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Executive Summary 
-- 
Devel!opment Assodates, Inc. El Salvador 

Scope of Work 

USAID/El Salvador, Office of Health, Population, and Nutrition (USAID/ES. HPN), developed 
the following plan for the interim evaluation of Project No. 5 19-0363. Family Health Services, 
authorized in 1990. by the Salvadorean Demographic Association (SDA). The Project has a 
life of 5 years, with total funding of $35,826,000 (USAID input = $22,000.000 and SDA input 
= $1.3.826,000). The Project purpose is to continue and to expand the delivery of birth 
spacing and Maternal-Child Health (MCHJ services to high risk populations in rural and 
marginal urban areas and to improve the quality and efficiency of these services. Cambridge 
Consultation Corporation (CCC) was hired to provide technical assistance and monitoring. 
The goals of the interim evaluation were to: 

1. Evaluate the reorganization and expansion of rural health services, including regional, 
satellite, and marketplace clinics; the physician-referral system with particular 
emphasis on efficacy (including method mix); and general project logistics, technical 
assistance (received and required), IEC/training, and sustainability. 

2. Evaluate the institutional development of the SDA focusing on social marketing and 
ultimate sustainability, program evaluation and management capability. 

3. Describe the Project's impact on policy development and research. 

The evaluation team from Development Associates was led by Victoria Wells. MD, DPH. Chief 
of F'arty, Population and Family Planning Specialist; Maria Gutierrez-Valencia, Social 
Marketing and Economics Expert; Diane Urban, Information. Education/Training, and 
Communications Expert: and John Wolff, Logistics Expert. 

The team uttllzed these methods: 

1. Interviews with key persons at  SDA, Ministry of Health (MSPAS), CCC, and USAID, 
and intervfews with the private sector (physicians, church leaders, consultants). 

2. Observations and questionnaires used in rural and marginal urban areas in each of 
the four regions (Central. Paracentral, Occident. Orient). 

3. Review of official project documentation and correspondence. 

4. Analysis of pertinent demographic, financial, and clinical statfstics. 

5. Site visits to 4 regional clinics. 4 satellite clinics, 4 marketplace clinics (2 fully funded 
by SDA, 2 provided only contraceptives by SDA), and the warehouse in each region. 

El Salvador 
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Deuelopment Associates, Inc. , 

6. Site visits to homes of Profamilia Health Promoters (PHPs) and Distributors of Rural 
Contraceptives (DARs) in three of the 4 regions. 

7. Review of short-term consultants' reports, CCC monitors' evaluations, and SDA 
supervisors' evaluations. 

A COMPONENT I: Family Health Services Delivery 

Reorganization and Expansion of Rural Sentices 

1. The SDA deserves to be recognized for working effectively to reach its rural health 
program goals. 

RECOMMENDATION: UUSAID should continue tofund the RHP. 

2. The rural program has met most of the numerical goals, in terms of number of PHPs, 
and DARs recruited and trained, and villages covered. However. the quality of services 
needs improvement. 

RECOMMIENDATIONS: Strengthen the training and supervision of the PHPs and DARs: 

b Conduct an assessment of training needs. 

b Hire a consultant, who t an expert in training mral illiterate and lowlevel 
Literate populations, for up to one year to enrich training. The person should 
be based in the rural area. 

rn Reorganize and expand the training department. 

Train the promoter supmisots and auxiliary nurses in both substantive and 
educationa1 areas. 

6 Develop mastery modules, certtffcates, and recognition for PEIPs. 

3. The Project has been hindered by lack of supplies. The evaluation team observed that 
the rural project seems to receive less logistical support than the clinical program. 

RECOMUENIMTIONS: Upper management shou ld d rqf" an explicit po Licy to make sure 
that the rumf pmgnun has adequate supplies and supervise administrative 
pracedums to guarantee that i t  does. 

Decentralize logistics. 

4. IEC materials are generally very good, and materials exist for illiterate people. The 
video products are excellent. What is lacking is a mass media campaign. 

September. 1994 
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, I .  Background 

REC~~~~ENDATIONS: Develop additional materials with client input, particularly for 
illiterate adults and teens. 

b The mass media campaign promoting family planning should be begun as soon 
as possible. 

b Encourage SDA s t a  to learn how to package, and track sales of its video 
products to assist the SUP in self-swiiency enorts. 

5. The rural program sometimes duplicates efforts of other MSPAS and NGOs. 

RECOMMENDATION: Increase emciency though integration with MWAS and other 
rural health promoters. 

Expansion of SDA Clinical Seruices System 

6. During the life of the Project, the number of users has increased in all four types of 
clinic services (regional, satellite, marketplace. and physician-referral) with increases 
in family planning services being less than in other specialties. This trend 
corresponds to SDA's expansion of services and goal of financial sustainability. The 
SDA deserves praise for developing a full-complement of MCH services. 

b Increase emphasis on fnmily planning through USAlD reimbursement for the 
provision of these services. 

7. Hiring physicians to provide health and FP services in marketplace clinics is one of 
SDA's many laudable schemes. However, the current organization of satellite and 
marketplace clinics leads to inemciencies because the clinics revolve around medical 
services provided only 2-20 hours/week. 

b Expand the nurse's role and pennit them to insert ND's and prouide MCH 
services thmugh additional tmining and administrative support. 

8. The number of sterilizations has not increased over the past 4 years. The trend 
towards increasing couple-years-of-protection (CYP) through adding other methods 
should be encouraged. This begins with making sure that all necessary equipment 
and supplies are available a t  all times. Since sufficient supplies for Noristeret and 
IUD insertion are not on hand, SDA should be more aggressive in its approach to use 
of Norplant and make it available throughout the country. 

b Apparatus for inserting NDs must be available a1u~g.s. 

Physicians, including those in the Refeml Network must be tmined in the 
insertion of NDs and implantation of Norplant. 

Soplomber. 1994 
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Development Associates. Znc. 

b Additional types of injectable contmceptives such as Depo-Pmvera, should be 
investigated. Howvet, dependence on extra-mural sources offunding should 
not be increased in this pursuit. 

B. COMPONENT 11: Institutional Development 

Social Marketing Program 

1. The Social Marketing and Resource Department, created in F e b m q ,  1993, was 
operated by one person with the first assistant hired 6 months later. Lack of top-level 
commitment to the social marketing program (SMP) has hindered its success. 

RECOMMENDATIONS: 

b Political suvmrt andfill cooperation is requiredjiom SDAs Board of Directors 
upper Management and Superuisors to ensure the success of the various 
resource development activities planned Iby the SMRD division as well as USAZD 
s t M  in charge of managing the RHP. 

Due to the importance attaining a high level of sustainability, not only to 
comply with the tenns of the Coopemtiue Agreement, but to decrease donor- 
dependency, SDA must ensure that a11 its s t a  are well idormeti about the 
goats and plans of this Division qualtffcations and legitimacy of its sm; as 
well as their duties and responsibilities. 

Sustainability 

1. Significant funding has been already allocated to building infrastructure. 

RECOMMENDATIONS: 

SDA should decentralize its administrative systems so that decision-making can 
occur a t  the regional level. A decentralized model of administration has the 
potential for improuing aciency. Each clinic must have a certain degree of 
independence or autonomy so that its management is able to solve problems as 
theg arise without hcuting to go through the central leuel. 

The FEW is approaching its third lye-. Signiflcantfinding has been alrecrdy 
allocated to building i@mstnrcture. Aw forthcoming funding from USAID 
should & m-altocated to aread wherefinding and support is most needed, e.g, 
Training, Quality Assurance and Mass Media campdgns as well as ensuring 
that the program has the necessary supplies to serve the rural population. 

The maintenance of the clinics that compose the expansion of seruices is a 
costly proposition of USAID. One way for USAlD to make the best use of its 
funding is to consider establishing an  arrangement with SDA to pcry for SDA's 
delivery of clinic-based services on a reimbursement basis. 

The achievement of financial sustainabilitg is an organization-wide 
responsibility. Both tecovering the highest per cent passale of costs and 
increasing the selfsustaining level of the progmm is the responsibility of all 



[I I. Background 

s t m a t  SDA. This means that all persons employed or somewhat connected to 
SDA, e.g., PHPs, should be trained about how they all can contribute to 
achieving this institutional goal. 

t It is recommended that a n  organization wide Management Review be conducted 
by a local auditingjlrm of international standing, e.g., R ice  Waterhouse or 
KPMG, Peat, Manuick to determine the cost-@ectiueness of the Family Health 
Services Project as i t  has been implemented by SDA. 

t Inuestiga te local communities' subsidizing the PSP's salary, and factories and 
other sources of support for satellite and marketplace clinics. 

2. Institutional development has neglected staff development. 

RECOMMENDATION: 

e Focus technical training on PSPs, nurses, and physicians, and management 
training on directors and clinic managers. 

3. Sustainability requires a variety of techniques. 

RECOMMENDATION: 

t Investigate the establishment of an  endowment fund first recommended in 
February 1993. 

C. Component 111: Policy Development and Research 

1. Neither USAID nor CCC is viewed as a partner by SDA. although relations have 
improved over the life of the Project. 

RECOMMENDATION: 

USAlD and CCC should continue to meet with the Executiue Director of SDA 
regularly. 

b An independent consultation regarding management,finances, and the effwacy 
of TA should be pe+formed. 

2 .  National policy development has not been led by SDA. 

RECOMMENDATION: 

Futurefunding should require explicit involvement with -AS. 

3. Strengthening of the research division is needed. 

b Med ium-term consul tation (6-8 mon thsl in research Ancluding, but not limited 
to, statistics and epidemiologgl would enhance the lEP division. 

September, 1994 
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LESSONS L P E D  

Without frequent and careful introspection, the management of any institution can 
get administratively top-heavy and lose sight of its direction and goals. 

To increase financial sustainability in recipient organizations, USAID must increase 
its relationship as a partner rather than a distant donor. Flexibility in allowing 
tangible as well as personnel resources to be used for non-project activities would 
enhance this goal. 

'To promote effective working relationships, USAID could stipulate in the cooperative 
agreement the responsibility of the recipient to maintain a good and productive 
working relationship. 

"Family planning' is not self-sustainable. USAID has therefore encouraged expansion 
of services in order to attain financial sustainability. However, this has led to a 
decrease in emphasis on family planning. Changing reimbursement could balance 
this trend. 

Even highly skilled individuals do not follow through and apply what they have 
learned without supervision and monitoring. 

Just  because pamphlets have pictures and no words does not mean that they wflI be 
accepted by illiterate people. Cultural norms and values may make them reject 
graphic drawings of private body parts. 

September, 1994 El Salvador 
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I. Background 
Develc~pment Assodates, Inc. El Salvador 

A. Project Description 

1. History 

Authorized in July 1990, Project No. 519-0363. Family Health Services began with the 
signing of a Cooperative Agreement between the United States Agency for International 
Development (USAID) El Salvador, Office of Health. Population, and Nutrition and a local 
non-governmental organization (NGO) . the Salvadoran Demographic Association (SDA) . In 
Dece:mber of 1990. Cambridge Consulting Corporation (CCC) was contracted to provide 
technical assistance to the Project. The Project has a life of five years with an anticipated 
completion date of July 3 1, 1995. Total Project funding is $35,826,000 or C 120,286,200 as  
counterpart contribution. The Project follows family planning Projects 5 19-02 10, Population 
Dynamics, and 5 19-0275, Operational Program Grant to the SDA. 

The SDA is a Salvadoran voluntaxy organization dedicated to providing family planning and 
maternal child health (MCH) services. Beginning operations in 1962, it is recognized as  the 
pioneer agency in fostering family planning in El Salvador. I t  is popularly known a s  "Pro- 
Familia." 

El Salvador recently emerged from an eleven-year conflict which led to a reported 75,000 
deaths. Outmigration of citizens may have been as high as one million. These demographic 
changes must be remembered as this project is evaluated. Nevertheless. El Salvador has a 
popu.lation density estimated to be 655 inhabitants/square mile, the highest in Latin 
Arneiica. 

According to 1994 Population Reference Bureau statistics, El Salvador has a population of 
approximately 5.6 million people. The birth rate is 33/ 1,000; the death rate is 7/ 1.000. The 
growth rate is high a t  2.7Oh. The population is young - 44Oh are under 15 years of age, and 
only 4% are over 65. Approximately 45% of the people live in urban areas. 

The Total Fertility Rate (TFR), or probable live number of births per woman during her 
reproductive years, is 3.9. The number varies from 2.7 per woman living in Metropolitan San 
Salvador to 5 per rural woman. Although nearly 99% of women know about a t  least one 
modlern method of contraception, only 48% of married women aged 15-44 are using a modem 
method of contraception. In rural areas, the percentage falls to 41°/6. The desired number 
of children is very close to the actual, indicating a need to improve education programs. 
Female sterilfiation is the most frequently used form of contraception - 5g0h of the El 
Salvador contraceptive prevalence rate (CPR) is composed of female sterilization, by women 
who already have 3-4 children. 

The infant mortality rate is 45/1.000 live births. The rate is high, particularly among 
children in the first month of life. 

El Sakador September, 1994 
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I ."' 1 Development Associates. Inc. 

2. Goal and Purpose 

The Project goal is twofold: to improve general reproductive health services and to improve 
the quality of life and health of the population. 

The Project purpose as stated in the Project Paper is toncontinue and to expand the delivery 
of birth spacing and MCH services to high risk populations in rural and marginal urban areas 
and improve the quality and efficiency of these services. Although this Project is designed 
to integrate MCH services with family planning. the main Project focus is on the expansion 
of family planning services. 

This project directly contributes to the Mission's Strategic Objective No. 4 of "Improved 
Quality with Equity in Health and Education" by increasing contraceptive prevalence and 
increasing access to health and child survival services. 

Goals for the Project include enabling the SDA to increase its service coverage and provide 
child survival (vaccinations, ORS distribution. growth monitoring, breastfeeding promotion, 
vitamin A distribution, ARI treatment. etc.) and maternal health care to over 1,550 rural 
villages and urban areas where SDA clinics operate. By the end of the Project, the numbers 
of Salvadoran couples using birth spacing methods will have increased from 120,000 (in 
1988) to 200,000 and there will be increased rural contraceptive prevalence from 34% to 
40°/6. Maternal and child health will have improved, as  indicated by an increase in the usage 
of OR5 packages in selected rural areas by 20% and other service statistics. In addition, the 
SDA will have improved its operational efficiency and developed new sources of income to 
partially support the family planning programs offered to the poor. 

3. Project Description 

The project consists of three components: 

b Family Health Services Delivery, for expanding family planning services to rural and 
marginal areas; 

b Institutional development that will enhance the Anancial viability of the SDA through 
improvements in its organizational efficiency and the addition of new services to 
generate income: and 

Policy development and research to develop national policies which place 
contraceptives and other medicines within the reach of the poorest Salvadorans. 

B. Purpose of Evaluation/Methodology 

The purpose of the evaluation, as defined in the Cooperative Agreement signed between 
USAID and SDA. was to assess implementation performance, to identify obstacles to project 
implementation and, as appropriate, recommend modiAcations to the Project to enhance 
achievement of the Project purpose and goals. 

We would like to clarify the parameters of the evaluation team's work: it falls into the realm 
of qualitative, rather than quantitative, research. According to the "Handbook for Excellence 
in Focus Group Research," (Debus. Mary; Porter/Novelli; 1988: pp.2-5), qualitative research 
is done to answer the question &, whereas quantitative research answers questions of 
many and how often. The qualitative research process is one of discovery, rather than proof. 

September. 1994 El Salvador 
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I. Background - 11 I 
It is subjective, rather than objective, and allows insist into behavior and trends, rather 
than measuring levels of action, etc. 

Two primary qualitative techniques are used: individual in-depth interviews and focus group 
discussions (FGDs). FGDs were not conducted during our month in El Salvador because they 
are time-consuming to organize, implement, and report on. Instead, we drafted 
questionnaires to focus our observations and interviews. and documented selected field 
activities on videotape. 

Analysis of qualitative data is interpretive rather than descriptive. It involves small numbers 
of respondents who are not generally sampled on a probability basis. No attempt is made to 
draw firm conclusions or to generalize results to the population at  large. 

Ideally, qualitative techniques are used with quantitative techniques in a complementary 
manner. The evaluation team relied upon documents and information provided by SDA and 
USAID El Salvador for background information and quantitative data. In almost every 
instance, such information was generously and abundantly given. 

However, occasionally information was requested and not provided (such as  salary levels for 
malc: and female SDA stafr). The final report cannot include information that was not. made 
available to the team when they were in El Salvador. 

The basic methodology followed as prescribed in the terms of reference was: 

Initial interviews in person and follow-up interviews by phone and fax with key 
persons from ADS, the Ministry of Public Health and Social Welfare (MSPAS), CC and 
USAID, and interviews with the private sector (physicians. religious leaders. 
consultants). 

Observations were conducted and questionnaires were completed in rural and urban- 
marginal areas in three of the four health regions (Central, Eastern, Western). 
Promoters were interviewed and observed doing home visits. Eight interviews were 
videotaped. Clients were interviewed immediately after the home visits to gauge their 
learning and satisfaction. Distributors (DARs) were also intenriewed. 

Review of official project documents and correspondence. 

Analyses of demographic statistics: financial documents; clinic data, information, 
education, and communication (IEC) print materials and videotapes; training manuals 
and course curricula: evaluation reports. 

Field trips to 4 regional clinics, 4 satellite clinics and 4 clinics in markets (2 founded 
by ADS, 2 that receive contraceptives provided by ADS), and warehouses in each 
region. 

Observation of 2 training classes for promoters and one training class for DAMAS 
voluntarias. 

Review of short term consultant reports, monitoring evaluations by CCC and 
evaluations by ADS supervisors. 

September. 1994 
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Occasionally, the team found variance between project purposes and outputs stated in the 
logical framework of the project paper and the actual Cooperative Agreement signed between 
USAID and SDA. The team adhered to statements written in the Cooperative Agreement. 

1. Team Members/Responsibilities 

Dr. Victoria Wells, as  leader of the evaluation team, was responsible for overall assessment 
of the management components. She also served as the population and family planning 
specialist. . 
Maria E. Gutierrez-Valencia is a Anancial systems and social marketing consultant and a s  
such had responsibility for the evaluation of these Project components. 

Diane Urban, as specialist in information. education, training and communications (IEC). was 
responsible for the assessment of these Project related components. 

John Wolff, logistics specialist, was responsible for the components of logistics and supplies 
management and management information systems. 

Soptomber. 1994 U Salvador 
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11. Results: Findings and Conclusions 
Deueftpment Associates, Inc. El Saluador 

A. COMPONENT I: Family Health Services Delivery 

1. Reorganization and Expansion of Rural Services 

a. General Description 

Background and Pumose 

The Reorganization and Expansion of the Rural Health Services Program. (RHP), serves the 
purpose of continuing and expanding the delivery of Family Planning (FP) and Maternal Child 
Health (MCH) senrices to high risk populations in rural and marginal urban areas of El 
Salvador. The goal of the project is to improve the quality and efllciency of these services. 

Project objectives include: 1) increasing contraceptive use, especially for women between the 
ages of 15 to 24 years old; 2) providing MCH services in order to treat diarrheal diseases and 
acute respiratory infections; provide immunizations; and improve nutritional status. In this 
regard, the RHP began distributing prenatal vitamins and antiparasite medicine. (For a 
complete listing of goals and accomplishments to date, see p.11-3 and 20). 

The RHP fits into the National Population Policy of El Salvador, as it refers to 
"regionalization"; that is, variations in strategies and actions reflecting social and geographic 
differences. (Lininger. Executive Summary, p.49) 

One of the "Lines of Action" in the National Population Policy is: 

Increase FP services in rural areas, in marginal urban areas, and 
for vulnerable groups, according to their needs, living conditions, 
and socio-cultural norms. Obi4 p.50) 

Serving the rural population suppork the Salvadoran Demographic Association's (SDA) new 
focus which includes concern for family welfare and desire to be seen as a leader in the 
soluUon of national problems. 

In order to attain these goals, the SDA hired 10 new staff for each of its four regional RHP 
offices. Included were a Regional Supervisor and secretary, plus four teams composed of a 
promoter supervisor and an auxiliary nurse. 

The task of the regional teams was to select candidates for the job of Profamilia Health 
Promoters (PHPs), preferably from the pool of Community Based Distrfbutors (DARs) who 
already sold contraceptives and referred clients to Profamilia chics .  

New candidates are currently trained for 10 days by the SDA Training Unit, and they are then 
followed in the field by Training Department Supervisors and regional supervisory teams. 

El Salvador 
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Monitors hired by Cambridge Consulting Company (CCC) also make home visits to check on 
supplies, etc. 

Specific goals and accomplishments to date are listed below. (Table 1) 

Table 1: SpecilBc Goals and Accomplishments 

Activity 

Increase SDA contraceptive users 
from 120,000 to 200.000 

Contribute to the increase of rural 
contraceptive prevalence from 
34Oh to 40°h 

Increase rural ORS and home 
electrolyte treatment for diarrhea 
by 200x3 
Increase distribution outlets in 
rural areas by 750 

Select and train 1,150 PHPs 

Goals 
A s  of 

Number 
Baseline Achieved Percent 
Number t o  Date 

11 6 New Satellite clinics opened 1 12/90 1 O I 6 1 10046 

Select 50 MD's for Referral System 

Emanded services in SDA clinics 

* The Central Referral Clinic was never begun because of the purchase of the hospital. 
** See Annex 54 for a list of the research studies. 

12/90 

12/90 

12 Marketplace clinics opened 

Decrease no. of DARs from 800 to 
400 

Central Referral Clinic opened 

Social Marketing Program 
Expanded - more outlets and 
more products 
Mass media campaign carried out 

Research Studies Completed to 
test viability and cost-effectiveness 
of satellite clinics 

Soptombor. 1994 El Salvador 
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0 not done 0 
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II. Results: Findings and Conclusions 

Development info. 
materials r - 
Develop MCH materials. 

Train private MD's in 
rural & marginal urban 
areas about FP. 

Percent Comments 

1,625,000 pamphlets 
printed, 1,4 14,900 
distributed. 

Program proposed by 
SDA rejected by USAID I because it appeared to 
pay incentives. New 

, strategy being 
developed by SDA. 

I Training is given each 
year to MD's in the 
Referral Network. 

The focus is on SDA 
norms a s  they apply to 
FP & MCH procedures. 
and how to fill out 
forms. 

Results of the National Family Health Survey, FESAL 1993 show lower total fertility rates 
(TFR] in El Salvador than in 1988. 

Table 2: Total Fertility Rate (TFR) 

Area of Residence 
1983-1988 1988- 1993 

ILer Urban 1 3.37 1 3.52 11 

Total El Salvador 

Metro San Salvador 

Source: FESAL 1993 

4.17 

2.59 

11 Rural 
I I 

El Salvador 
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3.85 

2.69 

5.59 
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From the period 1983- 1988 to the period 1988- 1993. the TFR fell from 4.17 children to 3.85. 
The greatest decrease is seen in the rural areas. The increases seen in urban areas may be 
due to immigration of rural women with higher fertility rates, or other factors. 

Contraceptive prevalence increased from 47.1% in 1988 to 53.3% in 1993. The greatest 
increase; were-in rural areas (see table 3 below). 

- 

Table 3: Prevalence of Contraceptive Use According to  Area of 
Residence and Type of Methods 

Area of 
Residence 

Total (Nation) 

Metro San 
Salvador 

Permanent = sterilization; Temporary = all other forms of contraception 

Source: FESAL 1988 and 1993 

Other 

Rural 

Survey results also show that SDA is the second most important source of contraceptives in 
the rural areas, after the Ministry of Health. (Table 4) 

September, 1994 El Salvador 
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Total (by Year) 

56.4 

34.2 

Type of Methodnear 

1988 

47.1 

64.4 

1993 

53.3 

66.4 

56.7 

42.8 

Permanent 

1988 

30.2 

38.2 

Temporary 

34.7 

24.2 

1993 

3 1.9 

36.9 

1988 

16.9 

26.2 

1993 

21.4 

29.5 

32.7 

28.2 

21.7 

10.0 

24.0 

14.6 



R. Results: Findings and ConcIusions - 

Table 4: Source of Contraceptives According to Year and Area of Residence 
Women, Marriedlin Union, 13-44 Years Old. 

Total 
Area of Residence 

I I I 

Source L 
MSPAS 

SDA 

- - 

Source: FESAL 1988 and 1993 

r e 

Doctor 

Conclusion 

The SDA has the capability to speed the d e c h e  in the population growth rate because of 
their expertise, USAID support, and Network of PHPs. These resources are being under- 
utilized at  present because (primarily) of Anancia1 considerations and unavailability of key 
contraceptives in the rural areas. Although our team cannot quantij. the speed at which 
these interventions would decrease population growth. we strongly believed FP resources were 
not being maximally used for FP purposes. 

1988 

56.9 

12.6 

11.5 

8.2 

4.3 

6.0 

RHP Goals for Outreach Workers 

1993 

48.9 

15.3 

As shown in Table I, p. 11-2, the goals of the RHP for outreach workers were to: 

ASS 

14.5 

9.3 

4.2 

7.5 

w Increase distribution outlets in rural villages by 750 outlets, from 800 to 1550. 

1988 

40.4 

8.6 

Select and train 1,150 Pro-Familla Health Promoters (PHPs) in modern FP methods. 

1993 

36.4 

12.8 

Urban 

23.4 

9.6 

9.3 

8.7 

Decrease the number of rural contraceptive distributors (DAB) fkom 800 to 400 and 
continue to provide them with training, supervision, and supplies. 

1988 

61.0 

9.3 

Rural 
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1993 

48.6 

12.5 

1988 

67.1 

18.9 

22.4 

13.4 

7.2 

.2 
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1993 

61.6 

20.0 

10.4 

10.4 

.4 

6.2 

15.7 

10.0 

.1 

8.6 

2.7 

5.1 

.7 

3.8 

5.8 

4.7 

1.4 

6.5 



Community outreach workers 

Findings: 

* According to SDA annual progress reports, as of December, 1993 there were 1.276 
active outreach workers: 836 PHPs and 440 DARs. The 440 DARs included: 1) many of the 
800 DARs active in 1990 during the former USAID Project who continued as DARs rather 
than becoming retrained as PHPs or terminating their association with the SDA; and 21 new 
candidates who were selected and trained between 1991 and 1993. 

By May, 1994, 200 more PHPs and 60 more DARs were added, for a total of 1,546, each with 
one distribution outlet. Given a 100/6 desertion rate, the number of outreach workers with 
distribution outlets at the tlme of the evaluation was approximately 1,382. This represents 
78% of the project goal of 1.550 outlets. 

According to data provided by the RHP. the PHPs and DARs are evenly distributed throughout 
the country (Annex 31). While some larger villages are covered by more than one promoter, 
the size of the villages has decreased over time to incorporate small villages. 

Date June 1992 Nor. /92 Jul./QS 

No. of Villages 234 466 743 
No. of Famrlles/Village 237 2 18 208 
No. of Children < 5 237 2 17 2 15 
No. of Women at Fertile Age 300 275 252 
No. of Women on Family Planning 78 70 72 
No. of Pregnant Women 24 22 25 
No. of Habitants 1,249 1,204 1,151 

Source: Rural Health Program Department Data 

a As of December. 1993. 835 PHPs had been trained (SDA 1993 Report.) As of May. 
1994. 200 additional PHPs were trained and 60 more will be trained in June for a total of 
1.096. This represents 95% of the project goal. 

a According to Trafning Department data, as of May, 1994 there were a total of 381 
DARs. This exceeds the goal of reducing the number of DARs from 800 to 400 by 105%. 

The SDA has recruited and trained sufficient numbers of PHPs and reduced the number of 
DARs to m a t  their programmatic goals for numbers of rural health workers and distribution 
posts. The team feels that the focus should shift to upgrading the skllls of the community 
outreach workers rather than adding more. This upgrading could occur through advanced 
trainLng held at central training sites, increased supemision. and tmproved monthly refresher 
courses that are routinely held to help outreach workers succeed. 



II. Results: Flndinm and Conclusions 

Improved quality should become the goal for home visits and group t a t s  that are the routine 
tasks af the PHPs. 

Quality of s e ~ c e s  would be reflected by home visits that included: attention to all the FP and 
MCH problems; interpersonal communication skills including establishing rapport: 
encouraging two-way communication by asking questions, listening, and answering 
questions; demonstrating techniques; using audiovisual materials, like pamphlets; and 
summarizing key points. Referrals would be made as  appropriate. Supplies would be sold 
and/or distributed. Checklists could be developed to record these activities. 

Quality group skills would include: preparation of topic, room, supplies; inviting the group, 
and using "ice breakers" to relax people; using participatory exercises; demonstrating how 
to mix ORS or prepare nutritious foods, for example; checking to see what people 
remembered, summarizing key points, and handing out take-home materials. 

RECOMMENDATION: Maintain the current number of PHPs and DARs. Concentrate on 
providing quality of services rather than on expanding geographical@. The more 
dispersed the outreach workers are, the harder it is to supervise and supply them. 
The RHP might want to considerplacing outreach workers in slightly larger toums and 
asking very isolated persons to come to them. 

Other organizations in El Salvador, such as PROSAMI, have a network of nual PHPs which 
could be used as a resource to provide more FP services. 

RECOMMENDATION: Encourage USAlD and SDA to include PROSAM7 in FP discussions 
and include stw and appropriate otganizations in their umbrella group in project 
design and implementation. 

Organizational Structure 

The RHP falls within the realm of the SDA's Medical Department. In May 1994, the former 
director of the RHP left to become Medical Director of the Pro-Familla Hospital. The Assistant 
Director was promoted; then the assistant director slot was eliminated. At this time, the 
Director is therefore doing two jobs. 

There are four regional ofilces (Central, Paracentral, Occidental and Oriental), each of which 
has a Regional Supervisor and Secretary plus four supervisory teams composed of a promotor 
supervisor (PS) and an auxiliary nurse. 

Since the RHP represents such a large percentage of the SDA's activities, involving 1,400 
community workers throughout the country. and an ample SDA staff, the program is 
important enough to have a director who reports directly to the SDA Executive Director. The 
program has grown over the past three years, and may expand even further, and needs to be 
led by an individual who has vast knowledge of the rural areas. simple home medical 
treatments and family planning technology, and the SDA. 

El Salvador 
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RECOMMENDATIONS: The current acting director is fully qualtfted to be promoted to 
dimctor of the project. We recommend it. Doing so would support the SDA's and 
USAID'S goals to involve more qualified women in executive positions. 

b There is no reason not to =-write the qualmcations for the job, which currently 
spec- that the director must be a physician. SDA could send a W e d  scope 
of work to USAlD and ask them to approve it, according to their established 
procedures. Hire an assistant director whose management skills will 
complement the current director's technical skilb. This will enable the director 
to spend more time in thefield supervising activities in the regional ofices, 
doing strategic planning, coordinating with other SDA Departments, USAID, 
CCC, etc. 

b Due to the eflort requimd by the promoter supervisors and auxiliary nurses to 
travel to rural sites to supervise the PHPs and DARs, and the need to provide 
individudized feedback and modeling of correct techniques to enable PHPs and 
DARs to internalize what they learned a t  the initial training course, hire more 
permanent s t m ,  including more auxiliary nurses who can help the existing 
regional supervisory teams to extend coverage. In addition, hire a training 
specialist who works in the region, teaches the supetuisory teams how to train 
PWPs and DARs, and plans monthly -her training courses. We strongly 
recommend this to insum quality of cam. 

We recognize that this recommendation would involve increasing expenditures and allocating 
a larger percentage of the RHP budget to training. Many variables are involved when deciding 
what percentage of the budget should be allocated for training. They include: stage of the 
project; number of trainees; goals for the training: complexity of the material to be learned. 
prior preparation of the participants, degree of cognitive and behavioral excellence sought; 
the way the training is provided--at a central location in San Salvador. a t  local monthly 
meetings, one-on-one practicums in the village (which are the most effective for skill 
development); training materials to be developed, adapted. and distributed; degree of post- 
training follow-up and supervision to periodically assess knowledge and skills. Besides 
community level workers, supenrisors must be trained and evaluated on the job. 

The investment in training needs to be linked to program performance which is routinely 
monitored. 

Do clients know what to do if they get side effects from using contraceptives? What are their 
continuation rates? Are they referred appropriately to SDA clinics if they develop serious 
problems? Arc they achlcvlng their goals of preventing unwanted pregnancies? Do they have 
literature which tells them how to take the pill? And what to do if they forget to take one? 

The SDA must decide what performance levels are important and then decide how to achieve 
them. 

September. 1994 
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Xl. Results: Findings and Conclusions 

RECOMMENDATION: SDA should work with an experienced training consultant to 
decide upon performance objectives and options for achieving them. That exemise 
would develop a work plan and budget to meet their needs. 

Effectiveness of RHP 

In order to measure the effectiveness of the RHE all four members of the Evaluation Team 
visited the regional areas. The medical expert visited SDA regional, satellite, and marketplace 
clinics: the lo&stical expert visited warehouses and storage facilities. The IEC expert and the 
financial expert concentrated on interviewing PHPs, DAB, and clients. In total, 14 PHPs, 3 
DARs, and 18 clients were interviewed. Eight PHP client interviews were videotaped. 

Prior to going out to the field, the IEC expert drafted simple checklists and questionnaires 
based on the PHP training manual and SDA Planning and Evaluation Department 
instruments. They included a checklist for PHP Daily Activities. home visits, interpersonal 
communication skills, and group talks, as well as  a questionnaire to indicate client learning 
and satisfaction. The logistics expert provided a checklist for supplies. (See Annexes 1-6.) 

The RHP graciously provided four potential travel itineraries for each of the four RHP regions, 
and USAID provided parameters for the geographical areas we visited. BetweenTuesday, May 
24 and Friday, May 27, we visited 3 regions: Occidental. Central and Oriental. Upon arrival 
we talked with the Regional Supervisory team about their work. They mentioned problems 
such ;as: 

b Vehicles have to go to San Salvador for repairs and simple maintenance which 
requires a long turn-around time. 

RECOMMENDATION: Incorporate SM's suggestion to use approved garages in the 
regions which charge prescribed rates for maintenance and repair. Allow s t m  to 
spend up to a s p e w e d  amount without prior approvalfiom the central level. 

b The SDA should be applauded for allocating the majority of injectables to the rural 
program. Nonetheless, our team observed the several rural areas where the supplies 
appeared to be less adequate than what were available at  the corresponding regional 
clinic. If a greater quantity of injectables are being provided to the rural program than 
to the clinical program, it is obviously not enough. 

RECOMlKENIUTIONS: Do -thing possible to get iqjectables deliuered to the rural 
areas, such as allowing the rural program to borrow materialsfiom the clinical 
program (which the evaluation team found to be stockedJ, or re-allocatingfitnds so 
that essential contraceptives am auailable. 

w Missed opportunities are occurring for female sterilization because the SDA van will 
not take fewer' than 3 women a t  a time; if only 2 women decide to go, they are not 
transported. 
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RECOMMENDATION: This policy should be changed because a satisfied client will 
spread the wotd-as will a dissatiqjled one. This makes recruitment harder. Schedule 
the use of the sole vehicle per region for patient transportation uety carefully. 
Establish routes which stop in larger villages so that PHPs can direct their clients to 
places where pick-up is guaranteed a t  a specfled time. 

b We asked to see PHP and DAR folders that contained results of initial training course 
deficiencies, plus results of supervisory visits by training supervisors from the IEC 
Department, regional supervisory teams composed of a promoter supervisor and an 
auxlllary nurse, and CCC monitors. None existed. 

RECOMMENDATION: Create afile, computerized ifpossible, for each PHP and DAR, 
which contains the above mentioned itlformation. g i t  is not feasible to keep these 
files current, due to lack of modern andfinctioning computer hardware and software 
in the regions. A good option, suggested by SDA, would be to keep all comments in the 
PHP's and DAR's folder a t  home. 

SITE VISITS 

After the discussions with regional supervisory teams, we randomly picked a route, and 
headed out with the Director of the RHP or the Regional Supervisor, and a regional 
supervisory team. We used the aforementioned questionnaires and checklists to guide our 
interviews and observations. 

Rural Health Promoters (PHP'sl 

The 14 PHPs we visited had been in their positions for an average of two years. They were 
selected according to the following criteria: 

Live in a community of up to 2,000 inhabitants. 
Leadership qualities. 
Known and accepted by the community. 
Good interpersonal relations. 
Talks well. 
At least a 3rd grade education. 
Four hours available per day to work on the RHP. 
Preferably community and/or health project experience. 
Positlvc attitude towards FP. 
Willing to complete work goals. 
Over 18 years old, but no maximum age limit. 
WilUng to attend periodic training activities. 
Willing to make home visits. 
Not strongly identified with a religious group or political party. 

The PHPs we met generally fit these criteria, which makes it easy for them to relate to the 
community. SDA did a survey of the characteristics of 86% of the 836 PHPs in October, 
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R. R f s d t s :  Findings and Conclusions 

1993. The results were as follows: 87% were female; 53% are less than 30 years old: 60% 
are married or in union; 51% have 1-3 children; the age of the last child is over 6 years for 
37%; and 62% are practicing FP (Annex 8). 

DESERTION RATE 

The desertion rate is between 8- 14%. according the Director of the RHP. Because of this, 
promoter supervisors have a monthly quota of PHPs and DARs to recruit. 

As of September 1993, the biggest cause of desertion, 43%, is recruitment by the MOH. If 
PHPs move to another town that needs their sewices, they are kept on. However, 28% were 
dropped because they moved to the city. Low productivity (g0/6), disciplinary faults, (such a s  
selling products at  a price which differs from SDAs) (2.30'  and other reasons account for the 
rest (Annex 9). 

The desertion rate used to be higher when individuals with a high school education were 
recruited, although they were easier to train and supervise. The new criteria guarantee that 
community people will be serving community people. The challenge is to provide sufficient 
training to the generally less educated PHPs and DARs. 

RECOMMENDATION: To prevent desertion, we support the SDA's recommendation to 
focus on the 9% of PHPs with low productivity and help them to provide quality 
services by increasing supervisory visits and teftesher training. 

We also support their recommendation which says that a DAR should be recruited to 
fill the vacancy when a PRP leaues, and uisit the FP clients in order to assure 
continuity of service. 

VISITS WITH RURAL HEALTH PROMOTERS AND CLIENTS 

The procedure we followed was: 

w Talk with the PHP about what s /he did that day. 
b Count supplies. 
w Observe 1 or 2 home visits. 
b Videotape 8 interviews. 
b Interview the client immediately afterwards. 

When PHPs were asked what they most like about their work, 8 of the 14 individuals 
interviewed mentioned working with people in the community. Five mentioned providing FP 
and/or MCH education, and one wanted to learn and have responsibilities. 
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Development Assodates, Inc. 

DAILY ACTIVITIES 

When we asked the 14 PHP's what they had done that day. we discovered that 8 PHPs had 
planned their daily route: 10 had prioritized their visits. at  least mentally if not on paper; 7 
had updated the information folder: 7 had written in their field notebook: 5 had counted 
vitamins and contraceptives: 3 had counted medicines: and 4 had counted pamphlets. 

This impressionistic snapshot shows what happened on one day of the month. To routinely 
perform these daily tasks which are listed in the PHPs manual would make it easier to 
achieve the PHP's goals which include: 

b Have an updated community census 
b Have 17 active FP clients 
b Provide ORS. antiparasite medicine and vitamin A to children under 5, and 

multivitamins to pregnant women 
b Refer children for vaccinations and ARI treatment 

Fill out forms, reference cards (2 for sterilization per month), field notebook, monthly 
reports of supplies and activities 
Conduct health education through home visits, interviews in the community, talks, 
and demonstrations 
Use and distribute educational materials (see Annex 11) 

A review of RHP service goals and achievements from 1991- 1994 generally shows that the 
project has been moving steadily forward. (Table 5 below) 

Table 5: Rural Program Services mad Non-Family Planning Referrals Provided 
by Year 

However, from the beginning. (See SDA Annual '9 1 Report for FZHP) work has been hampered 
by lack of prenatal vitamins, vitamin A. ORS, and antiparasite medicine. Some PHPs 
currently seemed to have an oversupply of condoms. 

ORS 

Vitamins for Children 

Prenatal Vitamins 

Medical Referrals 

We observed that some PHPs do not take supplies into the field because they do not 
anticipate the need, and are then unable to sell pills or condoms if the need arises. To 
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113 1994 

167,275 

2,663,250 

79 1,2 10 

8,594 

1993 

3 15,906 

5,585,608 

2.76 1,335 

18,477 

1991 

4,69 1 
prescriptions 

138,060 
prescriptions 

29,970 
prescriptions 

152 
persons 

1992 

59,644 

1,694,741 

1,058,063 

8.502 



I . .  Rezultr: Findfngs curd Conclusions - 
prevent missed opportunities, we recommend more training in that area, as well as about the 
use of educational materials. 

The F'HPs did not usually know what supplies they had on hand, storage was haphazard. and 
they 'did not project their needs nor write orders to All them. 

They commented that they liked the materials for illiterates about health (three child survival 
diseases) nutrition, and cancer. Problems were noted in materials on condom use and 
prevention of STDs because of the graphic nature of the drawings. The PHPs did have a 
folder with a sample of each pamphlet which was taken on home visits. It is a useful 
practice. 

RECOBdMENDATZONS: Have trainers and supervisors remind PEPS to put supplies into_ 
their bags in order to c a w  and sell them as appropriate. 

Do a s u m  with PHPs and DARs tofind out which educational materials they 
like most and concentrate on supplying those. 

Update the materials folder when new materials are produced. 

Teach PEWS how to use educational material by demonstrating this ski11 and 
letting PHPs practice until they get it right at the initial training, monthly 
meetings, and home uisits. 

Ask a consultant to do a train-thetrainer workshop for RHP supervisory 
personneljust on that topic, and 

Invite a behcutior change specialist to do a stucly and suggest the best approach 
for using educational materials to re£qforce messages deliueted on home visits. 

Do a special study to ptesent ideas about condom use for illiterate people, since 
it is so universally dmcult to pmide iMonnation which is in harmony with 
cultuml pn$emnces with regard to seeing explicit dnuvings of body pcvts. 

Take an artist to thej'ield and conduct focus group discussions to see how local 
residents might pnesent iqfonnation about condom use and vasectomy. The 
artist can encourage people to d n u v  and/or suggest ideas which he dram and 
modmes when they give feedback. 

RELATIONS WITH SUPERVISORS 

Refen-ing again to the interview results (see Annex 10). all of the PHPs interviewed could 
identify their supervisor and said that their supervisors gave them advice, supplies, and 
educaitional material. Supervisors helped fill out notebooks and forms, and gave feedback 
on home visits. 
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All PHPs were satisfied with their jobs and would recommend to others that they become a 
PHP. Their reasons included: learnsng new things, having contact with community people, 
and helping people. Having more PHPs seemed like a good idea to them because it would 
ensure that the community is fully covered. 

Four PHPs had suggestions about how to improve the RHP program, including: do home 
visits with the awdliary nurse more frequently at least once or N c e  a month; provide more 
training and include more sessions on MCH care and Arst aid; and increase the amount of 
medicine given to PHPs. The suggestions are reasonable. The need for intensive and frequent 
help during home visits might be indicated in some cases. We observed that the most 
dramatic changes were made when an auxiliary nurse demonstrated how to explain health 
topics. use a pamphlet, make a referral, etc. The PHP then imitated this behavior on the 
subsequent home visit. 

RECOlUlWlENlUTION: To the extent possfble, fnwrporate l?#b about how- 
to - w e  the RIP: &in# home dsits with an adticrry nwse at Ieast once/month; 
provfi-.(; mom tdning on dll@EI topics curd first aid; and incr?earse the amount qf 
medicine to -8. 

VIDEOTAPED INTERVIEWS 

We videotaped four PHPs in different towns making two home visits for a total of eight 
interviews. 

Before videotaping, the RHP supervisor always asked permission and the camera man was 
discreet; however, we know that being videotaped might have inhibited PHPs and/or made 
them nervous. Nonetheless, we, the Financial and the IEC experts. feel that the videotapes 
offer useful insights, both positive and negative, which we are providing to the SDA in a 
separate memo, on the following topics: Medical Content (temporary and permanent 
methods, AM. EPI); Interpersonal Communication Skills, use of the manual, pamphlets, 
vaccination cards, and referral slips; cost-recovery techniques, missed opportunities, and the 
preventive rather than the curative approach. - 
Positive findings tncluded: giving correct Information; using simple words; giving the client 
an opportunity to ask questions, answering them, and checking for understanding; dispelling 
myths; making timely and appropriate referrals; using the PHP manual and pamphlets well; 
addressing all problems that needed attention, such as colds. fever. diarrhea, and 
vaccination; keeping cost-recovery in mind when asking for payment for goods and senrices; 
taking a preventive, rather than a curative approach, to treating ARI symptoms, etc. Negative 
Andings were the opposite. 

RECOlKMENlMTIONS: That the a m m t  curd former d h t m  q/ the RIIP, the dhctor 
qf IEC Dqnvhnart and the managers qf ttoinfng and communications, neviau the 
videotape, co@m o w ~ i n g s ,  and decide what should be done. 
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Zl. R e n i b :  Flndinm and Conclusions 

b We recommend that every PHP who was videotaped review their taped interview 
with their auxiliary nurse supervisor. uthey are willing, the intervieuts could 
be edited and shown at a monthly meeting, stopping the video frequently to 
discuss strong and weak points. These videos could also be used to train 
regional supervisory teams and PHPs and DARs at their initial training. 

Since it is imperative to havefirst hand iMonnation about what is going on in 
thefield, periodic and ftequent site visits by top leuel SDA stm(in&l relevant 
departments) to monitor quality of service deliveq and supervision are best. 
An alternative that could be easily implemented would be to send a two-person 
creu, (camera plus sound since audio is tricky in theJield) to record interviews 
that wilt provide objective feedback for all concerned. Bring a VICIZImonitor to 
provide instant playback opportunities. - 

b The PHPs could be inuobed in the creation of training videos which would 
address some of the issues covered, such as interpersonal communication 
skills, or how to advise a woman to get ready to go to the clinic for an 
operation. This will motivate them to thoroughly study and learn the content 
of the video lesson. 

INTERPERSONAL COMMUNICATION SKILLS 

We used a checklist to guide the observation of interpersonal communication skills. It is a 
mixture of three schema used: Johns Hopkins/Family Planning; WHO/Diarrheal Diseases; 
John Snow/ARI. 

We found that there was a strong pattern of PHPs establishing rapport and giving advice; they 
were weaker on asking questions and encouraging clients; and weakest on checking for 
understanding, giving praise, and making referrals (Annex 14). Behavior was not 
standardized. 

RECOMMENDATION: LkveDevelop a curriculum for interpersonaf communication skills, 
and tz checklist that covers the main skills that a PEP should employ during an 
interwiew with a client. Train supervisors to use the checklist and model behaviors 
that PHPs are found to be weak in when doing home visits. 

Rural Distributors of Contrace~tives - [DARsl 

There are currently 38 1 DARs working in the rural program. They stay at their homes, and 
clients come to them. Their job is to promote and sell temporary FP methods, including 
injectiables. They refer community residents to SDA clinics for cytology tests and sterilization. 
They provide educational materials. and may speak to groups. They store supplies and fill 
out forms to track client visits and sales. They do not include MCH services in their work 
(Annex 2 1). 
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Training courses for the DARs focus on family planning, with emphasis on the minimum 
criteria for distributing hormonal methods, as weU as side effects. Participants also learn 
how to inject hormonal contraceptives. 

We were able to visit only three DARs during our field trip. Our interviews revealed that: 
these individuals had been DARs for 6-25 years, starting with SDA before the current Rural 
Health project began; and they like their work because they can serve the community. On 
that day, one of the DARs had updated her information folder, and counted supplies, 
including educational materials. Two had not. All knew who their supervisor was, and said 
that the person provided advice. supplies, and educational materials. 

Their suggestions to improve the program include: supply DARs with injectables, coordinate 
better with the MSPAs, increase the number of rural distributors so that everyone has easy 
access, and prepare cards to refer people to SDA clinics. (Annex 22). - 

RECOAMMENDATIONS: Make better use of the DARs in the deliuery of MCH seruices. 
They should be taught when and how to w e +  clients for MCII services to PHPs if one 
lives n e w ;  they could sell ORS and other supplies. 

Summary 

The RHP has been effective. The number of users of the nual program has steadily increased 
during the life of the h-oject as indicated in the following table 6. 

Table 6: Number of Users, including Regional Clinics 

In terms of overall efncacy, the following table 7 indicates the steady increase in CYP 
in all four rural health regions. 

Year 

Occidental 

Central 

Paracentral 

Oriental 

Year to Date 

1991 

416 users 

234 users 

33 1 users 

3 1 1 users 

13,169 users 

1992 

361 users 

4 16 users 

535 users 

462 users 

22,825 users 

1/4 1994 

884 users 

596 users 

882 users 

824 users 

15,184 users 

1994 

2,652 users 

1,788 users 

2,646 users 

2.472 users 

45.552 users 



II. Result.: Ffndfnpr and Conclurions 

Table 7: Total Couple-Years of Protection 
by Region (Rural Program), Including Regional Clinics 

Year 

Occidental 

The numbers of users of the RHP and couple years protection show progressive 
increases and are pegged to the availability of supplies (Annex 24). The numbers are.  
imprt:ssive, and the RHP deserves to be congratulated. It is important to ask questions about 
how the se~vices were delivered. - 

Central 

Paracentral 

Oriental 

Year to Date 

RECOMMENDATION: Continue to keep up the good work on quantity of sentices; now 
it is time to examine weaknesses, which haue been suggested by uiewing the video, 
evaluating training results as well as sampfes of regional supervisors' reports, and 
FESAlL 1993 survey results. Decide upon pe+fonnance goals and redesign the training 
with the help of a short tenn consultant. 

199 1 

166 CYP 

Home: Gardens - 

92 CYP 

174 CYP 

253 CYP 

8.077 CYP 

In 19!3 1, the RHP began the bidding process to contract a company to run the Home Garden 
project. However. the bids were too costly and project implementation was postponed to 
1992.. In 1992, the Home Garden project began with a pilot project of 55 gardens in 5 
communities. The Project terminated in 1993 because participants bst interest in buying 
seeds, etc. which was necessary to sustain the Project. 

1992 

279 CYP 

RECCIWWENDATION: Expanding the RIP in tenns of community development projects 
will dilute sorts to deliuer qualitg health services in the r u d  area. SDA should 
concentrate on what it does best and not =new the Project. 

229 CYP 

313 CYP 

284 CYP 

13,447 CYP 

b. Logistics 

1993 

444 CYP 

The bgical framework contains no indicators of goals or targets for logistics. The overall 
objecltive is to improve the logistics capability of SDA. The Project, through the financial and 
technical assistance provided, has increased the logistics capability of SDA. According to the 
Medkal Director, the szlection of all pharmaceuticals and supplies for all programs is 
handled by a medical committee composed of members of the Board of Directors, the 
Executive Director, the Hospital Medical Director and the Director of the Medical Division, 
sometimes aided by the Medical Directors of the Santa Tecla and San Salvador Regional 

1/3 1994 

476 CYP 

300 CYP 

643 CYP 

439 CYP 

22,874 CYP 
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325 CYIJ 

658 CYP 

409 CYP 

9,176 CYP 



Clinics. Drug selection for this sub-component has been traditionally a static procedure. i.e., 
the same contraceptives and pharmaceuticals have been chosen for years. These materials 
are judged to be the most emcacious for field use, and by not varying the makeup of the 
PHP/DAR package, training and supervision are facilitated. 

Through its annual Action Plan, SDA requests a certain number of oral contraceptives and 
USAID delivers Lo-Femenal which. owing to its low content of estrogen, is the oral 
contraceptive most user-tolerated with fewer side effects. All of the other products distributed 
by the PHPs and DARs (condoms. oral rehydration salts, infant vitamins, prenatal vitamins, 
vitamin A and mebendazole) are provided by USAID. The exception is the injectable 
contraceptive Noristerat which is furnished by International Planned Parenthood Foundation 
(IPPF) . 

The Manual of Purchases and Supplies Procedures produced by CCC for SDA in 199 1 and 
revised in 1993, provides guidance in proper purchasing (including a section on avoiding 
conflicts of interest) and reception of commodities. According to the SDA Manager of 
Procurement and SuppLies, this manual, together with the training provided by the long-term 
consultancies in logistics and purchasing, did much to unify and put in order the purchasing 
and supply system. 

The quantities of pharmaceuticals and contraceptives required are based on consumption 
statistics and projections with consideration given to existing local and warehouse inventories 
and commodities in the pipeline. As noted below, the functioning of the system is not 
without its faults. 

For the rural program, USAID provides all pharmaceuticals, with the exception of Nonsterat. 
SDA should endeavor to absorb an  ever-increasing share, reflecting progress towards 
sustaimbility. 

Computer equipment and software requirements were determined by studies and evaluations 
conducted by CCC long and short-term MIS technical assistance in consultation with MIS 
personnel at  SDA. Computer equipment and software needs are tempered by availability of 
Anances, consultants and other training. A more equitable distribution of computers and 
computer equipment is desirable. Of the 61 SDA computers in inventory, only eight are 
assigned outside central level, and of these eight, four are considered to be old, if not 
obsolete. The computers not in service might be replaced by those not being used at 
headquarters, e.g., some of the Division Directors have computers but don't use them. 

RECOMMENDATION: Relocate some of the better computers outside the central level. 

The newly remodeled central warehouse at Santa Tecla was noted as being clean and orderly. 
Space is adequate, a s  is light and ventilation (five air extractors including one electric 
powered). The warehouse is adequately protected against entry of rain water. Security is 
adequate. Six wall-mounted Are extinguishers were noted as charged and strategically 
positioned. It would be helpful if a small power lift truck were provided to facilitate stacking 
(only a hand cart is now available). This and other equipment were recommended by a CCC 
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LZ. Results: M n p  and Conclusions 

short-term warehousing consultant in March, 1992. In the evaluator's opinion. other than 
the lift truck, more equipment is not really needed. 

RECC)MMENLZATION: A small power lift truck should be provided to the central 
ware house. 

Regarding all programs. not every product was identified by bin cards (cards attached to each 
commodity supply indicated name of product, date of expiration. quantity received, quantity 
distributed and balance). The cards observed detailed limited information, mainly the 
product name and expiration date. This anomaly was noted in the regional warehouses as  
well. 

RM=C~MMENRAlTON: Bin c a d s  should be appropriately used for all products at the- 
central and regional warehouses to facilitate product idennlffcation. 

The newly built (USAID-Ananced) regional warehouses at Santa Ana and San Miguel suffer 
from some construction problems. In both, although false ceilings were installed to alleviate 
high temperatures, the height 'of the buildings is not sutllcient. Air circulation is- poor. 
Although air extractors were indicated in the basic design, there are none installed, only fans, 
desp1l:e the recommendation found in the reports of the CCC short-term advisor, Sr. Azocor. 
The San Miguel warehouse is particularly poorly ventilated with louvered windows on only 
one siide of the building. More louvered windows could be hstalled on two other sides to 
provide cross ventilation. The same could be done with at  least one wall of the Santa Ana 
wareh,ouse. This would also improve Illumination which was especially poor in San Miguel. 
These modifications could be accomplished with little expense incurred. These new windows 
along with ceiling air extractors would do much to reduce interior temperatures. Wall- 
mounted Are extinguishers were noted at both warehouses but apparently those in Santa h a  
were only recently installed because their empty shipping cartons were noted laying on top 
of a trash heap. 

RECOMMENDATION: The wcrnehouses at Santa Ana and San Miguel should be modwed 
to a lbw more ventilation, Le., air extrators and more louvered windows. 

An MIS system is in place at the central warehouse providing data on commodity purchase 
orders, arrivals, distribution, transfers, suppliers and inventory. The regions produce this 
data manually and send it to the central warehouse where it is consolidated and forwarded 
to Procurement and Supplies at central level. A Kardex system is also in use at  the central 
and regional warehouses. Physical inventories are taken twice a year, in June and December. 
The central warehouse manager stated that SDA internal audit personnel also perform 
selective inventories on almost a monthly basis. 

There is a quantity of UWD-procured tools for vehicle repair in the central warehouse. 
These items are awaiting improved security before being transferred to the vehicle workshop. 
(see maintenance section of this report). 
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Irregularities were noted in contraceptive supply at the central warehouse and consequently 
at lower levels. Some 1,000 out-of-date Copper-T units had to be resterilized to prolong their 
life for four more years. This reflects the low demand -- and oversupply -- for this 
contraceptive which may be partially the result of insumcient SDA promotion in the clinics 
and the rural program. 

There were 1,000 Norplant sets of six units each received in May, 1992 at the warehouse. 
Due to expire in December of this year. these units are to be divided among the Ministry of 
Health (MSPAS), the Salvadoran Institute for Social Security (SISS), ANTEL Hospital and SDA 
facilities. As of May 3 1. 1994, the MOH has removed 200 sets and the SDA. 50. Because 
SDA required extensive clinical trials of this product, its distribution has been delayed. 

The use of Norplant was not implemented earlier because: 

b The Family Health International/Johns Hopkins University (FHI/JHU) proposal was- 
too expensive. 

b SDA delayed response. 
b The number of implants to be u t i k d  was overestimated. 
b Adequate counseling has not yet been available. 
b Norplant is very expensive and methods of cost-recovery have not yet been ideritified. 

According to the Warehouse Manager, the injectable contraceptive Noristerat has been out-of- 
stock in the central warehouse since February of this year. Lack of this contraceptive was 
also noted by all PHPs contacted during evaluation team visits. When questioned about this 
situation, the Manager of Purchases and Supplies attributed the cause of the stockout to 
increased demand at both cllnics and in the rural program. This plus the fact that, according 
to the former Director of the Rural Program and the Director of the Medical Division. the IPPF 
did not purchase enough globally and consequently had to reduce the SDA request from a 
1 1 /2 years' supply to a 1 year's supply. A new quantity of Noristerat is scheduled to arrive 
in early June. Prudence dictates that future acquisitions of this contraceptive by both SDA 
and IPPF be planned carefully in advance since this product is indeed growing in popularity. 

The central warehouse has had a stockout of prenatal vitamins since December, 1993; 
vitamin. A since March, 1993, and mebendazole since April, 1994. This points to faulty needs 
assessment and/or procurement difTlculties. 

At the regional warehouses, the pharmaceuticals. contraceptives and supplies for the RHP 
are stored separately from commodities destlned for other programs. This allows a more 
facile control. The commodities for this program are delivered to the PHPs and DARs every 
3 months. At the time of the evaluator's visit to the Santa h a  reglonal warehouse, it was 
noted that there was a complete lack of condoms, Copper-Ts, injectables and vitamin A for 
this sub-component. At the San Miguel warehouse there was a stockout of condoms. 
injectablcs and vitamin A. It was reported that all stock available of these items had been 
delivered to the field, leaving no reserve stock in the warehouses. However. some PHPs/DARs 
have complained of having no injectable contracepttves since February, as well as a lack . 



II. R d t r :  Findings amf Conclusions - 
prenatal vitamins. Vitamin A and mebendazole antiparasitic are only distributed during 
semi-annual campaigns; however. intestinal parasites are a continuing problem in rural El 
Salvitdor and should be treated when symptoms are exhibited. 

RECOMMENDATION: Mebendazole should be a regular item for PHPDAR distribution 
in the rum2 program. 

From1 data collected from 10 PHPs during the evaluation team's field visits, the following 
stock;outs were determined: 

b all 10 had no injectable contraceptives'; 
b four had no infant vitamins; and 
b seven had no prenatal vitamins. 

From, the above mentioned shortages registered in warehouses and in the field it must be 
conc1,uded that a sumcient quantity of these items had not been ordered. This indicates 
faulty needs assessment and/or procurement difficulties. SDA supervisors are also aware 
of stock deficiencies through their regular supervisory work. I t  is interesting to note that the 
CCC monitors report stock inventories bi-monthly. It would appear that these reports are 
not u.tilized by SDA. 

RECOMMENDATION: SDA must utilize CCC monitots' monthly reports and procure 
supplies appropriately. 

Procurement for contraceptives and pharmaceuticals for the RHP is handled by USAID and 
SDA (for the injectable contraceptive used). Sufficient USAID funding is available for 
resupply. USAID frequently combines purchases for other health projects with those for this 
sub-component of the Family Health Services Project. These purchases are normally made 
through the General Sewices Administration in the United States. 

Through the efforts of CCC technical assistance, the Procurement and Supplies Department 
of SDA has developed a system of proper purchasing and supply administration that follows 
the regulations ofk1.D. Handbook 11. However, the aforementioned stock-outs demonstrate 
that correct procedures are not always followed. 

RECOMMENDATION: The short-term Logistics and Warehousing Advisor should 
determine the steps needed to teem the supply situation and implement measures 
to pneuent these problems in thefirture when he returns for a two week period in July. 
With proper and timely communication, these logistics problems can be tesolved. 

'lnjectables are not provided by USAID, but by IPPF. 
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Maintenance 

The Department of Maintenance and General Sewices is responsible for accomplishing, or 
having accomplished. all general and vehicle maintenance. There is an SDA maintenance 
workshop in San Salvador where some general corrective and the majority of vehicle 
preventive maintenance is performed. All efforts are made to reduce the higher costs of 
preventive and corrective maintenance charged by private g&ages or vehicle agencies. 

The workshop is small and insecure. According to the Manager of Maintenance and General 
Services. the workshop area, including the tool room, must be made more secure before a 
quantity of tools now stored in the central warehouse (since February of this year) can be 
t ransfe~~ed to the workshop. The Manager stated that security modifications of the vehicle 
tool room would begin in June. There is no specified time frame for other modifications, e.g., 
construction of high outside walls to enclose the workshop area, as there exists the possibility- 
that the workshop property will be sold and the workshop moved to a new location. 

RECOMMENDATION: it is decided that the workshop ptopetty will not be sold, 
securitly modmcations should be made as soon as possible in accordance with the SDA 
plan to nemodel. 

There are two technicians and one mechanic employed for general maintenance. The 
mechanic and technicians travel to the various regions at  least once a month performing 
routine preventive maintenance on equipment. In 1992, maintenance training was provided 
to staff by a private company on Saturdays for a two-month period for servicing electrical 
equipment and air conditioning units. More training is contemplated for this year. Some 
technical assistance was provided by USAID under the Family Health Service Project, 5 19- 
0275, but more is needed, particulirly in the servicing of general medical and biomedical 
equipment. 

According to the Manager of Maintenance and General Services. there are sufficient tools for 
the general maintenance work but most of the manuals are not in the Spanish language. 
Maintenance routines have been established but no maintenance manual has been produced. 

The Department has responsibility for preventive maintenance and some corrective 
maintenance of 63 vehicles (30 provided by USAID) and 10 motorcycles. This is being done 
with three mechanics. There was a fourth but he resigned to accept a better position and 
there are no immediate plans to replace him. I t  is estimated that 95% of vehicle maintenance 
performed is of a preventive nature. Most corrective maintenance is referred to vehicle 
agencies. There is literally not enough space available at  the workshop to perform more than 
occasional corrective maintenance nor are there speciaked equipment and tools available. 
Also due to lack of space and dubious security, spare parts are not stored a t  the workshop 
but a t  the central warehouse. Parts in warehouse inventory are basic, e.g., air filters and 
tires. 

All preventive vehicle maintenance must be accomplished at  the workshop; none is allowed 
a t  the regional level. While this system maintains strict control, it is not efficient. For 
example. when basic preventive maintenance such as an  oil change is due for a vehicle 
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assigned to San Miguel, the vehicle must be brought into the workshop in San Salvador. It 
would be considerably more practtcal and less costly overall, if basic preventive maintenance 
work: were permitted to be done in San Miguel at a private garage. It would be even more 
prac,tlcal and even less costly if the driver in San Miguel were provided with the tools to do 
the job himself. If thls were allowed, the vehicle records produced manually and forwarded 
to the Department of Maintenance and General Services could include information on the 
type of preventive maintenance performed and maintenance control could be maintained. 

REWMMRlNDATION: A A set tools should be assigned and fnuentoried at each 
region to fwtlitate on-site pffventiue uehicle maintenance. Regional drbem should 
mceiw bask prwentiue mtzfnteruurce hulinfna. Failing this, pdvate local gunrges 
showtd be used, 

The mechanics received some training in general maintenance in 1992 and 1993 (3 months 
on Saturdays) but spedalized training is needed, particularly to service automatic 
transmissions and electronic ignltlon systems because manuals are lacking. 

In an apparent attempt to reduce costs, the 23 Jeep Cherokee vehicles ordered by USAID for 
the RHP, were two-door. lacked front passenger outside mirrors and were not air conditioned; 
however, after the vehicles arrived. air conditlontng was installed locally. The 
operational/maintenance manuals provided with the USAID - procured vehicles are in the 
English language. Spanish language manuals are difficult to obtaLn from U S  manufacturers. 

b (1) Vehicle OperatiOnaUmaintenonot manuals in the S~panbh lanOwge should 
be pnouided to the ueh&k wkshop and the n e g f a ~ ~ .  fA qf the Cherokee 
manual tr Spanbh muht be OMOincdjbr te,p+oducttosl, fiwn the Ministry qf 
Public Ebalth whicle workshop). 

Posittve results of technical assistance are dramatic in the area of vehicle preventive 
maintenance. The short-term Transport and Maintenance Advisor, the MIS Advlsor and the 
short- term Computer Programmer collaborated to develop a computer program that provides 
monthly data by vehicle and by program: vehicle travel (mileage), vehicle efnclency, 
preventive and corrective maintenance cost analysis, cost analysis by program and utilization 
analysis. 

These data are collected by the chief mechanic at  the workshop and brought to the 
Department of Maintenance and General Services each month. There the data is fed into'the 
MIS (there is no space available for a computer and printer at  the workshop). The Transport 
and Maintenance Advisor is scheduled to return in July to follow up and further refine the 
maintenance MIS. 



Develovment Assodatcs. Inc. 

c. Computem/lldIS 

Data for supply management for the sub-component, RHP is provided in the general MIS 
system for Procurement and Supplies. This system is in place a t  the central warehouse. 
Although it was planned to install computers in the regions to accomplish mechanized 
inventory control in January of this year. they have not yet been installed. USAID is 
withholding spending approval for MIS hardware and software pending a study and 
justification from SDA of its MIS past and anticipated purchases. This study is presently in 
progress. 

A MIS program providing statistical data on PHP/DAR activities was developed for this sub- 
component, again with CCC technical assistance working in coordination with the SDA MIS 
Department. This system is operative at the central level and was partially operative until 
recently a t  the regional level. It allows for better control over the movements (hlrings and' 
departures) of the PHPs and DARs. It also provides data on contraceptives avallable in the 
rural area and the number of users. 

Although it is not known if the monitors refer to MIS information at  the central warehouse, 
it would seem logical for them to do so, particularly when adjusting book balances to physical 
inventories. Because monitors' reports are not shared with Rural Program personnel, the link 
between Rural Program MIS and monitors' reports is lacking. 

The system was installed for this sub-component in the regions of Santa Ana and San Miguel 
(not yet installed in Cojutepeque or Santa Tecla as the region farthest from headquarters are 
a lower priority. Equipment is planned for the Paracentral Region in 1994 and for the Central 
Region in 1995.). but it is not presently functioning in either of these two regions. In Santa 
Ana there is a problem with the software and in San Miguel, the hard disk. Both problems 
are to be rectified shortly. In order to mechanize data, a secretary and a promotor or 
auxiliary nurse from each of the regions brought their manually prepared records to 
SDA/San Salvador to use the MIS equipment there. 

d. Sustainability in the Rural Program 

The Ru.ral Health Program is a large program with a large infrastructure that consumes a 
significant amount of financial resources. This is justiAed because of the population the 
program serves. However, it is the infrastructure (Administration and Coordination of the 
Project and Logistics and Supplies) that makes the program very expensive. 

In projecting, determining and/or calculating Anancial sustainability in the rural program 
one has to be aware that this is a program with a cost of C10.3 Million of which 
approximately C7.3 Million, or 7 1%, represent remuneration to project staff; C 1.1 Million 
in Supplies (includes gas, vehicle parts and maintenance ofvehicles and other supplies); C 1.4 

The breakdown is: salaries 20.6%; Other renumeration 5.0%; Bonuses to PHP's 
45.4Oh. 
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- U. R W b :  Flndtrgm and Concfauforu 

Million or 14% in maintenance of vehicles, ofice equipment and others. The recovery rate 
of C392.7 thousand in 1993, or 4%. 

REC0lUMENDATK)N: Other alternaths for deliwry qf the sedces prodded bg the 
prqject should be exptorwi fn order to dm its hi#h costs. For example: (1) the use 
of motorcycles by the PIiPs instcad Qfvehicles to reduce costs in vehicle pumhase, 
maintenance and mpair which ccmmmes approximatelg 24.3% Qfthepqject's budget. 
(2) Deternine which computerized equipment can be ttangterrad to the moions instead 
af cantinubig to pwclurse equipment. 

In some regional clinlcs there were contraceptives and vitamins available, while the RHP 
program, which has its administrative ofltlcewithin the clinics, did not. Our reading of SDAs 
motives for the existence of the contraceptive at the regional clinics and not at the rural 
program was perhaps due to the difference in price between the two outlets. The sale price 
of NORISTERAT in the rural clinics is higher as compared to the nual program therefore, 
income is greater. This alone could be a motivating facet for SDA to keep it in stock at the 
regiolnal clinics and not at the rural program. The reason for this? might be due to the 
pressure exercised by the donor for SDA to perform well in the recovery of costs and the 
attainment of sustainability . 
REZOdQUENDATION: Durina the SOlldARC Consultcmt's visit to the SddP progrrun, a 
detailed antrlysfs should be done to determine the masonjiwthe NORlSTERAT stock- 
out in t h e w  while the m#hal clinics did not st@ii this problem. Considet the fQCt 
that the product a hi~hetprfce &t the clinfcs than in the W. 

RECID-TION: The Rum1 11imlth Pmanzm's mt should be r ~ s t r u c t u d  so 
thztfincurdng is allocated momfbr thase actidles t k t  enhance the qualitg Qf the 
p q m  such as ttlaining and IEC, as roe11 as ensuring that the pmgmm has the 

supplies to serue the rum1 population. 

Judging by the poor skills shown by some of the rural program field sMf, and the evaluation 
team's recognition of the need for trainlng at all levels, it is vital then that the total amount 
of tmining funds made available by ADS for this activity be clarified by presenting a break- 
down for the different training activities planned. 
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e. Technical Assistance 

The monitoring system mounted by CCC is providing a great deal of quantitative and 
qualitative information related to the activities of the PHPs and DARs. as  well a s  the adequacy 
of contraceptive and pharmaceutical supplies. There are four CCC Monitors who travel 
throughout the four regions reviewing the performance of the PHPs. DARs, Supexvisors of the 
Promoters. and auxiliary nursing personnel involved in promoter training. 

In gathering their data, the Monitors are in an ideal position to assist the promoters in 
improving their record keeping and management of supplies but, since they are not SDA 
personnel, they are proscribed from taking an educative role. This is stifling both to the 
efforts of the Monitors and to the programs they support. By not allowing the Monitors to 
share the benefits of their experience and expertise with the PHPs and DARs, use of a 
signlAcant resource is being neglected. In a June 9 meeting to discuss a draft of the- 
evaluation report, USAID s M  recommended that the CCC monitors be replaced by SDA 
personnel to perform the monitoring function. The elimination of this objective reporting 
source, previously thought essential in the Project Paper for keeping USAID apprised of the 
condition of the RHP, should be carefully considered. Until then the following is 
recommended. 

RECOMMENDATION: SlM should dlow the monitors to take a more educative rote 
during their field visits as is done by Clapp and Mayne monitors for the APSISA 
Project. Periodic joint travel with promoter supervisors is also recommended. 

The Monitors' reports are largely quantitative, providing information that reflects the 
functioning of the RHP. the Medical Program in the SDA clinics. the Social Marketing 
Program, and the logistics process. The reporting format was developed by CCC in concert 
with the USAID Health, Population and Nutrition (HPN) Office. Recently the reporting format 
has received criticism from SDA kith suggestions on how to improve it. A meeting between 
SDA, USAID and CCC is pending for review of the monitoring plan and reporting format. 

Until early this year. in accordance to the wishes of the former USAID Project Manager, the 
Monitors' reports were delivered to USAID then later to SDA after a USAID review. This 
created the suspicion among SDA personnel that the Monitors were conducting espionage 
rather than technical assistance, a suspicion that still lingers today even though SDA now 
receives the Monitors' reports at the.sarne time as they are delivered to USAID. 

The Monitors also check central and regional warehouse stock. The data gathered by the 
Monitors regarding product status and the workings of the logistics system is accurate. 
Effective and efficient use of the data could be improved, however. For example, the SDA 
Manager of Procurement and Supplies does not receive a copy of the monthly Monitors' 
reports nor does he meet with them to discuss supply difficulties. The Monitors and 
supervisors don't meet regularly to exchange information. This appears to be a waste of a 
valuable resource with which to correct supply problems and bottlenecks. 
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RECOMMENDATIONS: The monitors' reports, particulady the bi-monthly inventoq 
reports, should be shared with the Manager of Pmcurement and Supplies. 

h Monitors should meet at least monthly with the SDA Medical Director, the SDA 
Dimtor of the Rural Program, the SDA Manager of Procurement and Supplies 
and meet separately with SDA PHP/lurp medical supervisors. 

AU of the technical assistance provided to this Project (the work of the COP, IEC Advisor, 
LogisHcs and Warehouse Advisor, Transport and Maintenance Advisor. etc.) is directly or 
indirectly related to this sub-component. The work of the CCC Monitors comprises the bulk 
of the direct technical assistance provided over the life of the Project for the RHP. The long- 
term assistance of the Procurement Advisor, Logistics Advisor and MIS Advisor contributed 
greatly to this sub-component. Over the long-term also, the services of the Rural Health 
Education Advisor continues to be an important contribution. A short-term consultancy in' 
IEC for curricula development in 1992 was also directly related to the RHP sub-component. 
But according to IEC personnel interviewed, its success was limited. It is felt that CCC did 
not help the consultant to focus on the scope of work, and here she did not provide useful 
or timely assistance. The consultant's Anal report. (which was approved and distributed 
many months after the consultant's visit) however. was considered valuable by the IEC 
evaluator. 

IEC staff and the CCC long-term consultant mentioned the following areas for short-term 
technical assistance: 

b conducting a training of trainers workshop (on how to train semi-literate adults. 
APROFAM in Guatemala might be a source); 

b design of materials for illiterates; 
b production of interactive training materials, consisting of videos and manuals; 
b training evaluation; 
b mass media campaigns evaluation; and 
b evaluation of the methodology used to produce audio-visual and print materials. 
b technical and financial managers need training in how to decentralize; supervisors 

into training skills 

Follovv-up short term technical assistance in the areas of logistics and warehousing 
schedluled for two weeks in July can seme to eliminate the readily apparent weaknesses in 
the supply system as well as  the Aeld reporting problems mentioned earlier. Outside of these 
still-existing needs. the technical assistance related to this sub-component has been 
adequate, although, with reference to the monitoring effort, not fully utilized. 

RECCIMMENDATIONS: Training Department s t m  should &come more specialized. 
This requires short-term technical assistance based on real needs, More short-term 
technical assistance has been m a t e d  by IEBtClTraining Department s t a a n d  should 
& provided. 



Aside from the technical assistance activities mentioned above, the CCC presence was 
particularly visible in improving warehousing and distribution a t  the SDA central and 
regional levels. Short-term technical assistance was responsible for the reordering and 
remodeling of the central warehouse and training SDA personnel from the Procurement and 
Supplies Department and the central warehouse in the MIS logistics system. A short-term 
consultant from CCC made the basic design for the construction of warehouses in Santa h a  
and San Miguel. The following manuals relating to warehousing were produced: General 
Manual of Warehousing and Supply, Norms and Procedures of Product Reception and 
Warehousing, Manual of Procurement and Supplies Procedures, Training Manual of 
Procurement and Supply and a Guide for Optimization of the Physical Areas of the Central 
Warehouse (includes regional warehouses a s  well). 

f. Information, Education, and Communication (IEC) - 
Background 

The role of the IEC Department is to support the RHP by producing materials for training 
courses and client education, as well as managing a mass media campaign to make the rural 
area more aware of the rural workers and health topics. The IEC Department has supported 
the training effort by producing a wonderful task-oriented PHP manual that is used as a 
reference on home visits. 

RECOMMENDATION: Since the manual is so o m n  consulted by PHPs during home 
visits, we suggest adding checklists foc 

Complications and danger signs q/ honnonat methods; 

b Counselling a woman who wilt be sterilized (what to eat, weat, etc.) 

The IEC Department has also produced excellent trainhg videos: 

A Day in the Life of the PHP; 
Ten Golden Rules for the PHP; 
Immunization: 
AN; 
Nutrition, Growth, and Development; 
Diarrheal Diseases; 
Family Planning; 
Promotion in the Community; and 
Vasectomy. 

The long-term advisor has been very helpful in this area. Trainers have also been taught to 
use video materials effectively in workshops. 

RECOMMENDATIONS: To build upon this strong foundation, we recommend producing 
videos that are interactive and can be used in training sessions to involve trainees in 
questions, demonstrations, and other training activities. 
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b Use video to record training sessions and provide feedback to trainers. The 
videos could be the basis for a video training libram on FP and MCH topics. 
They could also be edited and sold as part of the soda1 marketing program. 

b Given SDA formal approval, we support the CCC advisor's recommendation to 
send TV monitors to the rural areas and use them to show a combination of 
films, TV pmgrams, such as episodes that Televisa in Mexico produced 
incorporating FP themes, and SDA videos. 

Materials Production 

Pamphlets on various FP and MCH themes have been produced to support the rural workers. - 
The Pffl. (literates) 
The Pffl (illiterates) 
Injectables (literates) 
Food (literates/illiterates) 
The condom (illiterates) 
To avoid Pregnancy and Sexually Transmitted Diseases. Use the Condom (literates) 
Vasectomy (literates) 
Female Sterilization (literates) 
Cancer of the Uterus and Cervlx (literates) 
Post-partum Care (literates) 
Nutrition during Pregnancy (literates) 

In addition, the SDA has produced pamphlets which were not Ananced by the USAID project. 
but which reinforce the key messages to be delivered: 

b The IUD, Myths and Taboos 
b Risk of Pregnancy in Adolescents 

What is Adolescence? 
b What is Menstruation? 

All of the materials were pre-tested during focus group discussions (FGDs) organized and 
implemented by subcontractors to the SDA. The target audience included both men and 
women between the ages of 15-45. When discussing the pre-testing process. the evaluator 
suggested including profiles of the participants in the summary report, and writing a memo 
saying why suggestions are not followed, in the few instances when this is the case. 
During a 6-week training session in Santa Cruz, California in 1993, the IEC Department 
learned how to conduct interviews as part of formative research prior to scripting or drafting 
material. This should be routinely incorporated into the materials production process. 
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 ON: Put more emphasis on formative mearch, as well as on using 
FESAL 1993 mults,  to design messages which addtess s p e w c  areas that the tatget 
audience needs to understand famib planning so that theg will overcome their fears 
and learn what behavior constitutes a heal thy choice. Results s h o w  that women and 
men 16-24 are a prime group to reach, 

b Use focus group discussions to develop materials. Include an artist as part of 
the process, whenever possible, so that he can immediately incorporate local 
residents* ideas and concepts in designing or revising materiat. 

At the end of the year, the IEC Department sends samples of materials to the directors of the 
Training Department, the RHP, the clinics and the documentation centers. Based on their- 
requests, reprints are ordered, and new materials are sent to the Central Warehouse in Santa 
Tecla. No one seems to be responsible for making sure that the materials get to the regional 
areas, the PHPs or the clients. Monitoring at the local level is done by CCC and the RHP. 

RECOlldMENDATION: The ZEC Department should design a sttategg to make su& that 
materials get to the end users, PHPs, RARs and clients. Theg should also monitor the 
process bg making visits to clinics and communities. 

Mass Media Cam~afPn 

The following statements about the mass media campaign are based upon discussions that 
the evaluation team had with the Director of the IEC Department, the Director of the 
Communications Department, the long-term CCC communications advisor, USAID officials 
assigned to the RHP evaluation, and representatives of the ad agency who sponsored a 
meeting to discuss the RHP mass media campaign. The evaluation team also read 
documents that were given to the team; there was no evidence that an RHP contract had been 
signed with the ad agency. If it was, the document was not made available to the evaluation 
team at  the time of the visit. The biggest problem mentioned by the above mentioned people 
(with the exception of the USAID representatives) was the lack of a mass media campaign to 
support. RHP communication efforts. 

According to information given to the evaluation team. the terms of reference to hire an ad 
agency were written in May 1991 but were not approved by USAID until May 1993. In the 
fall of 1993. bidding was canceled due to Irregularities and alleged conflicts of interest. The 
terms of reference were re-written to reflect FESAL 1993 survey results. bidding began, and 
Publicidad Comercial was selected. The ad agency is awaiting USAID Anal contract approval 
before starting work on the project. 

In the meantime, SDA staff has been resourceful in obtaining free airtime for educational 
topics, such as the population explosion, and has produced a series of programs for two local 
TV shows. "Buenos Dias" and "Nuestra Gente." 
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II. Results: Hndfneb and Conclusions 

The evaluation team was asked if it is worth the effort to hire an  ad agency? According to the 
SDA st.aff interviewed. it is worth the effort. The FESAL 1993 revealed that there are gaps in 
the National Family Planning Program. For example. despite the fact that the majority of 
women. in child-bearing ages do not want to be pregnant, they are not using family planning 
methocis. With regard to youth. 5g0h of 15-24 year olds had sex the month before the survey: 
less than half used contraception. Only 1.5Oh of couples used condoms to prevent AIDS. 

We rewewed the IEC strategy for support to the Family Health Services project and felt that 
the platn considered FESAL 1993 research results, that the objectives, target audiences, 
media mix, and components of the campaign were very adequately handled. With the IEC 
Department staff and the long-term IEC advisor, we discussed costs, geographical coverage. 
and the quantity of radio and TV spots to be provided. We were assured that: production 
costs vvere moderate; broadcast costs were in line with current practices in El Salvador: - 
geogralphical coverage will be nation-wide including the Occidental Region which has FP and 
MCH needs which definitely must be addressed. We agreed to discuss the number of radio 
and TV spots with the ad agency because there seemed to be too few spots, each with too 
many messages. 

The At1 Agency 

We visfted Publicidad Comercial, heard a presentation about the agency. saw samples of TV 
and graphic materials, including TV spots done for the Ministry of Education about youth 
gangs, toured the facilities and met staff. Publicidad Comercial ranks number 1 in billing in 
El Salvador, and the staff is certainly professional and technically competent. No RHP 
materials were available because the ad agency sM said they didn't want to start work on 
them without a signed contract. 

We discussed pre-testing, which is very important for both TV and radio spots. Since there 
wer- no funds allocated to this function in the ad agency contract, the SDA IEP Department 
will undertake this activity, according to the Director of the IEC Department. 

They agreed to produce more radio spots, each one with only one key message. SDA had 
previously mounted a small radio campaign to support the RHP, but found it very dimcult 
and time-consuming to buy media time on local radio stations and monitor results. An ad 
agency is needed to do this. 

RECOMMENDATION: Because a well-designed mass media campaign motivates people 
to plan their families and use SDA's services, it is important to sign the contract with 
the ad agency and get started with the mass media campaign. 

fi Increase the number of radio spots to provide variety and focus on one key 
message at  a time. The messages should be based on research and couer 
methods, as well as Profamilia seruices, and be creative in how PHPs and DARs 
are irsed. The community needs to know wid these SDAstmare and what they 
do. 



f i  Involve the Ctetrtiue Department ofthe Ad Agency in going to thefield to deuelop 
radio and TVspots with inputfiom local people during focus group discussions. 

f i  Since-it is expensiue for the Ad Agency to produce TV spots, let the SDA TV 
Center produce at least one additional spot to add variety to the campaign 
without incurring gmat additional costs. 

Intemersonal Communications 

By default. interpersonal communication became the predominant mode of communication 
for the RHP. We applied an observation checklist to PHP conversations during home visits 
(see earlier section) and concluded that PHPs used a wide variety of techniques and styles. 
These should be standardized so that they include all of the steps which guarantee that an 
interview wlll be successful. 

- 

RECOlUMENDATION: Devise an observation check-list for interpersonal communication 
skills which meets SDA needs and apply it to a valid sampling of PHPs and DARs as they 
make home visits. Use the results to design an interactive training module and video. 

b Train-the-trainers tn how to model and teach interpersonal communication 
skills. Have interactive communication skills be one of the units of mastery 
(discussed below). 

While the evaluation team was in El Salvador, only two training activities were held, one for 
Volunteers and one for PHPs. Because of conflicting responsibilities such as meetings with 
SDA and USAID staff plus fieldwork, it was only possible to observe part of the Volunteers' 
training and one afternoon of the PHP training. 

We got a flavor of the training provided to PHPs in El Salvador by obsenring two teams of SDA 
trainers teaching about diarrheal diseases and filling out forms. The trainers were dynamic, 
used interactive techniques, such as games, and case studies. Concepts were presented in 
simple language. A video was shown to reinforce key points. The male trainer effectively 
stopped the video, repeated key information, asked questions and summarized. A post-test 
followed the video. The female trainer who taught PHPs how to fiU out forms first 
demonstrated, then asked trainees to All in the blanks on transparencies used with an 
overhead projector. She gave simple situations related to using ORS: what to do in case of 
twins. someone 15 days old, someone 25 years old. 

RECOlKMENaATIONS: A weakness was that not everyone could see the materlal because 
the owrhead project was poorly positioned Ukewise, not everyone could hear; the trainer 
needed a microphone. 

Pay attention to the logistics of the training so that every participant has equal 
access to the idormation provided. 
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Because the educational and literacy level qf the trainees is a t  a t h i d  grade 
level, instead of having written exams, evaluate learning bg designing an  
additional training e x d e  that couers the same t e r r i t o ~  and seeing jr new 
irCfonnation can be put into practice. Such exercises must include role plays, 
games, filling in diagrams, treasure hunts, etc. 

b Upon completion Qf the initial training course, haue the Training Department 
prouide the r e g i o ~ l  supervisory teams with a list of precise areas that each 
PHP is weak in so that an Individual folder, pteferably computerized can be 
created in the regional omce. This will gu& followup visi ts  bg the training 
superuisors, regional supervisory teams, curd CCC monitors. 

Recruitment of Trainees - 

The training process begins with recruitment. RHP supervisory staff go to the community, 
ask who the leaders are, (such a s  midwives) and visit with them. If the person meets the 
requirements, the supervisor gives him a verbal or written invitation to the next training 
(Annex 18). 

We learned by interviewing 4 randomly selected trainees a t  the May PHP training course in 
San Salvador that during recruitment interviews they received partial information about the 
training and what it means to be a PHP (Annex 17). The time that elapsed between the 
invitabion and the training was from 2 months to 4 days. 

REC(lWME.NDATIONS: Ask the IEC Department to design a brochure for the PHP that 
l ists JPHP goals, jitnctions, and b e w t s ;  use i t  In recruitment. 

b Improue the prospects for recruiting good candidates by onering recruits fme 
health care in SDA clinics. This has proven to be sucazsqfial in a pilot project 
area. PHPs will be mom likely to rt$erpeople for services that they thernselues 
have experienced. 

b Set a nonn for when to invite participants to the training courses, and stick to 
it. 

PHPs decided to come to the training course because they wanted to serve the community, 
learn to live a better life, and make money to send their children to school. 

None of those interviewed had been a DAR previously. They expect that family members will 
help them fulfill their tasks by delivering medicines and baby-sitting, etc. They will also be 
exposed to community residents who come to the home looking for the PHP who spends the 
majority of his time on home visits. 

All of the interviewees liked the training course. They enjoyed learning about FP and 
Maternal/Child health. They liked the instructors and felt they could ask for help. They 
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wished the training could be longer. By the end of the course they received written contracts 
with the terms of their employment. This is a good practice which should be continued 
(Annex 19). 

RECOMMENDATIONS: Given the special characteristics of the students, the complexitg 
of the topics taught, and the importance of "getting i t  right," more days should be 
added to the training course so that al l  of the training topics ate covered sytpcientty. 
The Director of Truining and the training s t a  should meet to discuss this 
recommendation, basing changes in course design on amas that am hardest to 
mastet Technical assistance should be prouided to tedesign initial and subsequent 
training coutses for both PHPs and DARs, who get periodic @ksher courses. 

& Having read the memos about the -her training which cited probkms t h a t  
supemisory teams seem to be having with content, training process, and 
logistics, we recommend that each region hire a training team to plan and 
impkment month& sessions on -her topics. 

The evaluation team read several "Guias Pedagogicas" which included the following 
information for each training activity: 

& Name of exembe 
& 

& 

 TOP^ 
Objective of Learning 
Time 

& Pteparation Activities 
& StepbyStep Procedure 
& Evaluation 

However, the information was sketchy and repetitive. 

The Training Deparbnent manual on uasectomy was the best one we obseruai. 

RECOMMENDATIONS: The Training Department should obtain and revieur training 
manuals j h m  other lPPF m l i a t e s  to get ideas for modming their Wuicts 
Pedagogicas. " A good example is -pad t a d o  Sin Letras," availablejbm A P R O F '  
in Guatemala. 

& Stimulate P&Ps to learn by providing more learning materials and 
opportunities. 

rifter getting a graduation certjpcate from the initial training, provide simple home 
study materials on the topics in the PHP manual. Mod& the d r q F  of the modules 
that eventually became the existing manual. They use a sev-instruc tion fonnat which 
is appropriate if the modules have simple language and pictures. 
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The trainers could design a step-by-step plan that would lead to mastery of a topic. 
A certfficate Waster of ARI," for example, could be w a r d e d  to PEIPs who: 

attended a basic training 

completed a home study course 

completed 10 perfect home visits about the topic (under supervision of the 
auxiliary nurse] including iqformation, supplies, education, interpetsonal 
communication sk i lb  

b Demonstrated to their peer group a t  the monthly meetings 

The a w a r d  ceremony could include incentives such as a T-shirt, orj iee cane a t  an SDA 
clinic for 1 month, The PIIP could be interviewed on the radio, or  featured in the PHP 
Bullelkin. This would create a "tiered or multi-1eueled"system of PIPS, and additional 
respmsibilities and beneftts could be designed for them. 

h. Client Satisfaction 

After each of the home interviews we videotaped, we talked to clients about their relationship 
with the PHP and whether or not they understood what had happened during the interview. 

We found that the PHPs had visited them an average of 5 times in the past 12 months. The 
interview they had just completed was rated good or very good. PHP profiles have been 
created for each interview to show whether or not the client understood why the PHP came; 
understood the messages; received a pamphlet, referral slip, etc; and is planning to do 
anything to treat the problem (Annex 14). Reviewing these PHP profiles will show what the 
content of the home visits was. 

The PHPs are told to focus on one theme for the home visit, and if there is a pressing 
proble:m, to switch topics and return another day. What happens is that there are missed 
oppontunities to help or refer children with AN,  conduct growth monitoring, etc. There are 
also missed opportunities to sell products because supplies were left at home (or were out of 
stock) or motivate clients to pay for services in an attempt to recover costs. 

The clients generally understood the purpose of the visit and could remember much of what 
was said. Often the PHP used a folder containing a sampling of pamphlets to explain ideas, 
but educational materials were left with the client in only 2 cases. Clients said that they 
would follow the advice (re: taking pffls, vitamins, going to the clinic to get children 
vaccinated, etc.). 

We never received the impression that clients were pressured to have sterilization operations: 
they understood it was permanent. 
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All of the clients say they will continue to receive the PHP in order to get education and 
supplies. and would recommend the PHP to others in order to get FP education. have 
someone to talk to about problems. and avoid going to the hospital. The one suggestion 
made to improve the RHP was to keep a good stock of Noristerat (Annex 15). We obsenred 
that the lack of infectables is damaging to the credibility of the PHPs. They found that their 
case load is declining because women cannot tolerate the pill or their partners won't use 
condoms. Condom use was encouraged by the PHPs but they didn't have them or didn't 
think to sell these supplies. 

RECOMMENDATIONS: PHPs should be trained to understand that the quality af home 
visits is more important than the quantity. Feedbackjiom supervisors immediately met the interview would help to impart this iMormat2on. 

We support D+. Qoenz' suggestion made in a March 1994 memo to the ~ h i e f q f  
Par@ of CCC/El Salvador that research be done in rural homes to know the 
penetration and acceptance of SDA programs and the PHP. We are not sure 
that CCC monitors are the best ones to do th&; the W A  Research Depcubnent 
might be more experienced. Houreuer, the parties concerned should decide upon 
a way to measure community acceptance. The iqformation is important to help 
design mass media campaigns to support the PHPs as well as design training 
programs to teach PHPs and DAR's how to s a w  clients and improve their 
acceptance in the community. 

Another recommendation is to have thePHPsput maps of the community on their wall, 
and use dwemnt colored pins to show who needs follow-up care-ie-blue, monthly p i l l s  
reti, diarrhea case, etc. This is a visual reminder which supplements the idormation 
in the PRP's notebooks about follow-up visits which are required. "Davdo's Stoa(" a 
video in Spanish about a rural physidan, shotus this technique. It can be ordened 
fmm Esperanza in Phoenix, Arizona. 

GROUP TALKS 

We observed one group talk about FP and MCH topics and used a checklist made by 
consulting the PHP manual to evaluate it. On the positlve side, we found that the speaker 
knew the topic. was dynamic and asked the participants questions. On the negative side, the 
PHP did not speak loudly, summarize ideas, or use AV materials (Annex 16). 

Recommendation= lfgiving @f?cti~e group talks is an essential skill for PHPs, theg 
must mceiue more supervised practice. Produce a video devoted solely to this topic. 
Let P .  watch regional trainers demonstrate the techniques. Let PHPs ptepane a 5- 
minute talk for the monthly meeting, videotape it, and get individual and group 
feedback. A c m c a t e  of mastery could be created for this topic. 

1. Method Mix 

The following table 8 shows which type of contraceptive is desired by Salvadoran 
women nationwide. 



n. ~tsultr: Findin- and Concturionr 

Table 8: FESAL 1993 - Percent of Women Desiring Contraception by Type 

Female Sterilization 

Don't Know 

Natural 

Type of Contraceptive 

Injections 

Percent 

32% 

Injections are the preferred method, followed by oral contraceptive, and female sterilization. 
The method mix a t  SDA has changed between 1991 and 1994 to reflect similar preferences 
by clients. 

Other 

TOTAL 

Table 9: Method Mix (by percentage) 1991 and 1994 

6% 

100% 

- - 
Period I 1-1 I 1- 

* Collirnns may not add to 100% because of rounding. 

-- 

Occidental - 
Central - 
Paracentml - 
Oriental 

The major change that has occurred is the decrease in birth control pills (BCPs) in favor of 
injections. The use of condoms has not changed markedly during the 3 years of the program. 

The following table indicates the steady increase in couple years of protection (CYP) provided 
by the rural program for condoms, BCPs, and injections from 1991 through 1993. The 
decline in 1994 of injections is due to the unavailability of Noristerat in the rural program. 

77 

55 

63 

69 
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13 

10 
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32 

26 

20 

62 

59 

70 

57 

8 

13 

06 

16 

30 

27 

26 

27 



Table 10: Method Mix and Coupb Years of Protection (CYP) 
1991 to 1994 

When the injectables went out of stock in the rural areas in February, 1994, the use of the 
pill and condom went up (Annex 24). However. a percentage of women have already deserted 
and will continue to desert because of the side effects of the pill and the reluctance of their 
partners to use condoms. 

Condoms (APP) 

Oral Contraceptives 

Injections 

RECOBfMElVDATION: Noristerat, or an alternative, must be available at a11 times. 

MALE VASECTOMY PROGRAM 

mojected - 

1991 

67'4 CYP 

6,232 CYP 

1,171 CYP 

SDA conducted a pilot project which includes the selection and training of satisfied male 
users to motivate and refer potential clients to SDA clinics. TNs strategy was not 
implemented because the men wanted to be paid for each man they referred for vasectomy, 
and USAID policy worldwide doesn't permit this. 

SDA devised another strategy which involved training the male members of the RHP 
supervisory teams. In June, this group will be trained in how to promote vasectomy. At the 
same time, the IEC Department produced a video which the PHP's will be trained to use in 
their efforts to recruit male vasectomy clients. The video was produced using SDA sM as 
the cast. It turned out very well. 

1992 

1,725 CYP 

7,832 CYP 

3,890 CYP 

RECOMHENLMTIONS: We recommend that SDA considers quantifiying their 
expectations of PEPS regarding the permanent temporary method c1arUiying and ratio 
and a number of clients. The medical director should meet with the PHPs to negotiate 
a high but realistic nurnbe~ 

b Pretest the vasectomy video with rural men to see if they like and accept it, 
especially the part that s h o w  a real operation. 

1993 

1,887 CYP 

11,054 CYP 

9.933 CYP 
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2,250 CYP 

13,182 CYP 

12,096 CYP 



ll. R d t s :  Ptndtngs and Conchdons - 

Each region has a director for the RHP, one out of four of whom are women. Each region has 
four supervisory teams with a male supervisor promoter and a female awdliary nurse, with 
the exception of one female supervisor. 

The percentage of pill, injectable, IUD. condom, and sterilization recipients indicates that 
women are the main recipients of FP services. By definition, the recipients of Maternal Child 
Health Services are women and children. 

It is easier for women to design, manage. implement and supervise programs for women. 
Here, the Director of the RHP, plus the Directors of the IEC, Training, and Communications 
functions are women, as are 87% of the PHPs. Project sustainability is enhanced since the 
programs will be designed with women in mind. SDA has adopted a gender sensitive plan- 
to pro~mote the active role of women in decision-making in the design. implementation and 
evalua.tion of their programs. 

R E C O ~ N D A T I O N :  SDA should examine the salary scale for the RRP superuisory 
team members, utfth an eye toward equalizing the pay for the males and female 
awili.aa( nurses. 

k. General Conclusions 

Between 1988 and 1993, the average number of children per rural woman decreased more 
than :L1% (from 5.59 to 4.96); whereas the fertility rate increased in urban areas. The 
proportion of women using SDA has stayed the same (20%). but more rural women are f a d y  
planning, in that the contraceptive prevalence increased from 34Oh to 43%. The contribution 
of SDfi to the lowered fertiltty rate and increased contraceptive prevalence might have been 
even g,reater had a properly designed mass media campaign. scheduled for 1992, occurred. 

In MCH, other indicators ?I are increased use of health swvices, a diminished prevalence of 
diarrheal diseases, greater immunization coverage, and better growth monitoring. This has 
helped to decrease infant mortality in rural areas from 6 1 / 1,000 in 1983- 1988 to 44/ 1,000 
in 1988- 1993. Mortality of children under 5 decreased from 84 to 52 per 1,000 in the same 
period. The SDA can share credit for this with the MSPAS and other service providers in the 
public and private sectors. 

From the beginning of the program, evaluations done by the IEP Department have shown that 
the initial training course has not produced PHPs that the Training Department has deemed 
100°h prepared to handle all of the fine points of FP and MCH care. 

Follow-up evaluations done 2 months after the training in 1991 and 1992 showed that the 
learning retention rate may be worse, the sa ne. or better after putting the ideas they have 
learned into practice. 



The IEP Department made recommendations to give priority follow-up to those who leave the 
training below standard. focussing on those with problems such as  identifying whether or not 
to give out oral contraceptives. (Follow-up to Training on Modules 1 and 2 for 4 groups of 
PHPs, November 199 1). 

Identifying those contraindicated for the pffl is still a problem. The CCC monitors in their 
recent report mentioned that 27% of the PHPs and 56% of the DARs do not know or properly 
apply information about contraindications for hormonal contraceptives; 22% of the PHPs and 
35% of the DARs have poor knowledge of side effects. They are not remembering and/or 
applying what they learned at the training course. 

Interestingly, the IEP Department provided an evaluation of a follow-up study of a seminar 
for nurses about counselling skills for potential sterilization clients. Only 40% were correctly 
using the interview skills and forms on the job afterward. Sixty percent were not, for lack o f  
interest on their part or of their institutions. The graduates needed more follow-up, more 
useful forms, etc. 

The point is that even highly skilled individuals do not follow through and apply what they 
have learned without much supervision and monitoring. 

The RHP is aware of the difficulties and has devised strategies to provide continuous , . 
education in the field. An auxiliary nurse. who may or may have vast training as  a trainer. 
accompanies a PHP on home visits to demonstrate what to do. They discuss the PHPs 
attitudes, good qualities, and weaknesses and make a plan for a revisit. New graduates and 
PHPs with problems get priority attention. 

Monthly meetings and special classes for small groups who have similar learning needs are 
being implemented, too. , 

This is a difficult challenge that SDA is trying to handle. It seems better to train fewer 
numbers very well, than spread resources too thin. Extra staff who are training experts 
would help to provide sufficient on-site follow-up training and refresher courses to assure 
quality of care in the rural areas. 

, . 

2. Expansion of SDA Clinical Serpices System: Regional Clinics ' . 

SDA operates 4 regional clinics, six satellite clinics, and 2 market clinics. The map (Annex 
3 1) lists the location of each. The four regional clinics operate in San Salvador, Santa Tecla, 
Santa Ana, and San Miguel. The organizational structure is generally the same for all: the 
clinic manager is a non-physician who is responsible for reports, personnel, and all 
administrative issues for the clinic itself, plus its satellite and marketplace extensions. There 
is also a part-time medical director who is responsible for communicating with the central 
office ( S a  Salvador). The roles of the two "chiefs" are not clearly delineated, but it appears 
that the medical director has the authority whereas the manager has the responsibility (see 
Annex 34 for the organizational structure). 
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II. Results: FIndinp and Conefusions 

RECOMBIENDATION: SDA should link authority with responsibility by clearly 
del imati  ngfincti0n.s of the clinic managers aind medical directors. 

Each regional clinic offers: 

b Medical consultation in family planning, pediatrics, prenatal-care, gynecology, 
colposcopy, and cytology. The clinic in San Salvador also offers specialty senrices in 
sexually transmitted diseases and ultrasonography. 

b Surgical sterilizations (male and female) and diagnostic laparoscopy. 

b Social service in FP and sexually transmitted diseases (STDs). 

b Contraceptives. 

b Laboratory services (San Salvador clinic). 

In 1993, 32Oh of 29,132 users was for FP. In the first quarter of 1994, 30% of 25.704 was 
for FP. Thus, 19% fewer users for FP were seen. 

R E C O ~ A Z 7 O N :  The decline in number of f m i l y  planning users in  1994 needs to 
be a s . ! d .  

In pediatrics, immunizations are not offered, because the scope of the Project included 
referrids only for immunizations. 

RECOMMENLRATION: Oner  immunizations at the regionat clinics wheneuer a nurse is 
present. 

The c!linic in San Salvador operates a Center for Adolescents, which provides services in 
gynecdogy, general medicine, psychiatry, psychology, as well as family planning. In 1994, 
10 of 798 consultations (1%) were for family planning. 

RECOlldlldENLRATION: Since the Center for Adolescents is a great resource for El  
Salualdo+, SDA should make a specflc M o r t  towards publicizing the availability of FP 
sentices there in hopes t ha t  this would increase the demand. 

I 
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The physicians' hours are distributed according to the table 1 1 below. 

Includes temporary family planning methods. - 

Table 11: 

The regional clinics are spacious, clean, and well-equipped. The physical 
structure was well-maintained, e.g. a machinist was observed doing routine 
maintenance on the autoclave. 

Service Provided 

Family Planning: sterilizations 

Pre-Natal Care/Gynecology 

Specialized Gynecology (colposcopy) 

Pediatrics 

RECOlMMEMDA~ON: Keep the cutrent buildings and their maintenance. 

Physician Hours/Week 

15-30 

26-38' 

2-4 

4-6 

Over the life of project, the CYP has not changed signiAcantly in the clinical 
program. The following four tables indicate the CYP by year. 

September. 1994 El Salvador 
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IZ. Results: Plnding. and Conclusions 

Table 12: Couple-Years-of-Pmtection provided by Clinics 
Year 199 1 

11 Productivity by Clinic 

1 Total 1 20.471 1 9.509 1 2.715 1 3.972 

1 = First Visit 
2 = Flrst Visit for Family Planning 
3 = BCP 
4 = ILJD 
5 = Clondoms 
6 = Injections 
7 = Sterilization Women 
8 = Sterilization Men. 
9 = T ~ ~ t a l  

= number of persons 

t. = couple-year-protection (CYP) 
= Total of columns 3-8 
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1 = First Visit 
2 = First Visit for Family Planning 
3 = BCP 
4 = IUD 
5 = Condoms 
6 = Injections 
7 = Sterilization Women 
8 = Sterilization Men 
9 = Total 

* = number of persons 
+ = couple-year-protection (CYP) 
** = Total of columns 3-8 



11. Rcrults: F h d h g  and Conclurbnr 

Table 12: Couple-Years-of-Protection Rovided by Clinics 
Year 1993 

7 
Rodu clinic less 

SAN 11,210 3,735 1.460 
W'? - 
STA. 5.298 2,251 22 1 
TEC, - 
STA. 6,528 2,349 384 
ANA 

5.073 
MIG.. 

SAN 
FCO. 1,320 

ZAC . - 10 1 20 32 

USU. 102 19 2 1 

SOY, - 2,810 918 27 1 

TOTAL 33,766 11,835 2,659 

1 = F h t  Visit 
2 = FLrst Visit for Family Planning 
3 = BCP 
4 = IUD 
5 = Condoms 
6 = Injections 
7 = Sterilization Women 
8 = Sterilization Men 
9 = Total 

= number of persons 
+ = couple-year-protection (CYP) 
** = T~otal of columns 3-8 



Dcuclopment Assuciatu, Inc. 

Table 12: Couple-Yeo-of-Protection Provided by Clinics 
Year 1994 

These figures are through A p d  1994, and were multiplied by three when compared with previous years. 

Data multlplled by 3. 

1 =FlrstVlsft 
2 = FLRt Vlslt for Family Planning 
3 = BCP 
4 = IUD 
5 = Condoms 
6 = InJectlons 
7 = S t e ~ a t l o n  Women 
8 = Sterillzatlon Men 

9 = Total 

= number of persons . = couple-year-protection (CYP) 
= Total of columns 3-8 



To summarize the tables on pp. 1 1-4 1 to 1 1-44 indicate: 

1. Total CYP (including sterilizations) decreased for two regional clinics (San Salvador 
and San Miguel), increased slightly at  one Sta Ana) and increased markedly at one 
(Santa Tecla) 

2. The satellite clinics. begun in 199 1. have increased in CYP. 

3. For all clinics, the totals of CYP are: 

Since 1991, the CYP has increased in the regional clinic program. 

4. Analyzing temporary methods as one of our goals: 

5. First visits for family planning were increased overall: although less in 1994 than 
1992 and 1993. 

The previous tables indicate that overall, from 199 1 to 1994, the change has been similar to 
the chart below, taken for just 2 years at  Santa Tecla (1991 - 1992). 

El Salvador 
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Table 13: 

New Visits 

Return Visits 

FP Only visits 

FP Return 

Orals 696 1 393 1 -44% 11 
I I 

Total FP 

Condoms 22 4 -82% 11 

1991 

not given 

7,38 1 

1.946 

2.36 1 

Suppositories 13 1 -92% 11 
I 1 I I 

4.307 

Iniections I 4.236 1 2.994 1 -29% 11 

1992 

4,512 

9,799 

2.089 

2,309 

% Change 

? 

+33% 

+ 7Oh 

- 2% 
- 

4,398 

1 Female Sterilization I 1,6961 1,7801 + 5% 11 
I Vasectomies 

For the 4 regional clinics which have been operating since the beginning of the Project, the 
percent change from 199 1 to 1994 in total CYP is: 

- 

+ 2% 

22 1 ? 1 

Table 14: 

1 

I I I 

I Santa Tecla I + 39% 11 

Clinic 

San Salvador 

11 Santa Ana I + 11% 11 

% Change (1994* - 1991) 

- 22% 

1 San Miguel I - 100/6 11 
Numbers obtained by multiplying January-April 
1994 by 3. 

RECOlldMENDA'ITON: Increase CYP in the rregional clinics by uctiue promotion of EP by 
all clinic sm. TA in health promotion should be off;emd, and the mass media 
campaign should begin immediately. 

For June 1994, only a list of active users is available. Unfortunately this statistic differs from 
previous statistics which calculated "Couple-Years of Protection," which is calculated as: 

September, 1991 El Salvadu 
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U. Results: Ptrding and Conclusions 

1 CYP (Couple-Years-of-Protection) = 
13 cycles of BCPs 
6 injections 
150 condoms 
150 suppositories 
1/3.5 IUDs 
1/3.5 Norplant 
1 / 14 Sterilization 

Visits to some regional or satellite clinics may have decreased in 1993 or 1994 because of the 
additic~n of a referral system to rural physicians. 

The efficiency of the regional clinics was moderate: nurses are not counseling, DAMAS 
VOLUNTARIAS are being under-utilized. The majority of family planning counseling is done 
by a sole social worker. 

RECOIHMENDATION: A quality assurance program should be implemented at  the 
regionla1 level to improve Gciency  and increase time for counselling by the stqff. 
Both nurses and 'Pamas Voluntariasw should be utifized more. 

The clinic directors appear competent and capable of managing within severe constraints 
caused by the absence of regional authority and dependence upon the central administration 
for even small decisions. They appear to be more interested in omce space than improving 
services. There seems to be a desire to know size/space/equipment a s  power rather than the 
deve1o:pment of human resources, through training. 

This is reflected in the percentage of expenses that goes to training throughout SDS (see the 
table on 11-85). which was approximately 1% in both 1993 and 1994. 

RECO1MMENDATION: Incmase the allocation for stqgtraining at all leu& of regional 
clinics: management, physicians, nurses, DAEldAS VOUrmTARLAS, and others. 

In 1993, the majority of new users of family planning services of SDA for FP occurred in the 
rural program: 

Table 15: 

Setting 

Clinics (Regional and Satellite) 

Marketplace clinics 

Rural Program 

Number of Consultations 

12,226 

364 

36,275 

48.865 



Development Arsodata, brc. 

The 12,226 consultations for family planning represent 12% of the 103,367 visits to all the 
clinics In 1993 (Annexes 4 1 and 42). 

b A cost/user analysis should bepeflonned to investigate the mciency of seeing 
patients through the clinics or the REP. 

SDA should be viewed as a diversfffed providerqfhealth care services, and not 
metely FP. TA should be provided to help SDA meet theirfundamental goats Qf 
providing FP crs welt as related MCH services. 

- 
b. Logistics 

The contraceptive and pharmaceutical supplies distribution system is adequate for this sub- 
component. The two regional clinics observed had a sumcient quantity of stock on hand in 
contrast to the lack of supplies of the PHPs and DARs. 

The SDA clinic supervision is provided by two medical doctors who visit the clinics usually 
two times a month; internal audits are performed quarterly. The CCC Monitors make 
monthly visits to the regional clinics to check inventories of contraceptives and 
pharmaceuticals and twice a year take physical inventories of stock. Inventories of USAID- 
supplied equipment are taken quarterly. 

The CCC Monitors are charged with checking stock balances to determine if resupply is 
adequate; checking the condition of the stock; checking Kardex flles and the distribution of 
printed material and the use of videos and other audiovisual material. 

According to the SDA Medical Director, the selection of appropriate pharmaceuticals, medical 
supplies and equipment is made by the Medical Committee which is composed of the Board 
of Director, the Executive Directory the Hospital Director, the Medical Director, Santa Tecla 
and San Salvador Regional Clinics. There is adequate medical equipment provided to 
regional clinics for limited gynecologic surgery and female and male sterilizations. Computer 
and software selection is made by SDA MIS in consultation with CCC. 

Determlnation of commodities quantities required is based on the supply requisitions 
provided by the regions, which in turn are based on consumption and balance on hand. The 
requisitions are studied a t  the Procurement and Supplies Department, and after considering 
stock balances at the Central Warehouse, either approved or modfled if not properly justified. 
For local procurement without need of central level authorization. the regions are limited to 
a circulating fund of 3.000 colones with a single purchase.limit of 300 colones. This seems 
low for regional operations but it does sign@ tight central control. 

RECOMMENDATIONS: SDA should consider increasing the regional circulatingfunds 
to 5,000 colones with a 500 colones single purchase limit. 

September. 1994 
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Information regarding central warehouse storage and procurement is provided in the section 
dealhg with the sub-component. RHP. Contraceptives and pharmaceuticals for the regional 
clinics are stored in the clinic pharmacies. Storage is secure and adequate, but space is 
limited in the Santa Ana ch ic .  

RECOMMENDATION: The storage space at Santa Ana should be increased. 

The CCC monitors make regional clinic visits once per month. Their monthly reports go to 
the Project Manager.HPN/USAID and the Executive Director of SDA. 

RECOMMEWDATION: The CCC monitors' teports should be utilized by the regional 
admtnistmtion. 

Use of the computer in supply management is not yet functioning at  the regional level. The 
SDA MIS Department is currently researching the justification for this expansion for USAID 
approval. For information regarding computer use in supply management at the central 
wareh.ouse please see the logistics section relating to the sub-component, RHP. 

The four regional clinics are using a computer program (SAC) for the administration of clinics. 
The program provides data on clinical histories, sales and inventories. 

RECOl@tMENaATION: Inctease computer capability at the regional leuel. 

Frovide newer equipment to the regions. Of the 6 1  ADS computers existing at 
the t h e  Qf the evaluation, onlg eight wete in the mgion and four are old 
according to the Chit$of ADS/aarS. 

Install in the regions a supply management pmgram similar to that used at the 
cen tral warehouse. 

Get computers o~emt inq  in the region. 

d. Financial Sustainability 

Annex 36 lists the prices for SDA services. Efforts to make services self-sustainable led to 
a change in price structure in October 1993. SDA decided on the basis of research that some 
users were able to pay more for the services than they had been previously. This may have 
resulted in fewer users, but more income. Total sustalnabiLity is impossible because the 
patients pay less for services than they cost; even to zero when they are unable to pay. 

Anothier reason sustainability is "impossible" is that the incomes of clients are small relative 
to cos,ts For example, at the San Miguel clinic: 
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In the RHP. the highest budget line item is the salaries. The approximate total cost of this 
activlty is C.13 Million. In 1993, salaries represented C.6.6 Million or 51%. followed by 
materials and supplies C.3.0 Million or 23Oh. and malntenance C.2.7 Million or 2 1%. The 
recovery level in this program is of 18Oh or C/.2.3 Million. 

- 

RECOMMENDATIONS: This is a costly part of the RHP without any doubt. The 
maintenance of the clinics that compose the expansion of seruices is a rather costly 
proposition for USAID. One alternatiue for USAID to make the best use of itsfinding 
and at the same time accomplish the same objectiue is to establish an mangement 
with SDA to pagfor SRA's deliuem of clinic-based services on a reimbursement basis. 

There are various alternatives for sustainability beyond USAID funding, and of course fund 
raising is one of them. 

Fund Raising however, should be a function performed throughout the year by SDA and I 
believe they are doing so mainly with local businesses. Donations accepted by SDA from 
private donors however, should not generate additional recurrent costs to the organization. 
Contracts with external donors should be negotiated based on direct and indirect (overhead) 
expenditures projected previously by SDA. 

The establishment on an Endowment Fund is also another option that USAID should explore. 
In the establishment of an Endowment, the donor would have to decide: 

(1) What is the objective of the Fund? 
(2) What type of expenditure is the donor willing to support?, per cent of total budget?; 

total budget?, etc. 
(3) Who will have control of the Fund?. SDA' Board and AID'S Representatives(s)? 
(4) Should the principal investment amount be used for operations? Should it not be 

used at all? Can it be used with previous authorization from the entity controlling the . 

fund after certain amount of years? a 

(5) Who should make contributions (deposits into) to the fund? From where should these 
contributions come? 

(6) After how many accumulated years in the fund can SDA withdraw from it? two years? 
three years? 

The Fund must be established by SDA. SDA for instance could ensure that between 5- 10% 
from the annual increment in its cash resources through cost recwerv is set aside for the 
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XZ. R d b :  Mndingr and Conclusion8 

establishment of an Endowment Fund. This fund could be the equivalent of 25% of the total - 
yearly expenditure of the Association. It is recommended that SDA external auditors be 
consulted on the percent level most adequate to SDA' circumstances. AID then matches 
these funds put aside by SDA for this purpose up to a previously agreed level. 

The funds are used to open an investment account that generates revenue for SDA. There 
are restrictions imposed in these kind of funds. Number one is that the principal amount can 
not bt: used by SDA. The organization can only use the interest gained from this investment 
after ;a certain amount of years, as stipulated by the donor. 

Cost ]Based Reimbursement Svstem ICBRSl. A cost based reimbursement system is a more - 
complex method for reimbursing SDA for services provided to AID'S designated patient-user 
group. This system could be much more effective in encouraging SDA to: (1) contain costs_ 
in the: delivery of its services; (2) establish the necessary cost accounting module in order for 
it to be able to determine on a regular basis the costs incurred in delivering services. 

Unde.r this system USAID/ES would reimburse SDA for services provided by SDA' facilities 
to USiAID's patient-user group. This group could be classifled by USAID as those in level 
%/relative poverty and level three/median income of the Ministry of Health's socio-economic 
scale (please see MOH's classification in the table below). Both the classification and fees to 
be used by SDA must be agreed prior to the initiation of a contractual arrangement between 
SDA and USAID/ES. 

MOH SOCIO-ECONOMIC SCALE 

Level 1: Extreme Poverty - No Charge MOH 
Level 2: Relative Poverty - 45% up to c. 280 S M  
Level 3: Median Income - 75% up to c. 500 S M  
Level 4: High Income - 100% Fee OTHER 

The fiollowing steps are suggested to be followed by both USAID and SDA in establishing a 
cost based reimbursement arrangement: 

1 Develop Procedure Costs: Cost per patient per procedure or service delivered. This 
level 1s determined by costing out each individual procedure provided by SDA in its clinics, 
inclulding administrative or overhead costs typically generated by these services. 

The amount of time spent by SDA' staff delivering services is a vital data information for the 
calculation of the fee. SDA would require technical assistance in determining these costs 
because its accounting system does not presently collect this detailed information on service 
costs, it is obtained by SDA at present only on a global basis (per program). 

2) Cost Accounting Module: SDA has already developed terms of Reference for this 
process. This system would have to be implemented as soon as possible, and staff both a t  
the Clentral Omce and the regional omces trained in its use. Under a cost-based recovery 
system SDA could no longer rely on gross numbers - as are generated now by its present 



Fund Accounting system, to provide an accurate performance perspective under a CBRS 
constraints. The type of budget forecasts and system to back-up that budget advocated here 
requires evaluation at the product-line (per patient, per procedure) level. 

In other words, the establishment of a CBRS contract between USAID/ES and SDA requires 
that SDA develops and establishes administrative and data collection systems and 
procedures capable of examining the costs incurred by patients (users) at the procedure level, 
that it analyses the cost behavior of individual departments or Divisions within the clinics, 
and that it implements sound strategies to contain costs in order to be able to project costs 
at the service line level, obtain accurate information and prevent budget short-falls. CBRS 
can be a very effective vehicle USAID can use to encourage cost containment. 

2. Payment Arrangements: USAID/ES's Financial Management Division could 
determine the terms of payment to be used in this case. It is suggested though, that SDA be 
provided with an advance, say, the equivalent of the total cost of one month of provision of 
the service as calculated according to the above rule. 

The restrictions attached to this "advance" is that it can only be used when "reimbursements" 
from USAID are delayed. The funds in-bank at present from the sale of contraceptives or 

. AID-IL funds could be those USAID designates for this purpose, regulations permitting. 

A cost-based reimbursement agreement can be combined with the establishment of an 
Endowment Fund. The endowment fund would determine the life of the agreement and the 
endowment itself. 

USAID can choose for instance to reimburse SDA for services provided to its selected patient 
group up until the Endowment fund has generated s d c i e n t  capital for SDA to continue 
provision of services without dependlng totally on outside donors. This calculation should 
take into account SDA' locally to generate within three years an equivalent of 60% of SDA' 
annual expenditure. 

The amount of time for this agreement would depend on the amount of capital determined 
to be used in the initiation of an endowment fund. 

USAID can explore within its regulations what would be the possibility to use the funds 
presently inactive in SDA' USAID-il account to establish the endowment (as an initial amount 
or capital funds) since those funds were generated by sale of contraceptives. The question 
is: car1 these funds be considered part of SDA's locally raised income? 

Contributions to the fund would have to be made by SDA and this should be stipulated 
within the USAIDISDA agreement. Funds to replenish the fund should come from SDA's sale 
of services. 

3) USAID would have to develop a set of procedures to handle the vouchers and payments 
of the new patient-reimbursement arrangement. 

e. Technical Assistance 



Through the hancial  and technical assistance provided, the Project has increased the 
logistics capability of SDA. According to the Manager of the Procurement and Supplies 
Department, the technical assistance provided helped greatly to unify and put the purchasing 
and supply system in order. USAID Anancing has increased the variety and quantity of 
contraceptives. pharmaceuticals, audio-visual materials and medical equipment available to 
the 01-ganlzation. The manuals covering procurement and supplies developed by CCC 
technical assistance have been instrumental in improving supply management, according to 
the Manager of the Procurement and Supplies Department. 

The regional clinic directors at  Santa Tecla and San Miguel reported that they had never 
received TA from CCC. The TA focused on logistics, procurement, and computer systems at  
the central level and rural monitoring. 

RECO~MMENDATION: In light of the decrease in users, absence of supplies, and 
minimal computerization, technical assistance needs to address enriching 
management, logistics, computers, and clinical issues. 

f. Information, Education, Communication (IEC) 

The pamphlets available in the regional clinics were reviewed, and specific comments 
regarding them were made directly to the IEC department. Pamphlets targeted at young 
women were not found in any of the four regional. four satellite, nor two marketplace clinics. 
Pamphlets targeted a t  young men were not found either. 

When the evaluation team visited, a video program was being shown to women waiting at a 
regional clinic. Unfortunately. the program (a scientiAc explanation of vasectomy) was not 
selected with Salvadoran women in mind. 

The I!EC Department supported the regional clinics by creating 4 pamphlets on medical 
themes for patients' use: 

cervical-uterine cancer 
w female sterilization 

post-partum care 
w nutrition for pregnant women. 

These: pamphlets, as  well as  the ones produced for the general public on FP and MCH 
themes. are printed and reprinted upon demand. Women who are waiting to see the medical 
staff can read them, and the staff can use them to explain procedures, etc. 

The IlEC Department also supplles calendars and wall charts on medical topics, and sends 
videas on various themes so that waiting patients can watch them. Each regional clinic also 
has a documentation center with books, journals, reports, and audio-visual materials 
supplied by the IEC Department. SDA reports thousands of students and others using these 
libraries every year. 
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RECOMMENDAlrmN: Distribute pamphlets andflipcharts to the regional clinics. 

Include the regional clinics in the mass media campaign. 

The Medical Sector has been offered training in the following: 

b Hormonal Methods. pills and injections 
b Contraceptive Methods 
b Counseling for Voluntaq Surgical Contraception (1992) 
b Congresses and courses on AIDS and sexually transmitted diseases (1992) 

No t r W g  has been provided especially for medical and paramedical staff at regional clinics: 
In 1993, two courses were planned, one on Norplant and another on supervisory skills, but 
neither was held. 

RECOMMENDATION: Clinical s t a i n  the regions should haue in-service training on 
advances in the contraceptiueftetd, counselling, and promotion of FP. 

h. Client Satisfaction 

A study was performed on clients, and the clients are generally satisfied. (More 
improvements could be made with additional client input.) 

RECOMMENDATION: Enhance the IEP Division through medium-term technical 
assistance in the ama Qfstudy design, analysis, and intetpretation, in order to fitly 
investigate client satisfizction. Focus on the decrease in users in 1994. 

i. Method Mix 

Sterilizations remain the most commonly chosen method of contraception. (Refer to Tables 
of pp. 1141-44.) Of temporary methods, injections are the most popular. At the regional 
clinics of San Salvador, Santa Tecla. and San Miguel, the IUD is the second choice; whereas 
at Santa h a .  pffls are the consistent second choice. 

RECOMMENDATION: Investigate why Santa Ana dwersfrom the other three regions 
in method mix. 

Sterilizations are popular because: 

b The all-or-nothing concept is attractive to both promoters and clients. 

Physicians perform them, thus increasing their prestige. 

b 100% effkacy. 



U. R d t s :  Findin- and Conclusions 
- -- -- 

w Promotion materials do not mention contraindications or side-effects. 

The PHPs do a lot of good work - both in temporary methods and sterilizations. The 
quota of 2 sterilizations per month, however, represents the historic emphasis on 
permanent methods that USAID has been wondering about. 

False impressions and myths of alternative methods. 

w Ignorance about alternative methods. 

w Cheapest method (only 10 colones) until 1994, when the price was raised to 50 
colones (which is the equivalent of two injections (4 months' coverage) or 17 cycles of 
pills (17 months' coverage). - 
No apparatus to deal with. 

The pamphlet. "Female Sterilization," states "It's the surest FP method right on the 
cover. Likewise, inside, no contraindications are mentioned. Rather, it states, 
"Sterilization is simple, sure, and rapid." This is very Merent fiom a list of six things 
in the Vasectomy pamphlet that could scare men away from the operation. 

The role of sterilization in FP may change drastically a s  injections have become more 
available and popular. In 1993, 32Oh of women preferred injections, contrasted to 20°h for 
sterilization (Annex 32). See table on p. 11-34. 

The IUD is not popular in this country. Reasons are not clear, but include: 

w No apparatus in some satellite clinics. 
Cost is MORE than sterilization. 

w There is a perception that it causes cancer, increased libido. 
w The fact that some experts believe that it is an  abortifacient causes some physicians 

to be reluctant to recommend or insert this device. 

* Norplant is a very new method which SDA is appropriately adding to its method mix. At 
this time, there appears to be no demand for Norplant, even by clinic sM. 

Six Norplants have been inserted in San Salvador since the inception of this project in March 
1994. The procedure is done only in San Salvador. 

Vasectomies are rare -- approxlmately each regional c h i c  performs one per month. 

A study performed by SDA investigated sterilization between 1973- 1991. Over these 19 
years', the number of women sterilized increased, whereas the number of men decreased. 
Over this period of time, the average age of sterilization decreased from 29 to 27 years, 
reflecting changes in SDA's institutional norms and procedures yet the number of living 
children has not changed. If the average age of women being sterilized is LESS by 2 years, 
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AND the mean number of children is the same, then the women MUST be having those - 
chfldren PRIOR to 27 rather than 29. But that's not the more important point. The more 
important point is that the mean number of chfldren prior to sterilization is not decreasing. 
And decreasing this is one of the only 2 ways sterilization will ultimately reduce the 
population growth rate [the second way is simply through the increase in the number of 
s terilizations .I 

Fifty percent of women being sterilized never used contraceptives before sterilization. 

The profile of men being sterilized is different from that of women: men have had an average 
of 8 years of education, whereas women have had an average of 3.5 years. 

RECOMMENDATIONS: 

b Target FPpmgrams at  men as well as women. 

When c:ompa.ing the percentage of pill, injectable. IUD, and female sterilization recipients to 
the percentage of condom and vasectomy clients, it is easy to see that women are the main 
benefactors of FP services. E3y definition, the recipients of MCH services are women and 
children. 

Women do not fill as many management and executive positions in the medical programs as 
in the rural health program. The medical department is dominated by men. The medical 
director, his two supervisors, and the four regional medical directors are all men. Nurses and 
social workers are usually women. 

Comparing results in regional areas outside of San Salvador to results in the rural area 
(FESAL, 1993) outcomes were more sustained when women staff predominated: in urban 
areas, the fertility rate increased from 3.37 in 1983- 1988 to 3.52 in 1988- 1993, as opposed 
to rural areas, where the fertility rate decreased. This shows that a need exists to promote 
and support work in the regional and satellite clinics. 

RECOMMENDATIONS: &fore women should be inuolued in planning and implementing 
FP and MCH seruices in the urban amas, especially outside Sun Sduador. 

b Attention needs to be given to training needs of regional clinical s t m .  

b Training in Norplant insertion, counseling, indications and contraindications 
should begin as soon as possible. 

Empower nurses to pmuide more direct family planning sedces, such as the 
insertion of NDs. 

b Increase the use of tempoma( methods by creating a special mass media 
campaign, empowering nurses, and improving IEC materials in the clinics. 



3. Expansion of SDA Clinical Services System: Satellite Clinics 

a. General Description 

There are 6 satellite clinics: two associated with San Miguel (La Union and Gotera), one with 
Santa Tecla (Chalatenango), one with Santa Ana (Ahuachapan), and two with San Salvador 
(Soyapango and Cojutepeque). The number of visits may have been affected by the 
estat~lishment of satellite and marketplace clinics, but according to the medical director. the 
number of consultations continued to increase. - 
The satellite clinics are called "Pro-familia" and are general clinics, offering family planning 
services. An increasing client base provides a source of patients for FP. Satellite clinics have 
a full-time nurse and custodian. A general physician attends 1-2 hours each day ana 
provides services in gynecology (PAPS), pre-natal care, pediatrics, and family planning. 
Women who seek sterilizations are referred to the regional clinic. and are transported by an 
SDA vehicle. 

RECOMMENDATION: In order to promote EP among patients who are seeking other 
seruices, a protocol for offering FP seruices should be created and used on every 
patient. This protocol would educate every patient about the vdue QfEP. 

Physicians earn 800 colones/month (approximately *22/hour). This contrasts to the ISSS 
whiclh pays approximately t l7/hour, the MSPAS which pays ( 13- 14/hour, and private 
practice, which pays t27/hour (gross). Physicians in the satellite clinic are expected to see 
6 patients/hour (144 patients/24 hours). If they see extra, they are paid 6 colones/patient 
((0.69). During the hours of physician coverage. 14-20 patients are seen in the satellite 
clinics. During the other 6 hours, 4-6 patients are seen. 

b Recruitment of physicians is not a problem. Maintain the current salary 
structute. 

b To make satellite clinics more e$Went, analyze and improve the use of the 
nurses' time. The satellite clinics would be more @dent ifprograms such as 
health promotion lectures were ofleered during the hours when no physician is 
present. Increase the mle of the nurse through training. Increase physicians' 
hours. 

The cost for an injection in the clinic is 28 colones ($3.22). compared to 12 colones ($1.38) 
in the field. 

11. pediatrics, immunizations are not offered except during special campaigns. Referrals are 
made for immunizations to MSPAS clinics and other sites. 



RECOAQKENDATION: Immunizations, at least for tetanus, should be always available 
at satellite clinics. Where tefngeration is not available, weekly sessions should be 
held providing immunizations. When these services are active, the IEC Department 
should make the public aware of them and motivate people to use them. 

Satellite clinics have increased in visits as indicated by the following table 17, taken for just 
2 months during the first 3 years of the clinics. 

Table 17: Number of Clinic Visits 
-- 11 Year (in 2-month period) I L. Union I m i  11 

The SDA creates annual objectives, and for satellite clinics these included CYP and 
consultations in speciAc areas. The satellite clinics succeeded in meeting 1994 objectives in 
the areas of CYP (temporary methods), gynecologic consultations, general medical 
consultations, reproductive health consultations, and cytologies. They did not succeed in the 
areas of FP or MCH consultations. SDA planned that 6,535 of 3 1,380 (2 1%) consultations 
in the satellite clinics would be for FP. Thus far in 1994, 1.447 of 10.348 consultations have 
been for FP ( l4I0/6). 

In 1993, 4,000 of 13,800 (2g0h) consultations were planned to be for FP; by April, 1,163 of 
4,3 13 (27%) had been for FP. 

Both the proportion of consultations planned for FP, and the proportion of consultations 
reallzed for FP have decreased this year, as was true for the regional clinics (Annex 29). 

The physicians' hours are well-utilized, although family planning is the least common reason 
for corlsultation (following pediatrics, general gynecology, pre-natal visits, and general 
medical visits). 

RECOM2MENDATION: Although expanding services is good, the priority Qf FP should 
not diminish. Keeping FP the focus of the satellite clinics should be done through 
altering the cost refmbursement system, the mass media campaign, and training 
satellite clinic s t u  in FP. 

The evaluation team believes that subsidizing FP services more fully than other medical 
services would ensure that FP remains the focus of the satellite clinics. 

Regarding the placement of the clinics, SDA conducted a study on at least 8 different sites. 
(Table 18) The criteria were not clear from the studies, nor did they appear to be the most 
important characteristics. 
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= Sit.es of eventual clinics. 

The emphasized numbers indicate the clinics that, on the basis of these data, might have 
been selected as sites. 

1 = %I of population that desires family planning services. 
2 = Average number of persons/house. 
3 = %I unemployed. 
4 = Average monthly income (in colones). 
5 = 94, women aged 15-49. 
6 = %I of population "dependent" 
7 = %, positive reaction to "pro-farnilla" name. 
8 = O/o that pay > 20.00 Colones to see doctor. 

From this determination, La Libertad, Suchitoto, and Ilobasco would be the first sites. 
However, Chalatenango and Ahuachapan were selected. 

The studies reviewed by our team. were excellent beginnings in the field of program 
evaluation. The research would benefit from TA in respondent bias, sample size, control . 

groups, etc. which were frequently omitted. 
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RE;COMIUENnATION: As stated earliet, the IEP Division t equ iw  TA in epidemiology 
to improve study design, analysis, and interpretation. With every euduation, - what 
will be done with the m u t t s  should be explicit@ written prior to study 
implementation. 

b. Logistics 

Supplies for the satellite clinics are provided by the regional clinics every 3 months. From 
Aeld observation the supply system appears adequate with sumcient stock levels of USAID 
provided contraceptives and medicines; IPPF injectable contraceptives were not uniformly 
available, as noted below. 

The Ahuachapan Clinic had no ORS, vitamin A, nor immunizations available (however. none 
of these are considered the customary stock items). Soyapango had multivitamins; 
antibiotics, birth control pffls, condoms, but no Noristerat. The Kardex was up to date and 
clear. 

As with the regional clinics, two medical supervisors visit the satellite clinics twice a month 
to verify sufficient stock resupply. The CCC monitors visit the satellite clinics monthly, and 
check stock inventories every 2 months. This supervision is adequate. 

Selection of appropriate pharmaceuticals, medical supplies and medical equipment is based 
on clinic function and is selected by the Medical Directors at SDA headquarters. 
Commodities quantities needed are fed to the regions where the requests are examined and 
satellite clinic requisitions are prepared and forwarded to the central level. Requisitions are 
examined by the Department of Procurement and Supplies and the Medical Directors as to 
their appropriateness. 

Storage of pharmaceuticals and contraceptives at satellite clinics is provided by storage 
cabinets. Generally the clinics are well supplied with contraceptives and pharmaceuticals. 
?Lpical USAID equipment supplied is: an instrument sterilizer, gynecological table, two fans. 
goose neck floor lamp, adult and pediatric scale, typewriter and water cooler. 

The procurement system for satellite clinics follows the same procedure outlined under the 
sub-component, RHP. 

Neither supplies, management, nor statistics are computerized at the level of satellite clinics. . 



n. Resdts:  Ptndinm and Conclusions 

Table 19: 

II 1 2 monthsD income I I -ten I -ten II 

- 
The overhead of maintaining an  office 8 hours/day when very few patients are seen except 
during the physicians' hours, makes alternative locations sensible. The SDA medical director 
is piloting a project to use private physicians' omces as SDA satellites in Sonsonate. There 
should be significant cost savings for SDA. There would be no need for an SDA rented clinic 
nor an SDA nurse and part-time doctor. The private doctor, in partnership with SDA, would 
supply medical services to patients referred to him by SDA. These patients would be charged 
a reduced rate for the referral visit but the doctor would be seeing more patients daily and 
would, be building up a new clientele. This should be most attractive to a young doctor trying 
to increase his practice. 

Year 

199 1 

1992 

1993 

b Support the pilot praject of using physicians' omes as SDA satellites. 
Evaluate aggressively the physicians' commitment to FP. 

b Empowring the nurses would support sustainability through incmased 
e_tpciency. 

in colones 

1,265 

5.199 

17.0 11 

e. Technical Assistance 

On November 15. 199 1, CCC evaluated the &st satellite clinic which was located in Terminal 
prior to its moving to Soyapango. Their suggestions were too vague, and therefore not used. 
A huge study was repeated (121 15/92) by SDA, and the recommendations were repeated. 

2 months' in $ 

145. 

598 

1,955 

RECC~MMEMZATION: TA directed towards increasing satellite clinic a c i e n c y  should 
begin!. 

f. IEC 

colones 

982 

3.472 

14.699 

FP is not promoted through IEC materials a t  satellite clinics. 

$ 

113 

393 

1.689 

RECCIlWHENDATION: Distribute IEC materials and design a FP protocol for patients 
visiting the satellite clinics. 

September. 1994 
Page 11-63 



Development Arrociata. brc. 

In 199 1, a training course was planned for 14 paramedics who work in the satellite clinics 
and marketplace clinic. Eleven persons attended. No training has been planned or 
implemented in 1992. 1993. or 1994. 

RECOMMENDATION: Satellite clinic nurses should be trained in insertion of NDs, and 
be empowered to serve as physician extenders to provide all temporary methods of FP. 

h. Client Satisfaction 

The variety of consultations in prlmary care provided at  the satellite clinics may indicate 
client satisfaction. However, we did not assess client satisfaction systematically. - 

i. Method Mix 

The most preferred methods are injections and oral pills. Clients are referred to regional 
clinics for sterilizations. Condoms and IUDs are unpopular. 

J WID 

The vast majority of patients are women, as  are the nurses on staff. As in the other clinical 
programs, men may be overlooked. 

RECOMMENDATION: A campaign targeting men should begin. 

k. Additional Recommendations 

b Training nee& of satellite and marketplace clinics need to be surveyed and 
addressed. 
Consider having the nearby factories support the satellite clinics. 

b Avoid overheard through renting priuate physicians' omces. 
b Consider outreach Harts tawting teens and men. 
b Expand nurses' role. 
b A.oui& IUD insertion apparatus, 

4. Expansion of SDA Clinical Services System: Marketplace Clinics 

a. General Description 

The SDA has 12 marketplace clinics, two are SDA project dependent, eight are clinics 
supported by the municipality of San Salvador and two are not really clinics, but distributors 
who are located in markets. There are many municipally supported marketplace clinics in 
and around San Salvador in which it would be possible to expand SDA contraceptive supply 
services in the future. A great axantage for SDA in this partnership is financial: SDA is 
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- XI. Results: Finding and conclusions 

relieved of establishing and staffing its own physical clinics, whose cost effectiveness is in 
doubt.. The municipally supported marketplace clinics have their own physical structure and 
medical staff. The municipal marketplace clinics could be a key method to the expansion of 
SDA family planning coverage while reducing costs. Immediate future plans, however, do not 
envision an expansion of agreements with city hall for these clinics. The objective now, 
accorlding to the Director of the Medical Division. is to stabilize their work with the existing 
eight. 

RECCMMENDATION: SDA should work directly with the municipalities in order to 
asses;& cost/user and the benefl t of increasing marketplace clinics. 

SDA operates two marketplace clinics: (Zacatecoluca/Santa Tecla region and Usulutan/San 
Migut:l region). Each has a full-time nurse and a physician 2 hours/week. The nurse 
provides family planning counseling and methods; the physician provides general medical; 
gynecologic. obstetric, and pediatric services. The range of services is similar to that in 
satellite clinics, but on a much-reduced schedule. 

In pediatrics, immunizations are not offered because only referrals to MSPAS and other 
 clinic:^ are made to receive immunizations. Once a week, an  SDA driver comes to transport 
women to the regional clinic where sterilizations will be performed. Once a month, the 
regional medical director and clinic manager each visit the market clinic. Likewise, the 
nurses' level of independence seems appropriate -- she can prescribe pills/injections if the 
client fulfills criteria. 

In 1994, 84  of 509 (17%) of consultations were for family planning. Of nine objectives for 
1994,, five were met or exceeded (reproductive health visits. OB-GYN visits, MCH visits. 
general medical visits, and establishment of new marketplace clinics) and five were not met 
(CYP temporary methods; referrals to physicians; consultations for FP, and cytologies) (Annex 
30). 

A s  in the regional and satellite clinics, FP is not the focus of the marketplace clinics. 

In short, the evaluation team recommends changing reimbursement to cost basis with greater 
subsidies for FP than for other medical services. This would increase SDA's priority for FP. 

RECOMblIEMDATION: Reiqfome the primacy of FP through use of the FP "pmtocolw 
mentioned earlier which each pattent would flll out in order to educate them 
regarding FP. 

The n~arketplace clinics are disdained by the regional clinic s t a .  Similarly, the SDA Medical 
Director believes the marketplace clinics are less effective because their location is in a place 
where people are shopping and in a hurry. The nearby sellers are not customers because 
they are interested in selling. The market smells offend potential patients. However, the 
nurses report similar numbers of patient/doctor-hour in the marketplace clinics as in the 
satellite clinics. Most of the patients referred to the market clinics are referred by the nual 
program, the PHPs. 
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b. Logistics 

Distribution of contraceptive and pharmaceutical supplies is provided by regional clinics 
every 3 months to the Project dependent clinics of Usulutan (eastern region) and 
Zacatecoluca (paracentral region). For the eight marketplace clinics supported by the 
municipality and supplied contraceptives by SDA, the SDA delivers the supplies. For the 
market distributor in Santa Rosa de Lima, a promoter supervisor from the eastern region 
makes monthly deliveries. The same is done by a promoter supervisor from the western 
region when servicing the market distributor in Metapan. 

Field observation by the evaluation team members indicated that the Usulutan marketplace 
clinic had adequate contraceptives and medicines but the marketplace clinic in Zacatecoluca 
was without injectable contraceptives. As there was insumcient time in which to make other 
marketplace clinic visits, no comments can be made about the adequacy of supplies in those. 

The supervisory system by SDA -- visits by a Promoter Supervisor -- and monthly visits by 
the CCC monitors is adequate to signal commodity resupply difficulties. 

Selection of appropriate pharmaceuticals, medical supplies and other equipment for the 
marketplace clinics is made by the SDA Medical Committee. The commodities selected are 
adequate for the consultations and care administered at the SDA dependent marketplace 
clinics. The municipally supported marketplace clinics receive the same contraceptives as 
those provided to the SDA clinics. 

Commodities quantities needed for the SDA supported clinics in Usulutan and Zacatecoluca 
are requested from the regional clinics. Requests are examined at  the regional level and. if 
approved, are passed on to central level along with regional and satellite clinic requests. 
Supplies for the eight municipally supported clinics are determined by monthly consumption 
records and supplies are provided monthly from the central warehouse. For the two market 
distributors the same is done but supplied from regional stocks by regional promoter 
supervisors at  the time of their monthly visits. 

At the clinics in Usulutan and Zacatecoluca commodities are stored in a steel cabinet which 
is entirely adequate for clinic needs. As there was not sufficient time to visit other 
marketplace clinics. no comment can be made as to their storage conditions. 

Computer use is not indicated for the marketplace clinics. 

SDA calculated the total cost of a medical consultation fw FP at  the regional and satellite 
clinics. Although San Francisco Gotera was the most costly of the eight studied. it is not 
slated for closure. Both it and La Union were more costly in terms of human resources, 
functional costs, and overall costs than the two market clinics (Annex 39). 



U. Results: Fhdinps and Conc[usbns 

Price list 

c 10 Consultation 
c20/40 IUD 
c25/40 Injection 
c 5O/3OO Vasectomy 
c50/300 Female sterikation 

REC0,BZMENDATION: Encourage municipal involvement to share costs. 

e. Technical Assistance 

Despite extensive technical assistance in logistics, severe problems threaten the success of 
the Prloject. TA has been inadequate. - 

RECO.WHENDATI0N: TA regarding enhancing nurses' finctions, management, 
placement of clinics should occur. 

f. IEC 

Materials promoting FP were scarce in the marketplace clinics. 

REC0,MMENDATION: Pmuide the same materials that the other ptograms have for the 
clients. 

g. Training 

The nurses appeared competent -- both administratively and technically. They knew the 
rules, how to complete the forms. and their inventory. Technically, they answered questions 
compl~etely and accurately. Also, their checklist to use as "standing order/sW seemed 
appropriate. SDA provides training for the nurses of the municipal marketplace clinics in 
contra~ceptive methods. 

RECO.MMENDATION: hpowering nurses to provide direct FP senvices would increase 
marketplace clinic Wciency.  

h. Client Satisfaction 

The patients we interviewed at  the market clinics were content with services, but would like 
to have more physician coverage. 

1- Method Mix 

Injections are the most common method, followed by the BCP. No sterilizations arz offered, 
but women may be transported to the regional clinic on certain days of the week. IUDs are 
not requested because women think they don't work. They also believe they cause cancer. 
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Marketplace clinics serve predominantly women. The nurses are women. However, men are 
not suficiently addressed. 

RECOMlKENDATION: CCreate a market progmm geared towards men. 

k. Additional Recommendations 

b Add running water to each clinic. 
b Expand physicians' hours. 
w Advertise locations. 

5. Expansion of SDA Clinical Services System: Physician Referral 
System 

a. General Description 

Forty-nine physicians have agreed to be referral physicians for the SDA. They are paid 5 
colones by the patient and 15 by the SDA (a total of $2.30) to see a patient referred by a PHP 
or other SDA worker. ($2.30 contrasts to the usual $3.45-6.90 a physician receives in 
his/her private clinic.) Patients who visit these physicians must pay an additional amount 
for medicine and treatment. In 1993, the cost was 420,000 colones ($48.276). 18,477 
referrals were made by PHPs to these physicians. Approximately one-third kept their 
appointments. 

Services include family planning, gynecologic examinations, pre-natal visits, and pediatrics 
for children less than 5 years of age. The impact of these physicians on FP users has not 
been assessed. The total number of FP users (see Tables 1 has not markedly increased, 
although the program is very new and results may occur in the future. 

Communication between the regional clinics and the physicians of reference is minimal. The 
referring physicians receive supervision directly from San Salvador, even if they are in 
another region. Likewise. the medical director at  the region does not know either who or 
where the referring physicians are. All referring physicians have relationships with PHPs, but 
they are only informal relationships. The evaluation team thought that decentralizing 
authority would increase clinic-physician communication. 

RECOMMEMMTION: Formal meetings should occur among the regional medical 
dimctor, the teferring physicians in that region, and the mral PRPs. 

SDA recruits physicians who are competent in one or more of the areas of services offered. 
They are screened and accepted by the central omce. Neither interviews nor examinations 
are required. Only 3 applicants have been rejected, one because of problems with alcohol, 
and the other two because they had not completed their medical training. 
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- LI. Results: Findings and Conclusions 

The criteria for joining the program are not adequate. Although it is good that physicians are 
required to live in the community where they will be working, they are not screened for 
competence and/or interest in FP. 

RECC)~MMENDATION: Ensure commitment to PF thmugh mandatory regular training, 
e.g. annual sessions on 'New Development in FP," etc. 

Supervision is minimal. Supervising physicians attempt to visit the referring physicians 
monthly to check on administrative issues, not clinical expertise, competence, or productivity. 
However. one referring physician had not yet see the supervisor (after 5 months of being in 
the program). When supervision occurs. it includes both administrative and technical issues. 
Administrative issues are: 1) visit actually occurred: 2) forms correctly filled out: 3) receipt 
submitted on time: 4) schedule up to date; 5) records clear: 6) supplies adequate: and 7) 
signature. The single technical issue: did the diagnosis and the treatment coincide. The 
supervising physician randomly selects a patient chart and monitors it. If mistakes were 
made, he corrects them through educating the physician. 

REC(3UMMElVDATION: Monthly visits, if followed, would be adequate to provide 
guidance to the physicians and to recouer data for the central level. 

The referring physicians' program is an  inexpensive and useful network for expanding SDA's 
reputation but is not increasing family planning users. 

b. Logistics 

Logistics is not required because at  this time the referring physicians do not use materials 
or coritraceptives provided by SDA 

Not used. 

d. Sustainability 

At this time, no attempts are being made to gradually increase the patients' portions of fees. 
Therefore, the visits are almost totally subsidized by SDA. 

RECCIMMENDATION: SDA should conduct a pilot project to increase the proportion of 
the ftse paid by the patient and investigate compliance. 

e. Technical Assistance 

Techrlical assistance in the field is not received. It would be helpful, however, for the 
monif.ors to make occasional visits to the physicians in the referral network to check on the 
outcome of PHP referrals. 

I: 
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RECOMlKENDATION: The CCC monitors should make occasional visits to the 
physicians in the n$errctl network. 

f. IEC 

IEC needs are addressed by supplying pamphlets, calendars, and wall charts. 

RECOMiKENDATION: SDA shouldpmvide the t e f m l  physicians with the= materials 
available to the other pmgrams. 

Training has been given each year for physicians in the referral network. Training consists 
of a 1-day "required training course in San Salvador, which is not always attended. This- 
course covers the SDA history and structure, administrative issues such as forms and billing, 
and the management of PF methods. A manual of standards is given, and physicians are 
expected to follow it. It is complete, detailed, and accurate. In 1991, 17 of 25 physicians 
were trained. In 1992, 28, or 8 more than planned, were trained. In 1993. 28 of 40 were 
trained. 

RECOblMENDATIONS: Training must increase to make the p h y s i c i a r ~ ~  in  the Werral 
network pmmote FP. 

RECOMMENDATION: Each @emf physician should be able to insert an KID. 
Implantation of Norplant should be taught and encouraged. 

h. Client Satisfaction 

The patients interviewed at the physician's ofnce we visited were content with services. 
However, we did not formally assess client satisfaction. 

i. Method Mfx 

Information on the method mix was not available. 

Many of the referral physicians are women. 

k. Additional Recommendations 

b Physicians should be allowed, during their residency, to see SDA patients. 

Physicians should meet and wo-k with PHPs. 
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I II 
II. Results: Findings and Conctusforu 

B. Component 11: Institutional Development 

Table 20: Summary of Specmc Goals and Accomplishments 

I OBJECTIVE 

Expand SMP 

Create Central Referral 
Clinlic - 
Add medical services to 
SDA Clinics 

Pre-paid medical 
insurance plan 

Improved MIS system - 
Personnel study and 
enrichment 

II Decrease cost per user 
frorn $15 to $6 

not done 1 %  

PROGRESS 
TO DATE 

not done 

O h  REACHED 

not done 

not done I 

not available not available d 

done 

done 

COMMENT 

Delays due to AID'S 
contracts regulations: high 
fees bid by bidders on 
distribution of 
contraceptives contract 

100% 

100% 

Programmatic 
decentralization: partial 
administrative 
decentralization (select 
and supervise staff at  
regional level; pay is 
centralized) 

Short term TA in 1993 
analyzed personnel 
structure 

Cost/user is not currently 
calculated by SDA 

1. Expansion of the Social Marketing Program 

a. General Description 

Establishment of New Division 

The "Social Marketing and Resource Development Division" (SMRD) is a newly created 
department within SDA. Social Marketing at SDA was in the past a component of the IEC 
Department. Prior to the establishment of the new Division of SMRD, there was a Marketing 
Division a t  SDA headed by a Marketing Manager. a Secretary, four salesmen and an 
accountant assistant. 

The :scope of work. duties and responsibilities of the new SMRD Division dramatically 
increased in scope with the creation of this new Division. At present, the Division's scope of 
work includes both the Social Marketing of Contraceptives program, and other major income 
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generating activities which are of significant importance to SDA in the achievement of its 
sustainabfflty goals. 

The establishment of the new SMRD Division suffered some set-backs in its initial stages. 
A month after the recruitment of the Division's Director from the private sector, SDA decided 
to transfer its Manager to the FESAL project which was in progress rather than have him help 
develop a plan of action for the new Division. 

This showed lack of political commitment on SDA part by: 

1. knowing that the present Director of the Division came from the private commercial 
sector and did not have experience in the not-for-profit sector. 

2. allowing the new Director, despite his lack of knowledge of the not for profit sector, to 
work on his own for six months before he could hire an assistant. 

- 
3. instead of providing the necessary support to the newly appointed Director by 

maintaining the SMP manager in the Division. SDA instead incurred an expense by 
sending the Director to the Dominican Republic to learn how to work with SDA and 
to learn how the IPPF affiliate there did social marketing so it could be replicated in 
El Salvador. As  it turned out, the modus operandi in the Dominican Republic was 
totally counter to that in El Salvador because of the bonus system used in El 
Salvador. 

In addition, SDA has only in the last years made an effort to strengthen the Social Marketing 
and Resource Development Division due to SDA Anal realization that funding from USAID 
might not be forthcoming at  the level it has been up until now, if a t  all. 

Instead. SDA has concentrated all its efforts and capital in purchasing equipping, and setting 
up management for the hospital. Please keep in mind that the project has been in operation 
since the end of 1989. Therefore. SDA's political commitment to both Social Marketing and 
Resource (Financial) Development - with exception of the hospital - is not evident. 

Technical Assistance in Financial Resource Development 

Technical assistance PA) in Resource Development (Fund Raising) was provided during visits 
in February and September, 1993. The technical assistance helped SDA identify two major 
areas of "financial resource development:" cost recovery and income generation. 

The SMRD Division's fund raising activities have been identified as follows: 

September. 1994 El Sakada 
mW bn Conlrad # AEPQ065-HH1-3002-W 



11 Sales of Medicines 
Contraceptives in Clinics 
Medical Consultations 

Distributor 
New Products and Services 
Laboratory 
Donations 
Family Planning Services 

to Industry 
Education Activities: 

Library 
Audiovisual Production 
Rental of Audio Visual 
Equipment 

Medium Term 
Pro- Farnilia 
Studies and Research 

Long Term 
Network of Pharmacies 

MARKETING PLAN 

Apprcudmately 98% of the recommendations made during those TA visits have been 
implemented by SDA, and the Resource Development part of SDA' sustainability program is 
on its way. There is still one recommendation pending implementation or further 
investigation by SDA. That is the establishment of an Endowment Fund. 

COST RECOVERY 

Sholrt Term: 

Findings: 

INCOME GENERATION 

Short Term: 

During the Evaluation Team's field trips to the four regions, we learned that some Regional 
staff did not understand why the SMRD was created or how it was stafTed. 

This could be due to lack of information regarding this Division's role in helping SDA achieve 
sustainability of the SWs Director. It appears as if the regional staff does not understand 
the duties and responsibilities or SMRD Division's goals. 

The role the SMRD Division will play within SDA in achieving its sustainability goals must 
be clearly explained to the regional staff to avoid further misunderstandings and possible lack 
of interest in cooperating in the implementation of the marketing/resource development plan. 

Political Support and f i l l  cooperation is required fiom SDA'S upper management - 
including supervisoty and managerial levels, to guarantee the success of the various 
Reso~urce Development activities planned by this division. Although some support has 
been-forthcoming, the SMlU division feels that much more will be needed in thefuture 
fmm both the Board of Directors and the management at SDA, as well as from USAlD 
stq@ in chatge of the management and monitoring of the RHP. 

Due tn the importance to the SDA of attaining a high leuel of sustainctbility, not only 
to comply with the tenns of the Cooperatiue Agreement but to demuse donor- 
dependency, the SDA must ensure that all of its stclff ate well wonned about the 
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SMRD Dtvision's goals. It is also important to cl- what the duties and 
responsibilities of the Division's members ate, and explain their plans. 

Further more, the regional staff sees Social Marketing and Resource development as just one 
more Division to enhance SDA Headquarters. The regional staff, as was described to us, feels 
that SDA Headquarters are a big bureaucracy where decisions are made without really 
consulting with the regions. Instead, according to the regional staff, decisions are 
communicated to them making then non-participatory that autocratic. 

As the evaluation team perceived the problem. this is the net effect of the partial 
administrative decentralization SDA claims too have effected to date. 

Expansion and Modmcation QfSMP and Generation of Revenues 

Until December. 1993, SDA's social marketing program (SMP) was implemented with the 
assistance of four salesmen which SDA had on staff. SDA remunerated these salesmen with_ 
a salary. fringe benefits and a 10°2 commission. Market research conducted by SDA on 
commissions paid by other organizations to salesmen of high volume items revealed that 
commissions in El Salvador ranged between 2-3% as opposed to 10%. This represented a 
difference of 7-8%. 

At the time, the organization was aware that the SMP's cost-effectiveness was hampered not 
only by the high commissions paid to its salesmen, but also by the high salary levels, and the 
"bonuses" given to pharmacies (which includes a number of free contraceptives for the sale , ,  

of a certain number of items). These bonuses are in addition to the 25% the pharmacy 
makes on the sale of the contraceptive. 

I '  

SMP Technical Assistance 

Cambridge Consulting Corporation hired a consultant (Mr. Milo Schaub) to assess SDA's , . 
needs for TA in the area of social marketing. The main purpose of the TA was to And ways 
to streamline the SMP. 

Mr. Schaub visited in 1992. and recommended that the SDA change the SMP practice of r ' 

using on-staff salesmen to recruiting the services of a co-distributor that would take charge , .  

of sales. packaging, storage, invoicing. etc.. of the whole SMP. The co-distributor then would 
assist SDA in expanding the SMP and enhancing SDA's Anancial viabjlity. r t  

. , 
After calculating the potential savings that could be achieved by eliminating the additional 
7-802 being paid to its salesmen, SDA decided to further investigate the possibility of engaging , - 
the sewices of a co-distributor. The newly appointed Director of the SMRD Development 
Division was sent on an observation trip to the Dominican Republic, where the IPPF m a t e ,  
PROFAMILIA-Dominicana, is implementing the same type of SMP distribution system. Upon 
return from the Dominican Republic, the Director proceeded to develop the "Terms of 
Reference" for the co-distributors' bid. Several companies responded to this bid. 

In the meantime, the sales forces learned about SDA's plan to change iw contraceptive 
sales/distribution scheme. During the months of September through December, sales 
dropped. The four salesmen dedicated most of their time to collecting receivables from a 
credit portfolto of approximately C.600.000. By December 31, the credit portfolio was 
significantly reduced to C. 150.00. The salesmen's interest in collecting was due mainly to 
the fact that SDA pays its commissions based on sales plus collections, not on sales alone. 
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LL ~es&tr: FSndinas and Cbnclusloru 

After examining several proposals, SDA concluded that due to the high commissions 
requested by the co-distributors (the lowest commission was 25%). they would not contract 
with any co-distributor. 

Once this decision was made. SDA; SMP staff developed a new implementation plan and 
budge:t which included significant cost savings. This plan reverts to the old scheme of using 
on-staff salesmen. It is important to note though, that the 1994 action plan was presented 
to USLUD based on the co-distributor scheme. 

StqOTig Gaps and Other Problems 

SDA laid-off its salesmen based on researching commissions paid in El Salvador to salesmen 
of high volume products. This created another major gap in sales. During the months of 
Janusuy through March, 1994, the Marketing Division had no salesmen. The Marketing 
Divlsilon's Director and his Assistant attempted to All this gap unttl SDA decided to request 
approval from USAID to recruit two salesmen to be paid from locally generated funds (AID-IL). 
USA111 approved hiring two salesmen for two months. 

The fc~llowing table was given to the evaluation team to support the s i g d c a n t  savings to be 
achieved by SDA by eliminating the Sales force commissions and other expenses: 
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Dswlopment hsocfatbs, Inc. 

OVERALL PROJECTIONS OF COST AND SAVINGS BY USING SALESMEN 
SCHEME COMPARISON OF 1993  EXPENDITURES AND PROJECTIONS 

FOR EXPENDITURES AND 1994  
IN US DOLLARS O 8.70 colones 

ITEM 

Salary/Fringe Benef. to 
Salesmen 

Commissions 

Packaging Material 

Per Diem 

Gas & Lube 

Bonuses to Pharmacies 
for "Vinetas" 

Salaries/Packers 

Bonuses to Pharmacies in 
Products 

TOTALS 

ACTUAL 
1 9 9 3  

% STRATEGY 
1 9 9 4  

O h  TOTAL 
REDUCTION 

Source: SDA Social Marketing of Contraceptives and Resource Development Division 

According to M. Schaub's recommendations the switch from in-house sales force to a co- ! i r 

distributor scheme could be less expensive and more emdent in marketing SDA products. 
< * 

If the plan of action was only approved by USAID in February 1994, then SDA shouldn't have 
I .  

eliminated the sales force it had in-house until the new scheme, that of the co-distributor. 
was in place and ready to operate. This was a poor managerial decision. ' 1 

The salary arrangement with these new salesmen includes fringe benefits a t  the level 
mandated by GOES plus a commission of 3 O h .  The salary levels for the salesmen do not differ 
from those paid to salesmen by other companies. SDA decided to pay its "new" sales force 
at  the levels mandated by GOES because this budget line item alone would represent a 
savings to SDA of 7W from previous levels. 

Expenditures to the cover the costs of selling SDA's products according to the new 
imple~nentation scheme and the SMRD Division's plan have dropped considerably. 
Expenditures between March and May totalled C. 60,192.53. or US$6,9 18.68, a s  opposed 
to an expenditure in 1993 of $179.282.40. or US$20.607. 

SDA's comments that the periods 1993 vis-a-vis 1994 cannot be compared because in 1993 
there were five (*) sales men as opposed to two in 1994 is very valid. The fact remains 
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howwcer, that the estimated savings for 1994 is 47%, and that among the major items where 
savings can be achieved in 1994 are salaries (20%) and commissions, and (75%) respectively 
of the total projected expenditure for 1994. 

Expenditure projections for the June-September period estimate that expenditures for those 
months will amount to C. 167,200 or US$19,218, and an estimated income of C.525,OOO per 
month or US$60,345. This is due to the 47% in savings that would be realized by SDA by 
implementing the "new 1994 strategy." 

These reductions are due mainly to cost savings expected by SDA in the following items: 

Salary/Fringe Benefits 20°h 
b Commissions 75% 
b Packaging Material 40°h 

Salaries/Packers 1 0O0h 
b Bonuses to Pharmacies 50% 

Condoms 

The cc~ndoms donated by USAID to the Association have a high degree of acceptability, and 
low cost; therefore, SDA has been able to corner a good share of the market. SDA's 
purchased condoms, on the other hand, have stiff competition in the market, but SDA's 
prices are competitive despite this. The bonuses given to the pharmacies are definitely a 
motivating sales factor for the pharmacists. 

Please see the following table for a complete proposed adiusted bonuses to pharmacies 
developed for the purpose of increasing SDA's sales of contraceptives: 



Proposed Bonuses to Pharmacies (*) 
Revised 

For Credit Sales For Cash Sales 

CONDOR 
dispes. (6+1) (12+2) (18+3) (6+1) (10+2) (20+4) 
PERLA (26+5) (52+10) (100+20) (25+5) (50+10) 
dispens 

PANTHER (lo+ 1) (20+2) (30+3) (lo+ 1) (20+2) (28+3) 
dispens (56+6) ( loo+ 12) (200+25) (50+6) (loo+ 15) 

PRIME 
dispens (lo+ 1) (20+2) (30+3) (lo+ 1) (20+2) (28+3) - 
PRIME (56+6) (loo+ 12) (200+25) (56+6) (100+12) 
SPERMI- 
CIDE 
dispens 

ROUGH 
RIDER (lo+ 1) (20+2) (30+3) (lo+ 1) (20+2) (28+3) 
dispens (58+6) (loo+ 12) (200+25) (56+6) (loo+ 1) 

MINICYON (100+5) (150+7) (200+ 10) (loo+ 10) (150+ 12) (200+25) 
cycles (250+ 12) (300+ 15) (300+35) 

Source: SDA Social Marketing of Contraceptives and Resource Development Division, 
M a y  30th 1994. 

(*) Bonuses to pharmacies represent a certain number of items given to the pharmacy for 
the sale of a box of the same item. For example, Condor condoms in the first line of this 
table: for the sale of 6 dispensers of Condor. SDA gives the pharmacy a free dispenser. 

SDA is proposing a New Scheme 

SDA's Marketing Division is proposing a less complex and less costly scheme, although, this 
new scheme also uses salesmen on staff. SDA perceives this scheme as one that could 
have the same effect in terms of expansion as  the co-distributor scheme, and a high degree 
of desirability in terms of both cost recovery and sustainability. 

This scheme utilizes the infrastructure of three or four large pharmacies-distributors in the 
countw to assist SDA in the sales and distribution in the countrv's interior. In the 
meantime, SDA with its on-staff salesmen would be able to cover sales in San 
Salvador/Metrovolitan area. 

The following table presents the proposed "cost reductton" as  calculated for the SMP by the 
SMRD. The table presents a comparison between expenditures incurred in 1993 vis-a-vis the 
projected savings for 1994: 



Overall Projection8 of Cost and Savings by Using On-Staff 
Salesmen: Comparison of 1993 Expenditures and 

Projections for 1994 Expenditures 

I In U.S. Dollars @ 8.70 

Actual I 1983 / % 

II Salary/Fringe Benefits 1 10.8051 7% 
to Salesmen 

Connmissions 

Packaging Material 

Per Diem 2,299 

Gas; and Lube 

for "Vinetas" 

Bonuses to Pharmacies 1 42.264 1 27% 1 in Products 

Strategy 
1994 I % 

Source: SDA Social Marketfry of Contraceptives and Resource Development Division 

Although, SDA sM at the central omces in San Salvador are somewhat aware of the 
impo.rtance of the SMRD Division, the Evaluation Team did not perceive the same awareness 
at the regional levels. There appears to be some resistance to accepting the need for the 
creation of this Division. and some misunderstanding regarding the importance of having a 
separate Division exclusively charged with raising net capital for the achievement of SDA's 
sustadnability goals. 

SDA's SMP has been plagued by serious gaps in sales and several other administrative 
problems as described above. Although TA was forthcoming, the recommendations made 
were not feasible for SDA to implement mainly due to the high commissions required by co- 
distributors in El Salvador. Although similar programs are successful in other countries. 
such as the Dominican Republic, the conditions prevailing in El Salvador are significantly 
different regarding arrangements, bonuses and commissions with co-distributors. 

A yeau was lost by the Social Marketing and Resource Development Division mainly due to 
the p,ending approval from USAID for the commercial use of the IEC Department audio-visual 
equipment, which had restrictions imposed by the donor for these purposes. This coupled 
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with the period of time (December 1993 until March 1994) when the Division had no sales 
force and both the Division's Director and his assistant had to perform the duties of 
salesmen. 

In addition, between September and December 1993 when the on-staff sales force learned of 
SDA new plans to engage the services of a co-distributor, sales dropped because the sales 
force dedicated its time to collecting receivables outstanding for approximately C. 600.000. 
These receivables were reduced to C. 150.000 during that period. The fact that SDA pays its 
commissions based on monies collected and not on sales played an important role in the 
sales force's interest in collecting these receivables. 

This indicates that the SMP program will accomplish levels of financial sustainability closer 
to those required by the agreement be tween the time elapsed and PACD. The optimistic view 
is due to the implementation of the new SMP plan (on-staff salesmen + significant savings) 
which has a potential to recover significant costs, as well as assist SDA in its sustainability 
goals. .. 

b In view of the unsuccesSful attempt by SDA to contract with an outside 
organization for its SMP, and based on analysis of cost~ectiveness made by 
SDA, it is recommended that a thomugh anal#& Qf the two SMP schemes be 
made by the Consultant with the adstance of the SOMARC Consultant who 
began begun work in June 1994, and will return in 1-2 months. 

b The co-distributor scheme, though it appears to be an expensive pmposition, 
should be thoroughly re-analyeed. A distributor brings in a mqior marketing 
,force, advanced warehousing techniques, transportation of the product within 
the capital as well as the interior, and vast experience in management of 
substantial credit por2folios. 

Judging by the signipcant cut in costs (47% annually), the on-stqOr 
salesmenfphannacy dttvibutor scheme appears to be the most appealing. 
There remains howevet, the nagging question of whether SDA should extend 
credit to these phannacy-distributorsJor large sums of money prlor to the sale 
of contraceptives. S M  jirst Qf all would have to ensure payment for all 
contraceptives sold through the pharmacy-distributors. 

Since the SMP is pure@ a commemial scheme, the Marketing man should 
include a "Profit and Lossn statement. 

b. Logistics 

Selection of contraceptives for this component is the responsibility of the SDA Medical 
Committee in coordination with Social Marketing Program (SMP) personnel. Three kinds of 
oral contraceptives (one now procured by USAID), six brands of condoms (three from USAID) 
and the USAID supplied IUD Copper-T are provided. Personnel at the central warehouse 
repackage one brand of condoms (Blue Gold) to present a more attractive product at  point 
of sale. Other condoms received (Condor and Panther) are packaged a t  the central warehouse 
a s  well. Designs and artwork for the packaging is provided in-house by the Information, 
EducaUon and Communications (IEgrC) Department; the printing is done by private 
companies. 



1 I I  Lt. R e s u h :  P(ndlnw and C o n c l ~  

Eight varieties of decals advertising different brands of condoms are produced and sold at  
commercial distribution points for 1.25 colones each. 

A Somarc (Social Marketing) representative will arrive from M d c o  in June to evaluate 
planning now underway to divers@ the products available to SDA for commercial sale. CCC 
is working with SDA to develop new ideas and new products for sale in order to help close the 
sustamability gap. 

At the present writing there are two salespersons; one more is expected to be hired shortly. 
These, along with 28 sales representatives of seven commercial wholesalers (four sales 
representatives from each of the seven wholesalers), account for the sales efforts. All receive 
their supplies from SDA salesmen. 

According to the CCC Chief of Party, CCC is presently assisting the MIS and SMP Program 
in the creation of a simple computerized inventory control program for commodities which 
are stored a t  the central warehouse. This is to be the beginning of a more complex system 
to be developed later. According to SDA Social Marketing Program staff, presently data is 
provided for sales, salespersons' liquidations, late payments and age of balances, but not 
inventory. 

Determination of the quantity of contraceptives is regulated by product inventory in the 
central warehouse and the volume of sales, or the quantity distributed to points of sale. 
Procurement of these commodities is performed by the Procurement and Supplies 
Department in coordination with the Manager of the SMRD Division. USAID procures 
commodities for this program through the General Services Administration (GSA) or the 
Veterans Administration. 

c. Studies conducted 

Social-Economic Studies to Establish New Prices 

SDA conducted socio-economic studies both in Metropolitan San Salvador and the regions. 
The s80cio-economic study consisted of a form entitled "Socio-economic Registry" which 
contained the following questions: 

Questions for Service User Questions on Husband/Companion 

Name, address, place of work, telephone Name, working? Yes/No, telephone 
number, position, monthly salary, code number, place of work, position, monthly 
(for SDA use). SAW 

Name of Interviewer, Post, observations, assigned category, signature 

One hundred socio-economic interviews were conducted a t  the San Salvador Clinic, and 22 1 
a t  other SDA Clinics. These interviews resulted in a three tier clinic services user income 
classification for the San Salvador Clinic a s  follows: 
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San Salvador Clinic 

The same three tier clinic services user income classification was used for the Santa Tecla 
Clinic, which is located in Metropolitan Clinic San Salvador. 

Category 

A 
B 
C 

Santa Tech Clinic 

% 

24Oh 
47% 
29Oh 

The results show that the clientele in Santa Tecla Clinic has more people in the lowest 
income category, C, and fewer people in the highest income category, A. These intendews 
were important because they revealed the level of income of SDA sendces users, particularly 
those who are employed. The evaluation suggests that in order for SDA to be able to 
determine its clients' socio-economic level, a more involved and detalled socio-economic study 
should be done. 

Socio-Economic 
Level 

C. 3,000 and Up 
C. 1.000 to 3.000 
C. 0 to 1,000 

Category 

A 
B 
C 

The categories determined in the "socio-economic classification" or salary level system 
conducted by SDA should be re-examined for the followLng reasons: 

To classify literally thousands of people under three categories based on three questions 
asked the user in a short interview does not serve any purpose to SDA or the user. 

% 

13Yo 
50°h 
37% 

Although we all recognize the advances SDA has made in providing family planning services 
in El Salvador. we must also recognize that there are areas were SDA has no experience and 
this is one of them. SDA could take advantage of the experience gahed by the Ministry of 
Health. in conducting these kind of studies. and request assistance from MOH in the design 
and inlplementation of such a study. 

&cb-Economic 
Level 

C. 3.000andUp 
C. 1.000 to3.000 
C. 0 to 1,000 

an important factor to be considered in the implementation of the system, is that both 
the Metropolitan and Western regions have generated in the past higher income 
through fees-for-services than the Central, Para-central, and Eastern regions. These 
three regions have been classified by various studies as lower economic output 
regions. 

w the possibility exists that under the new socio-economic classification system, patients 
that require fewer resources in their treatment end up unfairly financing those whose 
treatment requires much resource input. This could be attributed to the fee system's 
structure having been oriented towards the socio-economic proflle of the health 
system's users, as opposed to being hospital/center resource based. 



Poverty Distribution by Region 

m 
Region 

Country 
Metropolitan 
Western 
Region 
Eastern 
Region 
Central 2 
Central 1 

Extreme 
Poverty 

O h  

Relative 
Poverty 

O h  

Total 

67.70 
46.12 

67.33 

70.73 
77.34 
78.16 

Soume: APSISA Evaluation Report. January 21. 1994 

Other ,Studies Conducted 

Diagnc~is Phase: The following studies serve as the basis for developing the tools and 
instruments necessary to establish a Cost Recovery system for SDA's facilities. The cost 
studies; and research conducted as a basis for the development of a fee-for-service system: 
the cost of provision of services to SDA conducted by the Association such as the "Analysis 
of Cost Effectiveness" by Consultancies and Research' in Health Services, February 20th. 
1992; and the "Market Study to Increase Services in SDA Clinics," by Central American 
Marketing Consultants, December 15th. 1992. 

In ord,er not to nm the risk of either ove+/under charging smice users, and because 
there might exist dwerences among various groups in the capacity to tieFay aportion 
of their health and family planning bills, it is recommended that SDA conduct a 
second patient socioeconomic study by -on. 

The forms to be utilized for the socioeconomic study should be able to reflect the real 
socio-c?conomic status of the users of SDA's services, not just their income. 

The following are suggestions for questions to be included In the "socio-economic 
classification forms:" 

basic data: name. address, etc. 
economic dependency: self? others? 
home characteristics: type (one family/multi-family), own, rent. 
basic sexvlces, additional information to locate dwelling. 
schooling. 
employment: have you worked during the last 15 days. part-time/full time? 
if not what did you do: study, Incapacitated. Invalid, etc. 
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job title 
b how often do you get paid? 
b do you have additional income? 

what is your salaqf? Do you receive cash payments? other? 
other members of the family that contribute to your sustenance 

This socio-economic system should be able to classlfy patients at  least in four different 
categories. assigning a certain percentage charge from the "real" costs of provision of services 
to the different levels, for example: 

Level 1 : Extreme Poverty - determine contribution 
Level 2: Relative Poverty 

Urban - 45% up to C..... 
Rural - 35Oh up to C..... 

Level 3: Median Income - 75Oh up to C..... 
Level 4: High Income 100°/6 fee 

This is the same system developed and used by APSISA. 

RECOlWBENDATION: Develop a pnal standardized socioeconomic data collection 
instrument to develop with the assistance of the technical assistance contractor. This c 

instrument could befine-tuned so that it can be easily and rapidlyjStled out by the 
Social Worket. Duringfield tests on a selected month the Soda1 Work Units at S M *  
clinics should conduct the pilot tests and collect the necessqj data to determine the 
socio-economic status of the group of clinical patients under study. 

d. Social Marketing: IEC 

We reviewed the marketing plan for commerciallzlng the services of the audiovisual 
production center, and think that the plan is very well thought-out. Our one concern is that 
if the AV Production Center gets popular, it will be hard to resist the temptation to give 
priority to work that pays well, rather than producing SDA training videos. 

RECOAlMENDATIONS: I t  is important to develop a bank ofmelance video production 
personnel to ensure that adequate s-g is maintained to handle both SDA*s work 
and that which comes into the AV Production Center. 

Additionat ideas for marketing include: 

b Cteate a library of videotapes on FP and MCH topics that can be rented or sold 
to schools and universities. Do ~ a m h  to see what the needs are, andfllt 
them with videos that the SDA has already produced, to begin with. The 
income generated from sales can be used to produce videos on other topics that 
are in demand. 

b Package and sell the drawings that have been prepated to teach about 
contraindications of hormonal methods. lPPF qfPliates, medical and nursing 
schools, nursing and midwives* associations might be clients. 
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e. Training 

The IEC Department hasn't designed attractive labels, or boxes, for its video materials. They 
don't h.ave brochures or price lists to mail out to advertise their products, nor are they set up 
with colmputer software to track the sale of IEC materials and videos. 

RECOlMMENDATION: Train LEC or Social Marketing Department stqff to package, 
advertise, and distribute materials, learning computer programs to track inventory, 
purchuse orders, etc. 

f. Additional Recommendation 

The SBKP director should meet monthly with the CCC COP, and UGAID project offlcer. 

2. Establishment of a Central Referral Clinic (CRC) 
- 

The CFC was never established. It was not implemented because ADS decided to purchase 
a hospital which could provide the services (which had been planned to occur at  the CRC) as  
well a s  increase revenues through diversification and broadening of services. SDA requested 
permission from USAID not to establish a CRC and USAID approved their request. 

3. Marketing and Feasibility Studies 
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Family Health Services Project, SDA 
Summary of Actions Taken to Improve Social Marketlng/Sustainability* 

Action 

Study 
1992 

Study 
1992 
- 
TA MILO 
SCHAUB 
1992 

- 
TA TONIA 
PAPKE 
FEB. 1993 

Recommendations/Status 
to Date 
- 

'Analysis of cost 
Effectiveness" by 
Zonsultancies and 
Research in Health 
Services. 

'Market Study to Increase 
Services in SDA Clinics," by 
Central American 
Marketing Consultants. 

"Feasibility Study for the 
Opening of New Satellite 
Clinics" 

"Retrospective Study of the 
Feasibility of Establishing 
Satellite Clinic # 1" 

Recommendations made; 
further explored by SDA in 
1993. 

STATUS: SDA determined 
that commission to co- 
distrib. too high. 

A) Tko complimentary 
policy 
areas identified: 
1) Cost Recovery: 2) Income 
Generation 

B) Evaluation & Analysis of 
income generated; Identif'/ 
Eval. of non-FP services; 
Study & Eval. of Public 
Relations Dept. activities; 
Plan & Supervision of 
market research strategy. 

STAT-JS: Marketing plan 
developed & presently in 
process being of 
implemented. 

Recommended by 
This Evaluation 

No further 
recommendation. 

No further 
recommendation. 

SOMARC: assist 
SDA to further 
analyze: co- 
distributor versus 
on-staff salesmen 
in Metro area 
versus distributor - 
pharmacies outside 
Metro San Salvador 

-- 

Additional 
Recommendation: 
Further explore 
establishment of an  
Endowment Fund 
as  recommended 
by TA 

Comments 

Study appears to be 
complete and 
useful. SDA used 
data in its plans for 
subsequent years. 

Same as above. 

SDA recommends 
on-staff salesmen 
for Metro San 
Salvador and 
Distributor- 
pharmacies for 
outside San 
Salvador Metro 
area. 

1) Agreement with 
TA 
recommendations. 
Continue 
implementation of 
Marketing Plan as 
developed by SDA's 
SMRD Division. 



Recommendations/Statum 
to Date 

Social Marketing & 
Resource Development 
Division develops 
"Marketing Plan," presents 
to SDA's Board of Directors. 

- 

STATUS: Plan approved 
and in process of 
implementation. 

- 
Action 

MAY 1993 

TA/ 1993 

TA/ 1993 

TA/ 1993 

SDA' 
S m P  
Did. May 
1999; 

"Study of Cost-effectiveness 
of Satellite and Market 
Clinics" 

"Market Study to Increase 
Services in SDA Clinics, by 
SDA in San Miguel, Sta. 
Tecla y Sta. Ana" 

"Cost Effectiveness Study 
for SDA Clinics" 

"Marketing Plan" short, 
medium, long term. 

Recommended by 
This Evaluation 

Socio-economic 
study determined 
three socio- 
economic levels 
including urban, 
rural, and 
geographic 
location. 

SDA should look 
into socio-economic 
conditions of 
population a t  the 
regional level. 

STATUS: 
implemented. 

(1) Incorporate 
establishment of 
"Endowment Fund 
into Resource 
Development Plan. 
(2) Incorporate 
"Profit & Loss" 
statement into 
Marketing Plan. 

Comments 
- -- 

Socio-economic 
conditions vary 
between urban- 
rural and between 
regions. 

Plan has been well 
thought-out. All 
aspects of TA 
recommendations 
were considered & 
incorporated. 

4. Institutional Development - MIS 
The Project has allowed MIS to contribute to the development of SDA by providing computer 
technology and equipment. According to the Manager of the MIS Department, the Project has 
allowed SDA/MIS to provide more applied systems and has trained more personnel in 
computers than any other Salvadoran NGO. A brief history of Project accomplishments 
follows : 

In 199 1, the Project's first full year, SDA was able to bring up to date and improve its existing 
computer equipment capacity by extending capacities of memory and hard disks to prepare 
for new contemplated programs. Computer software was standardized as well. Word Perfect 
and Lc~tus were adopted as standard packages as were MS-DOS and Netware as operative 
systems. 
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In 1992 a local area network (LAN system) for microcomputers was installed and 17 
computers were acquired. This network was initiated to satisfy the needs of word processing 
and other administrative tasks in the majority of SDA headquarter's Divisions and 
Departments. 

In 1992 and 1993 computer use training was provided to secretarial and operational 
personnel and in 1993. Specialized computer programs were acquired, such as a statistical 
program and a specialized program for the processing of data for F E W  1993. Thirteen new 
computers were installed and other programs such as Page Maker and Harvard Graphics, 
were obtained for various SDA Divisions and Departments. 

5. Sustainability 

Annex 37 demonstrates the network necessary for institutional sustainability. 

If we take the definition of sustainability as the ability of an organization to: (1) expand the 
delivery of uninterrupted and high quality service; (2) adapt to the environment: and (31 
increase its control over resources, we can say that SDA's Family Health Service project at,. 
this point does not meet the sustainabilitv criteria. 

SDA continues to be beset by problems arising in part at least from centralization of 
operations. If we take the first condition from the sustainabillty deAnition: expand the 
deliverv of uninterrupted and hi& aualitv senrice: SDA's service delivered through the rural 
program was interrupted for over a month because SDA rural program had run out of the 
contraceptive Noristerat. If SDA has to provide another type of contraceptive to a user or 
convince the user to use another method, then SDA is not providing high auality service (This 
was the major complaint from the users interviewed during the fleld interviews). If the 
evaluation team concluded that SDA should not expand its services but instead re-train the 
field personnel PHPs), then SDA is not ready to expand the deliverv of uninterrupted and 
high aualitv services. 

Adapt to the environment. There are two area where the organization does not seem to have 
the capability for strategic adjustment due to changing internal and external conditions. 

Internal conditions, caused by the rapid growth of the organization, such as an accounting 
system capable of responding to SDA growth needs, and needs for cost information and 
accurately forecasting contraceptive needs. SDA seemed to have underestimated the demand 
for NOFUSTERAT; when demand surpassed supply, SDA was unable to respond rapidly to 
solve this problem. 

Instead, SDA is dependent upon its IPPF to re-supply of this contraceptive, putting the user 
in the dimcult task of deciding to choose another method until NOFUSTERAT is available. 
These are two examples of not being able to adapt to the environment. Systems do not match 
needs,. 

Ex tend  conditions, such as lack of coordination with the public sector. There are also 
tremendous needs for information and education of the Salvadorean population in family 
planning methods and the clarification and elimination of myths about family planning, 
particularly about sterilization and the IUD. SDA at this stage has not implemented an 
adequate educational campaign, which would include the use of mass media as well as  
interpersonal communication techniques to meet this need. 

The improved quality of the services which managerial improvements will lead to, will result 
in more people continuing to use contraceptives rather than dropping out of contraceptive 
practice because they feel dissatisfied with the available family planning servfces. 
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II. Res @!?5 : FQndh- and conclusions 

Expandd the Delivery of Uninterrupted and High Quality Service and Adapt to the 
Ewimnment 

The RI-[P project as it is structured a t  present, generates considerable recurrent costs for 
manpower, facilities and vehicle maintenance, supplies, logistics, and transportation which 
cannot be met by SDA if USAID decides to reduce or withdraw funding. The Project has an 
emensive infrastructure which is consuming most of the Proiect financial resources. while 
areas like Training and Information. Education and Communication are being allocated 
meager budgets when one tries to match need vis-a-vis Anancial resource allocation. 

The Project structure h a m ~ e r s  the abilitv to sustain ~roiect  activities. The Project is suffering 
from the typical disadvantages of a centralized structure and from serious recurrent costs 
problems. During field visits. for example, it was observed that vehicles have to be brought 
to San Salvador for repairs. Regional clinics cannot have their own vehicles repaired even 
if the rt:pair required is just a "tire change." There was a consensus among the Regional staff 
that SIIA's regional facilities are not a priority for the central office in San Salvador. The 
following table presents the percent allocated by major SDA budget line item category: - 

Budget Line Item 

Adm. /Coordination 

Logistics and Supplies 

Adm. /Coordination 
Logistics and Supplies 
Combined 

The detatled budget for 1993 and 1994 as presented in the plan of action for both years were 
reviewed in detail. Training as a major h e  item within the budget is still very low at 0.6%. 
Even il' the budget for training of field staff is included within the IEC budget line item, this 
only re:presents 12Oh of the total budget, when compared with 85% projected for 1994 for 
Administration/ Coordination, Logistics and Supplies. 

Training 

IEC 

DECENTRALIZATION has not taken place at  SDA. The regional staff is stdl quite dependent 
on the center for most decisions. Another second example is the low level of funds in the 
region's petty cash fund which are not even sufficient to cover a tire purchase. change and/or 
repair in a vehicle. Problems like this could easily and quickly be solved at  the regional level. 

1993 

35Oh 

39% 

74Oh 

The following comments were also made by the regional staff to the evaluation team: 

Projected 
for 1994 

52.5% 

34% 

86% 

1.2% 

15.8% 

Lack a t  computerized equipment in good working condition at  the regional level. (This is 
anothw example of the criticism expressed by the regional staff about the Central Office in 
San Salvador). Over and over we were told that all good equipment is in San Salvador. Old 
equipment was transferred to the regions. 

12.0% 

Regarcling programmatic decentrakation, the regional staff feels that every aspect of the 
program a t  SDA is conceived, managed and controlled by the Medical Department in San 
Salvad.or. 

In the Financial Management area there is no decentralization at  SDA. All accounts are 
managed and controlled at the headquarters. There are no accounting systems in operation 
a t  the regions. The regions simply send their vouchers and summary reports to SDA 
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headquarters in San Salvador and the headquarters staff inputs the information into the 
system. generate monthly status reports and sends these back to the regions. Budgetary 
control is not in the hands of the regional staff per se. 

The regions do not have decision-making authority for purchasing. Every item is purchased 
in San Salvador. Even if the budgets are prepared a t  the regional level. those are in most 
instances signiAcantly cut when they arrive a t  the center. 

One ofthe goals of this project is for SDA to decentralize its administrative systems to entrust 
both the supervision and decision-making to the operational levels (the regions). Another 
goal is for SDA to receive technical assistance and implement a Management by Objectives 
(MBO) system. All of the above indicates that SDA is f a r  from implementing these 
requirements which are clearly stipulated in the project agreement. 

RECOMMENDATION: 

b SDA should continue to decentralize its administrative systems so that 
supemision and dedsbn-making occur at the regional level. A decentralized- 
model of administration has the potential for impmving Wdency. Each clinic 
must haue a certain degree of independence or autononyl so that its 
management is able to solve problems as they arise without hauing to go 
through the central level. The example of the vehicles hauing to go to the 
Central Garage for repairs is an excellent one. 

b The clinics would determine the level of superuision needed and would work 
more Wciently by hauing the independence to carry put their own objectiues. 
It is understood that regional objectives should be in line with those of the 
Prqject and of the otganization as  a whole. 

b SDA should consider decentralizing the accountingjicnction completely. This 
could be accomplished on a gradual basis starting with the Oriental Region 
which seems to be prepmd to take on this responsibility. Once this pilot 
project is completed, ADs should continue with another region until the four 
regions haue completely tclken on this responsibility. 

Additionat Sources of Funding 

SDA's funding through sources other than USAID has been signiAcantly reduced. SDA' is 
not receiving any funding from FHI and the Hewlett Foundation in 1994. IPPF. the 
Federation to which SDA is amliated. has s i m c a n t l y  reduced its funding. If USAID were 
to pull out of this project a t  this particular time. the Project would suffer. I 

. 
The following table presents an example of the significant way in which IPPF, have been 
reducing funding as  USAID's increases. , . 

1 IPPF 3.324.6 16Oh 2,220.1 !3?4 2,572.9 7% 
I I I II 

SDA' contribution to defray b u d g e t .  costs is being absorbed by the hospital, and SDA has 
no working capital because it was used to purchase the hospital. 

According to SDA, ..." we consider that in the event of AID'S withdrawal of funding. our 
activities would be reduced ......". But the aim of the project is for it to be sustainable upon 
withdrawal of funding by the donor. The conclusion here is that the project is not 
sustainable by SDA's own acknowledgment. 



Increase its control over resources. SDA is highly dependent on USAID for Anancial 
support. USAID is Anancing the majority of an  organization's expenditures, while other 
donor's funding consistently reduce. SDA is now implementing an "austerity program" to 
liberate its own funds (e.g. non-AID funds raised locally by the Association) plus good portion 
of IPPPs funding, to cover other expenditures, e.g., the newly acquired Hospital Profamilia. 

There is no particular problem with this system, except that the austerity program in the long 
run wlll affect the operation of both the clinical and rural health programs which are AID 
financed. According to Regional staff, and some members of SDA's Central Office staff. 
important areas like Training and IEC as well as the Regional Clinics are feeling the pinch 
of the severe "austerie plan" in the reduction of their budgets." 

SDA could cover the salaries of additional staff e.g. an accountant and an awdllaxy, from the 
IPPF's grant. IPPF has traditionally provided funding to their affiliates to cover operational 
costs under the line item entitled "Project Support'' (Apoyo a Proyectos). 

However, the major financial problem SDA has at present is the problem of lack of liauiditv, 
IPPF's grant to cover operational expenses other than contraceptives has diminished 
substzmtially. 

R E C O ~ A T I O N S :  The RHP is approaching its third year. Signiflcantjirnding has 
been alteady allocated to building iqfimstructure. Any forthcoming funding from 
USAtD should be re-allocated to areas werefinding and support is most needed, e.g., 
Training, Quality Assurance and Mass Media campaigns. 

b To oner a quality service, additional space, re-modeling, and hiring new stqEf 
is not necessary. Perhaps the improuement of services through =-training or 
additional training ofjleld starnight be syEPdent to be able to oner a qualiw 
service. 

SDA should be concentrating its future enotts on continuing to improue the 
quality of its services; empowering its s t a b  work together to prevent or solve 
problems. StqEf who carry the day-to-day activities of a clinic, for instance, 
know which aspects of their workfitnction well and which don't. 

They are in an exceltent position to use this knowledge to propose practical 
changes that they themselves ultimate@ carry out: They should concentrate on 
looking for sustainability initiatives that will continue qfkrdonorsupport has 
ended. Building additional iflra-structum should be considemi when SDA' 
liquidity issue, and the issues described above are resobed. u the RHP is to 
become a se@mstaining project in the future it will not be by building 
additional irCfras tructure. 

b An organization-wide management review should be conducted by a local 
auditingflm of international standing, e.g., Price Waterhouse, IWlWO, Peat, 
Manvick and Mitchel or any other auditingjlm in this category, to determine 
the costeectiveiws of the Family Health Services Project as it has been 
implemented by SDA. 

b USAID should hire a local consultant to develop the Terms of RefemnceW 
(G Metined for this management review. The management review should 
include, but should not be limited to, determining the costeectiveness of the 
REP; availability offundingfrom SDA-locally raised funds to carry the RHP in 
case of a signmcant withdrawal of funding by USAID; examine s a l q  scales 
and actual salary levels at SDA; and sounces offunding for SDA' activities other 
than the RHP. The Terms of Reference should be reviewed and approved by 
USAID/Es. 
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Sustainability in the Rum1 Rugram 

The Rural Health Program is a large program with a large infrastructure that consumes a 
s igdcan t  amount of Anancial resources. This is justified because of the population the 
program serves. However, it is the infrastructure (Administration and Coordination of the 
Project and Logistics and Supplies) that makes the program extremely expensive. In 
projecting, determining and/or calculating financial sustainabiltty in the rural program, one 
has to be aware that this is a program with a cost of C. 10.3 Million of which approximately 
(2.7.3 Million or 7 1% go into salaries; C. 1.1 Million in Supplies (includes gas, vehicle parts, 
and other supplies); C. 1.4 Million or 14% in Maintenance of vehicles, office equipment and 
others. The recovery rate of C/392.7 thousand in 1993 represents 4% of the costs. 

RECOMMENDATION: The Rural Health Program should be re-structured so that more 
Jinancing is allocated for those activities that enhance the quality of the program, 
such as tmining and IEC, as welt as into ensuring that the program has the necessary 
supplies to serve the rural population. 

It was observed that in some rural clinics there were contraceptives and vitamins available; 
while the w a l  program. which has its administrative office within the clinics, did not. It is 
recommended that during the SOMARC consultant's visit to the SMP a detailed analysis be 
done to determine exactly why there is a NORISTERAT stock-out in the RHP while the rural 
clinics did not suffer this problem. During this analysis, the fact that the product enjoys a 
higher price in the clinics than in the RHP must be taken into consideration. 

"Note that table #37 indicates a significant increase in the medical division's expenditure in 
1992 surpassing income by a 18 1%. In 1993, expenses for this division again surpassed 
income by 125%. This is due to the clinic expansion program (see recommendation to USAID 
to consider a reimbursement payment plan with SDA as opposed to the present support of 
clinic-based service delivery). 
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Comparison Expenditure Aa Per Cent 
of USAID Income Raised bv Programs 

Table #38 indicates that expenditures for administration were 7 14Oh in 199 1: 27 1 1% in 1992 
and a sudden drop to 55% in 1993 due to a signLficant increase in income that year. 
Unfortunately. this information is not included in the Family Health Senrices project's audit. 
This information would be in the IPPF audit which SDA did not make available to us. 

1991-199s - 

Comparison Expenditure As Per Cent 
of SIM Income Raised by Programs 

1991-1993 
- 

Department 1991 

Marketing 
- Income 1,160,482 

88,718 

Department 

Social 
Marketing 

- Income 
- Expenses 

Medical 
Divisiop 

- Income 
- Expenses 

Other 
- Income 
- Expenses 

% 

d 

1991 

1.020.72 
2 

N /A 

324.350 
N/A 

0 
0 

1992 

1.337,96 
8 

100,520 

534,958 
970,140 

0 
669,103 

lMedical 
- Income 
- Expenses 

1,025,481 
748,739 

~9dministration 
- Income 
- Expenses 

:PED Division 
- Income 
- Expenses 

368,736 
2.632.093 

I[EC 
- Income 
- Expenses 

El Salvador 
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273,265 
0 



Sustainability of the Medicd Expansion Program 

In the RHP. the highest budget line item is the salaries. The approximate total cost of this 
activity. is C.13 Million. In 1993 these represented C.6.6 Million or 51%. followed by 
materials and supplies C.3.0 Million or 23%. and maintenance C.2.7 Million or 21%. The 
recovery level in this program is 18% or C.2.3 Million. 

RECOMlldENDATZON: The maintenunce of the clinics that compose the expansion 4f 
services is a costly proposition for USAID. One way for USAlD to make the best use of 
itsfunding is by establishing an arrangement with SDA to pau-for SM's delivenr af 
clinic-based services on a mimbursernent basis. 

Financial Sustainability as an Otganization Wide-Responsibility 

Both recovering the highest per cent possible of costs and increasing the self-sustaining level 
of the program is the responsibility of all staff a t  SDA. This means that all persons employed 
or somewhat connected to SDA e.g., PHPs, should be trained and made aware of how they 
all can contribute to achieving the institutional goal of sustainability. - 

PHPs or Auxiliary Nurses, for instance, should not suggest to the client that a specific low fee 
can be paid for the Association's services. Instead, when concluding an interview or 
counseling session with a client. the person responsible should inform them of the cost of the 
service and suggest that s/he get as close as possible to this amount when paying the fee for 
the service. 

Counterpart Funding 

While this evaluation exercise was taking place, an  analysis of counterpart funding was 
performed by the USAID's RHP Financial Analyst in which the Analvst concludes that the 
counterpart contribution is not likelv be met bv SDA due to the ~roximitv of PACD which is 
Julv 30th. 1995. Please find annexed both the Financial Analyst Memorandum to Mr. 
Michael Deal, PFLJ and the analysis of "Counterpart Contribution" (Annex 40). 

Macro-Economic Indicators 

During the war years private investment, economic growth, and all government sectors 
suffered severe funding reductions with the exception of the Ministry of Defense. Between 
the 1950's and 1970's. the annual GNP.oscfflated between 4 . a  and 4.7%. it sufTered a sharp 
decline in the 1980's to -1.2%. 

The economy in El Salvador should be watched carefully, and projections should be made 
conse~vatively and conscientiously. Inflation declined from 23% in 1989. to 19.3% in 1990. 
and to 9.8% in 1991. but increased to 20% in 1992. The Consumer Price Index grew at an  
annual rate of 11%. substantially below the 17% rate registered during the same period in 
199 1. In the world market prices suffered a sharp fall. 

Devaluation of the Colon has not kept pace with the inflationary spiral, therefore purchasing 
power has been significantly corroded by this factor. A case in point is the MOH's physicians' 
salarks which have declined due to a sharp decline in purchasing power. 

Projections for economic growth for the years 1993- 1995 are estimated to be between 5-7% 
by the more conservative, and 10% by the more optimistic. There appears to be significant 
interest in the part of some business people to invest in El Salvador. Much emphasis has 
been given to the remittances sent by Salvadorans living abroad, which have been estimated 
to be IJS$850M. However, the employment crisis in the US (where most Sabadorans live) has 
to be considered, as well as the fact that the Salvadoran society is a consumer society. 
Marke:t exchange, which used to be Axed, has been freed to be driven by demand. 
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It is expected that GOES expenditures in the health sector will continue to increase - these 
increased by 2 1% for fiscal year 1993, because of the decline in the defense budget. Foreign 
debt decreased because some debts were forgiven. However, total outstanding public sector 
debt increased by 8267M or 13%. The State has taken strict measures to modernize itself, 
reduce spending, and revitalize the economy.. 

The economic capacity of the health system's users has been severely limited by the 
impoverishment of the MOH's service users mainly caused by the war. At present it is 
estimated that at  least 60% of the population can be classified as  living in extreme poverty. 
Those IUving in absolute poverty represent 23.5% of all urban households. 

6. Women in Development (WID) Issues 

Women represent 5 1% or one hundred and twenty six (126) women-staff out of two hundred 
and forty eight (248) total project staff. When these figures are analyzed further, they 
revealed that only 20% or a total of seven (7) women are employed by the RHP in 
supervisory/managerial positions as opposed to twenty eight (28) men or 80% of the total 
number of persons in supervisory/managerlalal positions. All four (4) medical supervisors in- 
the Project are male. Registered and Auxiliary Nurse posts always filled by females in the 
RHP. m e  rest of the female staff are in secretarial posts. 

Following is a table exhibiting the different posts in the Project and its women-men ratio: 

Staffing Ratio/Professional Posts 
Family Health Services Project 

Asociacion Demografica Salvadonna 

Staff Post/Title I % 1 E* 1 % I Tot* 
-- -- 

TOM NO. Staff I 1261 51961 1221 49%I 278 
- - - 

In 
Edanagement/Supervisory 
Posts (Supervisor, Jefe, 
Director, Gerente) 

Physicians - 16 37% 27 63% 43 

Source: SDA' Flnance Department 

Medical Supervisors - 
Registered Nurses - 
Auxiliary Nurses - 
Social Workers - 
Promoters of All Types - 
Regional Supervisors 
(Rural) - 
Promoter Supervisors 
(Rural) - 
Auxiliary Nurses 

0 

2 

50 

5 

1,392 

3 

1 

16 

0% 

100% 

100% 

84% 

87Oh 

75% 

6% 

100% 

4 

0 

0 

1 

208 

1 

15 

0 

10O0h 

0% 

0% 

16% 

13% 

25% 

94% 

0% 

4 

2 

50 

6 

1,500 

4 

16 

16 



The SDA did not provide a fist of salaries after several requests. We therefore could not 
assess the salary equity by gender. 

Although the major recipients of care by SDA are women, the organization remains 
administratively male-dominated. This is partfcularly true in the medical division. 

SDA should provide the salary list to USAID for evaluation. 

b vwomen are paid uqf'airly, this should be corrected. 



IT II. Res a : -ding and C o n e l d o n s  

C. Component III: Policy Development and Research 

Summary of Specmc Goals and Accomplishments 

OBJECTIVE 
PROGRESS 

TO DATE 

Conduct FESAL 

Morbidity and 
Mortality Study 

done 

proposal 
written 

Norplant Study 

Personnel study and 1 enrichment 1 
1. ExternalPolicy 

in process 

IUD post-partum study 

effectiveness of service 

effectiveness of service 

199!5 effectiveness of service 

done 

done 

in process 

not done 

USAID did not 
approve this study 
because its estimated 
cost exceeded one 
million dollars. 
Instead, pertinent 
questions were added 
to FESAL-93. 

O h  REACHED 

1 0O0h 

FHI is monitoring this 

1 OO0h 

COMMENT 

SDA h a s  been involved in policy development by attending two committees, neither of which 
has ul~timate policy control in El Salvador. The COTEPO (Committee on Population) has met 
many times over the past 2 years.' Its members include SDA, MSPAS, MIPLAN, and many 
other GOES institutions. Dra. Veronica Siman Betancourt and Lic. Roberto Aguilar are the 
co-coordinators from the Ministry of Planning. Sr. Juan  Carlos Salguero has been 
representing SDA. COTEPO met weekly through April, 1994, to develop a regional 
presentation about population policy for the International Conference on Population and 
Development which will occured in Egypt in September, 1994. However, COTEPO has not 
met since then. 

100% 

- - 
0% 

1 OOOh 

RECOMMENDATION: This committee would ben@t from increased supportjiom both 
U W 3  and SI)A 

Repeated biannually 

Repeated biannually 

Short term TA in 
1993 analyzed 
personnel structure 

'CtDTEPO's Mission is extensive; the committee is responsible for coordinating the 
imp1e:mentation of the GOES Population Policy. 
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The "Reproductive Health Committee" includes representatives from MSPAS, ISSS, SD4 
MIPIAN, ANTEL, and the OB-GYN Society. The committee was formed following a conference 
in Ecuador sponsored by the Pan-American Health Organization in October, 1993: which 
focused on post-partum health and family planning. The committee has met five times and 
has determined its objectives to be: national standards, the structure of inter-institutional 
collaboration, the coordination of publicity, and unified reportfng systems. 

RECOMBfENDAlTON: The International Reproductive Health Committee must be 
supported by both USAID and SDA. 

The MSPAS supports family planning services, and houses the large APSISA project. also 
funded by USAID. Unfortunately. the number of women being seen by the MSPAS for family 
planning has decreased from 199 1 to 1993 (see Annex 15). 

SDA worked with the Ministry of Education to produce teaching guidelines for population 
education and train teachers nationwide in their use. Activities with the Ministry of- 
Education should be reactivated and expanded because education through the public schools 
would increase awareness among youth throughout El Salvador. For example, FESAL-93 
reported that 12% of women 15-49 years of age correctly identified the time of the month 
when pregnancy is most likely to occur (only 8% of rural women correctly identified this) 
(Annex 38). The need for increased education is paramount. 

RECOlUMENDATION: SDA should work with the MSPAS to stimulate and coordinate 
their sorts in FP. SDA must work with the Ministry of Education to make family 
planning a part &public school curricula. 

SDA views IPPF as its most important &ate, although USAID provides the majority of its 
funding. 

RECOMHENZlAlTON: IPPP regulations and involvement must be coordinated with 
USAID'S involvement. 

2. Internal Policy 

a. Organizational Structure 

Internally, the executive director meets with the "Executive Committee" every Friday for two 
hours to discuss norms, policies, procedures and plans. He maintains a standard that if 
three members of the committee share a problem, they must bring it to the entire group. The 
management style of the executive director is vertical: he communicates through explicit lines 
of authority to fkontline workers. Of the flve division directors (Planning, Finances, SMP. 
IEC/Training, Medical) only one is a woman. (see Annex 35 for the organizational structure) 

The Board of Directors is extremely involved in day-to-day decisions at SDA. However, 
representatives from AID and CCC do not regularly meet with the Board. 

The medical division is directed by Dr. Castro who has two assistants (Drs. Sandoval y Lara). 
and four regional directors (Drs. Duenas (SA.), Barillas (S.T.), Enriquez (S.S.), and Molina 
(S.M.). The assistants supervise the regional directors, and serve as the physicians in the 
marketplace clinics. 
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b. Strategies 

The 1993 annual report includes the following areas among others: 

b reproductive heath services; 
b family planning among adolescents; 
b studies; and 
b public relations. 

The first area has six speciAc objectives, and only one of these relates to family planning. The 
other five are: 1) increase the number of PHP's; 2) increase ORS usage; 3) increase pre-natal 
care; 4) increase pediatric care; and 5) increase vitamin A. 

The stxond area has four components, three of which refer to increasing volunteers' 
involvcment and the fourth to educate. 

The area of studies refers to .the Norplant study, FESAL, and the "integration of FP' with 
clinical services. 

The fourth area refers to the increase of donations: increase in personnel; and program 
evalua.tion including: a) the study of 3 satellite and 2 marketplace clinics: b) the increase of 
clinics mentioned in the third area above: and c) client satisfaction. 

c. Program Planning and Management 

The percent success of income generated in each of the three major types of clinics (regional, 
satellite, and marketplace) based on annual projecttons decreased from 1993 to 1994. This 
could mean that the goals were too high, or that expected changes did not occur. This is 
significant in that sustainability appears to be decreasing rather than increasing (Annex 27). 

Of six goals for 1994 for the adolescent clinic, only one (number of psychologic consultations) 
was met by May 1. Consultations in family planning. gynecology, psychiatry, medicine, and 
cytology were not met. This indicates either poor planning. that is, an exaggeration of 
successful activities; or poor management, that is, not realizing attainable objectives [Annex 
28). 

Technical assistance has not occurred in the area of management. 

Several incidents indicate sub-optimal management of the project: 

No formal feasibility study was conducted prior to the purchase of the hospital. 

b Senior staff was not consulted regarding the purchase of the hospital. 

b The availability of supplies, including an essential contraceptive [Noristerat) has not 
warranted adequate resources to ensure success. 

b The clinic managers expressed concerns about the central administration focusing too 
much on central (San Salvador) issues and not enough on service delivery and the 
regional programs. 

b The technical assistance that has been agreed upon is not optimally used. 



b The conflict of interest in accepting bids for a publicity campaign seems naive. 
Subsequent handling of the problem seems guarded. For example, in the 1993 
annual report (p. 60). SDA describes the cause of the delay as  "the complexity of the 
donor's (USAID'S) regulations." 

b The feasibility study of placement of the first satellite c h i c  occurred after it was in 
existence, near a brothel, drunks. and needed to be moved to Soyapango. Perhaps it 
could have been located more appropriately had the feasibility study preceded its 
structure. 

b Procurement: Vans were bought without air conditioning, ventilation, mirrors all of 
which had to be retro-fitted. 

b Judgment: Administrators, including the medical director, consider logistics to be 
good, despite the unavailability of Noristerat for several months. 

b C h i c  and central administrators stress physical space and materials a s  
rather than services and productMty. 

b The proportion of spending which goes for administration is much too high. 

It is understood that within the administrative expenses incurred by ADS there are several 
budget. lines items necessary for the operation of the program such as salaries. fringe 
benefits. over-time, travel and per diem. transport and meals, bonuses to PHPs. However, 
because these are all recurrent costs SDA should make an effort to contain them and reduce 
its administrative expenditures particularly in the areas of transport and maintenance of 
vehicles. 

b Some SDA administrators were sent to Guatemala City to study "How to Run Clinics" 
but no clinic managers were included. 

RECOMlUENRATION: An entire management m h  should be peflonned. Although 
management was included in the contractors scope of work but it was not provided 
The management requites fortiftcation. 

d .  Financial Management 

SDA has established a sound system of accounting which is computerized. The system is a 
Fund Accounting system which discriminates between income and expenditure by "funding 
source." That is, that the accounting system is able to maintain separate accounts for each 
one of the donors that provide funding to SDA. 

The computer program used with the manual version of the Fund Accounting System was 
developed for SDA by Price Waterhouse. The computerized version was developed by 
Tecnol.ogia Apropiada (TECAPRO), a Costa Rican computer programming company which has 
assisted the IPPF New York Regional Omce in computerizing all of the family planning 
W a t e s  in the Nestern Hemisphere Region. IPPF's idea in terms of computerization has been 
to standardize all systems throughout the region. 

Health Care Cost Accounting 

Although SDA has an excellent Fund Accounting system, the system lacks a cost comvonent, 
which is required for SDA's family planning facilities to keep track of their costs by 
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procedure. The Cost component would also provide SDA with cost information required for 
SDA to be able to update prices by both Cost of Living (COL) and inflation. 

Following are a series of recommendations about a Cost Accounting system appropriate for 
Cost Recovery facilities: 

Cost Accounting 

Explanation: Cost Accounting is a sub-field of accounting that records, measures, and 
reports information about costs. A cost is a sacrifice of resources. Cost Accounting is 
Management Accounting (Internal Accounting) plus some external reporting. Many disciplines 
and processes can benefit from a quality cost accounting data base. and cost accounting is 
the ideal system for those organizations that provide clinic and hospital based services. These 
includie: 

budgeting; 
new program and capital project evaluation: 
inventory management; 
pricing and price adjustment; 
addition or divestiture of a service; 
profitability determination by group of purchasers (payers): 
cost control; and 
overhead and corporate expense allocation. 

Costing Methodologies: Job Costing vis-a-vis Process Costing vis-a-vis Re la th  Value 
Units fUWs1 

The process of costing can be described as either job costing, process costing, or a 
combination of the two. On job costing each lob is the unit of activity to be costed. The 
activity is easily identifted and costs are easily traceable. Examples of industries using job 
costing are ship builders, aircraft Arms, and printing plants. In each of these fields. ajob card 
or equivalent computer record can be used to document materials consumed and labor 
applied. In contrast to job costing, process costing divides the costs for a stream of like 
pr.oducts by the total units to determine, essentially, an average component cost per unit. 
Process costing is commonly used in the chemical, food processing, paper, and textile 
industries. 

In the health care industry, time and materials a n  not tracked by the job. However, 
repetitive services such as  sterilizations, and insertions of IUDs are performed. The amount 
of resources consumed for each similar service can vary dramatically, depending upon a 
variety of clinical considerations. 

A third costing tool methodolom, known as Relative Value Units (RWs) is commonly used 
in the health care industry. RVUs are units of measure, an indexing technique for relating 
work effort to output. RVUs recognize the relative differences in the consumption of resources 
between various procedures or services. A s  a measure of output, relative value units are -- 
particularly helpful in determining work load, measuring productivity, or calculating 
procedure costs in service areas such as  the laboratory or radiology departments. 
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Indirect or Ouerhecld Expenses 

These include support services, such as administration, the medical staff omce and public 
relations. which are not directly traceable to a particular service or procedure. The expenses 
apply to more than one direct service. 

The Matrix for collection of basic data at clinics and/or hospitals. for the development of the 
service pricing structure, as well as the cost studies conducted, indicate that a "process 
costing' methodology was utilized. as opposed to Relative Value Units (RVUs) which is the 
methodology commonly used in the health care industry. The studies did consider the 
Indirect (overhead) expenses on a more global basis. 

Nevertheless, because the cost studies were performed to determine the cost of ~rovidinq 
services bv SDA, on a global basis, as opposed to the cost for a single unit of service which 
would be required at  a health facility, the methodology used is acceptable, as long as it is 
kept in mind that the same methodology should not be used when training staff at the- 
regional level. In this case RVU calculations should be performed, as well as the step down 
method of allocation utilized in calculating Indirect (overhead) expenses. 

Allocation of Overhead 

In the mse of overhead (indirect costs), the Step Down Method of allocation of overhead to 
direct patient care departments is recommended for both clinics and the hospital, in order 
to be able to determine the full cost of providing services. The allocation process requires two 
inputs: the set of costs to be allocated; and the selection of a statistical base on which to 
allocate those costs. 

For example: A Cllnic/hospital has five departments. Three of the departments are revenue- 
producing (Clinlc, Routtne Care, and ICU) and two are overhead (Medical Records and 
Housekeeping). To allocate costs to Medical Records and Housekeeping. its necessary to use 
a reasonable measure of each department's utilization of the overhead services. This measure 
is provided by the Step Down Method of allocation. 

Cost Behador Characteristics 

Although the concepts of costs may appear 
and are often misunderstood in practice. 
management style, corporate goals and 
accounting objectives. 

L 1 

trivial, they are fundamental to cost accounting 
Cost behavior is a function of time, resource - 7 

objectives as well as the organization's cost 

Explanation: To determine standard and expected actual costs, we must know how costs , 

react under various circumstances. There are two basic cost behavior patterns, fixed and 
variable. Fixed costs do not change as the level of measured activity or workload fluctuates. 
Variable costs will change in more or less direct proportion 

Recommendation on Training Regional S t a  

Both the Finance Department, and the SDA Regional 
trained in the above processes. and once trained, these 

to the volume of activity. 

Facility Staff should be 
staff should be able to update 

the cost accounting system's (or module) information on an ongoing basis. 



Factcm and Conditions Necessary to Sustain the Cost Recovery System 

In light of the urgent need SDA has to establish management systems appropriate for the 
identification of costs by procedure, the following factors and conditions have been identified 
as  m:essary to sustain the (CR) svstem SDA has planned for: 

b Improving staff emciency, service delivery, eliminating over/under-utilization of 
resources, and creating a formal Quality Assurance program are part of what is 
required to sustain the CR system. 

A very important part of clinic resource management that contributes significantly to 
the control of health facilities resources is the development of clinical practice 
profiles. A clinical practice profile is a model of patient care that delineates the 
appropriate range in number and mix of services necessary for providing high-quality 
care to a very specifically defined (homogeneous) type of patient. Clinicians, for 
instance, do not control the cost of a laboratory procedure, but they do control how 
often and on which occasions that procedure is ordered for all patients or any one 
patient. 

Because costs can be associated with each service, a clinical practice profile can be used to 
deter~mine the expected costs of implementing the prescribed plan and the cost impact of 
under-utilization or over-utilization of services. Clinical practice profile variance reports (by 
department, physician. or patient) can document service cost variances from the expected 
treatment. Linking clinical profiles with cost data is a critical step in developing budgets and 
new program requests. 

Emlamation: Clinical profiles provide mechanisms to determine the department's needs on 
the basis of the projected number of cases, the number of procedures or tests per case, and 
the cost per procedure or test. Improving the quality of clinical services through the use of 
clinical practice profiles will establish the SDA as a leader in quality management, and will 
assist the institution in a more efficient use of its resources. 

Cost Recovery systems must also be accompanied by a Quality Assurance program. 
The resource management data can also be incorporated into the hospital or Center's 
existing quality assurance programs. To enhance use of clinical profiles for quality 
management, each clinical practice profile could be expanded to include expected 
clinical outcomes. The critical indication of quality would be collected during the 
patient-tracking process and used for evaluating the actual outcome as compared to 
the expected outcome. The patient level resource management tool, including expected 
outcomes, can be used to address a variety of quality-of-care activities. 

Monitoring the pmgress of the CR System: 

SDA should be vigilant to shifts in the economy and needs for price increases. These should 
be done on an incremental basis. Exercises to "measure the elasticity of the market" either 
through focus groups or through clinic surveys, should also be considered by the SDA. 

This exercise will not only yield valuable information relating to the price structure, but wil l  
provide SDA with the opportunity to be in direct contact with representative groups of the 
comrnunities where SDA operates, to hear first hand: the community's perception of the SDA 
services and to make the communities aware that their contributions serve as  the basis for 
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improvement in the services SDA provides. The studies already done by the SDA should serve 
a s  the "base line data" to compare the results. 

Indirect (overhead] expenses should be calculated as soon as possible by each health facility's 
staff to determine the level of expenditure in this important budget item. This is particularly 
important in assessing the sufficiency with which the cost recovery system is covering costs 
(level of recovery) of services. 

It would also be very important for SDA to determine exactly when and where SDA's services 
are coinciding with services provided by other health care organizations like NGOs. This will 
enhance coordination and cooperation, and detect whether service users prefer other NGO's 
to SDA's facilities/services and why. 

3. Technical Assistance 

TA has been provided by CCC in many areas. as listed throughout this report. However, the 
emcacy of this TA has not been optimal. 

RECOMMENDATIONS: 

f i  Locate at1 of CCC's o m e s  w ithin the SDA building. 

CCC should sham iqformation with USAltD and SDA simultaneously. 

f i  CCC's monitors should be encouraged to sharejlndings and suggestions 
dimctly with SDA workers. Thw should meet at least monthly with 
regional supervisors and directors. 

f i  ~ l l  TA contracts should be discussed with SDA dudng the design phase. 

4. Research 

a. General Description 

Ongoing assessment of services and income occurs throughout SDA: RHP, clinics, and social 
marketing SMRD Division. Annex 54 lists the studies performed by SDA. 

However, the scale of this research is often insufficient, and problems arise in three major 
areas: 

Inadequate study design; 
No routine use of control groups in epidemiologic studies; 
No mention of how many refused to be interviewed; 
Fancy statistics cannot compensate for selection bias (e.g., 105 of 200 women 
affirmatively answered questions regarding Noristerat; but what about the 
other 957). 

b Erroneous conclusfons from data analysed/interpretations. 
In the retrospective study of sterilization, women were sterilized with fewer 
children if they have more education. This is an ecologic analysis which does 
not indicate whether we should be educating women or otherwise influencing 
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them. In the absence of controlling for other independent variables (including, 
but not limited to, socio-economic status), concluding that an association is 
causal is naive. 

b Inadequate implementation of recommendations. 
Some studies have made recommendations which could be more strongly 
enacted. The SDA is to be commended for its start in realizing these changes. 
For example, the study of cervical cytologies indicated a need in El Salvador to 
target PAP smears among younger women. because although the 7.2% 
abnormality rate corresponds to worldwide figures, the age at which women 
demonstrate pathology is younger in ES than worldwide. (Among women < 35. 
the rate of carcinoma in situ is three times what it is in the US; for invasive 
cancer, the rate here is twice that in US.) Yet when the nurse in Gotera asked 
to do cytology exams in the field, she was not allowed to do so. Another 
example from the same study is the recommendation to improve (p. 13) inter- 
institutional collaboration which has been weak. Another study, regarding 
adolescents. states there is a dearth of data and it suggests "increasing legal 
support" for adolescents to use contraception (p. 185). but action implementing 
this has not occurred. The report also states that parents are pragmatic 
regarding adolescent sex (p. 93) yet PHP's are not addressing young people. 
In the study of 3 satellite clinics and 2 marketplace clinics: (Remember 1792): 
providing vaccinations in satellite clinics was recommended. This continues 
to be rare. 

b Assumptions are made without supporting data. 
For example, in the study of sterilization, the authors conclude that because 
women are not seeking reversals, that they were well-informed prior to making 
a decision to be sterilized. 

The study purpose does not seem to be congruent with methods. 
For example, there is detalled study of cervical cytologies. Although it is an 
interesting study, it is not clear what SDA was intending to discover through 
it. 

b The prioritization of research is not systematic. 
For example, although 8 studies exist for the feasibility of opening satellite and 
marketplace clinics, no feasibility study for the purchase of a hospital was 
performed. In the study of morbidity and mortality (MCH), the consultant's 
specifications are more clear than the specifications for the study itself. ** 

CCC has not provided TA to the IEP Division in the area of research. CDC in Atlanta has 
provlded the only TA to this group-no one has provided TA to the rest of the SDA staff in how 
to implement research results. 

The ,strengths of research and evaluation at SDA includes: 

b Research extends beyond SDA. for example, FESAL is nationwide. 
b Many areas are studied. 

"(This study was directed by the TA contractor, CCC, and therefore our team's 
recojmmendations are directed to CCC.) 

U Salvador 
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I, The Director and staff are motivated. 
N Attempts to monitor services exist. 

RECOMMENDATIONS: 

b Technical assistance in mearch has been inadequate. Training is 
required in .the amas of study design, analysis, interpretation, and 
implementation of  results .for XEF Department Staff, but atso for SDA 
staff. 

& All studies should have explicit goals stated at their commencement. 

b Hire an epidemiologist for 6-12 months to tutor anti train on-the-job. 
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111. Recommendations 

A. Component I: Family Health Services Delivery 

Reorganization and Expansion of Rural Services 

General Description 

Maintain the current number of PHPs and DARs. Concentrate on providing quality 
of services rather than on expanding geographically. The more disperse the outreach 
workers are, the harder it is to supervise and supply them. The RHP might want to 
consider placing outreach workers in slightly larger towns and asking very isolated 
persons to come to them. 

Encourage USAID and SDA to include PROSAMI in FP discussions and include staff 
and appropriate organizations in their umbrella group in project design and 
implementation. 

The current acting director is fully qualified to be promoted to director of the project. 
We recommend it. Doing so would support the SDA's and USAID'S goals to involve 
more qualified women in executive positions. 

There is no reason not to re-write the q u ~ c a t i o n s  for the job, which currently specify 
that the director must be a physician. SDA could send a revised scope of work to 
USAID and ask them to approve it, according to their established procedures. Hire 
an assistant director whose management skills will complement the current director's 
technical skills. This will enable the director to spend more time in the field 
supervising activities in the regional ofBces, doing strategic pl-g, coordinating 
with other SDA Departments, USAID, CCC, etc. 

Due to the effort required by the promoter supervisors and auxiliary nurses to travel 
to rural sites to supervise the PHPs and DARs, and the need to provide indMdualized 
feedback and modeling of correct techniques to enable PHPs and DARs to internalfie 
what they learned at the initial training course. hire more permanent staff, including 
more auxiliary nurses who can help the existing regional supervisory teams to extend 
coverage. In addition, hire a training specialist who works in the region, teaches the 
supenrisory teams how to train PHPs and DARs, and plans monthly refresher training 
courses. We strongly recommend this to insure quality of care. 

SDA should work with an experienced tratning consultant to decide upon performance 
objectives and options for achieving them. That exercise would develop a work plan 
and budget to meet their needs. 

Incorporate SDA's suggestion to use approved garages in the regions which charge 
prescribed rates for maintenance and repair. Allow staff to spend up to a specified 
amount without prior approval from the central level. 



Do anything possible to get injectables delivered to the rural areas, such as allowlng 
the rural program to borrow materials from the clinical program which the evaluation 
team found to be stocked, or re-allocating funds so that essential contraceptives are 
available. 

Missed opportunities are occurring for female sterilization because the SDA van will 
n~ot take fewer than 3 women at a time; if only 2 women decide to go, they are not 
transported. 

This policy should be changed because a satisfied client will spread the word-and so 
will a dissatisfied one. It makes recruitment harder. Schedule the use of the sole 
vehicle per region for patient transportation very carefully. Establish routes which 
stop in larger villages so that PHP's can direct their clients to places where pick-up is 
guaranteed at  a specifled time. 

We asked to see PHP and DAR folders that contained results of initial training course- 
deficiencies, plus results of supervisory visits by training supervisors from the IEC 
Department, regional supervisory teams composed of a promoter supervisor and an 
auxiliary nurse, and CCC monitors. None existed. 

Create a Ale, computerized if possible, for each PHP and DAR, which contains the 
above mentioned information. If it is not feasible to keep these files current, due to 
lack of modem and functioning computer hardware and software in the regions, a 
good option, suggested by SDA, would be to keep all comments in the PHP's and 
DAR's folder at home. 

To prevent desertion, we support the SDA's recommendation to focus on the 9% of 
PHPs with low productivity and help them to provide quality services by increasing 
supervisory visits and refresher training. 

We also support their recommendation which says that a DAR should be recruited to 
All the vacancy when a PHP leaves, and visit the FP clients in order to assure 
continuity of service. 

Have trainers and supervisors remind PHPs to put supplies into their bags in order 
tlo carry and sell them as appropriate. 

Do a survey with PHPs and DARs to h d  out which educational materials they like 
most and concentrate on supplying those. 

IJpdate the materials folder when new materials are produced. 

Teach PHP's how to use educational material by demonstrating this skill and letting 
EWP's practice until they get it right at the initial training, monthly meetings, and 
home visits. 

Ask a consultant to do a train-the-trainer workshop for RHP supervisory personnel 
just on that topic, and 

Invite a behavior change specialist to do a study and suggest the best approach for 
using educational materials to reinforce messages delivered on home visits. 



Do a special study to present ideas about condom use for illiterate people, since it is 
so universally difficult to provide information which is In harmony with cultural 
preferences with regard to seeing explicit drawings of body parts. 

Take an artist to the field and conduct focus group discussions to see how local 
residents might present information about condom use and vasectomy. The artist can 
encourage people to draw and/or suggest ideas which he draws and rnodifles when 
they give feedback. 

To the extent possible, incorporate PHP's suggestions about how to improve the RHP: 
doing home *its with an auxiliary nurse at least once a month; provide more training 
on MCH topics and Arst aid; and increase the amount of medicine given to PHPs. 

The current and former director of the RHP. the director of IEC Department and the 
managers of training and communications, should review the videotape, confirm our 
findings, and decide what should be done. 

We recommend that every PHP who was videotaped review the& taped interview with 
their auxiliary nurse supervisor. If they are willing, the interviews could be edited and 
shown at a monthly meeting, stopping the video frequently to discuss strong and weak 
points. These videos could also be used to train regional supervisory teams and PHPs 
and DARs at their initial training. 

Since it is imperative to have first hand information about what is going on in the 
field, periodic and frequent site visits by top level SDA stafT (in relevant 
departments) to monitor quality of service delivery and supervision are best. An 
alternative that could be easlly implemented would be to send a two-person crew 
(camera plus sound since audio is tricky in the field) to record interviews that will 
provide objective feedback for all concerned. Bring a VCR/monitor to provide instant 
playback opportunities. 

The PHPs could be involved in the creation of training videos which would address 
some of the issues covered, such as interpersonal communication skills, or how to 
advise a woman to get ready to go to the clinic for an operation. This will motivate 
them to thoroughly study and learn the content of the video lesson. 

Develop a curriculum for interpersonal communication skills. and a checklist that 
covers the main skills that a PHP should employ durlng an interview with a client. 
Train supervisors to use the checklist and model behaviors that PHP's are found to 
be weak in when doing home visits. 

Make better use of the DARs in the delivery of MCH services. They should be taught 
when and how to refer clients for MCH services to PHPs if one lives nearby; they could 
sell ORS and other supplies. 

Continue to keep up the good work on quantity of services. Now it is time to examine 
weaknesses, which have been suggested by viewing the video, evaluating training 
results as well as samples of regional supervisors' reports, and FESAL 1993 survey 
results. Decide upon performance goals and redesign the training with the help of a 
short term consultant. 

September. 1994 
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E:xpandtng the RHP tn terms of community development projects will dilute efforts to 
deliver quality health services in the rural area. SDA should concentrate on what it 
does best and not renew the h-oject. 

Relocate some of the better computers outside the central level. 

A small power lift truck should be provided to the central warehouse. 

Bin cards should be appropriately used for all products at the central and regional 
warehouses to facilitate product identification. 

The warehouses at Santa Ana and San Miguel should be modified to allow more 
ventilation, i.e., air extractors and more louvered windows. 

- 
SDA must ensure adequate supplies. 

Mebendazole should be a regular item for PHP/DAR distribution in the rural program. 

SDA must utilize CCC monitors' monthly reports and procure supplies appropriately. 

The short-term Logistics and Warehousing Advisor should determine the steps needed 
to rec* the supply situation and Implement measures to prevent these problems in 
the future when he returns for a two week period in July. With proper and timely 
communication, these logistics problems can be resolved. 

If It is decided that the workshop property will not be sold, security modifications 
should be made as soon as possible in accordance with the SDA plan to remodel. 

A set of basic tools should be assigned and inventoried at each region to facilitate on- 
site preventive vehicle maintenance. Regional drivers should receive basic preventive 
maintenance training. Failing this, private local garages should be used. 

Vehicle operational/maintenance manuals in the Spanish language should be 
provtded to the vehicle workshop and the regions. (A copy of the Cherokee manual in 
Spanish might be obtained for reproduction. from the Ministry of Public Health vehicle 
workshop). 

Training in complicated maintenance or corrective maintenance. such as servicing 
automatic transmissions, should be provided to SDS mechanics. 

NO RECOMMENDATIONS 

Sustainability in the Rural Program 

Other alternatives for delivery of the services provided by the project should be 
explored in order to reduce its high costs. For example: (1) the use of motorcycles by 
the PHPs instead of vehicles to reduce costs in vehicle purchase, maintenance and 
repair which consumes approximately 24.3% of the project's budget. (2) Determine 
which computerized equipment can be transferred to the regions instead of continuing 



to purchase equipment, which inflates the part of the budget that covers 
Infrastructure. 

During the SOMARC Consultant's visit to the SMP program, a detailed analysis should 
be done to determine the reason for the NORIST~RAT stock-out in the RHP since the 
regional clinlcs did not suffer this problem. Consider the fact that the product enjoys 
a higher price in the clinics than in the RFP, 

The Rural Health Program's budget should be re-structured so that Anancing is 
allocated more for those activities that enhance the quality of the program such as 
training and IEC. as well as ensurlng that the program has the necessary supplies to 
serve the rural population. 

The RHP is an expensive project because of the big infrastructure at  the central office. 
Plans should be made to investigate a way to phase out costs for PHP compensation. 
Providing them with products to sell, for which they will earn a commission to help 
defray the costs of their salaries, is one way that this could be done. Start with a pilot 
project. Ask villages to pay their salaries is another way. 

Technical AMlirtance 

SDA should allow the monitors to take a more educative role during their field visits 
as  is done by Clapp and Mayne monitors for the APSISA Project. Periodic joint travel 
with promoter supervisors is also recommended. 

The monitors' reports, particulariy the bi-monthly inventory reports, should be shared 
with the Manager of Procurement and Supplies. 

Monitors should meet at  least monthly with the SDA Medical Director, the DA Director 
of the Rural Program, the SDA Manager of Procurement and Supplies and meet 
separately with SDA PHP/RHP medical supervisors. 

Training Department staff should become more specialized. This requires short-term 
technical assistance based on real needs. More short-term technical assistance has 
been revealed by IEBrC/Training Department staff and should be provided. 

Information. Education, and Communication (IEC) 

Since the manual is so often consulted by PHP's during home visits, we suggest 
adding checklists for: 

Complications and danger signs of hormonal methods; 

Counselling a woman who will be sterilized (what to eat, wear, etc.) 

To build upon thls strong foundation, we recommend producing videos that are 
Interactive and can be used in tratning sessions to involve trainees in questions, 
demonstrations, and other training activities. 

Use video to record training sessions and provide feedback to trainers. The videos 
could be the basis for a video training library on FP and MCH topics. They could also 
be edited and sold as part of the social marketing program. 

September. 1984 
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Given SDA formal approval, we support the CCC advisor's recommendation to send 
'IV monitors to the rural areas and use them to show a .combination of Alms, ?V 
p~rograms, such as episodes that Televlsa in Mexico produced incorporating FP 
themes. and SDA videos. 

Put more emphasis on formative research, as well as on using F E W  1993 results, 
to design messages which address specific areas that the target audience needs to 
understand in family planning so that they will overcome their fears and learn what 
hehavior constitutes a healthy choice. Results shows that women and men 15-24 are 
a. prime group to reach. 

Use focus group discussions to develop materials. Include an artist as part of the 
process, whenever possible, so that he can immediately incorporate local residents' 
ideas and concepts in designing or revising materials. 

The IEC Department should design a strategy to make sure that materials get to the 
e:nd users, PHPs, DARs and clients. They should also monitor the process by making 
vlsits to clinics and communities. 

E3ecause a well-designed mass media campaign motivates people to plan their families 
a d  use SDA's senrtces, it is important to sign the contract with the ad agency and get 
started with the mass media campaign. 

Increase the number of radio spots to provide variety and focus on one key message 
at  a time. The messages should be based on research and cover methods, as well as 
Profamilia services, and be creative in how PHPs and DARs are used. The community 
needs to know who these SDA staff are and what they do. 

Involve the Creative Department of the Ad Agency in going to the Aefd to develop radio 
and TV spots with input from local people during focus group discussions. 

Since it is expensive for the Ad Agency to produce TV spots. let the SDA TV Center 
produce at least one additional spot to add variety to the campaign without incurring 
great additional costs. 

I3evise an observation check-list for interpersonal communication skills which meets 
SDA needs and apply it to a valid sampling of PHPs and DARs as they make home 
visits. Use the results to design an interactive training module and video. 

Train-the-trainers in how to model and teach interpersonal communication skills. 
Have interactive communication skills be one of the units of mastery. (Discussed 
I~elow). 

A weakness was that not everyone could see the material because the overhead project 
was poorly positioned. Likewise, not everyone could hear; the trainer needed a 
microphone. 

Pay attention to the logistics of the trafning so that every participant has equal access 
to the information provided. 

Because the educational and literacy level of the trainees is at a third grade level, 
lnstead of having written exams, evaluate learning by designing an addiUonal training 
exercise that covers the same territory and seeing if new information can be put into 



practice. Such exercises must include role plays, games, filling in diagrams, treasure 
hunts, etc. 

Upon completion of the initial training course, have the Training Department provide 
the regional supervisory teams with a list of precise areas that each PHP is weak in 
so that an individual folder, preferably computerized can be created in the regional 
office. This will guide follow-up visits by the training supervisors. regional supervisory 
teams, and CCC monitors. 

Ask the IEC Department to design a brochure for the PHP that lists PHP goals, 
functions, and benefits; use it in recruitment. 

Improve the prospects for recruiting good candidates by offering recruits free health 
care in SDA clinics. This has proven to be successful in a pilot project area. PHPs will 
be more likely to refer people for services that they themselves have experienced. 

- 
Set a norm for when to invite participants to the training courses, and stick to it. 

Given the special characteristics of the students. the complexity of the topics taught, 
and the importance of "getting it right," more days should be added to the training 
course so that all of the training topics are covered sufficiently. The Director of 
Training and the training s M  should meet to discuss this recommendation, basing 
changes in course design on areas that are hardest to master. Technical assistance 
should be provided to redesign initial and subsequent training courses for both PHPs 
and DARs, who get periodic refresher courses. 

Having read the memos about the refresher training which cited problems that 
supervisory teams seem to be having with content. training process, and logistics, we 
recommend that each region hire a training team to plan and implement monthly 
sessions on refresher topics. 

The Training Department should o b t m  and review training manuals from other IPPF 
m i a t e s  to get ideas for modifLLng their "Guias Pedagogicas." A good example is 
"Capacitando Sin Letras," available from APROFAM in Guatemala. 

Stimulate PHPs to learn by providing more learning materials and opportunities. 

Client Satisfaction 

PHPs should be trained to understand that the quality of home visits is more 
important than the quantity. Feedback from supervisors immediately after the 
interview would help to impart this information. 

We support Dr. Goenz' suggestion made in a March 1994 memo to the Chief of Party 
of CCC/El Salvador that research be done in rural homes to know the penetration and 
acceptance of SDA programs and the PHP. We are not sure that CCC monitors are 
the best ones to do this; the SDA Research Department might be more experienced. 
However, the parties concerned should decide upon a way to measure community 
acceptance. The information is important to help design mass media campaigns to 
support the PHPs as well as design training programs to teach PHPs and DAR's how 
to satisfy clients and improve their acceptance in the community. 



If giving effective group talks is an essential skill for PHPs, they must receive more 
supexvised practice. Produce a video devoted solely to this topic. Let PHPs watch 
regional trainers demonstrate the techniques. Let PHPs prepare a 5-minute talk for 
the monthly meetlng, videotape it, and get individual and group feedback. A 
ceruficate of mastery could be created for this topic. 

Method Mir 

Noristerat, or an alternative, must be available at all times. 

We recommend that SDA considers quantifying their expectations of PHPs regarding 
the permanent temporary method clarlj.lng and ratio and a number of clients. The 
medical director should meet with the PHPs to negotiate a high but realistic number. 

Pretest the vasectomy video with rural men to see if they like and accept it, especially 
the part that shows a real operation. - 

SDA should examine the salary scale for the RHP supervisory team members, with an 
eye toward equalking the pay for the males and female auxiliary nurses. 

NO RECOMMENDATIONS 

Expansion of SDA Clinical Services System 

SDA should link authority wlth responsibility by clearly delineating functions of the 
clinic managers and medical directors. 

The decline in number of fam* planning users in 1994 needs to be assessed. 

Offer immunizations at the regional clinics whenever a nurse is present. 

Since the Center for Adolescents is a great resource for El Salvador, SDA should make 
a speclflc effort towards publicizing the availability of FP sexvices there in order to 
increase the demand. 

Keep the current buildings and their maintenance. 

Increase CYP in the regional clinics by active promotion of FP by all clinic s t d .  TA 
in health promotion should be offered, and the mass media campaign should begin 
immediately. 

A quality assurance program shoulc' be implemented at the regional level to improve 
efficiency and increase time for counselling by the staff. Both nurses and Damas 
Voluntarlas should be utilized more. 

1:ncrease the allocation for staff training at all levels of regional clinics: management. 
]physicians, nurses, Damas Voluntarias, and others. 



A cost/user analysis should be performed to investigate the efficiency of seeing 
patients through the clinics or the RHP. 

SDA should be viewed as a diversifled provider of health care services. and not merely 
FP. TA should be provided to help SDA meet their fundamental goals of providing FP 
as well as related MCH services. 

SDA should consider increasing the regional circulating funds to 5.000 colones with 
a 500 colones single purchase limit. 

The storage space at Santa Ana should be increased. 

The CCC monitors' reports should be utilized by the regional administration. 

Increase computer capability at the regional level. - 
Provide newer equipment to the regions. Of the 6 1 ADS computers existing at the 
time of the evaluation, only eight were in the region and four are old according to the 
Chief of ADS/MIS. 

Install in the regions a supply management program similar to that used at the 
central warehouse. 

Get computers o~erating in the region. 

This is a costly part of the RHP without any doubt. The maintenance of the clinics 
that compose the expansion of services is a rather costly proposition for USAID. One 
alternative for USAID to make the best use of its funding and at the same ttme 
accomplish the same objective is to establish an arrangement with SDA to pav for 
SDA's delivery of clinic-based services on a reimbursement basis. 

In light of the decrease in users, absence of supplies, and minimal computerization, 
technical assistance needs to address enriching management, logistics, computers, 
and clinical issues. 

Distribute pamphlets and flipcharts to the regional clinics. 

Include the regional clinics in the mass media campaign. 

Clinical staff in the regions should have in-service training on advances in the 
contraceptive field, counselling, and promotion of FP. 

Enhance the IEP Division through medium-term technical assistance in the area of 
study design. analysis, and interpretation, in order to fully investigate client 
satisfaction. Focus on the decrease in users in 1994. 

Investigate why Santa Ana differs from the other three regions in method mix. 

Target FP programs at men as well as women. 

More women should be involved in planning and implementing FP and MCH services 
in the urban areas, especially outside San Salvador. 



Attention needs to be given to training needs of regional cllnlcal staff, 

Training in Norplant insertJon, counseling, indications and contraindications should 
begin as soon as possible. 

Empower nurses to provide more direct family planning services, such as the insertion 
of IUDs. 

Increase the use of temporary methods by creating a special mass media campaign, 
empowering nurses, and improving IEC materials in the clinics. 

Expansion of SDA Clinical Servicce System: Satellite Clinic8 

General Description 

In order to promote FP among patients who are seeking other services, a protocol for 
offering FP services should be created and used on every patient. This protocol would 
educate every patient about the value of FP. 

Recruitment of physicians is not a problem. Maintain the current salary structure. 

To make satellite clinics more efftcient. analyze and improve the use of the nurses' 
time. The satellite clinics would be more efncient if programs such as health 
promotion lectures were offered during the hours when no physician is present. 
Increase the role of the nurse through training. Increase physicians' hours. 

Immunizations, at  least for tetanus, should be always available at satellite clinics. 
Where refrigeration is not available, weekly sessions should be held provlding 
immunizations. When these services are active, the IEC Department should make the 
public aware of them and motivate people to use them. 

~Vthough expanding senrlces is good, the priority of FP should not diminish. Keeping 
FP the focus of the satellite clinics should be done through altering the cost 
reimbursement system, the mass media campaign, and training satellite clinic staff 
In FP. 

'9s stated earlier, the IEP Division requires TA in epidemiology to improve study 
design, analysis, and interpretation. With every evaluation, what will be done with the 
results should be explicitly written prior to study implementation. .- 

NO RECOMMENDATIONS 
? .  

Support the pilot project of using physicians' omces as SDA satellites. Evaluate . . 
aggressively the physicians' commitment to FP. 



Empowering the nurses would support sustainability through increased emciency. 

TA directed towards increasing satellite clintc emciency should begin. 

IEC 

Distribute IEC materials and design a FP protocol for patients visiting the satellite 
clinics. 

Satellite clinic nurses should be trained in insertion of IUDs, and be empowered to 
serve as physician extenders to provide all temporary methods of FP. 

- 
Client Satirfaction 

NO RECOMMENDATIONS 

Method lax 

NO RECOMMENDATIONS 

WID 

A campaign targeting men should begin. 

Additional Recommen&tions 

Training needs of satellite and marketplace clinics need to be surveyed and addressed. 

Consider having the nearby factories support the satellite clinics. 

Avoid overhead through renting private physicians' omces. 

Consider outreach efforts targeting teens and men. 

Expand nurses' role. 

Provide IUD insertion apparatus. 

Expaamion of SDA Clinical Services System: Marketplace Clinics 

General Description 
v- 

SDA should work directly with the municipalities in order to assess cost/user and the 
benefit of increasing marketplace clinics. 

Reinforce the primacy of FP through use of the FP "protocol" mentioned earlier which 
each patient would fill out in order to educate them regardtng FP. 

September. 1994 
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bgistics 

NO RECOMMENDATIONS 

Computers/MIS 

NO RECOMMENDATiONS 

8ustainability 

IZncourage municipal involvement to share costs. 

Technical Assistance 

TA regarding enhancing nurses' functions, management, placement of clinics should 
occur. - 

IEC 

Provide the same materials that the other programs have for the clients. 

Empowering nurses to provide direct FP services would increase marketplace clinic 
19ficiency. 

Client SatirfPction 

:NO RECOMMENDATIONS 

Method lldt 

NO RECOMMENDATIONS 

WID 

Create a market program geared towards men. 

Additional Recommendations 

Add running water to each clinic. 
Expand physicians' hours. 
Advertise locations. 

Expansion of SDA Clinical Services System: Physician Referral 
System 

General Description 
r) 

Formal meetlngs should occur among the regional medical director, the referring 
physicians in that region, and the rural PHPs. 

September, 1 994 El Sakador 
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Ensure commitment to PF through mandatory regular training, e.g. annual sessions 
on "New Development in FP," etc. 

Monthly visits, if followed, would be adequate to provide guldance to the physicians 
and to recover data for the central level. 

NO RECOMMENDATIONS 

NO RECOMMDNDATIONS 

SDA should conduct a pflot project to increase the proportlon of the fee paid by thd 
patient and investigate compliance. 

Technical Abbistance 

The CCC monitors should make occasional visits to the physicians in the referral 
network. 

IEC 

SDA should provide the referral physicians with the IEC materials available to the 
other programs. 

Training must increase to make the physicians in the referral network promote FP. 

Each referral physician should be able to insert an IUD. Implantation of Norplant 
should be taught and encouraged. 

Client Satisfaction 

NO RECOMMENDAIIONS 

Method Mk 

NO RECOMMENDATIONS 

WID 

NO RECOMMENDATIONS 

Additional Recommendations 

b Physicians should be allowed, during their residency, to see SDA patients. 

September, 1994 
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b Physicians should meet and work with PHPs. 

B. Component 11: Institutional Development 

The Social Marketing Program 

General Description 

Political S u ~ ~ o r t  and full cooperation is required from SDA's upper management 
including supervlsoxy and managerial levels, to guarantee the success of the various 
Resource Development activities planned by this division. Although some support has 
been forthcoming, the SMRD division feels that much more will be needed in the 
future from both the Board of Directors and the management a t  SDA, as well as from 
USAID staff in charge of the management and monitoring of the RHP. - 
Due to the importance to the SDA of attaining a high level of sustainability, not only 
to comply with the terms of the Cooperative Agreement but to decrease donor- 
dependency, the SDA must ensure that all of its staff are well-informed about the 
SMRD Division's goals. I t  is also important to clarify what the duties and 
responsibilities of the Division's members are, and explain their plans. 

In view of the unsuccessful attempt by SDA to contract with an outside organization 
for its SMP. and based on analysis of cost-effectiveness made by SDA, it is 
recommended that a thorough analysis of the two SMP schemes be made by the 
Consultant with the assistance of the SOMARC Consultant who began begun work in 
June 1994, and will return in 1-2 months. 

The co-distributor scheme, though it appears to be an expensive proposition, should 
be thoroughly re-analyzed. A distributor b m g s  in a major marketing force with it, 
advanced warehousing techniques, transportation of the product within the capital 
as well as the interior, and vast experience in management of substantial credit 
portfolios. 

Judging by the signiAcant cut in costs (47% annually), the on-staff 
salesmen/pharmacy distributor scheme appears to be the most appealing. There 
remains however, the nagging question of whether SDA should extend credit to these 
pharmacy-distributors for large sums of money prior to the sale of contraceptives. 
SDA first of all would have to ensure payment for all contraceptives sold through the 
pharmacy-distributors. 

Since the SMP is purely a commercial scheme, the Marketing Plan should include a 
"Profit and Loss" statement. 

NO RECOMMENDATIONS 

Studies conducted 

In order not to run the risk of either over/under chargtng senrice users, and because 
there might &st differences among various groups in the capacity to defray a portion 



of their health and family p l a m g  bills. it is recommended that SDA conduct a 
second patient socio-economic study by region. 

The forms to be utilized for the socio-economic study should be able to reflect the real 
socio-economic status of the users of SDA's services, not just their income. 

Develop a Anal standardized socio-economic data collection instrument to develop 
with the assistance of the technical assistance contractor. This instrument could be 
fine-tuned so that it can be easily and rapidly filled out by the Social Worker. During 
field tests on a selected month the Social Work Units at SDA' clinics should conduct 
the pilot tests and collect the necessary data to determine the socio-economic status 
of the group of clinical patients under study. 

Social Marketing: IEC 

It is important to develop a bank of freelance video production personnel to ensure 
that adequate stdllng is maintained to handle both SDKs work and that which comes 
into the AV Production Center. 

Additional ideas for marketing include: 

Create a library of videotapes on FP and MCH topics that can be rented or sold to 
schools and universities. Do research to see what the needs are, and fill them with 
videos that the SDA has already produced, to begin with. The income generated from 
sales can be used to produce videos on other topics that are in demand. 

\ 

Package and sell the drawings that have been prepared to teach about 
contraindications of hormonal methods. IPPF affiliates, medical and nursing schools. 
nursing and midwives' associations might be clients. 

TrafninQ 
1 

Train IEC or social Marketing Department staff to package, advertise, and distribute 
materials, learning computer programs to track inventory, purchase orders, etc. 

Additional Recommendation 

The SMP director should meet monthly with the CCC COP, and USAID project officer. 

Establishment of a Central Referral Clinic (CRC) 

NO RECOMMENDATIONS 

Marketing and Feasibility Studies 

NO RECOMMENDATIONS 
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h~titutional Development - MIS 
'NO RECOMMENDATIONS 

Sustainability 

.Annex 37 demonstrates the network necessary for institutional sustainability. 

Expand the Delivery of Uninterrupted and High Quality Service and Adapt to the 
Environment 

SDA should continue to decentralize its administrative systems so that supervision 
and decision-making occur at the regional level. A decentralized model of 
administration has the potential for improving e£ficiency. Each clinic must have a 
certain degree of independence or autonomy so that its management is able to solve 
problems as they arlse without having to go through the central level. The example 
of the vehicles having to go to the Central Garage for repairs is an excellent one. 

The clinics would determine the level of supervision needed and would work more 
efficiently by having the independence to carry put their own objectives. It is 
understood that regional objectives should be in line with those of the h-oject and of 
the organization as a whole. 

SDA should consider decentralizing the accounting function completely. This could 
be accomplished on a gradual basis starting with the Oriental Region which seems to 
be prepared to take on this responsiblllty. Once this pilot project is completed, ADS 
should continue with another region until the four regions have completely taken on 
this responsibility. 

The RHP is approaching its third year. Significant funding has been already allocated 
to building infrastructure. Any forthcoming funding from USAID should be re- 
allocated to areas were funding and support is most needed, e.g., Training, Quality 
Assurance and Mass Media campaigns. 

To offer a quality service, additional space, re-modeling, and hiring new staff is not 
necessary. Perhaps the improvement of services through re-training or additional 
training of field staff might be suflEicient to be able to offer a quality service. 

SDA should be concentrating its future efforts on continufng to improve the quality 
of its services; empowering its staff to work together to prevent or solve problems. 
Staff who carry the day-to-day activities of a cllnic, for instance, know which aspects 
of their work function well and which do not. 

They are in an excellent position to use this knowledge to propose practical changes 
that they themselves ultimately carry out. They should concentrate on looking for 
sustainability initiatives that will continue after donor support has ended. Building 
~dditional infra-structure should be considered when SDA liquidity issue, and the 
issues described above are resolved. If the RHP is to become a self-sustaining project 
in the future it will not be by building additional infrastructure. 

An organization-wide management review should be conducted by a local auditing 
firm of international standing. e.g., Price Waterhouse or any other auditing firm in this 



category. to determine the cost-effectiveness of the Family Health Services Project as 
it has been implemented by SDA. 

USAID should hire a local consultant to develop the 'Terms of Reference" (Guidelines) 
for this management review. The management review should include. but should not 
be limited to, determining the cost-effectiveness of the RHP: availability of funding 
from SDA-locally raised funds to carry the RHP in case of a signlAcant withdrawal of 
funding by USAID; examine salary scales and actual salary levels at SDA; and sources 
of funding for SDA' activities other than the RHP. The Terms of Reference should be 
reviewed and approved by USAIDIES. 

The Rural Health Program should be re-structured so that more financing is allocated 
for those activities that enhance the quality of the program, such as training and IEC, 
as well as into ensuring that the program has the necessary supplies to serve the 
rural population. 

- 
The maintenance of the clinics that compose the expansion of services is a costly 
proposition for USAID. One way for USAID to make the best use of its funding would 
be to establish an arrangement with SDA to pay for SDA's delivew of clink-based 
s e d c e s  on a reimbursement basis. 

Women in Development (WID) Issues 

SDA should provide the salary list to USAID for evaluation. 

If women are paid unfairly. this should be corrected. 

C. Component III: Policy Development And Research 

1. ExternalPolicy 

This committee would benefit from increased support from both USAID and SDA. 

b The International Reproductive Health Committee must be supported by both USAID 
and SDA. 

b SDA should work with the MSPAS to stimulate and coordinate their efforts in FP. 
SDA must work with the Ministry of Education to make family planning a part of 
public school curricula. 

b IPPF regulations and involvement must be coordinated with USAID's involvement. 

2. Internal Policy 

a. Organizational Structure 

NO RECOMMENDATIONS 
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Strategies 

NO RECOMMENDATIONS 

Program PlrnninQ m d  Management 

14x1 entire management review should be performed. Although management was 
included in the contractors scope of work but it was not provided. The management 
requires fortification. 

Financial Management 

!VO RECOMMENDATIONS 

Technical Assistance 

Locate all of CCC's offtces within the SDA building. 

CCC should share information with USAID and SDA simultaneously. 

CCC's monitors should be encouraged to share findings and suggestions directly with 
SDA workers. They should meet a t  least monthly with regional supervisors and 
directors. 

All TA contracts should be discussed with SDA during the design phase. 

Research 

NO RECOMMENDATIONS 

Recommendations 

Technical assistance in research has been inadequate. Training is required in the 
areas of study design, analysis, interpretation, and implementation of results for IEP 
Department Staff, but also for SDA sM. 

All studies should have explicit goals stated at their commencement. 

Hire an epidemiologist for 6- 12 months to tutor and train on-the-job. 



Lessons Learned 

The world of USAID and its consultants is small. Personalities will inevitably clash 
from time to time. However, these clashes can be kept to a minimum by: 

b Project Design Implications - Stipulating in the cooperative agreement the 
responsibility of the recipient of USAID funding to maintain a good and 
productive working relationship. 

b Broad Action Implications - Separating the function of monitoring from that of 
technical assistance. Request for technical assistance, to be effective, must 
come from within the organization. Contrariwise, monitoring. to be effective, 
must come from an external organization. 

Without frequent and careful introspection, the management of any institution can 
get administratively top-heavy and lose sight of its direction and goals. 

Technical assistance is not synonymous with evaluation. 

Even highly skilled individuals do not follow through and apply what they have 
learned without supervision and monitoring. 

Just because pamphlets have pictures and no words does not mean that they will be 
accepted by illiterate people. Cultural norms and values may make them reject 
graphic drawings of private body parts. 

To increase financial sustainability in recipient organizations, USAID must increase 
its relationship as a partner rather than a distant donor. Flexibility in allowing SDA 
to use tangible as well as personnel resources for non-project activities would enhance 
this goal. 

Expanding rural programs in family planning and increasing self-sufficiency may be 
mutually exclusive. 

Focus Groups 

The steps in doing focus groups are enumerated below. 

b Obtain clearance from government/MSPAS/leader of village to "do" one. 

b Recruit women. The number of variables being studied will determine the 
number of women/ focus groups needed. 

b Select a place to meet that is confidential. 



Devise questions, then translate them, making sure to include vernacular. 

b Find culturally acceptable investigators. 

Train them. 

Tape, transcribe. 

b Analyze. 

These steps are difncult and time-consuming, and may be impossible for short-term 
consultants to implement. Alternatives include in-depth interviews with clients and 
on-site observations. 

Secrets erode morale. 

Objectives with numbers attached are perceived as more important than others. 
- 

"Family planning' is not self-sustainable. USAID has therefore encouraged expansion 
of services in order to attain financial sustalnability. However, this has led to a 
decrease in emphasis on family planning. Changing reimbursement could balance 
this trend. 

1. Report of the Completion of Goals, 1993- 1994. Incomes 

2. Report of the Completion of Goals, 1993- 1994, Adolescent Center 

3. Report of the Completion of Goals, 1993- 1994, Satellite Clinics 

4. Report of the Completion of Goals. 1993- 1994. Clinics in the Market Area 

5. Not.es on Cotepo 

6. Contracepttve Method Women prefer to use 

7. Report of the Completion of Goals, 1993- 1994, Regional Clinics 

8. Flow Chart of Clinics 

9. Organizational Structure 

10. New Prices 

1 1 . Test Bone Chart 

12. Family Planning National Sourvey 

13. &&/Benefit Research for Satelite and Market Clinics 

14. Counterpart Contribution Report for ADA Project 5 19-0363 



I. BACKGROUND 

The subject of this interim evaluation is Project No. 519-0363 Family Health Services being 
implelmented under a Cooperative Agreement exclusively with the Salvadoran Demographfc 
Association (SDA), a local NGO, m a t e d  with International Planned Parenthood Federation 
(IPPF). This is a $35,826,000 project with a life of project (LOP) of five years. USAID's 
contribution is $22 million and the SDA's contribution is $ 13,826,000. The Cooperative 
Agree~ment was signed on July 3 1, 1990 and current Project Assistance Completion Date 
(PACT)) is July 30, 1995. A total of $16,420,900 has been obligated and as of March 3 1, 
1993 :$3,204,461 had been disbursed by the SDA as counterpart contribution. This project 
is a fcdlow-on to the USAID's two famlly planning projects which ended in FY90 (519-02 10 
and 5 19-0275). 

The Salvadoran Demographic Association is a Salvadoran private voluntary organization that 
was constituted in 1962 and started receiving USAID support in 1963. Since then, the SDA 
has continuously received financing from the USAID for developing its family planning 
prOgri%mS. 

The purpose of the Project No.519-0363 project is to improve and expand the delivery of 
family planning and maternal child health (MCH) services to high risk populations in rural 
and n~arginal urban areas of El Salvador. The big difference between this project and the 
previc~us ones is the integration of family planning with other MCH activities, rather provide 
than !30k@ famiiy planning as was the practice through FY90. This Project as designed. is 
conskrtent with the USAID Strategy framework as detailed in the 1992-97 Program Objective 
Document. Specifically, it responds to Strategic Objective #4 "Healthier, Better Educated 
Salvadorans", and Program Outcome 2, "Increased contraceptive prevalence", and Program 
Outcc~me 3, Although SDA is the exclusive implementing agency, contraceptives are also 
provided to Salvadoran Social Security Institute (ISSS) under the Project. 

Project i n ~ u t s  as described in the Cooperative Agreement are: technical assistance 
(contracted directly by USAID using Small Business Act, Section 8(a) procedures), trafnlng 
(long term, short term and in country), logistics (remodelling costs, office supplies. vehicles, 
contri%ceptives, medical supplies, pharmaceuticals), public education program costs, research 
costs and audits. Ou t~u t s  are defined by the Cooperative Agreement as services delivered, 
including but not limited to, number of nual distribution points established, number and 
type of health workers and mothers recruited and trained, increase in clinic'al services 
provided, number of research studies completed, and increase in the number of family 
plannling acceptors.The project contains three components: (1) Familv Health Deliverv: this 
component provides support to continue and expand the family planning services of the SDA 
and adds select MCH interventions (e.g., immunization, prenatal care. oral rehydration 
therapy, and nutrition education) to the range of services provided by the SDA; (2) 
Institutional Develo~ment: this component d l  enhance the Anancial viability of the SDA 
through improvements in its organizational eff'icier cy and the addition of new services to 
generate income; and, (3) Policv Develo~ment and Research: to promote national policies 
which place contraceptives and other medicines within the reach of the poorest population. 

Under each project component, a series of activities were programmed: 



( 1  FAlYIILY HEALTH SERVICES DELNERY COMPONENT: 

(a) Reorganization and Expanrion of Rural Servicer: The SDA Community Based 
Distribution program for contraceptives continues its operations but is being 
reduced during the life of the project from 800 family planning posts to 400. To 
complement this program, the SDA initiated a new Pro-Familia Health Promoter 
program (PSP) providing not only contraceptives but also basic MCH assistance. 
The basic objective of the PSP is "to provide a non-threatening environment in 
which women will be more likely to seek out information on birth spacing 
methods." 

(b) The Social Marketing Program: It consists of the sale of contraceptives 
donated by USAID to retail outlets (pharmacies and small stores). Plans are to 
expand it include additional outlets and to increase the range of products sold. 
The importance of this program is not only the fact that contraceptives are made 
available to the general population at  a low cost but also that it is designes 
recover a portion of its costs thus assisting SDA reach its sustainability goal. 

(c) Expansion of SDA Clinical Services System: Three basic activities are 
planned: i. expansion of services traditionally offered in SDA clinics, ii. opening 
of 12 marketplace clinics and 6 marginal urban satellite clinics, and lii. addition 
of up to 50 private physicians to a referral network. 

(d) Improved IEC Support System: the constraints identified by the 1988 
Demographic Health Survey indicated that a signrAcant support to IEC activities 
was required to assure project success. The Information Pamphlets on family 
planning and MCH were prepared and distributed to rural and urban marginal 
participants. In Education, interpersonal communication became the focus as 
a means of educating SDA's clientele, complemented wlth printed materials and 
other educational aids. Also, the Project includes two educational projects: one 
to increase demand for male methods using satisfied male users, and other to 
provide family planning training to private practitioners serving rural and 
marginal urban populations. In Communications, the projects considers the use 
of mass media, specifically radio and TV, to broadcast messages to reinforce 
public education. SDA will select and contract a publicity agency to manage the 
production and dihsion of a mass media campaign emphasizing the new SDA 
image and promoting a wider range of services. 

(2) WSTITUTIONALDEVELOPMENT COMPONENT: This component directly addresses 
the institutional constraints of SDA that were present at the moment of the design of . 
the project. Macro activities considered include: 

(a) Erpmrion of the Social lldarketinQ Program, (See 1(a) above)), 

(b) Establishment of a Central Referral Clinic (CRC): This is considered a key 
element for e~hancing the self-sufficiency of the SDA program. Its primary 
function is to provide a more complex and technical array of services to 
participants, centralizing services in one location for the low income population. 

(c) Marketing and Feasibility Studies: The studies were designed to determine 
whether other service expansion options would be viable (e.g., additional medical 
senrices, medical insurance, improvements to operational emciency). 



. . 
I 
I 

ANNEXES 

Page 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 1: PSP . Activities A l - 1  

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 2: PSP . Supplies A2-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 3: PSP . Home Visits A3-1 

Annex 4: Interpersonal Communication . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A4-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 5: PSP . Satisfaction A5-1 

Annex6: GroupTalks . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A6-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 7: PSP Characteristics . Profile A7-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 8: PSP's Characteristics . Statistics A8-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 9: Desertion Causes . PSP A9-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 10: PSP . Daily Activities . Statistics A10-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 11: PSP Goals A l l - 1  

. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 12: RHP Activities 1991, 1992, 1993 A1 2-1 
. . . . . . . . . . . . . . . . . . . . . . .  Annex 13: Interpersonal Communication . Statistics A1 3-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 14: PSP Profiles A14-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 15: Satisfied Client A1 5-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 16: Group Talks . Statistics A16-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 17: Training Course A1 7-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 18: Invitation A1 8-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 19: Volunteer A1 9-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 20: Exercise A20-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 21: DAR's Jobs A21-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 22: Results . DAR A22-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 23: Job Descriptions A23-1 

. . . . . . . . . .  Annex 24: Users of INJ, T.O.. and Condoms 1991. 1992. 1993. 1994 A24-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 25: Activities RHP: Graphs A25-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 26: RHP . Organizational Chart A26-1 
. . . . . . . . . . . .  Annex 27: Report of the Completion of Goals. 1993-1 994, Incomes A27-1 

Annex 28: Report of the Completion of Goals. 1993-1 994, 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Adolescent Center A28-1 

Annex 29: Report of the Completion of Goals. 1993-1 994. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Satellite Clinics A29-1 

Annex 30: Report of the Completion of Goals. 1993.1994, Clinics 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  in the Market Area A30-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex31:Map A31-1 
. . . . . . . . . . . . . . . . . . . .  I Annex 32: Contraceptive Method Women Prefer to Use A32-1 

Annex 33: Report of the Completion of Goals. 1993.1994. Regional Clinics . . . . . .  A33-1 
. . . . . . . . . . . . . . . . . . . . . . . .  . Annex 34: Organizational Statement SDA Clinics A34-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . Annex 35: Organizational Structure SDA A351 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 36: New Prices A36-1 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 37: Sustainability Tree A37-1 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 38: Family Planning National Survey A38-1 

. . . . . . . . . . . . . .  Annex 39: CosVBenefit Research for Satellite and Market Clinics A39-1 



Annex 40: Counterpart Contribution Report for ADA Project 519-0363 . . . . . . . . . .  A40-1 
Annex 41 : Type of Services 1993 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A41 -1 
Annex 42: Contraceptive Method 1993 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A42-1 
Annex43:Map . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A43-1 
Annex 44: Persons Interviewed . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A44-1 
Annex 45: Logical Framework . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A45-1 
Annex 46: Comparative Chart of the Clinic in La Union 1991. 1992. 1993 . . . . . . .  A46-1 
Annex 47: Comparative Chart of the Clinic in Gotera . . . . . . . . . . . . . . . . . . . . . . .  A47-1 
Annex 48: Comparative Chart of the Clinic in San Miguel . . . . . . . . . . . . . . . . . . .  A48-1 
Annex 49: Comparative Chart of Visits in Santa Tecla Clinic . . . . . . . . . . . . . . . . .  A49-1 
Annex 50: Preference Physician Profile . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A50-1 
Annex 51 : National Coverage of Family Planning . . . . . . . . . . . . . . . . . . . . . . . . .  A51-1 
Annex 52: Scope of Work (Attachment I) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A52-1 
Annex 53: Bibliography . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  A53-1 

. . . . . . . . . . . . . . . . . . . . . . . . . .  Annex 54: Research Studies Performed by SDA A54-1 
Annex 55: Executive Summary in Spanish (Resumen Ejecutivo) . . . . . . . . . . . . . .  A55-1 



ANNEX 1 

NAME : OBSERVER : 

CHECKLIST: PSP D A I L Y  A C T I V I T I E S  

1 .  LPOR CUAHTO TIEMPO HA SIDO USTED UN PSP? 

2 .  LQUE LE GUSTA MAS ACERCA DE SU TRABAJO? 

LQUE H I  
a. 
b,  
C.  
d. 
e .  
f .  

ZO USTED HOY? 
plane6 l a  r u t a  YES NO- 
prioritize l a s  v i s i t a s  YES NO- 
r e v i s o  su f o l d e r  de inforrnacion YES NO- 
e s c r i b i 6  en su cuaderno de campo YES NO- 
r e v i  so sus formul a r i o s  YES NO- 
cont6 l a  cant idad de 

1. v i  tami nas 
2.  a n t i  concept i vos 
3. med:camentos 
4. f o l i e t o s  

CQUIEN ES SU SUPERVISOR? 

LQUE HACE DURANTE SUS V I S I T A S  DE SUPERVISION? 

A .  da consejos YES NO 
8.  da sumini s t r o s  YES NO- 
C. da m a t e r i a l e s / f o l  l e t o s  YES NO- 

6. tRECOMENDARIA A OTRAS PERSQNAS QUE SE HACE UN PSP? 
YES NO___ 

7 .  t$POR QUE NO LO RECOMENDARIA? 

- 

8.  LT IENE USTED ALGUNA SUGERENCIA PARA MEJORAR LA SUPERVISION? 
YES NO- 

9 .  LCUAL SERIA SU SUGERENCIA? 

10. L T I E N E  USTED ALGUNA SUGERENCIA PARA MEJORAR LA 
CAPACI TACION? YES NO- 

1 1 .  LCUAL SERIA SU SUGERENCIA? 



ANNEX 2 
ir 

SUMINISTROS DE PROMOTORES 

ANTICONCEPTIVOS 

ORALES LOFEMINAL (CICLOS) 

INYECTABLES (UNIDADES) 

PRESERVATIVOS (UNIDADES) 

OTNOS PRODUCTOS 

SALES DE REHIDRACION (SOBRES) 

VITAMINAS INFANTIL (FRASCOS) 

VITAMINAS PRENATAL (FRASCOS) 

VITAMINAS A (FRASCOS) 

ANTIPARAS ITARIO ( FRASCOS 

MATERIAL EDUCATIVO 

HAY' 

HAY 

HAY 

FALTANTES DE ALGUN PRODUCTO? 

CUAL? 

ESCACEZ DE ALGUN PRODUCTO? 

CUAL ? 

PRODUCTO VENCIDO? 

CUAL ? 

COMBNTARIOS , 

- 

- 

- 
- 

A.2 - 1 



NAME: - OBSERVER : 
JOB: - DATE : 

PLACE : 

OBSERVATION CHECKLIST: HOME VISIT 

1 .  FAMILY PLANNING 
A , ,  APPLICABLE YES NO- 
B,, PILLS YES NO- 

1 . Exp,l a i  ned c o n t r a i  ndi  ca t ions  YES NO- 
2 .  Explained how t o  use YES NO- 
3.  Expla ined poss ib l e  s i de  e f f e c t s  YES NO . 

C .  NORPLANT 
1 . Expl a i  ned cont  r a i  ndi  c a t  i ons YES NO- 
2. Explained how t o  use YES NO- 
3. Explained poss ib l e  s i de  e f f e c t s  YES NO- 

D. CONDOM YES NO- 
€,, FEMALE STERILIZATION 

1. Explained what i t  i s  YES NO- 
2. Explained when i t s  ok t o  have i t  YES NO- 

F  . VASECTOMY 
1. Explained what i t  i s  YES I..: c. 

2. EPI 
A , ,  App l i cab le  

1 . ch i  l d r e n  under 5 YES NO- 
2 .  Pregnant woman YES NO- 

B,,  I d e n t i f i e d  c h i l d r e n  w i t h  no vacc inat ions YES NO- 
C .  I d e n t i f i e d  c h i l d r e n  w i t h .  incomplete vac. YES NO- 

a .  BCG YES NO- 
b. P o l i o  YES NO- 
c .  DPT YES NO- 
D. Measles YES NO- 
E. TB YES NO- 

D ,  I d e n t i f i e d  pregnant woman/tet. tox .  YES NO- 

3 .  Aft1 
A ,  Appl i cab1 e 
B ,  Diagnosed case 
C , ,  Referred t o  h o s p i t a l  
D ,  Referred t o  h e a l t h  u n i t  
E,, Treated a t  home 

4. 0-iarrhea 
A , ,  Appl icab le  
8 ,  Diagnosed case 
C, ,  Referred t o  hea l t h  u n i t  
0 ,  Treated a t  home/ORS 

- 

YES NO- 
YES NO- 

5.  N u t r i t i o n  and Growth Mon i to r ing  
A ,  App l icab le  

1 . ch i  l d r e n  under 5 YES NO- 
2 .  Pregnant woman YES NO- 

B ,  Ch i l d  under 5 



1 .  weighed 
m\ 1r YE3 40 

2 .  measured YES NO 
3 ,  gave v i t am ins  YES NO 
4.  gave adv ice  YES NO- 

C.  Pregnant Woman 
1 .  r e f e r  t o  h e a l t h  u n i t / p r e n a t a l  care YES NO- 
2 .  gave v i t am ins  YES NO 
3 .  gave adv ice  YES NO 

D .  Mother w i t h  baby 
1 .  Observed b reas t feed ing  YES NO- 
2 .  Gave adv ice  YES NO 

Suppl i es 
A. P i l l s  
0 .  Vi tamins  

1. A 
2 .  M u l t i  

C .  A n t i  P a r a s i t e  medicine 

Ma te r i  a1 s  
A .  Check1 i s t s  

1. p i l l  
a. c o n t r a i n d i c a t i o n s  
b. s i d e  e f f e c t s  

2. Norp lan t  
a. c o n t r a i  n d i c a t i  ons 
b. s i d e  e f f e c t s  

H . ,  Cont ro l  l i s t s  
1. p i l l s  
2. v i t am ins  

promoter 's  manual 
Pamphlets 
Hea l t h  ca rd  
F l  i pcha r t s  
Lami na ted pages 
Other 

Techniques used 
Ai. Home v i s i t  
01. I n t e r v i e w  
C:. Demonstrat ion 
D. Group T a l k  

YES NO- 

YES NO- 
YES NO- 

YES NO- 

YES NO- 
YES NO .. 

YES NO- 

YES NO- 
YES NO- 
YES NO- 
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RESULTS OF PSP HOME VISIT SURVEY 
MAY 1994 

EDUCATIONaL MATERIAL 

I PSP # I TYPE O F  EDUChTIONAL MATERIAL 
- - -- 

Venereal diseases, post-par turn care,  
reproduct ion r i s k s ,  s te r  i 1 i z a t i o n  

P i l l s ,  n u t r i t i o n ,  post-parturn care, 
reproduction r i s k s ,  s t e r i l i z a t i o n  

1 Not spec i f i ed  
I 

10 N u t r i t i o n  
I 

12 I ~ a n c e r  . n u t r i t i o n .  past-par turn care. IUD 

11 Pregnant woman, Pro-Family calendars, fami ly  
planning, vasectomy, c h i l d  n u t r i t i o n ,  cholera,  
post-partum care 



ANNEX 4 

OBSERVATION CHECKLIST 
INTERPERSONAL COMMUNICATION 

1. ESTAEL I Si-l RAF'F'QF.'? a) YES Q 9N '5 
12) YES B NO b 

2 -  ASK QUESTIONS 

- 
..r' . P R A I S E  

4. ENCOURAGE 

a) YES 8 NQ 4 
b i  YES ?!NO 7 

a) YES 3 NO 11 
b )  YES b NO 8 

a) YES 6 NO 8 
b )  YES 6 NO 10 

ai YES 5, NO 5 
b )  YES 7 NO 7 

6. CHECK UNDERSTANDING a i  YES 5 NO 9 
b )  YES 4 NO 10 

7. REFER a) YES 4 NO 1C.i 
b )  YES 1 iNO 1.7 
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ANNEX 5 

S A T I S F I E D  C L I E N T  

t ic tenc~s d I. as / hue / - , a s  t.ardc?s. M e  1 I arm --.----.-- . E s t . a m o s  hacienda un 
es?-udir.~ sobre la c ; a t ~ s i a c c i o n  d e  Ins c l i r n t e s  de l o s  PfiUMUTOHES 
DE SALIJD F'IW-FrAMIL.IA. Nos ijus.t..arSia h a c u r l e  unas pregunt-ar-, sabre 
scr v : i s i t a  h a c e  ------- c l i a s .  

La info!-matrimn clue !-tst.ecl no.; d a  sera  de benef i c i a  pa ra  el 
p r u g r a m s  tje salud comuni tar  ia .j t iene ca r ac t e r  conf i d e n c i a l .  

1. El'J I-US U L T I M O S  12 MESES, LCUANTAS VECES HA V I S I T A D O  E L  PSP A 
SU H13GAR'? @ 5 

-------.------------------------------------- 2. E N  ........... ... 
GENEITAL, LCOMO L E  HA t2AREC:IDr3 LA 4 T E N C I O N  DE (ment ion day) 7 

Very Gnod Good Bad N /A 

3. X U A L  W E  EL M U T I V O  F ' R I N C I F ' A L  9E L A  V I S I T 0  DEL F'SF' AQUELLA 
DIA? 

5. L L E  D I O  ALGO'? 

6 .  LG!UE H I Z O  LJSTED PARA THA'TAH <EL F'RCIBI-EMA) 7 

6B. LF'UR QUE NO E S T A  MEJURANi I07  

s C .  cG!UE P I E N S H  HACER ACERCA DE ESTO? 



1 I l l .  IUI I 1lYUllll l I., 

-- R ~ c r i v e  i n f n r m a t l o n  on d i i e r e n t  h e a l t h  c a r e  t o p i c s .  
i i ~ t  tned i . c ine  and v i ? . a r n a n . ;  f rom t h e  PSF'. 

9. L R E C E M E N D f W I A  A C7THciS F'EF:SQhlAS HACER IJSO DE L O S  S E R V I C I O S  UEL. 
F'SF"? 

- Avoid  go ing  t o  the h o s p i t a l .  
-- I t  i s  a b i g  h e l p .  
-- Receive grind h e a l t h  advice. 
-- I t  i s  v e r y  impo r tan t .  
-- R t x e i v e  f a m i l y  p l ann ing  educ?.%ion. 
- 2 . 3 ~ ~  someone t o  talk: L o  a b o u t  probiems 



ANNEX 6 

NAME : OBSERVER : 
JOlB : - DATE : 

OBSERVATION CHECKLIST: GROUP TALKS 

1 1 .  Knows t o p i c  YES NO- 

I 
2 .  Speaks c l e a r l y  

3 .  Speaks loud ly  

1 4 .  Loc~ks a t  people 

5 .  I s  n e a t l y  dressed 

7 .  Respects ideas o f  o thers  

8.  Asks questions 

YES NO- 

YES NO- 

' 9 .  Summarizes ideas YES NO___ 

10. Uses AV m a t e r i a l s  YES NO- 

I 



ANNEX 7 

DEFINI CION DE COMUN IDAD PARA LA C R E A C I O N  
DE PSP Y PERPIL DEL PSP 

COMUNIDAD: 

LOCAL IDAD BASE, CUYA POBLACI~N SEA HASTA DE 2000 ti 

CADA EN E L  AREA RURAL, Y QUE EN ESTE LUGAR NO E X I S T A N  OTRAS ON6 
0 GUBERNAMENTALES QUE CUBRA L A S  DEMANDAS DE SAt l lD  CONTEMPLADAS EN 

EL PROYECTO. 0 QUE SE CONSIDERE QUE L A S  LOCALIDADES EN MEHCION 

NO SE L E S  DA L A  S U F I C I E N T E  COBERTURA DE SALUD, 

CARACTERI  ST I CAS DE UN PSP : 

-CONDICIONES DE L ~ D E R  EN LA COk1UN1DAD 

-RECONOC 1 DO ACEPTADO EN L A  COMUNIDAD 

-BUENAS RELAC iONES INTERPERSONALES 

-FAC I L I DAD DE EXPRES 1 d N  

-NIVEL ACAD~!MICO M~NIMO DE 3' GRAD0 

<ON D I SPON 1 0  I L I DAD DE T I EMPO A L  PROGRAMA 

(M~NIMO CUATRO HORAS) 

-PREFERENTEMENTE CON E X P E R I E N C I A  EN A C T I V I D A D E S  

COlYUN I TAR I AS Y / 0 PROGRAMAS DE SALUD 
- A C - ~ T U D  P O S I T I V A  EN PLANIFICACI~N FAMILIAR 
-D I SPOS I C I 6~ PARA CUMPL I R METAS DE TRABAJO 

-MA'YOR DE 21 A ~ O S  

-QUE R E S I D A  EN L A  COMUNIDAD BASE 

- 0 1  SPOSIC I ~ N  PARA R E C I  B I  R PERI~DICAMENTE A C T I V I D A D E S  

DE CAPAC I TAC I 6~ 
-DISFOSICI~N PARA R E A L I Z A R  V I S I T A S  D O M I C I L I A R I A S  EN 

SU COMUNIDAD, 



NUMERO DE PSP ENCUESTAM)S 



No. 2 
NUMERO DE HlJQS 

UNO 1-1 
DOS DZEl 
m s  1 1 1 9 1  
CUATRO m 
ClNCd I 
MAG DCZ ClNCO rn 
SIN HUOS D!El 

EDAD E L  ULTIMO HMO 

1 ANO I IE I  
2 A m 3  r ! !E l  

DIU 



I TD1 ANNEX 9 

I Faltas 1 
CAUSAS DE 

CESES DE 
PSP 

( Carnbio de Dornicilio ) 

Fuent,e: Informcs Estadisticos del Programa Rural 
A9- 1 

Otras 17% 

\ 



ANNEX 10 

PSP lNAME 

1. Car* i n a  

QUESTION # 1 

2 y r s .  

QUESTION # 2 

Meet and h e l p  people  

Have b i g  I - e s p o n s i b i l i t i e s  and 
g u t  s o m e  know ledge 

Promot.e h e a l t h  s e r v i c e s  .to ,the 
(: ommun i .t v 

4. Leorlor -3 
OL Y r s . 

c . I z a b e l  2 y rs .  

6. M a r i a  :% y r s .  

'7. Elma I(:) c n t h s .  

I Jnse I 2 y r s .  

12. Mi r i am I 10 mt.  h s . 

Have contac?. w i t h  t h e  cotnmun i t v  

Have c o n t a c t  w i t h  peop le  

Have c o n t a c t  w i t h  the cotnmun i t-y 

G i ve  o r i e n t a t i o n  t o  peop le  an 
h e a l t h  t o p i c 3  

f:'rovide F 2 t n i  l y  F'!anning 
E d u c a t  i ! ~ n  

Worl-::iiiq w : i t h  the l::omtnunity 

P r o v i d e  Fami l y  F'lann i n g  
E c I ~ t c i a t  i or? 

F'r.ovii!e F .3mi ly  F' lx tn incj  
Eclucrat i!2n and Plother /Chi l t J  Care 

Meet peop 1 e and p r o v i d e  Fami 1 y 
Pl ann i nq EiSl-tc~k i o n  

h e l p  and c o m m u n  i c a t e  w i t h  peap l e  

He I. p peop I. e 

7 
.-a . LQUE HIZO USTED H O Y ?  

a. p lando la r u t  .L YES El N O b  
b,  p r i o r i t i z b  las v i s i t a s  YES 1 0  N O 4  

, - 
c .  r e v i g o  su  f o l d e r  d e  i n i o r m a c i o n  YES,, 7 N O - 7  
d. e s r - r i b i b  en su ruaderno  de carrlpo YES 9 N O S  
is., revi.16 sus f o r  mu1 ar i u s  .<ES -- 7 bju- 
i. cont-73 la c a r i t ~ d a d  de 

.. . , .. - .  . c,,:: ' Z  I I - 1.; 
- 





PSP CONTRACEPTIVE SUPPLIES 

'ORALES LOFEMINAL I PSP # I (ciclos) 

t 14 N /A  

TOTAL 197 

INYECTABLES PRESERVATIVOS 
(un i dades) tun i dades ) 

4 3 



OTHER SUPPLIES 

PI. SALES DE HIDRATACION (sobres) 
B. VITAMINAS INFANTIL 
C:. V I TAM I NAS PRENATAL 
D'. VITAMINAS A 
E. ANTIPARASITARIO 

PSP # A 1 B C I D I E 

12 

13 

14 

TOTAL 

68 

28 

N / A  

983 

- 

85 

4 T 

N /A 

700 

153 

(1) 

N /A 

5 13 

8 

(1) 

N /A  

8 

0 

0 

N /A 

0 



ANNEX 11 

METAS PARA CADA P,S,  PI - 

1, MANTENER UN CENSO A C T U A L I Z A D O  DE L A  COMUNIDAD QUE ATtENDE. 

2 ,  MANTENER A MAS DE 17 HOMBRES Y / O  MUJERES DE SU COMUNIDAD 

UT I L I ZANDO UN M ~ T O D O  TEMPORAL DE PLAN I F I CAC I d~ FAMI L I AR . 
3 ,  ATENDER CON SUER0 ORAL, DE FORMA I N M E D I A T A ,  TODG3 LOS 

CASOS DE D I A R R E A  QUE SE PRESENTEN EN L A  COMUNlDAD Y DE L O S  

CUALES SE ENTERA 0 SE LE COMUNICAm 

4, ENTREGAR MULT I V I TAM1 NAS PRENATALES A SERORAS EMBARAZADAS DE 

SU COMUNlDAD DE ACUERDO A L A S  P O L ~ T I C A S  QUE LA INSTITUCI~N 
ESTABLEZCAa 

5. CONTROLAR QUE LOS NIROS MENORES DE 5 AAOS DE SU COMUNIDAD 

TENGAN SU ESQUEMA DE VACUNACI~N COMPLETA 

6, DAR UN M ~ N I M O  DE 2 CHARLAS MENSUAL EN SALUD E H I G I E N E  A L A S  

PERSONAS DE SU COMUNIDAD. 

7. ENTREGAR TRATAMI  ENTOS ANT I PARAS I T A R  I OS A N l  NOS MENORES DE 5 
AAOS DE SU COMUNIDAD DE ACUERDO A POLIT ICAS W E  LA I N S T I T U -  

C ION ESTABLEZCA , 

8. ENTREGAR TRATAMIENTOS CON V I T A M I N A  "A1' A N ~ N O S  MENORES DE 5 
A f i 0 S  DE SU COMUNIDAD DE ACUERDO A P O L ~ T I C A S  QUE LA I N S T I T U -  

c 1 6 ~  ESTABLEZCA,  

9, ~ T R E G A R  TRATAMIENTO CON M U L T I V I T A M I N A S  I N F A N T I L E S  A N INOS 

MENORES DE 5 ANOS DE SU COMUNSDAD DE ACUERDO A POL  TICA AS QUE 

L A  I N S T I T U C I ~ N  ESTABLEZCA,  

10, REALIZAR UN PROMEDIO DE 7 V I S I T A S  D O M I C I L I A R I A S ,  POR D ~ A ,  



FUNC IONES DEL PROMOTOR DF SALUD PRO-FAMI l. I A (PSP) 

TRABAJO ADM T ti I STRAT I VO : - 
-ELABORAR CON L A  COLABORAC I ~ N  DEL PROMOTOR SUPERVI SOR I CENSO Y 

CRCIQUIS DE LA COMUNIDAD Y ACTUALIZARLO CADA A ~ o ,  

-LLE.VAR HOJAS DE CONTROL DE PLANIF I C A C I ~ N  FAMILIAR Y SERVICIOS 
MATERNO I N F A N T I L  ( INVENTAR~OS,  ETC, ) .  

-ELABORAR TARJETAS DE R E F E R E N C I A  A CL ~ N I C A S  Y ESTABLEC I M I E N T O S  

DE SALUD,  

-MMTENER L A S  NORMAS DE A L M A C E N M I E N T O  Y BODEGAJE DE LOS INSU- 
MOS U E i  PROGRAMA, 

-ELABORAH HOJA D E  CONTROL DE A C T I V I D A D E S  REAL1ZADASa 

-ELABORAR REPORTE MENSUAL DE ACTIVIDADES, 

ACT [ Y I  DADES WN 1- 

-PROPORC I ONAR I N F O R H A C ~ ~ N  DE LOS S E R V I C I Q S  Dl SPWl BLES DE ~ A W I -  
F I I Z A C I ~ N  FAMILIAR Y SERVICIOS MATERNO I N F A N T I L  A LA C O M U N I W ,  

-INFORMAR SOBRE USO,  VENTAJAS Y EFECTOS DE LOS M ~ T O D O S  DE PLA- 
NIF ICACI~N FAMILIAR, 

-PROMOVER L A  PARTICIPACI~N C O M U N I T A R I A  EN EVENTOS DE APOYO A LOS 

S E R V I C I O S  DE PLANIFICACI~N FAMILIAR Y SERVICIO MATERNO INFAHTIL. 



-PROMOVER EL CAMBIO DE ACTITUDES DE L A  COMUNIDAD PARA LA ACEP- 

T A C I ~ N  DE S E R V I C I O S  DE PLANIF ICACI~N F A M I L I A R  Y S E 2 V I C I O S  MATER- 

NO I N F A N T I L ,  

- P R ~ ~ M o v E R  Y MOTIVAR L A  C R E A C I ~ N  DE HUERTOS CASEROS EN SU COMUNIDAD8 

- IMPART I R CHARLAS SOBRE ASPECTOS DE PLAN I FI CAC I ON FAM I L I AR Y SALUD 
MATERNO INFANTIL a 

-D I STR I BUC I 6~ DE MATER I A L  EDUCATI  VO SOBRE PLAN I F 1 CAC I G N  FAMI L I AR 

Y DIFERENTES ASPECTOS DE SALUD, 

-PROPORCIONAR M~TODOS DE PLANI FICACI~N F A M I L  I A R  A USUAR I A S  W E  
VOLUNTARIAMENTE L O  DEMANDEN DE ACUERDO A L A S  NORMAS Y PROCEDI- 

MIENTOS ESTABLEC I D O S  POR ADS. 

-EFECTUAR SEGUIMIENTO A USUARIAS QUE RECIBIERON SERVICTOS DE MC- 
TODOS DE PLAN 1 F I CAC 1 d N  FAMI L I AR EN CL f N 1 CAS PRO-FAM I L I A,  EN CASO 

DE SER REQUERIDO E L  M ~ T O D O  INYECTABCE PODRA SER APLICADO POR EL 

PSP, S I  L A  USUARIA LO S O L I C I T A ,  

-IDENTIFICACI~N Y REFERENCIA A L A  C L ~ N I C A S  DE USUARIAS DE P L A N I F I -  

C A C I ~ N  F A M I L I A R ,  

- ICIENTI F ICAR Y REF E R I  R A ESTABLEC I M I  ENTOS DE SALUD MAS CERCANO, 

M ~ D ~ C O S  DE REFERENCIA Y S E R V I C I O S  DE ADS DE USUARIAS QUE REQUIE-  

RAN ATENC 1 6~ MATERNO I N F A N T  I L A OTRO N I V E L  , 

-CCILABORAR CON EL PROMOTOR Y AUXILIAR DE ENFERMER~A L A S  DIFERENTES 

ACT I V I D A D E S  RELAC IONADAS CON E L  PROGRAMA (CAMPARAS DE VACUNAC I ~ N  a '  

DE:SPARASITACI~NI S a R a O ,  Y OTROS) 8 

RE:ALIZAR V I S I T A S  D O M I C I L I A R I A S  PARA CAPTAR A NUEVAS iJ.5UARIAS Y 

MANTENER A C T I V A S  A L A S  SUBSECUENTES EN COS S E R V I C I G S  DE P L A N I F I -  

C A C I ~ N  F A M I L I A R  Y SALUD MATERNO I N F A N T I L ,  



PTP REAL \ 

. & n o s  Pcacaccldn Parala 

. R a  t e  cencira para vacunac tdn 

. ~ c t i v ~ d a d a r  de lntornuclbn 
e n  saLud a hlqlanr 

. %a<r:cncias para m4todos 
pecmrnrntes 

. Caaar do dlatraa tratados 
can SRO . Reterencias car08 do IRA 

. 2ac,amlrntoa can mult?v?- 
camlnar Infantllas 

. D:s:::buc:6n da multlvlml- 
nar prmnatales . TratamIantos antlpararl- 
tA.r lo. . 9irrribuci6n da parlaa do 
vltamlna "A" . Crsanizar 01 desarrollo de 
huartor casrros an 30 comu- 
-1Cader 

1992  p1p - Tocal APP (*) 7 . 7 9 6  - Distribucidn de T.O. (clclo.) 93,600 - oistrlbucidn do condones (unldader) 01,000 . - ~istribucidn do inyoctabler (Vnld..) 5,940 - Tratar car08 dlarraa 100,000 - tntrrgar robres de SRO 200,000 - Tratamiontos antiparasltarios 139,000 - Porlas Vit. "A9 13S,OOO - Vitaalnas infantiles 2,430,000 - Vitaminas prenatalas 1,944,000 - Refarencia8 XM 24,000 - Referancias Vacunaci6n 41,000 - Casor referidos midicoc 6,500 - Lntravistas 590,000 - Charlas 10, 800 - Huertos Casoros 300 - Comunidades con Huertoa Caseroe 20 - Uidlcos de Refarancia Zuncionando 2 0 - PSP funcionando 600 - DhR funcionando 400 

- -  - - - APP - Ciclos do T. 0 .  - Condonor - Inyaceables - Nidoa c/Diarrra 
Trat. pila vez 4 7,000 - Diat. da Tab. Antfp. 1.284,000 - NO. Nit30~ t=at. c/p.rla 'A' 264,000 - ~o.~ifios trat. c/Multv. Inf. 39,000 - Dist. Tab. Hultiv. Inf. ~ ~ 0 0 0 , 0 0 0  - H h .  do Huj.trat. c/vit. 
Prenatal 19, 500 - Dist. Tab. Vlt.Prmnatat 2,690,800 

-Act. de Inf. en 
Salud rn Blqienr 14,600 - Car08 do IRA 66,000 - Nido8 p/Vacunaci6n 60,000 - Casos p/conrulta a Hld. 18,200 - Hldicoo do Rrf*r.Pinanc. 50 - PS? Puncfonmdo 960 - D M  funcionando 4 00 



ANNEX 13 

NAME: - - 
JOB : - 

PLACE : - 

OBSERVATION CHECKLIST 
l NTERPERSONAL COMMUNICATION 

I 
1. ESTAI3LI SH RAPPORT 

2. ASK QUESTIONS 

3. PRAISE 

I 
1 4. ENCOURAGE 

1 6. CHECK UNDERSTANDING 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

OBSERVER: - 



ANNEX 1 4  
m 

PSP PROFILES 

1. l ' ? r .~~-~r iq  t h e  l ' l r r - t .  home . l . ~ s ~ t  , t t - . .  ~e PCP . p r ~ v i d e d  farnil;. 
p 1.an1-I I ng  ducat .ion. !jhe e: . :~ )  l.:tl.ned Female s t e r  i 1. 1  ati ion, when 
it i t r  gaud t o  ha;*e i t  and .~t:; .3d-.~antaqes. She a l s o  t a l ked  
al:)c?ut cancer o i the  ~':~q~rotli.r~:t i qe organ=. EPI  was app 1  icab l e  
fcrjr ~ h : i l d ! . ~ c n  under  5 h~. r t  t h r r s e  was no pregnant woman. There 
twre  ider1t.i f  i e d  c h l  l d r  c?n w i t h  no vacc inat ions and incomplete 
vacc ina t iu r i  (e.g. BCG). Also, A R I  as  w e l l  as Diar rhea were 
appl  i c a b l r .  The N u t r i t i o n  and Grnwth Monitor i n q  was 
a p p l i c a b l e  fu r  c h i l d r e n  under 5 who were advised. 
Cumments: T h e  nurse used parnl~h:let-s and showed t h e  woman 
what a s t ? ? r i l i z a t i o n  i s  w i t h  a demonstration. 
S a t i s f i e d  C l i e n t  Comments: T h e  c l i e n t  sa id  t h e  purpose of 
t h e  PSF v i s i t  w a s  t o  g i v e  in io r rna t ion  of female 
st-er i l i z a t - i o n .  She advised her no t  t a  eat anyth ing bef&e 
the  surgery  and t o  fo rge t  obocrt g e t t i n g  pregnant again. She 
d l s u  gave her pamphlets o f  h o w  +-.he matr ix  Looks 40 days 
a f t e r  g i v i n g  b i r t h ,  cancer, and spec ia l  care a f t e r  
s t - e r i l i z a t i o n  takes place. The c l i e n t  has a l ready  decided to 
be s t e r i l i z e d .  

Dur ing t h e  second home v i s i t ,  t h e  PSP provided fam i l y  
p lann ing  education. She exp la ined  the  use of p i l l s ,  t h e i r  
c o n t r a i n d i c a t i o n s  and p o s s i b l e  s i d e  e f f e c t s .  The person s a i d  
she used i n j e c t a b l e s  i n  t h e  pas t  but  i t  was t o o  s t rong  for  
her. E F I  was app l i cab le  f o r  c h i l d r e n  under 5 bu t  t he re  was 
no pregnant woman. A R I  and Diar rhea were no t  app l i cab le  i n  
t h i s  case nor The N u t r i t i o n  and Growth Moni tor ing.  
Comments: she encouraged her t o  have a cancer c o n t r o l  t es t .  
S a t i s f i e d  C l i e n t  Comments: The c l i e n t  sa id  t he  purpose of 
t he  F'SP v i s i t  was t o  g i v e  her f am i l y  p lanning education. I n  
t he  past., she used in. ject.ahle b u t  now she uses p i l l s  and 
w i l l  con t i nue  us ing  them. 

T.( 
.-1. Our i n g  t!ie f i r s t .  home v is i t . ,  t h e  F'SF' d i d  no t  p rov ide  fami ly  

p lann ing  educat ion.  T h e  Nut r  i t  i o n  and Growth' Mon i to r ing  was 
app l  i c a h l e  for  ch i l d ren  under 5 who were advised. she gave 
i n fo rmat ion  on paras i tes  and h o w  to prevent them (e. g .  
ch i l d r c n  must. w e a r  c lo thes!  . - >at. I s f  i i a t l  C l  ren t  Ccmment-5: The c l  l e r t  d i d  net  know t he  
prtrpose o f  the F ' ! P  v i r ; i t ,  but %he ta1i::ed about house h),giene 
ar-d f  ,$mi ! )r p lann i n g  d u c a t -  ion. 51-IF .;,ii d t a l e  F'SF usual  1  y 
gives her. cror i t - r .~cept . iv~ p i  11 : ; .  w i  11 corit incte t a k i r r q  
p ! 1 I. ti and vr I. 1 1 t- I % . . #  L(J !>r.[r. .:! 1 . 1 . 1 ~  .]<+I- tjag!:.. 



l3111'1r1q the third home v i ! ; l t .  the F'SF piaovlded l a r n l l v  
p 1 a n 1 1 1 . n ~ ~  education. She c::pl,~i.nt.tl the L.I::I? of  pi I. 1.5;. their 
contr.iinciicat Ions and pc~s-,it~le 51cle ef fect.5. She provided 
i I; f ormat. i o n  on the USE? o f  condomr;. She e:.:plainecl female 
c,t.er 1 l i r a t  lor) and vasectomy and whcn it is good to have one. 
She ~.(jer~tif ied children w1t.h no Vi~t~c.ii-~at-ions. A R I  and 
PiarSrt\ea were not applicable in this case. The Nutrition and 
Eirowth Monilcrring was applicable for children under 5 who 
were weighed and measured. V I  tamins and advice were 
providcd. 41.~0, a mother with a weaning child was observed 
who received information on child care. 
g;atisfied Client Comments: The client said the purpose of 
the PSP'r .  visit to provide family planning education and 
vaccination. She will follow her advice. 

10, Curing the first home visit, the PSP provided family 
planning education. The person was already using pills and . - 
has no problems. EP1,ARI and the Nutrition and Growth - 1 3. 8> 

Plonitoring were not applicable in this case. She provided ', 
* 

information on preventive Diarrhea which was applicabZe in ' - 
this case. \ < ','"' 

I; i 
Comments: The PSF explained how flies contaminate food. ,+. , &-: 
Also, she advised her to put chloro in water. She mentioned 
the signs of dehydratation. \ ' i  . . 

P -4 
fi , p:;, 

Satisfied Client Comments: The client said the purpose of 
* 4; 

the PSP's visit was to provide family planning education and 
environmental hygiene. She was advised to clean everything 
to avoid diseases. 

::i '. <$- 
, b-, 4: 

' 3  

During the first home visit, the PSP provided family 
planning education. The person said she will take 
contraceptive pills until she gets sterilized. The PSP 
explained when it is good to have it and gave her some 
advice.,She was well supplied with pamphlets. EPI, ARI, 
Diarrhea and the Nutrition and Growth Monitoring were not 
applicable in this case. 
Satisfied Client Comments: The client said the purpose of 
the PSP visit was to provide family planning eduction. She 
gave her a referral card in case she decides to be 
sterilized. 

During fhe second home visit, the F'SP provided family 
planning education and explained the use of condoms and 
gave her some samples. She explained female sterilization 
and when it is good to have it a,~d she showed her a 
pamphlet. She explained that after 35 years old it is 
recommended to quit using pills and change ta anather method 
(co~~doms were recommended). EF'I ,  A R I .  Eiarrhea were not 
app 1 icab1.e in t-h is case nor the Nuti- i-t lan and Growth 
Munitor ing. 



C1:1ntrnc?r:L5: -- Thr-? F'SF' ii.r,cd tier. c a t a l o g  and pamphlets t o  show t h e  
p l ~ c e  where stt-.r i 1 i ~ a t  i o n  takes  p lace .  S ince t.he person had 
..-t pr.c-~blern wit-t i  hcr?r. tjtotnach (31- ut .er t . .~~.  t h e  F'SfZa recommended 
noi- t o  have sex fur. 15 d a . , ~ s  so as n o t  t o  g e t  an i n f e c t i o n .  
1 - h ~  person  s a i d  c;hc q(7t a cy t -o loqy  t-er;t.. 
= . is(  ied C l i e n t  Comreentq5: the c l  i e r l t  5aid t h e  purpose o f  
the F'SF"s visit to p r o v i d e  information on s t e r i l i z a t i o n .  She 
adv i sed  her t o  be checked by  a  doc:.tor and shou ld  n o t  have 
se:: u n t i l  she got. her n e x t  p e r i o d .  
NOTE: The  PSP f o r g o t  t o  tell t h e  woman t o  f a s t  b e f n r e  t h e  
s t ~ ? r i l i z a t i o n ,  w a s h ,  e t c .  The a u x i l i a r y  nurse, her 
s u p e r v i s o r  gave this i n f o r m a t  i o n .  

12. Shc? d i d  not do home v i s i t s  because she was sick. 



ANNEX 

Buenos dias/buenas tardes.  Me l lamo -------- . Estamos haciendo un 
es tud io  sobre l a  sa t i s f acc ion  de 10s c l i e n t e s  de 10s PROMOTORES 
DE SALU13 PRO-FAMILIA.  N o s  gus ta r i a  hacer le  unas preguntas sobre 
su v i s i t a  e l  d i a  de hoy. 

La inforrnacion que usted nos da sera de b e n e f i c i o  para e l  
programa de salud comuni t a r i a  y t i e n e  carac te r  con f idenc ia l  . 
Nombre s n t r e v i  s tador (a )  : 

NOMBRE IDEL PSP: 
LUGAR : - 
FECHA : - 
1 .  EN LOS ULTIMOS 12 MESES, LCUANTAS VECES HA V IS ITADO E L  PSP A 
SU HOGAIR? 

2. EN 
GENERAL, LCOMO L E  HA PARECIDO LA ATENCION DE ESTA D I A ?  

3. CCUAL FUE E L  MOTIVO PRINCIPAL  DE LA V I S I T A  DEL PSP HOY? 

4. CQUE D l 3 0  

5. CLE D I O  ALGO? 

j. LQUE HARA EN E L  PROXIMO FUTURO PARA TRATAR ( E L  PROBLEMA)? 

7.  CVA A SEGUIR RECIBIENDO E L  PSP? 

8. CPOR QUE NO PIENSA SEGUIR RECIBIENDOLE? 

9. LRECOMENOARIA A OTRAS PERSONAS HACER US0 DE LOS SERVICIOS 
PSP? 

DEL 

10. CPOR QUE NO LO RECOMENDARIA? 

1 1 .  L T l E N E  USfED.ALGUNA SUGERENCIA PARA MEJORAR ESTOS SERVICIOS? 

12. LCLIAL SERIA SU SUGERENCIA? 

A15-1 



T)~ci. i~>q the  t h i r d  home v i q j l t .  the FSF' p rov lded fami l v  
!:)I a n r i  ~ .nq  education. S h e  e,:p l ,~ j .nt . t l  the u s c  o f  p  11 1.5;. t h e i r  
c :nnt-r . .~ int l icC~t 1ons a n d  pc~+,s i t~ lc side e f  i ec t . 5 .  She prov ided 
1.1; f o r  mat. l o r 1  c3n the USE? o f  c c ~ n d o n ~ ~ j .  S h e  e:.:p l a i ned  female 
r i t  er  i 1 l za t  i o n  and vasectomy .xid r . r t . ~ t > r i  i t  is good t o  have one. 
S h e  14t2ril:if ie t j  c h i l d r e n  w 1 t . h  no vac::c:inations. A R I  and 
I!iar*rtiea w e r e  not  app l i cab le  i n  t h i s  case. The N u t r i t i o n  and 
Growth Mon i to r ing  w a s  app l i cab le  for  c h i l d r e n  under 5 who 
were weighed and measured. Vi.tamins and advice were 
provided. Rl.so, a  mother w i t h  a weaning c h i l d  was observed 
who rece ived in fo rmat ion  on c h i l d  care. 
S a t i s f i e d  C l i e n t  Comments: The c l i e n t  s a i d  t he  purpose o f  
t he  PSF's v i s i t  t o  p rov ide  f am i l y  p lann ing  educat ion and 
vacc inat ion.  She w i l l  f o l l o w  her advice. 

10. l l u r i ng  t he  f i r s t  home v i s i t ,  t h e  FSP prov ided  f a m i l y  
p lann ing education. The person was a l ready  us ing  p i l l s  and 
has no problems. EP1,ARI and t h e  N u t r i t i o n  and Growth ' J  a>* 

P loni tor ing were no t  a p p l i c a b l e  i n  t h i s  case. She prov ided ', 
N* 

i n fo rmat ion  on p reven t i ve  Diar rhea which was app l i cab le  i n  ' 
t h i s  ~ a s e .  1 a ,:,.:, 
c:omments: The FSF exp la ined how f l i e s  contaminate food. %:. 
F~lso, she advised her t o  p u t  c h l o r o  i n  water. She mentioned ' ,,y$ 
t h e  s i gns  o f  dehydratat ion.  \ 'I , e - f.';? 
Eia t i s f ied  C l i e n t  Comments: The c l i e n t  s a i d  t h e  purpose o f  

1 ,&-  t he  P S P ' s  v i s i t  was t o  p rov ide  f am i l y  p lann ing  educat ion and +. - 
~v-ivironmental hygiene. She was advised t o  c lean  every th ing  ,.,,. . , :& 

8 --, 
t o  avo id  diseases. +. yri 

i 3' &;;I- 
ll. Curing t he  f i r s t  home v i s i t ,  t h e  PSP prov ided  f a m i l y  

p lann ing education. The person s a i d  she w i l l  t ake  
con t racep t i ve  p i l l s  u n t i l  she ge ts  s t e r i l i z e d .  The PSP 
explained when i t  i s - g o o d  t o  have i t  and gave her some 
advice., She was w e l l  supp l ied  w i t h  pamphlets. E P I ,  FIRI, 
Diarrhea and t h e  N u t r i t i o n  and Growth Mon i to r ing  were n o t  
app l i cab le  i n  t h i s  case. 
S ' a t i s f i e d  C l i e n t  Comments: The c l i e n t  s a i d  t h e  purpose o f  
t he  PSP v i s i t  was t o  p rov ide  fami ly  p lann ing  eduction. She 
gave her a r e f e r r a l  ca rd  i n  case she decides t o  be 
s t e r i l i z e d .  

During f h e  second home v i s i t ,  t he  PSP prov ided f a m i l y  
p lann ing educat ion and expla ined the  use o f  condoms and 
gave her some samples. She expla ined female s t e r i l i z a t i o n  
and when i t  i s  good t o  have i t  and she showed her a 
pamphlet. She  explained t h a t  a f t e r  35 years o l d  i t  i s  
reconimended t o  q u i t  us ing  p i l l s  and change t o  anotl.ier method 
(co~>doms w e r e  recommended). EF'I ,  aR1. E iar rhea were not  
app11.cabl.e i n  t h i s  case nor the  N u t - r i t i a n  and Growth 
Moni tor ing.  



Cclnrrnc2r:Lr;: -- T h e  F'SF' L I : ( I ~ ~  her. c a t a l o y  and pamphlets to show the 
p l.,~c:e where stt-.r L 1 ~ - a t  ion t a k e s  place. SI nce t.he person had 
a p r s ( ~ k ) l e m  w i t h  her !jtc~rnitch or cttert.t.;, thri. F'SF:' recommended 
not t.0 have sc:.: f t 3 r  15 days so a5 not to get an infection. 
1-he pevson %~itJ she qc,t. a c y t - c ~ l o q y  test..  
SA{. lsl' iecl Cl ient Contreent .~ :  the c 1 icnt said the purpose o f  
t t ~ e  F'SP's visit t.o provide information on sterilization. She 
advised her to be checl:.ed by a doc:tor and should not have 
zie:.: until she got. her ne?:t period. 
NOTE: The PSP forgat to t e l l  the  woman to fast before the 
stsrilization, wash, etc. The auxiliary nurse, her 
su3ervisor gave this informat ion. 

12. She  did not do home visits because she was sick. 



q+p 
ANNEX 

B u e n o s  d i a s / b u e n a s  t a r d e s .  Me l l a m o  -------- . E s t a m o s  h a c i e n d o  un 
e s t u d i o  s o b r e  l a  satisfaction de 1 0 s  c l i e n t e s  d e  10s  PROMOTORES 
DE SALUD PRO-FAMILIA. N o s  g u s t a r i a  h a c e r l e  u n a s  p r e g u n t a s  s o b r e  
su v i s i t a  e l  d i a  de hoy. 

La i n f a l r m a c i o n  que u s t e d  nos d a  s e r a  de b e n e f i c i o  p a r a  e l  
p rog ramla  d e  s a l  ud c o m u n i  t a r i  a y t i  e n e  c a r a c t e r  c o n f  i d e n c i  a 1  . 
Nombre  e n t r e v i s t a d o r ( a ) :  

NOMBRE DEL PSP: 
LUGAR : - 
FECHA : - 

1. EN 1.0s ULTIMOS 12 MESES, LCUANTAS VECES HA V IS ITADO E L  PSP A 
SU HOGAR? 

2 .  EN 
GENERAL., LCOMO L E  HA PARECIDO LA ATENCION DE ESTA D I A ?  

3. CCUAL FUE E L  MOTIVO PRINCIPAL DE LA V I S I T A  DEL PSP HOY? 

4. LQUE D I J O  

5. L L E  DIO ALGO? 

5 ,  LQUE HARA EN E L  PROXIMO FUTURO PARA TRATAR ( E L  PROBLEMA)? 

7 .  LVA A SEGUIR RECIBIENOO EL  PSP? 

8.  LPOR QUE NO PIENSA SEGUIR RECIBIENDOLE? 

9.  LRECOMENDARIA A OTRAS PERSONAS HACER US0 DE LOS SERVICIOS 
PSP? 

DEL 

10. LPOR QUE NO LO RECOMENDARIA? 

1 1 .  CTIENE USTED.ALGUNA SUGERENCIA PARA MEJORAR ESTOS SERVICIOS? 

12. iClJAL SERIA SU SUGERENCIA? 

n . - -"..-..-. A15-1 --*. . 



L C  &/, r er &,,(,. ez OBSERVER: H. L L  4 c ~ : -  NAME: ' 
JOB : / /=Sf' -, , DATE: =Y/?Y 

PLACE : aL/r'/r& A/-&S 

OBSERVATION CHECKLIST: GROUP TALKS 

Knows t o p i c  

Speaks c l e a r l y  

Speaks l o u d l y  

Cooks a t  people 

I s  n e a t l y  dressed 

Is dynamic 

Respects ideas  o f  o thers  

Asks ques t i  ons 

Summari zes i deas 

10. Uses AV m a t e r i a l s  

YES \ NO 

YES .k NO 

YES NO k 
YES k NO 

YES k NO 

YES !+' NO 

7 YES NO- , 

YES NO 

YES NO 
\ 

YES  NO^ 



ANNEX 17 

TR4 I N ING COURSE 

! - RESPONDENT # 

-- 

QUESTION # 1 

-A msr visited. 
- A n  ADS 5upervisory 
team visited. 

- R e g i o n a l  Director (Sr. 
M u r i l l o )  came t c  my 
house. 

-4 F'SP supervisor came 
t c ~  m y  hcusc. H e  !::r?ew 
t h a t  my brother-in-law 
was a VSF. 
-A nurse came to isl l 
m e  that t h e  course 
~ruuld be in San 
Salvador ~nd.;ar  San 
PI i q u. E? 'L . 

QUESTION # 2 

-Told m e  t h e r e  would 
h e  nany s ~ t b . j e c t . s  t u  
learn. 
-Ask i f  I were f r e e  t o  
come. 
-Said I would l e a r n  
all about PF methods: 
how to g i v e  inject-icns 
and prescribe pills. 
-On return, I would be 
responsible t o  visit 
cn-nrnunity and explain 
. ~ ; ~ i n g s  1 ike h o w  to 
t a k e  medicines. 

-He said I would g e t  
housing a n d  food. 
E:-:pl.ained what. i.t was 
t-o be 3 FCF', have OFrS 
3n.d g o  .ic \+,isif- 
I ~ G L I S ~ S .  I w n u i t  get 
. . 4 
.' '3 ., ... . 
-Talked a f  w o r k .  WE? 
WOIJ l CJ t~.l::e .3 CE!?~!J .S ,  

have 17 uszrs,  e t c .  
Zidn't mention 
benefits sf 'aping a 
F='SF'. 



-Good o r  i e n t 3 t i . o ~  La 
,?.he t r a i n i n g  C O U I - . S ~ .  

F~'E?sP. 13f  ?.htl F'Sp: 
1 ) r e n s u s  2 i g i v e  talks 
o n  FP and o t - h e r  t o p i c r ~  -. r e s p o n s i b i l i t i e s :  
work 4hl-.=,/day, yet 
460cimo. Dun '+ .  g i v e  
b e n e f i t s .  
-My c a n t r a c t  is for 1 
v r .  A f t e r  I m a y  b e  a 
p r o m o t e r  f o r  the MSP. 

.-. 

._< . H o w  many dayd:: b e f o r e  t h e  courX.je s t a r . t e d  w e r e  y01.t i n v i . t e d 7 '  

4. What d i d  m o t i v a t e  you  t-o a t t e n d  the F'SF c o u r s e ?  

c 
..J . B e f o r e  yoc.~ bek:arne a PSF? were you a DGR? 

QUESTION # 5 

NO 

Nil  

t'l C1 

NO 

QUESTION # 4 

- S e r v e  the communi ty .  
-kl though t h e  local  
p r i e s t  s a i d  PF is b a d ,  
I wanted to come. 

-Serve the community.  
-With the money,  I can 
?;end m y  k i d s  t o  school. 

-Learn how to l i v e  
bctt-er . 
-Beyin a n e w  l i f e ,  
- L e a r n  t o  h e l p  
commt-1.n i t y .  

-FP is v e r y  i m p o r + - a n t  
?\nd wanted to  b r i n y  it. 
t-o m y  commun i t y .  

- 
FESP. # 

1 

- 
2 

- 
T .:, 

- 
4 

I 

QUESTION # 3 

2 months 

2 weeks 

1 m o n t h  

4 d a y s  b e i a r e  
!tia~-.A t o  get. 
b a b y - s i t t e r  '! 



Q3MMENTS ON TRA ININ& 

QUESTION # S 

Wi 11 de l .  i v r r  
medicine a n d  
; : l j  1 5 3 .  

- 
FtESP. # - 

1 

- 
2 

- 

1 I like the training -How to give medicine to children 
-How to avoid pregnancies 
-Many teachers 
-Good food 

She' 1 1  b a b y - s i t  7 .-. 

- 
.# 

-I L. It's lovely -I'm learning things I didn't know about FP. 
There are many ways to avoid pregnancy. I can 
ask for explanations. 

QUESTION # 6 

I sew 

No, I have 4 
k i d s  and t h e  
money helps 

7. 
._) . Taught us how to satisfy the needs of the community with 

regard to FF/MI prevention. We will form a committee to do a 
~~~~~~ity census. Need more time. Another week. 

- 

QUESTION # 7 

- Y e s .  
-Fat-her, he t o o k  
t 13 e c.1 .::i [.[ I- 5 e , b 1.1 t 
i! (1) 5: r, ' t- j. .i i:: r+ ,k h e 
wor k .  
--13r other . 
No 

Sew 

S e w  in a 
f a c t m r  y .  M a k e  
and sell cheese 

4. I like the course, especially the topics FP, diarrhea, ARI. 

\ ,  -yes 
.-Plather 

No 

Everything is good. 



ANNEX 18 

ASOC I ACION DEMOGRAFICA SALVADOREWA 
Expansibn de Servicios Rurales 

I N V I T A C I O N  

Seiior I: a ) : 

Presente 

En nombre de la Asociacidn Demogrhfica SalvadoreAa, le estamos 

invitando a participar a la Jornada de Capacitacibn, con el objeto 
de act,ual i zar y amp1 iar sus conocimientos sobre, Planif icaci6n 

Fami 1 iar y Salud Materno infanti 1 ; para que usted desarrol le sus 
act i vi 13ades como 

Oicho levento se Ilevarh a cab0 10s dfas: 

- a1 de de 199- en el 

local cde 
Se han hecho arreglos para su alojamiento en: 

- -- -- 

por lo que solicitamos su confirmaci6n con el Promotor Supervisor 

respectivo. 

La asistencia a esta capacitaci6n es necesaria para que usted 

adqui era 10s conocimientos bisicos del Programa y oriente 
adecuadamente a sus usuarios. 

Rogamos su puntual asistencia 

Atentamente, 

F1romotor Supervi sor 
29/09/93 

Superv i sor Reg i ona 1 



ANNEX 19 

L.4R ;rA CONVENIO DE COL ABORACION YOL UN TARIA E'7-RE 
ASOCIACION DENQGRAFICA SAL VADOREMA Y 

PROMOTORES DE SALUL7 PRO-FAMIL14 

1. , 

- 
- , con e 7 f i n  de mejorar. l a  
sa/ud de 10s habitantes de su comunidad, se compromete a 

r-ea l izar las . s igu ientes ac t  ividades: 

. I .  Act i v idades comun i t a r  ias y /o  de sa lud 

2. Vis i t as  domic i l i a r  ias con mensajes de Plan if icac idn 
Famil i a r  y Sa lud Materno In fant  i / 

.3. Capacitacidn, as i s t  ira' a todo evento educat ivo que e 1 
Programa indique y tam6 ieir p /an i f icara' char /as dentro de 
su comunidad. 

4. Entregara' i n  formes a los Promotores Superv isores de 
acuerdo a l a  programacidh que cada uno de e??os designe. 
Para poder rea 7 i r a r ,  e / PSP dedicara' cuatro horas d ia r  ias 

a l Programa, estas ac t  ividades sera'n supervisadas por la  
Asoc iac idn Demogra'f ica Sa l vadorem. 

I/. La Asoc iac idn Demogra'f ica Sa lvadorenb, a trave's de su Programa 

de Servicios Rura les, se compromete a capac i t a r  l o  para que 

pueda cump l ir con sus act  i v  idades, as 7- como apoyar l o  por medio 

de v i s  i tas  que l e  hard cada c i e r t o  t iempo su persona 7, en ?as 

cuales se veri f icara' su labor y se l e  proveera' de 

medicamentos, pape l e r  7'a y o t ros  insumos prop ios de 7 Programa . 

111. La Asoc iac io'n DemogrBf ica Sa /vadorenb, como un reconoc i m  iento 

a las actividades que e f e c t h  en bien de su comunidad, 

otorgara' m a  bon if icac idn mensua l de CUA X'OCIENT OS SESENTA 
COLONES EXACT0.S fg460.001, que le  sera' entregan'a mensua lmente 

.'7asta que f i n a l i c e  este convenio. I 

A19 -4 



Este conven io pocJI*a darse por* terminado, cuando una de ?as 

par*tes 10 cons idel-e conven iente; para 10 cua ? se requer ira' una 

comun icac ion escr i t a  con gu ince dfas de ant i c  ipac idn. 

Este conven io se i n  iciara' a pa r t  ir de? de 

m o i l  novecientos noventa y cuatro y durars hasta e? 32 de 

d.ic iembre de m i ? novec ientos noventa y cua t r o .  Pero podkd 

continuarse afio con a& a p a r t i r  de esa fecha, siempre que 

n inguna de ?as dos partes comun ique l o  con t r a r  i o  por escr i to ,  

antes de? 15 de diciembre de cada afio. 

Este conven i o  se prorrogarB anualmente y tendrd una durac idn 

m,fxima hasta e7 30 de j u l i o  de m i 7  novecientos noventa y 

c inco. 

Para tJejar constancia de ?a aceptacidn de este convenio, 70 

firmamos en 3 e l  de m i 7  
novecientos noventa y cuatro. 

Ge ren t e  de l Program 

f: - 
Promo t o r  Supervisor 

f ;  
Supervisor Reg iona I 

f ;  
Promo t o r  Sa lud  Pro -Fan i ? ia 



ANNEX 20  

Metodologia Anticonceptiva 53 - 

EJERCICIO "SILUETA" 

TEMA: CONTRAlNDlCAClONES PARA EL US0 DE LA P~LDORA 
AN TlCOlVCEPTIVA 

PRO POSITO: 

Ensefiar a 10s participantes cuales son las contraindicaciones para 
el uso de la Pildora. 

OBJETIVO 

Los participantes seran capaces de: 

Reconocer todas las contraindicaciones para el uso de la 
pfldora seglin nonas programdticas. 

TEMPO: 45' 

PREPARACION PREVIA: 

Recorte un pedazo de cartulina o cart6n de 80 x 35 crns. y allidibuje 
el cuerpo de una mujer. (Como el que aparece en el ejemplo). 

Eiabore circulos de dos crns. de diametro, de color azul. 

PROCEDIMIENTO: 

1. lnicie explicando lo que es unacontraindicacion y por que se deben 
tomar en cuenta antes de darle la pfldora a una sefiora. 

2. Coloque el dibujo al frente, en un lugar visible para todos. 

3. Explique una por una las contraindicaciones y conforme las explique 
coloque un circulo en el lugar del cuerpo de la mujer (dibujo). 
Empiece explicando las de la cabeza , el pecho y asi 
sucesivamente. 



4. Cuide de que cada contraindicacion quede suficientemente clara 
para 10s participantes. 

EVALUE EL APRENDIZAJE: 

5. Dejando 10s circulos pegados en la silueta, pida a 10s participantes 
que cada uno piense en algun problema medico que haya tenido 
o que tiene algun arnigo o familiar. No deben comentar el problerna 
con otros. Puede ser una contraindicacion o cualquier otro 
problema de salud. Luego, solicite a un voluntario que informe al 
grupo de su problerna. Pida otro voluntario para decir si el 
problema es una contraindicacion del uso de la pildorao no. Si es, 
deberia pasar al frente y sefialar al grupo, el circulo azul en la 
silueta que representa este problema. 

6. Continue el ejercicio pidiendo que el voluntario que acaba de dar 
respuesta, informe sobre el problema medico que el ha escogido. 

7. Pida otro voluntario paradar respuesta y asi sucesivamente hasta 
que todos hayan tenido la oportunidad de presentar un problema 
y dar respuesta al problema presentado por otro. 

8. Si el grupo es grande, se puede hacer el ejercicio por subgrupos de 
8 a 10 personas. 





ANNEX 21 

FUNCIONES DEL OISTRI 6Ul OOA DE ANTICONCEPT1 VOS RURAL ( DAR 1 

Proporcionar informacf6n de 10s serv ic ios disponibles de 
Ptani f icac idn Fami 1 i a r  a l a  cornmidad 
I n f o m a r  sobre uso,ventajas y efectos de 70s Mtodos de 
Plani f fcacibn Famil iar. 

Proporcionar Mtodos de Plani f  icacibn Famil f a r  a u s u a r j ~  
r i a s  que voluntariamente l o  denanden de acuerdo a tas no: 
ms y procedimientos establecfdos por ADS. 
L levar  hojas de contro l  de P l a n i f i c a c i w  Familfar (invent; 
r f o s  y entrega de productos a usuarlas ) 
Mantener 1as nomas de almacenamiento y bodegaje de 10s f q  
sums det Program. 
Efectuar seguimiento a usuarias que rec ib leron Mtodos de 
Plan i f fcac idn  Fami l iar  en l a s  Cltnicas Pro-Fanllla, en c a w  

de ser requerido e l  Metodo Inyectable, podrb ser aplicado 
por e l  OAR, s i  la  usuaria lo s o l f c i t a  
Promover el cambio de act4 tudes de l a  c m n f  dad para l a  rcep- I 

tac idn de 10s serv ic ios  de P lan i f i cac idn  Fan l l la r .  
I den t l f i cac idn  y rc ferencias de usuarias de Planl f icac i6n h m i  
l i a r  a las Cllnicas Pro-Familia. 
O f  stri buf r material educative sobbe Plant f i c a c l b  Fami l i a r  
Elaborar tarjetas de referencia a c l ' fn icas y establecimien- 
tos dg salud. 
Promver l a  par t i c ipad i3n  c o m u ~ i t a r i a  en eventos de apoyo a 10s 
serv ic ios de PI a o l f  fcacidn Fam ; l iar 
Colaborar con el personal de p-omocibn de ADS en l as  d l f e r t n k s  
actividades relacionadas con el progama ( charlas, t tc .  ) 



ANNEX 22  

L2UE H I  ZO LISTED HOY? 
a. p lango la r u t a  YES -- (2 NO-2-  
b. p r i o r i . t i z b  l a s  v i s i t a s  YES r:, ~ 0 3  
c:. r e v i s k  su f o l d e r  de information Y E S L N O L  
d .  escr i b i b  en sc.t cuader no de campoYES_ON0-;S 
e. r e v i &  s u s  formularies YES - (3  NO^ 
f  . cont'b la can t  idad  de 

1.. v i t am inas  Y E S A N 1 3 - x  
2. anticc3ncept.ivos Y ES-.I-NO .... 
.:#. med icamentos YES--LNO;'1- 
4. folletos Y ES,-__1_-NO --2- 

i . l . f  l.!E HACE DLJHRNTE SUS V I S I T A S  UE SLJF'ERV IS I ON? 

QUESTION # 2 

B e i n g  i n  c(:)ntac't w i t h  the 
ne igh t3or .1~ .  

'Tal.C::incg to people. 

Cooper a t  i n g  w i  t-IT the cnmmuniky. 

DAR NAME 

1. 5 c n i a  

,-. Cayet-ana 

3. F'io.sa 

A .  da cnnsejos YES -- 3 NO(:! 
P. da sumin is t - ros  YES .3 NO (:) - 
C. da mater i a l e s i ' f o l  l e t a s  YES 2 bli3 1 

QUESTION # 1 

$ ).'r 5 .  

25 yl-5. 

1.4 y r s .  

,. 'T '  l' ErlE !.IS'TET! &L~GUNA SUGERENC I fi PARA ME J O R A R  L A  SUF'ERV I S I ON'? 
YES -.-j;!,-N(J--?- 

i:IJAL. SL':R 1 (+ SU SIJGEF\IENC 1 A ?  



!!%'I-ED EF: MI.!Y APlAFI_.E. GRACIRS F't3R SU T' IEMF'O Y ATENCION. 



ANNEX 23 

. 1. F'ROMOTOR SUPERVISOR: ES LA PERSONA QUE PERI~DICA!~ENTE E S T A R ~  
EN CONTACT0 CON EL PSP Y A Q U I ~ N  EL PSP 
BUSCARA EN SU R E G I ~ N  CUANDG N E C E S I T E  UNA 

ATENC I ~ N  RELAC I ONADA CON 3U TRABAJO,  

2 .  AUXILIAR D E  ENFERMERIA: ES L A  PERSONA QUE S I R V E  DE APOYO EN L O  

R E L A T I V O  A NORMAS Y PROCEDIMIENTOS 

EN L A  ATEHC I ~ N  D E  USUAR I A S  a 

ES L A  PERSONA QUE E N  FORMA PERI~DICA V I -  

SITA AL PSP PARA VALORAR su TRABAJO~ TAM- 

B I ~ N  S I R V E  DE APOYO A L A  A C T I V I D A D E S  D E L  

PROMOTOR SUPERVI SOR Y AUXI L I A R  DE ENFER- 
M E R ~ A ,  

PER I 6 ~ 1  CAMENTE V I  s I TARA A L  PS? PARA VALO- 

RAR SUS A C T I V I D A D E S ,  L I M I T A C I O N E S  Y ALCAN- 

CES REALIZADOS, 

PERI~DICAMENTE UNA PERSONA D E  LA  ASI STEN- 

CIA T ~ C N K A .  QUE TAMBI~N S E  IDENTIFICARA 
COMO MONITOR, VISITARA A LOS PSP PARA VA- 

LORAR C ~ M O  SE ESTAN DESARROLLANDO EN SUS 

A C T I V I D A D E S  LOS PSP, 

EN C I U D A D E S  IMPORTANTES DEL PA f s J ESTARAN 
DANDO SUS S E R V I C I O S D  M ~ D I C O S  QUE ATENDERAN 
A PERSONAS QUE LOS PSP R E F r E R A N  POR CONSUL- 

TAS DE GINECOLOG~A,  PEDIATR~A, PLANIFICA- 
C I ~ N  F A M I L I A R  Y PRENATAL,  

CADA M ~ D I C O  DE REFERENCIA ,  ATENDERA L A S  

R E F R E N C I A S  DE VARaIOS PSP QUE SE ENCUENTRAN 

EN ZONAS ALEDARAS. 



ESTA PERSONA V I S I T A R A  A LOS PSP 
PARA DARLES AYUDA S O B R E  ASPECTOS 

EDUCAT 1 vos 

ES L A  PERSONA QUE SIHVE DE APOYO 

Ei4 LO R E L A T I V O  A LA ATENClON DE 
USUAR I AS DE M ~ T O D O S  TEMPORALES 
Y ~ u I R u R G I C O S  Y QUE A M E R I  TAN 

A T E N C ~ ~ N  EN C L ~ D I C A ,  

EIJ L A  PERSONA QUE S I A V E  DE APOYO 

EN A C T I V I D A D E S  S E C R E T A R I A L E S  DEL 

PROGRAMA, Y A  T H A V ~ S  DE Q U I ~ N J E L  

f S P  PUEDE SOL I C I TAR UldA ATESJC 1014 

O V I S I T A  DEL PROMOTOR -SUPERVISOR, 
AUXIL IAR DE ENFERMER~A 0 SUPERVI 
SOR REG I ONAL . 

CUANDO UIJ PSP SOL I C I T E  Ui iA  A T E N C I ~ I J  EIJ CL ~ N I C A  CCMO CONSULTA G I N E -  
C O L ~ G I C A ,  DE PLANIF I C A C I ~ N  FAMIL !AH 0 PFIENATAL PA8A E L ,  DEBERA IDEM 

. T I F I C A R S t  COMO PSP COi4 L A  EHFSMERA DE C L ~ I C A  PAdA 2 i tOPORC10I4ARtE 

UIJA ATEN 1614 MAS H A P  I DA , 



"rnTIVOS POR EL CUM SE WEDL SUSW(DER A U( P.S.P." 

*(;UANDO A PESAR DE HABER R E C I B I D O  L O S  M ~ D U L O S  DE CAPAC ITACION 

FIESPECTIVOS, EL PSP NO CUMPLA CON LAS NORMAS Y PROCEDIMIENTOS 

aE LA ADS. 

 JANDO DO UN PSP NO CUMPLA CON LAS METAS ESPERADAS DE EL, 

*(:UANDO EL PSP NO E S T ~  ACORDE CON E L  PERFIL DE DESEMPERO REQUERIDO. 

 AN AN DO UN PSP ALTERE LOS P R E C I O S  DE VENTA DE LOS PRODUCTOS ANTI- 

CONCEPTIVOS ESTABLECIDOS POR LA I N S T I T U C I ~ N .  



DlSTRlBUClON DE LOFEMENAL A USUARIOS 
PROGRAMA DE SALUR RURAL 1991 ABRIL 1994 

4 

MESES 



DlSTRlBUClON DE CONDONES A USUARIOS 
PROGRAMA DE SALUD RURAL 1991 A W L  1994 
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I I 

I 

F A J A O D F A J A O D F A J A O D F A  
MESES r 



DlSTRlBUClON DE INYECTABLES A USUARIOS 
PROGRAMA DE SALUD RURAL 1 991 ABRlL 1994 

MESES 



ORGANIGRAMA PROGRAMA DESALUD R U R A L  

I D I R E C T O R  I E D I C O  ! 

I G C I A .  P R O G R A M  RURAL I i I 

! 

PROHOT. 

1 P . S .  

I 

&I P R O I O T .  +I P R O I O T .  
P R O I O T  . 
1 P . S .  

u 

/ 

1-1 ItOUI)O[ 
P R O I O T .  P R O I O T .  
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,OCIACIW DEMO~WICA S A L V A ~ E N A  

INFORME COMPARATIVO DE CUMP1,IMIENTO DE METAS 

IXL PROYECTO: MEDfOl-90-AID-A 

X!W E L  PROYFCTO. EXPANGION DEL SlSTEMA bE SERVICIOS CUNICOS 0€ AD6 WJlbAb EJECUTORA: DWlslON MEMCA 

-UNIC;AB AEOlONALES 

-CLNICAS EN AREAS DE MERCADO 

-- CLNlCAS SATELITES 

-ClNICA DE E.T.S. 

TOTAL INGRESOS CLINICAS 

TOTAL INGRESOS DNISION MEDlCA 

TWALWO A 
ABRL 

n3,a 1s 

6,@l J 

WP2a 

46853 

712,313 

169,72!! 

Zse4 

884,724 

% DE LoGFiQ 
ABRL 

a 

38 

38 

3 1 

44 

33 

PROGRAMAC, REALIZADO A 
WUK ABRL 
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~OCIALYON DEMOCiRAFICA SALVADORENA Hop No. 4 

INFORME COMPARATIVO DE CUMPI..IUIENTO DE METAS 

3. DEL PROYECTO: MED/04-80-AID-A 

3!rn_qE E L  PRCIVECTO EXPANSION DEL SlSTEMA DE SUIVlClOS CUNEOS DE AD8 UNlDAD OECUTORA: DNlSlON MEMCA 

CENTRO DEL ADOLESCENTE 

a-CWSUTAS PLANFlCAClON FAMILIAR 

1- CONSUTAS QINECOLOGlCAS 

-CONSUtAS GENERAL 

REALIZADO A 
ABRL 



Hop No. 3 

WIDAD EJECUTORA: DNlSlON MEOlCA 

_____ _ -. - 

CLlN ICA8 SATE LITES 

-AW METODOS TEMPORALES 

-CONSUTAS PLANFlCAClON FAMILIAR 

- CONGUTAS MATERNO INFANTIL 

-- CONSUTAS GlNECOLOGlCAS 

i- CONSUTAS GENERALES 

-ATENCONES EN SALUD AEPRODUCTNA 

- NUNAS CLINEAS SATELITES 

-CITOLOGIAs 

- REFERENCIA8 USUARK)S MET 0 W S  PERMANENTES 

% DE LOGRO 
ABRlL -. 



Hoja No. 2 

- - - - - - - - - -- -- -- - 

CLINICAS EN AREAS DE MERCADO 

W METODO3 TEMPORPLES 

*FEREF.ICIAS A MEDICOS DE REFERENCIA 

4TENCIONES EN SMUD REMK)DUCTNA 

2ONSUTAS PLANlFlCAClON FAMLIAR 

X V G U T A S  GlNECOlOGlCAS 

2ONSLLTA6 MATERN0 INFAPJTL 

C;ONSUtA8 QENEFIALES 

XOLOGIAG 

VLEVAS CLINICAS DE MEACADO 

WFERENCIAS USUAfllOS A METOOOS PERMANENTES 
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Esterilizaci6n Femenia 
20.2% I 



INFOME cmPAwnvo E COWLMENTO DE METAS 

No, D L  PflOECTo. MEDIW--90-AD-A 

NOMBAE E L  PROYECTO. EXPANSION DEL SISTEMA DE SERVIMOS CLINCOS DE ADS LWlMD WECUTOM; DlVlSlON hAEDICA 

NFCOUP 





ASOCIACION DEMOGRAFICA SALVADORERA 
ESTRUCTURA ORGANIZATIVA 

EJECUTIVA 

L-4 
AUDITOR 

INTERN0 

D lV IS ION D IV IS ION DE D IV IS ION DE D IV IS lON MEDIC* D IV IS ION 
YRCADEO 

PLANIFICACION. AWINISTRACION IIIFOIPIAf.ION.u)uc. Y HOSPITAL MEDIC* 
OESARROLLO DE 4 

Y FINANZAS Y COWII(ICACIO(LS RECURSOS 

I I 



NUEVOS PRECIOS 
- 

SERVICIOS Y PRODUCTOS 
- - -- 

- CONSULTA DE PLANlFlCAClON FAMILIAR 
-CONSULTA DE PEDlATRlA 
-CONSULTA PRENATAL 
-CONSULTA GINECOLOGICA 
-CONSULTA GENERAL 
-CITOLOGIA 
-CICLOS DE ANOVUlATORlOS ORALES 
-DISPOSITIVOS INTRAUTERINOS 

-0VULOS VAGINALES (10 UNIDADES) 
-CONDON (UNIDAD) 
-LAPAROSCOPlA DlAGNOSTlCA (Entrevista por T.S.) 
-CONSULTA E.T.S. 
-VASECTOMIA DEMANDA ESPONTANEA 
-VASECTOMIA REFERIDA POR MEDICO (entrevista p r  T.S.) 
-ESTERILIZACION FEMENINA DEMANDA ESPONTANEA 
-ESTERILIZACION FEMENINA REFERIDA POR MEDICO (entrevista por T.S.) 
-COLPOSCOPIA 
-BIOPSIA 
-CRIOTERAPIA 
-ULTRASONOGRAFIA 
-APUCACION DE INYECCIONEC 
- JERINGA 

24 de septiembre de 1993 
SCGItrno. - 

7L - 

PRECIOS 

USUARIAS 

-- 

ARTICULARES 
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ANNEX 38 

Distnbuc~on Porccntual dc las blujcrcs 15-49 Aios dc Edad. 
scgun Seniana cn el Ciclo Menstrual quc Picnsan es Mis Probable 

que Una Mujer Pueda Quedar Embarazada, por Area de Residencia y Edad 
Encuesta Nac~onal de Salud Familiar: El Salvador, 1993 

(FESAL-93) 

Una Seniana Antes de que la 

Regla Cornicnce 

Durante 121 Regla 

Una Scmana Despues d t  qut 

la Regla Comience 

Dos Scma~nus Despuds de 

que la Rcgla Comicnce* 

Tres ~enrima$ Despues de 

que la Rcgla Comienct 

No Hay Difercncia, Cualquier 

Tiempo el; Igud 

0 tro 

No Sabe o No Responde 

Total 

No. de Ci~sos 

Residencia E d a d  (C O S )  

AMSS 

9.6 

2.7 

37.0 

17.5 

5.3 

5.9 

1.6 

20.4 

100.0 

(1 782) 

Resto 
Urbano 

10.7 

2.5 

3 7.6 

13.0 

2.6 

6.4 

1.3 

25.9 

100.0 

(1  834) 

Rural 15-19 20-23 
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ANNEX 39 

C L I ~ I C A S  XGICNALES, S A T E L I T E S  Y D E  H E X A D O  

: Consuitj $eoica P.F. : ~bastecimiento Sral : Abasteciaiento I i 1 r .  ..w,? 

?ROCEDI)!IENTO : Costo : Costo : Costo : Cost9 : Cost0 : Cost9 
CLINIfR : Total 1 :Prouio r t  : iota1 1 : Pro~io z r  : Total 1 : Propio t t  
---.--------------------------: ------------;----------'---------'' -----------:----------: ------------ 

1. San Salvador 77.57 : 68 .26  : 11.39 : 8.46 : 11.7 : 8.77 

2. Santa Tecla 66.77: 50.;8: 10.16: 7.47 : 10.4h a 7. 

3. Santa Ana 79.68 : .55.92 : 6.96 : 4.c' ' 96 

4.  $an niguei 

5. SatClite Terminal 
(Feb.91 - Feb.92) 

6. SatClite Soyapanso 69.90 : 44.36 : 12.99 : 
(Harzo - Junio 92) 

7 .  Gotera 95.35: ' 62.50: 19.19: 

9 la' Union 76.00 : '52.06 : 15.61 : 

9 ,  Zacattcoluca 0.00 : 0.00 : 19-14 : 

10. Usulutan 0.00 : 0.40 : 21.40 : 

--.---------------------------- -----------------------:------ 

C~sto de Cl inicas Regionales corresponden a1 period , i ~ 3 1  (Estudio C' 
v 10s de las Satelites y de nercado a1 period0 ener. . ti 

r Costo Total= Costo Propio t Costo Apoyo de las Oilisiones (en colones) 
13 Costo Propio: Reauneraciones t Costo de Funcionariento (no inciuve Costo de O .siones) 



11. TOTAL CLINICAS 

C .  APOYO OIVISIONAL 

Fuente:  Investigation de campo y d a t o s  de d i v e r s a s  f u e n t e s  de AOS. 

t Periodo l e  d a t o s  enero  - junio 1992 ,  e x c e p t 0  en C .  S a t e l i t e  Terrinal  ( F e b . 3 1  - Feb. ,??) .  
t t  Casto en c o l o n e s  



€ N U 0  - JUNIO 1992 
i U A O A O  Yro. 19 

P R O C E 3 I t 4 I E H T O  : Gotera : L a  !hion : Usulutin :Z3catecoluc3r 
C A T E G O R I A  OE GASTO t PAOHEOIO 

A .  Recursos Humanos 

11. T O T A L  C L I N I C A S  (5+'10) 

C .  APOYO D I V I S I O N A L  

12. Costo Oirecto Apoyo 
oivision'es 

1 3 .  T O T A L  

Fuente: Investigation de car00 Y datos de diversas  fuentes de ADS. 
. - 

I ~ c t i v i d a d  sue no se r c a l i z s  en !a i l i n i c a  S a t e l i t e  de joyapango. 
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ANNEX 40 

UNITED STATES GOVERNMENT 
1 

oATt: JUNE 7, 1994 
memorandum 

I 
R E K Y  TO 

A r r N  of : MARTIN SCHULZ, FA/CONT 

SUCULCT: C,OUNTERPART CONTRIBUTION REPORT FOR PROJECT 519-0363 
SALVADOREAN DEMOGRAPHIC ASSOCIATION (SDA) 

TO: 

MICHAEL DEAL, PRJ 

OPTIONAL FORM NO. 10 
(Rrv. 1-1 
GSA R M R  (41 U R )  101-1 1 .a 
1010.111 - 17 

a " . $ .  . 3 9 2 - ~ 1 2 - 0 1 1 / ~ o o ~ ~  bi 



SALVADOREAN DEMOGRAPHIC ASSOCIATION 
COUNTERPART CONTRIBUTION SUMMARY 

r C O M P O N E N T  

SALVADOREAN DEMOGRAPHIC ASSOCIATION 
USAlD CONTRIBUTION 

I JULY 00 
0 

14,000 

2.738.000 
10,952,000 

22,000 
100,000 

0 
0 

T O T A L  13,826,000 

SALVADOREAN DEMOGRAPHIC ASSOCIATION 
USAlD CONTRIBUTION VS COUNTERPART (BUDGETED & EXPENDED) 

COUNTERPART 
BUDGETED 

s 
JULY 90 

0 
I 10,040 

21,520,680 
86.082.720 

172.920 
786,000 

0 
0 

108,672,360 - 

r C O M P O N E N T  

COUNTERPART 
BUOGETED 
$1 = C7.W 

h=lcu ASSISTANCE 
RAINING 

li COORDlNATlON 
COMMUNlCATlONS 

p H b E ~ ~ ~ ~ s  & lNRlnON 
T O T A L  



SALVADOREAN DEMOGRAPHIC ASSOCIATION 

TOTAL PROJECT USAID CONTRIBUTION VS COUNTERPART (BUDGETED & EXPENDED) - 

USA10 
MPENDED 

s 
C O M P O N E N T  

TECHNICAL ASSISTANCE 
TRAINItIG 
LOGISTICS & COMMODITIES 
PROJECT ADMINISTRATION & COORDINATION 
INFORMATION, EDUCATION, COMMUNICATIONS 
RESEARCH 
AUDITS 4 EVALUATIONS 
CONTINGENCIES & INFLATION 

T O T A L  

COUNTERPART US AID COUNTERPART 
BUDGETED BUDGmED EXPENDED 

s s s 
JULY 90 JULY 90 JULY 90 

0 4,999,200 0 
14,000 574.100 5.776 

2,738,000 4,575,600 1,129,680 
10,952,000 6,390,200 4,518,721 

22,000 2,751,100 9,077 
100,000 643,900 41,259 

0 821,200 0 
0 1,244.700 0 

I 13,826,000 
P E R c E u r m E  C O U H T E R P U ~  o c 7 . a  = s1.m AS OF DECIYBER 11, 1003 
PERCENTAGE COUNTEWAAT OF TOTAL AS OF DEC 31,1993 
'PERCEN"IAGE USA10 OF TOTAL AS OF MC 31. 1993 
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ANNEX 4 1  

INFORME AEJUAL IS93 
IPPF-ADS 

TABLA S2 
Otros Servicios prestados por la APF a traves de lugares clinicos 

CONSULTAS 
+ Ginecologica 
+ Pediatrica 
+ Prenatal 
+ De E.S.T. 
+ Masculina + General 

DOSlS DE VACUNACION 
W M E N  DE LABORATORIO 

+ Citologias + Ecuse 
+ Pruebas de embarazo 
+ Examenes de EST 

OTROS SERVlClOS 

+ Otros Examenes + Ultrasonografia 
+ Laporoscoph Diagnbstica 
+ Colposcopia 

ACTIVIDADES PRO MOCIONALES 

+ Toma de Biops:as 
6 Criocauterio 
+ Charlas (Asistentes) 
+ Consejeria (Personas Atendidas) 

NUMERO 
Vl SITAS 



INFORME ANUAL 1993 
ANNEX 4 2  

IPPf' - ADS 

T A B L A  S 1  
Sewicios Anticonceptivosa traves de las Clinicas de la APF 

I METODO ANTlCONCEPTlVO 

C~ster i l izaci6n Masculina 205 1 279 
I 

EN LAS CLINICAS 
Nirmero de Aceptante I N5mero de Visitas 

C 
L~ster i l i zac i6n Femenina 5,900 1 7,920 

L l n  yectable dosis 2 meses 3,204 12,260 I 

Nuevos de P.F. Anticonceptivas de 
todos 10s Aceptantes 

LTableta Vaginal 1 69 1 1 52 

t Espuma 

Crema Jalea 

I MBtodo Natural I 0 I 0 I 
'TOTAL DE METODOS I 48,865 I 70,287 I 

0 

0 

* Los 70,287 de total de visitas de anticonceptiva incluye: 
364 visitas de Planificacidn Familiar de Cllnicas de Mercado 
725 visitas de Planificaci6n Familiar de M6dicos de Referencia 
38,386 visitas de Planificacidn Familiar del Programa Rural 

0 

0 

* * 1.0s 48,865 Aceptantes nuevos de Planificacidn Familiar incluye: 
36,275 Usuarios nuevos del Programa Rural 
364 Usuarios nuevos de Clinicas de Mercado 

1 
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ANNEX 4 4  

PERSONS INTERVIEWED 

ADS Headquarters - San Salvaldor 
Jorge Hernandez Isussi, Executive Director 
Dora Elena Castillo, IE&C Director 
Dr. Samuel Castro Gonzalez, Medical Director 
Jose Mario Caceres Henriquez, Planning Director 
Juan ,Rntonio Rivas, Social Marketing Director 
Jose IKernan Arteaga Huezo, Finance and Administration Director 
Dr.Francisco Andres Goenz P., Pro-Familia Hospital Director 
Cossette de Padilla Ramirez, Communication and Production Manager 
Luis Roberto Orellana, Transport and General Maintenance Manager 
Gustavo Escalante, Procurement and Supplies Manager 
Mary Argueta, Rural Program Assistant 
Ana Maria de Espinoza, MIS Manager 
~eraldina de Arevalo, Social Marketing Assistant 
Jorge Garay, Salesman, Southern Zone 
Guillermo Arvelar, Rural Education Supervisor 
Concha Marina de Morazan, President, Damas Voluntarias 
Arily de Kruzusem, Dama Voluntaria 
Esperanza de Villeda, Dama Voluntaria 
Violeta Schultz, Dama Voluntaria 
Maria Mercedes de Cruz, Director, San Miguel, Damas Voluntarias 
Marta Eugenia Avila, Dama Voluntaria 
Maria Reyes Alvarenga, Canton Buenos Aires, PSP 
Maria Leonor Vasquez, Canton Lance Verde, PSP 

ADS S,oyapango 

Susana de Sonoreia, Clinic Nurse 
Maria Elvira Moterroza de Felidon, Chief Nurse 
Dra. Patricia Guerra de Hadiz 
Sonia, Elizabeth Corcenia, Secretary 

ADS Santa Tecla 

Carlos Argueta, Central Warehouse Manager 
Mayra Sosa Castaneda, Secretary 
Joaquin Jovel , Regional Manager 
Flora Cancura, Chief Nurse 
Dr. Carlos Enrique Perez Arce 
4 Patients 

ADS Santa Ana 

Francisco Flores, Regional Manager 
Sandra de Cuellar, Pharmacy Chief 
Sandra de Moreno, Secretary 
Walter Antonio Cotto, Promoter Supervisor, Santa Ana Norte 



Consuelo del Carmen Ramirez, Auxiliary Nurse, Santa Ana Norte 
Jose Omar Fagoaga, Promoter Supervisor, Santa Ana Sur 
Maria Eugenia Vanegas de Mejia, Auxiliary Nurse, Santa Ana Sur 
Miguel Gonzalez, Promoter Supervisor, Sonsonate 
Celia Rosa Flores de Flores, Auxiliary Nurse, Sonsonate 
Mauricio Castro, Promoter Supervisor, Ahuachapan 
Juana Rosa Mendoza, Auxiliary Nurse, Ahuachapan 
Jose ]Luis Castillo Jaime, Promoter Supervisor, San Vicente 
Elizalbleth Menjivar Perez, Auxiliary Nurse, San Vicente 
Teresa Salinas, Canton Santa Cruz, PSP 
Otilia Giron, Canton La Ceiba, PSP 
Daysi Romero, Canton Tierra Blanca, PSP 

ADS Ahuachapan 

Maria de Transito Reyes Linares, Clinic Nurse 
Fermin Alfredo Landaverde, Clinic Orderly 

ADS San Miguel 

Dr. Julio Cesar Martinez, Regional Medical Director 
Silvia Moreno, Regional Manager 
Sarina Melani Gerelo, Chief of Nurses 
Maria Martinez, Social Worker 
Jose Gilberto Villatoro Velis, Regional Supervisor 
Mateal Armando Giron, Promoter Supervison, Usulatan 
Elsa Marina de la Cruz Portillo, Nurse, Usulatan 
Gabriel Francisco Berrios Flores, Promotor Supervisor, San Miguel 
Carlclta Elizabeth Ochoa de Romero, Nurse, San Miguel 
Juan Pablo Pineda Santos, Promoter, La Union 
Reina~ Dinora Canas Canas, Nurse, La Union 
Luis Humberto Chavez Barberena, Promoter Supervisor, Morazan 
Silvia Haydee Aguilar de Quijano, Nurse, Morazan 
~ o n i a  del Carmen Mata de Zelaya, Secretary 
0livj.a Josefina Romero Lazo, PSP 
Jose Carmen Marquez, Canton Chulanquera, PSP 
Iris Ofelia Bolafios, PSP 

ADS San Francisco Gotera 

Emer:ita Azucena, Clinic Nurse 
Luis Tomas Carcamo, Clinic Orderly 

ADS 1Jsulutan 

Mariin Julia Cabezas, Marketplace Clinic Nurse 
Paula Andrea Garcia, Canton ~brajuelo, PSP 
Miriam Rivas, Canton San Francisco, PSP 

ADS Zacatetoluca 

Marina Ramos Alverenga, Marketplace Clinic Nurse 



ADS San Vicente 

Ana C'orina Tenorio, Lotificacion Miraflores, PSP 
Catalina Velasquez, Canton El Sauce, PSP 
Maria Elena Escobar, Canton Agua Zarca, PSP 
Escobar Aparicio, San Vicente, PSP 

USAID 

Paul Hartenberger, HPN Director 
Brenda Doe, HPN Deputy Director 
Karen Freeman, Evaluation Officer 
Dr. Raul Guillermo Toledo, Project Manager 
Carrie Thompson, WID Officer 
Mark Gallagher, Economist 
Martin Schultz, Fiancial Analyst 
Ana Cristina Mejia, Projects Office 

CCC 

Dr. Lawrence Smith, Jr., Chief of Party 
Manue~l Rodriguez Casado, IELC Advisor 
Mario Moran, Field Monitor 
Maria Mercedes de Molina, Field Monitor 
Rosario de Castro-Olmedo. Administrator 

ANSAII (Health Sector Analysis) 

Dr. Jaime Ayalde, Epidemiologist 
Dr. C!ynthia Prieto, Health Planning and Administration Specialist 

Ministry of Public Health 

Dr. Gustavo Argueta, Acting Minister of Health 
Mercedes Irogoyen, Director, APSISA Project 
Dr. Cruz Gonzalez, Director, MCH 

Advertising Agency - San Salvador 
Manuel Rene Villacorta, Director of Client Service 

Carmen Lopez, Consultant 

Stevlen C. Mobley, Private Sector Officer, PSI 
Dr. 'Ricardo Campos Martinez, Nutritional Commission, COQUIN 



Project Goal: 
To impmve gener:al rep 
reductive health services 
in El Salvadart ard to 
inprow the quality of 
life ard health of the 
Salvadoran pqulatim 
thluugh the teduction 
of infant and child 
nxtality/midity. 

Wo ject Pvpoee: 
To *rave ard eqmrd 
&livery of birth 
spacing ard WF'P 
Sarviase to high ridc 
m a t i a m  in rural/ 
nwyinal urban area8 
ard to i n p m  w i t  
quslity & efficiency. 

-1ncreaee the use of child 
spacing practices by 30%. 

-Deerearn the rate of 
infant mortality frm 48 
in 1,000 live births to 40 
in 1,000. 

-Active run&r of 91R amtraceptive 
usere increased frcm 120,000 in 
1968 to 200,000 in 1994. 

-Rural amtracgtivm prevalenm 
irrreassd frcm 348 to 406. 

U?S arrd hme electrolyte 
trsatmart kc diarttma 
incrsassd by MB. 

~etablishment/~vailability of: 
-Diatributiaa Outlets in rural 
villages incraassrl by 750. 
-1,150 PtIPe eelected ard 
trained in PDdern FP aethods. 
-Phpician referral sptaa of 
50 M.D.8 eotabliehed. 

-Expanded eervicss in SIlh clinics. 
4 New mtellite clinics apex&. 

SW data research Intexnal oanflict eubeides 
and Ft;SAL Survey. . to permit pmmution of the 

ami labi 1 i ty/acc=lessibi 1 i ty 
of Fanrily Fhlth Servioes. 

SW data. of public health services , 
is maintained. yl 

T.A. reports, S W  Appropriate Siten OM 

evaluations, site be identified. Internal  9 
visits and Quar- cxxlflict w i l l  rot affect 
terly Reports. rural expmiar. 
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ANNEX 46 

CUADRO COMPARATIVO DEL KENDIMIEFJTO DE LA CLlNlCA LA UNION 
DURAFJTE LOS MESES DE NOVlElvlBHE Y DlClEMBRE DE LOS ANOS 1991, 1992 Y 1993 

r -  t I 

Consulta 1 " 
I 
I Planificacion Familiar 2" 1 
I 
Consulta 10 I 

I 
! Ginecologica 2" 

I 

j Consulta 1" : 
' Pediatrica 
1 .- 

2" ! 
I 
: Consulla 1" : 

1 Prenata 1 
I 

2" 

I Consulta 1" : 
I 1 General 2" i 

i Toma de Citologias 
I 

lngresos . - I 

. . 

DICIEMB. I 
. - - - - . - . . . - - 4  

11 I 
. . . - . . - . 

. .  . 
18 i 

49 i 
I 

76 / - - - -- . . . 

.. .. - 10 j 



ANNEX 4 7  

CUADRO COMPARATIVO UEL HENDIMIEFJTO DE LA CLlNlCA GOTERA 
DURANTE LOS MESES DE IJOVIEblUHE Y DlClEMBRE DE LOS ANOS 1991,1992 Y 1993 

Planificacion Familiar 2" ! ( - I 

1 
; Consulta l o  
I 
Ginecolhgica 2" ; 

, Consulta 1 "  I 
I 

, Pediatrica 2" ; 

Consulta 1" 

Prenatal 2" 1 
Consulla 1" I 
General 20 I 

1 Toma de Citologias 
I 
, Ingresos - - - , 

1993 

DICIEMB. - - 

- - 
9 

13 



ANNEX 48 

CUADRO COMPARATIVO DEL REEJDIMIENTO DE LA CLlNlCA SAN MIGUEL 
DURANTE LOS MESES DE NijVlEMBRE Y DICIEMBHE DE LOS ANOS 1991.1992 Y 1993 

I Consulta 1" 161 1 

I Planifilxicion Familiar 2" 1 200 i 
I 

Consulta 1" I 154 I 
t 

: Ginecolo y ica . - 2" . 1 . 4171 
! I 

Consulta 1" I 27 i 
! 

Pediatrica 2" 54 ; 
Consulta 1" 8 

Prenalal 2" I 1 1  / 
Consulta 1" , 

Toma de Citologias 258 : 

A.Q.V FEM. 112, 

- - - 
MAS. 

- f 
0 

r 

Colpo:;copias 0 
t 

Toma de Biopsias I 
I 

0 I 
I 

Criotet apia I 

1 
0 4 

1993 

DICIEMB. : 
101 

221 

- -  - 133 

393 

28 - 

- -  - 
73 ' 

- -- . 7 .  

26 1 
; 



CUADRO COMPARATIVO DE CONrnTAS E INGRESOS. CLINICA STA.TECLA 

DEL & 1982 AL & 1993 

PLANIFICACION FAM1LI.A 

TalA BIOPSIA 
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ANNEX 50 

- GRADUADO POR UNA UNIVERSIDAD NACIONAL,RECONOCIDA 
POR MINISTEREO DE SALUD, DE EDUCACION 0 INCORPQ 
RkDO A ALGUNA DE ELLAS,  

H 

- E S P E C I A L I D A D :  D E D I C I N A  GENERAL.DEPENDIEND0 D E  LA  

LOCALIDAD Y D I S P O N I B I  L I D A D ,  PODRA TENER OTRA ESPE 
C I A L I D A D ,  EN CUYO CASO S E  PREFIERE D E  GINECOLOGIA , 

Y- O B S T E T R I C I A  

- OUE RESlBA TUDO EL T I  EMPO 0 L A  MAYOR PARTE DE EL, EN 
LA C I  UDAD SELECC I ONADA 

- QUE COMULGUE CON LOS PROGRAMAS DE P L A H I F I C A C I O N  F A M I L I A R  

- DISPUESTO A TRABAJAR BAJO EL SISTEMA BE PAGO DE HONORARIOS 
SUBS I D  I ADOS 

- DISPUESTO A ATENPER A LOS USUARIOS REFERIDOS 0 EMERGEHCIAS 
AUN LOS D I A S  DE F I N  DE SEMANA 

- DISPUESTO A TRABAJAR D E  ACUERDO A NORMAS D E  ATENCION DE L A  
ADS 

- DISPUESTO A R E C I B I R  CAPACITACION 
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ATTACHMENT I 

The s~~bject of this interim evaluation is Project No. 519-0363 Family 
Health Services being implenented under a Cooperative Agreement exclusively 
with the Salvadoran Demographic Association (SDA), a local NGO, affiliated 
with 1:nternational Planned Parenthood Federation (IPPF). This is a 
$35,826,000 project with a life of project (LOP) of five years. USAID~S 
contribution is $22 million and the SDAts contribution is $ 13,826,000. 
The Cooperative Agreement was signed on July 31, 1990 and current Project 
Assistance Completion Date (PACD) is July 30, 1995. As of , a total 
of $16,420,900 has been obligated and as of March 31, 1993 $3,204,461 had 
been disbursed by the SDA as counterpart contribution. This project is a 
follow-on to the USAIDts two family planning projects which ended in FY90 
(519-0210 and 519-0275). 

The Salvadoran Demographic Association is a Salvadoran private voluntary 
organization that was constituted in 1962 and started receiving USAID 
support in 1963. Since then, the SDA has continuously received financing 
from the USAID for developing its family planning programs. 

The purpose of the Project No.519-0363 project is to improve and expand the 
delivery of family planning and maternal child health (MCH) services to 
high risk populations in rural and marginal urban areas of El Salvador. 
The big difference between this project and the previous ones is the 
integration of family planning with other MCH activities, rather'provide 

r than solely family planning as was the practice through FY90. This Project 
as designed, is consistent with the USAID Strategy framework as detailed in 
the 1992-97 Program Objective Document. Specifically, it responds to 
strategic Objective # 4  "Healthier, Better Educated Salvadoransfi@, and 
Program Outcame 2, 811ncreased contraceptive prevalenceM, and Program ' 

Outcome 3, Although SDA is the exclusive implementing agency, 
contrinceptives are also provided to Salvadoran Social Security Institute 
(ISSS) under the Project. 

Project inputs as described in the Cooperative Agreement are: technical 
assistance (contracted directly by USAID using Small Business Act, Section 
8(a) procedures), training (long term, short term and in country), 
logistics (re~odelling costs, office supplies, vehicles, contraceptives, 
medical supplies, pharmaceuticals), public education program costs, 
research costs and audits. Outmts are defined by the Cooperative 
Agreement as services delivered, including but not limited to, number of 
rural distribution points established, number and type of health workers 
and mothers recruited and trained, increase in clinical services provided, 
number of research studies completed, and increase in the number of family 
planning acceptors.The project contains three components: (1) Family 
Healtn Deliverv: this component provides support to continue and expand 
the f3mily planning services of the SDA and adds select MCH interventions 
(e.g., immunization, prenatal care, oral rehydration therapy, and nutrition 
education) to the range of services provided by the SDA; (2) Institutional 
Development: this component will enhance the financial viability of the SDA 
through improvements in its organizational efficiency and the addition of 
new services to generate income; and, (3) Policv Development and Research: 
to promote national policies which place contraceptives and other medicines 
within the reach of the poorest population. 

Under each project component, a series of activities were programmed: 



F A M I L Y  HEALTH S E R V I C E S  DELIVERY COMPONENT: 

(a) Reorganization and Expansion of Rural Services: The 
SDA Community Based Distribution program for contraceptives 
continues its operations but is being reduced during the 
life of the project from 800 family planning posts to 400. 
To complement this program, the SDA initiated a new 
Pro-Familia Health Promoter program (PSP) providing not 
only contraceptives but also basic MCH assistance. The 
basic objective of the PSP is "to provide a non-threatening 
environment in which women will be more likely to seek out 
information on birth spacing methods." 
(b) The Social Marketing Program: It consists of the sale 
of contraceptives donated by USAID to retail outlets 
(pharmacies and small stores). Plans are to expand it 
include additional outlets and to increase the range of 
products sold. The importance of this program is not only 
the fact that contraceptives are made available to the 
general population at a low cost but also that it is 
designed recover a portion of its costs thus assisting SDA 
reach its sustainability goal. 
(c) Expansion of SDA Clinical Services System: Three basic 
activities are planned: i. expansion of services 
traditionally offered in SDA clinics, ii. opening of 12 
marketplace clinics and 6 marginal urban satellite clinics, 
and iii. addition of up to 50 private physicians to a 
referral network. 
(d) Improved IEC Support System: the constraints 
identified by the 1988 Demographic Health Survey indicated 
that a significant support to IEC activities was required 
to assure project success. The Information Pamphlets on 
family planning and MCH were prepared and distributed to 
rural and urban marginal participants. In Education, 
interpersonal communication became the focus as a means of 
educating SDA1s clientele, complemented with printed 
materials and other educational aids. Also, the Project 
includes two educational projects: one to increase demand 
for male methods using satisfied male users, and other to 
provide family planning training to private practitioners 
serving rural and marginal urban populations. In 
Communications, the projects considers the use of mass 
media, specifically radio and TV, to broadcast messages to 
reinforce public education. SDA will select and contract a 
publicity agency to manage the production and diffusion of 
a mass media campaign emphasizing the new SDA image and 
promoting a wider range of services. 

INSTITUTIONAL DEVELOPMENT COMPONENT: This component 
directly addresses the institutional constraints of SDA 
that were present at the moment of the design of the 
project. Macro activities considered include: 
(a) Expansion of the Social Marketing Program, (See l ( a )  
above)), (b) Establishment of a Central Referral Clinic 
(CRC): This is considered a key element for enhancing the 
self-sufficiency of the SDA program. Its primary function 
is to provide a more complex and technical array of 
services to participants, centralizing services in one 
location for the low income population . 



(c) Marketing and Feasibility s t u d i e s :  The studies were 
dcs lqned  to determine whether other service expansion 
o p t i o n s  would be viable (e.q., additional medical services, 
m e d i c a l  insurance, improvements to operational efficiency). 

POLICY DEVELOPMENT AND RESEARCH COMPONENT: Findings of 
research studies will be used to enhance SDA's project 
implementation and strengthen the natural policy framework 
regarding contraceptives and its availability to the 
general population. Research activities include: 
Dernoqra~hic Health Survey (FESAL-931, presently underway 
and with preliminary data expected o/a September 1993. 
Nor~lant research study as a prior step before its 
incorporation into the El Salvador's family planning 
program, in collaboration and coordination with the 
Ministry of Health, ANTEL hospital, and the Social Security 
Institute. IUD Postpartum study which was a study in 
process when the project was designed and now completed. 
MCH Morbiditv and Mortalitv Study which was canceled after 
analyzing costs and benefits. SDA Prosram desiqn and 
effectiveness: Three studies were planned to measure 
service effectiveness. 
Also in this component, SDA was charged with playing a 
mayor role in coordination conducting regular meetings of 
all the health care agencies and donors. 

JI. TITLE (ACTIVITY TO BE EVALUATED)-: Family Health Services Project, 
Number 519-0363-A-00-0408-00. All of the activities implemented,.by the 
Salvadoran Demographic Association (SDA) and the technical assistance 
contractor (Cambridge Consulting Corporation - CCC) under the 
aforementioned project description, based on yearly action plans prepared 
by each, will be evaluated. 

;Ybb OBJECTIVE: To provide a team which shall evaluate the above project. 
A four person ( 4 )  evaluation team will review and assess the following: 

1) Project accomplishments, problems/constraints, recommendations 
and lessons learned in a general sense; and specifically in 
regards to 

2 ) All of the project supported SDA service systems (e.g. social 
marketing, rural program, clinical delivery of contraceptives and 
other pharmaceuticals, Management Information System, mass 
information dissemination, interinstitutional coordination) 
vis-a-vis project output indicators; 

3 Systems improvements scheduled for implementation and 
institutionalization in the SDA; 

4 ) Improving MCH/FP services delivery; 
5 )  Strengthening policy and program planning and management; 
6 ) The design of an effective cost recovery system toward for the 

future project sustainability. 

111. PURPOSE OF THE EVALUATION: 

A. This is a mid-term evaluati~n, originally scheduled for the spring of 
1993, following the completion of the Demographic and Health Survey (FESAL) 
which is scheduled to end its field work by June of 1993. Evaluation 
results will be utilized to (a) amendlmodify the project if needed to 
facilitate the SDA the accomplishment of project objectives, (b) conduct 
long-term planning in reqards to sustainability of the family planning 
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programs I n  L 1  , , I .  . I : \ . I  . . , I  :: #. j. L 1 ' i ~ t c -  . ;~l:t . ,r  and the SDA, and (c) assess 
sustainabillty ~s~uc:/-trdtey~rs that w i l l  help enable the SDA to continue 
operating its proyrdn once the US support 1s diminished or terminated. 
B.   his evaluation ~ 1 1 1  e~y~hasize two aspects of the ~roiect: (1) Rural 
expansion of family plsnnlng and MCH services, and (b) sustainability 
efforts made by the SDA. Ho~:ever, all aspects of the project should be 
considered and evaluated. 

C. Although this is a project evaluation, and only refers to the largest 
private provider, the SDA, its results will com~lement findings and reports 
to be issued under the Health Sector Assessment effort to be carried out 
simultaneously by USAID/El Salvador. 

=of Evaluation: As stated in the Cooperative Agreement, Attachment 11, 
DETAILED PROJECT DESCRIPTION, C. Im~lementation and Monitorins Plan, 1. 
Monitorins Plan, "The two evaluations planned for this Project are based on 
a tiered monitoring and evaluation design developed over the past several 
years by USAID/LAC/S&T/H for the Old CS Survival Program.'' The three 
levels of measurement for this evaluation as described in the Cooperative 
Agreement, are: (1) Tier I: corresponds to evaluation of the inputs and 
outpu.ts mentioned above, (2) Tier 11: evaluates the effectiveness level, 
(3) J'ier 111: corresponds to measurements of overall impact (to be measured 
during the final project evaluation in 1995). 

Quoti,ng Section c. Evaluation of Attachment I1 of the Cooperative 
Agreement, the three levels are: 

"i) Input/Output Level: the input level of the evaluations will 
assess the adequacy and movement of all inputs to the Project. 
Major input categories include logistics, technical assistance, 
training and education. The Output Level will involve 
measurement of the services and activities provided by the 
Project such as: 1) expansion and strengthening of the family 
planning distribution network; 2) integration of birth spacing 
and MCH services; 3) expansion and improvement of the MCHIFP 
education program; and'4) enhancement of the SDA management 
capacity, increase financial controls, increased revenues, number 
of new products and services offered, number of clinics, etc. 

ii) Effectiveness Level: This level of the evaluations will 
consider less easily measured indicators such as how well the 
community health workers (PHP) understand their training and are 
able to impart their knowledge of MCH/FP to community members, 
how well educational materials and mass media campaigns reach and 
are absorbed and adopted by the Project beneficiaries, etc. Data 
for this level of evaluation will be obtained from special 
surveys, which the Project will fund at the beginning, middle and 
end of the Project, as well as collected first hand by the 
evaluators on field visits and in interviews with Project 
participants and beneficiaries. 

iii) Impact Level: The impact level of the evaluations will 
measure the changes that occurred as a result of the Project in 
child slacing and in maternal and child morbidity and mortality. 
Impact level data for the mid-term evaluation (current 
evaluation) will be obtained from the FESAL (currently underway). 
Impact level data for the final evaluation will be based on 
service-level output informationt1. c 
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q n c  r l :  I . . t  : t,~t.~.;.cil f r . 0 ~ 1  this e~~aluatlon ,will be for the 
programmatic utilization of the SDA and the USAID exclusively. 

IV. STATEMENT OF WORK: 

The evaluation will assess project impact on the capability and performance 
of the Salvadoran Demographic Association (SDA) in providing family 
plant~:~nq and maternal and child health care (MCH/FP) services to high risk 
rural and marginal urban populations, to reach the goals established in the 
cooperative Agreement, by measuring degree of accomplishment of project 
objectives. Assess the overall project performance by project component; 
provide specific recommendations by problem to improve project 
implementation; identify the major problems/bottlenecks detected; suggest 
ways of solving/avoiding those problems/bottlenecks; and, analyze the 
effec1:iveness of the technical assistance provided to each project 
component as required in the Cooperative Agreement. 

The questions outlined below should be answered as they relate to the 
overall project performance and to each project output in particular, as 
described in the Evaluation section of the Cooperative Agreement. (See the 
PURPOSE OF THE EVALUATION section in this PIO/T) . 
COMP0:NENT I: FAMILY HEALTH SERVICES DELIVERY: 

(a) Reorganization and Expansion of Rural Services: 

General Ouestion: 

(b) The Social Marketing Program (SMP): 

General Ouestion: .Has the SMP help to expand the SDA market share and has 
it help to generate adequate sustainable funding for the Association? 

Consider the following: (Questions to be answered in this section also 
cover those aspects that ought to be evaluated in Component 11, 
Institutional Development, Expansion of the Social Marketing Program) 

1 'Has the SMP produced the outputs as planned and expected by the 
Project and the SDA? 

2 Has the technical assistance provided to the SDA had any impact 
and/or change of strategy for the SMP? 

3 Why the SMP has not been expanded/modified yet? 
4 Has the SMP generated the expected revenues? 
5 Is the new strategy developed by the SDA (private distributors 

vs. salesmen) adequate for the purposes of the SDA's fund-raising 
goals? 

(c) Expansion of SDA Clinical Services System: 

General Ouestion: Has the SDA implemented and developed all of the 
activities considered in the project to increase its family planning share? 

Consider the following: 

1. Has the SDA established an adequate contraceptive and 
pharmaceutical supplies distribution system? 

2. Is the supervisory system mounted by the SDA and the monitoring 
system of the technical assistance appropriate to assure an 
adequate supply of commodities to the entire system? 

Y? 
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4. Establishaent and functioning of satellite and marketplace 
clinics in urban areas where the SDA has not traditionally been a 
service provider. 

5 .  Capacity of the SDA to support health services. 
6. Have the expansion of services in the SDA clinics been 

effectively accomplished? 
7 .  When it is compared to previous years, has the expansion 

motivated an increment in the number of FP users as expected? 
8. Has the SDA received adequate technical assistance for further 

analyzing the demand for such services and developing a viable 
plan for their initiation on a financially sound basis? 

9. Are the marketplace clinics efficient when considering number of 
people attended and type of attention vs. the resources invested 
for their operation? 

10. Did the SDA followed an adequate strategy to establish the 
"satellite1' clinics as required by the Cooperative Agreement? 

11. Is the satellite clinics system more efficient that marketplace 
clinics when results are compared? 

12. Has the SDA made any effort to transform these totally project 
depend clinics to community maintained clinics? 

13. Is the referral system working adequately between PHPts, 
physician network and satellite/main clinics of the SDA? 

14. How well has the new physician network been accepted by the 
overall SDA system and by the communities? 

15. Has the SDA developed an adequate monitoring/supervisory system 
for the private physicians? 

16. Have these physicians received an adequate training and a 
consistent follow-up? 

17. Is the beneficiary community comfortable with the services 
provided? 

(d) :Improved IEC Support System: 
General Ouestion: (I) Has the SDA actually expanded and improved the 
public education program as scheduled to inform and educate the population 
of rural and marginal urban areas of the country? (11) Is the S D A  
tech:nical personnel assigned to this task adequately qualified to manage 
the magnitude of effort required by the project? consider the following: 

Information: 
1 Has the SDA developed adequate brochures and pamphlets as 

required by the expansion of its project activities scope (e.g.: 
MCH and family planning)? 

2 -Has the SDA designed an appropriate scope of the publicity 
agency planned to be contracted under the project? 

3 Is it really worthwhile the effort considered for the contracting 
of an advertising agency? Consider level of family planning 
knowledge by the overall population as recorded by F E S A L  and 
other mass media studies. 

Education: -- 
1 Has the SDA trained its personnel as needed on the basis of the 

demand that the integration and expansion of the program 
required? 

2 Has the technical assistance provided in this vital area been 
effective enough to help the SDA in designing and developing an 
adequate strategy for public education? 

3 Has the SDA and the project given enough emphasis to the training 
and qualifications of the personnel involved? , "7 ' 

v' 



:ids L ! J L . I  ,.. ; . . . .  :. . I I I ~  r t  ! c r t  to inltlate the two educational 
projects ,IS p 1,tr:ned ( ~ n a  le ttsatisfied" users and medical sector 
training) ? 

Communication: 
1 Has the interpersonal communication been prioritized as required 

in the Cooperative Agreement? 
2 Has the SDA developed and implemented an interpersonal 

communication system with the health promoters, the family 
planning distributors and the clinics personnel to assure an 
adequate education and orientation of its clientele? 

3 Did the SDA develop and distribute new materials for target 
populations particularly in MCH topics? 

4 Is the SDA technical personnel assigned to this task adequately 
qualified to manage the magnitude of effort required by the 
project? 

C0MPC)NENT 11: INSTITUTIONAL DEVELOPMENT: 
Evaluation of this component is complemented and completed with the 
Sustainability Section of this PIO/T. See below. 
(a) 1:xpansion of the Social Marketing Program 

1 What have been the efforts that SDA and the technical assistance 
have developed/designed to start expansion/modification of the 
SMP to reach the objective of this project component (enhance the 
financial viability of the SDA)? 

2 Are these efforts being developed on a timely manner considering 
the project time elapsed at the moment of the evaluation and 
current PACD? 

3 Why the SMP has not been expanded/modified yet? 
4 Has the SMP generated the expected revenues? 
5 Is the new strategy developed by the SDA (private distributors 

vs. salesmen) adequate for the purposes of the SDA's fund-raising 
goals? 

6 What studies have the SDA carried out to establish its price 
policy for determining the best reasonable price for services? 

(b) Rstablishment of a Central Referral Clinic (CRC): 
Quoted from the Cooperative Agreement, "this will be one of the key 
elements of enhancing the self-sufficiency of the SDA program.'' Keeping 
this objective in mind: 

1 What have been the efforts that the SDA has made to establish and 
run this clinic? 

2 How well has been the participation of the technical assistance 
in this, if any? 

3 Bottlenecks identified for the implementation of this component. 
4 What are the strategies and plans the SDA has developed for this 

component, if any? 

( c )  Marketing and feasibility studies: 

1 Has the SDA carried out the demand and potential 
cost-effectiveness study for introducing general or specialty 
services to its clinics, as mentioned in the Cooperative 
Agreement? 

2 Has any market analysis been made to determine demand for these 
additional costs? 



Khat, 1 1  A n ) ,  IC-t. t!rc ~ n p r o v e m e n t s  made b y  the SDA to its 
operat i o n d l  ef € i c i e n z y ?  

COMPOIgENT 111: POLICY DEVELOPMENT AND RESEARCH: How has the project 
strenqthened policy and proyrarn planning and management? Consider the 
following: 
1 Relationship with other population/family planning providers 
2 Technical a s s i s t a n c e  received in this area 
3 Inputs provided by the SDA to the new Population Policy 
4 Have the studies performed by the SDA contributed to both enhance 

SDA1s project implementation, as well as to strengthen the policy 
framework of El Salvador? In what extent? 

GENERAL QUESTIONS T H A T  R E L A T E  TO THE ENTIRE PROJECT (CROSS-CUTTING ISSUES) : 

1) To what extent has the project increased the ability of the 8DA 
to select, procure, distribute and monitor use of 
pharmaceuticals, medical supplies and other project related 
equipment? Consider the following: 

a Selection of appropriate pharmaceuticals, medical supplies 
and other equipment (e.9.: computers, software, medical 
equipment) . 

b Determination of pharmaceutical and other commodities 
quantities required. 

c Warehousing and distribution systems. 
d Procurement system. 
e Technical assistance received 

How has the project improved the SDA1s computer capability for 
management, supply management, statistics, research; training in 
computer use; and installation of computer hardware? 

a Degree of performa,nce of technical assistance received 
b Level of training and knowledge acquired by SDA personnel 

for managing the new expanded computer capability. 

How has the project strengthened and expanded 8DA support 
systems, particularly, biomedical equipment and facilities 
maintenance; warehouses, vehicle maintenance? 

a Technical assistance 
b SDA1s personnel capability 

To what extent have the project contributed that the 8DA improves 
efficiency while increasing service delivery? Consider the 
following: 

a Technical assistance in the management area 
b S D A 1 s  top level management personnel's capability in 

dealing with the level of effort required by the project. 
c Role and involvement of the Board of Directors in project 

related activities and project management 
Are current indicators being tracked under the project adequate 
to cases beneficiary impact? What impact level of effort under 
the project? Evaluators should specifically relate this to the 
project paper logframe and to the indicators being monitored 
under the Program Objectives Document as revised in the 93-95 
A c t i o n  P l q n  

-, eb 



Women l n  Development (WID) issues should be taken into account 
throughout the evaluation and specifically addressed as follows: 

a 111 i i l la t  ways did women (compared to men) participate in the 
process of project implementation? 

b Are xomen obtaining the expected benefits scheduled to be 
provided by this project? 

c Are :domen receiving the same level of training than the men 
either contracted or served by this project? 

d Are :<:omen contracted under the project receiving an 
equitable salary when compared to men? 

e Considering that the SDA has a large body of volunteer 
women, are they treated equitable and obtaining the same 
degree of attention and benefits than me do? 

f Is the staffing ratio of this project equitable when 
compared women vs. men? 

9 How is the performance of women in their interest to the 
job and their willingness to family planning programs when 
compared to the men working in similar tasks? 

h How did women's integration in AID activities affect the 
sustainability of project outcomes? Were outcomes more 
sustained (or less sustained) when women were taken into 
account in AID activities? 

7 )  Sustainability: Despite that the project does not have specific 
Sustainability section or goals, Component I1 activities are 
designed for developing strategies, skills and activities for 
generating income which should in turn assure project continuity 
after the PACD. Thus, this crucial issue includes the following 
questions that shall be answered under each project macrb activity 
(Clinical and rural services, social marketing, IEC, and policy 
research) 

What activities need to be continued to ensure benefit 
sustainability? 
Is there enough political support at the SDA's Board and 
technical/administrative levels for benefits to continue? 
What macroeconomic 
policies can affect the chances for benefit sustainability? 
What revenues will be needed to sustain these activities? 
Is there a capacity for recurrent cost identification, 
management, and collection? 
Are there management systems in place that are appropriate 
for the mix and level of resources likely to be available 
over the long term? 
Are project activities being conducted in a cost-effective 
manner? The following additional questions should be also 
considered: 

Does the institution know what their services or 
products cost to produce? 
What is the cost per unit or cost per ben!ficiary of 
the current technology, product or delivery system? 
How does the project costs compare with the costs 
elsewhere such as in the private sector? 

'J 



- ~ t 1 4 t  ) u r c t - s  of funding have teen dentified and what are 
other poter~tial sources? 

- Does the institutional implementation arrangement continue 
after donor support has been withdrawn, or is the SDA likely 
to continue after project completion? 

- Has the institutional arrangement for project implementation 
strengthened or hampered the possibilities of sustained 
project activities? 

- Does the SDA or its peopie that will be involved in 
sustaining the benefits have the capacity to do so? 

- Does the project have the necessary support from the 
beneficiaries, e.g. in the form of active participation in 
operation of facilities and use of services? 

- How do incentives and other factors influence project 
performance? 

METHODS AND PROCEDURES : 

The evaluation methodology should include, but not be limited to: 

A. Interviews with SDA and USAID (HPN) personnel as well as with 
the technical assistance (international and local) personnel from the 8(a) 
cont:ractor, Cambridge Consulting Corporation (CCC) involved in the project. 

B. Site visits to SDA facilities and project sites. 

C. Review of all pertinent documentation including but not limited 
to Amendments, PILs, Action Plans for both SDA and technical assistance, 
SAR reports, liquidation/advance vouchers, field trip reports, audit 
reports, and project correspondence placed at the USAID official and 
working project files. 

D. Review of all project related documentation and correspondence 
sited at SDA. 

JV - REPORTS: 
The contractor shall provide the HPN Office at USAID with the following 
reports : 

1. During the first week of arrival, the team will submit for USAID 
approval a working outline of the evaluation and a work plan to include a 
list of proposed site visits. These will be reviewed with contractor 
participation at an entry interview with the Mission Evaluation Committee. 

Draft Report: At least 7 working days before leaving El Salvador, the 
Chief of Party will provide the USAID with a copy of the draft report in 
English and Spanish following the outline proposed at the beginning of the 
consultancy. 

The contractor will participate in reviews of this draft with designated 
USAID officers and in a senior staff review to be held three days after the 
date of submission of the draft. Contractor will be responsible for 
incclrporating written and oral comments received in this meeting in the 
fina.1 draft. Immediately before departure, the cansultants will prepare 
and deliver 5 copies in English and in Spanish of a final draft report, 
incclrporating drafting or substantive changes, if any. USAID will have 10 
work.ing days to review this final draft before returning it to the 
Contzactor. 



Final Re~ort: f.co i ~ r  . t [ , . in  .I :,eeks atter recell of the flnal draft from 
USAID, the contractut ~ 1 1 1  s u t m l t  a final evaluatron report, 5 English 
copies and 5 in Spanish, to USAID/HPN, incorporating clarifications and/or 
additions requested b y  the Mission. 

The evaluation report will include the following sections: 

( A )  an Executive Summary, including purpose of the evaluation, methodology 
used, findings, conclusions and recommendations. It will also include 
comments on impact and lessons learned. It should be complete enough so 
that the reader can understand the evaluation without having to read the 
entire document, i.e. a self-contained document. (B) & copy of the scope 
of work under which the evaluation was carried out. The methodoloav used 
will be explicitly outlined. Any deviation from the scope will be 
explained. (C) 4 listins of the evaluation team, their field of expertise 
and the role they played on the team. (D) A clear presentation of the 
evaluation recommendations, in a separate section of the report if 
convenient, so that the reader can easily locate them. (E) The ~roiect's 
lessons learned should be clearly presented with emphasis given to those 
relating to replicability and sustainability. These should describe the 
causal relationship factors that proved critical to project success or 
failure, including necessary political, policy, economic, social and 
bureaucratic preconditions within the host country and A I D .  These should 
also include a discussion of the techniques or approaches which proved most 
effective or had to be changed and why. (F) A  paginated Table of Contents. 
(G) Annotated bibliosraphy of all project related documents. I n  addition, 
the Cc~ntractor is responsible for the preparation of the summary and 
abstract sections of the AID Evaluation Summary (form to be provided) which 

I will be delivered with the final report. 
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Efecto Multiplicador utilizado por el Departamento de Educacion y Adiestramiento. 

- Monitoreo del Proyecto Desarrollo Curricular para la Education en Poblaci6n. 

- Evaluaci6n de lmpacto de 10s Serninarios Talle'r Sobre Consejeria para la 
Anticoncspcidn Qu.injrgica Voluntaria. 

- Estudio Sobre el Uso del Enantato de Noretisterona como M6todo Anticonceptivo. 

- Estudio de Costo Beneficio de 10s Servicios a Empresas Patroanadoras. 

- Evaluacidn de las Actividades de Educacidn y Adiestramiento dirigidas al Personal 
Tecnico y Operativo del PRESR (8 lnforrnes especificos fueron presentados). 

- Analisis de Flujo de Pacientes en las Clinicas Pro-Familia. 

- Satisfaccidn de Usuarias y Causas de Abandono del Programa de Planificaci6n 
Familiar de ADS. 

- Estudio Costo Rendimiento de Servicios de Anticoncepci6n Quinjrgica Voluntaria 
prestados a traves de CECLISA. 

- Estudio Retrospectivo de Factibilidad del Establecimiento de 'la Clinica Satelite 
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- Estudio de Costo Efectividad Clinicas de ADS. 
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RESUMEN EJECUTIVO 

USAID/ES, HPN, desarrollo el siguiente plan para la evaluaci6n 
prelirninar del proyecto No. 519-0306, Servicios de Salud Familiar 
iniciada en Julio de 1991 por la Asociaci6n Demogrdfica 
SalvatXoreAa (ADS). El proyecto tiene una duraci6n de 5 aAos, con 
un foindo total de $ 35,826,000 (aporte USAID = $ 22,000,000 y 
aporte ADS = $13,826,000). El prop6sito del proyecto es de 
continuar y expandir el tiempo de dar a luz y mejorar la calidad 
y eficiencia de 10s servicios de Salud Materno-Infantil (SMI) 
para poblaciones rurales de alto riesgo y dreas urbano- 
marginales . Cambridge Consultions Corporation (CCC) fue 
contratado para brindar asistencia tgcnica y monitoreo. 

- 
1. Evaluacibn de la reorganizaci6n y expansi6n de 10s servicios 
rurales, clinicas regionales, clinicas satelites, clinicas de 
mercatlo, y el sistema de prescripcidn medica con un gnfasis 
particular en la eficacia (incluyendo el m6todo mixto), 
loglstica, asistencia tecnica (recibida y requerida) , 
~~Clentrenamiento y continuidad. 

2. Evaluaci6n del desarrollo institutional, enfocandose en el 
mercadeo social y la continuidad avanzada, evaluaci6n de programa 
y capacidad de administraci6n. 

3. Descripcibn del impact0 del proyecto sobre la politica de 
desarrollo y su estudio. 

B . METODOLOGIA 

El equipo de evaluacidn de Development Associates estuvo bajo la 
direclci6n de Victoria Wells, MD, DPH, Jefe de Grupo, especialista 
en educaci6n familiar y poblacional; Maria Gutigrrez-Valencia, 
especialista en economla y mercadeo social; Diane Urban, 
especialista en educaci6n; y John Wolff, especialista en 
loglstica. 

El equipo utiliz6 10s siguientes metodos: 

1. Entrevistas con personas claves de ADS, MSPAS, CCC y USAID, 
y entrevistas con el sector privado (mgdicos, llderes religiosos, 
consultores) . 
2. Observaciones y cuestionarios fueron desarrollados en dreas 
rurales y urbano-marginales en cada una de las cuatro regiones 
(Central, ParacentraI, Occidental, Oriental). 

3. Revisibn de documentaci6n y correspondencia de proyectos 
oficiales. 

4. Andlisis de la demografia oportuna, finanzas y estadisticas 
clinicas. 

5. Visitas de campo a 4 clinicas regionales, 4 clinicas satelite, 
4 clinicas de mercado ( 2 fundadas totalmente por la ADS, 2 que 
reciben anticonceptivos de la ADS), y bodegas en cada regi6n. .-- . 



6. Revisi6n de reportes de consultores a corto plazo, 
evaluaciones de monitoreo de CCC, y evaluaciones de supervisores 
de la ADS. 

C. C!ONCLUSIONES/RECOMENDACIONES 

COMPOElENTE I: SERVICIOS A DOMICILIO DE PLANIFICACION FAMILIAR 

~leorganizaci6n y Expansidn de Servicios Rurales 

La provisi6n de servicios, suministros, y la educaci6n en 
salud en dreas rurales puede resultar en porcentaje bajos 
de natalidad. 
Rec: La campafia promocional de medios publicitarios para la 
planificacibn familiar debe comenzar lo mds pronto posible. 
El programa rural ha alcanzado la mayorla de las metas, en 
tArminos numericos de PSPs, DARs, y cantones cubiertos. Sin 
embargo la calidad de servicios necesitan mejorar. 
Rec: Fortalecer la capacitaci6n y supervisi6n de 10s PSPs: 
a) Reorganizar y expandir el departamento de capacitaci6n. 
b) Capacitar a 10s supervisores de 10s promotores y 
enfermeras auxiliares en ambas dreas substancial y 
educacional. 
c:) Desarrollar m6dulos superiores, certificados, y 
reconocimientos para 10s PSPs. 
La asistencia t6cnica no se ha ajustado a1 mejoramiento de 
la capacitacidn. 
Rec: Llevar a cab0 un estudio de necesidades de 
capacitaci6n. 
Ilec: Contratar un consultor que sea especialista en la 
capacitaci6n de poblaciones rurales analfabetas y de bajo 
nivel academic0 por un perlodo de un aAo, para enriquecer 
la capacitaci6n. 
~l proyecto se ha dificultado por la escasez de 
:;uministros. El proyecto rural parece que recibe menor 
apoyo loglstico que el programa cllnico. 
liec: Asegurar apoyo administrative a trav6s de una polltica 
explleita de apoyo de una administraci6n de alto nivel. 
Los materiales de IEC son generalmente buenos y existen 
materiales para personas analfabetas. Los videos de 10s 
productos son excelentes. 
Rec: Desarrollar material adicional con el aporte del 
cliente, particularmente para j6venes y adultos 
analf abetas. 
:El metodo mixto es imposibilitado por la dependencia de 
otras agencias. 
IRec: Investigar la provisi6n de Depo-Pr~vera para el metodo 
mixto. 
El programa rural algunas veces duplica esfuerzos de otras 
agencias de MSPAS y NGO. 
Rec: Incrementar la eficiencia a trav6s de la integraci6n 
de 10s promotores rurales de salud con 10s del MSPAS. 

Programa de Mercadeo Social 

El Departamento de Recursos y Mercadeo Social creado el 
2/93, empez6 a funcionar con una persona y su primer , J C ,. li 
asistente fue contratado 6 meses despugs. La deficiencia V 


