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FoREWORD

In the aktermath of & major eakthquake that hit san salvddotr on October 10,
1986, the Pan American Health Organlzation (PaMo), in collaboratioh with
USAID/San Salvadol, assembled a team of technical expetts to assist the
Ministry of Health in assessing reconstrUction needs of the #_/ith
facilities network around the metkogolitah San Salvador drea. The specikic
goal of the team was to produce a global recohstriction plan tv restobe the
functional capabilities of the heaith facilities as well as affect changes
which vill improve cutrent provision of setrvices to the public.

The Resources for Child Health (REACH) Project provided two team membetrs
Ms. Sophie Koch-Weser, health facilities planner, and D¥r. John Fiedlet,
economist. The following pages include both of thelkr reports, which
provide their findings oh the curtent situation uf the health system ih
operation, and theitr contributions to the overall plan. Pledse note that
these are only segments of a larger product. Specific questions about the
complete reconstruction plan should be directed to the Pan American Health

Orpanization.
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11, EXERUTIVE SUNMARY
Shob b1y ntbet the Babkthquake of Ockobey 10,1986

thie tovsbiment of Bl Salvadet bodned bn the Pan Americsn Health op.
pantention and ths tnternational bDevelopment Bank tor Assistance in
Anseasing the damige to heAlth facilities in San Salvador and possible
loann tot reconsthuction Shettly therearter the Bank (BID) fequested
that oversight and additional techhicaAl assistance be given to PANO,
no that a consehsus could be teached on the quality and quantity of

assistance requiredy through the Agency for Internatiohal Development.

By October 31, 1986 the AID had submitted A Memoranhwuum,
identifying requirements by the various hospitals and suggesting tem-
porary quonset-type buildihgs for the most urgent health-care activi-
ties) which had experienhced total destructioni the purpose at the time
was to furhish as quickly as possible sheltei's for two of the three
hospitals belongihg to the Ministry of Health of El Salvador. At the
same *ime a PAHO-CGlroup, headed by Dr. H. de Moraes Novaes, had con-
cluded its first site vieit to San Salvador and prepared a Memorandum
oh its findings. This visit, from October 27th to November 5th 1986,
was followed by another one which lasted from November 17th until
November 26th 1986, and resulted in another written report.Both afore-
mentioned Memoranda indicated that the PAHO-team was proceeding on a
totally different course from that which AID had been proposing in its

earlier statements of findings.

On November 14, 1986 Dr. Raul Parédes Lopez, the Repre-
sentative for PAHO to El Salvador, wrote to NMs. Patricla Sue Gibson,
AID Deputy Chief for Human Resources ard Humanitarian Assistance in
El Salvador, attaching to his letter for technical assistance request,

an outline for a proposed plan, which clearly indicates that a review
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of the entire heaith care system in Sah Sdlvador is required before
actual construction or reconstruction projects are contempiated. By
November 16th 1986 a telegram from the American Embassy in E1 Salvador
had been sent to the US State Department; urgently requesting technical
assistance experts to join the PAHO-team in their efforts to prepare

a network of health care services and facilities, so as to decentra-
lize a system within the greater San Salvador Metropolitan Area which
had teen allowed to become too concentrated, even before the eadrthquake
had occured. The Embassy in its telegram endorsed this approach and
urged travel allowance for one to two experts in health catre economics

and health care facilities planning.

Due to new visa requirements for travel to El Saivador
and other restraints, the technical assistance experts could not un-
dertake their travel until December 6th and 8th respectively. The PAHO-
team, consisting of two hospital adminhistrators, one Engineer) one
Architect and the assistance of a temporary Structural Enginheer (con-
versant with Earthquake design) had already been at work for a month,
This made the AID-selected experts' entrance into the planning effort
quite late and) possibly) a little less effective than could be hoped,
Cost effectiveness studies had to follow already fairly well-defined
planning proposals by the PAHO-team, A Maste: Plan by PFAHO was submit-
ted 1o the Ministry of Health on December 12th 1986 for review, but
without prior review by AID} early delineated material was offered to
AID's consultants and a favorable impression was written by one of
them. AID was to receive a copy of the Master Plan by PAHO during the
week of December 15th 1986 from the Ministry of Health for review during

the Christmas-New Years recess ( December 14, 1986 - January 6,1987).

The report by this consultant will contain her impressions
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of some site visits to health care facilities} previous reports by
other consultants; statistical data of past efforts to provide a
health network through construction of facilities; dnd teactions to
some planning by the Ministry of Health and the immedisdte steps pro-
posed by the PAHO-team. The comments and suggestions are based in part
on verbal information, and thus must be read with full acknowledzement;
that assumptions were made where details could not be checked out.
Another aspect, which must be kept in mind, is that past performance
of the Ministry of Health for its health care facilities was frequent-
ly " donor driven "} that means, undertakings were motivated by the
purposes for which donations were received rather than by actual need
assessments. This stands out as one of the greatest mistakes cf the
past, is unrelated to the Earthquake damage) and gives particularly
strong impetus to the recent PAHO suggestions) Wwhich high-light the

chance to begin anew on a far more promising plan.

The key findings include the following facts:

Five of San Salvador's largest hospitals are concen-
trated in the center of the city and all lie on major fault lines of
a8 nearby volcano.

The ground in that area consists mainly of voleanic
ash and thus requires extra-ordinary attention to structural provisions
against earthquake damage, which is not reflected in the designs of the
buildings,

Belief among the populace, that the best medical care
can be had only in this centralized area of the metropolis, draws more
patients from outside the area than a decentralized system would do.

The specialization in hospitals prevents an integrated
service from being offered and the power of the speclalty-physicians

denies a swing-bed usage, resulting in over-populating some nursing
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tinlté and empty bede in other nursing unlts.,

Antiduzted hospital design further stresses the staffing
efficiency by lengthening travel distances for provisions and nursing
cdbe .

Antiquated methods of separating not only specialty
uhit from one another) but separating them again based on sexual iden-
tity, impacts spdce use and thus efficlency.

A lack of sufficient utility lines within the structures
and provision for emergency support are evident.

Uses of materials at construction time indicate little
regard for operating and maintenance expenditures.

Budgeting for operations and maintenance is inadequate
and is revealed in the conditions of the facilitles) regardless of age.

Reliahce on "patronatas" ( similar to volunteer wotketrs
in American Hospitals) and their fee-collections from patients provide
the only resources for new linen, towels, drapes and similar house-
keeping items) this tresults in unequal services in the Ministry's
facilities. Also, "patronatas" represent local elite citizehs in the
form of boards, which wield enormous power, but are not necessarily in
tune with the community's citizens.

Except for a stepped-up effort by AID during the post-
Earthquake weeks), during which a drug distribution system was activated)
supplies of all kinds are usually lackihg in the health centers in par-
ticular.

The International Development Bank funded many health
centers after 1974, when a report indicated that needs which were per-
celved through-out El Salvador could be staffed and serviced through a
training programj; however, operational and maintenance requirements were

not funded and, to make matters worse, the civil war and other earth-
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duakes ( 1965 and 1980 ) were not considered. The closing of Medical
Schools due to student strikes added to the staffing problems.

Medical staffing in health centers relles solely on
residents; who must after graduation provide two years of service
before they are allowed to practice: The average time per day these
phyvsicians allocate for such services is between 2 and U4 hours: Judging
by the over-populdated waiting rooms in health centetrs, this condition
elther leaves many patients unattended or the time spent can hardly
amount to motre than 5 minutes. Data confirming this statement are
not available,

As a result of these key findings, the recommenddtions
prepared by the PAHO-team - although not comprehensive enough -
address some major weak points by suggesting the following:

out-Patient facilities should operate with medical
supervision atleast 12 hours per day, and health centers should be
grouped around general seccndary hospitals; which should be located
in zohes serving approximately 200,000 people.

There should be three zones within the Metropolitan
Area) taking into account existing facilities which are provided by
other than Ministry of Health entities ( Military) Social Services)
also known as ISSS} and ANTEL, which is the Salvadoran Telephone and
Communications Companyi as well as private practitioners' clinies).,
The Ministry of Health would have three new hospitals, with each
four to five health centers in its zone, thereby decentralizing the
services and providing more direct access to each community. To the |
East of San Salvador's Metropolitan area a future addi®ional zcne
and another to the North 1s also anticipated.

Minor expenditures for rehabilitation of damaged hos-
pitals is suggested, S0 that health care can be provided during the
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coming two years; while progrdmming and development fof construction
of these new units can take place. Health Centets; which presently
exist and were only slightly damaged; should - if the blan calls for
it - be trepaired for use within appropriate zones. Rented facilities;
which exist to-day, should be replaced entirely with new ones. Data
showing which ones atre classified to be replaced; to be repaired or
to be relocated 4s new facilities are contained in the PAHO-team's
Magter Plan; but were unavailable to this consultant then and nows

A tightly otganized CPM (Critical Path Method) was
outlined and shall have its begihnings on Januaty 6th 1987. Many
different activities are listed as running concurtrently; allowing
for an early June 1987 design and constructionh phase for the nhew
units: The completion of all construction within the three zones

is anticipated for Spring 1989. Assignment of functions for all par-

ticipants in this progtam is to be made on January 6th 1987. Unless
AID and BID have had an opportunity to review the details of the
Master Plan during a long holiday petriod, this date seems optimis-
tics

In the meantime AID has been active in its continueing
program of installing energency generators, transformers; and x-ray
equipment, as well as providing warehouses for drug storage: The ear-
lier plans to provide quohset-type structures in open areas for operat-
ihg suites and x-ray facilities have not met with local enthusiasm, and
they are not considered at all appropriate by this consultant, in spite
of the timeliness that is offered by these means. The required ventila-
tion, sterility and utilities that such activities must have cannot be
met by quonset-type buildings. The cost of equipment so exceeds the cost
of the building, that it represents false economy; also, the movement

of patients and staff into znd from these shelters is made unsafe and
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unsanitary. The buildings carnot easily ze linved to parzz -5 <52
existing nospisals and crez-e logistics problems for ma<arizl zr:

supplies, such as laundry ard ceniral sterile szupply carsars.

1]

The out-standing conflict wrich existed ba<wazr
and AID's approach to “esolving tne Earthrguare darasge ard raz=<ira<ion
activities was pronounced; AID favored a fast ard irexpersiva
while PAHO favored a long-term, comprenensive plar of ac=<izrn wrizr
would prevent the Ministry of Healtn from maring tre same nizsszaz
the past, while building on a rew ( not to 22 corfuszd wize Lluvuris.z,
and well designed plan. However, the telegram from trne Azericar =--
bassy in San Salvador to the Department of State ir Wasrirz=<on) 2.2,
clearly describes an undertaking based on the PAHO-ifeam's idsas, Tnis
ccnsultant found this divergence of opinions unnelpful ard guits ra-
straining. It is hoped that subsequent review >f <tna Xas<ar Plir ard
discussions can resolve this problem; so that with ceriair cories<isnz

a modified PAHO plan can be undertaken.
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It is also important to note here) tnz
of this consultant's visit to San Salvador many millisns of d51lars of
aid were about to arrive from Italy, West Germany and Frarnce for con-
struction of hospitals. This fact was heralded in loczl papers and
again threatened to establish a " donor driven " aimosphers of hasty
construction of specialty hospitals ( specifically a Cardis-7z2sczular
and a Rehabilitation Hospital ), deemed necessary by the lozal physi-
cians who represent a rather powerful elite, Unless these funds can
be incorporated into a carefully balanced and comprehensive health catre
plan of action, the repetition of competing interests in this area
will result in over-specialization without attention 4o the communi-

ties' actual neads.
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Yopmay finsnan iy Shanks for inteoducing us fmmediately So the nver-

t
411 thinving and plantding which had already taken placed my thanksy

L) b Ing. Tickor Pou-Howley for giving us the opportunity to

brosiding coples of the basic plans on which the Master Plan would
be based: To Ditrector of Health Planning, br. Hugo Moran Quijada,

my eratitude for explaining the MOH's plans regarding restoration

plans at Rosales Hospital,

Without the secretariszl staff at the AID offices)
which assisted in travel arrangements and mailings, providing tele-
phone numbers and similar information; our visit would have been
totzlly unproductives to them I should also like to express my

grateful acknowledgement.
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tun put-1yine hospléalsy Health canter Sdn Birknlo And Haapltal San
Baphasl at Santa Taluea| these wate) Howavel) only ot interbest in
that they clearly indicated how the tututre should not imitate the
past, Towards the snd of outr vistt) we visited 4 Health Unit in the
neighbotrhood of the A1D compund) Health Unit Bartio) it was one of
those) that was not damaged by the quake but atforded ihsite into
the activities and services offerad by such Health Uhits,

As the days went by)it was posiible to find in the
various files and closets of the HU/HA offices of A1b some material
of the recent past, which were most helpful ih providing guidance
cohcerning efforts that had beeh made to cortrect sub-standard condi-
tions in the hospitals and health centers in the past, It became avi-
dehnt, that those earlier attempts wers negated in large part by the
civil war and its attendant complications.




11
IV. continued

‘ What we discovered was that the health system provi-
ded by the Ministry of Health is based on varying degrees of sizes
in facilities; starting with the smallest, a health post, proceed-
ing to a health unit, and to a health center, which is a health unit
with beds, and finally to a hospital-sized facility. Since 1974 there
had been an effort to reduce reliance by the population on centralized
hospitals by providing more health units outside the larger Metropoli-
tan San Salvador area. A combination of lack of staff and the percep-
tion by the communities that real physician in-put was not there,
however, made these attempts to decentralize futile. In any event,
we were not permitted to view the majority of 53 health units in
the country-side because of the unsettled conditions., It is safe to
say, that such on site visits would not have been particularly help=-
ful in any event. Thus, it seemed more profitable to join the reso-
lution to which the PAHO-team had already come. :to concentrate on
decentralizing health care services within San Salvador, so as to
provide zoning of community health care and de-magnetize the tertiary
care centers which had been damaged and which were thus unable to pro-
vide. quantitively for the same population. The questlion was posed,
whether the same number of beds in existence should be replaced or
whether a reduction in total beds should be provided for secondary
in-patient care, leaving for the future some number of tertlary care
beds in a centralized facility. In other words, it was agreed that
reconstruction of several hospitals in a highly earthquake-damage
prone area was not advisable, and that the recent quake had provided
the opportunity for re-examination of a system; Each zone therefore
was to serve a community of 200,000 population with a 200-bed general

care hospital and four to five health centers.



12
IV. continued

PAHO-team determined that the population served by
MOH should be estimated at 600,000 in San Salvador for general care,
This resulted in three zones; and an additional two zones, one to
the North and one to the East, were indicated, since those seem to
be directions in which the Metropolitan area is expanding rapidly.
No mention was made at the time of two hospitals, one being a Tuber-
culosis Hospital and the other a Mental Health Hospital. It would
have been profitable to inspect same, so as to determine whether they
might be put to better use. Especially since drugs developed since the
early 60's make Tuberculosis hospitals an anachronism, funding and
operating such structures may not be economically justifiable. Such
considerations seem not to have played a role in the development of
PAHO's Master Plan, since its fundamental goal is to quickly erect
three 200-bed hospitals, five new health units, and to repair six
existing health units, as well as to construct eight new ones for
those that are presently housed in rental spaces. This plan calls
for two years'of intensive efforts ir planning, design and construc-
tion to relieve the burden on Hospital Rosales, Bloom, and Maternity.
Early cost estimates are based on $ 30,000.- per hed for construction
and an additionsl $ 15,700,- per bed for equipment. Since so much
of these cost estimates can be altered by efficient design, we prefer
a square footage price of $ 350.-/s.m. for health units and $ 650.-/s.m.
for hospitals. These latter figures are assumed to include all Group I
equipment, i.e., fixed equipment which requires tie-ins to utility
lines., Careful planning is also required in the selection of equipment,
go that training for maintenance and operations and relevant staff is
efficient and cost-effective. Also, new health units should be based
on a design that will serve a neighborhood of 40,000 people with the
flexibility for growth to 60,000,
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IV. continued

Since the completed first draft of the Master Plan
was not available before my departure from San Salvador, I was not
able to review the recommendations contained there in for AID; this
fact, I believe, was one of the most troubling facts to come out of
my travel. PAHO's schedule early on indicated a resumption of work
on this project for January 6th 1987; it must be assumed AID and others
have been reviewing the material during the interim period. However,
this is based on the assumption, that - unlike the PAHO-team - they
were all working during the holiday season.

Looking back on the experience that I had in San Salva-
dor and the original request for technical assistance, I believe that
the purpose for the trip was not well served at the proper time and
thatlassistance during the planning phases in the coming months will
be much more profitable., The positive aspect of my trip is and remains
the experience I had to familiarize myself with the conditions in San
Salvador, the people in the PAHO and MOH agencies, as well as AID's
personnel in HU/HA. Conversations with individuals who have served
in El Salvador under AID auspices have confirmed my belief, that help
through grants to the Government has not always fitted into an over-
all scheme, if such a plan ever exisfed. This time, however, an un-
usual condition does exist to support a rather comprehensive planning
effort, assuming the Master Plan was acceptable to the Ministry of
Health. Obviously, further in-depth studies are required as PAHO's
plan is activated, corrected and made relevant to conditions among
health care providers and health care seekers in San Salvador. It is
important to note, that 10% o. the population is served by the pri-
vate sector, 15 % by the Social Security System, and 75% by the Minic-
try of Health. The effect.of an MHO health care system must reflect

acknowledgement of other contributors.
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Any future involvements in assistance should be
accompanied by timely visa-applications, co-ordinated schedules
with PAHO, assembly of backgrournd data by subject matter for con-
sultants, and speczific guidelines for in-put by specialty consul-
tants that address the particular problem which was assigned. Lo-~
cal AID offices should assign a person solely for the purpose of
assisting, co-ordinating and surveying the worlk of consultants,
so that other programs and their needs do not have to be sacrificed.
Schedules should be arranged between PAHO and AID ahead of time,
so that work can progress simultaneously between the experts from
2ach group., Contacts with the Ministry of Health should be attend-
ed by all team members, so that reactions and commentary are heard
by all participants. In a sense, these actions were all antici-
pated by this consultant at her arrival in San Salvador, but were
not in place and contributed to a haphazard approach with much lost

time.
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V. BACKGROUND

El Salvador, a country of approximately 4,800,000
population has suffered disastrously since the seventies from the
ravages of a civil war and historically from earthquakes. Its econo-
my is suffering, unemployment is rampant, and imports have heen re-
stricted. Formerly the country was able to produce items fur export
made of materials brought into the country, besides selling its
coffee, sugar and other produce abroad. The agrarian reform by which
large landowners were forced to turn over land to the peasants did
not have the expected results. The illiteracy rate has stayed high
and the poor peasants are not able to manage the farms. Students at
universities have struck repeatedly, demanding equality for all, and
that in turn has led to inferior standards for incoming youths into
the system. Many promising and hard-working people have left the coun-
try and settled in the United States. At the same time, the birth
rate has not declined, in spite of some attempts at Family Planning
within the health care system. At the time of my visit,travel through
the country-side outside Metropolitan San Salvador was still considered
dangerous. In spite of that condition many Salvadorans could be seen
traveling in buses into the country-side to earn money during the
coffeé and sugar harvesting time.

The Earthquake of October 10th 1986 leveled many
commercial buildings in downtown San Salvador, particularly high-riséé.
The significance of damage was also unusual in that many buildings
sank into the ground, which was the result of a quake which had severe
vertical impact, followed by the more usual hor;zontal movement.
Buildings split élong vertical expansion joints and cracked where ever
additional structures had been attached to main buildings. The report

of a strucfural engineer states quite unequivocally, that the actual
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construction often did not resemble the construction drawings' de-
tails. Inladdition. there appeared to be a complete lack of test
borings; those would have shown many areas to be top-heavy with
volcanic ash, which resembles sand, and would have indicated that
deeper foundation pylons should have been built. In any event, the
area requires sound earthquake design for its structures, especially
if there are to be more than two stories of height.

The hospitals and health. centers of the Ministry
of Health located in San Salvador were the object of my investigation,
and it is their background and history which my report focuses on.
Before doing so, it must be pointed out, that there are five hospi-
tals in the metropolitan part of San Salvador, which are usually
treated as if they belonged to-gether; that i1s, they appear to be
under the jurisdiction of the Ministry of Health. This is not so.
There are, strictly speaking, only two; Rosales Hospital, built be-
tween 1895 and 1904, is located on 13 acres of land and abutts the
old Military Hospital, not a MOH entity; across from Rosales lies the
Maternity Hospital, which is a part of the MOH territory, and was
built in the mid 50's., The ISSS, Social Services Hospital, a few
blocks North of Rosales, is managed with social security insurance
payménts. which are strictly separate from the Ministry of Health
budgets. The Bloom Hospital, a Pediatric Facility, was donated to
the Ministry of Health but is managed by a Foundation, which also
prefers to make decisions on its own; it is located another eight
blocks North of the ISSS Hospital, and was erected in the late 60's.
Thus it can be said, that the 790 bed Rosales, the 350 bed Maternity
and the 400 bed Bloom Hospitals represent a totél of 1540 beds in
the center of town and under the jurisdiction of the MOH. The popu-~

lation of Greater San Salvador is estimated at 1,200,000, and the
total bed capacity is 4547, of which 543 are private beds, 687 are ISSS



V. continued

and 377 are Military, as well as 68 ANTEL beds; at the outskirts
of San Salvador, another 1322 beds under the auspices of MOH appear
to be dedicated to Mental Health, Rehabilitation and Tuberculosis.,
The latter were never mentioned or discussed at meetings with the
PAHO or MOH representatives. Emphasis is most often given to Gene-
ral Care Hospitals of the secondary level type. The population is
drawn to Rosales Hospital most often, because - with the exception
of Pediatric and Maternity cases - that hospital is perceived to
have the best trained specialists and physicians in El1l Salvador.
Héwever, here too the doctors are not full-time, haVing their
practices outside the campus. It is easy to see, that 264 people
per bed in the San Salvador area indicates over-bedding for health
care. Strong competitive aspects further aggravate the situation,
and only the poor avail themselves of the services at Rosales,
Technical expertise is hard to find and operations
as well as maintenance of the hospitals and health centers reflect
this condition. There is little training for sensitive equipment
repair and the standards of environmental safety and health are
quite low. Repeatedly in the past experts have recommended that
utility lines be identified and located on drawings, that as-built
drawings be made and up-dated of each health care facility, that
fire-hazards be noted and corrected, but none of these appear to
have been done., Costs for rehabilitation or new construction must
therefore be suspect, since they cannot be based on actual experi-
ence. A reduction in bed capacity and upgrading of operational
staff seems the most basic approach to present problems, quite

appart from the Earthquake reconstruction tasks.
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VI. PLACES AND PERSONS VISITED, ACTIVITIES

December 6
December 7
December 8

December 9

December 10

December 11

Departure for El Salvador;

First Meeting with P.S. Gibson, AID/HR-HA;

Visit to HID sub-contractor's offices, meet with
Engineer Aldo Miranda for Architectrural/Structural
information and receipt of collected data.

Visit to PAHO offices with P.S.Gibson.Aldo Miranda,

to meet Ing. Victor Pou-Howley and to establish status
of findings, regarding seismic investigations,and time
of release of MOH/PAHO plans.

Visit to AID/HR-HA offices to review Hector J. Diaz'
Report for reconstruction and renovation of Hospital
Rosales, requested by AID, and dated August 8, 1986.

Introductory visit to Ministry of Health, for future
contact possibilities.

Intended presentation meeting at PAHO offices; attended
by Gibson, Fiedler, and SKW for AID; Dr. Novaes, Ing.
Pou-Howley and Architect Eduardo Robiero present map

of Health Facilities for San Salvador and a preliminary
CPM (Critical Path Method) chart for AID scrutiny, but
postpone final presentation of Master Plan to 12/10/86.

Meeting with MOH Co-ordinator de Molino and staff and
site visits to Health Center San Bartolo and to Hospital
San Raphael at Santa Teluca.

Meeting with P.S. Gibson at AID offices.

Meeting at PAHO offices, attended by Jack Fiedler ard
SKW for AID; Architect Robiero and Ing. Pou-Howley sub-~
mit preliminary designs of Questionaires for existing
health facilities to be used in January 1987; discussion
of cost factors for construction between Robiero and
SKW; agreement for basis of future programming methods.

Introductory meeting initiated by Ing. Pou-Howley to
familiarize Dr. Raul Paredes Lépez, PAHO Representative
to El Salvador with AID team members Fiedler and Koch-
Weser.

Write report on meeting of previous day's PAHO visit,
draft San Salvador Health Facilities plan and prepare
Health Unit listings by zone for AID (Gibson and Arm-
strong) .

Meeting with Kevin Armstrong; attended and requested
by Fiedler and Koch-Weser; purpose: to request better
guidance and information availability for TA efforts.

Meeting with P.S. Gibson; review of status.

Late night meeting with Fiedler and Armstrong,
informal and unplanned.



Vi. continued

Deceamber 12

December 13

December 14

Decerber 15

Meeting at PAHO, initiated by Fiedler and SKW,
with submittal of health facilities location
map, prepared by SKW, and to ascertain that the
number and types of health units are accurate.
Ing. Pou~Howley indicates that the Master Plan
fram MOH/PAHO is in its final stages, will be
presented to the Minister for review and that
four copies will be distributed early during the
coming week. In addition, Fiedler and Koch-Weser
are informed that the PAHO team will end its
first working phase by 5 pm of this day, to re-
convene on January 6,1987. Review by AID's TA
team and officers will therefore not cammence
until later in the month.

Visit to Health Unit Barrio by Fiedler and Koch-
Weser; inspection of facility and introducticn to
Director.

Last and lengthy meeting with P.S. Gibson and
J.Fiedler; disagreements between PAHO planning
methodology and Gibson's approach are explained.
Question as to the practicality of writing re-
port and need for additional efforts is stated.

Koch-Weser changes plans for return to the USA,
fram December 16 to 15. Fiedler contemplating
an earlier departure date.

Xeroxing of material and preparing of draft re-
port for REACH at offices of AID. Typing of data
collected and preparing the mailing of two parcels
of material for mailing to USA.

Travel to damaged hospitals in center of city
for external viewing; no arrangements were made by
AID earlier on; otherwise free day.

Travel fram El Salvador via Guatemala and Miami
to Boston, Massachusetts.
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VII. RESULTS/CONCLUSIONS/RECOMMENDATIONS

Chapter IV, Purpose of Visit, explains briefly,
that this consultant does not believe the results of the trip
reflect the original intent, and further delineates what steps
should have-been undertaken earlier on by AID. Thus, I should
like to concentrate on what activities I would have proposed
to undertake, had an opportunity availed itself.

Site visits to three major hospitals in San Sal-
vador and some of the 14 health units during the first two days
would have given an insight into their condition, the lay-out
and services offered. These visits would have presented an
opportunity to List scme very pertinent questions regarding
reasons for certain unusual conditions, such as the existence
of patronatas, the historical development of independent nursing
units under the control of specialty physicians, and the strict
separation between ISSS aﬁd MOH; to name just a few., On the third
day it would then have been possible to listen to PAHO's outline
of solutions and question whether their plan would assist in re-
ducing or avoiding the relatively negative aspects of an existing
lsystem. By the fourth and tifth day of the visit, this consultant
would have been able to propose additional characteristics with
a lot more assurance for the development of PAHO's Master Plan.

A memorandum written on December 11, 1986 and annexed to this re-

. port suggests a positive impression to PAHO's expressed proposal,
but it lacks the reasoning on which such statements must be based.
In addition, it mentions no value judgement regarding AID's plan
for several quonset-type buildings as a solution to the emergency.
Yet, this consultant recommends that quonset type shelters be only
considered for storage and temporary sheltering of non-medical

activities.
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VII. continued

Data concerning budgetary decisions within the MOH,
methods of assigning staff to centers, operational guidelines and
maintenance schedules by MOH and many other considerations should
have been answered before cost effective solutions for the future
can be made. Reactions to urgent situations can not be judged well,
if they are based solely on requests as perceived by a powerful
group of providers, the physicians. For instance, the drug distri-
bution project must be based on medical interpretation of the
most prevalent diseases encountered and the particular drugs re-
quired for treatment. Plans for in-patient units in health cen-
ters must provide for flexible staff use and reflect economic con-
siderations, i.e. time-motion studies. Adequate accounting methods
for supplies and maintenance care must be kept; visits that were
made to sites, and mentioned above in this report, failed to con-
vince this consultant that adeqguate management techniques are in
place.

It is difficult to propose what division within the
Ministry of Health should be responsible for various necessary acti-
vities without knowing anything about its present make-up, and I
defer to other well-informed people for such suggestions. Certainly
the PAHO-team had many meetings with MOH during which such details
may have been resolved or atleast discussed. In any event, justifica-
tion for each category in budget outlays must be presented before
assumptions can be made, that a new plan will work. No Master Plan
can be made effective, unless all aspects of a health care system
are reviewed and priorities are re-ordered. It is hoped that, if they
have not yet taken place, these inquiries will be made early on in the

new year of 1987, and a part of the CPM.
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VIII. FOLLOW-UP ACTICN REQUIRED

It is this consultant’'s opinion, that top management
of AID and PAHO need to commence to join sericusly in an effort to
co-ordinate their efforts, if a joint venture is to continue to be
possible. If staff in either group is not available for the fore-
seeable future, it might be more profitable to put responsibilities
into the hands of one organization rather than two. Unless AID can
offer its local staff and facilities for such an all-important pro-
ject, there may be more hzrm in a half-hearted attempt than none at
all. It zppeared to thls consultant that many other AID projects for
El Salvador occuplied most of the attention and time;, and thus it
was Impossible for us consultants tc have the support and assist-
ance in arrangements for scheduled visits or site inspections. Re-
gretfully, it must be pointed out, that in-depth research was not
possible without daily assistance by AID-HU/HA in providing selec-
ted material from the past. After a week this consultant felt that
she had oriented herself scmewhat and that a repeat visit might have
teen more productive. However, by then the special PAHO-team offices
had closed for the holidays, and protocol had reguired submittal of
their written material to go to MNCH. Only after review were copies
of the Master Plan going to be distributed to AID. This caused some
consternation, but it points out that the joint effort between two
agencies had not been adequately prepared and protocol had not been
established. Copies of telegrams and letters clearly indicate that
AID was not brought into the effort until November 14, 1986, and thus
all subsequent efforts were seriously handicapped from the beginning.
The search for technical assistance consultants and the delay in visa
requirements further compounded the problem.

To make recommendations for the future is difficult,

if one has neither the means to effect same or the knowledge as to
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ViilI. continued

whom one might be able to turn to to explore remedies.

However, a review of PAHO's Master Plan might be
a good way to start, in that recommendations and suggestions could
be forth-ccming to aid them in their efforts. This could also pre-
sent an opportunity to establish protocol for a joint venture in
future months, if there is to be concerted plan for action by both

agencies.
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MATERIALS AND DATA REVIEWED

Identification of Requirements Memorandum; post-Earthquake.
AID-ES, Oct. 31,1986; by Armstrong, Saarvedra, Kennedy of AID.

Needs of Hospital Bloam Memorandum.
AID-ES, Oct. 31,1986; by Armstrong of AID.

Plan Requlador de Reconstruccion del Sistema de Salud del Area
Metropolitana; with cover letter to P.S.Gibson by Dr. Raul
Paredes 1dpez, PAHO-ES, dated November 14, 1986.

Informe de Viaje, San Salvador. Oct. 27-Nov.5,1986;
by Dr. H. de Moraes Novaes, PAHO-ES Team Chief.

Informe de Viaje, San Salvador, Nov. 17-26,1986;
by Dr. H. de Moraes Novaes, PAHO-ES Team Chief.

Pre-Design Report, Rosales Hospital, San Salvador, E.S.
by Hector J. Diaz, Architect Consultant to AID, dated Aug.8,1986.

Plans and Inventories of 57 Hospitals and Health Units, by
Rodriguez Rochac, Ingenieros Contratistas, dated June 1986,
and camissioned by AID-ES.

Inspection of damaged hospitals, report and cover letter,
dated December 1,1986, by Michael Baltay, Structural Engineer,
and Consultant to PAHO Team.

Campanente, Mantenimiento y conservacion; a report by
Angel Viladegqut H., Ing., Consultor OPS/QMS, dated Dec. 1986.

Ubicacion y Zonas de Influencia de las Unidades de Salud Existen-
tes; MSPAS-ES. No date on the plan.

Demarcacion de Areas de Atencion del Sistema Metropolitana de
Salud, Niveles Primario y Secundario; MSPAS-ES. No date on the plan.

Desarrollo de la Propuesta; Tres Etapas; MSPAS-ES. An undated
schedule of step-by-step programming towards the completion of
construction of three 200 bed Hospitals and five Health Units and
repair of six existing Health Units. No date.

Consolidado de la Capacidad Fisica Instalada; Unidades de Salud
de la Region Metropolitana. Nov. 27, 1986; MSPAS-ES.

Bio-Medical Equipment and Maintenance System of the Ministry
of Health and Social Assistance of El Salvador; a Report by
Oliva, Pereira and Boostram; AID-ES . June 1986.

Executive Summary by Dr. John Fiedler, Health Econamist, of
Birch and Davis Associates,Inc. ; relating findings of a site
visit in June 1986.

Establecimientos y Servicios de Salud, El Salvador 1985;
Departamento de Estadisticas de Salud, MSPAS.




IX.

17.

18.

19,

20.

21.

continued

Health Services Organization in the Event of Disaster;
PAHO publication of 1983,

Numero de Establecimientos por Regiones de Salud, sequn Tipo
de Servicio Prestado, 1979 y 1985; fram "Aspectos Socio-Demo-
graficos" by Alex Alens, June 1986.

MEMORIA- 85/86; Ministerio Salud Publica y Asistencia Social.
An Annual Accounting of the Services rendered and the Agencn.e:s
contributing to the total health care system.

Construction Costs - 1974; Author unknown; contains data ob—
tained prior to 1974 in an effort to justify costs for, staff-
ing of, and maintenance costs for health care buildings, which
were to be funded by the International Development Bank (BID);
The construction projects did take place, but the projections
vis a vis personnel and operating costs proved to be faulty.

Econamic Indicators : El Salvadorx; Prepared by U.S. Embassy
staff in San Salvador; issued Jure 1986.
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MEMORANDUM

Fram: Sophie C. Koch-Weser,
REACH Consultant to AID-HR/HA

To: Patricia S. Gibson
Kevin Armstrong

Date: December 11,1986
‘Reference: Resulting plan proposals to those presented by the PAHO group.

As you know, Dr. Novaes and his assistants have decided, after
numerous attempts to persuade MOH to resist the reconstruction activities
for Hospital Rosales and make efforts to cambine resources with ISSS and
Fundacion Bloam, that the planning path, reflected in their CPM and the
Map of Metropolitan San Salvador, should concentrate on a Zonal break-up
of the Metropolitan Area and the subsequent planning of three 200-bed
hospitals, one for each zone, with attendant replacements, repairs or
additions to the Unidad de Salud network. This plan, I feel,should be
supported, since it will result in demagnetizing health care services
fram a rather damaged central area and , most importantly, allow for a
much improved efficiency and more up-to-date health care facilities net-
work. Furthermore, no existing activities would be interrupted, while
such building progresses. By the time this first phase of construction
has been accamplished, the need for as many as 1400 present bed capacity
in the very heart of San Salvador shall have been proven too high. It
is apparent that, quite appart fram the earthquake damage considerations,
the break-up of Pediatric, Maternity and Adult Medicine into autonamous
units has not functioned well and been a drain on the budget, even if
all of them could be rehabilitated.

Asaresultoftheébove, I have put down same of my own
thoughts on the subject of why PAHO's general goal should be assisted
and, if possible, be improved upon. To give a better overview of the
location of each health unit , I have created a smaller map and identified
the various circles of impact that the zones will have with present faci-
lities numbered and identities graphically indexed. Unfortunately, nei-
ther the time and opportunity is available at this time to establish num-
ber of staff, nurber of areas of operation and other characteristics of
each unit. ,15\

7
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Memo: SKW
12/11/86
Page 2

However, the package of information given to us on 12/10/86
by PAHO includes a CPM schedule and proposed forms for gathering this
type of information during the next few weeks; who will do this work
and exactly when is not clear at this time, but it is vitally necessary
before decisions can be made, regarding

a. what health unit remains

b. what health unit needs repairs

c. where a new health unit should be located,
so that the zone can service adequately a
population of 200,000,

d. where a health unit may not be needed.

Plans for a typical health unit and plans for a typical
200 bed hospital could, however, progress on a parallel time line.

That is also indicated on PAHO's time table. I shall be studying the

plans by the Roccar firm to convince my self of the need for Postes;

at present I am still not convinced that they are efficient or needed
within a metropolitan area, when a good and camprehensive health faci-
lities network exists. Already we see, how the interruption of services
at the Hospital Rosales' Cansulta Externa has driven the local popu-
lation to the Unidad de Salud de Concepcion ( see attached clipping
fram to~-day's La Prensa).

If I am to be effective or helpful in the future, I will need
the following data or the name and place of such a source for:

a. Patient encounters per health unit per day,week or year

b. Staffing numbers by type for each health unit

c. Staff availability per day at each unit presently.

d. Typical staffing of an in-patient unit and its bed number size.
Figures for health units outside the three major health zones are not as
important at this time, although they may be needed in future. The Central
Zone, which I have indicated on my plan and which is not reflected on the
PAHO map, serves the purpose of giving the ministerial.and medical groups

- 4
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Memo: SKW
12/11/86
Page 3.

the feeling, that we have at this time no intention of impinging on their
realm of influence, although it is hoped that the frequently mentioned
450-500 bed hospital of tertiary care, which eventually will be needed by
the nation of El Salvador, can then serve as an umbrella support facility
to the 600 secondary care level hospital beds 2nd their cammnities.

Further suggestions for making the work of AID in this project
more effective would be the putting to-gether of a small library, con-
sisting of previous study reports, plans and maps, which could strengthen
AID members and consultants efforts to familiarize themselves with the
activities of the past. I hope this remark is not offensive, because it
contains my reaction only to'the considerable amount of effort that I
have had to make to orient myself and to try and make same valid sugges-
tions. I look forward to submitting my detailed report with impressions
and proposals after my return to the United States.

Attached: CPM by PAHO
Newspaper clipping-
Map of health zones by SKW
Index of health units by zones by SKW



LA PRENSA GRAFICA, Jueves 11 Dic’, 1986-33

Excita acudir a

Unidad de Salud
de Concepcién

“Graclas a la descentra-
lizacién médica del Hospi-
tal Rosales, hemos amplla-
do nuestro horario de con-
sultas y hacemos una exct-
tativa a la comunidad del
barrio de Concepcién y sec-
tores aledafios, para que je
acerque a nuestra uni-
dad",

As! lo manitiesta la doc-
tora Gradys de Molina, di-
rectora de 1a Uaidad de Sa-
lud del barrio de Concep-
cién, agregando que des-
pués del terremoto y a raiz
de la descentralizacion del
personal médico del Hospi-
tal Rosales hacia las unida-
des de salud capitalinas, el
personal médico se ha in-

s

crementado en estos cen-

" tros asistenciales.

Este tactor, dice, nos ha
permitido aumentar la co-
bertura diaria al piblico y
poder as! atender a m4s ni-
flos, adultos, ancianos, con-
trol de embarazos, planifi-
cacién, vacunacién y con-
sulta externa en general,
ademds de nuestros servi-
clos de labaratorio, odonto-
logla, curaciones, inyec-
ciones y otros servicios
afines.

En consecuencla, expre-
sa la doctora de Molina,
reiteramos ¢l llamado al
publico en general para
Que asista a nuestra Uni-
dad, ubicada enla Sa. Calle
Orients No. 717 de esta ca-
pital, con horarios de 6:30
a.m. a5:00p.m., delunes a
viernes.

. Bwtwvaiaeamn nap.

[

aouce?cséN HoU IS 7 BLocks

EAST OF HOSPITAL ROSALES # i
BLOCKS. EAST OF tHespiTal MATERNMIDETES
& HoSPITAL [.S.S.S, -
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LUGARES DE UBICACION DE LOS HOSPITALES

Y UNIDADES DE SALUD DE SAN SALVADOR

NOMBRE

Hosptal Rosales

Hospital de Maternidad

Hospital Militar

Hospital del ISSS

Unidad M&dica del ISSS 1° de Mayo

Hospital Militar (nuevo)
Hospital Benjamfin Bloam
Unidad de Salud de San Antonio Abad

Unidad de Salud de San Jacinto
Unidad de Salud de Lourdes

Unidad de Salud de Concepcifn

Unidad de Salud de San Miguelito
Unidad Medica del ISSS Atlacatl
Unidad Medica del ISSS de San Jacinto

Hospital de ANTEL

Unidad de Salud de Barrios

Unidad de Salud de Monserrat

Unidad Medica del ISSS de Santa Anita

Unidad de Salud de Zacamil
Unidad de Salud de Mejicanos
Unidad Medica del ISSS de Zacamil

Hospital psiquifirico

Unidad de Salud de Amatepec
Unidad de Salud de Santa Lucia
Unidad de Salud de Cuscatancingo
Unidad de Salud de Ciudad Delgado
Unidad de Salud de Soyapango
Unidad Medica del ISSS Ilopango

o
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CONTRIBUTIONS TO THE EFFORT TO REHABILITATE THE EARTHQUAKE-
DAMAGED PUBLIC HEALTH CARE SYSTEM OF EL SALVADOR AND TO THE
PLANNING OF A COMPREHENSIVE HEALTH CARE SYSTEM FOR THE
METROPOLITAN REGION OF SAN SALVADOR

December 8 - 21, 1986

John L. Fiedler, Ph.D.

Health Economist
1006 Carson St.
Silver Spring, MD 20901

Tel. (301) 681-9332

Prepared for and submitted to

REACH
John Snow, Inc.
Ninth Floor
1100 Wilson Blvd.
Arlington, VA 22209

Tel. (703) 528-7474



B.

I. LIST OF CONTACTS: PERSONS AND PZACES VISITED

Agency for International Development (AID)

Human Resources and Humanitarian Assistance (HR/HA)

Office of Projects (PRJ)

Vitalizacion de Sistemas de Salud, VISISA (The current USAID
health project in El Salvador)

Economic and Commercial, Department of State (DOS, Econ/Comm)

Calle Loma Linda
Colonia San Benito
San Salvador, El Salvador

Tel. 23-1949; 23-5484; 23-5591

1, P. Sue Gibson, Deputy Chief, HR/HA

2. Kevin Armstrong, Population Officer, HR/HA

3. Aldo Miranda, Engineer with VISISA sub-contractor

Health Information Design (HID)

Deborah Kennedy, PRJ

. Mary Saavedra, VISISA

. Robert E. Long, X-ray consultant to AID

. Dr. Raul Guillermo Toledo, Population Advisor to AID

Eduardo Pena, Econ/Comm Section of DOS

. Luis Arriaga, Economist, AID

10. Jorge Mazini, HID team member.

11. Ing. Luis Oliva, Biomedical Equipment System
Advisor, HID.

OCONOOON

Ministry of Public Health and Social Welfare of E1 Salvador
(MSPAS or MOH)

Secretaria del Estado
Calle Arce, #827
San Salvador

Tel. 71-0008

1. Dr. Jose Antonio Pereira Galvan, Director General
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II. EXECUTIVE SUMMARY

1. This work was done at the request of the Agency for
International Development/El Salvador's Human
Resources/Humanitarian Assistance Section. The authorizing
entity was the Agency for International Development's Bureau
for Latin America and the Caribbean/Development
Resources/Health and Nutrition as well as Science and
Technology/Health.

The overall goal of the consultancy (as set forth in the
November 12, 1986 AID/Department of State cable) was to work
as a member of a PAHO coordinated team working with the
Salvadoran Ministry of Health team to develop a global plan
for reconstruction and development of the seriously damaged
health service facilities network in the metroplitan San
Salvador area.

The general approach of the work consisted of two meetings
with PAHO team members, brief meetings with members of the MOH
team, data collection-related meetings and discussions with
MOH Central Office and Regional Office personnel, and data
analysis activities.

The report presents a relatively detailed background section
which reviews the MOH's activities over the last decade, and
the constellation of factors (both internal and external to
the MOH) which have affected its performance during this era.
This information is essential to understanding the trajectory
of the MOH, which in turn is a prerequisite to developing a
technically sound, yet pragmatic and implementable plan by
which to begin the process of rationalizing the healith
facilities network of the greater San Saivador area. The
report also contains additions to PAHO's as yet nascent
conceptualization of what that network should consist of, and
raises a host of issues relating to (1) the research and
development of the specific service configurations to be
provided in the proposed facilities, (2) the construction and
operating costs of the proposed network, (3) efficiency
enhancement and revenue generation potentials, and more
generally their management of day-to-day affairs (particularly
as they relate to the patient-intake process and delivery of
service), and finally (4) provides part of the baseline of
data on the utilization, service characteristics, and costs of
the present system, which will provide a benchmark for the
proposed network (once a more definitive scheme is developed).

2. Key Findings

The bulk of this report does not consist of any new, major
findings. Once it became evident that the originalvscope of



work could not be fulfilled during this two week consultancy
(for reasons detailed in the report), it was determined that
the most effective use of this consultant's time would be to
further elaborate on the as yet rudimentary PAHO design for
the proposed Metropolitan Health Plan (Plan Metropolitana de
Salud, PMS). This consisted of (a) pointing out that there
were as yet many unresolved, inadequately addressed, and
unaddressed key issues (which PAHO readily informed us of at
our first meeting with them), and (b) to begin work on them.

The major empirical findings are:

(1) Although during the five year period studied
(1981-1985) there are a number of factors (detailed
in the text) which would lead one to expect that
the level of utilization of the health units in the
Metropolitan Health Region were increasing, the level
of utilization (both the total and the average per
"unit) in fact fell. Establishing why this trend
developed is important input into the design of an
effectively functioning PMS.

(2) Although there are exceptions, the utilization
levels of most of the individual health units (i.e.,
the total number of consultations they provided) in
the Metropolitan Health Region follow an inverted-V
pattern; generally having peaked in 1983. While the
utilization of the health units--taken as a group, as
well as the per unit average--has fallen, the number
of persons served by the faciiities has not fallen by
as much. The result has been a steady increase in the
number of consultations per person among those who
seek care from these health units. The reasons why
fewer individuals seek care at units, but those who
continue to turn to them do so more frequently is
missing, but vital information to effectively planning
the PMS.

(3) The average number of prescriptions (written and
filled) per person and the number of prescriptions per
consultation at all twenty-three units fell
consistently from 1981 through 1985. Although
available data will not support the development of a
causal relationship it may be that there is some link
between falling utilization and falling drug
availability. The evidence suggests, however, that
this relationship is not a simple one: one would
anticipate for instance that falling availability of
drugs (and hence falling prescriptions per
consultation and/or per person served) would prompt a
reduction in use of the health units with some type of
lag (i.e., delayed reaction). That utilization rates
continued to increase for three years (1981-1983),
during which unit prescriptions were falling suggests



that other causal factors compounded this
relationship.

(4) At least five of the twenty-three health units in
the Metropolitan Health Region provide fewer than the
MOH-established minimum acceptabie number of
consultations per physician-hour throughout the five
yvear period analyzed. Although the geographical
bounds of PAHO's PMS and the Metropolitan Health
Region are not contiguous, and at least some of these
facilities lie outside the PMS catchment area (as
currently conceptualized), this finding urges caution
in (b) constructing arbitrary service areas and (b) in
simply accepting the existing network as a starting
point upon which to develop the PMS.

(5) One major decision point for the design of the
proposed metropolitan network is whether or not the
to-be-constructed community hospitals should have
outpatient departments. In an effort to provide input
into this decision it would be useful to determine the
relative costs of a physican-provided consultation at
a health unit versus one provided in a hospital
outpatient department. There is no way to ferret out
of MOH budgets the cost of a physician-provided,
outpatient consultation. From a pooled cross
sectional, time series multiple regresion analysis of
El Salvador's fourteen hospitals (not just those
located in metropolitan San Salvador) from 1981-1985
it was estimated that each such service costs the MOH
slightly more than 41 colones (U.S. $8.20).

3. Recommendations

1. It is recommended that AID seek to participate in the
design and implementation of the PMS. The project, while
still in the early stages of design, nevertheless holds great
promise. The earthguake has provided an opportunity to
begin the process of rationalizing the public health care
system in the heart of the Salvadoran system. This project
will determine the chief characteristics of the public health
care system of El Salvador for at minimum the next three to
five decades.

2. AID should make every effort to dovetail the PMS project
with that of AID's new health project, the Health Systems
Support Project (HSSP), and other AID-sponsored efforts in the
health sector. At present, the type of information required
to rationalize the public health care delivery system of El
Salvador simply do not exist. Much of this information will




be assembled and/or obtained as part of the HSSP. To the
maximum extent possible the timetables of these two important
projects should be coordinated.

3. A technical assistance team of medical care providers must
be incorporated into the PMS to (a) examine the
appropriateness of current treatment regimes, (b) help develop
epidemiologically~based (i.e., needs-based), service
configurations, and (c) working with a health facilities
architect and a health economist, help to develop

the facility and equipment specifications of their proposed
service configurations.

4. In conjunction with Recommendations 2 and 3, the various
unresolved and unaddressed issues documented throughout this paper
need to be raised, investigated, assessed, and incorporated

into the PMS,.

5. Similarly, the original scopes of work for the health care
facilities architect and the health economist will need to be
fulfilled. Specifically, (a) additional work remains to be done
in developing cost estimates of the existing MOH metropolitan
health facilities; (b) an analysis of capital and operating
costs of the various configurations of facilities and servcies
which are (yet to be) proposed will need to be developed; and
(c) methods for obtaining additional resources need to be
examined--both via enhanced efficiency and increased revenue
generation, will need to be examined.

.



I1I. PURPOSE OF VISIT
SCOPE OF WORK

As stated in Department of State telegram sent from the United
States Embassy, AID/El1 Salvador to the Health, Population and
Nutrition Section of AID/Washington dated November 16, 1986:

3. Proposed scope of work is as follows:

A) Review operating and fixed costs of the current
configuration of MOH metro health facilities.

B) Prepare an analysis of capital and operating costs of
various possible configurations of facilities which
would respond to the technical requirements for health
services in the metro region.

C) Costs of specific services under different operational
modes.

D) Explore possible financial resources including those of
MOH and other donors to meet capital and recurring costs.

This work together with that of AID Technical Assistance team
member Architect ard Health Facilities Planner Sophie Koch-Weser,
was intended to constitute the bulk of AID/ES’s
substantive/technical contribution to a working team (dubbed the
Nucleo Tecnico Asesor) staffed primarily by PAHO and El1 Salvador
Ministry of Health officials,

Two and one~half weeks after the earthquake of October 27, 1986,
PAHO/Washington sent Dr. Humberto Novaes to El Salvador to assess
the damage to the public health care infrastructure of San
Salvador, and to begin developing a plan for rehabilitation.
Novaes' report on his activites during that 10-day trip is
presented in Annex 3, During the trip Novaes met with MOH
officials and learned of their assessment of damage and their
intentions (which are presented as appendices to his own report in
Annex 3 of this document) to build take this opportunity to
introduce some basic structural changes in the public
infrastructure, doing so within parameters of a newly, to-be-
developed, long range, metropolitan health plan. These changes
were consistent with the PAHO-initiated and recently MOH-
invigorated plan to decentralize public health care services and
planning, and hence was viewed for the most part very positively
by Novaes.

There was, however, one salient point of disagreement. The MOH
plan called for construction of four new 100 bed hospitals (or
health centers in the nomenclature of the Salvadoran MOH).
Novaes, on the other hand, arguing that the exploitation of
economies of scale suggested something of a tradeoff between the
improved access provided by four small hospitals and the greater



efficiency (lower unit service costs) of larger hospitals,
proposed that it would be more desireable to build instead three
250 to 300 bed hospitals. A compromise of three 200 bed
bogpitals was eventually developed. The development of that
compromise, however (subsequently labeled el Programa
Metropolitana de Salud, PMS), and the formation of a working team
(the Nucleo Tecnico Asesor) comprised of MUH and PAHO personnel
(see Annex 4) was apparently such a time-consuming endeavor that
the project was nowhere near the required developmental phase of
a significnatly detailed proposal to allow the AID TA team to
undertake their entire original Scopes of Work. PAHO in
particular was readily and openly willing to admit that they and
the MOH had just begun the process of conceptualization.

Specifically, the still nascent nature of the PAHO/MOH
coneptualization of the proposed system precluded undertaking
Items B) and C). Moreover, item D) is largely a moot issue at
this time as well. The question of costing out and arranging for
the financing of recurrent costs of a largely as vet
uncoeptualized system makes 1little sense. With regard to
capital--and specifically construction--costs, the Interamerican
Development Bank (IDB or BID) has expressed a willingness to

provide the necessary funds. It was, in fact, the IDB which
suggested to the PAHO/MOH team that seek to include AID/ES in the
PMS in at 1least an evaluative capacity. The IDB further

indicated that 1in the event that AID/ES technical assistance
experts favorably evaluated the proposal that it (the IDB) would
be favorable disposed to funding it.

That leaves only Section A) of the original scope of work. This
report is primarily focused on this Section, although some
tangential issues were also analyzed at the request of the Deputy
Director of HR/HA, E1 Salvador, P. Sue Gibson. These additional

activities were developed in a very dynamic, on-going
discussions/negotiations process throughout the course of the
consultancy. (Section VI. further discusses the outcome of

these discussions).



IV. BACKGROUND

A. THE ORGANIZATIONAL STRUCTURE OF THE MINISTRY OF HEALTH

1) THE HOSPITALS VERSUS THE REGIONAL HEALTH SERVICES

The Ministry of Health consists of two, unintegrated
organizational entities. The State Secretariat (or Central
Office) and the Regional Health Services (which 18 made up of
the health centers, units and posts) together comprise what is
referred to as the Centralized Agencies. The other "half" of
the Ministry consists of the so-called Autonomous (or
Decentralized) Agencies, overwhelmingly dominated by the 14
hospitals.

The Autonomous Agencies' label is an accurate one: these
organizations independently plan their own activities,
independently submit and execute their own budgets, and
independently compile and submit their own program statistics.
They are creatures of the MOH only in name. Although two
documents which are prepared by the State Secretariat include
information about the hospitals, the numbers are simply
compiled and reported by the MOH's Central Office; no analysis
is performed.

The first such document is the hospitals' annual budgetary
requests, the "Anteproyectos Presupuestarios de los
Hospitales”". The "Anteproyectos" contain data for three
different years: they contain budget requests for the coming
year, as well as the (final) budget allocations of the current
year, and the actual expenditures of the previous year. They
are annually submitted to the Ministry of Health's Financial
Accounting Division. These requests are merely arithmetically
summed with those of the "other half"” of the MOH in the
development of the Ministry's total annual budget request
which is submitted to the Ministry of Hacienda (Treasury).

The second Autonomous Agency document prepared by the State
Secretariat is the "Resumen de Actividades Hospitalarias",
which is compiled and reported by the Statistics Unit of the
MOH on a quarterly and annual basis. The Resumen contains a
relatively detailed accounting of services provided by each
facility.

Even the budgetary program categories of the hospitals are
different from those of the rest of the MOH. In documents
which itemize the MOH budget, the hospitals' budgets are never
disaggregated (with the single exception of the annually
published total government budget--the "Ley de Presupuesto’)
Instead, their entire budget--on an institution specific
basis--is reported under the budgetary rubric "current
transfers"”. It is not possible to obtain current information
on the individual hospitals' budgetary expenditures at the MOH
Central Office. The most recent that may be had are the two

'



vyear old data presented (as already noted) in the
"Anteproyectos”. The only place more recent data may be
obtained is at each of the separate (14) institutions. The
unavailability of such basic information about the hospitals
is a manifestation of their independence.

2) THE MOH'S APPROACH TO "PLANNING": HISTORICAL BUDGET-BASED
RESOURCE ALLOCATION AND ITS IMPLICATIONS FOR THE PMS

The Ministry of Health's approach to planning and budgeting
has been to follow what is referred to as historical budget-
based resource allocation. In this process, the previous
vear's budget serves as the basic resource allocation,
decision-making tool. Changes in the level of the Ministry of
Health's total budgeted monies--both those requested from and
those received from the Ministry of Hacienda--are generally
allocated across the different MOH programs on the basis of
the relative shares they received the previous year.

The outcome of this approach is clearly evident in any
longitudinal analysis of the budget. At the most aggregative
level, it is evident in the almost constant budgetary share of
the hospitals. In the last seven years, the proportion of the
MOH budget which has been allocated to the hospitals has
varied by less than one and one-half percent (see Exhibit 1).
Restricting the analysis to only those monies used to directly
provide health care services--i.e., the share of the Regional
Health Services (the health centers, units and posts) and the
hospitals, reveals that the share of the hospitals has been
even more constant; varying by only 0.6% betwen 1981 and 1985
(see Exhbit 2). These data also reveal another important
factor: the paramount position of the hospitals in the public
health care delivery system of El Salvador.

What does historical budget-based resource allocation mean for
purposes of this study? The Programa Metropolitana de Salud
(PMS) proposes to fundamentally alter the structure and
functioning of the public health care delivery system of El
Salvador. In contrast, historical budget-based resource
allocation is an approach which is status quo oriented, and
largely inert. This suggests that the proposed program may
face considerable opposition. To gain insight into why this
may be so, it is worthwhile to examine the rationale and
motivation for adherence to historical budget-based resource
allocation criteria and its associated incentive structure.

In a system driven by such a resource allocation mechanism,
new initiatives, being perceived by existing programs and
personnel primarily as threats to their own programs and
positions, are not encouraged. One manifestation of this in
El Salvador is that the MOH's finance/budget department is
nothing more than an accounting department. Planning per se
to the extent it is undertaken must be (and is) the charge of
another section of the Ministry. But planners without budgets

,J87.



EXHIBIT 1

THE PROPORTION OF THE MOH GENERAL
BUDGET-FUNDED EXPENDITURES MADE BY THE 14 HOSPITALS
(In current colones)

TOTAL MOH OPERATIONS TOTAL HOSPITAL
YEAR EXPENDITURES EXPENDITURES
1980 147,491,090 82,962,301
(56.2%)
1981 152,184,161 83,431,628
(54.8%)
1982 149,823,095 83,042,297
(55.4%)
1983 143,515,369 80,324,454
(56.0%)
1984 157,288,512 87,933,232
(55.9%)
1985 164,445,381 92,415,713
(56.2%)
1986 (INITIAL ALLOCATION) 95,400,995
(55.8%)

Source: Informe Complementario Constitucional, Ejercicio
Fiscal, Ministry of Hacienda, various years.



EXHIBIT 2
ACTUAL GENERAL BUDGET-FUNDED EXPENDITURES:

RELATIVE SHARES OF THE REGIONAL HEALTH SERVCIES
AND THE 14 HOSPITALS*

THE REGIONAL HEALTH SERVICES

YEAR (CENTERS, UNITS, AND POSTS) THE 14 HOSPITALS
1981 42,082,981 69,199,832
(37.8%) (62.2%)
1982 41,829,243 67,229,136
(38.4%) (61.6%)
1983 41,063,162 67,435,368
(37.8%) (62.2%)
1984 43,082,981 69,200,031
(38.4%) (61.6%)
1985 49,743,885 79,879,100
(38.4%) (61.6%)

* Regional Health Services Expenditures are the "total
utilizado" reported in Budget Program Code 1.06, "Servicios
Operativos de Salud”, Budget Subprogram Code 019, "Servicios
Regionales de Salud”". The hospitals' totals are the sum of
Budget Code 201's 14 individual hospital "total utilizado”
entries as reported in the annually published table "Estado de
Gastos por Clases Generales del Presupuesto General de (ano),
Resumen por Categoria de Programas, Unidades Primarias de
Organizacion y Detalle de Programas", of the Ministry of
Hacienda's annual publication, Informe Complementario
Constitucional, Ejercicio Fiscal.



are not likely to have a particularly good track record in
terms of implementation. They become frustrated and lash out
at what they perceive to be the cause of their frustrations--
the budgetary section and its immediate supervisors. The
result is the sharp and openly antagonistic split between the
budget section of the Ministry--and, at a higher level, the
entire administrative department--and the programming and
planning sections. Remedying this dysfunctional state of
affairs will require changing the institutional structure or,
at the very least, effectively altering the distribution of
power within the Ministry of Health. It is possible that the
decentralization process currently underway will accomplish
this. Decentralization, at least as envisioned, will result
in the coordination of planning and budgeting activities,
which is essential if either is to be an effective instrument
for allocating resources. Hence, the decentralization
initiative must be viewed as extremely opportune, and its
proponents within the Ministry of Health as indispensable
allies to PMS advocates. The key individual within the MOH in
this regard is Planning Section Chief Hugo Moran Quijada. (See
his memo on decentralization of July 1986 in Appendix 5.)

3) THE INTERACTION OF HISTORICAL BUDGET-BASED RESOQURCE ALLOCATION
AND THE ROLE OF DONOR AGENCIES: IMPLICATIONS FOR THE PMS

At present, the changes which occur in the structure of
relative allocations across programs and consequently across
even functional categories (e.g., personnel costs, materials,
etc.) are largely responses and/or accomodations to
initiatives introduced by international donor agencies. Given
the level of donor sponscred activities in El Salvador, such
an approach constitutes the wholesale abdication of control of
the budget, and concomitantly control of the direction and
structural nature of the public health care declivery system.
This is the major factor accounting for the growth in the
share of the MOH Centralized Agencies' budget allocated to
personnel and the concurrent reduction in the share allocated
to materials and supplies. This abdication, the role of donor
agencies and the changing composition of the Centralized
Agencies' budget are clearly evident in the Interamerican
Development Bank (IDB)-sponsored public infrastructure
project.

Between 1975 and 1984, the number of public health facilities
in El Salvador increased from 209 to 341; an increase of
nearly two-thirds (63 percent--see Exhibit 3). Assuming that
the average health center has five physicians, five nurses,
one dentist, and one dentist, and 12 auxiliaries; that the
average health unit is staffed by two or three (2.5)
physicians, two nurses, one dentist and five auxiliaries, and
that the average post has a single auxiliary; and that the
average ratio of medical care to non-medical care personnel is
three to one (a very conservative estimate, as it is likely to
be higher), the increases in the numbers of these facilities
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EXHIBIT 3
EVOLUTION OF THE MOH's INTRASTRUCTURE*

1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985

Hospitals 14 14 14 14 14 14 14 14 14 14 14

Centers 8 8 8 8 9 1 12 . 12 12 12 12
Units 72 94 85 103 108 107 97 98 98 100 100
Posts 115 124 135 143 159 161 198 202 208 215 218
Total: 209 240 202 268 290 203 321 326 332 341 344

* Units: Includes: "Unidades de Salud", "Unidades Moviles Comunitarias"
Posts: Includes: "Puestos de Salud", "Puestos de Vacunaci6n", "Puestos Comunitarios" and
“"Dispensarios de Salud".

Source: Salud Piblica en Cifras and Memorias, various years.



(exclusive of the several major hospital renovations and
construction projects with their attendant increases in
personnel requirements), has added more than 2,000 individuals
to the Regional Health Services personnel roll; nearly two-
thirds of the total increase over this decade.

Even in the face falling real budgetary allocations, the IDB-
sponsored construction project continued. The rising numbers
of personnel the MOH has had to hire and pay to staff these
new facilities has meant that a decreasing proportion of the
shrinking MOH budget has been available for anything and
everything other than personnel. From Exhibit 4 it may be
seen that since 1977 the share of personnel costs has grown
from 56 percent of the Centralized Agencies' operating budget
to 92 percent in 1985. Concurrently, expenditures on
materials, supplies, machinery, and equipment have fallen from
44 percent to 8 percent of the Centralized Agencies' total
operating budget over the same period.



EXHIBIT 4

DISTRIBUTION OF THE MAJOR OPERATIONS
EXPENDITURES OF MOH's NON-HOSP!TAL FUNCTIONS
(IN THOUSANDS OF COLONES)

THESE OPERATIONS
EXPENDITURES AS A

MATERIALS, SUPPLIES % OF TOTAL OPERATIONS

YEAR PERSONNEL MACHINERY & EQUIPMENT  EXPENDITURES

1977 24.836.8 19.577 . 98.6 %
(56%) (44%)

1978 30.216.8 12.946.7 98.2 %
(70%) (30%)

1979 36.444.7 10.079 98.2 %
(78%) (22%)

1980 46.184.7 12.537 98.3 %
(79%) - (21%)

1981 47.422.5 14.558 98.8 %
(77%) (23%)

1982 47.260.6 8.175.2 98.3 %
(85%) (15%)

1983 49.164.4 7.173.6 98.6 %
(87%) (13%)

1984 55.879.7 3.970.7 98.6 %
(93%) ( 7%)

1985 59.772.1 5.350.3 97.5 %

: (92%) . ( 8%)
1986 53.453.3 19.010.4 98.8 %

(77%) (23%)



1
B. THE MINISTRY OF HEALTH, 1975-1986

1) AN QVERVIEW

Since it peaked in 1977, the Ministry of Health's real per
capita expenditure level has dropped by 28 percent (MCPI-based
adjustment2). With the exception of two temporary lulls (1980
and 1984) the erosicn of the MOH's command over resources has
been both monotonic and fairly constant. The impact of this
trend has clearly left its mark on the public health care
delivery system of E1 Salvador. The twenty year secular trend
of the generally improving health status of the Salvadoran
people was broken in 1980: most prominently by war, but alsco
because of a less effectively functioning public health care
system——-the result, in turn., of an increasingly financially
constrained Ministry of Health.

Government reallocations of appropriated monies to fund the
costly war couplecd with general austerity measures forced on
it by a faltering economy were then (in 1979) and remain today
primary causes of the falling levels of real monies available
to the MOH. Ultimately, these same factors——the war and the
economy--can, at least in part, be held accountable for the
growing scarcity of supplies in general (and most notably in
medicines and drugs) in MOH facilities, which has probably
reduced both the effectiveness and the utilization of those
facilities from what their levels would otherwise be, in a
cumulative and spiraling fashion.

But the war and the economy were not and are not the only
culprits. These trends did not begin in 1979. 7They were
evident even a decade ago: well before the war and the
economic crisis developed. The war and the faltering economy
only served t expedite and exacerbate trends and tendencies
that already existed. The more fundamental source of the
problems--ones that predate both the war and the devastated
economy--have been of an institutional nature. More
specifically, they have been the historical mode of
organization, and the resocurce allocation and decision-making
processes within the Ministry of Health.

Comprised, as it were, of two separate systems with
physically, administratively and procedurally independent
budgetary processes, the Ministry of Health was not in a

1

This section draws extensively froam the author's July 1986
Project Paper report, "An Economic Analysis of Segaents of the
Public Health Sector of El1 Salvador”, and especially its
Executive Summary. «

2

The MCPI is a Ministry of Health-specific Medical Care
*Price” Index. For a discussion of the rationale for

and the construction of the index see the author’s July 1986
work cited it the previous footnote.



position to (i.e., was not institutionally configured in a
manner that was conducive to) its being able to effectively
take control over its own destiny, yet alone to rationalize
the allocation of its falling absolute level of resources.
Saddled with two different systems with very different needs,
and sufferring continual and significant reductions in its
level of real resource availability, the Ministry

simul taneously was being confronted with the ever-increasing
recurrent costs generated by the coming online of a (still)
rapidly expanding, donor-funded, health infrastructure.

Given this rapidly and (at least in the first years)
unpredictably changing situation, the Ministry's long
established practice of historical based budgeting was a
severe limitation. More facilities meant that more personnel
were needed. And, as both the war and the economic crisis
persisted, the implications of these fundamental institutional
shortcomings manifested themselves in the structural-lock of
budget extrapolations: in the growing percentage of recurrent
costs being spent on personnel at the expense of the growing
shortage of supplies, materials and drugs in the regional
health services' facilities.

2) THE MOH BUDGET, 1975-1986

In the years preceeding the civil war, El1 Salvador's Ministry
of Public Health and Social Assistance (MOH) generally enjoyed
a climbing absolute level of budgetary support from the
Central Government. Between 1975 and 1979, the Ministry's
budget nearly doubled in size, growing 79 percent from
82,196,160 colones in 1975 to 147,155,000 colones in 1979.
Since 1979, however, annual changes in the current colone
level of the Ministry's funding have been erratic; increasing
by more than one-quarter in 1980 and by 20 percent in 1984,
but holding about constant in 1981, and actually falling in
the remaining years—--by 1 percent in 1981, by 4 percent in
1982, by 2 percent in 1983, by 8 percent in 1985 and by 5
percent in 1986.

Assessed in terms of its share of the total Central Government
budget allocation and controlling for the impact of the
growing rate of inflation, however, the pattern of recent
developments becomes fa: less ambiguous and far less
optimistic. In 1980, the Ministry of Health was allocated
10.6 percent of the total Central Government budget. By 1986
this proportion had fallen to 7.1 percent. Deflated by a
special medical care "price" index developed for the MOH, the
MCPI, the Ministry's level of real expenditures fell by 37
percent over the course of this six year period.
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3) THE MINISTRY OF HEALTH'S PERFORMANCE, 1975-1986

a) CHANGING HEALTH FACILITY "PRODUCTIVITY"

Designed and underwritten by twoc 1long term, IDB-sponsored
infrastructure development projects, the number of MOH
facilities has grown significantly in the last ten years. The
number of total MOH non-hospital medical care facilities
increased from 209 in 1975, to 293 in 1980, and reached 344 in
1985, Consistent with the Ministry's programmatic effort to
enhance access to and utilization of MOH medical care
facilities, most of this growth occurred in the less rescurce-~
intensive, and more gecgraphically dispersed (i.e., more
accessible), health units and health posts,

Since 1977, despite the growing numbers of p.sts and units~-
both in absolute numbers and relative to other types of
facilities~-they have accounted for a falling proportion of
total MOH~provided medical visits, Together in 1977-1979,
they accounted for an annual average of 54.6 percent of all
visits to an MOH facility. Between 1980 and 1982, this
proportion fell to 51.8 percent; and most recently, between
1983 and 1985, this downward trend continued, falling to 47.8
percent.

There is no definitive evidence absut what may have motivated
these changes in consumer demand/utilization behavior. There
are, however, a number of anecdotal pieces of information, and
plausible deductive inferences (based on budgetary analyses)
which are consistent with this 8 year trend. It appears that
the MOH's relatively constant absolute levels of (nominal)
outlays for materials and supplies, in the face of rising
prices of materials and supplies, growing numbers of
facilities, medical personnel (for the most part, required to
staff the expanding infrastructure) and medical care visits,
has so significantly reduced the materials and suppliee-
intensity of the average medical care visit, that the quality
of care provided has fallen. Many of the people, it is
generally believed, who frequent these "lower” levels of care,
do so primarily to obtain medicinus. The m‘ngle most
important manifestation of the growing financial constraint of
the MOH for most Salvadorans is the significantly reduced
avajilability of medicines in MOH facilities is. general, and
particularly in the health units and posts. Having learned
first hand, or by word-of-mouth that there are few materials
and supplies--and especially drugs--in these facilities, many
people (it is hypothesized) are by-passing the lower levels of
care, going directly to the centers, or even more comsonly,
the hospitals. Others, it is speculated, may be opting out of
the public system altogether; turning to private providers,
or-~what seems more likely bLecause of falling income levels--
turning to pharmacies, pharmacists and self-medication.3



These longer terms trends of falling utilization of the posts
and (to a lesser extent) the units, have been both expedited
and exacerbated by the war and the economy. The war has
disrupted 1life throughout the country, but particularly in
relatively remote areas--the sites of most of the units and
posts. It has made travel more dangerous for both
consumers/would-be patients and for providers trying to get to
these facilities. It has disrupted schedules and supply
lines. It has generated more "business” in the form of war-
related casualties, which has meant less time and materials
have been available for "regular” clients. All of these
factors--both their actual occurrance and the mere percention
of their having likely occurred-- would discourage prospective
MOH patients from seeking care as often as they might
otherwise have done.

b} CHANRGING PATTERNS OF PERSONNEL EXPENDITURES: POSITIONS,
SALARIES AND "PRODUCTIVITY"

Since 1977, there has been a sustained increase in the
proportion of the MOH Centralized Agency budget expended on
personnel. This growth has occurred at the expense of the
share of the budget allocated to machinery and eguipment, and
most recently, materials and supplies. In 1977, the relative
shares of the total Centralized Agency operating costs spent
on personnel vis a vis materials and supplies was 55:43.
Thereafter through 1984, with only one exception--1981, the
trade-off of materials and supplies for personnel was a
continuous. By 1984, the ratio of these two categories'
funding levels grew to about 92:7.

The growth in personnel expenditures can be causad by an
increase in the salary levels, an increase in the number of
personnel, or some combination therecf. At the start of this
period, much of the increase in the pezrsonnel couts of the
MOH's Centralized Agencies was generated by increases in the
number of personnel. The rapidly expanding infrastructure
alone has been estimated to have accounted for an increase of
Centralized Agency personnel (and more specifically, or
Regional Health Services personnel) of slightly more than
2,000.
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Although the total number of visits to all MOH facilities has
not consistently fallen in recent years, there are a nusber of
factors that would suggest that had the quality of services
remained unchanged, their utilization would have bcen expected
to have increased rather substantially.



The rate of increase in the number of Centralized Agency
personnel (i.e., all MOH employees with the exception of the
Decentralized Agencies--which consist primarily of the 14
hospitals) peaked at an annual rate of 6.9 percent in 1977.
Thereafter, it followed a generally constant rate of decline,
becoming negative in 1982, and has since remained about
constant (at about -0.3 percent).4 The absolute number of
total Centralized Agency personnel (the Regional Health
Services and the MOH Central Office--Secretaria de Estado)
grew from 9,046 in 1975 to peak in 1981 at 12,716. Jocussing

specifically on only the Regional Health Services component,
personnel grew from 8,517 in 1975 to 11,934 in 1981, and fell
slightly to 11,827 in 1984.

Over the course of the last ten years, both the absolute and
the relative rates of real remuneration of the major types of
MOH medical care providers have changed dramatically--
especially since 1978.85 Physicians, nurses, nurse auxiliaries
and sanitary inspectors have all sufferred substantial erosion
in the real purchasing power of their MOH-derived incomes.
Doctors have fared the worst. Since 1978 part-time
physicians, hired exclusively to provide medical care for two
hours per day, five days per week, (this class constitutes the
bulk of MOH physicians) experienced an average annual
reduction in their real salary of about eleven percent.

The levels of real income for the nurses, nurse auxiliaries
and sanitary inspectors are not nearly as consistent. Their
general erosion has been periodically slowed and (much more
frequently earlier in the decade) occasionally the downward
trend has been temporarily reversed. Considered as three
individual categories of workers, in no year have nurses,
nurse auxiliaries, or sanitary inspectors experienced as large
a drop in their MOH-derived income as have physicians. The
cumulative effect of these trends has been least for nurse
auxiliaries. As a group, they have experienced a rate of
decrease in their real income of about one~fifth the level of
doctors. The ratio of doctor to auxiliary salaries has fallen
markedly from 1.76 to 0.81 over the 13975 to 1986 period.

Comparing the 1975-1977 average number of full time
equivalents (FTEs) of doctors, nurses and nurse auxiliaries to
their 1982-1984 levels, the relative number of physicians has
increased, that of nurses has remained about constant, and
suxiliaries has decreased.

4These figures do not include contracted labor or health board
(patronato)-funded positions, and thus actuzlly understate the
totals.
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The Consumer Price Index (CP1), developed by the Central
Reserve Bank of E1 Salvador, was used in the adjustment

process. /r



Not controlling for differences in patient case mix, changes
occurring over time in the medical care team division of
labor, differences in the quality of care received, or the
possibility of changes in the levels of other inputs, the
"productivity” of doctors, nurses and nurse auxiliaries
together (as measured by the "output” of medical visits per
FTE) fell by 1.8 percent between 1975 and 1984.

Analyzing changes the “productivity” of each of these
individual personnel categories (and bearing in mind the
aforementioned caveats) nurses' productivity increased by 41.4
percent, auxiliaries by 3.6 percent, while that of physicians
fell by 15.7 percent. In part these changes in relative
productivity are attributable to some modifications in the
structure of MOH service delivery.

(1) The increasing delegation of some duties previously
performed only or primarily by doctors to both
auxiliaries and nurses. These activities include

- primarily well-baby clinics, family planning and other
maternal child health (MCH) services.

(2) The growth in the number of physicians in
administrative positions, as (generally part-time)
directors of health centers and units. Between 1975-
1978 and 1982-1984, the average number of units
increased about 18 percent from 84 to 99, and the
average number of centers increased 50 percent from 8
to 12.

(3) The approximately two~fold increase over this time
period in the number of personnel comprising rural
mobile health units. Generally consisting of a
physician, a nurse and less frequently an auxiliary
nurse, such teams would be expected to have lower
"productivity” because because a large proportion of
their time is spent in "unproductive” travel. This
would reduce overall medical personnel productivity
and would suggest that especially nurses relative to
doctors had even greater "productivity” gains
elsewhere in the MOH systen.

(4) Changing relative levels of real remuneratiori. From
1975 to 1985, the cumulative fall in physicians' real
purchasing power totaled 63 percent. Nurse auxiliaries
lost the least, about 12 percent. Nurses have had an
intermediate experience--having lost 28 percent in real
terms. Although this does not help us to understand
why the "productivity” of nurses grew nearly 12 times
faster than that of auxiliaries between 1975-1977 and
1982-1984, it may be part of the reason for physicians'’
"productivity” loss: it may have undermined their
incentive to work as hard as they had previously. This
may also account for the development and implementation
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of the quota system governing the minimum number of
patients per hour a physician is expected/required to
treat.

Identification of the specific roles of these various factors
and their importance in explaining changes in the relative
"productivity” levels of these different MOH provider-types
requires additional data and further study.

C. THE EARTHQUAKE OF OCTOBER 10, 1986

The impact of the earthquake on the public health care
delivery system of E1 Salvador has been well documented by
PAHO. The interested reader is referred to Appendix 3
which presents PAHO's analysis.



V. TRIP ACTIVITIES

December 8: Arrive 4:30 (Salvadoran time, 5:30 EST). Baggage
lost, claim filed. Arrive at Hotel Sheraton-San
Salvador 6:30 (Salvadoran time).

Meet team member Sophie Koch-Weser (SKW). Most
activities through December 12 are carried out

jointly.
December 9: Meeting with P. Sue Gibson, Deputy Director of Human
Resources/Humanitarian Assistance (HR/HA),

USAID/ES and SKW.

Meeting with Kevin Armstrong, Population Officer
(HR/HA), USAID/ES. He accompanies us to the
Ministerio de Salud Publica y Asistencia Social
(MSPAS, Ministry of Public Health and Social
Welfare) for introductory meetings with:

a) Dr. Jose Antonio Pereira Galvan,
Director General of the MSPAS.

b) DPr. Hugo Moran Quijada, Chief of the
MSPAS Planning Department.

¢c) Regina Guzman de Molina, Economist,
Coordinator of the Pan American Health
Organization (PAHO)-MSPAS-USAID Earthquake
Rehabilitatation team (i.e., the Nucleo
Tecnico Asesor).

Meeting at PAHO offices attended by SKW, Gibson
and PAHO representatives, Victor Pou-Howley
(Engineer with PAHO-El Salvador), Dr. Humberto

de Moraes Novaes, Regional Adivsor of PAHO,
Washington, and Eduardo Leite-Robeiro, PAHO team
architect to discuss PAHO-MSPAS-AID preliminary
plans and strategy for the rehabilitation of the
earthquake damaged metropolitan public health care
delivery system Dr. Novaes explains (and as he has
set forth in his two "Informe de Viaje" documents)
that PAHO 1is hoping to take advantage of the
earthquake tragedy to initiate long run plan to
rationalize public health services in the
metropolitan area. The plan is dubbed the PMS,
Programa Metropolitana de Salud (Metropolitan
Health Program). JLF and SKW are informed that at
this moment, the plan is still in the
conceptualization stage. Receive preliminary plan
documents and background materials:

a) Informe de Viaje, El Salvador, Terremoto
del 10 de octubre de 1986, Comentarios
Informe Consultores, STC/OPS/contrados por



el Banco, October 27-November 5, 1986, Dr.
Humberto de Moraes Novaes, PAHO/Washington.

b) Informe de Viaje,El Salvador, November 17-
26, 1986, Dr. Humberto de Moraes Novaes,
PAHO/Washington.

c) Report-1: Inspection of the Damaged
Hospitals in San Salvador, December 1,
1986, Michael L. Baltay.

d) Desarrollo de la Propuesta: Tres Etapas,
MSPAS y Oganizacion Panamericano Salud
(OPS), December 1986.

e) Componente: Mantenimiento y Conservacion,
Ing. Angel Viladegut H., Consultor
OPS/OMS, December 1986.

f) Plan Regulador de Reconstruccion del
Sistema de Salud del Area Metropolitana,
with cover letter to Sue Gibson from Dr.
Raul Pareres, PAHO/ES Director, dated
November 14, 1986.

Meeting at AID office with SWK, receive documents:

a) Hospital Rosales, Informe de Diseno
Preliminar, Hector J. Diaz, STV/Lyons
Associates, Inc., August 8, 1986.

b) Provisional Space Requirements of the
Public Health Care System, October 31, 1986,
Kevin Armstrong, Mary Saavedra, and
Deborah Kennedy, AID/ES.

c) Memorandum from Kevin Armstrong, HR/HA to
Ronald Witherall, AMDO on Needs for
Hospital Benjamin Bloom, October 31, 1986.

Begin review of said documents.

December 10: Contribute review of said documents.

Site wvisits to MSPAS Centro de Salud-San Bartolo and
Hospital San Rafael with Carmen Elena Cortez, Architect,
Engineering Division; Regina Guzman de Molina,
Economist, Department of Planning, MSPAS, Coordinator
of PAHO-MSPAS Nucleo Tecnico Asesor, and SKW.

Meeting with Sue Gibson at AID.

Meeting at PAHO offices with SWK and members of the
Nucleo Tecnico Asesor team members, Eduardo Leite-



Robeiro, 1Ing. Pao-Hawley, and Dr. Novaes to further
discuss PMS to further discuss PMS, CPM, and
construction, design, and cost factors.

Recelive documents:

a) Questionnaires to be used in January-February
1987 to collect data from facilities.

b) Encuesta de Area de Influencia y Numero de
Poblacion Cubierta de Los Unidades en la Area
Metropolitana, Eduardo Leite-Robeiro, December
1986.

c) Consolidado de la Capacidad Fisica Instalada
Unidades de Salud de la Region Metropolitana,
November 27, 1986.

Ing. Pou-Howley introduces SKW and JLF to PAHO/ES
Director Pareres.

Meeting with Sue Gibson and Kevin Armstrong,
(individually).

December 11:

Individual meetings with Sue Gibson, Doborah Kennedy,
and Kevin Armstrong (the latter is also attended by
SKW) to regquest guidance and direction, and to seek
additional sources of information, in particular the
numerous documents secured by the Health System Support
Project PP team (which included JLF), and which was to
be developed into a library.

Receive and begin review of documents:

a) Muestreo Para Evaluacion PFisica de los
Establecimientos de Salud en El Salvador,
Rodriguez Rochac Ingenieros Contratistas, 21
Avenida Norte 1734, Colonia Layco, Tel. 25-
4434, 26-4955. (1) Informe Preliminar Sobre El
Muestreo a Los Localidades de Salud en El
Salvador, June 12, 1986; (2) Informe Final.

b) Metodologia Integrado de Programacion de
Servicios de Salud (version revisada), June
1986, MSPAS, Direccion de Planificacion de
Servicios de Salud, Departamento de
Programacion Proyectyo Vitalizacion de Sistemas
de Salud (VISISA); Dra. Celia de Salazar, Jefe
Unidad de Programacion, Direccion de
Planificacion de Servicios de Salud; Dr. Juan
Perez, Unidad de Programacion; Sr. Maria de la
Paz Sanabria, Enfermera, Unidad de



December

12:

Programacion; Dr. Reinaldo Grueso Ortega, MD,
M.Sci, MPH, Asesor de Planificacion de Salud,
HID/Kraus, Proyecto VISISA.

c) Anexos, Documentos Basicos Para La Programacion

de Algunos Insumos, Salazar, et. al., ibid.

d) Unidad dé Aprendizaje por Auto-Instruccion de

la Metogologia Integrada de Programacion de
Serivcios de Salud, June 1986, Salazar, et.
al.,ibid.

e) Aspectos Socio-demograficos Relacionados con

los Servicios de Salud: Revision Comparativa
1979-1985, Prognosis 1986-1989, Alex A. Alens
Z., Luis Antonio Bermudez C., Victor Guirola
2., June 1986, MSPAS, Proyecto Health Systems
Management Project Paper Contribution.

Begin review of said documents.

Meeting with PAHO Nucleo Tecnico Asesor PAHO team
member Ing. Pou-Howley to discuss and clarify
several PMS issues, including: (1) the number and
types of public health facilities to be included
in the PMS; (2) the rationale for the geographic
demarcation of the PMS--specifically its not
being contiguous with the MSPAS Metropolitan
Health Region; (3) the role of the private
sector; (4) the role of the Instituto Salvadoreno
Seguro Social, ISSS (Social Security Institute).

We are told that these are important, but as yet
unresolved, 4issues, and told that while PAHO is
interested in discussing these and other
substantive usses, there would be no time to
address these or any other substantive issues
until January 1987 at the earliest, as the PAHO
team was fully occupied with putting together the
Master Plan to formally present to the Minister
of the MSPAS Friday, December 12. Neither AID
officers nor AID TA consultants (SKW and JLF) are
invited to meeting with MSPAS officials. The
Minister, we are told, will review the plan over
the week-end. The document (it is not clear if it
will possibly be revised or not) will be

distributed early next week. This will be the
first time AID officers or AID TA consultants
will see the Master Plan. It is not clear at
this time how different the Master Plan
presented to the Minister is from the preliminary
documents presented AID officers and consultants.
Pou-Howley informs SKW and JLF that PAHO will
have completed the first phase of the PMS at the

g\



completion of the day, and will resume work on
January 5, 1987. 1In essence, all work on the PMS
is halted until then, although the AID TA team
and officers before then can (a) review the
Maste. Plan (if it 1is made avallable as
promised), and (b) can prepare baseline data on
the pre-existing system.

Meeting with Sue Gibson and Deborah Kennedy
(individually) to apprise them of PAHO's actions,
decisions, and intentions. Kennedy locates Health
Systems Support Project Paper Team Library.
Obtain coplies and begin review of:

a) Kraus International Inc., 330 EBEast 75 St.,
Suite 5B, New York, NY 10021: -

(1) Premises for the Formulation of
Cofinancing Options for Public Health
Services, August 1985;

(2) Study of Periodic Costs of the Ministry
of Public Health and Social Welfare of
El Salvador, 1980-1984, August 1985.

b) Ley de Presupuesto (various years), Ministerio
de Hacienda, Direccion del Presupuesto.

c) Ley de Salarios con Cargo al Fondo General vy
Fondos Especiales de Instituciones Oficiales
Autonomas (various years).

d) Memorias, (various years), Ministerio de Salud
Publica y Asistencia Social.

e) Salud Publica en Cifras, (various vyears),
MSPAS.

f) Pan American Health Organization, Health

’ Services Organization in the Event of Disaster,
Scientific Publication #443, 1983, PAHO,
Washington DC.

g) University Research Corporation, Health Status
Assessment and Health Policy : Program
Review, AID/ES, April 1985.

Site visit with SKW to Unidad de Salud de Barrios.
Inspect facility and introduction to Director.

Meeting with Eduardo Pena, Economist, Economic and
Commercial Section, Department of State, El Salvador.
Receive documents: (1) Foregin Economic Trends in El
Salvador and Their Implications for the United States,
El Salvador, June 1986; (2) Department of State/El
Salvador Communication, Reference No. A-014, March 23,
1986, Wages and the CPI in El1 Salvador, 1980-1985.



Discussed recent developments in the approach to civil
service employment security, macroeconomic performance,
and government stabilization policies.

Meeting with Luis Arriaga, Economist, AID/ES.
December 13: Continued review of documents obtained December 12.
Preparing draft report for REACH at AID.

Began MSPAS data extraction, compilation and entry
(using AID Compagq 286), focusing on public hospitals'
role, service configurations, and their recent
performances, budgets, and costs.

December 14: Continue review of documents, work on report, and
data compilation and analysis.

December 15: Team member SKW returns to USA.

Continue review of documents, work on report, and data
compilation and analysis.

Meeting with Kevin Armstrong and Dr. Raul Guillermo
Toledo of HR/HA. They provide w2 with several
potential contacts.

Meeting with Deputy Director Dr. Castaneda and Juan
Jose Bonilla, Statistics Department Chief, of the
Metropolitan Regional Office of the MSPAS. They
provide me with access to all monthly reports of all
public health care regional facilities (hospitals,
centers, units and posts). Begin to assemble a
longitudinal data file (1980-1985) of service provision
at all health units and hospitals in the metropolitan
region. '

Meeting with Sue Gibson to apprise her of findings and
planned product by end of consultancy: a framework of

key issues to be addressed in the PMS by the Nucleo
Tecnico Asesor in addition to those contained in PAHO

documents received to date. In addition, to the extent
possible (bound primarily by the constraint of time),
the PAHO-designed facility questionnaire will be
further elaborated, and utilization and cost data will
be analyzed with the aim of providing a baseline
against which to evaluate the resource requirements, as
well as the appropriate facility and service
configurations of the yet-to-be definitively determined
PMS.

Decenmber 16: Meeting with Jorge Mazini and Ing. Luis Oliva
(Biomedical Equipment System Advisor), both



members oOf AID consultant team of Health Information
Designs (HID) at the BID offices to discuss two
hospital studies produced by Mazini, and to discuss
potential strategies and contacts with both Mazini and
Oliva.

Return to MSPAS Metropolitan Regional Office and
continue work of culling service provision data from
monthly health units®' and hospitals' reports. Meetings
with Regional Office Director Duran, Deputy Director

Dr. Casteneda, and Statistics Department Chief Bonilla.

Continue reviewing documents, writing report, and data
compilation, aralysis, and entry.

December 17: Complete culling of data from Metropolitan Regional
Office.

Meetings at MOH central office with (1) Sra. Dina Mata
de Leiva, Chief, Financial Accounting Division; and
(2) Dr. Juan Antonio Perez, Chief, Health Statistics
Unit.

Allowed to "check out®™ of the Statistics Unit
the last seven years of the originals of the annual
report “Resumen de Actividades Hospitalarias™ ({which
covers centers as well) for photocopying and entering
into computer for further analysis.

Begin the process of cullinyg the actual expenditures
data of hospitals fiom the annual “Anteproyectos
Presupestarios de los Hospitales™ which are the only
¢ isaggregated data (below a single line item entitled
"running transfers”™) on the financing of hospitals to
be found ir the Central Office. It is subnmitted
annually to Sra. de Leiva's shop.

Continue reviewing documents, writing report, and data
compilation, analysis, and entry.

My suitcase fimally arrives! Its repor+xd to me that
Challenge Intermational Airlines has also located a box
of materials (the last of my three), but that it no
longer has a proper identification tag on 1it. I have
to go out to the Airport tomorrow to describe and claim
it. I cannot si»ply pick it up on my way out of the
country Saturday AM because the warehouse holding it
will not be open.

December 18: Continue reviewing documents, writing report, and
data compilation, anmalysis, and entry.

Return borrowed materials to MOH Statistics Unit.
Discuss data ccllection and compilation protocol with,




Meeting with Sra. de Leiva, Chief, Financial Accouting Unit, MOH.
Learn that all regional health services expenditures data (i.e.,
for all of the health centers, units and posts) are aggregated,
and captured in the sum of (1) the single Centralized Agencies
Budget program -budget code 1.06 Operative Health Services,
subprogram code 019 Regional Health Services, and (2) an
indeterminable (or so it is reported) portion of the Centralized
Agencies Budget program code 1.02 General Administrative
Services, subprogram code 029 Departmental Supplies and
Materials. The latter budget line item includes everything from
office supplies for the Central Office (State Secretariat,
Secretaria del Estado), to all of the State funded expenditures
for bandages, medicines, and other supplies for all of the
Centralized Agencies Health Service Units (i.e, all of the health
centers, units and posts), as well as some (but only some since
other monies from the Decentralized Agencies budgets are
similarly used) for purchases of bandages, medicines and other
supplies for the hospitals (as well as the handful of other
significantly 1less financially dimportant institutions). This
aggregative a level of finuncial accouting effectively precludes
accurate gquantification of even the total budgets of the health
centers, units, and posts. Moreover, there are not even
breakdowns by health region.

December 19: Clarifications from Sra. de Leiva on the Hospital-
rest of MOH budget splits.

Pick up last piece of my baggage at the airport.

.Continue writing report.

December 20: Return to U.S.
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VI. FINDINGS AND RESULTS

A. THE COINCIDENCE OF AID AND PAHO EFFORTS AND INTERESTS

Given the past record of donors frequently working at cross
purposes in the health sector of El1 Salvador, it is imperative
that the coincident of AID and PAHO interests and efforts in this
project be explicitly noted and fully appreclated. It 1s also
useful to bear in mind that the two agencies--while generally
working independent of one another--have both identified
essentially the same basic MOH structural and managerial
deficiencies as the primary obstacles to a more efficient and
effectively functioning public health care delivery system; viz.,

(1) an overcentralized administrative apparatus, (2) the
existence of two, unintegrated health care services
constellations--i.e., the autonomous, decentralized agencies

(consisting primarily and most importantly of the hospitals)
versus the regional health services, (3) the dysfunctional
organizational isolation and operational divorce of the planning
and budgetary units, and (4) the reliance on historical-budget-
based resource allocation, rather than a needs-based or a
priority-program-structured resource allocation criteria.

The approach of the two organizations in combatting these ills
has been quite different. AID has generally been shorter term
oriented. Wanting, for a variety of reasons, more immediate

results, AID has focused more on the effects of these deep-
seated, structural, and organizational ills. This approach is
well illustrated by the VISISA project. VISISA has sought to
improve the (1) drug supply, (2) transportation, and (3)
biomedical equipment maintenance and repair systems, and (4)
HAS introduced needs-based health planning (specifically, at this
point to the Western Regional Office). As noted in the
Background section to this report, these key sub-systems (the
first three activities of VISISA) have been major problem areas
plaguing the MOH and undermining the effectivness, the
efficiency, the utilization, and even the credibility of the
public health care system of El1 Salvador throughout most of the
last decade. In sum, they are irrefutably major shortcomings of
the system, which together had (through 1985) synergistically
come to threaten the viabhility of the system as it had
historically evolved. AID's VISISA project under the direction
of HID has recorded major progress in the performance of each of
these sub-systems.

In contrast, PAHO generally has taken a longer term approach:
its most conspicuous initiative perhaps being decentralization.
AID generally has had very few patience with PAHO for precisely
this reason; viewing this as an "ivory tower" approach, overly
indulgent in the realm of conceptualization, and quite simply
just taking too long.

Without gquestion the best illustration of these characteristics
of PAHO's work in Salvador, and its most conspicuous initiative




to date has been decentralization. This effort has been a very
long time in the making. PAHO's efforts date from the middle of
the 1970s. While the MOH only last July (1986) fully embraced
this approach as worthwhile and, interestingly enough, as 1ts
"own". It is in the area of decentralization that PAKC and AID
have been working most closely in unison--though it seems they
have done so while remaining for the most pait oblivious of their
coincident of interests and their mutually reinforcing efforts.
It is this PAHO conceptualized, 1cng~time-in-the-making
initiative which has provided AID with the type of institutional
structural wherewithal necessary to effectively operationalize
its shorter~term-goals oriented appr«ach(es). Where would AID’'s
efforts to introduce improved management practices and planning
be 1if they had to be incorporated into the o¢ld4, highly
centralized, central office structure with control over only the
regional health services (the health centers, units and posts--
and not the nospitals) with less than 40 percent of the operative
health services budget of the MOH, and saddled with a financial
department which only accounts for expenditures and employs
historical-budget based resource allocation?

The coming to fruition of the PAHO decentralization initiative--
which has been a very long time in the making--makes it possible
for AID to be able to focus on the shorter term, and to still
have reasonable expectations about its hoped-for reforms becoming
long term 4in their impact and duration; Iin short in their
becoming institutionalized within the MOH. Without the
decentralization initiative and the development of the regional
offices it is likely that much of AID's work with the subsystems
of drugs, and biomedical and vehicle maintenance and repair would
prove evanescent. This is not to pass judgment on one approach
or the other:; both are important and have their place. Both
sesl the same ends; it is only their means which vary.

To state the obvious, explicit recognition of their being in
tandem makes it more likely that the organizations might consider
better coordinating their efforts in the interest of improving
both of their performances/contributions. More immediately
relevant, their joint participation in the PMS project and their
working together--sharing experiences, inforsation, viewpoints
and knowledge of the health care delivery system of El1 Salvador
can only serve to enhance the significance and conftributions of
both as they take better thought-out, nore comprehensive
approaches, and reduce both duplication of effort and their
inevitably (to a lesser or greater degree) working at cross
purposes. The end result cannot but be the further improvement
in the functioning of the MOH and the improved health status of
the people of E) Salvador.

I have been caught in the crossfire between AID and PAHO, and
feared for the first dJdays of this assignment that the two
organizations would not collaborate on this important project,
and would thereby precliude its being persued. At the risk of
being dubbed “so much fluff” or ”"condescending”, and in the hope
of giving people some perspective (again), I feel compelled to



toss ought a reminder. El Salvador has been ravaged by war for
seven years now. There is enough internal turmoil in the country
without those agencies which have come to “help” Salvadorans
adding further to the strife. Clearly, different agencies with
different missions, different structures, different approaches,
and different experiences cannot be expected to become "one big
happy family”. One would aope, however, that (at the very
least-~for purposes of reiuilding the metropolitan public health
care infrastructure that) their representatives can be
professional and committed enough to develop an effective team:
to make themselves more cognizant of and empathetic for their
counterparts’ positions, and to make every effort to keep all
parties apprised of developments and participating in the on-
going decision-making process of such au important and worthwhile
project as the PMS. 7To date, both parties have some cf the blame
to share as the following narrative illustrates. It is wiitten
80 as to apprise the two agencies of the other’s activities and
oversights regarding the project to date, in the interest of
lubricating their future working relationship as team members of
the PMS.

At this moment, it appears that if AID is to have input into this
important project that it will have to accept what PAHO (working
with the WOH) has establishe: as the starting -~point.
Geographically this =3eans dealin, with a subsection c¢f the
¥etropolitan Health Region. Sfructurally, it means three 200-
bed, secondary care (community) hospitals each fed by a network
of health units (each of which, in turn, services 40-65,000
people). This 4is not to say that AID must accept this as the
definitive plan, as PAHO team members would be quick to agree.
Rather, as this document shonld mais zbundantly clear (and as
PAHO tean members assured SKW i myself when we raised
theretofore unresolved and/or unaddressed issues in our
discussions with them) it is the siarting point from which the
project will evolve. These issues, as well as a series of others
which PAHO has yet to even raise, await resolution by the Nucleo
Tecnico Asesor. Although neither I nor AID has as yet seen the
so-called "Master Plan”, this must surely be the tone of that
docusent as well. In the event that such is not the case,
however, unless PAHO and/or the ¥CH has undertaken an incredible
amount of work which I and AID have not been privy to (and has
effectively addressed the plethora of the presumably unresolved
and/or unaddressed Iissues which I raise in the mnext three
sections of this chapter--and which, by virtue of their time-
consuming nature, is most improbable), sight unseen one could

not but characterize the "Master Plan” as seriously deficient.

Unfortunately, AID has been largely left ocut of the planning and
negotiating process to date. Although Kevin Armstrong of AID was
to have served as 1liaison, and with the direction of Don
Witherall, took the lead for AID on health facilities concerns
following the earthquake, he was not fully apprised of the PAHO-
led PMS initiative.

i
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It 4is recommended that at least one AID officer be appointed to
the Nucleo Tecnico Asescr. This is essential to AID having
timely, first hand knowledge and input into the development of
the PMS. The lead AID person to date has been P. Sue Gibson
(PSG). She was contacted by PAHO only after she had 1left E1
Salvador for a two week trip to the United States. The first
official PAHO effort to apprise AID of the PMS and to include the
agency in the planning process consisted of PAHO/ES Director Raul
Paredes’ letter to PSG dated November 14, 1986. The letter (see
Annex 1) clearly implies that PAHO at that time anticipated
having a complete and very specific plan in terms of the number
and types of facilities to be built, as well as the specific
service configurations, and concomitantly, their implied supply
and equipment needs.

The +timing of the development of this detailed plan and the need
for the subsequently developed AID TA team (SKW and JLF) was a
source of misunderstanding and poor communication, and as such
constituted a major stumbling block for a smoothly functioning
PAHO-AID (officers, not TA consultants) team, at least at the
time 0. the arrival of AID's TA team. In addition, this outcome
of this misunderstanding was that the AID TA team could not
fulfill their original scopes of work. Much of this work will
still need to be done in the future.

Not having clearly defined what was to be built, or what types of
services would be provided and where, it would not be possible to
determine either the capital costs or the operating costs of the
PMS design. From the Critical Path Method (CPM) developed by the
PAHO team (see Annex 2) it would appear that at the very earliest
this activity will be undertaken in March 1987.

It is not clear if the mix up was due primarily to the
miscommunication regarding the dates during which PAHO's request
to AID for the subsequently contracted team (no dates were
specified in Paredes letter which would seem to imply
immediately), or if PAHO subsequent to the Paredes letter had to
engage in much more involved and protracted negotiations with the
MOH than it had anticipated.

PAHO and the MOH did in fact engage in a rather involved process
of negotiation. The initial MOH plans--that of the Planning
Directorate Chief Hugo Moran Quijada (one of the most powerful
decision-makers in the MOH)--were based on the construction of 4-
100 bed hospitals. PAHO’s first salvo in the battle was Dr.
Humberto Novaes' critique of the MOH plan, and his counter
proposal of three 250-300 bed hospitals (the document is
presented in Annex 3).

That the negotiation process was of both an involved and timely
nature further heightened AID's frustration of not being asked
for 4input or allowed to participate. This frustration was
further heightened to the point of becoming counterproductive in
developing closer relations with PAHO once PAHO did offer the
opportunity for participation. Purthermore, this consultant was



given the distinct impression that PAHO/El1 Salvador was, in
essence, forced to bring AID into the process either (a) by a
PAHO/Washington initiative/directive or (b) by the Interamerican
Development Bank (IDB or BID), which--in either case--only served
to further alienate AID representatives. {Background Note:
According to this latter version, upon being approached by PAHO
with the PMS, BID had made further considerations as to whether
or not it would underwrite the (still nebulous) scheme dependent
on its receiving the approval of AID TA experts.)

Given this (from AID's perspective, very frustrating) chain of
events, so as to still make effective use of the TA team, a new
scope of work was negotiated on a verbal, evolutionary, and
ongoing basis between JLF and PSG. The final agreement reached
was that I would develop a framework of key issues which should be
addressed by the Nucleo Tecnico Asesor; both elaborating on those
contained in PAHO documents received to date and those
as yet unaddressed by PAHO. In addition, to the extent possible
{bound primarily by the constraint of time) utilization and cost
data would be analyzed with the aim of providing a baseline
against which to evaluate the resource requirements, as well as
the appropriate facility and service configurations of the vyet-
to-be definitively determined PMS.



B. THE PAHO QUESTIONNAIRE

In the second report of Dr. Novaes in which the fundamental
strategy for rehabilitating the Metropolitan Health Region's
earthquake-devastated infrastructure within the confines of a
still evolving long term health plan are set forth, an interview
instrument for gathering the data to be inputted into the
ultimate design of that system is presented. That document is
entitled “Recuperacion de la Capacidad Instalada", and includes a
brief, single page introductory explanation for the survey, both
cZ which are contained in Annex 4. The form, while acceptable as
far as it goes, does not go far enough. It 1is focused
exclusively on capital items--i.e., facilities and equipment—--and
ignores other aspects of service delivery essential to the
effective planning the proposed system.

More specifically, the focus is exclusively on the supply side of
the medical care marketplace, and even there it is inadequate.
Most notably, there is a preoccupation with "things", while the
human element--health care providers and their support people,
and administratrs/managers and adminstration/management practices
are neglected. In sharp contrast, the demand side of the market--
patient needs, their willingess and ability to pay for
services( which of course is closely related to the issue of
financing such services), and, in general, their health care
behavioral patterns are entirely unaddressed. Furthermore,
questions exploring the interaction of these various factors
(i.e., the interaction of supply and dem2nd) which determines the
actual levels of utilization realized are conspicuously lacking.
Although most of these additional considerations relate to
recurrent costs {by identifying personnel needs, by casting light
on management practices in the interest of improving
productivity) some also relate to the principal focus of the PAHO
questionnaire. For instance, the findings regarding the patient
intake system (pre-registration gqueueing, registration, and
queueing again in the “final” wait before actually seeing a
provider} suggest that it would probably be more efficient to
structure the facility to clearly demarcate and more
expeditiously accomodate the associated patient flow. 1In another
example (one pointed out by PAHO), the issue of standardizing
user fees and the patronato system implies the need for a billing
and collection room (and large enough for intimate conversations
of personal finance to take place in).

As this example illustrates, PAHO team members are cognizant of
(at least) some of these issues. As of yet, however, they have
not thought through the first step in addressing this (and
similar such issues); they have yet to develop a data collection
methodology . This is not intended to be an indictment of the
questionnaire, and should not be construed as such. Rather, it
is simply intended to point out that this is a very Iimportant
area still requiring a great deal of additional work.

\Y



A s8till unresolved consideration is who at each facility is to
interviewed. It would be most desireable to interview a number
of individuals. It is unlikely that any single individual knows
all there is to know about every operational aspect of the
facility. Moreover, it would be worthwhile to know if there are
discrepancies in perceptions among the personnel at a single
given facility. Hence in the interest of enhancing both the
validity and the reliability of the information collected it
would be desireable *o interview several different persons. The
most attractive potential interviewees would be the director of
the facility, physicians, nurses, the patronato manager, and
finally auxiliaries and other personnel.

Obviously the more persons who are interviewed the more time
consuming and expensive this phase of the project becomes. Hence
there is a tradeoff between data reliability and validity, on the
one hand, and project costs and time 1lines on the other.
Determination of the optimal tradeoff is ultimately an iterative
process involving the specific questionnaire and the types of
data it generates. In these early stages of development of the
project it 1is necessary to draft a first version of the
instrument, estimate inteviewing time, conduct a pilot test, and
from the size and significance in variations in responses
obtained within a given facility, determine the potential gains
of interviewing additional personnel.

Below are listed some important issues and sample questions which
are designed to provide information to fill some of the
aforementioned (anticipated) analytical holes. This list is not
definitive; it merely serves to elucidate the additional types of
data which merit further discussion as to whether or not they
should be collected. It is important to consider them at this
time because they could be relatively easily and inexpensively
"piggy-backed"” onto the facilities/providers questionnaire. They
are not arrayed in order of significance.
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I. PROVIDER PERCEPTIONS OF ACCESS TO CARE, HCURS OF SERVICE, AND
UNFULFILLED (INEFFECTIVE) DEMAND

1. Is the use of your facility fairly constant throughout the
course of a week, or are there particular days of the week which
are usually busier? Why do you think it is busier on those days?

Do you turn patients away on that day?

What do you do if at the end of the regular hours of consultation
there are still persons wanting to be seen?

How often does this happen?
How many people are generally involved?

Do you know what people do if they are not able to see a
doctor or nurse before the end of your day? For example, do
they go to a pharmacist? a private doctor? Do they return to
your facility the next day?

Do you ¢think it would be wuseful to extend the hours of
consultation at your facility? From the physicans' perspective,
do you think it would be best to begin the hours of consultation
earlier in the morning, or extend them longer into the afternoon,
or add additional hours in the evening? Which approach do you
think patients would prefer?

II. MANAGEMENT PROTOCOLS, MANPOWER NEEDS AND POTENTIAL BOTTLENECKS
TO SERVICE PROVISION

1. THE PATIENT INTAKE PROCESS

Please describe to me the average patient's experisnce at your

facility: - -what happens to them from the time they arrive, to the
time they leave your facility.

Are patients queued? If so, explain how. When are patients
registered? What types of information are maintained? How is
the registration process different for those who have already
used vyour facility compared to new patients?

Do you have any type of patient registration card? Would it be
easier or faster for you if patients kept a registration card
which they presented to you upon arrival at your faciity? How
nany people in your facility are . involved in patient
registration? What do they do when they are not registering
patients--when it 1is a slow day or in the atternoon, after
consultation hours are over?

2. WAITING TIME

How long do people usually have to wait at your facility before
being registered? Before seeing a nurse? Before seeing a
physician?



3. THE TRIAGE PROCESS

Do patients zee a nurse before seeing a physician? If yes, why--
what does the nurse do? Is this procedure always followed? If
not, how freguently is it? Are there two stages to the intake
process—--registration and triage? or are these activities
performed simultaneously? or not at all?

III. USER FEES, COST RECOVERY, AND THE PATRONATO SYSTEM

1. What proportion of patients at your facility contribute to the
patronato fund?

2. Please describe the patronato fee schedule. What 1is the
suggested voluntary contribution for different types of services,
supplies, mnedicines?

3. Please describe the process by which people pay. Who asks
them to pay? When in the process of their receiving care are
they asked to pay and when do they pay?

4. How is it determined who cannot pay the full amount of the
fee? Are such people asked to make a partial contribution?

5. Do you think people would be willing to pay three colones per
consulta? four colones per consulta? five colones per consulta?
If not, what do you think they might do if fee schedules were
raised? Would they (a) simply request a reduction in the fee or
a waiver on the grounds they could not afford the higher fee; or
(b) would they seek care elsewhere? If so, where do you think
they might go? A private physician, a pharmacy, etc. or (c)
would they go without care?

6. Do you think people would be interested in annually paying a
set fee (for example, five or ten colones) to receive a card
(which - could double for their patient registration card, or
alternatively their payment of said fee could be indicated
thereon) entitling them to discounts on the standard patronato
fee schedule for the year?

7. How much did the patronato fund for your facility take in in
last year? (If such records exist: How much has been taken in in
each of the 1last five years?) Has the importance of the
patronato fund been changing much in recent years? How has it
changed? Why has it changed?

8. What are the patronato funds used to purchase? Is there a
(at least an approximate) breakdown in terms of types of
purchases (e.g., medicines, other supplies, personnel)?

9. What proportion of patronato funds are raised from user fees
as opposed to community fund raising and other activities?



1V. PERCEPTIONS OF THE MEDICAL CARE MARKETPLACE

In recent years the use of health units and posts has been on the
decline in this area, and throughout the country as a whole. At
the same time,  the use of hospital outpatient departments has
increased rather substantially.

What do you think may have contributed to these trends?

What has been the experience of your facility? What types of
factors has affected the people coming to your facility for care?

Where do people in this area who do not come to your facility
seek medical care? Why do they prefer to go elsewhere? What do
you think could be done to improve your facility? to improve the
care vyou provide? Do you have any suggestions as to how to
improve the general level of public health care in the country?
In specifically the health units? centers? hospitals?



C. UNRESOLVED OK UNADDRESSED ISSUES, AND SOME PROPOSED PROJECT
GUIDELINES AND METHODOLOGICAL APPROACHES

1. ISSUE: THE APPROPRIATENESS OF EXISTING TREATMENT REGIMENS.

One Example: A Case Study of Tuberculosis.

Determine the present treatment regime of treating TB in the
hospitals. From the number of beds devoted to its treatment, it
appears that this is an unnecessarily expensive approach (i.e.,
its overly bed-intensive, and cost-ineffective). This, of course
is subject to the identification of acceptable, appropriate
medical standards, which would necd %o be identified by a TA team
of medical experts. (There has as yet been no other indication--
i.e., by PAHO--of the need for such assistance. This analyst
would anticipate the need for a significant role for such a team
in defining adequate and/or appropriate service configurations,
and their implied equipment, machinery, drugs, and supplies
requirements.)

Once alternative, acceptable treatment modalities have been
identified, they should be costed-out so as to be able to
identify the cost-effective configuration and various tradeoffs
involved in selecting one approach or some combination of
approaches. The costs, quantities and tradeoffs of these
treatment regimens may then be compared to the current approach
being used to treat TB in hospitals (most notably Neumologia, but
others as well) as a chronic bed-requiring disease.

2. ISSUE: COST EFFECTIVE SERVICE PROVISION: APPROPRIATENESS
OF FACILITY AND SERVICE CONFIGURATIONS

An effort should be made to quantify the total cost/consulta;
total cost/inpatient day; administrative costs/consulta and per
inpatient day (IPD); health service provision costs/consulta
and per IPD. These estimates should be made for the different
levels of care at which they are provided in order to identify
the cost-effective site and characteristics of service delivery
(and implied equipment, supplies and personnel needs), and the
tradeoffs between efficiency, effectiveness, and access and
utilization which alternative approaches or combinations thereof
imply/embody. Comparisons of hospitals vs centers vs units
should be made to the extent that data is available for latter
two or some acceptable proxy measures can be developed. This
task has been partially addressed in this report in the section
of this chapter entitled "Empirical Findings".



3. 1ISSUE: THE METROPOLITAN MEDICAL CARE MARKET AND THE ROLE OF
THE PRIVATE SECTOR

A prequisite to ascertaining what the most desireable facility
and service a configuration for the metropolitan area might be,
is knowledge of what the metropolitan health care market consists
of at present. On the demand side of the market, there is a need
to Fknow about the types of illnesses people have and seek care
for, who they seek care for different types of ailments from, why
they turn to different types of providers and facilities, and
what they are willing and able to pay for the care they seek.

The MOH has good epidemiological data. It also maintains good
records on the levels of utilization of its different facilities,
much of which 1is disaggregated by the specific type of MOH
provider visited, and the specific type of care provided. There
is very little information, however, about the private sector.
Nor 1is there any (other than anecdotal) information about what
motivates consumer choices of when to seek care, where to seek
care, or from whom to seek care.

Fortunately HR/HA of AID has contracted to have a study of the
private sector conducted in January 1987. This study, to be
carried out by Alex Alens (of IPM, San Salvador), will consist of
developing an inventory of private sector providers and
resources. In addition HR/HA has recently completed an inventory
of pharmacies in the San Salvador area. These studies will
provide useful baseline data about the size of the private
sector, and its relationship--both present and potential--with
the public sector.

Unfortunately, there will still be almost only anecdotal data
about the determinants of demand for medical care in general,
and, more specifically, the demand for particular types of
providers. It appears that this will not be the case for 1long,
however. As part of the new AID/ES Health Systeas Support
Project due to begin in 1987, there are several studies which
will be conducted which will provide useful information to £ill
this otherwise gaping hole of knowledge. It is essential,
therefore, that the activities of the PMS be coordinated with
those of the new project so as to enable taking full advantage of
the potential crosgsfertilization which their at once
complementary and supplementary natures proffers. (As will be
discussed below, there are other aspects of the these two major
undertakings which further underscored the desireability of their
being coordinated.) There is Definition of the health care
market--drugs and private providers. Give latter opportunity to
bid on HMO style contractual care.

A varjiety of possibilities for incorporating the private sector
into this program need to be considered. Private doctors
(perhaps through the 1local medical association, the Colegio
Medico) should be sounded out for interest in (1) participating
in HMO-type arrangements to provide care particularly in areas
where damaged or inadeguate MOH facilities have had low levels of



utilization: (2) selling or renting existing unused or underused
clinics and/or hospitals to the MOH (there are several such
facilities in the Metrcpolitan regiocn); (3) renting or gaining
free access to MOH facilities during the presently generally
unused afternoon cor evening hours. This latter possibility would
enhance access to and utilization of care, while minimizing MOH
ocutlays for so doing. It might be found preferable for the MOH
to subsidize the treatment of these otherwise private patients
(perhaps to the tune of its average cost of an outpatient visit).

Finally, the possibility of private sector management of MOH
hospitals should be investigated. Although the experience
internationally with this technigue has been mixed, it
potentially provides the opportunity for significant
reductions im admimistrative costs, and in the efficiency of
service provision. The probability of this possibility would be
increased if additiomal incentives are structured to so motivate
the contractor.

4. ISSUE: TRADING OFF EFFICIENCY AND ACCESS--SHOULD THE PROPOSED
BOSPITALS PROVIDE ONLY INPATIENT SERVICES OR SHOULD
THEY ALSO PROVIDE QUIPATIENT SERVICES?

Would it be preferable to bunild the new hospitals with outpatient
department (OPD) facilities. If they are built and if the
historical tendency (which has existed since 1977) of falling
and/or low levels of drugs. supplies, and adeguately maintained
equipment in the other-than hospitals facilities {and especially
in the health units and posts) is sustained, it is likely that
these department will be burdened with a disproporticnate share
of the demand for ocutpatient services, while the proposed units
will be sparsely utilized relative to capacity. In that event,
depending upon the level of use of the proposed new units, it is
almost certain that these new units will have relatively bhigh
unit costs (i.e., the average cost of a consulta will be
relatively high). In that event, it might prove cost-effective
to not build the proposed units, but rather to plan to
accomodate the relatively greater {and stiil increasing) demand
for medical ocutpatient visits at the proposed hospitals.

There are other, countervailimng considerations, however, which
merit analysis and evaluation. First, the construction cost of a
hospital oulpatient department is considerably greater than that
of a health unit. According to estimates of Salvadoran Engineer
Aldo Miranda (a member of EID. AID's contractor on the current
health project., VISISA), AID TA consultancy team member Koch-
Weser, and PANO/ES engimeer Victor Pou-Howley, the cost per
square meter of a hospital in Fl Salvador ranges from §500 to
$635, while that of a health unit ranges from $300 ¢to $350.
Given this marked difference--of approximately a factor of two--
this is a decision which must be carefully considered.

A second Iimportant consideration is that 3if hospital-based
ocutpatient facilities are comstructed, access to health care

ya



would in all probability be seriously eroded--perhaps not
relative to the current configuration, but certainly with respect
to the potential of the new, proposed system. These facilities
would come to constitute bottlenecks throttling the ability of
Salvadorans in the metropoitan area to obtain care. Moreover, it
would exacerbate the waiting time price which Salvadorans would,
perforce, have to "pay", and thereby reduce the utilization by
undermining their ability to secure services. The end result
would 1likely be a marked increase in unfilled demand for care
with more would-be-patients being turned away from public health
facilities without having received the care they had felt they
needed.

Drug and vehicle maintenance and equipment preventive maintenance
programs suggest - that many of the motivations for falling
utilization levels of units and posts and concomitantly
increasing wuse of hospital OPD depts. are likely becoming 1less
and less relevant. The very structure of the proposed systenm
(viz., hospitals without OPDs will reverse *his trend and result
in greater efficiencies.

1
S. ISSUE: FINANCING THE PROPOSED SYSTEM--RECURRENT COSTS

As discussed in the Background section of this report, the MOH
has been increasingly stapped by financial--and specifically
recurrent cost--constraints. These have been of such a long term
duration, +*hat, when coupled with the continued reliance on
historical-budget based approach to resource allocation that the
situation has slowly evolved into a crisis. The most conspicuous
manifestation of the crisis has been the growing shortages (much
of which has been reversed in recent months primarily through the
efforts of the VISISA project) of drugs, supplies, and equipment,
machinery, and building maintenance and repair.

There -are esentially two different approaches to dealing with
this problen. The first is to improve the efficiency of the

existing system so as to reduce the level of costs. The second
approach is to supplement the Central Government/Central MOH
Office provided funds with locally generated monies. The latter

of these two possibilities will be discussed first.

The response of MOH providers has been to turn to voluntary user
fee charges levied and collected through the community-based
institution of the patronato. Beginning in earnest in the early
1980s, patronato funds have grown significantly due primarily to

1 .

My suggestions regarding increased revenue generation, improved
efficiency, and, more generally, effective resource enhancement
are presented in my July 1986, "An Economic Analysis of Segments
of the Public Health Care Sector of El1 Salvador". With the
exception of the call for a costruction moratorijum, the
discussion is equally pertinent to the PMS plan.



user fee contributions. Consideration should be given to
standardizing the fee schedule and collection procedures, and to
raising the fee schdule.

Specifically for purposes of the PMS it is noteworthy that the
Metropolitan Health Region had the lowest regional 1level of
contributions per consulta provided in the country from 1983 to
1985. Although it would be optimal to await some of the results
of the proposed household health interview and medical
expenditures survey for more definitive evidence regarding the
specific structure and level of fees, this suggests that fees
could be/should be raised in the Metropolitan area's public
health facilities and standardized to ease the MOH the impact of
the recurrent cost crisis on services.

Similarly consideration must be given to drug charges. There is
(again largely anecdotal) evidence that Salvadorans would be
willing to pay more for drugs they obtain at subsidized rates or
free of charge from MOH facilites. Again, results of the
household interview survey would be useful to determining which
drugs and what fee levels would be optimal.

Turning to the other possible approach for coping with the
recurrent cost problem, i.e., improving the efficiency of MOH
services, given the other major reform efforts currently taking
place in the MOH--which are to be complemented and supplemented
with the activities of the HSSP--we can expect the MOH to be
better positioned in coming years to anticipate/plan for and to
more effectively deal with recurrent costs.

Therefore it is recommended that to the extent that recurrent
costs of the proposed addition to the metro health care
infrastructure are greater and appear at this time to likely be
problematic in the coming years, that: (1) one of the major
economic analyses or operations research studies proposed in the
HSSP project consist of a detailed, 1longitudinal analysis of the
management practices, efficiency and productivity of the
hospitals, and, to the extent that disaggregated data is
available to provide the wherewithal, of the health centers and
units (at least those units in the Metropolituan Region), as well.

Such analyses can provide invaluable information about the costs
of alternative service configurations in different types of

facilities. (2) With or without the knouwledge provided by the
studies noted above, and with the benefit of the structural and
functional reforms currently being operationalized in the MOH, if
(as is likely) it appears as though the MOH will remain saddled
with a severe recurrent cost crisis, international donor support
should be sought for assistance with said costs, as this it may
be convincingly argued is something of a temporary short term
("cash flow") crisis, which, if short run "solutions" to the
earthquake-devastation will be ameliorated/alleviated faster, but
in a long term less desireable (more expensive in terms of
monetary costs, reduced access and utilization potential). In
short, it must be borne in mind that the system currently being



planned will constitute the heart of the health care delivery of
El1 Salvador for the next quarter century, and that accordingly a
long terms planning horizon is appropriate.



D. E¥PIRICAL FINDINGS

This section briefly discusses a potpourri of empirical
findings about the health units and hospitals. PMost of

the findings address aspects of cost or utilizaticn-related
issues. I collected the health units’ utilization data at the
Metropolitan Regiocnal Health Office. The original source of
the data is the “Informe Mensual de los Actividades” of each
of the health facilities (posts, units, centers, and
hospitals), which ‘s reported to the Regional Office on-a
monthly basis, and there aggregated for quarterly reports. 1
obtained the hospital data from the Ministry’s Financial
Accounting Divisiocn. 7The source of this data is the
“Anteproyectos Presupuestarics dJde los Hospitalias”, which is
submitted ansualiy to the Division.

HEALTE UNIT FINDINGS

OTILIZATION

Exhibit presents the number of physician-provided
consultations in each of the Metropolitan Region’s 23 heaith
units from 1981 to 1985. From a drief scanning of the table,
one is imwediately struck by the nunber of facilities which
have low levels of utilizaticn. 7The guestions begged are:
Are there presentily too many health units in the region? Can
some of the units be ciosed? Or, in the event that new units
are to be built (the P¥S proposes buiiding 13 mnew unit
facilities) shoculd some of those presentily existing be
physically and operaticnally aggregated with others?

As a type of objective benchmark with which to gauge whether
or not a particular unit is "too® small in reviewing Exhibit 3
it shouid be borne in mind that the Ministry of Health has .
established six consuitas per hour as the minimsal acceptable
nusber of consultations for its physicians. While 1 was not
able to zscertain the propriety of this presusption, 1 assume
that this target relates to the “average” MOH physician: i.e.,
those who are esployed by the Ministry for only two hours per
day. The carjget of six consultas per bhour eguals 12 per day:
leaving an avarage of ten minutes per consultation. Assuming
that each of the units is staffed Dy three part-time (two
hours of comsultations per day) physicians, there are 1,440
physician consultation hours per year (3 physicians times 2
hours per day times 5 days per week times 48 weeks per year).
Given the forezoing assumptions, minimal adhe~<nce to the MOH
guota of six consuitas per hour regquires the werage health
unit provide (at least) 8,64C eonsultas per year.

Using this numsber as 3 reference/evaluvation cutoff point we
can s~» from Exhibit 3 that five of the 23 health units are
underutilized. Still, other considerations such as the



METROPOLITAN REGION HEALTH UNITS'

BEALTH UNIT NAME

1

W N

O N O 0 &

9

San Jacinto
San Miguelito
Concepcion
Barrios
Monserrat
Lourdes
Zacmil
Mejicanos

Cuscatancingo

10 Ciudad Delgado

11

Soyapango

12 Santa Lucia

13 Saa ¥artin

is

Apopa

15 San Marcos

16 Santo 7Tomas

17 ¥Nejapa

18 Guazapa

19 Agullares

20 Tonacatepeque

21 Amatepec

22 Abad

23 Santiago Texacuangos

EXHIBIT &

1981

40,085
35,116
27,497
32,481
14,429
ig, 581
27,605
24,828
12,838
26,161
24,799

6,228
9,105
19,2366
10,073
5,972
8,083
5,887
12,962
6,917
7,268
15,168
4,089

SERVICE PROVISION,

TOTAL CONSULTATIONS

1982

43,299
36,108
28,188
30,563
14,799
19,787
27,448
30,706
13,681
25,7178
25,253
7,503
8,652
14,358
12,578
6,534
9,361
5,298
13,985
6,372
10,022
19,824
$,376

1981-1985

e ——— et e e et i e - = - . .

“1983

45,627
35,364
35,536
33,980
14,796
21,545
28,689
34,966
13,406
26,372
26,792

9,464

7,984
12,261
12,006

6,185

8,746

5,026
12,366

4,038
15,133
21,125

5,574

1984

43,513
34,783
36,273
23,646
13,833
21,252
27,489
38,846
12,818
23,899
27,342

8,252

8,778
19,177
11,534

6,568

9,863

7,392
15,732

6,597
16,719
18,838

5,015

“1985

39,637
32,674
34,215
32,668
11,972
18,421
25,536
36,380
10,096
20,960
24,264

8,366

8,983
12,244
10,129

5,324
10,383

7,437
13,933

4,341
16,483
14,457

4,782



closest alternative source of care should be examined befoure
electing to phase-cut these facilities in the PMS, or before
hastening to close these five; i.e., the impact on access to
care of doing so should first be examined. This is an topic
requiring closer study.

It seems probable that at least some of these 23 facilities.
especially those in the Metropolitan San Salvador area, where
physicians have long been overwhelmingly concentrated, and
where the population has long been attracted for medical care,
are likely to have more than the standard number (three) of
physicians. To the extent that this is true, the average
annual number of patient consultations presented in Exhibit &
would have to greater tinan the 8,640 minimum identified
earlier to achieve the minimum MOH standard. The earlier
stated preliminary finding that there are five ostensibly sub-
standard health units (defined with respect to their level of
useage), therefore, must be regarded as conservative: it is
likely to provide an overly optimistic picture in terms of
unit and physician “productivity” (as measured by this
admjittedly crude measure).

This finding w~ .,ants further analysis than the limjited data
gathered during this trip is able to afford. 1In determining
what the appropriate course of action is, the past history of
utilization patterns and their causes (noted in the Background
Section of this report., and detailed in the author’s "An
Economic Analysis of Segments of the Publjic Health Care System
of E1 Salvador”, July 1986), and the fact that many of the
utilization pattern~-conditioning factors are changing (viz.,
the availability of drugs and other supplies in “low-~-level”
facilities) must be borne in mind. Behavioral patterns of the
past should not be regarded as intractable pararmeters
determining the configuration of the future system. They
should, instead, be regarded as responses to a variety of
related perceptions and incentives provided by the present
structure--both of which can be altered. 1In short, the
situation is a dynasic one, and must be regarded as such. The
as yet uncharted future holds the potential of new
possibilities: it is those possibilities which at this time we
must try to envision. Then we must mold and direct the system
s$0 as to make the most desireable, yet feasible, envisioned
end-state(s) a reality.

Toward this end, special effort should be made to further
investigate WHY the levels of service provision/utilizaticn
have been so low at those s facilities which have provided on
average fewer than six physician cosultations per hour
throughout the past five years. These facilities are
providing services at relatively high unit costs because of
their low service provision records: i.e., their productivity
and efficiency have been sub-optimal. 1Is their record
attributable to low demand? 1f so, what factors have
cortributed to low demand? Is it that there are adequate



alternative providers and preferred providers located closeby
{in terms of travel time and/or travel cost)? If so,
construction, reconstruction, or maintenance of these
facilities may not be warranted. Alternatively, is physician
behavior or some other supply-related factor primarily
responsible for the low numbers of consultations provided? 1If
so, how can these factors be altered to improve the access to,
utilization of, and/or efficiency of these services? Clearly,
further analysis is called for if the Metropolitan Region's
public health system is to be rationalized.

THE HEALTH UNITS' DRUG PRESCRIPTION AND DISPENSING PRACTICES
AND ITS RELATIONSHIP TO UTILIZATION

It is generally believed that Salvadorans use a
disproportionate and urncessarily large amount of medicines
(see, for instance, the July 1986 Operations Research
Technical Report Contribution to the Project Paper by Barton
Burkhalter and Jaime Benavente). It is widely held that both
public and private medical care providers in Fl Salvador over-
prescribe medications.

Exhibit 7 presents various indicators of utilization and
characteristics of service provision by the twenty-three
health units averaged (the arithmetic mean) on an annual
basis, and over the five year period of interest. Column One
of the Exhibit presents the annual average number of patient
consultations by physicians per patient at a single (the
average) unit (note, this does not include those provided by
nurses or dentists).

From columns two and three it may be seen that the number of
prescriptions (written and filled) per per person served (at
least once in the course of the reporting year) and the number
of prescriptions per consultation at the units has
consistently fallen each year from 1981 through 1985. On the
other hand, the number of consultations per person (column
one) has increased each year until 1985 (when it fell from its
1984 level, but still remained greatei than all other previous
vears). This suggests that the units were developing a more
intensive relationship with its patients. 1In light of the

fact that total utilization fell through most of this period,
it suggests that while the number of persons frequenting the
units decreased, those who did use these facilities were more
111 and/or were more fajithful to them (i.e., used fewer
alternative sources their own choice, or perhaps because they
could not afford others).

It may be that MOH providers, increasingly constrained by low
levels of drugs and other supplies, l::ve come to alter their
fundamental treatment regimens, substituting more
consultations for particulcr types of health problems for
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EXHIBIT 7

AVERAGE SERVICE CHARACTERISTICS, 1981-1985
CONSULTATIONS PRESCRIPTIONS PRESCRIPTIONS
YEAR PER PERSON PER PERSON PER CONSULTATION
1981
Mean 2.041 6.642 3.324
S.D. .604 2.842 1.359
Max. 4.264 13.106 7.192
Min. 1.063 2.705 1.899
1982
Mean 2.118 6.097 2.945
S.D. .588 2.411 1.129
Max. 4.676 12.644 5.822
Min. 1.232 3.368 1.759
1983
Mea:; 2.139 5.606 2.660
S.D. .672 2.369 .894
Max. 4.856 13.967 4.866
Min. 1.222 2.682 1.449
1984
Mean 2.177 5.323 2.455
sS.D. .992 3.093 .907
Max. 7.074 18.617 4.703
Min. 1.490 2.361 1.287
1985
Mean 2.140 4.988 2.287
s.D. .693 3.012 .806
Max. 5.356 17.766 4.106
Min. 1.415 2.219 1.109
All 5 Years '
Mean 2.101 5.658 2.722
s.D. .681 2.792 1.109
Max. 7.074 18.617 7.192
Min. 1.063 2.219 1.109



increasingly scarce medications. This implies that in the
Metropolitan Region as a whole that utilization of public
health care services has actually increased (as measured by
the total number of persons served). In light of the fact
that this occurred while the Metropolitan Region (specifically
the department of San Salvador) was increasing (between 1980
and 1984) at an average rate in excess of four and one-half
times that of the second most rapidly growing department,
Sonsonate, (4.09% versus 0.89%) and at an even higher rate
relative to that of the second most rapidly growing health
region, means that Salvadorans were either (a) foregoing
medical care, (b) were turning elsewhere (to the private
sector or other public health care facilities), or (c) were
increasingly relying on non-professional or self-treatment of
illnesses.

Moreover, given the falling level of income per capita of the
country throughout this period and an assumed income
elasticity of demand for public health services greater than
one, but less than that of the private medical care sector,
one would anticipate that use of the public health care system
would be increasing throughout this era.2 This assumption is
based on findings from around the developing world. From what
evidence is available (only anecdotal) this also appears to be
true of El Salvador. That is, as income increases, people
become better able to afford relatively more expensive private

2Income elasticity of demand is a measure of the sensitivity
of demand to changes in income levels. Technically it is the
percentage change in income divided by the percentage changz
in the quantity of the good demanded. If this ratio is equal
to once, the share of income spent on the good in gquestion
remains constant--and since income is increasing, this means
increasing absolute expenditures on the good. If the income
elasticity of demand is greater than one, the good is
characterized as a "luxury”; people respond to increasing
income by increasing their purchases of the good at a rate
even faster than the pace at which income is increasing. 1In
this particular case--medical care is generally thought to be
80 characterized--both the absolute amount of money and the
relative share of income spent on the good increases. If the
income elasticity of demand is less than one, the good is
described as a "necessity”. As income increases, the share of
income going to purchase "necessities” decreases; the absolute
amount of monies (colones) upent on them, however, could be
increasing or decreasing. All of these relationships can be
turned around as we’l. If income is falling, theshare of
income being spent on a luxury will fall more rapidly than the
rate at which income is falling. Given that the income
elasticity of demand for all medical services is thought to be
greater than one, but that of public services is smaller than
that of private servies, one would anticipate a shifting of
demand and utilization from the private to the public sector
when income falls.



medical care, and generally increase their use of it relative
to public services. On the other hand, when income is
falling, as it has been in El1 Salvador for seven years now,
the tendency is for people to forego their preferred, more
expensive, and now less affordable, private medical care--and
to instead use less expensive, MOH-provided services. That in
the face of falling income, MOH service utilization continues
to fall, is troubling.

Furthermore, given that epidemioliogical data from 1981 through
1985 do not show marked reductions in "need” for medical care,
it suggests that some other factor was discouraging public
health service utilization. As noted briefly in the
Background section to this report, it would seem that this
“"other factor” was what economists would regard as changing
consumer tastes: the (probably accurate) perception that the
reduced availability of medicines and other supplies in public
health care facilities (specifically units) was so marked as
to compromise the gquality of care which could be, or in fact
was being, provided in such facilities.

The dearth of information about what motivates Salvadorans to
select a particular type of provider or facility over another,
precludes being able to distinguish between these
possibilities or determine if there are other factors
involved. As noted elsewhere in this report, this is the type
of information a household health and medical care utilization
interview survey could provide, and which is sorely needed if
the ratjionalization of the public health care delivery system
of San Salvador (and more generally, the country as a whole)
is to be predicated on much more than anecdotal evidence and
intuition.

HEALTH UNIT COSTS AND BUDGETS

There is no single identifiable budget line item in the MOH
budget for the services it provides in any of its centralized
agencies, i.e., fc: any single health center, unit, or post,
or any sub-aggregation thereof. The all-but-nondescript.
aggregative budget line item sub-program code 019 Regional
Health Services under program code 106 Operative Health
Services contains the overwhelming share of the budget for all
non-hospital services. These include inpatient services
(which are provided primarily at the centers, though a very
limited number are also provided at the few units with six or
eight beds) and ocutpatient services. The rest of the budget
for Regional Health Services comes out of sub-program code 029
Departmental Supplies and Matei'ials under program code 102
General Administrative Services, which is split with the
Central Office (Secretaria del Estado) and the Hospitals.



The only method available for accounting for the costs of
providing health unit services is to track the various in-kind
“contributicns” (medicines, supplies, equipment, machinery,
personnel, amortized building expenses, repairs, and
maintenance, etc.) made by the Central Office and to monetize
and aggregate these. Obviously such an effort would require
more than the two weeiks avajilable to the author. Therefore
this important piece of information is missing from the
baseline data against which to compare the proposed PMS.
Although there are a number of alternative possible methods
available for developing an estimate, none was made.

HOSPITALS
OUTPATIENT DEPARTMENT SERVICES

There is no information about the ccst of outpatient services
provided by the fourteen hospitals of El1 Salvador. In an
effort to develop an estimate, I gathered data on utilization
and what I hypothesized to be the principal distinguishing
characteristics of the hospitals which would account for
variations in their costs. These included the variables
presented in Exhibit ¥. I then developed a regression

model to explain variations in the cost of the 14 hospitals
using a pooled cross sectional, time series analysis. This
provided 70 observations:; an adequate number for developing an
estimate of outpatient consultation provision costs with an
acceptable level of confidence. Before turning to the actual
equation estimated, it is important to first discuss
regression diagnostics. The next section briefly discusses
the issue of rugression specification and diagnostics:
specifically it discusses the different functional forms
specified and estimated, why the one reported is the preferred
estimate, and the degree to which the estimated equation
adheres to the underlying assumptions of the regression model
(and hence the degree of confidence we may have in the
results).

a) Regression Diagnostics

There are several different functional forms which are
theoretically appealing and hypothetically acceptable
specifications for a cost function. The ones fitted are (1) a
simple linear form, (2) a scmi-logarithmic form, (3) a
Jogarthmic form, and (4) a quadratic form. The two forms
involving logarithms (and especially the log-log
specification) generated standardized residuals which although
they generated an equation with a far smaller standard
deviation, were regarded as second-best because their
standardized residuals deviated significantly from a normal
probability plot and because they manifested a relatively



EXHIBIT ¢

INDEPENDENT VARIABLES

INCLUDED IN THE REGRESSION EQUATION ESTIMATES

YEARi: i=1981, 1982, 1983, 1984: A dummy variable equal to

one if i=1981 and the current year is 1961, equal to
zero if it is not. (1985 is the reference year,
omitted dummy variable.)

HOSPj: j=1, 2, ..., 14: A dummy variable equal to one if j=1

TOTALBED:

TOTALADM:

TOTALLOS:

TOTALOPS:

RECETAS:

XRAYS:

LABEXAMS :

INJECTN:

TC:

ALLVISIT:

MEDVISIT:

DDSVISIT:

and the current hospital being observed is code
number 1 (see the codes at the end of this Exhibit)
and equal to zero if it is not. (Hcspital Rosales is
the reference hospital, omited dummy variable.)

The total number of staffed (available) beds in the
hospital reported for the year.

The total number of admissions into the hospital
during the year.

The overall average length of stay of all inpatients
during the year.

The total number of operations performed in the
hospital during the year.

The total number of prescriptions written and filled
by the hospital during the year.

The total number of xrays performed at the hospital
during the year.

The total number of laboratory examinations
performed at the hospital during the year.

The total number of injections provided at the
hospital during the year.

The total annual operting cost (actual expenditures)
of running the hospital.

The total number of physician-provided outpatient
consultations, dental visits, and emergency care
consultations provided during the year.

The total number of physician-provided outpatient
consultations provided during the year.

The total number of dental visits provided during
during the year.



URGVISIT: The total number of emergency care consultations
provided during the year.

ENFVISIT: The total number of nurse-provided outpatient
consultations provided during the year.

HOSPITAL CODES NUMBERS:

1: Francisco Menendez, Ahuachapan

2: 3an Juan de Dios, Santa Ana

3: Sonsonate, Sonsonate

4: San Rafael, Nueva San Salvador

5: Dr. Luis Edmundo Vasguez, Chalatenrango

6: Maternity, San Salvador

7: Benjamin Bloom, San Salvador

8: Psiquitrico, San Salvador

9: Neumologia, San Salvador

10: Santa Gertrudis, San Vicente

11: Santa Teresas, Zacatecoluca

12: San Pedro, Usulatan

13: San Juan de Dicos, San Miguel

Rosales is the reference hospital, the omitted dummy
variable.

)]



greater degree of hetercsckedasticity. 1In addition, because
many of the variables which were intuitively/theoretically
appexling to specify a2s logarithmic functions had one or two
values egqual to zero or missing, that it reduced the degrees
of freedom by an unaccpetable amount.

The gquadratic form., was specified for two reasons: (1) to test
for the hypothesized existence of economies of scale, and (2)
as an intermediate step to specifying a cubic total cost
function (i.e., one capable of exhibiting increasing returns
to scale im some ranges ©f outprnt, and ctonstant returns to
scale and decreasing returns to scale in other output ranges.
The guadratic specification performed so poorly that the cubic
function was never even estimated. Most of the linear terms
with gquadratic coumterparts did mnot enter the eguation because
of too low a level of toleramce {i.e., they did not add even
0.00001 percent to the explanatory power of the equation).

The gqumadratic terms, on the other hand, generally entered the
egquatiom, but were nowhere close to any acceptable level of
sigmificance.

The first and most simple specificaton, a simple linear
function, proved to be the best in terms of the fitted
egquatioms' stamdardized residuals most closely approximating a
mormal probability plot and the standardized scatterplot of
the residuals against the predicted values showing the least
signs of heteroskedasticity. 7This is the only functional form
reported here. Im all of the eguations specified, 1985 served
as the benchmark year (it is the omitted year for the series
of Gunmy wvariables imcluded to coatrol for any systematic
changes im the total cost of the hospitals as a whole during
this pericd), and Hospital Rosales is the benchmark hospital
(it is the comitted hospital for the series of dummy variables
incluvided to comtrol for the unigue characteristics of any
particular hospital).

b) THE REGRESSION RESULTS

Turning first to Eguation #1 (presented in Exhibit 7)., the
mocdel]l does a very good job of explaining variation in El
Salvador's 14 hospitals® total costs between 1981 and 198S5:
$9.5 percent of total variation is explained. The equation
has am F Statistic of 3507.67, and is significant at far beyond
the $5.5 percent levelof confidence.

Eguaticm #1 specifies two variables representing outpatient
coansultations: ENFVISIT, all ocutpatient consultations
provided by murses, and ALLVISIT, which aggregates all
cutpatient comsultations provided by physicians, dentists, and
all emergency care visits. As may be seen in Exhidbit 6, the
provision of an cutpatient wvisit by a nurse actually reduces
the total cost of a hospital by 83.61 colones. This is
probably a statistical artifact. The ALLVISIT coefficient

2
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EXHIBIT 9

POOLLD CROSS SECTIONAL, TIME SERIES REGRESSION RESULTS

(N=70)

EQUATION #1

VARIABLE COEFFICIENT
ALLVISIT 4.97366**
ENFVISIT ~83.62773%**
TOTALBED 1247.52532*
TOTALLOS 6463.71857
TOTALADM 3.80020
XRAYS 20.65916**
INJECTNS .30542
LABEXAMS -.44120
RECETAS .38780
TOTALOPS -2.34595
Adjusted R2 -995
F Statistic

** designates statistically significant at or above the 95

percent confidence level.

*** designates statistically significant at or above the 989

percent confidence level.

507.67***

.7
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EXHIBIT /0

POOLED CROSS SECTIONAL, TIME SERIES REGRESSION RESULTS
(N=70)

EQUATION #2

VARIABLE COEFFICIENT
MEDVISIT 41.07965***
DDSVISIT 17.32046
URGVISIT 11.01192**
ENFVISIT ~-83.61238%**
TOTALBED 1333.68506**
TOTALLOS -10746.70543
TOTALADM 1.73610
XRAYS 30.66772%**
INJECTNS .22765
LABEXAMS -.05829
RECETAS .21364
TOTALOPS -3.68234
Adjusted R2 .994

F Statistic 436.47%**

** designates statistically significant at or above the 95
percent confidence level.

s** designates statistically significant at or above the 99
percent confidence level.



reveals that each outpatient visit provided by a physician, or
a dental visit, or in an emergency situation increases total
costs by 4.97 colones. :

Since the ALLVISIT variables aggregates what are
quantitatively and qualitatively very different types of
services, Equation #2 (see Exhibit/0) which disaggregates them
was specified. The adjusted R square of this equation is a
tiny fraction smaller ($9.4 percent in this instance), and the
F Statistic is smaller (436.47), the fit of tre equation is
still exceptionally close. This equation is also significant
at far beyond the 99.9 percent level of confidence.

The ENFVISIT coefficient in Equation #2 is identifical to that
of Equation #1. This is encouraging: it is a manifestation of
what is referred to in statistical parlance as "robust". It
is manifested by a relatively stable relationship, which is
evidence of a strong and relatively well-identified underlying
set of relationships.

Diaggregation of ALLVISIT yields three new variables;
MEDVISIT, outpatient consultations provided by physicians,
DDSVISIT, dental consultations, and URGV13IT, emergency care
provision. The DDSVISIT variable is insignificant: we cannot
be confident of the estimated contribution of dental
consultations to the total cost of a hospital in El Salvaor.
URGVISIT is significant, and its coefficient is 11.01:

a single episode of emergency care as opposed to a single non-
emergency episode of care adds an additional 11 colones to

a hospital's total costs in El Salvador. MEDVISIT is
significant and equal to 41.08. A single physician provided
outpatient consultation adds about 41 colones to a hospital's
total costs in Salvador.3

3The semi-logarthmic specification which regresses the log of
total costs on the identical set of independent variables as
those in Equation #2 yielded an estimate about one-gquarter
smaller. While deemed a less accurate estimate, for reasons
noted in the text, this relatively similar number, lends
further credence that the single best estimate developed is a
reasonable one.



VII. RECOMMENDATIONS AND REQUIRED FOLLOW-UP ACTION

1. It is recommended that AID seek to participate in the
design and implementatlion of the PMS. The project, while
still in the early stages of design, nevertheless holds great
promise. The earthquake has provided an opportunity to

begin the process of rationalizing the public health care
system in the heart of the Salvadoran system. This proj2ct
will determine the chief characteristics of the public health
care system of El1 Salvador for at minimum the next three to
five decades.

Moreover, it would se>m that the MOH has so many other
available donor-provided pots of money (from West Germany,
Italy, France and Chile) that implementation is not contingent
upon the participation of either AID or the IDB, or even PAHO
for that matter. 1In an effort to improve the design and
ultimate "product", AID should seek membership on and
participation with the Nucleo Tecnico Asesor.

2. AID should make every effort to dovetail the PMS project
with that of AID's new health project, the Health Systems
Support Project (HSSP), and other AID-sponsored efforts in the
health sector. At present, the type of information ' required
to rationalize the public health care delivery system of El
Salvador simply do not exist. Much of this information will
be assembled and/or obtained as part of the HSSP. To the
maximum extent possible the timetables of these two important
projects should be coordinated. Also, their required efforts
should be closely examined, and to the extent feasible jointly
planned to minimize duplication of effort, while maximizing
their effective resource availabilities and the quality of
their products. 1In light of the availabilities of other pots
of money (noted above), the HSSP may be viewed as a
tantalizing carrot for obtaining and maintaining effective AID
participation in the PMS: AID is far ahead of the pack in
terms of having thought through much of the requirements cof
the PMS.

3. A technical assistance team of medical care providers must
be incorporated into the PMS to (a) examine the
appropriateness of current treatment regimes, (b) help develop
epidemiologicaliy-based (i.e., needs-based), service
configurations, and (c) working with a health facilities
architect and a health economist, help to develop the facility
and equipment specifications of their proposed service
configurations.

4. In conjunction with Recommendations 2 and 3, the various



unresolved and unaddressed issues documented throughout this
vaper need to be raised, investigated, assessed, and
incorporated into the PMS.

5. Similarly, the original scopes of work for the health care
facilities architect and the health economist will need to u2
fulfilled. Specifically, (a) additional work rerains to be
done in developing cost estimates cf the existiny MOH
metropolitan health faciiivies; (b) an analysis z: capital and
operating costs of the various configurations uf facilities
and servcies which are proposed will need to be developed; and
(c) methods for obtaining additional resources need to be
examined--both via enhanced efficiency and increased revenue
generation, will need to be examined.
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14 Noviembre, 1986

Srita. Patricia Sue Gibson
Directora Interina
Recursos Humanos y
Asistencia Humanitaria

_ Presente. '

Estimada seriorita Gibson:
Le envio unas lineas con las ideas generales sobre el plan regulador
de reconstruccidn del sistema de salud del Area Metropolitana, tratando

de definir al final en forma macro, lo que esperamos nos ayude un Consul-
tor de AID, integrado con los grupos nacionales y de OPS.
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Le saludo muy atentamente.
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PLAN REGULADOR DE RECONSTRUCCIOl DEL SISTEMA DE SALUD

DEL AREA METROPOLITANA

Las autoridades de Salud han considerado que la readecuacidén y reconstruc-
cion de los establecimientos de salud daiados por el terremoto, se haga si
guiendo un plan que permita a la poblacidn facil acceso a los servicios, =

Para esto se desarrollard una politica de descentralizacion administrativa
y desconcentracidon de los servicios.

Para esto ha dispuesto integrar un grupo nacional para que con ayuda de
asesores internacionales procedan a elaborar el plan regulador.

Sus funciones principales seran:

a) Definir tamano de areas de influencia.
b) Determinacién accesibilidad.
c) Zonificacidn del Area Metropolitana.
- Desconcentrar algunas especialidades
- Incrementar el horario de atencidn al pdblico

- Mejorar el sistema de referencia y contra referencia

Py

- Facilitar la cooperacidn entre las distintas agencias del sector =sa-
lud

- Definir niveles de atencidn

- Promover la participacidon comunitaria, etc.

Con estos y otros criterios se debera establecer los mecanismos que permi
tan integrar técnica y funcionalmente el Sistema Metropolitana de Salud.

Para esto deberan formarse varios grupos que:

a) Establezcan un plan de emergencia que incluya las actividades y accio-
nes a ser desarrolladas para recuperar la capacidad operativa y fun-
cidn de los servicios de salud.

b) Incorporar los ajustes programiticos, presupeustarios v administrati- -

-

vos para la recuperacidn y en una etapa posterior reorganizar todos -

lus servicios de salud del pais procurando acercar los servicios a la
poblacion.

Un equipo deberd integrarse y responsabillzarse de la alaboracidn técnica
del plan v para proporcionarle apovo logistico, de informacidn, de admi-
nistracién y de control en la ejecucidn del programa, deberd tener grupos
de apoyo.



Se ha contemplado poner a disposicidn del Gobierno personal internacio-
nal integrado por médicos (especializados en Administracidén Hospitalaria),
administradores, arquitectos, enfermeras y economistas.

El Economista se ha pensado sea de AID y debe colaborar con el grupo que
determine:

a) Costos de los servicios propuestos.

b) Costos de operacidon de los servicios.

c) Posibilidad financiera del Ministerio para absorver los gastos.

d) Posibles fuentes de financiamiento.

e) Compatibilizar los calendarios de contruccidn con los correspondientes
a gastos.

f) Otras actividades.
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MICHAEL L. BALTAY STRUCTURAL EMGINEER

y 17
9900 MILBURN DRIVE . SUN VALLEY, CALIFORNIA D1352 . PHONE (#+3) 768.1240

December 1, 1986

Dr. Humberto de Moraes MNovaes, Regional Advisor,
Pan American Health Organization

525 Twenty-Third Street, N. W,

washington, D.C. 20037

Dear Dr. Novaes:

The Report-1l, 1Inspection of the damaged hospitals 4in San
Salvador, is enclosed.

I have not received the Emergency Seismic Regulations yet, which
describes the legal lateral design forces.

Very truly yours,

(ot L. ,

Michael L. Baltay
-Structural Engineer

Copy:

Dr. Raul Paredes

Organizacion Panamericana de la SALUD
Calle 2 No.279 Entre Loma Linda y Reforma
San Benito

San Salvador .

El Salvador

Express mail



MICHAEL L. BALTAY STRUCTURAL ENGINEER

U
9900 MILBURN DRIVE ve SUN VALLEY, CALIFORNIA 913352 o PHOME (#48) 768-1240

December 1, 1986

To: Dr. Humbecrto de Moraes Novaes, Regional Advisor,
Washington, D.C. and
Dr. Raul Paredez, Director, San Salvador
From: Michael L. Baltay, Structural Engineer

Subject: Report-1l, Inspection, between November 12 and 19, of
the damaged hospitals in San Salvador due to earthquake.

The Oct. 10, 1986 earthquake damaged the majority of the public
hospitals. The magnitude of the earthquake was medium, 5.4 on
the Richter Scale, which is based on the max. amplitude of the
ground vibration. However, the intensity on the Modified Mercali
Scale 7 to 8 indicates a major earthquake damage, which is based
on the reaction on the people and on the damages to the
buildings. The epicenter of the earthquake was close to the
downtown area where unfortunately the public hospitals are also
located.

I have been requested to evaluate the structural damages and I
have inspected several evacuated hospitals in San Salvador.
t

COUNTENTS:
PERSONAL DISCUSSIONS

GENERAL OBSERVATIONS
Structural Damages, Construction Practices
Lateral Forces
Summary

INSPECTED BUILDINGS

Rosales Hospital
Pathological Building
Surgical Building

San Jacinto H~alth Unit

Social Security Hospital
New Dining Hall and Kitchen
Machine Room and Laundry
Future Outpatient Building, 8 story
8 story building

Blum, Children's Hospital
T™wo story buildings
Twelve story tower

First of May Medical Unit

PROPOSED STRUCTURAL ENGINEERING SERVICES
INFORMATION REQUIRED



PERSONAL" DISCUSSION

I have met or had telephone conversation with the representativecz
of the following organizations:

United Nations, World Health Organization,
Pan American Health Organization
Dr. Carlyle Macedo, Director, Washington D, C.
Dr. Humberto de Moraes Novaes, Regional Advisor, Washington,
phone: 202-861-3239
Dr. Jorge Osuna, Washington D. C., phone: 202-861-3220

Organizacion Panamericana para la Salud
Calle 2, Casa 279, Col San Benito, San Salvador
Phone: 23~5616 and 23-~5582
Dr. Raul Paredez, Director for El1 Salvador
Ing. Victor Pou Howley
Celia de Leon, Administrative Officer

Ministerio de Salud Publico y Assitencia Social
Calle Arce 827, San Salvador
Phone: 21-7553
Dr. Benjamin Valdez, Minister
Architectural and Engineering Division :
Phone: 21~7553 ext. 154 or 21-8534
Arg. Orlando Cruz, Chief !
Arg. Jose Antonio Cordoba ¢
Ing. Mauricio Sanchez
Ing. Cortez

US AID Mission
Peter Deinkin, Phone 23-5591
Susana Weper (USAID, APO Miami, Fla. 34023)

FBO (Foreign Buildings Office), US Embassy, Panama.
Phone in Panama: 27-1777, Ext. 250
APO Miami, FLA. 34002
Mike Rafferty
Administrators of the damaged hospitals.
Engineers and seismologists in the U. S. A.:

Robert Chieruzzi, LeRoy Crandall Soils Engineers, San Diego
619-458-9379 ‘ ' '

Dr. Anne Kiremidjan, Stanford University, California.
415-723-4164

Dr. V. Bertero, University at Berkeley, California,
415-642-3655

Christopher Rojahn, US Geological Survey, California,
415-595-1542

MICHAEL L. BALTAY

San Salvador Page 2



Morris Power, Geometrics Consultants, San Francisco,
415-957-9557

William Joiner, US Geological Survey, Menlo Park, Calf.,
415-323-8111

Anthony Shakal, Calf. Div. of Mines/Geology, Sacramento,
 916-322-7490

GENERAL OBSERVATIONS

!

STRUCTURAL DAMAGES AND CONSTRUCTION PRACTICES

The extensively damaged columns make the buildings unsafe. These
columns must be underpinned immediately. The horizontal force
resisting capacity of the buildings having extensively damaged
columns is limited and a small earthquake or even a local failure
of one single column (due to the reduced vertical load carrying
capacity) may result in a partial or total collapse of the
building.

In the evacuated hospitals at the lowest story, the majority of
the concrete columns were damaged at the top, mainly due to the
inadequate horizontal steel ties in thé columns.

The horizontal forces generated by the earthquake is a direct
function of the rigidity of the building. The brick walls
between the concrete columns increase the stiffness considerably
even if the walls are not of full height and do not reach the
bottom of the floor above. There iis an intention to provide a
gap between the columns and the walls; the gap is filled with
mastic. However, at the top of these half-height (6 or 7 feet
high) walls 2-#3 horizontal steel dowels are projected from the
walls into the columns, which provide an approx. 4 tons
horizontal force transfer capacity between the walls and columns.
This construction technique eliminates the intended separation.

The majority of the walls are unreinforced and this construction
practice is not allowed in California: " All elements of masonry,
brick or concrete, whether part of the structural system or the
lateral force resisting system or not, are required to be
reinforced (with steel) to qualify as reinforced masonry, ...
Minimum reinforcing is required to assure that reasonable
'basketing' exists which will prevent cracked walls from losing
broken pieces and thus presenting a hazard to building occupants.
Such ‘'basketing' is especially important for all walls around
exit passages ...". The repairing cost will be significant, in
order to meet this design criteria. However, .the Government may
reduce this requirement.

The rigid concrete stairs are acting as bracing between the

floors, which increase the rigidity of this ?att of the struc-
MICHAEL L. BALTAY
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ture. Consequently, due to the increased rigidity, increas-d
lateral forces were transferred to this area, causing cracks in
the concrete beams and in the adjacent walls. I have observed
cracks around the stairs in every building.

The gaps for building separation generally are found to be small,
causing the adjacent structures to hit each other.

After reviewing several damaged buildings, I conclude, that the
majority of the hospitals were not designed for adequate lateral
forces, especially the new dining room in the Social Security
Hospital and the Pathology Building in the Rosales Hospital.

I could not determine the magnitude of the lateral forces -used
for design from the drawings, therefore I recommend that the
structural drawings should indicate the lateral forces used for
the design in the future.

There is no guarantee that the buildings were constructed accor-
ding to the plans (e.g., Children's Hospital), therefore "as-
built" plans are required.

LATERAL FORCES

Due to stiffening effect of the in-fill walls and partitions,
these walls have received more lateral load, than that for which
they had been designed.

I have not received a copy of the "Regfilacion de Emergencia para
Diseno Seismico". However, 1 assume, based on discussions with
local engineers, that the Regulation treats the earthquake force
as a static equivalent load and does not provide information for
advanced dynamic analysis, namely. the response spectra and the
characteristic vibration of the soil (Ts).

The interaction of the walls and concrete franres, furthermore the
irregularity of some buildings, which create horizontal torsion,
mandate a full dynamic analysis in order to evaluate the observed
damages and the behavior of the buildings during this earthquake
and for the requirements for the redesign.

I will try to obtain some information, regarding the dynamic
characteristics of the San Salvador region, from the Universities
in California.

SUMMARY

By visual inspection, I feel that all the buildings, except the
San Jacinto Health Clinic and the collapsed two story building in
the Blum Children's Hospital may be repaired to resist a lateral
force level similar to the magnitude generated by the October
1986 earthquake. To determine whether a building should be

strengthened or demolished, shall be based on structural

MICHAEL L. BALTAY
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calculations and on a comparison of the cost for repairing and
for a new building.

Since I had no access to the Emergency Regulation, I could not
determine the magnitude of the required lateral force to be used
for redesign of the buildings. I expect that the required design
level forces will be higher than those experienced in the October
1986 earthquake.

INSPECTED BUILDINGS

ROSALES HOSPITAL, PATHOLCGICAL BUILDING, 2 STORY

Some columns are cracked and these columns have no horizontal
force resisting capacity.

By reviewing the structural drawings, my impression is that the
building is not designed for horizontal forces. In the beams at
the bottom only 2-#5 bars are continuous and the 2-#8 bottom bars
are not continuous above the columns. This makes the beams
unable to resist moments due to horizontal forces.

The partition walls generally do not go up to the bottom of the
beams above and some of these walls are cracked. Extensive
checking and redesign of the entire strfucture is required.

ROSALES HOSPITAL, SURGICAL BUILDING °
There is no apparent damage to the concrete beams and columns.
Some of the half-height partition walls :re cracked. FProbably

no, or minor, repairing is required, subject to a close inspec-
tion of the building.

The staircase. adjacent to the Surgical Building is damaged. The
stairs act as diagonal bracings, causing cracks in the concrete
stairs and in the adjacent structure due to the increased rigidi-
ty in the structure. The demolition of this staircase is in
progress.

SAN JACINTO HEALTH UNIT

Severe cracks due to inadequate structural design are found.

1 concur with the recommendations of the investigation committee,
that the building be demolished.

SOCIAL SECURITY HOSPITAL, NEW DINING HALL AND KITCHEN

MICHAEL L. BALTAY
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The structure is unstable in transverse direction, and probably
some modification is required in the longitudinal direction.

The struts and cross bracings shown in the drawings for the steel
roof structure are not found in the existing structure.

Minor cracks are found in the half-hetght, interior partition
walls, which do not go up to the roof level.

Checking or re-~design of the structure for horizontal forces is
required. There is a possibility, that the majority of the
structural elements may be able to resist certain degree of
lateral forces upon completion of the steel roof structure
according to the drawings. This depends, to a certain degree, on
the quality of the connections between the roof diaphragm and the
walls. The construction cost will be minimal.

I do not agree with the investigatoc’s committee, which
recommended the demolition of this new building.

SOCIAL SECURITY HOSPITAL, MACHINE ROOM AND LAUNDRY

There are two concrete frames in the longitudinal direction. 1In
the first frame, there is an approx. six feet high continuous
wall are between the concrete columns. There are no walls in the
opposite frame.

4
The columns with in-fill walls are damaged by the horizontal
torsion in the structure due to the eccentricity created by the
walls and the additional horizontal forces transferred to this
frame due to the increased rigidity in this frame.

The columns at the opposite end of the building and the concrete
beams are not damaged.

The damaged columns shall be repaired. There is a possibility,
that these walls may have to be removed or separated from the
concrete frames, subject to structural calculations. Steel bra-
cings may be needed at the opposite column line in order to
balance the rigidity and to avoid the horizontal torsion.

SOCIAL SECURITY HOSPITAL, FUTURE OUTPATIENT BUILDING, 5 STORY

The concrete columns are damaged at the bottom story, which makes
this building unsafe.

No cracks are observed in the beams at all and in columns above
the second floor.

By proper redesigning of the building, it probably may be saved.
The horizontal torsion (if any) due to the asymmetric location of

walls shall be checked. There are cracks around the concrete
stairs; this typical problem is described under the "General

Observations®™ above. MICHAEL L. BALTAY
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SOCIAL SECURITY HOSPITAL, 8 STORY BUILDING

Top of the concrete columns in the bottom story below the beams
are damaged, which makes the building unsafe.

Cracks are not found in the beams at all and in the concrete

columns zbove the second floor. ,
|

BLUlM, CHILDREN'S HOSPITAL, TWO STORY BUILDINGS

The middle unit is collapsed.

The lattice curtain wall in the building at the short end is
damaged.

I did not check the building at the 1long end. There is no

apparent damage by observation from outside.

BLUM, CHILDREN'S HOSPITAL, 12 STORY TOWER
Only minor damage is observed in the concrete columns and beams.

The building was not constructed according to the plans. There
is a corbel and building separation at Line-D. The architectural
drawing at line D does not show any expansion joint.

Expansion (separation) joint seems to be small and it is 3 cm
only on Drawing A-26 and Details 1-4.

There are cracks in the shear walls as well as in the half-height
unreinforced partition walls. I could not determine the existence
of the steel reinforcement in the exterior brick shear walls.

The lattice walls, between the twin exterior shear walls, are
damaged. However, these walls are not considered as structural
elements.

Cracks are found around the main stairs. This typical failure is
described under the "General Observations® above.

Investigation and survey of the damages are required. The inves-
tigation report shall show the cracks in the walls and in the
concrete structures. The concrete and brick walls shall be
clearly identified including the height of the low partition
walls.

Laboratory test are required, to determine the strength of the
exterior shear walls and the interior partition walls.

FIRST OF MAY MEDICAL UNIT, SOCIAL SECURITY HOSPITAL

The building is approx. six story high.
MICHAEL L. BALTAY

San Salvador Page 7



There are minor cracks in a few columns at the lowest story.
Medium cracks are found in some concrete walls at the lowest
story, mainly at the perimeter of the building. :

An exterior brick wall is damaged in the bottom four story.

The separation joints are not wide enough. Some of them are
filled with mortar.

The damages are concentrated in the bottom story.

PROPOSED ENGINEERING SERVICES

I am interested in providing assistance in the structural
redesign of the damaged structures as well as reviewing the
structures of new:constructions. Due to my other commitments I
will not be able to spend considerable time in San Salvador.

For an efficient work, a 1local engineering team shall be
organized. The responsibility of this team will be the survey of
the structural damages, preparation of the detailed structural
calculations and the contract documents (drawings and
specifications) for the repair-work and supervision of the
construction as well as the coordination of the design problems
and discrepancies during construction. Since the Ministry of
Health does not have the necessary manpower, local engineering
firms shall be considered.

I propose to provide the following structural engineering
services:

- Preparation of a computer model of the structure, based on
the "as built" condition. '

- Computer calculation of the =zesponse of the structural
elements for the lateral forces.

- 'Evaluation of the performance of the structures for latera
forces. :

- Recommendation for the areas to be repaired.

- Preparation of a revised computer model, based on the
recommended modified elements.

- Calculation of the response of the structural elements for
the lateral forces by computer, using the revised model.

My work shall not include the detailed design of the individual
elements nor the preparation of the contract documents (drawings
and specifications). The computed forces in the structural
elements shiall provide enough information for detailed design by
the local team. By limiting my work, as described above, my

MICHAEL L. BALTAY
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share of the work shall be reduced to approx. 10% to 20% of the
total design effort. Furthermore, I recommend to conduct the
correspondence in English for cost reduction., I plan to make the
computer calculations in metric units.

The design fee depends on the complexity of the design and a few
days are required, after receiving the structural information, to
evaluate the extent of the work. After the evaluation, I'll

submit a proposal to you.

Please send all correspondence to the address shown on the
letterhead. The Federal Express does not provide for express
delivery, therefore please use the Rapidito TACA.

The best way to call me is after 4 p.m. El Salvador time at
818-768-1249. You may call my answering service at any time,
213-875-2483, and I'll return your call as soon as possible.

INFORMATION REQUTIRED

The following data are required:

- The Emergency Seismic Regulatxon in Spanish and in English
translation.

- Complete structural drawings and additional architectural
drawings showing the brick walls.

- "As~built" drawings, showing the existing conditions and
the discrepancy between the drawings and the actual
conditions.

- Laboratory test for determining the strength of the
structural shear walls and the partitions.

- Survey of the damage caused by the earthquake. The
‘ceilings shall be opened and the concrete beams and columns
be checked. The location and the magnitude of the cracks
and damages shall be shown on the drawings with a few
photographs of the critical areas.

~ The lateral forces used for the original design, which may
be obtained from the structural calculations.

- Location of separation joints and the thickness of the gap.
The conditions of the gaps: £filled or open. Are the
fillings rigid or flexible?

- Is there any basement below the exterior grade? The height

of the earth is needed, if the exterior wall is acting as a
retaining wall. .

MICHAEL L. BALTAY
San Salvador Page 9
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- Seismic response spectra and the characteristic period of
vibration of the soil (Ts).  Dr. V. Bertero, University of
California at Berkeley, might have some information, but he
stated that he had no authority to release any information.

- Shear walls and partition walls:
* Location of the walls

* 1Indicate if the walls are not of full-height and the
height in latter case.

* Differentiate between concrete and brick walls.

- Connection between the half-height walls and columns, size
of dowels between columns and beams. Gap size? Filled
with mastic?

— Letter addressed to the Consulate in Los Angeles (and a

copy to me) requesting a visa to El Salvador for me and my
associates.

MICHAEL L. BALTAY
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INFORME DE VIAJE
SAN SALVADOR

Terremoto del 10 de octubre de 1986
Comentarios Informe Consultores SIC/OPS, contratados por el Banco

Dr., Humberto de Moraes Novaes

Asesor Regional en Adainistracifn de Hospitales
y Sistemas de Salud

27 de octubre — 5 noviembre 1986

* & & &

Organizacibn Panamericana de la Salud
Washington, D.C.

.
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PAHO/WHO INTEROFFICE MEMORANDUM

Date: 6 noviembre 1986

From: Jos$ Marfs Paganini, CP, HSD To: Dr. Ralil Paredes L6pez

Jur Ref: HSD/R3/E1 Salvador Attention:

Your Ref: Subject:  ynforme visita E1 Salvador, 27 oct. al
) 5 noviembre 1986. Terremoto del 10 oct.
)iginalor: g nverto Moraes de Novaes, HSD 1986. Comentariol Informe Consultores

Al concluir nuestro informe de consultorfs s Honduras (Proyecto BID
San Pedro Sula y otros — Vide HSM - Informe de Visita del 23 abril 1986,
reconendabamos la fundamental importancia de que estos proyectos sean
acompaflados en su inicio, por un Gnico Consultor de la Oficina Central, no
sblo como punto focal permanente del pais a nivel de Washington, como para
evitar que errores bésicos de implantacidn sean cometidos.

La venida a los paises de Consultores a Corto Plazo, desacompaifados
de un Consultor de la OPS, genera recomendaciones al BID y al pafs, que
pueden ser de interés inmediato del propio Banco o del Gobierno, por
razones financieras o politicas, pero que no corresponden a un mfs detenido
analisis técnico.

En el inicio de la d&cada del 80, el pais a través del préstamo
6014/SF-ES de $34 millones del Banco, se propuso la construccidén de 93
“puestos de salud” de 172 w2, 15 "Unidades de Salud”, con 478 m? y 8
“Centros de Salud” con 3923 m2., Estos Gltimos son pequeﬁos hospitales

con 72 camas.

Después de 5 6§ 6 aflos, estlin en funcionamiento 55 “puestos”, dos
“Unidades™ y un Gnico "centro”, de San Bartolo.

Asf, los recursos no utilizados de eéte préstamo serfn apropiados
para rehabilitacién fisica y reconstruccién de 1los servicios de salud
destruidos o semi-destruidos por el terremoto del 10 de octubre de 1986, de

un valor entre UStlS -Us$25 uillones de dblares.

Durante el perfodo 1979-1984 el pafs tuvo 7 Ministros y cambios en

.sus politicas de salud, no teniendo hasta el momento ni una doctrina ni un

plan operativo para sus servicios de salud en el Area Metropolitana. En un
momento de desatre nacional esta situacién se vuelve mfis dramftica, pues la
presidn de Agencias de financiamiento o de paises forzan al Gobierno a
tomar decisiones precipitadas, provisionales, pero que clertamente serén
definitivas para los préximos afios, debido a las obvias incapacidades del
pals de reprogramar, en el futuro, las decisiones tomadas hoy dfa.

W



Los gastos del sector social de 1973 hasta 1984 disminuirén en 10X y
en consecuencia, en este mismo perfodo, la cuota destinada a los hospitales
ba j6 de 50Z a 342 contribuyendo para su deterioro fisico y funcional,

Si es verdad que hubo “"extensién de cobertura” de servicios a través
de los “puestos de salud”, sus limitaciones fIsicas (172 ml); sus
limitaciones médicas (2-4 horas/médico/dfa); sus crbnicas deficiencias de
materiales, conllevan la poblacidon a seguir utilizando los ambulatorios y
emergencias hospitalarias como primer nivel de atencibén primaria. Los
servicics son practicamente gratuitos, pues los recursos adquiridos a
través de los "patronatos” son escasos y su administracién poco profesional.

Todas estas distorsiones politicas, econdémicas y organizacionales se
tornan mas evidentes en una situacidn de desastre, donde los servicios
desarticulados en el pasado no pueden articularse en la crisis.

El Area Metropolitana tiene aprotimadamente 1,200.00 habitantes "?" y
4,547 camas hospitalarias y el pafs (1984), 8,512 camas, para una poblacidn
de 4,724,000 habitantes. La relacién de camas/habitante en el Area
Matropolitana es de 3.7/1000 habitantes para 1.8 camas/habitante en el pafis
(Cuadro I y II).

CUADRO I

SERVICIOS DE SALUD EN EL AREA METROPOLITANA

Hospital C.S. U.S. Total
M.S.P. y A.S. 6 1 23 44%
Ministerio Interior (ANTEL) 1 1
Militar 1 1l
1SSS 4 5 9
Privados : 15 15

* No estan incluidos ntros puestos de salud;
" C.S. = Hospital de 70 camas

U.S. = Unidad de Salud
M.S.P.A.S. = Ministerio de Salud PGblica y Asistencia Social
1.5.5.S. = Instituto Salvadoreiio del Seguro Social




CUADRO II

CAMAS HOSPITALARIAS EN EL AREA METROPOLITANA

M.S.P.A.S. 2862 -G
ANTEL 68 -1
Militar 377~/
1SSS 687 —+
Privados 543 -/5

E1l principal hospital de la capital es el Rosales, ocupando un &rea
central altamente valorizada de 90,000 mz, con sus enfermerias,
observando la estructura pabellonar de los hospitales del siglo pasado,
distribuidas entre sus médicos titulares, tales como, I Enfermerfa de
Mujeres, III Enfermerfa de Hombres, etc.

La notable estructura metdlica (1900) de este hospital representa uno
de los raros ejemplos histbSricos de la arquitectura hospitalaria pero sin
ningura condicidén de funcionalidad moderna. No s8dlo por su estructura
fisica, construida para ser provisoria, pero también por hibitos adquiridos
en una institucidn casi centenaria, ahora necesitan de recomendaciones para
su rehabilitacién en Intima relacién con la construccién de un nuevo
hospital.

Las medidas paleativas recomendadas (centros de cirugfa con recursos
de AID; reformas varias, con recursos del BID; etc.) han de ser
exclusivamente para atender las necesidades inmediatas y concomitantemente
con la implantacién de la "piedra inaugural™ del futuro hospital. Esto es
indispensable para que el provisorio, de 1986, no se perpetfie por mas de un
siglo...

E1l Hospital Benjamin Bloom con 400 camas para pediatrfa, funcionaba
sin ninguna relacidn con el "Rosales” quiera bajo el punto de vista de
compartir servicios de apoyo, quiera por el intercambio profesional entre
las dos instituciones. La fatalidad del Desastre podrfia eventualmente .a2r
motivo para una futura integracidn ffs{ca - funcional. Asf, también en las
inversiones para su Trehabilitacidn debfan ser consideradas 1las
posibilidades arriba asignadas.

Otros detalles de los Hospital Rosales, Bloom y Maternidad est&n ya
mencionados en el Anexo I y no nos detendremos a analizarlos.
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S'p pues sus caracteristicas son inapropiadas al hospital. Otro aspecto es la
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El punto més importante —de—-aeste_ _informe, en opogicién a las
recomé‘aaciones del Anexo I, son los que se refieren a la construccidn de &
-husgggales ‘de 100 camas utilizando los mismos diseiios del "Centro de Salud
de San Bartele™—y-su..listado de. .equipo, como modelos para esos nuevos
nosocomios. _ e

La construccidn con base en arquitectura de otros hospitales es uno
de los mas frecuentes errores observados en América Latina. Estos estudios
llevan, sin excepcidn a la realizacidn de reforuas futuras para adaptarlas
a los equipos y posteriormente nuevas reformas son necesarias para
adaptarlas a las necesidades funcionales. ’

Por otro 1lado, hospi s _de 100 camas son, gualquier pafis,

antiecondmicos y no uncionales en as_urbanas_de gran concentracibn

~ humana™ (1,500 hab/km? ). El propio hospital San Bartolo (72 camas),
_EE?ZEEE”‘IE‘—emérgencia tuvo su capacidad ampliada para 140 camas sin

perjudicar sus servicios de apoyo. Son 71‘7%_4%,, /% "*’Z"’{/‘”‘" OAR e 1'*7

r ,44 g
fﬁ*‘ Los equipos también deben ser recomendados, no en funcibn de un
71istado pre—ostablecido, pero en funcidén de las verdaderas necesidades
rfuturas del "centro de salud”, como de los objetivos propuestos. En el San
Barcolo se observd mesas cirugfas eléctricas de ortopedia, sin funcionar,

adquisicion indiscriminada de equipos sin las correspondientes garantfas de
mantenimiento y repuestos.

Las localizaciones propluestas para estos “centros de salud™ son
discutibles. El1 de Magafia, reemplazando la actual unidad sanitaria de San
Miguelito est3d a 1,2 km o 35 minutos del Hospital Rosales. Lo mismo sucede
con Minerva (San jacinto, 30 minutos); Mejicanos (30 minutos) y Zacamil (15
minutos).

Estos hospitales, deberfan hacer parte de una reorganizacibén mas
comprensiva y racional de los servicios, funcionando en red con Unidades de
Salud, como un finico sistema indivisible.

Estas Unidades de Salud, punto focal del sistema de atencibén médica
del 8&rea urbana de San Salvador, se transformarfan en los verdaderos
ambulatorios (12 horas de funcionamiento/dfa) de sus hospitales de
referencia, proyectados para poblaciones de 200,000 a 300,000 habitantes,
con 250 a 300 camas, en su fase final de construccién.

La implantacidon de los nuevos hospitales generales, en posiciones
estratégicas en el Area Metropolitana, podrfan reemplazar con ventajas
econémicas, sociales y polfticas, los Hospitales Rosales, del ISSS (590
camas) y el Bloom.

Otro aspecto de real importancia en un pafs en guerra de guerrilla,
e la falta de un sistema descentralizado de servicios de emergencia, con
ambulancias. Asf, dos o tres Unidades de Salud deberfan ser proyectadas
para unidades anbulatorias para casos de pronto socorro, fuera del frea de
influencia del Hospital Rosales,

4&;%44



Para manejo gerencial hay necesidad inmediata de entrenar médicos en
administracidén hospitalaria y de sistemas de salud. Pese a la ecrfsis
organizacional de sus servicios de salud, la relacién de becas para
administradores hospitalarios en los Gltimos afios fue 10 veces menor que
para el drea de Materno Infantil o Planificacién Familiar. Paralelamente a
cursos cortos (de bajo rendimiento estudiantil y poco impacto en 1los

servicios) deberdn preverse 10-20 becas anuales para cursos largos, de 18-

meses de duracion, en administracifén de hospitales, asf{ como programas de
larga duracion de educacibn continuada.

Para finalizar nos gustarfa enfatizar en este Informe que apesar de
la necesidad de toma de decisiones urgentes, &stas no contribuyan para
tornar mis cadtico el cuadro de la atencién hospitalaria pGblica de San
Salvador en los proximos 10 afios.

RECOMENDACIONES

1. La relacidn cama/habitante entre la capital y el resto del pais son
nitidamente distintas. En un perfodo que el Gobierno ya decidi$ por
la "descentralizacidn” serfa indispensable programar la construccin
de hospitales fuera del Area Metropolitana con la finalidad de
reorientar la demanda de casos a San Salvador. Direcciones de Apopa
y Zacatecoluca y otras deberfan ser consideradas,

2. El Hospital Rosales debe recibir las reparaciones necesarias para su
funcionamiento regular. Concomitantemente deberdn ser iniciados de
inmediato los estudios para construccién de un Hospital General para
reemplazarlo lo mis breve posible. Este nuevo hospital, deberi
asumir el papel del principal centro médico del pafs, con todos los
recursos tecnoldgicos actualmente disponibles.

3. El Hospital Bloom "provisorio” deberfa ser instalado lo mis prdéximo
posible del &rea del Hospital Rosales para compartir sus servicios de
farmacia, nutricidn, lavanderfa, suministros, mantenimiento, centro
quirGrgico y Esterilizacién d= Materiales, registros mé&dicos.
También 1la proximidad ffsica facilitarfa 1la wutilizacibén de
profesionales especializades en endoscopfa, radiologfa, etc. En el
futuro se considerarfa la construccién de enfermerfas pedifitricas
definitivas junto a los nuevos hospitales con la finalidad de seguir
compartiendo determinados servicios de apoyo.

4, Rehabilitacibn o reconstruccién de las Unidades de Salud damnificadas
durante el terremoto. Estas unidades, al reabrirse al pGblico,
deberfan adoptar un horario de funcionamiento extensivo, ofreciendo
atencidén mé&dica integral, tipo “ambulatorio”, con la finalidad de
desconcentrar la atencin de los hospitales,

Dos o tres de estas Unidades podrfan ser adaptadas para "Pronto
Socorro” ofreciendo atencién ambulatoria de emergencia; por 24 horas
consecutivas, con servicio de transporte a hospitales para casos de
internacidn o de mayor complejidad.



Las "“Unidades de Salud” del Area Metropolitana deberfan sger
incorporadas progresivamente, como parte integrante de los nuevos
hospitales. Estos modelos comprensivos son universalmente aceptados
como las ilinicas formas organizacionales que mejoran las condiciones
de salud de una determinada &rea de captacibn o jurisdicciénm.

Asf, las autoridades nacionales, en funcibén de las concentraciones
demogrificas de 25,000 habitantes (+ 5,000 hab.), indicarfan 1las
Unidades de Salud de 12 horas y de 24 horas de funcionamiento
diario. A partir de estas definiciones se estudiarfa la localizacidn
de los nuevos hospitales de referencia para 10-20 Unidades de Salud.

Para tonarse viable 1la financiacidon operativa de 1los mddulos
“"hospital-unidad ‘de salud” el sistema de los "patronatos” debera ser
revisado, para el desarrollo de un mejor mecanismo de contribuciones
para los servicios ofrecidos.

Los cuatro hospitales propuestos para construccién deberfan ser
proyectados para 250-300 camas con posibilidad de expansidén futura.
La principal caracterfstica arquitectS§nica debe ser la flexibilidad,
para poder iniciar su funcionamiento con 100 camas, lo mas’ pronto
posible.

Cada uno de 1los cuatro hospitales deberd tener caracterfsticas
distintas, pues tendra funciones distintas debido a especialidades
médicas, tipos de cirugfa realizadas, o tipo de patologfa recibidas,
etc. De esta manera el listado de equipos deberd ser en funcibn de
estas definiciones.

Constitucidon de una "fuerza tarea” con administradore: hospitalarios,
arquitectos, enfermeras, nutricionistas, asistentes sociales, médicos
generales y especialistas, ingenierfa de mantenimiento del MSPAS (con
participacidon también de un equipo del ISSS) acompaifado por
consultores de la OPS para en 30 dfas definir:

i Localizacidn de los 4 hospitales y unidades de salud (estudio
demografico).

ii  Decisidn funcional de las actividades desarrolladas por cada uno
de estos hospitales.

1ii Diseffos preliminares para atender la funcionalidad.

iv  Rediseilo de las unidades de salud rehabilitadas para asumir las
funciones de "ambulatorios” descentralizados hospitalarios.

v Propuesta preliminar de costos de inversibn.

Inmediatamente después de la aprobacién del anteproyecto se iniciarid
la segunda fase con:

i Licitacién para proyectos arquitecténicos y de ingenier{a.

i1 Licitacibn para construccibn.

1ii Licitacidn para supervisién de las construcciones y elaboracibn
de todos los manuales operativos, normas y procedimientos, para
el funcionamiento del “complejo Hospital = Unidades de Salud”.
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Inicio del programa de desarrollo de recursos humanos en el pais
y en el exterior a través de becas en administracibén de
hospitales y educacidn continuada.

6813C



ANEXO 1

INFORME DEL SUBSECTOR SALUD MINISTERIO

Estudio de los establecimientos de Salud del Ministerio después del Terre-
moto del 10 de octubre de 1986 y sugerencias para el perfodo de rehabilita
cidn es que se describe a continuacidn:

1. Eospitales de tercer nivel de atencidn.

Los tres hospitales de la capital que proporcionan atencidn de salud de
este nivel de acuerdo 8 su especialidad fueron fuertemente daifiados a
ccnsecuencia del sismo (Anexo No. 1), éstos son:

-Hospital Rosales de atencidn médico quirdrgico
~Fospizal Benjamin Bloom de atencidn pedidtrica
-Hospizal de Maternidad de atencidn gineco-obstétrica

A continuacidn describimos los dafios y posibles soluciones de cada uno
de ellos:

1.1 Hospital Rosales. Comenzd su construccidn en el afio 1892 y fue ter-
minado en 1901 por una empresa belga, con cardcter provisional, con
una construccidn tipo francés pabellonal, sus pabellones se encuen-
tran esparcidos en un drea de 90.000 m2, con estructuras y paredes
metdlicas a las cuales en el correr de los 85 afios de funcionamien-
to se han hecho una serie de agregados de concreto armado, lo que
lo ha hecho mis antifuncional, este hospital su capacidad antes del
terremoto era de 800 camas, con una ocupacién de 100% y con un pro-
medio de estancia de 19 dias (12 dias medicina y 26 dfas cirugfa).
Se atiende s6lo pacientes adultos de las especialidades médico-
quirirgicas de segundo y tercer nivel de atencién.

Las adiciones de pabellones de concreto es la parte que mis sufrid
. el impacto del terremoto. Los dafios sufridos han sido clasificados
en 4 grupos a saber: (Anexo No. 2).

1.1.1 Pafios Ligeros. Ocurridos en pabellones que pueden ser habita
cos mientras su reparacion, en este grupo se encuentran los
tlguientes:

(a) 22 Pabellones de hospitalizacidn de 30 camas cada uno que
hacen un total de 660 - actualmente se encuentran usando
solo 6 debido al pianico.

(b) 5/6 partes dc la consu.ta externa

(c) Pabellon de Emergencius

(d) Pabelldn de Banco de Sa~gre

W
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(e) Pabelldn de Medicina Niiclear
(f) Pabelldn de Clinica Patolégica
(g) 3 Pabellones que comprende el Servicio de Radiologia
(h) E1 Pabelldn de Pensionado |
(i) Edificio de Dormitorio de Médicos
(j) Pabelldn Administrazivo
(k) La Lavanderia
(1) Pabelldn de Alnacenes
(m) La Capilla
1.1.2 Danos Moderados. En los paiellones afectados por este grado de

dafios no se debe habitar hasta después de la reparacién, den-
tro de @stos se encuantran los siguicntes:

(a) 1/6 de la Consvlia Exturna
(b) 2.Pabellones de Hospitalizacion
(c¢) E1 Comedor de Fersonal
(d) Los Quirdfanos
1.1.3 Danios Fuertes. En el que los edificios que tiene este tipo de
dafios requiere de un estudio que determine si es posible repa-

rar o de lo contrario habra que demoler en este grupo se en-
cuentrzn:

(a) La Kiblioteca
(b) El Auditorium
(c) Fabrica de Sueros
(d) 1/4 del Pabelldn de Cardiologla
1.1.4 Danos Severos. Los edificios que tienen dafios de este grado de-

ben ser demolidos, en esta escala de dafios se encuentran los
siguientes edificios:

(a) Sala de Hospitalizacidn de Cirugfa de Mujeres

(b) La mitad del pabelldn de estomatologifa y cirugfa Maxilo facial



]
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(¢) La consulta externa d. derma-clopie

(d) Lz parte agreralda al pebelldn ccl tarvicio de
Otorrinolarirgs.ogia “cmbres.

(e) La cocina

(f) Lns Talleres de mintenin.ento

\
¢

(g) Una galera (yalod
(h) El edificio ce la casa de médicus residentes
(i) EiL edificin ce la escuela de enferneria

(j) Daeparta=snto Fato'logiu y morge.

A €stds cane: l: . a infraestructura hay que sumar los sufri-
dos en lis relez el sistema de: agua potable, vapnr vy ener-
gla eléctrica.

1.1.5 Conc: s i6n.

in el periodo de rehakilitacidn inmediata se recomienda la repa-
racisn de los edificics que han safride daiine ligeros; dentro
de los edificios que han sufride meoderados, debe rehabilitarse
los Quirdfonasy en ol prupo de los edificios que han sufrido da-
Hes severor, construir con miterial prepabricado en tipo eampain
la cocina v la reparacian de las redes de apua, vapor y energia
eléctrica va que en este mismo perindo se construirin cnatro
.Centros de Salud (de U0 camas) en log que se consideraran un
% de camas médico quiridrgicas., con Ja que =e recuperan 200
camas.

En el periodo de reconstruccidon se hatia un hospital Médico ,
Quirdrgico cuya capacidad dubherd ser establecida de acuerdo a
Jos resultados del estwlio de factibilidad que se haga.,

1.2 Hospital Pediiitrico Benjamin Bloor. N

De construccién de concreto armado, terminado en el aio'con una capa-
cidad de 400 camas, compuesto de una construccidn horizontal donde
funcionaba la consulta externa y servicios de avuda diagndstica,
block que se destruyd totalmente v una torre de 10 pisos en donde se
encontraban ubjicadasz las salas de hospitalizacidn v los eervicios de
apovo, ha sido totalmente evacuadas, aparentemente esta torre nco ha
sufrido dafos estructurales, se han hechn estudios superficinles, ee
requeriria de estudios mis profundos por especialistas,

Los pacientes evacuados han sido alejados en 20 carpas y en un tramo
del Colegio lercer Ciclo de Pducas idn Lasiea General "Francisen
Mendode:", T que debe se o deveelte en ol mes Jde fobrero, eon unn
capasidad do FGocans,
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La consulta externa se estd dando en una casa particular prestada.
Las autoridades de Salud tienen la intencion de, en el periodo inme-
diato de rehabilitacion, construir en forma provisional un barracén
que pueda albergar unos 100 nifios, con un pequeiio laboratorio y sa-
las de operaciones, rayos X y cocina para luego en el periodo de
reconstruccidn, construir un nuevo hospital de 300 camas.

Se ‘sconseja que dicho Barracén se ubique en parte del terreno del
Hospital Rosales, para que se usen los servicios generales, salas
de operaciones y servicios de ayuda diagndstica que se van a
reconstruir en el Rosales, y comience a convivir el personal médicq
de ambos hospitales.

.

El Hospital Bloom proporcionaba un promedio diario de 1.096 consult;s:

externas, la ocupacidn se dice que es el 100% con un promedio de
estancia de 10 dias.

El Director del Hospital Dr. Antonio Villatoro Valle nos manifestd
de una experiencia realizada, acortando el promedio de estancia a
5 dias que did magnifico resultado.

1.2.1 Conclusidn.

En el perfodo de rehabilitacidn inmediata, para compensar las
pérdidas de camas se haran unas galeras, con capacidad para
alojar 100 pacientes; en los cuatro centros de salud (de 100
camas) se considera un 25. de camas pedidtricas, con lo que
se recuperarian 100 czmas mis.

En el periodo de recorstruccidon se harfa un Hospital Pedidtri-
co cuya capacidad deberi cer estallecida segin los resultados
del estudio de factibilidac,

Hospital de Maternidad. De cons’‘ruccidn de concreto armado con una
antigiiedad de 30 afios, tiene unz capacidad de 350 camas, las cuales
tienen p§££§§5:§§:§E§E§E1§E) so.0 ha sufrido dafios moderados er el
ala situada al oriente del hosp:tal, por rajaduras de las 3 columnas
delanteras a nivel del semisdtaro, lo que repercutid en el pricer

y segundo piso (Anexo No. 3).

. Los ambientes afectados han sidc:

~SemisStano - el &rea de lavanderia
‘-Primer Piso - las salas de expulsidn

=Segundo Piso -~ sala de hospitalizacidn con 20 camas, como medida
inmediata se ha apuntalado las vigas al nivel del semisStano.

Este hospital sigue trabajando cas{ normalmente. ' '
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La produccidn del Hospital de Maternidad antes del terremoto era
de:

19.911 partos afio © sea un promedio de 54.55 partos por dfa con un
promedio de estancia de 3 dfas y|una ocupacion del 502,’
1.3.1 Conclusidn. Reparacidn de las columnas, vigas, paredes,pisos,

cielo~razos afectados asf como el sistema elec:rico e
hidraulico.

2. Centros de Salud. (100 camas). TN e

Basados en la polftica de salud que sigue el ministerio respectivo, de-
llevar la atencion de salud hacia la comunidad, mediante la descentra-
lizacion de los establecimientos de salud, y con el objeto de reponer
las camas perdidas por el sismo del 10 de octubre de 1986 en el Hospital
Médico-Quirirgico Rosales (400), en el Hospital Pedidtrico Benjamin
Bloom (400), en el periodo de rehabilitacidn el Ministerio de Salud ha
planeado la construccidn de cuatro Centros de Salud de 100 camas cada
uno, para prestar atencidon del primer y segundo nivel en la consulta
externa y de segundo nivel en hospitalizaciénm.

En estos Centros de Salud un 50% de las camas se destinardn a la aten-
cidén médico--quiridrgica, el 25% de camas serfan pedidtricas y el otro
25% se destinarian a la atencidn de pacientes de gineobstetricia con
lo cual se descongestionaria el Hospital de Maternidad que tiene mas

del f100%_de ocupacid:. | -

2.1 Ubicacifn.

Estos centros de saluc (100 camas) se ubicarian en las colonias mids
densamente pobladas y de bajos ingrescs {(Anexs No. 4) como Colonias
Magafia, Minerva, Mejicanos y Zacamil.

-Dsefo.

En vista de la premura del tiempo en construir es%os centres de
salud y hatiéndose construfdo unos similares (de 72 camas) en el
Préstemo BID 60.4/SF-ES los que :ienen sus planos completos desarro
llados (Anexo No. S5a)aprobados »or el BID. Los que han sido exami-
nados y para una mejor decisidn se visitd uro de ellos en la ciudad
de Metapin para observar su funcionalidad, concluyendo que se puede
utilizar este disefio como medida de emergencia, agregindole un pa-
belldn que aloj2 la diferencia de camas (28) para llegar a las

100 camas, cosa que se estudii superficialmente y se vio que es
factible.

lLamentablemente estos centros de salud llevados @ 100 camas no
pueden crecer mis en un futuro por la limitacidn de los terrenos
urbanos y porque el proyecto arquitecténico, con que se cuenta no
fue concebido para un crecimiento mayor. Un reestudio o nuevo estu-
dio de este proyecto demandarfa un tiempo adicional inconveniente
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para las circunstancias actuales. Se recomienda la revisidn de los
planos estructurales para que estén de acuerdo con las normas
minimas a que deben sujetarse la construccidn y reparacidn de
Edificios del Reglamento de Disefio SIsmico (Anexo No. 5).

> .

-Equipo.

Otras de las razones que nos inclinan a aceptar el disefio es que

se cuenta con la lista completa de equipamiento y sus especifica-
ciones técnicas (Anexos Nos. 6 y 7) a dicha lista de equipamiento ™
habria que adicionar el equipo necesario para cuartos de hospita- .
lizacidn, ya que el resto de equipo para los otros servicios es '
suficiente para la atencidn de 100 camas.

Lista de equipo que también tuvo la aprobacidn del BID lo que
contribuirfa a reducir el tiempo de iniciacidn de las obras.

-Conclusién.

Los centros de salud con 100 camas deberdn ser construidos en base
a los disefios y equipamiento de los construidos en el préstamo
BID 6J4/SF-ES, ampliados a 100 camas.

Unidad de Salud.

Se efectuaron visltas a las Unidades de Salud que las autoridades del
Ministerio consideraron de interés,(Anexo No. 8), en compaiifa del

'Arquitecto Orlando Cruz,Director de Ingenierfs del Ministerio, donde

pudimos obtener directamente las siguientes informaciones:

3.1

MEJICANOS.
Poblacidn de influencia:

Consultas diarias:

. Méoicos:

3.2

Estado de la edificacion:

CUSCATANCINGO.

Poblacidn de influencia:
Consultas diarias:
Médicos:

Estado de la edificacidn:

65.300 habitantes
160
9 de 2 horas y 1 de 4 horas
Dafios en estructuras, mamposterfa, pisos

e instalaciones hidrdaulicas y sanitarias
en un 60%. v

33.000 habitantes
98
4 de 2 horas y 1 de 4 horas

No sufrid danos



3.3

Observaciones:

SAN MIGUELITO.

Poblacidon de influencia:
Consultas diarias:

Médicos:

- Estaco de la edificaciodn:

3.4

3.5

Observaciones:

CONCEPCION.

Poblacidn de influencia:
Consultas diarias:
Médicos:

Estado de la edificacién:

Observaciones:

SAN JACINTO.

Poblzcidr. de influencia:
Consultas diarias:
Médicos:

Estado de la edificacion:

-7-

Se trata de una casa alquilada. Recomendable
efectuar nueva construccion en la etapa
de rwconstruccidn.

’A

95.700 habitantes
156
11 de 2 horas y 1 de 4 horas e

Dafios en estructuras, mamposterfa, piso$,
techos e instalaciones en general. Hubo
nundimiento del terreno. Sus dafios son
graves y equivalen a un 70%

Recomendable para construccidn de un Centro
de Salud. Cuenta con lote propio del Minis-
terio y otro anexo de propiedad del Gobierno.
Se encuentra cerca a Concepcidn, donde

podrfa atenderse su demanda durante el tiempo
de construccidn y luego podrfa prescindirse
de éste.

17.200 habitantes J
169
12 de 2 horas y 1 de 4 horas

Dafios menores pero su edificio es obsoleto e
inadecuado. )

Aunque la poblacion estable es poca, atiende
bastante poblacion flotante de la zona comer-
cial. Prestarfa servicio durante la construc-
cion del Centro de Salud de San Miguelito que
se encuentra cerca, luego deberfa dejar de
funcionar. Se encuentra en una casa alquilada.

35.CC0 habitantes
-89
13 de 2 horas y 1 de 4 horas

Destryzos gencrales. No es rehabitable.
Dafios en un 89%.
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3.6

3.7

3.8

3.9

Observacliones:

BARRIOS.

Poblacidn de influencia:
Consultas diarias:
Médicos:

Estado de la edificacién:

SAN ANTONIO ABAD.

Poblacidon de influencia:
Consultas diarias:
Médicos:

Estads de 1a edificacidn:

Y0b SERRAT.

Potlacion de influencia:
Corsultas diarias:
MéQicos:

Estads de la edificaciodn:

Observaciones:

SANTA LUCIA.

Poblacidén de influencia:
Consultas diarias:
Médices:

Estado de la edificacidn:

Recomendable para construccidn de un Centro
de Salud.

73.000 habitante’'
155
7 de 2 horas y 3 de 4 horas

..
L J

Sufrid unos pocos dafnos superficiales. ,

43.900 habitantes
91
5 de 2 horas y 1 de 4 horas

Dafio en la placa exterior de la pérgola
de entrada. Buen estado.

79.000 habi-:antes
65

3 de £ horas; y 2 de 4 horas

Dafios menores, pero tiene problema anterior
de impermeabilizacidon de la cubierta.

Pertenece al Gobierno pero no a.. Ministerio
de Salud. Es muy pequefio ® incdnodo. Por su

udicacién, es recomendable para ubicar uno
¢2 los nuevos Centros de Salud. ’

25.700 habitantes
39
3 de 2 horas y 1 de & horae

No sufrid daiios
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Observaciones:

3.10 GUADALUPE O SOYAPANGO.

Poblacion de influencia:
Consultas diarias:
Médicos:

Estado de la edificaciodn:

3.11 AMATEPEC.
Poblacidn de influencia:
Consultas diarias:
Médicos:

Estado de la edificacion:

3.12 CIUDAD DELGADOQ.

Pcblacidon de influencia:
Consultas diarias:
Mgdicos:

Estado de la construccidn:

Observaciones:

3.13 ZACAMIL.

Estado del edificio:

-9 -

Se trata de una casa alquilada, muy pequefia.
Cuenta con un terreno cuya adquisicion esti
formalizand> el Ministerio. Recomendable
construir una nueva en la etapa de construc~
cidn.

100.000 hab’tantes
126 e
7 de 2 horas y 1 de 4 horas .

Dos vigas a,rietadas y hundimiento del
terreno con inclinacion breve de un sector.

21.400 habitantes
8c
2 ce 2‘horas y 2 de 4 horas
Averiada la placa exterior de la pérgola de

entrada. Buen estado, se trata de un edifi-
cio nuevo.

41.000 habitantes

130
7 de 2 horas y 2 de & horas
Un tramo, donde funciona Odontologfa sufrid
dafio grave, por hundimiento del terreno se
inclind y partid su estructura. Ademis dafios
menores en pisos, muros e instalaciones

hidrdulicas y sanitarias. Dafios en un 70%.

Debe demolerse y construirse una Unidad
nueva en la primera etapa de rehabilitacién.

No sufrid darnos
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Otservaciorec: for su ubicacidon y por la posibilidad de

.+ contar con terreno adecuadn, ha sido
teleccionada para la uhicacidn de uno de
los Centros de Salud que se counstrujrian.

3.14 LOURLES.

Estado del edificio: No sufrid daiios en su edificacidn pero si
en un puente de accesn, ln que la ha dejado
fuera de servicio. ©o.

Observaciones: Funciona en casa alquilada, por lo que se

recomienda construir una Unidad propia en
1a etapa de reconstruccinn,

3.15 CONCLUSIONES.

(a)

(M

(d:

(e)

()

En la etapa de rehabilitaridn se construirfa una Unidad de Salud
por destruccidn de su instalacidn actual (Ciudad Delgado). Se
construiria con los planns existentes, aprobados por el BID, que
fueron utilizados en el pré&stamo 6043/SF-ES, como medidn de emer-
gencia yva que se encuentran completamente desarrollados, lo que
ahorrvaria la necesidad de utilizar tiempo adicional. los planes
esxtructurales deben estar de acwerdo con Ias normas a que deben
sujetarse las construcciones v reparaciones de Fdificios del
Reglamento de Discio STsmico v las demis que se adopten. Para

Ja dotacitn se utilizaria el listade de equipe con que se enenta
ipualmente.

Se hace necesario efectuar obhras de reparacion de diferente grado
en cinco Unidades de Salud: (Barrios. San Antonio Abad, Mejica-
nus, Sovapango, Amatepecd;,

Cuatro unidades de Saiud se incorpora-fan a los cuatro Centros de
Salud que serian construidos. (Menserrat-San Miguel{to-San
Jacinto-Zacamil).

Por encontrarse uni Unid.:d de Salud ¢ una casa inacecuadz y por
su cercania a uno de los Centros de £.:lud que se recomienda
construir, se prescindir 'a de ella y se involucraria a éste
nucevo centro. (Concepeia. .

Seria conveuiente en un tuturo, trazl.dar a nu.vas cdificecio-
nes adecuadas, de propielad del mivisterio de talud, tres
Unidades que hov funcionin en casas alquiladas que no amer.can
efectuar inversidn en ellas, (Cuscatincingo-Santa Lucfa-Lourdes).

Diserio. Por ser nedesari: la censtieccion de los unilades de
salud en el plazo mas cc o v existiendo los disciios de uana
tnidad de Salud Tiye censiletamente desarrollade y aprobados por
el BiD en ed 1 st (608 SIS, Les que ban sido exananados ¢

pucden ser utidizados, (Caeno oo Y)Y,
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(g) Equipo. Igualmente existe una lista de equipamiento para las
unidades de salud aprobado por el BID en el mismo préstamo
que serda utilizado.

—~
o
—

\\
DR. ANTONIO GARCIA ERAZO \ ARQ. ALVARO ARCHILA- . _
Asesor Administraci6n)Hospiﬁhlks Asesor-Arquitectura Hospitalaria

b
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INFORME DE VIAJE
EL SALVADOR

17 - 26 noviembre 198§

Dr. Humberto de Moraus Novaes
Consultor OPS/OMS
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La Direccidn de Planificacidn del Ministerio de Salud coordinarid los

trabajos respectivos con ¢l propdsito de continuar la formulacidon de 1los

proyectos que se requieren en la reconstruccibn del Sistema de Servicios

de Salud de la Regidn Metropolitana. Para estos objetivos se designaré

un grupo de funcionarios del MSPAS y otras Instituciones del Sector, que

con la colaboracidn de 1la OPS y otras Agencias Internacionales formaréan

un "NGcleo Técnico Asesor” para elaborar el "Programa Metropolitano de

Salud” (P.M.S.) de San Salvador.

1. Objetivos para el Trabajo del NGcleo

1.1 Generales: i

1.2

1.1.1 Preparar los anteproyectos funcionales, arquitecténicos
[
y pgerenciales as{ como. requerimientos de recursos

humanos, ffsicos y financieros que requiera el PMS.

1.1.2 Colaborar en la supervisidn del desarrollo del Plan de

Reconstruccidn hasta su implementacibn total.
Especificos:

1.2,1 De planificacidn. Desarrollo anflisis funcionales,

programas espaciales, cronograma, cuadro preliminar de
personal, modelos gerenciales, proyeccioneb

demogréficas, epidemioldgicas, etc.

1.2,2 Reconstruccidon y anilisis., Desarrollar diseflos

preliminares o diagramas de masas; identificar equipos
institucionales apropiados; acompailar la localfzacién

de terrenos, etc.

-0
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1.3

1.4

1.5

]
N
1

1.2.3 De financlacidn y costos. Proponer modelo contable,

presupuesto, estudios de costos/beneficios,

costo/impacto, productividad, etc.

1.2.4 De administracion., Establecer el manejo del proyecto y

su seguimiento y preparacion de propuestas para

agencias de financiacibn,
Integrantes del NGcleo Asesor:

El grupo estard formado por profesionales de distintas
disciplinas, entre ellos administradores, arquitectos, médicos
en sus distintas especialidades, planificadores, educadores,
ingenieros, socidlogos, dibujantes, personal de secretarfa y

apoyo y otros seglin se requieran,
Observacidn - Ver anexo I
Localizacibn:

El NGcleo Técnico Asesor utflizard un local especifico en el

MSPAS para integrar sus diversas actividades.
Descripcién de funciones del NGcleo.

1.5.,1 Actividades generales de: 1investigacidn, andlisis
decisibn, estudios preliminares, coordinacibn

supervisibn del proyecto.

1,5.2 Actividades especf{ficas: Para facilitar las tareas, el
Grupo podra subdividirse en subgrupos de manera de

realizar temporalmente tareas especfificas, como:

-

N



a) Revisar politicas de salud y de desarrollo.

b) Recoleccidn y andlisis de la informacibn

demogr&fica, epidemioldgica y socioeconbmica.

c) Definicidn del sistema y programacién funcional,

logistica y suministros y equipos.

d) NGmero y tipo de unidades requeridas y su

elaboracidn fisica.,
e) Programacidn y disefio arquitecténico.

;*i; f) Estudios de factibilidad econbmica.

t
1.6 Desarrollo del Programa:

a) Revisidn de &reas prioritarias.

t

b) Actualizacidn de datos demograficos, epidemiolbgicos y

socio-econdbmicos.

c¢) Proyeccibn de estos datos para los aflos de implementacibn

del proyecto.

d) Definir el estado actual de salud y sus necesidades

gsentidas o no., Demanda versus utilizacion de cada &rea.

e) Mapeamiento y anfilisis de la estructura fisica y funcional

actual (servicios de salud pGblicos y privados).

Observacibn: Ver Anexo Il
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£)

g)

Proyeccibn de necesidades preliminares de servicios de

salud psra el afio meta:
- Tipo de instalacidn: localizacidn x modelo.

- Tipo de recursos humanos: selecci6ébn de personal y

entrenamiento.
-~ Tipo de equipos: por categorfa de servicio.

- Tipo de recursos financleros: costo de capital y

operacional por unidades y :entros de salud.

Definir  programacidn  funcional entre las unidades

periféricas y los hospitales (centyros de salud):

Mane jo del Modelo.

-~ Referencia y contrareferencia de enfermos, familiares y

personal,

= Relacidn interprofesional en las unidades y centros de

salud.

= Funcionamiento de registro médico, admisién de enfermos

y referencias.

N2



1)

- Funcionamiento

medicamentos.

- Funcionamiento

- Funcionamiento

- Funcionamiento

- Funcionamiento

- Funcionamiento

- Funcionamiento
(contabilidad,

- Funcionamiento

suninistros,

- Funcionamiento

de farmacia y distribucion de

de servicios de nutricion,

de servicios de enfermerfa.

de servicios de asisteancia social.
de servicios de radiologfa.

de servicios de laboratorio.

de servicios administrativos

compras, presupuesto, personal, etc.)

servicios de material de consumo

de servicios de mantenimiento preventivo

y correctivo de los servicios generales.

- Funcionamiento

Definir programas

establecimiento:

de servicios de lavanderfa y costura,

espaciales y de situacion por cada

- Listado de categoria de consultorios.

-~ Listado de categorfa de &reas técnicas (laboratorio,

farmacia, enfermerfa, nutricion, quirbfanos, etc.)

W7



k)

k)

1)

m)

o)

p)

q)

= Listado de especificaciones de cada sala.
= Listado de equipos y muebles para cada unidad,

Compatibilizacidn de 1la programacidon funcional con 1la

programacidn arquitecténica.,

Preparar términos de referencias para firmas de arquitectura

especializada, para disefio preliminar de los proyectos.

Preparar términos de referencia para construccidn de los

disefios seleccionados.

Preparar términos de referencia para firma de consultorfa de
supervisidon gerencial y preparacidn de manuales de operacidn
y procedimientos para actividades administrativas vy
técnicas, asi como para el funcionamiento armdonico del

modelo integral de salud.

Determinar necesidades de acuerdos 1legales o convenios
inter~institucionales para 1implementacibn del proyecto vy

prepararlos seglin sea necesario.

Preparar las estimaciones de costo de capital y operacidn.

Preparar los documentos necesarios para licitacidn,

arquitectura, construccidn, supervisibn y operacibn.

Indicar el papel del proyecto en relacidn al impacto social

del mismo., Identificar necesidades que no serfin atendidas

por el proyecto. Cuantificar metas.



Hospital Rosales,

Con apoyo de 1la AID el Hospital Rosales sigue en fase de
rehabilitacidon para retornar sus actividades normales. Su futuro
destino todavi{a no fue determinado en definfitivo.

Hospital Infantil Bloom

La OPS aguarda informe del! STC Ing. Michael Baltay sobre 1la
situacidn de 1la estructura de concreto armado, Propuesta de
andlisis laboratorial y de Proyecto de reconstruccién podri ser

financiada por la AID local.
Principales contactos fuera del MSPAS realizados:
t

4,1 Sr. K. Armstrong = AID

4,2 Ing. Alberto Paredes = BID
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NUCLEO TECNICO ASESOR

ASESORES 0PS

Washington ~ Dr. Humberto de Moraes Novaes

Washington - Sr. Boris Ibaffez

OPS/SAN - Ing. Victor Pou
Ing. Walter Armorin Ressora
STC = Dr. Luis Cervantes
- Dr. Hector Capellini
- Arq. Eduardo Leite-Ribeiro
ASESORES MSPAS
Coordinador:

Economista: Regina Guzmin de Molina
Ingenierfa y Arquitectura:
Arquitecto: Orlando Cruz
Arquitecto: Misalia Quifionez
Arquitecto: Carmen Elena CortLéz
Ingeniero: Lisandro Cortés Valiente

Arquitecto: Héctor Tulio Paredes

Programacibn

Médico: Celia Osorio de Salazar

Enfermera: Maria de la Paz de Sanabria




Médico: Angel Guerra Sandoval
Médico: Luis Alberto Cafladas

Recursos Humanos y Financieros

Administrador: David Castro
Economista: Elizabeth de Aymitia

Informacion

Médico Estad, Dr, Juan Pérez

RUAY
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RECUPERACION DE LA CAFACIDAD INSTALADA

INSTRUCTIVO

El catastro de la capacidad instalada del recurso ffsico en Salud,
se inicia con 1la denominacidn y localizacidn del establecimiento
existente. Se indicarid la fecha de terminacibén del ievauntamiento de la

informaciodn.

RECURSO FISICO: ARQUITECTURA

Unidad Funcional:

Se entiende por unidad funcional el espacio donde se realiza la
actividad que define al servicio.

Estado de obsolencia ffsica*

Estado de obra civil y de las instalacinnes,
!.

Se clasificarfi en Bueno (B), Regular (R) y Malo (M).

Se considerard “Bueno” cuando necesite solamente mantenimiento
peribdico, “"Regular” si necesita reparacidn menor del 50% y "Malo" cuando

requiera mas del 507,

Paralelamente se consignar§ la situacibn de cada estado “Bueno",

“Regular” y "Malo”.

Lad



RECURSO FISICO: EQUIPAMIENTO

Se consignarda el equipamiento de 1la U.F. estableciendo 1a
existencia, la cantidad de unidades, el estado (B, R, M) con el mismo
criterio asignado a arquitectura, consignando el nGmero de unidades en
esos estados; en casos prefijados se establecera 1la capacidad,
estableciéndose al pie de la pagina l1la unidad de medida, el tipo y las

-dimensiones de determinado equipamiento.

Se dejar3 espacio para incorporar aquel equipamiento de complejidad

no indicado.

Al pie de nota, linea punteada se dejard un espacio para que se
anote el criteris del jefe del servicio sobre aquello que considere mis

deficilitario en su drea de trabajo. t

Doc. 6906C

)
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NOMBRE DEL ESTABLECIMIENTO:

TIPO DE ESTABLECIMIENTO: - - -

DIRECCTION:

LOCALIDAD:

DEFARTAMENTO:

FECHHA DE REALIZACION:

DEL ESTABLECIMIENTQ (m2): PRIMERA PLANTA
SEGUINDA PLAMTA

ARLEA TOTAL

AREA DE TERRENO:

PLANCS Y FOTCS (SI DISPONIBLES)

et e mmcm o semeee b= e e e o L
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» ATENCION AMBULATORIA . -4
1.1 Consulta M&dica )
1.1 A. Recurso Fisico: Arquitectura ' - -

SUFERFICIE  (M2)

DAD FUNCIONAL: CONSULTORIOS NUMIERO-|— -
2 3 Total

OBSERVACTONF:

!

msultorio General
nsultorio Pedidtrico
onsultorio especializado:

onsultorio (otros)
TOTAL

“TADO DL ORSOLESCENCIA I R M OBSEFRYACICNS
Yra Cival: ' -

Pisos
evestimientos
Divisibles ¢
Puertas y ventanas

Estructura
-Instalaciones:

Hidr&ulica
Eléctrica
- Otras

1.1 B Recurso Fisico: BEquipamiento

: . EXISTENCIA CANT. ESTADOQ . | CAPA-
AUEBLES Y BQUITO S1 NO N~ B i M CIDAD OBSERVACIONI

" ~ Escritorio
- Mesa de examen
- Negatoscopio
- LAmpara de pie
TensiSmetro
Est2toscopio




. 'ATENCION AMBULATORIA
1.2 Consulta Odontol&gica
1.2.A. Recurso Fisico: Arquitectura —

AD FUNCIONAL: CONSULTORIOS NUMERO- SUCTRFICLE

- .
(M) ONSERVACTONI:S;

1 2

3 |Total

sultorio Odontologico

TOTAL

ADD) D ORSOLLSCEZIN B R

s e - ————— e = e = e e e ———————

M OBSERVYACIONI:

ra civil:
150S

vestimientos
.visiones ' (
mjertas y ventanas

.tructura
nstalaciones:

“.dr8ulica
18ctrica

tras

7 B Recurso Fisico: Lrpipamiento

EXISTIMNCIA CAHT. LSTANDO

" CAPA=-

CRLES Y EQUIND - Sl NO N” 1] R M

CIDAD OBSERVACIONFS

Zompresor |
auip Radiog.dent. (1} |
-1116n dental

“sterilizador (2)

sorno {3)
Unidad Dental y

— B

2 autoclave o estufa (elect.o vapor); 3 bajo o alta velocidad

WSERVACTONEDS



1. ATENCION AMBULATORIA

1.3 Curaciones e 1nyecciones

1.3.A. Recurso Fisico: Arquitectura

1DAD FUNCIONAL: CONSULTORIOS

NUMERO

SUPERFICLE

(M)

1 2

3

Total

OBSLRVAC LOWE

a Tratamiento; Curativo

la Tratamiento: Otros

_~TADO DE OBSOLESCEMNCIA

OBBSERVACICD

“ra Civil:

—1.50S

8

3ivestim1entos
R P
f%.visiones

nlertas y ventanas

tructura
itnstalaciones:

“idréulica
1éctrica
Jtras

'3 B Recurso Fisico: Equipamiento

JERLFS Y EQUIRO-

EXISTENCIA

Si NO

CANT.

ESTADO

ne

CAPA-
CIDAD

OBSFRVACICH:

~~sa de curaciones
“2sa de examen
uccionador
iAmpara de pie
©sa auxiliar
Jarro curativo
tros:

JAGERVACTONFS
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/ ATENCION AMBULATORIA
1.4 Inmunizaciones

1.4.A. Recurso Fisico: Arquitectura

hD FUNCITWAL: SAL DE TRATAMIENIO

NUMLERO-4-:—2 E_

M2}

3 [Total _

OBGERVAC TONILS

wunizaciones

nO 0I5 ORSOLESCTHCLA

i

R

8] ORGFPVACTOME:R

ra Civil:

0s

svestimientos
isiones

lertas y ventanas

‘ructura
_talaciones:

dréulica

<ctrica
ras

B Recurso Fisico: Fquipamiento

DLFS Y EOUIFO

EXISTENCIA
Sl NO

CANT. |

LESTADO

Nﬂ

B R M

CAFA-

~rilizador

ricerador
cde examnen

ztoscopio

itorios

las

E-H

*1 Autoclave o

Estufa, *2 pirss

Semeam be ch o et eem e =t - -

*]

— . - -
.

[ CIDAD QBSFERVACTONIS

RVACIONIS



1." ATENCION AMBULATCRIA
1.5 Atencién de Bwergencia
1.5.A Recurso Fisico: Arquitectura

UNIDAD FUNCIONAL:

SALA DE TRATAMIENTO

NUMIER

SUPERFICIE

(M2)

1 2

3

Total

OBSERVAC TONY:

Sala Tratamiento: BEmergencia

Sala Tratamiento: Otros

FSTADO DE OBSOLESCEMCTA

ODSERVACTIOTM

Obra civil:
Pisos
Revestimientos

1. 5 B Recurso Fisico:

Equipamiento

)
'
'

MUEDLES Y EQUITO

EXISTENCIA

Si NO

CNNT.

EATADO

" CAPA-

N')

B R M

CIDAD

ORGERVACIC

-

Mesa de examen
Mesa auxiliar
carro curaciones
Lampara de pie
Otros:

ORSERVAC IONES




r 4

_. OFICINAS TECNICAS

2.A Recurso Fisico: Arquitectura

MDD FUNMCIONAL: OFICINAS

NUMEROH

SUPERFICLE

1 2

3 |Total

OBSERVACTIONIES

~ermera Visitadora Domiciliar
spector de Saneamiento

a entrevistas

la de Clase

a de reuniones

ros:

ADO DF OBSOLESCENCIA

B

OBSERVACTTHES

~a (Civil:
s0S
avestimientes
risiones
dertas y ventanas

tructura
.stalaciones:

idraulica
éctrica
rras

B Recurso Fisico: Guipaniento

LXTSTEIIC TN

IS Y. RUITO SI NO

CNIT.

LSTADO

NO

3 R M

" CAPA-~

CIDAD

ORSFRVACIONFS

ruipo audicvisual
critoric

.1las

- ———

WRVACTONISS



SER\!IC 10S AUXILIARES
3.1 Laboratorio
3 L 3 1 'A

Recurso Fisico: Arquitectura

FUNCIONAL: LABORATORIO

NUMES

SUFERFICI1E

M2y

2

3 |Total

OBSERVACIONFS

“atorio

de Toma muestras

) D OBSOLESCENCIA

R

OBSERVACIONES

a civil:
s

estimiento
‘igiones

tas y ventanas

ructura
-alaciones:

raulica
“=trica

_3S5

B Recurso Fisico: Fquipamiento

EXISTENCIA

WIS Y EQUIFO S1 NO

CANT.

5ESTADO

" CAPA-

NO

B

R M

CIDAD

OBSERVACIONGS

roscopio
itador
trifuga
frigerador
© maria
tufa

‘0s:

RVACIONES




3. SERVICIOS AUXILIARES . 11
3.2.1 Radiodiagnostico .
3.2.1.A Recurso Fisico Arquitectura

SUPERFICLLE T
UAD FUNCIONAL: SALA DE DIAGNOSTICO NUMI:RO—-¢ SUPERFT 1L ;Mz"rofal OBSERVACTOME:3

a de radio-diagnéstico

TAD) DI OBSOLESCENCIA 1 R M OBSFRVACIONITS

ra Civil: X
sOSs

vestimientos
visiones 4
ertas y ventanas

tructura
stalaciones:

dré&ulica

ectiva
ras

2.1B Recurso Fisico: Equipamiento

L:X_IS‘I‘I'NCI:\ { CANT. i LS TADO " CAPA-
TBLES Y EQUITO - Sl woo N R R M CIDAD QBSERVACIONES

]

* : -
iuipo Radiodiagnést.l |
YOS ;
i
!
|
|
E
|
|
|
i

1 MA.
TGERVACTONES v




r

* 3. SERVICIOS AUXILIARES
3.2.2 Radiodiagnbstico: Areas complementarias

3.2.2.A Recurso fisico: Arquitectura

12

'AD FUNCIONAL:

SUPFRFICIE

(M2)

AREAS COMPLEMEN'I‘ARIASJ NUMIRO- I

2

3 [Total

ORGLERVAMI TONEY

’ara clara
ara obscura
oS

TADO DI OBSOLESCENCIA B

OBGERVACL Y

ra Civil:
sOs
vestimientos
visiones

ertas y ventanas

tructura
stalaciones:

dréaulica
&ctrica

Yos

B Recurso Fisico: Equipamiento

LBLS Y EQUIFO

EXISTINCIA | CANT. ESTADO

CAPA-

Sl NO N° E]

R

M

CIDAD

OBGERVACTOM Y

tocesador
2gatoscopio
Lros:

I alad &l L NI VAL PRV PR




.

4. OFICINAS ADMINISTRATIVAS

. - 13
4.A Recurso fisico: Arquitectura

SUPERFICIE_ (M2 .
. T Toral—| OBOERVACIONT;

[N

OAD FUNCIONAL: -OFICINA NUMEIRO.

]

reccién
Cretaria

la de reuniones
gistro

chivo clinico

TAD) DE OBSOLESCINCIA B R M OBSERVACIONES

ra Civil:
sos
vestimientcs
visiones ‘
zrtas y ventanas

Lructura
=talaciones:

jrjulica

Sctrica
“0S

B Recurso Fisico: Fquipamiento

EXISTIENCIA ) CANT. ESTADO " CAPN-
BLES Y EQUITO Sl NO N° B R M CIDAD OnSINVACIONES

critorios
llas
sa de reunicn

‘.- . .*"
TURVACTONIR ~ \Pb




5. AREAS COMPLEMENTARIAS
5.1 Farmacias y bodegas

5.1.A

Recurso Fisico Arquitectura

- 14

10AD FURCIQYAL:  DEPOSITOS

NUMISRO-

SUFFRFICIE__ (M2

CLSRRVAC X

2

3 |'Total

- macia
odegas

wros

"STANO DEE OBSOLESCENCIA

———— d o

M OLNSERVACTOM!

bra Civil:

*1S0s
levestimientos
rivisiones

nertas y ventanas
“tructura

nstalaciones:
tidrdulica

*1&ctrica

tros

B Recurso Fisico: Fruipamiento

EXISTENCIA

MUEDLES Y EQUIND S1

NO

CNIT.

ESTADO

“CAPA=~

N7 B

R

CIDAD ONRSFRVACIONT

Estantes
Escritorio
pigculds de pie
Otros

e e ALY [al X niad




5. REAS COMPLEMENTARIAS . ' - 15
5.1 De uso publico

5.1.A Recurso fisico arqui*ectura

SHPERELCTE —_
AD FUNCIOMAL: AREAS COMPLEMENTARIAY im0 |- Z/UERITCIE | (M2) CBSERVAC LONES
L 2 3 |Tutal
2 de espera
2pcién
as:
"ADO DI OBSOLESCENCTA n R M CBSERVAC ICHI3

ra civil:

s0S

vestimientos
visiones

2rtas y ventanas

tructura
stalaciones?

dr&ulica

Actrica
ros

1 B Recurso Fisico: Ixpipamiento

: EXIGUACIA__ | OWNI.] ESTADO "CAFA- '

SRULES Y BQUILRO Sl NO | N° i R M CIDND ORSERVACLONER
d
i
las i
|
08¢ |

- —— e - - - \‘y

E_TRI AT R X P L A0 ‘



5. AREAS COMPLEMENTARIAS

5.2 Recreacién

i
i
'
i
¢

5.2.A Recurso Fisico: Arquitectura

- 16

DAD FUNCIONAL:

NUMERO—{-— 5

SUPERICIT

(M2

k)

Total

OBSERVACTONI

“feterfa

ros

STADO DI OBSOLESCINCTA

R

QBSERVACION

sra Civil:

1508
“westimientos
ivisiones

lertas y ventanas

structura
istalaciones:

idraulica

léctrica
Lros

.2. B Recurso Fisico: Equipamiento

\WEBLES Y EQUIPO

EXISTENCIA

—Sst | WO

CANT.
NO

ESTADO

"CAPA-

CIDAD

OBSERVACIGH

lesa para comida
iillas
efrigeradora

MOn Pesam o 08 w0 cag tease



~ 17
S. AREAS COMPLEMIITACTAS
5.3 Instalaciones sanirarias
5.J.A Recurso ffsico: Arquitocrura
HIDAD FEDTIONAL: AREAS :’.'.EJTIE,.'-IJ'.'J‘I"N’.IIQ HeP e i "“z- s, " E ’~|.’)~'-:;l< [ M NI AN

:
i

}

Josit idm~s (e personal ;
. L : i
Jmitaric pablico masculive ;
]

sanitaric piiblico famonine

st ario earzenal |

'
'
TTUAYY DI ORCEOLETTTNIA i I ! " | (K UM U
- o e e i -1 . . - - e e e

Sbra Civid:
pPisns
Povnctiminsntos
pivisinnes

fuertas y ventanas

EStins e !
Instalaciones

Hidrdulica

Fla~trica
Otras

—— SO " 20 NSV

S.IN Bearan Fisieo: Trpripamiento

TRRIRTIICIAT UUAIT TR A DO T T ARA
’ |7 bk neodon it M| eToan QRS Al
] - H . . . .
[}
[}
L}

L ERTF IR R4 N




INFORMACION GENERAL DEL ESTABLECIMIENTO

Unidad de Salud

No

1.

2.

de Comunidades

Asistencia Médica

a- N° de loras Médico

b- N2 de Recetas Despnchadng

c~ Total de Consultas aho
d- N° de Referencias aio

Observaciones

Municipio

Aren de
Influencia.

Odontoloyia

a- N° de Horas Odontdluqgo
b- Total de Consultas afo
c- N2 Unidades Dentales

Observaciones

dia

Nutricién

a- N2 de Beneficiarios

Observaciones




a.

Registro Médico

Area del

a- N2 de personas que lo atienden
b- N2 de expedientes por aho

c- N? de expedientes por dfa

Ubservaciones

5. Epidemiologfa (Vacunacién)

a- N2 de vacunas aplicadas por dia
b- N2 de termos (K,S)

Observaciones

Laboratorio

a- N? de Microscopistas
b- Total examénes aiio

Examenes dfa

Otro Personal

Ubservaciones

Hematologfa
Heces
Orina

G.G.

Otros




7.

8.

Farmacia

a- N2 de personas que atienden

b- Pagadas por

c- N2 de recetas despachadas Jia
d- Personal que lo atiende

Observaciones

RX

a- N° de placas por dia

Observaciones

Otros Programas

a- Materno:;::::Q de inspecciones aiio
2 de controles

b- Infanti 2 de inspecciones
L<::::9 de controles '
c- Pianifica. otal de usuarias
ci6n Famili 2 de Anovulatorios
9 de DIV
d- Saneamiento N? de Inspectores

Ambiental Ne de inspecciones

por afo.

N2 de realizaciones
por afto.




Control antirrébico - N? de perros observados afio
N2 de perros eliminados afio

Ubservaciones

10. Patronalo

a- Ingresos promedio mes

b- Eqresos promedio mes

c- Colectora (salario)

Observaciones

11. Otras Instituciones

que hacen salud

a-

b-

c-
Responsable de la Informacién Luyar:
Fecha:

/mr.

24/X1/86.



1)

2)

3)

4)

CUSCATANCILNGDO

ENCUENSTA DE AREA DL INFLUENCIA
Y NUMERO DE POBLACLON CUBLERTA

7/
Qué colonias cubre la Unidad? Santa Rosa T y Il, San Curlos;’huria
Auxiliadora% Santa Margaritay Rpto. Santa Margaritd I’y IT, San Fran-
cisco, El Mllagro El Rosario,” El Porvenir{ Veracruz;” Florenc1a Pri-
mnverd’ Trxnldad’/And Maria4 Urb. Los Laureles, Urb San Antonio Abad,
Rpto. San Carlos? pto. Santa Clara? Los Lirios? Molinay San Pablo§”
Chain, Luscatlan, Trinidad, Santa Anaf¢ Santa Sabina{ San Luis? El Tran-
sitoy San Fkrnandof Juanita, Rpto. Santa Lucia, Ana Maria.

Cuiintas personas viven en el Arca de Influencia de la Unidad?

18,409

Cuantas personas son atendidas diariamente?

65
Hay falta de apua potable? No
llay servicio de alcantarillado? Si
De donde proviene la demanda?

Col. Primavera, Col. Veracruz, Col. San Luis, Calle Central, Rpto. Tri-
nidad, Col. Maria Auxiliadora, Col. Santa Margarita.

Jmedm,



SAN ANTONIO ABAD

Informacidn proporcionada: Sra. de Aguiiada
Supervisora.

ENCUESTA DE AREA DE INFLUENCIA
Y NUMERO DE POBLACLON CUBIERTA

1) Qué colonias cubre la Unidad? Ciudad Satélite, Rpto. Los Rosales, Col.
Bernal. Col. Lishoa, Col. lLas Rosabes, Rpto, 2 de Abril, Residencial Mon-
te Verde, Resi. Zanzfbar,. Col. Santa Leonor, Col. San Bartolo, Jardines
de Miralvalle, Res. Montefresco, Rpto. Monte PFresco, Res. La Esperanza,
Kes. Fscalén, Urb. Campos Eliscos, Serramonte 1 y 2, Col. Santa Teresa,
Res. K1 Matazano, Res. Pacifico, Col. Rotonda, Urb. Esperanza, lotifica-
¢itn La tranjita, Col. El Progreso, Col. Santa Rosa, Lotificacion Melara,
Lotificacidon EL Descanso.

2) Cudutas personas viven en el Area de Influencia de la Unidad?

43,893

3) Cuilntas personas son atendidas diariamente?

250

4) Nay falta de agua potable? No

llay servicio de alcantarillado? $1

llay problemas con las aguas lluvias.

5) De d6unde proviene la demanda?

Col. Bernal, Col. Miranda, San Ramdn, Col. Santa Teresa.

/wcdm.

-~

.z



MEJICANOS

ENCUESTA DE AREA DE INFLUENCIA
Y NUMERO DE POBLACLON CUBLERTA

1) Qué colonias cubre la Unidad? Las Palmas, Independencia, Chivez, San
Belarmino, La Fortunaf San Antonio, México, lbiza? lLas Mnrgnritaéz San
Jost?” bominguez? Santa Luciaf Morales, Juanita? Jardin I y LI, Santa Ro-
say Espnﬁnﬁ El Progreso, Monterrcy, Buenos Aires 1% IT, TII, San Juan?
lveria® San Simén? Bucna Vista, Voracruz;'Cantizauof Bethely Navarrete$
La Gloria, Kennedy? Delicias del Norte? Cisnerosy Espaiia, Uolores] Pal-
mira? Los Alpes? Regaladoy Polanco? Urbanizacidén EL Conacastes”

2) Cudntas persounas viven en el Arca de Influencia de la Unidad?

65,500

3) Cullntas personas son atendidas diariamente?

De 500 a 550

!

4) llay falta de agua potable? No

Hay scrvicio de aleantarillado? ST

5) be ddude proviena la demanda?

Av. Montreal.

{medm.



1)

2)

3)

4)

Z A C A M I L

ENCULESTA DE AREA DE INFLUENCIA
Y NUMLERO DE POBLACION CUBIERTA

Quid colonias cubre la Unldd’ /d(dmll”bdn Antounio; El Hdmhﬁ,/Flor
Blanca, San Prunclsco, Col. Yanlrd, las Colinas;]” Res. Sdnta Mnrnaf 3
Magnolias, El Roble, La Ascencidn; Las Brisas dc LdLn, EL eren,
Bonanza, Buena Viﬁtnf'ued GCalatea, Los Angeles; Montcrrey, Santa
Simonay Escandiaf San Miguele Santa Lutsﬂ"Santa Cecilia? Fl1 Milagro}
Maring Lotif. CArcamo? La Divina Providenciafl?l Cocoj Bl Icacof Col.
Bolis] Escalantey Reyes, Milapro de Fallma, INPEP, Santa Certrudxq,
Lolif. Santa Ritaf Mirella? San Mlguulxto, Monte Bello Prel San Mau-
ricioy Santa Cristingg lorena.

Cuduntas personas viven en el Area de Influencia de la Unidad?

62,500

Cuiintas personas son- atendidas diariamente?

200

ttay falta de agua potable? No

Hay servicio de alcantarillado? 81

De donde proviena la demanda?

Zacamil,El Volcin, San Ramdun, San Antonio

/mcdm.



EHCULGTA DE ARRBA DE INFLUENCIA
Y NUNLRO DE pORLACTON CUBIERTA

UNIDAD D SALUD BARKIOS

1) (UE COLONIAS CUBKE LA UNIDAD?

k/ Cole Esculdn
Cole. Lomus Verdes
Cole bordelly
Col. E1 Mirador
Col.Campeutre
Col.Mirumontes
Cole'l'olucn 14 2
Col.Miramontes Fteg

Col.Yumuri

Comunidades:

k1l Pradro

Las Cajas

Valle de Oro 1,2,5,

Sagrado Corunzdn
12 Octubre
Nuiiez Arrue

La Pedrera
Istugua

Rovira

Urbe Guerrero
ColeCarmita
BasSuanta Lucla
Colellsculén Pte,
Cuntédn ©l Carao
UrbeTazumal
ColelFlor Blunca
tictrocentlro

Tugurio Atonal

ColeSun Franciuco

Col.San Mateo

Col.La Floresta

Col.Las llercedes 1,2

Colelivneral Arce
Cole.tian Benito
Urbe.l.a lascota

UrboMaquilishuut,

Cornzén de Maria

l,a Manscola

La Paz

Crista Redeulor
Cocilio del Vulle

San btablo

Altos Sun Franciscol

San Jousé de 14 hanlana

El Yrogreso
Ly Fortnleza
£l hanguito

Las Valmas

2) CUANTAS PERSONAS VIVEN EN I

¥/ 79,000 personas

AREA Dis INFLUENCIA DE LA UNIDAD?



3) CUANTAS TERSONHAS SON ATENDIDAS DIARIAMENUE?
K 190 LKac. en Consulta Médica
30 " en Conasulta Dental
200 Curaciones, inyecciones

20 Inyecclones,

Disminuye en esta &pocus

L) HAY FALTA DI AHUA POTARLE?

R/ NO

HAY SERVICIO LE ALCANTARTLIADO?

O existe,

9) Dbl DONDE PROVINNE LA DEMANDA?
R/ De las Yonas mencionadus, atlenden alyunas que pertenecen
a Monserrat, por la accesibilidad de esta Unidud, Puerto
La Libertad, %arapoua, Juardines de Guadalupe, La Sultana,

Ciudad Merliot,



1)

2)

3)

h)

5)

LHCUESTA DE AvkA DI JTHFLUERCIA
Y NUMLRO DE POBLACTON CUBIENTAe

UNTDAD Db SALUD KORGERKAT

QUE Cr..ONLAS CUBRE LA UNIDAD?

R/ Limites: Arenal Tutunichapa
Antipua Ce. a Huizficar
Lomas de Candelaria
Limite con Ca Slal'leclu
Los de Huilzfcar
Autopista Sur = 49 AveSur
Arenul la Mascola

Col. llarrisone

CUANTAS PERSONAS VIVEN LN B, ARkA DB INFLUENCIA DB LA UNIDAD?
R/ 79,519 Poblacién Urbanas

CUANTAS PERGCNAS SCN ATENDIDAS DT ARYAMENTE?
R/ 70 perwsonus Consulta Médica

20 " Contiultu dental (depende de la 8pocu del aio
variando la facha de escuclas
Unidod en mnluas condiciones)e

100 Curacionesn e inyeccionen,
vacuhab,

HAY FALTA DE AGUN POTAPLE?

R/ Se recope e¢n barriles - solo lleya en la tarde.

HAY SERVICIO DY ALCANTARILLADO

No existe problema, existen filtraciones en el techoe

DE DONDE PKOVILNE LA DENANDA?

Autopista Sur Bambi 1, 2, 3, U4, ColeLa Constancia
Huizdcar 10 Septiembre Lus Brisas
Sta.itnita Cololuz Lomas de Cundelaria
1.08 ArCoOB 5 de wayo Col,bolores
StacUrsula l.os lléroes \ ColeTVU

Cole Vinn _ Manpyuito Sur Monserrat

Ko




e -

BNCULSTA DE AKRKA DE INVLUENCIA
Y NUMERO DE POBLACION CURIERIAe
UNLDAL D SALUD SAH JRCLITO

1) qU& COLONIAS CUBHE LA UMIDAD 7

R/ ColeSanta Clara

Col.Cunteras de Drapgdn

ColesSun Kkafaol

P Col.Lus Brisas
ColeCosta Rica Noe2
Colelae Margaritas
Colell Carmen
Cole Guerrero
ColeDavidson
Col.tiuerrero
Col.ll Carmen
Col. Manzano
Col. Modcelo
CampameModelo,
Colelias Brisas Noel
Col.DoYeres
Colefian Rafael
Col.Las Brisas
kepeLos Lencas
Cole.Lus Lomitas
Col.Nicarapua
Reparto San Patriclo
ColeSan Cristohal
ColeSuay

Lotificucidn kucai nie

ColeLourdes
Cole.derusalén
ColeSun Joué
Col.M8xico

Col.Costa Rica

Cule Minerva
ReseModelo

Colelin Providencia
Col.MAlaga
Condesevilla

Santa dnita

Col.Sun Juan
Col.Bello San Juan
ColoJurdincé San Marcos
Col.l.as Brisas
Col.Is;ael
Col.California
Col.Culifornia Noge
Col.Montecristo
Col.América
Candelaria

San Jacinto
Col.Ferrocarril
Barrio La Vaepgu
Lot.(Quinta California
ColeleteSan Jucinto
Col.Militar
Rese.Terranova
Urb,america
LoleAlfa

Col,huena Vista
Lol.kl Cocal

tepdlonta Clura



N

l‘)

5)

Cololiamernlda
Cole Menjivar
Col.luenos Aires
Repelianta linrta 1
Revelianta Marta 2
Col.lantla Carlota
UrbeCusicatlfn
Cile Hiraflores

Cole Los Nnrnnjose

CUANTAS PLROGCHAS VIVLN RNOLEL ALREA DU INFLUENCIA DE LA UNIDAD?

R/ 124,142 Poblacidén Urbana

CUANTAS PERGCGNAS SCH ATENDIDAS DIARIAHENTE?
R/ 160 pacientes antes del terremolo eran 190

HAY FALTA DE AGUA TOLAVLE?

t/ Cusi normalmente

HAY SELVICIO bLE ALCANTAKRILL ADO?

Euta bien

Dii DONDE PLOVIENE TA DiskiMDA?

R/ Areuas que corresponden a San Jacinto es el porcentaje mds

alto, los demhs de las otras fAreas nledaiias husta San Mare

C C08g



ENCULESTA DE ARFA DE INFLUENCIA Y
NUMERO DE POBLACION CUBLERTA

Unidad de Salud de Concepeidn

1) Qué colonias cubre la Unidad?
Zona 1 Zona 6
Col. Santa Eugenia — Col. lLas Mercedes 7
Barrio San Jost -~ " lLa Joya ~
" Conecepecion -~ " San Judas
" El Calvario (una parte - " Lourdes .
Barrio Cisneros .~
Reparto Maquilishuat e
Campamento Policia de Hacienda ~
" Renzo 1RCA 7
Urbanizac. Lourdes Ote.”
Limites: Norte arenal Tutunichapa
Sur  4a, Calle Oriente
Ote. Rio Acelhuate MOLSA
Pre. 1Y Av. Norte
2) Cudntas personas viven en el Arca de Influencia de la Unidad?
84.625 seplin MIPLAN 84 ra.
3) Cudntas personas son atendidas diariamente?
287
4)  Hay falta de agus potable?
No
Hay servicio de alcantarillado?
Si
5) De donde proviene la demanda?
50% urbana
29% Soyapango
15% C. Delgado y Apupa
42 Varios
EOM/ gmeh
25-X1/806



ENCUESTA DE AREA DE

INFLUENCIA Y

NUMERO DE POBLACLON CUBLERTA

Unidad de Salud de San Mipucelito

1)

Qué colonias cubre la Unidad?
Zona 7.

Pasaje La Castellana -
Colonia Panama ~
" La Campina 1, 2, 3 -
" San Joaquin loniente 7
La Campifa No.l -’
Residenciral ltaliav”
Urbanizacion Toscana«
Centro Urb. Atlacatl ”
Colonia Rodezno -
Reparto Gavidia 7

Campamento Municipal La 1sla # 177

Colonia 5 de novicumbre -7
Centro Urb. Guatemala No. 17
Colonia ‘“maya”

" Magafia ‘
Mugdan d
Centro Urb. Guatemala No. 2 7
Cuampamento 3 de mayo~

Colonia El Bosque”
" La Esperanza«
" £l Hogar ¢
" ] Encanto
"

Zona No. 8

Colonia Shangrila 4
" Vajro -
"

Belew - )
Residencial San CArlos “

Colonia Arcadia -

" San Carlos
Urbanizacidon Ajda
Colonia Santa Rosa /

Urbanizacion Elisa 7

Pasaje California/
Colonia Layco ¢
Comunidad  EL Bambular

San Carlos ¢
Universitaria -
£l Retugio ,

Cuartel
Colonia
Colonia
Meson Serpas
Col. Las Pavas

Jardines de Mompegon/

Comunidad Cristino Garay
Comunidad Crecia

Col. Atonal

Com. Lavadceros Piblicos
Colonia Tutunichapa -
Com, Tutunichapa # 3 —

bon Ria
San Miguelito «—
Urbanizacion Palomo 7

Reparto

Colunia Palomo 7
" San José
"

isidro Menéndez 7

Urbanizacidon Santa Adcla .
" La Esperanza ~

Centroamérica

Santa Victoria

Commicdad E1 Paralso

Col. Libertad

Cuardia Nacional

Commidad La Fosa~s’

Comunidad Serpas

Avoa San Luis

Col. El Roble

Colonia
1]



Unidad de Salud San Miguclito

Pasaje 3 de Mayo Colonia Las Rosas No. 1
Colonia  Florencia . Comunidad San José

Limitantes: Norte: Arenal de Mejicanos; Sur: Arenal Tutunichopa; Ote.Prolong,
Tutunichapa~-Rio Urbina; Pte.: Av. Bernal.

2)  Cuintas personas viven en el area de influencia de la Unidad?
112.956

3) Cudntas personas son atendidas diariamente?

Consulta médica Rx, Odontologia, curaciones, laboratorio infantil,
vacunaciones.

7123 personas
4) Hay falta de agua potable?
No
llay servicio de alcantarillado?

Si

5) De dOonde proviene la demanda?

Comunidades.

EOM/gmeh,
25-X1/86

e



ENCUESTA DE AREA DI INFLUENCIA Y
NUMERO DI POBLACLON CUBLERTA

Unidad de Salud de Ciudad Delgado

D

2)

3)

Qué colonias cubre Ja Unidad?

Colonia Carolina~ ‘ Colonia Carmen 7

" Cuadalupe 7 Barrio Aculguatdn 7

" Mira Sol 7 " Santa lLucia””

" San Fernando” " Santa Macta ”

" £1 Mirador 7 " San Francisco”

v Monte Carlos " San Joaquin Ote.”

" San Vicente 7 " San Sebastidn

o Hunayco 7 " Villatoro ./~

" San Rafuacl Reparto 12 de octubre <

" Las Delicias / Colonia Acolguacan »

" Humberto 7 " Cuscatlan ~

" Patricia / " Santa Alegria 7/

" Patricia No. 2 - Reparto Lomas del Rio -~

" Guadalupe 7 " Entre Rios -

" Paleca 7 Colonia Beatriz -~

" tlernandez / Reparto Cartografia

" Bolivar 7 Colonia Klein

" San Pedro 7 " Rosa Atlacatl «
Reparto del Norte 7 Barrio Las Victorias s
Colonia Los Alpes - " Cuadalcanal ~

"

Pasaje Dbiana 7 . Agua Caliente 7
" San Vicente de Padl 7 La GCarita -~

" Casa Blanca 7
" Santa Paula ~
" Morazan /
" California
Limites: Soyapango, Apopa, Tonacatepeque, Cuscatancingo, San Migue-~

lito y Concepcidn.

Cuiintas personas viven en el drea de influencia de la Unidad?

Urbana 68,489
Rural 29,0613
Total YH,.122

Culntas personas son atendidas diariamente?

81, oscilando 1))}

Actualmente el nimero ha disminnido por las cortas y unidades
miviles; hay demanda insatisfecha por el cuerpo médico.

.



Ciudad Delpado  (Continuac idn)

4) Hay falta de agua potable?
A causa del terremoto hay tuberias rotas pero en la Unidad, dentro
del drea existe agua potable en el limite norte al Km. 5
Hay servicio de alcantarillado"
LLa Unidad tiene servicio de alcantarillado, la zona urbana tiene y
La zona rural no ticne.

") De donde proviene la demanda?

f.a mayor demanda proviene del area urbana, la rural tiene la limitan-
te del transporte.

EOM/gmeh
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ERNCURSTA DIs AlkBa De THFTHENCTA
Y nNUNBRO DE PORLACION CUBIER'TA

UHTHAD DY SALUD AMATEREC

1) .Ul COLONIAS CURiL LA UNIDAD?

it/ Amatepec
Credisa
Atonal
22 de Abril
Labvor 1
Labor 2
lo. Lnero
FracoMorazén
Altos del Cerro
San Rafael
Buena Viata
San Luig lortal
Santa Mavta Nool ) e
Florencia
(iirasoles
Monte karf{a
Comunidad livnte Muria
Col. I'6 y Alepria,

2) CUANTAS PERSONAS VIVEN BN EL AklA DE INFLUENCIA DS LA UNIDAD?
P/ 50,000 hab, (e:stimado)

3) CUANTAS PERSGNAS SON ATHERUDIDAS DIARDI ANENTE?
R/ 200 per:sionas
10 Consulta Externa, controles, Materno lnlintil

70 Epidemiolopfn transmisibles



4

by HAY Fal'l'a D3
En un 90% no

muncese

HAY SERVICLO
En un Y06 no

S5e sirven de

Las Colonias

AGUA POVARLE?

exinte este serviecio en causn poseen chorros coe

DO ALCAHTARTLLALO
cuentan con los scervicios

forn néplicu.

5) DE DCNDE PROVILUE LA DStANDA?

mensionadas que cubre la Unidad,



ENCURS'TA DE AXFA DE INFLUBNCIA
Y NUMERO LI POBLACION CUBLLRTA

UNIDAD DI SALUD LOURDES

1) {UE COLONIAS CUBKE LA UNIDAD?

R/ Barrio San ksteban

Centro Urbano Lourdes

Col.
Col.
Col.
Col.
Col.

El Parufso
Gnlleyos

El Molino

8]l Grunjero 1 = 2
Bolivar

Col.San lus Portules

Col.San Martin

COlo
COI.
cOlo

E1 Coro
Quifbnez

La Chacra

Comunidad leralta
Comunidad FEHADESAL.

2) CUANTAS

PLRSONAS VIVEN EN LL AlsA Di INFLUENCIA DE LA UNIDAD?

K/ 50,824 poblacibn totnl
« 1 aiio 1,577
1-4 apos 5,291
51l aiios 11,131
15 mbs 334,025,

3) CUANTAS DPERSONAS SON ATENDIDAL DYARTANBNTE?

R/ 79 personus promedio (counsulta geuneral)

) HAY FALTA DE AGUA POTANLE?
7208 folta aypua polableg




HAY SERYICTIO DE ALCANTARILLADGO?
0% fulta alcantarillado - posieen fosu séplicu baterin de le

504 lo tienen

trina

5) DE DONDE I'ROVIENE 1A DFITANDA?

Lags Colonias wensionadas que cubre 1la Unidadg

- \%l’




ENCGUESTA Dr AREA DIV THFLUENCIA
Y HUMEKO DE LFOBLACICHN CUBLERTA

UNT D Db SATUD SAatt LICTA

1) {Ux COLONIAS CUBLL LA UNIDAD?

R/ Las Palmas
Sunta Kduviges
Monte Cristo
Jardines de 3unta Lucfa
Come lpnco Hlipotecurio
Com, Hnuta Lucfa
Santa lucia
Califrornia Noo.3
lotif. Vasquesz
Colelan Cuyetano
Cole.Hupnolias
keparto Vcﬁucia
Caserio Pleites
Mataznno 1, &, 3
Col.Vasguez
Santa Lucia Fonicnte
Valle Nuevo 1 y 2
Caserio Snn Luis
Santn Lucia Noe?
Come Divina Jbrovidencia
ComeDivinn Satvador
Cole Sian rufawd
Col. Diaz
Com, Chahuito
UrbeLa Vaz

Divina l'rovidencio.



5)

b)

CUAN'PAS PEXHCNALG VIVEN LH UL AREA DI INFTURNCYA DI LA UNIDAD?

k/ Promedio 100,000 habo
CUANTAS PRUSOUAS SON A'TRHDIDAS DTARLAMLENTL?
It/ 125 diurius - durante todo el dfa

UAY FAL'I'A Dk AGUA FOTABLE?

tnoun 1046 de 1a poblacidn atendida

HAY SERVICTO Di ALCANTARITIADO

bp un 904 lo tienen.

D DONDE PROVIENE L& DEMAMNDA?

i/ Soyapango ~ Amatepec, San Murtin de todn la jurisdiccidn.

. \q\/



1) Qué colonias cubre la Unidad?

1-
2-
3=
h-
5«
6~
7~
8-
9=
10~
11-
12-
13-
14~
15~

17-
18-
19~
20-
21~
22-
23~
24~
25-
26-
27-
28-
29-
30-
Jl-
32-
33-
Y-
35~
36-
37-
8-
19-
40~
Hl-
42~
43-
44~
45~

Coionia San José 1, IL y LI1 7

SOYAPANCO

ENCUESTA DE AREA DE INFLUENCIA
Y NUMERO DE POBLACION CUBLERTA

Col. Bosques del Rio -~
Col. Monte Blanco /
Col. Guayacin/

Col. El Pepeto /
Jardines del Pepete -

Col. £l

Col. Montes de San Bartolo -~

Carmen -

Col. Los Canacastes <
Col. Santos 2 7

Col. Santos 1 7
Col.Coruiia 1 7

Col. Coruna 2

Col. San Fernando
Urb. Las Flores 7
16-Col. Prados de Venecia L, 2, 3. < "
Col Residencia Guadalupe -
Col. Guadalupe -~

Col. Suyapan ~

San Cristébal - ,//

Reparto
Reparto
Reparto
Reparto
Reparto
Reparto
Reparto
Reparto
Colounia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia
Colonia

Morazan 1 y 2

Las Brisas Ote. «
Las Brisas Pte. |
San Nicolas ~
Monte Carmelo «
Santa Rita 7

San P'ablo -

l.as Arboledas
Santa Cecilia ”
Bella Vista 7
Los Alpes -~

Las Flores 7~
Lomas del Rio 17
lLomas del Rio 2 7
Escalante -
Cuscatlan~
San Antunio -7
Quiroz -

Rivera®

La Providencia 7
Los Laurecles /
LLa Floresta
Sierra Morena
Contreras -~

El Progreso

(Colonias y Zonas marginales)

Con agua y alcant
" "

"
"
"
"
"
”"
"
"
1]
"
"
”
1"

1"t
L]

arillado




46~
47-
48~
49~

SOYAPANGO

Colona San Enrique //
Colonia Campamento Morazin
Col. Comunidad El1 Matazano -
Colonia Morazan

COLONIAS Y ZONAS MARGINALES DE SOYAPANGO

Colonia Rivera
Colonia California
Comunidad El1 Cacao~
Col. Rivera:

Col. California

Col. San Isidro.-
San Carlos

Col. Marily~-

Col. Villa de Jesis
Col. Lspana o
Comunidad California
Col. San Antonio N°2
San Isidro

Col. San Carlos .
Col. Marily —

Col. Villa de Jesis
Col. Espana,

Col. Comunidad Califormia
Col. San Antonio N°2

Si

S
S
S

So

Con agua y alcantarillado

in agua y sin alcanarillado

in agua
in agua
in agua

Sin alcantarillado

lo con agua
”" 11

2) Cuintas personas viven en el Area de Influencia de la Unidad?

100.000 hab. /86 Campaiia de Vacunacidn promedio

3) Cuidntas personas son atendidas diariamente?

2
E

66 Consulta General

n base al recurso que sc tiene,

-3

%

-



A

4) Hay falta de agua potable? Si

En un 5% de la poblacidn que cubra la Unidad.

llay servicio de alcantarillado?
que cubre la Unidad.

5) De ddnde proviene 1la demanda?

e toda la jurisdiccidn.

/medm.

St

Fn un 90% de los habitantes

(3%}

o

-
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M APTREASSY SAR SALVACOR

10 SECSTATC VASKOC PRIOARITY €189

UNCLAS SAN SaLvaDOR 14192
FOR: LAC/0® AN ST/NEALIN

0.0, 12356: w/a
SUNIECT: NEALTN CARL FIMANCING: TECMKICAL ASSISTANCE
L1{- 1] $4 ’

BEF. (A) STAIE 34333, () FEENEY/GIBSONM TELCOM
1H/12/84 :

1. USAID SAN SALVADOR REQUESTS A10/V AS3ISTANCE TO
10EXTIFY AND OBTAIN STAVICLS OF 1-2 TCCHNICAL EXPERTS
INMEOIATELY FOR UP 1O FOUR VEENS EACE UNDER CENTRALLY
EUNDED REACH PROJECT TO VORK AS MCABIRS CF PANO
COORCINATED TEAR VCRRING VITN HON TEAA TO OCVELOP A
CLOSAL PLAN FOB RECONSTRUCTION AMO OEVELOPMENT OF
SERIOUSLY DANACIO NEALTN SERVICE FACILITIES NETVORN
IN THE RETROPOLITAN SAN SALVAOOR AREA. TECWNICIANS
SHOULD BE FLUENT 1N SPANISH AnD MAVE SXILLS AND LOC
EXPERIENCE th MCALTN CARE FINANSIAL AZALYSIS AND
WEAL TN FACILITIES COSTING AS OCSCRIBED PARA ) BELOV.

2. DACKCGROUND: AS RISWLT OF OCTOBER 18 TARTRQUARE,
NANY RETROPOLITAH ZAR SALVADOR NEALTR FaCiLITICS,
GOTI NOSPITALS AN OUTPATIENT FACILITIES, SUFFIRED
EXTENZIVE OARAGE. RECONSTRUCTION PLANNING 13 BEING
CONSICERED 1A TEAWS OF IMPROVING ACCLSS TO STRVICES
4NC DICENTEALIZATION AND DECORCEMTRATION OF 3EZRVICES.
THE BASIC FUNCTIONS OF TRE INTEGRATED PLANRING TEAR
vitL st To:

8) OEVELOP AR EMERGINCY PLAN WICH INCLUOLS 4CTIONS
"WECTSIARY TO RESTURT TNE OPCRATIONAL ANO FUNCTIONAL
CAPACITY OF AETROPOLITAN MEALIN SEAVICES; AND

§) INCORPORAIL PROGRAMMATIC, QUOGETARY and
AONINISTRATIVE MOBIFICAPIONS FOR TRE RTCUPERATION
WICH 1M A LATER STAGE WiILL BRING REORCANIZED NEALTH
SEAVICES CLOSER TO TNE POPULATION,

RECONCTRUCTION WILL REQUIRE CAREFUL PLANNING TO CNSURE
TNAT REPLACERENT FACILITICS POOVIDE OPTIMAL ALZPONSE
10 CURRENT aRD FUTURE wELDS OF TNE METROPOL I FAH POPULAT (0N
© FOR MINISTRY OF WEALTN SCRVICES, THIS WML CISSITATES fNat
FINANCIAL 13.UES BC CAREFUNLY CXANINED alONG WiTH
OEMOGRAPHIC AND TCCHNICAL REOVIRTMENTS. PAND NAS
QEOUEZTED TNAT AID PROVIOL & FINANCIAL TECHNNICIAN OR
TECHMICIANS FOR TRIZ PLANIING TEAR.  fH) (NTCANAT|OSAL
TEAR VILL SE 70AP0ZID OF NOSPIFAL ADMINISTRAION
PUYSICIAN) AND HEALTHN STRVICCS PLANBER, ARCHITECY,
WASE AND CCONOMIST. THE TCAR VILL ASSIST ANO
COLLARORATE VITH THE MO TO OCVILOP A OITAILED PLAN
FOR RICONITAVCTION OF NEAL M £ACILITICS (0 TuC
METROPOL I TAN REGION, 1T 1S EXPLCTID (RAY Tg FLAN
WILL NELP TO ATIRACT FUTURE FINANCING FRON VARIOVS
SORORS,

UNCLASS IFIED

INCIMING
TELEGRAM

4193 112D 010048

SaN 6 1805 16150
3. PROPOIEOD SCOPE OF WORK S AS FOLLOVS:

A) REVIEV OPLRATING 4%D_F1LXID COSTS OF TNE CURRENT
CONFIGURAT 10w OF nOM(EETROYEALTH FACILITILS.

Q) PREPARE AN ARALYSIS OF CAPITAL AND OPCRATING
COSIS OF vARIOUS POSIIBLE CONFIGURATIONS OF
FACILITIES WICR VOXD RESPCED TO TAE (ECHUICAL
REOUIREMINTS FOR NEALTH SERYICES 1N TAC METRO REGIOW,

C) COSTS OF SPECIFIC SERVICES UNOER OIFFERINT
OPERATIONAL NOOLS.

0) EXPLORE POSSIBLE FIMANCIAL RESOURCES IMCLVOING
TROSE OF NOM AND OlnER JONORS 10 NLET CAPITAL ARD
RECURRING COSTS,

£} PROJECT FUNDING RIQUIRENENTS FOR Tag PROPOILD
SALZNDAR OF CONSTRUCTION.

4. PLEASC RESPOND ASIP AS PNO EXPERTS ARE ExPECTID

T0 SEGIN VORK O/4 WOVEMSER 4. G
——
9. ENEASSY RCCOMMEND. THIS TRAVEL, OLOUNY .

gwm
Repot+



