmacy and Therapeutics Unit within the Ministry of Health and
grant this Unit sufficient status and power to act on all
pharmaceutical/therapeutics issues.

Revize the Cuadro Basico using Delphi results, #HO Essential Drug Lisc
suggestions, and specialists' recomnendations., and officialize this
updated edition for 1945-84.

Assign level-of-use 1indicators for each pharmaceutical preduct contained
within the updated Cuadro Basico.

Prioritize pharmaceutical products in terms of their relativs therapeoutic
importance to the country.

Davelop and disseminate therapeutic prescribing information for all drugs
available through tke public health system.

Purchase referunce bocks and relevant periodicals on clinical pharmacology
and theicpeutics for the Ministry of Health's Phariwacy and Therapeutics
Unit.

Procuremert

Use the most up-to-~date formulary of essential drugs availiable to select
drugn for procurement

Implement an autonated systom to determine the cuantit:es cf drugs to be
procured based on morbidities of tir population served, quantaitien
required for each anticipated treatmens course. and the eatimated nunbor
of patients vaquiring treatment,

Develop a procedure fur measuring unsatisfied domand.

Enforce congistently and uniformiy provisions reqarding contract
compliznce.

Davalop systeaatic order tracking proceduras.

Develop a sampling procadure to inspect shipments cucuivad,

Warehouning

Develop a systematic plan for placement of pharmaceutical products in the
ceantral and cregional warehcunec,
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VI.

Develop policy for disposal of deteriorated or expired drugs.

Develop an inventory control system that is easily updated daily.

Base the "Master Distribution List"” on factors such as type of facility,
types of merbidities treated, number of patients treated, and numbers of

prescriptions.

Develop a list of pharmaceuticals acceptable for substitution when drugs
of choice are out of stock or backordered.

Develop & drug product lccator system to identify and redirect stockpiled
items or drugs wiich are approaching their expiration date.

Distribution/Dispensing

Develop and conduct training programs for individuals in charge of
warenouses. storage depots and pharmacies.

Develep therapeutic guidelines on minimum and mayimua quantities to be
dispensed.

Develop ordering policies for warehouses and depots requiring strict
adherence to actual quantitias needed of nharmaceuticals.

Establish hygienic dispensing policies 2nd secure counting trays.
Develop a mechaniesm for atfixing prescription labels mere cecurely.
Investigate feasibility of contracting for distributica of pharmaceuticals

to private ccmmodity distribution companies.

Pharmaceutical Availability

Develop procedures to collect and analyze data on pharmaceutical
prescribing/use characteristics and morbidity patterns.

Develop educational campaigns directed to patients and prescribers and
geared toward modifying inappropriate prescribing/use patterns.

Centralize and coordinate the receipt of pharmaceutical cdonations at the
MSPAS Pharmacy and Therapeutics Unit level.

DESCRIPTION OF RECOMMENDATIONS

A. Drug Selection

Recommendation #1: Create a Pharmacy and Therapeutics Unit within the

Ministry of Health and grant this committee zufficient status and power to act
on all pharmaceutical/therapeutics issues.
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Cendition/Problem: Thne Ministry of Health has not demonstrated a sufficient
level of commitment to rationalizing the usa of pharmaceuticals within the
public health program.

Observation: The proper management of pharmaceutical supplies demands
procedures and safequards to ascure rational use. Specifically, there should
exist technical/therapeutic involvement in every aspect of
management--beginning with the selection of drugs that will treat the
prevalent morbidities, including the determination of quantities realistically
needed to treat the prevalent mocbidities, and ending with the development and
monitoring of treatment norms and compliance. Likewise, appropriate "level of
use” and priority designations need to be identified for each pharmaceutical
prtoduct. At present these activities have not been clearly made the
responsibility of any single unit with sufficient expertise to carry them out.

Action Recommendation: Create a Pharmacy and Therapeutics Unit within the
Ministry of Health responsibie for the development of an essential drug list,
determination of quantities to be purchased, designation of level of use
indicators, development of treatment norms, performance of ongoing research on
drug utilization, and development and dissemination of unbiased prescribing
information. This unit should be vested with sufficient status and power to
act to allow it to function as the principal authority on pharmaceutical
igsues. This Unit should be headed by a well-respected physician, specially
trained in clinical pharmacology and with experience in the public health
system.

Anticipated Benefit: The management of pharmaceutical supplies will be
approached rationally. The drugs selected and quantities purchased will be
more in line with reality. Warehousing and distribution procedures will be
more efficient and work in concert with the objectives of appropriate drug
therapy.

Recomimendation #2: Revise the Cuadro Basico using Delphi results, WHO
Essential Drug List suggestions, and specialists' recommendations, and
officialize this updated edition for 1985-86.

Condition/Problem: The list of essential drugs or Cuadro Basico being used by
the MSPAS for procurement, warehousing and distribution decisions is a 1978
edition. This list includes ovaor 800 products. Therefore it is neither
current, nor a list of essential drugs. A revision of the Cuadro Basico was
performed in 1984 but has not been sufficiently refined and officialized.

Observation: The 1984 revision of the Cuadro Bisico has reduced the number of
products by over 30%. This Cuadro Bisico has alsr been reviewed by
specialists. The Delphi process that is currently being performed will
provide in-the-field opinions on the use and importance of pharmaceutical
products. While this procedure should not be used as the sole basis for
identifyiny the national list of essential drugs, it is a politically astute
method for obtaining input from the field.
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Action Recommendation: A final version of the 1984 Cuadro Basico must be
developed and supported by the MSPAS. The National Cuadro Biasico must be
approved by a high level Formulary Committee comprised of representatives from
the MSPAS, pharmacy and medical associations, health region directors, and ad
hoc specialists.

This hxgh—level Cuadro Basico Committee should coordinate the revision of the
Cuadro Basico, critically evaluate the recommendations from the medical
specialists' associations, compare the products receiving a ranking of two or
greater from the Delphi process with the 1934 Cuadro Basico, the WHO Essential
Drug List, and prevalent morbidities. The resultant Cuadro BAsico snnuld
receive official MSPAS endorsement and, if necessary, laws or regulations
should be promulgated.

Anticipated Benefit: A current, rationally developed list of essential drugs
will be standardized for use at all points of the pharmaceutical logistics
system. Health workers and medical specialists, will be more accepting of a
Cuadro Basico developed with their extensive involvement. Official
endorsement and mandate for use of the Cuadro Basico will demonstrate the
irportance of an essential drug program.

Recommendation {#f3: Assign level of use indicators for each phaimaceutical
product contained within the updated Cuadro Basico.

Condition/Problem: Pharmaceutical products are not currently controlled for
distribution because of the degree of training necessary to use these products
safely.

Observation: Because of the nature of the diseases they treat, the
therapcutic/toxicity ratio, and the need for extensive diagnestic and
monitoring facilities, certain pharmaceuticals should not be stocked at
facilities staffed by health workers wiih limited training. Each health
facility level should be assigned a list of drugs appropriate to its
activities, based on health worker training, diagnostic and monitoring
capabilities, and type of morbidity treated,.

Action Recommendations: Determine which preoducts should be used at each
facility type. Compare with data obtained through the Delphi questionnaire.
Assign a level-of-use indicator for each product and mandate adherence to
level of use policy.

Anticipated Benefit: As drugs are distributed to health facilities based on
their ability to administer and monitor them, risks of therapeutic failure and
therapy-induced problems will be minimized. Health facility workers at the
lower levels will be more familiar with the products that are available to
them and hence use them more effectively.

Recommendation #4: Prioritize pharmaceutical products in terms of their
relative therapeutic importance to the country.

Condition/Problem: When financial resources are limited or the Ministry of
Health is asked to furnish a list of priority drugs (as for the AID-financed
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pharmaceutical procurement) there is no pre-established list of priority
products.

Observation: The absence of a prioritized list of pharmaceutical products
leads to arbitrary decisions as to which items to procure and in what
guantities.

Action Recommendation: Prioritize the Cuadro Bisico in tarms of first
priority--drugs needed to treat morbidities prevalent at primary nealth care
levels; second priority——drugs needed to treat morbidities yrevalent at
seccendary and tertiary health care levels; third priority-—-drugs needed to
treat specialized conditions; and fourth pricrity--drugs of high cost or
limited therapeutic value indicated only for symptomatic relief.

Anticipated Benefit: When limited resources are availakle, pharmaceutical
products of greatest need can be targeted for priority orocurement. This
rationalization of resources through prioritization will allow for procurement
of high priority pharmaceutical products with greatest utility at the primary
health care level. Likewise, limited resources will not be wasted on
non-easential items,

Recommmendation #5: Develop and disseminate therapeutic prescribing
information for all drugs availaile through the public health system.

Condition/Problem: Health workers in the field do not have access to currenat,
complete and unbiased prescribing information.

Ohservation: Frequently, pharmaceutical products are prescribed and used
inappropriately. Although there are many factors affecting the rationality of
drug use, an important factor is the inaccessibility of current prescribing
information to the prescriber. O0f particular importance is information on
appropriate indications for use, dosages, contraindications, precautions,
adverse effects, and duration of treatment, etc. Fach health facility worker
responsible for prescribing and dispensing of pharmaceuticals mus: have access
to easy-to-read, current, unbiased prescribing information.

Action Recommendation: Develop prescribing information for each product in
the Cuadro Basico. This information should be presented in a tabular,
easy-to-read format (see Figures 5 and 6). It should be printed and bound in
an easy-to-carry reterence booklet and distributed to every health facility
worker. Separate booklets for each health €acility leval can be produced with
information pertinent to the drugs available for euch level.

Anticipated Benefit: Increased zccess to current, complete arnd unbiased drug
informarion will result in improved drug selection, prescribing, dispensing,
and utilization.

i

Recommendation #6: Purchase reference books and relavant peciodicals on
clinical pharmacology and therapeutics for the Ministry of Health's hacmacy
and Therapeutics Unit,
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Condition/Problem: Personnel within the Ministry of Health lacked access to
current pharmaceutical reference materials and journals to assist in
decision-making regarding pharmaceutical products and for developing
prescribing inforication.

Opservation: The task of making rational dacisions ragarding use and
importance of drugs becomes extremely difficult without access to current
pharmaceutical information. Relevant journals will provide the most cucrent
information regarding drugs while refarence books will provide a pharmacologic
foundation for decision-making.

Acticn Recommendation: Purchase referenca books and ralevant periodicals for
the Ministry of Healtn.

Anticipated Benefit: Improved decigion-making regarding pharmaceuticals.

B. Procurement

Recommendation #1: Use the most up-to-data formulary of essential drugs
available to select drugs for precurement.

Condition/Problem: Procurement decisions last year were based on the 1978
edition of the "Cuadra Bdsico". This “Cuadro Bisico" includes over 800
pharmaceutical products.

Observation: A current formulary of essantial drugs shcould be the basis for
procurement decisiocs. USrugs ant included on tha essantial drug formulary
should not be a compoment of the standard procurement package. Similarly, the
formulary of escential drugs must identify each drug's priority based on
importance of the product to the health system. Hence, when limited funds are
available, tha essential drugs of most imnoctance can be procured.

Action Recommendation: Base procurement decisions on the most current
formulary of essential drugs, selecting top priority pharmaceuticale first,

Anticipated Benefits: Procurement afforts will be focused on high priority,
essential drugs.

Recommendation #2: Implement an automated system to deternine tha
guantities of drugs to ba procured based on morbidities of the population
served, quantities required for each anticipated treatment course and the
estimated number of patiunts requiring treatmant.

Condition/Problem: Quantities of drugs to be procured is not based sn
therapeutic considerations of drug requirements.

Observation: <Currently, estimates of drug needs are developed based on
consolidation of information from the health facilities on movement of drugs
during the previous year. Frequently, these estimates are substantial over-
or underestimates of true need. Data is available on morbidity frequencies
(of the most pravalent Jdiseases) and number of patients treated. Treatment
norms can be developed and used to identify quortities of drugs required to
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treat the most prevalent morbidities. Combining this information together and
applying an automated approach can provide . more therapeutic focus to
estimating quantities to be procured.

Action Recommendation: Utilize an autumated system to calculate quantities of
drugs required to treat prevalent morbidities in the population served, basaed
on dverage quantities per case treated., number of patients requiring treatment
and the corresponding cost.

Anticipated Benefits: Quantities of drugs to be procured will be more in
concert with the incidence of diseases in the population served.
Additionally, the procurement department will no longer need to spend several
weeks to consolidate drug needs rfrom the health facilities and estimate the
corresponding costs.

Recommendation #3: Develop a procedure for measuring unsatisfied demand for
pharmaceuticals,

Condition/Problem: There is no mechanism for measuring the extent of unmet
demand for pharmaceuticals.

Observation: The objective of the public health system is to treat prevalent
diseases. The extent of this inability to do so shculd be known by health
officials in order to better plan for procurement and to respond to agencies
willing to donate pharmaceuticals.

Action Recommendation: Develop a procedure for the collection of informatien
on unsatisfied demand. For example, a carbon copy of a prescription not
filled can be collected or a ledger can be kept by drug indicating the
quantity of drug not dispensed. Analyze this information to identify priority
drugs not available for use.

Anticipated Benefits: Decisions on quantitier of drugs to be procured can be
made taking into consideration unsatisfie' demand for pharmaceuticals.

Recommendation #4: Enforce consistently and uniformly provisicns regarding
contract compliance.

Condition/Problem: Evidence of pharmaceutical vendor non-compliance with
respect to drug quality was observed.

Observation: Adequate provisions exist to protect tn2 Government of El
Salvador in situations of non-compliance by suppliers. In spite nf these
pProvisions, it was evident at the Central Warehouse that deleriorated procucts
had been supplied by vendors and no action had been taken by the Government,

Action Recommendation: Enforce contractual provisions regarding supplier
performance in terms of product quality. packaging and shipment.

Anticipated Benefits: Reduced wastage of limited financial resources for
pharmaceuticals. Replacement of products of inadequate guality or financial
remunaration. Detarrent offect on subsequent procurement from suppliers.
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Recommendation {/6: Develop systematic order tracking procedures.

Condition/Problem: The procurement departwment doss not systematically track
orders.

Observation: Although two individuals are assigned to track orders, they
perform this function on a problem-specific basis. There i3 no systematic
process to track all orders, identify those that are delayed, and resolve the
problem,

Action Recommendation: Develop a system (manual or automated) to
systematically track all orders and a procedure to resolve delays.

Anticipated Benefits: More expeditious deliveries of needed pharmaceatical
products. Eariier warnings of potantial delays.

Recommendation #6: Develop a sampling procedure to ingpect shipments
received.

Condition/Problem: Whenever a shipment of pharmaceuticals is received. the
Central Warehouse has its employees count and inzpect each individual package
unit,

Observation: This inspection process takes many days to complete,
particularly with large or multiple shipments, thus delaying the availability
of needed pharmaceuticals. A sampling of shipments for inspection would
provide sufficient indication of the quantity and integrity of the shipment
more efficiently.

Action Recommendation: Establish inspection procedures that incorporate a
statistically valid sampling process to verify the quantity and integrity of
products received.

Anticipated Benefits: More efficien: introduction of phacmaceutical products
into the Central Warehouse stock.

C. Warehousing

Recommendation ##1: Develop an organized, logical plan for placemont of
pharmaceutical products in the central and regional warehouses.

Condition/Problem: Placement of pharmaceuticals within ths centra) warehouzo
does not follow a logizal order. The location of each drug is not
well-identified. Generic products with different trade names arc not placed
together,

Observation: Each storage depot in the central warchouse in organized
differently. Some wore logically organized while othars had no discernible
order. Although the experienced depot managers are oxtremely familiar with
their own depots, other depot staff are often not faniliar with the
organization of the depot. Generic products with di’ferent trade names were
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not groupad togethar. For exampla, generic acaetaminophen and Tylenol were
placed in separate arecas of the depot.

Action Recommendation: Davelop standardized warehouse procedures for all
workers to follow. All depots within the central warshouse should be
logically organized. Generic products shouid be kept together regardless of
trade name. The location of each product should be wall-identified with a
sign that indicates the generic name and code of the drug.

Anticipated Bonefit: The productivity of empioy2es will be enhanced by the
stondardization of procedures for all depsts within the central warchouse.

The organized placement of products in each depot and the clear identification
of each product will facilitate their retrieval and inventory control.

Resemmendation H2: Develop policy for disposal of deteriorated or expired
druga.

Problem/Condition: The central warehcuse., as well as storage depots at the
regional and lccal levels are cluttered with deteriorated and expired drugu,

Observation: Because of a lack of a clear policy for the disposal of
deteriorated or expired drugs, these prcducts remain in the storage depots for
unlimited periods of time. The government audit agency complicates the
disposal cof these products because of their strict requitements regarding the
accounting of commodities. Therefor2, much needed space 13 wastad by being
occupied with unusable pharmaceuticals.

Action Recommendation: Assign responsibility for the dizposal of detnriorated
or expired productz to the Central Warehouse manager. Develop efficient
procecdures for the identificaticn, accounting, and disporal of thene producta
at all healrh facility levels.

Anticipated Benofit: Inmproved space managemant.

Rocommandation #3: Develop an inventory control syatem that i eaaily
updated daily.

Problem/Condition: At ali health facility levels, the Kardex or inventory
control system is not maintained routinely,

Obzarvation: Movewunt of pharmaceuticale into and out ol each atorage Jdepot
and pharmacy 13 kapt track of on a loose shaet of paper. by aqggrecating
prezcriptions dispenmed and by counting quantities of drugs {rem
shipping/delivery raceipts, This information i1a then tran:ferred to a kacdex
vhen time parmi:ts, Thecefore, the xardexes are not curcrent.

Action Recormendation: A sysiem or procedure for maintaining the kardex or
other inveantory control method must he develeped., Thiz ayatem must be sasy Lo
maintain and ‘ept current, Duplication of effort should he mymmizad, If a
computerizad system 13 employed at the zentral and/or regional warehouses, it
is important that correct, up-to-date information be input i1nto the syctom,
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Anticipated Benefits: <The up-to-date knowledge of actual stock levele
will facilitate ordering and management of stock.

Recommendation #4: Base the "Mastar Distribution List“ on factors such
as type of facility, types of morbidities treated. number of patients
treated. and numbers of prescriptions.

Problem/Condition: A master distribution list is daveloped each year
identifying the maximum annual quantities allotted %o each health
facility. Thia list is frequently inconsistent with actual needs. For
example, the maternity hoapital was allotted a large quantity of an
antitubercular drug, while being allotted a small quanti_.y of &
frequently used antitiotic used for postpartum infections.

Action Recommendation: Develop tha master distribution list on a
technical basis by calculating rumber of patients ic ve treated, type of
€acility, tyoas of morbidities treated, norms of trnatment, etcs.

MAnticipated Benefits: The types and quartitias of drugs ailocated to
each healtn facility will be more conzistent with requirements.

Racommandation #5: Asaign a pharmacist to analyze and modify drug
orders,

Problem/Condition: When stocks of pharmaceuticals are depleted,
arbitrary recuctions are mide in the quantities of drugs shipped to
health facilities.

Obaervation: Decis:ona to reduce the quantitios of druge shippad to
thene racilitien often resuit in a lack of critical druga availabla for
treatment of imiortant illnesass. Additionally, when unneedad drugs are
shipped to these faciiitiez the products doteriorats over time and arc
ultimately unused. The 1ndividuai charged vith the reaponaibility for
making shifaent deciciora is rormully untrained in eithar pharmacy or
nedicine,

Action Reccnmeandation: Assiqn a pharmacist or a person with medical
training to review drug shipment raqueats. Thig asgigmnent should at
leaue be made at the central and regional waretouse jovels. Ideally,
drugs didpenzed st the hosnital and primary health care levels should
2120 be under the suparvimion of trained perzonncl,

Anticipated Beapefiv: [ovisione regarding dastribution of drugs will be
prediczted on more rational critecsa. Availability of needed ¢rugs wiil
be improved,

Kocoramendation MU: Develop a drug product locator system to identify
&nd relocate atockpiied items or drugs which are approaching theirc
expiration date.
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Problem/Condition: Shortages of a particular pharmaceutical may be
experienced at one d.pot/pharmacy while another depot/pharmacy has
excesgive quantities of that pharmaceutical. Conversely, an excessive
amount of a drug, that is apprcaching its oxpiration data, mdy exist at
the central wareiiouse or some other depot/pharmacy and be completely
wasted dua to detarioration.

Obgervatiun: Pharmaceutical orders may not be filled due to depletion of
stock at the central or regicnal warehouse lavel, while the
pharmaceutical may be ctockpiled at a local depot of pharmacy. Certair
health facilities significantly ovar-ocder products to guard against
future unavailability resulting in the over-supply of products at certain
pharmacies or depots and the potential for loss due to expiraticon of

these products,

Action Recommendation: Develop a "Critical Drug Locatcr System” which
trackas the inventorics of certain critical products at each warehouse,
depat or pharmacy. Cxpiration dates of lots snipped must be monitored by
geographic location and health facility. When a product has been
identified as being ovarstocked or reachiny its expiration date, then
efforts should be made to re-distribute the pharmaceutical to locations
able to utilize the product.

Anticipated Penefit: Improved utilization of pharmaceutical prod.cts and
loss wastaga,

D. Distribution/Disnensing Procoga

Recommendation #i: Daveiop and conduct training programs fcr

.........

individuals in charge of warehouses, depots and pharmacies,

Condition/Problem:  Inappropriate dispanaing and pharmaceutical stock
minagement decisions are being made by untrained warehouse, depot and
pharmacy workecs,

Observation: Althcugh pharmaceuticals are commodities and as such have
similar requirerents as othor commodities in terms of stock managemenc,
their unigua pharmacologic charscteriutics require cpecific technical
knowledge to appropriateiy prescribe, d:spense, and store them. For
oxunmple, certain antibiotics 1f caken impropeciy will not onlv fa.l to
nur? the infaection but wiil allovw for dangerous antibiotic resigtance to
develop. Othar drugs should not be tsken concurrently or by patserts
with certain diananes, Some drugs if stored impropurly can lose the.r
potuncy or form toxic chemicals, Many factoss need to ba connidared in
the handling of uvharmaceutical products.

Action Recommendation: Apsign qualified personnal *o manage warelouses,
depota. and pharracies, Conaider asmigning nevly graduated pharmacy
etudonts to a year of social sarvice, Daveinp & training program foc
wvarehouse, depot. and pharmacy managers.

Anticipated Nenefita: More rational hantling of pharmaceutical
products. Detter effizacy, less toxticity, less wasta,
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Recommendation #2: Develop therapeutic guidelines on minimuwn and
maximum quantities to be dispersed.

Condition/Problem: Warehouse, depot, and pharmacy personnel, with no
medical or pharmacologic training, make decisions regarding the maximum
quantities of pharmaceuticals to be distributed.

Observation: This practice often leads to insufficient quantities of
curative drugs being dispensed. Many times this practice coincides with
the hoarding of these curative drugs. Lack of pharmaceutical knowiedge
cortributes to the arLitrary decisions that are made regarding the

distribution of drugs.

Action Recommended: Tlevelop policies that outline quidelines for the
distributio.s of appropriate quantities of pharmaceuticals.

Anticipated Benefits: More effective treatment of illnesses. Laste
wadte of pharmaceuticals,

Recoinmendation {/13: Develop policies requizing strict adherence to
"actual quantities needed" when ordering pharmaceuticals from the
warehcuzes and depots.

Condition/Problem: Pharmaceuticals are frequently over-ordered to
compensate tor reductions in quantities actually sent.

Action ikecommendat.on: Davelop clear guidelines for the ordering of
éppropriate quantitica reflecting actual needs.

Anticipated Benefits: More rational distribution of pharmareuticals to
meat actuai nevds,

Rarommendation #4: Establish hygienic dispensing poiicies and secure
counting trays,

Condit.on/Problem: Solid dosage forms of pharmaceuricalx is often done
by counting out tho drugs in the dicpenser'z hands, an unhygienic
practice which should be discouraged.

Action Recommendiation: Obtain counting trays through either purchase or
donation for each health facility phuarmacy.

Anticinated Banefits: Reduced opportunity for contamination of
pharmacautzca) producta,

Rocommandation #5: Develop a maechanism for affixing prescription
labeln more gsecurely to medications digpensed.

Conditicn/Problem: Prescripticn labels are not securely attached to
prescription containers, thus instructions for use are easily lost,
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Obgervation: Patient compliance to drug treatment regimens is hindered by unclear
or missing instructions.

Action Recommendation: Develop pre-printed prescription labels that can be
securely attaclied to prescription containers.

Anticipated Benefits: Better compliance with therapy and thus increased efficacy
of therapy.

Recommendation #6: Investigate feasibility of transferring
responsibility (partially or totally) for distribution cf charmaceuticals
€0 private commodity distribution companies.

Condition/Problem: Distribution of pharmaceuticals ir. E1 Salvador is
hampered by lack of transport vehicles, personnel problems, budgetary
constraints, maintenance problems, and difficulty in obtaining spare
parts. Thus, pirarmaceuticals are sporadically distributed to more remote
areas of the country.

Observation: In several developing countries, the possibility of
transferring pharmaceutical distribution activities to the private sector
is being explored. It has been observed that pharmaceuticals for private
sector pharmacies, and certain foods, beverages (soft drinks, beer), and
sundries reach retail outlets in the most remote rural areas. Since
these activities have business/financial ramifications for trese firms,
they must be conducted efficiently, reliably, and securely,

Action Recommendation: Conduct a feasibility acsessment of the transfey
of partial or total responsibility for distribution of pharmaceuticals to
private commodity distribution ccmpanies. Identify potential
distributors. Obtain estimates of costs to distribute and insure
pharmaceuticals. Compare with cucrent transpoctation costs and rescurces.

Anticipated Benefits: If tae distribution of pharmaceuticals could be
performed more reliably and efficiently, with safequards (insurance) ac a
cost competitive with current MSPAS distrcibution cost, then needed
pharmaceuticals may become more consistently accessible to all health
facilities. Additionally, this partnership between the government and
the private gsector is a progressive step tcward making a more socially
and aconomically peneficial health care program,

E.  Pharmaceutical Availability

Recommendation #1: Develop procedures to collect and analyze data on
pharmaceutical prescribing/uce characteristics and morbidity patterns.

Problam/Condition: Curcently, there is no methodology baing employed to
collect und analyze data regarding pharmaceutical preacribing/usae
characteristics and morbidity patterns,
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Observation: In order to complete the circle on rationalizing the
rharmaceutical supply system, actual prescribing/use characteristics must
be knowr., and evaluated and feedbaclt must occur to both pharmaceutical
supply managers and prescribers. The information obtained from this
analysis can be used to better eostimate types and quantities of drugs
required and to identify conditicns contributing to inappropriate
utilization of drugs.

Action Recommendation: Develop simplified procedures for collecting
pharmaceutical use and morbidity data. For example, for pharmacsutical
information, a copy of each prescription can be collected and forwarded
to a central point for data consolidation, or create a patient profile
for each patient that is forwarded monthly for consolidation, or collect
gross statistics on drug usage by facility.

For morbidity data, rubber stamps can be developed with diagnosis
codes of the most frequently occurring morbidities and used to record
diagnoses on the daily register of diseases. Other procedures may be
more practical and need to be investigated.

Additicnally. a methodology must be developed to analyze the
pharmaceutical use and morbidity data and utilize the results to make
pharmaceutical supply and prescribing decisions.

Anticipated Benefit: Decisions regarding pharmaceutical supply and
prescribing will be predicated on more realistic information cn needs for
pharmaceuticals. Inappropriate use of pharmaceuticals can also be
identified and modified.

Recommendation #2: Develop educational campaigns directed to patients
and prescribers and geared toward modifying inappropriate prescribing/use
patterns,

Condition/Problem: Considerable inappropciate use of pharmaceuticals
(overuse, und2ruse, contraindicated combinations of drugs, disease
contraindications) is occurring in the Salvadoran public health system.

Obsnrvation: Inappropriate use of pharmaceuticals has multiple
ramifications, Use of unneeded pharmaceuticals depletes already scarce
regources, causes drug-induced illnesses requiring additicnal drugs and
other treatment, and is costly financially and in terms of human
resources. Inappropriate prescribing/use of pharmaceuticals can be
modif:ed through educational efforts directed at prescribers and patients,

Action Recommendationr: Develop educational campaigns utilitizing
posters, radio announcements, and newspaper articles directed toward
patients: and geminars, printed material, prescribing pattern
information, etc. for prescribers.

Anticipated Benefita: Modification of patient demands for
pharmaceuticals and improved compliance. Morve appropriate preacribing by
prescribers, The ultimate beaefit will be safor and more officient and
elfactive pharmaceutical prescribing/use.
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Recommendation {f3: Centralize and coordinate the receint of
pharmaceutical donations at the MSPAS Pharmzcy and Therapeutics Unit
lavel.

Condition/Protlem: There has not been sufficient coordination of donated
pharmaceuticals within the MSPAS.

Observation: Donated drugs present problems to the MSPAS for several
reasons. They are not iuaicated for the prevalent diseases. Health
workers arz not familiar with cheir use characteristics and adverse
effects. Donated drugs have relatively short shelf lives. Additiorally,
health workars become accustomed te using the donated drug ard if it is A
non-essent:al product, they will want to continue to use it. If the
pnarmaceuticals are truly needed., essential items, then MSPAS resources
can be redirected tc cover otheyr pharmaceutical neecs.

Action Recommendatior: Establish a committae to evaluate pgossible
donations of drugs in terms of being on the essential drug list, utility
for prevalent diseases, safety, familiarity with product characteristics
by health workers. adequate shelf-life, arnd resationship to other
products supplied by MSPAS. Coordinate all MSPAL donations and, if
possible, donations to all providers of health carc in the country.

Anticipated Benefit: Improved utilization of MSPAS anc donated
pharmaceuticals through courdination. Less waste dum to infrequent use
Oof drugs with short shelf-life or health workars lacl: of knowledge of the
drug. Elimination of the potential for health workers becominyg
accustcmed to using non-essential drugs.
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TABLE 1

SUMMARY OF METHODOLOGILES

Analy:ls
cn-Site of Pilot
Interviews Inspections _ Documents Delphi Survey
X X X X X
X b4 X
X X X X
X X
X X X
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TABLE 2
REASONS FCR DELETIONS

A - absorption not reliable

B - mixture dsteriorates rapidly

C -~ dosage form not essential

D - strength nok essential

E - toxicity vs. benefit ratio too high
F - ineffective or of dubious efficacy
G - not drug of choice

H - irrational combination of drugs
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TABLE 3

Recamendations for Deletions
from the 1984 Cuadro Basico

No. Code Drug Name
1l A Ac Acetil salicilico
2 B Ac Acetil salicilico
3 C Paracetamol
4 E Derivados de Pirazolona
+ espasmolitico
5 G Oxiquiracina metan -
sulfonato de magnesio
6 D Hidrocortiscna Succinato
Sodico
7 D Prednisolona
8 G Dexametazona
9 G Betametazona (acetato)
19 E - Difenoxilato
11 G Metoxiflurano
12 D Tiopental sodico
13 D Tiopental sodicec
14 D Bromuro Pancuronium
15 D Lidocaina
16 G Clorfeniramina maleato
17 F Combinacion antihistaminica
y descongestivo nasal
18 G Sulfato sodio
19 E Anfetamina
20 D Lomistine
2 D Furazolidona
22 D Metronidazole
23 C Sulfisoxazole
24 D Estreptomicina
25 D Ampicilina
26 G Cloxacilina
27 o Cefaclor
.28 D Amikacina
29 D Cloranfenicol
30 C Tetraciclina (Doxiciclina)
3l G Espiromicina
32 C Mandelato Metenamina
33 C Mebendazole
4 G Piperazina
35 G Piperazina
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Dosage Form and Strength

Supositorios 5@mg
Jarabe 15€mg/ml
Supositorios 108mg

Tab 0.58g

Amp 2g/ Sml

Frasco Amp 588mg/ml
Tab 20mg :

Tab 08.5mg

Vial 406mg/18ml

Liquido

Frasco 125 cc

Polvo para uso EV 18g
Frasco vial 5g

1 mg/ml

5% frasco amp.

Amp. 1fmg/ml

Jarabe oral
Polvo 5 y 1lg sobres
Amp de 18cc

Capsulas 106mg
Tab 58mg

Tab 250mg
Susp-

Amp 5g

Tab o Cap 250mg
Frasco Amp polvo 508mg
Oral cap 500mg

PFrasco vial S@mg/cc
Cap 500mg

Amp vial 100mg

Tab 508mg

Susp #.50g/5cc
Susp 100mg

Tab 50¢mg
Jarabe 500mg/5cc



TABLE 3, continued

Reconmendations for Deletions
from the 1984 Cuadro Basico

No. Codge , Drug Name

36 C Clorpromazina

37 c Clorpromazina

38 C Haloperidol

39 C Biperiden

40 D Fenobarbital

41 E,F,G Belladona, Ergotamina y
Fenobarbital

42 C,G Dehidroergotamina

43 C Alcaloides Dehidrogenados del
Cornezuelo

44 F Metocarbamol

45 C Orfenadrina

46 C Thioridacina

47 G Corticoesteroide {(Fluorinado)

48 G Corticoesteroide (Fluorinado)

49 G Corticoesteroide (Fluorinadoe)

50 G Cortionesteroide (Butirato)

51 c Podofilina

52 G Dinitrato de Isosorbide

53 C Propranolol

54 D Verapamil

55 A Isoproterenol

56 G Reserpine

57 G Metaraminol (Bitartrato)

58 G Efedrina Sulf

59 F Papaverina

60 F Papaverina

61 G Pipiridamole

62 G Pipiridamole

63 E Metoclopramida

64 E Difenidol

65 E Difenid»l

66 E Difenoxilato

67 E Sulfato Sodico

68 E Senosidos

69 F Kaclin/Pectina
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Dosaqge Form and Strength

Jarzbe 25mg/Sml
Gotas 4%

Gotas 2mg/ml
Amp S5mg/ml

Tab 20mg

(Grageas
Sol Gotas 2mg

Cntas 1.5mg
Grageas 40€0mg

Amp 60mg/2cc

Sol concentrado 3Amg/ml

Crema 0.01%
Locicn 0.081%
Unguento
Crema
Pomada 25%

Sublingual Smg
Tab 16mg

Tab 40¢mg
Tab 20mg

Amp 1mg/lml

Frasco vial 1% lOcc
Elixir

Cap 150ing
Iny. 36mg/ml vial l@cc

Grageas 75mg
Iny. 10mg/2cc

Jarabe 5mg/5cc
Tab 25mg

Amp 20mg/ml 2cc
Liquido

Sol 15 a 45g (adultos)
Tab 7.5mg

Suspension
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TABLE 3, continued

Recommendations for Deletions
from tbe 1984 Cuadro Basico

No. Code Drug Name

70 P Enzymas Digestivoes con
Ac. Biliarios, Pancreatina
y Amilasa

n ;| Teofilina, Efedrina, Fenobarbital

72 B Teofilina, Efedrina, Fenobarbital

73 F Cicloheximetil Amonio

74 F Cicloheximetil Amonio

75 F Cicloheximetil Amonio

76 G Efedrina

Ya G Efedrina

78 G Efedrina

79 E Sal Ferrosa

80 E,G Cloranfenicol con esteriode

81 E,G Cloranfenicol con esteriode

82 E Sulfacetamida con
Corticoesteroides

83 E Sulfacetamida con
Corticoesternides

84 D Tiroicdes desecado

85 D Noretisterona -
Medroxiprogesterona

86 C Yodo

87 C Gluconato calcio 10%

88 D Acido ascorbico

89 D Retinal

90 D Retinol

91 C Ac. nicotinico

92 F Sul famidados

93 F Sulfamidados
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Dosage Form and Strength

Grageas o Capsulas

Tab

Jarabe

Ame 4mg/2cc
Jarabe 4mg/5cc
Tab 8mg

Tab 30mg
Elixir 15mg/5¢cc
Iny. 58mg/ml

Jarabe 125mg/5ml

Colirio

Unguento

Colirio

Unguento

Tab 32mg

Tab S00mg

Jabon Liquido

Frasco vial Scc

Tab 500mg

Cap o Tab 68mg (200,000 IU)

Soi ingerible 15mg/ml
(50,000 IU)

Inyectable 108mg/2cc

|
Ccrema
Ovulos
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EVALUATION TEAM COMPOSITION

A four person team was selected for the mid-term evaluation of the VISISA
Droject. The Team Leader and Health Administrator is Laurence McGriff, M.aA,
M.I.M. Mr. McGriff 1s involved in privote sector international health
projects. The Pharmaceutical Section was prepared by Aida LeRoy, Pharm.p.

Dr. LeRoy has served [requently as a consultant for PAHO, AID and other
organizations. The Haalth Manpower/Human Resource Section was written by
Hector Correa, Ph.D., a professor of Economics at the University of
Pittsburgh. Dr. Correa served as a member of the team that conducted a health
resources assessment in El Selvador in 1984. Andrew W. Nichols, M.D., M.P.H.,
is a professor of Community Medicine at the University of Arizona.

Dr. Nichols also coiducted an assessment of healith sector policy and programs
in Augqust, 1984. He updated the previous report and reported on ihe health
‘'status of the Salvadoran population.
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I.

A.

Cc.

RECOMMENDATIONS OF T!IE HEALT!! ADMINISTRATCR

Techrical assistarce 1s needed to continue the revitalization of the
Salvadcran health infrastructure.

1.

Continued long-term techriical assistance is needed in health supply
management. Progress las been made put this is still an area that
needs a lot of lmprovement. The advisor should work closely with EMG
counterparts in the move to the new warehouse in Matazano, in
streamiining requlations and procedures, and in installing the MIS.
The advisor should nave a team cf local peoplc capable of conducting
inventory and expediting and training staff in the health centers and
posts.

Short- to medium-term technical assistance is still needed in the
iomedical area to consolidate gains, reinfcrce technology transfer
and continue to build MSPAS capabllities in training, maintenance and
repalr and to help in developing specifications for new equipment,

installation, etc.

Short-term assistance in vehicle maintenance is n.eded to keep up the
momentwa and meke sure that the MOH continues to properly use the
systems that have beon set up.

The health planning function should change into a follow-up on the
trauma study in developing trauma managcment and primary care
programs. A team consisting of a physiclan, nurse, sccinlogist, and
speclalist in trauma/emergency wedicine could carry out the project.

One organizatior. should be responsible for ordering, writing the
specifications., installirg and implementing the systems. In the
past, one grotip wculd make recomnendations, ancther group would add
their own items to be procured, AID weuld order the materlais, and
yet another crganization would be recpensible for installation and
implementation.

Primary care and prevention should hecome a major focus of future
programs. Although some of the Ministry of Health pecple see the value in
this, many have no idea wnat primary care really is and canrot see bevond
the traditional curative approaches to health care.

Levelop a rational progrem in trauma management based on the
recommendations from the national trauma study.

Commoditiey are 3till needed but emphasis should be on these drug,
surplies and equipment that are absoluieiy essential (see Leroy repoit).
Emphasis should alsc be on long-term intrastrucrure buliding, helping
MSPAS continue to develop the oxpertise to contiol and manage the
logistics of getting g9oods out into the fleld.
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The Ministry of Health should commit the human rescurces required to male
the project work and raclize the need for mid-level managers who can be
trained and will stay. This means allocating the time and finencial
resources to a project. It also indicates the need for a major managcenient
evaluation of the Ministry, their personnel needs at each level (e.q.,
fewer people but higher salaries to attract and Keep better, more
qualified personnel), salary levels, job descrip:iions, etec.

Now that a decision has been made regarding MIS, AID should provide
technical assistance to ma%e sure that the systems are developed and
implemented,

Facilities and Health Care Financing

1. MSPAS should conduct a study of the health firancing system and
explore options discussed in this paper: making one system,
privatizing part of the system, encouraging alternative care systems
in the private sector, increasing local (health facility) income by
expanding the “Patronato" either according to ability to pay or
through the establishment of "in-kind" payment for services. They
should examine ways to create incentives to kaep physicians in the
system. The study should examine policy implications and practical
ways to make the changes within the Hinistry.

2. MSPAS shculd establish a performance based hudgeting system in all
health facilities so that the budget relates directly to the need and
the actual services delivercd. Cos: per service or unit delivered,
standards and criteria shculd be developed.

3. The MOH should get professional (rather than physician) management
for ti.e hospltals and within the Ministry itself.

a=2-
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II. RECOMMENDATIONS OF THE EPIDEMIOLOGISY

In order of priority, the recomnendations are ranked as follows:
A. Highest Priority

1. That there be held in El Szlvador a conference on Community Oriented
Primary Care to bring together all participants currently concerned
ebout this subject in El salvador and be coordinated by the MSPAS.
Funding shculd be sought from AID/ES and PAHO and the conference
should be held prior to the final development of the AID/ES Project
Proposal for lmplementaticn in FY 87.

2. That a substantial effort be made to identify, train and support
volunteers to serve in areas where there are no MSPAS facilities,
these volunteers tco be selected by their communities and to function
as Rural Health Promoters. Other volunteer service, inz1luding that
in MSPAS facilities, is alsc recommended.

3. That there be developed in El Salvador a Rurel Health Promoter
Program (“Promotores de Salud Rural"), to be
composed of volunteer healti workers selected by their communities,
trained and supported by the MSPAS and other cooperating agencles,
and certified by the MSPAS.

4q. That the Rural Health Alde Prcgram he evaluated with a view toward
coordinating it with a new program of Rural Health Promoters, all of
whom would be volunteers, and then to expand the Rural Health Aide
Program selcctively so as tc provice supervision and direction for
Rural Health Pronioters in the ficld.

B. Very hKigh Priority

1. That the "Patronato” system be strengthened by whatever means are
hecessary, consistent with the culture and compatible with the
organization of the health care delivery system in El Salvador.

2. That consideration be given to the possibility of instituting minimal
charges for medications preccribed und dispensed by MSPAS facilities.

3. That en expanded latrine construction program be undertaken, with
assistance from ATD and in conjunction with private voluntary
organizaticns working in El salvador utilizing new and innovative
designs.

4, That an aggressive program of eliminating wosquito breeding areas be
continued and enlarged in an expanded effort to reduce the incidence
of malaria in El Salvador.

5. That all future AID awards to El Salvador he made as grants rather

than lcans for any hoalth related project other then those diractly
contributing to tine productivity of the Salvadoran ecnnony.
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C.

High Priority

That there be a continuing expansion of health education activities
as an integral part of MSPAS activities in E) Salvador, that this
include increased training programs for nurses and nurse auxiliaries,
and that the potential involvement of volunteer workers in the effort
be explored.

That training in primary care, nutriticn and disease prevention for
physicians be markedly increased, possibly with USAID assistance, and
that the preventive mcdicine and training capacity of the National
University Medical School be restored.

That continuing education be made available to all health
professionals in El Salvador in whatever manner is most productive
and that a certification process for those

meeting all requirements be considered. This should be accomplished
by taking the program to the people and reinforcing the structure
already available in the ministry to achieve this purpose.

That medical educaticn in El Salvacor be both suppcrted and
constrained so that quality schoocls may survive, but that this be
accomplished in such a way that it does not result in a serious
oversupply of physician manpower.

That the final evaluation be performed as scheduled and that it be
used to assess program progress, make recommendations for changes in
program direction and prepare an independent cvaluation of program
success,

Priority

1.

That a community nceds assessment process be initiated at the local
level by health care providers, including social service year
physiclans with the supervision of their medical school faculties,
under the diroction and leadership of the MSPAS and in coordinatinon
with designated social sclientists. (Note: Very high priority }if
reanl supervision is possible.)

That limited and appropriate program evaluations be undertak:n at the
local level with the guidance of the Ministry of Health,
participation by local providers, and with the assistance of relevant
social scientists.

that the Rural Nutrition Center Program be evaluated with respect to
its potential for self sufficiency in the Salvadoran setting. To the
degree that this s possible, the program should be selectively
continued in the future, utilizing locally produced foods wherever
possible; to the degree chat self sufficiency to some degree is not
porsible, the program should be combined with other efforts (such as
the proposed Rural Health Promoter Program) or terminated.
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That active development of potable water supplies continue at the
projected rate, including installation in the zones of conflict, that
an emphasis be placed on system maintenance and revenue genaration,
and that AID be a participant in this process.
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III.

A.

RECOMMENDNTIONS OF THRE_ PHARMACOLOGIST

Drug Selection

1. Create a Pharmacy and Therapeutics Unit within the MOH and grant this
Unit sufficlent status and power to act on all pharmaceutical and
therapeutical issues.

2. Review the Cuadro Basico using Delphi results, WHO Essential Drug
List suggestions, and specialists' recommendations, and officialize
this updated edition for 1985-86.

3. Assign level-of-use indicators for each pharmaceutical product
contained within the updated Cuadro Basico.

q. Prioritize pharmaceutical products in terms of their relative
therapeutic importance to the country.

5. Develop and disseminate therapeutic prescribing information for alil
drugs avzilable through the public health system.

6. Purchase reference books and relevant periodicals on clinical
pharmacology and therapeutics for the MOH's Pharmacy and Therapeutics
Unit.

Procuremernt

1. Use the most up-~to-date formulary of essential drugs available to
select drugs for procurement.,

2. Impiement an automated system to determine the quantities of drugs to
be procured based on morbidities cf the population served, quantities
required for each anticipated treatment course, and the est.nated
rnumber of patients requirir, treatment.

3. Develop a procedure for measuring unsatisfied demand.

4. Enforce consistently and uniformly provisions regarding contract
conpliance.

5. Develop systematic order tracking procedures,

6. Develop a sampling procedure to inspect shipments received.

Warehousing

1. Develop a systematic plan for placement of pharmaceutical products in
the central and reqional warchouses.

2. Develop poiicy for disposal of deteriorated or expired drugs,

3. Develop an inventory control system that is casily updated daily,



6.

Base the "Master Distribution List" on factors such as type of
facility, types of morbidities treated, number of patients treated,
and numbers of prescriptions.

Develop a list of pharmaceuticals acceptable for substitution when
drugs of choice are out of stock or backordered.

Develop a drug product locator system to identify and redirect
stockpiled items or ¢drugs which are approaching their expiration date.

Distribution/Dispensing

1.

2.

Develop and conduct training programs for individuals in charge of
warehouses, stcocrage depots and pharmacies.

Develop therapcutic guidelines on minimum and maximum quantities to
be dispensed.

Develop ordering policles for warehouses and depots requiring strict
adherence to actua) quantities needed of pharmaceuticals.

Establish hygienic dispensing policies and secure counting trays.
Develop a mechanism for affixing prescription labels more securely.

Investigate feasibility of contracting for distribution of
pharmaceuticals to private comnodity disiribution companies.

Pharmaceutical Availability

1.

2'

Develop procedures to collect and analyze data on pharmaceutical
prescribing/use characteristics and morbidity patterns.

Develop educational campaigns directed to patients and prescribers
and geared toward modifying inappropriate prescribing/use patterns,

Centialize and coordinate the receipt of pharmacecuticai donatlons at
the MSPAS Pharmacy and Therapeutics Unit level.
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A.

RECOMNENDATIONS OF THE MANFOUER PLANNER

Health Manpower

ll

Physiclans

Physiciarn education shouid continue to Place more emphasis or primary
health care, prevention, outpatient care, nutrition, comnunity
education and trauma management. A medical educacor should evaluate
the present curricula and make recommendations on strengthening these
programs, including supervision and practical experience in primary
cdare settings.

Recormendations have been made previously reqgarding: the limitation
of enrollment, extending and inproving continuing education, writing
Job descriptions for health personnel and the qgeoyraphic
redistribution of health personrel. Implementation is either planned
or 1n progress and they should be followed up to see that they are
done.

Physicians in their year of social service should receive closer
supervision.

Nurses

Earlier recommendaticns regarding nursing curriculum fell into the

following areas: more primary health care, maternal/child health,

nutrition, community education; more attention to diagnostic skills
and the treatment of common diseases, and more attention to skills

for managing facilities. Diagnosis of the curriculum is in process

with the assistance of PAHO.

Follow-up should sea i{f assistance is needed in acquiring or
producing training matarials to implement the above progrems,
Previous recommendations commented on the need for additional
audiov!sual equipment, improved libraries and more medical supplles.
Contiuing education should be extended and improved.

Better supervision and support of soclal service year nurses was
racomnended previcusly and not implemented.

The geographic redistribution of nurses away from the metropolitan
arcas was recommerded and 13 part of the MOM Five Year Health Plan.
Follow-up should determine what specific scteps aro to te takun.
Nurse Auxilicries

Previous recommendationz on curriculum wore made to lncreare
diagnostic skills, treatment of common diseases, and with more
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attention to maternal and child health. These were to be implemented
after the nursing curricula is in order. Fol)ow-up shculd datermine
what steps are baing taken and wien to do this.

A related recommendation to tha one above regarding the improvement
cf libraries has not heen lmplemented. A complete inventory should
be taken and recommendations made as to how to improve libraries and
teaching materials, texts, etz

Medical Technologists, Recommendations regarding their funcrtions and
Job descriprions have not been implemented,

Traditional Birth kttendants need continuiny education on the
advantages of breast feeding.
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I. The Terms of Relcrence

The scope of vork for the analysis of the human resources component c¢f
U.8. AID ilcaltn Systems Assistanrce in El Salvador nas four nasic reference

documenty:

A)

B)

D)

Tha Health Systems Vitalization Project No. 519-0291 agpproved
September 23, 1983;

Thie repert on the "Implementation Assessment” of the Project
prepared by L. Klassen, C, Dabbs, J. Heiby and G. Huger, dated
Fedruary 1984;

“Healith Rusources Assessment and Projections for the Future in El
Salvador® dateg January 1985; and

“Health Status Asssessment and Health Policy and Program Review” by
A. Nichols, dated Apiil 198%,

only the third of these four documents pays exclusive attention to
hunar resources. For this reason it will be presented last 1in
this chapter, as &n introduction to its datalled analysis which
follows later irn this report.

The purpose of Project 5]19-02 9] is to provide:

“essential medicel drugs and supplies, equipment, and

related services, tc strerngthen the MS5PAS's ability

to cariy ocut it3 planning/management/bdbudguet, quality control,
logistics, maintenance and training functions, and to

utilize existing MSPAS rescurces more effcctively. The
project will also increase thu MSPAS' emergency medical
services 'quick response' capacity.” (Project Paper

Pg. 7 - MSPAS Ministry of Public licalth and Soclal Assistance).

This brief ctatement suggerts, and a more ccmplete study of the
Projoct ahows that the Project i{ncludes only minor components
daal ing with health perzonnel develomnent.

The Implementation Aasergment covurs:

1) An assesament of the implementation of the Project 519-02 9],
and

2) An evelustion of MON “facilities and persconnel regarding the
levelr of activity, stalfing, supervivion, supplion/logistics.
and clinical skills”, (Report) This evaluation report
concludes that:

“The renults of our asseanment indicate that it 1s advisable to
assign projecr resources to additional training and support of
patiant caro {n addition to the provision of drugs and suppling,
Dr. Heiby wan impregsed with the potential of an investmant {n
this araa to substantially increans the effectivenvss of the drugs
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and supplies supplied by the Project. This is particularly true
of smaller facilities where social year physiclans are not closely
supervisad,

This training and support could take a number of forms:

1) An initial, formal training course for social vear physicians

2)

J)

focused on the practical management of the most common health
problems, under the actual circumstances of rural service, is
recomnmended.

The assessment does not provide a basis to recommend a
specific curriculum. 1In general, though, the results do
support emphasis on patient maonagement that is as
comprchensive as local conditicons will allow. Training should
address patient oducation, especially the role of the mother
in her children's treatment for 1llness or preventive
services. Practical approaches to patient followup should
also be included, along with explicit training in making
referrals appropriately. Tha training shouid be crganized by
health problems, selecting the most comnmon or important )5 or
20 clinical situations that the physiclan faces. cCase studics
would be useful in this apprcach. The most appropriate role
of the nursing staff in each situation should also be
discussad.

Ideally, some form of training should be provided before
social year service hegins. It 1s possibie that this could be
done through the medicai schools :iemselves.

Ongoing training is oqually impertant. Much could be
accomplished through wiitten aterials, including cpen-ended
questions similar to those ugsed in this assessment, combined
with written feadback. Another i{dea would be a series of cagse
study discussions writter by MOH authorities, including
considoration of management under less than ideal conditions
and mailed periodically to each social year physician.

Briof workshope would be most costly, but probably also more
offective. Thase couid be peariodic, focused on specific

clinical issues, and cariried out at the regional lievel,

Individual supervision of soclal year physicians by more
experienced MOH professionals offers a good opportunity for
offective training. Any training program should certainly
incoiporate these suparvisors.

The project might inciude diroct efforts to support fleld
supervinion by qualified cilnicians with tranzportation, time,
and higher level ovoraight sufficient to permit {n-depth
training in real patient caro problems for each social year
physician in his own clinic,



4) The shortage of reference materials in MOH facilities was
noted by a large nunber of social year physiclans. Practical
pateriols dealing with patient managerwent, especially under
rural coirditions, would be a valuvable and relatively
inexpensive addition to the project. Nurses as vell as
physicions could henefit €rom up-to-dato raferences. Medical
and nursing schcels could make effective use of a wider ranqgc
of materiais“. (Report)

The terms of reference for the “Health Status kssessment and Health
policy” report were rather broad. Its objective was "to essess the overall
hecalth status of the Salvadoran population to make recommendations for policy
and program reorientation”. The id2a was to establish a set of expanded
program plans which wxuld provide a bacis for policy development at the

conclusion of the Vitalization Project No. 519-0291.

The following recommendations were made with respect to human resources
in the Report:

1) training in primary care, nutrition and disease prevention for
physicians be markedly increased, possibiy with U.S. AID assistance,
ard that the preventive medicline and training capacity of the national
University Medical School be restored:

<) continuing education be made avallable to all health professionals in
El Salvador in whatever manner is most productive. This should be
accomplished by taking the programs to the people and reinforcing the
structure aiready availabie in the Ministry to achieve this purpose;

3) the Rurali Health Aide training program be reinstituted and that a
large-scale effort be undertaken to identify and suppert acceptable
candidates for the program; and

4) nedical educatior in El Salvador be both supported and constrained so
that quality schools may survive, but that this be accomplished in
such A way that it does not result in a serious oversupply of
phy3sician manpower.

A comparison of the reccmmendations on human resources of the reports by
Klasen et al and by Nichols shows tiat they cover somewhat different qround.
Klassen st al refer nainly to the social service year of newly qraduated
physicians, while Nichols has a broader view of physiclan education. He also
refers Lo the continuing education of all health professionals and the need to
reinstitute the training of Rural iHealth Aides.

As nentioned belure, the "Health Regources Assessment and Projections for
the_Puture in E) Salvador” is the only analysis amonqg the four reference

documants that pays special attention to human resources. The recommendations
included in it refer to the following areas:

1) General Recommendations on Muman Resources;
2) Recommendations on Physicians;
J) Recommendations on Nurges ard Nurse Auxiliaries:



4) Recommendations on Health Personnel that work in Rural Areas: Rural
Health Aldes and Traditional Birth Attendants: and

5) Recommendations on other health professionals such as medical
technologists.

These recommendations will be described in the following chapters of this
Report, and their implementation will be evaluated. There it will be seen
that they include the recommendations presented in the Klassen et al and
Michols reports.

A generzl observation on the recommendaticns and their implementation
should be made at this point. Perhaps the most important basis for the
recommendations made are the conversations held with the health
administrators, physicians, nurses, etc., that is, persons that live with the
day-to-day problems and limitations of the Salvadoran health system; as a
consequence, they have valuable insights, suggestions and plans of action for
their solution. From this it fcllcws that the recommendations of the authors
of the reports reflect those initiatives, suggestions, and plans of the health
personnel in El Salvador.

The recommendations made in the reports indicate that Salvadoran health
staff are fully aware of the problems and limitations in Human Resource
Development. The main contribution in particular of the "Health Resources
Asscssment and Projections for the Future in El Salvador" Report is in the
gystematic presentation of these recommerdations. fThis presentation made it
possible to call to the attention of higher officials of the MOH possible
solutions to Salvadoran health problems. It will be seen below that this
seems to have qenerated an implementation process in several areas.

IT. General Recommendations of ths "Health Resources Assessment and

Projections for the Future in E} Salvador” Report and Their
Implementation

Table I7-1 presents a summary description of the General Recommendations
of "Health Resources Assessment ard Projections for the Future in El
Salvador”, and the status of their implementation,

Table II-]

General Recommendationg of the “Health Resource Assessment

and Projections for the Future in E} Salvador” Report

Recommandations Implementation
Status
1. National cConference of ifuman One completed
Resources Planning One planned

(Appendix 1)

2. Maintenance of salaries to Not implemented
scholarship holders
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The seminar to outline the process of development of human resources in
health took place in Novembar-December 1984 as part of the implementation of
the first recomnendation mentioned in the Table. This seminar went beycnd the
original recommendation in that it had a wider scope, and made recommendations
not only dealing with Human Resources Development, but with other short- and
long-term problems. For this reason a scecond seminar is now being planned
that will take a more in-depth look at human resouices development issues.

The second recommendation mentinned in Table 2-1 has not becen fully
impiemented. However, three long-term scholarshnip recipients in Health
Planning, ilealth Administration and Educational Administration are presently
in the U.S. on {ifty percent salary, but these cases are rather exceptionsal.
The limitation of financial resources of the MOH is a reason for
nen-implementation. The basis of the problem 1s that in most of the cazes the
MOH would have to approint a temporary replacement for the employees on leave,
«nd with this, its cost for a speciflc service would be doubled. On the other
hand, most scholarships do not provide assistance great encugh to cover the
family obligaticns that professionals in the middle of their careers are
likely to have,

TTY. Recommendations on physicilans of "Health Resources Assessment and
Projections for the Future in El Salvader” and Tnelr Inplemantation

Table III-1 includes a summary of the recommendations made with respect to
physicians and their implementation status. It shows that out of 12
recommendations, 10 have received some attention.
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Table III-1

Recommendations on Physicians of the "Heaith Pesources
Assessment and Projections for the Future in El Salvador" Report

Recommendations

Fermal education

Content_and Methods

1. HMore attention to PMC.
prevention, out-patient care,
nutrition, comaunity education

Year of Social Service

2. RBRetter supervision of studeats

3. Rotation of students in &ll
types of facllities

4. More atiention to PHC

2. More attention to aduministration
of small health facilities

At e

8. lmproved libraries

Enrol lment
9. Limitation of numbers enrclling

continuing educatiun
10. should be extended and
improved

Employment

11, Jdob descriptions for health personnel
12. Geograpinic redistribution of health
personnel

Implementation
Status

Implemented

Not implemented
Not impleaented

Inplemented

Implementad
(Aprendix 2)

Irplemented

Provided
(Appendix 3)
Provided
{Appendix &)

Planned

continuous effort

Planned
Plarined

Racommendations 1, 4 and % which deal wirh content and methods and social
service used in the education of physiclans have received artention. To
addrera the firar, the Unlvesalty of EJ Salvador has teached an agreement with
the MON and the Yan Salvador Municipal Government, which pernita medica)l
students to obtain practizal esperience in MIC by providing medical ansistance

in semi-rural healch facilities around San Zalvador,

The School of

Capacitation of the MOM hau completed the preparacion of materiels (o be used
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in a workshop to prepare trainers, and which is taking piace at the time of
this writing (June 10-14 1985 in San Salvador). These trainers will provide
orientation to medlcal! students in their year of social service using the
materials presented in the seminar.

The implementation of tha sixth recommendation has been conpleted with
seminars held by the School of Medicine on curriculua content in the context
of PHC. These seminars were held under ihe aucpices cf PAHO.

The seventh and eight recommendations deal with tre provision of equipment
and books to the Medical School. Thelr implementation was made possibie by a
direct flnancial contribution of USAID using PDP&S funds. In addition, U.S.
AID will soon conduct an assessment of needs for possible inclusion in the
follow on funding of the current Health Project.

The recomsendations on the limitation of enrollmen:t in the school of
medicine and cn the employment of physicians are taken into consideration in
the MOH Health Plan 1985-4a9. Specifically., the number of physicians that the
MOH plans to hire per year is 84. This nurber 15 in complete agreement with
one of the alternatives presented in Table 8 of the "Health Resourcesg
Assessment and Prolections for the Future in Bl calvador" Report. “he number
‘of physiclans to hire is, in principle, related to the number of students in
the medical schools. However, it should be noted that the problem of the
number of students has not been directly fazed.

The recommendation to extend an improve continuing education has also
received some attention. The "Health Resources Assessment and 2rojections for
the Future in El Salvador" Repor: does not give any specific recommendations
and the MOH and the Schocl of Capacitaticn are carrying out continuing
education programs.

The two recommendations on employment whosa implementation is planned by
the MOH refer to aspects of the health system witich are more under the control
of the MOH. As a consequence, it 1= likely that they will be implemonted.

Recommendations 2 and 3 have not been implemented and should r ‘ve
attention after recommendations 1, 4, and 5 reach a more advanced ¢ ¢,

In summary, it can be concluded that the recommendations with recpect to
physiclians have received a substantial ievel of implementation, considering
the short period that has elapsed since they were present«d in final report
form,

IV. Recommendations on Nurses and Nurse Auxiliaries of the “llealth Resources
Assessment _and Projections for the Future in El Salvador” and Thelr

Implementation

IV.1 Recommendations on Nurses

A summary of the recommendaticns on nurses and on the status of their
implementation is presented in Table IV-1. This tabie shows that there has
beeny some implementation of eight of the eleven recommendat ions, 1In addition,
there 15 some activity with respect to another one, and finally that the
implementation of one 13 in the Health Plan 1985-1989 of tho MOM.
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Tabla IV-1

Recommendaticns on Nurses of the “Health Resources
Assessment and Projections for the Future in El Salvedor" Report

Recommendations

Forma! education
Content oand Methods

1. Mora aitention to PHC
Maternal/child health,
nutrition, community education

2. More attention to diagnostic
skills, treatment of common
diseases

3. More attention to skills for
manaqging health facilities

.fear of social Service

4. Provision of supervision
and support

Faculty

S. Increase number with
graduate educaticn

6. Additional audiovisual equipment

7. Improve lipraries

8. #Additionul medical supplies

Enrollment
9. Limitation of number

cont Inuing Education

10. should be extended and improved

Employment

11. Geographic redistribution

Implementation
status ‘

Diagnosis of
current curriculum
in process with
assistance of PAHO
(Appendix 5)

Not implemented

Scholarships have
been requested
(Appendix 6)

Provided
(Appendix 7)
Provided

(Appendix 8)
Implemented

Implemented in
MOY schools
Planned

Continuous effort

Planned

In a process that seems to be completely justified, the activities that
are being proposed with respect to recommendations 1 to 3 are limited to the
preparation and initial steps for an evaluation of the exizting curriculum,



This will provide a solid basis for its revision. This process is similar to
the one being used with respect to recommendations 4 and 5 on physicians
summarized in Table III-l.

The fifth recommendation in Table IV-1 states that the number of
professors in the School of Nursing that have graduate education should be
increased. To implement this recommendation, scholarships for faculty members
have been requested. However, as mentioned in recommendation 2 in Table I1-1,
the main problem is the inability of the GOES to pay the salaries of employees
on study leave.

The recommendations to provide additional audicvisual equipment to the
School of Nursing and library materials to improve its libraries have been
implemented. Direct assistance of USAID, using PD&S funds, made this
possible. Concerning recormendatioa eight, the medical supply situation is
improving through implementation of the current USAID Health Project.

The limitation of the number of students has, in the case of nurses, taken
more specific steps than in the case of the physicians. This is possible
becausc the main schools of nursing organizationally are part of the MOH,
while this is not the case for those of medicinz. The decision of MOH has
been to iimit new entrants to 30 students per year per school. However, no
controls have been established for the private schools.

In addition, the number of nurses that the MOH should be hiring is
specified in the Health Plan 1985-1989. It should be observed that this
number is less than that considered advisable in the alternatives presented in
the “Health Resources Assessment and Projections for the Future of El
Salvador" Report.

The recommendation in the Report with respect to continuing education for
nurses has the same limitation as that made for physicians, i.e., it lacks
specificity. As a consequence, it is not possible to evaluate the degree of
its implementation. On the other hand, a continuous effort is being made with
respect to in-service training, teachers training, etc.

The geographic redistribution of the nurses in order to reduce their
concentration in urban areas has not been implemented. lcwever, some changes
in the distribution of personnel are included in the MOH Health Plan 1985-1989,.

A study of Table IV-1 shows that only recommendation 4 has not received
any attention. Current operations suggest that some action will be taken with
respect to the content and methocs to be used in the nurses' year of social
service after the overall curriculum of the school is overhauled. The time
sequence for the operations seems to be quite reascnable.

An activity that was not included among the recommendations of the Health
Resources Assessment and Projections for the Future of El Salvadnr” Report,
but that desecrves attention in the analysis of the activities that have taken
place in the last year in relation to the development of Human Resources for
Health is the assistance that U.5. AID provided to the construction of the new
building for the School of Capacitation. Financing of more than ¢/ 1,000,000.
was made available using P.L.480 funds. (See Appendix 9)
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In conclusion, it can be said that the implementation record of the
recoimendations for nurses seems to be quite accsptable.

IV.2 Reccmmendations on Nurse Auxiliaries

The recommendations of the "Health Resources Assessment and Projections
for the Future in El Salvador" Report and their implementation status are

presented in Table IV-2.

A comparison of the implementation status of the recommendations on nurses
with those of nurse auxiliaries clearly shows that the simultancous
implementation of the two sets of recommendations miqght be beyond the
capablility of the departments of the MOH that are responsible for
implementation. For this reason, first priority has been given to the
recomnendations on nurses. Once the recommendations related to nurses reach a
stage in vhich they require less attention, the recommendations on nurse
auxiliaries will be addressed.

Table IV-2

Recommendations _on Nurse Auxiliaries of the 'Health Rescurces
Assessment and Projections for the Future in El Salvador” Report

Recommendations Implementation
Status

Formal Education
Content and Methods

1. More attention to diagnostic skills, Will be implemented
treatment of common diseases after curriculum for
2. More attention to maternal/ nurses is modified

child health

Faculty
3. Fill teacher vacancies implemented

Facilities

4. Improve libraries Not implemented

Table IV-2 shows that the only recommendation that has been implemented iy
the one suggesting the f111ing of open teaching positions. It is possible
that the fact that the Report mentioned the need to appoint personnel to some
teaching positions contributed to the action taken by the MOH.

As mentioned earlier, USAID has an assessment of teaching/learning
materials planned for the near future. This level of health worker training is
included in 1it. With this assessment, information needed for the
implementation of the fourth recommendation will be collected.
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V. Recommendations_on Medical Technoloqists of the "lealth Resources
Assessment and Projections for the Future in El Salvador" Report

The recommendetions on medical technologists and their implementation
status are presented in Table V-1. The information presented has a pattern
similar to that observed btefore with respect to physicians and nurses. This
means that activities have been initiated in the 57hool of Medicine of the
University of San Salvador to modify the curriculum used in the preparation of
the medical technologists. When they are completed, they will he put 1in
practice. Once more it should be mentioned that this seems to be the most
acceptable procedure.

Table V-1

Recommendations on !Medical Technoloqists of the "“Health Resources Assessnient
and Projections for the Future in El Salvador" Report

Recommendations Implementation
Status

Formal Education

Content and Methods

1. More attention to health and Implemented
education, ecological problems,
nutrition, maternal/child health

Employment
2. Specify functions in health systems Not Implemented
3. Prepare job descriptions in MOH Not Implemented

The two recommendations made wi:h respect to the employment conditions of
the medical technologists have not been implemented. “This is an unfortupate
situation since, to a certain extent, the specification of the Functions that
the technologists should have in the health system, and the preparation of job
descriptions for those activities 15 a logical antecedent to the dcvelopiment
of the curriculun for their training. This is an area where additional
cooperation between the MOH and the School of Medicine is required.

VI. Recommendations on Rural Health Aides and Traditiona) Birth Attendants

of the "Health Resources Assessments and Projections for the Future in
Bl Salvador" and Their Inplementation

VI.1 Recommendations on Rural Health Aides

The recommerdations of the "Health Resources Assessment and Projections
for the Future ir El Salvador® Report and their implementation status are
presented in Table vi-l.
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Table VI-]

Recommendations on Rural Health Ajdes of the "Health Resources

Assessment and Projecticns on the Future in El Salvador"® Report

Racommendations Implementation
Status
Forrial Education
1. Reinitiation of program Implemented
Facilities ,
2. Update training manual on Partially
breas: feeding, diarrhea, Implemented
oral rehydration
continuing Education Continuous effort

The Table shows that the two rucommendations made for this category have
been implemented. FPirst, after several Years in which Kkural ilfealth Aides have
not been trained, courses for them were offered again in 1984-85 in several
regions of El Salvador.

A clarification is needed with respect to the implenmentation of the
recommendation that the training manual for the rural health assistants should
be updated. A conversation with the person in charge of these courses in the
Sclicol of Capacitation of the MOH showed that in a strict sense this
recommendation has not beecn implemented, 1.e., the manual has not been
changed. However, the professors have been instructed to pay special
attention in their courses to oral rehydration, and to give more emphasis than
before to breast feeding and the prevention and treatment of diarrhea. Another
new development in these courses is that they are now including some training
on the deveiopment of home gardens.

VI.2 Recommendations on Traditional Birth Attendants

Table VI-2 shows that the only recommendation made in the "Health
Resources Assessment and Projections on the Future of El Salvador" Report on
traditional birth attendants has been partially implemented. The rcason for
this is that a revision of the manual uced for training requires a careful
study. However, as in the case of Rural Health Aides, the persons that direct
tho continuing education of the birth attendants have been instructed to put
additional emphasis in their courses on the advuntages of breast feeding.
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Table VI-2

Recommendations on Traditiona) Rirth Attendants
of the "lHealth Resources Assessment and
Projections for the Future in El Salvador” Report

Recommendations Implementation
Status

continuing Education

1. Update manual on breast feeding Partially
Implemented

V1.3 Recommendations on Malaria Control

The recommendations on malaria control are presented in Table VI-3
together with their implementation status.

The only recommendation included in Table VI-3 does not specifically refer
to the human resources of the program, but rather to the materlals they need
for the better execution of their activities. Needed equipment, supplies and
technical assistance are now in place as a result of the USAID Health Project.

Table VI-3

Recommendations _on_ Malaria Control Personnel of the "Health Reusources

Assessment and Projections for the Future in El Salvador" Report

Reconmendations Implementation
Status
Facilities
1. Provision of supplies and Implemented
Equipment
VII. Conclugsions

As mentioned in Chapter I, the evaluation of the implementation of the
recommendations made on personnel in the "Health Resources Assessment and
: ure_in El Salvador” Report presented several problems.
Perhaps the following are the most important of these problems. The Report
does not qgive any indication of:

a) the relative importance of the different rocommendutions. They 'range
from very general and comprehensive suggestions on naticnal health
policies to very specific dlagnostic or treatment skills that might be
discussed in, at most, a class scssion:
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b) the time period that their implementation would require:
€) the order in which they should be implemented; and
d) the human or financial resources needed for their implementation.

Despite these limitations of the Report, the process of implementaticn of
many of the recommendations has already been started, and in some cases,
completed. "This 1s particularly true reqgarding recommnendations on physicians
and nurses. As already mentioned, this might be due to the fact that it
includes initiatives and concerns Salvadoran health officials have had for a
long period of time. The Report brought these concerns to the attention of
the highest officials of the MOH and USAID. It showed that those initiatives
ond concerns made good sense and referred to important aspects of the health
system. The Report instigated high level policy decisions which made it
possible for the appropriate officials to implement the recommendations
included.

Credit for the successful implementation is also Gue to the appropriate
use of USAID PD&S and PLA8O funds. This fact should be emphasized becatse
none of the recommendations that have been ‘mplemented with USAID support had
their own budget resources.

Because of the naturo of the recommendations, it is not realistic to
expect them to have heen fully implemented since they were presented in final
form in Junuary, 1985. It is critical, however, thai tiie implementation
process continue in the future.
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ODUCTION

This report represents the mid-term evaluation of the AID Health Systems
vitalization Project (VISISA) in El Salvador. The qeneral objective of the
evaiuation 1s to "provide the U.S. Governmernt and the Government of
El Salvador with a current assessment of the status of hsalth of the
Salvadoran population, of human resources for health, of health servicas
delivery in Bl Salvador. of pharmaceutical logistics, and of biomedical and
vehicle mainterance as they relate to project progress." The project came
about because of a request by the Government of El Salvador saeveral years
ago. It wax experiencing shortages of medicinas and equipment and
deterioriating logistical systems. A smail portion of the project was for
needed emergency supplies but the bulk of it was for medium- and long-range
reeds. The project s due to be corpleted next year,

Five documents make up the report, cach exemining a slightly different
aspect of the project or health care 3ystem:

1. 2 health administrator evaluates changes in service delivery levels
ard health facility usage and the spec.fic progress of the VISISA
Project.

2. A physician evaluates changes in mortality and morbldity and progress
in implementing recommendations made in a previous study
(August, 1984).

3. An educator evaluates progress in the health manpower area and
analyzes changes that have occurred since a baseline study that was
done a year ago.

4. A pharmacologist evaluates the pharmaceuticals and logistics system in

general and as they relate to the VISISA Project in particular.

3. The mid-term evaluation of the VISISA Project by Kraus International
is an important benchmark 9iving the detail of progress in technical
assistance.

The reports document progress and incremental improvements that are being
made in the health care system. It is either prematurc or not possible to
relate changes in health status, health manpower or Ffacility utilization to
the VISISA Project. The VISISA Project was limited to bringing in certain
critical commodities and a small amount of technical assistance. It was
significant in meeting an emergency need and in supplying medicines and
equipment. Progress in building institutional capability is slow bhut ateady.
There is still room for more Improvement,



Ve have prepared under separate cover, a detailed summary of the
evaluation covering all four reports. what follows are the four individual
reports (1 through 4 above) and a listing cf all recommendations. The Kraus

Report has already been presented to AID/ES. A copy of all Appendices are
included separately.
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PROJECT EVALUATION SUMMARY (PES)

Continuaticn sheet #

A. Recamendation/Action B. Name of C. Date
Officer 2ction
Resronsibkble for | to ke
Acticn cumletd
5. Technical assistance should be provided to ensure -
that the management informtion systems are developed
and implemented.
Action: MIS sub-programs for supply managements and Proj. Manager
health statistics ace being developed and additianal TA TA Team, MOH
will be includ:d in followon Health Project to complete counterparts,
the MIS. PAIO contributions Dec. 86
6. The MOH shculd prioritize pharmceutical prodicts to
reflect first, seconu, third and fourth micrities.
Actiont Completed. A Basic Drug list was officially Proj. Manager,
submitted by the MOH an December 20, 1983 whirch TA, MOH countcr-
prioritizes pharmaceutical products. parts ard PAIO
inpats, Dec, -85
7. The MOH should implement an automted system to
dtermine the quantitics of druys to be procured based
on morbidity, average quantity per treatment and
patimts rerved.
Nctiont Project TA will develop this automited system. Proj. Manager
—_— TA ‘Tcam, MOH Do, 31/86
8. The MOH should place adequatcely trained individals
in charge of warchouscs, storage dupots ard tharimmcics.
Action: TA Tuam to train supply mnagement peroannel at L;D!l, TA Team
all levels. MOIl has appointed 5 Regianal Supply roj. Manager June 86
Managers to spoarhcad improvemert s.
9. Te Ml ahould develop policien for the central
warehouna and depots in regard to ordering (rnd
reorder ing pharmiceuticnls,
Actiony MOH and TA Twam to dovelop systenn and policies the M1, Techni-
mintain drug flow and availability within syst.em. cal Assintanco,
Proj. Manager Juno 86

10. Phyaician edication should cont inue to piace moro
aephasin av primry hoalth care, praovention,outpatient
carae, nutrition, comunity edicatim and traum

mnagerent .

ktiont largely outaide the scope of current. and
pPlannad projacta, but will urge cthor dmors to adXess
this lasue. Traum training will be previded under the
current. projct Lo thysiclans already (n the health

.m 9..




PPOJZCT EVALUATION SUMMARY (PES)

Centinuaticn shess 23

A. Jzcomnendatica/Action B. Nare of C. Date

officer | actich
Resmonsible for | to ta
betion cunmicted

11l. El Salvador should develop a Rural Health Framotor N

Pregram (Pramotores de Salud Rural) to be camposed of

volunteer health workers selected by their camminities,

trained and suprorted by the MCH and other cuoperating

agencies.

Action: The MOL already has developed a proposal for such a  [MOH, Proj.Managoer

program, but ic is outsiie the Scope of this project, Proj. Cffice,

Appropriate AID essistance to this program will be considered [Mission Mgmt,

In the follaw=-on projzct 519-0308, Other denors [ve, 86

12, An aggressive program of liminating mosmuito breeding

arcas should be continued and (xpanded in an cfforc to roduce

the incidence of malacia in El Salvador.

Action: With PI460 funding, the first large source reduction [MOH, TA Tean.

project will kegin in CY85; Pegional Plans for further Proj. Manaucr,

source roduction to he developed. LPPO and Mission
Management., Sept. R6

PART I1.
SUMMARY CCUMENT

The overall guality of the individual evaluation repovts was
good to excelient and foliowed the Contract Scones of Work
vary closely.  The evaluation tean made a serics of recom-
mendations throughout the lengthy report., buc 12 key recom-
mendations were made in an Executive Sumwuy.  In general,
these rceameendations and firding have been useful to

project and Mission Mncgement,  lHowever, four recanmendation:
went beyond the scope of the Health Systoms Vitalization
Project. These were Recoamendations No. 2, 3, 10 and 11 of
the Project Evaluation Summary Peport. Recommendations Ne.2
and 11 will be carcfully explored ir the development of, and
to the extent feasiblo adapted into the design of, the Health
Systcma Managoment projoct (519-03C8) which is scheduled for
authorization and funding in FY 1986, Recamendation No,3
calling for a natfonal prograun in trauma minagement vwas not
suppcreed by data from the Trauma Survey! since this acuivity
19 outslde the ncopo of the project and Tan loas relative
importance and priority in health sector developnent, no
furthor AID actic:. on this recormendation {6 warranted,
Reocumaendatfon No. 10 referred to amphasio within Bl Salvador '
programg of basic physician oducation, which {u clearly
outnide the soopo of hoth the current arxdl planned AID
againtance to El Salvador, While fimportant, phyrician
education s paripheral to tho key problems impeding both
tho delivery of primary health coro services and {mprovoments
in health status which are weak managament and inadeaguate
regourees Lo ensure necessary avallability of drugs, vehicles,
wdical eupplien, replacavent equipment and spare parts Lo
support hoalth cawn delivery,
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PROJECT EVALUATION SUMVARY (PES)

Continuation sheet ;' 4

A. Recommendation/Action

B. Name of
Officer
Responsible for

C. Date
to be

Action

camleted

Bor these reasms the Mission does not accept this
reconmendation within the Actions-to-be-Taken-tramework.

USAID, incorporating key recommendations and using data
generated by the evaluation, develcped a project
amendment in August 1985 extending the life of the
project by e year (to December 31, 1986) and providing
additional funding for techrical consultants,
pharraceuticals, medical supplies and equipment. This
is aimed at more fully achieving the project purpcses.
A follow-up project, Health Systems Management,
519-0308, is being developed for. FY1986 funding to
further strengthen the supply management and services
support systems developed under the 519-0291 pro ject.

I.ESSONS LERRNED

‘me evaluaticn reports prepared by the Consultants have
wnderscored the difficulty of assessing project impact
on sector goal indicators within a two to three year
period of project implementation. :
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