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I EXECUTIVE SUMMARY

The USAID Health and Population Officer in Ecuador asked the Family
Planning Management Training Project to carry out a needs assessment to
identify management training needs in the family planning program of the
Ministry of Health. This needs assessinent is linked to AID's proposed
Family Planning project that will cover six of the 20 provinces. The
training needs identified here respond to and are linked directly to the
proposed project. The assessment was carried out in March and April of
1988.

Following briefings with the Director of "Fomento y Proteccion' at the
central level and his personnel, the MSH team travelled to three provinces
to examine the MOH family planning programs. Interviews and meetings were
held with Provircial Health Directors, the person in charge of '"Materno
Infantil" (MCH), vl other health officials to discuss their family
planning management training needs. Medical facilities offering family
planning services were visited in each province and service providers were
interviewed.

The situation of the heaith programs in general and the family planning
programs in particular varied in the different provinces. All of the
provinces sutfered from the same fundamental problems that have hindered
family planning at the national level: lack of supplies and lack of IEC
materials. It was apparent that some provinces were at different stages
of davelopment and therefore have differing maragement training needs.
For erxample, while the province of Guayas seemed to have little problem
getting supplies, we perceived a larger problem of coordination of
personnel to attend the target population. There was also a higher
rotation of personnel in Cuayas that makes continuity of prograr
management difficult. ©n the other hand, provinces like Gapar and Azuay
who had more stable personnel confront a more conservative population
where family planning is not readily accepted.

Needed skills for all provinces include those to win support ¢ r family
planning programs (skills in advocacy and communication, building
constituencies, integrating family planning into other services, and basic
plarning) ; and those to manage expanding programs (i.e. problem
identification and analvsis, setting of objectives, manpower planning,
delegation, orgunizational analysis ana developmernt, and monitoring and
evaluation techniques).

The team feels that training for the MOH in Ecuador should be guided by
several general principles if it is to have a long-term impact. The
guidelines are:

1. programs should be assured, by the central office, of a
continuity of supplies and explicit endorsement of the family
planning prcgram component;



2. a sufficient number of personnel in each province should receive
management training to ensure a 'critical mass'" able to affect
family planning management;

3. training should be appropriate to the level of program maturity
in the province; skills learmed should be applied quickly after
training and future training should build upon previocus
activities;

4. preference of training should be given to locations with more
stable personnel (those provinces where personnel have not
undergone high rates of rotation);

5. trainees should come from all relevant levels of the health
system, including suksecretariats, zonal, province, cancon; and

6. training should foster collaboration and cooperation among the
Provinces and throughout the various levels.

The team has cocme up with a program of training activities that responds
to the needs of the ramily planning programs and follows the aktove
mentioned guidelines. The team preposes the follcwing training
activities:

1. an initial worlshep in order to inferm everyone about the program
and to further develop each province's plan for family planning;

2. a basic "regional" management course for the provincial people
who manage areas and hospital directors who, under
regionalization, kecome area managers in charge of hospitals,
centers, subcenters and health posts in their area. The
preference should be for participants who are in more pormanent
positions and directing activities in their units. The
approximate muser of participants for this course would be 60;

3. a kbasic "service center' management course for hospital
directors, center and subcenter personnel which are permanent and
who direct activities. The course should include planning,
organizing and controlling, and be structured in modules; and

4. a program planning and evaluation workshop for hospital directors
and provincial statff. Prilor to this workshop it is imperative
that an existing information system be determined with the MOH
and final definitions and interpretations unified throughout the
country. Once this is done, this workshop can concentrate on how
to set up programs, organize resources, do the record keeping,
and learn to interpret the data and to evaluate the programs.

The team evaluated the management information systems for family
planning. The information regarding coverage was poorly kept and
inconsistent. It did not permit an accurate evaluation of the current
situation. There are some areas where records of supplies are kept and
others poorly so, or not at all.



Technical assistance needs were also identified and the following are
those the team identified as necessary to increase family planning
activities and support its instituticnalizatici:

1. the design and inplementaticn of a basic but comprehensive MIS
system; and
2. the design and implementation of an inventory recording and

reporting system.

The team was concerned with che difficult organizational situation
cbserved at Zone II and the Guayas province. We suggest that AID
concentrate its early erforts on those provinces that are more '"ready" for
further work and training and realize activities in Guayas once certain
conditions are met. O©n the other hand, the team was favoraoly impressed
with the management skills demonstrated by the personnel of the provinces
of Azuay and Canar 1n managing their health regions.



IT QOUNTRY SETTING

In February of 1987, a four member team of Management Sciences for Health
(MSH) carried out and presented the results of a management development
needs assessment that covered three public institutions and three private,
not-for-profit crganizatiocns involved in family planning. This evaluation
did not include the MCH.

Since that initial evaluation, certain country characteristics have
changed which are descriked below.

Eccnomic Situaticn

During 1257 and earl 1988, “he economic sizuation of Ecuador worsened
slgniricantly <due to the rupture of the oil pipeline in early 1987 and its
coming on-stream again only in the last trimester of that year. Real
Greoss lHational Product (GiP) decreased by 1.5% in 1987. With full
pireline cperaticns and an average of USS$S 13 per barrel price for oil the
whole year, GIP is espectad to increase by 75 in 1988.

The inflation rate rer 1937 was reported at a range of 353%-52% per annum
and 1s expected to Le ncgative from 1988 onward, barring any major success
in the rescheculing or the Ecuadorian foreign debt now standing at nearly
USS 10 billion.

Politics and Covernment

Since late 1987 and early 1983, public attention has b+en focused on the
political campaigns for elections at all regional goverrment units
(municipal and provincial) and the first round of presidential elections.
The first round, which took place in January 1988, resulted in the field
being narrowed down to two parties, Izcquierda Democratica and Partido
Roldosista Ecuatoriano, and their respective candidates, Dr. Redrigo Borja
and Ab. Abdala Bucaram. The second round of elections is to take place on
May 8 and the new govermment is to be inaugurated on August 10, both
events being the focus of national and internaticnal interest during

1988. Regardless orf who wins, it is expected that the new government will
have a stronger interest in promoting better health conditions for the
population at larje and will welcome international donor assistance.

HNew Populaticn Policy

In early 1988, the Ecuadorian government issued a population policy for
the first time in its history. The policy speciiically supports and
endorses family planning activities. The specific objectives found in the
policy include:

* To regulate the growth of population, in order to fit it to the
potential of resources and to national developrent, respecting
the free, responsible and informed decisions cof individual
persons and couples regarding the number and spacing of births.
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* To reduce, to the lowest levels possible, the general inuices of
morbidity and mortality, and particularly those affecting
children less than five years of age, as well as the persistence
of illness that may be prevented by timely medical diagnosis and
treatment.

* To provide productive and adequately compensated employment to
the economlcally active population, taking into account the
1ncreasing incorporation of youngsters and women.

This new policy has laid the foundation for the strengthening of family
planning activities in the puklic sector. Steps are being undertaken by
the National Development Council (CONADE) and the MOH to execute this
policy. To support the execution of this policy, UNFPA and USAID are
negotiating significant newly proposed projects in family planning
activities, covering a total of twelve provinces (cut of 23). These
projects are described in more detail in the following sections.

Family Planning in Ecuader

Family planning services began in Ecuador in 1965, with the formation cf
APROFE, the IPPF arfiliate. In July of 1980 the project ror extension of
services ror integrated family attention was undertaken with the
participation of FORDERUMA (a Central Bank of Ecuador in ~harge ot
tinancing rural development) ard UNFPA. In 1984, the Government of
Ecuador and UNFPA signed an agreement for population activities for two
provincec that had already participated in the previous project: Guayas
and Chimbor2ro. Since then, some activities have bxen carried out but
their coverace has not becen significant.

Estimates indicate thot approximately +7% of women of fertile age, in
union, desire to plan their families but do not currently use any family
planning method.  According to a recent EIDESA survey, of an estimated ten
million Ecuadoerians, it is espected that there are nearly 1.5 million
women of fertile age in union, of whom approximately 685,000 dc not use
any method ot family planning, and about 300,00 of these women are
expected to be receptive to receiving rfamily planning services.

According to the 1987 INIIMS study, the MCH is a significant provider of
family planning services. It provided the supplies or services to
approximately 31% of the ccntraceptive pill users, 25% of the IUD users,
and 55% of the stzrilizations. It has a total of about 1,257 service
units through out the country, spread over 20 prov1nceq, or which 32% are
rural service unite which include family planning in their range of
services provided (see table 1).

Share of the MOH in the provision of the following family
planning methods. Source: ININMS

Method 3
Contraceptive pill 31
IUD users 25
Sterilizations 55



Although care must be taken in using the following figures due to the
collection and processing problems mentioned in the exe ative summery, it
appears that in 1987 the MOH provided 167,000 family planning
consultationrs, significantly more than the 50,000 provided in 1986. The
increase was largely due to the availability of supplies provided through
the UNFPA project. First visits in 1987 reportedly represented 71% of the
total number of consultaticns.



IIT. BACKGROUND AND HISTORY OF FAMILY PIANNING AT
THE MINTSTRY OF HEATTH

In this section we proceed to describe the organizational structure of the
MOH and ncte some of the changes that the MOH nas been subject~d to in the
past couple of years. We found it important to mention these wnanges
given the impact these have on the family planning program which we were
observing. In the second part of this section we describe the family
planning program at the MOH.

A. MOH

In 1972, the MOH as an organization was restructured and official
authority was centralized in Quito. 1In 1976, the MOH was expanded and
strengthened through the creation of seven Directorates, one of which was
Family Welfare. 1In 1979, the MOH scught to decentralize the health care
system as part of an overall strategy. The intent was to delegate program

planning and decision making ro the operating unit level.

Again in 1282 there was restructuring of the MOH. This now structure
sought to implarent what was termed as "integral supervision For
cxample prior o this change, the different programs under M ie.q.
vaccinatiore, nutrition, family planning, epidemiology) functioned
separately, and with independent supervision. This meant that the
operating units received a number of visits. Under the new structure, all
of the visits related to NCH, rfor example, would ke for the program as a
whole not for each speciric part of the program.

The effort to decentralize ccntinued and in [r. Huertas' time (1983) a new
subsecretariat for the coastal zone was established. The new organization
chart of the ministry is outlined in exhibit 1. 1In it we can observe that
cach of the subsecretariats is responsible fcr ten provinces.

There are some ministry functionariss who do not view the creation of the
two subsecretariats as a positive innovation. International donors have
also founc it easier to concentrate their efforts on provinces in either
subsecretariat, but not to mlx the two.

The official version of how the MOH is organized was published in December
of 1986. In it the Miuistry is said to he divided into the following
levels:

a. Political-Executive which includes the Minister, and the 2
Subsecrectariats.

b.  Consultant Units which include the following divisions: Flanning,
Legal, Audit, International Relations, and Communications, among
others.

C. Administrative Support which includes finance (zone I and II),
Human Resources (zone I and II), Operations.



d. Technical-normative which includes the Welfare and Protection
Unit under which Family Planning is included as a component: of
Maternal child Care.

e. (Operating lLevel

Finally, the current trend at the MOH is what is termed as
"Regionalizaticn". This term refers to the following process as defined
by MOH representatives:

"A functional organizational process which is geared towards the use
of available resou.coes within the current structure of the health
services located in a geographical ard demographically defined region.
The goal is to relate the currently existing health service structure
and the administraticn of services required in order to simplify,
decentralize and perrfect programmed activities. Operating mechanisms
that guarantee the effective use of human resources and promote the
collaboration or perscnnel to meet geals in the areas of: planning,

training, research, and inrormaticn; also need to be established. The
overall objective 1s to mike services available and accessible to the

target populaticn."”

Cocunent: '"Metodo 1ﬂ'11 de Reglenalizacien de Servicios de
sSatud--iCHC-—~"ranloaclon Funclonal”

During our visits, mamy o the health orficials spoke of '"regionalization®
and each had dlfl:lont ‘ntm‘j:r:t“at*cr“~ of what the process wvas.

Regardless or the differcnces in interpretations, we find it important to
note that this process is taking place and would affect the management of
the family planning program in number of ways. For example, the director
Of a canton hospital would ncw be in charge of the units in his/her area
and he/she would supecvise and gather the data from those units in order
to send it to the provincial level. The new chief of area would be
involved in two activities (supervisicn and information reporting) that
she knew little or nothing about and had not done before. Other issues
that have keen considered in light of regionalization are discussed in the
section cn the family planning program in the area designated hy the
project.

B. History of Family Plannirg at MOH

In principle, family plannino services are available to the Ecuadorian
people through public sector delivery systems such as the MOH. The extent
to which the MOH actually provides family planning and IEC services is
limited by the different constraincs identified throughout this report.
Family planning services are offered at hospitals, urban health centers,
and rural health subcenters and posts. These services are provided as an
integral part of the MCH's "Division de Fomento y Proteccion”.



The department of Family Welfare was established in 1971, with assistance
from AID, and family planning services have been integrated into the
department's programs since that time. Even though the family planning
services are said to be an integral part of the MOH's program, in practize
their availability is limited ard their existence is not widely known.

The MOH personnel do little in terms of promoting the program.

AID's assistance served as the main force for the creation and expansion
of most Ecuadorian family planning activities in the public sector.
Howerer, funding of family planning programs has not been continuous.
AID's funding of family planning programs in Ecuador was terminated in
1975 as a result of the phaseout of all 1.S. bilateral assistance to the
country. After the phase-out of bilateral assistance, AID continued to
support population activities, although at a much reduced level. The
termination of major funding affected the growth of the program and during
the period of little assistance form AID, it was UNFPA who supported the
MCH division and the family planning program in particular. UNFPA
contributions allowed the "Division de Fomento y Proteccion" to continue
programs and to maintain a certain financial independence from the MOH.

C. Structure of Familvy Planning Proagram at the Hational Lovel

It was obvicus frcm our cc wersations with the person in charge of Welfare
and Protection that this division, like the 1OH, has undergone many
changes in the pacst. At this very noment, (April 1988) all of those
involved in the division were aware that there is a new organizational
chart being designed. The new organizational ctructure of the '"Direccion
de Fomento y Proteccicn' may ix found in exnibit 2.

Hote that the '"Direccien de Fomento y Proteccion" reports to the Direccion
General de sSalud and in turn has six departments reporting to it. These
departments are:

Health Educaticn
Pre-Schcol

MCH

Adolescents

Hutrition

Community Develcnment

Family planning is part of the MCH Division which has national coverage
and also acts as the Zone I IMCH departrment for 10 provinces. In the
second zcne which 15 the subsecretariat associated mostly with coastal
provinces, one finds an MCH unit that has an family planning component.
The next level down 1s the provincial one. At the provincial level cne
also finds the MCH department reporting to the Director for the province.
The next level is the Canton and here it is the director of the hospital
who reports to the director.

Under the ~urrent orgyanization, the other centers, sub-centers, and health
posts are Lupervised directly by the provincial staff. These other
centers, sub-centers, and posts do not have specially assigned MCH staff,



but rather have personnel who perform functions for all programs and
provide all health services. The idea of regionalization however, will
make canton hospital directors responsible for their area as a whole and
all of the health units inside the canton area. The following figure will
help the reader understand this better.

=10~



NATIONAL LEVEL DIRECCION NACICNAL FOMENTO Y PROTECCION
6 DIVISIONS

MATERNAL CHIID CARE
Atencion Obstetrica
Ginecology (DOC)
Family Planning

{persons)
SUBSECRETARIATS
ZONES I/1I1 MATERNAL CHIID CARE
(Family Planning)
(reporting to Subsecretariat)
PROVINCES
20
(6 IN THE PROJECT) MATERNAL CHILD CARE
(Family Planning)
(reporting to Provincial director)*
CANTON (AREA)

(Within proposed USAID Project)

40 Cantons:
Azuay-5
Canar-1
los Rics-o MATTRNAL CHILD CARE
El Oro-6 (Family Planning)
Manabi-3 (reporting to Provincial director)*

Guavyac -15

*  This hospital director is the person who will beccme chief of an area
wnen regionallzation takes place. For example, in Canar the person in
charge of the Hogpital in Canar now becomes responsible tor all of the
units in that geographical area.

-11-



At the canton area level is where we find the centers, sub-centers and
health y<sts. The total number of units in the project area is 492 of
which 35 are centers, 382 are sub-centers and 46 are health posts. The
province of Guayas is the largest and has 21 centers, 83 sub-centers, and
19 posts: totalling 123 units. The other provinces have the following
number of units (see follcwing table 2):

Table 2 *
PROVINCE TOTAL CANTON CENTER SUB-CENTER POSTS
Manabi 116 3 6 99 3
Los Rios 4 5 - 32 11
El Oro 3 6 1l 73 2
Azuay 60 5 3 52 -
Canar 63 1 4 43 11
Guayas 123 15 21 85 19
Total Project
Area 492 40 35 382 46
National 1257 388 63 870 235

The personnel involved in the various units are the following:

auxiliary nurse -- Health posts

rural medical doctor, auxiliary nurse, -- sub-centers

doctors, obstetrices, nurses, auxiliary nurses, —-- centers

cocctors (opaecialists), nurses, auxiliaries, etc. -- hospital
See exhiblts 2 and & ror a Jdescription of each of the units and the
personnel involvedd. In rmost cases, it is the auxiliary nurse who provides

the patient with supplies.

*  The source for this data is a 1987 chart elaborated by the MOH's
Nutional Department of Statistics. We have corrected the figures
where data aathered in the field differed from that in the chart. The
1987 chart is included in this vreport as exhibit 5.

=12~



When a patient enters any of the units for the first time a doctor (or an
obstetriz) must see her and give a prescription for the method she chooses
to use. In some areas the husband is also called in and a discussion is
held with the '"responsible couple". The patient proceeds to the pharmacy
where a person provides her with what she needs. There is no charge for
any method. In general, wost units are dealing with "walk in" patients
and do not go out to recruit new patients. Most people in he units
commented that the other programs available for children (e.g. leche
avena) are good to attract new clients.

It 15 the provincial level authority which sets up, staffs, and operates
the units in its geoqgraphic region. Supplies do come frem the central
level hcwever and we found that while one province lacked IUDs, another
had & surplus. The field units and the provinces ask for supplies everv
three months from the MCH central offices, and base their requests on
erperlence from previous years. When there are no supplies vrovidea by
the central level, or they are tardy in arrival, patients are told '"there
ara none avallable". There does not appear to ke geographic coordination
of supplies at any level, nor much attention to what really happens at
ezch service unit. Supplies inventcries balances and shortages are not
Fnown keycnd the unit level. Under regionalization, it is expected that
each unit in an area will ask for its cwn supplies to the chier of the
area (canton) who will in turn make his/her request to the provincial
level. Regional logistics and supplies management have not yet been
mentioned as an improvement cpportunity.

Until now, direct supervision was the responsibility of the provincial
staff (e.g. the MCH team supervised the running of its »rograms and
epidemiology did their supervision). Regionalization would mean that the
person in charge of the Canton Hospital (chief of area) would ke
responsible for supervision of the units under his canton. At this point,
it is nct apparent that communicaticn becween the various levels of the
family planning systems is strained or bureaucratic. Until now, there has
been a direct line of authority, but this may change with the new
requirements made by regionalization.

D. The Family Planning Promgmam in the Proiject Area

Although the provinces involved in the proposed AID and UNFPA projects
vary in terms of size, populaticn, infrastructure, culture, etc., our
goal 1s to provide a program flexible enough to meet the needs of all
the provinces. For this reasons, the des~ription of the family
planning organizaticn which follows represents a summary composites of
what we observed and were told rather than a description of any
individual province.

-]13-



TYPES OF SERVICES

Family planning services are generally integrated with other MCH sarvices.
Our observations showed that the MCH services are usually assigned a room
or two and services are provided by a doctor, a nurse, or auxiliary nurse;
this depends on the type of facility and the personnel available. Family
planning services are provided to those who request them and in most
facilities talks about family planning are given to mothers who come for
other services. There are attempts to work through mother's clubs and
home visits to increase the number of users but this attempt is sporadic
and usually done at the initiative of the person in the health facility.

Services include counselling, insertion of IUD's, distribution of other
contraceptive materiuls, and as stated, in a few cases, oucreach.

Supplies available to the arious facililies consisted of IUDs, pills,
condoms, and some creams. Quring 1987, some facilities did not get all of
the akbove suppllies and suffered shortages, while other facilities had a
larage supply that was unused.

Sterilization services are orfered at the "Centro de Salud Hospital" level

and the Frovincial Hospitals. The other facilities also refer patients to
the larger facilitles. xact information as to the exact number of
sterilizaticns was not kept at the services units. At most, some of the
centers we visited had an estimate, (based on memory) of the number done
per month.
Following are these findings:
Hospital Provincial (Azoques) 60 sterilizations
Hospital Cantonal (Canar) 10 -12 sterilizations per month
Hespital Cantonal (Gualaceo) 12 ~ 15 sterilizations per month
Hospital Cantenal (Gualaceo) 3 = 10 IUDs per month

None of the provinces visited had a CBD program but most did menticn that
vhen supplies ran cut the patients were referred to either APROFE or
CEMOPLAF; or they purchased supplies at a local pharmacy. It is apparent
that in most areas the private sector provides a significant portion of
family planning services. Ve were even told of cases where the MOH
auxiliary was also a sales representative of one of these private
institutions.

=14~



RESQURCES FOR FAMILY PLANNING SERVICES

As stated, family planning services are irtegrated with other MCH services
and are provided in one or two rooms in the same facility. The units
visited in the provinces of Canar and Azuay were generally clean and
adequate (with the excepticn of the Hospital Cantonalat Canar). The
facilities visited in Guayas were poorly kept and at the hospital in
Daule, they were inadequate.

All of the units visited had equipment and furniture consisting primarily
of desks, chairs, an examining table, a scale, sometimes an autoclave, and
a lamp. Some centers had problems with water and electricity).

Aall facilities were staffed by at least one auxiliary and the 1 .rger units
had doctors and "cbstetrices". Staff members are supposes to work 5 days
a week for 8 (or 4) hours* and schedules vary depending on the needs of
the area. Ve were told that personnel try to schedule their free days
Jointly so as to assure that someone 1s present at the center throughout
the week. Unfortunately, during our visit we feound 2 units closed because
or lack ol personnel. In rest units (sub-centers and centers) there is
what is termed a rural medical doctor (the reader can refer to exhibit 5
for descripticon of this position and further information on this group).
These doctors are temporary personnel who work for the MOH during one year
in order to cbtain a work certificate. Various people commented that
these doctors work approximately 150 days out of the year because they are
allowed to assist all congresses and meetings held for them. They also
have one month of vacation. Most central and provincial level personnel
suggested that little funds should be spent on this group given their
temporary statcus.

PROGRAM PLANNTHNG AND EVAIIATION

The most successful program execution is likely to occur when program
planning and evaluation has been carried out with participation and
commitment keginning at the lowest organizatioral managerial level.
Although there are forms used for some family planning program planning
and evaluation,

* Ve were told that the salary differentials between a person working a
four hour shift and a person working an eight hour shift were not
great. For example if someone in a particular category was earning
$20,000 for working 4 hours, the person working 8 hours was only
earning 24.000 or at most 25,000 Sucres. It is rather cbvious that
people would prefer to work a 4 hour shift and attend to their private
practice. We would recommend that no person in charge of MCH in the
provinces be working part-time. We did see an example of this in
Canar and we did not feel that person was aware of what was happening
in his province.

-153-



the medical personnel in charge of managing the service units are not
involved in the program planning of MOH family planning activities and
have not been trained managerially to tulfill their roles as service
center managers. Since the MOH has now embarked on a more '"bottom-up"
management process and this method simulates more the fulfillment of
realistically set objectives, it is deemed appropriate that the directors
of the service centers be trained in program planning and evaluation, as
service center managers, in the specifics of the family planning program.

Program planning and evaluation should include all basic aspects of the
structuring of policies goal and objective setting, and all resources to
meet expected resiits, qualitative/quantitative ard time programming, and
evaluation processes, benchmarks and forms.

MNone of the provinces visited had development plans for family planning.
Host officials interviewed informed us that they received their goals from
the central level. Some did lnow information regarding the population in
their area but had not proceeded to estimate the number of potential
family planning users in their area.

Supervision

It is our impression that in 1987 and 1988, supervision has been sporadic
and is not adequate. Supervision is more than a process of receiving
reports and delivering or authorizing the getting or supplies.
Supervision should e done on a regular bkasis. Regular visits to all
units however, while important to erfective service delivery, will remain
difficult and in scme cases almost impossible, due to MOH constraints.

Trose interviewed at the provincial level stated that the pattern of
supervision is changing and therefore little had been done this year. For
example in Azuay, supervision in the future will now be done by teams of
professionals from the different programs who will go out to a number of
units and supervise all programs. A different team will visit another
sector of te province and so on, always reviewirg all programs.
Apparently there is little time to do it all and some programs must
suffer.

Information Systems

Management information system considerations are divided into the
follc 'ing three parts:

Service statistics;
Inventory management; and
Relationship between services and inventory data.

(SN NS R
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Service Statistics:

Until 1982, service statistics at the service unit level were broken down
by family planning method for fiist, subsequent and total consultations.
Thereafter, due to a decision taken apparently at the central level,
reporting was revised so that the monthly reports only show the number of
new family planning users, subsequent and total consultaticns, without
discrimination by method. Since this report is collected, consolidated
and reported to each successively larger geographic level (now unit,
provincial and national; later also by area) all statistics only report
numbers of first, subsequent and total consultations of family planning
services, without a method breakdown. The service unit statistics do not
report the numker of mora permanent methods (such as IUD's, tubal
ligations) utiliced by patients in a particular area.

At the service unit and the provincial level, there is no uniform
definition applied to the terms "first" consultation and consequently, to
the tem "subsequent" consultaticon. In some service units, the
statisticians collecting this information interpreted "first'" cconsultation
to ke the consultaticn or patient walking into a service unit for the
first time in the histery orf that person at that unit. In other units,
"first" was understoad to ke the rirst consultation by a patient in thac
calendar yvear at that unit.

There is no attempt made, nor are personnel (medical or statisticians) at
the service units we visited aware of, how to relate total target
populaticn numbers (of MEF or MEFCUL, women in fertile age and who are
susceptible to ramily planning services) to service -tatistics so as to
determine the real coverage (or market share) of that service unit within
the catchment area of a service unit.

Due to these uncertainties and -he ones mentioned below, we believe it is
important that management information systems be defined and develcped so
as to produce reliable service statistics for management and impact
evaluaticn. The relationship between programming and evaluaticn data and
formats should be reviewed; programming tformats now only consider total
family planning services, whereas reporting also divide the data by rirst
and subsequent consultations.

Inventory management

Inventory information was not kept regularly and in some cases, not at
all, in most service units visited. Where they were kept, they were up to
nine months behind on recording inventory movements on each correspording
card (for apbout five products). Where they kept, there were no monthly
totals nor was information provided to the medical personnel of supplies
rocacion, prevalence and future needs. In a good number of cases, they
were no records kept, apparently because these supplies are gratis, and
were not recuired to be taken into account in the konding of personnel
responsible.  This was the case at an otherwise well-organized hospital as
well as at centers, subcenters and puestos.
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family planning supplies were normally well stored at the pharmacy. In
some service units, IUDs were stored and controlled by the obstetrician
who was responsible for them.

Relationship between services and inventory data

There was no attempt made at any service unit visited to cross-relate
service statistics with inventory data. The medical management
information which would permit reqular identification of resource
utilization at each center and which would identify available/overworlked
ph/sical and human resources was nrt readily available.

Logistics

In the abserce of information and projections of commodity use, the

logistics system is precarious at best. The present system seems to he

that a unit requests supplies rfor three months. The system seems to be

trat when a clinic rmuns low, the nurse travels to the provincial level and

obtains what che nceds directly. Agaln, the provincial level may ¢o to

the zonal level and ashk the personnel roporting to the subsecretariat rfor
1

supplics.  ror cxample, when [Uls were needed in Canar, the provincial
director qgot them personally trem the Subsecretariat in cuavas and more
specifically trom the percen in charge of MG, The team round that at the
service unit level, unavailabillty of supplies caused turning away or
patients, rathor than strong "pull or push" efforts to replenish supplies
down to the unit level.

We did not attempt to study this system in detail but noted that supplies
were treated dirfferently from other supplies because they were free of
charge to the MCH.

All of the units visited lacked material for IEC. HMost units are
involved, hcwever, in meetings with mother's clubs, talks to groups of
women coming to the units (approximately 30-40 women), talks in schools,
etc.. where such IEC materials would be very useful.

fuch meetings represent an untipped source of resources which could
benerit the expansion or the family planning program. If this resource is
to be incorporated in the ramily planning effort, they will require some
trainiig in concepts of communication as applied to family planning.

There have keen, and still are, attempts at cormmunity mobilization for
various health programs, through rural and urban-marginal promoters. The
urban group, however has leen canceled due to difficulties with labor
relations in the Guayas province. The MOH had established a group of
health promoters for the urban marginal service centers of Guayacquil,
contracting them rfor their services. This group became interested in
obtaining emplcyee, rather that contractor, status in their relaticnship
with the IMOH and pursued a legal/labor relations strategy for that. The
IMCH concluded that it would be inappropriate, inadvisable and
non-arfordable to establish this relationship.
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and has cancelled all relations with this personnel, also cancelling
thereby family planning services promotion with this method.

The rural promoters continue to work but they are paid by the community

directly. The MCH does assign the community a salary for the promoter,
but tolds no lakor relaticnship with these persons.

Community Distribution

Most clients receive family planning supplies by going to the MOH service
centers, receiving a prescription from the attending doctors, obstetrician
or nurse, and then going to the pharmacy section of the center to pick up
the supplies prescribed, when available. Family planning supplies are
also provided by the nurses who do home visits for service promotion.

The team tound that supplles were not regularly available at rural
clinics. Since rural services are of significant importance in the
proposed USAID project, particular attention should be paid to
apprepriately stocking rural posts and subcenters.
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IV. FUTURE EXPANSION OF FAMILY PLANNING ACTIVITIES AT THE MOH

The Ecuadorian MOH has become dependent on intermational agency
cooperatlun in order to carry out ramily planning programs, including the
provision of family planning supplies, equipment purchases, and funding of
specialized personnel. The MCH has not assigned funds from its own
resources, even when supplies dwindled, agreements with agencies ended,
external funds were used up, and contlnulty of services and supplies to
patients was interrupted. It appears likely that this will continue to be
the future policy ot the MCH, given the lack of public emphasis and
internal priority given by {ICH to Family Planning, the budgetary
restrictions and the expectaticn of receiving continued internmational
agency support.

The MOH is negotiating concurrently the approval of ramily planning
supporting agroemcnts with two intermational agencies: UNFPA and USAID.

A, THE UNFPA PRQIECT

This new project was conceived in June 1987, at the end of the previous
project. It was presented in September and has been in negotiaticn since
then. The UNIFPA project coordinator in Ecuador expects it to be signed by
June 1988. The project has a two-year budget of abeut USS 1.4 million,

and 1s programmed for two two-year cycles. The hkudget lnClLlu the
balance from the last proj=-t plus a ceiling of abeut USS 600,000 per vear
of new funds. If the rirst ¢yele Is successtul, an esxtensicn is
considered prebhable.

The overall thrust of the proposed agreement is maternal health and family
plannirg areas; it does not include child health. It is philoscphically
presented as part of an integrated program kut since in fact there are no
integrated systems, prersonnel management and practices at the MCOH, it
concentrates cn serving wemen in the areas of pre- and post-partum care
and family planning.

There are two majer components to the proposed agreement: one rocuses on
S1® provinces sclected as part of the project area, and the other on the
national level.

Program for Selectod Project Areq

In six prov1:c S, the progran contermplates training and equipping field
th

personnel a e FCH service delivery centers “ery hasic ecquipment is to
be provided 1or puestcs, subcenters and centerq, ardd training is to ke
provided for stable perscnnel at these field posts (such as nurses at all
levels, chstetricians and permanently 1@31qncd ucctor with little

training to ke provided tor the cne-year tour-or—duty LLral dectors) . The
training Is criented to technical areas and does not include ranagement
training of any kind.



The project provinces are under the administrative jurlsdlctlon of Zone I
and include the following provinces, a population universes and
establishments (provincial and canton hospitals, centers, subcenters and
posts) of the MOH. See Table 3

Table 3

Province Population Number of MOH
Universe * Establishments

Carchi 29.183 33

Imbabura 57.442 51

Pichincha 408.427 132

Cotopaxi 62.195 53

Tungurahua 30.967 65

Esmeraldas 67.177 85
705.391 419

* Universe of Women of Fertile Age, in Union, Receptive to Family

Planning Services. Source: "Proyecto de extensicn de Cobertua de
servicio para el bienestar tomiliar en las provincias del Canar,
aAgquay, liapo, leos Rics, £l Oro.'", Dratt proposal agreement MOH - AID,
1987. That report citeos ZIBESA 1987 as source.

The MCOH goal in the LHFPA prolect 1s to gerve about 100 of the

above-indicated total population during the two vears of the project.
This is ecuivalent to providing about 70,000 cons ultations, which appears

to ke fairly deable undertaking, since the MOH provided about 16,77
consultations during 1286 (a vear with supplies available only for the
secend semester) and about 4,861 consultaticns during 1987, a vear when

UNFPA supplies were regularly available. see table ..

Table 4
Service Statistics tor UFPA Project Provinces
Total Consultatiocns

Province 1987 1986

Carchi 1,220 773 Annual
Imbabura 5,331 1,333 Average
Pichincha 38,341 11,132 UNFPA
Cotopaxil 4,156 808 Project
Tungurahua 9,024 1,180

Esmeraldas 3,357 851

TOTAL 61,439 16,077 35,000
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In addition, the proposed UNFPA program contemplates supervising and
supplying the maintenance of family planning act’vitins in the province of
Chimborazo, which was equipped during the previous program. Equipment to
be purchased is for primary preventive services with litt'e budgetary
attention to purchasing hospital services equipment. about half of the
budget (which iIs approximately $ 250,000 per year) is to be dedicated to
this component.

Program on A Hational Ipvel

At the national level, the proposed UNFPA project includes:

a. Training akout 400 midwives, and equipping them with basic
delivery kits. The average cost per kit is expected to bke about
US$29, totalling US$11,600 for supplying them all.

b. Providing ramily planning supplies worth US$700,000 during the
life of the two vear projoct. Wemen of fertile age number 2.1
million; a part of whom will ke served with CUFFA project
supplies. MAssistance is Lelng obtailned trem USAID in the rorm of
marketing intcrmation in order to evaluate and direct the
supplies requests UNHFRS recelves from the MOH.

Qurrent Status and Tonovaticons

At the end or iarch 1982, two versions of the proposed agreement have been
reviewed with the MNCH and a thiru version was being refined at the MOH
headquarters in Juito.

Applying some of the losseons learmed in thelr previous project, UNFPA has
introduced ceveral design innovations in this new project. These are:

1. UNFPA Administrative support

An UNFPA-pald 2 person team has been hired and is working on
obtaining scme base intformation and setting up some basic
guildelines, kefore the work starts, in order to racilitate
project administration. Following is a list of the team members:

a. One doctor (on leave torm the Instituto Ecuatoriano de
Sequridad Social)

b. Cne nurse.

c. Cne administrative office.

This unit is to be the administrative arm of UNFPA for the proposed
project. It began three months before project start-up in order to
identify existing and needed physical resources.
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Work in One MOH Zone

Six provinces which fall under one geographic area and are
administered by one of the two subsecretariats were selected.
This selection will facilitate proiect execution. FPrevious UNFPA
projects which required multi-regional authorizations at the MOH
were bogged down administratively.

Complementary equipment purchases

Equipment purchases have been minimized, and are designed to fill
in gaps and optimize existing equipment utilization. Preliminary
surveys carried out by the UNFPA project coordinator showed that

much equipment was stored and unused.

Under this same appreoach, UNFPA will try to avoid purchasing
vehicles and will instead reimburse all travel expenses that may
be necessary by MCH personnel.  The MOH, nevertheless, ig
interested in chtaining about six vehicles using project funds.

Targeted Training

Training is to e provided to personnel who are interested in
providing and expending ramily planning service, and who are
stable at the MOH service units (subcenters, centers and
hospitals). These are auxiliary and principal nurses and,
obstetricians. Doctors have traditionally shown reluctance and
disinterest in providing these services and have delegated this
work to the chstetrices. The doctors are to participate in
training as neocded to support the project.

Based on experience with the previcus project and the initial activities
of the current UNFPA project-to-ix, the UNFPA Coordinator identified the
following manag=ment weaknesses:

1.

Logistics

Legistics managament tor continued and controlled supply to the
MOH centers is a major need. During the needs assessment team
visit, recording and reporting of supplies at the service centers
appeared adequate in some areas and poor in cthers (especially so
with family planning supplies which are free of chargye to the
MOH). The continuity of supply was dericient.

Statistics

A system for reliable up-to-date and appropriate statistics
generation and recording should ke developed which would include:

* a system for collection of cuality data
* capacity to analyze and interpret the data

Analytical and interpretative capacity appears to be scant at the
MOH provincial and central levels.



3. Program Managemen'.

Medical personnel directing national, zonal, provincial, canton
offices and supervising the provision of services at the MOH
centers require program management training to implement the
program not only frcm a technical approach but also frem the
managerial approach in order to marshal efforts and resources to
accomplish the project goals in an institutional setting.

4. Personnel Administration

Assignment of perconnel appropriately qualified to carry out
their functions is necessary; for example hospital directors -..ho
have had some training in public health or basic management.
This appears to be a need at central, regional, provincial and
iocal level. This also appears to be applicable for choosing
appropriate personnel to be UNFPA and USAID project counterparts.

5. Family Planning Priority Motivation

Particular attenticn needs to ke paid to the tocus of the
training so as to tulfill not only project goals but also those
of institutionalizaticn of the family planning activities at the
MOH, at a highcr and more centinuous activity level than before.
If possible, those activities will contribute to having the MOH
recognize ramily planning services as a high priority, to be
accompliched, it necd ke, with suppest of MOH funding during
times of limited or no international agency support.

It appears that the project raoguires Ministerial-level policy and program
endorsement tor the internal staff of the MOH to assign appropriate
importance to the project. Given the expectad turnover and uncertainty to
be produccd by the government change in August 1983, the combination of
emphasis at the field level complemented by Ministerial-level endorsement,
when 1t comes, is expected to produce overall project effectiveness in
Implementation.

B.  THE FROICSED USAID PRQJECT

The general geals and specific objectives of the proposed MOH-USAID
project (revised version dated early April 1983) in sum are:

* To promote a responsible family planning program that takes into
consideration the parent's right to choose the number of children
they wish;

* An adequate relationship between population growth and the
socio-economic development process of the country, and;

* The incorporation of women into all aspects of society.
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4  Train 100% of the project personnel who will carry out activities in
Maternal-Child Health and Family Planning.

5. Train 100% of the students enrolled in freshman and junior year of
high school on MCH and in aspects of paternal responsibility.

6. Train 100% of the provincial and area directors in management
development aspects.

7. Assure that 100% of the cperational units (involved in project
execution) are QGUlppcd and have the materials necessary to accomplish
their objectives, in accordance with their levels of complexity.

8. Implement in 100% of the operational units (executing the project) the
needed instruments of information, training, supplies and records that
will improve the quality of care"

The goal of a 50% increase in contraceptive usage is to be accompllshed in
the tollowing provinces with the following pocpulation (of women in fertile
age receptive to ot family planning services) and number of MOH service
centers: See Takle 5.

Table 5

Provinces Population Number of MOH
Universex* Establishment

Canar 9,641 63

Azuay 27,120 60

Manabi 28,032 116

Los Rios 7,232 48

Guayas 79,633 123

El Oro 11,929 32

Total 163,587 492

* Women in Fertile Age in Unicn, Receptive to Family Planning Services.
Source: same as Table 3.
The goal of a 50% increase in usage over the seven semesters of the
proposed project is equivalent to an increase in 81,793 consultations over
the life of the project. In 1956, the number of consultations in the six
provinces covered by the project was 27,153. During 1987, the number of
annual consultations increased conciderably by 37,280 to 64,438
consultations per year, due to more reqular dVillablllty of supplies.
Given the availability of physical and human resources that were cbserved
at the MOH service centers by the MSH team and assuming appropriate
conditions will be provided, it appears that this goal of increased
services could ke achieved.
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Nevertheless, doing so will require a significant effort, since in 1987
the total number of new consultations in these six province was 25,618.
The MOH central orffice staff considers that the centers have sufficient
capacity available to accommodate the increased demand of family planning
services. The MSH needs assessment team observed in some centers that
there may be a need to better balance personnel and physicai facilities
resource utilization to serve the user better. See Table 6.

Table 6

Service Statistics in the proposed USAID Project Provinces

Project
Annual
Province 1987 1986 Average
Canar 4,320 1,255
Azuay 6,4U5 2,075
Manabi 14,824 4,176
Los Rios 4,812 1,146
Guayas 53,679 16,559
El Oro 6,017 1,947
TOTAL 90, 057 27,158 23,369

Another major goal of the proposed USAID project is extensive and expanded
training activities. This training will necessitate considerable
preparation of instructors, course materials, and IEC family planning
materials. They are not currently available at the service centers, nor
at central or provincial offices of the MOH. Preparation of these IEC
materials will require taking into account the socio-cultural and
geographic dispersion of the potential student body to be trained, at:

MOH service centers;

MOH provincial and regional offices;
Communities; and

High schools;

* %k ok

all ot which are spread over two different MOH administrative and
geographic regions, and which will present technical as well as
administrative challenges.
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V. RECOMMENDED MANAGEMENT TRAINING AND TECHNICAL
ASSTISTANCE ACTIVITIES

Management Training Needs

Following upon our assessment, we have developed a series of general
objectives to which we feel all Management Training for the Family
Planning program in the MOH should adhere.

These general objectives include:

w

Sufficient family planning personnel in each province should
participate in Management Training to insure the existence of a
"critical mass" able to affect the way in which management is carried
out in the future. It is unrealistic to believe that training one or
two pecple frem any gilven province will have a significant effect on
the family planning program in the long run.

Training shculd be apprepriate to the level of program in each
province. Family planning programs typically follow a pattern of
organizational growth, with particular management skills more critical
than others during cach stage.

All course elements should Le developed to facilitate their subsequent
use by trainers during abbreviated iveetings or courses for groups not
requiring the full course content. These modules should be of short
duration.

Participants should include family planning program staff from all
relevant levels of the health system. In addition, it would be useful
to include training for all province executive level versonnel with
authority over the family planning program even though not directly
related. Strong management skills at this higher level would benefit
the family planning program by enhancing the overall resource
management of the health system which is particularly important
considering that here in the MOH the family planning programs are
integrated into the other services.

Management Training should be as cost-effective as possible, seeking
strategies which provide the greatest mana-erial impact per unit of
investment. This impact should be geared toward institutionalizing
management bzhaviors and systems which will remain beyond the life of
the project.
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General Considerations

First of all, in the initial training, provinces should be grouped
according to their level of perceived management ability. Ideally,
management training should be given on a province-by province basis, but
this may be unreasonable in terms of cost. As a compromise, we suggest
separating the provinces into three general groups. The criteria for this
division is quite simple, keep the provinces from the different zones
together and group those provinces that are similar from the same zone.
Finally, separate the Guayas province given its size and its particular
complexity.

Secondly, the separation of the provinces into three groups permits the
inclusion in the initial training of province representatives from the
groups to be trained later. This is important as it represents the basis
for a multiplier effect within each province. TFor example,
representatives from the Guayas province can attend the training oriented
for Canar and Azuay and in tuin be trained as trainers for their own
provincial program. We also recormend that a person be designated
ultimately responsible for organizing and actually doing the training in
his/her province (training coordinator).

This person will be responsible for coordination of activities for other
levels of the provincial system.

Province~Level Courses

One of the primary objectives is to extend management training to a
sufficiently large group in each province to insure that the concepts and
behaviors bkecome institutionalized, and that they do not depend on the
presence of any one individual. For this reason we suggested above
assigning a person from each province to be at Training Coordinator. This
person should attend the first workshop. The workshops recommended and
the suggested participants for each workshop are listed below:

1. An initial workshop in order to inform everyone about the program
and to further develop each province's plan for family planning.

This workshop should be attended by all those involved in family
planning at the central, subsecretariat, province (those in the
project that respond to the previously annotated quidelines), and
canton level.

Approximately 72 people would be included in this workshop and
they are: about 14 people from the central level including the
two subsecretariats; three members of each of the six provincial
staffs (director, and two MCH staff members) which totals 18
persons; 40 canton hospital directors (they may also be
accompanied by the person in charge of MCH.)
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In the end, the total number of participants may well be over 100.

Our recommendation would be to separate them into three or four groups
maintaining the province personnel together. We suggest the following
grouping of provinces:

Azuay and Canar - Zone I
Manabi, El Oro, Los Rios - Zone II
Guayas - Zone II

Guayas, due tc its size, may kept separate.

2. A basic '"regional" management course for the provincial people
who manage areas and hospital directors who under regionalization
become area managers in charge of hospitals, centers, sub—centers
and health posts in their area. The preference should be for
participants who are in more permanent positions and directing
activities in their units. The approximate number of participant
for this course is 60.

3. A basic "service center" management course for the following:
hospital directers, center and subcenter personnel permanent and
directing activities. The course should include planning,
organizing and controlling, and be structured in modules.

The tctal number of participants for this course may well be over
400. Again cur suggestion would be to take each province
separately and do a series of these workshops. It may even be
possible to train tralners in each of the provinces and save
substantially by having a multiplier effect.

Following the Basic Workshop, each Provincial Training Coordinator should
plan activities for their province and begin to organize courses. He/she
should have prior experience as a trainer, and preferably have attended a
Training-of-Trainers workshop. Nevertheless, we doubt that this person
will be able to replicate the Basic Workshop the first time alone. 1In
appendices D, E, F, and G, we have prepared a draft of training
cbjectives; list of problem areas and management needs; and skills
participants should have acquired in the courses.
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Technical Assistance Needs

The following outlines hasic technical assistance activities to assist the
increase of family planning activities and support their
institutionalization.

Design and implement a basic but comprehensive MIS system

This effort should include a review, redesign and implementation, of
the services activities recording and reporting at the service unit
level (hospital, center, subcenter, post), that would:

Standardize the definition and interpretation of what constitutes
first and subsequent visits.

Establish the methodclogy to convert the number of visits (new
and subsequent) per period to the number of users attended per
pericd.

Record, for the period and cumulatively, the number of users that
use methods not requiring constant supply of contraceptives.
Design the rorms (for recording and reportirng), their contents,
methodology and usage to be as simple as possible and, at the
same time, ke usable by service center minagers to manage their
unit, organize its resources, and maintain steady supplies.
Facilitate the concolidation at the area, provincial, zone and
national levels.

Easily provide basic indices for reqular analysis and
interpretation of what is happening within each gexgraphic
grouping of service units, and stimulate rorward thinking to
improve service provision.

Design and implement an Inventory recording and reporting system that
would:

Apply to all service centers the basic inventory recording, used
already in many service units

Stimulate forward planning of supplies needs and identify service
gaps due to lack of supplies

Facilitate "squaring' of supplies consumed with users attended,
and develcop the indices needed to compare with application of
norms.

Consolidate geocraphic information on available inventories at
the area, provincial and zonal levels to facilitate balancing of
supplies to fill gaps and better meet their scarcities.
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EXHIBIT 3

NDefinicidn de los Establecimientos de Salud del Sistema de Servicios

del Yinisterio de Salud Fiblica de Ecuador

1. Puesto de Salud

Es una unidad operativa del sistema de servicios del MSP de
atencidn primaria* implementada para prestar acciones de sa-
lud integral enfatizadas en salud Materno-Intantil, inmuniza-
ciones, nutricidn, atencidn sintomitica de pacientes y mejora
miento delmedio ambiente rtural.

Se cncuentra ubicada en cabeceras parroquiales con una pobla-
cidn menor de 1,300 habitaustes v en localidades rurales: re-
clntos o anejos impertantes.
Cuenta permancentemente con personal quxiliar de =nfermeria, vy plan-
ta {isica y cquipamiento para cumplir los programas corres-
-nondientes al Nivel T del-Sistema de Servicios, constituyen-.
1o la base de la pirimide de regionalizacidn y del sistema de
referencia,. sirve Jde puerta de_entrada al sistema, dentro del
al reficre los pacientes al Nivel [T (SCS) recibe la super-

cu

visién técnico-administrativa de este nivel y del CSH; estimu
la 12 organizacidn de la comunidad y se apova on la participa
cidén activa Jdel sistema informal de prestacidn de servicios.

[§S]

. Subcentro de Salud

Es wna unidad cperativa del sistema de servicios del M.S5.P.
implementada para prestar acciones de salud integral, con én-
fasis en Salud Materno-Infantil, inmunizaciones, nutricidn y
atencién médica bisica, exclusivamente ambulatoria, con equi-
po de apoyo Je diagndstico elemental; asi como accisnes de
mejoramiento del medio ambiente.

Se encuentra ubicada en cateceras parroquiales con una pobla-
cién mayor de 1,500 habitantes y cuenta permanentemente ccn
personal médico, cdontoldgico y auxiliar de enfermeria, plan-
ta fisica y eguipo para cubrir lcs programas contcmplados en
el Mivel II del Sistema de Servicics de Salud.
#"Atencidén primaria es aquella que satisface necesidades de salud
simples, generalmente agudas y muy frecuentes; con una combing-
cién de recursos simples, fdcllmente accesibles y de corta utl-

lizacidén'.
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EXHI3IT 3 (Continued. . .)

Atiende la referencia técnica del Nivel I y refiere pacien-
tes a los niveles III, IV v V.

Participa la supervisidén del Nivel I y es supervisada por
personal de los establecimientos del Nivel III.

Constituye el primer escaldn de la integracidn docente-asis-
tencial del sistema, para la formacidén de los recursos huma-
nos de salud.

Centro de Salud Hospital

Es una unidad operativa del sistema de servicios del Ministe
rio de Salud Piblica, implementada para prestar acciones de
salud integral con &nfasis en salud Materno Infantil, inmuni
taciones, nutricidn y atencidn médica bdsica, fundamentalmen
te ambulatoria y hospitalizacién de corta estancia gineco-
obstétrica, pediatria y cmergencias médico-quirQrgicas, asi
como acciones de mejoramiento del medio ambiente.

Se encuentra ubicada en cabeceras cantonales con una pobla-
c1én mayor de 5.000 habitantes o-en localidades importantes —-
por su desarrollo socio ccondmico.

Cuenta permanentemente con personal médico, odontoldgico, de
enfermeria, obstetricia y personal de apoyo técnico, adminis-
trativo y general, asi como planta fisica y equipo, inclusive
de equipo bdsico de apovo para el diagndstico y tratamiento
de enfermedades con todo lo cual estd en capacidad de cumplir
los programas contemplados en el Nivel II del sistema.

Constituye el segundo escaldn de la integracidn docente-asis-
tencial del sistema para la formacidn de los recursos humanos
de salud.

Atiende la referencia técnica de los Niveles I y II y refiere
paclientes a los Niveles IV y V.

Comanda la planificacidn y ejecucidn de las acciones en las
unidades de los niveles I y II de su jurisdiccidn y reali:za
la supervisidn técnico-administrativa programada de las mis-
mas.

Es supervisada por personal de los establecimientos del Ni-
vel IV o de la Jefatura Provincial de Salud.

Colabora con las acciones de investigacién clinica epidemio-
légica y social programadas.
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EXHIBIT 3

Hospital Base

Es una unidad operativa del sistema de servicios del Ministe-
rio de Salud PGblica, implementada para prestar acciones de
salud integral, con énfasis en acciones de recuperacidn de
las cuatro especialidades bésica, inclusive psiquiatria de
agudos, y en acciones de salud Materno Infantil, inmuni:zacio-
nes, nutricidn, asil como acciones de mejoramiento del medio,
con la participacidn de los centros de salud urbanos de su
jurisdiccion.

Se 1‘uunt13 UOlCSJJ en cabeceras provincialc* o en localida
des que sirven de¢ base para la organizacidn de areas progra-
matica

Cuenta con personal médico para la prestacidn de especialida
des bisicas, de clontologlia, enfermeria y cbstetricia, al
lgual que otro peirscnal de apoyo técnico, administrativo y

~auxiliar para el cumplimiento de sus actividades; asi como

planta fisica y equlpo, inclusive equipo de apovo para alag

noéstico y tratamiento especializado, con todo lo cual esta

capac1t4do para cumplir los programas, contemplados en el Ni ™

vel [V del sistema.

Constituye el tercer ¢scaldn de la integracidn docente-asis-
tencial del sistema para la formacidén de los recursos huma-
nos de salud.

Aticende la referencia técnice de los Niveles II y III y de
los Centros de Salud urbanos, y refiere pacientes a 1os esta
blecimientos de Nivel V.

Supervisa la realizacidon de las acciones del Nivel ITI.

Es supervisada por personal técnico-administrativo de la Je-
fatura Provincial y por personal técnico del Nivel V.

Realiza ac-iones de investigacidn clinico-epidemioldgica vy
social programadas de acuerdo a las necesidades del sistema.

Hospital Especializado

Es una unidad operativa del sistema de servicios del Ministe
rio de Salud Ptblica, implementada para prestar acciones de
salud integral, ccn &nfasis en las acciones de recuperacidn
en las CSpCLlalldadLS bisicas y de alta complejidad médico-
quirlrgica y acciones de salud materno infantil, inmunizacio
nes y nutricién, asi como acciones de meJoramlpnto del me-
dio, con la participacidn de los centros de salud urbanos de

su jurisdiccién.

nty
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EXHIBIT 3 (Continued. . .)

Se encuentra ubicada en cabeceras provinciales que cuentan
con facultades de Ciencias de la Salud. Cuenta con personal
médico y odontolégico apropiado para la prestacidén de las
especialidades de alta complejidad vy personal de enfermeria,
cbstetricia, al igual que otro personal de apoyo técnico, ad
ministrativo y auxiliar para el cumplimiento de sus activida
des; asi como planta fisica Yy equipos, inclusive equipo de
apoyo para diagnéstico, tratamiento, investigacidn y docen-
Cia especializados; con todo lo cual esta capacitado para
cunplir los programas contemplados en ¢l Nivel V del sistema.
Constituye el cuarto escaldn de la integracidn docente-asis-
tencial del sistema para la formacién y especializacidn de
los recursos humanos de salud.

Aatiende la referencia técnica de 1os otros niveles v de los
centrog de salud urbanos. Su opinidn cientifica sera la ba-
Se para la futura referencia internacional por insuficiencia
de tecnologia médica nacional.

rvisa las accicnes mdédico asistenciales Jo los estableci-
ntos Jdel sistema dentro de la jurisdiccidn que para el
to establezca el Ministerio.

Programa, dirige, coordina, supervisa v evalia las acciones
de investigacidn clinica-epidemioldgica vy social, de acuerdo
con la politica de Salud Nacional y las necesidades del sis-
tema.
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EXHIBIT 5

Reglamento para el Ejercicio de la Medicatura Rural

I. Introducciodn

las acciones del médico en el drea rural, estan destinadas
a mejorar el nivel de salud de la comunidad, trabajando con ella
v nara ella, orientando sus aspiracicnes y desarrollando una Me-
dicina Social e Integral, dentro de los conceptos de universidad
v continuidad.

La presencia del médico on esta drea le convierte en un 11i-
Jor comunitario, situacién a t-avés de la cual debera realizar
icoiones que le permitirdn orientar al equipo de salud bajo su
rcsponsabilidad, a la comunidad por medio de sus organizaciones
reconocidas, siguiendo las instrucciones, normas manuales Yy OtTOS
_rocedimientos gue del Nivel Central le llegaran a través de las
Teiaturas Provinciales, que constituyen su inmediato superlor.

.I. Antecedentes

T a) E1  Decreto Supremo N°d4-del -3-de julio de 1970, publica-_

o en el Registro Oficial N°}3 del 8 de los mismos mes y afo, es
rablece la obligatoriedad para los graduados cn medicina, odonto
logia, obstetricia y enfermeria para que presten sus servicics
nrofesionales en el Plan Nacional de Medicina Rural, como requi-
5ito previo a la inscripcidn de sus titulos, para que puedan
c¢jercer su profesiodn.

b} E1 (proyecto de) Acuerdo suscrito entre el Ministerio de
Salud v AFRME, que establece que el ejercicio del afo de medica-
tura rural forma parte de programas de educacién médica continua
da v como tal, se le considera una Residencia Médica Rural.

[11. Funciones

Fn virtud de los uatecedentes expuestos, el Médico Rural,
cumplird por el lapso de un ano, actividades de Director Médico
rratante del Subcentro correspondientes, con exclusidn de otro

tipo de actividades, sujcto a las siguientes obligaciones Y de-
rechos:

a) Trabajar ininterrumpidamente cinco dias a la semana,
que responderan 2 las necesidades de la demanda y programacién,
de acuerdo al calendario que fijara la Jefatura Provincial de
Salud respectiva.

b) Residir obligatoriamente en el lugar asignado para que
cumpla sus funciones especificas.



EXHIBIT 5 (Continued. . .)

c) Someterse a un horario de 8 horas diarias, y en las 16
horas restantes atender todos los casos de emergencia que se
presentaren.

d) Siendo el representante legal del Ministerio de Salud PQ
hlica, cumplird las delegaciones emanadas de la Ley, frente a si
tuaciones juridicas que le fueren requeridas tales como el reall
zar reccnocimientos médicos, autopsias y otras disposiciones de
ddigo de la Salud v mas leyes en vigencia.

) Realizar las actividades programadas por el Ministerio
Je Salud y AFEME, tendientes al mejoramiento de la Salud Rural,
en las campos cientifico, admintstrativo, técnico y de caalyguier
stro orden.

paclidn de autoridad gque fuera conferida
2}

£r) Aceptar la dele
por Autoridad competent

g) Bajo su respensabilidad actuard el personal médico y pa-
smédico-v-cuanto perscnal-de salud trabaje en la zcna y supervi
ara v controlard las activilades técnico-administrativas del

nersonal. del Subcentro.

e

..

h) Asistir a reuniones académicas, administrativas, progra
madas por la Jefatura Provincial y el Subcomité de Salud Rural
de su jurisdiccion.

i) Presentar mensualmente la informacidn estadistica de
sus actividades y la del personal de servicio a la Jefatura Fro
vincial respectiva.

ud indis-

i) fealiza el pedido de equipo y material de sal
nensable, a las Jefaturas Provinciales, justificando ¢stos con
t1

L
b J 1 r
ividades de los prcgramas que cjecuta.

X) Anualmente, el profesional cesante en sus funciones debe

rd verificar el inventario de bienes y medicinas del Subcentro
del cual es responsable en calidad de cuenta-dante con el visto
Sueno de la Jefatura de Salud Provincial corresperndiente y luego,
ccn 21 médico entrante, deberd realizar un acta de entrega-recep
cién. Asimismo el Director del Subcentrc deberd llevar el esta
do de cuentas diario por concepto de servicio, expendio de medi-
cinas v otros, y a fin de mes, el respectivo balance.

1) Presentar, por requerimiento del Ministerio ¥ Asociacidn
Je Facultades de Medicina, un informe final sobre las activida-
des v observaciones de cardcter biopatolégico y otras que lc fue
ron encomendadas; requisito sin el cual, la Jefatura Provincial
correspondiente no le acreditard el afio de trabajo rural.
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EXHIBIT 5

¢) Por la tercera vez, serd sancionado econdmicamente de
1cuerdo a la gravedad de la falta y al criterio del Jefe Provin-
cial respectivo.

d) El abandeno injustificado de su lugar de trabajo en for
ma reincidente dard lugar a la suspe ensidon temporal y aln a la
cancelacién de su caryy, sin perjuicio de que el Ministerio de
Salud Pablica, de acuerdo a la magnitud de la falta, pueda se-
gulr la accidn legal correspondiente.

VI. Derechos del Praofesional que Cumplid el Afio de sSalud Rural

£l cumplimiento satistactorio Je sus obligaciones. debida-

mente cerritficado por los Departamentos correspondientes del
Ministerio de Salud v AFEME, a través de la Facultad respectiva,
acreditard al Médico Fural los siguientes derechos:
a) El Tibre ejercicio Jde la profesién.
b) Optar por residencias NWospitalarias a otros niveles.
¢] Optar por beucas para du1est11n ento en el pais~o-en el
exterior, de acuerde a las necesidades nacionales.

d) Optar por la docencia.

e) Posibilidad de continuar ejerciendo sus funcicnes como
Director del Subcentro.






SUBCENTRO' DE SALUD EL VALLE
Dos estudiantes de Enfermeria

DIRECCION' PROVINCIAL CANAR (Azoguez)

Dp. Oscar Martinez, Ditector

Dr. Marcelo Sacoto, Jefe Materno-Infantil
Lie., Blanca Toledo

Estadistica Sr. Edgar' Pesantes

HJSFITAL ,ruT JAL LUIS F. MARTINEZ
n. He

CENTRO DE SALUD HOSPITAL CANAR

Dp, Milton Romo, Director
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initial stages of development)

Design of structures. and  mechanisms (i.e, Job
descriptions) for delegating tasks

Development of improved supervisory structures and
mechanisms, with clear distinctions among supervision
control and evaluation

Coordination among national and international agencies
intervening in FP program

Coordination between the public and private sectors

L)

Evaluation and Monitoring

1

no

La)

Operations research  to provide information for
decision-making
Procedurss to monitor the evolution of activities and

utilization of resources
Frocedures  to evaluatel on a regular basis tne
achievements of the programs










40

Undertake operations research as a tool to generate
data userful in the management of the FP program;

Develop an  operational plan with procedures and
mecnanisms for  monitoring  progress, Determine
indicators and 'data needed in terms of target
populaticn covered, activities undertaken and nesources
used;

Determine how to collect the data, with what resources
and how often;

Lwr ]

evelop an operational plan including procedures and
mechanisms to measure the npresults obtained and follow |
the progress of the FP program.







