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[. EXECUTIVE SUMMARY
 



I. EXECUTIVE SUMMARY
 

Scope ri work 

USAID/El Salvador requested an assessment of the national family planning
 
program. Accordingly, the American Public Health Association (APHA) was asked
 
to contract a team of consultants to conduct this assessment. The Scope of
 
Work for this team was originally developed by USAID/El Salvador, subsequently
 
discussed with team members and AID/Washington, and finalized during the mission
 
to El Salvador. This Scepe of Work was as follows:
 

e 	 Review arid analyze family planning programs. 
e 	Assess the utility and reliability of family
 

planning statistics. 

* 	Assess the voluntary sterilization program.
 

e 	 Assess the quality of MCH/FP training. 

* 	Assess the Rural Health Aide (RHA) program.
 

* 	Assess the Technical Committee for Population
 
(TCP).
 

@ 	Make recormiendat4on, on strategies inMCH/FP.
 

Methodology and Team Members 

The three international consultants contracted by APHA were:
 

Carolyn Benbow, Health Education and Training
 

Dario de Leon, Clinical Program and Systems Analysis
 

Louis Gardella, Jr., Public Health and Family Planning
 

Current programs were assessed and recommendations formulated on the basis
 
of site visits, interviews, document reviews and analysis, meetings, and 
observations. 
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Background
 

The basic socioeconomic problems of El 
Salvador include heavy population
pressure on the land iggravated by a high population growth rate, a coffeedependent economy, a 
high rate of illiteracy, and extremely uneven distribution
 
of land and income.
 

The nation's population has more than doubled in the past 25 years and is
increasing at about 33 percent per annum. 
El Salvador's population density is
the highest in Latin America: 
 513 persons per square mile. Emigration stimulated by population and political pressures has become an increasingly important
demographic factor. The Government of El 
Salvador (GOES) has instituted an
aggressive population policy. 
Since 1966, USAID has supported GOES efforts to
 
reduce the rate of population growth.
 

Although data indicate a decrease in the crude birth rate from a 
high
48.7 in 1960-1964 to 43 in 1979, the rate of natural increase has not declined
at the same rate for two reasons: a coiutinuous decline in the death rate and
 a stable birth rate. 
 Inaddition, the absolute number of births is increasing

because the number of women of reproductive age is increasing.
 

Current Program Status
 

From 1963 to 1968, all family planning services were provided by the
Salvadorean Demographic Association (SDA). The Ministry of Health (MOH) began
to participate actively in the program in 1969. 
 By mid-1980, 265 MOH facilities
 were providing such services. 
 Since the MOH has primary responsibility for the
delivery of health services to rural areas, and since approximately 80 percent
of the Salvadorean population is not covered by other health services, the MOH
is the major agency for the provision of family planning services.
 

Although it still maintains three clinics, the SDA now concentrates on
training, research, and evaluation activities while providing family planning

information through the mass media.
 

The Salvadorean Institute of Social Security (ISSS), which serves approximately 6 percent of the population, has 36 clinics and hospitals and focuses
 on groups such as 
factory workers and school teachers in urban areas and medium
sized regional towas.
 

A. Voluntary Sterilization
 

A system of sterilization clinics is dispersed throighiut the country.

These clinics are equipped and staffed by physicians and paramedical personnel
trained with the assistance of international organizations. All three of the
above-mentioned institutions offer sterilization services and all have instituted

procedures to ensure that informed and voluntary consent for the operation is
obtained. In fact, sterilization is the predominant method chosen to limit
family size. 
As of 1979, 97,400 voluntary sterilizations (including 3,600 male
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sterilizations) were performed. This constitu.tes nearly 52 percent of all
 
family planning acceptors.
 

B. Policy Goal of FP Program
 

To accomplish the policy goal of a significant reduction inthe crude
 
birth rate, the family planning program should reach 65,000 new acceptors per
 
year and should (having 222,000 as active users) reach 38 percent of the women
 
at fertile age in a five-year period. Though the family planning programs of
 
the private family planning association and of the Ministry of Health have
 
succeeded to a large extent, 20,000 additional acceptors per year are needed to
 
meet the government goals. Inaddition, a large percentage of women seeking

sterilization are older, multiparous women. Continuation rates for oral contra
ceptive users remain low.
 

C. Data System
 

The family planning program in El Salvador does not have a unified
 
data system that provides accurate service statistics. The system suffers from
 
a high degree of duplication and over-enumeration. Another deficiency is the
 
inaccuracy of active user statistics.
 

D. Administration 

The MCH/FP/N Division of the MOH has a well trained and motivated
 
staff. However, except for routine administration, staff functions are limited.
 
The majority of field administrators inall three institutions has received no
 
formalized training inadministration, and the Health Training School does not
 
receive sustained support for its training program inadministration. A serious
 
defect within the MCH/FP/N Division is the lack of an office with sole responsi
bility for family planning activities.
 

E. Logistics
 

The MCH/FP/N Division of the MOH depends on the Central Administration
 
Office to provide transpnrtation and purchase supplies. Because of the inade
quacies of the transport systems of the MOH, shipment of MCH/FP/N supplies to
 
the regional and local health facilities isdelayed and the travel of super
visors and family planning referral patients is restricted. The system for the
 
purchase of supplies and medicines iscumbersome and delays the delivery of
 
items for six to eight months. Despite these logistical problems, the major

health centers and field posts have adequate family planning supplies. Storage

of family planning supplies and contraceptives at the central and regional
 
levels isexcellent. Warehouse management personnel are self-trained and have
 
no formal training. Nor isthere support for such training.
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F. Rural Health Aides Program
 

A program for Rural Health Aides (RHAs) was initiated by the MOH in
 
1976. RHAs are responsible for preventive care through community health
 
education inthe rural areas; they also stimulate improved use of health facili
ties. RHAs appear to be well trained, enthusiastic, and well supervised. An
 
important part of the RHAs' job is to promote family planning, to make family
 
planning referrals, and to distribute contraceptives. RHAs contacted by the
 
mission know the family planning patterns of their area and are aware of the
 
obstacles preventing certain families from practicing family planning. They are
 
trying to overcome these obstacles by providing continuing education, improving
 
materials, and improving receptivity and transportation at local facilities.
 
When RHAs are able to secure transport to health facilities, sterilization refer
ral rates increase significantly.
 

G. Training
 

Performance of MOH personnel in the field has demonstrated the importance
 
of continuous in-service training and supervision. Current staff have received
 
varying amounts and levels of training; supervision in health facilities is
 
insufficient. The Health Training School has been effective inproviding well
 
designed courses for various categories of personnel in response to staff and
 
community needs.
 

H. Technical Committee for Population
 

The Technical Committee for Population (TCP) isunder the aegis of
 
the Ministry of Planning. Members of the Committee are representatives from
 
the %--lic and private agencies concerned with national population issues. TCP,
 
theoretically, is the legal body responsible for coordinating national popula
tion activities with the public and private agencies and the international
 
donors, for resolving and minimizing conflicts or problems that may arise
 
between the agencies, and for conducting ;tudies for population formulation.
 
However, the TCP's role as a coordinating agency has not heen fully recognized
 
by the family planning institutions. New leadership in the family planning
 
institutions and international donors are attempting to clarify TCPs role and
 
responsibilities as a directorate for the coordination of national population
 
activities.
 

Recomendations
 

The team has developed recommendations relevant to strategic planning,
 
coordination, training, and motivation. Each recormindation is accompanied by
 
a brief discussion of its rationale and a guide for implementation. The recom
mendations are summarized as follows:
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o The Ministry of Health, with AID assistance, should take
 
steps to implement priority actions that will strengthen

and expand the capabilities of the Ministry's family

planning program.
 

o 	A national demographic research program should be developed.
 

o 	Inter-institutional coordination should be strengthened.
 

o 	Increased emphasis should be given to community health
 
education and to sex education, moving beyond the appeal to
 
initial family planning acceptors, clarifying and extending
 
the definition of family planning, and confronting issues
 
on the side effects of contraceptive methods that have
 
cultural and/or scientific validity.
 

o 	The MOH should focus on a continuous training program in
 
MCH/FP for various categories of personnel--physician-interns,
 
nurses, nurse-auxiliaries, rural health aides, parteras
 
empericas--and take advantage of the soon-to-be constructed
 
health training centers to implement a sustained training
supervision system.
 

o 	Population motivation efforts of various institutions
 
should be coordinated to ensure maximum outreach in rural
 
areas and to promote inter-institutional staff cooperation
 
and cross-referral.
 

o 	The family planning component of the Rural Health Aide
 
Program should be strengthened through the provision of
 
materials appropriate for the target population, of vehicles
 
for transport to family planning services, of continual
 
supplies of contraceptives, and through more flexible sched
ules inhealth care facilities.
 

o 	Inaddition to other methods, which would be equally offered
 
and emphasized through patient education, the voluntary

sterilization programs of the Salvadorean Institute of Social 
Security should be expanded to all hospitals and zone medical
 
units. The supervisory capacity at the centril level should
 
be strengthened.
 

o 	 International donor support to Salvadorean institutions 
involved in the implementation of population programs should
 
be 	continued. Coordination among parallel external inter
national donors is recommended. Specifically recommended is
 
coordination of parallel project prmposals, implementation
 
schedules, and budget allocations.
 



Limitations
 

The team wishes to go on record as having stated the constraints on an
 
assessment of this type at this time in El Salvador. The political situation
 
in the summer of 1980 was considered to be sufficiently dangerous to severely
 
restrict travel within El Salvador. Inaddition, all program officials indi
cated that program implementation, particularly in the rural areas, had
 
suffered in recent months because of the political crisis. The team believes
 
that itwas unable to gain the perspective desirable for an adequate assess
ment and that this document accordingly reflects these limitations.
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I. INTRODUCTION
 

Terms of Reference 

InJuly of 1980, terms were drafted for an evaluation of the El Salvador
 
Population Program.
 

A. ObJectives 

1. Review and analyze program activities of the public 
and private family planning programs.
 

2. Assess the utility and reliability uf family plan
ning statistics.
 

3. Assess the kaluntary sterilization program and its
 
relative emphasis to date on voluntary sterilization
 
versus temporary methods. 

4. Assess and identify the quality of MCH/FP training
 
programs interms of content, duration, and retraining.
 

5. Assess the effectiveness of the Rural Health Aides
 
Program and its relationship to the family platining
 
program.
 

6. Discuss future strategies inMCH/FP with Salvadorean
 
program officials in the public and private sectors.
 

B. Team Composition and Plan of Work
 

The team was made up of three specialists: one physician health
 
planner, one health educator, and one specialist in family planning. Recruit
ment was based on professional experience in Latin America rather than on
 
academic credentials alone.
 

The team included three international consultants contracted by the
 
American Public Health Association and financed by AID. The team members were:
 

Carolyn Benbow, M.P.H. 

Consultant inHealth Education and Training
 

Dario de Leon, M.D., M.P.H. 

Specialist inHealth Planning and
 
Specialist inSystems Analysis
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Louis Gariella, Jr., B.S., R.S.
 

Public Health and Family Planning Specialist
 

Based on 
its observations and findings, the team made recommendations for
 
improvements in the present systems and for the allocation of USAID suppnrt.

To make recommendations for future improvements In the family planning sector,

the team acquainted itself with the structures and role of the various organi
zations responsible for coordinating national family planning programs with
 
programs of major international donors. It also identified obstacles that
 
impede the progress of the program.
 

C. Preliminary Activities
 

Before the team's arrival in El Salvador, Mr. Gardella scheduled meez
ings with officials at AID's Latin American Office and Office of Population for
 
Latin America. Background material for the team's work was collected and dis
tributed to the other nmembers of the teair. Ms. Benbow scheduled meetings with

IPPF, AVS, and UNFPA officials in New York and obtained background material for

distribution to the team. The team met in Washington for a briefing session with
 
AID/W and APHA officials. 
 USAID/El Salvador requested that the various Salvadorean
 
institutions implementing population programs prepare data 
on their activities be
fore the team arrived. A standardized form was prepared for each institution.
 

D. Technical and Administrative Support
 

Consultants were contracted by the American Public Health Association,

which was responsible for travel arrangements, per diem, and honoraria. The
 
USAID mission assumed responsibility for team members 1i 
 the country. Technical
 
backstopping was provided by the AID Office of Population for Latin America
 
(David Denman).
 

The team traveled to El Salvador on July 6. Two team members stayed

for three weeks; the educator stayed 15 days. A one-way debriefing session was
 
held at AID in Washiington on August 29 to discuss the final report and to con
clude the mission.
 

E. Work Performed and Methodology
 

Each member was assigned responsibilities for observation, analysis,
and assessments. The duties were allocated as follows: 

Training, Rural Health Aide Program, Carolyn Benbow
 
Salvadorean Demographic Association,
 
Information, iJucation and Communication
 
Activities, UNFPA and IPPF Inputs
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Voluntary Sterilization, Clinic Dr. de Leon
 
Systems, Trends in Family Planning
 
Services, Ministry of Health's Family
 
Planning Services, Service Statistics
 

Management and Supply System at Louis Gardella
 
Ministry of Health, 3ocial Security
 
Family Planning Program, PopulaLion
 
Technical Cormi-itteL, Introduction and 
Background, Country Profile, AID Inputs
 

The team visited, reviewed, and observed the activities of institutions
 
in El Salvador. As Ms. Benbow's assigned vesponsibilities were principally in
 
training, IEC, and the rural health program, she operated independently much of
 
the time. There was considerable overlap in the responsibilities of Dr. de Leon
 
and Mr. Gardella; they frequently visited the sites together. Site visits were
 
as follows:
 

Dr. de Leon and Mr. Gardella,'
 

Ministry of Health
 

San Martin Health Unit, Cojutepeque Health Center,
 
San Rafael Cedros Health Post, Regional Health Office
 
Clinic Santa Ana, Regional Hospital Santa Tecla,
 
Central Warehouse San Salvador
 

Salvadorean Demograohic Association
 

Clinics of Santa Ana, Santa Tecla, and San Salvador
 

Ms. Benbow
 

Ministry of Health
 

Health Training School, Rural Health Aides Program
 
Canton Nazaret, San Jose Villanueva Health Post,
 
Regional Health Offices, Santa Ana and Santa Tecla,
 
Lourdes Health Unit
 

Site visits, interviews, document reviews and analysis, meetings, and 
observations formed the basis for the assessments of current programs and the 
formulation of recommendations. The team met daily to discuss its observations
 
on each content area. Proposed recommendations from each team mener were
 
discussed inthe context of the Scope of Work. Weekly meetings were held at
 
USAID to discuss the team's progress and observatins; tentative recommendations
 
were presented to USAID/El Salvador.
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F. 	Documents Reviewed
 

The following documents were reviewed by the evaluation team during
 
the course of the mission:
 

AID, Population Strategy Paper, El Salvador 1978 (revisi:' ),
 

June 1978.
 

-, 	Review of AID Program in El Salvador, October 1978.
 

-, 	 Country Development Strategy Statement, El Salvador, 
January 1980. 

-, 	 Health Sector Assessment, El Salvador, 1978. 

Anderson, J.E., The TAPRAP Model for El Salvador: Resource
 
Support Services Report for El Salvador, Atlanta:
 
Center for Disease Control, 1977.
 

Associacion Demografica Salvac'orena, Department of Research
 
and Evaluation, "Encuesta Nacional de Fecundidad
 
Planf!cacion Familiar y Comunicacion Masiva de El
 
Salvador (FESAL-78), Primera y Segunda Partes (muneo),
 
San Salvador, 1980.
 

-- , "Work-Program Budget - 1981," Report to IPPF, New York.
 

-- , 1979 Annual Report to IPPF, New York.
 

-, 1976 Informe Anual de Labores. 

Collver, D.A., Birth Rates inLatin America: New Estimates
 
of Historical Trends and Fluctuations, Research Services
 
Report No. 7, University of Cal'ornfa, Berkeley:

Institute of International Studies, 1965.
 

Comision Nacional de Poblacion, Politica Integral de
 
Poblacion, Republic of El Salvador, 1977.
 

Curran, John B. and Timothy S. Seims, The Commercial Distri
tribution of Contraceptives in El Sal'vador, APHA, 1977.
 

Delgado, Ramiro "Consultant's Report on Project ELS/74/POL
 
(extension5, UNFPA, July 1975.
 

FESAL-75, El Salvador Contracetive Prevalence Survey 
1975 (Angela M. de Mendoza etaT.T1. ElT'alvador:
 
Salvadorean Demographic Association, 1976.
 

FESAL-78, El Salvador Contraceptive Survey - 197 (Angel M.
 
do Mendoza et al.), El Salvadoor: alvadorean Demo
graphic Association. August 1979.
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Franco, Walter, "Mission Repnrt: El Salvador," New York:
 
UNFPA, June 1980.
 

Harrison, Polly Fortier, "Women in El Salvador: 
 Some Basic
 
Facts for Development Planning," AID Contract 519
473 (Mimeo), 1977.
 

-- , Contexto Socio-Cultural de Prestacicnes de Salud en 
Areas Turales de El Salvador: Implicaclones ITara 
Prograiacion, AID Contract 519-127, 1976.
 

-- , The Midwife in El Salvador and Her Role inthe Rural 
Bealth System.Findings and Recommendtion, APHA, 1978. 

Hudgins, Anthony A., Report on Follow-up Consultation on the
 
Interpretation of Patient Flow Analysis Output in the
 
Ministry of Health of El Salvador, November 25 - December
 

1979 Center for Disease Control, Family Planning

Evalution Division.
 

IPPF, "El Salvador, 1981 Work Program/Budget," New York.
 

McEvoy, Margaret, Women's Pesponse to a Government Program:

Voluntary Sterilization In El Salvador (unpublished

doctoral dissertation), Columbia University, 1979.
 

M4cGreevey, W.P., Population Impact Analyses: El Salvador,

March 1977.
 

Ministerio de Salud Publica y Asistencia Social, Programa

Para la Implenentacion de ]a Politica IntegraldeV

Poblacion, San Salvador, 1977.
 

- , Evaluacion de Intervencion Quiruriica de Planificacion 
Familiar, April 1978. 

-- , Departmento de Estadisticas de Salud, Salud Publica 
en Cifras, Anuarlo No. 10, El Salvador, 1979. 

Ministry of Health, Health Training School, Varcour
 
Cqrriculum and Court..- Guides for Health Workers, 1978-1980.
 

-- , Division of Maternal-Child Health, Nutrition and Family
Planning, Informe Final de la II Evaluacion del Programa
de Ayudantes Rurales de Salud, San Salvador, 1980 

- , Training Department, Manual Para El Audante Rural de 
Salud, San Salvador, 1971. 

Mouroy, Alvaro, "Trip Report, El Salvador," October 24 - Nnvmmhor 
1, 1979," New York: IPPF. 

Monteith, Richard S. and Mark W. Oberle, "Trip Report:

El Salvador, March 12-20, 1980," Atlarta: CDC.
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Morris, Leo, Ricardo Castaneda Rugamas, Angela M. de Mendoza 
and Sam Taylor, "Uso de Anticonceptivos y Tendencias 
Demograficas en El Salvador," Estudios de Poblacion, 
Vol. IV,No. 1-6, Enero-Junio 1979 (pp. 3-15), Asociacion 
Colombiana para el Estudio de la Poblacion. 

Paris, A.L., and Conn, J.M.,
 
of Health Data cn Surgical Contraception, El Salvador,
 
December 4-15, 1978.
 

Puffer and Serrano, Inter-American Mortality Study in Less 
Than Five Year Olds, Pan American Orgnizatio-,nealth 
1971.
 

Rugamas, R.C., "Encuesta Nacional de Fecundidad: Descripcion
 
General del Estudio," San Salvador: Asoclacion Demo
grafica Salvadorena, 1975.
 

Rugamas, R.C., and Mendoza, A.J., "Tabla de Permanencia en el
 
Uso de Antionceptivos," Sexta Parte do Analisis de la
 
Encuesta de Fecundidad de El Salvador, San Salvador:
 
Asociacion Demografica Salvadorena, 1976.
 

Robin, George, "Trip Report: El Saivador, September 13-16, 
1978 and October 1-6, 1978" and "Trip Report: El 
Salvador, Marloh 12-30, 1979," Atlanta: CDC.
 

"Solicitud de Proyecto al UNFPA ELS/74/POL (Extension 1979
1982): Programa Materno Infantil y i.nilflicacion 
Familiar," UNFPA.
 

Tsui, A.0, et al., Illustrative Functional Projections,
 
1975-2000, El Salvador, The University of Chicago:
 
Community and Family Study Center, 1979.
 

World Bank, Demo raphic Issues and Prospects of Ql Sa1pvador. 
December 1978. 

Socioeconomic and Demographic Indicators
 

The Republic of El Salvador is located inCentral America and isborderad 
by Guatemala, Honduras, and icaragua, from rhich it Isseparated by the Gulf 
of Fonseca. The country faces the Pacific Ocean on the south. 

El Salvador it separated by mountain ranges running east to west and form
ing three distinct regions: a hot, narrow Pacific coastal belt on the south; a
 

subtropical central region of valleys and plateaus, where most of the population 
lives; and a mountainous northern region. Ninety percent of the land Is nf 

Almost all of the land isunder cultivation. Coffee isplanted
volcanic origin. 

high on the mountains.
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The basic economic and social problems of the underdeveloped Salvadorean 
economy include heavy population pressure on the land aggravated by a very high 
population growth rate, a coffee-dependent economy, limited unused arable land 
and mineral resources, a high illiteracy rate, high seasonal unemployment, and 
very uneven distribution of income. The industrial sector, which is concerned 
primarily with the processing or production of light consumer goods, did not 
develop significantly inthe 1970s. The economic infrastructure (roads,
 
electric power, and commercial banking facilities) is fairly well developed.
 
The economy still is primarily agricultural, with coffee representing 41 per
cent of total exports and cotton 13 percent. Corn, beans, and sorghum are the
 
chief subsistence crops.
 

The population of El Salvador in 1979 was estimated at 4.5 million and
 
was projected to increase to 5.6 million by 1985., The high growth potential is
 
reinforced by the fact that 48 percent of the population is under 15 years of
 
age.
 

The population has more than doubled in the last 25 years and is growing
 
at about 3.3 percent per annum. The greatest growth is in rural arEas among
 
families with low literacy and income and limited knowledge of family planning.
 
Assuming a continuation of the current annual growth rate of more than 3.0
 
percent ar:d taking into account the annual net emigration of some 50,000, the
 
population is projected to be 10 million by the year 2000. El Salvador, with
 
the greatest population density of any country in Latin America, has over 216
 
persons per square kilometer. Forty percent of the population is urban and
 
60 percent is rural. (See Exhibit 1.)
 

Historical Background on the El Salvador Family
 
Planning Program
 

El Salvador is in the midst of a demographic transition. Ithas achieved
 
the low mortality rates characteristic of a modernizing country while maintain
ing traditionally high natural birth rates. During the second half of this
 
century, the crude death rate declined dramatically, but the crude birth rate
 
changed little. This difference has led to El Salvador's "population
 
explosion."
 

Whereas in 1950 the population of the country was 1,856,000, by mid-1980
 
approximately 4.6 million people were occupying the 8.260 square miles of land
 
that are El Salvador, making it one of the most densely populated countries
 
inte Western Hemisphere, with 531 persons per square mile.
 

It is predicted that at the current rate of natural growth (estimated
 
at 3.3'percent in 1980), the population of El Salvador will double by the year
 
2000; this means that 8.8 nillion people will be crowded into this already
 
over-crowded country.
 

Emigration stimulated by population and pol.ical pressures has become an
 
increasingly important factor influencing El Salvador's relations with other
 
nations, particularly Honduras, the United States and, to a lesser degree,
 
other nations InCentral America.
 



Exhibit 1
 

COUNTRY DATA ON EL SALVADOR Y
 

Area 	 Population Density
 

21,041 Km2 4.5 million (mid 1980) 210 per Km2
 

(Equivalent to Natural Growth Rate 3.3% (1979)
 
Massachusetts) Net Outmigration 20,000
 

Net Gr 'wth Rate 2.9%
 

Population Characteristics 	 Education
 

Crude Death Rate (per 1,000) 8 Adult Literacy (1979 	 65.0%
 
Crude Birth Rate (per 1,00) 43 Enrollment Ratio 

Urban (per 1,000) 31 Age 9-15 (1978) 67.0% 
Rural (per 1,000) 51 

Number of Years to Double 24 Income Distribution (1976)
 
Life Expectancy at Birth 61
 
Economically-active % Income, Lowest 10% 2.1%
 

Population (1978) 33% % Income, Lowest 40% 15.8%
 
% Income, Highest 5% 21.4%
 

Effective Unemployment

Rate (1979) 	 52%
 

GNP per capita Constant (1976$) 	 Land Ownership (1971)
 
S1976) $ 560 
1979) $ 740 % 	of land inlargest 10% 

of farms 78% 
Agricultural Output per
 

Rural Person (1978) % of land in smallest
 
U.S. $ 338 50% of.farms 	 5% 

Growth Rate of GOP Average Daily Caloric 
(1970-1978) 5.0%. Intake 1,890 

Growth Rate Per Capita
 
GDP (1970-1978) 2.1%
 

National Income Accounts 	(1978) % Coffee Sector
 
(Millions) GDP (current prices)
 

Gross Domestic Product U.S. $3,357 100% % of GDP
 
Government Expenditures 534 17 1974 11%
 
Government Revenues 473 15 1978 15%
 
Gross Capital Investment 731 24 % of Exports
 
Exports 848 28 1974 42%
 
Imports 1,029 34 1978 61%
 

External Public Debt Service
 

Net Foreign Reserves, Year-end 	 Debt Service Ratio 
1979 (millions) U.S. $ 135 (1978) 	 3.4%
 

External Debt to 
GOP (1978) 	 10.6%
 

El Salvador, Country Development Strategy Statemont FY 82, January 1980. 
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Realizing that efforts to improve the socioeconomic conditions of the
 
country are hampered by the high population growth rate, the GOES has instituted
 
an aggressive policy of population control. USAID/El Salvador supports GOES
 
efforts to design and implement programs that will result in a rapid decline
 
inthe population growth rate. Between 1966 and 1980, USAID/El Salvador contri
buted $5,600,000 in bilateral funJing to the family planning program to assist
 
the GOES and selected private organizations in delivering services and in
 
dramatizing the adverse effects of rapid population growth on social and
 
econoTiiAz development.
 

Although data indicate a decrease in the crude birth rate, from a high

of 48.7 in the 1960-1964 period to 43 in 1979, which can be attributed ingreat

part to the family planning program, the decline is less significant when two
 
other factors are taken into account. The first of these is the previously

mentioned decline in the mortality rate from 15.0 in the earlier period to an
 
officially estimated 8 today. The second is the fact that the number of women
 
in the reproductive age groups has increased--a trend which will continue,

because nearly half of the population is under 15 years of age--and this in
 
turn has led to an increase in the absolute number of births each year.
 

To review briefly the history of the program: From 1963 to 1968, all
 
public family planning services were provided by the SDA. The MOH became an
 
active participant in the program in 1969 and by 1971 was offering family
 
planning services inall five health regions. By mid-1980, 265 facilities were
 
providing such services. Since the MOH has primary responsibility for the
 
delivery of health services to rural areas and since 80 percent of the total
 
population expects health care from this service, the MOH is considered to be
 
the most important agency for the delivery of family planning services.
 

The emphasis has been on wonen between the ages of 20 and 30, the
 
optimum time for a woman to bear children. Indeed, a very high proportion of
 
births have been to women up to 30 years of age. However, a large proportion

of program resources have been used among low-fertility women, i.e., those 30
 
years or older. One can attribute this distribution inpart to the high pro
portion of sterilizations of the total case load and to the fact that the
 
sterilization procedure ismost attractive to high parity older women.
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III. DEMOGRAPHIC TRENDS AND USE OF CONTRACEPTIVES IN EL SALVADOR
 

In 1977, the Ministry of Health, the Institute of Social Security of El
 
Salvador, and the Salvadorean Demographic Association presented a proposal of
 
implement the national population policy. According to the authors of that pro
posal, the rate of natural increase should be lowered to 2.0 percent by 1982. 
The targets that have to be reached by the national family planning program to
 
accomplish that objective are defined in the proposal. The national population

policy had other objectives, such as a 10 percent reduction in unemployment by

1980, an increase inthe number of jobs for women, improvement of the nutritional
 
level of the population, and legal actions to stimulate other programs related to
 
population (Ministerio de Salud, 1977).
 

With the establishment of a national population policy, an adequate measure
ment of population activities and outcomes became more important. Given that need,

the realities of the vital statistics have to be pointed out. As demonstrated in
 
three different reports, there isa high percentage of under-registration in
 
mortality in El Salvadador. Collver (Collver, 1977) estimated 25 percent under
reporting inmortality in 1965. The Intev-American Mortality Study (Puffer and
 
Serrano, 1971) revealed that under-reporting of infant mortality in rural areas was
 
23.4 percent. A review of responses to questions on mortality included in the 1971
 
census showed that under-reporting of infant mortality inthe rural areas of El
 
Salvador was 39 percent. This under-reporting confuses the real situation,
 
giving a false impression of accomplishments inmortality control. Data systems of

registration of contraceptive use are also inadequate. Several studies have shown
 
that the numbers of new accepturs of temporary contraceptive methods and of active
 
users of those methods are over-estimated. 

The geographic distribution of contraceptive users is not known in spite of
 
the fact that the information exists in the clinics.
 

To obtain information about contraceptive use and fertility, two contracep
tive prevalence surveys were conducted in 1975 and 1978. These surveys were
 
carried out by the SDA with the cooperation of the MOH and with technical assis
tance from the Family Planning Evaluation Division of the Center for Disease
 
Control (CDC).
 

Demographic Trends
 

On the one hand, the crude birth rate has remained high (see Table 1): 42 to
 
49 births per thousand population. On the other hand, the mortality rate has
 
consistently declined since the early 1930s.
 

The difference between birth rates and death rates has resulted in an increase 
in the rate of natural increase from 1.4 percent in the early 1930s to 3.0 percent
in 1970. It isestimated that the rate of natural increase is at least 3 percent 
even after adjustments are made for immigration and mortality under-registration

(Morris, 1979). The effect of demographic trends Is plotted in Figure 1.
 

Annual data for the years 1960-1979 show that the crude birth rate declined
 
only slightly from 1960 through 1970 and that it has remained almost constant ever
 
since (see Table 2). The population estimate for 1975 was 4 million. Ifthe birth
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Table 1 

AVERAGE ANNUAL BIRTH AND DEATH RATES IN EL SALVADOR,
 
BY FIVE-YEAR PERIODS, 1900-1974
 

Crude Crude 
5-Year Birth Death 
Period Rate* Rate* 

1900-04 43.8 29.7 
1905-09 43.5 31.4 
1910-14 44.7 31.1 
1915-19 42.9 41.2 
1920-24 46.6 32.8 

1925-29 47.1 34.1 
1930-34 46.5 32.7 
1935-39 45.4 29.6 
1940-44 45.2 28.5 
1945-49 44.8 22.8 

1950-54 47.9 20.0 
1955-59 47.9 17.7 
1960-64 48.7 15.0 
1965-69 44.4 9.8 
1970-74 41.5 8.6 

* per 1,000 population 

Sources of Data 

Rate of
 
Natural
 

Increase (Z)
 

1.4
 
1.2
 
1.4
 
0.2
 
1.4
 

1.3
 
1.4 
i.6
 
2.7
 
8.2
 

2.8 
3.0
 
3.4
 
8.
 
.3
 

1900-59: 	 Collver, O.A., Birth Rates in Latin America-

New Estimates of Historical Trends and Fluctu
ations, Research Series No. 7, University of
 
California, Berkeley: Institute of International
 
Studies, 1965.
 

1960-69: 	 U.N. Demographic Yearbooks9 1966-1971.
 

1970-74: 	 Kinisterio de Economln, Direccion General de
 
Estadistica y Censoa, El Salvador en Cifras
 
1977, El Salvador, C.A., junio de 1977.
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Table 2
 

SELECTED VITAL AND POPULATION DATA,
 
EL SALVADOR,1960-1979
 

Estimated No. of Crude Crude Natural 

Year 
Population 

(000s) 
Live 

Births 
Birth 
Rate 2 

Death 
Rate 2 

Increase 
,%) IMR_ 

1960 2,454 1,21,403 49.5 15.03 3.5 76.3 
1961 2,527 124,871 49.4 15.03 3.4 70.0 
1962 2,627 127,154 48.4 15.03 3.3 71.4 
1963 2,720 133,395 49.0 15.0 3 3.4 67.7 
1964 2,824 133,072 47.1 15.03 3.2 65.0 

1965 2,928 137,430 46.9 10.6 3.6 70.6 
1966 3,037 137,950 45.4 10.0 3.5 62.0 
1967 3,151 139,955 44.4 9.2 3.5 63.1 
1968 3,266 140,986 43.2 9.1 3.4 59.2 
1969 3,390 142,699 42.1 9.9 3.2 63.3 

1970 3,534 141,471 40.0 9.9 3.0 66.6 
1971 3,555 154,309 43.4 8.1 =.5 52.5 
1972 3,668 153,464 41.8 8.8 3.3 58.3 
.1973 3,771 155,632 41.3 8.5 3.3 59.1 
1974 3,887 158,524 40.8 7.9 3.3 53.4 
1975 4,005 159,731 39.9 7.9 3.2 58.1 
1976 
1977 

4,122 
4,255 

165,822 
177,531 

40.2 
41.7 

7.5 
7.8 

3.3 
3.4 

55.2 
59.3 

1978 4,353 172,897 39.7 6.9 3.3 49.5 
19791 4,436 173,568 39.1 7.4 3.2 53.1 

2preliminary data
2Per 1,000 population

3Estimate prepared by the U.N. Economic Comis ion for Latin America;
 

recorded rates were 11.4, 11.3, 11.5, 10.9, and 10.4.
 
IMR: Infant Mortality Rate per 1,000 live births
 

Sources of Data
 

1. U.N. Demographic Yearbooks, 1966-1971.
 
2. Hinisterio de Economia, Direccion General do Estadistica y Censos,
 

Anuario Estadistico. 1971, Volumen I, Demografia y Salud, El
 
Salvador, C.A.. Noviembre de 1972.
 

3. 	Ministerio de Economia, Direcclon General de Estadistica y Censos,
 
Anuario Estndtftico, 1972, Volumen II, Demografia y Salud, El
 
Salvador, C.A., Diclembre de 1973.
 

4. 	Miniaterlo do Economia, Direcclon General d Entadistica y Censon, 
Anuarto Etadintico, 1974, Volumen II, El Salvador, C.A., Enero 
do 1977. 

5. 	Ministerlo de Eccnomia, Direct:Ion General de Estadistica y Censos,
 
El Salvador en Cifra" _1977. El Salvador, C.A., Junto de 1977.
 

6. 	Ministerio de Economia, Direccion General de Eatadistica y Censo*,
 
Anuarto Ertadintfco,19_78, Columen 11, El Salvador, C.A., 1979.
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rate remains constant, it is estimated that the population of El Salvador will
 
be 10 million inthe year 2000. Considering that during the period 1975 through

1980 there has been a 20 percent increase in the number of women aged 15-44 and a 
23 percent increase in the number of women aged 15-29, the population in 20 years
could be well over 10 million. 

Trends in Family Planning Services 

Data on new admissions exist for the three institutions that form the public
 
family planning program in El Salvador. These institutions are the Ministry of
 
Public Health, the Salvadorean Demographic Association, and the Institute of
 
Social Security of El Salvador. The term "new admissions" is used instead of "new
 
acceptors" because a patient could be receiving services inmore than one clinic
 
and be counted in each clinic as "new." Inaddition, if a patient moves to
 
another institution, he or she is counted as a new admission. Another source of
 
duplication isthe "re-admission," that is,the patient who has terminated partici
pation in the family planning program but who becomes a user again and is counted
 
as a new admission. Ithas been estimated that inthis system the rate of duplica
tion or over-enumeration is20 percent (Morris, 1979).
 

Table 3 presents information on new admissions, by year and method of contra
ception, since the program began in El Salvador. The total number of new admis
sions is plotted in Figure 2. It can be seen Ctiat the first substantial increase-
78 percent--was from 1968 to 1969. That incrJment continued through 1972, when
 
the MOH implemented the family planning program inclinics throughout the country.

The number of new admissions reached a plateau from 1971 through 1973. After 1973,
 
the voluntary sterilization program started and the number of new admissions
 
increased substantially (30 percent from 1973 to 1974). That increase was attri
butable to acceptance of the voluntary sterilization program inEl Salvador. New
 
admissions per year jumped from 43,100 in 1975 to almost 70,000 in 1978, for an
 
increase of 55 percent during that period. There were 10,622 fewer new admissions
 
in 1979 than in1978, producing a decline of 16 percent.
 

The analysis of new acceptors by method shows interesting trends (see Figure
3). The voluntary sterilization program has had very good acceptance among women. 
The annual number of sterilizations has increased every year, except 1979, that 
showed a decline of 7 percent in the figure reported for the year before. The 
highest number of female sterilizations, 24,162, was reported in 1978. 

The number of new acceptors of oral contraceptives increased until 1971,
reached and maintained a plateau after 1973, then declined sharply during 1979. 

The IUD has had a plateau throtighout the history of the family planning
 
program. Currently, the MCH/FP Division isplanning to conduct several workshops
 
on IUDs for the purpose of improving the attitude of clinical personnel toward
 
this method.
 



Table 3
 

NEW ADMISSIONS BY YEAR AND METHOD OF CONTRACEPTION
 
EL SALVADOR, 1966-1979
 

(OOOs)
 

Method of Contraception1 

Year IUD Orals Steri1izations4 Other Total 

1966 4.8 1.2 -	 0.1 6.1 
1967 8.2 2.0 -	 0.1 10.3 
1968 7.6 6.6 - 0.1 14.4 
1969 6.1 	 19.1 - 0.4 25.7 
1970 4.1 	 24.2 - 0.6 29.0 
1971 5.0 	 29.6 - 1.5 36.1 
1972 7.4 	 26.9 0.4 2.1 36.8
 
1973 6.8 19.5 4.6 0.9 31.7
 
1974 7.6 24.3 5.7 3.7 41.3
 
1975 6.7 22.0 12.3 2.1 43..
 
1976 8.2 24.9 15.0 4.1 52.2
 
1977 8.9 28.6 20.1 6.9 64.5
 
19783 8.1 28.5 24.2 6.1 66.9
 
1979 7.2 23.2 22.4 3.5 56.3
 

Numbers for each 	rathod do not always add to country total
 

because of rouiding.
2 Sterilizations 	not reported until late 1972.
3 Preliminary dalta. 

Source of Data: 	 FESAL-78-Contraceptive Survey-1978, El 'Salvador:
 
Salvadorean Demographic Association, Auust 1979.
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Figure 2 

ANNUAL NUMBER OF NEW ADMtSSIONS, FAMILY PLANNING PROGRAM,
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Figure 3 

NEW ADMTSSIONS, BY YEAR AND METHOD OF CONTRACEPTION,
 
EL SALVADOR, 1966-1979
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Contraceptive Prevalence Surveys
 

Two contraceptive prevalence surveys were carried out recpntly, one in
 
1975 and one in1978 (FESAL 1975 and FESAL 1978). Those surveys were conducted
 
by the SDA with the cooperation of the MOH and with technical assistance from
 
the CDC. The main objectives of the surveys were to obtain information on the
 
use and source of contraceptives, the incidence of abortion, and fertility levels
 
in rural and urban areas. Some of the findings are described here. 

For the purposes of the surveys, the following definition of urbiAn-rural 
residence was used: "Metropolitan Area: The area comprising San Salvador and the
 
surrounding urban areas of Ayutustepeque, Cuscatancingo, Delgado, Ilopango,
 
Mexicanos, San Marcos, and Soyapango." Urban areas are all other municipal
 
capitels and rural areas are the rest of the country. The sampling frame was
 
in a previous fertility survey conducted in 1973 (Rugamas, 1975).
 

Contraceptive Use by Age, Residence, and Method 

In1978, 34 percent of all women 15-44 years of age were using contraception. 
A definite variation of contraceptive use according to residence was found inboth 
surveys. The percentage of women using contraception who live in the metropoli
tan area was 56 percent, as compared to 26 percent of women living Inrural areas. 
The contraceptive method most frequently used was sterilization. Eighteen percent 
of all women were sterilized in 1978. Sterilization was chosen by 28 percent of 
the women living in the metropolitan area and by 15 percent of those living in 
the rural areas. Ora. contraceptives were the second method of choice. Oral 
contraceptives were used by 9 percent of all women, 14 percent of women living in 
the metropolitan ai'd, 12 percent of women from urban areas, and 6 percent of 
women from rural areas (see Table 4). 

Interesting results are found in Table 5,which compares the method of contra
ception used In 1975 arid 1978 by residence, education, and age groups. The number 
of sterilizations almost doubled between 1975 and 1978. There was an increase in 
the number of sterilizations in all areas of residence, and that increase was 
especially significant in rural areas, where the percentage more than doubled from 
6 percent to 15 percent. Sterilization showed an increase inall age groups, 
except women under 20 years of age. Use of oral contraceptives increased only 1.4 
percent from 1975 to 1978. Although the percentages are low, use of oral contra
ception Increased most in the rural areas. Itdeclined 4.2 percent inwomen 15-19 
years of age. Usc of the IUD increased only slightly from 1975 to 1978. 

It is interesting to note that despite the tact that approximately 280,000 
women became acceptors of oral contraceptives during a 14-year period (see Table 3), 
only about 78,000 women were using this method in 1978. This finding isconsistent 
with low continuation of oral contraceptives found inEl Salvador (Morris et al, 
1979; Rugamas and Mendoza, 1976); the studies showed continuation rates of 63 
percent and 50 percent at 12 months and 24 months. respectively. 

A group of women who should be a priority for maternal and child health 
and family planning programs iswomen 15-19 years of age. Only 8 percent of these 
women are using some method of contraception, as shown in Table 6. 



Table 4 1/
 

PERCENT OF CURRENTLY MARRIED WOMEN AGED 15-44*
 
CURRENTLY USING CONTRACEPTION, BY RESIDENCE AND METHOD,
 

EL SALVADOR, 1978
 

Metro Other
 

Method Total San Salvador Urban Rural
 

Currently Using: 34.4 56.4 41.9 26.2 

Steri'ization 18.0 28.0 20.1 24.7 
Orals 	 8.7 13.8 12.3 6.2
 
IUD 3.3 7.5 4.0 2.0
 
Rhythm 1.7 2.9 2.1 1.6
 
Condom 1.8 2.5 2.0 I.1
 
Other** 	 1.2 2.7 1.6 0.C
 

Not Currently Using: 66.6 43.6 58.1 73.5 

TOTAL 	 100.0 100.0 100.0 100.0 

Number 	of Cases
 
(Unweighted) 1,476 375 441 660
 

*In this and subsequent tables, women in consensual unions are included
 

as currently married. 
**Other methods include injection. foam, withdrawal, and diaphragm. 

NOTE: 	 In this and subsequent tables, the subtotals nay not add to
 
totals due to rounding.
 

1/ Source of Data: FESAL-78C-ontraceptlvervey-l978, [I Salvador: 
Salvadorean Dev, oraphic A%'.ocation, August 1979. 
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Table 5 1
 

PERCENT OF CURRENTLY MARRIED WOMEN AGED 15-44
 
CURRENTLY USING CONTRACEPTION, BY METHOD,
 

EL SALVADOR, 1975 and 1978
 

Sterilization 
Dif-

1975 1978' ference 1975 

Orals 
Dif-

1978 ference 1975 

IUD 
Dif-

1978 ference 1975 

Condon 
Dif

1978 ference 

Total 9.7 18.0 8.3 7.3 8.7 1.4 2.0 3.3 1.3 0.6 1.5 0.9

t4 

Residence: 
Metro San Salvador 
OLher Urban 
Rural 

17.2 
12.6 
6.4 

28.0-
20.1 
14.7 

10.8 
7.5 
8.3 

14.8 
10.5 
4.0 

13.8 
12.3 
6.2 

-1.0 
1.8 
2.2 

5.2 
1.2 
1.6 

7.f. 
4.0 
2.0 

2.3 
2.8 
0.8 

2.4 
0.2 
0.3 

2.5 
2.0 
1.1 

0.1 
1.8 
0.8 

Education: 
<Primary 3 
Primary 4-6 
>Secondary 7 

7.6 
14.2 
15.1 

15.5 
23.7 
20.8 

7.9 
9.5 
5.7 

4.6 
13.6 
73.9 

6.5 
11.6 
14.9 

1.9 
-2.0 
1.0 

1.4 
3.5 
3.6 

2.9 
3.8 
4.4 

1.5 
0.3 
0.8 

0.2 
1.6 
1.8 

0.6 
2.8 
4.3 

0.4 
1.2 
2.5 

Age: 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 

0.0 
2.2 

12.4 
18.1 
1..5 
6.3 

0.0 
11.7 
24.2 
22.3 
26.0 
16.9 

--

9.5 
11.8 
4.2 

14.5 
10.6 

9.2 
8.0 
9.5 

10.7 
4.? 
2.5 

5.0 
14.? 
10.? 
9.0 
4.7 
2.2 

-4.2 
6.7 
1.2 

-1.7 
0.0 

-0.3 

0.0 
2.6 
2.6 
2.6 
3.0 
0.6 

1.0 
2.7 
2.4 
4.0 
4.7 
4.6 

1.0 
0.1 

-0.2 
1.4 
1.7 
4.0 

0.8 
0.7 
0.0 
1.5 
0.4 
0.0 

1.5 
2.6 
2.6 
1.0 
0.9 
1.2 

0.? 
1.9 
1.6 
0.5 
0.5 
L2 

1- Source of Data: FESAL-78-Contraceptive Study-1978, El Salvador: 
Salvadorean Demographic Association, August 1979. 



Table 6 1./ 

PERCENT OF CURRENTLY MARRIED WOMEN AGED 15-49
 
USING CONTRACEPTION, BY AGE GROUP AND METHOD,
 

EL SALVADOR, 1978
 

Age Group
 
Method 15-19 20-24 
 25-29 30-34 35-39 40-44 45-49
 

Currently Using 8.3 
 33.3 43.7 38.3 40.6 29.0 21.6 

Sterilization 	 0.0 11.7 24.2 22.3 26.0 16.9 12.4 
Orals 6.0 14.7 10.7 9.0 4.7 2.2 6.9 
IUD 1.0 2.? 2.4 4.0 4.7 4.6 1.7 
Rhythm 0.0 0.8 3.8 0.5 3.8 0.9 0.6 
Condom 1.6 2.6 1.6 1.0 0.9 0.01.2 
Other* 	 0.8 0.8 1.0 1.5 0.5 3.2 0.0 

Not Currently Using 91.7 66.7 563 61.? 59.4 71.0 78.4 

TOTAL 	 100.0 100.0 200.0 200.0 100.0 100.0 200.0 

Number of Cases 
(Unweighted) 133 	 338
315 	 309 216 165 118
 

* Other methods include injection, foam, withdrawal, and diaphraqm. 

Source of Data: 	 FESAL-78-Contraceptive Survey-1978, El Salvador:
 
Salvadorean Demographic Association, Auqust 1979.
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Because of the high acceptance of sterilization in Ei Salvador, age of 
women and number of living children are important factors. Table 7 shows that 
61 percent of sterilized women are 30 years of age and over and that only 9 
percent of sterilized women have less than three living children. 

A. Source of Contraceptive Services
 

The MOH provided 62 percent of all contraceptive methods used in El 
Salvador in 1978, an increase of 3 percent from 1975. In rural areas the MOH 
provides 75 percent of all contraceptives. The use of contraceptive methods 
provided by the ISSS declined 6 percent during the period under consideration. 
That decline was in the metropolitan and rural areas. Private physicians and 
pharmacies provide a low percentage of contraceptive methods, especially in 
rural areas (see Table 8). 

B. Potential Use of Contraceptives in Rural Areas
 

The argument is that people living in rural areas like to have large
 
families and that, consequently, use of contraceptive methods among them is
 
low. This argument does not seem to be valid in El Salvador. Married women, not
 
pregnant women, were asked if they wanted a pregnancy and only 20 percent of them
 
answered positively. According to data presented inTable 10, 65 percent of the
 
women living in rural areas did not want a pregnancy. The proportion was higher
 
(72 percent) in the metroplitan area but lower inother urban areas. Inother
 
words, fewer women in rural areas than women incities, except metropolitan
 
San Salvador, want a pregnancy. Table 10 also shows that 49 percent of women
 
who have had one delivery do not want another pregnancy and that only 18 percent
 
or less of women who have had two or more deliveries want another pregnancy. It
 
is obvious that women would prefer to have small families, regardless of the place
 
of residence. Ifwe consider that only 26 percent of women living in rural areas
 
are using contraceptives (see Table 4), we have to conlude that the lack of family
 
planning services in the rural areas is the main reason for the low proportion
 
of contraceptive use among women living inthose areas.
 

The information presented inTables 11 through 14 further supports this
 
conclusion. The tables show that the proportion of non-users who desire to use
 
contraceptives methods is the same, regardless of place of residence. The
 
highest proportion (53 percent) of women who live in rural areas and who have
 
used contraceptives before desire to use them; the figure for women living in the
 
metropolitan area is 22 percent and for women in urban areas 35 percent. The 
knowledge of availability of contraception in rural areas is very high, as is 
the knowledge of availability of sterilization. Table 14 shows that most of the
 
women living in rural areas who do not want to have more children are interested 
insurgical contraception and have obtained information on the availability of
 
services from the MOH. The finding for women living in urban areas is similar. 
All of this information seems to indicate that as soon as family planning 
services can be made available to women in rural areas, women will benefit from 
them. 



Table 7 

DEMOGRAPHIC PROFILE OF WOMEN USING FEMALE STERILIZATION
 
EL SALVADOR, 1978
 

Age

Grou, 


15-19 

20-24 

25-29 

30-34 

35-39 

40-44 


TOTAL 


Percent
 
Distribution
 

0.0 
16.1 
23.3 
25.2 
24.5 
11.0 

100.0
 

Number of Cases
 
(Unveighted) 


Number of
 
Livina Children
 

0-1 
2 

3 
4 

5 

6 
7+ 

TOTAL 

Number of Cases
 
(Unweighted) 


330
 

1,3 
7.9
 

27.3 
21.2 
15.5 
20.6 
23.3 

100.0 

330
 

/Source of Data: FESAL-78-Contraceptive Survey-1978, El Salvador:
 
Salvadorean Demographic Association, August 1979.
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Table 8 

SOURCE OF CONTRACEPTION FOR CURRENT USERS, BY RESIDENCE,
 
EL SALVADOR, 1975 and 1978
 

Total Hetro San Salvador Other Urban 
 Rural
 
Dif-	 Dif-
Source of Contraception 1975 1978 ference 	

Di f- Dif1975 1978 ference 1975 1978 ference 
 1975 1978 ferenc
 

Public
 

Ministry of Health 58.8 61.7 2.9 35.2 38.1 2.9 65.4 
59.4 -6.0 ?3.4 75.7
Social Security Institute Z7.S 11.8 -5.7 31.5 	
2.3 

23.0 -8." 12.7 15.8 3.1 9.7 
 3.6 -6.1
Demographic Association 
 5.1 7.7 1.9 6.5 11.5 5.0 5.4 6.3 0.9 5.6 6.5 0.9 

Prh~atc 

Pharmacy 	 -.1i 7.2 -1.9 13.0 12.9 -0.1 10.0 6.9 -3.1 4.8 4.4 -0.4
Private Physician .7 5.1 0.4 7.4 10.4 3.0 3.6 4.4 0.8 3.2 2.7 -0.5 

Not Applicable* 	 2.0 5.7 3.7 3.7 3.7 
 - 0.9 7.1 6.2 1.6 6.0 4.4Other 
 2.0 0.7 -1.3 2.8 0.4 -2.4 1.8 0.2 
 -1.6 1.6 1.2 -0.4
 

TOTAL 0..', "00.0 
 100.9 .1O.0 !00.0 70.0 	 !O0./ 90.0

Public/Private Ratio** 5.9:1 6.6:1 
 3.6.1 3.1:1 
 6.1:1 7.2:1 ll.1-I 12.1:1
 

*Users of rhythm or withdrawal 
**Public: Ministrv of Health, Social Security Institute, Demographic Association
 

Pr-vatv: 1'h.irir.i( ., rivatc Physician 

!/Source of Data' 	 FESAL-78-Contraceptive Survey-1978, El Salvador: 
Salvadorean D.iographic Association, August 1979. 



Table 9 1/ 

SOMMCE OF OJUTRACEPTION FOR CURRENT USERS OF STERILIZATION, ORALS, IUD, CONDOMS 
CURRENTLY MARRIED WOMEN AGED 15-44 

EL SALVADOR, 1975 and 1978 
(Percent Distribution) 

Total* Sterilization Orals IUD Condoms
 
Source of Dif- Dif- Dif-
 Dif-


Contraception 1975 1978 ference 1975 1978 ference 1975 1978 ference 1975 1978 Change 1975 1978 ferenc4
 

Ministry of Health 58.8 61.7 2.9 70.2 69.1 -1.1 62.2 69.9 7.7 42.4 78.4 36.0 0.0 5.8 5.3
 

Social Security
 
Institute 17.5 11.8 -5.7 18.4 15.2 -3.2 19.3 12.9 -6.4 24.2 3.9 -20.3 0.0 4.2 4.2 

Demographic Association 5.8 7.7 1.9 5.1 10.6 5.5 3.4 3.8 0.4 21.2 12.8 -8.4 0.0 0.0 --

Pharmacy 9.1 7.2 -1.9 0.0 0.0 -- 11.8 8.3 -3.5 0.0 0.0 -- 80.0 83.3 3.3 
Pri.ate Physician 4.7 5.1 0.4 5.1 4.6 -0.5 0.0 5.2 5.2 12.1 3.9 -8.2 0.0 0.0 --

Not App-icable** 2.0 5.7 3.7 0.0 0.0 -- 0.8 0.0 -0.8 0.0 0.0 -- 0.0 0.0 --

Other 2.0 0.7 -1.3 1.3 0.6 -0.7 2.5 0.0 -2.5 0.0 1.0 1.0 20.0 6.7 -73.3 

TOTAL 	 130.0 100.0 100.0 100.0 200.0 1o0.O 100.0 100.0 100.0 i00.0 
7.2:1 6.4:1 7.2:1 24.4:1 0.0:1 0.1:1
Public/Private Ratio*** 5.9:1 6.6:1 18.4:1 20.6:1 

*Total included all methods
 
**Use of rhythm and withdrawal 

***Public: Ministry of Health, Social Security Institute, Demographic Association 
Private: Pharmacy, Private Physician 

Source of Data: 	 FESAL-78-Contraceptive Survey-1978, El Salvador:
 
Salvadorean Demographic Association, August 1979.
 



Table 10 

CURRENT PREGNANCY INTENTION, BY RESIDENCE AND PARITY,
 
CURRENTLY MARRIED WOMEN AGED 15-44,
 

EL SALVADOR, 1978
 
(Percent Distribution)
 

Residence
 
Pregnancy Metro Other Parity

Intention Total San Salvador Urban Rural 0 1 _62 3 4-5 

Currently 

Pregnant 14.7 15.1 16.2 14.1 34.5 18.4 15.9 15.3 9.2 10 

Desire Pregnancy
 

Yes 19.7 13.0 21.5 20.8 53.8 31.9 18.4 18.1 14.4 9.
 
No 65.4 71.5 62.2 65.1 11.7 49.0 65.6 66.6 76.4 80,

Don't Know 9.1 0.4 0.1 0.0 
 0.0 0.0 0.0 0.0 0.0 0
 

TOTAL 	 100.0 
 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.
 

Number of Women 
(Unweighted) 1,476 375 441 660 114 208 267 233 319 3"
 

!/,Source of Data: 	 FESAL-78-Contraceptlve Survey-1978, El Salvador: 
Salvadorean Demographic Association, August 1979. 
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Table 11 1/ 
PERCENTAGE OF NON-USERS WHO DESIRE TO USE A CONTRACEPTIVE METHOD, 

BY PREVIOUS USE AND RESIDENCE, 
CURRENTLY MARRIED WOMEN AGED 15-44,
 

EL SALVADOR, 1978
 

Total San Salvador Urban Rural 

Percentage of All Non-
Users Who Desire toUse 
a Contraceptive Method 26.3 26.0 21.7 27.7 

(886) (151) (243) (492) 

Percentage of Past Users 
Who Desire to Use a 
Contraceptive Method 42.2 22.1 35.1 52.7 

(208) (63) (69) (76) 

Percentage of Those Who 
Have Never Used Who Desire 
to Use a Contraceptive
Method 22.4 

(678) 
28.8 

(88) 
17.6 
(174) 

23.0 
(416) 

NOTE: Unweighted number of cases shown inparenthesis. 

1/ Source of Data: 	 FESAL-78-Contraceptive Survey-1978, El Salvedr: 
Demographic Association, August 1979. 
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Table 12 1/ 

PERCENTAGE OF NON-USERS WHO HAVE KNOWLEDGE OF AVAILABILITY OF CONTRACEPTION,
 
BY DESIRE TO USE A METHOD AND RESIDENCE,
 

CURRENTLY MARRIED WOMEN AGED 15-44,
 
EL SALVADOR, 1978
 

Metro Other 
Total San Salvador Urban Rural 

Percentage of Non-Users 
Who Know Where to Obtain 
Contraceptive Method 80.9 

(886) 
93.7 
(151) 

85.7 
(243) 

7?.7 
(492) 

Percentage of Non-Users Who 
Desire to Use Who Know Where 
to Obtain Contraceptive Method 87.6 95.8 82.2 87. 

(240) (37) (70) (133)
 

Percentage of Non-Users Who
 
Do Not Desire to Us^ Who Know
 
Where to Obtain ConLraceptive
 

785 91001. 86. 73.tMethod 

(646) (114) (173) (359)
 

NOTE,: Unveighted number of cases shown in parenthesis.
 

Source of Data: 	 FESAL-78-Contraceptive Survey-1978, El Salvador:
 
Salvadorean Demographic Association. Auqust 1979.
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/

13Table 

KNOWLEDGE OF AVAILABILITY OF STERILIZATION SERVICES
 
OR PLACE WITH INFORMATION ABOUT STERILIZATIONs BY RESIDENCE AND EDUCATION,
 

CURRENTLY MARRIED WOMEN AGED 15-44 WHO DO NOT WANT MORE CHILDREN
 
AND WHO ARE INTERESTED IN STERILIZATION,
 

EL SALVADOR, 1978
 

TOTAL 

Percentage With 

Knowledge of Availabilitv 

88.8 

Number of Cases 

(Unweiphted) 

325 

Residence 

Metro San Salvador 	 90.1 
 73 
Other Urban 87.3 105 
Rural 89.2 147 

Education
 

<Primary 3 87.2 200 
Primary 4-6 95.2 81 
Secondary 7+ 93.2 44 

NOTE: 	 This table excludes women who already have surgical
 
contraception.
 

Source of Data: 	 FESAL-78-Contraceptive Survey-1978, El Salvador:
 
Salvadorean Demographic Association, August 1979.
 

a35



Table 14 lY
 

PERCENT WOMEN INTERESTED INSURGICAL CONTRACEPTION
 
WITH KNOWLEDGE OF WHERE TO OBTAIN INFORMATION FCR PROCEDURE,
 

BY SOURCE OF INFORMATION, BY RESIDENCE,
 
CURRENTLY MARRIED WOMEN AGED 15-44 WHO DO NOT WANI MORE CHILDREN,
 

EL SALVADOR,'1978
 
(Percentage Distribution)
 

Metro 	 Other

Source of Information Total San Salvador Urban 
 Rural
 

Ministry of Health 83.1 44.0 93.1 87.7 
Demographic Association 8.6 28.0 3.9 6.3 
Social Security Institute 4.6 17.1 2.7 t.? 
Private Physician 2.6 .2.0 0.3 0.0 
Pharmacy 0.0 0.0 0.0 0.0 
Hospital, Unspecified 0.8 0.0 0.0 1.3 
Other/Unknown 	 1.3 0.0 0.0 2.0
 

TOTAL 	 100.0 200.0 100.0 100.0

Public/Private Ratio* 60.2:1 8.1:1 312.1:1 

Number of Cases
 
(Unweighted) 	 278 66 89 123
 

* 	Public: Ministry of Health, Demographic Association, Social 
Security Institute 

Private: Private Physician, Pharmacy 
No Private 

Source of Data: FESAL-78-Contraceptive Survey-1978, El Salvador:
 
Salvadorean Deomographic Association, August 1979.
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Another interesting finding is that about two-thirds of of all women are
 
interested in a community-based distribution program of contraceptives, regardless
of place of residence and education (see Table 15). (The SDA Community-Based

Distribution Program is discussed elsewhere in this report).
 

C. Abortion Data
 

FESAL 78 included several questions on abortion because of MOH interest
 
incomplications. The questions were not designed to differentiate between spon
taneous and induced abortions because itwas possible that the latter might be
 
under-reported ifdirect questions about induced abortions were asked.
 

Information about abortion ispresented inTables 16 through 18. 
 Overall,

20 percent of all married women have had at least one abortion. There isno
 
significant difference by residence.
 

The percentage of women with complications following the ost recent abortion who received medical attentiovi was 54 in the country. The percentage was
 
higher in San Salvador (83 percent) than in the rural areas (42 percent). The
proportion of women who were hospitalized for complications following most recent

abortions was almost the same inall urban areas, but considerably lower (27

percent) in rural areas.
 

Information about the place of treatment for abortion complications ispre
sented inTable 18. Hospitals were the place of treatment for 72 of those who

received medical attention. There were no significant differences by residence.
 

Almost 20 percent ef wc-nen with abortion com,lications were treated by

private physicians in urban areas, as compared to only 3 percent in rural 
areas.
 
Midwives attended 17 percent of women with abortion complications inrurul areas.
 
This finding underscores the importance of training midwives.
 

Data on maternal deaths by cause of death are presented on Table 19. Deaths

attributed to abortions represent about 11 percent of all maternal deaths.
 

D. Fertility
 

Data on fertility were obtained by asking pregnant women about the date
 
of last delivery. According to FESAL 78, the crude birth rate estimated for 1978
 was 43 per thousand for the whole country. The official crude birth rate reported

for that year was 39.7 per thousand. Considering the under-registration of live

births in the national system, the adjusted crude birth rate would be 43 per

thousand. 
Similar results were found when FESAL 75 and official data were
 
compared (Morris 1979).
 

Interesting results are found when FESAL 75 and FESAL 78 data (see Table 20)
are compared. Although the same country crude birth rate was 
found inboth years,

the results by residence differed. The crude birth rate Inmetropolitan El
Salvador declined from 34 per thousand in 1975 to 27 per thousand in 1978--a 20
 



Table 15 Y 

INTEREST INCOMMUNITY-BASED DISTRIBUTION (CBD) PROGRAM,
 
BY RESIDENCE AND EDUCATION.
 

CURRENTLY MARRIED WOMEN AGED 15-44,
 
EL SALVADOR, 1978
 

Percent Interest Number of Cases 
inCBD (Unweighted) 

TOTAL 65.5 1,169 

Residence
 

Metro San Salvador 69.1 	 266 
Other Urban 	 62.4 338 
Rural 	 65.8 565 

Education
 

iPrimary 3 64.5 6" 
Primary 4-6 67.8 273 
Secondary 7+ 	 66.8 197
 

NOTE: 	 This table excludes women who already have surgical
 
contraception.
 

1/ Source of DatA. 	 FESAL-78 Contraceptive Survey-1978, El Salvador: 
Salvadorean Demographic Association, Auoust 1979. 
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Table 16
 

PERCENT OF WOMEN AGED 15-44 WITH AT LEAST ONE ABORT11N,
 
SPONTANEOUS OR INDUCED, BY MARITAL STATUS AND RESIDEICE,
 

EL SALVADOR, 1978
 

Marital Status 


Harried 

Separated/Widow/
 
Divorced 


Never Harried 


TOTAL 


Number of Case 

(Unweig,td) 

Married 

Separated/Widow/
 
Divorced 


Never Harried 


TOTAL 


Total. 


19.9 


7.4 

0.0 


13.3 

1.476 


305 

377 


2,158 


Metro 

San Salvador 


18.8 


16.3 

0.0 


12.5 

375 


91 

129 


395 


Other
 
Urban 


16.2 


5.4 

0.0 


9.9 

441 


112 

129 


82 


Rural
 

21.6
 

5.7
 
0.0
 

14.9 

660
 

102
 
119
 

$$1
 

1 Source of Data: FESAL-78-Contraceptive Survey-1978, El Salvador: 
Salvedorean Demographic Association, August 1979. 
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Table 17 1/ 

COMPLICATIONS FOLLOWING MOST RECENT ABORTION
 
FOR WOMEN AGED 15-44 WITH HISTORY OF ABORTION, BY RESIDENCE,
 

EL SALVADOR, 1978
 

Number Percent Receiving Percent 

Residence of Cases Medical Attention Hospitalized 

Total 339 54.0 40.8 

Metro San Salvador 91 83.2 68.1 

Other Urban 88 70.3 64.2 

Rural 160 41.9 27.0 

1/Sgurce of Data: FESAL-78-Contracepttve Survey-1978, El Salvador:
 
Salvadorean Demographic Association, August 1979.
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Table 18
 

PLACE OF TREATMENT vOR WOMEN AGED 15-44 WITH COMPLICATIONS
 
FOLLOWING MOST RECENT ABORTION, BY RESIDENCE,
 

EL SALVADOR 1978
 

Metro Other
 
Place of Treatment Total San Salvador Urban Rural
 

Hospital 72.2 72.4 74.? 70.9 
Health Center/Post 3.5 2.1 0.6 5.C 
Private Physician 10.? 18.1 19.4 2.7 
Midwife 10.2 2.1 5.3 26.6 
Family 2.I 0.0 0.0 4.2 
Other 1.4 5.3 0.0 0.0 

TOTAL 100.0 100.0 100.0 100.0 

Number of Cases 
(Unveighted) 209 76 61 72 

Source of Data: FESAL-78-Contracept' .; Survey-1978, El Salvador: 
Salvadorean Demograpli~c Association, August 1979.
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Table 19 

MATERNAL DEATHS BY CAUSE OF DEATH,
 
EL SALVADOR, 1972-1978
 

Cause of Death 

Toxic Pregnancy and Postpartum 
Hemorrhaging during Pregnancy

and Delivery 
Other Abortions and Th.:se not 
Specified 

Septic Deliveries and Postpartum
Infections 

Other Pregnancies, Deliveries, and 
Postpartum Complications 

1972 

15 

10 

19 

9 

127 

1973 

13 

8 

15 

8 

98 

1974 

15 

18 

12 

9 

97 

1975 

15 

16 

26 

6 

85 

1976 

18 

14 

14 

11 

74 

1977 

13 

18 

12 

10 

100 

1978 

11 

14 

16 

6 

85 

TOTAL 180 142 151 148 131 153 132 

Aaternal Deaths 10.6% 10.61 7.0 17.65 10.75 .55 12.1" 

Sources of Data: 1. Ministerio de Economia, Dreccion 
General de Estadistica y Censos, 
Anuario Estadstco, 1973 y 1974 
Columen II,De -grafia y Salud,11
Salvador, C.A., Diclembre de 1974 
y Enero de 1977. 

2. Ministerio de Salud Publica y Asist
encia Social, Salud Publica en 
Cifras 1975, El Salvador. C.' .,
1977 

3. Ministerio de Economia. Direccion 
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C.A., 1975-1978. 
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Table 20 

EL SALVADOR: RECENT CRUDE BIRTH RATES, VITAL REGISTRATION
 
(FESAL 75 and FESAL 78)
 

Vital Registration
 

1972 41.8
 
1973 41.3
 
1974 40.8
 
1975 39.9 
1976 40.2 
1977 41.7 
1978 39.7 

FESAL Data 

Total Metro 
Other
UrbanRural 

FESAL 75 43 34 36 49 

FESAL 78 43 27 31 51 

Sources: Vital Statistics: Direccion General de Estadisticas
 
y Censos, Anuarlo Estadistica, 1976, Volume I],
 
Table 221-01. p. 17.
 

FESAL 75, L. Morris et al., "Contraceptive Use and
 
Demographic Trends in El Salvador," Studies inFamily

Planning, 10 February 1979, pp. 49-50.
 

FESAL 78.
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percent decrease. Inother urban areas, the decrease was 14 percent. The crude
 
birth rate increased slightly inrural areas. The team questions whether the
 
slight increase in rural areas (which account for 60 percent of the population)

could offset the significant decrease in the metropolitan and rural areas (which
 
account for 40 percent of the population).
 

E. Contraception Needed to Decrease Crude Birth Rate
 

An estimate of contraceptive users is needed to determine how iony
 
users should be protected to accomplish the national government goal of reducing

the rate of natural increase to 2 percent. Anderson (1977) estirmated the number
 
of new acceptars needed to decrease the crude birth rate from 41 per thousand
 
in 195 to 30 per thousand in1985. The variables that he considers inhis
 
estimations are new acceptors by method and age and continuation rates inEl
 
Salvador. According the Anderson, the number of active users of contraceptives
 
should be 222,000 women 15-44 years of age, or approximately 38 percent of
 
married women.
 

To cover the number of active users established by the Anderson model, the
 
family planning program should reach 65,00 new acceptors each year. For the year

1979, there were a total of 56,000 "new admissions." However, given a 20 percent

figure for over-counting and the high number of sterilizations (of users of
 
permanent methods, and not of new admissions), the real number of new acceptors

would be less than 46,000. Consequently, the family planning program has an
 
annual deficit of about 20,000 new acceptors to reach the government goals.
 

In summary, the proportion of active users (34 percent) iswell under the
 
percentage needed to decrease the crude birth rate and the rate of natural increase
 
of the population, and the proportion of new acceptors has to be increased sub
stantially to reach that goal. There is a potential demand for family planning

services inall residential areas, especially in the rural areas. (See Table 21.)
 

The team found that several studies on the El Salvador family planning pro
gram were recently conducted. Among the studies were an analysis of the family

planning data system, contraceptive prevalence surveys, a patient-flow analysis,

and a study of logistics. These studies are important in that they recommend ways

and means to improve the services and management of the present family planning
 
rogram, particularly the 14OH program. With a few exceptions, the recommendations
 
ave not been acted upon by the agencies involved. Nor have the studies been
 

compiled fur easy access by persons Interested in the results. The more recent
 
studies should be compiled and analyzed so that the recommendations can be
 
Implemented.
 



Table 21 Y 

EL SALVADOR: ESTIMATES OF GENERAL FERTILITY RATE, TOTAL FERTILITY
 
RATE, AND CRUDE BIRTH RATE, BY RESIDENCE
 

(FESAL 78)
 

Other
 

Total Metro Urban Rural
 

GFR 	 208 106 142 272
 
6.3 2.6 4.1 8.4
 

CBR 43 27 31 51
 

95% Confidence 	 40-45 22-31 26-35 46-55
 
Limits, CBR*
 

* Assumes simple random sampling. 

11 Source of Data: 	 FESAL-78-Contracepttve Survey-1978, El Salvador: 
Salvadorean Demographic Association, August 1979. 
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IV. REVIEW OF FAMILY PLANNING ACTIVITIES
 
IN EL SALVADOR
 



IV. REVIEW OF FAMILY PLANNING ACTIVITIES
 
INEL SALVADOR
 

Maternal and Child Health, Family Planning and Nutrition,
 
Division of the Ministry of Public Health
 

The Maternal and Child Health Family Planning and Nutrition Division
 
(MCH/FP/N) of the Ministry of Public Health is incharge of the government
 
family planning program. MCH/FP/N began giving family planning services in
 
1968 in the Central Region and gradually covered the country through 1971.
 
During that period, the Salvadorean Demographic Association transferred 33
 
family planning clinics to the MOH. Currently, the MCH/FP/H is responsible
 
for the organization, planning, implementation, supervision, and evaluation
 
of the MOH family planning prngram.
 

A. Organization
 

The MCH/FP/N Division ispart of the Bureau of Technical Normative
 
Services of the MOH. It has five sections (see organization chart, Appendix
 
E).
 

The MCH/FP/N Division has a staff of 24: eight physicians, three nutri
tionists, three health educators, one social worker, one draftsman, one ware.
 
houseman, one accountant, and six secretaries. There are three obstetricians,
 
two pediatricians, two public health physicians, and the director.
 

The MCH/FP/N Division has to coordinate its activities with the Bureau
 
of Operative Services, which isessentially responsible for supervising the
 
country's five health regions. Each of the regions has a central office and
 
part of the staff of each central office comprises a multidisciplinary team
 
of supervisors. The team supervises the health facilities where health
 
services are provided. Four different types of health facilities exist:
 
hospitals, which provide comprehensive health services; health centers, which
 
are small hospitals that provide not only outpatient services, but also hospi
talization, including surgery; health units; and health posts. The latter
 
provide essentially outpatient services. One of the differences between health
 
units and health posts is that the health units have medical personnel all week
 
and the health posts have physician-services only some days of the week.
 

Currently, family planning services are provided at 10 hospitals, 9
 
health centers, 92 health units and 142 health posts, and 7 mobile units.
 
There are 260 health facilities (see Table 22).
 

Sterilization services are provided at hospitals and health centers.
 
Health units and health posts offer only temporary contraceptive methods.
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Table 22 

MINISTRY OF HEALTH FACILITIES OFFERING FAMILY PLANNING SERVICES 
BY HEALTH REGION, 1979 

Health 

Regions 

Western 

Central 

Paracentral 

Eastern 

Metropolitan 

TOTAL 

Mobil Units 

---

---

7 

7 

Hospitals 

3 

2 

2 

2 

1 

10 

Health 

Centers 

2 

-

3 

3 

1 

9 

Health 

Units 

17 

15 

12 

27 

21 

92 

Health 

Posts 

21 

38 

29 

50 

4 

142 

TOTAL 

43 

55 

46 

82 

34 

260 

Source: Ministry of Public Health and Social Assistance, 
Department of Health Statistics. 
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B. Norms and Procedures
 

The family planning program and procedures are described in a manual
 
that was reviewed and updated in 1979. The most important aspects are summa
rized below.
 

Any person who requires family planning services will receive attention
 
juring working hours.
 

It is recommended that all IUD insertions be handled by physicians, new
 
users be instructed, and follow-up provided. New users of orals can be initiated
 
by physicians or nurses. It is recommended that auxiliary nurses be responsible
 
for follow-up.
 

After the first visit, IUD patients are to be asked to return insix weeks
 
for control and every year thereafter. Orals patients are to be followed up by the
 
auxiliary nurse six weeks after the first visit and every six months thereafter.
 
It is recommended that condoms be provided by any member of the health team upon
 
request. The four criteria for termination of a patient from the family planning
 
program are pregnancy, menopause, patient request, and two months after missing
 
the last appointment.
 

According to the norms, the Rural Health Aide should work inhis/her commu
nities to promote and distribute oral contraceptives to continuing users and to
 
distribute condoms upon request.
 

There are no norms and procedures for promotional activities for the family
 
planning program.
 

C. Operational Problems
 

During the past few months, there have been several changes inthe
 
professional staff at MCH/FP/N. The director of the division has been in that
 
position for about six months. The other two physicians have been working in
 
the family planning program for five months and three weeks. The staffing
 
changes have affected the management of the family planning program at the cen
tral level, and specifically the coordination and supervision of the clinics.
 

The low number of family planning patients inthe clinics isatt, lbutable
 
mainly to three factors: lack of community promotion, negative attitud of some
 
physicians toward family planning, and clinic organization of patient services.
 

InAugust and September 10'V, the MOH conducted a patient-flow analysis in
 
24 of its clinics. This study was conducted with technical assistance from CDC 
personnel. Preliminary data of that study show that patients must wait a long 
time for services. The average time for initial family planning patients ranged
from I hour and 47 minutes In one clinic to 6 hours and 36 minutes inanother. 
The average time for resupply ranged from 21 minutes to 4 hours and 23 minutes. 
The percentage of that time spent by all patients in contact with staff ranged
 
from 9 percent to 29 percent.
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As indicated in the patient-flow analysis, six problems led to long waiting
 
periods:
 

it 

1. Patients were not served on a "first come-first served"
 
basis.
 

2. Patients were served in a numerous short-duration
 
contact.
 

3. Patients were scheduled, and arrived in large unmanage
able numbers.
 

4. Patients were served in large groups.
 

5. Patients were scheduled to arrive earlier than the staff
 
to serve them.
 

6. There appear to be no clear-cut protocols for serving
 
patients with various service needs."
 

These problems, plus the fact that a patient attending a MOH clinic loses
 

day's pay, make attendance at a clinic unattractive. Thus, the best referral
a 

mechanism for patients (satisfied users) seems to be lacking in the MOH family
 
planning program.
 

Some physicians working inthe MOH family planning program have negative
 

attitudes toward family planning. Negative attitudes are more prevalent among
 

interns (physicians who have completed their school training and are working
 
the obligatory year prior to graduation). These young physicians lack adequate
 

training infamily planning and have to be trained in it.
 

Another factor affecting the low coverage of the MOH family planning pro

gram is lack of promotion at the community level. Nurses in the clinics conduct
 
Even this activity has low
promotion activities among the attending patients. 


coverage ifwe consider the fact that only 6,983 and 6,167 women in the post

partum period were registered inthe family planning program in 1977 and 1978,
 

respectively.
 

The RHA could increase substantially the promotion of the family planning
 
Among their numerous
 program. In the Western Health Region, there are 54 RIAs. 


activities is family planning promotion. During the first six months of 1980,
 

RHAs referred 360 females for sterilizations and 40 men for vasectomies. The
 

number of vasectomies is important ifwe consider that all MOH clinics performed
 
One-third of the RIA-referred female sterilizations
only 277 vasectomies in 1978. 


were done during a special Saturday clinic, when the regional office provided an
 

ambulance for patient transportation. This isan example of what can be accom

plished by enthusiastic personnel with adequate logistical support.
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D. Health Education at Ministry of Health
 

The Health Sector Assessment completed in 1977 notes that Ministry of
Health efforts inhealth education "are rendered ineffective by inadequately

trained and motivated staff, shortages of materials and equipment, a lack of
scheduling and coordination between health education and other health activities
and the absence of institutionalized programs to involve the community inefforts
 
to improve its general health status."' Though there are some indications that
 
certain aspects of this situation began to change in 1980, this statement still

accurately describes what is a global problem. 
The university initiated a
specialty inhealth education in the medical school, but because of the lack of
positions inthis field, few students have elected to major in the subject. 
Thus,
the majority of people working as 
health educators lack specialized training.
 

The Health Education Division of the MOH isresponsible for the design, preparation, and dissemination of health education materials, instruction of personnel

in techniques of health education, and supervision of regional health educators.

The Division has drawn up a list of objectives and activities and has identified
 
the principal obstacles to improvement of the health education prog-3m. Most of
these obstacles are mentioned above, but emphasis should be qiven to the lack of

clarity about health education within the MOH and to the lack of coordination
 
with related organizations such as the Ministry of Education.
 

The division staff is small. 
 There isa director, two education supervisors,
two graphics technicians, and one audiovisual specialist. Though the staff appear

to be enthusiastic and eager to use health education as an effective means of in
creasing use of MOH services and of improving health levels through preventive

health care, they cannot begin to organize or implement an effective program to

this end. Nor can they provide any significant assistance to regional health

educttion supervisors. 
There are, at present, two or three such supervisors in

each region; most have been trained insocial work. 
Again, these individuals
 
appear to be interested in integrating health education concepts into MOHI activities, but they lack the training and the organizational support to do so. One
regional health education supervisor observed that there isnever enough time for

preventive health education in the health facilities, and that insuficient time

isallotted for training the local health team inhealth education at other than
 
a perfunctory traditional level.
 

The family planning program takes a limited approach and allots limited
 
time for staff training in health education. Human reproduction, population,

basic motivational techniques (e.g., presentin% 
talks to groups of women patients

inhealth facilities), and contraceptive methods are covered, but the staff are
 
not trained insubstantive techniques for dealing with some of the major barriers
 

1 AID, Health Sector Asessment El Salvador, 1978.
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to family planning usage and continuation (e.g., concern about side
 
effects and male resistance). One health educator noted that 1,1O11
staff
 
do not have a complete understanding of the meaning of family planning

but rather are Instructed in the "small family" ideal and the "demographic

problem." Inadequate attention isgiven to the relationship of family

planning to maternal-child health and nutrition, to the concept oi child
spacing, and to the varying capacities and desires of individual families.
 

Though the Health Education Division views [1CH/FP education as a
 
priority, ithas no direct reldtionship with MCH/FP Division health educa
tion staff. There are three health educators and one draftsman on the staff. 
As does the Health Education Division, this group develops projects and sub
mits them to the Operative Division for approval. Once the projects are ap
proved, the tCH/FP/J Division health educators provide technical assistance
 
in project implementation. Because of the high levels of international
 
support given to this division, these health educators are relatively well
 
supplied with materials and equipment. Coordination between these two health
 
education groups isnot formalized, and mechanisms for internal MOH coordina
tion in health education should be improved.
 

The ICH/FP health educators conduct annual workshops--at central,
 
regional and local levels--on a family planning-related subject and they

distribute a variety of FP materials to health facilities. There has been
 
positive feedback on the materials from the field, and requests for MCH
 
and nutrition materials have been submitted as well. The need for such
 
materials isslowly being met through UNFPA funds.
 

One project recently designed by this group of health educators is an
 
extension of previous motivational work with MOHI clerical and logistical staff
 
at the central office. These staff are encouraged to pick up condoms at a
 
central location in the MOH building and to promote usage of the contra
ceptive among family and friends. The new project proposes that health
 
facilities place cabinets with a supply of condoms Inwaiting rooms and in
 
men's rooms to eliminate the need for special family planning consultation.
 

Another recently designed project isa two-week course for traditional
 
midwives which includes a week of practical training in rural health facilities.
 
An excellent anual has been desioned for use inthis course. 
Similar courses
 
have been conducted in at least one region with assistance from the MCH/FP/N

health educator.
 

Salvadorean Social Security Institute
 

The Salvadorean Social Security Institute (ISSS) Isan autonomus agency
responsible for the planning, management, and administration of the Salvadorean 
social insurance system. ISSS is supervised by a board of 12 directors, which
includes the Minister of Labor, representatives of management and labor, and 
other professional groups. 
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The ISSS system provides workers and their families with insurance
 
against illness, maternity, family planning, disability, old age, death,
 
and involuntary termination of employment.
 

The Impact of 1,ealth services on the health status of the Salvadorean
 
people islimited. Approximately 6 percent of the Lotal population is
 
covered by the social security system; over the next few years, coverage
 
may increase 20 percent. Health services are provided through a network
 
of hospitals and urban clinics.
 

ISSS provides full family planning services, including male and female
 
sterilization. However, these services are limited because the Division of
 
Family Planning isstaffed by one physician. There isno other staff member
 
or support stafF. The physician incharge isresponsible for the planning,

implementation, and supervision of all ISSS family planning activities.
 
The division ispresently under the Department of Preventive Medicine and
 
will soon be transferred to the 0!partment of Ob/Gyn. The recently appointed

chief of the Depar tment of Ob,/Gyn isalso the president of the SDA. Plans are
 
being formulated to strengthen the division with additional supervisory

personnel and to expand family planning services to all ISSS hospitals and
 
medical units. More emphasis will be put on motivation at the postpartum

level and on sterilization services.
 

Family planning data are computerized, but because computer programmers

and operators are under-trained, the data being retrieved are inaccurate
 
and unusable by management.
 

With the advent of responsible leadership, the ISSS family planning 
program promises to be more responsiv, to the need for a viable family
planning program. However, to be resronsive the program requires technical 
assistance and small amounts of material support. Management plans to solicit 
international donor assistance to strongtheni this activity. 

Salvadorean Demographic Association
 

The Salvadorean Demographic Association, a private family planning 
association and an affiliate of the IPPF, continues to participate ina 
variety of population activities in El Salvador. The Board of Directors 
is"very active and, despite the difficult soclo-political environment of the 
country, meets frequently to discuss policy issues."-V Furthernore, since 
the current executive directcr took office inJuly 1979, an etrenely high

level of administration and staff cocnmunication has been maintalned.
 

2 	Asociaclon Demografica Salvadorena, "Work-Program Budget 1981," R r
 
IPPF, New York.
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The 1974 national population policy outlined the following role for
 
the SDA
 

--provide information, particularly via mass media;
 

--offer model clinical contraceptive and sterilization services;
 

--conduct evaluations; and
 

--carry out some training.
 

Subsequently, when the Population Technical Committee assigned responsibil
ities to various organizations, the SDA was requested to collaborate in
 
population education and communication activities and to initiate a mass

media campaign. These activities are discussed in the sections on indi
vidual projects which follow.
 

A. Clinic Services
 

Prior to 1967, only the SDA provided clinical family planning

services in El Salvador. During the five-year period 1968-1973, the SDA
 
transferred 33 family planning clinics to the Ministry of Health. 
 Present
ly, the Association operates three urban clinics inSan Salvador, Santa
 
Tecla, and Santa Ana. Since 1977, three small rural clinics have operated

in the cotton-raising eastern zone as part of the COASAL project. The 1979
 
family planning statistics of the three urban clinics are:
 

New Users 3,318
 
Continuing Users 49,172

Physician Consultations 18,562
 
Female Sterilizations 2,810
 
Vasectomies 3053
 

Among the contraceptive methods provided are orals, IUDs, condoms,

spermicides, and vaginal tablets. Cancer detection screening isa routine
 
part of the examination. The clinics appear to have an effective service
 
9tatistics system which provides accurate statistical data and which uses
 
,n administrative feedback mechanism. However, unlike ISSS family planning

data, figures for active users are not collected periodically or put on the
 
computer. Tabulation isdone by hand, but on a timely basis. Patients are
 
still over-counted.
 

Asociacion Demograflca Salvadorena, 1979 Informed Anual do Labores.
 



-, 	 -u 4.. 

tdu~ton/~tva i san Int~u gifIt ofserv c0s nurhsS provide most of the eca i 5
c~i I a eg~~

1 	 b t fplanning reproductifo and con .e. .nd r.e.*a s 
ortfrom social We rs. Each clinic also hit staff Stas ineduce who can rePond to patients questions ab"IMtios.ooreto atUm
(The SPA"mss coMunIcations C gn encourages -Plthe pllctons.) Clinic staff apper to 
 Well 	trained Infamily iit
tion, though there Isno centralized coordination of this train duca
through
the nformtion and Education Department.
 

B. Mass Media 

b Iity As mentioned previously, the SMA has been assigned the resonibilt 	 for all mass media comunication activities in El Salvador.with a local advertising agency, the SOA has desi 	 rking
.ed,
tetdo producd,


tiprecin17.Fnngfrtepjetrnotimonitored a major IEC campaign through the media.i-	 for the project ran out in md-1100

tPrjet 1...... . n 	 AID beganiIg to supportn 	 tandbut a
new AID-SDA agreement for $134,150 over oneyear will permit the camaign
to reaium on July 16, 
 1980. Since mid-1979,the messages; toay, the benefits of a small 

a rawcon et has underl e
family (Pro Familis"a ratherthan the accessibility of SCA services are stressed. 

The "Pro Familia" sywbol Isrepeated Inall co onts 	of this campaign 	and is displayed outside SPA facilities. 'Pro Famillao calendars aredis-layed everywhere, even In home offices of rural health aides workinisolated areas. The strategy developed by the SOA incollabontion with
the advertising agency under contract, Rumbo 	Publicity A-e
stages: introuctlon of the "Prc-Faia"concept and e 
- inel-das two 

Ution. Stagenow under Implementation, focuses onmessage 	 the cobinatton of aggrel educationg-, responsible renthood a god tae r , etc.) with marcific 	inormation on desirable actionso spee taen Ie.g.with children). It Includes messages 	
e e tion 

on Inttiaed ;lt poll" In eneffort to motivate and inform tepopulatiwmsituation. Twenty percent of the camaign bu
if El Solvadetst Isulation policy messages; the remiing 8 percent s for to edsifo 

cam p a i 	g n . ... , --,- = 
By attaching communications questions to the 1I7M cot et~ve ,w Va

lance 	survey, data were collected oir an analysis of the w ivdoreans obtain Information on family planning Yhfs stwSics 
lel 
taradio was the most effective medium. it iden t aiee puep 



-55

which had not yet been effectively reached by the campaign at that time. 
Particular importance was given to young women aged 15-19. Reasons for not
 
using contraception were identified; male attitude and fear of side effects
 
were identified as the most important. Subsequent SDA mass communications
 
efforts have attempted to incorporate this information into the campaign
 
design.
 

Some media time, as well as some press and bus space, are provided
 
free to the SDA for this campaign; the 1977 campaign reached the population
 
through the following media:,
 

Media Paid Free Total
 

Radio 31,560 31,560 63,120
 
TV Spots 41 41 82
 
Press Announcements 79 79 158
 
Bus Advertisements 768 30 798
 
Posters 36,488 36,488
 
Brochures 169,710 169,710
 
Flip Charts 813 813
 
Bulletins 515 515
 
Calendars 150,000 150,000
 
Miscellaneous Publications 927 927
 

C. Training of Young Facilitators
 

This project trains young volunteers, aged 15-20, to give talks
 
and stimulate discussions inschools and community groups that request as
sistance. Two groups of facilitators have received 80 hours of theoretical
 
training and approximately the same amount of practical preparation. Though
 
1,000 presentations were given In1979, only 30 to 40 a month have been re
quested in recent months because of the political situation. The facili
tators usually spend about one and one-half hours with the classes or groups 
and frequently use audiovisual aids. The themes which are frequently re
quested are popultion inEl Salvador, origin and legal aspects of the 
family, human reproduction, family planning, contraceptive methods, psycho
social development, venereal disease, alcoholism, and drugs. Since most 
Salvadoreans have had minimum access to sex education inschool (though 
recent adaptations incurricula by the Ministry of Education indicate that 
this ischanging), this project provides a needed service to schools and 
organizations. Current decreases inactivities should not be considered to 
be a reflection on project quality or utility. The financial support which 
this project has received from OXFAM will terminate In 1980.
 

4Ibid.
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0. Community-Based Distribution (CBD)
 

Project COASAL, which began in September 1977, was designed to
 
provide family planning information and services to the rural population in
 
the cotton-raising coastal zone. First-year costs were paid by the Cotton
 
Growers' Association. The project operates in three of the country's 14
 
departments with 47 distribution sites. Three full-time promoters distrib
ute contraceptives and escort groups to the urban clinics for sterilization.
 

According to a recently signed (June 1980) agreement between the SDA
 
and USAID/El Salvador, with a budget of $450,850, this project will be ex
panded to include coverage of all four departments in the Eastern Region
 
and beyor'A the cotton-growing area. The four departments contain 30 percent
 
of the country's population. Four state-level coordinators, 12 district
level promoters, and 12 nurse-auxiliaries will be trained to work in this
 
project. Quantitative goals have been established to define the number of
 
distribution sites, number of people to receive services, and number of pa
tients to be referred for sterilization. Inaddition to referral and dis
tribution, community meetings to promote family planning will be organized.

A clinic providing voluntary sterilization services will be established in
 
San Miguel with AVS funds, thus reducing greatly the transportation time
 
that family planning users in this zone require to reach services.
 

The SDA, again with the collaboration of Rumbo Publicity Agency, has
 
initiated the design of a communications campaign which will accompany the
 
CBD project in the Eastern Region. Indesigning message content and presen
tation, a list of barriers to family planning acceptance inLatin Anerica
 
was developed using the field research being studied. Messages which attempt
 
to deal with these barriers will be particulirly appropriate for community
level health education.
 

E. Commercial Retail Sales (CRS)
 

Currently supported and managed by Development Associates, Inc.
 
(DAI), this project will be absorbed by the SDA in December 1980. The pro
ject provides low-cost contraceptives indrugstores and small shops. Mar
keting techniques have been used to promote condoms (the "Condor" trademark)
 
and oral contraceptives (the "Perla" trademark). Intensive radio campaigns
 
(50,000 radio ads for Condor in 1979) have been conducted for each product.

The products are distributed by three project promoters and a pharmaceutical
 
distributor. Ninety-four percent of the country's 842 pharmacies and over
 
1,000 small shops carry the products. Similar marketing campaigns are
 
lanned for other contraceptive products, such as Neo-Sarnpoon and Jellies.
 
he objective of the campaigns isfinancial self-sufflciency through con
traceptive sales. The SDA provided training to a iroup of pharmacists in
 
supprt of this program; additional training is planned.
 

Another commercial project organized and implemented by the SDA In
volves installing and supplying vending machines for condoms and orals.
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Condom machines were first installed in1974 and are dispensing over 3,000
 
condoms a month. Machines for pills were first installed in 1977 and are
 
now dispensing an average of 400 pill cycles a month. These efforts will
 
continue and will complement the sales to pharmacies.
 

A Department of Social Marketing will be established within the SDA,
 
which will manage both programs. A marketing expert who will head the de
partment isalready working with DAI on the transition of the project.
 

F. Training
 

The Assoc'ation has taken advantage of training opportunities
 
both in-country and abroad end, as a result, has an extremely well trained
 
staff inall departments. (Staff training will be discussed infurther de
tail in another section of this report.)
 

The Association has organized various courses for personnel from
 
government agencies and private organizations and for community leaders.
 
Ministry of Agriculture extension agents (both agronomists and home educa
tors), malaria workers, nurse-auxiliaries, nurses, and social promoters have
 
received such training. In 1979, 73 agronomists, S7 home educators, 5 club
 
agents, and 6 rural supervisors were trained as one component of a project
 
with the Agricultural Training Center. The project, however, was suspended
 
because the current government has instructed agricultural field workers to
 
concentrate on other issues, mainly agrarian reform, during the political
 
crisis. Training was also provided in 1979 through workshops and seminars
 
for teachers in the Ministry of Education's training program fur laborers.
 

Groups of SDA volunteers rave been trained as motivators of family
 
planning services. At the and of 1979, such volunteer groups were working
 
infour cities. The first training course for male volunteers and men who
 
had had vasectomies was conducted in1979.
 

G. Research and Evaluation
 

The Planning, Research and Evaluation Unit appears to be fully
 
integrated into the Association's activities and to be responding to the
 
needs of the various departments indesigning the research to be conducted.
 
The staff of this section is limited in size and should be expanded to meet
 
increased program requirements. For example, incollaboration with the CDC,
 
the unit ispreparing for the evaluation of the CBD program in the esstern
 
zone.
 

H. Funding
 

The Association has been successful in obtaining financial support
 
from a variety of sources, both domestic and international. Of the 1979
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budget of $741,000, 57 percent was supplied by the IPPF. In 1980, however,
 
non-IPPF support is projected to decrease to 47 percent and in 1981 to 27
 
percent largely because of increasing support from AID.
 

Program Administration, Supply.Land Logistical Systems
 

A. Maternal Child Health/Family Planning Division
 

The evaluation team analyzed and observed at the central, regional,
 
and local levels the interrelationships of the administrative functions and
 
how they affect the provision of materials and supplies needed to dispense
 
family planning services to the people. Itmust be noted that field obser
vations were restricted for security reasons and remote rural health facil
ities were not visited. However, the team was able to observe the central
 
office, one regional office, and several semi-rural health facilities. The
 
analysis of the administration, supply, and logistical systems and of their
 
support of field activities was as complete as itcould be, given circum
stances beyond the control of the team and the Ministry. An analysis by
 
functions follow!t.
 

1. Administrative Services
 

The director of the MCH/FP Division Is Dr. Raul Moran Tejada.
 
Dr. TeJada, recently appointed to this position, Is responsible for plan
ning, coordinating, and supervising the work of the MCH/FP Division at the
 
central level. Inaddition, he isresponsible for coordinating with the
 
regional offices the division's field activities. He does not have direct
 
responsibility for the supervision of field personnel. Supervisory respon
sibilities are directed from regional officos and hospitals.
 

The MCH/FP/N Division has a well trained and motivated central staff.
 
However, the staff issmall and its effectiveness, particularly in family
 
planning, is limited.
 

There is no responsible entity in the MOH for family planning activi
ties. The Minister and other high officials of the MOH are propcing to
 
establish a Division of Population that would assume sole responsiLility
 
for population activities and which would report directly to the Minister.
 
Another proposal is to establish a family planning section under the MCH/FP
 
Division. Given the serliuus demographic problems of the country and the
 
significant contributions from international donors to support population

activities, one would think that the MOH would have a family planning office
 
staffed with personnel who would have responsibilities for implementing
 
family planning activities.
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2. Supply and Logistical System
 

The MCH/FP Division stores and distributes the equipment,

drugs, and contraceptives independent of the Ministry's system. However,

the Ministry's central purchasing office isresponsible for purchasing sup
plies not provided by international donors.
 

The team observed that at the regional and local levels, there was an
 
adequate supply of contraceptives, equipment, and materials to carry out
 
family planning activities. The physicians and nurses interviewed in the
 
field indicated that there were sufficient family planning supplies. The
 
team visited the central warehouse, which was well stocked; items were
 
stored in an orderly fashion and inventoried inan efficient card system.

The chief warehouseman had a thorough understanding of the system of re
ceiving and disbursement. His chief complaint was obtaining transport to
 
move supplies to the field. The team visited the regional warehouse at
 
Santa Ana and found the same orderly situation as existed in the central
 
warehouse. Storage space at local health facilities was, inmost cases,

small and overcrowded. Even so, family planning supplies were separated

from other supplies and easily available to the staff. In all facilities
 
itwas noted that the inventory card system was up to date and standardi*e1
 
throughout the system.
 

Requisition of MCH/FP supplies has been tandardized. Health facili
ties forward their requisitions to the MCH/FP central warehouse eve-y three
 
months. The requisition for MCH/FP supplies is first approved by t?;e 
re
gional director and then by the director of the MCH/FP Division, and then
 
forwarded to the warehouse for processing and delivery. Delivery to field
 
facilities usually takes from 6 to 10 days, depending on the availability

of transportation. Itmust be noted that the facilities visited were in
 
close proximity to San Salvador.
 

The director of MCH/FP is concerned about delays in the purchase of
 
supplies and transport. The present system takes advantage of lower prices

for quantity purchasing. An average of 6 to 9 months Is required to fill a
 
request made at the institutional level. Delay occurs because it is re
uired that the Ministry's Purchasing Committee require the approval of the
 
Finance Ministry if the purchase price exceeds U.S. $1,000. The lack of
 
transport to distribute supplies to the field isa major problem.
 

There was a large supply of condoms and oral contraceptives at the
 
central warehouse. If the acceptor demand increases over the next few

years) there will be no shortage of orals or condoms in El Salvador. (See

ppendix B.)
 

Management of family planning activities at the central level should
 
be strengthened, ifcoordination between the central, reQional, and local
 
health levels is to be improved. An office at the central level should

have sole responsibility for family planntnq activities and should be
 
staffed by professionals who would devote their full time to MOH family

planning activities. Their responsibilities would be to supervise and co
ordinate voluntary sterilization, make evaluations, collect and analyze
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family planning statistics, and coordinate activities with international
 
agencies.
 

Because of the inadequacies of the transport systems of the MOH, the
 
shipment of MCH/FP/N supplies to the regional arid local health facilities

isdelayed and travel by supervisors and family planning referral patients

is restricted. The cumbersome system for purchasing supplies and medicines
 
delays delivery of such items for 6 to 8 months. 
Despite these logistical

problems, the major health centers and field posts have adequate family

planning supplies.
 

3. Finances
 

The 1979 budget of the MOH was $57 million, of which approxi
mately $150,000 were allocated to the MCH/FP Division. The $150,000 figure

is a summary budget which supports the division's activities. A breakdown
 
of funds used specifically for MOH family planning activities was not avail
able. 
 It isassumed that the majority of MOH family planning activities was
 
not available. It isassumed that the majority of MOH family planning ac
tivities isprincipally supported by UNFPA and AID. The MCH/FP Division has
 
a full-time accountant whose responsibility is to keep account of MCH/FP and
 
international donor funds.
 

With the assistance of the PAHO, the MOH has taken steps to adopt a

programming budqet system. The Ministry's initiative in this area iscon
strained by the national budgeting process, which isbased on line-item
 
forecasting.
 

4. Administrative Training
 

The majority of the field acmnistrators and managers has no
 
formalized training. No educational system exists in the country to satisfy
 
this need.
 

B. Salvadorean Demographic Association
 

The team observed SDA administrative and management functions at
 
the central office and inthree clinics. The team visited the three SDA
 
family planning clinics in San Salvador, Santa Tecla, and Santa Ana and ob
served clinic operations.
 

The management staff at the SDA iswell trained and highly motivated,
 
a reflection of the work of an active Board of Directors and the executive
 
secretary. NJo defects that Inany way hinder the field operations were ob
served by the evaluation team.
 

The organizational structure is illustrated in the chart inAppendix F.
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1. SDA Administrative Services
 

The activities of the administrative department are the responsibility of the executive director. 
The functions of the department are
to plan, direct, supervise, coordinate, and control 
the budget, accounts,
and purchases and to support the field stations. 
 Itwas observed that these
services function smoothly. 
One problem that the team observed was the
large staff that is presently on the SDA's payroll. The policy of the previous Board of Directors and executive secretaries was to hire more personnel than were needed. 
The labor laws of El Salvador make Itdifficult and
expensive to lay off personnel without cause. 
 The Board of Directors is
hesitant to reduce the number of staff because there are insufficient funds
for severance pay, which is required by law. 
 Some of the extra personnel

will be used inthe expanding SDA Eastern Province Project.
 

2. SDA Supply and Logistical System
 

The three SDA clinics have adequate supplies and materials to
support the routine services and the sterilization program. There isan
adequate supply of materials, contraceptives, and surgical equipment at the
central warehouse to support the three clinics. 
 The clinics are close to
the capital and facilities are available to transport supplies on short notice. The SDA transportation system isadequate to transport patients to
clinics and to move supplies from the central warehouse, but when the program expands in the Eastern Province, there may be need for additional
 
transport.
 

Insum, the administrative and logistical systems of the SDA are adequate and capable of supporting the SDA's present activities. Expansion
will probably require additional transportation. The excellence of leadership and the supervisory structure allow for effective control 
over SDA
 
activities.
 

Voluntary Sterilization Program
 

Sterilization services were formally introduced in the Salvadorean
family planning program in July 1974 with the assistance of the Association
of Voluntary Sterilization. 
 Before 1974, women who wanted to be sterilized
had to fulfill the following requirements: be 30 years of age or older,
have five or more living children, obtain written authorization from the
husband, and provide a blood or cash donation. Patients had to document
their age and number of living children. The result of the requirenents
was sterilization of a low number of women, even thouqh many women 
desired

that procedure as a contraceptive method.
 

With the introduction of surgical procedures as 
part of the contraceptive method offered by the family planning program, the rquirerents for
the sterilization of women changed to the following: 
 be 30 years of age
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and have one living child, or be 25 years of age and have two living chil
dren, or be any age and have three living children. The documentations on
 
age and number of living children were eliminated, as were the requirements
 
for the husband's authorization and any donations. These changes resulted
 
ina substantial increase in the number of women being sterilized.
 

Another important factor that contributed in the sterilization program
 
was the establishment of the national population policy in October 1974.
 
That year, the MOH offered surgical procedures in 18 of its health facili
ties. By 1980, 35 clini.:s and hospitals were offering sterilization services
 
throughout the country (see Table 23). The requirements for female sterili
zation changed again in 1979, when itwas established that a woman needed
 
only to have two living children to be sterilized.
 

All of these factors have resulted in the significant acceptance of
 
sterilization as a means for not having more children (see Table 2 and
 
Figure 1). The number of female sterilizations performed yearly doubled
 
from 1975 to 1978, when 24,162 sterilizations were reported. The number
 
of sterilizations declined 7 percent from 1978 to 1979.
 

As isshown inTable 24 and Figure 4, the number of vasectomies has
 
remained small and constant.
 

Between July 1975 and June 1977, 24,267 women (approximately 3 percent
 
of all ever-married women) in El Salvador obtained a tubal sterilization at
 
Ministry of Health hospitals and clinics. InDecember 1976, a nationwide
 
sample survey showed that 11 percent of all ever-married women aged 15-44
 
had undergone surgical coptraception. However, through 1977, the expected
 
decline inthe crude birth rate, which has ranged between 39.9 and 41.8 per
 
1.000 population since 1972, did not occur.
 

Three retrospective studies were made by the MOH to determine the
 
demographic characteristics of the women who obtained tubal sterilizations;
 
the most successful methods of attracting women into the FP program; the
 
reason the birth rate has failed to decline; and the psychosexual outcome
 
of tubal ligation on women. In the first study, data were abstracted from
 
the hospital consent forms of 24,267 women. In the second study, hospital
 
charts of a 10 percent sample of this population were reviewed Differing
 
sample fractions based on the number of procedures performed by 'he hospital
 
were used. The sampling fractions ranged from 1/2 to 1/20 of the patients
 
ina given hospital. In the third study, a 50 percent random sample of the
 
2,580 women inthe second study was selected for personal interviews. How
ever, only a 50 percent completion rate was accomplished, leaving on'y 604
 
women available for more detailed analysis. These studies were made between
 
October 1977 and March 1978. An analysis of the data obtained from the
 
three studies was published inApril 1978 by the Ministerlo de Salud Publica
 
y Assistencia Social de El Salvador in a report titled Evaluacion de Inter
vencion Quirurgica de Planificacion Familiar.
 

InMay 1978, the MOH requested technical assistance from the CDC to
 
further analyze the study data. The most important findings of that analy
sis are presented here. They were described by Paris and Conn in their
 
December 1978 trip report (Paris and Conn, 1979).
 



Table 23 

NUMBER OF CLINICS OFFERING FAMILY PLANNING SERVICES 
EL SALVADOR, 1980 

MR 

ISSS 

AVS 

TOTAL 

Clinics Offering All 
Methods, Including
Sterilizations 

26 

6 

3 

Clinics Offering All 
Methods, Except
Sterilizations 

234 

29 

0 

Lft_ 

Total 

260 

35 

3 

298 

Source: USAID/El Salvador. 
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Table 24
 

NUMBER OF STERILIZATIONS, BY INSTITUTION
 
EL SALVADOR, 1975-1979 

Institution 1975 1976 1977 1978 1979 

MOH Female 9,195 12,047 15,792 18,585 17,307 
Male 127 260 267 277 197 

ADS Female 965 1,077 1,718 2,665 2,810 
Male 375 399 392 346 305 

ISSS Female 2,047 1,859 2,551 2,912 2,297 
Male .68 92 113 254 149 

TOTAL Female 12,207 14,983 20,061 24,162 22,414 
Male 570 751 772 877 651 

Source: USAID/El Salvador. 

M64-.
 



Figure 4
 

VOLUNTARY STERILIZATIONS, FAMILY PLANNING PROGRAM
 
EL SALVADOR, 1972-1979
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A. 	Demographic and Socioeconomic Characteristics
 
Of Patient Sample
 

The following isa summary of the most important characteristics
 
of the women interviewed.
 

1. Urban - Rural Distribution
 

Forty-one percent of the women in the sample lived in urban
 
areas and 59 percent lived in rural areas.
 

2. Previous Ise of Contraceptive Methods 

lhe forin 	of contraception that each woman said was the primary

contraceptive she had previously used was coded under previous use. The ma
jority (55 percenL) had never used any form of contraception; another 35
 
percent had used oral contraceptives; and the rem aining 10 percent were dis
tributed 	among the other methods. However, the percentage of women previous
ly using 	contraception changed over time durlrg the two-year period under
 
discussion.
 

3. Duration of Use of Ccntriceptives
 

The 45 percent who had used some form of contraception were
 
asked how long they had used that method. Fifty-one percent had used the
 
stated method for more than 12 months and 35 percent for more than 24 months.
 

4. Age 

The median age of the women was 30.8 years. 

5. Gftqvdity. and Numbor of Living Children 

Ihe median numtbr of pregnancies in this satple was 5.7 and 
the median number of living eitld-,n was 4.9. 

6.Maia .tti 

The majority of the women Inthe sample eithqr entered into a 
consensual union (54 pti,tent) or a legal unioit (34 percent); only 12 percent 
wer not currently InA perdmanent union. 
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7. Education
 

The majority of the women in the sample (67 percent) had com
pleted between one and six years of school (39 percent had completed one to
 
three years and 28 percent four to six years), while 26 percent had no for
mal educitirn and seven pet-cent had o r six years.
 

B. Occupation
 

The majority of the women in the sample (55 percent) was not
 
iemployed. The remainder was equally distributed among vendors (9.0 percent),
 
domestic servants (6.0 percent), agricultural workers (8.3 percent), labor
ers (6.5 percent), and other low-paying workers (13.5 percent). Only 1.5
 
percent were employed as professional-administrative workers.
 

9. Economic Status
 

An index to evaluate the patient's economic status was derived
 
from varicus questions on income, type of residence, and number of people
 
living in the same room as the patient, and patients were classified as
 
having e'ther an adequate or inadequate economic status. The majority (93
 
percint) of the sample had an inadequate economic status.
 

B. Results of Selected Variables
 

1. Changes Over Time
 

The results of an analysis of many of the patients' character
ittics over the two-year period (examined in six-month intervals) were as 
i'oflots: I1,c total number of procedures performed, the percentage of inter
vA? procedures performed, the percentage of younger women with potential 
highbr graviJity who were brought into the program (',uw age at first preg
nency and wLm".n oho were previously non-contraceptors) ml increased over 
tine. No change was found to occur ovc tie in the folIowlrng categories: 
education, marital status, number of livinq children, urban-rural residence, 
percentage of ho-e deliveries, or outcoxne of last delivery. The percentage 
of tubal ligicions performed as interval procedures inc.r sed from 27 per
cent between July and December 1975 to 45 percent from July 1976 to June 
1977.
 

The median age of %omen in the sample decreased from 32.2 for the
 
period July-December 1975 to 29.1 for the period January-July 1977, as
 
can be seen in the followng table.
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Median Age for Each Time Period
 

July-Dec 1975 Jan-June 1976 July-Pec 1976 Jan-June 1977 Total
 

Median Age 32.2 31.1 29.5 29.1 100.0
 

n=114 n=132 n=161 n=180 n=587
 

The percentage of previous non-contraceptors who were being szerilized
 
increased from 54 percent in the period July-December 1976 to 62 percent in
 
the period January-June 1977.
 

The percentage of women with early first pregnancies (less than 20
 
years old) increased during the four time periods of the program from 57
 
percent during June-December 1975 to approximately 64 percent in the period
 
January-June 1977. However, the median family size did not change during
 
that period. Another important finding was that even though the program
 
was designed to attract more rural women, no change was found to occur in
 
urban-rural distribution during the four time periods.
 

2. Type of Procedure
 

Since the performanl;e of interval (i.e., non-postpartum) tubal
 
ligations may be expected to have a greater effect on the birth rate than
 
postpartum tubal ligations, variJus variables were evaluated for their asso
ciation with interval procedurei. The following demographic factors were
 
associated with a greater chance of receiving or seeking an interval pro
cedure: being more educated, urban residence, having less than three chil
dren, having had the last delivery at home, and having been a previous
 
contraceptor. The following factors did not influence the patient's chances
 
of receiving or seeking an interval procedure: marital status, age, and
 
outcome of last pregnancy.
 

3. e 

To have the greatest effect on efforts to reduce a country's
 
birth rate, a sterilization program should attempt to Pttract women who
 
have not yet reached a high gravidity. Since a woman's gravidity ishighly
 
associated with her age, it is also Important to attract younger women into
 
the program. To determine what variables were associated with the younger
 
M.'en who were receiving tubal ligations, age was cross-classified with re
gioh. marital status, and education. Younger women were found to more likely
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receive tubal 
ligations if they were educated, unmarried, and living in
Regions IVand V. (Some of these variables are discussed below.)
 

A higher percentage oF the younger women 
(30 years old or younger)
were married; 63 percent of the unmarried women were less than 31 years
old, as compared with 50 percent of the married women for the same age

group.
 

4. Previous Use of Contraception
 

For a sterilization program to have a lowering effect on a
country's birth rate, itmust attract women who are at risk of having additional pregnancies. 
 Sin:e women who are currently not contracep"ing are at
a 
greater risk of having additiondl pregnancies, multiple cross-classiflcations
 were performed to determine which demographic Aaracteristics were associated
with the history of previous use of contraception. A history of previous
use was found to be associated with: a higher education, a higher economic
status, marriage, urban living, lower gravidity, work in the labor, administrative-professional-technical professionts, work in the vendor fields, an
increased chance of getting an 
interval procedure, and a shorter hospital
stay. 
Previous use was not found to be associated with: place of last delivery, outcome of last pregnancy, or age. The only demographic factors
associated with longer duration of use were: 
 being older, having more than
 seven years of education, and living in urban areas.
 

5. Number of Living Children
 

To beneficially affect the birth rate, a 
sterilization procedure program should seek to attract women before they produce a large family.
Therefore, various variables were eveluated to determine what demographic
factors might be associated with a woman seeking a tubal 
ligation before
she had obtained large family size. 
 The women who sought a tubal ligation
before obtaining a large family were more likely to have a higher ';ducation,
to work in a professional, technical, 
or service field, to be urban, and to
be younger. Non-associated factors were: 
 marital status, economic status,
bad outcome of last pregnancy, and duration of contraceptive use.
 

6. Urban-Rural Distribution
 

The rural women who received a tubal l gation had more pregnancies, had larger families, were slightly younger /t first pregnancy,
were more likely to have had their last delivery at home, and were less
likely than urban women to 
live in Region V. Rural 
women were similar to
urban women in the outcome of the last pregnancy, age, and marital 
status.
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7. Place of Last Delivery
 

Since one index of an effective government-sponsored tubal
 
ligation program may be how well itattracts women who had their last de
livery at home (women who pretiously had possibly not been involved in the
 
medical system), the place of last delivery was stratified against various
 
demographic factors. The following women were more likely to have had a
 
tubal ligation after a home delivery: those with a lower occupational lev
el, lower economic levels, rural women, younger women, women with fewer
 
living children, and women with lower gravidities (age may be a factor for
 
the last two groups). The percentage of post-home deliveries did not change

with marital status, previous contraceptive use, or time (even though the
 
percentage of interval procedures changed with time).
 

As of 1977, the effect of the program on crude birth rates wa, as
 
follows: Three recent studies suggest that the decrease in the birth rate-
a result of this program--would be small at that point intime. The studies
 
are discussed below.
 

The following isan excerpt from a paper on contraceptive prevalence
 
surveys and their use in evaluations of FP programs.
 

During the 18-month period between July 1975 and December
 
1976, the Ministry of Health inEl Salvador provided sur
gical contraception services to approximately 18,000 women,
 
or almost 4 percent of the married women of childbearing
 
age, but no decline in the crude birth rate in 1977 was
 
observed compared with either 1975 or 1976. Although

prevalence surveys are scheduled at three-year intervals
 
in El Salvador to provide data for program evaluation,
 
a supplement was added to the December 1976 National
 
Labor Force Survey to obtain current data on contracep
tive use. There wa,; an absolute increase of only 1.5
 
ercent in use of cortraception in the 18-month period
 
etween the two surveys (from 19.3 percent to 20.9 per

cent). The small overall net increase was due to a
 
decrease inreliance on non-permanent methods of contra
ception while sterilization had increased. The usage of
 
sterilization had increased by 4 percentage points, which
 
was offset by a decrease inusers of non-permanent meth
ods of contraception of 2.5 percentage points. Thus,
 
evidence was available to show that the increase inuse
 
of sterilization was not a net additive increase to total
 
contraceptive use. The 1978 Contraceptive Prevalence
 
Survey Iscurrently under analysis and will provide up
dated information to measure program achievement or
 
document the lack of program achievement.1
 

L.Morris et al., "The 'e of Contraceptive Prevalence Surveys to Evaluate
 
the Family Planning Program in El Salvador and Other Countries in Latin
 
America," A Paper Presented at the Annual Conference of the Epidemiologic
 
Intelligence Service, 1979.
 

I 
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According to one regression analysis, an increase of 2 to 6 percentage
 
points in the proportion of couples using contraception reduces by one point

the crude birth rate (Northman, D.L. and E. Hofstatter, Population and Family

Planning Program (9th Edition), New York, Population Council, 178). Since
 
the 25,000 women sterilized in El Salvador represent only 5 percent to 6
 
ercent of the married women of -,product:-,- age in El Salvador, the crude
 
irth rate would only be expected to drop one point at most. However, in
 

light of the data discussed above, an absolute increase of only 1.5 percent

inthe use of contraception would be expected to result ina decline of less
 
than one point in the birth rate.
 

In a recent evaluation of data on the 1971-1975 sterilization program

in Panama (marriage duration-specific birth rates and birth rates specific
 
for duration since the birth of the last-wanted child were used), itwas
 
found that the number of births averted by sterilization ranged from 0.8
 
births per woman to 1.1 births per woman. If these data were applied to
 
the El Salvador program, the total number of births averted would be 25,000.

Since these births would not have all occurred inone year--they would have
 
been spread over the remaining 10 to 15 years of reproductive life--one
 
could expect to see very little change in the crude birth rate inone to
 
two years (Westoff, C., J. McCarthy, N. Goldman, and F.Mascarin, "Contra
ceptive Sterilization and births Averted in Panama"; unpublished data).
 

According to Paris and Conn, results of the present survey also indi
cate that a decline in the 1977 birth rate should not have been expected.
 
The results indicated that women who received a tubal sterilization in the
 
first year of the program were older, of a higher qrai;dity, and better
 
contraceptors and that they therefore had a lower fertility potential than
 
women who had the operation inthe second year of the program. Itwould be
 
expected that women sterilized inthe first year of the program would not
 
have had as many potential births averted by sterilization as women steri
lized in the second year. A decline inthe birth rate in 1978 should be
 
indicative of the averted births of the second group. However, according
 
to data presented in this report in the section on "Demographic Trends and
 
Use of Contraceptives," the expected effect did not occur. Unfortunately,
 
no data are available on continuation rates for women who used temporary

methods in 1978 and 1979 or on the characteristics of patients who were
 
sterilized during those years. Itwould be useful to know the ages and
 
parity characteristics of these groups.
 

As the data presented inthis section show, there isneed to focus
 
family planning resources on families with high fertility potential. If
 
the objective of the government program is to rapidly reduce the birth rate,
 
priority should be given to outreach and promotion activities to provide

family plenning services tn younger women with low parity and, specifically,
 
to women 15 to 24 years of age.
 

Program Statistics
 

The family planning program in El Salvador does not have a unified
 
data system that provides periodically accurate program statistics.
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National data of the family planning program must be viewed with

caution because of the large number of duplications and ovor-enumeration.
 
Itisestimated that the figures for new admissiona have been river-counted

by 20 percent (Morris, 1979). Duplication occurs for the following reasons:

When a patient isseen ina clinic for the first time, she isclassified as
 
a "new admission." That means that, ifthe patient receives services in
 
more than one clinic, she iscounted as a new admission ineach clinic.
 
Duplication also occurs when a patient changes institutions; for example,

a patient receiving services ina MOH clinic might move to a SDA clinic.
 
Patients who have discontinued contraceptive methods for any reason and who

begin receiving family planning services again are also counted as new ad
missions, and not as readmissions to the program. There isno mechanism to
 
determine the actual number of new acceptors (patients who have never used
 
contraceptives before) and readmissions.
 

Another deficiency of the family planning program data system isthe
 
inaccuracy of active-users statistics. According to the MOHI norms, a pa
tient should be considered to have been terminated inthe program ifshe
missed her last appointment for more than two months. This norm isnot al
ways enforced and many patients who should be considered inactive are
 
counted as active users.
 

Several studies made before 1976 show that the number of active users

reported by the program was over-counted by 40 percent to 50 percent (Morris,

1979).
 

The two contraceptive surveys conducted in 1975 and 1978 (FESAL 75
 
and FESAL 78) provided useful information to measure program achievement,
 

.or the lack of it. The results of those surveys, as well as the findings

of a study on sterilization services, are discussed elsewhere inthis re
port. The studies provided useful information on the effect the program

had inthe past. However, they did not provide a mechanism to monitor pe
riodically the program to determine whether the tasks planned to react 
the
 
government population goals are being achieved.
 

Taking into consideration the considerable duplication of patients,

the family planning program as of 1979 had a deficit of about 20,000 new
 
acceptors per year. (See section on "Trends" inthis report.) 
 This fact,
th fact that the sterilization program isreaching older women who have
 
three or more living children, and the low continuation rates for oral

contraceptives explain why the family planning program inEl Salvador has
 
not affected the crude birth rate.
 

Ministry of Health Rural Health Aide Program
 

The MOH initiated its Rural Health Aide Program in1976. Th new
 
category of health personnel was established to provide outreach ano some
 
primary health care services inrural areas. RHAs are resp( ;.ble for nre
ventive care through the education of rural families inqeneral health.
 
Maternal-child health and nutrition are emphasized. InAddition, RHAs
 
promote improved use of health facilities through Pduca%.eon and referral.
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The activities of the RHAs include:
 

--collection of data on all families in the area, including
 
information on age of family members, family planning prac
tice, infant mortality, and water and w-;te disposal systems;
 

--selection of" 100 families (on the basis of sanitary and
 
economic conditions, presence of women of fertile age, and
 
number of children under 5)on which to focus activities;
 

--health education through home visits and group meetings;
 

--referral to health facilities, especially for pre- and
 
postnatal care and well-baby care, with emphasis on vacci
nation, malnutrition, and family planning;
 

--delivery of contraceptives (condoms and subsequent cycles

of orals); anti-parasitic medication; symptomatic treatment
 
for muscle aches, mild diarrhea, and eye infections; and in
tramuscular injections as prescribed by medical officer; and
 

--first aid.
 

The RHAs are selected from the community where they will work and par
ticipate ina 10-week training course designed and implemented by the Public
 
Health Training School. Graduates become salaried MOH employees. As of
 
July 1980, 340 positions for RHAs existed. Only 260 of these positions

have been filled. Thre has been a spate of resignations in rural areas be
cause of the political situation. Plans are to expand this program to in
clude over 1,000 rural health aides by 1982.
 

The responsibility for supervising the RHAs has been transferred re
cently from the malaria workers to a team of supervisors who, inturn, are
 
supervised by the staff of the regional health office. At present, each
 
supervisor covers approximately 10 RHAs and visits each community twice a
 
month. Supervisors also receive training at the Health Training School.
 
The supervisory system appears to function quite effectively, though the
 
degree to which ithas been integrated into the system of health posts
 
centers, and units varies from region to region.
 

Although the program iswell designed, with practical objectives in
 
areas essential for improved health levels inrural areas, opinion varies
 
as to how successful it has beer, particularly infamily planning. Critics
 
claim that RHAs have made few - 'rrals for family planning to MOH health
 
facilities and have distribut-' ,, few condoris and pills. Although a
 
comprehensive evaluation o' 1 that few referral cards
raml indicates 


I Ministerlo de Salud Publica y Asistencia Social, Division MCH/FP/N,
 
Informe Final do la 11 Evoluscion do] Programg de Ayudantes Rurales
dlSalud. 19136.
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from RHAs are received inhealth posts in all four rural 
health regions,

the main source of family planning information in the community is reported

to be the RHA. Furthermore, the RHAs indicate that they spend the greatest

percentage (29 percent) of their time on family planning, that family Planning isthe activity most needed by the community (22 percent), but that it

is also the area in which it ismost difficult to work (33 percent).
 

Inreviewing the findings of a team that visited the field, the

authors conclude that implementation of this program, particularly in
 
collaboration with MOH facilities, varies among the regions. 
 For example,

in the Central Region, where the program is strongly supported, there is

close and continual coordination between the RHAs and the health posts,

with RHAs working one day a week at the posts and, at the same time, re
ceiving on-the-job training and supervision. In some other districts it
 
appears that health post workers have relatively little contact with RHAs.
 

Itwould not be judicious to evaluate RHA performance only on the be
sis of the number of referral cards received at health posts because many

communities have access, by bus, 
to several health care facilities. For

example, the people of Canton Nazaret inDepartment La Libertad are referred
 
to the nearest health post, which takes about an hour to reach on foot. 
The
 
hospital in Santa Tecla, however, can be reached by bus in less than an hour

and a person can take care of other business while in the city. Thus, re
ferral to the hospital becomes the most attractive alternative. Since hospitals are administered separately from the rural health infrastructure,

they do not process the RHAs' referral cards. There are numerous examples

of lost referral cards and other problems in each region, despite patient

follow-up.
 

RHAs have a problem with health facility schedules and finding avail
able physicians. When a woman isreferred by a RHA for family planning and
 
travels for several hours to a health post only to be told that the doctor's

schedule isfull 
or that she will have to wait six hours, she is likely to
 
take her referral card home and to take the RHA's advice less seriously in
 
the future.
 

RHAs ingeneral appear to be well trained and well supervised. Salary

levels are high enough and rural employment opportunities scarce enough that
before the increase inpolitical activity in rural areas, there was virtual
ly no turnover. Part of the RHA's job is to know who is practicing family
planning in the districts. The RHAs who were contacted not only knew this
 
information, but they had identified what they thought were the obstacles
 
that were preventing certair families from practicing and were trying to
 overcome these obstacles through continuing education and through the pro
vision of additional materials appropriate for the target populdtion. One
 
obstacle cited by RHAs is lack of transportation to escort men and women to

sterilization facilities. When vehicles were provided on Fridays and Satur
days insome parts of the Western Region, sterilization rates increased
 
significantly.
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Staff Training
 

A. Ministry of Health
 

The MOH Training Department, part of the Department of Human
 
Resources, ismade up of three units:
 

* 
Nurse Training Unit (responsible for the three nursing schools and the three nurse auxiliary courses)
 

9 Continuing Education and In-Service Training Unit
 

* Health Training Schj)ol.
 

The Health Training School designs and implements training in primary
health care, administration, and integrated health care. 
 The school has
placed strong emphasis on family planning information and motivation. The
Office of Primary Health Care conducts training programs for RHAs, RHA supervisors, and traditional midwives. 
 The courses appear to be well 
designed
and responsive to the needs of the various MOH units and of field staff.
However, the school 
can only respond to requests from offices within the
Ministry and itcannot initiate courses for which it identifies a need
through its training experiences. The director and his staff work hard and
have experience in the design and implementation of training programs.
would seem that they are It
inan excellent position to play a larger role in
the determination of training needs, and particularly follow-up and continu
ing education.
 

Nurse-auxiliaries receive a 

a 

year of training and then spend a year in
MOH health facility before they are licensed. Nurse-auxiliaries began to
be integrated into the system in the 1950s and they appear to be functioning as effective members of rural health teams and as 
caretakers of health
posts on days when the physician isrotated to another health post. 
 During
their years of theoretical training, they receive some training infamily
lanning promotion and service delivery to provide backup to the physicians.
he MCH/FP Division has identified the need for additional auxiliaries
trained infamily planning. Several courses have been proided for the
auxiliaries by the Health Training School.
 

The Health Training School, again inresponse to a request from the
MCH/FP/N Division, initiated a training program for maternal child health/
family planning nurses in 1976. 
 Between 1976 and 1978, five 12-week courses
were given to 63 nracticing nurses. 
 This new category of specialized nurses
has helped to meet the demand for qualified non-physician personnel within
the MOH and the community's demand for MCH/FP services. 
 However, the MOH
has decided that Instead of creatin specialized nurse categories itprefers to integrate the curriculum for these nurses 
into the MCII courses at
the nursing schools. 
 To this end, nursing Instructors are now working with
staff of the Health Training School. 
 Inthree years, all graduating nurses
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will have received a significantly increased number of hours of MCH family

planning training. Another reason that may underly the MOH's decision to
 
terminate the specialized nursing courses is the severe shortage of nurses
 
throughout the country. It is anticipated that 200 rural health nursing

posts will remain unfilled in 1981. Itwould be difficult for the MOH to
 
release working nurses for the 12 weeks of training.
 

Training of RHAs and RHA supervisors appears to be comprehensive and
 
effective. Though the supervisory system provides for some in-service
 
training, refresher courses for both categories of personnel should be en
couraged, and particular emphasis should be placed on program coordination/

backup support and on continuing motivation in family planning. Refresher
 
courses could provide a forum at which to address such pressing issues as
 
lack of program coordination, rumors about side effects, male resistance,

and religious/cultural resistance. Other members of health teams working

with rural populations should be included in this training.
 

The course of study for physicians includes a one-year rotating in
ternship and a year of social service, usually in a rural health unit or as
 
a member of a 
mobile team serving several health posts. During the rotating

internship, 10 weeks are set aside for public health training, and two of
 
these weeks are devoted to training at the Health Training School. Two days
 
are set aside for family planning training.
 

The MOH recognizes that the training described above is inadequate

and does not prepare young physicians for the reality of work in rural
 
areas. Certainly, insufficient attention isgiven to the provision of fam
ily planning advice and service. Some physicians receive in-service train
ing in IUD insertion and sterilization during the rotating internship and
 
some have been provided with short-term specialized taining. The MOH in
tends to systematize training for these graduating physicians. Such train
ing isplanned as part of the UNFPA-supported MCH/FP project.
 

The MOH has made several efforts to integrate traditional midwives
 
into the formal health systems. RHAs are instructed to contact the local
 
midwives, to work with them in prenatal care and delivery, and to educate
 
the midwives in family planning. Nurses and auxiliary nurses also are en
couraged to collaborate with the midwives. In 1979 the Health Training

School held a course incommunity distribution of contraceptives for mid
wives. Some of the trainees have been functioning effectively as 
distribu
tors of contraceptives. Additional courses are planned as [irt of the
 
UNFPA-sponsored MCH/FP project.
 

Also planned for the UNFPA project are the above-mentioned courses in
 
family planning for medical students, sterilization training for physicians,

and additional training for nurses, auxiliaries, and rural health volunteers.
 

B. SDA
 

There has been little staff turnover, and the SDA has taken ad
vantage of training opportunities abroad. Inaddition, the SDA has developed
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its own model sterilization training program and has reached a level of

sophisticated service delivery and outreach programing that enables it to

provide much of its own staff training. Courses are regularly given for

physicians, nurses, auxiliaries, and social workers, with additional train
ees coming from family planning programs inother Central American countries.

Inthe early 1970s, as SDA clinics were transferred to the MCH, the SDA also
 
provided refresher training to MOH personnel.
 

In recent years, many SDA staff members have attended "Pro Familia"
 
training workshops in Colombia. All three supervising nurses in the urban

clinics have attended more than one course abroad and have worked with SDA
for over eight years. Thus, other than the training of CBD staff for the

Eastern Region project, no large-scale efforts are needed or foreseen for
staff training within the SDA. 
However, SDA staff should be encouraged to
maintain these high training levels through participation incourses abroad

and through the organization of seminars and workshops in El Salvador. Fam
ily planning personnel from GOES should be included in these activities.
 

National Population Commission
 

The National Population Commission (NPC) was established by Decree 20
 
(see Appendix G) in 1974. 
 This was the first national commitment to popu
lation planning. 
The NPC was placed under the Office of the President and
 
was transferred in 1977 to the Ministry of Planning and Coordination of

Economic and Social Planning by Decree 29 (see Appendix H). The NPC is

technically the highest level government organization that deals with demo
graphic matters.
 

The NPC is served by a Technical Committee for Population (TCP) which

is composed of the heads of all public and private institutions concerned

with population issues. The TCP undertakes the necessary studies for popu
lation formulation, proposes alternative measures, and executes the decisions

of the NPC. 
Decrees 20 and 29 are wide ranging in their assignment of responsibilities and activities; the NPC is instructed to find ways to improve

nutrition, reduce the rates of mortality and morbidity, and improve employ
ment opportunities and the general socioeconomic condition of women. 
 The

1978-1982 Development Plan explicitly incorporates the goal of fertility

reduction for the first time.
 

The TCP isheaded by a full-time chairman and convenes weekly. The
 
four content areas covered are family planning, nutrition, international
migration, and mass communication. The TCP isempowered to coordinate the

potivities of the public and private agencies working inthese four areas

tnd to provide a stimulus for future activities. Italso oversees the spe
cific programs on population/family planning that are identified inthe
 
National Development Plan.
 

The scope of work for the TCP covers the following areas:
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--integrated education;
 

--integrated health services;
 

--employment and development of human resources;
 

--institutional structure for population activities;
 

--population legislation;
 

--migration;
 

--population research and evaluation;
 

--regional development;
 

--development and conservation of natural resources; and
 

--social communication.
 

The present staff of the TCP is one director, one economist, one so
cial worker, two demographers, and one communications technician. These
 
professionals' primary responsibilities are to coordinate with the public

and private agencies the planning stages of the diversified programs pro
posed for funding by international donors. The staff recently updated a
 
1974 policy paper to better define and clarify the role, function, and re
sponsibility of the TCP. There is a definite need for a prestigious pro
fessional assistant at the director level who can provide technical and
 
administrative support to the director and staff and who can be a driving
 
force in the effort to build collaborative relationships with other organ
izations.
 

The demographic situation in El Salvador requires that all public and
 
private sectors coordinate their efforts to plan and implement population
 
programs that are directed at reducing the fertility rate. The TCP has a
 
legal mandate to assume the role to support relationships that would con
tribute to improved communications and increased coordination between the
 
TCP, the public and private sectors, and the international donors and tc
 
resolve and minimize conflicts or problems among these organizations.
 

Reinforcing the leadership role and augmenting the professional staff
 
of the TCP could be crucial to the establishment of a viable organization
 
that would assume the principal role of ensuring that national population

activities are implemented inaccordance with the population policies es
tablished by the National Population Commission.
 

AID recently approved a proposal of the Population Technical Commit
tee of the Ministry of Planning to conduct a one-year, $200,000 umbrella
 
project inpopulation education. The overall project will move beyond an
 
educational approach to family planning to institutionalization of a broad
based population education concept to be adopted by a variety of institu
tions. Among the predicted results of this program are heightened awareness
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among agency staff and the rural population of the national demographic/

ecological problem and elimination of some barriers to family planning ac
ceptance.
 

This ambitious project requires coordination at all stages with the
 
Ministries of Education, Agriculture, and Health and Interior, and with the
 
ISSS and SDA. Specific training plans are to be developed by an inter
institutional technical team. A three-stage-multiplier effect will result
 
in 200 trained technicians/supervisors and 800 trained promoters. Training

will be provided inworkshops, seminars, conferences, etc., in family life
 
and family planning, sex education and family planning, demography, ecology,

and materials development and use.
 

If successfully implemented, the project will fill an important gap

identified by the team: the lack of substantive inter-institutional coop
eration at central and local levels. This project could provide the pivotal

vehicle for moving beyond a limited approach to population education and for
 
instituting the coordinated extension of the mass conunication campaign.

However, past experiences with inter-institutional efforts spearheaded by

the Population Technical Conmittee cast doubt on the feasibility of imple
menting the project. The formation and functioning of the technical team
 
will be determining factors in the implementation of the project. Thus, it
 
is suggested that every effort be made to provide this group with the neces
sary training and technical assistonce.
 

External Donors
 

A. AID
 

Among the bilateral and multilateral donors, AID has played an
 
important role in support of national population programs. AID bilateral
 
population assistance, from the initial Population Project in 1966 through

fiscal year 1980, has totaled $5.6 million (see Table 25). The objective

of AID's assistance has been to strengthen the institutional capacity of
 
the public and private agencies to enable them to make available family

planning information and services. Specifically, AID bilateral assistance
 
as been concentrated in five areas: technical assistance, provision of
 

contraceptive supplies, primary support for voluntary sterilization pro
grams, support for the development of the family planning infrastructure,
 
and support for training of personnel to provide family planninq services,

including administrators, physicians, nurses, and rural health aides. AID's
 
development assistancr, to population activities in [l Savador isbasically

compatible with the mijor socioeconomic development proqIra:,s of the GOES.
 

Inconjunction with the UNFPA, IPPF, and other donors and qrantees,

AID has contributed substantial assistance to the Ministry of Health MCH/

FP/N Division to achieve its objectives. AID was responsible for the MOH's
 
assumption of an increasing proportion of the program budget.
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Tatle 25 

tUMULATIVE UAIO/ES P-VIVAYTON AND FAMILY PLANNING 
PROJECT FINDING 1/ 

Institutior 

Salvadorean 
Denmraphic 
Association 

MOnst y f. 
Noll 


Salvadorean 

Social Security 

Institute 


""earr 

1966 
1967 
1968 
1969 
1970 

1971 
1972 
197)3

1974 

'1975 
1976 

1977

1978 

1979 

1980 

1968 

1969 


1970 

1971 

1972 

197 

197

1975 
1976 

1977 

1978 

1979 


1970

1971 
1972 
1974 

1975 

1974 
1977 


:SAI+3 Irant 

30,000 
89,000 
87,000
99,000 
93,000
 
90,000 

119,177 
125,713

11,0ooo 

23,407
 
284,010

117,461
 
271,486
 
650,0o0
 

SUB-TCTAL 

192,700 
215,000
 

302,795
 
200,000
 
199,170
 
103,800
 
136,200

193,t469
196,000 
244t667
 
447,000
 
266,221
 

StUB-TOTAL 

70,000

101t285 
39,488
 
95,800
 
39,100

33,000
8,735

31,323 

SUB-TOTAL 

"one= TOTAL 

$2,191,254
 

$2,697,022
 

$ 418,731
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Table 25, cont.
 

Institution Year USAID Grant Money TOTAL 

Union Coriunal 1971 $ 3,000 
1972 
1973 

9,650 
-

1974 
197 

-" 
-

1976 27,590 

SUB-TCTAL $ 45,240 

.,nitry of 1979 58,564 

PlannI ng 1980 200,000 

SU3. OTAL $ 258,564 

GRAND TCTAL 5,610L.811 

1/ Lic. Roberto Chavez B.# USAID/E1 Salvador. 
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Inaddition to direct support to the MOH, AID also has provided direct
support to other GOES agencies, such as the ISSS, the SDA, and the Ministry
of Planning. AID has contributed directly and indirectly to the support of
non-governmental and private sector organizations that have played a signif
icant role inthe national effort; for example, the SDA receives support

from the IPPF, DAI, and AVS which, in turn, receive support from AID.
 

B. UNFIA
 

Support has been provided by the UNFPA to the Ministry of Health's
MCH/FP Program since 1975. 
The MCH/FP project, which previously had been

executed by the Population Council, was expanded considerably in the new
four-year proposal approved in August 1979. 
The Ministry of Health is directly responsible for the implementation of project activities; occasion
ally itreceives from PAHO technical assistance inadministration, health

education, and research and evaluation. Three million dollars have been
allocated for this project; approximately $1million will be used to pro
vide salary support for national personnel and $1.4 million will be used
 
for equipment.
 

Project activities are organized under seven mutually reinforcing subprograms: clinical activities, primary health care in rural areas, provi
sion of technical assistance in family planning to other government insti
tutions, clinical and primary health care training, information/education,

research and evaluation, and administration. Nearly all the national posi
tions financed by the UNFPA are to be absorbed by the government during the

following year. An additional $355,000 of rephased funds from the previous
MCH/FP project will be used to construct or modernize and equip four regional health training centers; construction is scheduled to begin in late
 
1980.
 

The IJNFPA isalso supporting the population census, scheduled to be

conducted in late 1980. 
 While the census project appears to be proceeding
according to schedule, the MCH/FP project was experiencing a low implemen
tation rate inJune 1980, largely because of the political situation in the
 
country. The assumption by the MOH of direct execution has undoubtedly
contributed to delays in implementation as the MCH/FP/N Division begins to
organize its staff to absorb the administrative aspects of the project.
 

C. IPPF
 

The IPPF continues to support various program activities of the

SDA, its local affiliate. However, the percentage of the SDA budget con
tributed by the IPPF was 
reduced from 57 percent in 1979 to 47 percent in
1980, and it isprojected to be reduced to 27 percent in 1981. 
 The SDA
projects supported by the IPPF in 1980 include the oper-ntion of clinics,

special projects (private physicians and contraceptive vending machines),

training, project evaluation, administration, and volunteer activities.

The IPPF's total contributiin to the SDA in 1980 was $428,291.
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D. Non-Governmental Agencies
 

Non-governmental agencies have over the past years provided funds
 
to public and private agencies in El Salvador for the development and imple
mentation of the various population activities that the bilateral donors
 
did not directly fund. Programs supported by these agencies were designed
 
to fit their specific technical capabilities and to fill program gaps not
 
suitable for bilateral support for one reason or another. Insome cases,
 
these agencies supported short-term activities to meet current needs.
 
Others are continually providing technical backup requested from the
 
government or private agencies.
 

Responsibility for monitoring and managing non-governmental agencies'

inputs isshared ',y the host country recipient agencies and AID. Many of
 
the agencies that :rovide assistance are centrally-funded AID grantees and
 
contractors whosf Ictivities in El Salvador are monitored by USAID/ES. The
 
National Popild(i on Committee was directed to coordinate the activities of
 
the non-governmental agencies with those of the host country recipients.
 
The committee has not effectively assumed this role and at times ithas
 
been counterproductive.
 

The evaluation team did not have time to evaluate the performance of
 
all the agencies now actively implementing programs. (The IPPF, a major
 
donor, is discussed separately.) The team's opinion is that IPPF support
 
and programs have been technically sound and their implementation as good
 
as can be expected given the difficult socio-political situation that has
 
existed in the past few years.
 

The Program of International Education inGynecology and ubstetrics
 
at Johns Hopkins (JHPIEGO) arid the Association for Voluntary Sterilization
 
have provided adequate support in training, equipment and technical assis
tance to those Salvadorean agencies concerned with the national voluntary
 
sterilization program.
 

The International Fertility Research Program (IFRP) has conducted
 
evaluation studies of family planning services and has initiated several
 
clinical studies of contraceptive techniques.
 

The Center for Disease Control (CDC) has produced over the past few
 
years some excellent technical studies requested by USAID and the GOES.
 
The team's concerns are that these studies have been underutilized and that
 
many of the reccmmendations have not been implemented.
 

Over the past years, numerous non-governmental agencies have contrib
uted to the development of El Salvador's population effort. A majority of
 
these agencies was responsive to the needs of the times when their technical
 
capability was most helpful. A few of these agencies failed in their tasks
 
for reasons the team did not investigate. Overall, the team feels that the
 
non-governmental agencies have provided invaluable program and technical
 
resources; they have focused on specific program categories and thus
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enabled the recipients to experiment with, develop, and implement activities
 
that otherwise would not have been initiated under bilateral and multilateral
 
grants.
 

Grant funds contributed by USAID to support family planning projects

in El Salvador are listed in Table 25 by institution and year (see pages
 
80-81).
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V. RECOIENDATIONS
 

Recommendation 1
 

With AID assistance, the Ministry of Health should take steps to

implement priority actions to strengthen and expand the capabilities of

the Ministry's family planning program.
 

A. Rationale
 

The team found that there was no entity or staff member within

the MCH/FP/N Division with sole responsibility for the MOH family planning
program, with the exception of the director of the division. The director

has many responsibilities other than family planning and cannot devote sufficient time or effort to the FP program. This isalso true of the MCH/FP/N
supervisory staff. International donors and the Ministry of Health allocate
 
a large amount of financial and material resources to family planning and

consider this program to be of the utmost importance. This should justify

these agencies' contacting a responsible institution or person with knowledge of the program to plan and implement activities. The team observed
that, with the exception of the director of the MCH/FP/N Division, no other

staff member has complete knowledge of program activities.
 

The present data collection system isnot adequate at either the field
 
or central level. The system isproviding inaccurate data on the acceptors,

and the data are not being analyzed to provide an administrative or evalua
tion tool to correct problems in the progran. 
 To maintain a viable ongoing
program, continued in-service evaluation is required. This, in turn, requires accurate data on patlent statistics.
 

The team observed that the present services at the family planning

clinic need to be improved so that better services can be provided to family planning acceptors. Professional technical supervision of these
 
services isspotty. 
The family planning acceptors are not receiving the
 
type of services that are conducive for their return to the clinic; hence,
there is a large dropout rate. 
Periodic supervision and the establishment

of more accessible schedules would help to alleviate many of the existing

problems.
 

B. Implementation
 

The evaluation team identified areas where immediate action would

strengthen and improve the Ministry of Health's family planning program.

These actions are as follows:
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1. Recommended Ministry of Health Action
 

e A separate entity should be established within the
 
Ministry and given sole responsibility for imple
menting, managing, and coordinating the family
 
planning program.
 

# 	The MOH should assign to the above office a techni
cally qualified staff of professionals and the
 
necessary support staff, whose sole responsibilities
 
would be to direct, manage, supervise, and evaluate
 
the implementation of MOH family planning activities.
 

* 	Internal evaluation criteria for continual reviews
 
of the program's progress inaccomplishing program
 
objectives should be established.
 

* 	The present family planning data system should be
 
reviewed to correct the over-counting of new and
 
active users and to use other information, such as
 
contraceptive prevalence studies, patient-flow an
alysis, and contraceptive inventory and flow, to
 
provide information which management can use as an
 
administrative tool to evaluate and to improve the
 
clinics' family planning services.
 

* 	The objective should be the improvement of the qual
ity of services at existing family planning clinics
 
before the expansion of the present service system
 
isconsidered. The following actions, some of which
 
are discusse. in detail in other recommendations,
 
should be taken:
 

a. Establish a mechanism for periodic family
 
planning supervision from the central office
 
to regional and local levels,
 

b. Develop simplified criteria for clinic pro
cedures to improve the attention and care
 
given to family planning patients. An ef
fort to resolve the problem identified in
 
this report in the discussion of patient
flow analysis should be especially empha
sized. (See Chapter IV,pages 48-49.)
 

C. Delegate to the trained nurses and auxili
ary health personnel more responsibility
 
for family planning clinic operation and
 
patient care, inaccordance with the cri
teria established at the central level for
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the possible provision of the initial cycle

of oral contraceptives and insertion of IUDs.
 

d. Develop new educatinnal materials for the
 
Rural Health Aide Program so that RHAs can
 
become more efficient inmotivating indi
viduals (person-to-person) in the remote,
 
rural areas of the country.
 

e. Develop motivation/education activities that
 
would be focused principally at the health
 
facility level and the postpartum period at
 
hospitals and health centers.
 

f. Establish a system of transportation that
 
would provide MCH/FP referrals from selected
 
remote, rural areas with access to the serv
ices available at MOH health facilities.
 

g. Direct program outreach and promotion activ
ities to provide family planning services to
 
younger women with low parity, specifically,
 
women 15 to 24 years of age.
 

h. Train administrative staff.
 

i. Develop administrative-operational procedures
 
that define the duties and responsibilities

of the administrative staff.
 

J. Coordinate regional supervision with central
 
office management and technical staff.
 

2. Recommended AID Action
 

e 	Salary support for personnel of the central level
 
office should be provided, taking into account the
 
salary support provided by UNFPA (i.e., supervisors

and top management).
 

e Provide technical assistance inadministration and
 
data collection and analysis to support the family

planning office as required and requested by the MOH.
 

* 	Provide in-country personnel training at the central,

regional, and local levels to improve the collection
 
and analysis of family planning data.
 

Using the members' overall analysis and observations, the team identi
fied areas in this recommendation that require urgent action by the MOH.
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Action on these recommendations should be the criterion with which AID de
termines future assistance to the MOH family planning program. The team
 
recommends that the MOH take immediate steps to initiate these recommenda
tions and that AID support this effort financially and technically (support

issubject to availability of funds).
 

Recommendation 2
 

A national demographic research program that would provide demographic,

population, and socioeconomic information to support future strategy and a
 
planning and evaluation capacity for the national population institutions
 
should be developed. Inter-institutional coordination should be promoted
 
to ensure a coordinated effort indeveloping and implementing the national
 
population programs.
 

A. Rationale
 

The team came across recent studies and reports that covered many
 
aspects of the demographic situation and program activities. The principal
 
studies were funded by AID, UNFPA, UNDP, and The World Bank. Neither inter
national nor national institutions have made a concerted attempt to assimi
late, analyze, or use most of this wealth of information. The information
 
in these reports could be of great value to planners, international and
 
national, in developing future directions for El Salvado-'s population pro
grams. The team identified priority research areas that the national popu
lation planners suggested would supply suhstantive information useful in
 
the formulation of new strategies in population development. These are as
 
follows:
 

@ 	Evaluation of the performance of the national p,pulation program.
 

@ 	Studies on the demographic effects of migration and emigration.
 

@ 	Determination of barriers to the 'doption rnd practice of family
 
planning.
 

* 	Studies on adolescent fertil'.y.
 

* 	Analyses of past studies or determinants of fertility behavior.
 

* 	Analyses of the impact of the recently introduced CBD program.
 

Coordination between the various national institutions implementing

family planning programs is seriously lacking and has been a recognized

problem for some time. The lack of coordination between these institutions
 
was still evident when this evaluation was made.
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B. Implementation
 

The Technical Committee for Population should be used to coordinate
the research efforts suggested here. The participation of those institutions

represented on the TCP and of other institutions that have a research capability and past experience should be encouraged. Research personnel from
the various institutions could collaborate on research design, collection

and analysis of data, and dissemination of research findings. The TCP
should provide the necessary research and specific additional personnel as
required and obtain access to computer personnel and facilities.
 

JNFPA is supporting the creation of a 
unit in the Directorate of Statistics and Census which will analyze population data from the 1980 census.
Once census data are collected arJ analyzed, the human resources from this
unit could apply their technical skills and experience to these research
 
efforts.
 

UNFPA isconsidering a project intended to support studies at the
Population and Human Resources Unit of the Ministry of Planning. 
 The project would support research activities through a research unit for population policy. AID should investigate the feasibility of funding research
projects not included inthe UNFPA project. 
AID should explore the possibility of subcontracting research activities through centrally-funded

intermediary mechanisms.
 

The family planning programs of the various national institutions require a coordinated effort to minimize the overlapping of program activities
and inconsistencies ineducational messages. 
 The recently approved AID and
UNFPA support to "he Technical Committee for Population isa promising vehicle for achieving this coordination, if the number of inter-institutional
 
conflicts can be resolved.
 

The result of coordinated, carefully planned, joint efforts would be

the development of an approach for a long-range program based o,) the coun
try's demographic, economic, and social priorities.
 

R.icommendation 3
 

Increased emphasis should be given to community health education and
to sex education. Efforts should be made to move beyond the appeal 
to Initial family planning acceptors, to clarify and extend the definition of
family planning, and to confront issues on the side effects of contraceptive

methods that have cultural and/or scientific validity. These efforts will
increase the effectiveness of the mass communications campaign of the SDA,

which merits continuing support.
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A. Rationale
 

The effectiveness of the mass communications campaign in terms of
 
message recognition has been demonstrated. Inaddition, the team found that
 
MOH staff have corrcborated the findings that the message reaches the rural
 
population, providing an "opening" for community-level family planning edu
cation activities.
 

Given the fairly high acceptance levels of family planning among much
 
of the El Salvadorean population, itwould seem that the country has, in
 
large part, moved beyond the "initial acceptance" stage and that increased
 
emphasis should be placed on continuation patterns and on the groups (e.g.,
 
adolescents, males, and, insome areas, rural women) identified as being
 
more resistant to family planning practice. To date, health education has
 
tended to instruct and inform rather than to involve the community in na
tional health and population-related decisions.
 

B. Implementation
 

Specialized training programs in community health education, fo
cused on population-related themes, should be designed and given to MOH
 
staff (inthe MCH/FP/N Division, the Health Education Division, at the
 
Health Training School, and to regional supervisors). This training should
 
be coordinated with the population education project of the Population Tech
nical Committee.
 

The SDA's young facilitator program is a model for increasing the
 
access of young people to sex education. The SDA's staff training and
 
experience in a variety of health education efforts can be valuable in
 
implementing this recommendation.
 

The SDA should continue to be supported during the second stage
 
(Stage II: Education) of the mass communications campaign, as should its
 
efforts to implement a communications campaign to accompany the CBD project
 
in the Eastern Region. The SDA should work with community-level personnel
 
of public sector organizations to provide mechanisms for extending the cam
paign message through face-to-face education efforts. This coordination
 
could be achieved through the organization of one-day workshops at the re
gional level. An initial step could be the organization of such workshops
 
with rural health aides.
 

Recommendation 4
 

The MOH should focus on a continuous training program inMCH/FP for
 
various categories of personnel--physician-interns, nurses, nurse-auxiliaries,
 
rural health aides, parteras empericas--and It should take advantage of the
 
soon-to-be constructed health training centers to implement a sustained
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training-supervision system. The Health Training School should be given an

increased role inmerit decision making, and some of its staff members
 
should receive training-for-trainers.
 

A. Rationale
 

The performance of MOH personnel in the field has demonstrated
 
the importance of continuous in-service training and supervision. Current
 
MOH staff have received varying amounts and levels of training. Supervision

in the health facilities is insufficient.
 

The Health Training School has been effective inproviding well de
signed courses for various categories of personnel in response to staff and
 
community needs. As the administrator of the four regional health training

centers, the school will have increased access to the community and to the
 
regional offices.
 

B. Implementation
 

The MCH/FP/N Division, in coordination with offices of the Opera
tive Bureau and with the Health Training School, should design and implement
 
a 
program to equalize the training backgrounds of nurses and auxiliaries,
 
to provide more family planning preparation to physician-interns and to
 
parteras-empericas, to foster a primary care team concept through training

and supervision, and to expand training inadministration for staff at the
 
central, regional, and health unit levels. A training module on the col
lection and use of daily service statistics for management decision making

would be particularly useful.
 

The director and staff of the Health Training School will design spe
cific courses for this program. Two or three staff members should be pro
vided with a course in training-for-trainers abroad that emphasizes family

planning information and education and administration.
 

International donor support to these training efforts should be
 
closely coordinated with the training component of the UNFPA MCH/FP project.
 

Recommendation 5
 

Population motivation efforts of various institutions should be coor
dinated to ensure maximum outreach in rural areas and to promote inter
institutiunal staff cooperation and cross-referral.
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A. Rationale
 

Ingeneral, the team found that public sector staff at all levels
 
were convinced of the immediate need for expanded family planning services
 
throughout El Salvador. Sporadic efforts have been made to involve exten
sion agents and teachers in these efforts, but coordination and follow-up
 
have been subject to the whims of various administrations. Since these in
stitutions share common objectives, the coordination of promotional efforts
 
should, theoretically, be a simple process of program design, implementation,
 
and follow-up.
 

B. Implementation
 

The recently approved AID support to the Population Technical Com
mittee of the Ministry of Planning for a population education program is a
 
promising vehicle for achieving this coordination, provided the leadership
 
of the Population Technical Committee isprofessionally competent and ac
ceptable to all the institutions involved. The first stage of the project
 
calls for the organization of a technical team composed of professionals
 
from the public and private agencies working in family planning. The com
position, scope of work, and latitude given to this team will be important
 
determinants of project success. Efforts to promote a positive outcome here
 
could include provision of high quality techni.al assistance, short-term
 
training, and/or observation trips of the techr.lcal team abroad.
 

Recornendation 6
 

The family planning component of the Rural Health Aide Program should
 
be strengthened through the provision of materials appropriate for the tar
get population, of vehicles for transport to family planning service clinics,
 
of continual supplies of contraceptives, and of more flexible schedules in
 
health care facilities.
 

A. Rationale
 

This program has been effective in linking the health care system
 
with the isolated rural populations. The rural health aides contacted by
 
the team displayed an Impressive knowledge of the community and were articu
late in identifying the problems experienced In family planning promotion.
 
Support to this resource is lacking when women who are referred to services
 
find that the physician will not see them or when the supply of a given
 
brand of orals isexhausted and a RHA has to suggest that the person change
 
brands. When RHAs have been able to secure transport to health facilities,
 
sterilization referral rates have increased significantly.
 

http:techni.al


-93-


RHAs and RHA supervisors believe that the graphic family planning
educational material now available is insufficient for the largely illiter
ate population served. 
Models of the human body, either purchased or designed and made by the RHAs, would greatly facilitate the RHAs' ability to

illustrate human reproduction and contraceptive methods.
 

B. Implementation
 

Support should be targeted to the provision of new materials, or
to a materials production workshop, and to the training of all 
RHAs and su
pervisors in the use of these materials. A vehicle exclusively for the RHA
program in each region should be provided and used primarily to transport

patients to family planning service facilities. Its supervision should be
 
of secondary importance.
 

The system for distributing medical and contraceptive supplies to

RHAs should be improved, with the Operative Services offices assuming re
sponsibility for rationalizing this distribution system, fir assuming a
continual flow of each brand of oral contraceptives, ane for involving the
regions in the administration of the system, perhaps providing long-term

supplies for deposit in regional warehouses. The issue of health facility

hours must be addressed if the MOH intends to significantly expand its

services in rural areas. Leadership should be assumed by physicians at
 
the central Operative Services offices.
 

Recommendation 7
 

Inaddition to other methods, which would be equally offered and em
phasized through patient education, the voluntary sterilization programs of
 
the Salvadorean Institute of Social Security should be expanded to Include
all hospitals and zone medical units. 
 The supervisory capacity at the cen
tral level should be strengthened.
 

A. Rationale
 

The ISSS has four hospitals and three medical units at the central

and zone levels that, if equipped and properly supervised, could provide

sterilization services to the men and women covere1 under the social 
security system. At this time, only the general hospital in San Salvador pro
vides routine family planning and sterilization services. Oyer 80 percent

of the family planning acceptors come from the metropolitan area. There is
 an increasing demand for services, particularly sterilization. outside the
metropolitan area. Sterilization is the most frequently requested method
 
of contraception.
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B. Implementation
 

Expansion of the voluntary sterill;ation program would be most
 
effectively accomplished by initiating the following steps:
 

* 	Provide sterilization and surgical equipment.
 

# 	Employ additional family planning supervisory staff and assign
 

them full time to the Department of Family Planning.
 

@ 	Provide motivation and education materials.
 

# 	Provide administrative training infamily planning and
 
sterilization programs.
 

* 	Improve the data collection system.
 

Recommendation 8
 

International donor support to Salvadorean institutions to implement
 
population programs should be continued. Coordinating among external in
ternational donors is recommended specifically for parallel project pro
posals, implementation schedules, and budget allocations.
 

A. Rationale
 

Support from external donors has over a long period been a signif
icant factor in the provision of assistance for the related population
 

Current economic and social
activities of the public and private sectors. 

circumstances and the population balance in El SaIvador offer a particular
ly challenging opportunity for continual bilateral and multilateral assis-


In the preparation of long- and short-ranqe approaches, UNFPA/PAHO
tance. 

that a unified apcoordination with other donors should be strengthened so 


increase the imp3ct of the assistance.
proach can be taken to 


B. Implementation
 

The international donors, in close coordination with the recipient
 
public and private national institutions, should define overall priorities
 
and identify priority activities; identify potential sources of assistance;
 
and provide direct assistance based on the requirements and capabilities of
 

the national institutions. Where implementation is concerned, the donors
 
should give priority to project management, and not budget management.
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LIST OF OFFICIALS CONTACTED
 

Carolyn Benbow
 

New York
 

Alvaro Monroy, Program Officer, IPPF
 
Jewel Kross, Project Officer, AVS
 
Dr. Marjorie Nicol, Program Officer, UNFPA
 

El Salvador/Ministry of Health
 

Dr. Roberto M. Merlos, Director, Health Training School

Jose Antonio Rodriguez, Chief, Primary Health Training


Unit, Health Training School

Elizabeth Lopez, Nursing Instructor, Health Training


School
 
Dr. W. Martinez, Rural Health Aides Program, Operative


Division
 
Dr. Raul Toledo, MCH/FP/N Division
 
Dr. Juan Jose Contreras, Assistant Director, Central
 

Region

Antonio Rodolfo Veras Lemos, Superintendent, RHAs,


Central Region

Olga de Alguilar, Nursing Supervisor, Central Region

Marta Lilian Perez, Rural Health Aide, Canton Nazaret,


Departamento La Libertad
 
Victoria Martinez, Nurse-Auxiliary, San Jose Villanueva
 

Health Post
 
Blanca Lilian Ramirez Castillo, Nurse-Auxilipry, San


Jose Villanueva Health Post
 
Dr. Juan Antonio Perez, Medical Supervisor, Western
 

Region

Gladys Margarita Quinteros, Nurse, Lourdes Health Unit
Dr. Carlos Federico Reyes, Medical Supervisor, Western
 

Region

Ana Lidia de Mendez, Health Education Supervisor, Western
 

Region

Juan Antonio de Leon, Superintendent, RlAs, Western
 

Region

Ana Maria de Zetino, Health Education Supervisor, Western
 

Region

Dr. Jose Mario Diaz Nuila, Chief, Health Education
 

Division
 
Julio Enrique Salguero, Medical Supervisor, Health
 

Education Division

Ana Vilma C. de Cabrera, Supervisor, Health Education
 

Division
 



A-2
 

Salvadorean Demographic Association
 

Rosa Judith Cisneros, Executive Director
 
David Araya, Director, Research and Evaluation Department
 
Martin Caballero, Director, Information and Education
 

Department
 
Beatriz Galan de Alonzo, Social Worker, Information and
 

Education Department
 

Others
 

Jorge Claro, Deputy Resident Representative, UNDP
 
Pedro Antonio Leiva, Communicator, Office of Coordina

tion, Research and Programs, Population Technical
 
Committee, Planning Ministry
 

Manuel de Luca, Commercial Distribution Program,
 
Development Associates, Inc.
 

Ricardo Gonzales, Director, Rumbo Publicity Agency
 
Manuel Garzona, Account Executive, Rumbo Publicity
 

Agency
 

Dario de Leon and Louis Gardella
 

AID/Washington
 

Maura Brackett
 
David Denman
 
Robert Corno
 
Robert Hailiday
 
John James
 

El Salvador/Ministry of Health
 

Dr. Raul Toledo, MCH/FP Division
 
Maria Elena Claros, MCH/FP Division
 
Dr. W. Martinez, Rural Health Aides Program, Operative
 

Division
 
Dr. Raul Moran Tejada, MCH/FP Division
 
Dr. Jose Adam Montes, MCH/FP Division
 
Dr. Antonio Fernandez, Medical Unit Circuit 7
 
Sra. Argelin de Herrera, Supervisor, Nurses, MOH
 
Jarafina de Nunoz, Administrator, C.S. Coyutepeque
 
Dr. Carlo Alberto, Director, C.S. Coyutepeque
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Dr. Luis Alvaro Cunfegas, Regional Office, Santa Ana'
 
Dr. Jose Antonio Chanta, Regional Office, Santa Ana'
 
Sra. Consuelo de Guendia, Administrator, Regional
 

Office, Santa Ana
 

Social Security
 

Dr. Jorge Bustamonte, Chief, Departnent of Ob/Gyn
 
Dr. Melvin Hernandez, Chief, Division of Family
 

Planning
 
Dr. Jorge Zavaleta, Family Planning
 

Salvadorean Demographic Association
 

Rosa Judith Cisneros, Executive Director
 
Dr. Jorge Bustamonte, President
 
Dr. Julio R. Menjuar, Medical Director
 

Technical Committee for Population
 

Lic. Mauricio Magana, Director
 
Margarita Iris de Duron, Social Worker
 
Ana Bessy Espinoza, Economist
 
Lydia Hortensia Lemus, Demographer
 
Raymundo Alvarado, Economic Demographer
 
Pedro Antonio Leiva, Communication Technician
 

USAID/El Salvador
 

Dan Chaiz, Acting Director
 
Jesse Synder, Chief, Health and Population
 
gris Loken, Health Population Section
 
Lic. Roberto Chavez, Health Population Section
 

Bureau of Census and Statistics
 

Hector Aguila, Director, Census and Statistics
 
Manuel Ayala, Chief, Vital Statistics
 

Note: This list does not include the names of the many health
 
-- workers in all institttions or the names of others inter

viewed during the team's visit.
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CONTRACEPTIVES ON HAND INTHE 
ADS AND MOH CENTRAL WAREHOUSES 1/ 

ADS 


Method (as of 2/29/80) 


Oral Contraceptives (Cycles)
 

Norminest 29,358 

Norinyl 1+50 554,960 

Norinyl 1+80 16,773 

Oral 28 23,414 

Neogynon 28CD 73 


IUDs (Pieces)
 

Lippies A 450 

Lippies B 700 

Lippies C 2,202 

Lippies D 100 

Saf-T-Coil Small 114 

Saf-T-Coil Medium 340 

Saf-T-Coil Large 400 

Copper T -


Condoms (Pieces)
 
Tahiti 1 418,508* 


Vaginal Methods
 

Nso Sampoon (Tablets) 554,688
 
Neo Sampoon (Tubes) 3,000 
Foam 3,524
 
Jelly (Tubes) 7196 

Diaphragms 415 

Other
 

Depo-Provera (10 cc vils) 313 

* 65,808 pieces are packaged for use in vending machines. 

MOH
 

(as of 3/14/80)
 

-

897,772
 

-

40,355
 
-


894
 
52
 
-


151
 
-
-
-

420
 

3,464080
 

,676 

-
-

-

I/Planning for the Implementation and Evaluation of Community-Based 
Wi(-ribution Program of Contraceptives, CDC. 
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Or;anization Structure of tha
 
:.,inistry of :ealth 

National Level 'eadquarters 

....inistter 
- 1
2!anninl 

.Iorr.a-tive Cporativo 7n-ir'.aerin- A.:drnin-
Division IDivsion Divi3ion i-traton 

Regional Level 

[14 HospitalsI Five Health 
Regonal Cffices 

Local Level Local 3stablishments 

3 Health Conters 

134 Health Units 

123 Health Fosto 

1 Vaccination Fost 

40 Rural :-ealth Aides/pilot project* 

10 Cormunity ?osats 



Appendix E 

ORGANIZATION OF MCH/FP DIVISION 



Appendix E 

ORGANIZATION OF MCH/FP DIVISION 

BUREAU OF NORMATIVE AND
 

TECHNICAL SERVICES
 

I 

Maternal Care Cild Nutrition Promotion Administration 

and FaIly Care Section Section Section 
Plannig CSectionSection 
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ORGANIZATION CHART
 
OF


THE SALVADOREAN DE!;OGRAPHIC ASSOCIATION
 

[opulation Technical 
Committne General Assembly 

---- -External Auditor 
International ConsulItantsanI Vicsitors 
 BorIfDietr
-Boardof Directors 
 Planning, Evaluation
 

Rlescurces and Executive Director
 
lublic Re ].ation-

Lepartrment of
Dedical Department of Department of Department of Administration
 

D :;nroin7 3nd Community lducation and Social Departmentartnt n ,,un1ca torc Services Tr ininc1,karketinD 
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DECREE NO. 20
 

THE EXECUTIVE POWER OF THE REPUBLIC OF EL SALVADOR
 

CONSIDERING:
 

I Inaccomplishing with the constitutional precepts of the Economic Regime 

and Social Rights that rule the family protection, and inagreement with the 

demographic situation and inorder to improve the health, living, educa

tion, nutritional and employment conditions; 

II That to obtain the whole development of the human being, it is necessary 

that the Salvadoreans be brought into a higher participation in the 

responsibilities and benefits of progress with an adequate harmony of 

population quality, distribution and nagnitude according to the 

country's resources by the determination of an Integral Population Policy; 

III That on October 30, 1974, The Ministers' Council approved the Integral 

Population Policy ani recommended the creation of an administrative 

structure of that policy; 

IV That the State, to accomplish that objective, considered it necessary to 

coordinate the actions of its different organizations which have similar 

objectives; 

THEREFORE, 

Using its legal faculties, 

DECREES: 

Art. 1 The National Commission on Population iscreated to realize the goals
 

and objectives of the Integral Population Policy, which will be a
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dependency of the Ministry of the Presidency and will have the
 

assistance of a Technical Committee.
 

Art. 2 The 'Iational Commission on Population will be integrated with officials
 

of the following Ministries of State:
 

- Ministry of the Presidency;
 

- Ministry of Planning and Coordination of Economic and Social
 

Development;
 

- Ministry of Interior;
 

- Ministry of Public Health and Social Assistance;
 

- Ministry of Education;
 

- Ministry of Labor and Social Provisions; and
 

- Ministry of Agriculture. 

Art. 3 The Technical Committee will be integrated with representatives from:
 

a) Population and Human Resources Division of the Ministry of
 

Planning and Coordination of Economic and Social Development,
 

which will be in charge of its coordination;
 

b) Division of Maternal and Child Care of the Ministry of Public
 

Health and Social Assistance;
 

c) Direction of Adult and Permanent Education from the Ministry of 

Education;
 

d) National Department of Labor from the Ministry of Labor and
 

Social Provision;
 

e) Planning and Assessment Unit from the Ministry of the Interior

f) General Direction of Statistics and Census from the Ministry of 

Economy.
 



G-3
 

g)	Direction of Agriculture Planning from the Ministry of Agri

culture;
 

h) 	General Direction of Foreign Affairs from the Ministry of 

Foreign Relations;
 

I)Salvadorean Institute of Social Security;
 

J) Salvadorean Minors' Council;
 

k) Salvadorean Demographic Association; and
 

1)	Other institutions which by law or disposition the National
 

Comission on Population considers convenient.
 

Art. 4 The duties of the National Commission on Population are:
 

a)To plan the activities inaccordance with the objectives of
 

the Integral Population Policy;
 

b)To select the alternatives and goals of population programs
 

proposed by the Population Technical Committee; and
 

c)To select the most adequate instruments to implement the short-,
 

medium-, and long-term policies proposed and developed by the
 

Population Technical Committee.
 

Art. 5 The National Commission on Population, inorder to accomplish its duties,
 

will take into account the objectives of the Integral Population Policy,
 

which are:
 

a)To improve the status and use of natural resources;
 

b)To improve the nutritional level;
 

c)To reduce mortality and morbidity rates;
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d) To increase employment opportunities;
 

e) To better distribute population by strengthening other development
 

areas;
 

f)To modify the population's dynamics;
 

g) To raise women's participation inthe process of development,
 

increase their social and cultural conditions, and strengthen the
 

family group; and
 

h)	To determine the impact of demographic variables on the develop

ment process and create the basic instrument to support the 

decision process. 

Art. 6 The Tecnnical Committee will have the following assignments and duties: 

a) To execute the resolutions and policies dictated by the National 

Commission on Population; 

b) To propose to the National Commission on Population the instru

ments to implement the Integral Population Policy through the 

plans and programs of medium and short terms; 

c) To plan and examine the objectives of the Integral Population 

Policy; 

d) To integrate the departments, sections, and sub-commissions which 

will be needed for the development of its activities; and 

e) Other functions which could be recommended by the National Com

mission on Population. 
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Art. 7 The programs of the Integral Population Policy will be financed with
 

national funds and by international donors who could offer financial
 

and technical assistance. To accomplish this, the Government will
 

make the necessary budgetary assiqnations.
 

Art. 8 The executive power in the branch of the presidency will formulate
 

the instructions inorder to reach the objectives of this decree.
 

Art. 9 The present decree will be effective eight days after its publication
 

in the Official Newspaper.
 

GIVEN INTHE PRESIDENCY HOUSE, San Salvador, on the ninth day of November of
 

the year nineteen seventy-seven.
 

Carlos Humberto Romero
 
President
 

Julio Ernesto Astaclo
 
Minister of the Presidency
 

Roberto Chico Duarte
 
Minister of Planning and Coordination
 

Of Economic and Social Development
 

Armando Leonidas Rojas
 
Minister of Interior
 

Cesar Auqusto Escalante
 
Minister of Public Health and Social
 

Assistance
 

Carlos Antonia Herrera Rebollo
 
Minister of Education
 

Roberto Escobar Garcia
 
Minister of Labor
 

Jose Rutilio Aguilera Carreras
 
Minister of Agriculture
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DECREE NO. 29 

THE EXECUTIVE POWER OF THE REPUBLIC OF EL SALVADOR 

CONSIDERING: 

I That according to the organization structure of the Executive Power, 

the Ministry of Planning and Coordination of Economic and Social Develop

ment is responsible for coordinating the policies and programs of the 

State; 

II That the execution and development of the Integral Population Policy 

approved by the Ministers' Council on October 30, 1974, requires a 

more dynamic and integrated process; 

III That in order to make viable the points mentioned above, it isnecessary 

to incorporate pertinent reforms to the Executive Decree No. 20, dated 

November 9, 1977, and published in the Official Newspaper, No. 209, 

Vol. 257, in the same month and year, by which was created the National 

Commission on Population; 

THEREFORE:
 

Using legal faculties conferred by Decree No. 1. dated October 15, 1979,
 

and published in the Official Newspaper, No. 191, Vol. 265, inthe
 

same month and year,
 

DECREE:
 

Art. 1. Articles 1, 2, 3, 5, and 8 are reformed. They correspond to the 

Executive Decree No. 20, dated November 9, 1977, and published in the 
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Official Newspaper, No. 209, Vol. 257, on the 11th day of the same
 

month and year, in the following manner:
 

"Art. 1. The National Commission on Population that will mple

ment the goals and objectives of the Integral Population
 

Policy will be coordinated by the Ministry of Planning
 

and Coordination of Economic and Social Development,
 

which will have an office of Progranning, Coordination
 

and Research on Population as part of the Executive
 

Direction of the Coordinating Section and under the
 

advice and assistance of the Technical Committee.
 

Art. 2. The National Commission on Population will be integrated
 

by officers of the following Ministries of State:
 

a) Ministry of the Presidency;
 

b) Ministry of Planning and Coordination of Economic
 

and Social Development;
 

c)Ministry of Foreign Relations;
 

d) Ministry of Interior;
 

e)Ministry of Economy;
 

f)Ministry of Education;
 

g)Ministry of Labor;
 

h) Ministry of Agriculture; and
 

I)Ministry of Public Health and Social Assistance.
 

Art. 3, The Population Technical Committee will be integrated 

by representatives of the Ministries that constitute 
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the National Commission on Population and by
 

representatives of the following institutions:
 

a) General Direction of Statistics and Census;
 

b)Salvadorean Institute of Social Security;
 

c)Salvadorean Minors' Council;
 

d)Salvadorean Demographic Association; and
 

e)Other institutions that by law or disposition
 

of the National Connission on Population would
 

be considered convenient.
 

This Committee will be directed by t'e Chief of the
 

Coordination, Programming and Research Unit of the
 

Population Office from the tlinistry of Planning and
 

Coordination of Economic and Social Development, who
 

will represent the Ministry mentioned above.
 

Art. S. 	 Inorder to accomplish all of Its responsibilities, the 

National Commission on Population will have to consider 

the general and specific objectives of the Integral 

Population Policy, which are: 

General Objectives 

a) To procure the development of the humin resources, 

and 

b) To render a higher participation of each and every 

member of the society into the responsibilities 

and benefits of progress. 



H-4
 

Specific Objectives
 

a)To improve the use and proper development of
 

natural resources;
 

b)To improve nutrition status;
 

c)To decrease mortality and norbidity;
 

d)To increase employment opportunities;
 

a)To distribute population by means of strengthening
 

other development areas;
 

f)To modify the population's dynamics;
 

g)To raise women's participation inthe process
 

of development, increasing her social and cultural
 

condition and trying to strengthen the family
 

group;
 

h)	To aetermine the impact of demographic variables
 

inthe development process and create the basic
 

mechanisms inorder to support the decision process;
 

and
 

1)Those others that the National Commission on
 

Population would determine.
 

Art. 8. The Executive Power inits branch of Planning ar. Coordi

nation of Economic and Social Development will formulate.
 

through the Coordination Unit of the Integral Population
 

Policy, the mechanisms inorder to reach the objectives
 

of the present decree."
 



Art. 2. The present decree will be effective eight days after its publication
 

in the Official Newspaper.
 

GIVEN AT THE PRESIDENCY HOUSE, San Salvador, on the twenty-sixth day of May
 

in the year nineteen eighty.
 

Cnel. Dem. ADOLFO ARNOLDO MAJANO RAMOS
 

DR. JOSE ANTONIO MORALES ERLICH
 

ING. JOSE NAPOLEON DUARTE
 

Dr. Pablo Mauricio Alvergue
 
Minister of the Presidency
 

Dr. Fidel Chavez Mena
 
Minister of Exterior Relations
 

Lic. Guillermo Diaz Salazar
 
Minister of Economy
 

Dr. Julio Alfredo Samayoa h.
 
Minister of Labor
 

Dr. Rene Constantino Meza Sandoval
 
Subsecretary of the Ministry of
 

Public Health and Social
 
Assistance, InCharge of the Office
 

CNEL. ING JAIME ABDUL GUTIERREZ
 

DR. JOSE RAMON AVALOS NAVARRETE
 

Lic. Atillo Vieytez
 
Minister of Planning and Coordination
 

Of Economic and Social Development
 

Ing. Jose Ovidlo Hernandez Delqado
 
Minister of Interior
 

Ing. Carlos Aquilino Duarte Funes
 
Minister of Education
 

Ing. Apr. Octavio Orellano Solis
 
Minister of Agriculture
 


